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Abstract 
 
Little is known about maternal near-miss (MNM) due to unsafe abortion in Nigeria. We used the WHO criteria to identify near-
miss events and the proportion due to unsafe abortion among women of childbearing age in eight large secondary and tertiary 

hospitals across the six geo-political zones. We also explored the characteristics of women with these events, delays in seeking 
care and the short-term socioeconomic and health impacts on women and their families. Between July 2011 and January 2012, 
137 MNM cases were identified of which 13 or 9.5% were due to unsafe abortions.  Severe bleeding, pain and fever were the 
most common immediate abortion complications. On average, treatment of MNM due to abortion costs six times more than 
induced abortion procedures. Unsafe abortion and delays in care seeking are important contributors to MNM. Programs to 
prevent unsafe abortion and delays in seeking postabortion care are urgently needed to reduce abortion related MNM in Nigeria. 
(Afr J Reprod Health 2015; 19[2]: 52-62). 
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Résumé 

 
On est peu renseigné sur la mort manquée  maternel (MMM) en raison de l'avortement à risque au Nigeria. Nous nous sommes 
servis des critères de l'OMS pour identifier les événements de presque manqué maternels et la proportion dus aux avortements 
chez les femmes en âge de procréer dans huit grands hôpitaux secondaires et tertiaires à travers les six zones géopolitiques. Nous 
avons également exploré les caractéristiques des femmes avec ces événements, des retards dans la recherche de soins et les 
impacts socio-économiques et la santé à court terme sur les femmes et leurs familles. Entre juillet 2011 et janvier 2012, 137 cas 
PMM ont été identifiés, dont 13 ou 9,5% étaient dus aux avortements dangereux. L'hémorragie sévère, la douleur et la fièvre 

étaient les complications  d'avortement immédiats les plus communs. En moyenne, le traitement de PMM en raison de  
l'avortement coûte six fois plus que les procédures d'avortement provoqué. L'avortement dangereux et des retards dans la 
recherche de soins sont des contributeurs importants à PMM. Il faut d’urgence des programmes de prévention dangereux et en 
cherchant  des soins après l’avortement pour réduire l'avortement PMM liés à l’avortement au Nigeria. (Afr J Reprod Health 
2015; 19[2]: 52-62). 
 
Mots-clés: avortement à risque,  morbidité maternelle,  mortalité maternelle,  morbidité obstétricale sévère,  retards en 
recherchant 
 

Introduction 
 

Despite abortion being permitted by law only to 
save a woman’s life

1
, many Nigerian women resort 

to induced abortions, of which many are unsafe. 

About 1, 243,660 induced abortions (33 per 1,000 
women aged 15-49) occurred in the country in 

2012
2
. It is estimated that more than 3,000 

Nigerian women die each year because of 

complications of unsafe abortion
3
. Furthermore, 

for every maternal death associated with unsafe 

abortion, there are hundreds of women who 

survive with morbidities associated with unsafe 
abortion procedures. About 40% of the abortion in 
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Nigeria in 2012 resulted in complications serious 
enough to require treatment in health facilities

2
. 

An unknown proportion of these morbidities are 

maternal near-miss events (MNM) in that they are 
severe enough to claim the lives of the women but 

for the intervention of the health system. Several 

studies worldwide have demonstrated that paying 

attention to such cases is as critical to evaluating 
maternal health care as maternal mortality.  

A retrospective study in one tertiary hospital 

in the South West zone of Nigeria reported a total 
of 242 near-miss events over three years with a 

decreasing trend from 2002 to 2004. The vast 

majority of the near-miss cases (61%) were 
associated with hypertensive disorder in pregnancy 

and haemorrhage
4
.
 
Various previous MNM studies 

have also provided useful information on 

contributing factors, other than medical, to severe 
morbidities associated with pregnancy, childbirth 

and puerperium
5-12

.  One study at Mulago hospital 

in Uganda involving 30 women who had severe 
maternal morbidity found that socio-cultural 

factors in addition to quality of care contributed to 

severity of obstetric morbidity
13

. The most striking 

socio-cultural factor highlighted was the extremely 
low social status of women in the society. 

Nonetheless, very little is known about the 

incidence of MNM due to unsafe abortion.  Little 
is also known about the social, economic and 

short-term health consequences of abortion related 

MNM. The present study assesses the incidence of 
MNM in selected Nigerian hospitals and the 

proportion due to unsafe abortion.  This study also 

explores the factors that are associated with 

women’s health seeking behavior after having an 
abortion that may have contributed to the severity 

of morbidity experienced.   
 

Methods 

 

Hospital Setting 
 

This was a hospital-based cross sectional study of 
women who experienced MNM according to the 

WHO organ dysfunction near-miss criteria
14

. All 

cases of MNM were identified through a 

prospective surveillance of all women admitted for 
delivery or pregnancy related complications over a 

period of six months in eight
 
hospitals spread 

across the six geo-political zones (South South, 
South West, South East, North Central, North 

East, and North West zones) in Nigeria. The 

hospitals consist of the largest government 
hospital in each zone and the largest mission 

hospital in two of the zones. The study was 

approved by the Guttmacher Institutional Review 

Board and by the ethics committees of the 
University of Ibadan/University College Hospital 

(UI/UCH) and hospitals that required that the 

study obtain their own ethical approval.  
  

Selection of cases 

 
Since most women requiring obstetric care at 

health facilities would not experience near-miss 

events, it was not necessary to examine all of them 

to assess cases of MNM. Instead, a surveillance 
system was put in place in each hospital to help 

determine which of these women needed further 

monitoring. A project staff member, who was a 
medical professional, made daily visits to 

obstetrical wards, delivery rooms, emergency 

rooms and intensive care units to check whether 

there have been admissions of MNM or cases with 
potentially life-threatening conditions. Cases of 

MNM were also identified through routine 

departmental clinical audit meeting at the various 
hospitals.  

At an appropriate time based on the discretion 

of the care provider, each woman admitted with a 
MNM or with a potential for becoming a near-miss 

patient was first approached by her primary health 

care provider who informed her about the study 

and asked if the project staff could speak to her. 
Women who agreed were then approached by the 

project interviewer who requested her consent to 

participate in the study, including permission to 
interview her health care provider and to review 

her medical records. To identify the MNM cases 

that were due to unsafe abortion we used a variant 
of the WHO probabilistic approach. To do this we 

used the information collected from the patients’ 

primary health care provider about whether 

abortion was diagnosed as a cause of the near-miss 
experience and if yes, to classify the abortion 

according to the four WHO categories: certainly 

induced, probably induced, possibly induced and 
spontaneous. Women who were classified as 
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experiencing MNM due to unsafe abortion were 
interviewed before they were discharged from the 

health facility.    

 

Data collection instruments 

 

Two questionnaires were used: a care provider’s 
questionnaire and woman’s questionnaire. The 

provider’s questionnaire is an adapted version of 

the WHO maternal near-miss tool. It collected 
information on dates and times of admission and 

discharge, place of events, woman’s obstetric 

history, gestational age at the time of abortion 
procedure, nature of the near-miss and woman’s 

conditions upon discharge. The woman’s 

questionnaire collected information on woman’s 

socio-demographic characteristics, their health 
conditions that led them to seek care at a health 

facility, and the issues related to delays in seeking 

and obtaining care. The questionnaire also 
included questions about whether the woman was 

using a contraceptive method at the time of the 

pregnancy, the decision to terminate the 

pregnancy, and all the costs she and her family 
incurred.  
 

Limitations 

 
One of the limitations of the study was the 

inability to carry out a planned follow-up 

interview of women two months after they were 
discharged from the hospital. The reason for this 

was that only two of the women with abortion-

related MNM agreed to be re-contacted after 
leaving the hospital. Therefore our study could not 

obtain information on a broader and longer term 

spectrum of consequences of abortion related near-

miss experience  regarding their marital and sexual 
lives, their fertility and contraceptive behavior and 

other related issues.  

Another potential limitation of our study was 
that it may not have captured all near-miss cases, 

including abortion related ones, for reasons such as 

providers’ omission to report such cases to the 

study or transfer of women to other hospitals. 
Also, induced abortion related MNM may be  

 

 

somewhat under estimated because of the 
difficulty of distinguishing induced abortion from 

spontaneous abortion. Finally, because the study 

was limited to the largest tertiary and mission 
hospital(s) in each zone, the study findings may 

not be representative of all abortion-related near-

miss cases in the country; they are likely to reflect 

the more severe cases.  
 

Results 

 

Between July 2011 and January 2012, a total of 
137 women with MNM were admitted in the eight 

hospitals included in this study, and 71 maternal 

deaths were registered during the same time 

period. Out of the 137 MNM, unsafe abortion was 
responsible for 13 of them, representing 9.5% of 

all MNM cases. Since one of the women refused 

the interview, findings presented in Table 2 are 
based on 13 cases that had provider’s information. 

Findings from Table 3 on are based on 12 cases of 

MNM cases due to unsafe abortion and who gave 
consent to be interviewed.  

 

Underlying causes of life-threatening maternal 

complications 
 

A total of 204 near-miss morbidities were 

identified among the 137 near-miss cases which 
implies an average of 1.5 morbidities per case 

(Table 1). The most common underlying causes of 

near-miss events were hypertensive disorders in 

pregnancy (37%), haemorrhage (33%) and 
anaemia (33%). About seventeen percent of the 

near-miss events were related to infection (17%) 

and 10% were due to unsafe abortion.  
In general, the morbidities that commonly 

result in maternal deaths are similar to those 

associated with MNM. Hypertensive disorders 
(30%) and haemorrhage (25%) were the two most 

common causes of maternal deaths. Anaemia is 

less prevalent for maternal deaths (10%) than for 

MNM (33%), while abortion complications 
constitute similar proportions of the morbidities 

associated with MNM and maternal deaths (10% 

vs. 9%, respectively). 
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Table I: Underlying Causes of Maternal Near-Miss and 

Maternal Death 
 

 

 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 

* N of cases is more than 137 because of a near-miss  
*event may be associated with more than one morbidity 
 

Characteristics of women with maternal near-

miss  
 

Women with abortion-related MNM differed from 

women with MNM due to other causes. Not 
surprisingly, the life threatening episode resulting 

from an induced abortion occurred mainly among 

women who were in the first trimester of gestation 

whereas for the other women the severe 
complication occurred mainly in their third 

trimester of gestation (Table 2).  Furthermore, 

women with MNM due to unsafe abortion have 
had fewer pregnancies and births and were more 

likely to have had repeat abortions (39% vs. 7%) 

than women with MNM due to other causes. 
Women with MNM due to causes other than 

unsafe abortion were older (median age 30 years) 

than women with abortion-related MNM (median 

age 20 years).  
Among women with abortion-related near- 

miss conditions, most were in school, the majority 

were of low socio-economic status and almost all 
were not in union (ten out of 12). In nine cases 

induced abortion was performed in sites other than  

a health facility and in all cases, the life-

threatening complications occurred before women 
were admitted in a health facility.  
 

Timing of abortion complication and measures 

taken to seek care 

 

The time women began to experience 
complications varied: few occurred the same day 

the procedure was performed, the majority (seven 

cases) experienced complications the following 

week, and in one case, complications began three 
weeks after inducing the abortion. Only four 

women went to see a doctor or to a hospital and 

four others went to a pharmacy as soon as health 
problems arose. Although all women told someone 

other than a health care provider they were having 

problems not all of them did so immediately; 
seven waited until the next day, one waited one 

week, while three did it the same day the health 

problems began. 

Friends and mothers/mothers-in-law were the 
persons most commonly mentioned as the people 

respondents talked to about their health problems. 

Those who did not seek care reported not having 
done so because they did not have money, did not 

know where to go, were afraid everybody in the 

family and the community would know or they did 

not think the health problem was serious (data not 
shown).  
 

Causes of delays in seeking care 
 

Using the “three delays model”
15

, a useful tool to 

analyze avoidable factors in acute obstetric 

morbidity, we examined which factors of each of 
the three types of delays contributed more to the 

abortion-related near-miss condition. These three 

types of delays are: (1) delays associated with 

deciding to seek appropriate medical help; (2) 
delays between time decision to seek care was 

reached and when  the woman gets to an 

appropriate  health facility; and (3) delays in 
receiving adequate care after reaching  a facility.  
 

Delay associated with decision to seek care
  

 

Women were asked how much time passed from 
the time they started experiencing health problems 

to the time a decision was taken to seek health 

care. Although in all but one instance the decision 

to seek care was taken by the woman herself, the  
 

 

Delays Number 

In the decision seeking care  
30 minutes 1 
1 – 4 days 5 
1 – 2 weeks 4 
No information 2 

In arriving at a health facility  
1 – 2 hours 3 
3 – 6 hours 2 

1 day 3 
2 – 4 days 2 
No information 2 

In obtaining adequate care   
Less than half hour 6 
1 – 3 hours 4 
3 days 1 
No information 1 
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Table 2: Characteristics of Women with Maternal Near-Miss Experiences, Nigeria, 2011 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
decision was not taken immediately. Only one 

woman did so within 30 minutes while nine others 

waited from one day up to one to two weeks 
(Table 3). Since few women seek a doctor or go to 

a health facility as soon as complications occur,  

while some wait even days before telling someone 

they are experiencing health problems, a delay in 

making the decision to seek medical care  
contributes to the severity of complications at the 

time of treatment.  
 

 

 

 

Characteristics 

Maternal near-miss  due to: 

Total 

 

N (%) 

Obstetric causes 

other than unsafe 

abortion N (%) 

unsafe abortion 

 

N (%) 

Timing of near-miss event    

1rst or 2nd trimester 32 (23.4) 19 (15.3) 13 (100.0) 
3rd trimester 80 (58.4) 80 (64.5) 0 
Postpartum 23 (16.8) 23(18.5) 0 
No information 2  (1.4) 2  (1.6) 0 
Total 137 (100.0) 124 (100.0) 13 (100.0) 

No. of pregnancies    
One-two 65 (47.4) 55 (44.4) 10 (77.0) 
Three-four 30 (21.9) 27 (21.8) 3 (23.0) 
Five + (5 to 14) 42 (30.6) 42 (33.8) 0 
Total 137 (100.0) 124 (100.0) 13 (100.0) 
Mean  3.8 1.9 

No. of live births    
One-two 70 (51.1) 57 (46.0) 13 (100.0) 
Three-four 17 (12.4) 17 (13.7) 0 

Five + (5 to 8) 16 (11.7) 16 (12.9) 0 
No information 34 (24.8) 34 (27.4) 0 
Total 137 (100.0) 124 (100.0) 13 (100.0) 
Mean  2.3 0.5 

No. of living children    
One-two 87 (63.5) 74 (59.6) 13 (100.0) 
Three-four 30 (21.9) 30 (24.2) 0 
Five + (5 to 9) 14 (10.2) 14 (11.3) 0 

No information 6 (4.4) 6  (4.8) 0 
Total 137 (100.0) 124 (100.0) 13 (100.0) 
Mean  2.2 0.5 

No. of induced abortions    
None 84 (61.3) 84 (67.6) 0 
One 23 (16.8) 15 (12.1) 8 (61.5) 
Two + (2 to 6) 13 (9.5) 8 (6.5) 5 (38.5) 
No information 17 (12.4) 17 (13.7) 0  

Total 137 (100.0) 124 (100.0) 13 (100.0) 
Mean  0.4 1.4 

Age     
14-19 10 (7.3) 6 (4.8) 4 (30.8) 
20-29 59 (43.1) 52 (41.9) 7 (53.8) 
30-46 67 (48.9) 65 (52.4) 2 (15.4) 
No information 1 (0.7) 1 (0.8) 0 
Total 137 (100.0) 124 (100.0) 13 (100.0) 

Mean  30 23 
Median  30 20 



Prada et al.                       MNM-Abortion Related in Nigeria 

African Journal of Reproductive Health March 2015; 19 (2): 57 

Table 3: Duration of delays by type of delay, Nigeria 

2011 
 

 

 

 

 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

 

 
 

Box 1 illustrates the decision-making process one 
woman goes through from the time she realizes 

she is pregnant and the time the decision to seek 

health care is taken. 
 

BOX 1 

 

Decision process and first delay 

 

 

Yemi, a 16 year old student, never married and 

resident of a rural area reported she did not want to 
become pregnant, because she would have had to 

drop out of school. At the time she got pregnant 

she was using periodic abstinence. Two weeks 
after missing her period she thought about talking 

to somebody about her decision to interrupt the 

pregnancy but waited one month to do so. She 
talked to a friend and later to a Traditional Birth 

Attendant. She reported she was six weeks 

pregnant when she went to see a 

pharmacist/chemist to have the abortion, meaning 
she was at least eight weeks pregnant then in 

reality (By the time a woman suspects she is 

pregnant, she is already at least 2 weeks pregnant). 

The abortion provider, ─a patent medicine seller─ 
used a solid object to induce the abortion. Two 

days after the procedure, the young woman started 

experiencing severe abdominal pain, severe fever 
and severe abnormal vaginal discharge. She 

reported having done something to treat her health 

problems but what she did was not recorded. This 

respondent reported not seeking medical care 
immediately due to lack of money and waited two 

hours before telling her mother of her condition. 

Three days passed before deciding she needed 
medical care. Nonetheless, one more day passed 

before she got to a private health hospital nearby 

her house. Lack of money was the reason for 
delaying seeking medical treatment and the 

decision was taken by a member of her family. 

Although she received inpatient medical care for 

two days in this facility, she left because she felt 
the treatment was unsatisfactory. 

 

Delay in reaching a health facility after a 

decision to seek care 
 

Not all women sought care immediately after the 

decision to do so was made. Five of the women 

were taken to a health facility in less than six hours 
while the remaining five waited between one to 

four days before reaching the health facility (Table 

3).  The reasons given for the delay in going 
immediately to a facility were lack of money, lack 

of transport, fear of other people discovering the 

abortion, and indecision about which facility to go 

to (data not shown). 
In terms of how they arrived at the hospital 

where they were finally treated, seven out of 

twelve women were referred from other hospitals 
in a critical state for ICU. Women went to other 

facilities first because they were close to the 

woman’s house, they charged low fees, they were 

small/private facilities, or owned by a friend or 
neighbor. Although all women received treatment 

in those facilities, they left because they did not 

get better, the treatment was unsatisfactory, or they 
were referred to either the current facility or to 

another facility most likely because their health 

condition required higher level of specialization at 
an ICU. Of the women who did not come directly 

to the current facility, four stayed between two to 

five days at the previous hospital and one stayed 

Economic impact Number 

Money spent in all attempts to 

induce abortion (in Naira)  

19,000 and less 6 
20,000  + 4 
No information 2 
Mean 12,586 
Median 12,000 

Who paid for all attempts  
Respondent 1 
Other family member/person 3 
Boyfriend 6 
No information 2 

Money spent in treating health 

problems (in Naira)  
Less than 100,000 5 
100,000 + 4 

No information 3 
Mean 74,407 

Who paid for treatment  
Respondent 2 
Other family member/person 5 
Boyfriend 1 
No information 4 
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two weeks before arriving to the current facility. 
The majority of the women were in critical 

condition upon arrival to the hospital, experiencing 

one or more of the following complications: 
shock, severe sepsis, breathing difficulty, required 

pulmonary resuscitation and/or transfusion of > 5 

units of red blood cells, acute cyanosis, gasping, 

unconsciousness for more than 12 hours, or 
paralysis. In seven cases the underlying 

complication was anaemia (data not shown). 
 

Delay in receiving adequate care once a facility is 

reached 
 

Not all women received immediate treatment upon 

getting to the current hospital, despite the life 

threatening condition in which they arrived. From 
the time respondents arrived at the current facility 

to the time when they were seen by a medical 

doctor (including the time spent during check 

up/interview for admission), only six women 
received treatment in less than half hour. Four 

other women had to wait between one to three 

hours before being attended by a medical doctor 
and one woman reported that she waited three days 

before a medical doctor came to see her (Table 2). 

The three-day waiting time for this one patient 
seems unrealistic given the nature of her 

complication and the size of the level of the health 

facility. However, it may not be inaccurate and 

there may be reasons, justifiable or not, for such a 
long delay. 

 

Box 2 illustrates the case of a young woman who 
received prompt attention and the delays she had 

in deciding to seek care and actually going to a 

health facility. 

 

BOX 2 
 

Delays 
 

Kudi is a 24 year old single woman, residing in a 
rural area. She reported waiting one month before 

telling her mother she was pregnant. Another three 

weeks passed before she attempted the abortion. 

Although she reported being six weeks pregnant 
when she had the procedure, her pregnancy was at 

least eight weeks. According to her, a doctor at a 

private facility performed the abortion using D&C. 

Two hours after the procedure, the woman began 
experiencing severe vaginal bleeding and 

abdominal pain. Another three hours passed before 

telling her mother she was having health problems. 
Despite feeling sick for five hours, she waited two 

more days before seeking care. Once she realized 

needing medical care, it took her an additional 

hour before she visited a health facility because 
she was afraid other people, including her family, 

would discover the abortion. 
 

Finally, respondents were asked their opinion 

about the time they had to wait between the 
process of admission and the provision of care by 

a medical doctor. Only one expressed that it was 

reasonably long because there were many patients 

in line before her. For all others, waiting time was 
perceived as very short. 
 

Women’s health conditions at the time of 

discharge from hospital 
 

All women with a near-miss event due to unsafe 

abortion were followed up during their hospital 
stay until their discharge. At the time of discharge 

from hospitals eight women had completely 

recovered.  Six of them were hospitalized from 
three to eight days while the other two stayed 

longer: 19 days and 64 days respectively.  
 

Short term consequences of abortion related 

near-miss experience 
 

Health and social consequences: The most 

common health problems women with abortion-

related near-miss experience after the abortion 
procedure were severe abdominal pain (six out of 

11) and severe vaginal bleeding (nine out of 11).  

Others suffered mild to moderate fever and 
moderate abnormal vaginal discharge. Only one 

woman reported having experienced severe 

injuries (Table 4). The majority of the women 

experienced these health complications the week 
after the abortion procedure was performed but 

some experienced complications the day of the 

procedure and in one case complications started 
more than a week later.  

Despite the severity of the abdominal pain, 

vaginal bleeding and other health problems women 
were experiencing, they were able to perform 
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household chores such as cooking but reported that 
these tasks were performed with difficulty.  

The narrative in Box 3 provides an example of 

severe health problems a woman may suffer when 
she seeks an abortion from an untrained provider. 
 

Table 4: Immediate Health Problems among Women 

with Abortion-Related Near-Miss event, Nigeria, 2011 
 
 

 
 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 
 

 

BOX 3 
 

Health Problems  
 

 Onome, a 20 years old student living in an urban 
area became pregnant despite using a male 

condom, though inconsistently. One month passed 

between the time she realized she was pregnant 

and the time she decided to talk to a friend. Three 
days after talking to her friend, she went to a 

patent medicine seller who performed the abortion 

using dilation and curettage (D&C). 
Complications began two hours after the abortion 

procedure.  According to the woman’s report, she 

had severe vaginal bleeding and abdominal pain, 
high fever, abnormal vaginal discharge and 

moderate injuries. Despite the immediate severe 

health problems, ten days had passed before the 

woman arrived at the first facility.  She was 
referred to the study site two days after when she 

was not getting well with treatment provided. The 
woman was in shock and was hospitalized for 

eight days. 
 

Economic Impact: The cost of treating life-

threatening complications due to unsafe abortion 

was six times higher than the cost of all attempts 
to end the pregnancy. Women spent on average 

12,586 Naira (US$83
16

) in all attempts to end the 

pregnancy while the average cost of treating the 
severe unsafe abortion complications was 74,407 

Naira (US$488). Boyfriends (six out of 11), and to 

a lesser extent family members, were most 
commonly responsible for paying the cost of the 

abortion procedure. About half of the women did 

not know who bore the cost of treatment (Table 5).  

Women were also asked whether they or 
anyone in their household lost any income during 

the time they were hospitalized. Four women 

responded that they lost between 4,000 and 65,000 
Naira (US$26-$426), whereas nine reported that 

someone else from their household had lost 

between 6,000 and 100,000 Naira (US$39-$656).  
Since the minimum monthly salary in Nigeria was 

18,000 Naira at the time the study was conducted 

(US$118)
17

, these costs represent a huge amount 

of money for these women and their households. 
 

Discussion and Conclusions 
 

This study documents the extent to which induced 
abortion is a cause of MNM and the immediate 

health and economic consequences on women and 

families in Nigeria. A total of 137 obstetric near-
miss cases were identified over a period of six 

months in the study hospitals and one-tenth of 

these were due to unsafe abortion. Hypertensive 

disorders in pregnancy and haemorrhage were 
responsible for the majority of all near-miss events 

treated in the eight hospitals of the study, similar 

to findings from other studies carried out in 
developing countries

9-13
. Hypertensive disorders 

and haemorrhage are the two most common 

morbidities in MNM and in maternal deaths. 

Whereas anaemia is more prevalent among MNM 
cases than in maternal deaths abortion 

complications are similarly associated with the two 

maternal events. Women experiencing abortion-
related near-miss events differ from women with 

obstetric near-miss experience due to other causes. 

Immediate health problems Number 

Bleeding  

Severe 6 
Mild - Moderate 2 
Did not experienced 3 
No information 1 

Pain  
Severe 9 
Mild  1 

Did not experienced 1 
No information 1 

Fever  
Severe 2 
Mild-Moderate 6 
Did not experienced 2 
No information 2 

Vaginal discharge  

Severe 2 
Mild-Moderate 5 
Did not experienced 4 
No information 1 

Injuries  
Severe 1 
Mild-Moderate 5 
Did not experienced 5 
No information 1 



Prada et al.                       MNM-Abortion Related in Nigeria 

African Journal of Reproductive Health March 2015; 19 (2): 60 

Table 5: Immediate Economic Impact to Women 
and Families due to Abortion-Related Near-Miss 

Event, Nigeria, 2011 
 

 
 
 
 
 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
Women with abortion-related MNM were younger 
and had on average lower numbers of pregnancies 

and live births than women with MNM associated 

with other causes. This finding tends to confirm 

the typical finding that while women of all ages 
and parity have unsafe abortions in developing 

regions, the experience tends to be 

disproportionately higher among younger women 
in Sub-Saharan Africa

18,19
. Studies on induced 

abortion in Nigeria found that abortions tend to be 

more common among younger, unmarried and 

childless women
3,20-22.

 

The lower status associated with these 

women’s characteristics along with the fear that 

family and community members would find out 
about the abortion, the lack of knowledge of the 

serious warning signs of abortion-related 

complications, and the delays in talking to 
somebody and taking the decision to seek care 

predispose women to acute
 
morbidity. 

Apart from the health consequences, the 

short-term economic impact of MNM due to 
unsafe abortion can be very high for women and 

their families. In a study conducted in 2002-03 in 

Nigeria, the average cost to women treated for 
abortion-related complications in hospitals of 

secondary level was at that time 10,933 Naira
23

. 

Since treatment of a near-miss case requires 
expensive medical interventions such as the use of 

blood products and use of special and costly 

equipment, the cost to patient of the abortion-

related near-miss treatment is higher than the cost 
of treating less severe abortion complications. It is 

therefore the case that the average cost of treating 

MNM would have been higher than this in 2002-
03. According to another study

24
, women and their 

households bear about three-quarters of the total 

cost of treating abortion-related complications in 
Nigeria. Such an economic burden is capable of 

shifting the tide and can plunge a household into 

debt and worsen its poverty status. 

The health conditions of women with acute 
severe morbidity require that appropriate medical 

intervention be immediate if they are to survive. 

This implies that policy makers and health care 
program managers must ensure that hospitals have 

adequate and up-to-date medical equipments and 

supplies as well as trained personnel to deal with 

MNM cases. It is also crucial that MNM patients 
should not have to wait for unreasonable length of 

time to be attended by a doctor as observed for 

some of the women in this study. It is not 
surprising that none of the respondents reported 

their waiting time to receive treatment as very 

long.  It is likely that many Nigerian women have 
become used to bad quality of care that they 

perceive it as normal. This may be the case in 

developing countries where patients tend to be less 

educated and economically dependable and where 
patients’ rights are not entrenched or enforced in 

the health care system. Nonetheless, several 

studies have pointed to the poor and judgmental 
attitudes of health providers as a barrier to 

obtaining health care, especially for complications 

resulting from stigmatized behaviors such as 
induced abortion. More research is needed to 

assess the quality of the care given to this special 

group of women with abortion-related MNM. 
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