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Committee)

Re: Supplementary Information on Nigeria Scheduled for Review during the Pre-Session
Working Group of the 67" Session of the CEDAW Committee

Honorable Committee Members:

This letter is intended to supplement the combined seventh and eighth periodic report of the
government of Nigeria, which is scheduled to be reviewed by this Committee during its pre-
sessional working group of the 67" Session. The Center for Reproductive Rights (the Center), a
global advocacy organization and Women Advocates Research and Documentation Center
(WARDC), a national non-governmental organization based in Nigeria, hope to further the work
of the Committee by providing independent information on Nigeria concerning the rights
protected in the Convention on the Elimination of All Forms of Discrimination against Women
(CEDAW).

This letter highlights the following issues of concern regarding the sexual and reproductive rights
of Nigerian women and adolescent girls: high maternal mortality and lack of access to maternal
health care services; lack of access to family planning information and services; high rate of
unsafe abortion and lack of post-abortion care; sexual and physical violence against women and
girls; child marriage; and lack of access to sexual and reproductive health services in conflict
areas.

1. LACK OF ACCESS TO MATERNAL HEALTH CARE SERVICES

This Committee and other treaty monitoring bodies have framed the issue of maternal mortality
as a violation of women’s and girls’ right to health and life.? Particularly, this Committee has
confirmed that ensuring equality of health results, including by lowering the maternal mortality
rate, is an important indicator of a state’s success in overcoming rights violations.? Particularly
on Nigeria, this Committee has repeatedly drawn attention to the high incidence of maternal
death in the country* and has urged the government to address the issue, as a matter of priority,
including through the allocation of “adequate resources to increase women’s access to affordable
health services, particularly pre-natal, post-natal, and obstetric services, as well as other medical
and emergency assistance provided by trained personnel, particularly in rural areas.” During the
2013 Universal Periodic Review (UPR), it was again recommended that Nigeria implement
measures to reduce the high maternal mortality rate.® Similarly, in 2015, the African Commission
on Human and Peoples’ Rights (African Commission) condemned the country’s high rate of
maternal mortality” and urged the state to strengthen ongoing initiatives to reduce the high rate of
maternal mortality by “eliminating all barriers to maternal health services in the country,
increasing budgetary allocation to the health sector in line with the Abuja Declaration, and
promoting human rights-based private-sector investment in the health sector.”®

1



However, while the government, in its current report to the Committee has acknowledged the
high maternal mortality as a “key challenge,”® and has highlighted several measures it has
undertaken to address the issue, including free maternal health services for pregnant women,; the
mobilization and deployment of midwives to increase skilled birth attendance; and the
construction of facilities specifically equipped to treat obstetric fistula,'°evidence shows that
these efforts have been ineffective in improving maternal health care. For instance, Midwives
Services Scheme (MSS), which was launched in December 2009 to mobilize midwives in rural
communities, has faced challenges with navigating between federal, state and local authorities,
insufficient government commitment and maintaining qualified personnel.’* Recent reports
indicate that, in many states, midwives go many months without receiving their salaries and
allowances and have to work in conditions where basic facilities such as electricity and water are
not available.™ As a result, the maternal mortality rate remains exceedingly high, and obstacles to
accessing maternal health services persist.

In 2015, the World Health Organization (WHO) identified Nigeria as having the world’s fourth-
highest maternal mortality rate.* According to the report, there are 814 deaths for every 100,000
live births,'* a figure which has hardly changed since 2008, when Nigeria had 829 deaths for
100,000 live births.® This is approximately 58,000 maternal deaths annually,'® indicating that
approximately 159 women die every day due to pregnancy related complications. Although
Nigeria makes up just over 2% of the world’s population, it accounts for approximately 19% of
the world’s maternal deaths.'” However, the government, in its Millennium Development Goal
End-Point Report indicated that the maternal mortality ratio was 243 per 100,000 live births in
2014 and claimed that the country had achieved the Millennium Development Goal of reducing
the maternal mortality ratio by three-quarters between 1990 and 2015."® However, this is contrary
to the findings of the WHO report which indicated that Nigeria had failed to meet the goal.'® As
such, if Nigeria is to achieve the Sustainable Development Goals target of reducing the global
maternal mortality ratio by 2030 to less than 70 for 100,000 live births,? it must significantly
increase its efforts.

Antenatal, delivery and postnatal care

While ensuring access to antenatal, delivery and postnatal care is crucial in reducing the high
maternal mortality, Nigerian women and adolescent girls often have limited access to such
services. According to the 2013 Nigeria Demographic and Health Survey (2013 NDHS) one-third
of women do not attend antenatal care, putting them at a heightened risk of maternal mortality.?
While 61% of women received ANC from a skilled provider, only 51% had attended four
antenatal visits as recommended by the WHO.?? The number of women attending antenatal care
has shown a mere 3% increase from the 2008 rate when 58% of women received ANC from a
skilled provider.” Further, there is disparity in access based on women’s geographical location:
75% of those living in urban areas had the WHO-recommended number of visits as compared to
only 38% of those living in rural areas.?* Forty-seven percent of rural women age 15-49 did not
receive any antenatal care while 86% of urban women were able to access to service.?

Increasing the percentage of births delivered in health facilities and increasing assistance during
childbirth can help reduce deaths arising from complications of pregnancy.”® However, in
Nigeria, between 2008 and 2013, the number of deliveries in a health facility increased just
slightly from 35% to 36%.%” Seventy-seven percent of women in rural areas give birth at home,
as compared with 37% of their urban counterparts.?® Moreover, only 6% of women in the lowest
wealth quintile deliver in health facilities, as compared to 80% of births among women in the
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highest wealth quintile.?® In 2015, the Nigerian National Strategic Framework for Fistula
Prevention and Control estimated that anywhere between 400,000 and 800,000 women had
obstetric fistula, the result of prolonged labor without prompt medical intervention.*® Almost
50% of the fistula cases in the world occur in Nigeria, with between 50,000 to 100,000 new cases
each year.®! The indirect cause for most of these cases is early marriage,® which as discussed
below, is highly prevalent in Nigeria.

In addition, the survival and well-being of a woman depends substantially on the care received
during the postnatal period, as a large number of maternal deaths occur during the first 24 hours
after delivery.® It is estimated that two-third of deaths resulting from complications from
pregnancy and childbirth occur in the postnatal period, which includes the six weeks following
delivery.** The WHO recommends that women have four postnatal checkups: one within the first
twenty-four hours, another three days after delivery, the third between one to two weeks after
delivery, and a fourth checkup six weeks after delivery.*® However, the 2013 NDHS showed that
58% of women in Nigeria did not attend any postnatal checkup.®® Only 36% of women had a
postnatal checkup within the first twenty-four hours of delivery, and only 6% had a checkup
between one and forty-one days after childbirth.*” Further, there is disparity in access based on
geographical location: 69% of rural women received no postnatal care while the rate is 38% for
women living in urban areas.®® Eighty-two percent of women living in the North West of the
country, one of the lowest-income regions in Nigeria,* had no postnatal checkup.*’

Barriers to access to maternal health care

Aside the effect of poverty on the health-seeking behavior of much of the population, delayed
access in emergency obstetric care in many health facilities accounts for a great percentage of
maternal deaths in Nigeria. The low antenatal, delivery and postnatal care attendance rate is
indicative of the numerous barriers women and adolescent girls encounter in accessing the
services. A 2008 fact-finding report published by the Center and WARDC documented the
financial, infrastructural, and institutional obstacles that prevent Nigerian women’s access to
maternal healthcare needed to prevent maternal deaths. ** One such barrier is a compulsory
spousal blood donation requirement—the widespread practice of requiring spouses to donate
blood or pay a fee in lieu before a woman can access antenatal care.*? Despite the Nigerian law
that blood donation be voluntary, many public health care facilities require husbands of antenatal
patients to donate blood.** Compulsory spousal blood donation can have multiple negative
consequences, including discriminatory impacts on pregnant women who are unable or unwilling
to compel their husbands to donate blood.** Husbands may refuse to permit their wives to access
antenatal, intra-partum, and postnatal services and can potential expose women to domestic
violence if they attempt to compel their husbands to donate blood.”> The blood-donation
requirement also disadvantages pregnant women who are unmarried, including those who may
have become pregnant due to sexual violence, or whose husbands become ill, abandon them, or
pass away during the course of the pregnancy.“°

For example, in 2012 Queeneth was denied ANC at the Igando General Hospital, a public
hospital in Lagos State, where hospital management insisted that she bring her husband to donate
blood as a pre-condition for receiving ANC.*” When she was seven-months pregnant, Queeneth
had quarreled with her husband, who severely beat her, stripped her naked, and threw her out of
the house; she could not ask her husband or another close male relative to donate blood on her
behalf. Maureen, a student who became pregnant in 2010 at age 16, was abandoned by her
boyfriend and subsequently denied ANC at the General Hospital in Gbagada, Lagos State,
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although she had a higher risk of pregnancy-related complications due to her age and did not
have the means to pay a fee in lieu of blood donations, even if it had been an option. The
discriminatory impact of the fee on poor and single women includes diminished access to
reproductive health services, inferior care, and worse health outcomes.®® In a 2013 article,
women recounted that their spouses had to donate one pint of blood or pay up to N6,000 before
the women could register for ANC with Ayinke House, a maternity government hospital in
Lagos State.*® Another article from 2013 reported that the Mother and Child Centre of the Ifako
ljaiye General Hospital in Lagos State required women to fulfil a mandatory spousal blood
donation before being eligible to register for ANC.*

Another major obstacle Nigerian women who attempt to access maternal health facilities is the
cost of services. As of 2013, the National Health Insurance Scheme (NHIS) covered only around
3% of the entire population,® indicating that majority of women in Nigeria have to pay user fees
in order to receive maternal health care. In 2013, the government of Nigeria launched the
Maternal and Child Health Initiative—Conditional Cash Transfer (CCT) program, which aimed
to provide up to N5,000, or approximately $30 USD, to women who access maternal health
services.>> However, lack of financial means continue to be a barrier to women’s access. When
unable to pay the hospital fees, many women are detained in health care facilities without due
process and refused medical treatment, often leading to grave consequences to their life and
health, which can discourage others from seeking skilled maternal care to avoid detention.>®

The recent case of Folake Oduyoye, which was filed in the Federal High Court of Nigeria by the
WARDC and the Center, is illustrative of the systematic failures of the government to ensure
access to maternal healthcare. In 2014 Oduyoye was referred and admitted to the Lagos
University Teaching Hospital for complications that arose after she gave birth through a
caesarean operation at the Midas Touch private clinic in Lagos.>* She was treated successfully
and discharged, but subsequently detained without due process when her family was unable to
pay the medical bill in full.>® Despite her husband’s numerous pleas and attempt to partially pay
the hospital fees, she was detained for six weeks in a heavily guarded ward that lacked a toilet,
electricity, or mosquito netting. She was denied medical treatment when she started having
serious health complications.®® As a result, she died from puerperal sepsis and pneumonia before
she could be released.>” The Center and WARDC have filed a case before the Federal High
Court of Nigeria, seeking the government accountability for failure to ensure Oduyoye’s access
to maternal health services. Particularly, the case is seeking financial reparations, a public
apology, and a declaration that the detention of Oduyoye was illegal, unconstitutional, and in
violation of her rights to life, health, liberty, freedom from arbitrary detention, non-
discrimination, dignity, and freedom from cruel, inhuman and degrading treatment.*®

The detention of women who cannot pay their medical bills is widespread. For example, in a
study of 446 women who had given birth at Enugu State University Teaching Hospital in 2012,
98 reported having been detained because they could not pay their medical bills.>® Women like
the 23-year-old Amarachi Amadi, who as of July 2016 had been stuck with her child in a hospital
in Abia State for four months with no foreseeable way to pay her bills, are known as Awaiting
Bill Settlement patients.®® They must look after themselves and their new-borns while they are
prohibited from leaving the hospital until they settle their bills; while some married women can
rely on their husbands to bring them food, single mothers may receive no outside support.®* In
some instances the health facilities release the women but detain their babies for lack of



payment. The women then have to come every day to breastfeed and take care of their new born
until they are able to settle the bills.

However, in 2012, Nigeria spent only 6.5% of its annual budget on health which means that
individual households had to cover 75 percent of health costs.® This rate has not shown much
improvement: in 2016, Nigeria only dedicated 8.2% of its total budget to health® and in 2015,
69% of health costs were covered by individual households.®* Although an examination of the
government’s budget for 2014 and 2015 show an increase in projected spending on maternal for
Nigeria,® reports demonstrate that in 2015, the Nigerian government dramatically cut spending
on women’s health. In 2015 the National Primary Healthcare Development Agency faced cuts in
allocations for maternal, newborn, and child health by up to 42% compared to its 2014
provisions.®® NHIS allocations for maternal and child health insurance were cut by 77%.%" The
Federal Ministry of Health allocations for maternal, newborn, and child health was cut by 37%,
with no funds allocated to antenatal care, newborn care, nutrition, or fistula repair services in
2015.% In addition, in 2012, the government launched the Saving One Million Lives program to
scale up access to essential primary health services and supplies for maternal and child health in
order to save one million lives by 2015.%° The initiative aimed to deliver an “integrated package
of interventions at thousands of primary health care clinics with referral links, including access
to a skilled healthcare provider.””® However, the government has not released data indicating
whether or not this program has been successful or describing any challenges to implementation.
While the government received a $500 million USD grant from the World Bank in 2015 to
continue the initiative until 2019, as of 2016 there had been no disbursements of funds “due to
the novelty of the program for results approach in Nigeria, the delay in appointing a cabinet, and
difficult budget discussions that have distracted attention from other priorities.”"?

Another key structural issue that contributes to the high rate of maternal mortality and the limited
access to ANC and PNC is the division of health-care responsibilities among the three tiers of
government: federal, state, and local. The Center’s 2008 report on maternal death drew attention
to this structural problem,” which according to recent reports continues to pose obstacles to
women’s accessing maternal health care. The Federal Government provides the overall policy
framework and set standards for quality assurance and training.” The States handle the policy-
making process and personnel financing as well as provide capital investment for tertiary and
secondary facilities within their jurisdictions.” Primary health care facilities are managed by the
local government.” Coordination and close collaboration between the various tiers and function
are often lacking, which results in a poor and disorganized health care system.”’ The three tiers
of government must harmonize their health care priorities and agendas in order to ensure
increased health care access for women.

1. LACK OF ACCESS TO CONTRACEPTION AND FAMILY PLANNING SERVICES

In 2004, the Committee urged the Nigerian government to “increase women’s and adolescent
girls’ access to affordable health-care services, including reproductive health care, and to
increase access to affordable means of family planning for women and men.”"® Again, at the
conclusion of its 2008 review, this Committee drew attention to the low rates of contraceptive
usage as a significant factor leading to unwanted and unplanned pregnancies in Nigeria and
called upon Nigeria to improve the availability and affordability of family planning information
and services, as well as to adopt “measures to increase knowledge of, and access to, affordable
contraceptive methods so that women and men can make informed choices about the number and
spacing of children.”” In 2015, the African Commission also urged Nigeria to take steps to
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improve access to contraceptives and family planning options.*® However, while in its current
report, the government acknowledged the extremely low rate of contraceptive use in Nigeria, it
did not highlight any efforts made to improve the situation.®

Lack of access to contraception remains pervasive, demonstrating that the government continues
to fail in its obligations. The vast majority of women in Nigeria do not use any form of
contraception. The use of any family planning method among currently married women
increased only moderately between 2003 and 2013, from 13% to 15%.%% Only 11% of women
use a modern contraceptive method. This figure represents a very small improvement from the
2003 rate of 9%.%% This low contraceptive usage is the leading contributory factor to high
unwanted and unplanned pregnancy in Nigeria.?* The most recent data available shows that in
2012 roughly one quarter of Nigeria’s 9.2 million pregnancies were unintended.®® More than
60% of women with unplanned pregnancies did not use contraception.®® Surveys showed that in
2013 16% of married women had an unmet need for family planning, meaning they wished to
space their next birth or stop bearing children but did not use contraception.®” According to the
2013 NDHS, unmet need was higher, at 19%, among women with only primary education.®
Nigerian women have on average one child more than the number they want, meaning that the
total fertility rate is 15% higher than it would be if all unwanted births were avoided.*

Moreover, significant evidence exists of disparities in access to contraceptives based on levels of
wealth, education, and geographical location. Low income women, women with low educational
level, and those residing in rural areas have limited access contraceptives, which demonstrates
the government’s failure to ensure access to contraceptives for all in a non-discriminatory
manner. Contraceptive use is as low as 3% among married women in the North East of the
country,® a low-income region in a state of humanitarian crisis due to the conflict since 2009,%
and as low as 1% in six states in the North West,?? another low-income region.”® The use of any
family planning method increases with educational attainment. Contraceptive use is only 3%
among women with no education compared to 37% among women who have more than a
secondary education.’® In rural areas, only 9% of women use any family planning method and
6% use a modern method, as compared with 27% of women in urban areas who use any method
and 17% who use a modern method.® The discrepancies between rates of contraceptive use in
urban and rural areas are contrary to the obligations in Article 14 of CEDAW, which requires
States to ensure that women in rural areas have access to adequate health care facilities,
including information, counseling, and services in family planning.*

Barriers to access to contraceptive information and services

The low contraceptive use and the high level of unmet demand is indicative of the number of
barriers Nigerian women and adolescent girls encounter in accessing these services. For instance,
family planning outreach programs are not reaching the vast majority of women in Nigeria. A
study of almost three-thousand women who sought abortions at eighteen urban and fourteen rural
private hospitals and clinics in Ogun State revealed that 70% had not used contraception because
of fear of side effects and lack of adequate information or misinformation about contraception.®’
The 2013 NDHS found that over 90% of women who do not use any form of contraception had
never discussed family planning with a fieldworker or a staff member at a health facility.®® These
women represent a significant population which family planning programs are not reaching.®® A
separate study of 407 health care providers at clinics and hospitals in Kaduna and Abuja States,
in Northern West and Central Nigeria, found that only 31% had been trained in family planning
counseling.*®



Lack of stable and constant supply of all family planning methods throughout the country is also
an impediment to access. Clinics report difficulty maintaining supplies of the preferred forms of
contraceptives.'® Clinic in rural areas, where women have to travel great distances to the nearest
health care facility, report shortages of the contraceptive injection, the most preferred
contraceptive method as its effects last for several months.'® Health workers in the villages of
Jigawa have reported shortages of the injection due to medical suppliers’ own deficiency and
lack of trained staff administrators.’® In a study published in 2013, respondents from rural areas
repolrotfd having to travel 20 to 50 kilometers to obtain certain contraceptive methods such as the
pill.

Studies have also demonstrated a connection between women’s empowerment and use of
contraception. In Nigeria, decisions around family size and fertility fall outside a women’s
domain and are made by husbands,*® and the majority of women play no part in decisions
regarding their health.’® Measures to improve women’s empowerment, especially with reference
to their own health, would increase women’s uptake of contraception.10

Low contraceptive use and the resulting prevalence of unplanned and unwanted pregnancies
increases the likelihood of exposure to unsafe abortion and the risk of maternal mortality and
morbidity.'®® Despite commitments by the government of Nigeria to increase family planning
services, the federal health budget showed that in 2014 the government spent just over N11 per
capita on family planning, as opposed to the recommended per capita spending of N750.'%
Spending on family planning, which was less than 1% of the total health budget, dropped by N96
million between 2013 and 2014.M° Although Nigeria’s Family Planning Blueprint costed plan
indicates that USD 21M and USD 28.1 was needed in 2014 and 2015, respectively, to meet the
contraceptive need, only 0.01% of this budget was allocated in those years, making the country
heavily dependent on aid to fill the funding gap.'** In addition, even when the federal
government does provide contraceptives at no cost, state governments, which are responsible for
getting the products to the clinics, pharmacies, and other health facilities where women can
access them, have not dedicated funds to transport the contraceptives to those points of access.'?
Various studies have also shown that to increase access to contraception, cost barriers must be
removed so that contraception is available to women in all levels of society.™

Emergency contraception

Emergency contraception (EC) is an essential tool to prevent unwanted and unplanned pregnancy
and is a critical component of care for survivors of sexual violence. In Nigeria, although EC is
not included in the Essential Medicine List, the National Family Planning/Reproductive Health
Service Protocol provides guidance on the use of the method. *** Further, while EC is available
over the counter, the method is not available in majority of public facilities."*

Many women also have no knowledge of emergency contraception (EC). According to the 2013
NDHS, only 56% of sexually active unmarried women and 30% of all women know about EC.**°
A study of female undergraduates at a private university in Southwest Nigeria revealed that
although 61% of the students were aware of EC, 20% had erroneously used certain medications
as EC, and only 20% knew the correct timing of EC usage.™” A study of health care providers in
Kaduna and Abuja States found that while 57% of the providers had been trained in EC
counseling, only 12% were considered to have comprehensive EC knowledge.*® Only three-
quarters of the providers could correctly describe how EC works, and only 29% of providers
knew that all women are eligible for EC.**® Most of the providers acquired knowledge about EC



from brochures and other forms of information provided by EC marketing representatives and
not from the government.*?°

JIIR HIGH RATE OF UNSAFE ABORTION AND LACK OF POST-ABORTION CARE

This Committee has repeatedly expressed concern regarding the high rate of unsafe abortion and
resulting maternal mortality and has recommended that the State implement measures to address
the issue.* Particularly, during its most recent review of the country, the Committee called upon
Nigeria to reform or modify its abortion laws and to assess their impact on the maternal mortality
rate.*?* However, Nigeria did not mention any progress made with respect to abortion law reform
in its current report to the Committee.*?

The laws on abortion in Nigeria remain very restrictive, permitting abortion only to save a
pregnant woman’s life.”** Outside of this narrow exception, women who procure an abortion,
persons who aid an abortion, and persons who supply any material used to procure an abortion
are subject to up to fourteen years imprisonment.’* The Nigerian federal abortion laws do not
provide exceptions for when the pregnancy resulted from rape, incest, or when the pregnancy
threatens the women’s health.'?® In 2013, when Imo State passed a law permitting abortion in
cases of rape, incest, or mental or physical health consequences, the state assembly repealed the
law in face of intense opposition.*?’ By failing to revise its laws on abortion, the Nigerian
government is failing in its obligations under the Protocol of the African Charter on Human and
Peoples’ Rights on the Rights of Women in Africa (Maputo Protocol), which it has ratified
without reservations, to ensure women’s access to abortion in cases of sexual assault, rape,
incest, severe fetal anomaly, and where the continued pregnancy endangers the mental or
physical health or life of the pregnant woman.*?

According to the latest available study, in 2012 alone, in Nigeria, 1.25 million induced abortions
occurred, which amounts to 33 abortions per 1,000 women aged 15-49.'?° It is estimated that
most, and at least over half a million of those abortions were unsafe.*® Another study estimates
that one in seven Nigerian women aged 15 to 49 have tried to obtain an unsafe abortion, either
from “unqualified practitioners or qualified ones working under substandard medical
conditions.”™*! Fifty-six percent of unintended pregnancies ended in abortion,** amounting to
14% of all pregnancies in Nigeria.**®* There is a direct link between the low rate of contraceptive
use in Nigeria and the high rate of abortions. Sixteen percent of pregnancies ended in induced
abortion in the North East zone, where women have the country’s lowest rate of any method of
contraceptive use at only 3%."** A 2012 study from Ogun State in Western Nigeria showed that
of 2,934 women seeking an abortion, 78.5% of the pregnancies were associated with non-
contraceptive use.'®*® Many adolescents rely on abortion due to different misconceptions
regarding the side effects of contraceptives, including fear of future infertility, , while abortion is
regarded as an immediate solution.'*® To reduce the rate of unsafe abortion, the government must
take steps to provide more information on contraceptive use as well as to correct myths and
misconceptions about family planning methods.

The restrictive abortion law means that most abortions are clandestine and unsafe,*” performed

by providers that are untrained and unqualified “quacks.”**® For instance, a study of 528 women
with induced abortion complications found that 79% of the abortions had been performed by
people who were not medical practitioners**® in unhygienic environments and with dangerous
methods.**® Even in situations where the procedure was performed by medically-qualified
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persons, it may be done in places where aseptic rules may not be followed such as their homes
and private clinics.*** Even where a woman obtains a legal abortion at a health care facility,
inadequate staffing, training and equipment expose women to unnecessary risks.* Among those
who have an abortion performed by a physician, a large number developed complications and
sought post-abortion care, indicating that the performing physician was not well-trained in
abortion services.*® Few general practitioners receive proper training to perform abortions.***

Unsafe abortions account for 20-40% percent of maternal deaths in Nigeria, and many more
suffer serious injuries.**> Of the 1.25 million induced abortions in Nigeria in 2012, 40% resulted
in complications serious enough to require treatment in a facility.**® About 212,000 women were
treated in health facilities for complications of induced abortion that year, while an estimated
285,000 additional women suffered serious health complications but were not treated in medical
facilities.**’ This severe deficiency in adequate health care is attributed to several factors. Many
women who suffer from complications are unable to pay for post-abortion care (PAC).**®
Further, many doctors refuse to operate on post-abortion patients for fear of criminal
consequences.*° Although the Nursing and Midwifery Council of Nigeria incorporated PAC into
the training curriculum of midwifery,"® a survey of 437 medical health practitioners in
southeastern Nigeria found that 24.5% of the respondents were not aware of PAC services and
only 35.5% used manual vacuum aspirator to treat incomplete abortions, the recommended
method for PAC.* Another study of health care professionals in the same area found that only
41% had been trained on PAC counseling.™ Other sources indicate that the theory and practice
of PAC is often not included in undergraduate and postgraduate medical training curricula.'
The lack of access to PAC contributes significantly to the high levels of maternal mortality and
morbidity in Nigeria.

V. ADOLESCENTS’ SEXUAL AND REPRODUCTIVE HEALTH RIGHTS

In developing countries, pregnancy and childbirth-related complications are the leading cause of
death for adolescent girls aged 15-19."* Besides the health implications, early childbearing has
adverse social and economic consequences on adolescent girls. However, while 54% of girls in
Nigeria are sexually active by age 18," only 6% of those age 15-19 use any contraceptive
method™® and just under 5% of girls use a modern contraceptive method.** Only 39% of girls
ages 15-19 know where they can obtain condoms.'*® As a result, pregnancy rate among
adolescent girls is very high. It is estimated that 23% of girls ages 15 to 19 have begun
childbearing®® and the national adolescent fertility rate is 122 births per 1,000 girls.*®® In the
states in the North West of the country, one of the lowest-income areas, that rate is as high as
171 births per 1,000 girls.*®® Thirty-two percent of adolescents in rural areas have begun
childbearing, as opposed to only 10% in urban areas.'® Childbearing rates for adolescent girls
are over 50% in some areas of the North West region.’®® Additionally, the low rates of
contraception use have led to high rates of unsafe abortion among adolescents in Nigeria.
Numerous studies show that the majority of women who seek PAC at hospitals and clinics for
complications arising from unsafe abortions are unmarried adolescent girls.'** For example, a
2011 study found that 38% of patients admitted to the Niger Delta University Teaching Hospital
for complications from unsafe abortions were under twenty years old.'®®> Forty-eight percent of
those abortions were performed by people who were not doctors, or “quacks,” and 30% were
self-induced.'®® Another 2014 study of adolescent girls aged 13- 20 in South West Nigeria found
that a quarter had been pregnant at least once, and all who had ever become pregnant had tried to
terminate the pregnancy.*®’



Adolescents often encounter barriers in accessing sexual and reproductive health information and
services. Parents and other stakeholders frequently withhold information on reproductive health
and sexuality from adolescents due to traditional and socio-cultural beliefs.*®® Since 2007,
Nigeria has implemented the national Family Life and HIV Education (FLHE) curriculum in all
junior secondary schools in Lagos State.'®® The curriculum consists of 27 lessons over the course
of three years, and excludes discussion of contraception and sexual behavior.}™® Also, studies
suggest that FLHE curriculum has reached only 13% of in-school adolescents in Nigeria.'™ In
order to address the issue, the government must scale-up the implementation of this curriculum
in schools in other States, and ensure that the curriculum covers comprehensive, scientifically
accurate information on sexual and reproductive health.

V. SEXUAL AND PHYSICAL VIOLENCE AGAINST WOMEN AND GIRLS

In its concluding observations to Nigeria in 2008, the Committee highlighted the continuing
prevalence of violence against women, including domestic violence, as well as the absence of a
comprehensive national law, strategy, or program to combat violence against women.'’* At that
time, several pieces of legislation to address gender-based violence remained pending before the
National Assembly. The Committee also noted with concern that the majority of services for
victims, including shelters, were provided by non-governmental organizations with limited
support from the Nigerian government.”® In 2015, after a ten-year-long legislative process, the
pending laws on gender-based violence were consolidated and entered into law as the Violence
against Persons Prohibition (VAPP) Act, which broadly covers physical, psychological,
economic, and sexual violence, including rape, as well as harmful traditional practices.'”
Despite its initial gender-based dimension, the final bill does not focus on violence against
women specifically, but instead addresses violence against all persons.*” It also broadens the list
of punishable offenses, becoming the first federal legislation prohibiting female genital
mutilation (FGM),"® sexual harassment, and domestic violence.'’” It includes new prohibitions
of and punishments for battery, stalking, substance attacks, incestuous conduct, forceful ejection
from the home, and the abandonment of spouses and children.!”® Moreover, the VAPP Act
establishes protective orders for victims, provides for a sex offender registry,'’® and establishes a
special trust fund to provide victims legal assistance, shelter, and rehabilitation.*®

However, it is unclear whether the VAPP Act applies outside the Federal Capital Territory, or if
it needs to be passed in each of the 36 States of the Federation, as Nigeria has a three-tier
government system. Currently, 10 States do not have laws prohibiting FGM, and one-third of the
country has no laws in place to protect women against any form of violence.'® Section 55 of
Nigeria's penal code, in force in the North, specifically allows husbands to discipline their wives,
just as it allows garents and teachers to discipline children, as long as they do not inflict
“grievous” harm.’®? In its current report to the Committee, the government has not provided
information on the measures taken to enforce the VAPP Act as well as data showing whether the
Act has helped reduce the incidence of and protect women from violence.

Numerous studies demonstrate that violence against women is endemic in Nigeria.’®® According
to the latest NDHS, nearly three in ten women have experienced physical violence since age 15,
with one-quarter of ever-married women having suffered from spousal physical, emotional, or
sexual abuse at some point in their lives.*** Most who have experienced physical violence did so
at the hands of their partners.'® Fifty one percent of women who were married during the survey
reported that their husband or partners have inflicted physical violence on them.*® Fifty eight
percent of these women have also suffered sexual violence perpetuated by their husbands.'®” A
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2013 study of 373 women in a fertility clinic in Northwest Nigeria showed that about 36% of the
women had experienced at least one form of intimate partner violence in the preceding year.'®®
Most of those women (83%) had experienced sexual violence.’® This is probably an
underestimation since rape and sexual violence often go unreported by victims and unpunished
because of shame and social stigma placed on the victim.**® Indeed, in 2012 a research revealed
that one in five women has experienced some form of physical violence.*** Where victims have
attempted to bring charges against their aggressor, they faced penal laws that are inadequate and
outdated.'*> Only 31% of women who have suffered violence have sought help.*** Only 2% of
women who report violence go to the police; most women who seek help turn to family.*** As of
2015, only 18 people in Nigeria had ever been convicted for rape.®> Between 2012 and 2013,
however, the Lagos State Police Command recorded 678 cases of rape in the State'*® indicating
even in situations where the incidence that do get reported, hardly any lead to convictions.

Adolescent girls throughout Nigeria also experience high rates of violence. For instance, a study
from 2015 showed that 85% of 480 out-of-school girls aged 10 to 19 years from Lagos state had
experienced at least one form of physical, psychological, or sexual domestic violence in the
twelve months preceding the study.’®’ About 71% of the respondents experienced at least one
form of physical abuse.'*® Most girls also believed that intimate partner violence could be
justified, as 78% of the girls believed in at least one justification for wife battering.*® A separate
study from 2015 of public high school girls in Osun State showed that 56% exgerienced sexual
harassment, 24% experienced sexual exploitation, and 21% experienced rape.”®® Teachers and
peers were primary perpetrators of sexual abuse.?®* The opportunity for sexual favors is regarded
by male teachers as “a privilege of their position.”?*? Reports have indicated that violence
becomes normalized in training environments, where student teachers witness sexual violence
against girls and assume such behavior is acceptable.?®®

VI. EARLY MARRIAGE

In 2008, this Committee noted that only 18 of Nigeria’s 36 States had adopted the Child Rights
Act, which sets the minimum age of marriage at 18 years,?®* and urged the remaining States to
adopt and implement this legislation.’®® The Committee also urged Nigeria to repeal Section
29(4)(b) of the Nigerian Constitution, “which states that a woman is considered of full upon
marriage thereby lending support to early marriages.””® The Committee also highlighted
“contradictions and inconsistencies created by the application of statutory, customary and sharia
laws in the State party’s tripartite legal system, particularly in the areas of marriage and family
law,” noting with concern the system’s continued discrimination against women.”’ Following its
2010 review of Nigeria, the Committee on the Rights of the Child also raised similar concerns
regarding the inconsistent laws on marriage °® and the extremely high prevalence of early
marriages among girls in the northern states.’®® During the 2013 UPR, it was repeatedly
recommended that Nigeria take steps to eliminate and protect girls from child marriage.”’
Again, the African Commission in 2015 urged Nigeria to ensure that all states adopt the Child
Rights Act and set marriage to eighteen years.?**

However, in its current report to this Committee, Nigeria has not indicated what steps, if any, it
has taken to eliminate and protect girls from child marriage including revising the contradicting
laws.?2 Nigeria’s Constitution still does not establish a minimum age of marriage, and only 23
of the 36 States have adopted the Child Rights Act.?* The 13 States that have not adopted the
Act have no laws prohibiting child marriage. Many of those states have a penal code based on
Shari’a law, which does not set an age for adulthood but rather determines age in relation to
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puberty.?* Nigeria has tripartite legal systems, that is civil, customary, and Islamic laws,
working concurrently, and the federal government has control over only civil marriages and not
Islamic marriages.””> As such, under the current Constitution, if a person marries a child under
Islamic law, that person is immune from prosecution the federal government does not have the
mandate to interfere with Islamic marriage.**®

Consequently, early marriage remains rampant in Nigeria. Almost half of women in Nigeria are
married by age 18.”*" Approximately 23% of women are married by age 15.”*® These numbers
are significantly higher in some areas, such as the North West region, where the median age at
marriage for girls is 15.%° In rural areas, the median age at marriage is 16 years.??°

Married girls are often pressured into having early and repeated pregnancies, which have serious,
harmful consequences for their life and health and that of their children. Girls who become
pregnant before age 15 have double the risk of maternal death and obstetric fistula than older
women, and up to five times the risk in sub-Saharan Africa.?® Moreover, child marriage
increases girls’ vulnerability to sexually transmitted infections (STIs). For instance, a study of
girls from Adamawa State who had been married before the age of 16 showed that 62% were
diagnosed with at least one type of STI, and only 25% of the girls ever discussed the need to use
condoms with their husbands, even when they were at risk.???

In 2015, the government took the commendable initiative to establish a Technical Working
Group on Ending Child Marriage within the Ministry of Women Affairs and Social
Development.223 However, it is unclear what the TWG’s mandate is and how the TWG plans to
carry out this mandate. The government must provide information on the programs or policies
that this body has initiated and on the ways they have been effective to reduce the rate of child
marriage.

VII. LACK OF ACCESS TO SEXUAL AND REPRODUCTIVE HEALTH SERVICES IN CONFLICT
AREAS

As this Committee consistently has noted, State party obligations under the Convention are non-
derogable and continue to apply during conflict situations.”** Moreover, in line with General
Recommendation No. 30, the Committee has emphasized States’ obligations to ensure equal
access to comprehensive health information and services, including sexual and reproductive
health care, to internally displaced and refugee women and girls®*® and particularly for women
and girls who are victims of sexual violence.?® However, security issues compound
infrastructural barriers and have severely limited access to maternal health care in portions of
northern Nigeria affected by the conflict with Boko Haram,??” which has displaced more than 2.1
million people.®®  While maternal mortality and morbidity rates have long remained
disproportionately higher in northern Nigeria due to the lack of access to quality maternal health
care, the insecurity in the region since 2011 has exacerbated the problem.?*® The existing level of
poor maternal health outcomes and access to sexual and reproductive health services heightens
the challenges of addressing the gendered nature of Boko Haram’s violations, which include the
kidnapping of women and girls, sexual violence, and forced marriage and pregnancy.”®® More
recently, human rights experts have raised concerns of sexual violence and early marriage in
camps for internally displaced peoples.?®

Displaced women, as well as the hundreds of women and girls who were kidnapped by Boko
Haram and have become pregnant through rape,? are in particularly urgent need of reproductive
health services, including maternal health care, which remains largely inaccessible throughout
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the affected region.®* A 2014 article reported that fewer than 30 trained midwives were

available in all of Jigawa State, which has a population of 5 million people.?* According to the
Internal Displacement Monitoring Centre, Boko Haram has stolen medical supplies from health
facilities and has displaced, kidnapped, and killed health workers.”®® Violence in areas under a
state of emergency has caused at least 37% of health facilities to close, leaving those that remain
open overwhelmed by patients.*® As a result, essential reproductive and maternal health care
remains inaccessible to tens of thousands of women, which has worsened the already
disproportionately high rates of maternal mortality and morbidity in the northern regions.

VIIl. QUESTIONS

1. Given the extremely high rate of maternal mortality, what steps has the government taken
to strengthen the implementation and effectiveness of its many initiatives to reduce
maternal mortality and to increase access to maternal health care? What steps has the
government taken to reduce in-country disparities that result in greater susceptibility to
maternal death among women living in rural areas and low-income women? What is the
federal government doing to ensure that local governments fulfil their obligation to
provide health care?

2. What steps has the government taken to implement the National Health Law 2014 in
regards to maternal health care which was intended to provide National Health Insurance
Scheme (NHIS) for vulnerable groups including women? Can the government provide
data on the number of pregnant women who have accessed NHIS?

3. What steps is the government taking to remove barriers that women face in accessing
family planning and contraceptive information and services? What measures is the
government undertaking to ensure that sufficient supplies of contraceptives, including
emergency contraceptives, are available and affordable, and that women and girls are
provided with comprehensive and accurate information about contraceptives and family
planning?

4. What steps is the government taking to revise the law on abortion, to bring it in line with
the Maputo Protocol and international human rights standards, given the high level of
maternal deaths due to unsafe abortion and inadequate post-abortion care, particularly
among adolescents, low income and rural women, and those without any formal
education?

5. What measures has the government taken to reduce unwanted and unplanned pregnancies
among adolescents including by addressing the barriers to access to reproductive health
services? What concrete actions has the government taken to ensure that all adolescents
in Nigeria receive comprehensive and scientifically accurate sexual and reproductive
health education?

6. What concrete actions has the government taken to implement and enforce the Violence
against Persons Prohibition (VAPP) Act 2015 to protect women and girls from gender-
based violence throughout Nigeria including by ensuring that States adopt the Act? In
addition to passing the VAPP Act, what specific steps has the government taken to
address violence against women and adolescent girls including violence in schools?
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7. What steps are being taken to implement the Child Rights Act in the 13 states where it
has not been enacted, and ensure that child marriage is prevented and prohibited in the 23
states that have passed the Child Rights Act?

8. Given the limited access to sexual and reproductive health care, and particularly maternal
health care, in regions affected by the conflict with Boko Haram and in camps for
internally displaced persons, what steps is the government taking to (a) ensure equal
access to comprehensive sexual and reproductive health care services for women and
girls affected by the conflict and (b) strengthen health systems so as to meet the needs of
affected communities, in particular those of girls and women survivors of sexual
violence?
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