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Abstract
Background: Pregnancy complications are the major health problems among women in

developing countries. Approximately 529,000 women die from pregnancy related causes

annually and almost all (99%) of these maternal deaths occur in developing countries.

Objective: To assess knowledge, attitude and practice of mothers towards obstetric danger signs

during pregnancy in Debre Birhan City Administration, April, 2014.

Methods: A community based cross-sectional quantitative study was conducted in April,2014, on
a sample of 634 mothers who are at least 4 months pregnant for primi gravid and delivered in
the past 24 months selected from, 4 urban and 2 rural Kebeles of Debre Birhan city

Administration. Multistage sampling technique was employed to select the study participants.

Results: A total of 634 mothers were enrolled in the study giving a response rate of 99.7%. The
study participants from selected urban kebeles constituted 76.7%. Most (68.2%) of the study
participants were found to have poor knowledge. Respondents who got obstetric danger signs
information from media had 2.8 times good knowledge than those respondents who didn‘t get
information from the same source [AOR=2.8, 95%CI (1.7- 4.65)].52.7% of the study participants
had negative attitude. Participants who had formal education have 2.2times positive attitude than
a participants who had informal education [AOR=2.2, 95% CI (1.1- 4.4)].0Out of 51(8.1%) who
experienced obstetric danger signs 44(7.0%) had Good practice.

Conclusion: Knowledge and attitude of study participants are not satisfactory (68% poor
knowledge and 52.7%) the practice of the study participants who had experienced obstetric

danger signs during pregnancy was good.

Recommendation: Awareness of key danger signs needs to be given priority as it prepares
women and their families for timely and appropriate decisions and action in case of obstetric
danger signs.

Key words: Danger signs, Pregnancy, Obstetric care.
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CHAPTER ONE

1. INTRODUCTION

1.1 Background
Pregnancy complications are the major health problems among women in developing countries.

Approximately 529,000 women die from pregnancy related causes annually and almost all (99%)
of these maternal deaths occur in developing countries. The global maternal mortality is
unacceptably high (1).

Although there was significant progress in all developing regions, the average annual percentage
decline in the global maternal mortality ratio (MMR) was 3.1%, short of the millennium
Development Goals (MDGs) target of 5.5%. Every day, almost 800 women still die due to
pregnancy or child birth, and for every woman who dies 20 or more experience serious
complications. One of the United Nations* MDGs is to reduce MMR by 75% by 2015 (2).
Developing countries account for 99% (284,000) of the global maternal deaths, the majority of
which are in sub-Saharan Africa (162,000) and Southern Asia (83,000). These two regions
accounted for 85% of global burden, with sub-Saharan Africa alone accounting for 56%.The
average maternal mortality ratio in developing countries in 2010 was 240 per 100,000 births
versus 16 per 100,000 in developed countries reflecting inequities in access to health services,
and highlighting the gap between rich and poor. Sub-Saharan Africa had the highest maternal
mortality ratio at 500 maternal deaths per 100,000 live births. According to a systematic analysis
of progress towards Millennium Development Goal 5 more than 50% of all maternal deaths in
2008 were in only six countries (India, Nigeria, Pakistan, Afghanistan, Ethiopia, and the
Democratic Republic of the Congo) (3).

The situation in Ethiopia is similar to the situation in many developing countries. In Ethiopia the
levels of maternal mortality and morbidity are among the highest in the world and the current
estimate of MMR is 676 per 100, 000 live births and it is reported that Maternal deaths
accounted for 30% of all deaths to women age 15-49 (4). Reduction of mortality and morbidity
of both mother and newborn have been identified as priority areas need urgent attention by the

health sector.



Maternal morbidity and mortality could be prevented and minimized significantly if women and
their families recognize obstetric danger signs and promptly seek health care (6).

The commonest danger signs during pregnancy include severe vaginal bleeding, swollen
hands/face and blurred vision. Key danger signs during labor and childbirth include severe
vaginal bleeding, prolonged labor, convulsions, and retained placenta. Danger signs during the
postpartum period include severe bleeding following childbirth, loss of consciousness after
childbirth, and fever. Hemorrhage remains the leading cause of maternal mortality, accounting
for approximately one third of deaths (7).

Many of the complications that result in maternal deaths contributing to prenatal deaths are
unpredictable, and their onset can be both sudden and severe. The complications leading to
maternal death can occur without warning at any time during pregnancy and childbirth (8).

Low awareness of danger signs and symptoms during pregnancy, labor, delivery and postpartum
contribute to delays in seeking and receiving skilled care. Awareness of the danger signs of
obstetric complications is the essential first step in accepting appropriate and timely referral to
obstetric and newborn care. Knowledge of obstetric danger signs and birth preparedness are
strategies aimed at enhancing the utilization of skilled care during low risk births and emergency
obstetric care in complicated cases in low income countries. Increased knowledge and awareness
is essential for reducing delays in seeking health care and in reaching a health facility.
Communities and individuals should be empowered not only to recognize pregnancy related
risks, but they must also have the means to react quickly and effectively once such problems
arise (9-11).

The national reproductive strategy of Ethiopia has given emphasis to maternal and newborn
health so as to reduce the high maternal and neonatal mortality. The strategy focuses on the need
to empower women, men, families and communities to recognize pregnancy related risks, and to
take responsibility for developing and implementing appropriate response to them. One of the
targets in the strategies is to ensure that 80% of all families recognize at least three danger signs
associated with pregnancy related complications by 2010 in areas where health extension

program is fully implemented (12).



1.2. Statement of the problem
Maternal mortality is the leading cause of the adult female deaths in many countries. Women"s

death during childbirth often means death for the newborn, and both death and disabilities
translate into emotional, social, and economic hardships for women"s older children, their entire
families, and even for communities (11). Every minute, a woman dies due to causes related to
pregnancy, childbirth and postnatal period (13). Maternal deaths are avoidable, if women with
complications are able to identify and seek appropriate emergency obstetric care which makes a

difference between life and death (14).

Maternal deaths have both direct and indirect causes. Around 80% of maternal deaths worldwide
is brought about by direct obstetric complications The five major global causes of maternal death
are: severe bleeding (mostly bleeding postpartum), infections (also mostly soon after delivery),
unsafe induced abortion, hypertensive disorders in pregnancy (eclampsia) and obstructed labour.
Globally, about 80% of maternal deaths are due to these causes. Hemorrhage alone accounts for
one third of all maternal deaths in Africa, yet many of these deaths are preventable. Severe
bleeding after birth can kill a healthy woman within two hours if she is unattended. Obstetric
fistula resulting from obstructed labor is a long term complication suffered by as many as two
million women). Indirect causes such as malaria, diabetes, hepatitis, anemia and other
cardiovascular disorders which are aggravated by pregnancy can also lead to maternal death (1,

3).

Awareness of the danger signs of obstetric complications is the essential first step in accepting
appropriate and timely referral to obstetric and newborn care. Raising awareness of women on
danger signs of pregnancy, childbirth and the postpartum period improve mother's attitude to
seek medical care and is crucial for safe motherhood (11).

When mothers do not recognize the danger signs in pregnancy, adverse effects can occur to the
mother, the unborn baby, or the pregnancy itself. Adverse effects include:

Illness or death of the mother, for instance, severe bleeding can lead to anemia or death of the
mother, infection to the unborn baby through prematurely ruptured membranes, when amniotic
fluid leaks from the vagina. If not attended to, this can lead to fetal or neonatal morbidity and

mortality, termination of a pregnancy before term in vaginal bleeding. Maternal hypertension or



fever, can lead to increased numbers of neonatal deaths or prematurely born babies who may
eventually die due to inadequate facilities to care for them (2).

A mothers death in childbirth denies her children their natural, primary care giver and
significantly increases the risk that her infant will die or fail to survive to age 5. A mother"s
death also has an extremely detrimental effect on her children®s access to education and health
care. Many children who survive without mothers also risk being emotionally lost (1, 2, 3).

Most maternal deaths are avoidable, as the health care solutions to prevent or manage
complications are well known. All women need access to antenatal care in pregnancy, skilled
care during childbirth, and care and support in the weeks after childbirth. It is particularly
important that all births are attended by skilled health professionals, as timely management and
treatment can make the difference between life and death (1, 2).

According to the Ethiopian Federal Ministry of Health, only10% of the deliveries is attended by
health professionals. In one nation where the maternal mortality ratio is 676 per 100,000 live and
IMR 59/1000 and NMR 37/1000 live births which are the highest in the world. In Ethiopia, there
is little information about the knowledge, attitude and practice of obstetric danger signs during
pregnancy since the introduction of Health Extension Workers (HEWs), despite the national
Reproductive strategy aim to raise the awareness to 80% in the area in which HEW are deployed
(12).

Studies conducted in Aleta Wondo district, indicated that the knowledge level of pregnant
women about obstetric danger signs (during pregnancy, childbirth and postpartum period) was
low and affected by residential area. Therefore, the identified deficiencies in awareness should
be addressed through maternal and child health services by designing an appropriate strategies
including provision of targeted information, education and communication. Inspite of great
potential of knowledge, attitude and practice of obstetric danger signs in reducing the maternal
and newborn deaths its status is not well known in most of Sub-Saharan Africa including
Ethiopia (15).

The study therefore aims to fill this gap by assessing the current status of knowledge, attitude

and practice of danger signs among mothers in the study area.



1.3. Significance of the study

As there is no adequate information on obstetric danger signs KAP, the study result will be vital
and can be used as an input for maternal health curriculum, strategy and package establishment.
This study will provide basic data on the issue that may help policy makers and as baseline data
for MOH to reduce the highest maternal mortality rate of Ethiopia. In addition to this, this study
can have the following importance to different stake holders:

The outcome of the study can be an input for concerned policy makers in decision making
process regarding obstetric danger signs for pregnant and delivered mothers. And also it serves
as an input for health education program undertaken by different organizations so as to keep the
pregnant and delivered mothers being aware of the consequence of obstetric danger signs. It is
also assumed to help the health sector management to notice the current situation of their clients
and pregnant mothers danger signs KAP and then to work accordingly with other stakeholders
like families, health professionals, governmental and nongovernmental organizations and with
the university students as well. It can be used as a stepping stone for health professionals if there
is any possibility of intervention. The research can be used as a base for other health
professionals including midwives in understanding the situation of the case and extending their
intervention or work to different institutions.

The information from the research will also help to identify gaps in the provision of ANC which
will call for interventions that will encourage women to attend ANC. This information will also
help to improve on the ways of providing information to Antenatal mothers that will help to
increase awareness on danger signs in pregnancy.

Families and individuals can be benefited from this study by reading the research findings and
also by taking part in the interventions that will be made by different stake holders. Since there is
no tangible research conducted in the study area, this research can provide baseline data for a
researcher who is interested in the area.

The information generated from the study should benefit both service providers and district
health management teams in improving the quality of antenatal care (ANC) services, particularly
the quality of information provided to pregnant women in the health care facilities. The findings
should provide information to health care practitioners regarding the awareness of danger signs
of obstetric complications among pregnant women. Finally, the findings should help and guide

the development of focused behavioral change strategies for pregnant women.



CHAPTER TWO

2. LITERATURE REVIEW

Relative to other negative health outcomes, maternal mortality is not widely perceived to be a
major personal health risk. Many communities are declared to accept a certain level of maternal
and newborn mortality as a natural occurrence. Low knowledge of danger signs and symptoms
during pregnancy, labor, delivery and postpartum period contribute to delays in seeking and

receiving skilled care (18, 19).

The low status of women, poverty and background system also prohibit women from obtaining
maternal services. In most societies within the country there is little or no encouragement or
support for women with pregnancy complication to seek appropriate care. Furthermore, women
as well as the family members are often not aware of the life threatening danger signs of

pregnancy or birth related complications, on either the mother or the newborn (20).

Information, education and communication (IEC) strategies designed to increase the knowledge
of danger signs during pregnancy, child birth or postpartum period among women. Safe
motherhood programs can effectively increase knowledge of danger signs of pregnancy through

facility and community based educational strategies (21).

According to a study from Sidama Zone in Ethiopia, when asked to mention danger signs during
pregnancy the most common spontaneously mentioned danger signs were vaginal bleeding by
45.9%, difficulty of breathing by 14.1% and loss of consciousness by 12.7%. Other signs
mentioned include high fever accounting for 9.2%, severe headache for 7.4%, and severe
abdominal pain for 7.0%. 39.0% didn't know any danger signs of pregnancy. 30.4% mentioned at
least two danger signs during pregnancy and 63.6% believed that a woman could die of the

above mentioned danger signs (15).

According to the study in Tsegedie District, vaginal bleeding was the most commonly mentioned

danger signs of pregnancy (49.1%) and childbirth (52.8%). 58.8% of respondents mentioned at



least two danger signs of pregnancy. 35.1% of respondents didn't know any danger signs of
pregnancy(16).

Cross sectional study in Tanzania revealed as there were no differences in the awareness of
danger signs during pregnancy, delivery or after delivery as related to age, educational level,
number and place of deliveries. Number of antenatal care visits and woman informed of a
complication during antenatal care and having secondary education or above increase the
likelihood of awareness of obstetric danger signs. Moreover, the likelihood of awareness of
obstetric danger signs increased with age, number of deliveries, number of antenatal visits, when
deliveries was at a health institution. According to this study marital status, occupation, and
advice to deliver in hospital were not associated with awareness of a danger sign during
pregnancy, delivery and after delivery (19). Study done in Tanzania Mpwapwa district women
with primary education and above were twice more likely to be prepared for birth and ready for

complications (22).

A cross sectional study done in Gambia revealed that women who had four or more pregnancy
had good awareness about pregnancy danger sign than those with few pregnancy. Apart from
this two to four children and higher number of visits were not significantly associated with
higher levels of awareness of danger signs. Pregnant women who received antenatal care in rural
areas and those that received antenatal care in urban areas were similar in most respects with
regard to knowledge of danger signs of pregnancy, delivery/ labor, and postpartum period. This
study also revealed; ANC follow up only will not make the women to have high awareness of
danger signs of obstetric complications. Better awareness of danger signs was strongly
associated with higher level of education of the woman. Educated women are more likely to seek

appropriate medical care during pregnancy and delivery (25).

Safe motherhood programs can effectively increase knowledge of danger signs through clinic
and community based educational strategies. IEC strategies designed to increase the awareness
of danger signs during pregnancy, delivery or the postpartum period among pregnant or recently
pregnant women (21). A prospective community based intervention study in Pakistan revealed
health education of mothers in the community improves mothers knowledge about danger sign

of pregnancy (26).



Studies in Tanzania and Guantemala revealed the role of educational status in increasing women
awareness of obstetric danger signs. The difference was statistically significant between level of
awareness and level of education (19, 21). Occupation, number of family members, parity, and
places of previous delivery, attendance of ANC and women with pregnancy complication during

last pregnancy associated with knowledge of danger sign of pregnancy (8, 21, 23).

Socio-economic and cultural factors were among major barriers of knowledge on pregnancy
related complications and preventing mothers not to have knowledge about danger sign of
pregnancy (28). Women who are using health facilities, who had heard radio, TV message or

participated in women groups, are more likely to have heard of danger signs in pregnancy (21).

Un-educated women and those not using health facilities for delivery care are more likely to
have pregnancy complications in the later stage of pregnancy (26). In most societies there is little
or no encouragement or support for women who have a pregnancy complication to seek
appropriate care. Women, particularly in the poor socio-economic status have the tendency of
late reporting of morbidity episodes. Hence it is necessary to impart knowledge about pregnancy
related problems and to understand the root cause of generating complications during delivery

among such poor women (28).

Maternal and child survival are dependant up on recognition of the problem, decision making
about care, access to care, and quality of care (29). Anya et al (2008) who stated that, educated
women have better pregnancy outcome compared with un- educated women. The danger signs
occurring during pregnancy are predictive of poor outcome rather than historic risk factors (30).

Educated women have better pregnancy outcome compared with uneducated women (25).

A study done on Knowledge and Practice of maternal health care in Indonesia, revealed that
among the pregnant women who attended ANC, 36.6% of the respondents gave correct answers
to a question on common knowledge such as, it is necessary to go to the hospital when severe
headache or vision problems happens in pregnancy(32). This indicates that when women are
taught about danger signs, they develop positive attitude towards their own health and their

pregnancy.

In a related study done in Lusaka on Attitude and Practice of child bearing women towards

danger signs in pregnancy, revealed that the hindrances to positive attitude were low income and

8



noninvolvement of other relatives in decision making when danger signs are observed. This
indicates that adequate income levels allow pregnant women to seek medical services early when

they face pregnancy related problems (31).

The study done in Karachi indicate a poor knowledge of common and serious pregnancy related
complications based on their perception related to danger signs. Five percent of the women
perceived absent/decreased fetal movement as a danger sign of pregnancy. Other reported danger
signs included premature uterine contraction by 3%, premature rupture of membranes by 3%,
convulsions by 13%, obstructed labor by 23% and bleeding by 39% (33).

In summary, low awareness of danger signs and symptoms during pregnancy, labor, delivery,
and post-partum contribute to delays in seeking and receiving skilled care. Safe motherhood
programs can effectively increase knowledge of danger signs through clinic and community
based educational strategies. Recognition of danger signs in pregnancy and subsequently getting
medical help can drastically affect maternal and newborn morbidity and mortality. Awareness of
obstetric danger signs increased with age, number of deliveries, number of antenatal visits, when
delivery was at a health institution.

Many studies revealed age, residence, marital status, occupation, educational level, gravidity,
parity, number of family members, places of previous delivery, attendance of ANC and women
with pregnancy complication during last pregnancy associated with knowledge of danger sign of
pregnancy. Studies revealed maternal and child survival rate dependent upon recognition of the

problem, decision making about care, access to care, and quality of care.

Conceptual framework

The conceptual frame work shows the boundary that the study will cover and the relationship
which will be proven after going through all research steps. The relationship was proposed
between four categories of independent variables (Personal, socioeconomic, health service
related factor and source of obstetric danger signs information) and the dependent variable; KAP
on obstetric danger signs of the study participants.

The relation is depicted by one directional effect of the independent variable on the dependent
variable with no relations between the independent variables. It was prepared by principal

investigator after reviewing for different literatures.
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Figure 1: Conceptual frame work on assessment of knowledge, attitude and practice of danger
signs among mothers in Debre Birhan City Administration, North Shoa Zone, Amhara Region,
April, 2014.
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CHAPTER THREE

3. OBJECTIVE

3.1. General objective

The general objective of the study was;

o To assess knowledge, attitude and practice of obstetric danger signs during

pregnancy among mothers in Debre Birhan city administration, North Shoa,

Ambhara, Ethiopia April, 2014.

3.2. Specific objectives

The specific objectives of the study were;

o To assess mothers level of knowledge on danger signs during pregnancy.

o To determine mothers attitude towards danger signs during pregnancy.

o To assess mothers practice on danger signs during pregnancy.

o To investigate the possible effect of the socio-demographic characteristics of
study participants and source of danger signs information on KAP of obstetric

danger signs during pregnancy of the respondents.
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CHAPTER FOUR

4. METHODS AND MATERIALS

4.1. Study area and period

The study was conducted in Debre Berhan City Administration. Debre Birhan is a City
Administration in central Ethiopia, Located in the North Shoa Zone of the Amhara Region, about
130 kilometers North East of Addis Ababa on the paved highway to Dessie. It has a latitude and
longitude of 9°41'N39°32'E / 9.683°N 39.533°E Coordinates: 9°41'N39°32'E / 9.683°N
39.533°E and an elevation of 2,840 meters. It was an early capital of Ethiopia and after wards,
with Ankober and Angolalla, was one of the capitals of the kingdom of Shewa.

A community survey with gestational age of at least 4 months for primi gravid and delivered
mothers within the last 24 months will be conducted in April 2014 in Debre Birhan city
administration. Administratively, Debre Birhan town is divided into 9 urban and 5 surrounding
rural kebeles. The total population of the town is estimated to be 84, 944 of which 41, 248
(48.6%) were males and 43, 696 (51.4%) were females (35). The study was conducted in April,

2014 using pretested interviewer administered questionnaire.

4.2. Study design
Community based cross-sectional quantitative study was conducted to assess knowledge, attitude
and practice of obstetric danger signs during pregnancy among mothers in Debre Birhan city

administration.

4.3. Source population
All pregnant women with gestational age of at least 4 months for primi gravida and all mothers
who gave birth within 24 months preceding the survey irrespective of place and outcome of

delivery in the community of Debre Birhan city administration were source population.

4.4. Study population
Randomly selected women of childbearing age who were with gestational age of at least 4
months for primi gravid and who gave birth in the last 24 months prior to the survey on which

the actual study was conducted in Debre Birhan city Administration.
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4.4.1. Inclusion criteria
Mothers who were mentally and physically capable of being interviewed and those who were

volunteer to participate in the study.

4.4.2. Exclusion criteria

Mothers who were critically sick and pregnant health worker.

4.5. Sample size determination:

The following assumptions were made to determine the sample size:

The formula to calculate the sample size was

n= (za/2)*p (1-p)/ D?, Where

n=number of the study subjects

7= the standardized normal distribution curve value for the 95% confidence interval (1.96)
P=the level of KAP of obstetric danger signs during pregnancy in Debre Berhan City
Administration which is 50%

d=the desired precision of the estimate (the margin of error between the sample and population,
5%)

=(1.96)*x 0.50 (1-0.50) / (0.05)>

=384+38 =422

422*%1.5= 634

The total sample size after computing for 10 % non-response rate and 1.5 design effects was 634.

4.6. Sampling procedure
Multistage sampling was used to select study subjects. First, all the Kebeles in the District were

stratified in to urban and rural. Then 4 out of 9 urban and 2 out of 5 rural Kebeles are selected by
lottery method. The calculated sample size was proportionally allocated to urban (n= 485) and
rural (n= 147) areas respectively. Then the number of all pregnant women, at least four months
for primi gravid and their gestational age and all delivered mothers in 24 months prior to the
study were taken from each selected kebeles health extension workers. Then, frames of
households were prepared for each kebele in collaboration with the health extension workers.

In kebele 1 there were 727 households and 280 delivered and pregnant mothers were registered.
Regarding kebele 3 there were 1036 households and 313 delivered and pregnant mothers were

found. Census of kebele 5 indicated that 993 total house hold were found and 166 delivered and

13



pregnant mothers were registered. According to kebele 7 Health extension worker data there
were 733house holds, 252 delivered and pregnant mothers were registered. In Faji kebele 445
households and 112 delivered and pregnant mothers were registered. Finally Genet kebele had
503 household, 145 delivered and pregnant mothers. Households with pregnant women of at
least 4 months for primigravid and mothers who gave birth in the last 24 months prior to the
survey were selected using systematic random sampling from the existing sampling frame of
households. For selecting the study participants, simple random sampling was used for each
kebeles. For households with no eligible woman the immediate next household was selected and

then subsequent households were selected according to the already pre-determined order.

Sampling procedure

Figure 2: Diagrammatic presentation of sampling procedure for the study.
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4.7. Data collection instrument

A structured questionnaire adapted from the survey tools developed by JHPIEGO Maternal
Neonatal Health Program (12), developed in English in such a way that it includes some
variables to meet the objectives, which was knowledge and other related literatures are used for
other objectives. An individual who had very good knowledge of both English and Amharic
languages translated the English version to Amharic language for better understanding of the
enumerators and respondents. Then it was translated back to English.

The data collection tool was pre-tested on similar women on the other Debre Birhan urban
kebeles which were not included in the study before the initiation of the main study.

Findings and experiences from the pre-test was utilized in modifying the interview.

The questionnaire consists of six parts with a total of 42 questions. The first part was about
socio-demographic characteristics of the study participants composed of 8 questions. The second
part was about past obstetric history and other part consisted of questions raised for assessment
of obstetric danger signs knowledge, attitude, and Practice and health service related. Questions
about past obstetric history include-gravidity, parity, number of children and decision maker
during delivery. Questions about knowledge -on obstetric danger signs consists of 7 questions
focusing on information given, meaning of obstetric danger signs, source of information, can any
woman develop, mentioning danger signs they know. The attitude aspect includes- importance of
knowing danger signs and health seeking behavior of mothers. Practice of obstetric danger signs
include-experience of obstetric danger signs, what danger signs they experienced and measure
they took when they faced obstetric danger signs. The last part was health service related
question and it was consisted of-time it takes to nearest health facility, ANC follow up, number
of ANC visits, last delivery place.

The questionnaire was first Prepared in English and then translated into Amharic language for
better understanding by respondents. The Amharic version of the questionnaire was then
translated back to English language to check for its consistency.

Two days training was given for six data collectors (nursing students) and two supervisors. The
training was given on the study purpose and the questionnaire itself, regarding interviewing
techniques and correct completion of the structured questionnaire and also ethical considerations
in collecting the data. The supervisors were monitoring the data collection process and they were

also availing the participants for the data collectors.
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4.8 Data collection procedure

Six Nursing degree students (one nurse for each Kebele community) were recruited as data
collectors, two BSc graduates Midwife were recruited as supervisor. All data collectors and
supervisors were oriented for 2 days 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 were made in all
contents of the format and areas of difficulties were revised.

Additionally, 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
questions. The principal investigator and the coordinator strictly follow the overall activities for
each activity on daily base to ensure the completeness of questionnaire, to give further

clarification and support for data collectors.

4.9. Study variables

Dependent variable

Knowledge of obstetric danger signs (key danger signs during pregnancy: vaginal bleeding,
swollen hands/face and blurred vision.
Attitude of obstetric danger signs

Practice of obstetric danger signs
Independent variable

Socioeconomic and demographic factors:
Age

Marital status

Religion

Ethnicity

Educational status

Monthly income

Obstetric factors

Parity

History of still birth

Number of children,

Live birth
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Husband’s factors

Occupation

Health service related factors

Time taken to nearest health facility

ANC follow up

4.10. Operational definitions

Danger signs: Presence of condition that increases the chances of pregnant woman and/ or her
unborn child dying or having poor health.

Mothers: Refers to women who are pregnant and/ or who have child.

Knowledge: Knowledge of obstetric danger signs means the basic information that the mothers
have regarding obstetric danger signs.

Good knowledge: refers to those participants who respond correctly to knowledge questions and
score above the median value.

Poor knowledge: refers those participants who correctly respond to knowledge questions and
score median value and below the median value.

Attitude: It is an opinion of study participants towards obstetric danger signs.

Positive Attitude: refers to those participants who respond correctly to attitude questions and
score above the median value

Negative Attitude: refers to those participants who respond correctly to attitude questions and
score median value and below the median value

Practice: A woman'Ss activities in relation to obstetric danger signs of pregnancy.

Good practice: refers to those participants who seek medical care first when they experience
obstetric danger signs.

Poor practice: refers to those participants who seek care from a TBA and an older woman first,
and who stayed home when they experience obstetric danger signs.

Health personnel: (HEW, physicians, health officers, nurses/midwives) who can manage
normal deliveries and diagnose, manage or refer obstetric complications.

Not married-Mothers who were not in marital union during data collection.

Informal education-Mothers who were illiterate and can read and write only.

Formal education- Mothers who were primary and secondary school.

High level education- Mothers whose educational status were diploma and above.
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4.11. Data quality assurance
Questionnaire was prepared in English version and translated in to Amharic and back to English.

Before the initiation of the main study pre-test was carried out on 10% of the calculated sample
size in urban kebele community which are not selected in the study in order to check
understandability, clarity and completeness of the questionnaire. Based on the finding of the pre-
test the questionnaire was modified as necessary. Data collection was carried out by trained
nursing students from Debre Birhan University. Ten percent of the collected data was checked
by the supervisor daily for completeness and finally the principal investigator monitored the
overall quality of data collection.

To control the quality of the data processing, the data was cheeked for its completeness before
data entry and the cleaning process was done by running simple frequency after data entry for its

consistency. The inconsistent data was checked referring the hard copy of the questionnaire.

4.12. Data processing, analysis and Interpretation

After the data collection, each questionnaire was checked for its completeness. Data entry,
cleaning and coding was done by Epi Info version 3.5.4 statistical soft ware package & exported
to SPSS window version 20 for analysis. Associations between variables were assessed by using
odds Ratio, 95% Confidence Intervals. Multiple logistic-regressions were also used to adjust for
possible confounding variables. Corresponding P value of < 0.05 was considered as statistically
significant at 95% of confidence interval. Tables, bar graphs, pie charts and cross tabulations
were used to present the data.

To determine obstetric danger signs knowledge level of the study subjects 12 questions were
used. In order to obtain summarized extent of knowledge of the study subjects the correct
responses were counted on the SPSS software package for each individual .The correct answers
were represented by ,,1 while the wrong responses were represented by™ 0“.Then the total score
of each individual, out of the total 12 marks, were again computed on the SPSS software
package. Then the mean, median, maximum value and minimum Value was computed.
Histogram with normal distribution curve was done for the total score of the study participants
and the distribution of the score of the respondents was seen. Since the distribution was normal
distribution the median value was used as reference to classify the study respondents.

Accordingly those respondents who score above the median value were classified as having good
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knowledge and those who score median and below the median value were classified as having
poor knowledge.

To assess summarized extent of Attitude of the study subjects; on the first place each attitude
questions were re coded in to the same manner; those who responded correctly were re coded as
, 3 and those who responded wrongly were re coded as ,,1“Those who responded “not sure”
were coded as ,2“Then the total attitude score for each respondents was computed on SPSS
software package. Then the mean, median, maximum value and minimum Value was computed.
Histogram with normal distribution curve was done for the total score of the study subjects and
the distribution of the score of the respondents was seen. Since the distribution was normal
distribution the median value was used as reference to classify the study respondents.
Accordingly those respondents who score above the median value were classified as having
Positive Attitude and those who score median and below the median value were classified as
having Negative Attitude.

To assess the obstetric danger signs practice of the study subjects only one question was used;
those respondent of practice question who seek medical care first when they faced obstetric
danger signs were classified as having Good practice and those who used traditional means such
as: sought care from a traditional birth attendants and sought care from an older woman first and
stayed home were taken as Poor practice.

Bivariate logistic regression analysis was used to identify factors associated with knowledge,
attitude and practice of obstetric danger signs. Variables significant in the bivariate analysis were
then entered into a multivariate logistic regression analysis. The associations between awareness
and each independent variable were estimated by odds ratio (OR) and 95% confidence interval
(CI). A CI was considered statistically significant when the interval between the upper and lower

values did not include 1.

4.13. Ethical clearance

Ethical approval was obtained from the Research and Publications committee of Department of
Nursing and Midwifery, School of Allied Health Sciences, College of Health Science, Addis
Ababa University. A formal letter for permission and support was written to the Debre Berhan
City Administration Health bureau and for the selected kebeles. Permission to carry out the study
was obtained from the City Administration Health bureau. Similarly, Consent from the

respective kebeles authorities was obtained prior to commencement of the study. The purpose of
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the study was clearly explained to concerned bodies. All the study participants were informed the
purpose of the study, their right to completely free to choose whether or not to participate, and so
written as well as verbal consent was also obtained from respondents. Confidentiality was
maintained and assured by excluding their names from identification of the study subjects.

The instruments and procedures did not cause any harm to the study subjects, the community, the

data collectors and supervisor, who were involved in the research project.

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,
Ambhara Health Bureau and all government health services in Amhara region. 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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CHAPTER FIVE

5. RESULTS

5.1. Socio-demographic characteristics of the study subjects

A total of 634 mothers were enrolled in the study giving a response rate of 99.7%. The study
participants from selected urban kebeles constituted 76.7% while selected rural kebeles were
represented by 23.3% of respondents. The mean ages of the respondents were 28 years.
571(90.3%) of the participant were Orthodox in religion and 587 (92.9%) were Amhara.

Majority 563 (89.1%) of the women were married and most 413(65.3%) of the respondents were
housewives. 295(46.7%) had completed secondary school and above and 185 (29.3%) of the
respondents had income between 501 to 1000 birr during the survey. In regard to their husbands,
170 (26.9%) were private employee (Tablel).

Tablel: Distribution of socio-demographic and economic variables of respondents, of

selected kebeles of Debre Birhan city administration, 2014.

Variable Frequency Percent (%)
Residence

Urban 485 76.3

Rural 147 233

Total 632 100

Age in years

15-19 2 0.3

20-24 121 19.1
25-29 270 42.7
30-34 148 23.4
>=35 91 14.4
Total 632 100
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Table 1: Distribution of socio-demographic and economic variables of respondents, of selected

kebeles of Debre Birhan city administration, 2014 continued...

Variables Frequency Percent (%)
Marital status

Single 22 3.5
Married 563 89.1
Widowed 11 1.7
Divorced 36 5.7
Total 632 100
Religion

Orthodox Christian 571 90.3
Muslim 24 3.8
Protestant Christian 31 4.9
Catholic 6 0.9
Total 632 100
Ethnicity

Ambhara 587 92.9
Oromo 28 4.4
Tigre 14 2.2
Gurage 3 0.5
Total 632 100
Occupation

Housewife 413 65.3
Government employee 80 12.7
Private employee 73 11.6
Own business 37 5.9
Farmer 18 2.8
Other 11 1.7
Total 632 100
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Tablel: Distribution of socio-demographic and economic variables of respondents, of selected

kebeles of Debre Birhan city administration, 2014 continued...

Variable Frequency Percent (%)

Educational status

Illiterate 112 17.7
Can read and write only 80 12.7
Primary school 145 22.9
Secondary school 149 23.6
Diploma and above 146 23.1
Total 632 100

Monthly income

<500 birr 166 26.3
501-1000 birr 185 293
1001-1500 76 12.0
1501-2000 65 10.3
>2001 140 22.2
Total 632 100

Husband occupation

Private employee 170 26.9
Government employee 142 22.5
Own business 78 12.3
Farmer 136 21.5
Other 35 5.5

Total 561 88.8
Missing system 71 11.2
Total 632 100
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5.2: Obstetric characteristics of the respondents
From total number of respondents 411(65%) had history of 2-4 pregnancies and 35(5.5%)

mothers were pregnant for more than four times. Regarding first pregnancy age 382(60.4%)
mothers got their first pregnancy at 20-29years. About 414(65.6%) respondents had 2 and above
live children followed by 186(29.4%) who have 1 live children. Majority 591 (93.5%) of the
respondents had no history of still birth but only 5 (0.8%) respondent had history of 2 and above
still births. From the total number of mothers 576(91.1%) had 1-4 number of children and only
21(3.3%) mothers had 5 and more children. In the case of previous history of pregnancy,
532(86.6%) had ANC follow up, among those who had ANC follow up 336(53.2%) had 4 and
more visits. Majority 469(74.2%) of the mothers gave birth at health institutions and 359
(56.8%) study respondents had final decision by themselves.

5.3. Source of information regarding obstetric danger signs during pregnancy
480(75.9%) had heard obstetric danger signs during pregnancy and from those mothers
374(59.2%) got information from clinics regarding obstetric danger signs during pregnancy.
From those who heard obstetric danger signs majority 76.3% of the study participants answered
the signs that indicate the pregnant or/and the pregnancy has illness.

430(68%) of the study participants had got danger signs information from health personnel
followed by media, friends and relatives with respective frequencies of 21%, 18.4% and 7%

respectively.

5.4: Obstetric danger signs Knowledge, Attitude and Practice among mothers in

Debre Birhan City Administration.

5.4.1: Knowledge on danger signs during pregnancy

Out of the 632 respondents, 374(75.9%) reported that they had got information about obstetric
danger sign during pregnancy. From those who had the information 386(61.1%) identified severe
vaginal bleeding at any time during pregnancy as danger sign while Persistent vomiting
especially from 4th month of pregnancy onwards was indicated by 117(18.5%).

Swelling of the body 116(18.4%), persistent headache and blurred vision 104(16.5%), leaking of
fluid from birth canal 89(14.1%) were also indicated by the study subjects as danger sign. Foul
smelling vaginal discharge was mentioned by the least 19(3.0%) of the respondents (Table 2).
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Table 2: knowledge of obstetric danger signs during pregnancy among mothers in selected

kebeles of Debre City Administration, April 2014.

Variable Category | Frequency | Percent (%)
Mentioned severe bleeding as danger sign during | Yes 386 61.1
pregnancy No 246 38.9
Total 632 100
Mentioned severe headache or blurred vision as | Yes 104 16.5
danger sign during pregnancy No 528 83.5
Total 632 100
Mentioned leaking of fluid from birth canal as | Yes 89 14.1
danger signs during pregnancy No 543 85.9
Total 632 100
Mentioned swelling of the body as danger sign | Yes 116 18.4
during pregnancy No 516 81.6
Total 632 100
Mentioned high fever as danger sign during | Yes 89 14.1
pregnancy No 543 85.9
Total 632 100
Mentioned unusual abdominal pain as danger sign | Yes 62 9.8
during pregnancy No 570 90.2
Total 632 100
Mentioned feeling very tired as danger sign | Yes 87 13.8
during pregnancy No 545 86.2
Total 632 100
Mentioned absent or decreased fetal movement as | Yes 80 12.7
danger sign during pregnancy No 552 87.3
Total 632 100
Mentioned persistent back pain as danger sign | Yes 52 8.2
during pregnancy No 580 91.8
Total 632 100
Mentioned persistent vomiting especially from 4™ | Yes 117 18.5
month onward as danger sign during pregnancy No 515 81.5
Total 632 100
Mentioned foul smelling vaginal discharge as | Yes 19 3.0
danger sign during pregnancy No 613 97.0
Total 632 100
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Most 431(68.2%) of the study participants were found to have poor knowledge scoring median
and below the median value. (Table3, Figure 3)

Table 3: Obstetric danger signs during pregnancy overall knowledge category of mothers

in Debre Berhan City Administration, April, 2014.

Overall knowledge category Number(n=632) Percent (%)
Good knowledge 201 31.8
Poor knowledge 431 68.2
Mean =1.93 Minimum value=0 Standard deviation=1.7
Median=2 maximum value=9 Total mark=12
G0.0%
E 40.0%:=
E B8.2%
20.0%
; 31.89%%
0% T
Paoor knowledges Good knowledge

Overall knowledge category

Figure 3: Graphic representation of overall knowledge category of obstetric danger during

pregnancy among mothers in Debre Berhan City Administration, North Shoa zone,
Ambhara Region, April, 2014.
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5.4.2. Attitude towards obstetric danger signs
Majority 89.2% of the study respondents were agreed with importance of knowing obstetric

danger signs. 88% the study participants agreed that knowing obstetric danger signs is important
because women will seek medical care on time. Regarding the prevention of obstetric danger
signs 57% of the respondents were agreed. Most 71.2% disagree on the idea that mothers who
develop obstetric danger signs should seek help from traditional birth attendants. Majority 85.3%
of the study participants agreed on the idea that mothers who develop obstetric danger signs
should seek help from other older women (Table 4).

Table 4: Attitude of obstetric danger during pregnancy among mothers in Debre Berhan

City Administration, April, 2014.

Likert scale

Indicators of attitude Agree Neutral Disagree

N (%) N (%) N (%)

It is important for women to know obstetric | 564 (89.2) | 62  (9.8) 6 (0.9)

danger signs during pregnancy

To know about obstetric danger signs is | 556 (88.0) | 54 (8.5) 22 (3.5)
important because women will seek medical

care on time.

To know obstetric danger signs is important | 581  (91.9) | 40 (6.3) 11 (1.7)
because the danger signs will not go away by

their own.

A woman can prevent danger signs during | 360 (57.0) | 29 (4.6) |243 (38.4)

pregnancy.

Mothers who develop obstetric danger signs | 501  (79.3) |2 (0.3) 129 (20.4)

should seek medical advice.

Mothers who develop obstetric danger signs | 147  (23.3) | 35 (5.5) |450 (71.2)
should seek help from traditional birth

attendants.
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333(52.7%) of the study participants had negative attitude by scoring the median value and
below the median value (Table 5).

Table 5-Obstetric danger signs overall attitude category during pregnancy among mothers

in Debre Berhan City Administration, April, 2013.

Overall attitude category Number (n=632) | Percent (%)
Positive attitude 299 47.3
Negative attitude 333 52.7
Mean=10.3 Median=10
Minimum value=7 Maximum value=18
Standard deviation=1.86 Total mark=21

5.4.3. Practice of obstetric danger signs

Majority of 581(91.1%) of the study participants have claimed as they did not experience any
obstetric danger signs during pregnancy.51(8.1%) who experienced obstetric danger signs
44(7.0%) had Good practice seek medical care when they faced problem. About 7(1.1%) of the

study subjects had Poor practice.
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5.5. Factors associated with knowledge, attitude and practice of obstetric
danger signs

5.5.1. Factors associated with knowledge about obstetric danger signs

According to the result of the Bivariate logistic regression analysis was significantly associated
with ANC follow up; that the respondents who have had ANC follow up had 6.12 times Good
knowledge than respondents who did not have ANC follow up[COR=6.12,95%CI(2.8-13.5)].
Additionally, respondents monthly income had significant association with obstetric danger signs
knowledge that participants who had monthly income more than or equal to 1000 had 3.3times
good knowledge than respondents who had monthly income less than 1000[COR=3.3, 95%
CI(2.32-4.7)].Similarly, Study participants occupation was significantly associated with
knowledge of obstetric danger signs that government employee had 3.41times good knowledge
than housewives and private employee had 2.21times Good knowledge than house wives
[COR=3.41,95%CI(2.1-5.6)], [COR=2.21, 95%CI (1.5-3.32)] respectively. Additionally the
Bivariate analysis indicated that husband occupation was significantly associated with obstetric
danger signs knowledge; that government employee had 2.9 times good knowledge than private
employee [COR=2.9, 95%CI (1.94-4.3)].However, the association were insignificant after

adjusting for confounding variables.

After controlling for confounders, the multivariate analysis showed that, residence of the study
participants was significantly associated with their obstetric danger signs knowledge:
respondents from urban kebeles had 2.24 times good knowledge than those respondents from
rural kebeles. According to the multivariate analysis obstetric danger signs information from
media was significantly associated with obstetric danger signs knowledge of the study
participants; respondents’' who got obstetric danger signs information from media had 2.8 times
good knowledge than those respondents who didn‘t get information from the same source
[AOR=2.8, 95%CI(1.7-4.65)].Additionally, the multivariate analysis showed that obstetric
danger signs information from health personnel and friend were significantly associated with
obstetric danger signs knowledge of the study participants®: the study participants who got
information from health personnel had 2.9 times and 2.1times Good knowledge than those who
did not get information from health personnel and from friend [AOR=2.9, 95CI (1.32-6.43)],
[AOR=2.1, 95CI (1.21-3.569)] respectively(Table 6).
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Table 6: Socio-demographic and other factors associated with knowledge of obstetric
danger signs during pregnancy among mothers Debre Berhan City Administration, April,

2014.

Variables Knowledge of obstetric danger Odds ratios (95% CI)
signs

Poor Good Crude Adjusted

knowledge knowledge

N (%) N (%)
Residence
Rural 131(30.4) 16 (8) 1 1
Urban 300(69.6) 185 (92) 5.05(2.91-8.8)* 2.24(1.11-4.52)*
Age
15-24 95 (22) 28 (13.1) 1 1
25-30 176 (40.8) 94 (46.8) 1.81(1.11-2.96)* 0.55(0.28-1.1)
>=30 160 (37.1) 79 (39.3) 1.7(1.02-2.81)* 1.27(0.77-2.1)
Educational
status
Informal 161(37.4) 31(15.4) 1 1
Formal 204 (47.3) 90(44.8) 2.3(1.45-3.62)* 0.62(0.27-1.46)
High level 66 (15.3) 80(39.8) 6.3(3.8-10.42)* 0.78(0.40-1.51)
Mothers
occupation
Housewife 312(72.4) 101(50.2) 1 1
Government 38(8.8) 42(20.9) 3.41(2.1-5.6)* 0.85(0.49-1.49)
employee
Private employee | 81(18.8) 58(28.9) 2.21(1.5-3.32)* 0.92(0.41-2.1)
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Table 6: Socio-demographic and other factors associated with knowledge of obstetric danger

signs during pregnancy among mothers Debre Berhan City Administration, Continued...

Variable Knowledge of obstetric | Odds ratios(95%CI)
danger signs
Poor Good Crude Adjusted
knowledge knowledge
N (%) N (%)
Household income
<1000 79(64.7) 72(35.8) 1 1
>=1000 152(35.3) 129(64.2) | 3.3(2.32-4.7)* 0.8(0.48-1.47)
Husband occupation
Private employee 311(81.4) 108(60.3) 1 1
Government employee | 71(18.6) 71(39.7) 2.9(1.94-4.3)* 0.81(0.48-1.4)
First pregnancy age
<20 195(45.2) 46(22.9) 1 1
20-29 228(52.9) 154 (76.6) 2.9(1.96-4.2)* 3.5(0.34-35.6)
>=3() 8(1.9) 1(0.5) 0.53(0.07-4.34) | 4.92(0.5-48.4)
ANC follow up
No 78(18.1) 7(3.5) 1 1
Yes 353(81.9) 194(96.5) 6.12(2.8-13.5)* | 1.52(0.42-5.54)
Time to nearest health
facility
<1 hr 349(81.0) 189(94.0) 1 1
>=1hr 82(19.0) 15(6.0) 0.3(0.14-0.51)* | 0.56(0.24-1.3)
Information from
health personnel 241(86.4) 189(94) 1 1
No 38(13.6) 12(6.0) 0.4(0.21-0.8)* 2.9(1.32-6.43)*
Yes

* Reminded the significance of the variables (P value <0.05)
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Table 6: Socio-demographic and other factors associated with knowledge of obstetric danger

signs during pregnancy among mothers Debre Berhan City Administration, Continued...

Information from

relatives

No 20(7.2) 24(11.9) 1 1

Yes 259(92.8) 177(88.1) 0.57(0.31,1.1) 1.3(0.31-5.64)
Information from

friends

No 49(17.6) 67(33.3) 1 1

Yes 230(82.4) 134(66.7) 0.5(0.28,0.65)* | 2.1(1.21-3.6)*
Information from

media 44(15.8) 89(44.3) 1 1

No 235(84.2) 112(55.7) 0.24(0.2-0.36)* | 2.8(1.7-4.52)*
Yes

* Reminded the significance of the variables (P value <0.05)

5.5.2 Factors associated with attitude towards obstetric danger signs during

pregnancy
Bivariate analysis indicated that study participants occupation was significantly associated with

respondents obstetric danger signs attitude, that the government employee have had 1.6 times
positive  attitude than participants who were housewives [COR=1.6, 95%CI (1.1, 2.3)].
Similarly, husband occupation of the respondents was associated with their attitude towards
obstetric danger signs, respondents of the government employee had 1.7times positive attitude
than those participants from private employee[ COR=1.7,95%CI(1.15-2.52)].The respondents
monthly income was significantly associated with respondents obstetric danger signs attitude,
that respondents who have had monthly income of greater than 1000 had 2.13times Positive

attitude who  had
1000[COR=1.54,95%CI(1.54,-2.93)]. But the association was insignificant after controlling for

than those respondents monthly income of less than

possible confounders.
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After controlling for possible confounding variables the educational status of the study
participants was found to be significantly associated with participants obstetric danger signs
attitude; participants who had formal education have 2.2times positive attitude than a participants
who had informal educationflAOR=2.2,95% CI (1.1,4.4)]. On the other hand, the study
participants who had high level education have had 1.9 times positive attitude than those
participants with informal education [AOR=1.9, 95% CI (1.02.3.4)]. Additionally, the study
respondents ANC follow up was found to be significantly associated with obstetric danger signs
attitude: respondents who had ANC follow up have had 3.1 times positive attitude than
respondents who did not have ANC follow up[AOR=3.1,95%CI(1.7-5.8)]. The last delivery
place of the study participants was significantly associated with respondents obstetric danger
signs attitude: that participants whose last delivery place was in health institution were found to
have had 2.71 times positive attitude than participants whose last delivery had taken place at

home[ AOR=2.71,95%CI(1.3-5.51)](Table 7).

Table 7: Socio-demographic and other factors associated with attitude of Obstetric danger

signs among mothers Debre Berhan City Administration, April, 2014.

Variable Attitude towards obstetric Odds ratios (95% CI)
danger signs
Negative Positive Crude Adjusted
attitude (%) | attitude (%)
Residence
Urban 274(82.3) 211(70.6) 1 1
Rural 59(17.7) 88(29.4) 1.94(1.33-2.82)* | 0.65(0.39-1.1)
Age
15-24 61(18.3) 62(20.7) 1 1
25-29 143(42.9) 127(42.5) 0.87(0.57-1.34) 0.98(0.57-1.7)
>=30 129(38.7) 110(36.8) 0.84(0.54-1.3) 1(0.65-1.5)
Mothers occupation
Housewife 195(58.6) 218(72.9) 1 1
Government employee 57(17.1) 23(7.7) 1.6(1.1-2.3)* 1.16(0.73-1.87)
Private employee 81(24.3) 58(19.4) 0.6(0.31-1.01) 0.83(0.39-1.8)
House hold income
<1000 156(46.8) 195(65.2) 1 1
>=1000 177(53.2) 104(34.8) 2.13(1.54-2.93)* 1.3(0.83-2.03)

* Reminded the significance of the variable (P value <0.05).
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Table 7: Socio-demographic and other factors associated with attitude of Obstetric danger

signs among mothers Debre Berhan City Administration, April, 2014, Continued...

Educational status

Informal 76(22.8) 116(38.8) 1 1
Formal 153(45.9) 141(47.2) 3.8(2.4-6.0)* 2.53(1.2-5.4)*
High level 104(31.2) 42(14.0) 2.3(1.5-3.5)* 1.9(1.01-3.6)*
Husband occupation
Private employee 208(70) 211(79.9) 1 1
Government employee 89(30) 53(20.1) 1.7(1.15-2.52)* 0.84(0.51-1.4)
ANC follow up
No 18(5.4) 67(22.4) 1 1
Yes 315(94.6) 232(77.6) 5.1(2.9-8.7)* 3.1(1.7-5.8)*
First pregnancy age
<20 113(33.9) 128(42.8) 1 1
20-29 213(64) 169(56.5) 0.7(0.51,0.97)* | 5.3(0.58-48.4)
>=30 7(2.1) 2(0.7) 0.25(0.05,1.24) | 4.9(0.55-44.1)
Total pregnancy
1 100(30) 86(28.8) 1 1
2-4 215(64.6) 196(65.6) 1.06(0.75-1.5) 1.12(0.3-4.2)
>4 18(5.4) 17(5.7) 1.1(0.53-2.26) 1.02(0.31-3.4)
Number of ANC visit
1 2(0.6) 2(0.9) 1 1
2-3 105(33.3) 102(44) 0.97(0.13-7.03) | 1.1(0.14-8.3)
4 and above 208(66.0) 128(55.2) 0.62(0.09-4.42) | 1.5(0.99-2.4)
Last delivery place
At home 260(81.8) 209(73.3) 1 1
Health institutions 58(18.2) 76(26.7) 1.63(1.1-2.4)* 2.7(1.3-5.51)*
Decision maker
Husband 37(11.1) 41(13.7) 1 1
Yourself 186(55.9) 173(57.9) 0.84(0.51-1.37) | 2(1.0-3.6)
Family 110(33) 85(28.4) 0.7(0.41-1.18) 1.5(1.0-2.4)

* Reminded the significance of the variable (P value <0.05).
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5.5.3 Factors associated with practice of obstetric danger signs during pregnancy

According to the Bivariate analysis there were no significant association between study
participants and variables. This may be due to small number of sample size of the study
participants who were experienced obstetric danger signs. From 632 sample size there were 51
participants who experienced obstetric danger signs during pregnancy (Table 8).

Table 8: Socio-demographic and other factors associated with practice attitude of Obstetric

danger signs among mothers Debre Berhan City Administration, April, 2014.

Variables Practice towards obstetric danger Odds ratios(95%CI)
signs

Poor practice | Good practice (%) | Crude Adjusted
(%)

Age

15-24 2 (28.6) 9 (20.5) 1

25-29 2 (28.6) 17 (38.6) 1.9 (0.23-15.7)

>=3() 1(14.3) 10 (22.7) 2.2 (0.17-28.9)

Income

<1000 4(57.1) 23(52.3) 1

>=1000 3(42.9) 21(47.7) 1.23 (0.24-6.1)

Decision maker

Husband 1 (14.3) 8 (18.2) 1

Yourself 4 (57.1) 24 (54.5) 0.75 (0.73-7.73)

Family 2 (28.6) 12 (27.3) 0.75 (0.6-9.7)

Educational

status

Informal 2(28.6) 8(18.2) 1

Formal 3(42.9) 18(40.9) 1.5(0.21-10.8)

High level 2(28.6) 18(40.9) 2.25(0.3-18.9)
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CHAPTER SIX

6. DISCUSSION

6.1. Source of information about obstetric danger signs during pregnancy
According to this study 75.9% had heard obstetric danger signs and from those mothers about

374(59.2%) got information from clinic and it is less than the study done in Mekele that 79.6%
respondents had information about danger signs of pregnancy(17).This difference might be due
to socio-economic and geographical location.

According to this study 68% of the study participants had got danger signs information from
health personnel followed by media, friends and relatives with respective frequencies of 21%,
18.4% and 7% respectively was higher than the study done in Nigeria, about a quarter of
respondents in Birnin Gwari cluster and 13% in Kunchi cluster indicated that danger sign songs
in the media were the sources of information about safe motherhood. Over 10% of women in
Birnin Gwari cluster and almost 30% in Kunchi cluster indicated that friends and neighbors were
their sources of information of safe motherhood (37). The differences might be due to cultural

and geographic location variations.

6.2. Knowledge of obstetric danger signs during pregnancy
Based on this study from those who had the information of obstetric danger signs 61.1%

identified severe vaginal bleeding at any time during pregnancy which is higher than the findings
in Aleta Wondo district (45.9%) (15), Burkina Faso (39.4%) and Guatemala (31.0%) (38,
39).This difference might be due to socio-cultural difference and difference of sample size used.
According to this study 27.8% of the study respondents were unable to mention an obstetric
danger sign which is less than the study done in Aleta Wondo district 39.1% and Tsegedie
district 35.1% and (15,16).The differences might be due to socio economic and health education
provided.

This study revealed that the respondents™ occupation, educational level, monthly income,
husband occupation, first pregnancy age, having ANC follow up, time to nearest health facility,
source of information and place of residence were significantly associated with knowledge of

obstetric danger signs during pregnancy.
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It was found that residence had significant association with knowledge of obstetric danger signs
during pregnancy that urban residents had 2.24 times good knowledge than rural respondents
[2.24, 95% CI(1.11-4.52)]. This is congruent to the study done in Aleta wondo(15).

Based on this study it was found that the study respondents occupation was significantly
associated with obstetric danger signs knowledge of the respondents: those respondents who
were government employee had 3.41times good knowledge than housewives [3.41, 95% CI(2.1-
5.6)]. It is congruent with study done in Egypt (8) found that occupation appeared to influence
women's awareness of danger signs of obstetric complications. However, this finding is
contrasted with study done in rural Tanzania (19).

In this study, the respondents educational level seems to play a role in having knowledge of
obstetric danger signs that respondents who have had formal education had 2.1 times good
knowledge than who have informal education [2.3-95CI (1.45-3.62)] and respondents who have
had high level education had 6.3 times good knowledge than those respondents with informal
education[6.3,95% CI(3.8-10.42)]. This study is similar with the study done in Egypt (8) and
rural Tanzania (19) which found that women with higher levels of education were more aware of
danger signs of obstetric complications than women with lower or no formal education.

This study found no statistically significant difference in knowledge of danger signs of obstetric
danger signs with respondent’s number of ANC visits contradict the study done in Tanzania (19),
Pembe et al (2009:6) found that women who made four or more ANC visits were more aware of
danger signs of obstetric complications than those who made less than four ANC visits,
independent of gestational age at booking. This difference might be due health education given

during ANC follow up.

6.3. Attitude of obstetric danger signs during pregnancy
88% the study participants agreed that knowing obstetric danger signs is important because

women will seek medical care on time. Regarding the prevention of obstetric danger signs 57%
of the respondents were agreed. Most 71.2% disagree on the idea that mothers who develop

obstetric danger signs should seek help from traditional birth attendants.

According to this study income has no significant association on the attitude of the study
participants; similarly with study done in Uganda University on KAP of women in child bearing

age towards danger signs (unpublished literature) the study sought if income has influence on the
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respondents attitude towards danger signs in pregnancy. The finding showed there was no
marked difference in attitude despite the difference in income, but in opposite the study done in

Lusaka revealed that the hindrances to positive attitude were low income (31).

Multivariate analysis regression indicated that the educational status of the study participants was
found to be significantly associated with participants obstetric danger signs attitude; participants
who had formal education have 2.2 times positive attitude than a participants who had informal
education [AOR=2.2, 95% CI (1.1-4.4)]. On the other hand, the study participants who have high
level education had 1.9 times positive attitude than those participants with informal education
[AOR=1.9, 95% CI (1.02-3.4)]. Additionally, the study respondents ANC follow up was found
to be significantly associated with obstetric danger signs attitude: respondents who had ANC

follow up have had 3.1 times positive attitude than respondents who did not have ANC follow

up.

6.4. Practice of obstetric danger signs during pregnancy
According to this study only 51(8.1%) of the study participants experienced obstetric danger

signs and 7.1% had good practice. The study done in Mekele indicate that majority of the
pregnant mothers had not faced danger signs of pregnancy. From those who had danger signs of

pregnancy bleeding was reported by 43.2% respondents (17).

Based on this study finding there were no association with respondent”s income and practice.
This is congruent with the study done in Uganda University on KAP of women in child bearing
age towards danger signs (unpublished literature) the study sought if income has influence on the
respondents practice towards danger signs in pregnancy. The finding showed there was no

marked difference in practice despite the difference in income.

This study revealed that 51(8.1%) who experienced obstetric danger signs 44(7.0%) had Good
practice seek medical care when they faced problem. A study done in Indonesia, revealed that
among the pregnant women who attended ANC, 36.6% of the respondents gave correct answers
to a question on common practice such as, it is necessary to go to the hospital when severe
headache or vision problems happen in pregnancy(30).the difference might be due to small

sample size.
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CHAPTER SEVEN

7. STRENGTH AND LIMITATION OF THE STUDY

7.1 Strength of the study
The adequate sample size representing both urban and rural kebeles was taken by using appropriate
sampling techniques. The utilization of appropriate statistical methods to minimize biases was made

and the data was analyzed using appropriate statistical test.

7.2Limitation of the study
Lack of literature for attitude and practice part and failure to measure statistical significance of

practice with independent variables due to small size were limitations of the study.
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CHAPTER EIGHT

8. CONCLUSION AND RECOMMENDATIONS

8.1 Conclusion
Based on this study 75.9% of the study participants had heard obstetric danger signs during

pregnancy and from those mothers 59.2% got information from clinics regarding obstetric
danger signs during pregnancy.

68% of the study participants had got danger signs information from health personnel.

Regarding knowledge of obstetric danger signs knowledge in this study, most (68%) of study
participants had poor knowledge. From those who had information from clinic 61.1% identified
severe vaginal bleeding at any time during pregnancy. Foul smelling vaginal discharge was
mentioned by the least 19(3.0%) of the respondents. Source of information of obstetric danger
signs during pregnancy like health personnel, friends and media are significantly associated with

obstetric danger signs knowledge.

Regarding the attitude of the respondents 89.2% of the study respondents were agreed with
importance of knowing obstetric danger signs. 88% the study participants agreed that knowing
obstetric danger signs is important because women will seek medical care on time. Majority
85.3% of the study participants agreed on the idea that mothers who develop obstetric danger
signs should seek help from other older women. More than half, 52.7% of the study participants
had negative attitude towards obstetric danger signs during pregnancy. The educational status of
the study participants and the study respondents ANC follow up were strongly associated with

participant"s obstetric danger signs attitude.

Finally, even if knowledge and attitude of study participants are not satisfactory (68% poor
knowledge and 52.7% negative attitude) the practice of the study participants who had
experienced obstetric danger signs during pregnancy was good. According to this study only
51(8.1%) of the study participants claimed as they experienced obstetric danger signs and 7.1%
had good practice.
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8.2. Recommendation

Practice and education
The researcher recommends that:

o The district health office, the regional health bureaus and the federal ministry of health
should review and improve the quality of ANC programmes.

o Interventions targeting improvement of maternal health should consider the quality of
ANC, including the quality of information offered to pregnant women and the
community at large, especially on obstetric danger signs.

o Awareness of key danger signs needs to be given priority as it prepares women and their
families for timely and appropriate decisions to take measures.

o The education/information given to pregnant women should not only be through routine
antenatal care, but also through the Mass Medias.

o To improve the awareness of mothers towards danger signs of pregnancy community
mobilization and health education should be considered with policy makers.

Further research

Further research should be conducted on the following topics:

o The effectiveness of ANC health education at health institutions.

o Challenges health care provider faced informing mothers about obstetric danger signs.

o Assessment of KAP of obstetric danger signs in the different parts of the country

o A study which shows the prevalence and practice of danger signs is recommended to be
undertaken

For health professionals

o Health service providers should facilitate ways to provide health education regarding
obstetric danger signs.

o Health professionals have to provide materials like pamphlets, posters, magazines and
books that help women, families and communities increase their awareness and

knowledge concerning obstetric danger signs.
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Annexes

Annex I - Information sheet
ADDIS ABABA UNIVERSITY

COLLEGE OF HEALTH SCIENCE
SCHOOL OF ALLIED HEALTH SCIENCES
DEPARTMENT OF NURSING AND MIDWIFERY
Here, I the undersigned, at Addis Ababa University College of Health Science, Department of
Nursing and Midwifery, currently I will be undertaking research on a topic entitled Assessment
of knowledge, attitude and practices of Obstetric Danger Signs among Mothers in Debre Birhan
Debre Berhan City Administration, North Shoa zone, Amhara region, Ethiopia.
For this study, you will be selected as a participant and before getting your assent or permission
of your participation, you need to know all necessary information related to the study. Thus, this
information will be detailed as;
Objective: To assess knowledge, attitude and practice of obstetric danger signs among Mothers
in Debre Birhan City Administration, North Shoa zone, Amhara region, Ethiopia.
Significance of the study: The research finding can be an input for concerned policy makers in
decision making process around Obstetric Danger Signs. And also it serves as an input in the
health education program by different organizations so as to keep the community being aware of
the consequence of obstetric Danger signs.
Participants to be included: All pregnant mothers who are at least 4 months for primi gravid
and who are delivered within 24 months prior to the study in the community and mothers who
are voluntary to participate in the study included.
Confidentiality: All information you give will be kept confidential and won't be accessible to
any third party. Your name won't be registered on the question sheet so that you will not be
identified.
Risks and Benefits of the study
Risks: The study will be carried out by interviewer administered questionnaire. The procedure
doesn't bear any physical or psychological trauma. Furthermore, you will not be forced to

respond to the information you do not know.
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Benefits: For your participation in the study no payment will be granted or has no any special
privilege to you. But, participating in the study and giving your information to questions asked
will have great input in efforts to improve pregnant and delivered mother*s reproductive health.

Assent: Your participation in the study will be totally based on your willingness. You have the
right not to participate from the beginning, or stop any time after starting participation. You will

not be forced to respond to the question you do not know and you can ask any question whenever

you like.

Name of principal investigator (PI): Sodere Nurgi
Date: Signature

Address of PI:

Mobile: +251921460016
E- Mail: nsodere@yahoo.com
Data Collector

Name Date Signature
Supervisor
Name Date Signature
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Annex - II consent form
Addis Ababa University

College of health sciences

Department of nursing and midwifery

My name is ------------------ --- (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, attitude and practices with respect to obstetric danger signs during pregnancy, child
birth and post partum period among mothers in Debre Birhan City administration. As the study is
directly related to women who are living in Debre Birhan city administration, 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. I would like
to ask you a few questions if I may, but you can refuse to answer any question I ask. You may
end the interview at any time. You can also refuse to participate in the study entirely. 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:

Result: Questionnaire completed

Questionnaire partially completed

Participant refused

Checked by Supervisor: Name

Supervisors Signature Date
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Annex -1II English version questionnaires for interview
IDENTIFICATION INFORMATION

001. Code No.
002. District Kebele House no.

SECTION 1: SOCIO-DEMOGRAPHIC INFORMATION

101 Age in completed years: A.15-19
B.20-24
C.25-29
D.30-34
E. 35-39
F. >=40

102 Marital status: - Single
Married
Widowed

Divorced

103 Religion Orthodox
Muslim
Protestant
Catholic

Other (Specify)

m U O0W®»OO0®

104 Ethnicity Amhara
Oromo
Tigre

Gurage

m o0 W e

Other (specity)

>

105 Occupation Housewife

B. Government

employee
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Private employee
Business

Other (Specify)

106

Educational status:

[lliterate

Read & write
Elementary
Secondary
Diploma & above
Other

107

Monthly income in Eth. Birr: -

<500 Birr
501-1000 Birr
1001-1500 Birr
1501-2000 Birr
>=2001

108

Husband occupation:

o 0

@ @O OmFTEHOOEPE0O0

Private Employee
Government
employee

Own business
Farmer

Other
(specity)

SECTI

ON 2: GRAVIDITY AND PARITY

201

How many times in total you became

pregnant?

1
2-4
Above 4

202

At what age you get your first

pregnancy?

O® 0w >

<20
20-29
>=30
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203 How many times in total you gave A 0
birth? B. 1-4
C. >4
204 How many of your pregnancies A.0
resulted in a baby that was born B.1
Alive? C.2+
205 How many of your pregnancies A.0
resulted in a baby that was born dead? B.1
C.2+
206 How many children do you have? A.No child
B. 1-4 children
C.5 children and
above
207 Who gives final decision where you A. Husband
have to give birth? B. Yourself

C. Relatives

SECTION 3: KNOWLEDGE

ABOUT OBSTETRIC DANGER

PREGNANCY, CHILD BIRTH AND POST PARTUM PERIOD

301 | Have you ever heard of “obstetric danger A. Yes
signs during pregnancy? B. No (if no skip to question 401)
302 | If yes, what is the meaning of “obstetric A. Signs that indicate the pregnant
danger signs during pregnancy’? woman or/and the pregnancy has
an illness
B. Don‘t know
303 | What is the source of your information about A. Health personnel
obstetric danger signs during pregnancy? B. Relatives
C. Friends
D. Media
E. Other (specify)
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304 | Can any woman develop obstetric danger A. Yes
signs during pregnancy? B. No
C. Don‘'t know
305 | Name the danger signs during pregnancy that A.Bleeding at any time during
you know (circle all mentioned). pregnancy
B. Leaking of fluid from birth
canal
C. Swelling of the body
D. Persistent vomiting especially
from 4th month of pregnancy
onwards
E. Persistent headache or blurred
vision
F. Fever
G. Absent or decreased fetal
movements
H. Foul smelling vaginal discharge
I. Feeling very tired
J. Unusual abdominal pain
K. Pain /burning on urination
L. Persistent backache
M. Other
306 | Were you given information about obstetric A. Yes
danger sign/s you may experience at the B. No
clinic?
307 | If yes, what information were you given? A. Danger sign was explained and

counseling was done on what to

do about it.

Other (specity)
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SECTION 4: ATTITUDE TOWARDS

CHILD BIRTH AND POSTPARTUM PERIOD

DANGER

SIGNS DURING

PREGNANCY,

401 | It is important for women to know obstetric | Strongly agree
danger signs during pregnancy. Agree
Neutral
Disagree
Strongly disagree
402 | To know about obstetric danger signs is | Strongly agree
important because women will seek medical | Agree
care Neutral
Disagree
Strongly disagree
403 | To know about obstetric danger signs is | Strongly agree
important because the danger signs will not | Agree
go away by their own. Neutral
Disagree
Strongly disagree
404 | A woman can prevent danger signs during | Strongly agree
pregnancy. Agree
Neutral
Disagree
Strongly disagree
405 | Mothers who develop obstetric danger signs | Strongly agree
should seek medical advice. Agree
Neutral
Disagree
Strongly disagree
406 | Mothers who develop obstetric danger signs | Strongly agree
should seek help from traditional birth
attendants. Agree
Neutral
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Disagree

Strongly disagree

407

Mothers who develop obstetric danger signs
should seek help from other older women.

Strongly agree

Agree

Neutral

Disagree

Strongly disagree

SECTION 5: PRACTICE OF DANGER SIGNS DURING PREGNANCY, CHILD BIRTH
AND POST PARTUM PERIOD

501 | Have you ever experienced any obstetric | A. Yes
danger sign during pregnancy? B. No
502 A. Bleeding at any time during
pregnancy
B. Leaking of fluid from birth canal
C. Swelling of the body
D. Persistent vomiting especially from
4th month of pregnancy onwards
E. Persistent headache or blurred
vision
F. Fever

G. Absent or decreased fetal

T

=5 r -

movements

Foul smelling vaginal discharge
Feeling very tired

Unusual abdominal pain

Pain /burning on

urination

. Persistent backache

55




503

What did you do when you experienced

obstetric danger signs during pregnancy?

A. Sought medical care

B. Sought care from a traditional
birth attendants

C. Stayed home

D. Sought care from an older woman

E.Other.......ccccoevvun...

SECTION 6: HEALTH SERVICE RELATED INFORMATION

601 | How much time do you take to reach the A. <I Hour
nearest health center? B. >=1 Hour
602 | Did you receive antenatal care during your A.Yes
last pregnancy? (For multi gravid and B. No (if no skip to question 606)
delivered mothers only.
603 | Did you receive antenatal care during your A. Yes
current pregnancy? B. No (if no skip to 605)
604 | How many antenatal visits did you make A. One visit
during your last pregnancy? B. Two visits
C. Three visits
D. Four visits
E. More than four wvisits (give
reasons)
605 | Where did you give birth during your last A. At health institutions
pregnancy? (For multi gravid and delivered B. At home
mothers only).
Thank you!!!
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Annex -1l AMHARIC VERSION QUESTIONNAIRES FOR INTERVIEW

NA991e%5 eTHOE PA oomeP

001. aoAf €TC
002. +Nh
003. P01 &TC.

NEA A28 MU (TP1047) eraoAnE: TEEPT

¢
C

T4

gocenP T

1749

101

86891 (N>t GavT);

1%)
25)
3%)
4%)
59)
6%)

15-19
20-24
25-29
30-34
35-39
>=40

102

eONF v

7%)
8%)
9%')
10%°)

[ZYOER

0+

OAP e9°1+0t
P4 3T

103

VLTIt

19°)
2%)
3%)
4%)
59)

ACH200
nfALh

TCHENT 7T
av-((\ J°

AA A 210G

104

NchC

19°)
2%)
3%)
45)
5%)

A
AA DA 210K

105

eN&v-23:

19°)
2%)
3%)
4%)
59)

POt Aot

Lav et wets
P9\ wetg
108,

AA DA 2N

106

PTPUCT U3

17)
2%)
3%)
4%)
59)
65)

[T I

TGINNG PG P99
PavEavs P CLE

DO 808

£.TAeo9S NP 1AL

AA DA RN

107

POC UL

15°)

<500 nc

25 500-1000 1C.
35 1001-1500 -0C
4%)1501-2000 -C

57




54)>20010C

108

PAAOAP 07 v-3d:

1) P\ wets
25) PavPVE Wt g
3%) 19%

45) 10é

54) A DA ROAR

h&d vAT: 21T RS POASKTD. AST NHT

201 | QAmPAL OPF LH 10 LLH-T? 19)
25) 2-4
3%) h 41 0AL
202 | (P€avs® RCANGPFT 1LH 6L72PT | 1%) h 20 OJF
25°) 20-29
0t WP %) 30 G hiL? 1AL
203 | (AmPAL LONGKTA AST HT O7F [ 15) o
25) 1-4
ofa.? 3% -4
204 | hhdit+ anr WOt @St | 15) o
25) 1
AST Wt A SF@? 35) 2
205 | WAt @AT Pt e+OAST AZT [ 15) o
25°) 1
Ht? %) 2+
20 | Ork AT Ai? 1) AT eI
25) 1-4 A&

3%) 5 AST G hiLf NAL

NEA 3: NACTHS LH AhdE AATLTA A81E PARET? Ptooant 20@.PT aomeHT

301 | OWHCTHS 1H AMAE AATLTA ARTE [ 15) AP (PA® hUt ©f TP
PARPTF A1, L@ PA-T 25) AR ®TC 401 L0$-
302 | &P hv't QXHCTHS 1B Ahdk | 19) A7%t  AST  OAHCIHS
Po T AT PARRF A7 97 1h fyaeg®  PARPTFY
Nt 102 TNT AL heFT
goHt: ngPVeT LI° aPeAN
AS Pavaan-t hat
25) M (2T
3%) AA@PpI°
303 | OAHCIHS Lh AhAk P7LTFA ALTS [15) hnG QAgo-f DAZE  NAg  avAn
PANFT? DT 10, PAav1? 29) hHoog: RFAQ::
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37) MRGE
45) hT8EL (680 L)
55) AA (BMPA) e

304

OAHCTHS 1B POkt A1
PARRT Q-9 AGPTF AL Ahak
2TFANT?

15) h?
25 W@ TAP(AnAt9P)
3%) AA@.PYI°

305

OACTHS 1LH 2°nOE? K15 PAh-PT
009,007 LPPOAT::

15)  OACTHS OPT OPH5F 9P
1LH £I° av&AN

25) ho1ve7 A1 avean

3%) en@.rk 0T

45) hhet @OC ACTHT 0PA
PUP1S O A2e TinerAn

57) AL LH PTLPL PhLN
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AT FaC (VT S)

65) that
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84) avPe. T PA@. P79V
éan

9%) NeHE eehge aott

109) 47t 091690t U
PYaeg° R LM (Lt
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£ha)
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AL1Po>  AATLTR  AR71E PPAhRF
hm§ +29 aol8 -+t 1NC?

15) AP
25°) AdtOmi9°
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307

AP hvry 9°7% aolB 1@, P17

%) A ALY PAhRT
TSP hTTFAU 97
L WRANTIIC 9PNC
AT TOGA
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25) AA (BMP0)—

NEA 4: OACTHS L Ahdk AATLTA hR1T PARRTFY etaeaht haoAhht-7

o500 oomed

401

A A28 RGT NACTHS LH AAPhaE A1 PARRT 10 FFa. mPoLt
ANAL ::

AMg° ANT770 0.
ANTITIA DL

MATS
ANONTTTI9°
nmge AANT7979°

402

A A7 ATT OACTHS 1LH AAPhaE AL7T PPANET T10FFa. 1 1LH
Phh9°G OGS ATITTT 2450 ::

OAMI® AOT1770A D,
ANTITIA D,

MATE
ANONTTTI9°
nmg®> ANOTT1U19°

403

A A7 AST ORCTIHS 1H QAhak A21T PAhPE 710 Fa.
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OAMI° AOT177AD.
ANTTIA D,
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hed agat: emS %9917 etavAht oo &t
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CURRICULUM VITAE

1. Personal background

Name Sodere Nurgi Djirata
Age 25
Sex Female

Date of birth  04/11/1988 G.C.
Place of birth  East Wollega, Nekemte town

Marital status  Married

Nationality Ethiopian
Address Addis Ababa, Ethiopia
Tel-phone 09 21 46 00 16 (Mob)
E-mail nsodere@yahoo.com

2. Higher education

Addis Ababa University, school of Health Science
Awarded BSc degree in Midwifery

MSc candidate in maternity and Reproductive health

3.Employment, Experience and Certification

= Has worked in Debre Birhan University for two years from 2003 — Sep 2005E C

as assistant Lecturer.

= Currently Msc candidate in Addis Ababa University in Maternity and
Reproductive Health.

= Certified on TB/ HIV Training
= Certified on PMTCT Training

= Certified on Palliative care Training
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4.

5.

6.

7.

= Certified on PICT Training
= Certified on STI/ PEP Training

Hobbies

= Involving in research and clinical activities
= helping patients and poor peoples
= Teaching in higher institutions

= Reading books especially medical books

= Watching films and reading fictions
Special Skills

= Basic computer skill
e MS -Word
e MS — Excel
e MS - Power point

w  Good communication skill

Languages
Language Speaking Reading Writing
Afan Oromo Excellent Excellent Excellent
Ambharic Excellent Excellent Excellent
English Excellent Excellent Excellent
References

@& Mr. Wendwesen Dibekulu

e Lecturer of Medicine Health Science college, D/birhan University

e Tel. 09-11-39-65-27
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