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Abstract

Background Community acceptance of Traditional birth attendants (TBAs) as professional birth attendant was
reported as one of the bottlenecks that has been hindering facility childbirth care service use. Hence, the World
Health Organization (WHO) recommended that all childbirths needed to be attended by professional skilled
attendants who at least possessed midwifery skill through the safe motherhood initiative. However, many births

in developing countries have been being attended by Traditional birth attendants (TBAs) mainly due to pregnant
women and community acceptance for TBAs as sole birth attendants. Therefore, measuring pregnant women'’s
perceived community acceptance towards TBAs assisted childbirth care and identifying factors could be imperative.
This provides evidence for policy makers, health program managers and health care practitioners in their effort to
escalate skilled and facility childbirth care there by improving maternal and newborn health outcome.

Methods This study had used the cross-sectional baseline data from Performance and monitoring for action
Ethiopia (PMA_Et) cohort one survey which enrolled and collected data from currently pregnant women and recently
postpartum women. The baseline survey collected real time data on various sexual, reproductive, maternal and new
born nationwide priority indicators using customized Open Data Kit Mobile application. These data were collected
using standard pretested questionnaire prepared in three local languages (Amharic, Afan Oromo and Tigrigna) by
well experienced resident enumerators. The final sample size was 2,186 women who were pregnant by the time of
the survey and who provided response for the perceived community acceptance for TBAs assisted childbirth care
question item. Frequencies were computed to describe the study participant’s characteristics. Multinomial logistics
regression statistical model building process was employed to identify associated factors of perceived community
acceptance for childbirths to be attended by TBAs. Results were presented in the form percentages and odds ratio
with 95% Confidence Intervals. Candidate variables were selected using p-value of 0.25. Statistical significance was
declared at p-value of 0.05.

Results The overall proportion of perceived community acceptance for TBAs assisted childbirth care was found to
be 58.63% (95%Cl: 56.47%, 60.76%). Attending primary education was found to increase the likelihood of pregnant
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women perceived community acceptance by most people in their community for TBAs assisted childbirth care.
Women having intentions to have another child were found to have higher likelihood perceived community
acceptance by few people in their community for TBAs assisted childbirth care. On the contrary, religion, residing
in the well to do households, residing in the Southern nations, nationalities and Peoples Region (SNNPR) and Addis
Ababa had lowered pregnant women’s perceived community acceptance by most, few and some pleople in their
community for TBAs assisted childbirth care.

Conclusions The overall substantially greater proportion of pregnant perceived community acceptance for TBAs
assisted childbirth care calls up on tremendous work to be done to avert such high level pregnant women perceived
community acceptance for childbirths to be assisted by TBAs. Activities targeting in improving women economic
status and empowerment; increasing women enrollment to secondary and higher education; using religious leaders
and institutions to promote skilled delivery and childbirth care service use could likely aid in mitigating such huge
surge of misconceptions towards childbirth care attendants. This significant perceived community acceptance
substantially impact maternal and newborn health outcomes negatively which calls for awareness creation through
community campaign to reverse this skewed perception. The activities and interventions need to be region specific.
The finding also underscores the relevance of birth preparedness and complication readiness. The implication of the

care system to escalate skilled childbirth care services.

care by TBAs, PMA

study is that the Health Minister and relevant actors need to design and implement region specific programs and
strategies on women reproductive health empowerment and skilled childbirth care service use improvement. The
other key implication of the finding was serving as one source of evidence to follow the WHO's recommendation
aimed at reducing maternal mortality through skilled delivery and childbirth care service provision. It also served to
track the status of the new role of TBAs to serve as a liaison between the pregnant women and the modern health
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Background
Community acceptance of Traditional birth attendants
(TBAs) as professional birth attendant was reported
as one of the bottlenecks that had been hindering facil-
ity childbirth care service use in low and middle income
countries [1, 2]. Hence, the world health organiza-
tion (WHO) and other international organizations that
have focused on maternal mortality reduction efforts
through the availability of skilled birth attendance had
recommended to the exclusion of traditional birth atten-
dants (TBAs) as care providers [3, 4]. Moreover, the
world health organization (WHO) recommended that
all childbirth cares needed to be attended by profes-
sional skilled attendants who possessed at least mid-
wifery skill through the safe motherhood initiative [1,
5]. Furthermore,currently traditional birth attendants’
(TBAs) role has been changed to bridging the gap by
linking pregnant women with the formal health system.
This is owing to the fact that TBAs have the power and
opportunity to convince expectant pregnant women
to use the modern health system and/or to seek skilled
delivery care at health facilities [6—8]. However, optimal
integration of these traditional methods with modern
healthcare practices remains a topic of debate [9].
Pregnancy and child birth is a natural process which is
expected to be joyful for the expectant mothers and their
families [10]. Unfortunately, in reality many pregnancies
are completed and ended up with poor maternal and fetal

outcome in many part of the world, notably in low and
middle income [3, 5, 11]. Moreover, 50% of childbirths
in Ethiopia are occurring outside of the health facilities.
Furthermore, empirical evidences revealed that the pro-
portion of childbirths attended by traditional birth atten-
dants (TBAs) ranged from 31.5% in Angela Tara district
[12] to the maximum, 78% of births attended by TBAs
in the current South Central Region, Kembata Tmebaro
area [13]. In addition, there are some evidences on the
benefit of training TBAs, though of a low to very low
certainty [9, 11]. Furthermore, an interventional study
from Pakistan showed that trained traditional attendants
reduce maternal and perinatal mortality [14]. Because of
the health extension programs and availability of health
extension workers (HEWs), however, most TBAs were
not trained in Ethiopia [15]. Even what is more unfor-
tunate is that as per WHO the current role of TBAs has
been changed to serve as a liaison between pregnant
women and the health facilities and skilled childbirth
care providers in the modern health system [8].
Evidences also showed that community acceptance
of Traditional birth attendants (TBAs) as professional
birth attendants was reported as one of the bottlenecks
that hindered facility childbirth care service use in par-
ticular and health service utilization in general [1, 2]. A
study [13] reported that women perception of TBAs as
culturally acceptable and another study [16] reported
TBAs as competent community health workers which is
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one thematic factor [13] are reasons for not using skilled
attendant. As opposed to skilled childbirth care; women
preferred home delivery in Ethiopia which exacerbate the
existing poor pregnancy and delivery outcomes [11, 16,
17].

Evidence suggested that community acceptance for
births to be attended by TBAs was one of the reasons for
the utilization unskilled delivery care services and sub-
sequent maternal, newborn and fetal sequela [3, 9, 11].
Majority of the deliveries that occurred outside of the
health facilities which were attended by traditional birth
attendants (TBAs). This is largely due to women persis-
tent preference for TBAs. In addition, delivering women
and people in their community perceived that delivery
care being provided by TBAs is culturally accepted. The
direct and indirect cost of facility delivery was another
justification to prefer TBAs for their childbirth care [2, 3,
13]. Women also mentioned that poor quality of health
care service delivery and previous negative experiences
from the health facilities and providers as a additional
resasons for not receiving skilled childbirth care service
[13]. Such a preference is being affected by a basket full
of factors: Women’s individual characteristics and facility
side factors. Pregnancy and child birth has a major social
dimension [18], hence, women’s positive attitude [12] is
one of the factors that favor delivery to be attended by
TBAs over the use of skilled delivery care.

Women perceived acceptance that people in their com-
munity are in favor of childbirths to be attended by TBAs
has been less explored bottleneck which has needed
further investigation to improve maternal and fetal out-
come. One of the proposed strategy by WHO to achieve
this was promoting health facility childbirth care and
using TBAs as a link players [6, 8] rather than consider-
ing TBAs as preferred and skilled birth attendants [1, 5].

Hence, documenting the level of perceived commu-
nity acceptance by people in their community for TBAs
assisted childbirth care among pregnant women and
identifying associated factors could be imperative. This
could facilitate in generating actionable evidence to
improve maternal and newborn outcome by improving
facility and skilled childbirth care. Therefore, measur-
ing pregnant women perceived community acceptance
towards births attended by TBAs and identifying fac-
tors could provide actionable evidence for policy makers,
health program managers and health care practitioners
to escalate skilled and facility childbirth care thereby
improving maternal and newborn health outcome. This
finding could also guide to track the TBAs new role of
acting as doulas. It also further provide evidence for cur-
rent debate on the integration of TBA’s with the modern
health system in the process of providing skilled child-
birth care and facility delivery.
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Methods and data sources

Study design, population and sample size

This study has used community based baseline cross-sec-
tional data from a prospective cohort study with 6 weeks,
6 months and one year postpartum follow up interviews
apart from the baseline cross sectional data used for this
study. The data were collected from pregnant women in
Ethiopia from six regions: namely: Addis Ababa, Afar,
Ambhara, Oromia, SNNPR and Tigray. The study has been
started by recruiting and enrolling pregnant and puer-
peral women less than six weeks which was followed by
administering the female baseline questionnaire. Then
these panel of women were interviewed at 6 weeks, 6
months and one year postpartum as follow up interviews.
However, this study further analyzed and present data
from the cross-sectional baseline survey.

First the data set was kept by female respondent base-
line questionnaire results. This was followed by exclud-
ing responses from the outcome response categories; do
not know and no response. This preliminary analysis and
data cleaning resulted a final sample size of 2,186 who
were pregnant women by the time of the survey.

Performance Monitoring for Action (PMA) employed a
two stage cluster sampling; in the first stage enumeration
areas (EAs) were selected. In each selected EA s census
was conducted to screen and enroll pregnant women and
less than 6 weeks postpartum women by the time of the
baseline survey. This study was restricted to only 2,189
pregnant women from 217 enumerations areas who com-
pleted the baseline female questionnaire. In the female
baseline questionnaire women were asked about their
antenatal care sought thus far in their pregnancy, partner
support and perceived community encouragement on
the use of the three main domains of the maternal and
newborn care components, their reproductive and sexual
history, their birth preparedness and complication readi-
ness, about their agreement and disagreement on girls
and women empowerment towards contraceptive use,
sexual and reproductive issues, contraceptive use history
and there fertility intention. Most important to this study
women were asked the following question: “Do X people
in your community think it’s acceptable to deliver with
Traditional Birth Attendant (TBA)” to understand their
perceived acceptance that no, few, some and most people
in their community think that it’s acceptable for women
to give birth with the TBA: perceived community accep-
tance for TBAs assisted childbirth care which is the main
outcome variable of this particular further analysis study”

They were also asked how their husband felt when their
husbands and/or partners learned their index pregnancy,
which regard as women perceived paternal fertility emo-
tion towards the index pregnancy which is the main
outcome variable in this study. The details on the indica-
tors measured, sampling procedure, field operation and
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quality assurance employed by the project runners has
been well described in the published protocol [19].

Cohort one baseline cross sectional data were col-
lected from Nov 2019 to Jan 2020. The details regarding
the field work implementation, survey design and key
methodological issues was reported elsewhere [20]. The
first field work of the panel baseline survey was screening
pregnant women and women who were less than 6 weeks
post-partum.

A two-stage stratified cluster sampling method was
used to select enumeration areas. In order not to miss
all pregnant and six weeks postpartum women by then
complete census was conducted in the selected enu-
meration areas (EAs). It was executed by Addis Ababa
University’s School of Public Health in a collaborative
efforts with the Ethiopian Public Health Association, the
Federal Democratic Republic of Ethiopia Health Min-
ister, Central Statistical Services, Bill & Melinda Gates
Institute for Population and Reproductive Health (Johns
Hopkins Bloomberg School of Public Health). The main
sample units or enumeration areas (EAs) were chosen
using the frame to Ethiopia Population and Housing Cen-
sus (PHC), which was performed in 2019 by the Ethiopia
Central Statistical Services. Of the total of 265 EAs which
were chosen in the first stage with independent selection
in each sampling stratum and a probability proportional
to EA size; pregnant women from 217 EAs which were
selected from the six panel regions were included in this
further analysis. In second stage, a census of all house-
holds was conducted in all the selected EAs to obtain
adequate sample size of pregnant women and to improve
the study’s power. The protocol of PMA Ethiopia con-
tains all the details on sample design and selection prob-
abilities, design effects and sampling methods [20].

In order to maximize the sample of pregnant women; a
census of all the panel enumeration areas (EAs) was con-
ducted. All women aged 15-49 who were usual members
of the household were screened by using self-reported
current pregnancy status and approximate gestational
age. If pregnant, they were approached for enrollment
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in the panel and voluntarily consented women were
recruited to participate the study. For the census, a 95%
response rate was assumed, that the average number of
women aged 15-49 per household is 0.98, and of these,
10% have reported of being pregnant or 42 days post-
partum— the calculated sample size was found sufficient
to examine selected key maternal and newborn health
(MNH) indicators at the national level with 5% margin of
error.

Variables

Outcome variable

The main outcome variable was perceived commu-
nity acceptance for traditional birth attendants (TBAs)
assisted childbirth care which was measured by asking
the respondent a single question with four categories:
(no, few, some and most people): “Do X people in your
community think it’s acceptable to deliver with Tradi-
tional Birth Attendant (TBA)” (Table 1). The outcome
variable is treated as nominal scale variable with more
than two categories, hence, multinomial logistics regres-
sion was found to be appropriate for the analysis [21].

Independent variables

Independent variables were classified into individual-
level variables and enumeration area-level variables. Indi-
vidual-level independent variables further categorized
into socio-demographic/economic characteristics vari-
ables, parity and other reproductive health (RH) charac-
teristics, couples’ reaction when they learned that they
were pregnant and contraception ever used were consid-
ered in the study.

Group or enumeration area (EA) level variables
included two integral variables namely, region and place
of residence were considered. “Region” was grouped into
six categories Tigray, Afar, Amhara, Oromia, SNNPRs
and Addis Ababa city administration. Place of residence
follows the default urban/rural classification.

Table 1 Items used to create the pregnant women perceived community acceptance that no, few, some or most people in their
community thinks that it's acceptable for traditional birth attendants assisted childbirth Care, PMA Cohort one baseline survey data,

and Nov 2019 to Jan 20

Do X people in your community ~ Variable Question & Responses Categories
think it's acceptable to deliver with Item Response
Traditional Birth Attendant (TBA)  15A NORM Do not know =-88 66 Excluded
No people think No people
Most people think think
Some people think Most people
) think
Few People Think
Some people
think
Few People

think
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Analysis and measurement

The cross-sectional baseline women data set from the
panel survey were used for this further analysis. Stata v16
was used for this analysis. Frequencies and percentages
were computed to characterize the study population.
Chi-square test statistics was computed to check cell
sample size adequacy, and the sample size was found to
be adequate to provide unbiased estimates on perceived
community acceptance for traditional birth attendants
(TBAs) assisted childbirth care.

Exploratory data analysis was run for data cleaning
thereby checking item nonresponse rate for every vari-
able and don’t know responses which were later excluded
from the analysis. Following this variable were recoded to
create biological plausible categories along with check-
ing distribution of the recoded variables using mean and
proportion. No sign of multicollinearity detected among
variables in the final model.

Multinomial logistics regression statistical modeling
process was employed to identify important associated
factors for pregnant women perceived community accep-
tance on deliveries to be attended by Traditional Birth
Attendants. At bivariate analysis a p-value cut of 0.25 was
used to select candidate variables for multinomial mul-
tivariate logistics regression statistical modeling analysis.
Results were presented in the form of percentage; and
odds ratio with 95% CI. Significance was declared at a
significance level of 0.05. Results were reported based on
weighted count. Model fitness test was checked using the
command «mlogitgof». The model fitness results have
shown that the statistical model emptied was fit mean-
ing that variables included in the final multinomial mul-
tivariate logistics regression statistical modeling process
explained for the observed variation in the perceived
community acceptance for traditional birth attendants
(TBAs) assisted childbirth care. This was supported by
the model fitness test results; p-value=0. 737 with a chi-
square statistic of 19.274.

Data quality management and control

Data completeness for variables and items for creat-
ing composite variables was checked by exploratory
data analysis following which any item nonresponse was
excluded from the analysis. Frequency was run to exclude
responses with do not know (DNK) and no response
(NR).

PMA Ethiopia used of standard and pretested tool,
intensive training with mock interviews for resident
enumerators was provided, close supervisor during filed
work, timely progress report and correction, 10% random
check were some of the modalities used to maintain the
quality of the collected data, the detail is reported else-
where [20].

Page 5 of 12

Result

Magnitude of perceived community acceptance on giving
birth with TBA

The overall proportion of perceived community accep-
tance for TBAs assisted childbirth care was 58.63%
(95%CIL: 56.47%, 60.76%). The proportion women per-
ceived community acceptance by few people, some peo-
ple and most people for TBAs assisted childbirth care
was found to be 25.32% (95%CL: 23.42%, 27.31%), 15.05%
(95%CI: 13.44%, 16.81%) and; 18.26% (95%CL: 16.55%,
20.11%) respectively. The proportion women perceived
community acceptance by no people for TBAs assisted
childbirth care was found to be 41.36% (95%CI: 39.23%,
43.52%), (Fig. 1).

Distribution of pregnant women perceived community
acceptance on childbirth care assisted by traditional birth
attendants (TBAs)

The following paragraphs reported the proportion of per-
ceived community acceptance for TBAs assisted child-
birth care by independent variables.

Perceived community acceptance for TBAs assisted
childbirth care was found to show variation by the
selected independent variables. Accordingly, the propor-
tion of perceived community acceptance by most people
was found to be one in 6 among pregnant women aged
20 to 24 years (17.6%) and (16.4%) among those aged 35
to 39 years for TBAs assisted childbirth cares. Similarly,
nearly one in 4 (25.4%) of the pregnant women aged 15
to 19 considered that TBAs assisted childbirth care was
acceptable by few people in their community. Among
pregnant women who attended primary education,
the proportion of perceived community acceptance by
most, some and few people in their community for TBAs
assisted childbirth care was found to be 18.2%, 16.0% and
28.2% respectively. Concerning religion, the respective
proportion of perceived community acceptance for Mus-
lim religion followers was reported to be 20.74%, 15.42%
and 23.97%. Among currently married women, the pro-
portion of perceived community acceptance by most,
some and few people for TBAs assisted childbirth care
was 18.2%, 15.0% and 26.5% respectively (Table 2).

Similarly, among those who have higher birth order
of 3 to 12 children, pregnant women reported that the
proportion of perceived community acceptance by most,
some and few people in their community for TBAs
assisted childbirth care was found to be 21.7%, 15.9% and
25.7% respectively. Likewise, among pregnant women
who wanted to have another child 17.7%, 13.7% and
27.5% of them perceived that most, some and few people
in their community considered that it’s acceptable for
childbirth care to be to be assisted by TBAs respectively.
In a similar fashion, among contraceptive ever users; the
proportion perceived community acceptance for TBAs
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MW Percentage
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41.36%
18.26%
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Perecievdd Community Acceptance for TBA Asssied Childbirth care
Categories

Fig. 1 Proportion of Perceived Community Acceptance for TBAs Assisted Childbirth care with 95% Cl among Pregnant Women PMA Cohort One Nov
2019 to Jan 20; evidence from PMA Cohort One Baseline cross-sectional data set: Nov 2019 to Jan 20

assisted childbirth care was found to be 15.3% for most
people, 13.4%; and 24.7% for some and few people in
their community respectively (Table 2).

In a similar manner, among women residing in the well
to do households, the proportion of perceived commu-
nity acceptance by most, few and some people in their
community for TBAs assisted childbirth care was found
to be 8.4%, 6.2% and 19.4% respectively. Likewise, among
rural residents pregnant women 21.1%, 16.7% and 27.9%
of them perceived that childbirth cares assisted by TBs
was considered acceptable by most, some and few people
in their community respectively (Table 2).

Among pregnant women who were residing in Tigray
region; the proportion of perceived community accep-
tance for TBAs assisted childbirth care was 1 in 4 women
(26.70% for most and 25.3 for few people) while 11.3%
for some people. This same figure for perceived commu-
nity acceptance by most, few and some people in their
community among pregnant women residing in Oromia
region was found to be 20.8%, 19.4% and 25.0% (Table 2).

In terms of desired attendant, for those pregnant
women who have reported that their desired birth atten-
dant was health professional 10.25%, 12.2% and 26.06% of

them perceived that most, some and few people thinks
that TBAs assisted childbirth care was acceptable respec-
tively. Similarly, for pregnant women who have reported
that their desired place of delivery was health facility, this
respective figure for TBAs assisted childbirth care was
found to be 9.6%, 12.5% and 25.9%. Finally, among those
whose planned childbirth attendants were health pro-
fessionals, 52.4% of them have reported that no people
accepted for TBAs assisted childbirth care and among
those pregnant women whose planned place of delivery
was health facility, 52.1% of them reported that no peo-
ple in their community accepted TBA assisted childbirth
care (Table 2).

Factors affecting perceived community acceptance on
traditional birth attendants (TBAs) assisted childbirth care
among pregnant women, evidence from PMA cohort one
survey, Nov 2019 to Jan 20

In summary, this study investigated to identify fac-
tors influencing perceived community acceptance by
most, some and few peoples in their community for
TBAs assisted childbirth care among pregnant women.
Accordingly, educational status increase the likelihood
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Table 2 Distribution of pregnant women Perceived Community acceptance for traditional birth attendant (TBAs) assisted childbirth
care (TBA), evidence from PMA Cohort one, Nov 2019 to Jan 20 (n=2,189)

Variable No People % Most % Some % Few % Total
People People People
Age Category 15-19 years 68 296 54 232 50 21.8 59 254 231
20-24 years 213 41.1 91 17.6 74 14.3 140 271 518
25-29 years 301 473 102 16.0 77 12.0 157 24.6 637
30-34 years 158 374 81 19.3 64 15.2 119 282 423
35-39 years 126 438 47 164 42 14.6 73 253 288
40-49 years 35 376 17 18.6 22 23.8 18 19.9 92
Educational No Formal Education 345 373 199 215 147 160 232 252 923
Status Primary Education 326 376 157 182 139 16.0 245 283 867
Secondary +_Education 231 578 36 9.0 43 10.9 89 223 400
Religion Other** 10 246 15 36.2 8 187 9 205 42
Orthodox 386 473 138 17.0 105 12.8 187 23.0 816
Protestant 212 356 86 14.5 104 174 194 325 596
Muslim 293 40.0 152 20.7 113 154 176 24.0 734
Wealth Quintile  Lowest quintile 113 26.1 102 237 74 17.1 143 331 432
Lower quintile 142 327 81 18.7 84 19.5 126 291 433
Middle quintile 169 365 89 19.3 80 174 124 269 462
Higher quintile 197 452 84 19.2 65 14.8 91 208 437
Highest quintile 281 66.0 36 84 26 6.2 82 194 425
Parity (n=2186)  No Child 222 436 82 16.1 77 151 128 252 509
1_2 Children 333 452 106 14.3 103 139 195 265 737
3_12 Children 345 36.7 204 217 150 159 242 257 940
Marriage Type Only Once 766 40.6 348 184 297 15.7 477 253 1888
(n=2170) More than Once 125 444 41 14.6 31 11.07 84 299 282
Husband has No 812 42.1 335 174 284 14.8 497 258 1929
other wives Yes 60 299 47 232 35 173 59 296 200
(n=2129)
Fertility Undecided 91 444 39 19.3 42 20.7 32 15.7 204
Intentions Wanted 631 41.1 271 17.7 210 137 422 275 1535
No more 180 399 82 18.1 77 17.1 112 249 450
Marital Status Never Married+ 21 529 7 184 7 164 5 122 40
(n=2187) Married 839 40.2 380 18.2 313 15.0 552 265 2084
Living With Partner 40 64.1 5 8.1 8 13.1 9 14.8 63
Contracep- No 276 326 188 221 149 176 234 276 847
tive ever use Yes 625 46.6 204 15.3 180 134 332 24.7 1341
(n=2188)
Place of Urban 307 66.7 28 6.1 42 9.0 83 18.1 460
Residence Rural 594 344 364 211 288 16.7 483 279 1729
Region Tigray 58 36.8 42 26.8 18 114 39 251 157
Afar 6 124 29 65.6 6 135 4 85 45
Amhara 212 49.1 67 155 50 116 102 238 431
Oromia 331 34.7 199 20.8 185 194 239 25.0 953
SNNP* 228 433 53 10.1 69 13.1 177 336 527
Addis Ababa 67 88.6 2 326 1 1.6 5 6.5 76
Index Pregnancy No partner 33 324 17 16.6 26 26.2 25 24.8 101
Husband Feeling  Very unhappy 19 427 1 256 3 6.9 11 249 44
(n=2143) Sort of unhappy 31 292 22 207 22 207 31 294 105
Mixed Feeling 63 36.8 26 155 27 159 54 318 171
sort of happy 327 450 128 176 94 13.0 177 243 726

Very happy 429 43.1 172 17.2 150 15.0 246 24.7 997
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Table 2 (continued)
Variable No People % Most % Some % Few % Total
People People People
Index Pregnancy Very happy 391 43.0 151 16.6 147 16.1 220 24.2 909
Women Feeling  Sort happy 251 44 92 16.1 77 136 149 263 569
(n=2187) Mixed Feeling 132 382 79 29 43 124 92 266 346
Sort unhappy 67 359 29 154 32 17.1 59 316 187
Very unhappy 58 333 42 238 30 169 46 260 175
Desired birth No One 21 169 19 151 30 244 54 436 124
attendant for the - Health Professional 734 524 145 104 178 127 365 2671 1401
index Pregnancy g /ramily Member 144 225 229 358 120 1838 147 230 640
(n=2186)
Desired birth Home 182 26 260 322 157 195 208 258 808
attendant for the - Government Health Facility ~ 719 521 132 26 172 125 358 259 1381

index Pregnancy

*Former SNNPR region
** wake feta, traditional followers

of perceived community acceptance by most people for
childbirth care to be attended by TBAs. A fertility desire
to have another child was found to increase the likeli-
hood of perceived community acceptance by few people
for TBAs assisted childbirth care (Table 3).

Compared with women with no formal education;
pregnant women with primary educational status had
1.516 (95% CI: 1.056, 2.175) higher likelihood of per-
ceived community acceptance by most people for child-
birth care to be attended by TBAs. Similarly, a fertility
desire to have another child increased the likelihood of
perceived community acceptance by few people for child-
birth care for TBAs assisted childbirth care by 1.610 (95%
CI: 1.013, 2.549) (Table 3).

On the contrary, living in the well to do households
and; residing in SNNPR and Addis Ababa regions were
found to reduce perceived community acceptance by
most, some and few people in their community for child-
birth cares to be attended by TBAs. Similarly, follow-
er’s Muslim religion as well as pregnant women whose
desired place of deliver was health facility had reduced
likelihood of perceived community acceptance by most
people in their community for TBAs assisted childbirth
care. (Table 3).

The likelihood of perceived community acceptance
by most people for TBAs assisted childbirth was found
to be 80% lower for Orthodox Christina religion 0.195
(95% CI: 0.059, 0.643) and Muslim religion 0.175 (95%
CIL: 0.054, 0.564) followers compared with followers of
other religion. Similarly, compared with pregnant women
belonging to the poorest households; those residing in
households of higher wealth quintile had a 60% 0.408
(95% CI: 0.253, 0.658), 45% 0.557 (95% CI: 0.335, 0.926)
and 57% 0.431 (95% CI: 0.281, 0.659) times lowered odds
of perceived community acceptance by most, some and
few people in their community for TBAs assisted child-
birth cares respectively (Table 3).

Compared to Tigray Region, the likelihood of perceived
community acceptance by most, some and few people for
childbirth cares to be attended by TBAs was found to be
only 0.05 (95% CI: 0.024, 0.095), 0.30 (95% CI: 0.15, 0.59)
and 0.59 (95% CI: 0.36, 0.97) respectively among preg-
nant women residing in the former SNNPR. This same
respective likelihood was found to be only 0.04 ((95% CI:
0.02, 0.11), 0.09 ((95% CI: 0.03, 0.32) and 0.18 ((95% CIL:
0.091, 0.35) for residents of Addis Ababa.

As compared with women who have reported their
desired delivery place was at home; the likelihood of per-
ceived community acceptance by most people for TBAs
assisted childbirth care was found to be 66% lower 0.337
(95% CI: 0.173, 0.657) among pregnant women whose
reported desired place of delivery was health facility. This
similar likelihood perceived community acceptance by
few people for TBAs assisted childbirth care was found
to be only 0.268 (95% CI: 0.131, 0.549) among those who
reported that their planned birth attendant was health
care provider as compared with those who planned no
one as planned birth attendant (Table 3).

Discussion

Maternal and newborn health outcomes can be greatly
improved with cost effective interventions among oth-
ers skilled childbirth care played a pivotal role. Unfor-
tunately, being short of half way in the SDG era; women
still prefer their births to be assisted by TBAs which
occurred outside of the health facilities where complica-
tion management is poor and its sequela is higher. Evi-
dence showed that one of the bottlenecks for such huge
surge is women perception that people in their perceived
community acceptance of childbirths to be attended by
TBAs. This in turn is one of the major reasons for seek-
ing unskilled childbirth care. Therefore, at this time when
modern health service is being available and accessible to
a larger extents at community and/or kebele level where
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Table 3 Multinomial logistic regression pregnant women perceived Acceptance on births to be delivered by TBA, evidence from PMA

Cohort 1, Nov 2019 to Jan 2020

Variables Most People ARRR Some People ARRR Few People, ARRR
Women Age Category -19 years 1 1 1

20-24 years 0.71(0.41,1.24) 0.66 (0.37,1.17) 1.11 (0.68,1.82)

25-29 years 0.64(0.36,1.17) 0.57(0.30,1.06)* 1.02 (0.60,1.73)

30-34 years 0.65(0.33,1.28) 0.68(0.33,1.40) 143(0.78,2.59)

35-39 years 0.66 (0.31,1.41) 0.74 (0.34,1.63) 1.12(0.58,2.16)

40-49 years 0.66 (0.25,1.74) 1.083(042,2.78) 0.67 (0.28,1.63)

Educational Status

Religion

Wealth Index

Parity

Husband Has other Wives

Fertility Desire

Contraceptive Ever Use

Residence

Region

Desired Delivery Place

Desired Attendant

No formal education
Primary Education
Secondary+ _Education
Others
Orthodox
Protestant
Muslim
Poorest quintile
Lower quintile
Middle quintile
Higher quintile
Highest quintile
No Child
1_2 Children
12 Children
No
Yes
Undecided
Wanted another child
No more another child
No
Yes
Urban
Rural
Tigray
Afar
Amhara
Oromiya
SNNP
Addis
Home
Health Facility
No one
Health Professional
TBAs/Family Member

1

1.52(1.10,2.18)**

1.13(0.69,1.86)

1

0.20 (0.06,0.64)***

034 (0.10,1.14)%

0.18 (0.05,0.56)***

1

0.64 (040, 1.03)*

0.63 (040, 1.01)*

041(0.25, 066)***

0.56 (0.28,1.12)

1

0.84 (0.55,1.29)

0.97 (0.56,1.69)

1

1.20(0.73,1.96)

1

0.794 (0.503.1.255)

0.68 (0.39,1.169)

1

0.99(0.71,1.38)

1

146 (0.85,2.52)

1

141 (0.65,3.07)
7(0.11,0.27)%**
8 (0.11,0.30)***

0.05 (0.024,0.095)***

0.04 (0.02,0.11)***

1

0.34(0.17,0.66)***

1

0.84 (0.32.2.20)

2.07 (0.88,49)*

1

1.30(0.89,1.89)
1491 (0.88,2.52)

1

0.36(0.1,1.28)
0.82(0.23,2.91)
0.36 (0.104, 1.278)
1

0.87(0.53,1.42)
0.82(0.50,1.34)
0.56 (0.34,0.93)**
0.18 (0.09,0.38)***
1

0.95(0.59,1.52)
0.87(0.471,1.59)

1

1.05 (0.624,1.762)
1

0.67 (0.41,1.07)*
0.75(043,1.31)

1

0.84 (0.59,1.20)

1

0.83 (0.49,1.39)

1

249 (1.04,5.96)**
0.59(0.34,1.03)*
0.979 (0.554,1.729)
0.30(0.15,0.59)***
0.09 (0.03,0.32)***
1

0.59(0.29,1.20)

1

046 (0.191,1.12)*
0.55(0.25,1.17)

1

1.26 (0.93,1.71)

1.05 (069,1.58)

1

0.77 (0.23,2.63)

1.15(0.34,3.93)

0.76 (0.23, 2.60)

1

0.746 (0.494,1.1

0.57 (0.38,0.86)***

043 (0.28,0.66)***

045 (0.25,0.81)**

1

0.90(0.62,1.27)

0.76 (0.48.1.23)

1

1.05(0.68, 1.63)

1

161 (1.01,255)**

1.39(0.83,2.35)

1

0.82(0.62,1.09)

1

1.54 (0.99,2.40)*

1

0.96 (0.42,2.17)

0.69 (0.45,1.06)*

0.83(0.53,1.29)
( )
(

24)

0.59(0.36,0.97)**
0.18 (0.091,0.35)***
1

0.81(0.44,1.46)

1

0.27 (0.13,0.55)***
0.30(0.16,0.57)***

*** p<0.01, ** p<0.05, * p<0.1

health extension workers can identify early risk and refer
to higher level facilities; and the government of Ethio-
pia is very committed to provide delivery service with
exemption from payment; documenting the proportion
pregnant women perceived community acceptance of
TBAs assisted childbirth care and identifying its asso-
ciated factors contributing for the variation for such an
acceptance could be very critical in availing actionable
evidence to improve maternal and new born outcome

by increasing skilled childbirth care and delivery care at
health facilities.

The overall proportion of perceived community accep-
tance for TBAs assisted childbirth care was 58.63%
(95%CI: 56.47%, 60.76%). One fourth, nearly one in
five (18.27%) and 15.05% of the pregnant women have
reported a perceived community acceptance of TBAs
assisted childbirth cares by few people, most and some
people respectively. This level of acceptance might be
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related to social and cultural norms of TBAs assisted
childbirth care [6, 16, 22].

This study identified both positively and negatively
associated factors affecting pregnant women’s perceived
community acceptance for TBAs assisted childbirths
care.

Accordingly, educational status, i.e. this study found
out that attending primary education had increased the
likelihood of pregnant women’s perceived community
acceptance by most people in their community for TBAs
assisted childbirths. Currently pregnant women who
intended to have another child have higher likelihood of
perceived community acceptance by few people in their
community for TBAs assisted childbirths. The perceived
acceptance of less educated pregnant women that most
people in their community thinks that its acceptable for
births to be attended by TBA can be related with low
awareness on complication of pregnancy and child health
and; misconception that women with complication alone
need professionally assisted delivery as stated in a study
[2]. A number of respondents from studies including
qualitative studies [2, 16, 23] have reported that trained
delivery attendants or an institutional delivery care were
only required for women who have previously experi-
enced obstetric complications. Another possible explana-
tion for the observed finding might be also related with
the TBAs cultural and social acceptability [18]. The find-
ing that pregnant women who intends to have another
child had a higher likelihood perceived acceptance by few
people in their community for TBAs assisted childbirth
care might be related with the confidence that the women
developed since they have previous pregnancy and child
bearing experience [10, 18].

On the contrary, religion, residing in the well to do
households (HHs), residing in the former SNNP and
Addis Ababa were associated factors found to lower
pregnant women’s perceived community acceptance of
TBAs assisted childbirths by most, few and some people
in their community. This might be due to that pregnant
women residing in well to do HH had the opportunity
and potential to plan for their deliveries to be attended
by skilled birth attendance at health facilities [10, 13, 23].
Living in a well to do house hold is likely to empower
women on decision making with respect to utilization
of health services thereby being prepared for their preg-
nancy and delivery and women tend to held low per-
ceived community acceptance for births to be delivered
by TBA [24, 25].

Similarly, pregnant women who have reported that
they were followers of Muslim and orthodox religion and
whose desired place of delivery was health facility had
lower likelihood towards perceiving that most people in
their community think it is acceptable for deliveries to be
attended by TBAs. The influence of religion and culture
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on pregnancy and child bearing in general and women
perceived acceptance to their community people thought
that it was ok if births are attended by TBA had and as
evidence basis from previous similar studies [16, 18, 23].

This study was not spared of limitations. To begin with,
perception measurement has always possessed chal-
lenges in research undertakings. This study used women
perception of the community as proxy indicator to mea-
sure community acceptance of TBAs assisted childbirth
care. This proxy finding could give insight in assessing
community influence on skilled childbirth care services
use which is the focus of contemporary health research.
However, future studies needed to conduct sensitiv-
ity analysis among the categories of the outcome vari-
able and come up with a direct measurement approach
options to capitalize findings from this study. In addition,
inherent to all secondary data analysis; not all the neces-
sary confounder variables were not measured.

Conclusion

The finding that the overall proportion of perceived com-
munity acceptance for TBAs assisted childbirth care was
58.63% calls up on region specific holistic programs and
intervention by the Federal Democratic Republic of Ethi-
opia Health Minister and relevant partners to improve
skilled childbirth care. This entails individual women and
community level awareness creation on the importance
of skilled childbirth care including at health facility while
women came for antenatal and postnatal cares along with
reproductive and child health care visits and using vari-
ous community health related community gatherings and
meetings as missed opportunity.

Activities with the goal to improve women’s economic
empowerment, increasing women’s enrollment to sec-
ondary and higher education, using religious leaders and
institution to promote skilled childbirth care use and
skilled delivery would probably change the society and/
or community perceived acceptance for TBAs assisted
childbirth care and women perceived community accep-
tance as well. Improving the childbirth care service use
to be friendly and accessible including hiring high level
health professionals, as in large cities, could contributed
in mitigating the high-level preference of TBAs assisted
childbirth care use. Use health facilities visits as opportu-
nity to educate women about the use of health facility and
skilled childbirth care in particular and on the impor-
tance of birth preparedness and complication readiness
components such planning delivery place and choos-
ing birth attendants in general could help in addressing
the perceived community acceptance for TBAs assisted
childbirth care. Enabling women to have control over
their future fertility could also help in addressing women
perceived community acceptance for childbirths to be
attended by TBAs.
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Implication of the study

This significant perceived community acceptance of
TBAs assisted childbirth care substantially impact mater-
nal and newborn health outcomes negatively which calls
us for awareness and community campaign to reverse
this skewed perception. The finding underscores the rel-
evance of birth preparedness and complication readiness.
The implication of the study is that the Health Minister
and relevant actors need to design and implement region
specific programs and strategies on women reproductive
health services use empowerment in general and skilled
childbirth care in particular. The other key implication of
the finding is serving as one source of evidence to track
the WHO’s recommendation aim to reduce maternal
mortality through skilled delivery care provision and
assess the new role of TBAs to serve as a liaison between
the pregnant women and the modern health care system.

Abbreviations

ARRR Adjusted relative risk ratio
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