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The study was designed to determine the outcome of an advocacy program aimed at imple-
menting a policy of free maternal and child health (MCH) services in Nigeria. The team
conducted a situational analysis on costing of MCH services, and used the results to con-
duct public health education and advocacy. Advocacy consisted of public presentation on
MCH to high-level policymakers, dissemination of situational analysis report, and media
publicity. The implementation of free MCH services at national and sub-national levels was

assessed 3 years after. The results showed that the number of States offering comprehen-
sive free MCH services increased from four to nine; the States offering partially free MCH
services increased from 11 to 14 (8.1% increase); while those not offering any form of free
treatment decreased from 22 to 14 (21.7% decrease). We conclude that advocacy and pub-
lic health education is effective in increasing the commitment of policymakers to provide

mentin
resources for imple

. Introduction

With a reported maternal mortality ratio of 608 per
00,000 live births [1] and the 2008 Nigerian Demographic
nd Health survey (NDHS) survey report of 545/100,000
2], down from a reported estimate of 1100 per 100,000 live
irths [3] in 2005, Nigeria presently has one of the highest
aternal mortality ratio in the African continent. Recent

DHS data also indicates that Nigeria has an under-five
ortality rate of 157 per 1000, with an estimated one mil-

ion such children dying annually [2], making her one of
he fifteen countries in the world with the highest rates
f under-five mortality. No doubt, the leading causes of
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maternal and child death is eminently preventable through
feasible solutions within the healthcare system. Some of
the most pervading determinants of maternal and child
health are socio-economic and cultural factors, which limit
the access of pregnant women and children to essential
health services. In particular, it is widely known that socio-
economic factors, especially poverty are important factors
that prevent women and children from utilizing available
evidence-based health services [4,5,6].

Current estimates indicate that Nigeria has one of the
highest concentrations of persons living in extreme poverty
in the world. According to recent World Bank data, up to
71% of Nigerians live on less than one dollar a day [7]. With
such a low level of income, there is very little resource
for families to seek appropriate health care. Recent DHS

data [2] indicate that only 64% of pregnant Nigerian women
receive antenatal care; 39% are delivered by a skilled birth
attendant; while only 35% of women give birth in a health
facility. Similarly, Nigeria has one of the lowest rates of
childhood immunization [2], while most families rely on
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unproven traditional methods for treatment of major child-
hood illnesses [8].

Increasingly, poverty is being recognized as the most
important factor associated with the poor utilization of
available evidence-based maternal and child health ser-
vices in Nigeria. A study by a Presidential Task Force on
Maternal Health in Nigeria [9] reported that 30% of preg-
nant women failed to utilize maternity services due to lack
of money, while up to 49% mentioned long distances and
the difficulties in obtaining a means of transportation as
major obstacles to utilization of services. Two studies in
southwest Nigeria [10,11] reported that the lack of funds
to pay for hospital services was the most cited reason given
by women using faith-based maternity services. Addition-
ally, the 2008 NDHS [2] showed that only 8% of women from
the poorest 20% of families deliver in a healthcare facility
compared to 86% of women from the richest 20% of families.
This is the largest equity gap on the continent, and possibly
in the world, and provide further evidence that inadequate
means of livelihood and poverty are critical factors associ-
ated with poor utilization of evidence-based maternal and
child health services in Nigeria.

The elimination of user fees in public health institu-
tions has been recommended as an essential safety net to
improve access to health care services and reduce morbid-
ity and mortality in developing countries [12–14]. In 2000,
Kano State of Nigeria abolished the payment of user fees
by pregnant women in its hospitals. A report of an evalua-
tion carried out 1 year after, revealed that clinic attendance
by pregnant women in Kano increased by over 300%, while
maternal mortality declined by 50% in the hospital [15].

This result demonstrated the extent to which free
maternity services can improve access to evidence-based
services and reduce maternal mortality in Nigeria. A meta-
analysis and as well as a scoping review [16,17] have
also demonstrated similar successes in improving mater-
nal health indicators for countries eliminating user fees
not only in Africa but throughout the developing world. By
contrast, a report from Burkina Faso [18] has shown catas-
trophic maternal health consequences when families are
made to bear the costs of obstetrics emergencies.

These issues and the related analyses were brought
to limelight at a Presidential Retreat on health chaired
by President Olusegun Obasanjo in July 2006, where
stakeholders identified the elimination of user fees as an
essential short-term strategy to reduce maternal and child
mortality and to achieve the Millennium Development
Goals 4 and 5 in Nigeria. A Presidential Advisory Team was
subsequently constituted, whose mandate included advo-
cacy at national and sub-national levels to encourage the
implementation of free services and the elimination of user
fees for pregnant women and children at national and sub-
national level in Nigeria.

The purpose of this paper is to present the results and
outcomes of the advocacy activities carried out by a Pres-
idential Team aimed at promoting the adoption of free

treatment services for pregnant women and children in
Nigeria. We believe that the analysis will provide a scien-
tific insight into community perceptions and acceptance
about this simple and practical approach for reducing the
inordinately high maternal and child mortality in Nigeria.
cy 99 (2011) 131–138

2. Population and methods

In July 2006, a stakeholders retreat on health was con-
vened by the President of the Federal Republic of Nigeria,
whose objective was to identify ways to increase life
expectancy in Nigeria. One of the papers presented at the
retreat reported the high burden of maternal and child
mortality [19], as a major cause of the low life expectancy in
the country. Following debate and discussions, the retreat
recommended a policy on elimination of user fees for
mothers and children as a short-term strategy to reduce
maternal and child mortality in the country. Thereafter, the
President appointed an Honorary Adviser on Health, whose
mandate included advocacy at national and sub-national
levels to ensure the implementation of the policy.

Nigeria has a three tier system of government consisting
of the Federal Government, 36 States including the Federal
Capital Territory (FCT), and 774 Local Government Coun-
cils. Health care is organized with primary health centers at
the base providing entry into the health system, with refer-
rals of more serious conditions to secondary and tertiary
levels of care. Constitutionally, health is on the concurrent
list. By this arrangement, the Federal Ministry of Health
oversees tertiary healthcare institutions as well as provide
overall policy oversight and the development of strategies
for the health sector. By contrast, States are in charge of
secondary institutions (General and State hospitals), while
Local Government Councils control primary health centers
in their areas of jurisdiction. Thus, for free maternal and
child health services to take effect in the country, all lev-
els of government – Federal, States and Local Governments
– must buy into the policy. Since some states were then
already implementing some aspects of free treatment, it
was necessary to carry out a situation analysis on costs of
maternal and child health services.

Our approach to advocacy was to first conduct a needs
assessment on costing of maternal and child health ser-
vices in all States of the country, and then to use the results
to advocate for the implementation of free services in the
States.

For needs assessment, a one-paged questionnaire was
developed by officials of the Federal Ministry of Health and
the Office of the Honorary Adviser and validated after a
series of initial consultations. The questionnaire solicited
information on the priority given to maternal and child
health in the States, whether any safety nets (abolition of
user fees) existed for women and children who seek care in
public health institutions in the States, the nature and con-
tent of the safety nets, the cost of the service to the State
government and the outcomes of the policy for maternal
and child health in the States. For States that do not prac-
tice free health services for pregnant women and children,
we asked whether they have considered that such a policy
might be useful in reducing maternal and child mortality
in their states.

Teams of technical experts were constituted to visit

each state to administer the questionnaire and to conduct
the study. Technical team members consisted of the Hon-
orary Adviser, officials of the Federal Ministry of Health,
and members of the Nigerian Medical Association (NMA),
Society of Gynecology and Obstetrics of Nigeria (SOGON)
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Table 1
Situation report on costing of MCH services in the States before advocacy commenced in December 2006.

States offering free treatment for pregnant
women and under 5 children

States with partial coverage of free
treatment for pregnant women and
children

States not offering free medical services

n = 4 (10.8%) n = 11 (29.7%) n = 22 (59.5%)
Nasarawa, Balyesa, Taraba, Osun Rivers, Gombe, Kano, Jigawa, Anambra,

, Ebony
Borno, Adamawa, Plateau, Katsina, Bauchi,
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Ogun, Ondo, Lagos

nd the Pediatrics Association of Nigeria (PAN). The aim
as for the teams to visit the State Governors or their rep-

esentatives, and to interview them using the validated
uestionnaire. The meeting with the governors served the
ual purpose of raising the profile of the problem in the
tate as well as to conduct the survey. Thus, letters were
ritten to inform the State Governors about the survey,

nd a date was requested for the teams to meet with the
xecutive Governors.

However, only six Governors actually met with the
eams. Many Governors forwarded the request for the visit
o their respective Commissioners of Health who either met
ith the teams, submitted detailed reports of the situation

n their states, or designated senior officials in their Min-
stries to meet with the teams and to develop the reports.
he results were then analyzed by State, and a comprehen-
ive report written and submitted to the President of the
ederal Republic of Nigeria, the Secretary to the Federal
overnment and the Minister of Health.

The result of the needs assessment was the major instru-
ent for the advocacy activities carried out from February

o November 2007, the outcome of which is the basis of this
eport.

Advocacy activities consisted of the presentation of the
eeds assessment report to the Federal Executive Coun-
il in March 2007, along with statistics on the poor state
f maternal and child health in the country and how
limination of user fees might correct the problem. This
resentation was beamed on national television. The report
as then presented to a meeting of the National Economic
dvisory Group, chaired by the President, and coordinated
y the Governor of the Central Bank of Nigeria, and also
eamed on national television. It was also presented to the
ational Council on Health (consisting of all State Commis-

ioners of Health and major stakeholders on health in the
ountry), and chaired by the Minister of Health. Thereafter,
opies of the report were forwarded to all State Governors,
ll State Ministries of Health, and other stakeholders, such
s professional associations.

Finally, the Honorary Adviser paid courtesy visits to ten
tates during which presentations were made to the states’
xecutive Councils (chaired by the Governors), and they
ere encouraged to implement the free maternal and child
ealth policy in their states. For states that could not be
isited, detailed letters were forwarded to the Governors,

nd detailed media publicity was given to the policy. The
resident also made public commitment to the policy and
ncouraged State Governors to adopt the policy.

Since advocacy began, we have kept systematic record
f the status of the states regarding their full use, partial use
i, Zamfara, Kebbi Cross River, Niger, Edo, Ekiti, Sokoto, Oyo,
Delta, Kwara, Imo, Kogi, Benue, Yobe, Abia,
Enugu, FCT, Akwa Ibom, Kaduna

or non-use of a free maternal and child health policy. This
information is updated every December, from information
obtained from the Ministries of Health of the respective
states, from media reports, as well as by confirmation from
doctors who offer MCH services in the states. This report
documents the practice of free maternal and child health
policy in the 37 states (including the Federal Capital City)
by December 2009, as compared to the situation before the
advocacy began 3 years earlier.

3. Results

The results showed that only four out of the 36 states
of Nigeria, and the FCT (10.8%) were implementing a pol-
icy of free treatment for pregnant women and children
at the time of the needs assessment (see Table 1). Eleven
states offered partially free treatment for mothers and chil-
dren, while the remaining 22 states did not offer any form
of free treatment. The states that offered comprehensive
free treatment were Nasarawa, Taraba, Osun and Balyesa
States. Free treatment for mothers and children in these
states included all components of care including preven-
tion, treatment and surgery. Apart from implementing free
treatment for pregnant women and children, Balyesa State
also offered free treatment to all persons who tested pos-
itive for HIV, and gave a grant of N10,000.0 (US$ 90) per
month to each HIV patient for nutritional support.

As shown in Table 1 and Fig. 1, 11 (29.7%) states were
offering partially free treatment for either mothers or
children at the time of the needs assessment, while the
remaining 22 (59.4%) States and the FCT did not have
any policy on free treatment. The eleven States offering
partially free treatment services were: Anambra, Rivers,
Gombe, Kano, Jigawa, Ogun, Ondo, Lagos, Ebonyi, Kebbi and
Zamfara States.

The analysis of the situation report from these states
showed that Anambra provided only free antenatal care
services, while Rivers provided free treatment for children
less than 6 years, free health services for teenage moth-
ers, and free caesarean section. Gombe and Kano States
provided free treatment for all components of care for preg-
nant women, but not for children. Although Jigawa State
provided free treatment for pregnant women, the women
were required to pay “a token fee” for caesarean delivery.

By contrast, Ogun State provided free treatment for

antenatal care and normal deliveries, but women had to
pay the full cost of all operative deliveries. Kebbi provided
free treatment for pregnant women and children less than
5 years of age. However, the cost of caesarean section was
pegged at N8000 (USD$ 67.0) for every woman undergoing
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ee mate
Fig. 1. Nigerian map showing the distribution of states by availability of fr

the procedure. Ebonyi also provided free antenatal care,
normal delivery and postnatal care.

Ondo State reported that they provided free treatment,
free drugs and outpatient consultation for children less
than 18 years of age, but they had no policy on free treat-
ment for pregnant women. In Lagos State, free antenatal
care, normal delivery and postnatal care covered only civil
servants in regular government employment. The state also
provided free hospital diet for children over the age of 3
months, and free basic laboratory investigations for preg-
nant women and children less than 5 years of age.

Zamfara had a Women and Children Hospital in Gusau,
the state capital that offers free care. Services included free
drugs, operations, antenatal care, postnatal care, hospital
feeding and transportation. However, the 17 General Hos-
pitals in the State do not offer free treatment. By contrast,
the 14 local government councils in the state also have one
health centre each that offered free treatment to mothers
and children.

The cost of implementing free treatment could be cal-
culated in only four states – Nasarawa, Taraba, Gombe
and Zamfara States. For comprehensive maternal and child
health care, the costs were calculated to be N120 million
(US$ 1 million) per year in Nasarawa State; and N7.2 million
(USD$ 60,000) per year in Taraba State.
Gombe reported that they spend the sum of N25 million
(USD$ 208,333.3) annually for its free maternal health pro-
gram, while Zamfara spends N36 million (USD$ 300,000)
per year for its free treatment program at the Women and
Children’s Hospital in Gusau. Zamfara also reported that
rnal and child health policy in December 2006 before the advocacy began.

each LGA spends N5 million (USD$ 41,666) annually for
free care at the PHCs.

Nasarawa State has a population of two million persons
and a birth rate of 45 per 1000; thus, about 90,000 births
are expected in any 1 year in the State. Of the estimated
N120 million allocated for free maternal and child health in
Nasarawa State, the sum of N80 million (US$ 666,667.0) is
for the free maternal health component, while the remain-
ing amount is for free child health. This results in N1110.0
(USD$ 7.4) cost per pregnancy, if all anticipated pregnan-
cies are paid for free treatment by the state in any 1 year.

We also investigated the outcomes of the free treat-
ment in the states where such programs existed. Several
states had not instituted a method of monitoring the out-
comes of the policy. Many merely reported that the number
of women attending the maternity clinics had increased,
without any documentary evidence to back up the report.
However, Ebonyi was one State that presented informa-
tion on the utilization of its maternal health services. The
results for Ebonyi are presented in Table 2. The number
of pregnant women attending antenatal care at the main
government hospital in Abakaliki, capital of Ebonyi State
increased by over 520% in the first year of the program
from 600 to 3731; attendance for delivery increased by
362% from 320 to 1480; while postnatal care attendance

increased by 350% from 310 to 1406. Although not all of the
increase in attendance may have been due to the free care
policy, the results demonstrate what can be achieved for
health care utilization by pregnant women when a policy
on free care is put in place. However, there were no results
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Table 2
Service utilization at Ebonyi Main Maternity Hospital before and after commencement of free maternity treatment.

Before Program started (April
1, 2005–March 31, 2006)

After Program started (July
1, 2006–Jun 30, 2007)

% Increase

Antenatal attendance 600 3731 521
Delivery attendance 320 1480 362.5
Postnatal clinic attendance 310 1406 353.5

Table 3
Outcome of advocacy on free maternal and child health policy. Situation report of States practicing the policy 3 years after onset of advocacy.

States offering free MCH treatment in
December 2009

States offering partial MCH treatment in
December 2009

States not offering MCH treatment by
December 2009

n = 9 (24.4%) n = 14 (37.8%) n = 14 (37.8%)
no, Jigaw
gos, Ebo
, Akwa I

f
c

v
t
e
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p
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s

h

Nasarawa, Bayelsa, Taraba, Osun, FCT,
Kaduna, Ondo, Enugu, Adamawa

Rivers, Gombe, Ka
Ogun, Zamfara, La
Borno, Cross River

% Increase = 13.6% % Increase = 8.1%

rom the state on the effects of the program on quality of
are and in reducing maternal mortality.

For States not practicing any form of free medical ser-
ices for pregnant women and children, all accepted that
he policy can improve access of women and children to
vidence-based services and reduce maternal and child
ortality. The only reason that many had not instituted the
olicy was because they had not thought of it, while some
tates (Kaduna, Kwara and Edo) promised to commence
uch policies as soon as practicable.

The results of the advocacy for free maternal and child
ealth policy are presented in Table 3 and Fig. 2. Upon

Fig. 2. Map showing distribution of states by availability of free m
a, Anambra,
nyi, Kebbi, Delta,
bom

Plateau, Katsina, Bauchi, Niger, Edo, Ekiti,
Sokoto, Oyo, Kwara, Imo, Kogi, Yobe, Abia,
Benue
% Decrease = 21.7%

presentation of the needs assessment report to the Fed-
eral Executive Council, the President immediately declared
a policy of free treatment for pregnant women and chil-
dren at all tertiary health institutions in Nigeria. However,
the policy is yet to be implemented due to transition to a
new administration at the Federal level in May 2007. Fur-
thermore, the ruling Peoples Democratic Party included the

policy in its 2007 electioneering campaign manifesto and
directed its State Governors to implement the policy. Thus,
since the advocacy began, more states began implement-
ing free maternal and child health policies. These included
Kaduna, Ondo, FCT, Enugu and Adamawa States. Delta State

aternal and child health care services in December 2009.
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began a free maternal health policy in November 2007
which did not include the child health component.

The results of current practices of free maternal and
child health policies by States in Nigeria show that by
December 2009, nine States (and FCT) (24.4%) were prac-
ticing comprehensive free maternal and child health policy
in Nigeria, while 14 states (37.8%) offered partially free ser-
vices. Thus, the total number of states offering some aspects
of free medical treatment for mothers and children is 23,
representing 62.2% of States in Nigeria. This represents
an increase of eight states (53.3%) over the 15 states that
offered free services before the advocacy activities began.

Also, media reports indicate that there has been a broad
support for the policy throughout Nigeria [20], with some
Non-governmental organizations calling on the National
and States Legislative Assemblies to promulgate a law to
institutionalize the policy [21].

4. Discussion

The Millennium Development Goals 4 and 5 are
designed to reduce the high rate of maternal and child
mortality by the year 2015. If this global target is to be
achieved, evidence-based interventions must be scaled up
in countries with high rates of maternal and child mortal-
ity. Current estimates indicate that Nigeria is one country
that is falling behind in achieving a significant reduction
in maternal and child mortality [22,23,24]. Thus, con-
centrated short and long term measures are needed to
aggressively push the issue in efforts to achieve these MDG
health-related goals in Nigeria.

To date, efforts to reduce maternal and child mortality
in Nigeria have been led by non-governmental organi-
zations and donor agencies. However, in view of the
multi-sectorial nature of the problem involving neces-
sary developments in both health and non-health sectors,
very little can be achieved unless governments take the
lead in mobilizing resources to address the related prob-
lems. Available evidence suggests that many governments
have shown inadequate commitment to address the issue
largely because of lack of adequate information. Thus,
advocacy directed at providing information to policymak-
ers at the highest level of government on the extent and
nature of the problem and on evidence-based interventions
necessary to reverse the trend has been identified as criti-
cal to addressing the high maternal and child mortality in
Nigeria [24]. The emergence of democratic governance in
the country has also provided a great opportunity to target
advocacy as an appropriate approach for advancing social
change, such as a reduction in maternal and child mortality
in the country.

Several reports indicate that the allocation of funds by
various arms of government in Nigeria for specific pro-
gramming in maternal and child health has been less than
adequate [25,26]. Thus, providing free maternal and child
health, apart from increasing access to evidence-based care

for women and children, would also provide an avenue
for governments to allocate substantial resources to this
important sector. The results of the needs assessment
showed that several States were already implementing var-
ious components of free maternal and child health services.
cy 99 (2011) 131–138

Most importantly, all States accepted during the needs
assessment that a policy of eliminating user fees is desir-
able to increase access to services for pregnant women and
children and to reduce maternal and child mortality in the
country. However, we noted that many States faced several
challenges in implementing their free maternal and child
health policies. Not only were some of the policies not well
grounded, but there were no data keeping and monitor-
ing and evaluation procedures, and no quality assurance
plans were put in place. Clearly, there is a need for the Min-
istry of Health to develop a blueprint and a set of criteria
for states to use in implementing free maternal and child
health policies.

For States that kept accurate records of their programs,
the results of the needs assessment also showed that
the cost of implementing free maternal and child health
services need not be inordinately high. The cost of imple-
menting free maternity care annually was estimated to be
less than USD$ 8.0 per woman in Nasarawa State, which if
calculated for the expected number of pregnancies in the
State would be less than 0.06% of the State budget, and less
than 10% of the State budget for health. Since maternal and
child health accounts for nearly 60% of the overall national
health and mortality burden in any state, and to ensure pro-
gram quality, it is possible for states with higher levels of
commitment to pay more than these estimates in order to
improve the quality of the services they provide.

Additionally, the costs should be calculated for the
expected number of deliveries rather than the actual num-
ber of hospital visits. Experience in Ebonyi State showed
that clinic attendance can increase by several percentage
points after the commencement of a free maternal health
program, and it is essential to make provisions for this
expected increment. Calculations made on the basis of
expected number of pregnancies will capture this progres-
sive increase, and enable the allocation of appropriate level
of funding to optimize care for all women and children in
the state.

This preliminary report showed that advocacy has been
successful in building the commitment of high-level gov-
ernment officials in addressing maternal and child health
in Nigeria. Not only has the federal government declared
a policy of free treatment for mothers and children, addi-
tional seven States started implementing comprehensive
free maternal and child health program within 6 months
of the advocacy activities. Several elements account for
the high success of this advocacy process within the short
period of its implementation. These include (1) the high
commitment shown by the President of the country, who
repeatedly spoke about the problem; (2) the presence of
a champion (the Health Adviser) who provided evidence-
based information on maternal and child mortality to
policymakers; (3) the advent of democratic governance,
with its culture of accountability; (4) the involvement of
the media that gave wide publicity to the related activities;
(5) the involvement of multiple high-level stakeholders in

both health and non-health sectors; and (6) the specificity
of the issue. We believe that further consolidation of these
approaches will galvanize these achievements and result in
substantial mobilization of resources for promoting mater-
nal and child health in Nigeria.
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Despite the high enthusiasm for the policy, its imple-
entation will likely face several challenges and potential

riticisms. The most important of these is the concern that
he program might suffer inadequate funding and result
n substantial decline in quality of maternal and child
ealth services. Gilson and McIntyre in a classic paper [27]
ave cautioned as follows: “Though important, removing

ees is not a simple exercise. Without supportive actions,
ee removal can itself add to the performance problems
f health systems.” Experiences in African countries like
hana [28] and Burundi [29] have shown that a free treat-
ent program can be associated with some decline in

rogram quality. However, this decline was insignificant
n Ghana, and only limited to the public sector. By contrast,
ervice quality in the private sector in Ghana improved dur-
ng the period, in a bid to retain clients that had moved
ver to the public sector because of a free health policy.
or a country like Nigeria where up to 50% of mater-
ity care is provided by the private sector, this potential

ncrease in quality in private sector service delivery could
e an indirect gain of the policy. Furthermore, South Africa

ntroduced free maternity services without experiencing a
ignificant decrease in service quality, probably because of
he robust health system already in place in South Africa
30]. Decline in quality is not merely due to lack of fund-
ng, but more often due to poor organization of services
nd a weak health system. Thus, advocacy for free mater-
al and child health services must also include advocacy

or improvement of the national health system in order to
ully maximize the benefits of the program for poor women
nd children. Fortunately, the reform of the health system
as been the major goal of the Nigerian Federal Ministry of
ealth over the past 5 years, but this needs to be expanded

o involve the secondary and primary levels of care.
Inadequate funding could also pose a major challenge

o the program. With high-level commitment, govern-
ents should be able to allocate adequate resources for the

unding of the program. Indeed, one justification for free
aternal and child health services in Nigeria is the current

ow level of allocation to health by sub-national levels of
overnment in Nigeria. A policy of free maternal and child
ealth services will ensure that governments prioritize the

ssue and allocate funds for the implementation of mater-
al and child health services in their areas of jurisdiction.

f all governments buy into the policy, this will amount to
substantial level of increased funding for maternal and

hild health services in Nigeria.
Apart from direct government subventions, specific

unding for the program can be leveraged by governments
rom several cost-recovery initiatives such as special taxes
nd levies to be paid by companies, increasing the costs of
ther “non-essential services” to release costs for maternal
nd child health care, and obtaining grants and donations
or the program from within and outside the country.
lthough Nigeria has started a health insurance scheme,
nly women in formal employment are covered by the

olicy. Indeed, current reports [31] indicate that only 2.5
illion persons out of the nation’s estimated 140 million

ersons (1.8%) are presently covered by the National Health
nsurance Scheme. The large majority of poor unemployed

omen who are mainly affected by maternal and child ill-

[

[
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nesses and death are presently not covered by the scheme.
Therefore, free health care in Nigeria is an interim measure
designed for poor women and their children until arrange-
ments are made to cover all women and children with
adequate health insurance policies.

In conclusion, we believe that free maternal and
child health services can significantly increase access to
evidence-based care and reduce maternal and child mortal-
ity in Nigeria on the short term. The results of our advocacy
efforts have shown progressive acceptance of the policy by
national and sub-national levels of government in Nige-
ria. There is a need to evolve a set of criteria and methods
for implementing the policy throughout the country. Addi-
tional measures to improve the functioning of the health
sector and to mobilize financial resources are needed to
sustain the program over time.
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