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ABSTRACT

Concerned with the rising maternal mortality ratio among its women of reproduc-
tive age, the Nigerian government implemented several health policies, but with-
out much success, due to several implementation challenges. This lack of success
necessitated the formulation of the 2004 Revised National Health Policy, which
aimed at the improvement of the Nigerian health system, reduction of maternal
mortality ratio by 66% at the end of 2015 etc. The study assessed the effects of
the implementation of the 2004 Revised National Health policy towards the re-
duction of maternal mortality ratio at the Katsina state General Hospital Nigeria,
in relation to the effects of funding, effects of health infrastructure and personnel,
effects of socio-economic factors in healthcare access, and role of advocacy
groups in healthcare delivery. The scope of the study consisted of 100 pregnant
women and 2 health officials of General hospital Katsina. The study employed
mixed research method, to reach the target population. The data for quantitative
analysis was collected through questionnaires which were distributed to pregnant
women and analysed using Statistical package for social sciences (SPSS). While,
data for qualitative analysis was collected using an in-depth interview with hos-
pitals’ officials and analysed using narrations. The study found that maternal mor-
tality ratio reduced marginally (i.e. 1 death per 59 deliveries) in the state, insuffi-
cient resources (both human and financial), insufficient health infrastructures, low
access to healthcare facilities by pregnant women. The study recommends more
funding and provision of health infrastructure and personnel, as well as more col-
laboration with both international and local Non-Governmental Organisations in
the areas of sensitization of women and training of health personnel, as well as
provision of health infrastructure.
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INTRODUCTION

Over the years concerted efforts had been made with significant success by the
World Health Organization, its member states and various Non-Governmental Or-
ganizations to eradicate or reduce the spread of communicable and preventable
diseases such as smallpox, HIV/AIDS etc., thus saving lives of millions of people
particularly in developing countries (Phillip, 2012). However, little progress has
been made with regards to tackling maternal mortality ratio (MMR), as still mil-
lions of women globally die due to causes related to pregnancy and childbirth. In
sub-Saharan Africa, and south Asian countries, it was reported that more than
eighty-five percent of maternal deaths were pregnancy related, in contrast with
developed countries of Europe and America that had less than 1% MMR. Simi-
larly, it was estimated that about 800 women die per day, more than 30 women
die every hour and that (WHO, 2012). Even in developing countries, it was re-
ported that India has the highest maternal mortality ratio of 136,000 and then fol-
lowed by Nigeria with 37,000 (WHO et al. 2003).

The above grim picture prompted the United Nations to organize various interna-
tional conferences, to developed health policies and strategies to improve
women’s health, particularly with respect to primary healthcare to reduce mater-
nal mortality ratio especially in developing countries like Nigeria (WHO, 2008).
Nigeria, consequently formulated and implemented several health policies, begin-
ning with 1988 health policy to 2001 health on reproductive health, aimed at im-
proving its health care system but without much success, and this necessitated the
introduction of the 2004 Revised National Health Policy (FMH, 2004). The study
assessed the effects of the implementation of the policy fourteen years after its
implementation towards the reduction of maternal mortality ratio at the Katsina
state General Hospital Nigeria. The policy implementation was assessed by look-
ing at the influence of the following factors during the implementation period -
government support in resources allocation, provision of health infrastructure, ef-
fects of socio-economic factors in healthcare access, and role of advocacy groups
in healthcare delivery (MoHFW, 1983; MoHFW, 2002 and The National Health
Bill, 2009).
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MATERIALS AND METHODS

The methodology used by the study was mixed research method, which allowed
for collection of data from 100 pregnant women and 2 health officials of the Gen-
eral Hospital Katsina. The basis of selecting Katsina state, is because the state is
among those with the highest MMR in Nigeria. The hospital was also selected
because is the largest and the oldest hospital in the state, where patients are re-
ferred from several primary healthcare hospitals in the state. The data for quanti-
tative analysis was collected through questionnaires which were distributed to
pregnant women and analysed using Statistical package for social sciences
(SPSS). While, data for qualitative analysis was collected using an in-depth inter-
view with hospitals’ officials and analysed using narrations.

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK

Concept of Maternal Mortality

Maternal mortality, simply means women’s death due to pregnancy and preg-
nancy related causes and it constitutes a major cause of death amongst women of
reproductive age; thus, becoming one of the serious health issues particularly in
developing nations (WHO, 2007). In addition, maternal mortality has been de-
fined as death of women during pregnancy and or within 42days after termination
of pregnancy (Hogan et al. 2008).

Maternal mortality ratio, on the other hand is referred to as the number of maternal
death recorded annually per 100,000 live births. World’s estimated statistics of
maternal mortality ratio of 430 maternal per 1000 live births shows that develop-
ing countries had the highest ratios of 403 maternal deaths, while the developed
countries had the lowest ratios of 27 maternal deaths. The World Health Organi-
zation (1995), reported that millions of women die globally every year due to
complications related to pregnancy; 99% of these women are from the developing
countries (WHO, 1995).

The highest maternal mortality levels are found in parts of India, and sub-Saharan
Africa, while the lowest level occurs in northern Europe with some parts of de-
veloped countries of the world (less than 4 per 100,000 births in Finland (Nimi
Briggs, et al. 2008). Similarly, another study by Tinker, et al. (2002), indicated
that maternal mortality ratio also varies between regions of the world for example
it was reported that in Africa MMR isl in 19, while in Asia the MMR is 1 in 132,
Latin America has an MMR of 1 in 188 and while in developed countries the
MMR is 1in 2,976 and in northern Europe, the risk is as low as 1 in 4000.
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Nigeria, with a population of over 80.2 million women as at 2006 census and that
about 49% representing 54 million women lived in rural areas, is one of the coun-
try in sub- Saharan Africa with the highest records of maternal mortality ratio
(Olubunmi, et al. 2008; Gender Nigeria Report, 2012; Abdulraheem, et al. 2012,
Aneikwu, 2005; Agnihotri, 2000; Arrow, 2005; WHO, 2005). However, despite
its efforts to tackle the twin problems through the formulation and implementation
of various health policies, it was estimated that about 545,000 to 600,000 women
died annually due to pregnancy related causes in Nigeria. This constitutes about
10% world’s maternal deaths births (Nursing World Nigeria, 2013 and WHO,
2010)).

Maternal mortality, is caused by both direct factors and indirect factors. The direct
factors include obstetrical complications such as hemorrhages, infections, abor-
tions performed by unqualified health personnel, eclampsia, and prolonged labor.
While, the indirect factors of maternal mortality include: diseases and infections
such as malaria, HIV/AIDS, hepatitis, and anemia (Osungbade et al. 2008;
Garenne 1997 and Callister, 2010). Similarly, WHO, (2008), reported that 80%
of maternal death in the world, are caused by factors such as severe bleeding,
infections, eclampsia, and prolonged labor. Other factors responsible for maternal
death include factors such as medical factors, health factors, reproductive factors,
unwanted pregnancy, and socio-economic factors (Mojekwu, 2012).

NIGERIAN’S HEALTH SYSTEM AND ITS PERFORMANCE

Nigeria’s health care services are delivered through a complex, integrated, and
decentralized health system under the control of the three tiers of governments —
federal, state, and local government (FMH, 2004). Based on the integrated health
care systems, the federal government is responsible for co-ordination and imple-
mentation of national health policies. It also, supervises health activities in the 36
states of the federation and the federal capital territory, Abuja, as well as the 774
local government areas. It is also responsible for providing tertiary health care
through the teaching hospitals and federal medical centers established across the
country. The state government on the other hand is responsible for providing sec-
ondary health care services through the state hospitals and comprehensive health
centers. The local government is responsible for providing primary health care
services through primary health care centers, established across the local govern-
ment headquarters and some major towns and villages. This arrangement requires
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some measure of cooperation and coordination between the three tiers of govern-
ments and other agencies. Unfortunately, this arrangement often results in dupli-
cation and overlap of responsibilities, conflict, and waste (World Bank, 2010).
Other health service providers include, private and non-profit, as well as commu-
nity-based health organizations also provides health care services in Nigeria
(Olakunde, 2012; Adie, et al. 2014).

Health care system in Nigeria is financed through a combination of sources — rev-
enue collected from tax payers, contribution from donor agencies such as WHO,
UNICEF and USAID user fees charged patients, and National health insurance
scheme which was established in 2005 by Decree 35 “of 1999 (WHO, 2009). In
Nigeria, the federal government provides over 90% of the funds used by health
system, while the states and local governments provide the 10%. The federal gov-
ernment allows the state government and local government, a lot of discretion in
the way they managed and disbursed the allocated funds from the federal govern-
ment, under the integrated healthcare system (Scott, 2010). However, the level of
funding provided by the three tiers of government to the health sector over the last
three decades or so, have been inadequate and far below the United Nations rec-
ommended figure of 15% of national annual budget of UN member countries
(Gender Nigeria Report, 2012).

But, it must be pointed out that Advocacy groups have continued to provide fi-
nancial supports to poor developing countries like Nigeria to improve their health
systems because of their inability to strengthen their health systems due to poor
funding. For example, it was reported, that the Global Fund for AIDS, Tubercu-
losis, and Malaria (Global Fund), Bill and Melinda Gates Foundation initiatives
had contributed $48 billion to research, care, prevention, and treatment of HIV
within five years in developing countries including Nigeria (The Global Health
Regime, 2013). Similarly, a study conducted in Nigeria also revealed that NGOs
and other international donor organizations had made significant financial contri-
butions of $ USD 32,479 Million and $ USD 45,477,907.00 in 2007 and 2008
respectively towards converting HIV/AIDs in Nigeria (Okara, et al. 2013).
Various criteria are used to evaluate a country’s healthcare system to determine
its efficiency and effectiveness with regards to healthcare services delivery. Some
of these criteria include goals achievements, distribution coverage of the health
services, quality of the services provided and then equity demonstrated when de-
livering the services to the citizen (Tandon, et al. 2010). However, the perfor-
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mance of the Nigerian healthcare system has been low due to several policy im-
plementation problems. Some of these problems include untimely disbursement
of funds, limited institutional capacity, corruption, and unstable political and eco-
nomic environment (Adinma, 2010). Other factors which affected the perfor-
mance of the Nigerian health system performance was its low coverage of bene-
ficiaries, despite the introduction of national health insurance scheme (NHIS) in
1999. This was because as at the year 2012, the scheme achieved only about 3%
coverage of the Nigerian population (i.e. only five million people) cover aged with
mixed results, insufficient health staff, inability of local governments to provide
the primary health care with necessary equipment and drugs, socio-cultural and
socio-economic factors, which hindered access health care particularly in rural
areas, where majority of the population live on an average earning of ratio 1.90
dollar per day (Hongora, et al. 2013 and Asuzu, 2004). These were some of the
reasons that necessitated the introduction of the 2004 Nigeria’s health policy.
According to Abdulraheem, et al. (2012); FMH, (2004); and Adeyemo, (2005),
the main clause of the 2004 National Health Policy is to invigorate and improve
the Nigerian health system to provide effective, efficient, quality, accessible and
affordable health services by achieving the following health targets: to decrease
by 66%, from 1990 to 2015, the under-5 mortality rate; to decrease by 66%, from
1990 to 2015 maternal mortality rate; to cut down by 2015 and reverse the spread
of HIV/AIDs; to have halted by 2015 and begun to reverse the incidence of ma-
laria and other major diseases.

THEORETICAL FRAMEWORK

The research employed the theoretical framework of Sabatier and Mazmanian
(1980) and Hardee et al. (2004). This is in view of their relevance to the research
topic and since similar past studies on policy implementation in developing coun-
tries found it to be more relevant, as this framework also provided certain factors
which could affect the outcomes of implementation process of a policy. These
factors include government political support, availability of resources (finance
and personnel), availability of health infrastructure, role of advocacy groups.
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DATA COLLECTION AND ANALYSIS
Section A: Responses of Pregnant Women
Demographic backgrounds of the Respondents

Table 1

Age of Respondents’
Age Frequency Percentage
15-25 43 43
26 — 35 34 34
36 — 45 15 15
46 — 55 8 8
Total (N) 100 100

From table above, 43 of the respondents representing 43% were within the ages
of 15-25 years, while 34 of the respondents or 34% were between the ages 26-
35years. Similarly, 15 of the respondents or 15% were between the ages of 36-
45yearrs. However, 8 of the respondents or 8% were between the ages of 46-
55years. This shows that majority of the women respondents were within the ages
of 15 — 35years, which constitutes the reproductive age of most women at least in
sub-Saharan African countries like Nigeria.

Table 2

Effects of Insufficient Funding on Healthcare Delivery
Category Frequency Percentage
Strongly  Disa- 0 0
greed
Undecided 6 6
Disagreed 2 2
Agreed 31 31
Strongly Agree 61 61
Total (N) 100 100.0

From table above, majority of the respondents (i.e. 61 or 61% and 31 or 31% of
the respondents), agreed and strongly agreed respectively that insufficient funding
of the health sector by the government, still constitutes a major hindrance affect-
Ing access to health care system by pregnant women. While, 2 of the respondents
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which represents (i.e. 2%) disagreed with the statement by saying that the govern-
ment is doing its best with regarding funding of the health sector. In the same
vein, the least respondents i.e. 6 or 6% were undecided and 0 or 0% of the re-
spondents strongly disagreed.

Table 3
Effects of Insufficient Infrastructure and personnel on Healthcare Delivery
Category Frequency Percentage
Strongly Disagreed 1 1
Undecided 3 3
Disagree 0 0
Agree 34 34
Strongly Agree 62 62
Total (N) 100 100

From table above, majority of the respondents (i.e. 62 or 62 % and 34 or 34%)
strongly agreed and agreed respectively that insufficient health infrastructure and
personnel affected the realization of the goals of 2004 revised national health pol-
icy, particularly with regards to reduction of MMR. Furthermore, none of the re-
spondents representing disagreed that insufficient infrastructure and personnel af-
fected healthcare delivery with regards to MMR reduction. While, 3 or 3% of
the respondents were undecided and 1 or 1% of the respondents strongly disagreed
respectively.

Table 4

Effects of Socio-economic factors on Healthcare Access
Category Frequency Percentage
Strongly Disagreed 4 4
Undecided 6 6
Disagree 17 17
Agree 48 48
Strongly Agree 25 25
Total (N) 100 100

Table above, indicates that majority of the respondents (i.e. 48 or 48% and 25 or
25%) agreed and strongly agreed respectively that socio-economic factors partic-
ularly income of the pregnant women affected their access to healthcare. While,
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17 or 17% and 4 or 4% of the respondents disagreed, and strongly disagreed re-
spectively, about the effects of socio-economic factors on access to healthcare.
However, 6 or 6% of the respondents were undecided.

Table 5

Effects of Non-Governmental Organization on Healthcare Delivery
Category Frequency Percentage
Strongly Disagreed 11 11
Undecided 6 6
Disagree 7 7
Agree 49 49
Strongly Agree 27 27
Total (N) 100 100

From table above, indicates that majority of the respondents (i.e. 27 or 27% and
49 or 49%) strongly agreed and agreed respectively that Non-Governmental Or-
ganizations are complementing the efforts of Katsina state government through
the provision of facilities such as beddings, building of theatre rooms, hospital
equipment, wards, drugs and injectable. However, 6 or 6% were undecided while
11 or 11% of the respondents strongly disagreed with the statement, while 7 or
7% disagreed with the statement.

Table 6 Recommendations: Government to Equip and Collaborate with NGOs in
Areas of Health Infrastructure, Personnel, and Drugs

Category Fre- Percentage
quency

Strongly Disagreed 0 0
Undecided 2 2
Disagree 0 0
Agree 39 39
Strongly Agree 59 59
Total (N) 100 100

Table above, indicates that majority of the respondents (i.e. 59 or 59% and 39 or
39%) strongly agreed and agreed respectively that Government should equipped
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its hospitals with Health Infrastructure, Personnel, and Drugs to meet the health
needs of its citizens particularly for pregnant women in view of their vulnerability
and weak socio-economic status. While, none of the respondents disagreed and
strongly disagreed respectively, about the importance of equipped hospitals in im-
provement of healthcare delivery particularly with regards to pregnant women.
Similarly, 2 or 2% of the respondents were undecided.

Section B: In-depth interviews with medical director (MD), and chief nursing
sister (CNS), of the hospital.

1. Effects of health infrastructure and personnel on healthcare delivery?
The first respondent said that:

“Despite the establishment of hospitals in the 34 Local Government
Areas of the state by the state Government, these hospitals are unfortu-
nately not fully equipped to meet the needs of the ever-growing popula-
tion of pregnant women. From our medical records, you can see that
in the last five years a total of 15,972 pregnant women delivered, while
only 269 died in the hospital, thus representing maternal mortality rates
of about 1.7%. We may have not reached the target of the policy with
regards to MMR reduction, but the figures are encouraging signs that
if our hospitals are equipped the mortality rate would have been
lower”. (MD)

While the second respondent said that:
“There are many government hospitals in the state, but good healthcare
delivery has remained a mirage because the hospitals are not equipped
with even basic things like regular power and water supply, sufficient
health personnel etc.”. (CNS)

2. Effects of Socio-Economic Factors on access to healthcare?

The first respondent said that:
“Majority of the pregnant women that frequent this hospital are poor
and this affect their ability to fully access healthcare, as many of them
cannot pay for drugs, injectable, and surgery where necessary because
they are poor, illiterate, unemployed and from rural areas. Most of
them rely on their husbands for money”. (MD)
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The second respondent said that:

“Pregnant women only enjoy free consultation and few basic cheap
drugs supplied by the government, but they have to pay for other medi-
cal services and expensive drugs. Most of them cannot afford to pay for
expensive drugs and other services related to surgery in view of their
weak socio-economic status. This is a hinderance to healthcare access
by most of them”. (CNS)

3. NGOs Supporting Role in MMR Reduction
The first respondents said that:
“The state government has encouraged collaboration with NGOs in
many areas like supply of drugs and blood, sensitization of members of
the public, training of medical staff etc., because it cannot shoulder

healthcare responsibilities alone”. (MD)

The second respondents added that:

“They have been very helpful in many areas. We thank them for their
support”. (CNS)

4. Recommendations for Improving Healthcare Delivery
The first respondents said that:

“Government should equip its hospitals with adequate health infra-
structure, personnel, drugs and injectables to carter for its citizens es-
pecially pregnant women, as a way of reducing maternal mortality ra-
tio. It should also provide adequate funding to the hospital”. (MD;)

The second respondent added that:

“Recruitment of more health personnel and improving expanding in-
frastructure would go a long way to make our hospital deliver quality
health services”. (CNS)

DISCUSSIONS OF FINDINGS
The discussions of the findings centered around four factors, as they effect the
implementation of the 2004 Revised National Health policy towards the reduction
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of maternal mortality ratio at the Katsina state General Hospital Nigeria: effects
of funding, effects of health infrastructure and personnel, effects of socio-eco-
nomic factors in healthcare access, and effects of advocacy groups.

With regards to the funding of the hospital, majority of respondents (both the
pregnant women and the hospital officials), agreed and strongly agreed that there
was insufficient funding of the hospital, which appeared to be lower than the
United Nation bench mark of 15% national budget, required to be allocated to
health by member states. This really affected the implementation of the policy,
with regards to achieving its objectives of reducing MMR by 66% at the end of
2015. Even though there was a marginal reduction of number of pregnancy related
deaths in the states, the MMR was still higher than World Health Organization
(WHO), recommended figure, this was because in the last five years, the hospital
recorded 269 MMR per 15,972 deliveries, which translate to 1 death per 59 deliv-
eries. This is consisted with so many sociological studies, which reported in ade-
quate funding in most developing nations of the world (Strasser 2003; Ademilluyi
et al. 2009; Berman et al. 2011; Christoph et al. 2014).

The effects of health infrastructure, personnel, and drugs, as reported by majority
of the women respondents — 34% and 62% agreed and strongly agreed respec-
tively also affected the implementation of the policy. This view was also shared
by the hospital officials interviewed. Several past studies reported on the effects
of insufficient infrastructure, personnel, and drugs in improvement of healthcare
delivery in many developing countries like Uganda, Kenya, sub-Saharan African
countries, Pakistan; Nigeria; Tanzania Burnham et al. (2004); Emmanuel (2015);
National Population commission, (2008) and World Bank (2010); Bhutta et al
(2011); Joseph et al. (2012); Emmanuel (2015); Galadanci et al. (2011), Abdulra-
heem, (2012), Christoph et al. (2014); Berman et al. (2011), Christoph et al.
(2014), and Fatuma et al. (2013).

Majority of both women respondents and the hospital officials, accepted that so-
cio-economic factors such as lack income and education in accessing healthcare
services by pregnant women, especially in developing countries (like Nigeria is
quite alarming as majority of the population lives below the poverty line), was
seriously affecting healthcare access. The findings of this study had been sup-
ported by findings of similar studies, carried out in Uganda by Nabyonga-Orem
et al. (2008), who reported the non-realisation of Uganda’s health policy objec-
tives, because of introduction of user fee, which led to decline in access to health
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care services. World Bank (1997), and Dan Kaseje (2006), also reported that es-
timated that 54% of the total population of Sub-Saharan African lives in absolute
poverty, which also affected their access to health care services, thus leading to
increase in the levels of maternal, child, and infant mortality as well as low rates
of immunization, especially in rural areas of Africa’s communities. Similarly, a
study conducted in Pakistan reported that poverty, illiteracy, and low-income
level of women had contributed significantly to their low patronage of health care
facilities, thus resulting increase of maternal mortality and other diseases Green
et al. (2011). Furthermore, Poureslami et al. (2004), in research conducted of
women living along the borders of Afghanistan, Iran and Pakistan, found that
women have high disease burden and maternal mortality because of lack of in-
come, education, and socio-cultural practices.

The findings of the study also indicated that majority of the respondents (i.e. both
the pregnant women and the hospital officials), accepted the fact that, Advocacy
Groups and NGOs are making positive contributions towards improvement of
healthcare delivery in developing countries. Their contributions in the fight of
diseases such as HIV/AIDS, tuberculosis, ringworms, reduction in maternal mor-
tality and obstetric fistulae by way of sensitization, training of health personnel,
supply of drugs/injectable, hospital equipment etc., have been complimenting
governments effort in developing countries including Nigeria as reported by sev-
eral studies (Kullima et al. 2009, Ajaero, 2005, Daily Trust Newspaper, 2015, and
UNFPA, 1999).

RECOMMENDATIONS

To fully achieve the goal of MMR reduction in developing countries including
Nigeria as required by UN and WHO, the following recommendations should be
given careful consideration by policy makers, health professionals and other
stakeholders concerned with improving reproductive healthcare.

There is the need for the state government to demonstrate greater government
political support by increasing the annual budgetary spending allocated to the
health sector, which would allow for recruitment of more health personnel, par-
ticularly gynecologist doctors and the nurses/midwives, to enhance effective ser-
vice delivery, thus eliminating or grossly reducing long hours, which pregnant
women spent before they are attended to. It would also allow for provision of
more health infrastructure, drugs and injectable.
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Since, socio-economic factors, appear to have some effects on healthcare access
by the pregnant women as most of them are poor, there is need for the Katsina
state government to strengthen the existing collaborative relationship between it
and advocacy groups particularly NGOs, both foreign and local that have made
giant achievements in improving healthcare access.

CONCLUSION

It is quite clear that despite several decades of the implementation of various
health policies including the 2004 Revised National Health Policy at General Hos-
pital, Katsina state, Nigeria, MMR has not dropped to the desired level envisaged
by the Government. Factors had largely affected the implementation of the policy
such as insufficient funding of the health sector, insufficient health personnel, ef-
fects of socio-economic factors. However, it was gratifying to note the positive
contributions of the NGOs towards improving healthcare access by the pregnant
women and indeed all other people with health challenges in developing countries
like Nigeria. Their contributions have indeed complimented Government efforts,
and more of it, is needed as Government of developing nations lack resources and
political will to allocate 15% of their national budgets to their health sectors as
required by the UN.
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