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ABSTRACT

Northern Nigeria has one of the highest maternal mortality ratios in the world,
including the Zamfara State. Zamfara State has a maternal mortality ratio of 1,029 per
100,000 live births as compared to the national average of 576 per 100,000 live births
in 2013. The northern states also have several of the worst maternal and reproductive
health indices and even worst in the Zamfara State, including family planning uptake
(3% for all methods), antenatal care (ANC) visits (22%), delivery by a skilled
provider (6%) and hospital deliveries (5%). This three phases study aimed at: 1. An
ecological review of maternal and reproductive health indicators and the major causes
of maternal mortality in Zamfara State using secondary data from the State Ministry
of Health; 2. Exploratory analysis of the perception of Muslim religious leaders in
Zamfara regarding Islamic perspectives on maternal and reproductive health and their
roles on maternal and reproductive health improvement in Zamfara; 3. Evaluation on
the impact of health promotion intervention in improving the selected maternal and
reproductive health indicators in the selected communities in Gusau Local
Government (LGA). In phase 1, desk review of secondary data was used to answer the
objective 1, while in-depth interviews and focus-group discussions were used to
answer objective 2 in the qualitative study of the second phase. For objective 3 in third
phase, an intervention study was carried out where data was collected pre and post-
intervention using a validated questionnaire administered to the pregnant mothers who
were randomly selected from the health facilities in the study area. The secondary data
from the health facilities was also compared. The analysis using MANCOVA and RM
ANOVA were done with SPSS software version 22.0, to assess the effect and impact
of the intervention given. Findings from the study highlighted the changes in maternal
mortality statisitics in Zamfara State from 2013-2017 and a similar trend was observed
in Gusau LGA where the maternal mortality dropped from 1017 per 100,000 live
births in 2014 to 480 per 100,000 live births in 2017, which was post-intervention
period. The Muslim religious leaders were able to identify their roles and the Islamic
perspectives in maternal and reproductive health, thereby encouraged the followers
and community members, especially men, to allow their wives to attend ANC visits
and to deliver at health facility. There was a significant increase in ANC visits and
skilled birth attendant deliveries between 2013 and 2016 (pre-intervention) with 2016
and 2017 (post intervention). This study also showed a statistically significant
difference in the attendance of ANC and awareness regarding illness among pregnant
women in the intervention as compared to the control communities. There was an
improvement and increased uptake of family planning and postnatal care compared in
absolute numbers. Also, the study witnessed significant changes in the intervention
community in terms of infrastructural development including renovations of health
facilities, supplies of ambulances and medicines and community participation.
Overall, the health promotion and community level intervention showed an effect and
able to improve the uptake and utilization of maternal health services.

Key Words: Maternal and reproductive health; health promotion; Islamic
perspectives; community intervention; Zamfara State.
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND OF THE STUDY

Nigeria with about more than 185 million people and a population growth rate of 3.2
percent is the most populated country in Africa (National Population Commission,
2006). Nigeria, under a federal structure, is made up of a Federal Capital Territory
(Abuja), 36 states and 774 Local Government Areas (LGAS). It has a very wide range
of cultures, religions and social structures.

According to the Nigeria Demographic and Health Survey (NDHS) 2008 and
2013, the total fertility rate (TFR) in the country is 5.7 children per woman in 2008
5.5 in 2013 and 5.3 children per woman in 2018; however, it is significantly higher in
rural areas (6.4 children per woman), than in urban areas, (4.6 children per woman),
and in the northern compared to southern states (National Population Commission,
2019). Urban women are almost three times as likely as rural women to use a
contraceptive method. For example the contraceptive prevalence rate (CPR) for
modern methods is only 2% in Bauchi and 1.9 % in Sokoto and Zamfara States in the
north; only 3% of women use any method of contraception in the northwest. Only 3 %
of women without children are currently using family planning, compared with 13%
with 1-2 children. There are also large numbers of women using traditional methods
of contraception — the contraceptive prevalance rate for all methods are 14.6% in 2008
and 15.% in 2013 and for modern methods is only 9.7%. In general, about a fifth of
girls under the age of 19 years old have given birth. According to the NDHS 2018,

only about 23% of currently married women want to space births or want no more



children (National Population Commission, 2019). Births to the very young and
adolescents as about 19% of girls aged 15-19 years had begun child bearing and
closely-spaced births for women of all ages contribute to poor maternal, neonatal,
infant and child health outcomes, straining family resources and leading to
exacerbation of other health, economic and social problems (National Population
Commission, 2019). However, there were little progress made according to the
NDHS 2013, NDHS 2018 and Multiple Indicator Cluster Survey (MICS) 2016/2017.
In the 2008 report on the State of the World’s Mothers, Nigeria ranked 70 out
of 71 less-developed countries and 166 out of 179 in 2015 as one of the worst places
in the world to be a mother with a lifetme risk of 1 in 31 as compared to Malaysia
which is 1 in 1,600 (Save the Children, 2008; Save the Children, 2015). The maternal
mortality ratio (MMR) in 2005 was estimated at 1,100, in a World Health
Organization (WHO), United Nations Children Fund (UNICEF), United Nations
Population Fund (UNFPA) and World Bank analysis and it is considered to be higher
in the northern States, however the 2008 NDHS indicated that some progress was
made in reduction of maternal mortality thus estimated the MMR to be 545 deaths per
100,000 live births which five years later increased to 576 per 100,000 live births in
2013 (WHO, 2005; National Population Commission, 2009; National Population
Commission, 2013). Also according to the NHDS 2003, 47% of Nigerian women had
four or more antenatal visits and 58% received antenatal care from a skilled provider
(National Population Commission, 2004). The 2008 and 2018 surveys showed only
39% were attended at deliveries by a skilled provider, about one third of births or 35%
occur in health facilities while 62% occur at home (National Population Commission,

2009; National Population Commission, 2019).



Northern Nigeria has one of the highest MMR in the world, approximately
1,000 women die per 100,000 live births , thus according to a study by Promoting and
Revitalizing Routine Immunization in Northern Nigeria-Maternal Newborn and Child
Health Programe (PRRINN-MNCH) project indicated that approximately 7,100
pregnant women die each year in Jigawa, Katsina, Yobe, and Zamfara States with 1%
of 710,000 live births per year (PRRINN-MNCH, 2010; Doctor, et al., 2012).
Northeast and northwest has higher maternal deaths figures compared to the southern
part of Nigeria with estimated figures ranging from 890-1286 maternal deaths per
100,000 live births in a study in Kebbi State, northwest Nigeria (Gulumbe, Alabi,
Omisakin, & Omoleke, 2017). Also in another study in the Kano State northwest
Nigeria the MMR was between 1429 in 2010 to 960 per 100,000 live births in 2015
which are all higher than the average for the country (Muazu & Nguru, 2016).

Zamfara State has a TFR of 7.5 and MMR of over 1000 per 100,000 live births
as compared to the national average of 545/100,000 live birth in 2008 and 576 in 2013
(Doctor, et al., 2012; SMOH Zamfara State, 2009; National Population Commission,
2019). The current use of any modern family planning method in Zamfara among
married women aged 15-49 years old is 2% and the percentage of women who gave
birth in the last 5 years who received antenatal care from a skilled provider is only
18% and those with skilled attendant at delivery is 8% (National Population
Commission, 2009). These demographics made but little changes in 2013 according to
NDHS 2013 with the contraceptive prevelence use of 3% for all method and 1.3% for
modern method of family planning, attendance of antenatal was 22.4%, delivery with
skilled assisted attendant was only 6.1% while home delivery was 94.2% and TFR
was 7.3 children per woman (National Population Commission, 2013). These statistics

are some of the worst in the country. The Nigerian National Strategic Health



Development Plan (NSHDP) primarily focuses on improving population’s health
status by preventing and treating common treatable and preventable illnesses, so that
the entire population can have a good life of health, wellbeing thus productively
contribute to national and economic development in which the role of health

promotion is significant in this direction (Federal Ministry of Health, 2010).

1.2 STATEMENT OF THE PROBLEM

The health status of women and children is extremely poor and Nigeria was not able
to achieve the health-related Millennium Development Goals (MDGs) by 2015 though
some progress has been made (National Bureau of Statistics, 2014). Strengthening the
health sector and improving health indicators especially the reproductive and maternal
health indicators are among the most important development issues facing Nigeria.
The rise of maternal deaths in Nigeria is historic and remained worrisome. Annually,
an estimated of 52,900 Nigerian women die from pregnancy related complications
out of the global 529,000 maternal death which is 10% of the global total as of 2010
while it reduced to about 289,000 maternal deaths in 2013 (WHO, 2010, 2014;
Adetoro, Campbell, Ogundeji, Lawoyin & Thomson, 2013; Kolo, Chutiyami &
Ibrahim, 2017). Although most of these deaths are preventable, the quality and
coverage of health care services continue to decline among the Nigerians especially
the women despite the huge and substantial investments in the sector.

Northern Nigeria has one of the highest maternal mortality ratios in the world.
Over 1,000 women die per 100,000 live births (1%), thus approximately 7,100 (1% of
710,000 live births per year) pregnant women die each year in Jigawa, Katsina, Yobe,
and Zamfara (Doctor et al., 2012). While 15% of all pregnancies worldwide result in a

maternal emergency thus approximately 106,500 women in the four states would need



to access emergency maternal and obstetric care facilities each year (PRRIN-MNCH,
2010). Another study in 2011 in the four northern states of Jigawa, Katsina, Yobe and
Zamfara, it was estimated that there was 1,271 maternal death per 100,000 live births
which confirms earlier speculations about the high maternal mortality figures in the
northern Nigerian states (Doctor, Findley & Afeyandu, 2012). The comparative high
rates of maternal deaths in northern Nigeria and Zamfara State in particular is an
indicator of the failure to ensure that women have guaranteed lifelong access to
quality health care based on equity including reproductive and maternal health
services as compared to its sister States in Nigeria. Some developed and even
developing countries where fewer women die of preventable causes during birth or
due to pregnancy for example in Malaysia where MMR very low at 29 per 100,000 in
2007. Thus, the life time risk for pregnan women in developed countries was 1 in 400
against 1 in 51 in under-developed and developing countries such as Nigeria (Yadav,
2012; UNICEF, 2013; Department of Statistics Malaysia, 2015). Health promotion
and education activities as well as improvement in reporting of maternal and
reproductive health information contributed to the success recorded in Malaysia (Kaur
& Singh, 2011; Yadav, 2012; Department of Statistics Malaysia, 2017). In places like
Zamfara State in northwest Nigeria, a similar achievement may not be the case
despite the efforts by government and other non-governmental organizations to
improve maternal and reproductive health. The maternal mortality in Zamfara State is
one of the highest in Nigeria, with very poor maternal reproductive health indicators
as reported by the NDHS, 2008 and 2013. Therefore there is a need for more health
promotion activities targeted at the women and the community on matters relating to

maternal and reproductive health and maternal mortality in Zamfara State.



