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ABSTRACT 
 
A sizeable number of deliveries still take place with the assistance of Traditional Birth Attendants in 
Nigeria. This study aims to determine the factors that determine the referral practices of the TBAs in Ilorin 
of high risk and complicated pregnancies. This descriptive study was conducted among all the 162 
registered TBAs in Ilorin that were traceable using pre-tested semi-structured interviewer-administered 
questionnaire. About 90%, whose source of skill acquisition was by inheritance did not refer their clients 
appropriately compared with 48% of those whose source of skill acquisition was through formal training 
(p<0.05). The more the numbers of trainings, the more appropriate the referral (p<0.05). Having 
supervisory visit by qualified personnel is associated with appropriate referral practices (p<0.05). Regular 
training and re-training of TBAs with routine monitoring and supportive supervision will promote prompt 
referral of high risk and complicated pregnancies and deliveries (Afr. J. Reprod. Health 2010; 14[2]:77-

84). 
 
 

RĖSUMĖ 
 
Déterminants des pratiques d’orientation des clientes chez les accoucheuses traditionnelles à 
Ilorin, Nigéria. Bon nombre d’accouchements ont toujours lieu avec l’assistance des accoucheuses 

traditionnelles au Nigéria.  Cette étude a pour but de d’établir les facteurs qui déterminent les pratiques 
d’orientation des patientes chez les ATs à Ilorin des grossesse à haut risque et compliqués.  Cette étude 
prescriptive a été menée au sein de toutes les 162 SFTs qui sont à Ilorin qui ont été trouvée grâce au 
questionnaire semi-structuré et pré-testé qui a été administrée par l’enquêteur. A peu près 90% dont la 
source de l’acquisition des compétences étaient à travers l’héritage n’ont pas orienté leurs patientes 
comme il faut envers les spécialistes par rapport à 48% de celles dont la source de l’acquisition des 
compétences a été a travers une formation formelle (p < 0,05).  Plus les nombres de formations plus les 
orientations vers les spécialistes par le personnel qualifié est lié aux pratiques d’orientations appropriées 
(p < 0,05).  La formation régulière et la re-formation des SFTs avec la surveillance de routine et le 
contrôle de soutien vont encourager l’orientation rapide des grossesses et des accouchements à haut 
risque et compliquées (Afr. J. Reprod. Health 2010; 14[2]:77-84). 
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INTRODUCTION 
 
Every day, at least 1,600 women die from the 
complications of pregnancy and childbirth 
globally

1
 with majority, about 90%, of these 

deaths occurring in Asia and sub- Saharan 
Africa.

1,2
 On the average, maternal mortality 

is about 18 times in the developing world 
than in the developed world

1
 In Nigeria, ma-

ternal mortality ratio (MMR) is between 700-
800/100,000 live births.

1,3,4
 Having a skilled 

health personnel present at deliveries is one 
of the key interventions for reducing maternal 
and perinatal mortality and morbidity.

1
 How-

ever, a sizeable number of deliveries take 
place outside health facilities without the as-
sistance of a skilled birth attendant.

5
 Such 

deliveries are attended to by Traditional Birth 
Attendants (TBAs), relatives or nobody at 
all.

5
 Although, TBAs are not included among 

the skilled personnel because their training is 
narrow in scope and of a very short dura-
tion

1,6
, they play a supportive role during un-

complicated labour especially in rural com-
munities of developing countries. A large 
proportion of pregnant women are attended 
at childbirth by TBAs and in some countries 
up to 50% of pregnant women rely on the 
services of TBAs for antenatal care and deli-
very including the care of the new born.

7
 

TBAs attend to a number of deliveries 
especially where modern health services are 
unavailable or inadequate

8
 as is the case in 

Nigeria in which the World Health Organiza-
tion (WHO) has reported that 60-80% of all 
deliveries occur outside modern health facil-
ities.

8
 Notwithstanding, in the light of meeting 

the fifth Millennium Development Goal, 
efforts are to provide skilled personnel at 
deliveries.

9
 But while still awaiting the ideal 

situation and goal, the services of TBAs may 
not be put aside totally. The services  usually 
provided by TBAs range from Ante-Natal 
Care (ANC); child delivery; treatment of infer-
tility; management of threatened abortion; 
circumcision of babies and also circumcision 
of the mothers during labour and child birth.

10 

Other maternal and child health services 
being provided by TBAs include mobilizing 

for immunization and family planning. They 
also provide non-maternal and child health 
services such as treatment of common 
ailments.

10
  

A number of community members espe-
cially in the rural areas patronize the services 
of the TBAs and this necessitated the train-
ing of the TBAs in order to secure the safety 
of the mother and the baby. The objective of 
training TBAs is to ensure that they have gai-
ned competence in information, certain skills 
and procedures necessary for the safety of 
the mother and the baby and most import-
antly recognizing high risk pregnancies and 
complications during labour and referring 
them promptly to the modern health facili-
ties.

10,11
 The TBAs are expected to refer their 

clients to the nearest health facilities but pre-
ferably a government facility. The various pri-
mary, secondary and tertiary health facilities 
and also the private hospitals within the stu-
dy area serve as referral centres.  

It has been observed however that in 
spite of the training, there has not been signi-
ficant improvement in the reduction of mater-
nal mortality 

12
 due to delay in or non – refer-

ral of their clients appropriately. In a 6-year 
period (1997-2002) review of maternal mor-
tality in the University of Ilorin Teaching Hos-
pital, the MMR was found to be 825 per 
100,000 live births

13
. This relatively high 

MMR for a teaching hospital in the North-
central zone of Nigeria has been attributed to 
high number of unbooked patients and late 
referral of patients from referring centres 
among other external factors. However, the 
referrals from the TBA centres were not 
clearly distinguished from those from the 
peripheral modern health facilities. A study in 
Uganda by a World Bank Group 

14
 gave an 

account of problems associated with referral 
practices of TBAs as transportation and dis-
tance between referral points; opposition and 
embarrassment faced from medical person-
nel at referral centres and rejection of refer-
rals by the clients themselves or their rela-
tives. Another factor was the TBAs’ attitude 
that they can handle those cases that they 
were supposed to refer immediately. There 
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have also been reports that some TBAs felt 
referral of their clients was not important as 
they claimed they could manage complica-
tions in pregnancy including abnormal lie and 
presentation by simple manipulation and 
turning the baby or simply by “making some 
incantations”

15
. This made referral to the 

health facilities too late and sometimes at the 
time the pregnant women are unsalvageable.  

Without an effective and efficient super-
vision and monitoring, the training of TBAs 
will not have achieved the desired impact in 
reducing maternal mortality. The willingness 
of the clients including their relatives to be 
referred is another factor as some might 
refuse referral and whatever is the outcome 
of the pregnancy care by the TBA would be 
accepted as divine

16,17
. The value of the ser-

vices of TBAs and their training is currently a 
topical issue. One major challenge to the 
realization of the MDG-5 by developing coun-
tries would be the poor referral practice by 
peripheral health-care facilities especially the 
TBAs unless adequate data are provided for 
appropriate decision making. The aim of this 
study there-fore is to assess the factors that 
determine the referral practices of the Tradi-
tional Birth Attendants in Ilorin of high risk 
and complicated pregnancies. 
 
 

MATERIALS AND METHODS 
 
Study Location 
 
This study was carried out in the three local govern-
ments that make up Ilorin the capital of Kwara state 
which is in the North Central zone of Nigeria. The 
three LGAs are Ilorin East, West and South with 
headquarters in Oke-oyi, Oja-oba and Fufu respect-
tively. The local government areas included urban 
and rural communities with a total estimated popula-
tion of 857,366 (Kwara state Planning Commission, 
Ilorin 2004). 

There are 32 primary health facilities, 8 secon-
dary health facilities, one teaching hospital, one 
specialist hospital, and several private hospitals. 
There are also traditional and herbal practitioners 
among which are Traditional Birth Attendants. The 
TBAs are expected to refer their clients to the near-
est modern health care facility as mentioned above 
which serve as referral centres for the TBAs but 
preferably the public health facilities. 

Study Population 
 
This study was restricted to only the registered TBAs 
in the study area. This is because these were the 
TBAs that have received formal training from profes-
sionals and were recognized by the department of 
health at the local government and the state ministry 
of health. There were 212 registered TBAs identified 
in the register of the State Ministry of Health. They 
were then traced to their homes through the help of a 
focal person who is also a TBA. A total of 162 TBAs 
who were alive and still practicing were located and 
used for the study. Those that could not be traced 
were either dead, relocated from the study areas or 
no more practicing the art.  
 
Study Design 
 
This study was a descriptive survey conducted bet-
ween March and April 2007 to assess their practice 
of referral of high risk and complicated pregnancies 
as well as various socio-demographic factors that 
determine their referral practice.  

 
Data collecting Instrument and Method of Data 
Collection 

 
The research instrument for this study was a pre-
tested semi-structured interviewer - administered 
questionnaire with the help of 15 trained research 
assistants who were also health workers (Nurses, 
CHEWs, Health Information Officers, medical and 
nursing students). The instrument was pre-tested in 
Offa, Offa local government using 20 questionnaires. 
The town is about 45km from the study area. 

Data were collected from the respondents in 
each of the local government at a different day. They 
were respectively conveyed to an agreed primary 
health centre in the respective LGA where data col-
lection took place. This was done to facilitate the 
process of data collection rather than the researcher 
or the assistants locating the houses on individual 
basis. The TBAs’ transportation was provided by the 
researcher and snacks were also served.  

The questionnaire sought information such as 
socio-demographic characteristics, the actions the 
TBAs usually take when they encounter clients who 
have the high risk and complicated conditions 
already listed. Respondents who reported referring 
very high risk pregnancies they encountered (pre-
vious repeated miscarriage, previous still birth, multi-
ple pregnancies, abnormal lie, bleeding in previous 
or current pregnancies) without tampering with them 
were considered to have appropriate and timely 
referral. Similarly, those who reported immediate 
referral of their clients who develop complications 
(prolonged labour, bleeding during labour, tiredness 
or loss of strength, seizures and retained placenta) in 



TBAs’ Referral Practices in Ilorin 

African Journal of Reproductive Health Jun 2010; 14(2): 80 

the course management were also said to have 
appropriate and timely referral. Other actions such as 
delayed referral for any reason, wrong referral or 
non-referral of the clients were said to be inappropri-
ate. Delayed referral indicates “not referring imme-
diately any of such very high risk pregnancies or 
complicated labour and delivery as mentioned 
above”. Wrong referrals are those made to any other 
place (including other TBAs) other than a modern 
health care facility.  

Verbal informed consent was sought from each 
respondent before administration of the question-
naire. 
 
Data Analysis 
 
Data entry and analysis were done using the EPI- 
Info version 3.4.1 (2007) software package. Chi squ-
are test was used to determine statistical difference 
in various cross tabulated variables with level of 
significance pre-determined at p-value < 0.05.  
 
 

RESULTS 
 

A total of 162 respondents were obtained 
and interviewed giving a response rate of 
100%. The mean age was 46.3+5.8 years. 
The female constituted 145(89.5%) and ma-
jority were married 116(71.6%) and of Isla-
mic religion 149(92.0%). Most of the respon-
dents 104(64.2%) had at least primary sch-
ool education. The respondents were mainly 
part-time TBAs (85.8%) having other forms 
of livelihood such as hospital ward assistants 
(orderlies), trading, hair dressing, cloth tying 
and dyeing.  

Overall, 34(21.0%) of the respondents 
practiced appropriate and timely referral 
while 128(79%) did not. Five out of seven re-
presenting 71.4% of the respondents in the 
age 20-29 year age group referred their cli-
ents appropriately compared to 8 out of 70 
(11.4%) and 5 out of 42 (11.9%) respectively 
in the 40-49 and > 49 years age groups. The 
difference in the referral practice with regards 
to age group was statistically significant (p= 
0.0000). More proportion of males, 7 out of 
17 (41.2%) compared to females 27 out of 
145 (18.6%) referred their clients appropria-
tely but the difference was not significance 
(p=0.0529). Among the singles, 50% referred 
their clients correctly whereas 84.5% and 

69.4% of the married and separated / wido-
wed respectively did not. With regards to 
educational status, the highest proportion 
that did not refer their clients appropriately 
was among those that have primary educa-
tion 67 out of 75 (89.3%) followed by those 
with secondary education 16 out of 20 (80%) 
Table 1.  

Most of the respondents whose source of 
skill acquisition was by mere inheritance, 53 
out of 59 (89.8%) followed by those who got 
into the practice through self initiation usually 
delay or did not refer their clients whereas 12 
out of 25 (48%) whose source of skill acquisi-
tion was through formal training had appro-
priate and timely referral of their clients. The 
highest proportion 26.7% who had their last 
formal training less than 5 years ago had 
appropriate referral of their clients although 
the difference was not statistically significant. 
With regards to re-trainings, respondents 
who have had more than one re-training con-
stituted the group with the highest proportion 
9 out of 13 (69.2%) of appropriate referral of 
their clients (p= 0.0000). Similarly, respon-
dents who had ever had a supervisory visit 
by qualified personnel had a higher propor-
tion 9 out of 20 (45%) of appropriate referral 
than those who have never had supervisory 
visit (p= 0.0151) Table 2. 
 
 

DISCUSSION 
 

The mean age in this study and the fact that 
they were mainly married which showed that 
experience of previous childbirth is a major 
influence in the profession are similar to 
other reports.

20
 This is because most TBAs 

usually train their children who would event-
ually take up the profession when they might 
have died.

18
 This idea is also demonstrated 

in this study as more than one third of the 
respondents inherited the practice, however 
as much as 15% of the respondents got into 
the profession through formal organized 
training. This mode of entry (formal training) 
into TBA practice as found in this study is not 
a common phenomenon and no previous 
studies  available  reported  similar   incident.  
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Table 1. Respondents’ socio-demographic data in relation to appropriateness of referral of clients. 

 

Variables Appropriate  and 
Timely Referral 

Freq (%) n= 24 

Delayed/Non-
Referral 

Freq (%) n=128 

Total Statistical 
test 

AGE GROUP (in years) 

20-29 

30-39 

40-49 

>49 

SEX 

Male 

Female 

 

MARITAL STATUS 

Single 

Married 

Separated/Widowed 

RELIGION 

Islam 

Christianity 

 

EDUCATIONAL STATUS 

None 

Primary 

Secondary 

Post-secondary 

TYPE OF TBA 

Part time 

Full Time 

 

5(71.4) 

16(37.2) 

8(11.4) 

5(11.9) 

 

7(41.2) 

27(18.6) 

 

 

5(50.0) 

18(15.5) 

11(30.6) 

 

30(20.1) 

4(30.8) 

 

 

 

18(31.0) 

8(10.7) 

4(20.0) 

4(44.4) 

 

28(20.1) 

6(26.1) 

 

2(28.6) 

27(62.7) 

62(88.6) 

37(88.1) 

 

10(58.8) 

118(81.4) 

 

 

5(50.0) 

98(84.5) 

25(69.4) 

 

119(79.9) 

9(69.2) 

 

 

 

40(69.0) 

67(89.3) 

16(80.0) 

5(55.6) 

 

111(79.9) 

17(73.9) 

 

7 

43 

70 

42 

 

17 

145 

 

 

10 

116 

36 

 

149 

13 

 

 

 

58 

75 

20 

9 

 

139 

23 

 

 

X
2
 = 23.51 

df= 3 

p=0.0000 

 

 

X
2
 = 3.41 

df= 1 

p=0.0529 

 

X
2
 = 9.16 

df= 2 

p=0.0103 

 

¶ X
2
 = 0.30 

df= 1 

p=0.4749 

 

 

X
2
 = 11.35 

df= 3 

p=0.0100 

 

 

X
2
 = 0.14 

df= 1 

p=0.5809 

 34(21.0) 128(79.0) 162  
 

¶ = Yates Corrected 
 
 

The vocation is more or less an apprentice-
ship kind of training. Generally, TBAs who 
are trained in formal organized instructions 
are those who are already practitioners but 
lack training by experts. Furthermore, one 
would think that the usual six weeks of org-
anized formal training would be inadequate 
for those who have not had any previous 
practical experience.  

The formal training as an initial mode of 
skill acquisition has also explained the rea-

son why almost two thirds of the respondents 
were educated in contrary to other studies 
where about two thirds were illiterates.

19
 This 

is because some people who had some edu-
cation (secondary and even post-secondary) 
could have easily taken the opportunity of 
such training to be gainfully self-employed. 
For the same reason, this study also found a 
relatively high proportion of young people in 
the profession contrary to usual occurrences. 
TBAs  are  usually  older  women in the com-  
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Table 2. Respondents’ training, experience and years of practice in relation to appropriateness of referral 

of clients. 
 

Variable Appropriate and 
Timely Referral 

Freq (%) 

Delayed/Non- 
Referral 

Freq (%) 

Total Statistical 
test 

Initial Source of Skill Acquisition 

    Formal training 

    Apprenticeship 

    Self Initiated  

    Inherited 

Last Formal Training Received 

     > 10 years ago 

       6-9 years ago 

       < 5 years ago 

Number of Re-Trainings Received 

       None 

         1 

         > 1 

Duration of TBA Practice 

      3-5 years 

      6-9 years 

    > 10 years 

 

Ever Had Supervisory Visit 

         No 

        Yes 

Distance from nearest Health Facility 

           < 1km 

          1-5 km 

          6-10 km 

        > 10 km 

 

12(48.0) 

11(32.4) 

5(11.4) 

6(10.2) 

 

4(13.3) 

22(21.6) 

8(26.7) 

 

11(9.6) 

14(40.0) 

9(69.2) 

 

6(40.0) 

17(20.0) 

11(17.7) 

 

25(17.6) 

9(45.0) 

 

 

14(19.4) 

8(22.9) 

7(25.9) 

5(17.9) 

 

13(52.0) 

23(67.6) 

39(88.6) 

53(89.8) 

 

26(86.7) 

80(78.4) 

22(73.3) 

 

103(90.4) 

21(60.0) 

4(30.8) 

 

9(60.0) 

68(80.0) 

51(82.3) 

 

117(82.4) 

11(55.0) 

 

 

58(80.6) 

27(77.1) 

20(74.1) 

23(82.1) 

 

25 

34 

44 

59 

 

30 

102 

30 

 

114 

35 

13 

 

15 

85 

62 

 

142 

20 

 

 

72 

35 

27 

28 

 

X
2
 = 20.27 

df= 3 

p=0.0001 

 

 

X
2
 = 1.66 

df= 2 

p=0.4351 

 

X
2
 = 34.71 

df= 3 

p=0.0000 

 

X
2
 = 3.71 

df= 2 

p=0.1562 

 

X
2
 = 6.37 

df= 1 

p=0.0151 

 

X
2
 = 0.74 

df= 3 

p=0.8638 

 34(21%) 128(79%) 162  
 
 

munity.  
Previous studies

20,21
 have shown that the 

younger TBAs and those with higher educa-
tional level are more likely to refer clients 
with high risk and complicated pregnancies 
as was also found in this study. Being literate 
is an obvious determining factor for people in 
comprehending basic facts and acquiring 
knowledge which was reflected by the find-
ings in this study. The better practice of ap-
propriate referral among those with higher 
education can most likely be attributed to 

better understanding of the instructions du-
ring trainings and a more positive perception 
of possible complications that might arise if 
referral was late.  

Ironically, the male gender had higher 
proportion of appropriate referrals of their 
clients than their female counterpart as oppo-
sed to what would have been expected and 
has been reported.

10,12,21
 This is because 

one of the bases for many women embarking 
on the profession was experience at child-
birth and that the women would have been 
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more compassionate on difficult deliveries. 
This conflict may however also be agued that 
because the women had experienced child-
birth before (or will be), they were more dar-
ing than the men. This difference was how-
ever not statistically significant. As in pre-
vious studies

12,16,17
, marital status was also 

found to be associated with the referral prac-
tice with the single TBAs having a best prac-
tice which may also be due to the fact that 
they are also likely to be younger and have a 
higher level of education than the married or 
widowed.  

Training and re-training of TBAs is very 
vital to their referral practices.

22,23
 This study 

however showed poor practice of re-training 
of TBAs which ultimately affected their att-
itude towards referral of their clients. Due to 
their scope of training and limited skills

6
, fre-

quent re-training is imperative in achieving 
the objective of reduction of maternal morta-
lity through appropriate referral of high risk 
and complicated pregnancies. Although, the 
length of period in which the last formal train-
ing was received was not found to be asso-
ciated with their practice of referral, the num-
bers of trainings received by the TBAs was 
associated. This was also reported in studies 
within and outside Nigeria.

21,23
. Delayed re-

ferrals of clients with high risk and com-
plicated pregnancies usually result in render-
ing the modern health facilities handicapped 
as irreparable damage could have been 
done.  

The fact that the TBAs who got involved 
into the profession through an organized for-
mal training have the highest proportion of 
appropriate referral of their clients when 
compared with those who got involved thro-
ugh other means indicated that having skilled 
health workers right from the inception is 
essential. It was found out in this study that 
these groups of respondents were also youn-
ger and more educated, which probably exp-
lain the reason behind their positive actions. 
Education and young age of TBAs are known 
predictors of appropriate referral of cli-
ents.

12,16,17 

TBAs  that  were  supervised  by qualified  

health personnel or midwives in this study 
had better practice of referral as also repor-
ted by other studies.

24
 Lower cadre of per-

sonnel in the health sector (especially the 
non-professionals) as in other sectors need 
close supervision and monitoring to ensure 
that their practices and actions are carried 
out as expected. The TBAs’ training must be 
followed with frequent visit and adequate su-
pervision so that there would be adherence 
to good practices including appropriate refer-
ral of their clients.  

Distance of health facility was found not 
to be associated with prompt referral by the 
respondents as ordinarily would be expected. 
Proximity of health facilities to the community 
where the TBAs are based contributed to 
timely referral of their clients in Bangla-
desh.

16
 This showed that the practices of the 

TBAs themselves rather than availability or 
accessibility to referral centres were more 
important determinants of the referral prac-
tices of TBAs in this study. 

In conclusion, this study have shown that 
age, marital status, educational status, initial 
source of skill acquisition, re-trainings and 
supervision of the respondents were statis-
tically significant in prompt and appropriate 
referral of clients with high risk pregnancies. 
Young, unmarried TBAs with higher educa-
tion have higher tendency to refer their cli-
ents promptly and appropriately.  

It is recommended that regular training 
and re-training of TBAs with regular monitor-
ring and supportive supervision be provided 
so as to promote prompt referral of high risk 
and complicated pregnancies and deliveries. 
Consideration may also be given to young, 
single and educated interested people in the 
community to be trained formally even if they 
have not had apprenticeship from older 
TBAs. But a further interventional research is 
suggested to determine and compare referral 
practices among TBAs and other primary 
care providers. 
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