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Abstract
The objective of our intervention was to examine the benefits of incorporating traditional birth attendants (TBA) in HIV
Prevention of Mother to Child Transmission (PMTCT) service delivery. We developed a training curriculum for TBAs related to
PMTCT and current TBA roles in Malawi. Fourteen TBAs and seven TBA assistants serving 4 urban health centre catchment
areas were assessed, trained and supervised. Focus group discussions with the TBAs were conducted after implementation of the
program. From March 2008 to August 2009, a total of 4017 pregnant women visited TBAs, out of which 2133 (53.1%) were
directly referred to health facilities and 1,884 (46.9%) women delivered at TBAs and subsequently referred. 168 HIV positive
women were identified by TBAs. Of these, 86/168 (51.2%) women received nevirapine and 46/168 (27.4%) HIV exposed infants
received nevirapine. The challenges in providing PMTCT services included lack of transportation for referrals and absence of a
reporting system to confirm the woman’s arrival at the health center. Non-disclosure of HIV status by patients to the TBAs
resulted in inability to assist nevirapine uptake. TBAs, when trained and well-supervised, can supplement efforts to provide
PMTCT services in communities. (Afr J Reprod Health 2014; 18[1]: 27-34).
Keywords: Traditional Birth Attendants, PMTCT, Malawi

Résumé
L'objectif de notre intervention était d'examiner les avantages de l'intégration des accoucheuses traditionnelles (AT) dans la
prestation de service de la prévention de la transmission du VIH de la mère à l’enfant (PTME). Nous avons élaboré un
programme de formation pour les accoucheuses traditionnelles liées à la PTME et les rôles actuels des ATs au Malawi. Quatorze
accoucheuses traditionnelles et sept assistantes des ATs desservant 4 zones urbaines desservies par les centres de santé ont été
évalués, formés et surveillées. Nous avons mené des discussions en groupes cible avec les accoucheuses traditionnelles après la
mise en œuvre du programme. Au total, 4017 femmes enceintes ont visité les accoucheuses traditionnelles du mois de mars 2008
au mois d’août 2009, dont 2133 (53,1%) ont été directement orientées vers les établissements de santé et 1884 (46,9 %) des
femmes ont accouché chez des accoucheuses traditionnelles avant d’être orientées par la suite. 168 femmes séropositives ont été
identifiées par les accoucheuses traditionnelles. Parmi celles-ci, 86/168 (51,2%), des femmes ont reçu la névirapine et 46/168
(27,4%) nourrissons exposés au VIH ont reçu de la névirapine. Les défis dans la prestation de services de PTME comprennent le
manque de transport pour les femmes orientées et l'absence d'un système de déclaration pour confirmer l'arrivée de la femme au
centre de santé. La non - divulgation de la séropositivité par les patientes aux accoucheuses traditionnelles a entraîné
l'impossibilité d'aider la promotion de la névirapine. Si les accoucheuses traditionnelles sont bien formées et bie n surveillées,
elles peuvent complémenter les efforts vers la prestation des services de PTME dans les communautés. (Afr J Reprod Health
2014; 18[1]: 27-34).
Mots-clés: accoucheuses traditionnelles, PTME, Malawi

Introduction
Traditional birth attendants (TBAs) are commonly
used in Malawi1. Of the 97% of pregnant women
who access antenatal care in Malawi, 54% deliver

in a health facility while 43% deliver in the
community with TBAs2. While the role of TBAs
working in Malawi has evolved over time,
currently the primary role of TBAs is to provide
community education and refer women to health
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centres, rather than performing deliveries.
However, due to challenges with referrals and
transportation, deliveries are commonly performed
by TBAs.
The HIV prevalence rate among pregnant
women in Malawi is high. In 2008, adult HIV
prevalence among those aged 15-49 was at 12%3,
and the current HIV prevalence is at 11%4. HIV
prevalence in urban areas is estimated to be
substantially higher than in rural areas and current
estimates from the PMTCT program have
suggested the Lilongwe urban antenatal prevalence
is 15%5. Without a strong PMTC program, 1445% of infants can become infected with HIV
during labor, delivery and breastfeeding6. The
mother to child transmission (MTCT) rate in
Malawi without the use of ART prophylaxis is
approximately 27% at 6 weeks7. Given the high
prevalence of HIV and the frequency of TBA
deliveries, engaging TBAs in PMTCT activities
may improve the success of PMTCT programs and
increase rates of nevirapine (NVP) uptake, the
antiretroviral used as a prophylaxis for vertical
HIV transmission at the time of this assessment.
Previous studies have shown that involving
TBAs in HIV prevention and PMTCT programs
could reduce HIV infant infections8. A study in
rural Lilongwe described TBAs as being important
members in the community based on their service
delivery9. In Cameroon, TBAs dispensed NVP to
HIV positive mothers and ensured that newborns
receive postpartum NVP prophylaxis as part of an
integrated strategy in the PMTCT program10. In
Thyolo, Malawi, HIV pregnant women who
delivered with TBAs were contacted and all
reported their infants failed to receive NVP,
suggesting a critical gap in PMTCT 8.
We sought to conduct implementation research
within our PMTCT program at Bwaila District
Hospital to identify and examine the benefit of
incorporating TBAs in the PMTCT process. Our
hypothesis was that incorporating TBAs into the
PTMCT process would result in more women and
infants receiving single dose NVP after delivery.

Methods
We used both quantitative and qualitative methods
to evaluate the feasibility and benefits of
incorporating TBAs in PMTCT service delivery.

TBA logs were designed to collect quantitative
data; focus group discussions were used to collect
qualitative data.
TBA pre-assessment
In January 2008, we collected a list of active
TBAs conducting home deliveries surrounding our
four PMTCT sites of Bwaila Hospital, Kawale,
Area 18 and Area 25 Health Centers. We
conducted a baseline assessment of the TBAs to
determine suitability for participation. The
research team, in collaboration with the Lilongwe
District Health Office, visited the targeted areas to
assess the TBAs based on the eligibility criteria.
These included previous TBA training by the
Malawi Ministry of Health, attendance to more
than five deliveries per month, and presence of a
placenta pit, delivery room, toilet, bathroom and a
clean source of water at the TBAs’ home.
Additionally, each site was assessed for the
presence of TBA assistants. We selected 14 TBAs
and seven TBA assistants whom we involved in
the programme. The assistants were involved in
the programme to assist TBAs who could not read
and write on their own. Their main responsibility
was record documentation.
PMTCT Training
In March 2008, we conducted PMTCT training for
the TBAs that included eight days for didactic
modules and two days for practical training. TBA
assistants attended the last two days of practical
training to learn how to identify HIV infected
women and use the TBA log, as this was a vital
instrument for monitoring and evaluation.
Based on the Ministry of Health TBA training
manual, the didactic training included the
following topics:
HIV/AIDS and PMTCT,
psychosocial
aspects
of
HIV/AIDS,
confidentiality, infection prevention, management
of women during labour and delivery, postpartum
care and administration of NVP, and monitoring
and evaluation of TBA activities. For data
collection, the existing Ministry of Health TBA
log was modified to include three columns related
to PMTCT and both TBA and TBA assistants
were trained in its use (Figure 1). The practical
training at Kawale Health Centre included
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observing NVP dosing of the infants, identifying
HIV positive women using a health passbook,
becoming oriented to the Maternal and Child
Health activities, and learning how health workers

handle clients at a health facility. Additionally,
HIV infection prevention was emphasized through
appropriate demonstration by the nurses on the
labour ward.

Figure 1: TBA Log
At the end of the training, the TBAs were provided
with revised TBA logs and delivery kits which
contained gloves, clean razor blades, string,
matches, candles, cotton wool, and plastic sheets
for facilitating the PMTCT intervention. The
training was conducted in the local language
(Chichewa).
Supervision
Bi- monthly from the end of April 2008, the
programme supervisor visited the TBAs in their
homes. During the visits, the supervisor reviewed
the TBA logs, verified how they were identifying
HIV positive women and how they administered
NVP to HIV positive women and exposed babies.
She also asked the TBAs if they had any
implementation challenges or needed any retraining. The supervisor provided re-training on
request and as needed if deficiencies were noted.
Focus Group Discussion (FGD)
Following six months of the program (August
2008), we conducted two focus group discussions
with the TBAs to determine their level of

willingness to participate in the PMTCT program.
The discussions also focused on the incentives and
barriers for TBA involvement in the PMTCT
activities. Each group had seven TBAs, and no
TBA assistants. The discussions were audio
recorded, data were transcribed and expanded in
Chichewa based on observations made during the
discussions and then translated into English. Data
was analyzed using grounded theory and manual
coding.
The study was approved by the National Health
Sciences Research Committee in Malawi and the
University of North Carolina Institutional Review
Board.

Results
Description of TBAs and TBA assistants
The TBAs were generally older women from 50
years and above, while the assistants were younger
women. TBA assistants were typically relatives of
TBAs and were unofficially apprenticing in the
profession. Half of the TBAs were illiterate and
were paired with a TBA assistant to assist with
reading and writing (Table 1). Most TBAs were
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poor. Their lives depended largely on cultivating
maize for home consumption. They also charged a
fee for assisting women to deliver, a second source
of income.
Before the training, the TBAs
conducted many deliveries in a month
(median=10) (Table 1).
Table 1: Characteristics of the Traditional Birth
Attendants and Deliveries Pre-intervention.

TBA 1
TBA 2
TBA 3
TBA 4
TBA 5
TBA 6
TBA 7
TBA 8
TBA 9
TBA 10
TBA 11
TBA 12
TBA 13
TBA 14

Deliveries
conducted
in a month
20
3
11
8
8
7
6
25
10
10
20
44
5
10

Literate

Assistant

Yes
Yes
Yes
No
No
Yes
Yes
No
Yes
No
Yes
No
No
No

None
None
None
Yes (grand-daughter)
Yes (Sister- in- law)
None
None
Yes (grand- daughter)
None
Yes (grand- daughter)
None
Yes
Yes (grand- daughter)
Yes

TBA Logs
We collected TBA logs once per month. From
March 2008 to August 2009, a total of 4017
pregnant women visited the TBAs. Of these 2133
(53%) were referred directly to deliver in health
facilities and 1884 (46.9%) delivered with the
TBAs and were subsequently referred. Of the
1884 women, 168 (8.9%) were identified as HIV
positive. Of the HIV positive women who
delivered with a TBA 86/168 (51%) received
NVP. Only 46/168 (27.4%) of the HIV exposed
infants were given NVP by the TBA. All infants
were referred.
Supervision visits
Supervision visits indicated that most TBAs
correctly interpreted marks and pictures on the
TBA log. Review of TBA logs demonstrated that
11 (78%) of the TBAs appropriately completed the
logs and 3 (22%) TBAs required additional
education to identify an HIV positive woman
using the health passport book.

Focus Group Discussions
During the focus group discussions, we asked the
TBAs what they had learned and put into practice.
We also asked them about their incentives to
participate in PMTCT service delivery and barriers
that hinder access to PMTCT services.
Learning and applying what was taught
TBAs reported they had increased knowledge of
HIV and PMTCT after the training. They
expressed knowledge on modes of HIV
transmission from mother to child during
pregnancy, child birth, and breast feeding. They
reported the significance of administering NVP:
that if taken at the onset of labor, it can greatly
reduce HIV transmission from mothers to babies.
Consistent with the training material, the TBAs
referred all pregnant women to the nearest health
facility for delivery care services. TBAs only
delivered babies in unavoidable situations with
prompt referral after delivery.
“…when we have conducted a delivery we don’t
leave the person like that, we refer her to the
hospital….”
TBAs also mentioned that they had reduced the
numbers of deliveries upon receiving training:
“Some time back I used to conduct 10 deliveries
but now I am conducting three or four and
sometimes five deliveries. That’s the change that I
have seen and I am also happy…”
“… since we were trained at Kamundi, things have
really changed because we used to conduct
deliveries anyhow…we were just conducting the
deliveries without sending the women to the
hospital. When we were trained you advised us
that when a woman has delivered regardless of
whether she is okay or not, she should be sent to
the hospital for check-up and now things are
better because we are sending any pregnant
woman. That’s what has changed and the training
should continue”.
“I am seeing a difference because there used to be
many women for antenatal and delivery at my
clinic. But now things have changed I am working
well. Few people are coming showing that it is
helping … because we are sending them to the
hospital”.
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During supervision and focus group discussions
the TBAs stated they had the ability to identify
HIV positive women which was confirmed by the
logs which showed 168 HIV positive women were
identified. One mentioned that “…when a woman
comes to us we see in her health passbook if the
woman has the virus.”
One mentioned that possession of a health
passport book was crucial for knowing whether a
woman is HIV positive or not:
“…we look on the card because the card is the
book that we see when the person comes. We
check to see what’s in the card and when we look
in the card we know that this one they wrote X that
means she is well [X meant being HIV negative,
XX meant being HIV positive]”.
Women presenting to the TBAs without a
health passport were advised to seek care at a
health facility.
“...there are some women who will come and say I
want to start antenatal. We ask her if she has a
card/ health passport book. If she says no I don’t
have a card so we tell her that you should first go
to the hospital for antenatal.”
TBAs also felt they had learned how to
complete the logs. TBAs interpreted the log as
follows:
“…When we find a number [ a number that is
written in the health passport book] it means the
person is HIV positive… and we take that number
and write in the log. When a woman is negative we
show a light in the log. On the woman who is HIV
positive, there is a woman who is taking
Nevirapine…”
“…and here where there is an ambulance, it is
when she is referred to the hospital to deliver
there.”
The TBAs felt that after the training they were
following infection prevention measures when
conducting deliveries as compared to the period
before the training. During the baseline
assessment,
many
inappropriate
infection
prevention problems were noted. Later, most
TBAs reported avoiding sharing of delivery kits,
wearing protective wear such as gloves and shoes,
and washing hands with soap before and after
delivery. One TBA said,
“We start by washing our hands when the woman
comes then we wear gloves...and when the baby is

born we make sure the fluids that discharge from
the mother’s body should not get to the baby…and
on the part of the tools, they have to be hers alone
not of somebody who delivered…using like razor
that you have used on somebody then when
someone comes you use the same things, no.”
They also reported proper disposal of placenta
and birthing kits. One TBA said, “We tell her not
to reuse the paper; we tell her to do another way
that is if the paper is dry she should burn it… We
throw all her trash in the toilet.”
TBAs also performed other roles such as
educating women to access timely antenatal care
and deliver in health facilities; encouraging
women to take an HIV test; and promoting couples
counseling and nutrition counseling, especially for
HIV positive women.
The TBAs felt that PMTCT training was the
most important incentive to participate in PMTCT
service delivery. They felt the training they
received had enhanced their roles because they
used the knowledge and skills to educate their
communities on HIV and AIDS issues. The TBAs
requested on-going refresher trainings on PMTCT
to reach women and infants lacking access to
PMTCT services. TBAs also mentioned
supervision and report review as an incentive to
improve work performance.
TBAs requested a stock of NVP for both
mothers and infants to be used when the mother
did not have her supply. However, one TBA said
that stocking medicine would be a setback to
promoting hospital delivery, stating that:
…”. If women see that we have a lot of medication
they will not go to the hospital. They will say we
have a big clinic; we have women [meaning TBAs]
to help us to deliver.”
Barriers to accessing PMTCT services
TBAs mentioned a number of barriers to PMTCT
access: disclosure, health care worker attitudes,
and transport.
Disclosure
TBAs’ failed to determine whether a woman took
NVP or not when she did not disclose her HIV
status to the TBA. TBAs described that some
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pregnant women did not bring their health passport
thereby presenting a challenge to confirm HIV
status and to determine if whether NVP was
needed or not. The TBAs mentioned that:
“Since the training we meet such types of women
who are HIV positive, they come but they hide
their status.
Did you take medication
(nevirapine)? They ask you what medication? I tell
them the pill which one takes when labor starts.
They would say no, I didn’t receive. I look in their
book and ask what are you hiding? They wrote
here that you should take this medication when
labor starts so what are you hiding? Ah I did not
receive… saying that she didn’t take it, she was
not given. Refusing, hiding… but I tell them that
they are hiding, lying that they didn’t receive the
medication…”
“A certain woman came here. I checked in her
book. She was HIV positive but when I asked her
she refused.”
Bad attitude of health workers
TBAs reported that a woman’s preference to
deliver with a TBA instead of at a health facility
was a barrier to accessing PMTCT services. TBAs
reported that women did not always reach the
health facilities when referred. They suggested
that negative attitudes of nurses and doctors
towards pregnant women were reasons why
women continued to avoid health facility services.
Additionally, pregnant women were left
unattended and delivered alone in the absence of
health professionals. One described that “going to
the hospital was bad because they [meaning
pregnant women] were saying that the doctors
leave you in labour, they go outside and chat.
People from the village will want to push once
they arrive”.
Transportation
TBAs reported that lack of transportation is a
constraint hindering pregnant women from
presenting to a health facility during labor. Some
health facilities are located 8 to 15 km away from
their communities, presenting a challenge to
facility delivery. TBAs said that when a request
for an ambulance was made, health officials
favored some TBAs compared to others. Similarly,

they said that “In our areas there’s not even one.
But we hear that it is only TBA12 that you sent the
ambulance so we say what is the difference
between us and her? We will have accidents in
our communities.” TBAs lamented using their
money to hire taxis, describing their work as
voluntary. While TBAs reported referring women
to health facilities, they did not always know if
referred women successfully arrived or went to
another TBA instead.

Discussion
In Malawi, TBAs continue to play a significant
role in the delivery of maternal health services. We
have shown that with training and supervision
TBAs have the potential to be part of the PMTCT
program in Malawi. Training helped TBAs to
understand and participate in PMTCT activities.
Barriers to success included failure of women to
disclose their status to the TBA, lack of
appropriate transport for referrals to the clinic both
pre and post-delivery, and perceived negative
attitudes of health workers at health facilities
toward TBAs and their clients. Our findings
suggest that if TBAs receive ongoing training and
supervision, they could perform safer deliveries
and identify women who need referral and
treatment.
Training and the provision of birth kits resulted
in a reported increase in safe deliveries with
improved infection control practices. Consistent
with our finding, another TBA programme in
Malawi concluded that empowering TBAs through
supervision and provision of supplies helped them
to comply with the requirement of ensuring
infection free deliveries1. Assisting TBAs to adopt
more modern delivery services, with an emphasis
on infection control and early identification of
high risk situations requiring referral, may allow
more HIV positive women to be reached11-12.
Both supervision and focus group discussions
demonstrated that TBAs were able to learn to use
the TBA data collection log. The pictures and
symbols on logs, which represented different
PMTCT activities, were easily understood and
interpreted by many TBAs. TBAs did not find
documentation of their work as a challenge as they
were already using pictorial records for charting6.
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Similar simplified antenatal cards have been used
in other setting with good understanding by other
illiterate TBAs 13. Since many TBAs have low
levels of literacy and some may not be interested
in further training, attention must be given to
making instructions relevant to the local culture in
which TBAs practice14. The finding that TBAs
checked for a documented HIV status (from
antenatal cards/health passport books) and asked
women if they had taken NVP during labour
demonstrates that TBAs may have the potential to
facilitate drug uptake and adherence. While
Malawi has now moved to universal ART for all
pregnant women rather than single dose NVP,
TBAs can still play a role in identifying positive
clients and counseling on the importance of ART
adherence for PMTCT.
Disclosure issues may have affected NVP
uptake. TBAs did not help all HIV positive women
and exposed babies to receive NVP. Only 51% of
HIV positive women and 27% of HIV exposed
infants had taken NVP. TBAs mentioned that
some women refused to disclose their status while
some had forgotten to bring their medication.
While our 27% rate was sub-optimal, in a previous
study conducted in Malawi, none of the babies
born at home received NVP suggesting some
improvement from engaging TBAs in the process.
HIV positive women experience issues of fear,
non-disclosure, discrimination, and stigma that act
as barriers to deliver in hospitals or return to
hospitals to receive NVP syrup for their babies 8.
Lack of emergency transport at the TBAs home
barred women from accessing PMTCT services at
the health facility. TBAs mentioned the shortage
of ambulances and drivers delayed the referred
women from reaching health facilities. Most health
facilities are far from the communities, making it
difficult to utilize facilities at the time of labor and
delivery. Distance, money, and being sick were
some of the common reasons for not delivering in
the hospital8.Though these reasons are not directly
related to HIV, the issue of transport may have an
implication for mothers and their infants not
reaching health facilities to access NVP.
Negative attitudes of health workers were
mentioned by the TBAs as a reason women did not
report to the health facility. This finding concurs
with findings in Kenya, in which women

continued to prefer TBAs due to disrespectful
attitudes of health care workers at the health
facilities11. In Lilongwe, Malawi, women preferred
TBAs because TBAs were more respectful9. While
we did not discuss health care worker attitudes
with the women seeking TBA services,
understaffing at health centers in Malawi is
common, suggesting the potential for overworked
and stressed health workers. Until staffing
deficiencies and a provision for an emergency
transport system are addressed, strategies that
incorporate and empower TBAs may be a feasible
and reasonable interim solution.
Our study had both limitations and strengths.
Our quantitative analysis was limited to evaluation
of the TBA logs and is purely descriptive. We did
not evaluate the impact of our intervention on the
number of facility deliveries as our overall number
of involved TBAs was small relative to those
operating in the community. We did not have
sufficient information to evaluate individual TBA
performance because our sample size for each
TBA was small. We did not interview mothers in
the TBA programme and relied on the perception
of the TBAs regarding mothers’ motivations. We
were not able to track the outcome of all referrals
because we did not have a data linking system.
Our intervention was conducted when single dose
NVP was the primary PMTCT modality in Malawi
and more complicated regimens were not assessed.
However, our findings regarding understanding of
the logs and referral requirements are valid
regardless of PMTCT regimen. Lastly, our
findings are relevant to TBAs who met our
eligibility criteria and may not be applicable to
other settings or among TBAs who have less
formal training than those included in our
program.
Malawi has switched from single dose NVP
prophylaxis, with the mother taking a dose at the
onset of labor and the infant receiving a dose
within 72 hours of delivery. Currently, Malawi
uses the WHO Option B+ guidelines which
provide all HIV positive women with three
antiretroviral drugs for life. While this is the ideal
treatment for women, uptake will not be 100%.
Women will continue to deliver outside the
hospital, making TBA involvement in PMTCT
still relevant6.
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Conclusion
If trained and supervised, TBAs can identify and
reach women and babies who are in need of HIV
services. Our findings show that the TBAs
managed to identify HIV infected women and
administer NVP indicating that they have the
potential to implement PMTCT. However,
training, supervision, a referral linking system and
emergency transport are necessary requirements to
optimize the involvement of TBAs.
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