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Abstract
Background: Maternal and child health is a priority for most governments, especially those 
in low and middle-income countries (LMICs), due to high mortality rates. The combination of 
individual and social actions designed to gain political commitment, policy support and social 
acceptance for health goals are influenced by the interplay between the advocates and the 
strategies they deploy in planning and advocating for maternal and child health issue. This study 
aims to deepen our understanding of how advocacy has influenced maternal and child health 
priority setting in Nigeria. 
Methods: This is a mixed method study that involved 24 key informant interviews, document 
review, policy tracking and mapping of advocacy events that contributed to the repositioning 
of maternal and child health on the political agenda was done. Respondents were deliberately 
selected according to their roles and positions. Analysis was based on Shiffman and Smith’s 
policy analysis framework of agenda setting. 
Results: Our findings suggest that use of various strategies for advocacy such as influencers, 
media, generated different outcomes and the use of a combination of strategies was found to 
be more effective. The role of advocacy in issue emergence was prominent and the presence of 
powerful actors, favorable policy window helped achieve desired outcomes. The power of the 
advocates and the strength of the individuals involved played a key role. 
Conclusion: This study finds it possible to understand the role of advocacy in policy agenda 
setting through the application of agenda setting framework. To achieve the health SDG goals, 
advocacy barriers need to be addressed at multiple levels.
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Introduction
Maternal and child health (MCH) has been a problem 
addressed by most governments, especially those in low 
and middle-income countries (LMICs), and for donors 
and non-governmental agencies, for several decades.1 This 
is particularly due to the high mortality rates recorded in 
these countries. Considerable progress has been made 
in reducing maternal, newborn, and child mortality 
worldwide, but only slow progress has been made in 
LMICs and many more deaths could be prevented if 
effective interventions were available to all who could 
benefit from them.2,3 In Nigeria, there has been fluctuating 
levels of prioritization of MCH among government policy-
makers since the mid-2000s, with the introduction and 
cessation of many policies, programs and interventions. 
This has been said to have partly contributed to the slow 
progress made in tackling MCH mortality.4 The problem 
of sustaining political and bureaucratic commitment for 

the implementation and evolution of policies is a widely 
recognized problem.5 Waning commitment can lead 
to stagnation in implementation, as it undermines the 
likelihood that political and bureaucratic actors sustain 
such policies and strategies over time. There is therefore 
a need to maintain strategic issues on the political agenda 
by supporting their prioritization. 

Studies have shown that many factors influence 
whether issues evolve and stay on the national political 
agenda, such as the severity and group of people affected 
by the problem, the global and national attention given 
to the problem and presence of altruistically motivated 
individuals who initiate a campaign and lobby to 
draw awareness to an issue.6-8 Researchers have, 
however, recommended further, focused research on 
national-level priority setting in LMICs to deepen our 
understanding. 

Within the agenda-setting process, policy advocates can 
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play an important role in portraying policy issues to gain 
political attention and support.6 They may include civil 
society organizations (CSOs), media, medical associations, 
academia etc. (who are they?) and they commonly act on 
how to move citizens’ voice from access, to presence, to 
influence,9 just as Moran et al refer to policy making as a 
process of ‘persuasion’.10 The advocates seek to revise and 
shape the policy agenda to enable its prioritization and 
ascendance into the political cycle.11,12 Some achieve this 
using credible, analyzed and simply-presented evidence, 
thereby bridging the gap between the evidence- production 
system and the policy community.13 By breaking the 
existing information silo, they connect the various 
relevant stakeholders to support policy change - as policy-
makers are confronted with a multitude of competing 
issues and have limited resources for dealing with them.14 
The effectiveness of advocacy has been documented and 
found to be influential in garnering political attention 
for a particular policy and in the introduction of many 
health interventions.15,16 Global attention on maternal, 
newborn and child health (MNCH) has, more specifically, 
been attributed to the result of advocacy by women’s 
rights activists. Studies have shown the effectiveness of 
advocacy in various settings,17 but there are few studies 
considering advocacy for MCH in Nigeria18 or other 
LMICs, considering the fact that the country is struggling 
to achieve set sustainable development goals. This paper 
aims, therefore, to examine how different advocacy and 
lobbying efforts influenced the (re)emergence of MNCH 
as a political priority in the Nigerian context in 2015. It 
draws on empirical data from a case study of maternal 
health policy and program evolution in 2015 following the 
withdrawal of a previous program (SURE-P MCH).

This study adopts the World Health Organization 
(WHO) definition of advocacy for health, which states 
that it is a ‘combination of individual and social actions 
designed to gain political commitment, policy support, 
social acceptance and systems support for a particular 
health goal or programme’.19 This definition is in line 
with Tsui and colleagues’ definition of policy advocacy, 
more broadly, as “an intervention intended to catalyze, 
stimulate or otherwise seed some form of change through 
different forms of persuasion”20 as well as the widely 
known ‘Advocacy coalition framework’.21 Influencing 
public policy change is a difficult and complex task 
because policy change is itself a complex process, 
influenced by many actors and factors – ideology, values, 
power dynamics, available resources, interests, habits 
and traditions.22

It has implications for government and non-
governmental advocates aiming to sustain commitment 
to existing policies in changing political cycles and in the 
presence of a multitude of competing issues. 

Material and Methods 
Study design
This study was undertaken at the national and State levels. 

The Federal Capital Territory (FCT) Abuja was chosen 
because it is the capital of Nigeria and the country’s 
administrative and political centre. Anambra state was 
randomly chosen to explore the play out of events at the 
subnational level.

This study adopted a qualitative study approach23 of 
discourse analysis type. It was conducted between June 
and December 2018, to answer the research question: 
How has advocacy influenced MCH priority setting 
following the withdrawal of SURE-P MCH program in 
2015 in Nigeria? The phenomenon of inquiry is the role 
of advocacy in maintaining MNCH as a political priority 
on the political agenda. Qualitative approach was chosen 
because this study seeks to explore, explain and give 
understanding to a situation.24 Consolidated criteria for 
Reporting Qualitative Research has been applied here.25

Conceptual framework
It uses the Shiffman and Smith framework,26 developed 
for assessing the factors that prioritize some issues over 
others in the process of agenda setting. Four elements 
describe what factors affect national agenda setting: 
the interaction between actors and their power, ideas, 
context of the political environment and characteristics 
of the issues themselves. This framework is said to be 
the most developed and comprehensive-related health 
policy framework.27 Also Shiffman in 2007 had explored 
how maternal health had gained priority and suggested 
that issues were said to have gained government attention 
when the national actors actively give attention to that 
issue; policies addressing the issue are enacted through 
an authoritative decision-making process and resources 
commensurate with the severity of the problem are 
provided.17 These will be used to assess the case of 
advocacy for MCH in Nigerian context.

Smith and Shiffman’s framework states that political 
priority is seen when: political leaders publicly and 
privately express sustained concern for the issue; 
enactment of policies and laws by organisations 
and political systems to address the problem; and 
their provision of resources to the problem that are 
commensurate with its severity.26 These criterion were 
used here to show the outcomes of the advocacy events. 
The framework was selected for this analysis as it is a 
widely used and comprehensive framework (reference) 
Walt and Gilson. In this study the framework was used 
to analyse the data drawn from the Nigerian experience, 
and to consider whether additional factors were relevant 
in this experience.

Smith and Shiffman’s framework was used to consider 
range of the factors that influence the agenda setting stage 
of the policy process.26 This framework (2007)27 identifies 
four determinants of political priority: the power of actors, 
the power of ideas, political contexts, and characteristics 
of the issues. This will help x-ray MNCH advocacy efforts 
in Nigeria, towards the effort to attain health SDG goals. 
This is shown in Table 1.26
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Data collection
Selection and description of participants
Respondents were purposively selected from key 
stakeholders identified during the document review and 
advocacy events’ mapping done at the preliminary stage 
of this study, as advocates or policy makers involved in 
MCH in Nigeria, according to their role and position. The 
Table 2 below shows the profile of the participants.

Table 2 shows the diverse participants recruited for the 
study, their positions and their sex. 

Data was collected using review of relevant documents 
and key informant interviews. Document review was 
conducted to inform the development of interview guide, 
identify the policies and programs carried out in maternal 
health in the past and to map out the activities of advocacy 
groups in MCH at the national and state levels. Landscape 
documents, national reports and policy analysis 
documents were reviewed. The document review mapped 
various advocacy and lobbying efforts in restructuring 

and repositioning MCH on the political agenda, post 
SURE-P. Information was collected with a proforma 
under the following headings: advocacy/ lobbying event 
and why; person /group that led the event; date and venue 
of the event; contextual features of the event; strategies 
used and the outcome of the event. Document review 
identified28 advocacy visits paid to the government at 
either the national or state level after the withdrawal of 
SURE-P program.

Key in-depth interviews with participants were 
conducted face-to-face using a pre-tested semi-structured 
interview guide. The guide was pretested in Enugu 
State, and it explored: the context of MCH in Nigeria 
and how actors perceived maternal health as a problem; 
the strategies adopted by the actors, the outcome of 
the advocacy and what enabled or constrained the 
advocacy events. The findings from the pre-tests were 
used to review and refine the question guide prior to 
usage. Appointments were sought by cell phone and 

Table 1. The four categories for the framework on determinants of political priority for initiatives

Elements Description Factors shaping policy priorities 

Context 
The environment in 
which actors operate

1.	 Policy windows: political moments when conditions align favourably for an issue, presenting opportunities for 
advocates to influence decision makers.

2.	 Global governance structure: the degree to which norms and institutions operating in a sector provide a 
platform for effective collective action.

Actor power
The strength of the 
individuals and networks 
concerned with the issue.

3.	 Policy community cohesion: the degree of coalescence in the network involved with the issue.
4.	 Leadership: the presence of individuals capable of uniting the policy community, acknowledged as strong 

champions. 
5.	 Guiding institutions: effectiveness of organizations or coordinating mechanisms.
6.	 Civil society mobilization: the extent to which grassroots organizations are mobilized to support action.

Ideas 
The ways in which those 
involved with the issue 
understand and portray it.

7.	 Internal frame: the degree to which the policy community agrees on the definition of, causes of and solutions 
to, the problem.

8.	 External frame: public portrayals of the issue in ways that resonate with external actors, especially the political 
leaders who control resources.

Issue 
characteristics

Features of the problem

9.	 Credible indicators: clear measures that show the severity of the problem, that can be used to monitor progress.
10.	 Severity: the size of the burden relative to others.
11.	 Effective interventions: the extent to which proposed means of addressing the problem are explained, cost 

effective, backed by scientific evidence, simple to implement and inexpensive.

Outcomes: Political Priority
•	 When political leaders publicly and privately express sustained concern for the issue 
•	 When the organisations and political systems they lead enact policies to address the problem 
•	 When these organisations and political systems provide levels of resources to the problem that are commensurate with its severity.

Source: Adapted from Shiffman and Smith.25

Table 2. Socio-demographic profile of the participants

Participants/Respondents codes Location Post Total number Male Female

Policy makers (national level) P1,2,3 FCT Abuja Directors FMOH & Assistant 3 2 1

Policy maker subnational level (P4,5,6) Anambra state
Chairman, State house of Assembly, Director & 
Assistant Commissioner

3 2 1

Development partners (D1,2,3) Abuja Director, UNICEF & UNDP 3 2 1

CSO (C1,2,3) Abuja and Anambra Head of Coalition group, Heads of CSO groups 3 1 2

NGO (N1,2,3) Abuja and Anambra Program officers 3 2 1

Professional groups (G1,2) Anambra Group leaders 2 1 1

Media (M1,2) Abuja and Anambra Health journalist 2 1 1

Academia/researcher (R1,2) Abuja and Anambra Professor and Lecturer 2 1 1

Community groups (G3) Abuja Heads of group 1 1

Advocacy Influencers (A1,2) Abuja and Anambra 2 1 1
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personal visits and all participants approached obliged. 
Participants were briefed on the purpose of the study, and 
they understood it prior to giving their written informed 
consent to be involved. Participants were interviewed 
alone in their offices. Interviews lasted about 60 minutes, 
were conducted in English, audiotaped with the consent 
of the respondent, transcribed verbatim and transcripts 
sent back to participants to confirm their credibility. 
Interviews were conducted by the principal investigator 
and a sociologist who served as a notetaker, and both 
are experienced qualitative researchers who conducted 
interviews until saturation was achieved. The participant-
researcher relationship was a good one as diligence was 
applied. The researchers were also flexible, understanding, 
and respectful to the participants and their time. It was 
also a bit personal and friendly as both participants and 
researchers were highly interested in the subject and this 
led to the success of having all participants approached, 
grant interviews willingly. 

Data analysis
The document review was analysed using the manual 
content analysis method with a proforma. Information was 
extracted under the headings outlined in the proforma, 
following the headings identified from the Shiffman’s 
framework.26 Qualitative data audiotapes were transcribed 
verbatim, anonymised, double coded by the author and 
the note taker in MS Word using colour-coded highlights 
and analysed using manual thematic and framework 
analysis of the main topics outlined in the interview guide. 
Other codes not included in the guide emerged during 
the reading of the interviews. Inter-coder reliability was 
established by having a trained public health specialist 
code two transcripts to determine levels of consistency, 
and discrepancies were resolved through consensus 
building. Findings were supplemented and validated with 
document review. Also, a validation meeting was held, 
and participants mostly corroborated our findings and 
reiterated the need for more advocacy and coalitions to be 
built if MCH indices of Nigeria is to be improved.

Results
This is presented under the following headings: Perceived 
advocacy outcomes; Contexts that enabled advocacy 
to have effect, Power of the actors, the ideas and issue 
characteristics. 

Perceived advocacy outcomes
Political leaders’ express of sustained concern for the issue
Sustained concern for MNCH in the country by the 
policy makers was perceived to be a major outcome. 
All respondents attributed this to advocacy activities 
happening in the country which intensified following 
the withdrawal of SURE-P MCH program. One of the 
respondents said,

“Advocacy is very good... So, advocacy is a powerful 
tool because most of these people you know they are not 

health workers, the governor is not a medical doctor, so 
it is not like he doesn’t know, but when you come to him 
as an advocate and you are able to give him facts looking 
at indices and looking at what is on ground, telling him 
the gaps and everything, he will understand and he will 
quickly key into it, that is how we have been able to 
sustain things till now” (A1).

Enactment of policies and laws by organisations and 
political systems to address the problem
Some policies were perceived to be attributed to the 
advocacy activities that took place in those places. Free 
MNCH services at the state level was implemented as a 
response to the evidence presented by an advocacy group 
during one of their visits, 

“If you have been to Bayelsa, you will know that a lot 
of their areas are surrounded by water. As rich as the 
government may be, the people living there were not 
having good medical care services. When we found out, 
what we did was to pay advocacy visits to the governor of 
Bayelsa and you don’t just go and sit in front of him and 
tell him he has poor indices, you will not score any point. 
What we do now is that even videos of how people were 
delivering there by putting herbs inside somebody’s body 
parts, by jumping on somebody’s tummy to push out the 
baby have been captured and how people died. These 
very graphic details were revealed to the governor, he said 
he never knew that it was as bad as that. We then signed 
a MOU with the state. The governor has bought deeply 
into it because in the state now, if you register for ante-
natal, you are paid cash (CCT), if a man’s wife registers, 
same thing. There’s a policy to that effect” (G1).
Other policy issues perceived by respondents to be 

attributed to advocacy include Inclusion of MNCH 
interventions and packages in the current basic health care 
provision fund (BHCPF) scheme, which is a social health 
insurance scheme that will provide free care to mothers 
and children in the rural communities, especially for the 
indigents. A reporter for a media house had this to say, 

“Yes, there are some advocacies that has been directed 
at MNCH issues that has been quite effective. One was, 
[apart from the larger national health care ACT], there 
has been consistent advocacy to get the BHCPF into the 
budget as done, but not just getting it into the budget but 
having it released and ear marked. That’s one of them 
and we know that the BHCPF mostly addresses free 
maternal and child health” (M1).
Also, the PHCUOR policy which has 6 main components 

and 3 of which relates to mothers and children. This was 
said to have been implemented in the sub-national levels 
through advocacy. 

“….in the passage of primary health care development 
agency bill in Anambra state, we championed it and 
paid advocacy visits to the house of assembly and the 
commissioner for health, then and the governor took 
it upon himself to send the bill as executive bill to the 
house of assembly. Following advocacy to the ministry 



Okeke et al

Health Promot Perspect, 2023, Volume 13, Issue 2 151

of justice and other line ministries, it was passed and 
then we persevered until the board was inaugurated and 
members were appointed and inaugurated immediately, 
and they moved into action” (C2).

Provision of resources to the problem that are commensurate 
with its severity
This have been seen as a sign of political priority for a 
cause and was identified in this study, 

“I remember one specifically, UNICEF is interested in 
maternal and child nutrition and when we developed 
the benefit package initially, we wanted to have a slim 
benefit package, so it had nothing on nutrition but there 
was this targeted advocacy to the Minister of Health and 
the Minister of Finance and eventually we agreed to add 
child nutrition to the benefit package” (D2).
 Yet another respondent reiterated that increase in health 

budget and releases was due to their advocacy efforts, 
“…so I can say that the increase in the budget was as a 
result of that advocacy and the other advocacies that had 
happened in the past. So eventually, the 2018 budget for 
health was increased adequately.” (C3).
Interestingly, all respondents attested that material and 

human resources had been provided for MNCH due to 
advocacy, all these point to the fact that advocacy has had 
positive outcomes in Nigeria.

“We have seen cases whereby some line items have been 
removed from the budget or funding being cut, but 
because of our advocacy, we have been able to return 
those funding back and those funding received their 
appropriate attention, especially those for MNCH, even 
increased number of workforce and materials” (P6). 

Identified barriers to effective advocacy
The identified barriers to effective advocacy include 
a) Lack of conceptualized, feasible, efficient and cost-
effective solution to MNCH problems; b) Lack of 
coordination amongst the advocates as different groups 
were reported paying advocacy to the same politicians 
for the same issue at different times and the politicians 
found it to be quite irritating. Other barriers were 
found to be mostly contextual, such as the lack of job 
specification for the three tiers of government as the 
Nigerian constitution does not have a clearly defined 
role of specific health responsibility for the three tiers 
of government; Top-bottom approach to policy agenda 
setting and formulation with lack of input from the 
citizenry as stated by most of the respondents; Use of 
advocates who are not knowledgeable in that area and 
are not well equipped with the right information nor 
evidence; issues with trust relationship between the 
advocates and the government was more prominent at the 
subnational level, making it difficult to get commitments 
from the politicians. 

We look at what enabled advocacy to have effect, 
considering the framework and these include contexts, 
actor power, ideas and issue characteristics.

Contexts
Political context
Participants attested to the fact that change in government 
at the moment helped the advocates pursue and convince 
the incoming government on the need to include MNCH 
on their campaign mandate, as this will attract the said 
population, mainly the women. After the elections, 
the politicians had to live to expectations and fulfil the 
promises they made when reminded by advocacy visits. 
Whereas respondents perceived that the politicians at 
the subnational level were not under social pressure and 
exhibited little political will, despite various advocacy 
visits. This was attributed to the fact that there was no 
change in government. Also, the government at this level 
was not eager to adopt the initiatives from the national 
since they were from opposition party.

Having a de-centralized health system
Nigeria has a decentralized health system: the Federal, 
State and Local government. These are all responsible 
for the health of mothers and children, though the first 
point of call is the primary health centres which is the 
responsibility of the local government. This decentralized 
health systems has its merits and demerits. One of the 
national respondents said: 

“Now if you look at the Federal level, the problem is 
even more compounded because of the lopsided nature 
of the Nigerian government and the structure of Nigeria. 
Because this maternal and childcare issue is supposed to 
be a primary health issue, isn’t it? Now, this should be 
cascaded down to the States and Local Governments. 
But since there are Primary Health Centers that Federal 
Government is responsible for, tell me how they will 
be in Abuja taking care of the Primary Health Centre 
in my little village. That disconnection is part of the 
problem”. (N3).

Having available policy/legal frameworks
Most of the respondents stated that the existence of 
policies and legal framework for MCH in the country was 
an enabling ground for advocating and lobbying for MCH 
issues. The policy makers are more likely to agree to a 
cause that has a legal backing.

“...having policy pronouncement and policy document 
as always is not the problem of Nigeria and Nigerian 
government but after getting these, implementing them 
becomes a problem because every government talks 
about the care for the mother and child, having adequate 
facilities, doing this and doing that. But, bringing that 
talk to work is a huge problem. We go with these policies, 
and they are more likely to agree.” (C3). 

Actor power
Make-up of the advocacy groups
The advocates were similar at the national and sub 
national levels though more actors come to play at the 
national level, with a lot of international attention too. 
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Some groups were homogenous, such as the professional 
groups with only doctors from one specialty advocating for 
mothers and children. Other times, the advocacy groups 
were composed of people from different backgrounds but 
with same vision and mission, pursuing same goal. 

“…advocacy is better when groups of people come together 
and have a common vision and through a coordinated 
activity, meet the right people and are given audience, 
then they are more likely to achieve their aims. (G1). 

Ability to attract resources for MNCH
The MNCH advocacy groups were able to organize 
themselves, acquire resources, mobilize members some of 
whom are powerful and connected and can help the group 
in various ways. According to a respondent, 

“…so number one is the passion, coalitions are formed 
based on passion. Number two is the passion that drives 
the coalition. The third is the ability, the capacity of the 
coalition and then the unity of purpose. They must have 
a common vision to be able to achieve any result as a 
coalition. These were all present in our group”. (C1). 
While other advocacy groups attributed their effective 

advocacy to the success gained in the past and the power 
of the people involved as explained by an advocacy 
coalition head, 

“Our enabling factors were our past records, what we 
have been able to achieve in the past without any major 
support, I think they were actually moved by the fact that 
we were able to achieve a certain level without support 
so that was what motivated this our advocacy group, 
coupled with the caliber of individuals here” (C2).

Ability to interact and generate evidence using victims
At the subnational level, the CSOs are seen to actively 
engage with the people in the community. They go around 
interacting with those in the grassroots and generate 
convincing evidence. In some instances, the members of 
the community are recruited to present themselves to the 
policy makers to drive home their points. This the CSOs 
confirmed was useful for effective advocacy. 

“…we even brought some of these women who had lost 
their child or those who cannot afford to pay their medical 
bills to speak for themselves during our campaigns” (C2). 
The advocates first understudy the policy making actors 

and then decide who to meet and when. The process of 
engagement could be a very tortious track as getting an 
appointment sometimes takes a long while, 

“Most times we need to come severally before we can 
meet with the policy makers as they are understandably 
very busy” (N1).

Use of advocacy influencers
Our findings revealed that most groups with successful 
outcomes made use of advocacy influencers, as a means to 
get to the policy makers, 

“Yes. If its areas we want to go see the Igwe, we use the 
chairman, health committee. The person selected, must 

be an influential figure.” (N3). 
They are known to intercede and hasten policy processes 

as stated by a national advocate, 
“Yes, it was because the first lady was there, and that 
was a very big driving force and based on that it has 
succeeded, and we also once in while have meetings 
where we invite the wives of the governors….” (P5). 
Advocacy coalition groups that made use of strategies 

like engagement of the public and consensus building 
perceived it to be of little benefit to them as it was very 
difficult to hold down the politicians after the event. 

“We called them to a workshop where the community 
members were present, and we present our evidence, and 
they are forced to make promises” (G3). 

Ideas
The identification of MNCH as a problem in Nigeria 
Our findings reveal that the ability of the advocates to 
convince the policy community by shaping the definition 
of the problem of MNCH and stating that most causes 
of MNCH morbidity and mortality are preventable was 
effective. All the participants viewed MCH as a very big 
problem in the country, with little progress on addressing 
this. As one respondent states: 

“It is a problem because adequate attention is not given 
to the health of the woman and the child. There are no 
adequate facilities. The maternal health is supposed to 
be free, but it is not, and you find out that many women 
patronize unqualified traditional birth attendants due to 
these reasons” (C1).
Yet another respondent said, “I want to tell you one 

thing that Bill Gates said when they had Nigeria Business 
Round table, that Nigeria is the most dangerous country for 
a woman to deliver a child and that is just the situation, 
because if you look at the rate of maternal and infant 
mortality, you will now find out that this is true.” (P5).

Proper framing of the MNCH problem
Framing the issue and proper presentation of the 
magnitude of the problem of MNCH in Nigeria was a 
strategy used by all the groups. This was done through 
the media in some instances, where the journalists created 
scenarios and pictures that were quite empathic. The use 
of national figures of the death of mothers and children 
and comparing these with other low-income countries 
made it easier. One of the development partners said:

“…we have relationship with the press and media which 
is very good, you can’t do advocacy without talking with 
the media, one of the good things is that we have very 
strong relationship with media in Nigeria and globally, 
so we use them whenever we want to advocate for faster 
results” (D2). 
They also portray these as human rights and social 

justice issues, such that the citizens then demand for their 
rights during election campaigns. As a result of persistent 
publicity, MNCH issues became a significant topic during 
political campaigns. This is further highlighted by the fact 
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that the women form a significant percentage of voters 
(30%) and the MNCH issue is guaranteed to attract their 
attention and votes.

MNCH in Nigeria has been linked to many conferences 
attended by the country as a member states at which they 
signed memorandum of understanding, such as: Maputo 
protocol by decisions taken at the 1987 Nairobi conference 
on safe motherhood initiative; the 2000 Millennium 
summit that mapped out the 8 priority goals to be 
achieved by 2015, of which 4 and 5 targeted the reduction 
of maternal and child mortality respectively, at the end of 
which came the selection of SDGs and the development of 
a global strategy (Every woman every child) for Women’s, 
Children’s and Adolescents’ Health (2016-2030) by H6 
agencies.

Issue characteristics
The presentation of MNCH problem
The characteristics of the issue of MNCH has made it 
easier for advocacy to take place. First was the common 
nature of the problem and the fact that it affected a large 
number of the vulnerable population as stated by most 
respondents. Second was the availability of data from 
reliable sources showing the bad indices of MNCH 
in Nigeria Nigeria’s position was seen as worse than 
many low-income countries with less resources than 
Nigeria. The actors adopted greater use of quantifiable 
indicators, such as use of survey findings by international 
organizations like UNICEF that presented maternal 
mortality rates as higher (814/100 000) than the current 
rate being helped draw attention and resources to the issue 
when advocated for. All these led to the sustainability of 
issue attention on the country’s political agenda and gave 
a good understanding of the MCH problem, thus creating 
an enabling environment for the advocates. Third is the 
availability of resources for adequate intervention if the 
political will is present. 

Discussion
This paper shows the role of advocacy in maintaining 
political commitment and attention to an issue over time. 
Studies have shown that MCH policy issues have been 
fluctuating in terms of commitments received from the 
government over time,28,29 coupled with the issue of falling 
donor commitment with little or no sustainability plans.30 
This is consistent with Crichton’s analysis in 2008 where 
Joanne used the Grindle and Thomas framework to show 
the fluctuation in Kenyan government’s commitment to 
family planning policies.31 He concluded that despite the 
increase in policy space experienced, they did not believe 
that they had achieved success.31

The competing health needs of diverse populations and 
ever reducing resources available to support these needs 
often serve as the drive for the initiation of advocacy to 
improve health outcomes. Various MNCH advocacies 
were carried out by actors who were motivated not just by 
a logic of consequences but by a logic of appropriateness.32 

Some of these advocates in Nigeria formed coalitions that 
possess the characters identified internationally by authors 
as being an enabling factor for success such as gaining 
status, access, resources and diversity in groups.32-34 The 
presence of strong institutions and coordination of the 
actors involved in advocacy enabled the acquisition of 
political support. This contrasts with the case of the safe 
motherhood as shown by Shiffman and Smith where it was 
difficult to mobilize global support for maternal mortality 
reduction due to weak guiding institutions.26

The study findings reveal that most advocates went 
through policy influencers. In Nigeria, the wives of the 
governor’s forum is a powerful group that was identified 
as influential and contributory to the achievement of 
advocacy goals. These findings are consistent with results 
from previous studies.35,36 Other policy influencers 
identified were celebrities who supported advocacy 
through fund-raising, film making, writing articles, 
meeting supporters, attending rallies, signing petitions 
or through donations. It can also involve less visible work 
behind the scenes like meeting policy makers or arranging 
such meetings between them and the organizations they 
support.37,38 They effectuate the goals of the advocates 
that engaged them as their messages have a wider reach 
because of their position and the number of followers they 
have on social media. This resonates well with Nigeria as 
the entertainment sector has grown very strong and is 
second only to Hollywood and Bollywood, and so explains 
the much attention received by these celebrities. There is 
need to identify more of them and engage them to use 
their personal and professional experiences to persuade 
policy change in MNCH as celebrity advocacy has been 
found to be very effective.39

MNCH was aligned with global and national norms 
which are both strong and favourable. The advocacy 
actors framed the issue to align with the international 
priorities such that the problems were well portrayed 
and understood by all in the country. This is a strategy 
commonly used as shown in other studies.8,40-43 It is 
also called shift in understanding, which attracted the 
attention of the policy makers and politicians and guided 
their future actions in the adoption of Saving One Million 
Lives Program For Results (SOML PforR). These findings 
are consistent with other studies.40-43 Advocacy groups 
facilitated country policy adoption and the development 
of roadmaps for MNCH in African countries,44 of which 
Nigeria was one of those countries. This is worth emulating 
as it’s effectiveness in advocacy has been widely portrayed. 

The findings reveal that the advocates were able to show 
that the MNCH issue was severe but could be prevented 
if certain interventions are put in place as shown in other 
countries.45-47 

The use of media played a great role as observed by 
some authors that intense media attention increases the 
importance of public health issues.48-50 A political scientist, 
Bernard Cohen also noted that the media may not be 
successful most of the time in telling people what to think 
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but it succeeds in telling them what to think about and 
how to think about a story,51 while other authors states that 
mass media creates our picture of the world.52 It has been 
shown that when the media chooses and concentrates 
on an issue, it makes the issue look more important than 
the others. Media advocacy is an important method 
of building public and governmental commitment to 
MNCH as stated by a Nigerian author.53 This is because 
in Nigeria, everyone is tuned to one form of media or the 
other, even in the rural areas with no electricity, batteries 
are used to power devices. Engaging with the media to 
improve accurate reportage and coverage of MNCH 
problems in Nigeria is critical to framing the agenda and 
holding policymakers accountable to addressing these 
critical issues as it has been found to be faster, has more 
widespread, and it’s more effective.

The barriers to effective advocacy identified in this 
study resonates with problems identified by other authors 
as constraining advocacy in their countries.50-54 The issue 
of top-down approach to policy formulation is a common 
phenomenon in Nigeria because of the wide nature of the 
country in terms of the population, culture, religion and 
beliefs. Making decisions that will improve the health of 
over 196 million citizens is not easy and changing people’s 
conditions is an inherently political process that demands 
decision makers struggle with competing interests for 
inevitably limited resources. They therefore need sustained 
advocacy for formulation of policies that will benefit all 
groups and for the implementation of policies adopted at 
the State levels. This is because of the decentralized nature 
of the country, where states are not mandated to carry out 
federal policies. 

The limitation of this study is that it is difficult to 
attribute some of the outcomes stated in this paper solely 
to the gains of advocacy. In policy settings, this is almost 
impossible since randomizing advocacy interventions in 
a porous and well-connected policy field is infeasible.55 
Through tracking and triangulation of the advocacy 
activities with interviews to support the policy landscape, 
we were able to highlight some of the contributions 
of advocacy. Our recruitment strategy may have an 
influence on how generalizable the findings are to the 
wider population. The recruitment procedure may have 
resulted in a larger proportion of stakeholders who were 
well informed. However, the framework used, the themes, 
conclusions and recommendations presented are useful 
and applicable to other contexts. 

Implication for practice
This study builds upon already existing policy analysis 
framework to examine contributions of policy advocacy 
interventions to national and sub-national MCH policy 
sphere. The Shiffman and Smith framework on factors 
influencing political priority for global health issues has 
identified issues to be considered for practice such as 
actor power which in this case varied, but most impact 
was made by the groups that had influential members 

in their coalition. The need for identified issues to be 
framed to resonate with global agenda. Also, the use of 
media for wide publicity is very useful while advocating. 
Identifying the right political context which in this case 
characterized by the election period and the change in 
government during which the issue was highlighted by 
the advocates with the use of numerical indicators to show 
the worsening maternal and child mortality rates which 
could be changed with the use of easily implemented 
interventions as shown in other countries as well.26,42,43 
The identification of barriers to advocacy was necessary 
to highlight the issues that need to be addressed in order 
to achieve advocacy goals. 

Conclusion
In conclusion, this paper generated insight to advocacy in 
MCH policy issues through the application of an agenda-
setting framework to examine contributions of policy 
advocacy activities at the national and sub-national level.26 
It hopes to advance the field of health policy analysis in 
low- and middle-income countries by showing how the 
use of framework offers a useful approach for organizing 
and analyzing data. It identifies effective strategies used by 
advocates to increase national and State attention for MCH 
issues in Nigeria and recommend their use in identifying 
legitimate problems, such as formation of advocacy 
coalition groups; framing MCH issue and linking it to the 
larger agendas of SDGs post unachieved MDGs, and to 
women’s and child’s right; taking advantage of national 
level policy windows related to change in government and 
political parties. Our study provides insights into issues 
that groups advocating for health issues at the national 
level will need to consider in strengthening the results of 
advocacy.
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