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ABSTRACT

Background:- Ensuring a skilled delivery attendant at each child birth is the most
critical intervention in reducing maternal and neonatal mortality and morbidity. In
Ethiopia the proportions of births attended by skilled personnel is very low and even for
women who have access to the services. The proportion of birth occurring in health
facilities is very low.

Objective:- This study aims at identifying the factors that influence intention of
pregnant women for their delivery and the factors that determine actual delivery service
utilizations.

Methods:- A prospective community based follow up study is conducted in Jimma
town. Women in their child trimester were identified by a complete household survey.
Subsequently relevant data were collected in two separated household survey.

Results:- A total of 207 women were included in the study. Maternal age and
educational status are significantly associated with place of delivery. Woman between
35-39 are less likely to deliver in HFs when compared to those between 15-39 ( OR = 0.06
and 95% CI=0.01 to 0.52) and those with formal education are more likely to deliver in
HFs(OR=2.82 and 95%CI1.09 to 7.23). Women who attended ANC follow up (OR = 2.63
and 95%CI=1.11 to 6.23) women to whom their husbands and relatives prefer SDA ( OR
=4.78 and 95% CI=2.25 to 10.21) and those who can decide by themselves about getting

ID services (OR =2.75 and 95 % CI = 1.3 to 5.78) are more likely to deliver in HFs.
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Conclusions:- Empowering disadvantaged women. Promoting ANC follow up and
improving the information provision during the follow up. Interventions targeted at
husbands and other relatives to direct their influence in favorable fashion and reaching

out more women to provide relevant information about ID services are recommended
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Background

Given that, vast majority of deaths from obstetric complications are preventable and that
every pregnancy faces risk which may not always be detected through the risk
assessment approach during ANC, the best way to assure safe and successful delivery
outcomes remains to be ensuring skilled personnel attendance of every child birth. The
aims of delivery care include achieving clean and safe delivery as well as recognition,
early detection and management or referral of complications at health center or

hospitals(1).

Models of successful delivery care developed by Koblinsky et al, 1999 shows that, when
lay providers recognize delivery complications and family organizes access to EOC
facility (Model 1) MMR >100 and Perinatal mortality >30 like in rural china (MMR 115),
while when labor is attended at home and professionals recognize complications and
family or provider organizes EOC referral ( Model 2), MMR and PMR were found to be
<50 and <20 respectively. In model 3, labour attended at BEOC facility where
professionals recognize complications, provide BEOC or organizes referral to CEOC. In
model 4 professional recognize complications and provide B and CEOC but it does not
guarantee MMR of less then 100 (US: MMR 12, while Mexico city 114 (1988). According
to their findings, models 2 and 3 with functioning referral system are optimum ones( 2).
Where does the Ethiopia’s situation fit in regard to the models?. In Ethiopia, delivery
attended by health professionals is only 5.6% and 94.8% of deliveries occur at home(3).

Accordingly, our situation very well fits model 1, where most deliveries occur at home



and they are attended by lay personnels. This situation very well explains the high
MMR in Ethiopia, which is around 850 per 100,000 live births, one of the highest in the

world (4).

Global experiences show that ANC use is higher than delivery by a professional in the
large majorities of countries in the developing world. And similarly in our country, 27%
of women attend ANC, while only 5.6% of women have their deliveries attended by
health professionals (3). Why majority (80%) of the women who were attending ANC
during their pregnancy, women who at least have access to one of the maternal health
care services provided in health facilities, are not utilizing the facilities for the delivery
services? What factors determine women's intentions and actual practices related to

places of delivery?

This study tried to identity important factors in our context. Some of the specific
research questions are where does pregnant women prefer to give their childbirth and
why? What factors are important in influencing women’s” intention of utilizing delivery
services? And what are the factors that determine the actual delivery service utilization

of pregnant women?

Frameworks developed by combining relevant constructs from behavioral models(5,6)
and based on the findings from previous studies done on similar research topic are

used to identify personal, environmental and behavioral factors that are important in



influencing pregnant women’s intentions and actual practices related to different

delivery practices(Annex 1,2).

The findings from this study will give a highlight into the factors that determine
delivery service utilization of pregnant women and this will be helpful for the relevant
stakeholders in the planning and implementation of intervention activities to improve

the delivery service utilization of pregnant women in the country.



Literature Review

According to the Ethiopian DHS, 2000, national ANC coverage was 26.7%. The coverage
was 27.0%, 83.1% and 57.6% for Oromiya, Addis Ababa and Dire Dawa respectively,
and the use of ANC services is highly associated with the mother’s level of Education.
Majority of births (95%) were attended at home, with urban and rural differentials of
68.3 and 97.9% respectively (3). A longitudinal community based study conduced in
southwest Ethiopia, which includes urban and rural residences of Jimma Zone, Showed
ANC Utilization Rate Of 52.6%. Only 16.7% Of the women have delivered in health
institutions. The same study showed that 19.6% of deliveries are attended by health
personnel with urban rural differentials of 39.8 and 2.4 percent respectively (7).

Even though the national ANC coverage is only 27%, there is a considerable difference
between the regions, the lowest 14.6% for Somali region and the highest 83.1% for Addis
Ababa. Studies conducted in Jimma town show that ANC coverage for the town is
75%(8).

Again the proportion of Institutional Delivery, show a very considerable difference
between the regions ranging from 2.8% in Amhara to 67% in Addis Ababa, even though
the national carriage is 5% (3).As the Ethiopian DHS and other studies in Gondar and
Addis Ababa suggest institutional deliveries are more common among women who had
ANC visits during their pregnancy and preference to deliver at home was higher for
those who are not attending ANC (3, 9, 10).

Improving maternal health is one of the eight millennium development goals. The target

to be achieved in this regard demands a reduction of the MM ratio by three quarters in



the years between 1990 and 2015 and one of the indicators for this goal is proportions of
births attended by skilled personnels. Ethiopia, as one of the countries which have
adapted these goals, is supposed to reduce this ratio by %4, but 14 years have passed and
only 11 years are remaining and yet not showing the necessary reduction (11).

WHY DO WOMEN NOT SEEK HEALTH SERVICES?

Studies have shown that there are several factors for women not to seek services during
pregnancy and child birth. But the various determinants can be summarized as
sociodemographic, obstetric, predisposing, Enabling and Reinforcing factors in addition to
ANC, women’s decision making power and immediate obstetric problems. (Refer annexes 1 and
2).

SOCIODEMOGRAPHIC AND OBSTETRIC FACTORS

Studies have shown that women’s preferences and practices in utilizing maternal
health services like ANC and delivery services is influenced by their socio-demographic
background, their economic and social status in addition to obstetric factors like parity
and history of past obstetric problems. Births to young mothers (under 35 years), first
births and births to women with better educational status are more likely to be assisted
by a trained health professional (3). Preferred place of delivery was significantly
associated with educational status and parity. Also a study conducted in north Gondar,
shows Socio demographic factors like mother's educational status, have significant
association with place of delivery. Mothers with better educational status, are more
likely to have a safer delivery practice. Obstetric factors that influence delivery practices

include birth order and past history of pregnancy complications. As birth order



increases utilization of safe delivery services decreases. And mothers with past history
of intrapartum complication were likely to seek safe delivery care than those with no such

history(9).

As a woman’s social status and her health are intrinsically related, her low status is
often the cause of poor access to essential health care (12,13). And a study in India
shows that women with higher education and better income are more likely to deliver in
HFs. Even after adjusting for other factors women’s education and family income were

found important predictors of their place of delivery (14).

PREDISPOSING FACTORS

Regarding the associations between women’s knowledge about pregnancy and delivery,
with their place of delivery, other studies show contradictory findings.

According to a study done in Gulele district , Addis Ababa ,knowledge of mothers
about maternal and child health care was significantly lower for women who wanted to
deliver at home when compared to those who wanted to deliver at health
institutions(10).And a study done in rural Bangladesh shows that knowledge of mothers
about pregnancy and delivery services was very low and the level of women’s
knowledge has increased after awareness-raising activities are done which include
provision of pictorial cards which describe about delivery complications. Women who
have received pictorial cards were more likely to follow ANC and deliver in HFs when

compared to those who did not receive. This finding is in favor of the assumptions that



women’s knowledge is important in influencing ANC & ID service utilizations. But
tindings contrary to this view are reported from the same area (15, 16, 17).

Women's perception about the benefits of getting ID care is one important factor which
influences service utilization by the women, because if women perceive the need for
care they are more likely to utilize the services(18).

The levels of potential barriers perceived by the women which may prevent them from
getting ID services is one reason for women not to utilize ID services, because some of
the problems perceived by women which prevented them from accessing these cares
include unavailability of HFs , distant HFs , opportunity costs and lack of money
(3,15,18).

ENABLING FACTORS

Availability of services and their accessibility (both geographic and economic) are important
factors which determine maternal HC utilizations and they are usually determined by women’s
household income, place of residence and its distance from health services, costs (direct fees as
well as the cost of transportation, drugs, supplies), multiple demand on women’s time. These
are important set of factors that prevent women from getting health services (1,3,9,10).

As a reflection of availability and geographic accessibility of HFs, the large differences
observed between urban and rural residents in terms of ANC follow up and ID may
give some idea. As Ethiopian DHS and a study in southwest Ethiopia show ANC follow
up is 66.6% and 71% for urban but only 21.6% and 35% for rural residents and the same
studies show that delivery in health institutions also shows similar differences, 31.5%

and 34.1% for urban but only 1.9% for rural areas (3,7). And in terms of geographic



accessibility, women who were living in areas more than one hour walking distance
from the health facility were found to be less likely to utilize ID services (9).

In terms of economic accessibility household income, occupational status are also important
factors which affect ID service utilizations. Women with poor household income, and those who
are unemployed were less likely to utilize ID services (9,19).Additionally, direct costs related to
accessing the services are other important subset of factors that influence women’s practices in
utilizing health services. A study conducted in rural Zimbabwe to assess ANC utilization has
found that, a quarter of women (24.3%) were not attending ANC, only because they cannot
afford to pay for the service (20).

REINFORCING FACTORS

Reinforcing factors refer to a feedback from other people that may encourage or
discourage a certain behaviour or practice. The influences from other people are
important in determining intentions and practices of the women, and these influences
from can be reflected in terms of their perceptions and their preferences about place of
delivery and delivery attendants(5).On the same line

a study conducted in Equatorial Guinea to evaluate ANC utilization has found that hospital
workers, husbands and parents were the greatest influence on ANC attendance of the women
(21). Women whose husbands or partners have favorable attitude towards ANC follow up were

found more likely to prefer delivering in health facilities (9). And women whose families

perceive the need for maternal health care are more likely to utilize such services (18, 22).

Influences from husbands and other relatives is some times very crucial in determining

ID service utilization by the women, because the influences from these people may not



always end by only encouraging or discouraging the women to utilize the services, as in
some instances these same people might be the primary decision makers about ID
service utilization of the women as demonstrated in a series of studies conducted in
rural Bangladesh, which finds out that the influences of husbands, mothers and mother
in laws were important in determining women’s ID service Utilization, and to
complicate the matter more these same people are the primary decision makers in
regard to who should be consulted for obstetric care (15,16,17).

Studies conducted in rural Butajira and Adamitulu revealed that 88% and 83% mother
preferred to give birth at home (23,24).A in Gullele district, Addis Ababa most pregnant
women (55.3%) preferred to deliver in a hospital, 18.1% preferred a health center or
health station while 24.3% of the women preferred to deliver at home. Reasons for
preferring to deliver in a particular health institution was high quality of service,
closeness to health facilities and health workers approach at the health institution. Some
women wanted to deliver at home where relatives are nearby and out of whom 67% of
them wanted the deliveries to be conducted by traditional birth attendants, while 25%
preferred the deliveries to be conducted by close relatives(10).

Women’s decision making power in relation to delivery service utilisation is another
critical factor, because whether the previously discussed factors are favourable or not
favourable to have ID services, the most important step in intending or actually getting
the services largely relies on whether they have the power to make the final decision to

get ID, if they wanted to or if they have to. Accordingly a study conducted in rural

Zimbabwe has shown that, where a good number of women (41.8%) were decision makers



regarding ANC attendance, the attendance was as high as 79.3% (20) and a study conducted in
Pakistan to assess determinants of utilization of ANC, shows that social status and economic
condition of a woman, which may empower them to make their own decisions are important

determinant of utilization of ANC (25).

IMMEDIATE OBSTETRIC FACTORS
The studies conducted in North Gondar, Ethiopia and rural Zimbabwe have found that
obstetric complications during pregnancy and delivery are strong predictors of institutional

delivery (9,19) .But a study done in rural Bangladesh shows, out of women who were
referred from HCs to a higher level of health care, a good proportion of them(51%) do
not go for various reasons such as they did not feel to go (41%), did not understand the
need to go (24%), their husbands objected (7%) and the HFs were too for away (7%)(15).
This finding implies that even in the presence of obstetric risk factors, which need
medical help, in certain instances, other factors might operate more in determining

women’s place of delivery.

In addition to the findings from other studies, the concepts of three behavioral models
(the PRECE DE model, the Health Belief Model and the theory of planned behavior) are
applied to develop & conceptual frame works (Annex I & II ) to present the fetors in a

comprehensive manner.

PRECEDE Model is a framework designed to diagnose important factors that

determine health behavior, which directs for a highly focused subset of the factors as
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targets for intervention (5) specific for this study, educational diagnosis phase of this
model is adapted to identify predisposing, enabling & reinforcing factors which
determine pregnant women’s intentions and their actual practice in relation to delivery

service utilization (Annexes I, II and III)

Health Belief Model (HBM) is a paradigm used to product and explains health
behaviors based on people’s beliefs or perceptions (6). For this study women’s
perceptions about their susceptibility to and severity of delivery complications their
eruptions about benefits of getting SDA as well as potential barriers perceived by the
women which may prevent them from getting ID services were identified to assess their
effect in determining women’s intentions and practices related to delivery service
utilization ( Annexes I, II and III)

The theory of planned Behavior is a theory which assumes that people's intentions and
their perceived control over the behavior are immediate predictions of their practices.
The theory further assumes that people’s intentions to wards performing a certain
behavior are in turn influenced by their attitudes to wards the behavior and their beliefs
about what would be the response of other influential people if they perform the
behavior (6). To serve the purpose of this study in the view of the assumptions from the
theory, women’s attitudes towards ID services, their beliefs about the preferences of
their husbands and relatives towards place of delivery and delivery attendants.

Woman'’s intentions about their place of delivery as well as their power to decide about

11



getting ID services if they wanted to are assessed to determine the effect of these factors

in influencing woman’s ID service utilization (Annexes I,I1&]III)

Overview of the previous studies done on this topic have tried to identify various
factors which determine delivery service utilization, but the literature review indicates
that most of the studies are cross - sectional ones, in which if will be difficult to establish
the temporal relationship between explanatory factors and the outcome (ID service
utilization). Additionally, the factors under study were found to be inconsistent, in some
studies, while they were not considered in others, which make the studies and the

tindings less comprehensive

In this study, a prospective follow up study design was applied to clearly
establish the temporal relationships between explanatory factors and the outcome of
interest and comparison of two groups of women (ANC attendants and non -
attendants) was done to make the findings more conclusive. On top of this, all the
factors identified from the literatures reviewed so far, are assessed to make the study

and its findings more comprehensive.
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OBJECTIVE

General objective

e To identify factors that influence utilization of delivery services by pregnant
women
Specific objectives
1. To identify factors that predict intentions of pregnant women to utilize

institutional delivery services

2. To determine factors that influence actual delivery practices of pregnant women

13



Methodology

Study design- prospective follow up study

Study period -from October 2004 to February 2005

Study area- the study was conducted in Jimma town, which is located 335 kms south
west of Addis Ababa. The town was divided in to 19 kebeles, which are now merged in
to 13 kebeles, because of a recent administrative restructuring. And its population is
estimated to be 120,000 (projected from the 1994 census). There is one specialized
teaching hospital, the Jimma Hospital, one health center and one MCH clinic, in
addition to two non-governmental clinics mainly rendering reproductive Health
services, as well as private clinics.

Source population -of the study are all pregnant women in Jimma town identified by
visiting all households in the town.

Study population - the study population are pregnant women who were in their third
trimester of pregnancy at the time the census was done in the town. During the census
the women’s gestational age, estimated by the women themselves, and their ANC
follow up status were assessed and those women with 6 to 9 months of pregnancy were

identified as eligible for the study.

Sample size determination

Sample size calculation was made based on the following assumptions.
1. Pregnant women in the town are estimated to be about 2% of 120.000 =2400

pregnant women.

14



2. Assuming that, pregnant women in their third trimester are roughly one third of
the pregnant women, we expected to find 1/3 of 2400 =800 pregnant women in
their third trimesters.

3. Considering it as a major predictor of institutional delivery. ANC attendance was
taken as an exposure status.

Based on previous studies conducted in the town, ANC attendance is about 75%
Therefore the ratio of exposed to non-exposed women i.e the ratio of ANC
attendants to non-attendants =3:1.

4. Proportion of Institutional Delivery among ANC attendants = 14.2 %

Proportion of Institutional Delivery among Non- attendants = 2%

5. Considering a = 5% and power of the study= 80%

Therefore, based on the above assumptions 268 pregnant women in their third

trimester (ANC attendants and non attendants ) and after including 10% non

response rate 295 women were required for the study as eligible study participants

All women in Jimma town

All pregnant women in Jimma town

v
295 pregnant women in their third trimester

(221 ANC attendants and 74 non attendants)

15



SAMPLING PROCEDURE

First a census was conducted in the town to register all pregnant women, their
gestational age, ANC follow up status and their place of residences .Based on these
informations , a sampling frame which enlists all eligible study subjects is prepared ,a
list which includes all third trimester pregnant women according to their ANC follow
up status .And all the women from this list are included in the survey.

Data collection instruments

Data was collected by using questionnaires developed for each phase, which are
designed in such a way that they include all the relevant variables to meet the objectives
of each phase. The questionnaires were developed in English and translated into
Ambharic for better understanding of enumerators and the respondents. During the
training given for the data collectors and supervisors, the PI has tried to validate the
Ambharic version was really reflecting the contents and meanings of the questions from

the English version. Finally, the Amharic version was utilized for data collection.
PHASES OF DATA COLLECTION

Phase 1. Identification of study participants

The study subjects considered eligible for this survey were pregnant women who are in
their third trimester. And they were identified through a census done in the town.
Informations related to women’s gestational age, ANC attendance and addresses of
their residences were collected so that it will be possible to relocate the eligible women

for further follow up.

16



Phase 11- Interview of pregnant women to assess intention

about their delivery practices
The objective of this phase was to identify future intentions of pregnant women about
their delivery practices and factors influencing them. To achieve this objective the
sampled eligible study subjects were interviewed by medical students using a

structured questionnaire developed for this purpose.

Based on theoretical assumptions from behavioral modeling and findings from previous
studies, relevant factors that may influence intentions to utilize delivery services were
identified and a hypothetical framework was developed to depict the factors in a logical
and comprehensive manner(Annex I). Factors comprised in the framework include
knowledge, beliefs and attitudes as well as perceptions of the women about delivery
complications and delivery services, availability and accessibility of ID services,
influences from other people about ID service utilization and their decision making
power on delivery service utilization, additionally ANC attendance is included in the
framework as an exposure status( major predictor )of the outcome of interest, which is

women's intentions about their place of delivery.

A questionnaire which includes relevant variables to measure these factors, as well as

sociodemographic and obstetric characteristics of the pregnant women was developed

and used.(Annex Iv)

17



Phase I11. Interview of women after they deliver

The pregnant women who were interviewed in phase II were followed until they
deliver, for about three months, and they were interviewed again to assess their actual
delivery practices. Data was collected by using a structured questionnaire developed for
this purpose and it includes actual place of delivery and delivery outcomes (both
maternal and newborn’s), their reasons for ending in the respective places of delivery,
immediate obstetric problems, if any. The major outcome of interest for this phase is
women’s actual place of delivery. (Annex IV)

Variables

Outcome variables
A. Future intention of women about place of delivery (phasell)
B. Actual delivery place of the women (phase III)
¢ Explanatory variables
A. Socio demographic, obstetric factors, ANC follow up knowledge, beliefs and
attitudes as well as perceptions of women about delivery complications and
services, availability and accessibility of ID services, influences from other
people about delivery place and attendants, women’s preference and their
decision making power about place of delivery
B. Future intentions of women about place of delivery, immediate obstetric
problems.
N.B Variables in A are used as explanatory variables for assessing future

intentions of the women, while all the variables in A and B are used as

18



explanatory variables in order to assess actual delivery places of the
women.

Selection and training of data collectors

Phases I and III were collected by 7 male and 3 female JU (first year business ,Jaw and

pharmacy extension) students, while phase II data collection was done by 6 fifth year

medical students who are capable of taking obstetric histories. Data collection was
supervised by 2 general practitioners from Jimma University and the principal
investigator.

Training was given for 3 days by the principal investigator, to data collectors and

supervisors prior to each phase of data collection. Emphasis was given on the

significance and appropriate meanings of each question as well as on techniques of
presenting the questions in understandable manner for the respondents.

Field testing

- The research methods and data collection tools (questionnaires) were pre-tested on
18 pregnant women, in the town who are not eligible, before the initiation of the
main research (study).

- Findings and experiences from the pre-test were utilized in modifying and reshaping
the research methods and the data collection tools. During the pretest it was
observed that some women may not be available during the first visit ,therefore
separate items were included in the questionnaire to register number of visits ,the
reasons for not availing the women and favourable timings for revisits and this

information is applied for planning and coordinating further revisits.
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Supervision and quality control

- Supervision was conducted by two supervisors and the principal investigator, by
observing how data collectors administer the questions to the respondents, by
checking some households to make sure that they are the residences of the eligible
women, also to check that some households are not left out without visits by the data
collectors.

- To ensure data quality, each data collector checked the questionnaires for
completeness before winding up their visit to each study participant.

- Some respondents(5 % of thewomen) were randomly revisited by supervisors or the
PL

- Each questionnaire was reviewed daily by supervisors and the PI to check for

completeness and further edition.

Data Entry, cleaning and Analysis

e Data were entered onto SPSS version 11.0 computer program after preparing a
template. Data were cleaned using SPSS.Description of the study population is
done by analyzing the distribution of the respondents by the variables in terms
of frequencies and percents. In order to assess the association of relevant factors

with the outcomes of interest the following procedures were applied.
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e A number of variables were included in the questionnaire to measure the
explanatory factors in the study, ranging from 1 to 12.

e Those factors represented with a single variable such as, ANC follow up,
availability of ID services, women'’s preference and their decision making power
about place of delivery, future intentions & actual delivery places as well as
acute obstetric problems - are included in the analysis as their own, without data
manipulation.

* But other factors like knowledge, beliefs and attitudes, perceptions, accessibility
of ID services, influences from other people about delivery place and attendants
have several component variables (ranging from 3 to 12) included to measure
them. In order to assess the association of these factors, with outcomes of
interest , a composite scaling was done by doing the following procedures to
represent each factor as a single variable in the analysis.

e Scores are given to the responses of each woman for each question in the
respective factor. Responses which are considered to be in favor of ID were
given 2 points ,those in disfavour 0 points and 1 point is given to responses
which are neither in favour nor in disfavor of ID.

* Then the scores in each factor are summed up, to come up with a single scoring
for each factor, for every respondent.

Operational definitions were done based on the scores of the respondents for each
factor, such that those women who scored > 75% for a factor are categorized as women

with score favoring ID for the respective factor and those with score <75 % for a factor
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are categorized as those disfavoring ID for the respective factor. This will give us two
groups of women for each factor- those favoring or disfavoring ID for that respective
factor.

Chi-square tests are done to assess any association and measure strength of association
between each explanatory factor and the outcomes of interest (crude ORs). Multiple
logistic regression is applied to assess any association and strength of association
between explanatory factors and outcomes after adjusting for the effects of other factors
(Adjusted ORs).

Ethical Considerations

The study was approved by the ethical review committee of the Faculty of medicine,
AAU. The consent of the administrative officials in the respective study areas and
individual consents of the study participants were obtained. Additionally, a uniform set
of health information regarding the danger signs of possible delivery complications and
how to respond to them was given to all the study participants they were advised to

seek professional help during delivery.
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Operational Definitions

Behavior- An action that has a specific frequency, duration and purpose whether
conscious or unconscious.

Behavioral intention- Readiness or willingness of an individual to perform a certain
behavior.

Behavioral modelings - An attempt to identify and propose a working set of determinant
factors which are thought to be the most important ones in affecting or influencing
behaviors.

Educational diagnosis- identification of factors that predispose, enable and reinforce a
specific health behavior.

Enabling Factors - are usually thought as barriers to behavior changes created by societal
factors. Example . limited facilities, lack of income ....

Health Belief model- A paradigm used to predict and explain health behavior based on
people's perception.

Health education- Any designed combination of methods to facilitate voluntary
adaptation of behavior conducive to health.

Maternal deaths- Deaths of women while pregnant or within 42 days after termination of
pregnancy, irrespective of the site and duration of pregnancy, from any cause related to
or aggravated by the pregnancy or its management, but not from accidental or
incidental causes.

Non- Receptive perception - perception of pregnant women resulting in non-acceptance of

institutional delivery.
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Perceived severity- woman's perception towards severity of the possible delivery
complications and their outcomes.

Perceived susceptibility- women's perception that they are susceptible to the possible
delivery complications and their outcomes.

Perceived benefits- women's perception about the benefits of having a skilled delivery
attendant in preventing the untoward outcomes of delivery complications.

Perceived barriers - women's perception about barriers that obstacle them from having
skilled delivery attendance.

PRECEDE Model- A frame work designed to diagnose important factors that determine
health behavior, which directs for a highly focused subset of the factors as targets for
intervention.

Predisposing factor- any characteristic of an individual which facilittae or hinder behavior
related to health.

Receptive perception- perception of pregnant women in favor of accepting institutional

delivery.

Skilled attendant at birth- people with midwifery skills who have proficiency in skills
necessary to manage normal deliveries, and diagnose, manage or refer obstetric
complications.

Reinforcing Factors - are usually societal feedback that encourage or discourage

behavior change.
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Factor favourable for ID service utilization is more than or equal to 75 % 0f the score for
the respective factor.
Factor unfavourable for ID service utilization is less than 75 % Of the score for the

respective factor.

25



RESULTS

A total of 236 pregnant women in their third trimester were identified through the
census. And among them, 29 were not included in the study, because 15 delivered
before the survey, so they are no more eligible for the survey, 7 could not be accessed for
various reasons (4 households cannot be reallocated during the suevey, 3 women have
left the town), 4 women were found not eligible for the study, because their gestational

age was earlier than 6th months of pregnancy and 3 refused to participate in the study.

Out of the 207 pregnant women 78% are between ages of 20 and 34 years, 45% of them
are orthodox Christians and Oromos and 77% of them have a minimum of primary
education.In regard to their husbands, only 3.6% of them are unemployed, the rest are
either private or government employees and 89% of them with a minimum of primary
education. For 33% of the women the current pregnancy is their first, and 12% of them
have 5 to 9 pregnancies so far. Majority (87%) of the women have not faced any obstetric
problems, while the rest have faced at least one problem including vaginal bleeding
headache, severe abdominal pain and dizziness.

Among the ANC attendants 57% have started their follow up while the pregnancy was
between 3 and 6 months and 30% have started during the first there months of
pregnancy. And 81% of them know at least one advantage of the follow up. And during
the follow up, only 83(53%) of them were informed about possible delivery
complications, out of whom 76 (91.6%) of them were informed about danger signs

related to delivery complications and only 87(55%) of the women were informed about
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where they should deliver, out of whom almost all 86 of them were informed to deliver
in health facilities.

Regarding their knowledge about the advantages of pregnancy and delivery related
services ,78 % of the women know at least one advantage of the services.

Coming to their attitudes to institutional delivery service, 70.4%, have good attitudes,
only (3) 1.5% of them have bad attitudes .In regard to their perceptions about pregnancy
and child birth complications as well as importance of getting skilled help at child birth,
87% of the women feel that they may be susceptible to develop delivery
complications,93 %of them perceive that delivery complications can be hazardous to
their health and 95 .2 % of them agreed that if they get a skilled attendant during
delivery, it will be beneficial to their health and the health of their newborns(table 1).

In Jimma town, there are three government health facilities and other private clinics
where delivery services are provided. In relation to availability of facilities where they
can get skilled delivery attendants (SDAs), 94.2% of them said that such facilities are
available in the town and 90.3% of them can get these facilities, near by to their place of
residence.

According to the responses (beliefs) of the study participants, majority of the husbands
prefer institutional delivery (69%) and SDA (72%) for these women. Again, majority of
their family members prefer ID (67%) and SDA (70%). Moreover, 76% of the pregnant
women prefer to deliver in institutions, while , 24% prefer to deliver at home ,and in
regard to delivery attendants, 81.2% preferred SDA, while 19.8 % preferred TTBAs and

their relatives or family members.
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Regarding women’s decision making power in relation to getting ID services, 62.3% can
make this decision by themselves, while the rest should get the decisions either from

their husbands or their relatives.

Majority 73% of the women were intending to deliver in health facilities, while 24%
intended to deliver at home. Out of 184 women who have been interviewed after they
deliver, 67.4% of them have delivered in health facilities, while the rest 32.6% have

delivered at home(table 1).
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Tablel.Distribution of predisposing, enabling, reinforcing factors, women’s preference,
intention, decision making power and their place of delivery, Jimma town,2004.

FACTORS FREQUENCY PERCENT
Knowledge on at least one advantage of delivery
services
Yes 159 77.6
No 15 7.3
Do not know 31 15.1
Attitudes towards ID
Favorable 145 70.0
Unfavorable 3 1.4
Indifferent 59 28.6
Perception about benefits of getting SDA
Agree 197 95.2
Disagree 4 1.9
Indifferent 6 29
Ability to get HFs nearby
Yes 187 90.3
No 11 53
Cannot assess 9 4.4
Husbands preference to place of delivery
ID 143 69.1
HD 36 17.4
Do not know 28 13.5
Relatives preference to place of delivery
ID 140 67.9
HD 40 19.3
Do not know 27 13.1
Women’s preference to place of delivery
ID 158 76.2
HD 49 23.8
Women'’s preference to delivery attendants
SDA 168 81.2
Unskilled attendant 39 18.8
Decision maker
The woman herself 129 62.3
Husband/ partner 84 40.6
Relatives 9 43
Women'’s intentions about place of delivery
ID 151 72.9
HD 49 23.7
Not decided 7 3.4
Women'’s actual place of delivery
ID 124 67.4
HD 60 32.6
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Which factors influence intentions of pregnant women?

Crude analysis was done by applying chi-square tests to assess any association between
socio demographic variables and women's intentions. Among the socio demographic
variables, maternal age and their educational status as well as, educational status of
husbands and monthly income of the family are significantly associated with future
intentions of the women (p-values< 0.05).

But by applying Multiple Logistic regression ,when they were adjusted for other socio
demographic variables, only educational status of husbands and monthly income of the
family are significantly associated with future intentions(p-values< 0.05). Women whose
husbands have formal education are likely to intend to deliver in HFs (OR=4.6 and 95%
CI = 1.64 to 3.49) and women whose families have better income are likely to intend
delivering in HFs (OR =5.46 and 95% CI = 1.08 - 27.55).

Maternal age , their educational and occupational status have shown no significant
difference between women who have intended to deliver in HFs and those who

intended to deliver at home(Table 2).

Crude analysis done by applying chi-square tests to assess the association of
predisposing, enabling and reinforcing factors, ANC follow up and women’s decision
making power with their intentions in utilizing ID services, revealed that, all the factors,
knowledge, attitudes, perceptions, availability and accessibility of ID services,

influences from other people about delivery place and attendants, ANC follow up and
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women’s decision making power are all significantly associated with women’s intention
(P- values < 0.05). But by applying Multiple Logistic regression ,when they were
adjusted for sociodemographic variables, predisposing, enabling and reinforcing factors
as well as ANC follow up and decision making power only women’s attitudes and
influences from other people about place of delivery and delivery attendants and their
decision making power were found significantly associated with their intentions about
place of delivery (P< 0.05). Women’s knowledge and perception about pregnancy and
delivery services, availability and accessibility of ID services, as well as ANC attendance
have shown no significant difference between women who have intended to deliver in

HFs and those who intended to deliver at home (P- values < 0.05). (Table 3).

Women’'s attitudes towards delivery services have shown significant difference
between women who have intended to deliver in HFs and those who intended to
deliver at home and the odds of intending to have ID is 6 times for women who have
tavorable attitudes to ID services (Adjusted ORs = 5.55 and 95% CI =1.6 to 19.24) when
compared to women with unfavorable attitudes (Table 3).

Influences from husbands and relatives about place of delivery and delivery attendants
have shown significant difference between women who have intended to deliver in HFs
and those who intended to deliver at home, and the odds of intending to have ID is 9
(Adjusted OR =9.17 and 95% CI = 1.13.to 74.7) and 13 (Adjusted OR= 13.1 and 95%

CI=1.9 to 89.9) times for women to whom their husbands and relatives prefer ID and
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SDA when compared to women to whom these people prefer HD and other unskilled

attendants(Table 3).

Women’s decision making power about getting ID services has shown significant
difference between women who have intended to deliver in HFs and those who
intended to deliver at home and the odds of intention to have ID is 8 times for women
who can decide by themselves to have ID services (Adjusted OR=8.25 and 95% CI =2.19
to 30.96) when compared to women for whom the decision about getting ID services

should be made by other people(Table 3).
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Table 2.Womens intentions about place of delivery versus sociodemographic

Variables adjusted for sociodemographic Variables, October 2004

Factors

Maternal age
15- 19
20-24
25-29
30-34
35-39

Religion
Orthodox
Protestant
Muslim

Women’s occupation
No job

Some job

Women’s education
No formal education
Formal education
Husbands occupation
No job

Some job

Husbands education
No formal education
Formal education
Monthly income
<150

150-500

>500

* Significant at 5%

ID

25
45
56
21

71
22
56

116

34

27

124

138

10
132

30
74
26

HD

12
31

18
23
2

Crude ORs
(95% CI)

1
0.74(0.27-2.23)
1.31(0.46-3.7)
1.18(0.32-4.26)
0.19(0.04-0.85)*

1
0.81(0.32-2.09)
0.83(0.41-1.67)

1
1.3(0.57-2.95)

1
3.16(1.56-6.41)*

1
2.58(0.56-12.04)

1
5.11(2.02-12.89)*

1
1.93(0.91-4.08)
7.8(1.65-36.84)*

** Adjusted for sociodemographic Variables
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Adjusted ORs
(95% CI)

0.57(0.17-1.93)
1.32(0.38-4.57)
1.39(0.26-7.5)

0.27(0.05-1.58)

1.15(0.28-4.78)
1.39(0,48-4.07)

2.48(0.69-8.85)

1.99(0.7-5.69)

0.98(0.15-6.42)

4.6(1,64-12.89)*

1.48(0.63-3.49)
5.46(1.08-27.55)*



Table 3. Women’s intentions about their place of delivery versus predisposing,

Enabling and Reinforcing

factors, ANC Follow up, decision- making power adjusted for sociodemographic Variables , predisposing, Enabling

and Reinforcing factors, ANC follow-up and their decision making power, Jimma,October 2004

FACTORS
Knowledge about  Good
delivery services-  Poor
Women’s attitudes
towards ID Favorable

Unfavorable
Women’s
Perceptions about
delivery Receptive

complications and
services

Women’s
Perceptions about
Barriers to have ID

Availability of ID
services

Accessibility of ID
services

Influence from
husbands and
relatives about
place of delivery

Influence from
husbands and
relatives about
delivery attendants

Women’s Decision
making power

ANC follow up
*Significant at 5%

Non receptive

Receptive

Non receptive

Yes
No

Yes
No

Favorable
Unfavorable

Favorable
Unfavorable

Yes

No

Yes
No

ID
140
11
131
20

140

146

135
16

126
25

132
19

104

47

125
26

HD

38
11

17

32

39

10

33

16

Crude ORs and
their 95 % Cls

3.68(1.48-9.15)*
1

12.33(5.8-26.19)*
1
3.26(1.29-8.25)*
1
4.75(2.11-10.68)*
1

5.2(1.41-19.34)*
1

5.34(2.46-11.58)*
1

56.7(18.7-171.9)*
1

61.1(21.5-173.4)%
1

3.09(1.59-6.05)*
1

3.92(1.94-7.92)*
1

Adjusted ORs
and their 95 %
Cls **
0.2(0.04-1.13)
5.55(1.6-19.2)*
2.39(0.69-8.31)

1.17(0.2-6.77)

0.27(0.02-3.03)

1.89(0.64-5.59)

9.17(1.13-74.68)*

13.08(1.9-89.9)*

8.25(2.19-30.96)*

2.93(0.85-10.14)

**adjusted for sociodemographic Variables , ANC follow up and decision making power, predisposing, Enabling

and

Reinforcing

factors



Which factors determined actual delivery places of the women?

Crude analysis was done by applying chi-square tests to assess any association between
socio demographic variables and women's place of delivery.

Among the socio demographic variables, families monthly income, women’s as well as
their husbands educational status and maternal age are significantly associated with
their place of delivery(p-values <0.05). But by applying Multiple Logistic regression
,when they were adjusted for other socio demographic variables only maternal age and
their educational status are significantly associated with their place of delivery(p-values
<0.05). And women between 35-39 years are less likely to deliver in HFs when
compared to those between 15-19 years (OR = 0.06 and 95% CI= 0.001 -0.52) and women
who have formal education are more likely to deliver in HFs when compared to those

who have no formal education (OR = 2.82 and 95%CI = 1.09 to 7.23) (Table 4).

A crude analysis done by applying chi-square tests to assess any association between
predisposing, enabling and reinforcing factors, ANC follow up, intentions and their
decision making power and obstetric problems during the index child birth with
women’s place of delivery, without adjusting for other factors revealed that women'’s
beliefs and attitude towards ID services, accessibility of ID services influences from
other people in regard to place of delivery and delivery attendants, ANC follow up,
intentions and their decision making power were found to be significantly associated

with actual place of delivery (P-values <0.05) .
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But when adjusted for sociodemographic variables, predisposing, enabling and
reinforcing factors, ANC follow up, obstetric problems, women’s intentions and their
decision making power, only influence from other people about delivery attendants,
ANC follow up and women’s decision making power have persisted to be significantly
associated with their actual place of delivery (P- values <0.0.5).

But women’s knowledge and perceptions about pregnancy and delivery related
services, availability of ID services and obstetric problems during the index childbirth
were never associated with women’s place of delivery (P values >0.05), both in the

crude and adjusted analysis(Table 5).

Even tough the crude analysis shows that women’s intentions about their place of
delivery was associated with their actual place of delivery (p-value<0.05), the
association did not persist when their intentions were adjusted for other factors (p-

value>0.05).

Influences from husbands and relatives about delivery attendants has shown significant
difference between women who have delivered in HFs and those who delivered at
home (p-value<0.05). And women to whom their husbands and other relatives prefer
SDA are 5 times more likely to deliver in HFs when compared to women to whom these
people prefer unskilled attendants (adjusted OR= 4.78 and 95% CI = 2.25 to 10.21) (Table

5).
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ANC attendance during the index pregnancy is significantly associated with women’s
place of delivery (p-value<0.05) and women who were attending ANC follow up during
the current pregnancy, are 3 times more likely to deliver in HFs when compared to
women who were not attending ANC (adjusted OR= 2.63 and 95% CI = 1.11 to 6.23).
Women’s decision making power about getting ID services has shown significant
difference between women who delivered in HFs and those who delivered at home( p-
value<0.05). Women who can decide by themselves to get ID services, are 3 times more
likely to deliver in HFs, when compared to women for whom this decision should be
made by other people like their husbands and relatives (Adjusted OR = 2.75 and 95% CI

=1.3 to 5.78) (Table 5).
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Table 4.Womens actual place of delivery versus sociodemographicVariables adjusted for

sociodemographic Variables,October 2004

Factors Crude ORs(95% Adjusted ORs(95%
ID HD CI) CI)**

Maternal age

o T

5.9 41 16 0.98(0.36-2.65) 0.49(0.13-1.83)

30-34 42 19 0.84(0.32-2.24) 0.52(0.15-1.73)

35.39 15 8 0.71(0.22-2.33) 0.43(0.09-2.2)
2 8 0.09(0.02-0.55)* 0.06(0.01-0.52)*

Religion

Broteston 63 20 I

Muslim 13 15 0.27(0.11-0.68) 0.22(0.07-1.71)
44 25 0.56(0.28-1.23) 0.72(0.3-2.71)

Women’s occupation

IS\IS rglzb.ob 93 52 1

] 28 8 1.96(0.83-4.61) 3.05(0.87-10.72)
Women’s education
No formal education 13 23 1

Formal education 104 37 3.59(1.74-7.39)* 2.82(1.09-7.23)*

Husbands occupation

No job

Some job 2 4 L

J 115 52 4.4(0.78-24.92) 2.56(0.26-24.72)
Husbands education
No formal education 7 13 1

Formal education 110 43 4.75(1.78-12.71)* 3.52(0.98-12.66)

Monthly income

<150

25 16 1
ig?)bSOO 57 34 1.07(0.5-2.29) 0.74(0.29-1.89)
24 2 7.68(1.59-37.0) 4.28(0.75-24.26)
*Significant at 5% ** Adjusted for sociodemographic Variables
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Table 5. Women’s actual place of delivery versus predisposing, Enabling and Reinforcing factors, ANC follow-up,
immediate obstetric problems , intentions and their decision making power, adjusted for sociodemographic
Variables , predisposing, Enabling and Reinforcing factors, ANC follow-up , immediate obstetric problems ,
intentions and decision making power, October 2004

FACTORS
Knowledge about delivery
services

Women’s attitudes towards
1D

Women’s

Perceptions about delivery
complications and services
Women’s

Perceptions about

Barriers to have ID
Availability of ID services
Accessibility of ID services
Influence from husbands and
relatives about place of
delivery

Influence from husbands and

relatives about delivery
attendants

Women’s Decision making
power

ANC follow up

Immediate obstetric problems

Women’s Intentions

about place of delivery

*Significant at 5%

**Adjusted for sociodemographic, predisposing, Enabling and Reinforcing factors, ANC follow-up , immediate

Good
Poor

Favorable
Unfavorable
Receptive
Non receptive
Receptive
Non receptive
Yes

No

Yes

No

Favorable
Unfavorable
Favorable

Unfavorable

Yes
No

Yes
No
No
Yes
ID

HD

ID
113

98
24

111

116

106
16

92

30

100

22

83
39

102

20

49

105

15

obstetric problems , intentions and decision making power

39

HD
53

38

32

50

10

48

12

58

42
18

27

33

26

34

28
31

40

20

88

13

28

28

Crude ORs (95 %
Cls)
1.66(0.59-4.69)

1
2.36(1.18-4.71)*
1

2.02(0.81-5.06)

1

1.78(0.77-4.09)

1

0.4(0.05-3.5)

1
2.84(1.33-6.08)*
1
3.75(1.95-7.21)*
1
5.94(2.98-11.83)*
1

2.36(1.25-4.45)*
1

2.55(1.24-5.24)*
1
1.52(0.63-3.69)
1
7.0(3.29-14.86)*

1

Adjusted ORs (95 %

Cls ) **

1.6(0.35-7.33)

0.93(0.33-2.6)

2.39(0.69-8.31)

0.38(0.1-1.43)

0.1(0.01-1.14)

1.89(0.64-5.59)

0.28(0.04-1.92)

4.78(2.25-10.2)%

2.75(1.3-5.78)*

2.63(1.11-6.23)*

1.81(0.56-5.85)

2.74(0.76-9.83)



DISCUSSION

This study tried to assess determinants which influence women’s intentions
and their actual practices related to the place of delivery in an urban context.

Based on several assumptions, the sample size calculated for this study was 268 to be
identified from 12 randomly selected kebeles. But it was not possible to get this size
from 12 kebeles and the remaining 7 kebeles were included in the census. Ever after
visiting all the house holds in the town, only 236 third trimester pregnant women were
found. And out of whom twenty-nine eligible study subjects were not included in the
study for various reasons such as some women have already delivered before they were
visited and for others their households could not be relocated, the rest were found not-
eligible. And finally ,207 women participated for the first interview and after they were
followed up until they deliver,184 of them were interviewed ,but the rest were lost to
follow up for several reasons like some were not available at home during the visit,
other have left the town (some permanently, others to deliver in another place), few
have not yet delivered during the visit.

The number of participants included in this study is less than the required sample size,
which was calculated based on several assumptions .In ability to get adequate sample
size is one of the limitations of this study. And this discrepancy between the calculated

sample size and the size of study participants included in the study could not be avoided during
the field work, because there was no other way of getting the calculated number of pregnant
woman in the town, as all the women identified though a community based census done by

visiting all the households in the town are all included in the study. Additionally, as this is a
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comparative study, the total number of study participants included in the study is not a major
factor which affects the validity of the study, in such studies the most important factor in

affecting the validly of the study is the power of the test, in terms of its ability to detect the

assumed difference between the two groups of women.

For this study the sample size calculation was done with the assumption of detecting a
12.2% difference in the proportion of ID between ANC attendants and non - attendants
(3), but this study shows that this difference is 22.2 % and hence, if the sample size was
calculated with this assumption a total of 220 woman would have been enough to
maintain the power of the study as 80%. Additionally, with the 207 women included in
this study, to detect a 22.2% difference in the proportion of ID between 157 ANC
attendants and 50 non - attendants, this study has a power of 78%, implying that even
though the size of study participants included in the study was lower than the
calculated size, the study was still powerful enough and also valid to detect the actual

difference in the proportion of ID between these two groups of women

Some eligible women identified by the census were not included in the survey. This is
another limitation of the study, which arose because of practical difficulties that could
not be solved during the field work. Once the women are identified as eligible, they
could have been included in the study if phases I and II of data collection were
conducted simultaneously, which was practically impossible because the data collectors
for the two phases were two different groups of people and it was not possible to

deploy both groups of data collectors simultaneously because of logistic & time
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constraints. Based on this it can be recommended that, for similar studies where the
factors under study might change over short period of time, it is better to shorten the
gap between the phases of identifying study subjects and the first interview and if
possible to conduct them simultaneously.

Another limitation of this study is related to the final phase of data collection, where a
number of women were lost to follow up for various reasons and in order to reduce loss
to follow up, some women were revisited 2 to 3 times and for others the possible
information was gathered from adult inhabitants in the same household, especially
information related to place of delivery, which is the most important outcome of interest
and a variable that can be easily known and remembered by other people. As a result it
was possible to contain the loss to follow up at 12%, not a very significant proportion to

affect validity of the study.

Even though both intentions and actual practices related to delivery service utilization
are studied previously, the studies are conducted on separate groups of women rather
than on same women. Previous studies on future intentions of women were conduced
by interviewing pregnant women about their intentions, and come up with identifying
factors that influence their future intentions, and the assumption from these studies is
that, based on their intentions it will be possible to predict actual practices and
assuming that the factors which influence intentions are also equally important in
influencing the actual practices. Even though, intentions may predict practices, one

cannot absolutely be sure that they will always predict practices and factors that
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influence intentions would similarly influence actual practices, especially practices
related to delivery service utilization, which may be subject to other more serious and
urgent influences from various factors that may arise around the circumstances of
labour and delivery.

Previous studies done on actual delivery practices have used women who had at least
one delivery experience in the last few years (1 to 5 years) and tried to assess factors that
have influenced their delivery practices. The finding from such studies might shade
some light on what factors influence actual delivery practices, but these studies are most
likely subjected to the following biases. The study participants in these studies are
women who had at least one delivery experience prior to the studies, 1 to 5 years before
the study, making their responses largely subjected to recall bias. The other serious
problem with this approach is the chicken egg dilemma between explanatory factors
and the outcome. Except for some factors which remain relatively stable such as
Sociodemographic factors, other factors especially those related to knowledge, beliefs &
attitudes, perceptions, women’s intentions...etc are largely subjected to be influenced by
the actual practice itself making the situation very difficult to judge whether the actual
practice have influenced the underlying factors, or the underlying factors have really
determined the practices. Thus the best approach to tackle these problems or biases, is to
measure the underlying factors while the women are still pregnant and to assess their
actual practice after the women deliver. This study has tried to correct these limitations
by measuring the underlying factors while the women were still pregnant and by

following them until they deliver to assess their actual delivery practices. This approach
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not only minimizes the recall period only to a maximum of 3 months but also proves
that the underlying factors represent the situation well before the practices happen and

one can be sure that the explanatory factors are never influenced by the practice.

Since both intentions and actual practices are studied on the same women ,in addition to
addressing the aforementioned biases ,this study design will also help to assess the

importance of intentions in terms of their ability to predict actual practices.

Review of the literatures done so far on this research topic show that, the studies have
included different set of factors for study, showing that some factors studied in one are
not included in other studies. And even more some factors that are not included in one
study were found as important ones in other studies (9,10,14,15,16,17). In this study, it
has been tried to include all the relevant factors identified by the literature review done
so far. In addition to the findings from other studies, by referring to relevant behavioral
models, some constructs and factors considered as important are also included for study
in this survey. In order to present the factors in a clear and comprehensive manner, a
framework (model) is constructed.

From this prospective follow up study it is found that women between 15-19 years are
more likely to deliver in HFs when compared to those between 35-39 years, and this
might be because as ANC follow up is one determinant of place of delivery from this
study, women who are on follow up might have been recommended to deliver in HFs

because their age is one of the obstetric risk factors and this is most likely their first birth
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which demand ID services, according to the risk assessment approach of ANC.
Additionally, studies have shown that first births and births to young mothers are more
likely to be delivered in HFs(3,9).

Women with formal education level are also more likely to deliver in HFs when
compared to those with no formal education and this might be because, when women
are educated, they might have the power to make their own decision in matters related
to their place of delivery and this same study has shown that women with such power
are more likely to deliver in HFs. Again, this finding is also consistent with other studies
which show that women, who are educated are more likely deliver in HFs ( 3,14) .

Even though some studies have shown that women with better knowledge and
perceptions about pregnancy and delivery related services as well as the benefits of
utilizing them are more likely to deliver in HFs (16,18), this study shows that women's
knowledge and their perceptions about pregnancy and delivery services are not
important predictors of their place of delivery. And this finding is consistent with
another study, which shows that these factors are not important predictors of place of

delivery (17).

ANC follow up is one of the factors identified from this study as determinants of
women’s place of delivery, those attending ANC being more likely to deliver in HFs
when compared to those not attending. This finding is consistent with findings from
other local studies which show that ANC follow up is important in influencing women’s

preferences and their place of delivery (3,10).The importance of ANC follow up in
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determining actual place of delivery, may be explained in such a way that, exposure of
the women to the health service in general and the information as well as the
experiences they have gathered during the follow up in particular, might have
influenced them to deliver in HFs. Another possible explanation may be, considering
facts that ANC follow up is service utilization by itself and both ANC and ID services
are a continuum of pregnancy and delivery related service, factors which influence

utilization of ANC might have influenced ID service utilization in a similar manner.

Recent updates on ANC; suggest that one of the interventions during ANC which are of
proven effectiveness, to maximize the usefulness of ANC follow up, in promoting and
ensuring safer pregnancy and childbirth is provision of information about danger signs
and symptoms which may signal pregnancy and delivery complications to the women
and their families, so that they will be able to make an informed decision on the delivery
plan. ( 1) But the findings from this study suggest that only half of the ANC attendants
are informed about such signs. Additionally, as current recommendations regarding
childbirth suggest, every childbirth should be attended by a skilled delivery attendant.
In our country, where it is very unlikely for home births to be attended by SDAs ( 3)the
best way which ensures that every childbirth is attended by a SDA, is if the women
deliver in health facilities. And this can be promoted by informing women about where
they should deliver; at least those women who are on ANC follow up. But this was not
the case for the women, under this study, where only half of them are informed about

where to deliver.
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Based on these findings it can be observed that, even tough ANC attendance is
important factor which promotes ID, it is not fully utilized as a conducive opportunity
to provide pregnant women with the relevant information about pregnancy and child
birth. But ,as this is just an observation from a study which is not designed to assess the
quality of ANC services, these findings cannot be considered as conclusive ones, and
hence, more comprehensive studies are recommended to evaluate whether the services

related to ANC are provided appropriately or not.

According to some behavioural models human behaviours are sometimes influenced
largely by the preferences or attitudes of influential people towards the behaviour or
practice (5). In view of this assumption, and based on the finding from this study which
shows that women to whom their husbands and relatives prefer SDA are more likely to
deliver in HFs suggests that the influences from these people are important
determinants of women’s delivery place. This finding is consistent with findings from
other studies, which showed that if families and other relatives perceive the need for

obstetric care, women are likely to use such services (15,16,17,18).

Women’s decision making power in relation to delivery service utilisation is another
critical factor, because whether the other factors are favourable or not, the most
important step in intending or actually getting the services largely relies on whether the
women have the power to make the final decision to get ID, if they wanted to or if they

have to (5). Consistent to this point this study shows that women who have the power to
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decide on this issue just by themselves are more likely to deliver in HFs, suggesting that
this decision making power is an important predictor of their place of delivery. Again,
this is consistent with findings from another study conducted in India , which shows
that lack of decision-making power by women could result into lesser timely health
seeking behavior and the same study finds out that utilization of ID services was higher
for women who have full health care autonomy, the autonomy of deciding to utilize the

services (14).

The finding from this study which shows that women to whom their husbands and
relatives prefer SDA and those who have the power to decide on delivering in HFs, are
more likely to deliver in HFs is a very important point. Because, sometimes, the
discouraging or encouraging influence from other people about delivery attendants may
not always be limited by giving suggestions to the women about their place of delivery
because in certain instances, these same people may be the primary decision makers in
terms of utilizing ID services. And this implies that in such scenarios, women who are
discouraged by other people from getting ID services and those who still cannot decide
by themselves to get ID services are very unlikely to deliver in HFs. This relationship
between influences from other people and decision-making power of women is
demonstrated by a series of studies, which include baseline surveys, interventions and
post-intervention assessment focusing on improving maternal health care utilizations

conducted in rural Bangladesh(15,16,17).
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According to the studies, after interventions to raise awareness among the community
about pregnancy and delivery care are conducted, a post intervention assessment
revealed that, not only the level of knowledge among the community has increased but
also, the ID service utilization has risen to from its baseline 0.7 % to 4.2%. And this
improvement is ascribed, to the interventions, which have improved the level of
awareness about benefits of delivering in HFs, among women and other influential
people. And based on this,the authors have finally concluded by recommending that in
order to improve the service utilization to a better level, further activities should be
strengthened by targeting husbands, mothers and mothers in laws. This judgment
sounds correct when combined with another finding from the same studies, which
revealed that women’s husbands, mothers and mother in laws are usually the primary

decision makers with regard to the person to be consulted for obstetric care (15,16,17).

Some previous studies done indicated that intentions are important predictors of actual
practices, but this study shows that intentions of pregnant women about their place of
delivery do not predict their actual place of delivery. One possible explanation may be
whatever intentions the women had while they were pregnant, other more important
factors such as time the labour, transportation, influences from other people, immediate
obstetric problems might have determined their practices. Moreover, the situations,
which have influenced the women about their respective intentions, might have
changed while the women approached childbirth and even more the situations might

have changed drastically around the circumstances of labour and delivery. Studies
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conducted in rural Bangladesh show that among the women who were intending to
attend ANC follow up,19.3 % of them were not on the follow up for reasons like
economic constraints, family reasons and bad attitudes to the health facilities. And out
of the women who were intending to deliver in HFs 14 % delivered at home because

their husbands objected and the HFs were too far away (15,16,17).

Looking deeper into the determinant factors from this study,the sociodemograhic
factors which influence women'’s intentions and their practices are completely different,
family income and husbands educational status for the former, while maternal age and
their educational status for the later. And among the other factors identified, favourable
influences from husbands and relatives about delivery attendants and decision-making
power of the women are important predictors of both intentions and actual practices.
This is a logical finding in view of the complex relationships between these two factors.
But attitudes of the women towards delivery services which were predictors of their
intentions, do not predict their actual practices, while ANC follow up which does not
predict their intentions was found to be an important predictor of their actual place of
delivery. This suggests that, for women with similar set of influences from husbands
and relatives and similar decision-making power, their beliefs and attitudes are
important predictor of their intentions but not their actual practices, while ANC follow
up, which is not a predictor of their intentions , is important predictor of their actual
practices. These findings suggest that there are some factors which influence women'’s

intentions, while there are some other more important factors which determine their
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actual practices, and this may be considered as one possible explanation on why,

intentions of these women did not predict their actual place of delivery.

Finally, since this study is conducted in an urban town where heath facilities are
optimally available, the findings can only be generalized to similar settings with
comparable sociodemographic and health service coverage profiles. And hence similar
studies are recommended in various settings, to come up with more representative
findings which will be helpful in planning and implementing more contextual

interventions to improve the delivery service utilization in the county.
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CONCLUSIONS

Maternal age ,their educational status, influence from their husbands and
relatives in relation to delivery attendants, women’s power to make the decision
in terms of getting ID services and ANC follow up are important predictors of
their place of delivery,

. Utilization of ID services is higher among educated women, women who have
the power to decide by themselves about delivering in HFs and those women
who have favourable influences from their husbands and relatives about their
delivery practices, while it is lower among disadvantaged women.

Even though, the services provided in terms of information provision to the
women during ANC follow up is quite unsatisfactory, ANC attendants are more
likely to deliver in HFs when compared to non-attendants.

. Women’'s intentions about their place of delivery, which they have made during

pregnancy, are not important predictors of their actual practices.
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RECOMMENDATIONS

. Relevant stakeholders should be involved to promote empowerment of
disadvantaged women through integrated activities including girls education
will be helpful to enable them decide by themselves about their delivery
practices.

. Interventional IEC activities focusing on women’s husbands and other relatives
will be helpful in utilizing these people, so that their influences can be directed in
the line of encouraging women to utilize ID services. Additionally, this will have
a far reaching advantage, since the positive impacts of the favorable influences
form these people in promoting ID service utilization will be reflected through
the role of these influences in directing the decision making process on matters
related to women’s delivery practices.

. Health services should be involved in promoting ANC attendance and improving
the services given during the follow up, may be helpful to maximize the
contribution of the follow up in promoting safer pregnancy and childbirth.

. Reaching out more women to provide the relevant information about ID services
might help in promoting utilization of the services.

. Similar studies should be conducted in various settings (both similar and
different settings) to come up with more representative findings, which will be
helpful in designing interventional activities targeted at improving ID service

utilization.
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- delivery attendants T
Perception llbout
- Severity of delivery
complications
- Their susceptibility Reinforcing factors
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skilled delivery from husbands and
attendant relatives
- Barriers toward having
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Figure 1.: Schematic presentation of the MODEL adapted to identify determinants that influence intentions of pregnant women
to utilize institutions for delivery

58



Enabling factors
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- Women’s decision
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Figure 2.: Schematic presentation of the MODEL adapted to identify determinants that influence actual delivery practices o Pregnant
women
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ANNEXIII. POINTS ABOUT BEHAVIORAL MODELS
THE THEORY OF PLANNED BEHAVIOR

A major assumption in this theory is that people are usually rational and make
predictable use of the information available to them. it states that intentions are the
most immediate influence on behavior. Thus if a person intends to perform a behavior
them it is likely he or she will do so and if the person doesn’t intend to perform it, then
the behavior is unlikely to be performed.

Intentions are influenced by attitudes. i.e good feeling about performing the specific
behavior and by subjective norms i.e. the person’s perceptions of influences from
significant others, or influential people, about performing the behavior. The theory
further hypothesizes that attitudes are determined by people’s perception about what
that the control the people have in relation to the behavior is another factor, which
determines, their intentions towards performing the behavior.

Thus the theory predicts that a person is most likely to perform a behavior when he/she
teels. God about performing the behavior, if he/she feels influences from influence
people about performing the behavior and if he/she feels that he has personal control
over the behavior

THE HEALTH BELIEF MODEL

This is oldest and most widely used model specifically developed to explain health
behavior and it states that thee are four major types of beliefs that influence that

likelihood of taking action that is relevant.

1 Perceived susceptibility refers to the subjective perception about probability of
getting or developed condition.
If people feel that they would develop a certain disease or adverse out come they

are likely to take precautions to prevent
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2 Perceived severity refers to person’s perception or feeling about severity of the
condition or disease.
3 Perceived benefits. Refer to people’s perception about benefits of taking actions in
preventing a certain disease/ outcome
4. perceived barriers- refer to people’s perception that it may not be feasible to take
some action for various reasons or barriers.
-if people feel that, they have some problems or barriers which may prevent them

taking some action, they are unlikely to take the action.

THE PRECEDE-PROCEED MODEL

This model has nine phases, which range from identifying health problems to
conducting intervention activities and evaluating their effectiveness. And one of the
phases is making educational diagnosis-identifying factors which promote or prevent
from forming a health - conducive behavior.
The model suggests that there are three groups of factors influence heath behaviors and
they are
1. Predisposing factors: refer to situation which increase or decrease the motivation
for performing the behavior.
E.g cognitive factors as knowledge, beliefs and attitudes, perception related to
behavior
2. Enabling factors: refer to factors, which may prevent people from performing a
behavior.
E.g limited facilities, lack of income
3. Reinforcing factors: refer to feedback or influence from other people that
encourages or discourage people from performing behavior.
* The model suggests that the predisposing, enabling and reinforcing factors that
have the most direct effects on the target behavior should be identified, prioritized

and the intervention should be designed to impact the most important factors.
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ADDIS ABABA UNIVERSITY
MEDICAL FACULTY
DEPARTMENT OF COMMUNITY HEALTH

Questionnaire I

This is a study to be conducted with the objectives of identifying factors which may encourage or
discourage pregnant women living in Jimma town, to deliver in health facilities. As the study is
directly related to pregnant women, those women who are close to delivery are identified. And
you are one of the women who are selected to participate in this study, therefore you are kindly
requested to participate in this study and provide the information required from you. Your
participation in this study is completely on voluntary basis and you have the right to refuse from
participating.

Your responses will be kept confidential and there will be no way of linking your individual

responses to the final results of the study findings.

We would like to inform you that the responses that you provide to the questions are very
essential, not only, for the successful accomplishment of the study, but also for producing

relevant information which will be helpful improving the delivery service utilization.

We would also like to inform you that, you will be revisited for a very short interview after you

deliver.

» Number of visits. 1/2/3/4

» if the women is not available, the reason for not being available

» Conducive timing for revisits

84



Identification Information

001 code No
002 Kefetegna

003 kebele

Socio demographic factors

101
102

103
104

105

106

107
108
109
110

111

Age in Years
Marital. Status 1. Married 2. Single 3. Divorced
4. Widowed
Religion 1. Orthodox  2.Catholic 3. Protestant 4. Muslim 5. Others

Ethnicity 1. Oromo 2. Amharic 3. Tiger 4. Gurage 5. kulo
6. Kefa 7. Other

Occupation 1. Housewife 2. Gout employee 3. private employees

other

Educational Status 1. Illiterate 2. Read and write

3. primary Education
4. 2" and above

Monthly income in birr

Family size

Husband's age

Husband's occupation 1. Not employed 2. Government employee
3. private 4. other
Husband's educational Status 1. Illiterate 2. Read & write

3. Primary education. 4. 2" and above

Obstetric factors

201. Age at first marriage
202. Age at first pregnancy
203. Gravidity

204. Children alive
205. Children dead
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300. LMP

301. Gestational age in months

302. EDD
303. Problem during current pregnancy

1. No problem 2. Vaginal bleeding 3. Headache

4. Severe abdominal 5. Drowsiness 6. Others, specify
304. Any visit to HF during current pregnancy 1. Yes 2. No

305. Reason for visit to HF

1. pregnancy related problem 3. For ANC

2. H. Problem not related to pregnancy 4. Other, specify

306. Do you attend ANC for current pregnancy?
1. yes 2. No

For women who are attending ANC

307. Number of ANC visits

308. Were do you attend ANC follow up?

1. Jimma Hospital 4. FGA clinic
2. Jimma H. center 5. Private clinic
3. H2 MCH clinic 6. other, specify
309. Why do you prefer this health facility?
1. close to my residence 3. Fair price
2. Competent H. worked 4. Other, specify

310. When did you start ANC follow up?

1. First trimester 2. Second trimester
311. What do you think are advantages of ANC follow up?

1. to assess material health conditions

2. to assess fetal health condition

3. to assess fetal lie

4. to anticipate possible delivery complications

5. Idon't know the advantage

6. Other advantages, specify
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312. During ANC follow up, did you receive any info, regarding possible pregnancy & delivery

complication? 1. Yes 2.No 3. do not know

313. If yes, were did you informed about danger sings of possible complications
1. Yes 2.No 3. Do not remember
314. Which danger signs are you informed about?
1. Vaginal bleeding 2. Head ache 3. Marked & fast weight signs
4. Drowsiness/dizziness 5. Fetal met cessation 6. Other, specify
315. For which danger signs are you informed to seek medical help?
1. Vaginal bleeding 2. Head ache 3. Marked & fast weight signs
4. Drowsiness/dizziness 5. Fetal met cessation 6. Other, specify
316. Were you informed about where to deliver?
1. Yes 2.No
317. If yes to 316, where are you recommended to delivery?
1. Health facility 2. Home
318. Were you informed about who should attend you during delivery?
1. Yes 2.No

319. If yes to 318, who is recommended to attend your delivery?

1. Skilled delivery attendant 2. TBA 3. TTBA
4. Relatives 5. Other family members 6. Other, specify
KNOWLEDGE
401. Are there any health facilities which provide pregnancy & delivery services?
1. Yes 2. No 3. Do not know

If yes, which health services are provided

402. ANC 1. Yes 2.No 3. Do not know
403. Attending Normal delivery 1. Yes 2. No 3. Do not know
404. Preventing delivery cxns 1. Yes 2. No 3. do not know
405. Managing delivery cxns 1. Yes 2. No 3. do not know
406. Care to the NB 1. Yes 2.No 3. do not know
407. Managing health problem in the NB 1. Yes 2.No 3. do not know

87



408. Which HF provide the above services.
1. Jimma Hospital 2. Jimma HC 3.MCH Clinic
4. FGA clinic 5. In none of the HF 6. Do not know

Knowlege on Advantages of Pregnancy & delivery related services

409. Anticipating problems 1. Yes 2. No 3. Do not know
410. Early detection of H. Problems 1. Yes 2. No 3. do not know
411. app. Management of H. problems 1. Yes 2. No 3. do not know
412. Better health care to the women 1. Yes 2. No 3. do not know
413. better care to the newborn I. Yes 2. No 3. do not know
BELLEFS AND AITITUDES
501. Attitude to the general health service 1. Yes 2. No 3. do not know
502. Why good attitude to the general HS?

1. Better quality of service 4. Good out comes of services

2. Good approach of h. workers 5. Other specify
3. Fair price of services
503. Why bad attitude to the general HS?
1. Poor quality of services 4. Poor out comes of services

2. Unpleasant approach of H. worker 5. others, specify

3. Unfair expensive price
504. Attitude to wards delivery services?
1. Good 2.Bad 3. Indifferent
505. Why good attitude to the delivery services?
1. poor quality of services 4. Better out comes of institutional delivery
2. Good approach of h. workers 5. other specify
3. Fair price
506. Why bad attitude to the delivery services?
1. Poor quality of services 4. Poor out comes of institutional delivery

2. Unwelcoming approach of h. workers 5.1 believe it is better to delivery at home
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507.

508.

5009.

510.

601.

602.

603.

604.

605.

606.

3. Expensive price 6. Other specify

How do you evaluate the quality of institutional delivery services?
1. Good 2.Bad 3. Indifferent
Attitude to home delivery
1. Good 2. Bad 3. Indifferent
Why good attitude to home delivery?
1. I feel more comfort being at home
2. To get care and attention from family members
3. If is my usual practice
4. I don't like the services in the HF
5. I'have experienced poor out come in institutional delivery
6. Unwelcoming approach of H. workers
7. Other, specify
why bad attitude to home delivery?
1. better services in HF 4. poor out comes from home delivery
2. better out comes from ID 5. other specify

3. good approach of H. workers

perceptions (perceived severity, susceptibility, benefits ante barriers)
Any pregnant women is susceptible to face delivery cxns.
1. T agree 2. I disagree 3. Indifferent
Like any pregnant women, I am susceptible to face delivery cxns.
1. T agree 2. I disagree 3. Indifferent
Delivery cxns can be severe and may be hazardous to my well being.
1. T agree 2. I disagree 3. Indifferent
Delivery cxns can be severe and may be hazardous to the newborn.
1. T agree 2. I disagree 3. Indifferent
Being attended by a skilled delivery attendant may be beneficial to my well being.
1. T agree 2. I disagree 3. Indifferent
Being attended by a skilled delivery attendant may be beneficial to the newborns

being. 1.1 agree 2. I disagree 3. Indifferent
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Even if I wanted to get a skilled help during child birth, I may not get it, because of the following

reasons.

607. Unavailability of H. facilities 1. Yes 2.No

608. Unavailability of skilled attendant in HF 1. Yes 2. No
609. I can not pay for services 1. Yes 2. No

610. I can not pay for services 1. Yes 2. No

611. I can not get transportation services 1. yes 2. No
612. Very distant H. facilities 1. Yes 2.No

ENABLING FACTORS (Availability & Accessibility of services)

701. Is there HF with skilled delivery attendant in Jimma town?
1. Yes 2. No 3. Do not know
702. If yes to 701, In which health facility?
1. Jimma Hospital 2. Jimma HC 3.H2 clinic 4. Others __
703. Is there a HC with skilled Da inyour nearby?
1. Yes 2. No 3. do not know?
704. Can you afford to pay for services from SDA?
1. Yes 2.No 3. do not know
705. Can you got transportation services to visit HC with SDA?
1. Yes 2. No 3. Do not know
706. Can you afford to pay for transportation services to visit HC?

1. Yes 2. No 3. Do not know

REINFORCING FACTORS

707. preference of husband to place of delivery

1. HD 2.1D 3. Do not know

708. Preference of husband as your deliver attendant

90



1. Skilled DA 2. TTBA 3. TBA
4. Relatives of family members 5. Do not know

709. preference of other family members as your place of delivery
1.HD 2.1D 3. Do not know

710. Preference of other family members about your delivery attendant
1. Skilled AD 2. TTBA 3. TBA
4. Relatives or family members 5. Do not know

711. Preference of other community members as your place of delivery
1.HD 2.ID 3. Do not know

712. preference of other community members as your delivery attendant
1. Skilled DA 2. TTBA 3. TBA

4. Relative or family members 5. Do not know

preference of Pregnant woman

801. Where do you prefer to deliver (this specific child?)
1. Home 2. HF
802. Why do you prefer to deliver at home?
1. I feel more comfortable just being at home
2. close attention from relatives & family members
3. It is my usual practice
4. 1don't like the service in the HC
5. Previous bad experience from institutional delivery
6. Unwelcoming approach of to workers

7. Others, specify

803. Why do prefer to deliver in health institutions?
1. Better service 4. Poor out comes from HD
2. Better outcomes from ID 5. Other, specify

804. Your preferences about delivery attendant
1. Skilled personnel 2. TTBA 3. TBA

4. Relatives or family members 5. Others, specify
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805. Why do you prefer them as your delivery attendant?

Intentions of Pregnant woment

901. where do you intend to deliver (current pregnancy?)
1. Home 2. health facilities 3. Not decided yet

902. Why do you intend to deliver at home?

. I fell more comfortable just being at home

. Close attention from relatives & family numbers

. My usual practice

. I don't like the service in the HD

. Previous bad experience from ID

. Unwelcoming approach fromhealth workers

. Can not afford to pay for health services

. No transportation services

O 0 9 AN L B WD =

. Can not to pay for transportation services
10. Other reasons, specify
903. why do you intend to deliver in HF?
1. better services inthe HF 4. Poor out come of HD
2. Better out come of ID 5. Other, specify
3. Good approach of H. worked

Women's decision making power

904. If you wanted to deliver in health facilities, who will make the fianl decision?
1. Just me
2. My husband/ partner
3. My relatives
4. Other people,

Data of data collection

Name of data collector

Code of Data collector
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Signature of Data collector

Name and signature of supervisor
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ADDIS ABABA UNIVERSITY
DEPARTMENT OF COMMUNITY HEALTH

DATA COLLECTON INSTRUMENT

To assess actual delivery practices of pregnant women, who were previously interviewed to
assess factors that influence their future intentions in relation to delivery service utilization. The
respondents were initially visited while they were in their third trimester and they were followed

up until they deliver.

001. Code Number
002. Name of the respondent
003. Address

Keftegna kebele house Number

Section I Questions for all women
101. where do you deliver your last child
1. At home 2. In health facilities
102. Have you faced any pregnancy related health problems prior to or during labor
1. yes 2.No
If yesto Q 102,ask Q 103, if no to Q 102, skip to Q 104.

103. If yes, which of the following problems

1. Ante partum hemorrhage 5. Excessive bleeding during labor
2. premature rupture of membranes 6. Intrauterine fetal death
3. preterm labour 7. others specify

4. Elevated blow pressure
104. How long was the duration of labour ?
1.Less than half a day 3. More than one and half day
2. one day or one night 4. do not exactly remember
105. How do you rate the delivery outcome, in terms of your health ?

1. Very Good 2.Fair 3. Bad 3. Indifferent
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106. How was the newborn born?
1. Born alive 2.Born alive but died immediately

3. Born dead 4. Other situations, specify

107. If the newborn was born alive, has he faced any problems so far?
1. No
2. Yes, specify them

108. Have you faced any health problems after delivery ?
1. No
2. Yes, specify them

109. Who made the final decision about your place of delivery ?
1. Justme
2. My husband
3. My relatives
4. Other people, specify
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Section II. Questions for women who have delivered in heath facilities

201.what was the mode of delivery
1. spontaneous vaginal (SVD) 3. Cesarean section (C/S)
2. Assisted vaginal delivery(AVD) 4. others specify
202. why you deliver in health facilities ?
1. It was my preference
2. Itis my usual practice
3. Based on my previous bad experience from home delivery
4. I was informed to deliver in health facilities

5. T have faced obstetric problems which forced me to deliver in health
facilities
6.others, society

203. How do you rate the distance of health facility where you deliver ,from your
Residence? 1. Verylong 2. Fair 3. Short 4.1 cannot assess it.
204. How do you rate the price of the delivery service ?
1. Expensive 2. Fair 3. Cheap 4. 1 cannot assess it
205. How do you rate the easeness of getting transportation service ?
1.Difficult 2. Fair 3. Easy 4. I cannot assess it
206. How do you rate price of transportation service
1. Expensive 2. Fair 3. Cheap 4. I cannot assess it
207. Were the institutional delivery services according to your expectations?

1. Yes, good 2. Yes, poor 3.1 was not having specific expectations

Based on your experience from your last child birth, how do you rate the following, in regard, to
institutional delivery services?

208. Quality of services 1. Very Good 2.Fair 3. Poor 4. Indifferent

209. Competence of health workers 1.Very Good 2.Fair 3. Poor 4. Indifferent

210. Approach of health workers 1. Very Good 2.Fair 3.Poor 4. Indifferent
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What was the suggestion of the following people while you try to get institutional delivery

services
211.Your husband 1. He encouraged me 2 .He discouraged me.
3. He gave no suggestions 4. Idon’t remember.
212.Your relatives 1. They encouraged me 2 .They discouraged me.
3. They gave no suggestions 4. Idon’t remember.

213. Based on your experience and delivery out come from your last childbirth in health

facility, what would be your preference for future place of delivery?

1. Institutional delivery 2. Home delivery 3. No preference

If they prefer institutional delivery ask Q 214, but if they prefer

Home delivery skip to Q 215.

214. If you prefer institutional delivery what is your main reason?

1.

8.

I am satisfied with the quality of delivery services in health facilities

. I'had better outcome in terms of my health.

2
3.
4

It had better outcome in terms of the health of the Newborn.

. T'have observed that some of the problems that I faced during delivery, could not have

been handled at home.

. I 'am informed that I should always deliver in health facilities.

5
6.
7

others, specify -----------------

215. If you prefer home delivery what is your main reason?

1.

I am not satisfied with the quality of services in the health facilities.

. I'have faced poor outcome from institutional delivery.

2
3.
4

The newborn has faced poor out come from institutional delivery.

. I'have felt that, the delivery services in the health facilities are not any different from

delivering at home.
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5. Others, Specify ---------------mmuuv
6. Others ------------—--mcmmmeemeo
7. Others -------------mmmmmmmme

Section III Questions for women who delivered at home

301. Which of the following people have attended your delivery?

1. Health professionals (SDA) 4. Relatives or family members
2. TTBA 5. other people, specify ----------
3. TBA

302. Why do you deliver at home?
1. It was my preference.
It is my usual practice
I can not afford to deliver in HF

Because of previous bad experience from institutional delivery.

A

The labor was going well and I faced no obstetric problems which forced me to go for
institutional delivery.

I was informed that I can deliver at home

Others, specify --------------

Others, specify --------------

e

Others, specify --------------

What was the suggestion of the following people while you deliver at home?

303.Your husband 1. He encouraged me 2 .He discouraged me.
4. He gave no suggestions 4. Idon’t remember.
304.Your relatives 1. They encouraged me 2 .They discouraged me.
3. They gave no suggestions 4. 1don’t remember.

305. How do you rate the easenes for you to get instituitional delivery services if the need arises.
1. Very easy 4. It was impossible

2. Fair 5. I cannot assess.

3. Very difficult
307. If very difficult or impossible to Q305, why ?
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1. Health facilities are not available 4. No transportation service

2. health facilities are not nearby 5. Cannot pay for transportation

3. I cannot pay for the services 6. Other reasons specify ------------

During the progress of your labour at home imagine that you have faced any of the following
situations. For which one of them do you think that, you were most likely to go to health facilities

for delivery.

307. Excessive vaginal bleeding 1. Yes 2. No 3. Cannot say
308. Unusually prolonged duration of labour 1. Yes 2. No 3. Cannot say
309. Cessation of fetal movement 1. Yes 2. No 3. Cannot say
310.Cessation of labor before delivery 1. Yes 2. No 3. Cannot say
311. If advised by your delivery attendant 1. Yes 2. No 3. Cannot say

312. Based on your experience and delivery outcome from the last child birth at home what
would be your future preference for place of delivery?

1. Institutional delivery 2. Home delivery 3. No preference

If they prefer instituiotional delivery ask Q313,
if they prefer home delivery SKIP to Q 314.

313. If you prefer institutional delivery, What is your main reason?

1. Thave faced poor outcome from home delivery
The new born has faced poor outcome from home delivery
It was against my intention that I delivered at home.

Other reasons, Specify ----------------

Al

Other reasons, Specify ----------------
6. Other reasons, Specify ----------------
315. If you home delivery, what is your main reason?
1. T have faced better out come from home delivery
2. The newborn has faced better outcome from home delivery

3. Itis my usual practice.
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N o e

I have observed that, deliveries can be handled at home.
Other reasons, specify -------------------
Other reasons, Specify ----------------

Other reasons, Specify ----------------
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