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ABSTRACT
This community-based cross sectional study was carried out from May-
August 1997 in Adamitulu Woreda, East Shewa Zone, Oromiya Regional State.
The objective was to asses practices and beliefs during pregnancy and child birth,
with special emphasis to traditional practices, and to identify factors related with
them. Survey and focus group discussions were the techniques used to collect
data. A total of 1023 women, 328 in Zeway town and 695 in the surrounding
peasant associations, were interviewed. The major harmful traditional practices
during pregnancy were restriction of certain food items, and taking "kosso"
(Hagenia abyssinica) for the treatment of Tape Worm infestation and for other
purposes. During child birth, the major harmful traditional practices identified
were abdominal massage, and lubrication of birth canal with butter, using
unboiled materials to cut the umbilical cord, leaving the umbilical stump untied,
application of materials (mud, soil, cow dung, butter) on the umbilical stump, and
giving butter to the new born. The major harmful traditional practices after
delivery were delayed commencement of breast feeding, discarding colostrum,
confining the child from sun light, and application of hot metal to the child when
he/she has abdominal cramp. The effects of sex during pregnancy, "Metaten”
during pregnancy, and drinking goat or sheep blood during delivery is not well
studied that it is difficult to label them as useful, harmful or neutral.
In general, harmful traditional practices are highly prevalent in the area and
the effects of some of the traditional practices are not well known. Extensive

i

health education towards the eradication of the identified harmful traditional
,—\___’,-/“_-&, —

practices, further studies on the effects of traditional practices whose effect is not

well known, and similar studies in other areas is therefore recommended.

vi



1. INTRODUCTION

Women and children are vulnerable and sensitive to
unfavourable influences in the environment including poor
nutrition, toxic substances, infection, poor sanitation,
crowding, inadequate health care, or lack of education
(1,2

Pregnancy brings high risk for women. Moreover, when
pregnant women have complications, the infants these
women bear have an increased risk for becoming low birth
weight, suffer from illness, disability, and perinatal
mortality (2).

It is estimated that 500,000 women die every year
from complications of pregnancy. Ratios of 500-800
maternal deaths per 100,000 births are common in
developing countries, compared to ratios of less than 30
in developed countries (3).

In most developed countries perinatal mortality rate
has come down to 10 per 1000 births but in third world
countries it remains high at the level of 25 to 60 per
1000 births. The most recent studies point to Socio-
economic and cultural factors as leading causes of
perinatal deaths (4).

One of the factors known to have significant
influence on the health of women and children is

traditional practice. "Traditional practice" is a



habitual or customary performance or operation of
statements, beliefs, legends, customs etc., by the
individual or community, which are handed down from
generation (5). One aspect of the prevalent traditional
practices, particularly in developing countries 1is
traditional medicine. There are very few places in the
world where traditional healers are not practising (6).

In Africa, prior to European settlement, traditional
medicine, intertwined with magic and religion, exerted
powerful political influence on the conduct of public as
well as private affairs. In illness, the traditionally
oriented individual learned to differentiate between
those symptoms which responded rapidly to the impersonal,
mechanical interventions of western medicine and those
which seemed only to vyield to the more personal,
culturally rooted ministrations of the traditional
healer. Because most Africans made these pluralist
distinctions, traditional healing was able to survive
what some might view as its "Dark age" (7).

Until the beginning of the 19" century, all medical
practice was traditional. In many countries 80 % or more
of the population living in the rural area are cared for
by traditional practitioners and birth attendants (6). It
is estimated that 45 % of the women of the world are
delivered at home by an untrained birth attendant (3). In

developing world between 60 % and 80 % of all births are



attended by TBAs (8).

Traditional practices can be beneficial, harmful or
may have neutral effects to the mother or fetus/new
born/necnate. In developing countries food intake is
consciously restricted during pregnancy to facilitate
easier labour and delivery (9). Women in the developing
world, including those who are pregnant and lactating,
are frequently engaged in moderate to high levels of
physical activity that are not accompanied by increased
energy intake, the combined effect of which is to cause
low weight gain during pregnancy, impairment of fetal
growth, and decreased ability to sustain milk production
(9). Many drugs or herbs, taken by the mother during
pregnancy, may have adverse effects on the fetus (10).
Poor cord management during delivery results in neonatal
tetanus (11,12). Pregnant women have different preference
of place of delivery. To deliver at home, whatever
reasons women give, can predispose them to complications
(13,14,15,186):.

Ethnomedical beliefs and practices continue to be
widely practised through out urban and rural Ethiopia,
reflecting considerable cultural continuity and the
persistently poor accessibility and quality of most
modern health services. The 1982-83 National Rural Health
Survey revealed that more than half of all health seekers

used traditional healers, lay treatment, or self



treatment. Moreover, 26 % of a representative population
in Addis Ababa used traditional medicine. The wide spread
recourse to traditional medicine should be attributed to
a variety of factors, including cultural consonance, the
nature of illness, attributed efficacy of treatment,
geographical proximity, and economic affordability and
social persuasion (17). The great majority of Ethiopian
women deliver at home and follow traditional birth
customs. A variety of practices are enacted post natally
including cutting the umbilical cord with razor blade
(new or used); giving butter for the new born etc.
(17,318,318,

The World Health Assembly of May 1976 first
discussed seriously the contribution that traditional
medicine makes to the health care of the community. Since
then traditional medicine was incorporated in many
programmes thus narrowing the gap between traditional
and modern systems (6).

In Ethiopia, traditional medicine was recognized by
MOH as an important alternative health care, readily
available to both urban and rural communities. An office
for traditional medicine was established in the MOH in
1975, assigned with the task of coordinating nation wide
activities related to traditional medicine. But
unfortunately little has been accomplished since then

(17). In 1993, National Committee on Traditional Practice



in Ethiopia (NCTPE) was established to deal with
traditional practices (20).

This study gives emphasis to traditional practices
during pregnancy and child birth. The reason for giving
emphasis is that traditional practices are not easy to
change. Hence systematic identification of these
traditional practices and designing appropriate
intervention is required.

The  justifications for conducting study on
Traditional Practices during pregnancy and child birth in
Adamitulu Woreda (District) are:

1. Traditional practices during pregnancy, labour and
delivery can affect mothers and fetus/new born/infant
2. The type and magnitude of traditional practices in
Ethiopia, in general, is expected to be high though not
well studied, and there was no similar study conducted in
the study area

3. The study is timely in that the study result will be
utilized by NCTPE and by others to bring change on
harmful traditional practices or to promote the useful
traditions.

4. The current health policy gives emphasis to the health
of women and children, and to traditional practices (21).
5. After detecting harmful traditional practices, even
though it will take time, it is possible to eradicate

these practices by designing appropriate interventions.



3. LITERATURE REVIEW

3.1. DEFINITIONS

"Tradition" means the handing down of statements, beliefs, legends,
customs etc., from generation to generation by word of mouth or by practice (5).
" Culture" is the learned, socially acquired traditions and life styles of the
members of society, including their patterned repetitive ways of thinking, feeling,

and acting (behaving) (22).

3.2. Food intake during pregnancy and influence of culture

An expectant mother needs a nutritionally balanced diet both before and
during pregnancy. A poor diet may have adverse effects on herself and on her
child in many ways (10). Fetal growth is affected by the quantity and quality of
its nutrient supply. The effects on the fetus, its organs, and specific cell types in
the tissues will vary depending on the type of insult, the severity and duration of
the insult, and the timing of that insult (23).

The birth weight of infants of well-fed mothers in the upper Socio-
economic classes are higher on average than those of poorer mothers. A low birth
weight may be due to a baby being bom prematurely or to retarded intrauterine
growth. The latter is a common cause in poor mothers. There is good statistical
evidence from Scotland and South India that birth weights are related to energy

intakes of mothers during pregnancy (10). World Health Organization (WHO)



result from eating unrestricted amount of food. The meat from the head of lamb
is also avoided in some areas since it is thought to cause large fetal head and
difficult labour (26).

In Oman (1973) the main dietary change during pregnancy is to eat less,
specifically less proteins. Food intake for the pregnant woman is restricted because
it is believed that the fetus lies in the stomach so that enough space should be
made for it. Fish intake is also decreased since it is associated with the belief that
bones and scales of the fish would make the bones of the fetus too hard and
would cause complicated delivery (26).

In Sokoto state of Nigeria, the untrained traditional
midwives advise pregnant women to avoid sugar and honey as they cause
prolonged painful labour. They also advise pregnant ladies not to take local soda
which is supposed to make the fetus slim (26).

In a study, conducted on pregnant girls and women, from a poor urban
community in Camden, New Jersey (1985-1990), a low zinc intake was associated
with approximately a two fold increase in the risk of low birth weight. The risk
of preterm delivery (< 37 complete weeks ) was also increased, particularly when
rupture of the membranes preceded the onset of labour. A low intake of dietary
zinc earlier in pregnancy was associated with a greater than three fold increase in
the risk of very preterm delivery ( < 33 complete weeks ) (27).

Supplementary feeding was offered to pregnant women in 4 rural

Guatemalan villages. The mean birth weight of infants was seen to increase with



maternal caloric ingestion during pregnancy. This positive association between
maternal caloric ingestion, from supplement and birth weight is observed whether
the calories are ingested early or late in pregnancy(28).

Poor maternal nutrition increases the risk of still birth and of deaths of a
baby within a week after birth. In this way between 60 and 70 out of every 1000
mothers in the UK lost their babies in the 1930s. By 1945 the losses were between
40 and 50. This rapid fall took place when wartime food policy provided extra
food rations for pregnant women at subsidised rations and free supplements of
vitamins (10).

The birth of a baby with a congenital defect in the formation of one or
more of its organs is a hazard of pregnancy for which it is possible that factors
in maternal diet may be responsible (10).

The relation between milk intake and preeclampsia was examined in a
cohort of 9291 pregnant women sclected from the child health and development
study population assembled by the University of California, Berkeley, during
1955- 1966. Exposure was based on glasses of milk per day with and without
calcium supplements. Data from both White and Black women displayed a U-
shaped distribution of preeclampsia risk in relation to milk and milk plus
supplement intake. Logistic regression analysis showed that women who drunk 2
glasses of milk per day had the lowest risk. The Relative Risk for those drinking
one glass of milk per day was similarly low, but risk for those drinking less than

one glass of milk per day was substantially higher. The increased risk associated



with low milk intake is consistent with studies showing reduced BP with increased
calcium intake(29).

A retrospective record analysis during the food emergency of 1984/85 in
Northern Ethiopia, showed that birth weight and neonatal mortality were related
to selected maternal characteristics. Mean birth weights were significantly lower
than those previously reported in other Ethiopian populations. Birth weights were
related to maternal weights recorded immediately after delivery (30).

In Gondar region, north west Ethiopia, the prevalence of low birth weight
was found to be 17.8 %. The factors for high prevalence of low birth weight in
the area could be the prevailing socioeconomic stress on the population due to the
increased cost of living. The mean monthly family income of the study population
was found to be less than 149 Birr. This corresponds to the highest proportion of
low birth weight. The risk of LBW was found to be significantly high in those
mothers whose age was below 20. The marital status of the mothers was also
found to be related to the occurrence of LBW in this study, LBW being higher for
single mothers (31).

Generally the observed nutritional practices during pregnancy have been
found to have a number of consequences on the outcome of pregnancy. Restriction
of food is considered as a harmful traditional practice because it is known to
cause maternal under nutrition which in turn will result in retarded intrauterine

growth, low birth weight, still birth, preeclampsia, death in the neonatal period.
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3.3. Work and Pregnancy

A review of literature on the combined impact of diet and physical activity
on pregnancy and lactation, by the Committee on International Nutrition Programs
and of the National Academy on Science, concluded that women in the developing
world, including those who are pregnant and lactating, are frequently engaged in
moderate to high levels of physical activity that are not accompanied by increases
in energy intake, the combined effect of which is to cause low weight gain during
pregnancy, impairment of intrauterine growth, and decreased ability to sustain
milk production. Holmboe— Ottesen et al. (1989) point to a number of studies that
show lower pregnancy weight gain during the peak agricultural season,
emphasizing that this is due to the combined effects of low energy intake and high
energy expenditure (9).

The study conducted in four maternity units in France, in 1987 and 1988,
revealed that occupation, but not working conditions, affected the incidence of
preterm birth. This result is discordant with other studies which underlined the
excess of preterm births among women with strenuous working conditions (32).

In a prospective study, which was conducted in Orebro country from oct.
1980 to June 1983, women who reported heavy lifting did not have in general
more unfavourable outcomes than other women, although the risk estimates varied
between different occupational categories. Lifting of weights > 12 Kg more than
50 times per week increased the risk of preterm birth, but only among women

who stopped working before the 32™ week of pregnancy (33).
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In Ethiopia birth weights were low when mothers were undertaking heavy

physical work (10).

3.4. Intake of herbal medicine/Western medicine during pregnancy, labour
and delivery

Many drugs taken by a mother may have adverse effects on her baby and
herself. Some drugs are potentially dangerous because they have been shown to
be teratogenic (10). Two major causes of inappropriate drug use in developing
countries are insufficient control of the distribution, prescription and use of
pharmaceutical and high prevalence of self-medication. Studies in Ghana,
Thailand, Brazil, and the Philippines found that the percentage of illness episodes
treated by self-medication ranges from 50 — 90 %. In Asian countries herbs are
most commonly used after a prior treatment with pharmaceutical has failed (34).

The study conducted among residents of western Kenya revealed that most
residents begin treatment with herbal remedies or antipyretics for malaria.
Antimalarials are used as the initial treatment in only about half of the cases.
These practices are fairly common despite the fact that commercial chloroquine
preparations are well known to residents of western Kenya and are generally
recognized to be more effective against malaria than either antipyretics or herbal
remedies. Various relatively inexpensive oral 4-amino-quinolines are available
in local shops, and self- treatment with them is extremely common in westem

Kenya as well as on the costal regions of the country. Injectable antimalarials are

12



not stocked in shops but can be purchased without prescription from pharmacies
in the larger towns (35).

Traditional medicine continue to be widely used in Ethiopia inspite of the
growing popularity of manufactured drugs. Little is known about the public health
importance and potential pharmaceutical uses of plant medicines. The chemistry
and economic importance of only two Ethiopian drug plants— Phytolacca
dodecandra and Hagenia abyssinica have been studied in depth and little is known
about the nearly 500 fold medicinal plants (36,37).

The studies conducted in 1973 and 1976, on uses and public health aspects
of traditional medicines sold by 416 vendors in six markets in Addis Ababa, and
13 markets in towns and villages on the Central Plateau and Rift Valley of
Ethiopia, revealed that a total of 41 types of plant material were found for sale for
a great variety of illnesses and diseases. The most frequently sold medicines were
"kosso" (Hagcenia abyssinica), "enkoko" (Embelia schimperi), and "metere" (Glibus
lotoides). These three taenicides and apparently some other medicines cause
clinical side effects if taken in overdoses. Many roots and herbs were sold as
general medicines (37). "Kosso", still used in Ethiopia as a tape worm remedy,
appears to cause in certain individuals under condition still unknown, a simple or
total optic atrophy, which is usually bilateral (38).

Preparation for child birth also entails empirical practices which aim at
enhancing the health of both the expectant mother and the fetus. Among the

Kembata and Hadiya kosso vermifuge (Hagenia Abyssinica ) is taken at various
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stages of the pregnancy for the purpose of:-

1. Cleaning the bowels, as it would be shameful for a woman to show intestinal
parasites at birth

2. "Making space" for the fetus and

3. Keeping the fetus's weight down, as the delivery of a big baby would cause
protracted and painful labour (17).

Some TBAs in Gondar region prescribe the roots of certain herbs for the

relief of pain (19).

3.5. Sex during pregnancy

Sexual relations become very awkward toward the end of pregnancy. The
pregnant belly is a real obstacle which becomes between the couples. Usually, in
the course of a normal pregnancy, an obstetrician will impose few restrictions on
sexual activity, unless there are medical indications such as bleeding or a history
of prenatal complications (39).

Association between coitus and preterm birth and pPROM continue to
debate (40). Orgasm associated with coitus, can initiate uterine contractions, some
of which are strong. This may explain why pregnancies were shorter when women
continued coitus during pregnancy, even in the absence of coitally related
disorders such as chorioamnionitis (41).

Naeye examined data from 26886 women who participated in the

Collaborative Perinatal Project conducted between 1959 and 1966. Among women
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reporting coitus within one month of delivery, histological chorioamnionitis but
not pPROM was significantly increased. Naeye suggested that motile sperms and
proteolytic enzymes in semen might introduce bacteria into the amniotic fluid and
promote placental inflammation. Subsequently, Naeye conducted an open
prospective trial of condom use to reduce the risk of histological chorioamnionitis
among South African women. Histological chorioamnionitis was most commonly
found among non-condom users who reported intercourse within the past two
days. In addition, women reporting recent coitus with orgasm had a higher rate of
pPROM and evidence of placental inflammation. Conversely, among women who
reported using condoms, the incidence of chorioamnionitis was reduced by
approximately 66 %. In a subsequent analysis of a subset of the Collaborative
Perinatal Project data set, Naeye found that women with pPROM were three times
more likely to report intercourse within two weeks of delivery than women
delivering at term. Naeye again suggested that coitus might introduce infection
into the upper reproductive tract and lead to PROM . The frequency of preterm
labours might be reduced if ways can be found to block the effects of coitus and
prevent chorioamnionitis. The impact would be particularly great in twin
gestations, where the effects of coitus and chorioamnionitis appear to be several
fold greater than in singleton pregnancies (40,41).

Work by others documents that couples tend to reduce sexual intercourse
as pregnancy progresses. Therefore the link between coitus and pPROM may

actually be an artifact introduced by comparing the coital frequency for women
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near term and those delivering preterm. A number of other investigators have
examined coital frequency, female orgasm, and different coital positions as risk
factors for pPROM or preterm birth with inconsistent results (40).

The practice of marrying more than one wife or polygamy affects women's
health. It has both physical and psychological effects. In this age of HIV/AIDS
epidemic, these customs of polygamy or sex with many women are extremely

dangerous to the lives of people because in these circumstances transmission will

be high (42).

3.6. Traditional practices during labour and delivery

The majority of tetanus cases is attributed to contamination of a wound,
of a new bomn's umbilical stump, or of the puerperal uterus (following inexpert
attempts to remove a retained placenta) (11,12,43). In Northern Nigeria over 65
% of the neonatal mortality was accounted for neonatal tetanus. Poor cord
management was shown to have strongest association with neonatal tetanus
mortality. Over 60 % of the births have traditional surgeries performed with
highly significant association with neonatal tetanus (44).

The benefits of colostrum, and the early initiation of breast feeding have
received increased attention since the early 70s. Colostrum has a unique anti-
infective properties specially adapted to the environment the new born shares with
the mother. Also being put early to the breast positively affects the duration of

breast feeding and the bonding of the mother and child. Many cultures around the
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world consider colostrum to be of no value and even harmful to their new bom
and discard it. It is not only colostrum that is regarded unfavourably; the whole
breast feeding period may be hampered by diverse ideas on milk quality as a
consequence of the mother's mental or physical health, food intake, sexual
relations or her other activities(45).

In Guinea—-Bissau breast feeding is generally practised for two years or
more. Colostrum taboos are known to exist, resulting in delayed commencement
of breast feeding especially among mothers from the country's largest ethnic group
(Balanta) (45).

The fact that colostrum is secreted in the last weeks of pregnancy may
favour the belief that it is an old and stale milk, not suitable for the new born.
Another factor may be that mothers in some way associate colostrum with
meconium (45,46).

In Ethiopia, the onset of labour changes the mood in the house— hold.
Women begin to pray, invoking St. Mary is done by many ethnic groups including
some who are not followers of any known Christian denomination. Encouraging
and comforting statements assure the woman in labour that all is going to be well.
The Gumez and the Issaa are exceptions, to this. Among both peoples there is the
superstition that a woman in labour is unclean, and she is, therefore, avoided, so
as to keep clear of possible evil spirit, and generally looked down (18).

TBAs, in Ethiopia, facilitate deliveries through massaging and other forms of

manipulation, often involving lubrication of the birth canal with butter (17).
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In Ethiopia, cutting the umbilical cord with a razor blade; tying the
umbilical cord with enset strings; giving butter for the new bom baby; discarding
the colostrum; delayed initiation of breast feeding are some of the traditional

practices enacted postnatally (17,19).

3.7. Utilization of health institutions during pregnancy, labour and delivery

Statistics on utilization of health services can be used as indices of certain
kinds of population behaviour. Utilization of health services reveals varying
patterns of significance to a wide range of interests (16).

Utilization of health institutions depends on such factors as illness levels,
age and sex composition of the population, presence or absence of health facilities,
family income, residence, and the perception of providers and recipients of health
services (16).

Distance, cost and quality- alone do not give a full understanding of
decision making process. Their salience as obstacles is ultimately defined by
illness—-related factors such as severity. Differential use of health services is also
shaped by such variables as gender and Socio- economic status (13).

The study conducted in Nicaragua's Atlantic Cost by Bruce Barrett (1993)
revealed that utilization of the new biomedical health services is high, but is not
clearly or simply related to any of the predictor variables. Traditional behaviours
are related to all predictors, with higher retention of ethnomedical practice among

the poor, the less educated and the villagers. Use of the hospital, is higher among
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the urban (36 %) than among their rural counterparts (23 %). Indicators of
traditional health behaviour are greater in the villages than in the city. Urban
children are less likely to be bomn in the home (26 %) than are their rural
counterparts (58 %). Village households are more likely to report herbal medicine
use or visit traditional healers than are urban households. The vast majority of
both urban and rural respondents report biomedical rather than traditional solutions
to common health problems. It is shown that health behaviour is also related to
living in individual villages. This can primarily be due to ethnicity and to
availability of medical resources. Inter—ethnic differences in health behaviour are
also shown. In general the poor are between 3 and 5 times more likely to report
a traditional behaviour than are the wealthy. Half of the poor report home birth,
while less than 20 % of the wealthier groups do the same. Children of
respondents with no formal education are 4 times as likely to be born at home
(58%) than are children of respondents with 7 or more years of education (14%).
Similarly, members of poorly educated households are more likely to use medical
herbs (67 %) and to visit spiritual healers (26 % of children, 15 % of
respondents) than are their more educated counterparts. The poorer and least
educated people tend to report more traditional practices while the more educated
and wealthy tend to report more western or biomedical health practice (14).

In Ethiopia, traditional medicine was recognized by MOH as an important
alternative health resource, readily available to both urban and rural communities

(17). Normal delivery care is provided in communities by TBAs and others, and
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in facilities by health workers. The Safe Motherhood Need Assessment in
Ethiopia(1996) revealed a delivery coverage rate of 4.5 % in health facilities,
indicating that large numbers of women are delivering in the community (47). The
majority of Ethiopian women deliver at home, with the help of one or more
women birth attendants. The Gumez women give birth alone, often under a tree
near a river, cleans up alone and remains outside the compound until the end of
the two month period. The Issaa women also give birth alone, usually while
looking after the cows (17,18). The survey conducted in Haykoch and Butajira
Awraja, in 1986, showed low utilization of TTBAs. Fifteen percent were attended
by TTBA during delivery (48). In urban areas of Jimma zone, South Western
Ethiopia, the proportion of health unit and home deliveries was found to be equal
(47 % Vs 53 % ) (49).

The study carried out in Gulele district, Addis Ababa, revealed that three
fourths of the respondents preferred to deliver in health institutions and one fourth
preferred to deliver at home. The most frequent reason for preference of health
institution delivery (40.8 %) was high quality of service. The risk of preference
to deliver at home was higher for those who were illiterate; for those whose
husband'’s or partner's attitude towards ANC attendance is negative or unknown,
and did not attend ANC clinics. It was also lower for the nulliparae (50).

In Addis Ababa(1983) Antenatal Care coverage was 70 %; 40 % of births
took place in hospital; 16 % in MCH clinics; 44 % at home of which 19 % were

attended by TBAs. Services were under utilized by women of low socioeconomic
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status: One in five women gave birth at home had no ANC and 50 % of these
delivered unattended. Matemal Mortality was three fold among women who
delivered at home with out a TBA ( 410.7 per 100000 live births ) compared to
those attended by TBAs. The still birth / neonatal death ratio of home deliveries
conducted by TBAs was 0.5:1 (51). Ethiopian immigrant women, after
immigration to Israel chose to deliver their babies in the Hospital rather than

import traditional home delivery practices from their home land (52)
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2. OBJECTIVES
2.1. GENERAL

To asses practices and beliefs during pregnancy and child birth, with
special emphasis to traditional practices, and identify factors related with them in

Adamitulu Woreda.

2.2. SPECIFIC

1. To identify traditional practices and beliefs during pregnancy and child birth
2. To measure the magnitude of traditional practices during pregnancy.

3. To measure the magnitude of traditional practices during child birth.

4. To determine factors related to these traditional practices.

5. To describe the practices as useful, neutral or harmful to health based on the

existing medical knowledge.
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4. METHODS

4.1. STUDY DESIGN

This is a community based cross sectional study conducted from May-

August 1997. The study utilized both qualitative and quantitative approaches.

4.2. OPERATIONAL DEFINITION

We have made effort in Addis Ababa University, Ministry of Sport and
Culture, Ministry of Health, and National Committee on Traditional Practices in
Ethiopia (NCTPE), to get the cut-off point to say a practice "traditional". The
cut—off point used in this study is five years to label the practice or belief as
traditional. The reason why five year is taken as cut—off point is that, if an
individual lives for five years in the area, he/she will used to practice what already
is practised in the area.

For the purpose of this study Traditional practice is dcfined as a habitual

or customary practice during pregnancy and child birth

4.2. POPULATION
4.2.1. STUDY AREA

The study area is Adamitulu Woreda, in East Shewa Zone of Oromiya
Regional State. The total population of Adamitulu Woreda is estimated to be
122,305 of which 85,614 (70 %) live in the rural area and 36,691 (30 %) live in

the urban area. The total population of Zeway town, capital of the Woreda, is
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estimated to be 21,916 (53). Of the total rural community 97 % are Moslems, 2.2
% are Orthodox Christians and 0.7 % are Catholics. Whereas in Zeway town 87
% of the inhabitants are Orthodox Christians, 8 % are Moslems. In the rural
community 98.3 % are Oromos, 0.6 % are Guragies and 1.1 % belong to other
ethnic groups (54).

The Crude Birth Rate (CBR) for East Shewa Zone, in 1994 was 31.2 per
1000 mid year population. The Infant Mortality and Under Five Mortality Rates
for the zone, during the same period, were reported to be 128 and 190 per 1000
live births respectively. The Total Fertility Rate (TFR) was 4.5 children per
women, and the expectation of life at birth was 48.6 years (55).

The origin of Oromos is believed to be in Ethiopia (where they lived for
many centuries), or North East Africa (56). Different cultures are known to exist
within the Oromo ethnic group. During marriage, two traditions are experienced
by the Moslem Oromos. The first type is called "Wolgera" which means that the
female child (usually less than 5 years old) is given to the father of future husband
and grow there until she is matured to make sexual intercourse. The second type
of marriage is called "Gegewo". In this type of marriage, the parents of the future
husband give a lot of cattle and crops to the parents of the future wife as a gift.
During wedding, in both types of marriage, the invited guests usually eat "Genfo"
(porridge) by sharing the same spoon (Personal communication). -

Zeway Health Center, Bulbula Health Station, and Malaria and other

Vector Born Diseases Control Center are the health institutions in the Woreda
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owned by MOH. There are also four small clinics in the Woreda which are not
accountable to Ministry of Health (54).

The economy of the rural population in Adamitulu Woreda is entirely
based on farming and cattle rearing. In Zeway town only 11.8 % are government
employee and 13.1 % are house wives. There are 3 main industries in the Woreda
namely The Soda-Ash Plant, The Caustic Soda Plant, and the Pesticide Factory

Project (54).

4.2.2. SOURCE POPULATION
The source population was women of age 15-49 years in Adamitulu

Woreda who gave birth in the last five years.

4.2.3. STUDY POPULATION
The study population was women 15-49 years in Zeway town and the

surrounding peasant associations which are found within 10 Km radius from

Zeway town.

4.2.4. SAMPLE SIZE AND SELECTION OF STUDY UNITS

Using the formula for calculation of sample size in cross sectional studies,
under the assumptions of 3 % margin of error and assuming the prevalence of-
traditional practices in the area to be 50 % ( to get maximum sample size ) with

a confidence level of 95 %, a total of 1174 women (after adding 10.0 %
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owned by MOH. There are also four small clinics in the Woreda which are not
accountable to Ministry of Health (54).
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employee and 13.1 % are house wives. There are 3 main industries in the Woreda

namely The Soda-Ash Plant, The Caustic Soda Plant, and the Pesticide Factory

Project (54).
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The source population was women of age 15-49 years in Adamitulu

Woreda who gave birth in the last five years.

4.2.3. STUDY POPULATION

The study population was women 15-49 years in Zeway town and the
surrounding peasant associations which are found within 10 Km radius from

Zeway town.

4.2.4. SAMPLE SIZE AND SELECTION OF STUDY UNITS

Using the formula for calculation of sample size in cross sectional studies,

under the assumptions of 3 % margin of error and assuming the prevalence of
traditional practices in the area to be 50 % ( to get maximum sample size ) with

a confidence level of 95 %, a total of 1174 women (after adding 10.0 %
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contingency) were required for the survey. Out of the total 79 peasant
associations, those peasant associations which are found within 10 Km radius from
Zeway town were included in the sampling. The reasons why only peasant
associations within 10 Km radius from Zeway town were included in the sample
were shortage of fund and inaccessibility of most peasant associations. Ten
peasant associations were selected randomly out of 18 peasant associations which
are found within 10 Km radius from Zeway town. Both two Kebeles of Zeway
town were included in the survey. After selection of the peasant associations, the
households were selected systematically. During systematic sampling the sampling
unit was house hold. Because the proportion of urban population was 30 %, 352
out of the total 4669 house holds in Zeway town and 822 out of the total 3864
house holds in the peasant associations, which were found within 10 km radius
from Zeway town, were selected by systematic sampling. In Zeway town every
thirteenth house was selected from the list of house numbers which was obtained
from the kebele offices. Since houses were not numbered in the peasant
associations, every fourth house was selected by counting from the center of the
peasant associations to the North, South, East and West directions.

After the households were selected, women who were 15-49 years old,;
have resided in the area for at least five years and have given birth in the past five
years were interviewed ( one randomly selected from each household). If in the
selected household there was no woman which fulfilled the selection criteria then

one woman was randomly selected from the adjacent household.
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4.2.5. INCLUSION CRITERIA FOR THE SURVEY
1. Woman 15-49 years old
2. Woman who has given birth at least once in the last five years

3. Woman who has resided in the area for at least five years

4.2.6. EXCLUSION CRITERIA FOR THE SURVEY

1. Woman <15 or >49 years old

2. Woman who has not given birth in the last five years

3. Woman who has resided in the area for less than five years
4. Woman who is foreigner

5. Woman who has mental illness

4.3. VARIABLES

The dependent variables are:— 1.different practices and beliefs during
pregnancy regarding food, work, sex, clothing, treatment and preference of place
of treatment, taking of "kosso", and "Metaten". 2. Different practices and beliefs
during child birth regarding place of delivery, person who assisted the delivery,
ceremonies during delivery, massage, application of butter to the birth canal,
drinking goat/sheep blood, management of umbilical cord, giving butter to the new
from sun light, application of hot metal to the child when he/she had abdominal

cramp, refraining sex after delivery, and feeding of the new born. The independent
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variables were the Socio—demographic variables such as address, income, age,
religion, ethnicity, education status, occupation, marital status and number of

pregnancies.

4.4. DATA COLLECTION: TECHNIQUES, TOOLS AND PROCEDURES
Data collection techniques were questionnaire interview and focus group
discussion. Questionnaires, interview guide and focus group discussion guide were
the tools used to collect data. The principal investigator first contacted the two
supervisors and one coordinator, who have already been contract employees of
Addis Ababa University, Medical Faculty. The supervisors were female who had
completed twelve grade, and are able to speak Amharic, Oromifa and English. The
coordinator was a male sanitarian who can speak only Amharic and English. In
the first week of May 1997 three Focus Group Discussions were conducted with
1. Health professionals from Zeway Health Center 2. Men 40 years and above in
the peasant associations and 3. Women (including traditional birth attendants) who
have given to three or more births. The Focus Group Discussion with the health
professionals was chaired by the principal investigator but the discussions in the
rural area were chaired by the supervisors in the presence of principal investigator
since the principal investigator can't speak Oromifa. These Focus Group
Discussions helped to identify the major traditional practices in the area during
pregnancy, labour and delivery. After the focus group discussions, a questionnaire

was developed in Ambharic. Six interviewers were recruited in May 1997 on the
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basis of the following criteria: 1. Those who completed grade twelve 2. Can
speak Amharic and Oromifa 3. Being female. After recruitment, the supervisors,
coordinator and interviewers were trained for seven days, and the questionnaire
was pretested as soon as the training was finished. Then survey was conducted
using the structured and pre tested questionnaire between June - July 1997.
The second set of focus group discussions was conducted in August 1997
on six selected topics, the selection of which was based on the findings of the
survey. The number of participants in each group was 5-7. The selection of
participants was done with the help of key informants who were officials of the
peasant associations/urban associations(kebele). The topics of discussion, number

of groups and type of participants are presented below.

1. Foods that are not restricted and restricted during pregnancy.
Three FGDs were conducted with: 1. mothers who have given three or
more births in Zeway town 2. Mothers who have given three or more births in

the rural area 3. Traditional birth attendants in the rural area.

2. Taking "Kosso" during pregnancy without the presence of symptoms and
signs of tape worm infestation.

"Three FGDs were conducted with: 1. mothers who-have given three or
more births in Zeway town 2. Mothers who have given three or more births in

the rural area 3. Traditional birth attendants in the rural area.

29



3. Place of delivery

Two FGDs were conducted with: 1. urban women who gave three or more

births. 2.rural women who gave three or more births.

4, Malaria

Since malaria is prevalent in the area, it is important to know how the
pregnant women are behaving when they are infected with malaria.
Two FGDs were conducted with: 1. urban women who gave three or more births.

2. rural women who gave three or more births.

5. Work during pregnancy

Two FGDs were conducted with: 1. urban women who gave three or more

births. 2. rural women who gave three or more births.

6. Feeding of the new born

Two FGDs were conducted with: 1. urban women who gave three or more
births. 2. rural women who gave three or more births.

To ensure quality, interviewers and supervisors were intensively trained for
seven days by the principal investigator. Supervisors checked the completed
questionnaires every day. The principal investigator checked the completed
questionnaires every week and conducted meetings with the supervisors and

interviewers. All the points for focus group discussion were checked before the
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discussion is over and all the data were checked before the period of data

collection is over.

4.5. DATA PROCESSING AND ANALYSIS

For focus group discussions, the topics were put separately, participants
were described and findings were summarized. For the quantitative part data were
entered into computer using the statistical package EPI INFO version 5.
Frequencies and proportions are calculated according to the various Socio-
demographic variables. Chi-square test is used to determine the association
between the dependent and independent variables. Logistic regression is applied
to control for confounding effect. EPI INFO version 5 and SPSS statistical
computer programs were used to analyze the data. In the discussion and
conclusion sections, the findings of the survey and focus group discussions were

lumped together to complement each other.

4.6. ETHICAL CONSIDERATIONS

Ethical clearance from the Department of Community Health and Faculty
of Medicine was obtained. Permission and informed consent was also obtained
from community leaders and study subject, respectively. Names are not written on
the questionnaire and during interview privacy was maintained. After completion
of the study, the findings will be disseminated to the responsible bodies in the

area, so that appropriate intervention measures will be taken.
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5. RESULTS

A total of 1174 houses were identified for the survey. Eighty women were
not willing to participate in the survey ( 14 in Zeway town and 66 in the peasant
associations) and 71 ( 10 in Zeway town and 61 in the peasant associations) could
not be available for interview on repeated visits. The questionnaire were therefore
administered on 1023 women (328 in Zeway town & 695 in Peasant associations)

making the response rate 87.1 %.

5.1. GENERAL CHARACTERISTICS OF THE RESPONDENTS

The general characteristics of respondents is summarized in table 1. Three
hundred twenty eight (32.1 %) of the respondents were residents of Zeway town
and 695 (67.9 %) were from the surrounding peasant associations. Most
respondents were in the age group 20-29 (54.0 %). Overall, 61.3 % of the
respondents were Moslems followed by Orthodox Christians (30.4 %). Eighty
percent of the respondents were Oromos and 19.8 % were Guragies. Majority of
the respondents were house wives (91.7 %) and illiterate (73.1 %). Ninety two
percent were married. The majority (33.7 %) were married at age 15. The earliest
documented age of marriage was 7 years. Sixteen percent of the respondents had
history of abortion and 11.4 % had history of still birth ranging from one to nine.
The maximum number of live births was 15. Ninety one percent of the

respondents had monthly income between 30-499 Birr.
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Table 1: Sociodemographic characteristics of respondents in Adamitulu Woreda:
May-August 1997,

Sociodemographic ~ Urban(n=328) Rural(n=695) Total(n=1023)
characteristics No.(%) No.(%) No.(%)
AGE
15-19 17(5.2) 49(7.1) 66(6.5)
20-24 81(24.7) 161(23.2) 242(23.7)
25-29 108(32.9) 202(29.1) 310(30.3)
30-34 53(16.2) 113(16.3) 166(16.2)
35-39 57(17.4) 94(13.5) 151(14.8)
40-49 12(3.7) 76(10.9) 88(8.6)
RELIGION
Orthodox 198(60.4) 113(16.3) 311(30.4)
Moslems 64(19.5) 563(81.0) 627(61.3)
Catholic 1(0.3) 3(0.4) 4(0.4)
Protestant 64(19.5) 16(2.3) 80(7.8)
Other 1(0.3) 0(0.0) 1(0.1)
ETHNICITY
Oromo 100(30.5) 558(80.3) 658(64.3)
Ambhara 117(35.7) 25(3.6) 142(13.8)
Guragie 61(18.6) 65(9.4) 126(12.3)
Other 50(15.2) 47(6.8) 97(9.5)
Education status
Iliterate 128(39.0) 620(89.2) 748(73.1)
Read&write  30(9.1) 43(6.2) 73(7.1)
Elementary  60(18.3) 17(2.4) 77(7.5)
Secondary  80(24.4) 11(1.6) 91(8.9)
12+ 30(9.1) 4(0.6) 34(3.3)
OCCUPATION
House wife ~ 274(83.5) 664(95.5) 938(91.7)
Merchant 15(4.6) 5(0.7) 20(2.0)
Civil serv.  17(5.2) 1(0.1) 18(1.8)
- Farmer 0 13t = 16(1.6)
Other 19(5.8) 12(1.7) 31 (3.0)
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Table 1 cont'd

Sociodemographic Urban(n=328) Rural(n=695) Total(n=1023)
characterstics No.(%) No.(%) No.(%)
MARITAL STATUS
Married 296(90.2) 640(92.1) 936(91.5)
Single 7(2.1) 25(3.6) 32(3.1)
Divo/sep. 14(4.3) 6(0.9) 20(2.0)
Widowed 11(3.4) 24(3.5) 35(3.4)
TOTAL NUMBER OF PREGNANCY
1 44(13.4) 65(9.4) 109(10.7)
2-4 162(49.4) 261(37.6) 423(41.3)
5+ 122(37.2) 369(53.1) 491(48.0)
FAMILY INCOME BIRR/MONTH)
30-149 75(22.9) 389(56.0) 464(45.4)
150-499 190(57.9) 276(39.7) 466(45.6)
500+ 40(12.2) 16(2.3) 56(5.5)
No response 23(7.0) 14(2.0) 37(3.6)

Divo/sep. — Divorced and Separated
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5.2. PRACTICES AND BELIEFS DURING PREGNANCY

Tables 2 and 3 show the most prevalent traditional practices during the last
pregnancy which must have taken place in the past five years. Almost all (98.4
%) of the respondents believe that eating balanced diet during pregnancy is
important for themselves and their fetus. Most respondents reported restriction to
milk, yogurt, meat, egg, haricot bean, kale and fish.

Almost all of the urban and rural respondents continue to cook food ( 96.6
and 97.8 %, respectively) during pregnancy. Seventy three percent of the urban
respondents and 93.2 % of the rural respondents fetched water during pregnancy.
Only 34.6 % of the total respondents reported the work of fetching water to have
been less hard compared to the non-pregnancy period. For 58.4 % it was as hard
as the non-pregnancy period. Seventy two percent were collecting fire wood out
of which only 35.2 % reported the collection of fire wood to have been less hard
compared to the non-pregnancy period.

Fifty eight percent of the rural and only 2.1 % of the urban respondents
applied smoke of leaves or wood while covered with cloth ("Metaten") for the
purposes of making the husband happy (21.5 %), making their skin smooth (70.4
%), and avoiding bad smell (22.7 %). Thirty eight percent applied smoke during

the first trimester, 66.3 % during the second trimester and 91.2 % during the third

trimester.
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Table 2: Prevalence of traditional practices regarding food, work and "Metaten",

during last pregnancy in Adamitulu Woreda: May-August 1997

Traditional Urban Rural Total
(n=328) (n=695) (n=1023)
practice NO.(%) No.(%) No.(%)

1. FOOD ITEM RESTRICTION

—=In the first trimester

No restriction 324(98.8) 653(94.0) 977(95.5)
1-2 4(1.2) 37(5.3) 41(4.0)
3-4 0(0.0) 5(0.7) 5(0.5)
~In the second trimester
No restriction 325(99.1) 647(93.1) 972(95.0)
1-2 3(0.9) 37(5.3) 40(3.9)
3-4 0(0.0) 11(1.6) 11(1.1)
>4 0(0.0) 1(0.1) 1(0.1)
—In the third trimester
No restriction 279(85.1) 301(43.3) 580(56.7)
1-2 27(8.2) 162(23.3) 189(18.5)
3-4 13(4.0) 162(23.3) 175(17.1)
>4 9%2.7) 70(10.1) 79(7.7)
2. FASTING DURING PREGNANCY
Yés 115(35.1) 293(42.2) 408(39.9)
No 213(64.9) 402(57.8) 615(60.1)

—Period of fasting
First trimester 61(53.0)  51(17.4) 112(27.5)
Second trimester 72(62.6) 127(43.3) 199(48.8)

Third trimester 97(84.3) 182(62.1) 279(68.4)
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Table 2 Cont'd

Traditional Urban Rural Total
(n=328) (n=695) (n=1023)
practice NO.(%) No.(%) No.(%)
3. WORK DURING PREGNANCY
-Fetching water
Yes 239(72.9) 648(93.2) 887(86.7)
No 89(27.1) 47(6.8) 136(13.3)
=Collect fire wood
Yes 118(36.0) 614(88.3) 732(71.6)
No 210(64.0) 81(11.7) 291(28.4)
-Cooking food
Yes 317(96.6) 680(97.8) 997(97.5)
No 11(3.4) 15(2.2) 26(2.5)
4, "METATEN" DURING PREGNANCY
Yes 7(2.1) 402(57.8) 409(40.0)
No 321(97.9) 293(42.2) 614(60.0)
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Thirty two (53.3 %) of the urban respondents, who experienced tape worm
infestation were treated in the health institutions but few (21.6 %) of the rural
respondents were treated in the health institutions and health posts. The majority
(63.7 %) of the respondents, who were infested with tape worm, took the herbal
medicine "kosso" (Hagenia abyssinica) after preparing it by themselves. Eighty
nine percent of the respondents, who didn't go to the health institutions/ health
posts, know the herbal medicine for tape worm infestation and believe that the
"kosso" best cures tape worm infestation than modern medicine. During
pregnancy, kosso is also taken for other purposes in addition to cure for tape
worm infestation. Ninety nine (30.2 %) of the urban and 569 (81.9 %) of the
rural respondents had taken "kosso" during pregnancy for the purposes of washing
(cleaning) the abdomen during labour, hence, facilitating labour (59.3 %);
removing food (eaten by the mother) from the body of the fetus (72.0 %); to feel
at ease (36.2 %) and increasing appetite (24.1 %). Of 668 who took kosso, 29 %
, 35.5 % and 98.8 % took in the first, second and third trimesters, respectively.
During the first trimester the majority (75.8 %) were taking kosso every month.
As the stage of pregnancy increases the frequency of taking kosso also increased.
In the second trimester 110 (45.6 %) were taking every month. In the third
trimester 80.7 % were taking kosso every 1-7 days. Two hundred thirty five (23.0
%) mothers experienced diseases, other than tape worm infestation, during
pregnancy. Diseases and symptoms/signs reported by the respondents were malaria

(51.9), Gastrointestinal problems (3.0 %), headache (2.1 %), throat diseases (2.6
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%), diseases of reproductive organ (0.4 %), and other diseases (40.0 %). Of the
mothers who experienced disease, the majority (91.9 %) were treated in the health
institutions and health posts. Fifty five percent of the urban and 63.3 % of the
rural respondents reported that it is the husband who decides where to go to seek
help when the pregnant wife is sick.

Forty one percent were making sex while they are pregnant. The reasons
given for making sex during pregnancy were: 1. the ejaculated fluid is considered
as food for the fetus (16.5 %) 2. To get heat for her self (41.3 %) 3. Other
reasons including clearing the eye of the fetus (55.4 %). The following reasons
were given for abstaining sex during pregnancy: 1. It is a sin to make sexual
intercourse during pregnancy (4.0 %) 2. It is believed that it will result in loss of
conceptus tissue/child (28.8 %) 3. It is believed that it will make the mother sick
(13.2 %) 4. The mother feel tired to make sex during pregnancy (42.7 %). Out
of 604 women who abstained sex during pregnancy 143(23.7 %) allowed their

husband to make sex with other women.
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Table 3: Prevalence of traditional practices regarding treatment, sex and clothing

during last pregnancy in Adamitulu Woreda: May-August 1997

Traditional practice Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)

1. Intake of Kosso with out
tape worm infestation
Yes
No

99(30.2) 569(81.9)  668(65.3)
229(69.8)  126(18.1)  355(34.7)

-Stage of pregnancy when

kosso is taken
21(21.2) 173(30.4) 194(29.0)

39(39.4) 198(34.8)  237(35.5)
93(93.9) 567(99.6)  660(98.8)

First trimester
Second trimester

Third trimester

2. Experience of tape
worm infestation
during pregnancy

Yes
No

60(18.3) 111(16.0)  171(16.7)
268(81.7)  S584(84.0)  852(83.3)

3. Disease experience other

than tape worm infestation
Yes 71(21.6) 164(23.6) 235(23.0)

No 257(78.4)  531(76.4)  788(77.0)
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Table 3 Cont'd

Traditional practice Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)
~Place of treatment
H/ institution 67(94.4) 149(90.9) 216(91.9)
Other place 4(5.6) 15(9.1) 19(8.1)
4. Sex experience
during pregnancy
Yes 126(38.4) 293(42.2) 419(41.0)
No 202(61.6) 402(57.8) 604(59.0)
-Husband allowed to make
sex with others
(If there is abstinence)
Yes 22(10.9) 121(30.1) 143(23.7)
No 180(89.1) 281(69.9) 461(76.3)
5.Wearing special type of
cloth during pregnancy
Yes 287(87.5) 316(45.5) 603(58.9)
No 41(12.5) 379(54.5) 420(41.0)

H/institution — Health institution
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53. PRACTICES AND BELIEFS DURING LAST LABOUR AND
DELIVERY

The most prevalent traditional practices during labour and delivery are
presented in tables 4 and 5. One hundred eleven (33.8 %) of the urban and only
59(8.5 %) of the rural respondents have delivered at health institution. Of 849
women who delivered at home, the delivery of 186(21.9 %) was assisted by
TTBAs and the delivery of 663 (79.1 %) was assisted by untrained birth
attendants. Five hundred twenty five (61.8 %) of the home deliveries delivered
on floor covered with hide. Twenty two (6.7%) of the urban and 185 (26.6 %)
of the rural respondents drunk goat or sheep blood during delivery to replace lost
blood (90.8 %) and for strength (9.2 %). Sixty nine percent of the respondents
reported that the husband decides where to seek help during labour and delivery.
The pregnancy outcome was alive baby for 326 (99.4 %) of the urban and 676
(97.3 %) of the rural respondents. For 2.5 % of the respondents, who delivered
outside health institutions, the umbilical cord was not tied after cutting it. The
reasons given for not tying the umbilical cord were: 1. The umbilical stump dries
by itself (19.0 %), 2.1t was left untied unknowingly (38.1 %), 3. Other reasons
(42.9 %). Twenty two (6.7 %) of the urban and 197 (29.1 %) of the rural
respondents gave butter for the new bomn for the purposes of washing or clearing
the intestine of the new bom (64.8 %), making the intestine of the new bomn
smooth (62.1 %) and other reasons (16.9 %).

There were special ceremonies during labour in 751 (88.5 %) of the
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respondents like singing (95.5 % ), applying butter on the head of all people in

the house (65.1 %) and smoking leaves (of good smell) in the house (25.3 %).
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Table 4 Cont'd

Traditional practices Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)

4. Birth canal lubrication with

butter during delivery*

Yes 12(5.5) 63(10.0) 75(8.8)

No 205(94.5) 569(90.0) 774(91.2)

5.Drinking goat/sheep blood

during last delivery

Yes 22(6.7) 185(26.6) 207(20.2)

No 306(93.3) 510(73.4) 816(79.8)

6. Practices after delivery

~Time mother go out of home first

Within 2-7 days 3(0.9) 22(3.2) 25(2.4)

Within 8-14 days 7(2.1) 11(1.6) 18(1.8)

Within 15-30 days 48(14.6) 82(11.8) 130(12.7)

Within 31-44 days 88(26.8) 129(18.6) 217(21.2)

After 44 days 182(55.5) 451(64.9) 633(61.9)

- Refrain sex after delivery

<1 month 5(1.5) 11(1.6) 16(1.6)

1-2 month 178(54.3) 443(63.7) 621(60.7)

3—4 months 104(31.7) 206(29.6) 310(30.3)

>4 months 41(12.5) 35(5.0) 76(7.4)

*For deliveries out side health institutions



Table 5: Prevalence of traditional practices, done on the umbilical cord and the

child, during last labour and delivery, in Adamitulu Woreda: May-August 1997

Traditional practices Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)
1.Material used to
cut umbilical cord*
New/boiled razor blade 120(55.8) 85(13.7) 205(24.5)
New/not boiled-
razor blade 80(37.2) 530(85.2) 610(72.9)
Used/boiled razor blade 1(0.5) 3(0.5) 4(0.5)
Boiled scissor 12(5.6) 1(0.2) 13(1.6)
Used/not boiled—
blade/scissor 0(0.0) 2(0.3) 2(0.2)
Other materials 2(0.9) 1(0.2) 3(0.4)
2. Umbilical cord tied
after cutting*
Yes 215(100.0)  601(96.6) 16(97.5)
No 0(0.0) 21(3.4) 21(2.5)
3. Is any thing applied to
the umbilical stump?*
Yes 44(20.5) 145(23.3) 189(22.6)
No 154(71.6) 423(68.0) 577(68.9)
~ Don't know 17(7.9) 54(8.7) 71(8.5)
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Table 5: Prevalence of traditional practices, done on the umbilical cord and the

child, during last labour and delivery, in Adamitulu Woreda: May-August 1997

Traditional practices Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)

1.Material used to
cut umbilical cord*
New/boiled razor blade 120(55.8) 85(13.7) 205(24.5)
New/not boiled-

razor blade 80(37.2) 530(85.2) 610(72.9)
Used/boiled razor blade 1(0.5) 3(0.5) 4(0.5)
Boiled scissor 12(5.6) 1(0.2) 13(1.6)
Used/not boiled—

blade/scissor 0(0.0) 2(0.3) 2(0.2)
Other materials 2(0.9) 1(0.2) 3(0.4)

2. Umbilical cord tied
after cutting*
Yes 215(100.0)  601(96.6) 16(97.5)
No 0(0.0) 21(3.4) 21(2.5)
3. Is any thing applied to

the umbilical stump?*

Yes 44(20.5) 145(23.3)  189(22.6)
No 154(71.6)  423(68.0)  577(68.9)
‘Don't know 17(79) 5487 7185
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Table 5 Cont'd

Traditional practices Urban Rural Total
(n=328) (n=695) (n=1023)
No.(%) No.(%) No.(%)
4 Material applied to the stump*
Mud 2(4.5) 21(14.5) 230123
Soil 6(13.6) 32(22.1) 38(20.1)
Cow dung 0(0.0) 10(6.9) 10(5.30
Butter 34(77.3) 80(55.2) 114(60.3)
Other material 2(4.5) 2(1.4) 4(2.1)
5. Butter given to the new born
Yes 22(6.7) 197(29.1) 219(21.9)
No 304(93.3) 479(70.9) 783(78.1)
6. Practices after delivery
-Hot metal applied to the
child when he/she has
abdominal cramp
Yes 5(1.5) 39(5.8) 44(4.4)
No 321(98.5) 637(94.2) 958(95.6)
—Commencement of breast feeding
Within 2 hours-
of delivery 156(47.9) 493(72.9)  649(64.8)
After 2 hours-
of delivery 170(52.1) 183(27.1) 353(35.2)

*For deliveries out side health institutions
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5.4. RESULTS OF FOCUS GROUP DISCUSSIONS (FGD)
A total of 14 FGDs were conducted on six selected topics. The topics and

the results of the discussion are presented below.

5.4.1. Foods that are not restricted and restricted during pregnancy

Three FGDs were conducted on food with 1. mothers who have given three
or more births in Zeway town 2. Mothers who have given three or more births
in the rural area 3. Traditional birth attendants in the rural area. Most ideas were
similar in all the three groups. Usually, both in the urban and rural areas, the
pregnant women prepare the food for themselves and the family. If the pregnant
women have daughters, the daughters assist their mothers in preparing the food.
Yogurt, cheese, milk, meat(fatty), kale, fish, and towards the end porridge (Genfo)
are restricted during pregnancy. The other food items are not restricted. The
reasons given for restriction were: 1. These foods are believed to attach on the
fetus if eaten during pregnancy. 2. These foods, if they are eaten during
pregnancy, will result in bad odour of the blood and other fluids during labour and
delivery. Two traditional birth attendants mentioned that "if it is known that the
pregnant woman eats these restricted food items, the birth attendants are not
willing to assist her delivery because of the fear of bad odour of the fluid
during her delivery"”. 3. If meat is eaten during pregnancy, it is believed that the
child will be born with the meat in his hands. 4. These food items are believed to
make the pregnant women fat so that during delivery the birth canal is obstructed
resulting in obstructed labour. Additionally, these foods are believed to increase
the size (weight ) of the fetus hence causing difficulty during labour. The number
of wom_en, who restrict food Eiun'né preg_nancy, in the past ten years is decreasing.
The participants of FGD from Zeway town believe that food restriction during
pregnancy should not continue because the above problems didn't occur in the past

years. Even if the problems occur, they can be overcome by health professionals.
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The rural participants however have a different view. The women, who gave three
or more births, believe on the importance of continuation of food restriction during
pregnancy. The Traditional Birth Attendants are in between. On the one hand they
believe that if the pregnant women didn't eat these foods they will be tired during
labour so that it is good to eat these foods for the future during pregnancy. On the
other hand they believe on the side effects of these foods (mentioned above) that

food restriction should continue for the future during pregnancy,

5.4.2. Taking "Kosso" during pregnancy without the presence of symptoms
and signs of tape worm infestation

The same individuals who participated on food intake during pregnancy
participated in these FGDs. Kosso is taken during pregnancy for treatment of tape
worm infestation, for clearing the fetus by removing the foods attached to it, for
strength of the fetus, for feeling at ease, for avoiding bad smell of the blood and
other fluids during labour and delivery, for clearing the intestine of the pregnant
women so that she will be clean during deﬁvery. Usually kosso is taken, during
pregnancy, every month up to the seventh month of pregnancy. After seven
months the pregnant take kosso every 4-7 days. Some women take seed of
pumpkin instead of kosso. Kosso, when taken during pregnancy, makes the mother
exhausted. The urban participants said that only few pregnant women in the town
are taking kosso. The rural participants (including Birth Attendants) said that the
majority of the pregnant women are still taking kosso during pregnancy. The
urban participants and the rural Traditional Birth Attendants believe that taking
kosso during pregnancy should stop but the rural women participants, who gave

three or more births, believe on the importance of continuation of taking kosso

during pregnancy. —

5.4.3. Place of delivery
Two FGDs were conducted on place of delivery. The first FGD was

conducted with urban women who gave three or more births. According to them
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the majority of the women deliver in health institutions. If labour starts during the
night, some of them deliver at home by assistance of Trained Traditional Birth
Attendant or by Traditional Birth Attendants. The FGD conducted with the rural
counterparts revealed that the majority of the women deliver at home. After initial
trial of labour, the Traditional Birth Attendant, the husband and herself decide to
seek help from health institutions. They believe that if they deliver at home, God

facilitates the delivery.

5.4.4. Malaria

Two FGDs were conducted on malaria. The first group was formed by
urban women who gave three or more births. The discussion revealed that the
people in the urban area know the signs and symptoms of malaria and when sick
they immediately go to health institutions. Antimalarial drugs are not available in
open market or shops. The second group was formed by the rural counterparts.
According to the discussion with them, the people in the rural area know the signs
and symptoms of malaria but they decide lately to seek help in the health
institutions. The reason given for delay was to give time if the symptoms and
signs subsided without medication. There are no traditional medicines in the area

for treatment of malaria.

5.4.5. Work during pregnancy

Two FGDs were conducted on work during pregnancy. The first group was
formed by urban women who gave three or more births. The discussion with them
revealed that women in the urban area are engaged in activities like cooking food,
cleaning house, fetching water, preparing local drinks, trade, etc. The work load
of pregnant is the same as the non-pregnancy period. They believe that pregnant
should work towards the end of pregnancy in order to facilitate labour. Some
problems, like abortion and injury, were seen in the area (esp. Gerbi State Farm
employees) due to work over load. The second group was formed by the rural

counter parts. According to the discussion with them, the women in the rural areas
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are engaged in farm activities, food cooking, fetching water, collecting fire wood
etc. The work load of pregnant is the same as the non-pregnancy period. The
participants believe that due to work overload problems like abortion, lying of the
fetus on the lateral side of the abdomen and entry of the fetus to the lower birth
canal, could be resulted. When problems like these occur, she will be first seen
by the local traditional healer Before she is seen by health professionals. The
reason given for continuing to work during pregnancy was that it is an obligation

for them to work since no body assists them the work they are supposed to do.

5.4.6. Feeding of the new born

Two FGDs were conducted on feeding of the new bom. The first group
was formed by urban women who gave three or more births. The discussion with
them revealed that women in the urban area give, to their new born, boiled and
cooled water with some sugar added to it. Women in the urban area usually do not
start breast feeding until 10 hours to 5 days after delivery when their milk starts
to flow out of the nipple. During this period the new bom is given water. Most
of the mothers express and discard colostrum because of the following reasons:
1. It is believed that it causes abdominal cramp for the new born. 2. Since it has
stayed in the breast for long time it is considered as dirty. 3. It is not liked by
most of the mothers because of its colour and sticky character. Most of the
mothers in Zeway town do not give butter to their new bomn. The second group
constituted their rural counterparts. According to the discussion with them, the
women in the rural area start breast feeding their new bom when it starts to cry,
i.e. they do not start breast feeding immediately after delivery. The mothers in the
rural area do not discard colostrum even though they don't known the importance
of colostrum. They give butter for the new bomn to wash the dirty materials in the
intestine of the new born and to prevent abdominal cramp. They do not give water
to the new born but they apply unboiled water, cow milk, butter, on the mouth of
the new born. The reason to applying is to ask God to make the child rich in his

future life.
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5.5. FACTORS ASSOCIATED WITH PRACTICES DURING
PREGNANCY, LABOUR AND DELIVERY

Residence, income, age, religion, ethnicity, education status, occupation,
marital status, and number of pregnancy were included in the logistic regression
model. Many variables which showed significant association in the bivariate
analysis turned to be non significant in the multivariate analysis. Taking age group
15-19 as referent category, age group 20-29 (OR=0.28), age group 30-34
(OR=0.94), age group 35-39 (OR=4.47), and age group 40-49 (OR=2.25) were
found to be significantly associated with yogurt restriction in the third trimester
of pregnancy. Intake of kosso during pregnancy ( with out the presence of signs
and symptoms of tape worm infestation) was found to be significantly associated
with rural residency (OR=10.5) (urban residency taken as referent category),
Oromo ethnicity (OR=2.0), Guragie ethnicity (OR=0.37) (Ambhara ethnicity taken
as referent category), and being able to read and write (OR=0.54) (Illiterates taken
as referent category). Place of delivery was found to be significantly associated
with Protestant religion (OR=1.56) (Orthodox and Catholic religion taken as
referent category), Guragie ethnicity (OR=1.51) (Amhara ethnicity taken as
referent category), 2-4 pregnancy number (OR=0.47) (first pregnancy taken as
referent category), and monthly income 150-499 Birr (OR=1.88) (monthly income
30-149 taken as referent category). The results of bivariate and multivariate

analysis are displayed in tables 6, 7 and 8.
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Table 6. Association of factors with restriction of yogurt in the third
trimester of last pregnancy, Adamitulu Woreda, May-August 1997

Sociodemogra- yogurt restriction

Crude Adjusted
phic No Yes OR 95% ClI OR 95%Cl
characteristics No(%) No(%)
RESIDENCE
Urban* 377(56.1) 318(90.6) 1.0
Rural 295(43.9) 33(9.4) 7.54(15.03-11.36) NS
AGE
15-19* 56(8.3) 10(2.8) 1.0
20-24 155(23.1) 87(24.8)  0.32(0.14-0.68)  0.28(0.13-0.61)
25-29 203(30.2) 107(30.5) 0.34(0.16-0.72)  0.58(0.17-2.07)
30-34 105(15.6) 61(17.4) 0.31(0.14-0.68) 0.94(0.64-1.39)
35-39 101(15.0) 50(14.2)  0.36(0.16-0.81)  4.47(2.75-7.29)
40-49 52(7.7) 36(10.3) 0.26(0.11-0.61)  2.25(1.35-3.74)
RELIGION
Orthodox or
Catholic* 266(39.6) 50(14.2) 1.0
Moslem 339(50.4) 288(82.1) 0.22(0.16-0.32) NS
Protestant 67(10.0) 13(3.7) 0.97(0.48-2.0) NS
ETHNICITY
Ambhara* 131(19.5) 11(3.1) 1.0
Oromo 372(55.4) 286(81.5) 0.11(0.05-0.21) NS
Guragie 98(14.6) 28(8.0) 0.29(0.13-0.65) NS
Other 71(10.6) 26(7.4) 0,23(0.10-0.52) NS
EDUCATION STATUS
Illiterate* 427(63.5) 321 ©15 1.0 -
Can read&write 60(8,9) 13(3.7) 3.47(1.81-6.76) NS
Elementary 66(9.8) 11(3.1) 4.51(2.27-9.19) NS
Secondary+ 119(17.7) 16(4.6) 5.59(3.17-10.0) NS
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Table 6 Cont'd

Sociodemogra- yogurt restriction

Crude Adjusted
phic No Yes OR 95% ClI OR 95%ClI
characteristics No(%) No(%)
OCCUPATION
Not house-
wife* 66(9.8) 19(5.4) 1.0
House wife 606(90.2) 332(94.6)  0.53(0.30-0.91) NS
MARITAL STATUS
Single* 25(3.7) 7(2.0) 1.0
Married 614(91.4) 322(91.7)  0.34(0.08-1.23) NS
Divorced/Sep. 17(2.5) 3(0.9) 1.59(0.3-9.14) NS
Widowed 16(2.4) 19(5.4) 0.24(0.07-0.77) NS
PREGNANCY NUMBER
1* 86(12.8) 23(6.6) 1.0
2-4 289(43.0) 134(38.2) 0.58(0.34-0.98) NS
5+ 297(44.2) 194(55.3) 0.41(0.24-0.69) NS

*referent category

NS - Non-Significant
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Table 7:

Asscociation of factors with intake of

"kosso"

during last pregnancy with out the presence of signs and

symptoms of tape worm infestation, Adamitulu Woreda, May-

August 1997

Sociodemogr  Kosso intake Crude Adjusted
aphic chara-  Yes No OR 95% Cl OR 95%ClI
cieristics No(%) No(%)

RESIDENCE

Urban* 99(14.8) 229(64.5) 1.0

Rural 569(85.2) 126(35.5) 10.5(7.6-14.3) 1.8(1.5-2.3)
RELIGION

Orth/Cath* 139(20.8) 177(49.9) 1.0

Moslem 504(75.4) 123(34.6) 5.22(3.84-7.10) NS

Protestant 25(3.7) 55(15.5) 0.58(0.33-1.01) NS
ETHNICITY

Amhara* 28(4.2) 114(32.1) 1.0

Oromo 531(79.5) 127(35.8) 17.0(.6-27.6) 2.0(1.3-3.1)
Guragie 63(9.4) 63(17.7) 4,1(2.3-7.3) 0.4(0.35-0.39)
Other 46(6.9) 51(14.4) 3.7(2.0-6.8) 1.15(0.8-1.65)
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Table 7 cont'd

Sociodemogr Kosso intake Crude Adjusted
aphic chara- Yes No OR 95% CI OR 95%ClI
cteristics No(%) No(%)

EDUCATION

STATUS

llliterate* 574(85.9) 174(49.0) 1.0

Read &write  46(6.9) 27(7.6) 0.52(0.30-0.88) 0.5(0.39-0.75)
Elementary 26(3.9) 51(14.4) 0.15(0.09-0.26) 0.66(0.4-1.09)
Secondary+  22(3.3) 103(29.0) 0.06(0.04-0.11) 1.15(0.7-1.82)
OCCUPATION

Not hou-

se wife* 41(6.1) 44(12.4) 1.0

House wife 627(93.9) 311(87.6) 0.46(.29-.74) NS
PREGNANCY

NUMBER

* 57(8.5) 52(14.6) 1.0

2-4 257(38.5) 166(46.8) 1.41(0.90-2.20) NS

5+ 354(53.0) 137(38.6) 2.36(1.51-3.68) NS

INCOME

(BIRR/MONTH)

30-149* 344(30.1) 120(33.8) 1.0

150-499 281(42.1) 185(52.1) 0.53(0.4-0.71) NS

500+ 21(3.1) ~ 35(9.9) 0.21(0.11-0.39) NS

*referent category
NS - Non-Significant
Orth/Cath - Orthodox or Catholic
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Table 8: Association of factors with preference of place

of last delivery
in Adamitulu Woreda: May-August 1997

Sociodemogr  H/inst.Deliv.# Crude Adjusted
aphic chara- OR 95% CI OR 95% CI
cteristics Yes No
No(%) - No(%)
RESIDENCE
Urban* 111(65.3) 217(25.4) 1.0
Rural 159(34.7) 636(74.6) 0.18(0.13-0.26) NS
RELIGION
Orth/Cathol*  94(55.3) 222(26.0) 1.0
Moslem 49(28.8) 578(67.8) 0.2(0.13-0.30) 0.74(0.41-1.35)
Protestant 27(15.9) 53(6.2) 1.2(0.69-2.09) 1.56(1.09-1.72)
ETHNICITY
Amhara* 56(32.9) 86(10.1) 1.0
Oromo 63(37.1) 595(69.8) 0.16(0.10-0.25) 0.83(0.57-1.21)
Guragie 25(14.7) 101(11.8) 0.38(0.21-0.68) 1.51(1.07-2.14)
Other 71(41.5) 26(3.0) 4,19(2.31-7.66) 1.17(0.76-1.77)
EDUCATION STATUS
llliterate* 79(46.5) 669(78.4) 1.0
Read &write 10(5.9) 63(7.4) 1.34(0.62-2.84) NS
Elementary  26(15.3) 51(6.0) 4.32(2.46-7.54) NS
Secondary+  55(32.3) 70(8.2) 6.65(4.26-10.39) NS

57



Table 8 Cont'd

Sociodemogr H/inst.Deliv.# Crude Adjusted
aphic chara- OR 95% ClI OR 95% ClI
cteristics Yes No
No(%) No(%)
OCCUPATION
Not house-
wife* 24(14.1) 61(7.2) 1.0
House wife 146(85.9) 792(92.8) 0.47(0.28-0.80) NS

PREGNANCY NUMBER

1* 32(18.8) 77(9.0) 1.0
2-4 81(47.6) 342(40.1) 0.57(0.34-0.95) 0.47(0.31-0.72)
5+ 57(33.5) 434(50.9) 0.32(0.19-0.53) 1.06(0.80-1.40)

INCOME (BIRR/MON)

30-149* 44(27.3) 420(50.96) 1.0
150-499 90(55.9) 376(45.6) 2.28(1.53-3.43) 1.88(1.35-2.61)
500+ 27(16.8) 29(3.5) 8.89(4.63-17.1) 1.20(0.90-1.58)

*referent category

NS - Non-Significant

H/inst.Deliv.#- Health institution delivery including
health post delivery

Orth/Cathol - Orthodox and Catholic
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6. DISCUSSION

This study identified the major traditional practices in the study area and
measured the magnitude of these practices. In addition the factors for selected
traditional practices are analyzed, which makes this study different from the
previous studies conducted in Ethiopia. For this reason comparison of the study
result, especially the association of factors with the traditional practices, was
difficult.

In this study milk, yogurt, cheese, meat, egg, haricot bean, kale, fish and
towards the end of pregnancy porridge are restricted during pregnancy. Yogurt is
restricted by many pregnant women in the third trimester of pregnancy. Age was
found to be significantly associated with yogurt restriction in the third trimester
of last pregnancy. One of the reasons given for restriction, as the study finding in
Sudan (26), is the belief that eating unrestricted amount of food will result in big
fetus which will cause obstructed labour. The other reasons given for restriction,
which were not mentioned in other studies were: 1. these foods are believed to
attach on the fetus 2. these foods are believed to cause bad odour of the blood and
other fluid during labour and delivery. 3. if meat is eaten during pregnancy, it is
believed that the fetus will be born with the meat in his hands. 4. these food items
make the pregnant women fat so that their birth canal is narrowed during labour.
These given reasons are not scientifically acceptable because there is no

association between the foods eaten and direct attachment or contact of the food
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to the fetus, odour of the blood and other fluids during labour/delivery, and
narrowing of the birth canal. Food restriction, of course, will result in small fetus
whose delivery will be easier (9). But the complications of food restriction are
dangerous compared to the complications of normal or big size fetus. The number
of food items restricted and the number of pregnant women who restricted food
is found to increase, in this study, with the increase in the period of pregnancy.
Since fetal nutrition needs are small in early pregnancy compared to later, this
increased practice of food restriction in the late period of pregnancy is harmful
(57). In addition to deliberate food restrictions, 42.2 % of the respondents fast
during pregnancy which further threaten the nutrient supply of the mother and the
fetus (9,10,23,39,58).

Only 34.6 % and 352 % of respondents who were fetching water and
collecting fire wood, respectively, reported their work to have been less hard
compared to the non-pregnancy period. This indicates that the majority are
engaged in hard work, which is not usually compensated by high energy intake,
the combined effect of which will be preterm delivery, low birth weight, and
preeclampsia (32,33,10,59).

Fifty eight percent of the rural and only 2.1 % of the urban respondents
applied smoke of leaves or wood ("Metaten") to them selves. The prevalence of
"Metaten" and its effects were not studied previously. One hundred seventy one
(16.7 %) of the respondents experienced tape worm infestation of which 63.7 %

took "kosso" (Hagenia abyssinica) after preparing it by themselves. In addition to
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the use of kosso for treatment of tape worm infestation it was also used by 668
(65.3 %) of the respondents for the purposes of washing (cleaning) the abdomen
during labour hence facilitating labour (59.3 %), removing food (eaten by the
mother) from the fetus (72.0 %), to feel at ease (36.2 %), and increasing appetite
(24.1 %). The other reasons given were for avoiding bad smell of the blood and
other fluids during labour and delivery, and for strength. Intake of kosso during
pregnancy ( with out the presence of signs and symptoms of tape worm
infestation) is significantly associated with residence, ethnicity, and education
status. The reasons given above are different from the belief of Hadiya and
Kembata people who take kosso for the purposes of cleaning the bowels (as it
would be shameful for a woman to show intestinal parasites at birth), making
space for the fetus, and keeping the fetus's weight down(17). This difference in
belief is possible because the study area are different. All the reasons given for
taking of kosso during pregnancy (in the absence of signs and symptoms of tape
worm infestation) have no scientific evidence. Though the teratogenic effect of
kosso is not studied other side effects of kosso like blindness, and changes in the
cardiovascular, respiratory and central nervous systems have repeatedly been found
in people who took overdoses of kosso (20).

Compared to other studies in Ethiopia (17) which stated that more than half
of all health seekers used traditional healers, lay treatment, or self treatment, the
utilization of health services and health posts is high in this study (91.9 %). This

may be related to the nature of illness the pregnant women had experienced or
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that the study included rural communities who are closer to an urban setting (10
km radius), for whom health institutions are accessible.

Fifty nine percent of the respondents abstained from making sex during
pregnancy. The two reasons given for continuing sex "for clearing the eye of the
fetus" and "the ejaculated fluid is considered as food for the fetus" have no
scientific evidence of importance in this regard. Out of 604 women who abstained
sex during pregnancy, 143 (23.7 %) allowed their husbands to make sex with
other women. Though the association between coitus and premature birth or
pPROM are still debatable, the tradition of sex with many women and polygamy,
in the era of HIV/AIDS epidemic, are extremely dangerous (39,40,41,42).

One hundred eleven (33.8 %) of the urban but only 59 (8.5 % ) of the rural
respondents have delivered in health institutions. This finding is in agreement with
the findings of The Safe Motherhood Need Assessment in Ethiopia (1996) which
reported that large numbers of women are delivering in the community (47). Of
the women who delivered at home, only the delivery of 186 (21.9 %) was assisted
by Trained Traditional Birth Attendants. Religion, ethnicity, number of pregnancy,
and income are found to be significantly associated with place of delivery. Overall
93.5 % used new blade (with and with out boiling) which is similar with the
findings in Gondar (92 % used new blade with out boiling ) (19). One hundred
eighty nine (22.6 %) of the respondents applied mud, soil, cow dung, butter, and
other materials on the umbilical stump. Contamination of a wound of a new born's

umbilical stump, or of puerperal uterus (following inexpert attempts to remove a
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retained placenta) increases the risk of developing tetanus (11,12,43). For 21 (3.4
%) of home deliveries in the rural area the umbilical cord was not tied which is
lower than the report of a finding in Gondar region (24.0 %) in 1978 (19). This
is not a good practice because the new born may die of bleeding unless the
umbilical cord is tied after cutting it (60).

For 320 (37.7 %) home deliveries abdominal massage was applied to expel
the fetus and placenta, which is lower than the figure reported (57.7 %) for the
whole country (47). Abdominal massage is not medically recommended because
it is assumed to cause unnecessary contractions, and will lead to retention of the
placenta by creating contraction in the lower uterine segment (Personal
communication).

The birth canal of 75 (8.8 %) home deliveries was lubricated with butter. The
prevalence of birth canal lubrication is not studied previously except mentioning
that TBAs, in Ethiopia, facilitate deliveries through massaging and other forms of
manipulation, often involving lubrication of the birth canal with butter (17).
Lubrication of birth canal with butter introduces infection to the birth canal and
to the fetus or new born.

Two hundred seven women drunk goat or sheep blood during delivery for the
purpose of replacing lost blood and to become strong. It is difficult to describe
this as harmful, useful or neutral. For this reason the effects of this practice should
be studied further.

For the majority of women it was the husband who decides where to seek help
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during pregnancy, labour and delivery as it is generally true in Ethiopia and other
developing countries where the husband is the head of the household.

The results of Focus Group Discussion revealed that in the urban area
colostrum is expressed and discarded. One of the reason given for discarding it
was that since it has stayed for long time at the tip of the breast it is considered
as dirty. Similar reasons were given in Addis Ababa and Guinea-Bissua (45,46).
As the findings in Addis Ababa (46), the other reasons given were 1. [t causes
abdominal cramp for the new born and 2. it is not liked by most of the mothers
because of its colour and sticky character. The interesting finding is that women
in the rural area are not discarding colostrum. Colostrum has a unique anti-
infective properties specially adapted to the environment the new born shares with
the mother (45). For this reason discarding colostrum is a harmful traditional
practice. Three hundred fifty three (35.2 %) of the respondents, whose delivery
outcome was alive baby, started to breast feed their children two hours after
delivery. The mothers in the urban area start to breast feed their children when the
milk starts to flow out of the nipple, usually ten hours to five days. Till then
boiled and cooled water, with some sugar in it, is given to the child. The study in
Addis Ababa also revealed that the time of initiation of breast feeding entirely
depends on the time the milk started to flow (46). Early initiation of breast feeding
consistently appears as a key factor in the establishment and duration of breast
feeding. Early mother-to-skin, skin-to-skin contact and demand feeding are

important factors in enhancing breast feeding (61). Two hundred nineteen (21.9
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%) of the total respondents has given butter to the new born for the purposes of
washing the kosso in the intestine of the new born which was taken by the mother
while pregnant (64.8 %), and to make the intestine of the new bom smooth (62.1
%). There is a finding also in parts of Northern Ethiopia that the newly born baby
is generally given some butter to eat after birth which is thought to clear the
baby's intestines from black tar & other fluids accumulated during pregnancy (17).
Giving butter to a new born, instead of breast milk, is a harmful traditional
practice because breast milk contains the complete range of nutrients necessary to
the infant and is easier to digest than any other kind of milk or milk products
(62,63).

Forty four mothers (4.4 %) have applied hot metal to their children when they
were having abdominal cramp which is lower than the report of The Safe Mother
Hood Need Assessment in Ethiopia (47). This practice is harmful because it is
painful for the child, it causcs wound and wound infection, and it's effect in
relieving abdominal pain is not a proven fact(64). Six hundred thirty three (61.9
%) of the respondents first go out of home forty four days after delivery. That
means until they go out the babies are not exposed to the sun. The report of Safe
Mother Hood Needs Assessment in Ethiopia states that 33.0 % of the mothers
confine babies from sun (47). Lack of access of skin to UV irradiation predispose

-the infant to vitamin D deficiency so that delayed exposure to sun light is a
harmful traditional practices (63).

Six hundred twenty one (60.7 %) of the respondents refrain from sex for 1-2
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months after delivery. Resuming sex early after delivery could not be labelled as
harmful or useful. But unless the mother is frequently breast feeding, or taking
contraceptives, it will lead her to become pregnant again, which is not good for
the mother and the child.

In general the harmful, useful or neutral effects of the identified traditional

practices are presented as follows:

A. Harmful practices
—Restriction of food during pregnancy (9,10,27,29,30,31)
~Hard work during pregnancy (9,10,32,33)
-Taking kosso for the treatment of tape worm infestation because the individual
could face complications due to overdose (37,38)
-Taking kosso for purposes other than tape worm infestation (37,38)
—Husband allowed to make sex with other women, when the wife is pregnant
(42) .
~Delivery in unsafe circumstances (11,12,43,44)
—Abdominal massage during labour and delivery (personal communication)
-Birth canal lubrication with butter (personal communication)
-Using unboiled materials to cut the umbilical cord (11,12,43,44)
—Applying butter, mud, soil, and cow dung on the umbilical stump (11,12,43,44)
-Leaving the umbilical cord without tying (60)

-Giving butter for the new born (62,63)
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—Delayed exposure to sun light (65)
-Discarding colostrum (45)
—Delayed commencement of breast feeding (61)

—~Applying hot metal to children when they have abdominal pain (64)

B. Useful practices
—~Majority of the pregnant women were treated in the health institutions when
they are sick during pregnancy.
—Wearing special clothes during pregnancy makes the pregnant women to feel

at ease

C. Practices whose effect is not well known or studied
—Sex during pregnancy (40)
—"Metaten" during pregnancy

-Drinking goat or sheep blood during delivery

LIMITATIONS OF THE STUDY

The study has looked into several factors ( residence, age, income, religion,
ethnicity, education, occupation, marital status and number of pregnancy) that can
be associated with the identified traditional practices. The list however is not
complete and factors not considered here may have significant associations.

Income in the rural areas is determined by converting the total amount of grains
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produced, in one year, into money, the calculation of which was based on the

local price. But they could have other sources of income which is not considered

in the calculation of income.

Validity and generalizability

This study is reliable because extensive training was given, fairly large number
of sample was taken, two techniques (triangulation) were used, and regular
supervision and meeting was conducted.

Since probability sampling method was employed selection bias was minimal.
The supervisors and interviewers were not health workers and were not aware
about the desired result. This indicates that information bias was minimal.

Confounding was controlled by setting inclusion and exclusion criteria,
stratification, and logistic regression.

This study can be generalized for similar areas in Oromiya Regional state.
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7. CONCLUSION AND RECOMMENDATION

Restriction of food during pregnancy, taking kosso for the treatment of tape
worm infestation (over dose), taking kosso for purposes other than tape worm
infestation, husband allowed to make sex with other women while the wife is
pregnant, abdominal massage, birth canal lubrication with butter, using unboiled
materials to cut the umbilical cord, applying materials (butter, mud, soil, and cow
dung) on the umbilical stump, leaving the umbilical cord with out tying, giving
butter for the new bom, delayed exposure to sun light, discarding colostrum,
delayed commencement of breast feeding, applying hot metal to children when
they have abdominal pain, are the prevalent harmful traditional practices identified
by this study. "Metaten" during pregnancy, and drinking goat or sheep blood
during delivery, are also among the traditional practices identified but their effect
is not studied to label them as harmful, useful or neutral.

Age was found to be significantly associated with yogurt restriction in the
third trimester of pregnancy. Intake of kosso during pregnancy ( with out the
presence of signs and symptoms of tape worm infestation) was significantly
associated with residence, ethnicity, and education status. Religion, ethnicity,
number of pregnancy and income were found to be significantly associated with
place of delivery.

In general harmful traditional practices are highly prevalent and the effects of

some of the traditional practices are not well known.
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produced, in one year, into money, the calculation of which was based on the

local price. But they could have other sources of income which is not considered

in the calculation of income.

Validity and generalizability

This study is reliable because extensive training was given, fairly large number
of sample was taken, two techniques (triangulation) were used, and regular
supervision and meeting was conducted.

Since probability sampling method was employed selection bias was minimal.
The supervisors and interviewers were not health workers and were not aware
about the desired result. This indicates that information bias was minimal.

Confounding was controlled by setting inclusion and exclusion criteria,
stratification, and logistic regression.

This study can be generalized for similar arcas in Oromiya Regional state.
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It is therefore recommended from this study that
. The health professionals in the Woreda, in cooperation with other governmental
and non governmental bodies, should work hard towards the eradication of the
identified harmful traditional practices by giving health education for the local
people.
. The effects of kosso on organogenesis, the effects of drinking goat or sheep
blood during delivery, the effects of "Metaten" during pregnancy should be
studied
. The effects of sex during pregnancy should be further studied.

. Similar studies in other areas
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Appendix I- Questionnaire (English Version)

Objectives of the study and confidentiality

The objective of the study is to know the traditional
practices in the area. After completion, this study
will serve as a base for solving the health problems
of the people. We assure that whatever information you

give will be kept as secrete.

CONSENT IDENTIFICATION AREA

LT T T T|

House number of the respondent
Relation to head of house hold

Please make a (x) mark to show your commitment to
participate in the study.

1. a. I have read and understood all instructions and
confidentiality procedures and I on my own will
consent to participate [ ]

b. The purpose of the study and confidentiality
procedures are explained tome and I on my own will
consent to participate

2. a. I have read the instructions but I am not
willing to participate t

b. The purpose of the study and confidentiality
procedures are explained to me but I am not

willing to participate _ [ ]

Name of interviewer
Date Sig.
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FORM 1. HOUSEHOLD QUESTIONNAIRE

L

Address:
~Town -Kebele/peasant association

Monthly income of the family in Birr

Animal possession
1. number of cattle 2. number of sheep
3. Other animals (specify with their number)

Type of crops produced yearly and the amount in

quintals
1. Maize quintal 2. haricot bean quintal
3. Teff quintal 4. Wheat guintal

5. Others ( specify type and amount in quintals)

Tenure status of the house:

1. Your own 2. Rent from kebele

3. Others (specify)

Material used to construct the roof:
1. Corrigated iron sheet 2. Thatch 3. Cement

4. Other (specify)

Material used to construct the Ceiling:

1. No ceiling 2. Hard board 3. Cloth

4. Other (specify)

Material used to construct the wall:
1. Wood and mud 2. Wood and thatch 3. Stone
4. Concrete block 5. Brick 6. Other (specify)
Material used to construct the floor:

1. Cement 2. Mud 3. Wood

4. Other (specify)

10. Number of rooms of the house
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FORM 2. INDIVIDUAL QUESTIONNAIRE
1. Age 2. Sex
3. Religion:

1. Orthodox Christian 2. Moslem

3. Catholic 4. Protestant

5. Other (specify):
4. Ethnic group:

1. Amhara 2. Oromo 3. Guragie 4. Tigrie

5. Other (specify)

5. Language:
1. Amarigna 2. Oromifa 3. Guragigna

4, Tigirigna 5. Other (specify)

6. Education status:
1. Illiterate 2. Can read and write
3. Elementary 4. Secondary 5. 12 grade
complete 6. 12+1
7. 12+2 8. 1244 and above
7. Occupation:
1. Farmer 2. House wife 3. Civil servant
4. Merchant 5. Student 6. Unemployed

7. Other (specify)

8. Duration of stay in the kebele/peasant association:
1. Less than six months 2. Six to 11 months
3. 1-4 years 4. 5-10 years
5. 11-14 years 6. 15+ years

9. Marital status:

1. Single 2. Married 3. Divorced 4. Widowed

5. Separated
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10.

LL.

1%,
13.
14.
154
16.
17.
18.
19.

Occupation of the spouse (if married)

Educational status of the spouse (if married):
1l. Illiterate 2. Can read and write
3. Elementary 4. Secondary 5. 12 complete

6. 12+1 7. 12+2 8. 12+4 and above

Age at first marriage (if she is ever married )

Are you pregnant now? 1. Yes 2. No
Number of abortions

Number of live births

Number of still births

Number of total pregnancies

Number of deaths within 28 days of delivery_

Number of children you have now
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FORM 3. TRADITIONAL PRACTICES DURING PREGNANCY LABOUR

AND DELIVERY

A. Experience of traditional practices during the last

pregnancy (if she is pregnant now, ask about the

second from this pregnancy):

1. Do you believe that taking balanced diet during

pregnancy, is important for you and your fetus?

Lys 2 M 3 Idnthkw

2. During your last pregnancy, what foods were allowed

to eat in your first three months of pregnancy

(from conception to 3 months of pregnancy)?

a.

Teff enjera 1. Yes 2. No 3. Don't know

-If it is not allowed, why is it not allowed?

. Maize enjera 1. Yes 2. No 3. Don't know

=If it is not allowed, why is it not allowed?

. Wheat bread 1l. Yes 2. No 3. Don't know

-If it is not allowed, why is it not allowed?

. Maize bread l. Yes ' 2. No 3. Don't know

-If it is not allowed, why is it not allowed?
Enset bread 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
Milk———— 1+—Yes 2+ No —3. Don't know

-I1f it is not allowed, why is it not allowed?

. Yogurt 1. Yes 2. No 3. Don't know

-If it is not allowed, why is it not allowed?
egg 1. Yes 2. No - 3. Don't know

-If it is not allowed, why is it not allowed?

85



i. Meat 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
j. kale 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
k. Fish 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
1. Boiled haricot bean
L¥Ys 2Md 3 D't how
-If it is not allowed, why is it not allowed?
m. Vegetables (salad, tomato, Swiss chard)
L¥Ys 2M 3 Im't kw
-If it is not allowed, why is it not allowed?
n. Fruits ( orange, banana, papaya )
LY 2N 3 Dn't kow
-If it is not allowed, why is it not allowed?
3. During your last pregnancy, what foods were allowed
to eat in your second three months ( 4-6 months )
of pregnancy?
a. Teff enjera 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
b. Maize enjera 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
~ c. Wheat bread 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
d. Maize bread 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
e. Enset bread l. Yes 2. No . 3. Don't know

-If it is not allowed, why is it not allowed?
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f. Milk 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
g. Yogurt 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
h. egg l. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
i. Meat 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
j. kale 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
k. Fish 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
1. Boiled haricot bean
L¥Ys 2Md 3 D't kow
-If it is not allowed, why is it not allowed?
m. Vegetables (salad, tomato, Swiss chard)
LY 2N 3 It kow
-If it is not allowed, why is it not allowed?
n. Fruits ( orange, banana, papaya )
L¥s 2N 3 Dn't kow
-If it is not allowed, why is it not allowed?
4 . During your last pregnancy, what foods were
~ allowed to at in your last three months (7-9
months ) of pregnancy?
a. Teff enjera 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
b. Maize enjera 1. Yes 2. No 3. Don't know

-If it is not allowed, why is it not allowed?
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c. Wheat bread l. Yes 2. No 3. Don't know
-1f it is not allowed, why is it not allowed?
d. Maize bread 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
e. Enset bread l. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
f. Milk l. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
g. Yogurt 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
h. egg 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
i. Meat 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
j. kale 1. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?
k. Fish l. Yes 2. No 3. Don't know
-If it is not allowed, why is it not allowed?

1. Boiled haricot bean
L 20 3. D't kov
-If it is not allowed, why is it not allowed?

m. Vegetables (salad, tomato, Swiss chard)

L ¥ 2 Mo 3 Inthkw
-If it is not allowed, why is it not allowed?

n. Fruits ( orange, banana, papaya )
L¥s 2N 3 Im't kow

-If it is not allowed, why is it not allowed?
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During your last pregnancy, were you fasting for
religious reasons? 1. Yes 2. No
If the answer to question number 5 is "yes", in
which period of your pregnancy were you fasting?
1. First 3 months (From conception to 3 months of
pregnancy)
2. Second three months ( 4-6 months )
3. Last three months ( 7-9 months )
If the answer to question number 5 is "yes", what
type of fasting was it?
1. Not taking of some food items
1l ¥s 2.0 3. dn't kow
2. Decreasing the quantity of food
1. ¥s 200 3. D't kow
3. Minimizing feeding frequency?
1. ¥s 2.No 3. dn't kw
If you were not allowed to eat some food items,
what food items were not allowed to eat (because of
fasting)? a. Meat
l. Yes, it was not allowed
2. No ( it is allowed)
3. I don't know
b. Milk 1. Yes, it was not allowed
2. No ( it is allowed)
3. I don't know
c. Egg 1. Yes, it was not allowed
| 2. No ( it is allowed)

3. I don't know
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d. Fish 1. Yes, it was not allowed
2. No ( it is allowed)
3. I don't know

e. Others (specify)

9. If you were fasting by decreasing the quantity of
food, how little was the amount eaten during
fasting compared to non-fasting periods?
1. Half 2. Two third 3. One fourth
4. One third 5. I don't know
10. If you were fasting by minimizing feeding
frequency, for how many minimum continuous hours

were you fasting?

1. less than 4 hours 2. 4-6 hours
3. 7-9 hours 4. 10-12 hours
5. »12 6. I don't know

11. If you were fasting by minimizing feeding
frequency, how often did you eat in a day?
1. Once 2. Twice 3. Three times
4. More than three times
12. During your last pregnancy, did you experience
tape worm infestation? 1. Yes 2. No
( If the answer is No skip to que. number 15 )
13. If the answer to question number 12 is "yes",
where did you go for treatment?
1. Hospital/ Health center/ Health station
2. health post 3. Local herbal healer
4. I took the medicine by my self after preparing

it 5. Other place (specify
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14. If the answer to question number 13 is "3" , "4"
or "5" why do you chose to go there or to treat
your self?
1. Hospitals/ Health centers/ Health stations or
Health posts are far
2. Because of economic reasons, I was not able to
go to the Hospitals/ Health Centers/ Health
stations or Health posts
3. The health professionals and the CHA's has no
good manner
4. Because I know the medicine
5. Because more than the health professional the
others can handle the problem or traditional
medicines can best cure the disease

6. Other reasons (specify)

15. During your last pregnancy, with out the presence
of signs and symptoms of tape worm infestation,
were you taking kosso or other herbal medicines
for tape worm infestation ?

1. Yes 2. No
( If the answer is No skip to que. number 20 )

16. If the answer to question number 15 is "yes",

were you taking it?
17.1f the answer to question number 15 is "yes",
during your second 3 months of pregnancy, how often

were you taking it?
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18. If the answer to question number 15 is "yes",
during your last 3 months of pregnancy, how often
were you taking it?_

19. If the answer to question number 15 is "yes", what
were the reasons for taking kosso or other herbal
medicines, without the presence of signs and

symptoms of tape worm infestation?
1. to wash the abdomen during labour hence
facilitating delivery ’
2. to remove the food (eaten by the mother) which
is attached to the fetus so that the fetus will
be clean
3. to feel at ease
4. to increase appetite
5. simply because it is common in our culture

6. other reasons (specify)

20. During your last pregnancy, have you experienced
diseases other than tape worm infestation?
18 28
(If the answer is No skip to que. number 25)
21. If the answer to question number 20 is "yes", what
was that disease? (specify)
22. If the answer to guestion number 20 is "yes",
Where did you go for treatment?
1. Hospital/ Health Center/ Health Station
2. Health Post 3. Local Herbal Healer
4. I took the medicine my self after preparing it

5. Other places (specify)
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23. If the answer given to que. number 22 is "3" , "4"
or "5", why did you chose to go there or treat
your self?
1. Hospitals/ Health centers/ Health stations or
Health posts are far
2. Because of economic reasons, I was not able to
go to the Hospitals/ Health Centers/ Health
stations or Health posts
3. The health professionals and the CHA's has no
good manner
4, Because I know the medicine
5. Because more than the health professional the
others can handle the problem or traditional
medicines can best cure the disease

6. Other reasons (specify)

24. If the answer to que. number 22 is "3" , "4" or
"5" , what was the medicine that you took?
1. I don't know
2. I know the medicine but I am not willing to
tell
3. If you know the medicine , and if you are

willing to tell, what was that medicine?

(specify)

25. During your last pregnancy, were you making sex
with your husband? 1. Yes 2. No
26. If the answer to question number 25 is "yes", what

were the reasons for continuing sexual intercourse

during pregnancy?
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27 «

28

29.

30.

1. Because the husband's ejaculated fluid is
considered as food for the fetus
2. To get heat for my self

3. Other reasons (specify)

If the answer to question number 26 is "No", what
were the reasons for abstaining?

1. Because it is a sin to make sexual intercourse
during pregnancy

2. Because it is believed that it will result in
loss of the conceptus tissue/child

3. Because it is believed that it will make the
mother sick

4. Because I feel tired to make sex during
pregnancy 5. Other reasons (specify)

If the answer to qguestion number 25 is "No", in

which period of your pregnancy did you abstain

from sexual intercourse?

1. During the first 3 months

2. During the second 3 months

3. During the last 3 months

If the answer to question number 25 is "No", was

your husband allowed to have sex with other

women?
1. Yes 2. No
Were you wearing special type of clothes during

your last pregnancy? 1.Yes 2.No

(If the answer is No skip to que. number 33 )
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31.

32 .

33.

34.

33

36.

37

If the answer to que. number 30 is "Yes", what
type of cloth were you wearing?
1. Wide and thin 2. Wide and thick
3. Other type ( specify)
If the answer to que. number 30 is Yes , in which
period of your pregnancy , were you wearing
special type of cloth?
l. First 3 months
2. Second 3 months
3. Last 3 months
Were you fetching water during your 1last
pregnancy? 1. Yes 2. No
If the answer to que. number 33 is "yes", how
hard was the work?
1. Same as the non-pregnancy period
2. Harder than the non-pregnancy period
3. Less hard compared to the non-pregnancy
period
Were you collecting fire wood during your last
pregnancy? l.Yes 2. No
If the answer to que. number 35 is "yes", how
hard was the work?
1. Same as the non-pregnancy period — — —
2. Harder than the non-pregnancy period
3. Less hard compared to the non-pregnancy period
Were you cooking food during your last pregnancy?

1. Yes _ 2. No
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38.

39.

40.

41.

42.

If the answer to que. number 37 is
hard was the work?

1. Same as the non-pregnancy period
2. Harder than the non-pregnancy period

3. Less hard compared to

the non-pregnancy period

During your last pregnancy, were you doing works
different from those mentioned in questions 33,
35, and 377 1. Yes 2. No
If the answer to gque. number 39 is "yes", how
hard was the work?

1. Same as the non-pregnancy period

2. Harder than the non-pregnancy period

3. Less hard compared to the non-pregnancy period
Did you experience vaginal bleeding during your
last pregnancy? l.Yes 2. No
If the answer to question number 41 is "yes",
what treatment have you taken?
1. Treatment was given in health institution

2. Drink goat or sheep blood
3. Bleeding subsided with out taking treatment

4. Treatment was given by the local herbal healer

- 5. Other treatment (specify) — —  —

43.

Who decides to seek help from other persons/

health institutions when you are sick during

pregnancy?

1. My self 2. The husband 3. My'husband and me

4. Other people ( specify)
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38. If the answer to que. number 37 is "yes", how

hard was the work?

1. Same as the non-pregnancy period

2. Harder than the non-pregnancy period

3. Less hard compared to

the non-pregnancy period
39. During your last pregnancy, were you doing works

different from those mentioned in gquestions 33,

35, and 3772 1. Yes 2. No
40. If the answer to que. number 39 is "yes", how

hard was the work?

1. Same as the non-pregnancy period

2. Harder than the non-pregnancy period

3. Less hard compared to the non-pregnancy period
41. Did you experience vaginal bleeding during your

last pregnancy? l.Yes 2. No
42. If the answer to question number 41 is "yes",

what treatment have you taken?

1. Treatment was given in health institution

2. Drink goat or sheep blood

3. Bleeding subsided with out taking treatment

4. Treatment was given by the local herbal healer

~ 5. Other treatment (specify) - . -

43. Who decides to seek help from other persons/
health institutions when you are sick during
pregnancy?

1. My self 2. The husband 3. My husband and me

4. Other people ( specify)
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44 .

45.

46.

47 .

48.

During your last pregnancy, were you sitting on
the pit (covered with garment) within which is a
smoke of wood or leaf? 1. Yes 2. No
If the answer to question number 44 is "yes",
what was the reason?
1. To make the husband happy
2. To make the skin smooth
3. To avoid bad smell
4. Other reasons (specify)
If the answer to question number 44 is "yes", in
which period of your pregnancy have you done
that?
1. First three months
2. Second three months
3. Last three months
What other traditional practices have you faced

during your last pregnancy? (specify)

TRADITIONAL PRACTICES DURING LAST LABOUR AND

DELIVERY

TRADITIONAL PRACTICES DONE ON THE MOTHER

Where did you give birth during your last
delivery?

1. Hospital/ Health center/ Health station

2. Health Post 3. Home

4. other place(specify):

(If the answer is 1 or 2, skip to que. number 54)
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49.

50.

51 .

52.

83.

54.

In your last delivery, if you have given birth at
home, who has assisted your delivery?

1. TTBA 2. Mother-in-law 3. Neighbour

4. My husband's another wife

5. Other (specify

In your last delivery, if you have given birth at
home, how many people were allowed to be
surrounding you while you are in labour?

In your last delivery, if you have given birth at
home, on what materials did you deliver?

1. On bed

2. On the floor covered with mattress

3. On the floor covered with hide

4. Simply on the floor (with out cover )

5. Other materials (specify)

In your last delivery, if you have given birth at
home, were there special ceremonies during
labour? 1. Yes 2. No

If the answer to que. number 52 is "yes", what
were the ceremonies?

1. Singing

2. Applying butter, on the head, to all people in

~ the house

3. Smoking leaves with good smell in the house

4. Other ceremonies ( specify )

Have you faced massaging during your last

delivery? 1. Yes 2. No
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55

56.

57 =

58.

59.

60.

If the answer to que. number 54 is "yes", what do
you think are the reasons for doing it?

1. To correct the position of the fetus

2. To facilitate labour

3. Other reasons ( specify )

Was your birth canal lubricated with butter
during your last delivery? 1. Yes 2. No
Have you taken sheep or goat blood during your
last delivery? 1. Yes 2. No
( If No, skip to que. number 59 )

If the answer to question number 57 is "yes",
what were the reasons for drinking sheep or goat
blood?

l. To replace the lost blood

2. For strength

3. Other reasons (specify)

Who decides to seek help from other persons/
health institutions during labour?

1. My self 2. The husband

3. My self and the husband

4. Other people (specify)

What other traditional practices have you faced

during your last delivery? (specify)
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II.

(5 M

62.

63.

64.

65.

66.

TRADITIONAL PRACTICES DONE ON THE NEW BORN AND

PLACENTA DURING THE LAST DELIVERY

During your last delivery, was the out come alive
baby? 1. Yes 2. No

During your last delivery, if the delivery was
out side health institutions, what was used to
cut the umbilical cord?

1. new and boiled razor blade

2. new but not boiled razor blade

3. used razor blade but boiled

4. Boiled scissor

5. Scissor which was not boiled

6. other materials (specify)

During your last delivery, was the umbilical cord
tied after cutting it? 1. Yes 2. No
If the answer is "Yes" to question number 63,
what was used to tie the umbilical cord?

1. thread 2. enset 3. Bark of a tree

4. other materials (specify)

If the answer is"No" to question number 63, what
was the reason to leave it with out tying?

1. The cut end of the cord will dry by it self
2. It was left unknowingly

3. Other reasons ( specify )

During your last delivery, wass any thing applied
to the umbilical stump after cutting it?

l. Yes 2. No 3. I don't know
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67.

68.

69.

70.

IXI.

i

LU "

If the answer to question number 66 is "yes",
what was applied to the umbilical stump?
1. mud 2. soil 3. cow dung 4. butter

5. other (specify)

Was butter given to the new born during your last
delivery? 1. Yes 2. No

If the answer to que. number 68 is "yes", what
were the reasons to give butter?

1. To wash the kosso in the intestine of the new
born, which was taken by the mother while
pregnant

2. To make the intestine of the new born smooth
3. Other reasons ( specify )

What other traditional practices were done on the
new born and the placenta during your last

delivery? (specify)

EXPECTATIONS FROM THE RELATIVES DURING DELIVERY

During your last delivery, what was expected of
your husband?

1. Leave the house

27 Sing T

3. Support the baby from behind the mother

4, Sitting and following the labour until

delivery

5. Other (specify)
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23

74.

b5

76.

27 s

During your last delivery, what was expected of

your mother?

During your last delivery, what was expected of

your father?

During your last delivery, what was expected of

your grand mother?

During your last delivery, what was expected of

your sister?

During your last delivery, what was expected of

your daughters?

During your last delivery, what was expected of

your sons?

IV. TRADITIONAL PRACTICES AFTER DELIVERY

78.

75.

80.

After your last delivery, when did you go out
first?

1. immediately after delivery

2. Within 2-7 days 3. Within 8-14 days

4. Within 15-30 days 5. Within 31-44 days

6. After 44 days of delivery

For how long did you refrain from sex after your
Iast delivery? -

1. Less than one month 2. 1-2 months

3. 3-4 months 4. More than 4 months

Have you applied hot metal to your child when

she/he has abdominal cramp? 1. Yes 2. No
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After your last delivery, when did you start to
breast feed your child?

1. Immediately after delivery

2. Within one hour of delivery

Within two hours of delivery

= W

Within three hours of delivery

5. After three hours of delivery
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