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ABSTRACT

Background: All pregnant women are at risk of developing life-threatening complications;
around 15 % of all pregnant women develop this complication worldwide. Most complications
can neither be predicted accurately nor prevented. Once a woman develops complications, she
needs prompt access to maternal care services if death or disability is to be prevented. In
Southern Ethiopia, little is known about women’s experience of complications and their care
seeking behaviour during pregnancy. This study attempted to assess women’s pregnancy
complications and seeking assistance from a skilled provider among those who gave birth in the
last 1 year preceding the study.

Method: This study was a cross-sectional community based survey of women who gave birth
within one year preceding the study regardless of their delivery place but stayed pregnancy
period in the study area. The study was carried out in eight randomly selected kebeles In Arba
Minch Zuria District, South West Ethiopia. Data was collected house-to-house using a pretested
Amharic questionnaire. During the survey, 399 women were interviewed. Data entry was done
using Epi Info version 3.5.2 and was exported to SPSS version 20 for analysis. Logistic
regression was applied to control confounders.

Results: Out of the total sample, 172(43.1%) respondents reported at least any one of the
problems faced in the index pregnancy. The most common complications reported were Malaria,
Nausea/VVomiting and severe head ache. Out of the total women who faced complications,
156(73.8 %) sought assistance from a skilled provider. Did not think seriousness of the
problems, thought as not necessary, and because family did not allow were the reasons for not
seeking care from skilled providers. Belonging to a middle monthly household income (AOR =
3.4, 95% CI; 1.04, 11.4), getting antenatal care from a skilled provider (AOR= 10.6, 95%Cl; 3.3,
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34.5), Women in the age 20-34years old (AOR = 3.8; 95% ClI, 1.2, 12.3), use of vehicle transport
services (AOR =72.2; 95% CI; 17.2, 303.5) were significantly associated with seeking assistance
from a skilled provider. 90(70.9%) respondents who had a skilled assistance had knowledge of
life threatening pregnancy complications and 69(54.3%) respondents had knowledge of non-life
threatening complications.

Conclusions: More than 2/3rd of the women who faced complications did use skilled providers
at the time of pregnancy complications. Family, client, income, transportation use, ANC services
were a concern for not using skilled assistance from a skilled provider.

Key words: Skilled assistance, skilled provider, south west Ethiopia, Arba Minch Zuria district.



1. INTRODUCTION

1.1 BACKGROUND OF THE STUDY

Maternal death is the death of a woman while pregnant or within 42 days of the termination of
pregnancy irrespective of the duration and site of the pregnancy, from any cause related to or
aggravated by the pregnancy or its management but not from accidental or incidental causes.
Major causes of death are obstructed/prolonged labor, ruptured uterus, severe pre-eclampsia/
eclampsia, malaria, Hemorrhage. Maternal Morbidity includes any illnesses attributable to

maternal deaths. (1-3)

An estimated 287,000 maternal deaths occurred in 2012 worldwide. Accordingly, nearly one
woman dies every minute from preventable causes related to pregnancy and childbirth. Sub-
Saharan Africa (with 56 per cent of these deaths) and Southern Asia (29 per cent) together
accounted for 85 per cent of the global burden in 2012, with 245,000 maternal deaths between
them.(4, 5) 25 percent of these maternal deaths occur during pregnancy.(6) This reflects
inequalities in access to health services, and highlights the gap between rich and poor. More than
half of these deaths occur in sub-Saharan Africa and almost one third occur in South Asia.(7) In
developing regions was still 15 times higher than in the developed regions. The maternal
mortality ratio in developing countries is 240 per 100 000 births versus 16 per 100 000 in
developed countries. Poor women in remote areas are the least likely to receive adequate health
care. This is especially true for regions with low numbers of skilled health workers, such as sub-
Saharan Africa and South Asia.(4, 7)

Every year about 210 million women become pregnant; an estimated 30 million develop

complications and 515 000 of these women die; three million babies are stillborn, a further three



million die in the first week of life. Pregnancy is a very important event from both social and
medical points of view. Therefore, pregnant women should receive special care and attention
from the family, community and from the health care system. (6, 8, 9) Making Pregnancy Safer
(MPS) initiative , launched in 2000, also enhances these care.(8) Antenatal care (ANC) is a key
entry point for pregnant women to receive a broad range of health promotion and preventive
health services. (6) Pregnancy and related complications continued and becoming a terrible toll
on women, especially impoverished women, in many countries worldwide between 10 and 15
million more women suffer debilitating complications annually, and severely affecting their well-
being. Studies show that if availability, accessibility and quality of health services assured, about
88 to 98 % of this maternal morbidities can be prevented. (10)

MDSR and FMOH, Ethiopia 2012 report suggested that each year 20,000 women die (56 women
died/ day) from complications of pregnancy and child birth in Ethiopia with many more maternal
morbidities occurring for each maternal death. This makes Ethiopia to be one of the countries
with the highest rates of maternal deaths in the developing world. (1) The maternal mortality rate,
maternal death per 15-49years of age women population, was 1.14 per 1,000 woman-years (WY
of exposure. (11) It was 30 percent of all deaths to woman -years (in 2011) as compared with 21
percent (in 2005) and 25 percent (in 2000). Maternal mortality ratio (MMR), estimated 676 in
2011 during the seven-year period. In other words, for every 1,000 live births about seven women

(6.76) died in the given period. It was 673 in the 2005 EDHS. (1, 11-14)



2 PROBLEM STATEMENT OF THE STUDY
All pregnant women are at risk of developing life-threatening complications; around 15 % of all

pregnant women develop this complication.(15) Most complications can neither be predicted
accurately nor prevented; Once a woman develops complications, she needs prompt access to
obstetric care services if death or disability is to be prevented.(16)

These complications can involve the mother's health, the baby's health, or both. Some women
have health problems that arise during pregnancy, and other women have health problems before
they become pregnant that could lead to complications. It is very important for women to receive
health care before and during pregnancy to decrease this risk. Pregnancy symptoms and
complications can range from mild and annoying discomforts to severe, sometimes life-
threatening, illnesses. Sometimes it can be difficult for a woman to determine which symptoms
are normal and which are not. Problems during pregnancy may include physical and mental
conditions that affect the health of the mother or the baby. These problems can be caused by or
can be made worse by being pregnant. Many problems are mild and do not progress; however,
when they do, they may harm the mother or her baby. Keep in mind that there are ways to
manage problems that come up during pregnancy. some of these complications include anemia,
urinary tract infections, hypertension, gestational diabetes mellitus, infections, obesity and weight
gain, and hyper emesis gravid arum.(17)

Availability, Accessibility and Quality become a problem for woman health seeking in many
areas in the world. These includes availability of hospitals, clinics and other health-related
buildings, trained medical and professional personnel receiving domestically competitive
salaries, and essential drugs; Accessibility in four overlapping dimensions: physical, economic
(affordability), non-discrimination, and regarding information; Acceptability in terms of respect

for medical ethics and of the culture of individuals, minorities, peoples and communities,
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sensitive to gender and life-cycle requirements, as well as being designed to respect
confidentiality and improve the health status of those concerned; Quality, including skilled
medical personnel, scientifically approved and unexpired drugs and hospital equipment, safe and
potable water, and adequate sanitation; and respectful care for women using health services is a
critical dimensions.(10)

women’s decision to seek care are complex and depend on a range of factors such as nature of the
illness or injury and its perceived severity and consequences, understanding of disease and
communicability, understanding causation of disease (spiritual or infectious), availability,
affordability and acceptability of services. These factors interact in a dynamic way within and
across social groupings to determine how actively people seek modern health care in response to
a health threat or bout of illness. Health seeking behaviors will therefore be different, being
dependent on individuals, their knowledge and prior experience with services, the social
perspective in which they live and exist, and perceived and/or real obstacles they face in
accessing services (time, distance, cost, quality, and acceptability). Despite the obvious fact that
there is low understanding of modern concepts of disease, and major social and behavioral
barriers to the uptake of certain services, it remains difficult to quantify the importance of such
behavioral barriers given the extremely low levels of quality service delivery. (18)

Many factors can prevent women from getting medical advice when they are sick in Ethiopia.
Information on such factors is particularly important in understanding and addressing the barriers

women may face in seeking care during pregnancy.



1.3 SIGNIFICANCE OF THE STUDY
Improving care-seeking behavior of a woman can be achieved by 1/ Developing capacities of the

woman to make self-care and make healthy decisions 2/ Increasing awareness of potential
problems related to maternal health, Human and reproductive rights, the role of men and other
influential’s, community epidemiological surveillance and maternal-perinatal death audits 3/
linkages for social support between women, families, communities and with the health delivery
system community financing and transport schemes and 4/ Improving quality of care and health
services, interactions with women and communities. Such as Community involvement for
Interpersonal and intercultural competence of health care Providers. (8, 19)

Accordingly, this study identified the magnitude of the problems at pregnancy, women’s
treatment seeking behaviors and important associated factors. So these findings can be used by
the Policy makers, health sector, practitioners, community leaders and other stake holders in that
experiences identified and then plan and make their implementation program can be done. This
enables them to compare their final achievements if this finding used as base line. On the other
hand researchers will use this findings for review of literature in the future research and make the
findings more up to date.

After publication, this paper will be accessible online so that any interested person, researcher,
the community on which study will be undertaken, practitioners and health sector development
program (HSDP) workers can get the result in the Google.

Moreover, this findings will be presented to Arba Minch surrounding district Health sector
program coordinators, key health care informants (1 to 5 leaders) and other interested guests with
invitations cordially for appreciation and initiation to work, plan and further a research for the
same and other health related tasks, giving them confidence to practice evidence based work.
Last, but not least, NGO’s who are interested and has plan to implement in the area can use this

findings for the ease of their program implementations.



2. LITERATURE REVIEW

2.1 Perceived awareness of maternal complications during pregnancy

Health seeking behaviors are personal actions to promote optimal wellness, recovery, and
rehabilitation of women’s health with or without illness (20). There is no doubt that knowledge
about maternal morbidity is very important for women’s physical and mental health during
pregnancy. Different studies also supported this(11), that, in a cross-sectional study, Rural
Bangladesh, 83.1 percent of the respondents have good knowledge about maternal morbidity.
However, 16.9 percent women did not have any knowledge about maternal morbidities. Among
the respondents who claimed to have knowledge about maternal morbidity, 56.12 percent of them
believed that it meant physical weakness, 11.23 percent thought it was related to low blood
pressure, 7.15 percent thought it was asthma, 9.18 percent thought it meant heart diseases, and
16.32 percent thought it was gastric disturbances. (8, 21)

A finding in Blantyr District, Malawi, added differently in which 15% of participants did not
know any problems that could occur during pregnancy. Three frequently mentioned problems
were vaginal bleeding, malaria and severe anemia. The highest, vaginal bleeding was mentioned
by only 39% of the participants and Malaria, mentioned by 30% of the participants. Another 15%
of the participants identified minor disorders of pregnancy as complications that could occur.
This may be because these participants were not aware of the physiological changes of pregnancy

and therefore did not know the likely complications that could develop.(22)

Perceived awareness of complications, its health seeking and self-care also benefits woman
during pregnancy for safe motherhood and the society as a whole. (8) a recent study in Ethiopia
suggests 78% of women(95% CI 71-85) were able to state at least one life-threatening conditions,

with each woman stating an average of 2.4 pregnancy life-threatening signs(95% CI 2.1-2.7)



without any prompting from the interviewer. (23) A cross-sectional study at North Gondar, North
Ethiopia and other studies also showed out of the total unprompted responses, excessive bleeding
(22%) was the top mentioned as life threatening complications. This was mentioned by 65.3% of
the respondents. About 72.6% associated it as some groups of women were at higher risk of
complications compared with others. Also a significant proportion of the participants believed
that women in advanced age (67.8%), women giving frequent births (53.2%), poor women
(51%), women in their first pregnancy (48.3%), those with pregnancy in early age (43.9%), short
women (43.7%), and women giving multiple births (41.3%) are at higher risk of developing

complications.(16, 24)

2.2 Women’s reporting of recent maternal complications during pregnancy

Woman’s reporting of treatment need for health problems during pregnancy increases care
seeking behavior positively. A cross-sectional Indian study, Mumbai slums, shows about 60%
women reported health problems during the index pregnancy. Most experienced more than one
problem, with a mean of 2.7 per woman. This can be summarized as vomiting or diarrhea (40%),
tiredness or weakness (32%), headache (29%), swollen legs (25%), abdominal pain (24%) and

backache (16%).(25)

Maternal Mortality Survey of ever-married women aged 13-49 in Bangladesh 2007 reported that
women considered almost half of all the complications they reported to be potentially life
threatening. The complications most likely to be perceived as life threatening were retained
placenta (75%), prolonged or obstructed labor (70%), convulsions (57%) and excessive bleeding

(55%). (26)


http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3428887/table/T1/

Another half of the pregnant women, in Gulu district, Uganda, reported that they have been
suffered from malaria in pregnancy and out of this majority got treatment while a few did not get
treatment for malaria. (27) And a few of the pregnant women reported not to have got treatment
for malaria. This could be due to drug stock out at the health facilities as noted in the annual

health sector performance report.(28)

In Ethiopia, Where health services are present, these factors include—social, cultural, and
economic—that cause women not to use the services, particularly when the health concern is
related to sexual or reproductive matters. Rural women particularly reported the most problems
with access to health care. Among regions, women in Somali (98 percent) and Gambella (97
percent) were most likely to report at least one problem when accessing health care for
themselves, while women in Addis Ababa were the least likely (74 percent). Women with more
than secondary education (72 percent) and women in the highest wealth quintile (84 percent)
were least likely to report at least one problem when accessing health care for themselves.(13)

2.3 Extent of Antenatal Care and associated factors

World Health Organization recommends a minimum of four visits for antenatal care by any
health care provider or at least one visit by a doctor, nurse or Midwife for the coverage.(29) Poor
quality in ANC clinics, correlated with poor service utilization, is common in Africa. This is
often related to an insufficient number of skilled providers (particularly in rural and remote
areas), lack of standards of care and protocols, few supplies and drugs, and poor attitudes of
health providers. An effective ANC package depends on competent health care providers in a
functioning health system with referral services and adequate supplies and laboratory support.(6,

11)



W.H.O recommends regular antenatal care as important to identify women who are at an
increased risk of adverse pregnancy outcomes and to establish good relations between the women
and their health care providers(30). The quality of ANC in many countries remains very poor and
requires renewed effort to reach MDG4 and MDGS5 by 2015.(31-33)

In Ethiopia, DHS 2011, knowledge on life threatening signs of pregnancy has also seen
associated significantly with ANC utilization(13).

Results of the republic of south Sudan (SPLM) shows that Nurses or midwives provided most of
the antenatal care, representingl8 percent of women under this study; the proportion of women
who met with the doctors for the same need is 12 percent. (34) In Mru, underprivileged rural
community in Bangladesh, Most visits were to traditional midwives in their rural villages, rather
than to health complexes or hospitals, as showed by 374 sample size cross-sectional findings of 3
Upazilas sub-districts(35).

Skilled ANC in Ethiopia is ANC visit at least once during the current pregnancy, by a skilled
health professional (Nurse, Midwife, Health Officer, and Doctor) for reasons related to

pregnancy(36).
2.4 Decision maker for Seeking Treatment

Who usually makes decisions about the health care? Survey of Uganda 2006 reported, although
the proportion of women who reported that they jointly decided with their husbands/partners
about their health care when they were sick was 39.1 percent, only about 40.0 percent reported
their husbands/partners alone or someone else decided for them with no significant variation in
these proportions. Conversely, only 20.8 percent reported they made independent decisions
pertaining to their own health care. (37)

2.5 Reasons for not seeking Treatment or sought treatment



Indian slum study showed minimal (<2%) exclusive home treatment, and most women who did
choose home care also consulted a health provider; 15% took no curative action. The main
reasons for not seeking care for two common and two trigger symptoms such as swollen leg and
backache and vaginal bleeding and waters leaked, respectively, 64-83% of responses was that
the woman had not felt a need to seek medical care for her condition. Other important reasons
were that she recovered; that family members did not allow her to seek care, and that there was
nobody to look after the children. The severity of the condition did not significantly alter the
reasons for not seeking care.(25)

In Bangladesh 2007 survey, among reasons women gave for not seeking treatment for obstetric
complications perceived as life threatening, the most prominent was cost-related considerations,
cited by 44%. The second most common reason was the perception that treatment was not
necessary or that the condition was not serious (39%). One possible explanation for this apparent
discrepancy is that different family members were involved in evaluating the seriousness of the
complication. Other service-related barriers to seeking care included transportation and access
issues (12%), family opposition (12%) and concerns related to service quality (6%; women could
give multiple reasons).(26) Also, Most of the women seek health care services from unqualified
providers such as village doctors (polli chikitshok) and drugstore salespersons. About 69 percent
women receive healthcare services from village doctors, 21.43 percent women from drugstore
salespersons, and 5.10 percent women from kobiraj. this is associated with low socio-economic

status of woman.(21)

The tendency to seek curative care in the same sector was also seen high. 46% of women who
had received antenatal care in the private sector received treatment in the same sector and 36%

received both types of care in the public sector. More clients switched from public to private
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sector (11%) than from private to public (7%). In the public sector, continuation was most
common at general hospitals (78%), the municipal tertiary or government hospitals (72%).
Although continuation was also high at urban health centers (61%), absolute numbers were low.
Use of health posts was minimal, cross-sectional Indian slum study. (25)

Older mothers are not ready to travel long distance due to some other responsibilities such as
other younger children left home with no one to take care of them, a report of Ugandan Survey

2006.(37)

Some of the women who reported complications did not seek services due to the following
reasons: Inability to judge the graveness of condition (38.4%), distance/transport problems
(22.6%), lack of money/cost considerations (19.5%), and use of traditional options at home
(13.1%). The reasons varied with relative difference in wealth. The main reason for the lowest
(poorest) quintile was lack of money/cost consideration (32.8%), followed by inability to judge
the graveness of condition (30.7%), and use of home remedy (15.4%), whereas the main reasons
for the wealthiest quintile were others, mainly quality of service (26.3%), use of home options

(23.1%) and transport problems (22.4%), study in North Gondar, Ethiopia. (13, 24)

Moreover, 94% of women, in DHS Ethiopia 2012 report, reported that they have at least one of
the specified problems when accessing health care for themselves when they become ill. About
six in every ten (58 percent) were concerned that drugs may not be available at the facility or said
that they did not want to go alone to a health facility. More than half of women were concerned
that there may not be a health provider at the health facility (56 percent) or that there may not be
a female health provider (53 percent). Twenty-nine percent expressed concern about getting

permission to go for treatment.(13)
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2.6 Place Where Treatment Sought

In Indian slum there was an overall preference for private health care. This was most marked for
the treatment of vaginal bleeding and vomiting or diarrhea, for which 64% and 62% of clients,
respectively, sought treatment in the private sector. Second, private hospitals were the most
common care-seeking site. Third, almost a third of clients sought treatment for convulsions or
unconsciousness at a general hospital. The municipal tertiary hospital and maternity homes were
the next most commonly utilized sites, while the use of urban health centers and health posts was

low. (25)

Bangladesh 2007 survey showed only one in three women who perceived their condition as life
threatening received care from a qualified provider, 24% went outside of their home to seek care
(19% from facility-based providers and 5% from providers not based at a facility) and 8%
received services from providers who came to their home. Treatment was most likely to have
been sought by women with convulsions (77%) and those with high fever and foul-smelling
vaginal discharge (75%), followed by those with excessive bleeding (65%), malpresentation or
prolonged or obstructed labor (57%), and retained placenta (39%). For all types of complications,
levels of treatment seeking were consistently lower when they were not perceived as life
threatening. 29% sought care from an unqualified provider either at home or outside the home
(24% vs. 5%). Overall, almost equivalent proportions sought treatment within or outside the
home (32% vs. 30%). Most home-based treatment, however, was from unqualified providers
rather than qualified providers (24% vs. 8%). As might be expected, the proportion of non-life-
threatening complications for which treatment was sought from a qualified provider was even

lower (22% not shown).(26)
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The cross-sectional study in Gulu district Uganda revealed that the majority of the respondents
sought treatment from health facilities. However, few pregnant women got treatment from clinics
and drug shops or did not get treatment for malaria. Pregnant women should be advised to seek

treatment whenever they have malaria from health facility.(27)

The majority (55.2%) of the respondents in Ethiopia mentioned health center as their place to get
a skilled attendant, while the rest 27.4%, 3.1%, and 0.7% mentioned government hospital, health

post, and private clinic, respectively. (24)

2.7 Association of treatment sought for referent medical illnesses with differential factors

Increasing wealth was associated with greater use of private hospitals and less use of public
general hospitals and maternity homes. The remainder of the findings was more variable. For
example, the association of greater maternal age with more use of private hospitals and less use
of public general hospitals, of parity with more use of public general hospitals, of male infants
(which technically should be unknown during pregnancy) with less use of private practitioners
and of maternal literacy with less use of public maternity homes. There was also some variation
between sources of care for common symptoms: diarrhea or vomiting was associated with more
visits to single-handed private practitioners, leg swelling and abdominal pain with fewer such
visits and abdominal pain with more visits to public general hospitals. For trigger symptoms,
there was a borderline association of leaking waters with fewer visits to single-handed

practitioners, and an association of vaginal bleeding with more visits to private hospitals.(25)

Ugandan Survey 2006, as the educational level of the mother rises; the more likely she is to
receive care from skilled providers. Results indicate a larger proportion of those with higher

education (80.6 percent) compared to 20.0 percent of those with no education reported to have
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received care from skilled personnel (medical doctors, nurses/midwives and clinical officers).
Twenty two percent and 38.9 percent of those with no education were assisted by TBA and
relatives/friends respectively. This may be attributed to the fact that a well-educated woman may
have a better job and earn more money, which improves her economic access to resources and

reinforces the effect of access to adequate information.(37)

Seeking treatment for malaria was significantly associated with antenatal visit. This could be
because during antenatal visit, pregnant women who complain that they were sick of malaria
were treated. Also, during antenatal visit, pregnant women normally undergo health education
session before being seen by midwife. This health education session makes her more enlighten
about common health problem for pregnant women and she is more likely to seek treatment for
malaria whenever she experiences malaria signs and symptoms, by a cross-sectional study in
Gulu district Uganda.(27)

So, there is little evidence that is known in South West Ethiopia about health assistance seeking
behaviors of women to health problems at pregnancy time illnesses and related complications. In
the region and study district, also little evidence exists about treatment seeking behavior. So, this
study is aimed to identify the existing barriers and those enhancing women’s care seeking
behavior to common problems at pregnancy. Moreover, the extent of ANC utilization and its

associated factors with skilled assistance was also assessed in the area of study.
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2.8 CONCEPTUAL FRAMEWORK OF SKILLED ASSISTANCE
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3. OBJECTIVES OF THE STUDY

3.1 GENERAL OBJECTIVE
To assess women’s pregnancy complications and health assistance seeking behavior at Arba

Minch Zuria district, SNNPR, South West Ethiopia.

3.2 SPECIFIC OBJECTIVES

e To determine Magnitude of complications during pregnancy among the study participants

e To assess health assistance seeking behaviour among the study participants

e To assess factors associated with seeking skilled assistance to pregnancy complications

among the study participants
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4. MATERIALS AND METHODS

4.1 Study area

The Southern Nations, Nationalities and People's Region (SNNPR) State is one of the nine
Regional States in Ethiopia. It is located in the Southern and South-Western part of Ethiopia. It is
bordered with Kenya in South, the South Sudan in South West, Gambella region in North West
and surrounded by Oromiya region in North West, North and East directions. The Region divided
into 13 zones (sub-divided in to 126 districts) and 8 special districts. This again divided into3678
rural Kebeles. (38)

Gamo Gofa is a Zone in SNNPR. It is named for the Gamo and Gofa peoples, whose homelands
lie in this Zone. The centre of this Zone is Arba Minch town, located 505 Kms south of Addis
Ababa, the capital city of Ethiopia. (38)

Arba Minch Zuria is one of the districts in the SNNPR state and Gamo Gofa Zone of Ethiopia. It
is located in the Great Rift Valley; it is bordered on the south by the Dirashe special woreda, on
the west by Bonke, on the north by Dita and Chencha, on the northeast by Mirab Abaya, on the
east by the Oromiya Region, and on the southeast by the Amaro special district. The district town
is Arba Minch, but not administered under the woreda. Based on 2013 report of this district, there
were 30 kebeles and a total population of 195,315, of whom 95,704 were men and 99,611
women; none of its population was urban dwellers. the woreda had a total of 6 governmental
health centers with its corresponding health posts (30 health posts) (39) By Census 2007, the
majority of the inhabitants were Protestants, with 53.91% of the population reporting that belief,
29.31% were Orthodox Christians, and 12.6% practiced traditional beliefs. The five largest ethnic
groups reported in Arba Minch Zuria were the Zayse (66.02%), the Gamo (9.53%), the Amhara

(7.94%), the Welayta (6.75%), and the Oromo (3.64%); all other ethnic groups made up 2.28% of
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the population. Gamo is spoken as a first language by 57.7%, 16.97%Amharic, 5.93%Zergula,
5.13%Welayta, and 2.46% spoke Oromiffa; the remaining 3.74% spoke all other primary

languages reported. (38, 40)

Map showing Study Area

Arba Minch is located in Ethiopia

o Arba Minch

Locatiodwithin Ethiopia
Coordinates: 6°2'N 37°33°E

Fig2. Map of Arba Minch Zuria District in Ethiopia and SNNPR

Source: Arba Minch Zuria - Wikipedia, the free encyclopedia.htm
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4.2 Study design
A community based cross-sectional study conducted with quantitative data collection technique
to carry out assessment of maternal health care seeking behavior and experiences of

complications during pregnancy at Arba Minch Zuria district.

4.3 SOURCE POPULATION
All women who have given at least one birth in Arba Minch Zuria District are the source

population of the study.

4.4STUDY POPULATION AND STUDY PARTICIPANTS

4.4.1The study population

All women who gave live or still birth in the last 1year in the district of Arba Minch Zuria.

4.4.2The study participants
Those women who were respondents and within lyear after birth in the selected Kebele were

study participants of the study.

4.5 INCLUSION AND EXCLUSION CRITERIA OF THE STUDY POPULATION

4.5.1 Inclusion criteria
=  Women in 15-49 years of age
=  Women with 1 year of post-delivery or still birth.
=  Women, who were mentally and physically capable of being interviewed.

= Women who were permanent residents

4.5.2 Exclusion criteria

= Critically ill, could not talk or listen, or refused consent
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= Women who were care givers but not the actual mother of baby

= \Women who were not availed in home after three times visit at the time of interview.

4.6 THE SAMPLE SIZE DETERMINATION

The sample size for this particular study was calculated using formula for a single population
proportion (Kish Leslie) considering the following assumptions.

Assumptions: A 95% confidence level, margin of error (0.05).

Prevalence (P): proportion of skilled assistance at North Gondar Zone (p= 59.2%)(24).

Substituting in Kish Leslie (1996) single population proportion formula, gives:-

n = (Za/2)’p(1-p)
d2

= (1.96)%(.592) (.408) = 371

(0.05)?

Where

R/

% n=required sample size

RS

% Z= critical value for normal distribution at 95% confidence level which equals to

1.96 (z value at o =0.05, two tailed)

e

AS

P= proportion of SA.

X4

d=0.05 (5% margin of error)

L)

e

A5

Contingency (for non-response and incompletes=10%).

The total sample size is 408
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4.7 SAMPLING PROCEDURES

Arba Minch surrounding district was purposely selected in the region for this study. This was
because of financial constraints and interest. There were 30 kebeles in the district. From these, 8
kebeles were randomly selected in the study. For each 8 kebeles, sampling frame of household
was obtained from district administration Health Office. For selection of respondents in each
kebele, population proportionate to size (PPS) technique was employed. All the respondents were
considered homogenous to study variables, since they are all rural community. For the selection
of 408 respondents from the sampling frame of the eligible household, systematic sampling
technique was used. One center of the kebele was selected for each kebele. From this center a pen
was thrown up. The household in the direction of Tip of pen was started with a nearby first. After
a successful interview of each household, the interviewer continued to the immediate nearby
household of the eligible woman until the required sample size was achieved in each of the
kebele. When two eligible women existed in one household, the one with recent birth was

selected. For better clarity, see Figure 2 below.

4.8 MEASURING INSTRUMENTS

4.8.1 Interview
A face- to- face interview was conducted by using structured questionnaire specially developed
for this purpose having the information on socio-demographic characteristics, economic status,

and maternal health care seeking conditions by door-to-door interviewing the respondents.
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SCHEMATIC PRESENTATION OF SAMPLING PROCEDURE

30 KEBELES IN THE DISTRICT

K1= K6= K7= K9= K13= K22= K25= K29=
1276 1280 1299 1301 1250 1300 1242 1247

n=51 n=51 n=52 n=52 n=50 n=52 n=50 n=50

Number of household and respondents in each kebele (K=kebele)

J

408 ELIGIBLE HOUSE HOLDS WERE

SELECTED F------- 2 T.Sample Size

Figure3. Schematic presentation of sampling procedure and selection

4.8.2 Questionnaire Development
Questionnaire was adopted from previous similar studies(16) and also partly developed from

various literature reviews that could address the objectives of the study. The questions and
statements were grouped and arranged according to the particular that they can address. After
extensive revision, the final version of the English questionnaire was developed. An individual
who were graduates of English and Amharic languages study translated the English version to

Ambharic. Another individual of similar ability then re-translated the final or the agreed Amharic
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version of the questionnaire back to the English with the first to check for any inconsistencies or

distortion in the meaning of words in the content of the instrument.

4.9 STUDY VARIABLES

4.9.1 Outcome variables

= Seeking Skilled Health Assistance to pregnancy complications

4.9.2 Independent variables

= Demographic and Socioeconomic variables, such as age of mother, religion, ethnicity, marital
status, age at marriage, education, household monthly income.

= Reproduction variables, such as birth order and pregnancy number.

= Individual factors, such as Knowledge and pregnancy complications faced either life
threatening or non-life threatening.

= Health service factors, such as cost of health service and transport, distance, women’s opinion
about the quality of care and provider, not punctual, not customary and male provider,
problems of ANC.

= Decision making factors, such as depend on decision of family, husband, friends, and other

relatives.

4.10 DATA COLLECTION PROCESS

4.10.1 Recruiting and training

Eight male/female data collectors, who currently completed nursing diploma and could speak
local language was hired. Four experienced nurses with diploma for supervision was selected
elsewhere (not working in the study area). Both the interviewers and supervisors were given three
days training before the actual work about the aim of study, sampling procedures, and data
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collection techniques to go through the questionnaires question by question, art of interviewing,
ways of collecting the data and clarification was given on each doubt. Practical exercise was
made through peer interviewer. They were also provided an interview guide prepared in English,

which was developed before the training.

4.10.2 Criteria for selection of data collectors:

= Being Male/female and had previous experiences, being nurse, speak the local language were
given priority.

= Known to be honest and diligent, willing to face difficulties that may arise during the process
of interviewing

= Know the study area very well and successful performance during the training

= Willing to sign for contract of a month working days with accountability and responsibility

attached to it.

4.11 PRE-TESTING

The pretest of the questionnaire was carried out one week prior to the actual data collection
period in a Kebele outside the selected kebele. A total of 37 respondents (10%) were interviewed.
On average, it had taken 30minutes (range from 20’ to 40°) to complete the interview. Both the
interviewers and supervisors assessed clarity, understandability; uniformity and completeness of

the questions, and then the results were edited and coded.

4.12 DATA COLLECTION
After completing the result of the pre-test, discussion was made with supervisors, and data
collectors all together. Then, the data were collected using house-to-house interview

questionnaire’s, which consists of 25 variables, categorized into four parts. A maximum effort
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was made to ensure privacy during interview. The supervisors were there every day to monitor
the progress and support data collectors. The actual data collection process was carried out from

March 19, 2014 to April 30, 2014.

4.13 SUPERVISION

During the actual data collection data collectors were assigned for each supervisor, two collector
and one supervisor in a kebele. The supervisors checked the activities of each data collectors by
walking with them in each kebele and sometimes made a random spot-checking of the
households to ensure reliability of the data collected. Every night the supervisors checked all the
filled questionnaires for completion, clarity and proper identification of the respondents. Then,
the principal investigator randomly checked at least 10% of the supervisors” work every other
day for completeness and relevancies. Incomplete and unclear questionnaires were returned back

to the interviewers to the next morning to be got it corrected.

4.14 OPERATIONAL DEFINITIONS

Skilled assistance: refers to maternity services by a health professional with midwifery skills
that can be provided at different levels (home, health centers, hospitals, private sector) by a
skilled care provider. Skilled care provider: Is health professionals (midwives, nurses and
doctors) who have been effectively educated and trained in the skills needed to manage normal
(uncomplicated) pregnancies as well as in the identification, management or referral of
complications. non-skilled providers : include health extension workers (HEWS), traditional
birth attendants (TBAs) and relatives or family members who cannot fulfill the definition of a
skilled provider(42, 43).In this situation health officer(HO) was an additional on skilled

assistance.
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Sought health service assistance: the respondent sought either skilled or unskilled assistance or
both with complications in the index pregnancy.
Not-Sought health service assistance: the respondent failed to seek either skilled or unskilled

assistance with complications in the index pregnancy.

Skilled ANC Attendance: Antenatal services given to pregnant women by skilled Health

personnel, such as Nurse, Midwife, Health Officer, or Doctor.

Good Knowledge of pregnancy complications: If the respondent’s response score is average or

above average of number of reference complications responded.

Poor knowledge of pregnancy complications: if the respondent’s response score was below

average of number of reference complications responded.

Permanent residence: any woman who passed pregnancy period in the study area and currently
living there more than 6months.

Index pregnancy: is last pregnancy for still birth or live birth.

4.15 DATA QUALITY ASSURANCE

The quality of data was assured through: tool adopted and pre-tested, training given to
interviewers and supervisors on data collection procedures, categorization and coding of the
questionnaire used. Every day completed questionnaires were reviewed and checked for
completeness and relevance by the supervisors and every other day by the Pls and all the
necessary feedback were offered to data collectors in the next morning before the actual
procedure.

Data entered by epi info and exported to SPSS for cleaning and analysis
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4.16 DATA PROCESSING AND ANALYSIS

After data collection, the template scheme for data entry was developed and pre-tested for ranges,
skipping patterns and allowed legal values by entering 30 questionnaires. After this validation the
principal investigator entered the data using EPI INFO version 3.5.2 and exported to SPSS
version 20 statistical software packages for data cleaning and analysis. Computer frequencies and
summary statistics were used to describe the study population by variables of interest. Any errors
identified at this time will be corrected after revision of the original data using the code numbers
and statistical commands. The degree of association between independent and dependent

variables were analysed by logistic regression model using binary analysis with 95% CI.

4.17 ETHICAL CLEARANCE

The proposal was reviewed by the Department of Nursing and Midwifery Ethical Clearance
Committee. The study was commenced after letter of cooperation written to kebele HEWs from
District Health Office. Informed verbal consent was secured for each study subjects. Each
respondent was informed about the objective of the study and assurance of confidentiality, risks
and Benefits. Moreover, psychological support and protection was given to the respondents’ by

the principal investigator through data collectors after completion of interview.

4.18 COMMUNICATION OF THE RESULT

The final report were presented as partial fulfillment of the degree of Masters of Science in
Maternal Health Nursing(MHN) and Reproductive Health(RH) to the department of Nursing and
Midwifery, College of Health Sciences, Addis Ababa University, and a copy of it will be given to
FMOH Family Health Department, to SNNPR regional health Bureau, Gamo Gofa Zone Health
Offices and dissemination through publication (local or international journals), presentation on

annual Scientific meetings, conferences, etc.
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5. RESULTS
In this study, 399 eligible women having live or still births in the last one year were interviewed,
that was between 1April 2013 and 1March 2014. Total response rate was 98%. All eligible

women availed at the time of data collection in the house hold responded to the questionnaire.

5.1 SOCIO-DEMOGRAPHIC CHARACTERISTICS OF STUDY PARTICIPANTS

Tablel showed that, majority of women (78.2%) at the time of last pregnancy were 20-34years of
age. Mean age was 25.7 years + 6.3 standard deviation and had a range of 15-49years of age. The
vast majority of the respondents were married (96.5%). About 71.4% of the respondents were
Christian protestant religion followers. The Gamo, the Ganta and the Welayta ethnic groups were
the dominant (97.9%). The median monthly income of the family was 900ETB in which about
more than one third (37.6%) of the family had below 500ETB monthly income and the rest
(62.2%) had 500ETB and more monthly income per family per month. It was also showed that,
about 24.1% of the respondents had no any formal education. Regarding the respondents Birth
Order (Number of live and still births), about half of the respondents (49.4%) had 2-3 births with
a median of 2 births, minimum 1 birth and maximum 11births.

Tablel: Frequency and percentage distribution of respondents according to selected socio-
demographic characteristics, Arba Minch Zuria District, South West Ethiopia, 2014.

Characteristics Frequency (n) Percentage (%)
Age(years) 15-19 48 12.0

20-34 312 78.2

35-49 39 9.8

Total 399 100%

Mean age +std.dev 25.7 £ (6.3)
Religion protestant 285 71.4

orthodox 113 28.3

Others’ 1 3

Total 399 100%
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Tablel: Socio-demography...........ccovvviiiininiinninnnnn continued

Ethnicity Gamo 293 73.4
Ganta 52 13.0
Welayta 46 11.5
Others? 8 2.0
Total 399 100%

Marital Married 385 96.5

Status Others® 14 3.5
Total 399 100%

Family <500 150 37.6

Monthly

Income(ETB) | 500-2000 197 49.4
>2000 52 13
Total 399 100%
Median 900 ETB

Women No Education 96 24.1

Education :
Primary 221 55.4
Secondary 62 155
College/University 20 5
Total 399 100%

Birth Order |1 115 28.8
2-3 197 49.4
4-5 63 15.8
6+ 24 6
Total 399 100%
Median 2

N.B 'muslim, “Zayse, Oromo, Amhara and Ganjule, *widowed, divorced, single
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5.2 AWARENESS OF THE WOMEN TO LIFE THREATENING AND NON-LIFE
THREATENING COMPLICATIONS

About 62.9% respondents had knowledge of at least one complication in the index pregnancy.
52.9% respondents had knowledge of 2 or more complications that could occur during pregnancy
and 47.1% respondents had knowledge of below two complications. About 60.7% respondents
had knowledge of at least one life threatening complications and 43.1% respondents had
knowledge of at least one non-life threatening complications. Women’s knowledge of pregnancy
complications were above average for majority of the respondents. The median knowledge of
number of complication was 1 for life threatening and Median 0.0 for non-life threatening
complications. For both complications, median knowledge was 2.0. The major 156(39.1%) of the
respondents had knowledge of malaria as life threatening and 100(25.1%) had knowledge of

Nausea and VVomiting as non-life threatening complications.
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Table2: percent distribution of respondent’s knowledge to common life threatening and non-life
threatening pregnancy complications, Arba Minch Zuria District, South West Ethiopia, 2014.

Awareness to the complication

complications Yes n (%) No (%)

Malaria 156(39.1) 243(60.9)

g Severe Head Ache 80(20.1) 319(79.9)

% Severe Lower Abdominal Pain 72(18.0) 327(82.0)

%) High Blood Pressure 72(18.0) 327(82.0)

%J Hyperemesis 64(16.0) 335(84.0)

Blurry Vision 53(13.3) 346(86.7)

Excessive Vaginal Bleeding 49(12.3) 350(87.7)

Low Baby Movement 43(10.8) 356(89.2)

Others’ 40(10.1) 359(89.9)
Median 1

Nausea and VVomiting 100(25.1) 299(74.9)

Leg Edema 73(18.3) 326(81.7)

%’ o Varicus Vein 62(15.5) 337(84.5)

S 'S [Others (%)’ 14(35) 325(96.5)
g Median 0

N.B: *Foul smelling vaginal discharge, eclampsia/convulsion, pre-eclampsia, high fever * gastric pain,
weakness, mild depression.

5.3 LIFE THREATENING COMPLICATIONS OCCURRED DURING PREGNANCY

Out of 399 women included in the study, 172(43.1%) respondents had encountered at least any
one of the problems including both life threatening and non-life threatening pregnancy
complications. About 167(97.1%) respondents faced life threatening and 90(52.3%) respondents

faced non-life threatening pregnancy complications. Most experienced more than one problem,
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with a mean occurrence 2 +1 standard deviation for life threatening pregnancy complications and
mean occurrence 0.72 +0.8 standard deviation for non-life threatening pregnancy complications.
As summarized in fig4. Of faced complications, 156(91.3%) respondents sought assistance in
which 127(81.4%) sought skilled assistance while 29(18.6%) respondents sought unskilled
assistance. The major life threatening complications faced at the index pregnancy were Malaria
98(57%) respondents; severe headache 50(29.1%) respondents; and Severe Lower Abdominal
Pain 43(25%) respondents. All the rest occurred in 138(80.3%) of the respondents in the index

pregnancy.
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Fig4: percent distribution of respondents by problems faced in the index pregnancy, Arba Minch
Zuria District, South West Ethiopia, 2014,
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53 NON LIFETHREATENING COMPLICATIONS OCCURRED DURING
PREGNANCY

Out of all complications respondents faced in the index pregnancy, Nausea and Vomiting
occurred on 81(47.1%) respondents, which was the larger non-life threatening pregnancy
complication. The other, Leg Edema and varicus vein 36(20.9%), and the rest 6(3.5%) took other
portion of non-threatening complications. Fig5: summarized non-life threatening complications

where woman faced at any time in the index pregnancy of the previous one year duration.

47.1
—
11 99
I I I I 3
—
B

Nausea and Leg Edema Varicus Vein others*®
Vomitting

50
45
40
35
30
25
20
15
10

Percentage

Non-lifethreatening complications faced

N.B: * gastric pain, weakness, mild depression and diarrhea

Figured.percentage distribution of respondents by non-life threatening pregnancy complications
faced in the index pregnancy, Arba Minch Zuria District, South West Ethiopia, 2014.

5.5 HEALTH ASSISTANCE SEEKING BEHAVIOUR OF THE RESPONDENTS

5.5.1 HEALTH ASSISTANCE SEEKING OF THE RESPONDENTS BY SELECTED
CHARACTERISTICS

Of the total respondents who had at least one pregnancy complications at the time of pregnancy
in the previous one year, 156(91.3%) respondents had health care assistance (skilled and/or
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Unskilled). Of this, about 127(81.4%) respondents sought skilled assistance (doctor, nurse,
midwife, and health officer) and 29(18.6%) respondents sought unskilled assistance (by HEW,
TBA, other unqualified person). About 36(20.9%) respondents had mixed assistance (both skilled
plus Unskilled). Majority of the women 103(81.1%) who had skilled assistance were in the
middle age group (20-34 years of age). The rest, below 20 years of age 15(11.8%) and above 34
years of age 9(7.1%) had skilled assistance for pregnancy complications. out of the total
respondent who sought any type of assistant, 74(47.4%) had 2-3 previous births. Other portion of
birth order included 37 (23.6%) only had one previous birth, 4-5 birth order 34 (21.8%), and 6+
birth order 14(9.0%) of respondents. women who were in the middle category of monthly income
(500-2000ETB) 73(57.5%) respondents had skilled assistance out of skilled assistances, but
majority of women 13(44.8%) who had unskilled assistance included in the low income
category(below 500ETB). Of 127(81.4%) women who had skilled assistance and 29 (18.6%)
women who had unskilled assistance, 100(78.7%) and 28(96.6%) had either primary or no formal
education, respectively. Large number of women 99 (78%) who used transportation services had
skilled assistance while majority 27 (93%) who had not used transportation (visited by foot) had
unskilled assistance from their respective total. similarly, out of women who had skilled
assistance, 94 (74%) knows at least one of common complications that could occur at the time

of pregnancy. Table3 summarized all.
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Table3: percent distribution of the respondents by skilled and unskilled assistance sought to the
complications in the index pregnancy, Arba Minch Zuria District, South West Ethiopia, 2014.

Sought assistance

characteristics skilled assistance* unskilled assistance | Mixed=n | Total”
n=127 (81.4%) n=29 (18.6%) N=156(%)
15-19 15(9.6) 2(1.3) 1 17(10.9)
Age(yrs)*** | 20-34 103(66.0) 21(13.5) 27 124(79.5
35-49 9(5.8) 6(3.8) 8 15(9.6)
Total 127(81.4) 29(18.6) 36(20.9) | 156(100.0)
1 31(19.8) 6(3.8) 6 37(23.6)
2-3 61(39.1) 13(8.3) 20 74(47.4
Birth order |45 26(16.7) 8(5.1) 6 34(21.8)
6+ 9(5.8) 5(3.2) 4 14(9.0)
Total 127(81.4) 29(18.6) 36 156(100.0)
Family <500 42(26.9) 13(23.2) 10 55(50.1)
monthly
income 500-2000 73(46.8) 9(16.1) 23 82(62.9)
>2000 12(7.7) 7(4.5) 3 19(12.2)
Total 127(81.4) 29(18.6) 36(20.9) | 156(100.0)
No education 33(21.2) 6(3.8) 9 39(25.0)
education primary 67(42.9) 22(14.1) 18 89(57.0)
secondary 17(10.9) 1(.7) 9 18(11.6)
College/university | 10(6.4) 0(00.0) 0 10(6.4)
Total 127(81.4) 29(18.6) 36(20.9) | 156(100.0)
knowledge | yes 94(60.2) 14(9.0) 19 108(69.2)
complication
S no 33(21.2) 15(9.6) 17 48(30.8)
Total 127(81.4) 29(18.6) 36(20.9) | 156(100.0)

N.B: " Total didn’t include mixed assistance, *skilled assistance may include unskilled
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5.5.2 SKILLED AND UNSKILLED ASSISTANCE BY ANC SERVICES

As summarized in the table4 below, of the total 127 respondents who had skilled assistance to
pregnancy complications, about 85(72.3%) respondents had ANC by a skilled provider in the
index pregnancy. Of 29 respondents who had unskilled assistance to pregnancy complications,

about 26(89.7%) respondents had unskilled ANC follow up in the index pregnancy.

Table 4: percent distribution of skilled and unskilled assistance to pregnancy complications by
four choices of ANC provider at the index pregnancy, Arba Minch Zuria District, South West

Ethiopia, 2014.

Sought assistance
ANC Provider Total skilled assistance’ unskilled assistance”
n (%) n (%) n (%)
Skilled ANC yes 83(65.4%) 2(6.9%)
no 44(34.6%) 27(93.1%)
Total 127(100%) 29(100%)
Unskilled ANC yes 42(33.1%) 26(89.7%)
no 85(66.9%) 3(10.3%)
Total 127(100%) 29(100%)

N.B: skilled assistance is those who had sought treatment by doctor, nurse, midwife, or HO
2unskilled assistance =those who had sought treatment by HEWSs, TBAs, or other unqualified person only

5.5.3 DECISION MAKER FOR SOUGHT AND NOT SOUGHT ASSISTANCE

As described in the figure6, about 47.1% of decision makers to seek assistance to pregnancy
complications were respondents herself; and 44.5% of decision makers were parents of the

respondents all together. On the other hand, about 100% of decisions were made by the
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respondents for not to seek assistance to health services while she had pregnancy complications,

and 9.1% decisions made by the husband of the respondents.

100

90 - s
80 - 70.9 a
z 66.9 7,
< 70 ——i8} i
S 60+ ——
S sov —
= 40 : “
L :
B= 30 :
20 -+ —— 12.6 91
10 —= ——————————— M O
o 1
sought assistance Not sought assistance

Assistance sought and not sought category

N.B: Percentage is more than 100 because there are multiple responses

Fig6. Percentage distribution of specified person/people who decided that treatment should be
sought or should not be sought for the women with pregnancy complications, Arba Minch Zuria

District, South West Ethiopia, 2014.

5.5.4 REASON FOR NOT SOUGHT ASSISTANCE BY SELECTED

CHARACTERISTICS

Some of the women who reported complications did not seek assistance due to the following
reasons .Out of 172(43.1 %) respondents who had encountered at least any one of the
complications, about 16(9.3 %) respondents did not see any of the health care assistance. As seen
in figure, 69.2% of the reasons for not sought health care assistance was ‘’did not think
seriousness of the complications’’. This majorly included in the low and middle income category

of the respondents.
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m Did not think seriousness of
the complications

Family did not allow

Not necessary

Fig7. Percent distributions of respondents by reason for not sought health care assistance to

pregnancy complications, Arba Minch Zuria District, South West Ethiopia, 2014.

5.5.5 CHOICE OF PLACE FOR SEEKING ASSISTANCE BY SELECTED

CHARACTERISTICS

Of 156 women who had assistance, 89(56.3%) respondents from all differential characteristics
sought assistance from government health center, 61(7.0%) respondent assisted at government
health post, 42(26.6%) respondent assisted at government Hospitals, and only 8(4.0%)
respondents assisted at own home and private health sectors. about 70(44.3%) respondents aged
20-34 years sought assistance at Health center of the Government and which was the largest from
all other places by age. Table below also shows out of 61(38.6%) respondents who had assisted at
Health post, about 51(32.3%) had educational status either no formal education or only primary

class complete.
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Table5: Percentage distribution of respondent’s place of health assistance to pregnancy
complications by selected characteristics, Arba Minch Zuria District, South West Ethiopia, 2014.

Place of assistance
Hospital | Health Health Post | Others’ | Total
characteristics Center
n (%) n (%) n (%) n (%) n(%)
age 15-19 2(1.3) 13(8.2) |3(1.9) 0(00.0) |18
20-34 36(22.8) | 70(44.3) | 44(27.8) | 7(4.0) |157
35-49 4(2.5) 6(3.8) | 14(8.9) 0(00.0) |24
Total n(%) 42(26.6) | 89(56.3) | 61(7.0) 8(4.0) 200(125.5)
Birth 1 15(9.5) |17(10.7) | 11(18.0) [2(1.0) |45
Order 2-3 23(14.6) | 40(25.3) | 31(19.6) |3(15) |93
4-5 4(2.5) 24(15.2) | 13(8.2) 1(0.5) |42
6+ 0(00.0) 8(5.1) 6(3.8) 2(1.0) 16
Total n(%) 42(26.6) |89(56.3) | 61(38.6) |8(4.0) |200(125.5)
Family | <500 13(8.2) |30(19.0) [21(133) [7(35) |71
Income 500-2000 20(12.7) |55(34.8) |30(19.0) |1(0.5) | 116
>2000 9(5.7) 4(25) |10(6.3) 0(00.0) |23
Total, n (%) 42(26.6) | 89(56.3) | 61(38.6) 8(4.0) 200(125.5)
Education | No education 2(1.3) 32(20.2) | 14(8.9) 2(1.0) 50
primary 19(12.0) | 49(31.0) | 37(23.4) 6(3.0) 111
secondary 12(7.6) 6(3.8) 10(6.3) 0(00.0) |28
college/university | 9(5.7) 2(1.3) 0(00.0) 0(00.0) |11
Total, n (%) 42(26.6) |89(56.3) | 61(38.6) |8(4.0) |200(125.5)

N.B: *Private sector, respondent home, and TBA home.
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5.6 FACTORS ASSOCIATED WITH SEEKING ASSISTANCE AT THE TIME OF

COMPLICATIONS DURING PREGNANCY

The multivariable analysis carried out using binary logistic regression indicated that four
variables: Family monthly income, having ANC by a skilled provider, age of respondents, and
use of transportation to facility were the factors found to be significantly associated with seeking
assistance from a skilled provider. Women who had antenatal care by a skilled provider found to
be 10.6 times (AOR= 10.6, 95%CI; 3.3, 34.5) more likely to seek assistance from a skilled
provider for pregnancy complications as compared to women who did not have antenatal care.
Women with medium monthly income (500-2000ETB/month) were about 3.4 times (AOR = 3.4,
95% CI; 1.04, 11.4) more likely to be assisted by a skilled provider at the time of pregnancy
complications than women who were in the low (who belonged to below 25 percentile) family
monthly income(<500ETB). Women who were in the age 20-34 years were about 3.8 times
(AOR = 3.8; 95% ClI, 1.2, 12.3) more likely to be assisted by a skilled provider at the time of
pregnancy complications as compared to older women (below 20 years of age) who had
assistance. Similarly, women who used transportation to go to the facility were 72.2 times (AOR
= 72.2; 95% CI , 17.2, 303.5) more likely to be assisted by a skilled provider for pregnancy
complications as compared to those women who were not using transportation (traveled by foot).
As can be observed in table6, the significant association was observed for the variable,
knowledge of women to common obstetric complications, by bivariate analysis disappeared

during multivariate analysis.
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Table6: Adjusted and unadjusted odds ratio of logistic regression model showing effects of
predictor variables on the likely hood of skilled assistance for pregnancy complications, Arba
Minch Zuria District, South West Ethiopia, 2014.

Assisted by a skilled provider

Variables yes no COR 95% ClI AOR | 95% ClI
n=127 | n'=45 lower | upper lower | Upper
Age(yrs) 15-19 15 4 5.8 099 [344 |42 06 [281
20-34 103 32 3.6* 1.2 10.8 3.8* 1.2 12.3
35-49 9 9 1.0+ 1.0+
Family Monthly | <500 42 21 1.0+ 1.0+
Income(ETB)
500-2000 |73 16 5.4* 0.6 16.8 3.4*% 1.01 | 114
>2000 12 8 2.0 0.68 5.89 5.7 59 55.5
Had ANC bya | yes 83 11 12.7% 4.1 38.7 10.6* | 3.3 34.5
skilled provider
no 44 34 1.0+ 1.0+
knowledge of yes 94 31 0.23** 0.1 0.52 1.13 0.2 6.4
complications
no 33 14 1.0+ 1.0+
Vehicle travel yes 99 3 33* 9.3 116.6 |72.2* |17.2 |303.5°
transport used
no 28 42 1.0+ 1.0+

N.B: *Statistically Significant Association, **significant by binary analysis, + Reference category, ‘sought either

unskilled assistance or no assistance for problem/s.
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6. DISCUSSION
This Community based cross-sectional study attempted to assess pregnancy complications and

seeking assistance from a qualified provider among women who gave birth in the last 1year prior
to the study at Arba Minch Zuria District, South West of Ethiopia. In addition, the study tried to
investigate perceived awareness of the respondents on commonly known complications to a
pregnant mother in the study area.

In this study, about 52.9% of respondents had Good knowledge of pregnancy complications that
could occur during pregnancy and 47.1% respondents had poor knowledge of complications, this
was based on below average and above average median knowledge classification (median 2).
This was not in line with other studies in that 83.1 % of the respondents in Bangladesh had good
knowledge about pregnancy complications. Among the respondents who claimed to have
knowledge, 56.12% of them believed that it meant physical weakness, 11.23 percent thought as it
was related to low blood pressure(8, 21). The differences may be due to the overall maternal
service utilization pattern which is very low in Ethiopia(13). This study also showed that about
60.7%respondents had knowledge of at least one life threatening complications and
43.1%respondents had knowledge of non-life threatening complications. Overall, 62.9%
respondents had knowledge of at least one complication that could occur during pregnancy.
About 28.5% of the women reported at least one kind of pregnancy complications as life
threatening in the study of north Gondar.(24) This difference may be due to the improvements in
awareness of women to report pregnancy complications due to the current expansion of primary
health care facilities and the Community Based HEWs Program in Ethiopia. In the Health
Extension Program, the target of one health post and two health extension workers per kebele has
been reached(44). Top three complications mentioned in these study were malaria(50.6%), severe

head ache(26.2%), and severe lower abdominal pain(25%) as life threatening; and Nausea and

42



VVomiting(27.3%), leg edema(23.8%), and varicus vein(19.2%) as non-life threatening problems.
In other African studies, three frequently mentioned problems were vaginal bleeding, malaria and
severe anemia(22) . It is similar in case of malaria, whereas the difference in others may be due to
difference in prevalence of problems by country and the difference in preventive health services
activities.

This study showed, 43.1% of the respondents had encountered any one or more of the pregnancy
complications. This finding was lower from a cross-sectional Indian slum study, which showed
about 60% of women reported health problems during the index pregnancy. (25) and Higher than
Ethiopian North Gondar study findings of 28.5% of respondents reported some kind of
complications.(24)The differences, Higher may be showing an increasing health services
awareness and facilitation in Ethiopia by increasing HEWs effort and health services
infrastructures for preventive activities and perceived severity from time to time; and lower may
show low reporting of the complns & low perceived severity of it in Ethiopia, as compared to the
Indian’s.

In this study, skilled ANC attendance and skilled health service assistance to pregnancy
complication was statistically significantly associated (AOR= 10.6, 95%CI; 3.3, 34.5). The
contribution of ANC by skilled provider to further maternal service utilizations was observed in
previous studies conducted in Ethiopia (24, 45). Its positive effect for timely care-seeking during
obstetric complications was also observed in studies outside Ethiopia (46).

This study revealed that some of the women who reported complications did not seek services
due to reasons, like did not see seriousness of the problems, seen as not necessary, and because
family did not allow to seek assistance. Inability to judge the graveness of condition,
distance/transport problems, lack of money/cost considerations, and use of traditional options at

home were other study findings (24).
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In this study, it was identified that there is statistically significant association between medium
household monthly income and skilled assistance to pregnancy complications (AOR = 3.4, 95%
Cl; 1.04, 11.4). This was not concurrent with the studies in that skilled assistance either for life
threatening complications and non-life threatening was higher among wealthier households, in
Bangladesh study (16). The difference may be due to difference in income classification between
the two studies.

Women in the age 20-34years old had statistically significant association with seeking skilled
assistance to pregnancy complications (AOR = 3.8; 95% CI, 1.2, 12.3).This association was may
be due to high number of women in the last one year post birth exist in the age group of 20-34
years old in the study district. Also, women who used transportation had statistically significant
association (AOR = 72.2; 95% CI, 17.2, 303.5) with skilled assistance. This was may be due to
existence of treatment facility far from the respondent’s house hold and those who come by foot

were minimal.

7. STRENGTHS AND LIMITATIONS OF THE STUDY

7.1 STRENGTHS OF THE STUDY

Being community based study is an advantage for representing the community of woreda as
compared to facility based and beneficiary to the woreda to plan their health service activities in
the area by identifying the existing experiences as base line information.

Professional data collectors (midwifery nurse) used was an advantage for effective collection of

medical information from the respondent’s.
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7.2 LIMITATIONS OF THE STUDY

The cause effect relationship for all significant associations may have a chicken egg dilemma,
since this is cross-sectional study. The reliability of self-reported complications based on a
woman’s recall may be limited compared to the results of medical examinations at health care
facilities. Judging the severity of the illness is also a challenge to respondents, since severity can
be subjective, even though women’s self-report will be the primary option for capturing maternal
morbidity in places where women do not usually use skilled care providers or facilities for
maternal services. The fact that women who died from obstetric complications were excluded

from the study, might underestimate the results.

8. CONCLUSION
In this study, About Seven women out of Ten (70.9%) who had a skilled assistance had

knowledge of life threatening pregnancy complications and about Five women out of Ten
(54.3%) had knowledge of non-life threatening complications. More than two out of three women
who faced complications did use skilled providers at the time of pregnancy complications. About
172(43.1%) respondents reported at least any one of the problems faced in the index pregnancy.
The most common complications reported were Malaria, Nausea/\Vomiting and severe head ache.
Of women faced complications, about more than seven out of ten (73.8 %) sought assistance
from a skilled provider. Did not think seriousness of the problems, thought as not necessary, and
because family did not allow were the reasons for not seeking care from skilled providers.
Belonging income group 500 to 2000ETB, getting antenatal care from a skilled provider,
maternal age of 20-34 years, use of transport services were significantly associated with seeking

assistance from a skilled provider.
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9. RECOMMENDATIONS

Based on the above findings of the study the following recommendations were made:-

1. Maximizing Awareness of women

% As there is more than half shortage of women’s awareness on complications, woreda
focal persons are encouraged to do educational campaigns on the benefit of skilled

assistance and maximize their knowledge.

%

% Health extension workers of the woreda are also encouraged to give more health
information to women of child bearing via home to home and at Health Post ANC

Visit.

% Community awareness program must focus on life threatening pregnancy

complications on seeking assistance.

2. Health services

% Since antenatal visit by skilled personnel was significant predictor, The Regional and
Woreda Government bodies should give focus on skilled provision of ANC through
refresher training of health professionals on effective ANC services via maximizing

IEC activities.

¢ Transport problem was another significant predictor so that bringing the health facility

near the community will be an option and encouraged to the woreda health office.

¢ Recruiting and training Rural HEWs from diploma nurses or midwifes as of urban
HEWSs will be another option to achieve closeness of the skilled provider near the

community for the regional governor.
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ANNEXES:
RESPONDENTS INFORMATION SHEET ENGLISH VERSION

ADDIS ABABA UNIVERSITY COLLEGE OF HEALTH SCIENCES, ALLIED SCHOOL OF

HEALTH SCIENCES DEPARTMENT OF NURSING AND MIDWIFERRY

Here, | the undersigned, at Addis Ababa University School of Graduate Studies Program,
currently undertaking research on a topic entitled women’s health assistance seeking behavior
and Problems faced during Pregnancy at Arba Minch Zuria district, South West Ethiopia. For this
study, you will be selected as a participant and before getting permission of your participation,
you need to know all necessary information related to the study. Thus, this information will be
detailed as:

Purpose of the study:- To assess Women’s Health care Seeking Behavior and problems faced
during Pregnancy at Arba Minch Zuria district.

Participants to be included:-Women who have at least one live or still birth before one year of
data collection period and who are voluntary to participate in the study are included.

Risks of the study: The study will be carried out by asking you the already prepared and
structured questions. The procedure doesnt bear any physical or psychological trauma.
Furthermore, you will not be forced to respond to the information you do not know.

Benefits of the study: For your participation in the study no payment will be granted or has no
any special privilege to you. On the other hand, participating in the study and giving your

information to questions asked will have great input in efforts at reducing maternal deaths.
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Confidentiality: All information you give will be kept confidential and won't be accessible to
any third party. Your name won't be registered on the original question sheet so that you will not
be identified.

Consent: Your participation in the study will be totally based on your willingness. You have the
right not to participate from the beginning, or stop any time after starting participation. You will
not be forced to respond to the information you do not know.

Finally, I would like to acknowledge you for your either responses after listening me.

Name of Pl Serawit Lakew Tel: 0913273829 Email: Iserawit@yahoo.com

IRB Contact Address: Tel: 0115538734  E-mail: aaumfirb@yahoo.com

RESPONDENTS INFORMATION SHEET AMHARIC VERSION

NPGE FAFLPT 000lE 3% (NATINHT Q. 44 100)
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FPUCE NEA QAU OPF “CAGPTT NACTHS b MG A1t AmPPIIS 11477 0284007 NPAD- CoN
NACAO 9°75> H4L DA TGT hENLL e 1a.::

PHY TGF TAFd AP ACAP TIOHPA:: OTGE AL ATPAtTE €LY havmd (& TGET Ntaraht
ANEAL PP a2l 5P FT TITTE COLAAL T A AP TSR AL AGPATEI® P) ANGPAT§ apEans P TmP
PIINPTT avl B WL HAD. AGPCNAPINT::
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3. PGk IC OTPPH T TGk PPNLLM. $LI° AHY TGF SHHIEMT POP NaPmPP 1@.:: PFI° (TGE

FAFLPT AA ALIP PT AATPC AL LAT° 8T PAMIC:: PATNP T a0l B AdPaPA\ A0 10.5.9°::
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CONSENT SHEET, ENGLISH VERSION

INFORMED CONSENT

Hello. My name is (data collector) and I am Temporarily

working as a researcher at Addis Ababa University (A.A.U). We are conducting a research on women’s health
assistance-seeking behavior regarding health problems that occur during pregnancy. The information we collect
will help the local governor to plan health services. Your household was selected for the survey. This interview
usually takes about 30 minutes. All of the answers you give will be confidential and will not be shared with
anyone other than members of this research team. You don't have to be paid in the survey, but we hope you will
agree to answer the questions since your views are important. If | ask you any question you don't want to answer,

just let me know and I will go on to the next question or you can stop the interview at any time.

Do you have any questions?

May | begin the interview now?

Signature of interviewer: Date:

RESPONDENT AGREES TO BE INTERVIEWED: Name & Sign

RESPONDENT DOES NOT AGREE TO BE INTERVIEWED............ .2 END HERE
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CONSENT SHEET, AMHARIC VERSION
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ANNEX I: DATA COLLECTION TOOL, ENGLISH VERSION

REGION

DISTRICT

NAME OF HOUSEHOLD HEAD

HOUSEHOLD NUMBER.

KEBELE

NAME OF ELIGIBLE WOMAN

INTERVIEWER VISITS

1 2 3 Final visit
DATE DAY
MONTH
INTERVIEWER’S YEAR
NAME
Int. no
RESULT*
RESULT~*
NEXT VISIT: TOTAL NO.
DATE OF VISITS
TIME
*RESULT CODES:
1 COMPLETED 3 POSTPONED 5 PARTLY COMPLETED
2 NOT AT HOME 4 REFUSED 6 INCAPACITATED 7 OTHER( specify)

SUPERVISOR: NAME

DATE sign

Pl: NAME

DATE Sign
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SECTION I: BACKGROUND CHARACTERISTICS OF RESPONDENTS

S. QUESTIONS and FILTERS CODING CATEGORIES S
NO.
IP
101 RECORD THE TIME STARTED. HOUR, MINUTES
102 First I would like to ask some Ifyes......... 1 Locality....c.cooeunnen.
questions about you. For most of the ,
o ) IfNo........... 2 Locality............ end here
time including pregnancy and
delivery, did you live in this locality?
103 How old are you at your 1% marriage? | AGE(IN COMPLETED YEA
If don’t know............. 99
104 How old are you at your last birthday? | AGE (IN COMPLETED YE
If don’t know............. 99
105 What is your marital status now? MARRIED and LIVE TOGETHER ....... 1
MARRIED and SEPARATED............... 2
DIVORCED .....c.ooviiiiiiiiiii, 3
WIDOWED ...t 4
NEVER MARRIED........................... 5
106 What is your religion? MUSLIM ... 1
CHRISTIAN ORTHODOX...........c.eennen.e. 2
CHRISTIAN PROTESTANT................... 3
OTHER 4
107 What is your ethnicity? Record | Gamo.....] Welayta....2  Ambhara...... 3 Oromo...4
the major ethnic group. Zayse...5 Ganta...6 other.......... 7(specify)
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108 What is the highest level of school Grade(in completed year)
you attended:
Never attended school............................... 99
109 AT LEASTONCEAWEEK . ........ 1
Do you listen to the radio? LESS THAN ONCE AWEEK ... 2
NOTATALL..................... 3
110 Do you read a newspaper or AT LEASTONCEAWEEK ......... 1
magazine? LESS THAN ONCEAWEEK . ....... 2
NOTATALL..................... 3
111 Do you watch television? AT LEAST ONCE AWEEK. ......... 1
LESS THAN ONCEAWEEK . ....... 2
NOTATALL..................... 3
112 Total Income per month Amount in birr

SECTION II: REPRODUCTION AND ANTE NATAL CARE

201 Have you ever been pregnant YES...... 1 NO....... 2(end here)
202 If yes, How often Number
203 Have you ever given birth YES...............1 NO.............. 2
204 How many live births do you Number m fel tal

have
205 How many still births do you Number m f

have?lF NONE, RECORD '00'.

Total

206 Do you have birth in the last YES . ... 1

one year (September 1/2012)

NO ..o 2 (end here)
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207 When you were pregnant, did YES . ... 1

you see anyone for antenatal .
NO ... 2 (skip to 21)

care? (for last pregnancy only)

208 Whom did you see? Anyone DOCTOR.... ..o 1
else? NURSE/MIDWIFE..............ccccooiiiiiinn, 2
(PROBE FOR THE TYPE OF HEW ... 3
PERSON AND RECORD ALL TBA e 4
PERSONS SEEN.) OTHER .....oooviiiiiii, 5(SPECIFY)
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209 Why did you not see anyone? NOT NECESSARY ..o 1
NOT CUSTOMERY ..o, 2
COSTTOO MUCH. ..ot 3
Any other reason? LACKOF MONEY ...oiiiiiiiiiiiiiie, 4
TOOFAR ..o 5
(RECORD ALL MENTIONED ) | TRANSPORT PROBLEM ........o.oinnrn .6
NO ONE TO ACCOMPANY ....ovviiiiiiiiineen. 7
POOR QUALITY SERVICE ..., 8
FAMILY DID NOT ALLOW .........coooiiiineaa 9
BETTER CAREATHOME .......................... 10
NOT KNOWN HOW TO GO .......cecveennnnn. 11
NO TIME TO GET SERVICES ..................... 12
NOT KNOWN WHERE TO GO ...................13
NOT WANT SERVICE FROM MALE DOCTOR ....14
DID NOT THINK OF SERIOUSNESS OF
COMPLICATION. ..ot 15
OTHER 16
(SPECIFY)
210 | When you were pregnant, the first | BECAUSE OF PROBLEM ....................... 1
time you go for antenatal care, FOR CHECKUP ONLY .......cccovvviiiiinnn.., 2(skip to 24)
did you go for just to checkup or
you had a problem?
211 For what problem did you first SEVER HEADACHE................cooiiiii, 1
go for antenatal care? BLURRY VISION...........ccooiiiiiiiiiniiiinenn, 2

HIGH BLOOD PRESSURE........cccccceeiini .3

LEGEDEMA........oiiiii e 4
PRE-ECLAMSIA. ..o 5
EXCESSIVE VAGINAL BLEEDING.................... 6
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CONVULSION/ECLAMPSIA......coooieiiiireniaiennn 7
FOUL-SMELLING VAGINAL DISCHARGE.....8
HIGH FEVER........ooii e 9
SEVERE LOWER ABDOMINAL PAIN............... 10
BABY MOVEMENT WAS LOW.........ccccovevinnnn 11
VARICUS VEIN.....cooiiiie 12
NAUSEA AND VOMITING........ccccoiiiiiiiieen, 13
TETANUS ... 14
MALARIA. .., 15
OTHER 16(SPECIFY)
212 How many times did you receive | NO. OF TIMES..........
medical checkup during this DON'T KNOW ............. 98
pregnancy?

SECTION I1l. KNOWLEDGE OF COMMON PREGNANCY COMPLICATIONS AND ANC

301

What are the problems at
the time of pregnancy

which are life threatening?

(Probe for all possible

answer)

SEVER HEADACHE..............cc, 1
BLURRY VISION... ..o 2
HIGH BLOOD PRESSURE...........cc............3

LEGEDEMA. ... 4
PRE-ECLAMSIA. ... 5
EXCESSIVE VAGINAL BLEEDING.................... 6
CONVULSION/ECLAMPSIA ..o 7

FOUL-SMELLING VAGINAL DISCHARGE.....8

HIGH FEVER.......cci i 9
SEVERE LOWER ABDOMINAL PAIN............... 10
BABY MOVEMENT WAS LOW........cccocovvvenne 11
VARICUS VEIN......ccoiiiii e, 12
NAUSEA AND VOMITING........ccccovviiiieiiiee 13
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TETANUS. ...t 14
MALARIA. ..o, 15
OTHER 16(SPECIFY)
IDON'TKNOW. ..o 98
302 What are the problems at | VARICUS VEIN.........cccooiiiiiiiie e, 1
the time of pregnancy NAUSEA AND VOMITING........cccocovvrerrrnrenn. 2
which are non-life TETANUS oo eseresseesseessesssesseene 3
threatening? (Probe for all
OTHERs 4 (SPECIFY)
possible answer) IDON'TKNOW.......ooooiiiiiiiiiiinnn. 8
Do you think that women should YES oo 1
303 have a medical checkup when they NO 5
are pregnant even though they are | T
not sick? DON'T KNOW ... 8
304 If yes, How many times? ONC. et 1
TWO i 2
Three ..o 3
Fourormore .................oo. 4

SECTION IV: ITEMS FOR LAST PREGNANCY ONLY
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401

Did you experience any of the
following problems at any time
of pregnancy?

(CIRCLE ALL RESPONDENT

MENTIONED )

SEVER HEADACHE.................coie. 1
BLURRY VISION......c.ooiii 2
HIGH BLOOD PRESSURE...........cccceevvvee3

LEGEDEMA........c.oii 4
PRE-ECLAMSIA. ... 5
EXCESSIVE VAGINAL BLEEDING................... 6
CONVULSION/ECLAMPSIA........coiiiiieiiiiee 7

FOUL-SMELLING VAGINAL DISCHARGE.....8

HIGH FEVER.......cciii 9
SEVERE LOWER ABDOMINAL PAIN............... 10
BABY MOVEMENT WAS LOW........cccccovvvenene 11
VARICUS VEIN. ..o, 12
NAUSEA AND VOMITING........ccccoovviiiriiien, 13
TETANUS.....cooi 14
MALARIA. ... 15
OTHER 16(SPECIFY)
IDON'TKNOW......oooiiiiiiia 98 (end here)
NONE....cooi 17 (end here)
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402 Which complication/s occurred | SEVER HEADACHE...................ccooevinii 1
last? BLURRY VISION.....ciiiiiiieieee 2
HIGH BLOOD PRESSURE..........cceccevvennnl3
LEGEDEMA. .. .o 4
PRE-ECLAMSIA.......ccoi e 5
EXCESSIVE VAGINAL BLEEDING.................... 6
(CIRCLE ALL RESPONDENT | CONVULSION/ECLAMPSIA.......c.cccovniiiiiiirinnn, 7
MENTIONED ) FOUL-SMELLING VAGINAL DISCHARGE......8
HIGH FEVER........coci e 9
SEVERE LOWER ABDOMINAL PAIN............... 10
BABY MOVEMENT WAS LOW.........ccceeveeienne 11
VARICUS VEIN.....cooiiii e 12
NAUSEA AND VOMITING.......cccccoeiiiriieiee. 13
TETANUS. ... 14
MALARIA....o e, 15
OTHER 16(SPECIFY)
403 From Q.No 28 response, which | SEVER HEADACHE.....................cccooee 1
problem is/are life threatening? | BLURRY VISION.............................. 2

(list all answer)

(read from responses on Q No
28)

HIGH BLOOD PRESSURE..........cccceevvie3

LEGEDEMA.. ... 4
PRE-ECLAMSIA. ... 5
EXCESSIVE VAGINAL BLEEDING.................... 6
CONVULSION/ECLAMPSIA ..o 7

FOUL-SMELLING VAGINAL DISCHARGE.....8

HIGH FEVER.......ccoo i 9
SEVERE LOWER ABDOMINAL PAIN............... 10
BABY MOVEMENT WAS LOW........ccccccvvvenene 11
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VARICUS VEIN......coiii, 12
NAUSEA AND VOMITING........ccccovviiiiiiie 13
TETANUS......coii e 14
MALARIA. ... 15

OTHER 16(SPECIFY)

404

Did you see seek any assistance

for last complication?

YES oo 1(SKIP TO 34)

405

Why you did not seek treatment?

Any other reason?

PROBE FOR THE TYPE OF
PERSON AND RECORD ALL
PERSONS SEEN.

NOT NECESSARY ..o 1
NOT CUSTOMERY .....ooiiiiiiiiiiiiiiiiiiees 2
COSTTOOMUCH........coviiiiiiiiiiiiiiiinenen, 3
LACKOFMONEY ....oovviiiiiiiiiiiiiie 4
TOOFAR ... 5
TRANSPORT PROBLEM ............ccccecveeeeene. 6

NO ONE TO ACCOMPANY .....ooviiiiiiiiieennen. 7
POOR QUALITY SERVICE ...t 8
FAMILY DID NOT ALLOW .........cooeiiiiininnn.. 9
BETTER CAREATHOME ... 10
NOT KNOWNHOWTO GO ........cceveeninnnn 11
NO TIME TO GET SERVICES ..................... 12

NOT KNOWN WHERE TO GO ..................13
NOT WANT SERVICE FROM MALE DOCTOR ....14

DID NOT THINK OF SERIOUSNESS OF
COMPLICATION. ..., 15

OTHER 16 (SPECIFY)
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406

Who took the decision that you
should not seek treatment?

Anyone else?

RESPONDENT ...t 1
HUSBAND ... 2
PARENT ... i 3

Stolleader.......coovviiiiiiii 4
OTHER(SPECIFY) ..ot 5
NONE ..., 6

DON’TKNOW ... 98

407

If more than one complication in
Q.No 31, Which complication did

you see seek assistance?

SEVER HEADACHE.......ccveeooeeeeoon 1
BLURRY VISION........oeevviieeineeie.. 2

HIGH BLOOD PRESSURE.........occoreeennnn. 3
LEG EDEMA........oieiiiiieiiieeieeeeee 4
PRE-ECLAMSIA. .covocoeeeveeoeeeeeeeeeeeeeeeeeeeeeee 5
EXCESSIVE VAGINAL BLEEDING................. 6
CONVULSION/ECLAMPSIA.......ooveoormreeererereens 7
FOUL-SMELLING VAGINAL DISCHARGE.....8
HIGH FEVER. .......oioveoeeeeeeeseeeeeveeeeeeeeeees e 9
SEVERE LOWER ABDOMINAL PAIN............. 10
BABY MOVEMENT WAS LOW........cccoovrvvennn.. 11
VARICUS VEIN.....cooivveeeneeeeseeeeeeee e 12
NAUSEA AND VOMITING........commmvvereerrrrcre 13
TETANUS. ....coomeveeeeeeeeee e 14
MALARIA.....ooooiieeeeeeeeeeee e, 15
OTHER 16(SPECIFY)

408

Whom did you see for first

assistance?
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Anyone else? OTHER ..o, 5(SPECIFY)
409 Where did you first receive HOME. ... 1
treatment? GOVT. HOSPITAL ....ccoiiiiiiiiiiiiiie 2
HEALTH CENTER..............oooi 3
HEALTHPOST ... 4
Any other places? Private SECTOT. .. .. vt 5
OTHER(SPECIFY)...oviiiiiiiiiieeeee 11
410 Who took the decision that you RESPONDENT ....cooiiiiiiiiiiieieeee 1
should sek eatment PARENT ...
Stolleader........oooveeiiiiiiiiiiiiiii 4
OTHER(SPECIFY) ....ooiivieeeiiee 5
NONE ...t 6
DON’TKNOW ..o 98
411 After what time treatment sought? | Time (in Hours)........ ..............
412 How much facility did you visit NUMBERS ..............
for this treatment? DID NOT GO ANY PLACE..... 0 (end here)
413 If more than two, list from firstto | 1. HC/Hospital/Private sector
last visited? 2. Hospital/HC/Private sector
3. private sector/HC/Hospital
4. Private sector/Hospital/HC
5.0ther(specify)
414 | Why you visited more treatment 1.Referal 2. Preference 3. Other(specify)

center?

INTERVIEWER: Qs. 41-46 ARE APPLICABLE FOR FIRST TREATMENT FACILITY ONLY

415

Who accompanied you to go the

treatment center

CIRCLE ALL THE PERSONS

HUSBAND ..o 1
PARENT ... 2
1toS5leader......c.ocoee i 3
OTHER(SPECIFY) «..ovviiiiiiiiiiee 4
NONE ... 5




ACCOMPANIED

416 How far is facility from your house | IN KILLO METER (Km)....................
WRITE '00' IF LESS THAN A km
DON'T KNOW.....c.ccoovrvrinnnns 98
417 How did you go to this treatment CAR/BUS ..., 1
center? AMBULANCE .............ooee 2
ONFOOT......c.ovvveiiininannn, 3 (SKIP TO 46)
OTHER(SPECIFY) 4
418 Did you have difficulty in obtaining | VERY MUCH ........................ 1
_transportation? SOMEWHAT .......cccevviiinnnn. 2
NOTATALL......ooviiiiiaen. 3
DONTKNOW ......ccviiiiinn... 8
Did your condition improve after NO CHANGE ............... 1
419 treatment in this place, or did it stay | IMPROVED ................. 2
the same? WORSNED.......c............ 3
DON'T KNOW .............. 8
420 How did you get this money for FAMILY FUNDS ................. 1
treatment? BORROWED .............coeee. 2
SOLD ASSETS ....coviiinne 3
FROM RELATIVES .............. 4
MORTGAGE (salary early)........ 5
OTHER 6
DON'T KNOW............... yeeeenn 98
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ANNEX I1: DATA COLLECTION TOOL, AMHARIC VERSION
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