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Foreword   

 
The Medium Term Strategy, MTSS of the Kaduna State Ministry of Health for the period 2011-2013, 

comprises eight (8) strategic goals and ninety six (96) strategic objectives which the State Ministry of 

Health is determined to pursue over the Medium Term. This includes some over three hundred (300) 

initiatives to be implemented in order to achieve the goals and objectives of strengthening the core 

functions of policy implementation, co-ordination, monitoring and evaluation. 

 

The MTSS sets out realistic and achievable goals and objectives and will, as much as practicable, be 

the focal point of and the driving force behind all the actions and activities of the State Ministry of 

Health (MoH), over the next three years. Commendable political and executive commitments were 

demonstrated during the phase of the development of the MTSS, evidenced by, the efforts, 

commitments and team work of all the stakeholders leading to the emergence of a credible Kaduna 

State Health Sector, MTSS. This shall be strengthened and sustained over the implementation years.   

Stakeholders will be expected to deliver on their roles within the developed MTSS. The path set out 

within the MTSS will ensure the achievement of the strategic goals and objectives therein, which will 

in turn facilitate the realization of the Kaduna State Government Health Sector Vision of, “A State 

where quality health care services are available, accessible and affordable to its citizens in an 

equitable manner and on a sustainable basis through active participation of all individuals and 

communitiesέΦ This MTSS will ensure that the health sector benefits from a more efficient and 

effective public spending, better service delivery and improved health care services. 

 

The Ministry of Health (MoH) is committed to this MTSS, including the full realization of its outputs 

and outcomes. Accordingly, on the assumption that resource inflow will be adequate and timely, we 

will constantly strive to create the other necessary conditions for the successful implementation of 

the MTSS, namely: 

¶ Develop the political arrangement that will limit the impacts of the delays in the passage of 

the state appropriation law authorizing the implementation of the budget. 

¶ Promote and institutionalize a more efficient and effective process of securing cash backing 

for planned activities in the light of prevailing EXCO approval process. 

¶ Ensure government fiscal policies support the implementation of the MTSS. 

¶ Exercise maximum discipline (i.e. Making sure that the MTSS is implemented as designed) 

¶ Ensure effective MTSS implementation monitoring and evaluation. 

¶ Assigning the respective goals to specific “Goals Owners”, in the Ministry of Health (MoH) 

and the other departments and agencies in the health sector for effective monitoring to 

ensure their optimum achievement. 

¶ Regular and objective evaluation of the progress towards outputs achievement. 

¶ Effective team working among the implementers. 

¶ Making the quality of the implementation of any assigned responsibilities a key performance 

appraisal issue for everybody involved with the MTSS process; 

¶ Exercising zero-tolerance for non-implementation or substandard execution of 

responsibilities assigned to any member of staff regarding this MTSS. 
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I wish to express deep gratitude and appreciation to the health sector planning team, who 

worked very hard to bring to the fore the health priorities of people that we commit to serve 

into this document that will become a strong reform tool for the overall development of the 

health sector. Our sincere appreciation also goes to our development partners, PATHS2 and ENR 

for their continuous technical support. 

 

I therefore commend this MTSS to all the stakeholders in the health sector in Kaduna State as a 

tool for achieving value for money in our health sector project implementation and for the 

achievement of the socio-economic growth and development of the citizens of Kaduna State. 

 

 

 

Mrs. Charity Shekari 

Hon.  Commissioner for Health, Kaduna State 
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Executive Summary   

 
The return of Nigeria to civilian rule in 1999 has ushered in greater impetus for rapid and targeted 

development in all sectors of the Nigerian economy. This is obviously in consonance with regional 

and international declarations which Nigeria is a signatory to. The health sector is one of those 

sectors that are receiving greater attention at the Federal, State and Local Government levels in 

pursuance to the attainment of the health MDGs.   

The improvement of quality of life for citizens through enhanced human capacity and an enabling 

environment for investment and economic growth is the thrust of Kaduna State’s development goal. 

The state well recognizes that the attainment of this goal depends substantially on the quality of 

health care provision. It is therefore committed to reforming the health care delivery systems in 

Kaduna state in order to reverse the negative health indices and achieve the health related 

Millennium Development Goals (MDGs). This was crystallized in the high priority accorded to health 

reform in its Eleven-Point Development Agenda (EPA), 2010-2012 Kaduna State Development Plan 

(KSDP), commencement of the Free Maternal and Child Care (FMCH), passage of various health bills 

amongst many others.  

A state where quality health care is available, accessible and affordable, to all its citizens in an 

equitable and on sustainable bases through the active participation of all individuals and 

communities remain the vision of the state health sector. All its efforts are therefore targeting its 

realization. Laudable achievements have been made but the performance of the state health sector 

is still hampered by a poor policy environment, weak governance framework as well as poor 

planning and management.  

The health sector has developed and tried to implement various medium term and annual 

operational plans to guide its developmental interventions in the state such as the Health Sector 

Medium Term Plan 2008-2011. The level of implementation of the plans was less than 50% as the 

plans themselves were not based on realistic budget/revenue projection. Furthermore, they were 

not informed by adequate data and research and were therefore not evidence-based. Their 

objectives and targets were over-optimistic and the activities were not properly costed and 

budgeted for. Response to state budget call circular was not based sector-wide prioritized initiatives 

and figures were allocated to the different economic codes arbitrarily. 

In 2009, the SMoH with support from UKAid/PATHS2 Programme and other development partners 

developed the Kaduna state Strategic Health Development Plan (KSSHDP 2010 – 2015) drawn from 

the national framework that was developed by the Federal Ministry of Health (FMoH) with wide 

stakeholder input. The KSSHDP outlined the long-term (5-years) policy objectives, targets and broad 

strategies for a planned and realistic approach to driving health development in the state. It has 

further set the basis for medium term sector strategies and annual operational plans along the eight 

goal areas: 1. Leadership and governance; 2. Health Service Delivery; 3. Human Resources for Health; 

4. Health Financing; 5. Health Management Information System (HMIS); 6. Community Participation; 

7. Partnership for Health; and 8. Research for Health.  
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Kaduna state government commenced the implementation of its reform programme in pilot sectors 

including health. These programmes include the corporate planning and Medium Term Sector 

Strategy (MTSS) which has commenced in the health sector with support from PATHS2. This 2011-

2013 health MTSS which is first of its kind in Kaduna state health sector is developed to implement 

the KSSHDP using the guidelines provided by the Ministry of Economic Planning. It takes financial 

resources envelops contained in the state Medium term expenditure framework (MTEF) that would 

be available to the health sector in 2011, 2012 and 2013 into account in prioritizing the state’s policy 

objectives, setting realistic targets and articulating activities to achieve these within the specified 

period. The MTSS is intended to serve as the collective and shared plan of all stakeholders to inform 

their investments and activities in the state’s health sector. It comprises eight (8) strategic goals and 

ninety six (96) strategic objectives which the State Ministry of Health is determined to pursue over 

the Medium Term. This includes some over three hundred (300) initiatives to be implemented in 

order to achieve the goals and objectives of strengthening the core functions of policy 

implementation, co-ordination, monitoring and evaluation. 

 

In the development of this MTSS, efforts were made to: 

i. Adhere to all guidelines and budget ceilings issued by the MoEP; 

ii. ensure sector-wide consultations and participation through appropriate representation and 

involvement of all stakeholder groups; 

iii. ensure relevance and state-ownership by highlighting and relating the MTSS to state’s capacity 

and  peculiarities; 

iv. develop capacity within the state through learning-by-doing to facilitate understanding, 

implementation and sustainability of the MTSS initiative; and  

v. keep this MTSS simple and basic with the intention to improving on the sophistication in 

subsequent updates of this MTSS from lessons to be learnt.  

 

This MTSS covers the SMoH and the two state health training institutions: Shehu Idris College of 

Health Technology, Makarfi and College of Nursing, Kafanchan across the eight goal areas of the 

KSSHDP mentioned above. Each sub-sector and thematic area has a goal with accompanying 

objectives, defined yearly targets and specific activities that are costed. 

The cost of the full MTSS implementation in the entire sector will be N 8,267,363, 922 billion in 2011, 

N 6,234,571,367.24 in 2012 and 6,845,775,071.63 in 2013 which comprises of the total recurrent 

personnel and over head cost as well as the capital costs. This figure equals the budget ceiling given 

to the sector by MoEP. The percentages of the 8 goal areas to total overhead costs in the MTSS are 

as follows which also reflect the priorities attached by the sector to those areas: 

 

Goal One 

Leadership and Governance 

2011 2012 2013 

 % of total Health Sector Budget 35.1% 35.0% 35.1% 

    

Goal Two 

Health Service Delivery 

2011 2012 2013 

% of total Health Sector Budget 41.8% 43.0% 43.0% 
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Goal Three 

HUMAN RESOURCES FOR HEALTH 

2011 2012 2013 

% of total Health Sector Budget 

per Goal 15.4% 15.9% 15.9% 

Goal Four 

FINANCING HEALTH SYSTEM 

2011 2012 2013 

% of total Health Sector Budget 1.8% 1.8% 1.8% 

Goal Five 

NHMIS 

2011 2012 2013 

% of total Health Sector Budget  3.7% 2.0% 1.9% 

Goal Six 

COMMUNITY PARTICIPATION 

2011 2012 2013 

 % of Total Health Sector Budget 1.8% 1.9% 1.8% 

Goal Seven 

PARTNERSHIP FOR HEALTH 

2011 2012 2013 

% of total Health Sector Budget 0.4% 0.4% 0.4% 

Goal Eight 

RESEARCH FOR HEALTH 

2011 2012 2013 

% of total Health Sector Budget 0.4% 0.4% 0.4% 

 

The successful implementation of the MTSS will depend on the following critical factors: 

i. Ownership and buy-in by all stakeholders, including top-level buy-in and acceptance of the 

MTSS as a guiding document across the sector. 

ii. Adequate and effective funding of MTSS activities by aligning budgeting processes, structure 

and fund releases to the MTSS, Annual implementation and Quarterly activity plan schedules. 

iii. Effective monitoring, evaluation premised on adequate management support, quality reporting 

and prompt response by the state government, MDAs and all other stakeholders. 

iv. The effective implementation of other government reform programmes like the PFM and 

corporate planning 

 

The Monitoring and Evaluation framework and plan of this MTSS focuses on assessing and reporting 

on progress towards achieving set targets, the extent and efficiency of implementing activities, 

stakeholders’ collaboration and networking,   resource utilization, timeliness and adequacy of funds 

releases and management efficiency. Key performance indicators for measuring outputs and 

outcomes are specified. Equally specified are MDAs responsible for implementing the various 

activities. The findings, observations and recommendations will be communicated to all stakeholders 

through annual and quarterly reports. 

SMoH will be responsible for the operational monitoring and evaluation of the MTSS through an 

M&E Unit in the Planning and Research Department.  The SMoH will carry out this responsibility in 

full consultation and collaboration with all health MDAs and other key stakeholders. The sector 

planning team and the Kaduna health forum will have strategic and oversight responsibility for 

quality MTSS monitoring and evaluation. 
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Chapter One: Health Context   

1.1 Brief on Kaduna State 

Kaduna State is the twelfth largest State located in the North West geo-political zone of Nigeria. 

The State population at the 2006 census was reported as 6.06 million; ranking it as the third 

most populous state in the country. Of this number, approximately 2 million people live in the 

two towns of Kaduna and Zaria. The population is culturally very diverse with distinct 

differences in religion, ethnicity, traditions and social norms between the predominantly 

Hausa/Moslem population in the northern part of the State and Christians of a variety of ethnic 

groups to the south. The population is spread across 23 Local Government Areas and 255 

political wards.  In order to bring governance, development and participatory democracy nearer 

to the people, the local governments were restructured in 2004 with the creation of 46 

Development Areas. The executive power of the State is vested in the Governor who is assisted 

by the Deputy Governor and a State Executive Council. The Executive Council, the highest policy-

making organ of the State, is complemented by a career corps of Permanent Secretaries who 

implement the decisions of the Executive through such public establishments as Bureaux, 

Offices, Ministries, Extra-Ministerial Departments, Commissions and Parastatals under the 

coordination of the Head of Service (HOS). 

 

In Kaduna State, subsistence agriculture is the mainstay of the economy accounting for 70% of 

employment and income. Maize, yams sorghum, ginger, beans and cocoyam are the main foods 

grown. However, increasingly, animal husbandry and mechanized cash crop farming are being 

practiced.  The State is richly endowed with yet to be adequately tapped reserves of lime, 

gemstones emerald, aquamarine, columbite and deposits of iron and granite. In addition, 

Kaduna State has many industries, majority of them located in the state capital. They consist of 

agro-allied, textile, banking and finance, beverages, petroleum (oil refinery), communications 

and entertainment industries. Most of these industries are owned by the private sector. 

 

According to the Nigeria Living Standards survey of 2005, the poverty level of the state has 

improved to 50%, from 67% in 1996. But the current level is still high compared to other zones 

of the country. There is a clear relationship between poverty, health determinants, access to 

information and services and health outcomes. 
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Table 1:  LGAs in Kaduna, Population and Land Areas  

Source: Federal Republic of Nigeria, Official Gazette, No. 2, Vol. 96 of 2nd February, 2009   

 

S/N. LGAs Headquarters 
Land Area 

(Sq/Km) 

Population [2006] 

M F TOTAL 

Northern Senatorial Zone 

1 Kubau Anchau 2,291 141,528 139,176 280,704 

2 Lere Saminaka 2,567 170,396 169,344 339,740 

3 Ikara Ikara  1,614 95,598 99,125 194,723 

4 Kudan Hunkuyi  382 71,704 67,252 138,956 

5 Makarfi Makarfi  520 73,292 73,282 146,574 

6 Sabon Gari Sabon Gari  251 149,111 142,247 291,358 

7 Soba Soba  2,146 145,145 146,028 291,173 

8 Zaria Zaria  387 210,900 196,090 406,990 

Central  Senatorial Zone 

9 B/Gwari B/Gwari  6,170 130,919 127,662 258,581 

10 Chikun Kujama 5,970 187,433 184,839 372,272 

11 Giwa Giwa  2,041 145,608 146,776 292,384 

12 Igabi Igabi  3,510 217,414 213,339 430,753 

13 Kaduna South Makera 80 204,969 197,762 402,731 

14 Kaduna North Doka 66 187,075 177,500 364,575 

15 Kajuru Kajuru 2,465 54,506 55,304 109,810 

Southern  Senatorial Zone 

16 Kaura Kaura 623 88,565 86,061 174,626 

17 Kauru Kauru  2,739 111,119 110,157 221,276 

18 Kagarko Kagarko  2,502 121,041 118,017 239,058 

19 Kachia Kachia  5,101 127,624 124,944 252,568 

20 Jaba Kwoi 561 77,415 78,558 155,973 

21 Jema’a Kafanchan 1,755 140,724 137,478 278,202 

22 Sanga Gwantu 1,402 76,482 75,003 151,485 

23 Zangon Kataf Zonkwa 2,542 161,870 157,121 318,991 

 TOTAL 47,685 3,090,438 3,023,065 6,113,503 
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11-Point Agenda 

1. Security for Peace and Development  

2. Free and Compulsory Primary Education and General 

Development of the Education Sector  

3. Intensive Agricultural Development  

4. Poverty Alleviation  

5. Youths and Women Development  

6. Infrastructural Development  

7. Improved HealthCare Delivery  

8. Industrial Regeneration (Cottage and Urban Industries)  

9. Provision of Housing for All, Particularly the Low Income 

Earners and the Civil Servants  

10. Transformation of Our Rural Areas to Modern Standards  

11. Improved Welfare Package for All Workers and Pensioners.  

1.2 State Development Objectives 

The thrust of the state’s development objectives, as enunciated in the Kaduna State Development 

Plan (KSDP) 2010-2012 and the 11-Point Agenda (Box 1.1), is to improve the quality of life of the 

Citizens of the State through enhanced human capacity and an enabling environment for 

investment and economic growth. Within this context, the aim of government is to work in 

partnership with stakeholders, to provide skills to all citizens through the education system, which 

support both their personal betterment and the social economic development of both the state 

and the nation. 

 

Figure 1: Kaduna State Government Eleven Point Agenda 

 

1.3  Role of Health in the Development of the State  

The health sector plays a primordial role in the development agenda of the Kaduna State 

government. This is emphasized in the overall development goal of the state, which seeks to 

reduce poverty and improve the well-being of its population. Within this context, the provision 

of quality and affordable health services has continued as the key priority of all Kaduna State 

government health policy formulation process. In recognition of these demands and 

commitments to national health policy framework and international conventions, the current 

administration at its inception, embarked on a number of health service focused reform agenda. 

The Kaduna State Government developed the Health Sector Medium Term Plan 2008-2011; 

Joint Action for Better Health; and related Operational Plans. The other policy documents that 

provided the strategic framework for the current reform activities within the Sector are the 

health components of the Eleven Point Agenda (EPA) and KADSEEDS II. The Kaduna State 
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Strategic Health Development Plan 2010 – 2015, which was drawn from the national framework 

has now provided the road map for the actualization of health component of EPA and MDGs.     

 

1.4  Challenges of the Health Sector  

In spite of a number of improvements in the public health sector in the state, a number of 

problems and challenges continue to frustrate the attainment of the desired goals in the health 

sector. Some of these challenges have been enumerated below, as contained in the State 

Strategic Health Plan 2010 to 2015 

 

Leadership and governance 

o While there is some evidence of political commitment to health at the state level, this is hardly 

the case at the LGA level, where they still command responsibility for the provision of primary 

health care services. This has very negative implications as PHC is the fulcrum of our national 

policy and has been identified as central to the attainment of the MDGs and Health for All. 

o In the discharge of its stewardship responsibilities, the State, in the past few years, has enacted 

a number of policies and laws and developed heath plans to move the health agenda forward as 

shown in Table 3 below. Some of these laws, like the law establishing the Kaduna State PHC 

Agency and the Drugs Management Agency and the PPP policy are yet to be operationalized, 

while others are suffering from problems of effective implementation.  

 

 

Table 2: Laws and Policies enacted in Kaduna State 

SN Policies/Laws enacted Year Key Provisions/purpose 

1.  Free MCH Policy 2007 o Aimed at increasing attendance at health facilities 
for pregnant women and children aged less than 
five years, through free treatment 

o Target is to increase attendance at health facilities 
from 10-15% in 2006 to 40% by the end of 2007, 
60-80% by end of 2008 and above 90% by 2009. 

o Phased implementation- 1 facility per Political Ward 
by the end of 2007; 2 facilities in each Political 
Ward by the end of 2008 with minimal equipment 
and personnel required to function. To date, there 
are 143 health facilities enrolled in the program 
throughout the State in all the 23 LGAs. 

2.  State PHCDA Act 2008 o Yet to become operational 
o Purpose is to strengthen the coordination and 

management of PHC across the state 

3 Sustainable drug 
supply policy 

 o Aimed at ensuring availability of good quality drugs 
in all public health facilities in the State. 

4 State Drug 
Management Agency 

 o Purpose is to harmonize all drug systems in the 
State (The free MCH and the SDSS and ensure that 
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Act drug supply in public health facilities in the State is 
sustainable. 

o Yet to become operational 

4 Public-Private 
Partnership policy 

 o National PPP domesticated for foster closer 
partnership with the private sector 

5 Essential Service 
Package and Systems 
Policy ( KESSP) 

2008 o The costed KESSP aims at domesticating the 
Minimum Health Care Package of NPHCA; 
categorizing all public health institutions in the 
state and defining the minimum human and 
equipment resources for each level, including the 
services to be provided at each level. The KESSP 
also has a plan for human capacity development. 

6 State Medium Term 
Health Plan for the 
period 2008 – 2011 

2008 It provides strategic, direction for healthcare within the 
period of the plan 

7 Hospital Boards 
Management Law 

2007 This law seeks to make secondary health facilities semi-
autonomous through the establishment of Bards and 
the direct funding of these facilities. 

    

 

o Governance responsibilities for health, which is the responsibility of all tiers of government, 

are further shared between the three branches of government, where the executive takes 

responsibility for policy formulation and implementation, the legislature provides oversight, 

representation, and laws, and the judiciary protects voice and ensures accountability. In 

practice in Kaduna State the executive, as obtains across the country, wield substantial 

powers in the health system while the other arms of government appear relatively weak in 

health matters. This may be attributed to capacity challenges, which the development 

partners are beginning to address. 

o The role of the civil society organizations and professional bodies as the watchdogs to foster 

accountability in governance and project the voices of the people though growing, is not evident 

in the governance of health in the state. This is as result of lack of capacity and strong platform 

for action. 

o The institutional arrangements for channeling voice and accountability in the State is weak: 

- The State Council on Health meets irregularly. While the meeting is supposed to be at least 
annually, the last meeting held more than two years ago.  The recommendations from the 
meetings are hardly implemented. 

- There is no channel for giving voice to the ordinary citizens as there is no functional 
mechanism on ground for channeling their concerns and preferences. The ideals of 
SERVICOM are yet to gain grounds in the State.  

o There are issues also with accountability and transparency as the State has no mechanism to 
place in the public domain information on health plans, budgets, level of execution of the plans 
and health expenditure. There is also no system in place for budget tracking by independent 
monitors. 
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o Coordination between the State and LGAs and between the federal and State remains very 
weak. Donor coordination has started with the creation of the Partners’ Forum, in May 2009. 
The Forum is to meet quarterly, it is hoped that this will improve the coordination of 
development partners in the State as this is currently weak. Inter-sectoral collaboration, 
especially at the State level is weak. 

o Health leadership in some of the departments in the SMoH is weak. The problem is much worse 
at the LGA level as none of the 23 LGAs has a Medical Officer of Health  for provision of health 
leadership at that level 

 

Health Financing 

o The percentage of the State government’s budget allocated to the health sector fluctuates from 

year to year (Table 5) 

o Budget release is not timely, neither is it complete. In the years 2007, 2008 and 2009 only a 

quarter and less than 50% of the State health budgets were released respectively. Also, even 

though annual operational plans exist, apart from salaries, all financial requests have to be 

taken to the Governor as funds are not released to SMOH for implementation of the annual 

plans. 

 

Table 3: State Total and Health Budget 2006-2010 in =N= Million 

Ministry of 
Health 

2006 
 

2007 2008 2009 2010 

Recurrent 
Personnel Cost 1,500* 1,779** 2,183* 3,148 4,707 

Recurrent 
Overhead Cost 491 1,491 1,283 607 642 

Recurrent Total 1,991 3270 3,466 3,755 5,350 

Capital Total 2,417 2,210 4,834 6,842 16,134 

TOTAL Health 
Allocation 4,408 5,480 8,300 10,597 21,484 

Sources: *Report of the Auditor-General on the Accounts of the Govt. of Kaduna State of Nigeria for 

the year ended 31st Dec, 2006 & 2008 

** Detail report of the Accountant General, Kaduna State for the year ended 31st Dec 2007 & 2009 

 

 

Sectoral Allocations 2006 2007 2008 2009 2010 

Health /per of total budget 
4,408 

(8%) 

5,480 

(10%) 

8,300 

(20%) 

10,597 

(10%) 

21,484 

(18%) 

Education/per of total budget 
12,421 

(20%) 

11,837 

(18%) 

6,848 

(13%) 

15,211 

(13%) 

18,140 

(15%) 
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Agriculture/per of total budget 
4,039, 

(7%) 

18,713 

(29%) 

6,416 

(12%) 

12,399 

(10%) 

18,565 

(15%) 

Kaduna State Budget 61,148 64,721 52,353 118,756 119,934 

 

o In 2007, in an effort to remove financial barriers to health services utilization for pregnant 

women and children aged less than five years, the State government introduced free MCH 

services in all its secondary health facilities and selected primary health care facilities. The 

secondary health facilities are provided funds ranging from N500, 000 to N1, 500, 000 monthly 

to fund the scheme, based on the categorization of the facility while the primary health care 

facilities are given some drugs for selected conditions. Both the fund release and free drug 

supply have not been regular as expected. 

o The state has not been able to implement the Deferral and Exemption (D&E) scheme as part of 

the Sustainable Drug Supply System (SDSS) to carter for those not covered by the FMCH, 

o The global recommendation is to move from out-of-pocket financing towards pre-payment 

schemes that pool funds and risks. Nigeria has adopted the social health insurance. The National 

Health Insurance Scheme has put in place various social health insurance packages – the formal 

sector social health insurance, the social health insurance for the informal sector and the 

community-based social health insurance scheme for the rural populations. None of these 

schemes has fully taken off in Kaduna State: the State government has been in discussion with 

the NHIS for the introduction of the Social Health Insurance Scheme for the formal sector while 

the State will be one of the sites for the piloting of the Community-based Social Health 

Insurance Scheme. 

o Other financial barriers to accessing care which has not been addressed is cost of transportation 

to health facilities 

o Development Partners make significant contributions to health development in Kaduna State. 

Unfortunately it is difficult to quantify this as their resource envelop is not known and no 

effective mechanism is in place to track the funds they spend in the State. The efficiency of the 

use of the resources they bring cannot be ascertained.  

o Apart from the Sub National Health Accounts (Sub NHA) conducted for 2003 to 2005 in the 

state, Public Expenditure Management Review (PEMR) and Sub NHA are beginning to be 

prioritized and implemented in the health sector to ascertain the relative contributions of the 

different stakeholders to health care financing in the State, as well as the efficiency of the use of 

the resources. 

o The state has not adapted a health financing policy and strategic plan that would harmonize all 

health financing strategies for the state 

o Financing health care in Kaduna State is unpredictable, insufficient, and inefficient.  

Service Delivery 

o The well designed and costed Kaduna State Essential Services and Systems Package that 

seeks to strengthen the health care system and ensure provision of a defined essential 
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package of health care services for each level of the health care system has neither been 

disseminated nor implemented.  

o Health infrastructure: while the State has renovated all its secondary health facilities, most 

of the LGA health facilities are in a dilapidated state. Basic infrastructure- water, toilet 

facilities, electricity are lacking in many of the LGA and some of the state facilities. 

(Currently, the State has secured MDG funding for the rehabilitation of 46 PHC facilities, 

where free MCH is being provided and plans to refurbish more as funds become available.) 

Many of the LGAs health facilities do not meet any criteria to be considered as health 

facilities. Also, in spite of the overwhelming dearth of adequately equipped and staffed 

health facilities at the LGA level, many LGA chairmen, because of political considerations are 

still building new ones. There is gross inequity in the distribution of health facilities to the 

disadvantage of rural areas. 

o A baseline IMNCH assessment conducted in the State in April 2009 showed that key 

component services are not being provided at both PHC and hospital level  due to a 

combination of factors – inadequate staff, lack of skills, faulty clinic scheduling, inadequate 

resources and lack of commitment. Also, hardly any community-based services provided by 

the PHC facilities in line with IMCI and IMNCH and PHC and there is minimal investment in 

health promotion and demand creation.  

o Drug situation is worrisome: While the Sustainable Drug Supply Program and the Free MCH 

is a joint venture between the State and the LGA, their coverage, especially at the PHC level 

is limited. In spite of this, none of the LGAs runs any DRF. Even health facilities benefiting 

from the free MCH and the SDSS have a dearth of drugs. 

o  Dearth of basic equipment is a common feature of PHC facilities. The LGAs are not 

procuring equipment and there does not appear to be any system in place to ensure needed 

equipment is available. As a component of the free MCH program, equipment were to be 

supplied to the facilities providing the service, but this has not materialized. EOC and cold 

chain equipment supplied by partners like UKAid/PATHS2, UN Groups and other foundations 

are not effectively utilized by staff of the facilities owing to equipment maintenance and 

capacity gaps 

o Operating hours and other public health facility schedules remain limitation to access and 

use, especially at the PHC level as most of the LGA  facilities do not open on weekends and  

run only one shift 

o Utilization of government health facilities remains very low. Even where communities have 

donated buildings to be use as health facilities, they still do not use the facilities. This could 

be attributed to low community confidence in the facilities as well as health workers’ 

attitudes 
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o Traditional health care providers and informal sector providers are functioning without 

support and linkage to the formal sector and the services they provide are of questionable 

quality. Many studies have documented that Patent Medicine Vendors (PMVs) are a major 

source of primary care provision and their utilization is higher than even the PHC facilities.  

o The referral systems are very weak and PPP in the area of service provision is also weak 

except for few like the Tulsi Chanrai Foundation. 

o though quality assurance mechanism have been planned, implementation is been delayed 

by availability of resources and staff are not provided SOPs or job aids  

o Non implementation of the DMA & SPHCA  is also hampering effective service delivery 

especially at PHC level 

 

Human Resources for Health  

o Gross inequity exists in the human resource distribution at zonal, LGA, rural/urban and 

health facility levels. 

o Critical expertise is lacking at the LGA and State levels. In spite of availability of adequate 

supply of human resources in other Institutions within the State which could be use to 

augment what the State has to enhance service delivery quality and coverage. 

o There is a comparatively adequate number of Health training institutions in the State made 

up of schools of nursing (8), schools of midwifery (4)  and two Schools of Health Technology, 

owned by either the state, ABUTH or faith-based organizations. Recently, the State 

government started a School of Midwifery that offers basic midwifery training. In addition to 

these schools, ABUTH has six other schools for the training of various categories of health 

care providers. However, there is no clear linkages between the supply of the health 

personnel and the demand for them, 

o The presence of the midwifery service scheme (MSS) is not being effectively utilized to 

address the HRH gaps; 

o The remuneration of health workers in Kaduna State compared to neighboring states is very 

low and there is disparity in the salaries between the LGA and state employees. The very 

high attrition of health workers, especially doctors because of migration to other states is a 

source of concern. While rural posting allowance is given to state-level staff working in rural 

facilities as incentive, in many of the rural areas, housing is not available for staff. 

o Whereas the State does not discriminate in its employment policy, the poor remuneration 

package frustrates employment drive.  

o There is no system in place for linking motivation of staff to performance 
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o Though there is a huge market of private healthcare providers in the State there is minimal 

interaction with them to derive maximum benefit for the improvement of health services in 

the State. 

o There is a dearth of critical skilled human resources in some departments of the ministry, 

the LGA PHC departments. 

o The state in its plan to commence the process of reversing these indices conduct State-wide 

HRH  

Table 3 below presents the categories of health personal available in the Kaduna State 

employment only. It does not include those in the private sector or institutions in the State. 

 

Table1. 4 categories of health personal available in the Kaduna State 

 

 

 

                                                           
1 The category others include community health technicians, dental technologists, clinical assistants, food 

hygienists, and other workers that were not adequately categorized.                                           

 

Occupation/Cadre  Estimated State Health Workforce  

Doctors 966 

Nurses 1630 

Midwives 459 

Nurses/Midwives 1172 

Pharmacists 110 

Pharmacy Technicians 199 

Pharmacy Assistants  87 

Med Lab Scientists 23 

Laboratory Technicians 328 

Laboratory Assistants 461 

Dentists 44 

Dental technician 86 

Dental assistant 71 

Physiotherapists 19 

Environment Health Officers 120 

Environment Health Technicians 106 

Environment Health assistants 97 

Nutritionists 46 

Public Health Workers 20 

Health attendant 2427 

Health Records Officers 320 

CHO 298 

CHEWs 1997 

JCHEWs 1238 

Administrative HR 510 

Others1 237 

TOTAL 13072 
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Table 5: Distribution of care providers at different levels of care     

  Tertiary  Secondary ** Primary * 

Doctors 264 477 225 

Nurses 235 631 764 

Midwives 184 92  183 

Nurses/Midwives 116 582 474 

Pharmacists 25 46 39 

Pharmacy 

technicians/Assistants 35 161 90 

Laboratory 

Scientists/technologists 22 1 0 

Laboratory 

Technicians/Assistants 51 135 603 

Community Health Officers 11 5 282 

CHEWS/JCHEWS          8 97 3130 

 

* Estimates: Primary institutions: (1) Comprehensive health centers, (2Primary Health 

centers, (3) )Health clinics, (4) Private Health clinics, (5) Health Posts 

 **  General and Private Hospitals 

Source: SMOH HRH/TNA Assessment 2009 

 

 

Community Participation and Partnership 

o CBO and self help groups have been in existence in Kaduna for a long time, but their 

activities are at local level and their impact on a broader scale very limited. 

o The Village Development Committees and District Development Committees set up 

during the Prof. Olukoye Ransome Kuti era lacked legitimacy, capacity and support and 

thus many died a natural death. However, more recently, with the model PHCs of 

NPHCDA and the effort of PATHS, facility-based and ward development communities 

have been established in selected sites and they appear functional 

o The village health workers and traditional birth attendants trained in the 80s as part of 

PHC renaissance, were never linked to the formal sector, supported or supervised and 

thus have long since ceased to function. However in more recent times, there are 

attempts to reintroduce community-based health care workers    (CORPs with 

community IMCI – in very few settlements, community volunteers for community TB 

program; community-based distributors of ivermectin etc. Also, PATHS 2 supports 12 

community health volunteers per LGA in six LGAs, who counsel people to increase use of 

health services and track pregnant women and unimmunized children and refer them to 
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appropriate health facilities. Inadequate supervision and poor linkage to health facilities 

remain problems. 

o There is minimal constructive engagement with communities to foster real community 

participation and ownership and misconceptions still abound on what community 

participation is all about. The current Ask Kaduna process that is supported by PATHS2 is 

beginning to address these issues through community dialogues etc 

o There is a wide range of partnerships in existence in the state (with development 

partners, private sector, other sectors, communities, training institutions etc). However, 

PPP policy domesticated but yet to be implemented. However, more recently, an office 

of PPP has been opened in the office of the governor to coordinate PPP across the state, 

starting with the construction of the 200 bed specialist hospital in the millennium city. 

o A development partners’ forum has been formed; it became functional in May 2009. . 

Aimed at improving information sharing and coordination of partners, the plan is for 

quarterly meeting of the forum.  

o There is little evidence of effective inter-sectoral collaboration for health at all levels in 

the state 

o Partnership with the private sector that provide care and corporate organizations 

remains weak 

o There is no organized platform for engagement with professional bodies though this 

area is increasingly being explored 

o While a committee has been set up for coordination of traditional healers at the state 

level, the factionalization of the group militates against this coordination and this 

partnership forum is still in its infancy. 

 

Health Research 

o Research culture is completely absent at state and LGA levels, and whatever research is 

undertaken is supported by development partners, This is evidenced by the fact that there is 

no budget line for research in the SMoH and in any LGA (even though there is a 

recommendation that at least 2% of health budget should go to research) and while a 

Research Unit exists in the DHPR, it is non functional, largely due to lack of qualified human 

resource. 

o There is a disconnect between researches in training institutions and policy and research is 

not translated into policy 

o The capacity for research is low. Most of the research proposals reviewed by the State 

Ethical Committee in the past years were all external proposals 
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o A research unit is said to exist in the Department of Health Planning and Research, but is 

prostate and since the officer in charge died some years back, there has been no 

replacement. 

o The database for secondary research is poor. 

o There is poor appreciation of role of research to contribution to knowledge base 

o An Ethical Review Committee exists at the state level and is said to be composed of 

Directors in the Ministry of Health with the Director of Hospital Services as chair. 

Health Information System 

HMIS and M&E capacity and performance in the state is less than satisfactory. 

o Poor data culture 

o Inadequate use of data for evidence-based planning 

o Dearth of data collection tools. Even though the State has responded by producing and 

distributing one year supply to LGAs in 2008, there is a need to have a sustainable system in 

place 

o Very weak disease surveillance unit that is not well resourced and has become almost dormant. 

o Inadequate financing of HMIS 

o Inadequate working tool 

o Non participating/involvement of the private sector in data gathering 

o Vertical disease reporting systems still rife 

o Too many indicators   

o Lack of  transportation for M&E  of HIS (data verification, validation and assessment) of HMIS in 

the state 

o Dearth of capacity especially at the LGA level  

o Non periodic reviews of the system 

 

1.5  Addressing the Challenges to Health Development  

In response to the prevailing challenge to health development, the government has embarked 

on a series of reform activities within the sector. In 2008, the Kaduna State government in year 

2008, developed the Health Sector Medium Term Plan 2008-2011; Joint Action for Better 

Health; and related Operational Plans to guide the sector response. The other policy documents 

that provided the strategic framework for the current reform activities within the Sector are the 
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health components of the Eleven Point Agenda (EPA) and KADSEEDS II.  In 2010, the state 

articulated the Kaduna State Strategic Health Development Plan, 2010-2015 within the 

framework of the national strategic health plan which superseded the above policy (Medium 

term Plan 2008-2011).  The strategic health development Plan is structured to support the 

reformed agenda of the state government through eight thematic goal area; leaders & 

governance, Health Service delivery, Human resource of Health, Health Financing, National 

Health Information Management system, Community Participation and Ownership, Partnership 

for Health and Research of Health. As part of the on-going corporate reform agenda of the State 

Government’s “Change programme”, the health sector has developed its three year renewable 

medium term sector strategy (MTSS). The MTSS is expected to serve as the basis for the 

articulating the annual operational plan and budgets for the sector for a three year period. 
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Chapter Two: MTS S Development  

2.1  From KSSHDP to MTSS 

The Kaduna State Strategic Health Development Plan (KSSHDP) is the current sector wide 

strategic document developed within the framework of the national strategic Health plan to 

provide guidance for the reform agenda of the State. The KSSHDP is a five year strategic 

document launched in 2010. It outlines policy objectives, targets and broad strategies for a 

planned and realistic approach to driving health development in the state from which the sector 

will derive its annual operational plans that is linked to budgets.  The Sector is piloting the 

Medium Term Sector Strategies to ensure that the planned activities of KSSHDP are linked to the 

annual budget of the sector.  The MTSS is a multiyear budget planning tool aimed at addressing 

the previous occurrence in the health sector budget which was not based on any performance 

benchmarks but rather on an incremental budgeting process taking the previous year’s budget 

as the baseline for such increments.   

 

   

2.2  MTSS Development Process 

The MTSS Development process adopted by the Health was based largely on the guidelines 

provided by the Kaduna State Ministry of Economic Planning. The fundamental principles upon 

which the process was anchored include the following: 

1) Adherence of the MTSS to the Sector envelopes (MTEF) provided by the Ministry of 

Economic Planning 

2) Sector-wide consultations and participation of all stakeholder groups in the process 

3) Enhanced state-ownership and alignment of the MTSS process to peculiarities; 

4) Equity in allocation of the resource and activities across facilities to reflect demand  

5) And the emphasis on hand-on approach for the development process 

The health Sector MTSS was developed by multi-sectoral planning team made up of forty 

stakeholders from the Ministry of Health, Ministry of Economic Planning (who has the oversight 

responsibility for the process), House of Assembly, Ministry of Local Government, Local 

Government Services Board, health training institutions, private sector, professional bodies, Civil 

society groups including marginalized groups like persons with special needs. The health sector 

planning team was enlarged to ensure adequate representation of the various constituencies 

within the sector.  In another deliberate attempt to ensure the effective alignment of the MTSS 

and annual budget with SSHDP; the members of the Health Planning team that participated in 

the development of the SSHDP were also recruited as member of the MTSS Sector team. Before 

concentrating on the sector planning team series of planning and sensitization meetings were 

held to raise public consciousness to the process. Members of the team equally participated in 

workshops organized for the pilot sectors on the use of the guideline. In line with the MTSS 

guidelines, the sector team was trained on MTSS to enhance their participation in the various 
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stages of the development process such as the strategy sessions, the costing of initiative and the 

prioritization of costed initiative within the final budget envelopes. The sector team was divided 

into eight groups in line with the thematic goals of the SSHDP and relevance to their area of 

work; (1) leadership and governance, (2) health service delivery, (3) health resource for health, 

(4) health financing, (5) Health Management Information System, (6) Community Participation 

and ownership, (7) Partnership for Health, (8) Research for Health.   

 

During the preparation of the Health Sector MTSS, it was observed that the budgetary demands 

of the secondary health facilities were not adequately integrated into the list of activities 

generated by the planning team.  Likewise the running costs of MDA were not captured in the 

planning process.  In response to the identified limitation with the process as contained in the 

guideline, it was amended to reflect MDA review of the draft output of the strategy session.  As 

stated above, the equitable distribution of resources was a key consideration to the 

prioritization process. The other criteria used for selecting initiatives to be funded within the 

provided envelopes include 

¶ How critical the initiative is to the achievement of the Sector Goal? 

¶ How vital to the Sector is it that Initiative is funded in 2011 and not in later years 

¶ How much will the initiative support other Sector Goals? 

¶ To what extent does the Initiative cross-cut with other sectors 

¶ To what extent would the private sector be able to deliver the equivalent outcome? 

¶ Is the Initiative new or routine? 

¶ Is the initiative discretionary or non discretionary 

The listed criteria were ranked on the scale one to four for each initiative; with four being the 

most desirable score. The average score for each initiative served as the basis to shortlist the 

initiative with the high potential of being funded in 2011 as determined by the size of the sector 

envelope. On the basis of this process, the sector reduced the planned initiatives from seven 

hundred and seventy-eight by more than half to fit into the ceiling provided by the Ministry of 

Economic Planning. 

 

The MTSS process was supported technically and financially by development partners operating 

in the state. These partners PATHS2, ENR, UNICEF, Sight Savers, SPARC, ESSPIN, and SAVI 

participated in the training of the Sector training and the development of activities during the 

strategy sessions.  It is important to note that PATHS 2 provided financial and technical support 

to all the stages of the process, while ENR recruited a consultant to enure that health sector 

response to HIV/AIDS programme were effectively mainstreamed.  

 

2.3  Stages of MTSS Development 8 

The Ministry of Economic Planning MTSS guidelines provides for three main stages with 12 steps; 

review and preparation, Strategy Session and the documentation and agreement stages. In Kaduna 

State, these steps were iterated into 9 practicable steps that commenced with the performance 
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assessment of the ongoing implementation of the 2010 operational Plan for the Sector to identified 

project that should be rolled over into the MTSS. Also in Kaduna State, the process was adjusted to 

address the peculiarities and gaps resulting from the institutional arrangement of the sector. One 

key issue affected by this gap is the ability to capture the expenditure demands of the secondary 

health facilities and overhead costs of the various department of the Ministry.  

 

Table 6: Stages of MTSS Development  

S/N  ACTIVITIES/TASKS Immediate Results 

 1  

   

Facilitated the Sensitization workshop 

for members of the Sector Team on their 

TOR for the MTSS 

Support of Stakeholders enlist for the process, term of 

Reference Clarified and the proposed agenda adopted 

2 Training of sector planning team on 

MTSS, NHA, PEMR and Annual Health 

Sector  Review  

Capacity of the Sector Team on the MTSS 

development Process improved 

  3 Development of Annual health sector 

performance review and Review of the 

change programme of  Health Sector 

Health Sector Performance Benchmarked for the State 

4 1
st

 Strategy Session on development of 

MTSS 

Health sector initiatives developed for 2011 to 2013 

5 Departmental Review of MTSS first draft Initiative of health facilities and departments 

integrated into the MTSS process  

6 Costing of MTSS initiatives Identified initiative costed 

7 Second Strategy Session of the MTSS Costed initiatives prioritized and phased across the 

three year of the MTSS (2011 to 2013)  with the final 

budget ceilings 

8 Documentation and validation  The MTSS report developed, disseminated and 

adopted by stakeholders for implementation 

9 Response to state budget call circular The state budget for health is informed by the health 

MTSS 

 

 

2.4  Benefits of MTSS Development  

 

Prior to the deployment of MTSS, health sector budget was not based on any performance 

benchmarks but rather on an incremental budgeting process taking the previous year’s budget as 

the baseline for such increments. However, with the introduction of MTSS process as the bases for 

budget preparation the following were identified as key benefits; 

i. The Strategic Health Development Plan is currently linked to the health budget 

ii. The Budget is reflective of the priorities of the health Sector 

iii. The MTSS provides an effective mechanism for guaranteeing transparency and accountability 

for public resources by all stakeholders 
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iv. The process has improved the departmental planning processes; as the current health sector 

2011 -2013 MTSS was informed by inputs from the various departments in the Sector. 

v. The MTSS process has improved the capacity of the health sector on the concept and practice of 

result based management in project planning and implementation. 

vi. Activity based costing was engaged in determining the cost of initiatives of the health sector 

MTSS 

vii. All Cost elements for each activity of the MTSS are linked to the Economic Codes. 

viii. The MTSS re-enforces the existing relationship amongst related Sectors and development 

partners. 

ix. The development of the MTSS promotes the effective coordination of donor activities. 

x. It ensured a holistic and an  evidence informed approach to programming 

xi. It ensure equity in the distribution of the initiative and guarantees that the marginalized are 

incorporated into the planning Process 

  

2.5  Challenges of MTSS Development 

Although the health sector has successfully piloted the MTSS process for the 2011 - 2013 budget 

cycle, the process as in most pilot projects was bedeviled by a number of startup constraints. 

These challenges provided the sector a deepened understanding of areas of weakness or neglect 

that requires urgent attention in subsequent MTSS processes; if the process is to be sustainable. 

Some of the issues are listed below to include;  

i. Adherence to the timelines for the planning process was inadequate 

ii. The capacity of the health sector to develop the MTSS was limited, however this can be 

understood as this was the sectors’ first attempt at developing MTSS. 

iii. During the prioritization phase of the project ,  the absence of a defined formulae for the 

equitable distribution or allocation of resources to the different MDA was a key issue 

iv. The paucity of data for developing and quantification of costs for the planned activities was a 

major constrain. 

v. Obtaining data from development partners on their programmatic and financial commitments 

to the sector was equally challenging. 

vi. Another pertinent issue that MTSS could not provide immediate answers to is its inability to 

accommodate information of development partners’ contribution into the spending for the 

health sector. This is because development partner funds are not captured in the medium term 

expenditure framework for the sector. 

vii. The initial approach of developing initiatives by the sector team during the strategy session was 

inadequate to capture the entire routine activities of the sector. This follows that activities for 

the sector should be developed by the departmental project officers and harmonized by the 

planning officers for each sector. 

viii. Although the development process involved civil society groups and organizations, their level of 

participation did not reflect a consensus representation of the demands of their constituency.  
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ix. The other issues that should be flagged is the in ability of the MTSS to capture the rollover 

projects and commitments  that emerge at the fourth quarter of the year; by which time the 

MTSS has being developed and submitted for consideration. 

x. The provision of multiple ceilings and that arbitrary review of assigned ceiling are critical 

challenges to the process as they significantly upset the structure and dynamic of the MTSS 

process and output.  

 

2.6  Benefits of MTSS Implementation 

With the MTSS in place for the health sector, it is expected that its implementation will leverage 

the performance of the health sector in the delivery of quality services with high impact on the 

poor of the Kaduna society. Key benefits accruable to the implementation of MTSS 2011-2013 

include; 

i. Annual operational plan derived from the MTSS are linked directly to the budget 

ii. The MTSS will improve significantly the allocation of the cash backing to planned activities 

iii.  The MTSS will reduce the delays and leakages associated with the previous budgeting process 

iv. It will promote accountability, transparency and openness in the disbursement and utilization of 

public resources for services 

v. It will enhance the capacity of citizens groups, civil society and other beneficiary to participate in 

monitoring the implementation of the annual operational plan and progress of the sector 

towards achieving the targets of the Health Sector Strategic Plan.   

vi. It will promote commitment among program officers in the sector as they can relate their 

contribution to the attainment of the SSHDP targets. 

 

2.7  Challenges of MTSS Implementation 

The anticipated challenges to the implementation the MTSS in the health sector are as follows; 

1. The delayed passage of the state appropriation law authorizing the implementation of the 

budget is definitely going to upset the implementation of the MTSS  

2. The inability of key stakeholders in the sector to sustained commitment to the process   

3. Changes in government fiscal policy thrust resulting from the outcome of the ongoing transition 

process 

4. The inability of the state to develop a monitoring plan to track and report on the 

implementation of the MTSS 

5. The bureaucracy associated with the EXCO approval of planned activities and the delay in 

granting cash backing for approved activities 

 

2.8  Conclusion 

The 2011-2013 MTSS for Kaduna state indicates the onset of a new planning and budgeting 

regime for the health sector being one of the pilot sectors for the MTSS process in the State. The 
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process was wholly embraced by all the stakeholders as the mechanism that is capable of 

addressing all the issues of accountability and transparency bedeviling the health sector.    It is 

therefore imperative that no effort should be spared to remove all obstacles in implementing 

this document in its entirety. Of particular importance is for the government and people of the 

state to effectively own, institutionalize, adopt and fully fund it. The implementation of the 

2011-2013 MTSS should be effectively monitored and reported; lessons learnt should be 

properly documented and applied in improving the quality of service delivery for the common 

good of the citizen of the state. 
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Chapter Three: The Health System and Policy 

Environment  

3.1  The State and Structure of Health Delivery System 

Kaduna State, like the rest of Nigeria, has a broad health care delivery system, comprising a wide 

range of service providers, public, private for profit and faith-based organizations. The health 

care providers are also very heterogeneous, varying from traditional birth attendants, medicine 

hawkers to specialists in teaching hospitals. Excluding the Patient Medicine Vendor (PMVs), 

40.2% of the health facilities in the State belong to the private sector.  The distribution of health 

facilities in the State by type and ownership is shown in Table below, 96.5% of the 1682 health 

facilities in the State are primary health care, 3.2% secondary and 0.3% tertiary health care 

facilities. 

 

Table 7:  Health Facilities Available in Kaduna State 

Type of 

Facility 

Ownership Availability 

 Federal State LGA Private Total  

Tertiary 5 1 0 0 6 1: 1,218,091 

Secondary 2 34 0 20 54 1: 112,861 

Primary 2 0 965 656 plus 

2500 

PMVs 

1623 

(excluding 

PMV) 

1: 4362 

Sources: Kaduna State Strategic Health Development Plan (KSSHDP 2010 ς 2015) 

 

The State has five tertiary health facilities belonging to the federal government, four of which 

provide specialized care, while the Ahmadu Bello University serves as the apex reference 

tertiary health care facility. In addition there are two hospitals belonging to the armed forces. All 

the federal government health facilities are based in Kaduna/Zaria. The general hospitals 

belonging to the state have been categorized as either rural hospitals, general hospitals or 

specialist hospitals, with range of services and skills available for service delivery improving 

along as one moves from the rural hospitals to the specialists hospitals. The primary health care 

facilities are divided into health clinics and Primary Health Care Centers (PHC), with the PHC 

centers expected to provide the full complement of PHC services. These are all owned by the 

LGAs. The state is comparatively well endowed with private health facilities, majority providing 

primary care. 

 

 A number of disease control and health programs are run by the state, majority driven by 

donors or the FMoH and are run essentially as vertical programs. These include the TB/Leprosy 

Program, the AIDS Control Program (PMTCT, ART, HCT), Onchocerciasis Control Program, NPI 
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and the Malaria Control Program. In the past year, the State has invested significantly in malaria 

control, considered a State priority. 

 

Integrated supportive supervision was introduced in the State in 2007, with a unit created in the 

Department of Health Planning. The programme started with 28 hospitals and 54 PHCs in 2007, 

it was latter scaled up to 200 health facilities. Quarterly supervision is undertaken to these 

facilities. Quality assurance and recognition in which health facilities were scored and 

recognized based on service quality has also been introduced. 

 

Fee for service at point of service delivery is the dominant method of financing health care 

services in the State. However, with the introduction of free MCH, a total of 115 public PHCs and 

28 secondary health facilities currently provide some components of MCH free. In addition, 

through the Sustainable Drug Supply Program, drug revolving funds have been revamped in 55 

facilities in an effort to ensure availability of drugs in public primary and secondary health 

facilities. There are plans to increase the number to 150 (both Primary and Secondary Health 

Facilities).  

 

Most of the health policies being utilized in the state are still the national policies which are yet 

to be adapted and domesticated to Kaduna state context as is the requirement on all the states. 

Similarly, guidelines and SOP for effective health service delivery in the state are those 

developed at national level. 



 32 

 

Chapter Four: Costs and Funding of Health  

4.1  Introduction 

The funding of the health sector demonstrates the Kaduna State government’s commitment to 

its policy goals on health service delivery and the improvement of the quality of life of its 

people. These commitments are measured against national and international benchmarks such 

as Abuja declaration which mandates the commitment of 15% of total budget to the Health 

Sector. The review 2006 to 2010 resource allocation against actual disbursement to the health 

sector reveals a wide margin in the performance of the budget that is consistent for all years 

under investigation. This raises concerns on the state’s ability to mobilized adequate resources 

for the sector’s annual commitments. The adoption of the MTSS process provides a unique 

opportunity to address these shortfalls as it focuses mainly on the actual expenditure as a basis 

for effective planning and to enhance a better understanding of the commitment – 

implementation gap in health care. 

 

 

4.2  Data limitation  

In developing the MTSS for the sector, timely access to valuable data was identified as key 

constrains to the costing and review of resource commitments in the health sector. These are 

applicable to the data on the detailed description of item identified for procurement; for both 

recurrent and capital expenditures. Limited data and information were provided on the bill of 

quantities for ongoing and roll over commitments or even new projects. Access to information 

on the resource commitments of Local Government and development partners to the health 

sector was equally very challenging. It was very difficult to establish gaps in the sector or areas 

of duplication in program implementation. More so, the Sector team was not adequately 

equipped with information or data to support the strategy and costing sessions of the MTSS 

development process. This challenge resulted in the prolonged delay of the process. 

 

 

4.3  Budget implementation  

The performance of the Budget is a key consideration in developing the MTSS for the Health 

Sector. In the in the last five years the actual release of funds for the Health Sector has been 

below 73% when measured against the planned allocations. This has in the past significantly 

impacted on the performance and ability the state to deliver quality health services. Moreover, 

with the deployment of MTSS at the tool for developing the States annual budget it is important 

to identify the level of budget implementation; indicating the ongoing and outstanding 

commitments that should be rolled over into the next MTSS planning circle. From the data 

provided by the Ministry of Economic Planning, the budget implementation for the health sector 
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has been on a steady decline since 2005 for both capital and recurrent expenditures. However, 

putting together the figures for recurrent and capital expenditure shows that Kaduna State 

government has spent steadily increasing amounts on health. The figure has risen to 11% of 

total expenditure from a low starting point of 6%. These values represent the comparative 

relative by the budgeted estimate and that actual release of fund (capital and recurrent) 2004-

2009 fiscal years. For a result based process as the MTSS, the decline in funds utilization rate will 

significantly challenge the achievement of the health Key performance indicators.   

 

Figure 2 Budget Vs Actual Recurrent Cost, Health Sector 
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Figure 3: Percentage of total expenditure on Education and Health 
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Figure 4: Cumulative Capital expenditure by Kaduna State from 2004 to 2009 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5: Kaduna State Health Sector budget Performance/allocative efficiency from 2004 to 2009 

 

 
 

 

4.4  Public funding 

The Kaduna State fiscal Policy is funded through statutory allocation from the federal 

government, VAT, Internally Generated Revenue, Grants and Subventions. For the period 
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between 2006 to  2009, contributions from the Federation account ranged between 74 and 77 

per cent of the total State income between 2006 and 2008  but dropped  to 73 per cent in 2009 

(Table 4.2).  Inversely, IGR as a proportion of State income increased by 3 percentage points in 

2008, continuing the overall trend of increasing IGR by 2 percentage points in 2009.  VAT also 

increased during the period; rising to 9.6 per cent in 2008 and 11 per cent in 2009 (VAT 

marginally fell by 0.2 per cent in 2007).   

 

Table 8: Source of revenue for Kaduna state government and local government from 2006 - 2009 

Receipts: 

2006              

N Million 

2007            

N Million 

2008            

N Million 

  2009                    

N Million 

Statutory Allocation         33,339          42,967  42,414  37,029 

VAT           3,426            4,239    5,569      6,366 

Internally Generated Revenue           5,356            6,980    8,040     10,520 

Grants and Subventions              998               798  -       1,272 

Statutory Allocation to Local Governments         25,742          27,689  38,123      32,924 

BTL Receipts/others              708  531        8       8,109 

Total Receipts        69,569          83,204     94,154       96,220  

{ƻǳǊŎŜΥ нллф !DΩǎ 5ǊŀŦǘ CƛƴŀƴŎƛŀƭ wŜǇƻǊǘ  

 

 

4.5  Funding of Health 

Funding for the health sector in Kaduna State are derived from the following sources; (a) Funds 

from the federation account as appropriated in the annual budget; (b) Internally generated 

revenue; (c) Grants from DFID and other Development partners; (d) Credit HSDP II; (e) Credit 

SACA, (f) Credit IDB; (g)Loan PPP; (h)Grant MDGs; (i) Joint Project State and local Government 

and (j)ETF – Shehu Idris College of Science and Health Technology. The health sector is one of 

the key areas of interest for the current administration as reflected in the eleven point agenda. 

In partnership with development partners as PATHS 2, the state is considering other financing 

options such as the Community Health Insurance Scheme.  
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Figure 6 Comparison of the Health Sector Budget vs. Actual for Recurrent and Capital 

 

 

Table 9: Actual expenditure by economic classification in =N= million 

Ministry of Health 2006 2007 2008 2009 2010 

Recurrent Personnel Cost 1,394* 1,635* 2,178* 2,440** 
 Recurrent Overhead Cost 242   595 736 113 
 Recurrent Total 1,636 2,230 2,914 2,553 
 

Capital Total 814 1,776 2,106 2,759 
 TOTAL Health Allocation 1,636 4,006 5,020 5,312 
 Sources: *!ǳŘƛǘƻǊ DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘ ŦƻǊ нллс ŀƴŘ нллу  

 ϝϝ!ŎŎƻǳƴǘŀƴǘ DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘ нллф 

 

 

4.6 Summary  

(i) In Kaduna State the Local Government participates in the funding of health service 

delivery through primary health facilities. However, the contribution of this tier of 

government is not adequately defined in the planning process. Moreover, LGA funds 

are deducted at source for the implementation of the FMCH programme.    

(ii) The paucity of data that pervade the sector limits information on the contribution of 

user fee to health care provision. 
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Chapter Five: MTSS  Cost Implication and Funding  

5.1  Resource availability 

The fundamental understanding of the MTSS process is that planned activities and strategies 

should fall within the Budget ceiling provided for each sector in with the State Medium Term 

Expenditure Framework. In the Health Sector, the expenditure classification include recurrent 

(personnel and Overheads) and Capital Expenditure and it applies to the all the Health MDAs: 

Ministry, College of Nursing, Kafanchan and College of Health Science and Technology Markafi. 

The three MDAs are independent allocated ceiling for their recurrent expenditure; however the 

budget ceiling for Capital expenditures was provided for the entire sector. The breakdown for 

Capital Expenditure is determined by the Ministry for the sector.  

 

Following from the provision of the 2011 to 2013 ceiling to the Health Sector, activities were 

developed to fit into the ceiling provided by the Ministry of Economic Planning. The 

prioritization and iteration process focused more on the recurrent overhead and Capital 

expenditures. The personnel expenditure was capture in block in line with the pay roll for each 

MDA and not based on activities. The emerging challenge in the MTSS development process is 

the inability to capture the financial contribution of Development partners in the process. This 

gap isolates the possibility of including donor supported activities in the MTSS for the sector. 

Find below the budget ceiling and allocation for the Health Sector. 
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Table 10: KDSG RECURRENT AND CAPITAL CEILINGS 2011-2013 FOR HEALTH 

 

Organisation Name: Ministry of Health   

Organisation Code: 3600000    

Recurrent 

Expenditure Ceilings 2011 2012 2013 Total 

Personnel 

 

3,277,421,618  

 

3,605,163,779.91  

 

3,965,680,157.90   10,848,265,555.91  

Overheads  469,855,655   516,841,220.50   568,525,342.55   1,555,222,218.05  

Total Recurrent 

 

3,747,277,273   4,122,005,000   4,534,205,500   12,403,487,774  

Capital Expenditure Ceilings - From Kaduna State Government Funds* 

Expenditure Type 2011 2012 2013 Total 

 Total  Capital 

 

1,480,000,000   1,628,000,000   1,790,800,000   4,898,800,000.00  

* These ceilings do not include drawdown of loans and grants specified on Format Annex 8, but they do include Kaduna 

State Government counterpart funds for these loans and grants 

     

Organisation Name: Shehu Idris School of Health Tech. Makarfi  

Organisation Code: 3601000    

Recurrent 

Expenditure Ceilings 2011 2012 2013 Total 

Personnel  266,548,092   293,202,901.07   322,523,191.17   882,274,184.12  

Overheads  97,033,000   106,736,300.00   117,409,930.00   321,179,230.00  



 39 

 

 

Total Recurrent 363,581,092 399,939,201 439,933,121 1,203,453,414 

Capital Expenditure Ceilings - From Kaduna State Government Funds* 

Expenditure Type 2011 2012 2013 Total 

Total Capital 59,000,000 64,900,000 71,390,000 195,290,000.00 

* These ceilings do not include drawdown of loans and grants specified on Format Annex 8, but they do include Kaduna 

State Government counterpart funds for these loans and grants 

   

Organisation Name: College of Nursing, Kafanchan EXPENDITURE CEILINGS 

Organisation Code: 3602000    

Recurrent Expenditure Ceilings    

Personnel 80,614,557 88,676,012.96 97,543,614.26 266,834,184.46 

Overheads 75,900,000 83,490,000.00 91,839,000.00 251,229,000.00 

Total Recurrent 156,514,557 172,166,013 189,382,614 518,063,184 

Capital Expenditure Ceilings - From Kaduna State Government Funds* 

Expenditure Type 2011 2012 2013 Total 

Total Capital 68,000,000 74,800,000 82,280,000 225,080,000.00 

* These ceilings do not include drawdown of loans and grants specified on Format Annex 8, but they do include Kaduna 

State Government counterpart funds for these loans and grants 
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Table 11 KDSG RECURRENT AND CAPITAL CEILINGS VS MTSS 2011-2013 ALLOCATIONS FOR HEALTH  

MDAs 
Personnel Cost 

2011 
Overhead Cost 

2011 Total (Ceiling) 
MTSS Personnel 

Cost 2011 
MTSS Overhead Cost 

2011 Total (MTSS 2011) Variance 

Ministry of Health   3,277,421,618        469,855,655    3,747,277,273    3,277,421,618        469,855,655    3,747,277,273  NIL 

Shehu Idris school 
of Health Tech. 
Makarfi       266,548,092          97,033,000        363,581,092        266,548,092          97,033,000        363,581,092  NIL 

College of Nursing 
Kafanchan         80,614,557          75,900,000        156,514,557          80,614,557          75,900,000        156,514,557  NIL 

 Health Sector (Recurrent)  4,267,372,922  Health Sector (Recurrent)   4,267,372,922  NIL 

 Health Sector (Capital)  3,999,991,000 Health Sector (Capital)     3,999,991,000 NIL 

 Total 2011 Health Sector Ceiling    8,267,363,922 Total 2011 Health Sector MTSS       8,267,363,922 NIL 

MDAs 
Personnel Cost 

2012 
Overhead Cost 

2012 
Total (Ceiling 

2012) 
MTSS Personnel 

Cost 2012 
MTSS Overhead Cost 

2012 Total (MTSS 2012) Variance 

Ministry of Health 3,605,163,779.91 516,841,220.50 4,122,005,000 3,605,163,779.91 448,221,001.30 4,053,384,781.21 68,620,218.79 

Shehu Idris school 
of Health Tech. 
Makarfi 

293,202,901.07 106,736,300.00 399,939,201 293,202,901.07 97,307,000 
390,509,901.07 9,429,299.93 

College of Nursing 
Kafanchan 

88,676,012.96 83,490,000.00 172,166,013 88,676,012.96 74,000,672 162,676,684.96 9,489,328.04 

 Health Sector (Recurrent) 4,694,110,214 Health Sector (Recurrent) 4,606,571,367.24 87,538,846.76 

 Health Sector (Capital) 1,767,700,000 Health Sector (Capital) 1,628,000,000.00 139,700,000.00 

 Total 2012 Health Sector Ceiling 6,461,810,214 Total 2012 Health Sector MTSS  6,234,571,367.24 227,238,846.76 

MDAs 
Personnel Cost 

2013 
Overhead Cost 

2013 
Total (Ceiling 

2013) 
MTSS Personnel 

Cost 2013 
MTSS Overhead Cost 

2013 Total (MTSS 2013) Variance 

Ministry of Health 3,965,680,157.90 568,525,342.55 4,534,205,500 3,965,680,157.90 449,709,824.30 4,415,389,982.20 118,815,517.8 

Shehu Idris school 
of Health Tech. 
Makarfi 

322,523,191.17 117,409,930.00 439,933,121 322,523,191.17 97,167,000 419,690,191.17 
20,242,929.8 

College of Nursing 
Kafanchan 

97,543,614.26 91,839,000.00 189,382,614 97,543,614.26 74,000,684 171,544,298.26 17,838,315.7 

 Health Sector (Recurrent) 5,163,521,235 Health Sector (Recurrent) 5,006,624,471.63 156,896,763.4 

 Health Sector (Capital) 1,944,470,000  Health Sector (Capital) 1,839,150,600.00 105,319,400.0 

 Total 2013 Health Sector Ceiling 7,107,991,235 Total 2013 Health Sector MTSS  6,845,775,071.63 262,216,163.4 
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Table 12: MTSS cost by economic classification (Recurrent overheads) 

Goal One 

Leadership and Governance 

2011 2012 2013 

SMOH 119,511,525.99 111,030,265.00 112,514,088.00 

College of Nursing  57,976,540.00 57,678,542.00 57,678,544.00 

College of Health Tech 76,219,962.00 76,898,960.00 76,758,960.00 

Total 253,708,027.99 245,607,767.00 246,951,592.00 

 % of total Health Sector Budget 

per Goal 35.1% 35.0% 35.1% 

    

Goal Two 

Health Service Delivery 

2011 2012 2013 

SMOH 301,489,210.27 301,273,633.07 301,273,633.07 

College of Nursing  996,040.00 724,202.00 724,204.00 

College of Health Tech - - - 

Total 302,485,250.27 301,997,835.07 301,997,837.07 

    % of total Health Sector Budget 

per Goal 41.8% 43.0% 43.0% 

Goal Three 

HUMAN RESOURCES FOR HEALTH 

2011 2012 2013 

SMOH 2,932,815.90 2,795,000.00 2,800,000.00 

College of Nursing  11,387,420.00 11,250,426.00 11,250,432.00 

College of Health Tech 97,033,000.00 97,707,000.00 97,567,000.00 

Total 111,353,235.90 111,752,426.00 111,617,432.00 

    % of total Health Sector Budget 

per Goal 15.4% 15.9% 15.9% 

Goal Four 

FINANCING HEALTH SYSTEM 

2011 2012 2013 

SMOH 5,790,530.80 5,720,530.80 5,720,530.80 

College of Nursing  2,472,500.00 2,472,501.00 2,472,502.00 

College of Health Tech 4,537,500.00 4,537,500.00 4,537,500.00 

Total 12,800,530.80 12,730,531.80 12,730,532.80 

    % of total Health Sector Budget 

per Goal 1.8% 1.8% 1.8% 

Goal Five 

NHMIS 

2011 2012 2013 

SMOH 26,065,473.20 13,675,473.20 13,675,473.20 

College of Nursing  707,500.00 15,001.00 15,002.00 

College of Health Tech - - - 
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Total 26,772,973.20 13,690,474.20 13,690,475.20 

    % of total Health Sector Budget 

per Goal 3.7% 2.0% 1.9% 

Goal Six 

COMMUNITY PARTICIPATION 

2011 2012 2013 

SMOH 11,869,150.83 12,159,580.03 11,589,151.03 

College of Nursing  1,300,000.00 1,300,000.00 1,300,000.00 

College of Health Tech - - - 

Total 13,169,150.83 13,459,580.03 12,889,151.03 

    

 % of Total Health Sector Budget 1.8% 1.9% 1.8% 

Goal Seven 

PARTNERSHIP FOR HEALTH 

2011 2012 2013 

SMOH 254,828.00 254,828.20 254,828.20 

College of Nursing  - - - 

College of Health Tech - - - 

Total 254,828.00 254,828.20 254,828.20 

    % of total Health Sector Budget 

per Goal 0.4% 0.4% 0.4% 

Goal Eight 

RESEARCH FOR HEALTH 

2011 2012 2013 

SMOH 1,942,120.00 1,882,120.00 1,882,120.00 

College of Nursing  1,060,000.00 560,000.00 560,000.00 

College of Health Tech 81,000.00 81,000.00 81,000.00 

Total 3,083,120.00 2,523,120.00 2,523,120.00 

% of total Health Sector Budget 

per Goal 0.4% 0.4% 0.4% 
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Figure 7 Budget Distribution of the 2011-2013 Kaduna Health Sector across the 8KSHDP Goals  
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5.2  Selecting goals, objectives and targets 20 

As already established that the 2011 -2013 MTSS was derived from the KSHDP 2010-2015, the 

rationale behind choosing the MTSS goals, targets and objectives were based on the current sector 

and State policy priorities as contained in the EPA, MDG and other high policy documents.  In the 

Health sector, the sector planning team identified priority interventions across the eight goals area 

of the KSHDP- Leadership and Governance, health Service Delivery, Human Resource for Health, 

Financing Health System, NHMIS, Community Participation and Ownership, Partnership for Health 

and Research for Health. These were further broken down into objectives and strategies for which 

activities were developed and costed. Please find attached costed activities for all MDAs within the 

health Sector. 
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Table 13: Expected Outcomes of MTSS Implementation 

STATE STRATEGIC HEALTH DEVELOPMENT PLAN 

RESULT MATRIX 

OUTPUTS INDICATORS SOURCES OF 

DATA 

Baseline Milestone Milestone 

      2008/9 2011 2013 

PRIORITY AREA 1: LEADERSHIP AND GOVERNANCE FOR HEALTH 

OVERARCHING GOAL: To significantly improve the health status of Nigerians through the development of a 

strengthened and sustainable health care delivery system 

1. Improved Policy Direction for 

Health Development 

1. % of LGAs  with 

Operational Plans 

consistent with 

the state strategic 

health 

development plan 

(SSHDP) and 

priorities                                                                           

LGA s 

Operational 

Plans  

0 25 50 

  2. % stakeholders 

constituencies 

playing their 

assigned roles in 

the SSHDP 

(disaggregated by 

stakeholder 

constituencies) 

SSHDP Annual 

Review  Report 

0 15 25 

2. Improved Legislative and 

Regulatory Frameworks for 

Health Development 

3. State adopting 

the National 

Health Bill?  

(Yes/No)  

SMOH 0 No Yes 

  4. Number of 

Laws and by-laws 

regulating 

traditional 

medical practice 

at State and LGA 

levels 

Laws and bye-

Laws 

0 0 3 

  5. % of LGAs 

enforcing 

traditional 

medical practice 

LGA Annual  

Report 

0 0% 30% 
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by-laws 

3. Strengthened accountability, 

transparency and 

responsiveness of the State 

health system 

6. % of LGAs 

which have 

established a 

Health Watch 

Group 

LGA Annual  

Report 

0 0 30 

  7.  % of 

recommendations 

from health watch 

groups being 

implemented 

Health Watch 

Groups' Reports 

No 

Baseline 

0 18 

  8. %  LGAs aligning 

their health 

programmes to 

the SSHDP 

LGA Annual  

Report 

0 0 20 

  9. %  DPs aligning 

their health 

programmes to 

the SSHDP at the 

LGA level 

LGA Annual  

Report 

No 

Baseline 

0 18 

  10. %  of LGAs 

with functional 

peer review 

mechanisms            

SSHDP and LGA 

Annual Review  

Report 

0 0 8 

  11. %  LGAs 

implementing 

their peer review 

recommendations   

LGA / SSHDP 

Annual Review 

Report 

0 0 0 

  12.  Number of  

LGA Health Watch 

Reports published 

Health Watch 

Report 

0 0 0 

  13. Number of   

"Annual Health of 

the LGA" Reports 

published and 

disseminated 

annually 

Health of the 

State Report 

0 0 12 
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4. Enhanced performance of the 

State health system 

14.  % LGA public 

health facilities 

using the essential 

drug list 

Facility Survey 

Report 

0 0 50 

  15.  % private 

health facilities 

using the essential 

drug list by LGA 

Private facility 

survey 

0 0 20 

  16. % of LGA 

public sector 

institutions 

implementing the 

drug procurement 

policy 

Facility Survey 

Report 

0 0 10 

  17. % of private 

sector institutions 

implementing the 

drug procurement 

policy within each 

LGA 

Facility Survey 

Report 

0 0 2 

  18. % LGA health 

facilities not 

experiencing 

essential 

drug/commodity 

stock outs in the 

last three months      

Facility Survey 

Report 

0 0 15 

  19. % of LGAs  

implementing a 

performance 

based budgeting 

system 

Facility Survey 

Report 

0 0 5 

  20. Number of 

MOUs signed 

between private 

sector facilities 

and LGAs in a 

Public-Private-

Partnership by 

LGA 

LGA Annual 

Review Report 

0 0 5 
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  21. Number of 

facilities 

performing 

deliveries 

accredited as 

Basic EmOC 

facility (7 

functions 24/7) 

and 

Comprehensive 

EmOC facility (9 

functions 24/7) 

States/ LGA  

Report and 

Facility Survey 

Report 

122 145 191 

STRATEGIC AREA 2: HEALTH SERVICES DELIVERY 

NSHDP GOAL: To revitalize integrated service delivery towards a quality, equitable and 

sustainable healthcare 

  

Outcome 3: Universal availability and access to an essential package of primary health care services 

focusing in particular on vulnerable socio-economic groups and geographic areas 

Outcome 4: Improved quality of primary health care 

services 

        

Outcome 5: Increased use of primary health care 

services 

        

5. Improved access to essential 

package of Health care 

22.   % of LGAs 

with a functioning 

public health 

facility providing 

minimum health 

care package 

according to 

quality of care 

standards. 

NPHCDA Survey 

Report 

0 5 15 

  23. % health 

facilities 

implementing the 

complete package 

of essential health 

care  

NPHCDA Survey 

Report 

1 3 4 

  24. % of the 

population  having 

access to an 

essential care 

package                                                                                                                                                                                                                                                                                                                                                                                                                

MICS/NDHS 25 30 35 
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  25. Contraceptive 

prevalence rate 

(modern & 

traditional) 

 NDHS 11% 13% 15% 

  26. % increase of 

new users of 

modern 

contraceptive 

methods 

(male/female) 

NDHS/HMIS 10% 12% 13% 

  27. % of new 

users of modern 

contraceptive 

methods by  type 

(male/female) 

NDHS/HMIS 10% 12% 13% 

  28. % service 

delivery points 

without stock out 

of family planning 

commodities in 

the last three 

months 

Health facility 

Survey 

70 80% 90% 

  29. % of facilities 

providing Youth 

Friendly RH 

services 

Health facility 

Survey 

5 7% 9% 

  30. % of women 

age 15-19 who 

have begun child 

bearing 

NDHS/MICS 31.60% 28% 22% 

  31. % of pregnant 

women with 4 

ANC visits 

performed 

according to 

standards* 

NDHS 62% 70% 75% 

  32. Proportion of 

births attended by 

skilled health 

personnel  

HMIS 22% 25% 30% 
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  33. % of women 

who received 

postnatal care 

based on 

standards within 

48h after delivery 

MICS 15 20% 22% 

  34. % of children 

exclusively 

breastfed for 6 

months 

  3 5% 10% 

  35. Proportion of 

12-23 months-old 

children fully 

immunized  

NDHS/MICS 21.80% 30% 40% 

  36. % children <5 

years stunted 

(height for age <2 

SD) 

NDHSMICS 51.80% 48% 45% 

  37. % of under-

five that slept 

under LLINs the 

previous night 

NDHS/MICS 2.00% 10 15 

  38. % of under-

five children 

receiving 

appropriate 

malaria treatment 

within 24 hours 

NDHS/MICS 20 30 40 

  39. % malaria 

successfully 

treated using the 

approved protocol 

and ACT;   

MICS 10 15 20 
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  40. % of women 

who received 

intermittent 

preventive 

treatment for 

malaria during 

pregnancy 

NDHS/MICS 60 65 70 

  41. HIV 

prevalence rate 

among adults 15 

years and above 

NDHS 7 6 5 

  42.Condom use at 

last high risk sex 

NDHS/MICS 8 10% 20% 

  43. Proportion of 

population aged 

15-24 years with 

comprehensive 

correct knowledge 

of HIV/AIDS 

NDHS/MICS 56 60 65 

  44. Prevalence of 

tuberculosis 

NARHS 2.40% 2% 1.50% 

Output 6. Improved quality of 

Health care services 

45. % of staff with 

skills to deliver 

quality health care 

appropriate for 

their categories 

Facility Survey 

Report 

50 55 60 

  46. % of facilities 

with capacity to 

deliver quality 

health care 

Facility Survey 

Report 

10 15 25 
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  47. % of health 

workers who 

received personal 

supervision in the 

last 6 months by 

type of facility 

Facility Survey 

Report 

10 15 20 

  48. % of health 

workers who 

received in-

service training in 

the past 12 

months by 

category of 

worker 

HR survey 

Report 

15 25 30 

  49. % of health 

facilities with all 

essential drugs 

available at all 

times 

Facility Survey 

Report 

15 25 40 

  50. % of health 

institutions with 

basic medical 

equipment and 

functional logistic 

system 

appropriate to 

their levels 

Facility Survey 

Report 

10 20 35 

  51. % of facilities 

with deliveries 

organizing 

maternal and/or 

neonatal death 

reviews according 

to WHO 

guidelines on 

regular basis 

Facility Survey 

Report 

8 10 12 



 53 

Output 7. Increased demand for 

health services 

52. Proportion of 

the population  

utilizing  essential 

services package 

MICS 3 5 10 

  53. % of the 

population 

adequately 

informed of the 5 

most beneficial 

health practices 

MICS 5 10 15 

PRIORITY AREA 3: HUMAN RESOURCES FOR HEALTH 

NSHDP GOAL: To plan and implement strategies to address the human resources for health needs in order 

to ensure its availability as well as ensure equity and quality of health care 

Outcome 6. The Federal government implements comprehensive HRH policies and plans for 

health development  

  

Outcome 7.All States and LGAs are actively using adaptations of the National HRH policy and plan for 

health development by end of 2015 

Output 8. Improved policies and 

Plans and strategies for HRH  

54. % of wards 

that have 

appropriate HRH 

complement as 

per service 

delivery norm 

(urban/rural). 

Facility Survey 

Report 

TBD 10% 20% 

  55. Retention rate 

of HRH 

HR survey 

Report 

TBD 85% 90% 

  56. % LGAs 

actively using 

adaptations of  

National/State 

HRH policy and 

plans 

HR survey 

Report 

TBD 15% 25% 

  57. Increased 

number of  

trained staff 

based on 

approved staffing 

norms by 

qualification 

HR survey 

Report 

TBD 10% 20% 
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  58. % of LGAs 

implementing 

performance-

based 

management 

systems 

HR survey 

Report 

TBD 25% 35% 

  59.  % of staff 

satisfied with the 

performance 

based 

management 

system 

HR survey 

Report 

TBD 20% 35% 

Output 8: Improved framework 

for objective analysis, 

implementation and monitoring 

of HRH performance 

60.  % LGAs 

making available 

consistent flow of 

HRH information 

NHMIS TBD 15% 25% 

  61. CHEW/10,000 

population 

density 

MICS TBD     

  62. Nurse 

density/10,000 

population 

MICS TBD     

  63. Qualified 

registered 

midwives density 

per 10,000 

population and 

per geographic 

area 

NHIS/Facility 

survey 

report/EmOC 

Needs 

Assessment 

TBD     

                                                                                                                                                              

64.      Medical 

doctor density per 

10,000 population 

MICS TBD     

                                                                                                          

65.         Other 

health service 

providers 

density/10,000 

population 

MICS TBD     

  66. HRH database  

mechanism in 

HRH Database TBD     
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place at LGA level 

Output 10: Strengthened 

capacity of training institutions 

to scale up the production of a 

critical mass of quality mid-level 

health workers 

          

PRIORITY AREA 4: FINANCING FOR HEALTH 

NSHDP GOAL 4 : To ensure that adequate and sustainable funds are available and allocated for accessible, 

affordable, efficient and equitable health care provision and consumption at Local, State and Federal 

Levels 

Outcome 8. Health financing strategies implemented at Federal, State and Local levels consistent with the 

National Health Financing Policy 

Outcome 9. The Nigerian people, particularly the most vulnerable socio-economic population groups, are 

protected from  financial catastrophe and impoverishment as a result of using health services 

Output 11: Improved protection 

from financial catastrophe  and 

impoverishment as a result of 

using health services in the State  

67. % of LGAs 

implementing 

state specific 

safety nets    

SSHDP review 

report 

25% 30 40 

  68. Decreased 

proportion of 

informal 

payments within 

the public health 

care system 

within each LGA 

MICS TBD 70% 60% 

  69. % of LGAs 

which allocate 

costed fund to 

fully implement  

essential care 

package  at 

N5,000/capita 

(US$34) 

State and LGA 

Budgets 

2 10 20 

  70. LGAs 

allocating health 

funding increased 

by average of 5% 

every year   

State and LGA 

Budgets 

  15 25 

Output 12: Improved efficiency 

and equity in the allocation and 

use of Health resources at State 

71. LGAs health 

budgets fully 

aligned to support 

State and LGA 

Budgets 

20 40 50 
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and LGA levels state health goals 

and policies 

  72.Out-of pocket 

expenditure as a 

% of total health 

expenditure 

National Health 

Accounts 2003 - 

2005 

50% 40% 40% 

  73.  % of LGA 

budget allocated 

to the health 

sector. 

National Health 

Accounts 2003 - 

2005 

7% 9% 12% 

  74. Proportion of  

LGAs  having 

transparent 

budgeting and 

financial 

management 

systems    

SSHDP review 

report 

0 5% 20% 

  75. % of LGAs 

having 

operational 

supportive 

supervision and 

monitoring 

systems 

SSHDP review 

report 

20 40% 60 

PRIORITY AREA 5: NATIONAL HEALTH INFORMATION SYSTEM 

Outcome 10. National health management information system and sub-systems provides public and 

private sector data to inform health plan development and implementation  

Outcome 11. National health management information system and sub-systems provide public and private 

sector data to inform health plan development and implementation at Federal, State and LGA levels 

Output 13: Improved Health 

Data Collection, Analysis, 

Dissemination, Monitoring and 

Evaluation 

76.  % of LGAs 

making routine 

NHMIS returns to 

states                                                     

NHMIS Report 

January to June 

2008;  March 

2009 

15 20 30 

  77. % of LGAs 

receiving 

feedback on 

NHMIS from 

SMOH 

  5 10 30 

  78. % of  health 

facility staff 

trained to use the 

Training 

Reports  

30 40 50 
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NHMIS 

infrastructure  

  79. % of health 

facilities 

benefitting from 

HMIS supervisory 

visits  from SMOH 

NHMIS Report 25 40 60 

  80.% of HMIS 

operators at the 

LGA level trained 

in analysis of data 

using the 

operational 

manual   

Training 

Reports  

10 25% 40% 

  81.  % of LGA PHC 

Coordinator 

trained in data 

dissemination 

Training 

Reports  

25 40% 60% 

  82. % of LGAs 

publishing annual 

HMIS reports                                                                                                      

HMIS Reports 5 15% 25% 

  83. % of LGA plans 

using the HMIS 

data 

NHMIS Report 5 10% 25% 

PRIORITY AREA 6: COMMUNITY PARTICIPATION AND OWNERSHIP 

Outcome 12. Strengthened community participation in health 

development 

      

Outcome 13. Increased capacity for integrated multi-sectoral health 

promotion 

      



 58 

Output 14: Strengthened 

Community Participation in 

Health Development 

84. Proportion of  

public health 

facilities having 

active committees 

that include 

community 

representatives 

(with meeting 

reports and 

actions 

recommended) 

SSHDP review 

report 

25 40% 55% 

  85. % of wards 

holding quarterly 

health committee 

meetings 

HDC Reports 20 40% 50% 

  86. % HDCs whose 

members have 

had training in 

community 

mobilization 

HDC Reports 5 10% 25% 

  87.  % increase in 

community health 

actions 

HDC Reports   5% 10% 

  88. % of health 

actions jointly 

implemented with 

HDCs and other 

related 

committees 

HDC Reports 5 20% 30% 

  88. % of LGAs 

implementing an 

Integrated Health 

Communication 

Plan 

HPC Reports 0 5% 10% 

PRIORITY AREA 7: PARTNERSHIPS FOR HEALTH 
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Outcome 14. Functional multi 

partner and multi-sectoral 

participatory mechanisms at 

Federal and State levels 

contribute to achievement of 

the goals and objectives of the  

          

Output 15: Improved Health 

Sector Partners'   Collaboration 

and Coordination  

89. Increased 

number of  new 

PPP initiatives per 

year per LGA 

SSHDP Report 0 5% 10% 

  90. % LGAs 

holding annual 

multi-sectoral 

development 

partner meetings 

SSHDP Report 0 5% 10% 

PRIORITY AREA 8: RESEARCH FOR HEALTH 

Outcome 15. Research and evaluation create knowledge base to inform health policy and 

programming. 

  

Output 16: Strengthened  

stewardship role of government  

for research and knowledge 

management systems 

91.  % of LGAs 

partnering with 

researchers                   

Research 

Reports  

0 5% 10% 

  92. % of State 

health budget 

spent on health 

research and 

evaluation 

State budget 0 1% 1.00% 

  93. % of LGAs 

holding quarterly 

knowledge 

sharing on 

research, HMIS 

and best practices 

LGA Annual 

SHDP Reports 

0 2% 5% 
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  94. % of LGAs 

participating in 

state research 

ethics review 

board for 

researches in their 

locations 

LGA Annual 

SHDP Reports 

0 5% 10% 

   95. % of health 

research in LGAs 

available in the 

state health 

research 

depository 

State Health 

Research 

Depository 

0 3% 5% 

Output 17: Health research 

communication strategies 

developed and implemented  

96.  % LGAs aware 

of state health 

research 

communication 

strategy 

Health 

Research 

Communication 

Strategy 

1 10% 25% 
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Table 14 Kaduna State Sector Budget MTSS2011 2013 Submission for all MDAs (Recurrent and Capital) 

  

Kaduna State Health Sector MTSS 2010 -2013 Recurrent Overhead and Capital 
 

Kaduna State Ministry of Health 
Recurrent Overhead Prioritized MTSS 2011to 2013 Submission 

 

Economic Codes Budget Description Cost for 2011 Cost for 2012 Cost for 2013 

36000000211 Local Transport and Travelling 16,867,000.00  16,867,000.00  16,867,000.00  

36000000212 Local Transport and Travelling 
(Training) 

7,519,063.99  8,269,000.00  9,096,405.00  

36000000213 Duty Tour Allowance 28,822,960.00  28,822,960.00  28,822,960.00  

36000000215 International Transport and Travel 
(Training) – Passage 

-  -  -  

36000000216 International Transport & Travel – 
Estacodes  

-  -  -  

36000000221 Electricity Charges -  -  -  

36000000222 Telephone Charges 1,409,567.00  1,530,500.00  1,705,576.00  

36000000224 Satellites Broadcasting Access 
Charges  

1,000,000.00  1,033,600.00  1,137,050.00  

36000000225 Water Rates & Charges -  -  -  

36000000226 Sewerage Charges -  -  -  

36000000231 Office Materials and Supplies 7,892,000.00  7,992,000.00  7,992,000.00  

36000000232 Library, Books and Periodicals  100,000.00  100,000.00  100,000.00  

36000000233 Computer Materials and Supplies -  -  -  

36000000235 Printing of Non Security Documents 6,540,000.00  2,870,000.00  2,870,000.00  

36000000236 Drugs and Medical Supplies 285,955,318.67  277,165,318.67  277,165,318.67  

36000000237 Field Materials and Supplies -  -  -  

36000000238 Uniforms and Other Clothing 1,000,000.00  1,000,000.00  1,000,000.00  

36000000242 News Papers, Magazines and 
Journals 

800,000.00  516,800.00  568,525.00  

36000000251 Maintenance of Motor Vehicles 4,500,000.00  5,168,400.00  5,685,253.00  

36000000252 Maintenance of Office Furniture 7,100,000.00  2,067,300.00  2,274,101.00  

36000000253 Maintenance of Building ( Office ) 35,500,000.00  35,500,000.00  35,500,000.00  

36000000254 Maintenance of Building ( 
Residential ) 

13,800,000.00  13,800,000.00  13,800,000.00  
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36000000255 Maintenance of Other 
Infrastructures 

-  -  -  

36000000256 Maintenance of Office Equipments 3,560,000.00  1,550,500.00  1,705,576.00  

36000000257 Maintenance of Computer & IT 
Equipment 

5,560,000.00  3,560,000.00  1,560,000.00  

36000000258 Maintenance of Plants/ Generators 1,700,000.00  1,550,500.00  1,705,576.00  

36000000272 Local Training (Seminars, 
Conferences & Workshop) 

12,228,672.00  12,799,101.00  12,228,672.00  

36000000274 International Training (Seminars, 
Conferences & Workshops) 

-  -  -  

36000000282 Cleaning and Fumigation Services 3,500,000.00  3,617,880.00  3,979,677.00  

36000000292 Upkeep of Official Quarters/Cleaning 
Services 

1,200,000.00  1,033,600.00  1,137,050.00  

36000000313 Information Technology Consulting 1,200,000.00  1,033,600.00  1,137,050.00  

36000000341 Health Consultancy Services 1,240,000.00  400,000.00  400,000.00  

36000000342 Environmental Health Consultancy -  -  -  

36000000371 Motor Vehicle Fuel Cost 6,000,000.00  6,202,090.00  6,822,304.00  

36000000372 Generator Fuel Cost 1,200,000.00  1,033,600.00  1,137,050.00  

36000000383 Publicity and Advertisements 6,624,000.00  6,624,000.00  6,624,000.00  

36000000384 Welfare Packages -  -  -  

36000000385 Subscription to Professional Bodies  850,700.00  855,000.00  860,000.00  

36000000391 Entertainment & Official Hospitality 6,186,373.33  5,828,680.63  5,828,680.63  

Total  NGN 469,855,655.00  NGN 448,799,430.30  449,717,824.30  

 

  

 

 

SHEHU IDRIS COLLEGE OF HEALTH SCIENCES AND TECHNOLOGY MAKARFI, Kaduna State 
 

Recurrent Overhead Prioritized MTSS 2011to 2013 Submission 
 

Economic Codes Budget Description Cost for 2011 Cost for 2012 Cost for 2013 

36010000211 Local Transport and Travelling 5,206,000.00  5,186,000.00  5,186,000.00  

36010000212 Local Transport and Travelling 
(Training) 

670,700.00  670,700.00  670,700.00  

36010000213 Duty Tour Allowance 21,557,800.00  21,629,800.00  21,629,800.00  
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36010000217 Other Transportation and 
Handling Costs 

9,000.00  9,000.00  9,000.00  

36010000221 Electricity Charges 849,053.40  849,053.40  849,053.40  

36010000227 Postage and Courier Services 20,000.00  20,000.00  20,000.00  

36010000231 Office Materials and Supplies 105,000.00  105,000.00  105,000.00  

36010000232 Library, Books and Periodicals  50,000.00  50,000.00  50,000.00  

36010000233 Computer Materials and Supplies 247,500.00  247,500.00  247,500.00  

36010000234 Printing of Security Documents 10,118,000.00  10,185,000.00  10,185,000.00  

36010000235 Printing of Non Security 
Documents 

5,963,000.00  5,913,000.00  5,913,000.00  

36010000236 Drugs and Medical Supplies 778,750.00  758,750.00  758,750.00  

36010000237 Field Materials and Supplies 845,300.00  845,300.00  845,300.00  

36010000239 Other Utility Charges 2,153,000.00  2,653,000.00  2,653,000.00  

36010000241 Teaching Aids Materials  272,098.00  217,100.00  217,100.00  

36010000242 News Papers, Magazines and 
Journals 

64,000.00  64,000.00  64,000.00  

36010000249 Other Materials and Supplies 60,000.00  60,000.00  60,000.00  

36010000251 Maintenance of Motor Vehicles 2,900,000.00  2,940,000.00  2,940,000.00  

36010000252 Maintenance of Office Furniture 125,000.00  125,000.00  125,000.00  

36010000253 Maintenance of Building ( Office 
) 

6,000,000.00  7,000,000.00  7,000,000.00  

36010000257 Maintenance of Computer & IT 
Equipment 

387,500.00  387,500.00  387,500.00  

36010000269 Other Maintenance Services  122,900.00  122,900.00  122,900.00  

36010000271 Local Training (Regular) 1,530,000.00  1,530,000.00  1,530,000.00  

36010000272 Local Training (Seminars, 
Conferences & Workshop) 

2,238,015.00  2,238,015.00  2,238,015.00  

36010000282 Cleaning and Fumigation Services 200,000.00  200,000.00  200,000.00  

36010000284 Residential Accommodation Rent 100,000.00  100,000.00  100,000.00  

36010000310 Financial & ICT Consulting 
General 

3,360,000.00  3,450,000.00  3,450,000.00  

36010000313 Information Technology 
Consulting 

60,000.00  60,000.00  60,000.00  

36010000341 Health Consultancy Services 60,000.00  60,000.00  60,000.00  

36010000359 Other Professional Services 720,000.00  720,000.00  720,000.00  

36010000371 Motor Vehicle Fuel Cost 1,540,000.00  140,000.00  -  
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36010000372 Generator Fuel Cost 2,000,000.00  2,000,000.00  2,000,000.00  

36010000381 Refreshment and Meals 12,119,990.00  12,119,990.00  12,119,990.00  

36010000382 Honoraria and Sitting Allowances 5,660,000.00  5,660,000.00  5,660,000.00  

36010000383 Publicity and Advertisements 1,077,500.00  1,077,500.00  1,077,500.00  

36010000385 Subscription to Professional 
Bodies  

6,891,043.60  6,941,041.60  6,941,041.60  

36010000386 Sporting Activities 250,000.00  250,000.00  250,000.00  

36010000387 Donations to Institutions & 
Organisations 

20,000.00  20,000.00  20,000.00  

36010000389 Traditional Gifts 425,000.00  425,000.00  425,000.00  

36010000391 Entertainment & Official 
Hospitality 

276,850.00  276,850.00  276,850.00  

 Total NGN97,033,000.00            NGN 97,307,000.00   NGN 97,167,000.00  

 

 

College of Nursing Kafanchan Kaduna State  
Recurrent Overhead Prioritized MTSS 2011to 2013 Submission 

Economic Codes Budget Description Cost for 2011 Cost for 2012 Cost for 2013 

36020000211 Local Transport and Travelling 3,512,000.00  3,512,004.00  3,512,008.00  

36020000212 Local Transport and Travelling 
(Training) 

452,000.00  452,002.00  452,004.00  

36020000213 Duty Tour Allowance 10,436,220.00  10,436,220.00  10,436,220.00  

36020000221 Electricity Charges 1,200,000.00  1,200,000.00  1,200,000.00  

36020000222 Telephone Charges 540,000.00  540,000.00  540,000.00  

36020000223 Internet Access Charges 600,000.00  600,000.00  600,000.00  

36020000227 Postage and Courier Services 700,000.00  700,000.00  700,000.00  

36020000231 Office Materials and Supplies 1,397,900.00  1,397,900.00  1,397,900.00  

36020000232 Library, Books and Periodicals  800,000.00  500,000.00  500,000.00  

36020000233 Computer Materials and Supplies 252,000.00  252,000.00  252,000.00  

36020000235 Printing of Non Security 
Documents 

1,281,000.00  1,281,003.00  1,281,006.00  

36020000236 Drugs and Medical Supplies 996,040.00  724,202.00  724,204.00  

36020000238 Uniforms and Other Clothing 340,000.00  -  -  

36020000241 Teaching Aids Materials  1,588,800.00  1,451,800.00  1,451,800.00  

36020000242 News Papers, Magazines and 
Journals 

288,000.00  240,000.00  240,000.00  



 65 

36020000251 Maintenance of Motor Vehicles 1,050,000.00  1,050,000.00  1,050,000.00  

36020000252 Maintenance of Office Furniture 1,800,000.00  1,800,000.00  1,800,000.00  

36020000253 Maintenance of Building ( Office ) 19,072,640.00  20,272,640.00  20,272,640.00  

36020000254 Maintenance of Building ( 
Residential ) 

3,000,000.00  3,000,000.00  3,000,000.00  

36020000256 Maintenance of Office 
Equipments 

600,000.00  600,000.00  600,000.00  

36020000257 Maintenance of Computer & IT 
Equipment 

100,000.00  100,000.00  100,000.00  

36020000258 Maintenance of Plants/ 
Generators 

720,000.00  720,000.00  720,000.00  

36020000272 Local Training (Seminars, 
Conferences & Workshop) 

632,500.00  440,000.00  440,000.00  

36020000281 Security Services 2,062,500.00  2,062,500.00  2,062,500.00  

36020000282 Cleaning and Fumigation Services 1,600,000.00  1,600,000.00  1,600,000.00  

36020000292 Upkeep of Official 
Quarters/Cleaning Services 

1,600,000.00  1,600,000.00  1,600,000.00  

36020000312 Audit Fees  800,000.00  800,000.00  800,000.00  

36020000321 Legal Services 200,000.00  -  -  

36020000359 Other Professional Services 500,000.00  -  -  

36020000363 Insurance Charges & Premium 4,000,000.00  4,000,000.00  4,000,000.00  

36020000371 Motor Vehicle Fuel Cost 1,152,000.00  1,152,000.00  1,152,000.00  

36020000372 Generator Fuel Cost 1,440,000.00  1,440,000.00  1,440,000.00  

36020000381 Refreshment and Meals 2,674,400.00  2,674,400.00  2,674,400.00  

36020000382 Honoraria and Sitting Allowances 842,000.00  642,000.00  642,000.00  

36020000383 Publicity and Advertisements 2,850,000.00  2,850,000.00  2,850,000.00  

36020000386 Sporting Activities 910,000.00  -  -  

36020000391 Entertainment & Official 
Hospitality 

3,910,000.00  3,910,000.00  3,910,000.00  

Total NGN 75,900,000.00  NGN 70,090,672.00  NGN 70,090,684.00  

 

 

Kaduna State Health Sector 
 

Capital Prioritized MTSS 2011to 2013 Submission 
Economic Codes Budget Description Cost for 2011 Cost for 2012 Cost for 2013 
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2540 Accreditation of school of nursing 
programme at S.I.C.H.S.T Mkrf 

81,786,592.08  17,908,000.00  19,698,800.00  

2124 Purchase / Construction Of 
Hospitals / Health Centres 

2,223,900,641.18  971,916,000.00  1,069,107,200.00  

2035 Purchase Of Medical Equipment 331,871,982.96  21,164,000.00  23,280,400.00  

2065 tuberculosis and leprosy 
programme 

22,960,000.00  3,256,000.00  3,581,600.00  

2637 The completion of 2008 and 2009 
MDG projects 

327,189,498.00  81,400,000.00  89,540,000.00  

2213 Rehabilitation Of Hospitals / 
Health Centres 

716,550,926.81  415,140,000.00  505,005,000.00  

2034 Purchase Of Training Aids / 
Laboratory Equipment 

89,322,317.32  63,492,000.00  69,841,200.00  

2121 Purchase / Construction Of Office 
Buildings 

102,212,997.40  48,840,000.00  53,724,000.00  

2430 The provision of water and 
electricity to hospital 

4,196,044.25  1,628,000.00  1,790,800.00  

2049 HIVAIDS treatment Programme  100,000,000.00  3,256,000.00  3,581,600.00  
Total NGN 3,999,991,000.00  NGN 1,628,000,000.00NGN  NGN 1,839,150,600.00  
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Chapter S ix: Monitoring and Evaluation  

6.1  The Need for Monitoring and Evaluation in MTSS Implementation 

The effective monitoring and evaluation of the implementation of the 2011-2013 MTSS is vital as a 

mechanism for: 

¶ tracking and reporting on the execution of planned activities and progress towards achieving set 

targets; 

¶ identifying challenges, constraints and success factors in MTSS implementation for necessary 

remedy and reinforcements; 

¶ documenting the lessons learned and to build on these in improving MTSS usage and 

institutionalization; 

¶ Communicating  results of  investments in the education sector  as part of accountability to 

stakeholders; 

¶ providing feedback for improving planning, management and effective utilization of resources; 

¶ building capacity in the sector for quality budgeting process and expenditure tracking; and 

¶ Improving overall efficiency and service delivery in the sector by ensuring value for money. 

6.2  Improving Health Sector M&E 

In order to improve Health Sector M&E, the HMIS units at the LGA and State levels will be 

strengthened, including capacity building of staff for timely data collection, analysis and use. The 

data collection tools and indicators will be reviewed and harmonized. Forms will be produced 

centrally at state level and distributed to all public and private health facilities through the LGAs. 

All health facilities would submit complete forms to the LGA M&E Officers who in turn will 

forward LGA report to the State. Quarterly monitoring of field data collection will be undertaken 

by state level staff. The system at the state level will be computerized and feedback will be 

through quarterly bulletin and annual reports. The epidemiology unit at the state will be 

strengthened so also the integrated supportive supervisory unit at the state and LGA level. 

Annual review meetings will be carried out to review performance and tract progress.  

 

6.3  Focus of MTSS M&E 

The monitoring and evaluation of the MTSS will focus on the improvement of the following: 

I. implementation of activities covered in the MTSS; 

II. financial and other resources put in to improve the health system and their utilization; 

III. budgeting process, timeliness and adequacy of funding flow; 

IV. outputs; such as number of consumables (drugs, chemicals) distributed, health workers trained, 

policy manuals disseminated,   

V. outcomes,), Mortality Rates, Provider-client Ratio,  

VI. Collaboration and networking amongst health MDAs, development partners and stakeholders. 
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6.4  Institutional arrangement 

The HMIS units at the LGA and State levels will be responsible for monitoring the MTSS. The 

units will be for timely data collection, analysis and use. The data collection tools and indicators 

will be reviewed and harmonized. Forms will be produced centrally at state level and distributed 

to all public and private health facilities through the LGAs. All health facilities would summit 

complete forms to the LGA M&E Officers who in turn will forward LGA report to the State. 

Quarterly monitoring of field data collection will be undertaken by state level staff. The system 

at the state level will be computerized and feedback will be through quarterly bulletin and 

annual reports. The epidemiology unit at the state will be strengthened so also the integrated 

supportive supervisory unit at the state and LGA level. Annual review meetings will be carried 

out to review performance and tract progress. 

  

 

6.5  Annual Sector Performance Review (APR) 

As part of the 2011 2013 MTSS process, the Annual performance review was conducted to cover 

the period from 2006 to 2009. This report benchmarked the performance of the Health Sector 

towards achieving the Health KPIs; the efficiency of funds utilization and human Resource 

capacity for service delivery. The APR also informed the basis for the development of the 2011 

2013 MTSS. The output of the Annual performance review report will be disseminated to all 

stakeholders for information and follow-up.    
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Chapter  Seven :   Next steps  

7.1  Summary of Immediate Next Steps: 

The development of 2011 to 2013 MTSS marks the Health sector’s first attempt at articulating a 

multiyear budget that derived from the State’s strategic health development plan 2010 to 2015 and 

reflects the priority of all stakeholders in the state. It is therefore pertinent that the SMoH should 

immediately undertake the under-listed actions if the MTSS is to be effectively implemented: 

¶ articulate an operational plan that would outline the various activities and their timelines. The 

operational plan will equal serve to quantify the amount and timing of resources required for 

the effective implementation of the MTSS particularly for the 2011 being the first year of the 

three budget cycle. It is suggested that the already established Sector Planning Team be 

engaged in this operational planning process. 

¶ do a public presentation of the health MTSS 2011 – 2013 to all stakeholders in the sector to 

enable them buy into it and commence implementation; 

¶ SMoH and the Health Training Institutions insist that activities outside the MTSS are not 

approved for implementation 

¶ as a matter of urgency convene health partners forum to share the MTSS with them for their 

alignment 

¶ Conduct quarterly implementation review meetings for all stakeholder involved in the 

implementation and involve CSOs and KHF in monitoring of implementation 

 

7.2  Recommendations for Next MTSS Cycles 

Since MTSS is an annual event that is tied to a calendar, it is recommended that the following actions be 

taken: 

¶ Planning officers of the sector and members of the sector planning team should be re-trained on 

strategies for identifying priority needs of the beneficiary, excel for costing etc as the 

prerequisite to engaging the next planning cycle.   

¶ Training should be organized for civil society on how to engage the MTSS process more 

effectively  

¶ The processes for the development of the MTSS should always start early enough to ensure 

adherence to budget calendar; 

¶ Engage with the MoEP to create separate economic codes for critical activities like the MTSS and 

Corporate Planning to ensure it sustainability 

¶ Provision of adequate and robust technical support to the sector in the area of resources 

quantification and development of monitoring and evaluation plans for the MTSS.  

¶ Collect information on health partners’ resources prior to the MTSS  

¶ Conclude annual sector performance review in good time to enable it inform subsequent MTSS 

 

 

 


