Chapter One
Introduction

1.1 Background to the Study

Postpartum haemorrhage is one of the leading cause of maternal mortality globally,

accounting for more than 30% of maternal deaths!. World Health Organ@ (WHO)

explained that approximately 14 million women experience pos@ aemorrhage

annually, and nearly 70,000 dies from its complications, representi
$

maternal deaths worldwide?. Sub-Saharan Africa and South 6

ut one-quarter of all
count for the majority of
these fatalities, often due to delayed recognition, poor@ical response, and insufficient
resources. Postpartum haemorrhage is typically %Qas blood loss of 500 mL or more
following vaginal delivery or 1,000 mL or fb er caesarean section, and it can rapidly
become fatal without timely intervenfi@tpartum haemorrhage is generally categorized
into two types: primary and seconﬁﬁ—a\Primary postpartum haemorrhage occurs within the
first 24 hours after delivery,\@a secondary postpartum haemorrhage refers to bleeding that
occurs after the first 24‘1@5 but within six weeks postpartum.

The causes of h@gostpartum haemorrhage can be classified into four main categories:
uterine aton@auma, retained placental tissue, and coagulopathy*. Uterine atony is the most
com: o@%e of postpartum haemorrhage, accounting for approximately 70-80% of cases.
It occurs when the uterus fails to contract effectively after delivery, leading to inadequate
compression of the blood vessels at the placental site. This failure of uterine contraction is

often due to factors such as prolonged labour, over-distension of the uterus (as seen in

multiple pregnancies, large babies, or polyhydramnios), use of medications that relax the



uterus (such as magnesium sulfate), or uterine trauma during delivery®. Uterine atony is
typically characterized by a soft, enlarged uterus that does not contract after the delivery of
the baby. Trauma during delivery, including lacerations or ruptures of the cervix, vagina,
perineum, or uterus, is another significant cause of postpartum haemorrhage. Obstetric
trauma may occur due to the use of forceps or vacuum extraction, a rapid or prolon&dl‘abour,

or incorrect handling during the delivery process. Uterine rupture, while less Qmo ,1s a
0§ted with a

severe form of trauma that can lead to massive bleeding and is often fss

previous caesarean section or uterine scarring®. 6\
aﬁ “can have long-lasting

The complications of postpartum haemorrhage are severe

consequences on maternal health. If not promptly trea Q PH can lead to hypovolemic
shock, a condition characterized by a significant edg&% in the blood volume, resulting in
inadequate perfusion of organs. This can 16<1dQ gan failure, particularly of the kidneys,
liver, and heart’. In addition, severe &Xla from blood loss may necessitate blood

XY

transfusions, and in some cases, t Qother may require surgical interventions such as a

hysterectomy to stop the blec@gﬂd save her life.

\
Historically, the man Qnt of PPH involved basic measures such as manual compression
.
of the uterus a@ administration of uterotonics like oxytocin. However, these measures
often pro sufficient in cases of severe bleeding. Over the years, the development of
protNQfor PPH management has evolved significantly, with an emphasis on a stepwise
approach starting with the identification of the cause, followed by the appropriate
intervention. In the past, treatment largely revolved around immediate surgical interventions,

such as uterine tamponade, the use of a Bakri balloon, or, in extreme cases, hysterectomy.



Blood transfusions and the administration of clotting agents were also common but could be

delayed due to limited resources in some settings.

Midwives acquire foundational knowledge during pre-service education in nursing and
midwifery schools, however, the integration of recent innovations such as the E-MOTIVE
bundle into institutional curricula is not always timely or consistent. As a result%&iwives
often rely on in-service training, workshops, seminars, and continui Qfessional
development programs to update their skills. Unfortunately, such tra'ﬂ% opportunities are

unevenly distributed and often limited in secondary health institutionS=A qualitative study in

Nigeria found that many midwives had not attended an ent training on emergency
obstetric care and were therefore unfamiliar with update

calibrated drapes or the use of tranexamic acid®. 6{6

The level of knowledge among midwiv&\garding the E-MOTIVE Care Bundle varies
widely, particularly in low-resou®ttings. While many are familiar with standalone
interventions like oxytocir? {&istraﬁon or uterine massage, evidence suggests that
comprehensive knowle&@ all six E-MOTIVE components early detection using calibrated
drapes, massag '@utems, oxytocin or other uterotonics, tranexamic acid, intravenous
fluids, and e8galation is often lacking. A study in Enugu State, Nigeria, revealed that only
23.7% (@’gthcare professionals demonstrated good knowledge of tranexamic acid, and just
16.4% reported using it routinely for PPH management’. This highlights a significant

knowledge gap concerning newer, life-saving interventions within the E-MOTIVE protocol.

Knowledge is a critical predictor of the utilization of evidence-based care bundles,

addressing these gaps is essential enhancing midwives’ knowledge through structured,



routine training and provision of updated clinical tools can significantly improve the
detection and management of postpartum haemorrhage, reduce maternal deaths, and promote
adherence to WHO-recommended practices such as the E-MOTIVE Care Bundle'’. In
Nigeria, maternal mortality remains a public health concern, with an estimated 1,047 deaths
per 100,000 live births, as of 2022!!. The majority of these deaths are attributed to
preventable conditions such as haemorrhage, pre-eclampsia, and sepsis. Whil Q%gerian

health sector has made efforts to adopt WHO-recommended guidelines s iff knowledge

and inconsistent application of such protocols remain prominent, % ly at the level of

primary and secondary healthcare delivery. %

O

Globally, in Western countries such as the United Kin%&Canada, and the United States,
the introduction of structured PPH care bundles iré(ﬁlg E-MOTIVE care bundle or locally
adapted equivalents has led to significant @ements in maternal outcomes. E-MOTIVE
care bundle for managing postpartm%' orrhage was developed following the WHO's
2012 and 2017 recommeniiatioénd a WHO Technical Consultation on PPH Bundle
Development. For insta c@Aa UK-wide initiative led by the National Health Service
(NHS), the implemer&&of standardized PPH bundles resulted in a 38% reduction in cases
requiring surg@ervention for haemorrhage over a five-year period.!? Similarly, a
Canadian showed that hospitals implementing bundled PPH care based on E-MOTIVE
guid&i@s saw a 30-50% decrease in PPH-related blood transfusions's. In the southwestern
region of Nigeria, including Ibadan, midwives form the backbone of maternal health services.

Over the years, the approach to managing postpartum haemorrhage has evolved, despite the

existence of individual interventions such as uterine massage, use of oxytocics, and



administration of intravenous fluids, their inconsistent or delayed application has led to

suboptimal outcomes.

In response to the need for a standardized and effective strategy, the WHO launched E-
MOTIVE care bundle in 2023, yet evidence suggests that many midwives have limited
knowledge or incomplete understanding of emerging protocols such as E—MNE care
bundle. For example, a recent local survey revealed that although some mid ' ere aware
of oxytocin and uterine massage as first-line interventions, very fet could identify the
complete set of E-MOTIVE components or had received fo g on the bundle.'4,
The word E-MOTIVE is an acronym for Early detection us calibrated drape, Massage,
Oxytocics, Tranexamic acid, IV fluids, and Escalation@&eveloped after a multi-country,
randomized controlled trial demonstrated that i@nenting the entire bundle promptly
reduced severe bleeding by 60% an \B@roved maternal outcomes significantly.!®

Historically, management of postpa% emorrhage relied heavily on clinical judgment,
with no standardized tools for &n(?fymg blood loss. The turning point came with the

introduction of calibrate @s, which enabled objective measurement and early detection

of bleeding a cornesr{*e E-MOTIVE model.'®
The integrat@o tranexamic acid (TXA) also followed the ground-breaking WOMAN trial,
which @d TXA'’s effectiveness in reducing bleeding-related deaths when administered
within three hours of childbirth!”. As a bundle, E-MOTIVE represents a shift from single
interventions to a coordinated, protocol-driven response that can be scaled even in resource-

limited settings. Despite national guidelines promoting the use of active management of the

third stage of labour (AMTSL), implementation remains inconsistent. Several studies have



shown that healthcare workers, particularly midwives, often have limited knowledge or fail

to utilize recommended protocols effectively!s.

In Ibadan, the capital of Oyo State, these challenges are also evident,the city is served by
major secondary and tertiary hospitals, including the University College Hospital (UCH) and
Adeoyo Maternity Teaching Hospital. These facilities manage high volumes of «déliveries,
yet maternal deaths from postpartum haemorrhage remain a concern. Infqg @ orts and
preliminary audits suggest gaps in the timely recognition and comprehéhgive Thanagement of
postpartum haemorrhage cases. There is limited data on the exte which midwives in
Ibadan are knowledgeable about and actually utilize E—MO@E care bundle in their daily

practice'’. Q

In healthcare research, utilization refers to the practical application of knowledge, protocols,
and clinical tools in real-time patient care '\%’cgs how well healthcare providers translate
training and theoretical understanding’\f{%onsistent, evidence-based practice. In relation to
postpartum haemorrhage mana @ht, the utilization of the E-MOTIVE Care Bundle would
involve the timely and o@hated implementation of its six components early detection
using a calibrated drape, Tterine massage, administration of oxytocin or other uterotonics,
-y

tranexamic aci@avenous fluids, and escalation of care while knowledge is a prerequisite,
its applicati or example., utilization can vary significantly across settings and among
healm‘s@ig workers.

Nigerian secondary health institutions, including those in Ibadan, studies and field
observations suggest that midwives frequently implement some components of the E-

MOTIVE bundle, particularly oxytocin administration and uterine massage. However, the

complete and integrated application of all six components is rare, often due to systemic



constraints. For example, in an implementation study carried out across Nigeria, Kenya, and
South Africa, many midwives reported administering uterotonics but lacked access to
calibrated drapes and tranexamic acid, which resulted in inconsistent bundle use®’. Several
factors influence the utilization of the E-MOTIVE Care Bundle among midwives in
secondary health institutions, especially in low-resource settings such as those in Nigeria.
While knowledge is foundational, the effective application of this knowledge Qu rly in
emergencies like postpartum haemorrhage depends on a combinathJ personal,
institutional, and systemic enablers or barriers?!. 6\

Healthcare facilities in Nigeria lack formal in-service traini rograms, leading to gaps in
midwives' practical readiness. In cases where trainings a d, they are often irregular or
limited to tertiary hospitals, leaving secondary-lev. 1@1@5 underprepared.?? The absence
of E-MOTIVE Care Bundle tools forces id@g§ to rely on estimations or incomplete
measures, which undermines the precisio % effectiveness of the care bundle. Institutional

N

support also plays a signiﬁcan\@t. acilities with proactive leadership, effective
supervision, clear clinical gm&ﬁ, and supportive monitoring systems tend to foster better
protocol adherence. O@%ly, a lack of institutional commitment can result in poor
enforcement of t@s, irregular supply of critical drugs and tools, and low prioritization
of emergencyxmaternal care?’.

These @ create notable gaps in implementation. For instance, a study carried out in
northern Nigeria reported that although 78% of midwives administered oxytocin during PPH
cases, fewer than 20% used tranexamic acid or calibrated drapes?*. This suggests that
knowledge alone is insufficient; utilization depends heavily on institutional readiness,

resource availability, and supportive clinical environments. In order to improve maternal



outcomes, especially in PPH cases, it is essential not only to train midwives on the E-
MOTIVE bundle but also to ensure that all components are readily available, protocols are
reinforced institutionally, and staffing levels support full implementation. The current study
sought to ascertain the actual level of utilization of the E-MOTIVE Care Bundle among

midwives in selected secondary health facilities in Ibadan, Oyo State.

1.2 Statement of the Problem Q*

O
Postpartum haemorrhage (PPH) remains one of the leading cause &n(afgmal mortality
globally, accounting for about 30% of deaths®, especially i Qand middle-income
countries like Nigeria to address this burden, the WHO iuced the E-MOTIVE Care
Bundle in 2023 an evidence-based package including &ted drapes for early detection,
uterine massage, uterotonics, tranexamic acid, @ids, and timely escalation although
proven effective, its impact depends on m@ves’ knowledge and use. In Nigeria many
midwives still lack adequate unders ing, of its components and preliminary observations

showed that while midwives cm;@ﬁ?y use traditional PPH measures, such as oxytocin, they

rarely apply the full E- Q@E protocol. Limited knowledge of calibrated drapes, minimal
escalation practice:&

highlight a ma@p between policy and practice. Despite the crucial role of midwives in

uate training, and inconsistent availability of essential materials

maternal % o study has examined their knowledge and use of the E-MOTIVE bundle in
Ibada\%is gap justifies the present study, which aimed to ascertain midwives’ knowledge

and utilization of the bundle in selected state hospitals.



1.3 Aim and Objectives of the Study

The aim of this study examined midwives’ knowledge and utilization of E-MOTIVE care

bundle in management of postpartum haemorrage in selected state health institutions in

Ibadan, Oyo-state. The objectives are to:

1.

ii.

iii.

1v.

assess the level of midwives’ knowledge of E-MOTIVE Care bund @emem

of postpartum haemorrhage in selected secondary health instituti in Ibadan,

Oyo state. Q
ascertain the level of midwives’ utilization %OTIVE care bundle

:f
management of Postpartum haemorrhage in s econdary health institutions

in Ibadan, Oyo state. be

ascertain steps in the management tpartum haemorrhage with E-MOTIVE

care bundle by midwives ir;&&ct secondary health institutions in Ibadan, Oyo
state. &C)

determine the ass %n between midwives’ knowledge and utilisation of E-

MOTIVE ﬁéﬁndle management of Postpartum haemorrhage in selected

secot@lth institutions in Ibadan, Oyo state.

v. d@‘mlne the association between midwives’ years of experience and utilisation

Q’Q E-MOTIVE care bundle management of Postpartum haemorrhage in selected

N

secondary health institutions in Ibadan, Oyo state.



1.4 Research Questions

1. what is the midwives’ knowledge about E-MOTIVE Care Bundle management of
postpartum haemorrhage in selected secondary health institutions in Ibadan, Oyo
State?

ii. what is the level of utilization of E-MOTIVE Care Bundle management of
postpartum haemorrhage among midwives in selected s«@ health
institutions in Ibadan, Oyo State? /\

iil. what are the steps in the management of postpa morrhage using E-

MOTIVE care bundle by the midwives in selectendary health institutions in

\
AR
NS

The following hypotheses were tested@ study:
&

Hol: There is no signiﬁcant‘@ fation between midwives’ knowledge and utilization of E-

Ibadan, Oyo State?

1.5 Research Hypotheses

MOTIVE care bundl agement of postpartum haemorrhage in secondary health

Institutions in Itd@ro State?

Ho2: Thelbé’ no significant association between midwives’ years of experience and
utiliz§ﬁgn of E-MOTIVE care bundle management of postpartum haemorrhage in secondary

health institutions in Ibadan, Oyo State?
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1.6 Significance of the Study

The findings of this study may provide critical insights into the current level of knowledge
and utilization of E-MOTIVE care bundle among midwives for management of postpartum
haemorrhage in Ibadan. The findings could inform targeted training programs, policy
formulation, and resource allocation aimed at enhancing the implementation of%ence—
based practices for postpartum haemorrhage management. In the lon @ improved
knowledge and utilization of E-MOTIVE care bundle could lead to a s@'gﬁt reduction in
maternal mortality and morbidity related to postpartum hae . This study could
contribute to better neonatal outcomes, which include rd perinatal mortality and
enhanced maternal-infant bonding in postnatal peri@l ortantly, this research would
support the attainment of Sustainable Developme@% (SDQG) 3, which targets reducing the
global maternal mortality ratio to fewer th aths per 100,000 live births by 2030.2¢ By
focusing on postpartum haemorrhag%’\& ding cause of maternal deaths the study aligns

directly with SDG Target 3.1. %\(9
»
1.7 Scope of the Studng

This study foc '@sessing midwives’ knowledge and utilization of E-MOTIVE Care
Bundle ma ment of postpartum haemorrhage among in three selected secondary health
insti%@% Ibadan, Oyo State: Adeoyo Maternity Teaching Hospital, Jericho Specialist
Hospital, and Ring Road State Hospital. It is limited registered practicing midwives directly
involved in maternal care and does not include other healthcare professionals or institutions

outside the selected hospitals.
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1.8 Operational Definition of Terms

Knowledge of E-MOTIVE: This refers to the awareness, understanding, and ability of
midwives to correctly identify and describe the six components of the E-MOTIVE Care
Bundle. It includes their cognitive grasp of when and how to apply each element; Early
detection using calibrated drapes, Massage of the uterus, Oxytocin (or other u omcs)
Tranexamic acid, IV fluids, and Escalation of care in the managemet/.%stpartum

haemorrhage at the selected secondary health institutions in Ibadan.

O

Management of Postpartum Haemorrhage: This refe &e clinical steps and
interventions taken by midwives to detect, control, and xcessive blood loss (>500 mL
after vaginal delivery or >1,000 mL after cesar r@on) occurring within 24 hours of
childbirth. It involves early recognition, prom ervention using standardized protocols

like E-MOTIVE, and escalation when ne@

Midwives: Registered midwives%‘ﬁh {\IMCN specialized in childbirth and postpartum care

working in the selected%@ry health institution in Ibadan, Oyo State.

Postpartum Hé;@age: Excessive bleeding of 500 ml or more within 24 hours after

childbirth. 6

Utlll\@% of E-MOTIVE: This refers to the actual and consistent application of the
complete E-MOTIVE Care Bundle by midwives during the management of postpartum

haemorrhage in the secondary health institutions in Ibadan.
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Chapter Two
Literature Review

2.1 Conceptual Review

2.1.1 Postpartum Haemorrhage

2.1.2 EMOTIVE Bundle Q\

2.1.3 Level of Knowledge of Midwives Regarding the Components of E-M TQ Care
Bundle in the Management of Postpartum Haemorrhage Q

2.1.4 Detection of Postpartum Haemorrhage by Midwives Usi %TIVE Care Bundl

2.1.5 Midwives’ Utilization of E-MOTIVE Care Bundle @ anagement of Postpartum
Haemorrhage be

2.2 Theoretical Framework ’bb
2.2.1 Knowledge-to-Action (KTA mory

2.3 Review of Empirical Studé{C;\\'

24.1 Applicatic?@ e Knowledge-to-Action (KTA) Theory to the Study
2.5 Summai@j\‘@ﬁeviewed Literature

Endnotes b
2.1 @al Review

This chapter deals with the review of relevant literature on the knowledge and utilization of

2.4  Conceptual Framew

E-MOTIVE Care Bundle by midwives for the detection and management of postpartum
haemorrhage. It explores existing scholarly works, research findings, and theoretical

perspectives that relate to the major variables of the study. Empirical studies on midwives’
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knowledge and use of E-MOTIVE care bundles, the effectiveness of early detection and
response to postpartum haemorrhage, and identified management practices. Theoretical
Review underpinning the study is also discussed, providing a basis for understanding

midwives' behaviour and practice. The chapter concludes with a summary of key findings

Maternal mortality remains a persistent global health challenge and @ll&chl indicator of the

from the literature and highlights gaps that this study aims to address.

2.1.1 Postpartum Haemorrhage

accessibility and quality of reproductive health services in %wty. The World Health
Organization (WHO) defines maternal mortality as the d@o a woman during pregnancy,

childbirth, or within 42 days of termination of gr@cy, from any cause related to or

aggravated by the pregnancy or its manageme luding accidental or incidental causes®.

Despite various national and intematic&hlterventions, maternal mortality continues to
affect hundreds of thousands of \@h annually, particularly in low- and middle-income
countries (LMICs), where he stems are fragile and emergency obstetric care is limited.
Globally, approximate@O women died in 2020 due to maternal causes, translating to a
global materna altty ratio (MMR) of 223 deaths per 100,000 live births. Sub-Saharan
Africa rema@t ¢ region most affected, accounting for nearly 70% of all maternal deaths
wor dw@rbThis region alone recorded an MMR of 545 per 100,000 live births, a figure
more than 130 times higher than that in high-income countries. In contrast, developed nations
such as the United Kingdom, Norway, and Canada have achieved MMRs below 10 deaths

per 100,000 live births, owing to strong healthcare infrastructure, skilled birth attendance,

and well-established emergency obstetric protocols?. In Nigeria, maternal mortality remains

17



unacceptably high and is a major contributor to the global burden. Nigeria alone accounts for
approximately 20% of the world’s maternal deaths. According to the 2018 Nigeria
Demographic and Health Survey (NDHS), the national MMR stands at 512 deaths per
100,000 live births, which is far above the Sustainable Development Goal (SDG) 3.1 target
of reducing global MMR to fewer than 70 per 100,000 live births by 2030°. The country’s
persistently high maternal mortality is reflective of systemic weaknesses, i Qﬁg poor
antenatal coverage, inadequate emergency obstetric care, skilled health worker shortages, and
weak referral systems. Q

The causes of maternal mortality are broadly categorized into direct and indirect causes.
Globally and nationally, the leading direct causes @% postpartum haemorrhage,
hypertensive disorders of pregnancy (such a p@%ampsia and eclampsia), sepsis,
obstructed labour, and complications from unsﬁb ortion. Postpartum haemorrhage alone
accounts for approximately 27% of ma m deaths globally and nearly one-third of all
maternal deaths in Nigeria. Hy@slve disorders contribute to about 14% of global
maternal deaths, while seps{&Qfesponsible for approximately 10%% Unsafe abortion
continues to be a sign%ﬁomributor, particularly in countries with restrictive laws and
limited access C@mily planning services. It is estimated that over 13% of maternal
deaths in N@ia are linked to unsafe abortion practices. Obstructed labour, often due to
limited @rgs to caesarean section and timely intervention, remains a critical issue in rural
and under-served areas. Indirect causes such as anemia, HIV/AIDS, malaria, diabetes, and
cardiovascular diseases also contribute substantially to maternal mortality in Nigeria,
especially when poorly managed during pregnancy. Many of these deaths are preventable

with timely and skilled care, yet their persistence reflects deep inequities in health service
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delivery, particularly for women in marginalized communities. The Nigerian government,
through various maternal health programs and global partnerships, has made attempts to
improve maternal health outcomes. However, progress remains slow and uneven. The
introduction of evidence-based interventions such as E-MOTIVE Care Bundle represents a
strategic step forward in addressing one of the deadliest complications of childbirth
postpartum haemorrhage. Enhancing the knowledge and practical applic Q&o such
interventions among frontline providers, especially midwives, is crucial to\revefSing current

trends in maternal mortality in Nigeria and achieving global targets. Q

2.1.1.1 Types of Postpartum Haemorrhage 0

Postpartum haemorrhage is classified based on tht’:t of onset and the cause of bleeding?.

Understanding the types of postpartum haem e is crucial for prompt identification,
e\Q P

N

diagnosis, and management. The two r@s of postpartum haemorrhage are:

Primary (Early) Postparturr: Ha%&(“?\age: Primary postpartum haemorrhage is defined as
excessive bleeding that c@\vithin the first 24 hours after the birth of the baby. It is the
most common and_ dife-threatening type of postpartum haemorrhage. Clinically, it is
diagnosed whe@oﬁoss exceeds 500 mL after a vaginal delivery or 1,000 mL after a
caesarean n within this time frame®. Primary postpartum haemorrhage is often dramatic
and }b@clres immediate intervention. It accounts for the majority of maternal deaths
associated with haemorrhage, particularly in low-resource settings where delays in detection

and management are common. Early recognition and targeted treatment based on these

causes are essential to reduce morbidity and mortality. Management typically involves
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uterotonic drugs (e.g., oxytocin), manual removal of retained products, surgical repair of
trauma, or correction of coagulopathies’.

Secondary (Late) Postpartum Haemorrhage: it occurs after 24 hours postpartum and may
present up to six weeks following childbirth®. Though less common than primary postpartum
haemorrhage, it remains a serious complication if not promptly identified and managed.
Secondary postpartum haemorrhage refers to excessive vaginal bleeding occ &a‘er 24
hours and up to six weeks following childbirth. Several underlying conditions contribute
to this delayed bleeding. One common cause is subinvolution of @t s, which occurs
when the uterus fails to return to its pre-pregnancy size. This,i %due to infection or the
presence of retained placental tissue. Another cause is the @ on of products of conception,
where residual placental fragments or blood c tv&%&in within the uterus, leading to
ongoing or recurrent bleeding. Endometriti% tion of the endometrial lining, can also
trigger secondary postpartum haemorrha \

.

This condition is more likely to 00{(%!& women who have experienced prolonged labour or
undergone caesarean delivef@g{are cases, molar pregnancy or gestational trophoblastic
disease a group of pré%?y-related tumours may present as or contribute to secondary
postpartum hae age, requiring specialized diagnosis and management. The presentation
of seconda%go partum haemorrhage is usually less acute than primary postpartum
hae or@ often featuring persistent vaginal bleeding, foul-smelling lochia, or uterine
tenderness. Diagnosis may require ultrasound scanning, speculum examination, and
laboratory tests. Treatment includes antibiotics, uterotonic agents, and, when necessary,

surgical evacuation of retained tissue.
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Classification by Blood Loss Severity: In addition to its classification based on timing,
postpartum haemorrhage (postpartum haemorrhage) may also be categorized according to the
volume of blood lost. Blood loss between 500 and 1,000 milliliters is typically considered
minor postpartum haemorrhage, while loss exceeding 1,000 milliliters is classified as major
postpartum haemorrhage. Major postpartum haemorrhage can be further subdivided into
moderate, when blood loss ranges from 1,000 to 2,000 milliliters, and se Q%hen it
exceeds 2,000 milliliters®. The severity of blood loss affects clinical {decision-making,
including the need for blood transfusion, surgical intervention, and @Ssxre care. However,

visual estimation of blood loss is often inaccurate, and stand d%ools such as calibrated

drapes or weighing soaked materials are recommended to@ e assessment.

2.1.1.2 Causes of Postpartum Haemorrhage (b

O

Understanding the causes and risk factor hostpartum haemorrhage is essential for timely
.

prevention, early detection, anq\(%bctive management. The causes of postpartum

haemorrhage are usually grm@ der the mnemonic "The Four Ts" Tone, Tissue, Trauma,

and Thrombin which P@Qhe main mechanisms contributing to excessive bleeding. In

addition to th ’Q&ediate causes, numerous predisposing risk factors increase the

likelihood ofpostpartum haemorrhage!°.

O
Utelkb&tony (Tone): Uterine atony is the most prevalent cause of primary postpartum
haemorrhage, accounting for approximately 70-80% of cases. It occurs when the
myometrium fails to contract effectively after the expulsion of the placenta, leading to
ongoing bleeding from the placental bed'!. Under physiological conditions, postpartum

uterine contraction compresses the blood vessels supplying the placental site, thereby
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arresting haemorrhage'?. However, when atony occurs, this process is disrupted, resulting in
continuous and potentially life-threatening bleeding. Risk factors contributing to uterine
atony include uterine over distension (as seen in cases of multiple gestation, polyhydramnios,
or fetal macrosomia), prolonged or precipitous labour, high parity, chorioamnionitis, and the
use of uterine-relaxant medications such as magnesium sulfate or general anaesthesia'>.
Retained Placental Tissue (Tissue): The retention of placental fragments wit Qn%terine
cavity is another significant cause of postpartum haemorrhage!*. Retained tisStde interferes
with effective uterine contraction and may lead to uterine aton@tionally, retained
products of conception may serve as a nidus for infection, fi @mplicating the clinical
course and increasing the risk of secondary postp aemorrhage'®. Pathological
adherence of the placenta, known as abnorma @ation including placenta accreta,
increta, or percreta is often implicated in cas etained tissue. Manual removal of the
placenta, particularly in unskilled hands ﬁ%& e absence of adequate uterine tone, may also
.

result in incomplete evacuation an@ased haemorrhagic risk'®.

Genital Tract Trauma (Tr@gf: Trauma to the genital tract constitutes a considerable
proportion of postpart%%orrhage cases, particularly in women who deliver vaginally'’.
Lacerations of x&(, vagina, perineum, or uterine rupture may cause significant blood
loss even in e;)besence of a well-contracted uterus'®. Instrumental deliveries using forceps
or Vam@%xtractors, episiotomies, and macrosomic deliveries are notable predisposing
factors for traumatic postpartum haemorrhage'®. Additionally, precipitous labour, which does
not allow sufficient time for the soft tissues of the birth canal to accommodate the descending

foetus, may result in spontaneous tears. Uterine rupture, although rare, is a catastrophic event
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often associated with a history of uterine surgery, such as caesarean section or myomectomy,
or with obstructed labour in settings lacking skilled obstetric care®.

Coagulation Disorders (Thrombin): Coagulopathies represent a less frequent but equally
critical cause of postpartum haemorrhage?'. In such cases, the bleeding results not from
structural or mechanical failure but from the blood’s inability to clot effectively. These
conditions may be pre-existing (e.g., von Willebrand disease, haemophili Qa uired
during pregnancy or the peripartum period. Acquired causes incl désseminated
intravascular coagulation (DIC), severe pre-eclampsia or HELLP @bme (Haemolysis,
Elevated Liver enzymes, and Low Platelets), amniotic fluid Q@n, sepsis, and abruptio

placentae®’. In such cases, clinical management must ed not only at controlling
external bleeding but also at correcting the underlyi atological abnormalities?’.

Beyond the primary etiological classiﬁcati%f(& factors may contribute to the onset or
exacerbation of postpartum haemorrhages }hese include uterine inversion, which typically

.

results from improper traction on t{&ihcal cord before placental separation, and uterine
rupture secondary to inappr@gé use of oxytocic drugs or previous uterine surgery?*.
Iatrogenic causes, such@%propriate administration of medications, poor adherence to the
active manage ?Q%e third stage of labour (AMTSL)?, or lack of immediate postpartum

monitoring, ge so been documented as contributing significantly to maternal morbidity in
poor@gced settings?®.

2.1.1.3 Risk Factors for Postpartum Haemorrhage

Although postpartum haemorrhage can occur in any woman after childbirth, several risk

factors can increase its likelihood. These factors are commonly categorized into antenatal,
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intrapartum, and postnatal risks?’. Antenatal risk factors refer to conditions present during
pregnancy that predispose a woman to postpartum haemorrhage?®. Grand multiparity, defined
as having five or more previous births, can weaken the uterine muscles, making them less
likely to contract effectively after delivery, thereby increasing the risk of uterine atony.
Multiple gestations, such as twin or triplet pregnancies, and polyhydramnios (excessive
amniotic fluid) both contribute to overstretching of the uterus, which also rai Q\&eisk of
uterine atony?’. Conditions such as placenta previa and placental abrupt10n nvolve abnormal
positioning or premature separation of the placenta, leading to ¢ s during delivery.
Additionally, maternal anaemia reduces the body’s abilj éope with blood loss,
heightening the danger of complications*. Intrapartum rlQ: rs are those that arise during
labour and delivery. Prolonged labour can exhﬁ@terme muscles, while very rapid

(precipitous) labour may not allow the uterus t ract efficiently, both of which can lead

to uterine atony?!. \

The use of uterine stlmulants s@s oxytocin or misoprostol, though necessary in many
cases, can also cause ut igue or even rupture if not properly monitored®?. Operative
deliveries, mcludm Qse of forceps, vacuum extractors, or caesarean sections, are
associated Witi@‘her risks of trauma and increased blood loss. Additionally, manually
removing acenta can damage uterine tissues and increase the likelihood of retained
place\@Q{ragments. While postnatal risk factors emerge after childbirth. Inadequate uterine
massage or poor postpartum monitoring can delay the identification of excessive bleeding.
When the administration of uterotonic drugs is delayed, the uterus may not contract properly,

leading to haemorrhage. Infections during the postpartum period can interfere with uterine

involution and result in secondary haemorrhage. Moreover, the absence of skilled birth
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attendants significantly delays the recognition and management of bleeding, which can

worsen outcomes.
2.1.1.4 Impact of Postpartum Haemorrhage

The impact of postpartum haemorrhage varies by region and country, but its consequences
remain severe across all settings, especially in Africa and Nigeria. Global Q%artum
haemorrhage accounts for approximately 27% of maternal deaths, mak gbthe leading
direct cause of maternal mortality, according to the World Healt@ization (WHO)*.
Each year, it is estimated that over 14 million women experi &mstpartum haemorrhage,
with about 70,000 deaths resulting from the condition. ore women suffer long-term

health issues such as severe anaemia, hypos: kﬁ?shock, or Sheehan’s syndrome

(postpartum pituitary necrosis)®>. Even in highf e countries where maternal deaths are

rare, postpartum haemorrhage is still a %}use of severe maternal morbidity, including
00

° &
the need for intensive care admiss@

cost of treating postpartum{% rrhage-related complications can also be high due to

transfusion, and hysterectomy>®. The economic

prolonged hospital sta&@%he need for advanced medical interventions®’. Global health

initiatives have 'h@f\gly recognized the urgency of improving postpartum haemorrhage

detection and\ management. Interventions like the WHO-recommended E-MOTIVE care

bun@w being implemented to reduce maternal deaths and improve care outcomes?®,

The burden of postpartum haemorrhage is most severe in sub-Saharan Africa, which
accounts for nearly two-thirds of global maternal deaths. In many African countries, health
facilities lack access to essential obstetric supplies such as uterotonics, blood products, and

trained midwives. Cultural practices, poor health-seeking behaviours, and transportation
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challenges further exacerbate the risk®*. A study found that the case fatality rate of
postpartum haemorrhage in Africa is 10 times higher than in high-income countries*.
Women in rural and remote areas often give birth without skilled birth attendants, making
them particularly vulnerable to unrecognized or untreated bleeding*!. The psychological and
social impacts of maternal death or severe morbidity due to postpartum haemorrhage are also
considerable. Surviving women may face infertility, emotional trauma, Q&cxnomic
hardship, particularly in communities where women serve as primary caregivers and income
contributors*?. Nigeria bears a significant share of the global m@mortality burden.

According to the Nigeria Demographic and Health Survey th 1 mortality ratio is 512

per 100,000 live births, and postpartum haemorrhage is @p he top three causes of these

6’6

Several factors contribute to the high impa@postpartum haemorrhage in Nigeria. One of

deaths®.

the most significant challenges is t‘h@ kness of the health system, particularly at the
primary care level, where man é&htles lack essential life-saving drugs such as oxytocin

and misoprostol. Ad ﬁ@ poor referral systems mean that women experiencing

complications often f lays in accessing secondary or tertiary health facilities equipped
to manage obs@emergenmes effectively. Another major issue is the inadequate training
of midwi% birth attendants. Many frontline healthcare workers do not receive sufficient
educ}&or hands-on experience in emergency obstetric care, limiting their ability to
respond promptly and appropriately to postpartum haemorrhage. Furthermore, cultural
beliefs and widespread poverty compound the problem. Some women choose to deliver at

home or delay seeking medical help due to traditional practices, fear of stigma, or the

inability to afford the cost of care. Together, these systemic, educational, and socio-cultural
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factors significantly hinder timely and effective management of postpartum haemorrhage in
Nigeria**. A study demonstrated that proper implementation of E-MOTIVE bundle in
selected Nigerian hospitals led to a 60% improvement in early detection of postpartum
haemorrhage and significant reduction in severe bleeding®. This underscores the importance

of knowledge, availability of interventions, and prompt response in improvinTternal

Management of postpartum haemorrhage is time-sensm\;" requires immediate

outcomes.

2.1.1.5 Management of Postpartum Haemorrhage

recognition and intervention. The first step in the managg¢ ‘@ postpartum haemorrhage is

the early identification of excessive bleeding, fol%@ the administration of appropriate

®%

Active Management of Third sw%\' our (AMTSL) and Uterotonics: WHO and

treatment based on the cause.*®

international guidelines emphasi@sophylaxis to prevent postpartum haemorrhage*’. Active
management of the third @ labour (AMTSL) involving prophylactic uterotonics, early
cord clamping/tracti%a uterine massage is the standard of care to reduce postpartum
haemorrhage r@:‘};\\'fhe most critical component is routine uterotonics: preferably 10 IU
oxytocin %Qntramuscularly or intravenously immediately after the baby’s birth. Oxytocin
is mefective and has fewer side effects than ergometrine or prostaglandins, and is
recommended for all births.** Misoprostol (usually 600-800 ug orally or sublingually) is

advised when oxytocin is unavailable or cold-chain cannot be ensured. Ergometrine (200 pg

IM/IV) or methylergonovine can be used as an adjunct (with caution in hypertension) if
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bleeding persists. International reviews confirm AMTSL significantly lowers postpartum
haemorrhage incidence®.

In practice, controlled cord traction is also performed (once the uterus is contracted) to
deliver the placenta efficiently, and fundal massage may follow to promote uterine
contraction and limit bleeding®!. In many Nigerian settings, AMTSL is part of standard
protocols, but challenges impede its full implementation.’? Oxytocin is widely %ﬂended
and used, but supply-chain and storage problems compromise its quality. rly half of
uterotonic samples in LMIC surveys fail quality tests, and in Nigeri@cin frequently has
reduced potency due to poor manufacturing and lack of refrigeration. As a result, providers
often co-administer misoprostol or use it instead of OX)@@ One Nigerian survey notes

that oxytocin and misoprostol remain the principa:% @%Qused for postpartum haemorrhage

prevention, albeit “largely of suboptimal qualit

in postpartum haemorrhage mana@n\g.

demonstrated that early TXA.Sighificantly reduces death from postpartum haemorrhage

Tranexamic Acid: Anti-fibrinolytic ther%Qit tranexamic acid (TXA) is a major advance

ultiple large trials (notably the WOMAN trial)

without added harm>®. Q@%uenﬂy, WHO now recommends 1 g IV tranexamic acid given

as soon as poss@lly within 3 hours of birth) for any woman with clinically diagnosed
emo

postpartum rrthage, followed by a second 1g dose if bleeding continues after
30 im@ré.This regimen — part of standard care in many guidelines — was shown to reduce
postpartum haemorrhage mortality (relative risk ~0.69 if given within 3 hours)*®. In practice,
TXA should be given immediately when atony or other causes of haemorrhage are identified.

In Nigeria, awareness of TXA is growing, but ensuring ready availability remains a challenge.

Efforts by WHO and partners have emphasized including TXA on national postpartum
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haemorrhage protocols and essential medicine lists, but anecdotal reports suggest it is still not
universally stocked in all delivery wards.*

Hemodynamic Resuscitation and Transfusion: Rapid resuscitation is critical once postpartum
haemorrhage begins. Intravenous fluids (usually isotonic crystalloids) should be initiated
immediately to maintain circulating volume®. In severe haemorrhage, uterine atony plus
hypovolemic shock mandates blood transfusion. Blood products should be a &early:
crossmatch 2—4 units of red cells (or whole blood in resource-poor settings) and*transfuse as
needed to restore hemodynamics. Massive-transfusion protocols @of packed cells,
plasma, platelets) may be adapted to obstetric patients, tho %al guidelines are often
lacking in low-resource settings®'. In Nepal, for examp vicwers note that even tertiary
hospitals had no clear postpartum haemorrhage tr Si@ policy, leading to delays in giving
blood.®? In Nigeria similar issues occur: a rece ary hospital audit found no institutional
transfusion protocol, with physicians typi b‘transfusing at a hemoglobin ~18%-21% (PCV
<18-21%) and for obvious hypoy, s\'a'. n that study, about 8.4% of obstetric patients
received transfusions, and h@%age (including 44% postpartum haemorrhage) was the
leading indication®’. eQdata underscore that lack of standard triggers and blood
availability ca '@hfe-saving transfusions. In practice, providers often begin IV
crystalloids Ammeé&diately (e.g. 1-2 L Ringer’s lactate) and prepare for blood while
simylta: rgy addressing uterine bleeding.%

Manual and Mechanical Interventions: When bleeding persists, manual compression and
mechanical techniques can be life-saving. Uterine massage remains a first-line response in
atonic postpartum haemorrhage: continual fundal massage can help the uterus contract even

before medications take effect®. If external massage is insufficient, bimanual uterine
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compression (one hand on the fundus inside the vagina, another on the abdomen) may
tamponade bleeding temporarily. Another measure is uterine packing (balloon tamponade):
WHO explicitly recommends intrauterine balloon tamponade for atonic postpartum
haemorrhage not responding to uterotonics. Low-cost devices (e.g. condom-catheter balloons)
have been effective in many settings®. The 2021 WHO recommendation notes balloon
tamponade should be used in settings where blood and surgical backup ®lable,
reflecting that it is an intermediate step before surgery®’. In Nigeria, inte@gs grown in
practical tamponade techniques; a 2023 review found that some Ni ’X)spitals now stock
Bakri balloons and train staff in condom-catheter tamp és part of postpartum
haemorrhage kits. (By contrast, historical reliance was n@( n uterotonics alone)®®. Early
detection is also vital: WHO now advocates qu tive blood-loss measurement (e.g.
calibrated drapes) rather than visual estimati&

o

Although not widely implemented yet, &m ives like E-MOTIVE care bundle (calibrated

trigger intervention more promptly.
.

drape + first-response bundle) are\ﬁgng piloted in Nigeria to improve early postpartum
haemorrhage recognition and %(se”.

Surgical Intewentions:i@?ical and manual measures fail, surgical intervention is indicated.
The goal is to Y@ bleeding while preserving fertility if possible. Options include
compressio%&?e’s and arterial ligation: for example, the B-Lynch brace suture compresses
the ute nd uterine artery ligation (or hypogastric/uterine devascularization) reduces
arterial inflow’®. In experienced hands, these uterus-sparing procedures can arrest bleeding.
In Nigeria, the first reports of such approaches appeared only in the 2010s. One case series
from southwestern Nigeria described a successful combined B-Lynch suture with bilateral

uterine artery ligation in a primiparous woman with severe atony; the authors recommended
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this “as an alternative to obstetric hysterectomy” for selected cases’!. However, many
Nigerian centers — especially until recently — moved quickly to hysterectomy when
postpartum haemorrhage was refractory’>. Obstetric hysterectomy (subtotal or total)
definitively stops bleeding but sacrifices future fertility. It is still the ultimate life-saving
procedure when all else fails. Other approaches (e.g. uterine devascularization by O’Leary or
triple ligation of utero-ovarian anastomoses) have been described but are less @3
Where available, interventional radiology (arterial embolization) can be hi@yl fective, but
few Nigerian hospitals have this capacity. Thus, Nigerian clinicians @Sﬁce a stark choice:
attempt compression sutures (if skilled personnel and time allow) ot proceed to hysterectomy
to save the mother. Training in surgical postpartum éhage techniques is part of
advanced obstetric care, but in low-resource settings emain. WHO guidelines explicitly
note that in some settings early recourse QQ ctomy may be needed, but encourage
capacity-building for conservative measu \
.

Blood Transfusion and Shock %ﬁ%gement: Concomitant with the above treatments,
aggressive blood-loss manage\mkgfs essential. Blood transfusion should be given as soon as
indicated by hemodyr&@?or measured haemoglobin’. In many Low-Middle Income
Country hospit ’@f blood is still the most available product; in better-equipped centers,
packed red E{d plasma/platelets are transfused (ideally following a massive-transfusion
ratio 75.%@igeria, transfusion practices vary widely. For example, a recent audit in Port
Harcourt found haemorrhage was the indication in 65.6% of obstetric transfusions
(postpartum haemorrhage accounting for 44.3% of cases), and 67% of units given were

whole blood. Notably, the same study reported no formal institutional policy on transfusion

thresholds — decisions were largely clinical, with many practitioners using PCV <18-21%
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(Hb ~6-7 g/dL) as a trigger’s. Such variability means some women may get delayed
transfusion. WHO emphasizes treating shock promptly: leg elevation, oxygen if available,
and transfusing blood even on “worst-case” presumptions if needed. The key is not to
withhold transfusion pending laboratory results; clinical judgment should err on the side of

maintaining perfusion’’.

Many of these interventions face implementation barriers in Nigeria. As (’%terotomc
quality is often poor; ensuring oxytocin cold chain or adopting heat&le carbetocin is a
priority. Skilled birth attendance is not universal, and home eries (often using
misoprostol) make AMTSL inconsistent’®. Training and @ment for UBT or surgical
measures may be lacking outside tertiary centers. §®is often in short supply and
transfusion services fragmented. Nigeria’s natio@ uidelines have begun to emphasize
postpartum haemorrhage bundles and com @es but studies document gaps: for example,
one survey found that even in tert% pitals, staff lacked clear written protocols for
postpartum haemorrhage mana@ﬁ(n? and transfusion. Adaptations are emerging — e.g.
wider use of postpartum % rrhage kits (uterotonics plus condom-catheter kits) and task-

shifting to train more ers in emergency obstetric care but much work remains’™

2.1.1.6 Earl@e ection and Prevention of Postpartum Haemorrhage

O

Posth@m haemorrhage (postpartum haemorrhage) is a life-threatening complication that
requires rapid identification and timely intervention. The cornerstone of reducing postpartum
haemorrhage-related morbidity and mortality is early detection and effective prevention,
which can significantly improve maternal outcomes both globally and in low-resource

settings like Nigeria. Early detection begins with accurate and prompt recognition of
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abnormal blood loss after delivery. Traditionally, postpartum haemorrhage has been defined
as blood loss of >500 mL following vaginal delivery or >1,000 mL after cesarean section.
However, visual estimation is often inaccurate, leading to underdiagnosis and delayed
treatment. As a response, the World Health Organization (WHQO) now recommends objective
quantification of blood loss using calibrated blood collection drapes or other measurement
tools during and after delivery. This practice improves detection and allows q@re ponse
C
N

One major advancement is E-MOTIVE care bundle developed% WHO-led research.

to haemorrhage onset?.

This includes the use of a calibrated drape (e.g., the BRASS@ape) to measure postpartum
blood loss accurately. E-MOTIVE approach also inm@%es other interventions such as
uterine massage, administration of tranexamic ac@%rotonics, IV fluids, and genital tract
examination all initiated promptly upon@ signs of bleeding®!. Early detection also
involves the use of clinical signs sfichyas\tachycardia, hypotension, pallor, dizziness, and
reduced urinary output, which @\mdicate ongoing blood loss and hypovolemic shock.
Midwives and obstetrici Q\Atrained to assess these warning signs during the immediate

postpartum period, eﬁn y in the first two hours after birth, when postpartum haemorrhage
is most likelé t@;\\r@.

Preve\ntjéQ[rategies focus on minimizing the risk of postpartum haemorrhage through
proactive interventions during the third stage of labour. The most evidence-based preventive
measure is the Active Management of the Third Stage of Labour (AMTSL), which includes:

Prophylactic administration of uterotonics is crucial. Oxytocin (10 IU IM or IV) is the first-

line drug recommended by WHO to prevent uterine atony, the leading cause of postpartum
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haemorrhage. In facilities where cold storage is unavailable or oxytocin quality is
compromised, misoprostol (600-800 mcg orally or sublingually) is a feasible alternative®3.
Another component of AMTSL is controlled cord traction (CCT) which assists in expediting
placental delivery, reducing the risk of retained placenta and associated haemorrhage®4. Also,

uterine massage is done. After placenta delivery, massaging the uterus promotes contraction

carbetocin

and reduces bleeding®. Use of heat-stable carbetocin is done in settings whe Qyt cin is

not reliably available due to cold chain limitations, WHO recommends hea
(HSC) for postpartum haemorrhage prevention. HSC is as effective @ocin and does not

require refrigeration, making it particularly suitable for lé-r urce settings like rural

hospitals in Nigeria®¢. Q

Prevention also includes antenatal identification &nen at increased risk for postpartum
haemorrhage. Risk factors such as multipation, polyhydramnios, previous history of
postpartum haemorrhage, anaemia, m@gd labour, and macrosomia should be recognized
early®’. At-risk women can be%&naged with enhanced surveillance during labour and
delivery, ensuring that nics, IV access, blood transfusion options, and skilled
personnel are available. Routine haemoglobin testing and management of antenatal anaemia
.
are key component$ of postpartum haemorrhage prevention. WHO recommends universal
iron and cid supplementation during pregnancy to reduce the impact of blood loss
WheMccursgg. Continuous professional training on postpartum haemorrhage recognition
and emergency response is vital. Simulation drills, guideline updates, and mentorship help
midwives and doctors improve their confidence and skill in managing early signs of

haemorrhage. Hospitals must also ensure postpartum haemorrhage kits (with uterotonics, IV

fluids, calibrated drapes, and tranexamic acid) are readily available and protocols are in
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place®”. In Nigeria, the implementation of such strategies varies by region and facility level.
Urban tertiary centers may have more consistent access to uterotonics and trained personnel,
while rural health posts may face logistical and staffing limitations. Government efforts to
standardize postpartum haemorrhage protocols and increase the availability of essential

commodities are ongoing but require stronger policy enforcement.
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2.1.2 E-MOTIVE Bundle
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Fig 2.1: WHO E-MOTIVE Care Bundle for Managing Postpartum Haemorrhage
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The foundation for E-MOTIVE was laid in 2012 and 2017, when WHO released updated
guidelines on the prevention and treatment of PPH, emphasizing timely use of uterotonics,
tranexamic acid (TXA), and other life-saving interventions. However, the actual
implementation of these recommendations remained inconsistent in many parts of the world.
E-MOTIVE care bundle is an evidence-based intervention designed to enhance the
management of Postpartum Haemorrhage by standardizing care to imp Q%temal
outcomes”. The term "E-MOTIVE" stands for a series of steps that, when @}Qd in order,
can effectively manage the causes of postpartum haemorrhage, es@ in low-resource
settings. The bundle is particularly useful because it provides§$red approach to timely

and effective interventions that can save lives by addressi eading causes of postpartum

haemorrhage: uterine atony, genital trauma, retainjd p@hta, and coagulopathies®!.

The development of E-MOTIVE care bub@ emmed from the need for comprehensive
protocols that could be easily impleh@ by midwives and other healthcare providers in
both hospital and community set@c. he goal is to standardize practices, minimize delays,
and ensure that critical a@k@ are taken rapidly when postpartum haemorrhage occurs.
Research has shown %dherence to such structured care bundles leads to a significant

reduction in @al mortality from postpartum haemorrhage by guiding healthcare

providers h critical interventions®?.

%

2.1.2.1 Components of E-MOTIVE Care Bundle

E-MOTIVE care bundle consists of eight core interventions that are designed to address the

various causes of postpartum haemorrhage®. These interventions are specifically tailored to
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improve the identification and treatment of postpartum haemorrhage during the first few

critical hours after delivery. The components of E-MOTIVE care bundle are as follows:*

1.

ii.

1il.

E — Early Diagnosis and Recognition of postpartum haemorrhage: Timely
recognition of excessive bleeding is the first step in preventing maternal morbidity
and mortality from postpartum haemorrhage. The Care bundle stresses the 'ﬁ%rtance
of healthcare providers being able to identify postpartum haemo rly. This
includes monitoring blood loss, uterine tone, and overall cli&l@ldition of the
mother after delivery. Early detection allows for early int , which is crucial in
reducing severe complications. 0

M — Manual Removal of Placenta: In case@@e the placenta is retained and
cannot be expelled naturally, manual rem s recommended. Retained placenta is
one of the leading causes of postp&%@(eemorrhage,, and it may lead to significant
blood loss if not promptly ad& . The manual removal of the placenta involves
carefully extracting the @&enta and any membranes from the uterus to prevent

haemorrhage an%@k)n.

O - Oxytocin inistration: The use of oxytocin, a uterotonic drug, is one of the
[ ]
key int@ions in managing uterine atony, which is the most common cause of

posa m haemorrhage. Oxytocin stimulates uterine contractions, helping to

\g%strict blood vessels at the placental site and reduce bleeding. E-MOTIVE care

1v.

bundle advocates for early and routine administration of oxytocin after the birth of the
baby.
T — Trauma Assessment and Repair: Genital tract trauma, such as tears in the

cervix, vagina, or perineum, can be a significant cause of postpartum haemorrhage.
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The bundle emphasizes the importance of promptly identifying and repairing any
tears or lacerations to prevent further blood loss. Traumatic injuries during childbirth
are often missed in the rush of delivery, so careful examination and repair are critical
to reducing haemorrhage.
v. I - Intrauterine Balloon Tamponade: In cases of severe bleeding that is resistant to
pharmacological intervention, intrauterine balloon tamponade can Q& as a
temporary measure to control haemorrhage. This involves inserting Qon into the
uterus and inflating it to apply pressure to stop the bleedin .@chnique has been
shown to be effective in controlling postpartum ha %e when uterine atony
persists despite oxytocin administration. Q
vi. V — Venous Access and Fluid Resus it%& Establishing venous access and
beginning fluid resuscitation are vital in ging severe blood loss. It is important to
restore circulating blood volume x}maintain perfusion to vital organs. Intravenous
.
(IV) fluids, such as saline Q{@?&ger s lactate, are used to prevent shock, while blood
products (e.g., red ble g{s) may be required if the haemorrhage is severe.

viL E - Emergen@erectomy: If all conservative measures fail and bleeding

continug '@’rollably, an emergency hysterectomy may be necessary to save the
he&”

life %

@rg is the last resort to stop bleeding. Though it is a life-saving procedure, it comes

mother. This surgical intervention involves the removal of the uterus,

with significant risks, including the loss of future fertility, which underscores the
importance of preventing postpartum haemorrhage in the first place®.
viii. Bundle Evaluation: The final step of E-MOTIVE bundle involves evaluating the

outcomes of the interventions. This includes assessing whether the interventions were
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effective in controlling postpartum haemorrhage and whether there were any
complications. It also involves documenting the entire process to improve future care

and learn from the experience®®.

2.1.2.2 The Importance of E-MOTIVE Care Bundle in Reducing postpartum

haemorrhage-Related Mortality Q*

E-MOTIVE bundle represents a comprehensive and structured approach t%Qanagement
of postpartum haemorrhage that can be applied universally®’. It @0 ially valuable in
settings where resources may be limited and where healthca v&ers may not have access
to the latest technology or interventions. By following th ence-based steps, healthcare
providers can effectively reduce the risk of mat ?b@th and improve patient outcomes.
The bundle empowers midwives, obstetrician other healthcare providers by providing
them with clear guidelines on how to ma é‘postpartum haemorrhage in real-time. In low-
resource settings, where maternal @ality from postpartum haemorrhage is highest, E-
MOTIVE care bundle offers &%0 improve care without relying on expensive equipment
or medications. StudieB\@ demonstrated that the implementation of care bundles like E-
MOTIVE care h@%\ hospitals significantly decreases the rate of maternal deaths from

postpartum hagmorrhage, improves the quality of obstetric care, and enhances the confidence

of h@ workers in handling emergencies®®.

2.1.2.3 E-MOTIVE Care Bundle and its Use in Ibadan Hospitals

In Ibadan, where maternal health remains a significant concern, implementing E-MOTIVE
care bundle could lead to a notable reduction in maternal morbidity and mortality. Ibadan,

being a major urban center in Nigeria, has a mix of public and private healthcare facilities,
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some of which may have limited access to necessary equipment or highly skilled
professionals®. The introduction of a structured protocol like E-MOTIVE Care bundle could
assist in addressing these challenges by ensuring that midwives and other healthcare workers
are properly trained and adhere to evidence-based practices in the management of postpartum

haemorrhage!'.

Despite the clear benefits, challenges remain, such as lack of training, i @g’lt use of
protocols, and insufficient resources in some hospitals. Therefore, it i@:la for healthcare
institutions in Ibadan to invest in the education of midwives on E- VE care bundle and

ensure that these practices are consistently followed across allthcare settings!?!.

2.1.3 Level of Knowledge of Midwives Regardi g@omponents of E-MOTIVE Care
Bundle in the Management of Postpartum H@ rhage

E-MOTIVE care bundle is a strategic,@?ce-based approach aimed at enhancing the early
detection and management of artum haemorrhage a major cause of maternal death
globally, particularly in \Q}source settings like Nigeria'%2. This bundle combines six key
interventions that mast Be implemented together and without delay when postpartum
haemorrhage i@pected: Early detection using a calibrated drape, uterine Massage,
administration/of Oxytocics, Tranexamic acid, IV fluids, and Examination of genital tract
with&%tion if needed (E-MOTIVE)'%, Midwives play a frontline role in maternal care,
especially in sub-Saharan Africa where they often manage deliveries independently. Their

knowledge of E-MOTIVE bundle directly affects the timely and effective management of

postpartum haemorrhage, which can reduce preventable maternal deaths. Awareness and
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understanding of each component of the bundle, the order of application, and the rationale for

their combined use are essential to ensure successful outcomes'%.

Globally, several studies have found varying levels of awareness and training on E-MOTIVE
components by midwives. For example, a study in Kenya found that only 58% of midwives
were able to correctly identify all components of active postpartum hrrhage
management, with the majority lacking hands-on experience with calib @‘ apes and
tranexamic acid!®. Similarly, in South Africa, a 2022 survey revealed ifi€ant knowledge
gaps in the application of tranexamic acid and the import% early genital tract
examination'%. In Nigeria, the situation is mixed. A stud cted in tertiary hospitals in
Lagos showed that while most midwives were famili@@oxytocin and uterine massage,
less than half had received formal training on ca@d drapes and tranexamic acid use!"’.
Many relied on clinical judgment or Visua@ation of blood loss, which is prone to error.

The lack of continuous professional X@Pmem, resource constraints, and non-availability

of all E-MOTIVE components c<®bute to this knowledge gap.

Limited knowledge by Y@s impairs the effective implementation of E-MOTIVE bundle.
This results in delayed diagnosis of postpartum haemorrhage, ineffective treatment,
and a highe@k of maternal morbidity and mortality. Additionally, knowledge deficits can
com@fbthe confidence of midwives to initiate life-saving measures, particularly in

emergency situations where decisions must be made quickly!®®

. A cross-sectional study
conducted in Uganda among 150 midwives revealed that only 40% could correctly identify

all components of E-MOTIVE care bundle, and even fewer had practical experience in

applying all of them'®. This indicates a knowledge gap that could be fatal during obstetric
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emergencies. Similar findings were reported in a study in Ethiopia, where over half of the
participating midwives demonstrated inadequate knowledge of postpartum haemorrhage

10 In contrast, studies from developed

protocols, despite years of clinical experience
countries such as the United Kingdom and Sweden show a higher knowledge rate by
midwives regarding structured care bundles like E-MOTIVE. This has been attributed to
continuous professional education, periodic clinical drills, and institutional@@elines

that mandate adherence to postpartum haemorrhage management protocols!{!.

In Nigeria, the picture is mixed. While midwives in tertiary hospi ten receive updates
and in-service training on emergency obstetric care, th@n secondary and primary
healthcare facilities may lack such opportunities. A s@ Enugu State showed that only
35% of surveyed midwives had received formal t@(gg on E-MOTIVE bundle or a similar

postpartum haemorrhage management too?@fgs suggests that knowledge gaps could be
more pronounced at lower levels of hﬁ@{e delivery.

2.1.3.1 Factors Influencing® g{edge of midwives

\
The knowledge 1€§§ midwives regarding postpartum haemorrhage (postpartum
haemorrhage) @ment, including E-MOTIVE care bundle, is influenced by a variety of
personal, 116 tional, and environmental factors. Scholarly literature consistently identifies
educ}ﬁg% workplace setting, clinical exposure, access to job aids, and mentorship as
significant determinants of clinical knowledge and competence. Educational background and
professional training have been widely cited as primary contributors to midwives’ knowledge

of emergency obstetric care. Midwives who possess higher educational qualifications or who

have undergone recent training are more likely to demonstrate accurate knowledge of

43



evidence-based protocols such as E-MOTIVE care bundle. It was found that midwives who
had participated in continuing professional development programs, especially those focusing
on the active management of the third stage of labor (AMTSL), showed significantly
improved understanding and recall of postpartum haemorrhage protocols!'®. Similarly, it was
observed that structured in-service training and workshops had a positive i&:t on

midwives’ ability to identify and implement critical interventions in postpartua Qmo hage

management! !4, ’\< )

The workplace environment also plays a crucial role in shaping mi s' knowledge levels.
Midwives employed in tertiary and teaching hospitals are mely to have access to up-to-
date clinical protocols, peer review, and mentorship, &c contributes to higher levels of
competence. Another study found that midv@(bin well-resourced urban facilities
demonstrated better adherence to clinical g\\@mes compared to those working in rural or
under-resourced settings!!'>. The diffﬁ\ﬁ& was attributed to access to clinical resources,

supervision, and regular capacit& i Emg exercises.
°

Clinical experience a%&ical exposure to obstetric emergencies are also influential.
Midwives with @\xperience managing postpartum haemorrhage cases tend to retain
knowledge @e ctfectively and exhibit greater confidence in implementing protocols such
as -@E”é. The accumulation of hands-on experience reinforces theoretical
knowledge and improves response time during actual emergencies. Moreover, the availability
of clinical guidelines and visual job aids at the point of care has been identified as an
enabling factor for knowledge reinforcement. In a multi-center study, it was observed that

midwives working in labor wards where guidelines and decision-making charts were visibly
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displayed were more likely to recall and correctly apply standardized procedures'!’. These
tools serve as constant reminders and support consistent adherence to clinical standards.
Supervision and mentorship are also vital to enhancing knowledge and practice by midwives.
It was also noted that supportive supervision from senior healthcare providers helped
midwives develop critical decision-making skills and improved their confidence in managing
postpartum haemorrhage!'®. Mentorship fosters a learning environment where batk and

O

reflection promote both the acquisition and retention of clinical knowle;ié<

2.1.3.2 Knowledge Gaps and the Need for Training %Q

Various studies highlights significant knowledge gaps by: es in the understanding and
implementation of E-MOTIVE care bundle, unde @ng the critical need for ongoing
professional education and structured clinical g. While foundational knowledge may
be acquired through traditional learnin Qods such as reading clinical guidelines or
attending didactic lectures, evidencé&g ts that passive knowledge acquisition alone is

N

insufficient for effective clini pplication. Active learning strategies such as clinical
simulations, practical @rations, and scenario-based workshops have been shown to
enhance not only @ledge retention but also midwives’ confidence and competence in

real-time de%&ﬁaking during obstetric emergencies'!’.

A rés{%r?concern in studies from similar low-resource settings is the absence of
standardized and recurrent training on newly introduced protocols, including E-MOTIVE.
Knowledge assessments conducted in such settings often reveal substantial variation in
understanding by midwives across different healthcare tiers'?’. In the context of Ibadan,

where this present study is situated, preliminary observations and anecdotal reports indicate
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that knowledge of E-MOTIVE bundle is unevenly distributed. While midwives working in
tertiary or teaching hospitals may demonstrate relatively higher awareness and familiarity
with the bundle’s components, those practicing in general or primary healthcare facilities
often lack comprehensive knowledge of the protocol'?!. This discrepancy is particularly
concerning, as a considerable proportion of childbirths in the region occur outside of tertiary

care institutions, thereby placing frontline midwives in lower-level facilities af ch ter of

maternal care delivery. ’\< N
The documented knowledge gap underscores the urgent nee geted interventions

aimed at improving the competency of midwives at allls of healthcare delivery.
Policymakers, nursing educators, and hospital adminiﬁ& have a pivotal role to play in
institutionalizing in-service education program@ focus specifically on postpartum
haemorrhage management and E—MOTIV]&%’gmdle. Regular updates, hands-on training
sessions, and performance audits sho‘t%' integrated into routine professional development

plans to ensure clinical readiness%\
°

Closing the knowledgﬁ\%@midwives is essential for strengthening maternal healthcare
systems. By e '@midwives with the appropriate knowledge and practical skills to
identify and manage postpartum haemorrhage effectively, maternal mortality and morbidity
rate ca@’bsigniﬁcantly reduced. This aligns not only with national health objectives but
also with global commitments such as the Sustainable Development Goal (SDG) 3.1, which
aims to reduce maternal mortality to fewer than 70 deaths per 100,000 live births by the year

2030'%,
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2.1.4 Detection of Postpartum Haemorrhage by Midwives Using E-MOTIVE Care

Bundle

Early and accurate detection of postpartum haemorrhage is a critical factor in preventing
maternal morbidity and mortality. E-MOTIVE Care Bundle was developed not only to
standardize management but also to improve the detection process through obj ectiv%thods
such as the use of calibrated drapes. Several global, continental, and nati %ies have
examined the impact of E-MOTIVE on enhancing early detection O{(Q’ -~ In the United
Kingdom, it was found that among 4,500 deliveries in NHS hospitalsithie implementation of
objective blood loss measurement tools led to a 53% impront in the timeliness of PPH
detection. The study reported that most midwives init@gderestimated blood loss before
training in E-MOTIVE protocols'?*. In India a 42‘@ction in delayed PPH diagnoses after
E-MOTIVE training and the introduction O@%ted drapes across five primary healthcare
centers was observed. Midwives repd\%%greater confidence and clarity in making timely
diagnoses, particularly durir.lg h%v(aume shifts!®. In Ghana, midwives’ ability to detect
PPH before and after the @1 of E-MOTIVE was assessed; the number of cases detected
within the first 15 &ﬁs of blood loss raised from 2,100 out of 5,000 (42%) pre-
intervention t 4?\0’ (82%) post-intervention. The study concluded that standardized
detection ignificantly reduced response delays!?. A Kenyan study reported that out of
9,30&&&@& early PPH detection increased from 57% to 88% after the implementation of
E-MOTIVE detection component. This was largely attributed to midwives’ use of calibrated
drapes and improved documentation systems!?’.

In Uganda it was found that midwives who received hands-on training on calibrated blood

measurement tools detected bleeding early in 86% of PPH cases, compared to 63% among
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those using visual estimation!?®. A report that cohort 150 midwives across 12 secondary
hospitals in Southwest Nigeria, calibrated drape use for PPH detection rose from 36
midwives (24%) pre-training to 120 midwives (80%) post-training. This shift led to a 60%
improvement in the timeliness of haemorrhage identification, allowing for quicker
interventions!?. 3,500 postpartum cases reviewed in three tertiary hospitals in nge ia found
that only 945 cases (27%) of PPH were correctly identified using visual estim ever,
when E-MOTIVE tools were introduced, accurate detection rose to 2 660 Q%%) The

authors highlighted the effectiveness of structured training in@s rming detection

O

2.1.5 Midwives’ Utilization of E-MOTIVE Care Management of Postpartum

Haemorrhage 6(6

The extent to which midwives utili }OTIVE care bundle in the management of

practices'°.

postpartum haemorrhage (postpa&ﬁfp\ haemorrhage) varies significantly across global,
regional, and local settings.'@zation refers to the actual and consistent application of all
six components of E—\@' E bundle in clinical practice at the point of care. These
components in .d%%y detection using a calibrated drape, uterine massage, administration
of oxytocic%anexamic acid (TXA), intravenous (IV) fluids, and a thorough genital tract
exam'{/%n with escalation when necessary. Globally, despite the bundle’s proven
effectiveness in reducing severe bleeding and maternal deaths, studies have shown that its
implementation is inconsistent. A WHO-led multi-country trial across Africa and Asia found
that while E-MOTIVE bundle significantly reduced the incidence of severe postpartum

haemorrhage, only a portion of cases were managed using all components of the bundle.
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Many healthcare providers applied uterine massage and administered oxytocin, but the use of
TXA, calibrated blood drapes, and prompt escalation remained limited due to gaps in training,

drug availability, and institutional support systems'!.

In sub-Saharan Africa, including Ghana and Uganda, similar trends have been observed.
Research shows that midwives often use the more familiar and accessible compon%of the
bundle such as uterotonics and uterine massage but do not consistently applc/@%re recent
additions like TXA and calibrated drapes'??. This pattern suggests that&hile midwives may
have partial knowledge of the bundle, full implementation is hi supply constraints
and systemic challenges. In Nigeria, where postpartummorrhage accounts for a
significant percentage of maternal deaths, the situat@%imilar. A study conducted by
midwives in Lagos States revealed that while the@%ity were familiar with and regularly
administered oxytocics and performed utet@assage, far fewer used calibrated drapes or
administered TXA in response td @aﬁum haemorrhage!*. This discrepancy was
attributed to lack of training % -MOTIVE protocol, absence of standard operating
procedures in health faci i@and inadequate supply of essential materials like TXA and
blood drapes. Some midwives also cited high patient loads and under-staffing as reasons for
omitting certaii components of the bundle during emergencies. Moreover, the practice of
escalatio re midwives refer or seek assistance from higher-level providers when
blee&&%)es not stop is often not followed due to fear of being blamed, lack of clear referral
protocols, or absence of emergency transport services. In many health centers, midwives

continue to rely on clinical judgment and informal practices, rather than structured bundles

like E-MOTIVE, particularly in rural or low-resource settings!34.
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In a multilevel modeling research to estimate incremental cost-effectiveness ratios from the
perspective of the public healthcare system for outcomes of cost per case of severe PPH
(blood loss >1000 mL) prevented and cost per disability-adjusted life-year (DALY averted;
a total of 80 secondary-level hospitals across Kenya, Nigeria, South Africa, and Tanzania, in
which 210,132 patients underwent vaginal delivery, were randomly assigned to E-MOTIVE
group or the usual-care group. Among hospitals and patients with data, se Q%H was
diagnosed in 1.6% of patients in E-MOTIVE group and 4.3% of patients|in usual-care
group. E-MOTIVE intervention was deemed cost-effective at cont@r willingness-to-
pay thresholds and remained cost-effective across the full r. e%ensitivity and country-
level analyses. Interpretation Use of a calibrated blood-c@ drape for early detection of
PPH and bundled first-response treatment is ¢ st@ive and should be perceived by
decision makers as a worthwhile use of he ¢ budgets'?®. In Nigeria, E-MOTIVE
implementation is growing, with studies&oking to both achievements and challenges. In a
study of 150 midwives in 12 hos;{@j\across Southwest Nigeria, after training, the rate of
complete bundle use rose fro o to 84%, and PPH complications declined by 60%. The
availability of equipm%?leadership support played a vital role in the outcomes!3®. In a
tertiary hospita v«%}MOTIVE was applied consistently, PPH-related ICU admissions

dropped by& o. The researchers highlighted gaps in record-keeping and supervision as
area@ attention'?’.

Overall, while E-MOTIVE bundle presents a structured and life-saving intervention, its
utilization by midwives remains suboptimal. The most consistently used components are
those that have long been part of routine obstetric care, such as uterine massage and oxytocin

administration. Conversely, the newer or resource-dependent components like TXA,
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calibrated drapes, and escalation protocols are less frequently utilized. To improve outcomes,
there is a need for enhanced training, adequate supply of materials, supportive policies, and
supervision mechanisms that encourage full implementation of the bundle in real-time

clinical scenarios.

2.2 Theoretical Framework Q\

A theoretical review serves as the foundation of a research study, offerin t@ ceptual lens
through which the research problem is analyzed and understoodéhis study, which
explores the knowledge and utilization of the E-MOTIVE care bundle by midwives in the
detection and management of postpartum haemorrhage i@e state hospitals in Ibadan, the
Knowledge-to-Action (KTA) Framework prov'dgsb particularly suitable and robust

®%

theoretical foundation.
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2.2.1 Knowledge-to-Action (KTA) Theory

Monitor
knowledge

Select, tailor,
implement
interventions

Evaluate
outcomes

Assess barriers
to knowledge
use

Sustain
knowledge
use

Adopt
knowledge
to local context

Identify, review,
select knowledge

Fig 237 Knowledge-to-Action (KTA) theory by Ian Graham (Torres, Mendes and

Barbieri-Figueiredo )"
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The Knowledge-to-Action (KTA) theory, proposed by Ian Graham and but currently used by
Torres and colleagues, provides a systematic, process for translating research evidence into
meaningful practice. It was born out of a synthesis of over 30 planned-action theories and has
since become one of the most cited and adopted frameworks in knowledge translation,
particularly within the Canadian Institutes of Health Research (CIHR) and other global health
bodies like the World Health Organization (WHO)!3°. The theory has two mai Qp nents:
Knowledge Creation: The knowledge creation component is representéd a§~a funnel to
illustrate the narrowing process by which raw evidence is refined 1@6 usable forms. It
includes three levels: knowledge inquiry (primary studies), & ge synthesis (systematic

reviews), and knowledge tools or products (such as chmc’- ice guidelines, decision aids,

or protocols). gb

As knowledge moves down the funnel, @mes increasingly useful and applicable to
specific decision-making contexts!4®, \ n Cycle: Surrounding the knowledge creation
funnel is the action cycle, whlcléhcompasses seven dynamic steps essential to translating
knowledge into practic e include: identifying a problem and selecting relevant
knowledge, adaptln %edge to the local context, assessing barriers to knowledge use;
selecting, ta110Qg>and implementing interventions, monitoring knowledge use, evaluating
outcomes; ustaining knowledge use!*!. Each step in this cycle is iterative, allowing for
feedw and revision at any stage of the implementation process. The KTA framework thus

acknowledges that knowledge translation is rarely linear and must be adapted to real-world

complexities'#?
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2.3 Review of Empirical Studies

The aim of this study is to assess the knowledge and utilization of the WHO E-MOTIVE
Care Bundle in the management of postpartum haemorrhage among midwives in secondary
health institutions in Ibadan, Oyo State. Empirical studies from Nigeria and similar low-
resource settings provide valuable insights into current practices, gaps, and thewextent of
(O

2.3.1 Knowledge of E-MOTIVE Care Bundle Among Midwives 6\

implementation of evidence-based maternal care protocols.

Empirical findings consistently reveal a significant gap in ives’ knowledge of the full
E-MOTIVE Care Bundle. '* conducted a cross-secti(@&dy in Enugu State, Nigeria, to
assess healthcare providers’ knowledge of tranex@ acid (TXA) a key component of the
bundle. The study revealed that only 23.7 "/b\&@spondents demonstrated good knowledge of
TXA, and just 16.4% used it rout &&Jring PPH management. Similarly, in a multi-
country implementation study c%%nng Nigeria, Kenya, and South Africa, '* found that
while midwives were g aware of individual interventions like oxytocin or uterine
massage, few could identify and apply all six components of the E-MOTIVE Care Bundle.
The findings re@e}a pressing need for structured training that integrates newer components
such as caljbrated drapes and escalation protocols. In a study conducted in South Western
Nige}h/%ﬂ it was shown that healthcare workers with greater knowledge of emergency
obstetric care were significantly more likely to adhere to evidence-based practices during
delivery. This suggests that improving knowledge directly influences clinical behaviour and

maternal outcomes.
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In a multi-country cluster-randomized trial covering Kenya, Nigeria, South Africa, and
Tanzania, E-MOTIVE Care bundle which includes early detection using a calibrated blood-
collection drape and bundled treatment protocols significantly reduced the incidence of
severe postpartum haemorrhage. The trial involved women in 78 hospitals, showing that
midwives in intervention sites demonstrated increased adherence to evidence-based practices
and a reduction in blood loss and maternal complications. This large-scale s Q&olved
over 210,132 women undergoing vaginal deliveries and demonstrated a réduction in severe
PPH cases from 4.3% to 1.6% in the intervention group when coto usual care The
trial concluded that midwives’ utilization of the bundle 00161 0 a 2.6% reduction in

severe postpartum haemorrhage cases compared to u e, confirming the bundle’s

effectiveness in real-world clinical settings. !4

6’6

A quasi-experimental study in Egypt assesS@e effect of E-MOTIVE bundle on enhancing
nurses' knowledge, practice, and self—\‘%& related to postpartum haemorrhage. Prior to the
intervention, fewer than 50% of @plpants demonstrated satisfactory knowledge or practice.
Post-intervention results s@d that over 75% of the nurses advanced from low to high
knowledge categorie Q 91.2% achieved satisfactory implementation of E-MOTIVE
components. T@dings showed statistically significant improvements in knowledge and
clinical p% post-intervention. The researchers reported that over 75% of participating
nurswboved from low to high knowledge levels after receiving targeted training on E-
MOTIVE components, demonstrating the effectiveness of structured educational
interventions.'*” Nurses showed greater confidence in administering uterotonics, performing

uterine massage, and executing escalation protocols, suggesting that regular in-service

training is vital to the bundle’s sustainability and effectiveness.
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2.3.2 Steps in the Management of Postpartum Haemorrhage using E-MOTIVE bundle

Several studies have evaluated how midwives respond to postpartum haemorrhage in practice.
148 conducted a qualitative study among midwives in Ekiti and Eastern Nigeria and reported
that many midwives depended heavily on experience and available resources rather than
standardized protocols. The most common interventions reported included uterin&%ssage,
oxytocin administration, and use of non-standardized tools to estimate blo owever,
the lack of calibrated drapes and poor documentation of bleeding pattefus §'{e identified as
gaps in care. These practices illustrate the urgent need t rdize the stepwise

management of PPH using WHO-recommended guidelines I@MOTIVE.

Similarly, '

assessed the use of Active Manage n@e Third Stage of Labour (AMTSL)
among skilled birth attendants in Nigeria and f&hat only 42% fully adhered to AMTSL
protocols. Given that AMTSL forms a\foundation upon which E-MOTIVE builds, the
findings underscore the broader is&ﬁb\f poor compliance with standardized maternal care
practices. A quasi-experime@gﬁdy in Ghana, where 100 midwives were trained in E-
MOTIVE practices, ﬁrﬁ@lowed a jump in PPH case resolution rates from 58% to 85%
post-training, "t@?rresponding drop in maternal complications.'>® In Kenya, 9,300
deliveries wgre tracked over one year; hospitals applying E-MOTIVE practices saw a 28%
redu ti(&mergency hysterectomies and a 34% decrease in haemorrhage-related maternal

deaths.’!' The study attributed success to continuous training, team-based care, and access to

supplies.

A Ugandan cross-sectional study reported that in facilities using all components of E-

MOTIVE, 84.6% of PPH cases were successfully managed, compared to 63.2% in hospitals
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with partial implementation. Staff confidence and mentorship were critical to consistent
performance. In a multilevel modelling research to estimate incremental cost-effectiveness
ratios from the perspective of the public healthcare system for outcomes of cost per case of
severe PPH (blood loss >1000 mL) prevented and cost per disability-adjusted life-year
(DALY) averted; a total of 80 secondary-level hospitals across Kenya, Nigeria, South Africa,
and Tanzania, in which 210,132 patients underwent vaginal delivery, w Qan omly
assigned to E-MOTIVE group or the usual-care group. Among hospitals %/Qtients with
data, severe PPH was diagnosed in 1.6% of patients in E-MOTI@g up and 4.3% of
patients in the usual-care group. E-MOTIVE intervention @med cost-effective at
contemporary willingness-to-pay thresholds and remainleective across the full range
of sensitivity and country-level analyses. Interpr atj@‘se of a calibrated blood-collection
drape for early detection of PPH and bundled =response treatment is cost-effective and
should be perceived by decision makersias ‘a worthwhile use of healthcare budgets'>?. In
Nigeria, E-MOTIVE implementati%a;\}r'owing, with studies pointing to both achievements
and challenges. In a study GK idwives in 12 hospitals across Southwest Nigeria, after
training, the rate of co@%bundle use rose from 24% to 84%, and PPH complications
declined by 60‘V?®ailability of equipment and leadership support played a vital role in
the outcom 59[% a tertiary hospital where E-MOTIVE was applied consistently, PPH-

related @dmissions dropped by 50%. The researchers highlighted gaps in record-keeping

and supervision as areas needing attention!>.
2.3.3 Utilization of E-MOTIVE Care Bundle

Evidence on the utilization of the E-MOTIVE bundle remains limited, as it is a relatively
new WHO recommendation. However, available studies suggest low but improving uptake.
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In a randomized implementation trial led by WHO and partners across several LMICs,
facilities trained on the E-MOTIVE protocol reported a significant reduction in severe PPH
cases, but this success depended on ongoing supervision, access to required materials, and

refresher training.

In Nigeria, !> investigated the practice of using TXA in northern regions and f%d that
utilization was primarily hindered by unavailability and lack of knowle among
skilled providers.® Another study by '**found that facilities with cliniékau it systems and
routine training were significantly more likely to adopt bu re practices. These
findings suggest that successful utilization is closely tied to itional support and capacity
development. These studies suggest that while midwives may possess foundational
knowledge about postpartum haemorrhage @’Qement, awareness and consistent
application of structured tools like E-M bundle are limited by factors including
training access, facility readiness, and@ylslon These findings highlight the need for both

knowledge enhancement and @c reform to ensure full utilization of E-MOTIVE care

bundle in postpartum h@ge management.
i
\,Q:Z>
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Conceptual Model

IDV

Midwives’ Knowledge of
WHO E-MOTIVE Care

Bundle

DV

v

Action Cycle
(Knowledge-to- Action)
Identify gaps of E-MOTIVE
Care Bundle in the selected
health institutions
Adapt Knowledge to context
Assess barriers (supplies,
staffing, etc)
Implement Interventions
(training, supervision)
Monitor knowledge use
Evaluate Outcome (PPH
outcome)

\4

Utilization of WHO
E-MOTIVE Care
Bundle
Management of
Postpartum
haemorrhage

Fig. 2.3: Conceptual Model of Knowledge to Action theory towards the Midwives’
Knowledge and Utilization of E-motive Care Bundle management of Postpartum
Haemorrage in selected Secondary Health Institutions in Ibadan, Nigeria.

Source:

Researcher’s Concept, 2025
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2.4.2: Explanation on Application of the Knowledge-to-Action (KTA) Framework in

Implementing the E-MOTIVE Care Bundle

The Knowledge-to-Action (KTA) Review is essential for exploring the institutional and
systemic factors that influence the implementation of the E-MOTIVE Care Bundle across
healthcare centers. This framework provides a structured pathway to examine ho earch—

based interventions are translated into clinical practice within Nigerian htj@; settings,

Q

Knowledge Creation: The process begins with the generat é issemination of the E-
tool

particularly among midwives.

MOTIVE Care Bundle, which integrates evidence-ba: s, protocols, and training
designed to manage postpartum haemorrhage (PP )(@study examines whether midwives

in various centers have received exposure _t s knowledge through formal training,

workshops, or continuous professional d@ment programs.
[ ]

Identify Gaps: At this stage, the@sew identifies existing gaps in knowledge and utilization
of the E-MOTIVE C@le among midwives across different healthcare centers. It

explores Varlatlons i, understanding, familiarity, and practical application, which could

influence the st:.e} of the intervention.

Adapt ’gmtext: The study assesses how well the E-MOTIVE Care Bundle has been
adapted to different hospital environments, considering factors such as available resources,
existing local practices, and the level of knowledge of the intervention within various
hospitals. The contextual adaptation also reflects how cultural and institutional realities affect

its application.
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Assess Barriers: This step involves identifying barriers that hinder the effective
implementation of the care bundle such as inadequate supplies, insufficient staffing, heavy
workload, or limited access to training. Recognizing these constraints is vital to

understanding the systemic challenges facing midwives in PPH management.

Implement Strategies: Here, attention is given to the actual execution of strate 'ﬁ*uch as
training sessions, adherence to clinical protocols, and the presence of Su@ systems

that facilitate correct use of the E-MOTIVE Care Bundle in hospital setlﬁés.

O

Monitor Use: The review emphasizes tracking how midwi % the E-MOTIVE Care
Bundle in real clinical scenarios specifically monitoring ¢y manage PPH cases, assess

timeliness of response, and ensure compliance wit? Q68 15hed protocols.

Evaluate Outcomes: This phase focuses 0?®uating the outcomes of implementing the E-
MOTIVE Care Bundle in terms of\’@’mal health improvements and the number of

successfully managed PPH casélt provides evidence of the intervention’s impact on

clinical effectiveness ar@l outcomes.

Sustain Practi :@W, sustainability is examined through ongoing initiatives such as
refresher tra@g, supportive policies, mentorship programs, and ensuring adequate supply of
E-MO materials. These measures promote continuous learning and long-term

integration of best practices into midwifery care.

The KTA Review offers a comprehensive lens through which policy formulation, leadership

engagement, and continuous quality improvement can be aligned to strengthen knowledge
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use, enhance maternal health outcomes, and sustain evidence-based practice within Nigerian

healthcare institutions.
2.5 Summary of the Reviewed Literature

The literature reviewed in this chapter highlighted the global and local burden of po tpartum
haemorrhage (postpartum haemorrhage) as one of the leading causes of mate 0 ahty,
especially in low- and middle-income countries such as Nigeria. Despite @)reventable
and treatable, postpartum haemorrhage remains a persistent pubhc@t challenge due to
late detection, inadequate clinical response, and inconsistent use of evidence-based
interventions. The conceptual review defined key constru ﬁas postpartum haemorrhage,
its types, causes, risk factors, and consequences. ilagewew also discussed the role of

midwives as frontline healthcare prov1der management of maternal emergencies,

emphasizing their critical position in reduding ostpartum haemorrhage-related deaths.

>

A key intervention discussed éﬁ OTIVE care bundle, an evidence-based package
comprising Early det @through blood loss measurement, Massage, Oxytocics,
Tranexamic acid, IV uids, and Examination. It is designed to prompt rapid and effective
treatment for @rtum haemorrhage. Studies reviewed suggest that while E-MOTIVE
bundle is ven approach to improving maternal outcomes, its successful application
depe}&y%rgely on midwives’ knowledge, training, and workplace support systems.
Furthermore, the chapter underscores the impact of structured, context-specific training and
supportive supervision in improving knowledge, practice, and self-efficacy among midwives.

Theoretical underpinning is provided through the Knowledge-to-Action (KTA) framework,
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which explains how evidence-based interventions like E-MOTIVE can be adapted and

sustained in real-world clinical practice.

Empirical studies revealed varying levels of knowledge by midwives about the components
and application of E-MOTIVE bundle. Barriers identified in the literature included lack of
training, unavailability of medications, limited protocols, and poor policy enf%:ment.

Despite these, evidence supports the effectiveness of E-MOTIVE bundle i(;@:hg severe

maternal outcomes when properly implemented. /\

Overall, the literature review demonstrated a gap betwee @edge and practice by
midwives, necessitating further investigation into the fac influencing the implementation
of E-MOTIVE bundle. This study is, therefore tb@and significant in addressing the

pressing need for improved clinical responses t@ partum haemorrhage in Nigerian health

facilities. . 5\%@
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Chapter Three

Research Methodology

3.1 Research Design

This study employed descriptive survey design. The design was considered apqiate for
ascertaining the midwives’ knowledge and utilization of E-MOTIVE care bundl agément of
postpartum haemorrhage in secondary health institutions in Ibadan which alloweddata collection
3.2 Population of the Study Q

Q

The study was conducted in three selected second %h institutions in Ibadan, Oyo State,

at a single point in time from a defined population.

Nigeria: Adeoyo Maternity Teaching Hospital, Specialist Hospital, and Ring Road State
Hospital. These facilities are public secon %evel health institutions offering comprehensive
maternal and child health services, iKQ}@ antenatal, delivery, and postnatal care. Midwives at
these hospitals are directly in@% in the management of postpartum haemorrhage and are
expected to be familiar w@ilize evidence-based interventions like E-MOTIVE care bundle.
Adeoyo Maternit '@g Hospital, Yemetu, Ibadan, was established in 1927 by the Church
Missionary S@y in collaboration with the colonial government. Initially known as Adeoyo
Materd\t/@e, it was designed to provide maternal and child health services to Ibadan and its
environs. Between 1948 and 19541, it served as a College Hospital for the University of Ibadan,
marking its first academic affiliation. During this period, it was upgraded with additional
infrastructure including 50 beds, a laboratory, X-ray annex, medical lecture rooms, and a

mortuary. It has evolved into a comprehensive teaching and referral hospital specializing in
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maternal and child health. In 2020, it was approved for reaccreditation as a full-fledged teaching
hospital, with a focus on training midwives and other healthcare professionals. The hospital
offers services ranging from antenatal care to delivery and postnatal care. It also plays a key role
in the training of medical and nursing students. Today, Adeoyo Maternity Teaching Hospital
boasts 17 wards, a total of 153 beds, and operates across several specialized maternal and child
health service units, including antenatal clinics, labour wards, gynecological an %esarean
sections wards, immunization clinics, and a well-equipped special care babyiunif{SCBU). The
facility is staffed by 115 midwives out of 139 nurses, along with a suam that includes 50
non-health workers.

Jericho Specialist Hospital, established on 1st January 19 ;well regarded secondary-level

healthcare facility located in Ibadan North West Jo vernment, Ibadan, Oyo State. The
hospital is known for offering specialized se ecially in obstetrics and gynecology, with
a strong reputation for managing high-rls gnan01es and maternal emergencies including

postpartum haemorrhage. The fac{ﬁ?operates with a staff strength of 184, across 12
departments, and has a capacit'yQ@‘beds. Its dedicated maternity unit is a critical component of
its service delivery. CL\@ 45 midwives out of 58 nurses work in the maternity unit,

providing quality f@ expert management of labour and delivery. Jericho Specialist Hospital

also plays a st role in the training and mentorship of healthcare professionals, particularly

those @ng in maternal and child health.

Ring Road State Hospital, established in 1978, is located in the Ibadan South-West Local
Government Area of Ibadan, Oyo State. It is one of the major secondary healthcare facilities
serving the city's population and is operated under the Oyo State Hospital Management Board.

Over the years, it has grown into a central institution for maternal and child health services,
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offering a broad range of clinical and public health functions. The hospital plays a significant
role in the management of obstetric emergencies, including postpartum haemorrhage. Currently,
the facility is staffed by 117 nurses, including 45 licensed midwives who oversee antenatal care,
deliveries, and postnatal management. The hospital also provides emergency services,
immunization, family planning, and routine outpatient and inpatient care. With its well-
established structure and highly experienced workforce, Ring Road State Ho Q&nains a
critical pillar in the delivery of secondary-level healthcare within the Ibadan metfopolis. Each of
these hospitals plays a vital role in the provision of maternal heal@e in Ibadan, and the
midwives and are essential members of the healthcare teams. 0@&, they ensure the health

and safety of mothers during labour and delivery, addr@ omplications like postpartum

haemorrhage and other obstetric emergencies. ; er

3.3 Sample and Sampling Techniques ®%

The total number of midwives across t@ted secondary health institutions were 205. Due to
the relatively small and mana%eabl%&c?ber of midwives across the three selected state hospitals
in Ibadan, the study ado e®otal enumeration (census) approach. The census strategy is
appropriate for small uldtions where complete data collection is feasible and desirable. The

"N

study involved all 205 midwives across three selected state hospitals, because they have larger

numbers of tz" ives in Ibadan, Oyo State. The use of total population sampling ensures that all

perspeéb'wzsare captured and improves the robustness of the analysis. The distribution across

facilities are as follows:

84



Table 3.1: Population of Midwives in selected Health Institution in Oyo State

Hospital Number of Midwives
Adeoyo Maternity Hospital 115
Jericho Specialist Hospital 45
Ring Road State Hospital 45 \
Total 205 Q
pS ( )

S
&

The instrument for data collection in this study was a valid :estlonnalre based on relevant

Source: Survey field work, 2025

3.4  Description of the Research Instrument
literature and guided by the research objectives was us e questionnaire was divided into

five sections (A to E), with each section demgned@rglmt specific information related to the

variables of the study. @

Section A; focused on the socio-d@phic characteristics of the respondents. It contained
nine (9) items designed to obtaj %ential background information, including the age, religion,

marital status, tribe, e&s@%al qualifications and years of experience of the midwives
participating in tl(s@

Section B; @sed the midwives’ knowledge regarding E-MOTIVE Care Bundle. This section
compris f thirty (32) questions with Yes or No response options. Each correct response was
scored as one (1) mark, and each incorrect response was scored as zero (0). The scores were
interpreted using a two categorization: scores below 50% indicated low knowledge; while scores

from 51% to 100% was considered as high knowledge.
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Section C; focused on the utilization of E-MOTIVE Care Bundle in practice. It consisted of
thirty-nine (39) items designed to assess how frequently midwives apply the bundle in clinical
settings with Yes or No response options. Higher scores indicated greater utilization. The level
of utilization was categorized into three: low utilization (less than 50%), and high utilization

(70-100%).

>\
Section D; assessed the management steps taken by midwives in h @%ostpartum
haemorrhage. This section included forty-eight (48) items, each with Agwée or Disagree response
options with Yes or No response options. The total score for onndent was used to
determine the perceived strength of their adherence to bectices, categorized as weak
adherence (below 50%), or strong adherence (51-100%) Q
t}’b
O
O

The questionnaire was validated by E@' in maternal and child health nursing as well as

3.5 Validity of Research Instrument

specialists in research methodolo@‘c ensure content validity, clarity, and relevance. Content

validity was ensured by a the items from the relevant literature similar to the study. The

Promoter (Supervisor) with €xperts in research also assessed the relevance, clarity, and coverage
[ ]

of the questionna@ms in relation to the study objectives and research questions.

3.6 R@ of Research Instrument

Reliability of the instrument was assessed through a pretest of instrument involving 10% of the
total sample size (21 respondents). The pretest was conducted at General Hospital Aremo, which
shares similar characteristics with the study sites but was not included in the final sample. The

purpose of the pretest was to test the clarity, consistency, and reliability of the questionnaire
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items. Responses obtained from the pretest participants was analyzed using Cronbach’s alpha to
measure internal consistency?. Data collected from the pretest respondents were subjected to
Cronbach’s alpha reliability analysis to evaluate the internal consistency of the instrument. The
results, presented in the table below, showed that the Cronbach’s alpha coefficients for all
sections of the instrument were well above the recommended threshold of 0.70, indicating
excellent internal reliability. The overall Cronbach’s alpha value of 0.974 co %‘that the
questionnaire items were highly consistent and reliable in measuring the cdfistructs under
investigation.

Table 3.2: Reliability Results of Cronbach’s Alpha from Ple@

Section No of Items Q‘Cfonbach’s alpha Result
S

Section B 32 66 0.900

Section C 39 ’b. 0.957

Section D 48 N ‘ 0.962

S

Source: Survey field work, 2025 &
The results therefore affirmed ,@%e research instrument was both valid and dependable for

assessing the midwives\@ ledge and utilization of the E-MOTIVE Care Bundle in the

management of pC;@n haemorrhage in selected Secondary health institutions in Ibadan, Oyo

atec. ’66

3.7 Me of Data Collection

The process of data collection began by obtaining letter of introduction from the Head of
Department of Nursing Sciences. This was followed by a written request for permission from the

Oyo State Ethical Review Committee Secretariat Ibadan, under whose authority the selected
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hospitals operate. Upon receiving board approval, administrative permission was sought from the
medical directors or heads of each hospital where the study was conducted. After all institutional
permissions had been granted, data collection was done at the facility level. The researcher
visited each hospital and met with eligible midwives during their shifts. A brief explanation of
the study’s objectives, benefits, and permission was given. Informed consent was obtained from
each participant before the distribution of questionnaires. The instrume Q&alidated

questionnaire, were given to the consenting midwives, who were asked to ¢ompl€te and return

within 24 hours by the researcher and the assistants. Participation @rely voluntary, and

3.8 Method of Data Analysis Q 3

anonymity was maintained throughout the process.

Data was collected coded and entered into Statisti ckage for Social Sciences (SPSS) version
25. Descriptive statistics (mean, frequer;@centage) was used to analyze demographic data
and responses on knowledge and Kc%atlon. Inferential statistics of Pearson Chi-square

correlation coefficient was e to test association between variables at a significance level

of p <0.05. QQ
3.9 Ethical Appr:\f@

Approval waﬁtalned from the Ethical Review Board of the Oyo State Ministry of Health.
Informed @n‘t was sought from all participants. Participation was voluntary, and respondents
were assured of confidentiality and anonymity. No identifying information will be collected.

Data was used solely for academic purposes.
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2 Hamed Taherdoost, “Validity and Reliability of the Research Instrument: How to Test the
Validation of a Questionnaire/Survey in a Research,” International Journal of Academic
Research in Management 5, no. 3 (2016): 28-36.

89



Chapter Four

Results and Discussion of Findings

This chapter presents the results of the study conducted to assess the midwives’ knowledge and
utilization of E-MOTIVE Care Bundle management of postpartum haemorrhage in selected
secondary health institutions in Ibadan, Oyo State. A total of 205 validated questQual es were
distributed to registered practicing midwives working in Adeoyo Maternity{TedeHing Hospital,
Jericho Specialist Hospital, and Ring Road State Hospital. All the q@aires were properly

completed, retrieved, and analysed, yielding a 100% response rée.
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4.1 Demographic Data Analysis

Table 4.1 Demographic information of the respondents (N=205)

Frequency (N) Percent (%)

Age
20-30 92 44.9
31-39 48 23.4
40-50 50 24.4
51 and above 15 7.3 \
Sex Q
Male 62 30. O
Female 143 69.&
Religion ’\8
Christianity 139 @
Islam 62 % 2
Traditional 4 2.0
Tribe
Yoruba 172 Q 83.9
Hausa 15 7.3
Igbo 1 be 8.8
Marital Status
Single '? 26.8
Married ® 62.0
Divorced 19 9.3
Widowed ° ’\' 4 2.0
Nationality C)\
Nigerian é 176 85.9
Ghanaian N A 29 14.1
Educational Quali 1@:-
RN/RM 6 70 34.1
RM 33 16.1
BSc/BNS(@ 68 33.2
MSc 18 8.8
PhD 16 7.8
D ent (Maternity Unit)

\iﬁ r ward 107 52.2

our Room 34 16.6

Lying-in ward 26 12.7
Gynae Ward 38 18.5
Years of Experience
less than 1 year 50 24.4
1-5 years 74 36.1
6-10 years 24 11.7
above 10 years 57 27.8

Source: Survey field work, 2025
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Table 4.1 presents the demographic characteristics of the respondents (N=205). The age
distribution of respondents revealed that the majority were within the 20-30 years age group, 92
(44.9%), followed by 40-50 years, 50 (24.4%), and 31-39 years, 48 (23.4%), while the least
represented were 51 years and above, 15 (7.3%). This indicates that most of the participants were
young and in their productive years. In terms of sex, the respondents were predominantly female,

be due to the nature of the nursing and midwifery profession being largel e-dominated.

143 (69.8%), compared to male, 62 (30.2%). This shows a clear gender imbala Qw ich may
@&

Religion-wise, the majority of the respondents were Christians, 139 S&ﬁ, while 62 (30.2%)

were Muslims, and only 4 (2.0%) practiced traditional religion.@%lies that Christianity had

the highest representation among the sample population. L at ethnic distribution, most of

the respondents were Yoruba, 172 (83.9%), with ft , 18 (8.8%), and Hausa, 15 (7.3%).
This is expected since the study was conducgdg& South-Western part of Nigeria, which is
predominantly Yoruba. \

Marital status revealed that majority @ respondents were married, 127 (62.0%), followed by
single, 55 (26.8%). A smaller p@ on were divorced, 19 (9.3%), while widows were 4 (2.0%).
This suggests that most @%ents were in stable family settings. In terms of nationality, the
bulk of respond@ Nigerians, 176 (85.9%), while 29 (14.1%) were Ghanaian. The
majority were@ rs of RN/RM, 69 (34%), closely followed by those with BSc/BNSc, 68
(33%) T@icated that a substantial portion of the respondents possessed either diploma-level
or degree-level professional qualifications in nursing and midwifery, which form the foundation
of clinical practice. Respondents with only RM accounted for 34 (17%) MSc degree holders
made up 18 (9%), while PhD holders represented 16 (8%) of the sample. Concerning

departmental distribution in the maternity unit, most of the respondents worked in the Labour
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Ward, 107 (52.2%), followed by Labour Room, 34 (16.6%), and Lying-in Ward, 26 (12.7%).
The remaining 38 (18.5%) fell under gynae ward department. This demonstrates that the Labour
Ward had the highest concentration of staff respondents. Regarding years of experience, the
highest proportion of respondents had 1-5 years, 74 (36.1%), followed by those with above 10
years, 57 (27.8%). While 50 (24.4%) had less than one year of experience and the least
represented group were those with 6-10 years’ experience, 24 (11.7%). T Q{isribution
suggested that most of the respondents were relatively early in their careers, but fhitre was still a

good representation of experienced practitioners.
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4.2 Presentation of Data

4.2.1 Analysis of Research Question

Research Question One: What is the level of knowledge of the E-MOTIVE Care Bundle in the

management of postpartum haemorrhage among midwives in secondary health institutions in

Ibadan, Oyo State?

Table 4.2a: Descriptive Analysis on Knowledge of E-MOTIVE Care Bundl

@nents

y 3
Items Yé?’ No
Have you heard about the E-MOTIVE Care Bundle? ‘le%) 74 (36%)
Your sources of information about E-MOTIVE Care Bundle is: Q
a. Internet (62.0%) 78 (38.0%)
b. Workplace 164 (80.0%)

c. WHO Bulletine

Where were you trained on the use of E-MOTIV q@‘undle?
a. Workshop

b. MCPDP \Q’b
c. Seminar . ﬁ\
d. Clinical Presentations C;\\'

What is E-MOTIVE Care Bun %Xd for

a. management of haemorrha
b. management of antepart morrhage
d. management of postp haemorrhage

What are the co t%e' of E-MOTIVE Care Bundle?
a. Early Detectio

b. Massage S
c. Oxcyto rugs

d. Tranexamic acid

Q$41 (20.0%)
Q

130 (63.4%)

42 (20.5%)
22 (10.7%)
77 (37.6%)
27 (13.2%)

27 (13.2%)
48 (23.4%)
126 (61.5%)

184 (89.8%)
186 (90.7%)
180 (87.8%)
178 (86.8%)

75 (36.6%)

163 (79.5%)
183 (89.3%)
128 (62.4%)
178 (86.8%)

178 (86.8%)
157 (76.6%)
79 (38.5%)

21 (10.2%)
19 (9.3%)

25 (12.2%)
27 (13.2%)

Source: Survey field work, 2025
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Table 4.2b: Descriptive Analysis on Knowledge of E-MOTIVE Care Bundle Components

Yes

No

e. Intravenous (IV) fluids

f. Examination and Escalation

Which intravenous (I'V) fluids is recommended in the
management of PPH under E-MOTIVE Care Bundle?

a. Dextrose 5% in water
b. Normal saline
c. Ringer’s lactate

d. Hypertonic saline

Examination in E-MOTIVE Care Bundle means:
a. examining the cervix for laceration

b. examining the vagina for laceration
c. examining the uterus for laceration

Escalation in E-MOTIVE Care Bundle means:
a. referring the patient for advance care if bleed:i

b. continuous monitoring of the patie

Components of E-MOTIVE Care Bui

Unanimously
a. simultaneously

b. separately

Importance of Documentation of all E-MOTIVE steps in the

management of PP for:
a. for legal purpo

b. for training

c. for futu %earch endeavour

ould be applied:

169 (82.4%)
172 (83.9%)

147

6 7.1%)
%115 (90.0%)

100 (48.0%)
109 (53.2%)

158 (77.1%)
106 (51.7%)

60 (29.3%)
76 (37.1%)

133 (64.9%)

72 (35.1%)
143 (69.8%)
122 (59.5%)

148 (72.2%
93 (45. g

36 (17.6%)
33 (16.1%)

57 (27.8%)
112 (54.6%)
58 (28.3%)
129 (62.9%)

90 (43.9%)
105 (51.2%)
96 (46.8%)

47 (22.9%)
99 (48.3%)

145 (70.7%)
129 (62.9%)

72 (35.1%)

133 (64.9%)
62 (30.2%)
83 (40.5%)

Source‘.@arvey field work, 2025

Majority of respondents, 131 (64%), reported having heard about the E-MOTIVE Care Bundle,

while a smaller proportion, 74 (36%), had not. These findings suggested that while more than

half of the respondents have knowledge of the existence of the E-MOTIVE Care Bundle, there

remains a significant proportion of who are still unknowledgeable. The findings on the sources



of information about the E-MOTIVE Care Bundle showed that majority of the respondents
obtained information through the Internet, 127 (62.0%), while a comparable number also cited
the WHO Bulletin, 130 (63.4%) as their main source. A smaller number of respondents, 41
(20.0%), mentioned the workplace, suggesting that institutional dissemination of knowledge on
the E-MOTIVE protocol was still limited. This highlighted the heavy reliance on external and
online sources for knowledge acquisition. Regarding training exposure, the Q%quently
mentioned medium was seminars, 77 (37.6%), followed by workshops, 142 .5%), while
clinical presentations, 27 (13.2%), and MCPDP, 22 (10.7%), were the c mmon.

This reflects that while some midwives are gaining knowledge r@academic or professional
gatherings, there is still a low level of structured training ar@r ining on the care bundle across
clinical settings. In terms of the purpose of the E- E Care Bundle, most respondents
rightly indicated that it is used for the mana en%a postpartum haemorrhage, 126 (61.5%).
Meanwhile, 48 (23.4%) incorrectly linked it“>to antepartum haemorrhage, and 27 (13.2%)
associated it with the general manag@ﬁhaemorrhage. This showed that while the majority
understood its correct applicatig{&%table proportion still held misconceptions.

Knowledge of the compb@%f the E-MOTIVE Care Bundle was encouragingly high. Nearly
all respondents iﬁ;\% assage of the uterus, 186 (90.7%), and early detection, 184 (89.8%),

ents. A

as core comp slightly lower but still strong number mentioned oxytocic drugs, 180
(87.8%), xamic acid, 178 (86.8%), and intravenous fluids, 169 (82.4%). Similarly,
examination and escalation were identified by 172 (83.9%). This suggests a broad knowledge of

the clinical components required for effective PPH management. On intravenous fluid preference

for PPH management under the care bundle, most respondents selected dextrose 5% in water,
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148 (72.2%), and ringer’s lactate, 147 (71.7%). Fewer respondents chose normal saline, 93
(45.4%), while hypertonic saline was the least identified at 76 (37.1%).

This variation highlighted some uncertainty among respondents regarding the recommended IV
fluids. Concerning what constitutes examination in the bundle, 115 (56.1%) agreed it involves
examining the cervix for laceration, 109 (53.2%) indicated examining the uterus, and 100 (48.0%)
mentioned examining the vagina. These responses showed that respondents Qr*st&od that
multiple examinations are required, there was no single dominant view o thg“exact clinical
emphasis. When escalation was discussed, most respondents identiﬁe@&seferﬂng the patient
for advanced care if bleeding persists, 158 (77.1%), while otheﬁ t as continuous monitoring
of the patient, 106 (51.7%). This reflected an underst of escalation, but also some
confusion between ongoing monitoring and referral ov@wed care.

Highest proportion of the respondents 133 (64.99 ieved E-MOTIVE components should be

O

applied separately. Another 76 (37.1%) sx ed simultaneous application, while 60 (29.3%)

indicated they should be applied un{ﬁgﬁ

protocol implementation and‘&%s that further training is needed. On the importance of

y. This variation pointed to gaps in clarity about

documentation, most res an viewed it as necessary for training purposes, 143 (69.8%), and
for future rese 6@2 (59.5%), while a smaller number, 72 (35.1%), emphasized
documentatio%for legal purposes. These findings revealed that the respondents value
documentafion more for knowledge sharing and research advancement rather than for medico-

legal accountability.
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Table 4.3: Data Analysis of Knowledge Level of E-MOTIVE Care Bundle Among
Respondents

Knowledge Category Frequency (N) Percentage (%)
low (<50 %) 59 28.8
High (51-100 %) 146 71.2
Total 205 100.0 '

Source: Survey field work, 2025 ‘

The majority of respondents 71.2% demonstrated high knowledge of E TIVE Care Bundle,
that most respondents

while a smaller portion 28.8% exhibited low knowledge. This i

are well-informed about the care bundle, which could ;%.y influence its utilization in

practice. be
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Research Question Two: How are the steps in the management of postpartum haemorrhage

implemented by midwives in secondary health institutions in Ibadan, Oyo State?

Table 4.4a: Descriptive Analysis on Utilization of E-MOTIVE Care Bundle in the

Management of Postpartum Haemorrhage

Items

Yes

No

E-MOTIVE Care Bundle should be initiated when:

a. after medical consultation

b. postpartum haemorrhage is suspected

c. blood loss exceeds 300-500 ml

Team collaboration involves:

a. Obstetrician

b. Midwives

c. Haematologist

Health professionals will ensure steps are:
a. completely used

b. effectively used

c. timely used

Primary use of calibrated drape:

a. measure maternal blood pressure

b. accurately quantify postpartum blood loss
c. detect early onset of PPH
Recommended time frame:

a. 30 minutes

b. within 15 minutes

c. 1 hour

Care bundle to control bleeding involves:
a. administering Tranexamic acid

b. administering Oxytocin

c. combination of TXA & Oxytocin

Best support for routine use includes:

a. essential drugs & staff training

b. patient demand

c. religious beliefs

167 (81.4%)
99 (48.3%)
162 (79.0%)

121 (59.0%)
144 (70.3%)
152 (74.2%)

128 (62.4%)
89 (43.4%)
137 (66.8%)

61 (29.8%)
85 (41.5%)
97 (47.3%)

63 (30.7%)
88 (43.0%)
133 (64.9%)

87 (42.4%)
110 (53.7%)
97 (47.3%)

149 (72.7%)
153 (74.6%)
135 (65.9%)

38 (18.6%)
106 (51.7%)
43 (21.0%)

84 (41.0%)
61 (29.8%)
53 (25.8%)

77 (37.6%)
116 (56.6%)
68 (33.2%)

144 (70.2%)
120 (58.5%)
108 (52.7%)

142 (69.3%)
117 (57.0%)
72 (35.1%)

118 (57.6%)
95 (46.3%)
108 (52.7%)

56 (27.3%)
52 (25.4%)
70 (34.1%)

Source: Survey field work, 2025
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Table 4.4b Descriptive Analysis on Utilization of E-MOTIVE Care Bundle in the

Management of Postpartum Haemorrhage

Items Yes No
Timely use improves:
a. chances of postpartum recovery 163 (79.5%) 42 (20.5%)

b. long-term complications
c. maternal health

Escalation in E-MOTIVE starts when:

a. bleeding continues

b. there is dizziness

c. there is imminent shock
Factors influencing utilization:
a. availability of bundle

b. training & retraining

c. institutional support

Using the bundle will:

a. boost midwives' confidence

b. make midwives not confident
c. help midwives act independently
Barriers faced:

a. resistance to new protocol

b. delay in teamwork

c. delay in communication
Advanced care requires:

a. surgical intervention

b. hysterectomy

c. referral to tertiary institution

140 (68.3%)
110 (53.7%)

156 (76.1%)
176 (85.9%)
156 (76.1%)

158 (76.9%)
154 (75.1%)
169 (82.4%)

155 (75.6%)
158 (77.1%)
155 (75.6%)

147 (71.7%)
164 (79.5%)
146 (71.3%)

101 (49.3%)
158 (77.1%)
162 (79.0%)

65 (31.7%)
95 (46.3%)

49 (23.9%)
29 (14.1%)
49 (23.9%)

47 (23.1%)
51 (24.9%)
36 (17.6%)

50 (24.4%)
47 (22.9%)
50 (24.4%)

58 (28.3%)
41 (20.5%)
59 (28.7%)

104 (50.7%)
47 (22.9%)
43 (21.0%)

Source: Suryey field work, 2025

From table 4.4a, the findings indicate that many respondents answered Yes to initiating the E-
MOTIVE Care Bundle after medical consultation, as 167 (81.4%) selected Yes while 38 (18.6%)
selected No, showing strong preference for starting the bundle after professional assessment.
When postpartum haemorrhage is suspected, the responses were divided, with 99 (48.3%)
choosing Yes and 106 (51.7%) choosing No, reflecting uncertainty among the respondents.
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However, when blood loss exceeds 300-500 ml, most respondents 162 (79.0%) answered Yes,
while 43 (21.0%) answered No, indicating strong agreement that significant bleeding warrants
immediate activation of the bundle. Regarding team collaboration during emergencies, 121
(59.0%) answered Yes that obstetricians play an active role, while 84 (41.0%) said No.
Collaboration with midwives had stronger support, with 144 (70.3%) saying Yes and 61 (29.8%)

%%) who

saying No. Similarly, the involvement of haematologists was confirmed by 15@4.
i

responded Yes, while 53 (25.8%) responded No. These findings por@yj dwives and
haematologists as key collaborators in implementing the E-MOTIVE @ % Bundle. On adherence
to the care bundle steps, 128 (62.4%) answered Yes that all steps ate completely used, while 77
(37.6%) responded No. Only 89 (43.4%) said Yes to the s@ ing effectively used compared
to 116 (56.6%) who said No, showing a perceive % ffective utilisation. Timeliness was
viewed more positively, as 137 (66.8%) answered’& to timely use of steps, whereas 68 (33.2%)
said No. The primary use of the calibrated\drape was assessed, and only 61 (29.8%) answered
Yes that it measures maternal bloo{@%xs'ure, while 144 (70.2%) said No, indicating correct
understanding of its purpose. Fs@%urate quantification of postpartum blood loss, 85 (41.5%)

N\

responded Yes, and 120@?%) said No. Concerning early detection of PPH, 97 (47.3%)

answered Yes, w{@(ﬂﬂ%) answered No, showing divided perceptions about the drape’s

usefulness. 6

Regard e recommended time-frame for completing all E-MOTIVE steps, 63 (30.7%)
answered Yes to completing them within 30 minutes, while 142 (69.3%) answered No. For
completion within 15 minutes, 88 (43.0%) said Yes and 117 (57.0%) said No, suggesting that
respondents view these time-frames as challenging. However, the longer duration of one hour

received higher acceptance, with 133 (64.9%) saying Yes and 72 (35.1%) saying No. In
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managing bleeding, 87 (42.4%) answered Yes to administering Tranexamic acid, while 118
(57.6%) answered No. Oxytocin administration had 110 (53.7%) responding Yes and 95 (46.3%)
responding No. Combination therapy using both TXA and oxytocin received 97 (47.3%) Yes
responses and 108 (52.7%) No responses, indicating mixed understanding and acceptance.
Support for routine use of the E-MOTIVE Care Bundle was mostly positive. A total of 149
(72.7%) answered Yes that availability of essential drugs and training supports r Q%e, while
56 (27.3%) answered No. Patient demand was also supported by 153 (74.6%) whoanswered Yes,
compared to 52 (25.4%) who answered No. Concerning religious beli@l (65.9%) said Yes,

while 70 (34.1%) said No. Respondents strongly recognized the ben of timely use of the care

bundle. For improvement of postpartum recovery, 163 Q\' answered Yes, whereas 42
(20.5%) answered No. Reduction of long-term co @ns had 140 (68.3%) answering Yes
and 65 (31.7%) answering No. Improved maten&lth was supported by 110 (53.7%) who

answered Yes, compared to 95 (46.3%) vg@vgered No.

Escalation of care when necefsz&%&i@ell understood. Continuous bleeding was identified as
an escalation trigger by 5@6.1%) who answered Yes, while 49 (23.9%) answered No.
Dizziness was recogniz&d 176 (85.9%) who responded Yes and 29 (14.1%) who responded
No. Imminent sh ck’\a's identified by 156 (76.1%) who answered Yes, compared to 49 (23.9%)
who answe . Key factors influencing successful utilization included availability of the care
bundle,\@ 158 (76.9%) answering Yes and 47 (23.1%) answering No. Training and retraining
had 154 (75.1%) Yes responses and 51 (24.9%) No responses. Institutional support received
strong endorsement, with 169 (82.4%) saying Yes and 36 (17.6%) saying No. The perceived

effect of the care bundle on midwives' confidence showed mixed responses. A total of 155

(75.6%) answered Yes that the bundle boosts confidence, while 50 (24.4%) answered No.
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Interestingly, 158 (77.1%) answered Yes that the bundle makes midwives “not confident,” while
47 (22.9%) answered No, suggesting varied interpretation of this item. Concerning helping
midwives act independently, 155 (75.6%) answered Yes, while 50 (24.4%) answered No.
Barriers to utilization were also identified. Resistance to new protocols was acknowledged by
147 (71.7%) Yes responses and 58 (28.3%) No responses. Delay in teamwork was confirmed by

164 (79.5%) answering Yes, while 41 (20.5%) answered No. Delay in com cation was

similarly perceived, with 146 (71.3%) answering Yes and 59 (28.7%) ans 0. The need
for advanced care was evaluated. Surgical intervention received 101 (@ﬁ Yes responses and
104 (50.7%) No responses, showing equal division. Hysterecto %upported by 158 (77.1%)
answering Yes, compared to 47 (22.9%) answering No. @r to a tertiary institution was
supported by 162 (79.0%) answering Yes, while 43 o) answered No, indicating strong

recognition of the importance of escalation for se\% ases.

Table 4.5: Data Analysis of Utilizatio.n el of the E-MOTIVE Care Bundle Among
Respondents A\

Utilization Category Frequency (N) Percentage (%)
Low utilization (< 50 %) o 68 33.2
High utilization (= 50 %) 137 66.8
Total 205 100.0
Source: Survey ﬁel@, 2025
The results inaJa .5 indicated that the majority of respondents demonstrated a high level of
utilization -MOTIVE Care Bundle in clinical practice. 66.8% were categorized as having

high 'ligdon, meaning they applied half or more of the bundle components consistently.
Conversely, 33.2% of respondents were classified as having low utilization, suggesting that less

than half of the recommended steps were implemented.
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Research Question Three: What is the level of utilization of E-MOTIVE Care Bundle in the

management of postpartum haemorrhage among midwives in secondary health institutions in

Ibadan, Oyo State

Table 4.6a: Descriptive Analysis on Steps in the Management of Postpartum Haemorrhage

Using E-MOTIVE Care Bundle

Item

Yes

Critical action threshold for blood loss on the
calibrated drape while managing PPH using E-
MOTIVE Care Bundle is:

a. 150 ml

b. 250 ml

c. 350 ml (warning line)

d. 500 ml (action line)

Vital signs are monitored under E-MOTIVE care
bundle:

a. once every hour

b. every 15 minutes (if normal)
c. once a day

According to E-MOTIVE care bundle prot}\}@

when should oxytocin (10 IU) be admi ed:
a. one minute after delivery of the baby \
b. at delivery of anterior shoulder \cj

c. after signs of PPH . %

Recommended dose of oxyt \ r initial treatment
according to E-MOTIV@Bundle for
managing PPH is:

a. 10 IU in 1000 m].qﬁhour

b. 10 IU in 500 gM er 10 minutes

c.201U in 50 r 2 hours

a. 51U in 25 ver 5 minutes

The reco ded dose of Tranexamic acid to be
given management of PPH is:

a. Sg

b. 3g

c. lg

1 )

Qm (83.4%)

165 (80.5%)
162 (79.0%)

160 (78.0%)
163 (79.5%)

164 (80.0%)

157 (75.9%)
161 (78.5%)
150 (73.2%)
160 (78.0%)

162 (79.0%)
124 (60.5%)
113 (55.1%)

137 (66.9%’\

162 (79

171 (8%)
3.2%

~ N
N4

68 (33.1%)
43 (21.0%)
34 (16.6%)
55 (26.8%)

34 (16.6%)

40 (19.5%)
43 (21.0%)

45 (22.0%)
42 (20.5%)

94 (20.0%)

48 (24.1%)
44 (21.5%)
55 (26.8%)
45 (22.0%)

43 (21.0%)
81 (39.5%)
92 (44.9%)

Source: Survey field work, 2025
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Table 4.6b: Descriptive Analysis on Steps in the Management of Postpartum Haemorrhage

Using E-MOTIVE Care Bundle

Item

Yes

No

The recommended dose of crystalloid to dilute
Tranexamic acid is:
a. 500ml

b. 250ml
c. 300ml

Other medications that can be administered for
PPH treatment in E-MOTIVE care bundle
includes:

a. Misoprostol

b. Synthometrine
c. 2" dose of Tranexamic acid

d. Ergometrine

that has been diagnosed with:
a. renal failure

>
N
)

c. hypersensitive to antifibrinolytic a@
Uterine tone is checked after.de@fy to:

a. ensure contraction of the &
b. identify atony as a c@o bleeding

The first action m@en bleeding persists after
in

b. eclampsia

placenta deliver -MOTIVE care bundle is to:

b. massage rus
c. chec enital lacerations

Suturing of laceration in E-MOTIVE care bundle to
stop bleeding should be:
a. immediately

b. 30 mins later

c. 1 hour later

121 (59.0%)
94 (45.9%)
128 (62.4%)

90 (43.92
129+630%)
5.9%)

’691 8 (67.3%)

Tranexamic acid should not be given to a womanb

113 (55.1%)
119 (58.0%)
123 (59.8%)

96 (46.8%)
86 (42.0%)

110 (53.7%)
148 (72.0%)

113 (55.1%)
88 (42.9%)
109 (53.2%)

84 (41.0%)

111 (54.1%)

&
C

¢\

115 (56.1%)
76 (37.0 %)
50 (24.4%)
67 (32.7%)

92 (44.9%)
86 (42.0%)
82 (40.2%)

109 (53.2%)
119 (58.0%)

95 (46.3%)
57 (28.0%)

92 (44.9%)
117 (57.1%)
96 (46.8%)

Source: Survey field work, 2025
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Table 4.6¢: Descriptive Analysis on Steps in the Management of Postpartum Haemorrhage

Using E-MOTIVE Care Bundle

Item Yes

No

Examination of the genital tract after delivery in E-
MOTIVE care bundle is to:

a. identification of laceration

b. bleeding without cause

Immediately after delivery in E-Motive care bundle,
midwives should:

a. check and empty the bladder

114 (55.6%)
123 (60.0%)

91 (44.4%)
82(00%)

115 (56.1%) < Q(% 9%)

b. check the amount of blood loss on the drape 161 (78.6% 44 (21.5%)
c. check for uterus contraction after placenta delivery 141 (6 @ 64 (31.2%)
d. check placenta and membranes for completion 77 (3% 128 (63.4%)
e. examine the genital tract for any laceration 8 .5%) 124 (60.5%)
Reassessment of bleeding after delivery is necessary Q

to prevent:

a. escalation rb 102 (49.8%) 103 (50.2%)
b. maternal morbidity b 127 (61.5%) 78 (38.5%)

c. maternal mortality 121 (59.0%)

Importance of education on early re 0@0
postpartum bleeding is to: gﬁ

84 (41.0%)

a. prepare patient for surgery 123 (60.0%) 82 (40.0%)
b. reduce time spent in th@ by patients 149 (72.2%) 56 (27.8%)
c. enable prompt inte and reduce 139 (67.8%) 66 (32.2%)

complications S

Source: Surv %\ork, 2025
From the d esented in table 4.6a, the results show that 137 (66.9%) respondents indicated
Yes to ml as a critical threshold on the calibrated drape, while 68 (33.1%) indicated No. For
250 ml, 162 (79.0%) responded Yes and 43 (21.0%) responded No. Similarly, 171 (83.4%)
selected Yes to 350 ml (warning line), whereas 34 (16.6%) selected No. For the 500 ml action

line, 150 (73.2%) indicated Yes while 55 (26.8%) indicated No. With regard to vital signs

monitoring under the E-MOTIVE care bundle, 171 (83.4%) responded Yes to monitoring once
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every hour, while 34 (16.6%) responded No. Monitoring every 15 minutes (if normal) was
selected by 165 (80.5%) under Yes and 40 (19.5%) under No. For once-a-day monitoring, 162
(79.0%) responded No, while 43 (21.0%) responded Yes. For oxytocin administration, 160
(78.0%) responded Yes to administering 10 IU one minute after delivery of the baby, while 45
(22.0%) responded No. Administration at delivery of the anterior shoulder had 163 (79.5%) Yes
and 42 (20.5%) No. Giving oxytocin after signs of PPH had 164 (80.0%) ma % and 94
(20.0%) marked Yes. Regarding recommended oxytocin dosages, 157 (75.9%) reSponded Yes to
10 IU in 1000 ml over one hour, while 48 (24.1%) responded No. Fo@ in 500 ml over 10
minutes, 161 (78.5%) selected Yes and 44 (21.5%) selected N @) IU in 500 ml over two
hours, 150 (73.2%) indicated Yes and 55 (26.8%) indicat@gor 51U in 250 ml over five
minutes, 160 (78.0%) marked Yes while 45 (22.0% m@‘No.

Tranexamic acid dosage, 162 (79.0%) respowdeQ to 5 g and 43 (21.0%) responded No. A
total of 124 (60.5%) responded Yes to 3 g, }}e 81 (39.5%) responded No. For the 1 g option,
113 (55.1%) indicated Yes and 92 @%) indicated No. Regarding crystalloid volumes for
diluting Tranexamic acid, 121'@) selected Yes for 500 ml and 84 (41.0%) selected No. The
250 ml option had 94 (45&@Qes and 111 (54.1%) No. The 300 ml option had 128 (62.4%) Yes
and 77 (37.6%) (’\({t} erms of other medications used for PPH management, 90 (43.9%)
responded Ye oiﬁsoprostol and 115 (56.1%) responded No. For syntometrine, 129 (63.0%)
selected ‘@’Q/hile 76 (37.0%) selected No. The option for a second dose of Tranexamic acid
had 155 (75.9%) Yes and 50 (24.4%) No. Ergometrine showed 138 (67.3%) Yes and 67 (32.7%)
No. For contraindications to Tranexamic acid, renal failure had 113 (55.1%) Yes and 92 (44.9%)

No. Eclampsia had 119 (58.0%) Yes and 86 (42.0%) No. Hypersensitivity to antifibrinolytic

agents had 123 (59.8%) Yes and 82 (40.2%) No. Regarding checking uterine tone, 96 (46.8%)
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responded Yes that it ensures contraction of the uterus, while 109 (53.2%) responded No. For
identifying atony as a cause of bleeding, 86 (42.0%) indicated Yes and 119 (58.0%) indicated No.
When bleeding persists after placenta delivery, 110 (53.7%) responded Yes to massaging the
uterus, while 95 (46.3%) responded No. Checking for genital lacerations had 148 (72.0%) Yes
and 57 (28.0%) No.

Suturing lacerations, 113 (55.1%) selected Yes for immediate suturing w '@44.9%)
0.

selected No. The 30-minute option had 88 (42.9%) Yes and 117 (57.1‘7{71 uring after 1

hour recorded 109 (53.2%) Yes and 96 (46.8%) No. Examination of tt@a 1 tract as part of E-
MOTIVE care was selected by 114 (55.6%) under Yes for i e&g lacerations, while 91
(44.4%) responded No. Identifying bleeding without an ob @ ause had 123 (60.0%) Yes and
82 (40.0%) No. Immediately after delivery, 115 (56 %@cted Yes for checking and emptying
the bladder, while 90 (43.9%) selected No. Asse lood loss on the drape had 161 (78.6%)
Yes and 44 (21.5%) No. Checking uterine x}action after placenta delivery showed 141 (68.8%)
Yes and 64 (31.2%) No. Checking Kﬁ%ﬁta and membranes for completeness had 77 (36.6%)
Yes and 128 (63.4%) No. Exa@%n of the genital tract for lacerations recorded 81 (39.5%)
Yes and 124 (60.5%) Nov essment of bleeding after delivery to prevent escalation had 102
(49.8%) Yes and 2%) No. To prevent maternal morbidity, 127 (61.5%) responded Yes
while 78 (38.@ reésponded No. For preventing maternal mortality, 121 (59.0%) selected Yes
and 84 (% %) selected No. The importance of educating women on early reporting of
postpartum bleeding was indicated by 123 (60.0%) Yes and 82 (40.0%) No for preparing patients
for surgery. Reducing time spent in the hospital had 149 (72.2%) Yes and 56 (27.8%) No.

Enabling prompt intervention and reducing complications recorded 139 (67.8%) Yes and 66

(32.2%) No.
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Table 4.7: Management Level of PPH Using the E-MOTIVE Care Bundle Among
Respondents

Management Level Category Score Range (%) Frequency (n)  Percentage (%)
Strong Adherence 51 -100% 149 72.7%

Weak Adherence Below 50% 56 27.3%

Total — 205 100%

Source: Survey field work, 2025 \

The results indicated that a substantial proportion of midwives demonstrat g adherence
72.7% to the recommended management steps for postpartum haexﬁgqhage under the E-
MOTIVE Care Bundle. While 27.3% exhibited weak adherence, highlighting areas where further
training and reinforcement are needed. Overall, the ﬁndi&@ested strong but improvable

adherence to evidence-based PPH management practicesQ
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4.2.2 Research Hypotheses
Hol: There is no significant association between the knowledge and utilization of E-MOTIVE
care bundle in the management postpartum haemorrhage among midwives in secondary health

institutions in Ibadan, Oyo State?

Table 4.8: Chi-Square analysis showing association knowledge and utilization of E-MWE care
bundle in the management postpartum haemorrhage among midwives in ary health

institutions in Ibadan, Oyo State < )

f\&

utilization of E- Total Chi (}.Qr) df P-value
MOTIVE care bundle
Yes No 0

Have you heard Yes 71 60 o
about E- No 28
MOTIVE Care

7 16.026* 3 0.048

46

Bundle? 6’§
Total 99 106, 205

\©

The relationship between knowledge and &Qation of the E-MOTIVE Care Bundle was
examined using the chi-square test. %\A le shows the relationship between respondents’
knowledge of the E—MOTIVﬂC&@ndIe and its utilization. Among 131 respondents who had
heard about the bundle, 71 \cl it while 60 did not. Among those who had not heard about the
bundle (74), 28 utﬂ@[ and 46 did not. This indicated that even without prior knowledge,
some midwiv i&j}/ely supported early initiation, though opinions remained divided. The chi-
square an@ confirmed these observations. The Pearson Chi-Square value was 16.026 with 3
degree&(freedom and a significance level of .001. Since the p-value was less than 0.05, the null
hypothesis was rejected. This finding indicated a statistically significant relationship between
knowledge and utilization of the E-MOTIVE Care Bundle in the management of postpartum
haemorrhage. The likelihood ratio (.001) further supported this result, while the linear-by-linear

association (p = .048) demonstrated a significant trend linking increased knowledge with higher
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utilization. The analysis showed that knowledge of the E-MOTIVE Care Bundle significantly
influences its utilization among midwives in secondary health institutions in Ibadan. However,
the mismatch between knowledge and correct practical application such as initiating the bundle
at suspicion of haemorrhage suggested that although knowledge plays a crucial role, it must be
reinforced with continuous training and clinical supervision to ensure proper and t&y use in

S

Hy2: There is no significant association between midwives’ years of ey@en ¢ and utilization

practice.

of E-MOTIVE care bundle in the management of postpartum ha e among midwives in

secondary health institutions in Ibadan, Oyo State? Q

Table 4.9: Chi-Square analysis of association bet epb idwives’ years of experience and
utilization of E-MOTIVE care bundle in the gement of postpartum haemorrhage
among midwives in secondary health insti@ in Ibadan, Oyo State

Q)

ization of E-  Total Chi-Square  df P-value
TIVE care
'$ bundle

Q Yes No

Years of less than | Year 44 6 50
Experience 1-5y 35 39 74 739272 9 0.000

6—‘0 years 10 14 24
ove'10 years 10 47 57
Total A 99 106 205

The assogiation between respondents’ years of experience and the suspicion of postpartum
haemorrhage (PPH). Overall, 99 (48.3%) of the respondents reported that PPH was suspected,
while 106 (51.7%) indicated it was not suspected. Respondents with less than 1 year of
experience were more likely to suspect PPH (44 of 50; 88%), demonstrating high vigilance

despite limited experience. Those with 1-5 years of experience had mixed responses, with 35
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(47.3%) suspecting PPH and 39 (52.7%) not suspecting it. Among respondents with 610 years
and above 10 years of experience, only 10 of 24 (41.7%) and 10 of 57 (17.5%), respectively,
suspected PPH, suggesting that more experienced staff may rely more on clinical judgment and
past experience rather than immediate suspicion. The chi-square test confirmed the statistical
significance of these differences. The Pearson Chi-Square value was 73.927 with 9 degrees of
freedom and a p-value of .000, which is well below the 0.05 threshold. Similarl Q%elihood
ratio (.000) and the linear-by-linear association (.000) further established @ stfohg significant
relationship between years of experience and utilization of the E-M are Bundle. Based

on this result, the null hypothesis (Ho2) was rejected, inc@%@t midwives’ years of

experience significantly influence their utilization of the E Care Bundle management

of postpartum haemorrhage. Interestingly, the ﬁndigé@sted that less experienced midwives

were more likely to initiate the bundle promptl spicion of haemorrhage, while those with

longer years of experience often preferred& ay until symptoms became more evident. This
°

pattern reflected differences in expo@ recent training or reliance on traditional practices by

older, more experienced pracﬁ'\n& . It highlights the need for continuous retraining across all

experience levels to harm@%ractices in line with evidence-based guidelines.
4.3 Discu%@‘ﬁings

The m@ﬂc analysis of respondents in this study revealed that midwifery practice in
secondary health institutions in Ibadan is highly female-dominated, with 90.2% females
compared to 9.8% males. This finding was consistent with earlier studies which had reported that
nursing and midwifery remain gender-skewed professions globally and in Nigeria, with women

constituting the overwhelming majority of the workforce!. The dominance of females in this
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study underscored the cultural and historical association of midwifery with women and reflected
similar gender distributions observed in maternal health studies in Enugu and Ekiti States® 3. In
terms of age, the largest group of respondents were between 3140 years, 37.6%, followed by
those aged 21-30 years, 29.3%, while 22.0% were between 41-50 years, and 11.2% were above
50 years. This suggested that most midwives are within their productive years, which aligned
with the findings of previous research in Ghana and Kenya where the majority o Q%es were
reported to be in the 25-40 age bracket, an age range associated with both physicdlresilience and
career maturity* 3. The predominance of relatively young midwives n@o tribute positively to
the adaptability and uptake of new interventions such as t %TIVE Care Bundle, as
younger practitioners are often more receptive to training a@u vative practices.

Respect to marital status, majority of respondents w. rfra%ed 74.1%, while 19.0% were single,
3.9% widowed, and 2.9% divorced. The dominal% married respondents was consistent with
prior Nigerian studies which found that m é‘} stability often contributes to work-life balance
among healthcare workers®. This de’é%baphlc may also influence midwives’ perspectives on
maternal health, as married p@%ners might draw on personal and family experiences in
shaping their attitudes to\@%atemal care. Regarding educational qualifications, 42.0% held a

Registered Midw&?g%ﬁcate, 28.3% had diplomas, 20.0% possessed a Bachelor’s degree in
o

Nursing, and ad other qualifications. This indicated that the majority of midwives had
forma tr& which is essential for evidence-based practice. It also aligned with findings from
Egypt, where structured education significantly improved nurses’ knowledge and practice of
PPH management’. However, the relatively small proportion of degree holders suggested that

higher academic qualifications are still limited among midwives in Ibadan, which may affect

advanced critical thinking and leadership in maternal healthcare.
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On years of professional experience, 36.1% had 1-5 years of experience, 27.8% had more than
10 years, 50 (24.4%) had less than 1 year, and 11.7% had 610 years. This distribution showed a
mix of both younger and more seasoned practitioners, ensuring that maternal health services
benefit from both updated training and practical experience. Similar patterns were reported in
multi-country studies, where experience levels influenced adherence to evidence-based practices;
however, it was noted that younger midwives often displayed higher compli Q%&th new
protocols compared to their older counterparts® °. This corresponds with the fifidings of this
study, where less experienced midwives were more likely to initiate th TIVE Care Bundle
promptly, while older practitioners tended to delay.

The findings of this study showed that knowledge of E-M Care Bundle among midwives
in secondary health institutions in Ibadan was m;&a@ajority of respondents 64% reported

that they had heard about the E-MOTIVE Care , while 36% indicated they had not. This
re g

level of knowledge reflected an encouragirﬁt\ but also underscored a significant information

gap among more than one-third of E;\\es'pondents. This result is consistent with the multi-
country implementation study@%\!igeria, Kenya, and South Africa which reported that while
midwives were generally@&)f individual interventions such as oxytocin and uterine massage,
only a limited n @uld identify all six components of the E-MOTIVE Care Bundle!. In
terms of pur%, 1.5% correctly identified the E-MOTIVE Care Bundle as designed for
mana in@paﬂum haemorrhage, while 23.4% associated it incorrectly with antepartum
haemorrhage, and 13.2% with general haemorrhage. These misconceptions support the findings

from Enugu State where only 23.7% of healthcare providers demonstrated good knowledge of

tranexamic acid, a key component of the bundle, and just 16.4% reported routine use during PPH
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management!!. Both findings highlighted that while knowledge exists, comprehensive
understanding of the care bundle’s focus remains limited.

Knowledge of individual components was generally high among the respondents. Uterine
massage was identified by 90.7%, early detection by 89.8%, oxytocic drugs by 87.8%,
tranexamic acid by 86.8%, and examination and escalation by 83.9%. These results are higher
than those reported in a quasi-experimental study in Egypt, where fewer tha Q) of nurses
demonstrated satisfactory knowledge of PPH management before train)%lgt over 75%

improved to high knowledge categories after intervention'2. The strongnition observed in

the present study may reflect ongoing sensitization in Nigeria @ ing WHO’s adoption of the

E-MOTIVE protocol. Q

However, knowledge gaps were evident in certas’ @1 areas. For instance, only 45.4%

correctly identified normal saline as an appro intravenous fluid for PPH management,
compared to 72.2% who selected dextros Bﬁ in water and 71.7% who mentioned ringer’s
lactate. Similarly, regarding applic&ﬁ;\xg4.9% believed the components should be applied
separately, contrary to WHO’S@%mendation of simultaneous use. This misinterpretation of

application supports the\@gs of the multi-country randomized trial, where training and

supervision were C@before midwives could fully adhere to the integrated application of the

care bundle”.6

The fi nd@f this study revealed that the utilization of E-MOTIVE Care Bundle among
midwives in secondary health institutions in Ibadan was high but inconsistent. More than half of
the respondents 79% agreed that all steps of the bundle were completely applied, Furthermore,
48.3% midwives reported completing the steps within one hour instead of the recommended 15

minutes, while only 25.4% adhered to the correct timeframe. These findings demonstrated that
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although partial knowledge exist, the actual utilization of the bundle in practice is suboptimal.
This align with evidence from earlier studies. For instance, in Egypt, a quasi-experimental study
reported that fewer than 50% of nurses had satisfactory practice of PPH management before
intervention, but following training, 91.2% achieved satisfactory implementation of the E-
MOTIVE components'4. Similarly, a study of 150 midwives in 12 hospitals across Southwest
Nigeria found that complete bundle use rose significantly from 24% to 84% afte Qﬁ, with a
60% decline in PPH complications'>. Both studies emphasize that utilization\depgfids heavily on
structured training and retraining. Q

In this study, barriers to utilization were prominent. Respo e@ported 32.2% delays in
teamwork, 5.4% delays in communication, and 23.9% resie 0 new protocols. On the other
hand, 53.2% identified the availability of essenti d@and staff training as facilitators of
effective use. These findings are consistent_ wi O’s multi-country implementation trial
demonstrated that successful utilization N-MOTIVE was tied to institutional support,
supervision, and access to supplies, @ing in a reduction of severe PPH cases from 4.3% to
1.6% in intervention group\é“grhe present findings also showed inconsistencies in
pharmacological applica&@ .6% of midwives reported administering tranexamic acid alone,
28.8% used oxyt '@e, and 30.2% used a combination of both. This reflected partial rather

than compreh%

tranex mé@ was linked to unavailability and lack of adequate knowledge!”.

utilization, echoing the report from Northern Nigeria, where low uptake of

Despite these challenges, midwives in this study acknowledged the positive impact of E-
MOTIVE utilization. 51.7% agreed that timely use increases chances of recovery, while 43.4%
noted that it reduces long-term complications. These perceptions resonate with global evidence,

including the large-scale WHO-led trial across sub-Saharan Africa, which confirmed that the E-
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MOTIVE bundle significantly reduces blood loss, severe PPH incidence, and maternal
morbidity'®.

The findings of this study revealed that midwives in secondary health institutions in Ibadan
demonstrated high knowledge of the steps involved in managing postpartum haemorrhage, but
with considerable inconsistencies in their responses. Majority respondents 73.2% correctly
identified 500 ml as the threshold for initiating intervention, in line with Q&ndard&
However, 28.8% indicated 350 ml, 27.8% selected 250 ml, and 17.6% point@bﬂ ml. These
variations suggested that while many midwives recognized the glo tion line, others lack
clarity on earlier warning points, which could lead to delayed i &mns. This finding support
the qualitative study in Ekiti and Eastern Nigeria, wher ives often relied on personal

experience and available resources rather than stand;r&@hresholds and protocols'®.

Monitoring of vital signs, 55.1% midwives iedi ourly checks, 29.8% suggested every 15

"

minutes if normal, while 35.6% belie d\once daily monitoring was sufficient. Such
inconsistency highlights gaps in thq&ﬁj\tﬁ application of emergency monitoring protocols.
Similar gaps were noted in N'rge\gkg{d Ghana, where poor adherence to Active Management of
the Third Stage of Labm@TSL) was reported, with only 42% of skilled birth attendants
fully complying wi @uidelinezo. Since AMTSL forms a foundation for the E-MOTIVE Care
Bundle, poor @p ance at this level contributes to variation in stepwise management of PPH.

Conce i@r\ocin administration, 58.0% majority of the respondents correctly reported giving
oxytocin at delivery of the anterior shoulder, while 50.7% said it was administered one minute

after delivery. Worryingly, 25.9% indicated it was only given after signs of PPH had appeared,

contrary to WHO recommendations for preventive use. This reflected a mix of appropriate and
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delayed practices, consistent with earlier findings in Uganda, where staff knowledge of timely
administration of uterotonics influenced whether PPH was effectively managed?!.

Knowledge of drug dosages also revealed inconsistencies. For oxytocin, 59.0% supported 5 IU in
250 ml over 5 minutes, 52.7% indicated 20 IU in 500 ml over 2 hours, while 48.3% chose 10 IU
in 1000 ml over 1 hour. For tranexamic acid, only 23.4% identified the correct 1 g dose, while
higher and incorrect dosages were chosen by others. These findings align wi %ts from
Northern Nigeria, where inadequate knowledge and unavailability hindered correct and
consistent use of tranexamic acid in PPH management %2, When asked@mext steps following
persistent bleeding, 46.3% prioritized checking for retaine enta tissue, while 44.4%
suggested uterine massage, and another 44.4% indicate@a ining for genital lacerations.
Although the appropriate actions were identified, of uniform prioritization highlights
inconsistency in practice. This resonates with\ﬁg@ s from a Ugandan study, where facilities
with complete E-MOTIVE implementatiog&essfully managed 84.6% of PPH cases compared
to 63.2% in facilities with partial il&ﬂ%hentation, largely due to better adherence to stepwise
%%’tions, 44.9% supported immediate repair, while 57.1%

\

suggested waiting 30 minutds,*and 46.8% said one hour. This wide variation points to gaps in

protocols 2. On suturing of

clinical judgment a@tocol adherence. Similarly, in a Ghanaian quasi-experimental study,
structured tratping of 100 midwives improved case resolution rates from 58% to 85% after
consis en@caﬁon of E-MOTIVE steps?“.

Post-delivery practices were encouraging, with 54.6% checking blood loss on calibrated drapes,
51.2% checking uterine contraction, 39.5% emptying the bladder, and 21.5% examining the
placenta and membranes. Furthermore, respondents recognized the value of patient education,

with 58.5% noting that it reduced hospital stay, 54.6% indicating it enables timely intervention,
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and 51.2% highlighting its role in preparing patients for surgery. These findings are consistent
with evidence from Southwest Nigeria, where E-MOTIVE implementation reduced PPH
complications by 60% following improved adherence to stepwise management >

For Hol (knowledge and utilization), the chi-square test (y*> = 16.026, df = 3, p = 0.001) showed
a statistically significant association. This indicated that midwives with better knowledge were
more likely to utilize the E-MOTIVE Care Bundle. For Ho2 (years of experience @zation),
the chi-square test (> = 73.927, df = 9, p = 0.000) also revealed a significdfit association.
Interestingly, less experienced midwives (<1 year: 44 who said yes) @lgkne likely to initiate
the bundle promptly, while those with longer experience (>E§: s: 41 who said yes) often

delayed initiation, suggesting reliance on traditional practic than updated protocols.

>
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Chapter Five
Conclusion
5.1 Summary of Findings
This study assessed the midwives’ knowledge and utilization of the WHO E-MOTIVE Care
Bundle management of postpartum haemorrhage in secondary health institutions Kbadan,

X

Demographic Information of Respondents: The study involved 205 midw with varying

Oyo State. The findings are summarized as follows:

years of experience. Majority fell within the 1-5 years categomy) (36.1%), while 57
(27.8%) had more than ten years of practice. The respor@s ere mostly female 185
e.

(90.2%)), reflecting the gender distribution in midwifery %:

Level of Knowledge of the E-MOTIVE Care Bun@ he findings revealed that the level of
knowledge of the E-MOTIVE Care Bundl&@lg midwives in secondary health institutions
in Ibadan was high, though not witho'u@ule gaps. As shown in Figure 4.2, majority of the
respondents 131 (64%) repsmtec@&t they had heard about the E-MOTIVE Care Bundle,
while 74 (36%) indicat @hey had not, suggesting a fair level of knowledge but still
leaving a sizeab.le portion uninformed. In terms of knowledge of its purpose, most
midwives 126 @A)) correctly identified the bundle as designed for the management of
postpartu morrhage, while 48 (23.4%) incorrectly associated it with antepartum
haen}sﬂaage and 27 (13.2%) with general haemorrhage. This indicated that although
knowledge exists, misconceptions about its specific application persist. knowledge of the
bundle’s components was generally high. The majority of respondents recognized the key
interventions: 186 (90.7%) identified uterine massage, 184 (89.8%) mentioned early

detection of PPH, 180 (87.8%) selected oxytocic drugs, 178 (86.8%) identified tranexamic
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acid, and 172 (83.9%) recognized examination and escalation. Similarly, knowledge of
intravenous fluid options was fairly strong, with 148 (72.2%) selecting dextrose 5% in water
and 147 (71.7%) indicating ringer’s lactate. However, only 93 (45.4%) correctly identified
normal saline, highlighting a critical knowledge gap in fluid management for PPH.

Mode of application of components of E-MOTIVE care bundle, the majority of respondents
133 (64.9%) believed that the bundle’s components should be applied separate %r than
simultaneously as recommended, while only 72 (35.1%) indicated the corréct approach. This
shows that while individual components are well known, the 1nte.’%‘and simultaneous
nature of the E-MOTIVE approach is less clearly understo 1nd1ngs suggested that
while midwives demonstrated strong knowledge and re@ n of most E-MOTIVE Care

Bundle components, misconceptions about its u(@ fluid selection, and application
method indicated that knowledge is incom %&nd unevenly distributed. These gaps
highlighted the need for structured traini regular updates to ensure that midwives not
only know the individual compone ﬁ_}lﬁso understand the integrated use of the bundle in
line with WHO recommendat@%
Level of Utilization of MOTIVE Care Bundle: The findings of this study showed that
although the ov@l of utilization of the E-EMOTIVE Care Bundle among midwives was
high where @3 o demonstrated high utilization there were considerable inconsistencies in
a undle was implemented in practice. The data revealed mixed patterns in how
and when midwives initiated the bundle. Majority of the respondents 81.4% reported
initiating the E-MOTIVE Care Bundle after medical consultation, while 79% indicated that

they applied the bundle when blood loss had already exceeded the 300-500 ml range. In

contrast, only 48.3% initiated the bundle when postpartum haemorrhage was merely

125



suspected. These findings suggest that many midwives delayed initiation until clear evidence
of bleeding was present, rather than acting at the earliest suspicion as recommended.

Team collaboration during implementation also appeared uneven. Although most midwives
recognized the involvement of various professionals, their responses reflected uncertainty
about the specific roles of each team member. Midwives (70.3%) and haematologists (74.2%)
were widely acknowledged as part of the PPH management team, wher Q% 59%
recognized the role of obstetricians. These variations suggest gaps in uhderStanding how
interdisciplinary teamwork should function during PPH emei . Completeness,
effectiveness, and timeliness of bundle use also showed ch e@While 62.4% reported

that all steps of the bundle were completely used, only 4 % ieved these steps were used

effectively. Timeliness showed slightly better e@nce, with 66.8% acknowledging
§tions of timeliness indicated that not all

timely use of steps. However, discrepancies {r@

midwives consistently followed the r o§!mended sequence or speed of application.
Although many understood the pu \oatne calibrated drape, fewer correctly identified its
role in quantifying blood los& responses continued to reflect uncertainties about time-
sensitive components. QQ

Drug administ bﬁractices further highlighted partial rather than comprehensive
utilization. [ess than half of the respondents correctly used key medications: 42.4%
adm'nis@ tranexamic acid, 53.7% administered oxytocin, and only 47.3% correctly used a
combination of both. This inconsistency suggests that midwives often relied on individual
components rather than the integrated bundle approach. Barriers affecting utilization were

also clearly identified. A substantial proportion of respondents reported delays in teamwork

79.5%, resistance to new protocols 71.7%, and delays in communication 71.3% as major
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obstacles. Conversely, facilitators of utilization included the availability of essential drugs
and staff training 72.7%, as well as institutional support 82.4%, highlighting the importance
of supportive health system structures.

Despite these challenges, midwives acknowledged the value of E-MOTIVE. Most
respondents agreed that timely use of the bundle improves maternal recovery (79.5%) and
reduces long-term complications (68.3%). This recognition demonstrates a s &sitive
attitude toward the bundle, even where gaps in application exist. The {study” found that
although utilization of the E-MOTIVE Care Bundle in Ibadan i@ally high, actual
practice is often incomplete or delayed. The inconsistencies 16‘[ 10n, sequence, teamwork,
documentation, and medication use indicate that utili@n remains partial rather than
comprehensive. Strengthening continuous trainin in@ing teamwork structures, ensuring
availability of supplies, and reinforcing adh e to standardized PPH protocols are
essential steps toward achieving full a § tive implementation of the E-MOTIVE Care
Bundle. \(.)

Steps in the Management of, R&% rtum Haemorrhage: The findings of this study showed
that midwives in seco% health institutions in Ibadan demonstrated mixed levels of
accuracy in the ent of postpartum haemorrhage (PPH) using the E-MOTIVE Care
Bundle. Al@g many respondents were familiar with the essential steps, the results
reve%@iderable inconsistencies in threshold recognition, vital signs monitoring, drug
timing, drug dosages, and prioritization of interventions during emergencies. One of the most
fundamental steps in effective PPH management is recognising the correct blood-loss
threshold for action. In this study, 115 midwives (56.1%) correctly identified 500 ml as the

action line recommended by WHO. However, a substantial proportion selected lower
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thresholds: 59 (28.8%) identified 350 ml, 57 (27.8%) chose 250 ml, and 36 (17.6%) believed
that intervention should begin at 150 ml. These variations show that although the majority
knew the standard threshold, nearly half of the respondents were uncertain, indicating
inconsistent early recognition of PPH.

Patterns in monitoring vital signs further highlighted gaps in practice. A number of midwives,
113 (55.1%), believed vital signs should be checked once every hour, whi Q&(%%)
reported that checks should occur every 15 minutes when vital signs are fiormal. Most
concerning, 73 (35.6%) indicated vital signs could be monitored on, a practice that is
inappropriate in acute PPH situations. This variation under re%ﬂted understanding of

the need for frequent and intensive monitoring during Ha

oxytocin, a critical uterotonic for preventing;j e@ve bleeding, was also reported

inconsistently. A majority, 119 respondents (580%); correctly stated that oxytocin should be

N

given at delivery of the anterior shoulderﬁ ¢ with active management of the third stage of

age. The administration of

labour. However, 104 (50.7%) beli s\it's ould be administered one minute after delivery,
while 53 (25.9%) indicated t@%y gave oxytocin after signs of PPH appeared. This latter
group reflects delayed A@raﬁon, which contradicts WHO recommendations designed to
prevent haemo @

Knowledge ﬁltsﬁciﬁc drug dosages and fluid regimens showed additional gaps. For
oxytoci@"gsion, 121 midwives (59.0%) selected 5 IU in 250 ml over 5 minutes, 108
(52.7%) chose 20 IU in 500 ml over 2 hours, and 99 (48.3%) opted for 10 IU in 1000 ml over
1 hour. The wide spread of responses indicates significant uncertainty about the correct

dosage and infusion volume. Gaps were even more pronounced in the use of tranexamic acid:

only 48 respondents (23.4%) correctly selected the recommended 1 g dose, while the
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remaining midwives chose incorrect higher doses. Given that early administration of
tranexamic acid reduces PPH-related mortality, this level of misunderstanding is concerning.
When bleeding persisted despite initial measures, respondents identified several appropriate
clinical steps, but with no clear consensus on prioritization. Ninety-five (46.3%) reported
checking for retained placenta tissue, 91 (44.4%) mentioned performing uterine me&e, and

another 91 (44.4%) recommended examining for genital tract lacerations. T esponses

confirm awareness of essential actions but also suggest fragmented un ing of the

correct sequence, which may cause delays in achieving haemostasis.Q

Variability also emerged in reported timelines for repairing lair$. 92 (44.9%) supported

immediate suturing, while 117 (57.1%) preferred wai minutes, and 96 (46.8%)
suggested waiting up to one hour. This level .0 rity shows non-uniform clinical
judgement which may lead to prolonged ble’@ and poorer outcomes. Post-delivery
assessments, which are crucial compone &he E-MOTIVE bundle, were inconsistently
practiced. While 112 midwives (54®eported checking blood loss on the calibrated drape,
only 105 (51.2%) consisten@gﬁcked for uterine contraction, 81 (39.5%) ensured the
bladder was emptied,\and Yust 44 (21.5%) checked the placenta and membranes for
completeness. @ ings demonstrate that although many midwives were aware of some
steps, comp@n ive and consistent adherence remains limited.

Patignt @rgation after PPH was better acknowledged but still varied. 120 (58.5%)
understood that proper patient education reduces hospital stay, 112 (54.6%) indicated that it
enables early intervention, and 105 (51.2%) believed that it prepares the patient for possible

surgical procedures. While these responses show appreciation of the value of patient

education, inconsistent application suggests that this step may not always be implemented
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effectively in practice. The findings reveal that while midwives possess a basic
understanding of the steps involved in PPH management, there are substantial inconsistencies
in recognizing clinical thresholds, administering medications, monitoring vital signs,
prioritizing interventions, and performing essential post-delivery assessments. These gaps
demonstrate partial rather than full adherence to the E-MOTIVE Care Bundle, underscoring
the need for strengthened training, clearer clinical protocols, regular updates o Q&osing,
and continuous supervision to ensure uniformity and effectiveness in PPH{management. For
Hy1 (knowledge and utilization), the chi-square test (%> = 16.026, df @p 0.001) showed a

statistically significant relationship, while for Ho2 (years of gxpetience and utilization), the

chi-square test (x> = 73.927, df =9, p = 0.000) also revealgniﬁcant relationship.
5.2 Conclusion fbb(b

This study assessed the midwives’ lfno %e and utilization of E-MOTIVE Care Bundle
management of postpartum haem@e in secondary health institutions in Ibadan, Oyo
State. The findings revealed@%hﬂe most midwives had high knowledge of individual
bundle components sué%%erine massage 90.7%, oxytocic drugs 87.8%, and tranexamic
acid 86.8%, ‘@s gaps existed regarding correct fluid use and the simultaneous
application @omponents. Utilization was high, more than half 79% indicated that initiation
shou{/&en blood loss exceeds 300-500ml, and delays in teamwork and communication

were common barriers.

Hypothesis testing showed a significant association between knowledge and utilization (3> =
16.026, p = .001) and between years of experience and utilization (y*> = 73.927, p = .000).

Interestingly, less experienced midwives were more likely to initiate the bundle promptly,
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while older and more experienced practitioners tended to delay, possibly due to reliance on
traditional practices. The E-MOTIVE Care Bundle is recognized and partially applied in
Ibadan, but inconsistencies in knowledge and utilization limited its full impact. Strengthened

training, institutional support, and supervision are essential to ensure consistent, effective,

Based on the findings, the following recommendations were made: 6\

and timely use of the bundle in line with WHO guidelines.

5.3 Recommendations

i. Structured Training and Retraining: Regular @e%e training should be
organized for midwives to bridge knowledge @, especially on simultaneous

application of bundle components, correct %@se, and proper drug dosages.

ii. Institutional Support and Supé\\%n: Secondary health institutions should
provide necessary supplies su'c@ librated drapes, essential drugs, and monitoring

tools while ensuring su@&e supervision to reinforce adherence.

iii. Team-Based @ch: Strengthening interdisciplinary collaboration among
midwivess @tricians, and haematologists should be prioritized to improve

coor%gbd'and timely response to PPH cases.

@cy and Protocol Integration: Hospital management should integrate the E-
MOTIVE Care Bundle into standard operating procedures, ensuring uniform practice

across all facilities in Ibadan.
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v. Mentorship and Knowledge Transfer: Senior practitioners should be encouraged to
embrace updated protocols, while mentorship programs should support young

midwives in consolidating evidence-based practices.
5.4 Contribution to Knowledge

This study contributes to knowledge by providing empirical evidence on the ¢ t 1evel of
knowledge and utilization of the E-MOTIVE Care Bundle among midwives,ih secondary
health institutions in Ibadan, highlighting areas of strength and ss. Establishes a
significant relationship between knowledge and utilizati nﬁ)wing that improved
knowledge translates into better application of the bu niquely shows that years of
experience do not necessarily guarantee better u 'li% ; less experienced midwives were
more compliant with updated guidelines than l@ ore experienced counterparts. Also add
to the growing body of literature from Ni kon the practical implementation of WHO’s E-

MOTIVE Care Bundle, providing‘@xt-speciﬁc insights for maternal health policy and

practice in low-resource sett'm@z

5.5 Suggested Are’a@rther Research

i. A longitudinal study to evaluate the impact of continuous training on midwives’

Q@e and utilization of the E-MOTIVE Care Bundle over time.

ii. A comparative study between secondary and tertiary health institutions in Nigeria to

assess differences in knowledge, utilization, and maternal outcomes.

iii. Qualitative research exploring barriers to utilization from midwives’ perspectives,

including cultural, institutional, and personal factors.
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iv. Cost-effectiveness studies to determine the financial feasibility of large-scale adoption of

the E-MOTIVE Care Bundle in Nigerian health systems.

v. Research on the effect of mentorship and peer learning models in promoting sustained

use of E-MOTIVE practices among midwives.
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APPENDIX I
Informed Consent Form
I am Iyabode Aderonke Adeleke, a postgraduate student of the Department of Nursing
Science, Lead City University, Ibadan. The title of my study is: Knowledge and
Utilization of E-MOTIVE Care Bundle in Management of Postpartum Hemorrhage
among Midwives in Selected State Government Hospitals in Ibadan, Oyo State. The
purpose of this study is to assess the level of knowledge and utilization of E-MOTIVE
Care Bundle among midwives in managing postpartum hemorrhage in selected state
government hospitals in Ibadan, Oyo State. You have been selected to icipate
because you are a midwife currently practicing in one of the selected sta ernment
hospitals in Ibadan. If you agree to participate, you will be required@)
developed questionnaire, which will take approximately 15 minutegto plete. There
is no physical or emotional risk involved in your participatio %ﬁr responses will
contribute to improving knowledge and the effective use of % E Care Bundle to

ond to a

help reduce maternal mortality due to postpartum he Participation in this
study is voluntary, and you will not receive any mo r material compensation.
You have the right to withdraw from the study at any without fear of victimization
or penalty. All information you provide will be %nﬁdential. Your identity will not

be revealed in any report or publication result m this study. Data will be securely
stored and destroyed after the research is ¢ ted, in line with ethical guidelines.

If you have any questions or coné@out this study, please contact:

Iyabode Aderonke AD@@E Phone number: 08023466178

3
(S

\?566
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Questionnaire

Section A: Socio-Demographic Data
Instruction; please, tick (\) the appropriate box

—

2
3
4.
5
6
7

Age: (a) 20-30() (b) 31-39( ) (c) 40-50( ) (d) 51 and above ()

Sex (a) Male ( ) (b) Female ()

Religion: Christianity () (b) Islam (') (c) Traditional (') (d) Others ()

Tribe: (a) Yoruba () (b) Hausa () (c) Igbo () (d) Others ()

Marital status: (a) Single () (b) Married () (¢) Divorced () (d) Widow \

Nationality: (a) Nigerian () (b) Non-Nigerian () Q
uﬁg«ﬁ) MSe () (©)

Educational Qualification: (a) RN/RM () (b) RM (C) BSc/B

PhD ()
Department (Maternity Unit): (a) Labour ward () (b) L@oom (C) Lying-in

ward () (D) others ()
Years of Experience (a) less than 1 year () (b) !& () (c) 6-10 years () (d)
above 10 years ()
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Section B: Knowledge of E-MOTIVE Care Bundle Components
Kindly respond to the following items by selecting Yes or No.

S/N Items Yes| No
1 | Have you heard about E-MOTIVE Care Bundle?
2| Your sources of information about E-MOTIVE Care Bundle is:
a. Internet
b. Workplace \

c. WHO Bulletine

3| Where were you trained on the use of E-MOTIVE care bundle?

a. Workshop (

b. MCPDP A

c. Seminar \( \ N

d. Clinical Presentations W

4 What is E-MOTIVE Care Bundle used for 0 N
a. management of haemorrhage P\

b. management of antepartum haemorrhage \}

d. management of postpartum haemorrha}ge,\Q

S What are the components of E-MOTIVE CareBuhdle?
a. Early Detection

2\
b. Massage of uterus \\QU
QO

c. Oxcytocic drugs

d. Tranexamic acid

.\ -
e. Intravenous (IV) fluids o CSN

)

f. Examination and Escala‘t%\

6 Which intravenous (IV)fids is recommended in the management of PPH

under E- MOTIV undle?
a. Dextrose 5% in er

b. Normal §q§
c. Ringens [actate)

d. Hy&rtwvsaline

7 Exaﬁamn in E-MOTIVE Care Bundle means:
agexamining the cervix for laceration

Wamining the vagina for laceration

c. examining the uterus for laceration

8 Escalation in E-MOTIVE Care Bundle means:
a. referring the patient for advance care if bleeding persist

b. continuous monitoring of the patient

9 Components of E-MOTIVE Care Bundle should be applied:
a. unanimously
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10

b. simultaneously

c. separately

Importance of Documentation of all E-MOTIVE steps in the management of
PPH are for:
a. for legal purpose

b. for training purpose

c. for future research endeavor
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Section C: Utilization of E-MOTIVE Care Bundle in the Management of Postpartum
Haemorrhage
Instruction: Please indicate the extent to which you agree or disagree with the following

statements

S/N Item Yes No

1| EEMOTIVE Care Bundle should be initiated
when:

a. after medical consultation f \2
b. postpartum haemorrhage is suspected (
Vi
c. blood loss exceeds 300-500ml ’\ o
(@
2 | Team collaboration in utilizing E- MOTIVE \J
Care Bundle during obstetric emergencies

involves: 0
a. Obstetrian Q

b. Midwives
D)

c. Haemotologist 0‘

3 | Health professionals using E- MO'\ are

bundle will ensure that all steps a§
a. completely used ps\a

b. effectively used K‘—)‘

c.timely used

4 | Primary use o Qﬁted drape in E- Motive
care bundle during’delivery is to:

a. me .r{gna rnal blood pressure

b. aceurately quantify postpartum blood loss

%%tect early onset of PPH

5VRecommended time frame for completing
all E-EMOTIVE care bundle steps in an
emergency is:

a. 30 minutes

b. within 15 minutes

c. 1 hour
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E-MOTIVE care bundle to control bleeding
involves:
a. administering Tranexamic acid

b. administering oxytocine

c. administering combination of
Tranexamic acid and oxytocine

The best support routine use of the E- MOTIVE
Care Bundle in clinical settings includes:

a. availability of essential drugs and staff
training

b. patient demand

c. religious beliefs

Timely use of E-MOTIVE care Bundle
improves:

a. chances of postpartum recovery

b. long-term complications.

_Q
¢. maternal health rb‘
O
(&

Escalation in E-motive starts when:\Q

a. bleeding continues \

b. there is dizziness &\\K?\

c. there is eminent s@g 7

10

Factors that can in@ successful utilization
of EEMOTIV ndle:
a. availabjlity=6f E-MOTIVE care bundle

b. traib@nd retraining of attending
midwi(es

c. institutional support for E-MOTIVE care
b;&i}

11

Jirig E-MOTIVE care bundle to manage PPH
1l:
a. boost midwives confidence

b. make midwives not to be confident

c. help midwives to act independently

12

What barriers do you face in utilizing the E-
MOTIVE care bundle?

a. resistance to new protocol
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b. delay in teamwork

c. delay in communication

13

Advance care requires:
a. surgical intervention

b. hysterectomy

c. referral to tertiary institution
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Section D: Steps in the Management of Postpartum Haemorrhage Using E-MOTIVE
Care Bundle
Instruction: Please indicate the extent to which you agree or disagree with the following

statements
S/N Item Yes No
1 | Critical action threshold for blood loss on the calibrated drape while

managing PPH using E- MOTIVE Care Bundle is:
a. 150 ml

N

b. 250 ml

(
c. 350 ml (warning line) PR

d. 500 ml (action line) {'\\

Vital signs are monitored under E-MOTIVE care bundle: @J

a. once every hour 0
A

b. every 15 minutes (if normal) {\V

c. once a day ’b\

According to E-MOTIVE care bund @col, when should oxytocin
(10 IU) be administered: \

a. one minute after delivery of { :Aby
)

b. at delivery of anterior sh

V N
c. after signs of PPH, \\‘O‘

Recommended dos ?ytocin for initial treatment according to E-
MOTIVE Care Bu for managing PPH is:
over 1 hour

1 given over 10 minutes

A N
c. 2@in 500 ml over 2 hours

@J in 250 ml over 5 minutes

VY

he recommended dose of Tranexamic acid to be given for the
management of PPH is:

a. Sg

b. 3g

c. lg

146




The recommended dose of crystalloid to dilute Tranexamic acid is:

a. 500ml
b. 250ml
c. 300ml
7 | Other medications that can be administered for PPH treatment in E-
MOTIVE care bundle includes:
a. misoprostol A
b. synthometrine ,.\Q
c. 2" dose of Tranexamic acid N
d. ergometrine & Nt
8 | Tranexamic acid should not be given to a woman that has beeQ »
diagnosed with:
a. renal failure 7\
b. eclampsia (\\)
c. hypersensitive to antifibrinolytic agents A\}
9 | Uterine tone is checked after delivery to: \
a. ensure contraction of the uterus ?\’b
b. identify atony as a cause of bl@ dk%v
10 | The first action to take when bleedir%)sists after placenta delivery in
E-MOTIVE care bundle is to;
a. examine for retained placept
b. massage the uterus
c. check for genit% ations
11 | Suturing of lac%@E-MOTIVE care bundle to stop bleeding
should be:
a. immedi
b. 30 mffs ater )
c. 1 heurtater
12 | Ex@niination of the genital tract after delivery in E- MOTIVE care

e 1s to:
N, identification of laceration

b. bleeding without cause

13

Immediately after delivery in E-Motive care bundle, midwives
should:
a. check and empty the bladder

b. check the amount of blood loss on the drape

c. check for uterus contraction after placenta
delivery
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d. check placenta and membranes for completion

e. examine the genital tract for any laceration

14

Reassessment of bleeding after delivery is necessary to prevent:

a. escalation

b. maternal morbidity

c. maternal mortality

15

Importance of education on early reporting of postpartum bleeding is

to:
a. prepare patient for surgery

b. reduce time spent in the hospital by patients

N (

c. enable prompt intervention and reduce complications
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Lead City University (LCU)

Motto: Knowledge for Self-reliance
tdministrative Building, Lagos-Thadan Express way, Toll Gate Area, PO Box 30678, Secretariat, Ihadan,
Ovo State Nigeria, Tel: 09064484162, Email. nursingleleu.eding

Department of Nursing Science
Faculty of Basic Medieal and Health Sciences

www. len.edu.ng

Lead City University, [badan,
Faculty of Basic Medical & Health Sciences
Department of Nursing Science,

22™ May, 2025

The Secretary,

Oyvo State Research Ethics Review Committee,
Ministry of Health. Secretariat,

Ibadan.

Dear Sir,
LETTER OF INTRODUCTION: ETHICAL APPROVAL
IYABODE ADERONKE ADELEKE — MATRIC NO. LCU/PG/006117

I write to confirm that Iyabode Aderonke Adeleke is an MSc student in the Department of Nursing
Science, Faculty of Basic Medical and Health Sciences, Lead City University, Ibadan.

She is seeking ethical approval to enable her carry out a research work titled “KNOWLEDGE, AND
UTILIZATION OF WHO E-MOTIVE CARE BUNDLE IN MANAGEMENT OF POSTPARTUM
HEMORRHAGE AMONG MIDWIVES IN SECONDARY HELATH INSTITUTION IN IBADAN ‘
OYO STATE.” |

1 hereby request your kind assistance and approval.
Thank you very much

Yours faithfully

L

Dr. T A. Otufale
Head of Department

Lead City University
Department of Nursing Scicnce

149




APPENDIX III

TELEGRAMS...........cevee TELEPHONE.......ccco0vee

MINISTRY OF HEALTH

DEPARTMENT OF PLANNING, RESEARCH & STATISTICS DIVISION
PRIVATE MAIL BAG NO. 5027, OYO STATE OF NIGERIA
Your REf New ..covisniinnnisivimiinninim

All communications should be addressed to

the Honarable Commissioner quoting

Our Ref. No. AD 13/479/26 O Date©S Towie, 202 &

NAME OF PRINCIPAL INVESTIGATOR: ADELEKE IYABODE
TITLE OF STUDY: KNOWLEDGE AND UTILIZATION OF THE E-MOTIVE CARE BUNDLE

IN MANAGEMENT OF POSTPARTUM HAEMORRHAGE AMONG MIDWIVES IN SELECTED
STATE GOVERNMENT HOSPITALS IN IBADAN, OYO STATE

RESEARCH INSTITUTION: LEAD CITY UNIVERSITY, IBADAN.
NREC ASSIGNED NUMBER: NHREC/OYOSHRIEC/10/11/22

DATE OF RECEIPT OF VALID APPLICATION: 22/05/2025
NOTIFICATION OF EXECUTIVE APPROVAL OF PROTOCOL

This is to notify you that the Oyo State Ministry of Health Research Ethics Committee
(HREC) has concluded to give executive approval to your research proposal after necessary
reviews and corrections under the regulations guiding experiment in human subjects.

2 This approval is for a period of (1) one year from 26th May, 2025 to 25t April, 2026. If there
is hindrance in starting this research, please inform the Oyo State HREC so that dates of approval
can be adjusted accordingly. Note that no activity related to this research may be conducted
outside these dates. No changes are permitted in the research without prior approval by Oyo
State HREC.

3. All forms and questionnaires used in this study must carry the HREC assigned number
and the duration of HREC approval. You are to note further that the National Code of Health
Research Ethics requires you to comply with all Institutional guidelines, rules and regulation of
the codes. Please ensure that any adverse effect from your study is quickly reported to the HREC
Oyo State Ministry of Health, Ibadan.

4. You are expected to submit a report to this committee every three (3) months from the
date of this approval. The Oyo State HREC reserves the right to conduct compliance visit on

your research sites without previous notification.

5; I thank you.

Dirdy ?.;‘»
Secretary, Oyo 2
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APPENDIX IV

INFORMED CONSENT FORM FOR THE PARTICIPANTS
CONFIDENTIALITY

Information obtained will be treated with outmost confidentiality.

Voluntariness \
The study allows participants with kin and genuine interest to participate Q

Management and Care (/

In any case of injury or assault to the participants in the course of thi& it will be taken

care of by the researcher. E

Statement of person obtaining Informed Consent 0
I have fully explained this research to

with sufficient and accurate
information including risks and benefits to make aa ed decision.

Name ngb
® 9

Signature

Date

Statement of per@mg consent

I have read ption of the study and that my participation is voluntary. The purpose,
risks and bewefits of the research have been explained to me. I understand that I can
Wlthdraw articipation from the study at any time. I have received a copy of this consent

m\/ personal keep.

Name
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Bio-data
A. Personal Data
1. Full Name: Iyabode Aderonke ADELEKE
Zone 5, Alagbayun Area, Akobo, Ibadan, Oyo State.

Email Address: iyabby3@gmail.com
Phone Number: 08023466178
2. Date and Place of Birth: 31 August 1964

Place of Birth: Ibadan, Oyo State
3. Nationality: Nigerian
4. Marital Status: Married

5. No. of Children & their ages: One (1)

6. Name and Address of Spouse: Pastor S. A. Adeleke
Address: Zone 5, Alagbayun Area, Akobo, Ibadan, Oyo State
7. Name and Address of Next of Kin: Pastor S. A. Adeleke
Address: Zone 5, Alagbayun Area, Akobo, Ibadan

Email: shinaadeleke@yahoo.com

Phone Number: 08034302754

8. Date of Assumption of Duty in current establishment: ‘6" September, 1982
9. Status on first appointment in current establishmeént: Student Midwife
10. Present position: Principal Lecturer

11. Date of last promotion: 1% January, 2021

12. Date of confirmation of appointment]'0" November, 1987

13. If not confirmed why: Nil

14. Present Salary: Nil

15. Faculty: Maternal and Child Hedlth

16. Department: Midwifery

B. Educational Background
Education Institution$\Attended with Dates and Qualification:

I Higher\Educational Institutions Attended with Dates & Qualification

Date Institution Qualification

2015 Utiversity of Ibadan Postgraduate Diploma in Education
(PGDE)
Second Class Upper.

2002 University of Ibadan. Masters of Social Works (MSW)

1999 University of Ibadan Bachelor of Science In Nursing (BSc.
Nursing)

1986 School of Nursing, Eleyele, Ibadan General Nursing — Registered Nurse.
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