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ABSTRACT

A cross-sectional community-based comparative study was conducted to assess knowledge and
practices of birth preparedness and complication readiness and factors associated with their
practices among women who gave birth in the last 12 months preceding the survey in Hawassa
city, SNNPR, Ethiopia. The study was undertaken between October 2010 to April 2011 pre
tested structured questionnaire was used to obtain relevant information. Data were obtained from
550 mothers. Including both unprompted and prompted responses, 85.6% of the respondents
mentioned identifying place of delivery, 90.4% mentioned saving money, 45.5% mentioned
identifying skilled provider and 81.8%mentioned identifying a mode of transportation as
elements of birth preparedness. Two hundred twenty two (40.4%) of the respondents reported
that they identified place of delivery, saved money and identified a mode of transport ahead of
childbirth. In multivariate analysis birth preparedness was higher among literate mothers (OR=
2.41, 95% CIl= 1.97,4.37), women who have a good income (OR=3.28, 95% CIl= 1.91,5.64),
women with history of still birth (OR= 3.37, 95% CIl= 1.47,7.75), having ANC follow up (OR=
4.13, 95% CI= 1.33, 12.82)and awareness about BPCR (OR= 8.25,95% Cl=4.47,15.22). About
82.2% of the respondents gave birth by a skilled provider. Skilled provider at birth was higher
among those who were literate, with better income, first births, those who had ANC follow up
and those who were birth prepared. The study identified poor comprehensive knowledge and
practices of birth preparedness in general and very poor knowledge on danger signs in particular.
Improve the information given during ANC follow up, with special emphasis given to birth
preparedness in general and information on obstetric danger sign in particular, community
education about birth preparedness, particularly about danger signs, empowerment of women,

improving the information given during the ANC follow up with are recommended.
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CHAPTER ONE

INTRODUCTION

1.1 Background

Worldwide, more than half a million women were dying each year from the complications of
pregnancy and childbirth, with the vast majority of these deaths (99%) occurring in the
developing world (1).The situation is most dire for women in Sub-Saharan Africa, where one of
every 16 women dies of pregnancy related causes during her lifetime, compared with only 1 in
2,800women in developed regions (2). In Ethiopia, maternal mortality ratio is 673 per 100,000

live births, which is one of the highest in the world (3).

The main causes of maternal mortality are haemorrhage, infections, unsafe abortion,
hypertensive diseases and obstructed labour (4). Many of the complications that result in
maternal deaths are unpredictable, and their onset can be both sudden and severe. Delay in
responding to the onset of labour and such complications has been shown to be one of the major

barriers to reducing mortality and morbidity surrounding childbirth (5).

The Global safe motherhood initiative was launched in 1987in Nairobi with a goal to reduce the
maternal mortality by 50% by the year 2000, and many safe motherhood programs at the country

level focused on the training of traditional birth attendants (TBASs) and on risk screening during
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antenatal care as the key interventions (1). Ten years later, use of skilled birth attendants and
emergency obstetric care were found to be the most critical interventions to reduce maternal
deaths (6).A skilled attendant refers to an accredited health professional such as a midwife,
doctor or nurse who has been educated and trained to proficiency in the skills needed to manage
normal pregnancies, childbirth and the immediate postnatal period, and in the identification,
management and referral of complications in women and newborns(7).Unfortunately, uptake of
skilled care is low even in settings where services are available. In Ethiopia, Only 18.4 percent of

births are delivered with the assistance of a skilled attendant (8).

Maternal deaths are thought to occur due to three delays: delay in deciding to seek appropriate
care; delay in reaching an appropriate health facility; and delay in receiving adequate emergency
care once at a facility (4). In many societies in the world cultural beliefs and lack of awareness
inhibit preparation of advance for delivery and expected baby. Since no action is taken prior to
the delivery, the family tries to act only when the labour begins. When the complications occur
the unprepared family will waste a great deal of time in recognizing the problem, getting
organized, getting money, finding transport and reaching the appropriate referral facility. These

delays can lead to maternal death (9).

Birth-preparedness and complication readiness is a comprehensive strategy to improve the use of
skilled providers at birth, the key intervention to decrease maternal mortality. Birth preparedness
helps ensure that women can reach professional delivery care when labour begins. In addition,
birth preparedness can help reduce the delays that occur when women experience obstetric

complications, such as recognizing the complication and deciding to seek care, reaching a



facility where skilled care is available and receiving care from qualified providers at the facility
(10).The approach involve all stakeholders in maternal health (individual woman, their families,
communities, providers, facilities and policy maker) by ensuring the women receive timely and
appropriate care(6).

2.2 Statement of the problem

Women play principal role in the rearing of children and the management of family affairs, and
their loss from maternity-related causes is a significant social and personal tragedy. The estimated
Maternal Mortality in Ethiopia is 673 per 100,000 live births (3). This ratio is very high
compared to a ratio of 11 in the United Kingdom per 100,000 live births (4). More than 70% of
all maternal deaths are due to five major complications: hemorrhage, infection, unsafe

abortion, hypertensive disorders of pregnancy, and obstructed labor.

The majority of maternal deaths (61%) occur in the postpartum period, and more than half of
these take place within a day of delivery (11).In Ethiopia, Only 18.4% of births are delivered
with the assistance of a trained health professional, that is, a doctor, nurse, or midwife (8). This
situation very well explains the high maternal mortality in Ethiopia. Pregnancy related
complications cannot be reliably predicted and it is necessary to design strategies to overcome
those problems when they arise (12).Various international experiences in maternal mortality
reduction programme shows that every pregnant woman is at risk for life threatening

complication and that safe delivery and access to EMoC are essential (5,13).

Lack of advance planning for use of a skilled birth attendant for normal births, and particularly

inadequate preparation for rapid action in the event of obstetric complications, are well



documented factors contributing to delay in recipient of skilled obstetric care. To address this
problem, birth preparedness has been globally endorsed as an essential component of safe
motherhood programs (14).This study tried to assess knowledge and practices with respect to
birth and emergency preparedness and factors associated with their practices among women in

Hawassa city.

1.3 Significance of the study

Literature reviewed indicates birth preparedness and complication readiness is one of the service
interventions that have a potential to impact on the high maternal mortality. In Ethiopia, the level
of maternal and infant mortality and morbidity is among the highest in the world. The Maternal

Mortality in 2005 is 673/100,000 live birth and Infant Mortality Rate is 77/1000 live birth (3).

To find out the status of birth preparedness complication readiness interventions there is a need
to assess the knowledge and practice of birth preparedness and complication readiness among
women in the community. The findings of this study will be used by relevant stakeholders to

amend the strategy and take corrective measure to improve the programme.



CHAPTER TWO

LITERATURE REVIEW

The World Health Organization (WHO) estimate that worldwide more than 529,000 women die
every year from complications of pregnancy, childbirth and abortion. Ninety nine percent (99%)
of these deaths are from the developing countries (15).Less than 1% of these deaths occur in
more developed countries making maternal mortality a good indicator for the existence of

greatest health disparity between developed and developing countries.

The situation is worst in sub-Saharan Africa where one in every 13 women dies of pregnhancy
related causes compared to only one in 4,085 women in developed countries. Ethiopia is one of
the countries in Sub-Saharan Africa although the recent 2005 Ethiopia Demographic and Health
Survey (EDHS) recorded a slight decrease in MMR from 816 per 100,000 live births in the year
2000 to 673 per 100,000 live birth, however, the figure remains one of the highest in sub-

Saharan Africa and it is above the global average MMR of 400/100,000 live births (3, 14).

Around 80% of all maternal deaths are due to five major complications(2): hemorrhage
(25%), infection(15%), unsafe abortion (13%), hypertensive disorders of pregnancy(12%),
and obstructed labor(8%). The majority of maternal deaths (61%) occur in the postpartum

period, and more than half of these take place within a day of delivery.



A study done on maternal mortality in Addis Ababa in 1983 showed MMR of 566 per 100,000
live births and mortality was highest for nuilipara, the unmarried, women employed as
maids/janitresses and student. Abortion, hemorrhage, hypertensive disorders of pregnancy and
rupture of uterus were common among the direct obstetric cause (16).A retrospective review of
hospital maternal deaths at Jima Hospital, covering the period from September 1990 to May
1999, revealed a MMR of 1,965 per 100,000 live births and hemorrhagic complication of
pregnancy, sepsis and hypertensive disorders of pregnancy were responsible for 94.9 % of all
maternal deaths (17). Similarly, another study in Tikur Anbsa hospital (18), from September
2001 to Aug 2002, revealed a MMR of 1,107per100, 000 live birth with the top three-implicated
cause of post abortion complications (28%), eclampsia (21%) and ruptured uterus (15%).
Ethiopian Demographic Health Survey (DHS) 2005 shows the national antenatal coverage,
proportion of delivery attendance by skilled attendant, and postpartum care offered by the health
professional is, 28%, 6% and 10% respectively (3). Slightly more than ten (12%)women make
four or more ANC visits during the entire pregnancy, with a marked variation between residing

in the urban area (55%) and those in the rural area(8%).

According to an official report from the Ministry of Health (MOH), the national antenatal
coverage is 67.7%, proportion of delivery attendance by skilled attendant is 18.4% and
postpartum care offered by the health professional is 34.3% (8). These figures shows improving
maternal health service utilization and may indicate a right way on the achieving the millennium

development goal, however, the proportion of birth attended by skilled personnel still very low.



Based on the report from the EMOH, the proportion of Antenatal, delivery attended by skilled
attendant, and postpartum care offered by the health professional for Addis Ababa is 111.5%,
62.5%, and 48.3%, respectively (8). Similarly report indicated that the proportion of Antenatal
care, delivery attended by skilled attendant, and postpartum care offered by the health
professional for SNNPR is 74%, 20%, and 39.7% respectively. Maternal age, marital status and
number of children were not strongly related to ANC attendance; however the use of ANC was

strongly associated with level of education (3).

Birth preparedness and complication readiness (BP/CR) is a relatively common strategy
employed by numerous groups implementing safe motherhood programs. For example, the
Prevention of Maternal Mortality (PMM) Program (1987-1997) found that inadequate funds and
transport were key cause of delay in deciding to seek care and in reaching facilities. Interventions
to address these problems included a community loan program and transportation systems
(19).The Mother Care Project (1988-1998) included interventions to promote “birth planning” or
“contingency planning.” These interventions focused on planning for emergencies (20).A
program in Bangladesh defined birth planning as taking a series of steps prior to birth to ensure
that a pregnant woman is prepared for normal birth and complications. Key messages included:
care for yourself during pregnancy and childbirth, knowledge of danger signs, identify a trained
birth attendant, prepare for a clean childbirth, know which health facility to go to in case of an

emergency, and plan for complications, including savings and transportation (21).

According to JHPIEGO/MNH Program BP/CR is defined as an overarching program approach to

improve the use and effectiveness of key maternal and newborn health services, based on the



premise that preparing for birth and being ready for complications reduces all three phases of
delays in receiving these services (1). Furthermore, this approach calls for agents at multiple
levels—including women and their families, communities, providers, facilities, and
policymakers—to engage in BP/CR actions.

Standard elements of birth and emergency preparedness included:- knowing the danger signs,
choosing a birth location and provider, knowing the location of the nearest skilled
provider,obtaining basic safe birth supplies, and identifying someone to accompany the woman,
arranging for transportation, money, a blood donor, and temporary family care in case of
emergencies, information on danger signs in the newborn, making arrangements for skilled early
postpartum care, obtaining an HIV test during pregnancy to determine the need for prevention of
mother to child transmission (PMTCT) interventions, and arranging medical and social support

for the woman in case the HIV test is positive (22).

Knowledge of danger sign of obstetric complication is an essential step for recognition of
complication and enables one to take action to access emergency care.

In a base line study in Nepal only 30.5% of women and 29.4% of family members were aware of
vaginal bleeding as danger sign during pregnancy (23). A baseline report in Chandina, rural
Bangladesh, showed that 19% and 6% of women were aware of edema and bleeding as
complications relating to pregnancy, respectively (24). About 21% of women in Abhoynagar of
Bangladesh perceived bleeding as complication during pregnancy and oedema and anemia were

also mentioned by 42.5% and 24.5%, respectively (25).



An Indian study indicated that 79.2% of mothers were aware of at least one danger-sign of
pregnancy and 78.5% were aware of that of delivery while 82.1% were ware of at least one
newborn-related complication (26). But, another Indian study done on birth preparedness and
complication readiness intervention revealed that only 18.6% of mothers had knowledge about
these key danger signs (27). This study explained that very few of mothers and relatives knew
about these key danger signs though the level of knowledge was shown increasing with
education, socioeconomic status, and occupation.

A study done in Kenya showed that 67% of the respondent knew at least one obstetric danger
sign during pregnancy, but only 6.7% knew three or more danger sign during pregnancy(28). All
respondent completely lack on some of the danger sign such as fever, convulsion and difficulty
in breathing. Similar study in Tanzania, discover that 51.1% of the women knew at least one
obstetric danger sign (29). The percentage of women who knew at least one danger sign related
to pregnancy was 26%, in relation to delivery 23%, and to the period after delivery 40%.A
qualitative study done in Burkina Faso revealed that knowledge of danger signs was relatively
low, with women spontaneously reporting an average of 5.67 danger signs in pregnancy,

childbirth, after delivery, and for the newborn (30).

A study done in Adigrat showed that Only 10.9%,2.2% and 28 5.2% of the respondents
spontaneously mentioned vaginal bleeding, blurred vision and swollen hands/face as danger
signs during pregnancy, respectively(31). The corresponding numbers after prompting were
15.2%, 18.2% and 20.4%, respectively. In this study only 15.4% spontaneously mentioned at
least one key danger sign, 2.6% mentioned at least two key danger signs and 0.4% mentioned all
three key danger signs. In Aleta Wondo, study done on knowledge about obstetric danger signs
among pregnant women revealed that 39.0% of women didn't know any danger signs of

9



pregnancy, 30.4%mentioned at least two danger signs during pregnancy and 63.6% believed

that a woman could die of the above mentioned danger sign(33).

A baseline study in Nepal showed that 23.6%, 72.8% and 5.4% of women know severe vaginal
bleeding, prolonged labor and retained placenta, respectively, as danger signs during child birth
(23).Similarly 7%, 76% and 13% of women in Chandina mentioned severe vaginal bleeding,
prolonged labor and retained placenta, respectively, as danger signs during child birth. About
27%, 70.5% and 40% of women in Abhoynagar perceived severe vaginal bleeding, prolonged

labor and retained placenta, respectively, as danger signs during child birth (24, 25).

A study done in Tanzania showed that vaginal bleeding (13%) and prolonged labor (1.5%) were
mentioned by the women as a danger signs during delivery (29). A study done in Adigrat town
also showed that 16.5%, 0.6%, 11% and 7.1% of the respondents spontaneously mentioned
severe vaginal bleeding, convulsions, prolonged labor and retained placenta as danger signs
during labor/childbirth, respectively(31). This study also indicated only 23.8% of respondent
spontaneously mentioned at least 1 key danger sign, 7.3% mentioned at least two key danger
signs, 3.9% mentioned at least 3 key danger signs and 0.2% mentioned all four key danger signs.
A study done in North Gondar on the other hand, showed that about 61.1 % of the respondents
are aware of at least one life threatening obstetric complication during labor and delivery (32).
The study done in Aleta Wondo also reviled that vaginal bleeding, difficulty of breathing, and
loss of consciousness were mentioned as danger signs during childbirth by 45.9%, 14.1%, and

12.7% of respondents respectively (33).
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A study done in Nepal showed that 61.8% and 23.3% of the women reported severe bleeding and
high fever, respectively, as danger signs during the post partum period (23).Similarly 47.3%,
22.2% and 2.1% of women in a study in Abhoynagar perceived severe bleeding, fever more than
three days and smelly vaginal discharge, respectively, as danger signs during the post partum
period (24).A study done in Tanzania showed that sever vaginal bleeding, fever more than three
days, and smelly vaginal discharge were perceived as danger signs during post partum period by
47.3%, 22%, and 2.1% of women respectively (23).

A study done in Adigrat showed that 16.7%, 1.1% and 1.5% of the respondents spontaneously
mentioned severe vaginal bleeding, high fever, and foul smelling vaginal discharge as danger
signs during post partum period, respectively(31). Only 17.2% spontaneously mentioned at least
one key danger sign, 1.7% mentioned at least two key danger signs and 0.4% mentioned all three
key danger signs.A study done in Northern Gonder indicated that excessive vaginal bleeding,
prolonged labour and retained placenta were mentioned as key danger during post partum period
by 55%, 23% and 7.6% of respondents respectively. According to the study done in Aleta
Wondo, the danger signs of post partum period commonly mentioned include severe
bleeding (59%), difficulty of breathing (17.9%), and loss of consciousness (14.4%) while
37.7% of respondents mentioned at least two serious danger signs during post partum
period(33). Danger signs of serious health problems of newborn commonly reported
according to this study, were fast or difficult breathing (49.4%), poor sucking or feeding (

41.5%) and pus or discharge from umbilical cord (19.7% ) of the respondents.

In the study for assessing birth preparedness and complication readiness intervention in Rewa

District of Madhya Pradesh (27) revealed that a good level of knowledge exists about
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financial assistance among mothers (78.1%).According to the study done in India, Over two-
thirds (69.6%) of the mothers identified a trained birth attendant for delivery (26). Of those
mothers who did not identify a trained birth attendant for delivery (30.4%), the most
predominant reasons reported were: lack of perceived need (19.8%), economic constraints
(4.5%), and faith in TBAs or traditional system of delivery (6.1%). About two-thirds (63.8%) of

the mothers identified a health facility for obstetric emergency.

A qualitative study done in Burkina Faso showed the majority of women reported planning for
birth in which 43.4% planned for a birth provider, 46.1% planned for transportation, and 83.3%
planned to save money in case of emergency (30).

In the Adigrat study place of delivery, saving money, skilled provider, and means of
transportation were spontaneously identified by 26.2%, 28.8%, 7.9%, and 10.1% of respondents
respectively (31). Considering both unprompted and prompted responses, identifying place of
delivery, saving money, identifying skilled provider and identifying a mode of transportation

were mentioned by 86.9%, 83.7%, 40.4% and 40.8% of the respondents, respectively.

The study done in Rewa District of Madhya Pradesh reveled that Majority of the women had
planned for skilled provider and transport but less than half (44.2%) of the mothers planned
for saving money (27). Planning for transportation appears less concrete as majority had planned
for private vehicle but more than half of them do not have sufficient savings. When asked about
birth preparedness nearly half of the mother-in-laws and relatives were not in favor of
making any prior arrangement before delivery. The study done in India showed large majority

(76.9%) of the families saved some money where as for the remaining 23.1% of the families,
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meager earnings which were mostly spent on household purchases (16.7%) or by husband on
liquor (6.4%) were cited as reasons for not saving money from the mothers, 8% mentioned being
members of the community health fund groups. According to this study preparedness for
transport for emergency was low (29.5%). Overall, 47.8% of the mothers were well-prepared,

and 52.2% were less-prepared (27).

A study done in Adigrat showed that majority 85.8% of the respondents reported that they made
some arrangement for the birth of their baby (31). Of those 39.1% reported spontaneously that
they identified place of delivery, 35.6% saved money, 10.5% identified skilled provider and
3.2% identified a mode of transportation. Considering both unprompted and prompted responses,
place of delivery selection77% and saving money 69% were the most commonly identified
components of birth preparedness and complications readiness. The study also revealed that
22.1% of the total respondents reported that they identified place of delivery, saved money and

identified a means of transport ahead of childbirth.

HIV counseling and testing is importance because it enables women to know HIV status.
Women who test negative are given information and supports remain uninfected. A positive HIV
test allow the women to receive additional care to keep her health, prevent transmission to her
baby and partner and help her to make decision about the future (34).In Kenya, the study
revealed that 96.4% of respondent know the need of HIV testing (28).The study done in Adigrat

showed that 54.4% of women received voluntary counseling and testing during pregnancy (31).
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A study done in India revealed that the well prepared mother is tend to be literate and literate
husband (26), availed of antenatal services, and had better knowledge about maternal/newborn
danger-signs suggestive for seeking referral, mothers who reported a delivery-related
complication, a higher proportion of well-prepared mothers. Similar study done in Adigrat
showed that literacy is highly associated with BP/CR (31). Married women were more likely to
be prepared for birth/complication than non-married. There was a statistically significant
association between parity and preparation for birth and its complication. Women with parity
range of 2 to 4 were more likely to prepare for birth and its complication than grand multiparas
(more than 4 deliveries) and primiparous women (first time delivery). Women who had history
of still birth were also more likely to prepare for birth and its complication than those who did
not have still birth. Advice given on preparation for birth and its complication during ANC
follow up was also significantly associated with preparation for birth/complication. Women who
were advised about where to give birth and arrangements for money and transportation during
their ANC follow up were more likely prepared for birth and complication than those were not

given such advice.
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Conceptual Framework for Birth Preparedness and Complication Readiness

This conceptual framework was developed by the researcher after reviewing relevant literature in

the topic area of the study. It was used in this study to guide data collection, analysis, and

interpretation.

experienced

Figurel. Conceptual framework of birth preparedness and complication readiness was used in

the collection, analysis, and interpretation of data.
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CHAPTER THREE

OBJECTIVES

3.1 General Objective
To assess knowledge and practices with respect to birth preparedness and complication readiness

and factors associated with their practices among women who gave birth in the last 12 months

preceding the study in Hawassa city from Oct 2010 to April 2011.

3.2 Specific Objectives

e To assess knowledge about birth preparedness and complication readiness among women
who gave birth in the last 12 months.

e To assess practice related to birth preparedness and complication readiness among
women who gave birth in the last 12 months.

e To determine factors associated with the practice of birth preparedness and complication

readiness among women who gave birth in the last 12 months.
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CHAPTER FOUR

METHODOLOGY

4.1 Study Design
This study was a cross-sectional community-based survey.

4.2 Study Area and period
This study was conducted at Hawassa city between the month March and April 2011.Hawasa is a

city in Ethiopia, on the shores of Lake Hawassa in the Great Rift Valley. Located in the Sidama

Zone 270 km south of Addis Ababa via Debre Zeit, 130 km east of Sodo, 75 km north of Dilla,

Hawassa is the capital of the Southern Nations, Nationalities, and Peoples Region. The city lies

on the latitude and longitude of 7°3'N 38°28'E / 7.05°N 38.467°E Coordinates: 7°3'N 38°28'E /

7.05°N 38.467°E and an elevation of 1708 meters above sea level.

Hawassa is administratively divided in to seven urban and one rural sub cities , and with a total
of 32 Kebeles, according to the 2008 population censes the population is about 280,544 with a
male to female ratio of 0:3and around 820,071 female of reproductive age group (15-49year old)
(35).There are 64 health institutions in the city which include 4 hospitals ( 3 private, and 1
government owned hospital), 5 health centers(4 governmental and 1 NGO owned health centers),
55 clinics categorized in to lower, medium, higher, and specialized types; this include privately

owned and owned by non- government organizations( NGOs) (35,36).
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4.3 Source population
All women of reproductive age group (age 15-49) in Hawassa city

4.4 Study Population
Women who had given birth in the last 12 months, irrespective of the outcome of the birth
Inclusion criteria
e Women who gave birth within the last 12 months prior to the data collection,
despite the outcome of the birth.

e Women who were mentally and physically capable of being interviewed.

4.5 Sampling and sampling size
Sample size was calculated by using single population proportion formula with the following

assumption:
e Based on previous related study finding, around 22% of pregnant mothers are prepared
for birth and its complication (31).
e Confidence interval, design effect and expected non-response rate to be 95%, 2 and
5%, respectively
The sample size was calculated using the following single population proportion formula.

n = Z(@2)? p(l-p)

d2
Where
n = the minimum sample size.

z = the standard normal variable or deviate, was 0.05 with 95% confidence interval.
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d = Marginal error = 0.05.
p = Estimated proportion, it was taken as 22 % (0.22)
Therefore by using the above formula

n = (1.96)* X 0.22 (1-0.22) n =263

(0.05)
With design effect = 527(263x2)

With 5% non-response rate the total sample = 553

4.6 Sampling procedures

Multistage sampling was used to select the study subjects. First, all the Kebeles in the city were
stratified in to urban and rural. Then 7 out of 21 urban and 3 out of 11 rural Kebeles were
randomly selected. The calculated sample size was proportionally allocated to urban and rural
selected kebeles based on the sampling frame. Cense was conducted in the selected kebeles, the
eligible population were identified and a sampling frame which enlists all eligible study subject
were prepared, then study participants were selected from the sample frame using simple random

sampling proportional to size.
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Figure 2:-The schematic presentation of sampling procedures

[ List of All 32 kebeles (21 urban and11 rural)

|

[ Urban 7 kebeles ]

SS

[ Rural 3 kebeles ] SRS

UK3 UK7 | UK11 | UK15 | UK20 | UK6 | UK7 | RK1 | RK8 | RK3
70 64 92 69 52 48 57 112 | 98 105
Propartionate selection by SRS from sampling frame

v
50 46 66 50 38 35 42 81 |71 74

553 women who gave birth in the past 12 months

Key

k = kebele

SS = Stratified sampling

SRS = Simple random sampling

UK= Urban kebele

RK= Rural kebele
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4.7 Data collection method
The actual data collection was carried out in March to April 2011. Data were collected by walking

from house to house of the randomly selected respondents.

4.8 Data collection instrument
A structured questioner mainly adopted from monitoring birth preparedness BP/CR (1) was

developed in English in such a way that it includes all the relevant variables to meet the
objectives. An individual who has a very good knowledge translated the English version to
Amharic for better understanding of the enumerators’ and respondents. Another individual of

similar ability then translated the Amharic version back to check for its original meaning.

4.9 Variables
4.9.1 Independent variables
e Socioeconomics and demographic factors (age, marital status, religion,
ethnicity, education, income, family size).
e Obstetric factors (Parity, complications experienced, history of still birth).
e ANC follow up

e Knowledge on key danger sign of pregnancy, Labor/birth and post partum.

4.9.2 Dependant variable

e Birth preparedness :
— ldentify place of delivery
— Saving money for child birth
— ldentifying mode of transport
e Skilled provider at birth
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4.10 Recruitment and training
Four extension health workers who are fluent in the language were selected to collect the data.

Data collection was supervised by one BSC nurse and the principal investigator. After
recruitment a thorough training was given for 3 days by the principal investigator for both the
interviewers and the supervisor. The training include briefing on the general objective of the
study, discussion about general techniques of the interview and how to ask each specific question

S0 as to minimize interviewer bias.

4.11 Pretest
The data collection tool was be pre-tested on 53 similar women in the city which were not be

included the study before the initiation of the main study. The findings and experiences from the

pre test were utilized in modifying the interview method and data collection tool.

4.12 Supervision and quality control

Both the interviewers and quality supervisor were be given an interview guide, which develop
before the training. Supervision was conducted by the supervisor and the principal investigator,
by observing how data collectors administer the questions to the respondent, checking some
household are not left out without visits by the data collector. Each data collector checked the
questioner for completeness before leaving each study participant. Five percent of the
respondents were randomly revisited by the supervisor or the principal investigator. Each
questioner was revised daily by supervisor and the principal investigator to check completeness
and clarity and incomplete and unclear questionnaires were returned to the interviewer the next

morning to get it completed.
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4.13 Data Entry and cleaning

Each questionnaire was pre-coded by the principal investigator. The principal investigator
prepared the template and entree the data using SPSS soft ware. Five percent of data were
rechecked and any error identified at this time was corrected after revision of the original data

using the code numbers.

4.14 Data analysis

Frequency and proportions were used for the description of the study population in relation to
other relevant variables (age, marital status, gravidity, parity....).Statistical association were
done by chi-square test for categorical variables.

The strength of association between independent and dependant variable were assessed by using
cruds odds ratio with 95% confidence interval. Binary logistic regression analysis was performed

to control relation to confounding variable.

4.15 Operational definition
Recently give birth: - a woman who gave birth within the last 12 months, including still birth.

Knowledgeable on key danger sign of pregnancy -: a woman is considered knowledgeable if
she can mention at least two of the there key danger signs of pregnancy (vaginal bleeding,

swollen hands/face and blurred vision) spontaneously or after prompting.

Knowledgeable on key danger sign of labor/childbirth -: a women is considered

knowledgeable if she can mention at least three of the four key danger signs for labor/childbirth
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(sever vaginal bleeding, prolonged labour (>12 hour), convulsion and retained placenta)
spontaneously or after prompting.

Knowledgeable on key danger sign of post partum-: a woman is considered knowledgeable if
she can mention at least two of the there key danger signs of postpartum (sever vaginal bleeding,

foul smelling of vaginal discharge and high fever) spontaneously or after prompting.

Identifying place of delivery:-a place of delivery planned ahead of childbirth reported by a

woman spontaneously or after prompting.

Save money: - money put aside by the women or her family for childbirth reported by a woman

unprompted or after prompting.

Identified mode of transport:- any kind of transport which is identified ahead by a woman or
her family for the purpose of transportation to place of childbirth or for the time of obstetric

emergencies reported by a woman unprompted or after prompting.

Birth prepared- person considered as birth prepared if she identified place of delivery, saved

money and identified a mode of transport ahead of childbirth.

Skilled provider:-person with midwifery skills (physician, health officers, nurses/midwifes)

who can manage normal deliveries and diagnose, manage or refer obstetric complications.

Trained Traditional Birth Attendant (TTBA) - A TBA who has received a short course of

training, usually of three months, through the modern health care sector to upgrade her skills.
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4.16 Ethical consideration

The proposal was approved by the Addis Ababa University, Health Science College, Department
of Nursing and midwifery Ethical review committee. An official letter was obtained from CSN
to SNNPR Regional Health Bureau. The survey was commenced after official letter of
permission written to Hawassa City health and administrative offices by SNNPR Regional
Health Bureau. During data collection individual informed verbal consent was obtained from the
study participants. Each respondent was inform about the objective of the study, procedures of
selection, assurance of confidentiality and their names were not registered so as to minimize

social desirability bias. Individuals were free to end the interview at any time.

4.17 Dissemination of the result

The thesis will be presented to Addis Ababa University, Health Science College, Department of
Nursing and midwifery as partial fulfillment of The Degree of Master’s of Science in Nursing.
The result of the study will be communicated to the Ministry of Health, and Hawassa Health
Bureau. Also the findings will be presented in different seminars, meetings and workshops and
published in a scientific journal. Hard and soft copy will be available in the library of

AAU, for graduate students as well as for other concerned readers.
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CHAPTER FIVE

RESULTS

Response Rate
Out of 553 women identified for the study 550(99.4%) responded to the interview. Two women

refused to participate in the study and one was severely ill.

Socio-demographic characteristics

As shown in Table 1 about 51.1% of the respondents were between ages of 25 and 34 years with
median age of 25 years, 45.5% of them were protestant Christians and 27.3% were Wolayita
ethnic group. Majority (69.6%) of the women was married and most of the respondents (63.3%)
were housewives by occupation. Forty (7.3%) were illiterate and 89.7% of the respondents had
formal education. In regard to income, 38.9% had monthly income of 500-1,500 Ethiopian birr,

33.3% had less than 500 birr and 27.8% had 1,500 birr or above.
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Table 1:- Socio-demographic characteristics of the respondents, Hawassa city, Mar.-Apr.

2011.
Variables Respondents (n=550) Percent
Age in years
15-24 237 43.1
25-34 281 51.1
35-44 32 5.8
Marital status
Single 145 26.4
Married 383 69.6
Widowed 8 15
Divorced 14 2.5
Religion
Orthodox 245 445
Protestant 250 45.5
Catholic 20 3.6
Muslim 31 5.6
Others* 4 7
Ethnicity
Sidama 140 25.5
Wolyita 150 27.3
Amhara 129 23.5
Others** 131 23.8
Occupation
Housewife 348 63.3
Farmer 8 15
Merchant 87 15.8
Govt. employee 96 175
Others*** 11 2.0
Educational status
Iliterate 40 7.3
Read & write 17 3.1
Gradel-8 259 47.1
Grade9-12 149 27.1
collage & above 85 155
Respondents’ monthly
income
>=1,501 153 27.8
500-1,500 214 38.9
<500 183 33.3

Other* Jova Witness, traditional, ** Guraghe, Tigray, and Silite,

Other *** student, self employee, and jobless
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Obstetric characteristics
Two hundred forty three (44.2%) women were primiparas and 7.1% were grand multiparas.

Thirty seven (6.7%) of the respondents had history of still birth (Table 2).

Table2:- Obstetric characteristics of the respondents, Hawassa city Mar-Apr 2011.

Variables Respondents (n=550) Percent
Gravidity
1 243 44.2
2-4 268 48.7
>=5 39 7.1
Parity
1 261 47.5
2-4 256 46.5
>=5 33 6
History of still birth
Yes 37 6.7
No 513 93.3
Birth in the last 12
month 543 98.7
Live birth 7 1.3
Still birth

Experiences of respondents related to the index pregnancy, delivery and post partum
period.

Majority (93.1%) of the respondents have attended ANC at least once. About 334 (60.7%) have
ANC follow up more than four times. Among the ANC attendants 139(25.3%) reported that they
were informed about danger signs of pregnancy; 236(42.9%) were informed about danger signs
of labour and 126(22.9) were informed about danger signs of postpartum. About 85.6% were
informed where they should deliver, 497(90.4%) about saving money, 427(77.6%) about

arrangements for transportation, and 450(81.6%) about identifying birth companion.
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Sixty (10.9%) women reported that they had serious health problem during pregnancy. The
reported symptoms include blurred vision in 23 women, swollen hands/face in 19 women,
vaginal bleeding and severe headache in 13 women, 7 women were experience loss of
consciousness. Forty three (71.6%) of them sought modern health care for their problem.
Majority (82.2%) of the women gave birth at health institutions and 17.8% delivered at home.
Three hundred ninety six (71.6%) women gave birth at a place where they planned ahead but not

for the 28%.

Obstetric complications during labor/childbirth was reported by 57(10.4%) of the respondents.
The reported symptoms were prolonged labor in 37 women, severe vaginal bleeding in 27,
retained placenta in 14 women, loss of consciousness in 13 women, severe headache in
21women, convulsions in 4 women and high fever in 18 women. Thirty women developed this
problem while they were at hospital. Excluding those who developed the problem while they

were at hospital, 22(38.6%) went to health facility to get assistance.

Obstetric complications during the post partum were reported by 47(8.5%) of the respondents.
The reported symptoms were severe vaginal bleeding in 23 women, severe headache and severe
weakness in 21 women, foul smelling vaginal discharge and swollen hands/face in 4 women,
difficulty breathing and convulsions in 3 women, loss of consciousness and blurred vision in 10
women, and high fever in 15 women. Fourteen women developed this problem while they were
at hospital. Excluding those who developed the problem while they were at hospital, 28(59.6%)

went to health facility to get assistance.
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Knowledge on danger signs during pregnancy

Only 23(4.3), 29(5.5%) and 5(0.9%) of the respondents spontaneously mentioned vaginal
bleeding, swollen hands/face and blurred vision as danger signs during pregnancy, respectively.
The corresponding numbers after prompting were 80 (14.5%), 83(15%) 88(16%), respectively
(Table 3). Only 47(8.5%) spontaneously mentioned at least 1 key danger sign, 8(1.4%)

mentioned at least 2 key danger signs and 2(0.4%) mentioned all 3 key danger signs.

Knowledge on danger signs during labor/childbirth.

Thirty four (6.2%), 13(2.4%), 53(9.6%) and 65(11.8%) of the respondents spontaneously
mentioned severe vaginal bleeding, convulsions, prolonged labor and retained placenta as danger
signs during labor/childbirth, respectively (Table 3). Only 146(26.5%) spontaneously mentioned
at least 1 key danger sign,18 (3.3%) mentioned at least 2 key danger signs, 1(.2%) mentioned at

least 3 key danger signs and no one mentioned all 4 key danger signs.

Knowledge on danger signs during post partum period.

Fifty three(9.8%), 29(5.3%) and 26(4.7%) of the respondents spontaneously mentioned severe
vaginal bleeding, high fever, and foul smelling vaginal discharge as danger signs during post
partum period, respectively (Table 3). Only 97(17.6%) spontaneously mentioned at least 1 key
danger sign, 9(1.6%) mentioned at least 2 key danger signs and 2(0.4%) mentioned all 3 key

danger signs.
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Table 3:- Knowledge of respondents on danger signs during pregnancy, labor and post

partum period, Hawassa city, Mar.-Apr. 2011.

Variables ¥ Unprompted(n=550) | Prompted(n=550) Total(n=550)
N (%) N (%) N (%)
Pregnancy
Vaginal bleeding 23(4.2) 80(14.5) 103(18.7)
Severe headache 11(2) 73(13.3) 84(15.3)
Blurred vision 5(.9) 88(16) 93(16.9)
Convulsions 9(1.6) 37(6.7) 46(8.4)
Swollen hands/face 29(5.5) 83(15) 112(20.4)
High fever 16(2.9) 48(8.7) 64(11.6)
Loss of consciousness 5(.9) 35(6.4) 40(7.3)
Other* 10 0 10(2.0)
Labor/childbirth
Severe vaginal bleeding 34(6.2) 118(21.4) 222(40.4)
Prolonged labor 53(9.6) 159(28.9) 212(38.5)
Severe headache 25(4.5) 112(20.4) 146(26.5)
Convulsions 13(2.4) 115(20.9) 128(23.3)
High fever 21(3.8) 124(22.5) 145(26.4)
Loss of consciousness 9(1.6) 142(20.4) 151(27.5)
Retained placenta 65(11.8) 130(23.6) 195(35.4)
Other** 18(3.4) 0 18(3.4)
Post partum
Severe vaginal bleeding 53(9.6) 59(10.7) 112(20.4)
Severe headache 12(2.2) 72(13.1) 84(15.5)
Blurred vision 18(3.4) 67(12.2) 85(15.5)
Convulsions 11(2) 52(9.5) 63(11.4)
Swollen hands/face 23(4.2) 36(6.5) 59(10.7)
High fever 29(5.3) 64(11.6) 93(16.8)
Loss of consciousness 28(5.1) 44(8) 72(13.1)
Difficulty breathing 14(2.5) 51(9.2) 65(11.8)
Foul smelling vaginal 26(4.7) 71(12.9) 97(17.6)
discharge
Other*** 8(1.5) 0 8(1.5)

“Multiple responses were allowed
Other* weakness, reduced fetal movement, ** weakness, draft *** weakness, abdominal
cramp
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Knowledge of respondents about Birth preparedness

Majority of respondents (93%) spontaneously mentioned preparing flour for porridge as birth
preparation. From the recommended elements which have to be done as birth preparedness,
24(4.4%) of the respondents spontaneously mentioned identify place of delivery, 86(15.6%)
mentioned saving money, 32(5.8%) mentioned identifying skilled provider and 58(10.5%)
mentioned identifying a mode of transportation. Considering both spontaneous and prompted
answers, identifying place of delivery, saving money, identifying skilled provider and identifying
a mode of transportation were mentioned by 85.6%, 90.4%, 45.5% and 81.8% of the

respondents, respectively (Table 4).

Table 4:- Knowledge of respondents about preparation for birth, Hawassa city, Mar.-Apr.

2011.

Variables* Unprompted(n=550) | Prompted(n=550) Total(n=550)
N (%) N (%) N (%)

Identify place of delivery 24(4.4) 447(81.3) 471(85.6)
Saving money 86(15.6) 411(74.7) 497(90.4)
Preparing essential items 98(17.8) 378(68.7) 476(86.5)
for clean delivery & post
partum period
Identify skilled provider 32(5.8) 281(51.1) 250 (45.5)
Identify a mode of 58(10.5) 395(71.8) 450(81.8)
transportation
Identify birth companion 43(7.8) 384(69.8) 427 (77.6)
Arranging blood donors 12(2.1) 231(42) 243(44.2)
Obtaining HIV testing 235(42.7) 216(39.3) 451(82)
Preparing flour for 512(93) 0 512(93)
porridge

*Multiple responses were allowed
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Practices of respondents regarding Birth preparedness

Majority of the respondents (88.5%) reported that they made some arrangement for the birth of
their baby. Of these 124(22.5%) spontaneously reported that they identified place of delivery,
136(24.7%) saved money, 42(7.6%) identified skilled provider and 30(5.4%) identified a mode
of transportation. Considering both spontaneous and prompted answers, identifying place of
delivery, saving money, identify skilled provider and identifying a mode of transportation were
reported by 359(65.3%), 421(76.5%), 113(20.5%) and 254(46.2%) of the total respondents,
respectively (Table 5). Two hundred twenty two (40.4%) of the total respondents reported that
they identified place of delivery, saved money and identified a mode of transport ahead of

childbirth. Regarding PMTCT 383(69.6 %) respondent were tested for HV.

Table 5: Practices of respondents on preparation for birth, Hawassa city, Mar. —Apr. 2011.

Variables* Unprompted(n=550) | Prompted(n=550) | Total(n=550)
N (%) N (%) N (%)
Identify place of delivery 124(22.5) 235(42.7) 359(65.3)
Save money 136 (24.7) 285(51.8) 421(76.5)
Prepare essential items for 96 (17.4) 310(5.6) 406(73.8)
clean delivery & post partum
Identify skilled provider 42 (7.6) 71(12.9) 113(20.5)
Identify a mode of 30(5.4) 224(40.7) 254(46.2)
transportation 12(2.2) 60(10.9) 72(13.1)
Identify blood donors 182(33.1) 201(36.5) 383(69.6)
VCT 68(12.1) 0 68 (12.1)
Preparing flour for porridge

*Multiple responses were allowed
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Factors associated with Birth preparedness.

Maternal education and income were among the socio-demographic factors which were
significantly associated with birth preparedness. Literate mothers were more likely to be birth
prepared than illiterate and women who have a good income were more likely to be prepared
than who have not (COR=2.78,95% CI=1.44,5.39 and COR=5.47, 95% CIl= 3.41,8.78

respectively).

History of still birth and having ANC follow up were among the obstetric factors significantly
associated with BP. Women who had history of still birth were more likely to be prepared for
birth than those who did not have still birth and women who had ANC follow up were more
likely to be prepared for birth and complication than their counterparts (COR= 3.825, 95% Cl=
1.85, 7.91and COR=6.303, 95% CI1=2.20, 18.02 respectively). Moreover, knowledge on key
danger sign of, pregnancy, labour and postpartum and having knowledge concerning BP were
also significantly associated with BP. women who have knowledge on BP were more likely to be

prepared than women who have not (COR=10.79, 95% CI1=6.02, 19.35 respectively).
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Table 6:- Association of selected socio-demographic and obstetric factors of respondents

with Birth preparedness, Hawassa city, Mar. - Apr. 2011.

Variables Birth prepared(n=550) Crude Adjusted
Yes No OR(95%Cl) OR(95%Cl)

N (%) N (%)
Maternal Age
35-44 15(6.8) 17(5.2) 1.51(1.06,2.16)* 1.41(.93,2.15)
25-34 125(56.3) 156(47.6) 1.67(0.79,3.21) 1.49(.61,3.67)
15-24 82(36.9 115(47.3) |1 1
Maternal
education 210(94.6) 300(91.5) | 2.78(1.44,5.39)** 2.41(1.97,4.37)*
Literate 12(5.4) 28(8.5) 1 1
Iliterate
Respondents'
monthly income
>=1,501 97(43.7) 56(17.1) 5.47(3.41,8.78)*** 3.28(1.91,5.64)***
500-1,500 81(36.5) 133(40.5) | 1.92(1.24, 2.99)** 1.73(1.06,2.82)*
<500 44(19.8) 139(42.4 1 1
Had ANC
Yes 218(98.2) 34(10.4) 6.3(2.2,18.02)** 4.13(1.33,12.82)*
No 2(1.8) 294(89.6) |1 1
History of still
birth 26(11.7) 13(4) 3.82(1.85,7.91)*** 3.37(1.47,7.75)**
Yes 196(88.3) 315(96) 1 1
no
Know key danger
signs for
Pregnancy 40(18.1) 27(8.2) 2.45(1.45,4.13)** 1.43(.69, 2.98)
Yes 182(82) 301(91.8) |1 1
No
Know key danger
signs for labour
Yes 69(31.1) 39(17.6) 3.34(2.11,5.18)*** 1.75(.98,3.11)
no 153(68.9) 289(88.1) |1 1
Know key danger
signs for pp
Yes 53(23.9) 28(8.5) 3.(1.86,4.86)*** 0.744(.37,1.5)
no 169(76.1) 3000915 |1 1
Knowledge
About BP
Yes 208(93.7) 190(57.9) 10.79(6.02,19,35)*** | 8.25(4.47,15.22)***
no 14(6.3) 138(42.1) |1 1

*P-value<0.05 **P-value< 0.01 ***P-value<0.0001
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Factors associated with skilled provider at birth.

Maternal education, age, and maternal monthly income were the socio-demographic variables
which were significantly associated with giving birth by a skilled provider. Literate mothers were
more likely to give birth by a SP than illiterate (COR= 3.45, 95% CIl= 1.92, 6.2). And women
who had monthly income of 1,501 birr or above were more likely to give birth by a SP than those

who earn less than 500 birr (COR=8.71, 95% CI= 3.61,21).

Parity and having ANC follow up were strongly associated with Skilled Provider at birth.
Women with first births were more likely to give birth by a SP than grand multi paras and
women who had ANC follow up were more likely to gave birth by a SP than those who did not
have ANC follow up(COR= 3.23, 95% Cl= 1.44,7.23 and COR= 3.81, 95% ClI= 1.92,7.57),
respectively. Strong association was also found between preparation for birth and SP at birth.
Women who were prepared for birth were more likely to give birth by a SP than those who were

not prepared (COR= 7.77, 95% CI1=3.94, 15.34) (Table 7).
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Table 7:- Association of selected socio-demographic and obstetric factors of respondents

with assistance of skilled provider at birth, Hawassa city, Mar. - Apr. 2011.

Variables Skilled provider at birth Crude Adjusted
(n=550) OR(95%Cl) OR(95%Cl)
Yes No
N (%) N (%)
Maternal Age
35-44 205(45.4) 32(32.7) 0.61(0.38,0.98)* 0.16(.35,1.08)
25-34 224(49.6) 57(58.2) 0.4(0.17,0.94)* 0.439(1.45,1.33)
15-24 23(5.1) 9(9.2) 1 1
Maternal
education 429(94.1) 81(90) 3.45(1.92,6.2)*** 2.24(1.16,4.33)*
Literate 23(5.1) 17(18.9) 1 1
Iliterate
Maternal
monthly
income 147(32.5) 6(6.1) 8.71(3.61,21)*** 4.89(1.89,12.63)**
>=1,501 170(37.6) 44(49.9) 1.37(0.86,2.19) 1.34 (0.78,2.29)
500-1,500 135(29.9) 48(49) 1 1
<500
Parity
1 226(50) 35.7(13.9) | 3.23(1.44,7.23)** 5.03(1.59,15.92)**
2-4 204(45.1) 52(53.1) 1.96(0.89,4.3)* 2.85(0.99,8.2)
>=5 22(4.9) 11(11.2) 1 1
Had ANC
Yes 430(95.1) 82(83.7) 3.81(1.92,7.57)*** | 2.66(1.25,5.63)*
No 22(4.9) 16(16.3) 1 1
Know key
danger
signs for 63(13.9) 4(9.1) 3.81(1.35,10.72)* 1.81(.57,5.79)
Pregnancy 389(86.1) 94(95.9) 1 1
Yes
No
Know key
danger
signs for 101(22.3) 7(7.1) 3.74(1.68,8.32)** 1.02(.4.2,.62)
labour 351(77.7) 91(92.9) 1 1
Yes
No
Know key
danger
signs for pp 81(17.9) 3(3.1) 6.91(2.14,22.37)** | 2.99(.79,11.33)
Yes 371(82.1) 95(96.9) 1 1
No
Birth
prepared 211(46.7) 10(10.2) 7.77(3.94,15.34)*** | 5.47(2.66,11.24)***
Yes 241(53.3) 88(89.8) 1 1
No

*P-value<0.05 **P-value< 0.01

***P-value<0.0001

37




CHAPTER SIX

DISCUSSION

This community based study has attempted to assess the knowledge and practices of birth
preparedness and factors associated with such practices in Hawassa city. Majority (93.1%) of the
respondents have attended ANC at least once. This proportion is higher when compared to that
of the Ethiopian DHS 2005 report of 28% national ANC coverage (3) and the recent official
report from the Ministry of Health 74% ANC coverage in the SNNPR (8). Since this study was
conducted in one of the major urban areas of the country, it does not include the rural areas
where most of the non-attendants could be found. This could be the possible explanation for the

difference.

In the present study, most of the respondents (60.7%) made the recommended number of 4 ANC
visits. Earlier research has shown that women who receive 4 ANC visits with effective

interventions are as likely to have good outcomes as women who receive more visits (37).

It is believed that if pregnant women and their family recognize danger signs of obstetric

complications they may seek care and it can reduce first delay to seek health service (4).

However, only 25.3% of the ANC attendants participated in this study were found informed
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about danger signs of pregnancy, an issue which needs to receive great attention by the

healthcare providers.

Money and transportation are important factors to facilitate the way for institutional delivery so
as to have skilled provider at birth. Cost and availability of funds can help reduce delaying
getting to hospital. Every pregnant woman should have a written plan for emergencies (38). But
here 14.4%, 22.4 % and 9.6% of respondent were not informed for place of delivery,
arrangements for transportation and arrangements for finances for childbirth, respectively,

therefore this situation need attention.

Eighty two percent of the deliveries were attended by health professional which is higher when
compared to that of Ethiopian DHS 2005 national coverage (3) and recent official report from
the Ministry of Health regarding the SNNPR coverage (8). This could be because the DHS report
for the region includes the rural areas where deliveries attended by health professional are very

low; in contrast the present study was conducted from one of city in the country.

About 71.6% of the respondents gave birth at a place where they planned ahead but 28.4% of
them did not. This shows that in some cases intention does not explain the actual practices for
place of delivery, a scenario which imply the need for further study to shed light on why some

mothers are not able to give birth at their planned places of delivery.

Around 80% of all maternal deaths are due to complication of hemorrhage , infection,
unsafe abortion, hypertensive disorders of pregnancy, and obstructed labor and these
complications suddenly arise without warning and may lead to death within a day of delivery,
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therefore all mothers with obstetric complication should receive adequate and appropriate
treatment without delay(2, 34). The findings of this study showed that 71.6% of those who
developed obstetric complications during pregnancy, 88% during delivery and 82% during
postpartum sought assistance. Though these are commendable proportions of achievement, there
is still a need to work more for better improvement of the situation.

An important aspect of assessing BP/CR is measuring spontaneous knowledge of essential
danger signs. Knowledge of the danger signs of obstetric complications is the essential first step
in the appropriate and timely referral of EOC (1). When the spontaneous knowledge of danger
signs for pregnancy are considered, only 4.3% mentioned vaginal bleeding which was 9.6% in
that of Tanzania study, 20.8% in that of Abhoynghar, Bangladesh study(25) and 64.2% in that of
Kenya study (28). Swollen hands/face was mentioned by 5.2% which was 6.9% in that of
Tanzania study, and 42.5% in that of Abhoynghar. Blurred vision was mentioned by 0.9% but

anemia was mentioned by 8.7% in that of Tanzania, and 24.5% in that of Abhoynghar.

Similarly the proportion of respondents who spontaneously mentioned danger signs during
labor/childbirth was only 6.2% for severe vaginal bleeding, 9.6% mentioned prolonged labor and
11.8% mentioned retained placenta which was 26.6%, 70.5% and 40%, respectively, in that of
Abhoynghar study (25). Only 13(2.4%) of the respondents mentioned convulsions which shows

a very low awareness of this sign in particular.

In addition, the respondents' spontaneous responses for complications during the post partum
period was 9.8% for severe vaginal bleeding which was and 47.3% in that of Abhoynghar, and

27.3% in that of Tanzania study, 5.3% mentioned high fever which was and 22.2% in that of
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Abhoynghar, and 4.7% mentioned foul smelling vaginal discharge which was lower than
comparable with that of Abhoynghar (2.1%). When compared to the other studies, the
spontaneous knowledge of respondents about key danger signs is very low. This difference might
be due to difference in socioeconomic status and health intervention activities in the areas.

More than 85% mentioned identifying place of delivery, 90.4% saving money, 81.8 %
identifying skilled provider and 77.6% identifying a mode of transportation which are high
compared to result of knowledge of obstetric danger signs in this study. This may be attributed to
the reason that respondents may consider anything done before childbirth including traditional
activities like preparation of flour and butter for porridge as BP. One of the limitations of this
study is that women were not asked of the source of information of the danger signs as well birth
preparedness. Therefore it is difficult to decide whether their knowledge come from the antenatal

care, personal experiences or general awareness in the community.

About 65.3% of the respondents reported that they identified place of delivery ahead of
childbirth. Identifying place of delivery is very important especially in our setup, where it is
unlikely to get a skilled provider to attend home delivery; the main means to get a skilled

provider for attending birth could be if she planned to deliver at health institutions.

The lack of money and transportation is a barrier to seeking care as well as identifying and
reaching medical facilities (5). Money saved by the women or her family can pay for health
services and supplies, transport, or other costs such as loss of work. If a woman can afford to pay
for these costs, she is more likely to seek care (1). In the present study, 76.5% of the respondents

saved money for childbirth which is comparable with study done in India (21) which reported
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76.9% and Adigrat study (31) which reported 68.9%, and is higher when compared to a baseline
study done in Nepal (35%) but lower than its follow up study in which 81.4% of currently

pregnant women said they had planned financially (23).

Even when money is available, it can be difficult to secure transport at the last minute after a
complication has arisen. Arranging transport ahead of time reduces the delay in seeking and
reaching services (1). In this study, 46.2% of the respondents reported that they have identified
transportation for childbirth which is higher when compared to the finding of Nepal’s study (23)
which reported 1.5% in the baseline and 13.9% in the follow up, Indian study (21) which

reported 29.5%, and Adigrat study (31) which reported 24.7% .

Two hundred twenty two (40.4%) of the respondents were birth prepared which is comparable to
the finding of Indian study (21) reported as 47.8% but higher than the finding of Adigrat study
(31) reported as 22.1% . But it is low as every pregnant woman should get prepared for

childbirth/complication.

HIV test during pregnancy is important to determine the need for prevention of mother to child
transmission (PMTCT) interventions, and arranging medical and social support for the woman in
case the HIV test is positive. In this study 69.6% of the respondents were tested for HIV which is
higher than the finding of Adigrat study (31). This could be a reflection of the emphasis put on
prevention of mother-to-child transmission (PMCT) in the health institution and the country as a

whole in the recent years.
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Literate mothers were more likely to be prepared for birth than illiterate (AOR= 2.24, 95% ClI=
1.16, 4.33). This might be related to the fact that educated women have better power to make their

own decision in matters related to their health.

This study found that mothers who have a good income were more likely to be prepared for birth
than mothers who have poor income (AOR= 1.89, 95% CIl= 1.16, 3.07). This might be because,
when women are a good income, they might have the power to make their own decision in
matters related to their own health and the expected expenses. This study also found women with
history of still birth were more likely to be prepared for birth than those who did not have history
of still birth (AOR= 3.37, 95% CIl=1.47, 7.75). This could be due to the reason that these women
may perceive the seriousness of obstetric problems from their past experiences and tried to

anticipate for the possible complications.

Similarly, mothers who had ANC follow up were more likely to be prepared for birth than their
counterparts (AOR= 4.13, 95% CI= 1.33, 12.82). This finding implies the need to give more
attention to increase ANC coverage because one of the most important functions of antenatal
care is offering the woman advice and information about birth preparedness, danger signs of
obstetric complication and emergency preparedness. Mothers who had a knowledge concerning
BP were more likely to be prepared for birth than their counterparts (AOR= 8.25, 95% Cl=4.47,
15.22). This finding implies an emphasis to be given to the provision of appropriate information

about birth preparedness during ANC follow up in promoting BP.
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Ethiopian DHS 2005 revealed births to young mothers, and first births are more likely to be
assisted by trained health professionals and educational and economic status of women has a
positive relationship with delivery care. In line with this, the findings of this study, literate
mothers were more likely to give birth by a SP than illiterate (AOR= 2.47, 95% ClI= 1.25, 4.82)
and women who earn >=1,501 were more likely to give birth by a SP than those who earn
<500(A0OR= 3.65, 95% CI=1.43, 9.28). Similarly, first births were more likely to be assisted by
SP than subsequent births (AOR= 1.77, 95% CI= 1.01, 3.09). Which could be because, since
they did not have the experience they may have fear of bad outcomes therefore they may prefer
to give birth by a SP in addition to this there might be a possibility of these young primi gravidas

to be more educated than the multigravidas who might not had a chance to get educated.

ANC follow up is found to be one of the determinants of skilled provider at birth. Those who
attend ANC were more likely to give birth by a skilled provider as compared to non-attendants
(AOR= 2.66, 95% CI= 1.25,5.63).This finding is consistent with other local studies (32) which

shows the importance of ANC follow up in influencing women's preference.

Birth preparedness is found to be a determinant of skilled provider at birth. Women who were
prepared for birth were more likely to give birth by a SP than those who were not prepared
(AOR= 5.47, 95% CI= 2.66, 11.24). This could be because as the women become prepared for
birth they may demand to deliver by SP. Since the main way to ensure SP at birth in our set up is
having institutional delivery, these mothers may have planned for institutional delivery, arrange a

way of transportation to reach at the health institutions and saved money for the opportunistic
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costs. This may facilitate early decision and arrival to health facilities so as able to give birth

with a skilled provider.
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STRENGTHS AND LIMITATIONS OF THE STUDY

STRENGTHS

The study tried to address an issue about which relevant studies are limitedly done in our country.
Selection bias was minimized since it was community-based house-to-house survey with
probability sampling method. Recall bias is also minimized since it focused on births in the last
12 months preceding the study. Utilization of appropriate data collection procedures and

statistical methods played a role in minimizing bias & confounding factors.

LIMITATIONS

Since the study is a cross sectional study establishing cause and effect relationship is difficult.
Data collectors were community health workers and there may be some socially desirable
responses for some of the variables even though a great effort was made to minimize it during

the training and data collection period.
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CHAPTER SEVEN

CONCLUSIONS AND RECOMMENDATIONS

CONCLUSIONS

The present study identified poor comprehensive knowledge and practices of BP in the study
area in general, and very poor knowledge on danger signs of obstetric complications in
particular.

Maternal literacy, having a good income, ANC attendance, history of still birth and
knowledge on birth preparedness component were found to be strong determinants of birth
preparedness.

Maternal literacy and monthly income, first birth, ANC attendance, and birth preparedness
were found to be strong predictors of giving birth by a skilled provider.

ANC and delivery service utilization is very high as compared to most places in the country.
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RECOMMENDATIONS

Strengthening of health services in promoting ANC attendance and antenatal care should place
emphasis on birth preparedness and complication readiness to improve access to skilled and
emergency obstetric care which have been shown to be critical in reducing maternal and/or

perinatal mortality and morbidity.

Improve the information given during ANC follow up, with special emphasis given to birth
preparedness in general and information on danger sign of pregnancy, delivery and post partum
period and the need for immediate action when complications arise in particular. In addition to
the antenatal care counseling, other sources of information including community-based radio

messages and educational sessions about birth preparedness and obstetric danger signs.

Empowering women by expanding educational opportunities and increase women’s autonomy

within the family to enhance their ability to earn and control household savings. Promote further

studies at individual, family and community level both on similar and different settings.
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ANNEX A
GUIDE FOR THE INTERVIEWER
This guide provides directions to the interviewer on how to conduct an interview and how to fill
out the questionnaires, and clarifies some possible points of confusion.
Survey Objectives
e To assess knowledge about birth preparedness and complication readiness among women
who gave birth in the last 12 months.
e To assess practice related to birth preparedness and complication readiness among
women who gave birth in the last 12 months.
e To determine factors associated with the practice of birth preparedness and complication
readiness among women who gave birth in the last 12 months.
Interviewer’s Role
The interviewer occupies the central position in the survey because she collects information from
respondents. Therefore, the success of the survey depends on the quality of each interviewer’s
work. In general, the responsibilities of a survey interviewer include the following:
e Locating the structures and households in the sample that are assigned to her, and
completing the Prototype Household Safe Motherhood Questionnaire
e ldentifying all eligible women in those households
¢ Interviewing all eligible women in the households assigned to her using the questionnaire
e Checking completed interviews to make sure that all questions were asked and the
responses neatly and legibly recorded
e Returning to households to interview those women she could not contact during initial

visits. These tasks will be described in further detail during training.



Training of Interviewers
Training will consist of a combination of classroom training and practical experience. Before
each training session, you should study this manual carefully along with the questionnaires,
writing down any questions you have. Ask questions at any time to avoid mistakes during actual
interviews. You will see and hear demonstration interviews conducted in front of the class as
examples of the interviewing process. You will practice reading the questionnaire aloud to
another person several times so that you may become comfortable with reading the questions
aloud. Another means of training is role-playing, in which you practice by interviewing another
trainee.Your training as an interviewer does not end when the formal training period is
completed. Each time a supervisor meets with you to discuss your work in the field, your training
continues. Continued observation and supervision during the fieldwork completes the training
process. This is particularly important during the first few days of working in the field.
Supervision of Interviewers
Observation and supervision throughout the fieldwork are part of the training and data collection
process. Supervisor will:

e Observe some of your interviews to ensure that you are conducting yourself well, asking

the questions in the right manner, and interpreting the answers correctly.
e Spot check some of the addresses selected for interviewing to be sure that you
interviewed the correct households and the correct women.
e Review each questionnaire to be sure it is complete and consistent.
e Uncover and take action on apparent omission of stillbirths and births the respondent has

had or improper recording of dates of birth and stillbirths.



Meet with each member of the team on a daily basis to discuss performance and give out
future work assignments.

Help you solve any problems that you might have with finding the assigned households,
understanding the concepts in the questionnaires, or dealing with difficult respondents.
The survey director may release from service any interviewer who is not performing at
the level necessary to produce the high-quality data required to make the survey a

SUCCESS.

Survey Regulations

The following survey regulations have been established and will be strictly enforced:

1.

Every position on the survey staff is vital to the success of the survey. If you are chosen
to be on a team and accept the position, your presence is required for each day of
fieldwork.

Except for illnesses, any person who is absent from duty during any part of the training or
any part of the fieldwork period (whether it is a whole day or part of a day) without prior
approval from his/her supervisor may be dismissed from the survey team.

There is a great deal of work to be done over the next few weeks, so arriving late to the
training sessions will not be tolerated.

The selection of the survey team members is competitive; it is based on performance,
ability, and testing results during the training.

Throughout the survey training and the fieldwork period, your conduct must be
professional and your behavior must be congenial in dealing with the public.

For the survey to succeed, each team must work closely together, sharing in the

difficulties and cooperating and supporting each other.



It is critical that the data gathered during fieldwork be both accurate and valid. To control
for inaccurate or invalid data, spot checks will be conducted.
Survey data are confidential. They should not be discussed with anyone, including your

fellow interviewers.

CONDUCTING AN INTERVIEW

In this section you will find a number of general guidelines on how to build rapport with a

respondent and conduct a successful interview.

Building Rapport with the Respondent

1.

3.

4.

Make a good first impression. Open the interview with a smile and greeting such as
“good afternoon” and then proceed with your introduction.

Stress confidentiality of responses when necessary. Explain the information you collect
will remain confidential, no individual names will be used for any purpose, and all
information will be grouped together to write a report.

Answer any questions from the respondent frankly.

Interview the respondent alone.

Tips for Conducting the Interview

1.

2.

Be neutral throughout the interview.

Never suggest answers to the respondent.

Do not change the wording or sequence of questions.
Handle hesitant respondents tactfully.

Do not form expectations.

Do not hurry the interview.

FIELD PROCEDURES



Preparatory Activities
When you receive your work assignment, review it and ask any questions you might have;
remember that your supervisor will not always be available to answer questions when the work
begins. You should be sure that:
1. You have a Questionnaire for each household you are assigned;
2. You fill in the identification information on the cover page of each Household
Questionnaire;
3. You know the location of the selected households you are to interview, and have
sufficient materials (maps, written directions, etc.) to locate them;
4. You understand any special instructions from your supervisor about contacting the
households you are assigned;
5. You have several blank Questionnaires.
Allocate a Questionnaire for each eligible woman identified in the household. Fill in the
identification information on the cover sheet of a Questionnaire for each eligible woman
identified in the Household Census. If after completing the interviews, you find that there are
two women eligible for the individual interview, you will return to your supervisor with
questionnaires.
Contacting Households
1. Locating sample households.
Prior to interviewing in the cluster or enumeration area, the team will:
e Prepare up-to-date maps to indicate the location of structures,
e Record address information for each structure or describe their location (for areas

lacking street names or numbers on structures),



e Write numbers on structures, and

e Make a list of the names of the heads of all the households living in the structures.
2. Problems in contacting a household.
In some cases, you will have problems locating the households that were selected because the
people may have moved or the listing teams may have made an error. Here are examples of some
problems you may find and how to solve them:

e The selected household has moved away and the dwelling is vacant. If a household
has moved out of the dwelling where it was listed and no one is living in the dwelling,
you should consider the household absent and record Code ‘2° (HOUSEHOLD
ABSENT) for RESULT on the cover sheet of the Household Questionnaire.

e The household has moved away and a new one is now living in the same dwelling. In
this case, interview the new household.

e The structure number and the name of the head of household do not match with
what you find in the field. Say, for example, that you have been assigned a household
headed by Sola Ogedengbe that is listed as living in structure number SM-003. But when
you go to SM-003, you find that Mary Kehinde heads the household living there.
Consider whichever household isliving in SM-003 as the selected household. In this case,
you would interview the household headed by Mary Kehinde.

e The household selected does not live in the structure that was listed. If there is a
discrepancy between the structure number and the name of the head of household,
interview whoever is living in the structure assigned to you. Inform your supervisor about

any such situations you find.



The listing shows only one household in the dwelling, but two households are living
there now. In this case, interview both households, and make a note on the cover page of
the household that was not on the listing. Your supervisor will assign this household a
number, which you should enter on the Household Questionnaire. However, if the listing
shows two households, only one of which was selected, and you find three households
there now, only interview the one that had been selected and ignore the other two. In
either case, inform your supervisor of the situation.

The head of the household has changed. In some cases, the person listed as the head of
household may have moved away or died since the listing. If this is the case, interview
the household that is living there.

The house is all closed up and the neighbors say the people are on the farm (or away
visiting, etc.) and will be back in several days. Enter Code ‘2’ (HOUSEHOLD
ABSENT) for RESULT. The house should be revisited at least two more times to make
sure that the household members have not returned.

The house is all closed up and the neighbors say that no one lives there; the
household has moved away permanently. Enter Code ‘2° (HOUSEHOLD ABSENT)
for RESULT.

A household is supposed to live in a structure that, when visited, is found to be a
shop and no one lives there. Check very carefully to see whether anyone is living there.
If not, enter Code ‘2’ (HOUSEHOLD ABSENT) for RESULT.

A selected structure is not found in the cluster, and residents tell you it was

destroyed in a recent fire. Enter Code ‘4’ (DWELLING NOT FOUND) for RESULT.



e No one is home and neighbors tell you the family has gone to the market. Enter Code

‘5’ (NO COMPETENT RESPONDENT AT HOME) for RESULT, and return to the
household at a time when the family will be back (later in the day or the next
day).Remember that the usefulness of the survey sample in representing the entire district
depends on the interviewers locating and visiting all the households they are assigned.

Problems in Obtaining Women’s Interviews

The following are examples of the kinds of problems the interviewer may experience in

obtaining an interview with an eligible woman:

e Eligible respondent not available

If the eligible respondent is not at home when you visit, enter Code ‘5> (NO COMPETENT

RESPONDENT AT HOME) for RESULT of the visit on the cover sheet of the Questionnaire

and ask a neighbor or family member when the respondent will return. You should contact the

household at least three times, trying to make each visit at a different time of day.

e Respondent refuses to be interviewed

The respondent’s availability and willingness to be interviewed will depend in large part on the

initial impression you make when you meet her. Introduce yourself and explain the purpose of

the visit. Read the introduction printed on the Verbal Consent Form. If the respondent is

unwilling to be interviewed, it may be that the present time is inconvenient. Ask whether another

time would be more convenient and make an appointment. If the respondent still refuses to be

interviewed, enter Code ‘7’ (REFUSED) for RESULT of the visit on the cover sheet and report it

to your supervisor.

e Interview not completed



A respondent may be called away during the interview or may not want to answer all the
questions at the time you visit. If an interview is incomplete for any reason, you should try to
arrange an appointment to see the respondent again as soon as possible to obtain the missing
information.

Make sure that you record on the cover sheet of the questionnaire that the interview is
incomplete by entering Code ‘6’ (INCOMPLETE INTERVIEW) for RESULT and indicate the
time you agreed on for a revisit. You should also report the problem to your supervisor.

Making Callbacks

Because each household has been carefully selected, you must make every effort to conduct
interviews with the households assigned to you and with the eligible women identified.
Sometimes a household member will not be available at the time you first visit. You need to
make at least three different visits when trying to obtain a household interview. At the beginning
of each day, you should examine the cover sheets of your questionnaires to see whether you
made any appointments for revisiting a household or eligible respondent. If no appointments
were made, make your callbacks to a household or respondent at a different time of day than the
earlier visits. Scheduling callbacks at different times is important in reducing the rate of non-
response (i.e., the number of cases in which you fail to contact a complete a women’s interview).
Returning Work Assignments

At the end of fieldwork each day, check that you have filled out the cover sheet of a
Questionnaire for each household assigned to you, whether or not you managed to complete an

interview.



ANNEX B: ENGLISH QUESTIONNAIRE

Addis Ababa University Medical Faculty School of Nursing
Hello, my name is I am working in a research team of Addis Ababa University,

department of Nursing and Midwifery. This study aim to assess knowledge and practices with
respect to birth preparedness and complication readiness and factors associated with their
practices among women who gave birth in the last 12 months preceding this study. In our study
we interview women who are lived in Hawassa and who gave birth in the last 12 months
preceding the study. The information you provide will be combined with other information
which will be gathered and will be used to improve the care you are receiving from the health
institutions. The results of the study will be discussed with the concerned authorities and seek for
betterment.

I have questions to ask you about your last pregnancy and child birth and your genuine response
is extremely important to have a good understanding of the existing level of services concerning
birth and emergency preparedness.

Your name will not be asked and unique identification is not required. You do not have to
discuss issues that you do not want to in any questions. If you want to withdraw from the study
any time along the discussion process, you will not be obliged to continue or give reasons for
doing so.

Refusing to participate or withdrawing from the study along the process will not have any
consequences on you and the services provided to you. However, we encourage you to answer
all questions. The information you provide during the discussion will help greatly to understand
the status of the Birth preparedness and complication readiness intervention service provision in
the facilities.

The questions may take not more than 20 minutes and | would like to appreciate your help in
responding to my questions. If you have any questions or anything that is not clear please fill free
to ask. Thank you very much!!

For any question or more clarification or any problems you can contact principal investigator.
Principal Investigator: MESERET TSEGAYE NEGASH

Address: Addis Ababa University School of Nursing PHONE NO. 0911 — 90-40-85



Consent Form

Addis Ababa University Medical Faculty School of Nursing

Good morning/afternoon. My name is . (Interviewer)

I temporarily represent Addis Ababa University, Medical faculty, school of nursing and
midwifery. This is a study to be conducted with the objective of assessing knowledge and
practices with respect to birth preparedness and complication readiness and factors associated
with their practices among women who recently gave birth. As the study is directly related to
women who gave birth recently, you are one of the women who have been selected randomly to
participate in this study. Therefore, you are kindly requested to participate in this study and
provide the information required from you. I would like to ask you a few questions if I may, but
you can refuse to answer any question | ask. You may end the interview at any time. You can
also refuse to participate in the study entirely. Your refusal will not restrict you from obtaining
the required medical care when you need. The interview will last approximately 20 minutes.

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
in the planning and implementation of intervention activities to prevent delays and improve
maternal and neonatal survival.

Are you voluntary to respond to the questions? Yes ; proceed with the interview.
No ; thank her and End.

Name of interviewer who sought the consent
Date Signature

Name of supervisor
Date Signature

Household ID No

Interviewer visits
Number of Visits

Result 1 2 3

Result codes:
1 = Completed 4 = Incomplete interview
2 = Women absent (specify the reason) 5 = Refused



3 = Time and date set for later

Identification Information
001. Code No.

002. Kebele

House no

6 = other (specify)

Section 1: Socio-demographic information

Q.#

Question

Goto Q.

101

Age in completed years

102

Marital status

103

Religion

104

Ethnicity

105

Educational status of the wife

llliterate

Read and write
Primary education(1-8)
Secondary (9-12)
College and above

106

Occupation of the wife

Housewife
Farmer
Merchant/Trade
Employee

Other (specify)

107

Monthly income of the households
in Ethiopian birr.




Section 2: Gravidity and parity

Q.# | Question Codes Goto Q.
201 | Have you given birth in last 22 months? Yes 01
No 02
202 | How many times in total you become pregnant?
203 | How many times in total you gave birth?
104 | How many of your pregnancies resulted in a baby
that was born alive?
105 | How many of your pregnancies resulted in a baby
that was born dead?
106 | Did the birth in the last 12 months result in a baby | Live birth 1
that was born alive or dead? Month
year
Still birth 2
Month
Year
Section3: Knowledge
Q. # | Question Codes Go to Q./Sec.
301 | Do you know any/some
serious health problem/s that
occurs during pregnancy that | YES......cccovvviieiviinieiiiniennnne 01
could endanger the life of NO oot 02 — 303
pregnant women?
302 | Canyou mention them? 01. Vaginal bleeding....1. Yes 2.no
02. Severe headache.....1. Yes 2.no | Put tick mark (\
(Probe: which of the following | 03. Blurred vision.......1. Yes 2.no ) for
do you think a health 04. Convulsion ......... 1.Yes 2.no spontaneous
problem/s? 05. Swollen hand /face.1. Yes 2.no answers.
06. High fever............ 1. Yes 2.no
07. Loss of consciousness..1. Yes ~ 2.no
08. Difficulty of breathing..1. Yes  2.no
97.0ther (specify)
303 | Do you know any/some
serious health problem/sthat | YeS.......ccooviiiiiinicinennn, 01
occur during labour and child | NO ..o 02 —»305
birth that could endanger the
life of pregnant women?




304 | Canyou mention them? 01. Vaginal bleeding.........1. Yes  2.no Put tick mark (V
02. Severe headache........1. Yes 2.no ) for
03. Convulsion ............... 1.Yes 2.no spontaneous
(Probe: which of the following | 04. High fever.................. 1.Yes 2.No answers.
do you think a health 05. Loss of consciousness..1. Yes 2. No
problem/s? 06. Labor lasting >12 hours..1. Yes 2. No
07. placenta not delivered 30 min after
baby ... 1. Yes - 2. No
97. Other (specify)
305 | Do you know any/some
serious health problem/sthat | YES........ccooviiiiiiniiinciee 01
occur during the first 42 days NO oo 02 —» 307
after birth that could
endanger the life of pregnant
women?
306 | Canyou mention them? 01. Vaginal bleeding.....1.Yes  2.no Put tick mark (V
02. Severe headache.......1. Yes ~ 2.no ) for
03. Blurred vision.......... l.Yes 2.no spontaneous
(Probe: which of the following | 04. Convulsion ..........1.Yes  2.no answers.
do you think a health 05. Swollen hand /face.....1. Yes  2.no
problem/s? 06. High fever............... l.Yes 2.no
07. Loss of consciousness..1. Yes 2.no
08. Difficulty of breathing..1. Yes  2.no
09. malodorous vaginal
discharge............... l.Yes 2.no
97. Other (specify)
307 | Do you think ahead YOS i 01
Preparation for birth is NO oo 02
necessary?
308 01. Identify place of delivery...1.Yes 2.no Put tick mark (V
Can you mention them? 02. Save money................ 1. Yes2.no ) for
03. prepare essential item for spontaneous
(Probe: which of the following clean delivery............ lYes 2.no answers.

do you think a preparation for
birth?)

04. Identify skilled provider...1.Yes 2.no
05. Identify birth companion...1.Yes 2.no
06. Getting blood donor........ 1Yes 2.no
07. Arranging transport.....1. Yes 2.no
08. Obtaining HIV test......1. Yes 2.no
97.0ther (specify)




Section 4: Personal experience related to last pregnancy

Q.# | question Codes Goto
Q./Sec.
401 | Did you have antenatal YOS it 01
care during your last NO. ..ot 02
pregnancy?
402 | How many times in total NO. OF tiMEeS ....coovvviiii e 1
did you receive antenatal
care during last
pregnancy?
403 | During this pregnancy did
you experience any YES. ittt 01
serious health problems NO. ..ottt e 02 —» Sec.5
related to the pregnancy?
404 | What problem did you 01. Vaginal bleeding............ 1.Yes 2.no
experience? 02. Severe headache.........1. Yes 2.no
03. Blurred vision................ 1.Yes 2.no
(Probe: ask for the 04. Convulsion ................... 1.Yes 2.no
problems which are not 05. Swollen hand /face........... 1.Yes 2.no
mentioned 06. High fever..................... 1.Yes 2.no
spontaneously). 07. Loss of consciousness.......1. Yes 2.no
08. Difficulty of breathing.......1. Yes 2.no
Recorded all problem 97.0ther (specify)
mentioned.
405 | Did you seek assistance YOS i 01
for this problem? NO. ..ottt e 02
406 | Why did you not seek Respondent didn't think necessarily..................... 1
assistance for this Yes 2.No
problem (probe: anything | No transport................... l.Yes 2.No
else)? Too expansive................. 1.Yes 2.No
Use home remedy............. 1.Yes 2.No
Recorded all the reason 97. Other (specify)
mentioned.




Section 5: Personal experience related to last birth

Q# Question Codes Goto
Q.Sec.
501 | Where did you give birth | Respondent’'shome .......................... 01
to your last child? TTBAhOME ..o 02
health institution ... 03
Other 97(specify)
502 | Didyou planto give birth | Yes......cccoovviniiiiinics i o 01
at this place? NO. ..ot 02
Don't known...............cccccvevnnn. 98
503 Prior to this birth, did you | YeS........cccociviviiiiineiinn, 01
or your family make any | NO.......cccooooviiviinicniincee 02
arrangements for the
birth of this child?
What arrangement did 01. Identify place of delivery.....1. Yes ~ 2.no Put tick
504 | you or your family makes | 02. Save money.................... 1. Yes 2.no mark (V)
for the birth of this child? | 03. prepare essential item for for
clean delivery.................. 1. Yes 2.n0 spontane
(Probe: which of the 04. Identify skilled provider ......1. Yes 2.no ous
following arrangement?) | 05. Identify birth companion.....1. Yes  2.no answers.
Record all arrangement 06. Getting blood donor............... 1.Yes 2.no
motioned. 07. Arranging transport............ 1. Yes 2.no
08. Obtaining HIV test.............1. Yes 2.no
97.0ther (specify)
505 | If gave birth other than Ambulance..........cceciiiinciiine, 01
home, what type of Private care...........cccceeovvveveeennnn. 02
transportation did you TaX oo 03
use to get there? 97.0ther (specify)
506 If gave birth other than 01.Noone.................1. Yes 2.no.
home, who accompanied | 02. Husband..................... 1.Yes 2.no
you to the place where 03. Respondent’s mother.......1. Yes 2.no
you give birth? 04. sister/brother............... 1. Yes 2.no
97. Other (specify)
507 | Who assisted with birth? | 01.doctor
(Probe: anyone else? And | 02.health officer
record all mentioned.) 03.nurse/midwife
97.other (specify)
508 | During labor & birth did YOS i e 01
you Experience any NO....ooiir s 02 —>»Sec6
serious health problems
related to birth?




509 | What problem did you 01. Vaginal bleeding............ 1.Yes 2.no
experience?( probe: ask | 02. Severe headache...........1. Yes 2.no
for the problems which 03. Convulsion .................. 1.Yes 2.no
are not mentioned 04. High fever.................... 1.Yes 2.No
spontaneously) 05. Loss of consciousness.....1. Yes 2. No
Record all the problems | 06. Labor lasting >12 hours......1. Yes 2. No
mentioned. 07. placenta not delivered 30 min after
baby.......cccoconiiinn. 1lYes 2.No
97.0ther (specify)
98.Don’t known
510 | Where were you when Respondent’'shome ..., 01
you develop this TTBAhOME ..o 02
problem? health institution ..............c.cc....... 03
Other 97(specify)
511 | Did you seek assistance YOS i e 01
for this problem? NO...coiit it e 02
Don't KNOWN.......ccccovviiiiri e, 98
512 | Why did you not seek Respondent didn't think necessarily.................. 1.
assistance for this Yes 2.No
problem(probe :anything | No transport................. l.Yes 2.No
else/) Too expansive............... 1.Yes 2.No
Recorded all the reason Use home remedy.......... 1l.Yes 2.No
mentioned. 97.0ther (specify)
98. Don't known

Section 6: Personal experience related to last birth (postpartum)

Recorded all the
problems mentioned.

08. Difficulty of breathing..........1. Yes 2.no
09. malodorous vaginal

Q# Questions Codes Go.toQ
601 | During the first 42 days YOS i e 01
after the last birth ,did NO... et 02
you experience any Don tKNOWN.......cooovvivriiiiiriis 98
serious health problems
related to birth?
602 | What problems did you 01. Vaginal bleeding............... l.Yes 2.No
experience 02. Severe headache............... l.Yes 2.no
(probe: ask for the 03. Blurred vision.................. 1. Yes 2.no
problem s which has not | 04. Convulsion ................... 1. Yes 2.no
mentioned 05. Swollen hand /face....... .....1. Yes 2.no
spontaneously) 06. High fever..............c........ 1. Yes 2.no
07. Loss of consciousness..........1. Yes 2.no




discharge....................1. Yes ~ 2.no
97.0ther (specify)
603 | Where were you when Respondent’'shome ............c.ccoooeeen. 01
you develop this TTBANOME ..o 02
problem? health institution ............cc.cccocovvvenan. 03
97.0ther.......ccccoovivieiiii e (specify)
Did you seek assistance YOS i e 01
604 | for this problem? NO...ooit i e 02
605 | Why did you not seek Respondent didn't think necessarily...................... 1.
assistance for this Yes 2.No
problem(probe :anything | No transport..................... l.Yes 2.No
else/) Too expansive................ 1l.Yes 2.No
Recorded all the reason Use home remedy............... 1.Yes 2.No
mentioned. 97.0ther (specify)




ANNEX C: AMHARIC AVERSION QUESTIONNAIRE

N&&A ANA L 0CAL VRIS F9CT hed 21 Ch /ot
e A ba
(A 9o
R e CAAA: 1 Al NALA ANA 2L ACAE VIS +IVCT hed 1 ca ot hrs
(&7 2C hle he Adu' 01 :
PHY TS AATIAVPA N49I0 TN F AGHAT AOALT hOAL IC 0115 T AR +H T3 FACTF N TRL T PLav
NPT PAFOY § OP+S A+100C TG+ 1 @ :
QHY TS+ OO AVPA NH972 TK4G NOAL A7 & haot P ANATFOF AG AT PA o ¢ LLLIN: 1 ACOP
2 TNt o2 G hadeF 0PN eamed NN 44 AGATF N Toa 8 2C WATLT+ 0 ms AT ANt AODMT Q0 R AA
L1 8 TAP kTP LFLPA: 1 HY TG T 0 O TOP Omk AWM N+O-AAANATT A7 8FO0P LRLIA: :
ALPhCOP OC NACIANG AT NOAL OPF (AT N4 vs IPT TEEPTT A@PPIAU: ¢ ¢ F AT AT A0 DT
NRAN LT & U FPTPACOL WO +5F PARTF NPT AL NTYPANLAL §FONAT hGPPTAT: : AAUPT PP
ACOPPANLALOY a8 Nan vt ¢ TGk +AFd A7 8P DANNCTATMEPAT: : P CAP AP NTK FOP vy F
AQab (19 : AHUP PG+ oM +éat ot &« PLTT F QUG A ATSU° NP0 aangd P AT+ P1 (1971 5 O9° wo
PO aMEET P LT P P T B 2 116 VT ACAL L TNtk o F AOALS NOAL IC TP LH DA ThEm-
Tt 0990417 @0 PLAUHIATF AT ANNRF AADT MG LCEPTF CANTT £2F ATOP N&+T b AAD: :
PEEPEY 079 LEP OAT P TUNG bk LTt 1 PLEPEY AowmM O §PLT NP7 P A am 17 Pt A D8 AY-:
MEOPANS LAV 11 CT NAPF o P FAN: 1 AFeEEl o EPTF 0 TGk % ATL A tA@-OAh €TC
M D1 C 2 AN
PT ATL: -aMLT 0.0% 1 0T
ALeA: -A/0 ANO RTACAL Y CO TIVCT hEd: :

i 0911-904085



k40 hOa e7racak evhos FIWCTH ?i1Ch FIVCTE O
AAGPH: 1 AT e eaaa: : (P g ea ag)
AB 0ASN ANQ R7ACAL vh9T FPUCH hed e1ch /0t P75F (k87 IC Ao hPALU- 1 @::
eHYU TSF AAST AUPA htel PONFE AGHTET AOALS hoAL IC OF15T AKak HHOFF FACT
QLY PLav UAPEFT (tamhd LAFOT HOPFS AF100C TIPGT 1@ ACALT N6
htov, G 0PA oamed non+té WGRTF ATL aPTP Ad¥IAe h@DSAUD: 1 QAT ACNP ANLALOY
a et © PGk tadd ATEAPE N9MAC ATm@PAT:: ACAPT Q+tamh+ 7L ePF
APCANMFAU: 1 OHY PG+ L oR-+ét Qo LPLTTHF LUGA: 1 THOP ¢ TNmPFo ay, §PF
TR FFO Lm0 T O PA oaneEk POREMD LH VP LtP LTUTA:I: ATAU NFA oaned
PATNEE  P1 (TEOP A%t FA amedT LORLT (P etamld 1@:: 11C A7 CONmd % E
OAGHTF MG A14°0t AL o Nat? S ATANFT QAN NTRLTI O P4+ h&tF abold AA®: :
TeEPET howmn LPLT 1PH? U. AP-——————- (o2 Te¢PE ean)

AL ARRAP————————— (Aot o gom )

et RPC —————
e mf o +N%t

%t NeTC

omet 1 2 3

Pas oML o
1. ¢+qm
4. gatam
2. a0t a1 TF hGE (PR 2k Lmdbh) 5. am+§ €25 eAUT
3. 0¢mc ¢+oma 6. aA
(eatn) ———————————————————




4. eommed Pomgp oy
00l.nce& ¢v¢ ———————————————————————
002. P === mmmmmmm e e e PO+ RPC ———mmmm—mmmmm—mmmm——m
A A7 — A UNMS “WNEE ved B
101. 8899 —mm e e
102. eo0F uvi

h. QA ¢ PHFUFO-——————————————— 3

a_¢ t4hfh LD AT e (L P IRGe—————————— 4
103. ve ¥+

U. hCRehA——————————— 1

AL TCEAFTH——————— 2

h. PAR-—————————————— 3

aw. MNP ——————————— 4

wo AA U1 RIS ———————————————— 97
104. ahc

U. Q80— ———————————— —————— 1

AL OARF———— e ——— 2

h. Feh-———m——m—————————————— 3

. AA NPT RIAS———————— - ——— 47
105. eat et9CT LLE

v. tvect ot fAI————————————— 1

A. P& TN P Hh-————————— ———— 2

h. 11-8% hea ¢4+ %-—-———--—-—-—--———- 3

o, n9-125 hed ¢ +o%——————-—————- 4

w. hAES hHe AL ————————————————— 5
106. eat ? 22 v

U. P0F Aolib—————————— 1

A. M0 ———————— e 2

h. 198 —-—————— 3

a, AP — e 4

w. A DT RTAd————— 97
107. eatan mbaa P@C 1L ———————————————

REA vhT: PACINT AGT P OAS uvs
201. QHY A7 & Aot OaT AF @OAL®- 1 0C?
U. AP
A AAOA LI
202. 0hmga e etha+oc  ACAIHT €PC————————————————————
203. 0hmsa e +OAS PALT €PC-————————————————————————
204. qveot ?+oA% ASF €PC ———————————————————————————
205. ?+0A4% ARTF ®PC-———————————————————————————
206. O(HY A7& oot 1H OAT P+OAL® Y97 QVLOT 10C7?
U. MYeot ¢+WAL—————————— 1
A, Ptoaf0F OC ———————- GO ——m—mmm
h. Pr PHOAL————————————— 2
a_ O ———————— G- — e ——

hed 70+: - hodt



301: - naACaANUS @OPF ONACTH AGHF AL P9MAES VeLOFY AALD P9®I2AM P s FICT7

P oPn?
U. AOPAD—————————— 01
AL AADPP——————— 2--————————— hwrr of v2¢ ¢rc 303 g714%

302. 9™ 9™ KLU A1 eFan? oge (AHCHE hat onT PHPE Pa§ TUC TFO gAN)
an( 0A4TT ntema &gt Shae

Ol1l. nwe? nhd L9 oo ————-— v. 1o A. ALLAY

02. n&td ¢h PrHF ———————————— ———— v. 1o A. hLLAY®

03. ¢2he? M —————— e v. 1o A. ARLAY

04. caoy+ avyPppPp —————— o ——— v. 1o A. hLRAYP

05. ¢aF 24t “MP-——————————————————— v. 1o A. hRLAYP

06. netd +that-—————————————— v. 1o A. hLLAY®

07. ¢h? oMp———— e v. 1o A
hLLAT

08. ¢ati14dn FIC———-———-————————————— v. 1o A. ARRAYP

97. aA Fac ntada LN —————————————
303. AoAL OPF NOAL AGHET AL P9hatk VeDTT AALD PIRIAM PmS TUCTT L OPnT?
U. AOPAY ———————— o —— 01
A. AADPPP——— 02-————————- e of re¢ 305
(AN
304. Factr aakad eFan? ( hohtat HCHET Pa§ FAC At eFAn
P TNFT LI M)

01. nower oM LP———————————— v. 1o A. ALRAY
02. nneg PA hcsh PrHr————————— — ——— v. 1o A. ALLAY®
03. faoy+ oy PrPp ——————— v. 1o 0. ARLAY
04. n¢ fA that——————————————— v. 1o A. hLLAY®
05. GNT @F v. 1o A. ALRAY
06. nl2 a%t nag Pp-——————————————— v. 1o A. ALLAY®
07. Vit htoal 034 h30 L¢P NAL PTBLe ATULAR
v. 1o A ARRAY
M NPT LTA ———— e 97
305. A4+ f21HF ot Moo e 45 ¢+ (1 oc hl5 ¢7) onT A1 79 fTHATT P as

Fact foPn?
U. AOPAY ———————— o —— 01
A. AADPPP———— e —— of t+eerc 307 £14

306. TacFr APaA™ eFAN? holtat HCHCT ¢ 4F§o ems TaC AVr 2TAA?

01. nwer Nhd L9 Al ———————————————— v. 1o O .
hLLAT

02. n¢ fA that ———-————————————————— v. 1o
A . ARLAY

03. nneg PAaxesh PrHF —————————————_—— v. 1o
A . ARLAY

04. GO O — e v. 1o
A . ARLAY

05. PARLY ———— - v. 1@
A . ARLAY

06. PhAt1 440 TN ———————— v. 1o
A . ARLAY

07. PADY F et ————— v. 1o
A . ARLAY

08. aamge ¢ o+ nANAE f oM LAl ———————-— v. 1o 0. ALRAYT



09. eAET 24+ Ak —————— U. 1o
A ARLAT
O7. &A WUt 2748 ——————————————————————
307. noal N&t PLP AT8/TL HASRTT 184 ANdAL 1 @ RANT

U. AP—————————— —————— 01
Ao ALRAPP—————————— 02-—--- ALLA e hvrt of +¢ «rc 308 gYs
308. AmPaad™ eTAN? 0L nehtat OOT P OAE PLae HABET AR LTAK ? TICATFOT LI v
01. LOWAE NF7 MPF ———— e U. Ah?
A . ARLAY
02. 17HA h? $mlt MNPoPP——————— e U. h?
A . ARLAY
03. AaaoA 8 ¢ T NLAT YOV O PPTFT THOPF ——————— U. h? A ARRAYP
04. eMs NAG® NP ———— e U. h?
A . ARLAY
05. NOAL LHh ANC P9WT A@ "HIEF ——————————— U. A? A
hLLAT
06. L LRI A® THIE - m e —— U. Ah?
A . ARLAY
07. teTAZCT TH I U. h?
A . ARLAY
08. e ht ARO. PPCO% TRL——————————m—— e —————— U. h?
A . ARLAY
97. M DT LTAE

REA hét: — N A@ ACAHS 2C P+PPH ADAPPTF
401. Ny @ ACIHS P PLav AL hitA ALC1@ 10C7?

U. ARCLPAY ———————————— 01

Ao AARLAVIP————————————— 02
402. nhAmPaL A™r PUA Lh WFPAT ALLT?  PLHO HbP-———— e 1
403. QHY ACTHS h0& fA em& AhA A2TPPP+ 10C7

U. A2PTGA———————mm e 01

AL AADMEPT PP —— 02-————- ha ©f h&d A&t 7%

404. ™ aett Fac 10c eomr? (PN LAtTIAGTT NFCTD aMlT Lmpt)

01. nwe? &P oA -—————-——————————————— ———— v. 1o A. ARRAYP
02. n&+§ et It ———————— - v. 1o A. ARRAYP
03. Ahe? 1 M- Ut o A. hRRAY
04. ooyt a1 PpPp ————— e U. 1o A. ARRAY
05. ¢0%9 P4+ MP-———————————————————————————— v. 1o A. ARRAP
06. ne+d that-——-——-—--—-—-—"—""—— v. 1o A
ARLAT
07. vag? oM ———— e v. 1o A
ARLAT

O7. aA WUt 1A ————————————
405. AHY T9C AC/IF APITT Thio- 10c?

U. 9fhe 10C-—————————————- 01
AL AAThChgP———————————— 02
406. A9y 10C ACSF ATPITH LATNGHT?
0l1. AadAal 10 Q1% AR ————————————————— v o A. AhLLAY
02. @1 aAAINL——————————— v. 1o O .
hLLAT



03. nmr o Qowr——————————————————————————— v. 1o Ao ARRAYP
04. o+ ont vhos AAtHLSp————————————— v. 1o A. ARRAYP
O7. aA W1 RAAB————————

hEA A9M+: — Qo d PoAS 11 ?P1N% vl FPT

501.

502.

503.

504.

P d AZY ¢4 10C ? ®ASH
U. Mt ———————————————— 01
A. NwAmMr APE APAF—————————— 02
h. 0mg +RP-——————————— 03
o, A NPT LA ————— e 97
(LY 0F ADA S AOPLom APL@m- 1 NC7
V. APL 10C————————————————————————— 01
A. hAPehPP—————— 02
AHY OAL PLP° NAD ANLATL HAGHETFT A&C10 1 0C7
U. ALCL 10C——————————————————— o1--—————-
AL AARLAVIP——————————————————— 02-———————- hwrr of 72¢ 505 eY%
hCOP 0P AN 97 ALY+ HARE 10C £LATT?
Ol. eomwA% Q3 A7 ———————————————————— U. h? A. ARRAYP
02. ¢ “MeoPP————————— U. h? A

ARLAT

03. 76V PT®AE APPTFT TMOIPt————— U. h? A. ALRAY

04. ems AAT®T dHULP ————— e — U. h? 0. ARLAY
05. aced Aot ANC M A® THIPt—————— U. h? A. hRRAY

06. e Poln A® THIPF —————— e U. A?

AL ARLAP

U. AP

O7. 024 Mot ——————— e
A. ARRAYP
08. AThLO h&O Co% TRLI——————————————————————————— U. Ah? A

ARLAT

505.

506.

507.

508.

509.

97. aA W1 LA —————————m - ————
Nt o hoa 9°r A1+ emar 10C ¢ +mboct?
U. APHA Il —————————— — 01

97. AA MUY LIAG —————
Nt o noas T 10C ANCPT 0L OASNT N P LLo?
U. "1 AAT(OLPP—-———————————————— U. h? A. ARLAY
A . QAQTF ?H8C ADPC-———————————— U. h? 0. ARLAY
he AGh————— e U. h? A. ARLAY
. ht/ O eP———— e U. h? 0. ARLAY
w. MM DT 2100 —————————————————
NOAL OP+ ACSHTF LLLTIAPT a® 9T 10C7?
01. ehtc
02. ¢as 77
03. 1¢ca/ZaPa® 1cn
97. A NPT LTIAd———————

NoAe oP+ eomd™ Fic 1nc?

V. 10C———=—————————————————— 01

A. AATNLP® ——————————————— 02-————————- nrr of hed 6 2YS
eom™*t 9"y 9°7 10C



01. n“we? Qhéd Ly oA ——————————————— v. 1o A
ALLAT

02. ng+§ ¢ PFt ——————— v. 1o A
ALLAT

30. Paoyt e PPPP e U. 1@
A ARLAT

04. n¢+§ that——-———--——————— U. 1o
A ARLAT

05. vaAs7? emf ————— v. 1o
A hRLAT

06. nl2 aat+ nag ¢$e P ONE LH-—————————— v. 1o A
ALLAT

O7. ?A718% 4% h30 L+ NAL ML F——————— v. 1o AL ARRAP

97. aA W 21408 ———————————————
510. e Tac #gac 4+ 1047

Uv. 00k —————————————— 01

A. Qhamr AP APAR F———————————— 02

h. 0m§ LCFF OAP————————————————————— 03

@ A NPT RTAS————— e 97
511. aHv Fac hc/F AMTT oheé ALC10-10C7?

U. ARCYL '10C-———————————————— o1--——-———- hrt of +¢ €rc 601 evs

AL AARZANGP—————— e ————— 02
512. a7 10C Ac/F ATPITT ohe PARLTH?

01. AndA1 1@ 0% dAAAQDE ———————————————— v. 1o Ao ARRAYP

02. qey i FaC ————————— v. 1o A
ALLAT

03. o& nar0C-——-—--————"————— v. 1o
AL ARLAT

O4. e0t+ @ont ?&07 VRS NALLAV————————— v. 1o A. ARLAP

O97. aA WUt 2146 ——————————————————

hed aght: - Noad ?oOAe 1LHh 2104 uv:JPF
601. oalw n42 +7 onr hNe PA eas TIUC A2PPF 1047

U. 10d————————————————————— 01

A AN NEP———————— - ———— 02
602. 9™ Agit FTIaC 104 LomIF?

Ol. newe7r L9 eafl —-———————————————————— v. 1o A. ARRAP

02. net+F & PFt —————m—m - v. 1o A. ARRAYP

03. ¢he? OMHF ————————— v. 1o A
ARLAT

O4. eamy+ e PpPpP ————— e v. 1o A. ARLAY

05. 24+ ¢A%F “MP-——-—-—-————————————————————— v. 1o A
ARLAT

06. ne fA FhAt———-————— - v. 1o A
ARLAT

O7. ¢07 AP v. 1o
A hRLAT

08. ¢a+i4d FIAIC-——-—-———————— v. 1o A
ARLAT

09. nme eol+ PoWOT 4A——————————————— v. 1o AL hefAP

97. aA FIAC h10Z LAY ———————— e



603. hag e mPPFo Fact Ahat e+ 1047
U. Ob——— e 01

@ NA RAAD —mm

604. aLzan®t Fac 6c8F h1@ 10C7?
U. h® —————— o ————— 01
AL AddATINPP—————————— 02
605. A &1 @ 6C8F> LALTT?
05. e®0LAT AAAMAT———————————————— U. 1@
06. ter07¢t nadTng —————————————————— v. 10
07. Ard90t ©& QAPT —-————————————————— U. 1o
08. ¢t oar 6CAF> AAITE —————————————— v. 1o

97. aA A RANG———————————

A ARLAD
A ARLAD
Ao ARRAP

A. ARLAP



