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Abstract

Background: The key to reducing maternal mortality and improving maternal health is

increasing attendance by skilled health personnel throughout pregnancy and delivery.

Objective: the study was aimed to examine determinants of institutional delivery service
utilization among women who gave birth in the last two years prior to the study in Amibara

woreda of Afar region, Ethiopia.

Methods: A community based case-control study was undertaken among women who gave birth
in the last two years preceding the study in Amibara woreda of Afar region. Multi stage sampling
technique was used to select 525 participants 175 cases and 350 controls. A pretested and
structured questionnaire was used to collect data. Data entered and cleaned using Epi Data and
exported to SPSS version 22 for analysis. Crude and adjusted odds ratios together with their 95%
confidence intervals were calculated to examine the association between independent and
outcome variables. Logistic regression analysis was done to determine independent predictors of

institutional delivery service utilization.

Results: Women who had given births in the last two years prior to the study were included into
the study. Five hundred and twenty five study samples were estimated and all of them were
participating in the study, resulted in response rate of 100%. Only two factors, presence of
preventing factors for facility based delivery (AOR= 0.24; 95%CI=0.066, 0.85; P-value= 0.027)
and number of ANC visit (AOR= 5.7; 95%CI= 1.8, 18.2; P-value= 0.03) were found

significantly associated with Institutional delivery.

Conclusion and recommendation: The higher the number of times a woman makes ANC visit
during pregnancy, the more likely it would be that she will come for facility based deliveries.
The region health bureau and the district health department should partner to keep improving the

coverage of ANC.

Key words: Institutional Delivery; home delivery; Amibara district; case control study
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1. Introduction

Maternal mortality is a global problem[1].The majority of maternal health complications and
deaths occurred in low and middle income countries where three-fourth of the deaths are due to
direct obstetric complications[2]. Institutional delivery service utilization is one of the key and
proven interventions to reduce maternal death, it ensures safe birth, reduce both actual and
potential complications and maternal death and increase the survival of most mothers and
newborns[3]. But most deliveries in developing countries occur at home without skilled birth
attendants[4, 5]. Many low and middle income countries tried their best to optimize key and
effective maternal health interventions to improve maternal health, but the progress made in
reducing maternal deaths were very far from the Millennium Development Goal (MDG)targets
and now they are trying their next ambition to achieve the target sated for Sustainable
Development Goal 3.1 (a target to achieve a reduction of global maternal mortality ratio to less
than 70 per 100,000 live births, in Ethiopia the impact-level targets of health sector
transformation plan (HSTP) by 2020 is to reduce Maternal Mortality Ratio (MMR) to
199/100,000 live births [6].

Skilled delivery in Ethiopia is among the lowest, according to the Ethiopia Demographic Health
Survey(EDHS)0f2016 key report, 28 percent of births were assisted by skilled providers at the
national level while the figure was below 14.7percent in Afar region[7]

Various studies indicated that cultural factors, illiteracy, poverty, distance, lack of transportation
and lack of male involvement were among the factors playing roles in keeping away mothers
from seeking skilled birth attendancel5, 7, 8].



Global, delivery assisted by skilled providers is the most important proven intervention in
reducing maternal mortality and one of theMillennium Development Goal(MDG) indicators to
track national effort towards safe motherhood. Most Sub- Saharan African countries were not
met the targets pertaining to MMR. In almost all countries where health professionals attend
more than 80% of deliveries, MMR is below 200 per 100,000 live births. However, birth with
skilled attendance was low in Southern Asia (40%) and SSA (47%), the two regions with the
greatest number of maternal deaths[9]. The adult lifetime risk of maternal mortality in women
from sub-Saharan Africa was the highest at 1 in 38, in sharp contrast to 1 in 3700 among women
in developed countries[9]

Ethiopia, delivery in a health facility is more common among births to mothers below age 35,
births to mothers who had at least four Ante Natal Care (ANC) visits, and births to highly
educated mothers and mothers in the highest wealth quintile. Urban births are six times more
likely than rural births to be delivered in a health facility (59 percent versus 10 percent). The
percentage of births delivered in a health facility ranges from 10 percent in Afar to 87 percent in
Addis Ababa [3].

In Afar national regional state according to Ethiopia Mini Demographic Health Survey(EMDHS)
2014 Ethiopia survey report 9.1% births are in public health sector, 0.8% in privet sector with a
total 0f10% in the health facilities and 90.1% home delivery while skilled assistance at delivery
increased from 3.9-percent2005 EDHS report to 10 percent 2014 EMDHS report in the last
fifteen years[3]

Institutional delivery service utilization in pastoral communities is very low[3]. There are high
variations in institutional delivery service utilizations among regions of Ethiopia, with, 10% in
Afar, Southern Nations Nationalities, Afar, Oromiya, Somali, and Benishangul-Gumuz regions
and up to 87% in Addis Ababa. Antenatal care from a skilled provider ranges from 30% in the
Afar Region up to 94% in Addis Ababa. The wide discrepancy between country and region
informs concerned stakeholders that there is a long way to go for bridging maternal health
service utilization gap between agrarian and pastoral communities for the country in general and
the Afar Region in particular[4, 9]

The factors that were found to be associated with institutional delivery were residential place,
educational level of mothers, previous history of prolonged labour, and final decision made by
husbands or relatives. Those living in urban set up, literate, influenced by their husband and
relative and those who had prolonged labour were more likely to deliver in modern health care.

In Afar the study done in 2005G.c shows that Ayssaita& Dubteare the two main towns in Afar
regional state in the northeastern Ethiopia, relatively better equipped and access to health
facilities and they have relatively settled population the result 45.8% delivered in health
institution and according to other study in Afar 2012G.c study result most mothers in the study
community (83.3%) had delivered at home, less than 15% had delivered in health facilities. [20]
The main reason given for home deliveries was that the emergency nature of delivery did not
allow the mothers to be transported to health facilities. Most mothers live in the rural areas far
from health facilities, and there was no transport system[20].



In Afar Region utilization of health services, in general, and maternal healthcare service in
particular is low as many other parts in the country. However, it has never been assessed so far in
Afar, where 82% of the population is leading pastoralist life style, have a very low economic
status, and harmful traditional practices are widely prevalent, beside this maternal health service
utilizations are poorly equipped, inaccessible, negligible, and not well documented in the society.
In this study area there are one hospital, four primary health centers and 16 health posts.

Little is known about the status and factors influencing the use of maternal healthcare services in
Ethiopia in most regions in general, and Afar Region in particular. Institutional delivery service
utilization is underutilized in Afar Region due to different constraints and obstacles. This might
be due to lack of research evidences on important determinants of institutional delivery service
utilization. Hence, understanding the determinants and constraints of institutional delivery
service utilization in the pastoral area like in Afar Region is very crucial for proper use of the
maternal health service, which is one of the most effective strategies for preventing maternal
mortality.

Undertaking sound full study/research on the determinants of institutional delivery service
utilization provides evidence for the improvement of maternal health care strategies in places
where the general health status of women is very low[4].

Therefore, this study, aims to address this gap by attempting to explore the determinant factors
that are assumed to be barriers to health institutional delivery care services in Amibara woreda of
Afar region.



In Ethiopia the levels of maternal mortality is the highest in the world. One explanation for poor
health outcome among a women none is use of modern service by sizable proportion in the
country.

The proportion of births attended by skilled personnel is low even in areas where women have
access to the services. However, it is not known why majority of pregnant women do not deliver
their babies in a health institution.

There is no study done in Amibara woreda to know the determinant factors influencing the
utilization of institutional delivery, where the institutional delivery service utilization is the
lowest among the woredas in the region. The woreda was highly expanding with its increased
population size over the last decade and thus the number of health institution did not equally
increase with the population size in the woreda.

I hope that the finding of this study will help policy makers to understand the underlying causes
of low institutional delivery service utilization in the woreda, also will help program managers
and implementers to design a tailored intervention at woreda level, primarily Amibara woreda
women of reproductive age will be benefited from this study and other woredas in Afar region
will be one of the beneficiaries and further may serve as an important tool for any possible
program planning and interventions aimed at improving institutional delivery services utilization
in the region.

Also the finding of this study will serve as a baseline information for further studies.



2. Literature review
Institutional delivery service utilization is one of the key and proven interventions to reduce

maternal death [4, 5]. It ensures safe birth, reduces both actual and potential complications and
maternal death, and increases the survival of most mothers and newborns[10]. Women who are
delivering at health institutions are more likely to get skilled birth attendance than women who
are delivering at home. This is particularly true in developing countries like Ethiopia where
trained skilled birth attendants like doctors, health officers and midwives are found only in health
institutions.

There are various determinant factors that are related with delivering at health institutions.
Demographic factors, Socio-economic factors, Obstetric factors, health facility factors and

women’s decision making factors are some of the already known factors that affect utilization of

health facility of delivery services.

The age and multi parity are among determinants for the place of delivery, a study done in
MunesaWoreda, Arsi Zone, and South East Ethiopia indicated that the age of mother has
contribution to institutional delivery. Mothers less than 20 years of age during the interview were
about 6 times (AOR = 6.06, 95%ClI: 1.54, 23.78) more likely to deliver at health institutions than
mothers more than 35 and above [4]. Also Study done in Pakistan shows that 53% of women
delivery in health facilities is younger and out of that 65% are those having the first baby.
Women with 35 years and above with more than five children tend to deliver home because they
consider themselves as having experience so they don’t need assistance from skilled workers
[11]. This is evidenced by study conducted by Tefera in Sekela District, documented that multi
parity and older women tend to deliver home than young women. These young women they have
no experience in child births and they tend to fear complications related to pregnancy and child
birth[12].

A study done in Boricha District of Sidama Zone, shows that women with gravid one more likely
to choice health facility as delivery place when compared to women with gravid above five
[COR (95%CI) 8.7(4.6-16.3)] and women with gravid 2-5 also more likely to choice health
facility than women with gravid above five [COR (95%CI 3.03(1.7-5.3)] [13].



mother’s literacy level is also important determinant of place of delivery as those with non-
formal education tend to deliver at home, and those educated tend to give birth’s in health
facilities[14].Study in India showed Women’s with higher education were more likely to
undergo skilled institutional delivery, OR =2.06, 95%CI 1.33-3.19) [15] .On the other hand a
study done in Ethiopia indicates women with no education were less likely to use the service.
The odds of use of such services was four and a half times and eight times higher for women
with primary and secondary or higher levels of education, respectively, compared to women with
no education (8, 24).A study that was conducted in Woldia, Ethiopia showed Mothers who had
secondary & above educational level were more likely to utilize institutional delivery service
than those who cannot read and write (AOR 15 & 95% Cl=4.31-54.8)[16]

Regarding the educational status of husbands, mothers whose husband attended secondary school
and above were 2.7 times (AOR=2.7 and 95%CI1=1.19, 6.24) more likely to deliver on health
institutions as compared to mothers whose husbands were unable to read and write. Institutional
delivery was significantly higher amongst the respondents whose husbands had higher education
as compared to those who had low education (p<0.05)[17].

Household wealth status of a family could positively affect skilled delivery utilization because
wealthy families can afford to pay for transport, hospital charges and medications as opposed to
poor families. A study done in Afghanistan revealed that household wealth were associated with
higher use of skilled birth attendants, including being wealthier, having motorized transport, and
having had a family member previously visit the health facility[18]. Another study done on
factors influencing the utilization of maternal health care services indicates wealth index of the
household has a positive effect on the odds of skilled attendance during delivery. The reason is
that women from households with higher economic status have power of affordability and have
greater exposure to accessing relevant information and knowledge regarding issues related to
maternal and child health ([18, 19].



In the urban areas, delivery is significantly associated with the income of the household, whilst it
is not a factor for the rural. This is probably because in the rural settings, whether the mother has

money or not, there is no transport and no time to take a laboring mother to health facilities[20].

House hold financial capacity is one of the major factors in the determination of maternal health
service utilization and this depends on mother occupation and husband occupation. Women who
are working and earning money may be able, to save and decide to spend it on a facility delivery.
Several studies find that farming women are less likely to have ANC and skilled attendance at
delivery than women in other occupations[11]. This may be due to limited financial resources
and health services in rural areas. Wives of husbands with higher status occupations could be

more able to use facilities for delivery.

High status occupations are associated with greater wealth, making it easier for the family to pay
costs associated with skilled delivery care. A limited ability to pay and high hospital costs have
been identified as the major barriers for the rural poor wishing to access health care, due to
economic difficulties in rural areas women are not able to afford costs related to deliveries even
if the services in some places are free of charge they unable to pay for transport in case of

referral or the facility is away from home [21].

Women with gravid one more likely to choice health facility as delivery place when compared to
women with gravid above five [COR (95%CI) 8.7(4.6-16.3)] and women with gravid 2-5 also
more likely to choice health facility than women with gravid above five [COR (95%CI 3.03(1.7-
5.3)] [22].ANC follow up were also found to be a strong predictor of institutional delivery
service utilization. A study from Amhara region North Shewa zone showed that women who had
made at least one ANC visit were at least six times more likely than women with no ANC visits
to give birth at health facility[23]. Similarly, women residing in communities with high ANC
utilization rate were 55 % more likely (AOR = 1.55; 95 % CI 1.132-2.127) to give birth at health
institutions than women residing in communities with low ANC utilization rate [22].

Proportion of women who delivered in health institution with skilled care at delivery increased
with knowledge of birth related complications from 1.4% among women who did not mention
any to 8.7% among those who mentioned birth related complications (p <.001). Women who
reported that they had previous history of abortion also have an increased chance to use health
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facilities for delivery compared to those who had no previous history of abortion (OR 8.85
(95%CI (2.58-30.36)) [13].

According Mini EDHS2014 report, delivery in a health facility is more common among births to
mothers below age 35, births to mothers who had at least four ANC visits, and births to highly

educated mothers and mothers in the highest wealth quintile [3].

Distance from home to the health facility is one of the barriers to utilization of health facility for
skilled delivery purposes. Mothers who are closer to the health facility may use skilled delivery
more than those who are far away. A study done in Nepal shows that significantly higher
proportion of respondents who had residents nearby the health facility (<2Km) had delivered at
health facility (p<0.05)[24]. Families who cannot afford to pay for transport or service are less
likely to use institutional delivery services. A study done in Nigeria showed that long distance to
health facility, unavailability of means of transportation and lack of money for transportation
were among the factors that were responsible for non-utilization of health facilities for skilled
birth [25]. Unreliable transport is also a barrier to access skilled delivery in rural areas, failure to
plan in advance for transport cause higher number of women to deliver in their homes even if

they had planned to deliver in health facilities[24].

Another important consideration for health facility service utilization is the technical capacity of
staff members in addition to the availability of quality services and medications. Women do not
want to face unfriendly and hostile environment particularly during delivery.

A study done in Nigeria indicated that unsatisfactory services at health facility, unfriendly
attitude of staff of the health facility and unavailability of staff at health facility were some of the
reasons for not using health facility for delivery purposes[25].

Inadequate knowledge and skills for health workers on management of obstetrics cases can be
the barrier for delivery in health facilities, several study found that health workers tend to
unnecessary refer pregnant mother to higher level because they don’t know to use partogram.
This woman will never come back to that facility due to unnecessary referral to other health
facility [26]. Health provider behavior and attitudes are also determinant factor for a choice of

-8-



place of delivery for pregnant mother, some of the health workers are very rude and using
abusive language these attitudes prevent the women to deliver in health facilities however

positives attitudes of health workers attract women to deliver in health facilities[27].

Research question

What are factors that could affect institutional delivery service utilization in Amibara, Afar?

Hypothesis
1. Women who were using ANC services are more likely to have birth at facilities than those

who did not.
2. Women who faced cultural preventing factors are more likely to have births at home than

those who did not.

Socio-demographic and

economic factors

»  Age of mother
Marital status
Educational status
Income status

A /I nstitutional \

Obstetric factors Delivery Service
*  Gravidity Utilization
e Parity >
* Abortion
«  Still birth(IUFD)

\ /

Health Service factors
»  Accessibility of service
e Availability of services
*  Cost of services
*  Health workers
behavior

Figurel. Conceptual framework for factors influencing utilization of institutional delivery

Source: Adopted from conceptual framework ‘Determinants of delivery practices among Afar

pastoralists of Ethiopia™ [20].
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3. Objective of the Study

To assess determinants of institutional delivery service utilization among women who gave birth

in the last 2 years prior to the study in Amibara woreda of Afar region, Ethiopia.

1. To identify social demographic factors affecting utilization of institutional delivery
services utilization among women who gave birth in the last 2 years prior to the study in

Amibara woreda.

2. To explore health service related factors that determine utilization of institutional delivery
services among women who gave birth in the last 2 years prior to the study in Amibara

woreda.

3. To explore obstetric related factors that determine utilization of institutional delivery
services among women who gave birth in the last 2 years prior to the study in Amibara

woreda.

-10 -



4. Methods

The study was conducted in Afar regional state, Amibara woreda. Amibara is one of the 32
woredas in the region, covers an area of 3,994 square kilometers. The capital city of the woreda
is Andido which is found at 270 km and 304 km away from Addis Ababa and Semera
respectively on the truck of high way to Djibouti.

Amibara woreda is bordered on the south by Awash Fentaly woreda, on the west by Dulecha
woreda, on the north by Bermudytu woreda and on the east by Oromia Region. This woreda is
divided in to 19 kebeles (three urban and sixteen rural kebeles). The total Population of the
woreda by the year 2009E.C estimated to be 79,825 from which 42,533 are males and 37,292 are
females. The total number of women in reproductive age (15-49years) estimated to be 18,200
based on the conversion rate of the region (22.8%).There are four health centers, one zonal
hospital and 16 health posts. According to the woreda health office 2009E.c report, the health
service coverage of the woreda is with 76% antenatal coverage and institutional delivery is 45%
and 28% respectively. The study was conducted from June 10-25, 2017.

Definitions of cases and controls:

Cases: Women of childbearing age (15 — 49 years) who gave birth at health institutions (public
or private) in the last two year irrespective of the outcome of the pregnancy.

Controls: Women of childbearing age (15 — 49 years) who gave birth at home in the last two

year irrespective of the outcome of the pregnancy.

A case-control study will be conducted among all women of childbearing age (15 — 49 years)
who gave birth in the last two year preceding the study in Amibara woreda of Afar region.

The source of population were all women of childbearing age (15-49) who reside in Amibara

woreda.

-11-
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The study participants were women of reproductive age (15-49) who gave at least one birth

within the last two year preceding the study from the selected 6 kebels in the woreda.

-Women of child bearing age (15-49 years) who have delivered at least one birth in the last two
year preceding the study in the study area are eligible.

Critically ill women and not permanent (<6months) resident of the woreda during data collection
in the study area.

The sample size determination for the magnitude of institutional delivery service utilization was
computed with the assumption of Confidence interval of 95%, Critical value z = 1.96 (from
significance level a = 5%), degree of precision, w = 5%, design effect=2 and non-respondent
rate=10%. In Afar Regional state, the current institutional delivery percentage was
=14.7%][28]and the sample size was calculated using the following formula for single population
proportion:

[ n= (Z 0/2)*P (1-P) }
d2

n = ((1.96)2 * 0.147(1-0.147))
(0.05)?

n=193

Therefore, this sample is multiplied by design effect of 2and 10% non-response rate is added
andthe final sample size estimated to be 424.

Alternatively, sample size was calculated by considering proportion of explanatory variables
using institutional delivery background characteristics with the following assumptions, on the
base of EDHS2016report. The respective sample size for each explanatory variable was
calculated using the formula for comparisons of double population proportions shown below and
open Epi info version 7.The common parameter were power 80%, level of statistical significance
1.96 and Case to control ratio = 1:2

Considering EDHS 2016[28]key report institutional delivery background characteristics, the
sample size calculated with the assumptions provided under the following tables:
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Table 1. Sample size determination by background characteristics of institutional delivery

Factors a | Powe | Rati | Hypothe | Hypotheti | Least | Sample size
r(B) |oof | tical cal extre
9 Con | proporti roportion | me
or % Prop Prop case | Contr | Tot
chanc | trol | on of of Cases Odds
S ols al
eof |sto |controls | with Ratio
detect | Cas | with exposure | to be
ing) |es | exposur detect
e ed
Mother | Atleast |95 |80 2:1 | 76.2 22.5 0.09 |12 24 36
Educatio | primary
n
No 95 |80 2:1 {904 8.8 001 |5 10 15
educatio
n
Wealth | Highest |95 |80 2:1 | 423 56.5 1.77 | 154 | 322 479
Lowest |95 |80 2.1 | 944 51 0.003 | 4 8 12

This sample (480) was added to 10% non-response rate and the final sample size of both specific

objectives estimated to be 525. Since525 accommodate all the assumptions, for single and

double population proportion, it was taken as the final working sample size to meet all the

objectives for which the sample size is calculated. The final sample size was 525 of 175 cases

and 350 controls.
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Multi-stage sampling techniques was employed to select study participants. Amibara woreda was
purposely selected from the region. In the first stage of sampling selection process, 6 kebeles
were randomly selected from among a total of 20 kebeles in the woreda. A complete list of
households with women who had delivered in facility and at home in each of the sampled six
kebeles was carried out separately ahead of selection of households, which was done in
collaboration with each kebele's Health Extension Worker, kebele administer, woreda administer
and also reviewing kebele health post (family folder) pregnant woman registration list of the last
two years. In the second stage of sampling, pre-specified number of households were randomly
selected from each of the six kebeles using simple random sampling technique. The sample size
was distributed to the 1 urban and 5 rural kebeles proportional to the size of their households
(both facility delivered women and women who had had home delivery). If there were two or
more mothers in the same household only one was taken via lottery method. If mothers gave two
birth with in the last two years only the resent was taken.

For each case, two consecutive controls were selected from each kebele. (Figure 2)
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Amibara Woreda
(20 Kebeles)

Simple random lin
A 4 \ 4 \4 A4
Worere Hasoba Serkamo Bedulale Bonta Halydge
Kebele Kebele Kebele Kebele Kebele Kebele
PPS
y ¥ L 4
171 WRA 45 WRA 132 WRA 60 WRA 105 WRA 12 WRA

Simple random sampling

525
Responden
ts

Figure.2: shows a schematic presentation of the sampling procedure or technique.
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Place of delivery

-Socio-demographic and cultural variables: age, religion, education, marital status, ethnic
group, occupation, of women, husband influence &related

-Obstetric history related variables: gravidity, parity, abortion, still birth, IUFD

-Health service accessibility variable: type of health facility and distance to health facility,

transportation during institutional delivery service

Access to health facility:

-Distance: is measured in kilometers from home to the nearest health facility. This is measured
in which distance > 5km from home to health facilities are said to be far. (< 5km = Accessible >
5km = Inaccessible)

-Travel time: Travel time to nearest health facility. (> 1hr = Inaccessible< 1hr = Accessible)

Data was collected via a pretested structured questionnaire adapted from EDHS and different
literatures. The questionnaire was first prepared in English and translated into local Amharic

language.

Interviewer administered structured questionnaire was used to collect data from sampled
households. The questionnaire was first developed in English and translated in to local Amharic
language, and then translated back in to English by the third person to check the consistency. Ten
nurses were recruited to collect data and were trained on techniques of data collection, and the
sampling procedures were elucidated to them. Mothers who had delivered in the past 2 years
were interviewed on various characteristics and their delivery related issues. Mothers in the
household who were absent during the first day of data collection were interviewed in the
subsequent days until the final day of data collection.
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Both data collectors and a supervisor were trained on such issues as the techniques of data
collection and or face to face interview skills. The training also covered the importance of
disclosing the possible benefits and purpose of the study to the study participants before the start
of data collection. Mechanisms of maintaining the confidentiality of the participants throughout
the whole process of data collection and the study were discussed and ascertained during the two
days long training. A supervisor was trained on how to check the completeness and consistencies
of questionnaires filled by the data collectors to ensure the quality of the data, and also, the
researcher visited data collectors twice a day to check whether they collect the data
appropriately. The researcher evaluated the data during the data analysis stage to verify the
completeness of the collected data. Pre-test was carried out on thel0% of the sample in none
study area and the questions was then revised based on the response obtained so that questions
that induced ambiguity were rephrased. EpiData was used for data entry in order to reduce
errors.

The data was entered in to the Epi-Data version 3.1 up on creating the questionnaire template in
the QES file of the software. The entered data subjected to cleaning using simple frequency and
tabulation to ensure the validity of the data. Then, the analysis was made with IBM SPSS version
22 after exporting the prepared data. Descriptive statistics such as frequency distribution, cross
tabulation and some measure of central tendency and variability (mean and standard deviation)
were computed to describe the major variables of the study. Odds ratio and p-value were
computed to see whether any relationship exists between the exposure and outcome variables. P-
value less than 0.05 considered statistically significant. Binary logistic regression was done to
see the effect of each of the independent variables on the outcome variable by simultaneously
suppressing the effect of extraneous variables.

Ethical clearance for the start of the study was obtained from Research Ethical Committee of
School of Public health of Addis Ababa University. Also, permission for the study was obtained
from Afar Regional State Health Bureau. Verbal informed consent was obtained from
participants after a detailed explanation on the purpose and benefit of the study right before the
individual data collection. Data collectors and a supervisor were told to help participants
involved in the study only willingly by clarifying them the objective and purpose of the study.
The participants were told that their failure to participate in the study were not result in any form
of penalty and assured that they can quit from the study any time they want. And, also,
participants get explained that the data collection procedure was entirely be accomplished
anonymously together with observance of the necessary confidentiality pertaining already
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solicited information. The advantages of their honest decision and response to the successful
completion of the study was briefed to the participants to help them involved in the research only
willingly.

The results of the study will get presented to the public defense and following which the final
edition (revision) will be disseminated to Graduate School of Addis Ababa University through
hard and soft copies. Dissemination of the result will also be made to Afar regional health
bureau, Amibara woreda Health office and Werer health center through hard/ or softcopies found
appropriate. Also, manuscript(s) will get submitted for publication in peer reviewed scientific
journal.
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5. Result
Five hundred and twenty five study samples were estimated and all of them were participating in

the study, resulted in response rate of 100%. The unmatched case control study design assumed
the one to many scenarios (two controls, or home deliveries, for each case, or facility based
delivery) to improve the power of the study. Accordingly, 175 women with facility based
deliveries and 350 women with deliveries at their or their neighbors' home were interviewed to
answer on a multitude of questions from their socio-demographic, cultural and service related

backgrounds.

Among women aged between 15 to 19 years, 11(2.1%) had delivered at home and 4(0.8%) at
facilities. The largest percentage of participants were above 30 years for both health facility
based 110(21.1%) and home deliveries 223(42.7%). Among women who were house wife,
nearly 60% (314) had births at home and nearly a quarter (141) had births attended by skilled
professionals. One hundred and seventy eight mothers had history of ANC attendance some time
during pregnancy, 106(60%) of whom had given birth at health centers and or hospitals. Out of a
total of 14 women who were attending ANC four times, 13(93%) of them had institutional
delivery compared to only 1(7%) mothers out of 356 women who delivered at home. Nearly
60%(86) of respondents who had births at facility agree to the fact that every pregnancy is at risk
compared to about 40%(63) of home delivered women. (Table. 2)
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Table. 2 Selected characteristics of the respondents, Afar, Ethiopia, 2017.

Place of delivery

Variables

Home

Health Facility

Age of the mother (in years)

15-19 11(2.1%)
20-30 123(23.6%)
>30 223(42.7%)
Total (N=522) 357(68.4%)

Marital status

Single 2(0.4%)
Married 353(67%)
Divorced 1(0.2%)
widowed 3(0.6%)
Total (N=525) 359(68.4%)

Maternal education

Iliterate 315(60%)
Read and write 24(4.6%)
Primary 9(1.7%)
Secondary 5(1%)
Certificate 3(0.6%)
Diploma 3(0.6%)
Total (N=525) 359(68.4%)
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4(0.8%)

51(9.8%)

110(21.1%)
165(31.6%)

1(0.2%)
160(30.5%)
1(0.2%)
1(0.2%)
166(31.6%)

114(21.7%)

24(4.6%)
21(4%)
4(0.8%)
1(0.2%)
2(0.2%)

166(31.6%)



Maternal occupation
House wife

Cattle rearing
Farming

Employed

Daily worker
Entrepreneur

Total (N=525)
Husband education
[lliterate

Read and write
Primary

Secondary

Certificate

Total (N=525)
Husband occupation
Livestock herding
Farming

Employed

Daily worker

Total (N=524)

314(59.8%)
4(0.8%)
5(1%)
18(3.4%)
3(0.6%)
15(2.9%)
359(68.4%)

321(61.1%)
26(5%)
8(1.5%)
3(0.6%)
1(0.2%)
359(68.4%)

355(67.6%)
1(0.2%)

0

2(0.4%)
358(68.2%)
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141(26.9%)
4(0.8%)

0

12(2.3%)
1(0.2%)
8(1.5%)
166(31.6%)

115(21.9%)
36(6.9%)
10(1.9%)
2(0.4%)
3(0.6%)
166(31.6%)

146(27.8%)
1(0.2%)
3(0.6%)
16(3%)
166(31.6%)



Family life style

Semi cattle rearing
Cattle rearing

Semi cattle semi farming
Total (N=524)
Gravidity

1

>=5
Birth Order
1

A w0

5

Total (N=525)
Number of live births
1

2

36(6.9%)
321(61.1%)

1(0.2)

358(68.2%)

115(21.9%)
127(24.2%)
75(14.3%)
29(5.5%)
13(2.5%)

115(21.9%)

127(24.2%)
75(14.3%)
29(5.5%)
13(2.5%)

359(68.4%)

117(22.3%)
126(24%)
74(14.1%)
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44(8.4%)
114(21.7%)
8(1.5%)
166(31.6%)

48(9.1%)
53(10.1%)
37(7%)
18(3.4%)
10(1.9%)

50(9.5%)
51(9.7%)
37(7%)
18(3.4%)

10(1.9%)

166(31.6%)

50(9.5%)
55(10.5%)
38(7.2%)



4
3)

Total (N=525)
History of abortion
Yes

No

Total (N=525)

History of still birth
Yes

No

Total (N=525)
History of ANC

Yes

No

Total (N=525)
Number of ANC visit
1

2

3

4

Total (N=525)

29(5.5%)
13(2.5%)
359(68.4%)

10(43.5%)
349(69.5%)
359(68.4%)

8(28.6%)
351(70.6%)
359(68.4%)

72(40.4%)
287(82.7%)
359(68.4%)

51(71.8%)
18(29.5%)
2(6.3%)
1(7.1%)
359(68.4%)
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19(3.6%)
4(0.8%)
166(31.6%)

13(56.5%)
153(30.5%)
166(31.6%)

20(71.4%)
146(29.4%)
166(31.6%)

106(59.6%)
60(17.3%)
166(31.6%)

20(28.2%)
43(70.5%)
30(93.7%)
13(92.9%)
166(31.6%)



ANC visit site

Hospital 3(100%)
Health center 29(52.7%)
Health post 40(33.6%)
Home 0

Total (N=525) 359(68.4%)

Problem during the current labor

Yes 29(46%)
No 330(71.4%)
Total (N=525) 359(68.4%)

Duration of labor(in hrs)

12

24

48

Distance to HF <5kms 5(12.8%)

Time to reach nearest HF(in minutes)

<30 54(62.1%)
>=30 305(69.6%)
Total (N=525) 359(68.4%)

Danger sign of pregnancy

Yes 82(43.9%)
No 277(82%)
Total (N=525) 359(68.4%)
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0
26(43.7%)
79(66.4%)
1
166(31.6%)

34(54%)
132(28.6%)
166(31.6%)

34(87.2%)

33(37.9%)
133(30.4%)
166(31.6%)

105(56.1%)
61(18%)
166(31.6%)



Advantages of having birth at Health Facility

No advantage 57(100%)
Appropriate place 4(44.4%)
SBA are available 58(34.3%)
Sufficient delivery materials 18(37.5%)

Both appropriateness-

of the place and availability of SBA 1

Has home delivery a risk?

Yes 47(28.5%)
No 312(86.7%)

To whom is it the risk?

Mother 20(33.9%)
Baby 7(20.6%)
Both 20(27.8%)

Every pregnancy is at risk
Agree 63(42.3%)
Disagree 97(78.9%)

Presence of preventing factor to facility delivery

Yes 269(76.4%)
No 90(52%)
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0
5(55.6%)
111(65.7%)

30(62.5%)

118(71.5%)
48(13.3%)

39(66.1%)
27(79.4%)
52(72.2%)

86(57.7%)

26(21.1%)

83(23.6%)
83(48%)



Health service quality

Very good 5(11.9%) 37(88.1%)
Good 30(19%) 128(81%)
Bad 22(95.7%) 1(4.3%)

Health professional's approach

Very good 6(23.1%) 20(76.9%)
Good 65(33.5%) 129(66.5
Bad 42(71.52%) 17(28.8%)

Means of transportation for referral

On foot 64(78%) 18(22%)
Public transport 130(68.1%) 61(31.9%)
Ambulance 157(64.9%) 85(35%)
Other 8(80%) 2(20%)

Characteristics affecting place of delivery of the respondents

Many factors were found to impact the latest place of delivery of the study's participants.
However, the associations of almost all of the factors faded out upon controlling effect of
confounding variables. The odds of being exposed to 2 or more ANC visits was higher among
women who delivered at health facilities (AOR=5.7; 95% Cl= 1.8,18.2;P-value=0.03) than the
odds of being exposed to 2 or more ANC attendances among home delivered women. The odds
of exposure to facility delivery risk factors was lower among women who delivered at health
facility (AOR= 0.24; 95%CI; 0.066, 0.85; P-value= 0.027) than among home deliveries.
(Table.3)
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Table 3. Characteristics affecting the place of delivery of the respondents,
Afar, Ethiopia, 2017.

Variables COR(95%Cl) AOR(95%CI) P-value
Age (in yrs)

15-19 0.737(0.23,2.37)

20-30 0.841(0.564, 1.252)

>=30 1

Marital status of mother
Married 0.45(0.144, 1.427)
“Other 1

Educational status of mother

Illiterate 0.259(0.14, 0.477)

Read and write 0.714(0.319, 1.599)

Primary and above 1

Educational status of husband 0.538
Iliterate 0.287(0.13, 0.63) 0.95(0.04, 8.19)

Read and write 1.11(0.445, 2.756) 2(0.08. 9.48)

Primary and above 1 1

Occupation of husband 0.592
Livestock herding 0.082(0.028,0.245) 0.45(0.025, 8)

Other 1

Life style of family 0.176
Pastoralist 0.26(0.162, 0.415) 2.5(0.66, 9.57)

Other 1
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Number of pregnancy

irth order

ive birth

OB WDNPTOOPRRWODNPEPDIOORWOWNPRE

History of abortion
Yes

No

History of still birth
Yes

No

History of ANC
Yes

No

*Number of ANC visit
1

2 or more

Problem during labor

Yes
No

1
1(0.628, 1.59)
1.18(0.704, 1.984)
1.487(0.755, 2.9)
1.84(0.756, 4.49)

1
0.924(0.58, 1.47)
1.135(0.678,1.899)
1.428(0.727, 2.81)
1.769(0.727, 4.3)

1
1.02(0.646, 1.615)
1.022(0.72, 2.006)
1.53(0.787, 2.986)
0.72(0.224, 2.14)

3(1.27, 7.0)
1

6(2.56, 14)
1

7(4.68, 10.6)
1

1
10(5.2, 21.14)

2.9(1.71, 5.00)
1

0.146
5.5(0.55, 54.7)
0.03
5.7(1.8,18.2)
0.854

0.87(0.187, 4.01)
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Time to reach health facility

Less than 30 minutes 1.4(0.868, 2.262)

30 or more minutes 1

Danger sign of pregnancy

Yes 5.82(3.896, 8.677)
No 1

Has home delivery a risk?

Yes 16(10.4, 25.7)

No 1

Every pregnancy is at risk

Agree 5(2.94, 8.75)
Disagree 1

Health professionals’ approach

Very good 8(2.8, 24)
Good 4.9(2.9, 9.3)
Bad 1

*Preventing factors for facility based delivery

Yes 0.335(0.227, 0.49)
No 1

Means of transport
On foot 0.55(0.32, 0.967)

Transport 1

1.3(0.289, 5.5)

3.6(0.85, 14.8)

0.7(0.17, 2.5)

1.2(0.1, 14)
1.5(0.24, 8.89)
1

0.24(0.066, 0.85)

0.399(0.08,2.1)

0.754

0.08

0.547

0.907

0.027

0.271

* associated at p-value=0.05
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6. Discussion
The present study tried to investigate a range of factors that could predict place of delivery in one

of the districts of Afar regional state. The position of parents in terms of occupation and
education background could affect the decision of the mother on her place of delivery. In this
study, the largest percentage of births (both facility based and home) were concentrated among
poorly educated families, or Illiteracy dominates in recent births in the study area. Most of our
participants were housewife and had husbands who relied on livestock herding activities. History
of abortion, still birth and ANC attendance, experiencing problems and or danger signs during
current pregnancy and or labor are more common among women who had facility deliveries than
in women had home deliveries though not significantly different. When previous pregnancy
outcomes are unfavorable in terms abortion or still birth, the woman might develop a fright that
her subsequent pregnancies would similarly end up in one of these adverse outcomes, and that
she would be galvanized to have her forthcoming births attended by qualified health personnel.
Although ANC attendance could not invariably lead to utilization of skilled care at birth, It is
recognized that skilled ANC service during the time of gestation could substantially help the
woman make facility based delivery decision[5, 8, 29]. Birth Preparedness and Complication
readiness(BPCR), a behavior based intervention, has become in the center stage of the new ANC
package of World Health Organization[30]. Among other things, instructing the ANC attendee
about the potential obstetric repercussions that would otherwise wreak havoc the health of
woman-infant or baby dyad is among the components of the multi-sided strategy, BPCR[30].

The belief that every pregnancy is at risk was better understood by women who had delivered at
facilities. This gives a lot of sense that women who are aware that every pregnancy would be
marred by unforeseen obstetric complication have higher chance of getting themselves in health
facility for having skilled delivery care. In similar manner, agreeing to the 'home delivery carries
risks' and residing within 5kms from the nearest health institution were found to dominate
facility based deliveries. The closer women are from the nearest delivery care offering health
facilities, the higher the odds for them to come and receive the service [31],whereas women who
resides far from the health care facility have smaller odds of utilizing the service[25].
Availability of such functional facilities in the vicinity of mothers could ultimately contribute to

hitting maternal health related Sustainable development Goals. As a matter of fact, all women
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and the community should understand that home based delivery has risks both for laboring
mother and fetus and or new born baby because obstetric complications are unpredictable[32]. In
this study, experiencing danger signs while pregnant was common among facility deliveries than
home deliveries. Understanding the major danger signs that could complicate pregnancy has
become an essential component of Birth Preparedness and Complication readiness strategy. The
better women are at identifying the potential devastating signs of pregnancy, the higher the
probability for them to have births attended by skilled providers[30]. Health care providers
approach to women who have come for delivery service is increasingly being given more
attention these days. Lack of caring and respectful approach can hold our mothers back from
obtaining the service. The current study asked the study participants to label the health care
professionals' approach and indicated that the 'good’ and 'very good' health care attendants were
so-labeled by women in the facility delivery category more frequently than among home
deliveries. This can be translated to the fact that perception that skilled birth attendants are not

caring propels women from giving birth at facility.

These differentials between the cases and controls in terms of various exposures are, however,
not statistically significant. Only two factors: number of ANC visit and presence of preventing
factors (for facility based delivery) remained significantly associated with the place of delivery
after confounding variables were controlled for. The odds of being exposed to 2 or more ANC
visits was higher among women who delivered at health facilities than the odds of being exposed
to 2 or more ANC attendances among home delivered women. As the number of ANC
attendance increases to at least the World Health Organization's recommended four times[33], so
does the probability of institutional delivery. On the other hand, the odds of exposure to facility
delivery preventing factors was lower among women who delivered at health facility than among
home deliveries. Women who reported that they had traditional and cultural barriers to prefer
homes to health institutions had their births attended by non-skilled delivery attendants. Factors
such as perceived and or actual lack of conducive facility environment, abusive treatment by
health care providers, either unable to afford transport costs or lack of transport service, husband
opposition, and becoming interested in giving birth at home were the major deterrent factors
reported by the participants in this study. Institution environments need to be made sufficiently

similar to that of the mother's home if the aim is to improve Skilled Birth Attendance to any

-31-



meaningful level[34]. In this study, physical violence and humiliation were the most frequently
mentioned barriers to hold women back from getting skilled delivery care. Infect, disrespect and
abusive treatment by health care providers are the major factors to prevent women from getting
skilled delivery care than do the most frequently cited physical barriers such as cost and distance
[34]. Strongest possible commitment at the central government level and meaningful engagement
of the community and the media towards advocating Respectful Maternity Care (RMC) could
help achieve our target of improving skilled delivery care[35]. That means incorporation of
Respectful Maternity Care(RMC) to the higher institution training program could be a valuable
option to help health professionals acquire skills and knowledge necessary to advance utilization

of skilled and clean delivery care[34].

7. Strength and limitation of the study

The survey is community based which is very approximate to the reality.

The study subjects were selected by simple random sample and the respondent rate were
almost all 100%.

v" Data collectors were Nurses who have exposure and experience in data collection.

AN

v This study did not include different woredas’ in the Region, which might affect its
generalizability to the region or other regions.

The study was not supported by qualitative method.

Since the study relies on report of mothers, memory relapse and forgetfulness could have

AN

biased the findings of the research and readers should exercise cautions to in up taking

the result of the study.

8. Conclusion and recommendation

The study confirmed that women who are experiencing one or more of factors namely perceived
and or actual lack of conducive facility environment, abusive treatment and or humiliation by
health care providers, either unable to afford transport costs or lack of transport service,
reportedly presence of cultural factors in the household and husband opposition were determined

to be the major blockades that stops women from using the skilled delivery service. The higher
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the number of times a woman makes ANC visit during pregnancy, the more likely it would be

that she will come for facility based deliveries.

%l Local health departments, communities, religious leaders and health extension workers
should work together to improve RMC during while at birth

%l Health Extension workers should regularly elucidate importance of husband partnership
on receipt of delivery care by woman during a home to home visit, or community
gatherings.

= The region should expand built of health infrastructures in the district.

i The region health bureau and the district health department should partner to keep

improving the coverage of ANC
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Annexes:

English version information sheet and consent form for the questionnaire developed for the
assessment determinants of institutional delivery among women who gave birth in the last 2
years, Amibara woreda of Afar region, Ethiopia.

A. Information Sheet

Greeting:

Hello, how are you?

My name is . | am data collector on behalf of a Masters Student in AAU,
College of Health Sciences School of Public Health, who wants to conduct this survey.

The objective of the study- is to assess the determinant factors for institutional delivery service
utilization in this woreda, which will be important to improve the maternal health service
delivery of the woreda. Your cooperation and willingness for the interview is very helpful in
identifying the problems related to the issue, your name will not be written in the form and |
assure you that all information that you give will be kept strictly confidential. Your participation
is voluntary and you are not obliged to answer any question you do not wish to answer. If you
are not still comfortable with interview, please be free to stop me any time you like, there is no
harm if you not answer the questions and no special benefit you get if you answer the question
the interview will take 20- 25minutes. | would like to interview you few questions about status of
utilization of institutional delivery services.

Would you willing to answer?

1. If yes, Name of interviewer Signature
2. If no, skip to the other participant (House hold)

Thank You!

For more information and question if there is here is the contact address of investigator.
Girma Abebe. Tele +251-912354889. E-mail.girmaabeb@gmail.com

B. Consent form

I am informed on study to be conducted by Masters Student in AAU,
College of Health Sciences School of Public Health on the status of maternal institutional
delivery Service utilization, objective of the study and participation to this study is voluntary no
obligation to answer any questioner there is no harm by not answering the questions and no
special benefit by answering the question and also the interview will take 20- 25 minutes. | heard
all the information mentioned above and willing to participate in the interview.

| agree on all the above.
1. Signature of respondent -----------=---------- date-------=-=-=-m-emeeene
Thank you!
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Addis Ababa University College of Health Sciences School of Public Health a structured
household survey questionnaire for interview to assess determinants of institutional
delivery among women who gave birth in the last 2 years, Amibara woreda of Afar region,
Ethiopia.

Ask if there is any woman in the house hold who delivered within the last 2 years. If yes
continue with the interview, if No thanks her and go to next house hold.

1. ldentification

001.Woreda Name: 005. Questionnaire Code:

002. Kebele: Date of Interview: / /

003. Village: Time of start of interview:

004. Household code No. Time of end of interviewed:
Interviewer Name Signature
Supervisor Name Signature

Instruction: Circle the responses for questions with alternatives and write for open ended questions on the
space provided

Part I: Respondents Socio-Economical and Demographic factor

Skip

S.No Questions Coding categories to
101 | Ageincompletedyears | .. Years

1. Single

2. Married
102 | Current marital status 3. Divorced

4. Separated

5. Widowed

1.1lliterate

2.Read and write

3. Primary school (1-8)

103 | Educational status 4. Secondary school (9-12).

5. Technical &vocational (Certificate)
6. Diploma

7.Degreeand above

1. Housewife

2. Livestock herding

3. Farmer/own farm labor

104 | Current occupational status 4. Employed (salaried)

5. Daily labor/Wage labor

6. Small business/Petty trade

7. Other (SpecCify).......cccvvvvnennn.n.
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105

Educational status of your husbhand

1.1lliterate

2.Read and write

3. Primary school (1-8)

4. Secondary school (9-12).

5. Technical &vocational (Certificate)
6. Diploma

7.Degreeand above

106

Your husband occupation

1.House Hold

2.Livestock herding

3.Farmer/own farm labor
4.Employed (salaried)

5.Daily labor/Wage labor

6.Small business/Petty trade

7. Other (Specify)........ccovvennn.n.

107

How is your lifestyle/living pattern?
(Read the response options)

1.Agro-pastoralist
2.Sedentary pastoralist
3.Semi-sedentary pastoralist
4.Nomadic pastoralist

Part |

I: Obstetric and maternal health related factors

108

Number of pregnancy (gravidity)?

Enter number................

109

Number of delivery (parity)?

Enter number.................

110

Number of live births?

Enter number.................

111

Number of abortions?

Enter number..................

112

Number of still births (IUFD)?

Enter number...................

113

Have you attended ANC follow up during the
pregnancy of the last birth?

Skip to
116

114

If yes to 113, where did you attend?

1.Hospital

2.Health center

3.Health post

4. Home

5. Others/ specify........cccceeeennnn.

115

If yes to 113, how many times you attended
prenatal care (ANC)?

1. One time

2. Two times

3. Three times

4. Four and above times

Part I11: Institutional delivery service Accessibility of the study participants
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116

Where did you deliver your last baby?

2. Health facility
3. Health Post
4. Others/ specCify ........ccovveiiiiinnnnnn.

to 118

117

Why did you prefer to deliver in the health
facility?

1.Save for my life
2.Close to my residence
3.Competent Health workers
4. Fair price
5.0thers/
SPECITY. .

118

If you delivered at home who assisted you
during delivery?

1. TBA

2. Health Extension Worker
3. Close relatives/friends

4. Others/specify

119

What is the reasons that made you to
deliver at home?

1.No delivery service in the health facility

2.Lack of transport to health facility

3.Bad behavior of health workers

4.Sudden onset of labour

5. Husband Refuse

6.Strong belief of traditional birth
attendants

7.1t is my traditional trend

8.0thers/ specCify .......ccvvvvvviiiinni.

120

Have you faced any health related
problems during your last labor?

1. Yes
2. No

Skip to
122

121

If yes120 which of the following problems?

(probe)

. Excess bleeding during labor

. Prolonged labor(>12hours)

. Mal presentation

. Retained placenta

. Others specify ................c.ciiieni..

122

How long was the duration of labor?

. Less than 1 day (<12 hrs)

. 1day and 1 night (24 hrs)

. 2 days and 2nights (48 hrs)

. Do not exactly remember

. Others specify.......cccoevviiiiiii i,

A OWONRFROIAAWDNPRE

ol

123

Is there any health facility service nearby
your resident?

1.Yes
2.No

124

If yesto123, which type of health facility is
available nearby your residence?

1.Hospital
2.Health Center
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3.Health post

4.0thers/Specify..........ooooviiiiiiin,
125 | On average how far is the health facility 1. >5km
from your home? 2. <5km
3. I do not know
126 How long it takes to reach at health Enter average time ..............
facility?
Part IVV: General maternal and health Care Service Knowledge, Perception & Belief of respondents
127 | Do you know the danger sign of 1.Yes
pregnancy? 2.NO o > 129
1.Antepartum hemorrhage
If yes to 127, what kind of health 2. Swollen hands and face
128 | problems can endanger a woman when 3. Severe headache
she is pregnant? More than one could be
ticked)p(Dgo not read the responses) 4 Absent f_e tal movement
5. Convulsions
6. Loss of consciousness
7. Others/specify.......cccccvvviieiieniiiienns
129 | What is the importance’s of delivering at | 1. No importance
health facility? 2. Safe delivery place
3. Delivery is performed by skilled birth
attendants
4. Safe and adequate delivery equipment
5. I don’t know
6. Other/ Specify ............cccoienni.
130 | Is there any risks to give birth at home? 1. Yes
2. NO. > 132
131 | If yes to 130, Who is at risk while giving | 1. Risk for mother
birth at home?? 2. Risk for newborn
3. Risk for both (mother& newborn)
4. Others/ Specify.......c..coveiiiinnnn,
Any pregnant woman is susceptible/at 1. Agree
132 | risk to face delivery characteristics. 2. Disagreed
3. Unsure
133 Are there any barriers even 'if you prefer | 1.Yes
to deliver at the health facility level? 2.NO. .o > 135
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134 | If yes to 133, what are the barriers for 1.Unavailability of delivery service in the
you to be not delivering at health facility health facility nearby home
level? 2. Unavailability of skilled attendant in
Health facility
[Multiple answers are possible] 3. I cannot pay for transportation
Probe (Anything else?) 4. | cannot get transportation services
5.Unacceptable of delivery service ('such as
position of delivery, repeatedly per vaginal
assessment, privacy)
6. Husband refuse
7. Preference of home for delivery
8.0ther/specify..........
1.Very Good
How do you rate the quality of Health 2.Fair
135 - : .
facility delivery services? 3.Poor
4.0ther/specify..........
136 | How do you rate the approach of health 1.Very Good
workers 2.Fair
3.Poor
4.0ther/specify..........
What is the means of transport when a 1. On foot
137 pregnant mother referred from Health 2. Public transport
post or health center to hospital/ health 3. Ambulance
center? 4. Other specify ....................
Who is a decision maker to seek health 1. My Self
care service during pregnancy and/or 2. Husband
138 | delivery? 3. Both ( myself and husband)
4. TBA
5. Others/ SpecCify............ccooviiiinii.,
What is the preference of husband to last | 1. Home
139 | place of delivery? 2. Health facility
3. I don’t know
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