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NIGERIA 
Increased Use of High-quality Emergency Obstetric, Newborn and Family 
Planning Services 
 
INTRODUCTION 
In the northwest zone of Nigeria—an area 
with alarmingly high maternal mortality 
and very low levels of skilled attendance at 
birth, antenatal care (ANC) attendance 
and contraceptive prevalence—ACCESS 
worked with USAID funding to address 
some of the most dire health indicators in 
the country. ACCESS implemented a 
three-year program to increase the use and 
quality of emergency obstetric and 
newborn care (EmONC) and family 
planning (FP) services. To achieve these 
aims, ACCESS collaborated with all levels 
of government, initially focusing its 
interventions in four Local Government 
Authorities (LGAs) in Kano and Zamfara States. Literacy levels are low in both states, especially among 
women, and the region is predominantly rural and poor. 
 

The program in Nigeria was designed to help reduce 
the high burden of maternal and neonatal mortality 
in Kano and Zamfara States, contributing to USAID 
Nigeria’s Strategic Objective 17: Increased Use of 
Child Survival and Reproductive Health Services. In 
2007–2008, ACCESS expanded its program to 
Katsina State, also in the northwest zone. At the end 
of the program, ACCESS was working in 22 LGAs 
across the three states, covering an estimated 
population of 4,979,149 people. 

 
 
PROGRAM STRATEGIES AND INTERVENTIONS 
The Program implemented both community- and facility-based interventions focused on ANC, safe delivery 
care, EmONC, postpartum care and FP including healthy timing and spacing of pregnancies. This approach, 
which also involved working at the policy level to improve the service delivery environment, is called the 
household-to-hospital continuum of care (HHCC) approach, and encourages communities and health care 
providers to work together and use simple, cost-effective interventions. These interventions were intended to 
increase the availability of skilled providers, and improve the quality, availability and demand for services. 
 
 

KEY INDICATORS 

Neonatal mortality rate (10-year period): 
55 (NW), 53 (all) 

Skilled attendance at birth: 12.3% (NW), 
35.2% (all) 

Modern contraceptive prevalence rate: 
3.3% (NW), 8.2% (all) 

Total fertility rate: 6.7 (NW), 5.7 (all)
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KEY PROGRAM INTERVENTIONS 

• Develop national policies, guidelines and operational performance standards. 

• Strengthen health systems to deliver improved services: 

• Conduct in-service training of health care providers in EmONC, ANC and FP. 

• Advocate for improved deployment of medical and paramedical staff to increase availability 
of skilled providers. 

• Orient facility-based providers to a quality improvement approach, and apply the approach 
to program facilities. 

• Rehabilitate facilities by supporting improvements in their infrastructure, supplies and 
equipment. 

• Strengthen pre-service education for EmONC at two midwifery schools. 

• Train community volunteers and community health extension workers (CHEWs) to provide 
counseling services during home visits to promote behavior change. 

MAJOR RESULTS

• Developed national performance standards for EmONC for the hospital and primary health 
center levels and received government endorsement. 

• Upgraded 48 health facilities in Kano and Zamfara States to provide EmONC and FP, and 
renovated 17 facilities. 

• Trained/oriented more than 497 providers in EmONC and FP. 

• Skilled providers at ACCESS-supported facilities provided antenatal services to pregnant women 
during 367,308 clinic visits. 

• Skilled birth attendants/ANC providers delivered 76,576 women, 95.6% of whom received active 
management of the third stage of labor (AMTSL). 

• Established two functioning kangaroo mother care (KMC) centers to address low birth weight 
babies in Kano and Zamfara States. 

 
RESULTS 

 
ACCESS succeeded in reaching thousands of women in northern Nigeria with improved ANC, delivery care, 
postpartum care and FP services, with increasing numbers over time, as demonstrated in Table 11 on the 
following page. Recordkeeping to capture this information was also improved. 
 

 

Group discussion session with older 
women, Nigeriaw 
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Table 11: Results for Selected USAID Operational Plan Indicators from 28 Hospitals in 22 LGAs 

SERVICE/ 
PRACTICE 
OUTCOME 
INDICATOR 

FY07 FY08 FY09 

Q1 
(Base-
line) 

Q2 Q3 Q4 Q1 Q2 Q3 Q4
 

Q1 Q2 Q3 Q4

Number of 
ANC visits by 
skilled 
providers in 
USG-assisted 
facilities 

4,887 6,598 9,278 
12,57

0 
14,28

3 
28,67

5 
34,19

8 
38,55

2 
39,71

0 
72,60

4 
52,41

0 
53,54

3 

Number of 
deliveries with 
a skilled birth 
attendant in 
USG-assisted 
programs 

564 635 2,517 3,969 3,590 5,746 6,498 6,258 7,873 
10,59

0 
14,03

9 
14,29

7 

Number of 
women 
receiving 
AMTSL 
through USG-
supported 
programs 

N/A 37 2,240 3,950 3,590 5,268 6,137 6,258 7,305 7,474 7,478 8,210 

Couple years 
of protection in 
USG-
supported 
programs 

 783 1,713 2,516 2,199 2,468 3,213 3,635 3,901 4,472 3,763 3,839 

 
It has been estimated that about 2% of expected births in the supported LGAs was by cesarean section, while 
43% of labors where monitored by the use of a partograph. The ongoing endline survey will provide more 
information about the proportion of PE/E cases managed according to set standards. 
 
More detailed achievements are presented below by major expected program results. 
 

Improved Enabling Environment for Scale-up of EmONC Best Practices  
ACCESS supported the Federal Ministry of Health (FMOH) to develop national operational performance 
standards for EmONC in hospitals and primary health care centers and, at project end, was applying the 
standards in all program-supported facilities. The FMOH has directed that the performance standards be 
institutionalized in all tertiary health facilities in the country. The Program also developed a KMC training 
manual, and collaborated with the FMOH to produce the Situation Analysis and Action Plan for Newborn 
Health in Nigeria. Save the Children-UK (SCUK) in Nigeria is currently using the KMC training manual in 
its programs. 
 
Increased Availability and Capacity of EmONC and FP Health Care Workers 
ACCESS strengthened two EmONC facilities in Kano and Zamfara States to serve as in-service training sites. 
In addition to training or orienting 1,317 health care workers on EmONC and 1,250 on FP,61 the Program 
also upgraded 17 facilities and developed, printed and distributed a variety of related job aids. In addition, to 

                                                      
61 These numbers exclude volunteers trained. See Table  14 for information on community volunteers. 
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meet the UN standards for EmONC services,62 ACCESS consistently advocated for rational deployment of 
trained skilled birth attendants to program-supported facilities in order to ensure 24-hour coverage, seven 
days a week. Service statistics from the ACCESS-supported sites show significant increases in the number of 
women receiving ANC and delivery services from skilled birth attendants. 

 
“What impressed me in delivering in the hospital is the neatness and even the way they handle the 
baby’s cord…you just go home, enter your room with your baby without concerning yourself with 

the cleaning of all the mess that comes with delivery.” 
—Patient at ACCESS-supported facility 

 
ACCESS strengthened providers’ capacity in EmONC, KMC and postpartum FP. Table 12 provides an 
overview of all training conducted. 
 
Table 12: Health Care Providers Trained to Date 

TRAINEES 
 

TRAINING TOPIC
 

TOTAL # 
TRAINED 

In-service training of physicians, nurse-
midwives and CHEWs 

Clinical training in EmONC and 
orientation to SBM-R 

115 

Physicians and nurse/midwives 
Training of trainers and step-down 
training in KMC 

77 

Nigeria Youth Service Corps, medical and 
paramedical staff and sociology graduates in 
Kano and Zamfara States 

Orientation to EmONC 377 

Nurse-midwives and CHEWs Postpartum FP training 140 

Nurse-midwives IUD and Jadelle® 37 

Health care providers at ACCESS-supported 
facilities 

Recordkeeping/Health Management 
Information System (HMIS) 

144 

Community volunteers: Community Core 
Group (CCG) members, community 
mobilization team members, household 
counselors and male motivators 

Maternal and newborn health and FP 524 

TOTAL  1,414

 
Improved Quality of EmONC Services 
ACCESS introduced the Standards-Based Management and Recognition (SBM-R) approach for quality 
improvement in EmONC at 30 facilities, training providers at 15 hospitals and 15 primary health centers in 
its use. Follow-up assessments using the SBM-R operational standards assessment tool at 26 of these facilities 
revealed impressive improvements in achievement of the EmONC standards—from 20% or lower at baseline 
to 70–90% at the second follow-up assessment (see Figures 27 and 28 below). The Program worked with 
facility quality improvement teams to find solutions to identified gaps in performance. 

                                                      
62 For a population of 500,000 inhabitants, UN standards require providers be available at a minimum of four facilities 
to provide 24-hour/seven-day coverage of basic EmONC services, and one facility for comprehensive EmONC. 
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Figure 27: Baseline and Follow-up Scores for EmONC Performance Standards at 13 ACCESS-
supported Hospitals in Kano and Zamfara States 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 28: Baseline and Follow-up Scores for EmONC Performance Standards at 13 ACCESS-
supported PHCs in Kano and Zamfara States 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Increased Demand for Maternal and Newborn Services 
ACCESS implemented community counseling and community mobilization activities for FP and maternal 
and newborn health. In the initial four program LGAs, the Program trained 38 community mobilizers as 
trainers in the Community Action Cycle (CAC) process. Community mobilization supervisory teams—which 
consist of members of community development associations and religious groups, and community core 
groups (community volunteers)—were trained by ACCESS and implemented maternal and newborn health 
action plans tailored to their communities’ needs. The activities of these teams and core groups led to the 
donation of ITNs, ANC drugs, water tanks, benches, mini-pharmacy shelves, bore holes and generators—
among other items—to the facilities around which they operate. The CCG around a particular PHC 
identified that the issue of lack of skilled birth attendants at the PHC was the root cause of high delivery rates 
at home. They mobilized the services of three nurse-midwives as volunteers from within and outside the 
community to assist in conducting deliveries at the PHC and deliveries have been conducted there ever since. 
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Community mobilization officer, Nigeria 

“In the past we refused to allow our wives to go to health facility for delivery, but this 
phenomenon has changed with the coming of ACCESS CCGs.” 

 – Mallam Umaru Isah, Kano 

ACCESS increased the capacity of 85 women as household counselor trainers, and created and pre-tested 
(with women of reproductive age, husbands, older women and religious leaders) materials for use in home-
based counseling. These 85 women comprise junior CHEWs and volunteers and part of their work is to refer 
to the KMC centers when they identify low birth weight babies in the community. The Program also 
initiated the Mothers Savings and Loans Clubs, which were very successful in providing alternative channels 
for paying for transport and health services for labor or during emergencies. 
 

Improved Management of Maternal and Newborn Services  
ACCESS introduced KMC for care of low birth weight 
babies in Nigeria to great enthusiasm and interest, 
especially among health care workers and clients due to 
it being natural and practical for home use. Two KMC 
demonstration centers were established in Kano and 
Gusau, and local and national media repeatedly aired a 
documentary featuring the training of trainers workshop 
held by the Program. Results from Murtala Mohammed 
Specialist Hospital revealed that 157 low birth weight 
babies were admitted and seven died, representing a 
95.5% survival and 4.5% case fatality rate. 
 
ACCESS further improved recordkeeping at target 
facilities, revising the national HMIS to track key quality 
indicators, including the new USAID operational plan indicators. The Program revised and distributed 
registers and maternity and newborn charts, and gave job aids to those providers trained in their usage. 
 
LESSONS LEARNED AND SUSTAINABILITY 
Stakeholder Involvement Helps Promote Scale-Up and Dissemination of Tools and 
Standards. ACCESS materials and approaches—including the national performance standards for 
EmONC and a training manual for KMC—were developed with multiple stakeholders and received approval 
at the national level. These products now have the potential for expansion beyond the Program areas. In fact, 
the FMOH has committed to disseminating the EmONC performance standards to all tertiary facilities in 
Nigeria. Similarly, through the National Primary Health Care Development Agency, the FMOH adopted 
most ACCESS training materials and job aids for its new Midwives Service Scheme. 
 
Political will and commitment at multiple levels is necessary in a decentralized 
environment. Nigeria has a strongly decentralized political structure. Within this context, the Program 
worked with multiple stakeholders (including community and traditional leaders) at the national, state and LGA 
levels to create buy-in and promote the success and sustainability of program interventions. This was a 
challenging effort and required a strong staff presence in the target states. ACCESS was more successful gaining 
political commitment at the national and state levels than at the LGA level. Many primary heath centers, which 
are managed by LGAs, are still not open 24 hours a day, seven days a week due to staff shortages and lack of 
resources to pay incentives (such as shift duty allowances to CHEWs and midwives). Community mobilization, 
where implemented, greatly supported primary health center-level advocacy efforts to find local resources. 
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ACCESS staff speaking at a CCG meeting, Nigeria 

Using a Systems Approach Increases ACCESS to Care. ACCESS applied the household-to-
hospital continuum of care (HHCC) approach in full in Nigeria, recognizing the importance of systematically 
addressing maternal and newborn issues of the community and facility together using evidence-based 
interventions. In an environment of poor service utilization for maternal care, this approach allowed the 
Program to address all three delays known to affect the provision and utilization of skilled care to prevent 
maternal deaths: delay in deciding to seek care if a complication occurs, delay in reaching care and delay in 
receiving care. 
 
Behavior change communication and community engagement are crucial in increasing 
awareness of problems and finding local solutions. The community mobilization and behavior 
change communication (BCC) strategy included frequent group discussions led by trained volunteers, 
education by household counselors and male FP motivators, and the development and distribution of 
information, education and communication (IEC) materials in the local Hausa language. These combined 
efforts—and the introduction of the innovative Mothers Savings and Loans Clubs—led to increased 
utilization of health services for antenatal and delivery care, and helped to empower women and improve their 
health-seeking behaviors. 
 
WAY FORWARD 
By making these services free, the State Ministries of 
Health (SMOH) have shown some commitment to 
maternal and newborn health. The SMOH also 
currently orders key emergency obstetric care drugs 
(such as oxytocin, misoprostol and magnesium sulphate) 
for use in its facilities. ACCESS-supported states have a 
core team of trained EmONC and FP service providers 
who are able to provide services wherever they are 
posted; and the nationally approved EmONC 
performance standards are now regarded as the 
benchmark for EmONC in the country. In total, 30 
health facilities were introduced to the SBM-R process as 
a quality improvement approach, and SMOH staff 
were trained to take ownership of this process. Moreover, the fact that demand for contraceptives in the 
country has outstripped supply, leading to stock-outs in the FMOH Central Medical Stores, is an indication 
of increased use of the commodities nationwide. The 2008 Nigeria Demographic and Health Survey showed 
marginal increases in the use of contraceptives, fueling the hope that these efforts may be sustained beyond 
the tipping point for an accelerated uptake. 
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