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ABSTRACT 

A study on malaria status, Rhesus factor, and perceptions on antenatal care among ninety-

five (95) pregnant women attending traditional birth homes (TBHs) in Afikpo, Ebonyi State 

was carried out. The largest proportion (37) of the respondents was in the age 21-25 years. 

74% (70) were multigravidae and 26% (25) primigravidae. Malaria infection was low in 

86(90.5%), moderate in 07(7.4%) and absent in 02(2.1%). A higher percentage (98%) of the 

respondents is Rhesus positive while 2% is Rhesus negative. Awareness of Rhesus factor 

showed that 49% (47) had knowledge of their Rhesus factor while 51% (48) had no 

knowledge of Rhesus factor. On their choice of antenatal care, a higher percentage (66%) of 

the respondents visits both TBH and orthodox clinics while 32 pregnant women visit TBH 

only. All the primigravid pregnant women visit both TBH and orthodox clinics unlike the 

multigravidae. The most important reasons for their seeking antenatal care in TBH were the 

belief in the effectiveness of herbal treatment of diseases and ailments; followed by better 

antenatal care and delivery; deliverance from evil spirits; phobia for surgery, phobia for 

parenteral route of administration; and manual correction of abnormal lie/presentation of 

foetus before/during birth by TBH attendants. Implications of Rhesus incompatibility in 

Rhesus negative pregnant women, and manual correction of abnormal lie/presentation 

of foetus by TBH attendants who claimed to have been trained by health professionals may 

actually be impacting negatively on the health seeking behaviour of pregnant women. 

 

Keywords: Traditional birth homes, pregnant women, malaria, Rhesus factor, Afikpo 

 

INTRODUCTION 

Each year around four million newborns die in the first week of life, worldwide [Lawn, 2005; 

W.H.O., 2005], and an estimated 529,000 mothers die due to pregnancy-related causes 

[W.H.O., 2005; Ronsmans and Graham  2006].  

With an estimated 342,900 deaths worldwide in the year 2008, maternal mortality – the 

death of a woman while pregnant or within 42 days of termination of pregnancy – remains 

one of the most formidable challenges facing the developing world [Hogan et al, 2010]. The 

major causes of maternal death in low income countries include obstructed labor, ruptured 

uterus, severe pre-eclampsia/eclampsia, malaria and complications from abortion [EMoH, 

2009; Starrs, 1997; AbouZahr, 2003; . Khan et al, 2006]. Malaria, Rhesus incompatibility and 

quality of medical care during pregnancy and point of birth also accounts for mortality in 

mother and child.  

In Africa, an estimated 24 million pregnant women are threatened by malaria, which not 

only affects their health but also causes poor pregnancy outcomes (WHO, 2002). In Nigeria, 
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about 50% of the population experience an episode of malaria annually, with under-five 

children and pregnant women at greater risk of the disease (FMoH, 2004). Malaria accounts 

for 11% of the maternal deaths in Nigeria (FMoH, 2004). Malaria in pregnancy can lead to 

abortion, stillbirth, intra-uterine growth retardation, low birth weight, premature labour and 

even maternal death (Sam-Wobo et al, 2008). 

The proportion of Rh-negative individual is put at about 4% among black Africans (Keith and 

Berger, 1982) and studies have shown that rhesus immunization is one of the primary 

reasons for perinatal mortality (Volkov, 1988).  

 

The World Health Organization defines Traditional Birth Attendant (TBA) as “a person who 

assists the mother during childbirth and who initially acquired her skills by delivering babies 

herself or by working with other TBAs”. TBAs are often older women and are generally 

illiterate [E, B.S.a.G , 2001]. In Nigeria today, a fair proportion of indigenous women 

patronize either Traditional Birth Attendants (TBA) in traditional birth homes or religious 

birth homes for antenatal care and deliveries (Idowu et al, 2003). Yet, experience illustrates 

that most TBAs lack sound bio-medical skills and resources, while often still handling 

complicated deliveries. The same applies for standards of safety and hygiene procedures, 

which are often not maintained. But being community-based, TBAs command a culturally-

assigned level of respect and confidence. They are easily accessible, not only in terms of 

being in the neighbourhood, but also in terms of costs (Pfeiffer and Mwaipopo, 2013). There 

is paucity of information on the malaria and rhesus status among pregnant women 

attending Traditional Birth Homes in Afikpo, Ebonyi State. 

 

This study is therefore aimed at determining the proportions of asymptomatic malaria 

infection and Rh-negative pregnant women attending traditional birth homes in Afikpo, and 

to evaluate reasons for their choice of antenatal care centre. 

  

 

MATERIALS AND METHODS 

 

Study Area 

The study took place in Traditional Birth Homes (TBHs) located in two villages in Afikpo 

North Local Government Area of Ebonyi State, Nigeria. The villages are Ukpa and Ugwu-egu. 

Afikpo is located between latitudes 5
0
4N - 6

0
3N and longitudes 7

0 
5E - 7

0
55E (Iloeje, 1981). 

According to the 2006 National Census, the population of Afikpo people is about 672,000. 

The area is hilly with undulating plains. The inhabitants are predominantly farmers, 

fishermen, and hunters. These outdoor activities predispose them to mosquito bites which 

transmit the infective stage of Plasmodium that causes malaria.  

 

Informed Consent 

The consent of the pregnant women attending the Traditional Birth Homes was sought 

orally by educating them on the importance of the study and how blood samples will be 

collected. 
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Data Collection 

Structured questionnaire was used to collect information on age, gravidae, awareness of 

Blood group/Rhesus factor, knowledge and practice on malaria, and reasons for choice of 

antenatal care. 

Sterile lancets were used to collect blood samples from the tip of the fingers of participants 

after cleaning with cotton wool soaked in methylated spirit. Thick blood films prepared on 

clean glass slides from the blood samples were stained with Giemsa stain and viewed under 

the microscope for malaria parasite density.  

Few drops of the blood sample were also dropped on clean white tiles for tests on blood 

group and Rhesus factor. 

 

Data analysis 

All data were analyzed using 2007 Microsoft Excel software package. The data were 

presented in percentages and other presentation charts. 

 

 

RESULT AND DISCUSSION 

 

A total of ninety-five (95) pregnant women attending TBHs participated in this study. 

A higher percentage of women attending the TBHs are multigravidae while those carrying 

their first pregnancy (primigravidae) are few in number (Table 1). 

Table I: The Percentage of gravid pregnant women 

 

Age group Gravidae  

 Primigravidae 

n(%) 

Multigravidae 

n(%) 

Total 

16-20 14 04 18 

21-25 11 26 37 

26-30 - 31 31 

31-35 - 09 09 

Total 25(26) 70(74) 95 

 

 

Table II: Table showing choice of Antenatal Care centre that the pregnant women attend. 

   

Age group TBH only 

n(%) 

TBH and Orthodox Clinic 

n(%) 

Total 

16-20 - 18 18 

21-25 02 35 37 

26-30 21 10 31 

31-35 09 - 09 

Total 32(34) 63(66) 95 

 

Table II shows that a higher percentage of the pregnant women attends both TBH and 

orthodox clinic. The reason for this may be because they want to receive better antenatal 

care and get the attention of health professionals in orthodox clinics in case of 

complications arising at TBH centres. It was also noticed that all the young pregnant women 



INDIAN JOURNAL OF MATERNAL AND CHILD HEALTH,2012   JAN – MAR;16(1) 

 

 5 

 

within the age group of 16-20 attend both TBH and orthodox clinic, perhaps due to 

educational knowledge. 

Table III: Prevalence of malaria among pregnant women attending TBHs 

 

Age group Prevalence of Malaria 

n(%) 

 

 (-) (+) (++) Total 

16-20 - 16 02 18 

21-25 - 33 04 37 

26-30 - 30 01 31 

31-35 02 07 - 09 

Total 02(2.1) 86(90.5) 07(7.4) 95 
No infection - (-); Low infection- (+); Moderate infection-(++) 

Prevalence of malaria among the pregnant women shows that a larger percentage (90.5%) 

of the participants had low malaria infection, followed by moderate infection among 7.4% 

(07) while very few (02) showed no trace of malaria infection (Table III). Majority of the 

infection were Plasmodium falciparum infection. 

Interrogation on the awareness of blood group and rhesus factor showed that 51% of the 

pregnant women do not have any knowledge on this subject matter (Table IV).  Hence, 

there is need to sensitize the general public especially girls including pregnant women on 

the importance of knowing their rhesus status and choosing their mate wisely. 

Table IV: Knowledge of Blood group and Rhesus factor among pregnant women attending 

TBHs 

Age Group Knowledge of Blood group and Rhesus factor 

Positive (n) Negative (n) Total (n) 

16-20 

21-25 

26-30 

31-35 

Total 

12 

22 

11 

05 

47 

06 

15 

20 

07 

48 

18 

37 

31 

09 

95 

 

Laboratory analysis of the blood samples collected showed that about 98% of the pregnant 

women are rhesus positive distributed across the four types of blood groups while 2 women 

were rhesus negative (Table V). The proportion of rhesus negative pregnant women is in 

agreement with the report of Keith and Berger (1982) that the proportion of Rh-negative 

individual is put at about 4% among black Africans. From discussion had with these rhesus 

negative women, it was discovered that one of them is primigravid, attending both TBH and 

orthodox clinic, and has knowledge of the potential medical problems associated with the 

Rhesus factor. The second rhesus negative woman that is multigravid responded that she 

had given birth in the hospital in her previous delivery indicating that she might have been 

given the anti-D-gamma globulin where necessary. 
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Table V: Proportion of various Blood groups among rhesus positive and  

                rhesus negative pregnant women 

 

Age 

group 

Rhesus positive pregnant 

women 

Rhesus negative pregnant 

women 

Total 

 A B AB O A B AB O   

16-20 05 03 01 08 - - - 01  18 

21-25 07 09 01 20 - - - -  37 

26-30 08 10 01 11 - 01 - -  31 

31-35 05 01 - 03 - - - -  09 

Total 25 23 03 42 - 01 - 01  95 

 

 
 
Figure I: showing the various reasons why pregnant women still attend traditional birth homes for antenatal 

care and delivery: Phobia for parenteral route of administering medicine in hospitals (4.65%); Effectiveness of 

herbs in treatment (35.66%); Better antenatal care (40.31%); Phobia for surgery (5.42%); Cultural Spiritistic 

belief (9.30%); and Correction of abnormal lie and presentation of foetus (4.65%). 

 

 

Figure I shows the various reasons why pregnant women still attend TBHs for antenatal care 

and delivery. Even some of the pregnant women who visit hospitals still attend TBHs for 

some of the reasons highlighted. Some of these reasons have no scientific backing or proof 

but the people belief in them because of culture. Foremost among the reasons given by the 

pregnant women for visiting TBHs is that they claim to receive better antenatal care from 

the TBAs who are mostly elder women. The pregnant women stated that they appreciate 

the affection and motherly manner of TBAs unlike public clinics where such warm gestures 

are rarely shown. Following the foremost reason is the perceived effectiveness of herbal 

medicine than synthetic medicine. The pregnant women claimed that herbal medicine cures 

diseases (like malaria, typhoid fever e.t.c) and other ailments associated with pregnancy 

better than synthetic medicine. Some of the patients (pregnant women) visiting the 

traditional birth homes have phobia for parenteral route of administering medicine in clinics 

and for this reason prefer antenatal care in TBHs where medicine (majorly herbal) are 

administered orally. Some of the patients have phobia for surgery falsely claiming that 
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surgery is the next option in clinics at the point of delivery when complications arise. 

Cultural belief in ‘spiritism’ is another reason for their preference to TBHs. Some of the 

pregnant women believe that the TBAs can use magical powers to aid safe delivery. Lastly, it 

is believed by some pregnant women that the TBAs can manually correct wrong foetus lie or 

presentation during delivery.  

 Some of the practices in TBHs by the attendants can lead to serious complications before or 

after birth of the baby, for example, the manual correction of foetus lie and presentation. In 

situations where serious complications arise at birth, the TBH attendants refer the pregnant 

woman to hospitals to save the mother or baby from dying. However, serious medical 

effects may have developed even if the mother and baby are saved. 

CONCLUSION 

The care given to women patronizing traditional birth homes (TBHs) does not include any 

haemotological investigations to reveal the malaria status and rhesus conditions thereby 

increasing the risk and complications associated with maternal deaths. These TBHs 

therefore falls short of standard requirements for antenatal care. Implications of Rhesus 

incompatibility in Rhesus negative pregnant women, and manual correction of abnormal 

lie/presentation of foetus by TBH attendants who claimed to have been trained by health 

professionals may actually be impacting negatively on the health seeking behaviour of 

pregnant women. 

However, a short coming in this study is limited funds which made it impossible for us to 

collect more data from other TBHs in the district. 

 

RECOMMENDATION 

 

 This study therefore highlights the need to educate the public especially those patronizing 

TBHs to receive antenatal care from medical professionals in approved hospitals and also, to 

enlighten TBH attendants on the implications of practices that could lead to serious 

complications 
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