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Each year more than half a million women
around the world die from complications of
pregnancy and childbirth; this number has not
declined substantially in over two decades.1

Ninety-nine percent of these deaths occur in
the developing world; Africa and Asia together
accounting for 95% of the maternal deaths.2

The life time risk of maternal death in sub-
Saharan Africa is one in 16, while the risk in
developed countries is one in 2800.3

In Nigeria, since the launching of the Safe
Motherhood Initiative (SMI) in September
1990, overwhelming evidence suggests a trend
towards an increasing rate of maternal mortal-
ity. Available data indicate that Nigeria now
has the second highest rate of maternal mor-
tality in the developing world.4 Officially, the
maternal mortality rate (MMR) is estimated at
800 maternal deaths per 100,000 live births.5

However, institutional figures on MMRs are
staggering and frightening – 2101 per 100,0006

and 3380 per 100,0007 from two centres in
Nigeria. Whereas Nigeria makes up 2% of the
world’s population, it contributes about 10% of
the global burden of maternal deaths.8 These
deaths are unacceptably high even by African
standard.

The three-delay model explains the risks a
woman faces in pregnancy which invariably
are determinants of maternal mortality and
morbidity. The first delay explains the delay in
the recognition of warning signs and in the
decision to seek care. A second delay is caused
by barriers of distance and transportation that
is the time needed to arrive at the appropriate
facility, which is a function of distance and
availability of transportation. A third delay
occurs in receiving care at the facility probably
due to lack of provision or access to emergency
obstetric care (EmOC).   

On the other hand, prevention of maternal
mortality depends on intervention at the 3 lev-
els of prevention strategies: primary, secondary
and tertiary prevention. Primary prevention
involves the reduction in un-timed and
unwanted pregnancies that place women at
risk of death. Secondary prevention emphasis-
es antenatal care as an essential component in
the fight against maternal mortality. This
detects potential problems that may lead to
pregnancy complications and resolves them
before they become late. It has been shown

and is now increasingly becoming evident that
tertiary prevention, the prompt treatment of
complications that lead to maternal death,
holds the key to the reduction of maternal mor-
tality in developing countries.9 This obviously
lies in the provision of EmOC.

EmOC refers to the care of women and new-
born during pregnancy, delivery and the time
after delivery. It specifically ensures timely
access to care of women experiencing compli-
cations. EmOC has two components – Basic
and Comprehensive EmOC.  Basic EmOC
include: 
- Treatment of sepsis through provision of

potent parenteral antibiotics;
- Treatment of eclampsia through provision of

parenteral anticonvulsant;
- Treatment of prolonged or obstructed labour,
- Post abortion Care (PAC),
- Treatment for incomplete abortion;
- Manual removal of placenta;
- Assisted delivery using forceps or suction.
Comprehensive EmOC services include those

listed above, and also:
- Surgery (specifically caesarean section);
- Anaesthesia;
- Safe blood transfusion.

Basic EmOC can be provided in health cen-
ters, while comprehensive EmOC must be pro-
vided in facilities at the hospital level.

Globally, 75% of all maternal deaths are due
to five causes, all of which can be treated.10

These causes are haemorrhage, obstructed
labour, sepsis, eclampsia and unsafe abortion.
These are 100% preventable through improved
access to adequate health-care services and
EmOC. Thus, if adequate and timely EmOC is
provided, most maternal deaths can be pre-
vented,11 and WHO Safe Motherhood pro-
gramme in 1987 emphasised the importance of
access to EmOC if maternal mortality reduc-
tion is to progress.12,13

According to the UN recommendations
(1997), there should be at least one compre-
hensive and four basic EmOC facilities per
500,000 population.14 If this is properly
analysed, it will be seen that the facilities in
Nigeria and indeed most developing countries
are far cry from the minimum UN recommen-
dations. Studies in other countries have found
that comprehensive EmOC facilities, but not
basic EmOC facilities, tend to be numerically
adequate in relation to population.15,16

Even as sparsely as these facilities are dis-
tributed in Nigeria, there are palpable inade-
quacies at the level of the service delivery
points – hospitals, health centres and materni-
ties which lead to undue delays in the handling
of pregnancy complications and therefore hin-
der prompt access to EmOC to women in dire
need of attention. In most health institutions,
facilities for EmOC are virtually non-existent.
Oxytocics, anticonvulsants, potent antibiotics,
safe anaesthesia, ambulance and blood trans-

fusion services are either not available or ill
equipped. Also, requisite manpower to admin-
ister anaesthesia, perform caesarean section
or conduct instrumental delivery are non avail-
able when required. Decision-intervention
interval, which should not exceed 30 minutes,
often runs into hours or days.

From the foregoing, there is urgent need for
a concerted effort on the part of individuals,
communities, government and partners inter-
ested in improving women’s health towards
putting in place workable structures at our
healthcare facilities to curb maternal deaths.
In the first place, health systems should be
strengthened with both human and material
resources to make them optimal. The availabil-
ity of skilled health providers is critical in
attaining the objectives of the EmOC. Indeed,
the MDG-5 is unlikely to be achieved without
attention to the recruitment and retention of
health professional.17 Their services should be
made accessible and affordable and should be
equitably distributed in both rural and urban
centres. Incentives should be given to skilled
personnel to attract them to rural areas where
their services are most needed.

Secondly, for EmOC to be effective, basic
EmOC must be linked to community services,
and an efficient referral system must be in
place so that woman who needed comprehen-
sive EmOC can access it in a timely manner.
Weak referral systems, especially during
obstetric emergencies, contribute significantly
to delays in reaching health facilities for
prompt and appropriate care.18 In our environ-
ment referral systems are haphazard, uncoor-
dinated and chaotic. An efficient and effective
referral system must include feedback to the
original referral point or health professional in
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order to foster an ethos of reflective practice
and for strengthening continuity and quality of
care.

The ultimate challenge is to ensure the
availability 24/7 of basic and comprehensive
EmOC services geographically distributed to
maximize access for the greatest number of
women, especially in rural areas. This can
begin by improving and upgrading facilities,
improving staffing, enhancing skills through
training, improving management and supervi-
sion, ensuring availability of supplies and
keeping proper records. This will aim at meet-
ing the UN minimum recommendation for
EmOC services.

Finally, steps must be taken to develop the
peoples’ confidence in the quality of available
services and through community education
create awareness of obstetric complications
and maternal mortality issues.
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