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Our Purpose  

To provide technical directions for the development of primary health care in Nigeria. 

Our Vision 

To make PHC services available to all in Nigeria. 

Mission Statement  

To provide technical and programmatic support to states, LGAs, and other 

stakeholders in the functioning, planning, implementation, supervision and 

monitoring of PHC services in Nigeria 

Our Mandate 

• Providing support to the National Health Policy for the development of Primary 

Health Care. 

• Providing technical support for planning, management and implementation of 

Primary Health Care. 

• Mobilizing resources nationally and internationally for the development of Primary 

Health Care. 

• Providing support for monitoring and evaluation of the National Health Policy. 

• Promoting health manpower development needed for Primary Health Care 

through orientation and continuing education. 

• Providing support to the Village Health System by training Village Health 

Workers. 

• Promoting Health System Research by promoting and supporting problem-

oriented health system research. 

• Promoting technical collaboration by stimulating Universities, NGOs and 

International Agencies. 

• Providing annual reports on the status of Primary Health Care implementation 

nationwide. 

 

OUR MOTTO 

Making Nigerians Healthy 
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EXECUTIVE   SUMMARY 

The 2017 programme report crystalizes the various activities and bold initiatives 

taken by the Management and staff of the Agency in addressing the various 

challenges that confronted the organization in providing needed support to States, 

LGAs and communities in the country in the delivery of qualitative primary health 

care services.  

Following the appointment of the new Executive Director/Chief Executive Officer in 

January 2017, Dr. Faisal Shuaib immediately commenced a process of 

reinvigorating and repositioning of the Agency to place it amongst the best 

government parastatals in the country. He came with a clear focus in pursuing four 

critical objectives which were identified as our strategic direction of the Agency 

aimed at transformation for delivering tangible and sustainable primary  health care 

to all Nigerians. These include: 

1. Closing out Polio in the shortest possible time 

2. Revamping routine immunization  

3. Revitalization of PHC 

4. Good Governance and Accountability 

 

The new leadership restructured the management by instituting Top Management 

Committee (TMC) that is all inclusive. Senior Directors were also deployed to zonal 

offices aimed at strengthening NPHCDA supports to state by engaging high level 

political and technical leaders as well as partner Agencies. The departments were 

directed to establish Top Management Team involving partners that provide support 

around their programs. These departmental TMTs hold regular weekly meetings to 

discuss and plan activities of each department. Reports of such meetings are kept by 

the departments to track all deliverables and help to plan the departmental activities. 

The New Management through the PRS department convened a retreat facilitated by 

McKinsey Group of consultants. The exercise successfully fine-tuned 2017 and the 

production of 2018 Annual Work plans. The later provided the basis for the 2018 

annual budget of the Agency. 

The Agency received and accepted the results of the 2016/2017 MICS/NIC survey 

reports led by the National Bureau of Statistics. Following the release of the report, 

the NPHCDA declared a state of public concerns on Routine Immunization 

performance in the country. The reports were disseminated at the National and zonal 

levels. The National Dissemination was attended by Governments with the relevant 

stakeholders to discuss recommendations emanating from the MICS/NICS to 

address the RI gaps at sub-National levels. The Zonal meeting was based on the 

EPI Review and development of EPI Work Plan for 2018 with the relevant 

stakeholders and development Partners. In order to address the poor indices 

reported for the surveys, the NPHCDA established National Routine Immunization 

Coordinating Center (NERICC) with the corresponding structures at the states 
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(SERICC) and LGA levels (LERICC) in 18 low performing states mostly in the 

Northern parts of the country and Bayelsa state in the SSZ. 

 

Also in the year under review, the department of Community Health Services, 

planned and conducted the bi-annual Maternal, Newborn and Child Health Week, an 

initiative designed to deliver high-impact, evidence-based, cost-effective 

interventions towards the reduction of the unacceptably high burden of maternal and 

child morbidity and mortality in Nigeria. The programme, which held in May and 

November 2017 delivered live-saving commodities (Vitamin A, ITNs, Vaccination, 

Deworming tablets, Zinc-ORS, SP, Iron/Folic Acid supplements, etc.) to deserving 

mothers and children; achieving over 80% coverage.  

With the current focus on PHC Revitalization, department embarked on a 

comprehensive gap analysis in 110 revitalized PHCs with special attention on 

availability/functionality of laboratory facilities and services as well as relevant skilled 

human resources. A draft strategic document on PHC laboratory strengthening was 

developed. The department conducted various NPHCDA/Development partner 

cooperative projects; Hard-to-Reach funded the Canadian Government through 

Global Affairs Canada (GAC-HTR) and EU-MNCH are key among others.  

 

The Agency also introduced an initiative that streamlines community resource 

structures that provided basic health interventions at homes and community levels 

and creates demand for health care services at PHC level by encouraging mothers/ 

caregivers to patronize nearest health facilities. The program was termed 

Community Health Influencers, Promoters and Services (CHIPS). The program was 

launched by President Muhammad Buhari in Nassarawa state.  

The Agency has ensured strong governance structures at the State level. It is worthy 

of note that only Bayelsa State remain without a board for PHC. The Governors 

forum has been fully engaged to ensure political support in PHC service delivery. 

Non-Governmental Organizations and Civil Society organizations are given more 

visibility in the activities of the Agency. The issue of transparency and accountability 

was taken more seriously by the Agency. 
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INTRODUCTION 

 

The National Primary Health Care Development Agency (NPHCDA) is a parastatal of 

the Federal Ministry of Health, established by Decree 29 of 1992 to guide and 

sustain the implementation of Primary Health Care through Federal assistance to 

States and Local Governments in the provision of essential health care particularly at 

the grassroots where majority of Nigerian lives. The Agency is to support the States 

and Local Governments in developing a sustainable system of PHC services that are 

accessible, affordable and acceptable, and of good quality through the participation 

of individuals, families and communities in partnership with government and non- 

governmental organizations. 

 

The Agency is charged with the following statutory responsibilities; 

1. To provide support to the National Health Policy through reviews and 

implementation processes; 

2. To provide technical support to the planning, management and 

implementation of primary health care in Nigeria; promoting manpower 

development; 

3. To mobilize resources, nationally and internationally, for the development of 

primary healthcare in Nigeria; 

4. To provide support to the monitoring and evaluation of the national health 

policy 

5. To promote health manpower development; 

6. To provide support for the village health system; 

7. To promote health system research; 

8. To promote technical collaboration with universities, non-governmental 

organizations, international agencies in support of LGAs 

9. To promote primary health care through advocacy, conferences/ seminars, 

case-studies, resource centres and reviews, among others. 

 

With a vision of “Making Nigerians Healthy”, the Agency has seven goals: 

1. Control Preventable Diseases 

2. Improve Access to Basic Health services 

3. Improve Quality of Care 

4. Strengthen Community Engagement 

5. Develop high performing Health Workforce 

6. Strengthen Partnerships 

7. Strengthen the Institution. 

 

The development projects of the Agency are all targeted towards achieving the 

above goals and contributing to actualizing the health related Sustainable 

Development Goals (SDGs).  
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The Agency structure is made up of ten (10) Departments, Six Zonal Offices and the 

office of the Executive Director. The Departments are: Planning, Research and 

Statistics (PRS), Primary Health Care Systems Development (PHCSD), Community 

Health Services (CHS), Disease Control and Immunization, Administration and 

Human Resources, Advocacy and Communication, Logistic and Health 

Commodities, Special Duties, Audit, Finance and Accounts. The Zonal Offices are: 

North West (Kano), North East (Bauchi), North Central (Minna), South West 

(Ibadan), South East (Enugu) and South-South (Benin). 

 

CURRENT STRATEGIC THRUST  

 

The National Primary Health Cared Development Agency started the year with the 

advent of a new administration under the leadership of an erudite, pragmatic and 

versatile public health physician, Dr. Faisal Shuaib.  He assumed office in the month 

of January with a mandate to re-invigorate the Agency and provide an enabling 

environment where the staff of the Agency could be the best that they can.  

The ED/CEO, Dr. Faisal Shuaib introduced the process of reinvigorating and 

repositioning of NPHCDA to place the Agency amongst the best government 

parastatals in the country. At every opportunity, the ED/CEO reiterated his 

commitment at pursuing the four critical objectives aimed at repositioning the Agency 

in delivering tangible and sustainable health to all Nigerians. These key objectives 

are outlined thus: 

1. Closing out Polio in the shortest possible time 

2. Revamping routine immunization 

3. Revitalization of PHC 

4. Good Governance and Accountability 

 

In a bid to make activities more open and transparent, Dr. Faisal Shuaib’s leadership 

established a media interactive forum which happens every quarter; the inaugural 

media conference took place on June 22nd, recording massive participation of all 

NPHCDA media partners. 

 

The Agency received and accepted the results of the 2016/2017 MICS/NIC survey 

reports led by the National Bureau of Statistics. Following the release of the report, 

the NPHCDA declared a state of public concerns on Routine Immunization 

performance in the country. The reports were disseminated at the National and zonal 

levels. The National Dissemination was attended by Governments with the relevant 

stakeholders to discuss recommendations emanating from the MICS/NICS to 

address the RI gaps at sub-National levels. The Zonal meeting was based on the 

EPI Review and development of EPI Work Plan for 2018 with the relevant 

stakeholders and development Partners. In order to address the poor indices 

reported for the surveys, the NPHCDA established National Routine immunization 

Coordinating Center ( NERICC) with the corresponding structures at the states ( 
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SERICC) and LGA levels ( LERICC) in 18 low performing states mostly in the 

Northern parts of the country and Bayelsa state in the SSZ. 

The ED led the national technical team to Sokoto (being the State with the least 

coverage rate), for the flag off of July SIPD'S (State Immunization Plus Days) by His 

Eminence the Sultan of Sokoto, Dr. Sa’ad Abubakar III. He was supported by His 

Excellency the Executive Governor of Sokoto State, Rt. Honorable Aminu 

Tambuwal. He also attended the meeting of the Northern Traditional Leaders 

Committee (NTLC) on PHC delivery at the Sultan's palace. Suffice to add that the 

Agency is currently supporting and engaging extensively with the Sokoto State 

government and other key stakeholders to improve immunization coverage within the 

shortest time possible. 

 

Prior to this time, Dr. Faisal went to Maiduguri for a meeting with the new theatre 

Commander, Major General Ibrahim Attahiru, to support continuous engagement of 

the Military in vaccination of children in the inaccessible areas. On his way to the 

airport, he stopped by the Abuja National strategic cold store to assess the state of 

the facility. He was delighted at the state of the cold store and commended the 

Director, Logistics and Health Commodities’ (LHC) Department for a job well done. 

 

The ED was in Kaduna and chaired a 3-day work retreat on Primary Health Care, 

Repositioning PHC in Nigeria. Subsequently, the NPHCDA is planning a National 

Summit on Primary Health Care. A committee for the planning of the national summit 

was set up; Chaired by the Director, Primary Health Care Development System 

Development (PHC/SD) department. The committee comprises of selected top 

officials of the NPHCDA, National Assembly, Development partners, Academia, 

Professional bodies, NGOs and Civil Societies. 

 

A 2-day Senior Management retreat was also held for the harmonization of the 2018 

work plan, which in turn guided budget preparation. This was shared with some of 

the partners of the Agency when it is finalized. 
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STRATEGIC AREA  1 

1.1  Closing out polio 

 

In line with the 2017 National Polio Eradication Emergency Plan (NPEEP), the 

National Primary Health Care Development Agency (NPHCDA) through the National 

Polio Emergency Operations Centre (EOC) conducted high quality immunization 

plus days (IPDs) that resulted in outstanding outcome and results. This feat was 

possible because of the sustained commitment and support of the Federal Ministry 

of Health, the Military, States, traditional and religious leaders, Global Polio 

Eradication Initiative (GPEI) partners and the communities. 

A total of eight IPDs rounds were conducted. Two campaigns in March and April 

were nationwide in scope, four were sub-national and the remaining 2 were 

responses to outbreak events of 2016. From these campaigns and based on the 

target population, the programme achieved the following result 

 

 

 

Evening Review meeting at Ungogo LGA, Kano with LGA Team to discuss and 

strategize on PEI issues in March 2017 round of IPDs implementation exercise. 
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S/N Month 

of 

campai

gn 

Scope 

of 

campai

gn 

No 

LGAs 

involvi

ng 

Target 

populatio

ns 

planned 

for 

Target 

populatio

ns 

reached  

Antigen 

used 

Lot Quality 

Assurance 

(LQAs) result 

(percentage 

of LGAs with 

>90%) 

1 January 

(28-31) 

OBR 

(18 

States)  

18 

33.5M 32.4M mOPV2 253/294 = 

86% 

2 Februar

y 

(25-28) 

SIPDs 

(14 

States) 

14 

26.3M 25.4M bOPV 202/239 = 

85% 

3 March 

(25-28) 

NIPDs 

(36 

States + 

FCT) 

37 

59.9M 59.4M bOPV 259/346 = 

75% 

4 April  

(22-25) 

NIPDs 

(36 

States + 

FCT) 

37 

59.9M 56.2M bOPV 259/329 = 

79% 

5 May OBR 

(Sokoto 

State) 

1 

1.74M 1.8M mOPV2/I

PV 

5/18 = 33% 

6 July 

(8-11) 

SIPDs 

(18 

States) 

18 

33.4M 32.2M bOPV 222/269 = 

82% 

7 October 

(14-17) 

SIPDs 

(18 

States) 

18 

33.4M 31.2M bOPV 208/268 = 

78% 

8 Novemb

er 

(4-7) 

SIPDs 

(7 

States) 

7 

9.9M 9.8M bOPV 97/108 = 89% 

 

Beyond the traditional campaigns, the EOC had introduced series of innovative in-

between round special interventions aimed at vaccinating children who may have 

been missed by the House-to-House teams. These strategies included: Hospital 

vaccinations, Market vaccination, Reaching Every Child (REC) and Reaching Every 

Settlements (RES), vaccinations in the IDP camps etc. Through these strategies 

(targeted at the security compromised areas and other areas at risk of Polio 
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transmission) a total of 4,329,936 doses were administered in the northeast zone 

and 837,873 doses in the northwest zone as at week 52 of 2017. The breakdown is 

as indicated in table below: 

 

 

The resilience and commitment of the entire Polio team both at the National, Zonal, 

State, LGA, Ward and team levels was responsible for these success stories. The 

National EOC and States EOCs (Bauchi, Borno, Kaduna, Kano, Katsina, Sokoto 

The image part with relationship ID rId22 was not found in the file.

Doc ID

La
st M

od
ified 07/10/2014 17:48 G

M
T

 S
tan

dard
 T

im
e

P
rin

ted

2

Special Interventions Summary in NW: 
as at Week 49, 2017

Interventions Kaduna Kano Zamfara NW Total

Firewalling 0

PHT 0

Market/Transit 381,586 126,823 22,234 530,643

IBPT 2,686 2,686

Hit&Run 0

IDPs 14,837 14,837

Hospital 181,694 14,589 196,283

Nomadic 90,189 90,189

Cross Border 2,728 507 3,235

RES/RIC

NW Total 489,340 308,517 40,016 837,873
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Yobe) and other state teams devoted enormous amount of energy and attention in 

planning, implementation and evaluating key priority activities 

Above all, achieving these gains were a result of carefully planned and implemented 

mobilization and engagement meetings which resulted in strong political support and 

collaborative implementing of innovative strategies across the county. 

In a bid to address the challenge of insecurity which remains the major threat to our 

national quest for polio eradication, the NPHCDA ED/CEO led the EOC in securing 

the support of the Nigerian Army by paying advocacy visit to the Chief of Army Staff 

General Burutai in January 2017 and subsequent engagement visits to the Theatre 

Command for the Operation Lafiya Dole based in Maiduguri on four separate 

occasions. The objectives were to strengthen our partnership and ensure full 

complements of the Military support and participation in partially accessible and 

inaccessible settlements through the Reaching Every Settlements (RES) and 

Reaching Every Child (RIC) in the security compromised areas of Borno and Yobe 

States. These engagement visits and subsequent participation has paid off with the 

following results 

 

S/N State Estimated No of 

Children reached 

through RIC 

Estimated No of 

Children reached 

through RES 

Total vaccine 

doses 

Administered 

1 Borno 50196 251,000 847,676 

2 Yobe 1879 60,000 206,372 

 Total 52075 311,000 1,054,048 

 

 

The Executive Director/ Chief Executive Officer of NPHCDA Dr. Faisal Shuaib and 

Chief of Army Staff Lt. Gen. Tukur Burutai 
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The priority for 2018 is to continue to expand our reach to all LGAs and settlements 

in security challenged areas of Borno, Yobe States and Lake Chad islands to 

vaccinate trapped and eligible populations, to increase the sensitivity of Surveillance 

focusing on areas with poor access and narrowing down to ward level, continue to  

Scale up innovations for better campaign results, improve and strengthen quality 

assurance of all Polio data, launch the national polio data porta and improve and 

track political commitment at all levels. The proposed IPDs calendar for 2018 is as 

below: 

1.1.2 High level Engagements 

1.1.2.1 Presidential Task Force on Polio Eradication 

One of the prerequisites of for demonstrating Government commitments to polio 

eradication presidential task force meetings at the National level the meetings of the 

various state level task forces chaired by the state Governors/their deputies.  

In the year under review, the PTFoPE under the leadership of Mr. President met 

twice, on 27th of April and 19th of October.  

 

Presidential Commitment to PEI- 

“I shall leave no stone unturned to ensure the necessary resources and 

commitments required of my government are in place and efficiently utilized to 

strengthen routine immunization and finish the job of polio eradication”. 

The Vice President, Prof. Yemi Osibanjo chaired the 2 meetings on behalf of His 

Excellency Mr. President with Governors, Traditional and Religious leaders in 

attendance. The outcome of the meetings included improved political commitment 

and oversight especially by Governors. Some of them personally launched some the 

IPDs rounds through flag-offs ceremonies (as in Edo, Oyo, Kaduna, Sokoto etc.). 

Participants at the flag-offs include the leadership of the national assembly, His 

eminence the Sultan, Honourable Minister of health, Hon Minister of State for Health, 

ED/CEO and leadership of GPEI partners. 
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1.1.2.2 International monitoring Board meeting 

The country under the leadership of the Honourable Minister of Health and the 

ED/CEO attended the 2 Independent Monitoring Board (IMB) meetings held in 

London in May (15th) and November (16th). Nigeria was commended by the global 

experts on the series of innovative activities introduced particularly to address 

insecurity, check complacency and improve on Government ownership and 

commitment. Participants at the meeting included a 9-man delegation from 

Afghanistan, 12-man Nigerian delegation and 7-man Pakistan delegation. Also in 

attendance were representatives of the Core GPEI Partners – WHO, UNICEF, CDC, 

Rotary International and Bill & Melinda Gates Foundation. Other participants include 

representatives of Government of Canada, Centre for strategic and International 

Studies, DFID, Core Group Polio Project, Gavi Alliance, Global Commission on 

Certification of Polio Eradication, JICA, Polio Partners Group, Technical Advisory 

Groups; Expert Review Committees; UN Foundation, USAID; and US Department of 

State. 

Prior to arrival in London, the National Polio Emergency Operations Centre had 

given to the IMB secretariat a slide deck on ‘Progress in Polio Eradication Initiative in 

Nigeria: Challenges and Mitigation Strategies’.  

The Nigerian session was preceded by two closed door meetings focusing on Nigeria. These 

include:  IMB and GPEI Core Partners discussions with focus on Nigeria and related 

geographical areas (session 5) and IMB, GPEI Core Partners, Donors and extended 

Partners discussions on Outbreaks 

Participants at October 19th, 2017 PTFoPE Meeting
At	the	centre	in	white		is	His	Excellency,	Vice	President	Yemi	Osibanjo,	flanked	on	the	left	by	His	Eminence	Sultan	of	Sokoto
and	the	Minister	of	Health	Prof. Isaac	Adewole &	on	the	left	by	Shehu of	Bama,	Borno State	and	Cross	section	of	Governors	
and	the	NPHCDA	Executive	Director	&	Partner	Agency	representatives 18



18 
 

 

1.2.3 Bilateral Agreement with Government of Germany  

Towards the end of the year (21st December), the Agency signed a significant 

bilateral funding agreement with the German Government through KfW to support 

polio campaigns worth 29.9 million Euros. The Honourable Minister of Foreign 

Affairs, the ED/CEO NPHCDA and German Government representatives signed the 

9th Financial agreement for the  period 2018-2020. 

 

The Honorable Minister of Foreign Affairs, the ED/CEO NPHCDA and German Government 

representatives 

1.1.2.4 Expert Review Committee meetings 

The Expert Committee on Polio Eradication (ERC) met twice in 2017  in January (17 

& 18) and September (18 &19) to review the programme and objective and 

Cross section of GPEI Partners at the meeting 
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professional recommendations to further improve the quality of the interventions to 

achieve interruption within the shortest possible time. While the first ERC lauded the 

FGoN for immediate release of N9.8Billion for OBR, the 2nd meeting appreciated 

Government for prioritizing Routine Immunization through the NERICC structure. 

Key recommendations from the meetings include: The need to improve access to 

security compromised areas, strengthen national surveillances system, ensure full 

implementation of Abuja commitment, the need to improve LQAs implementation 

and vaccine management and proposed the 2018 SIA calendar.  With regards to 

funding Gap 2017-2019 , ERC acknowledged the prompt release of N9.8billion by the 

Government of Nigeria in response to the WPV1 outbreak. However ERC is 

concerned about the funding gap of $475.5m for 2017-2019 and the planned 

ramping down of GPEI financial resources from 2017. ERC noted that the timely 

release of all financial resources is critical to stopping polio transmission and 

maintaining population immunity across the country. Concerning routine 

immunization, ERC acknowledged the efforts of the government of Nigeria towards 

RI strengthening, particularly the NPHCDA declaration of a state of emergency of 

public health concern on RI in June 2017 and the consequent establishment of the 

National Emergency Routine Immunization Coordination Centre (NERICC) designed 

after polio EOC model, to rapidly protect the huge population of un-immunized 

children using innovative approaches. ERC noted that the results of 2016 

MICS/NICS penta3/DPT3 coverage survey showing 33% OPV3 coverage 

nationwide, raises concerns about sustaining high population immunity against polio 

as SIAs frequency decreases. Also, ERC noted that NERICC had prioritized 18 

States with lowest RI coverage. However, ERC is concerned that human and 

financial resources and political commitment needed by NERICC are not yet 

secured.ERC therefore recommended: 

• The full implementation of the “Abuja Commitment” to; 

o urgently establish the political commitment needed for RI at all levels 

o sustain and protect the gains in population immunity against polio as the 

SIAS frequency declines  

• Launch an intensive advocacy and communication campaign highlighting the 

devastating burden of under 5 deaths in Nigeria due to low vaccination 

coverage nationally and by State  

• Conduct risk assessment to see how we can safely transfer polio staff to RI 

without jeopardizing the polio programme - Programme should gradually 

transition some of the polio personnel to be involved in RI, particularly in non-

polio high risk States without jeopardizing the GPEI goal of polio eradication 

 

With respect to Transition planning, ERC noted the revised timeline for the country 

transition planning process due to delay in conducting the business case. 

ERC therefore recommends that: 
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• The presented revised timeframe for transition planning be implemented, 

including the business case for transition planning by December 2017 

• Government should accelerate leveraging of resources for routine 

immunization, primary health care (PHC), disease surveillance, outbreak 

response and other public health priorities. 

  

1.1.1.5 Northern Traditional leaders committee on PHC 

The Northern Traditional Leaders Committee on PHC Delivery (NTLC) under the 

guidance of His Eminence the Sultan of Sokoto met 3 times (in March at Kaduna, in 

July at Sokoto and October in Lafia) and as usual provided their feedback on the 

various support they are providing in their States particularly as they relate to PEI, 

Routine Immunization and other non-polio campaigns. At the meetings, NPHCDA, 

under the leadership of Dr. Faisal Shuaib, provided the traditional leaders with 

updates on key agency and partner strategies to improving Immunization and how 

the traditional institutions will key-in and provide their valuable support in mobilizing 

and generating the needed community demand and utilization of PHC services. At 

the Lafia meeting, the ED/CEO introduced the concept of NERICC to the royal 

fathers including their expected roles in the Community Health Influencers & 

Providers Services (CHIPS). 

The NTLC members at their 2nd quarter meeting pledged to support the Government 

and committed themselves to some specific roles which are: 

1. NTLC will intensify efforts at educating their citizens about the meningitis 

epidemic, its causative organism, and mode of transmission and how to 

protect themselves and also prevent its spread. 

2. NTLC will support government at all levels in encouraging citizens regarding 

early health seeking behavior in order to treat cases that may arise and 

further complications. 

3. NTLC will continue to support government at all levels towards ensuring that 

all eligible citizens are fully vaccinated during immunization campaigns and 

routine settings. 

4. NTLC will continue to support and institute proactive measures to completely 

avert the epidemics in the future including awareness creation, sensitization, 

mobilization and advocacy. 

5. NTLC will leverage on the existing structures, use Imams and other religious 

leaders to conduct sermons to propagate preventive measures and promote 

acceptance of immunizations to curb spread of meningitis. 

6. We call on the Federal, State and Local Government to budget money for 

intensified preventive intervention in the future. 

7. We call on all states to organize similar summits like the one we have today to 

initiate a massive mass mobilization and education of leaders and community 

influencers against al strands of meningitis 
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8.  We call for concerted efforts to educate our primary, secondary and tertiary 

schools administrators on the causes and preventive measures of these 

diseases for the benefit of our school aged children  

 

His Eminence, Sultan of Sokoto vaccinating a child supported by the ED NPHCDA, Dr Faisal 

Shuaib at the National Flag off in Sokoto State. 

 

9.  

Cross section of NTLC members at the Second Quarter meeting in Sokoto, July 

2017 
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 ED NPHCDA, Dr. Faisal Shuaib, Permanent Secretary, Federal Ministry of Health and the 

Honourable Minister of Health, Prof. Isaac Adewole at the emergency CSM outbreak meeting 

held with the NTLC in Kaduna State. 

 

1.1.2.6 Engagement meeting with the Military high command  

The role of military and other para-military bodies and entities in improving access to 

polio vaccination in security challenged areas of Borno and Yobe cannot be over 

emphasized. ED in realization of achieving Mr President’s mandate of Polio 

Eradication as a national priority 1st paid a courtesy visit to the chief of Army Staff, Lt 

General Burutai on 31st January 2017 to update him about the on-going collaboration 

and solicited and obtained guarantee for additional support to reach all children in 

security compromised areas with the full support and active participation of the 

Military. This visit was followed by 3 subsequent ones to the 3 different Theater 

Commanders of Operation Lafiya Dole responsible for fighting the Boko Haram 

insurgency and bringing total peace back to the North-East.  

In each of the ED’s 4 special visits to Maiduguri to interact with the theater 

commanders based on the solid commitment and support from the chief of Army 

Staff, the IM and partners were on hand to escort the ED. 

The 1st visit was in March and the then Theatre Commandant, Gen Lucky Irabor 

provided all the support needed and at the same time led the expansion of RIC 

strategy. The 2nd visit of the ED made in September and again in November to Gen. I 

Attahiru, the then Theater Commander. The last of such visit happened in December 

(precisely on the 18th and 19th December 2017) to the new Theater Commandant, 

Maj General  

Since March 2017 to date a total of 48,766 children previously unreached in 2538 

inaccessible settlements were reached and vaccinated by the Military through the 

RIC strategy. In this last meeting, the ED was able to extract additional commitment 
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such that the Theater command will reach up to 80% of the 6154 remaining 

inaccessible settlements with over 160,000 children by June 2018. This is indeed a 

very important milestone for the history of Polio Eradication in Nigeria.  The Nigerian 

Military through the Theater command had committed to deploying 49 dedicated 

military teams of about 3185 personnel who will be trained and kitted to provide 

vaccination services along these inaccessible settlements. 

 

 

March 2017 visit  
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September visit 

 

November visit  
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December meeting held on 18th and 19th  

 

 1.1.2.7 Lake Chad TAG Team Meeting  

The meeting was held at Ledger Hotel Ndjamena, Chad. Tuesday 21
st

 –Sunday 26
th

 

November 2017 

Background 

• Health Ministers from the 5 countries signed a Declaration of Emergency in Addis 

Ababa in August 2016 in response to the polio outbreak in Borno State  

• The Lake Chad Coordination was put in place in N’Djamena in August 2016 with 

members from WHO, UNICEF, e-Health Africa, CDC  

• Initial focus: implementation of outbreak response SIAs from August 2016-

January 2017 

• 5 SIAs using bOPV 

• 2 SIAs using mOPV2  

Objectives; 

1. To review the sensitivity of AFP surveillance in Lake Chad (LC) countries and 

provide recommendations to strengthen their ability to detect WPV and VDPV 

transmission.  

2. To review information concerning Routine Immunisation, SIAs and immunity-

boosting activities to estimate and describe existing immunity gaps of children in 

the LC countries and to provide recommendations to improve immunity.  
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3. To review the risks of outbreaks following WPV importation/cVDPV 

emergence in LC countries, their preparedness for outbreak response, and 

current status of risk mitigation strategies and to provide recommendations.  

4. To review and provide recommendations on the communication and vaccine 

management strategies used by the LC countries. 

 

1.1.2.8 Border synchronization implementation  

The border synchronization implementation took place during the January 2017 

mOPV2 campaign. In areas with dire security issues border synchronization 

activities could not occur as the campaign was largely driven in these areas by the 

“hit and run” strategy. The international border activities were coordinated by the 

Lake Chad coordination body. The implementation in the Lake Chad region was not 

synchronized because of insecurity. The inter-state and inter- LGA border 

implementation activities were synchronized in areas with no security problem. The 

inter-ward and inter- catchment area border synchronization activities was poor. 

The recommendation is for border synchronization implementation and meetings to 

be properly guided by State EOCs to ensure that inter-ward and inter- catchment 

area border synchronization activities are conducted under the watch of senior 

supervisors.  

 

1.1.2.9 Rapidly boosting population immunity with IPV Vaccination  

The Polio outbreaks were linked to insecurity that has left a cohort of children with no 

vaccination from both SIAs and routine Immunization for several years during their 

captivity by insurgents. These children pose great danger of spreading the virus 

beyond these war affected areas. To rapidly arrest the spread of the virus and boost 

population immunity in the January 2017 campaign the use the best available tool 

(IPV+bOPV) was needed in priority areas. The limited quantity of IPV in the State 

and globally, made it expedient that screening points were prioritized for IPV+bOPV 

at first contact before they are released into the larger community. 

 

1.1.3 Directly Observed Polio Vaccination  

The DOPV approach which was a major driver in the Polio eradication quest has 

continued to be an effective approach in attracting children to be vaccinated outside 

the household with the two drops of OPV. This strategy that was endorsed by Expert 

Review Committee and the Independent Monitoring Board (IMB) was scaled up to 86 

VVHR and VHR LGAs and in 981 Wards in January 2017 campaign. The DOPV 

strategy was modified to include civilian Joint Task Force (CJTF) to provide 

protection in some security compromised parts of North East. It has remained the 

main-stay of vaccination during IPDs in transit points and locations with cohorts of 

internally displaced persons from insurgency, noncompliance and areas with low 

OPV uptake population to incentivize them. The DOPV was the major strategy 

deployed mainly in selected OPV resistant communities with non-compliant 

households. This activity utilized street performers, entertainment and attractive 

“pluses” (incentives which include sweets, biscuits, whistles and noodles) to  
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bring children outside the home so vaccination can be witnessed. 

The scaling up impacted positively with the resultant improvement of 100% of the 

LGAs in the VVHR and VHR LGAs having >= 80% overage in January 2017 mOPV 

campaign  

 

1.1.2.9 Other engagements 

Within the country, series of meetings were held with polio for vulnerable (Polio High 

Risk and Very High Risk LGAs) LGAs in Kaduna and Kano. The Kaduna meeting 

held in July/August involved 7 states (Adamawa, Bauchi, Gombe, Kano, Sokoto, 

Taraba & Zamfara) with a total of 50 LGAs. The Kano meeting held  28-29th August 

2017 also had 7 States (A/Ibom, Benue, Kaduna, Plateau, Nasarawa, Enugu and 

FCT) with a total of 39 LGAs involved. In total 89 LGAs were met in 2017. The 

objectives of these meetings were to discuss performance issues (reasons for 

vulnerabilities) and support the LGAs with plans that will address challenges and 

ensure improvement in both Routine as well as campaign interventions. At the end, 

each LGA developed a specific High Risk Operation Plan (HRoP) tailored towards 

addressing their peculiarities. Common areas of convergence were: the need to 

improve funding and accountability for RI activities (to improve access and 

community demand), strengthening accountability and improve quality of SIAs. 
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STRATEGIC AREA 2 

2.1 Revamping Routine immunization 

 

The MICS/NICS 2017 report showed a low performance in terms of coverage of all 

antigens; 33% with issues around low card retention, data quality issues, health 

workers attitude and poor knowledge of Routine Immunization amongst care givers. 

The Agency and top management accepted the reports of the survey and agreed to 

put in place a machinery to reverse the ugly trend and improve routine immunization 

service delivery and achieve at least 85% by the end of 2019.  

The agency declared an emergency on routine immunization on the 4th June 2017 

and its main mandate is to revamp routine immunization service by enhancing 

coordination and designing strategies which will lead to an increase in coverage to at 

least 85% coverage by 2019. A National Emergency Routine Immunization 

Coordination Center (NERICC) was inaugurated comprising staff of the Agency and 

all partners in the immunization landscape. The immediate task of the center was to 

develop a work plan to cover the period of the emergency with specific quick wins 

that can fast track a reverse in the trend at the sub national levels. As a coordinating 

body, it was also mandated to establish State Emergency Coordination Centers 

(SERICC) to coordinate routine immunization activities in the state.  

The emergency status used the MICS/NICS report as a base line, poor performing 

states were ranked according to their Penta 3 coverages and the eighteen poorest 

performing state were ranked as priority states for emergency intervention. The 

states are Sokoto, Katsina, Kano, Kaduna, Jigawa, Kebbi, Zamfara, Adamawa, 

Borno, Taraba, Yobe, Bauchi, Gombe, Nasarawa, Niger, Plateau, Kogi and Bayelsa. 

The NERICC has developed its work plan in collaboration with immunization 

partners, the center is operational every day with daily meetings and coordination 

follow up calls to the states and feedback the state with visits to the states where 

necessary. The work plan is pivotal to the activities of the NERICC, members belong 

to work group which are directly responsible for the different thematic areas. 

Assignments and tasks are assigned based on the work plan. 

Activities conducted so far; 

2.1 Routine Immunization retreat-  

A three day retreat was conducted in Kaduna from the 4th – 6th of June 2017, 

participants at this retreat were senior members of the Agency management and 

partners in routine immunization across the country. The purpose of this retreat was 

to formally declare the state of emergency on routine immunization and define a 

roadmap for the revitalization of routine immunization in the country. The leadership 

of the NERICC was selected at this meeting. The outcome of the retreat was the 

consensus on the thematic areas, membership and initiation of work plan 

development along the different thematic areas.  
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2.2  Establishment of NERIC Center  

NPHCDA dedicated a conference room which was to serve as a center was 

established. This was necessary as the NERICC is to meet on a daily basis to 

brainstorm on issues as they arise and proffer on the spot solutions or seek further 

guidance and directives as the need arises. This gives the center an emergency 

approach to issues with immediate resolutions with the agreement of all stakeholders 

in immunization. This has been the trend since the establishment of the center. 

2.2.1 Establishment of State Emergency Routine Immunization Coordination 

Centers- 

The priority eighteen states has a matter of urgency were earmarked for establishment of a 

coordination center at the state level with the same mechanisms as operational at the 

National level. The center to focus on Routine immunization issues working with the 

partners at the state level to revamp immunization service delivery and improve coverages 

from the unacceptable levels as shown by the NICS/MICS 2016 report. In all but one state 

(Plateau) planned, SERICC was established and inaugurated by the end of the year in review. 

 

 

 

Inauguration of Kano SERICC by ED/CE NPHCDA with partners and his entourage in Nov.2017 

2.2.2 Monitoring of monthly reports on Routine Immunization on the DHIS 2 

platform The country in collaboration with the partners in immunization especially 

the World Health Organization has hitherto reported on a monthly basis on 

coverages and performance of the different antigens in the state on a platform; 

District Vaccine Dashboard Monitoring Tool (DVD-MT). This platform is domiciled 
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with the WHO. The country had decided to take full control of its data and hence the 

shift and transition to the District Health Information System (DHIS). This system is 

domiciled with the Federal Ministry of Health, it contains all PHC data. The transition 

to the DHIS platform is scheduled to be complete by the end of December 2017. 

The NERICC statutorily monitors the performances of the states and the LGAs on 

this platform on a monthly basis, this is done with the aim to swiftly intervene in 

states that have issues based on the parameters being monitored. Indicators such 

as coverages for antigens, number of fixed and outreach sessions planned versus 

conducted, vaccines utilization, supervisory visits e.t.c are monitored on a monthly 

basis and feedback is given to the states on observed variances.  

 

The data management team is mandate with this task and most give a feedback on 

a monthly basis for follow up intervention by the state and the zonal desk, and 

sometimes some of the issues may be escalated to the level of the PM and the 

Executive Directors. The system provides for monthly reporting from the states by 

the 15th of the preceding month for the previous month. This system is been looked 

into be the NERICC team to provide daily reporting platform which will lead to less 

data manipulation.  

 

Achievements 

• Prompt response and feedback to the states on observed irregularities 

• Observations included as follow up during supportive supervision to the states 

• Desegregated data used as a basis for selection of intervention areas in the 

states for close monitoring and supervision. 

Innovations from the monthly monitoring 

• Piloting of daily reporting in two LGAs in Nasarawa state for comparison with the 

monthly reports received. 

• Delineation and adoption of operational dominators as against the census 

extrapolation population. 

• De-emphasis on targets for health facilities with more emphasis on actual number 

vaccinated. 

• Accountability MOU in place on data management and service delivery signed by 

NPHCDA and all partners. 

 

2.2.3 Supportive supervision  

 Supportive supervision is one of the prioritized interventions at the NERICC centre 

to support the states and LGAs to improve on the immunization service delivery and 

data management at the sub national level. The existing Standard Operating 

Procedure (SOP) for routine immunisation has been revised as well as optimized to 

meet up with the current realities seen on the field.  
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So far supportive supervision is focused on the priority states, three rounds of visits 

were conducted in the year of review; August, November and December. Some 

states of interest based on monthly report from the DHIS 2 platform have also been 

included for visits, Delta, Osun, Oyo and Ogun. 

 The objectives of these visits were: 

1. To institutionalized the revised/optimized Joint Supportive supervision in all 

the NERICC high priority intervention states.   

2. To provide a model of our vision of the joint RI SS (the onsite support and 

mentorship) to some selected RI Facilities in the state. 

3. To provide support for on-the-job training, mentorship and reinforcement of 

best practices. 

4. The expected outcome included: 

• The optimized RI SS institutionalized in all the NERICC high priority states.   

• A concept of optimized joint RI SS understood and accepted by the states 

LGAs and all RI partners in the states.  

• On-the-job training and mentorship training provided and best practices 

reinforced. 

• These visits have so far been an intervention process where all stakeholders 

from the National and State level collaborate and conduct this visits directly to 

the LGAs and the health facilities with resultant efforts of better recording 

practises of services delivered and an overall improvement in the practise of 

routine immunization at the sub national levels. 

Findings from the visits; 
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Figure showing immunization status, reasons for unimmunized and card retention from 

community survey conducted during Routine Immunization Supportive supervision. 
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Chart showing 66% of the children sampled during community survey were fully 

immunize. 

Challenges: 

• Non availability of supervisors to cover more facilities within the states. 

• Non follow up of issues identified during visits by the states for resolution 

• States do not have a structured RISS programme in place. 

Way forward; 

•  SERICC will ensure RISS is instituted with the participation of all partners at the 

state level. 

• All issues raised will be followed up and resolved by the SERICC. 

• SERICC to work out the possibility of involving all assets in the states to increase 

the pool of supervisors. 

Advocacy and Communication group are mandated to design and implement 

strategies to improve awareness and demand for routine immunization, some of the 

activities conducted to achieve this feat includes; 

Basic Guide for Routine Immunization Service Providers training for the 18 priority 

states 

Capacity building is required to develop the capacity of health service providers especially 

those in the frontlines, improved capacity leads to improved performance and an improved 

service delivery not only for routine immunization but for Primary Health Care as a whole.  

NPHCDA/NERICC identified 17 priority states for the basic guide on routine 

immunization service providers training; Borno state had earlier been training in the 
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second quarter of the year in review under the Routine Immunization Working group 

structure.  From the 17 states a total of 353 LGAs and 15,246 RI providing health 

facilities are targeted. The training was cascaded to 3 levels (national, state and 

LGA) 

The training was supported by WHO and facilitated by all partners in the 

immunization landscape. MCSP supported national and state level training cost of 2 

states (Sokoto and Bauchi) and CHAI supporting all training cost of one state 

(Niger). 

The national training of trainers training for the 17 states was organized in two 

clusters, on 2-6 Oct, 2017 and 9-13 Oct, 2017 in Kaduna for 5 days each. A total of 

241 participates were planned to attend the training but 266 participants attended. 

The training was facilitated by 32 facilitators drawn from the NERICC and Zonal 

offices of NPHCDA and partners. 

The objectives were 

• to improve the capacity of state officials and LGA team members including 

partners on basic routine immunization knowledge and skills for effective RI 

services delivery at the LGA and HFs levels. 

• to train a pool of facilitators that will train the health facility in-charges and RI 

providers/Focal persons on basic routine immunization knowledge and skills at 

LGA level. 

• to strengthen the RI service providers’ capacity to carry out enhanced RI services 

in the states. 

• to update the RI service providers’ and supervisors’ knowledge on new 

strategies/innovations in routine immunization. 

Outcome were 

• improved capacity of the state and LGA levels senior supervisors and partners 

built on basic routine immunization knowledge and skills for effective RI services 

• Created pool of facilitators for LGA level trainings. 

• Improved the capacity of RI service providers to carry out enhance RI services 

strengthened. 

• Updated RI service providers and supervisors’ knowledgeable on new 

strategies/innovations in routine immunization. 

A total of fifteen thousand two hundred and forty six (15,246) health workers will be 

trained.  
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2.3 Stakeholders Meeting with Medical Directors of Private Health Facilities 

Providing RI in the FCT 

The 2013 NDHIS showed that about 62% of Primary Health Care services is 

rendered at the Private Health Facilities and current data for the first half of 2017 

shows that private health facilities provided 54% of Routine immunization (RI) 

services in AMAC alone. However, there has not been adequate support from 

Government and Partners for RI services at the Private health Facilities. This is a 

noticeable trend in urban cities such as Lagos, Port Harcourt, Enugu. 

There is over-reliance on the private health facilities than the public health facilities in 

the major cities partially due to the lack of confidence in the public health care 

system and the ability to walk in and get the services without spending so much 

waiting time. The services at these facilities despite specialized in some has left 

much to be desired especially in providing routine immunization. Some of the 

practices such as poor vaccine management and handling of AEFIs has been on the 

radar of the NERICC aside the bad practice of collecting monies for vaccinations that 

have be provided by the Federal Government free of charge. 

It was therefore pertinent that these group of person who manage this facilities 

needed to be consulted and properly guided on the policies and practise of routine 

immunization within the country. The meeting was held on the 13th of August 2017 in 

Abuja. 

The overall Objective was to ensure that routine immunization activities are carried 

out in the FCT in conformity with the nationally acceptable standards. 

The specific objectives are as follows: 

• To remind the medical directors of the minimum standards and key messages to 

ensure vaccine safety, proper handling and accountability. 

• To discuss the apparent gaps in vaccine management & accountability across 

private HFs in the FCT. 

• To discuss and confirm reasons for the discrepancies in vaccine stock 

issued/utilized  and the alleged high cost of vaccination in the FCT 

• To share the contents of the revised MOU to be signed; and either revalidate or 

suspend the MOU with the FCT-PHCB accordingly 

The Expected Outcomes: 

• Participants reminded of the minimum standards and key messages to ensure 

vaccine safety, proper handling and accountability. 

• apparent gaps in vaccine management, accountability across the HFs in the FCT, 

discrepancies in vaccine stock issued/utilized and  

• the alleged high cost of vaccination in the FCT discussed and resolution reached. 

• revised MOU shared with participants  
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• MOU signed with private  health facilities that are willing to operate with the 

revised MOU 

• Participants commit to report all immunization activities at their respective 

facilities using appropriate data tools 

Participants at the meeting included: Executive Director (NPHCDA) – represented by 

the Program Manager (NERICC), The Executive Secretary, FCT-PHCB and Partners  

(NPHCDA/NERICC,WHO, CDC, EU-SIGN , IVAC, MSCP}. Others include, NERICC 

Secretariat FCDA-CCO, State Immunization Officer, Logistic officers and Medical 

Directors s of private health facilities/representative. 

Achievements: 

• Medical Directors agreed to cut the cost of providing routine immunization to a 

maximum of five hundred naira in their facilities. 

• The MOU on service provision and accountability was signed by representatives 

of the guild of Medical Directors. 

• Staff of private health facilities providing routine immunization will be made 

available for training on routine immunization to improve their capacity and 

efficiency. 

 

2.3 Conduct of Routine Immunization Lot Quality Assessment in Eighteen 

Priority States. 

The Agency had accepted the NICS/MICS report and the mechanism established to revamp 

RI within the shortest possible time in place. There is a need to establish a baseline within 

the NERICC for monitoring progress of all efforts by stakeholders in the immunization space. 

A lot quality assessment provides the closest proxy for monitoring progress and 

providing a basis for intervention in the efforts been put in place. This practise is 

common in Bangladesh and other countries with similar population variance as 

Nigeria. A baseline was planned to be conducted in the eighteen priority states in 

December of 2017 with quarterly assessments planned to cover for the period of the 

emergency period however, ten states were able to conduct this assessment while 

the remaining eight state will conduct by the third week of January 2018. 

All the LGA in the 10 States were surveyed. In each LGA 6 HFs and settlements 

were randomly selected using PPS and in each settlement, 10 households were 

randomly to select an eligible child 0-11 months of age for sampling. 

For this round, RI LQAS was conducted in 10 out of the 18 NERICC states, namely; 

Jigawa, Katsina, Adamawa, Zamfara, Kebbi, Kogi, Taraba, Nasarawa, Niger and 

Plateau states. Due to inability to secure funding, 8 states (Sokoto, Kaduna, Kano, 

Borno, Bauchi, Yobe, Gombe and Bayelsa) are yet to implement.   
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A minimum of 4 National level facilitators supported each of the 10 NERICC states 

for the conduct of the LQAS. Facilitators for the state level training of assessors 

include NPHCDA (10), WHO (10) includes all state coordinators, NBS (10) includes 

personnel from state bureau of statistics (SBS), UNICEF (1), CDC/AFENET (7), 

CHAI (2), MCSP (2), IVAC (2) and Solina Health (2).  

 

 

Chart showing proportion of LGAs monitored the states. 

   

 

 

Figure showing proportion of eligible children immunized (0 – 11 months) in 202 

LGAs sampled 
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Next steps taken 

• Program Manager, NERICC to disseminated findings of December, 2017 with 

states by 22nd December, 2017. 

• State Desk officers followed up with PMs SERICC to ensure finding is 

disseminated to stakeholders & LGA teams by 27th December, 2017. 

• PM NERICC provided guide on possible date for RI LQAS in the remaining 8 

States. 

 

2.5 Annual EPI review meeting  

The 2017 annual Expanded Programme on Immunization (EPI) Review Meeting is 

platform to closely engage with the states and to re-emphasize the emergency mode 

of routine immunization in the country.  It also provided an avenue to state for 

sharing of good/best practices, challenges and to learn from one another and clarify 

some issues on the role of SERICC PMs within the immunization space in the states. 

The review meeting was held from 11th – 16th December in 2 clusters with 3-days for 

each of the clusters. The first cluster was held from 11th – 13th December 2017 and 

had 19 states and the FCT participating from the North West, North Central and 

South West states. The second cluster was held from the 14th – 16th December 2017 

with 19 states from the North East, South East and South-South participating.  The 

review meeting had participation from RI partners, States and the National. The RI 

partners were from the WHO, UNICEF, IVAC, CDC/NSTOP/AFENET, CHAI, MCSP, 

EU-SIGN and SOLINA GROUP. Participants from the states included the Executive 

secretaries of state primary health care agencies, Directors Primary Health Cares 

from states without SPHCDAs/Bs, PM SERICC and SIOs. The review meeting had 

participation from RI partners, States and the National. The RI partners were from 

the WHO, UNICEF, IVAC, CDC/NSTOP/AFENET, CHAI, MCSP, EU-SIGN and 

SOLINA GROUP. Participants from the states included the Executive secretaries of 

state primary health care agencies, Directors Primary Health Cares from states 

without SPHCDAs/Bs, PM SERICC and SIOs.  

The specific objectives were; 

• To review 2017 EPI program performance against plans 

• To update states on strategic direction for Immunization in 2018 

• To share and review state specific plans for improving EPI performance in 

2018 

• To provide a clear understanding of the roles of the PM SERICC and the SIOs 

 The expected outcomes were; 

• 2017 EPI program performance reviewed against plans 

• States updated on the strategic direction for Immunization in 2018 

• State specific plans for improving EPI performance in 2018 shared and 

reviewed 
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• A clear understanding of the roles of the PM SERICC and the SIOs 

 

 DISEASE CONTROL AND OTHER IMMUNIZATION ACTIVITIES 

In 2017 NPHCDA battled with some vaccine preventable, life threatening diseases 

outbreak: Cerebrospinal meningitis, Cholera and Yellow fever.  

1. Cerebrospinal meningitis (CSM) 

In 2016 November there was a meeting with the 9 very high risk states, on 

preparedness and response on CSM, ceftriaxone was prepositioned in these states 

along with vaccines and current SOP for response to any outbreak  

An outbreak of cerebrospinal meningitis (CSM) started in December 2016 in Zamfara 

but was not reported by the State till February 2017 when there was an informal 

report on ongoing suspected cases of meningitis in Zamfara, the National followed 

up, Field support was sent from NCDC 

The State was technically guided and linked up with global health partners to source 

and procure commodities such as testing kit for diagnoses, drugs for case 

management, and vaccine for reactive vaccination from International Coordinating 

Group (ICG) to contain the outbreak.  

As at week 9, Gora ward in Birnin Magaji LGA was the most affected (139 reported 

cases, 19 death). The vaccines available at the National then was 20,820 doses of 

ACWY, these was used for the first wave of the response (Phase 1) in Gora ward. 

The campaign took place on 16th – 20th March 2017. The target population (1-29 

years) for the ward is 17,846.  Total vaccinated was 19,674 individual giving a 

coverage of 110%. Wastage Rate: 6%. No AEFI. Supervisors were deployed for 

Supportive supervision. . Subsequently the National team supported the state in its 

request to ICG for vaccines 

Meanwhile cases were being reported in other States. States like Sokoto, Katsina, 

Kebbi, Jigawa Niger, FCT, Borno and Yobe and some had wards/LGA reaching 

epidermic threshold. SOP was shared again with the at risk States and ceftriaxone 

prepositioned in those currently reporting cases ( Sokoto, Zamfara, Borno, Yobe, 

Katsina , etc  Apart from Zamfara that made request twice to ICG during the 2017 

epidermic season, Sokoto and Yobe also sent in their request. ICG first released 

500,000 doses of A+C for Zamfara then 694,065 doses at the second request. 

Sokoto State made one request to ICG, 823,970 doses of Men C prefilled syringes 

was released. Yobe State made a request with the support of MSF and 242,995 

doses of ACWY was released 

2.  Yellow fever 

Cases of epidemic of yellow fever were reported in Kwara and Kogi which led to a 

reactive campaign being carried out in selected wards/ LGAs of the state. The target 

age is 9 months to 45 years. The implementation was on 14th to 23 October, 2017. 
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Supervisors where deployed to provide supportive supervision. Zamfara state was 

also supported in reactive vaccination as a result of cases confirmed at the State.  

3. CHOLERA 

The unit got wind of suspected cases of acute watery diarrhea in Borno State being 

reported in an IDP camp in Maiduguri on the 2nd   of September, 2017. Then with the 

approval of the ED some staff were deployed to support the State in the case 

investigation, management and preventive measures. As of 1st of September, 2017 a 

total of 186 cases were reported. Out of the reported cases seven were positive for 

Cholera and three cases were confirmed with culture. Cholera outbreak was 

confirmed in the camp against backdrop of factors that facilitate spread of the 

disease. The affected area, Muna IDP camp is home to around 45,000 people 

displaced by the Boko Haram insurgency. There are another 40,000 people living in 

the area around the camp. Bolori settlement of MMC LGA has a population of 

around 868,130 with significant proportion of IDPs. Bolori settlement can be 

described as urban slum when considering the structure of the house, the lack of 

water and sanitary facilities. Despite the ongoing efforts to the control the current 

outbreaks through improved water and sanitary services, health promotion 

messages and early case detection and management as of 1st of September, 2017 a 

total of 186 cases were reported. Out of the reported cases seven were positive for 

Cholera and three cases were confirmed with culture. 
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STRATEGIC AREA 3 

 

3.1 Primary Health Care Strengthening/Revitalization 

 

The National Primary Health Care Development Agency (NPHCDA) is commenced 

the implementation of the presidential vision with revitalization of the first 100 PHC 

facilities and subsequently scale up to cover an approximately 10,000 PHCs 

nationwide with every political ward having at least one functional PHC facility. 

 

Renovated Guri PHC at Guri LGA,  Jigawa State by GAVI HSS March 2017 
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Hospital Equipment delivered to Jibia & Kaita  LGAs (16)Health Facilities in Katsina State 

3.2 HEALTH FINANCING 

The Agency adopted innovative financing, basic health care provision fund and 

health financing analytics. The Nigeria State Health Investment Project – NSHIP 

(Adamawa, Nasarawa & Ondo States) and Additional Financing – AF-NSHIP 

(Bauchi, Borno, Gombe, Taraba & Yobe States) /AF is domiciled in the Innovative 

Financing..  

Despite years of the traditional input financing approach in Nigeria, there has been 

limited progress in the improvement of health indices, marginal advances in service 

delivery and no increase in accountability of providers to users. On the other hand, 

there is increasing evidence globally of the positive impact of performance based 

financing (PBF) on health system performance, provider behavior and quality of 

care. Thus, the NSHIP, with its focus on output-financing, offers new evidence for 

Nigeria to utilize and inform policy decisions. Administrative data for Q1 and Q2 2017 

show increases in coverage rates for key MNCH indicators at both the primary and 

the secondary levels. Quality indicators also show higher scores in the first two 

quarters of 2017 as compared to 2016, at both the primary and the secondary levels, 

for the majority of domains.  

Apart from the regular collection of administrative data, the NSHIP has a built-in 

impact evaluation. The primary objective of the impact evaluation is to provide 

evidence of whether the NSHIP approach contributes to improvements in: 
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(i) the availability, utilization and coverage of maternal, child, reproductive and 

disease control health interventions, particularly among the poor 

(ii) the quality of care in publicly-financed health facilities 

Data from baseline, mid-term and end-line household and health facility surveys will 

be used to inform the impact evaluation. The baseline surveys were carried out in 

2014, while the midline surveys occurred in the third quarter of 2017. Preliminary 

results indicate that NSHIP States experienced a greater increase in the coverage 

and quality of services than the control States. It is hoped that the full midline report 

will help to guide national policy decision around PHC going forward.  

3.2.1 Providing technical support for planning, management and implementation of 

Primary Health Care 

In keeping with the Presidential mandate to rehabilitate the northeast and restore 

health care services, the NSHIP is building on observed positive results in the 

existing NSHIP states, especially in Adamawa, to expand the project to the 

remaining five northeast states of Borno, Yobe, Taraba, Gombe and Bauchi. The 

World Bank Board approved an Additional Financing credit in June 2016 for NSHIP 

expansion in the northeast. The project fully commenced in the NE in 2017, starting 

with one pilot LGA each in Bauchi, Taraba, and Gombe States and two pilot LGAs in 

Borno and Yobe.  

For the initial activities indicating commencement of the project, the NPHCDA 

worked closely with the SPHCDA/Bs of the respective States to provide support with 

the planning, management and implementation of the NSHIP. The main activities 

comprised the review and adaptation of key project documents for the NE States, 

conducting a quality baseline evaluation for the health facilities, supporting numerous 

trainings to State and pre-pilot/scale-up LGA and Health facility staff on PBF 

principles,  regular monitoring and supervisory visits to the SPHCDAs, LGAs and 

health facilities, and training of mapping agents for the additional LGAs in Bauchi, 

Borno and Taraba States. All these activities were successfully implemented in the 

AF states and the service delivery has commenced in the pre-pilot LGAs. 

3.2.2 Mobilizing resources nationally and internationally for the development of 

Primary Health Care 

As the NSHIP is using PBF principles, which are new to the country, experts 

(predominantly from Rwanda and Cameroon which have systematically implemented 

PBF for a much longer period) were recruited to support project implementation and 

to build local capacity in results based financing approaches.  The project lays strong 

emphasis on capacity building with the aim of ensuring that at by the end of the 

project in 2020, Nigeria will have a rich pool of personnel with PBF expertise which 

can be used to strengthen PHC in the country.  



44 
 

Throughout 2017, the NPHCDA NSHIP PIU has conducted and supported the 

mobilization of human resources, both nationally and internationally as follows:  

- Engagement of Contract Management Verification Agencies (CMVAs) and 

Independent Verification Agencies (IVAs) in the 5 additional financing 

States. In the original project, a foreign firm, Oxford Policy Management (OPM) is 

providing technical support for project implementation in coaching, mentoring, 

data management, verification and counter verification. For the AF states, local 

firms active in the health sector are being contracted to perform these functions 

as well as other action to strengthen PHC implementation in the project States.  

- Training of CBOs in Nasarawa State. A cardinal principle of RBF is the counter 

verification process which aims to determine the authenticity of the declared 

results, the quality of services provided to the population and the community 

perception of services received at the health facilities. In NSHIP, Community 

Based Organisations (CBOs), are recruited to undertake Community Client 

Satisfaction Surveys (CCSS). Participants from these organizations received 

training on the administration of all the questionnaires as well as on the paper-

based tools as well. Also, mobile devices have recently been deployed for CCSS 

and personnel have been trained in the use of the ODK application on the mobile 

devices in the collection of data 

- Second Internship training for NSHIP States. Among the various personnel 

required for PBF implementation, Verifiers are critical as they perform the role of 

ex ante verification of the quantity of services provided. The project conducts 

trainings for Verifiers on an ad hoc basis. With a recent increase in number of 

contracted health facilities, there was the need to increase the pool of verifiers 

and bring the verifier to facility ratio to the international standard of 1:10. An 

International Master Trainer was engaged to conduct a second month long 

intensive PBF Internship Training Programme for verifiers as well as a 

preparatory Train-the-Trainer Workshop. 

3.2.3 Providing support for monitoring and evaluation of the National Health 

Policy 

Verification ensures that the services submitted for payment were  provided and  

delivered to a high quality  

PBF verification systems must be rigorous and should involve a number of different 

institutions. Within NSHIP, ex-ante quantity verification is undertaken by verifiers 

(contracted by RBFTA/SPHCDA), whilst ex-post quantity verification occurs through 

the CCSS by community-based organizations (CBOs). For quality of services, the 

LGA PHC Departments/HMB carries out ex-ante verification, whilst ex-post is done 

by a combined team of NPHCDA/RBFTA. The verified data is subsequently 

uploaded to an RBF Portal for analysis.  
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Throughout 2017, the NPHCDA NSHIP PIU has worked alongside Bluesquare, a 

data management firm specializing in setting up PBF data management, to begin the 

integration of the PBF Portal into the national DHIS2 system. Such interoperability 

will improve the quality of data within the national platform.  

3.2.4 Human resource development for Primary Health Care through 

orientation and continuing education/ providing support to the Village 

Health System by training Village Health Workers 

The NPHCDA NSHIP PIU provided several trainings and educational opportunities 

at the National, State, LGA and Health Facility levels. Some of the achievements 

include:  

• AF NSHIP HF Training. In preparation for the commencement of PBF in the NE 

states, the NPHCDA conducted training on the principles of PBF for health facility 

workers from selected Primary Health Centres, General Hospitals and Ward 

Development Committee chairmen in all of the Pilot LGAs in Bauchi, Borno, 

Gombe, Taraba and Yobe. The training modules comprise 13 sessions, plus a 

pre- and post-test, and focuses on the best practices, responsibilities, managerial 

skills/capacity of the officers-in-charge (OIC), technical staff and the community.  

• AF NSHIP Business Plan Coaching and Mentoring. Following the health 

facility PBF training it was deemed necessary to further support health facility 

OICs and technical staff on developing their business plans. Therefore,  coaching 

and mentoring for health facility OiCs on the business plan was conducted in 

contracted PHC facilities and General Hospitals in four pilot LGAs in the AF 

States (Dass, Ardo Kola, MMC and Jere). 

• LGA Supervisor Certification Training (and Re-training) on PBF and the use 

of ICT for Nasarawa and AF States. Another category of personnel required for 

PBF implementation are LGA Supervisors. These are health personnel from LGA 

PHC Departments that conduct quarterly quality supervision of health facilities 

using a quality check list.  This training of 13 modules aims to equip participants 

with the knowledge and skills needed for them to carry out their ex-ante quality 

assessments on a quarterly basis. Some of the focus areas were: Introduction, 

What is RBF?, RBF and the Ward Health System, What is PBF?, MPA and CPA, 

Coaching and Mentoring, Essential Drug Management, Indice Tool, Financial 

Management, ISS, Quality Checklist, PBF Committees and Business Plan. These 

modules were covered during the first three days, ending in a final exam on the 

fourth day. Participants were thereafter assigned to groups for the field exercise, 

which is the second part of the training. The field trip provided the Supervisors 

the opportunity to practice administering the quality checklist and quality 

improvement plan, with support from the facilitation team. 
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3.2.5 Health Care Waste Management and essential drugs management 

Healthcare waste management is an important social safeguard component of the 

project, which together with essential drug management have been identified as 

particular areas with a lack of adequate human resources for implementation.  To 

tackle these issues the project has embarked on several activities in 2017 on the 

health care waste management component:  

• Engagement of Healthcare Waste Management Consultant. Within NSHIP, 

HCWM is a key component which helps to ensure high quality of care. It is also 

necessary to assist nation-wide efforts amongst healthcare providers in the 

implementation and enforcement of sustainable healthcare waste management 

systems that are environmentally sound, technically feasible, economically viable 

and socially accountable. Unfortunately there remains a lack of sufficient 

technical expertise to effectively manage this component at the national and state 

levels. To bridge this gap, the NPHCDA engaged a consultant to build capacity in 

HCWM at the NPHCDA and the project states.. The consultant is working on 

supporting the State teams with the development of the NSHIP HCWM Plan/User 

manual (using the Polio eradication and HIV HCWM plan)  

• Engagement of consultant for EDM. Several implementation support missions 

identified essential drugs management as an area of weakness which affects the 

optimal delivery of services in the NSHIP health facilities. As such, there is a 

need for further training and re-training of health workers at the National, State, 

LGA and Health facility on essential drugs management. A consultant to support 

the process was engaged in 2017, and training-of-trainers will commence in 

2018.  

3.2.6 Document Review 

Finally, the following key documents which aid the health facility workers and LGA 

Supervisors were developed and/or piloted throughout 2017:  

• Quality Evaluation User Manual. The RBFTA has developed a user manual for 

quality assessment and the administration of the quality checklist (MPA & CPA) 

in June 2017 at the request of the NPHCDA and the World Bank. The manual 

aims to facilitate LGA PHC departments and HMB supervisors in carrying out 

their responsibilities, and provides them with clear guidelines  

• BMJ PACK pilot. During the first quarter of 2017, a pilot of the BMJ PACK 

(Practical Approach to Care Kit) commenced in the three NSHIP States. PACK is 

a patient management evidence-informed tool for PHC clinicians in Nigeria, 

developed in conjunction with the relevant administrative entities of health 

workers. It uses a 3-step framework ‘Assess, Advise, Treat’ approach to 

managing chronic conditions. It has been fully localized to comply with local 

policies, medication, tests, equipment, skills and treatment. Some 500 clinicians 

in the three pilot states participated in fortnightly training sessions at their own 
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facility to deepen their knowledge and use of PACK. Initial feedback on the use of 

PACK within the facilities reports improved diagnosis of ailments, reduction in 

poly pharmacy, enhanced provider-patient relationship aong others and there are 

plans to scale-up the pilot nationwide.  

• Promoting technical collaboration by stimulating Universities, NGOs and 

International Agencies 

The NSHIP Mid Term Review (MTR) was coordinated by the NPHCDA given its role 

in providing technical support for project implementation. The MTR which was 

conducted midway in project implementation complements the midline impact 

evaluation focused on the project processes.  

Specifically, the MTR objectives were to: 

a. Identify and describe the successes, challenges and critical issues in the 

design and implementation of NSHIP over the past four years  

b. Outline implications for program effectiveness and impact, and propose 

corrective actions for consideration to ensure that the NSHIP achieves its 

stated project development objectives 

c. Propose areas for further operational research to distil and share lessons 

learnt and good practices 

One key stakeholder for the MTR is academia. NSHIP provides specific niches for 

technical collaboration and research with academia within this output – financing 

approach, Presently, the involvement of academia in results based financing 

approaches is limited and interactions will be synergistic and worth exploring. 

Furthermore, 2017 has seen the launch of a comprehensive communications 

strategy for the project. As part of this, there have been increased efforts to sensitize 

development partners and other agencies on NSHIP and the PBF approach more 

generally. This is to stimulate increased and efficient collaboration between these 

agencies and partners. Identified potential areas for this collaboration include: 

• Purchase certain services of interest (e.g. treatment of malnutrition) 

• Capacity building at different levels  

• Basket funding for scale-up 

• Develop psychosocial support component of AF NSHIP 

• Donor coordination in state activities (key into PBF practices in NSHIP States) 

3.2.7 Other Innovating Financing Activities 

i.  The USAID Health Finance and Governance project provides support to some 

states to enhance capacity for health financing. The Health Financing Division along 

with FMOH and NHIS provided capacity building to Osun State on health financing. 
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Likewise, the Division and FMOH collaborated with NHIS during the sensitization of 

State Honourable Commissioners for Health on setting up State Social Health 

Insurance Schemes in October 2017. 

ii           Basic Health Care Provision Fund (BHCPF) 

The guidelines for implementing the BHCPF were developed and finalized by the 

working group comprising FMOH, NPHCDA and NHIS. These guidelines outline 

processes for disbursement of funds to health facilities through the three ‘gateways’ 

specified in the NHAct  - the NPHCDA, NHIS and FMOH gateways.  

As a means of providing proof of concept for the guidelines, three states were 

selected as pilot states for the BHCPF – Abia, Niger and Osun States.  Several 

partners, namely the World Bank and the Bill and Melinda Gates Foundation through 

Results for Development (R4D), are supporting the states establish structures 

required for implementation. The Health Financing Division was involved in an initial 

scoping and data collection in Niger state as part of its activities to determine the 

readiness of the states to implement the Basic Health Care Provision Fund. 

Besides the activities in Niger state, the Division is collaborating with R4D to develop 

tools and guidelines for health facilities which would enable these facilities to 

manage any funds disbursed through the NPHCDA gateway effectively. 

3.3  HUMAN RESOURCES FOR HEALTH 

3.3.1 Midwives Service Scheme 

Unacceptable levels of maternal and child mortality that pose serious threats to 

development in Nigeria, persist despite several efforts aimed at reducing its 

incidence and to generally improve maternal and child health. The greatest 

challenge exists around human resources, particularly in the low availability of 

midwives to provide skilled attendance at birth.  In many health facilities in rural 

areas skilled birth attendants are either non-existent or grossly inadequate. This has 

negatively impacted availability and utilization of health services by pregnant women. 

The Midwives Service Scheme (MSS) was set up in 2009 to increase skilled 

attendance at birth in facilities served by the midwives. The targeted approach using 

only basic midwives was introduced in 2016 and aims to sustain the gains realized in 

the implementation of MSS and provide an exit strategy.. A total of 1,462 basic 

midwives were deployed in the last quarter of 2016 for one-year mandatory service 

as required for their licensure by the Agency in collaboration with the Nursing and 

Midwifery Council of Nigeria.  Under the targeted MSS, basic midwives are placed 

on a monthly allowance of thirty thousand (N30, 000) only.The following activities 

were carried out under the revised scheme. 

 



49 
 

-Provision of Allowances for Basic Midwives. 

The monthly allowances of basic midwives were paid from October 2016 to April, 2017.  

Breakdown of allowances paid to Basic Midwives from January to April, 2017 are as follows.  

 

S/N Month Midwives Amount 

1. January 1359 N40,950 

2. February 1441 N43,380 

3. March 1442 N44,380 

4. April 1451 N44,640 

 

-Training of 30 Basic Midwives on Comprehensive Emergency Obstetric Care and on Long 

Acting and Reversible Contraceptives (LARC) 

Training and retraining of midwives to improve competency in delivering skilled care 

is a key component of MSS. Thirty basic midwives from Kano, Kaduna, Kogi, 

Plateau, Nassarawa, Benue, Niger and the Federal Capital Territory were trained on 

comprehensive emergency obstetric care and long-acting reversible contraceptives, 

and additionally were kitted with support by the United Nations Population Fund. 

3.3.3 Completion of the training of Facility Health Workers on Integrated 

Management of Childhood Illness Plus and Reaching Every Ward and 

Vaccine Management (IMCI+) in 13 GAVI Penta Phase 1 States Plus FCT 

In collaboration with UNICEF the NPHCDA, as a major implementing partner for the 

Global Alliance for Vaccines and Immunization (GAVI) programme, coordinated the 

training of health care workers on IMCI Plus in thirteen GAVI Penta phase 1 states 

plus FCT. The states were Jigawa, Kaduna, Adamawa, Bauchi, Anambra, Enugu, 

Ekiti, Lagos, AkwaIbom, Edo, Rivers, Kwara, Plateau and FCT. This training which 

has IMCI and immunization components covering Reach Every Ward (REW) and 

Vaccine Management Training (VMT) trained a total of 3,096 health workers. This 

training commenced in October, 2016 and as at December, 2016, 2,976 health 

workers were trained. Only 120 health workers were trained in the first quarter of 

2017 in Ekiti and Lagos states. 

3.3.4 N-Power Health Project 

N-Power is a social investment scheme developed by the Federal Government to 

alleviate poverty and increase employment in the country. The N-Power project is 

divided into three parts; N-Power Teach, N-Power Agriculture and N-Power Health. 

The health component aims to employ graduates for two years to support health 

promotion and data collection in the communities. Each volunteer is paid a monthly 
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stipend of N30,000. Twenty thousand N-power health volunteers, all youths between 

the ages 18 to 35 years, have been deployed by the Office of the Vice President to 

the 36+1 states.. Plans are underway for their training by the Agency after which the 

volunteers will conduct health promotion activities, as well as PHC data collection in 

the facilities and communities of deployment.  

Activities conducted so far under the N-power Project: 

a. Memorandum of Understanding (MoU) has been signed between the Executive 

Director and Mrs. Maryam Uwais of the Office of the Vice President 

b. The Curriculum and User Guide have been developed for the N-power health 

volunteers 

c. Executive Directors of State PHCB and stakeholders have been sensitized on the 

N-power health project 

d. NPHCDA State Coordinators with support from WHO were sensitized on the N-

power health project on 26th and 27th of September, 2017 

e.  State Focal Persons nominated by State Executive Directors of PHCB to serve 

as N-power and CHIPs focal persons were sensitized on 15thNovember, 2017 in 

Abuja. Part of the fallout of this meeting was for states to develop and send their 

implementation plan for the N-power health volunteer training 

3.4 The National Essential Medicines Scale-Up Project 

NPHCDA provided leadership for the scale-up of the child health commodities 

through the National Essential Medicines Coordinating Mechanism (NEMCM). The 

commodities are Low-Osmolarity-Oral Rehydration Salts (LO-ORS) / Zinc dispersible 

tablets (Zn DT) in a combination pack, Amoxicillin dispersible tablets (AMX DT) and 

Chlorhexidine (CHX) 4% gel for the appropriate management of childhood diarrhoea 

and pneumonia and newborn cord care respectively. 

-Achievements 

1. The National Essential Medicines Coordinating Mechanism (NEMCM) under the 

leadership of NPHCDA developed a consolidated report (25 pages) of progress 

made on the scale-up of essential childhood medicines since the launch of the 

National Essential Medicines Scale-Up Plan in 2012. The progress report 

outlined activities implemented by NEMCM partners in line with the four core 

objectives of the scale-up plan, identified existing gaps requiring national and/or 

state focus and intervention, suggested recommendations for second phase 

strategy, shared success stories highlighting impact of scale-up interventions and 

provided lessons learned from supporting the Government of Nigeria/NPHCDA to 

achieve scale-up targets e.g. leveraging of resources, partner coordination, 

private sector engagement, health systems strengthening etc. The draft report 

was shared by NPHCDA with all NEMCM partners in January, 2017 for their 
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inputs before finalization. The report was made available to implementing 

partners, donors and policy makers who are interested in increasing utilization of 

essential medicines in the country and will also be published in peer-reviewed 

journals. 

2. The NPHCDA collaborated with the Community Health Practitioners’ Registration 

Board of Nigeria (CHPRBN), the regulatory body for all cadres of community 

health workers in Nigeria and other relevant stakeholders to carry out the revision 

of the National Standing Orders for Junior Community Health Extension Workers 

(JCHEWs), Community Health Extension Workers (CHEWs) and Community 

Health Officers (CHOs) which resulted in the finalization of draft copies of the 

National Standing Orders and approval for the printing and disseminating the 

documents. The use of essential childhood medicines (Zn DT/LO-ORS for 

appropriate treatment of childhood diarrhoea, Amoxicillin DT for the management 

of childhood pneumonia and 4% Chlorhexidine gel for newborn cord care) was 

included in the revised documents. The current Nigerian adaptation of the 

Integrated Management of Childhood Illness (IMCI) modules and guidelines are 

also reflected in the two documents of the National Standing Orders for 

Community Health Practitioners. With the successful completion of the revision, 

WHO Nigeria commissioned the printing of 25,000 copies (CHOs/CHEWs 

document – 15,000 copies and JCHEWs document – 10,000 copies).  

3.5 Primary Health Care Under One Roof (PHCUOR) 

In September 2017, the implementation of Primary Health Care Under One Roof 

(PHCUOR) policy was transferred from Department of Planning, Research & 

Statistics to Department of PHC Systems Development on the directive of the 

ED/CEO. Health Systems Support Division formally took over the implementation of 

the policy under the guidance of Director PHC Systems Support. Since the takeover, 

regular meetings of the Governance subgroup as part of the PHC Top Management 

Team (TMT) has continued to hold twice weekly on Tuesdays and Thursdays to 

chart the way forward for implementation.  

The TMT at one of the initial meetings identified the need to assess the progress of 

PHCUOR implementation by the 36 States and the FCT. To carry out the 

assessment, the PHCUOR Rapid Diagnostics Tool (RDT) which is a self-

assessment tool for use by State Primary Health Care Boards (SPHCBs) was sent 

out to the 36 States and FCT to complete within a stipulated deadline and submit to 

NPHCDA for analysis. The questions in the RDT assessed the performance of the 

states on the nine pillars of PHCUOR namely:(1) Governance and Accountability (2) 

Legislation (3) Minimum Service Package (4) Repositioning (5) Systems 

Development (6) Operational Guidelines (7) Human Resources (8) Sustainable 

Funding and (9) Office Set-up. 

Thirty states and the FCT completed and submitted their RDTs within the deadline 

given. Four states (Niger, Nasarawa, Kano and Ekiti) did not meet the deadline while 
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three states (Edo, Akwa Ibom and Bayelsa) are at very early stages of establishing 

their SPHCBs. The analysis of the submitted RDTs revealed wide disparity in the 

level of implementation of PHCUOR by the states. Four pillars with the least 

progress across states were Minimum Service Package (MSP), Repositioning, 

Human Resources and Sustainable Funding. None of the 36 States and FCT 

received 100% of its approved budget in 2016. 

Some limitations were observed in the use of the PHCUOR RDT as follows: 

i. RDT is designed for self-assessment by SPHCBs and therefore could result in 

bias. 

ii. Some key PHCUOR questions are missing in the tool. 

iii. Some SPHCBs experienced difficulty in filling the tool. 

iv. Responses provided by SPHCBs could not be validated. 

v. Incomplete filling of tool by some SPHCBs made interpretation and assessment 

difficult. 
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3.5.1. PHCUOR MANAGEMENT GUIDELINES REVIEW  

After exhaustive discussions at the PHC Top Management Team (TMT) meetings 

attended by officers from NPHCDA and partners, a resolution was adopted to do a 

comprehensive review of  current  edition (June 2016) of the management guidelines 

for  Primary Health Care Under One  Roof (PHCUOR) to reflect the inputs of the 

SPHCBs, partners and all stakeholders on the implementation of PHCUOR.  
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3.5.2 PHCUOR Implementation bottlenecks/resolutions from HCHs/ESs 

meeting  

The meeting with the HCHs and ESs looked at the problems in implementing 

PHCUOR and came up with following resolutions. 

•  One of the issues was that of nomenclature of the Boards and the head of 

the management team of the Boards. 

• The ES is to report to the Governing Board and the Board to the HCH. It was 

also agreed that there should be mutual respect between the ESs and 

Commissioners and vice versa to promote harmony and a good working 

relationship. 

• The repositioning of activities from the SMoH was also deliberated upon. All 

PHC programs are to move to the Board while coordination, policy direction 

will be the key functions of the State Ministry of Health. States that have not 

done the repositioning will set up a committee to facilitate it. 

• There was need for more clarification on HRH and funding sources. All 

funding should be pooled and managed by the Board; additionally there 

should be timely release of funds. On HRH, after a HRH audit all PHC staff in 

the SMoH and are to be moved to the Board. The state should develop an 

affordable HRH requirement map. 

• The legislation aspect of the PHCUOR was also a key issue discussed. The 

legislation should include all facets of the PHCUOR. 

• Other recommendations include learning from states, advocating to 

Governors to strengthen PHC commitment especially PHCUOR, and having 

meetings regularly to discuss the PHCUOR. 

 

4.0  OTHER PROGRAMMES CONDUCTED/SUPPORTED BY NPHCDA IN 

2017 

      4.1 Cold Chain Expansion and Maintenance: 

For lack of coordination and/or technical capability, many equipment break-down are 

not monitored and repaired timely and lack of visibility on the functionality of CCE is 

a contributing factor of recurrent and/or prolonged CCE downtime. Gaps in 

documentation of stock transactions 

In 2015, the NPHCDA through the NPHCDA developed a vision for CCE 

Maintenance where Preventive Maintenance was to be performed “In house” by 

health workers, while Curative Maintenance was to be “Outsourced” to expert 3PL 

However, scale up of this cold chain equipment maintenance strategy has been slow 

due to lack of funds. The following were achieved: 

▪ Completed 3-Hub Design (both architectural drawings and BOQ) with support 

from UNICEF 
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▪ Secured funding for construction of one of the hubs from World Bank with 

prioritization of Lagos Hub in 2018 

▪ Developed application for the GAVI Cold Chain Equipment Optimization Platform 

(CCEOP) - this has been endorsed by Core Group 

▪ Active cold chain expansion in MOU states and passive cold chain expansion 

nationwide 

▪ Set up a system for a bi-annual cold chain inventory update, using a user-friendly 

data collection template, and capacity of a focal person at the NPHCDA was built 

to lead the process. 

However, the following were challenges and lesson learnt: 

1. Lack of appropriate data collection and analysis tool 

2. Limited Accountability 

3. Poor Coordination 

4. Weak technical capacity to analyze data 

Maintenance: 

For lack of coordination and/or technical capability, many equipment breakdown are 

not monitored and repaired timely and lack of visibility on the functionality of CCE is 

a contributing factor of recurrent and/or prolonged CCE downtime. Gaps in 

documentation of stock transactions 

In 2015, the NPHCDA through the DL&HC developed a vision for CCE Maintenance 

where Preventive Maintenance was to be performed “In house” by health workers, 

while Curative Maintenance was to be “Outsourced” to expert 3PL 

However, scale up of this cold chain equipment maintenance strategy has been slow 

due to lack of funds  

Achievements were recorded: 

▪ 15,000 copies of the PPM guidelines approved by the NLWG distributed at health 

facilities.  

▪ Level 2” training for 8 NPHCDA technicians conducted by NBC in Lagos on 23 & 

24 November 2016. 

▪ 180 CCOs were trained on supportive supervision of CCE maintenance, and to 

provide cascade training of CCE maintenance by users 

▪ 2 LGA technicians trained on PPM in 2 states with plans to scale up to 3 more 

states 

▪ Set up of TMC systems –through the roll out of TMC dashboards in 5 states 
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▪ Outsourced the maintenance of WICRs, generators and diesel supply at NSCS 

and Zonal stores 

Key challenges and lesson learnt are: 

1. Lack of institutionalized maintenance systems 

2. Weak or absent managerial capacity to supervise 3PL contract 

3. Lack of funds 

4. Lack of accountability at sub-zonal levels 

Distribution: 

Distribution is critical in guaranteeing availability of adequate commodities across all 

levels.  

Historically distribution has been largely in-sourced, however in line with global best 

practice, the country has prioritized outsourcing of last mile deliveries to 3PLs 

This is expected to improve timelines of delivery, availability of adequate stock, 

reduction in stock out across all levels and ultimately increase in the number of 

children immunized 

Key achievements during period under review are: 

▪ Deliveries from national to zones and zones to states have been fully outsourced 

to 3PL vendors 

▪ Timelines of deliveries to states has also improved with reduction in the burden of 

work on the staff working at the stores 

▪ Seven States have also commenced direct delivery from state stores to health 

facilities 

▪ Procurement of vendor is ongoing for 12 states (Edo, Delta, Rivers, Kwara, 

Benue, Nasarawa, Osun, Ondo, Imo, Ebonyi, Taraba, Zamfara) 

▪ Engagement of other states will be done in 2018 

▪ One-year funding support has also been secured to support all states in 

conducting last mile deliveries 

Below were some of the challenges: 

1. Lack of adequate funding and delay in fund release 

2. Inadequate in-country expertise for outsourced delivery 

3. Poor contract management capability 

4. Lack of vehicle for top up 

Major achievements were: 
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• Weekly visibility into stock levels up to LGA level 

• Use of data from Navision to address stock shortage and stock out 

• Establishment of a system for tracking root cause of stock shortage 

• Adoption of VAN by NSCIP for other health commodities 

There are ongoing plans to integrate Navision and NLMIS into DHIS 2 

4.2  Maternal Newborn & Child Health Program 

 

in line with the decision of the National Council On Health, PHCDA supported states 

and LGAs to conduct two rounds of MNCH week in May and November 2017. The 

results are shown below: 

MAY 2017 MNCH WEEK RESULTS – NATIONAL AGGREGATE 

 

INTERVENTIONS 

GIVEN TO PREGNANT 

WOMEN 

Target 

Coverage 

No. Reached 

 

 

 

% 

Coverage 

Iron Folate 9,498,402 3,204,651 34% 

Sulphadoxime 

Pyrimethamine 

9,498,402 523,487 6% 

TD2 9,498,402 227,828 5% 

HIV TESTING 

SERVICES (except in 

Niger, Kano and 

Zamfara) 

121,397 

+ve = 3,027; ref. = 1,225 

121,397 

+ve = 3,027; ref. = 1,225  
INTERVENTIONS 

GIVEN TO WOMEN OF 

CHILD BEARING AGE    
Health Promotion 

 8,756,948  
Family Planning 

 
353,762 

 

HIV TESTING 

SERVICES 

129,838 

+ve = 1870; ref. = 988 

129,838 

+ve = 1870; ref. = 988 

 

 

 

November 2017 MNCH Week Preliminary Results 
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• Implementation of November 2017 MNCH Week commenced officially on 20th 

November 2017. The date coincided with the ‘World Children’s day, which was 

celebrated by HE Aisha Buhari. 

• Interventions given include HIV Testing Services, Antenatal 

care/Supplementation, Malaria prevention, Family planning services & Health 

promotion, Vitamin A supplementation, de-worming & nutrition assessment, 

Routine Immunization, Birth Registration & Long lasting Insecticidal Treated Nets 

distribution. 

 

4.3 Development of the Agency Project Tracking System (APTS) 

The APTS is a software for tracking all the Agency projects, it is designed to monitor, 

document and archive related Agency projects. 

The overall goal is for the effective tracking of all Agency projects across the country 

OBJECTIVES 

• To document and archive all the projects executed and those currently being  

undertaken by the Agency 

• To track all the Agency project’s progress of work 

• To track all payments made on all the Agency’s project 

• To allow for quick response for data and information as may be requested by 

management and stakeholders for decision making. 

• To serve as a tool for check and balance in the financial management of the 

projects. 

 

4.4 Conditional assessment/survey for project under the 2017 appropriation  

 

In keeping with the project implementation plan, a conditional assessment survey of 

proposed sites for the 2017 PHC construction projects which were mainly for 

renovation was conducted to determine the cost for rehabilitation and or renovation .  

The Zonal Technical Officers (ZTOs) and the LGA officers were directly involved in 

this sites inspection along with the Staff from the headquarters and State offices 

coordinators. 

Bill of quantities prepared for all the proposed PHC centres under the 2017 

appropriation the excises had been completed and submitted for bidding activities 

A summary of the status of the assessment exercise is as below: 

 

 

SN ZONE 
TOTAL NUMBER 

OF SITES 

NUMBER 

ASSESSED 

NUMBER 

SUITABLE FOR 

RENOVATION 

1 North-Central 24 23 21 
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4.5 ENTERPRISE EMAIL 

The official mailing system of the Agency is in full swing and fully functional. Staff 

email in the Headquarters, annex as well as all zones, has been created. 

Distribution lists/groups have been created and updated by the day, as new 

projects and initiatives are continuous. Report has it from our Service Providers, 

Galaxy Backbone Ltd. that over 80per cent of staff in the Agency are using the 

government official shared mailing platform “govMail” under the Agency’s domain 

name mail@nphcda.gov.ng as compared to the previous year of 42per cent. 

This platform has grossly improved intra-Agency communications and 

coordination, also, communication with donor partners and other external clients, 

i.e. contractors and vendors has been a success story in 2017. 

• This process has made dissemination of vital information and fast response 

seamless. 

• It has helped increase productivity  

• It has aided in geographic barrier reduction over the past year, communication 

is made easy from around the world regardless of their location. 

4.6 SOCIAL MEDIA 

The Agency has been able to give a wider coverage of the Agency’s activities in 

2017, as compared to previous years. The Agency’s social medial platforms include: 

Twitter- @NphcdaNG 

 Facebook- National Primary Health Care Development Agency 

 Instagram- NPHCDA 

 You Tube- National Primary Health Care Development Agency 

The Agency, through Her afore mentioned social media handles, has improved 

distribution of valuable and relevant content to various target audiences, and this has 

increased proficiency by approximately 80  Percent in 2017.This statistic was 

measured by the number of followers, likes, tweets and retweets on the various 

 

 

2 North-East 26 24 24 

3 North-West 25 25 25 

4 South-East 22 15 13 

5 South-South 33 22 21 

6 South-West 18 13 11 

TOTAL 148 122 115  

mailto:mail@nphcda.gov.ng
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4.8 National and Zonal Dissemination MICS/NICS 
  

The National Dissemination the multiple indicator cluster survey/National 
immunization coverage survey were done on the 10th -11th August, 2017 and the six 
respective zones. Following the release of the report, the NPHCDA declared a state 
of public concerns on Routine Immunization performance in the country. The 
meeting also involved the engagement of Governments with the relevant 
stakeholders to discuss recommendations emanating from the MICS/NICS to 
address the RI gaps at sub-National levels with the development of state specific RI 
Action Plan. 
             
4.9 REFEENCING/CITATION 
 
The Act that established NPHCDA outlines specific functions that the Agency was 
set up to perform.  Central to those functions is the utilization of scientific evidence to 
guide the development of policy and programme for primary health care (PHC). The 
act specifically states that the Agency is “to provide support to the National Health 
Policy by preparing alternative proposals for decision makers at all levels based on 
scientific analysis, including proposals for health legislation; and (iii) assisting the 
translation of policies into relevant and feasible strategies, based on research 
evidence, wherever appropriate”. 
The foregoing implies that programme planners in the Agency are, at a minimum, 
required to be familiar with scientific methods of evidence generation and reporting.  
. 
4.10 MNTE PRE-VALIDATION ASSESSMENT 
 
A pre-validation assessment is conducted when countries that have not attained 

maternal and neonatal tetanus elimination (MNTE) have completed the 

implementation of recommended elimination activities, especially tetanus toxoid-

containing vaccine campaigns in high-risk areas. The assessment is a joint exercise 

led by the national governments and supported by the World Health Organization 

(WHO), United Nations Children’s Fund (UNICEF), United Nations Population Fund 

and other partners.  

Objectives of MNTE pre-validation assessment 

The objectives were: 

• To identify the poorest performing district(s) and/or areas  

• To undertake field visits to the poorest-performing districts to verify their risk-

status and if risk status is found to be low, then: 

• To select the district(s) where the validation survey will take place 

• To start with initiating preparations for the survey 
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4.11  MEDIA ORIENTATION ON ROUTINE IMUNIZATION (RI). 

OBJECTIVE   

• To improve community awareness, sensitize caregivers and the public on the 

benefits of RI, this would increase demand for RI services. 

• To promote confidence and erase doubts, on uptake of RI services  

• Explore opportunities for the media to play active roles as stakeholders 

• To mobilize the public for vaccination. 

The media plays a vital role in sensitization, awareness creation and 

mobilization of the public.  They are the drivers of important messages to the 

community and can influence messages to travel very fast and wide in a short 

span of time, they have public trust, whatever they say the public believes. In 

most cases when immunization or vaccination is mentioned people tend to 

only remember polio vaccination and neglect other childhood killer diseases, 

with the influence the media has, we will leverage on it to educate the public 

on RI and quickly change the behavior of assuming vaccination is only related 

to polio. We tend to achieve this through various media channels used in 

passing information 

A total of 60 participants comprising of Health correspondent/reporters, Print 

media houses, NPHCDA staff and Development Partners.  

4.12. AIRING OF RADIO JINGLES  

Airing of radio jingles for Measles Vaccination Campaign in North West 

Airing of radio jingles for the Measles Vaccination Campaign in the North-western 

states commenced on the 1st October, 2017 – 18th November, 2017. 

A total of 5,040 spots were aired in 16 Radio Stations in the 7 North Western States 

within the period of 50days.  

Airing of radio jingles for Measles Vaccination Campaign in North East & Sokoto 

Airing of radio jingles for the Measles Vaccination Campaign in the North-Eastern 

states commenced on the 5th November, 2017 – 5th December, 2017. 

A total of 4,720 spots were aired in 10 Radio Stations in the 6 North Eastern States 

& Sokoto State within the period of 30days. 

Airing of radio jingles for routine immunization in 18 priority states 

Airing of radio jingles for Routine Immunization in the 18 priority states commenced 

on the 7th October, 2017 – 6th November, 2017. 
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A total of 10,160 spots were aired in 21 languages on 37 Radio Stations in the 18 

Routine Immunization (RI) priority States within a period of 31days. 

Airing of radio jingles on routine immunization in South East Zone 

Airing of radio jingles for Routine Immunization in the 5 South East states 

commenced on the 13th October, 2017 – 11th November, 2017. 

A total of 3,000 spots were aired in 3 languages on 10 Radio Stations in the 5 South 

East States within a period of 31days. 

 

Airing of radio jingles for Yellow Fever Outbreak Response in Kogi & Kwara  

Airing of radio jingles for Yellow Fever in Kogi & Kwara States commenced on the 

13th October, 2017 – 11th November, 2017. 

A total of 960 spots were aired in 3 languages on 4 Radio Stations in the Oyo & 

Kwara States within a period of 30days. (See attached airing schedule). 

Airing of radio jingles for Maternal & Neonatal Tetanus Elimination  

Airing of radio jingles for Maternal & Neonatal Tetanus Elimination Oyo State 

commenced on the 16th October, 2017 – 24th October, 2017. 

A total of 90 spots were aired in 3 languages on 3 Radio Stations in the Oyo State 

within a period of 9days. (See attached airing schedule). 

Airing of radio public service announcements by His Eminence the Sultan of Sokoto 

& His Eminence Cardinal Onaiyekan to dispel rumors on immunization in affected 

states 

Airing of radio PSA to dispel the rumors on immunization in affected states 

commenced on the 7th November, 2017 – 5th December, 2017. 

A total of 10,800 spots were aired in 45 Radio Stations in 20 States across the 

country. (See attached airing schedule) 

Airing of radio jingles for Cerebro-Spinal Meningitis (CSM) in NYSC camps across 

the nation  

Airing of radio jingles for CSM in NYSC camps across the nation commenced on the 

4th December, 2017 – 6th December, 2017. 

4.13 STOCK VERIFICATION DIVISION 

PURPOSE:  

To conduct stock check, surveys and taking inventory of all materials & equipment 

procure by the Agency 
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Activities conducted: 

1. spot checks of plants, vehicles and equipment where they are located 

including verification of ledger 

2. stock surveys of stores procured through local purchase orders or by 

contracts 

3. Compilation of stock verification findings showing lists of stores found surplus, 

deficient, obsolete and unserviceable 

4. Verifying tenders documents, contracts agreements and local purchase 

orders. 

 

4.14 Freedom Of Information Matters (FOI) 

The Agency received FOI requests and provided information on  under the FOI Act 

2011 to the requester, thereby promoting transparency and good governance. An 

Annual Report containing FOI Requests attended to in the preceding year were 

submitted to the Honorable Minister of Justice.  


