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NATIONAL COMMITMENT TO REDUCING MATERNAL MORTALITY 

The 2030 Agenda for Sustainable Development, adopted in 2015, established 17 Sustainable Development 
Goals (SDGs), including commitments to strengthen child survival and reduce maternal mortality. Both of 
these are critical to achieving SDG Target 3.1, which calls for a significant reduction in the maternal 
mortality ratio (MMR) by 2030, with a target of fewer than 70 maternal deaths per 100,000 live births.1 
Although this global commitment provides a clear direction, Nigeria continues to experience a high burden 
of maternal mortality,2 reflecting persistent challenges in ensuring safe pregnancy and childbirth. 

Over the past two decades, progress in reducing maternal deaths has remained limited due to gaps in 
access to and quality of maternal health services. Although service coverage has improved, including 
increases in antenatal care (ANC) attendance, skilled birth attendance, and family planning use, these gains 
have not translated into meaningful reductions in maternal mortality. This persistent gap underscores the 
need for more effective policy action and strategic investment to improve maternal health outcomes. 

Nigeria’s MMR remains well above the SDG target and is higher than that in most countries in the region. 
As a follow-up to the 2024 Nigeria Demographic and Health Survey (NDHS),3 the 2024 Nigeria Verbal 
Autopsy and Social Autopsy (NVASA) study4 was conducted to gain insights into barriers and behaviours 
that hinder reductions in mortality. Although previous NVASA studies have focused on children under age 
5, the results of the 2024 study for the first time provide causes of maternal death and nationally and 
zonally representative mortality estimates.   

This policy brief summarises important findings from the 2024 NVASA study in the context of additional 
literature, highlights geographic disparities in MMR, and provides evidence-based recommendations for 
strengthening maternal health interventions in Nigeria. Meeting national and SDG targets will require 
stronger emergency obstetric care, improved readiness of primary health centres (PHCs), and targeted 
efforts to address preventable causes of maternal deaths, particularly obstetric haemorrhage, hypertensive 
disorders, and pregnancy-related infections. 

MATERNAL MORTALITY TRENDS 

Successive NDHS surveys show a fluctuating but 
persistently high MMR in Nigeria. The number of 
deaths per 100,000 live births was reported as 545 in 
the 2008 survey, 576 in the 2013 survey, 512 in the 
2018 survey, and finally 572 in the 2024 survey 
(Figure 1 and Table 1). None of these estimates are 
significantly higher or lower than any other, and the 
overall MMR remains far short of the SDG target of 
70 deaths per 100,000 live births by 2030. 

Table 1 shows maternal health outcomes and 
indicators over time, again demonstrating that the 
MMR has remained largely unchanged over the past 
two decades. Although key indicators of service 
coverage have improved, progress has been modest. 
Overall, coverage of four or more ANC visits has 
increased by 33%, skilled birth attendance by 18%, and the contraceptive prevalence rate by 33%. 
However, these gains have been slow, and ANC coverage in particular has plateaued in recent years. This 
stagnation suggests that, despite earlier improvements, current efforts may be insufficient to sustain 
momentum, highlighting the need for renewed and more effective strategies to accelerate improvements in 
maternal health outcomes. 

Figure 1  Trends in maternal mortality 
ratios (deaths per 100,000 live births)  
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Table 1  Nigeria’s progress in achieving maternal health outcomes and indicators 

Survey 

Maternal mortality ratio 
(deaths per 100,000  

live births) 
(95% CI) 

Percentage with four or more  
antenatal care visits 

(95% CI) 

Percentage with skilled 
birth  

attendance 
(95% CI) 

Contraceptive 
prevalence rate  

(95% CI) 

2008 NDHS 545 (354–736) 45 (42–48) 39 (36–42) 15 (13–17) 
2013 NDHS 576 (500–652) 61 (58–64) 38 (35–41) 15 (13–17) 
2018 NDHS 512 (407–618) 57 (54–60) 43 (40–46) 17 (15–19) 
2024 NDHS 572 (444–699) 60 (57–63) 46 (43–49) 20 (18–22) 
      

Percent change from 
2008 NDHS survey to 
2024 NDHS survey 

 

+33% +18% +33% 

CI = confidence interval; NDHS = Nigeria Demographic and Health Survey 

 
CAUSES OF MATERNAL DEATHS 

Results of the 2024 NVASA study 
show that maternal deaths in 
Nigeria are largely driven by 
preventable obstetric and non-
obstetric complications. The leading 
cause of death is obstetric 
haemorrhage, accounting for 38% 
of maternal deaths. This is followed 
by pregnancy with abortive 
outcomes (15%) and non-obstetric 
or indirect maternal causes (14%). 
Hypertensive disorders during 
pregnancy, childbirth, and the 
puerperium are responsible for 11% 
of maternal deaths; pregnancy-
related infections account for 6%; 
and other obstetric complications 
represent a very small proportion of deaths (<1%). Sixteen percent of deaths are of undetermined or 
unspecified maternal causes (Figure 2).  

  

Figure 2  Causes of maternal deaths 
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Calculation of cause-specific MMRs confirms that 
obstetric haemorrhage is the leading cause of 
maternal deaths, accounting for 215 deaths per 
100,000 live births, far exceeding other causes. This 
is followed by pregnancy with abortive outcomes (86 
deaths per 100,000 live births); non-obstetric or 
indirect maternal causes (78 deaths per 100,000 live 
births); and hypertensive disorders during pregnancy, 
childbirth, and the puerperium (64 deaths per 
100,000 live births). Pregnancy-related infections 
contribute 34 deaths per 100,000 live births, and 
other obstetric complications account for just 2 
deaths per 100,000 live births. Undetermined or 
unspecified maternal deaths account for 92 deaths 
per 100,000 live births (Figure 3). 

 

 

 

 

GEOGRAPHIC AND RESIDENTIAL DISPARITIES 

Results of the 2024 NVASA study show that the MMR is substantially higher in rural areas (656 deaths 
per 100,000 live births) than in urban areas (444 deaths per 100,000 live births) (Figure 4).  

Due to limited sample sizes, reliable zone-specific MMRs cannot be estimated. However, the proportion of 
maternal deaths (PM) among all deaths of women of reproductive age by zone can be used as a proxy 
indicator to illustrate geographic patterns of maternal mortality. Figure 5 shows the PM by zone in 2024. 
The national PM is 28%. North Central and South West report PMs substantially below the national level, 
suggesting relatively better-than-average performance. In contrast, the PMs in most other zones cluster 
around or above the national level, with North West exhibiting the most concerning PM. 

Figure 4  Maternal mortality ratios 
(deaths per 100,000 live births) 

by residence 

  

Figure 5  Proportion of maternal 
deaths by zone 
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maternal mortality ratios 
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Notably, this pattern contrasts with the distribution of under-5 deaths by zone. Although South East and 
South South perform relatively well in terms of under-5 mortality, they exhibit comparatively higher PMs. 
This divergence highlights important regional differences in health outcomes and suggests the need for 
tailored maternal health interventions alongside child survival strategies. 

STRENGTHENING MATERNAL HEALTH INTERVENTIONS 

Nigeria has more than 34,000 registered PHCs, but 
only about 6,800 are functional, indicating a 
substantial gap in operational capacity across the 
country.5 Among functioning facilities, just 2,125 
meet the Level 2 standard for a revitalised facility, 
and only 700 provide basic emergency obstetric and 
newborn care (BEmONC),6 which is far below the 
estimated national requirement of 1,936 BEmONC 
facilities based on World Health Organization 
guidelines (Figure 6).7 This shortfall highlights 
critical limitations in the health system’s ability to 
manage maternal complications and provide timely 
life-saving care. 

Table 2 describes selected recommended 
interventions, as well as possible delivery strategies 
and challenges, for reducing cause-specific maternal 
mortality by improving both BEmONC and 
comprehensive emergency obstetric and newborn 
care (CEmONC) in Nigeria. To address the high 
burden of maternal deaths from haemorrhage and 
eclampsia, Nigeria will need to increase the volume 
of deliveries in well‑prepared public health facilities. As the population continues to grow, PHCs must be 
equipped to manage a larger caseload of normal and emergency deliveries, with predictable availability of 
skilled providers and essential medicines such as oxytocin and magnesium sulphate. Strengthening facility 
preparedness through 24‑hour service availability, standardised clinical protocols, quality improvement 
systems, and functional referral linkages will be crucial for reducing delays that contribute to maternal 
deaths. Expanding the number of revitalised PHCs and ensuring that BEmONC facilities are adequately 
staffed and supervised can support a shift from home delivery to safer, facility‑based childbirth. 

Improving ANC coverage and quality (as a foundation of BEmONC) is also essential for reducing 
preventable maternal deaths in Nigeria, particularly those caused by haemorrhage, hypertensive disorders, 
and pregnancy-related infections. The 2024 NVASA findings show that 39% of women who die from 
maternal causes receive no ANC, and only 49% receive ANC from a skilled provider, indicating 
substantial gaps in early detection and management of pregnancy complications. Strengthening ANC 
service delivery at the PHC level can play a central role in closing these gaps.  

Expanding PHC capacities to include routine and complication-oriented ANC requires that facilities be 
consistently staffed with trained midwives, nurses, and community health extension workers who can 
deliver the full ANC package, including screening for anaemia, monitoring blood pressure, counselling 
about danger signs, and making timely referrals. Increasing the availability of skilled providers at PHCs, 
supported by supervision, essential diagnostics, and uninterrupted supplies, can help shift ANC provision 
away from informal or unqualified providers who currently serve a substantial share of pregnant women. 
In addition, expanding ANC outreach through community health workers and targeted efforts to generate 
demand can help reach the large proportion of women who currently receive no ANC. Community-based 
follow-up, pregnancy tracking, and periodic ANC outreach days at PHCs can support earlier contact with 

Figure 6  Numbers of primary health 
centres in Nigeria by functionality status 
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the health system and encourage continuity of care through at least four ANC visits. Strengthening referral 
linkages between PHCs and higher-level facilities is equally critical for ensuring timely management of 
complications detected during ANC, ultimately improving maternal outcomes. 

Strengthening the primary health care system will require not only increasing the number of functional 
facilities but also ensuring that each PHC is adequately staffed with skilled providers who can deliver 
round-the-clock maternal and newborn care. Effective deployment and retention of midwives and frontline 
workers at PHCs, supported by regular supervision, essential equipment, and a reliable supply of 
emergency medicines, is critical for improving service readiness. Expanding the availability of Level 2 
PHCs and upgrading strategically located facilities to meet BEmONC standards would help reduce delays 
in managing obstetric emergencies. Prioritising workforce capacity, facility readiness, and continuous 
quality improvement will be essential for improving maternal outcomes in high-burden regions. 

Infection BEmONC: Parenteral 
administration of 
antibiotics 

• Through health 
facilities 

• Through CHEWs 

• Frequent stockouts of injectable antibiotics in many PHCs23 
• Lack of injectable antimicrobials in several markets24 
• Difficulties distributing essential commodities to remote 

‘hard-to-reach’ facilities25,26 
• Lack of proper training on pregnancy-related infection 

protocols among health professionals27 
• Rising antimicrobial resistance28 

 

All above causes CEmONC:  
1.  Caesarean sections 
2. Blood transfusions 

• Through health 
facilities 

• Financial barriers and high costs29,30 
• Socio-cultural aversion: Substantial cultural ‘fear of the 

knife’ and preference for vaginal delivery as a sign of 
womanhood, leading many women to attempt home births 
or delay care seeking until situation is critical31 

• Infrastructure and skilled manpower deficits, particularly in 
rural North East and North West Zones32 

• Low adherence to clinical guidelines on emergency obstetric 
and newborn care33 

BEmONC = basic emergency obstetric and newborn care; CEmONC = comprehensive emergency obstetric and newborn care; CHEW = 
community health extension worker; PHC = primary health centre 

 
  

Table 2  Components, possible delivery strategies, and challenges of cause-specific interventions to reduce maternal mortality 

Top causes of 
maternal mortality 

Components of the 
recommended 
interventions 

Possible delivery 
strategies Challenges 

Haemorrhage BEmONC: Parenteral 
administration of 
oxytocics 

 

• Through health 
facilities 

• Through CHEWs 

• Cold chain instability: Lack of consistent refrigeration at the 
PHC level8,9 

• Stockouts of essential uterotonics10 
• Prevalence of low-quality or counterfeit oxytocin in the 

Nigerian market complicating the management of 
postpartum haemorrhage11  

• Shortages of skilled birth attendants12 

BEmONC: Manual 
removal of placenta 

• Through health 
facilities 

 

• Lack of skilled personnel11 

• Shortages of sterile gloves and antiseptic solutions13 
• Delays in referral 
• Cultural resistance in receiving the intervention14 

BEmONC: Manual 
removal of retained 
products of 
conception 

• Through health 
facilities 

 

• Equipment shortages, especially in rural health facilities15 
• Provider stigma and misconception: In some regions, 

manual removal of retained products of conception 
conflated with abortion services, leading to provider 
hesitation or refusal to perform the procedure due to 
personal or religious beliefs16 

• Pain management gap: Lack of access to parenteral 
analgesia or local anaesthetics (like lidocaine) in PHCs, 
making the procedure distressing for patients and 
technically difficult for providers17  

• Incomplete evacuation risks: Without ultrasound guidance 
or adequate training, is a high risk of incomplete 
evacuation, which leads to secondary haemorrhage or 
chronic pelvic infections18 

 

Eclampsia 
(hypertensive 
disorders in 
pregnancy, childbirth, 
and the puerperium) 

BEmONC: Parenteral 
administration of 
anticonvulsants 

• Through health 
facilities 

• Fear of administration among non-specialised staff19 
• Human resource shortages across the health system20 
• Unavailability of MgSO4 in many BEmONC facilities21 
• Persistent gaps in training on MgSO₄ protocol among 

frontline health workers in several regions21,22 
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CONCLUSIONS 

Maternal mortality in Nigeria remains extremely high and far above national and global targets, with little 
sustained improvement over the past two decades despite increases in service coverage. The 2024 NVASA 
findings show that most maternal deaths are caused by preventable obstetric complications, particularly 
haemorrhage, hypertensive disorders, pregnancy-related infections, and pregnancy with abortive outcomes. 
These deaths reflect persistent gaps in timely access to quality antenatal, intrapartum, and postnatal care, as 
well as weaknesses in emergency obstetric and newborn care readiness across the health system. 

Marked urban-rural and zonal inequalities continue to shape maternal survival in Nigeria. Maternal 
mortality is substantially higher in rural areas than in urban settings, and the PM varies across geopolitical 
zones, with some zones consistently bearing a higher burden of maternal deaths. This divergence 
highlights uneven access to skilled care, emergency referral services, functional PHCs, and life‑saving 
commodities, as well as differences in health system capacity and service quality across regions. 

Reducing maternal mortality will require an equity-focused, system-strengthening approach that prioritises 
high-burden zones and underserved rural areas while improving service readiness nationwide. Key 
priorities include strengthening PHC functionality; expanding access to quality and complication-oriented 
ANC; ensuring availability of essential medicines such as uterotonics, magnesium sulphate, and 
antibiotics; and improving referral, transport, and emergency obstetric care at BEmONC and CEmONC 
facilities.  

Aligning NVASA evidence with national strategies including the National Maternal and Newborn Health 
Quality of Care Strategy; the National Reproductive, Maternal, Newborn, Child, and Adolescent Health 
and Nutrition (RMNCAH+N) Strategy; the Nigeria Every Newborn Action Plan (NiENAP); and 
emergency obstetric care guidelines provides a coherent pathway for reducing geographic and residential 
inequalities and accelerating progress towards national and global maternal mortality targets. 
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