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Abstract
Objective: To review what is known about COVID‐19 and highlight gaps in the context 
of Nigerian obstetric practice. Research data on COVID‐19 are understandably sparse 
in Africa. Nigeria, like most African countries, is battling a disease she is poorly equipped 
to fight.
Methods: The current available literature on COVID‐19 was reviewed in relation to 
obstetric practice in the Nigerian context, gaps were identified, and recommenda-
tions were made to improve the handling of the COVID‐19 pandemic in Nigerian 
obstetric practice.
Results: In and out of hospital, both the obstetrician and the obstetric patient are con-
stantly being put at risk of exposure to the coronavirus because testing and preventive 
measures are either ineffective or non‐existent.
Conclusion: The pandemic has exposed the gross inadequacies in Nigeria’s healthcare 
system and is therefore a wake‐up call to the need for a complete overhaul of infra-
structure and services. The government will do well to increase the budget allocation 
for health from the current paltry 4.14% to the recommended 15% of the total budget.
The Nigerian obstetrician stands a high risk of exposure due to inadequate preventive 
measures, and testing and diagnostic challenges.
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1  | INTRODUCTION

The outbreak of a completely unique 2019 coronavirus disease 
(COVID‐19), previously referred to as 2019‐nCoV, was first reported in 
Wuhan, Hubei province, China, on December 31, 2019.1 With a case 
fatality rate (CFR) of 2%, the disease had quickly spread to over 20 
countries in the world, including the USA and Europe by January 30, 
2020. It was then declared a Public Health Emergency of International 
Concern.2 WHO declared it a pandemic on March 11, 2020.3 The dis-
ease currently affects 215 countries worldwide, with 8 871 099 cases 
and 465 987 deaths (Fig.1).4

In Africa, 315 410 cases and 8334 deaths (CFR 2.7%) have been 
reported in 54 countries as of June 23, 2020.4 This represents 3.6% of 
all cases recorded worldwide.4 Sub‐Saharan Africa recorded her first 
confirmed case of COVID‐19 in Nigeria on February 27, 2020,5 when an 
Italian expatriate who had returned to Lagos, Nigeria, from Milan, Italy, 2 
days before, tested positive for the novel virus. By May 13, 2020, every 
country in Africa had been affected by the disease, with Lesotho being 
the last to record an infection.6 This is not surprising because out of the 
25 countries in the world most susceptible to a communicable disease 
outbreak, 22 are African.7 In Nigeria, as of June 26, 2020, a total of 22 614 
confirmed cases and 549 deaths have been recorded in 35/36 states of 
the country, including the Federal Capital Territory (FCT) (Table 1, Fig. 2).8

The study of this disease is new and rapidly evolving globally, and 
there is a paucity of research data on COVID‐19 in Africa. In light of 
this background, there is an urgent need to review what is known so 
far about the disease and highlight gaps in the context of the African 
continent, especially the peculiarity of the Nigerian situation. The aim 
of the present study was to review the current available literature on 
COVID‐19 in relation to obstetric practice in the Nigerian context, 
identify gaps, and make recommendations.

2  | COVID‐19 AND HEALTHCARE 
IN NIGERIA

Expectedly, health workers in Nigeria have been hit by the pandemic. 
Currently, over 800 Nigerian healthcare workers are infected with the 

virus.9 As at June 22, 2020, 910 medical doctors had been quaran-
tined for the disease, with 239 of them testing positive for the virus. 
Ten Nigerian doctors have died from COVID‐19, the first being an 
obstetrician, who died at Lagos University Teaching Hospital (LUTH), 
Idi‐Araba, Lagos, on April 15, 2020, after exposure to a patient with 
COVID‐19 in his private clinic.10 The above situation gives a peek into 
the COVID‐19 pandemic as it affects medical doctors and, by exten-
sion, healthcare workers in Nigeria.

2.1 | COVID‐19 and pregnancy

A major concern for the obstetrician is the effect of COVID‐19 on the 
pregnant patient and her unborn baby. There is currently no evidence 
that pregnant women are at higher risk of the disease compared to 
the general population; therefore, there is also no evidence of intra-
uterine fetal infection and currently no data suggesting an increased 
risk of congenital malformation, miscarriage, or early pregnancy loss 
in association with COVID‐19.11 This is reassuring, especially so for 
the obstetrician in Nigeria, where the baseline maternal and perinatal 
morbidity and mortality are already high.

However, malaria fever is endemic in Nigeria and is the com-
monest cause of fever in pregnant women. This underscores the 
diagnostic challenge of the disease in the obstetric patient, as many 
infections and infestations in pregnancy and the puerperium, includ-
ing but not limited to respiratory and urinary tract infections, malaria, 
inflammatory conditions such as asthma, puerperal sepsis, pulmonary 
embolism, and peripartum cardiomyopathy share cardinal symptoms 
with COVID‐19.12

2.2 | COVID‐19 testing in Nigeria

The diagnostic dilemma of COVID‐19 in the obstetric patient is com-
pounded by the fact that testing in Nigeria is not only limited, but 
also restricted. The few rapid diagnostic tests with high sensitivity and 
specificity are only available in high‐resource countries.13 Testing in 
Nigeria is currently limited to suspected cases of COVID‐19, defined 
by WHO as “a patient with acute respiratory illness (fever and at least 
one sign/symptom of respiratory disease (e.g., cough, shortness of 
breath)), AND with no other etiology that fully explains the clinical 
presentation AND a history of travel to or residence in a country/
area or territory reporting local transmission of COVID‐19 disease 
during the 14 days prior to symptom onset; OR a patient with any 

F I G U R E  1  World distribution of COVID‐19 as of June 26, 2020, 
12:00pm ET (source: www.cdc.gov). 

T A B L E  1  Distribution of confirmed cases, active cases, 
discharged and deaths, and tests done in Nigeria as of June 26, 2020 
(based on data from the NCDC).

Cases Number

Confirmed 22 614

Active 14 243

Discharged 7822

Deaths 549

Total tests 122 155

http://www.cdc.gov
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acute respiratory illness AND having been in contact with a confirmed 
or probable COVID‐19 case in the last 14 days prior to onset of symp-
toms; OR a patient with severe acute respiratory infection (fever and 
at least one sign/symptom of respiratory disease (e.g., cough, short-
ness of breath)) AND requiring hospitalization AND with no other eti-
ology that fully explains the clinical presentation”.14

An obstetric patient who tested positive and eventually died of 
COVID‐19, the first fatality from the disease in the Lagos State University 
Teaching Hospital (LASUTH), Lagos, the epicenter of COVID‐19 in 
Nigeria, did not exactly fulfil this definition and yet on testing, based 
on clinical suspicion, she was positive. This lends credence to calls to 
expand testing in Nigeria, where out of an estimated population of over 
200 million, only 125 090 tests have been completed as of June 26, 
2020.8 Put more appropriately, since the first case of COVID‐19 was 
confirmed in Nigeria 4 months ago, on February 27, 2020, less than 1% 
of Nigeria’s total population had been tested. Ghana and South Africa, 
with far fewer citizens, have carried out over 190 000 and 560 000 
tests, respectively.15 Currently, there are only 23 COVID‐19 testing lab-
oratories located across 14 out of 36 states of Nigeria, including the 
FCT, serving a population of over 200 million people.16

2.3 | Attitude and perception of Nigerians towards 
COVID‐19

There are cases in Nigeria of patients hiding their travel history from 
their managing doctors. The implication of this is that such patients 
who would hitherto have fulfilled the COVID‐19 suspected case defi-
nition criteria, and tested in line with the country’s testing protocol, 
would most probably be admitted and managed for other benign con-
ditions without a suspicion of COVID‐19. This portends grave danger 
for not only the doctors but also for all other healthcare workers and 
patients who would come into contact with such patients.

There are also reports of persons absconding after testing pos-
itive for the coronavirus, all with a view to avoid being taken to an 
isolation center. Quarantine measures are being flouted, as there are 
cases of persons with a travel history to high‐risk countries refusing 

to go into the stipulated 14 days of isolation upon return from such 
countries. These people pose a risk to other members of the commu-
nity, who, after exposure to such contacts, may present asymptom-
atically to the hospital, further propagating the spread of the virus.

2.4 | Obstetric practice in Nigeria during the 
COVID‐19 pandemic

The Society of Gynaecology and Obstetrics of Nigeria (SOGON) has 
issued a practice guidance aimed at preventing the spread of corona-
virus while delivering obstetric care during the pandemic.17 The guid-
ance recommends that duty rosters be reorganized to limit hospital 
contact of medical personnel. This has been difficult to implement in 
many obstetric units across the country due to a gross shortage of 
manpower predating the COVID‐19 pandemic. There are 39 quali-
fied medical doctors per 100 000 people (0.4 per 1000) in Nigeria.18 
The implication of this is that aside from the elderly practitioners, 
especially those aged 60 years or above, who are strongly advised to 
work from home, all or most of the other cadres of doctors in obstet-
ric units across the country still report for duty daily.

Telephone consultations are recommended for non‐emergency 
cases, to prevent patients visiting the hospital unnecessarily.17 This is 
not totally realistic as there are currently 25–40 million smartphone 
users in Nigeria, representing less than 20% of the country’s total 
population.19 The experience therefore is that the larger majority of 
patients who do not have phones still present to obstetric units across 
the country, even for non‐emergencies. Most of the patients who do 
have phones do not utilize the telephone consultation services due 
to poor dissemination of information on the availability of these ser-
vices and the financial constraints of purchasing airtime. More so, the 
bulk of these patients are used to presenting to the hospital without 
having to first call hospital telephone lines, whether for emergencies 
or non‐emergencies.

It is also recommended by SOGON that all obstetric units organize 
drills for maternity staff on the management of suspected and con-
firmed cases of COVID‐19.17 Nigeria, with a healthcare workforce of 
over 390 000 (extrapolated from the Nigerian health workforce den-
sity of 1.95 per 1000 population,20 currently has only about 25 000 of 
her health workers trained on the prevention, control, and manage-
ment of COVID‐19.21 This number represents a meagre 6.4% of the 
total Nigerian healthcare workforce.

In line with general recommendations on social distancing, 
SOGON equally advises that overcrowding in waiting and consulting 
rooms should be avoided, and a safe distance should be maintained 
between/among staff and patients during waiting and consultations.17 
Clinics and consulting rooms in the tropics are mostly small, making 
safe social distancing difficult.

Frequent and proper handwashing with soap, as well as use of 
alcohol‐based hand sanitizers, by both patients and hospital staff is 
strongly encouraged.17 However, one‐third of Nigeria’s population do 
not have access to clean water22 and many hospitals do not have a con-
stant supply of running water.23 Furthermore, hand sanitizers are not 
readily available/restocked in hospitals, meaning that doctors and other 

F I G U R E  2  Map showing distribution of cases in Nigeria (source: 
Twitter, @ncdcgov, accessed June 28, 2020).
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healthcare workers have to make provision for personal hand sanitizers, 
which are sold at inflated prices due to an increase in demand.

Hospital units across the country do not have enough infrared ther-
mometers, which are important for basic temperature screening. Even 
where there is reasonable ground for suspicion that the patient has risk 
factors, there are not enough holding bays in hospitals across the country, 
where further evaluation of such patients can be carried out to minimize 
exposure of other patients and healthcare workers. Worse still, there is 
a gross shortage of bed spaces in isolation centers, whose number is dis-
proportionate to the number of positive cases.21 It is also pertinent to 
note that the available isolation centers in the country are not equipped 
for the care of the obstetric patient, both in terms of facilities and man-
power. Ventilators, which may be required to support the life of infected 
patients, are very scarce in Nigeria, as in other African countries.24

As part of the preventive measures against COVID‐19, outpatient 
clinics and elective surgeries in most other medical subspecialties have 
been postponed. In obstetric units, however, the labor rooms have 
remained open, and antenatal clinics and elective cesarean sections are 
still being run/performed due to the fact that pregnancy is a time‐bound 
condition. Obstetricians have to run these clinics and perform these 
surgeries even in the face of scarce/barely available personal protec-
tive equipment (PPE), including appropriate surgical masks and goggles. 
Doctors have had to purchase these PPE kits (sold at exorbitant prices) 
either out of their own pockets or pass down the cost of such purchases 
to the mostly indigent patients. At other times, PPE is improvised.

On a positive note, the Nigerian government has recently made 
significant efforts in increasing the supply of PPE kits to hospital units 
across the country. Even though these kits are still grossly inadequate, 
the government has taken a step in the right direction. The govern-
ment has also provided group life insurance for health workers and 
has commenced payments of special COVID‐19 hazard allowances to 
healthcare workers in the country.

3  | COVID‐19 PREVENTIVE MEASURES IN 
NIGERIA:  THE CURRENT SITUATION

The Nigerian government declared a two‐week lockdown on March 
30, 2020, which was extended for another 2 weeks on April 13, 
2020.25 This had severe economic consequences on families, mostly 
so because the majority of Nigerians are either unemployed or 
work in the informal sector, depending on daily earnings for sus-
tenance.23,25 Further, nearly one‐half of Nigeria’s population live 
below the poverty line.25 Expectedly, therefore, many Nigerians did 
not obey the “stay at home” orders.25 This was accentuated by the 
government’s inability to provide adequate palliation in the form 
of food and cash relief to citizens, to cushion the economic effect 
of the lockdown.25 The government provided support to an insig-
nificant proportion of the population. The quest for survival in the 
face of economic meltdown occasioned by the lockdown saw an 
increase in the spate of armed robberies and other criminal activi-
ties, especially in large cities like Lagos.25 Several jobs in the private 
sector were lost due to downsizing.

Social distancing, another preventive measure, has been difficult 
to maintain because of the many slums, overcrowded settlements, and 
internally displaced persons (IDP) camps in the country. It is notewor-
thy that 62% of the urban population in sub‐Saharan Africa (including 
Nigeria) are slum‐dwellers, the highest in the world.26 Public places 
in the country have therefore remained congested. There is no doubt 
that Nigeria faces a high risk of rapid transmission of the disease. 
There are already reports of widespread community transmission of 
the virus across the country.27

Due to majorly economic considerations, the government 
recently relaxed the lockdown in the country. The result has been 
an astronomical rise in the number of COVID‐19 cases. From 
1337 cases and 49 deaths on April 27, 2020, when easing of the 
lockdown began, the country has witnessed more than a 1500% 
increase in the COVID‐19 case count and 13‐fold rise in case fatal-
ities. At this rate, it will not be long before the already undereq-
uipped and underfunded public healthcare system in the country 
becomes overwhelmed.28

4  | CONCLUSION

The obstetrician in Nigeria has not only an underequipped and under-
funded healthcare system to contend with, but also stringent working 
conditions and poor physical infrastructure, with little or no motiva-
tion, and barely being provided with appropriate PPE to work with 
during this pandemic. In and out of hospital, both the obstetrician and 
the obstetric patient are constantly being put at risk of exposure to 
the coronavirus because preventive measures are either ineffective 
or non‐existent. It is a constant battle to deliver a healthy baby to a 
happy and satisfied mother. Even more, it is an uphill battle for the 
obstetrician to stay alive and uninfected in the process.

5  | RECOMMENDATIONS

Prevention remains the cornerstone in the fight against COVID‐19. 
Intense and continuous public health education on the need to strictly 
adhere to preventive measures, including the use of face masks/
shields, social distancing, frequent hand washing, and use of alcohol‐
based hand sanitizers, is recommended.

There is an urgent need to increase the country’s capacity for test-
ing and decentralize it in order to improve access to tests. Secondary 
and tertiary hospitals will need to seek alternative sources of funding to 
establish their own testing centers instead of waiting on the government. 
Rapid test kits should be made available and used to screen all women in 
labor. Women in labor often hyperventilate and scream/shout, thereby 
aerosolizing the viral droplets in asymptomatic cases. This increases the 
risk of infection to the obstetrician and other staff in the labor room.

Local manufacturers should be incentivized by the government 
to produce PPE that meets safety standards using locally available 
materials and appropriate technology. This will also help to provide 
jobs and boost the economy. The pandemic has exposed the gross 
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inadequacies in Nigeria’s healthcare system and is therefore a wake‐
up call to the need for a complete overhaul of infrastructure and ser-
vices. The government will do well to increase the budget allocation 
for health from the current paltry 4.14% to the recommended 15% of 
the total budget. Private sector investment in the health sector should 
be encouraged. A revamped and functioning health system through 
public–private partnership will reduce the need for overseas medical 
tourism and loss of valuable foreign exchange.

The government should provide palliatives for the citizens in terms 
of tax waivers, suspension of utility bills and mortgage payments, 
soft loans for small and medium scale enterprises, and incentives and 
improved working conditions for healthcare workers. The telecommuni-
cations industry can help to facilitate the use of telemedicine for outpa-
tient consultations by their subscribers. Most importantly, as citizens of 
the world, we must remember that we are in this together, sink or swim.
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