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Abstract

Background: In 2015 an estimated 303,000 women died from maternal causes globally and
developing countries account for 99% of these deaths. Delay in seeking care during labor is a
recognized contributor for these adverse pregnancy outcomes. Birth preparedness and
complication readiness plan is one of the crucial elements of Safe motherhood for a woman to

get timely care during pregnancy and childbirth to avoid these adverse outcomes.

Objective: This study aimed to see the patterns of admission of laboring mothers and the
association between Birth preparedness and delayed presentation in public health centers of

Addis Ababa, Ethiopia, 2017

Method: This was a facility based cross-sectional study done in 10 public health centers of
Addis Ababa from Mar-Apr, 2017. Multistage sampling technique was used to identify the
sample health centers then systematic random sampling was used to select the study participants.
Data was collected using a pretested structured questionnaire. Tables and charts were used to
present descriptive results. OR was used to measure association and 95% CI and P-Value<0.05
were used as predictors of significant association. Bi-variate and Multi-variate analysis was done

to see the independent effect of each variable on the outcome variable.

Result: Women who came delayed during labor were found to be 47%. Twenty and 13.6% of
mothers came in latent first stage and second stage of labor respectively whereas the remaining
32.6% came during early active and 33.4% on late active first stage of labor. Four hundred fifty
nine (74.2%) participants were found to be well prepared for birth and mothers who were not
well prepared were 1.63(AOR=1.63:1.04, 2.55) times more likely to come delayed during labor.
Women at older age (AOR=6.76:1.41, 32.35), multigravida women (AOR=2.14:1.36, 3.36),
women having less visits than the recommended number of antenatal visits (AOR=1.8:1.17,
2.80), and aware of danger symptoms of post-partum (2.1:1.28, 2.54) were also the one who

were more likely to come delayed.

Conclusion: Delayed presentation during labor was found to be high and found to have an
inverse relationship with level of birth preparedness. Focus on counseling women that every
pregnancy is at risk, on birth preparedness and on the recommended number of antenatal visits is

recommended.

Vii



1. Introduction

1.1 Background
Labor is a natural process of expelling a viable fetus (>= 28 weeks gestation) from the uterine

cavity. There are three stages of labor: the first, second and third stage. The first stage of labor is
the time from the onset of true labor to full dilatation of the cervix, 100% effacement and with
adequate uterine contraction. It has three stages (the latent stage up to 3cm and fully effaced,
early active first stage 4-5cm, and late active first stage 6-9cm). The second stage of labor is the
time from full dilatation of the cervix till the delivery of the fetus while third stage is the time

from the delivery of the fetus to expulsion of the placenta (1).

In 2015, an estimated 303,000 women died from pregnancy related causes globally and
developing countries account for 99% of these deaths with Sub-Saharan Africa alone accounting
for roughly 66%, followed by Southern Asia (2).Three main direct obstetric causes were
responsible for this higher maternal deaths. These are hemorrhage, hypertensive disorders of

pregnancy, and infection/sepsis (3).

The risks of maternal and neonatal mortality and morbidity are higher at birth and in the
immediate post-natal period (4). There are an estimated 2.6 million still births a year globally.
These deaths are common on late preterm and term fetuses. And 98% of these deaths occur in
low and middle-income countries particularly in south Asia and Sub-Saharan Africa. Around
70% of these deaths happen in the time of labor or child birth and mostly associated with

obstetric emergencies (5).

Reducing maternal mortality to 70/100,000 live births and no country having more than
140/100,000 live births is one goal in the sustainable development goal (6).

Addressing inequities in access to and quality sexual, reproductive, maternal and newborn health
care services is one of the five strategic objectives for ending preventable maternal mortality by
World Health Organization (WHO). The first strategy to meet this objective is women
empowerment which gives women autonomy to decide for their own reproductive health

including decision to seek and access maternal health care services(7).



USAID’s program in Ethiopia currently focuses on supporting government’s national
interventions on birth preparedness and maternity services; treatment of obstetric complications

and disabilities, including fistula; newborn care and treatment of child illnesses. (8)

1.2 Statement of the problem

In low and middle income countries 11-17% of mothers die while giving birth and obstetric
complications during labor accounts for 58% of still births and newborn deaths (9). Delay in
seeking medical care during labor and delivery is the main contributor for these higher maternal
and neonatal deaths. It is also accountable for higher risk of developing obstetric complications
and poor fetal or neonatal outcome (10-12). Delay in accessing hospital care is one of the

independent predictors of perinatal mortality in Low-income countries (13).

Delayed presentation during labor and obstetric emergencies is also associated with severe
maternal morbidity or near miss. Hypertensive disorder and post-partum hemorrhage are

responsible for this events (14).

The magnitude of delayed presentation during labor was 20% in two teaching hospitals of Addis
Ababa and this delayed presentation is associated with adverse fetal and maternal outcomes like
uterine rupture/ obstructed labor, prolonged rupture of membrane, admission of neonate in

Neonatal Intensive Care Unit (NICU) and perinatal mortality (12).

Birth preparedness and complication readiness plan (BPCR) is one of the crucial elements of safe
motherhood for mothers to get timely care during pregnancy, delivery, and post-partum based on
the argument that preparing for birth and being ready for complications reduces all three phases
of delays in receiving these services. Birth preparedness and complication readiness plan
includes deciding where to give birth, identifying a skilled health care provider, arranging
transport, knowing about danger signs of pregnancy, and preparing for urgent action during

emergency (15).

The government of Ethiopia started implementing BPCR package as one component of Focused
Antenatal Care since 2007 to enable pregnant women get timely care during childbirth and in

case of emergency (16).



1.3 Rationale

Women in reproductive age group account for 43.3% of the total population in Ethiopia (17).1t is
known that women and children are vulnerable group of a society in many ways. One of these is
that a woman who is in the reproductive age group in Sub-Saharan Africa had a 1 in 36 life time
risk of maternal death because this is the time when a woman could get pregnant (2).Accessing
timely skilled care during childbirth is one of the key strategies to minimize this risk and prevent

maternal deaths in our country (18).

According to the Ethiopian Demographic and Health Surveillance 2016 report, 97% of deliveries
in Addis Ababa take place in health facility with the presence of skilled care provider (19). But
there is lack of evidence on the time of presentation of mothers during labor in Addis Ababa.
And also previous study conducted in Addis (12) classifies mothers who only came in the
second stage of labor as delayed but this study included mothers who came during late active
first stage or second stage of labor in the delayed category, as presence of skilled provider during
labor is a key intervention to minimize fetal death or maternal and neonatal morbidity and
mortality it will be helpful if mothers come at early stage of labor to get proper and close follow

otherwise complications cannot be detected and managed early.

Federal Ministry of Health in Ethiopia is implementing birth preparedness plan for mothers to
get timely care during delivery and a number of studies were done on the status of birth
preparedness and complication readiness and its associated factors in our country and in Addis
also (20-27). But little is known about the effect of birth preparedness on time of presentation
during labor. So this study aimed to see the pattern of admission of laboring mothers and the
association between birth preparedness and delayed presentation during labor in public health

centers of Addis Ababa.

1.4Significance of the study

The finding from this particular study will be used by policy makers and programmers to give
solution for the identified problems. And it will address the knowledge gap on role of birth
preparedness in reducing delay during labor. It will also help the public health centers of Addis

Ababa to implement evidence based intervention.



2. Literature Review
Delay in seeking obstetric care is one of the contributing factors for maternal and neonatal
morbidity and mortality worldwide as time of labor and delivery is the risky period for both the

mother and the fetus where unpredictable obstetric complications could occur (9).

Studies from Africa showed a significant reduction in maternal, fetal, and neonatal mortality
when delivery is attended by skilled health personnel with midwifery skill (28).So having a
health worker with midwifery skills present during labor and child birth is one of the most

important interventions to reduce maternal, fetal, and neonatal morbidity and mortality (29).

2.1 Magnitude and factors associated with delay in accessing obstetric care during labor

A study conducted in University hospital of Benin, Nigeria on causes and consequences of late
arrival during labor revealed that 7.9% women arrive late during labour. This late arrival to the
labour ward was significantly associated with high parity, low educational status, and poor
antenatal attendance(30).There was also another study conducted again in another university
hospital in Nigeria and reported that 25.3% of women were admitted in second stage of labor.
The reasons for late arrival were transportation difficulties, fast progress of labor, and husband

not around. Multi gravidity was also associated with late arrival (31).

Another study conducted in Ogun state, Nigeria on health care seeking behaviors of pregnant
woman reported that there was a great concern on cost in accessing health care service.

Economic factors were found to be associated with delay in seeking care (32).

A case control study done in 1993 in two teaching hospitals of Addis Ababa revealed that 20%
of mothers came in second stage of labor and problems related to referral, decision-making,
transport, money and delay within hospitals were associated with delayed presentation during

labor (12).

A study on factors influencing delay in arrival to maternity hospital in Kathmandu reported that
age, multi parity, and educational status were associated with late arrival during delivery (33).

There was a qualitative study conducted in rural India. All women included in the study reported
that they tried to access delivery care service. But many factors delayed them from getting the
appropriate care. Not understanding the severity of complication, thinking there is low quality of

delivery service and gender inequality were some of the reasons that delayed decision to seek



care. The other factors which delayed the women from reaching the appropriate facility were
transportation problem and not knowing the actual place that they could get the care they need or

visiting different facilities (34).

A cross-sectional study done in 27 referral hospitals in Brazil revealed that any type of delay was
observed in 53.8% of the cases (maternal death or near miss): delay because of problem in
decision to seek care accounts 10.2% and in 34.6% of cases delays were associated with

accessibility of health care services and 25.7% were related to quality of care (10).

A qualitative study was conducted in Makwanpur district Nepal to explore the first delay in
accessing delivery care service. Most women were aware of the benefits of institutional delivery
but there were many barriers that keep them away from getting the service. Woman’s status at
home, wishing not to disappoint family by going out of their will, being ashamed to show their
body in health institution were some of the reasons. Problem in accessing transportation was also
a contributor for the delay in seeking care (35).There was also another qualitative study done on
staff’s perspective of barriers to accessing delivery care service found that lack of awareness
about the availability of the service, poor quality services, women being too busy to attend,
humiliation, financial issues were among the reasons the first delay while Giving birth on the
way before reaching health facility and preference of higher facility were reasons for the second
delay (36).

A cross-sectional study done in Songkhal province of southern Thailand revealed that 99% of
deliveries happened in hospital. Low educational status, refusal to seek care, out of pocket
payment, fear of cost, transportation problem, low expectation of getting good care or perception

of being treated badly were associated with delay in accessing delivery care (37).

A qualitative study done in Nicaragua on utilization of maternal health care services showed that
inadequate access to care and economic factors were not the only factors associated with
decision to seek care. Knowledge about and giving recognition to maternal services, partner
support, prior experience and communication with other woman health care workers were also

associated with decision to seek care (38).

Another qualitative study done in Malindi district, Kenya indicated women face problem in

making decision to seek care and getting to the appropriate health care services. Reasons for first



delay were lack of birth preparedness, having problem in identifying a place for delivery. The

second delay was also because of long distance and transportation problem (39).

A cross-sectional study done in Bahir dar on maternal delay in utilizing delivery service revealed
that 37% of the mothers reported having problem in decision making to seek care. Age,
occupation, educational status, income, knowledge about ante natal care, decision making
autonomy, problems in previous and current pregnancy were associated with delay in seeking
care. 31.7% mothers also reported that they had a problem with transportation. Unemployment

and low educational level were also significantly associated with the second delay (40).

Another study conducted on the role of male partner in reducing delay to seek emergency
obstetric care in hospitals of north showa, Amhara showed 69% of decision to seek care was
made by husband. Male educational status and having life-threatening condition were

significantly associated with reduction of delay in seeking care (41).
2.2 Magnitude of birth preparedness and complication readiness

A study conducted in a tertiary hospital in India revealed that 67% of women fulfilled at least
one component of BPCR. But women who were well prepared were only 23.7%. Having
complication during pregnancy was positively associated with birth preparedness. Well prepared

mothers were less likely to develop complications (42).

A facility based study done in Kenya on women attending Ante Natal Care (ANC) revealed that
70.5% of women were prepared for birth and 90.6% said they were prepared for obstetric
emergency. In this study 87.9% of the study participants ascertain a place to deliver but only
4.7% of the women knew at least two obstetric danger signs. Vaginal bleeding was the most

stated danger sign in all phases (43).

Another study done in a teaching hospital of Accra showed that 99% of the respondents had
ANC follow up and almost 99.8% of them delivered in a health facility. 75% of the women were
counseled on birth preparedness and complication readiness but 62% were prepared and 74% of
the women had a good knowledge about obstetric danger signs. The most mentioned danger
signs were hemorrhage (60.7%), excessive vomiting (33.1%), and swelling of face, hands and

feet (28.8%) (20).



There was a community based cross-sectional done in Tanzania on women who delivered within
the last two years before the study period. Many of the mothers (86.2%) identify where to give
birth, a skilled birth attendant, and a person to accompany during labor and who will take care of
the remaining family at home. The study revealed that only 14.8 of the woman had knowledge

about at least three danger signs (21).

There was a study conducted on awareness of BPCR in Federal Police Hospital Addis Ababa. In
this study 67.8%, 62.1%, 52.2% of pregnant women were knowledgeable about important danger
signs during pregnancy, delivery, and postpartum, respectively. And almost half (56.3%) of the
mothers found to be prepared for birth and its complications (22). Another facility based study
done in Adama concluded 29.1% of pregnant women visiting government facilities found to be
prepared. Knowledge about obstetric danger signs was also found to be low. Educational status,
previous obstetric history and being counseled on BPCR were among the factors found to

significantly associated with preparedness (23).

An institution based cross-sectional study done in Dilchora referral hospital of Dire dawa town
on determinants of BPCR revealed that 54.7% of mothers were well prepared and higher

educational status and knowledge about obstetric danger signs were associated with it (24).

There were another three community based cross-sectional studies conducted in different parts of
Ethiopia. These were in Adigrat, Jimma, and Basolin districtin Amhara region. In these studies
22%, 23.3%, and 26.9% of mothers were found to be well prepared respectively. Socio-
economic characteristics, parity, previous obstetric history, being counseled on BPCR, antenatal

care utilization, and place of residence were associated with BPCR (25-27).



Factors affecting utilization and

Level of birth
Outcome preparedness
Individual factor
-Socio-demographic
factors
=Age .
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> seek
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=QGravida deliver
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=Still birth Delayed
presentation
-Physical accessibility
=Time it takes to reach
-Economic accessibility
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v
-Quality of care Phase II:
Delay in Identifying
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preventive care reaching health
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Source: adapted from Thaddeus &Maine, 1994 and modified with literature review

Figure 1: Conceptual framework for factors associated with delayed presentation of laboring

mothers in public health centers of Addis Ababa, Ethiopia, 2017



3. Objective

3.1 General objective

-To assess Patterns of admission of laboring mothers and the association between birth
preparedness and delayed presentation in public health centers of Addis Ababa, Ethiopia,
2016/2017

3.2 Specific objective
- To determine the time of presentation of laboring mothers during labor in public health
centers of Addis Ababa, 2017
- To assess the magnitude of birth preparedness among laboring mothers in public health
centers of Addis Ababa, 2017
- To measure the association between birth preparedness and delayed presentation of

laboring mothers in public health centers of Addis Ababa, 2017



4. Method

4.1 Study setting and period

The study was conducted from Sep 2016-June 2017 in Addis Ababa which is the capital city of
Ethiopia. According to Addis Ababa city administration integrated land information center report
Addis Ababa covers an area of 530.14 square kilometers with projected 2017 total population of
3,435,030 (44).The overall health care activity of the city is coordinated by Addis Ababa
regional health bureau. There are 52 hospitals: 11government, 41 private and 90 health centers.
From these 6 of the government hospitals and all of the health centers are under Addis Ababa
regional health bureau. One public health center is estimated to give service to 40,000

population. Annual number of expected pregnant women is 35,449.

As this study aimed to look at the time of presentation of mothers to health facility during labor,
Addis Ababa is selected as a study site because almost all deliveries happen in health facilities

(97%).

4.2 Study design

This particular study was conducted using an institution based cross-sectional study design.

4.3 Source population

The source populations for this particular study were all pregnant women in Addis Ababa.

4.4 Study population
The study populations were all pregnant women who came to deliver in public health centers of

Addis Ababa.

4.5 Sample size determination
Sample size: was determined using single population proportion formula. It was first calculated

for the outcome variable and then for the factors associated with it.

1. n=(Zo/2)2P(1-P)*design effect
d2

10



Where

Za/2=1.96

P = 0.2, Magnitude of delayed presentation (12)

95%CI p d Design effect Sample size
1.96 0.2 0.02 1.5 2304

1.96 0.2 0.03 1.5 1024

1.96 0.2 0.04 1.5 576

Because of resource limitation the third sample size was chosen. When 10% non- response is

added, 576*10/100= 57.6 the sample size became 634

2. n=(Zo/2)2P(1-P)*design effect
d2
Where
0=0.050rZ0/2=1.96

P =0.56, percentage of mothers who reported were well prepared for birth (23)
d=0.05

n=(3.84)(0.56)(1-0.44) *1.5

(0.05)2
n=567+58(NNR)
n=625
So the larger sample size was taken which is 634.

Average delivery in one public health center of Addis Ababa was 36 per month and the data

collection period was two months so the number of health centers needed to get the sample size
were 9( 634/72=8.8~9).

11



4.5 Sampling procedures

Multi-stage sampling was used to find the selected health centers. First five sub-cities were
selected from the 10 sub-cities using Simple Random Sampling (SRS) lottery method. Then 10
health centers (HCs) were selected using SRS (lottery method). Nine health centers were enough
to get the needed sample size but to make the allocation proportional 2 health center from each
sub-city were selected. Sample size for each health centers was calculated using proportion to
size calculation based on the number of average deliveries attended per month then systematic
random sampling (where the K™ interval is 2) was used to get the sample subjects. Average
delivery of the three consecutive months before the data collection period was used as a
sampling frame to calculate the k value for the systematic random sampling. Health centers with

less than 30 deliveries per month were excluded from the study because of logistic limitation.

Kolfe Keraniyo (K/K) Sub-city Bole Sub-city
AB HC: n=634*134 =135 Dilfre: n=634*47 =47
632 632
W11 HC: n=634*74 =74 W17: n=634*55 =55
632 632
Nifas Silk Lafto (N/L) Sub-city Addis Ketema (AD/K)
W 2: n=634*86 =87 AD/K HC: n=634*60= 60
632 632
W12: n=634*48 =48 W7 HC: n=634*36=36
632 632

12



Gulele Sub-city

Selam HC: n=634*53= 53
632
Addisu Gebeya (AD/G) HC: n=634*39= 39

632

13



SRS (Lottery Method)

Ten sub cities of Addis Ababa

—

SRS u 9 10 10
(Lottery HCs HCs HCs HCs HCs
el ﬂ /\/ /\1 /\

AB HC W11 HC W17 HC Dilfre W12 W02 AD/K W07 Selam AD/G

HC HC HC HC HC HC HC
PPS \ l l PPS l l S l i /
135 74 55 47 48 87 60 36 53 39
Systematic

Random sampling (K-value= 2)

634 pregnant women

Figure2: Schematic presentation of the sampling procedure used in the study




4.6 Data collection

4.6.1 Data collection tools

Structured questionnaire was used to obtain data from laboring mothers during the study period
in the selected health centers of Addis Ababa. Data on socio-demographic characteristics,
economic status, obstetric history, perception on maternal health care services, accessibility of
delivery service, and status of birth preparedness was collected using an adopted structured

questionnaire.

4.6.2 Data collection procedures

The questionnaire was first developed in English and then translated in to Amharic, which was
the common language of the study participants. Ten data collectors and 10 supervisors were
selected (1 data collector and Isupervisor) from each health center. One day training was given
for all the data collectors and supervisors. The questionnaire was pre-tested among 5% of
laboring mothers of the sample size on three of the selected HCs (AB, W11, and W2) in Addis
Ababa. Finally, data was collected after correction is done on the questionnaire according to
result of the pretest after the women gave birth based on their willingness. The principal
investigator went every week to the sampled health centers to check for the progress and to give

feedbacks.

Operational definition

e Delayed presentation: presentation of laboring mothers to health center during the late
active first stage and second stage of labor.

e Well prepared mothers: mothers who were prepared for at least four out of the six
components of birth preparedness plan used in this study.

e Not well prepared mothers: mothers who were not prepared for any one of birth
preparedness plan components or prepared for less than or equal to 3 components.

e Knowledgeable about obstetric danger symptoms: women who mentioned
spontaneously at least two danger symptoms during pregnancy, delivery, and post-

partum.
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4.7 Data quality assurance

Data quality was assured by using adopted and pretested questionnaire. Pretest was conducted on
5% of the sample population. Data collectors were Midwives working in labor ward having at
least 3 years’ experience and the supervisors were heads of labor wards of each health centers
and checked for data completeness and consistency every day. Furthermore one day training on
the purpose of the study, the tool to be used, and data collection procedure was given to the data
collectors and supervisors. The supervisors call the principal investigator when they faced a
problem or for any misunderstanding. Principal investigator went to the health centers every

week to check data completeness and consistency.

4.8 Data analysis

Data editing was carried out regularly through the course of the survey. The collected data was
entered in to a computer using EPI data software version 3.1. Then the data was exported to
STATA 14 software program for cleaning and analysis.

First cleaning was made by doing frequency tables including missing data. Missing data was
recoded if there is a value in the questionnaire. Descriptive results like percentage and frequency
distribution of all variables were presented using tables and charts. The dependent variable
(delayed presentation during labor) was created by categorizing each woman depending on stage
of labor at arrival to the health facility. Women who came during late active first stage and
second stage of labor were classified in the delayed category and who came in the latent and
early active first stage of labor were classified under early category.

Binary logistic regression model was used to determine the association of each independent
variable with the dependent one. 95%CI was used to conclude whether there is statistically
significant association between the independent and dependent variable. P-value was used to
differentiate variables to be included in the multiple regressions Model. Variables with p-
value<0.2 were included in the multiple logistic regression model. Finally the adjusted effect of

each independent variable on the dependent variable is presented using odds ratio.

Dependent Variables
- Delayed presentation of laboring mothers
Independent variable

- Birth preparedness

16



- Socio-demographic/economic characteristics of the woman
- Knowledge about obstetric danger sign and symptoms

- ANC service utilization

- Accessibility of delivery service

- Obstetric history

perceived quality of Antenatal and delivery care

4.9 Ethical consideration

Final proposal was submitted to School of Public Health Research and Ethics Committee (REC)
of Addis Ababa University (AAU) for ethical clearance. After ethical clearance from REC of
AAU is secured a formal letter was issued from AARHB and the selected sub-cities to selected
health centers to start the data collection. The potential risk and benefit of the study was
discussed with the participants and they were included based on their willingness after Verbal
informed consent is obtained from each. The participants were clear that they could discontinue
the interview at any time and all the information they gave will be kept confidential as names

will not be recorded on the form.

4.10 Dissemination of results
The result of this study will be disseminated to College of Health Science School of Public
Health of Addis Ababa University, Addis Ababa regional health bureau, and to Federal Ministry

of Health. Strong effort will be made to publish the result on peer reviewed journals.
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5. Result

5.1 Socio-demographic characteristics

A total of 621 with response rate of 98% laboring mothers were participated in the study. Among
all participants 459 (74.2%) mothers were well prepared for birth while 160 (25.8%) were not
well prepared. Five hundred thirty (85.5%) and 59(9.5%) of the study participants were in the
age group 20-34 years and greater than 35 years respectively. The mean age of respondents was
26.7 years with standard deviation +5.15. Of the well prepared mothers 397 (86.5%) and 47
(10.2%) of them were in the age group 20-34 years and greater than 35 years respectively
whereas 131 (82%) and 13 (8%) mothers who were not well prepared were in the age group 20-
34 years and more than 35 years. Concerning current marital status, 432 (94.1%) well prepared
participants were married while 133 (83.6%) not well prepared mothers were married. Sixty nine
(15.0%) participants from the well prepared mothers had attended higher education while 24
(15.1%) not well prepared mothers attended higher education. Three hundred seventy six
(81.92%) well prepared respondents and 115 (71.9%) not well prepared mothers decide together
with their husband regarding health issues while 36 (7.84%) well prepared mothers and 25

(15.6%) not well prepared mothers decide for themselves.

Table 1.Socio-demographic characteristics of mothers who came to deliver in 10 selected public
health centers of Addis Ababa, 2017

characteristics Well-prepared X
Yes (n, %) No (n, %) (p-value)
Mother’s age (years)
<20 15(3.3) 16 (10.0) 0.003
20-34 397 (86.5) 131 (82.0)
>35 47 (10.2) 13 (8.0)
Current Marital Status
Married 432 (94.1) 133 (83.6) 0.001
Unmarried 27 (5.9) 26 (16.4)
Religion
Orthodox Christian 215 (47.1) 81 (51.6) 0.49
Muslim 182 (39.8) 60 (38.2)
Protestant 60 (13.1) 16 (10.2)
Ethnicity
Amhara 121 (26.4) 51(32.1) 0.23
Oromo 104 (22.6) 41 (25.8)
Tigray 42 (9.2) 17 (10.6)
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Guraghe 158 (34.4) 40 (25.2)
*Others 34 (7.4) 10 (6.3)
Mother’s education
No formal education 82 (17.8) 34 (21.4) 0.63
Primary school 193 (42.1) 68 (42.8)
Secondary school 115 (25.1) 33 (20.7)
Higher education 69 (15.0) 24 (15.1)
Mother’s occupation
Daily laborer 25 (5.5) 22 (13.8) 0.001
Merchant 84 (18.3) 21(13.2)
Housewife 244 (53.2) 75 (47.2)
Employed 102 (22.2) 32 (20.1)
**QOthers 4 (0.8) 9(5.7)
Decision maker
Woman 36 (7.84) 25 (15.6) 0.009
Woman and her husband 376 (81.92) 115(71.9)
Others 47 (10.24) 20 (12.5)

*Qthers = Silte, Hadiya, Wolayta, and Gamo **QOthers = students and no occupation

5.2 Past obstetric history

Out of 621 respondents, 126 (27.5%) well prepared and 56 (35.0%) not well prepared mothers
were pregnant for the first time. One hundred three (22.4%) participants from the well prepared
mothers and 39 (24.4%) from the non -prepared mothers reported that they had previous history
of abortion while 36 (7.8%) well prepared and 11(6.9%) not prepared mothers had a previous

history of one or more stillbirth.

Table 2.Past obstetric history of mothers who came to deliver in 10 selected public health
centers of Addis Ababa, 2017

Variable Well-prepared X
Yes (n, %) No (n, %)) (p-value)
Number of pregnancy
1 126 (27.5) 56 (35.0) 0.07
>1 333(72.5) 104 (65.0)
Previous history of abortion
Yes 103 (22.4) 39 (24.4) 0.61
No 356 (77.6) 121 (75.6)
Previous history of stillbirth
Yes 36 (7.8) 11(6.9) 0.69
No 423 (92.2) 149 (93.1)
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5.3 Time of presentation during labor
Out of all participants, 125 (20.4%) came in the latent first stage of labor while 84 (13.6%) came
in the second stage. Two hundred ninety (47.1%) mothers were late/delayed to come during

labor while 326 (52.9%) came early.

Time of presentation during labor
40

35

30

25

32.6% 2
20.4%
13.6%

20 -+
15 4
10 -
5
0 - T T T 1

Latent first Early active Late active Second stage
stage first stage  first stage

® Time of presentation
during labor

Figure 3.Time of presentation of mothers during labor in 10 selected public health centers of
Addis Ababa, 2017

5.4 Experience in current pregnancy

Among well prepared mothers 452 (98.5%) have attended antenatal clinic at least once while it
was 130 (81.3%) respondents from mothers who were not well prepared. One hundred sixty
eight (37.3%) and 150 (33.3%) well prepared mothers had their first antenatal visit during first
trimester and had less than four antenatal visits respectively. Concerning counseling during
antenatal visits, 427 (95.7%) well prepared and 109 (86.5%) not well prepared mothers were
counseled on place of delivery, 432 (96.4%) well prepared and 89 (68.5%) not well prepared
mothers on the benefit of institutional delivery while 428 (95.5%) well prepared and 108 (83.1%)
not well prepared mothers were counseled on signs and symptoms of true labor. Among all
participants, 347 (76.8%) respondents from well prepared mothers and 84 (64.6%) respondents
from not well prepared mothers were satisfied with the care they received during their antenatal

Visits.
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Table 3.Experience of mothers in current pregnancy who delivered in 10 selected public health

centers of Addis Ababa, 2017

Variable

Antenatal care
Yes
No
Gestational age at first antenatal care visit
(Trimester)
First
Second
Third
Number of visits
<4
>=4
Counseling on delivery place
Yes

Counseling on benefit of institutional
delivery
Yes
No
Don’t remember
counseling on how to reach health
institution during labor
Yes
No
Don’t remember
counseling on danger symptoms of
pregnancy
Yes
No
Don’t remember
counseling on signs of true labor
Yes
No
Don’t remember
Perceived quality of ANC
Yes

Well-prepared

Yes (n, %)

452 (98.5)
7(1.5)

168 (37.3)
246 (54.5)
37 (8.2)

150 (33.3)
300 (66.7)

427 (95.7)
19 (4.3)

432 (96.4)
13 (2.9)
3(0.7)

404 (90.2)
18 (4.0)
26 (5.8)

369 (82.4)
39 (8.7)
40 (8.9)

428 (95.5)
12 (2.7)
8 (1.8)

347 (76.8)
105 (23.2)

No (n, %)

130 (81.3)
30 (18.7)

43 (33.1)
70 (53.8)
17 (13.1)

45 (34.9)
84 (65.1)

109 (86.5)
17 (13.5)

89 (68.5)
22 (16.9)
19 (14.6)

72 (55.4)
35 (26.9)
23(17.7)

98 (75.4)
20 (15.4)
12 (9.2)

108 (83.1)
14 (10.7)
8(6.2)

84 (64.6)
46 (35.4)

XZ

(p-value)

0.001

0.21

0.74

0.001

0.001

0.001

0.08

0.001

0.005

21



5.5 Awareness about obstetric danger symptoms

Among all respondents who have ever heard of danger symptoms during pregnancy well
prepared mothers account for 385 (83.9%) while not well prepared mothers account for 112
(70%) respondents. Regarding danger symptoms during delivery and post-partum 318 (69.3%)

and 321 (69.9%) well prepared mothers were aware respectively.

Table 4.Awareness about obstetric danger symptoms of mothers who delivered in 10 selected
public health centers of Addis Ababa, 2017

Variable Well-prepared X?
Yes(n, %)  No(n, %) (P-value)

Awareness about danger symptoms during pregnancy
Yes 385 (83.9) 112 (70.0)  0.001
No 74 (16.1) 48 (30.0)
Awareness about danger symptoms during labor and
delivery
Yes 318 (69.3) 81 (50.6) 0.001
No 141 (30.7) 79 (49.4)
Awareness about danger symptoms during post-partum
Yes 321 (69.9) 89 (55.6) 0.001
No 138 (30.1) 71 (44.4)
Knowledge about obstetric danger sign
Knowledgeable 236 (58.4) 52 (44.4) 0.007
Not knowledgeable 168 (41.6) 65 (55.6)

5.5 Experience in current labor and delivery

Among all participants 298 (48%) of them were satisfied with the care they received during their
current delivery. Well prepared mothers who were satisfied with the delivery care they received
were 254 (55.3%) while only 44 (27.5%) not well prepared mothers were satisfied. Seventy
(15.3%) and 406 (89%) well prepared mothers came on foot during labor and it took them less
than 30mins to reach to the health facility respectively.
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Table 5.Experience in current labor and delivery of mothers who delivered in 10 selected public

health centers of Addis Ababa, 2017

Variable Well-prepared X?
Yes (n, %) No (n, %) (p-value)
Perceived quality of delivery care
Yes 254 (55.3) 44 (27.5) 0.001
No 205 (44.7) 116 (72.5)
Transport during labor
By foot 70 (15.3) 34 (21.4) 0.14
Car (paid) 298 (65.1) 91(57.2)
Car (free) 90 (19.6) 34 (21.4)
Time
<=30min 406 (89.0) 139 (89.1) 0.98
>30 50(11.0) 17 (10.9)

Among all well prepared mothers 206 (45.3%) of them come late/delayed during labor whereas

84 (52.8%) mothers who were not well prepared come delayed.

Delayed presentation

54

52

50

48

46

44 -

42 -

40 -

Well prepared Not well prepared

m Well prepared

™ Not well prepared

Figure 4.Time of presentation during labor and level of birth preparedness of mothers who

delivered in 10 selected public health centers of Addis Ababa
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5.6 Bivariate and Multivariate analysis

Binary logistic regression was done to see the association of each independent variable with the
outcome variable. Age group of 20-34years (COR= 3.65:1.47, 9.03) and more than 35years
(COR=8.12:2.87, 23.02) were found to be associated with the outcome variable. Moreover
number of pregnancy (COR=2.54:1.76, 3.66), having previous history of still birth
(OR=2.32:1.24, 4.33), first antenatal care visit in second trimester (COR=1.51:1.06, 2.15) and
third (COR=3.06:1.63, 5.74), having antenatal care visits less than four times (OR=2.09:1.47,
2.97) , being not satisfied with antenatal care (COR=1.84:1.26, 2.68), and awareness about
danger symptoms of post-partum (COR=1.8:1.26, 2.68) were found to be associated with the

outcome variable.

Variables having p-value<0.2 and found to be important factors in other literatures were included
in the multiple logistic regression model. After the regression model is done variables which
have significant association with delayed presentation were age, number of pregnancy,
awareness about danger symptoms of post-partum, number of antenatal visits. The multiple
regression analysis also revealed that Birth preparedness has significant association with delayed

presentation.

Mothers who were in the age group 20-34years (AOR=6.76:1.41,32.36) and above 35
(AOR=11.47:2.13,61) were 6.76 and 11.47 times more likely to come delayed during labor when
compared to mothers less than 20 years of age. Mothers who were pregnant at least for their
second time were 2.14 times more likely to come delayed (AOR=2.14:1.36, 3.36) compared to
mothers pregnant for their first time. Delayed presentation during labor was also higher in
mothers who had less than four antenatal visits (AOR=1.8:1.15, 2.78) when compared to mothers
who had four or more. Mothers who were aware of post-partum danger symptoms were 2.1
(AOR=2.1:1.28, 2.54) times more likely to come delayed compared to mothers who have never
heard of it. Women who were not well prepared were 1.63 (AOR=1.63: 1.04, 2.56) times more

likely to come delayed than women who were well prepared.
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Table 6.Bivariate and multivariate analysis of independent and dependent variables included in

the study
characteristics Delayed presentation COR(95%CI) AOR(95%CI)
Yes (n, %) No (n, %)
Mother’s age (years)
<20 years 6 (19.35) 25 (80.65) 1.0
20-34 years 245 (46.67) 280 (53.33) 3.65[1.47,9.03] 6.76[1.41,32.36]
>35years 39(66.1) 20 (33.9) 8.12[2.87,23.02] 11.47[2.13,61]
Current Marital Status
married 266 (47.33) 296 (52.38) 1.0
unmarried 24(45.28) 29 (52.67)  0.92[0.52,1.62] 1.33[0.29,5.92]
Ethnicity
Amhara 76 (44.19) 96 (55.81) 1.0
Oromo 57 (39.58) 87(60.42)  0.83[0.53,1.29] 0.69[0.41,1.16]
Tigray 32(53.33) 28 (46.67) 1.44[0.80,2.60]  1.09[0.56,2.14]
Guraghe 101 (51.53) 95 (48.47) 1.34[0.89,2.03] 1.04[0.63,1.72]
others 24 (55.81) 19 (44.19) 1.59[0.81,3.13]  1.32[0.54,3.22]
Mother’s education
illiterate 60 (52.17) 55 (47.83) 1.32[0.76,2.29]  1.2[0.59,2.43]
Primary school 123 (47.49) 136(52.51) 1.09[0.68,1.77]  1.05[0.59,1.85]
secondary school 65 (43.92) 83 (56.08)  0.95[0.56,1.60] 0.88[0.48,1.61]
Higher education 42 (45.16) 51 (54.84) 1.0
Decision maker
Woman 27 (44.26) 34 (55.74) 1.0
Woman and my husband 223 (45.79) 264 (54.21) 1.06[0.62,1.82] 0.99[0.25, 3.83]
others 40 (58.82) 28 (41.18) 1.79[0.89,3.62]  2.5[0.59,10.74]
Number of pregnancy
1 57@31.32) 125(68.68) 1.0
>1 233(53.69) 201 (46.31) 2.54[1.76,3.66] 2.14[1.36,3.36]
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Gestational age at first antenatal
visit
First trimester
Second trimester
Third trimester
Number of visits

<4

Perceived quality of ANC
Yes
No
Awareness about danger
symptoms during delivery
Yes
No
Awareness about danger
symptoms during post-partum
Yes
No
Birth preparedness
Well prepared
Not well prepared

83 (39.52)
156 (49.68)
36(66.67)

116 (59.49)
157 (41.21)

187 (43.59)

88 (58.67)

201 (50.5)
89 (40.83)

212 (51.96)

78 (37.5)

147 (43.75)
143 (51.44)

127 (60.48)
158 (50.32)
18 (33.33)

79 (40.51)
224 (58.79)

242 (56.41)

62 (41.33)

197 (49.5)
129 (59.17)

196 (48.04)

130 (62.5)

189 (56.25)
135 (48.56)

1.0
1.51[1.06,2.15]
3.06 [1.63,5.74]

2.09[1.47,2.97]
1.0

1.0

1.84[1.26,2.68]

1.0
0.68[0.48,0.95]

11.8[1.28, 2.54]

1.0

1.0
1.35[0.94,1.94]

1.26[0.83,1.90]
1.46[0.67,3.18]

1.8[1.17,2.80]

1.3910.91,2.13]

1.16[0.71,1.09]

2.1[1.28,2.54]

1.63[1.04,2.56]
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6. Discussion

This study revealed that 47% of women came delayed to health facility during labor. This
delayed presentation was found to have significant association with age of the woman, number
of pregnancies, number of antenatal visits, and awareness about danger symptoms of post-
partum. Significant association was also found between birth preparedness and delayed

presentation.

Nearly half of the studied women delayed in this study and this finding is inconsistent with
results reported from case control studies in Nigeria 7.9% (cases=150 controls=300) and 25.3%
(both cases and controls=140) (30, 31) and even the 20% reported from a case control (148
cases and 296 controls) study in two teaching hospitals of Addis Ababa (12).This difference is
may be due to the difference in classification because in this study mothers who came during late
active first stage or second stage of labor were considered as delayed while the other studies

classified mothers as delayed if they presented only during second stage of labor.

In this study, about three fourth of mothers were well prepared. This finding is almost similar
with a finding from a cross-sectional study from Kenya (n=149) (43) but much higher when
compared to findings from cross-sectional studies in Federal Police Hospital Addis Ababa
(56.3%, n=224), Adama (29.1%,n=642), and Diredawa (54,7%, n=391) (22-24). The finding
from this study was also more than three times higher from three community based cross-
sectional studies conducted in different parts of Ethiopia. These were in Adigrat, Jimma, and
Basolin districtin Amhara region. In these studies 22%, 23.3%, and 26.9% of mothers were
found to be well prepared respectively. This difference could be attributed to the fact that this
study is conducted in the center of the country where access to healthcare is better and might be

due to difference in the study setting.

Birth preparedness is found to have an association with delayed presentation during labor in this
study. This is women who were not well prepared were more likely to come delayed compared
to well-prepared women. This finding is similar with finding in Kenya from a qualitative study

that lack of birth preparedness was one reason for delayed presentation during labor (39).

This implies that being prepared for birth will help a mother to come early during labor because

she planned how to overcome the common challenges that could pullback a woman from
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accessing timely care. So working on strengthening birth preparedness counseling and ensuring
that a woman is prepared for birth will be a crucial thing to minimize late presentation during

labor.

Multigravida mothers were found to be more likely to come delayed compared to primigravida
women. This finding is consistent with studies done at Benin City in Nigeria and also a
maternity hospital in Kathmandu (30, 33).This delay could be contributed by the thought that
they are experienced so can take their time home and come when the labor progress. Age was
also found to be significantly associated with delayed presentation during labor. This is woman
in the age group 20-34 and above 35 years were more likely to come delayed during labor than
women at early age group (<20yrs). This might occur because majority of the older women in
this study were pregnant for their second time and more. And this result is consistent with a
study conducted in Bahar dar, Ethiopia where women in the age group 20-34 and above 35 years

were more likely to come delayed compared to women less than 20 years (40).

Concerning the relationship between number of antenatal visits and delayed presentation during
labor this study revealed that women who had less antenatal visits (<4) were more likely to come
delayed in labor. This result is consistent with a finding from a maternity hospital in Kathmandu
(33).This indicates poor antenatal attendance may therefore predict late arrival in labour. So
having the recommended number of antenatal visits might enable woman to come early as the

women could have a better chance to get counseling service.

Mothers who are aware of danger symptoms of post- partum were more likely to come delayed
during labor when compared to woman who have never heard of it. This could be due to the fact
that women who were aware of post -partum danger symptoms were more of (76%) in the
multigravida category in this study who did not consider themselves risk for having

complication.

Perceived quality of delivery care is one of the reasons that hinder women from seeking timely
care during labor and delivery (10, 36). In this study it is found that less than half of the
participants were found to have good perception on the delivery care they got from the facility
they currently gave birth. Most of the women were satisfied with the structure and cleanliness of

the overall environment but their problem was mostly on staff’s attitude and inadequacy of the
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information they got during labor about labor condition, procedures to be done, and pain
management. This might have an implication that there will be a chance that a woman prefers to
stay at home till the labor progresses well because there is a better environment at home where
there could be many others who feel her pain and treat her with empathy. So these women may

have a greater chance to come delayed during their future pregnancy.

Limitation of the study

e [Estimation of cervical dilation is done with different individuals as this study is
conducted in a number of health centers. The estimated dilatation could differ from
person to person. But we tried to select the data collectors and supervisors which have
more experiences working in labor ward and made the data collectors and supervisors to
evaluate the woman on her arrival if they are available at the time.

e The data collectors and supervisors were health care providers working in labor wards of
the studied health centers. So they could introduce information bias.

e As this study is a facility based it could not be generalized to the general population.

e The other thing is woman who gave birth in private clinics were also not included in this

study.
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7. Conclusion

Delayed presentation during labor was found to be high where nearly half of the study

participants came delayed. Twenty and 13.6% of mothers came in latent first stage and second

stage of labor respectively. Concerning birth preparedness three fourth of the participants were

well prepared. Women at older age, multigravida women, women having less than the

recommended number of antenatal visits, and aware of danger symptoms of post-partum were

the one who were more likely to come late during labor. Birth preparedness was also found to

have an independent effect on the time of presentation of mothers during labor. This is women

who were well prepared were more likely to come delayed.

8. Recommendations

The health care providers working in Antenatal department of public health centers of
Addis Ababa should focus on counseling all pregnant women attending their antenatal
care visits in public health centers on the benefit of early presentation during labor and
the consequences of being delayed.

The health care providers working in Antenatal department should focus on counseling
every woman particularly multigravida with emphasis that complication could occur any
time especially during labor and delivery. Should also counsel and encourage women to
have at least the recommended number of antenatal visits.

Health care providers working on maternal health departments in public health centers of
Addis Ababa should strengthen counseling on birth preparedness.

Further studies are recommended including women referred to hospitals because of
obstetric complication and delivering in private clinics. Also other studies are
recommended to look on the consequences of delayed presentation with respect to the

level of birth preparedness.
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Annex 1: English version
PARTICIPANT INFORMATION SHEET
Dear Participants

My name iS ........cooeeveenennnnn. I am here on the behalf of Retina Mamo who is a masters
student in Addis Ababa university school of public health in department of Reproductive health.
She is working her thesis on Patterns of admission of laboring mothers and the effect of birth
preparedness and complication readiness on delayed presentation during labor in public health
centers of Addis Ababa. Prior to this I will be explaining information about the study and

requesting you to participate in the study.

Purpose: To assess the Patterns of admission of laboring mothers and the effect of birth

preparedness and complication readiness on delayed presentation during labor.

Benefit: This study will benefit all pregnant women and their families in terms of getting

evidence based intervention and the result of this study will be used by policy makers.

Harm: This study will take some of your time and may not be easy for you to answer because

the interview will take place within few hours after your delivery.

Confidentiality and right of participant: Without permission from you and legal body, any
part of this study will not be disclosed to third person. You are not expected to give your name.
Your participation in this research is voluntary. You have full right to refuse to a question that
you don’t want to answer and withdraw from the participation at any time if you don’t wish to
continue. There will not be any negative consequence and benefit because of participating and
not participating on the study. However your participation on this study is very important for
achievement of the study. We hope you will participate in the study for the sake of the benefit of

the research result.
Duration of the interview — This interview will take approximately 15 — 20 minutes.
Are you willing to participate on the study?  Yes---------- No----------

Address: Cell phone +251919264517 Email: retimamo@gmail.com
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Questionnaire for assessment of Patterns of admission of laboring mothers and the effect of

birth preparedness and complication readiness on delayed presentation in public health

centers of Addis Ababa.

Part I. Socio- demographic characteristics

No

Questions

Coding categories

Skip

to

Remark

101

Age in completed years?

Write

numbers

in

102

What is your current marital status?

1. Married

. Cohabiting

. Divorced/Separated
. Widowed

[V, I S VS B S

. Never married

103

What is your ethnicity?

. Amhara

. Oromo

. Tigray

. Guraghe

. Other (Specify)

wm A W N =

104

What is your religion?

f—

. Orthodox
2. Muslim
3. Protestant

4.0Other(Specify)

105

What is the highest level of education you have
attended?

1. Mliterate

2. Primary (1-8 grades)
3.Secondary (9-12 grades)
4. Higher education

106

What is the highest level of education your husband

has attended?

1. llliterate

2. Primary(1-8 grades)
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3.Secondary (9-12 grades)
4. Higher education

107 | What is your occupation? 1. Daily laborer
2. Merchant
3. Housewife
4. Employed
5.0ther(specity)
108 | What is your husband’s occupation? 1. Daily laborer
2. Merchant
3. Employed
4.0Other(specify)
109 | About how much is your family average income per Write in
month in monetary terms (Household)? numbers
110 | Who decides about health issues in your house? 1. My husband
2. Me
3. We decide together
4. My family
5. His family
Part II. Past Obstetric History
201 | Number of total pregnancies in lifetime? (includes Write n
Abortion, still birth, live birth) [ e numbers
202 | How many times have you given birth in your life A pregnancy
time? e which reached
7 months or
more will be
regarded as a
delivery
203 | Number of children alive now? Write in
------------- numbers
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204 | Do you have any history of abortion? 1. Yes
2. No

205 | Do you have any history of stillbirth? 1. Yes
2. No

Part II1. Experience In Current Pregnancy and perceived quality of ANC

Instruction: now I am going to ask you about your perception on the ANC you get from this facility, please

be free to answer whatever you feel about the service and you have to know that the care that you will get

from now on will not depend on your answer.

301

Cervical dilatation on admission

Write in cm

302

Stage of labor

1. Latent first stage(up to
3cm)

2. Early active (3-5cm)

3. Late active (6-9cm)

4. Second stage

It is
considered
early active if
the following
criteria are
fulfilled
-cervix is 3-
Scm dilated,
-100%
effaced and
-contraction
comes 3-5
times per 10
min and each
lasts for at
least 40

seconds

303

Did you attend antenatal clinic during this pregnancy?

1. Yes
2.No

If No
go to
part 4

304

How many times did you attend clinic during this

Write in
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pregnancy? | s numbers
305 | In any of those ANC visits did you get an opportunity
to be advised/ counseled on the following:
1. Where to deliver 1. Yes
2. No
3. Don’t remember
ii. Benefits of delivering at the health facility/hospital 1. Yes
2. No
3. Don’t remember
iii. How to reach the health facility when labor starts 1. Yes
2. No
3. Don’t remember
v. Danger symptoms during pregnancy 1. Yes
2. No
3. Don’t remember
vi. Signs of true labor 1. Yes
2. No
3. Don’t remember
306 | During the ANC visits were you alerted by health care | 1. Yes If No
providers that you have a danger signs of pregnancy? 2. No go to
Q309
307 | Which signs were you alerted that you have? o Write in
names
308 | Did your health care provider tell you that you had a | 1. Yes If No
medical problem during your pregnancy? 2. No go to
Q311
309 | What was the medical problem he told you that you Write in
had? ] e names
310 | Do you think the entire information you get during | 1. Yes
your ANC visits was adequate? 2. No
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311 | Did the health professional seem willing to answer any | 1. Yes
questions you may have had? 2. No
312 | How long did you usually have to wait before seeing | 1. Less than 15 minutes
your provider? 2. 15-30 min
3. 30min-1hr
4. More than lhr
313 | Were you satisfied with the time you usually had to | 1. Yes
wait to be seen? 2. No
314 | Were you satisfied with the amount of privacy and | 1. Yes
confidentiality you were offered during your visits? 2. No
315 | Did any staff or attendant speak to you in a way that | 1. Yes
upset you? (e.g. shouting, using abusive language etc ) | 2. No
316 | Did you feel comfortable/free to discuss all your | 1. Yes
concerns with your attendant? 2. No
Part IV. Knowledge On Obstetric Danger Signs
401 | Have you ever heard about danger symptoms during | 1. Yes If No
pregnancy? 2. No go to
Q403
402 | What danger symptoms do you know that occur during First ask the

pregnancy? (multiple answer is possible)

woman to
answer
spontaneously

Then read the
alternatives

for her

L Woman mentioned spontaneously

1. Vaginal bleeding

2. Convulsions
3.Headache with blurred
vision

4. Abdominal pain

5.Reduced fetal
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movement

6. Fever and Too weak to
get out of bed

7. Fast or difficulty in
breathing

8.Swellingof fingers, face
and legs
9. Leakage of fluid per
vagina
10. Woman mentioned

none of the above

IL. Woman mentioned after options are read

for her

1. Vaginal bleeding

2. Convulsions
3.Headache with blurred
vision

4. Abdominal pain
5.Reduced fetal
movement

6. Fever and Too weak to
get out of bed

7. Fast or difficulty in
breathing

8.Swellingof fingers, face
and legs

9. Leakage of fluid per
vagina

10. Woman know none of

the above
403 | Have you ever heard about danger symptoms during | 1. Yes If No
child birth? 2. No go to
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Q 405

404

What danger symptoms do you know that occur during

child birth?(multiple answer is possible)

First ask the
woman to
answer
spontaneously
Then read the
alternatives

for her

L. Woman mentioned spontaneously

1.Severe vaginal bleeding

2. Waters break and not in
labour after 6 hours

3. Placenta not expelled 1
hour after birth of the
baby

4.Prolonged (>12 hours)
labor

5. Woman mentioned

none of the above

IL. Woman mentioned after options are read

for her

1.Severe vaginal bleeding

2. Waters break and not in
labour after 6 hours

3. Placenta not expelled 1
hour after birth of the
baby

4.Prolonged (>12 hours)
labor

5. Woman know none of

the above

405

Have you ever heard about danger symptoms after

child birth?

1. Yes
2.No

If No
go to
part 5
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406

What danger symptoms do you know that occur after

child birth? (multiple answer is possible)

First ask the

woman to
answer
spontaneously

Then read the
alternatives

for her

L. Woman mentioned spontaneously

1. Heavy/severe vaginal
bleeding

2. Headache with blurred
vision.

3. Fast or difficult
breathing.

3.Bad smelling vaginal
discharge

4. Fever and too weak to
get out of bed.

5. Painful urination

6. Hot, swollen, painful
breasts

7. Woman mentioned

none of the above

IL. Woman mentioned after options are read

for her

1. Heavy/severe vaginal
bleeding

2. Headache with blurred
vision.

3. Fast or difficult
breathing.

3.Bad smelling vaginal
discharge

4. Fever and too weak to
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get out of bed.

5. Painful urination

6. Hot, swollen, painful
breasts

7. Woman know none of

the above

Part V. Birth preparedness and complication readiness

501 | Were you prepared for the following components

during this pregnancy:

1. Identified place of delivery 1. Yes
2. No

ii. Identified birth attendant 1. Yes
2.No

iil. Arranged transportation 1. Yes
2. No

iv. Saved money 1. Yes
2.No

v. Have a person accompanying during labor l. Yes
2.No

Vi. Arrange a person who could take care of the house | 1. Yes

and children while the mother is away 2. No

Part VI. Perceived quality of Delivery Service
Instruction: now I am going to ask you about your perception on the delivery service you get from this
facility, please be free to answer whatever you feel about the service and you have to know that the care that

you will get from now on will not depend on your answer.

601 | Do you think the structure of the facility is well | 1. Strongly agree
maintained (Delivery Room)? 2. Agree
3.Neutral
4.Disagree

5.Strongly disagree
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602

Are toilets clean for patient use?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

603

Is there a clean bed and delivery table in the

labor/delivery room?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

604

Were you made to feel comfortable by all the staff or

attendant who was attending your delivery?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

605

Did your birth attendant communicate with you about:

1. Progress of your labor?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

11. Procedures he/she needed to do?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

iii. Pain management?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree
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606

Do you think the entire information was adequate to

your needs?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

607

Was your birth attendant or other staffs willing to

answer your questions?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

608

Were you satisfied with the amount of privacy you

were offered?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

609

Did any staff or attendant speak to you in a way that

upset you? (e.g. shouting, using abusive language etc )

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

610

Did you feel comfortable/free to discuss all your

concerns with your attendant?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree

611

Do you think the staff/birth attendant spend enough

time with you during your labor?

1. Strongly agree
2. Agree

3.Neutral
4.Disagree
5.Strongly disagree
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Part VII. Accessibility of the health facility

701 | How did you get to this facility when your labor starts | 1. On foot
2. By vehicle (paid)
3. By vehicle (free)
702 | How long did it take you to reach this facility?

Thank you for your participation

Checked by:

Supervisor name ------------------- signature ---

date
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Annex 2: Amharic Version
A4.0 0N LLACAT
vhos A9 m.S 427%0 hAS
erwNLAN mS TPVCTE LT

PGk av\E), CRTICT Po

aL0:- MG LATAT A28 AN? Ab............ ANAAD~:: AHY PoeMu~t QUTT TG 290.90%8 PA%.N
ANA RLACAE PG A2 hAE Seh Lt MG TPV (L 0T FPAL TIPUCT hed P2UL °LP T4
PPTFOY S T1°T ONS 10+ i TGE OAL AGRT NOAL Akt P7Laem-(F LH AG PLav OAL NPT
(OAL: @PF HALHF gt AR PAD: +XAT AL AT (TR AS TATE A1 ORI° ANTILLA
ATR.O0F 0PLTLE OHOAT aPl8 KINTP AT i

PPOR AA9Y : 0AL AGRT NOAL Akt P7loem(t LS hG P&aP OAL NPT (ONL OPF HALHK
avgoa)t AL, PAD-T7 TXAT TIDP

PTGk PPI° : OAL AGPT (vl AL 04814, AMNINCT AT9.0TT (I TenT149° NHY TGT PILTTO- Myt
AZ AN ACPEPT LmPTIN

PPek T PA oMLk OFATFLDT PR LH PTLOAL (LPT (T8I0 PA aPmBE 271.L.L1D NDAS- (1
6 QAT OO AAPT TAFEPT T PFT A1a 2TAA:: 7 A0 (TGE PTLRCANTFD- I°79° LT
4T PAIP::

TAPEPIE AG PHAFEPT eIt PA AAFA®  hG PA VA 4PL TIIEOIC avlE AT @17
AL TANGYP:: HAFLPT WTPFOT h19.mPh A&MNPIP::

T340 ALY TG AL ParAte @EIP PAdPA+q av(Ik tm0d 1@< (oPAt+q AL APk FPATPMLET
175D (%t TIRLT ORI NTLEPE @-AT AaravA( LTILLATTT TOE hAaravAn LT AN::

TAFO +AFd NPPPTFD- AG ANPPGTFO- 0TS PTLeTTF TPI°I° P1 T84T PAC:: 11C 17 NAHY TGF
AL OGP ATGE AT LINNAA: T ATTE OmI T LA O TG AL AT7891A T4 F0% ATRCINT::
PA-oMLE LTLONLD< LH:- PA-PMLE NATTNL 15-20 L4 DA% ::

NP5 APAFG GPLE 1PHT
Y S— Y T —

ALda: Ahh TC = + 251919264517 U4 1% retimamo@gmail.com

PA aOMLET LLIIMA. ATCALHC: -
agr oL J— R —
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ATPT NOAL AW P7LoM-0H7 LHS &P DAL HIBYT NDA L OP T HRP hardPAt IC PADY TY Tt
ATITGT O1HIE aomeP

+.k | TEE ne: OAG AQHEeT

1. 43497 etacant 7%

101 (o0& | N¢rC

102 | e20NF v 1. g10F

. PADNF A1 PIOTTC
. P4 T/eH0 LT

. OO0

. hlin Av<7 PAITF

DN AW N

103 | HC 1. A7
. ACq®
T4
R Y S
. A(LmPN)-------

104 | V&7t 1. aCF&h0

. a0\ J°
LT

. GA(RMPA)--------

AW

105 | ¢FI°UCT L8 1. eantaiet

. PavBavg @ LB /T
OO 8L Tt

. e tE RLE T/

S W

106 | QA PHIPUCT L% 1. eoto9e

2. avPavg @ 0L%
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3. vt 8L
4. et L%
107 | o0 a3 1. 047 (Gt
2. 198
3. o0+ hae(t
4.+
5. &A(2mPh)--------
108 | P04 P0G v-bS 1. 047 (1CHs
2. 198
3. Mg
4. dA(RmPn)
109 | AmPAL e0-HANG 2L ONC 07 10 | 0ETC
110 | Q0FFu- @At emS 4L Oteran-t 1. 00
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3. QAS k3 09¢-
4. 23 (LN
5. 2 (taN
2. A1-TPALY etavAhE: TORPT
201 | 0AmPAL O7F L ACHANWLDOFF | oo N&7C 29§
Pt PTOALT @-CEYI° LatFd)
202 | DAmPAL O7F LH OALAN? (WLDT? | —-—--—--- 7 ©CS hiLe NAL
P e+DAL) PP+ ACTHS
A2LDAL SBMEA
203 | Av7 WROF P AST vF |
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NHY 04T 01707 O-OTF PA(MEF)
erOAL V97 10C?

1. h?
2. 249"

ACITHG@- 7 OCY
nne  nag a7y
AN

3. PAU-K? OCTHS tavAht TERPT
AU-? OHY ACTHS OPT ATTA@- PACTHS hiTd AL LATTT AovAhht mePAAU-:: PILATTA? N1’ avav\\
FLAT aeANT ALY N°FTLO- AT AL, 097,000 D- PLI° P a0 +XOT PAT::

301 | P77 OC he-tt
----------- (.77
302 | P9°T LB 1 A+ (A0h 30,.72) It is considered
2 Ahvt0(3-5 0.7%) early active if the
3 &t Ak (6-9 (b.72) following criteria
4 an2e 0ke are fulfilled
-cervix is 3-5cm
dilated,
-100% effaced and
-contraction
comes 3-5 times
per 10 min and
each lasts for at
least 40 seconds
303 | QHU ACTHT OFF PACTHGS hitd | 1. 4P TN
KECTH 10C? 2. eagP PAg
avri og
VR aVALN
4 274
304 | bt OFEIS ACMHS®- Tt @OC
we?
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hwri oL

TOE
311
275
310 | AAOT £AT PG 7 10C? 000 | -
311 | Obbra LR 7700 aol8 (1% 10+ NAT | 1. AM9° AaTI90U-
F00.L0707 2. hdT9U900-
3. 9OU9° ARAT°
4. hdngorge
5. N§RI° AANTITIP°
312 | &hdAT oo mS Anae- Py 1. ANg° raT179AU-
PEEPT Aavav\( P25 INC NAT 2. hAT999AD-
F00.20707 3. IOU° ARAT°
4. hdpegorge
5. N§RI° AANTITIP°
313 | Abvta 028, Qae>-@ ATI0T (LE7N 1. hl5 L+ f1n
A7 PUA LH FONELAT? 2. 15-30 L¢9
3. 30-1 a%t
4. nl A%t nAg
314 | AeFet NOTSLD- A% LG INCTH? | 1. AP AdTITIAD-
2. AQT1"0U-
3. 9OU9° ARAT°
4. A\ngoge
5. N§R.I° AANTITII°
315 | OhFtA L I TIO AQF o030 | 1. amg® Aao199au-
190G Pam.C et LAt 1NCH? 2. A TI99AU-
3. 9OU9° hRAT°
4. hOTIoge
5. NFaI° AANTITI9°
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316 | Ohtth 0P+ A7E? 071004 @2 | 1. AM9® Aa999AU-
N7 27L0T oA +GoCT 0900 2 KATITAD-
M5 AT h? 3. o990 heAP
4. hAngorge
5. N§RI° AANTITI9°
317 | 0709707 v-de AT MG QAP | 1 nm9e Ana9e9qp-
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