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Abstract

Background: Clients’ preference to place of delivery and preferred types of attendants are considered
important factors as generally female patients have the tendency to prefer female health professionals
due to various reasons like communication style of female physician’s in the provisions of health care
services. Findings show that Women are not using available and accessible maternity care services.
This is illustrated by very low institutional delivery and low skill birth attendance (SBAs) rates
compared to high antenatal care (ANC). One potential reason for this could be the women’s preference
to place of delivery and birth attendant.

Objective: To assess preference of place of delivery, delivery attendants and associated factors

among women at Shashemene town.

Methods: Community based cross-sectional study was conducted with mixed approach on a total of
288 women who have child less than one year of age during the survey. Multi stage sampling
technique was used. In addition 6FGDs and 2IDI were conducted purposively.

Quantitative Data was entered into EPI info and analyzed using SPSS 16.0 software. Analysis was done
using different descriptive and inferential statistics. Logistic regression was used to control
confounders and detects strength of association. FGDs and IDI interviews were transcribed and
translated into English from Afan Oromo and vice versa by two persons. Topic guides were reviewed
manually and electronically, responses were coded into categories then grouped into theme
thematically.

Result: out of 288 women of reproductive age who have less than one year old child 95.8% responded
to the questionnaires. Only 34.9%, 22.6% and 42.5% of the women attended ANC during their first,
second and third trimester respectively. Regarding place of delivery 36.2% preferred home as place of
“1134ertyu;’delivering at health facility was high for those women whose income 1021-1530/month
[OR 4.2, 95%CI: (1.97, 9.32)], education greater or equal to secondary [OR 6.8, 95% CI: (2.9, 15.8)]
and positive husband attitude toward health facility [OR 4.8, 95% CI: (1.3, 17.96)]. The chance of
giving birth at home was high for those aged between15-19 years (OR 6.3, 95%CI: (2.7, 14.9). Thirty
percent of women explained as they feel comfortable being at home as the most frequent reason for not
delivering at health facility followed by to gain family care (29%) and lack of privacy (16.2%)
whereas, preferring health facility was mainly due to service quality (47.8%).

Conclusions - Most women preferred female health professionals to provide maternity health care. Still
many women preferred home delivery. Socio-demographic and cultural factors were found to be
barriers to preference of maternity care services. Policies about maternity health care services,
education and women empowerment should take into account preferences of women. So, mitigation

measure is in need to ensure right and informed choice for women to use maternity services justly.

\4|



1. Introduction

1.1. Background
Globally the discrepancy between antenatal care (ANC) and delivery services used by health
professions vary considerably. Seventy-five years of routine hospital birth in the United State
have produced no studies to show it is safer than having a baby at home with a skilled birth
attendant(1).
Saraguro Indians in Ecuador did not use the affordable, accessible maternal care; they feel as
professionals violate women’s privacy during childbirth as well as many health professionals are

men who hold true in Ethiopia where only 10% of women deliver with SBAs (2, 3).

Interestingly, there are best practices in Malaysia, SirLanka and Thailand that improve skilled
birth attendants (SBAs) regardless of place of delivery. Recognition of the importance for health
systems to take into account woman individual needs in maternity care is vital as shown in
Syrian study; female patients prefer female physician’s (4).Study in Tanzania, revealed that more

than 90% of all pregnant women attend ANC at least once less than five in ten receive SBAs yet

(5).

According to studies conducted in rural Butajira , Adamitulu and South West Ethiopia 88% and
83% mothers preferred to give birth at home respectively(6, 7,8). According to Ethiopian
demographic and health survey (EDHS 2011) national, ANC, SBAs and delivery at health
facility (HF) were 33.9 %, 10% and 9.9% respectively. While great discrepancies among the
regions were observed, in Oromia institutional delivery (ID) is very low where 92 % take place

at home (3).

According to Oromia Regional Health Bureau coverage of ANC was 73%, SBAs 32% and
postnatal care (PNC) 31% has shown contrary figure as of 2002 Ethiopian fiscal year (EFY) (9).
This reality leads to the following questions: Is preference of women affecting place of delivery
and attendants? Why institution delivery (ID) with SBA is very low versus high ANC? So, the

issues of Women'’s choice and reasons for preferences have to be addressed as key central role.

1.2. Statement of the problems
Most women preferred home delivery to health facility (1, 6, 7, 8) in spite of policies to improve
maternity care services currently, Ethiopia considering averting the huge problem of very low

SBAs and high maternal mortality ratio (MMR) via provision of free maternity care services to

-1 -



meet millennium development goals (MDGs). However, services are not utilized due to socio
cultural, men dominance in decision making power, limited access and others(6).

Women encompass almost half of a given society; all Africa governments are introducing free
health care for pregnant women and under 5 children to meet MDGs 4 and 5 by making all
trained health hands to deal with this emergency; still many of them in developing countries are
at greater disadvantage.

Experience from other countries revealed that women are not utilizing even the available and
access- able maternity care services which is true for Ethiopia,where 90 % of delivery taken
place at home. Correspondingly, in Oromia in particular, maternity care services use is very low
(3). One justification for poor health outcomes of majority women in the country is not using
health service for various reasons. Therefore, there is something blocking women from utilizing
maternity care, why? Still 83- 88%, mothers preferred to give birth at home (6, 7, and 8). Indeed

there’s a need to investigate.

1.3. Rational of the study

Though many studies have been carried out to identify and understand why maternal health care
services are underutilized in Ethiopia, there is still no remarkable change. For instance,
according to EDHS 2011, 31.3% and 8.1% of women received ANC and SBAs in Oromia
respectively (3). In other words, Utilization of maternity care service by in large is very low
which holds back movement towards MDGs. This reflected by the actual place of delivery and

attendants’ nature is not harmonized with the preferred place of delivery and attendants.

There is very limited study on preferences of women to delivery place and attendants in Oromia
which shows wide gap of information though MDGs is priority concern for government and
donors for reduction of MMR yet need due attention. Hoping that, the results of this study will
aware policy makers and concerned bodies regarding women preferences to take appropriate
action for ensuring the right choice. Bearing this in mind, this study is designed to find out the
possible reasons for the preferences of women to place of delivery and attendants. Thus, this
study is designed to assess the preferences of women to delivery place and attendants as well as
attempting to explore associated factors that are expected to hamper utilization of maternity care
at Shashemene town. So, the findings of this study will aware policy makers and concerned
bodies on women’s preferences to suggest and understand problems regarding place of delivery

and attendants in order to amend programs or take proper mitigation on intervention strategy.



2. Literature Review

Hospitals are not the safest place to have a baby. Dozens of studies of the largest to date
published in April in British Journal of Obstetrics and Gynaecology looked at more than 500,000
births to health women in Netherland found that no more babies died among those planned

birth at home than those who choice hospitals (1).

Infection and respiratory distress rates were higher among newborns four times and 17 times
respectively than in the home birth yet women prefer old fashion to health facility (10).
According to Texas Department of health delivery attended by non nurse midwives, physician,
certified nurse midwife revealed IMR of 1.9, 5.7and 1per 1000 live birth respectively; where as
other attendants accounted for 10.2 deaths per 1000 live birth (10). As planned home birth study
of 5,000 in 2005 in North America, found that babies were born just as safely at home and that
the mother did much better than compared to similarly low risk women who had intended
atypical Hospital birth with caesarean section rate five times less (4% vs. 20%) and with hardly

any inductions(1).

Twenty-eight studies reviewed in 2007 of planned home birth, the American College of Nurse
Midwife found an optimal outcomes, credentialing system and safety among home birth to be
true across countries(1). In Syria there were studies that showed changes in rates of home and
hospital deliveries with different proportions of women who preferred female for varies reasons

of that of male (4).

More than 80% of delivers were attended at home by TBAs, nearly 40% by female relatives
according to study conducted in Indonesia, Bangladesh and Egypt revealed while health facility
delivers by Doctor, or Midwife Nurse were less than 27%(6) whereas in India, only 41.5%
delivered at home 55% delivered in hospital; Doctor’s attended only 35.6% TBAs attended
61.2%(11-15). Similarly, study conducted in West Java Island of Indonesia, shown that as

many women still deliver at home without the assistance of trained birth attendants (16).

The use of traditional birth attendants and home delivery were preferable for some community

members despite the availability of the village midwife in the village.



The analysis of DHS data from Morocco and Tunisia revealed that high levels of health care are
associated with better outcome. Many studies revealed that as strong correlation between access
to skilled attendant and well-equipped HF during delivery can reduce maternal mortality and

morbidity, and improve pregnancy outcome (3, 15, 16, 17).

One possible explanation for poor health outcomes among women and children in Ethiopia is the
non use of available and accessible maternal health services.Institutional delivery is very low in
Ethiopia according to the report of Safe Motherhood need assessment conducted in 1996, North
Gondar and EDHS (2011) only 4.5%, 1.7%, and 10% of women gave birth at health facilities
respectively (3, 18, 20).

Studies conducted in rural Butajira, Admitulu and North Gonder revealed that 88% , 83% and
86.5% of mothers preferred to give birth at home (6,7,20) respectively. The study conducted in
South west Ethiopia and North Gondar, reported 83% and 86.5% delivered at home were
attended by untrained attendants respectively(19, 20).

The study in Gulele District at Addis Ababa, revealed that nearly, one fourth (23.3%) of women
preferred to deliver at home. Risk of preference to deliver at home was higher for those

husbands’ or partners’ attitude toward ANC attendance was negative and for those who did not

attend ANC clinics (21, 22).

Most women (85%) preferred to be delivered by female physicians at Hospitals compared with
midwives (21.2%) according to study in Syria, the reasons for preferences were perception of

safety, competence and communications style of caregiver (4).

More than 90% women delivered and attended by TBAs in Indonesia. Interestingly, the
improvement of maternal health services in Indonesia has been publicized via better percentage
of deliveries assisted by SBAs from 43% in1997 t079% in 2007 (16). However, the 2007
Indonesia’s DHS still reported a large percentage of home deliveries (53%), although the
percentage has decreased substantially over the last decade (73% in 1997) (16).



About 43% of all live births are attended by TBAs in under-resourced settings and in some rural
areas this proportion is much higher (e.g. 80% and 86.5%, as study in the Pakistan and North
Gondar, Ethiopia (11, 20).

Recent studies indicate that less than one third of women in developing countries receive ANC
and only about 20% of births occur under the supervision of trained attendants (24). In
Bangladesh, women with primary education did not differ from women with no schooling in
receiving delivery assistance (17). However, Women with primary level education were more

likely to receive delivery assistance from health personnel in Guatemala (25).

Higher socioeconomic groups women tend to exhibit patterns of more frequent use of maternal
health care than women in the lower economic status, factors such as education appear to be
important mediator (3, 13, 16, 20, 29). According to EDHS 2000 and Arsi zone study, about
72% of women with at least secondary schooling receive ANC (20,21,26).When obstetric
complications are seen as the reflection of the “’will of God’’ or the influence of evil spirits
families often resort to traditional healers and diviners for care but only take women to health

facility at last resort(24).

Villagers select TBAs because of tradition, convenience and special attention they receive and
trusted highly accessible and affordable members of the community (17). Likewise many women
in developing countries need a husband’s permission for decision-making example in

Bangladesh, it’s usually the mother in law and husbands who make decision to seek care (11, 27).

In Bangladesh Rural women, do not usually converse with unknown persons, particularly males,
this is an important barrier because male physicians attend most deliveries at rural HC due to

inattentive or rude staff behaviour, lack of skilled staff and privacy (17,19).

As of rural Tanzania, 84% of women who gave birth at home intended to deliver at a health
facility but did not do due to distance and lack of transportation (5). In contrary, study in the
Guatemalan highlands revealed that Government health post located near to residents yet
proximity did not guarantee utilization (25). Thus, unable to provide quality care as several
studies from developed and developing countries showed as important barriers affecting
women'’s services use (4, 25, 28). King has noted perhaps the most important factor for all is the

severity of patient’s disease or need (28).



Study in Gulele District, Addis Ababa indicated as risk of preference to deliver at home was
higher for those husbands’ or partners’ attitude toward ANC attendance was negative and for

those who did not attend ANC clinics (21, 22).

Study in South West Ethiopia revealed ANC attendance of 48%, the difference in health service
utilization between urban and rural was explained to be attributable to the fact that the urban

mothers have more access to the different health services and better education levels.

In a nationally representative sample survey in Ethiopia, study done in the Arsi and SNNPR of
maternity care was found to vary by age, residence, and other socio-demographic factors, whereas
another study in Addis Ababa showed that lack of time, absence of illness, and lack of awareness

are the major reasons for non-attendance of ANC (8,21,26).

Especially, in remote areas the scarcity and cost of transport, poor road conditions and difficulty
of walking for hours to the nearest HF may also pose problems for pregnant women in labour.
According to study which was done in North Gondar the reasons for preferring home delivery,
44.7% of the respondents reported that labor was short and smooth. The rest 55.3% of the mothers
reported preference to give birth in the presence of relatives, trust in TBAs, cultural reason and

lack of money as reasons for not to use health Facility (20, 21).

Reasons for preferring to deliver in HF were high quality of service, closeness to health facility
and HCWs approach. Some women wanted to deliver at home where relatives are nearby and out
of whom 67% of them wanted deliveries to be conducted by TBAs, while 25% preferred birth to
be attended by close relatives (21).



3. Objectives
3.1. General Objective

The main objective of the study was to assess preference of place of delivery, delivery attendants

and associated factors among women at Shashemene town.

3.2. Specific objectives:

* To identify women preference of place of delivery at Shashemene town
» To identify women preference of delivery attendants at Shashemene town

= To assess factors associated with preference of women at Shashemene town



4. Methodology
4.1. Study Design and methods

A cross-sectional community based study with quantitative and qualitative methods was conducted
among women of reproductive age groups at Shashemene town.

4.2. Study Setting and period

The study was conducted in Shashemene town from December 2012- January 2012. The town has a
total population of 140,876 of which 3.8% are under one child. It is located at 250 kilometers south of
the capital, Finfinne situated at a crossroad to Bale, Arsi, Zeway, Hawasa and most parts of Southern
Ethiopia. The town is divided in to 8 sub cities and 11 Kebeles because of a recent administrative
restructuring with an average population of over 5,353 under one children  according town’s health
offices of 2003 E.C (personal communication). The health bureau is using 8 sub cities as kebele (the
smallest administrative units in government structure). It is selected since the transition town which
connects many parts of rural and urban Ethiopia. Thus, migrants are attracted for trading possibilities
and seasonal employment as well as it is the most ethnically mixed town in Ethiopia manifesting

cultural diversity which may contribute valuable information from various angle.

4.3. Study Population

Source Population- all women of reproductive age living in Shashemene town

Study Population- all women who gave birth in the last one year from Nov.1, 2011-Oct.30, 2012
Inclusion Criteria- all women of reproductive age living in Shashemene town not less than nine
months during data collection period who gave birth in the last one year and or have under one year
child were included .

Exclusion Criteria- all women with reproductive age group, critically sick, mentally ill, visitors, and
respondents of FGDs and IDI were excluded from quantitative part.

4.4 Sampling Techniques
Sample size was determined by single population proportion formula with the assumptions of
Z o, = 1.96(level of significance at a=0.05), d=0.05, (level of precision), Where, p=23.3%, (prevalence
obtained from previous care attendances and preference of site of delivery (21).

n=(Z a/y)* p (1-p)
d 2

The required sample size for this study was 274 adding 5% for non response the final sample were 288

women.



4.5 Sampling Procedure

A total of 288 women sample were selected using Multi- Stage Sampling procedure. Simple random
sampling techniques were applied to identify 3 kebeles of 8 by lottery method, assuming under one year
children 3.8% of the total population and then identified and listed 1714 households from respective
kebeles in which eligible women were found by house to house surveying . Study population were
allocated among three kebeles: Bulchana, Burkagudina and Alelu encompasses a total population of
16853, 13860 and14391 with under one population of 640, 547, and 527 respectively. Sample of study
population of 107, 92and 89 were obtained based on proportions to size of the population through
computer generated random number respectively. If more than one woman was found in one household
lottery methods was considered. If no study subjects were found, the next house would be considered;
revisit was arranged at least two times and continues till proposed sample sizes were obtained.
Eventually mark was put on the door to avoid overlapping or missing a sampling frame of the house.

Purposive and convenience sapling technique was utilized for qualitative approach.

Shashemene town

Total population140876

Ki= K2= K3= K4= 5= Ko6= K7 K8 K K10
9
784 684 697 640 527 669 547 656
|
SRS
SRS g K=Kebele,(K1-K8) N
v is under one
) K;=92 year(calculated from
K4=107 total population by
— SRS 3.8% proportion of
SRS under one year).

N /

Figl: Schematic presentation indicating illustration of sampling procedure for quantitative data

Purposive and convince
approach were used
l HWS(12) ]l male(8) ' pp
7

40
- +2,IDI from TTBAs=42

Fig2: Schematic presentation that indicating illustration of sampling procedure for qualitative
data




4.6. Data Collection tools and Methods

Data collection tools and Procedure for Quantitative

Data was collected by trained female nurses using face to face interview administered
questionnaire which was amended from others studies and translated to local language A fan
Oromo by expert in both language in turn back translated to English by another expert to

ensure consistency.

Training was given for data collectors and supervisor on collection, cleaning technique and
objective of the study, Questionnaire and sampling methods for one day at Shashemene by
investigator. Pre-test study was initiated on 5% of the total sample size at the nearby study
areas kebele. The recruitment of study team was based on fluency of local language, sex
consideration plus their previous experiences of data collection. Individual respondents from

respective household were interviewed using Semi-structured and pretested questionnaire.

Phenomenological design of Qualitative study approach was conducted among FGDs of two
group from health professionals, women of reproductive age from community and one group
from male, HEWS which consisted minimum of six member was included in to study till
saturation of ideas beside IDI which was conducted with 2TBAs. FGD groups were
interviewed by principal investigator, following quantitative study using semi -structured
topic guide, questionnaire. The discussion was Tape recorded and later transcribed. The
participant and the investigator were sited in a circle or around a table for the discussion. The
investigators were begin the session by introducing himself and explain the purpose of the

study.

The FGDs were last for about 60 to 90 minutes. The investigator was in charge of facilitating
the discussion he was bring the discussion back to the topic at hand should it go beyond the
main issues. The investigator was not giving any indication (verbal or physical) that would
encourage certain types of comments or discourage other types of comments. In short, the
investigator was guide the discussion when necessary carefully not to lead the discussion. It
was our role to facilitate, but role of participant were to tell us what you think. The note taker

had the sole responsibility of capturing the sessions accurately as possible.
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This includes not only Participants’ responses, but also nonverbal actions, physical
environment, atmosphere of the session, via observations. This approach allowed us to guide
the discussions around key topics related to preferences of women to delivery place and
attendants. The main topics to be covered includes reasons for preference of women to
delivery place and attendants in relation to the access for SBAs, perceptions of the quality of

ANC, at available HF for preferences and factors underlying high ANC but low SDAs.

4.7. Operational Definitions

Access to Health Facility: The pregnant women being no more than an hour from HF by
local means of transportation, or availability of HF within one hour’s walk or travel (29)
Birth attendant preference: Pregnant women, who had attended maternity clinics or not
during the time of ANC, birth and choose of either sex or different types of attendants (health
care workers or TTBAs) based on their preferences /interest.
Skilled attendants: refers exclusively to people with midwifery skills (for example
midwives, doctors and nurses) who have been trained to proficiency in the skills necessary to
manage normal deliveries and diagnose, manage or refer obstetric complication (16, 23, 29,
30).
Traditional birth attendants: A birth attendant who initially acquired the ability by
delivering babies herself or through apprenticeship to other TTBAs (16, 23, 29, 30).
TTBAs: Those TBAs who have undergone subsequent training and are integrated in the
formal healthcare system (16, 23, 29, 30).
Towns: are localities in which urban kebele administrations that have 1000 or more people
whose inhabitants are primarily engaged in non-agricultural activities as town irrespective of
whether urban administration has been established or not (29).
Household: defined as people who live together in a single home.
Knowledge on ANC, place of delivery and care provider: Scores are given to the responses
of each question in the respective factors for eight questions. Thus, women are considered
knowledgeable when she answered four or more knowledge questions (start ANC, identify
ANC importance as anticipate and detect problems, and manage problems, better care for
mothers and baby then plan for ID).
Favourable Practice: it is considered as favourable practice when the mother practice at least
two question out of four practice questions (visited HF for ANC during pregnancy, delivered
in HF, planned ID, and preferred ID).
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Attitude towards delivery place / care providers: it is considered as positive attitude

towards health care providers and/or ID when mothers answered two questions out of attitudes’

question (positive view towards HF, belief of better out comes from ID, positive view towards
HCWs).

Preference for place of delivery: preferred either home or health facility based on women

choice for delivery.

4.8. Data Processing and Analysis:

Quantitative Data was entered into EPI info and analyzed using SPSS 16.0 software. Analysis
would be done u c76sing different descriptive and inferential statistics tools like mean, median,
percentage, odds ratio; Moreover, important to consider preference as positive and negative for
those prefer SBAs versus TBASs in relation to place of delivery.

Multivariate analyses were used to control confounders and detect strength of association.

The transcripts were coded using principles of thematic analysis both manually and
electronically using open code. Thus, coding of transcripts would be done and consists theme
that were directly related to the objective; coding processes involved categorization, then
identifying major themes in each of the transcripts during data analysis. Identified themes
would be compared across the transcripts to determine variations and similarity in the
perspectives of the study participants on women preferences to delivery place, birth attendants

and associated factors.

4.9. Data quality management

The quality of the data maintained through checking for completeness of the questionnaires by
data collectors, and investigator on daily basis. Beside 5% of women randomly reinter viewed
by principal investigator. Each discussion was tape recorded not to miss all issues discussed.
Finally, the investigator transcribed the tape record after each section. The transcription was

checked by interviewees for consistency and accuracy for FGDs.

4.10. Variables of the study

Dependent variables: Preference of birth attendant and place of delivery.
Independent variables: socio-demographic factors (age, religion, ethnicity, marital status,

occupations, monthly income, previous bad obstetric history, gravidity, parity, family size),
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Individual women factors (attitude towards pregnancy, birth attendants and delivery place),
Knowledge of dangerous health problems related to pregnancy, delivery and birth attendants,

health service barriers (cost of health services, distances, and opinion to ward quality of care).

4.11 Ethical Considerations

Ethical clearance was obtained from institutional review board of College of Health Sciences,
AAU. Official letter was written by School of Public Health to Oromia Regional Heath
Bureau. Beside these permission from administrative bodies of Officials of the town was
obtained on the study. Study participants were informed about the objectives and the

procedures of the study.

Verbal consent was obtained from each participant. Respondents were included in the study
on voluntary bases after they had given verbal consents. Maximum effort was taken to keep
privacy and confidentiality of respondents during data collection and processing.

Keeping privacy and anonymity guaranteed regarding their names and any other personal
identification. Eventually, information regarding importance of SBAs and complication
related to pregnancy, birth and postnatal care was given to respondents by interviewers.

4.12. Dissemination of the study result

The thesis was presented to the college of health Sciences, School of public health, AAU
advisors and examiner. Copies are given to the Oromia Regional Health Bureau, Shashemene
town Health Department, and Shashemene Administrative office so that it can be as a source
of information for possible planning and execution of health action. Moreover, information
will be provided as necessary to other relevant bodies .last not least publication in

professional journals and presentations in conferences for sharing scientific knowledge.
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5. Result

A total of 7,580 households were visited in three kebeles for identifying 1714 households in
which eligible mothers who delivered one year back had been lived and obtained 288 women as
total sample prior to the date of survey. Assuming the under one proportion is equal with
mothers of under one child A total of 276 women were involved in the study revealed a response

rate of 95.8%.

For qualitative six FGDs encompass six to eight members and two In-depth interviewees from

TTBAs were conducted including a total of 42 participants.

Socio-demographic characteristic of the respondents

Most of the respondents belong to age group of 20-29 years 153 (55.4%) with mean age of
27.3 (£6.0) years. Nearly, 70.4% of the respondents attended formal education while
81(29.6%) were illiterate.

Regarding the marital status, more than half of respondents 155(56.2%) were married between
the ages of  15-19 years followed 20-24 year old 72(26.1%). correspondingly, around
130(47.1%) women become pregnant within the age groups of 15-19 years.

Concerning family income ,of 276 respondents around 87(31%) hand less than 510 Ethiopian
Birr followed by 83(30.1%) who had income of greater or equal to 1021-1530 Ethiopian
Birr, 70(25.4%) had income 511-1020 Ethiopian Birr while the rest 36(13%) had income
1021-1530 Ethiopian Birr With the median monthly income of 900Eth.Birr (1US
Dollar=17.70).

Occupation wise, out of 276 majorities of the respondents were self employed 227(82.2%)
followed by 23(8.4%) of government while the rest 26(9.4%) have no job. similarly,
203(73.55%) of husbands occupation were still from self employed followed by government
70(25.36%) but 2(.73%) have no job. characteristics of the respondents were summarized as

follows:
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Tabel: Socio- demographic characteristics of reproductive age women at Shashemene town,
Dec-Jan, 2012(n=276)

Variables Categories No (%)
Respondents Age (years) 15-19 23 8.3
20-24 61 22.1
25-29 92 333
30" 100 36.2
Literacy
Illiterate 82 29.7
Read & write 43 15.6
Elementary 61 22.1
> Secondary 90 32.6
Ethnicity
Oromo 111 40.2
Amhara 53 19.2
wolaita 44 15.9
Tigre 22 8.0
Gurage 35 12.7
Other 11 4.0
Religion
Muslim 111 40.2
Orthodox 93 33.7
Catholic 13 4.7
Protestant 59 214

Marital status

Married 258 93.5
Divorced 10 3.6
widowed 3 11
unmarried 5 1.8
Husband education Iliterate 40 14.5
read & write 37 13.4
Elementary 66 23.9
> secondary 133 48.2

Out of 42 interviewees 81% of them were female while the rest 19% were male from FGDs.
Most of the interviewees were married 36(86%) and 73.8% interviewees’ education were

secondary and above.
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Table 2: Socio-demiographic characteristics of FGDs participants and IDI of reproductive age

women ,and men of qualitative data in Shashemene town, Dec.-Jan, 2012 (n=42)

Characteristics FGDS IDI
Sex

Male 8 0
Female 32 2
Age in years 20-24 16 0
25-29 10 2
30" 14 0
Education Illiterate 4 2
Primary 5 0
Secondary 31 0
Marital status Unmarried 4 2
Married 36 0

Most of the respondents were married and got pregnant at the age of 15-19 years while the
number of women who had still birth, abortion, and infant death were 6(2.2%), 43(15.6%),
and 25(9.1%) respectively.
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Table 3: Obstetric, and delivery factors of reproductive age women in Shashemene town,

Dec.-Jan, 2012 (n=276)

variables category No (%)
Number of women who had abortions 0 233 84.4
1 38 13.8
2 5 1.8
No of women who had infant deaths
0 251 90.9
1 15 5.4
>2 10 3.6
Number of Parity
1-2 142 51.4
3-4 115 41.7
>5 19 6.9
Age at first marriage(years) <15 23 8.3
15-19 155 56.2
20-24 72 26.1
25-29 23 8.3
+30 3 1.1
Age at first pregnancy(years)
<15 12 43
15-19 130 47.1
20-24 94 34.1
25-29 37 13.4
+30 3 1.1
Birth order 1-2 156 56.5
3-4 108 39.1
>5 12 43
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Though 186(67.4%) were ever visiting Health Facility for ANC, the most common medical
reasons for visiting were vomiting which accounts around 75(27.2%).

KAP of respondents about MHC services among child bearing women are described as
follows:Out of 276(95.8%), 152(55.1%) and 98(35.5%) respondents reported that as ANC
is essential to care for both the health of mother, baby and to manage health problems
respectively. Moreover 5(1.8%) claimed as it was important to anticipate and detect the
problems associated with Pregnancy. While computing the knowledge of respondents,
174(63%) considered as knowledgeable. Interestingly, 102(37.0%) respondents identified as
they had little /no knowledge regarding maternity health care services.

Concerning the practice of MHC, one hundred and eight- five 67% explained as they had
favorable practice while the rest 91(33%) had little/unfavorable practice.

Regarding attitudes towards MHC, 170(61.6%) of women have positive attitudes whereas the
rest 106 (38.4%) were considered as negative attitude. 60.8% of husbands have positive
attitudes where as 39.2% of husbands had negative attitude as explained by their wife.
Correspondingly, positive husband attitude towards HF guard mothers from home delivery

(OR, 0.02, 95% CI: 0.01, 0.06) consistent with study in A/A, Afar, North Gondar.

All participants agreed upon, as women use ANC and knew as it was important for the health
of mother and baby. But there are still women, who believed that they will develop some
kind of illness related to cold environment if they delivered at health facility (Theme 1,
table4).

Thematic approach analysis of phenomenological design:

Theme 1: Women perception is affected because of negative attitude of HCWs and negatively
perceived benefit of mother’s towards MHC: the theme state about the attitude of the
respondents towards MHC. Data driven codes were applied to the text with the intent of

identifying meaningful units of text.
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Table 4: Connecting the codes, categories and identifying themes of all eight data sources, in

relation to perception towards MHC among women in Shashemene town, Dec-Jan, 2012(n=42).

Codes categories Theme
Mothers-high-service-use-dueto-free- services Perception Perception towards
Mothers-have-awareness-services-use towards MHC among women

Mothers-not-use-services-don’t-know- benefit
Unfair hospitality-of-HCWs-leads-to- TBAs
Difference-in-seeking-aid

MHC services
from providers

1s affected because
of negative attitude
HCWs and
negatively perceived
benefit of mothers

For instance, 45 years old TTBA indicated the situation as follows:

The women believe that*... if we give birth in health institutions *“‘qorraatu nudhawaa’’

that means’” got cold attack’” whereas when we give birth at home, there is secured privacy,

by shutting the door and cover the lady. Even no one observed at here.”[Panel A: TTBA]

Female Health professional put in other supporting ideas which was mentioned as mothers

use ANC but not delivery and postnatal care by saying:

“the mothers come for ANC...; However, on the 4™ visit around term when they were

informed about birth preparedness especially concerning money in case referral occasion,

they complained shortage of money, to my view it’s not because of lack awareness, but

women are highly accustomed to home delivery than Institutional Delivery.”[Panel F: Health

Professionals]

Out of those visiting health facilities for ANC 186(67.4%) ,65(34.9%) of women made their first

ANC visit before the four months of pregnancy, almost three folds more from 11% in the

2011EDHS.(fig: 4)

attended trimester trimester trimester

200
100 > 65 42 79
0 _J | - _ mm - | M Frequency
Never First second third Total

Fig 3: Bar graph on status of ANC attendance and time of on set among women of

reproductive age group in Shashemene town, Dec-Jan, 2012.
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78.6% of women with a live birth in the year preceding the survey made two-four ANC visits
during the length of their pregnancy, marked improvement from 46% reported in the
201 1EDHS.whereas 21.4% visits only one time in this study. It was interesting, if not
exaggerated, to find mothers who did not attend ANC 90 (32.6%) mainly due to poor approach
of HCWs 41(68.9%) and negative attitude of husband 29(39.7%). In line with these the
qualitative finding support quantitative finding.

According to the interviewees’ explanation, the main factors affecting the MHC were:
cultural influence, lack of awareness, maltreatment of professionals, shortage of money, issue

of privacy, and transportation problems considered as the major one. Almost all FGDs
participants and TTBAS agreed up on them. (Theme2, table5)

Themes 2: Factors affecting preference of women on seeking MHC use

Various factors affect preference on seeking MHC use among women of reproductive ages. This
theme expresses about factors affecting preference of women on maternity health care services
use.

Table 5: Connecting codes, categories and themes of all eight data sources, in relation to
factors that affect preference of women on seeking MHC in Shashemene town, Dec-Jan,
2012(n=42)

codes categories Themes
Prefer-home-due to-distrust-on-HCWs-lack-of-money- Pull-push Factors affecting
transport-issues factors preference  of
Prefer-home-due to-inexperienced-HCWs-privacy-issues women on
High-services-expense-transportation-cost seeking MHC
Destination-problems-lack-of-awareness-prefer-home use
professionals -Lack -sympathy
Relay-on-god-trust-on-TBAs-when-labor-smooth-and-
normal
Secured-privacy-religion-cultural-issues-prefer-TBAs
Sex-similarity-professions-undermine-dignity-trust-on-TBAs
Male-dominancy-fear-of-cold-attack-mother-prefer-home Cultural- Factors affecting
Mothers-prefer-home-dueto-female-attendants-privacy- issue influence preference  of
Mothers-prefer-home-due to-distrust-on-HCW-privacy- women on
accustomed home-birth seeking MHC
Mothers-prefer-female-attendants-sex-similarity use
Irresponsible-HCWs-lack-of-knowledge-distrust-on- maltreatm Factors affecting
HCWs-prefer-home, Poor-HCWs-hospitality-expose- ent preference  of
privacy-prefer-TBAs, negligence-unsafe-delivery-unfair- women on
treatment-intolerable-services-cost-home/TBAs seeking MHC
use
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One female from community panel points out by saying:

“...there is verbal abuse from Health professionals during delivery; no one treats the
mother as TBA. They must share mothers’ problem as TBA.”’[Panel F: community female
panelist]

Key ideas which were raised by TTBAs and male panel were partiality in treating urban
women versus rural women or rich and poor from professionals’ side. Beside these, others
deep rooted problems created by professionals were commission from private clinics as it was
stated by one of 45years TTBA lady. This issue was too serious and escalating problem. For

examples,

“... | have seen many laboring mothers coming back to their home without having
services after visiting health institutions by looking at facial expression of the professionals
“fuula namatti guuru’’ganaaneshi atticuhii’’, | found the ladies gave birth on bed while
professionals were sleeping.look it was crisis. “ we do not sleep said TBA. *’ on the other
hand, the services should be free for laboring mothers ,so far it was theoretical, yet not into
action at health facility. That means, there are expenses for the services, transportations and
materials. What | want to emphasis is that there are brokers who are working in the
government health institutions who refer laboring mothers to private clinics for his/her
commissions which should be tackled.”

In addition, health workers leave working office before the time up. But | am available and
accessible twenty -four hours to attend them out of my benefit. My belief is to get mercy from
my lord in here after through helping the poor without receiving cents from them. For me, all
humans are equal regardless of social back ground, religious, ethnicity, and their social
status. For instance, | saw poor lady who had been laboring in Tekle heymanot church at
area where no transportation facility or GLOVES; i run on my foot to buy it. Then coming

back and attended her in my life.”[Panel A: TTBASs]

The common place for received maternity health care were mainly from HC 103(37.2%)
followed by private clinics 45(16.2%) (Fig: 4)
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Figure 4: Bar graph on place of choice for MHC services by women of child bearing age in
Shashemene town, Dec-Jan, 2012(n=276).

Nearly, hundred (36.2%) of women planned to deliver at home. only 62.3% were actually
delivered at health facility whereas 176(63.8%) preferred facility as place of delivery. The
first two days following delivery are critical for monitoring complications arising from the
delivery; However, no women return back for PNC follow-up of 174(63%) from home due to
transportation problems 51%, followed by long waiting time 22%. considering immediate

care, its coverage was 62.3%.(fig:5)

M absence of the problem
M cultural issue
H long waiting

M trasnsportation

Fig 5: Pie chart indicating reasons for not attending PNC by the mothers in

Shashemene town, Dec. - Jan2012

37.7% of women were actually delivered at home for various reasons: some of the reasons are

feel more comfortable being at home 58(30.2%), to gain family care 29(29%), privacy issues
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16.2%, unable to pay service cost 2.2%, previous bad experience 3.0% and others.

Respondents from FGDs participants and TTBAs stated that women preferred to give birth at
home due to lack of awareness, absence of problems, shortage of money, female interest,
professional discrimination, highly accustomed and trusted on TTBAs and transportation issues.

One of the women from HCWs cites the following:

“... what | want to emphasis here, there is high coverage regarding ANC, however, the
PNC and delivery services are very low which account not even half of ANC since our societies
don’t have awareness about merit & demerits of maternity health care services. Especially, the
rural woman sees visiting HC as if they move up of the mountain; thus, mothers don’t come to

health facility unless serious condition happen” [panel B: female health professional]

45years TBAs lady stated reasons for being at home as follows:

“Women prefer to get delivery service at home since they usually accustomed to home
delivery. In addition to this, they feel fear, shame and shortage of money. Especially, the
Muslim’s lady prefer female to attend them. Beside this, the health workers don’t treat equally
for ladies from urban and rural’’ nama tuffatanii’’ i.e. they undermine the ladies of rural areas.”
[Panel A: TBAs panelist]

Another example from male FGDs participants stated that women not use facility delivery
because of various reasons:

“...privacy is in danger since many professionals encircled the mothers during delivery.
There is partiality on rural and town mothers, lack of knowledge, culture, unfair hospitality of
health professionals and high intolerable service expense of transportation. Thus, women
preferred home delivery.”[Panel D: male panelist from community]

In addition to the above condition panel C stated similar issues as follow:

*“...to me, Health professionals should know the condition in which laboring mother in.
for example, | had been insulted by health professionals during institutional delivery; many of
them came to me and asked me about my private part for examination. | was examined already.
Then they undermined my personality. As the result, | hated them and trusted on TBAs.” [Panel

C: Female from community]
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Most respondents mentioned the reasons why they prefer to deliver at a particular HF was due to
services quality 132(47.8) followed by fear of problem of home delivery 33 (12%) and better
approach of HCWs 13(4.7%).

This holds true for qualitative finding according to participant explanation; service improvement
will realize when these stated problems were solved :lack awareness, skill gap of HCWS,
inaccessibility of free services delivery, un ethically assigned professionals , transportation and
destinations problems were central issue to make services accessible.

One of male panelist elaborates this issue as follows (Theme3, table6):

“...In my opinion, services will be improved when the health facility solve the
following problems : shortage of Transports ,mal treat of the client, improve service quality,
accessibility especially making services free, so far, no free services yet. Thus, the mothers
develop trust on the services providers.”” [Panel C: From Male panelists]

Theme 3: Services improvements realized via availing and accessing services and providers at
the extent of their need. This theme expresses about improvement of maternity health care
services.

Table 6: Connecting codes, categories and themes of all eight data sources in relation to

improvement of maternity health care services use among women in Shashemene town,

Dec-Jan, 2012(n=42)

Codes Categories Theme
Increased-coverage-raising-HCWs-with-scientific-facts services Services
Secured-privacy-solve-problems-of-transport-make- quality improvements
service-free realized via availing
Close skill-gap-of-HCWs-avoid unfair-treatment - and accessing
confidence-on-HCWs services and
Avoid -malpractice-dishonest-HCWs-due-to-right- providers at the
violation-trust-on-HCWS extent of their need.
Supply-equipments-narrowing-skill-gap

Concerning types of attendants, 174(63%), 92(33.3%), 9(3.3%) and 1(.4%) of delivery were
attended by HCWs, TTBAs, self and family respectively.

Though majority of respondents were attended by male HCWs 101(36.9%), Most of 151(54.7%)
respondents preferred female attendants to male 52(18.8%) where as 73(26.4%) unspecified care
providers provided that they safe the health of mother and baby.

Out of 151(54.7%) the main reasons the respondents complain as reasons for preferring female
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attendant to male were predominately cultural issues 69(45.4%), shame of male 51(33.6%)

religion 26(9.4%), empathy 6(2.2%) and the others.

The result of qualitative also in line with this just as follows: Most of them explained about the

preference of female attendants to male as participants raised many various issues like: religion,

culture, privacy, and maltreatment of health professional, trust on TBAs, sex similarity which

enforced them to female attendants in seeking aid. One example, from FGDs participant

illustrated here as follows (Them4:table7).

Theme 4: Mothers’ preference on place of delivery and birth attendants. This theme states about

mothers’ preference on place of delivery and birth attendants.

Table7: Connecting codes, categories and themes of all eight data sources, in relation to
Preference of delivery place and attendants among reproductive age women in

Shashemene town, Dce.-Jan, 2012(n=42)

Codes Categories Theme
Supply-equipments-narrowing-skill-gap Socio- Mothers preference
Dislike ID- high transportation-& services- - economic On place of
expense variation delivery and birth
Discrimination-difference-in-seeking-aid-rural- attendants
urban-poor-rich
mothers-Lacks-of-money-high-cost-of-
transportation-prefer-home, HCWs-Lacks-of-
knowledge-skill-gap-play-game-on-life
Mothers-have-awareness-transportation-problems accessibility- Mothers preference
Cultural -influence-transportation-cost availability On place of

Lack-of-awareness-low-services-use-prefer-home

Trust-on-TBAs-home-preference

Poor-approach-of-HCWs-mothers-prefer-home

Knowledgeable-skilful-manner full-privacy-
prefer-

HCWs

Delivery and birth
attendants

Prefer-female-accustomed-home-TBAs
Birds-of-the-same-feather-fly-together-Sex-
similarity
good-approach-of-TBAs-trust-on-TBAs
due to-privacy-prefer-TBAs
information-asymmetry-affects-choice

disparity  in-
preference

Mothers preference
On place delivery and
birth attendants
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“... Mothers preferred the female’s attendants/ TBAs since they are trust on TTBAS, in the
village due to religious & cultural issues. For example, at home TBAs attended delivery without
exposing the mothers to others/ mammartee/Hagoggidee where as in health facility laboring
mothers are lying on the coach by raising or elevating her legs at Lithotomic position they don’t

like to be embarrassed / .’[Panel F: Female Health Professionals]
Other similar example which supports previous idea from community was also stated as follows:

“...1 want female TBA since they encouraged and reassure laboring mother to attain the
labour; but the male simple stood and follow what was going on as the proverb proofs “Birds of

the same feather fly together “Tan rakkoo deetee argitetu, rakkoo namaa beekaa™ jette”” [panel
F: Female panelist from Community]

Variables that indicated statistically significant in binary logistic Regression model were entered
to multivariate logistic regression models to identify the independent effect of association on
preference of home delivery to see single predictor and an outcome are tested for presence of an

association on the following variables which had statistical associations:

Respondent’s age, Education of respondents and husband, Income, birth order, respondent and

husbands’ attitude towards home delivery. (table8)
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Table 8: Factors associated with preferred home as delivery place among women of reproductive
age in Shashemene town, Dec-Jan, 2012(n=276)

Variables Preferred Home delivery COR (95% CI) P value
Yes NO
Respondent Age (years)
15-19 12(4.3) 32(11.6) 1.35 (1.64,2.82) 0.03
2024 55(19.9)  109(39.5) 2.24 (1.06,5.55) 0.04
- 30(10.9)  33(12.0) 4.00 (.59,26.96) 0.15
25-29 3(1.1) 2(.7) 1
>30
Age husband(years)
<20yr 6(2.2) 9(3.3) 1.15(.38,3.46) 0.81
2024 36(13.2)  84(30.9) 74(:423,1.28) 0.28
=ayT 16(5.9) 15(5.5) 1.83(.817,4.11) 0.14
25-29yr 39(143)  67(24.6) 1
> 30+
Women ‘s Education
Aliterate 54(19.6)  28(10.1) 12.54(5.86,.26.81) 0.01
Read writ 18.(6.5) 2509.1) 4.68 (1.98,11.04) 0.01
cad write 16(5.8) 45(16.3) 2.31 (1.004,5.32) 0.05
Elementary 12(4.3) 78(28.3) 1
>Secondary
Husband’s Education
Aliterate 24(8.7) 16(5.8) 1.58(.61, 4.06) 0.35
) 26(9.4) 11(4.0) 56(.25,1.23) 0.15
Read & write 30(10.9)  36(13.0) 12(.05, .26) 0.01
Elementary 20(7.2) 113(40.9) 1
>Secondary
Family’s income/month
<510 48(17.2)  39(14.1) 65(.34,1.22) 0.18
31(112)  39(14.1) 27(.12,.64) 0.03
511-1020 9(3.3) 27(9.8) .14(.07, .29) 0.01
1021-1530 12(4.3) 71(25.7) 1
>1531
Birth order
105 57(20.7)  135(48.9) 1
34 38(13.8)  36(13.0) 2.22(1.2, 4.2) 0.02
>'5 5(1.8) 5(1.8) 4.35(1.9 ,9.8) 0.01
Respondents’ view ID
Positive 13(4.7) 172(62.3) 003(.001,.01) 0.01
Negative * 87(31.5)  4(1.8) 1
Husband attitude of HF
Positive 19(6.9)  158(57.2) 02(.01,.05) 0.01
Negative * 9(28.6) 20(7.3) 1
ANC Use
Yes 15(5.4) 169(61.2)
No 85(30.8) 10.5) 01.01(.003, 0.02) 0.001
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Logistic Regression model were used to examine the relationship between multiple independent and
a dependent variables after controlling the confounders, thus, the following variables have
significant association: respondents age, family income , birth order as the odd of preferring home
among respondents education being illiterate were [OR 3.42,95%CI:(1.14, 10.24)] higher than that
of literate and positive husbands attitude towards home delivery was protective from health facility
[OR.02, 95% CI: (.01, .05)] . In contrary, positive husband attitude towards health facility was

protective against home.

For instance, maternal age was a strong determinant of home delivery as preferred place of delivery.
Respondents whose age group 15 -19 years were 6.3times higher than women with subsequent
consecutive to give birth at home [OR 6.28, 95 % CI: (2.65, 14.95)] while age group 20-24years 2.7
times higher than others [OR2.66, 95% CI: (1.02, 6.96)]. It holds true for income of the family <1020
[OR1.01, 95%CTI: (.39, 2.61)] versus income above 1020Eth.Birr/month [OR.18, 95%CI: (.05, .69)]
which increase chance of delivery at health facility (Table 9).
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Table 9: Multivariate analysis of associated factors with preferred home delivery among women
of reproductive age in Shashemene town, December-January, 2012

Variables Preferred home delivery AOR (95% CI) P value
Yes NO
Respondent Age (years)
15-19 yr 12(4.3) 32(11.6) 6.28(2.649,14.89) 0.01
20-24yr 55(19.9) 109(39.5) 2.66(1.014, 6.97) 0.05
25-29yr 30(10.9) 33(12.0) .99(.38, 2.63) 0.99
>30%* 3(1.1) 2(.7) 1
Education status
illiterate 54(19.6) 28(10.1) 3.42(1.14,10.24) 0.03
Read write 18.(6.5) 25(9.1) 42(.07,2.78) 0.89
Elementary 16(5.8) 45(16.3) 1.67(.67,4.16) 0.19
>Secondary* 12(4.3) 78(28.3) 1
Family income/ month
<510 48(17.2) 39(14.1) 1.01(.39,2.61) 0.99
511-1020 31(11.2) 39(14.1) .28(.06,1.22) 0.09
1021-1530 9(3.3) 27(9.8) .18(.05,.69) 0.02
>1531 * 12(4.3) 71(25.7) 1
ANC Use
Yes 51;28042;) 169(61.2) 0.04(.002,0.71) .03
No 7(2.5) 1
Birth oider
;;‘2; 22833 13356(?185.9())) ;.20(1.43, 4.6) 0.03
= 5(1.8) 5(1.8) 5.45(1.91,10.5) 0.01
Husband attitude of HF
Positive 19(6.9) 158(57.2) 0.02(0.01, .06) 0.01
Negative* 79(28.6) 20(7.3) 1

*Referent category, percentage in bracket, Adjusted for ,age of respondents ,income, parity, ANC use,
literacy status, Decision making power, attitude of husband)
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This study showed that the result of bivarite regression analysis towards attendants preference indicated
significant association of p <0.05 with variables to be precise, age of respondents , education, , income,

women decision making power, husband attitude of ID and Parity. (Table10)

Table10: Factors associated with preference of TTBAs as delivery attendants among women in

Shashemene town, December.-January, 2012 (n=276)

characteristics Preferred TTBAS as delivery attendants
Yes No COR95%CI P value
Age of respondents(yr)
15-19 10(3.6) 34(12.3) 1.62(.75,3.53) 0.22
20-24 53(19.2)  111(40.2) 3.51(1.49,8.30) 0.01
25-29 32(11.6) 31(11.2) 5.10(.75,34.89) 0.09
+ 30%* 3(1.1) 2(.7) 1
Education
illiterate 25(9.1) 15(5.4) 2.18(.79, 5.98) 0.13
Read write 29(10.5) 8(2.9) 50(.23,1.12) 0.09
Elementary 14(5.1) 36(13.0) .07(.03,.17) 0.01.
> Secondary * 98(53.5) 119(43.1) 1
ANC Use
Yes 17(6.2) 167(60.5) 0.02( .01,0.03) 0.01
No 81(29.3) 11(4) 1
Parity
1-3% 52(18.8) 104(37.7) 1 0.03
4-6 35(12.7) 59(21.4) 2.24(1.29,3.89) 0.02
>6 11(4.0) 15(5.4) 2.37(1.66,8.49)
Family Income/month
<510%* 49(17.8) 38(13.8) 1 0.04
511-1020 28(10.1) 42(15.2) .52(.27,.98) 0.01
1021-1530 7(2.5) 29(10.5) .19(.07,.47) 0.01
>1531 14(5.1) 69(25.0) .16(.08,.32)
Made decision
Just me 11(4) 146(52.9) .03(.01,.06) 0.01
Other * 87(31.5) 32(11.6) 1
Husband attitude of HF
Positive 19(6.9) 158(57.2) .03(.02,.06) 0.01
Negative* 79(28.6) 20(7.3) 1
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However: in multivariate analysis, the chance of choosing TTBAs among respondent’s age group

of 20-24 is 3.6 times (OR3.582, 95% CI: 1.28, 10.04), higher than that of others.

Education status being illiterate have high chance toward preference of TTBAs [OR, 6.41, 95%
CI:(1.42, 28.92)] ,Income more than 510[OR .07, 95% CI: (.01, .45)] self decision making
[OR,.06,95% CI:(.02,.21)] and positive husband attitude [OR..02, 95% CI: (.01, .03)] toward
TTBAs delivery revealed statistically significant.

Having less than four Parity were protective from TTBAs [OR.012, 95%CI:(.001,0.42)], in other
way round, women with lower family income, low education status, decision made by other persons
and negative husbands attitude towards health facility were less likely to prefer health care workers
than TTBAs; In contrary, to those earn above 1020 ETH. Birr/ month with high literacy status,
made decision by them and positive husband’s attitude (table11)
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Table 11: Factors associated with preference of TTBAs as delivery attendants

Shashemene town, December-January, 2012 (n=276)

by women in

TTBAS AOR 95%CI p value
characteristics Yes No
Age respondents(years)
15-19 10(3.6) 34(12.3) 1.99(.81,4.90) 0.13
20-24 53(19.2) 111(40.2) 3.58(1.28,10.04) 0.02
25-29 32(11.6) 31(11.2) 11.06(.35, 352) 0.17
+30* 3(1.1) 2(.7) 1
Education status
illiterate 43(15.6) 68(24.6) 6.41(1.42,28.92) 0.02
Read& write 26(9.4) 67(24.3) 7.46(1.25,44.35) 0.03
Elementary 1(4) 12(4.3) 2.05(39,10.63) 0.39
> Secondary* 28(10.1) 31(11.2) 1
ANC Use
Yes 17(6.2) 167(60.5) .04(0.002,.66) 0.03
No 81(29.3) 11(4) 1
Parity
1-3% 52(18.8) 104(37.7) 1
4-6 35(12.7) 59(21.4) 2.28(1.30,4.80) 0.02
>6 11(4.0) 15(5.4) 3.38(1.67,9.49) 0.01
Family income/month
<510%* 49(17.8) 38(13.8) 1
511-1020 28(10.1) 42(15.2) .63(0.18,2.21) 0.47
1021-1530 7(2.5) 29(10.5) .07(.01,45) 0.01
>1531. 14(5.1) 69(25.0) .20(.06,.73) 0.02
Decision making power
Just me 11(4) 146(52.9) .06(.02,.21) 0.01
Others 87(31.5) 32(11.6) 1
Husband’s attitude of HF
positive 80(29.0) 6(2.2) .02 (.01,.03) 0.01
negative* 18(6.5) 172(62.3) 1

*Referent category, percentage in bracket, Adjusted for ,age of respondents ,income, parity,
ANC use, literacy status, Decision making power, attitude of respondent)
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The chance of preferring to deliver at home was 4.9 times higher than that of those who chose
male attendants. In the same way, the odd of being attended by TBAs among those prefer
female attendants were 41times higher than those preferring male attendants. The result of

regression analysis for prediction of preference of sex was depicted in (table 12).

Table 12: Factors associated with sex preference to place of delivery and delivery attendants by
women in Shashemene town, December-January, 2012 (n=276) depicted as follows:

Variables preferred home delivery COR95%CI PV AOR 95%CI PV
Yes No
Sex
Feﬁi: 1(4) 51185)  .06(.02,.23) .01 .02(.002,.22) .001
Both* 83(30.1) 68(24.6) 26(3.9,170) -001 41(2.06,796) .02
14(5.1) 59(21.4) 1 1

preferred TTBAs assistance during delivery

Sex
Male 5(1.8) 47(17) .002(.001,.01) .01 .01(.01,.09) .01

Female  89(32.2) 62(22.5) 9.63(1.19,77.9).03 4.97(2.40,62) .02
Both*  6(2.2) 67(24.3) 1 1

*referent category, percentage in bracket, Adjusted for (parity, income, ANC use, attitude of

husband, birth orders, age of respondents, decision making power) PV= P value
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6. Discussions

This community based-cross sectional study has attempted to identify the preference of delivery
place, attendants and their associated factors among women of reproductive age in Shashemenne
town. To date, the importance of maternal health care services in reducing maternal morbidity
and mortality has got a considerable recognition though implementing and assuring effective

maternity care for women in developing country is not an easy job.

According to data from EDHS 2011, shown that ANC coverage in Oromia is only 31.3 Percent,
delivery by SBAs is 8.1 percent while institutional delivery is 8.0 percent. This low utilization of
health care services may give some indication of service coverage in the country. As a
consequence, each year a number of women in the reproductive ages die of problems related
with pregnancy "and delivery. Even though the objective of providing safe delivery is to keep the
life and health of the mother and baby with due attention to reduce the health risk of
complications and infections to mothers and /or child through increasing the proportion of
delivery attended by skilled birth attendants. Generally, in Shashemene, as in other zone of the
region, most of reproductive age women are poor and live in disadvantageous situation; for
them, while adequate care during pregnancy and delivery are essential based on their preference.
However, there is still low maternity health care services utilization especially; PNC is extremely

low which is consistent with that of EDHS2011.

The finding of this study revealed that the coverage of mothers who preferred home as place of
delivery was high comparing with the previous study conducted in Addis Ababa by Fantahun M,
et al (21).According the report of EDHS2011, generally in Ethiopia particularly, in Oromia home
delivery accounts 92 percents which are assisted by non skilled birth attendants. Home delivery
is still a norm in many developing countries: Thus, maternal mortality tends to be highest where

this is the case.

However, in this study 37.7% of delivery was attended at home, this indicates remarkable
improvement to that of other areas which could be serving as good practice. This finding is not
consistency with the previous studies from Butajira (88%), Adamitulu (83%), North Gondar
(86.5%), report of Safe motherhood Need Assessment of Ethiopia (19996) 95.5% and
EDHS(2011) 92%, Ayssaita & Dubte towns 58.7% and but higher than that of Gulale
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Addis Ababa 23.4 % ( 3,7,18, 20, 21,29). Most of these studies stated as majority of women are
delivering at home which means many women have been assisted by unskilled birth attendants.
This outsized disparity is elucidated by the fact that the current study is solely based on urban

population.

The urban women have a tendency to have better access to health facilities, education and
information regarding MHC services which have an effect on the preference to institutional
delivery; moreover, health promotion programs that have been preached by urban health
extensions workers, may work to the advantage of the urban women and play pivotal role in
awareness rising about institutional delivery. In fact yet, according to this study, there were
mothers who still preferred home as place of delivery either by TTBAs or HCWs. This reflects
as mothers’ attitude towards institutional delivery is still unappreciable for various reasons.

In contrary, mothers attending ANC had high chance of preferring institutional delivery when

compared with non attendants who were less likely to seek MHC.

For instance, in this study out of 37.7 percent of those women who delivered at home only
5.4percent of mothers contributed from those received ANC. In contrary, out of 62.3 percent
of institutional delivery non attendants of ANC accounts only 1.1percent. This is in line with
that of study conducted by Mesfin N.et al and Fantahun M.et al and Melkamu F. in North
Gondar, and Addis Ababa Ayssaita and Dubte towns respectively (20, 21, 29). The proportion
of institutional delivery was increased by double as indicated by EDHS 2011which accounts
8% for Oromia whereas according to this study institutional delivery was 62.3percent which

is 7.8times higher than that of DHS2011.

While, those attending ANC at second and third trimester of pregnancy and non attendant
even had an impact on delivery out come and they were less benefited from maternity care
services since most problems were already happened. This implies that as there were
knowledge gap on the benefit of MHC services which need preaching towards the advantages
of MHC services use and disadvantages for not using MHC services. On the other hand,
postnatal care by skilled birth attendants /professionals is extremely low and uncommon
though it is important for mothers and baby for detection and treatments of complications
arising from delivery and threatened the survival of the women. Postnatal care issue is still

remaining very low which is consistent with EDHS 2011 study. In other words, women don’t
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come for postnatal care check-up rather for vaccination of their child after fourth -five days
though the first two days are critical time for monitoring complication arise from delivery to
safe mother and/ or baby. The reasons for not attending PNC are mainly due to transportation
issues, absence of problems, long waiting time, and cultural influences. This could be the
possible reason for the high MMR and neonatal death despite increasing ANC and SBAs.
Hence, need attention to extend service to the grass root level by skilled professionals based

on their preference.

Furthermore, qualitative finding from Key informants and focus group discussion participants
from almost all data sources underline the issue as it was serious, they stated as there are many
reasons for the mother not using maternity services especially delivery and PNC, among these:
culture influence, lack of transportation, lack of awareness, high services cost, poor approach

and long waiting time in health institutions.

According to study conducted in Syria by Hyam B. et al more than 85% of women preferred
female attendants (4).This is almost similar with our finding where, Male attendants were
preferred by only 18.6% of women to be delivered. Sex preference was a strong predictor for
place of delivery and attendants which indicates significant association of those who prefer
female attendants to male is 4.9 times higher than that of male to give birth at home by
TTBAs, possible due to hope of male if at health facility. In contrary, those preferred male
have high chance to give birth at health facility, still the chance of choosing professional is
high. So, it would be important to consider opening out of female attendants just like that of

HEWs since most women preferred to be delivered by female attendants.

The qualitative finding also consistent with quantitative result in which both participants from
Key informants and focus group discussion participants from almost all data sources
underline/ mentioned the situation as: the mothers preferred female’s attendants/ TBAs since
they are trust on in the village due to religious, cultural and privacy concern. The issue of
women education have been considered in the context of preferred place of delivery and
attendants. It would be reasonable to assume that education of women have positive or
negative influence on their own health. The current study show that MHC and education are
consistently and strongly associated with the preference of maternity health care services use

which is consistent with EDHS2011, study conducted in Ethiopia and North Gondar, Addis
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Ababa, Thailand, Aris zone, by Mesfin N.et al, Fantahun M.et al,Bachman et al and Mekonen
Y .et al respectively (13, 20, 21, 31).

The use of maternal health care services to be higher among more educated women, educated
mothers are more likely to use maternity health care services than less educated women.MHC is
also associated with education of women, family income, women decision making power,
women with secondary education and above are more likely than those with no education to
receive antenatal care and delivery services from health professionals. This finding is consistent
with most maternal and child studies conducted in Ethiopia and other countries (3, 13, 20, 21,
29).

Proportion of women who preferred home delivery declines steadily as their education and
economic status increased (13, 20). Moreover, respondents’ education, husband attitude have
significant association with women preference towards home and TTBAs either negatively or
positively: for instance, respondent with secondary education and above were more likely to
prefer health facility compared with low literacy status which is in line with study conducted in
North Gondar, Addis Ababa, Thailand and Aris zone by Mesfin N. et al, Fantahun M.et al,
Bachman et al and Mekonen Y. et al respectively (13, 20, 21, 31).

This could be due to importance of education to improve lives, to enhance living style on frontier
and forward justice and fairness on making wise judgments among the family, eventually, let to
develop self-determinations. Family income is statistically significant toward preference of TTBAs
as delivery attendants. There is evidence that show the poor remain least likely to use maternity
care services (3, 13, 16, 20, 21).1t is consistent with this study which indicated women from low
family income were less likely to prefer health care workers than TTBAs; in contrary, to those earn
above 1020 ETH. Birr/ month [OR .07, 95% CI: (.01, 45)].Hence, economic status is to be found as
an important indicator of access to health care services. Utilization of maternity care services is

expected to be substantially higher among mothers who earn above 1020ETB/ months.

The proportion of women preferring TTBAs as delivery attendants is higher among women with
the lowest family income status especially, those women whose income is lessthan1020 ETB/
month. That means women with lowest income status are less likely to see medical professionals
for delivery assistance than its counterpart.Further, qualitative data generated from key

informants and focus group discussion were also in line with this finding they stated
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inaccessibility of health facility, poverty, cost of transportation and related services as factors

for low maternity care services utilization.

Even if women are interested in check ups, there are only those, who can afford or pay for such
expenses usually visit health facility for maternity health care services use.Women decision
making power, husband attitude and sex similarity show significant association towards
preference of home as delivery place among women; oppositely, no significant association was
observed on husband education towards preference of home as delivery place and TTBs as

delivery attendants.

Use of maternal health care services is expected to be associated with demographic and
Socio-economic factors one important demographic variable that affects the maternity health care
services use is mothers’ age at the time of delivery. Result of this study revealed that the

preference of delivery place and attendants are significantly influenced by age of respondents.

According to this study, respondents’ agel5-19 years was found to be a strong predictors of
preference of home delivery having odd of 6.28 times higher to that of others, beside this the
chance of choosing TTBAs as delivery attendants in the age group of 20-24years is 3.6 times
higher than that of others. That means, as is the case in MHC services, there is distinct variation in
utilization of delivery services among different age groups. The recent study show that younger
women are more likely than older women to prefer delivery care services assistance from TTBAs
and preferring home as place of delivery to its counterpart. In other words, low maternity care

services preference is observed among mothers who are less than twenty- five years age groups.

Parity, the number of children ever born, is strongly associated with health seeking behaviour.
Studies show that women who have one or two child ren are consistently more likely to deliver
with the assistance of a health professional than any other parity group (3, 13, 16, 20, 29). Thus,
high parity women are the least likely to prefer maternity care services from skilled birth
attendants for various reasons. This could be due to greater confidence, collective experience and

high expected services expense.

This reflects as mothers’ apt seeking obstetric care for their subsequent pregnancy decrease with

increasing birth order. According to Mesfin N, et al and Melkamu F. explanation birth order of
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five or more, being grand multipara found to be strong obstetric predictors of preference to home
as delivery place; Similarly, the current study, shown the chance of being attended by TTBAs was
less for those women who have less than birth order of four. [OR.02, 95%CI: (.01, .04)]. (20, 29)

Negative attitude had negative influence on the preference of place of delivery and care
providers, thus. Women whose husband had positive attitude had high chance of using MHC
services, so it needs to work on attitude of husband’s which is consistent with the finding of

AJA. (11,21, 22, 25, 27,29)

This study illustrates disparity in using ANC and SBAs in the study area due to variation in socio
demographic, obstetric, attitude of husbands, and respondent characteristic which were identified
as determinant for the preference of delivery place and attendants of laboring mothers.Our
findings follow other studies [16, 20, 21, 29] which demonstrate that poverty is a major factors

affecting people’s decision-making about health services.

The main reasons for not using MHC are poor approach of HCWs, feel more comfortable being at
home, to gain family care, privacy issues, transportation, lack of awareness, and services expense
were cited beside other factors. Unlike other study, issues of distance were not raised. It’s

probably due to minimal travel distance since in the town.

Strength and limitation of the study

Strength and limitation of the study: Triangulating with Mixed approach is a part of its strength
besides giving in sight for researcher who is in need of such activities as well selection bias
was minimized as community based study with probability sampling approach using similar
sex as data collectors. Hence, the study is one year retrospective cross-sectional, it’s not
exempted from limitation of recall bias and lack of ability in reflection of temporal
relationships and the study did not encompasses the rural population which might affect its
generalization ability; so, need watchfulness. In this study, particular variables that determine
MHC towards preference of place of delivery, and attendants have been investigated, and their
importance was determined by comparing their choice at a specific point in time. The finding
should be interpreted with caution, since dependants and in dependants factors were assessed at

point in time.
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7. Conclusion and Recommendation

This study revealed that most women preferred female health professionals to provide
maternity health care services. However, still substantial number of women preferred home
delivery since they feel comfortable being at home; to gain family care, transportation
problems, lack of privacy, difference in socio —demographic, cultural influence towards place
of delivery and care providers .So, due attention should be given to the preference of women
to ensure equal access to maternity health care services since they are not using maternity care

services equally.

Thus, based on the finding of this study the following points  are suggested to Ministry of
Health, Education, Finance, police makers, Oromia regional health bureau and concerned
bodies /partners’ who are working in the region on development sectors. As a recommendation,
there should be a need to understand and expand services availability and accessibility at facility
level; especially, at Primary Health Care Unity and at grass root level. That means, at home

based level since no women come back for follow up from home after delivery.

Initiating family care at facility level and availing functional transportation services in the
community are recommended to improve health status of women. There should also be,
equipping and enabling female HCWs, HEWs and TTBAs to ensure ANC, delivery and
postnatal service to have immense role on provision of MHC. Beside this, due attention should
be given to escalate female education, women empowerment, socio -cultural context and
preferences of women to meet MDGs; ultimately, to improve women health status in the

community, to make right and informed choices.
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9. Annex

9.1. Annex 1; conceptual frame work

Presences of TBAs, trusted ~
“}TBAS’ No of parity, lack Lack decision making power, s ~
ol privacy, dependence, Cultural f )
Refusal of husband N u 'tura ac tors:
Lack of awarencss, beliefs, attitude,
l——1| Low education, Lack of :IReligion, health
kknowledge seeking
behaviour
Service related factors:
Cost/ user fee Women preference to ward < : /
Quality, availability, delivery place and
Access ability perception, skill % el
/competence of HWs, behaviour
of HCWs, lack of confidence on
HCWS
. Socio-
7y < Distance, poor road d :
} emographic
construction, topography,
factors, age
/ Cost, access, and income
Labour is smooth, short ilabili o
availability transport Marital status

Being informed pregnancy is

normal, Outcome variables/ dependent variables in the circle

Parents presences, previous Others out of the circle are factors determining

Qregnancv outcome. illness / Variables, may be they are independent variable

and Considered for the analysis
Figure: 1 conceptual frame work that indicates women preference to ward delivery place and birth

attendants and associated factors.
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9.2. Annex 2: verbal consent

Addis Ababa University Health Sciences College School of Public Health Department of
General Public Health

Hello! MY Dear /Sir: I am Student Junayde Abdurahmen from AAU school of public Health.
With my colleagues, we are conducting a study on women’ preferences toward, place of
delivery , attendants, and associated factors at shashamane Town .During interview, we will
be asking you questions about your overall experience with the maternal healthcare services
concerning women preference to birth place and birth attendant in your locality and questions
pertaining to women related health problems, and factors influencing utilization of the
available health services like barriers to health care services, socio demographic, economic,

attitude, cultural and from religious point of views.

The objective of the study is aimed to assess preference of women to ward place of delivery
and birth attendants and associated Factors at Shashamane town, you are kindly requested to
neither be included in the study, during collection of data there is neither invasive nor harmful
procedure nor benefit from this study to you. This will have importance in improving
Maternal and child health services. The interview will take about 60-70 minutes. No
information concerning you, as Individual will be passed to another individual or institution
without your agreement. Only honest answers would contribute to improvement of health
planning.

The study has approval from AAU. Your participation is voluntary and you have the right to
not participate fully or partially even to break the interview there is no harm or direct benefit.
Would you mind willing to participate in the discussion? If yes, [ will proceed, if no, thank
and stop the discussion.at last, in case you have any hesitation or problem(s) regarding this

study you can contact AAU ,

IRB with this telephone , investigator with telephone cell 0926207031 or

Email: juneabdu@gmail.com

“May I continue?”

Name of the interviewer Sign. Date started time -------- end-----
Name of the supervisor Sign. Date started time
end......
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9.3. Annex 3: English version Questionnaire

Part I: socio-demographic characteristics.

It has been found that it is necessary to understand the socio-demographic history as to thg
contribution to women preference to ward birth attendants and choice of place of deliver

Therefore, I would like to ask you some questions in this respect. Are you OK?

For Women’s socio-demographic

101. How old are you? in Years

102. What is your level of educational status? 1. Illiterate 2. Only read and write

3. primary school 4. Secondary high school

103. To which ethnic group do you belong?
1.Oromo 2. Amhara 3. woliata 4. Tigre 5. Gurage 99. Other specify

104. What is your occupation?

1. Government employee 2.Private employee 3.Self employee 99. Other specify

105. What is your religion? 1. Muslim 2. Orthodox 3. Catholic
4. Protestant 99. Other specify

106 What is your marital status? 1. Married 2. Divorced 3. Widowed

4. Never married 5. Separated

107. What is your average family income per months? Birr

108. Number of still births

109 Number of abortions

110. Number of infant deaths

111. Number of Children alive

112. Age of mother at first pregnancy

113. Age at first marriage

114. Number of parity

Husband/ partner socio-demographic

115. What is the age your of husband/ partner in Years?

116. What is education level of your husband /partner?
1. Iliterate 2. Only read and write 3. Elementary school 4. >Secondary high school

117. What is the occupation of your husband?
1. Government employee 2. Private employee 3. Self employee 99. Other specify]
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Part. Il women’ knowledge and practices
201. Which Problem you faced during pregnancy?

1. No problem 2. Vaginal bleeding 3.Headache 4.abdominal pain 5. Vomiting
99. Others, specify

202. Have you ever visited Health Facility during pregnancy? 1. Yes 2. No Ifans2 go
203. If yes to Q 202, Reason for visit to Health Facility: to Q208
1. Pregnancy related problem 2. Health Problem not related to pregnan

3. 3. For ANC 4.to give birth 5.postnatal care 99. Other, specify

204. Number of ANC visits

205. Where have you been attended ANC follow up? 1. Hospital 2. HC
3. Private clinic 4. Catholic clinic 99. Other specify

206. When did you start ANC follow up? 1.1-3 months 2. 4-5month 3. 6-7month 4.
9month

207. Which information have you received During ANC follow up about complication?
1. Vaginal bleeding 2. Headache 3. Marked and fast weight gains
Drowsiness/dizziness 5. Fetal movement cessation. 6. I didn’t receive any Informati
7. To delivery at health facility 99. Other,

208. Where did you plan to give birth? 1, home 2. health facilit

209. Where did you give birth? 1, home 2.healthfacility]

If,ans’2’Go
to Q211

210. If home, why?

1. I feel more comfortable just being at home 2. Close attention from relatives
family numbers 3. My usual practice 4. I don't like the service of health facility
Previous bad experience from Institutional Delivery 6. Unwelcoming approach fro
health workers 7. Can not to pay for transportation services 99. Other

211. Why did you intend to give birth in that Health Facility?

1. Better services in the health facility 2. Good approach of HWs 3. Poor outcon
of

Home deliver ~ 99. Other, specify

212. If you planned to deliver in health facilities, who made the final decision?

1. Just me 2. My husband 3. Partner 4. My relatives  99. Other people
213. If it’s not by you, why?
214 Who attended you? 1. Male physicians, 2, male nurses 3. TBA4. Fema
physicians,

5. Female Nurses , 6. Relatives of family members 7. Do not know
99, other, specify

215. What types of health services that are provided in this health facility?
1. ANC 2. Providing delivery services 3. Caring for the newborn 99.other specify
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216. What are the Advantages of ANC and delivery related services

1. Anticipate and detect problems 2. Management of Health Problems
3. Better care for the mother and newborn 99,otherspecify

217. Do you have confidence on the service provided at that health institution?
1. Yes 2.No

218. How do you rate delivery services quality of HF? 1. Good 2. Bad 3.Indifferent

Part I1I Beliefs and attitude about husband / partner and Women

301. What is your husband’s or partner’s feeling towards ANC attendance?
1. Positive 2. Negative 3.Don’t know

ans’2’Go
to Q302

302. If he oppose to Q301 what do you think? 1. Poor quality of services
2. Unpleasant approach of HWs 3. Poor outcomes of services 99. Others, specify

For Women beliefs and attitude

303. What is your view towards delivery services of health Institution?
1. Good 2. Bad 3. Indifferent

ans’2’
goto Q305

304. Why you have good opinion to the delivery services of this health Institution?
1. Good quality of Services 2. Good approach of HWs
3. Better outcomes of institutional delivery ~ 99. Other specify

305. Why do your views object to the delivery services of this Health Facility?
1. Poor quality of services 2. Unwelcoming approach of HWs
3. Poor outcomes of ID 4. I believe it is better to delivery at home,
5.the professional are male 6.the professional are females 99. Other specify

306. What is your feeling toward home delivery? 1. Good 2.Bad 3. Indifferent

ans’2 go
to Q307

307. Why you have positive opinion to home delivery?

1. I feel more comfort being at home 2. To get care from family

3. Itismy usual practice 4. Lack of privacy at HF

5. I have experienced poor out come in institutional delivery

6. Unwelcoming approach of HWs. 7. | feel comfortable since TBAs’ is female 9
Other, specify

308. Why your beliefs’ is opposite to home delivery?
1. Better services at HF 2. Better out comes from HF 3. Good approach of HWs
4. Poor out comes from home delivery 99. Other  specifies
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309. What is the view of your husband toward home delivery?
1. Positive 2. Negative 3. I don’t know

310. What is the opinion of your husband toward Health facility
1. Positive 2.Negative 3. I don’t know

311. Institutional delivery is safer than home delivery by SBA
1. I agree 2. 1 disagree 3. Indifferent

312. Home delivers are safer than institutional if attended by SBAs
1. I agree 2. I disagree 3. Indifferent

Part IV Women preference to place of birth and birth attendants

401. Where did you prefer as place of delivery? 1. Home 2. Health facility

ans’2’go to
Q403

402. Why did you prefer to give birth at home? 1. I feel more comfortable just being
home 3. Lack of privacy at HF 2. Close attention from relatives and family membe
4. T don't like the service in the HC 5. Previous bad experience from ID

Unwelcoming approach of to workers 99. Others, specify

403. Whom did you Prefer (professionals sex) to attend delivery?
1. Male 2 female 3. No matter both can attend

ans’2’ go
to Q405

404. If you preferred Male why?
1. Empathy 2. Cultural reason 3.males is stronger  99. Other specific

405. If you preferred female why? 1. Shame of him, 2 .empathy
3. Cultural 4.religous 5. Rude behaviors of male 99.other specific

406. Whom did you prefer as delivery attendant (professionals?)
1. Male physicians, 2, male nurses 3. TBA 4. Female physicians,
5. Female Nurses 6. Relatives of family members 7. Do not know

407. Why did you prefer them as delivery attendant?

408. Why do you prefer to deliver in that specific health facility?
1. Better service 2. Motivated HWS  3.Close to my residence
4. Better approach of HWs 5. Delivery attendants by female
6. Delivery attendants by male 99.others specify
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9.4. Annex 4: Focus group discussion Topic guide code

Introduction: Good morning! Thank you all for coming.

Name of modulator........................... Sign.............. date......... Time started-------- end-
Name of Note maker.......................... Sign.............. date......... Time started--------- end-
Read the following as it is:

“After we conduct some brief introduction, we will be talking about several different issues.
We will be asking you questions about your overall experience with the maternal healthcare
services women preference to birth place and birth attendant in your locality and questions
pertaining to women related health problems, and factors influencing utilization of the
available health services.

Then, we will conclude the session by asking you for your recommendations on how such
program might be implemented in your community in any way in the future. Would you be
willing to participate in the discussion? If yes, proceed, if no, thank and stop the discussion.
Topic women’ preferences to place of delivery and birth attendants and associated factors
Target audience: women with lessthan one year child, husbands, TBAs, health workers
(HEWs, male/female (MWN and Nurses) in charged to delivery Room.

Objective of the discussion: To explore the community understanding about, cultural view of
preference of women to ward place of delivery and birth attendants with associated Factors at
shashamane town.Description of the participants: A total of 6 focus groups, each comprising a
minimum of six and a maximum participant will be involved till saturation.

Description of the focus group: The participant and the facilitator will sit in a circle or around
a table for the discussion. The facilitator will begin the session by introducing himself and
explain the purpose of the focus group. The focus group meeting will last about 60 to 90
minutes.

Potential use of data: Gathering of this information will have an effort to gain further insight
about underutilization of maternal health care services their preferences among women in the
town.

Ethical Issue: Please be assured that any information collected here is strictly confidential.
The staff of research and other Participants will not directly share the information in a way
that would reveal an individual’s personal identity .Consent for participation and tape-
recording: At this point it is important that we obtain your consent for conducting the session.

Understand that this is more for your protection than anything else. Read consent form loudly
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to the group: “Your remaining in the session indicates that you voluntarily agree to participate
in this discussion program. You have the right to refuse to answer any questions and to end
the discussion if you find it necessary to do so. For the sake of accuracy and efficiency, we
will take notes and tape recording these sessions, unless any one has any objections.”

The moderator will be in charge of facilitating the discussion.

The moderator will bring the discussion back to the topic at hand should it go beyond the
main issues. The moderator will not give any indication (verbal or physical) that would
encourage certain types of comments or discourage other types of comments. In short, the
moderator will guide the discussion when necessary, with carefully not to lead the discussion.
It is our role to facilitate, but your role to tell us what you think. The note taker will have the
sole responsibility of capturing the sessions accurately as possible. This will include not only
participants’ responses, but also nonverbal actions, physical environment, atmosphere of the

session, as well as other vital characteristics of the session.

Importance of total group: In this group everybody should feel free to talk. Each and every
opinion is important and wanted. It is very important that all the people in the group get a

chance to express their opinions.

Agreement to disagree: In this talk there is no right or wrong answers. Everybody should
express the opinions or attitude pertinent to him or her. When you express your opinions you
are encouraged to be honest in your views of the pregnancy and delivery related problems and
preventive programs (especially antenatal and institutional delivery care services).

Themel. Introduction on Interview/Topic Guide questions for FGDs

At this point, we would like to ask you to introduce yourself to the rest of the group.

Let us start with the research team (Name, age, and education status) and each of you please
would you introduce you to us, how long you have lived in this area and your job your name

is replaced by code.
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Theme 2.Warm up questions:
1. How do you see the status of maternal health service in your area (town)?
1.1. Would you tell us about antennal care?
1.2. Who can tell us about delivery care services?
1.3. Who would like to tell us dangerous problems related to pregnancy and childbirth?
1.4 What are the causes?
1.5 What are the consequences?
1.6 What are the prevention methods?
1.7 Do you think that a healthy pregnant woman should attend ANC? 1. Yes 2. NO,
why?
1.8 What are the primary reasons for pregnant women not to attend ANC clinics, deliver
at HF?
Probes
1. Would you explain further?
2. Would you give me an example?
3. Has anyone else had similar experience?
4. Is there anything else?
Theme3. Women preference to delivery place and attendants
3. Where do women in your area prefer to deliver?
Home, health facility, Why? If they prefer at home give their reasons.
What is your opinion about ANC and preferences to place of delivery from local cultural and
religion point  of View (why high ANC vs low SBAs)?
Whom do you prefer to attendant delivery (M or F? TBAs, Male /female physicians,

male/female nurses, HEWs) from local cultural and religious point of view and why?

Probe

1. Would you explain more?

2. Would you give me example an example?
3. Anyone else similar experiences

4. Is there anything else?
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Theme 4: Associated factors with women preference

4. 1 what are the factors that affect ANC, delivery and PNC service?
4. 2 what women’s need to be improved in order to increase the interaction b/ n services
provider & receiver?
4.3 Why’re services not been used?
4.4 What affects the successful delivery of programs services?
4.5 How do experiences affect subsequent behaviours?
4.6 What barriers exist to systems operating?
4.7 What types of services are required to meet needs?
4.8 What actions are needed to make programs services more effective?

4.9 What strategies are required to overcome the defined the problems?

Probe

1. Would you explain more?

2. Would you give me example?
3. Anyone else similar experiences

4. Is there anything else?

Ending questions are there any issues, questions, comments that you would like to raise or
points to you wanted to add? Debriefing I would like to thank you for your participation. I

also want to restate that what you have shared with us is confidential.

No part of our discussion that includes names or other identifying information will be used in
any reports, displays or other publicly accessible media coming from this research. Finally, I
want to provide you with a chance to ask any questions that you might have about this
research. Do you have any questions for me?

My sincere thanks go to Binyam Ayele, and Melkamu Fenta since this question is amended

from their questionnaires.
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9.5. Annex 5: A fan Oromo version questionnaire

YUNIVERSITY FINNFINNEETI DEARTMENTII SAYINSII FAYYAA HAWAASAA,
MANA BARUMSAA FAYYAA HAWAASAA.
Waliigaltee Hayyama

ani  obb/adde jedhama.Barataa JuneeydiiAbdurahmaan  yuniversitii
FinfinnetiMana barumsa Fayyaa Hawasaa ta’ee wajiin Qoranoo gaggesuufi dhufneera mataduree
gorranno kenynas Filannoo dubartii iddoo Daumsaa fi dessifituu Magaalaa shashamanee ilaala.
Kanaafu, ademsa Qoranna kessati yeroon tutrtii keenyaas dagiiqgaa 60-90 nitaa, Hirmanaan
kessanis foyyeena tajaajila Hawwaniifi Daimmanii irrati iddoo guddaa waan gabuuf yaada
Qulqullufi Bilisa ta’ee akka nuufi Gumaachitan kabajaan isin gaafana.adeemas kana keesati
icitiin kessan halaa amansiisaa ta’een isiniif egama.yoo mamii qabaatanis hiramaachuu , dhisuuf
YKN addan kutuuf mirgikeesan eegamadh rakkoon tokko isin dhufuhinjiruu akkasumaa
kallattin miidhaafii Bu’aalee hingabu. Yoo adeemsa qorannoo kanakeesati hammaatamuu
barbaadanis gaafi walbaruun eegala.galatooma eegaluu keenyaafi!!yoon qorannoo kanarratti
mamii qabaatee ykn gaafiigabaatte,Rakkina kamuu simudannaan qaama dhimmiilaalu kana
qunnamu dandessa Lakkofsa bilbilaa Qorataa 0926207031
Lkk.bibilaa’IRB’

Magqaa Gaafataa Mallatoo---------------- Guyyaa-------------
yeroo eegalamee------------- yeroo dhumee-------------

Magqaasupervizarii Mallatoo----------------- Guyyaa----------
yeroojalqabamee Yeroo itti rawwatee-------------------
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Gaafannoo /Gaafilee Afaan Oromoo

Kutaalfaa: unkaalee Hawasummaa: Hubannaan waa’eefilannoo Desiftootaafi bakkaa
beekuun ademsaa qorannoo kanaafi murteessaadha. kanaafuu,fedhaa keessan ykn

hayyamaa kessan yoo ta’ee gaaffii koo akka armangadii kanaan itti fufaa.

101 .Umriikee meeqaa?

102. Saderkaa Barnootaa keeti nattihmitaa?
1. Hinbarannee 2.dubbisuufi barreessuu 3. Sad.1ffaa 4.Sad2ffaa, 5. 12fiiissa ol
99. Kanbiroo ibsii

103. Sabani kee maalii?

1. Oromoo 2.Amaaraa 3.walaaitaa 4. Tigree 5. Guraagee 99 .kanbiroo ibsii

104. Ammaa gosti hojjii keetii maalii? 1, mootummaa  2.dhunfaa

3. mitmootummaa 4. Barataa/tu 5.daldala 99. Kanbiroo ibsii

105. Amantii kam hordoftaa?
1. Muslimaa 2. Orthodox 3. Katabolic 4. prootestaantii  99. Kanbiroo ibsii

106. Haalii heeruma/ ga’ilaa kee maalfakkaata?
1. Heerumee 2. Gargarbaanee 3.lubbun hinjiru 4.hin herumne

5.Iddoo adda-addaa  jiranna

107. Galiin Giddugalessaa ji’aan argattan meeqaa? Qarshiin

108. ulfii gadaaamessaa kessatti du’ee dhalatee jiraa?

109. ulfa meeqaatu sirraa bahe?

110. daa’immaan waggaa gadii du’aan meeqaa?

111. daa’immaan lubbuun jiran meeqaa?

112. Yeroo jalgabaa ulfoftuu Umrii kee meeqaa?

113. yeroo jalgabaa heerumtuu Umriin kee meeqaa?

114. Ulfaa meeqaafaa ulfoftee?

amaloota Hawasummaa Abbaamanaa / jaalallee

115. Umrii abbaamanaa/jaalallee keetii meeqa ta’a?

116. Sad. Barnootaa abbamanaa kee meeqaa?

1.hinbarannee 2.dubbisuufi barressuu dandaa 3.Sad.1ffaati 4.Sad.2ffaatiifi isaa oli

117. Hojiin abbamanaa kee ammaa maalii? 1, mootummaa 2.dhunfaa

3. Mitmootummaa 4. Barataa/tu 5. Daldala 99. Kanbiroo ibsii
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Kutaa2ffaa. Il Waa’ee fayyadamaafi beekumsa tajaajila fayyaa dubartii

ulfaa(ANC)

201. Rakkin kamtu yeroo ulfaa simudatee? 1. rakkina hinqgabu 2. Dhiigaa
gadaamessaakeessa jiguu 3. Bowwoo 4. Miciiraa /dhukkubii garaa 5.Haqqee

99. Kanbiro

202. Manayaalaa deemtee beektaa yeroo ulfaa?  1l.eeyyee 2 .hindeemne

203. Yoo deemtee beekte, maaliif?  1.rakkina ulfaan walqabatee = 2.rakko fayyaa kan
ulfaan  wali hingabatiin 3.tajaajila fayyaa yeroo ulfaaafi latamu argachuufi

4. Da’umsaafi 99. Kanbiro 1bsi

204. Si’aa meeqa tajaajila’ ANC’ fayyadamte?

205. Tajajila ‘ANC’ eessatti fayyadamaa turtan? 1. Hospitaala 2.buufata fayyaa 3.
Kilinika dhunfaati 4. kilinika katolikii 99. Kanbiro ibsi

206. Yoom tajaajila ‘ANC’ jalgabdee? 1. Ji’aal-3 2.ji’aa 4-5 3.ji’aa 6-7 4.ji’aa7-9

207. Yeroo tajaajila fayyaa dubarti ulfaa fayyadamtu odeffannoo waa’ee  rakkinan
walqabatee kan akkam argatee?  1.dhiiga gadamessa kessa dhangalau 2.bowwoo
3.ulfina qaamaa hineegamin daddaffiin dabaluu 4.Laftii namaan maruu ykn dadhabuu
5. sochoo inni ulfaa dhaabatuu 6.odefannoo kamuu hin argannee 7. Iddoo da’umsaa

99. Kanbira ibsi

208. Issatti da’uufi karoorfatte turtee? 1. manajirenyaa 2. Manayaalaa

209. Essatti dessee? 1. Mana jirenyaa 2. Manayaala

Yoo’deebiin
209 °2’ jette
G211 tarii

210. Yoo mana ta’e maaliifi? 1. Manatti da’un waan nattii toluufi 2.kunuunsa gaarii
Maatii argachuufi 3.durumaa manatti da’a 4. Tajaajila mana yaalaa hinbarbaadu

5. Kanaan dura waan haala badaan namudatteefi

6. Ogeessi fayyaa sirnaani waan namaa hinkessummeessineefi 7.geejibni waan

hinjireefi 8. kaffaltii geejbaa waan hin Dandeenyeefi 99. Kanbiri ibsi

211. Maaliifi Manayaalaa kanatti da’uufi karoorfattee?
1. Tajaajilii gariin manayaalaa waan jiruufi
2. Ogeessi fayyaa sirnaan waan namaa kessummeessuufi

3. Manatti da’vun rakkoo waan fiduufi  99.kanbiraa ibsi
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212. Manayaalatti da’uudhaafi yoo karoorfatte eentuu murteessee?

1. anuma 2.abamanakootii  3.jaalalle 4.fira 99.kanbira ibsi

213. Yoo sitain maaliifi?

214. Eentu sideessisee? 1. Hakima dhiiraati 2. Narsii dhiiraati 3. Ogeettii 4.Hakima

dubaara 5, narsii dubaraa 6. fira  7.hinbeeku 99.kanbira ibsi

215. Gosa tajajilaa Fayyaa Mana yaalaa kanatti kennaman maalfaa?:

1.tajaajila ’ANC’ 2.tajaajila desisuu 3. Tajaajila daa’imma reefu dhalatee 99.otherspecif

216. Faayidaa tajaajila >’ANC’’fi da’umsaan waliin walqabate maalii?
1. raaguufi/tilmaamuufi beekuu 2.to’achuu rakko fayyyaa 3.tajaajila foyyaa

hadhaafi daa’immaafi laatu 99 .kanbira ibsi

217. Tajaajila hawwaan ulfaafi kennamu kanarratti abdii qabdaa?

1. Nangaba 2. Hingabu 3. Yaadahinkennu

218. Tajaajila da’umsaa assitti kennamu kanaa akkamitti madaalta?

1. Garii 2. Badaa 3. Yaadakoo hin keennuu

kutaa3ffaa Illaalichiifi haalaa abbaan manafi H/manaa fayyadama tajaajila fayyaa

dubartii ulfaafairratti qaban

301. abb/manaa / jaalalleen tajaajila Fayyaa dubaaritii ulfaa fayyadamuu keetii maltuu Yo00G301
itti dhagama? 1. haala gaarii 2. haalaa badaa 3. Ani hinbeeku Deb’2’ta’e
G302tarri
302. Yoo ilaalcha faallaa qabaa jatte maaliif?
1. tajaajilii qulqulluu waan hinta’iniifi  2.hojjataan fayyaa haala gaariin waan nama
simaneefi 3.tajaajili fayyaa jijjiirama waan hinfinneefi 99. Kanbiro ibsi
Ilaalchaafiihaalaa dubarti
303. Tajaajila da’umssa manniyaalaa kun keennuirrati ilaalichi kee maali fakkata? yoodeb
1. Gaarii 2.badaa 3.kanaanalaa G303°2"a’ee
G304tariirraa

304. Yoo gaarii jeettee Maaliif? 1. tajajilli kennamu qulqullu waan ta’eef
2.hojjataan fayyaa haala gaariin waan nama Simatuufi

3. tajaajili jijirama fayyaa waanfiduufi  99.kanbiro ibisi
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305. yoo badaa jattee maaliifi?

1. Tajaajilli kennamu qulqullina waan hingabneef 2. hojataan fayyaa haala gariin waan
nama simaneefi 3. tajaajili fayyaa keennamuu jijiramaa waan hinfinnee 4. Mana
kessatti da’uutu nacaalaa 5. Tajaajili waan Dhiiraan Kennamuufi 6.Tajaajilii

dubartiin waan  kennamuufi 99 .kanbiro

306. Da’umssa manatti ilaachissee maali yaaniikee? 1. Gaarii 2.badaa 3.yaada kennu

YoodebG306 ,2°ta’e G307tariirra

307. Da’umssa manatti ilaachissee maaliifi yaada garii qabatee?
I.mana da’uun koo nattii mijawa 2. tajaajilaafikunuunsaa maatii argachuufi
3. Durumu manumatti deenyaa 4. Tajaajilii eegumsa fayyaa kennamu buaa
garii kan hin gabnee tauu isaa muxannoo qabaa kanaan dura.
5. Ogeessi fayyaa sirnaan waan namaa hinkessumachiifneefi

6. Ogeetiin dubartii waan taateefi naatti tolaa. 99.kanbira ibsii

308. Manatti da’uu maliifi mormita?
1. Tajaajilii gariin manayaalaa waan jiruufi.
2.hojiin gaarii waan hojjatamuufi

3. Ogeessi fayyaa sirnaan waan namaa kessumachiifneefi 99.kanbiraa ibsi

309. ilaalchi Abb/manaa /jaalallee manattii daumssa ilaalchisee maalfakaata?

1. Garii 2. Badaa 3. Hinbeeku

310. ilaalchi Abb/manaa / jaalallee manayaalattii daumssa ilaalchisee maalfakaata?

1. Garii 2. Badaa 3. Hinbeeku

311. Manatti da’ura manayaalatii da’uuti caalaa

1. naan amanaa 2. hinamanuu 3. Yaada kennu

312.Manayaalaati da’uura mana jireenyaatti da’uutu caalaa ogessa fayyaan

1. naan amana 2.hinamanuu 3.Yaada kennu

Kutaa4ffaa: filannoo dubarti iddoo daumssfi dessiftuu/saa iaalaa

401. Iddoo daumsaafi eesa filatee turtee? 1. Mana jirenyaa 2 manayaala

YoodebiinG401,2ta’ee G402tariirra

402. Maaliifi mana-jireenyaatti dahuu filatee?1. Manatti daun waan natty toluufi
2. Kunuunsa gaarii Maatii Argachuufi 4. tajaajila mana yaalaahinbarbaadu
3. Manayaalaatti safuu nammaa hineeganii 6. Ogeessi fayyaa sirnaan waan

namaa hinkessumachiifneefi 5. Kanaan dura waan haala badaan namudatteefi
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403. Tajaajila daumsaa laatamuufi eenyuu filatee/ barbaadee?

1. dhiraa 2.Dubartii 3. Lamaanuu yoo ta’ee rakko hin gabuu.

Yoodebiin G403,2 jattee G404 tariirra

404. yoo dhiiraa filatee maaliifi?

1. dhiir garraa namaa laafaa  2.aadaadhaa 3.dhiirri jabaadha 99.kanbira

405. yoo dubartii filatee maaliifi? 1. dhiira nan saalfadha 2. Garaa namaa

laafu 3. Aadaa 4. Amanti 5. Amalabadaa hajjataa dhiiraa  99. Kanbira ibsi

406. eenyuu akka sideesisuu filatte / barbaadee?
1. haakima dhiiraa 2. Deesiftuu narsii dhiiraa 3. ogeetii dessiftuu

4. Haakima dubartii 5. deesiftuu narsii dubartii 6. Firaa 99 .kanbira ibsi

407. Maliifi 1saan kana akka sideesisannifi filatte?

408. Manayaalattii dauufi maaliifi filatte?
1. tajaajilii gariin manayaalaa waan jiruufi. 2. Ogeessi fayyaa sirnaan waan
namaa simanneefi 3. Iddoo jirenyaatti waan dhihatuuf 4. haala gariin waan
Nama simataniifi 5. tajaajili waan dubartiin laatamuuf 6. tajaajili waan dhiiraan

laatamuuf 99. Kanbira ibsi.
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Gaafannoo/Gaafilee: Qajeelcha Marii garee Afan Oromoo

Jalgabaa/ seeninsaa: Akkam jirtu! Baga nagaan dhuftan hundi kessan

Magaan:

Mariiadeemsisaa mallattoo------------ guyyaa-------- yerooeegalee-----
yerooxumuramee--

yaadaqabaa mallattoo----------- guyyaa----------- yerooeegalee----
yerooxumuree-----

(3]

Dubisa kanaan gadii kana dubisaa ‘’ eegaa ibsa ifagala ta’ee goone booda marii yaada adda
addaarratti ademsiffina gaafikaasun waa’ee muxannoo kessan tajaajila Fayyaa hawwanii irratti
filannoo dubartii iddoo daumsaafi namaa deessisuu naannoo kessanitti rakkinoota fayyaan
walqgabateefi fayyadama tajaajila Fayyaa jiran irratti ~wanneen dhibaa fidan akka gaafiitti.
maayyirratti marrii keenya sagantaa keenya yaadaa isin nuuf laattannin goolobna haaala fuldura
sagantaan kun hojiraa itti o’olurratti.kanaafu,marrii kanakessatti hammatamudhaafi yoo fedha kessan

ta’ee? nanjalgaba ykn moo nandhaaba. Matadureen filannoo dubartii iddoo daumsaafi deesiftuu

akkasuma wanteen kanaan waliqabateirraatti.

Miseensonni mariinirrattixiyyeefatu: dhiira,dubartii, ,ogetti, ogessa fayyaa(hojataa ikisteeshinii
Fayyaa, qondaalafayyaa,Narsii deesiftuufi Narsii). Kayyoon Marii: ilaalcha hawaasini waa’ee
filannoo iddoo daumsaafi dessiftuu irrtti gaban hubachuudha hirmattotaa ilaalchisee:walii gala Garee
lamaa hundakessaa kani yoo xiqaatee namaa jahaa qabatuu hammaa yaanni qubssaan argamutti

kan itti fufuu ta’a. akkasumaasi namoota kudhan kani marii dhunfaa offi kessaa qabaa.

ibsa garee : Mariichiisaafi mariaatooni marsaan ta’audhaan,abbaanmarii ademssa offi beksisuun
jalgabee ,kayoo mariis hin ibsa.mariin garee dagiiqaa 60tamaa hamma 90tamaatti ni rawwatamaa.
Fayyadama oddeefannoo: odeefannoo sassabamu Kun hubannoo fayyadama dhabiinsaa tajaajila
fayyaa hawwanii irratti jirufi filannoo dessisuufi iddo daumssaa ab/manaa fi ha/manaa YKn jaalallee
Magaalaa Shashamanee niaddessa.

Sirnaa naamusaa ilaalee: maaloo! odeefannoon isinirra fudhatamee kamuu haala icitiin amansiisaafi
ciminaan ta’een eegama.odeeffannoon kun haala maalumaa namaa saaxiluun Missensota Qorannoofi
kanbiroo lee kallattiin hin laatamu. Kanaa, hubadhaa . kunis, icitii kessan kamiyyuu caalaa isiniif
eguudhaafi.walii-galtee kan akka namuufi cagasamutti ni Dubifama,isbooda namooni asitti haftan

hirmaanaa sagantaa marii kan kessatti fedha gabachuu agarsiisa.akkasuma mirgi kessani gaafiifi
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deebisaa laatuufi dhiisun ,ammalee barbachisumma ta’ee isinitti argamnaan marii kana kessatti
hirmaachu dandessu hamma mayyitti.yooni namni mormu jirchuu bate qullqulinaafi gaumma eeguuf
jecha ,yaada niqabanaa,teepittis niwaraabina.’ haatau,kallattiin buaafi miidhaaleehin qabu isinrrattii
gorannoon kun.

Mariachisaafi yaada qabaan: mariachiisaan marii nigagessa,marii mataduree ala akka bane
nigodha,mariiachiisaan =~ yaada deegarsaa Ykn  Balaalefatuu kanuu hin qgabu.gabaabumatti
mariachiisaan ,marii ni dursaa garuu hindinninuu yeroo barbaachisetti yaadagabaan immoo

Guutumaguututti marii nibarressaa haalajiru maraa Fakeenyaa sochii qgaamaa oddoo hinhafin.

Bu’aa garee : garee kana kessatti namini hunduu mirga hirmaachufi yaada barbaadee ibsuu nigaba
oddo ofisaalfatin bilisaan. Himanaan kessanis foyyeena tajaajila HawwaniiDaimmanii irrati iddoo
guddaa waan qabuuf yaada Qulqullufi Bilisa ta’ee akka nuufi Gumaachitan kabajaan isin
gaafana.adeemas kana keesati icitiin kessan halaa amansiisaa ta’een isiniif egama.yoo mamii
qabaatanis hiramaachuu , dhisuuf YKN addan kutuuf mirgikeesan eegamadhakkasuma midhaan ykn
bu’aan kallattiin Qrannoo kanaan walqabatee hinjiru.yoo adeemsa qorannoo  kanakeesati
hammaatamuu barbaadanis gaafi walbaruun eegala galatooma eegaluu keenyaafi!!

Gaafannoo garee: Matadureel ffaa.seensaa dursinee walhabarru mee wara qorannoo irraa haajalqabnu
Magaa kessanfisadarkaa barnootaa kessanifi muxannoo hojii kessanii nuuibsaa.Maqaan kessan
koodiin/mallattoon bakka bu’aa. Qoratuu:

1. Caalatti nuufi ibsitaa/tu?

2. fakki nuufi kannu dandessaa?

3. namni muxannoo walfakaatu gabuu jiraa?

4. Wanni hafe tokkoo jiraa?

Mataduree 2ffaa. Sadarkaa tajaajila fayyaa hawwanii magaalaa kessanii Mee akkamitti ilaaltu?

kanatti ansuun gaafii booharssa: mee waa’ee muxannoo fi beekumsaa kessani tajaajila fayyaa

hawwani/ dubartii ulfaafi dauumsaan walqgabatee isin haagafadhu?

1.1.  mee waa’ee tajaajila fayya dubartii ulfaa nuufi himaa?

1.2.  Mee Eenyuutu waa’ee tajaajila daumsaa nuufi ibsa?

1.3.  Mee eenyuutu nuufi ibsaa rakkina cimaa ulfaafii daumssani

1.4.  walqabatee?

1.5. Ka’uumsi rakkina kanaa maali?

1.6.  Rakkini kunni maalifida?

1.7.  Tooftaan itti rakkina kana offirraa itti ittisan maalii?

1.8 Dubartiin ulfaa fayyaan tajaajila fayyaa ‘ANC’ hordafu gabdi jattee yaadaa? 1.Eeyee
2.hinyaadu
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Qoratuu:

1. Caalatti nuufi ibsitaa? 2. fakki nuufi kannu dandessaa?

3. namni muxannoo walfakaatu qabuu jiraa? 4. Wanni hafe tokkoo jiraa?

Mataduree 3. filannoo dubartii iddoo daumsaafii namadeessisuu

3. 1 dubartoonni naannoo kessan kanatti iddoo daumsaafi essafilatu?

3.2. manajireenyaa, manayaalaa,Maaliif? Mana yoojatteemaaliifi?

3.3 Ilaalchi kee maali mee tajaajila dubartii ulfaafi filannoo iddoo da’umsaa amantaafii aadaan
walqgabatee ilaalchisee? (tajaajiladubartii ulfaa bayee, da’umsii ogeesaan garuu xinnoo? maaliif)

34 Eenyuufilattan akka dessisuufi(dhiira,dubartii?, ogeetii,haakima, dessiftuu

narsii,hojataaiksteenshinii fayyaa) kara amantaafi aadaantiin

Qoratuu:
1. Caalatti nuufi ibsitaa? 2. fakki nuufi kannu dandessaa?
3. namni muxannoo walfakaatu qabuu jiraa? 4. Wanni hafe tokkoo jiraa?

Mataduree 4ffaa.sababoota tajaajila ‘ANC’,daumsaafi tajaajila daumsaan boodaa  dubartiifi
kennamuun walgabatuu

4.1 sababoonii dhiibbaa fidu tajaajilaa ‘ANC’, da’umsaafi daumsa boodaa irratti maali?

4.2  tajaajila fayyaa foyyessuufi maal akka sirra’uu dubartiin barbaadii?

43 Maaliif tajaajila fayyaa itti fayyadamne dubartiin?

4.4  aaltu tajaajili fayyaa akka sirritti sirnaan hinkannamnee godhe?

4.5 Tajaajili akkam barbaadu dubartiin fedha isaanii guutuufi/itti fayyadamuufi?

4.6  tajaajila sirri kannuf tarkanfii akkam / jijjirama akkam barabachisaa?

4.7  Toftaa akkam barbaachisa rakkinootaa itti fayyadamaa dhabuu kana furuufi?

Qoratuu:

1. Caalatti nuufi ibsitaa?

2. fakki nuufi kannu dandessaa?

3. namni muxannoo walfakaatu qabuu jiraa?

4. Wanni hafe tokkoo jiraa?

Gaafii maayyii :yaani hinkain ,gaafachuu barbaadaan ,kan akka ittidabalamu ykn ka’uu barbaaddan?
Irra deebiee amalee: galtoomaa hirmachuu kessaniifi isiniin jedha.dabalee wanni isin ibsuu yaani
nuufi kannitan huduu icitiin isiniifi gabama. Qabiyyen marianee kessaa kamuu maqaan irratti
hinbarrefamu, qaamni biroos itti hifayyadamu ,qillessarlee hinoolu mayyitti, gaafi nagaafatan
gqabduu? Gafannoo tunni, Gaannoo Biniyaam Ayalee fi Malkaamuu Fantaa irraa walitti sassabamtee

gindooftee Galatoomaan jedhaan.
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