@EPUBLIC
IGERIA
MINYJSTRY OF HEALTH

Saving Newborn Lives in Nigeria:

S| Q‘;} ION ANALYSIS AND
A(:es- N PLAN FOR NEWBORN HEALTH
A2

‘?\: %y context of the Integrated Maternal, Newborn and
WA Health Strategy




Q

§

®

through a grant from the Bill &
Health, Infectious Diseases and

under the terms
The content of this pu
reflect the views of partne
or non-commercial purposes, pravided that the material is accompanied by an acknowledgment. Suggested citation:
Saving newborn lives\in ng@ Newborn health in the context of the Integrated Maternal, Newborn and Child

Prepared b ere V. Ezeaka( Neonatal Unit, Department of Paediatrics, Lagos University Teaching Hospital,
Surulere Dladapo S. Shittu (Department of Obstetrics and Gynaecology, Ahmadu Bello University
Teachi ital, Zaria); Dr Tolulope F. Olufunlayo (Department of Community Health and Primary Care, College

oji~Qdeku (Deputy Director, Reproductive Health Division, FMOH); Dr Joy Ufere (Child Health Division,
F ); Prof E.O. Otolorin (Country Director, ACCESS); Dr Sa’adatu Sule (ACCESS); Dr Abimbola Williams
nsultant); Dr Esther Obinya (UNICEF); Dr Taiwo Oyelade (WHO); Dr Joseph de-Graft Johnson (Save

the Children); Dr Joy Lawn (Save the Children); and Kate Kerber (Save the Children)

Cover photo credit: Jonathan Hubschman/Save the Children



Table of Contents

Acronyms

Foreword

Acknowledgments

Executive Summary

Chapter |: Current State of Nigeria’s Newborns

Nigeria’s Commitment to Millennium Development Ggals
Health and Survival of Nigeria’s Newborns

Newborn Survival and Maternal Health

Chapter 2: Status of Newborn Care in Nigeria
Care before Pregnancy
Care during Pregnancy o
Childbirth Care
Postnatal Care \
Care for the Sick Newborn

Chapter 3: Newborn Health Poli ogrammes

o n Health
3 or and Child Health Strategy

Human Resources Ne n Health

Health System Structure
Policies and Guidelines fo

The Integrated Maternal,

Health Care Financi

Chapter 4: Rec
Actions for De

opmeént Partners and Civil Society
Strategies e Newborn Care by Level of Service Delivery
Infor Research Gaps for Newborn Health

t Federal, State and Local Levels

: State Newborn Health Data Profiles
rofile&™otes and Data Sources

eferences

mendations for the Improvement of Newborn Health

16
17
17
22

25
26
28
32
36
40

42
42
44
46
48
50

52
52
52
52
54

56
56

95



Acronyms

ACSD Accelerated Child Survival and Development
AIDS Acquired Immune Deficiency Syndrome

ANC Antenatal Care

ART Antiretroviral therapy

BCC Behaviour Change Communication

BCG Bacille Calmette-Guérin vaccine for cujosis
CDC Community Development Z»mmittee

CIMCI Community Integrated t of¢Ghildhood lliness

DPT Diphtheria, Pertussis a vaccine
EmOC Emergency Obstetric Care
EPI Expanded Prograpfpreon tion

FGC Female Genital
FMOH Federal Ministry >f}

GDP Gross Dopfg R C

GNI Gross -

HIV wriodeficiency Virus
HMIS C

IMCI

IMR O
IMNCH

IPTp ter nt Preventive Treatment for malaria in Pregnancy
ITN cticide Treated Net
KMC roo Mother Care

LSS Life Saving Skills training
MDG illennium Development Goal
MICS Multiple Indicator Cluster Survey
MMR Maternal Mortality Rate
NANNM National Association of Nigerian Nurses and Midwives
NARHS National AIDS Reproductive Health Survey
NDHS Nigeria Demographic and Health Survey
NHIS National Health Insurance Scheme
NISONM Nigerian Society of Neonatal Medicine
NMR & Neonatal Mortality Rate
OPV Oral Polio Vaccine
PAN Paediatric Association of Nigeria
PMTCT Prevention of Mother-to-Child Transmission of HIV/AIDS
PMNCH Partnership for Maternal, Newborn and Child Health
SO Society of Obstetricians and Gynaecologists of Nigeria
T Traditional Birth Attendant
Two or more doses of Tetanus Toxoid vaccine
R Under-Five Mortality Ratio
United Nations Population Fund
ICEF United Nations Children Fund
AID United States Agency for International Development

WHO World Health Organization



Foreword

The first 28 days of life, referred to as the neonatal period, is a critical period for the sur of the

child. In Nigeria, approximately one quarter of the estimated one million childrggrwhondi
the age of five years do so in this neonatal period. Every day in Nigeria, about ': die, the
highest number of newborn deaths in Africa, and the third highest globally.

Hitherto, care of the newborn is an aspect of child survival that has receiv imitgd attention.The
situation is tragic especially as most of these babies are dying due toanainly pr able causes such
as birth asphyxia, infections and prematurity. The present circu nce.infoys that if we do not

re-strategize to arrest the current trend and substantially red atal mortality, Nigeria will
not attain Millennium Development Goal 4 for child survival.

It is against this background that the Federal Ministry & M\ \FMOH) has put together the

Integrated Maternal Newborn and Child Health (IMNS ¢y to help revitalize MNCH in
Nigeria. Presently, in partnership with ACCESS and Saving Lives/Save the Children, USA
this Situation Analysis and Action Plan for Newborn Hg fe/has been articulated in order to
help identify strategic opportunities to save newpbs es in Nigeria within the context of the

IMNCH strategy.

The issue of neonatal mortality continues to b¢ §
there is a need to adopt focused strategi€s whi
the accelerated reduction of neonatal morbigdh

e¥idence-based and reflect best practices for
ortality in Nigeria. This document entails a

well conceptualized review framework thqt\wil ble government to monitor neonatal morbidity
and mortality in Nigeria, and to adjust_pro me implementation appropriately.

Finally, | wish to express my appr to ACCESS and Saving Newborn Lives/Save the Children,
USA and other agencies (UNIC UNFPA) for collaborating closely with the FMOH in

uire the sustained commitment of all of us at different
agencies, non governmental organizations, the private sector
k/deserve a healthy start in life.

this initiative. Accelerated success
levels of government, devel
and health professionals, as 3

Professor Babatunde timeRin
Honorable Minister of
Federal Ministry. Heal@
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Saving Newborn Lives in Nigeria
SITUATION ANALYSIS AND ACTION PLAN FOR NEWBORN H H
in the context of the Integrated Maternal, Newborn and Child Health Stra

Executive Summary

The Federal Ministry of Health of Nigeria (FMOH) recently reviewed the situation ofmat wborn and
child health (MNCH) in Nigeria and developed an Integrated Maternal, Newborn hilg\ Health (IMNCH)
Strategy to address gaps in care.3 Roll-out of the IMNCH Strategy has begun at zonal\state an}i Jocal government
authority levels. The IMNCH strategy provides opportunities

to integrate services and programmes, overcoming competing

interests in the implementation of evidence-based interven- Q

tions for MNCH.The IMNCH Strategy has helped to bring rec-

ognition of the massive burden of newborn deaths in Nigeria,

but there is recognition that compared to maternal and child

health, there is less consensus on the priority actions to reduce

newborn deaths.

The main objective of this report is to provide a more co
hensive understanding of newborn survival and health i

steps to accelerate action to save newborn lives in Nigeria i
the context of the IMNCH strategy. m

Saving Nigeria’s Newborns: Key Findings and Recommendations

|. Nigeria’s newborns are dying in hiige numbers — 284,000 each year, 778 a day. There has
been no measureable reduction in the aveirage national neonatal mortality rate in the last decade.There
is wide variation in mortality betwean statey, between urban and rural areas and a huge difference for
the poorest families who have more than twice the risk as the richest Nigerian families.

2.Most of these young lives zould be saved with existing interventions —recent analyses
suggest that up to 193,000, or 68 percent of these newborn deaths could be prevented if essential
interventions possible thicugh existing health packages reached all Nigerian women and newborns.
Healthy home practices and community-based care, possible even in hard to access areas could save
over 90,000 babies a year. Aimost 23,000 babies die each year just from neonatal tetanus.

3. The key intarventions to save newborn lives are mostly possible through the
existing heaith system but coverage is extremely low — even much lower than most other
African countries, forr example for tetanus toxoid (51%), skilled attendance during childbirth (44%) and
early breasticeding (30%).

4. The nolicies are mostly in place and the cost is affordable — the key gap is connecting
to action in eacn state and implementing services, and considering innovations to reach higher coverage
and quaiity of care, e.g. delegation of newborn health tasks to extension workers and other cadres and
new strategies to bridge care in the community and health facilities.

ggested citation: Saving newborn lives in Nigeria: Newborn health in the context of the Integrated Maternal,
Newborn and Child Health Strategy. Abuja: Federal Ministry of Health, Save the Children, ACCESS; 2009.
Full report with references and detailed data sources available on www.savethechildren.org/savenewborns




EXECUTIVE SUMMARY

Nigeria’s newborns
N

T
Lo

Nigeria has prioritised maternal survival as
outlined by the fifth Millennium Development
Goal (MDG) for maternal health.After several
years of advocacy and action, the number of
maternal deaths in Nigeria still ranks second
highest in the world. The estimated national
maternal mortality ratio (MMR) in Nigeria
is 800 per 100,000 live births, resulting in
47,000 maternal deaths each year. For every
woman who dies of maternal causes, at least
six newborns die and a further four babies
are stillborn.

Figure I: Nigeria’s progress
MDG 4 for child survival

400 ~ Neonatal morty]i

300 A

200 A
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Mortality per 1,000 live births

Recent progress has been made towards
reducing child mortality but Nigeria is
currently off track for MDG 4 for child survival.
Nigeria has achieved only an average of 1.2
percent reduction in under-five mortality per
year since 1990 yet needs to achieve an annual
reduction rate of 10 percent from now until 2015 to mee
Iargest in Africa, Nigeria’s failure to make inroads regardi : th

1960 1985 1990 1995 2000 2005 2010 2015

1 5 1970 1975 1 0
Year
&ource see report for¥qta aqd refergndes

gr ch|Id survwal leen that its populatlon is the

to global childhood mortality. About 5.9 million babi
year in Nigeria, and over one million of these childre
of five years. o

* Onein every four child deaths
in Nigeria is a newborn (first
month of life)

There has been no measureable progress m
mortality in Nigeria over the past decade.Appr

first month of life.In Nigeria alone, 284,000
deaths each day. Many of these deaths ¢

e ducing neonatal
ate e quarter (24

onatal period, or the
ie every year — 778
and are therefore

* Each year 284,000 Nigerian

newborns die

* MDG 4 in Nigeria cannot be
met without more attention
to newborn survival

occur within the first week of life, refl

unseen and uncounted in official statistj ﬂv’ jority of newborn deaths
é‘) extricable link between
newborn survival and the quality afe.

ns die?
wborn deaths are preventable.Birth asphyxia (27 percent),complications
ere infections (23 percent) and tetanus (8 percent) are the leading causes of

Why do Nigerian
Despite the grim statistics,
of preterm birth (25 per
death. Existing knowled

* Three causes of death (birth asphyxia,
preterm birth complications and
infections) account for three quarters
of newborn deaths in Nigeria.

s in Nigeria

Diarrhoea,
4%  Tetanus,

< 8%

Most of these deaths could be
prevented by healthy practices and
simple case management

Infection,
22%

* Each year almost 23,000 Nigerian
newborns still die of tetanus which is
eminently preventable with feasible,
low cost immunisation of women.

Asphyxia,
27%

Source: see report for data and references




Status of nhewborn care in Nigeria

The state of Nigeria’s newborns reflects the inadequacy and inaccessibility of the country’s overall
WHO has ranked Nigeria’s health system functioning 187th out of 191 countries. The FMOH a
concern in the IMNCH strategy and seeks to promote maternal, newborn and child heaJth—¢

and child health services.
In Nigeria, almost all key packages along the continuum of care have coverage of |

from one visit of antenatal care (Figure 3). Generally coverage is higher for outreac
care, than for skilled attendance or case management of childhood illness. Antenatal

0 percent, apart
uch as antenatal
rage is not much
. rican countries the
average DPT3 immunisation coverage is 72 percent, yet in Nigeria coveragg j§ just 49 peysent. Encouragingly, new

ﬁtween 2003 and 2007,
though national averages hide wide variations between states, urban and\xurl pdpulations and between the rich

and the poor. For example, three states in Nigeria have skilled attendance covegage over 90 percent, yet there are
seven states where less than 10 percent of women give birth with/km'ed\ten Nt present.

Figure 3: Coverage along the continuu \of\c% in Nigeria for
maternal, newborn and child heal

100% ~

75% -

25% -

43%
0% T

Demand for Antenatal care Postnatal care Exclusive Measles
contraception (1+ visit) within 2 days breastfeeding <6 immunization
satisfied months
Pre-pregnancy Pregnan Postnatal Childhood

wrce: see report for data and references /\
—

Before pregnancy </

*  The National Policy on 4

evelopment of Adolescents and Young People, provides supportive policy
achieved. This is reflected by low female secondary school attendance (33
percewt of girls are married before age 15;a total fertility rate of 5.5 and very low
ptives (9 percent).

phasis on adolescent nutrition. Furthermore, the implementation of adolescent

female school- imml.@ations such as tetanus toxoid (TT) is not routine.

* Many sociorcult practices pose significant reproductive health challenges, particularly including female
e \as a prevalence rate as high as 57 percent in some areas of the country.

ancy
rcent of Nigerian women attend at least one antenatal care ANC visit with a skilled care provider,
pportunity to deliver key interventions for mother and baby. Rural and poor women are least
atténd ANC and attendance varies greatly by state.
nt of ANC visits does not reflect a focused ANC (FANC) package of interventions. Only 47 percent
mothers receive the recommended two or more doses of TT (TT2+) with figures as low as seven percent
amfara state. Just over half of women attending ANC are counselled on danger signs during pregnancy.
ia prevention interventions are extremely rare during ANC, as just one percent of mothers receive
ntermittent Preventive Treatment during pregnancy (IPTp) for malaria as a part of their antenatal visits. Only
ne percent of pregnant women sleep under an insecticide treated bed net (ITN).
*  Overall, less than half of mothers make four or more ANC visits, and fewer make their first ANC visit during
the first three months of pregnancy.



Durmg childbirth

Case management fo

About 60 percent of births in Nigeria take place at home. The proportion of home births is
percent in the North West and 82 percent in the North East zones of the country.
About 44 percent of deliveries are with a skilled birth attendants— doctors, nurse/midwiv
midwives. Traditional Birth Attendants (TBA) attend 20 percent of births. Over 30 perge
birth with just a relative or no attendant present at all.

i as a power
supply, water, equipment and drugs. Although 24-hour service is available in mpgt tertiacy and secondary
es.

standards, only 4
ban areas. Rewer than 2 percent of
émerg¥ncy services.

percent of midwives) are trained
e babies. Care of premature or
ties that have incubators.

in Africa. Only 32 percent of newborns are
‘ he percentage of infants exclusively breastfed has
gerfa Demographic and Health Survey (NDHS) to 12
tor er Survey (MICS).

one year of age has dropped from |3 percent to | | percent

breastfed within one hour of birth; recent@ta shdé
decreased from |7 percent according to the

percent according to the 2007 Multiple In
The rate of children who are fully immunise
between 2003 and 2007.

Since neonatal care is relatively ne
The coverage of case managefn
that fewer babies are broug

at primary or even at
be referred for facili

Specialised neonatal is required in all referral centres, but currently it is largely restricted to teaching

hospitals in Nigeria. Improwiag facility level care of newborns in Nigeria is crucial and is an achievable goal.

<



EXECUTIVE SUMMARY

Newborn health policies and programmes

d’the IMNCH

Strategy.The strategy intends to reorient the health system to ensure the delivery of{gssentiaf¥\nterventions that
ntation. The new

alth care system. The current
et set in the Abuja Declaration
yments for health care, which
articularly in the case of obstetric
here is no national policy on free

: al, newborn and child health services.The existing
ave limited responsibilities in community-based maternal
CH is an important operations research agenda.

cadre of Community Health Extension Workers (SHE
and newborn health and innovative use of this cada for

KANO PROCESS

In parallel with this national 5ituation analysis, a state level process has been

undertaken in Kano, highlighting one of Nigeria’s 36 states where high rates

of maternal, newborn and child merality have caught the attention of state

government. The response in Kaiic has been positive with conducive political

will and a commitment of fund: and the engagement of partners to introduce

Safe Motherhood, Emergency Cobstetric Care, the Prevention of Mother-to-Child

Transmission (PMTCT) and integrated Management of Childhood lliness (IMCI) as parallel programmes.
The State is now in process of rolling out the IMNCH Strategy and this will link with the newborn health
situation and planning proczss already underway.

The Kano State case stuidy reports:
Population coverage of outreach services is low, for example DPT3 immunisation is only 6%.
State investmicnt. predominantly involves the tertiary and secondary levels of health services, rather
than PRC
Newtarin health is considerably constrained by low coverage of ANC services (35%) and low
availability of focused ANC services with evidence-based interventions, including blood pressure
measui'ement, malaria prevention and PMTCT
Inadequate knowledge and practice of birth preparedness
Low use of skilled attendance at childbirth
very low availability and use of postnatal care services

For more details see the Kano State profile in Chapter 5 of this report.
Kano State case study report will be linked to the IMNCH planning in Kano State




Healthy newborns will change Nigeria’s fu

Packages along the MNCH continuum of care

rogrammes

Evidence based interventions
to save newborn lives

Before * Education with equal opportunities for girls

pregnancy * Nutrition promotion especially girls and adolescents
* Prevention of female genital mutilation
* Prevention and management of HIV and sexually transmittéd infeefions (STI)
* Family planning

During * Focused ANC including

pregnancy — Tetanus toxoid immunisation

— Screening and management of syphilis/S
— Management of pre-eclampsia
— Intermittent preventive treatment IPTp 3
— Prevention of mother-to-child trané
* Birth and emergency preparedness 4

Childbirth care <« Skilled attendance at birth
* Emergency obstetric care
* Companion of the woman’s cF birth
* Emergency loan and transport schen
* Where the is no skilled at suppdrt for clean childbirth and essential newborn
care (drying, warming, hyg| usive breastfeeding)

d baby especially first two days after birth
bies with other problems (e.g. mothers with HIV/AIDS)

Postnatal care
(PNC)

Case 1 £ape of small babies including Kangaroo Mother Care (KMC)
management of orh/care for illness especially sepsis at first level of the health system
preterm babies

and ill newborns il od care for newborns with serious illness including severe infections,

(eg IMCI) Zncgphalopathy, preterm birth complication , jaundice, and congenital

Nutrition and
breastfeeding
promotion =

promotion especially in girls and adolescents, including folic acid
gnal nutrition support during pregnancy and lactation
Early“and exclusive breastfeeding for babies

<

Preventing STI/HIV in girls and women and avoiding unintended pregnancy amongst
women who are HIV infected
PMTCT of HIV through antiretroviral therapy and safer infant feeding practices

IPTp and ITN

munisation » Tetanus toxoid vaccination for pregnant women
* Immunizations of infants with BCG, Polio and Hepatitis B



Priority opportunities in Nigeria
to save newborn lives

Promote delay of first pregnancy until after 18 years and each pregnancy spaced at least ths after
the last birth

Prevent and manage HIV and STls especially among adolescent girls
Social mobilisation and legal support to address female genital mutilation

Undertake tetanus toxoid campaigns especially in the Northern states
tetanus

Increase the coverage and quality of ANC ensuring women receive
interventions that are part of focused ANC

advapce el’wnation of neonatal

and all the evidence based

essential newborn care and resuscitation
When scaling up emergency obstetric care, include esde
Promote birth and emergency preparedness at home and’
(Emergency loan and transport schemes, etc)

Hewborn care and resuscitation
ser linkages between home and facility

Develop a global consensus regarding a PNC e others, newborns

Undertake operations research in Africa toast m to provide PNC including at community level in
order to accelerate scaling up

Adapt IMC] case management algo
healthcare level

If it is not possible to provide ¢a apagerent for neonatal illness at scale through existing service
delivery (e.g. IMCl is low coy, onsider other mechanisms to bring care close to families (e.g.
community based treatment\of feonatal sepsis)

Ensure hospitals can provide dar&cfpfeterm babies including KMC and support for feeding preterm babies

Review and strength&q policy ahd programmes to support early and exclusive breastfeeding, adapting the
Global Strategy for Infansax
Address anemia,in pregnancy through iron and folate supplementation, hookworm treatment and malaria
prevention

lerate the elimination of maternal and neonatal tetanus
e opportunities for strengthening immunisation programmes to strengthen MNCH services (e.g. social
obilisation, linked interventions, and monitoring)

13



Recommended actions to strengthen MNCH se
and save newborn lives

Ensure leadership, appropriate funding and accountak

* Allocate |5 percent of government resources to health in order to meet the Abuja comn

*  Review implementation of the National Health Insurance Scheme (NHIS) to identify
to offer community level insurance.

*  Free MNCH services are essential to improve access to care for mothers and ne rns.

*  Coordinate funding from development partners for effective MNCH delixery. Progra ould be mapped in
order to avoid duplication and to increase synergies.

»  Strengthen the national working group for MNCH (e.g. national PM
non-governmental organizations (NGOs), civil society and developm

*  Consider appointing a national desk officer for newborn health in F
progress for newborn care in Tanzania.

ding p;ofessional associations,
ers.
as been effective in accelerating

Orient policies, guidelines and servic lude newborn care
interventions

*  Accelerate roll-out of the IMNCH strategy at state- ding programme management, supply logistics
and data tracking.

* Support development, review, dissemination and j
and used at state level.

* Review current health policies to ensureélhag hi
around emergency obstetric care (adding,e
(neonatal sepsis case management).

» Target early postnatal care through clear polick directives to reach women and their newborns at home or

close to home in the crucial fist days

* Develop a national Kangaroo Mo re C) guidelines to enable consistent implementation and
KMC training guides used in seve es¢dan be adapted for wider use.The FMOH should institutionalise
ainj

gn of newborn care standards, to be adapted

¢t neonatal interventions are included, especially

ial born care and neonatal resuscitation) and IMCI

modalities for neonatal resuscitati and KMC and other key neonatal care interventions.

Effectively plan implement, including human resources,
equipment and

. tatiom\Qf the highest impact and most feasible interventions using a clear process.
lementation will differ by state and can be linked to the IMNCH planning process

rocesses for effective supervision at all levels of the health care system - federal, state and
ent authority (LGA) - using standardised reporting formats. Interventions to strengthen human

rkers.
lop behaviour change communication messages and use media effectively to discourage harmful practices,
create awareness about newborn care and inform about danger signs.



Track progress and use the data to improve programmes

* Implement a system to increase coverage of the birth and death registration policy.

* Ensure that all implementation plans include a core set of newborn care indicators, as f H
indicators.

* Involve development partners,agencies and professional associations in developing a mony
framework and indicator tools, data management and monitoring delivery on commit

* Review tools for routine auditing of maternal and neonatal deaths,and provide supp
at LGA and state levels within the context of the IMNCH strategy.

* Conduct operational research on how to scale-up MNCH interventions alo tinuum of care.

g and operations

15



Chapter |: Current State of Nigeria’s Newb

Nigeria is the most populous country in Africa with

approximately 140 million people,and the tenth largest country
in the world.' Nigeria’s health status indicators are worse than
most low and medium-income countries. Nigeria ranks |55
out of 177 countries in terms of health status according to
the United Nations Development Programme (UNDP)? and in
2000,theWorld Health Organization ranked the performance of
Nigeria’s healthcare system 187® among 191 countries.? While

we have made some progress toward reducing child mortality,

the country is still off track for Millennium Development Goal
(MDG) 4 for child survival and 5 for maternal health.

Each year in Nigeria almost |.2 million children die before their
fifth birthday, but until recently it has not been noted tha

t one quarts
of life as neonatal deaths. Reducing these deaths is a cru?/s’(c‘ie‘p)'%:
4. In addition, many of the solutions for

2 — 284,000 — die in the first month
ageing Nigeria’s progress towards MDG

newborn deaths link closely to reducing
the estimated 47,000 maternal deaths in
Nigeria each year. (Table I.1)

To address this urgent issue, the Federal

JASNumbers of deaths of Nigerian
ies and children

Ministry of Health (FMOH) and partners,in
alliance with the Global Health Partnershin

for Maternal Newborn and Child Health
have developed the Integrated Mate ¢
Newborn and Child Health (IMN éﬁ

strategy. The strategy urges sta

144,720,000

5,909,000

onatalMortality Rate (2003) 48
Ahpyal number of neonatal deaths 284,000
| Under-5 Mortality Rate (2003) 201
nnual humber of under-5 deaths 1,188,000
ercent of under-five deaths that are neonatal 24%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 47,000

IMNCH strategy moves
fragmented

Source:

\—

current,

1,4-6

services. Instead, it focuses on |
Il togeth
hieve MDGs 4 and 5.7

The strategy aims t
continuum in

Historical
not address
issues,
situati

It vide

egrated services that can accelerate coverage of effective MNCH interventions.
er an evidence-based maternal, newborn and child health framework in a practical

nd child health packages in Nigeria addressed the mother and the child separately and did
special need for newborn care. In the absence of a comprehensive analysis on newborn health
es facing newborns and possible opportunities to save newborn lives now may be missed. This
lysis aims to provide a more comprehensive understanding of the state of newborn health in Nigeria.
oundation for the systematic development and implementation of evidence-based interventions to

newborn health in the overall context of the IMNCH strategy.



Nigeria’s Commitment to Millennium Develop
Goals 4 and 5

The international community, including Nigeria, endorsed the eight MDGs in 2000. The goalgpresent anJistoric
commitment to eradicate extreme poverty and improve the health of the world’s poofq
Nigeria’s failure to make progress towards meeting the MDGs contributed to the 2007 Unitg
progress report to conclude that “the [MDGs] are very unlikely to be achieved in Sul7?agzran A

O

Meeting MDG 5 for maternal survival -
requires a 75 percent reduction in F|gure I.1: Rate o prog\ésytowards
maternal mortality from an estimated MDG 4 in Nigeria o
1,000 maternal deaths per 100,000
live births at baseline in 1990 to 250 400 1 Usggftsa'rn”;‘r’tr;"l"igyt:fd
per 100,000 live births by 2015.7 For - G 4 Target

. . (2] i
Nigeria to meet MDG 4, the country | £ S ety e s o)
must attain a two-thirds reduction in S
the under-five mortality rate (USMR) 5
from 230 deaths per 1,000 live births S 200 NY ~—~— 2
in 1990 to 76 by 2015. Nigeria has only 5 N
reduced under-five mortality by an = @ 1387,
average of 1.2 percent per year since £ 100 - "
1990 yet needs to achieve an annual = . W76
reduction rate of 10 percent from now m
until 2015 to meet MDG 4. There has & ’ 1960 @m' 1975 1980 1985 1990 1995 2000 2005 2010 2015
been no measureable progress made Year
towards reducing neonatal mortality in Q@
the past decade. (Figure 1.1)

The 2003 Nigeria Demographic and Hea u NDHS) reported an U5MR of 201 deaths per 1,000 live

luster Survey (MICS) estimates USMR at 138 deaths per 1,000

live births, suggesting a considerable d&
per 1,000 in the South West zone to

for an estimated 24 percent of t d 1.2 million children who die annually in Nigeria under the age of five
Malaria (24 percent), pneumonia t), diarrhoeal diseases (16 percent) and measles (6 percent) are other
direct contributors to the dren under five.’

While a neonatal mort: R) estimate for 2007 is unavailable, experts assume that it has not declined
as much as the USMR.This ause an increase in preventive programmes for child health, such as the National

Programme on Immunisation and previous Integrated Management of Childhood lliness (IMCI) protocols, which
reduce post-neona eath@ut do not target deaths in the first four weeks of life.

igeria, vital registration of births is generally low.MICS 2007 reports birth registration of 23 percent nationally.®
ewer deaths are registered, especially neonatal deaths which mainly occur at home.The majority of Nigeria’s
newborns who die do so without any record, often totally uncounted. There are few estimates of neonatal
mortality at a national level and all are dependent on retrospective household surveys such as the NDHS. The
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most recent national NMR estimate is 48 per 1,000 live births from NDHS 2003.* Retrospective surv
result in undercounting neonatal deaths by as much as 10 to 30 percent.'® Mothers are less likel
neonatal death if a baby dies in the first hours or days after birth or is very small."

Nigeria ranks the highest in Africa in terms of the number of neonatal deaths and the third highest
Nigeria contributes about eight percent of the world’s annual neonatal deaths (Table 1.2). O

~—
Table 1.2: Countries with the highest humbers (¢f neonatal

deaths worldwide

Nu r of rcentage
Neonatal
- n ata of global
Country mortality
rate de neonatal
_annua deaths
| |India 39/ TQd4,100 27%
2 [China ISR\ 717,000 9%
3 |Nigeria AN N\Y/184,000 8%
4 |Pakistan /L 54)) 255,000 7%
5 |Bangladesh N 136,000 4%
6 | Democratic Republic of the Congo | /" N4TNY 131,000 4%
7  |Ethiopia N2 "4 119,000 3%
8 |Afghanistan Vi oA 84,000 2%
9 |Indonesia <\ \\' 17 75,000 2%
10 |Iraq N\ 63 61,000 2%
Source: '

-

There are wide regional variations- ibution of neonatal mortality, which mirror zone-based disparities
in other health outcomes.Acco DHS 2003, the highest neonatal mortality rates were observed in the
an
on

<@é

North East (61 per 1,000 live b orth West zones (55 per 1,000 live births) (Figure 1.2).* In contrast,
the South East and South Westz e an NMR of 34 and 39, respectively.While these rates are almost half of
i e are still higher than other African countries with much lower gross national

53
34
North East North West North South South South West South East

Central

Zone




Poverty and newborn survival
As with many health outcomes, mothers and newborns in poor families are at an increased risk
poorer nutrition, and face more challenges in accessing timely, high quality care compared to w
Most poor women in Nigeria live rural areas. Access to quality and affordable health services an
amenities is limited. These including access to safe drinking water and improved sanitatiop
opportunities that may alleviate these challenges to health remain limited for many citizens

In 2007, Nigeria had the twelfth highest oil production in the world. Despite this and/ wealgh of other natural

resources, Nigeria ranks as the thirteenth poorest country in the world. According e Wpyrld Bank, two out
of every three Nigerians live below the extreme poverty level (less than $4, USD per and 90 percent of
Nigerians live on less than $2 USD per day.? Q
An analysis of African countries with
economic status index data showed Figure 1.3: s mortality and
that the largest disparity in NMR was household e year rates
seen in Nigeria. The richest quintile
demonstrated an NMR of 23 per 1,000 0
) 60 56
live births, while the poorest quintile ;2 50
had an NMR of 59.* (Figure 1.3) This @ b= 40
represents a gap of 156 percent. If all g2
of Nigeria experienced the same NMR % § 2
as the richest quintile, nearly 150,000 o
fewer babies would die each year. L
Poorest Middle Richest
There is also a large gap in NMR \
between urban (37 per 1,000 births) &
and rural communities (60 per 1,000 a4
births).* The few health facilities thaf (arg Ait3ted in rural areas are often poorly equipped, poorly staffed,

inaccessible due to distance and
health needs. Although most Nigg
urban poor poses another chal
care service provision. Many-banpag

statistics comparable to tlifse ive in rural areas.

Stillbirth

.This dearth of information highlights the challenges that must be addressed in order to
nd recognise the rights of these babies. The World Health Organization (WHO) stillbirth

5 ent of fresh stillbirths having no visible congenital malformations.'* Facility-based studies have shown that
o-thirds of intrapartum stillbirths could be avoided with better obstetric care and reducing delays at
e and in getting to the hospital.'®
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Why do Nigerian newborns die?

as neonatal sepsis or tetanus are missed in facility-based data because these deaths often gccurag howe, after
discharge from the hospital or health centre and/or among lower income families with inadeqate acseys to health
facilities. For this reason, the data used here are estimates for the year 2006 based on m\|tiqgomial/regression
used to model the proportion of deaths due to each cause as developed by WHO a vith the Child

Health Epidemiology Reference Group.'® ' '
According to the best estimates, the major causes ~_/

of newborn death in Nigeria are birth asphyxia Figure 1.4: Es timMauses of
(26 percent), cor.npllca?tlons of preterm birth (25 newborn ¢ .
percent), severe infections (22 percent). Neonatal

tetanus still accounts for 8 percent of neonatal
deaths. (Figure |.4)

Tetanus,
8%
Birth asphyxia

Birth asphyxia or intrapartum-related neonatal
deaths remain a major cause of newborn death
and disability in Nigeria. National estimates
report asphyxia as the most common cause of
neonatal mortality, constituting more than one

Infection,
22%

quarter of all cases. For each asphyxia-related Asg?;/x'a’

newborn death, many more babies are left with ) ’

permanent disabilities. A study from a terti

centre in Nigeria found a neonatal encephalopath —

incidence of 26.5 per 1,000 live births, with neax|) hal e cases categorised as severe.'” Almost all babies who
survive severe neonatal encephalopathy are expexged to have impairment.'®

Underlying factors that contribute to b phyxiainclude the classical list of the “three delays” that also apply

I. Delay in recognition of complisa

2. Delay in accessing seconds

3. Delay in receiving timel
equipment and supplies,
or equipment for p

ary centres for appropriate care: and
Ate care once at the facility, due to inadequate numbers of staff, lack of

Nigeria. Up to
causes of

-based interventions such as adequate hygiene, thermal care and breastfeeding can be practiced at home.
gargo Mother Care (KMC), which involves ongoing skin-to-skin contact between mother and baby, infection
ntion and breastfeeding, has been proven to be at least as effective as incubator care and is feasible in all
secondary level facilities and above in Nigeria.?2
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Infections

Neonatal infection is the third most common cause of newborn deaths. Major neonatal infections i
pneumonia and meningitis. Deaths from infection may be easily prevented through hygienic birth an
practices, and the early recognition and appropriate management of the infections. However, the
interventions still fail to reach many of Nigeria’s mothers and newborns.

Neonatal tetanus
Despite the fact that tetanus is preventable and has been eradicated in many counti
Nigeria. Tetanus has been reduced as a cause of death in Nigeria but still account
deaths or almost 23,000 deaths a year. Elimination of neonatal tetanus involves rel
such as immunisation during pregnancy, hygienic conditions during childbirth
cost-effectiveness and feasibility of tetanus immunisation for pregnant wo,
immunisation coverage in Nigeria, this is an immediate opportunity to s

it prevalent in
cent of neonatal
le interventions
rd care. Given the

n and the@estment in increasing
n liveyin Nigeria.

Other causes: neonatal jaundice
Even though it is not identified as a major cause of death, neopea ains an important cause of
g\infants in Nigeria.While there are

no national figures on neonatal jaundice in Nigeria, paediatric emexg admission data in a Lagos tertiary

Neonatal jaundice is thought to be under-reported in verba opsy data since caregivers often do not detect
jaundice. Under-diagnosis is further compounded by theTa
within 24 to 48 hours of birth when the features of ttal\ jaufydice have not yet appeared. In many situations,
health care professionals do not know how to rgignage Mig ion,and infants consequently develop kernicterus,

which causes brain damage. \

When do newborns

this with 44 percent of newbg aths in Nigeria occurred on day 0-1, while 74 percent of neonatal
deaths occurred during Irstw of life. (Figure 1.5)

T ‘l_’_. T T \._v—v—-_v. T T I T T T — =,
012 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31+
%t Age at death (day)
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Where do newborns die?

More than half of African babies who die do so at /\\7

home.The place where mothers give birth, which Figure 1.6: Distribution of hs

usuall?' mdu;ates whether t'he birth is atterided in Nigeria by place of
by skilled birth attendants, is strongly associated

with the place of death and also with levels of
maternal and neonatal mortality. According to
the 2003 NDHS, approximately 66 percent of
births occur at home, while only 34 percent take
place in a health facility.* Of these health facility
deliveries, approximately half take place in private

Other/missin

Private facility
14%

sector facilities, and the other half in public sector 66%
facilities (Figure 1.6).Rates of facility deliveries are

higher for women in urban centres (54 percent),
mothers who have greater than a secondary level Qma‘
education (88 percent) and those in the highest

wealth quintile (80 percent).*

Newborn Survival and Mat Health

A mother’s health is inextricably linked to the health /of }
problem — it has far-reaching medical, social and ece @

and the world at large. When mothers are malngdxished eceive inadequate antenatal care and care during
childbirth, they and their babies face a higher rig %e and premature death.

ey giving birth for every maternal death at least six newborns
die and a further 4 babies are stillborn.” MNigegia’s mafernal mortality ratio (MMR) is estimated to be 800 deaths
' iNigeria are not systematically registered there is a wide range
of estimates of maternal mortality ratigY@ne modelled estimate for 2005 quotes a higher MMR of 1100 with

me uncertainty surrounds the exact estimate, these figures are much
fries, where the average MMR is 8 deaths per 100,000 live births.'

orn. Maternal mortality is not just a health
plications for the newborn, family, community

A staggering 47,000 Nigerian women die €

champions in Nigeria but a lack of reliable data disaggregated by state
in which most state governors and local government heads are unaware of

Nigeria. For every woman that dies during pregnancy or childbirth, around thirty women
short and long-term disabilities, such as fistula, anaemia, pelvic infection, malnutrition and
xf which can lead to reduced economic productivity. Nigeria accounts for 40 percent of the global
ric fistula with an estimated 800,000 sufferers.?

¢ countries, a mother’s death in childbirth means almost certain death for her newborn. Those who

vi@infancy often face serious challenges to their growth, development and long-term survival. Studies have

o at children who lose their mothers during childbirth have a 66 percent higher risk of death than those
e mothers survive.” Newborn death rates are highest in regions where maternal death rates are highest.

Nigeria’s high neonatal mortality rate reflects a vicious cycle common in many low-resource settings. Pregnant



mothers are often poor, malnourished, overworked and may still be recovering from a previous preg
FMOH Safe Motherhood Survey concluded that “the pregnant women rarely ate a balanced diet b
high level of poverty facing them.”?® Other maternal conditions that directly or indirectly impact
include illiteracy, gender inequality, high fertility, teenage pregnancy, early marriages and other har
practices such as female genital cutting.

Causes of maternal mortality

The main causes of maternal mortality in Ll

Nigeria are: haemorrhage (23 percent); infection Figure 1.7: Estim d )Jdauses of

maternal m igeria

<

Haemorrhage
23%

(17 percent); unsafe abortion (Il percent);
obstructed labour (|1 percent); toxaemia/

eclampsia/hypertension (I percent); malaria
(I'l percent) and anaemia (I percent). Other
causes, including HIV/AIDS, contribute to about
5 percent of maternal deaths (Figure 1.7).7 In
the SOGON facility-based survey, eclampsia was

the most commonly reported cause of maternal

Infection
7%

mortality.?! This finding may reflect the inability
of women with postpartum haemorrhage to

access a health facility in a timely manner, which Unsafe Toxaemia/
leads to their deaths at home. Consequently, ab1orgk)on EC'?W,/EJ’Sia

this is often excluded as a major cause of death 7\7
according to hospital data. O ‘

Maternal age \
Higher maternal and neonatal mortality rates have\been observed among mothers who deliver at high and low

@

extremes of maternal age.This is particular

childbirth that affect both them and their babies.

es iI»._l,u years old was 58 per 1,000 live births,compared to 48 per 1,000
igeria, 25 percent of teenage women aged 15-19 have already begun to
ording to several factors, including whether the mother lives in a rural
er’s education, and the geographical zone. In the North West and North
ages | 5-19 years have had at least one child.This compares to only 5 percent

omen under 20 years and those over 40, as they are more
prone to complications during pregna

The NMR for babies born to mothe
live births in mothers 20-29 yez:
bear children.Teenage pregnanc
versus urban area, the lev
East,approximately 45 p

Figure 1.8: Percentage of girls aged 15-19 years
who are married, by zone
® _ 100% -
T
T
L5 75% -
58 58%
S 509 |
, o5 0 34%
in 5 percent of 29 25%
. "E [«;) 250/0 | 19%
arried before 15 g0 J 4% 8% 6%
ars xf age; nearly 40 percent ST 0y | — B =
m T T T T T T T
€ ied before the age of North North North South South South National
Figure 1.8) Central East West East South West average
Zone

Source:®

-

23



Education for girls and women

A woman’s education is one of the most
important determinants of neonatal
mortality; mortality levels decline as
the mother’s education increases. The
NDHS 2003 showed almost a two-fold
difference in neonatal mortality between
women with no education (NMR of 60)
and women with secondary education
and above (NMR of 37).* (Figure 1.9) The
higher a woman’s level of education, the
more likely it is that she will marry later,
use contraception, utilise health services,
recognise danger signs in the newborn and
play a greater role in reproductive health
decision-making.

(N

Figure 1.9: Neonatal mortali
by mother’s level of education

70 -
60 -
50 1
40 1
30 1
20
10 |

60

Neonatal mortality per
1.000 live births

ra

Q}urce:4

Secondary

The National Bureau of
Statistics reported an
adult female literacy of 57
percent, compared to 75
percent among males.’
However, these rates vary
widely: there are lower
literacy rates in the rural
areas and in the northern
part of the country.
Recent MICS data reflect
a national literacy rate of
56 percent among female
youth between 15 and 24
years of age. Of these, only
2| percent are literate in
the North West and 39
percent are literate in the
North East. These data <§0% |
are compared to high

literacy rates in the South

by zone

100% -

75% A

male youth literacy (%)

)

Figure 1.10: Fem

56%
39%
21%

North
Central

88%
85%
81%

O

Y
rMmong 15-24 year olds,

56%

Il

North
East

North
West

South
East

South South
South West

Zone

National
average

levels of education, the process of household decision-making in regard to health
r underlying factor that contributes to neonatal mortality. Control of finances and the
authority often lies with the husband or other male relatives. Studies have shown
omen have lost their lives and that of their babies in pregnancy-related conditions, while
ing a decision to be taken by such gatekeepers.”’

straints placed on women’s movement outside the home sometimes limit their access to health
ies. This contributes to low levels of antenatal attendance, low rates of birth in health facilities, low
attendance of postnatal services, poor newborn immunisation, inadequate child care practices and poor
healthcare-seeking behaviour. This is especially true in the northern parts of the country.
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Chapter 2: Status of Newborn Care in Nige

An effective continuum of care connects essential maternal,
newborn and child health packages through the pre-pregnancy,
pregnancy, childbirth and postnatal periods into childhood
and adolescence. This builds upon natural linkages of care for
mother and baby throughout the life cycle and by integrating
service delivery from the home with the first level facility and
with the hospital.*2

Recognising the importance of this continuum of care, the
FMOH built upon this framework in the IMNCH strategy.” Q
(Figure2.1)Thereare a number of evidence-based interventions
to reduce newborn death and disability that can be integrated
within health packages already present within the Nigerian
health system. More newborn lives can be saved in a cost-
effective manner by increasing the coverage of these existing
packages and at the same time adding key high impact interventions.to wborn lives.

L)

Figure 2.1: Interventions to re ewborn deaths within the

continuum of care

CHILDBIRTH CARE. NEWBORN AND CHILD CARE:

*Emerozncy obstetric care —Emergency newbom care for iliness, especially sepsis

to manag-= complicaiions —Management and care of low birth weight babies, including
+Skilled obsiatric ~are at Kangaroo Mother Care

birth ana immeaiate —Case management of pneumonia, malaria and diarrhoea
newbonn care (hygiere,

warmth, breastfeeding) and

resuscitation

*PMICT of iV

Clinical
Referral

First referral

Outreach/outpatient

—Adolescent and —Know:<dge of —Where skilled care isnot ~ —Healthy home care including: —Water, sanitation,

pre-pregrancy oregnancy available, clean delivery promotion of exclusive breastfeeding, hygiene

nutrition complications and and simple early newborn  hygienic cord/skin care, keeping the —Demand for care
eriergency care including warmth and ~ baby warm, promoting demand for and linkages to

—Education preparedness, early initiation of quality skilled care facility care
counselling for newborn  breastfeeding —Case management for pneumonia

—Frevention ot care and breastfeeding and neonatal sepsis, and care of LBW

HIV and STls babies where referral is not available

born/postnatal Childhood
i

>
=
£
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£
S
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ver, several challenges threaten the success of a seamless continuum for maternal, newborn and child health.
These may include apparent competition between advocates for mother or for child; the difficulties of effectively
linking homes (where most births still occur in Nigeria) with effective and timely care especially at birth and in the
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Care before Pregnancy

Newborn health is closely linked to the nutrition, education and health services that women a ¢ceive prior

to their first pregnancy.When girls are undervalued, undereducated and malnourishe becomepregnant too
early, there is a negative effect on the newborn.Young Nigerians (aged 10-24 years) prise{@bout one third of
the population.There has been an increasing recognition of the need to respond effec to/their development

challenges and reproductive health needs.®

Nutrition

young people in supervised settings, such as

the areas of sexual behaviour, reproductive health and nutrjtien}
# A

school and the workplace. Supplements are recommend ;-# for non-pregnant teens and daily throughout

pregnancy for pregnant teens. Currently, there are no nation the implementation of adolescent iron and

Female education Q
Zone-based data on female literacy have show m%% ationship between the level of female education and
ige

neonatal mortality. One strategic framework fi youth includes the re-conceptualisation of the school
health curriculum by the FMOH and Ministry of\Equcation.®> Some states in the northern part of the country
have instituted free education for females, ease in access is yet to be determined.

Family planning
Effective family planning reduces moris
delay of first pregnancy, child spAgi
human immunodeficiency virus
health information, including fam
marriage.

ng mothers and children.* It also plays a pivotal role in the
e prevention of sexually transmitted infections (STI), including the
Jying age at first pregnancy requires adequate adolescent reproductive
Aing, to all adolescents or young adults (15-24 years), preferably prior to

Nigeria has a high }>igure 2.2: Modern contraceptive use among
fertility rate of 5.5." Nigeria > . . .
, married or in union women, by zone
also has a high rate\of early,
marriages and a rat 50% - BNDHS 2003
of modern tive EMICS 2007
of T 40% -
tuse of =
. o
s, with @
. ; 30% -
Q¢ Increase in 9
aen 2003 and =
e 2.2) Ingeneral, § 20% 1
southern =
reg of Nigeria have a S 10% 1
te of contraceptive
compared to women in 0% -
i North  North East  North South South South National
rthern regions. Central West East South West average
Zone
Q.Jrce:‘*5




HIV/AIDS and other STI

Women of reproductive age now comprise over 55 percent of HIV-infected adults in Africa.* The
burden of HIV/AIDS is carried by women and babies as well as families, society, and the health s
the national HIV prevalence rate is 3.9 percent,' national surveys show that the national HIV prev

Nigeria is highest in the 20-24 year age group (5.6 percent), while the 15-19 year age gro nly~aslightly
lower prevalence rate (5.2 percent).*® Prevalence has risen rapidly in this group.

Other ST, such as syphilis and gonorrhoea, also affect the newborn.These STl are gener, nder-reported, mostly
because these infections are asymptomatic. Those inflicted may also fear the stigma Qf discfoyure. Adolescents
have a particularly high risk. Reproductive health counselling is therefore critical for a girls. At present,

family life education is integrated into Nigeria’s school health curriculum
included in the policy and are being implemented in a few states and or
education remains low.

though youth-friendly centres are
covéxdge of life management

Immunisations

TT vaccine ensure protection throughout the reproductivg I; L)

programme has begun to reach its target populatio
adolescent health does not comment on immlgisatio S

Female Genital Cutting (F
A number of socio-cultural practices pose repro
health of mothers and their newborns.Thege+

tive Néalth challenges and have significant implications for the
female genital cutting/female circumcision, which has short-

term complications such as bleeding and well as long-term effects, such as obstructed labour and
recent studies have shown the practice increased neonatal mortality.®® According to the NDHS 2003,75
percent of female circumcision occurs & ¢ of one year.*The person who performs the circumcision is usually
a traditional circumciser (61 percefi]; Afidwives perform up to 24 percent of procedures, traditional birth

attendants (TBA) assist in

|0 percent of cases and

S~
doctorsassistintwo perce \}rgée 2.3: Prevalence of female genital cutting,
4
of cases.* FGC prevale zone
rates vary throughout t
country, with the highest )  60% 57%
recorded prevale rates =
. P Q X 50%
found in the est T 1%
t 2 40% 359%
the 5 30%
ent). [
o %
though the c 20% 19%
[
cy against g
Y 28 S 10%
measures are =
n and some 0% ‘
vernments continue North North North South South South National

Central East West East South West average
ne the procedure.
Zone

Qource:4
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Care during Pregnancy

The care and assistance that women receive during pregnancy
affects maternal and neonatal morbidity and mortality. If a
woman is unable to access adequate antenatal care, she cannot
benefit from essential preventive care. She may suffer from
delays in detecting pregnancy-related complications, which
places her and her newborn at risk. Forty percent of women
nationwide do not access antenatal care (ANC) from a skilled
provider at any time during their pregnancy.* In the past five
years, no measureable progress on ANC attendance has been
recorded nationally.** O

The proportion of women who attended ANC at least once
in Nigeria is lower than the African average, and far lower than
other countries with similar resources. Some African countries
have managed to obtain more than 90 percent coverage of
ANC; including Ghana, the Gambia, Malawi, Rwanda, Tanzania, Ugah¢

Anypibia.'’

Variation in ANC attendance wi
There are marked variations in ANC attendance across d
women in the South East and 98 percent in the South
North East and 41 percent in the North West attend
to receive ANC than rural women.* o

NN

e country

Y geographical zones.While about 99 percent of
2qd ANC at least once, only 53 percent in the
¥4). Urban women are three times more likely

Figure 2.4: Percentage\ of men who attended ANC
with a skilled provi ast once, by zone
99% %
< 100% - 98%
8 83%
o 75%
@ 75% |
2
= 61%
O
P4
<
5 41%
5
8
®
2
E
c
Q
£
é T
orth North North South South South National
Central East West East South West average
Zone

is a positive relationship between the household wealth index and women’s utilisation of ANC. About 63
of mothers from the poorest households do not receive ANC, compared to only 4 percent of mothers in
st quintile. Similarly, there is a direct relationship between a woman'’s level of education and attendance of
.Approximately 60 percent of mothers with no education did not receive ANC, compared to only 2 percent
others with higher levels of education. (Figure 2.5)
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Figure 2.5: Proportion of women attending ANC by wealth ile
and level of education
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\Source: 4

Reasons for not attending ANC
The FMOH Safe Motherhood Survey provides some redse hy»wodmen do not attend ANC during pregnancy.®
(Figure 2.6) The most common reasons for not attending AN ave women'’s perceptions that they were in good

.Qc ving of the use of ANC (29 percent).

health (38 percent), followed by spouses forbidding or dik

A
~
Figure 2.6: Reasons for r@t&nding ANC
50% | @
a0% | 8% @
29%

30% +
20% -

8% 8% 59%

10% - 4% 4% 4%
0% | VYl B s em = B
Felt healthy Husba Could not Health  Inconvenient Received Not Other
for@e afford to pay facility too timing home visits interested in
far attending

\s 4 ANC
ource:

and screenings. These services are offered through a package referred to as focused ANC. The
pNROse cused ANC is to provide better care for pregnant women with a goal-oriented approach, which
ises content rather than the sheer number of ANC visits. Overall, 47 percent of Nigerian mothers made
ore ANC visits, with significant disparities between urban and rural mothers. Seventy—one percent of

n women made four or more ANC visits compared to only 38 percent of rural women.
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CHAPTER 2: STATUS OF NEWBORN CARE IN NIGERIA

Focused Antenatal Care

A recent multi-country randomised control trial led by the WHO and a systematic review shawad that
essential interventions can be provided over four visits at specified intervals, at least for heaithy women
with no underlying medical problems.?** This evidence has prompted WHO to defire a ne~s model of
ANC based on four goal-oriented visits.* This model has been further defined by what is done in each
visit,and is often called focused antenatal care.The optimum number of ANC visits for limited resource
settings depends not only on effectiveness, but also on costs and other barriers to ANC access and

supply.

The goals of focused ANC are to promote maternal and newborn nzalth ard survival through:
early detection and treatment of problems and complications
addressing complications and diseases such as HIV/AIDS and iialaria
birth preparedness and complication readiness
basic health promotion through sound nutrition and preventive measures

Timing of first ANC visit
Itis important that women attend ANC visits at the earl
that require early or repeat visits. Among all women
first ANC visit during the first three months of pregna
found that more than half (53 percent) of the wo atténd ANC have their first visit from the sixth month
of pregnancy.*? Culturally, it is common for Nig€kjan n not to disclose their pregnancy early for fear of evil
spirits.®

ggnancy in order to benefit from interventions
2 ANC in Nigeria, only 17 percent make their

percent have their urine sampl
of pregnancy complications.*

also incomplete, as it only detects levels of haemoglobin and does not
eening.

lic hh concern in Nigeria. Children
regnant mothers are most vulnerable.
an’s natural immunity is reduced;
consequently four times more likely to
om malaria than non-pregnant women
a major direct cause of neonatal deaths, malaria
ncy loss and stillbirth, low birth weight.*

pregnant
suffer co
are.Th

(IPTp), which includes two single-dose treatments for

ariaUsing Fansidar. These doses are administered at least one

apart during the second and/or third trimester. All pregnant women and children under five are also required
to sleep under insecticide treated nets (ITN).According to the NDHS 2003, just two percent of households surveyed
own at least one ITN, while only one percent of pregnant women sleep under an ITN.* (Table 2.1)
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percent). Of those women who

ory one pereent o ™™ | Table 2.1: IPTp and ITN use, by zone {( ™\
receive IPTp during antenatal visits, e P » DY
Pregnant women who Women
though 20 percent take some form 8
of angti-maI:r'iaI medication to treat slept under an [TN the received durin
laria duri TH . Zone night before the study (%) |ANC  yisig (%

malaria during pregnancy.The mos

North I 1.6% 7%
commonly used drugs are less NZ:zh Elaeslztra I ;; <<\)\) g;;
optimal for pregnant women to | INjoreh West L%~~~ 1.2%
prevent malaria infection, including South East I.S%(, A 0.2%
chemoprophylactic  drugs  like South South BAY). 1.3%
daraprim/metaprim (58 percent), South West ~  0.0% ~—" 1.1%
chloroquine (39 percent), Halfan // ~ 1S
(two percent) and herbs (four National average / ( / /{/.3% Y 1.0%

RN

Q)urce: 4

take IPTp, 12 percent of use SP/
Fansidar.* (Table 2.1)

o o Tetanus toxoid
Tetanus Toxoid immunisation @w tion during pregnancy
Although many African countries have made progress
i . 4 No 2 or more
toward the eradication of neonatal tetanus in the last\ N\ injection |injections
decade, Nigeria is among the few countries listed b \R@s@dence
the World Health Organisation (WHO) that have m \\J;ﬂrban 25%, 61%
minimal strides toward the same goal.** Nationwi >T'/ Rural 57% 32%
only about 40 percent of mothers receive two ore\ J_/Zone
doses of tetanus toxoid (TT2+) during pregnanéx* ( North Central 33% 45%
2.2) This compares to some relatively poore i North East 56% 31%
countries, such as the Gambia, which has ge North West 73% 20%
0, 0,
as high as 95 percent.'" Benin and South East % 7%
those countries which have achieved ¢ South South 27% 62%
South West 9% 74%
of neonatal tetanus.* .
Education
) ) No education 70% 20%
During a community survey coR Primary 53% 53%
family and community pracgi Secondary 16% 66%
reasons for not receiving T{l{in € Higher 5% 82%
include not being aware Wealth quintile
the injection (23 percent) a Lowest 70% 19%
necessary (17 perCaqt). O@ seven percent of survey Second 69% 23%
respondents ha ted the regimen Middle 50% 37%
Fourth 27% 56%
Highest 10% 76%
Preve of mother-to-child Natior— o 0%
. ational average 4 o
ion of HIV (PMTCT)

the leading cause of death for women
n settings. Pregnant women with HIV are

/NN

Q:urce:“

{ncreased risk of intrapartum and postpartum complications. Yet counselling and testing for HIV is low
ot been a routine component of ANC in practice. According to MICS 2007 data, only 16 percent of
en are tested for HIV and receive their results, resulting in a huge missed opportunity for PMTCT.® Only
cent of HIV-infected pregnant women receive antiretroviral (ARV) drugs.*®

31



32

Birth preparedness

Birth preparedness is one of the evidence-based interventions in the focused ANC package an H
household community-IMCI practice.”” It is also stated as a key intervention in the IMNCH tegy Many
pregnant women and their families do

not take the recommended steps ©o | Ejoype 2.7: Birth preparedness; \lgs

prepare for childbirth. A recent survey .
in northern Nigeria showed that 47 du”ng pregnancy
percent of women are unaware of birth
preparedness and less than one percent
identify the need for a skilled provider
to attend the birth.*? According to the
FMOH Safe Motherhood Survey, only
32 percent of women identify a health N i
. . Identified a health
facility for birth, 20 percent save money facility for delivery
for birth and only 9 percent identify 1
a care provider whose service can be
sought (Figure 2.7). There are no data
on the identification of a means of Identified a care
transport.* provider

The support given to pregnant women 5 4

by their partners/spouses is crucial to

successfully prepare for childbirth. Just Qurce:” ;\\
over |4 percent of survey respondents U ~
state that their spouses or partners offer o <®J

no support during pregnancy.* \
A national baseline survey on positive and harmfy\raditignal practices that affect women in Nigeria reports that

|9 percent of household heads claim to b eik Wives. In some states, the reported rates of violence against
women are as high as 30-50 percent.*

Bought baby and

0,
mother items 90%

Improved diet 39%

Saved money

Childbirth Care

The period during labour, birth 4::e
has the highest risk of death and -‘ bl

hours after birth is critical in the continuum of care, as this period
for both mothers and newborns. Delays in seeking care are common
in Nigeria. Risks associateg pregnancy and childbirth, such as fistula, are exacerbated by the lack of access
to facilities and a “culturgddf silehceX during labour. The failure to take appropriate, timely action can lead to life-

threatening consequenctructed labour and haemorrhage.*®

<

rts that 66 percent of
e, while 33 percent take
place in a ility. However, use of a health
facility du ies according to geographical
zone a reased slightly from 2003 to 2007.**

Place of bi
The NDHS
deliveries take p



Table 2.3: Place of birth in 2003 and 2007, by zone /X$>
NDHS 2003 MICS 2007y
Hea

Home |Health facility /] ;fa/ﬁqi(y

Public facility |Private facility | Total facility| )

N/
North Central 55% 27% 18% /5% 42%
North East 82% 15% 3% WNEAY 45%
North West 89% 9% 2% 1%/ 9%
South East 13% 20% 64%/ 84% 75%
South South 45% 30% wWe ) A% 51%
South West 21% 34% 48 // 78% 68%

NN

National average 66% 18% /TN O\ 32% 41%

))

p to\r/ercent of births are supervised by
P Similarly, results from the ACCESS baseline

Qource: 45

personnel with no formal training in obstetric and neon4t4
survey on safe motherhood in the same region shows
home.” Women list several reasons for not delivering in a
family say it is unnecessary (34 percent).VWWomen also i
expensive as reasons for giving birth at home.*

&

The NDHS 2003 and MICS 2007 do not specify

es occur in faith-based maternity homes/churches.
t churches and other faith-based establishments (non-
for Tnedical purposes seem to be increasingly common in

at up to 9 percent of mothers from Akwa-Ibom state and
30

Nigeria. The FMOH Safe Motherhood Sur
7 percent from Ebonyi state deliver in f3i

Skilled attendants

The level of assistance that a wory
her and her newborn.The pres¢
attendant” refers to caregivers
excludes TBA).>® A ski
ensure that appropriate
effective management

Figure 2.8: Distribution of birth

attendants in Nigeria
after birth, keeping
immediate breastfe

Other/missing
2%

Medical doctor
12%

No attendant
10%

gd attendant.’!
Relative/friend
shows a promising increase in the 22%
gties that take place with a skilled
doctor, nurse/midwife or auxiliary
4 percent),® compared to 35 percent

Nurse/midwife
30%

Community ~

2003.* This improvement, however, has
sustained in all parts of the country.

ént of all births. A significant proportion of
women (10 percent) give birth by themselves with
no assistance from anyone. (Figure 2.8)

health worker
2%

Traditional birth
attendant

\

20% 2

%

Auxiliary midwife
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Use of partograph to monitor labour
A partograph is a simple chart that assists health workers to detect and respond to labour-rela
Research has shown that the use of a partograph to manage labour improves maternal and n
and reduces the need for additional interventions, such as caesarean section.> However, the part
commonly used at all levels of care. During an FMOH survey, a health worker stated “we
partograph is.We have not seen it, we have only heard of it There are no national data ¢
utilisation of partographs in health facilities.

Emergency Obstetric Care (EmOC)

Globally, 15 percent of all pregnant women develop obstetric complicationg, most o are unpredictable.
Services for emergency care must therefore be available in order to preve aternal agor neonatal death and
disability. Certain critical services, or signal functions, should be include ectiv@/treatment of obstetric
complications and to provide a basis for training, assessing and equippin
has been incorporated at the global level as an additional signal functionfec b
but this service is not reflected in the policies of many African co

ervices. Neonatal resuscitation
sic and comprehensive EmOC,

manual removal of the placenta and retained products and per isg¥d/childbirth. A Comprehensive EmOC
facility, in contrast, can perform all BEmOC functions in performing surgery (e.g. caesarean section)
and safe blood transfusions. The Nigerian
BEmOC standard includes two additional )
signal functions in the guideline: 24-hour F
service coverage and a minimum of four
midwives per facility.?'

N& : 95% m Private (%)
WHO also recommends four BEmOC facilities Q Public (%)

and one CEmOC facility per 500,000 peo 80% 1
According to the FMOH/UNFPA E
survey, only Lagos state meets the s
of four BEmOC facilities per 500,000
combining both public and private e
providers. Seven states meet th arq of 20% 1 h 59%

one CEmOC per 500,000 peop sideying 0% | : - 1%

& Private and Public facilities
C and CEOC in Nigeria

A

67%

60% -

40% -
28%

N
Facilities (%

public facilities alone. In eyed, No EmOC Comprehensive Basic EmOC

a higher proportion of p iities meet services EmOC

EmOC standard compa ic health Source:

facilities, but both fell below t ommended

EmOC levels.?' (Fighce 2.9)Q

Caesarea ion deliveries

The estima rtion of women who will need a caesarean section is between five and 15 percent. The
prevalenc ho give birth by caesarean section can serve as an indicator whether EmOC facilities meet
wome when they present with obstetric emergencies. It also indicates whether these facilities provide

03 reports that caesarean sections do not meet this basic threshold; less than two percent of babies

{vered using this procedure.* (Figure 2.10) The rate is higher among women with higher education and

omen in the southern regions where access to tertiary facilities may be better.These figures indicate that

proportion of Nigerian women may experience life-threatening complications and not receive necessary
EmOC.



/

14% -

12% -
9%
8% -

6% -

N

o

S
I

Deliveries by
Caesarean section (%)

4%
4% 3%
2%
2% 1% 1% 1% .
v, HEN  EEE — 1
North North North South South Sou National
Central East West East South Average
Zone
bource: /A
Human resources for EmOC services
Many facilities in Nigeria do not meet the national staffing sfgadary for C.While all tertiary facilities in the

|2 surveyed states provide 24-hour coverage, only 90 pey econdary facilities provide the same service.?!

Nigeria, only one PHC facility (in Lagos state) met the fatioha] BER®OC standard of a minimum of four midwives
per facility with 24-hour service coverage.?' Maternal f mortality statistics consequently remain poor,
especially among rural populations that recei¥® the nfajp @« their services at PHC facilities. This presents a
major challenge to effective EmOC service provi

Basic infrastructure for exgency Obstetric Care
Many health facilities generally lack adequa | resources, as well as basic infrastructure like water and

There is a lack of drugs and equipment, no suction machine, no
e light of] lanterns and candles and also do vaginal exams with

n is often unpredictable,
mpetent in basic resuscitation

per year.>® Esse pment for resuscitation, such as a bag
and mask, should ble at all health facilities. Oxygen is
not necess majority of babies requiring resuscitation

EFMOC survey does not report on the
conatal resuscitation equipment in any of the

saving skills courses in Nigeria that update skills

childbirth among different cadres of health workers

of these include neonatal resuscitation. The Expanded Life Saving Skills (LSS) Initiative is available
non-specialist physicians, the regular LSS training is aimed at midwives, while Community Health Extension
ers (CHEWs) engage in the Modified LSS training. These trainings are limited to the public sector and are
donor funded. Thus far, the proportion of trained staff is low: only 10 percent of non-specialist physicians, 10
percent of midwives and 5 percent of CHEWs have been trained in these essential skills.

Figure 2.10: Caesarean section rates, by zone >
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Neonatal resuscitation trainings are conducted in some tertiary facilities. In addition to technical
training mannequins and teaching aids, ambuventilation kits were provided to 30 percent of Nigeti
institutions. Plans for wider coverage are in progress. Recently, the Paediatric Association of Nj
adopted the programme to continue follow-up trainings which are a necessary input to maintain

Immediate newborn care
Immediate care for all newborns should include drying the newly delivered baby;sterile cord
care; placing the baby in skin-to-skin contact with the mother; early and exclusive bre ard routine eye
care. Despite the fact that these interventions are prioritised in the IMNCH strategj,(there limited national
data on most these life-saving newborn interventions.Immediate breastfeeding practic
32 percent of babies are given breast milk within one hour of birth and IessW‘u two-thir

breast milk within N o

24h fbirth.* . -~ cr

(Figuc:.‘;r;cl’ I)'r Figure 2.11: Percentage of ne rns breastfed within
I hour of birth

Pre-lactealfeeding 100% -

is common; more
than  two-thirds
of mothers
gave their baby
something to
drink other than
breast milk in
the first three
days after birth.*
Unfortunately,
this practice
adversely affects
breastfeeding
and is especially 0% A
harmful to HIV-
exposed babies.
Liquids given to &ource:‘ N
babies include plain g\/

water, glucose water, gripe watepgrmyla milk, honey, koranic washings and “zamzam”— spring water from
Zamzam spring in Makkah.¥-Qpe survey showed that of those mothers who did not give colostrum to
their babies, more than thfge ers believed that it was harmful milk.*

75% ~

50% -+
40%

32%

25% -+

13%

North South East South South National
West South West Average

Newborns breastfed within 1 hour of birth (%)

Zone

Postnatal Car

Postgpqtal care is lacking in many countries and has only recently been highlighted as the lowest coverage gap in
jnuum of care.* There are a number of approaches for delivering postnatal care; most combining home
its With health facility follow up. Home visits with health systems strengthening and been effective and feasible
tings with weak health systems and high neonatal mortality.>**> More frequent postnatal visits with strong

links to referral care are required for sick, small or high-risk newborns.



Routine postnatal care and healthy practices
Routine PNC provides an opportunity for mothers to receive support to engage in healthy behav'

postnatal care both improves preventive practices (exclusive breastfeeding, hygiene, war
especially for sick, small and at-risk newborns, and also helps early identification of dan

result, only mothers and newborns who survive the critical first4e
at all. According to the NDHS 2003, only 23 percent of moth
first postnatal check within the first two days of birth. (Figure
birth at home do not see any health care provider durin

outside a health facility receive a
an 70 percent of mothers who give

There is no explicit policy in Nigeria
concerning who provides postnatal
care. Clearly with over half of births
at home, and the long distances to
return to the facility even for those
born in hospital, reaching all mothers
and newborns in the crucial first days

N

of life is going to require innovation.An 329 3% o7,
. (]
urgent need for operations research 14% 19%  17% 23%
relates to the feasibility of visits from
community health workers for home
. ) )’ . A North  North  North South South South National
births, similar to other countrie Central East West East South West average

Africa and Asia. O
Zone
Source: *

Cord care
WHO recommends tha

uld be applied to the umbilical cord after it is cut.”” Nigerian protocol states
that after securing the cord\with a tight string, one should clean the cord with methylated spirit/warm saline and
expose, then keep the cord cléag’and dry.There are no national data on cord care practices at health facilities or
households. Howetex a sur\@in northern Nigeria reports that 63 percent of respondents know how to practice
clean cord care 2

Exclusiv

stfeeding Figure 2.13: Percentage of babies less
Breastfeeding

| bractice in Nigeria: .
[oa prartice 10 eera than 6 months exclusively breastfed

100%
ding practices are limited and ;:,\
>0 o
: exclusive breastfeeding remains g 75%
. . S 9
the T®west in Africa. NDHS 2003 data £L 50% 1540
. 12}
©
at only 17 percent of |pfants less than 88 25% 8% 7% 7% 12% 16% 12%
hs of age are exclusively breastfed, 8
0,
just 12 percent in MICS 200745 (Figure 0% ,
North North North South South South National
Central East West East South West average

kource: . Zone
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Vitamin A supplementation for mothers
The FMOH recommends that all mothers receive a dose of
200,000 IU of vitamin A orally six weeks after birth.*® Vitamin
A ensures healthy vision, maintains epithelial cellular integrity
and boosts the mother and newborn’s immune system when
administered to the mother after birth.The NDHS 2003 shows
that on average, less than 20 percent of mothers receive a
vitamin A dose within two months of giving birth.*

Immunisation

International comparative data show that Nigeria’s
immunisation coverage for children is among the lowest in
the world. The country misses many opportunities to provide
adequate immunisation to newborns. In 2003, only |3 percent
of Nigerian children aged 12-23 months receive all of the standard
improvement over time: MICS 2007 data show that only | | perc
approximately 38 percent of children aged 12-23 months have

<

Only 51 percent of Nigerian
children receive the Bacille
Calmette-Guerin (BCG)
vaccination by 12 months
of age.® The BCG vaccine is
meant to be given at birth,
but due to the scarcity of the
vaccine, babies are pooled and
given appointments for group
immunisation. At present,
one BCG vial administers 20
doses. Similarly, among the
babies who receive the first
oral polio vaccine dose (OPV?),
the FMOH Safe Motherhood

100%

hildren who received

12-23 months who

P
Figure 2.14; @I ren’
received BC OPVO by zones

mBCG

OoPVv°

Survey shows that only 33
percent receive it at birth.®
Immunisation coverage varj

North
Central

North
East

@

ource: ¢

North
West

South  South
East South

Zone

South
West

National
average

widely by zone. (Figure 2.1

Recognition of

born danger signs and care-seeking

While national da n illne

recognition and

38

care-seeking behavi
interviews wit

for néwborns is lacking,
e providers indicate

n er illness in infants less than 2 months

brought to health facilities.*(Table

More research is needed on screening

orns for illness in the community during
routine home visits.

Table 2.4: Signs predicting severe
illness in the first two months of life

History of difficulty feeding

History of convulsions

Movement only when stimulated

BlW|N—

Respiratory rate of 60 breaths per minute
or more

5. Severe chest indrawing

6. Temperature of 37.5°C or more

7. Temperature below 35.5°C

Qurce: 5




as a danger sign, while just 10 percent identified a baby’s small size as a danger sign. (Figure 2

generally lower among illiterate mothers and families living in rural areas.”

Yellow skin/eye colour (jaundice)

Pus/bleeding/discharge
from around umbilical cord

Convulsions/spasms/rigidity
Poor sucking or feeding
Difficult or fast breathing
Lethargy/unconsciousness
Baby very small

Red or swollen eyes with pus
Skin lesions or blisters

Other

\Source: 2

others

46%

Care-seeking practices

were taken to a health facility for tr

According to NDHS 2003, 24 percent@en under six months of age with symptoms of respiratory infection

results; 44 percent of mothers who

babies have a fever or cough in =
week of life seek advice or t nt
from government health faciligies;

tles

e 2.1
ent to accessing

several reasons (Fi overty is
seen as a major i

care for one thi

4

t. Wowever, a 2005 FMOH survey shows slightly more promising

L/
Figure 2.16: Reasons for not seeking

care if their child had fever or cough
% of mothers
Poverty 35%
Did not recognize danger signs
Distance to heath facility
Baby is healthy
No need for follow-up
Danger signs not serious
Too busy
Bad road
Spouse not available
Inconvenient service hours
Mother in poor health
Household head not available

Nobody to take care of children

Other
\Source: 30
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CHAPTER 2: STATUS OF NEWBORN CARE IN NIGERIA

Care for the Sick Newborn

Extra care for small babies

Only an estimated |4 percent of Nigerian newborns are low birth weight, yet these babies acc for the
majority of newborn deaths. Kangaroo Mother Care (KMCQ) is a feasible and low cost approack

babies, has been shown to reduce mortality and serious morbidity in preterm babies ang

implemented in several African countries.

Kangaroo Mother Care in Nigeria

Existing methods of caring for small babies

Incubators are widely used in developed countries for the care of vervy
small and premature babies. However, because of their high cost, maiy
hospitals in Nigeria do not have incubators.VWhere incubators are availabie,
often they do not work due to power cuts or missing parts. The numbear
of babies needing to use the incubator often exceeds the number of
available incubators. In addition, the prolonged stay in hospita! associated
with incubator care is often very costly for most families, and contrioutes
to overcrowding of the already small space in neonata! units.

Alternative method: Kangaroo Mother Care

As soon as the small baby is stable and has no compiications, Kangaroo

Mother Care (KMC) is initiated. KMC involves piovision of warmth

through skin-to-skin contact of the mothar and baby’s >odies. The baby

is undressed except for a cap on the head, nappy ana sccks, and is placed

upright between the mother’s breasts with its head turned to one side.

The baby is then tied to the mother’s chest with a cloth and covered with

the mother’s clothes. If the mother is not available, the father or any adult

can provide skin-to-skin care. Once the baby is gaining weight and caregivers have learned to provide
KMC, they are discharged from the hospical and are seen for follow up clinic visits.

Advantages of Kangaroo Mather Care

KMC is safe, cheap and afforcdeble for most mothers. KMC is effective for keeping the baby warm and
also enables early breastfeeding, prota:tion from infections, early stimulation, love and bonding of the
parents to the newborn baby. There is no special ward required and KMC can be practiced within the
existing postnatal ward. Ki*iT rraduces the amount of hospital space required to manage newborns, and
often reduces the average length of stay in the hospital.

Kangaroo Mother Care can save lives in Nigeria

KMC was first intreduced to Nigeria in the late 1990s through a resident paediatrician at the University
of Lagos Teaching Hospital. Following a month-long training in Bogota, Colombia, the first study on skin-
to skin care for WNigeiizn newborns was conducted in 2001.The results of this study were presented
at the 2002 Paediatric Association of Nigeria (PAN) conference and published in the Nigeria Journal
of Paediatrics. A training workshop was held with doctors and nurses from sixteen teaching hospitals
across the ccuntry. In 2007, ACCESS supported the introduction of KMC in two general hospitals in
Kano and Zamfara states. As part of the process, ACCESS worked with the FMOH to adapt a KMC
training manuai, which could be used by health institutions across the country to train staff on KMC.

KMC practice has continued at various levels but it has not been systematically rolled out since there
has not been a plan to expand services beyond the existing KMC centres. No national KMC policy,
service guidelines or routine data collection system exists. KMC was included in the Infant and Young
Chiiid Feeding Guidelines, the National Child Health Policy, and Key Strategies for CIMCI, but it was
overlooked in the IMNCH strategy. This is despite the fact that reaching all preterm babies in Nigeria
with KMC alone by 2015 would save over 19,000 lives per year.>




CHAPTER 2: STATUS OF NEWBORN CARE IN NIGERIA

Case management of newborn illness
IMCI coverage in facilities is at just one percent.Very few health workers are trained and using
strong commitment from government and development partners. While the government has r
current IMCI clinical guidelines and algorithms to include newborn care in the first seven days of life
reaching the majority of newborns with effective case management for neonatal sepsis will reguire
channels in addition to IMCI at least in the short term.

According to MICS 2007, 57 percent of children under one year with suspected pneumop
While the data do not specifically reference newborns, it is likely that treatment is
four weeks of life. Linking neonatal case management to child case management close
CHEWs may provide an effective way to reach more newborns and children ayith this ca

impact package. Q

during the first
or example with
ossibly the highest

Case Management of Newborn and Chil (liness

IMCI implementation in Nigeria began in 1999 with rlans to roli-out to all PHC facilities.®® IMCI
recommended drugs are included in Nigeria’s Esser.cial Drug List Currently 33 out of 36 states have
adopted IMCI, though the level of coverage of both pre-service and in-service IMCI training varies.
By the end of 2006, only eight nursing schools were teaching IMCI despite its inclusion in the nursing
curriculum, but WHO has supported an additiona! i4 schocis to build institutional capacity for IMCI
training.®'

The IMCI algorithms have recently been adapted to include care during the first week of life. If facility-
level case management for serious neonatal illness was improved to reach 90 percent of all babies
by 2015, over 56,000 lives could be saved per year.*® This can be achieved at district hospital level
by the institution of a newborn care “corner™ or ward, using standard protocols for care of sepsis,
preterm babies, jaundice and neonata’ =ncephalopathy

and ensuring staff are competent and basic equipment

and drugs are available. The expectations ai'e outlined in

the WHO Managing Newborn Problerns guide.®? At referral

level,a newborn care unit must e ready to receive babies

requiring a higher level of care, as outlined in the WHO

Pocket Book of Hospital Care jor Children.®
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Chapter 3: Newborn Health Policies and
Programmes

Health System Structure @
ing degrees

The Nigerian health care system provides tertiary, secondary and primary level care, €
of capacity and oversight roles:

rative card; ing and research.
ice rovis'@n through tertiary and

Tertiary level services are highly specialised and focused mainly on
The FMOH is responsible for policy formulation, technical assistance and
teaching hospitals.

Secondary level services are administered by the
state government and provided at comprehensive health
centres and general hospitals. Services overseen by the State
Ministry of Health (SMOH) include curative care, radiological,

and preventive interventions. In addition, BEm& ervicas
provided at this level. The Local Government A t% A
ice

ery

in Nigeria.There are 774 LGAs in Nigeria, each subdivided into 7

the support structure for the implementation of PHC services.
ons for the creation of PHC management and technical committees
ard Development Committees (WDC) and the Community/Village
er, an FMOH survey in 2001 showed that only 27 percent of PHC

Eypically operate with only one doctor and are often poorly supervised and coordinated.There is a
al data on the number of missionary and faith-based organisations, for-profit private health facilities,

reproductive health services are offered at all health system levels (tertiary, secondary and primary),
inequitable distribution has a negative impact upon the quality of reproductive health care. This may also
hav® a detrimental effect on health-seeking behaviour due to unequal access to reproductive health counselling
and additional services (e.g. modern contraceptives).
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There are four types of primary level health facilities in the country. These include PHC centres (6
dispensaries (18 percent), health posts (14 percent) and maternity centres (3 percent). PHC centres
to provide essential services, including birth, to about 10,000 persons depending on the availabilj
staff. Most centres do not have a skilled health care provider. Health posts and dispensaries are s
usually do not offer birth services.

A 2002 FMOH survey of reproductive health resources and services showed that of the |
facilities in Nigeria, 65 percent are in the three northern zones (8,591). Southern zor?/sﬁav
secondary level

ertiary and

2‘:"”‘ _ faF”it‘eS]; Table 3.1: Distribution of primary Ievek&alé% facilities
e majority o
health facilities in by zone /7 :
the North East and Matofnity 7P””®)’ Health
North West are Zone Dispensaries | Health Posts t:(j /| Care Centres | Total
dispensaries and | |North Central 215 191 \é\o\ 2,246| 2,672
health posts,which | |North East 805 3020 —\228) 1,044| 2,379
reflects a low level | |NorthWest 1,278 A0 \\ 7 1,585 3,540
ofaccessiblecare.* | [South East 45 RN /)24 866| 1,171
(Table 3.1) South South N/ 20 1345 1,543

, South West 36| // %] T 57 L5I] 1,910
The  proportion
of  reproductive Total 2,390 N\N\J872 356 8,597| 13,215
health services Source: ¢
offered in primary \ ((K\/}\O

8¢ -

level health facilities
vary. Fifty percent of all primary level Tg 3.2 Maternal and newborn services

health facilities provide ANC services, in(RI'I y level health facilities

43 percent provide childbirth services ~ ol ANC Childbirth 1 PNC

and 43 percent provide postnatal Cio.&\ facilities | services |services | services
services with some variation between | | \QIWentral 2672 599 51% 4%
geographical zones.** (Table 3.2) T Eact 2’379 7% ~8% ~8%
Compared to facilities in the north <é ’ - - -
PHC facilities in the southern zones \_N’y/rth West 3,540 35% 8% 29%
have better qualified staff and fa ~South East 1,171 60% 61% 54%
to provide antenatal, chi ) South South 1,543 71% 66% 66%
and postnatal services. The o South West 1,910 69% 66% 63%
availability  of reprodu Total 13,215 50% 43% 43%

services, especially tho,
childbirth, is low nationwi

Source: #

-

It services
vices, including antenatal care, childbirth and postnatal care, is determined by a variety

e availability of health care services within a certain distance, affordability, perceptions
| of education, attitudes regarding gender.

Access to
Access to heal
of factors. These

| percent of Nigerians have access to a PHC facility located within a 5km radius of their homes.
these PHC centres are not functional due to frequent stock-outs, a lack of equipment, essential

HS 2003 showed that poverty was the main perceived barrier to accessing health services among women
nt). Nearly 20 percent of women expressed concern that there may not be a female provider in the
th facility, while one in ten women said that getting permission to go to a health facility was a problem.* (Figure
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An FMOH/UNFPA reproductive health survey found that poor transportation, negative attitudes am th
workers, the high cost of drugs and services, frequent shortages of drugs, supplies and staff and lo it ti
also contributed to poor access and utilisation of public sector health facilities.?!

Figure 3.1: Barriers to accessing care reported by Nigeri \hes

50% -

40% |
30%
30% 4 24% 24%

20% - 17% 14% 1%
10%

10% - &

0% T T T
Getting money  Distance to Transport Concern there { Nlot knowing Getting
health facility may not be ¥ where to go permission
female provi

Qrce: 4

Policies and Guidelines for

Nigeria demonstrates a great degree of positive politiga 3 .
the First Lady of the Federation was recent Yational Goodwill Ambassador” for MNCH; she
encouraged the wives of all 36 state governor romQte MINCH in their states. Nigeria also has a number of
existing policies and related guidelines to impr % owever, despite numerous policies, frameworks and
guidelines, Nigeria has still failed to deliver healthsare toghe majority of its women and children.

National Health Policy
In 1988, Nigeria developed its first Nz
delivery system.The goal of the Natioha
to adequate and affordable health
technology.

New Partnership for Afrij elopment (NEPAD), the MDGs, and the National Economic Empowerment
and Development Strat

form Programme, 2004

orm Programme established a framework for improving service delivery, including its goals,
terventions. Although some MNCH indicators (e.g. the proportion of pregnant women
skilled attendants at birth; the number of BEmOC and CEmOC facilities available per 500,000
people) uded under monitoring and evaluation, newborns were not mentioned in the document. The

nal Reproductive Health Policy and Strategy, 2001
i cy is set within the framework of the National Health Policy, which upholds PHC as the key to health
opment in Nigeria. Its overall goal is to create an enabling environment for appropriate action, and provide
theiecessary impetus and guidance to national and local initiatives in all areas of reproductive health. One of the
specific objectives of this policy is to reduce perinatal and neonatal morbidity and mortality by 30 percent, with
targets to reduce LBW and neonatal tetanus, increase exclusive breastfeeding and PMTCT.



Ward Minimum Health Care Package (WMHCP), 2001
This package includes a set of PHC interventions and services that address health and health-relate
aims to enable substantial health gains at a low cost to the government and its partners. Curren
serves as a measure of progress for most health interventions at the PHC level. Neonatal care
the WMHCP involve skilled care at childbirth, cord care, early breastfeeding and temperatyu

also consists of resuscitation and management of neonatal infections through referral agd eaxh services.
Community-based care of LBW infants is also included.®®

National HIV/AIDS and PMTCT Policy and Strategic Plgh 20

This policy and strategic plan aim to control the spread of HIV in Nigeria. They aim to id¢’ dquitable care and
support for those infected by HIV, and to mitigate its impact to the point where it is no er of public health,
social and economic concern such that all Nigerians will be able to achiev and nomically productive
lives free of the disease and its effects. One of its targets is to halve m d transmission of HIV by the
2010.

National Child Health Policy, 2006

This policy is implemented within the framework of the
National Health Policy, Health Sector Reforms and other
policies relevant to child health. Its overall goal is to ensure e
survival and healthy growth and development of the Nigéy
child, including newborns, under-five and school age child
One of the policy objectives is to reduce the neonatal mortalit
rate by half of the 1990 rate by 2015, and provide e
obstetric care,immediate newborn care,including res
at all levels, and emergency newborn care for WAess.
neonatal mortality was not included in th
monitoring indicators.This policy also outlines

Policy on the Health
in Nigeria, 2007

The goal of this policy is to
in Nigeria. Targets to be
young females by 50 pe

al health and development among adolescents and other young people
2015 include a reduction in the incidence of unwanted pregnancies among
ercent reduction in the rate of marriage among young people less than 18
e maternal mortality ratio among young women by 75 percent.

& Plan of . 2006-2010.

plan is to produce healthy children who will achieve their optimal potential in all areas.
ally aims to reduce neonatal morbidity and mortality by 30 percent by 2010.

of many African countries that developed its own roadmap to accelerate the reduction of maternal
wborn mortality and achieve the MDGs. The roadmap specifies strategies, priority interventions and
equired to achieve these objectives. It outlines several neonatal indicators for the purpose of monitoring
evaluation, including neonatal and early neonatal mortality, as well as determinants of neonatal deaths, facilities
unctional newborn resuscitation and postnatal care attendance rates. The roadmap also includes follow-up
actions and an implementation framework with benchmarks and a log frame.
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CHAPTER 3: NEWBORN HEALTH POLICIES AND PROGRAMMES

The Integrated Maternal, Newborn and Child H
Strategy

To synchronise the many strategies and policies of relevance
to MNCH, the FMOH developed the Integrated Maternal,
Newborn and Child Health Strategy in March 2007. It is
currently being expanded throughout the country.The National
Health Bill was passed by the Senate in May 2008, but has not
yet been published in the gazette. The bill aims to improve the
coordination and framework for accountability at all levels
of the health system and augment the implementation of the
IMNCH strategy. Q

The IMNCH strategy intends to remove competing interests

for mothers and children and provides opportunities to

integrate the implementation of evidence-based interventions

for MNCH. Implementation involves the reorientation of the hag[tk gjo ensure the delivery of essential

interventions, which provide a continuum of care for woma 8s 20d/¢hildren.
/)

IMNCH Strategy Implementation Plan

The IMNCH strategy has a three-phase implemencation plan with defined targets for reduction of
neonatal mortality:

Phase I: 2007-2009

* Immediate removal of major bottlericcks.

* Delivery of intervention packages.

* Reduction of neonatal mortality by 32 parcent by 2009.

Phase II: 2010-2012

* Implementation reinforced at ali szrvice delivery modes.
* Reduction of neonatal mortality by 44 percent by 2012.

Phase I1I: 2013-201 %

* Achieve 80 percent eifactive coverage of clinical interventions at basic health care facilities and 70
percent at first and seccndary referral care facilities.

* Reduction of naonatal mortality by 57 percent by 2015.

I community oriented services: These are services that do not require a skilled health
orker,but can be delivered on a daily basis by community health/nutrition promoters with periodic supervision
more skilled health staff. Family neonatal care includes clean birth, cord care, early breastfeeding,

témperature management and care of LBWV babies.

2. Population oriented outreach and schedulable services: These are services that require
health staff with clinical skills (e.g. midwives/fCHEWSs and other paramedical staff) and can be delivered
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either through outreach or within health facilities on a scheduled programme (e.g. ANC a
immunisations).

3. Individual oriented clinical care services: These services require skilled h
(preferably registered nurses/midwives or physicians) who are available on a permanent ba
care, neonatal resuscitation, management of neonatal infections at the PHC level, clj
neonatal jaundice and universal emergency neonatal care at the first referral level.

Assessment of newborn health packages and\i rventions
identified by the IMNCH strategy
Pre-pregnancy Care: The IMNCH strategy makes a case for,

ing family planning to address
n, particularly adolescents.

Focused Antenatal Care: Increasing patient uptake apf services, particularly in rural
areas is a priority action. Other ANC interventions included in tife&trategy ade|tetanus immunisation, deworming,
detection and treatment of asymptomatic bacteruria, the detection gement of syphilis, the prevention
and treatment of iron deficiency, IPTp and ITNs for malaria roigs for preterm labour and magnesium

include training doctors and nurses/midwives{h LSS * ding equipment, supplies and drugs required for
obstetric emergencies.

Postnatal Care:
For the mother - Priority interventio
period include support for breast-feedingan monitoring of the mother’s well-being; infection prevention

ertion; counselling on danger signs, emergency preparedness and

the initiation of exclusive breastfeég
monitored and carefully ass to detect, prevent and manage complications. The strategy also details
lude newborn care within the first week of life and includes the detection of
breathing difficulty, infection, jaundice, complications of prematurity, birth
immunisations, the administration of vitamin K, advice on danger signs and the

LBWV babies.

injury and other malformat
identification and management

Limitati the IMNCH strategy

Whilethe IMN addresses neonatal interventions more than existing policy documents, key interventions

ity-based newborn care delivery strategies are not clearly defined in the strategy. Although community-
d newborn care, such as routine home visits or treatment of neonatal sepsis, has been successfully implemented
er countries,**® such interventions are not discussed in the strategy.

Standard protocol requires that the states invite the FMOH to facilitate the rollout of the IMNCH strategy.
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Without invitation from the states, the FMOH cannot initiate rollout activities. Since each state has diffi
of health care delivery, the IMNCH stipulates that each state should develop its own state-specific |
plan of action.To date, 23 states out of 36 and the Federal Capital Territory (FCT) have requested i
the FMOH has made preliminary visits to rollout the strategy in |8 states.

Health Care Financing

The poor performance of Nigeria’s health system can be primarily attributed to pogi’management. After many
years of neglect, the health system fails to deliver even the most basic health service\with yen immunisation
coverage among the lowest in the world.

(o} the%deration account.This
formula. However, transfers to
rnment does not outline and

The bulk of the nation’s resources come from oil revenues, which are de
is shared among federal, state and local governments according to an a
the state and local governments are not earmarked, meaning that the

and expenditure reports to the federal government.The federalg
the expenditure of funds allocated for secondary and primary

Local and state governments also demonstrate a critica f accountability, as local governments allocate
resources with little influence and oversight from the sStage

government as an integral component of the
budgetary arrangement, combined with poo%j1
between the levels of government, has limi
of the health system.” In order for the IMN
succeed, and for the millions of needless d
the lack of accountability in regard to both

and the relationship between state ang ernment must
be improved.
The new National Health Bill, whi ed by the legislature,

care and enhance health ca g especially at the PHC

cent of the national budget should contribute towards a PHC Fund, which
will finance MNCH and d¢tfe activities through the National Primary Health Care Development Agency
(NPHCDA).The bill states thasghe management and accountability of this fund should be completely transparent.
t ver?]s of the Bill have been passed by the Senate and House of Representatives. The

versions must be harrggnised before the President signs it in to law.

tion and financing for newborn health

federal budget allocated to health has actually decreased between 1996 and 2006 from
5 percent.” (Figure 3.2) This remains far below the 15 percent that was agreed upon by African
Union ncluding Nigeria in the Abuja Declaration of 2001.The allocation of funding for health is lower
er resource-poor African nations.

total health expenditure (THE) is 4.1 percent of the gross domestic product (GDP) and has not changed
ally over the past ten years.Many resource-poor countries in sub-Saharan Africa have larger THE as a ratio
eir GDP, including Rwanda (5.0 percent); Kenya (5.3 percent); Zambia (6.2 percent); Tanzania (6.8 percent);
atewi (7.2 percent) and South Africa (7.5 percent).!" Given the lack of financial investment into the health care
system, it is unsurprising that Nigeria’s health care facilities, particularly in the public sector, are understaffed and
are dotted with dilapidated, decayed, outdated and broken-down infrastructure and equipment.
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CHAPTER 3: NEWBORN HEALTH POLICIES AND PROGRAMMES

commitment
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The new National Primary Healtir Tare Development Fund
Clause 10 of the new National Health Biii enacts a new fund known as the National Primary Health Care
Development Fund. This includes funds froni national and international sources. Money from the fund

will be used in the following ways:

* 50 percent of the fund will be used to provide basic minimum packages of health services to all
citizens in PHC facilities througb the National Health Insurance Scheme (NHIS)

25 percent of the fund wili be uszd to provide essential drugs for primary healthcare

I5 percent of the fund wil! be used to provide and maintain facilities, equipment and transport for
primary healthcare

10 percent of the fund will be used to develop human resources for PHC

The National Prirmary Health Care Development Agency is the distributing body through State Primary
Health Care Boaids for use by LGA.

ources for health
ealth Account estimates that the bulk of health funding is provided by households through out-of-
payments for health care. (Figure 3.3) In 2006, out-of-pocket spending on health contributed 63 percent
{ Although the previous federal government announced free medical services for pregnant women and
drenl under the age of five, this measure did not have any monetary or legislative support and was not
ssfully implemented. Many states currently exempt fees for this vulnerable group in state hospitals, but do
not exempt fees in federal or local government hospitals.
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respective levels, donor agencies at the federal and state levels also fund health programmes. In
spent US$7.50 per live birth on maternal and newborn health in Nigeria.® While the total develop

other African countries such as Senegal and Malawi which received US$28.10 US$32.60 respecti fo
and newborn health per live birth.¢® (\

According to the FMOH, donor support for the health Flgure 3.3: So@@‘(ealth

sector has increased in the past five years, but represents care funding
a tiny contribution compared to countries like Malawi
where the donor component of health financing is
reported to be more than 60 percent of the total budget.
The funds that are available are often poorly managed; the
effectiveness of these programmes is therefore limited
due to frequent duplication of programmes, political
interference and poor coordination across the federal,
state and local governments.

Household
63%

The National Health Insuranc
Scheme (NHIS) and newbor
health

Nigerians often have to pay for services out-of-pockg
vast majority of people who need care,and is a@jor N
reduce out-of-pocket spending for health care an
of the scheme began formally in 2005.The NH covers only federal civil servants.

Contributions are based on income und . The employee contributes 5 percent of his or her basic
salary per month to the scheme, while th ontributes |0 percent. However, with such a large informal
sector and high unemployment, many fa ¢ do, not qualify for coverage under this scheme.The NHIS does not

These schemes are funde -'- ternational agencies. With the support of the Millennium Fund, community-based
schemes work through th\ NHI i

is a major
doctors, n

Nigerian health system suffers from a lack of skilled personnel, as large numbers of
er qualified medical personnel have left the country due to poor remuneration and service

.The uneven distribution of competent health professionals limits access to life-saving services.Various
tries have tried to address this problem by establishing different categories of “non-physician clinicians” with
nificant differences in post-operative outcome in morbidity or mortality.**”!



Facility-based health care providers /_(N

Nigeria is among the countries

with the most health care Table 3.3: Distribution of health wo QN
professionals in Africa, alongside No.

Egypt and So.uth Africa. There Staff Type Number of ol 3;7
are  approximately 39,000 staff G::}' tion
doctors, 125,000 nurses and Doctors 39 2)05\\\// 30
89,000 midwives registered .

in the country.”? (Table 3.3) Nurses 124679 | A 100
These figures translate to two Midwives 8&79\6 )) 68
physicians, nurses and midwives Community health practitioners | ~ | 17,5681 19
per 1,000 population, which is Dentists // ~ 2773 2
above many countries in sub- Pharmacists < / 12,072 I
Saharan Africa and closer to the Medical lab scientists \\\/< 12,860 12
WHO-benchmark of2.5 deemed Health record officers @\\ 820 0.66
necessary to meet adequate - -

coverage levels for MNCH.” Physiotherapists / / \\ 769 0.62
These figures include health Environmental health offrers,_ 344 3
workers in both the private and wrce: \\//

public health sectors, and may also
include health professionals who are not practicing in N ot practicing healthcare at all.

dm wer have a negative effect on MNCH service
e nd’ Bervices Survey shows that approximately 58
Q es work without any midwives, while in as many
W4 Yet some midwives are working in health centres
ing ¢ FMOH,“about 77 percent of the primary level health
e with under-trained health personnel. Only about 20 percent
ork with at least one midwife.”**

Mismatches in reproductive health services requirementsa
delivery. The 2002 FMOH Reproductive Health Res r

percent of all health facilities that offer ANC a2} delivér
as |7 percent of cases, there is neither a midwife
that do not offer pregnancy care services.Acc
facilities that offer ANC and delivery services ope
of the facilities that offer ANC and deliver

Community-based he re providers

At the community and village level, heal¢lf {linizy/and health posts should be served by CHEWs who work in the
community 80 percent of the tim&an ent of the time in a health facility.Volunteer village health workers
(VVHW) who are members of ¢ ﬁ nity should be selected and trained to provide care within the WDC
and CDC.These are also means &f strepgthening health care through community participation and ownership.

Although these are the
rural areas, it is rare to
instructed, but rather prefer
and WDGs. Q

mendations, community-based care is not commonly practiced. In most
octors and midwives in primary facilities. CHEWs are not in the communities as
in the health facilities. Most communities have yet to develop effective CDCs

ned and well remunerated staff at the community levels. Working through the Nursing
and Midwj jl, the federal government recently reintroduced basic midwifery training: each midwife

Seryjce hich for two years beginning in October 2008. About 2,900 midwives will be recruited in the
d about 4,800 are expected to be recruited in 2009 for deployment across the country.
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Chapter 4: Recommendations for the
Improvement of Newborn Health

The development and launch of the IMNCH strategy offers an important opportunity to increase
and accessibility of life-saving services in health facilities and communities at large. Through ipereasingcoverage

and quality of existing newborn health programmes and packages, Nigeria has the capgcify and\strategy in
place to save the lives of up to 193,000 newborns and potentially to meet MDG 4."' Man 3nd reform
programmes already exist but implementation has been haphazard. Neonatal mortality can bagffectfyely reduced
by strengthening newborn care within existing programmes and according to existin ernal-and child health
policies and protocols. Based on the opportunities, gaps and challenges identified by thi§ situa analysis, actions
are identified for various actors at the different levels of the health system.

Information and Research Gaps for Newborr Health

High quality, frequent population-based birth and death data. including causes of neonatal death.
Innovative solutions for improving newborn health record-keeping ana use of data in health facilities,
including neonatal morbidity/mortality audits.

Burden of disability among children who survive the newtorn peric.d, but who do not reach their full
potential due to incident or illness during the first menti of iife.

Formative research around community perceptiors ancdl practices around childbirth and newborn
care in order to inform behaviour change communication messages.

Testing evidence-based practices and systems to deiine a home-based newborn care package,
including defining the role of CHEWs and VVHWs in providing antenatal and postnatal care.
Practical methods of screening and managing of preterm/low birth weight babies at community level.

Actions for Developm artners and Civil Society

I. Increase funding for MNCH and port effective coordination mechanisms
*  Work with the FMOH to coordinate m development partners to ensure MNCH programmes
have sufficient funding
* Negotiate at national, state and

for newborn-specific budgeting and spending.

£g key gaps and reduce overlap
gaps between the federal government, private sector, professional
ers. A national Partnership for MNCH, launched in March 2007, has

activities and share results

and professional associations should be involved in monitoring and evaluation
indicator tools, and monitoring delivery on the government’s commitments. They
sistance with data management and reporting.

frameworks, develo
should provide additio

Strategi o?mprove Newborn Care by Level of

Servi ery

I household level

community identification and management of neonatal infection as appropriate with strict
d channels for immediate referral

onsibilities of CHEWVs and community resource persons should be categorised and clearly delineated.
mmunity resource persons with refresher skills training on danger signs for mothers and newborns,
ification and care of the sick and small babies, and support for immediate referral to the nearest
facility for additional care.

p and implement a coordinated behaviour change communication (BCC) strategy to promote simple
ssential newborn care practices at community level through women’s groups, religious organisations and
her community mobilisation structures.

* Institute a CDC and WDC in each community as defined in the Minimum Health Care Package and provide

training on newborn care issues for committee members.
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CHAPTER 4: RECOMMENDATIONS FOR THE IMPROVEMENT OF NEWBORN HEALTH

Behaviour Change Communication

Nigeria has

multiple BCC campaigns at state-level though most have been around immunisation or gender

issues. There have been no large-scale newborn-specific campaigns that target healthy behaviours for health

promotion

such as breastfeeding, warmth and hygiene or recognition of maternal and new.porit danger signs.

* A BCC strategy should involve the use of the national media (e.g. radio, television, newspapers)
as well as local community groups to create awareness and sensitise the genaral population to

newborn

* Messages

* BCC should include information on delays to accessing maternal and neonatal healthcare, the early
identification of danger signs and the importance of prompt referral.

» Campaigns should highlight positive deviance in addition to addressing the variows factors that prevent

mothers

care and harmful practices.
should use simple language, local dialects and visual media materials for rnaximura comprehension.

from attending ANC, delivering in the health facilities ar.d seeking early postnatal care for

themselves and their newborn.

* BCC strategies should engage both male and female policy makers. reiigicus and traditional leaders and
at community, household and individual levels.

* Communities are an integral part of BCC campaigns for MINCH.

Health

facility level ﬂ

Focused
antenatal
care

* Ensure goal-oriented, 4-visit Focused Antenatal
* ANC should be available on a daily basis in all hea flities, instead of only once-a-week

* Ensure FANC training materials are available t te A decision makers as well as health facilities
* Ensure that health care personnel receive a a Quent training on FANC

* Ensure necessary equipment and laboratory\tss /4%\ ilable in health facilities providing ANC

Intrapartum
care

ide a\shd birth attendant for each birth
dilyavailable for all deliveries

* Ensure sufficient human resources tévﬁr
* Ensure “Mama kits” and midwifery ki
* Provide and enforce correct usage o

* Reinforce the training of CHE
* Incorporate and monitor neonat;

d Life Saving Skills
itati an EmOC signal functions for basic and comprehensive EmOC facilities.
1}

g'fop doctors and nurse/midwives and cascade training down to states and LGAs.

oIs to at least two per state

* Orient health care workersNg simap)é immediate newborn care practices including immediately drying the
newborn and placin@ skin-to-skin with the mother and early initiation of breastfeeding

* Increase the number of mid

Postnatal
care

* Medical and nursing W um ph postnatal care should be standardised to encourage routine, early PNC visits
* Review delivery strategie NC and ensure mechanism for reaching mothers and babies within 24 hours

of childbirth
» Update nati

to include the timing and optimum number of PNC visits for facility and home
deliveries, as s for at-risk newborns

* Postnatal health tion should emphasise healthy home behaviours such as exclusive breastfeeding as well
as pogatal danger signs for mother and newborn and family planning

Extra care
for sick
newborns

\

R

and Miergency care for sick newborns at national, state and LGA levels should be well defined,emphasizing
rm/LBWV babies and early identification and treatment of neonatal sepsis and pneumonia.

MC within the IMNCH strategy and support tertiary centres to integrate KMC into their
pecial care units while facilitating the roll-out of KMC at all levels of care.

sential drug lists at all levels include necessary drugs for newborn care based on national newborn
e protocol (e.g. gentamicin and penicillin for neonatal infections)

< lop and maintain an essential supplies list for newborn care at various levels

7,

Re
sysdems

N

Engage in community mobilisation to develop effective referral and community transport system

&ncourage birth preparedness to limit delays as much as possible in case of emergency

* Provide ambulances and their maintenance to hospitals

* Enable two- way communication between the community, PHC facilities and referral centres through the use
of mobile phones

* Facilitate pre-payment schemes for transportation to a referral facility through mothers’ clubs or other
community mechanisms

* Ensure functional triage systems are in place to minimise delays once the health facility is reached

* Enforce 24-hour availability of maternity services at all health facilities
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Actions at Federal, State and Local Levels

Federal actions

State actions

Ensure appropriate funding and
accountability

* Redouble efforts to meet the Abuja
commitment to allocate |5 percent of total
government spending to health.

Follow the lead of other African nations

and enforce a national guideline on free
MNCH services.All states should receive
adequate incentive and support to adapt and
implement the guidelines locally.

Support the Midwifery Services Scheme to
recruit and deploy midwives to communities
nationwide, with an emphasis on the
northern states.

Review and address critical gaps in National
Health Insurance Scheme (NHIS) including
continuing expansion at the community level
and scale-up to reach women, children and
newborns in remote areas.

Strengthen national level working group for
MNCH comprised of FMOH, development
partners, civil society including profession@

4

associations

* Ensure appropriate MNCH
funding by including a state-
level budget line item for
newborn health and enabling

prompt release of funds.
* Work with the FMOH to
secure the funding necess

>

health budgets,

atc budget allocation to
the high burden of mortality
and morbidity.

olicies, guidelines and services to include
newborn interventions

for it to be signed into law and gazetted.
Revise policy to ensure community-b%
MNCH delivery approaches are cl
defined.
Update policy to include PNC b

provider at within 2 days fo i
at home and at one week

Harmonise the National Health Bill in ord%

mothers.

~
o
=<
o
3
@)
X
@)
(w3
S
=

community-based new
KMC impleMentation by
lines for adaptation

I.  Encourage

Qnal g

standardised training materials,
ids and treatment protocols, including
rn care materials (e.g. KMC, danger

esuscitation).

T

. in state-level IMNCH

roll out and implementation.
k date the Minimum Health

are package to include
basic neonatal resuscitation,
immediate and exclusive
breastfeeding promotion,
KMC for preterm/LBW
babies, eye care, cord care,
community treatment of
neonatal infections and the
use of Vitamin K.

signs of newborn illness and neonatal
D

* Strengthen PHC services
through the National Primary
Health Care Development
Agency, as proposed in the
National Health Bill.

Ensure provision of BEMOC

as part of PHC and ensure

that at least four midwives are
trained in newborn care and
resuscitation and are available
for 24-hour coverage.

Review the roles of community
health officersfCHEWs who can
work at the community/facility
level to treat asphyxia, LBW and
infections.The minimum package
of services should be available at
the community level.
Synchronise training curricula
and materials for community
level health workers.

Implement and supervise
community-based management
of sepsis including identification
and treatment of sick newborns.

4
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Federal actions

State actions

Effectively plan and implement

* Increase efforts to accelerate IMNCH
strategy roll-out in more states and at all
levels of government.

* Consider appointing a neonatal desk officer
or another official with expertise in neonatal
health in order to accelerate implementation.

* Build political will for newborn health within
state and local government.

* Support mobilisation of professional associations,
NGOs, and civil society at the national level
to ensure policies are translated into action.

* Advocate for appropriate operational
research for community management of
newborn health.

* Increase involvement with the Paediatric

Association of Nigeria/ Nigerian Society of

Neonatal Medicine with the National Partnership

for MNCH Core technical committees.

Improve both monetary and non-financial

remuneration and conditions of service for all

medical personnel in order to reduce the loss
of qualified healthcare workers.

Strengthen the role of CHEWs through

reviewing the training curriculum, clarifying

their job description and ensuring adequate
supervisory structures are in place.

Service, which is being coordinated by the
Nursing and Midwifery Council, in order to
reach more mothers and newborns.
Provide more training institutions for
midwives, especially in the few no

states where no training instituti

exist.

Support and scale-up the Midwifery Commumt{

* Facilitate the establishment of
State Technical Committees
within the PMNCH, with
an aim to roll-out IMNCH
strategy priorities throughout
the state, including tertiary and
general hospitals and private
health facilities.

* Conduct a local newborn
health situation analysis and
support LGAs in addressj

dapt national standards

r newborn care to ensure
provision of KMC and case
management of sepsis.

N

N\
LGA actions/((\\

birth. LGAs should also provide
obﬂ@NC services, especially

in remote areas, to encourage

mothers to access care.

*Q%r:stitute an effective two-

ay referral system including
transport for EmOC and
emergency newborn care.
Provide technical assistance
to communities to organise
emergency transport and
payment systems.
Institute training for midwives
and CHEWs in order to meet
critical human resource needs in
each community.
Deploy personnel equitably
throughout LGAs according to
population needs. Each PHC
facility should have enough
skilled attendants to ensure
adequate 24-hour coverage.

Bé%onitoring and evaluation
, L]

Ensure implementation pl
measurable indicators and\t

newborn care.
£ upervision,
a\lation thrdygh the FMOH

Standardise forms
Qrmation System

sfr

monitoring and e

L]
3
o
9
[¢]
<
I
[
5

oordination and effectiveness
ewo&?at national, state

nt levels, including

k between the HMIS, the

ols for national notification of

al deaths and routine auditing of

neonatal deaths, and adapt and reinforce

their use at the national, state and local

>overnment levels.

* Integrate the audit process for maternal and
newborn morbidity and mortality under the
IMNCH strategy.

* Include neonatal mortality
rates and targets in state level
monitoring systems.

* Review client/patient forms
and registers through HMIS in
order to ensure the capture of]
data required for monitoring
and evaluating newborn care.

* Support the implementation
of facility-based maternal and
neonatal mortality audits.

Ensure service statistics are
registered daily at each facility,
collated monthly and sent to the
LGA.

Compile facility HMIS data and
share with the state and federal
HMIS. Newborn health and
service indicators should be
clearly noted and tracked
Transition to electronic data
collection and management to
enable sharing, analyses and
tracking trends over time.




Chapter 5: State Newborn Health
Data Profiles

Data can be powerful if used in the proper context and
presented in a way that makes sense to the audience. The
following state profiles can be used to strengthen policy, assess
programmes, and rationally allocate resources and mobilise
additional commitment, particularly for state-level roll-out of
the IMNCH strategy.

Profile Notes and Data Sources &

Births and deaths: Total population and annual
births, 2006." ¢ Zonal neonatal and under-five mortality rates
from 2003+ are applied to each state. Since state-level estimates
are not available, the estimated national maternal mortality
ratio from 1999% is used in each state profile. Numbers of neonata
using the mortality rate and annual births by state.

# and maternal deaths are calculated

Rate of progress: Neonatal and under-five morelieffates, 1960-2006."*' The MDG 4 target reflects
a two-thirds reduction from the 1990 under-five mortalj
Estimated causes of neonatal he zonal estimate for neonatal causes of death
is used in each state profile. This zonal estimateNs pased inomial regression used to model the proportion
of deaths due to seven programmatically relevagt s of death as developed by WHO and UNICEF with the
Child Health Epidemiology Reference Group.'™N\N¢ Du rounding, percentages may add up to more than 100.
See page 20 of this report for more information af\these estimates.

Coverage along the co u of care: Demand for contraception satisfied, antenatal
care (at least one visit from a skille skilled attendant at childbirth, exclusive breastfeeding among
infants less than six months, and meas accimation refer to state-level data from 2007.° Postnatal care within
two days for home births refers fom 2003 applied to each state. No data are available on postnatal
care for births that occur at a hg

Health system and finance:

Caesarean section rate g 9

transmission and preve low birth weight prevalence, births registered, are state-level data from 2007.°
State-level data on care seeRig@¥or childhood pneumonia are included only where more than 25 observations
ICS. Very little state-level data are available in the public domain pertaining to the adult
umbg&of hospitals and health centres; number of health workers per 1,000 population;

ege cells are left blank for states to fill in when information is available and also to highlight
formation for health systems planning. Some national data are available for these indicators
igeria profile."7:2!.67.72.74

w ample taken, voluntary counselling and testing for HIV, skilled attendant at childbirth, breastfeeding within

nations (BCG, measles, and three doses each of DPT and polio vaccines), refer to state-level data from 2007.>
aifned of signs of pregnancy complications,* intermittent preventive treatment for malaria (two doses of SP/Fansidar

received during antenatal care)* and any breastfeeding refer to zonal data from 2003* applied to each state.
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NIGERIA

BIRTHS AND DEATHS

Population 144,720,000
Annual births 5,909,000
Neonatal Mortality Rate (2003) 48
Annual number of neonatal deaths 284,000
Under-5 Mortality Rate (2003) 201
Annual number of under-5 deaths 1,188,000
Percent of under-five deaths that are neonatal 24%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 47,000

CAUSES OF NEONATAL DEATH

(National)

Other, Diarrhoea,
8% 4%

Tetanus,

Congenital,
9 8%

7%

RATE OF PROGRESS TC

400 -

300 -

200 A

100 -

Mortality per 1,000 live births

75 1980 1985 1990 1995 2000 2005 2010 2015
Year

965 1970

0

ERAGE ALONG THE CONTINUUM
ARE

61%
44% 44%

Infection,
Preterm, 22% e 12%
25%

5. S . 9% o2 B

88 o Lt. T o5 S

°58 52 B8EF BEs zs: o3

- > = = - =

Asphyda, 252 5. 28BS Gi. ogE 85

27% SE® 8T 2% g5z uwde =t

og & & 88 "5 E

HEALTH SYSTEMS, POI@) FINANCE

HIV prevalence, adults 15-49 (%, .9 Number of public hospitals; health centres 904; 13,703
Knowledge of PMTCT (%) 62 Health workers per 1,000 population 2
Caesarean section rate (%) 2 Public facilities meeting EmOC criteria: basic; comprehensive (%) 1.2; 3.9
Births registered (%) 23 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 14 Total spending on health per capita (USD) 32
Appropriate care see for pneL@nia (%) 41 Government spending on health per capita (USD) 10

MISSED

51%

97%

44% 49%
o

comp.

30% 30%
20% o
129% 16%
3% 5%
T T T T T - T T
ANC (1+) Blood Informed VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months



Abia State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMRmational)

4007 MR (national)

Population 2,834,000 é R (South East)
Annual births 113,000 E 300 - R (South East)
Neonatal Mortality Rate (2003) 34 i MDG4 Target

o
Annual number of neonatal deaths 4,000 S 5004 201
Under-5 Mortality Rate (2003) 103 8

>
Annual number of under-5 deaths 12,000 Z 100+ X 103
Percent of under-five deaths that are neonatal 33% é T
Maternal Mortality Ratio (1999) 800 . /-\
Annual number of maternal deaths 1,000 195Q_ 1965 1970) 1675 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

(Zonal)
_ ARE
Other, Diarrhoea, 98% 95%
5% 2% Tetanus,
Congenital, ( 65%
0,
10% Infection, O
19%
16%
Preterm, 3%
41% ‘ ‘
55 & % ~g Py 5
25 = - © L5 =
588 <°F T3BEF ®ES g8z 8%
Asphyxig 532 w, &9z Hs= =288 8¢
0, L=
23% 528 s 038 ol [E8o 32E
a8z ® 8s 57 E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 80 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 8.6 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 43 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

93% 95% 97%
81%
65% 63%
47%
38%
25%
0y
7% 3%
NO DATA
1 T T T T T T T
ANC (1+) Blood Informed VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



BIRTHS AND DEATHS

Population 3,168,000
Annual births 127,000
Neonatal Mortality Rate (2003) 61
Annual number of neonatal deaths 8,000
Under-5 Mortality Rate (2003) 260
Annual number of under-5 deaths 33,000
Percent of under-five deaths that are neonatal 23%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

Adamawa State

RATE OF PROGRESS TC

400 1

3004

2004

100 4

Mortality per 1,000 live births

NMR (nafional)

U (national)

USMR) (North East)
(North East)

4 Target
X 260

201

1 1965 1970)1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

ERAGE ALONG THE CONTINUUM

(Zonal) ARE
Oﬂ:}fr’ Diarrhoea,
Congenital, %
0,
5% Tetanus,
15%
O P 42%
Preterm, 26%
24% . 7% . 8% 6% 10%
Infﬁzggl/on, 0%
° . c [ - NP o c
“9'9'0 S= © © Cg “"EE w2
= = -— S= oL -
082 3 BES ®ES 82 2§
882 w> To= 35 382 B¢
. = r [%2] [&}

Asphyia, EZy 5t 58 gez g5 &2
28% og = © S3 sY E

HEALTH SYSTEMS, PO A FINANCE

HIV prevalence, adults 15-49 (% -
Knowledge of PMTCT (%) 32
Caesarean section rate (%) 1.1
Births registered (%) 35
Low birth weight prevalence (%) 17

Appropriate care see for pnet@nia (%) -

MISSED

46%

18%

Number of public hospitals; health centres

Health workers per 1,000 population
Public facilities meeting EmOC criteria: basic; comprehensive (%) -
LGA with health workers trained in IMCI (%)

Total spending on health per capita (USD)

Government spending on health per capita (USD)

96%

38%
26%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

10%

comp.

7% o
1% l NO DATA - 4% %
T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months



Akwa-lbom State

RATE OF PROGRESS T

BIRTHS AND DEATHS S onal
00 - national)
4 5MR (national)
Population 3,920,000 é 5MR (South South)
Annual births 157,000 2 34] MR (South South)
g - MDG4 Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 8,000 8 200+ 201
Under-5 Mortality Rate (2003) 176 g X 176
Annual number of under-5 deaths 28,000 =
S 100 4
Percent of under-five deaths that are neonatal 30% é - _———— ?9 e 6!
Maternal Mortality Ratio (1999) 800 . /-\ 8
Annual number of maternal deaths 1,000 988, 1965 1970 /1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

(Zonal) ARE
Other, Diarrhoea,
5% 5%
Congenital, Teaao?us,
8% o 59% 53%
Infection, 27%
20% 9%
Preterm, . 5%
31% w
56, & % g 2o 5
o= = it ©c Q5 =
©58 52 3855 BEe sz o3
_ Sow > =52 £3& E_.»:g ©'c
Asphyxia £S5 §r 558 Bz 285 £2
0, (2] ~ - =
27% 8% £ £ tgg Wy E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 93 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 15 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

97%

69%

52%

419
36% % 39%
0,
28% 27% 239%
5% 5%
NO DATA
T T T T T T T T T
ANC (1+) Blood Informed VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Anambra State

RATE OF PROGRESS TO

BIRTHS AND DEATHS Stional)
400 1 .
MR (national)
Population 4,182,000 é MR (South East)
Annual births 167,000 E 300 R (South East)
Neonatal Mortality Rate (2003) 34 E MG Target
o
Annual number of neonatal deaths 6,000 S 500+ 201
Under-5 Mortality Rate (2003) 103 g
>
Annual number of under-5 deaths 17,000 £ 100+ X 103
Percent of under-five deaths that are neonatal 33% é = —_ = 76
Maternal Mortality Ratio (1999) 800 . /-\ @
Annual number of maternal deaths 1,000 1965 1970 §o75 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

Zonal
( ) ARE
Other, Diarrhoea,
5% 2% Tetanus, 93% 91%
Congenital, 1%
10% : 61%
Infection,
19%
0
16% 6%
Preterm,
41% ° w
55 5 T N 2 5
238 oF 355 B diE &
Asphyxiz %8:@ ‘6:': Egé %E& %gg §'E
23% 528 sc 988 Qpf Fge =E
es8 £ © °s 5 E
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 64 Health workers per 1,000 population -
Caesarean section rate (%) 8.6 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 43 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 14 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
91% 97%
85%
73%
61%
o 47%
41% 36%
16%
3% 6%
NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Bauchi State

RATE OF PROGRESS TC

BIRTHS AND DEATHS Il
400 - )
u. (national)
Population 4,676,000 2 USWIR) (North East)
Annual births 187,000 5 North East)
. o 3007 - 4 Target
Neonatal Mortality Rate (2003) 61 = X 260
Annual number of neonatal deaths 11,000 § 200 201
Under-5 Mortality Rate (2003) 260 g
Annual number of under-5 deaths 49,000 =
= 1004
Percent of under-five deaths that are neonatal 23% é e | 76!
Maternal Mortality Ratio (1999) 800 . E
Annual number of maternal deaths 1,000 195Q_1965 19701975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

(Zonal) ARE
O‘Qfﬂ Diarrhoea,
Congenital, 6% .
0,
5% Tetargus, 9
15% Q 7 46%
Preterm, 25% | 15%
24%, 5% 5% 3% 2%
Infection, 0% |
0,

1o s5. £ % _vg .2y S

-9'..: = ol = =

s88 <% =3ger {ES5 =28F 9%

585 §> =82 c£3& 3¢5 ¢

. (o= X &= [%) ok DS

Asphyxia, EST® S 0g3 co2 RBS 22

28% 88" 27 % %8 Ygv "¢

HEALTH SYSTEMS, PO AND FINANCE

HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 25 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 1.1 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 23 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 19 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

96%

28%

)
20% 15%

0
6% 0% . NO DATA o 3% o 2% 1%
T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Bayelsa State

RATE OF PROGRESS TGO
BIRTHS AND DEATHS

MR (national)

4004 5MR (national)

Population 1,703,000 é 5MR (South South)

. = MR (South South)
Annual births 68,000 ; 3004 N MDGA Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 4,000 3 2004 201
Under-5 Mortality Rate (2003) 176 ] X176
Annual number of under-5 deaths 12,000 =

© 1004

Percent of under-five deaths that are neonatal 30% é = _——— ?9 — -+
Maternal Mortality Ratio (1999) 800 . /\ 8
Annual number of maternal deaths 1,000 9B8 1965 1970/1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

(Zonal) ARE
Other, Diarrhoea,
5% %
Congenital, Tetfo?US,
0,
8% ° 53%
Infection, 36% o
20% 20% 7o, 14%
Preterm, - °
31% ‘
s5_ 8 5 9% o2 S
o2 — = .= 9
L8] os - cEE S5E 7 E=]
288 sE BEY £EE 35% 3
Asphyxia, gox  8: X235 ‘gi?,,’ S%E 85
27% s2d g P8c QL% [fe =E
ag gz ®© oo 5 £
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 61 Health workers per 1,000 population -
Caesarean section rate (%) 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 6 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 13 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

97%

61%

45% .
39% 35%

22%
o 20% 14% 16%
NO DATA
T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Benue State

RATE OF PROGRESS T

BIRTHS AND DEATHS ) 7 iona)
400 - )

Population 4,219,000 é X 3?5? Eﬁitrﬁ]nf:'inuan
Annual births 169,000 E 300+ CJ mg 4('\#:r’;he::entral)
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 9,000 § 2004
Under-5 Mortality Rate (2003) 165 8
Annual number of under-5 deaths 28,000 % 100-
Percent of under-five deaths that are neonatal 32% é
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM
(Zonal) ARE

Other, Diarrhoea,
5% 4%

Congenital, Tetanus,
7% 5% 72% .
Q i 52% 62%
Infection, &
o 23%
Preterm, 22% \ = I ™
0,
29% 0% | ‘ ‘

55 & w Ny Bs S

82 = 8. meg oS g

288 5% BEF ®Es 38 8

§e® ®> =3d= L£3£ 38o Q=

Asphyxia, eS= S+ X c5 @ = SoE oS

by g8 2= P8 g%z dfe =E

o8 g ® 8s 5V E

HEALTH SYSTEMS, PO D FINANCE

HIV prevalence, adults 15-49 (% Number of public hospitals; health centres -5
Knowledge of PMTCT (%) Health workers per 1,000 population -
Caesarean section rate (%) (& 0.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 9 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@ma (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

56%

55% 52% 51%
o
34% 29%
23% 22%
15%
o
% NO DATA
T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



Borno State

RATE OF PROGRESS TO

BIRTHS AND DEATHS NUR
national)
400 )

U, (national)
Population 4,151,000 2 USWMA (North East)
Annual births 166,000 5 (North East)

! o 3004 G4 Target
Neonatal Mortality Rate (2003) 61 = X 260
Annual number of neonatal deaths 10,000 § 2004 201
Under-5 Mortality Rate (2003) 260 8
Annual number of under-5 deaths 43,000 2 100
= 100+

Percent of under-five deaths that are neonatal 23% é = @ — 43
Maternal Mortality Ratio (1999) 800 . /-\ i
Annual number of maternal deaths 1,000 196Q_ 1965 1970) 1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

Zonal
( ) ARE
Ott}‘:r’ Diarrhoea,
Congenital, 6%
5%
Tetanus,
15% O 44%
Pret 28%
reterm, o %
24% . 9% 2% 12%
Infection, ‘
16% c o — o c
ég-c §"‘ © > ﬁ(g GE, CD-EE (I):g
v88 52 BEF ®TES @oc 28
§g2 ®> To= £35S 222 8¢
Asphyxia, ES® S g3 o2 K8, =g
28% og” Z & T8 Ygv ¢
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 27 Health workers per 1,000 population -
Caesarean section rate (%) 1.1 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 21 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 17 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

96%

37% 37%
28%
19%
9% 10%
0% 1 NO DATA ‘
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Cross River State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMR (hational)

4001 5MR (national)

Population 2,889,000 é 5MR (South South)
Annual births 116,000 2 34 MR (South South)

g - MDG4 Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 6,000 8 200+ 201
Under-5 Mortality Rate (2003) 176 g X 176
Annual number of under-5 deaths 20,000 =

S 100 4
Percent of under-five deaths that are neonatal 30% é - _———— ?9 e 6!
Maternal Mortality Ratio (1999) 800 . /-\ 8
Annual number of maternal deaths 1,000 988, 1965 1970 /1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

Zonal
( ) _ ARE
Other, Diarrhoea,
5% %
Congenital, Tetanus, 75%
8% 4% 62%
Infection, 35%
20% 11% 11%
Preterm, l
31% ‘
55 & w Ny Bs S
[e] 1 =
LS o= o ©.C 255 o=
°88 % 35§ 8E5 g 83
. EeR7) = =02 =3 2 [
Asphyxia, eS= e+ X c5 @ = SoE oS
27% ST » gz 92835 n?%% ai g =E
o8 g ® 8s 5V E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 80 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 27 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97%
87%
61%
46%
37% o, o
28% 55% 34% 30%
1%
1% NO DATA
ANC (1+) Blood Informed of VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample preg. HIV attendant breastfed BF <6 vaccines

comp. months



Delta State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMR (national)

4001 5MR (national)
Population 4,098,000 é 5MR (South South)
Annual births 164,000 E 3004 N\ M";Z iSTOa“r:;tSOUth)
Neonatal Mortality Rate (2003) 53 5
Annual number of neonatal deaths 9,000 § 2004 201
Under-5 Mortality Rate (2003) 176 g X176
Annual number of under-5 deaths 29,000 :E 100
Percent of under-five deaths that are neonatal 30% 5 — e — e — ]
Maternal Mortality Ratio (1999) 800 = ﬂ 2
Annual number of maternal deaths 1,000 ’ C oor T re

9681965 1970/1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

Zonal
( ) _ ARE
Other, Diarrhoea,
5% 5%
CongenitaL Tetaonus, 79% 73%
8% 4% 57%
Infection,
20% e 10%
Preterm, °
31% ‘
55 & w Ny Bs S
L3 = - TE o5 0
288 % BET ®ES 38t 9B
) g > =ov= L£3& 389 o=
Asphyxia, e8% o e ® = SHE S5
27% sg€a 8T Lo L& 8o =E
es8 £ © °s 5 E
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 67 Health workers per 1,000 population -
Caesarean section rate (%) 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 16 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97%
73%
67% 66%
47%
35%
26% 29%
16%
10% 10%
NO DATA
ANC (1+) Blood Informed of VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample preg. HIV attendant breastfed BF <6 vaccines

comp. months



Ebonyi State

RATE OF PROGRESS TC

BIRTHS AND DEATHS ona)
4007 MR (national)
Population 2,174,000 g R (South East)
Annual births 87,000 S 340 R (South East)
- E MDG4 Target
Neonatal Mortality Rate (2003) 34 Z
Annual number of neonatal deaths 3,000 § 2001 201
Under-5 Mortality Rate (2003) 103 g
>
Annual number of under-5 deaths 9,000 £ 1004 X 103
Percent of unde.r-five cfieaths that are neonatal 33% é === ?.g -
Maternal Mortality Ratio (1999) 800 0
Annual number of maternal deaths 1,000 198Q_ 1965 1970) 175 1980 1985 1990 1995 2000 2005 2010 2015
Year
CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM
(Zonal)
_ ARE
Other, Diarrhoea,
5% 2% _ Tetanus, o
Congenital, 1% 80%
[ 60% 59%
10% Infection, Q "
19%
10% 10%
Preterm,
41% ‘ ‘
55 & % ~g By 5
LS o= o see 9Y5< o=
2 O Ox oED == 23 0®
Asphyxi 285 T2 Ss58 E£2 335 @2
23%, ESH c+ 55 250 SoE [o=]
GES 8T 2o QfF dfge =t
o8 g ® 8s 5V E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 62 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 8.6 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 16 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 16 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97%
80%
70%
60%
53%
47%
26%
10% 7% 10% 14%
NO DATA
ANC (1+) Blood Informed of VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample preg. HIV attendant breastfed BF <6 vaccines
months

comp.



Edo State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMR (national)

4001 5MR (national)
Population 3,218,000 é 5MR (South South)
Annual births 129,000 E 3004 N\ M";Z iSTOa“r:;tSOUth)
Neonatal Mortality Rate (2003) 53 5
Annual number of neonatal deaths 7,000 § 2004 201
Under-5 Mortality Rate (2003) 176 g X176
Annual number of under-5 deaths 23,000 :E 100
Percent of under-five deaths that are neonatal 30% 5 — e — e — ]
Maternal Mortality Ratio (1999) 800 = ﬂ 2
Annual number of maternal deaths 1,000 ’ C R

9681965 1970/1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

Zonal
( ) . ARE
Other, Diarrhoea,
5% 5% 89
Congenital, Tetanus, ° 0
g% 4% 76% 69%
44%,
Infection, 259
0% i 12%
Preterm, °
1% :
55 & w ~Ng Py S
[e] 1 =
SSg o= - ®EE 0352 NS
258 2 38FF BSES g5 oF
Asphyxia Ss2 ©F =2BF B3, ©oRE 85
27% 528 g= ©g%s P82 FSo =SE
a8z ® 8 "5V E
HEALTH SYSTEMS, PO FINANCE
HIV prevalence, adults 15-49 (% Number of public hospitals; health centres -5
Knowledge of PMTCT (%) Health workers per 1,000 population -
Caesarean section rate (%) 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 31 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 11 Total spending on health per capita (USD) -
Appropriate care see for pnet@ma (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

97%

75% 76% 7%
53% 53%
40%
33%
27%
12%
1% NO DATA
ANC (1+) Blood Informed of VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample preg. HIV attendant breastfed BF <6 vaccines

comp. months



Ekiti State

RATE OF PROGRESS T

BIRTHS AND DEATHS 400- (national)
——&~— U5MR (national)

Population 2,384,000 £ :;“;R(éi‘u"t’;hw‘g:;t)
Annual births 95,000 E 300 MDG4 Target
Neonatal Mortality Rate (2003) 39 i
Annual number of neonatal deaths 4,000 § 200 4
Under-5 Mortality Rate (2003) 113 g
Annual number of under-5 deaths 11,000 £ 100-
Percent of under-five deaths that are neonatal 35% §
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

Zonal
( ) . ARE
Diarrhoea,
Otrg/er, 20, 95
5% 91% o
. Tetanus, 80%
Cor;goizﬂal, 1% ¥ )73%
Infection, O o,
20% 22% 20%
Preterm,
38% 0% :
5] S g © NG g’w 8
s = —— ®E [ =
=58 <% T3TEF SES 582 8%
Asphyxia % [SR7) T > =0.2 E§5 E_,“q:) o %.E
DAY ESy $r #58 Bog g8t 23
0 oEn ST £2° gty uwse =E
o 8 QC: © OOT _(‘5 g
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 80 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 3.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 55 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 10 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97% 96%
79% 80% 75%
69% §
64%
44%
28%
20%
3%
NO DATA
ANC (1+) Blood Informed of VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample preg. HIV attendant breastfed BF <6 vaccines

comp. months



Enugu State

RATE OF PROGRESS TC

BIRTHS AND DEATHS L onal)
4007 MR (national)
Population 3,257,000 £ MR (South East)
Annual births 130,000 E 300 R (South East)
Neonatal Mortality Rate (2003) 34 i MDG4 Target
o
Annual number of neonatal deaths 4,000 2 500+ 201
Under-5 Mortality Rate (2003) 103 §_
2
Annual number of under-5 deaths 13,000 2 100 X 103
Percent of under-five deaths that are neonatal 33% é = —_———:
Maternal Mortality Ratio (1999) 800 0 /-\ 34
Annual number of maternal deaths 1,000 16Q_ 1965 1970] 1b75 1980 1985 1990 1995 2000 2005 2010 2015
Year
CAUSES OF NEONATAL DEATH
(Zonal) ERAGE ALONG THE CONTINUUM
ARE
Other, Diarrhoea, o
0, o 0,
5% 2% _ Tetanus, 84%  81% 75%
Congenital, 1%
10% .
Infﬁzcygn, Q 38%
25% 14%
Preterm, 0%
41% 0% ;
55§ % 9 2 6
o2 — = .= 9
=8 os - cEE S5E 7 E=]
Asphyxiz v88 g2z BEF ®ES 238 23
23% S§2 ®,; 2=  g3T ggE  §5
ES® ct H5o Son 20 i)
JoR=R7] o gﬁ [~ o i 8(0 =€
ag gz © 5SS 5 v £
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 75 Health workers per 1,000 population -
Caesarean section rate (%) 8.6 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 22 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 11 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97%
80% 81% 84%
55%
49%
42%
32%
25%
2% ND DATA 0%
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Federal Capital Territory

BIRTHS AND DEATHS

Population 1,405,000
Annual births 56,000
Neonatal Mortality Rate (2003) 53
Annual number of neonatal deaths 3,000
Under-5 Mortality Rate (2003) 165
Annual number of under-5 deaths 9,000
Percent of under-five deaths that are neonatal 32%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 0

CAUSES OF NEONATAL DEATH

Tetanus,
5%

Q

Infection,

(Zonal)
Other, Diarrhoea,
5% %
Congenital,
7%
Preterm,
29%

HEALTH SYSTEMS, PO

HIV prevalence, adults 15-49 (%
Knowledge of PMTCT (%)
Caesarean section rate (%) (&
Births registered (%)

Low birth weight prevalence (%)
Appropriate care see

MISSED

39%

AsphyX|a

@

RATE OF PROGRESS T

400 ~

é X
el ()
© 300+

2

o

o

o

< 2004

&

Q

>

‘S 1004

€

o

s

(national)
U5SMR (national)
U5MR (North Central)
NMR (North Central)
MDG4 Target

RAGE ALONG THE CONTINUUM

& 83% 9
o 80%
63%
45%
39%
0,
25% 9%
0% -
< € o — N oD c
0.9 @ © -9 oE® o
=R oz - > T EE STL [ =]
o g2 =0 B< TES SoE O ©
c O ©-2 Qg? = 25 ».2
c Q.0 " =02 £3& =Foye) ©c
ef% 2+ ¥ BT, 9BE 95
GESR 8T 2 g5s dife =t
oo c © (o] oV £
o < 0T e} £

D FINANCE

0.9

13

for pneL@ma (%) -

61%
53%

6%

63%

Number of public hospitals; health centres
Health workers per 1,000 population

Public facilities meeting EmOC criteria: basic; comprehensive (%)

LGA with health workers trained in IMCI (%)
Total spending on health per capita (USD)
Government spending on health per capita (USD)

98%
84%

66%

39%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

50%
38%

NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



Gombe State

RATE OF PROGRESS TC

BIRTHS AND DEATHS NMR
(national)
400+ -

U (national)

Population 2,354,000 2 USWR) (North East)
. £ (North East)
Annual births 94,000 o 300- 4 Target
Neonatal Mortality Rate (2003) 61 = X 260
Annual number of neonatal deaths 6,000 § 2004 201
Under-5 Mortality Rate (2003) 260 g
Annual number of under-5 deaths 24,000 =
= 1004

Percent of under-five deaths that are neonatal 23% é = e | 76
Maternal Mortality Ratio (1999) 800 . /\ 8
Annual number of maternal deaths 1,000 195Q_1965 1970)1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH

(Zonal) ERAGE ALONG THE CONTINUUM

ARE

Otufr' Diarrhoea,
Congenital, 6%
5%

Tetanus,

15% O

Infection, \
16%
Asphyxia,
28%
HEALTH SYSTEMS, POI@) FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5

N
S
X
N
lA
X
N
®
X

Preterm,
4%

o

4% 6%

Demand for
contraception
satisfied
Antenatal care
(1+ visit)
Skilled
attendant at
delivery
Postnatal
care within 2
days (home)
Exclusive
breastfeeding
<6 months
Measles
immunisation

Knowledge of PMTCT (%) 37 Health workers per 1,000 population -
Caesarean section rate (%) 1.1 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 7 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 15 Total spending on health per capita (USD) -

Appropriate care see

for pnm@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

96%

32%

22% 21%
9% 10% 11% o,
: 5% B oo 0% s 3%
0% - T T T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Imo State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMRmational)

4007 MR (national)

Population 3,935,000 £ R (South East)
Annual births 157,000 E 300 - R (South East)
Neonatal Mortality Rate (2003) 34 = MDG4 Target

o
Annual number of neonatal deaths 5,000 S 5004 201
Under-5 Mortality Rate (2003) 103 8

>
Annual number of under-5 deaths 16,000 £ 100+ X 103
Percent of under-five deaths that are neonatal 33% é T
Maternal Mortality Ratio (1999) 800 . /-\
Annual number of maternal deaths 1,000 195Q_1965 1970) 1675 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

Zonal
( ) _ ARE
Other, Diarrhoea, 98% 97%
5% 2% _ Tetanus,
Congenital, 1% 72%
0,
10% Infection, Q
19%
17% 14%
Preterm,
41%
55 & ® Ny 2y 5
(] 1 =
Aab=he o= => BSEE 352 7E=
Asphyxig 282 T2 85 TE2 285 4o
23% ge= °i EFBF B>, T@E 35
ESTT el n ol co?® <&
gt 8T T8O a5y wge =E
0g s © S5O 5 E
HEALTH SYSTEMS, PO D FINANCE
HIV prevalence, adults 15-49 (% Number of public hospitals; health centres -5
Knowledge of PMTCT (%) Health workers per 1,000 population -
Caesarean section rate (%) (& 8.6 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 23 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@ma (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

90% 97% 97%
84%
65% 65%
53%
42%
21%
15% 14%
NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



% Jigawa State

BIRTHS AND DEATHS

RATE OF PROGRESS TC

400 4
Population 4,349,000 é
Annual births 174,000 2 3004
Neonatal Mortality Rate (2003) 55 =
Annual number of neonatal deaths 10,000 § 200 -
Under-5 Mortality Rate (2003) 269 8
Annual number of under-5 deaths 47,000 % 1004
Percent of under-five deaths that are neonatal 20% é
Maternal Mortality Ratio (1999) 800 0
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
(Zonal)

ARE

Other, Diarrhoea,
5% 5%

Congenital, O
v)
5% Tetanus,
17% O
Preterm, 28%
22%
7% 1% 3% 8%
—
(0]

Infection, 5 5 = = g 2., <

17% Lat=Re] oz = TEE 05 o E=]

° 288 w2 385G 55g %%8 3.8

X C o= © g28e= > SEE s c

Asphyxia, Esm St wgE Joo K8 23

OE® o 20 > 3o =E

29% @ 08" g % S5 WeV =g

HEALTH SYSTEMS, PO A FINANCE

HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 58 Health workers per 1,000 population -
Caesarean section rate (%) 0.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 6 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 15 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

18%

14%
o 7% 8% . 1%
@ N N B “  wm oo O mm o
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



% Kaduna State

BIRTHS AND DEATHS

Population 6,067,000
Annual births 243,000
Neonatal Mortality Rate (2003) 55
Annual number of neonatal deaths 13,000
Under-5 Mortality Rate (2003) 269
Annual number of under-5 deaths 65,000
Percent of under-five deaths that are neonatal 20%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 2,000

CAUSES OF NEONATAL DEATH
(Zonal)

Other, Diarrhoea,
5% 5%
Congenital,
0,
5% Tetanus,
17%
Preterm, O

22%

Asphyxia,
29%

HEALTH SYSTEMS, PO A

HIV prevalence, adults 15-49 (% -
Knowledge of PMTCT (%) 85
Caesarean section rate (%) (£ZONR 0.5
Births registered (%) 17
Low birth weight prevalence (%) 15

Appropriate care see for pneL@nia (%) -

MISSED

45%

28%

10%
5%

RATE OF PROGRESS TC

Mortality per 1,000 live births

Infection,
17%

D FINANCE

400

300 4

200 4

100 4

1965 1970) 175 1980 1985 1990 1995 2000 2005 2010 2015

Year

RAGE ALONG THE CONTINUUM
ARE

58%
34%
25% 14%
0
5%
;
o
c =) c
©88 -3 BJESF [R5 zgE 98
c Q= ©-2 Qg0 =2 205 0.2
o®m > =85> cSL = piege]
S0 = =52 £3E 3 ©'c
c8% c+ &$ SO 250 9BE o2
OE O [Th 2o ge> F%o SE
[a)e] < ® TS ov
o < © 6T S S

Number of public hospitals; health centres -5
Health workers per 1,000 population -
Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
LGA with health workers trained in IMCI (%) -
Total spending on health per capita (USD) -
Government spending on health per capita (USD) -

25%

98%

38%

17% 14% 15%

7%

comp.

NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months



% Kano State

BIRTHS AND DEATHS

RATE OF PROGRESS TC

400 1
Population 9,384,000 é
Annual births 375,000 E 300 -
Neonatal Mortality Rate (2003) 55 =
Annual number of neonatal deaths 21,000 § 200 -
Under-5 Mortality Rate (2003) 269 8
Annual number of under-5 deaths 101,000 % 100
Percent of under-five deaths that are neonatal 20% é
Maternal Mortality Ratio (1999) 800 0
Annual number of maternal deaths 3,000

CAUSES OF NEONATAL DEATH
(Zonal)

ARE

Other, Diarrhoea,
5% 5%

Congenital,
v)
5% Tetanus, Q
17%
Preterm, 35%
22%
’ 8% 10, 205 9%
||
. 14}

Infection, 56 & ® V% 2 5

17% 288 5% BEF §ES 3%F 8%

§8 §> =82 £3£ 385 B¢

Asphyxia, EE® Si $58 Bo2 82 05

JoR=R LT 2T o> To© =€

29% @ ag” %~ Ogg WeV =g

HEALTH SYSTEMS, PO A FINANCE

HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 72 Health workers per 1,000 population -
Caesarean section rate (%) 0.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 11 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 16 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

25%

o 19%
17% 12%
8% o 6%
1% 0% Hl  NODATA 2% 2%
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



% Katsina State

RATE OF PROGRESS TC

BIRTHS AND DEATHS

Population 5,793,000
Annual births 232,000
Neonatal Mortality Rate (2003) 55
Annual number of neonatal deaths 13,000
Under-5 Mortality Rate (2003) 269
Annual number of under-5 deaths 62,000
Percent of under-five deaths that are neonatal 20%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 2,000

CAUSES OF NEONATAL DEATH
(Zonal)

Diarrhoea,
5%

Other,
5%

Congenltal

Tetanus,

17%

Preterm,
22%

Infectlon

Asphyxia,
29%

HEALTH SYSTEMS, PO

HIV prevalence, adults 15-49 (%

Knowledge of PMTCT (%)

D FINANCE

Mortality per 1,000 live births

400

300 4

200 4

100 4

'l 1965 1970 175 1980 1985 1990 1995 2000 2005 2010 2015

Year

RAGE ALONG THE CONTINUUM
ARE

0 23%

% % ey 9

o o 1% 4%

I
\
. c o - N )] c
58S, 8o B ST® o2 L6
=1 = — > £ ko] =
-89 % BEF wWEG HoE 2T
c Ve - L cEes Do ».2
EeR7) = > =05.2 =32 Sy c'c
= (0] T e= SEE

ESTS ct »5o Bow Sn og=]
SE® T s 2> H%o =E

-~ = [0 (0]
nQ c g =V =
o < © S S £

Number of public hospitals; health centres -5
Health workers per 1,000 population -

Caesarean section rate (%) (& 0.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 15 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 15 Total spending on health per capita (USD) -

Appropriate care see Government spending on health per capita (USD) -

for pneL@ma (%) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

34%
26%

11% 1%
7% 3% ’ 0% 6% 4% ° 7%
o

. NO DATA
ANC (1+) Blood Informed ~ VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



% Kebbi State

BIRTHS AND DEATHS

RATE OF PROGRESS TC

400 +
Population 3,239,000 é
Annual births 129,000 E 300 -
Neonatal Mortality Rate (2003) 55 =
Annual number of neonatal deaths 7,000 § 200
Under-5 Mortality Rate (2003) 269 8
Annual number of under-5 deaths 35,000 % 1004
Percent of under-five deaths that are neonatal 20% é
Maternal Mortality Ratio (1999) 800 0
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

(Zonal)
Other, Diarrhoea, ARE
5% 5%
Congenital,
v)
5% Tetanus,
17% O
Preterm, 29,
22% 19% o
° ° 10% Lo 50  10%
||
. o
Infection, 56 5 w5 _Ng 2y 5
17% b= oz it TEE 55 NS
° 282 2 B5F sEp 3§r ;P
. s 0O Z22= @3, GTHE
Asphyxia, c8% g"' m%g So@ ng %3
o = = IS
29% @ 8g% 2 - GgE WsV =g
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 46 Health workers per 1,000 population -
Caesarean section rate (%) 0.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 8 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 19 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

o
11% 12% 10% 16% 13%
o 5% o
2% 1% - NO DATA 2% 1%
ANC (1+) Blood Informed ~ VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Kogi State

BIRTHS AND DEATHS

RATE OF PROGRESS T

400 USMR 2:2:2::3
Population 3,278,000 é X USMR (North Central)
Annual births 131,000 E 300+ CJ :‘4:;2 4('\#:r’cghefentral)
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 7,000 § 2004
Under-5 Mortality Rate (2003) 165 8
Annual number of under-5 deaths 22,000 % 1004
Percent of under-five deaths that are neonatal 32% é
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
(Zonal)

Diarrhoea,
4%

Other,
5%

Congenital,
7%

Tetanus,
5%

Preterm, 22%

29%

Asphyxia,
27%

HEALTH SYSTEMS, PO A

HIV prevalence, adults 15-49 (%
Knowledge of PMTCT (%)
Caesarean section rate (%) (£0NR
Births registered (%)

Low birth weight prevalence (%)

Appropriate care see for pneL@nia (%)

MISSED

70%

32% 32%

Infection,

RAGE ALONG THE CONTINUUM

ARE

69%
54%

=
B

88%

43%

Demand for
contraception
satisfied
Antenatal care
(1+ visit)
Skilled
attendant at
delivery
Postnatal
care within 2
days (home)

D FINANCE

6%

Number of public hospitals; health centres
Health workers per 1,000 population

Public facilities meeting EmOC criteria: basic; comprehensive (%)

LGA with health workers trained in IMCI (%)
Total spending on health per capita (USD)
Government spending on health per capita (USD)

98%
83%

54%
43%
36%

=) c
o_f_:m o
952 [ E=]
= Qe Q®©
o 3c 5.8
590 2
25 ©'c
QQE [OR=1
Wag =€

5 S

o £

1%

47%

comp.

NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months



Kwara State

BIRTHS AND DEATHS

Population 2,371,000
Annual births 95,000
Neonatal Mortality Rate (2003) 53
Annual number of neonatal deaths 5,000
Under-5 Mortality Rate (2003) 165
Annual number of under-5 deaths 16,000
Percent of under-five deaths that are neonatal 32%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

(Zonal)
Other, Diarrhoea,
5% 4%
Congenital, Tetanus,
7% 5%
Infection,
Preterm, 22%

29%

Asphyxia,
27%

HEALTH SYSTEMS, PO A

HIV prevalence, adults 15-49 (%
Knowledge of PMTCT (%)
Caesarean section rate (%)
Births registered (%)

Low birth weight prevalence (%)

Appropriate care see for pnet@nia (%)

MISSED

69%

42%

21%

FINANCE

2%

RATE OF PROGRESS TO

Mortality per 1,000 live births

400 1

300 4

200 1

100 4

(national)
U5MR (national)

X U5MR (North Central)

() NMR (North Central)

MDG4 Target

60N1965 1970 /1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

ERAGE ALONG THE CONTINUUM
ARE

89%

68% 72%

9% 14%

c o — o c
. o - ~
8L+ 8o > wmeg 958 a2
583 -3 TYET [ES =23 8%
$8% £ =282 cEs 585 28
£8% 8r £tT 8o, Qw8E 35
[oR=R% [T 2o QP£PO> XS0 SE
ao = =1 @ © oV £
o < oo o £

Number of public hospitals; health centres -5
Health workers per 1,000 population -
Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
LGA with health workers trained in IMCI (%) -
Total spending on health per capita (USD) -
Government spending on health per capita (USD) -

68%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

2%

43%

38%

23%
14%

comp.

0% NO DATA
o T T T
ANC (1+) Blood Informed ~ VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months



Lagos State

RATE OF PROGRESS T

BIRTHS AND DEATHS 400- (national)
——&~— U5MR (national)

Population 9,014,000 £ :;“;R(éi‘u"t’;hw‘g:;t)
Annual births 360,000 E 300 MDG4 Target
Neonatal Mortality Rate (2003) 39 i
Annual number of neonatal deaths 14,000 § 200 4
Under-5 Mortality Rate (2003) 113 g
Annual number of under-5 deaths 41,000 £ 100-
Percent of under-five deaths that are neonatal 35% §
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 3,000

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM
(Zonal) ARE

Diarrhoea
Other, 0 ’
5% 2%

94% . 92%
Congenital, Tet1ao?us, 87%
10% ° O
Infection, g
0,
20% 23% 20%
Preterm,
38% 0% ‘

55 & % ~g By 5

25 = - © L5 =

288 & BEF ®s w8: o3

Asphyxia 5§82 T §§§ £3E %%g §'E

24% §28 8- ©g8 90f% FSe =E

08 £ © 8s 57 E

HEALTH SYSTEMS, PO AND FINANCE

HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 75 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 3.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 59 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 14 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

97% 94%
83% 87%
71%
65%
56%
37%
9
24% 20%
3%
0% NO DATA
o -t T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



Nasarawa State

RATE OF PROGRESS TO
BIRTHS AND DEATHS

(national)
4001 USMR (national)
Population 1,863,000 é X USMR (North Central)
P 3 () NMR (North Central)
Annual births 74,000 ; 3004 MDG4 Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 4,000 s 200 201
Under-5 Mortality Rate (2003) 165 g X 165
Annual number of under-5 deaths 12,000 Z
G 100 4
Percent of under-five deaths that are neonatal 32% é —— e ——— ]
Maternal Mortality Ratio (1999) 800 48
0 T T T T T T T T T T
Annual number of maternal deaths 1,000
BNI1965 1970 /1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

(Zonal) ARE
Other, Diarrhoea,
5% 4%
Congenital, Tetanus,
7% 5% 64%
34% 40% 38%
Infection,
Preterm, 22% . 5%
29%

55 & % NI SRR

8 = = — o= 0= =

©88 53 BEF ®ES gz IF

Ish7} =S =03 cEC 8906 ®.2

. foe  SF 25 B3, 9GE 85

Asphyxia, o268 &= P8 LL> H%o =E

2% og = © 83 5V E

HEALTH SYSTEMS, PO A FINANCE

HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 69 Health workers per 1,000 population -
Caesarean section rate (%) 0.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 14 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 10 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

52% 57%
A

42% 40%
34Y% 34%
30% ’ 27%
20%
8%
NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Niger State

RATE OF PROGRESS TO
BIRTHS AND DEATHS

(national)

4004 USMR (national)
Population 3,950,000 é X USMR (North Central)
. S ) NMR (North Central)
Annual births 158,000 ; 300 MDG4 Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 8,000 S 200+ 201
Under-5 Mortality Rate (2003) 165 §_ X 165
Annual number of under-5 deaths 26,000 =
© 100 4

Percent of under-five deaths that are neonatal 32% g - _————— E — =i
Maternal Mortality Ratio (1999) 800 /-\ 48

0 r r r r r r r r r r
Annual number of maternal deaths 1,000

1965 1970 /1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

(Zonal) ARE
Other, Diarrhoea,
5% 4%
Congenital, Tetanus,
0,
7% 5% 56% 56%
45%
Infection,
Preterm, 22% 6% 8%
29% ’ ’
55 & % ~g By 5
S5 o= - ®mEE 05¢ P E=]
288 2 3BES EES 38 28
Asphyxia, ge= 23 '(%-g% ‘gi;’ SBE 85
27% OEC» o 2o 253 ﬁjgg\? SE
08 g © 6o 5 E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 45 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 0.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 15 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 11 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%

64%

43% 45% 42%
o
26% 31%
15% 18%
29 8%
° NO DATA
0% - T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Ogun State

BIRTHS AND DEATHS

Population 3,728,000
Annual births 149,000
Neonatal Mortality Rate (2003) 39
Annual number of neonatal deaths 6,000
Under-5 Mortality Rate (2003) 113
Annual number of under-5 deaths 17,000
Percent of under-five deaths that are neonatal 35%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

RATE OF PROGRESS TO

400 ~

300 4

200 4

100 4

Mortality per 1,000 live births

MR (national)
U5MR (national)
U5MR (South West)
NMR (South West)
MDG4 Target

ERAGE ALONG THE CONTINUUM

Zonal
( ) Dlarrh ARE
Otlg/er, |ar2ro/§>ea,
5% 85%
Congenital, Teta9us, o 76% 73%
10% ° O 65%
Infection,
20% o 23%
Preterm,
38% 0% J ‘
55 & ® N~ Py, 5
uc_)'..: feur) - © S o= =
- ©88 3 3BEFT TEE g8t O
Asphyxi §g@ §> o= £3E 3222 @2
24%, EET St weld Jdoo RB5 22
[OR =] O — = o E © oo N
og < © ST 5 £
HEALTH SYSTEMS, PO A FINANCE

Number of public hospitals; health centres -5
Health workers per 1,000 population -
Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
LGA with health workers trained in IMCI (%) -
Total spending on health per capita (USD) -
Government spending on health per capita (USD) -

HIV prevalence, adults 15-49 (% -
Knowledge of PMTCT (%) 64
Caesarean section rate (%) 3.9
Births registered (%) 29
Low birth weight prevalence (%) 12

Appropriate care see for pnet@nia (%) -

MISSED

97%

78%

7% 76%

65%
55%

o

23% 28%

12% 12%
2%

0% NO DATA
(] T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



Ondo State

RATE OF PROGRESS T

BIRTHS AND DEATHS 400- (national)
——&~— U5MR (national)

Population 3,441,000 2 :;“;R(éi‘u"t’;hw‘g:;t)
Annual births 138,000 E 3004 MDG4 Target
Neonatal Mortality Rate (2003) 39 i
Annual number of neonatal deaths 5,000 § 200 4
Under-5 Mortality Rate (2003) 113 8
Annual number of under-5 deaths 16,000 2 1004
Percent of under-five deaths that are neonatal 35% §
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

RAGE ALONG THE CONTINUUM

Zonal
( ) Diarrh ARE
Other, |ar2r°/oea,
” ) Tetanus 85% 90%
Congenital, 1% °
10% ° 60%
Infection,
20%
16% %
Preterm, & 14%
38% ‘
55 & % ~g By 5
=] o= - > m©EE O5¢ NS
Q0 — = Hc =0 Q®
Asphyxi 285 T2 Ss58 E£2 335 @2
24% ST Sr $5e B¢ 2BE 23
OE ® o £70 Crm WY =E
08 g © 6o 5 E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 79 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 3.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 35 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

70
e 86%

709
65% %

60% 58%
47%
33%
14%
6%
0% 1% NO DATA
0 T T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Oshun State

RATE OF PROGRESS TO

BIRTHS AND DEATHS MR (national)
400 - ;
U5MR (national)

. US5MR (South West)
Population 3,424,000 £ NMR (South West)
Annual births 137,000 g 3001 MDG#4 Target
Neonatal Mortality Rate (2003) 39 CE’

Annual number of neonatal deaths 5,000 8 2004

Under-5 Mortality Rate (2003) 113 g

Annual number of under-5 deaths 15,000 2 1004
©

Percent of under-five deaths that are neonatal 35% é

Maternal Mortality Ratio (1999) 800

Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
ERAGE ALONG THE CONTINUUM

Zonal
( ) Diarrh ARE
Other, ~'@75°%%
Congenital, 5% Tetanus, . 84% 82% 85%
10% % ; 72%
Infection, O /
20% ’
22% .
Preterm, \ 13%
38% 0% - :
55 & w Ny Bs S
[e] 1 =
LSg o= - sce 95¢ o=
-20 °ox TES  £E =23E Q®
Asphyxi 585 S5 282 £3E 385 el
) O co [3]
24% 528 T ©88 g2 E8e =E
08 g © 6o 5 E
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 65 Health workers per 1,000 population -
Caesarean section rate (%) 3.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 40 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 12 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
97% o,
2% 87%
64% 69% 2%
57%
44%
24%
13%
2% NO DATA
ANC (1+) Blood Informed ~ VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



BIRTHS AND DEATHS

Oyo State

Population 5,592,000
Annual births 224,000
Neonatal Mortality Rate (2003) 39
Annual number of neonatal deaths 9,000
Under-5 Mortality Rate (2003) 113
Annual number of under-5 deaths 25,000
Percent of under-five deaths that are neonatal 35%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 2,000

CAUSES OF NEONATAL DEATH

(Zonal)
Diarrhoea,
Otfger, 2%
Congenital,
10%
Preterm,
38%

HEALTH SYSTEMS, PO

Tetanus,
1%

Infection,
20%

24%

Asphyxi g/

RATE OF PROGRESS T

400 ~

300 4

200 4

100 4

Mortality per 1,000 live births

(national)

——&~— U5MR (national)

US5MR (South West)
NMR (South West)

MDG4 Target

RAGE ALONG THE CONTINUUM

82%  76%
0
67%
0,
0% 149
c o — o c
5.0 5] © _No E=R7) o
==l o= - TEE o5c 7 E=]
o O et TES  SF =2Q= O®
o g2 @ BEGF WES FRE 2
c Qi © Lw = 0.2
[SR7) => =52 csSC SQ0 =
Se2  ®F =225 B3, GHEE 85
ES® Se naeg3l co? xX@
OC B o £ o= o §o =E
oo c © @ Qv IS
8 £ 3o 5 E

AND FINANCE

HIV prevalence, adults 15-49 (% -
Knowledge of PMTCT (%) 57
Caesarean section rate (%) (£ZONR 3.9
Births registered (%) 32
Low birth weight prevalence (%) 12

Appropriate care see

MISSED

62%

for pneL@nia (%) -

59%

22%

3%

Number of public hospitals; health centres
Health workers per 1,000 population

Public facilities meeting EmOC criteria: basic; comprehensive (%)

LGA with health workers trained in IMCI (%)
Total spending on health per capita (USD)
Government spending on health per capita (USD)

97%

76%
70%

24%
14%

NO DATA
T

52%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

25%

0% -t T T
ANC (1+) Blood Informed
sample of preg.
comp.

VCT for PAB IPTp
HIV

Skilled EmOC Ever  Early BF Exclusive  DPT1
attendant breastfed BF <6
months

DPT3

All
vaccines



% Plateau State

RATE OF PROGRESS TO

BIRTHS AND DEATHS

national
400 7 ( )

Population 3,179,000 _‘:t” X Hgmi Eaitl-ltc;]n?ZZntral)
Annual births 127,000 S 3004 >/ e ﬂzrrt;efentfab
Neonatal Mortality Rate (2003) 53 =

Annual number of neonatal deaths 7,000 § 200 201
Under-5 Mortality Rate (2003) 165 g X 165
Annual number of under-5 deaths 21,000 :E 100-

Percent of under-five deaths that are neonatal 32% é - — e — —— =]
Maternal Mortality Ratio (1999) 800 . /-\ S ®s
Annual number of maternal deaths 1,000 968\ 1965 1970/ 1p75 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH

(Zonal) ERAGE ALONG THE CONTINUUM

ARE

Other, Diarrhoea,
5% 4%

Congenital, Tetanus,
0, ()
7% % 65% 57% 55%
Infection, 24%
Preterm, 22% »
29% B ¢

55 & w Ny Bs S

88 = 8. meg oS S

288 & BEF ®ES ot o8

_ §ed ®> =o= £T£ 382 B=F

Asphyxia, efS= e+ X &5 Q= SoE oS

27% sg€a 8T Lo L& i8¢ =E

es8 £ © °s 5 E

HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 69 Health workers per 1,000 population -
Caesarean section rate (%) 0.9 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 16 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 13 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -
MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES
98%
. 57% 59%
51% 46% .
37% 1% 35%
31%
24%
7%
NO DATA
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Rivers State

RATE OF PROGRESS T
BIRTHS AND DEATHS NMR (ational)

4004 5MR (national)
Population 5,185,000 é 5MR (South South)
Annual births 207,000 B 504 MR (South South)
- 2 MDG4 Target
Neonatal Mortality Rate (2003) 53 =
Annual number of neonatal deaths 11,000 38 2004 01
Under-5 Mortality Rate (2003) 176 8 X176
Annual number of under-5 deaths 36,000 z 100
= 4
Percent of under-five deaths that are neonatal 30% 5 _———— ?e — 0
=
Maternal Mortality Ratio (1999) 800 /-\ 48
Annual number of maternal deaths 2,000
9BB\1965 1970/1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

CAUSES OF NEONATAL DEATH
RAGE ALONG THE CONTINUUM

(Zonal) ARE
Other, Diarrhoea,
5% 5%
Congenital, Tetanus, \
8% 4% ot s
44%
Infection,
20% 19% 21%
Preterm,
31% ‘
55 & % v P, 5
S5 oo => SEE 05¢ NS
. 282 sz 3B5¢ ESE2 335 38
Asphyxia, Ss2 T®Y 2B B3, 9% 85
27% g8 S= ©Pgc £22 F30 =E
a8z ® 8s "5Y E
HEALTH SYSTEMS, PO AND FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) 55 Health workers per 1,000 population -
Caesarean section rate (%) (£0NR 2.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 25 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 11 Total spending on health per capita (USD) -
Appropriate care see for pneL@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

97%

70%

57% 59%
42%
22% 5% g1y 8%
0% | ‘ ‘ ‘ 2% ‘ NO DATA ‘ ‘ ‘ 4%
ANC (1+)  Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF Exclusive  DPT1 DPT3 All
sample  of preg. HIV attendant breastfed BF <6 vaccines

comp. months



Sokoto State

RATE OF PROGRESS TC
BIRTHS AND DEATHS

400 +
Population 3,697,000 é
Annual births 148,000 2 3004
Neonatal Mortality Rate (2003) 55 =
Annual number of neonatal deaths 8,000 § 200
Under-5 Mortality Rate (2003) 269 8
Annual number of under-5 deaths 40,000 % 100
Percent of under-five deaths that are neonatal 20% é
Maternal Mortality Ratio (1999) 800 0
Annual number of maternal deaths 1,000
CAUSES OF NEONATAL DEATH
(zonal) Other, Diarrhoea, ARE
5% 5%
Congenital,
5% Te1ta}rg/us,
0
Pret%rm, O . .
22% \ . TR T
Infection 56 %,_\ ® _No q,_g’w 5
/§ S8 2% 3oz 3E5 f3E 53
. 582 57 FE= gec i3e BS
Asphyxia, @ S8 & g8 992 E8o =SE
29% og = = 83 2v £
HEALTH SYSTEMS, PO A FINANCE
HIV prevalence, adults 15-49 (% - Number of public hospitals; health centres -5
Knowledge of PMTCT (%) @ 56 Health workers per 1,000 population -
Caesarean section rate (%) 0.5 Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
Births registered (%) 5 LGA with health workers trained in IMCI (%) -
Low birth weight prevalence (%) 14 Total spending on health per capita (USD) -
Appropriate care see for pnet@nia (%) - Government spending on health per capita (USD) -

MISSED UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

98%
60%
17%
o 9% o
5% 2% 1% 4% NO DATA 5% 1% 0%
0% - —
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines

comp. months



BIRTHS AND DEATHS

Population 2,301,000
Annual births 92,000
Neonatal Mortality Rate (2003) 61
Annual number of neonatal deaths 6,000
Under-5 Mortality Rate (2003) 260
Annual number of under-5 deaths 24,000
Percent of under-five deaths that are neonatal 23%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

(Zonal)
Otr;er,
o

Diarrhoea,

Congenital, 6%
0,
5% Tetanus,

15% Q

Taraba State

RATE OF PROGRESS TC

400 NMR (national)
u. (national)

2 USYIR) (North East)
t North East)
o 300 A - - 4 Target
o X 260
3
< 2001 201
9]
o
2>
S 1001
g B — @
= 48

1 1965 1970 )1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

RAGE ALONG THE CONTINUUM
ARE

& 34%
Preterm,
24% _ 25% 1 8% 18% 4 9% 8%
Infec(t’t)n, o [ |

Lg o — NG g’ 8

[e] [0 @® —_ cwn
EED o= = sce 95¢ B
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i 532 §> 8= £35S 389 8¢
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HEALTH SYSTEMS, PO AND FINANCE

HIV prevalence, adults 15-49 (% -
Knowledge of PMTCT (%) 21
Caesarean section rate (%) (£ZONR 1.1
Births registered (%) 13
Low birth weight prevalence (%) 13

Appropriate care see for pneL@nia (%) -

MISSED

31%

Number of public hospitals; health centres -5
Health workers per 1,000 population -
Public facilities meeting EmOC criteria: basic; comprehensive (%) -5
LGA with health workers trained in IMCI (%) -
Total spending on health per capita (USD) -
Government spending on health per capita (USD) -

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

96%

45%

)
e 6% 13% 9% 9%
0% . NO DATA 0% 0%
0% - T T T T T T T T T T
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



BIRTHS AND DEATHS

Population 2,322,000
Annual births 93,000
Neonatal Mortality Rate (2003) 61
Annual number of neonatal deaths 6,000
Under-5 Mortality Rate (2003) 260
Annual number of under-5 deaths 24,000
Percent of under-five deaths that are neonatal 23%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH
(Zonal)

Other,
0,

Diarrhoea,
6%

Congenital,
0,

5% Tetanus,
15%

Preterm,
4%

Asphyxia,
28%

HEALTH SYSTEMS, PO A

HIV prevalence, adults 15-49 (%
Knowledge of PMTCT (%)
Caesarean section rate (%)
Births registered (%)

Low birth weight prevalence (%)

Appropriate care see for pnet@nia (%)

MISSED

Yobe State

RATE OF PROGRESS TC

400 NMR (nafional)
U (national)
2 USWR (North East)
£ (North East)
© 300 4 Target
= X 260
3
= 200- 201
9]
Q.
el
T 100 4
© - — e ——— — —— ﬂ
= @
0 T T T T T T T T T

1 1965 1970)1975 1980 1985 1990 1995 2000 2005 2010 2015

Year

ARE

ERAGE ALONG THE CONTINUUM

FINANCE

12
1.1
14

16%

Number of public hospitals; health centres
Health workers per 1,000 population

25%
11% o o
7% 2% 1% 5%

00/0 T -
o
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Public facilities meeting EmOC criteria: basic; comprehensive (%)

LGA with health workers trained in IMCI (%)
Total spending on health per capita (USD)
Government spending on health per capita (USD)

96%

14%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

o,
o 5% 1% s 1% S 1% 1%
° NO DATA ° ° °
0% A : : : : . : : : :
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



BIRTHS AND DEATHS

Population 3,260,000
Annual births 130,000
Neonatal Mortality Rate (2003) 55
Annual number of neonatal deaths 7,000
Under-5 Mortality Rate (2003) 269
Annual number of under-5 deaths 35,000
Percent of under-five deaths that are neonatal 20%
Maternal Mortality Ratio (1999) 800
Annual number of maternal deaths 1,000

CAUSES OF NEONATAL DEATH

Q

(Zonal)
Other, Diarrhoea,
5% 5%
Congenital,
0,
5% Tetanus,
17%
Preterm,
22%

Asphyxia,
29%

HEALTH SYSTEMS, PO

HIV prevalence, adults 15-49 (%
Knowledge of PMTCT (%)
Caesarean section rate (%) (£0NR
Births registered (%)

Low birth weight prevalence (%)

Appropriate care see

MISSED

4%

for pneL@nia (%)

3%

Infectio

17%

%,

AND FINANCE

0.5

14

7%
1%

Mortality per 1,000 live births

Zamfara State

RATE OF PROGRESS T

400 f NMR fal)

USMR (national)

USNIR)(North West)

NMR [North West)
300 4 - DG4 Target

269
200 201
loo1 —_—— — — ?ﬁ — 3
0 /—.\ T T T T T T T T

9BQ_1965 1970/ 175 1980 1985 1990 1995 2000 2005 2010 2015

Year

RAGE ALONG THE CONTINUUM

UO
0
19%
25% 0,
8% 2% 0% 4% 5%
0% 1 —_—
c o o c
88 Q. ® _2’07 oS S
c8g S°% og2> ££E  =ZE O
c Qi <2 Qg0 °=2 o3 < B0
T 32 " =02 £5& zu;'-’g ©c
= ze= 7] S
ES® ct Hh5O Do 2 [og=]
b 0] ok o] j<= © =€
O C —_— = D'(UN LI"‘DV
85" 2 s T§g UV =g

Number of public hospitals; health centres
Health workers per 1,000 population
Public facilities meeting EmOC criteria: basic; comprehensive (%) -,
LGA with health workers trained in IMCI (%)
Total spending on health per capita (USD)

Government spending on health per capita (USD)

2%

98%

54%

4% 8%

UNITIES IN KEY MATERNAL, NEWBORN AND CHILD HEALTH PACKAGES

o
6% 1%

0% | ‘ ‘ ‘ ‘ ‘ NO DATA ‘ ‘ ‘ ‘
ANC (1+) Blood Informed  VCT for PAB IPTp Skilled EmOC Ever Early BF  Exclusive DPT1 DPT3 All
sample  of preg. HIV attendant breastfed BF <6 vaccines
months

comp.



References

|I. State of the World’s Children 2008. New York: UNICEF; 2008.

2. Human Development Report 2006.Washington, DC:World Bank; 2006.

3. World Health Report 2000—Health Systems: Improving Performance. Geneva: World
2000.

4. Nigeria Demographic and Health Survey 2003. Calverton, Maryland: National Popula
ORC/Macro; 2004.

5. Nigeria Multiple Indicator Cluster Survey 2007. Abuja: National Bureau of Statisti

6. Population Commission of Nigeria. 2006 Census (preliminary results). 2007. http
factsandfigures.htm.

7. Federal Ministry of Health. Integrated Maternal, Newborn and Child fH€alth ate@Abuja: Government of

Nigeria; 2007.

8. The Millennium Development Goals Report, 2007. New York: United s; 2007

9. Progress for Children: a world fit for children statistical review, e EF; 2007.

10. Lawn JE, Cousens S, Zupan |. 4 million neonatal deaths: when) Xhy? Lancet 2005;365:891-900.

I'l. Lawn |, Kerber K, eds. Opportunities for Africa's NewbornsN\p policy and programmatic support
for newborn care in Africa. Cape Town: PMNCH, Save th A, UNICEF, USAID,WHO; 2006.

World Health Organization; 2007.
I3. Stanton C, Lawn JE, Rahman H, Wilczynska-Ketende
countries. Lancet 2006;367:1487-94.
4. Onadeko MO, Lawoyin TO.The pattern of stillbir#ym
Afr | Med Sci 2003;32:349-52.

I5. Lawn J, Shibuya K, Stein C. No cry at birth:g | est of intrapartum stillbirths and intrapartum-related
035:83:409-
Esti

K. Stillbirth rates: delivering estimates in 190

ary and a tertiary hospital in Ibadan, Nigeria.

neonatal deaths. BullWorld Health Organ 2
6. Lawn JE, Wilczynska-Ketende K, Cousens
2000. IntJEpidemiol 2006;35:706-18.
I7. Airede A. Birth asphyxia and hypoxic is
1991;11:331-5.
18. PinTW, Eldridge B, Galea MP.A revie
encephalopathy. Eur | Paediatr Ne

g the causes of 4 million neonatal deaths in the year

cephalopathy: incidence and severity. Ann Trop Paediatrics

19. Thaddeus S, Maine D. Too f: TTnaternal mortality in context. Social Science and Medicine 1994;38
1091-110.

20. REDUCE Maternal and New s in Nigeria: Federal Ministry of Health andWorld Health Organization;
2003.

21. National Study on
2003.

\bator qe for thermal regulation of infants < 2000 g in Nigeria using continuous ambulatory
soring. Ann Trop Paediatr 2004;24:245-51.

sessment of available data. Lancet 2007;370:1311-9.

an . Generating political priority for maternal mortality reduction in 5 developing countries. AmJPublic
th 2007;97:796-803.

iffman J, Okonofua FE.The state of political priority for safe motherhood in Nigeria. BJOG 2007;114:127-

3.
29. Obstetric Fistula in Brief. UNFPA, 2006. Accessed at http://www.endfistula.org/fistula_brief.htm.

95



96

30.
3.
32.
33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.
46.

47.

48.

49.

50.
51.

Safe Motherhood in Nigeria: Patterns of Household Practices. In: Federal Ministry of Health; 2005.
Nigeria Gender Statistics Book.Abuja: Federal Ministry of Women Affairs; 2006.

Kerber K], de Graft-Johnson JE, Bhutta ZA, Okong P, Starrs A, Lawn JE. Continuum of car
newborn, and child health: from slogan to service delivery. Lancet 2007;370:1358-69.
National policy on the health and development of adolescents and young people in Nigeris ederal
Ministry of Health; 2007.

Rutstein SO. Effects of preceding birth intervals on neonatal, infant and under-five
nutritional status in developing countries: evidence from the demographic and health-sury J Gynaecol
Obstet 2005;89 Suppl 1:57-24.

UNICEF, UNAIDS, WHO, UNFPA. Children and AIDS: Third stocktaking repo 008.)Geneva: UNAIDS;
2008.

National situation analysis of the health sector response to HIV and
AIDS/STD Control Programme, Federal Ministry of Health; 2005.
National Strategic Framework on the Health and Development of
Federal Ministry of Health, Nigeria and World Health Organization; 20

Sin Nige&az Nigeria and National

ts and Young People in Nigeria:

standard and a simplified, evidence-based model of care s
care. Lancet 2001;19;357:1565-70.
Villar J, Ba'ageel H, Piaggio G, et al. WHO antenatal

2002;19;2:7.
ié )
of routine antenatal care. Lancet 2001;19;357:155

Carroli G,Villar J, Piaggio G, et a. WHO systematic re
Project ANSM. Emergency obstetric and ngwborm\2af¢ sefyices in Kano and Zamfara states. Baseline report.

ACCESS Nigeria 2007.

Izugbara CO, Ukwayi JK.The clientele of tr, d%rth homes in rural southeastern Nigeria. Health Care
Women Int 2003;24:177-92.

Sule-Odu AO, Ogunledun A, Olatunji Al f asymptomatic maternal malaria parasitaemia at parturition
on perinatal outcome. ] Obstet Gynaeco -25-8.

World Health Report 2005: make other and child count. Geneva:World Health Organization; 2005.
Maternal and Neonatal Tetanus el on) Progress toward global MNT elimination. Geneva:World Health
Organization; 2005.

And community practices survey. Nigeria Country Report: Federal Ministry
A o
Ath Qrganization; 2003.

Children’s and Women'’s Righ éria: A Wake Up Call. Situation Assessment and Analysis. Abuja: UNICEF;
2001.
Galadanchi HS; Eje s Z;Alagh B; Umar US. Maternal Health in Northern Nigeria — a far cry from

ideal. BJOG 2007;1 14: .
Thomson A.The joint W CM/FIGO statement on skilled attendants at birth. Midwifery 2005;21:1.
Bhutta Z, Darfqdtadt G@-|asan BS, Haws RA. Community-based interventions for improving perinatal and
neonatal o in developing countries: A review of the evidence. Pediatrics 2004.

lemented through two service-delivery strategies in Sylhet district, Bangladesh: a cluster-randomised
olled trial. Lancet 2008;371:1936-44.
ta ZA,Memon ZA, Soofi S, Salat MS, Cousens S, Martines J. Implementing community-based perinatal care:
sults from a pilot study in rural Pakistan. Bull World Health Organ 2008;86:452-9.
ryce J, Daelmans B, Dwivedi A, et al. Countdown to 2015 for maternal, newborn, and child survival: the 2008
report on tracking coverage of interventions. Lancet 2008;371:1247-58.



57.
58.

59.

60.

6l.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.
73.

74.

Pregnancy, Childbirth, Postpartum and Newborn Care: A guide for essential practice. Geneva:WH
National Clinical Service Protocol for Obstetric and Neonatal Care. Abuja: Federal Ministry
COMPASS; 2006.

42.
IMCI/AFRO Monitoring Tool. Brazzaville:World Health Organization; 2004.
WHO Country Office, Nigeria: 2007 Annual Report. Abuja:World Health Orgnaization)
Managing newborn problems: a guide for doctors, nurses and midwives. Geneva:WHQ;
Pocket Book of Hospital Care for Children: Guidelines for the Management of Co
Resources. Geneva:World Health Organization; 2005.

Technical report on Nigeria Reproductive Health Resources and Services,at the Pri ealth Care level of
government facilities: Federal Ministry of Health, Nigeria and World H Organization; 2002.

Ward Minimum Health Care package: Federal Ministry of Health, ria Wond Health Organization;
2001.

Bang AT, Bang RA, Reddy HM. Home-based neonatal care: summary an
Gadchiroli, India (1993 to 2003). JPerinatol 2005;25 Suppl 1:S108,5

jcations of the field trial in rural

nha/country/nga/en.)
Greco G, Powell-Jackson T, Borghi J, Mills A. Countdown te

newborn, and child health between 2003 and 2006. La 68-75

Christensson K, Pettersson KO, Bugalho A et al. T e of improving perinatal care in settings with
limited resources. Observations of midwifery practices 6zambique. Afr ] Reprod Health 2006;10:47-61.
Chilopora G, Pereira C,Kamwendo F, ChimbiriA,M gstrom S. Postoperative outcome of caesarean
sections and other major emergency obstetric su ivical officers and medical officers in Malawi. Hum

Resour Health 2007;5:17.
Mullan F, Frehywot S. Non-physician cliniciaiisgn47 s aran African countries. Lancet 2007;370:2158-63.
National Human Resources for Health Poli %deral Ministry of Health; 2006.

Cavagnero E, Daelmans B, Gupta N, Scherpbier R,SHankar A. Assessment of the health system and policy
environment as a critical complement \ng intervention coverage for maternal, newborn, and child

health. Lancet 2008;371:1284-93.
National HIV/AIDS and Reproducty th Survey.Abuja: Federal Ministry of Health; 2003.

97



FEDERAL REPUBLIC
OF NIGERIA
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Accountable leadership at all levels of govermmeant and civil
society is crucial for effective MNCH pianning and action to
reduce needless newborn deatiis in Nigeria.

Saving Nigeria’s Newborns: Key Messages -rom This Report

* Nigeria’s newborns are dying in huge numbhers — 284,000 each year, over 700 a day.
There has been no measureable reduction in the average national neonatal mortality rate in the last
decade. There is wide variation in mortality between states, between urban and rural areas and a
huge difference for the poorest families who have rmore than twice the risk as the richest Nigerian
families.

* Most of these young lives could be saved with existing interventions —recent analyses
suggest that up to 193,000, or 68 percent of these newborn deaths could be prevented if essential
interventions possible through existing health packages reached all Nigerian women and newborns.
Healthy home practices and community-tasec care, possible even in hard to access areas could save
over 90,000 babies a year.Almos*. 23,2C0 babies die each
year just from neonatal tetanus.

* The key interventionrs tc save newborn lives
are mostly possible through the existing
health system but coverage is extremely low
— even much lower than most other African countries,
for example for tetaaus toxoid (51%), skilled attendance
during childbirth (44%) and early breastfeeding (30%).

* The policies are nmastly in place and the cost
is affordable - the key gap is connecting to action in
each state and implementing services, and considering
innovations va reacn higher coverage and quality of care,
e.g. delegation of newborn health tasks to extension
workers and other cadres and new strategies to bridge
care in the community and health facilities.
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