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Abstract: Nigeria was part of an HIV epidemic that once threatened to engulf all of West Africa. The trajectory was altered 

by the interventions of international donor agencies such as the US President’s Emergency Plan for AIDS Relief (PEPFAR), 

local organizations, and other agencies who assisted in reducing the threat. Birth Attendants provide an important resource for 

Prevention of Mother-to-Child Transmission of HIV (PMTCT) as they are more affordable and accessible to most women 

living in the rural parts of poor developing countries like Nigeria. In March 2004, Faith Alive Foundation (FAF), in 

collaboration with Global Strategies for HIV Prevention, organized a training workshop for Traditional (trained) Birth 

Attendants (TBAs) providing services in Plateau State. The workshop curriculum was developed by Global Strategies for HIV 

Prevention and included HIV Prevention and Care, Voluntary Counseling and Testing (VCT) or HIV Counseling and Testing 

(HCT), safe delivery practices, and methods for sterilizing instruments. The trained TBAs were followed up by a Faith Alive 

project coordinator, who was responsible for providing continued oversight, record-keeping, quality assurance, and ongoing 

education and training. After more than 10 years of implementation and support, a program for PMTCT utilizing TBAs proved 

to be an important and sustainable tool for HIV Prevention. TBAs were able to provide insight into the lives of women in the 

community and to use their own experience to help bridge the gap between the clinical setting and the realities of culture and 

economics that often face women in Africa. Additionally, offering VCT to their clients and referral of HIV-positive women to 

Faith Alive provided another means whereby women living in remote areas were introduced to the wider healthcare network to 

access HIV Care and Support as well as other diseases. The role of trained traditional birth attendants should be integrated into 

PMTCT services in order to ensure that couples receive HCT, women recruited into PMTCT programs receive prophylaxis at 

the time of delivery, and opportunities are provided to access additional broad health care benefits. 
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1. Introduction 

The World Health Organization (WHO) notes that TBAs 

can potentially improve maternal and newborn health at 

community level. WHO defines TBA as “a person who 

assists the mother during childbirth and initially acquired 

her skills by delivering babies herself or through 

apprenticeship to other TBAs.” Formative research to 

understand local beliefs, practices and their determinants 

have been identified as a major gap to developing effective 

perinatal and neonatal interventions in communities of 

developing countries. TBAs play an important role in 

settings where most births take place in the home. In Asia, 

TBAs constitute the largest single group of birth attendants 

(41% of births). In various studies in rural South Africa, 

including the Eastern Cape Province, 40 - 60% home 

deliveries are conducted by TBAs. TBAs are integral 

members of their communities and provide an important 

window to local customs, traditions, and perceptions 

regarding childbirth and newborn care. 

In Nigeria a Traditional Birth Attendant (TBA) is defined 

(based on the Traditional Health Practitioners Act) as a 

person who engages in traditional health practice and is 

registered under the Act. According to Nolte, the TBA in 

South Africa can be characterized as a middle-aged or 

elderly woman with no formal training, who acquired her or 
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his skills through experience and attends to women during 

pregnancy, labour and the postnatal period in various ways. 

Practices may include advice or instructions as to what to 

eat and what not to eat; providing herbal remedies for pain, 

sickness or discomfort; abdominal massages; offering 

comfort to mothers and giving them a sense of security. 

They also assist with the delivery and advice and assist the 

new mother on how to care for the baby after birth. 

The role of TBAs in caring for pregnant women and 

conducting deliveries is acknowledged, but generally they 

are not trained to deal with complications. A paradigm shift 

from the risk approach to focus on emergency obstetric care 

(every pregnancy carries a risk) has occurred since 1997. 

While most pregnancies and births are uneventful, all 

pregnancies are at risk. Around 15% of all pregnant women 

develop a potentially life-threatening complication. It is 

therefore essential for women to be cared for by skilled 

health workers if maternal mortality is to be reduced 

especially in a country like Nigeria with high burden of 

maternal and infant mortality. TBAs and village midwives 

have been employed in many interventions to reduce 

maternal and infant mortalities and improve pregnancy 

outcomes in developing countries, with mixed results, more 

recently in Nigeria through the government midwifery 

program. 

Knowing and understanding the issues surrounding 

HIV/AIDS infection control can help birth attendants to 

protect themselves and others from acquiring HIV infection. 

Some studies in Africa show that TBAs have poor HIV 

knowledge and poor hygienic practices and may be at risk 

of occupationally acquired HIV infection along with that of 

Hepatitis. Recently it has been noted that TBAs can play a 

role in prevention of HIV from mother to child. Over the 

years, especially after the initial training at Faith Alive in 

2004, most of these concepts or beliefs have revolutionized 

the role of TBAs as healthcare workers who are involved all 

categories of health care, “treatment”,control ,Prevention 

and support as trained and retrained. Evaluation of training 

programs for TBAs on HIV/AIDS and safe delivery has 

proved very successful. 

Worldwide, in 2010 approximately 287,000 women died 

while pregnant or giving birth and 3.1 million newborns 

died in the neonatal period. The highest incidence of 

maternal and perinatal mortality occurred around the time 

of birth with the majority of deaths within the first 24 hours 

after birth. Research shows that women giving birth without 

the assistance of a skilled attendant or a TBA are normally 

assisted by family members, neighbours, or deliver alone 

suggesting a need for conducting deliveries with the 

assistance of individuals with higher levels of training. The 

low access to skilled care, high risk of neonatal death, and 

integral role of TBAs and other non-skilled care providers 

in delivery and neonatal care highlight the need to explore 

alternative, low-cost, efficacious community-based 

interventions outside health facilities, especially for 

newborns. 

The role of TBAs in improving maternal health has been 

heavily debated, especially in the context of a renewed 

focus on Millennium Development Goals (MDGs). While 

trained TBAs are not considered skilled birth attendants 

(SBAs), their potential contribution has been recognized in 

diagnosing labour, ensuring clean deliveries, detecting and 

referring maternal complications, providing hygienic cord-

care, ensuring warmth of the newborn, supporting early 

exclusive breastfeeding, administration of post exposure 

prophylaxis(PEP), immunizations, nutritional advice, and 

providing counseling on a number of health topics 

including HIV. Other interventions, such as routine 

administration of misoprostol for the prevention of 

postpartum haemorrhage, while having been successfully 

administered by community-based auxiliary nurse 

midwives and by TBAs, need further research and 

evaluation. Due to variations in the nature, function, 

knowledge, and experience of TBAs in different settings, it 

is important to gain a more thorough understanding of the 

range of local practices and their prevalence that may lead 

to identification of behaviour-change interventions to 

improve neonatal health and survival. No doubt, TBAs are a 

force to reckon with in HIV/AIDS comprehensive services 

especially for Prevention of Mother to Child Transmission 

of HIV (PMTCT) or Prevention of Parent To Child 

Transmision of HIV(PPTCT). In spite of some reservations 

about how much responsibility TBAs should assume, given 

the vast shortage of trained healthcare workers in 

community settings, it would seem that increasing the 

education and training of TBAs should be expanded with 

subsequent evaluation of their effectiveness and providing 

additional education and training in areas of weakness. 

2. Main Body 

Nigeria's was part of an HIV epidemic that once 

threatened to engulf all of West Africa but the interventions 

of international donor agencies such as the US President’s 

Emergency Program for AIDS Relief (PEPFAR) and local 

organizations, and other agencies assisted in reducing the 

threat. Adult HIV prevalence increased from 1.9% in 1991 

to 5.8% in and since 2001 and then stabilized at an 

estimated 5% in 2003 and now 3.4%. The HIV 

seroprevalence obtained from screening has been 

incorporated in routine antenatal care, with the currently 

recorded prevalence rate among pregnant women shown to 

be below a seroprevalence of < 4%. Trained (traditional, 

skilled) Birth Attendants (TBAs) are more accessible and 

affordable to most women living in the rural parts of poor 

developing countries like Nigeria, and in particular, to those 

who benefit from services at the Faith Alive Hospital and 

Prevention of Mother-to-Child Transmission of HIV 

(PMTCT) Center. They have contributed in no small 

measure in decreasing the prevalence of HIV in Plateau 

state in particular and Nigeria in general. HIV/AIDS 

services were first offered at Faith Alive in 1998. PMTCT 

services were first rendered in 2000 with the first baby born 

free of HIV following the use of single dose nevirapine in 
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the year 2001. When PMTCT was initially implemented it 

was noted that up to 50% of the women were lost to follow-

up at the time of delivery resulting in difficulties in 

measuring the success of the PMTCT intervention. Faith 

Alive chose to follow the principle of using TBAs in 

PMTCT as documented in Cameroon by Bulterys and his 

colleagues. Bulterys suggested that with appropriate 

training and supervision, TBAs could serve as a useful 

strategy for community mobilization to ensure that 

prophylaxis is administered at the time of delivery and HCT 

effectively carried out. 

In March 2004, Faith Alive Foundation, in collaboration 

with Global Strategies for HIV Prevention, organized a 

training workshop for Traditional (trained) Birth Attendants 

(TBAs) providing services in Plateau State. Fifty-eight 

TBAs of various backgrounds were trained using the 

common "pidgin English" as a means of communication 

and with occasional interpretation in Hausa. The workshop 

curriculum, which was developed by Professor Arthur 

Ammann and the Center for HIV Information at the 

University of California and included HIV 

overview/facts/myths, HIV prevention , care and support, 

voluntary counseling and testing (VCT), /HIV counseling 

and testing (HCT), safe delivery practices, and methods for 

sterilizing instruments/aseptic techniques. The role of TBAs 

in health care services in PMTCT and continued 

relevance/evaluation were also considered during the 

training. The training was presented in a week-long 

workshop and has continued annually with improvements in 

educational materials and updates in the most recent 

advances in HIV prevention, treatment, support and care. 

The first workshop concluded with certificates of 

completion and distribution of a “Doc in a Box” containing 

the tools necessary for the implementation of VCT/HCT 

and PMTCT. As part of the training, the TBAs were assisted 

in developing specific action plans (Table 1) with 

associated timelines to be implemented on return to their 

communities. The trained TBAs were followed up by a 

Faith Alive Project coordinator, who was responsible for 

providing continued oversight, record-keeping, quality 

assurance, and ongoing education and training. Since 2004, 

this has been an ongoing project/program with great 

successes, some challenges notwithstanding. Recent 

evidence suggests that Faith Alive’s approach to HIV 

VCT/HCT and PMTCT/PPTCT has been successful. In 

2014, through the AIDS Prevention Initiative in Nigeria’s 

(APIN) PEPFAR program and between the months of June 

and September 2014, Faith Alive Foundation screened 4033 

pregnant women mainly using TBAs. 57(1.4%) were HIV 

positive in eighty three ( 83) different communities of Jos 

East, North and South of Plateau State with each having 

district heads that the team worked through along with 

community and religious leaders. This gives credence to the 

dramatic fall in HIV prevalence nationwide and in the State 

of Plateau from 7.7% in 2013 to the current 2.2% and HIV 

Prevention from Mother To Child Transmission rate at Faith 

Alive to current 2.1% through Early Infant Diagnosis with 

use of PCR in contrast to 50% ten years ago when Highly 

Active Antiretroviral Therapy (HAART) was not the gold 

standard for all pregnant women and transmission routes 

such as at labour/delivery and breast milk transmission 

were not well handled. Routine HCT during antenatal 

clinics have helped with early detection of HIV and 

treatment with HAART. The use of TBAs along with the 

team/family approach to care, treatment and support at 

Faith Alive Foundation Hospital and PMTCT Center have 

contributed to the many successes and novel interventions 

recorded in Plateau State and in Nigeria in general. 

Table 1. Action Plan of TBAs as documented at FAF and carried out quarterly. 

Program Area Activities Purpose Person /Unit Responsible Timeframe Means of Verification 

TBA 
Identifying and carrying out 

advocacy visits to TBAs 

To increase awareness and 

ensure safety practices. 

Officer In Charge of 

community health 
3 months 

Reports/attendance list 

and pictures 

 

Organization of regular 

PMTCT/PPTCT, HCT, 

Safety and infection control 

Trainings and supervision of 

TBA 

To build capacity for better 

outcome by reducing infant 

mortality rates and to 

prevent HIV new infection 

HOD, Administration and 

programs 
1 month 

Attendance list/Reports. 

Infection control manual 

 
Expansion of HCT services 

to all the TBAs 

Identification of HIV+ 

mothers and referral to 

PMTCT/PPTCT services at 

FAF 

Trained Mother Buddies 

and TSS 

All year 

round 

HCT Register/monthly 

reports No of new sites 

established as 

decentralization 

measures 

 

 
Organization of joint medical 

outreach programs 
Joint working teams 

One nominee from each 

Team/Family 
Quarterly 

Registers, posters for 

such programs 

 

 

Education of TBAs on proper 

documentation and Referral 

system 

To measure impact and 

improve quality of services 

provided 

Monitoring and 

Evaluation/Strategic 

Information unit 

Quarterly 

Registers/reports and use 

of mobile phones for 

documentations and 

communication of results 

 

The use of trained TBAs in the Faith Alive PMTCT 

program resulted in an increase in the percentage of women 

who were documented as having received antiretroviral 

prophylaxis especially in rural areas from approximately 50% 

in 2000 to more than 98% currently including the use of 

HAART and cotrimoxazole prophylaxis. As of today many 
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trained and re-trained TBAs are actively

providing VCT/HCT services as noted 

below-Tables 2-5 and figures 1-4. It is estimated

infants were protected from infection with 

effectiveness of these TBAs and Treatment

Specialists (TSS) who themselves live with

on HARRT for no less than six months .These

FAF’s committed services in six community

Nigeria at Bakin-Kogi and Kafanchan both

Andaha in Nassarawa State, Hwol Yarje and

State and Yola in Adamawa state which also

Youth clubs in schools. These along with

amenities such as schools and portable bore

been effective in health care transformations

particularly in HIV/AIDS services. 

An interesting side note is the recording 

TBAs who cannot read or write in English.

was substituted for written results with

recorded as a single thumb print while 

signified a positive HIV result. To assure good

of these HIV results Project coordinator who

Faith Alive Laboratory quality control program

regular basis and also send pre-analyzed

analysis by these TBAs each quarter. 

Table 2. HCT (with testing done) for the year 2013

  
Male Ages (years) Female Ages (years)

S/No Months 0-14 >14  

  
0-14 15 and above 0-

1 January 16 382 31

2 February 20 419 30

3 March 23 394 20

4 April 32 323 74

5 May 13 308 21

6 June 177 3086 256

7 July 22 394 58

8 August 83 1151 129

9 September 48 512 35

10 October 38 466 33

11 November 33 510 41

12 December 255 1524 531

 
Total 760 9469 1259

Table 3. Number of HIV positive patients/clients for 

S/NO Months Male Female

  
0-14 15 and above 0

1 January 2 30 8

2 February 5 24 2

3 March 6 40 3

4 April 2 40 9

5 May 1 29 5

6 June 15 47 35

7 July 3 4 29

8 August 1 29 7

9 September 3 31 5

10 October 6 41 6

11 November 0 21 0

12 December 0 31 5

 
Total 44 367 114
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actively involved in 

 in our statistics 

estimated that 98% of 

 HIV as a result of 

Treatment Support 

with the virus and are 

.These along with 

community clinics in 

both in Kaduna State, 

and Fobur in Plateau 

also has Faith Alive 

with other social 

bore hole water have 

transformations in Nigeria 

 of HCT results by 

English. A thumb print 

with a negative HIV 

 two thumb prints 

good quality control 

who is in charge of 

program visit sites on 

analyzed samples for re-

year 2013. 

Female Ages (years) 

 >14 

-14 15 and above 

31 617 

30 581 

20 628 

74 455 

21 429 

256 4214 

58 583 

129 3572 

35 645 

33 607 

41 550 

531 4458 

1259 17339 

Number of HIV positive patients/clients for the year 2013. 

Female 

0-14 15 and above 

8 97 

2 97 

3 100 

9 102 

5 94 

35 235 

29 114 

7 90 

5 131 

6 107 

0 52 

5 81 

114 1300 

Table 4. HCT (with testing done) for the 

S/NO Months Male 

  
0-14 >14 

  
0-14 15 and above

1 January 18 850 

2 February 15 934 

3 March 19 871 

4 April 13 806 

5 May 17 810 

6 June 41 1048

7 July 21 975 

8 August 42 784 

9 September 27 992 

10 October 25 763 

11 November 25 730 

12 December 14 382 

 
Total 277 9945

Table 5. Number of HIV positive patients/clients for the year 2014

S/NO Months Male 

0-14 >14 

0-14 15 and above

1 January 3 54 

2 February 2 34 

3 March 5 38 

4 April 0 48 

5 May 2 53 

6 June 5 65 

7 July 4 48 

8 August 3 42 

9 September 3 35 

10 October 5 34 

11 November 1 31 

12 December 3 14 

Total 36 496 

Figure 1. Bar chart showing monthly 

2013. 

Figure 2. Bar chart showing monthly

children into FAF/PEPFAR (APIN) ART program for the year 2013.

Attendants in Delivering PMTCT Services  

(with testing done) for the year 2014. 

Female 

 0-14 >14 

15 and above 0-14 15 and above 

 20 1462 

 15 1464 

 10 1657 

 11 1297 

 13 1686 

1048 45 1268 

 15 3071 

 43 2652 

 36 1971 

 16 1009 

 14 1032 

 12 853 

9945 250 19422 

Number of HIV positive patients/clients for the year 2014. 

Female 

 0-14 >14 

15 and above 0-14 15 and above 

 5 148 

 5 113 

 0 120 

 1 127 

 3 116 

 3 163 

 0 144 

 7 116 

 4 104 

 3 111 

 1 92 

 0 73 

 32 1427 

 

 HCT (with testing done) for the year 

 

monthly recruitment of males, females and 

ART program for the year 2013. 



 American

Figure 3. Bar chart showing monthly HCT (with testing

2014. 

Figure 4. Bar chart showing monthly recruitment 

children into FAF/PEPFAR (APIN) ART program in the

3. Conclusion 

Having a successful PMTCT program requires

to follow up women in the community settings

feel most comfortable in delivering their 

able to provide insight into the lives of

community and to use their own experience

the gap between the clinical setting and

culture and economics that often face women

are living with HIV/AIDS. There are 

benefits including the application of training

in universal precautions and safe birth 

potential of reducing maternal sepsis and

maternal mortality especially in Nigeria.

offering of VCT/HCT to their clients and

positive women to Faith Alive, this strategy

means whereby women living in remote

introduced to a more comprehensive healthcare

access HIV care, treatment and support 

health care needs. 

The role of trained TBAs should be 

organization of PMTCT services to ensure

recruited into PMTCT programs actually receive

at the time of delivery if they are not formally

any HIV Care, treatment and support program

during antenatal care and at labour if not

should be encouraged. Faith Alive currently
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testing done) for the year 

 
 of males, females and 

the year 2014. 

requires the ability 

settings where they 

 infants. TBAs are 

of women in the 

experience to help bridge 

and the realities of 

women in Africa who 

 many additional 

training and experience 

 practices to the 

and other causes of 

Nigeria. Through the 

and referral of HIV-

strategy provides another 

remote areas can be 

healthcare network to 

 as well as other 

 maintained in the 

ensure that all women 

receive prophylaxis 

formally enrolled into 

program. HIV testing 

not previously tested 

currently has a policy and 

an algorithm for this. It is best

receive formal education and training

traditional birth attendants in

efforts to train and retrain all healthcare

demand for additional trained health

rural regions of developing countries

NOTE: First presented as abstract

Trained Birth Attendants in Delivering

OGAC Annual Meeting at Addis

2005: 4-96. 
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