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ABSTRACT      

 Background: Ensuring access to skilled birth attendants (SBA) during childbirth is critical for maternal and 

newborn survival, especially in underserved rural communities of northern Nigeria. Methods: We assessed the 

utilisation of SBA in rural communities of Kano state. Using a cross-sectional study design with a concurrent 

mixed method of data collection, multi-stage and purposive sampling techniques were employed to select 

respondents of the quantitative and qualitative components of the study, respectively. Focus group discussions 

and key informant interviews were conducted to assess the perception of women, husbands and delivery 

service providers regarding the utilisation of SBA. Results: Of the 194 women, 38(19.6%) were attended to by 

SBA, 138(71.1%) by unskilled birth attendants and 18(9.3%) had solitary birth. Furthermore, facility-based 

delivery was only 14.9% as the majority of the women delivered at home. Previous hospital delivery (p=0.02, 

aOR = 4.5; 95% CI=1.4-14.8) and husband’s level of education (p=0.03, OR = 5.9; 95% CI=1.3-27.3) were found 

to be independent predictors of utilisation of SBA. Perceptions regarding utilisation of SBA varied, ranging 

from a general preference for home delivery with the assistance of a traditional birth attendant to a 

predisposition towards hospital delivery with the assistance of SBA. Factors that contributed to adherence to 

traditional birthing practices included healthcare workers’ negative attitudes, manpower gap, lack of 

equipment and supplies and inadequate functioning health facilities. Conclusion: Utilisation of SBA in rural 

communities of Kano state is low. Efforts should be made to increase women’s and men’s awareness, improve 

health facilities, and ensure improved and equitable access and availability of skilled delivery care services. 
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Introduction 

Motherhood is usually a positive and fullling 

experience; however, it is associated with suffering, 

ill health, or even death for too many women.1 The 

period around childbirth is the most critical for 

saving the lives of mothers and their newborns, and 

preventing stillbirths.2 Up to 830 women die from 

pregnancy or childbirth-related complications 

worldwide daily.2 In 2015, an estimated 303,000 

women died during and following pregnancy and 

childbirth; 2.7 million babies died during the rst 28 

days of life and 2.6 million babies were stillborn.2,3 

Almost all of these deaths occurred in low-resource 

settings, and most could have been prevented with 

quality care during pregnancy and childbirth.  

The single most critical intervention for safe 

motherhood is to ensure a skilled birth attendant 

(SBA) is present at every birth, and transport is 

available to a referral facility for obstetric care in case 
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of emergency.4 A skilled birth attendant is an 

accredited health professional - such as a midwife, 

doctor, or nurse - who has been educated and trained 

nage normal 

(uncomplicated) pregnancies, childbirth and the 

immediate postnatal period, and in the 

identication, management and referral of 

complications in women and newborns.5 To boost 

the proportion of skilled birth attendants (SBAs), the 

Nigerian government put some interventions such as 

the recruitment, training and deployment of 

additional midwives and community health 

extension workers (CHEWs) in place. Also, the 

national policy on task shifting was aimed at 

improving personnel decits in some parts of the 

country, especially the underserved areas.6 This is 

because rural areas in Nigeria do have physical, 

communication, social and economic conditions that 

made them predisposed to relatively inequitable 

public services.7  

The proportion of births attended by skilled health 

personnel is one of the indicators used to track 

progress toward achieving Sustainable Development 

Goal (SDG) 3. The Sustainable Development Goals 

offer a renewed opportunity to see improvements in 

maternal health for all women, in all countries, under 

all circumstances.8 Target 3.1 of SDG 3 aims to reduce 

the global Maternal Mortality Ratio (MMR) to less 

than 70 per 100,000 live births by 2030.9 According to 

the MDG end report, the percentage of births 

attended by SBAs globally, in Africa and Nigeria 

were 73%, 54%, and 38%, respectively, which all fall 

below the 90% target.10 Nigeria Demographic and 

Health Survey 2013 (NDHS) reported the proportion 

of births assisted by skilled providers has remained 

relatively stagnant while NDHS 2018 reported 

facility deliveries are lowest in the North West region 

(18%) where Kano is situated.6,11 Traditional birth 

attendants (TBAs) assisted 20% of all deliveries, 22% 

of births were assisted by a relative or other person, 

and 11% were unassisted.11 Facility delivery and 

utilisation of SBAs in rural Nigeria were 21.9% and 

22.7% respectively, while in urban Nigeria, they 

were 61.7% and 67.0%.6 Contributing to these 

disparities are limited availability and poor quality 

of health services and a shortage of SBAs in rural 

communities. Consequently, maternal mortality 

remains high in rural areas because rural women 

predominantly utilise unskilled birth attendants or 

deliver alone with no attending to them.12,13  

Achieving an increased rate of facility-based 

childbirth has been globally recognised as a key 

strategy for reducing maternal mortality. However, 

challenges still remain especially in low and middle-

income countries like Nigeria. Globally, researchers 

have looked into utilising SBAs. In addition, there is 

a dearth of information from this region where the 

lowest numbers of facility births occur and this 

contributes signicantly to poor maternal health 

indices nationally and internationally.6 Thus the 

need to study the utilisation of SBA in North-western 

Nigeria, particularly in the rural areas of Kano state. 

A sound understanding of the level of utilisation, 

predictors of SBA utilisation, and perception of 

mothers, their husbands and delivery attendants on 

the utilisation of SBAs will provide useful 

information for reviewing maternal health care 

delivery services and programmes. Furthermore, 

providing skilled healthcare during childbirth and 

the immediate peripartum period is crucial for the 

survival and wellbeing of both the mother and her 

newborn. 
 

Methods 

Study setting 

The study was conducted in Kano state. Its capital is 

Kano and has forty-four (44) Local Governments 

Areas (LGAs). Three LGAs were chosen for the 

study: Garun-Mallam, Bunkure, and Tsanyawa 

LGAs. The State had a 2020-projected population of 

13,411,578, with an almost equal distribution of 

males (51%) and females (49%). It also had an 

estimated 2,950,547 women of reproductive age (15-

49 years old) and 670,579 pregnant women.14 The 

predominant language is Hausa/Fulani, while Islam 

is the predominant religion.15  
 

Study design 

A cross-sectional study design that employed a 

concurrent mixed data collection method was used. 

Quantitative methods were used to assess the 

prevalence and predictors of utilisation of SBAs 

while qualitative methods were used to explore the 

perception of women, husbands, and delivery 

attendants regarding the utilisation of SBAs in rural 

communities of Kano State. 
 

Study population 

(a) Quantitative method 

The study population for the quantitative aspect 

comprised women aged 15 – 49 years who had given 
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birth in the last year preceding the study in rural 

areas in Kano. We excluded women who had not 

lived in the area for up to a year and whose last child 

(≤ 1 year) died within six weeks preceding the study.  

(b) Qualitative method 

The qualitative method involved three categories of 

participants: women within reproductive age of 15- 

49 years; husbands whose wife/wives have ever 

given birth (due to their critical role in inuencing 

pregnant women’s decisions whether to seek health 

care) and delivery attendants (SBAs and prominent 

TBAs) 

 

Sample size determination 

(a) Quantitative method 

The target sample size for the survey quantitative 

survey was determined using Fisher’s formula.16 

Using the prevalence of SBA utilisation in Kano state 

(13.7%),6 the desired level of precision of 0.05, 95% 

r 

non-response,17 a sample size of 194 was obtained.   

(b) Qualitative method 

Focus Group Discussions (FGDs) with 8-10 women 

within the reproductive age of 15-49 years as well as 

men whose wife/wives have ever given birth were 

carried out to the point of saturation. Key Informant 

Interviews (KIIs) with prominent TBAs & SBAs in 

each community were also carried out. 

 

Sampling technique 

Quantitative method 

A ve-stage sampling technique was used to select 

the respondents. 

Stage 1: Selection of Health Zones: A list of health 

zones and Local Government Areas (LGAs) under 

each health zone was obtained from the Primary 

health care management board (PHCMB) Kano 

State. Out of the Six (6) health zones, three (3) zones 

were selected by simple random (balloting) sampling 

technique viz: Gwale, Rano and Bichi Zones. 

Stage 2: Selection of Local Government Areas 

(LGAs): Out of the three (3) selected health zones, 

one LGA was randomly selected from each health 

zone using balloting. The LGAs are; Garun-Mallam, 

Bunkure and Tsanyawa. 

Stage 3: Selection of Wards: Six (6) wards were 

randomly selected, two (2) from each of the selected 

three (3) LGAs using balloting viz; Jobawa, 

Yadakwari, Gafan, Sanda, Daddarawa and Gozarki 

Wards. 

Stage 4: Selection of Settlements: Six (6) settlements, 

one from each of the selected 6 Wards were 

randomly selected viz; Rigar Fulani, Shaiskawa, 

Jarman baka, Jarnawa, Yammamman and Tafashiya 

settlements. 

Stage 5: Selection of Houses/Households: House 

numbering in each of the selected settlements was 

done to obtain a sampling frame. Since each 

settlement had a different size, the number of 

respondents was proportionately allocated based on 

size. Thereafter, the sampling fraction and interval 

were also calculated. The sampling fraction was 

calculated as sample size divided by the total 

number of houses in the selected settlements (i.e. 

194/548 = 0.35). The reciprocal sampling fraction 

was obtained giving a sampling interval of 3. After 

calculating the sampling interval, Systematic 

sampling technique was used. The starting point was 

obtained by selecting a number between one (1) and 

the sampling interval for each settlement, using a 

random number table. Subsequent houses were 

identied by adding the sampling interval to the 

preceding house serial number. Where more than 

one household was found in a house, one was 

selected by a single one-time ballot.  

Stage 6: Selection of Respondents: Finally, a woman 

living in the household who had delivered in the 

preceding 1 year was approached to participate in 

the study. In a household with more than one eligible 

respondent, only one woman was selected using a 

simple random sampling (balloting) because the 

reason for utilisation of an SBA or otherwise may 

likely be the same for all women married to the same 

man. In the sampled houses that had no eligible 

respondents, the next house was selected. 

For the qualitative data collection, a non-probability 

sampling technique using purposive sampling was 

used to select homogenous groups of FGD 

participants (based on age and gender). For the KIIs, 

prominent TBAs and SBAs were purposively 

selected through snowballing from each of the rural 

settlements. 

 

Data management and analysis 

Data were coded and entered into Microsoft Excel 

Spreadsheet and analysed using Statistical Package 

for the Social Sciences (SPSS) IBM version 23.0. 

Bivariate and multivariate models using Binary 

logistic regression were used to assess any 

relationship between dependent and independent 
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variables and their 95% condence intervals were 

presented. Independent variables found to be 

signicant with  value less than 0.05 at the bivariate 

level as well as apriori confounders were included in 

a multivariate logistic regression model to control for 

potential confounding variables.  

The thematic analysis approach was employed for 

qualitative analysis. All FGD and KII recordings 

were transcribed in their original languages (Hausa) 

and non-repetitive unique identiers were assigned 

to all transcripts. Reiterative immersion was used for 

all transcripts and the rst cycle of coding was done 

line-by-line inductively to assign tags and generate 

codes and categories. This was done simultaneously 

during the data collection process to ensure 

saturation. Transcripts were then sorted according to 

themes generated from the rst cycle of coding and 

further reviewed with previous literature for the 

second cycle of coding. New themes were further 

reected on and transcripts were re-sorted. Findings 

were triangulated with quantitative results and 

between KII and FGD ndings. Transcripts were 

analysed in Hausa language and translation to 

English was done at the level of presentation of 

ndings. 
 

Ethical considerations 

Ethical approval was obtained from the Health 

Research Ethics Committee of Kano State Ministry of 

Health (MOH/Off/797/T.I/562). Formal 

permission was also obtained from the LGA, 

traditional rulers and village heads of the 

settlements. All necessary information was read to 

potential participants including assuring 

participants and freedom to withdraw at any time 

without any negative consequence. Once understood 

and accepted, the participant signed/thumb-printed 

the informed consent form.  

 Results 

A total of 194 respondents were approached for the 

quantitative component of this study and all the 

questionnaires were correctly lled and analysed, 

giving a response rate of 100%. For the qualitative 

component, 18 FGDs and 8 KIIs were conducted and 

included in the analysis: 12 FGDs with women and 6 

with men, 6 KIIs with TBAs and 2 with SBAs. 

The respondents ranged from 15 to 49 years, with a 

mean age of 27.1± 7.3 years. More than a quarter of 

the mothers 79(40.7%), were between 25-34 years. All 

the respondents were Muslims, and the majority 

168(86.6%), were from the Hausa tribe. Almost all the 

women, 191(98.5%), were currently married, and the 

majority, 130(67.0%), had no formal education. 

However, close to a third, 59(32.2%) of their 

husbands had a secondary level of education or 

higher. Even though the majority, 139(71.6%) of the 

women were income earners, almost all of the 

women were poor, with a median monthly income 

of 500 Naira. Likewise, most of their husbands were 

poor, with a median monthly income of 5000 Naira. 

(Table 1) 

Most of the women, 158(81.4%), were multiparous, 

with a mean parity of 4.3±2.9 and a mean age of the 

last child of 6.1±4.0 months at the time of the study. 

The mean age at rst pregnancy was 17.1±2.4 years, 

and 151(77.8%) women gave birth to their rst child 

before the age of 20 years. Most of the women’s index 

pregnancy, 139 (71.1%), was planned. The majority 

of them, 164 (84.5%) did not have any complications 

during their index pregnancy, labour or delivery. 

One hundred and fty-eight women (81.4%) had 

access to information on childbirth, while more than 

a third, 62(39.2%) of the women had previously 

delivered in a health facility (Table 2) 

One third of the women had autonomy in decision-

making regarding the place of delivery as most of the 

respondents decided on the place of their last 

delivery either alone (38.1%) or together with their 

husbands (35.6%). During their last pregnancy, 

152(78.4%) respondents received ANC from a skilled 

provider, but of these only 59(38.8%) had their rst 

ANC visit in the rst trimester of pregnancy and only 

49(32.2%) reported visiting ANC clinic at least four 

times during their last pregnancy.(Table 3) 

Of those who had any attendant at delivery, only 

1(0.5%) was assisted by a Doctor, 25(12.9%) by a 

Nurse/Midwife, 12(6.2%) by a CHEW, 113(58.3%) by 

TBAs and 25(12.9%) by a family 

member/friend/neighbour. During their most 

recent delivery, 38(19.6%) respondents were 

attended to by SBAs, 138(71.1%) by unskilled birth 

attendants, and 18(9.3%) delivered alone with no one 

present (solitary birth). Furthermore, facility-based 

delivery was only 14.9%, as most of the women 

165(85.1%) delivered at home; of these women that 

delivered at home, 9(5.5%) were assisted by SBAs. 

(Table 3). 
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Factors associated with the utilisation of SBAs 
Factors associated with the utilisation of SBAs were 

parity, ANC attendance, timing of ANC booking, 

information availability, previous hospital delivery 

and husband’s level of education. (Table 4). 

Table 5 shows that only previous hospital delivery 

and husband’s level of education remained 

independent predictors of SBA utilisation. Women 

who had previously delivered at a health facility 

were 4.5 times more likely to utilise a SBA than those 

who had not previously delivered in the hospital 

(aOR = 4.5, 95% CI=1.4 -14.8). More so, women 

whose husbands achieved secondary or above 

education were almost six times more likely to utilise 

a SBA than women whose husbands had informal or 

primary education (aOR = 5.9, 95% CI=1.3-27.8).  

Perceptions regarding utilisation of skilled birth 

attendants 

Respondents of the qualitative component of the 

study expressed different reactions to their 

perceptions regarding the utilisation of skilled birth 

attendants. Findings revealed that even though most 

women attend ANC where health workers were 

promoting the importance of facility-based delivery, 

the general preference was for home delivery, with 

hospital delivery being resorted to during difculty 

in labour/complications as expressed below: 

 “Women that deliver at home outnumber those that 

deliver at the hospital. However, if there is a problem 

during delivery, like delayed labour or persistent 

bleeding, they go to the hospital.” (KII 42y old 

Trained TBA) 

“Majority of women in this locality deliver at home 

but if they realise there is a problem, they go to the 

hospital to deliver.” (FGD 48y old man, father of 10) 

Other men gave similar responses: 

 “I have two wives, one of them usually delivers at 

the hospital because she faces problems during 

delivery and labour, but my other wife, she delivers 

at home.”(FGD 53y old man, father of 21) 

Some women valued their privacy and preferred 

delivering alone in their own rooms. Few others 

preferred to be assisted by their mate while a 

majority preferred to be assisted by a TBA and were 

deterred from seeking the assistance of skilled birth 

attendants due to their negative attitudes. 

 “My mate assists me when I am in labour, we stay 

together so I just call on her and she will assist me. 

The attitude that health workers portray to pregnant 

women when they go to deliver is not good and it 

stops them from going to deliver in the hospital” 

(FGD 28y old Para 2) 

“I prefer to be assisted by a TBA to avoid the 

embarrassment and humiliation that some health 

workers do. TBAs do not embarrass women; they 

take good care of them, help them with house chores 

and bury the placenta. They clean the women and 

their babies very well unlike those health workers 

that send people home with their dirty clothes.”  

(FGD 36y old Para 3) 

This was re-iterated by the men. Some respondents 

attributed this persistent preference for home birth 

and lack of utilisation of skilled birth attendants to 

socio-cultural and accessibility factors.  

“Sometimes it is just our traditional superstitious 

beliefs that make women deliver at home.” (FGD 36y 

old Para 3) 

 “Lack of good roads, especially during the rainy 

season prevents us from going to the hospital, It’s not 

everybody that own means of transportation. So how 

to transport a pregnant woman is a problem, 

especially at night.” (FGD 48y old Para4) 

Concerning economic accessibility 

“Home delivery is cheaper, if we go to the hospital, 

we spend a lot of money. You will see that a wife 

wants to go to the hospital, her husband equally 

wants her to go, but there is no money.” (FGD 53y 

old man, father of 6) 

Some respondents gave a contrary opinion 

concerning cost and distance. 

“Poor people are more determined to take their 

wives to the hospital because there are instances 

where you see a man selling his belongings or farm 

produce just to take his wife to deliver at the 

hospital.” 

Concerning perceived benet/need, many 

respondents attributed adherence to traditional 

birthing practices to a shortage of health care 

providers, lack of equipment/supplies, and 

inadequate functioning health facilities. 

“TBAs are plenty, unlike doctors/nurses, that is why 

we always patronize them. We don’t have good 

hospitals in our village; we have to travel to Rano 

general hospital.” (FGD 30yr old Para 6) 

“You see this hospital in our village, they don’t work 

at night, more so, you can go there very early in the 

morning and it is still not open, so we just get 

traditional medication or Islamic script (rubutu) for 

them to take” (FGD 40y old man, father of 3) 
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“It is not all the time that we are around; they can 

come and meet the hospital closed. Another thing is 

we don’t have enough equipment” (KII 38y old 

Midwife) 

In contrast, in one of the LGAs, the study discovered 

a preponderance of facility-based delivery. Whereas 

home delivery used to be the norm, it is no more, 

because the world has changed. 

“Nowadays, if you see a woman who delivered at 

home, then the labour came unexpectedly. Now 

women go to the hospital to deliver but mostly the 

young ones” (FGD 75y old Para 11). 

 

Table 1: Socio-demographic characteristics of the respondents 

Socio-demographic characteristics Frequency (%) 

n=194 

Age group (years) 15-24 75 (38.7) 

25-34 79 (40.7) 

35-49 40 (20.6) 

Mean ± SD 27.1±7.3 

Tribe Hausa 168 (86.6) 

Non-Hausa (others) 26 (13.4) 

Occupation Non-income earners 55 (28.4) 

Income earners 139 (71.6) 

Average monthly income 

(Naira)  

<20,000 192(99.0) 

≥ 20,000 2(1.0) 

Median (Range) 500(0-30,000) 

Highest level of education No formal education 130 (67.0) 

Primary 36 (18.6) 

Secondary 26 (13.4) 

Tertiary 2 (1.0) 

Current Marital Status Married 191 (98.5) 

Divorced  1 (0.5) 

Widowed 2 (1.0) 

Husband’s highest level of 

education 

No formal education 56(30.6) 

Primary 38(20.8) 

Secondary 59(32.2) 

Tertiary 30(16.4) 

Husband’s Average 

Monthly income (Naira) 

0-20,000 165(85.1) 

20,100-40,000 29(15.0) 

40,100-60,000 6(3.1) 

60,100-80,000 4(2.1) 

80,100-100,000 6(3.1) 

Median (Range) 5,000 (0-100,000) 
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Table 2: Obstetric history of respondents  

Obstetric characteristics  Frequency (%) 

n=194 

Parity Primiparous 36(18.6) 

Multiparous 158(81.4) 

Age at rst pregnancy (years) 

 

<20 167(86.1) 

≥20 27(13.9) 

Mean ± SD 17.1±2.4 

Age at rst childbirth (years) <20 151(77.8) 

≥20 43(22.2) 

Mean ± SD 17.9±2.4 

Planning of pregnancy (wantedness) Yes 

No 

139(71.1) 

55(28.3) 

Complication during pregnancy, labour 

or delivery 

Yes 

No 

30(15.5) 

164(84.5) 

Availability of information on childbirth Yes 

No 

158(81.4) 

36(18.6) 

Previous hospital delivery Yes 

No 

62(39.2) 

96(60.8) 
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Table 3: Utilisation of antenatal care (ANC) and skilled birth attendants 

Variable Frequency (%) 

           n=194 

ANC attendance 

Yes 

No 

Total 

 

152(78.4) 

42(21.6) 

194(100.0) 

Timing of ANC booking 

<16 weeks  

>16 weeks 

Total 

 

59(38.8) 

93(61.2) 

152(100.0) 

No of Antenatal care (ANC) visit 

<4 times 

>4 times 

Total 

Place of delivery 

Health facility 

Home 

Presence of delivery attendant 

Yes 

No 

Type of delivery attendant 

Skilled 

Unskilled 

 

 

49(32.2) 

103(67.8) 

152(100.0) 

 

29 (14.9) 

165(85.1) 

 

176(90.7) 

18(9.3) 

 

38(19.6) 

138(71.1) 
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Table 4: Factors Associated with the utilisation of skilled birth attendants  

Factors Utilisation of skilled birth 

attendant 

Total Test 

statistic 

χ2 

 

p-

value 

Yes              No 

n (%)         n (%) 

Mother’s age (years)  

15(26.8)      41(73.2) 

23(16.7)     115(83.3) 

 

56(100.0) 

138(100.0) 

 

2.59 

 

0.11 <20   

>20 

Tribe  

33(19.6)      135(80.4) 

5(19.2)         21(80.8) 

 

168(100.0) 

26(100.0) 

 

0.002 

 

0.96 Hausa 

Non-Hausa (Others) 

Mother’s level of education  

29(17.5)      137(82.5) 

9(32.1)         19(67.9) 

 

166(100.0) 

28(100.0) 

 

3.27 

 

0.07 <Secondary 

>Secondary 

Mother’s income  

37(19.3)         155(80.7) 

1(50.0)           1(50.0) 

 

192(100.0) 

2(100.0) 

 

 

 

 

0.35† Living below poverty line** 

Living above poverty line** 

Marital status  

38(19.9)        153(80.1) 

0(00.0)           3(100.0) 

 

191(100.0) 

3(100.0) 

 

 

 

1.00† Currently married 

Not married 

Parity  

12(33.3)           24(66.7) 

26(16.5)          132(83.5) 

 

36(100.0) 

158(100.0) 

 

5.30 

 

0.02* Primiparity 

Multiparity 

Age at rst pregnancy (years)   

33(19.8)            134(80.2) 

 

167(100.0) 

 

0.02 

 

0.88 <20 
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Factors Utilisation of skilled birth 

attendant 

Total Test 

statistic 

χ2 

 

p-

value 

Yes              No 

n (%)         n (%) 

>20 5(18.5)               22(81.5) 27(100.0) 

Planning of pregnancy 

Yes  

 

26(18.7)              113(81.3) 

12(21.8)               43(78.2) 

 

139(100.0) 

55(100.0) 

 

 

0.24 

 

 

0.62 No 

Antenatal care (ANC) Attendance  

36(23.7)            116(76.3) 

2(4.8)                40(95.2) 

 

152(100.0) 

42(100.0) 

 

7.48 

 

0.01* Yes 

No 

Timing of ANC booking   

7(11.9)              52(88.1) 

29(31.2)             64(68.8) 

 

59(100.0) 

93(100.0) 

 

7.45 

 

0.01* 

 

<16 weeks  

>16 weeks 

Number of ANC visit  

14(28.6)              35(71.4) 

22(21.4)               81(78.6) 

 

49(100.0) 

103(100.0) 

 

 

0.96 

 

 

0.33 

<4 times 

>4 times 

Complication during Pregnancy, Labour & Delivery  

6(20.0)                 24(80.0) 

32(19.5)               132(80.5) 

 

30(100.0) 

164(100.0) 

 

 

0.004 

 

 

0.95 

Yes 

No 

Availability of information on childbirth  

36(22.8)                122(77.2) 

2(5.6)                      34(94.4) 

 

158 (100.0) 

36(100.0) 

 

 

5.53 

 

 

0.02* 

Yes 

No 

Woman’s autonomy   

    36(19.6)            148(80.4) 

2(20.0)            8(80.0) 

 

184(100.0) 

10(100.0) 

 

 

 

1.00† Yes 

No 
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Factors Utilisation of skilled birth 

attendant 

Total Test 

statistic 

χ2 

 

p-

value 

Yes              No 

n (%)         n (%) 

Distance to health facility  

9(16.7)          45(83.3) 

29(20.7)        111(79.3) 

 

54(100.0) 

140(100.0) 

 

0.41 

 

0.52 <5km 

>5km 

Availability of regular transportation  

28(19.2)         118(80.8) 

10(20.8)          38(79.2) 

 

146(100.0) 

48(100.0) 

 

0.06 

 

0.80 Yes 

No 

Previous hospital delivery  

23(37.1)         39(62.9) 

6(6.2)             91(93.8) 

 

62(100.0) 

97(100.0) 

 

 

24.24 

 

 

0.0001* 

Yes 

No 

Husband’s level of education  

4(6.0)           63(94.0) 

34(26.8)         93(73.2) 

 

67(100.0) 

127(100.0) 

 

12.05 

 

0.001* <Secondary 

>Secondary 

Husband’s Income  

31(18.8)         134(81.2) 

7(24.1)       22(75.9) 

 

165(100.0) 

29(100.0) 

 

0.45 

 

0.50 Living below poverty line** 

Living above poverty line** 

*Signicant at p-value < 0.05, †Fishers exact test 

**Poverty line is $1.90 per day (Exchange rate at the period of study was 360 Naira to a Dollar) 
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Table 5: Predictors of utilisation of skilled birth attendants 

Factors Crude OR (95% CI) Adjusted OR (95% CI) p-value 

Mother’s level of education  

1 

2.5 (1.2-5.1) 

 

 

2.3 (0.8-7.1) 

 

 

0.14 

<Secondary 

≥Secondary 

Parity  

1 

0.4 (0.2-0.9) 

 

 

0.4 (0.1-1.8) 

 

 

0.23 

Primiparity 

Multiparity 

Antenatal care (ANC) use 

Yes 

 

0.2 (0.04-0.7) 

1 

 

0.4 (0.1-2.2) 

 

0.29 

No 

Timing of ANC booking  

0.7 (0.3-1.7) 

1 

 

0.7 (0.3-2.1) 

 

0.58 <16 weeks 

≥16 weeks 

Availability of information on childbirth  

0.2 (0.04-0.9) 

1 

 

0.3 (0.1-2.1) 

 

0.25 Yes 

No 

Previous hospital delivery  

2.6 (1.2-5.8) 

1 

 

4.5 (1.4-14.8) 

 

0.02* Yes 

No 

Husband’s level of education  

1 

0.2 (0.1-0.5) 

 

 

5.9 (1.3-27.8) 

 

 

0.03* 

<Secondary 

≥Secondary 

Age (years)  

1 

1.8 (0.9-3.8) 

 

 

0.6 (0.1-2.8) 

 

 

0.55 

<20 

≥20 

Tribe  

1.0 (0.4-2.9) 

1 

 

1.0 (0.3-4.0) 

 

0.99 Hausa 

Others 
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Factors Crude OR (95% CI) Adjusted OR (95% CI) p-value 

Mother’s Income  

4.2 (0.3-68.5) 

1 

 

11.8 (0.2-66.4) 

 

0.23 Living below poverty line** 

Living above poverty line** 

Husband’s income  

1.4 (0.5-3.5) 

1 

 

0.5 (0.1-2.1) 

 

0.37 Living below poverty line** 

Living above poverty line** 

Age at rst pregnancy (years)   

1.1 (0.4-3.1) 

1 

 

0.6 (0.1-3.3) 

 

 

0.55 

<20 

≥20 

Planning of pregnancy  

1.2 (0.6-2.6) 

1 

 

0.8 (0.3-2.8) 

 

0.85 Yes 

No 

Number of ANC visit  

1 

2.1 (0.8-5.4) 

 

1.1 (0.3-3.5) 

 

0.93 <4 times 

≥4 times 

Complications during pregnancy, labour & 

delivery 

 

0.9 (0.4-2.6) 

1 

 

1.2 (0.3-5.5) 

 

0.79 

Yes 

No 

Woman’s autonomy  

1.0 (0.2-5.0) 

1 

 

0.4 (0.04-3.5) 

 

0.41 Yes 

No 

Distance to health facility  

1 

1.3 (0.6-3.0) 

 

 

1.7 (0.5-5.8) 

 

 

0.38 

≤5km 

>5km 

Availability of regular transportation  

0.9 (0.4-2.0) 

1 

 

1.7 (0.4-7.1) 

 

0.44 Yes 

No 

*Signicant at p-value < 0.05 

**Poverty line is $1.90 per day (Exchange rate at the period of study was 360 Naira to a Dollar
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Discussion 

The study provides information on the level and 

predictors of utilisation of SBA. The study 

demonstrates a high level of ANC utilisation (78.4%), 

a low level of skilled attendance at delivery (19.6%), 

and a high prevalence of home delivery (85.1%). A 

few home deliveries were however assisted by a 

SBA. Some women also practiced solitary birth (i.e. 

unassisted delivery). Previous hospital delivery and 

the husband’s level of education were found to be 

independent predictors of SBA utilisation. 

Perceptions regarding utilisation of SBA varied, 

ranging from a general preference for home delivery 

with the assistance of a traditional birth attendant to 

a predisposition towards hospital delivery with the 

assistance of SBA. Factors that contributed to 

adherence to traditional birthing practices included 

healthcare workers’ negative attitudes, manpower 

gap, lack of equipment and supplies and inadequate 

functioning health facilities. These results are 

corroborated by ndings of the qualitative 

component of this study as respondents reported 

that even though most women go for ANC, the 

general preference was for home delivery with 

hospital delivery being resorted to during difculty 

in labour or when complications like persistent 

bleeding occur. Additionally, some women valued 

their privacy and preferred delivering alone in their 

own rooms while others preferred to be assisted by a 

TBA and were deterred from seeking the assistance 

of SBAs, due to their negative attitudes. 

The low level of skilled attendance at delivery and 

predominance of home deliveries found in this study 

is similar to that reported for rural women across 

Nigeria as reported by NDHS.6 It is also in keeping 

with prevalence of home deliveries in northern 

Nigeria (88%).6 Likewise, it is similar to ndings of 

other studies from northern Nigeria and many sub-

Saharan African countries.18,19,20 In contrast, the 

prevalence of hospital delivery found in this study 

(14.9%) is much lower than that found in a rural 

community in Jos (60.0%),21 despite it being a 

northern Nigerian state. This may be due to variation 

in social-cultural factors. It is possible that there are 

more educated women in Jos. Educated women are 

more likely to be aware of the benets of hospital 

delivery, more likely to have resources, better 

communication skills with husbands and health care 

workers, and therefore, more autonomous to make 

informed decisions regarding the place of delivery. 

The same was noted in a study in Lagos State, 

Nigeria.22 Another possible explanation for the 

higher prevalence of hospital delivery in Lagos is 

that the study was conducted in an urban area with 

a greater number of healthcare facilities including 

general hospitals, specialist maternity hospitals, and 

several state-owned primary healthcare centres as 

well as private hospitals and maternity homes.22 The 

ndings differ from studies conducted in Rwanda, 

Tanzania, the Philippines, and Nepal.23-26 The 

ndings are also contrary to what is obtainable in 

developed nations where almost all deliveries occur 

with the assistance of SBAs.27  

The study also revealed that few home deliveries 

(5.5%) were attended to by a skilled attendant. This 

may be due to the fact that women now realise the 

importance of SBAs, and also because of limited 

availability/accessibility of health facilities offering 

delivery services, they seek the assistance of SBAs at 

home, as reported by some FGD respondents. In 

Contrast, other studies in northern Nigeria and 

Ethiopia found that no skilled delivery took place at 

home.17, 20 Solitary birth (delivery with no one 

present) was being practiced (9.3%) in the rural 

communities but it was lower than the National 

value of 13% and 17% reported in rural areas of 

Nigeria.6 It is also lower than a prevalence of 42% 

found in Katsina state.28 This can be attributed to the 

high prevalence of utilisation of unskilled birth 

attendants in the rural communities or the 

preponderance for facility-based delivery found in 

some parts of rural communities, as women are 

becoming more civilised and enlightened, thereby 

seeking the assistance of SBAs. In contrast, the 

prevalence of solitary birth found in this study is 

higher than that of a study done in Uganda.29 This 

may be due to the higher utilisation of SBAs in 

Uganda. 

Previous hospital delivery was found to be a 

predictor of the utilisation of SBA. Women who had 

previously delivered at a health facility were 4.5 

times more likely to utilise a SBA than those who had 

not previously delivered at a health facility. This is 

similar to the ndings of studies done in Katsina and 

Rwanda.23,28 A possible explanation for this is that 

women who have previously delivered at the 

hospital are exposed to the health information on the 

importance of skilled care at delivery. They also 

become more familiar with the setting. This may 
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make them more likely to use the hospital again, 

especially if the previous delivery went well and 

they are satised with the quality of the services. 

Husbands’ level of education was another predictor 

of utilisation of SBA. Women whose husbands 

attained at least secondary education were almost six 

times more likely to utilise a skilled birth attendant 

than women whose husbands had informal 

education or primary level of education. This nding 

is in line with studies done in Ethiopia and Kenya.30,31 

Educated husbands might be more open toward 

orthodox healthcare and aware of the benets of 

utilising SBA. They might also put fewer constraints 

on their wives’ mobility and decision-making, thus 

facilitating care seeking. More so, they may be more 

able to communicate with health workers and 

demand adequate services and appropriate care for 

their wives. 

Interestingly, distance to health facilities was not a 

signicant predictor of SBA utilisation despite the 

study being conducted in rural communities. In 

contrast, ndings from other studies in Nigeria,17,21 

Ethiopia30, Rwanda,23 Kenya,32 and Nepal33 showed 

that distance strongly predicts SBA utilisation. 

However, ndings from this study were similar to a 

study conducted in rural Katsina.34 Respondents of 

the FGDs and KIIs gave different responses 

regarding how distance affects the utilisation of 

SBAs. While most respondents believed that distance 

to the health facilities offering delivery services, poor 

terrain especially during raining season coupled 

with limited availability of transport are contributors 

to the continuing practice of home births, few others 

believe distance is not a problem, as going to the 

hospital just has to do with determination because 

health should be a priority. This nding of distance 

posing a barrier to SBA utilisation is similar to 

ndings of other qualitative studies done in 

Northern Nigeria, Uganda, Zambia, and Kenya.17,35-37
  

Though ANC utilisation was high, it is not associated 

with SBA utilisation in this study. This is similar to 

ndings of a study in Nepal26 but contrary to 

ndings of Nigerian studies,17,21 other African 

studies19,24,30,31 and an Asian study33 which found out 

that ANC use was a signicant determinant of 

institutional delivery and SBA utilisation. ANC 

services can provide opportunities for health 

workers to promote facility delivery or give women 

information on the status of their pregnancy, 

informing their decision on where to deliver. Women 

who use ANC may therefore be more likely to use 

facilities for delivery. A possible explanation for 

ANC utilisation not being a determinant of SBA 

utilisation in this study is that women who were told 

their pregnancy was normal may have felt they had 

a low risk of developing complications and decided 

to deliver at home without a skilled attendant. 

Another reason may be that the facilities that offered 

the ANC do not provide delivery services. More so 

delivery services could incur costs unlike ANC, 

which is free with free drugs. Qualitative ndings of 

this study strongly support these reasons as 

respondents mentioned that health care workers are 

not always available and many pregnant women 

travel long distances to reach facilities offering 

delivery services. Likewise, they are deterred from 

going to the hospital mainly due to nancial 

implications. 

Women’s autonomy was also not a predictor of the 

utilisation of SBA. This is similar to the nding of an 

Ethiopian study.30 Respondents of the FGDs and KIIs 

gave varied opinions on women’s autonomy. While 

some respondents considered lack of spousal 

permission and decision making on the place of 

delivery by in-laws a barrier to utilisation of SBAs, 

others mentioned that people are becoming aware 

hence a signicant reduction in decision making by 

in-laws. Qualitative studies in Ghana and Zambia 

reported similar ndings.36,38 Other factors perceived 

to contribute to adherence to traditional birthing 

practices were health care workers’ negative 

attitudes, staff shortage, lack of equipment and 

supplies, and inadequate functioning health 

facilities.  

The ndings of this study will assist in designing 

appropriate and timely interventions for increasing 

SBA utilisation in rural communities of Kano State. 

The main focus for sustainable changes is raising 

community awareness and advocacy at the 

grassroots level, campaigning on female and male 

education as well as strengthening the health system. 

However, the study did not differentiate between 

preventive facility delivery for uncomplicated 

pregnancies and emergency care seeking for 

complicated pregnancies.    

Conclusion: 

Utilisation of SBA in rural communities of Kano state 
is low. Efforts should be made to increase women’s 

Utilisation of Skilled Birth Attendants among Recently Parturient Women 

and men’s awareness, improve health facilities, and 
ensure improved and equitable access and 
availability of skilled delivery care services. 
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