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III. Abstract

Background: Labour is a period characterized by worries, fear of the unknown, emotional
disturbances, excruciating pain and increased potential maternal/newborn morbidity and
mortality. As part of effort to improve quality of care provided in health facilities during child
birth, companionship in labour was recommended by WHO. The women’s knowledge about the
right to have a companion in labour, desire and preferred choice as companion needs attention.

Objective: To assess the knowledge, desire and preferred choice of antenatal clients about
companionship in labour and delivery with associated factors in Addis Ababa health facilities.

Methodology: A quantitative facility-based cross-sectional study was carried out in selected
public healthcare facilities in Addis Ababa from February 1st to April 30th, 2018. Using multi-
stage sampling technique, 477 pregnant women participated in the study. A pretested interviewer
administered, structured questionnaire was used to obtain information. Data was entered in Epi-
data version 3.1 and was exported to SPSS version 21 for analysis. Logistic regression model
was used to assess associations between exposure and outcome variables of the study. P-value of
< 0.05 and 95% CI were taken as statistical significance level.

Result: The knowledge about the right to have companion of choice in labour and childbirth
(CCLC) in facilities was found in only 65 (13.6%) of pregnant women in Addis Ababa. Four
hundred and ten (86%) of them were desirous of CCLC in facilities and their predominant
preferred choice was husband 245 (59.8%), followed by mother 70 (17.1%), sister 62 (15.1%)
and friend 24 (5.9%). Past history of support in last delivery was associated with knowledge
about CCLC (AOR=3.392; 95% CI 1.200-9.588). Level of education (AOR=0.515; 95% CI
0.277-0.960) and ethnicity (AOR=2.451; 95% CI 1.126-5.335) were associated with desire for
CCLC. Level of education was associated with preference for both husband (AOR=0.141; 95%
CI 0.021-0.956) and friend (AOR=2.840; 95% CI 1.099-7.341) as companion, while marital
status was statistically associated with the preference for mother as companion (AOR=0.249;
95% C10.078-0.794).

Conclusion and recommendation: There is a very low knowledge among ANC clients in Addis
Ababa public facilities about the right to have companion of choice in labour and childbirth
(CCLC) while in facilities. Almost all the women desire to have CCLC with the husbands being
their most preferred choice as companion. There is a need to improve women’s awareness about
their right to have CCLC through mass media and other avenues such as integration into ANC
activities. Also, a clearly stated policy about CCLC should be enacted. Other studies to identify
possible hindrances to practice, the view of health facilities and providers about CCLC and the
view of husband and other potential companions about CCLC should be conducted.

Vil



1. Introduction

1.1 BACKGROUND

Labour is a period characterized by worries, fear of the unknown, emotional disturbances,
excruciating pain and increased potential maternal/newborn morbidity and mortality. As part of
effort to improve quality of care provided in health facilities during child birth, different
interventions are being employed. One of such intervention is the practice of companionship in

labour (1).

It is an established fact that allowing the presence of a woman’s companion of choice during
labour and childbirth promotes the respect for the woman’s autonomy, which is a very important
factor to be considered while improving quality of service delivery (2). Evidence has shown that

companionship in labour improves childbirth outcome and labour process (3).

These benefits include shorter duration of labour, increased rate of spontaneous vaginal
deliveries (SVDs), decrease need for analgesia and Caesarean Section, increased satisfaction
with childbirth, less fear and distress, and reduced risk of low Apgar scores at Smins amidst other

benefits (3).

The support rendered to women in labour can be in the form of advice about how to endure or
cope with the stress of labour, comforting the women by touching, massaging, encouraging
mobility and warm baths, encouraging adequate fluid intake. Furthermore, continuous presence
of a loved one while in labour provides a strong emotional impact of the women. This can be
enacted through positive reassuring statements and praising the women while in labour (3). The
unpalatable experience encountered during labour and child birth can be neutralized by the

positive effect posed by companionship and support while in labour.

Based on scientific evidence, the World Health Organization (WHO) recommends that the
parturient should be accompanied by people she trusts and with whom she feels at ease, possibly
her partner, a friend, a doula, a nurse or midwife (1). In many low and middle-income countries,
it is common for women to give birth with no support and under a medicalized and de-

humanized model of care. A highly medicalized model of care is described in the literature as



one that promotes the use of unnecessary interventions, and is unable to meet the woman’s

emotional needs, and contributes to increasing the cost of health-care services (4).

The knowledge of the women about the benefit and right to have support in health facilities
during labour, their desire for a support, and the preferred choice of support are key issues to be
addressed in the Ethiopian context. This is important because the value placed on having a
companion of choice in labour by the women may influence their choice of delivery place.
Moreover, significant numbers of healthcare facilities in many low and middle income countries
(Ethiopia inclusive) are yet to fully implement this intervention. Could the reason be due to the
fact that the women in Ethiopia are indifferent and are not requesting for the presence of a
companion of choice while in healthcare facilities, or are their request for a companion being

turned down by the health providers? We need answers to these questions.

According to the EDHS 2016, 62% of Ethiopian women receives antenatal care but only 26%
have institutional delivery (5). Supporting delivery process at home is considered to be the
responsibility of neighbors, friends, and family members. At home, women in labor are
supported, encouraged, prayed for and cheered up by neighbors and relatives (6). Could lack of
support from loved one during healthcare facility delivery be one of the contributory factors to
this trend? There is a need to know the desire of these women regarding companionship in labour
while in health facility so as to advocate for programs and policies that will help in meeting their
needs for companionship. This may help in improving the number of institutional deliveries,

thereby reducing maternal/neonatal morbidity and mortality in the country.
1.2 STATEMENT OF PROBLEM

Despite clear evidence of benefits and the growing emphasis on Respectful Maternity Care
(RMC), many health-care facilities in developing countries still do not promote one of the core

components of this subject, which is the practice of companionship in labour (6-8).

The willingness and desire of women to have a companion in labour and the challenges
associated with the visibility of acceptance of such desired choice of companion in the resource-
limited health care facilities is still a major problem in many developing countries amidst the
other numerous problems facing the full implementation of this highly effective intervention (6,

7).



Ethiopia is a country that is so rich in cultural heritages, diversity and believes. There was no
study that explored the knowledge of the women about this practice. Also, the magnitude of
unmet need for companionship while in labour in health facility setting is yet to be determined.
Moreover, the woman’s preferred choice as a companion in labour may pose a major challenge
for implementation of this practice in view of the current settings of the healthcare delivery
system in the country. It is highly imperative to objectively identify this salient challenges and

proffer a solution to them.
1.3 SIGNIFICANCE AND RATIONALE OF THE STUDY

Reduction of maternal and newborn mortality is a global challenge requiring multi-facet
approach. Promoting the presence of skilled birth attendants (SBAs) at deliveries and use of
healthcare facilities with essential obstetrics care is paramount to the achievement of this goal
(9). However, there should be an improvement in the quality of care received in the health

facility so as to encourage and promote facility-based deliveries (10).

One of the well established interventions that contribute to improvement in quality of service
delivery and also leads to increased, scientifically proven benefit to mother and neonate during
labour process and may also be highly effective in encouraging facility-based delivery is
companionship in labour (11, 12). Although facility delivery is higher in Addis Ababa when
compared with other regions within the country (5), it will still be appropriate to address this
issue by starting with the urbanized community like Addis Ababa where we ideally should
expect the highest level of knowledge, awareness and better quality of health service delivery to
the clients. This will help in projecting what the situation is likely to be in the rural communities

before embarking on specific regional researches to address this subject.

Therefore, identifying knowledge gap about this subject among the antenatal clients will help in
developing and incorporating strategies that will help to enrich and boost their knowledge base
about companionship in labour. It is equally highly imperative to determine and objectively
assess the magnitude of unmet need for companionship in labour among the women. This will
act as a base-line for assessing the outcomes of other measures that will be instituted in other to
promote this practice. Furthermore, being able to clearly identify the desired companion of

choice of the majority of the antenatal clients will help in development of strategies that the



health facilities can utilize in other to meet with the aspiration of the women. This can be
achieved through dialogue with the women on the acceptable companion in the individual health
facility right from the antenatal clinic period; while putting into consideration, the physical and

infrastructural challenges facing the healthcare delivery system in the country (13, 14).

The findings from this study will act as a baseline upon which health education, health
promotion exercises, behavioural change communication (BCC), and advocacies will rest on, so

as to improve the practice of this low-cost, yet highly effective intervention in Ethiopia.



2. LITERATURE REVIEW

One of the International human rights law includes fundamental commitments of each Country
towards enabling women and adolescent girls survive pregnancy and childbirth as part of their
enjoyment of sexual and reproductive health and rights and living a life of dignity (15). The
World Health Organization (WHO) envisions a world where “every pregnant woman and
newborn receives quality care throughout the pregnancy, childbirth and the postnatal period” (2).
Companionship in labour has been found to be one of the cogent intervention that is needed in
other to achieve the delivery of quality care to pregnant women and also reduce the incidence of
maternal and perinatal morbidity and mortality. It has been recommended by the WHO as one of
the established method that helps to improve women’s satisfaction with care and labour outcome

(10, 16).

This intervention has been given different names such as companion of choice at birth,
companion of choice in labour, continuous support during childbirth, emotional support during
birth, and others. But in this study, the term “companion of choice in labour and childbirth
(CCLC)” will be used. Companionship in labour can be defined as the continuous presence of a
support person during labour and birth (3). Allowing women to determine the companion of
choice during labour and delivery is a low-cost but highly effective intervention directed towards
improving the quality of maternity care. When women evaluate their experience, four factors
predominate: the amount of support from caregivers, the quality of relationships with caregivers,
being involved with decision-making and having high expectations or having experiences that
exceed expectations. In many low-income countries, women are not permitted to have anyone
with them during labour and birth (17). Efforts to change policies in these settings have led to
questions about the effectiveness of support from spouses/partners or other support people of the

woman’s own choosing.

Furthermore, it may be difficult for nurses or midwives to provide effective labour support, in
the context of modern institutional birth environments while been saddled with multiple job
roles. For example, nurses and midwives often have simultaneous responsibility for more than
one labouring woman, they need a large proportion of time managing technology and keeping
records, ensure adherence to institutional practices and protocols, and begin or end work shifts in

the middle of women’s labour. Moreover, they may work in short-staffed environments or lack
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labour support skills. Therefore, companions chosen by a woman from her own network, such as
spouses/partners and female relatives, usually help to fill this vacuum since they are readily
available to assume the role, often without extra cost to families or health systems. It is important

to understand their effectiveness as providers of continuous labour support.
2.1 THE IMPORTANCE OF COMPANION OF CHOICE IN LABOUR

Credible evidence has emanated from series of studies on the benefits of companionship in
labour (18-21). However, the ground-breaking evidence was gotten from a Cochrane systematic
review that was conducted in 2013 involving low-, middle- and high-income countries across the
world (USA, Canada, Belgium, France, Greece, Finland, Sweden, South Africa, Botswana,
Nigeria, Australia, Brazil, Thailand, Mexico, Guatemala, Chile and Iran). This review included

22 trials involving over 15,000 women with variation in hospital setting (22).
2.1.1 Improvement in child birth outcome
2.1.1.1 Maternal outcomes

The mean length of labour was reduced for women supported in labour by approximately

35 minutes (MD —0.58 hrs, 95% CI —0.85 to —0.31). The rate of operative deliveries was reduced
in women who had support during labour. The rate of caesarean section was reduced by more
than 20% (RR 0.78, 95% CI1 0.67 to 0.91) and there was a modest reduction in the number of
women undergoing instrumental vaginal birth (RR 0.90, 95% CI 0.85 to 0.96), so that the overall
number of women with spontaneous vaginal births was increased (RR 1.08, 95% CI 1.04 to

1.12).

In addition, there was a slight reduction in other interventions in labour in the supported group.
The use of regional analgesia was reduced by approximately 7% (RR 0.93, 95% CI 0.88 to 0.99)
and the number of women requiring other analgesia was also reduced (RR 0.90, 95% CI 0.84 to
0.96). Two trials suggested that continuous support was associated with lower rates of depression
in the support group. Furthermore, women were much less likely to report negative feelings
about their childbirth experience if they received continuous support (RR 0.69, 95% CI 0.59 to
0.79) (3, 16, 18, 19, 23).



2.1.1.2 Infant outcomes

Infants whose mothers had been supported were less likely to have an Apgar score <7 at five

minutes (RR 0.69, 95% CI1 0.50 to 0.95) (3, 16).

2.1.2 KEY ELEMENT OF BIRTH PREPAREDNESS AND COMPLICATION
READINESS (BP/CR).

For a successful birth preparedness and complication readiness, a companion helps in decision
making, arrangement of prompt transportation and also assists with blood donation during
emergencies. Birth preparedness and complication readiness (BP/CR) is a comprehensive
package aimed at promoting timely access to skilled maternal and neonatal services. It promotes
active preparation and decision making for delivery by pregnant women and their families. This
stems from the fact that every pregnant woman faces risk of sudden and unpredictable life
threatening complications that could end in death or injury to herself or to her infant. Therefore,
the presence of a companion designated to be a woman’s support during labour will equally

assist with preparedness for birth (24-27).
2.1.3 KEY ELEMENT OF RESPECTFUL MATERNITY CARE (RMC)

Women’s birth environments should be empowering, non-stressful, respectful of privacy and
value women’s preferences for companionship. Disrespect and abuse of women during
institutional childbirth includes rejecting her demand for a companion during labour and
delivery. This is one of the reasons why women are reluctant to have hospital delivery in many
low and middle-income countries, Ethiopia inclusive (11, 12, 28, 29). Continuous
companionship in labour based on women’s choice is a major component of RMC that should be
embraced for better maternity service and outcome (30, 31). In comparison with having no
companion during labour, support from a chosen family member or friend appears to increase

women’s satisfaction with their childbearing experience.

2.1.4 KEY COMPONENT OF “CARING, RESPECTFUL AND COMPASSIONATE”
HEALTH CARE TRANSFORMATION AGENDA IN ETHIOPIA (CRC)

Ethiopian Government’s overall desire is to achieve the highest possible level of health/quality

of life for its citizenry by ensuring the highest possible quality of health service delivery in an
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equitable manner (32). One of the impact-level target of the Health Sector Transformation Plan
(HSTP) is the reduction of maternal mortality rate (MMR) to 199/100,000 live births in 2020.
One of the four transformation agendas that was instituted to achieve this is “the caring,
respectful and compassionate health workforce” (CRC) which aims to bring about a change in
attitude, manner and approach of healthcare delivery (32). CRC healthcare delivery must
consider patients as human beings with complex psychological, social and economic needs and
provide person-centered care with empathy. In addition, there must be respect for and facilitation
of patient’s and families’ participation in decisions and care (32). The principle of CCLC is

embedded in the practice of CRC.

2.2 ACCEPTABLE COMPANION IN LABOUR

Based on the Cochrane systematic review (3), all type of labour support are effective, however,
the benefits are optimal when the companion is not a staff of that health facility. The companion
can be anyone chosen by the woman for the support during labour and delivery. This includes
any family member of the woman such as husband/partner, female relatives like, sister, mother,
cousin, amidst others. Others are social networks such as female friend, community members
such as female community leaders, traditional birth attendants, Doula (A woman who had

training in labour support, but is not a staff of the healthcare facility) are also acceptable (3, 17).

It will be good if the facility offers a form of orientation session for the companions, so that they

can be intimated with their role while supporting the women during labour and delivery.
2.3 BARRIERS TO IMPLEMENTATION OF COMPANION OF CHOICE IN LABOUR

It is disheartening to know that despite the supporting evidence on the accrued benefit of this
intervention, the practice is still not encouraging in many developing countries. Some of the
issues that are identified as the barriers are:- the absence of national or institutional policies
allowing women to have a companion of choice during labour and childbirth (CCLC), the
physical infrastructure of health-care facilities, which limits privacy and contributes to
overcrowding in the labour ward and difficulties in maintaining hygiene standards, limited

knowledge among health-care providers about the benefits of labour companionship, negative



attitudes of health-care providers towards labour companionship, limited knowledge among
women about the benefit and their right to chose a companion of their choice during labour and
childbirth, lack of desire to have a companion in labour and also the incompatibility that may

exist between a woman’s choice of companion and the hospital policy on choice of companion.
2.3.1 Absence of National or Institutional policies on CCLC

The unavailability of policies supporting the practice of CCLC is a major drawback for its
implementation in many low and middle-income countries (1). Some of the reasons why policy
makers in low-resourced countries are reluctant to institute this policy are because of the fear of
the cost of building and the need for physical restructuring of the hospital environment in other

to meet up with the environmental demand for implementation.
2.3.2 Physical infrastructure of health-care facilities

Crowding of shared labour rooms was a major concern in resource-constrained facilities (1). In
facilities with open wards, midwives can only permit a companion (often at their own discretion)
if there is only one woman in the labour ward; her companion would be forced to leave if another
labouring woman arrives. In other to combat this challenge, Initiatives such as providing separate
rooms for delivery, or building cubicles around each bed and having a curtain to create privacy.
But, because of financial challenge or space constraints, it may not be applicable in all facilities

(1,17, 33).

2.3.3 Limited knowledge about the benefit/ negative attitudes of health-care provider
towards CCLC

Some healthcare providers working in maternity units who are expected to uphold this practice
are even the ones hindering it. It is shocking to know that resistance is present even in
environments where they should have embraced the practice due to the shortage in labour ward
staffs and suboptimal pain control (where epidural analgesia is not available)—that is, situations

where companions would be of benefit in supporting and comforting the labouring women.

In many of the studies conducted in high or low income countries, providers carried negative
attitudes towards the implementation of companion of choice at birth (1, 34). They reported

concerns about cross infection and overcrowding in labour wards. Furthermore, they are afraid of
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the possibility of the woman’s companion interfering with clinical decisions, and also mounting
pressure on the healthcare providers. Also, perceived threat of litigations that might be initiated
by the companion as regarding the quality of service delivery in the course of labour and
childbirth can also be responsible for the reluctant attitude of the providers towards the practice
of CCLC (33). Influencing the attitudes of health care providers is necessary for the successful
implementation of the intervention. In other to achieve this, there is a need to carry out

sensitization activities including the provision of evidence-based information to the providers.
2.3.4 Ignorant of their right to choose a CCLC.

It has also been discovered that some of the women are not aware of their right to have a partner
during labour and childbirth in healthcare facility. They assume this practice of having their
relatives giving them physical, emotional, psychosocial and even spiritual support is limited to
home delivery and when been attended to by traditional birth attendants (TBAs). Some of the
women have a wrong assumption that while in healthcare facility, there is no place for social
interaction and cultural practices that promotes humanized birth experience but rather, pure
medicalization is the order of the day (35, 36). According to a study conducted by Asefa et al in
Ethiopia in 2015, only 16.2% of the respondents who has been identified to have faced disrespect
and abuse during labour and childbirth are aware that they were disrespected and their rights
violated (31). There is a need to intimate women about their right to have a choice of companion
during labour and childbirth and that this is an integral part of respectful maternity care meant for

them.
2.3.5 Lack of desire to have a companion in labour and childbirth

The choice of having a companion in labour is the sole right of the woman. This intervention will
not hold if the woman refuses to have any companion in labour aside the service provider. Such
an action is equally a major barrier that needs to be overcome in other to promote the practice of
companionship in labour. A study conducted in Nigeria by Morhasen-Bello et al. found that
about 25% of women refused having a companion in labour (37). According to this study, for
every three women that accept the practice of companionship in labour, one will reject the
practice. Another study conducted by Oboro et al. reinforces this finding. It was discovered that

35% of the respondents from that study do not want a companion in labour (38).
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Furthermore, a study conducted in Ghana by Alexander et al. (39), reported a higher number of
women who rejected having a companion in labour to be 42%. In addition, 54.7% of the women
declined having a companion according to the report of a study conducted in Saudi Arabia by Al-
Mandeel et al (40). This value is quite worrisome because it is a major threat to the practice of
this intervention. This rejection might be due to lack of knowledge about the beneficial effect of
this intervention. Other reasons could be cultural believes, feeling of embarrassment, desire for
strict privacy, fear of the companion suffering psychological damage while attending a
childbirth, fear of an evil-spirited companion and being too shy of a companion (39, 40), amidst
other reasons. There is currently no study in Ethiopia that assessed the desire of the antenatal
women for a companion during labour and childbirth in health facilities. There is a cogent need

for this information as a form of situational analysis for baseline information for action.
2.3.6 The challenges accrued to the woman’s choice of companion

Another important barrier to the implementation of CCLC are the challenges facing the choice of
companion made by the women. The privacy of other women is equally paramount and cannot
be jeopardized while practicing CCLC. This issue is very important especially in developing
countries where there is still a major challenge with infrastructural facilities which do not make
room for individual privacy during labour or delivery. Significant number of the facilities still
practice “open ward system”. In this type of hospital setting, there may be a clash between the
policy of the healthcare providers and the woman’s choice of companion, especially for women
who desires to have their spouse/partner as companion. Of a truth, women should be able to
choose the companion of their choice. Denial of such women their right to have their husbands

as support in labour and childbirth may be interpreted as infringement on their right to a

companion of choice and thus taken as poor quality of service delivery.

A pre-knowledge of the women’s selected choice of companion in labour while still attending
antenatal clinic may help the health provider and the women to reach a consensus that will
favour both party before the onset of labour. This may be achieved by either the woman changes
her choice of companion to a female relative or the facility will be willing to create an enabling

environment for privacy, such as the use of curtain for each delivery cubicle, etc.
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There has been conflicting report about the preferred choice as companion in labour and delivery
among women. While some strongly desire to have their husband as their companion, some

preferred their female relatives or friend at the expense of their husband (37, 38).

According to Oboro et al (38), some of the reasons being put forward by the women who do not
want their husband as their support in labour includes:- personal embarrassment (39.4%), fear of
loss of sexual attractiveness (26.8%), concern for their husband/partner (23.9%), and lack of

privacy (21.1%).

In Ethiopia, there is currently no objective documentation about the women’s preferred choice of
companion in labour. Based on speculation, some people may predict that majority will prefer
their mother, while others may say husband is the preferred choice. There is a need for a study
that will shed light on all these grey areas. This is very important as a guide for programme
development. It is also of importance while delivering health education session in antenatal
clinic, so as to help the women make an informed decision while choosing their choice of
companion in labour and delivery, bearing in mind the challenges they may encounter as a result

of the hospital setup constraints.
2.4 Conceptual framework

The client (individual) factor which is the main focus of this research is very important for
implementation. The knowledge of the women about the practice coupled with their awareness
of their right to have a companion of their choice during labour and delivery in health facilities
will act as driving force for the practice of this intervention. The desire to have a companion and

the preferred companion equally plays a pivotal role.

The client perspective toward CCLC may be influenced by sociodemographic characteristics
such as age, marital status, education, occupation, religious and ethnicity. Education has a direct
effect on health status, exposure to health risks, access to health services and health seeking
behavior of people (32). Furthermore, obstetric variables such as parity, place of antenatal care in
last pregnancy, place of last delivery, had support during last delivery, outcome of last delivery
and anticipated place of delivery, may also influence the client’s knowledge, desire and preferred

choice of a companion during labour and childbirth (Figure 1).
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Socio-demographic factors Obstetric factors

- Age - parity
- Place of ANC in last pregnancy
- Place of last childbirth
- Past history of support in labour
- Outcome of past childbirth

- Anticipated place of delivery

- Marital status
- Education
- Occupation
- Religion
- Ethnicity

Knowledge about the right to have
CCLC

Desire for a companion

Preferred choice as companion

The clients perspective
towards the practice of CCLC

Figure 1: Conceptual framework

Conceptualized and designed based on literature review findings using Smart Art Graphics.
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3. OBJECTIVES

3.1 General objective

To assess the knowledge, desire and preferred choice of antenatal clients about companionship in

labour and delivery with associated factors in Addis Ababa healthcare facilities.

3.2 Specific objectives:-

To assess the pregnant women’s knowledge about the right to companionship in

labour and delivery in healthcare facility setting with associated factors.

To determine the pregnant women’s desire to have a companion of choice in

labour and delivery with associated factors.

To determine the pregnant women’s preferred choice as companion in labour and

delivery with associated factors.
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4. METHODOLOGY

4.1 STUDY DESIGN

A multi-centered, facility-based cross-sectional study design was used. Quantitative approach

was employed for the study.
4.2 STUDY AREA

This study was conducted in Addis Ababa; the capital and the largest city of Ethiopia. Addis
Ababa is also the seat of African Union. It has ten sub-cities and 116 Woreda administrations.
The estimated population of the city was 3,195,000 (Females- 1,680,000 and Males- 1,515,000)
(41).

There are eleven public hospitals of which six are owned by the Addis Ababa Health Bureau
(AAHB), four by the Federal Ministry of Health (FMOH) and one (Tikur Anbesa hospital)
which is under the Ministry of Education. There are also 35 privately owned hospital and 3 Non-
Governmental Organization (NGO) hospitals. Furthermore, there are 98 functional health centers

distributed among the 10 sub-cities (41).
4.3 STUDY POPULATION
4.3.1 Source population

All pregnant women attending the public health facilities in Addis Ababa for antenatal care were

used as the source population.
4.3.2 Study population

The study populations are the antenatal clients who meet the eligibility criteria in the selected

public health care facilities in Addis Ababa.
4.3.3 Inclusion criteria

All pregnant women attending the antenatal clinic of the selected public health facilities that

consented to the study and are anticipating vaginal delivery.
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4.3.4 Exclusion criteria

Any pregnant woman with known absolute or relative contra-indication to vaginal delivery, e.g,

previous uterine scar, abnormal lie, placenta previa, etc.
4.4 Study period

This study was conducted from February to April, 2018.

4.5 Sample size determination

The study sample size (n) was calculated using formula for a single population proportion (p).

n=[Z.,’p (-

Using a statistical software, open-epi menu (42), while setting the level of significance at 95%
and a margin of error (d) of 5%, and population proportion (P) gotten from previous studies for
each objective, the sample size was calculated. Considering the variability created by multistage
sampling, design effect of 1.5 was used to multiply the calculated sample size and 10% for non-
response rate was added to the value. The largest (477) was used as the sample size for this study

as shown in the table 1 below.
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Table 1: Sample size calculated for each objective of the study.

Objectives Study | Population | Margin | Z,; Sample Design Total +
proportion | of error size (n) effect 10%
P (d) (1.5) X n | attrition
rate
Knowledge Malawi | 83.6% 5% 1.96 | 211 316 348
about CCLC study
(43)
Desire to have | Nigeria | 75% 5% 1.96 | 289 433 477
a companion | study
in labour (37)
Preference for | Nigeria | 86% 5% 1.96 185 278 306
husband  as | study
companion in | (37)
labour

4.6 Sampling procedure

The participants for this study were selected using multi-stage sampling technique. There are
different public health facilities (Health centers and Hospitals) distributed within the ten sub-
cities in Addis Ababa. Out of the 10 sub-cities, four were selected randomly using lottery
method. The public health facilities (Health centers and Government Hospitals) in the selected
sub-cities were listed. The numbers of health centers and hospital to be selected in each sub-city
were determined by simple random sampling. The number of study participants to be gotten
from each of the selected facility was calculated using population proportion to size of antenatal
clinic attendance of the facilities in relation to the total required sample size for the study (Fig 2).
All consenting antenatal clients who met the inclusion criteria in each of the selected facilities
were recruited until the required proportion was met. To avoid duplication of data collection
from a single client, the chart number of recruited clients was recorded and cross-checked.
Furthermore, effort was made to confirm possible previous recruitment in the study before

including the patient.
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10 sub-cities in Addis Ababa City Administration, Ethiopia

4 sub-cities selected by simple
random sampling using lottery

A l
Addis Ketema Kirkos Arada Akaki

|
Simple Random Sampling Technique

3 HC 2HCand1GH 2 HC and 1 GH

2HCand 1 GH

\ Proportion by number of antenatal clinic clients /

Woreda 4 (AddIS Gandhi MCH = 47 Yekatif 12 GH = 44 Tironesh Bejine
ketema) HC = 41 GH =45
Woreda 6 (Meles) Kasanchis HC = 40 Janmeda HC = 39 Kality HC = 35
HC =38
Woreda 9 Meshualekiya HC = 32 Kebena HC = 37 Saris HC =39
(Kuasmeda) HC =40

\ 4 v

477 antenatal clients

Figure 2: Schematic presentation of sampling procedure
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4.7 Data collection procedure

A pretested, adapted and structured questionnaire was used to collect information from the
pregnant women in the antenatal clinic of each selected health facilities. The questionnaire was
administered by trained interviewers after obtaining an informed consent from each pregnant
woman. The questionnaire contained information about demographic data, socio-economic
status, obstetric history (both past and present), knowledge about companion in labour and
childbirth, desire for a companion and choice of preferred companion in labour and childbirth.
The questionnaire was developed in English language, and was translated into Amharic language
by a professional translator. The Amharic version of the questionnaire was translated back into

English language so as to affirm correct and precise interpretation of the questionnaire.

Four data collectors with diploma degree and two supervisors with B.Sc degree were employed
for this research. They were fluent in the local language and equally understand English
language. Formal training was given to them so as to help them understand the purpose of this
research, effective skills and techniques for interview, ethical issues while carrying out the

interview, focusing on safety of participant, confidentiality and privacy.
4.8 Data quality control

To ensure data quality, each completed questionnaire was scrutinized by the study supervisor and
the principal investigator on a daily basis to ascertain consistency and completeness of the
information. In addition, the principal investigator also made it a point of duty to visit the

research site to supervise and oversee the process of interview and data collection.

4.9 Variables

4.9.1 Dependent variable

Knowledge about the right to have CCLC in health facility
The desire to have CCLC in health facility

The preferred choice as companion in labour.
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4.9.2 Exposure variables

Socio-demographic variables: Age, marital status, education, occupation, religion and

ethnicity.

Obstetric variables: parity, place of ANC in last pregnancy, place of last childbirth, past history

of support in labour, outcome of past childbirth and anticipated place of delivery.

4.10 Standard and operational definitions

Companion of choice in labour and childbirth- is the process of allowing a woman to be

supported by whoever she desires while in labour ward during the process of labour and delivery.

Labour- the onset of painful uterine contraction with cervical dilation, with the aim of achieving

vaginal delivery.
Vaginal delivery - the act of expelling the baby and placenta through the vaginal route.
Doula - A woman who had training in labour support, but is not a staff of the healthcare facility.

Knowledge about CCLC- In this study, it focuses on awareness of the practice as every

woman’s right, source of information, their view about the practice and its benefits.

The desire to have a companion - The woman who wanted a support of her choice during
labour and childbirth.

The preferred choice of companion - Refers to the person the woman chooses as her preferred

support in labour and childbirth.
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4.11 Data processing and analysis

The filled in questionnaires was coded and entered into Epi-data version 3.1 and analyzed using
SPSS version 21. Frequencies, percentages, graphs and tables were generated to present the data.
Binary logistic regression analysis model was used to determine the effect of factor(s) on each of
the outcome variables. To control for possible confounding factors, variables with p-value < 0.05
and 95% CI on bivariate analysis were subjected to multivariable analysis. Variables with p-

value < 0.05 were considered as being statistically significant.

4.12 Ethical consideration

Ethical clearance was obtained from the Research and Ethics Committee of School of Public
Health, Addis Ababa University and the Addis Ababa City Administration Health Bureau public
health research and emergency management core process. Permission was obtained from the
managers of the various public health facilities that were used for this study. All measure to
maintain human rights including informed consent; the right to participate in the study, right to
privacy and confidentiality and right to prevention from any form of harm were taken into
consideration. All Participants were informed about the objectives of the study and that their
participation is on voluntary basis. It was also clearly stated to the participants that the

information they will provide will be for research purposes and strictly confidential.

4.13 Dissemination of research finding

The final result of the study will be presented and submitted to the Addis Ababa University
School of Public health. Furthermore, the findings will be disseminated to the Federal Ministry
of Health, Addis Ababa City Administration Health Bureau and the managers of the various
involved public health facilities in soft and hard copies. Finally, the manuscripts will be

considered for publication in peer reviewed scientific journal.
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5. Result

5.1 Socio-demographic characteristics of the respondents

Four hundred and seventy seven (477) antenatal clinic clients participated in the study, with a
100% response rate. Three hundred and forty one (71.5%) were from health centers while 136
(28.5%) were from public hospitals (Figure 3).

B Health centers

m Public hospitals

Figure 3: - Distribution of respondents based on health facility. Addis Ababa, Ethiopia,
June 2018.

Majority 216 (45.3%) of the respondent are between the age group of 26-31 years, followed
closely by 184 (38.6%), representing those in the age group of 20-25 years. Four hundred and
thirty six (91.4%) of the women are married while only 8 (1.7%) are divorced and separated.
Majority 376 (78.8%) are Christians while 101 (21.2%) are Muslims. The predominant ethnic
group 179 (37.5) among the participant are the Amhara. Majority 158 (33.1%) of the women had
secondary education. Only 36 (7.5%) of the respondent do not have any form of formal
education. Most of the women 238 (49.9%) are unemployed. One hundred and thirteen (23.7%)
were self employed, 63 (13.2%) works with NGO while 62 (13%) are government- employed.
(Table 2)

22



Table 2. Socio-demographic characteristics of the antenatal clients in health
facilities. Addis Ababa, Ethiopia, June 2018.

Variables Frequency Percent
Age of respondents

16-19 26 5.5
20-25 184 38.6
26-31 216 453
32-39 51 10.7
Marital status

Married 436 91.4
Living together 23 4.8
Divorced/separated 8 1.7
Never married/never lived together 10 2.1
Religion

Christianity 376 78.8
Muslim 101 21.2
Ethnicity

Ambhara 179 37.5
Oromo 118 24.7
Tigrayan 37 7.8
Others (Welayta, Sidama, Gurage) 143 30.0
Level of education

None 36 7.5
Primary 156 32.7
Secondary 158 33.1
Technical/vocational 69 14.5
Higher 58 12.2
Occupation

Unemployed 238 49.9
Government employed 62 13.0
Self-employed 113 23.7
NGO 64 13.4

23



5.2 Past and current obstetrics history of respondents.

Majority 270 (56.6%) of the women are primigravida (first pregnancy) while 207 (43.4%) are
multigravida. Among the 207 women who has delivered before, 191 (92.3%) received antenatal
care in their last delivery and they all had facility delivery with exception of only 17 (8.2%)
respondents who had home delivery. The predominant reason for home delivery was short labour
duration. Only 34 (16.4%) women among the multigravid respondents had a companion with
them during their last delivery. The majority 19 (55.9) had their mother as companion. One
hundred and forty four (83.2%) of those women with no history of companion in the past

attributed it to refusal of health provider.

Majority 229 (48.0%) of the respondents booked the current pregnancy within the first trimester
while 61 (12.8%) booked in the 6™ month and beyond. Three hundred and sixty two (75.9%) of

the respondent intends to deliver in their current antenatal care facility. (Table 3)

Table 3. Past and current Obstetrics history of the antenatal clients in health facilities.
Addis Ababa, Ethiopia, June 2018.

Variables Frequency Percent
Parity

Primigravida 270 56.6
Multigravida 207 43.4

Attended ANC during last pregnancy

Yes 191 923
No 16 7.7
Place of ANC in the last pregnancy

Private hospital 16 8.4
Health center 135 70.7
Public hospital 40 20.9
Total 191 100.0
Place of last (previous) delivery

At home 17 8.2
Health center 95 45.9
Public hospital 82 39.6
Private hospital 13 6.3
Total 207 100.0
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Reason for previous home delivery*

Preferred TBA 1 5.9
It’s a usual practice (cultural) 3 17.6
Pregnancy was said to be normal 1 5.9
Fear of abuse and disrespect by Health provider 1 5.9
Fear of loneliness 1 5.9
Due to short labour duration 9 52.9
Poor transport 5 29.4
Had support in labour during last delivery

Yes 34 16.4
No 173 83.6
Total 207 100
Type of companionship during last delivery

Husband 11 324
Sister 4 11.8
Mother 19 55.9
Total 34 100
Reason for no companion during last delivery

Not necessary 5 2.9
Unaware of the practice in health facility 16 9.2
Health providers did not allow support 144 83.2
I don’t have a support 6 3.5
Others 2 1.2
Total 173 100
Outcome of last delivery

Baby alive and well 186 89.9
Baby was sickly 12 5.8
Baby died 9 4.3
Total 207 100
Gestational age of current pregnancy at booking

1-3 months 229 48.0
4-5 months 176 36.9
6 months and above 61 12.8
I don’t know 11 2.3
Total 477 100
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Anticipated place of delivery

Current ANC facility 362 75.9
Public hospital 54 11.3
Health center 47 9.9
Private hospital 14 2.9
Total 477 100

* indicates variable with multiple response (can’t add up to 100%)

5.3 Knowledge of respondents about the practice of CCLC in health facility and its

benefits.

Among the 477 respondents, only 65 (13.6%) knows that it is their right to have a companion of
their choice during labour and childbirth while in a health facility. However, 406 (85.1%) of the
respondents believed that it is a very good practice while the rest either do not believe it is good

or are indifferent about it. (Table 4)

Table 4. Knowledge about CCLC among antenatal clients in health facilities. Addis
Ababa, Ethiopia, June 2018.

Variables Frequency Percent

Knowledge about the right to have CCLC in health

facility

Yes 91 19.1
No 386 80.9
Total 477 100
Level of certainty

Very sure 65 71.4
Not very sure 26 28.6
Total 91 100
Sources of the knowledge about CCLC

Heard from people 56 61.5
I experienced it before 14 15.4
Health provider 7 7.7
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Read about it 3 3.3

Media 11 12.1
Total 91 100
Opinion about having CCLC

A very good practice 406 85.1
Not a good practice 39 8.2
I don’t know 32 6.7
Total 477 100

Considering the knowledge of the women about the benefits of CCLC, majority believed that it
reduces worry and fear in women (317), combats the feeling of loneliness (308), makes the
women happy (303) and also reduces the chance of being abused and disrespected by health care
providers (255). (Figure 4)
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Figure 4. Knowledge about the benefit of CCLC among antenatal clients in Addis
Ababa health facilities, June 2018.
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5.4 Desire of the respondents to have CCLC and their preferred choice as a companion.

Four hundred and ten (86.0%) women desire to have a companion of their choice during labour
and delivery. Only 16 (3.4%) of the respondent has ever heard their antenatal health care facility
making mention of this practice. Three hundred and ninety (81.8%) women believed that

allowing the practice of CCLC will further promote the rate of facility delivery.

Two hundred and forty five (59.8%) respondent preferred their husband to be their companion
while in labour and during delivery. Others included mother 70 (17.1%), sister 62 (15.1%) and
friend 24 (5.9%). The greatest expectation of respondent from their companion is to support and
encourage them 341 (83.2%), run necessary errand 244 (59.5%), render prayer 207 (50.5%) and
rub their back 154 (37.6%). (Table 5)

Table 5. Desire of antenatal client to have CCLC and their preferred choice as companion
in Addis Ababa health facilities, June 2018.

Variables Frequency Percent
Desire to have CCLC

Yes 410 86.0
No 67 14.0
Facility notifying women about CCLC

Yes 16 34
No 461 96.6
Women’s awareness if there ANC facility supports CCLC

Yes 49 10.3
No 65 13.6
[ don’t know 363 76.1
Allowing the practice of CCLC will increase facility delivery

Yes 390 81.8
No 87 18.2
Preferred choice of companion in labour and delivery

Husband 245 59.8
Sister 62 15.1
Mother 70 17.1
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Friend 24 59

Others 9 2.2
Total 410 100
Women’s expectation from there companion during labour*

Encouragement 341 83.2
Rub their back 154 37.6
Pray for them 207 50.5
Run errand 244 59.5
Others 5 1.2

* indicates variable with multiple response (can’t add up to 100%)

5.5 The relationship between socio-demographic characteristic and obstetrics history of
respondents with their knowledge about the right to have CCLC while in health facilities in
Addis Ababa.

In order to determine association between the respondent’s knowledge about the right to have
CCLC in health facilities and their characteristics, the following exposure variables were
checked against the outcome variable:- Age, marital status, education, occupation, religion,
ethnicity, parity, place of ANC in last pregnancy, place of last delivery, had support during last

delivery, outcome of last delivery and anticipated place of delivery.

Following bivariate analysis, level of education, place of ANC in last pregnancy and history of
companionship in labour during last delivery were significantly associated with the knowledge of
the respondents about the right to have CCLC in health facility. Antenatal clients who had
secondary education (COR=0.432; 95% CI 0.190-0.980) has lesser knowledge about the right to
have CCLC in health facility compared to those with tertiary education. In addition women who
had ANC in health center during their previous pregnancy (COR=0.275; 95% CI 0.084-0.900)
are less knowledgeable about the right to CCLC in facilities when compared with those who had
ANC in private hospitals. Also, women who had support from a companion during their last
delivery are about 3 times more knowledgeable about the right to have CCLC (COR=3.016; 95%
CI 1.267-7.180) than those who have never had any companion during childbirth before.

In order to control for confounding variables, multivariable analysis was carried out on exposure

variables that were significantly associated with the outcome variable on bivariate analysis. Only
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“past history of companionship during last delivery” was significantly associated with the

knowledge of the women about their right to have CCLC. The antenatal clients who had support

from a companion during their last delivery are about 3 times more knowledgeable about the

right to have CCLC (AOR=3.392; 95% CI 1.200-9.588) than those who have never had any

companion before. (Table 6)

Table 6. Factors associated with the knowledge of antenatal clients about the right to have
CCLC in health facilities. Addis Ababa, Ethiopia, June 2018.

VARIABLES KNOWLEDGE COR(95%CI) AOR®95%CI)
Yes No

Age

<26 26 184 1

26-31 29 187 1.097(0.622-1.935) 0.748

32-39 10 41 1.726(0.772-3.857) 0.183

Level of education

No education/Primary 26 166 0.600(0.281-1.281) 1.582(0.351-7.137)

Secondary 16 142 0.432(0.190-0.980)* 1.227(0.253-5.945)

Technical/vocational 11 58 0.727(0.294-1.797) 3.197(0.660-15.480)

Tertiary 12 46 1 1

Occupation

Unemployed 34 204 0.900(0.418-1.936)

Government employed 6 56 0.579(0.197-1.702)

Self employed 15 98 0.827(0.348-1.966)

NGO 10 54 1

Religion

Christianity 48 328 0.723(0.396-1.321)

Muslim 17 84 1

Ethnicity

Ambhara 21 158 0.693(0.367-1.312)

Oromo 16 102 0.818(0.410-1.632)

Tigray 5 32 0.815(0.287-2.313)

South 23 120 1

Parity

Primigravida 34 236 0.818(0.484-1.382)

Multigravida 31 176 1

Place of ANC in last

pregnancy

Private hospital 5 11 1 1

Health center 15 120 0.275(0.084-0.900)* 0.330(0.088-1.237)

Public hospital 8 32 0.550(0.148-2.040) 0.669(0.162-2.752)
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Had companionship
during last delivery

Yes 10 24 3.016(1.267-7.180)* 3.392(1.200-9.588)*
No 21 152 1 1
Anticipated place of

delivery

Current ANC facility 50 312 1.051(0.490-2.252)

Health center 6 41 0.959(0.317-2.903)

Private/Public hospital 9 59 1

* = significant at p-value < 0.05.

5.6 The relationship between socio-demographic characteristic and obstetrics history of
antenatal clients with their desire for CCLC while in health facility in Addis Ababa.

To determine association between the respondent’s desire for CCLC in health facilities and their
characteristics, all the earlier listed 12 exposure variables were checked against the outcome
variable. Bivariate analysis showed that, level of education, occupation and ethnicity of the
women were significantly associated with the desire for CCLC in health facility. Antenatal
clients who had only primary education (COR=0.417; 95% CI 0.230-0.756) has lower desire for
CCLC in health facility compared to those with secondary education and above. In addition,
women who are unemployed (COR=0.359; 95% CI 0.169-0.764) has lower desire for CCLC in
facilities compared with those working with Government and NGOs. It was also discovered that
Ambhara (COR=2.111; 95% CI 1.141-3.904) and Oromo (COR=2.867; 95% CI 1.337-6.148)
women are more desirous of having CCLC compared to women from Welayta, Sidama and

Gurage (others).

Following multivariable analysis, level of education and ethnicity were significantly associated
with the women’s desire for CCLC. The antenatal clients who had only primary education
(AOR=0.515; 95% CI 0.277-0.960) has lower desire for CCLC in health facility compared to
those with secondary education and above. Also, women from Oromo ethnicity are about 2.5
times more desirous of CCLC (AOR=2.451; 95% CI 1.126-5.335) compared to women from
Welayta, Sidama and Gurage (others). (Table 7)
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Table 7. Factors associated with the women’s desire to have CCLC in health facilities.
Addis Ababa, Ethiopia, June 2018.

VARIABLES DESIRE FOR COR(95%CI) AOR(95%CI)
CCLC
Yes No
Age
<26 181 29 1
26-31 186 30 0.993(0.573-1.722)
32-39 43 8 0.861(0.368-2.016)
Marital status
Married 379 57 1
Living together 18 5 0.541(0.193-1.515)
Divorce/never married 13 5 0.391(0.134-1.138)
Level of education
No formal education 29 7 0.446(0.174-1.142) 0.525(0.200-1.383)
Primary 124 32 0.417(0.230-0.756)* 0.515(0.277-0.960)*
Technical/vocational 62 7 0.954(0.387-2.350) 0.836(0.331-2.110)
Secondary and above 195 21 1 1
Occupation
Unemployed 196 42 0.359(0.169-0.764)* 0.490(0.220-1.091)
Self employed 97 16 0.466(0.197-1.102) 0.643(0.262-1.581)
Government/NGO job 117 9 1 1
Religion
Christianity 326 50 1.320(0.724-2.405)
Muslim 84 17 1
Ethnicity
Ambhara 159 20 2.111(1.141-3.904)* 1.707(0.902-3.231)
Oromo 108 10 2.867(1.337-6.148)* 2.451(1.126-5.335)*
Tigray 30 7 1.138(0.455-2.843) 0.945(0.369-2.417)
Others 113 30 1 1
Parity
Primigravida 237 33 1.411(0.841-2.368)
Multigravida 173 34 1
Anticipated place of
delivery
Current ANC facility 317 45 1.215(0.579-2.546)
Health center 35 12 0.503(0.197-1.285)
Private/Public hospital 58 10 1

* = significant at p-value < 0.05.
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5.7 The relationship between socio-demographic characteristic and obstetrics history of
antenatal clients with their preferred choice of person as CCLC while in health facility in
Addis Ababa.

To determine association between the respondent’s preferred choice of person for CCLC in
health facilities and their characteristics, all the earlier listed 12 exposure variables were checked

against the outcome variables which are husband, mother, sister and friend.

Considering the husband as a preferred choice, bivariate analysis showed that, age, marital
status, level of education, occupation, religion and place of last (previous) delivery were
significantly associated. The preference for husband as a companion for CCLC was higher
among women in the age range of 20-25 (COR=2.598; 95% CI 1.030-6.549) and 26-31 years
(COR=3.258; 95% CI 1.299-8.170) compared to those aged < 20 years. Also, the selection of
husband as a preferred companion for CCLC was higher among married women (COR=4.034;
95% CI1 1.808-9.004) compared to the unmarried. In addition, having husband as a preferred
choice is lesser among antenatal clients who had no formal education (COR=0.086; 95% CI
0.030-0.249), primary education (COR=0.185; 95% CI 0.084-0.411) and secondary education
(COR=0.292; 95% CI 0.133-0.644) compared to those with tertiary education. Moreover, the
choice of having husband as companion is lower among the women who are self employed
(COR=0.448; 95% CI 0.230-0.870) than those working with NGOs. It was also discovered that
the preference for husband is higher among Christian (COR=1.981; 95% CI 1.220-3.215)
compared to Muslim women. Furthermore, women who had their last delivery in private or
public hospital (COR=2.016; 95% CI 1.077-3.772) has a higher preference for their husband as a
CCLC in health facilities compared to those who delivered at home or health center during their

previous pregnancies.

However, following multivariable analysis, only level of education was significantly associated.
The preference for husband as a choice for CCLC was found to be lower among antenatal clients
who had no formal education (AOR=0.141; 95% CI 0.021-0.956) compared to those who had
tertiary education. Table 8

Considering the mother as a preferred choice, bivariate analysis showed that only age and marital
status are significantly associated. The preference for mother as a companion for CCLC is lower

among women in the age range of 20-25 (COR=0.281; 95% CI 0.106-0.748) and 26-31 years
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(COR=0.364; 95% CI1 0.141-0.939) compared to those aged < 20 years. Also, the selection of
mother as a preferred companion for CCLC is lower among married women (COR=0.215; 95%

C10.070-0.663) compared to those who are divorced or has never married before.

However, following multivariable analysis, only marital status remained significantly associated
with the choice of mother as CCLC. The selection of mother as a preferred companion for CCLC
is lower among married women (AOR=0.249; 95% CI 0.078-0.794) compared to those who are

divorced or has never married before. Table 8

When the sister was considered as a preferred choice, bivariate analysis showed that only level of
education and past history of companionship during last delivery were significantly associated.
The preference for sister as a companion for CCLC is higher among women who had no formal
education (COR=4.361; 95% CI 1.792-10.615) compared to those with secondary education and
above. Also, the selection of sister as a preferred companion for CCLC is higher among women
who had a companionship during their last delivery (COR=2.757; 95% CI 1.000-7.599)

compared to those who never had any companion while in labour before.
However, following multivariable analysis, the association for both variables faded out. Table 8

Finally, considering friend as a preferred choice, bivariate analysis showed that only level of
education was significantly associated. The selection of friend as a preferred companion for
CCLC is higher among women with pre-secondary education or had technical/vocational skills

(COR=2.878; 95% CI 1.118-7.407) compared to those with secondary education or higher.

However, following multivariable analysis involving age, level of education and occupation,
only level of education was significantly associated with the friend being chosen as a CCLC. The
preference for friend as a companion during labour is higher among women with pre-secondary
education or had technical/vocational skills (AOR=2.840; 95% CI 1.099-7.341) compared to

those with secondary education or higher. Table 8
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Table 8. Factors associated with the women’s preferred choice as companion during labour
and delivery in health facilities. Addis Ababa, Ethiopia, June 2018.

VARIABLES PREFERRED COR (95%CI) AOR (95%CI)
CHOICE
Yes No
HUSBAND
Age
16-19 8 14 1
20-25 95 64 2.598(1.030-6.549)* 1
26-31 121 65 3.258(1.299-8.170)* 1.310(0.549-3.127)
32-39 21 22 1.670(0.582-4.795) 0.837(0.278-2.520)
Marital status
Married 236 143 4.034(1.808-9.004)* 0.804(0.161-4.011)
Not married 9 22 1 1
Level of education
No formal education 9 20 0.086(0.030-0.249)** 0.141(0.021-0.956)*
Primary 61 63 0.185(0.084-0.411)** 0.422(0.088-2.015)
Secondary 84 55 0.292(0.133-0.644)* 0.686(0.145-3.238)
Technical/vocational 44 18 0.468(0.190-1.151) 0.765(0.140-4.174)
Tertiary 47 9 1 1
Occupation
Unemployed 110 86 0.609(0.333-1.113) 0.633(0.169-2.378)
Government employed 46 9 2.434(0.998-5.933) 3.562(0.347-36.558)
Self employed 47 50 0.448(0.230-0.870)* 0.262(0.067-1.026)
NGO 42 20 1 1
Religion
Christianity 206 120 1.981(1.220-3.215)* 1.374(0.619-3.048)
Muslim 39 45 1 1
Place of last delivery
Home/Health center 48 41 1 1
Private/Public hospital 59 25 2.016(1.077-3.772)* 1.269(0.615-2.619)
MOTHER
Age
16-19 8 14 1 1
20-25 22 137 0.281(0.106-0.748)* 0.364(0.126-1.048)
26-31 32 154 0.364(0.141-0.939)* 0.464(0.167-1.295)
32-39 8 35 0.400(0.125-1.275) 0.528(0.157-1.772)
Marital status
Married 59 320 0.215(0.070-0.663)* 0.249(0.078-0.794)*
Living together 5 13 0.449(0.100-2.013) 0.377(0.080-1.778)
Divorced/Never married 6 7 1 1
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Level of education
No formal education
Primary/Vocational
Secondary and above

Had companionship
during last delivery
Yes

No

Age
<26
26 and above

Level of education

Pre-secondary/vocational

Secondary and above

Occupation
Unemployed
Employed

SISTER

10 19
31 155
21 174
7 25
13 128
FRIEND
12 169
12 217
18 197
6 189
12 184
12 202

4.361(1.792-10.615)*
1.657(0.914-3.004)
1

2.757(1.000-7.599)*
1

1.284(0.563-2.930)
1

2.878(1.118-7.407)*
1

1.098(0.481-2.504)
1

2.996(0.614-14.628)
1.864(0.610-5.697)
1

2.096(0.685-6.414)
1

1.193(0.518-2.746)
1

2.840(1.099-7.341)*
1

0.996(0.433-2.293)
1

* = significant at p-value < 0.05, **= significant at p-value < 0.001
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6. Discussion

Traditionally, the practice of having a companion and support from loved ones is an integral
component of home delivery, thus making it an enjoyable and comforting experience for women
in Ethiopia and some other developing countries (29, 44). However, institutional delivery in
many developing countries has deprived women of their values, beliefs, autonomy and choice.
One of such is the right to have a companion of choice during labour and childbirth in health

facilities (6).

The study revealed that almost 90% of antenatal client in Addis Ababa public health facilities are
not aware that having a companion to support them in labour and delivery room during childbirth
in health facility is a practice that can be explored. This contrasted sharply with findings in a
related study conducted in Malawi; where almost 85% of the respondents are aware of this (43).
The reason for the difference may be attributed to the type of facility. In this study, the women
were recruited from predominantly health centers with fewer hospitals whereas in the Malawi
study, 90% of the respondents were from tertiary health institutions. However, regardless of the
level of health facility, the awareness about this intervention ought to be propagated. This
implies that the practice of respectful maternity care (RMC) has failed to address at least one of
its key component which is to promote the practice of companion of choice in labour and
childbirth while in health facility (8). Without creating awareness about the right and benefit
accrued to this practice among the women, it will be difficult to overcome other challenges
facing its implementation at facility and providers level. This is because without demand, it will

be difficult for the service to be made available.

Furthermore, among the few pregnant women who are aware, majority of them got to know
informally by hearing from other people. This may explain why the place of antenatal care in last
pregnancy has significant association with the women’s knowledge about CCLC on bivariate
analysis, although the association was lost following further analysis. According to this study,
women who had antenatal care in health center during their last pregnancy are less likely to be
aware of CCLC when compared with their counterpart who had it in private hospital. This may
probably be due to the fact that private hospitals are patronized by variety of people that differs

in educational attainment, exposures, knowledge, ideas and perhaps wealthier as against health
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center that caters for those in a closely related specified location. Thus, during the course of
interaction among these women, there can be exchange of knowledge, ideas and information.
Also, low level of educational attainment among the respondents may also be accountable for the
scanty knowledge about the right to CCLC, although this was found not to be significantly
associated following multivariable analysis. The study revealed that women who had a support
from a companion during labour in health facilities in the past are about three times more
knowledgeable than those who do not. This is not unexpected based on the fact that such women

had been practically exposed to the practice in the past.

In addition, the health providers and facilities which ideally should have been the main source of
information about the subject are silent about it. The study revealed that only 7 women among
the respondents got the knowledge about this highly effective practice from health providers
while only about 3% were notified in their ANC health facilities. It is also worthwhile to mention
that majority of the respondents are aware of the social and emotional benefits accrued to the
practice of companionship in labour which includes; reduced worry and fear, reduced feeling of
loneliness, reduced chance of abuse and disrespect by health providers and overall promotion of
happiness in the women. This is so because they have enjoyed or witness those who have
enjoyed these benefits in the course of ancient traditional practices of home delivery that
encourages support and care by loved ones from labour till even the postpartum period (29).
With the knowledge about the benefits, it is not unexpected that about 85% of the respondents
rated CCLC as a very good practice. However only few of the women are aware of the health
benefits of this intervention which includes reduction in the need for caesarean section, reduction
in labour duration, and improvement in the survival of newborn, amidst other health benefits.
This still emphasizes the vacuum created by inaction of health providers and facilities regarding

this intervention.

This study further showed that a very large number of antenatal clients in Addis Ababa health
facilities are suffering in silence regarding this subject. Eighty six percent strongly desire to have
a companion of their choice during labour and delivery in health facility. This value is almost
similar (83.6%) to findings among Malawian women according to Banda et al (43), but higher
than that of studies conducted in Nigeria by Morhason-Bello et al (37) and in Saudi Arabia by
Al-Mandeel et al (40), where 75% and 45.3% respectively wanted a companion. This large
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proportion of antenatal clients longing to have a companion in labour during facility delivery is
not unexpected because they long to uphold and institutionalize the age-long beneficial cultural
practice of companionship which unknown to many of them, has a strong, evidence-based
scientific backing in modern maternal and child health care (3). Moreover, 76% of these women
do not know if their current antenatal care facility and healthcare providers are in support of
CCLC despite their strong desire to experience it while in health facilities. This implies that the
quality of care being rendered in the health facilities are still inadequate since it fails to address
one of the WHO recommended intervention that is needed in other to encourage and promote
facility-based delivery (10, 17, 23). This is reinforced by the finding of this study in which 82%
of the respondent expresses their mind that if this practice of CCLC is widely allowed, it will

encourage and further increase the rate of facility delivery.

Furthermore, according to this study, the desire to have CCLC while in health facility was
statistically associated with level of education and ethnicity of the women. This has similarity
with the finding from a study conducted in Ghana where higher educational attainment increases
the desire of women for CCLC in health facilities (39). In addition, ethnicity was also found to
affect the desire for CCLC according to Morhason-Bello et al study in Ibadan, Nigeria (37).The
practice of companionship in labour is already an integral part of home delivery which is a
cultural/traditional practice among Ethiopian women. The cultural diversity might explain the
reason why Oromo women are almost 3 times more desirous of a companion as support during
labour in health facilities compared to those from the Southern part (Welayta, Sidama and
Gurage) of the country. There is no doubt that the more educated an individual is, the more
informed and inquisitive such becomes. Thus, the desire for CCLC in facility is higher among

those who are more educated.

Furthermore, almost 60% of the women preferred their husband as their companion during
facility delivery before considering their mother or sister. This is close to finding in a study
conducted in Nigeria where the women predominantly (86%) wanted their husband as
companion in labour (37), followed by mother and sibling. However, the reverse is the case
based on study conducted in Saudi Arabia where the mother is the first preferred choice
accounting for 58% before the husband is being considered (40). Also, a study conducted in

Malawi by Banda et al showed a very low preference (11.4%) for husband as support. Female
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companions which are mother, sister, grandmother, aunt, mother in-law and friend were

preferred in that order before the husband was considered (43).

In this study, higher preference for husband was found to be statistically significant among
women who are between the age group of 20-31 years, married, tertiary education, NGO
employee, Christians and those who delivered in private or public hospital in their last
pregnancy. This finding mimics findings from another study (37). However, following further
analysis, only the level of education was significantly associated with the preference for husband
as preferred companion. The preference for husband as a choice for CCLC was found to be
lower among antenatal clients who had no formal education compared to those who had tertiary
education. The reason for this may be due to the fact that the uneducated women is likely to be
unemployed, thus the working husband may be the source of livelihood for the family. It may be
difficult for such woman to choose her husband as a preferred support in labour and delivery. It
is however important to know that this finding of husband being the preferred choice by the
majority of the women in Addis Ababa may pose a major challenge to implementation because
significant number of health facilities in developing countries still practice open ward system,
thus privacy of other women might be jeopardized. There is therefore a need for the respondent
and the service provider to reach an agreement on the type of choice that will fit in to the context
of the facility right from ANC period. This will promote the practice of CCLC while ensuring

satisfaction in both the women and service providers.

From this study, the preference for mother as a CCLC in health facility is associated more with
single women who have never married before or who are divorcees. This is because, unmarried
women will be eager to have their mother as their companion. Although level of education and
history of support in health facility in the past were statistically significant for the choice of sister
as companion ab initio, following further analysis, the significance was lost. Finally, the study
revealed that the preference for a friend as a companion is higher among women with no or
primary education and those with technical/vocational skill when compared with those having

secondary or tertiary education.
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7. Strength and limitation of the study
7.1 Strength
1. This study made use of a large sample size so as to minimize sampling error as much as
possible.
2. The study subject has received little or no attention in the Ethiopian maternal and child
health service delivery. It may help to fill some knowledge gap and act as a baseline for
further future studies since there is paucity of information or studies on this subject in

Ethiopian context.

7.2 Limitation
1. Since the study was conducted only in Addis Ababa, which is the capital of Ethiopia, the
findings may not be applicable to other women outside the city.
2. The findings do not apply to private facilities because only public facilities are included
in the study.
3. The health facilities practices and providers opinion about CCLC was not included in the

study.

8. Conclusion

This study identified that about nine out of ten women attending ANC in Addis Ababa public
health facilities are unaware of their right to have a companion of their choice to support them
while in labour and during delivery in the health facilities. Only those women who has had a
companion during childbirth in the past are more aware of there right to have CCLC.

It also pointed out that almost nine out of ten antenatal clients in Addis Ababa public facilities
are craving to have a companion who will be by their side to encourage, support, run errand and
pray for them while in labour in health facilities. Level of education and ethnicity were found to
affect desire for CCLC in facilities.

In addition, there is a higher preference for husband as a companion in labour and delivery
among the antenatal clients in Addis Ababa public health facilities. Educated women are more

desirous of their husband as companion compared to the uneducated women.
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9. Recommendation

Based on the findings of this study, the following recommendations are made:-
Maternal and child health directors/programmers

e There is a need to improve the awareness of women about their right to have a CCLC
while in health facilities and the health benefits this confers. This can be achieved
through health campaign, publicity through media such as television and radio programs

on health matters, videos and drama in the rural communities.
Health facilities and service providers

e Integrating information about the practice of CCLC into antenatal clinic will help the
provider to have a pre-knowledge of the women’s preferred choice and appropriate long

term planning before onset of labour.
Government/policy makers

e There should be a clearly stated national and institutional policy about the practice of

CCLC in health facilities in Ethiopia.
Researchers

More studies should be conducted on the subject employing mixed approach so as to identify
more gaps and possible approach to solve them. Some of the research can focus on knowledge
and perception of health facilities and providers about CCLC, the peculiar challenges that may
hamper its full implementation in Ethiopian facilities, the view of husband and other potential
companion about participating in CCLC, why do some women oppose having CCLC in

Ethiopian context.
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1. Information sheet
Addis Ababa University
School of public health

Study on “Assessment of knowledge and desire of antenatal clients about companionship in
labour and childbirth in Addis Ababa™.

Greetings, first of all I would like to thank you for your time.

Good morning /Good afternoon, lam........................ working as data collector in this study.
Dear respondents, here are lists of questions with different sections, which are designed for
Research work to be conducted in partial fulfillment of Masters Degree in public health by
Olumide Kuku with collaboration of Addis Ababa university school of Public Health. The

main purpose of the study is to assess “the knowledge and desire of antenatal clients about
companionship in labour and childbirth in Addis Ababa”. We are inviting pregnant women
attending antenatal clinic in the public healthcare facilities to contribute to the study. The study
will not cause any harm to you but rather empower you with important information.

I will ask you some questions about yourself. An aspect of the study may require recording of
our conversation, but you will be duly informed if that is applicable to you. The interview will
take about 30 minutes. There are no anticipated problems but in case some questions make you
feel uncomfortable; you are free to express your discomfort or decide not to respond. If you
choose not to participate or withdraw from the interview at any point, the support given to you
by the hospital will not be affected in any way.

Your name will not be recorded and all the information you give will be kept strictly confidential
and will be used only for the purpose of this study.

At this time, you are free to ask me question about the study? If you have any questions at any
time even after the interview, feel free to ask. If you want to know more information you can
contact Olumide Kuku through the phone no 0989739722 or thecooldoctorkuku@yahoo.com
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2. Consent form

This consent form has been read and explained to me and I have understood, and my questions
have been addressed. I therefore willingly agree to take part in the study.

1, Yes; continue to the consent form
2, NO; skip to the next participant

Participant signature/ finger print

Name of public healthcare facility

Interviewer name Signature
Date of interview Time started Time finished
Supervisor name Signature
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3. Questionnaire in English

ID. No. Date of Interview Public facility
A. SOCIO - DEMOGRAPHIC DATA

Questions Coding category

101. How old were you at your last birthday? years (age in complete years)

102. What is your marital status? 1)Married
2)Living together
3)Divorced/Separated
4)Widowed

5)Never married/Never lived together

103. Religion

1) Orthodox
2) Catholic
3) Protestant
4) Moslem
5) Traditional
6) Others (Specify)

104. Ethnicity

1) Amhara
2) Oromo

3) Trigray
4) Somali
5) Others (Specify)

105. What is the highest level of education

you attained?

1) None

2) Primary
3) Secondary
4)Technical/Vocational

5) Higher

106. What is your occupation?

1)Housewife

2)Government employed

3)Self-employed

HNGO
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5)Others (specity)

107. How much does your family make in a | 1)Less than 1,000

monthly (Birr)? 2)1,001 — 2,500
3)2,501 — 3,999
4) 4,000 and above
B. PAST OBSTETRICS DATA
Questions Coding category Skip
201. How many times have you|1)0 If 0, skip to
delivered a baby before whether alive or | 2) 1 section C
dead? 3)2
4)3
5)4
6) 5 or more
202. Did you attend antenatal clinic? 1) Yes If NO, skip to
2) No question 204.
203. Where did you attend antenatal | 1)Public hospital
clinic? 2) Health centre
3) Health post
4)NGO health facility
5) Private hospital or clinic
6) Others (Specify)
204. Where did you deliver your baby | 1)Where I had antenatal care | If not home
then? 2) At Home delivery, then
3) Health post skip to
4) Health center question 206.
5) Public hospital

6)Private hospital or clinic

7) Others (specify)
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205. If you delivered at home, why?
(you can pick more than 1 answer if

applicable)

For each reason write ‘1° or ‘2°.
1=Yes
2=No

1)Prefer traditional birth attendants

2)It is a usual practice

3) My pregnancy was said to be
normal

4) Fear of being abused and
disrespected by health provider

5) Fear of being lonely in labour

6) Short labour duration

7) Poor transport
8) Others (specify)

206. Did someone support you during

labour and delivery then?

1) Yes
2) No

If No, skip to
question 208.

207. Who supported you then?

1) Husband
2) Sister
3) Mother
4) Friend
5) Others (Specify)

208. If, no support, why?

1) Not necessary
2) Unaware of the practice in health

facilities

3) Health provider did not allow
support

4) I don’t have a support
5) Others (specify)

209. Outcome of the delivery

1) Baby alive and well
2) Baby was sickly
3) Baby died
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C. CURRENT OBSTETRICS DATA

Questions Coding category Skip
301. When was your last menstrual | 1) date
period? (dd/mm/yyyy)

2) I don’t know
302. How many months was the|1)1
pregnancy when you registered? 2)2

3)3

4)4

5)5

6) 6 or more

7) I don’t know

1) The current facility

2) Public hospital

3) Health centre
303. Where do you want to deliver this | 4) Health post
baby? 5)NGO health facility

6) Private hospital or clinic

7) Others (specify)

D. KNOWLEDGE ABOUT COMPANIONSHIP IN LABOUR
Questions Coding category Skip
401. Do you know that a woman in labour has | 1) Yes If No, skip
a right to choose the person she likes to stay 2) No to
and support her while in labour till delivery in question
health facility? 403
1)Very sure

401b. If yes to the above, how sure are you? 2)Not sure
402. How did you know? 1) Heard from people

2) I have experienced it
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before

3) From health providers
4) Read about it

5) Others (Specify)

403. What can you say about having a
companion to support you during labour and

delivery?

1) It is a very good practice
2) It is not a good practice

3) I don’t know

404. What benefit do you know can be derived
from having a companion during labour and
childbirth? (You can choose more than 1

answer)

For each benefit write ‘1’ or ‘2” or ‘3’.
1=Yes, [ am very sure

2=1don’t know

3=No

1) Reduced pain in labour
2) Reduced need for C/S
3) Increased chance of vaginal
delivery

4) Reduce worry and fear in the
woman

5) Makes the woman happy
6) Reduces the duration of
labour

7) Survival of the baby is

better

8) Reduces feeling of loneliness
in mothers

9) Reduces the chance of abuse
and disrespect of the woman by

the health providers




SECTION E. DESIRE AND PREFERRED COMPANION OF CHOICE IN LABOUR

501. Do you wish to have a companion during

your labour and delivery?

1) Yes
2) No

3) I am not sure yet

502. In this facility, has the health provider ever 1) Yes
mentioned about you choosing your companion of | 2) No
choice in labour?
503. Do you know if you will be allowed to bring | 1) Yes
someone to stay with you in the labour room till 2) No
delivery in this facility? 3) I don’t know
504. If this facility allow you to choose someone | 1) Yes
to stay with you when you are in labour, will that | 2) No
make you more eager to deliver here?
505. When in labour, who will you prefer to stay | 1) Husband
and support you till delivery? 2) Sister
3) Mother
4) Friend
5) Others
(Specity)
506. What will you expect your companion to do | 1) Encourage
for you when in labour? 2) Rub your back
(you can choose more than 1 answer) 3) Pray

For each expectation, write ‘1° or ‘2°.
1=Yes
2=No

4) Run errands

5) Others (Specify)

Thank you for participating.
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4. Information sheet, consent form and questionnaire (In Amharic).

1. PavlB aoO NP
A%0 AN RLNCA L
N 29 TR LAH

“Nagn AN N9°TF AT NAE oo@Ne @P1 ANC/E- AL NI TP 7001
PPLov @NL LHTT PAT@® ha-+15 T3 PoLoopht TG1-:"

NAZ° AACOHL L U7 Navfavld @ LK DANMY T9ao01T Ad.ANDIAU-::

ATLI%T NLABIRTLI®T PA AL oo MY TG+ AL avlB ANAN,
i P9°0¢ T8 @& ooAT (hAL0 AN RLNCACE dhrAAe TNAN LAH OC
NaoHONC AN rhe TR BAH 90 tHe T 874 TSET NMhédA AIMS+d
A7LeNSm 1 PI°CI°C 0Oé- A78B.mPoo- NHALE e AT  Ptoolt PTLLLT7
HCHET OHY 01€ AL £154: PHY TG T PGS AN “NAhBNO AN NI°T AT NAE
a@NE OPT ANC/C- AL NI TIPS 70010 PPLov @AL LHNTT  PCATw-
AOPTS GAPEFZ TIPS 1@ ALY TG AVFPA A?7L47 NVHN MS Amand
GONTLPT PPLoo AL ANLY AINTNT 0717 AL PA 1ROAMC TS
ATIMHAT: TGk OAPE AL 9°79° ALY 18T ALONTAI® TIC 17 hhdAL PV
avl % WIS T BLA0A::

N9°TN  ALovHIM9° AFS.U-9° APE PITOGh.@® 9975 M-9° avlB Noo-p NTNP
YATELP S LPUA: ATSU9° avlBm®- ALY TST 947 NF LmAA:

LY OP T A7 OATGE: TEE AcomPP 1291 LAT0: N°775 ®-9° LM hPhoomL+:
N7A “9°C TLLPT AT AoomPP 14 UL ANAM ovl8 AA-“1.L% b7 N9°0LA
OAn &TC 0989739722 mL9° thecooldoctorkuku@yahoo.com 297751 - 2ATi::
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2. PR PV avlNen, PR

LV PEPLAVE ovlhm, PR AAL WTINNNT ARG ENEEAT A QATSE
FLLEFAV: ATLELPEI® I°ATT ATIFAU- QAPYY® LY TS AL 0P
AaoA & 0TI FAU-?

1. A2 hP1 @L 4251 avlhm, PR 20
2. ANTATI7N0-9° D1 OL9LPTAD: TAT4 L£Y1.5
AT 4 &HCTIRNT Wi
Pm.S TNF AIADNT aohe, +&9° (9°
PPATOMLP W&l h9° &G
P PAaoMLd % P+LEavl L enent 1h
R U VAN Vi &G
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3. oomLETF 0a"ICE

Poot@+¢f &TC PPAaoMBE 7 PmS &9
U. 71002 POV HAN TG T avls

TeLPT Paopg 9°LA)
101 NPCO- AhNCT@- PALT +71 Gaogt (6£°% loo-i
AL 0y ING? Gao 3T 2I0R)
102 Co0NF U310 a78 T 107 1) ANFAv-

2) Al AT AU
3) 4FFAU/THALLAGA

4) Qp, PPANFA
5) NFAI® AME AO-FINGRI® Ab
Pl h@-PI°

103 42795

1) ACHLAN
2) htAh
3) TEEnF 7T
4) av-png®
5) VAP
8) AT (&70%)

104 NchC

1) ho9¢-
2) ACq®
3) T8
4) (90,
5) AT (B70%)

105 ¢+MICTH W5 CT9°VCT 48
oL 1?7

1) ANt ICHh9°
2) Pavfavl @ L5 T/0LT

3) U-AFE L8 /0T

4) En'pjov-g
5) hevts
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106 Né-T 9° 7107

1) PO hoolt

2) Cav ¥ IOt (e

3) ¢ PTE ANG-AU-

4) avPINFE ALY KCE

107 AONT PO 9°7eVA M. (NC)
CI1TN?

1) h1000 NJ-T

2) n1,001-2,500

3) A2,501-3,999

4) 4,000 AS hiLE NAL

A. PEET° PRI (hov@A& IC P11577) VNI°S ovlF

TeLPF PavAf 9oL 204
201. hiv N&+ Ve PP1 1) 0 aop\(+ 0 htP1 0L
DL Ve PAND: edbA | 2) 1 NeA dh hnd
A9°7 PUA 1H OALAA? 3) 2
4) 3
5) 4
6) 5 MBI° hil.f NAL
202. N¥Lov MAL ANLR | 1) AL ao\ (v
VRoes hd AT INc? 2) an-thgtau-9° antngtav-9e

nrh oL ree 204
204

203. PPLav @A hA'Lh 1) Pov 7l PO A
ehhF AN ¢ INC? 2) fmS “16hi\
3) PmS MN. L
4) Cavff fMS
+#9°/4-0.A T

5) P70 POT AN @29°
nn'Lh

6) AAT (£7AR)
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204. NH.L7 10 A7
eoAL @ ¢ INC?

1) PPLov AL MG AThNN,
ariv0t
2) Nk
3) ma MN. ¢
4) MS “I6hA
5) Pao 30T PTHA

6) P70 PATHA ®LI° hA'Lh

7) AT (B10%)

If not home delivery,
then skip to question

206.

205. M+ @-O0T h@oALT
AZ°7? (ML htPt h1 AL
a\? ool T eAT)

For each reason write ‘1° or ‘2°.

1=Yes
2=No

1) QAR APAEFF NAI°aoCT

2) P-hAane. DALY
3) ACTHG® M5°7 INC
nA-HIA U

4) AM.S AIATNT (6D, ATSAMPS

&7 A78AM

5) N1 @1 NFe7 a7 DALl

6) LUIT Ut AAFC LH Nl

7) PN CF FIC hAA
8) AT (£70%)

206. NP N9°T AS 1) hP av\(x PAI° hPY
No-AL+ oF 1 480 A@- | 2) PAI° oL TeE¢ 208
nec? hhd
207. @k 2480 @ 777 | 1) 0h
1NC? 2) Avk

3) AGk

58




4) 356
5) AAT (B70%)

208. 440 A@- hdA AF°7?

1) ANLAL NAALY
2) MmS -t&ao- @-OT NAAD- AOC-C
A" 10

3) PG AIADNT A, &I
A% Ao q i+ 8.

4) PoLLST DA
5) AAT (2702

209. Poo@NL N @M.t

1) anPA®- MWEOT £A AS LVUS INC

2) ehhPA®- ¢3avav INC
3) ePA®- o1 'INC

h. POPE PRI VIS aolF

TeELPT CaoA g 7°LA) LA¢-
301. Pooeliia-7 POC AN £LTN@- | 1) +7
oo’ INC? (dd/mm/yyyy)
2) hA®-P9°
302. (rlaot, ACTHST £9°7 Pui | 1)1
O AL INLD-? 2)2
3)3
4)4
55
6) 6 or more

7) I don’t know

303. LVU7T? P av@-AL:
eI 4N P ha-?

1) U0 PVRIEG ke
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2) a0t POTIA
3) m.q9 “10hin

4) 9 ML

5) Poo P& MG &I

6) P7A PNTHA ®LI° hA'Lh

7) AA (£70%)

oo, 1I9°T OPT ASTC2T OATLTA L%H/EI% Geh. PALT ha-+T

T LD PaoAP F°LA 204
401. N°T AL PAT AT AL | 1) hP AA@-P9°
’m.Sq T+ 9° @07 AL7 | 2) hA@-P9® nrh
ANRTHINIA &40 AT R75.4L L.
AS ATRLV4T CTLAIDTT G- Toe
Paog° /T ao\|- RYZLYE 403
F @+ LAN? 1) NMI° ACIME 17§ hhd

401b. A. hAZ AA®- TP+  oaoANT
AL D1 9°7 PV ACTIME 11?

2) 1MNY° ACTIME hLLAU-I°

402. A7 T AF @ FAN?

hALT A9>E
hHLY 0&1 HI°nE AN

1
2
3) hmS A1 20T (6 PT
4) a7,

403. N9°T &S Nao@Ne P+
PoL80 ATE A@ ANC Ao
eI LM 1IC 9°IL @7

1) MM T4 A0e-C 100~
2) T'¢ hNe-C hBLAT°

)

)

)

)

5) AAT (£70%)
)

)

3) a@-+9°
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404. N9°T AG AL Nov@-AL O
PoLLAN W2 (@ L.SC ALOT IO
NATLTA@ TPI° P9°Fo-¢@- 11C
AN? (ha7& DAL aoph aog°lT
LA

For each benefit write ‘1° or 2” or ‘3’.
1= Yes, [ am very sure

2=1don’t know

3=No

1) M9°T 1 0L L+IA

2) L TG Poo@ng ANLALYT
LA
3) MO AT (T5L5) PovmNe ALA
AIEEICC PLCIA
4) 0k @0T £0 BIPTS SCYT
ATSPIN BLAA
5) fuk7 LNLNE I A
6) P9°T LM A8 LLCIA

7) PaPA@T NVL@T PoodP T ALA
A £LCIN
8) AGFT POLATTTF@7 PNFIYT b
LP AN
9) Ak MG AIADAT (6RO LT
PoomP G ANGT POINT AL N7
L A0

AEA 0 NPT P PILLIE @ AH4.SC avbA1G aod°lT

501. N9°T10G N TOAENT OPT PoLL450 |1

) A
A ANCT A285C TLALLAT? 2) PAg®

3) ACIMT hGLAU-I°
502. (LY +£9° 00T PM.S AIADAT 1) &
APSN. 9T OPT ANCT POLPT (o 2) Ag®

aoP°L T ATLITT L INAAT L PA?

503. LY +9° ONT AN TOAE &40 | 1) h®
AT WEA O0T ANCT PULEL 007 | 2) PAg
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AN AILTLLPLNT F O LAT?

504. LY +£9° @-0T 09T 0P+ ANCET
h18.88 PITLNLDT (@ AT TavCeh,
4PLAT LV 0mS  tgooe  @0T
Aao@AL POAM FATT ALALCNT LTAN?

505. N9°T ®P 1+ ANCH A78.P7 AS
ANTTOAE, €96 A78.0AT0 2777
‘+raoCmAT?

1) an7
2) Avk?
3) ASk7
)
)

4) ALERT
5) Ad-T (£IAK)

506. N9°T @P 1 ANCTH LA/LAT 200N
9°7 AT8LLCTATN TmNELLA? (ha7& NAL
ao\\ avI°LT LFAQN)

For each expectation, write ‘1’ or ‘2°.

1=Yes

2=No

1) A78.00L3 37

AL 0L I

2) ECOT7 Alit AGT AIS.LLCIAT
/078 3 LCANT

3) ATSAAGAT/ AT TAALAT

4) PITLALDT TIC AIS.LPCOAT

5) A (£10R)

OAATANTFET haeAISAU-
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