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Abstract/Summary

Maternal mortality is a global occurrence, notwithstanding that some countries are
affected by it more than others. Nigeria, however, accounts for about twenty per cent of
all maternal mortality cases in the world; that is, about 145 women die during childbirth
every day in Nigeria. There have been several identified causes of maternal mortality in
Nigeria, such as socio-economical ( education, community resources, and autonomy),
health complications (Unsafe delivery, haemorrhage, hypertension), and access to health
care (transport, poor quality care).

The study investigated health-related factors affecting maternal mortality high
percentage in Nigeria and explored some preventive measures health care practitioners
can adapt to help ease the situation. The scoping review methodology was utilized for the
research, whereby eleven articles and one journal were included in the final review.
Results showed haemorrhage, preeclampsia and eclampsia, and infection as a health-
related factor responsible for maternal mortality in the country. Quality antenatal care,
access to a skilled healthcare professional and practising good hygiene, and the use of
medication such as Magnesium sulphate has proven effective to help in preventing
maternal death.

There is room for more research on different ways to tackle maternal mortality in Nigeria,
even more now that technology in the health sector is evolving. Research on how to relate

success dynamics from advanced nation to change Nigeria should also be explored.
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1 Introduction

Maternal mortality is simply the demise of an expectant mother as a result of a complication
resulting from the pregnancy or labour and delivery. World Health Organization (WHO)
definition of Maternal mortality, "Maternal mortality is the death of a woman while pregnant
or within 42 days of termination of pregnancy, irrespective of the duration and site of the
pregnancy, from any cause related to or aggravated by the pregnancy or its management

but not from unintentional or incidental causes™ (WHO, 2019 p.8).

Maternal mortality is a global phenomenon, albeit far lower in some countries compared to
others. Nigeria accounts for about 20% of global maternal mortality cases, up 6% from 2008.
It is estimated that roughly 600,000 maternal mortality and 900,000 nearly maternal
mortality cases happened in Nigeria between 2005 - 2015. To put this into perspective, 145

women die during labour and delivery every day (Lanre- Abass, 2008).

Nigeria’s mortality ratio has been on the sharp increase, and by the year 2015, the rate
plummeted to about 800 fatalities for each 100,000 delivery, with approximately 58000
death during that period (Lanre-Abass, 2008).

1.1 Quick History Of Nigeria.

In Africa, Nigeria is the most populated nation with approximately 214 million people,
which makes it the 6th most inhabited nation globally, and a projected population growth by
the year 2050 of about 392 million, which will bring it to the 4th most inhabited nation
globally (CIA world factbook, 2020).

This excessive population increase will last into the immediate future due to population
thrust and increased birth rate. The government has not effectively executed family planning
initiatives to reduce and space births due to an absence of political resolve, government
fundings, and the accessibility and affordability of services and products, along with a
cultural fondness for sizeable families. Better educational accomplishment, particularly
amongst women and developments in health care, are required to urge and better empower

parents to choose smaller families (Mojekwe & Ibekwe, 2012).

Geographically, Nigeria is situated within the western part of Africa, with the gulf of Guinea,
Benin and Cameroon as neighbouring countries. The country's coastline is 853 kilometres

which lie on the Atlantic ocean, the total area (land and water) of the country is 9923,768
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square kilometres. Southern Nigeria has an equatorial climate while tropical in the centre,
and the Northern part is mainly parched climate. The country is warm and low, with
occasional rain as temperatures range between 25 to 45-degree celsius (CIA world factbook,
2020).

Plateau
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Figure 1 Map of Nigeria (Research gate, 2020).

Nigeria is diverse. It has over 250 ethnic groups, with Hausa, Yoruba and Igbo ethnic groups
making the majority, over 500 languages and scores of religions including Islam,
Christianity, Ifa, and other various traditional religions. The country’s age structure is such
that over 61% of the population are between the ages of 0 - 24 years, while 35% are between
the ages of 25 — 64 years, and 3.3% of people aged 65 years and over make up the rest of the
population. Nigeria has one of the youngest inhabitants globally, with 18.6 years being the
average age. The country also has the most youthful mother population in the world, as the
average age for women at first birth is 20.3 years, with an approximately 4.72 birth rate for
each mother (Piane, 2019).



1.2 Nigeria’s Maternal Health System.

The state of a country’s maternal health care system goes a long way in understanding its
level of maternal deaths and where this stems from. The importance of uplifting mothers and
children’s welfare cannot be overemphasized enough, reflected in countries and international
health organizations’ health goals. Improvement in expectant women’s health is a
component of Millennium development goals (MDGs). To accomplish the plan, an objective
to decrease the cases of maternal mortality to 75 per cent not later than 2015 was developed.
Although this goal was not met, significant efforts are still being made to provide worldwide
reproductive health access (WHO, 2015).

Despite records of minor success in Nigeria’s maternal health system during recent years,
the nation’s amount of maternal mortality, as presented earlier in this chapter, is still
alarming. 2019 WHO report shows the increasing number of mother’s demise in Nigeria
indicates imbalances in health care benefits accessibility with emphasis on disparity among
the wealthy and underprivileged. Among 100% of worldwide maternal deaths arises in

evolving countries, with a substantial amount occurring in Nigeria (Olonade et al., 2019).

WHO adds that underprivileged women in inaccessible areas in Nigeria hardly obtain good
medical attention, particularly for regions with small numbers of trained health personnel,
such as the country’s northern territory. This could also be one reason the northern part of
the land records higher mortality than the southern region. Nationally, births in the wealthiest
20 per cent of families were more than twice as likely to be attended by trained health
workers as those in the deprived 20 per cent of households (89 per cent against 43 per cent).
This implies that doctors, midwives, or skilled attendant are not aiding millions of
childbirths. In 2001, a Nigerian National Reproductive Health Policy was introduced, aiming
to halve the national maternal deaths average from 800 fatalities for every 100,000 live births
within five years. However, the nation is not closed to realizing this goal, even 14 years after

the plan was supposed to have been met (ljadunola et al., 2010).

New assessments of the state Ministry of Health’s maternal mortality problem reveal the
ratio at an unsatisfactorily high number of 814 fatalities for every 100,000 deliveries (2020
estimates), which is still quite alarming even by developing nation’s yardstick. Whilst
several ground-breaking plans are being rolled out in various regions of the country, with
the aid of United Nations (U.N.), international/local donors, and the private sector, there is

no simultaneous efforts on the part of the country's ruling class to train and retrain skilled
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health workers. This shows the reason it has been challenging to implement internationally

established and practical solution and technologies (ljadunola et al., 2010).



2 Aim

There has been a sizable amount of study on maternal mortality in Nigeria (Harrison 1997,
Hartfield 2016, Mojekwe & Ibekwe 2012, Piane 2019, Meh et al. 2017, Olonade 2019, Eto
2016, Adeniran 2014, Lawoyin 2007). Much research has been focused on analysing the
reasons behind the high mortality rate in Nigeria (Lanre-abass 2008, Chukuezi, 2010), and
very few have been focused on finding a lasting solution to this age-long issue (ljadunola,
2010, Harrison, 1997, Adegoke et al., 2007). However, much research on how to relate
success dynamics from advanced nation to change Nigeria has not been explored. Developed
countries have recorded remarkable success Stories when it comes to maternal mortality rate.
For example, Finland’s maternal death rate is three deaths for every 100,000 deliveries in
2017, down from about six deaths at the turn of the Millennium in the year 2000 (Knoema,
2020). This phenomenal achievement can be attributed to the long-term strategy that started
from establishing Finland’s first maternity and child health clinics in the early 1920s and the
government’s moved to sign into law in 1944 the Act of municipal prenatal and childcare
clinics (THL, 2017).

This study aims to investigate health-related factors affecting the high incidence of maternal
deaths in Nigeria and also explore possible preventive measures that healthcare practitioners

can adapt to combat this issue.
Research questions:
e What are the health-related determinants of maternal mortality in Nigeria?

e What preventive measures can be carried out by health practitioners in Nigeria?



3 Background.

To understand this research topic, it is crucial to explain the terms used and present fact-
based information on the subject matter. This chapter contains an in-depth analysis of
maternal mortality, causes, history, and current state of maternal deaths in Nigeria, and

efforts to eradicate.

3.1 What Is Maternal Mortality?

Maternal mortality is described as the demise of an expectant mother during pregnancy or
in the period of 42 days of abortion, regardless of the time span and where the pregnancy is
located, from any factor related to the pregnancy or its handling, accidental or unintentional
factors are not included (WHO, 2019). UNICEF says the global maternal mortality ratio
declined by 38% from 2000 - 2017, numerically about 342-211 mortality for each 100,000
deliveries. United Nations (U.N.) estimates this transcribes to a reduction of 2.9% annually.
Sub-Saharan African women have the most mortality rate for women during pregnancy and
childbirth, including the lowest health interventions for maternal, newborn and child health
(Wehrmeister et al. 2020).

Conversely, developed nations like the Nordic countries — Sweden, Norway, Finland,
Denmark, and Iceland- between 2005 and 2013 recorded the lowest number of maternal
deaths. The combined death over these nine years were 168. This means that these countries
maternal death ratio is 7.2 per 100,000 live births, with slight discrepancies among the
individual nations that are structurally, socially, and economically comparable and have

similar healthcare arrangements (Vangen et al., 2017).

3.2 Maternal Mortality Causes.

Mother’s death is a crucial topic that has aroused global interest, especially in developing
countries since the late 1990s, reflecting its inclusion in the Millennium Development Goals.
However, the problem continues in the evolving countries despite new endeavours by
international health organisations. To eradicate this problem or reduce it, there is a need to
understand its fundamental causes clearly; despite enormous medical science progress,
maternal deaths permeate the developing world, indicating factors far beyond medical ones

as the primary contributor to the problem (Naz, 2019).
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Figure 2. Factors Affecting Maternal Mortality (Wilson, 2013).

There have been numerous factors found to contribute to the loss of pregnant women during
or after birth. Wilson (2013) excellently categorised these factors into three levels;
intermediate, immediate, and distant (as illustrated in Figure 2 above ). The immediate factor
results from pregnancy-related complications show such as haemorrhage, unsafe abortion,
and hypertension. The intermediate elements are triggered by access to lack of healthcare;
factor in this category include malnutrition, STIs, transport, etc. The distant level is initiated
by social-economic circumstances such as autonomy, gender inequality, and poverty. In the
following subsections, these factors were explained to give us a better understanding of

them.

3.2.1 Complications

These are health-related difficulties that appear throughout pregnancy. They can include the
mother’s wellbeing, the foetus health, or both. Certain women have health issues that occur
throughout and after pregnancy, and other women develop health crisis before becoming
pregnant, resulting in complications. (Centre for Disease Control and Prevention; CDC

1999). Some of these complications are explained in the following sections.



3.2.1.1 Haemorrhage.

Complications from obstetric haemorrhage (bleeding) remain among the leading immediate
cause of the death of mother’s globally, with fatalities occurring inside 24-48 hours after
delivery (Velde et al., 2013). In Africa and Asia, Haemorrhage is one of the top causes of
Fatalities, representing approximately 30% of maternal death in both regions (Wilson 2013).
Postpartum haemorrhage accounts for 35% of expectant mother’s deaths globally. The
possibility of a woman dying from a haemorrhage is approximately 1 out of every 1000
childbirth in impoverished nations. Roughly 14 million women around the world suffer from
postpartum haemorrhage (WHO 2020).

3.2.1.2 Infection.

Obstetric and genital urinary tract infections introduced to mothers during childbirth are
often called Maternal sepsis. There is an annual occurrence of about 5.2 million new
maternal sepsis cases globally and a projected 62,000 maternal deaths. It is the next most
common factors affecting the death of mothers in Asia with 11.6% fatalities and Africa with
9.7% fatalities (Hussein et al., 2011).

Puerperal sepsis is a form of maternal sepsis that is characterised by the introduction of
infection during labour and delivery and manifests during the first 42 days postpartum
period. Infection of the womb, abdominal cavity and bloodstream infection is the features of
this sepsis, high fever and pain can also occur. Infection of the genitalia tract, wound
infection from caesarean section, and infection of the urinary tracts are other maternal

conditions. (Hussein et al., 2011).

Risk factors for postpartum infections include extended and complicated labour, frequent
vagina examinations, membrane rupture premature deliveries, surgeries (caesarean section,
episiotomy) and aided delivery (vacuum extraction, forceps deliveries). Anaemia and
deficiency of micronutrients, sexually transmitted diseases, poor hygiene are risk factors for

postpartum infection (Finnegan et al., 2004).

3.2.1.3 Obstructed Labour.

About 8% of maternal mortality is caused by obstructed Labour, which is a consequence of
infections, fistula, and uterine rupture. Obstructed Labour can proceed to be recto-vaginal or
vesicovaginal fistula, and this is as an implication of death of soft tissue between the

woman'’s pelvic bone and the head of the foetus (VVan Beckhuizen et al., 2006).



3.2.1.4 Hypertension.

Maternal hypertension is described as blood pressure greater than 140 / 90 mm Hg twice
measured within six hours apart. New-onset hypertension diagnosed in pregnancy of
gestation age greater than 20 weeks with protein in the urine (proteinuria) greater than 300mg
in the period of 24 hours is called gestational hypertension (Anand, 2014). Prolonged
inadequately monitored high blood level preceding to and during pregnancy places a
pregnant woman and a foetus in danger of problems. It is linked with a bigger chance of
maternal complications such as placental disruption (when the placenta split from the uterus
lining) and gestational diabetes. Such mothers also confront a greater risk of horrible birth
experience such as premature delivery, having a child small for his/her conception age, and
infant mortality (CDC 1999).

3.2.2 Health Status.

A predominant pointer of a nation's degree of maternal mortality is the health status of its
female populace. There exist a strong link between this factor and the level of poverty,

resulting in a lack of access to essential medical services.

3.2.2.1 Malnutrition and Anaemia.

Severe lack of micronutrients and energy is referred to as maternal malnutrition, which is
predominant in south-central Asia and several other regions in the world. A severe challenge
of malnutrition is mostly in the sub-Saharan African countries, south-eastern and south-
central Asian countries, and Yemen, where more than 20% of women have a BMI of greater
than 18.5 kg/m2 (WHO, 2020), the short physique of a mother and iron deficiency anaemia
can increase the mother’s risk of death at delivery, contributing to at least 20% of maternal
deaths.

The most critical causative factor of maternal mortality is anaemia, which places expectant
women at an increased chance of death during and after labour and delivery. Maternal
mortality from heart failure is linked with a severe case of anaemia. In contrast, haemorrhage
during or after labour and delivery, sepsis, high chances of circulatory shock, obstructed
labour and death is associated with moderate anaemia (Manfredini, 2020).

Likewise, folic acid and Iron shortage typify anaemia’s general cause, by causing
haematological modification, which later progresses to an anaemic state. Vitamin A

deficiency has also been linked with anaemia (Manfredini, 2020).
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Another micronutrient induced maternal death is the shortage of zinc. Aside from how
crucial it is to the immune system, zinc also performs an important task as a synthesiser of
hormone and enzymes essential to childbirth. Prolonged labour and increased risk of
women’s death at childbirth has been associated with the shortage of Zinc (Manfredini,
2020).

3.2.2.2 Lack of Health Services & Poor-Quality Care.

There is considerable evidence advocating that provision of quality medical treatments,
supervised delivery by trained practitioners, and accessible obstetric and emergency services
to expectant mothers is a life-saving approach. Unfortunately, nations in sub-Saharan Africa
cannot commonly and evenly provide these benefits because of limited resources. This is
primarily a problem in the rural district because they are commonly distant and remote and
away from the urban health care organisations (Oyeyemi, 2012).

Making a well-timed decision in seeking health care services still does not guarantee an
expectant woman access to healthcare service because accessibility is a critical challenge in
these parts of the world. Pregnant women in rural areas who are experiencing an obstetric
crisis may find the nearest accessible health care centre to be understaffed and
underequipped, and these women have no means to get to more equipped centres which are
most times in the urban areas. Qualified personnel shortage, critical supplies and medications
and other reasons like administrative hold-ups, medical maladministration are documentable
risk factors that may hinder the prompt beginning of essential treatment even though a

patient arrived at the facility in time (Thaddeus and Maine, 1994).

Patience factors also contribute to accessibility to healthcare services. Patient factors include
delayed arrival or non-arrival at healthcare centres, unauthorised abortion, non-use of pre-

birth care and issues of transportation (Sundari, 1992).

3.2.3 Socioeconomic and Cultural

Some of the variables that make up these socioeconomic and cultural factors are
unemployment, urban residency, and literacy. Male-dominated societies particularly tend to
record a high amount of maternal mortality compared to more gender-equal communities.

Some of these issues are being discussed in the following sections.

3.2.3.1 Education
Emphasis on the role of women education as a means of attaining safety on the women’s

part has existed in various studies. An educated expectant mother is likely to recognise the
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complications that may occur during gravidity and, in this way, more prone to seeking
prompt, professional help, unlike their counterparts. Women with little education are found
to be poor and tend to predominantly reside in the rural districts, and have a tendency to give
birth in their home with an unskilled person in attendance. There has been the existence of
substantial studies that speak on the function of educating women as a means of attaining

safety in maternal health (Zolala et al., 2012).

3.2.3.2 Autonomy

The ability of a woman in making and implementing judgements about important personal
issues based on her influence over others, information accessible to her, material sources
influence, and liberation from domestic violence is a standard definition of women’s
autonomy. The ability of a woman to identify and decide happenings in their daily lives
irrespective of if other members of their family oppose it is another concept of autonomy
(Fotso et al., 2009).

Deciding against seeking out medical services entails communication among a woman and
her relatives. Restraining a woman’s right to making authoritative decisions might hold them
back from obtaining appropriate maternal health service. Several types of research have
shown a correlation between decision making freedom and sufficient antenatal services
usage. A study shows how decision-making autonomy has positively affected how they

utilise antenatal service in Nigeria and Bangladesh (Rizkianti et al., 2020).

Various studies have also shown that the influence of culture and traditions overruled some
women decision-making power. Furthermore, a woman's autonomy during labour and
delivery is not only in her power on the contrary but also influenced by her families and her
husband. Women with sizeable education can also experience less perception of Labour and

delivery services because of a low degree of autonomy (Rizkianti et al., 2020).

3.2.3.3 Poverty.

Poverty is a social determinant of maternal death by resonating in Social Security and
malnutrition. The take-home pay level of a family often affects their decision to seek
professional help during childbirth and illness. Under deprived population live in a relatively
remote area with little or no healthcare facilities, and they have to pay for transportation in
getting to a facility that is well equipped somewhere else, cost of treatment received, and
other expenditures incurred during labour and delivery, and this might discourage them from

using the healthcare service (Zolala, 2012).
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3.3 Maternal mortality prevention.

It is crucial to understand that the majority of maternal death causes are entirely preventable.
This colds fact contributes to the tragic feeling after a woman demise due to pregnancy-
related complications. The earliest recorded efforts towards reducing or stopping maternal
mortality were at the beginning of the 20th century, when there were about 1000 deaths for
every 100,000 deliveries.

Innovative actions such as environmental-friendly measures, advances in nutrition, advances
in medical science, developments in access to healthcare services, improvements in
observation and examining disease, rise in access to knowledge, and progress in living norms
to assist in tackling this global problem. The ensuing decades starting from the year 1917
saw a sharp decline in maternal deaths up to 99% globally. Despite this rapid decline in
maternal deaths throughout the 20th century, the trial persisted. Conceivably, the biggest
being continued differences in women’s health between different countries, which has

resulted in a spike in maternal mortality rate in underprivileged societies (CDC, 1999).

In response, Safe Motherhood Programme was introduced in 1987 as inter-agency,
transnational cooperation geared at raising people's consciousness at the range and
implications of inadequate maternal health in deprived societies and prompt action to tackle
maternal mortality. By way of these interventions, access to safe motherhood is starting to
be regarded not just as a communal health worry but as a human right issue. However, after
over a decade of intensified maternal mortality awareness in the developing world, maternal
death proportions remain unchanged. This outcome is in part due to maternal health not
being seen yet as of international importance. It is assessed that maternal health care
comprises five to eleven per cent of entire charities to the underprivileged countries' health
division. At present, the task is to make available vital maternal support that entails
interventions that will almost certainly shrink maternal death rates and foster maternal
health. (National Academy of Sciences, 2003).



13
4 Theoretical Framework.

The theoretical framework is established on a previously existed model within a discipline
which is correlated and therefore reflects the premise of the research subject. Researchers
usually use it to represent the development of their ideas all this searching inquiry, its

functions as the basis of which the constructed (Adom et al., 2018).

For this study, the “Health Promotion Model” by Andrew Tannahill will be used. Tannahill
is specialised in community medicine; the model has been widely cited and used in

undergraduate and postgraduate essay worldwide (Tannahill, 2009).

The model is chosen for this study because it is used to develop inclusive public healthcare
agendas and health promotion among major groups and in fundamental settings. The health
promotion model is often adopted as an outline for a call to action on a particular research
subject. The model helps detailed practical exploration of health promotions multi-

professional are intersectoral nature (Tannahill, 1988).

Tannahill believes that understudying health promotion clearly is advantageous because it
explains a field of health-improving behaviours that vary in emphasis from the increase in
technology, dominant healing, or emergency healthcare services. He created the model in
1985 that exhibited health promotion as the combination of intertwined circles of activities,

namely health education, prevention, and health protection (Tannahill, 1985).

Health education

Prevention \ T {  Health protection |

Figure 3. Health promotion model (Tannabhill, 2009).
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Health education is aimed at improving wellbeing and diminishing illness through
communicative activities in individuals and group of people, using constructive knowledge
influence, attitude and philosophies, and behaviours of policymakers and the general public.
According to Tannahill (1985), health education should be seen and represented as a
participative, educational process whereby healthcare professional and targeted group learn
from each other. Health education aims to develop an individual's positive health attributes,
such as decision-making skills and essential life skills development, which can, in turn,

contribute to a personal sense of holistic wellbeing (Tannahill, 1985).

Prevention: This is aimed at avoidance and reduction of causative factors of illness and
diseases and minimalizing their consequences. Tannahill explained in detail identifying the

four-point action for prevention, which are:

e Prevention of preliminary phenomenal of an unwanted illness or disease.

e Prevention of disease and illness avertable consequences by use of early detection
when this favourably affects the outcome.

e Prevention of consequences of confirmed disease or illness that are entirely
preventable.

e Prevention of a non-desirable situation or illness or disease reoccurrence (Tannahill,
1985).

Preventive procedures could be in the form of screening and or vaccinations or preventive
activity such as antenatal check-ups. The preventive measure could also be in the form of

fiscal and legislative policies to reduce the impact of illness (Tannahill 1988).

Health protection: The aim is the use of financial, governmental, or social actions to
safeguard their inhabitant’s health status by stimulation of social surroundings and
demanding for preventive health protection actions are complementary to the
effort(Tannahill, 1988). It also aims at preventing illness or positive augmentation of
wellbeing through laws or economic rule and other policy and regulations or intentional code
of conduct (Tannahill, 1985).
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5 Methodology

The broad scope of maternal mortality determinant, methods (qualitative and quantitative),
and results found amongst research articles in this field and few articles focusing on
preventive actions suggest adopting scoping review as depicted by Arksey and O'Malley
(2005) for the thesis. Scoping study is becoming more popular over the last decade,
especially within health research. Although a wide range of definitions exists (Anderson et
al., 2008; Arksey and O’Malley, 2005; Grant et al., 2009; Davis et al., 2009), there is no
commonly agreed upon. However, definitions usually mention ‘mapping’, a method of
reviewing various data to carry the extensiveness and complexity of a field. Scoping review
IS unique, it does not consider the article quality and entails critical reinterpretation of the
literature, a stark contrast from systematic, narrative, and literature reviews (Levac et al.,
2010).

Academicians carry out scoping review as a means of size inspection, scope, and type of a
study, establish the appeal of carrying out a complete methodical analysis, summarised and
published study results or recognised variance in current research (Arksey and O’Malleys,
2005, as cited in Levac et al., 2010). Scoping review may be principally applicable to
subjects with evolving evidence, like therapeutic science. The scarcity of randomised
regulated test makes it challenging for academicians to carry out methodical reviews. In
these conditions scoping studies is perfect because academics can integrate various research
structure in published papers and unpublish ones also, tackle doubts outside research linked
to efficient intervention, producing results which can balance clinical test results(Levac et
al., 2010). A practical context used in conducting scoping review by Arksey and O’Malleys,
2005 is used in this thesis, which includes: Identifying research question and research study,

research selection, data charting- collating, summarising and report.

5.1 Ildentifying the research question.

The research questions are extensive in scoping review as emphasis are laid upon reviewing
the scope of the data. Arksey and O’Malleys (2005) accept the necessity of retaining a
comprehensive range of the study question. To explain this phase, academics must match an
all-encompassing research question with a lucidly expressed survey span. This comprises
outlining the idea, target populace, and health results of the appeal to illuminate the scoping
review's emphasis and create an efficient search approach. In this case, the first research

question, “what are the health-related determinants of maternal mortality in Nigeria” the aim



16
is to comprehend the health-related factors affecting maternal death in Nigeria. These causes
might be some of the ones that have already been discussed in previous chapters. The second
question "How can effective preventive measures be carried out by practitioners in Nigeria?"
This is intended to exploring solutions to the causes addressed in the first research question,
which would typically include stakeholders in the health sector, government, healthcare

professionals, individuals, communities and so on.

5.2 ldentifying appropriate study.

An advantage of scoping review is the scope, complexity, or extensiveness of evidence in a
specific subject. However, real-world concerns associated with time, finance, and access to
materials frequently compel academics to contemplate the balance between viability,
coverage, and fullness (Levac et al., 2010). This concern is raised by Brien et al. (2010)
when they mentioned search strategy they used generated an enormous amount of articles,
which makes it problematic in defining the comprehensiveness of transmitting the data.
Levac et al. (2010) proffered that when restricting range is inevitable, academics should
validate their judgements and recognise the possible restrictions of their research. Hence,
keywords were derived from the research questions to conduct the search needed to identify
relevant articles. Some of the search words used for the research questions were "Nigerian"
or "Africa" or "motherhood” AND a combination of "maternal mortality" or "preventive
measures™ or "maternal health" or "causes" or "health causes™ or "health factors” or "roles

of health workers".

5.3 Research selection.

Arksey and O’Malley (2005) proffered recommendations on how time expanding
procedures of deciding on which articles to include in a scoping review can be handled.
Following these recommendations, searches were conducted using various databases such
as Google Scholar, CINAHL EBSCOhost and NCBI. The selection of studies that are
incorporated in this thesis was based on these criteria; journal articles and international
health reports from WHO, journal of global health report published between the year 2005
— 2020 and 2010 — 2020, respectively. English language, full texts, abstract available, all
information applicable to the research questions, peer-reviewed articles, and articles that fit
into the geographical research setting. The search returned 576 papers, of these 12 studies

was selected for analysis: see Appendix 1 for Prisma flow.
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5.4 Charting data.

This involves the extraction of relevant information that answers research questions from
the article selected. one problem usually encountered at this stage of the scoping review
framework is tabulating the data in such a way that they could accommodate all types of
articles selected. Levac et al. (2010) recommend that data tabulation could be thought of as
a continuous activity in which academics frequently revised data charting table. Therefore,
the research paper used was charted into the following characteristic: Author(s) name and

year publication, title, aim, methodology, and results. See appendix 2 and 3.

5.5 The compilation, summary, and report results.

Being the broadest aspect of scoping study process, it involves three well-defined stages to
improve the uniformity with which academics carry out and present results. These three
distinct stages include dissecting the information extracted, narrating the result, and applying
meaning to the results. Levac et al. (2010) provided a recommendation that when reporting
results, academic should think about the best method to presenting the results of the research
and how scoping review outcomes will be expressed to the reader, for example, a framework
or a chart of merits and disparities in the evidence. In this thesis, a theoretical framework,
the “health promotion model” by Andrew Tannahill, will be used to present how some
preventive measures can be adopted in Nigeria maternal health care system so as to hopefully

decrease the incidence of maternal mortalities in the country.
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6 Ethical Consideration

The research was conducted in a responsible manner according to the Finnish Advisory
Board on research integrity guidelines. Particular attention is given to the work and
achievements of other research work used in this thesis, honouring their works, adequately
mentioning their publications, and crediting their achievements (Finnish Advisory Board on

Research Integrity, 2012).

Novia University of applied science writing instructions was followed for the thesis for
recommendation on citation and correctly referencing all the different research papers,
scientific articles, publications, and reports used in this research. Ethics in health research
includes the aptness of the research design, the suitability of the research methodology,
funding source where applicable, and behaviour or manners in reporting data (Orb et al.,
2000).

Reviewers must attach great importance to quality guidelines that are ethically consistent
with their reviews overall analytical orientation, such as standards, eliminating potential bias
that may arise, respecting the original participants' representations of primary research study
enriching their admiration, constructing, and critically reflecting the account of some
discourses of the participant reviewer or of an educational event being more influential than
others (Suri H. 2020).
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7 Research Findings.

This section uncovers the result of the selected articles with regards to this research
questions. For the sake of clarity, the results have been divided into two subsections, with
each subsection having further subtopics to explain the findings further. The first subsection
being “health-related determinants of maternal mortality in Nigeria”, and the second
subsection being “preventive measures that can be adopted by health practitioners in

Nigeria”.

7.1 Health-related determinants of maternal mortality in Nigeria.

Several types of research have been carried out to ascertain the reason behind the death of
expectant mother in sub-Saharan Africa and, by extension, Nigeria over the past couple of
years. These studies have primarily taken a holistic approach towards establishing various
factors leading to death among pregnant Nigerian women. This holistic view has meant that
the spotlight is equally given to social-economic and cultural factors as well. Some of these
well-established factors have been covered in chapter three ( 3) of this thesis. But to answer
the first research question and in keeping in line with the field of study, the researcher has
chosen a rather atomic focus on the health factors that have been identified from selected

academic articles/journals and reports.

7.1.1 Haemorrhage.

A February 2019 academic article published by Sageer, Kongnyuy, Adebimpe, Omosehin,
Ogunsola & Sanni investigated facts from prenatal and maternal mortality in a Southwestern
Nigeria city- Ogun State- in order to ascertain contributory factors. Utilising a total sampling
method, electroactive analysis of 77 reports of expectant women’s death, which was in the
healthcare facility between the year 2015 — 2016 in Ogun state where the study was carried
out. The article discovered haemorrhage as the leading causative factor of maternal mortality
in Ogun state. To iterate further, the research shows that homebirth is still a predominant
practice within the city. This is a hazardous method due to the distance between residential
areas and the hospital, poor transportation, and poor roads. This effectively means that
should any medical complication (such as excessive bleeding) occurring during childbirth,
and it might be too late by the time a labouring woman arrives at a healthcare facility (Sageer,

Kongnyuy, Adebimpe, et al., 2019).
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7.1.2 Infection.

Ujah, Aisien, Mutihir, Vanderjagt, Glew & Uguru (2005) pointed out another health-related
factor in their study, which focused on maternal death in the North-central region of Nigeria.
They had analysed University teaching hospital records in the area over 17 years and
mentioned that sepsis, among other causes, is an immediate risk to pregnant women in the
region (Ujah, Aisien, Mutihir, Vanderjagt, Glew & Uguru 2005). Another similar research
conducted at the Nnamdi Azikiwe University Teaching Hospital in the south-eastern part of
Nigeria included a sample size of 120 reports, agreed that another leading determinant of
expectant women’s death is sepsis. This research further elaborated that infections during
pregnancy that eventually lead to sepsis is because of the use of insanitary lavatories/latrines,
poor personal hygiene, unclean surroundings, numerous sexual partners, and the likes.
Pregnancy is accompanied by inhibition of the woman physiological immune system, which
usually intensifies the probability of contracting infections which can, in turn, have a harmful
effect (Nwambo, llo et al., 2016).

7.1.3 Preeclampsia and Eclampsia.

In Nigeria, both Preeclampsia and eclampsia are a leading cause of maternal death. Involving
1,233 patients across three significant hospitals found that most hospitals lack adequate
laboratory facilities to enable them to mark out the gravity of symptoms which leads to
misdiagnosing cases of preeclampsia and eclampsia, resulting in 20% of death. The Nigeria
healthcare structure is fragmented whereby tertiary institutions are controlled by the federal
government, and secondary facilities are controlled by the States government and elementary
healthcare centres are usually controlled by the local municipal without proper linkage
amongst these stages of care. Consequently, the treatment of preeclampsia and eclampsia is
not well organised across these stages of health care service provision, same as for other
obstetrics complications. Also, the ministry of Health in Nigeria’s recommendation for
treating eclampsia exempt lower-level healthcare workers in the management of the
condition (Tukur, Ahonsi, Mohammed et al., 2012).

Numerous studies have also identified post-caesarean hypertension as a significant issue
faced by pregnant mothers in the country. As of 2015, one of the major reasons for hospital-
based maternal mortality in Nigeria is hypertension, which is typified by high blood pressure
albuminuria and countless haematological, neurological, and renal alteration that can end in
unfavourable maternal results involving intrauterine enlargement restraint, low amniotic

fluid, placenta abruption. Worldwide, a projected 81% of expectant mothers attend a
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minimum of one pre-birth care visit, whereas just 56% are present in at least four sessions.
In Nigeria, only half of the expectant mothers attend a minimum of four antenatal visits,
varying from 30% in the northwest to 87% in the Southwestern region (Salomon, Ishaku,
Kirk et al. 2019). Some other health factors affecting maternal death in Nigeria are diabetes,
typhoid, heart disease, placenta previa and malaria (Azuh, Azuh, Iweala et al., 2017; Soter,
Omokhoa, Kabiru et al. 2016).

7.2 Preventive measures that can be adopted by Nigerian health
practitioners.

Despite attempts steered at tackling maternal mortality through national and local levels, the
maternal mortality rates have stayed at an elevated level in Nigeria in the past 20 years. The
failure of some of these interventions’ initiatives can be attributed to a lot of reasons which

has been thoroughly researched over the past two decades.

7.2.1 Access to skilled healthcare practitioners.

One such preventive measures are the provision of better access to skilled pregnancy nurse.
Even though the proof towards lessening maternal death via access to qualified pregnancy
nurse is essential, it is insufficient to guarantee a considerable drop in maternal mortality in
Nigeria (Azuogu, Azuogu & Nwonwu, 2011). Enhancing the quality of health services
extends past weighing only the supply side of care. Also, increasing the quality of maternity
healthcare provided has been mentioned numerous times. Although, some researchers noted
that even if the level of care services in Nigeria health institutions is upgraded, maternal
death may still be nowhere near an acceptable threshold. This is because an improvement in
the quality of service delivered at a health facility does not always lead to an upturn in the
use of healthcare service by pregnant women. for instance, in southwestern Nigeria,
numerous pregnant women have a more vital trust in noninstitutional childbirth than having
faith in modern health institutions because they believe that local birth attendant display
more empathy and kindness than skilled nurses and midwives (Ope, 2020; Ononokpono &
Odimegwu, 2014). A 2018 study carried out by Okonofua, Ntoimo & Ogu found out that
women attribute unsatisfactory performance to nonchalant attitudes of healthcare
practitioners, unfriendly and vulgar staffs (Midwives, nurses, doctors, laboratory staff,
pharmacists), and insufficient health facilities for the provision of medical intervention

which sometimes leads to the death of expectant women or a case of a near miss.
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7.2.2 Education on proper hygiene.

Research by Nwambo, 1lo et al. (2016) focused on preventive health habits amongst pregnant
women in Nigeria showed that healthcare workers and expectant mothers need to work
together towards spreading awareness and embracing infection prevention health habits.
This collaboration is essential because genital zone infection, which can occur between the
time of breakage of the membrane and just over a month postpartum, is said to be the second
expectant mother leading cause of death in Nigeria. Nurses, midwives, and medical
practitioners should educate expectant mothers on the cruciality of maintaining proper
hygiene, avoiding toxic substances, and attending a regular antenatal session (Nwambo, llo
etal., 2016).

7.2.3 Antenatal Care services.

The vast amount of research has attributed a significant proportion of maternal death to
hypertension during pregnancy. A high standard of antenatal services has become crucial to
the early detection and management of hypertension. Salomon, Ishaku, Kirk & Warren
(2019) assessed the standard of antenatal care in both Nigerian hospitals and primary
healthcare centres and their ability to detect and control pregnancy-related hypertension to
unfold the level of health service provisions and spotting the most pressing gaps. This study
showed that most pregnant women's first point of call is the Primary Health centres which
lack do necessary equipment and expertise to deal effectively with hypertensive disorders.
To plug this gap, they recommended a holistic enhancement to antenatal care, which will
involve updating health workers literacy and practises. Also, public mobilisation to inform
on the significance of antenatal care and increase maternal health knowledge. Innovative and
easy to adopt solutions for Primary Health centres, such as mobile coaching and decision-
making devices. Also, compulsory frequent training updates around antenatal care
proficiencies could aid in plugging knowledge gaps (Salomon, Ishaku, Kirk & Warren,
2019).

7124 Medication

World Health Organization recommends Magnesium sulphate MgS0, as a treatment for
Pre-eclampsia and eclampsia in a clinical setting in 1995, after trials reveal that it lowers the
risk of recurrent attacks by about 65%. Despite evidence of its effectiveness, MgS0, has
been minimally used in Nigeria due to low accessibility, absence of usage procedures from

the ministry of health, insufficient knowledge on the part of healthcare practitioner on the
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use of MgSO0,, the incorrect view that the medication is only for use at the most advanced
level of healthcare facilities and not included in a lot of vital medication register in the
country. In the context of the nationwide collective goal of reduction of Maternal mortality,
a group of researchers tested whether the introduction of low-cost magnesium sulphate
MgSO0, in the northern Nigerian city of Kano will lead to improvement. Included in this
experiment was also the training of doctors and midwives on the usage of magnesium
sulphate MgS0,. This knowledge is then intended to be passed down to other healthcare
workers by these trained doctors and midwives in their health facilities. The results of this
exercise revealed an 18.6% fall in the death rate from acute preeclampsia and eclampsia in
the city, and this shows that updating healthcare workers knowledge and providing an
enabling environment can go a long way in reducing maternal mortality if adopted
nationwide (Tukur, Ahonsi, Mohammed et al., 2012).
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8 Discussions

This chapter’s focus is to explain the methods and findings in relation to Tannahill’s theory
of health promotion and literature to find the correlation and point at a new direction of
health practitioners’ practice in this area. This thesis is primarily aimed at identifying the
health determinant of maternal mortality in Nigeria and how these deaths can be reduced

from a health-related perspective.

8.1 Discussion of Method

During the search for articles to analyse for this thesis, it quickly became apparent that there
was a shortage of literature to choose from, mainly on topics that have to do with the
prevention of maternal mortality. To adjust to this challenge, the researcher decided to adopt
a scoping review method. The scoping review method permits a different selection of diverse
studies, both published and unpublished. It is also a perfect method for depicting broad topics
(Arksey & O'Malley, 2005). One drawback faced when deploying this method is that there
is an unclarity in interpreting scoping data due to a lack of quality assessment for selected
articles, just like in this thesis. All papers were chosen, except for one, which failed to focus
on how health care professionals can be aided in the need to help promote better childbearing

practices.

When using scoping review, the findings showed a more general approach to tackling this
monster in the room. At the same time, the researcher needs a more focused approach to
finding a resolution. Scoping review helped expose the overwhelming lack of study about
how maternal deaths can sometimes arise from the deficiencies (both human and resources)
of a national healthcare organisation and how empowering practitioners such as nurses,
doctors, midwives, and so on can help to hugely transform the country’s maternal mortality
fortunes. Instead, there was a broader focus on the general problem, which includes
socioeconomic factors, thus, ignoring a more critical aspect which is the health-related
issues. Another method disadvantage is that some relevant articles might have been lost
when sourcing for articles. One limitation was leaving out potentially relevant studies due
to limited access. This happened a lot because some papers were hidden behind a paywall
on the internet. Searches were carried out using databases such as Google Scholar, CINAHL
EBSCOhost and NCBI. Journal articles, international health reports from WHO, journal of
global health report published between the year 2005 — 2020 and 2010 — 2020 respectively

are criterial for selecting studies included in this research work are: English language
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required, full texts, abstract available, all information applicable to the research questions,
peer-reviewed articles, and articles that fit into the geographical research setting. The search
returned a total of 576 articles, of which 12 papers were eventually selected.

8.1.1 Trustworthiness of method/study

The worth of a study is a direct and principal outcome of its trustworthiness. Trustworthiness
makes it logical for society to acknowledge research results, shape future studies upon these
findings, apply them to update government policies, and utilise them to influence individual
decisions and societal action. (Jordan, Gust, & Scheman, 2005). This thesis trustworthiness
was measured using four criteria- credibility, dependability, confirmability, and
transferability (Guba & Lincoln 1989, 1994, cited by Connely, 2016).

Credibility, which is the most crucial criterion, points to techniques used to ascertain
trustworthiness, such as lengthy engagement with study participants, continued examination
if suitable to the research, peer questioning, and reflective journaling. Proof of iterative
probing of the data should be presented, revisiting the data to scrutinise it several times.
Negative instance inquiry or substitute justifications should be looked at as well. (Connely,
2016). The data in the articles examined for this thesis were scrutinised for overall coverage

and thoroughness in order to establish its overwhelming credibility.

The dependability of a study is dependent on the stability of its utilised data over time and
the environment of the study. The stability of the setting depends on the kind of research.
(Connely, 2016). The dependability of this thesis is established because the study focuses on
similar issues (maternal mortality) experienced by different patients (pregnant women) with
very similar outcomes from time to time. However, the dependability of this thesis might be
in doubt should health policies implemented in a hospital or training techniques of health
professionals changes due to advancement in technology, creation of new and advanced
practices, and change in policy due to a shift in government focus.

Confirmability is the impartiality, or the extent results are constant and could be reiterated
(Connely, 2016). To ensure observations in the form of notetaking derived from study data
are devoid of bias, it is paramount for these notes to be checked by a second person or a
colleague. However, in this case, since this thesis is done by one person, there is a risk of the
author adding her perspective, which might skew the outcome a bit.

Transferability refers to the magnitude to which results are beneficial to persons in other

environments. It is dissimilar from different facets of a study in that readers essentially
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control how relevant the results are to their circumstances (Connely, 2016). Transferability
in this thesis is portrayed by the solutions proffered for the eradication of maternal deaths.
This gives the reader the power to transfer this measure in whatever setting or environment

they are in.

8.2 Discussion of findings.

Elements affecting maternal mortality are numerous. Studies carried out by Ujah, Aisien,
Mutihir et al. 2005; Sageer, Kongnyuy, Adebimpe, et al. 2019; and Adeoye, Adedeji &
Adesegun 2013 found severe blood loss or haemorrhage as forefront causative factors of
expectant women’s death in Nigeria. This is even more prevalent in the southwestern part of
the country and is attributed to the atonic uterus, which is more common amongst women of
the region, a trait shared with most women in sub-Saharan Africa. This is further intensified
by the delay in seeking care when a situation goes out of control, inadequate equipment, and

lack of ambulance or transportation generally.

Other major health-related factors affecting maternal mortality Preeclampsia and Eclampsia
(Salomon, Ishaku, Kirk, Warren, 2019; Tukur, Ahonsi, Mohammed et al., 2013). Eclampsia
can be most especially attributed to social factors such as early marriage in some parts of
Nigeria. A considerable amount of the female population in the Northern region of Nigeria
gets married and become pregnant under the age of 20, which increases the risk of this health
condition during pregnancy. Diabetes also leads to eclampsia and is very common amongst
women of sub-Saharan African origin. This is an area where health practitioners are needed

to help create awareness about the dangers of teenagers conceiving.

Sepsis is another critical factor that has contributed to the high incidence of maternal
mortality in Nigeria. Nwambo, llo, et al. 2016, pointed out often overlooked aspects that
could lead to infection during pregnancy, such as using unclean lavatories and washrooms,
unfavourable personal hygiene, staying in a polluted area, involving with several sexual

partners, sexual intercourse without protection and using contaminated items.

Tannahill’s health promotion model focuses on three intertwined activities: health education,
prevention, and health protection. The model helps us understand how circumventing the
chance of infections and bad health, interaction to improve wellbeing and avert illness
through enriching know-how and attitudes and preserving people’s healthiness via law-
making and monetary or social channels could positively affect maternal death (Tannahill

1985). Thus, the model helps us better understand the arguments of Ononokpono & Clifford
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2014 and Ameh, Adeleye, Kabiru et al., 2016 that causes maternal deaths are multilevel in
nature. Therefore, community factors are to be considered because every health-related
maternal death has an underlying societal/community cause. Tannahill’s health promotion
model is also a proven theory that has been used to develop public health programmes and
health promotion comprehensively in a crucial environment such as Nigeria, or in its primary
healthcare sectors and amongst pregnant mothers. The model is often adopted as an action-
taking method on a specific study topic like maternal mortality.

Health education is one of the focus of Tannahill’s model that encourages education on a
community level, and it is like a bottom-up approach that has proven very effective. Health
education includes general education and health education (Tannahill, 2009). Educating
women in Nigeria about the importance of registering early and using antenatal services,
targeting women who live in rural communities for early registration in antenatal care can
help in detecting problems during pregnancy early, which in turns leads to early intervention
in case of any complications during pregnancy (Ameh, Adeleye, Kabiru et al., 2016).
Expectant mothers should also be educated on possible warning signs to look out for during
pregnancy so that they can get help as soon as possible (Tukur, Ahonsi, Mohammed et al.,
2012; Okonofua, Ntoimo & Ogu, 2018). Educating women on the importance of practising
good personal hygiene before and during pregnancy can improve the women's overall health,
which in turn improve the overall outcome of the pregnancy (Nwambo, Ilo, et al. 2016).

As much as it is considered the right thing to do by educating Nigerian women on several
things concerning their pregnancy, it is equally as important to educate healthcare
professionals. Also, continuous training on new evidence-based practices should be
organised for them; the need for prompt referrals to better-equipped hospitals during cases
like haemorrhage during/after birth needs to be overemphasised to healthcare practitioners
in health centres, religious settings (churches, mosques, mission houses etc.) and traditional
birth assistants, in order to prevent further cases of expectant women’s deaths (Sageer,
Kongnyuy, Adebimpe, et al. 2019). Staff education and retraining, staff monitoring and
evaluation, and the use of maternal mortality reviews frequently to educate practitioners and
surveillance on healthcare workers performance can be used to further bridge gaps in care

and service organisation (Okonofua, Ntoimo & Ogu, 2018).

Promoting preventive measures in healthcare and social welfare at different facilities in a
vast range of situations, encouraging and enabling, supporting positive health actions and

sickness prevention (Tannahill, 2009). From the research carried out by Tukur, Ahonsi,
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Mohammed et al. 2012, it is clear that the use of Magnesium sulphate (M gS0,) as a means
of intervention reduces the risk of maternal death significantly in a patient suffering from
severe preeclampsia and eclampsia. Promoting the use of Magnesium sulphate (MgS0,) in

clinical setting and healthcare centre should be promoted around Nigeria.

This study will not be complete without stressing how vital good antenatal care is in
preventing pregnancy-related complications. It has been discovered that the quality of
antenatal care provided by various healthcare centres in Nigeria falls below the standard of
WHO required standards for adequate antenatal care. Salomon, Ishaku, Kirk & Warren,
2019, realised that public healthcare centres have a lower quality of care in comparison to
their counterparts in most region. However, regardless of the unfavourable performance,

patient perception of service, treatment and satisfaction was positive.

Quality prenatal care should provide services such as promoting health and wellbeing,
preventive actions (referrals), detecting warning signs early and management of existing
conditions, and pregnancy-related complications, delivery readiness and complication
preparedness (Adeoye, Adedeji & Adesegun 2013). Antenatal care can be a great avenue to
detect preeclampsia by monitoring blood pressure and detecting protein in the urine (Tukur,
Ahonsi, Mohammed et al., 2012).

Fundamental aspects of policymaking are incorporated in health protection, such as quality
antenatal services in public healthcare centres, tackling poverty and safeguarding population

(women’s) overall health through legislative, financial, or social measures (Tannahill, 2009).

Governments should aim to enhance the accessibility, availability, affordability and overall
service excellence in healthcare facilities, thereby reducing the elevated incidence of
maternal mortality in Nigeria. The death of expectant mothers is expected to decrease if there
is an improvement in the overall quality of services and intervention provided by healthcare
facilities in Nigeria (Ope, 2020).

The 2017 research conducted by Azuh, Azuh, Iweala et al. has found that the cost of
antenatal care has a significant impact on the use of services, this cost may reduce maternal
healthcare use of pregnant women and prevent them from hospital-based deliveries or care
if a complication arises. Disguises hidden cost such as purchasing complete delivery goods,
medicine food etc. poses a barrier to the use of healthcare services available. Policymakers
and stakeholders should aim at subsidising the cost of healthcare, and they should also strive

to make health facilities accessible to the less-privileged population and people living in the
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rural district of the country; cost barriers can be eased by the introduction of health insurance
schemes and community-based innovation such as emergency transport, provision of
ambulances and prearrange taxes can be used to combat lack of transportation problem
(Okonofua, Ntoimo & Ogu, 2018).
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9 Conclusion

The main aim of this thesis was to illustrate how health care workers can aid in eradicating
or reducing maternal deaths. The findings reveal that maternal mortality is affected by
several intertwined factors, and if success was to be achieved, these factors need to be
understood in-depth. These factors are socio-economical (education, community resources,
and autonomy), health complications (unsafe born, haemorrhage, hypertension), and access
to health care (transport, poor quality care). Health workers such as mid-wives should be
knowledgeable enough to understand the possible risk factors affecting pregnant women in
the communities where they practice. As part of the recommended training for health
workers, they should be able to provide emotional support, education, and practicalities that
are personalised. As explained in the health promotion model, the health professional takes
an active role in the protective and preventive measures that will ensure safe delivery for
mothers. Also, the bulk of reducing maternal death in Nigeria does not lay only on the
shoulders of the health workers as there is only so much they can achieve on their own
without support from the top. Therefore, Government should provide a platform that will
make every health workers’ work more manageable, and this can be done by creating health
promotion policies, providing necessary infrastructure (modern hospitals, equipment, good
roads, regular training of health workers and so on), and encouraging local communities to
do away with their old beliefs by creating awareness about the benefits of visiting a health
centre during and after pregnancy. To sum up, everything that has been said so far, there is
a necessity for further studies on this subject to explore more avenues on how maternal
mortality can be better tackled as technology in the healthcare sector advances. Research on
how to relate success dynamics from advanced nation to change Nigeria should also be

explored.
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