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ABSTRACT

Objectives To identify the determinants of traditional birth
attendants’ utilisation among reproductive-age women in
Ethiopia.

Design Cross-sectional study design.

Setting Ethiopia.

Participants A total of 3979 weighted samples of
reproductive-age women were included.

Outcome measure Traditional birth attendant utilisation.
Results This study found a high prevalence (29.76%)

of Ethiopian mothers using traditional birth attendants

for delivery, based on data from the 2019 Ethiopian
Demographic and Health Survey. Mothers with higher
education (adjusted OR (AOR)=0.11, 95% Cl: 0.01 t0 0.62),
who had four or more antenatal care visits (AOR=0.34,
95% Cl: 0.21 to 0.54), communities with lower levels of
education (AOR=2.21, 95% Cl: 1.30 to 3.73), communities
with higher poverty levels (AOR=1.71, 95%Cl: 1.99 to
2.96) and those from peripheral regions (AOR=3.41,

95% Cl: 1.77 to 6.56) were found to be predictors of
traditional birth attendants.

Conclusion This study indicates a high prevalence
(29.76%) of Ethiopian mothers using traditional birth
attendants, highlighting the need for targeted interventions
to promote skilled birth attendance. Policymakers should
focus on implementing educational programmes targeting
reproductive-age women and improving access to

quality antenatal care. Specific initiatives could include
community-based educational workshops and subsidies
for transportation to healthcare facilities. Furthermore,
mothers in remote and border districts should receive
specialised attention in terms of resource allocation,
including skilled personnel and enhanced healthcare
access.

BACKGROUND

The WHO defines a traditional birth atten-
dant (TBA) as an individual who supports the
mother during labour and delivery, having
gained their skills either through personal
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STRENGTHS AND LIMITATIONS OF THIS STUDY

= The sample size used is large enough to detect the
association factors with the high power of the study.

= Analysis of Ethiopia’s Ethiopian Demographic and
Health Survey (EDHS) data set: population-based with
high response rate increased representativeness.

= The cross-sectional design of this study limits the
ability to establish causal relationships between
home delivery and associated factors.

= The findings may not generalise to other countries
with different socioeconomic and cultural contexts
since it is EDHS data.

= The study used the 2019 EDHS data, recognising its
constraints in capturing current trends for traditional
birth attendants in Ethiopia.

experience in childbirth or by training
other TBAs." Before the establishment of
specialised nurses, midwives, physicians and
organised healthcare systems, TBAs were the
primary providers of delivery care worldwide.
Currently, TBAs typically lack formal medical
training and are not officially recognised as
healthcare professionals by medical authori-
ties.” While the number of women delivering
within the formal healthcare system has risen
in recent years, approximately 22% of preg-
nant women worldwide still gave birth with
the assistance of a TBA outside the formal
healthcare system in 2016.

Each year, more than half a million women
worldwide die from pregnancy and childbirth
complications that are often preventable and
treatable, with 99% of these deaths occur-
ring in low- and middle-income countries
(LMICs).* From 2014 to 2019, 81% of births
worldwide were attended by skilled health
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personnel. The remaining births were predominantly
assisted by TBAs.”

A 2017 report indicated that the coverage and prog-
ress of skilled birth attendants (SBAs) from 2012 to 2017
varied significantly worldwide, with coverage at 54% in
sub-Saharan Africa (SSA) compared with 98% in eastern
Europe.® In Ethiopia, the recent report (Ethiopian Mini
Demographic Health Survey 2019) report showed that
only 50% of births were attended by skilled birth.” The
Ethiopian government aimed to raise the proportion of
SBAs to 90% by 2020; however, this target has not yet been
reached.® As a result, home birth rates are significantly
higher in rural areas of the country compared with urban
areas, with rates of 60% in rural regions versus 29.6% in
urban ones.”

Relying on TBAs for pregnancy and childbirth care is
associated with an elevated risk of maternal and neonatal
complications, including morbidity, disability and even
death. Unskilled attendants often lack the necessary
knowledge, skills and resources to effectively manage the
risks during pregnancy and delivery. As a result, they may
struggle to handle serious complications, such as haemor-
rhage, eclampsia and obstructed labour.” Women'’s reliance
on TBAs for pregnancy and childbirth care is thought to
significantly contribute to the high levels of maternal and
neonatal mortality in SSA. This region has the world’s
highest maternal mortality rate, accounting for over two-
thirds of global maternal deaths annually. Estimates indicate
approximately 533 maternal deaths per 100000 live births,
totalling around 200000 maternal deaths each year."’

Expanding access to skilled care across the entire
maternal care continuum is a critical priority for
enhancing maternal health and achieving Sustainable
Development Goal 3."" However, TBA remains a signifi-
cant barrier to achieving (Millennium Development Goal
5) MDG 5, which aims to reduce maternal mortality in
LMICs. Approximately 75% of maternal deaths in rural
areas result from direct causes, including haemorrhage,
eclampsia, obstructed labour and puerperal sepsis. These
deaths are often preventable, highlighting the need for
improved access to skilled maternal care.'” A significant
proportion of these maternal deaths can be prevented
with timely and appropriate interventions, especially
through better access to health facility-based intrapartum
care."”

Ethiopia has made notable progress in reducing its
maternal mortality ratio, which declined from 871 per
100000 live births in 2000 to 412 per 100000 live births
in 2015. Although there has been a steady increase in
facility-based deliveries over time (5% in 2000, 10% in
2011 and 26% in 2016), home birth remains prevalent,
with more than half of these births attended by TBAs.
This is partly due to deeply ingrained cultural practices
and rituals surrounding pregnancy and childbirth, where
women prefer home births with TBAs who perform these
essential rituals."*

Previous studies have highlighted considerable regional
variations in the utilisation of TBAs during childbirth

across different areas of Ethiopia."” For example, in
zone 3 of Afar, it was reported by Yousuf et al that 90%
of women opted for trained TBAs for their recent deliv-
eries,'® while in Angola, Ethiopia, 31.5% of participants
chose TBAs and in Kembatta-Tembaro, Ethiopia, TBAs
attended 78% of deliveries.'” '® Despite several regional
studies have highlighted the prevalence of deliveries
assisted by TBAs in various parts of Ethiopia, there has
been no national-level research exploring the overall
prevalence and factors influencing the use of TBAs. So,
this study, using the most recent nationally representative
demographic and health survey data for Ethiopia, inves-
tigate the prevalence and factors influencing the use of
TBAs among reproductive-aged women. The findings
aim to provide valuable insights for maternal health advo-
cates, healthcare practitioners, policymakers and other
stakeholders, helping them make informed decisions on
how to allocate limited health resources effectively and
implement evidence-based interventions to address this
critical maternal and neonatal health issue.

METHODS

Data extraction and sampling

This research employed a cross-sectional approach, using
data from the 2019 Ethiopian Demographic and Health
Survey (EDHS). The primary aim of the 2019 EDHS was
to collect comprehensive, nationally representative infor-
mation on a range of health indicators across Ethiopia,
including its nine regional states and two city administra-
tions. The data collection process for the survey followed a
two-stage sampling strategy. First, each region was catego-
rised into urban and rural zones, resulting in 21 strata. In
the next step, clusters or enumeration areas were selected
based on probability proportional to size, with indepen-
dent selection within each stratum. Lastly, all women of
reproductive age residing in the households on the eve of
the survey were eligible to participate in the study.

Public and patient involvement statement
None.

Ethics approval and consent to participate

Ethical approval was not required for this study as it used
publicly available data. However, permission to use the
data was granted by the Demographic and Health Survey
programme. Informed consent was obtained from partic-
ipants at the start of each interview by the EDHS data
collectors.

The main outcome of interest

This study aimed to assess whether women received assis-
tance from TBAs during their most recent childbirth.
According to the WHO, TBAs are community-based care
providers who assist during pregnancy, childbirth and the
postnatal period, operating outside the formal health-
care system and without formal training. In this study,
the outcome variable was binary: if a respondent stated,
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‘T received assistance from traditional birth attendants
during my most recent childbirth’, it was coded as ‘yes’;
otherwise, it was coded as ‘no.’

Description of variables

The primary aim of this study was to investigate the main
outcome variable, which was the participation of a TBA
in the childbirth process. The determination of this
outcome variable was based on the response to the ques-
tion, ‘Who assisted with the delivery?” The responses were
categorised into two groups: health personnel and other
persons. The health personnel category included doctors,
nurses, nurse/midwives, auxiliary midwives and other
healthcare providers. The other person category encom-
passed TBAs, traditional health volunteers, community/
village health volunteers, neighbours, friends and rela-
tives. In this study, the term ‘traditional birth attendant’
referred to births where assistance was provided by any of
these individuals.

The explanatory variables used in the study were
chosen based on existing literature and included socio-
demographic and fertility-related factors. The socio-
demographic characteristics encompassed maternal age
at the most recent childbirth, educational level (cate-
gorised as no education, primary, secondary or higher
education), religion (Orthodox, Protestant, Muslim,
traditional and others), household Wealth index (classi-
fied as poor, medium or higher) and exposure to media
(such as reading magazines, listening to the radio and

watching television at least once a week), which was clas-
sified as either ‘exposed’ or ‘not exposed’. These socio-
demographic factors were considered as individual-level
covariates.

The fertility-related characteristics taken into account
were the birth order of the most recent childbirth (cate-
gorised as ‘first’, ‘2-4’ or ‘five or above’) and the birth
interval between pregnancies of the most recent child-
birth (categorised as ‘less than 24 months’ or ‘greater
than 24 months’). The utilisation of antenatal care (ANC)
was also considered, and it was measured based on the
respondent’s self-report. All these fertility-related factors
were considered as individual-level variables.

Additionally, the study examined community-level
characteristics, which included the type of residence,
community socioeconomic status, community literacy
and region of residence. These factors were taken into
account to understand the contextual influences on the
outcome variable. Overall, the study considered a range
of socio-demographic, fertility-related and community-
level characteristics to explore their associations with the
involvement of TBAs during childbirth (table 1).

Data analysis

Data extraction, recoding and both descriptive and analyt-
ical analyses were conducted using Stata V.17 software.
Prior to any statistical analysis, the data were weighted
to account for the unequal probability of selection
inherent in the EDHS sampling design. This weighting

Table 1 List of independent variables for the assessment of traditional birth attendant in Ethiopia (Ethiopian Demographic and
Health Survey 2019)
Variable Descriptions (classification)

Age of the mother (year)
Religion
Residence status Urban or rural

Region

15-24, 25-34, 35-49
Orthodox, Protestant, Muslim, other

Larger central: Tigray, Amhara, Oromia, SNNPR

Small peripherals: Benishangul, Gambela, Afar, Somali
Metropolis: Harari, Addis Ababa, Dire Dawa.

Mother educational status
Wealth index

Marital status

Antenatal

<24 months
>24 months

Preceding birth interval (months)

Age of respondent at first birth
Number of living children
Birth order

Community poverty level Low or high
Community women education level Low or high
Media access (television) Yes or no
Media access (radio) Yes or no

SNNPR, South Nation Nationality People Region.

Poor, middle and rich

No education, primary, secondary, higher

Not married or married
No antenatal care visit, 1-3 or 4 and above

14 or less, 15-19, 20-24, 25 or more
Primiparous, multiparous, grand multiparous
First, second or third, fourth and above
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process helped restore the representativeness of the data,
ensuring more reliable estimates and SEs. Descriptive
statistics were applied to the selected background charac-
teristics, offering an overview of the sample based on both
the EDHS years and the pooled estimates.

Multilevel mixed-effect regression analysis

We used descriptive techniques to examine the data.
Initially, we calculated the proportion of women who had
TBAs during childbirth. Subsequently, we performed a
two-variable analysis to examine the associations between
personal attributes (like educational attainment, age,
number of children, financial status and exposure to
media), communal attributes (encompassing living
arrangement type, community economic standing,
community literacy levels and residential region) and the
usage of TBAs.

Considering the hierarchical format of the data set, we
employed a multilevel logistic regression model (MLRM)
to accommodate the nested design of the data. Multi-
level analysis, which is also referred to as hierarchical
linear modelling or mixed-effects modelling, is a statis-
tical method that enables the examination of data with a
nested or hierarchical arrangement. In this context, the
data is organised in a way that observations are grouped
within higher-level units, such as individuals within house-
holds or students within schools. The MLRM incorporates
both fixed effects and random effects. Fixed effects repre-
sent the average relationship between variables across all
levels of the hierarchy, while random effects capture the
variability in this relationship at different levels of the
hierarchy. By including both fixed and random effects in
the model, we can account for the potential correlations
and dependencies within the data due to its hierarchical
nature.

In the context of our study, employing an MLRM
allows for a more accurate analysis by considering the
hierarchical structure of the data set. This approach can
provide insights into how individual-level factors interact
with higher-level factors, offering a more comprehensive
understanding of the relationships between variables. By
incorporating multilevel analysis, we can better account
for the complex nested structure of the data and obtain
more robust estimates of the effects of interest.

The fixed effects were evaluated using binary logistic
regression, generating ORs and adjusted ORs (AORs).
Model 1 represented an empty model, while model 2
examined the relationship between individual variables
and the outcome variable. Model 3 explored the relation-
ship between community variables and the outcome vari-
able. Finally, model 4, the complete model, investigated
the relationship between both individual and community
variables and the outcome variable. Additionally, we eval-
uated the random effects by examining the intracluster
correlation (ICC). To address over and undersampling,
we incorporated the sample weight (v005/1 000 000) in
all analyses. The statistical software Stata V.17 was used
for data analysis. To evaluate multicollinearity among

the variables, the study used the variance inflation factor
(VIF) and tolerance values. Multicollinearity was consid-
ered a concern if the VIF exceeded four or if the toler-
ance was below 0.25. Additionally, to assess variation
across clusters, the analysis included the calculation of
proportional change in variance, ICC and median OR.

RESULTS

Individual level characteristics of study participant

The study sample included a total of 3979 women of repro-
ductive age, with weights of 226 applied to ensure the
results were representative. Within the subset of mothers
lacking formal education, a significant 51.9% (2065 indi-
viduals) indicated they had sought assistance from TBAs.
The age distribution showed that the highest percentage
of women (51.1%) fell within the 25-34 ages. In terms of
religious affiliation, approximately 46.8% of the women
identified as Muslim, with Orthodox followers accounting
for 31.8%. Geographically, the majority of women
(12.3%) are from the Oromia region, closely followed by
11.8% from South Nation Nationality People Region. In
terms of ANC visits, 26.7% (1061) of the mothers did not
receive any ANC and among them, 16.7% had a TBAs
present during childbirth. Furthermore, over 27.4% of
mothers living in non-urban areas indicated that they
used the services of TBAs (online supplemental table 1).

Community-level characteristics of study participants

Most of the participants, specifically 2975 (74.8%),
resided in rural areas. Among areas marked by significant
poverty rates (2069 individuals or 52.0%), over 23.0% of
mothers mentioned using TBAs. Concerning educational
attainment, over half of the mothers were affiliated with
communities displaying lower levels of education. This
data underscores the prevalence of TBA usage in impov-
erished areas and emphasises the correlation between
educational levels and women healthcare choices. Recog-
nising these relationships is essential for creating tailored
interventions that address the specific needs of women
in rural and economically disadvantaged communities,
taking into account factors like access to healthcare and
educational opportunities (table 2).

Model fit and specifications

The multilevel analysis began with a random intercept
(null) model to assess the need for random effects at the
community (cluster) level. The analysis revealed signifi-
cant variation in the use of TBAs during women’s most
recent childbirth across different communities/ clusters,
supporting the decision to apply a multilevel approach.
The ICC for the null model, which measured this varia-
tion, was 58.29%, indicating that 58.29% of the variation
in TBA utilisation could be attributed to community-
level differences. Model 3 was determined to be the
best fit for the data. After including both individual and
community-level variables in model 3, the variation in the
use of TBAs across communities remained statistically
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Table 2 Community-level characteristics of study participants Ethiopian Demographic and Health Survey 2019, (weighted

n=3979)
Traditional birth attendant
Variables Categories Yes No Weighted, N
Place of residence Urban 94 (2.4%) 910 (22.9%) 1004 (25.2%)
Rural 1090 (27.4%) 1885 (47.4%) 2975 (74.8%)
Region Larger central 418 (10.5%) 1296 (32.6%) 1714 (43.1%)
Small peripherals 627 (15.8%) 813 (20.4%) 1440 (36.2%)
Metropolis 139 (3.5%) 686 (17.2%) 825 (20.7%)
Community poverty level Low 269 (6.8%) 1641 (41.2%) 1910 (48.0%)
High 915 (23.0%) 1154 (29.0%) 2069 (52.0%)
Community education level Low 255 (6.4%) 1473 (37.0%) 1728 (43.4%)
High 929 (23.3%) 1322 (33.2%) 2251 (56.6%)

significant (6=0.9195, p<0.001). The ICC suggested that
34.66% of the variation in TBA utilisation was due to
community-level differences. The variation in utilisation
was explained by both individual and community-level
factors included in the model (table 3).

Multicollinearity test

VIF and tolerance values were used to assess potential
multicollinearity among the variables. A VIF greater than
4 or a tolerance value below 0.25 suggests the presence of
multicollinearity. In this study, the highest VIF observed
was 2.55, the average VIF was 1.61, and the lowest toler-
ance value was 1.05. These results indicate that multicol-
linearity is not a concern among the covariates (online
supplemental table 2).

Predictors of traditional birth attendant
The multilevel mixed-effects regression analysis (model
3) yielded results indicating that educational status,
Wealth index level, place of residency, community educa-
tion level, region and ANC visits were significant predic-
tors of using a TBA.

Mothers with higher education were less likely to use
a TBA, with odds of 0.11 (AOR=0.11, 95% CI: 0.01 to
0.62). Similarly, mothers who had four or more ANC
visits were also less likely to choose a TBA, with odds of
0.34 (AOR=0.34, 95% CI: 0.21 to 0.54). These findings
suggest that higher education and increased ANC visits

were associated with a reduced likelihood of relying on a
TBA during childbirth.

Mothers belonging to communities with lower levels of
education and higher poverty levels were 2.21 times more
likely to have a TBA (AOR=2.21, 95% CI: 1.30 to 3.73)
compared with its counterparts. Similarly, mothers from
peripheral regions had a 3.41 times higher likelihood
(AOR=3.41, 95% CI: 1.77 to 6.56) of using TBAs. These
findings suggest that factors such as low community
education, high poverty levels and residing in peripheral
regions contribute to an increased likelihood of relying
on TBAs during childbirth (online supplemental table 3).

DISCUSSION
There has not been a national investigation of the preva-
lence and factors influencing TBAs, despite the fact that
many regional studies have examined the incidence of
TBA-supported deliveries in different Ethiopian regions.
A more comprehensive and illuminating viewpoint for
clinical decision-making is provided by this multilevel
study. In order to provide a thorough overview of the
employment of TBAs among Ethiopian mothers of repro-
ductive age, ages 15—45, it evaluated both individual and
community-level characteristics relevant to this practice.
According to this study, 29.76% of the women used a
TBA to deliver their prior child. Additionally, this study

Table 3 Result of model comparison and random effect to determine predictors of traditional birth attendant EDHS 2019,

(weighted n=3979)

Parameter Null model Model 1 Model 2 Model 3
ICC 58.29% 34.99% 39.27% 34.66%
AlIC 3780.731 2926.223 3605.022 2915.56
BIC 3793.308 3041.053 3649.043 3042.477
Log-likelihood -2428.8111 -1644.2684 -2156.0398 -1637.6017

AIC, Akaike Information Criterion; BIC, Bayesian Information Criterion; ICC, intraclass correlation .
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found that TBAs in Ethiopia were predicted by the moth-
er’s educational level, area, location of residence, ANC
visits, community education level and community poverty
level. A considerable percentage of Ethiopian mothers—
29.76%—give birth with TBAs thereby increasing the risk
of maternal death.

In this study, the prevalence of TBAs was 29.76% similar
to studies Ghana 30%," Kenya 34.3%,% South Sudan
86%.*' This similarity in the prevalence of TBAs between
this study and previous findings from South Sudan, Kenya
and Ghana can be attributed to geographical proximity,
cultural similarities, socioeconomic factors and shared
traditional beliefs surrounding childbirth. These factors
collectively contribute to the comparable prevalence rates
observed in these regions. Nevertheless, this result exceeds
the 22% of pregnant women who were attended by a TBA,
as observed in research conducted in LMICs,3 TBAs attend
23% of deliveries in Nepal.?* In contrast to this study lower
than studies in southeastern Ethiopia (38.3%),” in Nigeria
50% more likely to use TBA,** in Ogun state, Nigeria
44.6%,% in Abia state, Nigeria 59%,%% Kwara state 67.5%.7
The variation in the prevalence rates of TBAs observed
between the current study and previous research in various
regions can be attributed to differences in cultural prac-
tices. For instance, women may opt for home births with
TBAs for privacy and safety, underscoring the significance
of traditional customs like specific sitting positions and
post-delivery ceremonies. Additionally, dissatisfaction with
SBAs who overlook cultural rituals, such as the practice of
taking the placenta home for burial,"” *® along with factors
like healthcare infrastructure and study methodologies,
contribute to this disparity. These factors shape the util-
isation of TBAs in each specific context, leading to the
observed differences in prevalence rates.

In this study, higher academic levels among mothers
were linked to areduced chance of using TBAs. This result
aligns with the findings of several other studies.®**** This
is due to the fact that women with higher levels of educa-
tion are generally more informed about the benefits of
seeking professional medical care during childbirth,® **
and have better access to healthcare services, as well as
a higher likelihood of being financially stable compared
with those with lower levels of education. Additionally,
education makes individuals more conscious of their
health and helps them overcome common prejudices
that may hinder the use of SBAs.”* *> Moreover, women
with higher education are more adept at identifying
signs of pregnancy complications and understanding the
importance of medical care during childbirth. Conse-
quently, they are more inclined to choose SBAs for a safer
delivery.”® * Consequently, the education and advance-
ment of women are key factors in reducing the reliance
on TBAs. Providing free education and empowering
women who lack formal education would significantly
contribute to reducing the prevalence of unskilled care
during childbirth.

There was a negative association between the frequency
of ANC attend and the use of TBAs. This finding was

consistent with other studies.”*' * This may be attributed
to the fact that women who receive ANC become more
acquainted with the healthcare system and available facil-
ities. Additionally, ANC providers offer guidance and
counselling on the benefits of SBAs, which encourages
them to plan for delivery in a healthcare facility.” Addi-
tionally, with more antenatal care visits, women gain a
better understanding of the risks related to pregnancy
and childbirth that require the expertise of skilled health-
care providers.”

Women in the lowest wealth quintile are less likely to
use SBAs during childbirth compared with women in
wealthier quintiles.” *** This is often due to a lack of
financial resources, which may hinder access to health-
care services, including transportation to health facilities
and the purchase of necessary supplies. Although public
health facilities may provide delivery services free of
charge, mothers are sometimes required to buy additional
supplies that are not available at the health centre at the
time of delivery. Furthermore, women from the poorest
households often face multiple barriers, including limited
access to obstetrical care and a lack of funds for transpor-
tation, especially in rural areas, which increases the like-
lihood of using TBAs.” On the other hand, women with
higher wealth are generally more empowered, have more
control over decision-making and are more likely to seek
out and use maternal healthcare services.

Women in rural areas were more likely to rely on TBA
than those in urban areas, a trend that aligns with previous
research findings.” *' This difference between urban
and rural may stem from urban women’s comparatively
easier access to professional birth services, as health facil-
ities are usually closer to them, with more readily avail-
able transportation options and expanded healthcare
infrastructure. In cities, health facilities offering skilled
delivery services are generally nearby, often eliminating
the need for transport. When transportation is necessary,
urban women usually have better access to vehicles than
women in rural areas, where health facilities and trans-
port options remain more limited.

Women in smaller, remote areas tend to use TBAs
more frequently than those in larger, urbanised regions,
a pattern supported by similar research findings.*** This
difference may be due to the limited healthcare resources
and infrastructure typically found in peripheral areas
compared with central ones. With restricted access to
formal healthcare services, such as hospitals and skilled
birth professionals, women in these regions often turn to
TBAs as their main source of support during childbirth.
Additionally, the challenges involved in reaching formal
healthcare facilities may lead many women to opt for
home births assisted by traditional attendants.

This study draws on data from a nationally representa-
tive EDHS and employs a population-based approach with
strong response rates. The large sample size enhances the
study’s analytical power, making it well-suited to identi-
fying relevant association factors. The insights gained
from this analysis are useful for informing policymakers
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and planners in designing targeted interventions. Never-
theless, the study’s cross-sectional nature limits its ability
to determine causal relationships between home births
and associated factors. Additionally, as data were collected
through self-reporting by mothers, recall bias is a poten-
tial concern. The study also lacks information on several
significant factors influencing maternal healthcare util-
isation during childbirth, such as emergencies arising
during home births that necessitate professional inter-
vention and prior experiences with healthcare services.

Strengths and limitations of the study

This study employed a two-level MLRM to assess the
impact of various covariates while accounting for commu-
nity or cluster-level factors associated with the use of
TBAs. The study used a large sample, providing strong
statistical power to effectively identify key factors. Data
were sourced from the nationally representative EDHS,
which was based on a population-wide sample and had
a high response rate, enhancing the representativeness
of the findings at the national level. However, the results
may not be applicable to other countries with distinct
socioeconomic and cultural conditions, as the study relies
on EDHS data specific to Ethiopia. Additionally, the
cross-sectional design limits the ability to establish causal
relationships between home delivery and the factors
associated with it. The study also faced limitations due
to the predominance of quantitative data in the EDHS,
which did not allow for an exploration of the cultural and
behavioural influences on TBA usage. Finally, the data
set was derived from the 2019 EDHS. Given that the data
were collected in 2019, the findings may not fully reflect
the current trends or shifts in the utilisation of TBAs in
Ethiopia.

CONCLUSION

This study identified a relatively high rate of women using
TBAs during the delivery of their most recent child, with
approximately 29.76% of participants relying on such
services. At the individual level, maternal education,
Wealth index and utilisation of ANC and at the commu-
nity level, place of residence, region, community wealth
quintile and community education level were signifi-
cantly associated with the utilisation of TBAs at delivery.
To address this issue, policymakers should prioritise
educational initiatives aimed at women of reproductive
age. Suggested strategies include awareness campaigns,
community-driven workshops and providing subsidies
for transportation to healthcare centres, all of which can
help reduce reliance on TBAs. Additionally, the study
found that women who attend four or more ANC visits
are less likely to use TBAs, highlighting the critical role of
healthcare professionals in educating and guiding women
during these visits. The Ethiopian Ministry of Health
should focus on expanding ANC services and increasing
the frequency of visits to promote facility-based deliv-
eries. Special attention should also be given to mothers

in rural and border regions, ensuring adequate resource
allocation, healthcare professional and better access to
healthcare services. Lastly, future qualitative research is
needed to explore the cultural and behavioural factors
that contribute to the ongoing use of TBAs.
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