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PREFACE
In Kaduna State, several efforts to improve the nutritional status of the citizens have been carried out at
different times. However, these efforts are yet to yield the desired substantive and sustainable changes that
will lead to improved nutritional status of the most vulnerable groups in the state. Some of the challenges
experienced in implementing nutrition programs include: weak implementation of existing policies to
create an enabling environment for promotion of appropriate maternal, infant and young child nutrition
promotion, low investment of domestic funds to support implementation of nutrition related policies,
strategies and plans, endemic poverty, low access to food hence insecurity among the households, and low
awareness among women, adolescent girls, caregivers and community members on the importance of
nutrition to child development and survival.
Malnutrition has a negative impact on cognitive development, school performance and productivity.
Stunting and iodine and iron deficiencies, combined with inadequate cognitive stimulation, are leading
risk factors contributing to the failure of many children to attain their full development potential. Optimal
maternal, infant and young child feeding (MIYCN) contributes to improved nutrition and child survival in
young children, and good nutrition is therefore a foundation for sustainable development of any society.
The Kaduna State Government through the State Primary Health Care development Agency had
demonstrated its commitments and determination to improve nutrition status of its population through
various ongoing nutrition programmes initiated by the present government of the state or actively
collaborated with some local and international organizations for the betterment of its citizens particularly
the vulnerable groups.
To ensure sustainability and setting a clear focus for desired change on nutrition indices of the state, the
state government was able to develop and approve nutrition related policies, strategies and plans with a
view to promote institutional deliveries by relevant government institutions towards effective delivery of
nutrition services across the state. The recently approved national MIYCN strategic plan, which was used
in the development of this strategy, had clearly pointed out the importance of institutionalization of
MIYCN intervention both at the State, LGAs, facility and community levels. This can significantly
improve maternal, infant and young child nutrition status, which need increased attention and
commitment if sustainable achievements in child survival, growth and development are to be attained.
Successful MIYCN interventions rely on social and behaviour change implemented at scale. This can
only be reached through political commitment, adequate resource allocation, capacity development and
effective communication. Current investments in nutrition in general and MIYCN in particular, are
inadequate given the magnitude of the problem and the potential impact.
In view of the foregoing, let me express the state government's continued commitment and determination
towards providing an enabling environment for the implementation of programs, policies and strategies
including this MIYCN roll out plan so as to ensure that women, adolescents and young children are
provided the necessary nutrition support for the economic development of the state.

Dr. Paul Manya Dogo,
Commissioner,
Ministry of Health and Human Services
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FOREWORD
The recent outcome of the 2018 National Nutrition and Health Survey (NNHS) indicates that some level
of progress has been made towards improving Kaduna state health and nutrition indices. This is aimed at
reducing child mortality and improving maternal health in order to achieve sustainable food and nutrition
security. Although, the state is still at alarming levels in terms of prevalence of stunting and wasting
among children less than five years, eleven states of the country recorded increased rates of underweight,
Kaduna inclusive. The state is among four others that recorded a decrease in the prevalence of
underweight from 57.6% (NDHS 2013) to 16.8% (NNHS 2018). Despite that the stunting rate is critical in
the North West geo-political zone with above 40% of children under-5 being moderately stunted (national
average 32.0%), Kaduna State has the least rate of stunted children compared to the seven states of the
north west zone, namely, Katsina (58%), Zamfara (55.6%), Jigawa (54.1%), Sokoto (53.8%), Kebbi
(51.8%), Kano (46.0%) and Kaduna (42.9%).
Adequate provision of nutrients, beginning in early stages of life, is crucial to having good physical and
mental development and long-term health. Maternal, Infant and Young Child Nutrition (MIYCN) is
therefore imperative for child health and survival. Similarly, maternal nutrition is critical to both mother
and child. It lays the fundamental foundation for the successful outcome of pregnancy and lactation.
Interventions to improve mothers' nutritional status should start long before pregnancy. The critical
window of opportunity for improving child nutrition is from pregnancy through the first 24 months of life.
Nigeria and Kaduna state in particular have experienced prevalence of malnutrition for this age group.
The nutrition and health status of mothers are strongly linked to the health and immune status of their
children. Optimal infant and young child feeding is particularly crucial from birth to two years of age in
order to ensure and support healthy growth and cognitive development. Sound MIYCN initiatives support
and complement the implementation of the State health and nutrition related policies, strategies and plans
in view of its multi-sectoral intervention approach.
It is imperative to note that the State MIYCN Strategic Plan had reflected the national targets for
identifying priority areas in maternal, infant and young child nutrition. In this regards, the Ministry of
Health and Human Services in collaboration with the State Primary Health Care development Agency are
committed to monitoring the progress of achieving targets in creating an enabling environment, advocacy
for sustained and adequate domestic funding, reaching adequate coverage of high-impact interventions,
and monitoring impacts and linking these to domestic funding disbursements. This State Strategic Plan
for MIYCN 2019-2023 provides a framework for the state approach, to promote, protect, support and
monitor optimal MIYCN at all levels. It is important that the society as a whole encourage and empower
all mothers to exclusively breastfeed up to six months and continue up to two years. Complementary
feeding from the age of six months should be optimised to ensure healthy growth of children to adulthood.
We are deeply and indeed grateful to all stakeholders who have contributed in one way or the other, or are
otherwise involved, in the development of this State Strategic Plan on MIYCN. May the Almighty God
continue to guide us towards eradicating malnutrition among women and children in the state.

Dr. Hadiza Sabuwa Balarabe,
Executive Secretary,
Kaduna State Primary Health Care Development Agency (KSPHCDA)
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A. BACKGROUND CONTEXT
1. Introduction
Malnutrition continues to pose serious and deleterious challenge to the productivity, cognitive ability,
general well-being and health of the people, particularly children under-five years of age, women of
reproductive age and adolescent girls. These effects are not always obvious to the individuals,
communities and institutions themselves, to the extent that they do not appropriate enough time and
resources to address the insidious onset and ravaging effects of the conditions. Furthermore, determinants
of nutrition are multi-sectoral and improving nutritional status is often viewed as “everyone's problem but
no one's responsibility” (IDS 2008; Lapping et al. 2012), a situation that often lead to the dangerous
relegation of malnutrition as a non-priority in some parts of the world.
A study has shown that poor nutrition reduces economic advancement of nations by at least 8% due to
direct productivity losses and losses due to poorer cognition and reduced schooling (Horton and Steckel,
2013). This therefore means that, affected countries are more likely not to be able to break out of poverty
and sustain economic advances without ensuring that their populations are adequately nourished on a
sustainable basis. The unacceptable state of child nutrition in Nigeria is an indication of inadequate
dietary intake, inadequate care of women and children as well as inadequate access to health care and
living in an unhealthy environment.
Kaduna state has, in recent times, continued to be a pacesetter in the adoption and/or adaptation of a
number of National nutrition policy and strategy documents across multi-sectoral lines. These policies
and strategies seek to address nutrition-focused or related issues and challenges in accordance with extant
and laid down mandates. The list per sector includes:
Health: National Health Policy and Guidelines; National Policy on Food Safety and its Implementation
Strategy, National Policy on Adolescent Health and Development in Nigeria, National Food and
Nutrition Policy; National Policy on Infant and Young Child Feeding (IYCF);
National Social and Behaviour Change Communication Strategy (NSBCC) for Infant and Young Child
Feeding in Nigeria (2016-2020), National Policy on Non-Communicable Diseases; National Policy on
IYCF in Nigeria; Guidelines on Nutritional Care and Support for People Living with HIV in Nigeria;
Guidelines on IYCF in Nigeria; Guidelines for the treatment of Severe Acute Malnutrition (CMAM), in
outpatient and inpatient; WHO Guiding Principles for Complementary Feeding of the Breastfed Child;
WHO Operational Guidance on Infant Feeding in Emergencies; WHO Baby-Friendly Hospital Initiative:
Revised, updated and expanded for integrated care.
Agriculture: The National Agricultural Policy; Agricultural Transformation Agenda;
Education: National Policy on Education; National Policy on School Health; Early Child Care and
Development Policy;
Science and technology: Science, Technology, and Innovation Policy;
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Social development: Women Affairs and Social Development: National Population Policy; National
Policy on HIV/AIDS and OVCs; National Policy o/n Gender Mainstreaming;
Security: National Policy on Security;
Despite the existence of these policies, strategies and programmes in the state, the multi-sectoral and
multi-disciplinary nature of nutrition makes the coordination of food and nutrition activities a challenge,
much as obtains at the national level.

2.

The Nutrition Situation in Kaduna State

Malnutrition and nutrition related diseases constitute issues of public health importance in Kaduna State,
especially in the face of high under-five mortality rate placed at 169 per 1000 live births (NDHS 2013).
Malnutrition is the underlying cause of 50% of these deaths, (UNICEF. (2011). At a glance: Nigeria). In
addition to a lack of basic protein and energy, the immediate causes of under nutrition are a lack or
deficiency of micronutrients (Vitamin A, Iron and Zinc). For instance, the current coverage of
the
following micronutrients in Kaduna State are: vitamin A 37.6% (NNHS 2018), 43.7% (NDHS 2013), iron
23.3%, (NNHS 2018), 4% (NDHS 2013) and zinc 38.5% (NNHS 2018).
Although under-nutrition is a problem throughout the country, Kaduna State has a significant proportion
of the problem. The proportion of under-nutrition in the State is 11.7% (MICS 2017), which is affected
by poor access to food, limited health and education resources, and poor access to potable water, sanitary
and refuse disposal facilities. In addition to high rates of under nutrition, Kaduna State is witnessing an
alarming rise in the incidence of Diet-Related Non Communicable Diseases (DR-NCD). The 2013 NDHS
reported that 16.3% of women were overweight or obese, with the frequency increasing with age,
education, and wealth. Globalization, urbanization, lifestyle transition, socio-cultural factors, and poor
maternal, foetal and infant nutrition are all major causes of the increase in DR-NCD.
Underlying these problems of malnutrition are number of issues such as poor maternal nutrition, suboptimal infant and young child feeding (IYCF) practices, inadequate health services, and limited access to
nutritious foods. According to the 2013 NDHS, breastfeeding is a common practice in Kaduna state, The
WHO recommended that infants should not be given water, juices, other milks, or complementary foods
until six months of age, yet 48% of Kaduna State infants less than six months of age receive
complementary foods (MICS 2016/2017). Furthermore, understanding the multi-sectoral nature of
nutrition and ways of supporting nutrition is still lacking, particularly in non-health sectors in the state. In
addition, the government health system is challenged by high staff turnover and vacancies, irregular or
minimal remuneration, overburdened staff with a wide range of responsibilities, and limited hours of
operation among many health facilities.
Unfortunately, the macroeconomic situation deteriorated over the implementation of the food and
nutrition policy in Kaduna State and indeed throughout Nigeria. There was significant inflation and a
decline in the value of the naira, as well as fuel shortages and accompanying spikes in fuel prices—all of
which resulted in higher prices of foods and major staples. Compounding matters, government revenue
has dwindled, thus restricting cash in circulation and weakening the purchasing power of households.
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Moreover, during the period of implementation of CIYCF, some wards in the intervention site
experienced insecurity and unrest which, over time, may contribute to food insecurity, reducing
production and accessibility (availability and affordability) of food, particularly diverse, nutrient-rich
foods.
Community leaders, who play an important role in behavior change, shifting social norms and providing
social support, were involved in C-IYCF activities. Although they know and appreciated the importance
of several priority MIYCN practices, 20 percent of these community leaders still did not fully understand
their role and responsibilities as relates to the C-IYCF Counselling Package, nor the importance of a
number of key practices. For example, it appears that they were not fully convinced of the importance of
continued breastfeeding for at least two years or the negative consequences of waiting until a child is 1
year old before feeding him or her animal source foods. These findings are of critical concern given the
influence these leaders have in their communities. Additional formative research would help to better
understand social norms and cultural beliefs, inform strategies to more actively engage community
leaders in the promotion of MIYCF, and position community leaders as MIYCF advocates.
The availability of nutrition partners and donor interest with focus on uplifting the status of the vulnerable
groups; the willingness of the wives of the LGA chairmen and media outfit to promote nutrition activities
are key to achieving adequate nourishment for the young child in the State. In addition, the recent strong
political commitment shown by the State government can be leveraged on. The existing structures
(Academic institutions, community structures, KADENAP, etc.) can also be strengthened and
encouraged to programme and contribute to the implementation of nutrition packages that will improve
the situation. The need to address the existing gaps in child health and nutritional status in the state is key
to achieving the needed human capital development required to move the state to an enviable position
among the league of States in Nigeria.

3. Nutrition in Emergencies
Nutrition response to emergency situations has been limited in Nigeria. In Kaduna, the State has
witnessed quite a number of factors such as farmer-herdsmen clashes, cattle rustling, kidnappings, floods,
armed banditry, drop-out from school and high increase in food prices - which cause hunger and
malnutrition. As a result, basic services become over-stretched hence the need for nutrition contingency
plan. Women and children make up the largest percentage of vulnerable population and would therefore
need urgent intervention. Thus, nutrition considerations must be incorporated into emergency
preparedness as well as the emergency response and management systems in the state such as the Kaduna
State Emergency Nutrition Action Plan (KADENAP) and establishment of CMAM and C-IYCF sites
across different parts of the State.

4. Nutrition and the SDGs
Nutrition is clearly outlined along other nutrition related goals in the recent global Sustainable
Development Goals (SDGs). There was little improvement in the health and nutrition status of children
under five in the last decade under the MDGs in Kaduna State. It is the realisation of the need to fast track
the attainment of the Sustainable Development Goals (SDGs) that prompted the Kaduna State
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Government to be the first to officially begin the implementation of the SDGs. This pronouncement was
made during the visit of the United Nations Secretary General, Ban Ki Moon to Nigeria in 2015.

5.

Infant and Young Child Feeding Practices in Kaduna State

Appropriate IYCF practices, based on guidelines set by WHO, comprise early initiation of breast feeding,
exclusive breastfeeding, continued breastfeeding for 2 years and beyond, timely introduction of solid or
semi-solid foods to a child from 6 months of age and increasing the amount and variety of foods and
frequency of feeding as the child gets older while maintaining frequent breastfeeding (WHO, 2008).
Although breastfeeding is recommended for infants up to two years of age, some infants have stopped
breastfeeding before reaching age 2 because, for example, their mother is HIV positive or has died;
guidelines on feeding this group of children have also been developed by WHO in 2005 and revised in
2010 and 2016; Nigeria adopted the revised guidelines in 2010 (NDHS 2013).
It is generally known that exclusive breastfeeding and subsequent appropriate complementation play
important role in ensuring effective growth and development of the child as well as ensuring effective
cognitive development. There have been challenges to achieving this noble objective for the majority of
children in the State over time. This is due to several factors that include lack of adequate budgetary
allocation and delay in the release/cash backing for nutrition activities, inadequate personnel especially at
community level to carry out nutrition activities among others. However, there are great opportunities to
tap from to improve the situation.
In Kaduna State, malnutrition appears to be on the increase with almost half of children under five years
of age stunted (47%) and about a third being underweight (34%) (MICS 2016/2017). Recent state-level
surveys further indicated that the LGAs most affected in the state are located in the northern part, which
share borders with neighbouring Sahelian states and worsened by increased incidence of insecurity.
(Kaduna State Bureau of Statistics (KBS) 2016 Household survey). The survey further showed that 6% of
households reportedly find it difficult to satisfy their food needs while 35.6% said they have no problem
feeding. About 33.8%t sometimes had problem feeding while 8.5% in urban areas always had problem
satisfying need for food more than those in the rural areas (5.8%). A substantial 45.8% of households with
size 1-2 never had problem satisfying their food needs while 6.8% of households with more than 6
members complain of always having problems satisfying their food need.
In Kaduna State, only 16.9% of children aged 0-59 months receive the minimum acceptable diet, among
the lowest in Nigeria. Exclusive breastfeeding rate is 19.7% while 60.8% of children 6-59 months old
received high impact Vitamin A supplement (NNHS 2014). Multiple Indicator Cluster Survey (MICS
2016/2017) data indicated that 176, 754 (11.9%) children 0-59 months have moderate acute malnutrition
(MAM) while 69, 165 (4.5%) have severe acute malnutrition (SAM) (NDHS 2013). As at 2017, 47% of
children under-five years in the state are stunted, which is higher than the 2013 NDHS value of 38.6% and
an indication of persistent chronic malnutrition. About 28.9% of new-borns in Kaduna receive breast milk
within one hour of birth (MICS 2016/2017) whilst the exclusive breastfeeding rate is slightly increased to
19.7% in 2017 (MICS 2016/2017) from the 2013 value of 8.4% (NDHS, 2013). See details in annex 1
below.
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Breastfeeding practices and introduction of complementary foods are important determinants of the
nutritional status of children, particularly those under two years of age. Poor infant and young child
feeding (IYCF) practices are significant causes of high level of chronic malnutrition in Kaduna State
much like in other parts of Nigeria. According to the 2016/2017 MICS survey, early initiation of
Breastfeeding (EIB) within an hour in Kaduna state is 28.9%, lower than the 2013 NDHS value of 35.6%
while only 19.7% of infants less than 6 months of age are exclusively breastfed (EBF), which shows little
or no improvement from the 2011/2013 values. From 6 months, breast milk should be complemented by
other solid or mushy food to provide adequate nutrition to the child. The minimum acceptable diet, which
is the sum of minimum meal frequency and minimum dietary diversity for the children aged 6 to 23
months put at 16.9% has also had no significant improvement because only 54.2% were fed optimally in
line with the IYCF recommendations in Kaduna State.
A total of 43.5% children 12-59 months were fed the minimum number of times (MICS 2017) while
47.2% had consumed iron-rich food (NDHS 2013). Only 24.4 % of children 6 to 11 months received
enough nutritious foods and 56.6% had consumed vitamin A rich foods (NDHS 2013). This period of
poor child feeding coincides with significant increases in rates of stunting. The practice of providing prelacteal feed during the first three days of an infant's life in Kaduna State, which was 63.2% in 2013 (NDHS
2013) and decreased to 51.2% by 2017 (MICS 2016/2017), is greatly discouraged because of its attendant
consequences posed by increased risk of exposure to infections. This practice tends to limit the frequency
of suckling by the infant hence compounding the risk.
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B.

1.

THE MATERNAL, INFANT AND YOUNG CHILD
NUTRITION STRATEGY
Overview of the MIYCN strategy
2

In 2010, the National Policy on IYCF1 set out detailed guidelines for implementing MIYCN. There is also,
the National Regulation on the marketing of Breast Milk Substitutes (BMS) since 2005. In 2014, the
Health Sector National Strategic Plan of Action for Nutrition3 (NSPAN) was approved, which sets out
strategic priorities for the health sector to ensure achievement of National Nutrition goals. In 2016, the
National Policy on Food and Nutrition was approved by government. This was adapted by Kaduna State as
indeed most states in the country. With respect to Maternal Nutrition and IYCF as prioritized in NSPAN,
there were targets for increasing exclusive breastfeeding in the first six months to 50% by 2018.
Interventions would be delivered through health facilities, community platforms and focused campaigns.
A life-cycle framework is implicit in this approach: maternal nutrition is addressed through iron/folate
supplementation, promotion of women's nutritional status and the accompanying target to reduce low birth
weight by 15% by 2018. The overall approach is hinged on prevention. At the community level, trained
health workers4 will sensitize families and local leadership on the importance of MIYCN, organize support
groups and generate demand for health and nutrition services. The National plan makes provision for
screening for malnutrition including basic growth monitoring and promotion.
The Kaduna State Social and Behaviour Change Communication Strategy (KSSBCC) for Infant and
Young Child Feeding in Nigeria (2016-2020), which is a domestication of the national one in 2016, focuses
on promoting IYCF and maternal practices in order to contribute to the improvement of nutritional status,
growth, development, health and survival of infants and young children and their mothers through optimal
breastfeeding and complementary feeding as well as other related maternal interventions. The strategy
builds on a comprehensive Barrier Analysis and Rapid Socio-Cultural Assessment conducted by the
DFID-funded programme 'Working to Improve Nutrition in Northern Nigeria (WINNN)'. The strategy
thus outlines outreach activities such as the MNCH5 week and Breastfeeding week. To date there has been
no assessment of MIYCN programming across Nigeria, including Kaduna State, with coverage of key
interventions remaining largely unknown6. SPRING has supported the state in Nine LGAs on CIYCF
(Chikun, Kaura, Ikara, Kaduna South, Zangon Kataf, Kaduna North, Jema'a & Jaba). Similarly, UNICEF
has also supported the State in Eleven LGAs (Giwa, Kudan, Kagarko, Kajuru, Soba, Jema'a, Lere, Makarfi,
Zaria, Igabi and Kachia).

2.

Challenges of MIYCN implementation in Kaduna State

The SPRING/UNICEF C-IYCF evaluation conducted in 2016 revealed that human and financial
resources were some of the primary challenges to C-IYCF program implementation. Staffing shortages, a
1

FMOH Department of Family Health (2010). National Policy on Infant and Young Child Feeding.
FMOH Department of Family Health (November 2010) Guidelines on Infant and Young Child Feeding in Nigeria.
3
Government of Nigeria (2014) Heath Sector Component of the National Food and Nutrition Policy. National Plan of Action for Nutrition (2014-2019)
4
These are termed differently in different zones but include all of the following: health or home extension workers, community mobilizers,
community volunteers.
5
National Social and Behavioural Change Communication (SBCC) Strategy for Infant and Young Child Feeding (IYCF) in Nigeria 2016-2020, FMOH
6
The National Plan of Action (p 27) states coverage of BCC programming for optimal breastfeeding to be 'negligible'.
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heavy workload, and budgetary constraints were specifically document from the assessment exercise.
Findings from the evaluation also revealed that although the estimated cost of implementing the C-IYCF
Counselling Package seems relatively low, there were at least two sets of challenges that continued to
hinder continued implementation of the C-IYCF Counselling Package in the intervention sites. The first
challenge is the competition with other health and nutrition-related programs for political will and
funding while the second relates to health workers who play an important role in implementing the CIYCF Counselling Package. The latter were chronically over-worked, underpaid, and under-trained, thus
putting a huge strain on the effective delivery of C-IYCF.
Another key challenge to promoting optimal breastfeeding identified was the infant formula industry's
marketing practices, which are non-compliant with the International Code of Marketing of Breast-milk
Substitutes, especially in remote towns and villages. It is not just the community that is vulnerable to the
advertising messages, but also health care workers in remote regions. These marketing practices have
persisted even though Nigeria has officially adopted the Code7. Poor attitude of health workers and
inadequate knowledge of health workers are also factors hindering this program. Other threats are security
challenges in some parts of the state, lack of continuity by succeeding governments and sustainability of
external funding from partners.

3.

Rationale – Why a Kaduna state MIYCN Strategy?

Nigeria, like many low-income countries have been implementing effective and affordable nutrition
interventions. However, large-scale implementation has been uneven except in the Micronutrient
Deficiencies control and Management of SAM. Low priority, incomplete knowledge of economic and
8
cultural barriers as well as incorrect assumptions about determinants of optimal feeding practices are
some of the gaps hindering the implementation of the high impact and cost-effective proven programmes
that support exclusive breastfeeding, appropriate complementary feeding and related maternal
interventions. Recent awareness created by the public commitment of Nigeria into the Scaling-Up
Nutrition (SUN) movement as well as evidence from the Abuja 2016 National Conference on
Complementary Feeding is a justification from the gaps identified from all the geo-political Zones that
there are possibilities for accelerated actions in MIYCN to address the first 1,000 days 'window of
opportunity' from pregnancy to two years of life.
This Strategy, much like its national counterpart, intends to re-invigorate MIYCN efforts in Kaduna State
and to build on lessons learnt from effective MIYCN partnerships that are currently in place in the state.
The Strategic priorities identified are based on the five specific premises, which was provided by the
FMOH to give overall direction for MIYCN in Nigeria. They include the following:
ü
Get serious about prevention of child malnutrition in all its forms and expand evidence-based
programs, while also working to address structural determinants that put women and children at
risk of malnutrition. A clear focus on the first '1000 days of window of opportunity” from
conception to 2 years of life is needed. MIYCN services will be integrated into routine health
services, while expanding access to nutritious foods, improving water and sanitation, and keeping
girls in school on other sectoral mandate.
7

The Community Infant and Young Child Feeding Counselling Package in Kaduna State, Nigeria: A Mixed Methods Evaluation. Final Report.
SPRING/UNICEF 2018.
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ü
Urgently fully fund and scale up MIYCN efforts: Significant increases in government funding to
MIYCN will be needed. At present, the FMOH's 5-year financing requirement for nutrition is
$475.89M (minimum coverage scenario), plus an estimated $49M annually to maintain existing
coverage levels9. How much of this requirement has found its way into budget lines at State level is
not known. Nigeria has the financial capacity to fund its MIYCN response, while external funding
can be directed towards enriching the evidence base and testing new and novel approaches to
program delivery. Agreements between government and development partners will be helpful in
transiting from externally-funded to nationally-funded programs in States and LGAs. Where
International Organizations are currently playing a role in delivering MIYCN. Efficiency gains
can be realized through a careful examination of approaches that have so far failed to yield results
and can be discontinued or scaled back. In the long term, there will also be significant savings from
scaling back large-scale CMAM programs10 currently implemented.
ü
Establish robust accountability and transparency in Data management; this will rely on the
creation of new processes and mechanisms to generate and analyse data and to link data with
policies and program. The establishment of robust accountability mechanisms at National, State
and LGA levels requires a system for transparent data management and feedback into policy
formulation, programme design adjustments. Investment in data management (routine monitoring
and surveys) using established MIYCN indicators is an imperative11. MIYCN indicators are part of
Nigeria's Health Management Information System and there is need for timely systematic review
of these data in Kaduna State. Quality data management including feedback into decision-making
during policy formulation, programming and emergency response must be standard practice. This
can be assisted and accelerated by the use of smart technology, tablets and other hand-held devices
for data capturing and reporting at all levels.
ü
Invest in formative research and innovation in selected aspects of the MIYCN response, sociobehavioural and implementation research. Formative research must remain a fundamental
component of MIYCN programming in Kaduna State. The research priority agenda should likely
to include: studies on barriers to behaviour change in different locations and across seasons,
socio-behavioural research to understand the drivers and structural determinants of poor MIYCN,
implementation research on how to mobilize communities to access MIYCN services, best
strategy to deliver MIYCN services to families with several health conditions like malnutrition
and HIV, malnutrition and TB etc.at the same time to ensure synergy. This calls for the MDAs'
utilization of the expertise of the Academic Institutions, experienced NGOs, and the corporate
private sector.
ü
Promote inclusive, transparent nutrition governance and strengthen the multi-stakeholder
platform in Kaduna States using the existing structure of State Committee for Food and Nutrition
(SCFN) to address the determinants of malnutrition. New alliances across food- and nutritionrelated sectors and more effective models for collaboration will be needed between MIYCN
programs and other constituencies that pursue common goal. Mobilizing actions on the structural
9
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10
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determinants of especially poor complementary feeding practices will require targeted advocacy,
political will and commitment in governance. This Strategy advocates for a greater focus on
MIYCN at the State level to bring political urgency and technical capacity to enable structural
determinants of poor MIYCN to be addressed. Addressing the barriers and determinants to
optimal MIYCN, the main thrust of this Strategy being prevention rather than treatment of
malnutrition, it is important that all platforms understand the economic and other impacts of
malnutrition on societies and communities of Kaduna State.

4.

Kaduna state policy context and provisions for optimal Maternal,
Infant and Young Child Nutrition
12

The Kaduna State's Policy on Infant and Young Child Feeding , which was an adaptation of the National
one, provides far reaching recommendations on optimal feeding for maternal, infant and young children.
These include:
Early initiation and exclusive breastfeeding from birth to six months of age: Mothers are encouraged and
assisted to put their newborn infants to the breast within half-an-hour of delivery. Exclusive breastfeeding
for the first six months of life shall be protected, promoted and supported. In all population groups,
breastfeeding shall be protected, promoted and supported unless medically contraindicated on a case-bycase basis and this should be in line with the provisions of the National Regulations on the Code of
Marketing of Breast milk Substitutes.
Complementary feeding from six months of age: Exclusive breastfeeding for the first six months of life
shall be followed by the introduction of complementary foods that are safe, appropriate, locally available
and nutritionally adequate and fed in a responsive or child-led way. Breastfeeding is promoted to continue
up to two years and beyond. The timing of introduction of complementary foods shall be from six months
of life, except otherwise medically indicated.
Breastfeeding in the context of HIV: Mothers who are HIV negative are advised to breastfeed exclusively
for six months, followed by complementary feeding with safe, appropriate, locally-available and
nutritionally-adequate foods while continuing breastfeeding for up to 2 years and beyond. Mothers who
do not know their HIV status are advised to access HIV Counselling Services (HCS) and adopt the feeding
advice for mothers who are HIV negative. Mothers who are HIV+ and receiving ART are advised to
exclusively breastfeed their infants for the first six months, introduce complementary feeding at six
months and continue breastfeeding for at least 12 months and may continue to breastfeed up to 24 months
as in the general population13.
All public and private places of employment shall be actively encouraged to provide crèches and establish
flexible breastfeeding periods during the working hours.
Nutritional Care and Support for Breastfeeding Mothers entails the care and support for the Reproductive
age women prior conception, during and after conception: Therefore, to build their nutritional status
before pregnancy and continue to feed adequately before and after delivery, women of childbearing age
shall be encouraged to have adequate food and nutrients. Nutrition counselling shall be provided to
12
13
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breastfeeding mothers to ensure that their nutritional status is met. A breastfeeding mother, postpartum
should be encouraged to receive adequate nutrition, which is best achieved through consumption of
diet from the various food groups, and maintain healthy eating during lactation. The support of
Community groups shall be promoted and strengthened through the enabling environment from the
Government and partners.

5. Goal, objectives and targets of the Kaduna State MIYCN Strategy
a. Goal
The overall goal of Kaduna State's Strategy on Maternal Infant and Young Child Nutrition is to 'ensure
optimal nutrition of adolescent girls, pregnant and lactating women and children aged zero to five years of
life' as well as to 'contribute to the prevention and control (including rehabilitation) of malnutrition among
vulnerable groups'. Most malnourished children are often at the age of six to 24 months and greater focus
will be given to this age group given the need to stimulate recovery from complications of severe
malnutrition.
b. Strategic objectives
To achieve the goals stated above, the following strategic objectives have been formulated:
1. To promote the delivery of appropriate and effective interventions that will ensure adequate MIYCN
2. To improve capacity for the delivery of effective and appropriate MIYCN interventions
3. To contribute to the prevention and control of malnutrition (including rehabilitation) among the
MIYC & Adolescents
4. To contribute to the prevention and control of Diet-Related Non-Communicable diseases and
Micronutrients deficiency
5. To promote and facilitate community participation for MIYCN interventions
6. To promote and strengthen coordination and collaboration of MIYCN interventions across sectors
7. To promote and strengthen research, monitoring and evaluation
8.
To promote awareness on the dangers associated with the use of BMS
c.
1.
2.
3.
4.

5.
6.
7.
8.

Targets
By 2021, 70% of Adolescent girls, pregnant & lactating women have access to key Maternal
Nutrition interventions in Kaduna State
By 2021, 50% of 1 functional PHC per Ward (PHCUOR) are Baby Friendly Compliant and certified
By 2021, 50% of children 6-23 months receive minimum acceptable diet
By 2021, 80% of mothers, infants and young children have access to MIYCN package through
integrated Nutrition-specific interventions (MNP, Deworming, CMAM, Iron-folate, nutrient-dense
rations & key MIYCN messages)
By 2021, 50% of caregivers have access to Nutrition-Sensitive interventions (HH income
generation, WASH, nutrition education programs etc.) in support of MIYCN efforts.
By 2021, 45% of all LGAs, Health facilities & Communities in Kaduna State are implementing
MIYCN interventions
By 2021, 50% Mothers of infants <6months practise exclusive breastfeeding in Emergency situations
By 2021, 50% of 6-23months Children in Emergency situations have access to adequate
complementary feeding
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C.

STRATEGIC PRIORITIES

Kaduna state adopted the key priorities specified in the National MIYCF strategy. It describes mutually
supportive and synergistic priorities for improving feeding practices of mothers, infants and young
children in the state. It therefore aligns with the harmonized national approach to MIYCN model
provided for Nigeria. The four components to this model thus include:
i.
ii.
iii.
iv.

Creating an enabling environment,
Advocacy for sustained and adequate domestic funding,
Reaching adequate coverage of high-impact interventions, and
Monitoring impacts and linking these to domestic funding disbursements.

Each component of the model prescribed is essential to success in addressing MIYCN outcomes in the
State and LGAs, while contributing to results at the National level. The model can be depicted as a scheme
(see figure in Annex A). Strengthening and invigorating the mother-care group as the platform and
linkage between households/communities and health facilities is one very important aspect of the model.
14
Furthermore, implementation of the model would build on the important findings that Partners , States,
LGAs and MDAs have produced with their various experiences implementing different approaches in
different geographical areas across the state. All of the strategic priorities are known to be effective in
improving one or more MIYCN indicators when implemented at scale (adequate coverage) and with
attention to quality.

1.

Advocacy for Policy and Legislation

a). Advocacy for resource mobilization and scaling-up
Investments in MIYCN in Kaduna state are far below other life-saving health interventions in spite of the
documented benefits of proven MIYCN interventions. Political commitment, strong government
leadership and engagement of capable institutions are critical to obtaining sufficient resources for
MIYCN15. With solid evidence of public health benefits at low cost, Decision makers need to commit the
necessary resources for effective MIYCN policy and program implementation. The first Strategic
Priority is aimed at creating a sustainable enabling environment for policy support, implementation and
scale up of MIYCN interventions specifically to address the critical need for sufficient budgetary
allocation. Improving people's nutrition can have significant payoffs in terms of generating economic
benefits and reducing costs, as estimates in a number of new studies. Scaling up nutrition-specific
investments in the Democratic Republic of Congo, Mali, Nigeria, and Togo would generate internal rates
of return on investment of 13 percent (Shekar et al. 2014, 2015a–c).
Kaduna State government, as part of its commitment to nutrition intervention, declared nutrition as an
emergency. It therefore created a body called the 'Kaduna Emergency Nutrition Action Plan (KADENAP)'
to look into the issue through advocacy for budgetary allocation and policies that will put nutrition
concerns in the front burner. This helped in creating an enabling environment for partners, agencies and
institutions to support government effort to clearly address malnutrition concerns in the state.
.
14
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The actions outlined below aim to understand the origins of the current financial limitation of MIYCN
funding in Kaduna, addressing these barriers systematically, adjusting messaging and approaches based
on monitoring and learning.
Action 1.1 – Determine why financial investments in MIYCN interventions remain low compared to
other life-saving health interventions; track changes over time, apply lessons learnt to State-level nutrition
and MIYCN budgeting processes.
Action 1.2 – Implement a targeted advocacy work plan to tackle known barriers to resource mobilization
at state level address misperceptions, of MIYCN as an investment in human and social capital.
Action 1.3 – Continue to strengthen implementation of MIYCN-relevant policies which create a
foundation of support to improve MIYCN outcomes for all communities especially the National
Regulation on the Code of Marketing of Breast milk Substitutes, Baby-Friendly Initiative and Maternity
Legislation.
b). Implementation of the National Regulations on the International Code of Marketing of Breast
Milk Substitutes (BMS) and subsequent resolutions in Kaduna State
Nigeria's regulations on the marketing of Breast Milk Substitutes entitled 'NAFDAC-Marketing of Infant
16
and Young Children Foods and Other Designated Products (Registration, Sales, etc.) Regulation 2005'
now amended and approved as 2018,
implicitly recognises that health workers, women, and families are
susceptible to direct and indirect marketing strategies. The Regulation outlines responsibilities of
governments, health systems, and the companies that market or manufacture breast milk substitutes. The
above National Regulations has undergone review to accommodate the subsequent relevant World Health
17
Assembly (WHA) resolutions since 2005 . Some provisions of the Code are still being violated due to
paucity of knowledge on the Code. Code violations remain prevalent which shows that without increased
investment to support implementation, monitoring and enforcement, it will have limited effect. Without
these commitments, agreed principles of responsible marketing will continue to be violated. Due to the
existing security challenges around the state, the monitoring of code violations has proven to be rather
challenging in areas especially in emergency situations and the host communities, in order to improve on
nutrition there needs to be code monitoring and advocacy. The following actions will be undertaken:
Action 1.4 – Monitor Code violations in the health facilities in the state, penalties enforced and reported,
educating the public about the Code & its value to better health and nutrition.
Action 1.5 – Educate/sensitize stakeholders and general public on the National Regulations and its value
to protect, promote and support breastfeeding for optimal nutrition and health outcomes.
Action 1.6 – Capacity development on issues around the Regulations and its inclusion in school curricula
of all cadres of health professionals.
Action 1.7 – Partner with NAFDAC to develop a framework for monitoring in emergency situations
around Kaduna state.
16
17

Federal Republic of Nigeria Official Gazette, No. 30, Vol 3, May 2006.
Rollins et al (2016). Why invest, and what will it take to improve breastfeeding practices? Lancet 387:491.

12

Action 1.8 ‑Ensure full enforcement and compliance to the National Regulations of the Marketing of
Breast Milk Substitutes (BMS) through establishment of relevant committees/task force to facilitate
monitoring, reporting and effective enforcement of the code at all levels.
c). Maternity Legislation and Protection
With respect to maternity leave, the International Labour Organization in 1981 set 14 weeks as a minimal
standard for maternity leave and recommended 18 weeks leave. In Nigeria, women engaged in private
sector have 12 weeks of paid maternity leave while the public sector recently increased paid leave to 16
weeks. In Kaduna State, women in the Public Sector are given 12 weeks Maternity Leave. . There is an
ongoing effort by Kaduna State Government through Kaduna State Emergency Nutrition Action Plan
(KADENAP) and State Ministry of Health and Human Services (SMOH&HS) to extend the Maternity
Leave from 12 weeks to 24 weeks. For the growing numbers of women in salaried employment, research
has shown that maternity leave policies are effective in increasing exclusive breastfeeding. Further,
breastfeeding can be continued after a return to work in settings where maternity leave or child care is
available and where breastfeeding or expressing of breast milk is supported. Providing lactation rooms
and nursing breaks are additional low-cost interventions that can reduce absenteeism and improve
productivity. Efforts at establishing more lactation rooms and crèches at work places are ongoing in both
public and private organisations.
Action 1.9 - Draw up a feasible plan, outline immediate and long term benefits of Breastfeeding to
individuals and society to extend paid maternity leave to 24 weeks in line with ILO Convention for all
salaried women through consultation with Ministry of Labour and Employment, Women's groups, Trade
Unions, Private and Public sector employers including civil societies. .
Action 1.10 - Identify and implement Baby-friendly workplace interventions such as crèches, lactation
and breastfeeding rooms to enable salaried women to continue breastfeeding as well as express breast
milk in a supportive, safe and clean environment
Action 1.11 - Track key employment-related performance indicators and make this information available
to employers and the public. Indicators would track turn-over, retention, absence and work place
productivity rates.

2.

Adolescent and maternal nutrition

Adolescent nutrition is a reflection of early childhood nutrition or malnutrition. Many children in low- and
middle-income countries enter adolescence with a legacy of malnutrition from early childhood, which
means they are thin, stunted and/or anaemic, and often display other micronutrient deficiencies
(Thurnham, 2013). Due to the high velocity of growth, adolescents have some of the highest energy and
protein requirements of any age group (Woodruff and Duffield, 2000; Stang and Story, 2005).
Adolescents aged 15–19 have the greatest total energy requirement compared to any age group (~2,420
kcal/day) (Woodruff and Duffield, 2000)
18

Recent research findings highlight the relevance of the nutrition of adolescent girls for birth outcomes
and subsequent nutrition throughout the lifecycle, making it more urgent than ever to develop effective
18
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interventions for the adolescent preconception period. Adolescence is a conduit for intergenerational
nutritional status and so calls for a life-course approach towards the prevention of malnutrition19. Clear
more on reference especially recently location
Reaching girls and women with interventions before their first pregnancy and in between pregnancies is
an important strategy to improve their nutritional status and build micronutrient reserves before
pregnancy. Delivering interventions to girls is a challenge in Nigeria where 30–40% of girls do not attend
lower secondary school. If girls are attending school, improving their nutrition is a strategy to keep them
in school, which in turn will delay marriage and first pregnancy, improve their life skills/coping abilities
and thereby improve the nutritional status of both mothers and their children later20.
In order to meet the key target set by 2023 of 35% key maternal nutrition intervention for Adolescent girls
in Kaduna State, it is necessary to articulate activities geared towards addressing adolescent and maternal
nutrition.
Activity 2.1 – Update screening guidelines and protocols like Nutrition Assessment and Counselling
Support (NACS) for facility and community levels to strengthen follow up of women aged 15-49 years
with low BMI, overweight, obesity; pregnancies and births to adolescents 15-19 years.
Activity 2.2 – Health, education, water and other related sectors work together to provide Nutritionsensitive interventions to benefit adolescent girls – e.g. toilet facilities for girls, micronutrient
supplements, deworming and malaria prevention and treatment.
Activity 2.3 – Re-invigorate maternal nutrition counselling and Take-Home Brochures for Pregnancy and
Breastfeeding as well as How to Breastfeed and Feed Baby at 6 months during ANC visits, CMAM
sessions, Mother Support Groups (MSG) in the community including MNCHW and Immunization days
etc.
Activity 2.4 – Integrate nutrition education and counselling in adolescent structures such as adolescent
savings and loans groups/associations with counselling on immediate and long term benefits.

3.

Breastfeeding and Baby-Friendly Initiative

Breastfeeding is an unequalled way of providing ideal food for the healthy growth and development of
infants. Being an integral part of the reproductive process with implications for the health of mothers and
babies; review of evidence has shown that exclusive breastfeeding for 6 months is the optimal way of
feeding infants. Thereafter, infants should receive complementary foods with continued breastfeeding up
to 2 years of age or beyond.
A study has shown that infants under six months who are not breastfed are three to four times more likely to
die than those who receive any breast milk (Lancet 2016). Nearly half of all diarrheal episodes and onethird of all respiratory infections would be prevented with increased breastfeeding. For children 6-23
months, any breastfeeding is associated with a 50 percent reduction in death. The benefits of
breastfeeding for infants' survival, growth, development, prevention of morbidity, mortality and long
19
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term chronic diseases are now widely recognized . It is therefore, important that optimal breastfeeding
practices should be vigorously promoted in the State and the country at large as an improved infant and
young child feeding behaviour.
The Baby Friendly Hospital Initiative (BFHI) was launched globally in 1991 to scale up ten interventions
in maternity facilities to protect, promote, and support successful breastfeeding. A recent meta-analysis22
of interventions to improve breastfeeding outcomes found that baby- friendly health facilities across a
range of countries is a highly-effective intervention. In Nigeria, the BFHI program has been re-branded as
the Baby Friendly Initiative (BFI) due to the large portion of women (63% according to NDHS, 2013)
delivering at home and an aim to ensure that all facilities that have maternity services should promote
breastfeeding and other positive behaviors based on the resolution of the 2009 National Council on Health
in Kano on Baby Friendly Community Initiative. Kaduna State adopted this BFI in 1995 and has since
been in use across the 23 LGAs of the state.
Studies have shown that most delivery (67.5%) in Kaduna State were at home thus missing the necessary
counselling to practice breastfeeding as well as receiving the necessary skilled-provider interventions.
The NDHS 2013 showed initiation of breastfeeding within an hour of delivery in Kaduna state stands at
28.9% and only 19.7% practice exclusive breastfeeding. However, lots of interventions have been put in
place to address the challenges but implementation has slowed down due to inadequate funding and lack
of adequate personnel to drive the programme to community level. Currently, there is no BFI target for the
State. With greater availability of maternity facilities and devolvement to communities, the initiative
could take on a new approach and can be fashioned as a signal program of the State Ministry of Health
(SMOH) to tackle core barriers to breastfeeding from early initiation to extension of breast feeding
duration. To refresh and reinvigorate this program, dynamic new leadership would need to be recruited to
take a prominent leadership role at all levels.
Action 3.1 – Initiate a systematic process for certification and re-certification of health facilities and
communities as 'baby friendly compliant' with the aim of maintaining quality institutionalization of BFI
certification as part of the criteria for selecting and prioritizing 'One PHC per Ward' vision.
Action 3.2 – Re-launch the initiative at the community level (BFCI) so that promoters include traditional,
religious and community leaders outside the health system, helping to ensure community ownership.
Action 3.3 – Establish a Baby Friendly Score Card to ensure accountability and convey the message that
breastfeeding is not the sole responsibility of a woman but success demands the role of her spouse, close
relations and society.
Action 3.4: Strengthen the establishment and institutionalization of breastfeeding support group (now
called C-IYCF support group) at facility and community level with integration of breastfeeding
interventions with other MNCH intervention

4.

Complementary feeding

The largest part of the 1000-days 'window of opportunity' is the complementary feeding period, which
21
22
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spans 6-24 months, and is the transition from exclusive breastfeeding to consuming a wide range of foods
in addition to breast milk. Growth faltering does occur during the prenatal period and early months of life,
as evidenced by the 14.8% infants 0-5 months old in Nigeria who are stunted.23 In Kaduna state, the rate of
stunting, underweight and wasting among under-fives stands at 47.1%, 37% and 11.7% respectively.
However, the largest portion of stunting occurs during the 18 months that follow, up to two years of age.
Inadequate nutrient intake from complementary foods and the high incidence of infections during this
interval are major causes of under nutrition and other adverse health and developmental outcomes.
Consequently, ensuring adequate nutrition during the complementary feeding period is a major priority
for Kaduna State. Though challenges to meet nutritional needs during this age interval are enormous,
however, there is extensive accumulated programming expertise across the state that can be tapped. A
nutritionally complete, food-based approach is more likely to be successful at resolving multiple
micronutrient deficiencies and promoting healthy child growth as well as laying the foundation for
healthy food choices over the lifespan than programmes based on supplementation with only one or a few
24
micronutrients. A food-based approach makes it possible to tackle not only micronutrient quality, but
also the adequacy of macronutrients including high-quality protein and essential fatty acids. Indeed, this
is the long term strategy for micronutrient Deficiency Control known as Dietary Diversification
The state has taken initiatives to food based approach to improve the situation through constituting a
complementary food sub-committee under the Kaduna State Emergency Nutrition Action Plan
(KADENAP). Similarly, the State is scaling up food demonstration corners at all the 255 PHC facilities to
build the capacity of the caregivers for adequate complementary feeding practice.
Action 4.1 – Improve the quality of on-going counselling and food demonstrations in facilities and
communities by prioritizing what is doable (e.g. 'always wash your hands with soap or ash and water
before preparing food') rather than encouraging a range of improved practices that may not be well
understood (e.g., 'keep clean to avoid being sick').
Action 4.2 – Examine the potential for increased intake of culturally acceptable indigenous foods that are
under-utilized and can be used to enrich local cereal gruels. These include insects, whole small fish and
fermented seeds, which are high in energy and iron.
Action 4.3 – In line with effective Communications for Social and Behavioural Change strategies,
emphasize approaches to behaviour change that target social norms, especially among authoritative
family decision makers, to overcome barriers to improved complementary feeding practices including
responsive feeding norms.

5.

MIYCN and other nutrition-specific interventions

Nutrition-specific interventions address the immediate causes (Inadequate dietary intake and disease),
and some of the underlying causes (Poor feeding, caring practices, and practices) of malnutrition.
Nutrition-specific interventions are key to accelerating progress in nutrition outcomes but they work hand
in hand with nutrition-sensitive interventions which addresses basic causes of malnutrition. No single
intervention to improve MIYCN practices can work universally or in isolation.
23
24

FMOH (2015). National nutrition and health survey. (Date collection July-September 2015).
Dewey et al (2014) Ensuring adequate nutrient intake during the period of complementary feeding. Technical Brief no. 7, Alive and
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The support group established for CMAM activities has provided useful platforms to deliver an MIYCN
counselling package and to bridge the gaps between the community and facilities. The support group
platform therefore has considerable merit in the context of Kaduna and most especially at the community,
ward and LGA levels. The identification of key messages termed “minimum package” at national level
will be adopted at the state level which will help in the implementation of the support group activities to
increase uptake of the recommended practices. Further additions to the minimum package could be made
at State level and would reflect specific realities and local feasibility. As well, it will be important at both
state and LGA levels to continue to integrate MIYCN into CMAM.
Action 5.1 – Prioritize a core or 'minimum' package of up to five MIYCN messages to be delivered at
State , LGA, facility and community levels.25 These can be taken from the Counselling cards now in
use, delivered through strengthened support groups at community level.
Action 5.2 – Scale up rapidly as part of the State MIYCN programme to reinforce the importance of the
C-IYCF/F-IYCF/CMAM intervention for Kaduna State. Using the Facility Integrated IYCF training
Manual, Community IYCF training Manual
Action 5.3 – Sustaining a reward system as a scheme to provide incentives for CVs as is presently
obtained in Kaduna e.g. organising meetings or trainings outside CVs location either at LGA headquarters
or state level where their work would be commended

6.

MIYCN and nutrition-sensitive interventions

The integration of MIYCN Nutrition sensitive interventions require multi-sectoral approach and a range
of actions which are intended to address basic determinants of poor Maternal infant and young child
nutritional practices. Partnerships with relevant sectors will increase coverage of the nutrition-specific
interventions listed above and ensure long term results when implemented at large scale. In some
circumstances, they can be leveraged to serve as delivery platforms for nutrition-specific interventions
such as linking them with social protection to accelerate improved MIYCN there by augmenting the
household and community environment in which children develop and grow. This strategy provides for
coordinated action in four critical sectors: agriculture, girls' education Women Empowerment and
WASH; also involving the private sector in the social protection network.
Efforts towards increasing homestead food production improves income, access to high-quality more
diverse diets and increased intakes of targeted foods. Improved sanitation has been extensively reviewed
and shown to contribute to reduced enteric infection, reduced health care costs, and better growth of
children.26 There is significant room for expanding sanitation across Kaduna State through observation of
monthly sanitation days, provision of public toilets, designated refuse dump sites, and media messages on
environmental sanitation. Provision of skill acquisitions programs to women with funding through soft
loans increase the economic situation in the family which further improve the diversification of diet. Poor
education levels of girls and women, especially in the North, pose a formidable barrier to improved
MIYCN practices and improvements here can have high pay offs. Verifying birth certification may need
to be introduced sustained to HWs' tasks where certification is low and this is ongoing across Kaduna
State during the Biannual MNCHW.
25

Reuel et al (2013): Nutrition-sensitive interventions & programmes, how they help improving maternal and child malnutrition, Lancet 382: 536.
Butta et al (2013): Evidence-based interventions for improvement of maternal and child nutrition: What can be done and at what cost? The
Lancet 34: 40.
26
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Action 6.1 – Identify promising homestead gardening program components that can be linked and later
mainstreamed with the State MIYCN effort; identify partnerships that can take these approaches forward
and document results. E.g. the Home garden and school garden programs presently driven by NGOs.
Action 6.2 – Launch a state personal and food hygiene component to deliver high-impact messages
around hand washing, food safety, link local manufacturers of bar soap for distribution at facilities and
communities, practise of safe excreta disposal and eradication of open defeacation.
Action 6.3 – Team up with national, state and LGA education policy makers, involve community and
other stakeholders with focus on girl's education and advocate for strengthened educational norms for
girls to reduce drop out. Integrate health and nutrition content in school curricula at all levels.
Action 6.4 – Strengthening and sustaining women empowerment programs and skill acquisition training
presently ongoing by collaborating with other relevant stakeholders and partners.

7. Social and Behaviour Change Communication for Improved MIYCN practices
There is a strong link between this Strategy and the Kaduna SBCC IYCF 2016 - 2020 strategic plan;27 the
two strategies align and share common actions. The specific objectives set out in the SBCC strategy cover
a range of promoted practices that would occur at three levels: micro (individual change objectives for
pregnant women, mothers, women newly delivered, and influencers such as mothers-in-law, husbands
and communities behavior change, TBAs and CVs); meso (health workers at facility level and media) and
macro (LGA andState to hold health workers accountable). The intent is to shift social norms through
innovation. A main barrier to proper implementation of IYCF practices is husbands, mothers-in-law and
TBAs insisting on giving water to infants at birth and under the age of six months, and giving them solid or
semi-solid food before six months, in the belief that they need it or it will make them stronger. The Social
and Behavioural Change Communication (SBCC) strategy argues that these attitudes can change when
healthy-looking babies who have been exclusively breastfed, and have received no water, are publicized.
Traditional and community leaders can be mobilized to convince husbands and others, but they need to be
informed and convinced first so that they see IYCF as critical to saving children's lives. Therefore, in order
to strengthen communication at community level, there is a need for religious leaders to know and have
better understanding of the issue at stake, and to become advocates of EBF on a larger scale.
Action 7.1 – Engage in dialogue with traditional and faith-based leaders known already to have positive
attitudes to IYCF and BF in particular, and convey that EBF means no water; launch a state-wide
engagement with LGA level Faith Based organizations for 'EBF without water for the first 6 months' to
amplify IYCF practices at family level.
Action 7.2 -- Through CBOs, develop MIYCN community communication and mobilization action plans
to enable community leaders and community based organizations to assess and classify the nutritional
status of their communities, followed by MIYCN practices in their communities and then see how they
could improve these practices.
Action 7.3 – Use participatory media to empower communities tackling MIYCN issues to systematically
shift MIYCN communication from an 'educational' format to an interactive, solution-seeking format to
assist families to overcome resistance to implementing best practices.
27

Draft Kaduna State Infant and Young Child Feeding Social and Behavioural Change Communication Strategy (2016 – 2020)
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8. Capacity Development
Building capacity of health workers at facility and community levels and maintaining performance in
delivering high-quality MIYCN counselling services on a large scale will be central to program expansion
in Kaduna State. Although equipping health workers with the knowledge and skills to counsel, coach,
demonstrate, and impart good feeding practices is a critical component for improving their performance,
28
lessons learned from other country contexts show that training alone is not enough. Extensive
investments will be needed in supportive supervision and monitoring. Technical competence is one
measurement of performance, but other variables, such as motivation, ability to allocate work time, job
aids, monthly meetings, incentives, and community support activities can also affect performance.
Capacity across the health sector in Kaduna State is inadequate and the sector is requesting for additional
human resources at all levels to implement nutrition programming. Presently, SPHCDA is processing the
recruitment of 3059 different cadres of PHC workers in the State, 23 (less than 1%) of which are
nutritionists. Currently-employed health workers who care for mothers need up-to-date knowledge on
MIYCN legislation, policies, guidelines as well as skills training in interpersonal communication,
community mobilization, supportive supervision and counselling. Some health workers have been
trained on C-IYCF to improve their capacity with support of some Partners. Such training and knowledge
sharing should be done for the lecturers, especially when curriculum is updated, so that the students can
have correct and quality information necessary for emerging nutrition interventions. Counselling will
remain a core activity of this Strategy, including group and individual counselling to reinforce messages
and deal with specific challenges and barriers to behavior change.
A comprehensive draft training package that includes both pre-service and in-service curricula has been
developed and awaiting endorsement. Some academic institutions, like the Polytechnics and
Monotechnics are already including emerging issues in nutrition. New approaches to performance
monitoring of community workers with a view to improving application of new knowledge, motivation
and confidence, group facilitation skills, and raising the perceived importance of the program by
communities will also be helpful. This can be coupled with a new incentive scheme/ reward system for
community workers.
Action 8.1 – Conduct a training assessment and critically review training plans for facility- and
community- health workers including the CHIPS Agents (comprising of all groups that work at the
community level, which includes but not limited to the Cvs. Others are VHWs, CORPS, iCCMs etc.) to
determine whether training frequency and exposure is sufficient, and to what extent lessons learnt from
on-going programs are incorporated.
Action 8.2 – Enhance the quality of training by developing a protocol to guide trainers in the conduct of
IYCF training. This will include post training follow up through supportive supervision and mentoring.
Action 8.3 – Orient the various stakeholders groups in Kaduna on Social and Behavior Change
Communication (SBCC) Strategy. This will help to improve individual and social change
communication, as well as community participation.

28

Sanghvi et al (2013). Strengthening systems to support mothers in infant and young child feeding at scale. Food and Nutrition Bulletin
34:5156.
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9.

Scaling up for Impact (roll-out at State and LGA levels by getting it right!)

Going to scale refers to increasing coverage of an MIYCN-related intervention (e.g., the IYCF
counselling package delivered at facilities and communities through the mother support groups) so that it
has a meaningful impact on nutrition indicators at population level. “Coverage'' means the proportion of a
population in need of an intervention that actually receives it. Low coverage of proven interventions and
large disparities in coverage across population groups e.g. income groups, should trigger action in scaling
up MIYCN programming. This is attributed to repeated nationally-representative surveys (NDHS 2008,
2013; NNHS 2014 & 2015; MICS 2017 etc.) which document dire nutrition outcomes for maternal,
infants and young children across the country as well as state-ofthe art evidence on what works where, and at what cost. These are
HOW TO
the building blocks for going to scale with effective
HARMONIZE SCALE
interventions.
Scaling up interventions can and should be linked with steps
designed to address underlying determinants of malnutrition and
the issue of resources in particular.29 The status of funding for
MIYCN in Kaduna has improved, making it possible to fund the
CMAM and C-IYCF scale-up. However, more effort on
advocacy work for more funding is required, which (under
Strategic Priority 1.0) will result in adequate funding for scale up
of MIYCN to all LGAs in Kaduna State. It will make sense to
tackle scale-up in a step-wise fashion in the state, as illustrated in
the bar to the right, as follows.
Action 9.1 – Build awareness: use compelling narratives to
explain to stakeholders why prevention of malnutrition is
important, how interventions will be rolled out, at what cost to
whom; explain that interventions will work better together than
30
separately.
Action 9.2 – Strengthen nutrition governance by building
understanding for MIYCN through existing coordination
mechanisms; communicate benefits of scale up to leaders and
transparently show them results that contributed and linked to
budget spending.
Action 9.3 – Develop costed scale-up plans for MIYCN
programming in all LGAs giving priority to LGAs with very high
severe stunting rates; then ensure adequate resources in nutrition
and MIYCN budgets and 'push' to dramatically increase
coverage of MIYCN services

BIG PICTURE FIRST:
1 - Decide on the vision or
goal: 'what impact do we
want to achieve in our
State?'
2 - List the core
interventions to be scaled
up across the State and
explain this to leaders.
3 - Identify barriers that
need to be removed to
support scale up.
THEN THE DETAILS:
4 - LGAs set realistic,
doable targets and a
calendar of milestones.
5 - Update materials and
procurement plans.
6 - Train front line workers
in facilities, communities.
7 - Launch!
8 - Monitor key indicators
and report feedback

29

Gillespie et al (2015) Scaling up impact on nutrition: what will it take? Advances in Nutrition 6: 440.
For example, 'feed the child 4 foods every day' (diet diversity message) and 'wash his/her hands every time' (sanitation message) work
together by increasing nutrient intake and reducing nutrient loss at the same time.
30
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10. Maternal Infant and young Child Feeding in Emergency and Difficult
Circumstances (MIYCF-E)
This MIYCN Strategy is relevant to all infants and young children in Kaduna state. However, children in
difficult circumstances in security challenged areas are at risk of being acutely malnourished infants and
children, orphans and unaccompanied children, low birth weight (LBW) infants, children living in
emergency settings and children born to mothers living with HIV requires special feeding and care. This
care may be inaccessible in security compromised areas as health workers may be displaced or may not be
willing to risk working in such area, resulting to the possible closing down of health facilities. HIVexposed infants and their caregivers require support and careful follow up to determine the HIV status of
the infants and to help ensure exclusive breastfeeding for the first six months regardless of HIV status with
continued breastfeeding alongside the introduction of complementary foods thereafter.
The prevailing incidences of natural and man-made disasters, climate shocks, conflicts and insecurity
which are the major causes of food insecurity due to limited access by individuals to produce, sell and buy
foods with over-stretched basic services among women and children under -fives make up the population
at-risk. The current crisis linked to food insecurity, draughts, floods has displaced millions of people
including children and pregnant women. This calls for urgent humanitarian interventions from all sectors.
Infants and young children have the highest risk of illness, malnutrition and death during an emergency
and the fundamental means of prevention is to ensure their appropriate feeding and care is prioritized.
In Kaduna state, MIYCF-E is a new area for vast majority of implementing actors and it is concerned with
interventions to protect, promote and support safe and appropriate feeding practices for both breastfed and
non – breastfed infants and young children in emergencies. Though, Nutrition interventions are mainly
focused on Community Management of Acute Malnutrition (CMAM), MIYCF-E response has proved
difficult due to poor knowledge of MIYCF-E and non-coordination of the few implementing Partners
responding in selected Zones of the State. There is the need to prioritize and scale up MIYCF-E in all the
31
affected parts of the State in line with core humanitarian standards, global guidance on infant and young
32
child feeding in emergencies and the National Regulation on the Code of Marketing of BMS.
Some of the key points to note in MIYCF-E are:
§
Appropriate and timely support of infant and young child feeding in emergencies saves lives.
§
Investment in minimum preparedness actions, regular update in emergency preparedness and
response plans to protect, promote and support early initiation, exclusive and continued
breastfeeding, as well as appropriate support to non-breastfed children including adequate, safe
and timely complementary feeding and maternal nutrition is ideal for emergency response.
§
Key information on MIYCF-E needs to be integrated into routine rapid assessment procedures,
and if necessary, more systematic assessment using recommended methodologies could be
conducted.

31
The Sphere Project (2011) Humanitarian Charter and Minimum Standards in Humanitarian Response. Available on
http://www.sphereproject.org/
32
IFE Core Group (2007) Operational Guidance on Infant and Young Child Feeding in Emergencies v 2.1. Available on
http://www.ennonline.net/operationalguidanceiycfv2.1
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§
The training and orientation of technical staff and non-technical staff is a priority using available
materials for quality care.
§
Simple measures be put in place to ensure the needs of mothers, infants and young children are
addressed in the early stages of emergencies. Also, Support for other caregivers and those with
special needs e.g. orphans and unaccompanied children must be provided at the onset of the
emergencies.
§
Foods suitable to meet the nutrient needs of older infants and young children must be included in
the general ration for Food Aid.
§
Breast milk substitutes, other milk products, bottles and teats must never be included in the general
ration distribution.
§
Any donated/subsidized Breast milk substitutes and other milk products must only be distributed
according to recognized strict criteria and only given to infants in most need. The use of bottles and
teats in emergencies should be actively avoided.
Appropriate positioning of MIYCF-E requires the following actions as basic interventions to provide
mothers and caregivers with more skilled assistance on infant and young child feeding during
emergencies:
Action 10.1 – Prioritize and screen for mothers and caregivers of children 0-11months in emergencies.
Conduct full assessment of caregiver and infant that meet admission criteria for formula use. Then
establish and implement the criteria for targeting the use of Infant formula.
Action 10.2 – Register households with newborn, children < 2yrs, orphans and vulnerable groups.
Provide skilled breastfeeding support to mothers and caregivers including those who are HIV positive.
Ensure support for early initiation of exclusive breastfeeding for all newborns irrespective of their HIV
status. Ensure support for appropriate artificial feeding while minimising the risks.
Action 10.3 – Establish safe and supportive places for mothers/caregivers of children 0-23months to
breastfeed and receive additional feeding support.
Action 10.4 – Provide safe and appropriate complementary foods for children 6-23months from basic
food commodities with supplements of inexpensive locally available foods, micronutrient fortified
blended foods e.g. corn/wheat soya blend etc.
Action 10.5 – Provide for the nutritional needs of Pregnant and Lactating women
Action 10.6 – Ensure consistent and appropriate communication on IYCF-E
Action 10.7 – Ensure access to frontline feeding support like water and sanitation facilities, food and nonfood items to mothers/ caregivers and their children

11. Monitoring and Evaluation
Functional Monitoring and Evaluation system encompasses monitoring, evaluation and research
throughout the phases of the implementation of this strategic document. Therefore, quality data
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management requires regular data generation from routine collection and delivery using the NHMIS tool,
collation, auditing for quality reporting and feedback mechanism into all levels of decision-making for
optimal MIYCN in Kaduna state. Periodic review of NHMIS tools are conducted in Nigeria to ensure
emerging issues are articulated and these tools are to be adopted for use in Kaduna state. Yet, not all
MIYCN indicators are collated by the NHMIS rather the Programme component of Nutrition called
Nutrition Information and Surveillance System (NISS) documents, other MIYCN indicators to effect
planning, re-planning and emergency response among others.
For the benefits of this document and in order to aligned with the national policy, the following indicators
would be tracked among the nutrition indicators as crafted into the Reproductive Maternal Newborn
Child Adolescent Health & Nutrition (RMNCAHN) column of the National Glossary of Health
indicators, FMOH 2017.:
The output indicators include:
1.

Proportion of women that received Nutritional counselling on maternal nutrition

2.

Proportion (%) of all ANC clients receiving iron and folate supplements

3.

Proportion of health facilities that are certified Baby Friendly Compliant (BFCI)

4.

Number of community health workers trained to sensitize community on optimal MIYCN

5.

Proportion of adolescents who are overweight

6.

Proportion of children 0-59 weighing above the upper line in the Chid Health Growth Chart

7.

Number of health facilities with minimum stock of MIYCN commodities (Trained personnel,
BMI wheel, Counselling cards, Take home brochures, Protocols & Job aids, NHMIS monitoring
tools)

8.

% of households'/health facilities with and washing facilities & space, with soap & water observed

9.

Evidence of law enactment for Maternity protection entitlement

Outcome Indicators are:
1. Proportion (%) of infants born with low birthweight (<2.5kg)
2. Proportion (%) of children 0-23 months were first breastfed within one hour of birth
3. Proportion of of babies that have received pre-lacteal feeds
4. Proportion of infants exclusively breastfed for the first 6 months of life
5. Proportion of breastfed and non-breastfed children age 6-23 months that received appropriate
liquids and solid, semisolid, or soft foods the minimum number of times or more; from minimum
food groups during the day or night preceding the survey, (Minimum Acceptable Diet)
6. Proportion of breastfed and non-breastfed children aged 6 to 23 months who received solid, semisolid, soft foods or milk feeds; the minimum number of times or more during the day or night
preceding the survey, (Minimum Meal Frequency)
7. Proportion of breastfed and non-breastfed children age 6-23 months living with their mother who
received food from at least four out of seven food groups during the day or night preceding the
survey (Minimum Dietary Diversity)
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8. Proportion of women aged 15- 49 years with a haemoglobin level less than 120 g/L for nonpregnant women and lactating women, and less than 110 g/L for pregnant women, adjusted for
altitude and smoking.
9. % of women age 15-49years that are moderately and severely thin
IYCF - Emergency indicators include:
1. Proportion of IYCF-E integration into other sectors of food security and livelihoods, Health
including Psychosocial support (PSS) & Reproductive health (RH), Water, Sanitation and
Hygiene, Child Protection, Shelter and Non-food Items, Logistics and Camp
Management/Coordination
2. Proportion of IYC-E into Strict compliance to the National Regulations of BMS in the areas of
handling BMS donations and supplies, targeted criteria for use of BMS, Control of procurement,
Control of management and distribution and Violations
3. Proportion of IYCF-E promoting key MIYCN practices during natural & man-made disasters

These are articulated in the Logical framework at the Annex to show where we are, where we are going
and the expected results in the attainment of the goal of protection, promotion and support of optimal
MIYCN in Kaduna state.
Action 11.1 – Capacity building for routine data collection and reporting. Frontline health and community
workers need to be trained on MIYCN data management and feedback mechanism.
Action 11.2 – Implement a plan to strengthen routine data collection, rapid assessment, surveys and
formative research, making use of modern technology and innovations/tablets and hand held devices.
Emphasis on quality maintenance and using data to trigger targeted systems-strengthening through
MIYCN data round tables at State, LGA and Community levels.
Action 11.3 – Make optimal use of the routine data, results of formative research, surveys and studies,
across the state for advocacy and decision making in any fora to support MIYCN programme.
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D. COORDINATION, ROLES AND RESPONSIBILITIES
Implementation of the Strategy is the responsibility of authorities at the three levels of government:
federal, state and local, in collaboration with other stakeholders including civil society and nonGovernmental organizations, Professional bodies, Faith-based organizations and Communities, and
Development Partners. Kaduna State has the presence of many Development Partners and CSOs who will
help push for the implementation of the strategy through the existing structure of coordinating nutrition
activities. The following highlights the key roles and responsibilities of stakeholders for MIYCN in
Kaduna State.
Kaduna State Emergency Nutrition Action Plan (KADENAP) will be responsible for:
i.

Coordinating steering committee and technical working group meetings on MIYCN;

ii. Establishing appropriate linkages with other Ministries, Departments and Agencies
involved in MIYCN nutrition specific and nutrition sensitive interventions in the state, and
iii. Undertaking any other duties as may be assigned by key and multi-sector stakeholder constituents
towards effective implementation of this policy.
State Committee on Food and Nutrition (Served by the Kaduna State Planning and Budget
Commission)
1. Ensure adequate resources for full implementation of this Strategy and timely release of funds
2. Review institutional arrangements for MIYCN policy delivery and identify creative solutions
when corrective action is required
a.

Raise awareness of the costs and economic, developmental and societal benefits of
preventing malnutrition

3. Ensure informed public dialogue on the importance and feasibility of preventing malnutrition
4. Provide a focal point for Strategy implementation and advocate for continued political visibility of
MIYCN
5. Coordinate contributions from non-health sectors to Strategy implementation
6. Liaise with SPHCDA to oversee the quality and coverage of MIYCN interventions
7. Highlight nutrition situations prioritizing MIYCN indicators for resource mobilization.
Kaduna State Ministry of Health and Human Services
1. Articulate a vision for MIYCN in Kaduna State and take leadership in coordinating its state-wide
response
2. Conduct fund raising and mobilization of resources including human resources for health
3. Support SPHCDA and parastatals to prioritize MIYCN implementation as a preventive strategy
for malnutrition
4. Advocate for Baby Friendly workplace interventions including Baby-friendly workplace
environments such as crèches, lactation and breastfeeding rooms to enable salaried women to
continue breastfeeding as well as express breast milk in a supportive, safe and clean environment
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by including this in the workplace inspection checklist undergoing review. The Ministry of Labour
and Productivity will be actively involved in this process.
Kaduna State Primary Health Care Development Agency:
The primary health care revitalization initiative of PHCUOR currently ongoing, ensures the
implementation of the strategic plan of action as prioritized:
1. Ensure that MIYCN is reflected and periodically reviewed and updated in minimum standards
guidelines.
2. Keep under review results of relevant formative research which points the way to innovations in
delivery of nutrition services in the primary care setting
3. Make public annual reports on progress made in Strategy implementation and results achieved
4. Provide supportive supervision for implementation of the Strategy at the Local Governments
5. Provide overall technical MIYCN policy direction and monitor quality and coverage of the core
package
6. Collaborate with NAFDAC on matters related to International Code of Marketing of Breast
Substitutes and National regulations
7. SPHCDA to prioritize MIYCN implementation in the one PHC per ward)
8. Identify, coordinate and manage implementation of Community Health Influencers, Promoters
and Services (CHIPS) program
Local Government Committee on Food and Nutrition (Served by the Office of the Vice Chairman as
Secretariat)
1. Collaborate with communities and SPHCDA to prioritize core MIYCN interventions
2. Collaborate with wards and communities to strengthen community MIYCN tasks, learn lessons
and keep track of resources and results
3. Identify new stakeholders in the MIYCN effort and encourage their participation and contribution.
4. Highlight nutrition situation prioritizing MIYCN indicators in communities and families to ensure
quality MIYCN services' coverage.
Ward and village health committees
1. Bring forward MIYCN concerns, priorities and needs of the community to managers of the health
facility
2. Help explain concepts of malnutrition prevention to communities to ensure consistent
implementation of the Strategy at both facility and community levels
3. Spearhead community mobilization, establishment and support of functional mother-care support
groups in communities
NGOs and CSOs
1. Support government to focus on prevention of malnutrition and communicate with the public on
structural barriers that hinders improved MIYCN behaviours
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2. Demonstrate leadership by publicly endorsing this Strategy and implementing it through all
relevant programs
3. Work with the Federal, State and LGAs to explain to families and communities that MIYC
malnutrition is preventable
4. Community mobilisation, participation, and ownership at the grassroots level as well as
sustainability.
5. High level advocacy to ensure availability of funds and implementation of MIYCN
Development partners
1. Fund and support innovation in MIYCN delivery at all levels and help to identify approaches that
are ready for scale up and can deliver results
2. Technical guidance and supportive supervision to MIYCN implementation
3. Assist in developing an agenda for formative research and other studies to prioritize key barriers to
scale up, measurement and effective advocacy.
4. Share relevant experiences of other countries on MIYCN interventions with Kaduna stakeholders
for adaptation of best practices
5. Provide technical support to government
6. Full participation in programme implementation and review as well as M&E.
Other MDAs
E.g. Women Affairs, Agriculture, Water resources, NAFDAC, Education, Information, Academic and
training institutions, Professional bodies etc are responsible for different components of the nutrition
sensitive interventions as specified in the state policy on food and nutrition.
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Annex 1: Main Nutrition and IYCF Indicators for Kaduna State
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Indicator

Kaduna State
National level
NDHS
NNHS
MICs
NDHS 2013
NNHS
2013
2014 or 2017
2014
2015
Trends in Nutritional Status of Children Under 5
Underweight: Prevalence of moderate
20.3%
34.0%
underweight status (Weight -for-Age)
NNHS
57.5% Tab. 11.1, p. 206) 20.9% in
in children 0 to 59 months of age:
2015
NNHS
2014
Underweight: Prevalence of severe
8.3%
12.8%
23.2% Tab. 11.1, p. 206)
5.7% in
underweight status (Weight -for-Age)
NNHS
NNHS
in children 0 to 59 months of age:
2015
2014
Stunting: Prevalence of moderate
30.5%
47%
36.8% (NDHS 2013,
32.2%
stunting status (Height-for-Age) in
NNHS
Tab. 11.1, p. 206)
(NNHS
children 0 to 59 months of age
2015
2014, p. 6)
Stunting: Prevalence of severe
21.7%
27.9%
21.1% (NDHS 2013,
12.1%
stunting status (Height-for-Age) in
NNHS
Tab. 11.1, p. 206)
(NNHS
children 0 to 59 months of age:
2015
2014, p. 6)
Wasting: Prevalence of moderate
11.7%
18.1% (NDHS 2013,
7% MAM
acute malnutrition (weight for height)
Tab. 11.1,p. 207)
in NNHS
in children 6 to 59 months of age:
2014

Wasting: Prevalence of severe acute
malnutrition (severe wasting) in
children 6 to 59 months of age

4.1%

8.7% (NDHS 2013, Tab.
11.1, p. 206)

4.3%
MAM in
NNHS
2015
2% SAM
in NNHS
2014
1% SAM
in NNHS
2015

IYCF Practices 0-6 months – EIB + EBF
% of children 0-23 months were first
35.8%
28.9%
33.2 % (NDHS 2013, p.
breastfed within one hour of birth
(NDHS
2010)
2013 P
182)
% of babies have received pre-lacteal
63.2%
51.2%
58.6% (NDHS 2013, p.
feed
(NDHS
2010)
2013 P
182)
% of the children under 6 months of
19.7%
17.4% (NDHS 2013, p.
age were exclusively breastfed
213)
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21.5%
(NNHS
2014, p.
48)

21.5%
(NNHS
2014,
p.53)
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Indicator

Kaduna State
NDHS
NNHS
MICs
2013
2014 or 2017
2015

National level
NDHS 2013

% of the children under 6 months of
22.5% (NDHS 2013, p.
age were breastfed and consumed
213)
complementary food
Median duration of exclusive
0.5 months 1.8 months (NDHS 2013,
breastfeeding of baby under 6 months
p. 215)
of age
IYCF Practices 6-23 months – BF + Complementary feeding
% of breastfed and non-breastfed
15.8%
children age 6-23 months receive
10.0% (NDHS 2013,
appropriate liquids and solid,
fig.11.5 & p. 220)
semisolid, or soft foods the minimum
number of times or more; from
minimum food groups during the day
or night preceding the survey,
(minimum acceptable diet)
% of breastfed and non-breastfed
44.5%
58% (NDHS 2013,
children aged 6 to 23 months who
fig.11.5, p. 220)
received solid, semi-solid, soft foods –
or milk feeds – the minimum number
of times or more during the day or
night preceding the survey, (Minimum
meal frequency)
% of breastfed and non-breastfed
61.3%
19.0% (NDHS 2013, fig.
children age 6-23 months living with
11.5,p. 220)
their mother who received food from
at least four out of seven food groups
(Minimum dietary diversity) during the
day or night preceding the survey
Median duration of any breastfeeding:
21.5
18.3 months (NDHS
months
2013, p. 215)
IYCF Practices in special circumstances
% of women 15-49 know that HIV can
65% (NDHS 2013, p.
be transmitted from mother to child by
260)
breastfeeding
% of women age 15-49 know that HIV
49.2% (NDHS 2013, p.
can be transmitted from mother to
260)
child by breastfeeding and that the risk
of mother-to-child transmission
(MTCT) of HIV can be reduced by the
mother taking special drugs during
pregnancy
% of men age 15-49 know that HIV
61.8% (NDHS 2013, p.
can be transmitted from mother to
260)
child by breastfeeding
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NNHS
2014

Indicator

Kaduna State
NDHS
NNHS
MICs
2013
2014 or 2017
2015

% men age 15-49 know that HIV can
be transmitted from mother to child by
breastfeeding and that the risk of
mother-to-child transmission (MTCT)
of HIV can be reduced by the mother
taking special drugs during pregnancy,
by background characteristics,
% of children under age 6 months who
had diarrhoea have been given more
fluids than usual

% of women age 15-49 are moderately
and severely thin
% of women age 15-49 who had a live
birth in the five years had no ANC
% of women who gave birth in the two
years preceding the survey delivered
their baby in a health facility
% of women who gave birth in the two
years preceding the survey delivered
their baby at home
% of women who gave birth in the five
years preceding the survey was
delivered by a skilled provider (doctor,
nurse or midwife)
% of women who gave birth in the five
years preceding the survey was
delivered by a traditional birth
attendant
% of women who gave birth in the five
years preceding the survey was
delivered by a relative or other
% of households where a place for
washing hands was observed
% Among households where place for
hand washing was observed,
percentage with soap and water

National level
NDHS 2013

NNHS
2014

42.5% (NDHS 2013, p.
260)

11.5% (0-59 months:
10.2%)

IYCF Facilitating factors
3.3

3.9% (NDHS 2013,
p.224)
33.9% (NDHS 2013,
p.156)
35.8% (NDHS 2013,
p.164)
63.1% (NDHS 2013,
p.165)
38.1% (NDHS 2013,
p.167)

22% (NDHS 2013,
p.167)

22.7% (NDHS 2013,
p.167)
39.5% (NDHS 2013,
p.45)
26.3% (NDHS 2013,
p.45)
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Micro: Primary participants

Kaduna State IYCF Communication Logical Framework 2016 - 2020 (Micro Level)
Matrix of objectives + indicators

Matrix of results + indicators

Objective

Indicators of objective

Result

Indicator of result

1. By 2020, 80% of
children are put to breast
within 1 hour of birth
(Baseline: 28.9% - MICs
2017)
2. 65% of children are
exclusively breastfed for
the first 6 months of life
by 2020 (Baseline: 19.7%
- MICs 2017)

1. % of children who
are put on breast within
1 hour of birth

3. By 2020, 70% of
children aged 6-23
months receive
appropriate liquid and
solid, semi-solid, or soft
food theminimum number
of times or more, from
minimum food groups
(Baseline: 15.8% minimum acceptable diet,
MICs 2017)

3a. % of breastfed and
non-breastfed children
6–23 months of age,
who receive solid,
semi-solid, or soft
foods (but also
including milk feeds for
non-breastfed children)
the minimum number
of times or more.
(Minimum meal
frequency)
3b. % of children aged
6-23 months who
receive food from at
least four of the seven
food groups (minimum
dietary diversity) to
their children aged 6-23
months

1.1. 80% of Pregnant
women and mothers
declare they put baby to
breast 1 hour of birth by
2020
2.1. 65% of Pregnant
women and mothers
declare they practice
exclusive breastfeeding
for the first 6 months by
2020
3.1. 70% of Pregnant
women and mothers
declare they give solid,
semi-solid, soft food – or
milk feed – to children
aged 6 to 23 months the
minimum number of time
(meal frequency) by 2020

1.1. % of Pregnant
women and mothers
who declare they put
baby to breast 1 hour
of birth
2.1. % of Pregnant
women and mothers
who declare they
practice exclusive
breastfeeding for the
first 6 months
3.1. % of Pregnant
women and mothers
who declare they give
solid, semi-solid, soft
food – or milk feed –
to children aged 6 to
23 months the
minimum number of
time (meal
frequency)

3.2. By 2020, 70% of
Pregnant women and
mothers declare they give
food from at least four of
the seven food groups
(minimum dietary
diversity) to their children
aged 6-23 months
(Baseline: 61.3% - MICs
2017)
4.1. 70% of lactating
mothers declared they
breastfed their 0-6 months
old sick children more
frequently and caregivers
give their 6 - 24 months
children who are sick,
including diarrhoea more
fluid by 2020

3.2. % of Pregnant
women and mothers
who declared they
are motivated/intend
to practice
complementary
feeding from 6
months onwards

4. By 2020, 70% of
children aged 0-23
months old children
receive more fluid during
illness (diarrhea)
Baseline: 8.2% - MICs
2017
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2. % of children
exclusively breastfeed
for the first 6 months of
life

4a. % of children 0 - 6
months old who were
breastfed more
frequently during
illness - diarrhoea
4b.% of children 6-24
months who were given
more fluid during
illness – diarrhoea

4.1. % of lactating
mothers who declare
they breastfeed their
sick 0-6 months old
children more
frequently, and
caregivers give more
fluid to their 6 -24
months old sick
children

Micro: Tertiary participants: Community participation

Kaduna State IYCF Communication Logical Framework 2016 - 2020 (Micro Level)
Matrix of objectives + indicators

Matrix of results + indicators

Objective

Result

Indicator of result

4.2. By 2020, husbands,
mothers-in-law,
grandmothers, peers,
sisters/brothers, etc. in
80% of communities
encourage and support
Pregnant women,
Lactating mothers,
caregivers to practice
EIB, EBF, adequate
complementary feeding
and good hygiene

4.2. % of
communities where
husbands, mothersin-law, grandmothers,
peers,
sisters/brothers, etc.
encourage and
support Pregnant
women, Lactating
mothers, caregivers
to practice EIB, EBF,
adequate
complementary
feeding and good
hygiene
5.1. % of
communities where
traditional, religious
and opinion leaders
including their
wife(ves), take
leadership in
developing and
implementing IYCF
community
communication
action plan
5.2. % of
communities where
traditional, religious
and opinion leaders
take concrete actions
to convince
individual families to
practice IYCF
6.1. % communities
in LGAs where
pregnant women and
mothers, including
those in special
circumstances report
being counseled by
TBAs on the
adoption of adequate
IYCF practices

5. By 2020, traditional,
religious and opinion
leaders, including their
wives from 80% of
communities in 23 LGAs
support mothers,
including those in special
circumstances to
implement IYCF practices

Indicators of objective

5. % of communities
where traditional and
religious leaders,
including their
wife(ves), support
mothers, including
those in special
circumstances to
implement IYCF
practices

5.1. By 2020, Traditional,
religious and opinion
leaders including their
wives from 80% of
communities in Kaduna
LGAs take leadership in
developing and
implementing IYCF
Community
Communication Action
Plan
5.2. Traditional, religious
and opinion leaders in
80% of communities in
Kaduna LGAs encourage
families to practice early
IBF, EBF and CF by 2020

6. By 2020, TBAs from
95% of communities in 23
LGAs support mothers,
including those in special
circumstances to practice
Early IBF, EBF and CF

6. % of communities
where traditional birth
attendants support
mothers to practice
Early IBF, EBF and
CF, including in special
circumstances

6.1. Pregnant women and
mothers, including those
in special circumstances
from 95% of communities
in Kaduna LGAs report
being counseled by TBAs
on adoption of IYCF
practices by 2020
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Matrix of objectives + indicators

Matrix of results + indicators

Objective

Indicators of objective

Result

Indicator of result

7. By 2020, Mother-tomother support groups
and other community
based organizations in
80% of Communities in
23 LGAs take
autonomous action to
promote IYCF

7. % of communities
where Mother-tomother support groups
and other community
based organizations
take autonomous action
to promote adequate
IYCF practices

7.1. Mother-to-mother
support groups and other
community based
organizations in 80% of
communities in Kaduna
LGAs participate actively
in the development and
implementation of IYCF
community
Communication action
plan by 2020

8. IYCF Community
Volunteers (CVs) in 90%
of communities in 23
LGAs work more
efficiently to raise IYCF
compliance rate by 2020

8. % of communities
where CVs work more
efficiently

8.1. IYCF CVs in 90% of
communities in Kaduna
LGAs participate actively
in the development and
implementation of IYCF
community
communication action
plan by 2020

7.1. Number of
communities where
Mother-to-mother
support groups and
other group based
organizations
participated in the
development and
implementation with
IYCF community
communication
action plans
8.1.% of communities
where CVs
participated in the
development and
implementation of
IYCF community
communication
action plans

Supported by

