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Abstract 

Objective: Data from the Nigeria Demographic and Health Survey indicate that many pregnant women in rural Nigeria use traditional birth attendants (TBAs) rather than skilled birth attendants (SBAs) for maternal health care. This is one factor that accounts for the persistently high rate of maternal mortality in Nigeria. The objective of this study was to identify the pervading reasons that women prefer TBAs to SBAs for pregnancy care in rural Nigeria and to make recommendations for policy and programmatic reform.
Design: Qualitative research design consisting of focus group discussions, key informants’ interviews, and community conversations, followed by inductive thematic analysis.
Setting: Twenty rural communities (villages) in Etsako East, and Esan South East Local Government Areas of Edo State, South-South, Nigeria.
Participants: Twenty focus group discussions with men and women in a marital union; 15 key informant interviews with policymakers, senior health providers, and women leaders; and 10 community conversations with key community leaders.
[bookmark: _Hlk48864945]Findings: There was consensus among the participants that women in rural Edo prefer TBAs to SBAs for pregnancy care.  Some reasons proffered included perceptions of higher efficacy of traditional medicines; age-long cultural preferences; ease of access to TBAs as compared to SBAs; higher costs of services in health facilities; and poor attitude of orthodox health providers.
Key conclusions and implications for practice: The continued use of TBA in preference to SBAs is a major challenge in efforts to achieve the Sustainable Development Goal 3 in Nigeria. We conclude that efforts to address the factors identified by community stakeholders as inhibiting the use of SBAs will promote skilled birth attendance and reduce maternal mortality in rural Nigeria. 
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Introduction

Nigeria’s estimated maternal mortality rate of 814 per 100,000 live births is one of the world’s highest (World Health Organization 2015a) and is partly attributable to low use of skilled professionals for antenatal and delivery care (Ariyo, Ozodiegwu, and Doctor 2017; Azuh et al. 2017; Bishai et al. 2016; Lanre-Abass 2008; Ntoimo et al. 2018). The World Health Organization (WHO) recommends the use of skilled birth attendant to improve the likelihood that pregnancy complications will be better managed and therefore reduce the risk of maternal mortality (World Health Organization 2015b, 2016).  A Skilled Birth Attendant (SBA) has also been defined by the WHO as a trained nurse, midwife, or medical doctor, and no one else (World Health Organization 2015c, 2016).  Several lines of research have shown that countries with high rates of SBAs have lower rates of maternal mortality, while those with lower SBAs have higher rates of maternal mortality (Betrán et al. 2005; Graham, Bell, and Bullough 2001; Ronsmans et al. 2003; Ronsmans and Graham 2006). Thus, the increased use of SBA is currently one of the most important interventions for reducing maternal mortality in achieving the Sustainable Development Goal 3, especially in developing countries. 

The 2018 Nigeria Demographic and Health Survey (NDHS) reported that 67% of women attended antenatal care once with a SBA, and 43% were attended to at birth by a SBA (National Population Commission (NPC) [Nigeria] and ICF 2019). The high rate of use of unskilled traditional providers for delivery care varies widely by region and states from 0.5% to 71.8%, and also by place of residence with a higher proportion of traditional birth attendant users in the rural (25.5%) than urban (12.4%) areas (National Population Commission (NPC) [Nigeria] and ICF 2019).  This high rate of use of unskilled traditional providers is one of the most important challenges that need to be overcome to reduce the currently high rate of maternal mortality in the country.

When the observation of the unbridled use of unskilled traditional birth attendants (TBAs) was first made in the 1990s, it was considered to be a socio-cultural phenomenon under the notion that women culturally preferred traditional births rather than orthodox births (World Health Organization 1992).  This consideration led to a plethora of interventions consisting of the training and re-training of TBAs, with the idea to improve their skills and competencies in managing uncomplicated deliveries and referring more difficult deliveries to orthodox health facilities (Lane and Garrod 2016; Sibley, Sipe, and Barry 2012; World Health Organization 2015c).
Despite the re-training of TBAs, maternal mortality remains high in countries that rely on their use. Indeed, several publications from many parts of Nigeria reported the association of high maternal mortality rates with women who had intended to deliver with TBAs, but who had been referred late to health care facilities (Fawole et al. 2012; Ntoimo et al. 2018; Okonofua, Abejide, and Makanjuola 1992). The ineffectiveness of the re-training of TBAs became remarkable (Harrison 2011), and it was not too long that the WHO declared the retraining programs of TBAs as ineffective in reducing maternal mortality in developing countries (World Health Organization 2015c, 2017).

Consequently, the Federal Ministry of Health of Nigeria has revised its policy on TBA re-training and now focuses on increasing the use of SBAs in the country (Makinde 2020). However, as shown in the 2018 NDHS report (National Population Commission (NPC) [Nigeria] and ICF 2019), Nigeria still witnesses low rates of SBAs for antenatal and delivery care. It is within this context that we conducted qualitative studies to identify the pervading reasons for use of TBAs, especially in rural Nigeria where the frequency of its use is much higher. We believe that the results will be useful for the design of appropriate interventions and policies for reducing the use of TBAs, increasing SBAs, and reducing maternal mortality in Nigeria and other sub-Saharan African countries.


Methods

Study setting and design
This paper was drawn from qualitative data collected in the formative phase of a larger quasi-experimental research conducted in rural Edo State, Nigeria by the Women’s Health and Action Research Centre, Benin City, Edo State, Nigeria and the University of Ottawa, Canada.  Administratively, Nigeria is made up of 36 states, a Federal Capital Territory, and 774 Local Government Areas (LGAs). Each LGA consists of at least 10 political/health wards, and there are several communities/villages in each ward. Two rural LGAs, Esan South-East and Etsako East, were purposively selected from the 18 LGAs in Edo state in Southern Nigeria, and 20 communities were randomly selected from the two LGAs for the study.   Both LGAs are located in the rural and riverine areas of the state, adjacent to the River Niger, with Estako East in the northern part of the Edo State part of the river, while Esan South East is in the southern part. The formative research aimed to examine the demand and supply factors associated with low utilization of skilled pregnancy care provided in primary health centres (PHCs). A multi-method qualitative research approach was employed. These consisted of community conversations (CC), key informant interviews (KII) and focus group discussion (FGD). 

Data collection
Guides with appropriate probes for the community conversation, FGD and KII were developed and used for data collection. The characteristics of the participants in the FGDs and CCs were collected using a separate biodata form. All the instruments were pretested in a community located at the suburb of Benin City before the baseline data collection Field assistants who speak the local language, Pidgin English and English were recruited from Esan South East and Etsako East. Other assistants and supervisors were staff of the implementing organisation. All the research assistants and supervisors were trained before the fieldwork which took place between July 29 to August 16, 2017.   To ensure the credibility of the qualitative data, multiple sources and data collectors were used for data collection. Also, all the transcripts were validated through peer review and member check.

Community Conversation
Community conversation (CC) was conducted in 10 communities in Esan South East and Etsako East LGAs. It was a forum with elders age 50 and above who are the decision-makers in the selected communities, to solicit their support for the project with the aim of getting them to identify the problems themselves and proffer solutions. The CC provided opportunities to elicit a variety of opinion, concerns, and for the participants to proffer their ideas about the problem (Trainor 2018).  Participants were self-selected by community members and included those that influence opinions and decision-making in the community. The interview guide used for the CC was designed using the model reported by (Haupt 2012) and fielded questions on how the communities (particularly elders) understand how pregnant women access services, and to identify any cultural prescriptions to use or non-use of maternal health services. Each conversation lasted for about 90 minutes was moderated by a trained facilitator and a note-taker, tape-recorded. Most of the CCs were conducted in the local language. 

Focus Group discussion
A total of 20 FGDs with men and women in a marital union were conducted to elicit their preferences, beliefs and perceptions about maternal health and utilization of PHCs for maternal and child health care. Ten FGDs were conducted in each LGA. The groups were organised along the focus of age and sex. This helps to minimize the effects of age and sex hierarchy as dictated by traditional norms, which may compel younger and female participants not to express their opinions in the presence of older and male participants. Two groups were constituted for each of the following age categories:  women less than 30 years old, women aged 30-45 years, men less than 40 years, men aged 40-54 and men aged 55 and over. Each group consisted of 6-12 participants (Fusch and Ness 2015) who were recruited through a gatekeeper. The FGD guide specifically asked questions on whether the community understood the importance of utilizing skilled birth attendants in primary health centres for maternity care, and why women used TBAs rather than SBAs. Many of the FGDs were conducted in Pidgin English and a few in the local language. The group discussions lasted between 60 to 90 minutes and were conducted in conducive locations preferred by the respondents, tape-recorded and video-taped. In all, 183 persons participated in the FGDs, 77 females and 106 males. 

Key informant interview 
To elicit information on the perception of policymakers and health providers on the use of TBAs vs. SBAs in the communities, we conducted 15 key informant interviews with one senior official of Edo State Primary Health Care Development Agency, a top official of  Edo State Ministry of Health,  a senior official of Primary Health Care in Esan South East, and in Etsako East, Heads of Nursing and midwifery services in 4 PHCs in each LGA, a senior official in the administrative office in each LGA, and a woman leader in the LGAs. The interviews were semi-structured and all were conducted in English except the interview with a woman leader in Esan South East which was conducted in the local language. The key informants responded to questions about women’s preferences for places of maternal health care, and how their environments shape their preferences. Each interview lasted for 45 minutes on average. 

Data Management
All the qualitative data were collated and forwarded to the central coordinating office for analysis. The CCs, FGDs and KIIs were tape-recorded and transcribed verbatim. Interviews and FGDs conducted in English and Pidgin English were transcribed to the same language whereas those conducted in the local languages were transcribed to English by native speakers of the language who are also proficient in the English language. All the transcripts were assigned a unique archival number and saved as Microsoft word documents. The data were analysed thematically using an inductive approach. Coding was conducted with the aid of Atlas.ti 6.25 software. 

Results

[bookmark: _Hlk42892017]In all the interviews, community conversations and group discussions, the participants freely spoke about the persistent use of traditional birth attendants in their communities. Participants who preferred and use TBAs for maternal care were unreserved in expressing their preference for TBAs, and the reasons were elaborately discussed in many groups. Preference for TBAs was observed in all age groups, with no generational difference. Interestingly, women’s preference for TBAs was reported by the health providers and policymakers who participated in the study, and they confirmed most of the reasons as submitted by the women and men. The experience of some health workers indicated that a change of preference to orthodox maternal care often takes persistent health talk with women. In a focus group for younger women less than 30 years old, many of them expressed a preference for TBAs. Emphasizing their preference, one of them said: “Yes most of us here prefer TBAs because it works” (FGD Women <=30 years old). One of the health providers submitted that

[bookmark: _Hlk47470546]Some go to health centres,.. but most of them prefer the TBAs, just because of finances, …and they will tell you that taking native drugs helps their babies to be strong, so it is after maybe much health talk, much advice, then maybe a few of them will now come [to the PHC] (KII, Health provider1)

Why women prefer TBAs

The participants provided reasons why they prefer TBAs. The reasons ranged from the notion that modern medicine is not enough to affordability, accessibility and attitude of health providers. Some participants provided examples of maternal morbidities that are best treated with traditional medicine such as placenta-related problems and obstetric haemorrhage. The belief that modern medicine cannot cure all ailments is a major driver of the common maternal health-seeking behaviour of utilizing both hospital and TBAs for maternal care in the study communities.

Lack of complete confidence in orthodox medicine 
Prevalent in all the narratives, particularly in the community conversations and group discussions was the fact that the community members rely on both orthodox and traditional medicine. They do not believe that modern medicine is sufficient to handle all issues of maternal health care. It was a common practice for pregnant women to register for care in a hospital and also with a TBA.  In fact, some of the male respondents and elders attributed maternal death to the use of only modern medicine.  Some of the respondents expressed a strong belief in the efficacy of traditional medicine and posited that it is as good as the modern method of care.


For me, when I got married and my wife was pregnant, I registered her in General hospital, and also in a traditional Centre because my understanding is that, there are medications in the hospital and also another type of medication from the traditional. When it’s time for her to get the traditional medication, she will get it, and when it’s time for her to get the one from the hospital, she will get them too and if she has any complain of whatsoever, she will tell them and they will give her medication. As I am now, for the number of children I have so far, I never had temptation [maternal problems] on childbirth, I did not witness it. … For example, when a woman puts to birth and blood did not come out, she will just die.  In the traditional care Centre, there is a herbal medication that will be administered to the woman and the blood will come out. My advice will be, anyone whose wife is pregnant should register on both side [traditional care Centre and hospital] so that there won’t be complications (FGD Men <=40 years old).

That native medicine is as good as maternity. And its only God who can help someone wherever you give birth. I have given birth before in the traditional health home. It was very good to me. (FGD women 31-45 years old).

When a woman is pregnant, it is very good to use native medicine. That’s why we add the native to the White man’s drugs to help ourselves. (FGD women <=30 years old)

Narrating their belief in the efficacy of traditional medicine offered by TBAs, so many participants corroborated the claim that traditional care is better to prevent and treat bleeding during and after childbirth, and placenta-related problems. 

Some women start bleeding after delivery, some after delivery, the placenta won’t come out in time. That is why we go to the native. They have medicine for placenta, medicine for bleeding, different types and that is why we like to add it to the White man’s medicine. (FGD women <=30 years old)

Despite the strong confidence in the services of TBAs, some of the participants acknowledged the problems associated with the use of traditional drugs for pregnancy care

I remember vividly, around 2011 to 2012 when I gave birth to my first child, although my wife goes to the health centre, she was seriously taking native herbs. Then, when she gave birth, it was a serious problem. As I speak now the child isn’t with me [died]… (Community Conversation, CC05).

… and again, there are some women who are not able to deliver on their own because the baby is too large. This will result in a tear when they are trying to deliver with a TBA. When this type of thing happens, the TBA cannot sew her body back, but if it is in a hospital, they will sew it immediately and the woman will be ok (FGD women 31-45 years old)

Traditional practices
Some of the respondents, particularly the health providers and policymakers, viewed the use of both TBAs and hospitals as common in rural areas because it is an agelong traditional practice. They also observed that rural women generally feel more comfortable with TBAs because the TBAs live within their communities and are known to them. They advocated for the training of TBAs and incorporation of their services into the mainstream maternal health care system.

There are people who don’t have confidence in the hospital, they feel our ancestors used the herbal while pregnant. And during childbirth, they still go to the herbal specialist [TBA]. I know of two different women that are herbal specialists. Women go there when pregnant and during childbirth. (Woman leader1)

… you know that eh! the rural women are encouraged to seek medical care in the health centres but we do know that eh! there are some traditional birth attendants.  Some of these women, because of traditional practices find it more comfortable to approach the traditional birth attendants (Senior Official, LGA).

The paradox of healthcare providers who use traditional drugs
Some of the participants observed that some maternal health care providers prescribe and use traditional medicine. To them, that signifies that traditional drugs are also effective in maternal care and encourages them to use it.
 
There are some nurses now who are using that native medicine in the hospital. They take the medicine to the hospital in case after delivery the woman starts bleeding, they use the medicine to stop the bleeding. I have seen many nurses now who are doing it. (FGD women 31-45 years old)

Where there is no health facility 
Using TBAs for maternal care is the usual option in communities where there is no nearby health facility. They resort to TBAs not only because of the distance to the health facilities but because of poor transportation and road network. Some of the participants claimed that when they make effort to go the long way to a hospital, they have to wait long to see a provider, and sometimes there are no drugs, but with the TBA, they do not have to wait, and the drugs are readily available.   
 
… yes, we like the services of TBAs because in the absence of none [referring to no hospital] we take what we see (FGD men <=40 years old)

No, it is because there is no health centre here and the means of transportation is very poor that is why they use the TBA to avoid death in childbearing (FGD women <=30 years old)

Poverty
In addition to distance to a facility, affordability was a common reason given by the respondents. Many of the respondents submitted that the lack of money was a major challenge that drives the use of TBAs in their communities. Those who would have attempted to go the long way to a health facility are constrained by finances for transportation and the medical bill. 

If we want to help our wives, we can go for TBA to help us because the health centre is not close to us here. Sometimes those who have money can go to other communities that have health facilities for antenatal care but those who do not have the money go for TBA (Community Conversation, CC08)

… some people still patronize traditional birth attendants, but it is most common among those in poor homes. They will be asking themselves where they will get such money to spend. As one of my friend’s daughters was in labour, she was not taking to the hospital until she lost strength (FGD men 41-54 years old).

Mode of payment
TBAs are also preferred for pregnancy care because of the flexible and affordable mode of payment for their services. The TBAs accept payment in kind, in instalment, and when the payment is complete it covers all the services. In some cases, they do not charge any specific amount for their services. In fact, from the narratives in the group discussions and community conversations, the cost of maternal care with a TBA poses no financial burden to the users, hence, it is a preferred option particularly for the poor. 

Yes, most women go to TBA and before the TBA starts, they will charge you and once you pay your money, they will be treating you until you give birth successfully (FGD women <=30 years old)

[bookmark: _Hlk44019107]Anything you have in mind, you give the person [TBA] whether it is ₦500 [US$1.39)] or ₦1000 [US$2.78], you give the person, that is how we do it (R7, FGD women 31-45 years old)

… most of them opt to go to traditional birth attendants or even any of their neighbours because they do not have the financial wherewithal to go to the health facilities. Many of them do not have jobs, so, they would rather go to the TBAs who collects their substance. If they are farmers, they give them [the TBA] foodstuffs and they are happy to take the delivery. If they are probably shoemakers, whatever trade you do, the TBA’s will collect those materials instead of the cash that they do not have. So, they would rather patronize such persons. (KII. Senior Official, SPHCDA)

When health providers are unavailable/inadequate 
When providers in the health facilities in the communities are not available or inadequate, TBAs become the preferred option. Most of the PHCs in the study communities have only one nurse/midwife, and some have no nurse, and there is no residential accommodation for providers in the premises of many PHCs. 

At times you may go to the health centre and the nurses will not be there. So, the best thing is to go to TBA. (FGD Women <=30 years old)

There was a time my wife went into labour, along the line, the baby died inside her and I was referred to a health centre in the next village, from there to XXX at about 8 pm. I managed to carry her there at that time.  It was after three days that they were able to operate her to remove the dead baby and we came back home.  Here [referring to the PHC in their community] no drugs, no nurses on duty, it is only the TBA we have here and runs to, not that there is no money to spend, there is money but no nurses. (Community conversation, CC08)

I cannot lie to you, there are no doctors and nurses here o… It is the woman’s [TBA] place that they go… One woman gave birth in the TBA’s place last week…no nurse in our health centre here. (FGD Men <=40 years old)

TBAs are friendly and competent
One of the strong reasons why TBAs are preferred is their friendly attitude to clients.  The TBAs are willing to deliver women in their homes and are ready to come at any time. The CCs and FGDs were replete with narratives of how helpful, competent and friendly TBAs are in comparison to nurses. 

Like my sister who gave birth there [PHC], when she got there the nurse was shouting at her to push … I choose to always go for TBAs and each time I am there and I complain, the woman will attend to me fast and give me herbs to drink, also pet me, before you know it, the baby is out. So, to me, that is why I prefer TBAs (FGD Women <=30 years old)

… we have a woman here that helps pregnant women to deliver. That particular woman is a specialist, that woman can deliver women successfully. She puts a hand in the woman’s body, check everything and bring the baby out (FGD Men <=40 years old).

Discussion

The study was designed to investigate why rural women in Nigeria use TBAs rather than SBAs for skilled pregnancy care. We specifically posed the question to elicit their preferences because of previous studies which simply reported women’s use of TBAs without assessing their relative preferences (Amutah-Onukagha et al. 2017; Chukwuma et al. 2017; Ebuehi and Akintujoye 2012; Imogie, Agwubike, and Aluko 2002; Ofili and Okojie 2005).  Due to a large number of advocacy and public health activities that have taken place in Nigeria (Okeibunor, Onyeneho, and Okonofua 2010; Okonofua et al. 2011), it is evident that women have become increasingly knowledgeable about the importance of using SBAs. Yet, the use of TBAs persists.
This study used multiple qualitative methods to obtain a deeper understanding of the reasons that women use TBAs in preference to SBAs, even in communities that have existing primary health care facilities.

[bookmark: _Hlk48864662]The results of the study show that there was an overwhelming consensus among the participants that women in rural Edo prefer TBAs to SBAs. Some of the reasons identified for this preference included modern medicine not considered sufficient for adequate maternity care; TBAs being more accessible as compared to SBAs; higher cost of services of SBAs; TBAs being more friendly than SBAs; and health providers not often available. Of these reasons, the one that stands out clearly and persistently among the participants interviewed was the perception that modern medicines are not sufficient to treat all maternal health complications. For this reason, a frequent practice in the communities is for pregnant women to register with orthodox health facilities as well as with TBAs. This practice is supported by age-long cultural beliefs about the efficacy of some traditional herbs which are perceived as more effective than modern medicines in the treatment of certain complications of pregnancy.  An example is bleeding during pregnancy, which was reported by many participants as being more effectively treatable with herbal medicines as compared to traditional medicines. Indeed, some participants posited that maternal deaths in the community were often caused by women who use modern medicines alone without combining with traditional medicines.   

Further analysis of the results showed that the preference for TBAs may be accentuated by absolute and relative lack of SBAs and health facilities in the communities. For communities that used TBAs for several years, it is natural that they will be more used to traditional methods of births that they have used over the years. This interpretation was buoyed by those who reported that health facilities are often far away, and because of bad roads and transport difficulties, women often have difficulties in reaching them especially when labour begins at night. In such cases, women will have no alternative other than to use the readily available TBAs for delivery.   

Thus, arising from these results a major recommendation is for governments to increase the provision of primary maternal health services with SBAs in rural communities, and to ensure that women have the necessary public health education and information to receive the services.   In the past decade, the Federal Government of Nigeria established the Midwifery Corp (Abimbola et al. 2012) comprising the devolution of midwives to under-served communities, as part of efforts to solve this deficit. Unfortunately, this intervention has not been sustained over time. The results of this study indicate the need to resuscitate and reconfigure the midwifery Corp intervention to address these perceived needs of rural communities.  The intervention should include the re-training of SBAs who work in rural health facilities to ensure that they are women-friendly and are able to address the needs of women who attend the services.

The results of the study also showed that women preferred TBAs because of reduced costs of TBA services and the flexibility in the mode of payment.  Part of efforts to increase the use of SBAs in Nigeria has included the elimination of user fees (Okonofua et al. 2011), with some encompassing novel interventions such as conditional cash transfers (Ajayi and Akpan 2020; Okoli et al. 2014). The systematic evaluations of such services have reported increased use of orthodox facilities by pregnant women (Okoli 2016; Okoli et al. 2014), but the interventions have not always been sustained because of poor quality delivery and inadequate funding (Onwujekwe et al. 2019; Uzochukwu et al. 2015). The “Abiye” program in Ondo, one of Nigeria’s 36 States, was particularly successful (Ajayi and Akpan 2020; Love 2013) because of high political will for its delivery and adequate provision of funds, which resulted in a sharp decline in the use of TBAs, increases in SBAs, and decrease in maternal mortality within a short period.  The “Abiye” example indicates what can be achieved if policymakers address maternal health care from rights and equity perspective ensuring that all categories of persons have universal access to quality maternal health care while addressing the social and economic barriers to accessing care.

The study has strengths and some limitations. The major limitation is the fact that the study was conducted in rural parts of the country, and as such the results may not be generalizable to the urban areas of the country. However, several reports have shown that not only are rates of maternal mortality higher in rural communities, rural women are also more likely to use TBAs as compared to urban areas (Eshiet, Jackson, and Akwaowoh 2016; National Population Commission (NPC) [Nigeria] and ICF 2019). Some previous studies have also identified some of the reasons for women’s preference for TBA found in this study (Akpabio et al. 2014; Ebuehi and Akintujoye 2012; Sarker et al. 2016; Sialubanje et al. 2015). We believe that the results will be useful for policymakers to address the low use of SBAs in rural communities in Nigeria and other sub-Saharan African countries with similar social contexts.

Another strength of the study is the use of multiple qualitative study designs – KIIs, FGDs and CCs. The use of these methods allowed cross-examination of opinions and beliefs by multiple stakeholders, including women themselves, enabling the authentication of methods that hinder or facilitate the use of SBAs in the communities. To the best of our knowledge, this is one of the few reports of the use of composite qualitative research methods to investigate the use of TBAs versus SBAs in Nigeria.

We conclude that rural women in Nigeria utilize TBAs rather than SBAs due to several factors, the most important of which include perceptions of higher efficacy of traditional medicines, lack of access to health facilities and SBAs, higher costs of services in health facilities, and poor attitudes of health providers. Efforts to address these factors will increase the use of SBAs and reduce maternal mortality in rural Nigeria. 
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