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AIDS Acquired Immuno-Deficiency Syndrome
ANC Ante Natal Clinic (or Care)

APH Antepartum hemorrhage

CI Confidence Interval
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EMOC Emergency Obstetric Care
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EPMM Ending preventable maternal mortality
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NDHS Nigerian Demographic Health Survey
NHA National Health Accounts
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Glossary of terms

Antepartum hemorrhage- “bleeding through the birth canal after
24weeks of pregnancy but before the time of birth”.

General Government Expenditure on Health- “"amounts spent
on health by the local, state and cental government excluding social
services”.

Gross Domestic Product- “total value of services and
commodities produced by a country in a year”

Human Development Index =" composite statistic of life
expectancy, education, and income per capita indicators, which are
used to rank countries into four tiers of human development”.

Life expectancy- " the average number of years a person may
expect to live”.

Maternal morbidity — “"any health condition attributed to and/or
aggravated by pregnancy and childbirth that has a negative impact
on the woman's wellbeing”.

Maternal Mortality Rate- “'the number of resident maternal
deaths within 42 days of pregnancy termination due to
complications of pregnancy, childbirth, and the puerperium in a
specified geographic area (country, state, county, etc.) divided by
total resident live births for the same geographic area for a
specified time period, usually a calendar year, multiplied by
100,000.”

Manual Vacuum Aspiration- “suction of the contents inside the
uterus through the cervix during induced or incomplete abortions”
Puerperal sepsis- “infection of the genital tract commencing from
the time of membrane rupture/labour to 42days after delivery”
Postpartum hemorrhage- "bleeding through the birth canal
amounting to 500-1000mls within 24 hrs after delivery”

Total Fertility Rate- "number of children to be born per woman if
they were to pass child bearing age”

Total Health Expenditure-"sum of both public and private
expenditure on health covering curative and preventative sections”
Vesico- Vaginal Fistulas- "an abnormal fistulous tract extending
between the bladder (or vesico) and the vagina that allows the
continuous involuntary discharge of urine into the vaginal vault”.
Window period- “time between the period of exposure to HIV and
the time a test will give a positive result”
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ABSTRACT

Background: Maternal mortality refers to the death of a woman during
pregnancy or within 42hrs of termination of pregnancy, irrespective of
where the pregnancy is situated, cause of death could be incidental or
accidental. Maternal mortality is 75% preventable, thus an issue of global
public health concern. It still remains high in Low and Middle income
countries and in Africa, it is highest in Nigeria. Objectives: The objective
of this writing was to explore the enabling and disabling factors
influencing high Maternal Mortality in Nigeria, with special focus on
Northern Nigeria where maternal mortality remains highest, to be able to
recommend possible interventions that have proven to be successful in
the reduction of MMR (in the southern region)to the Nigerian Ministry of
Health (MOH), and other stake holders. Methodology: The method of
choice was a literature review, assessing data sourced out through the
internet, that has been done by different researchers and writers, seeking
to answer the question why maternal mortality rate in Nigeria is not
improving as fast as it should despite interventions. Findings: Leadership
is wanting right from the top otherwise policies exist but are not
implemented and there are no bodies monitoring this. Poverty is a key
factor influencing several aspects of maternal health: be is services
offered, accessibility, affordability and even quality of services offered.
Shortage of qualified health work force and their distribution in the
country takes a fair share of the burden in maternal mortality. The
insecurity in the North by the militant Islamic group Boko Haram has left
a vast area in the north affected and subsequently reduced the
accessibility and availability of health facilities. Improving the transport
sector especially the roads/means of transport in the rural areas will
influence maternal health services utilization. Some essential drugs are
needed to be available even to the traditional birth attendants as they
over-see a large percentage of home births. Outdated religious and
cultural beliefs are still being practiced and this negatively impacts on
maternal deaths. Most health facilities are ill equipped for emergency
obstetric services. Unsafe abortion is a key player in maternal mortality
and this has to do with the laws surrounding abortion. There is poor
family planning uptake due to a variety of reasons. Child marriage
practices and teenage pregnancies are influencing the high maternal
mortalities. Education amongst women and the community is essential for
reduction of maternal deaths to be achieved. Lack of women
empowerment indirectly contributes to high maternal mortality rates.
Conclusions and Recommendations: 1t is evident that a lot needs to
be done on the ground in Nigeria as a whole that will most definitely
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positively impact on maternal health in general. Good leadership will go a
long way in changing what is happening in Nigeria, especially the
eradication of corruption. Woman education and empowerment will
facilitate a change in the independence and human rights of a Nigerian
woman. Some cultural practices are outdated and need to be abolished.
Religious leaders should actively be involved in conjunction with
community elders to ensure smooth transition of behavioral change,
which will further enhance acceptance of current medical methods that
are aimed at reducing maternal mortality. Country should invest in
retaining their trained medical work force to reduce brain drain.
Continuous medical education should be part and parcel of the
requirements a practicing medical personnel should have to under-go to
ensure quality maternal health service delivery.

Key words: Maternal Mortality, Three-delays, Pregnancy-related
complication, Evaluated interventions, Northern Nigeria.

WORD COUNT: 11,511
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Introduction

I am a medical doctor who transitioned into Health systems management
at the time of proceeding to do my masters’ degree. After acquiring my
bachelors’ degree in medicine and surgery in Moscow 2007, I moved back
home to Kenya where I did my board exam and did my internship at
Kenyatta National hospital, Nairobi- the biggest referral hospital in East
Africa. I acquired hands-on experience with tropical diseases of all sorts.
After a year of full completion of internship I worked in the Accident and
Emergency of the same hospital for 6 months. I later on moved to a
private company AAR Healthcare Kenya, as a general practitioner in 2010.
I worked in this position till November 2013, after which I was promoted
to middle management as Health center manager, a position I held until
the time of resignation to pursue other interests.

With the passion I have always had for maternal and child health, coupled
by the fact that maternal mortality remains a global menace, I chose this
topic “"Reduction of Maternal mortality in Nigeria (focus- Northern
Nigeria)” to give me more insight on the issue in Nigeria because it ranks
second in absolute high numbers of maternal mortality (after India) in the
world. This was also to reduce any bias that I would have towards
maternal mortality in my own country, being actively involved in the
health system. This also gives me an opportunity to do something
international, as most of our study has been limited to our countries,
giving me the capacity to work in a country other than my own.

The thesis below comprises of seven chapters, clearly explaining the topic
all through to the interventions recommended. The chapters are explained
as follows:

First Chapter- explains some back ground information on Nigeria as a
country, giving some information on the demographic profile, socio-
economic profile, an overview of the health systems and policies and the
national health expenditure

Second Chapter - explains the problem statement, justification,
objectives and methodology used, introducing the framework chosen

Third Chapter- mainly focuses on the results obtained in this study
Fourth Chapter- comprises of the discussion section.
Fifth Chapter- contains the conclusions made.

Sixth Chapter- is mainly about recommendations, looking at what is
currently being done in Nigeria, evaluated interventions that have worked
in other parts of Nigeria and the WHO recommendations for the
interventions. The insight provided is critically based on findings,
feasibility, applicability and sustainability.

The last two chapters are basically the references and annexes used for
this writing.



REDUCING MATERNAL MORTALITY IN NIGERIA
Chapter 1- Background information on Nigeria

1.1 Introduction and demographic profile

Nigeria is the largest and most populated country in Africa, located in the
Western part of Africa, bordered by Chad and Cameroon in the east, Niger
in the North, Benin in the west and the Gulf of Guinea in the south?!. It
occupies a total area of 923,768 square kilometers and harbors a total
population of approximately 173.6 million as at the year 2013 and is
currently estimated at 182.2million for the year 2015. Nigeria has a
Population growth rate (PGR) of 2.8 percent per annum with a Total
Fertility rate (TFR) of 5.5%?2. The Life expectancy in Nigeria is 53years for
the males and 56 years for the females3. Nigeria has 36 states®.

Below is a map of Nigeria showing its position, size and neighbors in
comparison to other countries in the continent of Africa’.




1.2 Socio- Economic profile

The gap between the rich and the poor in Nigeria is wide®. There has been
a progressive downward trend on the quality of life of a normal average
Nigerian over the past few years’. Bearing in mind that Nigeria is one of
the countries with the highest capital resources in Africa mainly because
of its oil reserves, it is a mystery why Nigeria should be falling in the
category of poor countries, a lot of the reasons behind it being attributed
to corruption8. Approximately half of the Nigerian population lives in dire
poverty (poverty and its classification is elaborated on section 3.1)°. This
is as a result of the country facing challenges such as poor leadership and
governance, lack of policies for- and neglect of the agricultural domain,
weak administrative laws and high debt burden, rapid increase in the
population and high levels of corruption8. Consequently, the population
suffers from lack of access to quality health care, unemployment, poor
housing facilities, hunger, lack of credit facilities, lack of proper education,
poor health status, increased disease burden and ultimately this leads to
low life expectancy?.

1.3 Overview of the Health systems and Health policy

Nigeria has a decentralized health system with a functional Health
Management Information System (HMIS), having all primary, secondary
and tertiary levels and built based on the three tiers of Federal, state and
local governments steering the health system!?. The Nigerian government
acknowledges and monitors the three forms of health care delivery:
alternative methods, traditional healing methods and medical
healthcarell. There has been marked effort to have Primary health care
(PHC) in both urban and rural areas of Nigeria®. However the rural
populations still live with the inequity and inequality of this service
provision (PHC centers)?®. This negatively affects Nigeria as two thirds of
its population lives in the rural areas®. PHC in Nigeria faces challenges
more so in the uneven distribution of healthcare workers and the
insufficient numbers of skilled health care workers®. This has highly been
attributed to corruption, migration in search of better employment
opportunities and preference to work in urban towns rather than in the
rural areas®.

In 1988, the Federal Republic of Nigeria formulated a national health
policy with the aim of attaining quality health for all Nigerians®. However
due to different emerging disease trends and environmental changes,
policy revision was deemed necessary®. This was done in September
2004, when they launched the Revised National Health Policy (RNHP),
clearly outlining both the roles of the governmental and non-
governmental organisations’. The basic principles of this RNHP included
the following:



e "Social justice, equity, and the ideals of freedom and opportunity
affirmed in the 1999 Constitution of the Federal Republic of Nigeria
are basic rights.

e Health and access to quality and affordable health care are human
rights.

e Equity in health care for all Nigerians will be pursued as a goal.

e PHC will remain the basic philosophy and strategy for national
health development.

e Good-quality health care will be assured through cost-effective
interventions that are targeted at priority health problems.

e A high level of efficiency and accountability will be maintained in the
development and management of the national health system.

e Effective partnerships and collaborations between various health
sectors will be pursued while safeguarding the identity of each””.

In relation to maternal health, policies to support maternal health such as
notification of maternal death within 24hrs to a central body, review of all
maternal deaths and existence of a subnational body for review of
maternal deaths exist and policies indicating minimum ANC visits (four)
are in place’. Also, in the same positive light, these policies include the
right of every woman to receive skilled care during child birth, the
discharge of a mother after delivery, presence of magnesium sulphate
and oxytocin in the essential drug list for maternal health and
recommended follow up review for both mother and the newborn child
otherwise known as Post natal care (PNC) 7. These positive policies (pro
maternal health) were adopted in 20137. However, areas falling short of
the international recommendations in the policy sector were the absence
of national and community level bodies to review maternal deaths”.

1.4 National Health expenditure

The GDP of Nigeria is 972, 426 (Int $ PPP)!2. The country’s Total Health
Expenditure (THE) as a percentage of the Gross Domestic Product (GDP)
is 4 according to the National Health Accounts (NHA) for the year 201412,
This is seemingly the trend for the last eleven years (2004 to 2014), with
the mean THE of the eleven years being 3.8%, which is quite low,
considering the trends in severity of illnesses, epidemics and increased
need for medical care and the World Health Organization (WHO)
recommendation of a national THE of 5% as a means of gearing towards
access to quality health care for all, implying that the THE in Nigeria is
still less than a third of the recommended percentage!?. This shows that
as a country, Nigeria could not meet the health care needs of its
population without the assistance of external sources such as donations
and funds for financial cushioning?!?

As a result, Out Of Pocket (OOP) Expenditure as a percentage of the THE
is very high - at 7312, Looking at this data, we can derive that most of the
financing for health is mainly borne by the individual/ house-hold!2. There
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are no records of any expenditure towards Prevention and Public health
services!?,



Chapter 2: Problem statement, justification, objectives and methodology

2.1 Problem statement

Maternal Mortality Ratio (MMR) is defined as the number of female
deaths during the gestation period, birth or within a period of 42 days
after pregnancy termination whether incidental or accidental and
irrespective of the site of pregnancy, per 100,000 live births,75 percent of
these deaths being due to direct complications of pregnancy3 such as
bleeding (hemorrhage), pre-eclampsia and eclampsia due to pregnancy
induced hypertension, infections and sepsis, missed/misdiagnosed ectopic
preghancies, unsafe abortions, embolisms, non-communicable diseases
(NCDs) in pregnancy such as diabetes, asthma, hypertension and other
Human Immuno-deficiency Virus (HIV) and Acquired Immuno-deficiency
Syndrome (AIDS) related conditions?3.

Unlike their male counterparts, women face a higher risk of dying,
especially due to pregnancy related complications and complications at
birth12, Maternal life is of high importance to both the spouse, child, the
woman’s family, the community and country at large!?. Death of a mother
leaves the child with no maternal love or source of nourishment (breast
milk) thus reducing the infants’ chances of survivall2. The woman’s family
faces loss of investment made during her upbringing in terms of basic
needs and education!?. The husband faces challenges of bringing up the
child or children as a single parent and goes though loneliness due to lack
of a partner, while the community loses out on her physical and mental
contribution thus lowering the community productivity!2. The country as a
whole loses out on her economic and labor contributions?2.

Most Pregnancy-related deaths (PRDs) are preventable, as the ways to
which to deal them or prevent complications in pregnancy and birth are
well known. The recommendations of maternal care are at least four
Ante- natal care (ANC) visits, birth with a skilled attendant and post-
partum care!®. However, it is noted that only 40% of women in Low- and
Middle Income Countries (LMIC) have the recommended care during
pregnancy, birth and post-delivery!?. Globally, there is a concern on
Maternal and Child health, hence it being a part of the Millennium
Development Goals (MDG) and Sustainable Development Goals (SDGs)!4.

The MMR in Nigeria is seemingly on the downward trend, however not
significantly according to data available, which is an issue of
concernt>.Looking at the situation from 1990 to date, there seems to be a
significant increase in number of live births but little change in maternal
mortality. The table below gives a clear picture of the previous and
current situation of MMR in Nigeria %16

Year | MMR/100,000 Total number | Total number of | Proportion of

live births and of maternal live births maternal deaths
Cls deaths among deaths of
females in

reproductive age




of 15-49years(PM)
%
1990 | 1350 [893- 57000 4,220,000 36.0
1820]
1995 | 1250 [875- 59000 4,700,000 32.4
1690]
2000 | 1170 [866- 62000 5,290,000 28.2
1520]
2005 | 946 [747- 56000 5,924,000 23.0
1180]
2010 | 867 [673- 57000 6,573,000 22.6
1130]
2015 | 814 [596- 58000 7,133,000 25.6
1180]

Disparities concerning global maternal mortality, have been recorded
amongst the rich versus poor, urban versus rural, developed countries
versus developing countries and health service inequalities!’. 99% of the
burden of maternal mortality is borne by the LMICs. MDG 5, stated that
there should be a reduction in maternal mortality by three quarters (75%)
between the years 1990 and 2015!8. However in this period, global
reduction of MMR was registered at 45% (currently 289,000 maternal
deaths), which is still below the targeted 75% but quite an improvement
from where it previously was - 523,000 maternal deaths?®.

There are various factors that should be considered when trying to reduce
MMR, or to understand the reasons for high MMR in different countries
(which will vary from country to country)29. Areas of interest would be
factors such as leadership and governance, the health system, availability
of health facilities especially when dealing with emergency obstetric care,
access to maternal healthcare services, quality of healthcare services
provided and utilization of ANC/PNCs?21.

2.2 Justification

Nigeria contributes to approximately 2% of the global population, yet it
contributes to more than 10% of the maternal deaths worldwide22. While
the global estimates of maternal deaths in 2013 was approximated at
289,000, Sub-Saharan Africa accounted for about 62% of this number
(179,000), Southern Asia -24% (69,000) and the rest by other regions. On
a country perspective, India had the highest number of maternal deaths
reported in 2013, at an approximated 17% accounting for 50,000 maternal
deaths?2. Close on its tails was Nigeria with 14% (40,000) considering
absolute numbers of maternal deaths recorded?2. The current MMR in
Nigeria stands at 560 maternal deaths per 100,000 live births, however in
the Northern region could be as high as 900 maternal deaths per 100,000
live births?2, The annual reduction rate of MMR for Nigeria between the
years 1990 -2015 was only 2% (CI -0.2 to 3.3), not achieving the




recommended target of 5.5% - the annual reduction rate required to
achieve the MDG 5°. Thus the MMR in Nigeria still remains high and is still
an issue to be evaluated and tackled from various angles23. Looking at the
graph below, Nigeria has maternal, neonatal and nutritional factors as top
on the list in the analysis of burden of disease with the highest Years of life
lost due to premature mortality (YLL) and Years of life lost due to disability
(YLD)24 as shown in Figure 1 in the Annex section.

Nigeria has a Gross National Income (GNI)/capita (PPP International $) of
5, as at 2013!. This amount is significantly inadequate considering the
health needs of the country in general. The Federal, state and local
governments are supposed to provide health care services for the
population of Nigeria, with their financing coming from different sources,
namely out of pocket payments (which is the main source), taxes,
donations, health insurance (both national and private) and community
financing?>.

2.3 OBJECTIVES

2.3.1 Main Objective

To explore the enabling and disabling factors influencing high Maternal
Mortality in Nigeria(focusing on the Northern region), to be able to
recommend possible interventions that have proven to be successful in the
reduction of MMR (in the southern region) to the Nigerian Ministry of Health
(MOH), and other stake holders.

2.3.2 Specific Objectives

1. To provide a comprehensive overview of Maternal Mortality in Nigeria
(levels for sub-groups and trends).

2. To analyze factors influencing high MMR in Nigeria (concentrating on
Northern part of Nigeria, where MMR is highest).

3. To learn from interventions aiming at reduction of MMR in Nigeria and
compare to other evaluated interventions in the southern region of
Nigeria.

4. To assess applicability of interventions recommended by international
specialized bodies.

5. To give recommendations on the reduction of MMR in Northern
Nigeria.

2.4 METHODOLOGY
2.4.1 Study design

The study design used is Literature review, with the use of the three delay
framework, with the sole purpose of finding key factors influencing the high
MMR in Nigeria and how this high numbers can be reduced.

2.4.2 Search strategy



The search engines mainly used were Google scholar, Pub-med and VU
library for scientific data. Gray literature was obtained from the web pages
of UN, WHO, NDHS, UNICEF, UNDP and UNFPA. Google was also used for
this purpose.

2.4.3 Key words and year boundaries

For the purpose of this literature review, key words were used in the search
engines together with combination words. Key words used were “Nigeria”,
“northern Nigeria”, “maternal mortality”, “factors contributing”, “factors
influencing”, “first delay”, "“second delay”, “Boko Haram”, “human
resource”, “pregnancy related deaths”, “unsafe abortion”, “areas affected”,
“consequences”, ‘“safe motherhood”, “emergency obstetric care”,
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“postpartum”, ‘rape”, “terrorism”, “poverty”, “utilizations”, “community”,
“skilled”, “"demographic”, “infrastructure”, “health”, “national expenditure”,
“socio-economic”, “cultural”, “religious”, “political leadership”, “primary
health care”, “maternal health policies”, “maternal death”, “strategy”,
“millennium development goals”, “health care systems”, “three- delay
model”, “prevention”, “teenage”, “child marriage”, “islam”, “workers”.
These words were used in combination with joining words such as “in”, “of”,
“and”. The year boundaries used for data to be analyzed in this study was
limited to the years between 2005 and 2016. The search language was

limited to English only. Writing was done in English.
2.4.4 Limitations

Like most literature reviews, the biggest limitation was evaluating all the
documents read and picking what was important and what was not, a
difficult task since it is not easy to know what the reader is looking for and
whether what is seemingly not important and left out is not of importance
to the reader. It would have been great to go to Nigeria and do primary
data collection in the three parts of the Northern region (North West, East
and central) and have a sample to deal with. Data in the North East may
be under-estimated as the recording systems and data collection in the
North East is still facing challenges. Some data was found to be conflicting
from different sources, so to iron that out, latest information from
international bodies was preferred and used. There are fewer studies that
have been done based on the population, missing out on the home
pregnancy- related deaths. Most available data is based on institutional
data which at times can be confounded or biased (most likely under-
estimated).

2.4.5 Conceptual framework
The Three- delay framework

The 3-delay framework has been chosen as the most appropriate one for
this study due to the fact that maternal mortality has a number of factors
surrounding it. For example, many women especially in the developing
countries die from pregnancy related complications, unsafe abortion and
the process of childbirth2°,



The Three-delay conceptual approach tries to explain how the events occur
in such a way that it is interlinks with the stories as they are narrated by
the family members of the deceased woman or hospital records on patients’
follow-up, management and how meet their death. However there are a
number of important factors that do not fit in the framework but play key
roles in maternal mortality and they will be discussed at an earlier stage.
It also clearly draws attention to the fact that unwanted deaths can be
prevented if there is commitment and political will of a country and
adequate provision of quality health services 2. The 3-delay stages are as
follows:

1. “"Delay in making a decision to go for appropriate help in a health
service point adequate enough to handle obstetric emergencies.

2. Delay in reaching the appropriate health service point as stated above
(on time).

3. Delay in receiving adequate treatment once the woman has reached
the health service point”?’.

This can be demonstrated well in Figure 2 below, including the different
factors that could influence the three phases/stages

Socigeconomic f cultural . A Phase I:
facters . Decision 1o seek cane
Accessibility of facilities — . Phase II;
Identifying and reaching medical
facility

lity of
Quality of care Phasa M

— Receipt of adequate and
appropriate treatment
Figure 2. Three Delays Model?8.
http://dx.doi.org/10.1371/journal.pone.0063846.g001

With this approach, caution has been taken to clearly evaluate both sides
of the coin: the demand and the supply side.

The Figure 3 below illustrated this, indicating some of the reasons that
affect the demand or supply side whilst also demonstrating how some
reasons could affect both the demand and supply side.


http://dx.doi.org/10.1371/journal.pone.0063846.g001
http://journals.plos.org/plosone/article/figure/image?size=medium&id=info:doi/10.1371/journal.pone.0063846.g001

Needs Assessment

Demand Side Supply Side
Interventions Interventions

Health Training Skilled
Promotion or Birth Attendants

Family rral Equipment
Planning & Medicines

Income Staff
Generation Training CPD
Community & EmOC Facility
Advocacy Upgrade

Evaluation and Research [ENSHSN

Figure 3.Thaddeus S, Maine D. Too far to walk: maternal mortality in
context. Soc Sci Med 1994; 38: 1091-11102%°

As seen depicted in Figure 3, some of these factors overlap, playing a role
in both the demand and the supply sides.

2.4.6 Comprehensive overview of Maternal Mortality in Nigeria (why focus on
Northern Nigeria).

There are six geopolitical zones of Nigeria (see Figure 4 in the annex
section)30, Part of the reason why Northern Nigeria is of interest is because,
apart from occupying the largest portion of the country in terms of size
(North East, North West and North Central combined)!’, it also has highest
numbers/rates of PRDs recorded), evident from poor maternal health
indicators such as early sexual activity, unsafe sex, lack of use of modern
family planning methods, many uneducated women and so on °. Over seven
eighths of the population living in the Northern part of Nigeria practice the
Islamic religion, a factor that could shed light on the situation during the
assessment of the behavioral aspect of the people in the Northern region31,
This is also the area that has largely been affected by the militant Islamic
group Boko Haram, leading to various health system challenges including
migration32, Currently, Boko Haram seems to be concentrated on the North
Eastern part of Nigeria, where it has even taken charge of some states
(Borno, Yobe and Adamawa) and is still being fought by the Nigerian
military, but multiple sources indicate a vast area of the whole Northern
region as having been affected by their presence in the North and still
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suffering the consequences of their invasion and internal population
displacement seen in form of approximately 2.2million Internally Displaced
People (IDPs)33,

A current map of Nigeria [taken by the Emergency Response Coordination
Centre (ERCC) in April this year- 2016] indicating the Boko Haram affected
areas is included below:

Emergency Response Coordination Centre (ERCC) - ECHO Daily Map | 01/04/2016
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Looking at the sub- trends, some disparities are seen when in depth
research was done over time3°. For example in Nigeria especially in the
Northern region, considering age, studies show that there is a higher MMR
seen in adolescents and younger women of age 15-24 years and older
women (above 45 years) whereas the middle aged women of 25 - 44 years
of age had a lower MMR in comparison3>. In regards to socio- economic
status, the poor women had higher numbers of MMR in comparison to the
wealthier women or women who had well-to-do families3>. Marital status
did not yield any significant correlation with MMR when the unmarried
women were compared to the married ones3>. Rural dwellers however
showed a remarkably high MMR in comparison to the urban dwellers
considering availability, quality and utilization of maternal health services3>.
The educated women were more likely to go for ANC and opt for health
facility delivery as compared to the uneducated women?3>,
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Chapter 3. RESULTS

3.1 Overarching factors influencing high MMR in Nigeria (focusing on Northern
Nigeria)

In order to critically analyze the factors influencing high MMR in Nigeria
while specifically paying attention to the unique issues challenging the
Northern region, the factors will be discussed under corresponding Delays
(I, IT or III) as per framework chosen. Some of the factors are as explained
below. Some important factors do not directly fit into the model but are
equally affecting the rates of high maternal mortality. These factors
overarch all the factors under the 3-delay model and are mentioned below.

Female Genital Mutilation

Female Genital Mutilation (FGM) or female circumcision is a wide spread
practice in northern Nigeria3®. There are various reasons given for
practicing FGM, varying from prolonging the period of virginity among the
young ladies, curbing promiscuity, continuing generational customary
practices, ensuring the men are viewed as superior, ignorance, the
perception that a woman has some benefits during child birth, or as a
source of income by the traditional circumcisers who campaign for
continuity of the practice36. Female genital mutilation is done at various
stages of a woman'’s life depending on the community’s cultural practices
(ranges from circumcision at birth, as an initiation to puberty, during
pregnancy, during childbirth and some even at death)36. According to the
WHO classification, there are four types of FGM practices:

“Type 1- Excision of the prepuce with or without excision of part or all of
the clitoris.

Type 2- Excision of the prepuce and clitoris together with partial or total
excision of the labia minora.

Type 3- Excision of part or all of the external genitalia and
stitching/narrowing of the vaginal opening, also known as infibulation.

Type 4- Unclassified: includes pricking, piercing, or incision of the
clitoris/labial cauterization by burning the clitoris and surrounding tissue,
scrapping of tissues surrounding the vaginal wall, introduction of corrosive
substances into the vagina with the aim of tightening or narrowing it”3®.

The most commonly practiced types of female circumcision in Northern
Nigeria are type 1 and 437. The women who have undergone FGM are highly
likely to have complications during birth and labor such as excessive
hemorrhage and obstructed labor that end up in increased maternal
mortality numbers3®,
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High prevalence of teenage pregnancy due to child/teenage marriages.

According to the oxford dictionary, a child is defined as a young human
being below the age of puberty/legal age of majority, whereas a teenager
is defined as any person between the ages of 13 and 19 years38.

The population in the Northern part of Nigeria condones teenage/child
marriage as a norm3°, Early child bearing (between the ages of 15-19yrs)
is highest in the Northern region (28.9%) in comparison to the Southern
region (9.6%), urban areas 9.7% while rural areas stand at 31.8%°.
Reasons behind child marriage are either poverty (family benefits from
bride price and hence forces the young girl into marriage mostly to an older
and financially stable man) or a matter of choice (girl child feels she will
have a better life with the man and create an opportunity for elevation from
poverty for the family members)?l. Adolescent pregnancy complications
(Vesico-vaginal fistulas -VVF,Recto-Vaginal Fistuals-RVF,
obstructed/prolonged labor and uterine rupture) together with limited
access and availability of EMOC increase the number of pregnancy related
deaths?!. Section 18 of the Marriage Act in Nigeria recognizes children to
be persons under 21 years, however they condone marriage of the girls at
15 years and above with the consent of the parents49.

Poverty

Poverty as defined by the World Bank is calculated factoring on how much
money comes into a household and how much of it is consumed by the
household4!. A person or family is considered poor if they are living below
a certain amount needed for basic necessities, also known as the poverty
line*!. Poverty line varies due to various reasons such as country,
development levels, place, values and norms. Poverty has therefore been
divided in to two categories: extreme poverty [living under less than US$
1.25 per person per day (PPP)] and moderate poverty (living under US$ 2
PPP)41,

Two thirds of the population of Nigeria lives in the rural areas, which are
poverty stricken and have less infrastructure in healthcare in comparison
to the urban areas and these are the areas with the higher MMR#2, The
population also tends to underuse the services even when they are
available due to perceived poor quality of services rendered in the health
facilities3?. Presence of the militant Islamic group Boko Haram in the
Northern region has been seen as a threat to the economy of the population
in this part, since there is destruction of property and infrastructure, death
and migration out of the area*3. This already hinders business activities or
investments in the area, be it foreign or local investment?’. Studies show
that the health financing is mostly dependent on the house hold /OOP10,

Unsafe abortion and its complications

The definition of Unsafe abortion according to WHO is termination of
pregnancy by people either lacking in the qualified medical skills to do so
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or in a place that lacks the environment for safe termination of pregnancy
which is minimal medical standards, or both#*. Unsafe abortion has been
seen to be on the rise in Nigeria, especially in the northern region*>. The
northern region has a higher TFR (6.1) than the Southern region (4.6)°.
This has been linked to the poor uptake of family planning (unmet need)
due to various reasons varying from religious and cultural beliefs to
perception and acceptability of the family planning methods available to the
population, not forgetting availability of the family planning devices and
materials used*. FP use in the north was found to be 7.6% while in the
south is was 31.6%, urban region fp use was 27% while rural regions was
9% 2. In the year 2012, data estimates the number of induced unsafe
abortions as 1.25million globally, with an unsafe abortion rate of 33
abortions per 1,000 women of reproductive age (15-49 yrs)4>. This clearly
indicates that unplanned or unintended pregnancy numbers were high*>.
More than half of the numbers of unplanned pregnancies ended up in unsafe
abortions (56%)%. An estimated 212,000 women ended up in health
facilities due to complications of unsafe abortion4>. This placed the
treatment rate at 5.6 women per 1,000 women of reproductive age (15-49
yrs) and a further 285,000 women who suffered severe health problems as
a result of unsafe abortion but did not seek medical attention4>. Of
importance is that data showed that marital status, age, education, area of
living (whether rural or urban) and economic status did not influence the
cases of unsafe abortion and thus findings showed that all the above
mentioned groups were affected*>. With the law and culture in Nigeria
clearly being against safe abortion, unplanned and unwanted pregnancies
always end up in unsafe abortion and its complications which often leads to
maternal death and/ or maternal injury, further increasing MMR#>,

Insecurity and lack of sufficient human resource in health

The Northern region is severely affected by the militant Islamic group - the
Boko Haram, which is fighting to overthrow the government to form an
Islamic state in West Africa under the extreme laws of Sharia*6.They use
terror activities such as kidnapping and raping, bombing (including suicide
bombers and gunmen), destruction of property such as police stations
churches and health facilities, murder, forced marriages including child
marriages among others#’. Due to the unrest in the region, many sections
of the population have been forced to move/migrate33.High migration
incidents, both internal (within the country) and external (to neighboring
countries like Cameroon, Niger and Chad) increases the types of diseases
that affect this region especially during outbreaks of infectious diseases
such as diarrheal diseases, malaria (as a result of poor shelter) which
consequently leads to either death or anemia and thus contributing to the
poor health status of the population, especially the pregnant women48, The
insecurity in the region also limits the number of human resource in the
health sector willing to work there, with resistance for fear of compromised
security4°,
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High crime rate

With the increase in killing of men, children, kidnapping and rape of the
women living in Northern Nigeria by the militant Islamic group - Boko
Haram, many cases of unwanted pregnancies and increase in new STI/HIV
infections are registered®?. In most cases the pregnant rape victims wish to
terminate pregnancy but this (induced safe abortion) is illegal in Nigeria“>.
As a result, many end up in the hands of unqualified individuals in places
lacking medical standards or skills and procure induced unsafe abortion.
This in fact is one of the major causes of high maternal deaths in Nigeria
and most parts of the LMIC either due to infection, sepsis or severe
hemorrhage?>.

Lack of policies and policy implementation in maternal health

Lack of clear policies on national review of maternal deaths and lack of
proper implementation of the current policies in maternal health have been
a contributing factor to the high MMR in Nigeria (as elaborated in section
1.3)>!. The monitoring and evaluations (M&E) bodies and M&E strategies
on implementation of important policies on maternal health and data
collection regarding maternal health has remain wanting, particularly in the
Northern part of Nigeria as a whole36. This reduces the impact of the
maternal health policies put in place and inhibits evidence based evaluation
of the interventions put in place for the reduction of MMR in Nigeria3>.

3.2 Factors influencing Delay |

Financial implications, poor previous experience in health facility,
lower status of women, female education/poor understanding of
risk factors

Financial implications and poor previous experiences

Owing to the fact that two thirds of the population of Nigeria lives in dire
poverty (as seen in section 3.1), there is always a second thought when
it comes to spending money#!. The decision to seek medical help from a
health facility is seen to have negative financial implications*!. This affects
the household budget as a whole?!. It is further confounded by any previous
bad experience by the person or a family member or friend having received
inadequate health services at the facilities within reach or affordable to the
people3>,

Influence of some religious practices

The main religion in the northern part of Nigeria is Islam>2. The Islamic
religion does not support the use of modern family planning (fp) methods,
thus also contributing to the high fertility rate, poor uptake of fp services
and consequently poor child spacing?3.

According to the Islamic religion, Purdah [alienating married women and
young ladies (pubertal age) from interacting with men or strangers inside

15



and outside the homestead] is practiced®?. This means that it also
influences their health seeking behaviors3>. They are expected to ask for
permission before seeking medical assistance if not feeling well3>. This has
consequences on the importance of timely medical interventions when it
comes to pregnancy complications and as the majority of the population in
the Northern region essentially practices Islam, delays in making the
decision to seek medical attention increases pregnancy related deaths3>.

Lack of Women empowerment and education

Level of education of the women in the reproductive age has shown a direct
influence on safe motherhood in Nigeria3>. Studies have shown that the
more educated women in Nigeria tend to have high utilization of ANC
services and health facility deliveries, unlike their lesser educated
counterparts3>. They also proved to be more knowledgeable regarding
danger signs and where to get assistance if need be3>. This not only
increases chances of successful pregnancy but it also increases the chances
of the infants’ survival3>. Educated women of reproductive age are able to
read information disseminated on brochures, radio, pamphlets, newspapers
and television3>. This ensures they do not miss out on information
disseminated for public health areas of concern such as importance of ANC
during pregnancy and after delivery, compounded by emphasis on birth
with a skilled birth attendant3>. Educated pregnant women are also able to
better communicate their own signs and symptoms3>. The number of
educated women is higher in the southern regions of Nigeria compared to
the northern region, a fact clearly explained by the presence of most of the
higher educational facilities in the Southern region?®.

Poor understanding of the risk factors and danger signs.

Several studies done in the Northern part of Nigeria show that most women
who did not attend ANC or use a health facility/do not give birth with the
assistance of a skilled birth attendant, do not know the benefits of attending
ANC neither that of health facility delivery>%. This also translated to lack of
recognition of danger signs and lack of knowledge on how many ANC visits
are required during a pregnancy on the minimum and the subsequent
recommended follow up after delivery>4. The few who attended ANC at an
index pregnancy had a little bit more knowledge on danger signs and this
seemed to increase by the number of ANC visits attended by the pregnant
women/ young mothers>*. Majority of women with middle to higher level
of education had good knowledge on danger signhs and importance of health
facility delivery and delivery with the assistance of a skilled birth
attendant38. This clearly depicted level of education as a factor influencing
maternal mortality>4.

Some outdated cultural practices and beliefs.

Conservatism and traditional beliefs, superstition, different traditional
practices and customs surrounding child birth, health and illnesses,
together with a strong resistance to accept new ideas and ways of seeking
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health care hinder uptake of maternal health services and favor traditional
healers?9, The culture in Northern Nigeria, demands that the male head of
the house has to be the decision maker4?. This includes the decision to seek
medical attention for his family members and how much he is willing to
spend for treatment*?, In the event of an obstetric emergency in the house-
hold, whilst the man is away fending for the family, he has to be waited
for, to make the decision on the way forward, which includes where to seek
help and how much he is willing to spend*?. This is not favorable for the
impending pregnancy outcome as time is lost and the condition of the
pregnant woman worsens?9,

Another cultural factor to be considered is the agricultural practices in the
rural areas*%. Most families engage in farming to minimize their monetary
expenditure on food?%°. This includes preparing the land for farming,
planting, weeding, harvesting, processing the food and eventually storing
it340, This involves a lot of strenuous physical activity and it is mostly done
by the women??. They are also the ones in-charge of taking care of the
homes, children, sourcing for- and transporting firewood (as a source of
fuel) to their respective homes3>. This does not ogre well with pregnancy
and can lead to complications especially when located in deeper parts of
the rural suburbs and if anemia is part of the pregnancy due to
malnourishment/ poor nutritional practices4°.

Nigeria also has a preference linked to male children*?, Women who have
no male child keep having children in a bid to get an “inheritor” for the man
and perpetuate continuity of the man’s family4%. This is a reason for high
parity even when the woman is of age and pregnancy is a risky prospect?°.

3.3 Factors influencing Delay |l

Distance to health facility, availability and cost of transportation,
poor roads and infrastructure, geography (mountains, rivers,
rough terrains)

Unavailability and high transportation costs in geographically
marginalized areas.

For the populations located in difficult to reach areas, such as crossing a
river during floods and the rainy seasons, areas vastly affected by
insecurity, areas with fewer means of transport and poor roads/ transport
infrastructure, going to hospital during delivery becomes a challenge to
the pregnant women in the Nortth>>. They (pregnant women) thus end up
in the hands of Traditional birth attendants (TBAs) or an elderly female
family member, who are not encompassed into the health system hence
may be lacking in knowledge to recognize danger signs or ability to deal
with obstetric complications#?. Lack of adequate functioning ambulances
in the region also plays a role in this stage of delay. Ambulances are too
few to serve the vast population on Northern Nigeria3>. The other reasons
cited for lack of ambulance use even when they are present is that they
are used by senior staff for personal errands and thus not available at the
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time of need, have no fuel, they are ill-equipped, they have broken down
and in need of repair or that there is lack of human resource due to
under-staffing3>.

Longer distance to the health facilities

Due to the above road transport situation, prices of transportation
automatically become high and are no longer affordable for the poor
communities living in these marginalized regions3>. Consequently the
choice of home birth becomes the only favorable option of delivery, if
lucky then it would be in the presence of a traditional birth attendant who
may lack the necessary knowledge on danger signs in case of
complications3>. Northern Nigeria also has fewer numbers of health
facilities thus skilled health staff available??,35, Researchers also found
that the users of health care facilities for the purposes of delivery were
closer located to the health facility that those who had to use primitive
means of transport covering longer distances to the health facilities®. The
Northern population prefers home births to health facility births due to
various cultural reasons®. Data shows that there were 25.6 percent health
facility deliveries in the northern region whilst this was not the case in the
southern region, recording 67.7 percent health facility deliveries®. In total
the country had 36 percent of the births being assisted by skilled birth
attendants®.

Demographics and poor road infrastructure

Over time, there is unequal distribution of access to health services in
Northern Nigeria>>. Inequity and inequality in the healthcare system are not
anything new. Rural areas seem to have poorer healthcare services in
comparison to urban areas>>. Looking at the demographics of the Northern
part of Nigeria, together with the socio- cultural factors affecting the
Northern part of Nigeria, several factors contribute to a high maternal
mortality>>. The unrest and internally displaced people has high influence
on access of the health facilities in the Northern region>>. Availability of
transportation and the condition of the roads as discussed in section 3.1
(under poverty) automatically cases a delay in reaching the health facilities
on time thus aggravating the chances of the woman at risk dying>>. With
this in mind, the women will always opt for home deliveries, saving on the
hustle of finding transport and the cost of transportation to the health
facility®>.
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3.4 Factors influencing Delay Il

Blood, Human Resources, Guidelines/Policies, Referral-related
factors, Patients’ side factors and Equipment, Essential drugs
availability.

Health facility infrastructure

Most of the Primary Healthcare (PHC) facilities in rural Nigeria lack in
Emergency Obstetric care (EMOC) Services®®. Numerous healthcare
facilities have been targeted and destroyed by the militant Islamic group
Boko Haram, further reducing the access and availability of quality health
care in Northern Nigeria>’. Evidently, as a result of this, low attendance of
ANC and PNC is recorded, further lowering the number of both health
facility deliveries and women who give birth with the assistance of a skilled
birth attendant3>. EMOC plays a crucial role in maternal mortality3>. Health
facilities with EMOC provision are divided into Basic EMOC and Complete
EMOC service provision®8, Basic EMOC services include parenteral
antibiotics for control of sepsis, parenteral oxytocin drugs for uterine
contraction, parenteral anti-convulsion drugs for pregnancy related
hypertension (Eclampsia and Pre- eclampsia), manual removal of the
placenta, assisted vaginal delivery and removal of retained products of
conception (POCs)?>. Complete EMOC includes the listed services in Basic
EMOC plus Surgery [Caeserian Sections (C/S)] and blood transfusion during
hemorrhage and acute anemia?°. Access and availability of both basic and
complete EMOC becomes a challenge in such a situation with destroyed
health facilities and lacking human resources due to insecurity in the
Northern region®°.

Shortage in Human resources/ Health care work force

There are three major key areas when it comes to human resource
shortage®®. Human resource shortage could be viewed under three sub-
categories: unavailability of human resources, lack of competence of
human resources available and lack of qualified human resources3>. All the
three factors mentioned above play a key role in insufficient work force in
the health sector in Nigeria®l. There are few medical training facilities in
comparison to the medical needs of the huge Nigerian population and their
distribution in the country is uneven®. Also, due to the poor pay and job
dissatisfaction a lot of migration of medical staff seeking greener pastures
occurs®l. Brain drain of the trained health work force is therefore on the
increase in comparison to those who stay behind and struggle to make ends
meet from within Nigeria as years go by®!. Sources also show that there is
lack of facilitation of continuous medical training or education for medical
staff (individually or institutionally) due to financial constraints, corruption
and limited health care workers to substitute in times of absence during
trainings or education®!. This further leads to the current health care work
force having out of date medical skills and knowledge®!.Shortage of Human
resource in health in the Northern part of Nigeria can also be explained
partially due to absenteeism of the medical personnel from their respective
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duty stations®!. This could be because of a number of reasons: lack of job
satisfaction, insecurity threats due to effects and aftermaths of the
presence of Boko Haram, lack of motivation due to poor pay, corruption,
over-worked health personnel or insufficient skilled man power®t,

Lack of adeguate number of blood banks/blood supply

Hemorrhage is amongst the leading causes of maternal death especially
postpartum hemorrhage®2. Absence of sufficient blood banks and blood in
the blood banks is a contributing factor to increased maternal deaths in
Northern Nigeria®3. Trends in a study done in 2006, in University of
Maiduguri Teaching Hospital in North—-Eastern Nigeria, show a decline in
blood donation in northern Nigeria (from 31% to 5%), whereas there is a
significant increase in demand for blood transfusion by 11% and
commercial blood donation is seen to be on the increase (from 20% to
63%)%3. This is a clear indication of the inadequacy in terms of both blood
banks and blood supple in this area®3. In a study done in 2004-2005, in
one of the tertiary hospitals in Ile-Ife in Nigeria, results showed that over
20% of the maternal deaths reported were due to delays in getting blood
for transfusion®4. A different study in one of the hospitals in Enugu State
between years 1999 - 2003 also showed a high maternal mortality ratio
of 772 maternal deaths/ 100,000 live births, also clearly indicating that
type 3 delay accounted for the highest cause of maternal mortality- a
whopping 46.4% of total maternal deaths®>. There is scarcity of blood
banks and blood supply in Northern Nigeria®3. Evidence shows that in
general, Nigerians have are not very willing when it comes to voluntary
blood donation due to various reasons®3. One of the reasons for the
apathy in blood donation is the fear of HIV screening®3. This is because
many a times blood donation is intended for relatives or friends and this
would involve HIV screening, whereas HIV is still a disease that is frowned
upon and the victims’ stigmatized®3. Another reason (from the recipient
side) is fear of blood borne diseases such as Hepatitis B and C, and more
so HIV®3. This is because most health facilities in Nigeria still use HIV
tests that check on the antibody reaction, whilst this will not be able to
detect HIV infection in the “window period”®3. Blood donation has now
become commercialized®3. Whereas blood donation is supposed to be
voluntary, poverty has led people to commercializing blood®3. This is
unfortunate as blood donation is usually required at desperate measures
in relation to maternal mortality, hence having to outsource resources to
get people to donate is not only time consuming but also is likely to cost
us the lives of the mothers in need of blood transfusion®3.

Essential drugs availability

The policies in maternal health in Nigeria include magnesium sulphate and
oxytocin as part of the essential drug list®58, However many of the health
facilities or health service points still lacked this in their stocks®®. One of
the major direct obstetric causes for maternal deaths is hemorrhage, but

20



most of the community workers and traditional birth attendants are not
equipped with the essential drugs that reduce hemorrhage®®. This in fact
further complicates any interventions that could be placed to save a
hemorrhaging pregnant woman or one who has just given birth and is
suffering PPH®8,

Poor referral systems

Sources show that even after reaching the hospital on time, the turn-
around time for service delivery was wanting, either due to shortage of
qualified staff, absenteeism of the staff on call, negligence or even lack of
knowledge in recognizing danger signs by the staff at hand®>. By the time
a patient in dire need of medical help is seen by the HCW, their chances of
surviving have markedly reduced®. Lack of means from one health
institution or homes to a referral health facility to facilitate the referral was
also seen as a problem in Northern Nigeria®>. Ambulances were either
lacking, being used for personal use, lacking staff or necessary equipment
inside them, or even lacking fuel®>.

Chapter 4: Discussion

4.1 Health system factors affecting MM in Northern Nigeria

Over time, evidence has shown that there is an inverse relationship
between outcomes of delivery with skilled birth attendants and occurrence
of pregnancy related deaths®®. It is evident that difference in maternal
deaths between area regions of Nigeria (North versus South), is highly
likely due to access and availability of- or lack of adequate maternal health
services, together with the fact that there are more home deliveries than
health facility deliveries*’.Poverty has been seen as a factor influencing
access to maternal health care in Nigeria, as a whole, as most health
financing is out of pocket and is borne by the house-hold budget, meaning
health care in financially inaccesible3>. Poor uptake of family planning (due
to religious factors and availability as a result of fewer health service points)
and teenage pregnancies increase the lifetime risk of a woman dying in
Northern Nigeria due to pregnancy related deaths. The fact that Misoprostol
and Oxytocin drugs are included in the essential drugs list by the Sexual
and reproductive health policies of Nigeria, it still does not translate to use
of the same mentioned drugs for prevention and treatment of hemorrhage,
be it antepartum (APH) or postpartum (PPH) mainly because the
community health service points do not have access to them®”. There is not
only need for increased human resources for health, but also increased
retention of the same Human resources and adequate preparation of health
service point for obstetric emergencies in Northern Nigeria®l. Unsafe
abortion cases are still high and on the rise because it is still illegal in Nigeria
to have an abortion*>. MVA is still lacking in most health facilities, thus poor
quality of post abortive care also leads to increasing pregnancy related
deaths in the Northern region4>. This is also as a result of poor uptake for
family planning methods*>.
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4.2 Socio- economic, cultural and environmental factors affecting MM in Northern
Nigeria

Level of education of the women in reproductive age directly influences the
outcomes of pregnancy3>. Distance to a health service point and lack of
transportation to the health service point hinders access to the
recommended quality of care during pregnancy and birth®. Marginalized
areas (places with poor road infrastructure) or areas facing a calamity such
as floods and insecurity face challenges in lack of health services required,
more so during emergencies>! This leads to poor quality of maternal health
care®’, Irregular supply of hospital amenities such as gloves and needles in
health facilities reduces hygiene levels, thus increasing the rate of puerperal
sepsis®’. Inadequate number of blood banks together with poor attitude of
the people of Nigeria in voluntary blood donation has vastly contributed to
maternal mortality due to shortage of blood supply®3. This is further
compounded by the fact that blood donation has become commercialized
and is no longer out of good will®3. The insecurity in Northern Nigeria by
the militant Islamic group Boko Haram has created a hostile environment
not only for the population in Northern Nigeria but also for the health care
workers (HCW) who are also under attack*®. The same HCW are working
with poor pay for the services rendered, lacking motivation and job
satisfaction reducing the quality of care given to pregnant women and
mothers, such as failure to screen the pregnant women during ANC>!.
Cultural and religious factors in the North such as decision making in the
home during illness, health seeking behaviors and uptake of maternal
health services need to be addressed4.
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Chapter 5: Conclusion

A couple of conclusions can be made in the case of Nigeria, with particular
interest in Northern Nigeria in which MMR is highest in the country,
compounded with the fact that it is currently vastly affected by insecurity
and unrest®8. This calls for introduction of region specific programs aimed
at reduction of MMR®2, Region specific programs, unlike general programs,
cater for the specific needs and tackles the specific challenges in a certain
area population which will have better results in MMR reduction, a good
start being community based safe motherhood promotion in the utilization
of obstetric health care®’.

Addressing the region specific challenges facing the different areas in the
northern region will increase utilization of maternal health care services,
further decreasing the high MMR and this also includes male involvement
in maternal health, with emphasis and education/advocacy and promotion
of FP utilization”?. This is because apart from having a high MMR, Nigeria
also has a high fertility rate more so in the North, TFR of 6.1, giving room
to a high lifetime risk of maternal mortality’!.

Access to facility and community based maternal healthcare service
delivery points should be increased, hopefully increasing utilization of
maternal care facilities’2. Traditional Birth Attendants (TBAs) have been
seen to play a major role in the birth process, integration of the TBAs into
the health system, assisting them with necessary training and equipment
will also reduce MMR, them being in a position to perform a safe delivery in
the home environment or be able to identify danger signs early enough and
refer to an appropriate level facility for further EMOC49,73,

As has been seen in the literature analysis, hemorrhage, whether APH or
PPH is one of the major causes of MMR in Nigeria among others’4. Having
continuous training in facility and community based management of
obstetric emergencies, including the use of Misoprostol, a drug used for
management of PPH, in ANC and PNC service delivery posts will reduce the
incidence of MM due to hemorrhage’>. Also, proper sepsis (infection)
prevention and management should be emphasized as this is also one of
the major causes of MMR#3. Given the conditions in the Northern part of
Nigeria, prevention and proper management of infection is a good method
of reduction of MMR due to sepsis*3.

Unsafe abortion is still and will continue to be a menace in the society of
Nigeria and sub-Saharan Africa’®. As long as abortion is illegal, women with
unplanned or unwanted pregnancies will end up attempting induced unsafe
abortion, hence a key starting point would be advocacy for legalization of
safe abortion’’. Availability of Manual Vacuum Aspiration (MVA) services in
the primary health care level is crucial as a means of post abortive care as
this will reduce cases of PPH as a result of post abortive (induced unsafe
abortion) hemorrhage>>.

Improving data collection on prevalence and incidence of maternal
morbidity is also a good way to assess progress with current and future
policy implementation’®. Maternal morbidity is caused by medical
conditions such as uterine rupture, maternal depression, anemia, fistulas,
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genital and uterine prolapse and scarring of the uterus or genitals>>.
Creating a link between mortality and morbidity outcomes further catapults
the assessment of combating high MMR in Nigeria and the progress it is
making with each intervention placed>>.
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Chapter 6: Recommendations
6.1 Current intervention strategies in Nigeria

Nigeria adopted the Safe Motherhood Initiative (SMI) in Nairobi (Kenya)
when it was launched worldwide in 1987 during a conference?%. The SMI
had the following strategies to reduce maternal mortality:

% “Poverty reduction and women empowerment and education.

% Income generating activities for women.

% Provision of family planning services and quality post abortive care,

with revision of laws on safe abortion, while promoting women’s

rights.

Advocacy discouraging child marriage/teenage pregnancies and

harmful practices that lead to complications during pregnancy and

birth.

% Provision of ANC, including screening, prevention and treatment of
sexually transmitted infections (STIs).

% Provision of global access to skilled birth attendants and quality
EMOC.

% Improving the quality of health infrastructure and number of Human
resources.

% Managing the delivery fee costs through government subsidies and

health insurance or universal health coverage (UHC)>*.”

D)

X/
°e

In 2009, the introduction of Midwives Service Scheme (MSS) was done and
involved the 36 Nigerian states and the three tiers of the Government. “The
main purpose was to mobilize midwives (newly qualified, unemployed and
retired) to selected PHC facilities in the rural regions, with the aim of
achieving increased SBA coverage as a means directed to MMR reduction.
By July 10th, 2010 about 2,622 midwives had been recruited and posted to
PHC facilities in rural region. This program improved midwives’ training and
increased quality of maternal health care. It however faced challenges
mainly being availability and retention of the midwives. More governmental
support will be necessary for it to be a success”’?.

There was also introduction of the Subsidy, reinvestment and
empowerment program (SURE-P): Maternal and Child health initiative in
2012 where the Government was promoting the use of skilled midwives in
PHC for normal births (for the year 2013 -2016) by:

% “Improving the provision of quality maternal health care service (
training and placement of midwives, community health extension
workers and village health workers)

% Improving maternal health service use ($30 will be transferred to
pregnhant women who either get registered at a PHC, go for ANC,
deliver at a heath facility or when they take the baby for their initial
inoculation)

% Measuring the impact of introduced financial incentives

K/
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This program is still running to date but with challenges in retention of the
midwives”80,

6.2 Why interventions succeeded in the Southern region of Nigeria

The current maternal health programs in Nigeria have been seen to have
markedly reduced maternal mortality in the southern region unlike in the
North. The main factors to consider in Northern Nigeria is their socio-
cultural, religious and environmental uniqueness in comparison to the rest
of the southern region. The southern region indices are way better than the
northern region and inequality in health care is evident between the two
regions (as seen in Chapter 3). Some parts are doing far worse than others
on different indicators, for example home births are highest in North west
region (88%), family planning use is highest in the North central region
(16%) and so on, yet these are still very poor indicators. The government
on Nigeria should gear towards excellent leadership and administrative
legislation to ensure that programs are monitored and edited as per the
requirements of the mentioned marginalized areas. Focusing on eliminating
corruption, poverty reduction and re-investment in the infrastructural side,
together with active involvement on the advocacy of female education,
birth with SBAs and ANC attendance in conjunction with educated women
and religious and community leaders may go a long way in reducing MMR
in Northern region. This could further be used as the channel to promote
increased family planning use and girl-child education. Taking care of the
Boko haram situation and bringing political stability in the North will also
be key in retention of the midwives and HCW.

6.3 WHO strategies towards ending preventable maternal mortality
(EPMM)
This was introduced in 2015b based on the following focus areas:

1. “"Concerning maternal deaths (prevention and control)

2. Concerning maternal mortality (prevention and control)

3. Pertaining obstetric labor complications (prevention and control)

4. Maternal health services (improve standards and quality)

5. Health service has to be accessible

6. Universal coverage

The guiding principles mainly are based on focusing on country leadership
and ownership, integration of maternal and newborn health services,
applying human rights framework against violation, increase quality of
sexual reproductive health and ensuring that health care is acceptable and
accessible to all who need it"81,

26



References

1 Nigeria Map / Geography of Nigeria / Map of Nigeria - Worldatlas.com
[Internet]. Worldatlas.com. 2016 [cited 5 July 2016]. Available from:
http://www.worldatlas.com/webimage/countrys/africa/ng.htm

2 Population, total | Data | Table [Internet]. Data.worldbank.org. 2016
[cited 23 June 2016]. Available from:
http://data.worldbank.org/indicator/SP.POP.TOTL

3 Nigeria [Internet]. World Health Organization. 2016 [cited 23 June
2016]. Available from: http://www.who.int/countries/nga/en/

4 States and Local Governments of Nigeria [Internet]. Waado.org. 2016
[cited 23 June 2016]. Available from:
http://www.waado.org/NigerDelta/Nigeria Facts/States LocalGovtAreas.h
tml

5 https://taylorgeoitalyisawesome.files.wordpress.com/2015/06/nigeria-
in-africa-map.jpg

6 Anger B. Poverty Eradication, Millennium Development Goals and
Sustainable Development in Nigeria. Journal of Sustainable Development.
2010;3(4).
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.677.8290&rep
=repl&type=pdf

7 United Nations Development Programme, Malik K. Human Development
Report 2014: Sustaining Human Progress-Reducing Vulnerabilities and
Building Resilience (PDF). UN; 2014. Available on
http://hdr.undp.org/sites/default/files/hdri4-report-en-1.pdf

8 Ogbeidi MM. Political leadership and corruption in Nigeria since 1960: A
socio-economic analysis. Journal of Nigeria Studies. 2012;1(2). Available
on
http://s3.amazonaws.com/academia.edu.documents/32370272/Political |
eadership.pdf?AWSAccessKeyld=AKIAJ56 TQIRTWSMTNPEA&EXpires=146
8851135&Signature=80myGd13zvMuMCfQ4aGzZw2q721%3D&response-
content-

disposition=inline%3B%?20filename%3DPolitical Leadership and Corrupti
on_in_N.pdf

° Nigeria Demographic and Health Survey 2013 - The DHS Program.
2016.Availabe on

27


http://www.worldatlas.com/webimage/countrys/africa/ng.htm
http://data.worldbank.org/indicator/SP.POP.TOTL
http://www.who.int/countries/nga/en/
http://www.waado.org/NigerDelta/Nigeria_Facts/States_LocalGovtAreas.html
http://www.waado.org/NigerDelta/Nigeria_Facts/States_LocalGovtAreas.html
https://taylorgeoitalyisawesome.files.wordpress.com/2015/06/nigeria-in-africa-map.jpg
https://taylorgeoitalyisawesome.files.wordpress.com/2015/06/nigeria-in-africa-map.jpg
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.677.8290&rep=rep1&type=pdf
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.677.8290&rep=rep1&type=pdf
http://hdr.undp.org/sites/default/files/hdr14-report-en-1.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf
http://s3.amazonaws.com/academia.edu.documents/32370272/Political_leadership.pdf?AWSAccessKeyId=AKIAJ56TQJRTWSMTNPEA&Expires=1468851135&Signature=8OmyGd13zvMuMCfQ4aGzZw2q72I%3D&response-content-disposition=inline%3B%20filename%3DPolitical_Leadership_and_Corruption_in_N.pdf

http://www.who.int/maternal child adolescent/epidemiology/profiles/mat
ernal/nga.pdf

10 Abdulraheem IS, Olapipo AR, Amodu MO. Primary health care services
in Nigeria: Critical issues and strategies for enhancing the use by the rural
communities. Journal of public health and epidemiology. 2012 Jan
31;4(1):5-13. Available on
http://www.academicjournals.org/journal/JPHE/article-full-text-
pdf/F333DB74249

11 [Internet]. Hrh-observatory.afro.who.int. 2016 [cited 9 August 2016].
Available from: http://www.hrh-
observatory.afro.who.int/images/Document Centre/nigeria country profil

e.pdf?ua=1

12 Global Health Expenditure Database [Internet]. Apps.who.int. 2016
[cited 11 July 2016]. Available from:
http://apps.who.int/nha/database/ViewData/Indicators/en

13 Maternal mortality [Internet]. World Health Organization. 2016 [cited
17 August 2016]. Available from:
http://www.who.int/mediacentre/factsheets/fs348/en/

14 Temmerman M, Khosla R, Bhutta Z, Bustreo F. Towards a new Global
Strategy for Women’s, Children’s and Adolescents’ Health. BMJ] [Internet].
2015 [cited 17 August 2016];351:h4414. Available from:
http://www.bmj.com/content/351/bmj.h4414.full

15> Family and Reproductive Health - WHO | Regional Office for Africa
[Internet]. Afro.who.int. 2016 [cited 23 June 2016]. Available from:
http://www.afro.who.int/en/nigeria/country-programmes/maternal-and-
child-health.html

16 [Internet]. Who.int. 2016 [cited 23 June 2016]. Available from:
http://www.who.int/gho/maternal health/countries/nga.pdf?ua=1

17 Ahmed S, Creanga A, Gillespie D, Tsui A. Economic Status, Education
and Empowerment: Implications for Maternal Health Service Utilization in
Developing Countries. PLOS ONE [Internet]. 2010 [cited 17 August
2016];5(6):€11190. Available from:
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.001119
0

28


http://www.who.int/maternal_child_adolescent/epidemiology/profiles/maternal/nga.pdf
http://www.who.int/maternal_child_adolescent/epidemiology/profiles/maternal/nga.pdf
http://www.academicjournals.org/journal/JPHE/article-full-text-pdf/F333DB74249
http://www.academicjournals.org/journal/JPHE/article-full-text-pdf/F333DB74249
http://www.hrh-observatory.afro.who.int/images/Document_Centre/nigeria_country_profile.pdf?ua=1
http://www.hrh-observatory.afro.who.int/images/Document_Centre/nigeria_country_profile.pdf?ua=1
http://www.hrh-observatory.afro.who.int/images/Document_Centre/nigeria_country_profile.pdf?ua=1
http://apps.who.int/nha/database/ViewData/Indicators/en
http://www.who.int/mediacentre/factsheets/fs348/en/
http://www.bmj.com/content/351/bmj.h4414.full
http://www.afro.who.int/en/nigeria/country-programmes/maternal-and-child-health.html
http://www.afro.who.int/en/nigeria/country-programmes/maternal-and-child-health.html
http://www.who.int/gho/maternal_health/countries/nga.pdf?ua=1
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0011190
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0011190

18 United Nations Millennium Development Goals [Internet]. Un.org. 2016
[cited 23 June 2016]. Available from:
http://www.un.org/millenniumgoals/

19 World Health Organization, UNICEF. UNFPA, The World Bank, & the
United Nations Population Division.(2014). Trends in Maternal Mortality:
1990-2013. Estimates by WHO, UNICEF, UNFPA, The World Bank and the
United Nations Population Division. 1990. Available on
https://openknowledge.worldbank.org/bitstream/handle/10986/18203/87
9050PUBOTren00Box385214B0O0PUBLICO.pdf?sequence=1&isAllowed=y

20 Waage J, Banerji R, Campbell O, Chirwa E, Collender G, Dieltiens V,
Dorward A, Godfrey-Faussett P, Hanvoravongchai P, Kingdon G, Little A.
The Millennium Development Goals: a cross-sectoral analysis and
principles for goal setting after 2015. The Lancet. 2010 Sep
18;376(9745):991-1023.

21 Bishai D. M., Cohen R., Alfonso Y. N., Adam T., Kuruvilla S., &
Schweitzer, J. (2016). Factors Contributing to Maternal and Child
Mortality Reductions in 146 Low- and Middle-Income Countries between
1990 and 2010.PLoS ONE, 11(1), e0144908.
http://doi.org/10.1371/journal.pone.0144908 [cited 17 August 2016].
Available on http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4718632/

22 Ogunlela YI. An Assessment of Safe Motherhood Initiative in Nigeria
and the Achievement of the Millennium Development Goal Number 5. The
Social Sciences. 2012;7(3):353-60 [cited 17 August]. Available on
http://docsdrive.com/pdfs/medwelljournals/sscience/2012/353-360.pdf

23 Kullima A, Kawuwa M, Audu B, Geidam A, Mairiga A. Trends in maternal
mortality in a tertiary institution in Northern Nigeria. Ann Afr Med.
2009;8(4):221[cited 17t August].

24 [Internet]. Who.int. 2016 [cited 23 June 2016]. Available from:
http://www.who.int/gho/countries/nga.pdf?ua=1

25 Yadav S, Cheng C, Odigwe C, Shibata W, Ham C. J, International
Healthcare Systems - Nigeria ,2009 [cited 17 August]. Available on
http://www.medscape.com/viewarticle/703712 8

26 McCarthy J, Maine D. A framework for analyzing the determinants of
maternal mortality. Studies in family planning. 1992 Jan 1;23(1):23-33
[cited 17 August]. Available on

http://www.jstor.org/stable/19668257?seq=1#page scan tab contents

27 Thorsen V, Sundby ], Malata A. Piecing Together the Maternal Death
Puzzle through Narratives: The Three Delays Model Revisited. PLOS ONE

29


http://www.un.org/millenniumgoals/
https://openknowledge.worldbank.org/bitstream/handle/10986/18203/879050PUB0Tren00Box385214B00PUBLIC0.pdf?sequence=1&isAllowed=y
https://openknowledge.worldbank.org/bitstream/handle/10986/18203/879050PUB0Tren00Box385214B00PUBLIC0.pdf?sequence=1&isAllowed=y
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4718632/
http://docsdrive.com/pdfs/medwelljournals/sscience/2012/353-360.pdf
http://www.who.int/gho/countries/nga.pdf?ua=1
http://www.medscape.com/viewarticle/703712_8
http://www.jstor.org/stable/1966825?seq=1#page_scan_tab_contents

[Internet]. 2012 [cited 17 August 2016];7(12):e52090. Available from:
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.005209
0

28 Knight H, Self A, Kennedy S. Why Are Women Dying When They Reach
Hospital on Time? A Systematic Review of the ‘Third Delay’. PLOS ONE
[Internet]. 2013 [cited 17 August 2016];8(5):e63846. Available from:
http://journals.plos.org/plosone/article?id=10.1371/journal.pone

29 The Three Delays Model and our Integrated Approach - Maternity
Worldwide [Internet]. Maternity Worldwide. 2016 [cited 11 July 2016].
Available from: http://www.maternityworldwide.org/what-we-do/three-
delays-model/

30 [Internet]. Researchgate.net. 2016 [cited 17 August 2016]. Available
from:

https://www.researchgate.net/profile/Pius Ekong/publication/51795009/f
igure/figl/AS:277168446820360@1443093516012/Fig-1-Map-of-Nigeria-
showing-the-six-6-geopolitical-zones-For-interpretation-of-the.png

31 Dudley B. Parties and Politics in Northern Nigeria [Internet]. Google
Books. 2016 [cited 6 July 2016]. Available from:
https://books.google.nl/books?hl=en&Ir=&id=AU38AQAAQBAJ&oi=fnd&pg
=PR9&dg=islam+in+northern+nigeria&ots=10mV46Q3qy&sig=NyiNI3sW

QDMFPgpXiKmfeuvI8o&redir esc=y#v=onepage&qg=islam%20in%20nort
hern%?20nigeria&f=false

32 Lawson K. Eat the heart of the infidel: the harrowing of Nigeria and the
rise of Boko Haram. By Andrew Walker: Boko Haram: Nigeria's Islamist
insurgency. By Virginia Comolli. International Affairs. 2016;92(3):750-
752.

33 Meagher K. Beyond terror: addressing the Boko Haram challenge in
Nigeria. Norwegian Peace Building Resource Center Policy Brief. 2014 Nov
1. Available on

file:///C:/Users/user/Downloads/Meagher NOREF Beyond%?20Terror Add
ressing%20the%20Boko%20Haram%20Challenge%20in%20Nigeria Nov
%202014 FINAL.pdf

34 [Internet]. Img.static.reliefweb.int. 2016 [cited 7 August 2016].
Available from:
http://img.static.reliefweb.int/sites/reliefweb.int/files/styles/attachment-
large/public/resources-pdf-previews/538146-

ECDM 20160401 Nigeria Boko Haram Crisis.png?itok=RIP _m xs

35 Ononokpono DObOdimegwu. Determinants of Maternal Health Care
Utilization in Nigeria: a multilevel approach. Pan African Medical Journal

30


http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0052090
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0052090
http://journals.plos.org/plosone/article?id=10.1371/journal.pone
http://www.maternityworldwide.org/what-we-do/three-delays-model/
http://www.maternityworldwide.org/what-we-do/three-delays-model/
https://www.researchgate.net/profile/Pius_Ekong/publication/51795009/figure/fig1/AS:277168446820360@1443093516012/Fig-1-Map-of-Nigeria-showing-the-six-6-geopolitical-zones-For-interpretation-of-the.png
https://www.researchgate.net/profile/Pius_Ekong/publication/51795009/figure/fig1/AS:277168446820360@1443093516012/Fig-1-Map-of-Nigeria-showing-the-six-6-geopolitical-zones-For-interpretation-of-the.png
https://www.researchgate.net/profile/Pius_Ekong/publication/51795009/figure/fig1/AS:277168446820360@1443093516012/Fig-1-Map-of-Nigeria-showing-the-six-6-geopolitical-zones-For-interpretation-of-the.png
https://books.google.nl/books?hl=en&lr=&id=AU38AQAAQBAJ&oi=fnd&pg=PR9&dq=islam+in+northern+nigeria&ots=1OmV46Q3qy&sig=NyiNI3sW_QDMFPqpXiKmfeuvl8o&redir_esc=y#v=onepage&q=islam%20in%20northern%20nigeria&f=false
https://books.google.nl/books?hl=en&lr=&id=AU38AQAAQBAJ&oi=fnd&pg=PR9&dq=islam+in+northern+nigeria&ots=1OmV46Q3qy&sig=NyiNI3sW_QDMFPqpXiKmfeuvl8o&redir_esc=y#v=onepage&q=islam%20in%20northern%20nigeria&f=false
https://books.google.nl/books?hl=en&lr=&id=AU38AQAAQBAJ&oi=fnd&pg=PR9&dq=islam+in+northern+nigeria&ots=1OmV46Q3qy&sig=NyiNI3sW_QDMFPqpXiKmfeuvl8o&redir_esc=y#v=onepage&q=islam%20in%20northern%20nigeria&f=false
https://books.google.nl/books?hl=en&lr=&id=AU38AQAAQBAJ&oi=fnd&pg=PR9&dq=islam+in+northern+nigeria&ots=1OmV46Q3qy&sig=NyiNI3sW_QDMFPqpXiKmfeuvl8o&redir_esc=y#v=onepage&q=islam%20in%20northern%20nigeria&f=false
file:///C:/Users/user/Downloads/Meagher_NOREF_Beyond%20Terror_Addressing%20the%20Boko%20Haram%20Challenge%20in%20Nigeria_Nov%202014_FINAL.pdf
file:///C:/Users/user/Downloads/Meagher_NOREF_Beyond%20Terror_Addressing%20the%20Boko%20Haram%20Challenge%20in%20Nigeria_Nov%202014_FINAL.pdf
file:///C:/Users/user/Downloads/Meagher_NOREF_Beyond%20Terror_Addressing%20the%20Boko%20Haram%20Challenge%20in%20Nigeria_Nov%202014_FINAL.pdf
http://img.static.reliefweb.int/sites/reliefweb.int/files/styles/attachment-large/public/resources-pdf-previews/538146-ECDM_20160401_Nigeria_Boko_Haram_Crisis.png?itok=RIP_m_xs
http://img.static.reliefweb.int/sites/reliefweb.int/files/styles/attachment-large/public/resources-pdf-previews/538146-ECDM_20160401_Nigeria_Boko_Haram_Crisis.png?itok=RIP_m_xs
http://img.static.reliefweb.int/sites/reliefweb.int/files/styles/attachment-large/public/resources-pdf-previews/538146-ECDM_20160401_Nigeria_Boko_Haram_Crisis.png?itok=RIP_m_xs

[Internet]. 2016 [cited 17 August 2016];. Available from:
http://www.panafrican-med-
journal.com/content/series/17/1/2/full/#.V6i8AvI97IU

36 Dumble L. Africa: The more brutal the genital mutilation, the worse the
obstetric complication - global-sisterhood-network.org [Internet]. Global-
sisterhood-network.org. 2016 [cited 17 August 2016]. Available from:
http://www.global-sisterhood-network.org/content/view/993/76/

37 Ayenigbara D. Female Genital Mutilation: Types, Consequences and
Constraints of Its Eradication in Nigeria. IOSR-IJDMS. 2013;3(5):7-10

38 Teenager: definition of teenager in Oxford dictionary (American
English) (US) [Internet]. Oxforddictionaries.com. 2016 [cited 5 July
2016]. Available from:
http://www.oxforddictionaries.com/us/definition/american english/teenag
er

39 TIjaiya MA, Rahman AG, Aboyeji AP, Olatinwo AW, Esuga SA, Ogah OK,
Raji HO, Adebara IO, Akintobi AO, Adeniran AS, Adewole AA.
Vesicovaginal fistula: a review of nigerian experience. West African
journal of medicine. 2010 Sep 1;29(5). Available on
http://www.ajol.info/index.php/wajm/article/viewFile/68247/56333

40Chukuezi C. Socio-cultural factors associated with maternal mortality in
Nigeria. Research journal of social sciences. 2010;1(5):22-6. Available on
http://www.aensiweb.net/AENSIWEB/rjss/rjss/2010/22-26.pdf

41 Poverty Analysis - Overview [Internet]. Web.worldbank.org. 2016
[cited 7 August 2016]. Available from:
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTPOVERTY/EXTP
A/0Q,,contentMDK:22397595~pagePK:210058~piPK:210062~theSitePK:4
30367,00.html

42 Linard C, Gilbert M, Snow RW, Noor AM, Tatem AJ. Population
distribution, settlement patterns and accessibility across Africa in 2010.
PloS one. 2012 Feb 21;7(2):e31743.

43 Ewetan 0O, Ese U. Insecurity and socio-economic development in
Nigeria. Journal of Sustainable Development Studies. 2014 Feb
28;5(1):40-63.

44 Ganatra B, Tuncalp O, Johnston HB, Johnson Jr BR, Gulmezoglu AM,

Temmerman M. From concept to measurement: operationalizing WHO's
definition of unsafe abortion. Bulletin of the World Health Organization.
2014 Mar;92(3):155-.

31


http://www.panafrican-med-journal.com/content/series/17/1/2/full/#.V6i8Avl97IU
http://www.panafrican-med-journal.com/content/series/17/1/2/full/#.V6i8Avl97IU
http://www.global-sisterhood-network.org/content/view/993/76/
http://www.oxforddictionaries.com/us/definition/american_english/teenager
http://www.oxforddictionaries.com/us/definition/american_english/teenager
http://www.ajol.info/index.php/wajm/article/viewFile/68247/56333
http://www.aensiweb.net/AENSIWEB/rjss/rjss/2010/22-26.pdf
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTPOVERTY/EXTPA/0,,contentMDK:22397595~pagePK:210058~piPK:210062~theSitePK:430367,00.html
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTPOVERTY/EXTPA/0,,contentMDK:22397595~pagePK:210058~piPK:210062~theSitePK:430367,00.html
http://web.worldbank.org/WBSITE/EXTERNAL/TOPICS/EXTPOVERTY/EXTPA/0,,contentMDK:22397595~pagePK:210058~piPK:210062~theSitePK:430367,00.html

4> Bankole A, Adewole IF, Hussain R, Awolude O, Singh S, Akinyemi J]O.
The incidence of abortion in Nigeria. International perspectives on sexual
and reproductive health. 2015 Dec 1;41(4):170-81.

46 Adesoji A. The Boko Haram Uprising and Islamic Revivalism in
Nigeria/Die Boko-Haram-Unruhen und die Wiederbelebung des Islam in
Nigeria. Africa Spectrum. 2010 Jan 1:95-108.

47 0Obi CK. Challenges of insecurity and terrorism in nigeria: Implication
for national development. OIDA International Journal of Sustainable
Development. 2015 Feb 28;8(02):11-8.

48 Agbiboa DE. Peace at Daggers Drawn? Boko Haram and the state of
emergency in Nigeria. Studies in Conflict & Terrorism. 2014 Jan
2;37(1):41-67.

49 Bamidele O. Boko Haram Catastrophic Terrorism-An Albatross to
National Peace, Security and Sustainable Development in Nigeria. Journal
of Sustainable Development in Africa. 2012;14(1):32-44.

>0 Folayan MO, Odetoyinbo M, Harrison A, Brown B. Rape in Nigeria: a
silent epidemic among adolescents with implications for HIV infection.
Global health action. 2014 Aug 22;7.

>1 Abdulraheem IS, Olapipo AR, Amodu MO. Primary health care services
in Nigeria: Critical issues and strategies for enhancing the use by the rural
communities. Journal of public health and epidemiology. 2012 Jan
31;4(1):5-13.

>2 Kendhammer B. The Sharia controversy in Northern Nigeria and the
politics of Islamic law in new and uncertain democracies. Comparative
Politics. 2013 Apr 1;45(3):291-311.

>3 Duze MC, Mohammed IZ. Male knowledge, attitude, and family
planning practices in Northern Nigeria. African Journal of Reproductive
Health. 2006 Dec 1;10(3):53-65.

>4 Okereke E, Aradeon S, Akerele A, Tanko M, Yisa I, Obonyo B.
Knowledge of safe motherhood among women in rural communities in
northern Nigeria: implications for maternal mortality reduction.
Reproductive health. 2013 Oct 26;10(1):1. Available on
https://reproductive-health-
journal.biomedcentral.com/articles/10.1186/1742-4755-10-57

>> Envuladu EA, Agbo HA, Lassa S, Kigbu JH, Zoakah AI. Factors
determining the choice of a place of delivery among pregnant women in
Russia village of Jos North, Nigeria: gé:hieving the MDGs 4 and 5.


https://reproductive-health-journal.biomedcentral.com/articles/10.1186/1742-4755-10-57
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/1742-4755-10-57

International Journal of Medicine and Biomedical Research. 2013 Jan
1;2(1):23-7. Available on
http://www.ajol.info/index.php/ijmbr/article/viewFile/91928/88220

6 Okoli U, Abdullahi MJ, Pate MA, Abubakar IS, Aniebue N, West C.
Prenatal care and basic emergency obstetric care services provided at
primary healthcare facilities in rural Nigeria. International Journal of
Gynecology & Obstetrics. 2012 Apr 30;117(1):61-5. Available on
http://www.sciencedirect.com.vu-
nl.idm.oclc.org/science/article/pii/S0020729211006503

>7 Blanchard LP. Nigeria's Boko Haram: Frequently Asked Questions.
Current Politics and Economics of Africa. 2014 Apr 1;7(2):143.

>8 Dogba MFournier P. Human resources and the quality of emergency
obstetric care in developing countries: a systematic review of the
literature. Human Resources for Health. 2009;7(1):7.

>9 Aderonke ON. ACCESS AND UTILIZATION OF ANTENATAL CARE
SERVICES IN FUNTUA LOCAL GOVERNMENT AREA, KATSINA STATE,
NIGERIA (Doctoral dissertation, AHMADU BELLO UNIVERSITY, ZARIA).

60 Dogba M, Fournier P. Human resources and the quality of emergency
obstetric care in developing countries: a systematic review of the
literature. Human Resources for Health. 2009;7(1). Available on
https://human-resources-
health.biomedcentral.com/articles/10.1186/1478-4491-7-7

61 Blacklock C, Ward AM, Heneghan C, Thompson M. Exploring the
migration decisions of health workers and trainees from Africa: a meta-
ethnographic synthesis. Social Science & Medicine. 2014 Jan 31;100:99-
106. Available on

https://www.researchgate.net/profile/Carl Heneghan/publication/259123

878 Exploring the migration decisions of health workers and trainees
from Africa A meta-

ethnographic synthesis/links/55de3ab708ae79830bb58718.pdf

62 Jadesimi A, Okonofua FE. Tackling the unacceptable: Nigeria approves
misoprostol for postpartum haemorrhage. Journal of Family Planning and
Reproductive Health Care. 2006 Oct 1;32(4):213.

63 Ahmed SG, Ibrahim UA, Hassan AW. Adequacy and pattern of blood
donations in north—eastern Nigeria: the implications for blood safety.
Annals of tropical medicine and parasitology. 2013 Jul 18. Available on
https://www.researchgate.net/profile/Sagir Ahmed/publication/5818044

Adequacy and pattern of blood donations in North-

33


http://www.ajol.info/index.php/ijmbr/article/viewFile/91928/88220
http://www.sciencedirect.com.vu-nl.idm.oclc.org/science/article/pii/S0020729211006503
http://www.sciencedirect.com.vu-nl.idm.oclc.org/science/article/pii/S0020729211006503
https://human-resources-health.biomedcentral.com/articles/10.1186/1478-4491-7-7
https://human-resources-health.biomedcentral.com/articles/10.1186/1478-4491-7-7
https://www.researchgate.net/profile/Carl_Heneghan/publication/259123878_Exploring_the_migration_decisions_of_health_workers_and_trainees_from_Africa_A_meta-ethnographic_synthesis/links/55de3ab708ae79830bb58718.pdf
https://www.researchgate.net/profile/Carl_Heneghan/publication/259123878_Exploring_the_migration_decisions_of_health_workers_and_trainees_from_Africa_A_meta-ethnographic_synthesis/links/55de3ab708ae79830bb58718.pdf
https://www.researchgate.net/profile/Carl_Heneghan/publication/259123878_Exploring_the_migration_decisions_of_health_workers_and_trainees_from_Africa_A_meta-ethnographic_synthesis/links/55de3ab708ae79830bb58718.pdf
https://www.researchgate.net/profile/Carl_Heneghan/publication/259123878_Exploring_the_migration_decisions_of_health_workers_and_trainees_from_Africa_A_meta-ethnographic_synthesis/links/55de3ab708ae79830bb58718.pdf
https://www.researchgate.net/profile/Sagir_Ahmed/publication/5818044_Adequacy_and_pattern_of_blood_donations_in_North-eastern_Nigeria_the_implications_for_blood_safety/links/54c2a2580cf219bbe4e8f151.pdf
https://www.researchgate.net/profile/Sagir_Ahmed/publication/5818044_Adequacy_and_pattern_of_blood_donations_in_North-eastern_Nigeria_the_implications_for_blood_safety/links/54c2a2580cf219bbe4e8f151.pdf

eastern Nigeria the implications for blood safety/links/54c2a2580cf219
bbe4e8f151.pdf

64 Orji E.O, Ojofeitimi E.O, Esimai A.O, Adejuyigbe E, Adeyemi A.B,
Owolabi 0.0. Assessment of delays in receiving delivery care at a tertiary
healthcare delivery centre in Nigeria. Journal of obstetrics and
gynecology. 2006 Jan 1;26(7):643-4.

65 Onah HE, Okaro JM, Umeh U, Chigbu CO. Maternal mortality in health
institutions with emergency obstetric care facilities in Enugu State,
Nigeria. Journal of obstetrics and gynaecology. 2005 Jan 1;25(6):569-74.

66 Babalola S, Fatusi A. Determinants of use of maternal health services in
Nigeria-looking beyond individual and household factors. BMC pregnancy
and childbirth. 2009 Sep 15;9(1):1. Available on
http://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-
2393-9-43

67 Prata N, Ejembi C, Fraser A, Shittu O, Minkler M. Community
mobilization to reduce postpartum hemorrhage in home births in northern
Nigeria. Social science & medicine.

68 Ujah IA, Aisien OA, Mutihir JT, Vanderjagt DJ, Glew RH, Uguru V. Factors
contributing to maternal mortality in north-central Nigeria: a seventeen-
year review. African journal of reproductive health. 2005 Dec 1:27-40.

69 Koblinsky M, Conroy C, Kureshy N, Stanton ME, Jessop S. Issues in
programming for safe motherhood. Arlington, Virginia: MotherCare, John-
Snow, Inc. 2000 Sep;38:43. Available on
https://www.researchgate.net/profile/Marge Koblinsky/publication/23769
2930 Issues in Programming for Safe Motherhood/links/0a85e52eb8d9
8afea1000000.pdf

70 Nwakwuo GC, Oshonwoh FE. Assessment of the level of male
involvement in safe motherhood in southern Nigeria. Journal of community
health. 2013 Apr 1;38(2):349-56.

71 Nyango DD, Mutihir JT, Laabes EP, Kigbu JH, Buba M. Skilled
attendance: the key challenges to progress in achieving MDG-5 in north
central Nigeria. African journal of reproductive health. 2010 Jun
1;14(2):129-38.

’2 Lalonde A. Prevention and treatment of postpartum hemorrhage in low-
resource settings. Obstetric Anesthesia Digest. 2013 Sep 1;33(3):136-7.

73 Byrne A, Morgan A. How the integration of traditional birth attendants
with formal health systems can increase skilled birth attendance.
34


https://www.researchgate.net/profile/Sagir_Ahmed/publication/5818044_Adequacy_and_pattern_of_blood_donations_in_North-eastern_Nigeria_the_implications_for_blood_safety/links/54c2a2580cf219bbe4e8f151.pdf
https://www.researchgate.net/profile/Sagir_Ahmed/publication/5818044_Adequacy_and_pattern_of_blood_donations_in_North-eastern_Nigeria_the_implications_for_blood_safety/links/54c2a2580cf219bbe4e8f151.pdf
http://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-9-43
http://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/1471-2393-9-43
https://www.researchgate.net/profile/Marge_Koblinsky/publication/237692930_Issues_in_Programming_for_Safe_Motherhood/links/0a85e52eb8d98afea1000000.pdf
https://www.researchgate.net/profile/Marge_Koblinsky/publication/237692930_Issues_in_Programming_for_Safe_Motherhood/links/0a85e52eb8d98afea1000000.pdf
https://www.researchgate.net/profile/Marge_Koblinsky/publication/237692930_Issues_in_Programming_for_Safe_Motherhood/links/0a85e52eb8d98afea1000000.pdf

International Journal of Gynecology & Obstetrics. 2011 Nov
30;115(2):127-34.

/4 Ejembi CL, Norick P, Starrs A, Thapa K. New global guidance supports
community and lay health workers in postpartum hemorrhage prevention.
International Journal of Gynecology & Obstetrics. 2013 Sep
30;122(3):187-9

7> Van Lonkhuijzen L, Dijkman A, van Roosmalen ], Zeeman G, Scherpbier
Al. A systematic review of the effectiveness of training in emergency
obstetric care in low-resource environments. B]JOG: An International
Journal of Obstetrics & Gynaecology. 2010 Jun 1;117(7):777-87.

’6 Prata N, Sreenivas A, Greig F, Walsh J, Potts M. Setting priorities for safe
motherhood interventions in resource-scarce settings. Health Policy. 2010
Jan 31;94(1):1-3.

77 Henshaw SK, Adewole I, Singh S, Bankole A, Oye-Adeniran B, Hussain
R. Severity and cost of unsafe abortion complications treated in Nigerian
hospitals. International Family Planning Perspectives. 2008 Mar 1:40-50.

/8 Maternal morbidity: Neglected dimension of safe motherhood in the
developing world. Global Public Health [Internet]. 2016 [cited 6 July
2016];. Available from:
http://www.tandfonline.com/doi/full/10.1080/17441692.2012.668919

72 WHO | Nigeria Midwives Service Scheme [Internet]. Who.int. 2016
[cited 16 August 2016]. Available from:
http://www.who.int/workforcealliance/forum/2011/hrhawardscs26/en/

80 Nigeria Subsidy Reinvestment and Empowerment Programme (SURE-
P): Maternal and Child Health Initiative [Internet]. World Bank. 2016
[cited 16 August 2016]. Available from:
http://www.worldbank.org/en/programs/sief-trust-fund/brief/nigeria-
subsidy-reinvestment-and-empowerment-programme-sure-p

81 World Health Organization. Strategies towards ending preventable
maternal mortality (EPMM). Available on
file:///C:/Users/user/Downloads/2015%20WHQO%20Strategies%20for%?2
0Ending%20Preventable%20MM.pdf

35


http://www.tandfonline.com/doi/full/10.1080/17441692.2012.668919
http://www.who.int/workforcealliance/forum/2011/hrhawardscs26/en/
http://www.worldbank.org/en/programs/sief-trust-fund/brief/nigeria-subsidy-reinvestment-and-empowerment-programme-sure-p
http://www.worldbank.org/en/programs/sief-trust-fund/brief/nigeria-subsidy-reinvestment-and-empowerment-programme-sure-p
file:///C:/Users/user/Downloads/2015%20WHO%20Strategies%20for%20Ending%20Preventable%20MM.pdf
file:///C:/Users/user/Downloads/2015%20WHO%20Strategies%20for%20Ending%20Preventable%20MM.pdf

Annex 1

Figure 1:

Burden of disease, 2012

Disability-adjusted life years (DALYs) are the sum of years
of life lost due to premature mortality (YLL) and years of
healthy life lost due to disability (YLD).
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*Other noncommunicable diseases (NCDs) including non-malignant
neoplasms; endocrine, blood and immune disorders; sense organ, di-
gestive, genitourinary, and skin diseases; oral conditions; and congen-
ital anomalies.

** Infectious diseases other than acute respiratory diseases, HIV, TB
and malaria.
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