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ABSTRACT

Background: Fear of childbirth is defined as feelings of uncertainty and anxiety before,
during, or after childbirth. It ranges from low to severe fears that women experience in
relation with childbirth. It affects the wellbeing of mothers during perinatal life and her
family.

Objective: To determine the prevalence of fear of childbirth and associated factors among
pregnant women attending antenatal care in selected Public Hospitals Addis Ababa, Ethiopia
2021.

Methods: Institution-based cross-sectional study was conducted among 405 pregnant women
attending antenatal care in four selected public Hospitals in Addis Ababa. Simple random
sampling and systematic random sampling methods were used to select Hospitals and study
participants respectively. Data was collected through face-to-face interviews using a
structured pre-tested questioner. Wijma Delivery Expectation/Experience Questionnaire was
used to score fear of childbirth. Collected data were entered using Epi-data-4.6 statistical
software and analyzed using SPSS-25 statistical packages. In bivariate analysis P-value, less
than 0.25 was considered for multi variate analysis, in multivariate analysis of P-value less
than 0.05 considered as significant.

Results: Out of the total, 400 respondents took part in the study with a response rate of
98.8%. This study showed that 111(27.7%) of study participants had low fear of childbirth,
176(44.0%) moderate, 68(17.0%) high, 45(11.3%) severe fear of childbirth. Having no
formal education(AOR=5,95%CI:(1.37-18.15)(p=0.02), previous obstetrics complications
AOR=3,95%CI: (1.14-7.8)(p=0.03), mode of delivery preference AOR=3,95%CI:(1.02-9.03)
(p=0.045). Having medical illness AOR=3.6,95% CI (1.02-9.03) (p=0.02) showed significant
association with a fear of childbirth. Conclusion and recommendations: Fear of childbirth
is prevalent in the study setting. Fear of childbirth was linked to educational attainment,
previous obstetric problems, medical illness, and mode of delivery preference. Based on a
cut-off value of high and severe fear of childbirth, the women were classified as having fear
of childbirth. This group included 28.2% of all women with FOC. Early identification of
women at risk of childbirth anxiety is clinically significant in the study setting to improve
women's health during perinatal periods. Keywords: Pregnancy, fear of childbirth, Wijma

Delivery Expectancy Questionnaire A, Addis Ababa.
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1. INTRODUCTION
1.1. Background

Fear of childbirth (FOC) was defined as feelings of uncertainty and anxiety before, during, or after
childbirth, thinking about future labor and giving birth [1]. It is witnessing the fearful reaction of others
to childbirth and labor pain. Fear of childbirth seems to be used as a broad term for all types of anxiety
and fears that women experience concerning pregnancy and childbirth, it affects women’s health and
wellbeing in their perinatal life [1]. Tokophobia also used to be characterized as an unreasoning dread of
childbirth in women, a specific and harrowing condition including a pathological dread and avoidance of
childbirth [2]. According to North American Nursing Diagnosis Association fear defined as a response
to a perceived threat that was consciously recognized as a danger [3]. It has psychological,
physiological, cognitive, and behavioral perspectives [4].

FOC is classified as primary which occurs in nulliparous that come from traumatic experiences in their
past sexual abuse, witnessing a difficult birth or listening to stories or watching programs that portray
birth as embarrassing or dangerous. Secondary FOC occurs in multigravida who had a previous
traumatic birth experience develop fear for the next childbirth. Based on the degree of severity it also
rated from mild to severe fear of childbirth [5]. There were differences in prevalence of FOC among the
countries due to childbirth fear definition used, screening trimester and parity of the pregnant women.
The overall prevalence of FOC in pregnant women in worldwide it accounts around 14 % and it
increasing from time to time since 2000 [6]. Academic interest in perinatal mental health and tokophobia
has been increasing over recent years but fear of childbirth was measured and defined varied in different
countries. It also varies in severity and contributing factors among women [1, 6, 7].

In the Eastern region 21 out of every 100 pregnant women experienced a clinical level of fear [8].
Pathological fear occurred in 1.6% of pregnant women associated with the fear of having an episiotomy
fear [9]. Fear of childbirth in the prenatal period results from higher state anxiety, lower dyadic
adjustment, and higher insecurity in attachment relationships, it also resulted in increased postnatal
maternal risk and stress, developed severe labor pain [10, 11]. Mothers who received care from a known
midwife during labour and birth their perception of pain and fear experienced decreased. Building a
trustful midwife-woman relationship increase the quality of care with regards to information,
participation in decision making and perception of control, counseling visit becomes increased, they

viewed the continuity of care as more important, were more satisfied with the counseling [12].



Evidence also showed that both cognitive therapy sessions and theory-based group psychoeducation
with relaxation are effective interventions for both antenatal and intrapartum support of pregnant women
with high or severe FOC. Teamwork between midwives, psychologists, and obstetricians qualified in
psychotherapy should be established to identify and treat women with high to severe FOC [13]. In
Malawi, the intervention done to decrease FOC and improve childbirth self-efficacy the companion-
integrated childbirth preparation for childbirth fear, self-efficacy, and maternal support were effective
[14]. Psychoeducation for women with FOC during pregnancy and after delivery was one of the world
health organization’s (WHO) recommendations on interventions targeted at women for the reduction of
unnecessary cesarean sections. The content of the teaching materials includes information about fear and
anxiety related to childbirth, stabilization of individual reactions, labor progress, hospital routines, the
birth process, and pain control and should not cause stress [15]. Effective communication, respectful
maternity care, relief labor pain among the recommendation of the WHO for a positive childbirth
experience [16].

1.2. Statement of the problems

Fear is corrosive, relentless, and contagious. It limits care provider’s potential and prevents them from
doing the best of the mothers, midwives, and obstetricians. Fear can cast a dark shadow over pregnancy
and birth and inhibit optimal hormonal function. At a time when birth has never been safer, it is sadly
ironic that care providers are only just becoming aware of the tragic impact of fear upon mothers and all
those involved in birth [17]. Fear of childbirth was not only a common problem among pregnant women
but also a perception of a disruptive for the minority of them. A qualitative study revealed, Thailand
women did not perceive childbirth as a nature of life but as a life-threatening situation [18]. Women’s
sense of fear had been linked to their satisfaction with the birth experiences which could ultimately
affect women’s future decisions for future pregnancy and childbirth [18].

Fear of childbirth could contribute to several unwanted effects on the mothers, her baby, and families
that may occur during ANC, labor delivery, and in postpartum periods that includes obstetrics
complications, operative vaginal delivery, increased anti-pain use in labor, abnormal labor, request for
cesarean section, postpartum depression, and impaired maternal-infant bond, risk of antenatal and
postnatal depression increased [5, 19-22]. The impact of maternal mental health disorders on women and
their children is significant. Stress and psychological problems during pregnancy have been associated
with preterm labour, poor infant outcome, greater cognitive, behavioral, and interpersonal problems in

young children. Similarly, postnatal psychological problems harm the woman, child, and family



relationship. The World Health Organization lists psychological illness as a significant indirect cause of
maternal death in the first year after birth [23]. In different research factors that contributes on FOC
were identified that include, maternal age, parity, gestational age, bad birth outcome, low education,
poor economic status, poor social support, instrumental and CS delivery, low self-esteem, and luck of
husband support was reported as factors leads to childbirth fear [1, 6, 7, 19, 24].

Different research suggests that psychosocial and psychological interventions, physical exercise,
therapeutic, setting standards prenatal screening tools undertaking information, antenatal education, and
communication programs to increase awareness of the women, husbands, health providers, and society
about childbirth fear necessary to solve and minimize the problem [25, 26]. In childbirth, give
explanations on childbirth process, women-centered care, take informed consent in the care given to
mothers, positive attitudes of health care providers towards women with childbirth fear reduces the level
of fear and negative childbirth outcome [27, 28].

Continuity of care models provides greater opportunities for midwives to develop relationships of trust
with women and thus provide more possibilities for women to express their fears. There is a need for
high quality and consistent information for women during pregnancy that will not trigger fear
particularly in first-time women, biofeedback, hypnosis, internet-based cognitive behavioral therapy are
effective treatments for fear of childbirth and also it has a good effect to strengthen women's self-
efficacy[25, 29].

Different countries implemented different interventions for improving childbirth experience based on
identified factors but the prevalence of its negative consequences still increasing worldwide. So the
situation should be investigated to design and implement appropriate intervention programs and provide
strategies to promote women’s health especially in a developing country like Ethiopia as there is no
enough study on psychological aspects of maternal care especially in fear of childbirth.

1.3. Significance of Study

Women with any degree of childbirth fear can be identified and prepared before or during pregnancy to
reduce their fear of childbirth, which can improve their childbirth experiences.

Identifying the causes of fear of childbirth can helps in the development of strategies for reducing
childbirth fear during perinatal period.

To improve the quality of maternity care by address the mother’s emotions, thought, and feeling during

pregnancy, childbirth, postpartum periods that can also fulfill the psychosocial needs of mothers.



Knowing its prevalence and its factors contributing to them helps the ministry of health, health care
institutions, health teaching institution, and Healthcare providers to give more focus on the issue and
integrate the assessment and treatment of FOC in the ANC and labor /delivery service

Addressing mothers psychosocial needs is also part of Midwifery care these strengthen mothers with a
care provider for continuity of care and positive health outcome

Uses as a reference to explore and understand more about others factors associated with it and its

negative implication for future researchers.



2. LITERATURE REVIEW
2.1. Fear of childbirth

Childbirth is a critical experience in the lives of most women, and it is considered a transition phase to
motherhood at physical, psychological, and social levels. Although safe birth care is provided in many
countries, childbirth may impose a heavy burden on some pregnant women [30]. Fear of childbirth is
commonly framed as a phenomenon within the domain of anxiety and clinical descriptions of childbirth
fear are often characterized by symptom expressions resembling those of various emotional disorders.
However, to our knowledge, findings relating childbirth fear to different parameters of anxiety have
never been structurally aggregated and evaluated, and little is known about the psychological
mechanisms underlying this problem [31]. The physiological aspects of fear and anxiety include
responses such as palpations, hyperventilation, and dizziness. In the conditioning theory of fear
acquisition, the distribution of human fear is not consistent within the theory and can be acquired by
three pathways, conditioning, vicarious exposure, and the transmission of information and instruction
[32].

2.2. Prevalence of fear of childbirth

A study of meta-analysis the prevalence of fear of childbirth in pregnant women found that 14%
worldwide, most of this study is done in developed countries including the USA, Europe, Scandinavia,
Asia, and Sweden. In Scandinavia, it accounts for 12%, in the rest of Europe, the prevalence is 8%,
Australian 23%, American 11%, and in Asian 25% [6]. In Sweden childbirth-related fear was three times
as common in foreign-born women as compared to Swedish women [33]. The study done in
Khorramabad showed that 80.8% prime-gravid women had fear of childbirth [34]. The study conducted
in Thailand Siriraj Hospital among pregnant women with no medical or obstetric problems, severe fear
of childbirth accounts 0.7% [19]. In a cross-sectional study in Ireland overall prevalence of severe and
high fear of childbirth was 5.3 and 36.7 percent respectively. Of them, around forty-three percent was
high FOC among nulliparous and 33.6 percent were in multiparous women [7] .In a study among Iranian
pregnant women around twenty percent of pregnant women develop moderate and six percent develop
severe fear of childbirth [35]. In developing countries, severe FOC accounts for eight percent [36]. In
Malawi, the prevalence of low degree fear of childbirth was 39 percent, moderate accounts forty-one
percent, and high fear of childbirth was twenty percent before delivery, low and moderate almost similar
prevalence but high FOC decreased by half after delivery. Both pregnant and postpartum women who

were illiterate five times more experience FOC and unemployed twelve times more develop moderate to
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high fear of childbirth [37]. From a study in Kenya Approximately 29.5% had low, 40.4% moderate,
22.1% high, and 8% severe fear of childbirth [36]. In a study of Arba-Minch Ethiopia, almost three-
fourth of the pregnant women are suffering from moderate to severe degrees of fear of childbirth [38].
2.3. Associated factors of Fear of childbirth

Fear of childbirth was a common feeling among pregnant women, severe forms could affect both the
mother’s and fetus’s well-being so identifying the risk factors helps realize early interventions and
treatment for mothers who are suffering from fear of childbirth [39]. A systematic review on fear of
childbirth report the causes and outcomes are grouped into population variables, mood-related factors,
and pregnancy and birth-related factors. Even though nulliparous and parous women have similar levels
of fear the factors may different that contribute to fear of birth, most contributing factors of FOC in

parous women were related to past pregnancy, labor, and delivery experiences [28].

2.3.1. Sociodemographic factors
Among the demographic variables asses in different studies; maternal age, marital status, income, and

educational status were each found to be associated with fear of childbirth, the higher socioeconomic
status and educational status the lower fear of childbirth [7, 40, 41]. In a study conducted in Malawi
among pregnant women, there was a significant positive association between fear of childbirth and low
educational attainment. women with low educational status were five times more experienced than
higher educated women and unemployed were twelve times experienced FOC than employed women
[37]. Also, another study described that age, income, and education are negatively related to fear of
childbirth [19, 40]. In a study of Kenya, pregnant women’s severe childbirth fear is highly associated
with marital status and literacy status [36]. In a study conducted Iranian there was no significant
association fear of childbirth with maternal age, educational level, employment status, but there was a
negative association between FOC and high family income [35].

2.3.2. Obstetrics related factors

Iranian study showed that women whose pregnancy was unwanted were developed a fear of childbirth
three times than that of women whose pregnancy was wanted, but gestational age and parity were not
significant factors [35]. Other studies showed that the majority of pregnant women had FOC related to a
traumatic birth, painful uterine contractions, instrumental delivery, and negative birth experience in a
previous pregnancy, history of abortion, and fear of pain [9, 40-43]. In Khorramabad showed that prime-
gravid contributes to the major factors of childbirth fear, especially not participating in childbirth

preparation education, choice of mode of delivery also another factor for the fear of childbirth [34]. A
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study reported in Thailand un-planned pregnancy significantly contributes to the occurrence of childbirth
fear [19]. In other studies also women who had unplanned pregnancy were about two times more likely
to have severe degree fear of childbirth compared with those with planned pregnancy, women with good
knowledge about childbirth and access to childbirth information were associated with a decreased
chance of developing a fear of birth, but gestational age was unrelated to fear of childbirth in contradict
with a study done in Turkey [21, 40, 44]. In an interview of women and midwives on fear of childbirth
key elements were identified in related women’s fear of childbirth of those fear of unexpected
complications and outcomes, injury to her-self and baby at the time of childbirth, labor pain, being
alone, lack of decision making, physical changes during birth and after birth and labour process were
reported [45]. In Kenya study report that fear of birth was more severe on prim gravida women than
multigravida, also women who had a regular ANC, having trust in healthcare providers, and physical
activity during pregnancy had less fear of childbirth as compared to women who do not have [36]. In a
study conducted Ethiopia unplanned pregnancy doubles the degree of childbirth fear as compared to
planned pregnancy and current pregnancy-related complications are six times more likely to develop
severe degree fear of childbirth than pregnancy with no problems, in contrast to these study women with
her pregnancy is planned she experience more fear of childbirth in comparison to women with
unplanned pregnancy [38, 46].

2.3.3. Social factors

From the study in Thailand lack of family support, lack of witness delivery also significantly contributes
to the occurrence of fear of birth [19]. In Iranian women, a study showed that childbirth fear was four
times in women who had no emotional support from their husband than women who get support from
their husbands [35]. In a study conducted China, there was a significant association between husbands’
support and a higher level of childbirth fear. In Ethiopia also women with poor social support twice
develop severe degree childbirth fear [38, 41].

In some study suggest that theory-based concepts for antenatal and intrapartum support of pregnant
women with high or severe childbirth fear which was piloted, tested, evaluated, and implemented within
the given healthcare system, competent health care provider that addresses pregnant women's fears, use
of a valid assessment tool to identify the level, cooperative local networks between different health care
providers to ensure timely and effective care for women with high or severe fear can decrease the
negative impact of fear of childbirth [13]. In different study showed that women who received continuity

of care from a known midwife during labour and birth with regards to information, participation in



decision making and perception of control gain relief from a fearful situation and perception of pain and
extended birth education can contribute to relived women from fear of childbirth [47, 48]. It is important
that the health care providers especially those directly involve in maternity care ANC, PNC, labor, and

delivery should give concern about screening and managing women having fear of childbirth.



2.4. Conceptual framework

Social factors
e Social support
e Husband
support

Biographical factors
e Maternal age
e Marital status
e Educational
status
e Monthly income
e Occupation

|

Fear of childbirth

Obstetrics factors

Gravidity /Parity
Gestational age

Pregnancy status

Number of conception
ANC follow up

Abortion

Episiotomy

Current pregnancy
complication(medical/obstet
ric)

Previous birth outcome and
obstetric complication
Previous mode of delivery
Preferred MOD for current
pregnancy

Figure 1.Conceptual framework includes dependent and independent variables after reviewing different

literatures.

This framework conceptualizes the relationship between fear of childbirth and socio demographic

factors, obstetrics factors and social factors were directly related to fear of childbirth [21, 38-41, 43, 44,

46, 49].




3. OBJECTIVE

3.1. General objective

To determine the prevalence of fear of childbirth and associated factors among pregnant women

attending ANC in selected Public Hospitals Addis Ababa Ethiopia, 2021.

3.2. Specific objectives

1. To determine the prevalence of fear of childbirth among pregnant women attending ANC in selected
Public Hospitals.

2. To identify factors associated with fear of childbirth among pregnant women attending ANC in
selected Public Hospitals.
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4. METHODS
4.1. Study design, study area, and period

An institution-based cross-sectional study was used to conduct from February 8 - March 8/2021, in
selected Public Hospitals in Addis Ababa.
Addis Ababa is the capital city of Ethiopia, which contains 13 government hospitals (5 federals, 6 under
Addis Ababa Health Bureau, one owned by the police force, and one owned by armed force) distributed
throughout ten sub-cities. All Hospitals provide antenatal care, labour and delivery services, and
postnatal care with free care service available during pregnancy up to six week of post-partum period.
Four hospitals selected using simple random sampling by lottery method from the list of thirteen
hospitals (Tikur Anbessa specialized Hospital, Minillikll Hospital, St. Peter specialized Hospital, and
Gandhi Memorial Hospitals) were selected for the study. Tikur Anbessa Specialized hospital the largest
referral and teaching hospital in Ethiopia and operated under the ministry of education of Ethiopia, St.
Peter specialized Hospital was the other referral and teaching hospital among those operated under the
federal ministry of health. However, Gandhi Memorial and Minillikll Hospitals were among the six
governmental referral hospitals that were managed under the Addis Ababa Administrative Health office.
4.2. Source population and Study population
4.2.1. Source population
All pregnant women attending ANC in selected public Hospitals Addis Ababa, Ethiopia.
4.2.2. Study population
Sampled pregnant women attending antenatal care at study facilities at the time of data collection and
fulfilled the inclusion criteria.
4.3. Inclusion and Exclusion criteria

Inclusion Criteria
Pregnant women who attending ANC service in public Hospitals and available at the time of data
collection
Exclusion criteria

Women in emergency conditions either medical or pregnancy-related complications that affect the
women's ability to give consent and respond to the questions.
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4.4. Sample size determination

Sample size for the first objective was calculated using single population proportion formula;

_ z&,p(1-p)

= pp

The assumptions used were: Z=standard normal distribution curve value for the 95% with a confidence
interval (1.96)

n

d - Marginal error of 5%,

p — Proportion

n - Sample size
The prevalence of fear of childbirth was taken from a previous similar study to calculate the sample size
and to get maximum sample size prevalence of moderate fear of childbirth (0.398) was taken [38]. The
sample size taken from the second objective (risk factors) was less than the sample size from that of the
first objective (prevalence of fear of childbirth) then the final sample size was (table 1).

_(1.96)2%0.398(1—0.398)
- (0.05)2

= 368 = by adding 10% nonresponse rate the final sample size was405.

Table 1Calculated sample size for associated factors of fear of childbirth, using Ep-info version 7.2.2.2

Factors of FOC  Ratio(Unexposed/  %Exposed OR Power CI Sample Reference
Exposed) with size
Outcome
Pregnancy 1:1 25 6.24 80 95 120 [38]
complication
Iliterate 1:1 21 5 80 95 164 [37]
Unemployment  1:1 40 12.6 80 95 54 [37]
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4.5. Sampling procedures

Thirteen public hospitals provide Antenatal care, labour and delivery services, and postnatal care in the
study area; of them four hospitals namely; Tikur Anbessa, Minelik II, Gandhi, and St. Peter hospitals
were selected randomly using the lottery method from the total list. To select 405 pregnant women
attending ANC from the total four selected public hospitals first all selected hospitals are listed down
with their respective average number of pregnant women attending ANC with three-month report data
are taken from each hospitals, and then the number of pregnant women in each hospital was
proportionally allocated to sample size, then finally the study participants for each hospital will be
selected and interviewee using systematic random sampling in every k™ interval of each respective
hospitals until the required sample size achieved. The total sample size (405) was allocated

proportionally for the four public hospitals based on the three-month average number of pregnant

women attending ANC service in each hospital= "/

, and Interval size; kj = N?jwhere; nj = the sample

size of the jth hospital, Nj = was population size of the jth hospital, n= 405 the total sample size from the
selected Hospitals. N=2050, total source population size from four hospitals (got from Health
management information system report) K=2050/405=5 (Figure 2).
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Thirteen Addis Ababa Public Hospitals

Four ppblic hospitals selected randomly by the Lottery mgthod

A\ /4 A\/2 \
Minelik 11 SPSH GMH TASH
N of N of N of N of
ANC =350 ANC=300 ANC=650 ANC=750
- ample size proportional allocation to each Hospigal
n=69 -
n=59 n=129 n=148

Systematic random sa select study participant (k=5)

Total sample size (n) =405

Figure2.Schematic representation of the sampling procedure to select study participants from Addis
Ababa public hospitals, 2021
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4.6. Variables of the study

Dependent variables

>

fear of childbirth

Independent variables

YV V.V V V V V V V VYV V YV V. V V V

Y VY

Socio demographic
Age
Marital status
Educational status
Occupation
Income
Obstetric related
Gravidity/Parity
Previous mode of delivery
History of episiotomy
Previous birth outcome and obstetric complication
History of abortion
Gestational age
Number of conception
Pregnancy status
ANC follow up
Mode of delivery preference
Current pregnancy complication(obstetric/medical)
Social factors
Husband support

Social support
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4.7. Conceptual and operational definitions

Fear of childbirth is a statement regarding the intensity of emotions and the magnitude of cognition
about birth, it also operationalized by the cognitive appraisal of the delivery. Wijma Delivery
Expectation/Experience Questionnaire (W-DEQ); It was developed by Wijma and his colleague to
measure a construct of fear related to childbirth during pregnancy and after delivery by asking the
woman about her expectancies before (version A) and experiences after (version B) childbirth,
respectively [50].

Degree of childbirth fear is operationalized as

W-DEQ sum score < 38=Low degree fear

W-DEQ of 38-65.9 =Moderate degree fear; W-DEQ of 66-84.9=High degree fear ; W-DEQ> 85=
Severe degree fear of childbirth[51].

Oslo social support scale: is a three-item question which was used to assess psychosocial distress, the
first item were score out of four and the 2™ and 3" item were score out of five. The total sum ranges
from 3 to 14 interpreted as a score of 3-8 (poor), 9-11 (moderate), 12-14 (strong) [52].

4.8. Data collection tools /measurements and procedure

Data were collected using structured and pretested questionnaires from participants. Questionnaires used
to assess socio-demographic characteristics, obstetric characteristics; social support and childbirth were
adapted from reviewing different literatures [37, 38].

Social support was assessed using Oslo social support scale: a three-item question used to assess
psychosocial distress, the sum ranges from 3 to 14. It was developed and validated in different research
to assess level of social support [52].

FOC was assessed using Wijma Delivery Expectation/Experience Questionnaire version A. This 33-item
rating scale has a 6-point Likert scale as a response format, ranging from not at all = 0 to extremely =5,
and internal consistency, and split-half reliability of the W-DEQ was checked and the Cronbach's alpha
score was 0.93 done in the developmental process [50]. The questionnaire was first prepared in the
English language and translated into Amharic version for interview. Face-to-face interview techniques

were used to collect data from pregnant women after they completed their daily ANC service.
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4.9. Data quality control

To check the accuracy and its consistency pretest was done on 5% of the total sample size of pregnant
women attending ANC in other public Hospital before the actual study period from Feb1-3/2021. Four
diploma midwives participated in the data collection after one day of training was given on the
objective, relevance of the study, confidentiality of information, respondent's right, and informed
consent. The principal investigator and the supervisor were made frequent checks on the data collection
process to ensure the completeness and consistency of the gathered information and errors found during

the process were corrected.

4.10. Data processing and analysis
After checking the collected data for its completeness and accuracy code was given to the questionnaire,

and then data entered using Epi-data-4.6statistical software and analyzed using SPSS-25 statistical
packages. Data cleaning was performed to check for accuracy, consistencies, missed values, and
variables to fix errors. Data were re-coded and computed to found the prevalence and finally re-
categorized the four categories of FOC into two. The W-DEQ A was treated as a categorical variable
(less than 38, 38-65.9, 66-84.9, 85and above). Binary logistic regression was used to find out the
association between the explanatory and outcome variable P value less than 0.25 in binary logistic
regression were considered for multivariate logistic regression.P-value less than 0.05 were considered
statistically significant. The model goodness of fit was tested using Hosmer and Lemeshow test which
was 0.86.

4.11. Ethical Consideration

Ethical clearance was obtained from the Institutional Review Board AAU college of Health science and
from Addis Ababa Public Health Research and Emergency management directorate then a support letter
was obtained from the Addis Ababa health bureau administration for each selected Hospital. The
objective and importance of the study were explained to the study participants then data were collected
only after full informed verbal and written consent was obtained. Confidentiality of the information was
maintained by anonymous in the interview.

4.12. Dissemination of Results
First, the result of this study will be presented to AAU College of health science school of nursing and

midwifery department of midwifery then the report paper will be disseminated to the ministry of health,
Addis Ababa Public Health Research and Emergency management directorate, and Hospitals.

Publication and online dissemination will be considered.
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5. RESULTS

5.1. Socio-demographic characteristics of pregnant women of prevalence of fear of childbirth and
associated factors
A total of 400 women participated in the survey, with a response rate of 98.8%. A large number of the
178 (44.5 percent) respondents were between the ages of 26 and 33, with a mean age of 28 £6SD years.
The majority 352 (88%) of them were married or living together, participants with the secondary
education accounted for 141 (35.2%) while college and higher education accounted for 152 (38%) of the
total, respectively. Of the total respondents, more than a quarter (29%), were self-employed while 171
(47.75%) were employed by the government. The respondents’ average monthly income was 3692.75
Ethiopia birr (Table 2).

Table2.Socio demographic characteristics of pregnant women attending ANC in selected Public
Hospitals Addis Ababa Ethiopia, 2021(n=405).

Variables Category Frequency Percentage (%)
Age 18-25 152 38.0
26-33 178 44.5
34-41 55 13.75
42-49 15 3.75
Marital status Single 30 7.5
Married/live 352 88.0
together
Divorced 10 2.5
Widowed 8 2.0
Educational status no formal 23 5.8
education
primary (1-8) 84 21.0
secondary(9-12) 141 35.2
college and above 152 38.0
Occupation House wife 74 18.5
self employed 191 47.75
Government 116 29.0
daily laborer 19 4.75
Monthly income 1650 and less 76 19.0
1651-5250 256 64.0
5251-10900 58 14.5
10901 and above 10 2.5
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5.2. Obstetric characteristics of the respondents

Among 400 respondents 50.7% and 49.3 % were primigravida and multigravida respectively. Twenty-
five percent were prim parous from that29.8 % were delivered by SVD in the previous childbirth.
22(5.5%) had a stillbirth, 61(15.3%) had obstetric complications in the previous pregnancy and
childbirth. The majority were had singletons pregnancy 372(93.0%), planned pregnancy 341(85.3%),
had regular Antenatal care follow up 375(93.8%), and 84.5% preferred vaginal delivery. 65(16.3%) had
pregnancy-related complications and 42(10.5%) had medical illness/chronic disease. Majority of
participant were got support from her husband during pregnancy (Table3).
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Table 3.0Obstetric characteristics of pregnant women attending ANC in selected Public Hospitals Addis
Ababa Ethiopia, 2021(n=405).

Variables Category Frequency Percentage
(%)
Gravida Primi- 203 50.7
gravida
multi 197 49.3
gravida
Parity nulli-parous 23 5.8
primi- 102 25.5
parous
multi- 72 18.0
parous
Previous mode of delivery SVD 119 29.8
Instrument 23 5.7
CS 32 8.0
Episiotomy in previous delivery Yes 91 22.8
No 83 20.8
Outcome of previous childbirth Alive 152 38.0
still birth 22 55
History of abortion Yes 73 18.3
No 124 31.0
Complication in previous pregnancy/childbirth  Yes 61 15.3
No 136 34.0
Gestational age <14 weeks 72 18.0
14-26weeks 170 42.5
> 26 weeks 158 39.5
Number of conception in current pregnancy single 372 93.0
Multiple 28 7.0
Current pregnancy status Planned 341 85.3
Un planned 59 14.8
ANC follow up for the current pregnancy Yes 375 93.8
No 25 6.3
Mode of delivery preference of the current SVD 338 84.5
pregnancy CS 62 155
Pregnancy related complication during current Yes 65 16.3
pregnancy No 335 83.8
Had medical problems in the current pregnancy  Yes 42 10.5
No 358 89.5
Had got support from your husband Yes 340 85.0
No 60 15.0
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5.3. Social support of the respondents
The respondents' social support based on Oslo social support scale, with poor social support scoring 123
(30.8%), moderate social support 184 (46%) and strong social support scoring 93 (23.2%) (Figure3).

50.00%
45.00%
40.00%
35.00%
30.00% -
25.00% -
20.00% -
15.00% -
10.00% -
5.00% -
0.00% -

46

30.8

poor social support moderate social strong social
support support

Figure 3 Social support among pregnant women attending ANC in selected Public Hospitals Addis
Ababa Ethiopia, 2021(n=405).
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5.4. Prevalence of Fear of childbirth
Of the total respondents, 111 pregnant women scored WDEQA less than 38, indicating a prevalence of

27.7% with low degree fear of childbirth, 176 pregnant women scored WDEQA 38-65.9, indicating a
prevalence of 44 percent with moderate FOC, 68 pregnant women scored W-DEQA 66-84.9, indicating
a prevalence of 17.0 percent high FOC, and 45 respondents scored W-DEQA 85 and above, indicating a
prevalence of 11.3 percent with severe FOC. The mean fear of childbirth score was 54, with a standard
deviation of 23.2. The minimum and maximum scores were 19 and 135 points, respectively (Figure4).

= [ow degree FOC
® moderate degree FOC
= high degree FOC

m sever degree FOC

Figure4.Prevalence of fear of childbirth among pregnant women attending ANC in selected Public
Hospitals Addis Ababa Ethiopia, 2021(n=405).
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5.5. Factors associated with fear of childbirth

To compute binary logistic regression the four categories of fear of childbirth were recoded into two
categories. Low and moderate fear of childbirth was recoded into a new category of no fear of childbirth
and high and severe fear of childbirth recoded into fear of childbirth. In bivariate analysis showed
educational status, number of previous birth (parity), previous mode of delivery, outcome of previous
childbirth, obstetric complication in the previous pregnancy and childbirth, gestational age (in weeks),
current number of conception, current pregnancy status, preferred mode of delivery for the current
pregnancy, pregnancy-related complication in the current pregnancy, medical illness/chronic disease in
the current pregnancy, husband support were factors associated with fear of childbirth (p-value less than
0.25) and added to multivariable logistic regression analysis. In multivariable logistic regressions
educational status, obstetric complication in the previous pregnancy and childbirth, mode of delivery
preference, and had medical illness/chronic disease were significantly associated with FOC (p-value less
than 0.05). The result showed that pregnant women who had no formal education were five times more
likely to have fear of childbirth as compared with women who had educational attainment (AOR=5,
95%Cl: (1.4-18.2) (p=0.02). Pregnant women who had obstetrical problems in the previous pregnancy
and childbirth were three times more likely develop FOC as compared to pregnant women who had no
problems (AOR=3,95%CI:(1.14-7.82) (p=0.025). Pregnant women who preferred CS for the current
pregnancy mode of delivery, the degree of fear increased three times as compared to women whose
preference is SVD as the mode of delivery (AOR=3,95% CI:(1.02-9.03) (p=0.045). The other variable
that was found to have significant association were medical illness in the current pregnancy, pregnant
women who had a medical problem FOC three time more as compared to having no medical
illness(AOR=3.6,95% CI (1.2-10.95)(p=0.02) (Table4).
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Table4.Bivariate and multivariate logistic regression for factors associated with fear of childbirth

(n=405).
Fear of childbirth
Variables Category Yes (n, %) No (n, %) COR 95%ClI AOR 95%ClI P value
Education No formal 12(52.2%) 11(47.8%) 3(1.27-6.97)*  5(1.375- 0.02
Educational 18.154)**
Had formal 101(26.8%)  276(73.2%) 1 1
education
Null parous 11(47.8%) 12(52.2%) 2.55(0.97-6.75)* 1.5(0.64-3.48) 0.35
Parity
Multi parous 45(26%) 129(74%) 1 1
Previous MOD  SVD 22(18.5%) 97(81.5%) 1 L
Instrumental 11(47.8%) 12(52.2%) 4(1.56-10.35)*  1.65(0.5-5.5) 0.42
CS 12(37.5%) 20(62.5%) 2.6(1.13-6.2)*  1.4(0.4-4.7) 0.6
Birth out come Alive 33(21.7%) 119(78.3%) 1 1
Still birth 12(54.5%) 10(45.5%) 4(1.7-11)* 2(0.67-6.0) 0.21
Obstetric Yes 28(45.9%) 33(54.1%) 3.3(1.7-6.3)* 3(1.14-7.82)** 0.025
complication in
previous childbirth  No 28(20.6%) 108(79.4%) 1 1
GA <14 weeks 16(22.2%) 56(77.8%) 0.57(0.3-1.08)* 1.3(0.38-4.9) 0.62
14-26weeks 44(25.9%) 126(74.1%)  0.7(0.43-1.1)*  1.2(0.35-4.4) 0.72
> 26 weeks 53(33.5%) 105(66.5%) 1 1
Number of Single 96(25.8%) 276(74.2%) 1 1
conception
Multiple 17(60.7%) 11(39.3%) 4(2.0-9.8)* 2(0.56-7.04) 0.23
Pregnancy status Planned 76(22.3%) 265(77.7%) 1 1
Not planned 37(62.7%) 22(37.3%) 5.8(3.3-10.54)* 1.67(0.48-5.82) 0.42
MOD preference SVD 76(22.5%) 262(77.5%) 1 1
CS 37(59.7%) 25(40.3%) 5.1(2.9-9.0)* 3(1.02-9.03)**  0.045
Pregnancy  related Yes 31(47.7%) 34(52.3%) 2.8(1.63-4.9)* 2(0.6-6.9) 0.193
complication  during
this pregnancy No 82(24.5%) 253(75.5%) 1 1
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Had medical illness ~ Yes 18(42.9%)  24(57.1%)  2.1(1.08-3.4)*

No 95(26.5%) 263(73.5%) 1
Had got husband Yes 91(26.8%) 249(73.2%) 1
support
No 22(36.7%) 38(63.3%) 1.6(0.89-2.8)*

3.6(1.2-11)**
1
1

1.2(0.32-4.42)

0.02

0.78

Keys:* p value < 0.25 in bivariate, ** p < 0.05 in multivariate, 1=Reference
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6. DISCUSSIONS

From this study, it was observed that the prevalence of low degree, moderate, high, and severe fear of
childbirth among pregnant women attending ANC in public hospitals were (27.8%), (44.0%), (17.0%),
and (11.3%) respectively, and the overall prevalence of FOC was 28.2 %. This finding is two times
higher than the prevalence of FOC worldwide (14%). It was also higher than that of Scandinavia (12%),
Europe (8%), Australia (23%), American (11%), and Asia (25%) [6]. This difference might be the
differences in a care given for psychosocial needs of maternal care between developed and
underdeveloped countries. This finding is similar to the study done in Kenya and Malawi [14, 36]. In
this study the prevalence of severe fear of childbirth was different from the prevalence from a study in
Thailand of low 18.5%, moderate 64.9%, high 16.1%, and severe 0.7%, this difference may be due to
difference in the selection of study participants and sample size differences [19]. Other studies using W-
DEQA >85 reported a prevalence of severe childbirth fear was 5.3 percent and high FOC was 36.7
percent in Ireland, and Norway [7, 42]. In the Italian survey the overall prevalence was 20-25% and
severe fear of childbirth approximately 6-10% similar to this study but used different W-DEQA cut off
point and more than half of the study participant have had a high level of education and the majority of
women did not show any complications [53]. In the Iran study, the mean W-DEQ score was
67.6£23.5,moderate 19.6% (W-DEQA score > 85), and severe 6.1% (mean W-DEQA score > 100) fear
of childbirth [35]. This low prevalence as compared to in the current study may be due to a difference in
cutoff point in the W-DEQA score. In Slovenia pregnant women fear of childbirth was found low 22%,
moderate 53.4%, high 23.1%, and pathological fear (sever) in 1.6% of respondents [9]. In this study
severe fear of childbirth (11.3%) that requires clinical treatment a much higher, this difference may be
due to the Slovenia study the data were collected after parenting and childbirth classes were given on the
progress of labor. The finding of moderate fear of childbirth is similar with the study done in Arbaminch
but the high and severe degree of fear of childbirth was low as compared to the prevalence of high
(25.3%) and severe (24.5%) fear of childbirth study done in Arbaminch and higher in low fear of
childbirth 10.3% [38]. Those levels of variation may be attributed due to the variation among the study
area, level of education, and higher utilization of ANC service in this study area.

In this study, FOC was significantly higher among pregnant women who had no formal education
(AOR=5 CI (1.37-18.15) (P=0.02) than pregnant women of formal educational attainment. This finding
was consistent with the study done in Malawi (AOR=5.0, CI (1.2- 20.2) p= 0.03) and Kenya [14, 36].

This finding is inconsistent with a study in china; higher education level was a significant determinant of
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FOC [30]. This might well-educated nulliparous women were used to planning and structuring their
lives in detail. They often believe that everything can be controlled. But, childbirth is an uncontrollable
event in many respects, such as the length of labor, degree of pain, and change in body shape. In other
studies, the socio-demographic variables including maternal age, marital status, income, and education
were each found no significant association with fear of childbirth (p>0.05) [35, 37, 40].

In this study previous obstetric complications were significantly associated with fear of childbirth with
AOR=3, 95% CI (1.14-7.82) P=0.025, this is inconsistent with Norway study AOR=7.6, CI (3.8-15.2)
[42]. The differences might be due to differences in sample size, gestational age, and data collection
tools. In other studies, unplanned pregnancy, current pregnancy-related complications, instrumental
delivery, GA, number of gravida, ANC follow up, poor social support were factors significantly
associated with fear of childbirth [35, 36, 40]. This study did not find a significant association between
these variables and fear of childbirth (p>0.05).

Further, according to the findings of this study preference of CS for MOD of the current pregnancy
significantly associated with FOC, three times susceptible as compared to vaginal delivery(AOR=
3.635,95% CI (1.02-9.03) P=0.045, this also similar to other study done in Norway (AOR 4.6, 95 % ClI
2.9-7.3) [42]. In the Iranian study, mode of delivery preference was also significantly associated with
fear of childbirth (p < 0.032) [35]. In other studies similar to this study there was a significant
relationship between fear of childbirth and cesarean birth for preferred mode of delivery (P < 0.01), and
it showed that most of the participants choose vaginal delivery [9]. This study in contrast with a study
done in Khorramabad health center Iran prim-gravid women indicated that the fear of childbirth among
women who preferred vaginal delivery was 6.6 times more than that of those who preferred cesarean-
section [34]. This might suggest that these mothers consider cesarean delivery as painless childbirth and
safe for their child especially those who had information on negative experience of others on childbirth.
The other variables significantly associated variable was pregnant women who had medical illness three
times more developed fear than had no illness AOR=3.6 (1.23-10.95) p=0.02. In this study
medical/chronic illness is less significant as compared with a study done in Arbaminch AOR= 6.24
(2.72, 14.29) [38]. This difference may due to differences in accessibility of different health care
facilities. However this finding contradicted with a similar study done in Sakarya University education
and research hospital (Turkey), there was a significant association between pregnant women those with
no medical or chronic disease, and fear of childbirth(p <0.001) [54]. This might be due to differences in

time of data collection, awareness of participants, and study setting.
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7. STRENGTH AND LIMITATION

This facility-based survey was the first to assess the prevalence of fear of childbirth and associated
factors among pregnant women attending antenatal care in the study area. However, the findings of this
study could only be generalized to this cohort of pregnant women in the study area. The questionnaires
used in this study were based on the W-DEQA, a validated and widely used measure of fear of childbirth
that has been used by a variety of researchers [38, 50, 51]. In this cross-sectional study, we can infer
association but we cannot infer causation. Different researchers used different cut-off points to classify
the degree of fear of childbirth, which may explain the disparity in FOC prevalence.

8. CONCLUSION AND RECOMMENDATION

8.1. Conclusion

Fear of childbirth is prevalent in the study setting. Fear of childbirth was linked to educational
attainment, previous obstetric problems, medical illness, and mode of delivery preference. Based on a
cut-off value of high and extreme fear of childbirth, the women were classified as having fear of
childbirth. This group included 28.2 percent of all women with FOC. Early identification of women at
risk of childbirth anxiety is clinically significant in the study setting to improve women's health care

during pregnancy and after delivery.

8.2. Recommendations
Health facilities: Pregnant mothers who have had prior obstetric problems should receive psychosocial

support counseling from health facilities during ANC visits.

Women should be given emotional support, and complications that arise during childbirth should be
treated with evidence-based methods.

Give special attention to all pregnant women with negative experiences of previous pregnancies and
childbirth. Childbirth education, pain relief information, and social support information should all be
available for women attending ANC follow-up.

Higher education Institutions: As part of ANC, educational institutions should pay special attention to
the psychosocial needs of pregnant women and prepare instruction for health care providers in
coordination with the Ministry of Health.

Researchers: A qualitative study is also required to better understand women's perspectives toward
childbirth fear, especially among mothers who had a pregnancy-related complication and had no

educational attainment.
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10. APPENDEX

10.1. Annex A: English Information Sheet
Good morning/ afternoon

My name is ___ | am working as a data collector on behalf of Abebe Tibebe who is currently a
postgraduate student on Maternity and Reproductive health at AAU, College of Health Sciences, School
of nursing and midwifery, Department of Midwifery. | kindly request you to give me your attention to
explain you about the study and be selected as the study participant.

Objective of this study was to assess prevalence and associated factors of FOC among pregnant women
attending ANC in selected public hospitals Addis Ababa, Ethiopia 2021.

Procedure and duration: | will ask you questionnaire that are prepared by investigator all questions of
which are to be answered by you while I am interviewing you. The interview will take around 30-45
minutes for each participant, so | kindly request you to give me this precious time for the interview.
Risks and benefits: there is no any risk to participate in this study but only taking few minutes from
your time. There is no payment in the participation but the findings from this research will give
important information for the hospital, ministry of health, for health planners and improve quality
maternity care.

Confidentiality and rights: Information that you will give will be put confidentially, no information
identify you’re in particular identity. Have the right to participate or not in this study, participation for
this study is fully voluntary, have the right to withdraw from the study at any time or you do have the
right to not respond any question that you don’t want to answer.

Contact address: If you have any questions or idea any time about the survey and way of participation,
you can contact by the following address.

Investigator name: Abebe Tibebe, Address +251923163988; abebetibebe00@gmail.com
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10.2. Annexes B: Informed Consent

| herewith declare that:

The objectives of this study and the contents of the consent were explained and clearly verified to me to
participate in the study.

| understand that participation in this study will be completely voluntary and that should be withdraw at
any time without supplying reasons. | agree to participate in this study to be interviewed, provided my
privacy is guaranteed.

Signature of the participant date

Signature of the interviewer date
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10.3. Annex C: English version questionnaire
No. Part I Socio demographic Response Skip
characteristics
101 How old are you in (years)? | .......
102 What is your marital status? 1. Single
2.Married /live together
3. Divorced
4. Separated
103 What is your educational status? 1.No formal education
2. Primary school(1-8)
3. Secondary school(9-
12)
4. College and above
104
1. House wife
. . 2. Self-employed
What is your occupational status? 3. Government-employed
4. Daily laborer
5. Others specify...
105 What is your monthly average income
in Ethiopian birr?
2 Part Il Obstetrical characteristics of
the study participants
201 Your number of pregnancy 1. Prim gravida If answer is
2. Multi gravida 1 Skip to
' Q209
202 What is the number of your previous 1. Nulliparous
birth (parity)? 2. Prim parous
3. Multi parous
203 What was your previous mode of 1.SvD
delivery? 2.Instrumental delivery
3.CIS
204 Have perineal cut (episiotomy) on 1.Yes
your previous delivery? 2.No
205 Outcome of previous childbirth 1. Alive
2.Still birth
206 Did you have history of abortion? ;\I\Gce)s
207 Did you have obstetric complication 1 Yes
in your previous pregnancy and 2.No
childbirth? '
208 1.Bleeding
2.Prolonged labor
If yes for Question 207 which one? 3.Pregnancy induced
hypertension
4.All
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5. Others specify......
209 Gestational age (in weeks) 1.less than 24 week
2.24-26 weeks
3. above 26 weeks
210 Currently number of conception 1. Single pregnancy
2.Multiple pregnancy
211 Current pregnancy status? 1. Planned
2. Not planned
212 Do you have regular ANC follow up 1. Yes
for the current pregnancy? 2. No
213 Preferred mode of delivery of the current 1. Vaginal delivery
pregnancy 2. Caesarean delivery
214 Do you have pregnancy related | 1.Yes
complication during this pregnancy? 2.No
215 1.vaginal bleeding
2.HEG
If yes for Q 214 which one 3.PIH
4.All
5. Others specify......
216 Did you have known medical illness
. . . 1.Yes
/chronic  disease in the current 2 No
pregnancy '
217 1. Heart disease
2. HIV
If yes for q no 216 which one? 3.DM
4. HTN
5. Others ...specify
218 Have you got support from your 1y
husband? - YES
2.No
Part I11. social support questioner
301 How many people are so close to you 1.None
that you can count on them if you 2.1-2
have great personal problems? 3.3-5
4.>5
302 1.None
How much interest and concern do 2.Little
people show in what you do? 3.Uncertain
4.Some
5.A lot
303 1.Very difficult
How easy is it to get practical help 2.Difficult
from neighbors if you should need it? 3.possible
4. Easy
5.Very easy

Part IV Questions to assess childbirth fear using WDEQ
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Instruction ; The questionnaire about feelings and thoughts women may have at the prospect of labor and
delivery. The answers to each question appear as a scale from 1 to 6. The outermost answers (1 and 6
respectively) correspond to the opposite extremes of a certain feeling or thought. .

s/no 1/ extremely 2 3 415 |6/
I. How do you think | 1. | extremely Fantastic 2 3 415 | Not atall
your labor and fantastic
delivery will turn out
as a whole? 2 | extremely frightful 2 3 4 |5 | Not At All
frightful
I1. How do you think | 3. | extremely Lonely 2 3 4 |5 | Notat all lonely
you will feel in
general during the "4 ™| "extremely Strong 2 3 4[5 | Notatall strong
labor and delivery? "5 ™ "gxremely Confident 2 3 415 | Notatall
confident
6. | extremely Afraid 2 3 4 |5 | Not afraid at all
7. | extremely deserted 2 3 4 |5 | Not at all deserted
8. | Extremely weak 2 3 4 |5 | Not Weak at all
9. | Extremely 2 3 4 |5 | Not at all safe
safe/protected
10. | Extremely independent | 2 3 415 | Notatall
independent
11. | Extremely 2 3 4 |5 | Not miserable at
desolate/miserable all
12. | Extremely tense / 2 3 4 |5 | Not Nervous at all
nervous
13. | Extremely glad 2 3 4|15 | Notatall glad
14. | Extremely proud 2 3 415 | Notat all proud
15. | Extremely Abandoned |2 3 415 | Not atall
abandoned
16. | Extremely composed 2 3 415 | Notatall
composed
17. | Extremely relaxed 2 3 4 |15 | Notat all relaxed
18. | Extremely happy 2 3 4 |5 | Not at all happy
I11.How do you think | 19. | Extremely panic 2 3 4 |5 | Not panic at all
you will feel during [frightened
the labor and the
delivery?
20. | Extremely hopelessness | 2 3 4 |5 | Not hopeless at all
21. | Extremely longing for 2 3 4 |5 | No longing at all
the child
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22. | Extreme self —confident | 2 3 No self confident
at all
23 | extremely trust 2 3 No trust at all
24 | Extreme pain 2 3 No pain at all
IV. What do you 25 | I will behave extremely | 2 3 I will not behave
think will happen badly/ act awfully badly/ act awfully
when labor is most 26 | 1 will dare to totally 2 3 I will not dare to
intense surrender control to my totally surrender
body control to my
body at all
27 | 1 will totally lose control | 2 3 I will not totally
of myself lose control of
myself
V.How do you 28. | Extremely funny/ joyful | 2 3 No joyful at all
imagine it will feel
the very moment you
deliver the baby?
29 | Extremely natural 2 3 no natural at all
30. | Extremely self-evident | 2 3 No self-evident at
all
31 | Extremely dangerous 2 3 Not at all
dangerous
VI. Have you, during | 32 | ...fantasies that your 1/Never 5 | Very often
the last month, had child will die during
fantasies about the labour/delivery
labor and delivery, 33 | ...fantasies that your Never 5 | Very Often
for example child will be injured
during labor/delivery
Thank You
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10.4. Annex D: Amharic information sheet
Pan/B dD(\eh, g

MmS 2AMAT hag, ANAALT A% PaRZE ANAN, APIILUTY aBZ8 PFRANAND- ANN HNNN
AN ANN RLACAE PUATRTALTIN NAEE PICATD ATTLEPLLL FTINUCT NEAIPEULINCS +T0L
PAINTCN FIRUCHTFOT ATIMTPP PARARLP FU4FDT ATHIET AT8LETFE AU PACKPT
Fa9% RS 5 PUPT FNNC AP PEPE ADAN ATLAIAT:

9499: Y ®FF N+AZM- PUHN PATHAT @Am P2L oA L ATANNN NThF+A 18AMC
AFT AR POAL&CYF AT AJASK PN T ATIDS £48 HY L P+HIE TmiE

A B AT PTR4EM 747 BU aMEd 0 Pht+m Pg+T +AFL 1&AM-C 05T TMUNEB-NT-

UHNNULPFE PACTIHT AT DAL ao/BF UNLP ACSF AT8.U-9° AF NAPm-AL JC +PRH PATY
&¢4-F PABAN MPEPT AAt:: ACNPI® AHU BFF NA +a0/Mm. €205 NP PATMLE N30-45
PP NATLET 2UTT ML LHPTT ATL+NNGT NFUTT AMEPAL:

284 PPIE NHGH AL NAPA+EP goYID K LYF 1B  ALCANTID: eM+E PLPY M&EIOIR NH U M+
AR NAA+E APTT BFAA: NUPIIR 97 Pmgh @Mt ML PATHT UNIRT Mkt ATMARA
AGRLE T PIATIAN:

PPNMLPrEE N BT AR PAUTTM o8 Na™A PAMERTF PHMNS 1M PACAPID aolF

N&LA NACAP NI° B¢, NNE +LLT LPaOM4\;;

10.5. Annex E: Amharic consent form

PNIPIRIT ML I76h SR
NAL P+mMerTT NAA +LEFAL: NHU mTT AR PIRAHL M NA™h &PLATT Ja-: ATLHIILT

NPT PIRAM@ ARAN AAA ATHTTR AD- ALAMID AT8 R NAL T Y7F ATRTID ARIAGIR: NALPITR
NPG+H AL ATPA+E &5 17

+AFLD &P LG NP L

PHAFLM 4L

$A COML&T PLLIM- NAT™P 4L

$A MES P+HLLINF 7.
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10.6.

Annex F; Amharic version questionnaire

AMPLRPERMAN NhPMMFAT LT PANNPAD MLt ne ...
+.¢ AGA 1L.TUNER-NI-UHNNULPT AN ANL/
&
101 ALMPTE AT 102
102 PINFULr 2127 102 1. LA
2. P+ | A NPT 54
3.0 +F
4. NPFHP+AP/+ALLTA
103 PTIUCT £8P NYF 1?2 1. 2N F9YCHF PATR
2. panpan/pp/ 5 (1-8)
3. PATELRLE (9-12)
4. PABART hHNAL
104 NP IoLLT 10-? 1. PN+ ACPNF
2. P94 tPme
3.0 YINFAL+E
4.0%10L+E 5.
AANA(RTIAR).......
105 N@OCP, P FHINICYLUAID-NA TS PNC | NDC-------- NC
+.% Il PATTFPPACTIHTAT DAL 4N
201 2U ACTIHST N IHEP 1@ 1.eangan/p A
2. LATE AT hHNAL 1hPy
m.420
9
2448,
202 ANN ALY AT 910 @ALM- YNC? 1. goyg®
(PRI IC N 28 ATRTTNAR) 2. A2
3. 'ATATNHNAL
203 N7 NETF NI INC POAST ? 1. N 9om
2. NAACLFIH 3. NATALNT
204 ADAS. NATPT +Pd /NtT/ +RCIM 1. AP
1NC ? 2. hAteshgm
205 PrOALM U9Y Ui 1. NY®F PA
2. 9oF% P+MAL
206 NHU N+ MCE INCPH? 1. AP
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2. PAFgD

207 NHU N&F NINM. ACTIHT ATDAL 1H 1. AP
FoIC 1P+ INC 2. RAINZI™
208 1. LgRangAf
2. NHEAATTRHM
AMPE 207 AANP AP hUPY PHEF 3.NACIHTIC
+PLHPARM LRI T
4, AT9R 5. AANALIAS . ..
209 PHU ACTHT 0L AT (NATPYFT) 1. h 14 APPYFNFF
2. N14-26 490
3. N 26 APTTNAL
210 N7 AS 10, P27 / NTRURTP PAML 1. AL
PN NHE 2. LATATHhHNAL
211 AP LMNT 10 PLTHF? 1. A9
2. h2LA9D
212 $MCPT MNP@ PACTIHT ATTA APELT 1. AP
1M.? 2. h2LA9D
213 PADMAE AP L IOLERP Ok T, 1. NEYRKT AgeM ADMAL
2. NATSHAT
214 NHU ACIHST JC +PLH Papm Fejc/yangn 1. AP
AANPT [RIDIOP F4? 2. PANTg™
215 1.89® dn&eAN
2.nNg eUy PaQ PR Fmhn+
AP 214 ARANP AP NPT PHEF 3.NACIHT IC +PLH parm ggmo
94t
4. A9 5 AANARIAR ...
216 1. AP
NUATRT P+Z27M PMST F9IC AANP 5 AN
217 1. PANyaege
2./ TALN, [REN
AM PR 217 ARANP AP NPT PFH&F 3.ehh,cyange
4.89794%F 5.
AANARTIAR..
2| rac hoc P oRIACEF P17A? L A7
C AIC J&/ACEF P15 K 5 ATEgE
Il TUNLPACS >
301 nNNE Pa7A FToCF NLCANPT AT ALSPT | 1. FTI9RAMPA
P Fov AACNP Nmge PCN:| 2. 1-2ho
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P +ayatNFa N7+ AP T Ak 3. 3-5Am:
4, h5MNMDNAL
302 1. PAg®
2. RINTE
APFACNPNTLLLCTFTT1ICTC T LUAGAITAT 3. ACIMGhLAL
AAN 1T LA PA? 4. RI87E
5. Nt
303 1. NmM9ehne
NP TANEALACSFATINTHICT PUADPA 2. ANFIL
ATm-? 3. MYTFHATFAAL
4. NPAAX 5. NMIPPAA
N&A IV POAL §4F7 PA.8AA APMLd
.| ABMOASNAMPALATY | t&. | 1/AE] 213 |45 B/Nswec-h
SPRUTANAR-PANA? T s nme 7% 213 [45 nemen S 19AEEAT
A8 NMIR ANL.L 213 |45 Ned-h hPNE 9
.| NOA.&THNAMPAL P, ABe NMIe NFAYF 213 | 45 neee-n NFAIT PAD-9
2‘\?“““»”"9“"'3““"“\9’9“ 4 [ 3B9 nmae mihe 23145 i MmN heATIR
S A8 NMIR NN 2|3 [ 45 |néxs-n NN aptagany
aD4-agan 7y h2LAgD
6 AB NMIR P PAL s | 2|3 | 4 5 Nepsd-N hAd.L-9
7 AB NMID P+&t 213 [ 45 Nees-n PHtONATSALY
8 AB NMJR L hoo 213 |45 Nexd-f Ehoe hePcom
9 A8 NMI® P+MmNe 213 [ 45 nNed-n 2UT hAUT9
10 | A& NMI® TAA+T 213 [ 45 Need-n 1AATT AR 2ATR
11 | A& Nm9® N2+ 213 [ 45 N6l AAHT AR LAGD
12 | AB Nmgm 2|3 [ 45 nNeed-h PR PALYII D
Paq PALYI D h2LAgD
13 | A& NmI® eh+5 213 |45 Ned-h N+ AR LA
14 | A8 NMYP Mrdat 2|3 [ 45 Nexd-n AP
15 | A& NMY® P++m 2|3 |45 |Ned-A AA+@mI
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16 | A8 P+ P, 23 |45 |nNec-f AdtPTNZIe
17 | nm9® HT PA 2|3 [ 45 |N6d-f HT hAAGD
18 | A& NM9ID LA+E 2|3 [ 45 nNed-h N+E AALP IR
HI. | ABNM,mASNFLHIRYL |19 | AB9 NMmIn &4 F 2|3 |45 |nee-A hALGTIMID
AMFANAD-PHNA? 20 | AB9 NMI® +A&NNIT | 2 |3 | 4 D |NEedh TN4 AASLMID
21 | AAB AZI NMIR &t | 2|3 |4 5 |N&RIR T&&TF PATID
22 | A8 NMI® NN 2|3 |45 |92y9™ N¢g-N dB+agany
ao+agan’y PAT gD
23 | AB9 NMIR AIRYF 2|3 [ 45 Ned-h ATRTE PATID
24 | B9 NMI° e+ 2|3 |4 5 |nNepd-h Yarge pAGD
rPL
IV.| AB@ASNMIPILAT |25 | AL AB9 Nmge aome |2 |3 | 4 5 |Nepd-h a2menud /
NP INF LRI TLPTA MNL AL XMAL £ C1ThAL&IRIR
NAD-PANN 26 | AN@-9E o NaT 23 [ 45 Ned-f AND-yEao
ML AHMT DL ACPAMT
Ae&LAL hAL&LCTD
27 | A&y d-p NOB 213 |45 |ALhcAT a4 NATA
AMAAL eMMLC ARAMYD
V.| A9FINTRFDAENTERN | 28 | AT NMID AHTT / 213 |45 nNeee-n BNFPATR
TN T LATANAD- en+eg
LANA? 29 | RE NMI° +4 M EP 213 (45 HEmCh® 1M
30 | AE9 NMIP 9778 Yy 2|3 |45 |ned-A N&N-heFege
31 | A8 NMIR hLIF 2|3 |45 Ned-n AR5 KR RATR
VI | AchPNAd@-oca-nmh |32 | AR New | 2|34 |5 NANHE @ 1H
AABMOALEH$+FIN4 NFeR/NDA, &h
PF? AIRAA 1HAY L IoF
33 | AP NI/ New | 2|34 |5 NANHE @ 1H
NOAL 14 +8% | &N
ATLmLechnt

1=AB20MI°: 2 =(MJ°: 3 =ovhnA%': 4 =HP+E 15 =0NI°HP15 : 6 =NF¢-0

AMRATAL
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