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Abstract

Background

Pre-eclampsia, is among the major causes of maternal and neonatal mortality worldwide,
especially in developing countries. The World Health Organization recommends identifying
and preventing pre-eclampsia as cost-saving measures essential to controlling the
disease. Being the front-line managers of maternal care, the midwives' understanding and
preparedness for pre-eclampsia prevention is absolutely necessary.

Objectives

This study examined midwives’ understanding and preparedness for risk identification and
prevention of pre-eclampsia among pregnant women.

Methods

A descriptive qualitative study that used an in-depth interview guide to collect data from
18 midwives who were purposively selected in south-western Nigeria. Data were collected
between June and August, 2023, and analysed using content and thematic analysis.
Results

Four major themes emerged: (1) midwives’understanding of pre-eclampsia risk identification
and prevention (2) midwives’ preparedness for pre-eclampsia prevention (3) midwives’
responsibilities towards pre-eclampsia prevention and (4) challenges faced in pre-eclampsia
prevention. The midwives demonstrated poor understanding and preparedness for pre-
eclampsia prevention.

Conclusion

Poor understanding, inadequate preparedness, and challenges of heavy workload, lack of
approved guidelines and equipment for pre-eclampsia risk identification and prevention
were observed among the midwives. Hence, the need for training and adequate provision of
equipment to enhance pre-eclampsia prevention.
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Introduction

Pre-eclampsia is the most common
hypertensive  disorder of pregnancy,
significantly increasing the incidence of
severe maternal and neonatal morbidity
and mortality.[1-3] It complicates 2 to
8% of pregnancies and responsible for
approximately 70,000 maternal and
500,000 neonatal deaths on yearly basis
across the globe, accounting for up to 26%
of maternal deaths in low-income countries.
[4] A nationwide survey of Nigerian tertiary
hospitals indicates that pre-eclampsia
and eclampsia are major contributors to
direct maternal mortality, claiming lives of
hundreds of Nigerian mothers daily.[5,6]

Traditionally, pre-eclampsia was defined as
hypertension accompanied by proteinuria
in the second half of pregnancy.[7] However,
it is now recognized that some women
exhibit multi-systemic complications before
proteinuria is detected.[7,8] Consequently,
pre-eclampsia is defined as the presence of
hypertension in the latter half of pregnancy,
occurring with any significant signs of
end-organ dysfunction, with or without
proteinuria.[9,10] The pathophysiology
of pre-eclampsia is largely attributed to
hormonal imbalances during pregnancy,
leading to increased vascular resistance and
blood pressure.[11] This results in multi-
systemic failure of vital organs such as the
liver, kidneys, and blood clotting functions,
as maternal organs experience poor blood
perfusion and the foetus suffers from
placental insufficiency, oligohydramnios,
and intrauterine growthissues.[11,12] These
complications can lead to poor pregnancy
outcomes, including foetal distress, preterm
births, stillbirths, and an increased need for
operative procedures [7,13] Furthermore,
the affected women and their infants face
elevated risks of developing cardiovascular,
renal, and chronic hypertensive diseases
later in life.[7,13,14]

Effective identification and prevention of
pre-eclampsia are essential and cost-saving
measures.[15] Organizations such as the
World Health Organization,[16]

the American College of Obstetrics and
Gynaecology,[17] the Society for the Study
of Hypertension in Pregnancy (ISSH),[18]
and the National Institute for Health and
Care Excellence (NICE)[19] recommend
these practices be integrated into routine
antenatal screening services.[20] As frontline
providers of maternity care, midwives
have been identified by the International
Confederation of Midwives (ICM) as
essential professionals in delivering skilled
maternity care to reduce maternal mortality.
[21] They bear the responsibilities of pre-
eclampsia prevention, risk assessment, and
the initiation of appropriate prophylactic
treatments or referrals for specialized care.
[22] However, many developing countries
lack the necessary skilled professionals
and resources to effectively prevent pre-
eclampsia. Consequently, some midwives
may delay diagnosis until proteinuria and
hypertension are present, despite significant
signs of end-organ dysfunction in clients.
[23,24]

A lack of competence in recognizing patients
at risk for pre-eclampsia has significantly
contributed to delayed diagnoses and
treatment in developing countries, where
over 90% of preventable cases of severe
maternal mortality occur annually.[25,26]
In contrast, developed countries like the
United Kingdom report fewer than one
maternal death per million pregnancies
due to pre-eclampsia, largely because
midwives are well-equipped to provide
antenatal surveillance, risk identification,
early diagnosis, and timely intervention.[27]
Nigeria ranks among the countries most
affected by pre-eclampsia, necessitating
targeted efforts for its prevention due to
the high prevalence of the condition.[10]
However, literature regarding the roles of
midwives in pre-eclampsia prevention in
Nigeria remains scarce.[28,29] Thus, this
study aims to explore the understanding,
training, and skills possessed to provide pre-
eclampsia risk identification and prevention
to the maternity clients.
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The research seeks to address the following
questions: 1 What is the midwives’
understanding of pre-eclampsia and its
prevention? 2. How do midwives describe
theirpreparedness (trainingand competency)
for risk and prevention of pre-eclampsia? 3.
What do midwives perceive as their roles in
the risk identification and prevention of pre-
eclampsia? 4. What challenges do midwives
encounter in pre-eclampsia prevention?

Methods

Study Design

This study utilized a descriptive qualitative
approachtoexploremidwives'understanding
and preparedness for risk identification and
prevention of pre-eclampsia.

Study Setting

The study was conducted in facilities
providing maternity care across Lagos,
Ondo, and Osun States in Southwestern
Nigeria. Lagos State, known for its high
population and the largest number of
midwives, was selected alongside Ondo
State, which pioneered the Abiye program—a
comprehensive health initiative to combat
maternal morbidity and mortality.[30] Osun
State was included as it was among the first
beneficiaries of the Saving One Million Lives
initiative, aimed at enhancing maternal and
infant health through essential healthcare
interventions.[31]

Study population and eligibility criteria
Three secondary healthcare facility with the
highest patronage of maternity clients were
purposively chosen from Lagos and Osun
States but due to availability, only two were
chosen at Ondo State. The selected facilities
in Lagos were Ifako-ljaiye General Hospital,
Ikeja; Gbaja General Hospital, Surulere and
Ikorodu General Hospital. In Osun State,
the selected hospitals were State Specialist
Hospital, Asubiaro; State Hospital, Ilesa
and State Hospital, Ede. In Ondo State, the
Mother and Child Hospital, Oke-Aro, Akure,
and General Hospital, Idanre were selected.
Six midwives were selected from each of the
three states.
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Eligibility criteria include having at least six
months of work experience in the maternity
unit and being a head of the maternity unit
or a first-line midwife attending to maternity
clients.

Sample size and sampling procedures
The secondary facilities were purposively
chosen for the study so as to get enough
population because the number of midwives
working in the primary healthcare facilities
in this region is small. Twelve to fifteen key
informants were recommended in literature
to ensure maximum saturation of data.
[32] To ensure uniformity, three heads of
maternity units and three first-line midwives
were selected from each of the three states
making a total of 18 informants.

Instrument for data collection

Data were collected using a Key Informant
Interview (KII) Guide for Midwives on the
Prevention of Pre-eclampsia. This guide
was developed based on existing literature
and World Health Organization (WHO)
guidelines for pre-eclampsia prevention.
[16] The instrument has two Sections A
and B. Section A contains questions that
elicited information on the informants’
socio-demographic and professional
characteristics while Section B aimed to
gatherinsightsintomidwives’understanding
of pre-eclampsia and its prevention, their
perceived roles, and the challenges they face
in delivering pre-eclampsia prevention care.

Data Collection

Interviews were conducted in English in a
private, noise-free setting that was chosen
by each of the informants. Voice recording
was done with a portable voice recorder
after obtaining the informants’ written
informed consent. They were all provided
with detailed information about the study
before data collection. Each interview lasted
approximately 25 minutes. Participation
was voluntary, with no coercion or incentives
offered, and the informants were informed
that they could withdraw from the study
at any time if they so wished. The ethical
clearance was obtained from the Ministries
of health in each state.
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Data collection lasted about three months,
from June to August 2023.

Data Analysis

The data collected from the key informant
interviews were transcribed and analysed
using ATLAS.ti version 23 software. The
analysis employed a thematic approach,
consisting of several systematic steps:
familiarization with the data, coding,
generating and reviewing themes, defining
and naming themes, and writing up the
results.[33] Initially, the transcribed
interviews were read multiple times to
develop a comprehensive understanding of
their content and context. Key concepts and
ideas pertinent to the research questions
were identified, and codes were generated
by sorting them based on similarities and
interconnections. After generating initial
themes, a thorough review was conducted to
ensure that they accurately represented the
data content. This iterative process allowed
for refinement and alignment of themes
before drafting the results section. To
ensure the trustworthiness of the findings,
criteria of credibility (accurate presentation
of informants’view), dependability (ensuring
transparency and consistency in data
processing), transferability (giving enough
details for others to evaluate the relevance
of information), and confirmability (not
allowing personal views or biases to affect
the data findings) were meticulously applied
throughout the analysis process.

Ethical consideration

Ethical approvals were obtained from
the Health Research Ethics Committee
at the Institute of Public Health, Obafemi
Awolowo  University, Ile-Ife, Nigeria
(HREC No: IPHOAU/12/2342), and the
Ministry of Health, Ondo State (OSHREC
1701/23/502). Official permission letters
were secured from the Lagos State Service
Commission and the Osun State Health
Research Ethics Committee, as well as from
the chief medical directors of the selected
healthcare facilities and the heads of their
maternity units. All the recommended
research ethics were followed throughout
the study.

Results

Characteristics of the Informants

A total of eighteen key informants
participated in the interviews, all of whom
were female midwives aged between 36
and 62 years, with a mean age of 48 years.
Each informant was a Registered Nurse and
Midwife, and a significant majority (16 out
of 18; 83.2%) held a first academic degree
in Nursing. The average years of experience
was 18.2 years, with most having dedicated
up to three years of consistent service in
both antenatal clinics and labour wards

(Table 1).
Table 1. Socio-demographic

characteristics of the Key informants

Characteristics Frequency percentage
(%)
Age 30-40 3 16.7
41-50 8 44 .4
51-60 6 33.3
61 and above 1 5.6
Academic / RN, RM 2 11.1
Professional
Qualification
RN., RM, BSc./ 15 83.3
BNSc.
RN., RM, BNSc, 1 5.6
MSc.
Designation Senior Nursing 3 16.7
Officer
Principal 3 16.7
Nursing Officer
Chief Nursing 9 50.0
Officer
Director of 3 16.7
Nursing
Years of 1-10 1 5.6
experience as
midwives
11-20 10 55.5
21-30 7 38.9
Unit/ Antenatal 14 77.8
department clinic/ ward
Antenatal 3 16.7
clinic/ Labour
ward
Antenatal 1 5.5
clinic/ Family
Planning clinic
Years spent 1-2 7 38.9
in the present
unit
3-4 7 38.9
5-6 3 16.7
7 and above 1 5.5

Registered Nurse (RN); Registered Midwife (RM); Bachelor of Nursing

Science (BNSc.); Bachelor of Nursing Science (BNSc.); Master of
Science (MSc.) (Source: Primary data, 2023)
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Four major themes emanated from the prevention (3) midwives’ responsibilities
data: (1) midwives’ understanding of towards pre-eclampsia prevention and
pre-eclampsia, risk identification and (4) challenges faced by midwives on pre-
prevention (2) midwives’ preparedness for eclampsia prevention (Table 2).
pre-eclampsia

Table 2. Themes and codes generated from the key informant interviews

Themes Sub-themes

Midwives’ understanding Definition and identification of signs of pre-eclampsia
of pre-eclampsia risk Definition: Risk identification of pre-eclampsia
identification and

i Prevention of pre-eclampsia
prevention

Midwives’ preparedness

. Training on prevention and risk identification
for pre-eclampsia

prevention Competency in pre-eclampsia prevention and risk
identification

Who should provide prevention care
Midwives’ responsibilities Midwives’ statutory roles in prevention care

S : :
towards pre-eclampsia Midwives’ alertness and readiness for prevention

prevention Perception towards risks and emergency
Specific activities performed for prevention

Challenges faced by High workload

midwives on pre- Lack of periodic training

eclampsia prevention Inadequate provision of guidelines, equipment and drugs
Patient factors: ignorance, uncooperative attitude, financial
demands

Midwives’ understanding of pre-eclampsia risk identification and prevention
The midwives defined pre-eclampsia as a disease of pregnancy which is characterised by
hypertension in pregnancy, proteinuria and edema (Figure 1).
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Figure 1. Showing midwives’ description of pre-eclampsia
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The following definitions of pre-eclampsia

were given by the key informants:
“Pre-eclampsia has three cardinal signs.
Pregnancy induced hypertension is what
eventually leads to it. When the blood
pressure is constantly high without being
treated. When there is protein in the urine,
swollen limbs, that is edema, then high
blood pressure” (KII One, Gbaja,).
“Pre-eclampsia is a form of pregnancy
induced  hypertension...yes, that is
characterised by headache, swollen limbs,
raised blood pressure and proteinuria” (KII
One, Asubiaro).

“Pre-eclampsia is diagnosed when the
woman is assessed and her blood pressure
is between 140/90 to 170/ 100. Then she
has proteinuria...edema, pedal oedema”
(KII One, Ifako-ljaiye).

When asked to describe pre-eclampsia
risk factors, some identified previous
hypertension in  pregnancy, chronic
hypertension, proteinuria, obesity, diabetes,
while some mentioned eating of junk foods,
not performing exercises and not taking
potassium. Their responses were:

“The only thing I know that can contribute
to the development of pre-eclampsia is
that the person is prone to hypertension in
pregnancy and if she doesn’t take enough
exercise, then, take enough potassium”
(KII One, Asubiaro)

“l can say a woman is at risk of pre-
eclampsia if her BP is high, when there is
protein in her urine, or when her legs and
extremities are being swollen. As a nurse
when you touch and there is pitting in her
leg...” (KII Two, Ifako-Ijaiye)

“Yes, risk factor...like people that are
obese before getting pregnant, sedentary
lifestyle, previously hypertensive patient,
pregnant women with diabetes, that is
diabetic women, life style, the nature of
their work, economic factor.” (KII One,
llesa)

When asked to describe means of prevention,
one informant mentioned reducing salt
intake and spices like “maggi (monosodium
glutamate)”

“It can be prevented by reducing salt
intake...not putting salt inside the food,
reducing maggi intake, then any sodium
diet. Then, it can also be prevented by
history taking. When you are taking the
history and the patient is saying, I used to
have increased blood pressure in the past.
Then, if the patient suspects headaches
during pregnancy, she should be advised
to report any of these signs (KII Two,
Asubiaro).

Midwives’ preparedness for pre-eclampsia
prevention

The subthemes emerging from midwives’
preparedness for pre-eclampsia prevention
include training received and their
competencies in providing pre-eclampsia
prevention care.

Training received by midwives on pre-
eclampsia prevention

Many of the midwives said they have
been trained on pre-eclampsia prevention
during the pre-service years but have not
received any training in the hospital they
were working with. Here are some of their
responses

“Personally, I have not gone on any
training. If they can allow more nurses to go
on training on pre-eclampsia management
and how to detect it, it would be good...it's
going to add more to our knowledge.” (KII
One, Ifako-ljaiye)

“...our people have not attended training
for prevention of pre-eclampsia” (KII, Two
Ilesa)

“...no training for midwives here
specifically on prevention of pre-eclampsia”
(KII One, Idanre)

“We need to be trained and we should have
all these guidelines. I feel the midwives
are neglected, now if you ask the doctors,
“have you gone for this training”,
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most of them will say yes, they have gone,
so the midwives should not be pushed
aside, if you want a good result, everybody
should be effective and it will give us better
results and we will render quality services
to patients.” (KII One, Ifako-Ijaiye )

Competencies of midwives
eclampsia prevention

The midwives claimed they were competent
in providing pre-eclampsia prevention
in their facility by virtue of the previous
training and the experience they have had
in caring for pre-eclamptic patients. Here
are some responses...

on pre-

“Twillrate myselfas having high experience.
When you see them (the patients with pre-
eclampsia), some of them have swollen
leg, some of them they are anaemic, when
you notice that, you check their vital signs,
when you check it, the blood pressure is
very high, check their urine, proteinuria is
very high, without even fitting, we have
already known such patient” (KII One,
Ikorodu)

“I believe eclampsia or pre-eclampsia is
an obstetric emergency, and any trained
midwife that is ready to work and knows
what she is doing will not see it as an
additional thing...’ (KII One, Akure).

Midwives’ responsibilities towards pre-
eclampsia prevention

Regarding what midwives perceived as
their responsibilities towards pre-eclampsia
prevention care, the following themes
emerged: who should provide pre-eclampsia
prevention, the approach to prevention care
(multidisciplinary or wunitary approach),
professional alertness and readiness for

prevention and risk identification and
prevention.
Who should provide pre-eclampsia

prevention

The midwives identified themselves as the
professionals most responsible for pre-
eclampsia prevention. They believed they
are to provide prevention care,
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conduct risk identification and
detection of pre-eclampsia. This
expressed in their words as follows:

early
was

“By my own assessment, it is still the
midwives...a patient that is coming in will
first of all ask where she can access a
nurse to attend to her, it is the nurse that
will now say that go to this place” (KII Two,
Akure)

“We (midwives) see it as our responsibility,
I told you before, a midwife is like a
foundation, it is what the midwife gives
to the doctor that the doctor works on, the
doctor doesn't do any investigation, it's the
midwife that does the investigation and
documents. So, I see myself as a midwife,
as a vital tool to prevent pre-eclampsia”
(KII One, Ifako-Iljaiye).

Midwives’ statutoryrolesin pre-eclampsia
prevention

The informants also believed that the
approach to pre-eclampsia prevention
care can be multidisciplinary or unitary
in approach. However, they identified that
midwives have statutory and specific duties
they should perform for pre-eclampsia
prevention. These include history taking,
screening for medical conditions, and
referral for further management. Here are
some responses to the activities performed.

“The prevention starts from us, the
midwives because actually we give them
health talks on diet, we teach them to
take water, and we take history. From
their history, it always gives us insights.
For the people that have the history, we
encourage them so that they will not fall
victim again....” (KII One, Ede).

“Our profession 1is inter-collaborative
in nature, so we start from laboratory
investigations, coming down to the
midwives, then to the doctors. Those are
the three main areas that are involved in
prevention” (KII Two, Asubiaro).
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Midwives’ professional alertness in
risk identification, screening and early
detection

The informants believed that by virtue of
their training while in school, midwives
are well prepared and should be ready to
take up the responsibility for pre-eclampsia
prevention. They believed they are alert and
quick to identify any clients with risks of
pre-eclampsia. Some of them described how
prompt they were by the following statement:

“For me, I will say we are at alert and we
detect pr-eclampsia very well because
there are some women that come to the
hospital, they may not have hypertension
but you see that the woman is depressed,
has problem with her marriage, she is
unhappy and all that, even the socio-
economic factors also, they contribute to
things that make their BP to go up...”(KII
One, Ikorodu)

“Pre-eclampsia is a very crucial issue...
if we see any physical signs that can
predispose a patient to pre-eclampsia, we
take it up, we don't play with the issue of
pre-eclampsia.” (KII Two, Asubiaro).

Specific pre-eclampsia prevention care
provided for clients

The informants claimed they routinely give
health education and counseling on pre-
eclampsia prevention and they encouraged
the clients to attend screening services.
They did not organize community awareness
programme on pre-eclampsia prevention
neither did they give nor advise the use of
Aspirin as prophylaxis and mostly did not
have opportunities for following up the
affected clients in the community.

“Prophylaxis for pre-eclampsia.... there is
nothing like that here. The prophylactic
drug they take is only for malaria” (KII
One, Ede).

“No drug is given to them as prophylaxis
for pre-eclampsia” (KII Two, Ilesa)

“We don’t organize community outreach to
tell people specifically about pre-eclampsia,
we only tell them during the antenatal
clinic” (KII Two, Idanre)

Challenges encountered in the prevention
of pre-eclampsia from the key informants
The informants narrated the challenges
they face in pre-eclampsia prevention care
in their facilities. The themes included
increased professionals’ workload, poor
staff strength, inadequate equipment and
drugs and clients’ poor knowledge and lack
of compliance

High workload/ poor staff strength

It was gathered from the informants that
the workload of midwives was heavy in
relation to the number of clients they had to
care for. Likewise, the shortage of staff has
aggravated this challenge.

“The only challenge is manpower, because
in our clinic, we have about 150 to 200
clients with just 3 nurses working, so by
the time we use all our energy to work,
from 8 am to 12 noon, we become tired....”
(KII Two, Ifako-Ijaiye).

“...like this morning, they (clients) are up to

fifty if we are to count them and at times,
we do have eighty clients and I am the only
midwife...” (KII One, Ede).

“In the prevention of pre-eclampsia, I said
that we need personnel, you know when
we have patients like that, she needs to be
coming to clinic every two or three weeks,
but because we are short staffed, we may
extend the next visit...” (KII Two, Ede).

Lack of training on pre-eclampsia prevention
Almost all of the informants reported lack
of training on pre-eclampsia prevention and
expressed their desire for the training to
enhance their performance.

“We need to be trained on all these
guidelines...” (KII One, Ikorodu)

“Secondly, I think they should train and
re-train staffs concerning this, in fact,
concerning every other medical conditions
especially for pregnant women.” (KII One,
Ilesa).

“There is lack of training, shortage of staff,
we lack everything we need” (KII Two,
Gbaja).
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Role definition challenge

Some of the midwives cited role definition
challenge as a factor. When the roles and
responsibilities of midwives towards pre-
eclampsia are not specifically defined, it may
affect their performance of pre-eclampsia
prevention care.

“IFL 1: We are talking about pregnant
woman, as I said before, the midwife is
the first contact, and that's why it is very
important, the role of the midwife must
then be clearly identified because if she
does not do it or she omits it, the doctor
may not be informed, so the midwife is
very important to detect early detection of
pre-eclampsia” (KII Two, Ikorodu)

We have a lot of -challenges...poor
identification of the role of midwives. If
the midwives’ roles are identified then
prevention of pre-eclampsia would have
been resolved majorly at antenatal because
they will be detected early and promptly
(KII Two, Akure)

Inadequate or non-availability of

equipment and drugs

Lack of adequate drug supply was also

identified by some of the informants as...
“There is a lot of challenges... lack of
equipment, imagine as big as this clinic is,
we don't have enough sphygmomanometer
to check...that is the first thing, then, the
shortage of staff” (KII One, Ikorodu)
“Well, in this unit, if you refer the patient
to the doctor, they may also refer her to a
higher facility because they have some of
those things that we don't have here.” (KII
One, Asubiaro)

“I think the availability of equipment is
very low as compared to number of clients.
We only have four sphygmomanometers,
one of them malfunctioned this morning,
so we had to manage with the remaining
three and the same thing operates on the
labour ward and postnatal ward, there are
deficiency of facilities.” (KII Two, Asubiaro)
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Clients’ poor knowledge and lack of
compliance

Clients’ lack of knowledge, poor compliance
and inadequate support were identified
as part of the challenges report. This was
narrated by the midwives as follows:

“What I see is that most times patients don't
come on time, they come so late that when
you want to even treat them, it is late, for
example, somebody who has been having
blurred vision. Those are the challenges
we face, some of them feel they know
more than us (midwives) and already have
questions to whatever information you
want to give them, they tell you they can
Google it.” (KII One, Ikorodu)

“When the patients come to the hospital,
and you counsel them, some may not like
the instructions given to them, some may
not take their drugs. Even when you give
them advice, they will tell you their mother
or mother-in-law said it is not true.” (KII
One, Akure).

Discussions

This descriptive study has investigated
the understanding and preparedness of
midwives regarding pre-eclampsia, including
risk identification, prevention strategies,
and the challenges faced in delivering pre-
eclampsia prevention care to antenatal
clients in Southwestern Nigeria. Data were
collected through interviews, fostering a
conversational atmosphere that enabled
an in-depth exploration of the informants’
knowledge, perspectives, and experiences
related to the topic, as well as identifying
areas for improvement and support.

Midwives, astrained healthcare professionals
and frontline managers of maternal health,
are seen as the most suitable and capable
providers of holistic maternity care for
women and their families.[34,35] Therefore,
their preparedness for pre-eclampsia
prevention is essential. The information
gathered revealed their understanding of
pre-eclampsia prevention, their roles
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in preventive care, and their needs for
enhanced knowledge, training, and support.

Midwives’ understanding of pre-eclampsia
and its prevention

Almost all the informants defined pre-
eclampsia as the presence of hypertension,
proteinuria, and edema in a pregnant
woman. This indicates that they relied on
the traditional definition, which requires
the presence of these three cardinal signs
before pre-eclampsia could be diagnosed.
However, research shows that pre-eclampsia
can occur without proteinuria, as some
pre-eclamptic patients may experience
multi-system organ failure before protein is
detected in their urine.[4,17] This highlights
the need for the updated definition of pre-
eclampsia according to the International
Society for the Study of Hypertension in
Pregnancy (ISSHP).[18]

Furthermore, the midwives exhibited
inadequate understanding of pre-eclampsia
risk identification, citing diagnostic signs
as risk factors for its development. Some
mentioned the consumption of junk food
and inadequate potassium intake as risks.
Similar studies have reported a lack of
knowledge regarding the causes, diagnosis,
and treatment of pre-eclampsia among
healthcare providers in Southwestern
Nigeria, attributing this deficiency to alack of
refresher training and the absence of practice
guidelines for pre-eclampsia prevention and
management.[24, 36] Comparable gaps in
knowledge about pre-eclampsia have also
been reported among midwives in studies
conducted in Bangladesh,[37] the Republic
of Congo[38] and Eastern Cape, South
Africa.[39] Similarly, a scoping review found
that globally, midwives lacked knowledge
on many aspect of pre-eclampsia diagnosis.
[40]

However, a systematic review reported that
midwives had good knowledge and skills of
pre-eclampsia detection and management,
however, with limited resources and
infrastructure = which  deter  optimal
performance.[41]

A Ugandan study also reported that more
than half of midwives were aware of prompt
identification of pre-eclampsia which was
attributed to the training attended by the
majority (63.2%), but they demonstrated
poor practice due to inadequate diagnostic
materials.[42] This further reiterates
that professional knowledge must be
complemented with adequate provision of
resources to improve skill and practice.
Also, studies are still scare on midwives’
performance on risk identification and
prevention of pre-eclampsia.

Regarding routine prevention protocols, one
informant in the present study suggested
reducing or completely avoiding saltintake, a
recommendation that lacks robust evidence
according to the WHO guidelines. Only one
informant correctly identified the use of
aspirin as prophylaxis. This finding aligns
with the reports from the ‘Ending Eclampsia’
project, conducted among healthcare
providers in Nigeria and Bangladesh,[43]
which revealed that very few providers
mentioned aspirin and supplemental
calcium as prophylactic treatments for pre-
eclampsia. Within the last decade, many
healthcare providers in Nigeria were trained
on diagnosis and drug management of
eclampsia and pre-eclampsia. This could
only reduce the fatality rate while the
incidence of pre-eclampsia and its resource-
draining complications would still be high
within the population.

Therefore, the best practices for pre-
eclampsia prevention are yet to be adopted
into the routine antenatal care in Nigeria.
This is evidenced by the lack of staff and
supplies for pre-eclampsia prevention in
many public healthcare facilities. It is
crucial to organize comprehensive training
programs for the maternity healthcare
professionals, especially, the midwives, to
update their knowledge and skills on pre-
eclampsia risk assessment and prevention
so as to enhance their delivery of appropriate
evidence-based care.[36]
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Midwives’ preparedness for pre-eclampsia
prevention care

Regarding midwives’ preparedness for
pre-eclampsia prevention, the majority
of informants believed that it was their
responsibility to provide this care and felt
confident in their ability to do so, giving
credence to their pre-service training.
However, they expressed concerns about
lack of access to, and poor familiarity
with the current WHO guidelines for pre-
eclampsia prevention. Despite obtaining
additional academic qualifications after
becoming licensed midwives, many have
not participated in specific training focused
on pre-eclampsia prevention, hence poor
knowledge and skills persist in this regard.
This shows that while midwives affirmed
they are passionate and competent in
pre-eclampsia prevention as reported
in some qualitative studies,[44,45] their
performances showed a need for further
training to improve their skill in prevention
care as resounded in many other studies.
[38,46,47]

This situation is echoed in the findings in
a Tanzanian study, which reported a lack
of knowledge regarding pre-eclampsia
prevention among maternity professionals
in Tanzania was due to insufficient training
on pre-eclampsia prevention.[48] Similar
finding was obtained in Pakistani secondary
healthcare facilities where the healthcare
workers exhibited limited knowledge of
pre-eclampsia, primarily due to a lack of
refresher training and written guidelines for
its management.[49]

Midwives’ responsibilities towards pre-
eclampsia prevention

In terms of activities performed by midwives
for  pre-eclampsia  prevention, some
midwives recommended strict bed rest and
dietary salt restrictions. However, scientific
evidence does not support these practices,
leading to their exclusion from the WHO
guidelines for pre-eclampsia prevention. For
example, prolonged bed rest can increase
the risk of deep vein thrombosis, which may
result in pulmonary embolism—a condition
associated with high morbidity
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and mortality.[16] Total bed rest is only
indicated when specific or severe medical
conditions necessitate it. Furthermore,
dietary salt restriction is not recommended
as a preventive measure for pre-eclampsia
during pregnancy; instead, promotion of
healthy dietary practices is advised.[16]

Suboptimal preventive care may contribute
to the rising incidence of maternal
complications and deaths due to pre-
eclampsia, particularly in resource-limited
countries where this condition poses a
significant public health challenge. Nigeria,
in particular, currently faces a severe burden
from pre-eclampsia, highlighting the need
for comprehensive prevention measures,
including risk identification and use of
appropriate prophylaxis. Midwives should
be trained to implement these interventions
as part of routine antenatal care in resource-
constrained settings. Given the inadequate
health resources impacting Nigeria's
healthcare sector,[51] further research
is essential to identify the training and
support needs of midwives to enhance their
capacity for pre-eclampsia prevention.[52]
Such action-oriented research can inform
strategies to bolster midwives' knowledge
and skills, improve their preparedness, and
strengthen the healthcare system's ability
to control the disease.

According to the World Health Organization
guidelines, healthcare providers are
expected to raise awareness about pre-
eclampsia prevention within the community
and ensure that every pregnant woman
receives routine assessments and health
education on prevention strategies.[16]
However, these practices were rarely
observed by the midwives in this study,
largely due to various challenges such as
heavy workloads, the constraints of working
in secondary healthcare facilities, and
insufficient training on preventive care. This
highlights notable gaps in communication
and referral pathways between midwives in
secondary and primary healthcare settings.
Additionally, the findings revealed that
most of the informants received their initial
training during their pre-service education,
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which primarily focused on the diagnosis
and management of pre-eclampsia.
Consequently, many midwives did not
perform the specific physical assessments
or interventions necessary for identifying
pre-eclampsia risk in contrast to practices in
developed nations where midwives perform
these as statutory roles.[27]

Challenges faced by midwives in providing
pre-eclampsia prevention

Midwives in this study identified numerous
challenges that hinder their ability to
provide effective pre-eclampsia prevention
care. A significant challenge reported was
the lack of training on current guidelines
for pre-eclampsia risk identification and
prevention. Additionally, most of the
healthcare facilities are yet to implement
policies and strategies specifically
designed for pre-eclampsia prevention
into routine antenatal care. Other factors
contributing to inadequate care included
insufficient personnel, limited supplies,
malfunctioning  diagnostic = equipment,
and the absence of clinical guidelines and
essential infrastructure. These findings
align with previous research,[36] which
documented that the persistent challenges
to pre-eclampsia control in Nigeria stem
from poor provider preparedness and
facility readiness. In their assessment, only
31% of the facilities evaluated had all the
necessary equipment and supplies, such as
blood pressure monitors, urine dipsticks for
rapid urinalysis, magnesium sulfate, and
antihypertensive medications available in
their maternity units.

Similarly, it was reported in Northern
Nigeria that a significant lack of essential
equipment and supplies, along with
irregular electricity and water supply, and
the absence of clinical protocols for pre-
eclampsia care were observed in 80% of the
health facilities studied.[53] The situation
is comparable with Ghana,[40] where it
was noted that heavy workloads, a lack
of essential equipment, and inadequate
training of midwives further limited their
capacity to provide pre-eclampsia care as
outlined in current guidelines.

Likewise, a critical deficiency in knowledge
among maternity healthcare providers
in Tanzania has resulted in poor pre-
eclampsia prevention and management.
[48] Similar challenges were reported by
healthcare providers interviewed in Malawi.
[54] These findings highlight the reasons
for the higher rates of maternal deaths due
to pre-eclampsia in developing countries
compared to developed nations.[27]

Additional major challenges identified by
the midwives in the present study included
a lack of cooperation from clients regarding
preventive care services. Many clients book
their pregnancies late, while some refuse
to undergo prescribed screenings due to
misinformation, personal arrogance, or
the unaffordability of screening services.
Moreover, high costs associated with
screening and other healthcare services
can deter clients from adhering to timely
booking, scheduled antenatal care visits,
and screenings, which further delay
opportunities for pre-eclampsia prevention
and control.[29,55]

Limitations of the Study
The study encountered
limitations:

A key limitation of this qualitative study
was the inadequate number of midwives in
primary healthcare centers (PHCs) across
the states, particularly in Osun State,
where some PHCs had no nurse or midwife
available at all. Given that the study primarily
focused on prevention, PHCs would have
been a more appropriate setting. However,
this limitation necessitated the selection of
secondary healthcare facilities that provide
routine maternity care. The generalisability
of the study findings is also limited because
it was conducted in few states in the region.
Despite this constraint, a major strength
of the study was its ability to capture in-
depth insights from midwives in secondary
healthcare settings, where maternity
services are more structured and midwives
are exposed to broader clinical experiences,
enriching the study’s findings.

the following
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Conclusion

In conclusion, this study has explored
and described the midwives' preparedness
for pre-eclampsia risk identification and
prevention care in the study setting. The
midwives demonstrated poorunderstanding,
inadequate training and skills regarding
pre-eclampsia risk identification and
prevention which they attributed to
numerous challenges in the study setting.
Based on the findings of this study, there
is a need for periodic training of midwives
and provision of current guidelines and
adequate equipment for pre-eclampsia risk-
identification and prevention to enhance
the control of the disease.

Recommendations

Based on the findings from this study, the
following recommendations are proposed:
Midwifery Education: To enhance midwives
knowledge and skills in pre-eclampsia
prevention, the professional body for
midwives should incorporate the current
guidelines for pre-eclampsia prevention
and management into midwifery training
curriculum and continuing education
workshops for professional development.
Midwifery Practice: The heads of maternity
units, supervisors,and hospitalmanagement
should integrate pre-eclampsia prevention
into routine antenatal care. The possibility
of using a standard checklist focusing
on early screening, risk identification,
prophylaxis, early detection, and prompt
referral for specialized management should
be explored.

Midwifery Research: Further
should be conducted to evaluate midwives
capabilities and the healthcare system's
needs regarding pre-eclampsia prevention.
This research should identify necessary
resources, including personnel, equipment,
infrastructure, and guidelines, to ensure
that healthcare facilities can efficiently
perform this crucial task.

)

research

>

Conflict of interest
The author declared that there is no conflict
of interest.

452

Funding

Funding was not received for the study.
Acknowledgements

The authors sincerely appreciate all

the informants for giving their time and
information given. The medical directors
and the head of units involved are also
appreciated for their cooperation and
support. Special appreciations to Prof. A. A.
E. Olaogun for her immense contribution
and mentoring. Mr. Afolabi I., and Mr.
Sunmonu I. G. are appreciated for helping
with the statistical analysis of the data.

Author’s contribution

The author initiated the study, designed the
study, formulated the title, was involved in
instrument development, data collection
and data analysis; wrote the discussion and
did critical review of the manuscript

This article is published open access under the Creative
Commons  Attribution-NonCommercial = NoDerivatives
(CC BYNC-ND4.0). People can copy and redistribute the
article only for noncommercial purposes and as long as
they give appropriate credit to the authors. They cannot
distribute any modified material obtained by remixing,
transforming or building upon this article. See https://

creativecommons.org/licenses/by-nc-nd/4.0/

References

1. Warren CE, Hossain SMI, Ishaku S,
Armbruster D, Hillman E. A primary
health care model for managing pre-
eclampsia and eclampsia in low- And
middle- income countries. Reprod
Health. 2020;17(1):1-7. doi: 10.1186/
s12978-020-0897-0

2. Yang Y, Le Ray I, Zhu J, Zhang J, Hua
J, Reilly M. Preeclampsia Prevalence,
Risk Factors, and Pregnancy Outcomes
in Sweden and China. JAMA Netw
Open. 2021;4(5):1-14. doi: 10.1001/
jamanetworkopen.2021.8401

3. Stefanovic V. International Academy of
Perinatal Medicine (IAPM) guidelines
for screening, prediction, prevention
and management of pre-eclampsia to
reduce maternal mortality in developing
countries. J Perinat Med. 2023 Feb
1;51(2):164-9. doi: 10.1515/jpm-2021-
0636



https://dx.doi.org/10.4314/rjmhs.v8i3.1

Rwanda Journal of Medicine and Health Sciences Vol. 8 No.3, November 2025

4.

10.

11

12.

Karrar SA, Martingano DJ, Hong PL.
Preeclampsia. In: StatPearls . Treasure
Island (FL): StatPearls Publishing; 2025.

. Okusanya BO, Adetoro OO, Aboyeji P,

Ekele BA, Etuk SJ, Chama CM, et al.
Establishing a nationwide maternal
death and near-miss surveillance
system in a low-income country: lessons,
prospects and challenges. BJOG Int J
Obstet Gynaecol. 2019 Jun;126 Suppl
3:7-11. doi: 10.1111/1471-0528.15649

. Chama CM, Etuk SJ, Oladapo OT.

The Pattern and Spectrum of Severe
Maternal = Morbidities in  Nigerian
Tertiary Hospitals. Afr J Reprod Health.
2020 Jun;24(2):115-122. doi:10.29063/
ajrh2020/v24i2.11

. RanaS,LemoineE, GrangerJ,Karumanchi

SA. Preeclampsia: Pathophysiology,
Challenges, and Perspectives. Circ Res.
2019;124(7):1094-112. doi: 10.1161/
CIRCRESAHA.118.313276

. American College of Obstetricans and

Gynecologists. Low-Dose Aspirin Use
During Pregnancy. Obstet Gynecol
2018;132(743):44-52. doi: 10.1097/

AOG.0000000000003891

. Dssursuldwh O, Fduh S, Revhuydwlrq

Z, Rxwirphv S, Pruelglw VP, Pru DQG.
Hypertension in Pregnancy. Obstet
Gynecol. 2013;122(5):1122-31.

Poon LC, Shennan A, Hyett JA, Kapur
A, Hadar E, Divakar H, et al. The
International Federation of Gynecology
and Obstetrics (FIGO) initiative on pre-
eclampsia: A pragmatic guide for first-
trimester screening and prevention. Int J
Gynecol Obstet. 2019;145(S1):1-33. doi:
10.1002/ijgo.12802

.Ngene NC, Moodley J. Role of angiogenic

factors in the pathogenesis and
management of pre-eclampsia. Int J
Gynecol Obstet. 2018;141(1):5-13. doi:
10.1002/ijgo.12424

Perales A, Delgado JL, de la Calle M,
Garcia-Hernandez JA, Escudero Al,
Campillos JM, et al. sFlt-1/PIGF for
prediction of early-onset pre-eclampsia:
STEPS (Study of Early Pre-eclampsia

in Spain). Ultrasound Obstet Gynecol.
2017;50(3):373-82. doi: 10.1002/
uog.17373

13

14.

15.

16.

17.

18.

19.

.Parikh NI,

Norberg M, Ingelsson E,
Cnattingius S, Vasan R, Domellof M, et al.
Association of Pregnancy Complications
and Characteristics with  Future
Risk of Elevated Blood Pressure: The
Vasterbotten Intervention Programme.
Hypertension. 2017;69(3):475-83. doi:
10.1161/hypertensionaha.116.08121.
Hounkpatin OI, Amidou SA, Houehanou
YC, Lacroix P, Preux PM, Houinato DS,
et al. Systematic review of observational
studies of the impact of cardiovascular
risk factors on preeclampsia in sub-
saharan  Africa. BMC  Pregnancy
Childbirth. 2021;21(1):1-10. doi:
10.1186/s12884-021-03566-2

Vatish M, Strunz-McKendry T, Hund M,
AllegranzaD,WolfC,SmareC.sFlt-1/PIGF
ratio test for pre-eclampsia: an economic
assessment for the UK. Ultrasound
Obstet Gynecol. 2016;48(6):765-71. doi:
10.1002/u0g.15997

World Health Organization. WHO
recommendations for prevention
and treatment of pre-eclampsia and
eclampsia: implications and actions.
Geneva: WHO; 2013. https://apps.who.
int/iris/handle/10665/44703
American College of Obstetricians and
Gynecologists. Gestational hypertension
and preeclampsia: ACOG Practice
Bulletin, Number 222. Obstet Gynecol.
2020 Jun;135(6):e237-60. doi:10.1097/
AOG.0000000000003891

Brown MA, Magee LA, Kenny LC,
Karumanchi SA, McCarthy FP, Saito S, et
al. Hypertensive disorders of pregnancy:

ISSHP classification, diagnosis, and
management recommendations  for
international practice. Hypertension.
2018;72(1):24-43. doi: 10.1161/
hypertensionaha.117.10803

Phumsiripaiboon P, Suksai M,

Suntharasaj T, Geater A. Screening for
pre-eclampsia: Performance of National
Institute for Health and Care Excellence

guidelines versus American College
of Obstetricians and Gynecologists
recommendations. J Obstet Gynaecol

Res.2020;46(11):2323-31.doi: 10.1111/
jog.14425

453



Rwanda Journal of Medicine and Health Sciences Vol. 8 No.3, November 2025

https://dx.doi.org/10.4314/rjmhs.v8i3.1

20.Guy GP, Leslie K, Diaz Gomez D, Forenc
K, Buck E, Khalil A, et al. Implementation
of routine first trimester combined
screening for pre-eclampsia: a clinical
effectiveness study. BJOG Int J Obstet
Gynaecol. 2021;128(2):149-56. doi:
10.1111/1471-0528.16361
.Butler MM, Fullerton JT, Aman C.
Competence for basic midwifery practice:
Updating the ICM essential competencies.
Midwifery. 2018 Nov 1;66:168-75. doi:
10.1016/j.midw.2018.08.011
22.Jayanna K, Mony P, Ramesh BM,
Thomas A, Gaikwad A, Mohan HL, et
al. Assessment of facility readiness
and provider preparedness for dealing
with postpartum haemorrhage and pre-
eclampsia/eclampsia in public and
private health facilities of northern
Karnataka, India: A cross-sectional study.
BMC Pregnancy Childbirth. 2014;14(1).
doi: 10.1186/1471-2393-14-304
23.MacDonald EJ, Lepine S, Pledger M,
Geller SE, Lawton B, Stone P. Pre-
eclampsia causing severe maternal
morbidity - A national retrospective
review of preventability and opportunities
for improved care. Aust N Z J Obstet
Gynaecol. 2019;59(6):825-30. doi:
10.1186/1471-2393-14-304
24.0Olaoye T, Oyerinde OO, Elebuji OJ,
Ologun O. Knowledge, Perception and
Management of Pre-eclampsia among
Health Care Providers in a Maternity
Hospital. Int J MCH AIDS IJMA.
2019;8(2):80-8. doi: 10.21106/ijma.275
25.Say L, Chou D, Gemmill A, Tuncalp
O, Moller AB, Daniels J, et al. Global
causes of maternal death: A WHO
systematic analysis. Lancet Glob Health.
2014;2(6):323-33. doi: 10.1016/S2214-
109X(14)70227-X
26.0pe BW. Reducing maternal mortality
in Nigeria: addressing maternal health
services’ perception and experience.
J Glob Health Rep. 2020;1-4. doi:
10.29392/001¢.12733
27.Shennan AH, Green M, Chappell LC.
Maternal deaths in the UK: pre-eclampsia
deaths are avoidable. Lancet Lond Engl.
2017 Feb 11;389(10069):582-4. doi:
10.1016/S0140-6736(17)30184-8

21

454

28 Musa J, Mohammed C, Ocheke A,
Kahansim M, Pam V, Daru P. Incidence
and risk factors for pre-eclampsia in Jos
Nigeria. Afr Health Sci. 2018;18(3):584-
95. doi: 10.4314/ahs.v18i3.16

29.Adeyeye OV, Ebubechukwu NV,
Olanrewaju OF, Eniayewun AG, Nwuta
C, Effiong FB, et al. Management and
Prevention of Pre-Eclampsia in Nigeria.
Healthcare. 2023 Jun 23;11(13):1832.
doi: 10.3390/healthcare11131832

30.0gbeye B. Concept of Abiye Programme
in Ondo State: an Effective Strategy for
Maternal Mortality Reduction in Nigeria.
International Journal of Medical Science
and Applied Biosciences .2018;3(1).

31.0yegbade H. Osun gets $500,000
healthcare fund from FG. Daily Trust.
2018.

32.Muellmann S, Brand T, Jurgens D,
Gansefort D, Zeeb H. How Many Key
Informants Are Enough? Analysing the
Validity of the Community Readiness
Assessment. BMC Research Notes. 2021.
https://doi.org/10.1186/s13104-021-
05497-9

33.Braun V, Clarke V. Using thematic
analysis in psychology. Qual Res
Psychol. 2006 Jan 1;3:77-101. doi:
10.1191/1478088706qp0630a

34.Fullerton J, Severino R, Brogan
K, Thompson J. The International
Confederation of Midwives’ study of
essential competencies of midwifery
practice. Midwifery. 2003 Sep;19(3):174-
90.doi: 10.1016/s0266-6138(03)00032-
9

35.Nove A, Friberg IK, de Bernis L,
McConville F, Moran AC, Najjemba M,
et al. Potential impact of midwives in
preventing and reducing maternal and
neonatal mortality and stillbirths: a
Lives Saved Tool modelling study. Lancet
Glob Health. 2021 Jan;9(1):e24-32.
doi:10.1016/S2214-109X(20)30397-1



https://dx.doi.org/10.4314/rjmhs.v8i3.1

Rwanda Journal of Medicine and Health Sciences Vol. 8 No.3, November 2025

36. Adoyi G, Ishaku S, Oginni A, Kirk K. 45
Persisting challenges in the provision
of quality obstetric care to women
with pre-eclampsia and eclampsia in
nigeria: Assessment of health providers’
preparedness and facility readiness.
Pregnancy Hypertens Int J Womens
Cardiovasc Health. 2016 Jul;6:158. doi:
10.1016/j.preghy.2016.08.046

37.Ishaku SM, Ismail SM, Adoyi G, Kanij
S, Babatunde OA, Ara NR. Knowledge
and practices for the prevention of pre-
eclampsia among frontline health care
providers in Bangladesh and Nigeria:
a call for action. Pregnancy Hypertens.
2016 Jul;6(3):219-20. doi:10.1016/].
preghy.2016.03.174

38.Nkamba DM, Vangu R, Elongi M, Magee
LA, Wembodinga G, Bernard P, et al.
Health facility readiness and provider
knowledge as correlates of adequate
diagnosis and management of pre-
eclampsia in Kinshasa, Democratic
Republic of Congo. BMC Health Serv Res.
2020;20(1):1-13. doi: 10.1186/s12913-
020-05795-1

39.Stellenberg E, Ngwekazi N. Knowledge of
midwives about hypertensive disorders
during pregnancy in primary healthcare.
Afr J Prim Health Care Fam Med. 2016
Mar 29;8. doi: 10.4102/phcfm.v8i1.899

40.Garti I, Gray M, Tan JY, Bromley A.
Midwives’ knowledge of pre-eclampsia
management: A scoping review. Women
Birth. 2021 Feb 1;34(1):87-104. doi:
10.1016/j.wombi.2020.08.010

41.Akmal M, Sabrida O, Wahyuni S, Khairan
K, Gholib G, Akmal M, et al. Optimizing
Maternal and Fetal Health: The Crucial
Role of Midwives in Early Detection
and Intervention of Pre-eclampsia. Path
Sci. 2023 May 31;9(5):4009-19. doi:
10.22178 /p0s.92-5

42.Agwang A, Drazidio J, Aciro R.
Knowledge, attitude, and practice of
midwives towards prompt identification
of pre-eclampsia in Lira Regional Referral
Hospital, Lira District: a descriptive
cross-sectional study. Int J Med Med Sci.
2025 Jan 19;15(1):1-9.

43.Ishaku S, Nwala E, Adoyi G, Nwigwe
C, Kongyamba S, Anaba U, et al. Post-
Intervention Analysis of Pre-Eclampsia

and Eclampsia in Three Nigerian
States. Ending Eclampsia Landscape
Endline Report. @ Washington, DC:

Population Council.2019;(April). https://
knowledgecommons.popcouncil.org/
departments_sbsr-rh/1014/. Accessed
20 July 2025

44.Garti I, Gray M, Bromley A, Tan JY
(Benjamin). Midwives’  experiences
of providing pre-eclampsia care in a
low- and middle-income country — A
qualitative study. Women Birth. 2024

Mar 1;37(2):332-9. doi: 10.1016/].
wombi.2023.11.001
45.Dartey AF, Dzansi G, Lotse CW,

Obuobisa R, Afua Bosu CE, Afaya A.
Midwives Experiences of Managing
Clients with Eclampsia in a low Resource
Setting: A Qualitative  Descriptive
Study. SAGE Open Nurs. 2022 May
16;8:23779608221094542. doi:
10.1177/23779608221094 542

46.Emilda E, Magfirah M, Mutiah C, Veri N,
Emilda E, Magfirah M, et al. Midwifery
Strategies for Preeclampsia: Enhancing
Early Detection and Intervention for
Optimal Maternal Health. Path Sci. 2023
Jul 31;9(7):2015-22. doi: 10.22178/
p0s.94-5

47.Dwi Pangesti W, Setiawati SE, Pribadi
A, Hilmanto D. Training for early-onset
pre-eclampsia risk factor screening to
improve midwives’ knowledge in primary
care: a brief quasi-experimental study. J
Nurs Midwifery Sci . 2025 Jul 10;12(3)

48.Joho A Angelina , Stephen M Kibusi ,
Ipyana Mwampagatwa AE. Prevention
and management of pre-eclampsia and
eclampsia. Eas Journalt Afr Health Res.
2020;4(1):23-30.

49.Sheikh S, Qureshi RN, Khowaja AR,
Salam R, Vidler M, Sawchuck D, et al.
Health care provider knowledge and
routine management of pre-eclampsia in
Pakistan. Reprod Health. 2016;13(Suppl
2):107-13. doi: 10.1186/s12978-016-
0215-z

455



Rwanda Journal of Medicine and Health Sciences Vol. 8 No.3, November 2025

https://dx.doi.org/10.4314/rjmhs.v8i3.1

50.

51

52.

53.

456

Davis J, Vyankandondera J, Luchters S,
Simon D, Holmes W. Male involvement in
reproductive, maternal and child health:
a qualitative study of policymaker and
practitioner perspectives in the Pacific.
Reprod Health. 2016 Dec;13(1):81. DOI
10.1186/s12978-016-0184-2

.Uzochukwu BSC, Ughasoro MD, Etiaba

E, Okwuosa C, Envuladu E, Onwujekwe
OE. Health care financing in Nigeria:
Implications for achieving universal
health coverage. Niger J Clin Pract. 2015
Jul 1;18(4):437. doi: 10.4103/1119-
3077.154196

LeFevre ML. Low-dose aspirin use for the
preventionofmorbidityand mortalityfrom
preeclampsia: U.S. Preventive Services
Task Force recommendation statement.
Ann Intern Med. 2014;161(11):819-26.
doi: 10.7326/M14-1884

Oguntunde O, Charyeva Z, Cannon M,
Sambisa W, Orobaton N, Kabo IA, et al.
Factors influencing the use of magnesium
sulphate in pre-eclampsia/eclampsia
management in health facilities in
Northern Nigeria: A mixed methods

study. BMC Pregnancy Childbirth.
2015;15(1):1-8. doi: 10.1186/s12884-
015-0554-8

54.

55.

Ngwira MM, Gadama LA,
Shanmugalingam R, Makris A, Hennessy
A. Patients and health care workers
perceived challenges in managing
preeclampsia, in Malawi. Pregnancy
Hypertens. 2024 Mar 1;35:61-5. doi:
10.1016/j.preghy.2024.01.132
Fagbamigbe AF, Olaseinde O, Setlhare V.
Sub-national analysis and determinants
of numbers of antenatal care contacts
in Nigeria: assessing the compliance
with the WHO recommended standard
guidelines. BMC Pregnancy Childbirth.
2021 Nov 8;21(1):748. doi:10.1186/
s12884-021-04247-7



