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ABSTRACT 

A prospective communi ty-based study of pregnant women was conducted 

to assess pregnancy outcome with emphasis to perinatal mortality in rural 

communities of Meskan and Mareko district in Gurage zone in Southern Ethiopia , 

between March 22 and August 21, 1997. Pregnant women were identified by 

trained enumerators through house - to - house visit and were followed monthly 

till delivery , after which both the neonates and the mothers were visited at 7th 

and 28th days . Pretested questionnaires were used to obtain information on socio­

demographic characteristics , past obstetric history , health problems during the 

index pregnancy and labour, and the condition of both the neonates and the 

mothers at the 7th and 28th days . Analysis made on 428 singleton births showed 

a perinatal mortality rate of 44.4 per 1000 births. The stillbirth and early neonatal 

mortality rates were 21.0 per 1000 births and 23.9 per 1000 live births , 

respectively. The rates were found to be relatively low as compared to figures 

reported for other sub-Saharan Africa. Both bivariate and multivariate analysis 

showed that maternal height and gestational age were significantly associated with 

perinatal mortality . The risk of death was significantly higher among neonates 

born to short statu red mothers . Similarly the risk of perinatal death was higher 

in preterm babies than term babies. Continuation of this study for longer period , 

training of TBAs and provision of health education to the the community about 

clean and safe management of delivery and cord treatment and educating mothers 

on nutrition and appropriate utilization of MCH services are recommended . 
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I. INTRODUCTION 

Reproduction in a socially and econom ically deprived society IS 

characterized by female ill- health followed by pregnancy and delivery 

complications, low birth weight, child morbidity , early child death and a new 

pregnancy (1). 

Globally 500,000 women die each year, the vast majority from preventable 

causes such as unsafe abortion or inadequate health care. Ninety nine percent of 

these deaths occur in the developing countries where 87% of the world's births 

take place. Low birth weight, largely a reflection of poor nutritional and health 

status of mothers before and during pregnancy, continues to be a major problem. 

Seven million infants die annually because of complications that develop during 

pregnancy and because of poor management during delivery (2 ,3 ,4). Most of 

these deaths occur during birth or in the first week (4). 

Perinatal , neonatal and infant mortality rates are important vital statistics 

used to indicate the status of maternal and child health care in a country. They 

are indicators of the level of antenatal care , accessibility to medical services and 

the general health of mothers and infants of the community (5) . The problem of 

perinatal mortality is ser iously underestimated in the developing countries due to 

poor vital registration systems and inadequate information on sti llbirths in most 

surveys ( 5-10 ). 

Several biologic, environmenta l, demographic and social factors have been 

reported to influence per inatal mortality. Improvements in neonatal and obstetr ic 
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care, social conditions, the environment, and the demographic character istics of 

mothers had resulted in the decline of perinatal mortality in developed countries 

(7,1 1). In developing world , malnutrition , communicable diseases , unregulated 

fertility, and the complications of pregnancy , chi ldbi rth, and early infancy take 

a high toll of life (12). Cultural beliefs, customs and values also affect health and 

health care at the time of pregnancy, childbirth and childhood than they do at any 

other time (12). Lack of new resources , maldistribution of existing resources , and 

in some cases lack of political will further worsens the condition in the 

developing world (13). 

Death rates in infancy and early childhood are unacceptably high in 

tropical Africa. To allocate limited resources appropriately and to evaluate the 

effects of disease spec ific interventions, it is imperative to understand the 

magnitude and cause (14) . 

In developing countries, although the great majori ty of information on 

perinatal mortality comes from hospitals and does not necessarily reflect the 

situation in the community (15,16) , problems such as low birth weight, birth 

trauma, asphyxia , congenital abnormal ities and neonatal tetanus are said to be 

some of the major causes of perinatal morbidity and mortality (7,15). 

Ethiopia, like the majority of other developing countries, suffers from lack 

of vital registration system. Few hospital based studies conducted in some big 

towns of the country showed the magnitude of perinatal mortality to be high. 

However , there was no attempt to date to estimate the problem in rural 
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community where health service is very min imal and unhygienic home deliveries 

are widely practised . At present, when the health policy emphasizes the 

government's comm itment to improve the health status of the rural population in 

general and women and chi ldren in particular , th is study tried to provide a 

baseline information on pregnancy associated problems and perinatal mortality 

rate and factors associated with it. It is anticipated that this information will be 

used by policy makers. 
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II. LITERATURE REVIEW 

1. MAGNITUDE OF THE PROBLEM 

According to existing estimates, there are eight mi ll ion per inatal deaths in 

the world each year, about 98 % of the deaths are occurr ing in the less developed 

countries (6) . 

Defmition: 

Perinatal mortali ty is defi ned as the number of late fetal deaths (also called 

stillbirths) and early neonata l deaths (or deaths in the first week of life) per 1000 

total births . Until 1977, the lower limit of the definition was 28 weeks of 

gestation. But as babies less than 28 weeks do survive, due to advances in 

neonatology , it was recommended that all fetuses and newborns with a birth 

weight of 500 g (gestational age of 22 weeks or crown-heel length of 25 cm, 

when birth weight is not known) , whether ali ve or dead, should be included in the 

national perinatal statistics. For international purposes, however , the 

recommendation is that all newborn infants with 1000 g (or when weight is 

unknown, gestational age of 28 weeks and crown - heel length of 35 cm) be used 

for both the numerator and denominator of these rates. Thus birth weight, rather 

than gestational age , is used to obtain accurate data (1 7). 

Although var iations in the defini tion of perinatal death and incompleteness 

of reg istration of such deaths make both interpretation and comparison of rates 

difficult, the rates range on average from 10/1000 deliveries in the developed 

world to over 10011000 in many developing countr ies (15 , 18). 
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Perinatal mortality rates have decli ned in developed countries , while rhe 

levels in the developing world are persistently high. For example, in the U.S. , 

the perinatal mortality rate dropped from 32.5 per 1000 births in 1950 to 20.1 per 

1000 in 1973. The overall annual decline for perinatal death was 3.4 % and it was 

faster for early neonatal death (3.5%) than for stillbirth (3.2 %) (19). [n Sweden 

it dropped from 29 per 1000 births in 1953-1955 to 13 per 1000 births 20 years 

later. The perinatal mortal ity for England and Wales showed a consistent decl ine 

since 1970, with a more rapid decline from 1976 to 1983 (20) . Similarly, the rate 

of decline had been faster for Japan , Denmark and Finland . The general pattern 

revealed in the developed countries was that with reductions in perinatal 

mortality , the ratios of early neonatal deaths to [ate feta l deaths tended to 

approach 1.0. This was attributed to improvements in perinatal care , the social 

cond itions, the environment and the demographic characteristics of mother (4) . 

In Brazil , the largest country in Latin America , the first population based 

study of per inatal health conducted in 1982 showed a PMR of 31. 9 per 1000 

births, the stillbirth rate and the early neonatal death rate being 16.2 and 15.9 per 

1000 live births (21), respectively. Ear ly neonatal death constitutes around one 

third of all infant deaths, the majority of which are potentially amenable to 

preventive interventions during pregnancy or delivery (22). 

The available estimates show that PMR are higher in Africa compared to 

Asia. In central Sudan, hospital and community based studies conducted during 
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[he period of 1989 and 1990 showed perinatal mortality rates of 84 .51l000 births 

and 29.411000 births , respectively (7). In Gambia , a prospective survey in rural 

communities in 1982- 1983 showed a perinatal mortality rate of 74.5 per 1000 

births (23) , which is higher than Nigeria 's 58.6 per 1000 births (24) and much 

higher than Machakos, Kenya's 46.4 per 1000 births (25). According to the 

authors , this low rate which is said to be half of that calculated for the whole 

Kenya is attributed to the absence of many adverse conditions found in other parts 

of the developing world as this is an industr ial area with modern faci li ties (roads, 

schools , health institutions). Perinatal mortality is also very high in India. A 

hospital - based study reported 79 per 1000 births in the period of 1987-1988 

(26). But community based estimates for stillbirth and earl y neonatal death rates 

were 28.4 per 1000 births (27) and 22 per 1000 live births (28) , respectively , 

wh ich were much less than the hospital estimates . Bangladesh is another south 

As ian country which reported a high perinatal mortality rate (75 per 1000 births) 

(IS). According to the authors, perinatal mortality rate declined regularly and 

s ignificantly in an area covered by an intensive family planning and health 

serv ices programme, bu t not in the adjacent control area . 

In Ethiopia , hospital - based estimates for perinatal mortality rate vary 

between 65.3 and 11 2.7 per 1000 live births (29 - 32). The breakdown of 

perinatal deaths shows that the majority of the deaths occur in utero. The stillbirth 

rate ranges from 52.6 to 83 per 1000 live births (29,31) , while earl y neonatal 

death is between 29 and 5 I per 1000 li ve births (29,33). Although there are 
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variations In the study methodology, these estimates are much higher than a 

community based estimate which was reported by Kwast et al in Addis Ababa for 

the period of 1981-1983 (34) . This difference could probably be explained by self 

referrals of high risk mothers with bad outcomes. 

2. MEASUREMENT PROBLEMS 

Vital statistics from most developing countries , contrary to the developed 

world , are considered to be inadequate (8,9). For example a study carried out in 

Thailand to evaluate the accuracy of official statistics had shown an under 

registration of 100 % and 45 % for stillbirths and infant deaths (5) , respectively. 

This was because women were not reporting sti llbirths and neonates which die 

before they were registered. Similarly, as reported in the works of Maccaw-Binns 

et al.(9) , studies conducted in lamaica had pointed to problems with vital 

registration system and the urgent need for reform to improve the quality and 

completeness of registration . The under estimation of the problems in the 

developing countries can mislead the International Community from glvmg 

assistance to these countries. Hospital records are supposed to have more accurate 

statistics in these countries despite their shortcomings to indicate the true 

magnitude of the problem in the community, particularly when a sign ificant 

proportion of deaths occur outside health care facilities (5). Most of the time 

women who have better socioeconomic status are the ones who utilize the modern 

health facilities and deliver in health institutions . The rest can be self referrals 

who are with bad outcomes. This bias can be avoided by using a community 
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based study. Therefore community based studies are necessary to determine the 

true magnitude of the problem. However , since community - based statistics are 

expens ive and difficult to collect in many developing countries , such countries 

may have to depend on hosp ital- based data ti ll such a time when birth and death 

registrations are universally practised (16). 

3. FACTORS ASSOCIATED WITH PERINATAL MORTALITY 

Several risk factors for perinatal mortality have been identified. Some of 

the major risk factors are discussed as follows. 

Maternal age and parity are associated with perinatal mortality (21 , 35-

38). In relation to maternal age , death rates form either a U - shaped pattern (35) 

or an inversed l-shaped pattern (38), being highest when the mother is under age 

18 or over 35 years and lowest when the mother is in her twenties or having her 

second chi ld (35). The reasons for the higher rates at the extremes of the 

reproductive life are that older women may be at higher risk of intercurrent 

diseases such as hypertension or diabetes , which complicate pregnancy and 

delivery and might account for greater perinatal mortality while young women are 

likely to have obstructed labour as the result of their immature and relatively 

small pelves which are sti ll growing (35,37). Commonly such groups seek and 

respond to ANC less readily (37). 

The distribution of perinatal mortality by parity is to some extent linked 

with the age of the mother. Fetal mortality rates and Infant mortality rates are 

generall y thought to follow a U- shaped curve in relation to birth order as well. 
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First births and high birth orders are us ually reported to have poor survival 

chances than intermediate birth orders due to physiological factors (35 ,36). The 

higher risk of the first pregnancy includes problems such as the fit of the baby in 

the pelvis , the higher incidence of pre-eclamps ia and less blood supply to the 

placental bed than in later pregnancies (35,37) , which are hazardous to the foetus . 

However , contrary to the conclusion of the previous study, some authors argued 

that neither maternal age nor parity was associated with poor pregnancy outcome 

in terms of fetal and neonatal mortal ity (39) . 

Marital status is another identified risk factor for perinatal mortality. The 

risk to the fetus of the unmarried mother appears to be raised for both sti llbirths 

and early neonatal deaths. There is some ev idence that much of the excess is due 

to lower birth weight in unmarried mothers, especially when associated with 

preterm delivery (40). 

Maternal nutritional status is probably the most important determinant of 

the birth weight and the probabili ty of the baby 's survival through neonatal 

period . Closely spaced pregnancies coupled with poor diet and hard labour are 

cumulative drain on nutritional status of the mother. If a woman cannot recover 

fully from the effects of her last pregnancy and period of breast- feeding before 

becoming pregnant again, her nutritional status might be expected to deteriorate 

with each success ive pregnancy, and this condition is termed "maternal depletion 

syndrome" . Poor maternal nutritional status increases the risk of delivering 

premature and low birth we ight infants with lower chances of survival (35,40) . 
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Low birth weight is probably the best indicator of foetal malnutrition and is one 

of the most important determinants of perinatal mortality. Neonatal illness in 

general is closely related to low birth weight , and low birth weight infants also 

tend to have higher mortality and malnutrition rates during the first year of life 

(41). 

Poor obstetric history like previous stillbirth and history of more than one 

child death is also assoc iated with poor perinatal outcome (26). This can be 

explained by either a recurrent gynaecological and obstetric problems or low 

socioeconomic status of the mothers which cannot be changed within a short 

period of time and its influence on health service utilization. 

Complications during pregnancy (vaginal bleeding , oedema, pre-eclamps ia) and 

labour( prolonged or difficult labour, birth asphyxia) are among the major factors 

which are associated with both stillbirths and earl y neonatal deaths (22 ,26,36). 

In the Indian study asphyxia which resulted from abnormal presentation, 

prolonged labour and placental causes such as antepartum haemorrhage was 

responsible for 53 % of the sti llbirths, while low birth weight was the most 

important underlying or associated cause of death in the first week of li fe. Fetal 

asphyxia, birth injuries , neonata l infections and congenital anomalies were some 

of the causes of early neonatal deaths (26). Amniotic fluid infection, obstructed 

labour and congenital syphilis are documented to be the leadi ng causes of 

perinatal mortality in Ethiopia (30). Other diseases like malaria (7) and anemia 

during pregnancy (26) were also reported as risk. 
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Low socioeconomic status reflected by lack of education, subsistence 

farming, and poor environmental conditions, such as lack of safe water and lack 

of latrines, also contribute to the poor perinatal outcomes (26) . 

Absence or inadequate ANC is significantly associated with perinatal 

morbidity and mortality (7,21,22). Absence of health care deprives the pregnant 

women of timely identification of risk , iron supplementation and dietary advice 

which are important measures for the health of both the foetus and the mother. 

It also denies the mothers the chance of having tetanus toxoid vaccine and results 

in the death of many neonates because of tetanus neonatorum. A tetanus induced 

neonatal mortality rate of 1611000 live births was registered in Senegal (42) . 

UNICEF reported that 63 % of neonatal deaths in Ethiopia are due to neonatal 

tetanus (41). Thus failure to have Tetanus toxoid and unhygienic home delivery 

are documented to be risk factors for perinatal mortality (42). 
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illo Objectives of the study 

GeDeloal Objective: 

To assess pregnancy outcome with emphasis to perinatal 

mortality in a rural community of Southern Ethiopia. 

Specific Objectives: 

1. To describe health problems duri ng pregnancy, ch ild birth 

and puerperium . 

2. To identify common practices during pregnancy and 

delivery. 

3. To determine perinatal mortality rate in rural community in 

Butajira. 

4. To assess factors associated with perinatal mortality. 
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IV. METHODS AND MATERIALS 

Study Design: 

This is a prospective follow - up study conducted to determine 

pregnancy outcomes in Meskan and Mareko Wereda. 

STUDY AREA: 

The study was performed within the Butajira Rural Health Project 

(BRHP) setting. The study population has been under continuous demographic 

surveillance since 1987. 

Meskan and Mareko is one of the 11 weredas of the Guragie zone in 

southern Ethiopia. The wereda population is 247,763 , as projected from the 

1994 census (43), whi le the population of the study area is estimated to be 

31 ,000 (Surveillance Report from the study base) . The major ethnic group is 

the Guragie with further divisions into minor groups. Islam is the major 

religion of the wereda. Most people live on subsistence farming growing Enset 

(Ensete Ventricosum) , Tef (Eragrostis Abyssinica), Maize and Wheat and 

rearing Cattle. The main cash crop is Pepper (44). 

One health center and two health stations are located in the study area. 

There are also six private clinics, one pharmacy, one drug shop, eight rural 

drug vendor shops. All the health facilities are located in the towns (45). 

According to the 1994 census report, the Infant Mortality Rate (IMR) was 145 

per 1000 live births and Child Mortality Rate (CMR) of 2 18 per 1000 

children. The corresponding rates for the region were 128 and 189 per 1000 

live births , respectively (43). 
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Source Population: 

Women in their reproductive age residing m Meskan and Mareko 

district, Gurage zone, south Ethiopia (SNNPR). 

Study Population: 

All women who were dwellers in the nine peasant associations which 

are under demographic surveillance by Butajira Rural Health Project (BRHP) 

and who reported to be pregnant during March 22 - August 21, 1997 were 

enroll ed into the study. 

SAMPLING: 

Ten villages (one urban and nine rural) were already selected for the 

project out of four urban dwellers ' associations and eighty two peasants ' 

associations using a proportionate to population size (PPS) sampling technique. 

The urban vi llage was excluded in this study due to technical problem. 

Pregnant women in the rural villages were identified through house- to- house 

visits by trained enumerators. 

SAMPLE SIZE: 

Assuming the general prevalence of perinatal mortality to be 10% 

(based on different stud ies carried out in Ethiop ia) with 80% power and 95 % 

confidence interval and the ratio exposed to non-exposed at 1: 1, to detect a 

relative risk of 2, the sample size required for the study was calculated to be 

438. Sample size calculation was carried out on Epi-Info version 6 statistical 

software. 

The estimated population of the study area is 31,000. Expecting 5 % 

of this population would be pregnant (46), and about 2/3(1000 women) being 
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in their second and third trimester , about 500 women were expected to deliver 

during the 5 months available to complete the study. 

DATA COLLECTION: 

Data collection began by registration of households and identification 

of pregnant women. A total of 6379 households were registered and a 

dynamic cohort of 786 pregnant women identified through reports to the 

trained enumerators during house to house visits. Women after initial 

registration were fo llowed on a monthly basis till confinement. Information 

on birth outcome was obtained within a week of delivery , and then both the 

neonates and the mothers were visited at their homes at 7"' day and at 28"' 

day. Questionnaires for baseline information, monthly follow - up, abortion, 

delivery and postpartum were prepared separately. Baseline informat ion on 

socio - demographic characteristics of the mother, past obstetric history , food 

taboos during pregnancy and puerperal period , traditional practices in case of 

prolonged labour and retained placenta and information about the index 

pregnancy were collected using the first format. Follow - up was carried out 

using a format which contains questions regarding health problems during the 

index pregnancy, measures taken to alleviate the problems , information about 

ANC and anti-tetanus immunization . Labour and delivery format contains 

questions about duration of labour , place of delivery, who attended the 

delivery and problems encountered during labour and delivery with measures 

taken to alleviate the problems. Similarly, the conditions of the mothers and 

neonates in puerperal period is completed using postpartum format. 

Anthropometric measurements (height and arm circumference) of the women 
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and incumbent length, weight and arm circumference of the neonates were 

also taken. Locally made wooden sticks were used for the height measurement 

of the mothers while salter baby scales and tapes were used for the weight and 

arm circumference of the neonates , respectively. 

The questionnaires were prepared in English and then translated into 

Amharic, the official language of the country and of the study area. Eleven 

high school graduates , al l females , were recruited and trained for ten days on 

theoretica l and practical matters related to the study. Group discussions and 

role play sessions were used during the training . Ten were ass igned (one in 

each PA) for data col lection and one was ass igned for supervision . The 

selection of the supervisor was based on past performance as data collector in 

the project. The supervisor coordinated the field activities by making visits, 

supplying the necessary materials to the enumerators , checking the completed 

questionnaire and did interv iews in 5 % of the households to countercheck the 

initial interview . The questionnaire were pretested in a similar population one 

month ahead of the actual fie ld work and appropriate adj ustments were done 

before it was finalized. Inclusion of closed ended morbidi ty questions, 

questions about abortions and extension of mUltiple choices to some questions 

were the main adjustments done on the questionnaires. The completed 

questionnaire was handed in to the supervisor weekly. The supervisor after 

checking for consistency and completeness passes the filled questionnaires to 

the principal investigator. Incorrectly fil led ones were sent back to the 

~ 
enumerators for correction . The principal investigator monitored the overall I 

quality and conduct of the stud y by rechecking the completed questionnaires 
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before they were submitted to the data entry clerk and making occasional fie ld 

visits. The investigator also followed the activities of the supervisor through 

meetings held twice weekly. Meetings of the enumerators and the supervisor 

with the investigator were held in Butajira Rural Health Project office on 

weekly bas is. These meetings helped to clear out doubts and solve problems 

encountered dur ing fie ld activities. 

VARIABLES: 

INDEPENDENT: 

Independent variables include socio-demographic 

characteristics, obstetric history , maternal health and nutritional 

status during pregnancy. Birth weight and perinatal events were 

also obtained. 

DEPENDENT : 

Perinatal mortality (stillbirth and early neonatal death) was the 

main dependent variable of interest, in add ition health problems 

and common practices dur ing pregnancy were looked. 

DATA ANALYSIS: 

Data entry, data cleaning and analys is were carr ied out using EPI 

INFO version 6 statistical package. Frequencies, percentages and rates were 

calculated fo r all variables. Crude rate ratios were calculated for selected 

factors . Multivar iate analysis were done using SPSS statistical software to 

control for confound ing factors. 
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ETIDCAL CONSIDERATIONS: 

The proposal was reviewed by the Department and Faculty Ethical 

committees and granted clearance. Informed consent was obtained from all 

study participants. Privacy during interv iews was ensured. Women who 

reported ill health and complications were referred to health institutions for 

appropriate treatment. They were also advised to de liver in health units. All 

information was kept confidentially. 
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V.RESULT 

A total of 6379 households were surveyed to register 786 pregnant 

women. During the period from March 22 to August 1997, the outcome of 

472 (60. I %) pregnancies was known. Two mothers expired (one in her ninth 

month of pregnancy and the second in puerperal period) , giving a Maternal 

Mortality Ratio (MMR) of 450.5 per 100,000 live births. [n both cases 

bleeding was the cause of death. Seventeen (2.2 %) of the pregnancies ended 

up in abortions and 13 (1.7 %) twin deliveries. Among_the sin~ton births 

thirteen were lost to follow up and hence, the analysis focused on the 

remaining 428 singleton births (including both stillbirths and li ve births). 

Among these, there were 9 stillbirths, [0 early neonatal deaths and 5 late 

neonatal deaths , giving a stillb irth rate of 21 per 1000 births , perinatal 

mortality rate of 44.4 per 1000 births , early neonatal mortality rate of 23.9 

per 1000 live births and neonatal mortality rate of 35.8 per 1000 live births. 

Table I summarizes Socio - demographic characteristics of the study 

population. The majority of the women were in the age group of 20-29 

(52 .6%), from Meskan ethnic group (37 .6%), illiterate (89.3%), housewives 

(94.6%), Islam (75.2%) and almost all of them were in marital union (76.2% 

in monogamous and 23% in polygamous). The average family size was five 

for the study popUlation. 

Table 2 shows past obstetric history of the study population. 393 

(91.8%) of the mothers were married before the age of 20 years. 30 (7%) 

were married before 15 years of age. 329 (76.9 %) were pregnant before the 

age of twenty years. Overall the mean ages for first marriage and first 
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pregnancy in this population are 16 and 18 years , respectively. 371 mothers 

were pregnant in the past. 220 (51.4 %) had births between 1-4 , while 150 

(35. 1 %) had 5-10 births. The rest were null iparous (13.6 %) . The average 

number of gravidi ty and par ity for this group were 4.20 and 3.95, 

respectively. History of abortions and still births were reported by 74 (17.3 %) 

and 23(5 .4 %) women, respectively. Infant deaths varied between 1 and 4. The 

major ity (97.9%) of the births took place at home. 

Health seeking behaviour and anthropometric measurements of the 

mothers during the index pregnancy are shown in tables 3. According to the 

reports of the mothers , 105 (24 .6%) were identified in their second tri mester 

and 322 (75.4%) in their thi rd trimester. 95 (22.2%) reported to have started 

antenatal care attendance. Only 12 (12.6 %) started in first trimester. TT 

vacc ination was reported by 81 (85 .3%) . Absence of health problems 

(20.8%), far distance from health unit (20.2), lack of awareness (18.1 %), fear 

of being mishandled by health workers (13.1 %) and procrastination (9.4 %) 

were the main reasons reported for non attendance of ANC . The majority of 

the mothers (98 .6%) preferred to del iver either at home or at thei r parent's 

home. Similarl y, the majority chose to be attended by relatives or neighbours. 

Need for relative's attention during delivery (73.0 %) was the main reason for 

home preference. 11.5 % of the mothers were in the category of short stature. 

25. I % had ann circumference measurement below 23 cm. 
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Table 1. Socio-demographic character istics of Pregnant women, 

Butajira, Ethiopia, 1997. (n = 428) 

Variable Frequency Percent 
Mother Age 

15-19 47 11.0 
20-24 92 21.5 
25-29 133 31.1 
30-34 89 20.8 
35-39 46 10.7 
40+ 21 4.9 

Ethnicity 
Meskan 161 37.6 
Si lti 100 23.4 
Mareko 53 12.4 
SOdo 32 7.5 
Dobi 2 1 4.9 
Amhara 7 1.6 
Wolene 6 1.4 
Mixed 48 11.2 

Mother occupation 
Housewife 405 94.6 
Merchant 15 3.5 
Other 8 1.9 

Marital status 
Married (Monogamous) 326 76.2 
Married (Polygamous) 98 22 .9 
Widow 3 0.7 
Separated 1 0.2 

Relig ion 
Islam 322 75.2 
Orthodox Christian 82 19.2 
Other Christian 24 5.6 

Ed ucational status 
III iterate 382 89.3 
Grade 1-6 41 9.6 
Grade 7-12 5 l.l 

Family size 
1-4 179 41.8 
;::: 5 249 58 .2 
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Table 3. Selected characteristics of the Pregnant women during the index 
pregnancy, Butajira, Eth iopia, 1997. 

Variable Frequency Percent 

Reported gestational age in months (n =427) 
3-6 105 24.6 
6+ 322 75.4 

Antenatal care visit (n=95) 
1-2 73 17. I 
3-4 19 4.4 
4+ 3 0.7 

Period ANC started (n = 95 , 95/428 = 22.2 % ) 
First ffimes er J2 J2~6 

Second trimester 49 51.6 
Third trimester 34 35 .8 

IT vaccination (n = 81, 81195 = 85.3 %) 
I 41 50.6 
2 27 33.3 
3+ 13 16.0 

Preferred place of delivery 
Home/parent's house 422 98.6 
Health unit 6 1.4 

Preferred attendance by 
Relative/neighbour 384 89.7 
TBA 11 2.6 
Trained TBA 9 2.1 
Health worker 6 1.4 
Other 18 4 .2 

Mother 's height (n =427) 
140-149 49 11.5 
150-180 378 88.5 

Mother 's arm circumference (n=427) 
19.0-22.9 107 25 .1 
23.0-29.0 320 74.9 
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Health complaints reported by 166 women during the index pregnancy, 

measures taken and the outcome achieved are shown in Table 4. Abdominal 

pain, tiredness, headache , vomiting and fever were the frequent complaints 

reported by the women for the open ended question. Vaginal bleeding and 

vaginal discharge were reported by only 2 (1.2%) and 3 (1.8%) women , 

respectively. The complaints were further ascertained by a closed ended 

question , to which they had responded in a similar way. Although the 

complaints were similar, substantial variations 111 numbers and additional 

symptoms like convulsion and anorexia were reported. About a quarter had 

sought the care of health workers. 

Applying abdominal massage and taking traditional medicine were 

frequently reported as measures taken for prolonged labour and retained 

placenta (see Table 5) 
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Table 4 . Complaints during the index pregnancy(Open & Closcd 
Questions) Action taken and outcome ach ieved Butajira, 
Ethiopia . 1997 (n= 166) 

Reported Sympto ms (Open Question) 

Abdominal pain 
Headache 
T iredness 
Vomiting 
Fever 
Rheumatism 
Back pa in 
Body swell ing 
Vag i nal discharge 
Vaginal bleeding 
Others 

Reported Symptoms (Closed Question) 

Weakness 
Headache 
Abdominal Pa in 
Fever 
Anorexia 
Convulsion 
Leg swell ing 
Vaginal bleeding 
Vaginal discharge 

Action taken 
Nothing 
Consulted health workers 
Took trad itional medic ines 

Outcome of the action 
Cured 
Improved 
No improvement 
Worse 

Frequency 

90 
6 1 
52 
42 
34 
17 
9 
8 

- 3 
2 

18 

95 
86 
53 
46 
42 
19 
15 
6 
5 

108 
39 
19 

8 
77 
74 
7 

Percent 

54 .2 
36.7 
31.3 
25.3 
20 .5 
10.2 
5.4 
4.8 
1.8 
1.2 

10.8 

57.2 
51.8 
31.9 
27.7 
25.3 
11.4 
9.0 
3.6 
3.0 

65 .0 
23 .5 
11.4 

4.8 
46.4 
44 .6 
4.2 

* Percentage figures do not add up to 100 % because of multiple 
responses by s ingle women. 

25 



Table 5. Actions to be taken in case of prolonged labour and retained 
placenta as reported by mothers. Butajira, Ethiopia. 1997 

Action 

For prolonged labour 
Take to a health unit 
Apply abdominal massage 
Pray 
Give traditional herbs 
CaJljB!\-
Other 
Don't know 

For retained placenta 

Traditional medicine 
Abdominal Massage 
Take to health unit 
Shaking the abdomen 
Call TBA 
Apply pressure against a pot 
Pray 
Don't Know 

26 

Frequency 

234 
95 
41 
34 
9 
8 

39 

130 
119 
113 
51 
24 
9 
5 

23 

Percent 

52 .8 
21.4 
9.3 
7.7 
2.3 
1.8 
8.8 

29.3 
26.9 
25 .5 
11.5 
5.4 
2.0 
l.l 
5.2 



Forty four percent of [he study population reported that milk products 

(specially milk and cheese) are not recommended during pregnancy. However, 

there were others (5.4%) who reported that they are recommended. Other 

nutritious items I ike meat and eggs were recommended by few . Meat and 

milk product were reported to be recommended during puerperal period by 

20 .3% and 28.3 %, respectively. There were also few (2-4%) who reported 

contrary to this . 

Term delivery accounted for 77.3 % of all births. Prolonged labour was 

encountered by 11.4 % of the women. Eighty eight percent of the delivery was 

at home and the majority (58.9%) were assisted by neighbours . Delivery in 

health unit was very minimal (O.9 %) .(See Table 6) . 

Forty one percent of the mothers reported problems during delivery . 

Excessive vaginal bleeding, prolonged labour and retained placenta were the 

major problems encountered. Only II % of them consulted health workers. 

Nearly half of them did not seek any kind of assistance. Fifty five percent 

reported to have achieved cure and thirty six percent improved . 

New blade was used for cutting cord by 78. I %. String and weficho 

(Enset string) were the cord tie in the majority of cases. Seven mothers 

(1.6%) left the cord untied. Umbilical stump was painted with butter in 4.3%. 

Thirty nine percent of the neonates were perceived to be small by their 

mothers. Three (0 .7 %) of the neonates were reported abnormal. Breast milk 

was given to 81.3 % of the neonates immediately after birth. Butter and water 

were given for 10.4 and 2.1 percent , respectively. Abdominal pain , headache, 

fever and vaginal bleeding were the frequent complaints of the mothers during 
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puerperal period. Urinary incontinence was reported by 9 women and faecal 

incontinence by four women . (See Table 8). 
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Table 6. Information on ch ild birth characteristics. Butaji ra , Ethiopia. 1997 
Var iable Frequency Percent 

T ime of Delivery 
At term 
After term 
Before term 

Duration of labour 
< 12 hours 
12-24 hours 
> 24 hours 

Place of del ivery 
Home 
Parent 's home 
Neighbour 
H ealtlLcelUre 
Hospital 

Del ivery ass isted by 
Neighbours 
Relatives 
TBA 
Trained TBA 
Health worker 
Self 

Problem encountered during chi ld birth 
Yes 
No 

331 
84 
13 

338 
4 1 
49 

376 
41 
7 
3 
1 

252 
123 
27 
14 
7 
5 

176 
252 

Types of problems during child birth (n = 176) 
Reta ined placenta 63 
Prolonged labour 54 
Excess ive vagi nal 
Bleeding 39 
Other 2 1 

Measures taken to the prob lem 
none 85 
Traditional medic ine 38 
Modern medicine 19 
Other 35 

Resul t of the Measure 
Cured 97 
Improved 62 
No improvement 15 
Worse 2 
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77.3 
19.6 
3.0 

79.0 
9.6 

11.4 

87 .9 
9.6 
1.7 
0.7 
0.2 

58 .9 
28 .7 
6. 3 
3. 3 
1.6 
1.2 

41.1 
58.9 

35 .6 
30. 5 

22.0 
11.9 

48.0 
2 1.5 
10 .7 
19.8 

55 . 1 
35 .2 
8.5 
1.1 



Table 7. Condition of the singleton baby at birth. Butajira, Ethiopia . 1997 
Variable Frequency Percent 

Status of baby at birth (n -428) 
Alive 419 97.9 
Sti ll birth 9 2.1 

Sex of the baby (n = 428) 
Male 
Female 

Cord was cut with (n = 419) 
New blade 
Boiled blade 
or knife 
UnboIled blade 
or knife 

Material used to tie the cord (n = 419) 
Unboiled string 
Weficho 
boiled string 
Not tied 
Other 

Umbilical stump painted with (n=419) 
Nothing 
Butter 
Other 

225 
203 

328 

67 

24 

209 
174 
10 
7 

19 

398 
19 
2 

Perceived weight of the baby(mother's report) (n=428) 

52.6 
47.4 

78.3 

16.0 

5.7 

49.9 
41.5 
2.4 
1.7 
4.5 

95.0 
4.5 
0.4 

Very small 13 3.0 
Small 156 36.4 
Medium 140 32.7 
Big 99 23.1 
Very big 20 4 .7 

Physical condition of the baby at birth (n =428) 
Normal 425 99.3 
Handicapped 3 0 .7 

Type of first feed (n=419) 
Breast milk 
Butter 
Sugar 
Water 
Other 

30 

341 
43 
14 
8 

13 

81.4 
10.3 
3.3 
1.9 
3.1 



Table 8. Complaints of the mothers during puerperal period(Open & 
Closed questions), Actions taken and outcome achieved 
Butajira, Ethiopia, 1997. (n= 137) 

Complaints (Open Qllestjon) 
Abdominal pain 
Headache 
Fever 
Vaginal bleed ing 
Rheumatism 
Breast pain 
Weakness 
Urinary incontinence 
Cough 
Vomiting 
Malaria 
Diarrhoea 
Backpain 
Leg swell ing 
Vaginal discharge 
Others 

Complaints Closed Question) 
Fever 
Abdominal pain 
Vaginal bleeding 
Ur inary incontinence 
Vaginal discharge 
Faecal incontinence 

Actions taken during ill ness 
Nothing 
Took traditional medicine 
Consulted health workers 
Others 

Outcome of the actions taken 
Improved 
No change 
Cured 
worsened 
Other 

Frequency 

63 
57 
48 
14 
l3 
11 
10 
8 
7 
6 
5 
5 
5 
5 
5 

14 

86 
79 
37 
9 
8 
4 

75 
38 
16 
8 

69 
46 
16 
5 
1 

Percent 

46.0 
41.6 
35.0 
10.2 
9.5 
8.0 
7.3 
5 .8 
5.1 
4.4 
3.6 
3.6 
3.6 
3.6 
3.6 
10.2 

62.8 
57.7 
27.0 
6.6 
5.8 
2.9 

54 .7 
27.7 
11.7 
5.8 

50.4 
33.6 
11.7 
3.6 
0.7 

* Percentage figures do not add up to 100 % because of multiple 
responses by a single woman. 
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In the bivariate analysis maternal age , parity and height were found 

to be significantly associated with perinatal death. The risk of perinatal death 

was significantl y high among mothers who were below twenty years of age, 

while it decreased with increas ing maternal age. Similarly primiparity and 

short stature were also significant risk factors. Among the intrapartum 

characteristics studied, gestational age and perceived birth weight of the 

neonates were significantly associated with perinatal death. The relative risk 

of perinatal death is higher among female neonates than males , though not 

statisticall y significant. 

When the factors were entered into logistic regression only maternal 

height remained significantly associated with perinatal mortality . Among child 

characteristics entered into logistic regression gestational age and perceived 

birth weight showed significant association (See Tables 9 & 10) . 
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Table 9. Perinata l mortality and relaccd facrors , Burajlra, EthIOpia , 1997. 

Popn. Number (%) CrudeRR(95% CI) 

Age of tDQlhcrs 

Religion 

15-19 
20-29 
30 + 

Islam 
Christian 

47 
225 
156 

322 
106 

5( 10.6) 
11(4 .9) 
3(1.9) 

18(5.6) 
1(0.9) 

Marital Sta t1ls (only for couples) 
Monogamoll s 326 15(4 .6) 
Polygamous 98 4(4.1) 

Family size 
1-4 179 13(7.3) 
5+-- 49--6(2.4) 

Parity 
None 58 7( 12. 1) 
1-4 220 8(3.6) 
5+ 150 4(2.7) 

History of abortion 
No 354 17(4.8) 
Yes 74 2(2 .7) 

ANC aucndance during index pregnancy 
No 332 13(3.9) 
Yes 96 6(6.3) 

Complications during index pregnancy 
No 270 13(4.8) 
Yes 158 6(3.8) 

Duration of labour 
< 12 hours 338 12(3.6) 
> 12 hours 90 7(7.8) 

Complications of labour 
No 252 10(4.0) 
Yes 176 9(5 .1) 

Materna l He ight 
< 150 cm 49 5( 10. 2) 
", 150 em 379 14(3.7) 

Mothers ann circumference 
< 23 em 107 6(5.6) 
~ 23 em 321 13(4.0) 
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1.00 
0.46 (0.17, 1. 26) 
0 .18 (0.04,0.73) 

1.00 
0.17 (0.02,1.25) 

1.00 
0 .89 (0.30 ,2. 61) 

1.00 
0:33(O:T3 ,()1l6) 

1.00 
0.30 (0.11,0.80) 
0.22 (0.07.0.73) 

1.00 
0 .56 (0 .13,2.38) 

1.00 
1.60 (0.62,4.09) 

1.00 
0.79 (0.31 ,2.03) 

1.00 
2.19 (0.89,5.40) 

1.00 
1.29 (0.53,3.11) 

1.00 
0.36 (0.14,0 .96) 

1.00 
0.72 (0. 28, 1.85) 

Adjusted RR(95 % CI) 

0 .85(0 .28,2.59) 
0 .68(0 .3 1,1.46) 

0 .39(0.14, 1.11) 

1. 11 (0.60,2.06) 

0 .55(0:2Ir,r1J8) 

0.58(0.21, 1.62) 
2.20(0.95 ,5.10) 

1.26(0.55,2.92) 

1.0 1(0.58,1.75) 

0 .9 1(0.9 1,1.57) 

1.52(0.90,2.59) 

0.96(0 .57, 1.60) 

0.49(0.27.0.89) 

0.94(0.55,1.63) 



VI. Discussion: 

This home - based fol low up study which is a part of a big study in 

reproductive health tried to identify complications during pregnancy , labour 

and puerperium with major emphasis on perinatal mortality and factors 

associated with it. 

The proportion of pregnant women in this population was much lower 

than expected . Seven hundred eighty s ix pregnant women were registered 

during the study period in communities with an estimated population of 

31 ,000; only 2.5 % of the population were found pregnant . Th is finding is far 

below the conservative estimate that 5 % of the population are pregnant women 

at any given time. It has to be further explored whether it is an indication of 

a declining ferti li ty or caused by abortion at early stage, or the 5 % could be 

an over estimation. In this rural community, where having many child ren is 

considered as an asset, and contraceptive prevalence is very low, it is difficult 

to believe that it is due to declined fertility. 

Nearly 40 % of the mothers reported health problems during the index 

pregnancy. Abdominal pain , headache, fever and anorex ia were among the 

frequent complaints . These could either be an exaggeration of the 

physiological minor disorders of pregnancy or a worsening of the symptoms 

due to anemia and intercurrent infections which are common in poor rural 

communities. Although major complications like vaginal bleeding were 

reported by few , the report of the two maternal deaths due to haemorrhage 

shows the severity of the problem and it is s imilar with observation made 

elsewhere (23) and deserves due concern and timely intervention . However, 
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maternal mortality rano reported in this study has to be interpreted with 

reservations as puerperal period was not fully covered and the possibility of 

maternal deaths during early pregnancy cannot be ruled out. Despite the 

severity of the problems , mothers either try to self-limit or resorted to 

traditional medication for their problems. The fact that only 23.5 % of the 

mothers consulted health workers shows a low health seeking behaviour of the 

mothers or inaccessibility of the services . Similarly, outof 176 (41 %) mothers 

who reported to face labour complications like excess ive bleeding , prolonged 

labour or retained placenta only 10 % consulted health workers , wh ich is half 

of that reported by Jepson et al.(47) in Wobera Awraja. The fact that crippling 

postpartum compl ications like urinary incontinence was also reported in this 

study indicates the high incidence of preventable pregnancy related problems 

in this community . 

Coverage of antenatal attendance is generally low in Eth iopia. It ranges 

from less than 10 % in some rural areas to 60% in some urban areas (48). In 

this study 22.2 % of the mothers attended ANC clin ic . Although this is within 

the range of the estimate for the country , the proportion of the mothers who 

had their first visits in the first trimester (12.6%) is low in comparison to that 

reported in Arsi Zone (49) , which was 32.5 %. Absence of health problems, 

distance, lack of awareness and fear of being mishandled by the health 

workers were the main reported reasons for non attendance. Eighty five 

percent of the mothers who had attended ANC clinic reported to have been 

vaccinated against tetanus (1-3 times) . In the country where 63 % of neonatal 

death is estimated to be due to neonatal tetanus (41) and the great majority of 
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Although the deleterious effect of this practice is not well studied , there is no 

doubt that the feed ing of the indigestible items can lead to diarrhoea (41) and 

poss ibly have an impact on child malnutrition in the future. Maternal 

ed ucation on exclusive breast feeding and colostrum feeding is necessary. 

Food taboos and erroneous beliefs are observed in this community. 

Nutritious food items like Milk , Meat and Egg are recommended during 

pregnancy only by very few. On the other hand items like Kocho, [njera and 

Cabbage are more preferred. In this community it is believed that neonates 

born to mothers who use milk and cheese during pregnancy are covered with 

whi tish mater ial ("dirt") during birth. The prohibition of such nutritious food 

when the physiologic condition of the pregnant woman demands more in 

variety and amount can be detrimental both to the foetus and the mother. This 

observation is simi lar to a report in Nigeria where meat is avoided during 

pregnancy because of taboos and beliefs (54) . This finding indicates the need 

for provis ion of nutritional education during pregnancy. Nutritional education 

insisting on dispelling of food taboos during pregnancy and post-partum period 

is essential. 

[n this study, the perinatal mortality rate (PMR) was 44.4 per 1000 

births with Stillbirth Rate of 21.0 per 1000 births and Ear ly Neonatal 

Mortality Rate of 23.9 per 1000 live births. The fact that it is lower than the 

different hospital based estimates in Ethiopia (30,31 ,32), is as expected. The 

higher levels of perinatal mortality rates in hospitals could be due to a referral 

bias of high risk mothers and unbooked emergencies resulting in number of 

deaths. Similarly , this result cannot be compared with the community based 
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lower for smal l than for very small babies and risk increased significantly with 

increasing weight. This paradoxical result casts doubt on the validity of this 

instrument, as mother's perception can be influenced by her expectation. Sex 

is the other neonatal characteristic which has association with perinatal 

mortality. A study in Bangladesh (15) showed the risk of perinatal death to be 

higher among males. Although not significant, in this study the risk was 

higher for females than males. 

Among maternal characteristics entered into the logistic regression 

model maternal height was the only factor which showed a significant 

association with perinatal mortality . Our finding of a significant association 

of short maternal stature with perinatal mortality is similar to the observation 

made elsewhere (21, 57) , as short stature can result in cephalopelvic 

disproportion (CPO) and subsequently obstructed labour. 

Maternal age below 20 years and above 30, primiparity and grand 

multiparity which showed significant association with perinatal mortality in 

the bivariate analysis , and are known risk factors for perinatal loss , lost 

significance when entered into the logistic model. 

Maternal education is considered as one of the determining factors for 

a better outcome of pregnancy and neonatal survival (18 ,40,41). However , in 

this study the effect of education could not be determined as almost all of the 

study subjects were illiterates. Ninety five percent of the mothers were 

housewives and there is no doubt that all were engaged in heavy works 

(fetching water , cutting ensets and woods, carrying goods to markets etc ... ) 

through out pregnancy, the negative effect of which on foetus is already 
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documented (56 ,58) . 

Marital status has been found to be associated with perinatal mortality 

in previous stud ies. Babies born to single mothers were cons idered as high 

risk for neonatal death compared to those babies who are born to married 

mothers , the explanation being that single mothers are less likely to feed 

adequate and balanced diet both for themselves and their babies (40). Though 

not statistically significant a s lightl y higher risk of perinatal mortality was 

observed in polygamous union than monogamous in the log istic model. In the 

polygamous union the competition among the women would lead to production 

of more chi ldren and extension of the family which can result in the sharing 

of the meagre resources and lead to ill health of both the mothers and the 

children. 

Maternal nutritional status is probably the most important determinant 

of birth weight and which in turn determine the probability of an infant 

surviving through perinatal and neonatal periods (40,41). In this study the 

nutritional status which was determined by measurement of maternal arm 

circumference as recommended by WHO (57) , didn 't show a significant 

association with perinatal mortal ity . 

Poor obstetric history and complications during pregnancy and labour 

did not show significant association with perinatal mortality in this study , 

though risk of death was higher for births to mothers who reported to have 

compl ications during labour. 

This study did not show a significant association between ANC 

attendance and perinatal mortality , sim ilar to observations reported from 
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Gambia (23) and Nigeria (24) , though other reports (2 1,22) showed a positive 

influence of ANC. This could be due to the fact that the service is mainly 

being utilized by pregnant women who had health problems , as lack of health 

problem was reported to be one of the reasons for non-attendance by 18.1 % 

of the women. Poor quality of the service might be another underlying cause, 

as qual ity is documented to be more important than frequency of ANC visits 

(18). 

The reliability of the data was maintained by prior training of the 

interviewers and the supervisor , using pretested questionnaire and by regular 

supervision. This is true particularly in areas similar to ours where a 

significant proportion of births and deaths occur outside health institutions. 

The results are assumed to be valid as all pregnant women residing in 

the study area were included into the study and information was obtained on 

pretested formats . Loss to follow up was minimal (3.2 %) and chances as 

possible explanation of the findings were excluded by achieving a desired level 

of statistical significance. 

As to its generalizability, it is generalizable to rural areas where there 

is no easy access to health facilities. 

LIMIT A TION OF THE STUDY 

The small sample size which resulted in a small number of outcome 

variables (stil lbirths and neonatal deaths) and wide confidence intervals of the 

risk ratios is the major limitation of this study. 

The use of perceived birth weight which is a weaker instrument, 111 

place of recorded birth weight is another limitation of the study. 
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VII . CONCLUSION AND RECOMMENDATION 

The study showed high incidence of pregnancy associated 

complications both pre and postnatally, and the prevalence of harmful 

practices during pregnancy and delivery. The majority of the mothers in this 

study tended not to seek medical care. Lack of awareness, accessibility and 

prevailing traditional methods were observed to hinder the mothers from 

utilizing maternal health services. 

The study also showed a high perinatal mortality rate of 44.4 per 1000 

births , though it is relatively lower compared to figures for most sub·Saharan 

Africa. Maternal short stature (height < 150 cm) and gestational age were 

found to be significantly associated with perinatal deaths. 

Based on the above findings the following recommendations are made: 

1. lEe has to be effectively implemented to enhance the 

awareness of the community towards appropriate utilization of 

maternal health services in areas where they are accessible. 

2. Training of TBAs and provision of health education to the 

community about clean and safe management of delivery and 

cord treatment is mandatory as almost al l the mothers prefer to 

deliver at home. TBAs should also be made aware to time ly 

identify and refer high risk mothers. 

3. Nutritional education with special emphasis on dispelling 

feeding taboos during pregnancy and puerperium for the mother 

and newborn is essential. 

4. The continuation of th is study for longer period IS highly 

recom mended. 

43 



VIII. REFERENCE 

1. Omar MM. Women 's health in rural Somalia. Licentiate Dissertation. 

Umea Univers ity, Umea, 1994. 

2. Bergstrom S. Perinatal Health. Maternal Health: A priority 111 

Reproductive Health. In: Lankinen KS, Bergstrom S, Makela PH , 

Pel tomaa M, eds. Health and Disease in Developing Countries. 

London: The Macmillan Press Ltd. 1994; 287-296, 305-3 15. 

3. Abou Zahr C and Royston E. Excess ive hazards of pregnancy and 

childbirth in the Third World . World Health Forum 1992; 13 : 

343-=3"45-. -

4. Kob linsky MA. Beyond maternal mortality magnitude, 

interrelationship, and consequences of women's health , pregnancy­

related complications and nutritional status on pregnancy outcomes. 

International Journal of Gynaecology & Obstetr ics 48 Suppl. , (1995) 

S21-S32. 

5. Lumbiganon P, Panamonta M, Laopaiboon M, Pothinam Sand 

Patithat N. Why are Thai Official Perinatal and Infant Mortality Rates 

so low? International Journal of Ep idem iology , 1990; 19 : 997- 1000. 

6. MotherCare Matters. A Quarterly Newsletter and L iterature Review 

on Maternal and Neonatal Health and Nutrition, August/September 

1997; 6(3). 

7. Taha TE, Gray RH , Abdelwahab MM , Abdelhafeez AR and 

Abdelsalam AB. Levels and determinants of perinatal mortality in 

central Sudan. International Journal of Gynaecology and Obstetrics , 

1994; 45 : 109-115. 

8. Gadow EC, Castilla EE, Camelo JL and Queenan JT. Stillbirth rate 

and associated risk factors among 869750 Latin American hospital 

births 1982- 1986. IntI. 1. of Gynaecology and Obstetrics, 

July 1991; 209-214 . 

44 



9. Maccaw - Binns AM , Fox K, Foster - Williams KE, Ashley DE and 

Irons B. Registration of Births, Stillbirths and Infa nt Deaths 111 

Jamaica. International Journal of Epidem iology, 1996; 25 (4) : 

807 - 813. 

10. Schieber BA , Mejia M, Koritz S, Gonsalez C and Kwast BE. Medical 

Audit of Ear ly Neonatal Deaths _ INCAP/Quetzaltenango Maternal 

and Neonatal Health Project. MotherCare Matters , August 1996; 

5(4):7-12. 

II. 

- 12. 

Winikoff B and Sull ivan M. The role of family planning in reducing 

maternal mortality , Chapter for WHO Monograph , August 1985 . 

New Trends and- Approaches in the Delivery of1vlaternalana Ch ila 

Care in Health Services. Technical Report Series. WHO, Geneva, 

1976 

13 . Fraser Wand Meli J. Maternal Health Services , The Developing 

World . Canadian Journal of Public Health , Nov/Dec. 1990; 

81 :436-438. 

14. Snow RW, Armstrong JRM , Forster D, Winstanley MT, Marsh VM , 

Newton CRJC et al. Childhood deaths in Africa: Uses and Limitations 

of Verbal Autopsies. The Lancet, 1992; 340 : 351 - 355 

15 . Fauveau V, Wojtyniak B, Mostafa G, Sarder AM and Chakraborty J. 

Perinatal mortality in Matlab , Bangladesh: A community- based study. 

International Journal of Epidemiology , 1990; 

19 (3) : 606-612. 

16. Owa JA , Osinaike AI and Makinde 00. Trends in utilization of 

obstetric care at Wesley Guild Hospital, Ilesa, Nigeria. Tropical and 

Geographical Medicine, 1995 ; 47(2) : 86-88. 

17. Rao B. Perinatal Mortality. In : Wallace Hand Giri K eds. Health care 

of women and children in developing countries. Third Party Publishing 

Company, 1990; 267 - 278. 

18. Kavoo- Linge and Rogo KO. Factors influencing Early Perinatal 

Mortality in a rural District Hospital. East African Medical Journal , 

April 1992; 69(4) : 181- 187 

45 



19. Eisner V, Pratt MW, Hexter A, Chabot MJ and Sayal N. Improvement 

in infant and perinatal mortality in the United States, 1965-1973: r. 
Priorities for Intervention. AJPH , April 1978; 68(4) : 359 - 364. 

20. Levin JB , Macfarlane A and Bennett S. The Comparison of Trends in 

Perinatal Mortality in Small Areas. lnt. J. Epid ., 1990; 

19 (1) : 78-89. 

21. Barros FC , Victora CG, Vaughan lP and Estanislau HJ . Perinatal 

mortality in southern Brazil: a population- based study of 7392 births. 

Bulletin of the World Health Organization , 1987; 65 (1): 

95-104. 

-£2 . Gray RH, Ferraz EM~AmorimMSanalJeNle lo LF. Levelsana 

Determinants of Early Neonatal Mortality in Natal, Northeastern 

Brazil: Results of a Surveillance and Case - Control study . 

International Journal of Ep idemiology , 1991 ; 20 (2) : 467-473. 

23 . Greenwood AM , Greenwood BM , Bradley AK , Williams K, Shenton 

FC, Tulloch S et at. A prospective survey of the outcome of pregnancy 

in a rural area of the Gambia. Bulletin of the World Health 

Organization, 1987; 65 (5) : 635 - 643 . 

24. Akpala CO. Utilization of Maternity Services and Pregnancy Outcome 

in Rural Northern Nigeria. East African Medical Journal, April 1993 ; 

70(4) : 220-223. 

25. MotherCare Matters. A Quarterly Newsletter and Literature Review 

on Maternal and Neonatal Health and Nutrition, October/November 

199 1; 2(1). 

26. Mavalankar DV , Trivedi CR and Gray RH. Levels and risk factors for 

perinatal mortality in Ahmedabad , India. Bulletin of World Health 

Organization , 1991 ; 69 (4): 435 - 442. 

27. Shah U, Pratinidhi AK and Bhatlawande PV. Perinatal mortality in 

rural India: A strategy for reduction through primary care. I 

Stillbirths. Journal of Epidemiology and Community Health , 1984; 38 

: 134 - 137. 

46 



28. Shah U, Prati nidhi AK and Bhatlawande PV. Perinatal mortality in 

rural India: Intervention through primary health care. II Neonatal 

mortality. Journal of Epidemiology and Community Health , 1984; 

38 : l38 - 142. 

29. Tafari N. Ross SM. On the need for organized perinatal care. Ethiop. 

Med. 1. , 1973; 11(1) : 93- 100. 

30. Naeye RL Tafari N. Marboe C. C. and Judge D. M. Causes of 

perinatal mortality in an African city. Bull. Wrld. Hlth . Organ., 1977; 

55 : 63-65. 

31. Frost O. Maternal and Perinatal Deaths in an Addis Ababa Hospital , 

1980. Ethiop . Med. 1. , 1984; 22 : 143 - 146. 

32. Ghide E. Assefa M. Mohammed S. and Tessema F. Analysis of 

Deliveries in Jimma Hospital: A four year retrospective study . Ethiop . 

J. Hlth. Dev . 1991 ; 5(81) : 3-6. 

33. S/Mariam Y. Neonatal Survival in Addis Ababa. A Thesis presented 

to the school of Graduate Studies of Addis Ababa University , April 

1995. 

34. Kwast B. E. Kidane- Mariam W. Saed E. M. and Fowkes F. G. R. 

Epidemiology of Maternal Mortality in Addis Ababa: A community­

based study . Ethiop. Med. J., 1985; 23(7) : 7 - 16. 

35 . Population Reports. Healthier Mothers and Ch ildren Through Family 

Planning. Family Planning Programs , Population Information Program , 

The Johns Hopkins University , 1984; series J(27). 

36. Bernard R. P. et al. Maternal and perinatal death 111 Indonesian 

University obstetrics: Risk display for selected social and biological 

determinants. Primary Health Care in the Making Ed. by V . Laaser, 

R. Senault, H. Viefhues , Springer - Verlag. Berlin Heidelberg, 1985. 

37. Chamberlain G. Background to perinatal health. 1979; Lancet 2: 

1061 - 1063 

38. Demographers ' Notebook. The Influence of Socio - biological Factors 

on Perinatal Mortality in a Rural Area of Bangladesh. Asia - pacific 

Population Journal , March 1995 ; 10 (1). 

47 



39. Wildschut HU . Wiedijk V. Oosting 1. Voorn W. Huber J. and Treffers 

P. E. Pred ictors of fetal and neonatal mortality in Curacao , 

Netherlands Antilles. A multivariate analysis. Soc. Sci. Med. 1989; 28 

(8): 837-842. 

40. Wallace H. M. Maternal health Antecedents of Infant and Early 

Childhood Mortality and Morbidity. Journal of Tropical Pediatrics , 

February 1992; 38 : 4-6. 

41. UNICEF. Children and women in Ethiopia. A situation Analysis. 

Addis Ababa, Ethiopia , 1989. 

42. Leroy O. and Garenne M. Risk Factors of Neonatal Tetanus tn 

Senegal. International Journal of Epidemiology, 1991 ; 

20 (2) : 521-526. 

43. CSA. The 1994 Population and Housing Census of Ethiopia . Results 

for Southern Nations , Nationalities and Peoples ' Region , Addis Ababa, 

1: Part V, June 1996. 

44 . Shamebo D. Special Issue on Epidemiology for Public Research and 

Action in a Developing Society , the Butajira Rural Health Project in 

Ethiopia. The Ethiopian Journal of Health Development, 1994; 8. 

45 . W/Michael K. Residency Report, Meskan and Mareko Wereda. 

(Unpub lished document) , Department of Community Health, Faculty 

of Medicine, Addis Ababa University , July 1997. 

46. Ministry of Health. Handbook and Guide - lines on integrated 

MCH/FP services, Addis Ababa, 1992. 

47. Jepson C. Haest l. Potter B. Asnake M. and Abdosh N. A study of 

women 's practices relating to pregnancy and childbirth in Wobera 

Awraja, East Hararghe Province, Ethiopia; June 1992. 

48 . Fantahun M, Olwit G, Shamebo D. Determinants of antenatal care 

attendance and preference of site of delivery in Addis Ababa. Ethiop . 

J. Health Dev . 1992; 6(2) : 17-21. 

49 . Mesfin M. Farrow J. Determinants of antenatal care utilization in Arsi 

Zone, Central Ethiopia . Ethiopian Journal of Health Development, 

December 1996; 10(3) : 17 1- 178. 

48 



50. Cosminsky S. Traditional midwifery and contraception. In: Bannerman 

RH , Burton J, and Wen-Chieh C. eds. Traditional medicine and health 

care coverage, World Health Organization, Geneva, 1983. 

51. Vecchiato NL. Traditional medicine. In: Kloos H. Zein ZA. eds. The 

Ecology of Health and Diseases in Ethiopia , Westview Press, Boulder. 

Sanfracisko. Oxford, 1993; 157 - 178. 

52. Traverso HP, Bennet JV, Kahn AJ, Agha SB, Rahim H, Kami l S et 

al. Ghee applications to the umbilical cord ; a risk factor for neonatal 

tetanus. Lancet 2 : 1989; 486 - 488. 

53 . Ketsela T . Kebede D. Belachew C. and Nekatibeb H. Breast feeding 

in Addis Ababa, Ethiopia: Results of a focus group study. Eth iopian 

Journal of Health Development, December 1996; 10(3) : 133-143. 

54. Ebomoyi E. Nutritional Beliefs among rural Nigerian mothers . 

Ecology of food and nutrition 1988; 22 : 43-52. 

55 . Kestler E. Villar J. Bolanos L. and Calvert W. Epidemiologic 

Identification of Infants with Low Birth Weight in Urban Areas of 

Latin America: I!. A simplified Risk Score in Guatemala City . Bulletin 

of PAHO, 1991 ; 25(2) : 139-151. 

56. Shamebo D. Mother ' s Perceived Cause of Death: a survey of infant 

mortality in Butajira, Ethiopia. Eth iopian Journal of Health 

Development, 1990; 4(1) : 15-20. 

57. WHO. Maternal anthropometry for prediction of pregnancy outcomes: 

Memorandum from a USAIDfWHOfPAHOfMotherCare meeting. 

Bulletin of the World Health Organization, 1991; 69(5) : 523 - 532. 

58. Naeye RL, Peters EC. Working during pregnancy : effects on the 

foetus. Paediatrics , June 1982; 69(6) : 724-727 . 

4 9 



Pregnancy Outcome Study In Butajira 

Household Identification 

1. Peasant Association. ___ _ 
2. House No. ____ _ 
3. Name of head of the household ------

Mothers Identification 

4. Name of the mother 
5.10 Number --------

6.Age of the mother in years(what is your age?) ___ __ _ 
7.Relation to the head of the household _______ _ 
8. Educational status 

O-:-rlTiterate 
77. Can read onl y 
88. Can read and write 
Attended school , last grade achieved _ _ __ _ 

9.Ethnicity of the mother 
O. Wolenie 1. Sodo 2. Dobi 3. Meskan 
4. Mareko 5. Silti 6. Amhara 7. Oromo 
8. Other specify ______ ___ _ 

10.0ccupation of the mother 
I. Agriculture 
3. Cattle rearing 
5. Driver 
7. Day labourer 

2. Commerce 
4. Admin istrative worker 
6. Handcrafts 
8. Housewife 

9. Other _____ _ 

11 . Marital status 
I. Married : I am the only wife of my husband 
2. Married: my husband has two wives 
3. Married : my husband has three wives 
4. Married : my husband has four wives 
5. Divorced 
6. Separated 
7 . Never married 
8 . Widowed 

12. Relig ion of the mother 
1. Orthodox 
3 . Catholic 
5. Other 

2. Muslim 
4. Protestant 

-~--~------

13. Total number of household _________ _ 

51 



Past Obstetric History 

14. What was your age when you were first married 7 ______ _ 
15 . Have you ever been pregnant? 1. Yes, times . 2. No 

If the answer is no, go to question no. 24 
16. What was your age at your first pregnancy _____ _ 
l7 . Have you ever aborted? 1. Yes , times. 2. No 
18. Have you given birth to a child ? 

1. Yes, Number of chi ldren:_----,-_ 
19. How many live births did you have 7 

2. No 

20. Did you have sti llbirths? 1. Yes , times . 2. No 
21. Have you experienced an infant death? 1. Yes , __ 2. No 
22. How many home deliveries (live and dead) did you have ? ___ _ 
23. How many health institution deliveries(live & dead) did you have? __ 
24. Are you pregnant now 7 1. Yes . 2. No 
25. How long have you been pregnant? months. 
26. Are you attending ANC for this pregnancy 7 1. Yes 2. No 
27. If yes, how many vis its have you made so far? ___ _ 

Which month did you start the ANC ? 
28. If you are not attending ANC, what is the reason? 

1. I don't know there is such a service. 
2. The health unit is far away from my home. 
3. I don 't have any health problem . 
4 . I don ' t like the way the health profess ionals handle c lients. 
5. My belief doesn ' t allow me. 
6. Other , spec ify ______________ _ 

29. Have you received tetanus toxoid vaccination during this pregnancy? 
1. Yes, times . 2. No 

30. Where do you want to deliver your baby? 
1. In my parent's house 2. At my home 
4. Clinic 5. Health center 
7 . Other specify_--,----_ ______ _ 

31. Whom do you want to assist your delivery? 
1. Traditional birth attendant 2. Relative 

3 . Health post 
6 . Hospital 

3. Neighbour/friend 4. Health professional 
5. Trained TBA 6. Community Health Agent 
7. I will do it myself 8. Other , specify, ____ _ 

32. If your preference is to deliver at home, what is your reason ? 
1. The charge in the health unit is beyond my capacity. 
2. The health professionals do not handle clients properly. 
3. I want to deliver at the presence of my relatives. 
4. I believe in the TBAs. 5. Other specify ______ _ 

33. Have you had any problem related to the current pregnancy so far? 
1. Yes 2. No 
If the answer is no go to question no. 38 . 
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34. Can you tell what problems you faced specifically? ______ _ 
35. Have you had any of the fo llowing problems? 

1. Vaginal bleeding I. Yes 
2. Foul smelling vaginal discharge 1. Yes 
3. Nausea/ vomiting 1. Yes 
4. Fever I. Yes 
5. Leg swelling 1. Yes 
6. Headache I. Yes 
7. Fit 1. Yes 
8. Easy fatigueabil ity 
9. Abdominal pain 

I. Yes 
I. Yes 

36. What have you done to alleviate the problems you had? 
1. Nothing 
2. Took traditional medicine 

--:J.Treated by health professional--
4. Other specify----::-:-____ =-____ _ 

37. What was the outcome of the treatment?] 
I. Cured 2. Improved 3. no change 4 . worsened 

2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 

5. Other(specify) .,.."....,--..,----,-__ _ 
38. What food items are prohibited during pregnancy? _______ _ 

39. What food items are good during pregnancy ?_--,--_--:-_--:--::-__ 
40. What traditional measures are taken when labour is prolonged? 

41. What traditional measures are taken when the placenta is retained? 

42. The height of the mother (pregnant woman) in centimetres ____ _ 
43. Arm circumference measurement: cm 
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Pregnancy Follow - up 

Form Number: ,.,.---___________ _ 
Enumerator's Name: _________ _ 
Signature: _____________ _ 

Date: ________________ __ 

Peasant Association: --------------------
House N umber:--::-c:--:--_:--:-:-________ _ 
Name of head of the household : ______ _ 
Name of the mother: --------------
ID number: ----------------------------
Visit number: _________ _ 

1. Did you have any ill ness in the past one month? 
1. Yes 
~ (TfThe answer IS no go to question no. 6. ) 

2. Can you tell what problems you had specifically? ______ _ 

3. Have you had any of the following problems? 
1. Vaginal bleeding 
2. Foul smelling vag inal discharge 
3. Nausea/ vomiting 
4. Fever 
5. Leg swelling 
6. Headache 
7. Fit 
8. Easy fatigueabi li ty 
9. Abdominal pain 

4. What measures did you take? 

1. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 
I. Yes 
1. Yes 

2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 

1. Nothing 2. Took traditional medicine 
3. Treated by health professional 4. Other specify _ _ _ __ 

5. What was the outcome of the treatment?] 
1. Cured 2. Improved 
3. no change 4. worsened 
5. Other(specify) ___ ...,--_.,.---,-___ __ 

6. Do you feel the movement of the fetus in your womb? 
1. Yes 2. No 3. I don 't know 

7. Have you attended antenatal care during the last one month? 
I. Yes 2 . No 

8. Have you been given tetanus toxoid vaccination in the last one month? 
1. Yes 2. No 3. I don't know 

9. Were you g iven iron tablets in the past one month? 
1. Yes 2. No 3. I don't know 
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Pregnancy Follow - up 

Form Number: :-;-___________ _ 
Enumerator ' s Name: __________ _ 
Signature: _____________ _ 

Date: _ _____________ _ 
Peasant Association: ______ _ ____ _ 
House Number: ______________ _ 
Name of head of the household : ------
Name of the mother: _______ _ 
ID number : ______________ _ 
Visit number: -----

1. Did you have any illness in the past one month ? 
I. Yes 
2-:-No-nnhe answer is no go to question no. 6-:-)--

2. Can you tell what problems you had specifically? ______ _ 

3. Have you had any of the following problems? 
1. Vaginal bleeding 
2 . Foul smelling vaginal discharge 
3. Nauseal vom iting 
4. Fever 
5 . Leg swell ing 
6. Headache 
7. Fit 
8. Easy fat igueabi lity 
9. Abdominal pain 

4. What measures did you take? 

1. Yes 
I. Yes 
I. Yes 
I. Yes 
I. Yes 
I. Yes 
I. Yes 
I. Yes 
I. Yes 

2. No 
2. No 
2 . No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 

1. Nothing 2. Took traditional medicine 
3. Treated by health professional 4. Other specify ____ _ 

5 . What was the outcome of the treatment?] 
1. Cured 2. Improved 
3. no change 4. worsened 
5. Other(specify) ----=--c:--c:------:- ---

6. Do you feel the movement of the fetus in your womb? 
I. Yes 2. No 3. I don ' t know 

7. Have you attended antenatal care during the last one month? 
1. Yes 2. No 

8. Have you been given tetanus toxoid vaccination in the last one month? 
I. Yes 2. No 3. I don't know 

9. Were you given iron tablets in the past one month ? 
I. Yes 2. No 3. I don ' t know 
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Pregnancy Follow - up 

Form Number: ____________ _ 
Enumerator ' s Name: _ ________ _ 
Signature: _____________ _ 

Date: ______________ _ 

Peasant Association: __________ _ 
House Number: ______________ _ 
Name of head of the household: _ _____ _ 
Name of the mother: _______ _ 
ID number: ______________ _ 
Visit number: _____ _ 

1. Did you have any illness in the past one month ? 
l. Yes 

--2. No- ( If the answer is no go to questIon no. (J.) 

2. Can you tell what problems you had specifically? ___ ___ _ 

3. Have you had any of the fo llowing problems? 
1. Vaginal bleeding 
2. Foul smelling vaginal discharge 
3. Nausea/ vomiting 
4. Fever 
5. Leg swell i ng 
6. Headache 
7. Fit 
8. Easy fatigueability 
9. Abdominal pain 

4. What measures did you take? 

1. Yes 
1. Yes 
l. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 
1. Yes 

2. No 
2. No 
2 . No 
2. No 
2. No 
2. No 
2. No 
2. No 
2. No 

l. Nothing 2. Took traditional medicine 
3. Treated by health profess ional 4. Other specify ___ _ 

5. What was the outcome of the treatment?] 
1. Cured 2. Improved 
3. no change 4. worsened 
5 . Other(specify) ___ ______ _ 

6. Do you feel the movement of the fetus in your womb? 
l. Yes 2. No 3. I don ' t know 

7 . Have you attended antenatal care during the last one month? 
1. Yes 2. No 

8. Have you been g iven tetanus toxoid vaccination in the last one month? 
1. Yes 2. No 3. I don't know 

9. Were you given iron tablets in the past one month? 
l. Yes 2. No 3. I don ' t know 
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Labour and Delivery Record (For mothers who had delivered) 
Form Number: _________ ___ _ 

Enumerator ' s Name: ___ ______ _ 
Signature: ___ _________ _ _ 

Date: _______________ _ 
Peasant Association: __________ _ 
House Number: ______________ _ 
Name of head of the household : ______ _ 
Name of the mother: _ ___ ___ ___ _ 
ID number: ______________ _ 

1. Was the delivery at the expected time? 
I . Term 2. Preterm 

2. Where did you deliver? 
1. In parent's house 2. AThome 

3. Post term 

3. In neighbour ' s house 
5. Clinic 

4 . Health post 
6. Health center 

7 .Hospital 8. Other specify ___ _ ___ _ 

3. What is the age of the newborn? ____ days. 
4. How long did the labour last? 

I. One day 2. Day and night 
4. Two days and two nights 

3. Two days and one night 
5. Other specify ___ _ _ 

5. Have you had problem during labour? I. Yes 2. No 
6. If yes , what was the problem? 

I. Vaginal bleeding 
2. Prolonged labour ( above 24 hours) 
3. Retained placenta ( above 30 minutes) 
4. Other specify _ _________ -::-__ _ 

7. What measures were taken to alleviate the problem ? 
I . Nothing 2. Took trad itional medicine. 
3. Treated by health professional 4. Other, specify ___ _ 

8. What was the outcome of the treatment?] 
I. Cured 2. Improved 
3. no change 4. worsened 
5. Other(specify) _____ _ 

9. Who assisted the delivery? 
I . Traditional Birth Attendant(TBA) 
3. Neighbour 
5. Trained TBA 
7. Community Health Agent (CHA) 

10. What was used to cut the umbilicus ? 
I. New blade 2. Unboiled blade 
3. Boiled blade 4 . New knife 
5. Unboiled knife 6. Boiled knife 
7. Other specify _ _ __ _ 
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2. Relative 
4. Health professional 
6. Myself 
8. Other specify __ _ 



11. What was used to tie the umbi l ical stump? 
1. Boiled thread 2. Unboiled thread 
3. String (Fibre) 4. Weficho 
5. Other( spec i fy)_--,--_--:-:-:-:-c-

12. What did you apply to the umbilical stump? 
1. Nothing 2. Ash 
3. Soi l 4 . Dung 
5. Butter 6. Other specify ______ _ 

Condition of the neonate during deliver'y 

1. What was the outcome? 1. Live birth 2 . Stil lbi rth 
2. Sex of the baby: 1. Male 2. Female 
3 . What was the weight of the baby at birth? 

l. Very small 2. Small 
3. Normal/average 4. Big 
5. Very big 

4. Was it twin delivery ? 
1. No 2. Twins 
3. Triples 4. Other speci fy;-;;--_____ _ 

5 . What was the cond ition of the baby at birth? 
1. Healthy 2 . Abnormal 
If abnormal specify the deformity::--;-.,---;---:::-_____ _ 

6. What did you give to the baby right after birth? 
1. Breast milk 2. Butter 
3. Water 4. Cow's milk 
5 . Other specify ::-;-----;-;-----;;--__ 

7. What is the we ight of the baby ? grams. 
8. What is the height of the baby? centimetres. 
9. What is the arm circumference of the baby? cm. 
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Postnatal Follow-Up 

Form Number: ________________________ __ 
Enumerator's Name: -------------------
Signature: __________________________ _ 

Date: ______________________________ __ 
Peasant Association : ---------------------
House Number :-,,--:---:-__ -,---:-:-________________ _ 
Name of head of the household : ____________ _ 
Name of the mother : ______________ __ 
ID number: ____________________________ ___ 

About the Mother 
1. What is the condition of the mother? 

1. Healthy 2. Sick 3. Dead 
If-de-a-d~go-to ques tion no. 7 

2. Did you have any health problem since the last visit? 
1. Yes 2. No 

3. Can you tell what problems you had specificall y? ____________ _ 
4. Have you had any of the fo llowing problems? 

1. Excess ive vag inal bleed ing I. Yes 2. No 
2. Foul smelling vag inal d ischarge 1. Yes 2. No 
3. Leakage of uri ne which wets the underwear 1. Yes 2. No 
4. Leakage of stool through the vagina 1. Yes 2. No 
5. Fever 1. Yes 2. No 
6. Lower abdominal pain 1. Yes 2. No 

5. What measures d id you take to alleviate the problem? 
I. Nothing 2. Used trad itional med icine. 
3. Treated by health professional 4. Other specify ________ _ 

6. What was the outcome of the treatment? 
1. Cured 2 . r mproved 
3. no change 4. worsened 
5 . Other(specify) _ ____________ ___ 

7. If dead , when did she die? days after delivery 
8. What was the cause of death? 

1. Excess ive vaginal bleeding 2. High fever 
3. Other specify ____ -:---;-__ -----,:-:-----:-________ _ 

9. What actions were taken to solve the problem? 
1. Nothing 2 . Traditional med icine 
3. Treated by health profess ional 4. Other specify ____ _ 

10. What food s are prohibited during postpartum period? __________ _ 
11. What food items are good during postpartum period? ______ -,----__ _ 
12. What is the arm circumference of the mother? centimetres. 
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About the Baby 

l. What is the age of the newborn? days. 
2. What is the present condition of the baby ? 

1. Healthy 2. Sick 3. dead(go to question 13) 
3. What is the weight of the baby? grams. 
4. What is the arm circumference of the baby? centimetres. 
5. What is the height of the baby? cm. 
6. If he/she is sick, what is the symptom? 

l. Cough 2. Shortness of breath 
3. Diarrhoea 4. Vomiting 
5. Fever 6. Other specify __________ _ 

7. What was the duration of the symptom? days. 
8. What actions did you take? 

1. Nothing 2. Traditional medicine 
----- --3~reated by health protesslonal- '!-:-01her spec l f'~y-------

9. What was the outcome of the treatment? 
l. Cured 2. Improved 
3. no change 4. worsened 
5. Other( spec i fy)~ __ -;------;-_::------:---:-:-_-;:--:-;-__ 

10. Did your child receive vaccination? l. Yes 2. No 
11. If not, what was the reason ? 

l. I didn ' t know there is such a service 
2. The health unit is far away from my home. 
3. Other specify -:-----:--c-:-:--::------------

12. What are you feeding the child? 
1. Breast milk only 2. Breast milk & Bottle milk 
3. Bottle milk only 4. Other specify _______ _ 

End for those who answered the above questions(4-14). 
13. At what age did he(she) die? _ _ days. 
14. What was the cause of death ? 

I. Cough 2. Shortness of breath 
3. Diarrhoea 4. Vomiting 
5. Fever 6. Other specify _____ _ 

15. What was the duration of this symptom? ___ days. 
16. What action was taken to solve the problem? 

1. Nothing 
3. Treatment by health professional 
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2. Traditional medicine 
4. Other specify __ _ 



Questionnaire on Abortion 

Form Number: __________________________ _ 
Enumerator 's Name: ____________________ _ 
Signature: __________________________ _ 

Date: ______________________________ __ 

Peasant Association: ---------------------
House Number: 
Name of head o-:-f --:th:-e---:-ho- u-s-e:-ho-'Iccd:-: ---------------

Name of the mother: ---------------
ID number: ____________________________ _ 

1. When did you abort? Days . 
2. What do you think the cause of abortion is? 
~. Heavy7strenuous work 

2 .Malar ia 
3 . Medicine, specify it ____________________ _ 
4.Accident 
5 . Spontaneous 
6. Induced 
7. Other specify 

3. What problem/ complication did you face in association with the abortion? 
1. Heavy vag inal bleeding 2. Foul smelling vag inal discharge 
3. Abdominal pa in 4.Fever 
5 . Other spec ify: ____________ _ 

4. Did you seek any medical treatment? 
1. Yes 2 . No 

5 . Where were you treated? 
1. Trad itional healer 
3. Pr ivate clin ic 
5. Health center 
7. Other specify 

2. Health post 
4. Clin ic 
6. Hospital 

6 . What was the result of the treatment? 
1. Cured 2. Improved 
3. No change 4. Worsened 
5.0ther specify 

7. Was this pregnancy wanted? 
1. Yes 2 . No 
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