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Abstract

Background- Birth preparedness and complication readiness is a strategy to promote the timely
use of skilled maternal and neonatal care, especially during childbirth. Based on the theory that
preparing for childbirth, and being ready for complications reduces delays in obtaining this care.
Lack of advance planning for use of a 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. Birth preparedness
has been globally endorsed as an essential component of safe motherhood programs to reduce
delays for care, so reduced maternal mortality rate and neonatal mortality rate.

Objective: To assess knowledge and practices with respect to birth preparedness and
complication readiness among antenatal clients in selected Addis Ababa Health Centers.
Methods: A cross-sectional institution based study was conducted to examine knowledge and
practice of birth preparedness and complication readiness among clients at five selected

health centers by using pretested standard questioner in Addis Ababa. The sampling technique
was systematic sampling and the sample size was 290.

Results: Data were obtained from 290 mothers, yielding a response rate 100%.Taking into
account identifying danger sign during pregnancy, labor and during postnatal, and place of
delivery identification, means of transportation and saving money. About 42%, 17.2%, 27.7% of
the respondents were knowledgeable about danger sign during pregnancy, delivery, and
postpartum period respectively. Regarding to knowledge to birth preparedness 46% of the
respondents were knowledgeable and 68.0% stated that they were prepared for birth and its
complication. In this study educational status of mothers and their knowledge about danger sign

during pregnancy was associated. Illiterate mothers were 0.48 times less knowledgeable about
VI



danger sign during pregnancy as compared to those who were secondary and above
(OR=0.42(95%CI=0.21, 0.82).

Mothers with the income of 500-1000 Birr per month were 2.86 times more likely to have
knowledge about danger sign during pregnancy as compared to those who were with no
income(COR=2.86 (95% CI1=1.41,5.78)) but the significant association between educational
status, income and danger sign during pregnancy was not retained in the multivariate analysis.
Conclusion and recommendation-The study identified poor comprehensive knowledge and
practices on preparation for birth and its complication in the study area. Community education
about preparation for birth and its complication and empowerment of women through expansion
of educational opportunities are recommended for improving birth preparedness and
consequently the effects of pregnancy related complications. The individual woman, her family
and the community as a whole should have to be well informed on birth preparedness and

complication readiness.
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CHAPTER ONE
INTRODUCTION

1.1 Background

Maternal mortality is a substantial burden in developing countries. World Health Organization
(WHO) estimated that 529,000 women die annually from maternal causes. Ninety-nine percent
of these deaths occur in the developing countries. The situation is most horrible for women in
Sub-Saharan Africa, where one in every 16 women dies of pregnancy related causes during her
lifetime, compared with only 1 in 2,800women in developed country (1).

Every pregnant woman faces the risk of sudden, unpredictable complications that could end in
death or injury to herself or to her infant. Pregnancy related complications cannot be reliably
predicted, hence, it is necessary to employ strategies to overcome such problems as they arise.
Maternal mortality and morbidity are complex problems that require interventions (2).

Improving maternal mortality has received recognition at a global level as evidenced by the
inclusion of reducing maternal mortality in the Millennium Development Goals. Since it is not
possible to predict which women will experience life -threatening obstetric complications that
lead to maternal mortality, receiving care from a skilled provider (doctor, nurse or midwife)
during childbirth has been identified as the single most important intervention in safe
motherhood (3).

Birth preparedness and complication readiness (BP/CR) is a strategy to promote the timely use of
skilled maternal and neonatal care, especially during childbirth, based on the theory that
preparing for childbirth and being ready for complications reduces delays in obtaining this care.

Lack of advance planning for use of a 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. In a skilled care
approach, birth preparedness includes identifying a skilled provider and making the necessary
plans to receive skilled care for all births. Complication readiness (emergency funds, transport,
blood donor and designated decision-maker) receive greater emphasis in emergency obstetric
care programs. Birth preparedness has been globally endorsed as an essential component of safe
motherhood programs to reduce delays for care (3, 13).

In many societies in the world, cultural beliefs and lack of awareness inhibit preparation in
advance for delivery and expected baby. Since no action is taken prior to the delivery, the family
tries to act only when labor begins. The majority of pregnant women and their families do not
know how to recognize the danger signs of complications. When complications occur, the
unprepared family will waste a great deal of time in recognizing the problem, getting organized,
getting money, finding transport and reaching the appropriate referral facility these delays can
cause maternal death. (4).

For Some complications including; severe hemorrhage, a few hours matter to save life, while for
others hours or even days may be tolerable but with the prognosis getting worse as time elapses.
Complication readiness is vital to survival. Complications need quick action. The interval from
onset to death for ante-partum and post partum hemorrhage can be approximately 12 hours and 2
hours respectively.

The hours required for making arrangements which should have been made prior to the
emergency, may define the line between survival and mortality (3, 4)

If the woman and her family are well prepared for normal child birth as well as any possible

maternal or new born complications, the woman or baby are more likely to receive the skilled
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and timely care needed to preserve health and ensure survival. Although most of the time focuses
on what the skilled provider, the woman, and her family can do to prepare for birth and possible
complications, birth preparedness or complication readiness is actually a community-wide
issue(4).

1.2 Problem Statement

According to the Ethiopian Federal Ministry of Health, only18.4% of the deliveries are attended
by health professionals. In one nation where the maternal mortality ratio is 673 per 100,000 live
and IMR 77/1000 and NMR 39/1000 live births which are the highest in the world (7).

Studies conducted in Ethiopia, Tikur Anbesa hospital revealed that hemorrhage, hypertensive
disorders and ruptured uterus were among the causes of maternal death (10).

Despite the great potential of Birth Preparedness and Complication Readiness in reducing the
maternal and newborn deaths its status is not well known in most of Sub-Saharan Africa
including Ethiopia.

A study conducted in Adigrat, Ethiopia showed 86.9% of the respondents mentioned identifying
place of delivery, 83.7% mentioned saving money, 40.4% mentioned identifying skilled provider
and 40.8% mentioned identifying a mode of transportation as elements of birth preparedness.
One hundred eighteen (22.1%) of the respondents reported that they identified place of delivery,
saved money and identified a mode of transport ahead of childbirth. The study identified poor
comprehensive knowledge and practices of birth preparedness in general and very poor
knowledge on danger signs in selected health particular (20).

Limited study was found in Ethiopia on BP/CR. Therefore, this research was designed to
evaluate birth preparedness and complication readiness and factors associated with their

practices among antenatal care clients, in selected health center Addis Ababa.
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The study will provide basic data on the issue that may help health workers and policy makers to
implement and scale up safe mother hood program in an attempt to reduce the highest maternal

mortality rate and neonatal mortality rate of Ethiopia.



CHAPTER TWO

LITERATURE REVIEW

Birth-preparedness and complication readiness is a comprehensive strategy aimed at promoting
the timely utilization of skilled maternal and neonatal health care. The key elements include:
knowledge of danger signs; plan for where to give birth; plan for a birth attendant; plan for
transportation and plan for saving money. In addition, a potential blood donor and a decision
maker need to be identified. This is because every pregnant woman faces the risk of sudden,
unpredictable complications that could end in death or injury to herself or to her infant (2)

The Tenth Anniversary Conference held in Colombo, Sri Lanka, in 1997, concluded that a
skilled attendant to assist childbirth is the single most critical intervention to reduce maternal
mortality. The term “skilled attendant,” according to a joint WHO/UNFPA/UNICEF/World
Bank Statement (1999), refers exclusively to “people with midwifery skills (for example,
midwives, doctors and nurses) who have been trained to proficiency in the skills necessary to
manage normal births and diagnose or refer obstetric complications. However, the use of skilled
providers in developing countries remains low. According to the demographic and health
surveys, only 51% of women in developing countries were assisted by a skilled provider (3, 12,)
Current focus of the safe motherhood initiative is emergency obstetric care and skilled care
during child birth. Birth preparedness and complication readiness (BP/CR) is a relatively
common strategy employed by numerous groups implementing safe motherhood programs,
however, the applications of the concept are varied and there is no single agreed-upon definition.
For example, the Prevention of Maternal Mortality (PMM) Program (1987-1997) found that

inadequate funds and transport were key causes of delay in deciding to seek care and in reaching



facilities. Interventions to address these problems included a community loan program and
transportation. The Mother Care Project (1988-1998) included interventions to promote “birth
planning “or *“contingency planning. These interventions focused on planning for emergencies
3).

EMOC services are necessary if maternal mortality is to be reduced, they may not be
sufficient. Even when EMOC service is functioning well, women with obstetric
complication face a variety of barriers in using them. Anything that cause delay in
getting treatment may cost women'’s life. These delays can be prevented by BP/CR

allows a pregnant woman and her family to plan ahead, so that they can have safe and
healthy pregnancy and delivery.

Birth preparedness and complication readiness and safe motherhood program approaches
Thaddeus and Maine (1994) have provided the safe motherhood community with an explanatory
model of maternal mortality that identifies delays in seeking, reaching and obtaining care as the
key factors leading to maternal death. This explanatory model, known as the Three Delays
Model, categorizes delays into three types: delays in seeking care, delays in reaching care, and
delays in receiving adequate care once at the point of service (3).

Birth preparedness and complication readiness encourages women, households, and communities
to make arrangements such as identifying or establishing available transport, setting aside money
to pay for service fees and transport, and identifying a blood donor in order to facilitate fast
decision-making and reduce delays in reaching care once a problem arises.

In sum, at the demand level, BP/CR promotes the use of a skilled provider at birth through

increasing demand and improving access. Birth preparedness and complication readiness also



reduces delays in receiving appropriate care. It calls on providers and facilities to be prepared to
attend births and ready to treat complications (4).
To have birth preparedness and complication readiness at the provider level, nurses, midwives,
and doctors must have the knowledge and skills necessary to treat or stabilize and refer women
with complications, and they must employ sound normal birth practices that reduce the
likelihood of preventable complications (4, 12).
Awareness of the danger signs of obstetric complications among pregnant women and in their
communities is the first step to accept appropriate and timely referral to essential obstetric and
newborn care, thus, reducing the first and second phases of delay. The danger signs occurring
during pregnancy are predictive of poor outcome rather than historic risk factors (4).
According to the survey tools developed by JHPIEGO Maternal and Neonatal Health Program
(3) birth preparedness and complication readiness plan includes:

Where does she plan to deliver her baby?

Who will accompany her in labor to her chosen center?

How will she get to the health center?

Does she have money and other needed items ready and accessible?

If she develops a complication before or during labor how will she reach the nearest

health facility?

Where will she find money for any additional cost?

If she needs blood who will donate?

Is she or family able to identify danger sign?
The time required to make arrangements, which could have been made prior to the emergency,

may define the line between survival and mortality. A key element of BP is identifying a skilled
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provider who can support a woman during labor and childbirth, and manage complications that
may arise or refer the woman for higher level care (4).

Awareness about obstetric complication and birth preparedness

When an emergency_occurs, in most cases it takes a woman and her family time to realize the
seriousness of the situation. The majority of pregnant women and their families do not know how
to recognize the signs of complications, nor do they know what to do and where to get help(4)
Delay in decision to seek care: lack of information about problems/warning signs, social factors,
and delay in reaching care: having transportation, road conditions delay in receiving care: lack of
equipment or personnel at facility, lack of funding, poor attitude of personnel. These delays can
be addressed by birth preparedness and complication readiness plan, as time of labor or time of
emergency is not the time to decide what to do. Danger signs are not the actual obstetric
complications, but symptoms that are easily identified by non-clinical personnel. Standard
danger sign of pregnancy, labor and delivery are indicted below (4).

The key danger signs during pregnancy include: Severe vaginal bleeding, Swollen
hands/face, blurred vision.

The key danger signs during labor and childbirth include: Severe vaginal bleeding,
prolonged labor (> 12 hours), convulsions, retained placenta.

The key danger signs during the postpartum period include: Severe vaginal bleeding, foul-
smelling vaginal discharge, high fever.

The key danger signs in the newborn include: Convulsions/spasms/rigidity, difficult/fast

breathing, very small baby, lethargy/unconsciousness (4, 17).



Decision to seek care once the emergency is realized, the family who is unprepared wastes more
valuable time deciding what to do or who to call for help, where to go, who should accompany
the woman, as well as organizing transport and funds (4).

A Study conducted among Rural Tanzanian women on awareness of danger signs of obstetric
showed that more than 98% of the women attended antenatal care at least once. In the study half
of them knew at least one obstetric danger sign. The percentage of women who knew at least one
danger sign during pregnancy was 26%, during delivery 23% and after delivery 40%. Few
women knew three or more danger signs. The study indicated that having secondary education
or more increased six folds the likelihood of awareness of obstetric danger signs in comparison
to the illiterate ones. The likelihood to have more awareness increased significantly by increasing
age of the mother, number of deliveries, number of antenatal visits, whether the delivery took
place at a health institution or home. The study also indicated that women had low awareness of
danger signs of obstetric complications (5).

Study conducted in Kenya (2006) among 394 women attending antenatal care on birth
preparedness, knowledge of danger signs, preparations for delivery and emergencies indicted
that over 60% of the respondents were counseled by health workers on various elements of birth
preparedness, 87.3 % of the respondents were aware of their expected date of delivery, 84.3%
had set aside funds for transport to hospital during labor while 62.9% had funds for emergencies.
The study also showed that 67 % of the respondents knew at least one danger sign in pregnancy
while only 6.9% knew of three or more danger signs. According to the study all respondents did
not have a clear plan of what to do in case of an obstetric emergency. In this study, level of

education positively influenced birth preparedness (16).



The 2003 Burkina Faso Demographic and Health Survey indicated that only 38.5% of women
gave birth with the assistance of a skilled provider (17). In 2004, a cross-sectional survey with a
random sample of respondents was conducted to measure the impact of birth-preparedness and
complication readiness on the use of skilled providers at birth. Of the 180 women who had given
birth within 12 months of the survey, 46.1% had a plan for transportation, and 83.3% had a plan
to save money. Women with these plans were more likely to give birth with the assistance of a
skilled provider and controlling for education, parity, average distance to health facility, and the
number of antenatal care visits, planning to save money was associated with giving birth with the
assistance of a skilled provider. Qualitative interviews with women who had given birth within
12 months of the survey support these findings. Most women saved money for delivery, but had
less concrete plans for transportation. These findings highlight how birth-preparedness and
complication readiness may be useful in increasing the use of skilled providers at birth,
especially for women with a plan for saving money during pregnancy (19).

Similar study done in India to assess birth preparedness and complication readiness indicated
that 47.8 % were identified a trained birth attendant, a health facility, arranged for transport, and
saved money for emergency considered as well-prepared. In the study, factors associated with
well-preparedness were maternal literacy and availing of antenatal services. Deliveries in the
slum-home (India) were high (56.4%). Among these, skilled attendance was low (7.4%), 77.3%
of them were assisted by traditional birth attendants. Skilled attendance during delivery was three
times higher in well-prepared mothers compared to less-prepared mother (21).

Another prospective study was conducted at Nepal Medical College Teaching Hospital to find
out the complications of home delivery. Among the 114 women who were brought to the

hospital after home delivery, one was brought dead and one more died shortly after arrival.
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Sixty five percent were housewives, 68.4% were illiterate. As the reasons to deliver at home
stated to be due to financial limitations, ignorance and transport limitations were 32.5%, 30.7%,
16.7% respectively. The rest were due to ‘other reasons’ which were most commonly stated as to
be lack of attendant at home, long distance to hospital or delivery occurring too quickly or too
late at night to attend the facility of choice. Ninety four point seven percent delivered at home
with no trained assistance. Majority of the women (72.8%) were brought with retained placenta
or excessive bleeding per vagina. Twenty one point nine percent of the women were brought in
shock needing active resuscitation, 27.2% had postpartum hemorrhage. It was found that
antenatal services were well utilized, but mothers were less likely to access good quality delivery
and postnatal care. Despite the availability of services women still went on to deliver at home
without any trained assistance, and this effect was greatest for the less educated, poorer women.
Financial and transport limitations appear to be some of the most important factors in women’s
inability to access skilled care. This important barrier to care will need to be addressed if we
intend to improve delivery service to the most vulnerable women (22).

Globally, around 80% of all maternal death are the result of direct obstetric complications:
hemorrhage 25%, sepsis 15%, unsafe abortion 13%, eclampsia 12%, and obstructed lobour 8%
(6,9, 17).

In Ethiopian, maternal mortality ratio is estimated at 673/ 100 000 live births (7). Only 67.7% of
mothers attended antenatal care and 18.4% assisted delivery by skilled professionals and 34.3 %
postnatal care, this pointing to possible of a high maternal death ratio and disability (7).

In Addis Ababa ANC is 111% achieved, delivery coverage is 62.5%, and postnatal coverage is

48.3% (7).
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The quality of maternal care is particularly affected by mother’s education, mother’s wealth,
residence and region, for example, women with secondary or high education, women in highest
wealth quintile and urban women are twice as likely as women with no education, women in the
lowest wealth quintile and rural women to be informed about pregnancy complication. Regional
variation in the proportion of women which were informed about pregnancy complication during
ANC visits are markedly ranging from a high of 63% among women in Addis Ababa to a low of
24% in Benishangule-Gumuze Region. Similar patterns are observed for the other routine tests
and procedures .There has been a small increase in the percentage of women who have received
the various components of antenatal care over the five years. For Example, 31% of women with
birth in the five years preceding the survey in 2005 were informed of the sign of pregnancy
complication compared with 27% in 2007 (8). Similarly another study in Tikur Anbesa Hospital,
from September 2001 to August 2002, revealed a maternal mortality rate 1107.5 per 100 000 live
birth with the top three implicated cause of post abortion complication (28.9%) eclampsia

(21.1%) and rupture uterus (15.8%) (9).

A study done on maternal mortality in Addis Ababa 1983 showed MMR 566 per 100 000 live
births and mortality has highest for nulipara; the un married women employed as maids/
janitors and students. Abortion, hemorrhages, hypertensive disease of pregnancy and rupture

uterus were common among the direct obstetric causes (11).

Many more women and newborns would survive childbirth if they received the care they need
when they need it. This issue is addressed by the Birth Preparedness and Complication Readiness
(BP/CR) tool that has been developed by the Maternal and Neonatal Health Program (a

partnership of JHPIEGO, JHUCCP, ,CEDPA) to facilitate the advance preparation and rapid
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action that can reduce delays in deciding to seek care, reaching care and receiving care.
The BP/CR tool is intended for use as both a programming and an advocacy tool by
communities, health service providers, and health system administrators and planners. Structured
as a matrix, it identifies respective responsibilities, actions, practices, and skills needed by the
various stakeholders - policymakers, facility managers, providers, communities, families, and
women - whose actions can help to ensure that women and newborns receive appropriate,
effective, and timely care during pregnancy, labor, childbirth and the postpartum period.(2)

As to the researcher knowledge, no study was found in Ethiopia on B.P/C.R except the one
conducted in Adigrat at community level. Therefore, this paper was designed to evaluate birth
preparedness and complication readiness and factors associate with their practices among

antenatal care clients, in selected health centers, Addis Ababa.
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CHAPTER THREE

OBJECTIVES

3.1 General Objective
To assess knowledge and practices with respect to birth preparedness and complication readiness
among antenatal clients in selected health center in Addis Ababa.
3.2 Specific objectives
0 To assess knowledge of birth preparedness and complication readiness among antenatal
clients in selected Addis Ababa H.C.
0 To identify practices related to birth preparedness and complication readiness among
antenatal clients in selected Addis Ababa H.C.
0 To determine factors associated with the knowledge and practice of birth preparation and

complication readiness among antenatal clients in selected Addis Ababa H.C.
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CHAPTER FOUR

METHODOLOGIES

4.1 Study area

The study was conducted in 5 randomly selected governmental health centers in Addis Ababa
city Administration. Addis Ababa is the capital city of Ethiopia. There are 10 sub cities and 99
Kebeles, which are directly accountable to their Sub city administration. Estimated population of
Addis Ababa is 2,854,462 (8) .Out of the total population 1,495,738 are females; there are 5
hospitals and 26 health centers. The reason for selecting Addis Ababa health centers is more
clients are available from different kifle ketema than hospitals. Most mothers follow their
antenatal check up at governmental health centers since the service is given free of charge.
4.2 Study design A quantitative cross-sectional institution based study was conducted to assess
knowledge and practice of birth preparedness and complication readiness among antenatal
clients in Addis Ababa health center.
4.3 Source population
All antenatal clients, attending selected governmental health centers in Addis Ababa.
4 .4 Study population
Pregnant mothers who were attending in the antenatal clinic of each selected health centers
Addis Ababa.
4.4.1 Inclusion criteria

Pregnant mothers who were attending 2nd ANC visit and above.

Women who were mentally and physically capable of being interviewed.

Those who are volunteer to participate in the study

16



4.4.2 Exclusion criteria

Those clients who are in their first Antenatal visit

Who are not volunteer

Who are not mentally and physically capable of being interviewed

4.5 Sample size determination:

Sample size was determined by using single population proportion based on the following
assumptions: 95% confidence level, finding (22%) from previous study (20), and a 5% margin of

error.
(Zq/z)z pd—p)
d2

Where: - n= sample size

z,),= critical value = 1.96 for 95% Cl

p = prevalence of BP/CR= 22%

d = precision (marginal error) = 0.05

ni= (1.96)2.22(1-.22) (.05)?

With the above inputs the minimum sample required was 264. Taking 10% contingency the final
sample size is 290.

4.6 Sampling procedure

Systematic sampling method was used to identify the required health centers with the sampling
interval of 5. After alphabetical ordering of 26 government health centers, the first health center
is assigned randomly among the first 5 health centers and then the remaining health centers were

selected with the sampling interval of 5. The desired number of clients for each health center was
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determined based on the size of pregnant women in the individual selected health centers using
proportionate sampling method. Individual study participants were selected using systematic
sampling technique in which every third client was interviewed in each health center.

nin health center — nf* &in a health center
Ntotal
Where
N in health center= Proportion of pregnant women in a given health center
Nt = Total number of pregnant women in the selected health centers

ng= Total sample size

N in a nealth center= Number of pregnant women in a given health center

List of 26 Health

Centers Systematic sampling

Addis ketema) (Lideta H.C Kirkos H.C Teklehaimanot Woreda 23

H.C 2400 H.C 2000
1950 2240 HC 2260

Proportionate gampling method

64 52 60 61 53

[ 290 pregnant women attending antenatal clinic

N

Figure 2: Framework of sampling procedure
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4.7 Study period

The actual study was carried out from October 2010 - May 2011 using pretested interviewer
administered questionnaire.

4.8 Data collection instrument

A structured questionnaire adapted from the survey tools developed by JHPIEGO Maternal
Neonatal Health Program (3), developed in English in such a way that it includes all the relevant
variables to meet the objectives, which were knowledge and practice. An individual who had
very good knowledge of both English and Amharic languages translated the English version to
Amharic for better understanding of the enumerators and respondents. Another individual of
similar ability also translate the Amharic version back to English to check for it original
meaning.

The data collection tool was pre-tested on 29 similar women in the town from the sub kebeles in
Bole health center which were not included in the study before the initiation of the main study.
Findings and experiences from the pre-test were utilized in modifying the interview

4.9 Data collection procedure

Five diploma graduate nurses who were not working in the antenatal clinic (one nurse for each
health center) were recruited as data collectors, two BSc. graduate nurses were recruited as
supervisors. All data collectors and supervisors were oriented for a day on data collection
process based on the guide that was developed by principal investigator for data collectors and
clarifying how to interview the questionnaire. They were allowed to fill the questionnaire and
later discussion was made in all contents of the format and areas of difficulties were revised.
Beside this, they were trained on their responsibilities for describing the purpose of the study,

giving orientation, telling clients the importance of honest and sincere reply, on responding to
19



questions. At the time of the actual data collection, the data collectors arrived early in the
morning and gave card with recorded time of arrival. Clients were interviewed after they got the
AJN service. The principal investigator and the coordinator strictly followed the overall activities
for each activity on daily base to ensure the completeness of questionnaire, to give further

clarification and support for data collectors.
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4.10 variables

Independent

Socioeconomic and demographic factors (age, marital status, religion, ethnicity, Education,
income, family size).

Obstetric factors (Parity, complications experienced, history of still birth).

Husband’s factors (age, occupation, education, income)

Dependent

Knowledge of birth preparedness and complication readiness

Practice of birth preparedness and complication readiness

4.11 Data quality assurance

Questionnaire was prepared in English version and translated in to Amharic and back to English.
It was pre-tested on 10% of the calculated sample size in health facility which was not selected
in the study. Additional adjustment was made based on the results of the pre-test. Data collection
was carried out by trained nurses who were from other department of the health facilities. Ten
percent of the collected data was checked by the supervisor daily for completeness and finally
the principal investigator had monitored the overall quality of data collection.

4.12 Data analysis procedure

Data was cleaned/entered in to computer and was analyzed using SPSS version 15 statistical
Software’s. Mother who identified at least 3 danger signs during pregnancy, delivery and
postnatal period was considered as knowledgeable. Mothers were considered as well prepared if
they practiced at least five components of birth preparedness. Binary logistic regression analysis

was determined to assess association between variables. The strength of statistical association
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was measured by adjusted odds ratios and 95% confidence intervals and statistical significance
was considered at P<0.05.

4.13 Ethical clearance

Ethical clearance was obtained from Addis Ababa university School of Nursing and Midwifery
research committee and College of Health Sciences Institutional Review Board. Written
permission was requested from Kifle Ketemas of the respected health centers. Clients were
provided with information sheet about the objective of the study, client’s privacy, confidentiality
of the information obtained during interview and verbal informed consent was obtained from
participants.

4.14 Dissemination and Utilization of results

Result of the study will be disseminated to Addis Ababa University School of Nursing as partial
fulfillment of master’s degree in nursing. And will be communicated to the Ministry of Health,
Addis Ababa Health Bureau, and all government health services in Addis Ababa. The findings
will be presented in different seminars, meetings and workshops and will be published in a
scientific journal. Hard and soft copy will be available in the library of Addis Ababa University

for graduate students as well as for other concerned readers.
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4.15 Operational definitions:

Practice: A woman’s activities or behavioral experience in relation to normal and complications
of pregnancy, labor/childbirth and postpartum period.

Antenatal clients: Pregnant women attending the antenatal clinic in the health H.C.

Knowledge of obstetric complication(s): Any symptom of obstetric complication(s) reported
by woman which may occur in women during pregnancy, delivery or within 6weeks after
delivery.

Birth preparedness: A woman was considered as birth prepared if she identified more than five
component of birth preparedness.

Skilled provider: Persons with midwifery skills (physicians, health officers, nurses/midwives)
who can manage normal deliveries and diagnose, manage or refer obstetric complications.
Knowledgeable on key danger signs of pregnancy: A woman is considered knowledgeable if
she can mention at least three key danger signs for pregnancy.

Knowledgeable on key danger signs of labor/childbirth: A woman is considered
knowledgeable if she can mention at least three key danger signs for Labor/childbirth.
Knowledgeable on key danger signs of post partum: A woman is considered Knowledgeable
if she can mention at least the three key danger signs for post partum

Saved money: Any money put aside by the woman or her family for childbirth reported.
Identified place of deliver: A place for delivery planned ahead of childbirth reported by the
woman.

Identified mode of transport: Any kind of transport which is identified ahead by the women or
her family for the purpose of transportation to place of childbirth or for the time of obstetric

emergencies reported.
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CHAPTER FIVE

RESULTS

Out Of 290 women identified for the study 290(100%) responded to the interview. About 50% of
the respondents were between ages 21 and 26 years. The mean age was 25.6(4.2), sixty four
point five percent of the participant were Orthodox in religion and 102 (35%) were Amhara.
Majority 263 (90%) of the women were married and most 188(64.8%) of the respondents were
housewives. Hundred twenty seven (43.8%) had completed secondary school and 183 (63.1%) of
the respondents had no income during the survey. In regard to their husbands, hundred thirty five

(46.6%) were private employee and 100(38.5%) had monthly income of 500-1000(Tablel)
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Tablel: Distribution of socio-demographic and economic variables of respondents, of

selected Addis Ababa health centers, 2011.

Variable Frequency Percent
Age in years
15-20 47 16.2
21-26 145 50.0
27-32 90 31.0
33+ 8 2.8
Total 290 100.0
Marital status Married
single 263 90.7
widowed 23 7.9
divorced 2 v
Total 2 v
290 100.0
Religion
Orthodox 187 64.5
protestant 26 9.0
Muslim 75 25.9
others 1 3
Total 100.0 100.0
Ethnicity
Amahara 102 35.2
Oromo 68 23.4
Tigre 21 7.2
Gurage 81 27.9
others 18 6.2
Total 290 100.0
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Table 1: Distribution of socio-demographic and economic variables cont’d...

Variables Frequency Percent
Occupation
Housewife 188 64.8
Gov. employee 24 8.3
Pvt. employee 45 155
business 26 9.0
others 7 2.4
Total 290 100.0
Educational status
Iliterate 45 15.5
read& write 16 5.5
primary 102 35.2
secondary &above 127 43.8
Total 290 100.0
Respondents income
no income 183 63.1
100-300 20 6.9
301-500 32 11.0
501-1000 41 14.1
>1000 14 4.8
Total 290 100.0
Husband occupation
Government employee 68 23.4
Private employee 135 46.6
Business man 73 25.2
Other 14 4.8
Total 290 100.0
Husband income
100-300 21 8.1
301-500 41 15.8
501-1000 100 38.5
>1000 98 37.7
Total 260 100.0
Family sizel-3
4-6 214 73.8
>6 58 20.0
Total 18 6.2
290 100.0
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Obstetric characteristics of the respondents

One hundred forty eight (51%) of the women were primigravida (pregnant for the first time) and
about 142 (49%) had more than 2 pregnancies and 17 (5.8%) of the respondent had history of
stillbirth. Regarding to the gestational age 190 (65.5%) of them were between 5-8 months and 88
(30.3%) were greater than 8 months (Table 2).

Table 2: Obstetric characteristics of respondents, in selected Addis Ababa Health centers,

2011
Variable Frequency Percent
Gravida
1 148 51.0
2-3 127 43.8
4 and above 15 5.2
Total 290 100.0
Para
0 165 56.9
1-2 114 39.3
>3 11 3.8
Total 290 100.0
Live birth
0 173 59.7
1 85 29.3
2 and above 32 11.0
Total 290 100.0
Still birth
0 273 94.1
1 10 3.4
2+ 7 2.4
Total 290 100.0
Gestationalage in(months)
1-4 12 4.1
5-8 190 65.5
>8 88 30.3
Total 290 100.0
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Knowledge on danger signs during pregnancy

Out of the 290 respondents, 204(70.3%) reported that they had the information about danger sign
during pregnancy. From those who had the information 102(50%) identified severe headache as
danger sign while vaginal bleeding was indicated as danger sign by 96(47.1%) of the
respondents. Convulsion 69(33.8%), fever 67(32.8%), fainting 69(33.8%), weakness 56(27%)
were also indicated by the study subjects as danger sign (Table 3)

Table 3: Knowledge of respondents on danger signs during pregnancy, in selected Addis
Ababa health centers, 2011

Variable Response frequency | Percent
Mentioned vaginal bleeding as danger sing during pregnancy Yes 96 47.1
no 108 52.9
Total 204 100.0
Mentioned severe head ace as danger sing during pregnancy Yes 102 50.0
no 102 50.0
Total 204 100.0
Mentioned blurred vision as danger sing during pregnancy Yes 46 22.5
no 158 77.5
Total 204 100.0
Mentioned convulsion as danger sing during pregnancy Yes 69 33.8
no 135 66.2
Total 204 100.0
Mentioned edema as danger sign during pregnancy Yes 96 47.1
no 108 52.9
Total 204 100.0
Mentioned fever as danger sign during pregnancy Yes 67 32.8
no 137 67.2
Total 204 100.0
Mentioned fainting as danger sign during pregnancy Yes 69 33.8
no 135 66.2
Total 204 100.0
Mentioned difficulty of breathing as danger sign during pregnancy Yes 18 8.8
no 186 91.2
Total 204 100.0
Mentioned weakness as danger sign during pregnancy Yes 56 21.5
no 148 72.5
Total 204 100.0
Mentioned abdominal pain as danger sign during pregnancy Yes 41 20.1
no 163 79.9
Total 204 100.0
Accelerated/reduced fetal movement as danger sign during | Yes 37 18.1
pregnancy no 167 81.9
Total 204 100.0
Mentioned membrane rapture as danger sign during pregnancy Yes 80 39.2
no 124 60.8
Total 204 100.0
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Knowledge of Danger signs during labor/childbirth

Out of the total 290 respondents, one hundred fifty eight (54.5%) of them stated that they had the
information about danger sign during labour and delivery. The reported symptoms were severe
vaginal bleeding by 111(70.3%) and prolonged labour > 12 hrs by 66 (41.8 %) (Table 4)

Table 4: Knowledge of respondents on danger signs during labor/childbirth, in selected Addis

Ababa health centers, 2011

Variable Response frequency Percent
Mentioned vaginal bleeding as danger sing | Yes 111 70.3
during lobour and delivery no 47 29.7
Total 158 100.0
Mentioned severe head ache as danger sing | Yes 45 28.5
during lobour and delivery no 113 71.5
Total 158 100.0
Mentioned severe head ache as danger sing | Yes 45 28.5
during lobour and delivery no 113 71.5
Total 158 100.0
Mentioned fever as danger sign during | Yes 27 17.1
lobour and delivery no 131 82.9
Total 158 100.0
Mentioned loss of consciousness as danger | Yes 32 20.3
sign during lobour and delivery no 126 79.7
Total 158 100.0
Mentioned prolonged labour > 12 hrs as | Yes 66 41.8
during lobour and delivery no 92 58.2
Total 158 100.0
Mentioned Retained placenta as danger sign | Yes 36 22.8
during lobour and delivery no 122 77.2
Total 158 100.0
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Knowledge on danger signs during post partum

Out of the 290 respondents, 144(49.7%) stated that they know the information about danger sign

during postpartum period. Out of those who had the information, 111(77.1%) reported vaginal

bleeding and 44 (30.6%) sever head ache as a danger sign.

Table 5: Knowledge of respondents on danger signs during postpartum period, in selected

Addis Ababa health centers, 2011

Variable Category | frequency Percent
Mentioned heavy vaginal bleeding as danger sing during | Yes 111 77.1
postnatal period no 33 22.9
Total 144 100.0
Mentioned severe head ache as danger sing during postnatal | Yes 44 30.6
Period no 100 69.4
Total 144 100.0
Mentioned Blurred vision as danger sing during postnatal | Yes 22 15.3
period no 122 84.7
Total 144 100.0
Mentioned convulsion as danger sing during postnatal period Yes 29 20.1
no 115 79.9
Total 144 100.0
Mentioned edema as danger sing during postnatal period Yes 37 25.7
no 107 74.3
Total 144 100.0
Mentioned fever as danger sign during postnatal period Yes 46 31.9
no 98 68.1
Total 144 100.0
Mentioned fainting as danger sign during postnatal period Yes 35 24.3
no 109 75.7
Total 144 100.0
Mentioned breathing problem as danger sign during postnatal | Yes 7 4.9
period no 137 95.1
Total 144 100.0
Mentioned weakness as danger sign during postnatal period Yes 33 22.9
no 111 77.1
Total 144 100.0
Mentioned foul smelling vaginal discharge as danger sign | Yes 37 25.7
during postnatal period no 107 74.3
Total 144 100.0
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Source of information about birth preparedness

From the total respondent (290), one hundred thirty-four (46.2%) of them were informed about
birth preparedness. Mothers were also asked about the source of information of birth
preparedness, they stated that they gained the information as it is displayed on the graph below

(Figure 3)

49%

42.60%

1.3% -
—

Health worker CHW TTBA mother and mass
media

Figure 3: Distribution of mothers by their source of information,in selected
Addis Ababa health centers, 2011

Knowledge of respondents about preparation for birth and its complication

One hundred thirty four (46.2%) of the respondents reported that they heard the term birth
preparedness. However, it seems that the respondents consider that anything which is done
before child birth like preparing flour for porridge as birth preparedness. Regarding the
recommended elements which have to be done as birth preparedness, 128(44.1%) of the
respondents spontaneously mentioned identify place of delivery, 206(71%) mentioned saving

money, and 49.7% were among others like Gonfo, cloth, and food materials (Table 6).
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Table 6: Knowledge of respondents about preparation for birth and its complication, in

selected Addis Ababa health centers, 2011(n=290).

Variable Responses | frequency Percent
Identify place of delivery Yes 128 44.1
no 162 55.9
Total 290 100.0
Saving money Yes 206 71.0
No 84 29.0
Total 290 100.0
Preparing materials for safe delivery Yes 26 9.0
no 264 91.0
Total 290 100.0
Identify skilled health care provider Yes 54 18.6
no 236 81.4
Total 290 100.0
Awareness on danger sign Yes 111 38.3
no 179 61.7
Total 290 100.0
Designate decision maker Yes 48 16.6
no 242 83.4
Total 290 100.0
Arranging a way to communicate with a | Yes 74 25.5
source of help no 216 74.5
Total 290 100.0
Emergency fund Yes 106 36.6
no 184 63.4
Total 290 100.0
Means of transportation Yes 103 35.5
no 187 64.5
Total 290 100.0
Prepare blood donors Yes 15 5.2
no 275 94.8
Total 290 100.0
Identify health care facilities which are 24 | Yes 101 34.8
hours on duty no 189 65.2
Total 290 100.0
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Out of the total respondents 31.3% are considered knowledgeable on danger sign during
pregnancy, 17.2% were considered knowledgeable on danger sign during delivery, 21.7%
considered knowledgeable on identifying danger sign during post partum period. Regarding birth
preparedness 46.2% of the respondents considered knowledgeable (Table 8).

Table 7: respondents considered knowledge and well prepared for birth and its

complication, in selected Addis Ababa health centers, 2011

Variables Category Frequency | Percentage
Knowledgeable about danger sign during | Yes 123 42.4
pregnancy No 167 78.7
Total 290 100
Knowledgeable about danger sign during | Yes 50 17.2
lobour and delivery No 240 82.8
Total 290 100.0
Knowledgeable about danger sign during | Yes 63 21.7
Postnatal NO 227 78.0
Total 290 100.0
Knowledge about birth preparedness Yes 134 46.2
No 156 53.8
Total 290 100.0
Practice of birth preparedness Yes 199 68.6
No 91 314
Total 290 100.0
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Practice on birth preparedness

Majority of the respondents reported that they made some arrangement for the birth of their
baby, of these 248(85.5%) answered that they identified place of delivery, 239(82.4%) saved
money, 222(76.6%) prepared material for safe delivery,93 (32.1%) identified skilled
provider,197(67.9%) identify danger sign,130(44.8%) delegate decision maker,225 (77.6%)
saved emergency fund, 181(62.4%) arranged means of transportation,60(20.7%)prepared Blood
donors,221(76.2%) identified facility which works 24 hours (Table 8).

Table 8: Practices of respondents on preparation for birth, in Addis Ababa 2011,n=290

Variable Category frequency Percent
Identified place of delivery Yes 248 85.5
no 42 14.5
Total 290 100.0
Saving money Yes 239 82.4
no 51 17.6
Total 290 100.0
Preparing materials for safe delivery Yes 222 76.6
no 68 23.4
Total 290 100.0
Have you Identified skilled health care | Yes 93 32.1
provider no 197 67.9
Total 290 100.0
Did you identify danger sign Yes 197 67.9
no 93 32.1
Total 290 100.0
Designate decision maker Yes 130 44.8
no 160 55.2
Total 290 100.0
Prepared emergency fund Yes 225 77.6
no 65 22.4
Total 290 100.0
Means of transportation Yes 181 62.4
no 109 37.6
Total 290 100.0
Prepared blood donors Yes 60 20.7
no 230 79.3
Total 290 100.0
Identified health care facilities which are | Yes 221 76.2
24 hours on duty no 69 23.8
Total 290 100.0
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Maternal socio-demographic and obstetric factors associated with their knowledge of
danger signs during pregnancy

In the bivariate analysis significant association was observed between the educational status of
mothers and their knowledge about danger signs during pregnancy. llliterate mothers were 0.42
times less knowledgeable about danger signs of pregnancy than those who were secondary and
above (COR=0.42(95%CI=0.21, 0.82))

Maternal income was among the socio-economic factors which was significantly associated with
the knowledge of danger signs during pregnancy. Mothers with the income of 500-1000 Birr per
month were 2.86 times more likely to have knowledge about danger sign during pregnancy as
compared to those who were with no income(COR=2.86 (95% CI=1.41,5.78)) but the significant
association between educational status, income and danger sign during pregnancy was not
retained in the multivariate analysis (Table 9)

Association between marital status, parity, gestational age and knowledge of danger signs during

pregnancy was tested in the bivariate and multivariate analysis and found to be no association.
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Table 9: Association of maternal socio-demographic variables with their knowledge

danger sign during pregnancy, in selected Addis Ababa health centers, 2011

Variable Knowledge of danger signs during pregnancy

Category Yes No COR(95%Cl) P AOR(95%Cl) P
value value

Marital status | Married 111(42.2%) | 152(57.8%) | 0.91(.41,2.02) 0.91 | 0.92(.36,2.30) 0.64
Not Married 12(44.4%) 15(55.6%) 1.0 1.0

Educational Iliterate 16(26.2%) 45(73.8%) 0.42(0.21, 0.82) 0.01 |0.12(0,33,0.83) |0.15

status Primary 49(48%) 53(52%) 1.10(0.65, 1.86) 0.72 | 0.80(.33,.33) 0.30
Secondary& 58(45.7%) 69(54.3%) 1.00 1.0
above

Occupation House wife 70(37.2%) 118(62.8%) | 0.63(0.30,1.32) 0.22 | 0.58(0.19,1.74) 0.33
Governt.empl | 16(66.7%) 8(33.3%) 2.1(.71,6.31) 0.17 | 2.09(0.56,7.74) 0.27
Private empl 21(46.7%) 24(53.3%) 0.93(0.38,2.28) 0.87 | 0.76(0.28,2.04) 0.59
Busines 16(48.5%) 17(51.5%) 1.0

Income 100-300 5(25%) 15(75%) 0.55(.19,1.58) 0.26 | 0.33(.08,1.33) 0.12
3001-500 14(43.8%) 18(56.3%) 1.28(.60,2.74) 0.26 | 0.86(0.28,2.67) 0.80
501-1000 26(63.4%) 15(36.6%) 2.86(1.41,5.78) 0.003 | 1.79(0.60,5.32) 0.29
>1000 9(64.3%) 5(35.7%) 2.97(0.95,9.23) 0.059 | 1.050(.20,5.46) 0.94
No income 69(37.7%) 114(62.3%) | 1.0 1.0

Gravidity 1 69(46.6%) 79(53.4%) 1.74(.56,5.35) 0.32 | 2.25(0.25,19.87) | 0.46
2-3 49(38.6%) 78(61.4%) 1.25,.40,3.89) 0.69 | 1.64(0.20,12.95) | 0.63
4+ 5(33.3%) 10(66.7%) 1.0 020 |1.0

Parity 0 79(46.1%) 89(53.9) 1.49(.42,5.30) 534 | .71(.04,12.05) 0.81
1-2 43(37.7%) 71(62.3) 1.06(.29,3.83) 929 | .79(.07,8.64) 0.85
>3 4(36.4%) 7(63.6%) 1.0 1.0

Live birth 0 70(45.7%) 94(54.3%) .53(.64,3.04)3.04 | .395 | .95(.21,4.3) 0.95
1-2 32(37.6%) 53(62.4%) .39(.64,3.04) 395 | .89(.32,2.44)) 0.82
>2 12(37.5%) 20(62.5%) 1.0

Stillbirth 0 116(42.5%) | 157(57.5%) | .55(.12,2.52) 445 | .34(.04,2.53) 0.29
1 3(30%) 7(70%) .321(.043,2.41) 270 | .19(.01,.36) 0.19
2+ 4(57.1%) 3(42.9%) 1.0 1.0

Gestational 1-4 4(33.3%) 8(66.7%) .722(.202,2.580) 616 | .48(.09.57) 0.39

age 5-8 83(43.7%) 107(56.3%) | 1.12(.671,1.87) .664 | 1.067(.60,1.88) 0.82
>8 36(40.9%) 52(59.1%) 1.0 1.0
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Maternal socio-demographic and obstetric factors associated with their birth preparedness

There was a statistically significant association between gestational age and preparation for birth

and its complication .Women with the gestational age range of 5-8 months are 0.53 times less

likely to prepare for birth and its complication when compared with the mothers greater than 8

months of pregnancy. (OR=0.53(95%CI1=0.29, 0.98)(Table 10).

Table 10: Association of selected socio-demographic and obstetric factors of respondents
with the Practice of birth preparedness Addis Ababa, in selected health center,

n=290)2011.

Variable Practice of birth preparedness
Category Yes No COR(95%ClI P- AOR(95%CI) P-

value value

Marital Married 182(69.2) 81(30.8%) 1.32(.58,3.01) 0.80 .921(.367,2.308) 0.86

status Unmarried 17(63%) 10(37.0%) 1.0

Occupati | House wife | 122(64.9%) | 66(35.1%) .592(.253,1.385) 0.22 1.01(.29,3.42) 0.98

on Government | 19(79.2%) | 5(20.8%) 1.216(.343,4.315) 0.72 .52(.12,2.29) 0.39
Private empl | 33(73.3%) | 12(26.7%) .880(.313,2.476) 0.80 .62(20,1.91) 0.41
Business 25(75.8%) | 8(24.2%) 1.0

Educatio | Illiterate 39(63.9%) | 22(36.1%) 648(.337,1246) 0.19 .594(.27,1.26) 0.17

n Primary 67(65.7%) | 35(34.3%) .700(.397,1214) 0.21 .708(.37,1.32) 0.28
Secondary 93(73.2%) | 34(26.8%) 1.0
above

Income 100-300 14(70.0%) | 6(30.0%) 1.316(.483, 3.588) 0.59 | 2.122(.534,8.437) 0.28
3001-500 24(75.0%) | 8(25.0%) 1.692(.720, 3.980) 0.22 1.738(.5006.039) 0.38
501-1000 32(78.0%) | 9(22.0%) 2.006(.902, 4.458) 0.08 | 2.522(.741,8.576) 0.13
>1000 12(85.7%) | 2(14.3%) 3.385(.735, 15.58 0.11 | 5.387(.708,40.999) 0.10
No income 117(63.9% | 66(36.1%) 1.0

Gravidity | 1 95(64.2%) | 53(35.8% .000 .000 0.99 .000 .000 0.99
2-3 89(70.1%) | 38(29.9%) .000 .000 0.99 .000 .000 0.99
4+ 15(100 %) | .0(0)

Parity 0 106(64.2%) | 59(35.8%) .000 .000 0.99 | 0.54(.000, 1.00
1-2 82(71.9%) | 32(28.1%) .000 .000 0.99 | 0.81(.000, 1.00
>3 11(100.0%) | 0(0%) 1.0

Live 0 111(64.2%) | 62(35.8%) 41(.16,1,05) 0.41 | 0.61(.10,3.46) 0.58

birth 1 62(72.9%) | 23(27.1%) .62 (.22,1.70) 0.62 1.70(.53.5.46) 0.36
2+ 26(81.3% 6(18.8%) 1.0 0.43

Stillbirth | 0 162(66.7%) | 91(33.3%) .000 .000 1.00 .000(.000,..) 0.99
1 10(100.0%) | 0(0%) 1.000 .000 0.99 | 0.43(.000, 1.00
2+ 7(100.0%) | 0(9%) 1.0 . 1.0

Gestation | 1-4 9(75.0%) 3(25%)) 1.10(.29,4.76) 0.80 | 0.28(.04,1.72) 0.17

al age 5-8 127(66.8%) | 63(33.2%) .80(.46,1.39) 0.42 | 0.53(.29,.98) 0.04
>8 63(71.6%) | 25(28.4%) 1.0 1.0
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CHAPTER SIX

DISCUSSION

The aim of this study was to assess knowledge and practice of birth preparedness and
complication readiness among antenatal attendees in selected Addis Ababa health centers.
Current approach of decreasing the delay in taking action is birth preparedness and complication
readiness. Knowledge of danger signs of obstetric complication is the first step in appropriate
and timely referral for essential obstetric care. The spontaneous knowledge of respondent about
key danger signs were indicative for the poor awareness of women and a possible high chance of
poor outcome of pregnancy. This could be attributed to presence or absence of relevant
intervention to promote birth preparedness and complication readiness as well as utilization of
health care service (2, 3).

In this study when spontaneous knowledge of danger signs during pregnancy is considered,
only 96(47.1% ) mentioned vaginal bleeding ,this was high comparing with the study done in
Adigrat 2006 (22), in which 59(10.9% )and 107(9.6%)in Tanzania,(5).

The proportion of respondent who reported that they have the information about danger signs of
pregnancy was 204(70.7%). Out of these respondents, considered knowledgeable and well
prepared for birth and its complication were 123(42.4%), 50(17.7%), 63(21.7%), during
pregnancy, delivery, and postpartum respectively. This finding was higher than the finding from
Kenya, 2006(16) in which only 67% of mothers knew at least one danger sign, but (6.9%)
mothers knew at least 3 danger signs of pregnancy.

One hundred thirty four (46.2%) of the respondents reported that they heard the term birth

preparedness. However, it seems that the respondents consider that anything which is done
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before child birth like preparing flour for porridge as birth preparedness regarding the
recommended elements which have to be done as birth preparedness.

In this study 106(36.6%) of mothers saved money in case of emergency during lobour. This
finding was lower than the finding from Kenya,2006(16) in which 62.9% of mothers set aside
money for emergency, this could be due to lack of consideration of unpredicted event during the
process of lobour and delivery. But this finding was higher when compared with the finding from
Adigrate, 2006(20) in which 154(28.8%) of mothers saved money for emergency. The reason
could be that the study was conducted in the center of the city where better access of health care
is available and is lower when compared with the finding in Burkinafaso (2004) which was
83.3%(19).

Even when money is available, it can be difficult to secure transportation at the last minute after
a complication has arisen. Arranging transport ahead of time reduces the delay in seeking and
reaching service (3). In this study 103(35.5%) of the respondents spontaneously mentioned
identifying mode of transportation for childbirth which is higher when compared to a study in
Nepal(22)which was (1.5% in base line study) and from Adigrat (20) which was 54(10.1%).

The reason could be that they may not use the WHO recommended antenatal card where the
component of birth preparedness are in the cards.

One hundred twenty eight (44.1%) of the respondents sponteonesly mentioned identifying place
of delivery. About 78% of the respondents reported that they identified place of delivery ahead
of childbirth which is high when compared with the result from Adigrat (20)which was
140(26.2%)and the result were almost similar with the finding from India which was 47.8%
There was a statistically significant association between gestational age and preparation for birth

and its complication .
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Women with the gestational age range of 5-8 months are 0.53 times less likely to prepare for
birth and its complication when compared with the mothers greater than 8 months of pregnancy
(OR=0.53(95%CI=0.29, 0.98).this could be justified as the mothers approaches to 9 month
gestational age they have the opportunity of getting health education on birth preparedness which

implies the health education stats later in the gestational age.
Strength and limitation of the study
Strength of the study
e The study has include all the illegible subjects in the selected health centers and has got
100% response rate
e The questioner was pretested on similar setting and a necessary modification was made
to minimize the difficulty during the data collection.
e  Recall bias was minimized since it focused on pregnant women who were in their 2™
visit and above

Limitation of the study

e Since the study is cross —sectional it may not be strong to demonstrate direct cause and
effect between dependent and independent variables.

e Since the data collectors were Health professionals there may be some social desirable
responses for some of the variables.

e Lack of adequate similar studies in our country to make comparative discussion.
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CHAPTER SEVEN

CONCLUSION AND RECOMMENDATIONS
7.1 Conclusions
Education and counseling on different aspects of birth preparedness was not provided to all
clients. Respondent’s knowledge of danger signs in pregnancy was low. Many respondents did
not know about birth preparedness and had no plans for emergencies. The present study
identified poor comprehensive knowledge and practices of birth preparedness in the study area in
general, and poor knowledge on danger sign of obstetrics complication in particular. The
information given about danger signs and birth preparedness during the ANC follow up was not
comprehensive.
7.2 Recommendations
» Strengthening of health services in promoting early ANC attendance and improving the
information given during the follow up, with special emphasis given to birth
preparedness in general and information on danger signs in particular is recommended.
» Empowerment of women by expanding education opportunity and increase women’s
autonomy within the family to enhance their ability to earn the control house hold
saving and decide by themselves on their own health.
» Further studies on birth preparedness at individual, family and community level is
suggested
» This study suggested that repeated capacity building workshops for skilled providers to

enhance their capabilities for improving the efficiency of ante -natal services.
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Annex |
Addis Ababa University
College of health sciences
Department of nursing and midwifery
Annex I: Information Sheet
Questionnaire on Assessment on birth preparedness and complication readiness in Addis Ababa
health centers
Code of the health institution

Hello! My name is (Name of the data collector-) . We are conducting

health research on Assessment knowledge and practice on Birth preparedness and complication
readiness among antenatal clients. This is beneficial to identify areas of improvement in the
pregnant birth preparedness and highlighting the need for corrective actions. By doing this we
will provide sufficient information for policy makers, clinicians so that they could make
informed decision. In order to attain this goal, you are kindly requested to provide your genuine
response on the questions given below. | would like to confirm you that you have the right to
stop the interview at any time or skip any question that you do not wish to answer. Because
taking part in this survey is voluntary and your responses will be held in strict confidence. Your
privacy will also be protected and no one will know your answer. If you do not wish to
participate, it will not affect the services you receive at the clinic now or in the future.

| also request you to answer it candidly because your answers are like one important piece of
brick in the whole research and determine the outcome of this study. Thank you very much for
your willingness to listen to me.In case if you have any question you can ask:

Luchia Araya Mobile phone: +251-911-172460

Are you willing to participate?
If the answer is, YES, - Please continue
NO Thanks her

Signature: Date:
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Annex — 11
Addis Ababa University

College of health sciences
Department of nursing and midwifery
Consent Form

MY NAME 1S, === =mmmmmm oo (Interviewer)

I temporarily represent Addis Ababa University, college of health science, Department of Nursing and
midwifery. This is a study to be conducted with the objective of assessing knowledge and practices with
respect to birth preparedness and complication readiness and factors associated with their practices among
women who are antenatal clients. As the study is directly related to women who are antenatal clients, you
are one of the women who have been selected randomly to participate in this study. Therefore, you are
kindly requested to participate in this study and provide the information required from you. | would like
to ask you a few questions if I may, but you can refuse to answer any question | ask. You may end the
interview at any time. You can also refuse to participate in the study entirely. Your refusal will not restrict
you from obtaining the required medical care when you need. The interview will last approximately 30
minutes.Your responses will be kept confidential and there will be no way of linking your individual
responses to the final results of the study findings. We would like to inform you that the responses that
you provide to the questions are very essential, not only, for the successful accomplishment of the study,
but also for producing relevant information which will be helpful in the planning and implementation of
intervention activities to prevent delays and improve maternal and neonatal survival. Are you voluntary to
respond to the questions? Yes; ----proceed with the interview No; ---- thank her and End.

Name of interviewer who sought the consent:

Date Signature:

Name of supervisor:

47



A%0 AN LLACHTE PmS ALY hAR
PICATTS PULERLL TIVCT AFA

AT TUNTIHOLE P&

M SATAYE (19

Ax NAg.a K00 ezacht: PG AL hAE PICN 779 2918044 TPUCT hed NLHLPTT Oht 10+
LU PTLET PAN L1 ParMy-t::

LV TG LTLNELM- ACTHT ADAL NUBTG ALITIP 00T FAACT HHIEF AATPTPNP PATFD- AD-1G
+90C APU° NG OC OHOOH HATT AapgtT 1m-x

eV Tt NIFAM-C AGHTF 2C NP eHLPH AT O PGE A29.Aate (AN rtavlme BT W78, hCOHP
197 F: QALY ALY 7T AL AT9414G ANGAL 0°LF A1%.0m<7 (VTS ATnePAT: Ut W78, 9175 0-9°
TOE AAavav\( @ TAN: WT409° N9T75D9° LH LOBD<7 TIRLTG TR AATPPATE LT AN

OPG+E AAPAHEP T9TTF ho110P AT NTITTT AP PTgv::

TEEG avf\(x 30 LbP LONSA:

LV MM 7Lam-t aPAad® NTLATC P7l.m0P AAPT hTek O-mt 2C (979 P71.000 ALLAIP:
ALIITAL PIPRAID 17 LV PTULAM-F aPAG (NMP° ANLATL PULPID- TGEY ATITGT F AT
ONACTIHS O-PF F (DAL LH AT hO-AL ORA ATLLIT eMS TICT APeI~T A aPHIE+F Aavdin
ANLATL PP Abe ATID-MG (910G ATIPA PASTT AG A%.0 ATLOAS. PVISTT VLT AT187 PTLmPI°
ACEERT ATITTHIP -

TP NAP T

&T2 AChe 0911172460 LLa-fex
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Annex -111 English version questionnaires for exit interview

Identification Information

001. Code No.

002. Kifle ketema Keble House no.

Section 1: Socio-demographic Information

101. Age in completed years in year: --------------=---------

102. Marital status:-

01. Single 02. Married/in union

03. Widowed 04. Divorced /Separation
103. Religion:

01. Orthodox 02. Catholic

03. Protestant 04. Muslim

97 Other (Specify)
104. Ethnicity:
01. Amhara 02. Oromo,

03. Tigray 04. Guragae, 970ther (Specify)

105. Occupation:
01. Housewife, 02. Govt. employee
03. Private employee  04. Business

97 Other (Specify)
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106. Educational status
01. Hliterate:
02. Read & write
03. 1-6 grade
04. 7-8 grade
05. Secondary +1
06. Diploma & above
107. Monthly income in Eth. Birr: -
01. 100 - 300 02. 301 - 500
03. 501 - 1000 04. > 1000
108. Husband’s age in completed years------------
109. Husband’s occupation:-
01. Govt. employee 02 . Private employee

03. Business 97. Other (Specify)

110. Husband’s educational status Illiterate
01. Read & write 02. Primary
03. Secondary and above,

111. Family size: -------------
01. 1-3 02. 4-6

03. >6
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Section 2: Gravidity and parity

201. How many times in total you became pregnant?
01.1 02. 2-3
03. 4 and above
202 How many times in total you gave birth?
01.0 02.1-2
03. >3
203 How many of your pregnancies resulted in a baby that was born Alive?
01.0 02.1
03. 2 and above
204 How many of your pregnancies resulted in a baby that was born Dead?
01.0 02.1

03.2+
Section 3: Knowledge

301. Do you know any/some serious health problem/s that can occur during pregnancy that
could endanger the life of a pregnant woman?
Od Yes 02No —— 303
302. Can you mention them?
01. Vaginal bleeding [ |
02. Severe headache []
03. Blurred vision [ ]

04. Convulsions D
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05. Swollen hands/face. []
06. High fever D
07. Loss of consciousness ()
08. Difficulty breathing ()
09. Severe weakness )
10. Severe abdominal pain ()
11. Accelerated/reduced fetal movement ()
12. Water breaks without labor (]

97. Other (Specify)-----------m-mmemmeem -

303. Do you know any/some serious health problem/s that can occur during labor and

Child birth? that could endanger the life of a pregnant woman?

01 Yes 02 No » 305
304. Can you mention them?
01. Severe vaginal bleeding []
02. Severe headache []
03. Convulsions []
04. High fever []
05. Loss of consciousness [ _]
06. Labor lasting>12hours [ ]
07. Placenta not delivered 30 minutes after delivery []

97. Other (Specify)
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305. Do you know any/some serious health problem/s that can occur during the first 42
days after birth that could endanger the life of the women?
01 Yes 02 No —»307
306. Can you mention them?
01. Severe vaginal bleeding
02. Severe headache
03. Blurred vision.

04. Convulsions

[]

[]

[]

[]

05. Swollen hands/face D

06. High fever ]

07. Loss of consciousness. D
08. Difficulty breathing.

[]

09. Severe weakness D

10. Malodorous vaginal discharge []

97. Others (specify)

307. Have you ever heard the term “birth preparedness?
01 Yes 02.No —»309

308. From whom did you get the information?

01. Health professional [ ] 02. TTBA [ ]
03 . CHW, [] 04. Mothers [ ]
05. Media [] 06 . Other(specify)
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309. In your opinion, what are some things a woman can do to prepare for birth?
01. Identify place of delivery [ ]
02. Save money []
03. Prepare essential items for clean delivery & post partum period (]
04. ldentify skilled provider D
05. Being aware of the signs of an emergency & the need to act immediately D
06. Designating decision maker on her D
07. Arranging a way to communicate with a source of help []
08. Arranging emergency funds D
09. Identify a mode of transportation []
10. Arranging blood donors [ ]
11. Identifying the nearest institution that has24 hours functioning EmOC services ]

97. Other . (Specify) ----=-mmmmmm oo

Section 4 Practices of respondents on preparation for birth, in selected health

center, Addis Ababa

401. Do you Identify place of delivery
01. Yes_ 02. No___

402. Are you saving money?
01.Yes__ 02. No___

403. Are you preparing essential items for clean delivery & pos partum
01. yes  02. No_

404. Have you identified skilled provider
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0l.yes_ 02. No_

405. Can you detect early signs of an Emergence?
01.Yes__ 02.No___
406. Have you Designated decision maker
0l.yes  02.No
407. Have you arranged for emergency funds?
0l.yes_ 02.No__
408. Have you ldentified mode of Transportation
0l.yes  02.No_
409. Have you arranged blood donor
0l.yes  02.No_
410. Have you ldentified institution with 24 hr EmOC services
Ol.yes  02. No

This is the end of the interview.

THANK YOU!

Date of data collection

Name of data collector

Signature

Name of supervisor

Signature
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NEA 2. ¢ POCTHS AS PONL U3
201. NAMPAL 9°F PUA 1 ACTHH 1o Pardh?
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