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Abstract

Background:-A number of potentially modifiable risk factors are known to be associated
with poor pregnancy outcomes. Health promotion generates living and working conditions
that are safe, stimulating, satisfying and enjoyable. Systematic assessment of health impact of
a rapidly changing environment — particularly in areas of technology: These include maternal
lifestyle and behavioral factors such as nutrition, physical exercise, family planning,
substance use, mental health promotion and domestic violence.

Objective:-To assess health promotion practices among pregnant women attending ANC

services in public health institutions of Shashemene town, Oromiya, Ethiopia, 2012.

Method: An institution based descriptive cross-sectional study design was carried out, and
data was collected from systematically selected 295 pregnant women, who are attending
ANC service from governmental health institutions of Shashemene town.

Result- Almost half (49.8%) of total respondents have encountered deliberate food
restrictions; to avoid one or more food items during pregnancy. Age of the women
educational status shown significant associations with belief of balanced diet: 0.175 (0.001-
3.812) and 57 (1.212-2.682) respectively. (37.8%) of mothers have experienced home
delivery and this is significantly associated with delivery place preference of health
institution. Surprisingly, mothers with previous institutional deliver were less likely to use
health institutions again for current delivery, i.e those mothers with previous institutional

delivery were preferred to have home delivery, AOR of 16.971(5.311-54.234) at 95% CI.

Knowledge of mothers about PMTCT is relatively high (35.6%). About 88.1% of the study
participants drink coffee with the majority (70%) within range of 2-3 cups/day. Substance
uses during pregnancy were found to be significantly associated with still birth, having a crud
ratio of 3.243 (1.147-9.170) at 95% CI. 7.5% of the respondents reported to have violence
during pregnancy times; this Violence was strongly associated with ethnicity, religion, and

mental status.
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Conclusion-Although majority of pregnant women in the study, were practicing different
health promotion practices, this study identified a number of individual, demographic,
socioeconomic and health promotion related behavioral factors that influence the use of

effective health promotion practices for better outcome of pregnancy and child birth.

Recommendation- The general recommendation of the study concerned on strengthening
actions towards improving health promotion practices. MCH clinics to play a leading role in
coordinating this effort and to put in place mechanisms. Other governmental and non-
governmental organizations and various public associations, such as Farmers Associations
and Women's Associations should also be actively involved in eliminating these nonscientific
harmful beliefs towards pregnant women in terms of nutrition and safe delivery practice.
Further studies to explore why some groups to differ in healthy behaviors, should be

investigated,
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CHAPTER ONE - INTRODUCTION

1.1 Background

Women and children are among the world most vulnerable in terms of unfavorable influences in the
environment including insufficient nutrition, inadequate health care and poor education. In addition,
Pregnancy brings those factors high risk for women. (1)Worldwide, it is estimated that more than 50
million women suffer from poor reproductive health and serious pregnancy-related illness and disability.
Globally around 600,000 women die from complications of pregnancy and childbirth on annual basis
(2).99% of these deaths occur in developing countries and approximately three-quarters of them are
considered avoidable through the implementation of appropriate health promotion practices. The
situation is most dangerous for women in sub Saharan Africa, where one of every 16 women dies of

pregnancy related complications, compared with only 1 in 2,800 women in the developed regions (3).

In Ethiopia, maternal mortality ratio is estimated at 676/100,000 live births (EDHS 2012). Only 5.3% of
women had been attended at a health facility during delivery, pointing to possibility of a high maternal
death ratio and disability (4, 5).The most recent studies point to socioeconomic and cultural factors as
leading causes of prenatal deaths. For example, in the previous study (4&5) the authors state that a
women’s race, ethnicity, country of birth and age can be associated with her risk of dying from
pregnancy complications. These same factors may affect her ability to avoid unintended pregnancy, or

learn and successfully practice healthy behaviors.

The Millennium Development Goals (MDGs) adopted in 2000 address women’s health in two of the
eight goals. MDGS5 focuses on improving maternal health by reducing by three quarters, between 1990
and 2015, the maternal mortality ratio. MDG6 focuses on combating HIV/AIDS, malaria and other

diseases mostly through preventive aspects of health promotion practices. (6)

According to the Center for Disease Control and Prevention (CDC), health promotion is one of the main
strategies to reduce maternal complications and maternal deaths. Health promotion as defined by the
World Health Organization (WHO) as the process of enabling people to increases control over, and to
improve, their health (7). It involves supporting personal and social development through providing
information, health education, and life skill straining, thereby increasing options for people to exercise

more control over their own health and their environments, and to make choices conducive in health.
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Health promotion generates living and working conditions that are safe, stimulating, satisfying and
enjoyable. It is adapted to the local needs and possibilities of individual countries and regions to take in
to account differing social, cultural and economic systems. Certain principles underline the concept of
health promotion as an active process: self-responsibilities, nutritional awareness, and physical fitness
Systematic assessment of the health impact of a rapidly changing environment — particularly in areas of
technology, work, energy production and urbanization — is essential and must be followed by action to

ensure positive benefit to the health of the public.(8)

1.2 Statement of the problem

To reach a state of complete physical, mental and social well-being, an individual or groups must be
able to identify sources, realize aspirations, satisfy needs, and to change or cope with the environment.
Health is therefore, seen as a resource for everyday life, not the objective of living. It is a positive
concept emphasizing social and personal resources, as well as physical capacities. Understanding the
nature and scope of learning during pregnancy is the basis upon which educators can assist pregnant
women during their learning as well as have a positive effect on pregnancy outcome. Therefore, health
promotion is not just the responsibility of the health sector, but goes beyond healthy life-styles to well-
being. It puts health on the agenda of policy makers in all sectors and at all levels, directing them to be

aware of the health consequences of their decisions and to accept their responsibilities for health.

Lack of health promotion particularly, in pregnant women, can lead to reduced ability to find,
understand and use health information. Thus, education as part of health promotion is an important
determinant of health status in both the developed and developing world. Well educated individuals
experience better health than the poorly educated, as indicated by high levels of self-reported health and
physical functioning and low levels of morbidity, mortality, and disability. In contrast, low educational
attainment is associated with high rates of infectious disease, many chronic noninfectious diseases, self-
reported poor health, shorter survival when sick, and shorter life expectancy”. Furthermore, education
may change women’ knowledge and perception of the importance of modern medicine in the care of

their children and themselves.
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Findings from numerous studies of infant and child mortality conducted in developing countries over the
last decade show a nearly universal positive association between maternal education and child
survival. Education can modify women’s beliefs about disease causation and thus influences both

childcare practices and the use of modern healthcare services.

While significant advances occurred in health promotion to address traditional early childhood diseases,
tremendous challenges remain for improving the health status of school-aged children and adolescents,
On the other hand, some studies indicate a gap on some practices of pregnant women that needs
improvement. For example, a study of health care seeking practices of pregnant women in cape town
indicate that the main reason why women did not book early were: relatively late diagnosis of pregnancy
due to reliance on signs which appear later, perception that the right time to book was 3-5 months,
difficulties arranging child care, transportation from far, delays because of considering terminations, and

not wanting to be pregnant for the whole year (9).

According to a study by Sable and Herman, clinicians were not adequately implementing recommended
health promotion into their practice with the exception of the recommendation to take prenatal vitamins
93% of the time. The other remaining content areas of health promotion were discussed less than 63% of
the time. Regarding alcohol consumption, 39.4% of women surveyed were told to cut down or stop
consuming alcohol. Advice to quit smoking was reported by 53.9% of the women and 47.1% received
advice to stop illegal drug use. In addition, diet and nutrition advice was recalled as being received by
54.8% of the sample. Surprisingly, women recalled receiving weight gain advice only 62.1% of the time.
From this study the researchers concluded health promotion is not sufficiently implemented in
traditional prenatal care and has an inverse relationship with low birth weight. Therefore, health
promotion action aims at reducing differences in current health status and ensuring equal opportunities

and resources to enable all people to achieve their fullest health potential. (10)

Much work has not been done on the impact of food taboos on maternal nutrition. A few studies
undertaken in this direction, however, some studies show that food taboos play a negative role in
maternal nutrition. For example, in Nigeria Ojofeitimi and Tanimowo (11) attributed the failure of 75%
of the women to attain the recommended weight gain to the strong food taboos practiced in the area. In
another study, also in Nigeria, Ojofeitimi and co-workers (1) observed that pregnant women who were
not practicing taboos had significantly higher weight gain and heavier babies (p<0.02) than the women

practicing food taboos. (11)
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Between 20-40% of all births occurring in developing countries are unwanted posing difficulties for
families and potentially jeopardizing the health of millions of women and children. Another study
reported that although 69% of women and 75% of men know that HIV can be transmitted by breast
feeding, only around one-fifth of women and one- fourth of men know that the risk of mother to child
transmission (MTCT) can be reduced through the use of certain drugs during pregnancy (12). Similarly,
the Nutrition Unit in the Ministry of Planning and Economic Development of Ethiopia, indicated that
women in the developing world, including those who are pregnant and lactating, are frequently engaged
in moderate to high levels of physical activity that are not accompanied by increase energy intake, the
combined effect of which is to cause low birth weight gain during pregnancy, impairment of intrauterine
growth, and decreased ability to sustain milk production (13). Study from Central statistical Authority of
Ethiopia indicated that there are substantial numbers of pregnant women in developing countries who

are obligated to avoid specific foods due to cultural beliefs or impositions in developing countries (14).

To reach a state of complete physical, mental and social well-being in countries like our country,
Ethiopia, where traditional practices outweigh the modern health care, together with this many factors
endanger the health and life of the women. In area, where there is a difficulty to access a modern
medication supply, an individual or group must be able to identify resources, to realize aspirations, to
satisfy needs, and to change or cope with illness conditions; preventive approach of disease prevention is
the only one best solution. To make this strategy real, an approach to health promotion study is the only
ultimate way to survive. Even though there are few studies on some domains of health promotion
practice, which show a gap on service practices. But as far as my search is concerned there were no
studies done on health promotion practices among pregnant women. Therefore, this study aimed at

assessing health promotion practices among pregnant women in Shashemene town.
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1.3 Significance of the study

As part of perinatal care, health promotion practice with antenatal care is not assessed adequately to
gain attention in our country. This study would be the baseline on this direction and also helpful for
improving the nursing services in promoting health promotion practices in Ethiopia. Assessing the
general practices of women during pregnancy is essential since the majority of maternal morbidity and
mortality causes may be due to either failure of women to practice and utilize modern maternal health
care services (like ANC and safe delivery utilization) or may practice in accord to the established
traditions that may harm their health and babies. Identifying practices of women during pregnancy is
helpful to avert harmful practices and to promote helpful ones by the front line health workers such as

HEWs (health extension workers) at the grass root level.

This study would pose health promotion works through concrete and effective community action in
setting priorities, making decisions, planning strategies and implementing them to achieve better health.
It would also try to examine the major health promotion practices and affective factors for negligence of

these practices.

Finally the finding of this study would enable policy makers’ health professionals to plan for appropriate
health promotion intervention for pregnant women. In addition this study is supposed to give some
baseline information for the development of ANC care strategy. Besides; such type of study that
assesses women’s comprehensive practices during pregnancy is not done in the study area before. So
addressing this important topic and coming up with necessary information may be helpful to improve

maternal health and reduce maternal mortality which is a major public health concern in our country
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CHAPTER TWO

2 LITERATURE REVIEW

Health promotion is a broad area of health prevention. Therefore, only the work that has been done are
on specific aspects of health promotion among pregnant women has been the focus area, the literature
review containing the major components of health promotion practice which have great association in
the country Ethiopia as well as in the study area will only be included.

2.1 Definitions and historical background of health promotion:-

Health according to WHO; A state of complete physical, social and mental well-being, and not merely
the absence of disease or infirmity. Within the context of health promotion, health has been considered
less as an abstract state and more as a means to an end which can be expressed in functional terms as a

resource which permits people to lead an individually, socially and economically productive life.

The primary health care concept and themes are currently being reviewed by WHO. Disease prevention
covers measures not only to prevent the occurrence of disease, but also to arrest its progress and reduce
its consequences once established (15). Disease prevention is sometimes used as a complementary term
alongside health promotion. Although there is frequent overlap between the content and strategies,
disease prevention is defined separately. Disease prevention in this context is considered to be action
which usually emanates from the health sector, dealing with individuals and populations identified as

exhibiting identifiable risk factors, often associated with different risk behaviors.

Health promotion also been defined as those activities that assist individuals in developing resources
that will maintain or enhance wellbeing and improve the quality of life. These activities involve a
person’s efforts to remain healthy in the absence of symptoms and don’t require the assistance of health
care team member. The purpose of health promotion is to focus on a person’s potential for wellness and
to encourage appropriate alterations in personal habits, life style and environment in ways that will
reduce risks and enhance health and well-being. (16)

Most notably, in October 1986 the First International Conference on Health Promotion was held in
Ottawa, Canada, producing what is now widely known as the Ottawa Charter for Health Promotion.
These conferences added greatly to understanding of health promotion strategies and their practical
application, as well as more fully accounting for issues of relevance to developing countries. This was
taken a step further at the Fourth International Conference on Health Promotion, New Era: Leading

Health Promotion into the 21st Century, which was held in Jakarta, Indonesia, July 1997. (17)
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Recent developments in health systems around the world have given new prominence to health
promotion approaches. The increasing focus on health outcomes reconfirms the priority placed on
investment in the determinants of health through health promotion. Several WHO programs and projects
have been developed and implemented which have sought to translate health promotion concepts and
strategies into practical action. These include the Healthy Cities, Villages, Municipalities and Islands
projects, the networks of Health Promoting Schools and Health Promoting Hospitals, Healthy
marketplaces and Health Promoting Workplaces projects, as well as WHO action plans on alcohol and

tobacco, active living and healthy ageing. (17)

Health promotion includes proper nutrition with emphasis on weight control, regular physical exercise,
Reduction of stress, treatment preference, family planning need, and preferred place of delivery,

substance use, and Domestic violence, knowledge of HIV counseling and testing, PMTCT .etc. (18)

2.2 Nutrition and pregnancy

Nutrition and health are important dimensions which are used to assess the wellbeing of an individual.
Malnutrition and sickness represent the main health problems in developing countries and often resulted
from individual, household or community levels. Malnutrition among women is likely to have a major
impact on their own health and their children. Besides her own health, a mother’s nutritional status

affects her capacity to successfully care for her children.

The World Health Report, 2003 states that, more attention should be given to maternal health and
nutrition by governments and nongovernmental organizations. The United Nations meeting in 2006, on
the critical role of nutrition for reaching the millennium development goal, also clearly established that
poor maternal nutritional status has to be improved in order to achieve the MDG 5 (reducing maternal
mortality by three quarters in the years between 1990 and 2015). Women in the reproductive group and
children are most vulnerable to malnutrition due to low dietary intakes, inequitable distribution of food
within the household, improper food storage and preparation, dietary taboos, particularly for women the

high nutritional costs of pregnancy and lactation also contribute to poor nutritional status (19)

Feeding practices are differing from culture to culture and society to society. Consumption patterns are
part of the culture of any given society and are related to traditions beliefs and taboos. Each culture
whether traditional or modern, it has beneficial as well as harmful feeding practices. In most cases

women and children are highly affected by food habits and dietary discrimination (20).
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Food taboos recorded all over the world differ only in type and characteristics. In a survey carried out
among the Chinese, Cambodian and Vietnamese women living in the United States, Fishman et al.
observed that delivery produces ‘excessive cooling’ which needs to be offset by eating hot foods for 100
days after childbirth. Results of other local and national nutritional surveys suggest that diets of nursing
mothers of low socioeconomic status are deficient in iron, zinc, and vitamins A and C. Therefore, it is
indispensable that health professionals become more knowledgeable about the influence the culture has
on breast-feeding, pregnancy and dietary behaviors and convictions that might be potentially harmful or
dangerous during pregnancy and lactation. It is also important that personnel of baby-friendly hospitals
are aware of the profile of mothers with food taboos. A supportive approach and efficient
communication on this topic might reduce the gap between scientific recommendations and daily

feeding practices of mothers willing to nurse their infants. (21)

The study done in South India, Pondicherry out of 339, 216 (63.7%) told that some vegetables/fruits
should be avoided during pregnancy. There was no significant difference regarding this misconception
between literates and illiterates. Most of the illiterates (91.3%) told that papaya should not be eaten
during pregnancy in comparison to 83.9% of literates. Most common reason for restriction of specified
fruits/vegetables was abortion. In a study done by Puri S and Kapoor S it was reported that 16.5% of the
adolescent girls believe that papaya can cause abortion. A study among 1200 women from all districts of
Tamil Nadu in India showed that 82 % of women avoided papaya during pregnancy. And also papaya is
considered to be a fruit which is ‘hot’. Conventionally ‘hot’ food items are avoided during pregnancy as
it is thought that it will cause abortion. Similarly ‘cold’ foods are avoided during lactation as it might
affect the quality and quantity of milk production. (22)

Brems and Berg (13) from findings of 18 different cultures of food intake concluded that deliberate
restriction of food intake during pregnancy is likely to have a small but significant effect on birth
weight. In addition to cultural recommendations regarding an overall increase or decrease in food intake
during pregnancy, particular foods may be encouraged or discouraged. While such dietary practices vary
greatly from one culture to another, it is interesting to note that two food preferences during pregnancy
mentioned across a number of cultural craving for dietary products, and distaste for caffeinated
beverages and alcohol are beneficial examples for health of both women and infants. An issue of
concern however, is the fairly widespread practice of discouraging consumptions of protein during
pregnancy. Several studies have found that meat, or meat from particular animals is specifically

withheld, but most frequently from pregnant or lactating women (13, 18-22).
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The more frequent taboo was related to the simultaneous consumption of milk and fruits, such as mango,
orange, pineapple, and nuts. They also considered eating eggs and fruits together harmful, as well as a
combination of meat with fish. They mentioned that “combinations are harmful”, “combination kills”,
and “mixing together causes indigestion and vomiting.” These restrictions were more frequent during
the lactation period than during pregnancy. Food taboos adversely affect the daily consumption of
protein, energy, and some nutrients during the first month of nursing. However, despite the poor intake
of nutrients, women successfully fed their infants, and weight gain was satisfactory during the first
month. (23)

In Sudan, pregnant women often have restricted food intake mainly due to morning sickness which is
prevented and treated by eating little and limited items of food: and due also to the belief that a large
fetus causing obstructed labor will result from eating unrestricted amount of food. In Sokoto state of
Nigeria, the untrained traditional midwifes advice pregnant women to avoid sugar and honey as they
cause prolonged painful labor. They also advise pregnant ladies not to take local soda which is supposed
to make the fetus slim. (24)

Malnutrition is a serious problem in Ethiopia in which women and children are highly affected by the
condition. When we compare women’s nutritional status with other Sub-Saharan African countries, the
average moderate and severe malnutrition in sub-Saharan Africa shows 13.3 percent (A. Mukuria, et.al,
2005). As of the 2005 EDHS report the condition of malnutrition in Ethiopia (26.5 percent) seems
almost double when it is compared with other sub-Saharan African countries. A comparative study done
(EDHS in 2005) data also revealed that, the prevalence of chronic energy deficiency in Ethiopia was

among the highest from all Sub-Saharan African countries next to Eritrea. (12)

According to the ministry of health (MOH) in Ethiopia, pregnant women a void specific food items due
to several reasons: some pregnant women avoid as result of a strong dislike (aversion), other women
avoid on medical grounds & most due to cultural beliefs or impositions On this study, milk, eggs and

goats meat are the major food items prohibited during pregnancy (12)
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In most traditional society's food taboos are specifically directed toward women. The best and most
nourishing portions of the food are served to the men. The nutritional deficiencies of most women are
high particularly among pregnant and lactating women. Pregnant women are restricted from certain food
staffs. For example, in the South South-Western and central part of Ethiopia, pregnant women are
forbidden to take all foods which are white in color such as milk products, fatty meat, porridge and
potato. Such foods are believed to be plastered on the body of the newly born baby. It is also assumed
that the newly born baby and mother will have a bad smell if a pregnant woman eats vegetables. Green
pepper is also prohibited with the assumption that a new born baby will become hairless. In the northern
part of Ethiopia high carbohydrate and fat foods are forbidden for pregnant women with the assumption

that it will bring about easier labor and smaller babies (23).

A study on 295 healthy pregnant women in Hadiya zone, southern Ethiopia indicates that a little over a
quarter of them (27%) avoided at least one type of food due to food taboos. According to this report
milk and chesse were regarded as taboo foods by nearly half of the women (44.4%) followed by linseed
and fatty meat (16%, 11.1%) respectively. The reason for a voiding food includes fear of difficulty

delivery (51%), disclosures of the fetus (20%) and fear of abortion (9.75%). (25)

Nutritional taboos and the restriction of pregnant women from consuming certain kinds of food which is
usually rich in the required nutrients leads to the low nutritional status among most women and put them
at high risk of material death. Low body weight, iron deficiency and anemia are one of the main causes
of death in case of hemorrhage during labor, and it is common among women in developing countries.
For instance in Ethiopia, the mean height of women is only 156¢cm, indicating severe past malnutrition,
and puts women at high risk in delivery, and 30% of non-pregnant women have a body mass index less

than 18.5, which indicates serious chronic energy deficiency (26).
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2.3 Physical activities during pregnancy

Research has demonstrated that engaging in regular physical activity following pregnancy is associated
with many physical and mental health benefits such as less pregnancy associated weight gain, decreased
risk of postpartum depression and symptoms of depression, less anxiety and distress, and increased
positive mood states. Unfortunately, studies have demonstrated that following pregnancy, women are at
high risk for physical inactivity and generally show lower levels of leisure-time physical activity
(LTPA) compared to pre pregnancy. Empirical estimates suggest that approximately two-thirds of
postnatal women do not meet the current American College of Obstetricians and Gynecologists exercise
recommendations (In the absence of either medical or obstetric complications, 30 minutes or more of

moderate exercise a day on most, if not all, days of the week is recommended for pregnant women.(27)

Physical activity is a complex behavior that encompasses such disparate domains as sports and exercise,
occupational tasks, and household chores. In the broadest sense, physical activity refers to any bodily
movement produced by skeletal muscles that results in energy expenditure. Sedentary life style (physical
inactivity) on the other hand is defined as engaging in no leisure-time physical activity (exercises,
sports, physically active hobbies) in a two-week period. Regular physical activity, fitness, and exercise
are critically important for health and wellbeing of people of all ages. Research has demonstrated that
virtually all individuals can benefit from regular physical activity, whether they participate in vigorous
exercise or some type of moderate health-enhancing physical activity. Physical inactivity can have
serious implications for people’s health, said the World Health Organization on the occasion of World
Health Day, 2002. Approximately 2 million deaths per year are attributed to physical inactivity,
prompting WHO to issue a warning that sedentary lifestyle could very well be among the 10 leading
causes of death and disability in the world (28).

The American College of Obstetricians and Gynecologists (ACOG) recommends that women with low-
risk pregnancies participate in moderate-intensity physical activity for 30 minutes or more each day on
most, if not all, days of the week. These recommendations are based on research indicating that exercise
during pregnancy may be associated with reduced rates of preeclampsia, gestational diabetes, cesarean
sections, low back pain, anxiety, nausea, heartburn, insomnia, leg cramps, and possibly excessive weight
gain. Currently, only 15.1% of pregnant women exercise at the recommended levels, which is
significantly lower than the general population's 45%. (29)

Research Thesis  Version 2 Date-20th June 2012 Page 11



Reasons for the low rate of exercise among pregnant women likely include the common perception that
exercise during pregnancy is risky. Such concerns among the lay public have been reinforced by
practitioners who have a history of discouraging women from exercising perhaps due to their own
perceptions of increased risks of miscarriage, preterm labor and low infant birth rate. Previous

recommendations from the ACOG may have also played a role in perpetuating such perceptions. (29)

In 1985, the ACOG published its first exercise-during-pregnancy guidelines, which stated that active
pregnant women should stringently limit the type, duration, and intensity of their exercise to minimize
both fetal and maternal risk. In 1994, the ACOG modified these recommendations to state that "during
pregnancy, women can continue to exercise and derive health benefits even from mild to moderate
exercise routines. Regular exercise (at least three times per week) is preferable to intermittent activity."
However, the guidelines did not include any recommendations for inactive women. The most recent
recommendations published in 2002 by the ACOG state that pregnant women without contraindications
should exercise, and women who were inactive prior to becoming pregnant can start an exercise
program. Despite the new ACOG recommendations encouraging pregnant women to exercise, pregnant
women have been slow to take up exercise, and many physicians have been slow to deliver these

recommendations to their patients. (29)

Homboe-ottesen et al. point to a number of studies that show lower pregnancy weight gain during the
peak agricultural season, emphasizing that this is due to the combined effects of low energy intake and
high energy expenditure. (13)The study conducted in four maternity units of France, revealed that
occupation, but not working conditions affected the incidence of preterm birth. This result discordant
with other studies which underlined the exercise of preterm births among women with strenuous

working conditions (31).

In a prospective study, which was conducted in the Orebro country, women who reported heavily lifting
did not have in general more unfavorable outcomes than other women, although the risk estimates varied
between different occupational categories, lifting of weights >12kg more than 50 times per week
increased the risk of preterm birth, but only among women who stopped working before the 32 week of

pregnancy. (31)
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2.4 Treatment preference during pregnancy

More than 90% of pregnant women take prescription or non-prescription drugs or use substance use
(tobacco, and alcohol) or illicit drugs at some time during pregnancy (32). In general, drugs, unless
absolutely necessary, should not be used during pregnancy because many can harm both the fetus and
the women. About 2 to 3% of all birth defects results from the use of drugs other than alcohol. Study
conducted in cape town indicate that pregnant women responded to symptoms in different ways
depending on their perceptions of the severity of the problem, as well as the previous experiences, and

either attended the afterhours clinic, pharmacy, a private doctor or followed self-healing practices. (10)

Studies in Ghana, Thailand, Brazil, and Philipins found that the percentage of illness episodes treated by
self-medication ranges from 50-90%. In residents of western Kenya revealed that most residents begin
treatment with herbal remedies or antipyretics for malaria. According to this study, anti-malarial are
used as the initial treatment in only about half the cases (33). Among Kembata and Hadiya, Kosso
Vermifuge (hagenuaabyssinica) is taken at various stages of the pregnancy for the purpose of: cleaning
the bowels, *making space” for the fetus & keeping the fetus’s weight down, as the delivery of a big

baby would cause protracted and painful labor (34).

2.5 Future family planning needs during pregnancy
Family planning refers to a conscious effort by a couple to limit or space the number of children that
they have. Contraceptive use reduces maternal mortality and improves women’s healthy by preventing

unwanted and high risk pregnancies and reducing the need for unsafe abortion.

Pregnancy also affects women’s health: for each maternal death in developing country, more than 100
women suffer illness related to pregnancy and child birth. A significant proportion of these deaths could
be avoided through the effective use of family planning services, it is estimated that 100,000 maternal
deaths could be avoided each year if all women who said they wanted no more children were able to
stop child bearing(35).

The Contraceptive Prevalence Rate (CPR) in Ethiopia observed in the 2011 EDHS has doubled from
that reported in the 2005 EDHS (29 percent compared to 15 percent). While CPR among urban women
has only slightly increased in the last five years (47 to 53 percent), CPR has doubled from 11 percent in
2005 to 23 percent in 2011 among rural women. (36).
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2.6 Preferences of place and attendance of delivery
Lack of advance planning for use of skilled birth attendant for normal births, and particularly inadequate
preparation for rapid action in the event of obstetric complications, are well documented factors

contributing to delay in receiving skilled obstetric care.

Access to proper medical attention and hygienic conditions during delivery can reduce the risk of
complications and infections that may lead to death or serious illness for the mother and/or baby. The
study conducted in Nicaragua’s Atlantic cost by Bruce Barrett indicate that traditional behaviors are
related to all predictors, with higher retention of ethno medical practice among the poor, the less
educated and the villagers(37). On this study, use of the hospital, is the higher among the urban (36%)

than among the rural counterparts (23%).

In Ethiopia normal delivery care is provided in community by TBAs and others in health facilities by
health workers. Fifty-one percent of births to urban mothers were attended by a health professional and
50 percent were delivered in a health facility, compared with 5 percent and 4 percent, respectively, of
births to rural women. Mothers residing in Addis Ababa are the most likely to be attended to at delivery
by a health professional (84 percent) and the most likely to deliver in a health facility (82 percent)
compared with mothers of other regions. Mothers’ educational status is highly correlated with whether
delivery is assisted by a health professional and whether the birth is delivered in a health facility. For
example, 5 percent of births to mothers with no education were attended by a health professional and
delivered in a health facility compared with between 70 and 72 percent of births to mothers with some

secondary education. Less than one percent of women were attended by a HEW at delivery. (38)

The majority of Ethiopian women deliver at home, with the help of one or more women birth attendants.
The Shankila women give birth alone, often under a tree near river, cleans up alone and remains outside
the compound until the end of the two months period. The Issa women also give birth alone, usually,
while looking after cows (34). In urban areas of Jimma zone, south western area of Ethiopia, the

proportion of health unit and home delivery was 47% and 53% respectively (38).

A study done in Ayssaita and Dubti towns, Afar regional state showed that absence of illness, lack of
knowledge, lack of awareness on the danger signs of pregnancy are some of reasons for non-attendance
of ANC and delivery care and institutional delivery (Melkamu, 2005) (39)
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2.7 PMTCT during pregnancy

AIDS has known to become one of the leading causes of death in sub Saharan African countries and it
has further worsened the morbidity and mortality of infants and children. HIV/AIDS awareness is
universal in Ethiopia where 97 percent of women and 99 percent of men have heard of AIDS.
Awareness does not vary much by background characteristics except by education; those with no
education being less likely to have heard of HIV/AIDS. Women in the Somali region are also less likely
to have heard of AIDS (82 percent). Knowledge of HIV prevention methods has increased since 2005,
especially among women. According to the 2005 EDHS, 35 percent of women knew that HIV could be
prevented by using a condom and by limiting sexual partners; this compares with 43 percent in 2011.
Among men age 15-49, this percentage increased from 57 percent in 2005 to 64 percent in 2011.As
education levels increase, men are less likely to have had two or more partners in the past 12 months (3
percent of those with more than secondary education compared to 4 percent of those with no education).
Among men who had two or more partners in the past 12 months, condom use during last sexual
intercourse increases with education level; 54 percent of men with some secondary education used a

condom compared with 14 percent of men with at least some primary education. (40)

Mother to Child Transmission (MTCT), which occurs during pregnancy, labor and breast feeding, is
responsible for 90% of child hold HIV infection. The main objective of (PMTCT) is to reduce the

transmission of HIV infection from HIV infected mother to their offspring. (41)

In a study done in north western Ethiopia, although the general awareness of HIV was high, correct
knowledge of the virus and its mode of transmission was known in only 44% of adolescent boys and
41% of adolescent girls (41). The reason for increasing MTCT of HIV might include lack of knowledge
of mothers on the risk of MTCT, lack of access to VCT and the benefits of preventive intervention, like
ARV drugs and infant feeding options. Another study in Arbaminch Hospital revealed that among 484
mothers interviewed at antenatal follow up, 80% are aware of the prenatal transmission of HIV infection
& these 213(55%) thought that there is a 100% risk of transmission of every conception. Out of all the
mothers interviewed, 424(91%) agreed that HIV is not transmitted by mother to child physical contact,
and 419(86.5%) have the knowledge that HIV is transmitted through breast feeding (42). It is to be
noted that the use of ARV drugs in PMTCT was not known to be 386(80%) of the mothers. Even though
449(92.3%) of the mothers did not know their HIV sero-status, 360(74.4%) of all the pregnant mothers

volunteered for HIV blood test at the first request.
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2.8 Substance use during pregnancy

2.8.1 Cigarette (Tobacco) smoking

Smoking during pregnancy is major challenge to the mother and fetus. A cross sectional study among
pregnant women in south Africa indicate that out of 796 women ranging from age 14-46, 45.9% were
smokers, 14.7% were quitters and 39.4% were nonsmokers (43). From the total sample 83% of the
women knew that nicotine is addictive, 76% knew the baby is subjected to nicotine, while56% of the
women were unaware that smoking may lead to miscarriage and 45% of women did not know that

smoking during pregnancy can lead to premature labor.

Another study revealed that, although cigarette smoking harms both pregnant women and the fetus, only
about 29% of women who smoke quit during pregnancy (32). The most consistent effect of smoking
during pregnancy are a reduction in body weight, birth defects of heart, risk of sudden infant death,

placenta previa, premature rupture of membrane ,preterm labor, ... (43)

Protection initiatives are designed to protect non-smokers and persons not actively engaged in smoking
from the harmful effects of second hand smoke (SHS) through the development, implementation and
enforcement of policies that prohibit smoking in public settings such as the workplace. These are
generally supported by public health advocacy, education and media campaigns, as well as monitoring

and enforcement activities.

2.8.2 Alcohol

Study by substance use and mental health administration report indicate that drinking alcohol during
pregnancy is the leading cause of birth defects. Worldwide there are 5.2 million deaths from injuries
every year and non-fatal injuries account for about one-tenth of the global burden of disease. (44)

The problem of alcohol-related injuries is particularly alarming in many low- and middle-income
countries, while there is little doubt that alcohol consumption is associated with injury occurrence, less
is known about the level of risk at which various drinking patterns, quantities of alcohol consumed, or
drinking situations place the individual at risk for accidental injury. The risk of miscarriage almost

doubles for women drinking alcohol, especially if they drink heavily.
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The weight of the baby is substantially below normal for the woman who is drinking regularly. The
average weight of a baby from alcohol drinking mother is 4 pounds compared with 7 pounds for normal
baby. The most common and serious effect of alcohol during pregnancy is fetal alcohol syndrome,
which occurs about 2 in 1000 live births for mothers drinking as few as three drinks per day. Alcohol

has also bad effects on early neonatal death, (43)

2.8.3 Caffeine

How consuming caffeine during pregnancy harms the fetus is unclear. Caffeine which is contained in
coffee, tea, some sodas, chocolate, and some drugs, do a stimulant that readily cross the placental
barrier to the fetus and stimulates the fetal heart rate and decrease the absorption of iron thus anemia.
Some evidences suggest that drinking more than seven cups of coffee per day may increase the risk of

having still birth, low birth weight, and miscarriage (32)

2.8.4 khat( chat)

The leaves of the shurub catchaedulis(khat) are widely chewed as part of social life in several countries
around the red sea in east Africa. The leaves possess stimulant properties and are also used by pregnant
women. The effect of chat on birth weight has been studied; it was found that healthy full term, infant
with lower average birth weight. A study conducted in Yemen, in 1,141 consecutive deliveries at the
delivery centers in Yemen, the effect of chat upon the offspring have been studied, According to this
report, nonusers of chat (n=4227) had significantly fewer low birth weight babies (<2,500gram)
compared to occasional users (n=391). The chat chewing mothers had concomitant diseases. There was

no difference in rates of still birth or congenital malformations. (43)
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2.9 Domestic abuse/violence

Any act of gender-based violence that results in, or is likely to result in, physical, sexual or
psychological harm or suffering to women. The intentional use of physical force or power, threatened or
actual, against oneself, another person, or against a group or community, that either results in or has a
high likely hood of resulting in injury, death, psychological harm and mal development or deprivation.
Domestic abuses of pregnant mothers have an increased risk of having miscarriage, low birth weight,

fetal and maternal injury and death.

According to studies in the United States, battered women are more likely than non-battered women to
require psychiatric treatment and five times more likely to attempt suicide. They are also likely
candidates for alcohol abuse. In Ethiopia, as study was carried out in the predominantly rural Meskan
and Mareko District showed that: Nearly one half (49%) of ever-partnered women experienced physical
violence by a partner at some point in their lives, and 29% during the past 12 months. Of women who
had ever been pregnant, 8% reported physical violence during at least one pregnancy. Among women
ever abused during pregnancy, 28% had been punched or kicked in the abdomen. In 98% of cases of
physical violence by a partner during pregnancy, Sexual abuse of girls less than 15 years and forced first

sex; about 17% of women reported that their first sexual experience was forced. (44)

2.10 Mental health promotion

Mental health problems are common both during pregnancy and after birth, with risk of relapse of a
preexisting mental illness and an increased risk of new illness. Furthermore mental health illness during
pregnancy such as depression can increase the risk of cognitive development deficits and psychiatric

illness in the offspring (45).
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2.11 Measures taken to improve health promotion

Safe mother hood begins before conception with proper nutrition and a healthy life style. It continues
with appropriate prenatal care, the prevention of complication when possible, and the early and effective
treatment of any complications (5).The actual influence of a husband's beliefs on a woman's health
seeking behavior, however, may vary by a woman’s background characteristics that are associated with
variations in autonomy such as age and education. Women’s autonomy in health seeking behavior has
been shown in other studies to increase with age and education. Therefore, it is expected that a
husband’s approval will have less influence on the use of prenatal care among older and more educated

women than among younger women and women who have little or no education. (46)

Smoking, drinking excess alcohol, poor nutrition and other lifestyle factors can lead to poor outcomes
for mothers and babies. For Alcohol use during pregnancy the recommendation is that pregnant women
should avoid drinking alcohol in the first three months of pregnancy due to the increased risk of
miscarriage. Those who choose to drink during pregnancy should be advised to drink no more than 1 or
2 units twice per week. The provision of routine health promotion (including advice and education and
sometimes screening tests) before conception may encourage changes to improve health, and may be an

opportunity to identify risk factors such as infection that can be treated before pregnancy.
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2.12 Conceptual frame work of the study

The conceptual framework is developed by the principal investigator, which is intended to represent the
key factors that have been identified in many literature searches which are mostly mentioned to affect
health promotion practices of pregnant women. Hence, health promotion practice is the dependent
variable consisting of major factors like nutrition, regular physical exercise, treatment preference, and
preferred place of delivery, future family planning need, domestic violence, substance use, PMTCT and
the like. According to financial and feasibility issues it is not possible to study all variables that affect

health promotion practices directly or indirectly.
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Figure 1, Conceptual framework on health promotion practices among pregnant women during
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pregnancy.
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CHAPTER THREE

OBJECTIVES OF THE STUDY

3.1 General Objectives
To assess health promotion practices among pregnant women attending ANC services in public health

institutions of shashemene town, oromiya, Ethiopia, 2012.

3.2 Specific Objectives
1. To identify cultural dietary taboos towards pregnant women in public health institutions of
shashemene town
2. To determine preferred place of delivery by pregnant women in public health institutions of
shashemene town
3. To asses socio demographic factors associated with health promotion practices of pregnant women

in public health institutions of shashemene town.
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CHAPTER FOUR

METHODS AND MATERIALS

4.1 Study area

Shashemene is selected because of different reasons like the town is a transition to many parts of
Ethiopia, many rural and urban migrants are attracted for trading possibilities and seasonal employment
and it is the most ethnically mixed town in Ethiopia, furthermore, the activities of informal sectors are
targeted the large mobile people in the area so it is useful to see the picture of health promotion related

practices in such multi-cultural town.

The town of Shashemene is a roadside town located in Oromiya administrative regional states, at Trans-
African Highway to Cairo-Cape Town, about 160 miles (250 km) from the capital of Ethiopia, Addis
Ababa, due south. Geographically, the town has latitude of 7° 12" north and a longitude of 38° 36' east.
The study was carried out in all governmental health institutions of Shashemene Town which provide
ANC service for the entire community. Currently, there is 1 General hospital, 3 health centers, and 20
private health institutions in the town which are currently providing the service. According to the
Central Statistical Agency in 2005, the total population of Shashemene was estimated to reach over
93,156, of whom 46,882 were males and 46,274 were females. Among those females 35.2 % (16,288.5)

were in reproductive age group (15-49), the total fertility rate was 4.2.

The town has been restructured into ten small administrative units called Kebele, which are managed by
the Municipality. Having an estimated population density of 447.6 people per square kilometer, which is
greater than the Zone average of 181.7 (CSA, 1996). It is the most densely populated woreda in the
Eastern Shewa Zone. There are no figure showing approximate live births, maternal mortality and
morbidity in the city. What makes shashemene different from other cities of Ethiopia, is the community
of Rastafarians, who are located at the out skirt of the Shashemene town. The Rasta community in
Shashemene currently numbers about four hundred total populations (including all family members)
from Jamaica, Trinidad and Tobago, Barbados, Saint Vincent, Grenada, Guyana, New Zealand, Canada,

Germany, Sweden, Ghana, Kenya, Australia, Guadalupe and Suriname.

4.2 Study period: the project was started from October, 2011 and ended on June, 2012 and the data
collection period started from1* February and ended on 15th March, 2012.
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4.3 Study design:
An institution based cross-sectional descriptive study design.

4.4 Source populations:-All pregnant women in shashemene town attending ANC service from public

health institutions are the source population.

4.4.1 Study population: - Pregnant women coming for ANC service utilization on study period in the

selected health institutions who are members of inclusion criteria.

4.4.2 Study unit: - Individual woman
4.5 Sample size determination: The sample size is determined by using a single population
proportion formula by using:
No = (Za/2)* P(1-p)
d2
Where

No - desired Sample size (initial)
Zao- is confidence interval at 95% =1.96
d- Desired or margin of error which is set at 0.05.

P - Is Proportion of population which is unknown and assumed to obtain maximum sample size 50%

was used.

So, the Initial sample size (N,) will be
no = (1.96)2 (0.5x0.5) =384
(0.05)2

Since, the total number of women visiting those four institutions was obtained to be 1700 (data obtained

during preliminary survey).

Then, the final sample size (nf) is determined as follow:

No 384

— —————— =2%
[1+ no/N] [1+384/1700]

nf

Research Thesis  Version 2 Date-20th June 2012 Page 23



4.6 Sampling procedure:

The study subjects were selected by using systematic sampling method among proportionally allocated
sample of 295 pregnant women. From preliminary survey the total number of women visiting those four
institutions is obtained to be 1700 on monthly basis. These total client flow is obtained from registration
books and client cards. After determining the average number of women visiting those institutions on
monthly and daily basis, the study subjects are proportionally allocated. Again from preliminary survey,
the average numbers of clients visiting those institutions monthly are 540; 480; 380; 300 for the
hospital, and the other three health centers respectively. The proportional numbers of study subjects
allocated based on client flow were, 94; 83; 66; 52 for the hospital and the other three health centers
respectively. Based on the condition, the sampling interval (K) was determined by dividing the number
of units in the population by the desired sample size (N/n) for each health institution. The interval (K) is
determined to be 6 for those all institutions. Prior to interview program, the sampling frame was
prepared on basis of daily client flow and order of client registration. Taking individuals at fixed
intervals (every K™) were interviewed based on the sampling fraction, Starting point (random start), a
number between one and K was selected randomly. And the selected number was the first number to be
included in the sampled study. A total of sampled women were chosen by systematic sampling have an

interview after or before received ANC care in government health institutions of the study area.

4.6.1 Schematic presentation of the sampling procedure

Public health institutions of Shashemene town

Shashemene Abosto 02 Bulchana 05 Awasho 01
General Hospital Health center Health center Health center

v l \

Figure 2, Schematic presentation of sampling procedure to assess women health promotion practices

during pregnancy in public health institutions of shashemene town, 2012
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4.7 Inclusion & exclusion criteria

4.7.1 Inclusion criteria: Pregnant women who visit selected health facilities during the study period for
the purpose of ANC, being a member of sampling frame, able to communicate and willing to participate
were included.

4.7.2 Exclusion criteria: - women who are coming for reasons other than ANC: women in labor and

women who are not cooperative to participate in the study were excluded.

4.8. Variables of the study

4.8.1. The dependent variables:-health promotion practices (nutrition, physical activity, treatment
preferences, future family planning need, and preference of place of delivery, mental health promotion
domestic violence, substance use and knowledge of VCT/PMTCT)

4.8.2. The independent variables: - socio-demographic variables, such as address, income, age,

religion, ethnicity, educational status, occupation, marital status and number of pregnancies.

4.8.3 Operational definitions

Health promotion practices- Any woman’s usual activities or behaviors in relation to normal and
complications of pregnancy performed by pregnant mother. Especially activities related to nutrition,
physical activity, treatment preferences, future family planning need, Preferred place of delivery, mental
health promotion, domestic violence, substance use and knowledge of VCT/PMTCT.

Substance use- is a mal — adaptive pattern of consuming substances resulting in repeated problems and
adverse consequences on jeopardizing the health of the mother as well as the fetus

Severe/ serious health problems: A subjective description given for a health problem encountered
during pregnancy and childbirth by a woman to differentiate such problems from the usual less
severe/serious health problems like headache, minimal vaginal bleeding after delivery.

Tradition practice: Is a habitual or customary performance or operation of statements, beliefs, legends, customs
etc.by the individual or community which are handed down from generation to generation.

Physical activity- less intensive exercise performed 30 minutes per day and 3-4 days per week.

Future family planning need- a willingness to have a contraceptive use after current pregnancy
Treatment preference- an intention to sought treatment from health institution or traditional basis
Preference of place of delivery- a desired place to give birth: health institution or home delivery
Mental health promotion- mental health promotion activities performed during pregnancy

Domestic violence- An act of gender-based violence that results in, or is likely to result in, physical,

sexual or psychological harm or suffering to pregnant women
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4.9 Pretest

Before the actual data collection phases a pretest on 5% (15) of the structured questioners which
contains points such as interviewer approach to respondents, Verbalized response problems, non-
response, partial response, mistakes in skipping patterns, time required for completing the interview, etc.
were collected on selected pregnant women attending ANC services in Arsinegele town; out of the
actual study institutions and the lessons obtained from the pretest were included in the final tool.

4.10-Data collection techniques

Data collection technique was face to face interview using the pre-tested, adapted and modified tool
from study done in Adama town by Ali Adem (2009) (43).The data collectors were trained diploma and
degree holder female nurses, who speak both Amharic and Afan Oromo fluently. The female nurses
were not employee of the health centers. They were not appeared with uniform. This is preferred for
facilitation of interaction between the respondents and data collectors which is important to generate
accurate information. The data collectors have got half day training on research objective, data
collection tools procedures, interviewing techniques and appropriate data recording systems. The
collected data was carefully checked for completeness as well as consistencies. Any confusion on the
data collection procedure and/or responses was handled timely. Any significant knowledge and practical
gap against health promotion practices during data collection time was discussed with the respondent at

the end of data collection.

4.11 Data processing and analysis

The collected data was processed by entering in to computer using the statical package epi info version
3.5.1; the data was analyzed by using SPSS version 16. Frequencies and proportions were calculated
according to the various socio-demographic variables. Chi-square test was used to determine the
association between dependent and independent variables. Both Crude and adjusted odds ratio (OR)
were used to measure the strength of association and logistic regression was applied to control possible
confounding factors. For compilation, summarization and comparison of data: frequency of data counts,
cross tabulations and word expressions were used. Data cleaning was executed by using simple
frequencies and cross tabulations to check accuracy, consistencies, and missing values. Accordingly,

incorrect entries were identified and re-entered.
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4.12 Data quality assurance

After adapting the questionnaire moreover, it was pre-tested and necessary amendments were
considered. Before conducting the main study; data collectors have got half day training about data
collection process and technique. Pre-test was carried out on 5 % (15) of Antenatal care seekers who
were out of the main study. Based on the finding of pre-test, data collectors were reoriented and
possible modifications were made on the data collection tool. Moreover, necessary amendments were
considered. Data was collected by 4 Nurses/midwives and 2 supervisors and on the days of data
collection, the principal investigator and supervisors were monitoring and evaluating the data
collection process by checking its completeness of the data and if any problem happen the

correction were taken immediately.

Data was cheeked again for its completeness before data entry and the cleaning process was done by
running simple frequency after data entry for its consistency. If data were not consistent, they checked
again by referring the hard copy of the questioner. Finally data analysis was made after completion of all

these activities.

4.13 Ethical considerations

Topic approval was sought from nursing department research development team. Ethical clearance from
Internal Review Board (IRB) of the college of health science department of nursing and midwifery was
also obtained. A formal letter was written by Addis Ababa University School of nursing and midwifery
to study areas. Permission and informed consent was obtained from the health institutions and study
subjects respectively. After brief explanation of the purpose of the study, verbal consent was obtained
from clients and confidentiality was assured by excluding the names and specific identifiers of the study
subjects’. Privacy and confidentiality were maintained. The right not to participate or withdrawal at any
point from the study was respected. The confidentiality of the data was safeguarded during and after the

data collection and no one except the principal investigator accessed the data.

4.14 Dissemination of the result

After the data were analyzed and conclusions and recommendations were drawn, hard copies of the
result were submitted to AAU College of health science school of nursing and midwifery. Hard copies
for each health institutions and to those governmental and non-governmental organizations that
potentially could benefit from the study were given and seminar or workshop presentation will be
arranged accordingly. In addition, this finding and the extract of the article will be sent to local journals

for possible publication.
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CHAPTER FIVE
5. RESULT

5.1 Socio-demographic characteristics of respondents

A total of 295 antenatal care attendant women from urban and periurban areas of Shashemene Town
were interviewed, 20[6.8 %] were from Shashemene Town and 275 [93.2%] from the periurban areas of
shashemene. Of which; all 295 (100%) had complete data for analysis. More than half were above age
of 24 years, 39%(115) were between age of 15 and 24, 42.7%(126) were between 25 and 34 years,
number of women whose age were greater than 35 years was only18.3% (54) and the mean age of exit

interview was 27.5 +6.3 years.

The major ethnic groups among respondents were Oromo (56.9%), Guraghe (14.9%), Amhara (12.9)
and others (Tigraye and wolyta) account 8.8%. More than half (61%) of the study subjects were

Muslims, and the majority (93.2%) of the women were currently married.

Educationally, half of women 52.2% cannot read and write 20.7% had attended an informal education
and they can read and write, 13.2% attended primary school, while (13.9%) had attended secondary and

above schooling. Greater than half (56.4%) of the study subjects had a monthly income below 500 birr.

Regarding respondents’ occupation, most women were housewives (54.6%) followed by civil servant
(16.3%), merchant (12.5%) and others (16.6%). About 19.3% of the study subjects, interviewed were
primgravida, while about 80.7% women were multigravida. Those women were also assessed about
their previous and current pregnancy status, and this study found that about 80.7% of women who ever
gave birth the median number of births were 3 +SD 1.89,in addition more than 85% of the respondents

had no abortion or stillbirth (Table 1 & 2).
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Table 1-socio-demographic characteristics of exit interviewee on health promotion practices during
pregnancy in Public health institutions of Shashemene town; west oromiya March, 2012

Characteristics No. Percent (%o)
Residence
Urban 20 6.8
Peri urban 275 93.2
Age(N=295)
15-24 115 39
2534 126 42.7
>35 o4 18.3
Mean + SD 21.5+6.3
Religion
Muslim 180 61
Orthodox 78 26.4
Protestant 37 12.5
Education
No schooling 154 52.2
primary 100 33.9
secondary and above 41 13.9
Marital status
* Currently Unmarried 20 6.8
Currently Married 275 93.2
Average income(n=172)
<=200 birr 19 11
201-500 birr 78 45.3
501-1000birr 53 30.8
>1000birr 22 12.8
Mean +SD 698 + 576.4481
Occupation
House wife 164 54.6
Civil servant 48 16.3
Farmer 24 8.5
Merchant 35 125
Others 19 6.3

* living as a couple, widowed, divorced, separated, single
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Table 2, Reproductive history of women attending ANC services in Public health institutions of
Shashemene town, March, 2012

Variables Number Percent (%0)
Gestation
First trimester 78 26.4
Second trimester 180 61.0
Third trimester 37 12.5
Number of birth
Primi (<=1) 56 19
Multi (2-4) 156 52.9
Grand para(>=5) 83 28.1
Number of live birth
Second or less 193 65.4
More than two 102 34.6
Abortion
None 255 86.4
One 36 12.2
More than one 4 1.4
Still birth
None 252 85.4
One 38 12.9
More than one 5 1.7

Previous ANC(n=239)
Yes 151 63.2
No 88 36.8

5.2 Health promotion practices

5.2.1 Nutrition during pregnancy
From total respondents (82.4%) believe on importance of eating balanced diet during pregnancy. And
only 33.2% of all respondents have made changes to their normal eating habit. (73%) women who have
at least two visits failed to attain the recommended weight gain accordingly with their gestational age.
More than one third (38.3%) of those pregnant women practice fasting during pregnancy, type of fasting

includes restriction of some food items in orthodox and reducing feeding frequency in Muslims.

Half (49.8%) of total respondents, have mentioned to avoid at least one food items since pregnancy
because they felt that it causes undesirable effects for the women or to the infant or both (i.e. Plastered
on the fetal head, makes fatty baby and difficult delivery, fear of abortion, evil eye, fetal abnormality).
Almost half of the respondents avoid one or more food items during pregnancy. Majority(50%) avoided
more than two foods. food items are mentioned to be avoided were, linseed 92 times, honey 84 times,

milk 67 times, fatty meat 63 times, eggs 50 times, fruits 41 times and vegetables 17 times.(table 3)
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Table 3, Health promotion practice regarding nutrition among pregnant women attending ANC service
in Shashemene town, March 2012

Nutrition during pregnancy (N=295) number percent (%)

Importance of balanced diet
Yes 243 824

No 52 17.6
Change in feeding habit
Yes 98 33.2
No 197 66.8
Fasting during pregnancy
Yes 113 38.3
No 182 61.7
Foods not allowed for eating
Yes 147 49.8
No 148 50.2

Food items not allowed (n=147)

Milk/ yoghurt 67 22.7
Egg 50 16.9
Fatty Meat 63 21.4
Honey 84 28.5
Linseed 92 31.2
Fruits 41 13.9

Vegetables 17 5.8

Reasons for not eating those food items (n=147)

Plastered on the fetal head 91 30.8
Fear of fatty baby and difficult delivery 90 30.5
Others (fear of fetal abnormality) 12 4.1
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5.2.2 Physical activity and Treatment preferences

There were only 13 respondents responded as they practice regular physical exercise program to the
recommended standard by ACOG; greater than 3-4 days per week and for 30 minutes per day. And 86%
of respondents involve in working sternness activities, like farming, digging, cooking, fetching water,

washing clothes and collecting fire woods which are not compensated by possible energy intake.

Concerning treatment preference during pregnancy, Out of the total respondents only 66 responded to
have had disease experience once up on their pregnancy occasions. From those respondents 57.6% have
got medical treatment, the remaining 42.4% of the respondents haven’t sought treatment because of

expansive cost, far location of the institutions and lack of support from husband and relatives.

The distributions of areas to seek treatment were health institution (55.9%), traditional healers (27.1%)
and self-treatment (10%). About 75.4% of the respondents who have a disease experience took drugs
which are prescribed by health professional were as 33.9% of total respondents took drugs which are not

ordered by health professionals. (table 4 below).

Table 4, Regular physical activity and illness experience during pregnancy in public health institutions
of Shashemene town, March 2012

Variables Number Percent (%0)

1. Physical activity

A. having regular physical exercise program

Yes 50 16.9
No 245 83.1
B. for how many days per week (n=50)
<4 days 45 90
>=4 days 5 10
C. for how many minutes per day (n=50)
<=30 minutes 45 90
>30 minutes 5 10
D. Involving in vigorous-intensity activities
Yes 252 86
No 43 14
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2. Previous illness experience

a. illness experienced

Yes 66 22.4
No 229 77.6
b. sought medical support
Yes 38 57.6
No 28 42.4
c. Place of preference for seeking treatment (n=57)
Health facilities 31 10.5
Local herbal healer 16 5.4
Self-treatment 10 3.4
d. Following drug use instructions
Yes 46 75.4
No 15 24.6
e. Taking drugs which are not ordered
Yes 21 33.9
No 41 66.1

5.2.3 Future family planning need

Out of the total respondents 194 (65.5%) mentioned as they used contraceptives previously; The major
contraceptives methods mentioned by those study participant were injection 75.8%, oral pills 33.5%,
implants 20.6% and others like natural FP, condom, loop accounts 11.3%. And 230 (78%) of the total
respondents have mentioned as they have future plan to use family planning options. The reasons given
by those women who have no plan to use family planning option include; having desire for more
children, religious prohibition, health concern/fear of side effect, Lack of husband willingness, and

others like no desire to use, lack of knowledge, (see fig 3 & 4 below)
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22.0% No

Yes 78.0%

future plan to use contraceptives

Figure 3, Pie chart showing future plan for family planning use in public health institutions of

Shashemene town, March 2012
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Figure 4, Bar graph showing reasons for future contraceptive nonuse in public health institutions of

Shashemene town, west oromia, march 2012
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5.2.4 Preferred place and attendance of delivery

One hundred fifty three (62.2%) of the total study participants, delivered in the health institutions during
their last delivery, whereas (37.8%) of the total respondents delivered in their home with the majority
(31.2%) were attended by TTBA followed by Neighbors (26.2%), family (23.7%), others like families

and mothers in law (18.3%).

Concerning future preference of their birth place 78.6% of those women planned to give birth in the

health institutions.

From those mothers who gave birth in home, (29%) of All those home deliveries took a time duration of
12-24 hours and 5.4% took greater than 24 hours the rest (65.5%) took a time duration of less than 24
hours. of those home delivered mothers 37.6% faced serious problems like excessive bleeding(48.6%),

long stay of labor(28.6%), retained placenta(14.3%) and others (8.5%).

Concerning harmful traditional practices among women who had gave birth in their home (21.5%)
responded as they have applied Harmful Traditional Practice, (35%) had practiced abdominal massage at
the time of child birth, as a reason to correct the position of the fetus were as (35%) applied bad
substance on the fetal umbilicus, (20%) washing new born immediately after birth and others like

expression of colostrum accounts about (10%).

Concerning believes on negative effect of those HTP, about 65% of respondents believe on negative

effect of HTPs on the fetus as well as themselves. (table 5 below)
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Table 5, preferred places of delivery during pregnancy in public institutions of Shashemene March 2012

Variables frequency Percent (%0)

a. Place of last delivery (n=246)

Health institution 153 62.2
Home 93 37.8

b. Assistants during home delivery (n=93)

TTBA 29 31.2
Neighbors 25 26.9
Family 22 23.7
Relatives 17 18.3
c. time taken to give birth at home (n=93)
<12 hours 61 65.6
12-24 hours 27 29
>24 hours 5 54

d. serious problem faced during home delivery (n=93)
Yes 35 37.6
No 58 62.4

e. serious problems faced (n=35)

Excessive Bleeding 17 48.6
Retained placenta 5 14.3
Long stay of labor 10 28.6
Others 3 8.5

f. harmful traditional practice applied to the women (n=93)
Yes 20 21.5
No 73 88.5

g. preferred Place for current delivery

Home 24 8.1
Health institution 232 78.6
Others 39 13.3
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5.25 PMTCT during pregnancy

One hundred forty (47.5%) of the respondents undrgon HIV Counseling and Testing, while one
hundrend fifty five (52.5%) do not got the test. One hundred and five (35.6%) of the respondents
Know HIV transmission from mother to child could be prevented where as one hundred ninty (52.5%)
of the respondents do not know whether HIV transmission from mother to child can be prevented. Out
of women who have knowledge of PMTCT, the majority (30.2%) of the respondents mentioned
using medication as one method of prevention,institutional delivery with the help of professionals
(11.9%), avoiding breast milk/bottle feeding (11.5%) and others like replacement therapy and

exclusive breast milk (8.1%) (fig 5 below)

35.00%
30.00% Y.zo%
25.00% \
20.00% \\
0,
15.00% 1505
11.50%

=2

10.00% N
\me’
5.00% ~
\ 2%
0.00%
using institutional bottle feeding exclusive breast others
medication delivery feeding

Figure 5, mentioned methods of PMTCT in public health institutions of Shashemene town, March 2012
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5.2.6 Substance use during pregnancy
Two hundred sixty (88.1%) of the study participants included in this study drink coffee/caffeine with the
majority (70%) within range of 2-3 cups/day. But only 18(6.1%) of the respondents consume other
substances rather than coffee. From those consumed substances 13 (4.4%) use chat and others (2%) use

substances like Alcohol, and combined use of chat with alcohol. (Table 6 below)

Table 6, substance use during pregnancy among pregnant women in public health institutions of
Shashemene town, March 2012

Variables Frequency Percent (%0)

1. substances used during delivery

a. substances ever used rather than caffeine( n=18) 18 6.1
b. chat 13 4.4
c. Alcohol 3 1
d. Combination 3 1

2. reasons to with draw use of substance

Harm the fetus 5 1.7
Affects my health 7 2.4
Others advise to stop the substance 6 2.0
Others (Unaffordability to buy) 1 0.3

3. drinking coffee

Yes 260 88.1
No 35 11.9

5.2.7 Domestic violence during pregnancy
Totally there were 22 women (7.5%) who faced violence during their pregnancy time. Major types of
violence mentioned by those women were: verbal abuse (4.4%), physical abuse/husband beating
(5.7%) and rape/incest (1%) (See fig 6 below). Actions taken after Violence were reported to a police

8 times, sought health assistancell times, cultural/social resolution and marriage 12 times (fig 6 )
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Figure 6, Domestic violence among pregnant women in public health institutions of Shashemene,
March 2012

5.2.8 Factors to promote components of health promotion
The major sources of information to mentioned to increase the respondents knowledge of health
promotion practice during pregnancy and delivery were taking with friends and elderly (60.7%),from the
past experience pregnancy for multi gravida women (58.6%),and advice and guidance from health

professionals during ANC visit were mentioned sources of information by many women(fig below).
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Figure 7, Bar graph showing source of information related to health promotion practices during

pregnancy in public health institutions of Shashemene town, March 2012

Factors which hinder health promotion practice were: feel no need (21.4%), lack of
information/knowledge (38.3%), financial unaffordability (55.3%), work load /being busy by different
home responsibilities (20.3%) and lack of transportation due to fare location of health institutions was

mentioned (35.9%) times as factors to lag health promotion practices back ward.
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5.3 Association of selected factors with health promotion practices
The chi-square test result indicated that there is an association between some components of Health
promotion practice and some of selected variables. Socio demographic variables were associated with
each studied components of health promotion practice.
Concerning the belief about weather balanced diet is important during pregnancy for the mother as well
as the fetus, it was found to be significantly associated with age groups, educational status, and previous
ANC attendance. Women younger than 35 years are more likely to attend ANC and health education by

taking women older than age 35 as referent category.

Educational status of the women is also showed a significant association with belief: women who can
read and write are 57 times more likely to have knowledge of balanced diet than illiterate women.
Women having previous ANC attendance showed a significant association: women having previous

ANC attendance were 3 times more in position to belief on balanced diet. (table 7 below)

Table 7, Association of some socio-demographic factors with nutritional practice during pregnancy in

public health institutions of Shashemene town, March 2012

Background variables Importance of Crude OR(95% CI) Adjusted OR p-

balanced diet (95%CI)** value
Yes No

Age group

15-19 14 4

20-24 86 11 3.062 (1.297-7.232) 0.011

25-29 80 11 3.292 (1.397-7.759) 0.006

30-34 25 10 1.474 (0.42-5.171) 0.175(0.001-3.812)  0.049

>=35 38 16 1.00 1.00

Educational status

Iliterate 116 38 1.00 1.00

Can read and write 59 2 9.664 (2.253-41.444) 57 (1.212-2.682) 0.40

Primary (1-8" grade) 29 10

Secondary 26 1 8.517 (1.118-64.89) 0.39

College and above 13 1

Average income
<=200 14 5 1.00
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201-500

501-1000
>=1000
Previous ANC
yes

No

Change in feeding habit

Yes
No
Fasting during Px
Yes
No

71

46
19

139
54

95

148

103
140

12
34

3

49

10
42

3.622 (1.004-13.065) 0.049
7.293 (3517-15.123)  3.125(1.178-8.291)  0.022
1.00 1.00

10.484 (3.177-34.595) 0.000
1.00

3.090(1.482-6.445) 0.003

1.00

N.B ** Adjusted for ethnicity, religion, marital status, level of education, weight change, reading food

labels and change in feeding habit ,number of delivery

Food restrictions are significantly associated with Ethnicity, Oromo ethnic groups are shown significant

association; 14 times more to avoid food items than wolayta ethnic groups (table 8 below)

Table 8, Association of foods avoided during pregnancy with important variables of nutritional practice

in public health institutions of Shashemene town, west oromia, March 2012

Associated
Variables
Ethnicity

Oromo

Ambhara

Wolyta

Changing feeding
habit

Yes

No

Fasting during Px
Yes

No

Foods avoided during px Crude OR(95% CI)

Yes

119

14
2

28

119

69
78

No

49
24
19

70

78

44
104

AOR (95%CI)** p-

value

23.07(5.176-102.834) 14.988 (1.681-133.644) .015

5.542 (1.12-27.425) .036
1.00 1.00
1.00 1.00

3.814 (2.261-6.435)  4.099 (1.275-13.182)  .018

1.00 1.00
0.478 (0.296-0.772)  .271 (.096-.766) 0.14

** Also adjusted for family planning used, drinking coffee, linseed avoidance
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Future family planning need was found to be significantly associated with previous contraceptive use
and religious attitudes. women who have an experience of using those contraceptive methods are highly
in a position (13 times) more likely to use it again for future, and women who do not used contraceptives

as a reason of religious prohibition are 18 times less likely to use it for future pregnancy (table 9 below)

Table 9, Association of future plan to use contraceptives in institutions of Shashemene, March 2012

Variables Plan to use contraceptive Crude OR(95% Adjusted OR (95%CI) p-

Cl) *x value
Yes No

Employment

House wife 122 39 13.132 (1.01-170.813)  0.49

Farmer 19 5 21.97 (1.256-384.423)  0.34

Unemployed 4 1 1.00

Contraceptive ever

used

Yes 187 7 36.03(15.38-84.4)  13.35(3.115-57.224) 0.000

No 47 58 1.00 1.00

Religion discourage

Yes 2 23 1.00 1.00

No 228 42 62.429 (14.18- 18.231(3.287-101.134)  0.001
274.7)

** Also associated for need of more children, using injectable and using oral pills

Concerning preferred place of delivery, those mothers with previous institutional delivery were 17

times preferred to have home delivery for current delivery. (table 10 below)

Table 10, Associations to delivery place preference in health institutions of Shashemene, March 2012

Variables Preferred Place of delivery Crude OR(95% CI) Adjusted OR p-
(95%CI)** value
institution Home
last delivery
Home 209 22 11.667(4.627-29.418) 16.971(5.311-54.234)  0.000
Health institution 47 18 1.00 1.00

Expensive cost
Yes 31 8 1.00

No 248 8 0.069 (0.016-0.290) 0.000
** Also adjusted for ANC, and future plan to use contraceptives,
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5.4 Discussion
This institution based cross-sectional study tried to assess factors affecting health promotion practice on
Antenatal care seekers in public health institutions of Shashemene town. A total of 295 mothers were
interviewed making a response rate of 100% which is relatively high. Other cross sectional studies have
got 97.4% response rate, there for it is not consistent with methodologically similar studies (43). Study
subjects in this study were between the age of 20-34 years with mean age of 27.5 and + 6.3 years.
Compared to (EDHS, 2005) our study subjects are younger. The findings of median age of different
studies on antenatal care were within similar range of this study finding (26 years). On the other hand
the percentage of the interviewed women about 52.2% have no schooling and less educated which is
inconsistent with (EDHS 2005) report this may be due to difference of data collection method between
demographic survey and cross-sectional study. This study identified the major domains of health
promotion practices in the area and measured the magnitude of this practice. (See one by one)

5.4.1 Nutritional practice during pregnance

Importance of balanced diet was found to be significantly associated with age groups, educational status,
and previous ANC attendance. As age of the women increases, the belief on the importance of balanced
diet decreases showing a significant association of 0.175 (0.001-3.812). Consistent with other studies,
women younger than 35 years are more likely to attend ANC and health education. The possible
explanation could be; younger women may be more likely to accept modern health services since; they
are more energetic, more likely to attend formal education. Older women on the other hand, tend to
believe modern health care is not as necessary as the traditional one due to experience, confidence and
knowledge from previous pregnancies and childbirths thus giving less attention to feeding balanced diet
and ANC follow up. In addition aged women are more likely to have more children to care for. The

2005 EDHS also indicated women below 35 are more likely to utilize prenatal care than the older (36).

Educational status of the women is also showed a significant association with belief on balanced diet
which is an adjusted odds ratio of 57 (1.212-2.682). This may be due to knowledge gain from education
which may improve the awareness of those mothers to feed balanced diet during pregnancy.

Women having previous ANC attendance showed a significant association with belief on balanced diet
with an adjusted odds ratio of 3.125 (1.178-8.291). This could be due to highly developed maternal
awareness during ANC health education. Other factors like Average monthly income, number of
delivery, change in feeding habit and fasting during pregnancy showed significant association in crude
odds ratio but they have no significant association when they are manipulated for adjusted odds ration

after correcting possible confounding factors.
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An expectant mother needs a nutritionally balanced diet both before and during pregnancy. A poor diet
may have adverse effects on herself and on her child in many ways. Fetal growth is affected by the

quantity and quality of its nutrient supply. The effect of on diet on the fetus, its organs and specific cell
types in the tissues will vary depending on the type of insult, the severity and duration of the insult, and

the timing of insult.

Feeding practices are differing from culture to culture and society to society. Consumption patterns are
part of the culture of any given society and are related to traditions beliefs and taboos. Food habits are
mainly determined by the availability of indigenous food supply, socio-cultural and educational
orientation of food processing and preparation methods. Each culture whether traditional or modern, it
has beneficial as well as harmful feeding practices. In most cases women and children are highly

affected by food habits and dietary discrimination (20).

Concerning diet changes during pregnancy, only 33.2% of all respondents have made changes of their
normal eating habit compared to non-pregnancy period. The responded feeding changes include
increasing feeding frequency (26.1) %, increasing food items (21%), were reported more frequently. A
study in Sudan and many other studies indicated that one of the reasons not to eat different diet is that,
this food items make the pregnant women fat so that their birth canal will be narrowed during labor.
This reason is not significantly acceptable because there is no association between the foods eaten and

direct attachment of the food to the fetus,during labor/delivery and narrowing of the birth cannal.

In addition to this belief which lead to deliberate food restrictions, (49.8%o) of the respondents reported
that they are obligated to avoid one or more food items during pregnancy. this study shows double
increment from other study done in Adama town which is only 23.7% (43). In this study, (73%) women
failed to attain the recommended weight gain accordingly with their gestational age which is consistent
with other Studies undertaken in Nigeria, shown that 75% of the women failure to attain the
recommended weight gain that was due to the strong food taboos practiced in the area. (11).

This condition threaten the nutrient supply of the mother and the fetus(15) related to other study findings
which shows higher percentage and variety of food restriction, are in line with this study (13, 25). but
more than half (66.8%) did not have change in feeding habit from non-pregnancy period which together

with the above factors worsen the nutrient supply of the mother as well as the fetus.
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According to the study done in hadiya zone, Prevalence of food taboos observed in this study appears to
be relatively high. It is speculated that the relatively high prevalence of food taboos observed in this
study is due to the relatively low educational levels of the study participants as compared to the study
done in hadiya zone, In which Over 76% of the studied women had gone to school, which is several

times higher than female literacy rates in other parts (25).

The more frequent taboo reported were related to the simultaneous consumption of linseed (92 times),
honey (84 times), milk (67 times) and fruits, such as mango, orange, Avocado, pineapple, and nuts.
They also considered eating eggs and fruits together harmful, as well as a combination of meat with
cheese was also reported to be harmful for the fetus as well as the mother. The reasons to avoid these
food items were plastered on the fetal head, fatty baby and thus difficult delivery, fear of abortion and
still birth. This finding is consistent with the study done in hadiya zone (25). Food taboos adversely
affect the daily consumption of protein, energy, and some nutrients. (23) However, despite the poor
intake of nutrients, and average weight gain was not satisfactory during survey which was less than 10%

of their body weight.

In our study this food restrictions are significantly associated with Ethnicity, Oromo ethnic groups are
shown significant association adjusted odds ratio of 14.988 (1.681-133.644) taking wolayta ethnic
groups as referent category and 95% CI.

5.4.2 Regular physical activity during pregnancy
American Medical Association and American Heart Association recommends "a regular physical
exercise should be done at least three to four times per week and 30 minutes per day” and Evidence
from a variety of sources supports the belief that an increase in habitual physical activity promotes better
health outcome. In our study, there were only 13 respondents interviewed to practice regular physical
exercise program. But this activity mentioned by those women is not consistent with the given
recommendation of ACOG (27). This study is inconsistent and much lower than report by ACOG
showing 15.1% of pregnant women exercise at the recommended levels.

Concerning the daily work activity (86%) of the mothers involve in vigorous-intensity activity that
causes large increases in respiration or heart rate like [carrying or lifting heavy loads, digging or
construction work) the combined effect of which will be preterm delivery, low birth weight,

preeclampsia (30).
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5.4.3 Treatment preference during pregnancy
Compared to other studies (9,33,34,) which stated that more than half of all health seekers used
traditional healers, lay/self-treatment, the utilization of medical treatment or health service is relatively
higher (57.6%) in this study, but much lower than similar study done in Adama (43). The reason may be
due to the nature of study participants who are women seeking care for ANC, average monthly income
of low is highly associated with illness experience 0.67 (0.007-0.609), this may be due to mothers with
low income are less likely to express their disease condition or illness experience and seeking for
medical treatment. And this illness experience is strongly associated with location of the health
institution, cost for treatment and number of birth. As number of birth increases illness experience also
increases. This may be due to decreased immunity as evidenced by being grand parity is high risk

condition.

5.4.4 Future plan to use contraceptives

Future family planning need was found to be significantly associated with contraceptive ever used 13.35
(3.115-57.224), and religious attitude 18.231 (3.287-101.134), This figure implies that those women
who have an experience of using those contraceptive methods are highly in a position to use it again for
future time. According to EDHS 2000, religious prohibitions are also known to have strong relationship
with future plan to use family planning methods our study is in line with this report. This implies women
with no religious prohibitions from using contraceptives were found to be strongly associated to use
contraceptives in the future. Even though some studies (43) showed that there is a relationship between

age and future family planning, there is no such significant relationship is observed in this study.
5.4.5 Preferred Place of Delivery

Preference of delivery place 78.6% of those women planned to give birth in the health institution which
is comparably high from study done in Adama (43); this may be due to nature of study participants
which are only ANC seekers. from this study finding (37.8%) of mothers have home delivery and this
have a significant association with delivery preference of health institution. were as those mothers with
previous institutional delivery were preferred to have home delivery this may be due to decreased
satisfaction on health services, professionals unwelcoming approach of care and decreased quality care
provided in public health institutions. inconsistent with other studies, women who had ever given birth

in the health facility are almost six times more likely to utilize delivery services at health facilities.
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54.6 PMTCT during pregnancy
Most of the women in this study did not know their HIV sero-status, but one hundred five (47.5%) of all

the pregnant mothers were volunteered for HIV counseling and blood test. Knowledge of mothers about
prevention of MTCT is relatively high in this study (35.6%) compared to study finding in Arbaminch
(42) which revealed 20% of mothers to have knowledge about PMTCT. And it is lower than study done
in Adama (43) which revealed 54.4%. The majority (30.2%) of the respondents mentioned using ART
medication as one method of prevention,which is very low compared to study done in Arbaminch,
which mentioned by (80%) of the mothers. institutional delivery with the help of professionals is
mentioned by (11.9%) of respondents, avoiding breast milk/bottle feeding (11.5%) and others like
replacement therapy and exclusive breast milk (8.1%). Knowledge of PMTCT is found to be
significantly associated with mothers without previous HCT indicating 0.237 (0.090-0.626) of adjusted
odds ratio at 95% CI. This is because mothers during HIV counseling and testing will have a high

probability to seek knowledge on major meanness of PMTCT.

5.4.7 Substance use during pregnancy

A cross sectional study among pregnant women in South Africa indicates that about 45.9% were
smokers, and 39.4% were nonsmokers (43), but the result in this study is much minimal (2%).

Some study findings shows that religion is significantly associated with substance use, but there is no
relationship established in this study. There is evidence suggesting that drinking more than seven cups of
coffee per day may increase the risk of having still birth, low birth weight, and miscarriage (32). In this
study finding use of substance use during pregnancy was found to be significantly associated with still
birth, having a crud ratio of 3.243 (1.147-9.170) at 95% CI and taking still birth No as a referent

category.

About 88.1% of the study participants included in this study drinks coffee or consume caffeine with the

majority (70%) within range of 2-3 cups/day.
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5.4.8 Domestic violence during pregnancy

Of women who had ever been pregnant, 7.5% of them reported to have violence at least in one time of
their pregnancy times. Among women ever abused during pregnancy, physical violence was reported
5.7%, verbal abuse 4.4% and Sexual abuse reported in about 1% of women. This study finding is
consistent with another study (44)

Facing Violence during pregnancy was strongly associated with ethnicity, religion, and mental status.
Concerning Ethnicity, being a member of Guraghe ethnic group is preventive adjusted odds ratio of
0.106 (0.015-0.748) at 95% CI and taking wolyta ethnic group as referent category. Muslim religious
doctrine was also found to be preventive with adjusted odds ratio of 0.081(0.012-0.545) at 95% CI and

taking protestant religious doctrine as a referent category.

Women with healthy mental status are less likely to be engage in domestic violence with adjusted odds
ratio of 0.004(0.000-0.049) at 95% CI and taking women who reported to have mental illness as a

referent category.

5.4.9 Measures to improve health promotion practice

Even though many previous studies had witnessed that women education is an important predictor of
maternal health care utilization by increasing awareness and decision making ability of the women (15),
in this study education is not significantly associated with prenatal health promotion utilization. The
possible explanation for this might be the study is done in respondents from the rural community of the
town where most of the respondents’ ethnicity, education level and occupation etc are homogenously
similar. The provision of routine health promotion (including advice and education and sometimes
screening tests) before conception may encourage changes to improve health, and may be an opportunity
to identify risk factors such as infection that can be treated before pregnancy begins. Women with no
previous illness experience are more likely to search for knowledge of pregnancy with crud ratio of

1.822 (0.916-3.625) at 95%CI and taking women with illness experience as a referent category.
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6. Strengths and limitations of the study

6.1 Strengths of the study

v"In spite of time and budget constraint this study used probability sampling method which
increased the representativeness of these study findings. Rather most of similar studies were
done by using non probability sampling techniques.

v" Use of logistic regression helped to control possible confounding factors in order to assess the
relative effect of independent variables. On the other hand use of appropriate procedures of
sampling helped to improve the validity of study.

v" Taking data collectors who are health professionals working outside their working institution
decreased possible interviewer and social desirability bias

v" Including all public health institutions that provide ANC in the town would highly increase
heterogeneity of the study participants

v" Absence of nonresponse shows how much the study subjects are voluntary to participate in the

survey.

6.2 Limitations of the study
* Reliability of answers and sensitivity of the subject. Since the study is a cross sectional study, it
has some limitations in establishing the cause and effect relationship.
* Absence of similar studies for further comparison and discussion
* Even though the study area is urban most of study subjects were from periurban and this may not

represent a typical urban setting
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7. Conclusion and recommendations of the study
7.1 Conclusions

Not much has been studied about the cultural, socioeconomic and demographic determinants of health
promotion. However, it is only logical to expect that lack of education in general and lack of ANC
education in particular are the most important factors contributing to observance of low health
promotion achievements. This fact is confirmed in this study. The less educated women are, the more
they observe food taboos. The less educated women are, the more likely they are poor and at the same
time observe more food taboos. This observation underscores the importance of educating women and
providing nutrition education aimed at changing mothers’ attitudes towards appropriate feeding
practices. The impact of such endeavors has been evaluated in Nigeria, where women who were
educated and changed their wrong food attitudes showed significantly better nutritional status compared

to women who continued to observe food taboos (25).

Although majority of pregnant women in this study, were practicing much more of health promotion
practices, the study identified a number of individual, demographic, socioeconomic and health
promotion related behavioral factors that influence the use of effective health promotion practices for
better outcome of pregnancy and child birth. In this study mothers with previous institutional delivery

were preferred to give birth in their home for the current pregnancy.

Half of the women in this study are obligated to avoid specific food items due to cultural views. And
Problems which should be targeted for intervention includes ,wrong belief about the importance of
balanced diet, no change of feeding habit, fasting, involving in hard work, home delivery and physical
as well as verbal violence and low awareness about PMTCT. The most predictive factors were place of
residence, gravidity, age, women’s education, household wealth, previous ANC visits and the fact that
the woman has been counseled about pregnancy complications during the antenatal care visits. Many

findings are congruent with other similar studies reported in Africa and other developing countries.
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7.2 Recommendations

The general recommendation of this study is concentrated towards eliminating food taboos in the area.
MCH clinics must play a leading role in coordinating this effort. They should also put mechanisms that
can routinely identify women observing food taboos, assess the reasons and provide appropriate
nutrition education services. Other governmental and non-governmental organizations and various
public associations, such as Farmers Associations and Women's Associations should also be actively

involved in aimed at eliminating these harmful beliefs.

Based on the study findings the following are recommended:

» ANC health education was found to improve educational opportunity for women: This is,
however, along term investment. As an alternative in short term, health promotion programs
that centered on women with little or no education should be planed.

» Encouraging communication between health professional and client more in nutritional
taboos, worry about its pregnancy outcome should be established.

» Younger women need education, while the older women need behavioral change on major
health promotion practices.

» Since domestic violence is significantly associated with ethnicity and religion health
education on multiple harmful effects should be given specially by religious leaders.

» Preferred place of delivery is associated with previous delivery place, (37.8%) of mothers
having home delivery was preferred health institution, were as, those mothers with previous
institutional delivery were preferred home delivery. This controversy needs further study to
explore why those mothers preferred home delivery, in spite of institutions

» As this study was limited in several aspects (time, finance and other logistics) more in-depth
investigations could not done. Therefore, the authors strongly recommend more
investigations; in particular, prospective studies covering the whole extent of different

health promotion dimensions, rural population should be done.

Research Thesis  Version 2 Date-20th June 2012 Page 51



8 REFERENCES

1. Wallace H.M.preface. In:Wallace H.M, Girri K, editors’ Health care of women and children in
developing countries. California, Third party publishing company, 1990

2. World Health Organization, Magnitude of Reproductive health problems, International journal, 2003.

3. Mihret H., Mesganaw F., Birth preparedness & complications readiness among women in Adigrat
town, North Ethiopia: Ethiopian journal of health development, volume22, no.1, 2008, 1-96.

4. Central statistical authority (Ethiopia) and ORC Macro 2006. Ethiopia Demographic and Health
Survey, 2005. Addis Ababa, Ethiopia and Calverton, Maryland, USA:

5. Safe mother hood, promoting health for women before during and after pregnancy, at Glance, 2008

6. UN (2005) the critical role of nutrition for reaching the MDGs, women’s health and gender
equality, SCN information meeting.

7. The Bangkok Charter for health promotion in a globalized world. Geneva, Switzerland: World

Health Organization, 2005 Aug 11. Accessed 2012 Feb 12.

8. Minkler, M.Ed. community building for health. Rutgers state university press,1997

9. Naeemah & RachelJ. Study of health care seeking practices pregnant women in cape town,
women’s use and perception of retreat midwife obstetric unit and T.C Newman hospital, 1998

10. Sable, M. R., & Herman, A. A. (1997). The relationship between prenatal health behavior advice
and low birth weight. Public Health Reports, 112, 332-339.

11. McConnel E and Armstrong JC. Intestinal parasitism in fifty communities on the central plateau
of Ethiopia. Ethiop Med J; 14:159-168.

12. CSA, ORC Macro. Ethiopia Demographic and Health Survey, Addis Ababa, Ethiopia and
Calverton, Maryland, USA: September; 2005.

13. Ministry of planning and economic development, Food and nutrition unit, social and cultural
aspects of food consumption patterns in Ethiopia, Addis Ababa,1992

14. Central statistical Authority 2004, Ethiopian Demographic and Health Survey, Addis Ababa, 2006.

Research Thesis  Version 2 Date-20th June 2012 Page 52


http://www.who.int/entity/healthpromotion/conferences/6gchp/hpr_050829_%20BCHP.pdf

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

Leslie J., women’s nutrition: The key to improving family health in developing countries, health
policy and planning,1991:6(1):1-19

pender N.J, Health promotion in nursing practice, Norwalk, CT: Appleton & Lange,3™ ed.,1996.
downie, R.S, Fyfe,c., etal, health promotion: model and values. Oxfored university press, 1990.
Brunner &suddarth’s text book of Medical Surgical Nursing, Suzanne C. smeltzer Brenda bare,
LippicottWillams&wilkine, 10" ed., 4:53-56.

CSA, ORC Macro. Ethiopia Demographic and Health Survey, Addis Ababa, Ethiopia and
Calverton, Maryland, USA: September; 2005

African Center for Women (1997) Traditional and Cultural Practices Harmful to the Girl- Child, A
cross Sectional Review No.1, Economic Commission for Africa.

Food Taboos among Nursing Mothers of Mexico: Maria Irene Santos-Torres and Edgar Vasquez-
Garibay,] HEALTH POPUL NUTR 2003 Jun; 21(2):142-149

RajkumarPatil, Anuj Mitta, etal Taboos and misconceptions about food during pregnancy among
rural population of Pondicherry. Calicut Medical Journal 2010;8(2):e4

Christian Relief and Development Association (1991) Workshop on Nutrition and Family Health,
Christian Relief and Development Association, Ethiopia

Scholl T.o, Hedger M.L, etal, Low zinc intake during pregnancy: its association with preterm
labour, American journal of epidemiology,1993:137(10):1115-1124

Demisse T. Murok N.,etal, food taboos among pregnant women in Hadiya zone, Ethiopian journal
of health development, v12, Nol, April 1998.24. Sevenhuyen G.P and W/Gebriel z

National Committee on Traditional Practices of Ethiopia (2003) Old Beyond Imagining: Ethiopian
Harmful Traditional Practices, Addis Ababa, Ethiopia

Anita G. Cramp, Steven R. Bray, Understanding Exercise Self-Efficacy and Barriers to Leisure-

Time Physical Activity among Postnatal Women, Published online: 22 May 2010

Research Thesis  Version 2 Date-20th June 2012 Page 53



28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.
46.

Physical inactlivity a leading cause of disease and disability, Press Release WHO/ 23, 4 April
2002. Page 1 — 2. http://www.who.int/world - health-day/ index.en.shtml Accessed 2012 Feb 12.

Brain M.A Lauren c., the effect of exercise during pregnancy on maternal outcomes; practical

implication for practice and the Marian Hospital, providence, Rhode Island, ACOG, 2002
Ahloborg J.G, Bodin J etal, Heavy lifting during pregnancy- A hazard to the fetus? A prospective
study, international journal of epidemiology, 1990; 19(1):90-97.

Grand A.L, Sri_NgemyungL.etal., Enhancing appropriate drug use: the contribution of herbal
medicine. Social science medical journal, 1983 pr;36 (8):1023-1035.

Substance use and maternal administration. NSDUH serious H_30, DHHS, publication No SMA
06_4914, Rockville, MD, 2006

Ruebush T.K, Kern, M.K emphel C.C, etal. Self-treatment of malaria in rural area of west Kenya,
Bulletin of the world health organization 1995; 73(2):229-237

vecchito N.L traditional medicine in; Kloos H and Zein A, editors. The ecology of health and
disease in Ethiopia West view press: oxford, 1993:157-178.

World Bank, World development report: investigating in health. New york: oxford university press, 1993
Ethiopia Demographic and Health Survey (EDHS) 2011 Preliminary Report

Barrett B. Health care behavior on Nicaragua’s Atlantic cost. Social science medical journal, 1993,
T/Mariam S. prevalence of low birth weight in urban areas of south western Ethiopia, Mph thesis
(unpublished), 1993

Assessment of factors affecting utilization of maternal health care services in Ayssaita and dubti
towns, afar regional state, north east Ethiopia, Melkamu Fenta, june 2005

Msellanti P, Newell ML, Davis F. rates of MTCT of HIV in Africa, America and Europe. Results
of perinatal studies, J Acquire Immune Deficiency Syndrome, 1995;8:506-10

Alene GD, Wheeler JG, Gross kurth H. Adolescents RH and awareness of HIV among rural high
school students, North western Ethiopia. AIDS care 2004; 16(1)57-68.

Awareness of ANC clients on MTCT of HIV infection and its prevention in Arbaminch,
MesfinHadis, DeguJerene, Ethiopian journal of health development,VV20,No.1,2006;1-71.

Adem A., Assessment of health promotion practices among pregnant mothers attending antenatal
care in Health institutions of Adama Town, Oromiya, Ethiopia ,June,2009(unpublished)

Injuries, violence and disabilities, biennial report, WHO ,2004,2005

Lee, Haynes and Garrod, exploring health promotion practices with in maternity services,2010
Tesema B. Biratu, David P. Lindstrom. The influence of husband’s approval on women use of

prenatal care. Ethiop J Health Dev, 2006; 20(2):85-92.

Research Thesis  Version 2 Date-20th June 2012 Page 54


http://www.who.int/world%20-%20health-day/%20index.en.shtml

9. ANNEXES

9.1 Annex I- SUBJECT INFORMATION SHEET (English version)

You are invited to participate in a research study to be conducted by MSc student from Addis Ababa

University, college of health science, department of nursing and midwifery.

Please listen the following statements and ask any unclear questions before you agree to participate.

1. Topic- Assessment of health promotion practices among pregnant women attending ANC services
in public health institutions of shashemene town.

2. Objectives of the study- The objective of this study is to assess health promotion practices of
pregnant mothers attending ANC services in public health institutions of shashemene town. The
information you provide will help us better understand what people know, think and say about their
pregnancy practice and plan strategies to improve health promotion practices of pregnant mothers.

3. Participation guideline: the data interviewer will ask you some questions concerning your
pregnancy practices. And you have a right to ask any unclear ideas before giving your response. The
information you provide will kept completely anonymous.

4. Right to refuse or withdraw- your participation is voluntary, and there is no penalty for your
refusal to participate. The study is based on the voluntary participation and all clients have the right
to withdraw from the study participation. This means that you are free to stop at any point or to
choose not to answer any particular question or all the questions.

5. Rights as a participant: you have a right to have any questions about this project get answered.
The study will have no risk on participants since it is confidential and keeping the privacy of clients.
Please direct any questions to the principal investigator, Nejimu Biza. Cell phone 0910046821.

Email; nejimu.biza93@gmail.com

6. Agree to participate: Yes -------------m-m-momomooo- NO-------mmmmmemene
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9.2 Annex Il: individual consent form

Hello! My name is-----------=-==-=-emnmmmmeeev , | am data collector in this study.

We are conducting a study on women coming for Antenatal care attendances during pregnancy. The aim
of this study is to assess health promotion practices among pregnant women attending ANC services in
public health institutions of shashemene town. During the interview you will be asked some short
questions about your socio-demographic background, health promotion practices: nutrition, physical
activity, future family planning need, PMTCT during pregnancy, etc. Your answers will be recorded on
a survey questionnaire. No personal identifiers will be attached/ recorded to the interview. All the data
obtained will be kept strictly confidential by using only code numbers and will be stored in locked file
cabinets to be accessed only by the principal investigator (destroyed immediately when the study is
finalized). Your participation in the study is upon purely voluntary basis. No information concerning
you, as an individual will be passed to another individual or institution without your agreement. What
we learn from this study will be used to generate information necessary for the planning to improve
maternal and child health. The interview will be conducted in private and may take 10-15 minutes.
During the interview (discussion) period, if you feel inconvenient, you can interrupt and clarify
inconvenience, appoint to other time or even withdraw any time after you get involved in the study.
Your honest and genuine participation in responding to the questions prepared is very important &

highly appreciated. If you are willing to participate in this study | will start my interview.

Are you agreed to participate?

If Yes (------ ) proceed, If No (------- ), thank and stop here.

N.B make x or \ sign on the appropriate space according to the response given by those respondents.

Name of interviewer Signature Date--------mmmmmmmmmmem

Name of supervisor Signature Dat@-----mmmmmmmmmmmmme
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9.3 Annex I1l: ENGLISH VERSION OF THE QUESTIONER
Identification
01. Serialno. __ 02. Questionnaire code _ 03. Code of the institution __ 04. Residence__
Part-1, Questionnaire on socio-demographic characteristics
1. Back ground information of the client

1.1 Age of the Client
1.2 Ethnic Origin?
1) Amara  2) Oromo 3) Tigre 4) Guraghe 5) Wolyta 6) others---
1.3 What is your religion? 1) Orthodox Christian  2) Muslim  3) Protestant ~ 4) other ---

1.4 Marital Status
1) Married
2) Never married/single
3) Divorced
4) Widowed
5) Separated

1.5 Educational Status
1) Cannot read and write
2) Can Read and write
3) Primary education
4) Secondary education
5) Higher educational certificate

1.6 Occupation

1) House wife 6) merchant

2) Civil servant 7) others (specify)..................
3) Farmer

4) Unemployed

5) Student

1.7 What is your/ family Average income per month? ---------- birr
1.8 Gestational age trimester

1.9 Number of visits

1.10 Gravida___ Para still birth Abortion

1.10.1 If there is death, age at the time of death------

1.10.2 Place of delivery, 1. Health facility 2. Home 3. Others/ specify
1.10.3 weight during delivery
1.11  Have you ANC follow up for your last previous pregnancy 1. Yes 2. No
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Part I1. Health promotion practices during pregnancy

1. Nutrition during pregnancy
2.1 Do you believe that eating balanced diet is important? 1. Yes 2. No

2.2 Is there any change in your eating habits since pregnancy?
2.3 If yes, what kind of changes did you make?

1. Increasing feeding frequency

2. Decreasing feeding frequency

3. Increasing food items

4. Decreasing food items

5. Other changes/specify

2.4 weight change kg
2.5 During pregnancy, are there foods not allowed to eat?

3. Idon’t know

1.Yes 2. No

1. Yes 2. No

2.6 If yes, which of the following foods were not allowed to eat? (pleace tick all that apply)

Food items Not allowed | Why it’s not allowed

Milk yoghurt

Egg

Meat

honey

Linseed

Fruits (orange, Mango, papaya, avocado)

Vegetables (Green pepper)

Others/specify

2.7 During your pregnancy, were you fasting for religious reasons?

1. Yes 2. No

2.8 If yes, to question no. 2.8, in which period of your pregnancy were you fasting?

1. First trimester (from conception till 3 months)
2. Second trimester (4-6 months)
3. Third trimester  (7- 9 months)
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3. Physical activities during pregnancy

3.1 Do you participate in regular physical activities when you were pregnant? 1.Yes 2.No

3.2 If yes, for how long per day--------------

3.3 and for how many days per week----------------

3.4 Does your work involve vigorous-intensity activity that causes large increases in respiration or heart
rate like [carrying or lifting heavy loads, digging or construction work?) 1. Yes 2.No

4 Treatment preferences during pregnancy

4.1 During your pregnancy, have you ever experienced serious illness? 1. Yes 2. No

4.2 If yes, have you sought medical support for the illness? 1. Yes 2. No

4.3 If No, for question no.4.2, why you did not sought for treatment? Because of:

1. Idon’t thought as it was necessary
2. Lack of husband willingness
3. Fare location of the institution
4. financial unaffordability
5. Health professionals have no good manner.
6. | know the medicine
7. Traditional healers are more curative than others.
8. Others(specify)
4.4 If the answer to question 4.2 is yes, where did you seek treatment?

1. Health institutions
2. local herbal healer

3. home self-prepared medication

4.5 do you follow drug use instructions? 1. Yes 2. No

4.6 do you took drugs which are not ordered by health professionals? 1. Yes 2. No
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5 Future Family planning needs during pregnancy
5.1 Have you ever used any contraceptive methods? 1. Yes 2. No

5.2 If yes, which methods?
a. Condom b. Oral contraceptives c. Injectable d. implant e. Loop
5.3 If No to question no.5.1, what was the reason not to use contraceptives? Because:
a. Lack of husband willingness
b. Fear of the side effect
c. Religious attitude
d. You want to have more children

e. Lack of knowledge on contraceptives
5.7 have you any future plan to use the contraceptives? 1. Yes 2. NO
6. Preference of place and attendance of delivery

6.1 Where did you give birth for your last delivery?
a. Health institutions b. home C. Other places (specify)

6.2 If your delivery was at home,
6.2.1 Who assisted you? A.TTBA B. neighbors c. relatives d. others (specify)
6.2.2 how long did the labor took
6.2.3 Did you face any serious problem l.yes 2. NO -------------

6.2.4 If yes, what was the problem

6.3 Was there any harmful traditional practice (HTP) applied on you? 1. Yes------ 2. No-----

6.4 If yes, please mention the practice?

6.5 Do you believe that (HTPs) have negative effects on health? 1. Yes 2. No

6.6 Where do you prefer to give birth for current pregnancy?

1. Health facilities

2. home

3. accordingly based on labor onset
4

. others specify
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7 PMTCT during pregnancy
7.1 Have you ever counseled & tested for HIV during pregnancy? 1.Yes  2.No
7.2 Do you think that HIV transmission from mother to child can be prevented?
1. Yes 2.No
7.3 If the answer to question no 7.2 is yes, what preventive methods do you know?
1. Medication usage
2. Only bottle feeding
3. Replacement therapy
4. Delivery by health institutions with the support of professionals
8 Substance use during pregnancy

8.1 Have you ever used?

1. Cigarette [_1 2. Alcohol [] 3.Chat (1 4. Mixeduse 5. Others---

8.2 If yes, to one of the above substances, for how long did you used it/them?
8.3 If yes, to question 8.1, how many/much of it/them do you consume per day?
8.4 If yes, to question 8.1, are you still using this substance?
1. Yes 2. No
8.5 If no, to question 8.4, what was your reason to stop using these substances? Because:
1. You think they will harm the fetus.
2. you think they may affect your health
3. you cannot afford buying them
4. Some bodygave you an advise to stop it/ them
5. Others/specify

8.6 Do you like to drink coffee? 1. Yes 2. No
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9 Domestic violence during pregnancy

9.1 did you face any of the following violence types:

1. Psychological/Verbal abuse [ ]

2. Physical abuse/beating from husband [ ]

3. Sexual abuse, rape/ incest ]
4. None of them ]
5. Others/specify_ ]

9.2 If any, what action did you took after the abuse?
1. Reported to the police
2. Health assistance
3. Social resolution
4. Engaged in marriage with him
5. Nothing
6. Others
10 Mental health promotion
10.1 Have you had any history of psychiatric /mental illness? 1. Yes 2. No

10.2 If yes what type?

10.3 Have you had any family history of psychiatric /mental illness? 1. Yes 2. No

10.4 Which of the following have you ever experienced in your times of pregnancy?

Depressed mood or hopelessness.
Lack of interest for doing daily activities

Loss of sleep

A

No such severe problem

5. Others/specify
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11. Measures to improve health promotion practices

11.1 From which of the following sources do you learn about your pregnancy?

1.

2.

3.

4.

5.

From reading books, mass media, magazine, articles
Knowledge from previous pregnancy

Talking with friends/elders

From ANC

Others/specify---------

11.2 Which of the following do you think to affect health promotion practice during pregnancy?

Feel no need [ ]
Lack of information [ ]
Financial problems []
Lack of resources [ |

Other, please specify[ ]

11.3 What practice do you think to promote health of women during pregnancy?

health information/education
increasing service access
avoiding substance use

others/specify
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9.4 Annex iv-SUBJECT INFORMATION SHEET (Amharic version)
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9.5 Annex V: AMHARIC VERSION OF THE CONSENT FORM
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9.6 Annex VI: AMHARIC VERSION OF THE QUESTIONER
01. +¢ e1rC 02 .G &Cok n e 03 Paomek avA L ne: 04 h&eq )
h&A 1: QAT WL +C AL P1h¢ aomP T

+.& | P7LmPE a0l EPT P7L0am- @ANTS ehe 2PCT of tavphta.
HAL
101 | &&°%
P —— 01
102 | N R 02
L T 03
S T 04
1Y 2 N — 05
A/ A BMPA-mmmmmmmmmmmeeen 97
ACRLNA NCAELTY ----mmmmmmm- 01
103 | ch@o157t N S — 02
0 11 At & L 03
AA DA BAAD - mmmmm e em 97
AR AAIOV-IP ---mmmmmmmmmmmeee 01
104 (G To T N V) R —— 02
eoNF v Y -03
FALLFAY -=mmmmmmmmmmmmmmmmnee 04
AANE WSOt PAGO--mmmmmmmmma 05
105 TQINNG 09 LTPHFA--------- 01
PHIPVCT RLEP T0NG P& IO FFA---------- 02
O Al A L 03
A A 04
hAB/RLNCH: Fa0ed --------- 05
106 L 1 A 01
P0CP UBFINGD TV IZ;“ ____________ 8%
- ACH ALQC ~mmmmmmmmmmmmmmmemeeee 04
1,08, =mmmmmmmmmmmmmme e 05
ALHAL 226 QNG mmmmmmm o 06
AA DA LG - mmmmeeee e -97
107 | e0HANP ©gge PACOP OCHR 0. NG S G

Research Thesis  Version 2 Date-20th June 2012 Page 66




h&A 2: QACTHS OPT 7T A“TAAA 29145 T0CT Po1AhTt aomeP

2. 29PN A@ANL? (Mrarhlt

(ACTHS @OPT etavMm’ 900 A, 71 P T 01
201 | ANGAL 1@. 1AAL £TPG - P 02
AADPGO-mmmommmm oo 03
202 | OACTHGTP @bt CATPIT 22Co%P NAADL LH | AP Frmmm e 01 | AL hir ©F.
0Tt PLCOMN S — 02 | 204
Paoav 1@ L17 906, (C-------- 01
Pavav )@ LHT aOP(1---------- 02
203 | °7 @1t A@T PRCINI(LLNE4SAT PgO)() AL 1FT avgR,avC-----03
IO ARTATT aOPY(-------- 04
AT AQMOF-mn e 97
Y o 01 | AL hvri of
204 | NACTHG OPF VRTITFP PI° LTI Py S— S — 02 205
(avgavs@ 3 oc/1-30C/--------- 01
205 | N¢FT @ PACTHTP W& INC PPavT -0+ 3 OC/4-6mC/---------- 02
Wy teia. 3 oc/7-9oc/------ 03
206 | ® ACMUS® ALy |
207 | OrHs hbre 1@ | .
208 | 0+ A |
209 MACTHS OPT P990.L.P5 0TI AL TETT (PO
P90 ALY ARAPLT | NitdPL AT
v ot
A | ATRAA
|0
av | o9C
a | tan
| GFEGLPT(TTTETTY)
W AFhART(P4P)
| AdF D enelr-------

Research Thesis Version 2

Date-20t June 2012

Page 67




3. QACTHS OPF PILNGOF (C-PT (LAY A1POPLALT) PhavAhk oot

301 | NACINGP OPF PAN £iv e 01 | AL hi- @f
KEPOPOLPTT PRCN @ 02 | 303 p74
302 | A7 fhék 7 AG wort A------- *Gt NAF° 7t A------ Wt (197
303 | NPT 0L i ATPAPOLT LANIN | AP Yoo 01
S — 02
4. OACTHS OPF LooLULAT hnPP9® etaonhE: o LT
401 | OACTIHGP Pt Fava. P@. P P R 01 AL N O
N 02 405 7.
402 | ARIHY PG FACT P R 01 A2 hi OL
hCSH RTTHPA? @ mmmmmmmmmmem e e 02 404 1%
PG +Pgo-------- e 01
403 | PH5@- &CRYF INC NavEavs e T TN LT ks 2 | o — 02
05517 TSI VAN ) o E—— 03
W L 97
ANZATL 10 18 AAANEGO- v 01
QANE AANLPLommmmmmmmmmm e 02
ATHY emS Tt A9P2e7 10 PMG LCPE MI° 4P YD.----—--- -03
404 | SUNT°T ACAF PoLATT LT MAT AOLSY (1TOW A Lommmmmmmmmmmmmmme 04
SV VLI T R N S L) ¢ S 05
AN Ll NN 11T [ F S—————— 06
TN NN L IGimmmmmmmm e 97
405 | LA HHAST? oY1t (AT0(r P R 01
OALPA/L DO S S — 02
406 | (oY1t AL 9517 Phm PPI° P R 01
avav PF (AN L10A/PATNAN | {@mmmmmmommomcmcm e 02
Research Thesis  Version 2 Date-20th June 2012 Page 68




5. AN NG 21-HPAL NFeraht PPL PmRET

501 | DAMPAL OFF LW ACIHPA? | e
502 | Wt @t Ak 0AhLOT FONS? -
503 | -t @OT 07k NAPE PHO FOAS? | —mmmm e
504 | o1t @O 07t OCE INEPTF? | e
505 | tovensi@. 999 DALt A7 L INC | -
506 | AACTHSP:IeAMC WA 102PH? P T — 01
O 02
P 01 |A&P7hn of
507 | 2V ACTHG A1QA 10 PLH-T o 02 | 509478
PACTHG avhAnP@. AAAAL----------- 01
508 | L4t PR eT 907 10C PACTHS avhADge NANDAL:---------- 02
0A0LE avhAng AATIPLAT-------- 03
A A L9Gi-mmmmm oo 97
S —— 01 | A% hir @F,
509 | £ ACTHS aPhANCPTT tMPoPD. PO | RO ommmmmmommeeeooeeoeee 02 |5114e
L A —— 01
510 | 9°7 ALTT H&PTT tmParPA NAE PTLOAL A PN -mmmmmmmmmmemmmm 02
o7 03
ah72e: eoP0C mommmeeees 04
(e 1 A I [ B 05
511 | A@LLT PACTHG aPhANSPTT ATPMPT® | AP Yoo 01 | AP7 e 08
0P hAPT P 02 | 601 7&
0A0E a°nAne AATIPLAT - -01
512 | £ ACTHG a*hAnSPTT AdeemPI°P a@nANSPE IMS AL 14t AAAFD.----02
PIETP I7IL10. T L R T Sy P— 03
AL a@AL: AT 04
aA a@NANSPE (¢ APt AAAAT-----05
A NA LIGmmmmmmmmmmm e 97

Research Thesis

Version 2

Date-20t June 2012

Page 69




6. Pr@AR (G APAR? etavAht aomeP

601 | PIORLLADT DLPT (T — 01 02 hv*y @£ 609
PONG T PTHID-?(DALA. 277,04 NUPT) (6§ API® e 02 758
PAAMYTT AIPL: APAS: ------ 01
602 | bt @At h@AS 977 10C LPAST T L1 L — 02
(77| EEE—— 03
| — ---04
AA NA LG --m-mmmmmmmmmmee 97
603 | (AMPAL ATP@AL 9°7 PNA O%T ELOT | oo
604 | (@AL A%TF LomIF Phé- FaC 10C P e 01
R — 02
NOAL: LH ATIRE e ————— 01 | Af ha @8 609
606 | &CLT TLCINP FNKLCIPH R — 02
AADPIO-— oo 98
607 | 977 A8 LCLT FLCINFNALCIPO | ==mmmmmmmmmmmmmmm oo e
608 | ATH.V/2VU/ ATI8E LC1T OmS AL & T AP Ymmmmmmmmm e 01
AND. 1AD. £TOG(x R — 02
AADPIO-mo e 98
(e —---------01
609 | Av-7 POAL LTLLANTT O 1A MG FPIO-—--- S o
AA NA RIF --mmmmmmmmmee --97
7. hAST @L @7 e14+AAs HIV/AIDS 0g7 etavaht aomed
P 01
702 | ¢ HIV 9220 haGT @L A% hT8etANG Ammmmmmm e e 02
apnAhd PULFN gariide i Y L T — 08
a0 @Y1t (IOMPIO-nnmmmmm e 01
704 | PFEET earhAng H&PTT POLPNILANZAT | PAB: M AF N19PMPIO---mm-- 02
OmS +Fg° (hae-f ap@.AL---03
T 97

Research Thesis  Version 2 Date-20th June 2012 Page 7




8. 0ACTHS 1Lk 774 1C P97 Ptaraht

Research Thesis  Version 2 Date-20th June 2012 Page 71

T — 01 06 hv't @2,
801 | holhtat 7e 1CTF AT PFPET RO A = mmmmmmmmmmeee 02 806 £Y.9.
tmPar@. PP Y 03
LOA Aefi-mnmnmmmmmmmmnnna- 05
Nkt 19 15---mm e 06
802 | A°7 PUA LK FmPar@.JN SR
803 | N7 7 £hA LmPTir S -
804 | Av~79° apMmPI® hadar-g° P 01 | A2 ha @f
FFAU-===mmmmmm e 02 | 806 &%7%
805 | A7°2RM. PHav-t LT TG 01
A6 AT 1G = mmm e 02
avlHt AAAF AN - 03
APT hP9I° AATPNGTG--------- 04
(R A 1 97
806 | (+G oMt LMY P 01
Y 02
807 | AADA TMPTL NP 9°7 ARTT ADDA e
emeTix
9. 23 TSTUTThAY etovAht
901 | PHEE £FR TPIET LCONT LO.P AT D e R el Y oy — 01 [ 04 ha
(T a7 VAN oV ERE——— 02 | we10.1
Vo e A e 03 | &7%
oIP° LCONT AADPYIO------mm-mm- 04
Y AT AT ] 0 BS—— 05
002 | Y P NPA 7 ALT | e
10. 21 KO°C m.S KPh-h(.? PHaraht
10.1 | 2271-h69°C Yarg® AANTF o — 01 | Ag hir @f
Ammmmrmmmmmeemsmseenns oo 02 110.3 e¥%
10.2 | T R@YEVere | -
10.3 | AN @AT PAIPC Vard® CANT Q@ AN P N — 01
P Y —— 02
10.4 | helhhaet @A FEET QACTHSY Ot P T L L 01
homPt (TZRTIU & L UL 02
PATPAG AMP--mmmmmmmmmmmmmmmeeee 03
A FOC/emPh -----m-mmmmme-- 04




11. OACTHS OFT 2704104 PG AT NNOPTT A%TAAA AATLLS Tt PHavaht P

11.1 QA ACTHS® 299.0vADT 9175 AT hdP Tt NPT L9946

1) hevpuetingmSs NV IHMF. ...
2) NAST PACTHS +HPhCP T

3) FAPTT NevmeP f NPy 10

4) heLav pTAG 9°Cave-

5) AAYP hA LoAGANT----------

11.2 h Lkt @A eF5EE a0 2F A PAL PAT T M5 ATTAAA aPAThA TFAL 1AAL PTG

1. e@AYF havh 5. ¢+& N7 CH A HRAPCOT A
2. Pavl® ht 6. hO+HAN/1LF AC/ T TINE

3. P17 Ak 7. P07/ PATIOP

4. PLH havt 8.0t T avaghaet

11.3 NAMPAL PAGPT MGT ATTAAA 9°7 92247 A0t N1AAL PTG AP

1. .G FI°UCT arhnt

2. WINAET TI0Gt

3. OFALR 88 11CTT hapmd® avdm

4. ptoF oG FLPTF oMb

Research Thesis  Version 2 Date-20th June 2012 Page 72



9.7 Annex viii. CV OF THE PRINCIPAL INVESTIGATOR

Name

Date of birth
Sex

Marital status

Nationality

Level of
education

CURRICULEM VITE (CV)

1. PERSONAL INFORMATION

NEJIMU BIZA

15MJAN, 1988

MALE

Married

ETHIOPIAN

2 .EDUCATIONAL BACKGROUND

Educational Institution Location

Addis Ababa university Addis Ababa Ethiopia

Years of
attending

May,2002-

Award received

MSc candidate on

faculty of medicine may,2004 maternal and Reproductive
Higher Education health
Hawassa University, Health |Awassa Ethiopia Oct,1999-  |Bachelor of Science in
Science College Jul,2001 comprehensive Nursing
Preparatory Shashemene Preparatory shashemene Ethiopia (Sep,1997-  |[Ethiopian Higher
Education School Jul, 1998 Education Entrance
Certificate
Secondary Avrekit Secondary School ~ |SNNPR, Ethiopia Sep,1995-  |Ethiopian General
Education Jul,1996 Secondary Education
Leaving Certificate
3. COMMUNICATION SKILL
Language Understanding Speaking Writing
Reading Listening
English Excellent Excellent Excellent Excellent
Amharic Excellent Excellent Excellent Excellent
Arabic Good Beginner Beginner Beginner
Research Thesis  Version 2 Date-20th June 2012 Page 73




4. PROFESSIONAL EXPERIENCE

A one year experience on Coordinating, Teaching, Curriculum development and participation in
different meetings on behalf of Samara University

5. PROJECT EXPERIENCES

Final year research project entitled “Assessment of pattern of Trained Traditional Birth
Attendants Training (TTBAs) in Wonago wereda.”

Four phase professional practicum in Hawassa referral hospital.

Final year professional practice in Yirgalem hospital of Yirgalem town.

Community based training program (CBTP) in shashemene town

Team Training Practice (TTP) in Wonago wereda of sidamo zone.

$4843 3

6. DUTIES AND RESPONSIBILITIES

Active participation in socio-cultural relationships among students and community
members

Delivering lecture, Coordinating, coaching and advising, students

Active participation in problem solving activities

Proposal development and report writing

44 3

7. SPECIAL SKILLS
Delivering lecture, roll play, coaching and advising, students
Basic computer knowledge
Project proposal development and report writing

v\ A 4

8. HOBBIES
[ am “just a nurse.” | just make deference between life and death.
[ am “just a nurse.” That makes the deference between client staying home and going to a
nursing home.
Active participation in problem solving and socio-cultural relation ships
Helping people who are in need of my assistance
Motivation to adapt new technology

445 3

9. ACADEMIC ACHIVMENTS

Overall I am pleased with my academic record (3.67/4.00) and I believe that it has prepared me
very well to overcome my responsibility.
10. REFFERENCES

® Professor Assrat Demisse,Addis Ababa university nursing dep’t Head
Tel:+251-911-20-11-35 E-mail: Asrat dem@yahoo.com
® S/r Frehiwot G/mariam (MPH),Hawassa University ,nursing dep’t
Tel:+251-911-42-87-15 E-mail: ferehiwetbesha@yahoo.com
®» Mr. Abdurehman Alj, Ethiopian nurses association (ENA) chief executive officer
Tel:+251-911-63-37-77 E- mail:Abdurahmanali@yahoo.com
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9.8 Annexix. CV OF THE ADVISOR

Full Name Workinsh Sinishaw Abebe Tferi
Place of birth Gojjam

Marital status Married

Date of birth January 18 1968.Gc

Nationality Ethiopian

Current address; p 0 .box 4412
Telephone (Home) 0116290633, Mobile phone 0912063554

I-Level of Education

Education Institution Years Awards
1-MPH in reproductive health Addis Ababa University 2004-2008 MPH
2-Bsc Nursing Jimma institution of health | 1994-1996 Nursing Degre
3-Midwifery Asmera midwifery school 1990-1991 Diploma in midwifery
4-Comprehensive nursing Centralized school of 1984-1987 Diploma in nursing
nursing
o™ -12™ grade Damot secondary school 1979-1982 Certificate
7"-8 grade Dembech junior 1978 double | certificate
Primery school promotion
Arbegheh certificate
1-6" greed Elementary school 1974-1977

I1- Short Courses and Training
1 -Safe mother hood training in Egypt for three weeks in 2010

2-Research Methodology for 7 days in 2010

3-Skill training and teaching method for three consecutive days each year from in 2008- 2010

4-Prevention of mother to child transmission of HIVV PMTC one week in 2005

5-Post abortion care and harmful traditional practices in 2000
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I11-Work experience

Year Place Position/Responsibility
2009-2011 -Addis Ababa university Lecturer
Department of nursing
1996-2010 >>  >>>
1992-1993 -Centralized school nursing | - Assistant lecturer Basic Nursing Art theory
-Entoto health center and demonstration
* Medical surgical and obstetric
nursing &gynecology theory
1991-1993 * Family health Nursing
% Clinical practice instructor in medical
surgical, obstetrics and gynecology
nursing practicum.
1981-1988 Fenote selam Hospital -As a staff nurse
1987-1988 Metekel settlement center As staff and acting head nurse of the health
center

I11-Other experiences

| have participated in preparation and conducting Nurses National examination for two

Consecutive year starting from 1997-1998

IVV-Research Activities

Title;

1-Assessment of attitude and knowledge of women towards the delivery care in Jimmia hospital as a
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