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ABSTRACT 

Background: Evidence from the Demographic and Health Survey of Nigeria found 

that significant number of pregnant women in Nigeria especially in rural areas 

seek maternal health care from traditional birth attendants (TBAs) than the skilled 

birth attendants (SBAs) because of certain factors. This high level of visit to TBAs 

was found to be among the cause of maternal death that occurs mostly in the 

rural areas. Due to the fact that there are few studies conducted to unravel the 

current situation, this study is conducted to determine the common reasons why 

women engage traditional birth attendants for prenatal care in selected Nigerian 

towns in Ondo State, and to provide policy suggestions. Qualitative approach 

using interviews was employed. The interview was targeted at men and women, 

and the major thematic research areas were explored. The study covered four 

towns: Isarun, Ero, Ipogun, and Ibulesoro, all in the Ifedore Local Government 

Area of Ondo State, Nigeria. Sixteen participants (women) were interviewed in 

the study. Those participants were those that made use of the TBAs. Results: It 

was revealed in this study that traditional birth attendants were consulted and 

utilized by the maternal patients in the study areas for different reasons, 

including ease of access to TBAs, cultural customs and traditions, the 

effectiveness of traditional medicines, the welcoming attitude of traditional birth 

attendants, and higher expenses of services in health facilities. Conclusions: The 

continuous consultation and utilisation of TBA is a significant impediment to 

Nigeria's efforts to attain sustainable development goals (SDGs) 3. Hence, 

critically addressing the reasons why traditional birth attendants were employed 

by the maternal patients in the study areas will enhance more utilisation of SBAs 

and reduce the rate of maternal mortality in Nigeria, especially in towns and 

villages. 
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1. INTRODUCTION 

In Nigeria, there was a report by the World Health Organization (WHO) that out 

of every 100,000 live birth, there is always 814 deaths (World Health 

Organization, 2015a). This is an issue that call for concern, and attempts made by 

previous scholars (Ariyo et al., 2017; Ntoimo et al. 2018) revealed that it is caused 

majorly by the lack of qualified maternal care givers. The World Health 

Organization (WHO) recommends that experienced delivery attendants be 
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present to increase the possibility that pregnancy concerns would be addressed effectively, reducing the risk of maternal death 

(Azuh, 2017; WHO, 2015b, 2016).  

The WHO defines a Skilled Birth Attendant (SBA) as a pre-arranged clinical chaperone, maternity subject matter expert, or 

clinical trained professional, and no other individual (Bishai et al. 2016; WHO, 2016). Several studies have revealed that countries 

with high SBA speeds had reduced maternal mortality rates, while countries with low SBA speeds have higher maternal death rates 

(Allison et al., 2022; Erfina et al., 2022; Lorretta et al., 2022; Theodora et al., 2022; Makinde, 2020; Makinde et al., 2018).  

As a result, the usage of SBA is presently one of the important intercessions for achieving Sustainable Development Goal 3, 

particularly in poor countries. According to the Nigeria Demographic and Health Survey (NDHS) conducted in 2018, 67% of 

women had prenatal care with an SBA at least once, and 43% had labour assistance from an SBA, with conventional delivery escorts 

supporting 20% of movements.  

Regardless, the utilization of SBAs for antenatal thinking and work exceeded 70% in certain of Nigeria's 36 states. Between 70 

and 97% of women got good prenatal care in 24 of the 36 states, and between 70 and 98% received competent mobility care in 14 

states (National Population Commission (NPC) and ICF, 2019). The rate of advancement of unskilled standard providers for 

movement care fluctuates by locality and state, extending from 0.5% to 71.8%, and by place, with rural (25.5%) districts having a 

bigger proportion of typical birth escort clients than urban (12.4%) districts (NPC and ICF, 2019). 

This high number of untrained standard providers may be one of the important tests that should be crushed to reduce the 

country's already high risk of maternal mortality. When the concept of overuse of incompetent standard birth subject matter experts 

(TBAs) was first developed in the 1990s, it was viewed as a socio-social aberration based on the assumption that women socially 

preferred conventional births above common births (WHO, 1992). This idea prompted a spate of therapies concentrating on TBA 

readiness and preparation, to degrade their talents and capacities in monitoring direct motions and suggest more difficult 

transportation to common prosperous employment (Lane and Garrod, 2016; WHO, 2015c). 

Despite TBA re-planning, maternal mortality remains high in countries that employ them. Unquestionably, a couple of 

dispersions from different parts of Nigeria revealed a correlation between high maternal passing rates and women who intended to 

talk with TBAs yet were advised late to clinical consideration workplaces (Erfina et al., 2022; Ntoimo et al., 2018;). The absence of 

TBA re-planning became startling (Lorretta et al., 2022), and it was not surprising that the WHO labelled TBA re-planning activities 

as inadequate in improving maternal mortality in horticultural nations (WHO, 2015a, 2017). 

As a result, Nigeria's Federal Ministry of Health has amended its TBA re-planning strategy and is now concentrating on 

extending the utilisation of SBAs throughout the country (Makinde, 2020). This was owing to a rising recognition that the use of 

TBAs is a result of women's lack of access to qualified providers and evidence-based maternity and young person prosperity 

groups, rather than a social trend. Even though maternity and youth prosperity groups don't yet exist in Nigeria, efforts have been 

made to increase the prosperous workforce and work on the clinical benefits movement in the country. 

Nigeria has one of the greatest concentrations of human capital in Africa, with 38.9 and 148 trained professionals for every 

100,000 inhabitants, respectively. These values are significantly higher than the Sub-Saharan African averages of 15 and 72 per 

100,000 people for skilled professionals and clinical experts, respectively (Federal Government of Nigeria [FGN], 2018). Despite this 

abundant resource, Nigeria needs enough prosperous workers to satisfy the needs of its more than 201 million people, particularly 

those who live in natural regions. The Nigerian government has conducted intercessions to address the personnel shortfall, notably 

to provide appropriate maternal and adolescent clinical consideration, for instance, the Midwives Services Scheme (MSS), Subsidy 

Re-adventure and Empowerment Program (SURE-P), and task shifting, among others, to diminish the openness of orderlies and 

birthing associates for mother and child prosperity, particularly in rural and disadvantaged areas. 

The Basic Health Services Scheme (BHSS), which was part of the National Development Plan from 1975 to 1980, and the 

accelerated implementation of fundamental clinical consideration from 1986 to 1992, resulted in extended work readiness and 

duplication of fundamental prosperity workplaces in organizations and towns (National Primary Health Care Development 

Agency, 2012). Several measures, including the PHC Under One Roof Act, the National Health Act, and the National Strategic 

Health Development Plans, have been initiated to reinforce the nation's prosperity framework (FGN, 2013; 2018; Federal Ministry of 

Health, 2010; the FGN, 2014). 

Before long, Nigeria had more than 34,000 prosperity posts for people of 500 or less, fundamental prosperity habitats, and 

fundamental prosperity places arranged in each political/prosperity ward - Nigeria's most minor administrative level with a general 

population of somewhere between 5000 and 10000; reference clinical facilities are arranged in every Local Government Area (LGA), 

and State, with some restricted prosperity workplaces where commuting is prohibited (Makinde et al., 2018). Nonetheless, reports 

have been established on the ineffective operation of PHC (Ntoimo et al., 2019; Lambo, 2015), including the constraints encountered 
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in the adoption of prosperity workplaces that hinders fundamental aspects of the right to prosperity such as appropriateness, 

transparency, kindness, a good treat, and accessibility (Homer et al., 2018). 

Focuses on the country have identified impediments such as the super-ideal nature of care, transparency bottlenecks such as 

distance, cost of transportation, the sensibility of the quick and distorted cost of care, inconsiderate thought, and massive deferral, 

among other things (Lorretta et al., 2022; Adewuyi et al., 2018). In any case, there hasn't been a substantial adjustment in the 

thinking of maternal patients in Nigeria who are aided during transportation by regular delivery orderlies in a long time (Koblinsky 

et al., 2016). The proportion increased from 19.4% in 1990 to 22% in 2013 before declining to 20% in 2018, with a significant 

difference between urban and rural regions.  

These women who have been abandoned from the route of integration are hampered by several challenges arising from their 

isolated circumstances, such as obliviousness and impoverishment. The emotional assessments were undertaken in this context to 

grasp the accumulating justifications for the use of TBAs, particularly in ordinary Nigeria, where its usage is significantly more 

widespread. The data will be useful in developing realistic intercessions and strategies for reducing TBA usage, improving SBAs, 

and lowering maternal mortality in Ondo State, Nigeria, and extended to African nations with similar peculiarities on the prevalent 

of TBAs’ utilisation. 

 

2. METHODS 

Study area 

This study was carried out using participants that resides in Isarun, Ero, Ipogun, and Ibulesoro which are all situated in the Ifedore 

Local Government Area of Ondo State. The Local Government Area is headquartered in Igbaraoke, and is bounded to the North 

and East by Akure South Local Government Area to the south by Osun State, and to the west by Ekiti State. Ondo State is located at 

a longitude of 4.89° E and latitude of 6.89° N (Akinneye et al., 2018). 

 

Research design and study setting 

This study is based on a qualitative research approach carried out in Ondo State, Nigeria. The interview was conducted with 

women (nursing mothers), and the primary theme study areas were investigated. The research focused on four towns in Ifedore 

Local Government Area, Ondo State, Nigeria: Isarun, Ero, Ipogun, and Ibulesoro. In the study, sixteen participants (nursing 

mothers) were interviewed. 

Phenomenological research design was applicble in this study to obtain individuals’ perceptions about the phenomenon. It is 

adopted in research that focuses on individuals rather than examining the organizational implications of the data and conclusion 

(Eno and Dammak, 2014). Information was obtained from participants’ experience based on what they encountered in the past. The 

research design was used in this study to investigate the frequent reasons why women seek maternal care from TBAs in selected 

Nigerian communities in Ondo State. The headquarter of Ifedore is Igbara-Oke. 

Four participants were purposively selected from each of the four towns which are geographically situated beside each other. 

Those participants were those that made use of the TBAs. The towns have similar socio-economic attributes. 

 

Data collection 

Key Informant Interview (KII) guides with relevant probes were created and utilized for data gathering (Trainor, 2018). Field 

assistants who speak the local languages, Yoruba dialects, were sought for several places. Before the fieldwork, which took place 

between August 10 and September 8, 2022, all research assistants and supervisors were trained. A member check was performed on 

the data to confirm the veracity of the qualitative data (Trainor, 2018). 

 

Key informant interview 

Fourteen (14) key informant interviews were designed to collect information on pregnant women's perceptions of the utilization of 

TBAs vs. SBAs in the towns. The interviews were semistructured, and they were all done in Yoruba before being translated into 

English for reporting purposes. The key informants replied to questions on women's preferences for usage of traditional birth 

attendants and how their experience influence their choices. Each interview lasted around 30 minutes. 
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3. RESULTS 

Utilization of traditional birth attendants 

All of the interviewees spoke openly about the continued usage of TBAs in their communities. Participants who utilize TBAs for 

maternity care were unequivocal in stating their reasons. Health practitioners and policymakers who participated in the study 

verified the majority of the women's reasons. According to the information, some women were sensitized, causing them to switch 

from using TBAs to traditional maternity care.  

Some of the patients visit hospitals and health centres, but the majority choose TBAs for financial reasons, and some believe that using 

traditional medications enhances the quick and robust growth of the babies (KII, Women 1, 3, 3, 7, 8, 9, 11, 12, 13, and 16). 

In addition, the participants described why they use TBAs. The reasons ranged from the conviction that modern health care and 

medicine are insufficient, costly, and inaccessible, and the unfriendly attitude of health practitioners. Some participants perceived 

that issues regarding obstetric haemorrhage and placenta may lead to maternal morbidity are best-taken care of using modern 

medicine. The perception that modern medicine cannot treat all diseases is a major determinant that spurs the high rate of maternal 

visits in both hospitals and TBAs. 

 

Confidence in modern  medicine 

The participants' reliance on both modern and traditional medicine was prevalent in all of the accounts. They do not feel that 

modern medicine is capable of addressing all aspects of maternal health care. It was typical that a pregnant woman will register 

antenatal care at both hospital and TBA centre. Some ascribed maternal death to the use of solely modern medication, while others 

showed a great conviction in the efficiency of traditional medicine, claiming that it is just as effective as modern therapy. 

Me, when I had my first pregnancy, I registered in the Federal Medical Center Annex in Oda Road, Akure, despite the early registration for 

my antenatal care and doctor's monitoring on monthly basis and the fact that I delivered there through a cesarean section (CS), I lost the baby 

boy and I completely lose hope in the modern medicine. It was indeed a difficult moment such that the medical practitioners couldn't accept the 

blame of negligence on their part because my baby was completely sound during pregnancy, but they delayed me during childbirth to the extent 

that my baby was weak and there were traces of meconium aspiration syndrome (MAS). She continued that “during my second birth and the 

third birth, I made use of traditional medication to have a safe delivery even without a CS. As you can see, my babies are doing excellently. I 

believe in traditional medicine since the medicines provided there are superior to and more effective than those accessible in hospitals. I made 

certain that when it was time for me to receive the conventional medicine, I would get it, and when it was time for me to get the one from the 

hospital, I would get them as well, and if there was any complaint, I would inform them and they would provide the necessary medication. A 

herbal treatment will be delivered to the lady in the traditional care centre, and blood will be drawn. To avoid difficulties and unforseen issues, 

any pregnant woman should register with both TBA and hospital. 

Maternal care can benefit more from traditional medicine. We are all aware that only God can help someone give birth anyplace. I've 

previously given birth in a traditional medical environment which was quite beneficial to me. When a lady is pregnant, it is quite beneficial to 

employ indigenous medicine. That is why, to help myself and my child, I used both traditional and modern medicine. 

Most of us in Ipogun prefer TBAs because it works. 

Some women begin bleeding shortly after birth, while for others, the placenta fails to emerge in time. That is why we go to a regular care 

facility. They have placenta medication, bleeding medicine, and other varieties, which is why we want to include them in hospital medicine. 

Many of the participants that are aged under 30 stated that they vote TBAs since it is effective. Many participants verified the 

notion that traditional treatment is quite preferable for the prevention and management of bleeding that may arise during the 

course of delivery, as well as placenta-related disorders. They futher rated higher confidence in the effectiveness of traditional 

medicine being provided by TBAs. 

Despite their great belief in TBAs' services, some participants noted the issues connected with the use of conventional 

medications for pregnancy care, such as: 

I recall well, around 2017 to 2018, when I gave birth to my first kid, that despite going to the health centre, I was using local herbs diligently. 

It became a major issue after I gave the baby. As I speak, the youngster has perished. 

Some women are unable to birth on their own because of the size of the baby. This will cause a tear when they try to deliver with a TBA. 

During this occurrence, the TBA cannot suture her body back together, but if she is at a hospital, they will repair it instantly and she will be 

alright. 
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Traditional practices 

In terms of traditional maternity care methods, some respondents believe that it is preferable to use both TBAs and hospitals. It was 

also revealed that participants are typically more comfortable with TBAs since they reside in their communities and are familiar 

with them, and they urged for integration of TBA services into the typical maternal health care system, and training the care givers 

in the TBA. 

 

Where there is no healthcare facility 

TBAs are widely utilized for maternity care in areas where there is no nearby health facility. They use TBAs not just because of the 

distance to health care, but also because of poor transportation, a poor road network, and a long distance. Some participants stated 

that when they engaged I logn distant trip to visit a hospital, it took them longer time to see the health practitioner, and there are 

sometimes that there will not be any drug prescriptions. However, with TBAs, they do not have to wait, and the meds are 

immediately available. 

TBA services are appealing to me because, in the absence of a hospital, I relied on the available option. 

I dislike the services of TBAs, but I don't have a choice because there is no health centre here and the mode of transportation is very poor (2 

people sit in the front and 4 people sit in the back of the vehicle), which would be inconvenient for me during pregnancy, so I use the TBA to 

avoid death during childbirth. 

 

Poverty 

Aside from the distance to a health centre, participants also mentioned cost. Many respondents stated that a lack of funds is a key 

impediment to the usage of TBAs in their areas. Those who would have attempted to travel the vast distance to a health institution 

are limited by the cost of transportation and the medical bill. 

If my husband wants to help me, he can go to TBA to get me drugs because the health centre is not close to us here. 

Sometimes those who have money can go to neighbouring towns that have health facilities for antenatal care but those who do not have the 

money go for TBA. 

 

Mode of payment 

TBAs are also used for pregnancy care because of the flexible and affordable mode of payment for their services. The payment of 

TBA can be made in various dynamics, whether in installments, in kind, and in whole, it is meant for the entire services, and there 

are situations whereby they do not charge a fee. Some participants noted revealed that TBA does not create any financial burden on 

the patients, making it a realistic choice, especially for the poor. 

Many pregnant women go to TBA, the TBA will charge you before they commence the care, they will collect the deposit before the start, and 

collect the balance after the successful delivery. 

The couple can decide to give the TBA additional money based on their financial capability. 

In some cases, those that do not have financial means can go to the TBAs with their agricultural produce and other commodities (within their 

capacity) in exchange for care. 

 

Unavailability of health workers 

TBAs become the realistic alternative when health service professionals are unavailable or insufficient to operate health facilities in 

communities, sometimes as a consequence of poor motivation or strike activities. The majority of PHCs in the research regions have 

few nurses and few midwives, while some have no nurse, no medical doctor, and no residential housing for health care 

professionals. 

Sometimes, you may visit the health centre and the nurses will not be willing to attend to you, they may ask you to visit the State Hospital or 

the Ondo State Mother and Child Hospital which is geographically far. Some nurses may be sleeping on duty and react aggressively to the 

maternal patients. Hence, it is better to visit the TBA. 

I once went into labour at a PHC, but the baby died within me and I was transferred to the State Hospital. My husband managed to get me 

there, and due to the delay in the State Hospital, my husband brought me to the private hospital where the procedure to remove the deceased baby 

was performed. It is only the TBAs that we have here and run to; there is money but no nurses, and some of the available nurses are not 

motivated or have a nonchalant attitude toward the maternal patients. Some of the nurses do ask unnecessary questions if the baby is the fifth or 

sixth child. 
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Competency and friendliness 

One of the primary reasons that TBA services are used is their competence and client-friendly approach. TBAs are willing to have 

ladies delivered to their houses and are available at any time. 

Many nurses are not friendly and incompetent, but the TBAs are friendly and competent. I gave birth at the PHC two weeks ago; my 

experience of how the nurse shouted at me was a bad one. I will visit the TBAs in future if things continue this way. 

The TBA pet me during childbirth, and help me deliver successfully without stress, in the twinkle of an eye, the baby is out like magic. 

 

4. DISCUSSION 

The study was carried out to find out why some Nigerian women in the selected towns of Ondo State made use of TBAs rather than 

SBAs for pregnancy care. Questions were specifically posed to elicit the reasons for their choice of maternal health care services 

because many previous studies by AmutahOnukagha et al. (2017), Chukwuma et al., (2017), revealed that women use TBAs, but the 

studies may not have provided or assessed the reasons. Women in Nigeria have grown increasingly aware of the need of using 

SBAs as a result of a significant number of public health programs and advocacy (Lorretta et al., 2022; Adewuyi et al., 2018). 

Nonetheless, the usage of TBAs subsists. 

This study surveyed the perception of women that made use of TBAs in recent times, to have a broader knowledge of the 

reasons that women use TBAs instead of SBAs, even in communities that have existing healthcare facilities.  

According to the study's findings, there was an irresistible unanimity among participants on the reasons why some women in 

Ondo State utilize TBAs over SBAs. Some of the reasons given were that modern medicine was not deemed suitable for proper 

maternity care; TBAs were more accessible than SBAs; SBA services were more expensive; TBAs were more friendly than SBAs, and 

health providers were not always available. Among these factors, the belief that current medications are unable to cure all maternal 

health issues shines out clearly and consistently among the people interviewed. As a result, it is a usual practice in the rural areas 

for pregnant women to register with both hspitals and TBAs. 

This practice is reinforced by long-held cultural beliefs about the usefulness of some traditional herbs, which are thought to be 

more beneficial than contemporary pharmaceuticals in the treatment of specific pregnancy problems. For example, several 

participants claimed that bleeding during pregnancy was more efficiently treated with herbal remedies than with standard drugs. 

Indeed, several participants suggested that maternal fatalities in the community are frequently caused by women who take 

contemporary medicines alone without mixing them with traditional treatments. 

Further examination of the findings revealed that the preference for TBAs may be exacerbated by the absolute and relative 

scarcity of SBAs and health facilities in the areas. It is normal for patients in a particular community where they have utilized TBAs 

for numerous years to be more used to the traditional ways of birth. This view was bolstered by reports that health facilities are 

frequently far distant, and women frequently have difficulty reaching them due to terrible roads and transportation issues, 

particularly when labour begins at night. In such instances, women will have little choice except to use readily available TBAs for 

birth. 

 

4. CONCLUSIONS 

This study concludes that Nigerian maternal women in the towns and communities utilize TBAs rather than SBAs due to several 

factors, the most important of which include perceptions that traditional medicines work better, lack of access to health facilities 

and SBAs, higher costs of services in health facilities, and unfriendly attitude of health providers. Efforts to address these issues will 

increase the utilisation of SBAs and minimize the mortality rate in Nigeria among maternal patients. 

Based on the earlier findings, it is recommended that the government should increase the provision of effective primary 

maternal health services with SBAs in towns and all communities. The government should ensure that women have the necessary 

public health education and information to receive basic health services. Government should post nurses and midwives to 

underserved areas, which is the primary aim of establishing the Midwifery Corp (Lorretta et al., 2022). 

Furthermore, SBAs who work in health facilities situated in towns and villages should be retrained to ensure that they are 

friendly and can address the needs of maternal women. The results of the study also showed that women use TBAs because of the 

reduced costs of TBA services and the flexibility in the mode of payment. Among the approaches to achieve more subscription to 

the adoption of SBAs in Nigeria is the removal of user fees (Adewuyi et al., 2018), with some encompassing novel interventions 

such as conditional cash transfers (Okoli et al. 2014). The periodical evaluation of monetary initiatives should be conducted as Okoli 

(2016) found that it enhances the utilisation of orthodox facilities by pregnant women, although Onwujekwe et al. (2019) and 
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Uzochukwu et al. (2015) noted that the financial interventions have not always been sustained because of corruption and 

inadequate funding by government. 

Finally, the Safe Motherhood Program in Ondo popularly referred to as “Abiye” (Ajayi and Akpan, 2020; Mimiko, 2017) 

signifies what can be well improved upon if the program is critically looked into to ensure that all women within the active 

reproductive age in towns and villages are enrolled. It can also be adopted in other states. 

For this study, the major strength was premised on the fact that the study was conducted in selected towns, hence, the results 

may be generalizable to other towns but may not be suitable for urban areas of the country. Previous studies in Nigeria, Indonesia, 

Zambia and Bangladesh have also identified some of the reasons for the utilisation of TBAs by maternal patients (Sarker et al., 2016; 

Akpabio et al., 2014). It is supposed that the results will be useful for policymakers to address the low utilisation of SBAs in rural 

areas (towns and villages) in Nigeria and other African nations that has similar peculiarities. 
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