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Abstract
Public policy is a well thought-out statement andrdinated plan of action by government to addeesksolve
identified problems facing members of the publis. ‘publicness’ derives from its ability to compestd the
supra-value of the public interest and over-archiegire to meet the needs and aspirations of thpl@én a
manner that conforms to their expectations. In o&frias in some other parts of the world, however,
implementation appears to be the graveyard of pytdilicy. Experience reveals that many so-calleflipu
policies are driven by private, individual or gromperests that affect their delivery capacitiehahé this is not
the case, policy implementation encounters so n@applems, including that of continuity that theyl fe
achieve the expected good for members of the pohblia sustainable, long term basis. In light ofdheve, this
paper assesses the ‘Abiye’ Safe Motherhood Progeaofrthe Ondo State Government in South-West Nageri
which was designed to address the challenge of migernal mortality in order to meet one of thel&fihium
Development Goals (MDGs). To achieve these, tha@aautxamines the groundwork for the programme, its
structure, implementation, reach and impacts orlitles of the people by combining the social suraesthod
of interview with content analysis of availableetiiture. Our findings show that although the progne
succeeded in reducing maternal mortality rate figgnitly within the state, like other public poks and
programmes in many unstable democracies of thedWrld, it nevertheless faced several challengésed
to implementation. The paper addresses these ankkssons in order to improve the delivery capesiti
outcomes and the sustainability of key public gefdn developing countries.
Key words: Public policy, Dividends of Democracy, Safe Mothemstl Programme.

1. Introduction

Whatever their ideology or manner in which theyusegower, all governments have the responsibilityonly

to spell out the law, enforce it, and secure thaes{or polity) against external aggression anerial
insurrection. Also, governments have to providetfigr general welfare of the citizens. However,ahgity of a
government to achieve the above, and how it getsitHone, depends on how it secures power and how it
exercises such. The source of power of a governimegithow it uses such marks the qualitative diffees
between autocratic, totalitarian and liberal deraticrsystems (Olaoye, 2003:53-55).

Of all forms of government, liberal-democracies egup most attractive not only in terms of principles
structures and processes, but also in terms of thlegtcan achieve on the long run, for and withpgkeple.
This is because in democracies, power derives frenpeople, to which government is also responsilkp,
democracies have mechanisms for the control of mowent. For this reason, democratic governments
endeavour to justify their hold onto power by inging and implementing people-oriented policiesl an
programmes. For the masses of poor peoples in Tindd countries for whom healthcare is a majorieinge,

this fact is very crucial for survival. Public poji is a major means by which governments meet #sels of
citizens, and in democracies, they are often delibee in nature. For this reason, Dryzek (2000adl as
Innes and Booher (2000) argue, such policies chieee more, lasting results.

The constitution stipulates the structure and pseg of government. It also defines the limits @fggnment
power, the rights, privileges and obligations dizeins. But it is the people-factor that legitingzgovernment
and its actions in democracies. First, it is thegle who vote governments into power; second, tjinou
consultation, they make inputs into what governmehbuld do and how to do these in order to achieselts
that people will have reasons to value and chérisfause they meet their desires and expectations.

Government actions are goal-directed and the nggaf of government is to solve identified probleiasing
members of the public. Most governments seek tealby designing specific courses of action to deti
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specific public problems. This is what Bressletie8irich, Karlesky, Stephenson (Jr.) and Turner 228@9)
called a ‘policy strategy’.

Scholars have defined public policy from variousspectives. While Dye (2001:2) defines public pplas
“whatever governments choose to do or not to dailtséns (1995) view policy as an attempt to defind a
structure a rational basis for action or inactibor him, it is an expression of political rationglibecause to
have a policy is:

...to have rational reasons or argument which coriath a claim to an understanding of a

problem, an a solution. It puts forward what isj arhat ought to be done. A policy offers a kind

of theory upon which a claim for legitimacy is madeA politician is, expected to have

‘policies’ as a shop is expected to have goodelio s

(Parsons, 1995:15)

If Parsons conceive public policy as intensiongotscholars regard it as a course of action inoespto social
problems. This is clearly the case for Anderson/€t®-6), as well as for Vig and Kraft (2000:4), wiiew

public policy as a purposive action followed byautor or set of actors in dealing with a problenmatter of
concern. Their definitions take cognizance of whatctually done rather than what is proposed teniled, and
indicate that a policy is much more than a decisighich is simply a choice among alternatives. $sesce,
public policies are developed or made by governmeitg agencies, officials or representatives imoltical

system, in order to provide solutions to problemsddress issues that affect citizens either asithdls or
groups.

From the foregoing, we can discern the followin@retcteristics of public policy: one, public polisiare not
just intentions but the actions of government; tifey are goal-specific, directed towards solviragtipular
public problems; three, they are deliberate rathan chance, accidental or random occurrences. albs
presumes that several alternative courses of antigst have been considered before the choice wds.ma

Furthermore, public policies are usually not ongedll events but series of interconnected decssi@ttions
and events which may span time and space thatiggetal at addressing the particular issue or probin
focus. Five, public policies usually have targegaiast which performance can be measured; andyfinalblic
policy decisions are usually undertaken by a fewppe (in government) on behalf of the majority. Hawer,
implementing public policies will often require neopeople, both as individuals and as groups.

In constitutional democracies, Vig and Kraft (2090note, public policies are enacted through ctutstnal
processes; they require the force of law; and arditg on all members of society. In this sensdlipyolicy is
almost an expression of political sagacity, a meainsarrying on politics. Thus, public policies atitute an
avenue to fulfill election campaign promises by radding issues that affect the lives of the citigamhich
electoral candidates see ahead and build into ¢heipaign manifestoes.

2. Frameworks or Models for Public Policy Making inDemocracies

There are many frameworks, perspectives or modeds attempt to explain public policy making (and
implementation) in general. These include the sgysteand demographic frameworks (Anderson, 2000;
Sharkansky, 1969; Alt and Chrystal, 1983); Dye, &9&nd Hofferbert, 1974). Also, there is incremésita
(Hyde, 1992; Wildavsky, 1986, 1984, and 1972; Wai#&74; Bay brooke and Lindblom, 1963); rational-
comprehensive decision-making (Thompson, 1967; Mamd Simon, 1958; Lindblom, 1965; Simon, 1957);
elitism (Mills, 2000); and Pluralism (Dahl, 196 Qthers include the bureaucratic, Marxist, free ratdapitalist
and the garbage can model (Trow, 1984; Clark, E38®&ell as Cohen, March and Olsen: 1972).

While the demographic and systems frameworks enmabe importance of environmental factors and
characteristics in policy making and implementatimecrementalism argues that decision-making ingblic
realm is determined by time and that present pdieire, to a large extent, determined by pastipsland vary
only marginally from them. The rational compreh&asinodel urges policy makers to identify the proidehey
want to solve, analyze different alternative solng, assess the costs and benefits of each anct Hede
alternative that promises the highest benefitslaadt costs. This is called the mini-max criteriititism and
pluralism are the opposite sides of the same a&bfimle elitism portrays public policy decision magimas the
exclusive preserve of the elite in the intereselgés, pluralism suggests that public policy decis are results
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of the power interface amongst various groups atimig for the political space and represent diff€iaterests
among the citizenry.

The Marxist model presupposes that public policpam-Marxist Societies is a weapon through whichminers
of the ruling economic class oppress the workingsl But the market capitalist framework prescribes
minimalist role for government, arguing that theigible forces of demand and supply determine pudilicy
in most cases. The bureaucratic model arguesdhdihg to their expertise and commitment, bureateraare
very important to policy making. Finally, the gageacan model which was developed to apply the matio
comprehensive model more appropriately to govermstygre organizational behavior, argues that pupdtcy
making is often characterized by ambiguity, undetyaand political symbolism or ritualism.

Deciding what frameworks or models would be apgetprfor policy analysis in democracies is not asye
task, since a lot depends on the evaluation aitemployed and the ability of models to integratevidedge
between propositions, creating networks and thegyjf situations to which they are applied.

As Lane (2000:73) argues:
Various models of the policy cycle may perform eliéfintly according to the evaluation criteria
employed...Instead of rejecting or accepting one ipyblicy model, we may point out the
type of situations where a model performs well #relsituations where it is inadequate...The
functions of public policy models are to explaimderstand, interpret and organize data
concerning the making of decisions by public bodiegovernment. Just as data without
models are blind, so models without data are empty.

From the foregoing, one can advance the argumannibdels of public policy making and implementatibat
would comprehend the dynamics of policy making @reanocracy must be able to accommodate the aggregat
of inputs from various stakeholders. Thus, they trhes able to appreciate the values of consultatiba,
bottom—up process and the need for social diffusiod aggregation, rather than social differentratémd
segregation. Above all, such models must encougsaetation towards the ideas of the public intgrashich
are inclusive of consensus, effectiveness, effwjeand service delivery.

3. Objectives of the ‘Abiye’ Safe Motherhood Progranme
‘Health is wealth, a popular adage says. The dewedmt of a country depends on the prosperity obéisple,
which in turn depends on their productivity, whistdirectly related to how healthy the people aitee Nigerian
healthcare delivery system is so poor that it rdrkelistant 197 in a 200-country healthcare defigairvey that
was carried out by the World Health OrganizatiorH®J recently (News monitored on Press TV, Febrdry
2013). This is not surprising, given that Nigerimeates less than 5% of its annual budgets totiheialstead of
the 15% that is recommended by the World Healtha@imation (News monitored on Press TV, February 21,
2013). The Abiye Safe Motherhood programme is aiategducing the high maternal mortality rate igé¥ia,
Ondo State inclusive. High maternal mortality issaof the major contributors to high death rateg\frica,
Nigeria inclusive. For instance, it is on recordtth

(Although) Nigeria has only two percent of the glbpopulation, it contributes 10%

to the global maternal mortality burden. Annuallyy estimated 52,900 Nigerian

women die from pregnancy-related causes out obbagitotal of 529,000. A Nigerian

woman'’s lifetime chance of dying from pregnancyatetl causes is one in 13.

(Health Reform Foundation of
Nigeria (HERFON), 2008:195).

According to the Nigeria Demographic and HealthvByr2003 (National Population Commission, Nigerma a
ORC Macro, 2004), with an annual estimated oneianildeaths of children who are below five years, old
Nigeria contributes 10% of the global child motalfigures, which is the second largest from anygk
country globally. Infant Mortality Rate (IMR) stocat 100 per 1000 live births while under-five métyarate
(USMR) was 201 per 1000 live births. Although a 9@94ultiple Cluster Indicator Survey attributed avier
zonal maternal mortality rate to the South West&Zaeompared to other zones in Nigeria (Federal ©ftt
Statistics and UNICEF, 2000), a 2008 National Derapgic and Health Survey ranked Ondo State as thetw
in South West Nigeria in terms of maternal anddchialth.

152



Developing Country Studies www.iiste.org
ISSN 2224-607X (Paper) ISSN 2225-0565 (Online) /l'H.i.l
Vol.3, No.8, 2013 IIS'E

The Abiye Safe Motherhood Programme in Ondo StatEmed specifically at addressing this healthlehgke

to the people of Ondo State. It is also in purstitwo (i.e numbers 4 and 5) of the Millennium Digment
Goals (MDGs) that were adopted by the United Nation 2000 and launched by 147 Heads of State and
Government present at the September 2001 Unitesbi¢aMillennium Summit, who pledged to pursue eight
specific goals that were meant to boost individuadsts to development, peace, security, eradicatif poverty

in its different dimensions and to promote sustalmadevelopment by the year 2015 (WHO, 2005). As
evaluation criteria, the Abiye Safe Motherhood Paogme aims by 2015, to achieve one of the two MD&g
related to women’s health. The first is to redubddcmortality rate by to thirty three percent (38%nd to
reduce maternal mortality rate through improvementsnaternal health by seventy-five percent (75%o)rf
1990 levels. The second women’s health-related M@@l which the ‘Abiye’ programme seeks to meet
indirectly, is to enhance access to sexual anddetive rights, and this is implicit in MDG goak snamely to
combat HIV/AIDs, malaria and other diseases.

These evaluation criteria are in line with the tealdicators that were established for Millennibavelopment
Goals number 4 and 5 as shown in Table 1 below.

4. Philosophy, Aims, Structure and Implementation bthe ‘Abiye’ Safe Motherhood = Programme

4.1 Philosophy

The philosophy behind the ‘Abiye’ Safe Motherhoawjpct is the belief of the state government inogning
healthy people as the major engine of productigity development. Developed by a mass (i.e labaighted
political party that seeks to grant unto citizelms tewards, popularly called ‘dividends’ of demagtdAbiye’ is
a timely intervention that is aimed at addressinghtchild and maternal mortality rates that havedmee
sources of worry even to the World Health Orgamirain certain regions of the world, Africa and Wit
inclusive. Through the programme, the mass- oriegevernment believes that pregnancy should noelobg
interpreted to mean a death sentence for women.

4.2 Aims

The ‘Abiye’ Safe Motherhood project aims at comb@thigh child and maternal mortality rates in Org&tate
by addressing the following four major factors thegdispose pregnant women to death:

0] Delays in seeking care when complications arise;

(ii) Delays in reaching care when eventually, decisavegaken to seek care;

(iii) Delays in accessing care on arrival at a healtheaikty; and

(iv) Problems with the referral system when the neeskario refer patients to other health facilities fo

better care (Ogundipe, 2011).
4.3 Structure
The programme has a tripartite structure whichuides the following:

0] The beneficiaries, who constitute the target grdlpese are pregnant mothers and young childreo up t
age 5;
(ii) Health centres or clinics near beneficiaries ageagroup. These include the Mother and Child Haépi

(MCH) initiative, as part of the means of addregsitelays caused by distance to healthcare fasilitie
accessing healthcare by pregnant mothers whenialegiare taken to do so. To further remove delagsh
registered pregnant mother is empowered to comratengirectly with community health extension woskand
Health Rangers at no cost to callers, through thegigion of toll-free call-handsets for motherstla point of
registration. The facility also includes free dragsl free-of-charge delivery services. All thessts are borne
by the state government. In these ways, the ‘Abyegramme has succeeded in removing many phyaigl
economic barriers to accessing healthcare anddsdifeery by pregnant mothers drastically.

(iii) Three, is the provision of physical infrastructutgining, expertise and other inputs such as means
transportation even from the residences of patiémtthe nearest healthcare facilities. These itruature
included the upgrading of existing health centned elinics, building of specially dedicated Mothaerd Child
Hospitals, training and posting of professional wiigks, birth attendants and community health esitan
workers called Health Rangers to communities; al ageprovision of tricycle ambulances that aréetitwith
necessary gadgets, both to facilitate easy movenofegmtegnant mothers to healthcare facilities whenneed
arises, and if necessary, to take birth beforehiagahe nearest health facility (Ogundipe, 2011:2)

4.4 Implementation

Implementation of the programme began with a Eldteme that was domiciled at Ifedore Local Govemtme
Council headquarters, Igbara-Oke, and a Mother @hitd Hospital that was domiciled at Akure, thetsta
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capital. With the success of the pilot scheme sthte government began to replicate the projetttdrremaining
seventeen (17) local government areas of the steleiding the riverine areas.

5. Appraisal the Impact of the ‘Abiye’ Safe Mothertbod Programme

It is necessary to commence an appraisal of thadinpf the Abiye Safe Motherhood Programme on mater
and child mortality with a comparative assessmdntelevant available data on child and maternal tadity
before and after the commencement of the prograniise, the appraisal may benefit from an analydis o
earlier programmes targeted at addressing the gmablof child and maternal mortality in Nigeria that
encountered problems and an examination of theesaarsd nature of such problems.

According to Mahmood Fathallah, founder of Safe Mwohood Initiative, “more women have died in chitttp
(globally) than men have died in battle” (Roeddé¥13). Available survey results on the causes ofernat
mortality found that 20% are due to delays in tgkdecision about taking the woman to hospital isecaf
delivery complications. Also, such delays are ptbigebe related to ignorance about sources of @pjatte care,
poverty, cultural practices that are harmful toltheand male dominance in decision-making. Ano#@% of
mortalities are attributed to delays in transpgrtipatients to a health facility as a result of s@ortation
problems while the last 40% of maternal mortalites caused by delays in receiving appropriate cararival
at a health facility (Wekki, 2008).

In spite of these global realities, however, it leen noted that interventions to address de&sdting from
decision making and transportation did not recehes required attention in safe motherhood programgnm
Nigeria (HERFON, 2008:205). This fact was amply destrated in the implementation of the under-ligtate
motherhood policy interventions in Nigeria’s higtor

€) National Reproductive Health Policy and Strateg2@®1;

(b) Training in Life Saving Skills (LSS) for nurses atite Modified Life Saving Skills (MLSS) for
community health extension workers that was orgghi promote availability and accessibility of gmant
mothers to skilled attendants in twelve states igfeNa by the United Nations Fund for Populatiorti¥ties
(UNFPA), and by the World Health Organization (WH®}ix states; and

(c) The UNICEF-supported Women and Children Frienditidtive of 2004, that was aimed at actualizing
VISION 2010 in order to reduce maternal and nedmatatalities by 50% and morbidities by 30%, regpety,

by the year 2010; and

(d) The Integrated Maternal, Newborn and Child HealMNCH) strategy that was adopted in 2007 in
recognition of the natural linkage between mothet aewborn child. It was aimed at addressing thgrfrented
way in which safe motherhood programmes were plduamel delivered. It was meant to provide a contimuad
care, address over 90% of causes of maternal aid wlortality, build synergy, accelerate coverage a
maximize impact in attaining MDG goals 4 and 5. RFON, 2008:203-204).

In spite of the aforementioned efforts, howevertanal and child mortalities remain high in Nigeria
UNICEF-sponsored study to assess the impact of rnadteare in some northern states and Abuja, where
programmes had been hoisted to reduce maternablitypifound a maximum of 18% coverage in the Federa
Capital Territory (FCT), Abuja, and as low as 0%&lgo Council Area of Sokoto State (HERFON, 200&R

Apart from delays in decision-making, transportatémd in receiving attention and care on arrivdieslthcare
facilities, other challenges that affected the ienmpeéntation of these earlier programmes were reléed
inadequate financing, non-availability of materjadguipment and shortfalls in human resources (HERF
2008:204).

The ‘Abiye’ Safe Motherhood Programme was desigieedddress several of the challenges that placheskt
earlier efforts. These include delays at variousous points from decision to seek care, transpioriaand the
giving of attention by medical personnel. Othesisrpoints that the ‘Abiye’ programme was desigitedddress
included manpower resources, finance, logisticpstpand physical and economic access, as notaer lur

discussion of the structure and implementatiorAdiiye’ above.

A qualitative difference between ‘Abiye’ and thesther programmes has to do with programme oriemati
While many of the former safe motherhood programmvese vertical in orientation, being donor-driven b
international institutions and lacking in local temt and inputs, ‘Abiye’ is horizontal in design dan
implementation, totally planned and implementedh®yOndo state government in consultation withpgéeple.
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Policies succeed more when they are domesticatédhare local inputs from beneficiaries who arerofteoud
to ‘own’ such programmes.

Another difference between them is that while tbemier programmes did not significantly remove ficiah
barriers on utilization of healthcare delivery seeg, the ‘Abiye’ programme is entirely free to b#aiaries,
from the point of registration to communicatiorartsportation, as well as drug and other medicgblgs In
addition, the ‘Abiye’ programme gave free post-hatae to beneficiaries for two months after delwve

Finally, there is no discrimination between indigenand non-indigenes as pregnant women come from
neighbouring states to access the progranpaesdnal interview with beneficiaries). As a result, the programme
has made positive impacts on maternal and childatityrin Ondo state. Some achievements of the narogne
are as follows:

a) The programme has facilitated access to qualitythiesme unrestricted by financial constraints by
pregnant mothers and children. This is signifidard country where a substantial proportion of ¢lizens are
poor, yet a higher proportion of expenditure onltteis born ‘out-of-pocket’ by patients. Finance saa major
reason for the failure of many of the older progmaes on safe motherhoold in the country;

b) Establishment of wide-spread contact with bendfiesain their natural places of abode, for the
purposes of safety and convenience. About twentyhsiusand, one hundred and fifty (26,150) womethbieen
reached as at June 12, 2011 (Ogundipe: 2011:1@); an

c) The programme recorded a huge success in tertgedfirths. According to Ogundipe (2011:12), “a
comparison of maternal mortality rates with majoedical facilities in four different states indicdtéhat the
‘Abiye’ programme had the lowest maternal mortatig§io during its first year of operation”. The gramme
reduced maternal death by 15% and child death By @@hin three years, having safely deliverred “afin
11,000 babies ... out of which more than 1, 500 viegreaesarian section’African Examiner, April 22, 2012).

Due to these and other achievements of the progeamseveral national, inter-continental and inteomel
bodies like the Society of Gynaecology and Obstetnif Nigeria (SOGON), World Health OrganizationH®@),
and health-funding bodies like the World Bank hasenmended the programme, recommending it for adopti
towards mitigating the rise in maternal and chilortality in Africa (African Examiner, April 22, 2012).

6. Challenges to the ‘Abiye’ Safe Motherhood Progname

In spite of its achievements, the ‘Abiye’ Safe Martiood Programme is faced with several challerfes first
of these is the question of sustainability after thnure of the government that initiated it. Inoantry that is
riddled with abandoned projects, in many cases @&@s@t of changes in government and, or politfzaity in
power, this threat is very real. This is becauseuhderstanding of ‘continuity’ by Nigerian poliaois ends with
an extra tenure of office, and not with on-goingjpcts. Every political chief-executive either legks or is
persuaded to think that he or she must initiate pesjects to demonstrate that he/she has ideaste iihe
society forward. In this way, many lofty ideas gimdjects initiated by past governments get jetésband left
unfulfilled. It can be safely said that next to ieqentation, change of government is the gravegénaublic
policy in Nigeria. This is true in this situatiogiven the fact that ‘Abiye’ is the brainchild ofeh_abour Party,
which has never ruled any state in Nigeria aparnfOndo state.

Another challenge to the programme is the ability determination of the government to spread tbgrmamme
to other parts of the state, apart from Ifedoredld@overnment Council where the pilot scheme isted,
Akure, the state capital and Ondo Local Governn@mincil, where Mother and Child Hospitals have adie
been built. These challenges revolve around thd faregreater financing, training of more Healthngars and
Community Health Officers. Also, there is the chalie posed by the different topographies in théesta
particularly the riverine areas, and how to copsuich a way that delivery will not be adverselyatéd.

A third group of challenges are related to the nggdresponsiveness in line with current realitteesl best
practices worldwide. The private sector is a majlayer in healthcare delivery in Nigeria, and thedé&ral
Government is encouraging public-private partng@sim the economy, such as public infrastructuik service
delivery in many sectors of the economy, includielgcommunications, the power sector and road dpwent,
among others. Against this background, the nee¥adtve public-private partnerships in the healttt@ecannot
be over-emphasized.
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There are many avenues, areas and reasons in teriddi health sector where and why public-private
partnerships are desirable. Due to the growingbgdyeen need and budgetary allocations to thetsatttor in
Nigeria, the growing list of health needs that theblic sector alone cannot meet, the under-utibrain the
public sector of certain resources like buildingguipment and other inputs which are lacking in phigate
sector, and the need for public-private collabweatiealth research to deliver better health sesvicéNigerians,
the time has come to engage in such partnerships.

Unfortunately, Nigeria does not have robust expeegein working out such arrangements. Nevertheless,a
necessity that circumstances are imposing on dayethe Nigerian health sector if the goals ofltetor-all
must be achieved. Therefore, being a trailblazesafe motherhood in Nigeria and Africa, the ‘Abiygafe
Motherhood Programme is expected to blaze yet anathil in the area of public-private partnersfop better
healthcare delivery in the country and the Africantinent.

However, there is a need for the Ondo State Govenhrto be steadfast and vigilant towards ensurivag t
obtrusive politicking does not erode the gainsaalsemade by ‘Abiye’. This is because the Federalisfiy of
Health thinks that disparities in health programrbesveen the federal and state governments is anctwe
wheel of progress in healthcare delivery in Niggifidews monitored on Radio Nigeria Network News @
7.00am, Tuesday, March 26, 2013). Since the Ministdy fell short of calling for the harmonizatiaf all
healthcare programmes by all state governmentsiger irrespective of the political party in powsat is
floating such programmes, the Minister might halveen thinking of replicating the ‘Abiye’ Safe Motheod
Programme nationwide. This is the recommendatiombgy national, regional and international stakedrd in
global health, including the Society of Gynaecologmd Obstetrics of Nigeria (SOGON), World Health
Organization (WHO), and health-funding bodies saslthe World Bank.

7. Conclusion

This paper has examined the impact of democradydmmocratic processes on the effectiveness ofigubl
policies, in terms of policy adoption, planning amdplementation, using the ‘Abiye’ Safe Motherhood
Programme of the Olusegun Mimiko-led Labour Partimmistration of Ondo State in Nigeria’s Fourth
Republic as case study. Among other things, weddbat robust consultation and consensus-buildinguigh
the bottom-up process of decision-making allowsegoment to design policies that people will hawesons to
value, support and desire to ‘own’.

The research also demonstrates that democratizattipeople-oriented programmes and policies in deawies
provide a template for remarkable achievement dicpaoals and objectives, even in hostile enviremts
where policy failure is most expected. The papso aluggests that negative politicking and ineffitieesource
allocation can constitute potential pitfalls of fialpolicies and programmes, no matter how ‘pogidach may
be amongst the population.

Finally, the paper re-iterates the need for prognendesigners and implementers in the developinddworbe
dynamic and remain sensitive to prevailing circuanses so as to be able to take advantage of diagEsband
opportunities provided by the environment, not otdysustain, but also to improve on the achievemeit
public policies and programmes. This is because désign and implementation of public policies and
programmes that would achieve results in Third Waduntries may not necessarily follow examplesnftbe
developed world.
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Table 1: Goals of the ‘Abiye’ Safe Motherhood Paogme in relation to the United Nations MDGs

Goal Health Targets Health Indicators
Goal 4 Reduce Child Mortality 13. Under five moittatates
Target 5 Reduce by two thirds, betweeh4. Infant mortality rate
1990 and 2015, the under-fiye of one-year
mortality rate 15. Proportion of one-year old
children immunized againsgt
measles.
Goal 5 Improve Maternal Health 16. Maternal motyalatio
Target 6 Reduce by three-quarterd,7. Proportion of births attended
between 1990 and 2015, thdy
maternal mortality ratio skilled health personnel
Goal 8 In co-operation with the private
Target 18 sector, make available the
benefits of new technologies,
especially  information and
communications.

Sources: Abstracted from “Implementation of the t&di Nations Millennium Declaration”, Report of the
Secretary-General, A/57/270/31 July 2002), firsmuwal report based on the “Road map towards the
implementation of the United Nations Millennium, dlration”, Report of the Secretary-General, A/26/36
September 2001); United Nations Statistics Divisibtillennium Indicators Database, verified in J@904;
World Health Organization, Department of MDGs, Hiealnd Development Policy (HDP).
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