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EXECUTIVE SUMMARY

Chapter One is the introductory chapter and digsuske objectives, methodology and other
preliminary issues. The specific objectives of $tedy are to:

* Review the alignment of Katsina State MNCH budgsith other high level sectoral
policy documents in the last six years.

* Review the implementation mechanisms of Goals dnd partly 6 of the MDGs in order
to identify the contribution of Katsina State togMria’s inability to attain the various
targets of the Goals.

* Review the alignment of Katsina State MNCH budgeith global best practices in the
last six years.

* ldentify the extent to which Katsina State Governtefficiently utilizes available
resources for the progressive realisation of thletrof its citizens to MNCH services.

* |dentify areas that can be improved upon to makiebease of available resources.

* Recommend feasible solutions that can help impupen some areas of MNCH services
that will bring about efficient utilization of avable resources towards more reliable,
available, affordable, accessible and acceptableCMMacilities and services in Katsina
State.

Chapter Two reviews national and international géads on MNCH. The international standards
reviewed include the standard setting Universatl&ation of Human Rights, the International
Covenant on Economic, Social and Cultural Rights, African Charter on Human and Peoples
Rights and the nature of the obligations arisimrfrthese standards, namely the obligations to
respect, protect and fulfil MNCH rights. The na@bstandards reviewed include the Constitution
of the Federal Republic of Nigeria 1999, the ClRights Act, National Health Act, the National
Strategic Health Development Plan and the Intedraiaternal, New Born and Child Health
Strategy. Also the Katsina State Strategic Heaktkidlopment Plan was reviewed.

Chapter Three dwells on the current state of MN@Katsina State. The sub components of this
chapter include the health status indicators @nt¥ in the State; under five health care indigator
and maternal health care indicators and the pdimgtraf preventive and curative measures
against infant, under five and maternal mortalityhe State.

Chapter Four is on reconciling budgetary allocatiasith the applicable national and international
standards. It records evidence of the state’s adgellocations and its shortfall from the 15
percent Abuja Declaration. The allocations to tealth sector amounted to an average of 6.48
percent over the six years of the study. The allonao the capital component of the budget did
not meet the stipulations in the State StrategialtieDevelopment Plan. Essentially, the budgets
did not meet the stipulations of standards andulhéudget figures were not fully released by the
Ministry of Finance, thus making it impossible foe sums to be utilised

Chapter Five dwells on matters arising from budgegdiocations and other provisions. The per
capita budgetary allocation was found to be very & a yearly average of N972. The vaccine
coverage was low while VVF ravaged the State. Thapfer reviewed management of external
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funds from Development Partners. Chapter Six ishenMNCH funding gap and reviewed three

different perspectives on healthcare funding. Taeygovernment’s health spending as a ratio of
the nation’s wealth; government’s health spendisgaatio of government’s total budget; and

government’s per capita health spending.

Chapter Seven contains the conclusions and recomatiend. The recommendations are divided
into two namely coordination and implementatioruess and budgetary and related issues. They
are as detailed below.

Coordination and Implementation Issues

Empower the State’s Ministry of Health or the Stateffice of Statistics to keep accurate
and up-to-date records and statistics so as tothel@tate know at what point they are on
the right track towards meeting their goals.

Further to the above, collaboration with traditibaad religious institutions to collect
information on MNCH issues using standard templet@snperative.

Empower the State’s Planning Commission or anyrattegutory body that can handle the

responsibility of coordinating aid inflows into Ksitha State. This should be done in order
to allow for complementarity among the various \atigds of the development partners

operating in the State.

Set measurable targets for MNCH indicators in tta#eSso as to help the State know when
it is in line with meeting the targets.

The State’s coordinating unit for aid and interve@mtfunds should explore other sources
of funds for healthcare (with special attentionMbICH) services in the State so as to
achieve universal coverage among all the communiti¢he State.

The State Government should take concrete andt¢éargteps towards a policy and legal
framework for sustainable MNCH financing.

The State and Development Partners should increasgtisation of male members of
Katsina society on MNCH issues including the caudesaternal and neonatal deaths.

Budget-related Issues

The State Ministry of Health should ensure thatuahmudgetary allocation to the sector
conform to the projections in the State’s Stratég¢galth Development Plan.

It will be important for budgetary allocation ofehState’s health sector to meet the
benchmark of 15 percent of total budget as stipdlat the Abuja Declaration.
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= The annual budgets of the State’s health sectouldh@flect the State’s commitment
towards improving the state of MNCH services arddlifees across the State. Essentially,
the funding should be evidence based and suffiteenteet the MNCH needs of the State
based on projected demand.

= Beyond increasing the annual budgetary allocatidmste is need for full and timely
release and utilisation of all the amounts appedpd for the health sector in every fiscal
year.

» It has become imperative to ring-fence all fundgrapriated to the health sector including
capital votes which have not been fully releaseegf dlve years.

= There is also the need for the inclusion of all@dinnds flowing into the health sector of
the State in the annual budget of Katsina Statadttinof Health.

= The State in collaboration with the Federal Goveentrand Development Partners has the
capacity to mobilise financial resources neededuta VVF intervention programmes
through treatment. It should therefore prioritissatment and dedicate adequate resources
to same. The State should also launch and intessifigitisation and awareness creation
programmes on the causes of VVF in order to redineeate of spread of the disease to
new patients. This will entail budgeting some digant amount for the sensitisation and
awareness campaign programmes in the State.

= Increase the efficiency of health sector spendangugh greater value for money practices
and open contracting standards as part of an op&rgment strategy.
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Chapter One
INTRODUCTION

1.1 BACKGROUND

On annual basis, more than 350,000 women die dysnegnancy or from childbirth-related
complications. In addition, about 7.6 million chiéch died in a single year (2010) before their fifth
birthday". The rising trend in the number of maternal, néminand infant deaths across the globe
has led the global leaders to promote policies ogrammes targeted at reducing the rate of
maternal, neonatal and infant mortality in everst pathe globe.

Maternal, New Born and Child Health (MNCH), as emtly emphasised, is one of the
mechanisms for combating the trend of maternalpatd, infant and under-five mortality rates
across the globe. Various tiers of government actios globe have been made to see maternal,
newborn and child health (MNCH) as their respotisypand part of the citizens’ right to health.
This is viewed from the perspective that the cit&Zeight to life cannot be guaranteed without
being accompanied by the citizens’ right to hedUbreover, any tier of government that protects
citizens’ rights as enshrined in the various céuastins of countries must of necessity protect the
right to life. This is based on the fact that otilg living can claim and access any other form of
fundamental human rights.

To show the importance of MNCH services in the dpthree out of the eight Millennium
Development Goals (MDGSs) of the United Nations &eulion these areas. On its own, Goal 4 of
the MDGs was targeted at reducing child mortalitgbglly, while Goal 5 was targeted at
improving maternal health. A related goal to the @bove is the sixth Goal that was targeted at
combating HIV/AIDS, malaria and other diseases. tMxdghe indicators of the sixth goal showed
how the sixth Goal was closely linked to the fouatid fifth Goals. Member states of the United
Nations saw the need to improve on MNCH servicesrder to ensure a replacement population
for the global communities.

Achieving the various goals (Goals 4, 5 and 6)hef MDGs required some level of commitment
from national and subnational governments. TheeFad State and Local Governments in
Nigeria were not exempted from the national andnatibnal governments that should be
committed to actualizing Goals 4, 5 and 6 of the®4DTo be able to show such a commitment,
the various tiers of government were expected t&eraws and policies that are targeted at
respecting, protecting and fulfilling the MNCH righof citizens. In some cases, what is required
of these tiers of government is to domesticate ajlglpromulgated policies in order to ensure
compliance by the institutions and agencies ofgbeernment. In addition, the various tiers of
governments make financial commitments to theirsland policies with the application of fiscal
policy tools.

The annual budget of any government is a finarstialement that indicates the government’s
priorities for any fiscal year. Governments use hlneget to show their commitment to national

! World Vision (2012) Guide to Maternal, Newborn and Child Health and Nutrition in Emergencies.



and international standards on the subject of MN&&H/ices. This means that a lot of financial
resources are usually required to effectively pteMMNCH services to the people. However, it is
a known fact that developing countries (such asehig are usually faced with some resource
constraints to meet their fiscal obligations. There, the annual budgets of governments in
developing countries are usually not enough to rtteetMNCH needs of the people. This gives
rise to the need for interventions of developmeartrers in the provision of MNCH services in

many developing countries.

Given that MNCH issues were focal to the MDGs, vgmgat attention has continued to be paid to
the areas of MNCH services. The attention and esiphhave even resulted in increased
interventions on MNCH services, especially amorgdbveloping regions of the globe. Some of
the interventions have been given in order to meeethe accessibility of antenatal health care,
intrapartum care, emergency obstetric and new bara, routine postnatal care, and increased
reproductive health education leading to strengtdeiamily planning and child spacing among
women of reproductive age. In the same way, thave lalso been great interventions in the areas
of infant and young child feeding, prevention of lan@, institutionalization of routine
immunisation, prevention of mother to child transsion of HIV, etc among newborns and
children. Also of great importance are the inteti@s in the areas of water, sanitation and
hygiene for the safety and health of the mothedscildrerf.

MNCH-targeted budgets and interventions shouldligesaek to meet the criteria of availability,

accessibility, acceptability and quality of MNCHngees among the citizens that need the
services. Each of the criteria above is a necessamgition for ensuring that the indicators of
MNCH services in any given country is improved ugmm time to time. For any budget to be
said to have met the availability criterion of MNCs¢rvices, the budget must provide for
adequate and functional public health and health tacilities for the people in need. This also
implies existing hospitals and clinics are adedyatguipped with essential drugs and properly
staffed with trained medical personnel.

For any budget to meet the accessibility critendbMNCH services, such a budget must consider
the four components of accessibility. The first poment of accessibility has to do with non-
discrimination. This means that MNCH facilities asdrvices must be made accessible to
everyone (including all social groups) who needsrtlwithout discrimination on the basis of age,
gender, educational background, etc. In this dhgelaws and policies establishing such facilities
must be clear on the non-discrimination of suchiifezs and services, and the application of such
laws and policies must be seen to obey the nomighis@ation component of accessibility to
MNCH services. The second component of accesgilafiterion of MNCH services has to do
with physical accessibility of MNCH facilities tbldse who need them. In this case, accessibility
is viewed from the perspective of the proximitytie¢ facilities and services to the people in need
of them. The nearer the facilities and servicethéopeople in need, the greater their accessibility
The third component of accessibility criterion ofNK@H services has to do with economic
accessibility. This means that MNCH services mstffordable to all who have need of such
services. To ensure economic accessibility, useMMNCH services should be made to pay for

2 Integrated Maternal, New Born and Child Healtta®tgy, Federal Ministry of Health Abuja, 2007.
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the services based on their economic capacitiepiitye This is also a good way of ensuring that
no one who has need of MNCH services is left outhenbasis of inability to afford the financial
cost of the services. The fourth dimension of asibégy criterion of MNCH services has to do
with information accessibility. It is not all théizens that may have need of MNCH services that
are literate enough so as to know when they agthale such needs. It is not even all those that
know that they actually have such needs really kmdwere to get the services. This means that
information on needs and availability of supplyseich services can still hinder some citizens
from obtaining MNCH services when they ought to. dnbroad sense, reproductive health
education should be part and parcel of any budgethie provision of MNCH services in any
society.

In order to meet the acceptability criterion of MNGervices, any annual MNCH budget of the
government should also be seen to meet interndlijomaceptable standards and the budget must
as well be acceptable to the people. There arenatienally acceptable standards for what should
constitute the minimum proportions of health sedimdget in the overall budget of any
government. Apart from the meeting the internattgeptable standards for budgeting for MNCH
services, the budget items should also meet thel@soacceptation. This means that MNCH
budget of the government should respect medicacsetand be culturally appropriate. The
implication of this criterion is that financial @srces of the government can be wasted if the
recipient communities of such services do not ustded and accept the efforts of the
government.

Finally, any budget for MNCH services must provide quality services. These quality services
should be scientifically and medically appropriaiéis criterion of quality services is closely
linked to the availability criterion. It is truedhavailability of MNCH facilities and services do
not necessarily guarantee the quality of suchifesland services. It is not possible to discuss t
guality of MNCH services in any society where thare no available facilities and services. This
implies that availability begets quality. Howevér,is often observed that governments may
achieve proximity of health facilities to the pesplithout necessarily achieving quality services
through the health facilities. In such a situaticitizens that have access to the health facilages

a result of proximity to the facilities may stilbhbe able to obtain necessary health services as a
result of poor qualities of personnel and faciiti®uch poor facilities will still mean that thdse
need of health services within the society willl &t as worse-off as those that have none of such
facilities near them. It is therefore not enough governments to provide MNCH facilities in
every corner of the society without ensuring thaliqy of such facilities.

In Nigeria, healthcare services fall into the canent legislative list. This means that is a shared
responsibility among the various tiers of governtn&ertain aspects of healthcare services are
provided for by the Federal Government of Nigefile State Governments provide other
aspects of the services. Budgetary provisions fNIOW services as part of the healthcare services
are shared among the Federal Government of Nigetae Governments and Local Government
Councils in Nigeria. For most vaccine-preventalikedses, the Federal Government of Nigeria
provides routine immunisation, with counterpartdung from the States in order to ensure that
children in every corner of the country are dulg &ully immunised.
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Katsina State is one of the States in the Northtévesregion of Nigeria. As an autonomous

entity, the State Government prepares its annudgdtufor MNCH services in the State. Such

estimates usually present a good picture of theatlveommitment of the State Government

towards the actualisation of full MNCH serviceslhe State. However, actual expenditures of the
State, derived from the implementation of the ahbudgets may reveal a gloomy picture of such
perceived commitments.

1.20BJECTIVES AND TERMS OF REFERENCE

Drawing from the overall context of this Study, thread goal of the Study is to critically evaluate
the current level of MNCH funding in Katsina Staféhis will provide MNCH policy makers,
budget designers, and implementing MDAs with thedeel evidence on existing funding gaps.
This will also provide recommednations on how besimprove the quantity and quality of
MNCH services available in Katsina State with tisedl policy tool of the State’s annual budgets.
The overall output of this Study will also be aitadrle tool for advocacy engagement with the
State’s executive, legislature and non state aototls the overall aim of improving on the
availability, affordability, accessibility, accepitity and quality of MNCH facilities and services
in Katsina State.

The specific objectives of the Study are to:

* Review the alignment of Katsina State MNCH budgsith other high level sectoral
policy documents in the last six years.

* Review the implementation mechanisms of Goals dnd partly 6 of the MDGs in order
to identify the contribution of Katsina State togMria’s inability to attain the various
targets of the Goals.

* Review the alignment of Katsina State MNCH budgeith global best practices in the
last six years.

» Identify the extent to which Katsina State Governtefficiently utilizes available
resources for theprogressive realisation of thiet g its citizens to MNCH services.

» Identify areas that can be improved upon to makiebase of available resources.

* Recommend feasible solutions that can help impupen some areas of MNCH services
that will bring about efficient utilization of avable resources towards more reliable,
available, affordable, accessible and acceptableCMNacilities and services in Katsina
State.

1.3 METHODOLOGY

This Study involves desk reviews of available infation, data and documents. The entire Study
is based on qualitative review of existing inforrmaton MNCH services development and
improvement policies and plans in Katsina Stataldb involves a critical examination of the
State’s budgetary provisions for MNCH serviceshvatview to identifying areas of policy and
funding gaps. This includes a review of the budgefaovisions of the State in line with the

MNCH Standards and Katsina State Budgets 2010-2015 Page 4



optimal funding needs of the State in order to emhifull MNCH services coverage. In a
categorised manner, this Study entails:

e Collation of relevant policy materials from reletdfiDAs in Katsina State. These MDAs
include Katsina State Ministry of Health (MoH), Kata State Primary Health Care
Development Agency (KPHCDA), Katsina State Actioon@nittee on HIV/AIDS (KAT-
SACA), Katsina State Ministry of Budget and Econonilanning; and development
partners. A key document collated for the sakehtd Study is Katsina State Strategic
Health Development Plan (KAT-SHDP). This documenvery important due to the fact
that it contains baseline information on healthigatbrs such as infant and maternal
mortality rates and even the targets set for ma&aguprogress over time on those
indicators. The document also tries to cost theouartargets in real monetary values.
Such a costing is also relevant in the overall @swent of the overall agreement of the
State’s annual health sector budgets and the emfjumnding for health sector as
calculated in the development plan. This Study aletates the State Government’s
annual budgets. These documents are importaniodihe fact that they show health sector
allocations and MNCH allocations within the sector.

» Consultations with relevant stakeholders to clagfey areas and provide explanations
where documentation on its face value is susceptibimultiple interpretations. Among
this category of stakeholders are the executivieas of relevant MDAs in Katsina State
who may have more information than as containea/ailable documents.

* Review of all the documents collated in an in-depinner. The review is borne by the
desire to understand the current situation of MN@tilities and services in Katsina State
and also to understand the reasons for such cusiteiations. As part of the review, this
Study considers the quantity and quality of MNCldilfaes in Katsina State; the content
and scope of MNCH services in Katsina State; theahqerformance level of MNCH
indicators in Katsina State against their targetstgulated in the State’s Strategic Health
Development Plan. In addition, the Study also abersi the budgetary gaps in terms of
what is recommended or planned for in the Statea&t&yic Health Development Plan and
what is actually budgeted for the health sectothas annual budgets of the State. In the
same way, the Study considers the fiscal policysghpt exist between what is budgeted
annually for MNCH services in the State and actxgdenditures. In addition, this Study
employs descriptive analysis using simple tablesd@marts to represent information on the
relevant issues of development plans, budgets dsal t@ illustrate its points and
arguments. This is carefully done in order to reaefide range of audience.

 Recommending policy options based on the reviedooluments. Such recommendations
are evidenced-based and flow from the analysissafas discussed in the Study.

1.4 LIMITATIONS OF THE STUDY

This Study is evidence-based. It is therefore ehiby the quality of information and data
available and collectible on MNCH facilities, MNCsérvices, MNCH performance indicators,
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annual budgets, budget implementation reports fkatsina State. For instance, MNCH as an
issue has not been carved out as a departmenrg i@t#te’s Ministry of Health. It is therefore not
possible to pick out budget information on MNCHyortHowever, MNCH is usually categorised

under Primary Healthcare, but it cannot be saitl phianary healthcare is all about MNCH. This

makes a large proportion of the discussions on MNfHgets to revolve around the budget of
Katstina State Primary Healthcare Development Agenc
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Chapter Two
REVIEW OF INTERNATIONAL, NATIONAL AND SUB-NATIONAL
STANDARDS ON MNCH

2.1 INTERNATIONAL STANDARDS

Nigeria is a member of the United Nations and isignatory to a plethora of international
standards that mandate member nations to be nggensive to the bundle of rights encapsulated
in MNCH. Given that Katsina State is one of theS3étes in Nigeria, the State is by extension
mandated to be more responsive to the bundle bfsrifpat are encapsulated in MNCH standards.
The following are some of the MNCH standards themdbNigeria and Katsina State is by
extension obliged to uphold.

2.1.1 Universal Declaration of Human Rights (UDHR)
In Article 25, the UDHR states:

(1) Everyone has the right to a standard of living askg for the health and well-being of
himself and of his family, including food, clothifgpusing and medical care and necessary
social services, and the right to security in theerd of unemployment, sickness, disability,
widowhood, old age or other lack of livelihood ircamstances beyond his control

(2) Motherhood and childhood are entitled to specialecand assistance. All children, whether
born in or out of wedlock, shall enjoy the samdalquotection

The UDHR outlines the imperative for State Part@snake provisions for a standard of living
adequate for promoting the health and well-beinfaofilies in all ramifications. Apart from other
areas of concern for the Declaration, there isexifip emphasis on special care and assistance
that should be given to mothers and children.

2.1.2 The International Covenant on Economic, Soclaand Cultural Rights
(ICESCR)

Nigeria is also a signatory to the International@uant on Economic, Social and Cultural Rights
(ICESCR). This also implies that Katsina Stateyigktension a signatory to the Covenant.

In Article 2 (1) of the International Covenant on Econommgi&l and Cultural Rights, it is stated
that:

Each State Party to the present Covenant undertékeske steps, individually and through
international assistance and cooperation, espegiationomic and technical, to the maximum of its
available resources, with a view to achieving pexgively the full realization of the rights
recognized in the present Covenant by all apprdpriaeans, including particularly the adoption
of legislative measures.”

Also, in article 10 (1) and (2) of the Covenantsistated that:

The States Parties to the present Covenant recediné:
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(1) The widest possible protection and assistance shioelaccorded to the family, which is the
natural and fundamental group unit of society, gararly for its establishment and while it is
responsible for the care and education of dependhkitdren. Marriage must be entered into
with the free consent of the intending spouses.

(2) Special protection should be accorded to malurring a reasonable period before and after
childbirth. During such period, working mothers skab be accorded paid leave or leave with
adequate social security benefits.

Also, article 12 states that:
1. The States Parties to the present Covenant receghéeright of everyone to the enjoyment of
the highest attainable standard of physical and taldmealth.

2. The steps to be taken by the States Partidetpresent Covenant to achieve the full realisation
of this right shall include those necessary for:

a. The provision for the reduction of the still-bintéite and of infant mortality and for the
healthy development of the child;

b. The prevention, treatment and control of epiderai@demic, occupational and other
diseases;

d. The creation of conditions which would assurealomedical service and medical
attention in the event of sickness.

From article 2 (1), one can easily decipher thatdhicle emphasises “progressive realisation”.
This means that the Covenant recognises the valeévets of economic capacities possessed by
the member states. Member countries will therefartebe expected to attain the MNCH goals at
the same time. This owes partly to the quantunmesburces available and at the disposal of the
member countries and the nature of partnershigsthieamember countries are able to form with
bilateral and multilateral development partnerswigeer, every member country is expected to
set its targets within the limits of available resmes within its disposal and other resources that
may be made available through international pastrips. This means that no member country is
exempted from meeting its obligations on the groohdhsufficient resources. In addition, the
article also emphasises international assistanak @operation, especially economic and
technical. The implication is that foreign aid (cs@as development assistance) is encouraged by
this article in order to enable developing cousttie achieve the set goals in this Covenant.

2.1.3 The African Charter on Human and Peoples’ Rigts (ACHPR)

Nigeria is also a signatory to the African ChadarHuman and Peoples Rights (ACHPR) which
it has domesticated in its municipal law. This alsplies that Katsina State is by extension a
signatory to the Charter.

In article 1 of the African Charter, it is stated that

TheMember States of the Organization of African Upiyties to the Charter shall recognize the
rights, duties and freedoms enshrined in this G#ragind shall undertake to adopt legislative or
other measures to give effect to them”
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In article 16 of the African Charter, it is stattbeht:

(1) Every individual shall have the right to enjoy thest attainable state of physical and mental
health.

(2) State Parties to the present Charter shall takeessary measures to protect the health of their
people and to ensure that they receive medicahtie when they are sick.

By being a signatory to this Charter, Nigeria (utthg Katsina State) agrees to respect, protect,
promote and fulfil the peoples’ rights outlined aboAgreeing to the above Charter implies that
governments in Nigeria (including Katsina Stateyendhe responsibility of guaranteeing the
provision of MNCH services to all mothers and ctelal

2.1.4 Other Standards

There are other standards and charters that Nifealding Katsina State) has been signatory to
in the last few decades. One of such charterseifAtican Charter on the Rights and Welfare of
the Child. This Charter places an obligation ondtate to guarantee the survival, protection and
development of the child; reduce infant and chilortality rates; ensure appropriate health care to
expectant and nursing mothers; combat disease ahdutntion within the framework of primary
health care through the application of approprigghnology. This Charter clearly provides
obligations on MNCH issues. From all the stipulatioof the Charter, it is clear that a great
responsibility is placed on Katsina State Governmth respect to provision of optimal MNCH
facilities, personnel and services for all that rhaye need of such services within the State.
Other charters include the Convention on the Righthe Child, which makes similar provisions.
Also, the Convention on the Elimination of all fasraf Discrimination against Women places the
responsibility of providing appropriate servicesconnection with pregnancy, confinement and
the post natal period, granting free services wineaessary as well as adequate nutrition during
pregnancy and lactation on the government (natiandlsub-national alik)

By signing unto the MDGs, Nigeria (as well as KadsiState) agreed to pursue all the
development targets therein. Of the eight goaldaioed in the MDGs, three goals were closely
tied to the issues of MNCH, which are:

Goal 4 — Reduce child mortality;
Goal 5 — Improve maternal health; and
Goal 6 — Combat HIV/AIDS, Malaria and other disease

Specifically, Goal 4 had the target of reducingtlp-thirds between 1990 and 2015, the under-
five mortality rate. Goal 5 had the target of redgcby three-quarters, between 1990 and 2015,
maternal mortality ratio and achieving by 2015,vensal access to reproductive health. On the
other hand, Goal 6 had the target of halting by52@hd beginning to reverse the spread of
HIV/AIDS; achieve by 2010, universal access tottreant for HIV/AIDS for all those who need
it; have halted by 2015 and begun to reverse ttidence of malaria and other major diseases.

3 See article 14 of the Charter.
* Article 12 (2) of CEDAW.
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When the set year for the attainment of the MDGs weaunding off in 2015, member nations of

the United Nations gathered again to set anothepfsé5-year global goals that replaced the
MDGs, currently referred to as the Sustainable pment Goals (SDGs) with a terminal date

of 2030. Out of the 17 goals in the current SDGs goal also focuses on MNCH issues. Goal 3
is to ensure healthy lives and promote well-beimgdil at all ages. The 2030 targets related to
MNCH include:

» By 2030, reduce the global maternal mortality ratidess than 70 per 100,000 live births.

« By 2030, end preventable deaths of newborns andrehiunder 5 years of age, with all countries
aiming to reduce neonatal mortality to at leastlas as 12 per 1,000 live births and under-5
mortality to at least as low as 25 per 1,000 liveHs.

« By 2030, end the epidemics of AIDS, tuberculos@éania and neglected tropical diseases and
combat hepatitis, water-borne diseases and othemgonicable diseases.

- By 2030, ensure universal access to sexual anddegtive health-care services, including for
family planning, information and education, and thegration of reproductive health into
national strategies and programmes.

« Achieve universal health coverage, including firiahdsk protection, access to quality essential
health-care services and access to safe, effeajivajty and affordable essential medicines and
vaccines for all.

- Substantially increase health financing and theugment, development, training and retention of
the health workforce in developing countries, eilgcin least developed countries and small
island developing States.

2.1.5 Implications of the International Standards &ove for the Provision of MNCH Services

in Katsina State and the Roles of Katsina State Gevnment in such Provision

Several scholars and groups of scholars havetwipdovide interpretation to the provisions of the
all the standards listed above. However, this disicin will focus on the interpretation given to
the stipulations of the International Covenant ooort®mic, Social and Cultural Rights
(ICESCRY. The interpretation focuses on the three pilldrhe responsibilities of the State in the
actualisation and attainment of the rights andileges set out in the Covenant. These three
pillars are obligations to: (a) respect (b) pratectd (c) fulfil the rights of the people. Expaitiat

on the pillars, the scholars have the followingay:

(a) Obligation to Respecin order to define the responsibility of governnsewith respect to the
attainment of the rights outlined in this Covenantritical view of the obligation stated above
reveals that Katsina State Government should osgaité activities and agencies in such a way
that they do not interfere with the citizens’ alyilio enjoy MNCH rights outlined in the Covenant.

® De Schutter, O.; A. Eide, A. Khalfan, M. OrellarMd, Salomon, and I. Seiderman (2012) “Commentaryht®

Maastricht Principles on Extraterritorial Obligat@of States in the Area of Economic, Social anttutal Rights.”

Human  Rights  Quarterly, 34: 10 - 1169. Also available at: http://www.icj.org/wp-
content/uploads/2012/12/HRQMaastricht-Maastrichibédples-on-ETO. pdf
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Such interferences include direct and indirectrietences through actions of the Government
that have the potential to impact on the citizeragacity to enjoy these rigfts

(b) Obligation to Protect.Just like the obligation to respect, Katsina Satvernment also has
the obligation to protect the rights of the pedpl¢he State with respect to MNCH services. The
Katsina State Government should protect (througjulegions) the rights of the people in the
State. This protection includes taking practicainleasures to protect the rights of the people
against the risk of interference by private acttirs particularly important to emphasise herd tha
Katsina State is required by this obligation toulate the conduct of private groups or individuals
in order to ensure that their actions or inactidasnot constitute violation of other peoples’
human rights. This is where the decision of parémtsarry out a child to an older person without
the consent of the child comes clear as one o&teas that the State Government should strictly
regulate. Obstetric Fistula (OF) or Vesico VagiRatula (VVF) has become a common disease
in many States in Northern Nigeria including KatsBtate. A major cause of the disease has been
traced to child marriage, a common practice in Kat$State. Given that these actions of parents
constitute violation of the girl child’s rights,dfprinciple of the obligation to protect these t&ggh
requires that Katsina State Government should tpistep in to outlaw the child marriage
practice in the State so as to eradicate the disieas) the State. Katsina State is responsible to
regulate the actions and inactions of the peoplmdiin the State within the boundaries of
Nigerian Constitution and these international sgadsl. Such regulations must be made with the
view of attaining the full protection of the citize from any interference with their ability to epnjo
all the economic, social and cultural rights owtirfor them.

(c) Obligation to Fulfil: In addition to the previous two obligations, KatsiState Government
also has the obligation to fulfil the rights of pé®in the State with respect to MNCH rights. By
this principle of fulfilling the economic, sociahd cultural rights of the persons within their
territories, Katsina State Government should tgk@r@priate steps towards the full realisation of
MNCH rights of the people by progressively settagrt to medium term targets that are aimed at
realising the overall goal of attaining these right the long run. This implies being deliberate,
concrete and targeted as clearly as possible tewaekting the obligations recognised in the
Covenant. As good as setting MNCH targets in thete%t Strategic Health Development Plan
may be, Katsina State Government must be seen teli®erate about the actualisation of these
targets. It is not enough to set targets, it isalgumportant to make all necessary resource
commitments towards the attainment of such targets.

2.2 NATIONAL STANDARDS

Having gone through some of the international stagsl that pertain to MNCH issues, it is
equally important to consider the national stanslapplicable to MNCH issues that have been
operational within the period of this Study (20120645).

® The Maastricht Guidelines on Violations of EconopSocial and Cultural Rights 1997 and the LimbRripciples
on the implementation of the International CovermanEconomic, Social and Cultural rights 1987.
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2.2.1 Constitution of the Federal Republic of Nigeila 1999
The 1999 Constitution of the Federal Republic ofé¥ia (as amended) is the fundamental law
operational within the Nigerian territory. Everyhet Acts or Laws must be in tandem with the
stipulations of the Constitution. In Chapter 2 —ct®s 17, Sub-section 3 (c¢) and (d), the
Constitution states that:
The State shall direct its policy towards ensurtimat-
(c) The health, safety and welfare of all persangiinployment are safeguarded and not
endangered or abused;
(d) There are adequate medical and health facdif@r all persons;

Just like the international treaties and chartérs, 1999 Constitution puts on the Government
(Federal or State) the responsibility of ensurimag the health, safety and welfare of all persen ar
safeguarded and not endangered or abused. Thmnsakity supports the “obligation to protect”

principle of the International Covenant on Econagrfiiccial and Cultural Rights discussed above.

2.2.2 Child Rights Act

Drawing from the 1999 Constitution of the FederapRblic of Nigeria (as amended), the Child
Rights Act provides for the rights and welfare lo¢ tNigerian child including his/her health. As
long as the issue of MNCH is concerned, sectionfliBe Child Rights Act is very relevant. The
section states thus:

13- (1) Every child is entitled to enjoy the beshiatable state of physical, mental and spiritual
health.

(2) Every Government, parent, guardian, institutigervice, agency, organisation or body
responsible for the care of a child shall endeavimuprovide for the child the best attainable state
of health.

(3) Every Government in Nigeria shall—
(a) endeavour to reduce infant and child mortataye;
(b) ensure the provision of necessary medical ts8ie and health care services to all
children with emphasis on the development of pryniealth care;
(c) ensure the provision of adequate nutrition aate drinking water;
(d) ensure the provision of good hygiene and envirental sanitation;
(e) combat disease and malnutrition within the feavark of primary health care through
the application of appropriate technology;
(f) ensure appropriate health care for expectard anrsing mothers; and
(g) support, through technical and financial meahg, mobilisation of national and local
community resources in the development of primaajth care for children.

(4) Every parent, guardian or person having theecand custody of a child under the age of two
years shall ensure that the child is provided \iithimmunization.

It is important to take a second look at subsed@®)rabove, where the Act puts on all actors (state
and non-state) the responsibility of taking carehef health of a child. It is equally important to
take a second look at subsection (3) above, whereAtt puts on the State actors (all tiers of
government) the responsibility of reducing infamdachild mortality rates in Nigeria. It is
imperative to emphasise here that reduction imindad child mortality rates can only be attained
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through improved MNCH services, which must be aquanied with accessible and affordable
MNCH facilities and personnel in Katsina State.

2.2.3 The National Health Act, 2014

The Child Rights Acts discussed above focuses ermterall well-being of the Nigerian child. It
limits itself to the health and well-being of thkild. MNCH on its own is not only about the
child, it is equally about the mother. Therefottee tNational Health Act incorporates all other
aspects of MNCH issues into one law. The Nationahlth Act provides a framework for the
regulation, development and management of a ndtibealth system and set standards for
rendering health services in the Federation anddiated matters. A lot of provisions in the Act
are targeted at improving the state of MNCH sewviaad indicators in Nigeria. One of such
provisions mandates the Federal Ministry of Hed&dtlprepare strategic medium term plans that
are focused on the health status of the Nigeriasplpeand forecast the human and financial
resources needed to attain such doalfhese medium term plans are expected to be eghdat
annually based on improvements made within thelfigears. The Act also mandates the National
Health Council to ensure full and nationwide cogeraof immunisation and vaccination
programmes for all under-five children and pregnaonimen in order to combat any vaccine-
preventable infectious disedse

Given that providing free and universal coverag@ohunisation implies a huge cost on the part
of the government, the Act establishes a BasictHé&zdre Provision Fund. In order to finance the
Fund, the Act requires the Federal Government twige annual grant of not less than one
percent of the Consolidated Revenue Fund and degarsie into the Basic Health Care Provision
Fund. Of any amount provided in the Fund, 20 percemsgfor essential drugs, vaccines, and
consumables for eligible primary health care ftes, 15 percent goes for the provision and
maintenance of facilities, equipment and transfooreligible primary health care facilities; while
10 percent goes for the development of human resedor primary health care. 50 percent of the
Fund shall be used for the provision of basic munimpackage of health services to citizens in
eligible primary and secondary healthcare facdititirough the National Health Insurance
Scheme. Based on the fact that health serviceasobthe items in the concurrent legislative list
in Nigeria, the Act also makes provisions for Siand Local Governments to provide
counterpart funding of 25 percent of the total costwhatever health project that will be
implemented within their territory drawing from tBasic Healthcare Provision Fufid

2.2.4 The National Strategic Health Development Pra (NSHDP or Strategic
Plan)

The National Strategic Health Development Plan jolew detailed strategies that should be
adopted for the overall development of Nigeria'alttesector. The Strategic Plan entails setting
periodic targets for the improvement of MNCH andngml health sector indicator3he
following targets are outlined in the NSHDP:

" Section 2 (2) of the NHA.

8 Section 5 (1) (i) of the NHA.
? Section 11 of the NHA.

19 Section 11, supra.
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- Implement good governance at all levels of heaydtesn through the application of a National
Heath Law, thereby creating a system where regnjfatesponsibilities are shared between the
three tiers of government;

- Foster integrated service delivery by clarifyinghiaical responsibilities of federal institutions;

« Improve the efficiency of the federal health woréé by implementing a comprehensive human
resources for health agenda;

« Ensure increase in availability of and access toafficial resources for health including
appropriate risk pooling and exemption mechanisms;

« Strengthen the National Health Management InforamaBystem (NHMIS) to improve the use of
routine health information for programmes/serviefprmance monitoring and evaluation;

- Improve community ownership and participation dgriimplementation of the National Health
Agenda through a purposeful engagement of Comm8aityice Organizations; and

- Embed appropriate solutions to health equity issoeluding service provision, access to finance,
financial risk protection for vulnerable, low andddle income groups

Apart from the targets outlined above, the Straté&jan also projected the financial and human
resources that will be needed to attain the tardéte Strategic Plan also outlined the roles of the
various tiers of government in the attainment o get targets in the plan. In addition, the
Strategic Plan outlined the roles of various actord stakeholders in the attainment of the targets.

2.2.5 The Integrated Maternal, Newborn and Child Halth (IMNCH) Strategy
Whenever the issue of maternal, newborn and claldthcare is mentioned, every consideration
goes to neonatal, infant, under-five, and matemalttality. However, in reality the issue of
MNCH goes beyond the four aspects mentioned ald¥CH matters include many seemingly
unrelated issues of general health like life exqecy at birth, neonatal mortality rate, infant and
under five mortality rates, maternal mortality caimmunisation of children and pregnant women
against some diseases, feeding and nutrition, wmilgint and stunted children, use of insecticide-
treated nets (ITNs) and malaria prevention, clekeitage pregnancy, prevalence of HIV among
15-24 year olds, etc. All the above form the conaddntegrated Maternal, Newborn and Child
Health (IMNCH) programmes.

It is not surprising that each of the various issard aspects of MNCH can be viewed as stand-
alone, and therefore approached independent ajtties. Such approach can bring about poorly
coordinated and ineffective services. It is in @ to avoid such poor outcomes that brought about
IMNCH. The strategy for achieving IMNCH entails wesy together all interventions to
ultimately improve MNCH implementation. This isline with the policy coordination idea of the
National Strategic Health Development Plan.

2.3 SUB-NATIONAL STANDARDS IN KATSINA STATE

Apart from the international and national standande area of healthcare improvement, there is
also a sub-national standard for healthcare impneve in Katsina State. However, unlike the
international and national standards, this subsenati standard is a set of goals of the State
Government for the improvement of the health ant-lagang of the people. To be able to achieve
this, the State hopes to improve on the indicabbisealthcare both in terms of facilities, human
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resources and quality of services. The Sub-natiStehdard is otherwise referred to as Katsina
State Strategic Health Development Plan (2010 5201

2.3.1 Katsina State Strategic Health Development Bh (2010 — 2015) (KSSHDP
or Plan)

Strategic plans that will be achievable and meddenaust be based on baseline information of
the society wherein it is to be set. There is lialske and measurable projection that should not
show the status quo before the projection. In tB&KDP, Katsina State Government looked into
its demographic composition before setting outgbals in the Plan.

Information provided in the Plan reveals that athattime of its rolling out, the total population
of Katsina State was about 6 million, of which 4geat were infants, 20 percent were under-five,
while 22 percent were women of reproductive age (5 — 49 years). Other important health
indices of the State were Neonatal Mortality Rate56 deaths per 1,000 live births; Infant
Mortality Rate of 114 deaths per 1,000 live birtbsider-five Mortality Rate of 269 deaths per
1,000 live births; Maternal Mortality Rate of 1,08@aths per 100,000 live births; Total Fertility
Rate of 7 deliveries per mother. In addition, theportion of fully immunized child was below
5% as at 2006, and vaccine-preventable diseasesmednmajor causes of childhood morbidity
and mortality.

The KSSHDP therefore sought to provide strategiclegun the selection of evidenced-based
priority interventions which would contribute toraeving the desired health outcomes in Katsina
State. In order to provide the needed guide, tlam Rbcused on eight priority areas as listed
below:

* Leadership and governance;

* Service delivery;

« Human resources for health;

* Health financing;

» Health information system;

» Community participation and ownership;
» Partnerships for health; and,

* Research for health.

The overall goal of the Plan was to significanthyprove the health status of the people of Katsina
State through the development of a strengthenedsasi@inable healthcare delivery system. To
be able to achieve the set goal, the plan estinthgetbtal cost at the sum e#R,400,127,313.48,
out of which the total amount e£18 billion was projected to be made available by Btate
Government within the fiscal period of 2010 — 20This implies that the Plan envisaged a total
funding gap o&=25.4 billion in the implementation of all the plans

As part of the operational plan in closing the gdpe State planned to engage institutional
partners such as the traditional and religioustutgins, with the hope of successfully engaging
the emirs of the two emirates (Daura and Katsina)rder to increase the cost effectiveness of
healthcare interventions like immunization. Thet&taso planned to effectively leverage on the
intervention programmes of non-governmental develampal partners. This second set of
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partners play strategic roles in the provisionemhical and logistic support, as well as funding
for the State’s health sector. In addition to tihevmpus two partnerships, the State also planned
engaging private sector actors in the areas of aiigpauilding, monitoring and evaluation,
supportive supervision and community mobilisatiégtowever, the State’s engagement with
private sector actors has the limitation of limitedch, as a result of the operations of mostef th
actors being limited to the urban areas.
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Chapter Three
CURRENT STATE OF MATERNAL, NEW BORN AND CHILD HEALT H
INDICATORS IN KATSINA STATE

3.1 HEALTH STATUS INDICATOR OF INFANTS IN KATSINA S TATE

The future of any society depends largely on tlaustof the society’s replacement population.

The persons that will eventually become adultshe tuture must have been born today. It

therefore follows that the future of any societyeleds largely on the safety and health status of
the children born today. By extension, the futur&atsina State depends on the status of MNCH
services in the State at the present time.

MNCH issues are so important to the global leatteasthe issues are conspicuously presented in
the MDGs. It is important to point out that thré&go@ls 4, 5 and 6) out of the eight Goals in the
MDGs of 2000 — 2015 are health-related goals. &#gaally important to note that two (Goals 4
and 5) out of the three health-related goals inMbEss concentrate on maternal and child health.
The third health-related goal (Goal 6) also hasesamdicators that are related to MNCH issues.
All these go a long way to emphasise the importadiddNCH in the general healthcare of any
society™.

Just as the MDGs were coming to an end in 2015, glbbal leaders gathered again to
conceptualise another long term development gaalsevery society in the world. These long
term development goals are currently referred t®@astainable Development Goals (SDGs) of
2015 — 2030. Again, the importance of MNCH issuethe globe become glaring in the midst of
the goals. Targets 1 and 2 of Goal 3 of SustainBlelelopment Goals (SDGs) of 2015 — 2030
focus on the same MNCH issues. It therefore impled MNCH cannot be disassociated from
the overall health status of any given society.

To be able to understand and evaluate the extemthioh the above goals and targets are
actualised, certain indicators have been developedse indicators are measurable, and can
therefore show when a society (national or subnatistate) is on the right track towards

achieving any of the goals and targets. This sehege of the Study focuses on some of the
indicators of MNCH services in Katsina State.

For an effective discussion of the subject mat#grts are made to compare what has happened
in Katsina State with other parts of Nigeria ingchginational statistics on the same issues being
discussed. This is based on the fact that a sugpmsmgress in Katsina may be seen as being
minimal if such a progress does not match whataispkening elsewhere in the country. In the

same way, a supposed decline in the statisticatdig of Katsina State may not necessarily be
seen as much a problem if such is still way abokatws happening in other parts of the country.

The Study therefore begins with the presentatidiact and figures as they relate to neonatal and

1 Office of the Senior Special Assistant to the Rierst on Millennium Development Goals — OSSAP-MD@810)
“Countdown Strategy 2010 to 2015: Achieving the MDGAbuja: OSSAP-MDGs Publications. Also available
http://mdgs.gov.ng/index.php/downloads/categoryHgsageneral?download=10:mdgs-countdown-strategy
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infant health status in Katsina State. To be abldd this, the Study presents national, regional
and Katsina State infant mortality rates as shaowiigure 1 below:

Figure 1: National, Regional and State-Level Inf8furtality Rates in Katsina State
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Source:National and Regional Data computed from 2008 a@ti®?National Demographic and
Health Surveys (NDHS) of the National Populatiomfassion; 2008 figure for Katsina
State computed from Baseline Survey of PartnerfsiiRevival of Routine Immunisation in
Northern Nigeria (2009); while 2013 figure for Kata State was computed from Primary
Health Care Under One Roof Implementation Scorec¢trdeport of the National Primary
Health Care Development Agency (NPHCDA)

Neonatal and Infant mortality rates are usuallynestied from the average of total number of
neonatal and infant deaths in every 1,000 livehbirtt was observed that Katsina State does not
keep nor update its health sector statistics. $hisly based most of its analysis on available data,
mostly generated through the 2008 and 2013 Natibeatographic and Health Surveys (NDHS)
of the National Population Commission and PRRINNNGH Baseline Survey and final report.

From Figure 1 above, we can easily compare thd lgvafant mortality rate in Katsina State
with those of North West geopolitical region on drend, and the national average on the other
hand. In like manner, we can easily compare thelle/reduction or increase in infant mortality
rates in Katsina State between 2008 and 2013 éhevels of reduction or increase in the same
rates in the North West geopolitical region andrthgonal figures.

As at 2008, infant mortality rate in Katsina Stateod at 138 infant deaths in every 1,000 live
births. This means that about 138 infants in e\le®90 infants born in Katsina State in 2008 died.
This number can also represent 13.8 percent ohtrdaaths in relation to the total number of
infants born in Katsina State.
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Katsina State is one of the seven States in théhNbest geopolitical region of Nigeria. As at
2008, the North West geopolitical region of Nigemaorded an average infant mortality rate of
91 infant deaths in every 1,000 live births. Thisnter also implies that 9.1 percent of infants
born within the North West geopolitical region oigiria died as infants. The 2008 average infant
mortality rate of 91 infant deaths in every 1,00@ Ibirths in the North West geopolitical region
of Nigeria was much lower than the 2008 averaganinmortality rate of 138 infant deaths in
every 1,000 live births in Katsina State.

Furthermore, as at 2008, Nigeria recorded an aeerdggnt mortality rate of 75 infant deaths in
every 1,000 live births. This number also implikatt7.5 percent of infants born in Nigeria died
as infants. The 2008 average infant mortality cdt@5 infant deaths in every 1,000 live births in
Nigeria was much lower than the 2008 average infamttality rate of 91 infant deaths in every
1,000 live births in the North West geopoliticagii@n of Nigeria.

However, as at 2013, Nigeria recorded an averafgmtinmortality rate of 69 infant deaths in
every 1,000 live births. This represents a deabihabout 8 percent from the infant mortality rate
of 75 infant deaths in every 1,000 live births melgal in the country in 2008. On the other hand,
as at 2013, the North West geopolitical region @fexia recorded an average infant mortality rate
of 89 infant deaths in every 1,000 live births. Shepresents a decline of about 2.2 percent from
the infant mortality rate of 91 infant deaths iregw 1,000 live births recorded in the geopolitical
region as at 2008. In the same way, Katsina Séaterded an average infant mortality rate of 133
infant deaths in every 1,000 live births as at 200i8s represents a decline of about 3.6 percent
from the infant mortality rate of 138 infant deathsevery 1,000 live births recorded in the State
as at 2008.

From all the above, it is clear that as at 2008,Nlorth West geopolitical region’s average infant

mortality rate of 91 infant deaths in every 1,008@ births was higher by about 21.33 percent than
the national average infant mortality rate of 7fim deaths in every 1,000 live births. In the same
way, Katsina State’s average infant mortality i@t@38 infant deaths in every 1,000 live births in

2008 was higher by about 51.65 percent than théhN&est geopolitical region’s average infant

mortality rate of 91 infant deaths in every 1,08@ Ibirths. In addition, Katsina State’s average
infant mortality rate of 138 infant deaths in ev&rQ00 live births as at 2008 was higher by about
84 percent than the National average infant meytadite of 75 infant deaths in every 1,000 live

births.

Usually, when infant mortality is discussed onlyténms of its rate in every 1,000 live birthssit i
not properly contextualised, especially when thieime of crude births is unknown to the reader.
There is no accurate annual figure of the total Imemof crude births in Katsina State that can
facilitate a discourse on infant mortality in iteminal value. However, at the national level, the
2008 infant mortality rate of 75 infant deaths uesy 1,000 live births represents 528,031 infant
deaths in nominal figurés This implies that Nigeria recorded about 7,048,4tude births in
2008 alone. Using the calculated ratio of 4.1 peréef Katsina State’s population in the total
national population as at 2006, the above impled Katsina State must have recorded at least

12\World Development Indicators (2015) of the Worldri&.
13 Annual Abstract of Statistics (2012) of the NigeriNational Bureau of Statistics (NBS)
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288,657 crude births in 2008 alone. Recall thatfeégl above shows that available information
reveals that Katsina State recorded average infeomtality rate of about 138 infant deaths in
every 1,000 live births. This implies that Katsitate must have lost about 39,835 infants in
2008 alone. Therefore, saying that Katsina Staterded infant mortality rate of about 138 infant
deaths in every 1,000 live births in 2008 transldtethe death of about 39,835 infants in 2008
alone.

In the same way, the World Development Indicat@tmeated that Nigeria lost about 496,561
infants in 2013 alone. Recall that Figure 1 abdwens that the National Demographic and Health
Survey estimated this figure to imply infant maitiarate of 69 infant deaths in every 1,000 live
births as at 2013. This implies that Nigeria reeorébout 7,196,536 crude births in 2013 alone.
Using the calculated ratio of 4.1 percent of Kasi@tate’'s population in the total national
population as at 2006, the above also implies Katsina State must have recorded at least
295,058 crude births in 2013 alone. Using the ayestiafant mortality rate of about 133 infant
deaths in every 1,000 live births as at 2013 showhigure 1 above, we can also estimate that
Katsina State must have lost about 35,253 infan®0il3 alone. Therefore, saying that Katsina
State recorded infant mortality rate of about 13a&nt deaths in every 1,000 live births in 2008
translates to the death of about 35,253 infan2018 alone.

The above estimations show that though there wasirginal increase in the volume of crude
births in Katsina State between 2008 and 2013there was also an impressive decline in the
nominal value of infant deaths in Katsina StateMeen 2008 and 2013. This could be attributed
to some interventions in MNCH initiatives in Katsitate. Available information from the 2013
Final Report of the activities of Partnership foevRval of Routine Immunisation in Northern
Nigeria — Maternal, Newborn and Child Health Iritta (PRRINN-MNCH) funded by the UK
Department for International Development revealt th 2013 alone, 16,037 infant lives were
saved in only three states of Katsina, Yobe andfdemEven if this figure is divided equally
among the three States, it means that the prograsanved at least 5,345 infant lives in Katsina
State as at 2013 alone. Also, the report reveatsbtween 2008 and 2013, the programme saved
about 53,995 infant lives in the three States. #ased earlier, even if this value of saved infant
lives is divided equally among the three Statesneans that the PRRINN-MNCH programme
alone saved at least 17,998 infant lives in KatSitede between 2008 and 2013.

It should be recalled that there was only aboutp&i@ent reduction in the infant mortality rate of
Katsina State between 2008 and 2013. For the dakmmhasis on hominal values, we may safely
assume that PRRINN-MNCH was the only interventioogpamme in Katsina State within the
period under discussion. We may as well assumeath#iie 3.6 percent reduction in the infant
mortality of the State can be attributed to thegpaonme. Based on the assumptions above, we
can conclude that the 3.6 percent reduction inSfage’s infant mortality rate between 2008 and
2013 represents 17,998 infant lives saved in KatSitate between 2008 and 2013.

3.2 UNDER-FIVE CHILD HEALTHCARE INDICATORS IN KATSI NA STATE

Just like newborn and infant healthcare indicatibrs,indicators of child healthcare go a long way
in showing what the future holds for any peopleisTimeans that the future of Katsina State
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depends on the status of those indicators of dielalthcare services in the State at the present
time.

Given that State-level annual time series datatold diealthcare indicators are not available in
Nigeria, the discussions in this sub-section depajdatly on available data for the two years of
2008 and 2013. In addition, to enrich the discussithat are based on the two years data, this
sub-section comparatively analyses the status itif blealthcare indicators in Katsina State with
the regional and national status of child healthdadicators. Figure 2 below presents national,
regional and Katsina State under-five mortalitgsat

Figure 2: National, Regional and State-Level Unéére Mortality Rates in Katsina State
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Source:National and Regional Data computed from 2008 a@ti®?National Demographic and
Health Surveys (NDHS) of the National PopulationmBussion; 2008 figure for Katsina
State computed from Baseline Survey of PartneffshiRevival of Routine Immunisation in
Northern Nigeria (2009); while 2013 figure for Kata State was computed from Primary
Health Care Under One Roof Implementation Scored¢trdeport of the National Primary
Health Care Development Agency (NPHCDA)

Under-five mortality rate is usually estimated frahre average number of children who died

before their fifth birthday. It is usually calcutéat as number of children who could not reach their
fifth birthday in 1,000 children born alive. Thiategory of mortality includes those that died as
newborns, infants and others before age five. Eiguabove is based on available data mostly
generated through the 2008 and 2013 National Despbgr and Health Surveys (NDHS) of the

National Population Commission and other documtrasreport other household surveys.
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From Figure 2 above, we observe as at 2008, Nigeria country recorded under-five mortality
rate of about 141 under-five child deaths in evE§00 live births. This means that about 141
children in every set of 1,000 children born in &lig died before getting to their fifth birthday in
2008. The number also represents 14.1 percentddrtfive child deaths when expressed in terms
of percentage of the total number of under-fivddren born in Nigeria.

There are six geopolitical regions in Nigeria, @fitwhich is North West geopolitical region.
Figure 2 above also shows that as at 2008, Northkt \gkopolitical region of Nigeria recorded an
average under-five mortality rate of 217 under-fdeaths in every 1,000 live births. This number
represents 21.7 percent of under-five populatiolNigeria that died before their fifth birthday.
The 2008 under-five mortality rate of 217 undesefideaths in every 1,000 live births in North
West geopolitical region of Nigeria was higher bdyoat 54 percent than the national average
under-five mortality rate of 141 under-five deaithevery 1,000 live births in the same 2008.

Katsina State is one of the seven States in théhNWest geopolitical region of Nigeria. As at

2008, Katsina State recorded an average undemiiwgality rate of 271 under-five deaths in

every 1,000 live births. This number implies th@t12percent of all the children born in Katsina
State died before their fifth birthday in 2008. Guaratively, the 2008 average under-five
mortality rate of 271 under-five deaths in ever§QD, live births in Katsina State was higher by
about 24.9 percent than the 2008 average undemfmeality rate of 217 deaths in every 1,000
live births recorded in North West region of NigeriWWorse still, when the situation in Katsina
State is compared with the national average ratet @ revealed. The 2008 average under-five
mortality rate of 271 deaths in every 1,000 livahs in Katsina State was higher by about 92.3
percent than the 2008 national average under-fiogatity rate of 141 deaths in every 1,000 live
births recorded in Nigeria.

At the national level, Nigeria recorded an averagder-five mortality rate of 117 deaths in every
1,000 live births in 2013. The 2013 mortality reg¢presents a decline of about 17.25 percent from
the under-five mortality rate of 141 deaths in gv&j000 live births recorded in the country in
2008. In the same way, the North West geopolitiegion of Nigeria also recorded a decline in
under-five mortality rate in 2013. The region retad an average under-five mortality rate of 185
deaths in every 1,000 live births in 2013. The 268dional mortality rate represents a decline of
about 14.7 percent from the under-five mortalitieraf 217 deaths in every 1,000 live births
recorded in the geopolitical region as at 2008imMsressive as the decline in the regional under-
five mortality rate between 2008 and 2013, it isadly important to compare the 2013 under-five
mortality rate of the geopolitical region with tB813 national under-five mortality rate. The 2013
under-five mortality rate of 185 deaths in everQQD, live births recorded in the North West
geopolitical region of Nigeria was higher by ab&®.7 percent than the national under-five
mortality rate of 117 under-five deaths in eve®QD, live births in the same 2008.

Similarly, Katsina State also recorded a declinaimder-five mortality rate in 2013. The State
recorded an average under-five mortality rate & @@aths in every 1,000 live births in 2013. The
under-five mortality rate recorded by Katsina State2013 represents a decline of about 17
percent from the under-five mortality rate of 2#aths in every 1,000 live births recorded in the
State as at 2008. This level of decline within ge&f period can be considered impressive.
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However, it is important to compare the 2013 urfder-mortality rate of Katsina State with the
regional and national 2013 under-five mortalityegatThe 2013 under-five mortality rate of 225
deaths in every 1,000 live births recorded in Ketsstate was higher by about 21.6 percent than
the 2013 under-five mortality rate of 185 deatlorded by the North West geopolitical region of
Nigeria. The 2013 under-five mortality rate of 2@®aths in every 1,000 live births recorded in
Katsina State was equally higher by about 93 péritem the 2013 national under-five mortality
rate of 117 under-five deaths in every 1,000 liwéhb.

It is imperative to emphasise that globally, Nigemas ranked as the sixth worst country on the
basis of very poor level of under-five mortalitggan 2018 It is important to observe that the
ranking was based on the 2015 national under-fieetatity rate of 108.8 deaths in every 1,000
live births. Recall that as at 2013 when the naiiamder-five mortality rate stood at 116.6 deaths
in every 1,000 live births that the regional untiee- mortality rate of North West geopolitical
region in Nigeria was higher than the national agerby about 58.66 percent to stand at 185
deaths in every 1,000 live births. Recall also thahe same 2013 when the national under-five
mortality rate stood at 116.6 deaths in every 1,008 births that under-five mortality rate in
Katsina State was higher than the national avelbggabout 92.97 percent to stand at 225 deaths
in every 1,000 live births. It is equally importaitemphasise that as at 2012, Sierra Leone was
ranked the worst globally in terms of poor undeefmortality rate of 182 deaths in every 1,000
live births'®. Based on the above, it is clear that the worshall record of under-five mortality
rate in 2012 was still better than the 2013 reaofrdinder-five mortality rate in North West
geopolitical zone of Nigeria. There is no point g@aring the under-five mortality rate of Katsina
State in 2013, which stood at 225 with the globaistrecord of under-five mortality rate in 2012
as recorded in Sierra Leone at 182 deaths per 1i@births.

Discussing under-five mortality in terms of itsgah every 1,000 live births only can make the
issue less weighty as it should have been. Thespecially the case when the volume of crude
births in the society under discussion is not kndyrthe reader. There is therefore need to relate
the discussion on under-five mortality in Katsin@t8 to the nominal figures that represent the
real number of children born in Katsina State alaf® did not cross their fifth birthday before
their deaths.

To be able to do this, it is important to look #dtistical figures on under-five mortality. As
usually the case in many developing societies efwibrld, generating accurate data is usually a
difficult task. This can weaken any effort in cangy out evidence-based research that depends on
such statistical figures. It is true that there @mpeaccurate annual records of the total number of
crude births in Katsina State that can help usudsainder-five mortality in its nominal value, yet
we can glean some information from available saincerder to discuss the subject matter.

We can estimate the total population of KatsinateStzased on the ratio of Katsina State’s
population in the 2006 national population censgigré and the annual population growth rate of
Katsina State as presented by the National Popual&@bmmissioff. First of all, the World Bank

14 World Health Organisation (WHO)’s World Health @stics 2016: Monitoring Health for the SDGs.
15 World Health Organisation (WHO)’s World Health Sitics 2014.
18 Annual Abstract of Statistics 2012 of the NatioBateau of Statistics, Abuja, Nigeria.
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estimates the total population of Nigeria to stahd51,115,683 as at 2008. Using the calculated
ratio of 4.1 percent of Katsina State’s populaiiothe total national population as at 2006, it can
as well be estimated that Katsina State’s totalufaijpn stood at about 6,195,743 as at 2008.
Again, the World Bank estimates the total populatad Nigeria to stand at 172,816,517 as at
2013. Using the calculated ratio of 4.1 percenKafsina State’s population in the total national

population as at 2006, it can as well be estim#tatl Katsina State’s total population stood at

about 7,085,477 as at 2013.

In the same way, we can estimate the under-fivellatipn of Katsina State based on the national
ratio of under-five children given in the 2006 watal population census figure as presented by
the National Population Commission. The record dated the national ratio of under-five
children as 16.09 percent of the total populati®@te2006. Using the same ratio for Katsina State,
we can as well estimate that Katsina State’s ufiderchildren’s population stood at about
996,895 children (i.e. 16.09% of 6,195,743 KatsBiate’s total population) as at 2008. In the
same way, we can estimate that Katsina State’srifivéechildren’s population stood at about
1,140,053 children (i.e. 16.09% of 7,085,477 Katshtate’s total population) as at 2013.

Figure 2 above reveals that as at 2008, undersfieetality rate in Katsina State stood at 271
deaths in every 1,000 live births. This represaiisut 27.1 percent of all the children below the
age of five that died only in 2008. The nominalueabf this level of under-five mortality rate is
that 270,158 under five children were lost in KaasBtate as at 2008 alone. Similarly, the same
Figure 2 above reveals that as at 2013, underfivetality rate in Katsina State stood at 225
deaths in every 1,000 live births. This represanisut 22.5 percent of all the children below the
age of five that died only in 2013. The nominalueabf this level of under-five mortality rate
sums up to about 256,511 under five children thereviost in Katsina State as at 2013 alone.

3.3 MATERNAL HEALTHCARE INDICATORS IN KATSINA STATE

Maternal mortality rate is an indicator for assegdihe extent to which a society has deepened
maternal healthcare. Unlike infant and under-fivertality rates that are calculated per 1,000 live
births, maternal mortality rate is calculated p@0,000 live births. As was observed in the cases
of infant mortality and under-five mortality dis@isns, there are no time series data on these
indicators for Katsina State. This made our discus be based on 2008 and 2013 figures that
are available. In the same way, the discussion atemmal mortality rate is also based on the
available data for only 2008 and 2013. Observatfoome available sources of data are graphically
presented in Figure 3 below:

We cannot effectively discuss infant and child trezdre issues in any society without proper
attention given to the issues around maternal Inesde in the same society. It is true that the
future of any people in any society depends largelythe status of the society’s replacement
population (i.e. infants and children), howeveesh children must be borne by some mothers. It
therefore follows that the future of any societypeleds largely on the safety and health status of
the mothers or women within the reproductive ageg wust give birth to the children that will
replace that adult populations in the future. Bplication, the future of Katsina State depends on
the status of maternal healthcare services in thie &t the present time.
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Figure 3: National and State-level Maternal MortglRatio in Katsina State
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Source: National (NDHS) Data computed from 2008 and 2013idwal Demographic and
Health Surveys (NDHS) of the National Populationn@assion; National (WB) Data
computed from World Development Indicator Databahkhe World Bank 2015; 2008
figure for Katsina State computed from Katsina &t8trategic Health Development Plan
2010-2015; and 2013 figure for Katsina State coragdtom Maternal Death Review in the
Northern States under the Midwives Service Sche0d] of the National Primary Health
Care Development Agency (NPHCDA)

To show that maternal healthcare is so importatitéaglobal community, the issue form the fifth
Goal of the eight (8) MDGs. Just as the MDGs wemaiag to their deadlines in 2015, the global
leaders gathered again to conceptualise anothgrtéym development goals for every society in
the world. These long term development goals, atiserknown as the Sustainable Development
Goals (SDGs) have their deadlines set at 2030. if@ans that the goals are expected to be
achieved between of 2015 and 2030. Just like Gazfl the MDGs, Target 1 of Goal 3 of the
SDGs of 2015 — 2030 focuses on the subject of maltéealthcare and maternal mortality issues.
This goes a long way in buttressing the fact thatemmal healthcare issues have continued to be
prominent in every discussion on the health of gingn society.

From Figure 3 above, we can easily compare thermadtmortality rate in Katsina State with the

maternal mortality rate in Nigeria. Given that di#nt sources of information report different

levels of maternal mortality rate in Nigeria, wgoet two levels and their sources. This explains
why the national maternal mortality rates are shawwo different bars in Figure 3 above.

Drawing from available information gathered frone tNational Demographic and Health Survey
of the National Population Commission of NigeriaDfNS-NPC), Figure 3 above reveals that as
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at 2008, Nigeria as a country recorded maternakatity rate of about 545 maternal deaths in

every 100,000 live births. This means that abodt fbthers in every set of 100,000 mothers that
delivered live babies died in the process of chédring or as a result of complications emanating
from child-bearing. This number also representsA®.percent of all pregnant women that

delivered their live babies died as a result of pbheations emanating from the delivery process
when expressed in terms of percentage of the totadber of pregnant mothers who delivered
their live babies in Nigeria in 2008.

Drawing also from available information gathereanfrthe World Development Indicators of the

World Bank (WDI-WB), Figure 3 above also revealattlas at 2008, Nigeria as a country
recorded maternal mortality rate of about 829 nmatedeaths in every 100,000 live births. This
means that about 829 mothers in every set of 100n@&hers that delivered live babies died in
the process of child bearing or as a result of dmajons emanating from child-bearing. This

number also represents 0.829 percent of all preagmamen that delivered their live babies died
as a result of complications emanating from thavedge} process when expressed in terms of
percentage of the total number of pregnant motivbis delivered their live babies in Nigeria in

2008.

There are no records of regional maternal mortadiéya that can be used in comparing the
national level of maternal mortality rate with theaternal mortality rate in North West
geopolitical region. This is why Figure 3 above whoonly the national level of maternal
mortality rate and that of Katsina State. As at&®atsina State recorded an average maternal
mortality rate of 874 maternal deaths in every @00, live births. This means that about 874
mothers in every set of 100,000 pregnant mothexsdélivered live babies died in the process of
child bearing or as a result of complications entiagafrom child-bearing. This number also
implies that about 0.874 percent of all pregnanineo that delivered their live babies died as a
result of complications emanating from the delivprgcess in Katsina State of Nigeria in 2008
alone.

Similarly, available information gathered from tA813 NDHS-NPC and presented in Figure 3
above reveals that as at 2013, Nigeria as a couvatgrded maternal mortality rate of about 576
maternal deaths in every 100,000 live births. Thesans that about 545 mothers in every set of
100,000 mothers that delivered live babies diethe process of child bearing or as a result of
complications emanating from child-bearing. Thisnier represents an increase of 5.69 percent
from the 2008 record of 545 maternal deaths inye®@0,000 live births in Nigeria as gathered
from the 2008 NDHS-NPC.

On the other hand, available information gathemeunfthe 2015 WDI-WB and presented in
Figure 3 above reveals that as at 2013, Nigeria esuntry recorded maternal mortality rate of
about 821 maternal deaths in every 100,000 liveh&irThis means that about 821 mothers in
every set of 100,000 mothers that delivered livieidsmdied in the process of child bearing or as a
result of complications emanating from child-begrin 2013. The 2013 maternal mortality rate
represents a decline of 5.69 percent from the 2008rd of 829 maternal deaths in every 100,000
live births in Nigeria as gathered from the sam&320/DI-WB.
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Similarly, Katsina State also recorded a sharpidedh maternal mortality rate in 2013. The State

recorded an average maternal mortality rate of &&&hs in every 100,000 live births in 2013.

The 2013 maternal mortality rate recorded by Katshtate represents a decline of about 36.84
percent from the maternal mortality rate of 874tldsan every 100,000 live births recorded in the

State as at 2008. This rate of decline represeats than 7 percent annualised rate of decline in
maternal mortality ratio in Katsina State betwe®0& and 2013. It is therefore an impressive

level of decline in maternal mortality in any sdgiwithin a 5-year period.

It is interesting to observe that as at 2008, malenortality rate in Katsina State was higher than
the national average maternal mortality ratio bashestimated through the NDHS-NPC and as
estimated in the WDI-WB. Comparing maternal motyalatio in Katsina State with the national
average mortality ratio published in the NDHS-NR\, observe that the 874 maternal deaths in
every 100,000 live births recorded in Katsina Steteat 2008 was higher by about 60.37 percent
than the average of 545 maternal deaths in eve®yOQO live births recorded in Nigeria as at
2008 alone. Furthermore, comparing maternal moytaditio in Katsina State with the national
average mortality ratio published in the WDI-WB, wbserve that the 874 maternal deaths in
every 100,000 live births recorded in Katsina Steeat 2008 was higher by about 5.43 percent
than the average of 829 maternal deaths in evedyOQO live births recorded in Nigeria as at
2008 alone.

It is even more interesting to observe that aaB2maternal mortality rate in Katsina State was
much lower than the national average maternal riyrtaatio both as estimated through the
NDHS-NPC and as estimated in the WDI-WB. Companmagternal mortality ratio in Katsina
State with the national average mortality ratio |lghed in the NDHS-NPC, we observe that the
552 maternal deaths in every 100,000 live birtitonmded in Katsina State as at 2013 was lower
by about 4.17 percent than the average of 576 nwdteteaths in every 100,000 live births
recorded in Nigeria as at 2013 alone. Furthermmyemparing maternal mortality ratio in Katsina
State with the national average mortality ratiolhied in the WDI-WB, we observe that the 552
maternal deaths in every 100,000 live births reedroh Katsina State as at 2013 was lower by
about 32.76 percent than the average of 821 matdeashs in every 100,000 live births recorded
in Nigeria as at 2013 alone.

It is true that the average maternal mortalityorati Katsina State was still higher than the MDGs
target of reducing maternal mortality ratio down1®86 in Nigeria as at 2015, yet the rate of
decline in maternal mortality within the period2008 to 2013 was quite impressive. Should that
rate of decline be sustained over a period of 1) &dditional years, maternal mortality ratio in
Katsina State will become very insignificant tode object of concern and discussion. However,
discussing maternal mortality only in terms ofrésio in every 100,000 live births can make the
issue less burdensome than should have been.sTéspecially the case when the impressive rate
of decline in maternal mortality ratio in Katsingate is considered in the discussion. Therefore,
there is the need to shift the discussion on matenortality in Katsina State from its ratio in
every 100,000 live births to the nominal figuretibé number of maternal deaths recorded in the
State as a result of child delivery-related congtlans.
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In order to achieve this goal, it is important tmk at statistical data on maternal mortality. As

usually the case in many developing societies efwbrld, generating and keeping accurate data
are very difficult tasks. Therefore, there are wouaate annual records of the total number of
maternal deaths in Katsina State that can helpsgsistk this issue in its nominal value. However,

we rely on estimates that we generate from avalpbpulation data.

First of all, we estimate the total population cit&ina State based on the ratio of Katsina State’s
population in the 2006 national population censgsré and the annual population growth rate of
Katsina State as presented by the National Popual&iommission. Doing this, we rely on the
World Bank estimate of the total population of Nigequoted to be 151,115,683 as at 2008.
Using the calculated ratio of 4.1 percent of KasiBtate’s population in the total national
population as at 2006, it can as well be estim#tatl Katsina State’s total population stood at
about 6,195,743 as at 2008. Again, the World Bastkmaites the total population of Nigeria to
stand at 172,816,517 as at 2013. Using the cadmliledtio of 4.1 percent of Katsina State’s
population in the total national population as @0&, it can as well be estimated that Katsina
State’s total population stood at about 7,085,47#&t2013.

Secondly, we estimate the total population of Womvéhin the reproductive age in Katsina State
based on the national ratio of this group of thpypation given in the 2006 national population
census figure as presented by the National Popuald@@iommission. The record calculated the
national ratio of women within the reproductive aggs 24.9 percent of the total population as at
2006. Using the same ratio for Katsina State, we as well estimate that Katsina State’s
population of women within the reproductive ageost@t about 1,542,740 female persons (i.e.
24.9% of 6,195,743 Katsina State’s total populgtemat 2008. In the same way, we can estimate
that Katsina State’s population ratio of women withhe reproductive age stood at about
1,764,283 female persons (i.e. 24.9% of 7,085,4@i&iKa State’s total population) as at 2013.
However, we can argue that it was not all the 1,542 female persons within the reproductive
age that were pregnant in 2008. We may also argaeit was not all the 1,764,283 female
persons within the reproductive age that were megm 2013. It may therefore be difficult to
estimate accurately the number of women that deld/¢heir babies in either 2008 or 2013. To
help us resolve this, we use available informafrom the databank of Maternal, Newborn and
Child Health Programme (MNCH2) of the Northern NigeThe databank shows that there were
377,904 live births in Katsina State in one ye@043. Using the number of deliveries in Katsina
State in 2013, we can safely estimate that 3,30Ben® (0.874 percent of 377,904 mothers) lost
their lives in 2013 during child birth or as a riesaf complications emanating from child delivery
processes.

It can be argued that the sharp reduction in matenortality ratio in Katsina State between 2008
and 2013 was as a result of improved maternal lezak services. This is especially the case
when Figure 3 above shows that maternal mortastiorin Katsina State declined even to be
lower than the national level of maternal mortatdyio as at 2013. However, only an enquiry into
other indicators of maternal healthcare servicdsatsina State can confirm this argument.

MNCH Standards and Katsina State Budgets 2010-2015 Page 28



3.4 PENETRATION OF PREVENTIVE AND CURATIVE MEASURES AGAINST
INFANT, UNDER-FIVE AND MATERNAL MORTALITY IN KATSIN A STATE

To be able to discuss the issue of penetratiorr@fgmtive and curative measures against infant,
under-five and maternal mortality in Katsina Staver the period of 2010 — 2015, it is important

to look at the availability of human resources #&adllities for healthcare services in the State.

The first aspect of the discussion is on the alditg of human resources. This is very important

as proper healthcare services can only be rendeyethe trained personnel for healthcare

services. Table 2 below shows the ratio of healthparsonnel to the population that needs their
services in Katsina State. This is based on therderetrieved from the Katsina State Strategic
Health Development Plan (2010 — 2015).

Table 2: Distribution of Katsina State HealthcareelPsonnel to Population Ratio

Type of Healthcare Personnel Number of Persons pétealthcare Personnel
Doctors 43,234
Pharmacists 157,009
Nurses/Midwives 6,978
Laboratory Technologists 170,467
Pharmacy Technicians 75,523
Dental Technologists 5,966,355

Source:Katsina State Strategic Health Development Plar022Q15;

Except for complicated cases, Nurses and Midwivestlze most important and most available
healthcare personnel in many rural communitiess Thusually because of their level of training
and availability in many rural communities. Howev@iable 2 above shows that Nurses and
Midwives are still in short supply in Katsina Stalaue to their short supply in Katsina State, a
Nurse or Midwive is expected to take care of ab6®&78 persons who may have need of
maternal, newborn or child healthcare servicess ©§not to mention the likes of Pharmacists and
Laboratory Technologists, who have to take carel®7,009 and 170,467 persons in the
population respectively. The simple summary is thathigh level of infant, child and maternal
mortality may not be unconnected with the numberaihed healthcare service providers that are
available in Katsina State.

Apart from looking at the human resources avaiiighih Katsina State, it is equally important to
look at the availability of healthcare facilitieare the people can visit in times of needs. Table
below is a tabular presentation of the distributbdmealthcare facilities according to the 34 Local
Government Areas in Katsina State:

Table 3: Katsina State 34 LGAs Health Facilities Bategory and Ownership

S/ MC DIS |H/P |PRI |ALL

N | LGAs GH | CHC|HC |PHC | HIC |P OST |V Beds
1 | Daura 1 1 7 0 5 0 0 3 17 317
2 | Baure 1 0 6 0 34 0 0 0 41 134
3 | Maiadua 0 1 4 0 24 1 0 0 30 93
4 | Sandamu ( 1 4 1 19 0 0 1 26 115
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5 | Zango 0 1 6 1 1| 22 0 0 31 154
6 | Dutsamma 1 1 0 7 1 29 2 3 44 206
7 | Batsari 1 0 10 5 6 53 0 1 76 148
8 | Danmusa 1 1 0 3 0| 28 0 0 33 168
9 | Kurfi 1 0 1 2 23 0 1 0 28 351
26 2
3
10 | Safana 0 1 6 4 2 12 1 4
45 4
2
11 | Funtua 1 1 1 6 8 5 13 10 4
12 | Dandume 0 1 5 0 9 16 0 2 33
13 | Faskari 0 1 2 3 5 39 0 1 ol 582
14 | Sabuwa 0 1 1 5 24 0 1 0 32 412
15 | Katrina 4 0| 12 1| 19 3 1| 17 S7 656
16 | Batarawa 1 1 0 2 12 31 0 1 48 407
17 | Jibia 1 0 3 4 1 31 2 1 43
18 | Kaita 0 1 3 2 24 2 0 0 32 168
19| Rimi 1 0 3 5 3 18 0 0 30 107
20 | Kankia 1 0 6 4 8 10 5 1 35 236
21| Ingawa 1 0 6 1 32 0 19 0 59 236
22 | Kusada 0 1 6 6 21 0 0 0 34 920
23 | Musawa 1 0 4 1 52 0 0 0 58 244
24 | Matazu 0 1 4 3 23 0 0 0 31 88
25| Mani 1 0 9 41 11 0| 14 0 39 187
26 | Bindawa 0 1 5 4 3 37 0 0 50 288
27 | Charanchi 0 1 8 3 o| 37 0 0 49 89
28 | Dutsi 0 1 15 2 7 5 0 0 30 700
29 [ Mashi 0 1 6 2 33 0 0 0 42 152
Malumfash 63
3011 2 0 1 7 33 0 14 6 427
31 | Bakori 0 1 4 5 46 0 16 2 74 186
32 | Danja 0 1 0 2 3 35 0 0 41 189
33 | Kafur 0 1 1 2 7 35 4 0 50 385
34 | Kankara 1 0 1 2 7 35 4 0 50 177
TOTAL 21 22| 154 101| 518 460| 102 50 1,428 9180

Source:Katsina State Strategic Health Development Plar022Q15;

Key to the Abbreviations in the Table:
GH = General Hospital,
CHC = Community Health Centres;
MCHC = Maternal and Child Healthcare Centres;
PHC = Primary Healthcare Centre;
H/C = Health Clinics;
DISP = Dispensary;
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H/POST = Health Post;
PRIV = Private Hospitals/Clinics.

The total population of Katsina State as showrhediscussion on maternal deaths stood at more
than 7 million persons as at 2013. In Katsina Staere are a total of about 21 General Hospitals;
22 Community Health Centres; 154 Maternal and CHhilhlth Centres; 101 Primary Health
Centres; 518 Health Clinics; 460 Dispensaries; H82lth Posts; and 50 Private Hospitals/Clinics.
All these sum up to a total of 1,428 health fae#it Looking at the nature of health issues under
discussion, we can say that there were only abs6t tiealth facilities that are dedicated to
maternal, newborn and child healthcare matters.sHmee source of information estimated that 4
percent of Katsina State total population are it§a20 percent under-five children, and 22
percent are women between the ages of 15-49 yegmofuctive age). This means that about 42
percent of Katsina State total population amountm@,975,900 mothers and children should
utilise the available 255 healthcare facilitieshe State.

Having seen the depth of need for improved humahnaaterial resources for maternal and child
health services in Katsina State, it is equally onignt to also look at the indicators of
improvement in the penetration and reach of hesdttvices to the people in need. As we noted
earlier in this section, there is dearth of dataViCH indicators. As a result of the dearth of data
and information on annual basis concerning thel lei/@nprovement that has been recorded on
MNCH issues in Katsina State, this sub-sectioresefjreatly on data collected for only 2008 and
2013 periods. These two data points are believéx tsirong enough to allow for conclusions on
improvements or otherwise of the indicators of choin this Study. In many cases, this sub-
section tries to do a comparative analysis of #éwell of improvement recorded in Katsina State
with what has happened in other Northern Statégéigdria. In order to justify the choice of States
that compare with Katsina in the course of thisdgtuve have carefully chosen Yobe and
Zamfara States. Just like Katsina State, theseStates have received interventions in the area of
MNCH care systems through the Partnership for Regi\Routine Immunisation in Northern
Nigeria; (PRRINN-MNCH) with financial support frorthe UK Department for International
Development and the Royal Norwegian Ministry of étign Affairs. It therefore makes sense to
compare Katsina State with other States that hiavéas background before intervention in order
to understand how the interventions and other rogres of the State Governments and donor
agencies have impacted on the indicators of immtonaternal, newborn and child healthcare.

Figure 4 below presents the level of coverage ofimisation programmes in Katsina State:
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Figure 4: Immunisation Coverage in Katsina State
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Source:Final Report 2013 — Better Maternal, Newborn & @hHealth in Northern Nigeria, of
Partnership for Reviving Routine Immunisation inrflern Nigeria; Maternal, Newborn
and Child Health Initiative (PRRINN-MNCH)

From Figure 4 above, it is clear that even the gores of heavy interventions in the area of
MNCH in Katsina, the penetration and reach of imrsation programme in the State still

remains very low. As at 2008, only about 2.5 peradrall the under-five children that should

receive their full immunisation doses had receitlem. This is even worsened by the fact that
only about 1.7 percent of the children had beerhed with the vaccine for third phase of
Diphteria, Tetanus, and Pertussis (DPT 3).

There were improvements in the coverage of the inmigation programme based on Diphteria,
Tetanus, and Pertussis (DPT 3) vaccines in 208nFhe 1.7 percent coverage, the programme
reached to more children, thereby increasing theereme to about 14.6 percent of the children
that should be immunised. On the other hand, fulhunisation coverage also received some
improvements. From the 2.5 percent coverage redorge 2008 in Katsina State, full
immunisation programme improved its coverage taiatt8.4 percent in 2013.

Comparing Katsina State experience with the nalil@val of coverage, we observe that as at the
2008 when Katsina State recorded 1.7 percent cggemad penetration of DPT 3 coverage, the
national record shows that Nigeria experienced [BPdoverage of 35 percent. Also, DPT 3
coverage in Katsina State was 14.6 percent inahees2013 when the level of coverage of DPT 3
immunisation nationwide stood at 38 percent ofttadl children that should duly be immunised.
The case of full immunisation is not much differémm the case of DPT 3 vaccination. At the
national level, up to 23 percent of all the chitdwender five years old had been fully immunised
with the basic vaccines in 2008, whereas in KatSitae, only about 2.5 percent of the children
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within the appropriate age range had been covel#d thve basic vaccines in the same year.
Similarly, there were improvements in both the o coverage and Katsina State coverage in
2013. Full immunisation coverage in Katsina Stat@roved from 2.5 percent in 2008 to 18.4
percent in 2013, whereas at the national level, ifnmunisation coverage improved from 23
percent in 2008 to 25 percent in 2013.

It is important at this point to stress the facttii8.4 percent coverage of full immunisation
programmes in Katsina State as at 2013 implieslésatthan one-fifth of the under-five children

are fully immunised against all the vaccine-preabtd diseases. This level of immunisation
coverage goes a long way in explaining the highewfide mortality rate recorded in Katsina

State as shown in Figure 2 above. There is thexefoe need to improve on the coverage of
routine immunisation programmes and to ensure dlathe children within the requisite age

group fully get immunised.

Figure 5: Comparison of Percentage of Children NERMBEimunised in Three Northern States
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Source:Final Report 2013 — Better Maternal, Newborn & G@hiiealth in Northern Nigeria, of
Partnership for Reviving Routine Immunisation inrfern Nigeria; Maternal, Newborn
and Child Health Initiative (PRRINN-MNCH)

Having seen how low full immunisation coverage iat&{na State has been over the years, it is
equally important to discuss the case of omittgoupettion of children. Figure 5 above shows the
proportion of children that are never immunisedirgfaany vaccine-preventable disease. The
Figure reveals that as at 2008, up to 75.2 perckatl the under-five children in Katsina State
never got a single dose of immunisation/vaccinatiurthermore, the Figure equally reveals that
as at 2008, up to 80.3 percent of all the under-tinildren in Yobe State never got a single dose
of immunisation/vaccination, just as 83.3 percenalbthe under-five children in Zamfara State
never got a single dose of immunisation or vacematHowever, with the interventions through
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PRRINN-MNCH and others, there was a sharp declinthé proportion of children that were
never immunised against any form of vaccine-preatgetdisease in Zamfara State in 2013. From
the 83.3 percent in 2008, the percentage of under¢hildren that were never immunised
declined by 60.02 percent in 2013 to stand at B8r8ent of the under-five children population in
Zamfara State. With the same forms of intervention8amfara State, the record in Katsina State
marginally declined by 19.02 percent from the 7aePcent in 2008 to 60.9 percent in 2013, just
as the record in Yobe State marginally declinedl6y19 percent from 80.3 percent in 2008 to
67.3 percent in 2013,

To attain the fifth goal of the MDGs, there wasrgased awareness campaign in favour of
maternal health, with much emphasis on increasedrmal health literacy. It is therefore rational
to expect that the proportion of pregnant women wdueived antenatal care from skilled birth
attendants would increase. Figure 6 below grapigaesents the experiences of Katinsa, Yobe
and Zamfara States in this regard:

Fig 6: Pregnant Women receiving Antenatal Care fi®killed Birth Attendant (%)
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Source:Final Report 2013 — Better Maternal, Newborn & @hHealth in Northern Nigeria, of
Partnership for Reviving Routine Immunisation inrflern Nigeria; Maternal, Newborn
and Child Health Initiative (PRRINN-MNCH)

Antenatal care is to pregnant women what immurosais to under-five children. Just as

immunisation protects the child from some knownedses, antenatal care from skilled birth
attendants helps to forestall any complication thatild have otherwise happened during child
delivery. Figure 6 above shows that as at 2008; abbut 13 percent of all the pregnant women
in Katsina State received antenatal care fromeskibirth attendants. The record was not much
better in Zamfara State in the same 2008, as dydutal4 percent of all the pregnant women in
the State received antenatal care from skillednhbattendants. As at 2008, Yobe State was
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exemplary to the other two States in terms of trap@rtion of pregnant women that received
antenatal care from skilled birth attendants. Ab®@itpercent of all the pregnant women in the
State received antenatal care from skilled birteratants in Yobe State as at 2008. However, the
situation upturned in 2013. Instead of recordingimprovement in the proportion of pregnant
women who received antenatal care from skillechkattendant, Yobe State recorded a decline of
8.33 percent from the 36 percent of all the pregmaymen in the State that received antenatal
care from skilled birth attendants as at 2008 ty 88 percent of all the pregnant women in the
State that received antenatal care from skillethbattendants as at 2013. On the other hand,
Katsina State recorded an improvement in the ptaporof pregnant women who received
antenatal care from skilled birth attendants in2@&bm what was recorded in 2008. From 13
percent of all the pregnant women in 2008, aboup@zent of all pregnant women in Katsina
State received antenatal care from skilled birteratant in 2013. The improvement in Zamfara
State was not much different from the improvemenkKatsina State. From 14 percent of all the
pregnant women in 2008, about 23 percent of alymmat women in Zamfara State received
antenatal care from skilled birth attendant in 2013

All the above discussions drawn from Figure 6 ab@weal that as at 2013, less than one quarter
of all pregnant women received antenatal care fskithed birth attendants in Katsina State. This
means that more than 75 percent of pregnant wotilepagronised the unskilled birth attendants
with its attendant risks. This may explain the cgabehind the high maternal mortality rate in
Katsina State.
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Chapter Four
RECONCILING THE BUDGET WITH THE STANDARDS

4.1 ALLOCATIONS TO THE HEALTH SECTOR

The health sector has continued to receive atteritam African leaders. As a result, there is a
general consensus agreed in Airija Declarationthat to be able to meet up the health needs of
the people, every government should set aside dp fwercent of its annual budget for the health
sector. This Chapter therefore investigates howatireual budget provisions of Katsina State for
the years 2010 to 2015 have complied with the amws® This is done with the intention of
finding out how the MNCH budgets of the governmieawve reflected the maternal, newborn and
child healthcare needs of Katsina citizens. Tabhkeldw shows the budgetary allocations to the
health sector between the years 2010 to 2016 irsikatState and their variances from
international and national standard expectations.

Table 4: Proportion of Katsina State’'s Health SectAllocation and Shortfalls in the 15%
Benchmark to Health Sector

Year Total Budget Health Allocation | As % of | As 15% of Total Variance from
() N) Total ) 15% Benchmark
Budget N)

2010 82,227,683,87D 6,087,868,304 7.40 12,334,152,581 6,246,284,274
2011 99,959,815,066 6,349,663,41( 6.35 14,993,972,26( 8,644,308,85(
2012 113,956,769,180 8,480,510,274 7.44 17,093,515,377 8,613,005,107
2013 114,171,627,790 6,271,368,58( 5.49 17,125,744,169 10,854,375,589
2014 113,344,392,180 6,541,084,52( 5.77 17,001,658,827 10,460,574,307
2015 110,069,841,170 7,052,816,174 6.41 16,510,476,176 9,457,660,001

Totals 40,783,311,26 95,059,519,38¢ 54,276,208,123

Source: Approved Budgets of Katsina State 2010 — 2015.

From Table 4 above, the budgetary allocations & hbalth sector hovered between 5 and 7
percent of the total budget of Katsina State. I6\&a average of 6.48 percent over theysiars.
The proportion of Katsina State’s budgetary allmrato the health sector fell much below the 15
percent benchmark, in all the cases, the allocatvweere less than half of what should have been
allocated to the sector should the 15 percent beadh be complied with. With a total health
allocation of,087,868,305 in 2010, Katsina State recorded iavee ofP6,246,284,276 from
the N12,334,152,581 that the State should have alloctiethe health sector supposing it
complied with the 15% allocation benchmark. Thaltbudgetary allocations of Katsina State to
the health sector for the period 2010 — 2015 surnod#0,783,311,265, whereas the State should
have allocated the total sum-951059,519,388 to the sector within the period umeigiew. This
created a total variance o5K,276,208,123 in the budgetary allocation of theteSto the health
sector.

It is a known fact that it is one thing to make fetary allocations to a sector and another thing to
actually spend the money as budgeted. This is edlyethe case in societies where budgets are
not accorded the kind of respect they should berded as appropriation laws of the states and

MNCH Standards and Katsina State Budgets 2010-2015 Page 36



nations. We therefore turn to discuss the ratenplementation of the budgetary allocations to the
health sector of Katsina State in the light of #féect of such implementation on MNCH
programmes in the State.

Table 5: Katsina State’sHealth Capital Budget Allocation and Health Capit&eleases 2010
- 2015

Year | Approved Capital Health Health Actual Capital Health Actual Capital Releases as %
Budget (N) Releases-{\ of Health Capital Budgets

2010 3,456,332,97( 2,186,578,917 63.27%
2011 2,501,332,97( 616,424,071 24.65%
2012 2,706,057,97( 1,771,195,766 65.46%
2013 1,715,164,555 497,557,743 29.01%
2014 1,994,880,495 1,459,834,027 73.18%
2015 1,856,890,19(

Total 14,230,659,15( 6,531,590,519 Average for 5 years: 51.11%

Source: Approved Budgets of Katsina State 2010 — 2015.

Table 5 above reveals that actual health sectdtatdpdget releases were usually much lower
than the budgeted amounts. The highest rate olemghtation of the capital budget of the health
sector in Katsina State was recorded in 2014 wherobthe=NL,994,880,495 budgeted for the
sector, up te4,459,834,027 was released. The released amoumirgscfor up to 73.18 percent
of the amount budgeted for the sector within thatipular year. On the other hand, the State had
the lowest rate of implementation of health seatapital budget in 2011 when out of the
N2,501,332,970 budgeted for the sector, only abeft@¥24,071 was released. The released
amount accounts for only 24.65 percent of the arndwdgeted for the sector within that
particular year.

In a nutshell, the period of 2010 — 2015 receivedtal health sector capital allocation that sums
up toNL4,230,659,150 only, with the total capital allécatto the sector for the period of 2010 —
2014 accounting for aboutl®,373,768,960 out of the said amount. Availablermation on
capital budget implementation of Katsina State theséctor also reveals that total health sector
actual capital releases sum up=t6,581,590,519 only. Within the five year period 26710 —
2014, the health sector actual capital releasgei@entage of health sector capital budget yielded
an annual average of 51.11 percent.

From all the discussions arising from Tables 4 &rabove, Katsina State Government has not
been allocating optimal resources to the healtlosebhat can help the State meet up the Abuja
Declaration and other standards for the realisatiotihe right to health of Katsina State citizens
and residents. Furthermore, since maternal, newdadnchild healthcare rights of the people are
derived from the overall rights to health of theplke, whatever deficiencies that are recorded in
the overall allocation to the health sector wouddirdtely affect the realisation of MNCH rights.
As though the paltry allocations to health secter r@ot problematic enough, the greatest budget
of the sector is that even the little allocatedeses to the health sector were not fully released
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for implementation of the health sector budgetshétrefore implies that the budget may not be a
good gauge of public expenditure in Katsina Steépgcially with respect to the health sector.

Apart from the differences that exist between thddeted amount and the amount actually spent
on the health sector of Katsina State, it is afspadrtant to compare the budgeted amount with
what the State has in its medium term health setggelopment plan. Katsina State’s Strategic
Health Development Plan 2010 — 2015 is a well dcaffevelopment plan for the health sector,

aimed at improving the health status of KatsinateStatizens. Table 6 below compares the

amounts estimated in the strategic developmentguanthe amounts in the annual budgets of the
State for the period of 2010 — 2015.

Table 6: Katsina State’sFinancing Plan for Strategic Health Development & and Katsina
State’s Health Sector Budgeted/Actual Allocation81®D — 2015

Estimated Cost of Financing Katsina State Health Sector Budget Performance in
Strategic Health Development Plan Katsina State 2010 — 2015
Approved Health Actual
Health Capital Capital
Priority Areas Cost 2010 — 2015 Year Budget (N) Releases{\
Leadership and Governange
for Health 434,001,273.1B
Health Service Delivery 28,132,587,027.09
Human Resources for Health 12,038,933,35%.65 2010 3,456,332,97Q0 2,186,578,917
Financing for Health 407,598,655.86 2011 2,501,332,97( 616,424,071
National Health Information
System 651,001,909.70 2012 2,706,057,97Q0 1,771,195,764
Community Participation and
Ownership 434,001,273.13 2013 1,715,164,555 497,557,743
Partnerships for Health 434,001,273)J13| 2014 1,994,880,49 1,459,834,027
Research for Health 868,002,546 27| 2015 1,856,890,19(
Total 43,400,127,313.48 Total 14,230,659,150 6,531,590,519

Source:Katsina State Strategic Health Development Plan0202015; and Approved Budgets of
Katsina State 2010 — 2015.

From Table 6 above, Katsina State estimated thataee the health status of the State from the
point where it was before 2010 to where it showddip 2015, a total sum ei48,400,127,313.48
would be spent in health sector capital expendstudd the projected amount, only the paltry sum
of N14,230,659,150 was allocated to health sector @agipenditures within the period of 2010
— 2015. The total sum of budgeted amount for hesdtttor capital expenditures within the period
represents only 32.79 percent of the amount pregetct be optimal for improving Katsina State’s
health sector between 2010 and 2015. Worse didl,amount budgeted was not spent on the
health sector. Out of the sum-e1#4230,659,150 allocated to health sector capia¢editures in
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Katsina State within the period of 2010 — 2015,yahle sum of$,531,590,519 was actually
spent for health sector capital expenditures witha period of 2010 — 2015. This leaves a lot to
desire in health sector financing in Katsina Statemproved health systems.

4.2 ALLOCATIONS TO PRIMARY HEALTHCARE: MNCH IN VIEW

The MNCH programme in the State is yet to assuneestatus of a health department. This
implies that the annual budget allocations to MN@té usually embedded in the department
where MNCH is currently classified. Currently, MNCehare system is classified under the
Primary Health Care Department of the Ministry oédtth. It therefore implies that MNCH
budgetary allocation is embedded in the budgetdogaion to Katsina State Primary Health
Care Development Agency. Therefore, this sectuews the extent to which Katsina State has
funded MNCH programmes in the State through théeSt&rimary Health Care Development
Agency’.

Table 7: Katsina State Budgetary Allocation to Prary Healthcare (Value and Proportion)

PHCDA
PHCDA Total
Year Total Allocatio
Allocation as | n as % of
Total Health PHCDA PHCDA PHCDA % of Total Total
Sector Recurrent Capital Total Health Budget
Allocation Allocation Allocation Allocation Sector Allocatio
Allocation n
2010 6,087,868,308 313,802,930 600,000,000 913,802,930 15.01% 1.11%
2011 6,349,663,410 313,431,530 600,000,000 913,431,530 14.39% 0.91%
1,103,522,78
2012 8,480,510,278 503,522,780 600,000,000 0 13.01% 0.97%
2013 6,271,368,580 494,238,580 50,000,000 544,238,580 8.68% 0.48%
2014 6,541,084,520 524,912,450 50,000,000 574,912,450 8.79% 0.51%
2015 7,052,816,178 525,192,285 233,936,365 759,128,650 10.76% 0.69%
2,675,100,55| 2,133,936,39 4,809,036,92 Average =| Average =
Total 40,783,311,26%55 5 0 11.77% 0.78%

Source: Approved Budgets of Katsina State 2010 — 2015.

Table 7 above reveals that the total allocationgritmary healthcare in Katsina State were only a
small fraction of the total allocation to the Statdealth sector. As at 2010, Katsina State
allocated only the sum 6£3.3,802,930 to primary healthcare. This amount mexecounts for
15.01 percent of all the allocations to the healglctor in 2010 alone, and at the same time
accounts for merely 1.11 percent of the total btatyeallocation of the State in 2010. Classifying
the total allocation to primary healthcare prograsnn Katsina State in 2010 into recurrent and
capital, we observe that greater proportion of 2080 allocation goes to capital expenditure
component of the allocation. This was a commendabte/e towards improved maternal,
newborn and child healthcare programmes in thee Stdbwever, after maintaining a constant

" The allocations to KATS-PHCDA are treated as apto PHC allocations of which MNCH is an integpairt.
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value for three years, capital expenditure all@ratd primary healthcare in Katsina State took to
a sharp downward movement in 2013 when it movedh f##600,000,000 in 2012 to merely
N50,000,000 in 2013 — a decline of over 90 percanbne year. Oscillating further, capital
expenditure allocation to primary healthcare indf@ State rose sharply in 2015 when it moved
up from mere<80,000,000 in 2014 to a whopping amount=@fR,936,365 in 2015 — an increase
of over 360 percent in one year.

Interestingly, total allocation to primary healthean Katsina State continued rising annually
between 2010 and 2012 before it crashed in 20E8nost 50 percent of the 2012 value. In the
same way, the proportion of total allocation tayary healthcare in total health sector allocation
in Katsina State gradually declined from 15.01 petan 2010 to 14.39 percent in 2011 and
further to 13.01 percent in 2012. However, the propn recorded a very sharp rate of decline
between 2012 and 2013 when it moved from 13.01egmérof total health sector allocation to

merely 8.68 percent of total health sector allasgtithough it slight moved up again to 10.76
percent of total health sector allocation in 200, the average, the proportion of primary
healthcare allocation stood at 11.77 percent af ttocation to the health sector of Katsina State
between 2010 and 2015.

The proportion of primary healthcare allocation total budget allocation of Katsina State
performed woefully. From 1.11 percent of total bedgllocation in 2010, the proportion of
primary healthcare allocation in total budget adliben of Katsina State declined to 0.97 percent in
2012. The proportion declined further to 0.48 peta# total budget allocation in 2013 before
moving up gradually to 0.69 percent in 2015. Onahwerage, the proportion of primary healthcare
allocation stood at 0.78 percent of total budgetcation of Katsina State between 2010 and 2015.

As we observed earlier, it is possible to rank ateStn Nigeria favourably on the basis of
budgetary allocations to the health sector withlmatking into the issue of implementation.
Looking into the issue of implementation of the getdmay deflate the rank that has earlier been
awarded. It is therefore one thing to make budgeddiocations to a sector and another thing to
actually release and spend the money as budgetbeé &ector. Therefore, it is equally important
to discuss the implementation of the budgetarycations to primary healthcare in Katsina State.
This will shed more light on the essence of lowfgrenances of all the indicators of MNCH in
Katsina State.

Table 8 below reveals that actual capital expeneliteleases to primary healthcare in Kaduna
State were persistently lower than the budgeteduaisp except for 2014 that the actual release
stood as an outlier. As at 2010, the total amodn&®00,000,000 was budgeted for primary
healthcare in Katsina State, and only the sum289N822,018 was released to the sub-sector. The
released amount accounts for only about 39.97 perckthe amount budgeted for primary
healthcare in the State within that particular yddue rate of implementation worsened further in
2011, when the total amount-e6080,000,000 was still budgeted for primary healtb¢a Katsina
State, and only the sum ef9N,980,647 was released to the sub-sector. Thasedeamount
represents only about 15.16 percent of the amautigdted for primary healthcare in the State as
at 2011.
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Table 8: Capital Budget Implementation in the Health Sectmrcluding MNCH

PHCDA Actual
Capital Releases PHCDA Actual
Total Health as % of Total Capital Releases
Sector Actual PHCDA Health Sector PHCDA as % of PHCDA
Capital Actual Capital Actual Capital Capital Capital
Years Releases{\ Releases{\ Releases Allocation (N) Allocation
2010 2,186,578,912 239,822,018 10.97% 600,000,000 39.97%
2011 616,424,071 90,980,647 14.76% 600,000,000 15.16%
2012 1,771,195,764 - 600,000,000
2013 497,557,743 12,311,900 2.47% 50,000,000 24.62%
2014 1,459,834,027 234,947,867 16.09% 50,000,000 469.90%
2015 233,936,365
Average =
Total 6,531,590,519 578,062,432 Average = 11.07% 2,133,936,364 137.41%

Source: Approved Budgets of Katsina State 2010 — 2015.

There was a sharp decline in actual capital retesprimary healthcare in Katsina State from the
sum of~80,980,647 in 2011 to the sum-e1A311,900 as at 2013. The sharp decline in actual
capital releases coincided with a sharp declinéhen capital budget of Katsina State Primary
Health Care Development Agency, which crashed 660,000,000 in 2011 te30,000,000 as

at 2013. Due to the sharp decline in both budgetetiactual capital expenditure of the agency,
actual capital releases of the agency as a pegeenfacapital allocation of the agency seemed to
have improved from 15.16 percent in 2011 to 24.6&ent as at 2013. However, it should be
noted that this improvement in the proportion does translate to improvement in the overall
releases. The only improvement in the capital sssdo the agency was recorded in 2014 when
the capital allocation to primary healthcare reradimt mere=80,000,000, while actual capital
release increased froslR,311,900 as at 2013 +e?B4,947,867 in 2014. First, this amount was
much more than the actual releases of all othersyeacept 2010. Secondly, the amount
represents 469.9 percent of capital allocationrimary healthcare in 2014. As good as it may be
to have increased capital releases to primary ek in Katsina State, it is important to
understand the legal implication of such acts. gxgylas there were no supplementary budgets to
back up the increased need for actual expenditutha sector, any extra-budgetary expenditure
above what was contained in the budget amount®ritempt of the appropriation laws by the
executive arm of the government, and therefore Ishaat be celebrated nor encouraged.

Summarily, within the period of 2010 — 2015, prignaealthcare in Katsina State received a total
sum ofP678,062,432 only in actual capital releases, wiseaetbtal sum o&R|, 133,936,365 was
allocated for capital expenditures in the sub-gewithin the same period. The implication is that
only about 27.09 percent of all the amounts alledator capital expenditures on primary
healthcare in Katsina State within the period ol@6- 2015 were actually released for same
purpose.

It is clear from all the discussions arising fromables 6, 7 and 8 above that Katsina State
Government has not been allocating optimal findmeisources to primary healthcare in the State.
This goes a long way to establish the fact thaemat, newborn and child healthcare rights of the
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people had not been properly guaranteed in KatState. This is especially the case when the
population of those that need MNCH services isqiagside by side with the amount allocated to
primary healthcare in Katsina State.

MNCH Standards and Katsina State Budgets 2010-2015 Page 42



Chapter Five
MATTERS ARISING FROM BUDGETARY ALLOCATIONS AND OTHE R
PROVISIONS

5.1 PER CAPITA BUDGETARY ALLOCATION FOR HEALTH

One of the best measures of the commitment of argrgment to the health and wellbeing of its

citizens is the amount the government spends dmegfth sector. The previous chapter has taken
time to discuss issues that relate to Katsina Sthwalth sector budgets for the period of 2010 —
2015. The discussion considered both the geneadthhsector budget and budget for primary

health (maternal, newborn and child healthcare)sadior. The chapter even delved into the

discussion of actual health sector capital expanekt (releases) and those of primary health
(MNCH) sub-sector. From all the discussions sotfa,question of per capita health expenditures
of Katsina State has arisen. This question is ratgiv by the fact that Katsina State is known to
be one of the States with the highest level ofliigrin Nigeria and therefore should have need for

increased MNCH spending.

Table 9 below shows the per capita health expereditof Katsina State. The Table considers both
budgeted health expenditures and actual expensgitmenealth. After considering total budget to

the health sector, the Table equally considerstinaaictor capital budget in the discussion of per
capita health expenditures.

Table 9: Per Capita Health Expenditure of the Goweent of Katsina State

Year Total Health Health Capital Health Actual Population Per Per Per
Budget (N) Budget (N) Capital Releases| 2 Capita | Capita | Capita
()] Health | Health | Actual
Allocat | Capital | Health
ion (N) | Allocat | Capital
ion (N) | Expendi
tures
(N)
2010 6,087,868,305 3,456,332,970 2,186,578,912 6,536,414 931.4| 528.8 334.5
2011 6,349,663,41( 2,501,332,97( 616,424,071 6,714,597 945.7| 372.5 91.8
2012 8,480,510,275 2.706,057,970 1,771,195.766 6,897,857 1229.| 392.3 256.8
2013 6,271,368,58( 1,715,164,555 497,557,743 7,085,477 885.1| 242.1 70.2
2014 6,541,084,52( 1,994,880,495 1,459,834,027 7,276,515 898.9| 274.2 200.6
2015 7,052,816,175 1,856,890,19( 7,470,280 944.1| 248.6 0

Source:Approved Budgets of Katsina State 2010 — 2015.

The commitment of Katsina State Government to therail wellbeing of its citizens through

health sector funding seems questionable as showiable 9 above. From Table 9, the highest

per capita health sector budget of the State oedurr 2012 with a maximum limit 6EIN229 per

'8 Baseline is NPC 2006 National Population Censas pluts Katsina State’s population at 5,801,584%#of
Nigeria’s total population then). Nigeria’s estimatpopulation for the years of 2010 — 2015 was gaed from the
World Bank’s World Development Indicator Databaklsing the 4.1% proportion of Katsina State’s popalain
total population, we generated the estimated ptipunlaf Katsina State for the study period as shbere.
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citizen. The least per capita health sector budtjetation in Katsina State occurred in 2013 with
an average allocation e£885.1 per citizen. Cumulatively, per capita healdttor budgetary
allocations of Katsina State Government betweer® 201 2015 fiscal years sum upt6,884.62
only. The sum equally translates to an averagedd2Ni4 per annum for the six year period.

Basing the discussion of the commitment of KatStete Government to the overall wellbeing of

the citizens on the State Government’s allocatorcdpital projects in the health sector, the
situation becomes worse. Table 9 above equally shbat the highest per capita health sector
capital expenditure budget of the State was recbiml2010 when it reached a maximum limit of

Nb528.78 per citizen. On the other hand, the leastcppita health sector capital expenditures
budget allocation in Katsina State was recorde@df&3 when it reached the lowest point of

N242.07 per citizen. Cumulatively, per capita headtctor capital expenditures budgetary
allocations of Katsina State Government for thegaeof 2010 — 2015 fiscal years sum up to mere
N2,058.40 only. The sum equally translates to amameeof-;843.07 per annum for the six year

period.

The commitment of Katsina State Government to therail wellbeing of the citizens through
health sector funding is questionable when theudsion is based on per capita actual health
sector capital expenditures. Table 9 above reuwbalsthe highest per capita health sector actual
capital expenditure of the State was recorded ih02@hen it reached a maximum limit of
N334.52 per citizen. On the other hand, the least gapita health sector actual capital
expenditures of Katsina State Government was recoird 2011 when it reached the lowest point
of N91.80 per citizen. Cumulatively, per capita heatttor actual capital expenditures of
Katsina State Government for the period of 2010452fiscal years sum up to mer®$8.95
only per citizen. The sum equally translates taaerage o&=490.79 per citizen per annum for
the six year period.

It is important to look at the overall average papita health sector actual capital expenditures of
Katsina State in the light of current realities.r@iscussion on funding gap in the subsequent
chapter reveals that in order to maintain full MNGErvices, the government should spend an
average of $38 per citizen that has need of thécgs: If overall health sector records per capita
actual capital expenditures ©flBI0.79 per citizen, it will be too optimistic topect that MNCH
actual capital expenditures of the Government ngdich a per capita level €f1R0.79 per mother,
newborn or child. The implication is that the $3&r itizen mark of achieving full MNCH
services may not easily be met in Katsina Statedthtion, the World Bank also recommended as
at 1993 that per capita government expenditureldh@ach a minimum level of US$12.00 per
citizen in order to fund basic health packdgels is true that this stipulation is a very oldegryet

it is still much more than what Katsina State Gomeent sets aside for actual capital projects in
the health Sector of the State. Current realitieswsthat the stipulated minimum per capita
government expenditures of US$12.00 per citizen maly be enough to fund basic health
packages for the citizens of any society. Againngdy the current exchange rate, this amount
exceeds N2,500, which is far more than two timesrttaximum per capita health sector budget
allocation in Table 9 above. The amount is equalhye than the cumulative sum of the per capita

¥ World Bank (1993)nvesting in HealthWorld Development Report; Washington DC: The Wdhnk.
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health sector capital expenditures budget allonatiokatsina State for the period of 2010 — 2015
(i.e.N2,058.40) as derived from Table 9 above.

5.2 SEEMING INFORMATION ASYMMETRY WITH RESPECT TO H EALTH
STATISTICS OF THE STATE

Ideally, whenever Katsina State Government preséistsannual budget proposal for the

subsequent fiscal year at the floor of the Stataddmf Assembly, the Governor reads out all the
achievements of the Government in the current y&aritical look at some of the achievements

of the State Government in the area of health asagwed in the annual budget presentations
shows some form of contradiction between the clanihshe State Government and the other
sources of health statistics of the State. A godahmple of this is contained in the 2014 State
Budget Speech of Governor Shema of Katsina State:

“One of the remarkable achievements recorded wath@immunization coverage
which for the first time reached the epic leveB6f6 and KTS has been Polio free
for over one year. Despite the huge salary biittracts, 400 health personnel were
employed in the year for the purpose of improvighealthcare delivery®.

The quote above refers to Katsina State healtloisachievement in 2013. It talks about the level
of reach of immunisation programme in the Stataté¥13. As commendable as the quote above
may seem, it does seem to align with other sour€égalth statistics of Katsina State. Available
information from the final report of PRRINN-MNCH veals that as at 2013, immunisation
coverage in Katsina State has only managed to r@aatt 18.4 percent of the children who need
the immunisation. For a State to claim to have mded 90 percent immunisation coverage, it
means that the State has recorded 90 percent geverdull immunisation of children for the
basic vaccinations in Nigeria. A list of basic viaation is contained in Table 10 below:

Table 10: Complete Required Vaccination for Chitdie Nigeria based on Required Age

SIN | AGE ANTIGEN

1 At BIRTH BCG, OPV1, HEPBO

2 6 weeks OPV1, Pentavalent 1, PCV (optional), Rotavirus fi(oyal)
3 10 weeks OPV2, Pentavalent 2, PCV (optional)

4 14 weeks OPV3, Pentavalent 3, PCV, Rotavirus 2 (optional)

5 9 months Measles, Yellow Fever

6 15-18 months MMR, OPV, chicken pox (optional)

7 24 months Meningitis, Thyphoid fever (optional)

Below is a brief description of the various antigemd why they are very important vaccinations
to be administered to Nigerian childfén

202014 State Budget Speech of Governor Ibrahim SBéletna of Katsina State to the State House of Asiyem
2L http://www.mamalette.com/baby/new-parent-see-gslasigerian-immunization-schedule/
2 http://lwww.mamalette.com/baby/new-parent-see-gslasigerian-immunization-schedule/
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1) BCG is the tuberculosis vaccine. Tuberculosis causelmonary infection, but can
spread to many other organs, causing serious iindsath and disability. OPV1 is also
called oral polio vaccine. Polio mainly affects Icdnén under five years of age. One in
200 infections leads to irreversible paralysis. Amahose paralyzed, 5% to 10% die
when their breathing muscles become immobilized?B{E is the Hepatitis B vaccine.
Hepatitis B can cause chronic liver disease and geaple at high risk of death from
cirrhosis of the liver and liver cancer.

2) Pentavalent vaccine is a combination of five vagsim-one that prevents diphtheria,
tetanus, whooping cough, hepatitis B and haemoshiifluenza type B, all through a
single dose. Diphtheria is a fatal disease. It ibacterium that causes a severe throat
and upper lung infection. Tetanus is also a fatisedse. It is a bacteria that causes
weakness and paralysis when allowed to festerdeep, dirty wound. Whooping cough
(also known as pertussis) is a bacterium that caussvere coughing fits. It can lead to
fatalities and this occurs especially in young irifa Hepatitis B is a virus that causes
severe liver damage. It can be fatal. Haemophihituénza type B is a bacteria that
causes meningitis and bloodstream infections. Mases are in infants or the elderly. It
can be fatal. PCV is also called pneumococcal ageijel vaccine. Pneumococcal disease,
an infection caused by the bacteria Streptococtoigsimoniae or pneumococcus can lead
to bacterial meningitis, pneumonia and bactererRatavirus vaccine is an oral vaccine
against rotavirus infection, a common cause of iaea and sickness. Rotavirus
typically strikes babies and young children, cagsan unpleasant bout of diarrhoea,
sometimes with vomiting, tummy ache and fever.

3) Pentavalent 2, OPV2 and PCV have similar featueeRentavalent 1 and PCV described
in point 2 above.

4) Pentavalent 3, OPV3, PCV, and Rotavirus 2 havdaif@atures as Pentavalent 1, PCV,
and Rotavirus described in point 2 above.

5) Measles vaccine is a highly effective vaccine wsgaginst measles. Yellow fever is a
potentially fatal viral infection, transmitted byosquitoes in tropical regions. There is no
specific treatment for yellow fever.

6) MMR is the measles, mumps and rubella vaccine. Measumps and rubella are very
common, highly infectious, conditions that can haserious, potentially fatal,
complications, including meningitis, swelling oftbrain (encephalitis) and deafness.
The chickenpox (varicella) vaccine provides pratectgainst the varicella zoster virus
that causes chickenpox.

7) Meningococcal vaccine is a vaccine used againstéeia meningitidis, a bacterium that
causes meningitis, meningococcemia, septicemia,rarely carditis. Typhoid vaccine
helps prevent typhoid fever. Typhoid is a serioiseabe caused by bacteria called
Salmonella Typhi. Typhoid causes a high fever, mesdk stomach pains, headache, loss
of appetite, and sometimes a rash.

It therefore follows that any information that elst to immunisation coverage in any Nigerian
State should be referring to the coverage of tfidsasic stages of vaccinations among children in
the State. The only exception to such a generakrege of immunisation and vaccination
programmes should be referring to a specific natian sub-national immunisation programme
(e.g. immunisation against polio days). It was c¢ieair from the budget speech that the Governor
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was referring to immunisation against polio. Howewwen if the Governor was referring to polio
immunisation, it becomes worrisome to imagine tlaat epic level of 90 percent coverage” in
polio immunisation in 2013 could translate to tateddication of polio menace in Katsina State.
The 10 percent children population that are noeoed in the polio immunisation could still be a
threat to the 90 percent that are covered in tmeumsation programme.

5.3 VICTORY OVER POLIO BUT NOT VVF

Katsina State is one of the Nigerian States wHhiehWorld Health Organization (WHO) declared
polio-free in 2015. As at 2013, Katsina State ladexd celebrating its victory over polio, though
this was yet to be confirmed by health regulataggreies like the WHO. At the time of ravaging
spread of polio disease in Nigeria, Katsina Stats wne of the worst hit States in the country.
The victory over polio is therefore worth celebngtin the State.

Although Katsina State, being one of the StateNigeria, that has been declared free from polio
by the WHO, vyet it takes two additional years ofreoord of the disease or death caused by the
disease before a country can truly be certifiee@ frem polio. This means that the State should
continue to allocate financial resources to thetinoed eradication of the disease through
immunization and sensitization till 2017 when ithebmplete two years of the initial celebration.
However, available records show that the Statenbasontinued to allocate financial resources to
the eradication resilience programme, especiallgrahe initial period of the declaration. To
Anuforo (2015%3, it is not yet uhuru for any State in Nigeria &labrate. This is based on the fact
that sustaining the eradication status for the haemtyears will demand continued immunization
and surveillance activities in order to rapidlyetgtany potential reintroduction or reemergence of
the virus in any part of the country. This will aefely demand collaboration between the Federal
and State Governments. This will also entail huigarnicial commitment of the two tiers of
government to achieve.

On the other hand, Vesico Vaginal Fistula (VVF) esthise known as obstetric fistula has
continued to threaten the existence and survivasesferal mothers. Just like polio, obstetric
fistula has continued to be more widespread inntwth (Katsina State inclusive) than in the
southern part of Nigeria. Globally, about 2 millimmomen and girls are estimated to be living
with VVF. Out of these 2 million women and girlfycat 800,000 of them (i.e. up to 40 percent of
the global record) are Nigerians. Taking this @ $tether, about 680,000 women and girls (about
85 percent of the Nigerian infected population) laneg in northern Nigeria. This is even more
worrisome when we consider the fact that about@D;050,000 new cases of VVF are recorded
in Nigeria at the estimated rate of about 2-5 nases per 1,000 deliveries. Unfortunately, there
are only 12 VVF Centres in Nigeria (with one at BabRuga, Katsina) that currently offer
surgical care to less than 5,000 VVF infected womneNigeria annually. This means that the rate
at which infected women are treated and rehalslitas much less than one quarter (25 percent)
of the new cases recorded annually in the couhtranother way, even if new cases are to be

% Polio de-listing: Not Yet Uhuru for Nigeria. A Nepaper article by Emeka Anuforo published in Guardiligeria
on 7" October, 2015. Also available at http://guardigffeatures/polio-de-listing-not-yet-uhuru-for-niger
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ignored, it will take much more than 100 years reat and rehabilitate the backlog of VVF
infected women in Nigeria going by the current mftéreatment of the disedée

Katsina State, just as Sokoto, Kebbi, Borno, Kamd Rlateau States, is one of the States with the
highest prevalence rate of the scourge of VVF igeNa. Given that VVF is arguably one of
northern Nigeria’s most devastating yet less spadaout “epidemic”, it is expected that States
like Katsina State begin to focus on ending théucal practices responsible for the primary cause
of VVF. This is especially the case as it has Heend by various studies that the primary cause
of VVF is child marriage and consequently childitage pregnancy when the girl child’s
reproductive system is not yet fully developed amatured. It therefore follows that providing
treatment services can only help a fraction of ¢htsat are already infected, while a lasting
solution to the increasing number of new cases avtyd to intensify public awareness on the
dangers of child marriage among the communitiéaitsina State.

Therefore, given that the 12 dedicated VVF Centgsst at the instance of the Federal
Government with financial support from developmpattners (e.g. UNFPA), it is important that
Katsina State Government takes up the respongilafitintensifying public awareness on the
dangers of child marriage in order to mitigate &nyher spread of the disease. Public awareness
also needs to be raised on pregnant women usiegatat and postnatal services in institutions
with qualified medical personnel and appropriataigaent. The State Government, if it gets its
priorities right, can mobilise the financial resces to replicate the National Obstetric Fistula
Centre, Babba Ruga, Katsina (NOFICK) in other pafthe State in order to increase the number
of infected women and girls that can be treatelatsina State annually. It can also facilitate the
reduction or elimination of the spread of VVF iretBtate thereby stopping the possibility of any
new cases through awareness campaigns. There segns be any such commitment in the
annual budgets of the State for the period of 202015 as reviewed.

5.4 ALIGNMENT OF FINANCIAL REQUIREMENTS IN THE STAT E'S STRATEGIC
HEALTH PLAN WITH ANNUAL BUDGETARY ALLOCATIONS IN KA TSINA STATE

In the previous chapter, we made efforts to distiissestimated costs of financing Katsina State
Strategic Health Development Plan as calculatedarPlan itself. The discussion following Table
6 in the previous chapter reveals that KatsinaeStatimated that it would take the State the sum
of N43,400,127,313.48 within the period of 2010 — 201%rder to finance the strategic plan.
However, in actual practice, the State merely alled the cumulative sum ef1M,230,659,150 in
capital budget to the health sector within thedisears of 2010 — 2015. This cumulative sum of
the allocations for the period implies that thet&taerely allocated 32.79 percent of what should
have been enough to finance the strategic healtbl@jment plan to the health sector within the
period that the development plan should be impléetenThe cumulative sum of the allocations
within the period equally implies that the Stateeatly created room for financing gap of up to
N29,169,468,163.48 in the implementation of thetsgiia health development plan alone.

2 http://www.nofick.gov.ng/index.php/responsive/mgeodwill-message
% http://nigerianhealthjournal.com/?p=693
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The discussion emanating from Table 6 in the preyvichapter equally reveals that contrary to the
projected cost o£K3,400,127,313.48 needed to finance the stratégicfpr the period of 2010 —
2015, Katsina State merely released the cumulative of 86,531,590,519 in actual capital
expenditures to the health sector within the figears of 2010 — 2015. Given that the cumulative
sum of-Al4,230,659,150 the State allocated to the heatttoisen capital budget within the fiscal
years of 2010 — 2015, fell short of the requiredant to finance the strategic health development
plan by about 67.21 percent, it becomes more womnes what the actual amount spent by the
State could have achieved. By actually spending ¢hanulative sum in health sector capital
projects, the State could have only been ablentanfie 15.05 percent of the amount needed to
finance the strategic health development plan withe period of 2010 — 2015. The cumulative
sum of actual spending of the State on health s@apital projects within the period equally
implies that the State already created room farfaing gap of up te-86,868,536,794.48 in the
implementation of the strategic health developnpdemh alone.

From the discussions above, it becomes pertinenvdoder if the State’s Strategic Health
Development Plan was developed with the intentiopeing implemented. It is equally important
to wonder if the budget officers in the State (esdly those in the State Ministry of Health)
make reference to the Strategic Health DeveloprRént in order to draw out activities that will
form their annual budget. It is possible that tHoubere exists a commendable health sector
development plan, yet there is no log frame themtdiates the goals into implementation actions
that can easily be allocated financial costs.

5.5 MANAGEMENT OF EXTERNAL FUNDS FROM DEVELOPMENT P ARTNERS
AND KATSINA STATE BUDGETS

A lot of development partners operate in KatsinateStThese development partners have been
funding some aspects of MNCH programmes in theeStteir efforts are meant to support the
meagre funds coming from the purse of Katsina Stageernment in favour of MNCH
programmes. Some of such agencies and programrae®JBFPA, UNICEF, GAVI, USAID,

Bill & Melinda Gates Foundation, Dangote FoundatiBRRINN-MNCH (with support from UK-
DFID & Royal Norwegian Ministry of Foreign Affairsetc. However, it has been observed from
available budget documents of the State that tiential resources coming into the State through
these agencies and external programmes are noliyusaptured in the annual budgets. The
situation poses the question of whether the proliiamto do with aid coordination in the State or
the position of the officials of the agencies thelwss.

Ideally, the State’s Planning Commission shouldhgecoordinating unit for all forms of aid that
come into the State. This implies ensuring thatttedl donor agencies do not concentrate their
efforts in one area of the State, leaving the oéghe places unreached. The coordination duty
also entails that the agencies are made to focubffement but complementing areas of maternal,
newborn and child healthcare issues in the Stateowi duplicating efforts in only one area. For
instance, the efforts of UNFPA in controlling omdicating VVF in Katsina State should have
ideally been complemented by the efforts of PRRINNECH or any other succeeding
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programme using their existing community-based isendelivery platforms. It has been
maintained in the previous sub-section that angrefh treating already infected VVF patients
without commensurate effort in intensifying awarsneampaign to eradicate the main cause of
the disease will amount to little or no effect e total number of infected women. This is mainly
because of the rate of spread of new cases ofiskask in Katsina State compared to the rate of
treatment.

Katsina State is yet to reach that ideal stateparation where all the aid money is declared
before the State Planning Commission and therefar@porated into the annual budget of the
State. The implication is that most donor agen@ieduding their programmes) decide the areas
of MNCH issues they would want to focus on andrthaiget recipients, even when the target
recipients are also reached out to by other dogenaies. The result is the concentration of the
activities of donor agencies in some areas, whilaesother areas remain unreached. This could
also explain why the heavy presence of all thesn@gs that have operated in Katsina State
could only move full immunization coverage from pé&rcent in 2008 to 18.4 percent in 2013 as
shown in Figure 4 above, and at the same time eethe proportion of children who were never
immunized with any vaccine at all from 75.2 percen2008 to 60.9 percent in 2013 as shown in
Figure 5 above. Buttressing the need for coordinatiinter-Agency Working Group on
Reproductive Health in Crisis has this to*3ay

“A well-coordinated response ‘can improve efficigneffectiveness and speed of
response, enable strategic decision making andlprolsolving and help avoid gaps
and duplication in services. It can generate a ipldr effect that results in
expanded coverage and efficient use of resourcésan compensate for any single
agency’s limited expertise, staff, resources omgeanf activities”

In summary, there is need for Katsina State tocgffely empower its aid coordinating unit in
order to ensure that the aid inflows into the State effectively utilized to achieve the
developmental goals of the State. Incorporatindy ®xpected inflows into the annual budgets of
the State is a step in the right direction. Consatly, the State Government has to own every
intervention programme in the State by coordinatengd linking it up with existing or
complementing programmes so as ensure efficiendyetactiveness of expenditure.

% Inter-Agency Working Group on Reproductive HeaitICrisis (2010)Inter-Agency Field Manual on
Reproductive Health in Humanitarian Settings.
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Chapter Six
THE MNCH FUNDING GAP IN KATSINA STATE

6.1 BENCHMARKS FOR OPTIMAL FUNDING OF MNCH (HEALTH) PROGRAMMES
IN KATSINA STATE

National and subnational governments in the woddehcontinued to do their best in order to
improve on the healthcare services obtainable witheir territory. This is usually done with the

application of their fiscal policy instruments athin long term, medium term or short term

agendas, or even a combination of all the above.dltbal fight against poverty and vulnerability

is currently viewed as being incomplete withoutght against ill-health. Recent scholars have
maintained that’

“Everybody should have the best possible chan@nlying good health for its own
sake, but ill-health is also a major source of pboywend vulnerability. Millions of
the world’s poorest households are effectivelygutiout of health provision, unable
to afford the cost of treatment and basic medicingsiversal health coverage
should be seen as a vital element of any strategyachieving the Sustainable
Development Goals (SDGs). On the basis of updatstings from the High Level
Task Force on Innovative International Financing Fealth Financing, it has been
calculated that universal health coverage in loweme countries would require
around $74 billion per annum for a basic health kage, from all public sources.
Health systems are the responsibility of domesiwegiments, but there is a strong
case for strengthening the international publiafice architecture to better support
their endeavours”

In order to meet up with the responsibility of date governments with respect to healthcare
financing, national and sub-national governmentgeheontinued to seek for optimal level of
healthcare financing. This is not an easy puzzilsoloe, partly because of the various angles to
view optimal financing from, and also partly becaus the unavailability of funds. Several
suggestions have been put forward by various sshafdhought. Based on their views, they rank
countries’ performances with respect to healthGaencing.

Government Spending Wat&hviews optimal healthcare financing of any governtrfeom three
main perspectives. These perspectives are (a) Goesit's Health Spending as a Ratio of the
Nation’s Wealth; (b) Government's Health Spendirgy a&a Ratio of the Government's Total
Budget; and (c) Government's Per Capita Health 8ipgn Expatiating on the three main
perspectives, we have the following to say abowheaz the three main perspectives to view
government health expenditures. These views cah dlether it is for national governments or
for sub-national governments.

" Greenhill, R.; P. Carter; C. Hoy; and M. ManueD18). Financing the Future: How International Public Finee
should Fund a Global Social Compact to Eradicatedtty. London: Overseas Development Institute. Also aimdd
at: https://www.odi.org/sites/odi.org.uk/files/oalésets/publications-opinion-files/9594.pdf

2 \www.governmentspendingwatch.org/spending-data
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(a) Government’s Health Spending as a Ratio of the Maitis Wealth

This perspective of measuring the optimality of gowment health spending focuses on the output
of the society (national or sub-national state) nehthe government operates. In measuring the
output of the society, the gross domestic prodfiche society is usually considered as the best
yardstick. This means that this perspective of idamsg the optimality of government spending
looks at such government’s health spending asia oatthe gross domestic product (GDP) of
such a society. This perspective is similar to thedel of understanding government health
spending termed “Total Health Spending and Natidnedme Approach” by Savedoff (2063)

By this perspective of measuring how optimal anywegoment’s health expenditures are,
economists can easily compare countries that atl@nmMhe same output threshold in order to
know how optimal their government’s expendituregehaeen over a certain period of time. Using
this perspective, we can compare Katsina State Bment’s total health expenditures with those
of other States that have similar level of economitput or wealth. It is possible to look at the
overall GDP of the State as a yardstick for theeStavealth or the per capita GDP of the State. It
may be better to base the measurement of Katsata Sovernment’s health spending as a ratio
of the State’s wealth on its per capita GDP. Thisvelp in doing a comparison between Katsina
State and other surrounding State that may not bemgar GDP and population structures with
Katsina State. Basing the measurement on the Stadeninal GDP may make it very difficult to
make a good comparison between Katsina State dret States that may have similar socio-
economic characteristics and similar health chgksndue to variation in the GDP and
population. For instance, Katsina, Jigawa, Yobe Zachfara seem to have similar demographic
structure — more of children and women of reprogecige, yet their population endowments are
not similar. The total population of Katsina Stet@nore than double the total population of Yobe
State. This should naturally imply variations irithtotal nominal GDP, whereas their GDP per
capita may not be much different due to the sindlmnographic structure of their populations.

(b) Government’s Health Spending as a Ratio of the Gowaent’s Total Budget

This perspective of measuring the optimality of ggoament health spending focuses on the total
value of the budget of any society (national or-seabonal state). This perspective considers the
priority given to the health sector in the bud@svedoff (2003) also refers to this perspective of
measuring the optimality of government health spemnds the budget approach. This is the same
approach we adopt in discussions emanating fronte$aband 7 above. From Table 4 above, we
discuss total health budgetary allocation of Katsttate Government as a ratio of total budgets of
Katsina State within the years under study. Onather hand, discussions from Table 7 focused
on how optimal Katsina State Government primaryithe@MNCH) expenditures have been by
looking at its ratio to the overall health sectgpenditures and at the same time as a ratio of the
State Government’s total expenditures. This is @ne mostly used perspectives for measuring
the optimality of government’'s health spending esglly in a comparative study. Using this
method, Katsina State can easily be compared withr &States in the North that have similar
socio-economic and demographic characteristics,exed similar but peculiar health challenges
like polio and VVF that have been discussed in ghevious chapter. Given that many donor

2 Savedoff, W. 2003How Much Should Countries Spend on HealBeheva, World Health Organization (WHO)
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agencies have continued to release interventiogsfinmto the North, it is also possible to carry out
a comparative study of the extent to which thosgeSthave complemented the activities of the
development partners through their internal goveminealth spending. One common way to do
such a comparative analysis is the adoption of peispective of measuring the optimality of

government health spending through the ratio ohdwealth spending to the overall government’s
total budget or total actual expenditures.

(c) Government’'s Per Capita Health Spending

The extent to which any State Government optimsfignds on its health sector can easily be
viewed from the perspective of measuring such gowent health spending viz-a-viz the total
population of the State. This is usually referreés$ government per capita health spending. This
perspective to the discussion on health expendifuwbether as budgeted or as actual
expenditures) considers the population of the Statan important determinant of the volume of
total expenditures on its health sector. Just a® @Br capita, government’'s per capita health
spending divides the total amount the governmeahdp on the health sector by the number of
persons living within the territory of that goverant. Our discussion of matters arising from the
budget as contained in Table 9 in the previous tema a clear attempt at applying this
perspective of discussing government’s health seotpenditure. The discussion usually reveals
how little the amount budgeted for the health se®upposing every individual in the State is
asked to access his/her portion for healthcareicgeyvwithin the fiscal year. Also, in the
calculation of financing gap (as shown below), edesation of optimal per capita health
expenditure is the best way to arrive at optimgltbealth expenditure in order to generate the
financing gap that exists.

6.4 CALCULATION OF MNCH FUNDING GAP IN KATSINA STAT E

Several attempts have been made to estimate holww mace governments across the globe need
to invest into their health sector in order to mgetvith the required health facilities and sersice
This attempt is usually referred to as calculatieglth funding gaps. To be able to effectively
calculate the health funding gap, the unit cogtrolviding efficient and optimal health services to
an individual in that society must be known. Thet wost is therefore multiplied by the total
population of those in need of such health services

One of the core components of MNCH services in aagiety is immunisation. Therefore,
estimating the cost of full immunisation of a chigda step towards arriving at full cost of MNCH
services. In Nigeria, the former Executive DireatdNational Primary Health Care Development
Agency, Dr Ado Mohammed estimated the cost of #ulnunisation of a child at#AD00. This
estimate came before the introduction of four newcines that later pushed the total cost of full
immunisation up te-1114,000 per hedd

Globally, the Organisation for Economic Cooperatsord Development (OECD) also estimated
the unit cost of full immunisation of a child in da. According to the estimate, it should cost

% http://healthreporters.info/2016/04/24/immunizatioust-fund-as-panacea-for-sustainable-immuninatio

financing-in-nigerian
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about US$30.45 to fully immunise a child in Africlowever, the introduction of additional
vaccines into a full course of vaccinating a claitdtording WHO’s recommendation increased the
cost of full immunisation to US$38.80 per child.i§hmeans that Katsina State can easily
calculate how much it needs to fully immunise evelmld in the State, especially when every
State Government campaigns for free MNCH servitas. essence of the estimation is to arrive
at how much more financial resources the Statesneedommit to MNCH services assuming all
the development partners leave the State. Thispsagally important at a time like this when
many donors have planned to exit Nigeria as a tresuls transition to the lower middle income
country group as at 2014. Should these donors &tates will be left to cater for their citizens’
health service needs. Tables 11 (A) and 11 (B)vbgloesent the funding gaps that exist in
Katsina State over the period of 2010 — 2015.
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Table 11 (A): Estimated Total Funding Gap for MNCH in Katsina State, 2010 — 2013 Fiscal Years

|

2010 2011 2012 2013

A Unit Cost of MNCH Services Per Person (US$) 3Q.45 38.8 38.8 38.8

B Total Population of Nigeria 159,424,742 163,770,669 168,240,403 172,816,517

C Proportion of Population of Katsina State in Tdapulation of 4.1 4.1 4.1 4.1
Nigeria (%)

D Total Population of Katsina State 6,536,414 6,714,597 6,897,857 7,085,477

E Proportion of Under-5 Children in Katsina State Ry 16.09 16.09 16.09 16.09

F Population of Under-5 Children in Katsina State 51,609 1,080,379 1,109,865 1,140,053

G Proportion of Women within Reproductive Age in KagsState (15- 24.9 24.9 24.9 24.9
49 Years)

H Population of Women within Reproductive Age in KadsState (15- 1,627,567 1,671,935 1,717,566 1,764,284
49 Years)

I Population of those in need of MNCH Services indita State 2,679,276 2,752,313 2,827,431 2,904,337,

J Cost of Full MNCH Service Coverage in Katsina S{ate$) 81,583,962 106,789,763 109,704,338 112,688,280

K Prevailing Exchange Rate 150.3 153.86 157.5 157.31

L Cost of Full MNCH Service Coverage in Katsina S{at&N) 12,262,069,559 16,430,672,97¢ 17,278,433,217 17,726,993,264

M Amount Provided by Donor Agencies for MNCH Serviaedligeria 290,700,000 213,300,000 251,100,000 307,500,000
(US$)

N Amount Provided by Donor Agencies for MNCH Servigedligeria 43,692,210,000 32,818,338,000 39,548,250,000 48,372,825,00(
(NGN)

(@] Amount Provided by Donor Agencies for MNCH Serviaes 1,213,672,50( 911,620,500 1,098,562,50( 1,343,689,583
Katsina State (NGN)

P Amount Provided by Katsina State Government foi MINCH 16,991,984,471 7,629,947,921 19,676,863,054 14,069,422,712
Services in Katsina State (NGN)

Q Total Amount Provided by KTSG and Donor AgenciesHall 18,205,656,971 8,541,568,421 20,775,425,554 15,413,112,29"
MNCH Services in Katsina State (NGN)

R Funding Gaps (NGN) 5,943,587,4132 -7,889,104,555 3,496,992,337 -2,313,880,964

S Funding Gaps (US$) 39,544,826 -51,274,565 22,203,126 -14,709,052




Table 11 (B): Estimated Total Funding Gap for MNCHin Katsina State, 2014 — 2015 Fiscal Years

A4

2014 2015| TOTAL
A Unit Cost of MNCH Services Per Person (US$) 38.8 38.8
B Total Population of Nigeria 177,475,986 182,201,962
C Proportion of Population of Katsina State in T&apulation of Nigeria (%) 4.1 4.1
D Total Population of Katsina State 7,276,515 7,470,280
E Proportion of Under-5 Children in Katsina State #apon (%) 16.09 16.09
F Population of Under-5 Children in Katsina State 1,170,791 1,201,968
G Proportion of Women within Reproductive Age in KatsState (15-49 Years) 249 24.9
H Population of Women within Reproductive Age in Ka#sState (15-49 Years) 1,811,8p2 1,860,100
I Population of those in need of MNCH Services indita State 2,982,644 3,062,068
J Cost of Full MNCH Service Coverage in Katsina S(at83$) 115,726,57% 118,808,237
K Prevailing Exchange Rate 158.55 197 197
L Cost of Full MNCH Service Coverage in Katsina SIN&N) 18,348,448,390 23,405,222,607 105,451,840,012
M Amount Provided by Donor Agencies for MNCH Servigedligeria (US$) 420,300,000 467,400,000
N Amount Provided by Donor Agencies for MNCH Serviaedligeria (NGN) 66,638,565,000 92,077,800,000 323,147,988,00
@) Amount Provided by Donor Agencies for MNCH Servige&atsina State (NGN) 1,851,071,2p0 2,557,716,6671 8,976,333,00(
P Amount Provided by Katsina State Government fot MINCH Services in Katsina 11,776,619,072 12,145,147,334 82,289,984,564
State (NGN)
Q Total Amount Provided by KTSG and Donor AgenciasHuall MNCH Services in 13,627,690,322 14,702,864,001 91,266,317,564
Katsina State (NGN)
R Funding Gaps (NGN) -4,720,758,068 -8,702,358,606 -14,185,522,448
S Funding Gaps (US$) -29,774,570Q -44,174,409 -72,007,728
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a) Unit Cost of MNCH Services Per Person (US$)A reliable source of the unit cost of MNCH servigasAfrica is the one by the
Organisation for Economic Cooperation and Develagn®ECD). According to the source, the unit cdsiutl course of vaccines rose
from US$1.37 in 2001 to US$2.23 in 2004 due to adeition of Hepatitis B Vaccines in Africa. In 2Q0fhe cost rose again to
US$11.23 due to the addition of Hib vaccines. maaed at US$11.23 for the period of 2006 — 2069aA2010, the cost has moved up
sharply to US$30.45 due to the addition of PVC, arfdirther increase to US$38.80 as at 2011 dubeaadtdition of Rotavirus and
Rubella vaccines as recommended by the WHO. Thailedlbn of unit cost of MNCH services per persatehis based on the cost
presented by OECD.

b) Total Population of Nigeria: The latest population figure of Nigeria as publihe the Annual Abstract of Statistics of the Naab
Bureau of Statistics is for 2011. This means tingtreliable estimate of Nigeria’'s total populatie@yond this point must rely on other
sources of information. Therefore, we generate itifermation from the World Development Indicatoat@base of the World Bank,
from where we are able to have population figuet tovers the period of 2010 — 2015.

c) Proportion of Population of Katsina State in TotalPopulation of Nigeria (%): The latest version of the Annual Abstract of Stanss
of the National Bureau of Statistics (NBS) shows fhioportion of Katsina State population in the @Ddatonal Population Census
conducted by the National Population Commission.

d) Total Population of Katsina State: Using the national population figure as generatedhfthe World Development Indicator of the
World Bank and the proportion of Katsina State papon in (c) above, we estimate Katsina Statd fmdaulation for the study period.

e) Proportion of under-5 Children in Katsina State Population (%): Also the latest version of the Annual Abstract d@étiStics
calculates the proportion of under-5 children ie trational population. We therefore assume thatsgame proportion holds for Katsina
State.

f) Population of under-5 Children in Katsina State:Using the calculated proportion in (e) above, wiareste the nominal value of the
population of under-5 children from the total pagiidn figures of Katsina State. That means multngye) by (d) above.

g) Proportion of Women within Reproductive Age (15-49Years) in Katsina State Population (%):Just like (e) above, we calculate the
proportion of women within reproductive age in Nigefrom the latest version of the Annual AbstrattStatistics, and thereafter
assume that the same proportion holds for Katsiate S

h) Population of Women within Reproductive Age (15-49ears): Just like the population of under-5 children, we tise calculated
proportion in (g) above to estimate the nominalgabf the population of women within reproductigeg15-49 years) from the total
population figures of Katsina State. That meangipiving (g) by (d) above.
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i) Population of those in Need of MNCH Services in Kaina State: This is the sum of the values of the total popatatf under-5
children and those of women within reproductive €ide49 years) in Katsina State that we generatéf) and (h) above.

j) Cost of Full MNCH Services Coverage in Katsina Sta& (US$): This is a product of the multiplication of the undst of full MNCH
service in (a) above by the population of thosedad of MNCH services in (j) above.

k) Prevailing Exchange Rate (US$:NGN)We generate this from the latest publication oftiStiaal Bulletin by the Central Bank of
Nigeria. We use the annual average exchange raiai@ to a US Dollar in this case.

[) Cost of Full MNCH Services Coverage in Katsina Stat (NGN): Using the prevailing exchange rate in (k) above,msétiply the
cost of full MNCH services in US$ as shown in (pfoae by the prevailing exchange rate to arrivéhatdost of full MNCH services in
Naira.

m) Amount Provided by Donor Agencies for MNCH Servicesn Nigeria (US$): Available health statistics shows this amount. Atbe
latest publication on MNCH standards and federalglets 2010 — 2015 by CSJ shows the volume of finhimflow into Nigeria for
MNCH service interventions.

n) Amount Provided by Donor Agencies for MNCH Servicesn Nigeria (NGN): Same source as (m) above

0) Amount Provided by Donor Agencies for MNCH Servicesn Katsina State (NGN): With the understanding that there are 36 States
in Nigeria, the safest assumption is that all thfeows are divided equally among the 36 Statess Theans dividing (n) above by 36
States.

p) Amount Provided by Katsina State Government for Ful MNCH Services in Katsina State (NGN):We generate this from the
annual budget document of Katsina State. Here ghenaption is that all the budgetary allocation&absina State Primary Healthcare
Development Agency (KATS-PHCDA) are meant for MNCHis true that it would have been better to ustia expenditures on
MNCH rather than budgetary allocation due to trspdrity between the two, yet because of severaingslata points, we stick to the
budgetary allocations for this..

g) Total Amount Provided by KTSG and Donor Agencies fo Full MNCH Services in Katsina State (NGN): This is the summation of
the amount budgeted by Katsina State Governmemif€H and the amount provided by donor agenciedibiCH over the study
period.

r) Funding Gaps (NGN): This is the difference between the total amounvipiexd for full MNCH services in (q) above and thastof full
MNCH services coverage in Katsina State as show(lj iabove. Positive values of the funding gap espnt surplus, while negative
values of the funding gap represent deficit.

s) Funding Gaps (US$):This is the product of the funding gap in Naira &mel prevailing exchange rate.

MNCH Standards and Katsina State Budgets 2010-2015 Page 58



Chapter Seven
CONCLUSIONS AND RECOMMENDATIONS

7.1 CONCLUSIONS

It is surprising to observe that at some pointwithe study period of 2010 — 2015, Katsina
State recorded surplus gaps in MNCH funding. Theprsae is based on the fact that all the
indicators of MNCH services in Katsina State aik sery low. As at 2013, full immunisation
coverage in Katsina State is still as low as 1&#@nt. Again, the proportion of children that are
never immunised against any disease is still as &8960.9 percent as at 2013.

It is equally surprising that the presence of maleyelopment partners with their various
programmes focused on the improvement of MNCH sesvin Katsina State has not brought
about optimal improvement. From infant mortalityeraf 138 infant deaths in every 1,000 live
births as at 2008, Katsina State only recordednaignificant decline of 3.6 percent within the
five year period to declare infant mortality ratel83 infant deaths in every 1,000 live births &s a
2013. It is interesting to observe that in bothrgeanfant mortality rate in Katsina State was
higher than the average infant mortality rate ie tNorth West region. The North West
geopolitical region recorded infant mortality ratg®1 infant deaths and 89 infant deaths in every
1,000 live births as at 2008 and 2013 respectivielis even worse to compare infant mortality
rate in Katsina State with national average infaottality rate in Nigeria. The national average
infant mortality rates were 75 infant deaths andrant deaths in every 1,000 live births as at
2008 and 2013 respectively.

In the same way, MNCH interventions by developnpartners have not reflected significantly in
under-five mortality rate in Katsina State. Frondenfive mortality rate of 271 deaths in every
1,000 live births as at 2008, Katsina State ontprded a decline of 16.97 percent within the five
year period to declare under-five mortality rat@6 deaths in every 1,000 live births as at 2013.
Comparatively, the under-five mortality rates refmmt in Katsina State for the two years were
higher than the average under-five mortality ratethe North West region. The North West
geopolitical region recorded under-five mortaligtes of 217 deaths and 185 deaths in every
1,000 live births as at 2008 and 2013 respectiwAygrse still, comparing under-five mortality
rates in Katsina State with national average ufigiermortality rates in Nigeria shows a much
higher record for Katsina State. The national ayenander-five mortality rates were 141 deaths
and 117 deaths in every 1,000 live births as a820@l 2013 respectively.

It is only in the area of maternal mortality thaatkina State recorded impressive improvement
through MNCH intervention programmes. From matemaltality rate of 874 deaths in every
100,000 live births as at 2008, Katsina State dbra significant decline of 36 percent within
the five year period to declare maternal mortatitie of 552 deaths in every 100,000 live births as
at 2013. Interestingly, maternal mortality rateKiatsina State was higher than national average
rates as at 2008 (both as estimated by the Womd Bad as estimated in the NDHS report 2008).
However, due to the very significant rate of reductin the maternal mortality rate in Katsina



State, maternal mortality rate in Katsina State \wager than the national average maternal
mortality rate as at 2013 (both as estimated byWeld Bank and as estimated in the NDHS
report 2013). The national average maternal moytedite stood at 576 deaths and 821 deaths in
every 100,000 live births as estimated by the WBddk and in the NDHS report respectively.

Given that the indicators of MNCH services in KagsiState still show very low improvement
over time, it became imperative to review the lesfdbudgetary allocation to general health sector
(with particular focus on MNCH issues) in line witie estimated cost of financing Katsina State
Strategic Health Development Plan. Observationmftbe review reveal that within the study
period of 2010 — 2015 alone, Katsina State hasnmaclaied health sector financing gap of
N36,868,536,794.48 as a result of actually spendimig the cumulative sum e£6/531,590,519

in health sector capital projects. Even if the &tad fully implemented its health sector budgets
for the period of 2010 — 2015, it would still hasecumulated health sector financing gap of
N29,169,468,163.48 as a result of allocating only thmulative sum o&M,230,659,150 to
health sector capital budgets. This means thahéadth sector budgets of Katsina State for the
period of 2010 — 2015 were not drawn from the medierm plan for developing the sector in the
State.

7.2 RECOMMENDATIONS
Coordination and Implementation Issues

= Empower the State’s Ministry of Health or the Stat@ffice of Statistics to keep accurate
and up-to-date records and statistics so as tothelState know at what point they are on
the right track towards meeting their goals.

= Further to the above, collaboration with traditibaad religious institutions to collect
information on MNCH issues using standard templet@sperative.

= Empower the State’s Planning Commission or anyrattegutory body that can handle the
responsibility of coordinating aid inflows into Kta State. This should be done in order
to allow for complementarity among the various \atigs of the development partners
operating in the State.

= Set measurable targets for MNCH indicators in tta#eSso as to help the State know when
it is in line with meeting the targets.

= The State’s coordinating unit for aid and intervemtfunds should explore other sources
of funds for healthcare (with special attentionMbICH) services in the State so as to
achieve universal coverage among all the communiti¢he State.

= The State Government should take concrete andt¢al@teps towards a policy and legal
framework for sustainable MNCH financing.
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The State and Development Partners should increasstisation of male members of
Katsina society on MNCH issues including the caudesaternal and neonatal deaths.

Budget-related Issues

The State Ministry of Health should ensure thatuahiudgetary allocation to the sector
conform to the projections in the State’s Stratéfgalth Development Plan.

It will be important for budgetary allocation ofehState’s health sector to meet the
benchmark of 15 percent of total budget as stipdlat the Abuja Declaration.

The annual budgets of the State’s health sectouldh@flect the State’s commitment
towards improving the state of MNCH services arullifees across the State. Essentially,
the funding should be evidence based and suffiteenteet the MNCH needs of the State
based on projected demand.

Beyond increasing the annual budgetary allocatidimste is need for full and timely
release and utilisation of all the amounts appedpd for the health sector in every fiscal
year.

It has become imperative to ring-fence all fundgrapriated to the health sector including
capital votes which have not been fully releasegr dive years.

There is also the need for the inclusion of all@dinnds flowing into the health sector of
the State in the annual budget of Katsina Statedttinof Health.

The State in collaboration with the Federal Govesnrand Development Partners has the
capacity to mobilise financial resources neededuta VVF intervention programmes
through treatment. It should therefore prioritissatment and dedicate adequate resources
to same. The State should also launch and intessifigitisation and awareness creation
programmes on the causes of VVF in order to redinbeeate of spread of the disease to
new patients. This will entail budgeting some digant amount for the sensitisation and
awareness campaign programmes in the State.

Increase the efficiency of health sector spendangugh greater value for money practices
and open contracting standards as part of an op&rgment strategy.
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