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Adamawa reports progress across governance, PHC coordination, integrated RMNCAH+N services, 

GBV/ASRH programming, data systems and commodity availability, aligned with SWAp, AOP and MAMII 

priorities.

9
MAMII LGAs 

prioritised for full 
intervention coverage

460
PHCCs supported 

with FP commodities

479
HFs covered by 

EmONC assessment 
in 21 LGAs

226
PHCs reached 

through ISS 
quarterly

1,502,322
under-five children 
reached with PHC 

services

108,480
Adolescents/young 
people reached with 
SRH/HIV services

s

41,850
new pregnant 

women reached

9,030
premiums provided 

under health 
insurance

Sustain integrated mentoring and supportive supervision, referral continuity, 

commodity availability, data quality and government ownership through Q3/Q4 

implementation.



SUMMARY OF 
ACHIEVEMENTS

(Jan – June 2026)

PHC Systems 
Strengthening

Integrated Maternal, 
Newborn and Child Health 

Services

Community 
Health SystemAdolescent 

Health

• Auxiliary Community Based Health Workers: 

MAMA-TO-MAMA SUPPORT GROUP with 4,185 

members tracked and referred 15105 pregnant 

women for ANC and HF delivery, also 

promoting key RMNCAH+N messages

• Fathers for Good Health (F4H) with 2260 men

promoting demand generation

• WDC/VDCs – coordinating PHC activities at

ward and community level

• Adolescent One-Stop-Shops functional in the

20 LGAs

• 4520 reached monthly with key AYHF

messages

• 420 Youth vanguards influencing Social

Behavioural Change across the 21 LGAs

• Promotion of Menstrual Hygiene

Management: 465 empowered with skills on

making reuseable menstrual pads

• Position of 120 Nurses and 226 Community Midwives in HTR 

settlements and high density PHC centers across the 20 LGAs

• Health Insurance: Payment of premium 7,500 vulnerable accessing 

quality RMNCAH services

• Provision of Health commodities by State Government 

strengthening delivery of quality health services

• Supported implementation of the HOPE PHC agenda of SWAp

• AOP: 2026 AOP developed, disseminated reviewed quarterly in line with SWAp

• CMR SOPs and referral pathways: Adamawa State CMR SOPs and referral

pathways policy developed and signed

Adamawa reports progress across governance, PHC coordination, integrated RMNCAH+N services, GBV/ASRH programming, data systems and commodity 

availability, aligned with SWAp, AOP and MAMII priorities.



Adamawa health sector has recorded significant progress across key Maternal 
and newborn interventions
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Maternal and newborn service-use trends, 2022–2025

Sustained gains recorded 

across ANC 4+, skilled birth 

attendance, live births and 

early postnatal contact by 2025.

Proggrammatic strategies: 

protect progress through HRH 

availability, functional referral, 

quality of care and commodity 

continuity.

Indicator 2022 2023 2024 2025 Change

≥4 ANC visits 86,177 78,782 94,567 148,965 +72.9%

Deliveries by SBA 108,778 117,216 141,964 235,604 +116.6%

Live births 113,307 119,183 146,566 240,023 More than doubled

1st postnatal visit within 3 days 75,326 86,229 125,226 261,097 +246.6%
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The graph presents the source trend for Penta 1, Penta 3 and full immunisation for children under one.

+24.4%
Penta 1 increase

+26.1%
Penta 3 increase

+31.5%
Fully immunised <1 increase

Programmatic strategies: Sustained 

gains through quality microplanning, 

last-mile supply, demand generation 

and supportive supervision.

Indicator 2022 2023 2024 2025 Change

Penta 1 given 229,088 236,695 250,320 284,902 +24.4%

Penta 3 given 216,985 225,557 239,097 273,602 +26.1%

Fully immunised <1 year 193,663 201,054 223,251 254,614 +31.5%

Adamawa health sector has recorded significant progress across key Maternal 
and newborn interventions



• Partnership with ALGON and traditional 

leaders (emirs and district heads) 

through quarterly evidence-based 

engagement focusing on program 

sustainability, high level program 

monitoring/feedback o address health 

system issues like HRH availability and 

performance, essential commodities

• Partnership with CSOs and Professional 

bodies for clinical mentoring, program 

monitoring and accountability, 

• Adolescent and Gender mainstreaming 

using stronger multisectoral and multi-

agency collaborations

What we did differently to fast-track achievement of results for women and children

ACCELERATION 

STRATEGIES

SCALE-UP 
STRATEGIES

• LGA taskforce on PHC. 
scaled up across the 21 
LGAs with LGA Chairmen 

• Community Health System: 
Scaled up Mama2Mama 
Support groups and F4H

• Digitalization of HRH system 
(HRH Biometric System –
Ongoing) to strengthen 
accountability at HF and 
LGA level to minimize 
wastages

Programmatic 
Convergence 
and Integration

• Synergy between health sector,

Planning Commission, Women

Affairs, WASH and Education sectors

emphasizing a more integrated and

cohesive service delivery model at the

PHC level, integrating immunization,

MNCH, SBC, nutrition, WASH, CP

and SP services

• Joint Health Sector Annual 

Operational Plan Developed and 

operationalized 

• Joint Health Sector Annual Review 

(JAR) carry out joint monitoring visits 

where possible.

• Private Sector engagement - ongoing

LEVERAGING 
STRATEGIES

• Alignment with Sector-Wide Approaches 

(SWAp) at subnational level 

strengthening joint planning, monitoring 

and evaluation towards achieving local 

needs and improving outcomes

• Leverage on the LGA autonomy to 

increase LGA-level funding and 

leadership for PHC

• Renewed focus on PHC innovative 

financing – counterpart funding, 

BHCPF- IMPACT- Domestic Funding 

opportunities etc.

• The Humanitarian and Development 

Nexus: PHE Preparedness and Response 

(Cholera, CSM, Lassa Fever, diphtheria, etc.



KEY PROGRAMME ACTIVITIES

KEY SARAH INITIATIVE 

ACTIVITIES 

plus

M&E INDICATORS



State 
Task 

Force on 
PHC

EU-SARAH 
State 

Governance 
and 

Committee

RMNCAH
N TWG

Service 
Delivery

Health 
Financin

g

Logistic
s 

Evidence & 
Data for 
Results 
system 

Advocacy 
Social & 

Community 
Mobilization

Chaired by 

Hon. 

Commissioner 

for Health

Chaired by 

Deputy 

Governor

Chaired by 

EC 

ADSPHCDA

LGA Taskforce 

on PHC 

Technical Working Groups

State Governance and Coordination Structure



Output 1: governance, coordination and health 

financing
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Coordination is anchored through three structures supporting PHC leadership, 
RMNCAH+N/GBV coordination and multi-sectoral convergence.

Structure Description
Meetings 

Held Remark

State Taskforce on 

PHC

Headed by Her Excellency, the 

Deputy Governor of Adamawa State.
2

Three resolutions reached to 

increase HRH in the PHC 

sector.
RMNCAH and GBV 

TWG meetings

Coordinates RMNCAH+N services, 

including GBV coordination.
2

56 stakeholders and partners 

reached.

SARAH Governance & 
Coordination 
Committee

Coordinates line ministries for 

inclusion and convergence.
1

Multi-sectoral engagement: 

Active participation by six line 

ministries

Indicator Activity Target Achievement
1.1.1 States supported to conduct 
quarterly State Taskforce on PHC Force 
meetings with focus on RMNCAH+N, 
GBV, SBC

Quarterly State Taskforce meeting under the 

chairmanship of Her Excellency, The Deputy 

Governor of Adamawa State.

1 1

1.2.1 LGAs supported to conduct 

quarterly PHC advisory meetings

Quarterly LGA Taskforce meeting under the 

chairmanship of the LGA Chairmen.
80% 60%



Skills set needed to implement these priorities

Immunization Programming

• Vaccine management (Supply Chain) skill 

• Communication skills (community

engagement)

• Monitoring and Evaluation Skill

Maternal and child health

HSS

• Advocacy, management & leadership abilities

• Evidence based Planning skills

• Monitoring and Evaluation Skill

• Understanding of the Nigerian healthcare 

system and policy

• Information technology skills

PHE

1. Coordination skill

2. Risk Communication skill 

3. Data Management skills

4. Forecast and Quantification skill• Clinical competencies 

• Data and analytical skills

• Communication skills (community engagement),

• Forecast and Quantification skill

• Behavioral science skills 



Output 2: Service delivery

Output 2: integrated RMNCAH+N service delivery results
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Access gains are reported across skilled birth attendance, beneficiary enrolment and family planning commodity 

distribution.

Indicator Activity Target Achievement

2.1 Proportion of births 

attended by skilled health 

personnel

226 Community Midwives and 113 Nurses/Midwives 

provided with logistics and repositioned in hard-to-reach 

and high-density PHC centres to strengthen MNCH 

services and reduce maternal/neonatal mortality in line 

with MAMII.

Adamawa: 

74%

73% (DHIS2: Jan–

Dec 2025)

2.2 Eligible persons within 

priority LGAs accessing 

essential RMNCAH+N services

Enrolment of beneficiaries using SUCO register.
15,000 

beneficiaries

15,000 enrolled:

9,030 (7,500 + 1,530); 

beneficiaries have started 

accessing services

2.3 Women of reproductive age 

whose family planning need is 

satisfied with modern methods

Quarterly last-mile distribution of FP 

commodities across 460 health facilities.
72.4% 57%

Tracking focus
Monitor SBA progress, SUCO enrolment service use, and FP commodity availability to close the remaining family planning target

gap.



Service reach: under-five children and pregnant women
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Under-five children

Target = 1,119,982

1,502,322 
under-five children reached with routine PHC services 

including immunization

Pregnant women

Target = 391,993

41,850
new pregnant women reached

Adolescents and young people

Target = 175,000
108,480

reached with SRH messages and HIV services



Output 2: Service delivery

Service reach: HRH and health insurance
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Human resources for health
226 Community Midwives and 113 Nurses supported with logistics 
and repositioned to HTR communities and high-density PHC 
centres. 452 health workers trained on adolescent- and young-
people-friendly health services using FMOH guideline.

113 students enrolled into the community midwifery training 
programme

1,500
HRH target

500 community 

midwives 

791
Trained

113 Enrolled in 

CNM



Output 3: Data systems

Output 3: data systems, digital health and accountability
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Strengthened reporting, supervision and disaggregated data are critical for evidence-based RMNCAH+N and GBV 

programming.

Indicator / area Activity Target Achievement

Strengthen M&E at subnational, LGA 

and PHC levels for RMNCAH+N and 

GBV programming

32 data managers trained (MROs, M&E and facility data clerks) 

to support SBBC implementation.
403 PHCs 32

# of PHCs conducting quarterly 

MPCDSR notification, reviews and 

remedial actions conducted and 

documented 

42 LGA M&E and Assistant M&E trained on reporting of 

disaggregated demographic data for RMNCAH+N and GBV.
42 42

Integrated supportive supervision

2 quarterly ISS conducted in 2026 by state and LGA managers 

covering 226 PHC centres using NPHCDA ISS Tool and GBV 

audit/safety tools.

226
226 HFs reached, one 

PHC per ward

Reporting emphasis
Use supervision findings, scorecards and facility data to support routine review, bottleneck identification and corrective action at state and LGA levels.

Reporting and demographic 

disaggregation

Percentage of facilities reporting quarterly on e-MPCDSR ↑ to 80% 53.4%



Evidence-based PHC, commodities and accountability mechanisms

11

Health commodities
Family Planning commodities procured and distributed to 460 

Primary Health Care Centres across 21 LGAs.

Scorecards & bulletin
Quarterly development and dissemination of RMNCAH+N 

Scorecard and Health Bulletin at state and LGA levels.

Community MPDSR
Community MPDSR implemented in all 9 MAMII LGAs to 

strengthen maternal and perinatal death surveillance and 

community response.

EmONC assessment
EmONC assessment completed across 479 health facilities in 

21 LGAs; report ready for dissemination in Q3.

Focus: evidence-based PHC/RMNCAH+N programming, GBV accountability and commodity availability.



Implementation challenges, mitigation and escalation status
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Challenge Mitigation implemented / planned Status / escalation

Insecurity: banditry attacks and communal 

clashes

Not stated in source slide; requires security-aware planning, route assessment and 

escalation through appropriate coordination structures.

Lingering / escalation to be 

confirmed

Public health emergency: cholera outbreak
Development of multisectoral preparedness and response plan; prepositioning of 

supplies.
Preparedness actions ongoing

Weak referral system
Strengthen State Emergency Medical Service and Ambulance System (SEMSAS) / 

Rural Emergency Service and Maternal Transport (RESMAT).
Ongoing

Fluctuating supplies of commodities for 

MNCH

Not stated in source slide; requires supply-chain follow-up, commodity tracking and 

timely replenishment.
Requires escalation / update

Gender norms
Promote male engagement to encourage shared decision-making and support for 

women's and girls' health and rights.
Ongoing

Incomplete attendance of TWG members 

during meetings
Early sharing of meeting timeline to allow members adjust their schedules. Completed



Priority activities planned for Q3 and Q4 2026
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Forward priorities require coordination, timely support, data quality, equipment support and inclusive service access.

1. SBBC implementation
Implement SBBC in 9 MAMII LGAs.

2. Neonatal services
Strengthen service providers to deliver quality neonatal services.

3. Community Health System
Scale up Community Health System in line with NPHCDA guideline.

4. EmONC dissemination
Disseminate the Adamawa State EmONC report.

5. Health insurance access
Enrol additional 1,423 vulnerable women and adolescent girls, focusing 

on GBV and fistula survivors.

6. MPCDSR capacity
Support quarterly LGA-level MPCDSR data management capacity 

building for PHC focal persons.

7. HRH
Roll out Biometric Attendance Monitoring system in public PHC 

facilities in selected LGAs.

Q3–Q4 focus
Implementation readiness, data quality, equipment support and inclusive service access.



Key asks for the GCC
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GCC support is requested to sustain implementation momentum and strengthen outcomes.

1. Referrals and supervision
Support provision of tri-cycles and a vehicle for 

supervision.

2. SBBC learning visit
Support a study tour to Tanzania on operationalisation of 

SBBC.

3. Government commitment
Support high-level advocacy for sustained government 

commitment.

4. Counterpart funding and ambulatory service
Support provision of tri-cycles for wards, especially in 

MAMII LGAs.

Decision required
GCC support will help sustain supervision, SBBC scale-up, government ownership, referral continuity and financing 

continuity.



Closing alignment

Follow-up tracking focus for implementation and reporting
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The GCC discussion should translate achievements, risks and asks into clear follow-up actions for Q3/Q4 

implementation.

1. Governance follow-up
Track State Taskforce resolutions, LGA PHC advisory 

meeting coverage and TWG participation.

2. Service delivery follow-up
Monitor SBA, FP method satisfaction, SUCO service 

access, AYP reach, HRH deployment and insurance 

utilisation.

3. Evidence follow-up
Use ISS, scorecards, health bulletins, MPDSR and EmONC 

findings to guide corrective action.

4. Decision follow-up
Assign owners and timelines for referrals, SBBC learning 

visit, advocacy, counterpart funding and ambulatory 

support.

Bottom line
Adamawa State has implementation momentum; Q3/Q4 success depends on coordinated follow-through, risk 

management and timely GCC support.



Action pictures

Implementation evidence: coordination and service delivery
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Action pictures

Implementation evidence: PHC, referrals and facility work
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Thank you
Adamawa State Update | EU-SARAH GCC Meeting


