
   

African Journal of Reproductive Health Jun 2010; 14(2): 129 

ORIGINAL RESEARCH ARTICLE 
 

Skilled Attendance: The Key Challenges to Progress in 
Achieving MDG-5 in North Central Nigeria 
 

Dalyop D. Nyango, Josiah T. Mutihir, Emmanuel P. Laabes, Joseph H. Kigbu, 
Mariam Buba 
 

Department of Obstetrics & Gynecology, Reproductive Health Unit, Jos University Teaching Hospital, 
Jos, Nigeria. 
 

*For Correspondence: Dalyop D. Nyango. E-mail: drnyango@yahoo.com. 
 
 

ABSTRACT 
 

The importance of skilled attendance at delivery, as reflected in the MDG 5, is being promoted in developing 
countries to address the high maternal/perinatal morbidity and mortality. Evaluation of personnel skills and 
availability of material resources are central to elimination of barriers to delivery of basic Emergency Obstetric 
Care (EOC) to the community. We designed a semi-structured, interviewee-administered questionnaire for 54 
certified Nurse-Midwives working in Primary Health Care (PHC) clinics in Nasarawa State, central Nigeria, and 
examined their knowledge and competencies in the five major areas responsible for maternal mortality in sub-
Saharan Africa, including power supply, referral linkages and motivation to work. Majority 51 (94.4%) of PHCs 
neither used the Partograph nor performed manual vacuum aspiration. Referral systems and feedback 
mechanisms were practically non-existent, 38 (70.4%) of facilities were >5km from the nearest referral centre, 
with 14(29.5%) connected to the national grid. Majority (68.5%) of respondents would want to work abroad. The 
quality of skilled attendance is low and basic EOC facilities are lacking, a situation further threatened by 
potential emigration to greener pastures. Governments and development partners need to address facility and 
skilled manpower shortages in developing countries to make a modest attempt at meeting the MDG on 
maternal health (Afr. J. Reprod. Health 2010; 14[2]: 129-138). 
 
 

RĖSUMĖ 
 

Présence des accoucheurs qualifiés : les défis clé au progrès dans l’accomplissement des ODM – 5 au 
nord central du Nigéria L‟importance de la présence du personnel qualifié pendant l‟accouchement, tel que 
cela figure dans les ODM–5 est reconnue et encouragée dans les pays en voie de développement pour 
aborder la haute mortalité et la morbidité périnatale. L‟évaluation de la compétence du personnel et la 
disponibilité des ressources matérielles jouent un rôle essentiel dans l‟élimination des obstacles à la prestation 
des services obstétriques d‟urgence de base (SOUB) à la communauté. Nous avons formulé un questionnaire 
semi–structuré pour 54 sages–femmes qui travaillent dans des cliniques des services médicaux primaires 
(SMP) dans l‟état de Nassarawa, dans la région centrale du Nigéria. Nous avons étudié leur connaissance et 
compétences dans les cinq domaines principaux qui sont responsables de la mortalité maternelle en Afrique 
sub–saharéenne y compris l‟alimentation électrique, les liaisons des services d‟orientation des malades vers un 
spécialiste et la motivation pour travailler.  La majorité des SMPs (94,4%) n‟ont pas utilisé le partographe et ils 
n‟ont pas fait l„aspiration pneumatique manuelle.  Il n‟existait pratiquement pas de systèmes d‟orientations vers 
les spécialistes et des mécanismes pour des réactions. 38(70,4%) établissements étaient situés à>5km du 
centre des orientations le plus proche, alors que 14 (29,5%) étaient reliés au réseau électrique national. La 
majorité (68,5%) des interviewés aimeraient travailler à l‟étranger. La qualité du personnel qualifié est basse et 
les structures de base manquent, une situation qui est davantage menacée par la possibilité de la migration ver 
les cieux plus cléments +++++v Il est nécessaire que les gouvernements et les partenaires en matière de 
développement abordent les problèmes du manque de structures et de personnel dans les pays en voie de 
développement afin d‟essayer, d‟une manière modeste, d‟accomplir les ODMs dans le domaine de la santé 
maternelle (Afr. J. Reprod. Health 2010; 14[2]:129-138). 
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Background 
 
Skilled attendance at delivery is being pro-
moted to address the high maternal morbidity 
and mortality in developing countries, and is 
currently used to measure the achievement 
of the Millennium Development Goal 5 (MDG 
5)

 1,2
. It has also attracted special attention of 

the international research partnership on 
Skilled Attendance For Everyone (SAFE)

3
. 

The current consensus on the
 
link between 

skilled attendance and maternal mortality has 
engender interventions through deployment 
and strengthening of midwifery skills and ser-
vices at the community level.

1-7 
Skilled atten-

dance is defined as care provided to a wo-
man and her newborn during pregnancy, 
childbirth and immediately after birth by an 
accredited and competent health care provi-
der who has at her/his disposal the neces-
sary equipment and the support of a func-
tioning health system, including transport and 
referral facilities for emergency obstetric 
care

1,4,8
. Although skilled attendance incorpo-

rates the attendant and the enabling environ-
ment, only the presence of the health profes-
sional is measured by this process indicator, 
not the skills, but it cannot be assumed that 
all health professionals are skilled in delivery 
care, particularly in the developing world. 

Sub-Saharan Africa (except for Southern 
Africa) is among countries that are furthest 
away from achieving the ICPD + 5 target of 
85% of deliveries being attended to by a skil-
led attendant by 2010

8-11
.
 
While Nigeria and 

India contribute up to a third of all maternal 
deaths worldwide

12
, the MMR in Nigeria‟s is 

800/100,000 live births, with broad regional 
variations attributed to the literacy level

13,14
.
 

The highest figures are in the north, ranging 
from 1000 to 1500/100,000 live births,

 
and lo-

west in the south west. Also contributing to 
this high MMR is the high rates of delivery by 
unskilled birth attendants, driven mainly amo-
ng other reasons by the unavailability of reli-
able, quality, appropriate and effective 24 h 
obstetric services in public health institutions 
outside the cities. A study by the federal mi-
nistry of health in 2003 found that only one-

third of deliveries occur in a health facility
14

. 
Inequality in service delivery between the ur-
ban and the rural areas is further complica-
ted by the acute shortage of skilled providers 
at the community level. The ever changing or 
unstable political climate does not allow for 
formulation of political commitment sufficient-
ly strong to sustain good policies and pro-
grammes. Challenged by these facts, Nigeria 
recently launched the National road map for 
accelerating the attainment of Millennium de-
velopment goals 4 and 5, emphasizing the 
importance of revitalizing the Primary Health 
Care. Similarly, the Society for Gynaecology 
and Obstetrics of Nigeria (SOGON) Strategic 
Plan on Women‟s Health (2000-2010) also 
endorsed the Mission statement of both In-
ternational Confederation of Midwives (ICM) 
and the International Federation of Gynaeco-
logy and Obstetrics (FIGO) that emphasize 
the provision of skilled birth attendants to re-
duce maternal and neonatal mortality.

13  
The 

SOGON strategic plan focuses on three ma-
jor issues to improve women‟s reproductive 
health: safe motherhood, prevention of un-
wanted pregnancy and prevention of HIV / 
AIDS.

 
The National Health Bill passed re-

cently (15.05.2008) by the Senate, provides 
for the establishment of the Primary Health-
care Development Fund. The Fund would, 
among other things, ensure the provision of 
basic health care facilities through the Na-
tional Health Insurance Scheme (NHIS). 

Various categories of birth attendants 
have been identified in Nigeria: the parturient 
herself 16.9%, family member 25.6%, tradi-
tional birth attendant 20.4%, CHEWs 1.1%, 
Doctors 6.6%, Nurses/midwives 28.6%

14
. 

While doctors cannot be retained at primary 
care level in Nigeria due to marked shortage, 
the CHEWs do not have the necessary 
knowledge and skills to be included in the 
ranks of skilled professional at birth. Also, 
even though the traditional birth attendants 
(TBAs) are members of the community, and 
often an integral part of the culture, and who-
se fees can be paid in kind and with defer-
ment

15,16,17
, are excluded from the definition 

of skilled attendants since they cannot re-
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duce MM
11,18,19

.
 
It is therefore not surprising 

that in North-central Nigeria, only the Nurse / 
midwife qualifies for the definition of a skilled 
attendant at the community level. The term 
“skilled attendant” refers to “an accredited 
health professional - such as a midwife, doc-
tor or nurse - who has been educated and 
trained to proficiency in the skills needed to 
manage normal (uncomplicated) pregnan-
cies, childbirth and the immediate postnatal 
period, and in the identification, management 
and referral of complications in women and 
newborns

8,20
. Skilled attendants, at all levels 

of the health system, must have skills and 
abilities to perform all of the core functions.

20
  

It has been shown that the accuracy and 
promptness with which complications are 
detected and managed is responsible for the 
enormous gap in maternal mortality ratios 
between developed and developing coun-
tries

21
. Hence, where a woman lives and 

where she gives birth, in global terms, makes 
all the difference between life and death. 
There is need therefore, to shift from the 
macro-level focus on skilled attendant at birth 
to a micro-level concern; of how skillful are 
these health personnel in delivering EOC 
services and the bottlenecks in the working 
environment. Similarly, though the WHO tra-
cks the proportion of women delivered by 
skilled birth attendants, we know little about 
their competence to manage common life-
threatening obstetric complications. This stu-
dy sought to assess the current level of com-
petence, knowledge and abilities of Nurse-
midwives and the key challenges to progress 
in achieving MDG5 in Nasarawa state, North 
Central Nigeria. Furthermore, this may also 
spur policy-makers and research teams into 
action towards a revision of regulations and 
administrative procedures to ensure best 
practice rather than politics. We also put into 
perspective the core competencies for skilled 
birth attendants as defined by the Interna-
tional Confederation of Midwives (ICM) and 
endorsed by the World Health Organization 
(WHO). These are the international standard 
for provision of skilled, safe, professional 
care to childbearing women and their fami-

lies. They reflect the essential knowledge, 
skills and behaviours for a provider of ante-
partum, intra-partum, post-partum and neo-
natal care

22,23
. 

 
 

METHODOLOGY 
 
Study setting/Subjects 
 
There are essentially four key types of providers of 
maternal and newborn care in Nigeria, most of who 
operate within the formal health sector, except for 
ngo zumas (traditional birth attendants) who are with-
in the communities and families. Nurse–midwives 
have four years of training (three years of basic nur-
sing and one year devoted to special post basic 
training in midwifery), while, the Nurses lack post 
basic training in midwifery. Doctors are not posted to 
the PHC facilities in Nigeria largely due to the short-
age of this cadre of health professionals. Therefore, 
this level of healthcare does not receive the blessing 
of the NYSC (National Youth Service Corps) doctors 
on National services. While the community health 
extension workers (CHEWs) have a historic connec-
tion to the community, their training lacks the neces-
sary knowledge and skills of a skilled attendant. 
Despite this deficiency, however, they are often left 
in-charge of majority of health facilities at the com-
munity level. The safe Motherhood practice at the 
Local Government level in Nasarawa State has 
received many policy changes and a medium level of 
regulatory support during the previous administra-
tion. Currently, Nurse-midwives at the Primary Health 
Care (PHC) level practice in Local Government 
areas of their origin, creating inequitable distribution 
of maternal health professionals between different 
health facilities across the State. Similarly, free ob-
stetric care services have been operational at the 
secondary and tertiary health facilities in the state 
since 2005, but none at the primary health care level, 
making service delivery even more complex. The 
State currently has a School of nursing, but lacks 
Midwifery School. There are currently about 127 
Nurse/midwives in Local Government service practi-
cing at 586 PHCs throughout the state, implying that 
majority of communities have no access to skilled 
attendants either independent practitioner or attach-
ed to a health facility. Also, CHEWs numbered 560, 
given a ratio of about 1:5 Nurse/midwives to CHEWs 
per facility.  

In March 2008, 54 nurse-midwives were identi-
fied and trained on Life Saving Skills (LSS) under the 
MDGs conditional Grants Scheme supported capa-
city building. The list of all Nurse/midwives in the 
payroll of the PHC department was obtained from the 
department of Local government. This served as our 
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sampling frame. This was confirmed from the State 
RH-coordinator and Director, PHC. The 54 nurse 
mid-wives were then selected using stratified random 
sampling.  

A descriptive, cross-sectional study design was 
used for the study, using a semi-structured, self-
administered questionnaire, followed later during the 
training, with an in-depth interview. The 25 questions 
were divided into the major sections of maternal 
health-antepartum, intrapartum and post-partum. 
Each of these sections were further divided into 
basic knowledge and skills. Further questions add-
ress referral, power supply to facilities and job satis-
faction. 

Prior to filling the survey questionnaire, potential 
risks and benefits of participation in the study were 
explained to the research group to help address any 
questions. Further explanations on the nature of the 
questions were made during the research to improve 
the response rate. The study was approved by the 
ethics and research committees of the Nasarawa 
State MOH. A meeting was arranged with key per-
sonnel, including the Director of PHC, RH coordi-
nator to inform them of the design and intent of the 
evaluation. A letter of agreement was signed, and a 
contact person in each Ministry was assigned to 
provide all written materials and supporting docu-
ments. Interviews were conducted with principals of 
SNM, Jos and vom, Plateau State, and SON, Lafia, 
Nasarawa State. A waiver of documentation of infor-
med consent was obtained (informed consent was 
established by potential respondents' completing and 
returning the survey questionnaire). 

 
 
Statistical Analysis 

 
Descriptive statistics were computed to determine 
the demographic and practice location, provision of 
obstetric care. Details regarding their knowledge on 
antenatal health talk, including identification of at risk 
clients; infection prevention strategies, intrapartum 
care including the use of partograph; availability of 
family planning services; referral network; power 
supply. Chi-square tests were used to compare  

In addition, the survey inquired about each res-
pondent's overall career satisfaction and his/her per-
ception of the overall influence of the working envi-
ronment on their job satisfaction and/or their desire 
to travel abroad. Due to the voluntary nature of the 
survey, nonresponsive adjustments were made to 
reduce potential bias in survey estimates. Weights 
were constructed for this purpose and routinely app-
lied to the analyses. P values <.05 were considered 
statistically significant. All data analyses were con-
ducted using SAS 9.1 (SAS Institute Inc., Cary, NC). 

RESULTS  
 
There were 127 Nurse/midwives and 586 
PHC clinics at the local government level, 
giving a ratio of about 1:5. All the 54 respon-
dents were nurse/midwives currently enga-
ged in clinical practice at the PHC level. 

Data from 54 respondents was used for 
this analysis. Only 3 (5.6%) occasionally use 
partograph to monitor labour in their facilities, 
but all require assistant to effectiveness. Us-
age of uterotonic drugs indicated 25.9% oxy-
tocin, 74.1% ergometrine, while misoprostol 
was not popular. Fifty four (96.3%) of respon-
dents indicated that they could accurately 
measure BP, and 38 (70.4%) could identify 
three features of pre-eclampsia. Most res-
pondents (88.1%) could accurately calculate 
the expected date of delivery, whereas 17 
(31.5%) listed atleast three conditions that 
make a pregnancy high-risk. 94.4% of the 
respondents listed five topics discussed 
during ANC. Thirty eight (70.4%) of respon-
dents use surgical gloves for examining wo-
men in labour. 24.1% are connected to the 
national grid, but supply remained irregular in 
all these facilities. Majority (70.4) of the faci-
lities >5km from the first referral centre, and 
48 (88.9%) had no formal referral links. 
53.7% of the respondents said they were 
comfortable in their present job, yet, 68.5% 
want to travel abroad if the opportunity avails 
(Table 1).  
 
 

DISCUSSION 
 
A better understanding of skilled attendance 
in developing countries where all but 1% of 
the 526,000 maternal deaths occur is impor-
tant; particularly, as the outcomes have criti-
cal consequences to the achievement of the 
MDGs. The findings from this study showed 
astounding revelations and the stark realities 
of skilled attendance in a resource constraint 
environment. A ratio of about 1:5 Nurse / 
midwives to CHEWs, and a similar ratio of 
Nurse/midwives to facility implies that majo-
rity of communities have no access to skilled  
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Table 1. Responses of 54 Nurse-Midwives to knowledge, skill and facility assessment 

questions. 
 

Question/Response  Frequency (%) 95% Confidence interval 

Availability of manual vacuum aspiration   

            yes 10(18.5) 9.3 to 31.4 

            no 44(81.5) 68.6 to 90.7 

Use of MVA   

          comfortable 3(5.6) 1.2 to 15.4 

          assistance required 51(94.4) 84.6 to 98.8 

Use of Partograph   

          yes 3(5.6) 1.2 to 15.4 

          no 51(94.4) 84.6 to 98.8 

Gloves worn at delivery   

          surgical 38(70.4) 56.4 to 82.0 

          non-surgical 16(29.6) 18.0 to 43.6 

List Features of obstructed labour   

      none 9 (16.7) 7.9 to 29.3 

      one 15 (27.8) 16.5 to 41.6 

      two 14 (25.9) 15.0 to 39.7 

      three 16 (29.6) 18.0 to 43.6 

List Features of anaemia in pregnancy   

      none 4 (7.4) 2.1 to 17.9 

      one 14 (25.9) 15.0 to 39.7 

      two 18 (33.3) 21.1 to 47.5 

      three 18 (33.3) 21.1 to 47.5 

List Features of pre-eclampsia   

      none 5 (9.3) 3.1 to 20.3 

      one 6 (11.1) 4.2 to 22.6 

      two 5 (9.3) 3.1 to 20.3 

      three 38 (70.4) 56.4 to 82.0 

Distance from nearest referral center   

      ≥ 5km 38 (70.4) 56.4 to 82.0 

      < 5km 16 (29.6) 18.0 to 43.6 

Referral feedback available   

      yes  6 (11.1) 4.2 to 22.6 

      no 48 (88.9) 77.4 to 95.8 

Satisfied with current job   

      yes 29 (53.7) 39.6 to 67.4 

      no 25 (46.3) 32.6 to 60.4 

Desire to work abroad   

      yes 37 (68.5) 54.4 to 80.5 

      no 17 (31.5) 19.5 to 45.6 
 
 

attendants either as independent practitioner 
or attached to a health facility. 

The effective implementation of evidence-
based health care practices remains a signi-
ficant challenge globally

24
. Safe abortion care 

has benefitted from development of new tec-
hniques. Manual vacuum aspiration is now 
recognized as a safe and effective surgical 
method for abortion and its complications up 
to 15 weeks of pregnancy. Efforts to boost its 
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used in developing countries are increa-
sing

25
, furthermore, USAID/COMPASS Pro-

ject, a non-governmental organization that 
implement a comprehensive post-abortion 
care programme using MVA operates in Na-
sarawa state, yet only 5.6% of facilities are 
equipped with MVA services. The parto-
graph, an inexpensive, effective and pragma-
tic tool adopted by WHO for monitoring la-
bour in both developed and developing coun-
tries is seldom used in majority of the facili-
ties (5.6%). Post partum haemorrhage 
(PPH), defined as blood loss in excess of 
500ml or more following childbirth, accounts 
for around 30% of maternal deaths globally. 
Majority of deaths are a consequence of 
events in the third stage of labour. Routine 
active management of the third stage of labor 
(AMTSL) to prevent PPH is an evidence-ba-
sed, feasible, low-cost intervention that can 
effectively prevent 60 percent of uterine ato-
ny, but erratically practiced in many develop-
ing country settings

26
. Oxytocin is generally 

preferred but seldom available
 
outside hospi-

tal based settings, thereby losing its superio-
rity to newer oxytocics

27
.
 
Misoprostol (a sta-

ble prostaglandin E1 analogue) approved 
over 20 years ago for the prevention and 
treatment of gastric ulcers, has gained recog-
nition recently as an effective, cheap and 
safe drug for the prevention and treatment of 
PPH

28,29,30
. It holds great promise as an alter-

native oxytocic drug for the prevention
 
of 

postpartum haemorrhage in resource poor
 

settings; it neither require
 
refrigerated stora-

ge nor
 
 injection, but importantly, has the be-

nefit of being a heat stable tablet that can be 
taken orally, sublingually, or

 
vaginally. Tragi-

cally, it is not yet an essential drug
 
in many 

countries
30

,
 
and its popularity at the commu-

nity level in Nigeria is still being awaited as 
indicated in our study.  

Maternal health services offer a key op-
portunity to reach women with reproductive 
health services. The quality of antenatal care 
(ANC) is judge by its content; including nutri-
tion education, tetanus vaccine, malaria, 
breastfeeding, contraception and HIV infor-
mation, immunization, services for monitoring 

potential complications. Previous research 
indicated that mothers in the northern part of 
Nigeria receive lower quality ANC than moth-
ers in the southern part

14
. The low (47.6%) 

skilled attendance in North central Nigeria, 
compared to over 82% in other developing 
Countries

31
, may be attributed to the poor 

service delivery at the facility. Majority 
(94.4%) of our respondents could mention at 
least three major topics discussed during 
ANC health talk, 62.9% could confidently 
measure blood pressure. However, it is a 
well known fact that complications of preg-
nancy cannot be predicted or prevented. 
Even pre-eclampsia, which is often men-
tioned as the best example of how early 
signs of complications may be detected, its 
most fatal form (eclampsia) often arise sud-
denly during pregnancy, labour or delivery. In 
the same vein, poor interpersonal commu-
nication and counseling (IPCC) impact nega-
tively on utilization of these services by wo-
men

14
. Our study, however, could not cap-

ture skills in IPCC. Maternal health services 
are also an excellent means through which to 
offer women prevention, counseling, testing 
and treatment for HIV infection and for pre-
venting HIV transmission during pregnancy 
and birth and through breastfeeding. The 
over two million pregnancies that occur in the 
HIV-positive women each year are in re-
source-constrained settings where the mater-
nal mortality is also unacceptably high

32
. HIV 

/AIDS is now a major cause of maternal 
mortality,

 
and has overtaken direct obstetric 

causes as the leading cause of maternal 
mortality in high prevalence areas in sub-Sa-
haran Africa

33
. Although successful strate-

gies to reduce the risk of mother-to-child 
transmission (MTCT) of HIV have almost eli-
minated pediatrics HIV infection with proven 
success in poorer settings

34
, none of the res-

pondents perform routine screen of pregnant 
women in their facilities. This may be due to 
the slow implementation of the nationwide 
free MTCT services at the community level. 
The aggressive awareness campaign on HIV 
/AIDS may account for the high (70.4%) of 
facilities using surgical gloves. Self protection 
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may be the priority and not clean delivery 
practices per se, since other important ways 
of preventing puerperal sepsis like use of 
partograph to reduce frequent vaginal exami-
nations and prolong labour, clean water and 
soap are factors still lacked in the region. A 
woman is not at risk of maternal death unless 
she becomes pregnant, and this risk adds up 
over her lifetime. Family planning services 
are an essential part of services to reduce 
maternal mortality because they enable 
women to post-pone, space and limit preg-
nancies

35
. About 90% of abortion-related and 

20% obstetric-related mortality and morbidity 
were averted by the use of effective contra-
ception globally in 2000

36
.
 
Nigeria is one of 

the countries with both high maternal morta-
lity ratio and high fertility rate, resulting in 
astoundingly high life-time risk of maternal 
death

14
.
 
Despite these, the use of modern 

contraception continues to be low (20%), and 
the unmet need among married women in 
the region remained high (24%)

37
.
 
Maternal 

health services, particularly antenatal care 
offer a key opportunity to reach women with 
family planning services. Although all respon-
dents in the study indicated availability of at 
least three (3) modern methods of contracep-
tion in their facility in the 3 months preceding 
the study, this cannot be translated to dem-
and and usage of contraception considering 
the high unmet need in the region. 

Evidence-based risk assessment guide-
lines that rely on clinical features of pre-
eclampsia with criteria for early referral has 
been developed

38
.
 
Although majority (70.4%) 

of our respondents could list three features of 
pre-eclampsia, the use of magnesium sul-
phate in treating eclampsia and pre-eclamp-
sia has not been widely adopted in develop-
ing countries despite evidence of its superio-
rity over other anti-convulsant drugs

39
.
 
 

The provision of skilled attendance and 
EOC to reduce maternal morbidity and mor-
tality requires effective referral system since  
delays in care can be life-threatening. Evi-
dence suggest that substantial reduction in 
maternal mortality is possible if functioning 
referral links to essential obstetric care are a 

central feature of the maternity system.
40

 
Such a referral system needs to include a 
means of communication between staff at 
the peripheral health facility and at the refer-
ral level for medical advice and feedback, a 
means of transporting complicated cases to 
the referral centers and a means of coordina-
ting care among different levels of health 
care providers. Our study revealed far from 
expectations as only 11.4% of those who act-
ually refer patients receive feedback. Trans-
port and communication links between rural 
and urban settings are fragile. To further 
complicate issues, majorities (70.4%) of the 
facilities were more than 5km from the refer-
ral hospitals, although this did not significant-
ly affect the desire to refer. (p-value) this has 
far reaching consequences, women with ob-
stetric complication arrive at a facility very 
late because it took too long to reach there. 

People work in health care system for 
different reasons. While some like to care for 
patients and value clients‟ appreciation and 
societal status accorded health care provi-
ders

41,42
, many providers work only because 

they need an income
43

. Good quality care is 
an intrinsic motivator to perform well and a 
strong determinant to overall patient satisfac-
tion with care

44
. The continued inability to 

provide quality care, including unpaid sala-
ries, under-staffing and attrition can contri-
bute to job dissatisfaction, demotivation, and 
intentions to seek other employment. It has 
been documented that many skilled birth 
attendants in sub-Saharan Africa are moving 
away from public to private health facilities 
and to international health and development 
organizations

46
. That 53.7% of our respon-

dents were comfortable at their place of work 
and yet, 68.5% want to travel abroad if the 
opportunity avails, is in keeping with this 
„greener pasture‟ syndrome

45,46
. These mi-

gration gradients operate within a political, 
economic and socio-cultural context

47
.  

 
 
CONCLUSION 
 
Access to quality emergency obstetric care is  
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still lacking, as only few health care providers 
at the community level have the necessary 
skills or resources to monitor labour, screen 
for HIV/AIDS, and offer 24 hour services. 
Furthermore, the dare challenges the com-
munity Nurse/midwives in North Central 
Nigeria faces are tempting them to leave for 
better conditions of service abroad. There-
fore the availability and quality of skilled birth 
attendants at the community level in North 
Central Nigeria deserves a critical appraisal. 
Although every Country has its own history 
and challenges, accelerating progress is not 
impossible if political will can be translated 
into action as seen in Sri Lanka and Malay-
sia

48
.
 
The findings in this study suggest a call 

for further investigation into the consequen-
ces of the poor policies and service condition 
in the low resource setting. 
 
 

RECOMMENDATIONS 
 

Revision of regulations and administrative 
procedures that will ensure a change in 
policy to improve widespread distribution of 
skilled providers is imperative.  

Training, retraining and deployment of 
health personnel through building of nursing 
and midwifery schools are central elements 
in improving health care. Working with other 
key partners will permit a global movement to 
create the necessary commitment and un-
lock essential resources required to increase 
access to skilled attendants. Finally, enabling 
conditions like good salaries and upgrading 
of health facilities will have to be created for 
health workers to realize their full potentials 
and to motivate them to work. 
 
 

ACKNOWLEDGEMENT 
 

This study was facilitated by the Office of the 
Governor of Nasarawa State through the 
sponsored LSS training under the Condi-
tional Grant Scheme. Our gratitude to the 
staff of PHC dept. and hospital setting for 
their assistance and cooperation. Dr. Belel A. 
director Dome Belt Consult and Consultant 

on MDGs and Dr. Mai Kano for their kind 
advice and support. 
 
 
REFERENCES  

 
1. Graham WJ, Bell JS, Bullough CHW. Can skilled 

attendance at delivery reduce maternal mortality in 
developing countries? Stud. Health Serv. Org.  
Policy 2001; 17:97–130. 

2. United Nations Statistics Division. Millennium 
Indicators. At: <http:// millenniumindicators.un.org/>. 
Accessed 10 December 2002. 

3.  SAFE International Research Partnership for Skilled 
Attendance for Everyone. SAFE At: 
<www.abdn.ac.uk/dugaldbairdcentre/safe>.Accesse
d 28 February 2003. 

4. World Health Organization. Skilled Birth Attendance: 
Review of Evidences in Bangladesh. Dhaka.  WHO, 
2004. 

5. WHO,1994, Mother-Baby Package: Implementing 
Safe Motherhood in Countries. Maternal Health and 
Safe Motherhood Programme, Division of Family 
Health, World Health Organization, Geneva.  

6. World Bank, 1993. World Development Report 
1993. Investing in Health. World Bank /Oxford 
University Press, New York. 

7. Ronsmans C, Graham WJ: on behalf of The Lancet 
Maternal Survival Series Steering Group, Maternal 
mortality: who, when, where and why. Lancet 2006, 
368:1189-200. 

8. World Health Organization. Making pregnancy safer: 
the critical role of the skilled attendant: A joint 
statement by WHO, ICM and FIGO. Geneva: World 
Health Organization, 2004.  

9. World Health Organization, UNICEF, UNFPA, World 
Bank. Maternal mortality in 2005: estimates 
developed by WHO, UNICEF, UNFPA, and World 
Bank. Geneva  WHO, 2007).  

10. Report of the Ad Hoc Committee of the Whole of the 
Twenty-first Special Session of the General 
Assembly. New York: United Nations, 1 July 1999 
(General Assembly document, No. A/S-21/5/Add.1). 

11. Koblinsky M, Mathews Z, Hussein J. Going to scale 
with professional skilled care. Lancet 2006; 
368(9544):1377-86. 

12. Shiff man J, Okonofua FE, Ved R. The state of 
political priority for maternal mortality reduction in 
Nigeria and India. March 1, 2006: http://paa-
2006.princeton.edu/download.aspx?submissionid=6
0071 (accessed Sept 7, 2006). 

13. SOGON Technical Committee: SOGON National 
Partnership Plan For Sustainable Reduction in 
Maternal and Newborn Deaths in Nigeria; SOGON 
National Strategic Plan, Feb, 2008. 

14. The 2003 Nigeria Demographic and Health Survey. 
15. Stephens C, 1992. Training urban traditional birth 

attendance: balancing international policy and local 
realities. Soc. Sci, Med. 35(6):811-17.  



Skilled Attendance: Achieving MDG-5 in North Central Nigeria   

African Journal of Reproductive Health Jun 2010; 14(2): 137 

16. Traditional Birth Attendants: A Joint WHO, UNFPA, 
and UNICEF Statement. World Health Organization, 
United Nations, and United Nations Children‟s Fund. 
Geneva,1992.  

17. Eades C, Brace C, Osei L, et al, 1993. Traditional 
Birth Attendants and Maternal Mortality in Ghana. 
Soc. Sci. Med. 36(11):1503-07.  

18. Campbell O, Graham WJ. Strategies for reducing 
maternal mortality: getting on with what works. 
Lancet 2006; published online Sept 28. 
DOI:10.1016/ S0140-6736(06)69381-1. 

19. Parkhurst JO, Rahman SA. Non-professional health 
practitioners and referrals to facilities: lesions from 
maternal care in Bangladesh. Health Policy  Plann. 
2007;2 (3):149-55. 

20. WHO,ICM and FIGO lunch: Making pregnancy 
safer. The critical role of the skilled attendant. Intl. 
Midwifery 2004; 6:65. 

21. Paxton A, Maine D, Freedman L, et al. The evidence 
of emergency obstetrics care. Intl. J. Obstet. 
Gyanecol. 2005;88(2):181-93. 

22. Asociacio´n Nacional de Universidades y 
Instituciones de Educacio´n Superior. Cata´logo de 
Carreras y Licenciaturas en Universidades y 
Institutos Tecnolo´ gicos: ANUIES: Mexico City, 
2004. At: bwww.anuies.mx/N. Accessed 26 April 
2007.  

23. Core midwifery skills have been defined by the 
International Confederation of Midwives in a 
document entitled Essential Competencies for Basic 
Midwifery Practice, available at 
http://www.internationalmidwives.org 

24. Grol R, Grimshaw J. From best evidence to best 
practice: effective implementation of change in 
patients‟ care. Lancet 2003;362:1225-30. 

25. Rogo K.  Improving Technologies to reduce 
abortion-related morbidity and mortality. 
International Journal of Gynaecology and Obstetrics 
2005;85(S1):S73-S82.only 10(18.5%) of facilities 
have the MVA Kit and only 5.6% were comfortable 
with the procedure. 

26. Prendiville WJ, Elbourne D, McDonald S. Active 
versus expectant management in the third stage of 
labour. Cochrane Database of Systematic Reviews 
200; Issue 3. Art. No. CD000007. 

27. Derman RJ, Kodkany BS, Goudar SS, Geller SE, 
Naik VA, Bellad MB, et al. Oral misoprostol in 
preventing postpartum haemorrhage in resource-
poor communities: a randomized controlled trial. 
Lancet 2006; 368:1248-53. 

28. Gϋlmezoglu AM, Forna F, Villar J. Prostaglandins 
for preventing post partum haemorrhage. Cochrane 
Database of Systematic Reviews 2007; Issue 3. Art. 
No. CD000494.pub3.  

29. Weeks A, Faúndes A. Misoprostol in obstetrics and 
gynaecology. Int J Gynecol Obstet 2007;99:156-9.

33 

30. Shaw D. Misoprostol for reproductive health: dosage 
recommendations. Int. J. Gynecol. Obstet. 2007; 
99:155 

30. Abdul MA, Ibrahim UN, Yusuf MD, et al. Efficacy 
and safety of misoprostol in induction of labour in a 

Nigerian tertiary hospital. West Afr. J. Med. 2007; 
26(3): 213-6. 

31. de Silva D. Impact of the development of 
comprehensive system for community midwifery 
services on National Maternal Health in Sri Lanka. 
Paper presented at Inter-Country Consultation on 
Training and Utilization Health Personnel with 
Midwifery Skills. World Health Organization South-
East Asia Region Office, 6-10 December 1993. New 
Delhi, India.  

32. World Health Organization. Beyond the Numbers: 
Reviewing Maternal Deaths and Complications to 
Make Pregnancy Safer. Geneva: WHO, 2004. 

33. McIntyre J. Preventing mother to Child Transmission 
of HIV: successes and challenges. BJOG:  Intl. J. 
Obst. Gynaecol. 2005; 112:1196-1203.  

34. Thome C, Newll ML. Prevention of mother-to-child 
transmission of HIV infection. Curr. Opinion 
Infectious Dis. 2004; 17(3):247-52. 

35. Koenig MA, Jamil K, Streatfield PK, et al. Maternal 
health and care-seeking behavior in Bangladesh: 
findings from a national survey. Intl. Fam. Plann. 
Perspec. 2007; 33 (2):75-82. 

36. Collumbien M, Gerrussu M, Cleland J. Non-use and 
use of ineffective method of contraception. In: Ezzati 
M, Rodgers A, et al editors. Comparative 
Quantification of Health Risk: Global and regional 
Burden of Disease Attributable to Selected Major 
Risk Factors. Geneva: WHO, 2004. pp. 1255-320. 

37. Sedgeh G, Hussain R, Bankole A, et al. Women with 
unmet need for contraception in developing 
countries and there reasons for not using a method. 
New York: Guttmacher Institute, 2007. 

38. Duckitt K, Harrington D. Risk factors for pre-
eclampsia at antenatal booking: systematic review 
of controlled studies. BMJ 2005, 330:565-67 

39. The pre-eclampsia community guidelines 
(PRECOG): how to screen for and detect onset of 
pre-eclampsia in the community.BMJ 2005; 
330:576-80.  

40. Koblinsky ME, Campbell O. Factors affecting the 
reduction of maternal mortality. In: Koblinsky ME, 
editor. Reducing maternal mortality: Learning from 
Bolivia, China, Egypt, Honduras, Indonesia, Jamai-
ca, and Zimbabwe. Washington DC: World Bank, 
2003. pp. 5-37. 

41. Ahmed A.M., Mun‟ong‟o E., and Massawe, E. 
Tackling Obstacles to health care delivery at district 
level. World Health Forum 12:483-489.1991. 

42. Fort, A., Calix M., Carias, D., Cordero, M., Escoto, 
H., Espada, S.L., Jaskiewicz, W., Killian, R., Luoma, 
M., and Vallejo, F Baseline survey on licensing and 
the performance primary health care providers in 
Region 7-Olancho, Honduras: primary provider 
performance, its factors and client perception. 
Chapel Hill, North Carolina, PRIME II, Feb. 2002. 
(PRIME II Technical Report No. 29A) 58p.  

43. Aitken J.N. Voices from inside: managing district 
health services in Napal. Intl. J. Health Plann. 
Mangt. 9(4): 309-340.1994. 

44. Baumann A, O‟Brien-Pallas LL. Commitment and 
Care: The Benefit of a Healthy Workplace for Nur-



Skilled Attendance: Achieving MDG-5 in North Central Nigeria   

African Journal of Reproductive Health Jun 2010; 14(2): 138 

ses, their Patients and the System. Ottawa: Cana-
dian Health Service Research Foundation, 2001. 

45. Volqvartz J. Africa losing Nurses to Britain. 3 August 
2004. At: http://www.cnn.com/2004/WORLD/afri-
ca/08/03/nurses.uk/index.html. 

46. Nancy Gerein, Andrew Green and Stephen Pearson 
The Implications of Shortages of Health 
Professionals for Maternal Health in Sub-Saharan 
Africa. Reproductive Health Matters Volume 14, 
Issue 27, May 2006, Pages 40-50. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

47. Vujicic M, Zum P, Diallo K, et al. The role of wages 
in the migration of health care professionals from 
developing Countries. Hum. Res, Health, 2004;2(1). 

48. Pathmanathan I, Liljestrand J, Martins JM. A. 
Investing in maternal health: learning from Malaysia 
and Sri Lanka. Washington, DC: World Bank, 2003. 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

http://www.sciencedirect.com/science/journal/09688080
http://www.sciencedirect.com/science?_ob=PublicationURL&_tockey=%23TOC%2311500%232006%23999859972%23623071%23FLA%23&_cdi=11500&_pubType=J&_auth=y&_acct=C000050221&_version=1&_urlVersion=0&_userid=10&md5=8cfa38f02678a87dc8c40ff219329c6d
http://www.sciencedirect.com/science?_ob=PublicationURL&_tockey=%23TOC%2311500%232006%23999859972%23623071%23FLA%23&_cdi=11500&_pubType=J&_auth=y&_acct=C000050221&_version=1&_urlVersion=0&_userid=10&md5=8cfa38f02678a87dc8c40ff219329c6d
http://www.sciencedirect.com/science?_ob=PublicationURL&_tockey=%23TOC%2311500%232006%23999859972%23623071%23FLA%23&_cdi=11500&_pubType=J&_auth=y&_acct=C000050221&_version=1&_urlVersion=0&_userid=10&md5=8cfa38f02678a87dc8c40ff219329c6d

