ADDIS ABABA UNIVERSITY
SCHOOL OF MEDICINE
COLLEGE OF HEALTH SCIENCES

DEPARTMENT OF NURSING AND MIDWIFEY

A COMMUNITY BASED CROSS SECTIONAL STUDY ON ASSESSMENT OF SKILLED
BIRTH ATTENDANT UTILIZATION AMONG WOMEN OF CHILDBEARING AGE (15-49)

IN SNNP REGION, GEDEO ZONE, YIRGACHEFFE TOWN.

BY: DAGNACHEW KEBEDE (BSc)

A THESIS PROPOSAL SUBMITTED TO THE SCHOOL OF GRADUATE STUDIES OF
ADDIS ABABA UNIVERSITY FOR PARTIAL FULFILLMENT OF THE REQUIREMENTS

FOR THE DEGREE OF MASTER IN MATERNITY AND REPRODUCTIVE HEALTH
NURSING

ADDISS ABABA, ETHIOPIA

JUNE, 2011/12



Acknowledgement
First and for most | would like to express my deepest gratitude to my advisor Ato Baize

Mekonnen for his unreserved all rounded, support and enriching comment throughout the study
period.
I will extend my thanks to Addis Ababa University School of nursing and midwifery for

sponsoring this thesis project.

| thank also staffs of Yirgacheffe Town health unit and Gedeo zone health offices who facilitated
the data collection process. My special thanks also go to my friends Dr. Fitsum Solomon
(obstetrician &gynaecologist) and Mr.Akine Eshete,Mr.Fikru Bedecha,Mr.Bisrat Abiy(MPH)

and for my classmates for their continuous encouragement for thesis work.

Last but not least | would like to thank the data collectors, supervisors and all research

participants who took part in the study.



Table of Contents

Contents
ACKNOWIEAZEMENT ...ttt e e e e ee e e s sttt e e s st eeeessabeeeesaabaeeessbaeeesaseaeesansaeeessnssneessane 1
TADIE OF CONTENTS ...eiieiietee ettt et ettt et e e s bt e s b et e s ab e e s bt e e sabeesabeesaseeesabeeeseeesnteesanenesaneann 2
R o) i ] o] L= PP PP U U PPTOTOUPRR 5
T o) 7= (UL =TS 6
ADDIEVIATIONS ...ttt b e bttt e bt et e e bt e bt e she e eat e e bt e beenbeenes 7
AADSTIACT ...ttt bbb bbb e st bbbt b et bt b et bt neas 9
L INEFOAUCTION 1.ttt ettt ettt e sat e st e s b et e st e e s bt e e bbeesabeeesabeesabeesabeeesabeesasaessbeesbeeenanes 11
IO = Tl =4 e U T o OSSP 11
1.2 Statement Of ProbIEM.. ... e et e et e e e e s rreeeesanee 13
1.3 SignificanCe OF The STUAY ..eeeiiiiee ettt e bt e e e et e e e e e bte e e e sabeeeeeenseeeeeennes 15
2. LITErature REVIEW .o ittt sttt e s e s s e e s s b e e e s snre e e s snree s 16
2.1 Maternal MOortality RAt ....coiiiciiie ettt e e s rta e e s saea e e e sabaeeeennnaeeeeas 16
2.2 Factors influencing utilization of skilled attendant at birth..........ccccoeereiiiiiii e, 18
2.2.1 S0Ci0-demOographiC TACIOIS .......ocuieieiceeesee ettt se b s ae e e e sneennas 18
2.2.2 Previous Obstetric care ULIliZations .........cooiiiiiiiiiiieeee e 22
2.2.3 Women’s decCiSion MaKiNg POWET ......ccuuiiiieiiiieeecieeeeectteeeectee e e eetreeeesataee e s taeeeesasaeeesssaeeeeanseneenan 25
2.2.4 Predisposing factors for womento utilization of skilled brith attendant.............ccccceeeieeeeinnenan. 26
2.2.5 Enabling factors for utilization of skilled brith attendant.........cccccveeiiiiiiiii e, 28
2.2.6 Reinforcing factors for utilization of skilled brith attendant ...........cccocoviiiiiiiiiiiee, 29
R 0] o =Tt 41V PRSPPIt 30
S B L= Y=Y 1 O] o [T o1 4 V7P SRTRN 30
3.2 SPECITIC ODJECHIVES .. .eeviee ettt ettt e et e e e ettt e e e et e e e e e abeeeeetbaeeseaseeaeenresesesreeesenntenas 30
LY =Y o o Yo T (o] Uo T =4 2SR 31
4.1. Study area and StUAY PEIIOU .......uiiiiiiiie e e et re e e e st re e e e sabae e s enbree e enareeas 31
S (0T VAo 1Y = o PSP 31
e T oo o 10 = To SRR 31
0 B Yo TU ol o o TV =1 T o USSR 31



B B (U Te (VA o To o TU| = o o TR SRPRRE 31

e T Y10 0T o] [T =T OUPPRR 32
e Y-V Y o] [T F=q o T o Yol =T [N T o PSRRI 32
A Y = Wole] | F=Tot oo NPT TR U PPV PRTOPRPRR 34
L/ R D FY = W to ] | F=Tot 4 o] g W'o o Lol Yo [V ¢ TR 34
4.4.2 Variables Of the STUAY ...oocuiiii e re e e e areeeeas 35
4.4.3 Operational definitioNs ....c..eii i e e s areeeean 36
4.4.4 Data quality ManageMENT ...ccccuiiiiiiiie et e e s e e e e e e e s aareaeean 38
4.5 Data processing and @NAIYSIS .....cuueiiiiiiiiie it e e e et e e et r e e e e eba e e s eanrreeeennraeas 38
4.6 Ethical CONSIAEIATION. .. .iitiiiieieee ettt b e sttt et b e beesbeesaeeeaee s 39
4.7 DissemiNation Of FESUILS.....c.eiiiiiiiiee ettt s 39
D RESUIES ettt ettt e b e bt e e b et e e b et e hbe e st e e s bee e s bee e bt e e aabeesbaeenareenn 40
5.1 Socio demographic characteristics of study population........ccccveeiiiiiiiiiriiiie e, 40
5.2 Previous Obstetric History and ANC Experience of the respondents.......cccccceevciieiiiiceeccciee e, 42
5.3 proportion of mothers attended by skilled birth attendant.............cccceeeeiiiiccie e, 43
5.3.1 Barriers to utilization of skilled birth attendant ...........cccooieiiiiiniiieee e 44
5.4 [ =To [ oTo Ty [ oY= dh =Tl o ] SRR 47
5.4.1 Attitudes on health facilities, and home delivery ... 47
5.4.2. Perceptions (Perceived severity, Susceptibility and Benefits) of women on pregnancy, labor &
delivery and inStitutioNal dEIIVEIY .......cocueiei it e et e e et e e e e rae e e e eanes 47
5.4.3 Women on Knowledge of pregnancy and delivery complications and services..........cccueee..... 48
5.5 Enabling factors (Availability, Referral system and Accessibility of services)........cccooveeeecinenennns 51

5.6 Women decision making power and the preference of others to regarding place of delivery and

Lo LYY T AV 1 L= g Lo F- ] | PRSP 53
5.7 Bivariate and MUIVariate @analySiS.......cuueieeciiiiieciiee ettt e et e e tae e e et re e e e aaeeeeas 56
5.7.1Socio- demographic influencing factors on Utilization of skilled Delivery attendant .................... 56
5.7.1Previous obstetric history and ANC follow up of WOMEN.......ccvviiiiiiiiiiiiieee e 58

5.7.3 Predisposing, enabling and reinforcing factors influencing utilization of skilled delivery attendant

................................................................................................................................................................ 60
6. DISCUSSION. .. ettt ettt ettt et e st e s et e e e s eab e e e s e b e e e e s aab e e e e s em b e e e e s e b e e e e s e re e e e s e renee s e reneesaaneneeennee 64
7. Strength and Limitation of the STUAY .......coouiiii et et e et e e e tr e e e e enes 68
8 ) 1 1= Y =4 o o P PP 68
7.2 LIMITAtiONS...oeviiiiiiiii i 68



8 Conclusions and RECOMMENAATIONS .......uuuuuiiiiiiiieeeeee et e et e e e e et e bbb e e e e e s esaba s eeesessaananns 69

8.1 CONCIUSION ...ttt ettt ettt ettt e ettt e st e st e e bt e e s bt e s bt e e saseesabeeesabeesabeesneeesabeeennseesaseesareeesareeanns 69
8.2 RECOMMENUALIONS ...eiiiiiieiie ettt ettt ettt e et e st e e s bt e e s be e sbee e sabeesabeeeaseeesabeeeanseesaseesareeesareenane 70
9. REFEIENCES ...ttt ettt sttt e b e e b e s bt e s at e sat e e bt e bt e b e e sbeesaeeeateeteebeenheesane e 71
L0, ANNEXES ...iiiiiiitiie ittt st st b e s b e e e s e e e s s e e e s s are e s 75
| CONCEPLUAI FramMEWOIK .. .uveiiiiiieeeieiiee e ettt e csite e e e sttt e e s st e e s sbee e e e sbeeeessbeeeessaseeeesssteeessnssaeessnseenessnnes 75
I INFOrM@tioN SNEET ..ot st s e st e bt e e sb et e sabeesabeesbeeesaneeennees 77
[Il. English VErsion QUESTIONNAITE ...ciiiiiiieiiiiieie ettt et e e et e e s sbee e e s s bteeessabtaeessnteaessnnes 79
IV. Translated Amharic version of information sheet..........ccoceiiieiiiiiiine e 86
V. AMAAriC VEIrSiON QUESTIONEIS ...cceiiiiecciiee ettt eeette e e tee e e et e e e s etae e e eeabaee e esateeeeesabaeesennseeeeennsenas 87



List of tables

Table 1.Socio-demographic characteristics of women in Yirgacheffe town, Gedio zone, SNNPR, Ethiopia,

2001/12 (NZA80) .ot e e eee e ee e e e s st ee e ee e e e e e e e e eee s eee e ee e n e eeeeeeeneeeen 41
Table 2Previous obstetric history and ANC visits of women in Yirgacheffe town, Gedio zone, SNNPR,
Ethiopia, 2011/12 (NT440) c.eeecueeieeeerieie et et e steeseesteeteesteesteesreessee e se e beeseesseesseesssaenteesseesseesseesnsessseenseenees 42
Table 3 .proportion of mothers by attending skilled birth attendant in previous two years in Yirgacheffe
town,Gedeo zone,SNNPR,Ethiopia,2011/12 (NZ440) ...ccueeeereeeeee ettt ettt e eeteeeeteeeereeeeanas 44
Table 4.Attitudes on health facilities, home delivery, and delivery attendant in yirgacheffe town, Gedeo
zone, SNNPR, Ethiopia, 2011/12 (NZ440) ...ccceecieeiieeiie e eiteecteesteesteeseesaesbeesbeesbeessaessaessseesbeesseessaasseassenans 47
Table 5. Perceptions (Perceived severity, Susceptibility, Benefits) of women on institutional delivery in
Yirgacheffe town,Gedeo zone,SNNPR,Ethiopia, 2011/12 (NZ440) ....cccureeireeeiieeeiee ettt e 48
Table 6Women on Knowledge of pregnancy and delivery complications and services in Yirgacheffe
Town,Gedeo zone, SNNPR, Ethiopia, 2011/12 (N=440) .....uc ettt et et et e e e 51
Table 7.Enabling factors (Availability, Referral system and Accessibility of services) in Yirgacheffe
Town,Gedeo zone,SNNPR,Ethiopia,2011/12 (NZ440) ... ittt eetee et eeeree e 52
Table 8.Reinforcing factors (Influences and Social supports) in Yirgacheffe Town,Gedeo zone, SNNPR,
Ethiopia, 2011/12 (N=440).....ceccieiiieieeeeieesteeseesteesteesteesteessaessteese e seesseessessssesssasssesssessseesssesssesnsessseeses 53

Table 9.Women's decision making power in Yirgacheffe Town, SNNPR, Ethiopia, 2011/12 (N=440) ....... 55
Table 10.By applying Bivariate And Multivariate Analysis on socio demographic factors influencing
utilization of skilled birth attendant adjusted for Socio- demographic variables, in yirgacheffe
town,Gedeo zone,SNNPR,Ethiopia,2011/12 (N=440).......couriiioiieeeeeeeeeeee et et eetee e eetee e e enreeeeanes 57
Table 11.Table 11.By applying Bivariate And Multivariate Analysis on previous Obstetric Factors and
ANC follow up Influencing For Women Utilization Of Skilled Delivery Attendant, in yirgacheffe
town,Gedeo zone,SNNPR,Ethiopia,2011/12 (N=440) ....occveiieiieeeieeeeeieeeete et eae e enees 59
Table 12By applying Bivariate And Multivariate Analysis on Predisposing, Enabling, and Reinforcing
variables with women’s utilization of skilled delivery attendant, in yirgacheffe Town,Gedeo
zone,SNNPR,Ethiopia, 2011/12  (NZ440).....ccciiieiieieeie ettt ste e te e seestesseeaestessa e tesreesaessesneens 61



List of figures

Figure 1 Schematic presentation of SaMpPliNg ProCeAUIE............coirviriereieieiee e 33
Figure 2 Respondent’s place of delivery of [ast child .........cccooieriiiiiiiieiieee 43
Figure 3. Reasons for HD delivery, yirgacheffe town, SNNPR, Ethiopia2011/12, (n=199) .........ccceeeeee 45
Figure 4. home delivery attendants in yirgacheffe town, SNNPR,Ethiopia,2011/12 (n=199) ........c.ccccne. 46

Figure 5. Mentioned danger signs of pregnancy yirgacheffe Town, SNNPR, Ethiopia,2011/12 (n=235)..49
Figure 6. Mentioned danger signs of labor Yirgacheffe Town, SNNPR, Ethiopia,2011/12 (n=266)......... 50
Figure 7. Conceptual frame Work of the StUAY ......cooviiiiiiiii e 75



Abbreviations

AAU Addis Ababa University

ANC Antenatal Care

AIDS Acquired Immune Deficiency Syndrome
HIV Human Immunodeficiency Virus

Cl Confidence Interval

CSA Central Statistics Agency

DHS Demographic and Health Survey

EPIINFO Epidemiological Information

HF Health Facility

ID Institutional delivery

MCH Maternal and Child Health

MDG Millennium Development Goal

OR Odds Ratio

SDA Skilled Delivery Attendant

SPSS Statistical Package for Social Sciences

TBA Traditional Birth Attendant

TTBA Trained Traditional Birth Attendant

UNFPA United Nations Population Fund (formerly United Nations Funds for Population
Activities)

UNICEF United Nations Children’s Fund (formerly United Nations Internationa Children’s
Emergency Fund)

USAID United States Agency for International Development



WHO World Health Organization

EDHS Ethiopia Demographic and Health Survey
MMR Maternal Mortality Rate
SSA Sub Saharan Africa
SNNPR South Nations Nationalities and Peoples Region
MOH Ministry Of Health
UN United Nation
NGOs Non-Governmental Organizations
UHEW Urban Health Extension Worker

BSC Bachelor of Science



Abstract

Background: Skilled attendant for every pregnant woman during childbirth is the most critical
intervention for improving maternal and child health. Evidence showed that the majority of
births are delivered at home and the proportion of deliveries assisted by skilled birth attendant is
very low. Every day, at least 1,600 women die worldwide from the complications of pregnancy
and childbirth, 90% of which occurring in Asia and sub-Saharan Africa. Maternal mortality rate
was shown to have the largest discrepancy between developed and developing countries. A
lifetime risk of maternal death in developing countries is forty times higher than that of the
developed world. In Ethiopia, maternal and infant mortality and morbidity levels are among the
highest in the world. Studies had clearly demonstrated that the utilization of existing maternal
health services is very low in the country. Only a quarter of Ethiopian women received antenatal

care (ANC) and less than 10 percent of mothers deliveries assisted by skilled birth attendant.

Objective: To assess utilization of skilled birth attendant at delivery, among mothers who gave

birth the past two year prior to the survey in yirgachefe town.

Methods: A community based cross-sectional quantitative study method was conducted among
women residing in Yirgacheffe town. The study populations were randomly selected women
who gave birth in the last two year in the town. After establishing the sampling frame of each
household, systematic random sampling technique was used to identify the list of households in
each kebele’s to reach to 440 women included in the survey. Data was collected using adapted
interviewee administered Amharic version questionnaires and data analyzed using SPSS version
16. A different proportion was computed and crude and adjusted Odds ratios and confidence
intervals were performed for the association between variables and stepwise multiple logistic

regressions were used to identify factors that affect utilization of skilled birth attendant.
Result: A total of 440 women were included in the study. 58.9% of the women utilize skilled

birth attendant during delivery. Reasons given for home delivery includes, feeling of more
comfortable just being at home, usual practice, close attention from relatives & family members,
short and smooth labor, to exercise cultural values, not liking health facility due to bad
experience, unwelcoming approach of health workers and other reasons. Births to women with
primary education are two times more likely (OR=2.3 and 95% CI=1.24-4.2), and births to
women with secondary and above education are four times more likely (OR=3.6 and

95%CI=1.5-8.4) to utilize SDA as compared to illiterate women. Women who are Governmental
9



employee were four times more likely to utilize SDA than those who had private bissnuss
(OR=3.6 and 95%CI=1.5-8.4). Women with one and two to four pregnancies and births were
three and two times more likely utilize SDA than women who have >=5 pregnancies and births
(OR=2.6, 95% CIl=1.17 to 4.45) and (OR=2.3, 95% CI=1.41 to 4.65) respectively. Women who
have ANC visits (,OR=16.7 and (95%ClI= 8.2, 33.89), more likely utilized SDA than who did not
visit. Preference of the respondent’s husbands and families, those who prefer delivery with
health professional were four times and five times more likely to utilize skilled delivery attendant
as compared with those, their husbands and families prefer delivery without health professional
(TTBA,TBA and family and relatives) OR= 4.03 (95%CI=1.37 to 11.8),0R=4.6,95%CI=1.5 to
13.9) respectively.

Conclusion: The study finding revealed that utilization of SDA was more than half, still there is

a gap between users and providers and those are interrelated to each other. Consequently,
Community members should be discouraged harmful traditional and usual practices that hinder
health facility delivery care utilization. Incourage favourable influences from their husbands and
relatives about their delivery practices, women empowerment, promotion of maternal education,
prenatal care utilization, communication on obstetric risks and general health service expansion

were recommended.
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1.Introduction

1.1 Background
Maternal health is the complete physical, social and psychological well-being of a woman of

reproductive age. Addressing maternal health encompasses social, cultural, health systems and
health policy factors. Maternal mortality and morbidity is the most important indicator of

maternal health status (1).

The vast majority of maternal deaths and disabilities could be prevented through appropriate
reproductive health services before, during and after pregnancy, and through life-saving
interventions when complications arise.(2) At least 40% of all pregnant women will experience
some type of complication during their pregnancies. For about 15% this complication will be
potentially life threatening. Attempts to predict these complications before they occur have not

been successful since most complications are unexpected.

Complications of pregnancy and childbirth are the leading cause of disability and death among
women between the ages of 15-49. Approximately, 585,000 women die every year from
pregnancy and childbirth complications. Every minute, 110 women in the world experience a
complication in their pregnancy, and one of them will die. For each woman that dies, more than
25 others suffer a debilitating injury, often with life-long consequences. More than 90% of these
deaths and morbidities occur in developing countries (2). Maternal mortality is the leading cause

of premature death and disability among women of reproductive age in developing countries (3).

Moreover, providing skilled care at birth goes hand in hand with the MDG 4 strongly influenced
to reduce child mortality, particularly neonatal mortality. Nearly 3.4 million of the 8 million
infant deaths each year occur within the first week of life and are often due to a lack of or
inappropriate care during pregnancy, delivery and the post-partum period (4). In addition, in the
developing world, complications from HIV/AIDS and malaria are increasingly becoming

indirect causes of maternal deaths and morbidity (4).

In almost all countries where health professionals attend more than 80% of deliveries, maternal
mortality rates are below 200 per 100,000 live births (4).

11



Skilled attendance at all births is considered to be the single most critical intervention for
ensuring safe motherhood, and has often been used as a proxy indicator for measuring

effectiveness of interventions intended to reduce maternal mortality including MDG (2).

In Ethiopia, health services are still beyond the reach of most women , every year there are
2.8million births, 118,000 new born deaths and 500,000 maternal disabilities (5) and Maternal
mortality in Ethiopia is high relative to developed countries and some developing countries(6).
According to EDHS 2011, only 34% of mothers received antenatal care from health
professionals, and less than 11% of births took place in health facilities. In SNNPR, only 27.3%

received ANC and less than 7% mothers delivered at health facilities (7).

Utilization of skilled delivery attendant is more likely to be similar or slightly increase from
institutional delivery because births delivered at a health facility are more likely to be delivered
by a trained health professional and births delivered at home are usually more likely to be
delivered without assistance from a health professional (6) and A study done in Jimma town, in
2005, to determine utilization of safe delivery found that maternal age, their educational status,
influence from their husbands and relatives in relation to delivery attendants, women’s power to
make the decision in terms of getting institutional delivery services and ANC follow up are

important predictors of their place of delivery (8).

12



1.2 Statement of problem
Use of a skilled attendant has been cited as the single most critical intervention for improving

maternal and child health (9).

Every year, over half a million women die from conditions related to pregnancy and child birth.
More than half of these deaths occur in sub-Saharan Africa, whereas only less than one percent
takes place in the developed countries (10).

Maternal mortality rates ranged from 1 to 2100 in 100,000 live births among the different
countries (11)and Significant reduction has been noticed over time in maternal mortality ratios in
parts of the world (12). The trend of maternal deaths and the achievement in its reduction in the
developed world indicate that almost all maternal deaths are preventable (12). Thus, reducing
maternal deaths has become the target for the Millennium Development Goal (MDG).MDG 5
targets to reduce maternal mortality ratios (MMR) by 75 percent between 1990 and 2015 (13).
To reach this target it requires an average reduction of 5.5 percent each year. However, this goal
has been reported to be an area with little progress the average reduction being less than one
percent a year during the period between 1990 and 2005 (13). In Sub Saharan Africa (SSA),
where maternal mortality ratios remain high an average annual reduction of 0.1% has been
reported (10).

It has been established that majority of maternal deaths take place during labor, delivery or
within 24 hours after delivery (14). It is well known that majority of deaths and illnesses related
to pregnancy and child birth are primarily caused by hemorrhage and infection, which is
associated with lack of proper care and poor hygienic conditions (15). Ensuring proper care and a
clean and hygienic environment during delivery reduces the risk of the resulting death and illness
(16, 12). Therefore, care during delivery has been suggested to be crucial to reduce maternal
deaths. WHO strongly recommends a universal access to skilled birth attendance to all deliveries
as a strategy to reduce maternal mortality (9,17).Nevertheless, the percentage of skilled birth
attendance remains low in most of the developing countries due to socioeconomic, infrastructural
and cultural reasons (11, 13). As a result, the countries sustain continuous high ratios of maternal
mortality (14, 10, 16). Therefore, a strategy that recognizes the socioeconomic, cultural and
infrastructural circumstance, and which is relevant to the situation of the countries needs to be in

place in the countries widely affected to prevent these deaths.
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In Ethiopia, the majority of births take place at home in poor hygienic conditions, and births at
home are usually attended by unskilled people (without any supervision from health
professionals) who do not have any training about proper care during delivery. Whereas, 34
percent of women who gave birth received antenatal care from a trained health professional at
least once for their last birth and only ten percent give birth at health facility and are assisted by
trained personnel (18). An attempt to increase the rate of skilled birth attendants by increasing
health facility delivery, and by ensuring deliveries at home to be conducted by trained
professionals require adequate financing and resources including trained professionals,
functional health facilities and better infrastructure which might need years to go in order to

make it practical ( 19).

One explanation for poor health outcomes among women and children is the nonuse of modern
health care services by sizable proportion of health professional with women in Ethiopia. The
study is carried out in 2006 in Ethiopia, that sustains high maternal mortality rate 673per 100,000

live births and the lowest percentage of skilled birth attendance, which is six percent respectively

(6).
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1.3 Significance of the study

Though women comprise a large proportion of a given society, still many women in developing
countries are at greater disadvantage. A large number of women are needlessly dying due to
factors related to pregnancy and childbirth. Experiences from both developed and some
developing countries have shown that these deaths could have been prevented if women had
access to basic maternity care services. However, in less developed world particularly in SSA

countries availability and utilization of maternal healthcare services are low (2).

In Ethiopia, the levels of maternal and infant mortality and morbidity rates are the lowest among
the highest in the world due to the lowest utilization of skilled birth attendant. According to
EDHS, 2011only 34% of women attend ANC, while only 10% of women have their deliveries
attended by health professionals (7).

In SNNP, 6.1% of deliveries were assisted by health professionals which are the lowest coverage
from all regionals and city administrations of the country (7). The government is committed to
improve the situation through an integrated plan at national and regional levels and
implementing key internationally accepted initiatives/strategies. The government has set target of
reducing MMR to 350 per 100 000 live births by 2015 (20).This urges need for information on

determinants of the service utilization.

Therefore, this study is to measure proportion of women who delivered with the assistance of a
skilled birth attendant and to identify the factors that influence utilization of skilled attendant at
delivery among mothers who gave birth in the past two years in yirgachefe Town, SNNP
Regional state of Ethiopia. It is hoped that the result of this study will give information on the
proportion of deliveries conducted by skilled delivery attendant and identify factors which
influence the utilization of SDA and can help program planners, policy makers, health care
providers and researchers to focus on the factors, that affect utilization of skilled birth
attendant.And also serve as an important tool for any possible intervention aimed at improving

the low utilization of SDA in the town.
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2. Literature Review

2.1 Maternal Mortality Rate

Where nothing is done to avert maternal death, natural mortality is around 1000-1500 per 100
000 births. If women were still experiencing natural maternal mortality rates today, then the scale
of maternal death would be four times its current size, totaling over two million maternal deaths
per year worldwide. The truth is that three quarters of these deaths are currently avoided
throughout the world: nearly all the natural maternal mortality is avoided in developed countries,
but only two thirds in the South-East Asiaand only one third in African countries. Most of the
deaths and disabilities attributable to childbirth are avoidable, because the medical solutions are
well known. The challenge that remains is therefore not technological, but strategic and

organizational (21).

More than 70% of maternal deaths are due to causes directly related to pregnancy and child birth.
These are obstetric hemorrhage (25%), infection/sepsis (15%), complications of unsafe abortion
(13%), hypertension (12%), obstructed labor (8%) and others like ectopic pregnancy, embolism,
and anesthesia complication. Indirect determinants are defined as preexisting diseases or diseases
that develop during pregnancy (not related to direct obstetric determinants) that are aggravated
by the physiological effects of pregnancy; the principal indirect determinants in many settings

include anemia, malaria, hepatitis and diabetes (3).

By the broad MDG regions, MMR in 2005 was highest in developing regions (at 450 maternal
deaths per 100 000 live births), in stark contrast to developed regions at 9 per 100 000 live births.
Among the developing regions, sub-Saharan Africa had the highest MMR (at 900(400-1500),
followed by South Asia (490) and Eastern Asia at 50(22)and In developing countries, millions
of women and newborns die or experience serious health problems related to pregnancy and
childbirth each year. Maternal mortality has been difficult to measure accurately in resource-poor
settings and, In general, trend comparisons are unreliable. A study conducted in Botswana to
assess factors associated with the nonuse of maternal health services revealed that Maternal
mortality ratios in most sub- Saharan African countries range from 600 to 999 per 100,000 live
births (19).

16



According to World Health Organization (WHO) estimates of maternal mortality in 2005, in
Ethiopia there were 22,000 maternal deaths giving MMR of 720 (460-980) per 100,000 live
births. Maternal death accounted for 28% of adult female (15-49 years) (22). DHS in Ethiopia,
in 2005, found that 197 maternal deaths giving MMR of 673 (95% CI; 548-799) per 100 000 live
births for the period 1998-2004. Maternal mortality rate were 1.34 per 1000 women aged 15-49
for the mentioned period. Maternal deaths accounted for 21 percent of all deaths to women aged
15-49 in this period (6).

The study done in Ethiopia in 2004, concerning maternal mortality showed that sepsis, abortion
complications, eclampsia, obstetric hemorrhage, ruptured uterus and obstructed labor as main

causes of maternal mortality. The death was higher for mothers with high total fertility (23).

Study done in ,Ambo hospital showed that, the major causes of maternal deaths were obstetric
hemorrhage(54.8 percent), puerperal sepsis (30.1 percent), the women were from hypertensive
disorder of pregnancy(12.3 percent). These maternal deaths were from direct obstetric
causes( obstetric hemorrhage, obstructed labor, hypertensive disorders, unsafe abortion, and
infection)(97.3 percent) while the rest were due to indirect obstetric causes ((not related to direct
obstetric determinants) that are aggravated by the physiological effects of pregnancy; the
principal indirect determinants in many settings include anemia, malaria, hepatitis and diabetes )
(2.7 percent).The entire maternal mortality ratio was 1,852 per 100,000 live births (24).
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2.2 Factors influencing utilization of skilled attendant at birth

2.2.1 Socio-demographic factors

For the low coverage of professionally attended deliveries, there are factors that influence the
care a pregnant woman receives and many of these following studies have alsoshowed that

utilization of attended delivery is strongly affected by sociodemographic factors.

Age is as one of socio demographic factors that found to have a significant influence on use of
skilled care at delivery. Study in Nepal (25) gave result that women over the age 35 are less
likely to utilize prenatal care but more likely to utilize delivery and postnatal care. However, a
study in Bangladesh indicated that type of assistance utilized at delivery does not differ

significantly with the age of the mother (26).

Study in Rwanda, the percentage of women delivering in health care facilities decreased with age
from 47.6% at 15-19 years to 22.3% at 45-49 years. Older women were more likely to deliver at
home, with the odds increasing with increasing age (at 45-49 years, OR=3.61, Cl: 2.11-6.16, p <
0.01) (27).

The role of socio economic and demographic factors in influencing demand for utilization of
attended delivery.According to WHO report on the reduction of maternal mortality, showed that
many of the studies that have utilization of attended delivery is strongly affected by women’s

education. That is educated women are more likely to have attended institutional delivery (9).

Study in India showed mother’s education had large positive effects on the institutional delivery
(28). Another study conducted in Bangladesh the utilization of a trained attendant consistently
increased with mother’s education. About 46% of women with ten or more years of schooling

delivered in a health facility compared to 13% with no education (28).

Study in Ethiopia in North Gondor zone showed that mothers whose educational status was
secondary school and above, eleven times more likely to give birth at health institutions than
women with other level of education (29) and Another Study in Adigrat town revealed that
literate mothers were about two times more likely to prepare for birth and complication than their
illiterate counterparts (30).
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Study done in Mekele town also showed that births to women with primary education are two
times more likely and births to women with secondary or higher education are four times more
likely to utilize skilled birth attendant than illiterate women(31)and years spent in school also
showed a significant association with seeking of skilled care during delivery, Women who have
more schooling years are having higher proportion of deliveries attended by skilled personnel
compared to those with fewer years of schooling or those who did not go to formal schooling
with (OR 13.3,95%CI1=7.37-23.97) and (OR 3.05,95%CI=1.84-5.05) respectively (32).

A study done in Rwanda on utilization of maternity care revealed that single women were almost
three times more likely to deliver at a health facility than married women (OR=2.59, CI: 1.97-
3.24, P < 0.01). While just over half (51.5%) of single women used health facilities for delivery,
most (>70%) married women and women living in a permanent relationship did not use health
facilities for their delivery (27)and Regarding to residence,Just over half (52.5%) of urban
women delivered in health facilities compared to a quarter (24.8%) of rural women. Rural
women were significantly more likely to deliver at home than their urban counterparts
(OR=3.35, CI: 2.91-3.86, p <0.01) (27).

Study done in Ethiopia to determine utilization of Maternal Health Care Services found that,
Although there is little difference in utilization of antenatal care by marital status, unmarried
women are more than twice as likely as married women to receive delivery assistance from a
health professional. However, married women are more likely to receive postnatal care than
unmarried women (33) and there was significant variation in the utilization of maternal health
care by religion. Orthodox/Catholic, Muslim, and Protestant women exhibit greater use of

maternal health care services than women who follow traditional beliefs (33).

Astudy done in Rural Bangladesh in 2002, to determine utilization of health facilities and trained
birth attendants for child birth found that place of residence can also be an important determinant
of the use of modern health care resources for childbirth. A higher proportion of births in urban

areas occur in modern health care facilities compared to rural areas (26).
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Regarding place of residence EDHS 2011 showed that , 51 percent of birth in urban area were

assisted by trained health professional compared with only 4 percent of births in rural area(7).

Study done in Ethiopia to determine utilization of Maternal Health Care Services showed that the
use of delivery care services is significantly shaped by place of residence, women from Addis
Ababa are more likely to receive care from a doctor, nurse, or midwife than women from other
urban areas or rural areas. Eighty-three percent of women in Addis Ababa received antenatal
care, 71 percent received delivery care, and 19 percent received postnatal care. Utilization of
maternal health care services is lowest in rural areas. Twenty-two percent of rural women
received antenatal care, and 2 percent received delivery or postnatal care. Sixty-three percent of
women from the other urban areas received professional antenatal care, 31 percent received

delivery assistance, and 10 percent received postnatal care (33).

Study done in Ephratanagidim District, North Shoa Zone to assess factors affecting safe delivery
service utilization among women of childbearing age found that, those mothers who reside in
urban area were nearly six times higher to give birth at health institutions than the rural counter
parts (OR 5.68, 95%CI= 3.57-9.04) (32).

Women’s economic factor also determines utilization of skilled attendant care. For this reasons
even when formal fees are low or non-existent, poor women often face expenses of transport,
drugs, and food or lodging for the women for delivering and other pregnancy related

emergencies (9).

Study done in Nepal in 2007, to assess skilled care at birth among rural women practice and
challenges found that dependence on men for economic survival has been a principal barrier to
women’s control over their reproductive behavior in developing countries. Empowering women
with more economic participation and control in their households and communities might be the
key to their achieving control over their own reproductive health. Employment can increase
women’s economic autonomy and reproductive health status because it raises awareness and
provides new ideas, behavior and opportunities through interaction with other people outside the

home and community (25).

20



One study in Kenya in 2000, on the analysis of factors associated with maternal mortality in
Kenyan hospitals reported that the antenatal care visits tend to start earlier for women in paid
employment. They are likely to have greater knowledge about pregnancy and childbirth due to
freedom of movement outside household. They also tend to seek information on services
available for pregnancy care during work (34).However; employment may not necessarily be
associated with greater use of maternal health care, like in Nepal study done on skilled care at
birth among rural women practice and challenges in 2007 found that, because non-working
women may be better off than working women. In the context of developing countries, women’s
work is largely poverty induced and is likely to have a negative impact on utilization of maternal
health services (25).

Regarding income EDHS 2005 showed that those having highest quintile of wealth were used

professionally assisted delivery, nearly twenty six times higher than lowest quintile (6).
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2.2.2 Previous Obstetric care utilizations
Worldwide experience verifies that antenatal care use is higher than delivery by skilled

attendants. In most studies antenatal follow up of pregnant mother have been found to have
strong positive correlation with institutional delivery.In Andhra Pradesh India, pregnant mothers
who received an antenatal checkup are found several times more likely to give birth in a medical
institution than mothers who didn’t receive any antenatal checkup, even after controlling for a
number of potentially confounding variables. With age, birth order, religion, and tribe controlled
by holding them constant at their mean values in the underlying logistic regression, the odds ratio
of giving birth in a medical institution is 5.4 times higher for mothers who received an antenatal

checkup than for mothers who did not receive on antenatal checkup (28).

Although use of some maternal health services, particularly antenatal care has increased over the
last two decade, these increases have not lead to reduction in maternal mortality. The maternal
health of women is vital for the survival of families, and for economies to prosper. The Women
Deliver conference launched in London in 2007, aimed to focus the world’s attention on the
investment needed to save the lives and health of women, mothers, and newborn babies around
the globe. Women are more likely to die during or after child birth than during pregnancy but use

of delivery and postpartum care increased the least (35).

Women who get antenatal care are also more likely to have a skilled attendant present during
child birth (4). More than half of all women in developing world now receive at least four

antenatal visit during pregnancy (the number recommended by WHO) (4).

Study in Rwanda showed that, of 5225 women considered, 94.4% attended antenatal care. Most
antenatal care seen in the second trimester (2855/4923 [58.0%]) or in the third trimester
(1657/4923 [33.7%]) while only 411/4923 (8.3%) attended antenatal care in the first trimester of
the pregnancy. More women (3662 [70%]) delivered at home than in health facilities (1573
[30%]) (27).

According to the EDHS 2011 report, 34 percent of mothers received ANC care from health
professionals; there are large differences between urban (76%) and rural (26%) in utilization of
ANC service (7) and Study done in Ethiopia to determine utilization of maternal health care
services found that women with secondary schooling are two to three times more likely to

receive antenatal care as women with no education (33).
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A community based study done in Asaita and Dufti town to assess factors affecting utilization of
maternal health care services showed that 73.2 percent of the women need their first visit in their

second trimester pregnancy (36).

Study done in Mekele town to assess utilization of skilled birth attendant at delivery found
that ,the prenatal service utilization of respondents 539 (89.8%) have attended at least once for
the last pregnancy and 453 (84.2%) have received information on pregnancy and delivery
complications during their visit. Only 425 (78.8%) were informed to deliver in health facility and

386 (71.6%) of them were recommended to use health professional during their delivery (31).

A community based study in Gondor indicated women who did not have any booking of
antenatal visit were less likely to give birth at health facilities (OR 0.09, 95% CI: 0.06, 0.15) than
those received antenatal care. Moreover, mothers who have had past history of intrapartum
complication were more likely to seek safe delivery care than those with no such history (OR
1.63, 95% ClI: 1.1, 2.24) (29).

A study done in Rural Cambodia to assess determinants of skilled birth attendance indicated that
delivery with skilled attendant at the preceding delivery was a significant determinant for
subsequent use of skilled attendant. Once a woman has delivered with the aid of an unskilled
attendant, she is five to seven times less likely to seek skilled help than a primipara (37).

A study conducted in Rwanda to determinants of the utilization of delivery services found that,
Parity was the strongest predictor of place of delivery with women with 6 or more children about

5 times more likely to deliver at home than a primiparous woman (OR=5.01, CI: 4.11-6.31)(27).

Study done in Ethiopia to determine utilization of Maternal Health Care Services found that,
Mothers with one live birth are more likely to use maternal health services for first births than for
second and higher order births. Generally, utilization of maternal health services is lower among
mothers of birth order five and higher. Similarly, women who had only one birth in the past five
years were also more likely to utilize maternal health care than women who had more than one

birth in the same period (33).

Study done in maternal care service utilization in southern Ethiopia indicated that a professional
assisted delivery to mothers is inversely related to women’s parity. Women with more than one

child are 50% less likely to receive professional delivery care than parity one women (38).
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A baseline survey done in South and North Wollo Zone showed that 5.5 % deliveries were
managed by health professionals while health extension workers were mentioned to be involved

at delivery only by nine of the respondents (39).

A study done in north Gondor to assess safe delivery service utilization among women of
childbearing age found that, 13.5 percent of the respondent had delivered in health institution.
The reasons for not utilizing the service were 44.7 % of the respondents reported that labor was
short and smooth, needed relatives attention during labor 14.3%, facility too far and the presence
of TBA were 15.2% and 14.9% respectively. About seven percent gave a reason of lack of
money (29).

A study done in Mekele town to assess utilization of skilled birth attendant at delivery showed
that, among the 600 interviewed 404 (67.3%) were having institutional delivery while
196(32.7%) home delivery. From the total ANC service attendants 386 (71.6%) have used health
professional during their actual delivery. Delivery in health facility is more common among
younger mothers (age <35 yrs), 378 (93.6%).0ut of the total home deliveries only 6 (3.1%) were
attended by skilled attendants. 27 (13.8%) of the home deliveries were encountered problem at
the time of delivery and out of these only 15 of them were taken to health facility. In general
utilization of skilled delivery attendant among total number of live births surveyed, among the

age group 15-49 years with a birth in the 1 year prior to the survey was 410 (69.3%)( 31).

The use of professionally assisted delivery service is very low in Ethiopia. Only 10 percent of
women who delivered in the five years preceding EDHS, 2011 survey, analysis of utilization of
Maternal Health Care Serviceswere assist by a health professional for their most recent

pregnancy(7).

Concerning the place of delivery, study conducted in Ephratanagidim District, North Shewa
Zone, among 605 responders, 471(78.6%) of the women had preferred to deliver either at home
or at parents’ house while 128 (21.4%) gave their birth at health institutions with (14.6%) rural
and (49.2%) urban. Among the 128 institutional deliveries, 67(52.3%) were in standard health
center, 27(21%) in hospital, 17(13.3%) in growing health centers and only 6(1%) deliveries were
at the health posts (32).
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2.2.3 Women'’s decision making power
Women’s decision-making power is another factor usually exists within the community that

influences use of skill attendant at delivery. In many parts of the world, women’s power to make
decisions is limited, even over matters directly related to their own health. Study In Bangladesh,
it is usually the mother in law and husband who make the decisions to seek (or not to seek) care
(40).

A study in India showed that women would consult family members, usually the head of the
household and/or whoever controlled the cash/family finances before seeking care.
Approximately half (51.2 percent) of women consulted their husbands, 44.5 percent consulted
family members such as their mother-in-law or sister-in-law and 3 percent consulted neighbors
and friends. Women who earned money through self-employment or credit used the small
amount of money they earned to pay for health care, but most women would only seek care on

their own accord if services were free (41).

Study in Ethiopia North Gondor showed that, in 44.8 percent of women it was the husbands who
decide where and when to seek help during labour (29) and Another study done in north shewa
,on women decision making power, almost a quarter of mothers said that health service and place

of delivery were decided by husband and their relatives ( 32).
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2.2.4 Predisposing factors for womento utilization of skilled brith attendant

Progress in preventing and seeking care to reduce maternal deaths in rural Africa depends on
women’s and communities knowledge and attitudes to maternal health. Study done in Rural
Malawi in 2006,t0 assess women’s perceptions of maternal health issue showed that women
individually have little knowledge of maternal health problems (42) and A study done in
Tanzania in 2007,to assesspattern of maternal health services and determinants of skilled care
during delivery indicated that women with knowledge of pregnancy risk factors arealmost three
times more likely to use skilled attendance at birth than those without theknowledge (OR 2.95
(95% CI 1.65-5.25) (43).

Studies conducted in Ethiopia had showed that knowledge of mothers about maternal andchild
health care was significantly lower for women who wanted to deliver at home compared to those
who wanted to deliver at health institutions. Study conducted in north shewa, regarding the
knowledge of giving birth at health facility 399 (66.6%) responded at least one benefit, of them
(47.6%) reported that it lowers maternal exhaustion, (35.3%) and (28.6%) mentioned timely
treatment of problem followed by early detection of problem (32) and Study done in Mekele
town showed that, among the 600 respondents only 258 (43.0%) were knowledgeable about the
advantage of prenatal care service (31).

Study done in north shewa to assess factors for safe delivery service utilization among women of
childbearing age revealed that positive and negative attitude to pregnancy, delivery risks and
about health facility delivery service (61.6%) and (47.4%) have favorable attitude to the above
mentioned issues respectively (32) and Study done in Mekele town, among 600 respondents of
mothers who delivered at health facility towards institutional delivery, 394 (97.5%) were having
positive attitude while 9 (2.2%) had negative attitude. Almost all of the respondents 595 (99.1%)
agree that any pregnant women could face pregnancy & delivery complications. 552 (92%)
women visited health facility for different reasons during their pregnancy time however only 404
of them attended skilled delivery(31).

A study done in Rural Karnataka, India in 2001, to assess antenatal natal care, care-seeking and
morbidity indicated that many women, even if they received antenatal care services at a facility,

they preferred to deliver at home in a familiar environment, often with the assistance of someone
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known to them andfeeling that birth is a normal phenomenon that does not need an institutional
setting (44).

Study conducted in Rural Bangladish in 2002, to assess the utilization of health facilities and
trained birth attendants for childbirth found that cultural perspective on the use of maternal
health services suggests that medical need is determined not only by the presence of physical
disease but also by cultural perceptiveness of the illness. In most African rural communities
maternal health services coexist with indigenous health care services, therefore, women must

choose between the options (45).

A study done in southern Ethiopia, professionally assisted delivery was very low. A medically
trained person attended only 3.3% of the women during the study period (38). For this low
coverage Cultural norms, perceptions and practices of mothers may negatively impact on skill

attendant care at delivery.

A study conducted in Ethiopia, Mekele town, among 600 responders reasons given for home
delivery includes, short labor 59 (30%), usual practice 63 (32.1%), feeling of more comfortable
just being at home 21 (10.7%), close attention from relatives & family members 15 (7.7%), to
exercise cultural values 12 (6.1%), not liking health facility 2 (1.0%) and other reasons 24
(12.4%) and reasons given for institutional delivery were, better service in health facility 206
(51.0%), better outcomes from Institutional delivery 128 (31.7%), informed to deliver in HF 30
(7.4%), close to where they live 24 (5.9%), Poor out comes from home delivery13 (3.2%) and
Others 3 (0.7%)(31).

Study conducted in Ephratanagidim District, North ShewaZoneto assess factors for safe delivery
service utilization among women of childbearing age found that, different reasons were
mentioned for the preference of home delivery for the last birth. The majority 286 (47.7%) and
97(16.2%) of the respondent mentioned that it was due to smooth progress of labor, followed by
need to be with relative. Of the 471 home deliveries, 198 (42.1%) and 273(57.9%) were attended
by traditional birth attendance and untrained relatives respectively and about the preference to
deliver at health facility, the reason given by the majority, 83 (64.8%), were need better service

while encountered difficulty of labor accounted for (11.7%) (32).
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2.2.5 Enabling factors for utilization of skilled brith attendant
Studies indicate that one of the reasons women give for choosing not to use available obstetric

care is poor access to health institutions. Study in Mozambique revealed that health care
accessibility is a significant and important factor in women’s choice of delivery location, of
which 75 percent of mothers with a distance of less than half an hour, while 42 percent of

mothers greater than three hours were utilized the service (46).

Study conducted inEphratanagidim District, North ShewaZoneregarding, the health service
utilization, an overwhelming majority, 561(93.7%), of the respondents are having health facility
in their proximity, of which, 433 (77.2%) were within one hour walking distance from the
facility to their home and 371 (66.1%) of mothers said the nearest facility provide delivery
service. Four hundred eighty (80.1%) had ever used modern health services, of which
295(61.6%), 169(35.2%), 44(9.2%) had attended ANC, delivery and postnatal services,
respectively (32).

Concerning the reason for not using modern health service, (44.4%) of the respondents reported
as not seriously ill, followed by too busy with household chores and high cost of the facility
(15.4%) and (13.5%), respectively. One hundred sixty nine (28.2 %), of the women have ever
used the delivery service in the health facility, 151 (89.3%) had paid for the delivery service
while 15 (8.9%) utilized the service free of charge. Concerning the opinion to the payment

(38.5%) and (48.7%) had claimed it was expensive and fair respectively (32).

28



2.2.6 Reinforcing factors for utilization of skilled brith attendant

Influences from husbands and other relatives is some times very crucial in determining ID
service utilization by the women, because the influences from these people may not always end
by only encouraging or discouraging the women to utilize the services, as in some instances
these same people might be the primary decision makers about ID service utilization of the
women as demonstrated in a series of studies conducted in rural Bangladesh, which finds out that
the influences of husbands, mothers and mother in laws were important in determining women’s
ID service Utilization, and to complicate the matter more these same people are the primary

decision makers in regard to who should be consulted for obstetric care (47).

A study done in Ethiopia, Mekele town to assess utilization of skilled birth attendant at delivery
showed that, the preference of delivery attendant, the women expressed that 438 (84.4%) of their
husbands, 446 (74.3%) of family members & relatives, were preferred the use of skilled birth
delivery attendants. However, a number of husbands 81(15.6%), family & relatives 154 (25.6%),
were preferred to use TBA, family members & neighbors, and TTBA (31).
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3. Objectives
3.1 General Objective

To assess utilization of skilled birth attendant at delivery, among mothers of childbearing age
(15-49 years) who gave birth during the last two year prior to the survey in yirgachefe town,
Gedeo Zone, SNNPR, 2011/12

3.2 Specific Objectives

e To estimate the proportion of deliveries assisted by skilled birth attendant, among

mothers who gave birth during the last two years.

e To identify factors affecting utilization of skilled birth attendant at delivery, among

mothers who gave birth during the last two years.
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4. Methodology

4.1. Study area and study period

The study was conducted in Yirgacheffe town of Gedeo Zone, which is located about 395 Kms
to the south of Addis Ababa, the capital city of Ethiopia. The Gedeo zone has six Woredas and
two towns namely, Dilla and Yirgachefe. In the Yirgacheffe town, there are three kebeles, with
total population of 18,375. Off these, 9004 are males and 9,371 are females. Among the 9, 371
total account, 4,281are females in the age groups of 15-49 (Yirgacheffe town health unit report).
Concerning the health infrastructure, there are one health center, two private clinics, two drug

store, three rural drug vender and three NGOs in the town.

The study was conducted from September, 2011 to May, 2012.

4.2. Study design

A community based cross-sectional quantitative study design was conducted.

4.3. Populations

4.3.1 Source population
The source populations are all women in the age group of 15-49 years residing in the town.

4.3.2 Study population
The study populations were those mothers aged 15-49 years and have given birth within the last

two years.
Inclusion criteria
In this town, women’s fulfilling the following criteria was included in the study;

-Women'’s reproductive age group (15-49) who had given birth in the last two years prior to the

study time and were living in the town.
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Exclusion criteria
In-the town, women’s fulfilling the following criteria were excluded from the study;
-Mothers who did not gave birth in Yirgacheffe town in the last two years prior to the study time.

- Mothers who stayed in the town for less than six month prior to the last birth.

- Mothers who were not mentally capable of being interviewed were excluded

4.3.3 Sample size
Sample size of the study was calculated by using single proportion statistical formula by

considering the “proportion of women who have institutional delivery as a key variable.
n=z2%pq/d?
Where n=the required sample size.
Z (Z 4»=Value of the standard normal distribution curve corresponding to level of

significance alpha 0.05 = 1.96

P = proportion of women having institutional delivery of 10 % from preliminary EDHS,
2011 reported in Nation (EDHS, 2011).

g=1-p=0.939
d =the margin of error tolerated at 3% (0.03)
n=z?Xp.q/d?
n =400
By Adding 10 % for non-response rate, the required sample size was 440.

4.3.4 Sampling procedure
The town has three kebeles. All these three kebeles were included in the study. The list of

households in all kebeles and Sampling frame of each household was identified in consultation
with yirgacheffe town municipality and urban health extension workers in the town. After
establishing the sampling frame of women aged group between 15-49 for each kebeles,was used
systematic random sampling method was used to identify the list of households in each kebeles
women who had given birth in the last two years prior to the survey were included. If there was,
more than one eligible women in a household, one was selected randomly by using a lottery
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method during data collection time; however, if no eligible woman could be found was selected

to the study, the next immediate household to the right of the index household. The required

sample size was calculated from each kebele’s by using proportional allocation formula as

follow.

Yirgacheffe town

There are three (3) kebeles in the town

Total no of women in the age group of (15-49) =4,281

A

A

A

A 4

Kebele 01 Kebele 02 Kebele 03
1,225 1,254 1,802
By proportional allocation to size formula
v A A
K01=126 K02=129 K 03=185

The Total required sample size

n =440

Figure 1 Schematic presentation of sampling procedure
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4.4 Data collection

4.4.1 Data collection procedures

Data was collected by using adapted interviewer questionnaires, which was adapted from
different literature reviews. Questionnaire was prepared in English language and later was
translated to Amharic. It was Amharic version questionnaire that was used for data collection.
Moreover, pretest was done out of the study kebeles by using 10% of study populations, which
was 44 sample population was used in Dilla town to check clarity and consistency of the
questionnaires prior to the actual data collection. After the pretest, necessary correction was
made based on the feedback. Five diploma UHEWSs (Data collectors) and two BSc health
professional (supervisors) were trained for three days by the principal investigator.
Supervisors/Facilitators were assigned during data collection day to oversee the process of data
collection and coordinate data collection smoothly. Questionnaires that are found incomplete or

inconsistent were re-administered or were omitted from the study.
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4.4.2 Variables of the study
Independent variables

Socio demographic factors (Age of mother, marital status, Religion, Ethnicity,
occupation, education, monthly income, husband’s education status).

Previous obstetric histories ( parity, gravidity, age at first pregnancy and age at first
marriage)

ANC utilization

Predisposing factors( knowledge of mothers about pregnancy and delivery complications
and services, attitudes of mothers about health facilities, place of delivery, perception of
mothers about benefits of having skilled attendant at delivery, perceive severity and
susceptibility)

Reinforcing factors ( influence from husband and relatives Information )

Enabling factor (referral system, availability and accessibility of delivery service )

Women’s decision making power

Dependent variables

Utilization of skilled birth attendant at delivery
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4.4.3 Operational definitions

Skilled birth attendant: A person with midwifery skills (e.g, midwife, nurse, nurse-
midwife, or doctor) who has been trained to manage normal pregnancy, labor, birth, and
the immediate postpartum and newborn periods and to manage or refer complications.
Urban Town: Are localities in which urban kebelle administration that have 5000 or
more persons whose inhabitants are primarily engaged in nonagricultural activities are
identified as towns.

Maternal death: Deaths of women while pregnant or within 42 days after termination of
pregnancy, irrespective of the duration and site of the pregnancy, from any cause related
to or aggravated by the pregnancy or its management, but not from accidental or
incidental causes.

Predisposing factors: Any characteristics of an individual which facilitates or hinders
utilization of skilled birth attendant, like knowledge, perception.

Reinforcing factors: are influences of significant people that encourage or discourage
behavioral change.

Enabling factors: are factors that make it possible or convenient for the individuals to
carry out the utilization of skilled birth attendant.

Favourable attitudes: from those attitude questions who answered more than or equal to
75% of the score have good attitude for institutional or home delivery.

Unfavourable attitudes: from those attitude questions who answered less than 75% of
the score have bad attitude for institutional or home delivery.

Perceived severity: woman's perception towards severity of the possible delivery is
highly danger forcomplications and their outcomes.

Perceived susceptibility: women's perception that they are susceptible to the possible
delivery complications and their outcomes.

Perceived benefits: women's perception about the benefits of having a skilled delivery
attendant in preventing the untoward outcomes of delivery complications.

Childbearing agewomen: Any women aged 15 to 49 years old irrespective her fertility
status.

Skilled delivery service Utilization: Giving birth at a setup where safe delivery service

is being provided, most of the time at health facilities.
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Knowledgeable: From those Knowledge questions who answered two and above of the
scored have knowledge on pregnancy and delivery complications and services in
institutional delivery.

Accessibility: defined as population living within less than 1hr walking distance from a
health facility.

Availability: measures the extent to which the provider has the requisite resources, like
presence of health institution and personnels (health professionals) to meet the needs of
the client.

All institutional deliveries considered as utilize skilled birth attendant
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4.4.4 Data quality management
Structured questionnaires were adapted from other research instrument after proper modification.

Linguistic teachers in Dilla University were tasted the standard questionnaires for its validity and
reliability through retranslate Amharic version to English to compare the consistency. In
addition, the quality of data was ensured through proper training of data collectors and pre-
testing of the questionnaire and close supervision of data collectors. All collected data were
checked for completeness, accuracy and consistency by the principal investigator every day.
Moreover, anything that was unclear and corrected and communicated to the data collectors. The
principal investigator with supervisors were gave thorough orientation on how to complete the
questionnaires, the benefit of the study and what was expecting from each respondents in a clear

and convincing ways.

4.5 Data processing and analysis
Data was entered and cleaned by using, Epl Info vision 3.5.1. The data, after cleaned by the Epl

Info was transferred to SPSS V-16 for analysis. Simple frequencies were used to see the overall
distribution of the study subjects with the dependent variable. Binary logistic regression was
used for bivariate analysis and finally stepwise multiple logistic regressions were used to identify
factors of utilization of skill birth attendance. Different proportions were computed and relevant
associations and statistical tests of significance (a = 95% CI) was used for the association
between variables. P-value and 95% confidence interval (CI) for OR were used in judging the
significance of the associations.
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4.6 Ethical consideration
The survey was conducted after approval by the IRB (Institutional Review board) school of

nursing and midwifery, collage of health science, AAU. Official letters were obtaining from
school of Nursing and Midwifery, AAU to the respective officials. After getting letters,
permission letter was also obtained from the concerned bodies of Yirgacheffe town
Administration bureaus and from each respective kebele’s Administration to get collaboration.
Verbal consent was obtained from each individual respondent during data collection. During data
collection information regarding utilization of skill birth attendant was provided. Participation
was voluntary and they could withdraw from the study at any time. In addition, the information

gathered during this study remained confidential in a locked drawer.

4.7 Dissemination of results
After the study is accomplished, the findings of this study will be submitted to School of Nursing

and midwifery, Addis Ababa University as partial fulfillment of the MSc degree. Besides, it will
be disseminated to SNNPR, and Gedeo Zone Health Departments and yigacheffe health bureau
and for regional as well as Zonal concerned other bodies. Finding will also be disseminated to
different organizations that will have a contribution to promote maternal and child health. The
finding will also be present at various seminars and workshops. Moreover, publication in peer

reviewed national or in a scientific journal will be attempted.
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5. Results

5.1 Socio demographic characteristics of study population
A total of 440 women reproductive age group were interviewed for the survey; 24(5.5%) were

less than the age of 20 years; 366(83.2%) between the age of 20 and 34 and the remaining
50(11.4%) were between the age of 35 and 49 years with mean age of +_ (SD) of 27+_ (5.2) yrs
and concerning marital status; all women were currently married. With regard to religion;
198(45%) were Orthodox Christians, 190(43.2%) were Protestant Christians, 40(9.1%) were

Muslims while 12(2.7%) were Catholics.

205(46.6) were Gedeo, 68(15.5%) were Gurage, 64(14.5) were Amhara, 34(7.7%) were Oromo
Ethnic group. Among the interviewed mothers;185(42%) have primary education(1-
8),92(20.9%) have secondary education and above(9-12+),58(13.2%) have read and write and
the rest 105(23.9) were illiterate(no education).With regard to husband’s education of the
respondents’210(47.7%) have secondary education and above(9-12+),177(40.2%) have primary
education,35(8%) have read and write and the rest 7(1.6%) were illiterates.

By occupation 276(62.7%) were housewives, 104(23.6%) were having private business,
45(10.2%) were having government employee and the rest 15(3.4%) were having private
employee. With regard to monthly income of the respondents, 280(63.6%) were having >=
500ETB, 126(28.6%) were having between 150 and 499ETB and the rest 34(7.7%) were having
less than 150ETB (table 1).
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Table 1.Socio-demographic characteristics of women in Yirgacheffe town, Gedio zone,
SNNPR, Ethiopia, 2011/12 (n=440)

Variables Number Percent
Age

Mean +_SD 27+ 5.2

15-19 24 5.5
20-34 366 83.2
35-49 50 11.4
Marital status

Marriad 440 100
Religion

Orthodox 198 45
Catholic 12 2.7
Protestant 190 43.2
Muslim 40 9.1
Ethnicity

Gedeo 205 46.6
Gurage 68 15.5
Wolyta 19 4.3
Ambhara 64 14.5
Oromo 34 7.7
Tigre 12 2.7
Selite 37 8.4
Occupation

Housewife 276 62.7
Private Employee 15 34
Gov. Employee 45 10.2
Private business 104 23.6
Educational status

Illiterate 105 23.9
Read and write 58 13.2
Primary Education (1- 8) 185 42.0
Secondary education& above (9-12+) 92 20.9
Monthly Income in Birr

<150 Birr 34 7.7
150-499 Birr 126 28.6
>= 500 Birr 280 63.6
Husband’s Education Status

Illiterate 14 3.2
Read and write 36 8.2
primary Education (1- 8) 179 40.7

Secondary education& above (9-12+) 211 48




5.2 Previous Obstetric History and ANC Experience of the respondents

Among 440 respondents, 205(46.6%) were first married below the age of 18 years and the rest
235(53.4%) women >=18 years. The majority, 324(73.6%) of the women were >=18 years at
their first pregnancy, 116(26.4%) of the women were below the age of 18 years. 245(55.7%) of
mothers have 2 to 4 pregnancies and 127(28.9%) mothers have one pregnancy. Among the
respondents, 245(55.7%) have 2-4 children, 127(28.9%) have one child and 68(15.5%) have >=5
children.

Regarding the prenatal service utilization of respondents 358(81.4%) have received ANC for the
last pregnancy and 302(68.6%) have received information on pregnancy and delivery
complications during their visit. Only 333(93%) were informed to deliver in health facility and

248(69.3%) of them were recommended to use health professional during their delivery (table2).

Table 2.Previous obstetric history and ANC visits of women in Yirgacheffe town, Gedio
zone, SNNPR, Ethiopia, 2011/12 (n=440)

Variables Number Percent
Age at first marriage

<18 205 46.6
>=18 235 53.4
Age at first Pregnancy

<18 116 26.4
>=18 324 73.6
Gravidity(Total No. of pregnancy)

1 127 28.9
2-4 245 55.7
>=5 68 155
Parity(Total No. of births)

0-1 127 28.9
2-4 245 55.7
>=5 68 155
Attended ANC follow up for the last pregnancy

Yes 358 81.4
No 82 18.6

During ANC follow up got any information regarding pregnancy and
delivery complications (n=358)

Yes 302 68.6
No 20 4.5
| do not know 36 8.2
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Informed about where to deliver (n=358)

Yes 333
No 25
Recommend you to delivered (n=333)

Health facility 333
Home -
Informed as to who should attend you during delivery (n=358)

Yes 248
No 110

93.0
7.0

100

69.3
30.7

5.3 proportion of mothers attended by skilled birth attendant

Among the total 440 interviewed 241(54.8%) were having institutional delivery and that of
skilled delivery attendant was 58.9% while 199(45.2%) home delivery.From the total births
429(97.5%) were live births and 11(2.5%) were still births. 22 (11.1%) of the home deliveries

were encountered problem at the time of delivery ( table 3 and fig 2).

Figure 2 Respondent’s place of delivery of last child
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Table 3 .proportion of mothers by attending skilled birth attendant in previous two years
in Yirgacheffe town,Gedeo zone,SNNPR,Ethiopia,2011/12 (n=440)

Variables Number Percent
The birth in the last 24 months resulted alive or dead

Live birth 429 97.5
Still birth 11 2.5
You delivered (this specific birth)

Home 199 45.2
Health Facility 241 54.8
Any problem gave birth at home (n=199)

Yes 22 11.1
No 177 88.9

5.3.1 Barriers to utilization of skilled birth attendant
Reasons given for home delivery includes, feeling of more comfortable just being at home 84

(42.2%), usual practice 46(23.1%), close attention from relatives & family members 42 (21.1%),
short and smooth labor 17(3.9%), to exercise cultural values 16(8%), not liking health facility
due to bad experience 8(4%), unwelcoming approach of health workers 5(2.5%) and other
reasons 13(2.95%). Out of the total home deliveries only 18 (4.1%) were attended by skilled
attendants and the remaining, 19(4.3%) no attendant, 45(10.2%) Trained TBA, 58(13.2%)
Untrained TBA, 55(12.5%) families and relatives, 4(0.91%) others (neighbours, husband) (fig 3
and 4).
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rigure 3. Reasons for HD delivery, yirgacheffe town,Gedeo zone, SNNPR, Ethiopia,2011/12,
(n=199)

Others= deficiency of knowledge.they thaught, they would not be accepted because they were
sent home with the diagnosis of false labor previously, husband’s parent choice, and my husband
hold me during delivery.

HD= home delivery
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(n=199)

Other=neibours and husbhand
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5.4 Predisposing factors

5.4.1 Attitudes on health facilities, and home delivery

Regarding attitude of mothers among the total respondents towards institutional delivery,
380 (86.4%) were having good attitude while 31 (7%) had bad attitudes and the rest 29(6.6%) were
indifferent.

Regarding attitude of mothers among the total respondents towards home delivery, 263(59.8%) were
having bad attitude while 144(32.7%) had good attitudes and the rest 33(7.5%) were indifferent
(table 4).

Table 4.Attitudes on health facilities, home delivery, and delivery attendant in yirgacheffe
town, Gedeo zone, SNNPR, Ethiopia, 2011/12 (n=440)

Variables Number Percent
Opinion towards institutional delivery services

Good 380 86.4
Bad 31 7.0
Indifferent 29 6.6
Opinion towards Home delivery

Good 144 32.7
Bad 263 59.8
Indifferent 33 7.5

5.4.2. Perceptions (Perceived severity, Susceptibility and Benefits) of women on pregnancy,
labor & delivery and institutional delivery

In regard to their perceptions about pregnancy and labor & delivery complications, 127(28.9%),
240(54.5%) of the women feel that they are susceptible to develop pregnancy and labor &
delivery complications respectively.Majority of the respondents, 313(71.1%) perceive that they
are not susceptible to develop pregnancy complications.Among susceptible to develop labor and
delivery complications, 110(45.8%) of them perceive that delivery complications can be
hazardous to their health and 130(54.2%) of them perceive that delivery complications can be
hazardous to their newborn. Among the total respondents 440, 350(79.5%) of them agreed that if
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they get a skilled attendant during labor and delivery, it will be beneficial to their health and the
health of their newborns (table 5).

Table 5. Perceptions (Perceived severity, Susceptibility, Benefits) of women on pregnancy,
labor & delivery and institutional delivery in Yirgacheffe town, Gedeo zone, SNNPR,
Ethiopia, 2011/12 (n=440)

Variables Number Percent
Susceptible to face pregnancy complication

Yes 127 28.9
No 313 71.1
Susceptible to face labor and delivery complication

Yes 240 545
No 200 45.5

Labor and delivery complication can be severe and may Be
hazardous to my wellbeing (n=240)
Yes 110 45.8

No 130 54.2
Labor and delivery complication can be severe and may Be

hazardous to the newborn wellbeing (n=240)

Yes 130 54.2
No 110 45.8
Attended by a SDA beneficial to my and newborn wellbeing

Yes 350 79.5
No 90 20.5

5.4.3 Women on Knowledge of pregnancy and delivery complications and services

More than half of mothers, 235(53.4%) know at least one of the pregnancy risks. Of these
89(37.9%), 69(29.4%), 41(17.4%) said vaginal bleeding, severe abdominal pain, marked and fast
weight gain respectively. The remaining 33(14%) loss of consciousness and blurred vision,
32(13.6%) severe headache,28(6.4%) hypertention,22(9.4%) high fever,16(6.8%) convulsion and
66(15%) said others. 110 (46.8%) were knowledgeable about the advantage of prenatal care
service(fig 7) .
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Figure 5. Mentioned danger signs of pregnancy yirgacheffe Town,Gedeo zone, SNNPR, Ethiopia,2011/12 (n=235)

Other=severe anemia, persistant vomiting, malposition of fetus.

266(60.5%) of the respondents know at least one danger signs of labor.105(39.5%) said severe
vaginal Dbleeding,96(36.1%) said placenta not delivered after 30 minutes baby is
delivered,69(25.9%) labor lasting >12 hrs,29(10.9%) convulsion,24(5.5%) severe
headache,21(7.9%) loss of consciousness and the rest 30(6.82%) said others. 85(32%) were

knowledgeable about the advantage of labor and delivery(fig 6).

Regarding their knowledge about the advantages of pregnancy and delivery related services,
among the total respondents 440, 193(43.9%) for appropriate management of health problems,
182 (41.4%) for early detection of health Problems, 167 (38.0%) for better care to the newborn,
135(30.7%) for better health care to the women, 6(1.4%) for anticipating of problem, and
18(4.1%) do not know (table 6).
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Figure 6. Mentioned danger signs of labor Yirgacheffe Town,Gedeo zone,SNNPR, Ethiopia,2011/12 (n=266)

Other=Abdominal cramp, Early rupture of membrane
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Table 6.Women on Knowledge of pregnancy and delivery complications and services in
Yirgacheffe Town,Gedeo zone, SNNPR, Ethiopia, 2011/12 (n=440)

Variables Number Percent
Do you know health problems during in the life of a pregnant woman

Yes 235 53.4
No 44 10.0
Don't know 161 36.6
Know pregnancy danger signs (n=235)

knowledgeable 110 46.8
Not knowledgeable 125 53.2
Do you know obstetric problems during labor and delivery

Yes 266 60.5
No 34 7.7
I don’t know 140 31.8
Know labor danger signs (n=266)

Knowledgeable 85 32
Not Knowledgeable 181 68

Response of mothers about advantages of pregnancy and delivery

related services** (n=440)

For anticipating of problem 6 1.4
For early detection of health Problems 182 41.4
For appropriate management of health problems 193 43.9
For better health care to the women 135 30.7
For better care to the newborn 167 38.0
Don’t know 18 4.1
Others(*) 8 1.82

*=for vaccination
**=multiple answer

5.5 Enabling factors (Availability, Referral system and Accessibility of services)

In relation to availability of facilities where they can get skilled delivery attendants (SDAS),
422(95.9%) of them said that such facilities are available in the town, nearby to their place of
residence and the majority of the respondents 398(90.5%) lived within less than one hour
walking distance of health institution from their home and 386(87.7%) of them could afford to
pay for services from Skilled delivery attendant.
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Concerning referral of mothers to higher health institutions, 304(69.1%) of the respondents has

information that health facilities refer mothers to higher health service in case of emergency during

delivery, however, 77(17.5%) mothers have no information whether health facilities refer mothers.

Only 59(13.4%) mothers responded as health institutions do not refer mothers to higher level (table

7).

Table 7.Enabling factors (Availability, Referral system and Accessibility of services) in

Yirgacheffe Town,Gedeo zone,SNNPR,Ethiopia,2011/12 (n=440)

Variables Number Percent
Health facility with skilled Delivery attendant in your nearby

Yes 422 95.9
No 9 2.0
Do not know 9 2.0
Afford to pay for services from Skilled delivery attendant

Yes 386 87.7
No 34 7.7
Do not know 20 45
Heard that Health Centers refer mothers to higher Health Facility

Yes 304 69.1
No 77 175
Do not know 59 134
Walking hrs to nearest HF

<1lhr 398 90.5
>=1hr 42 95
Get health related information on maternal and child health

Yes 343 78.0
No 97 22.0
Source of the information**

Radio 48 14.0
TV 150 43.7
Newspaper 25 7.3
Health workers 269 78.4
Others(*) 1 0.2

*=from other people
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**=multiple answer

5.6 Women decision making power and the preference of others to regarding
place of delivery and delivery attendant

Concerning preference of others place of deliveries, 272(61.8%), 222(50.5%), 246(55.9%) were
prefers health institutions by husbands, family members & relatives and community members
respectively.Among 61.8% of husbands were prefered health institutions, 26.3% of mothers
were delivered at health institutions by the decision making of their husbands and among 50.5%
of family members & relatives were preferred health institutions ,only 4.6% of mothers were

delivered at health institutions by the decision making of their families & relatives.

Among 36.1% of husbands were prefered home deliveries, 11.8% of mothers were delivered at
home by the decision making of their husbands.Among 49.1% of family members & relatives
were preferred home deliveries, 9.3% of mothers were delivered at home by the decision making
of their families & relatives.Regarding the preferences of delivery attendants, the women
expressed that 279(63.4%) of their husbands, 222(50.5%) of family members & relatives,
245(55.7%) of community members were preferred to utilize SDA (table 8).

Concerning women decision making power for the last child birth, half of the respondents,
49.7% and 19.4% of women were decided by themselves and health professionals to deliver at
health facilities respectively and 70.3%, 11.8%, 9.3% of women were decided by themselves,

their husbands and family & relatives to deliver at home respectively (table 9).

Table 8.Reinforcing factors (Influences and Social supports) in Yirgacheffe Town,Gedeo
zone, SNNPR, Ethiopia, 2011/12 (N=440)

Variables Number percent
preferences husband to place of delivery

Home delivery 159 36.1
Institutional delivery 272 61.8
Other(*) 9 2.0

Husband’s preference to Delivery Attendant
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Skilled Delivery Attendant 279

TTBA 66
TBA 39
Family member &Relatives 46
Others(#) 10
Preference of other family members to place of delivery

Home delivery 216
Institutional delivery 222
Others(*) 2
Families preference to delivery attendant

Skilled Delivery Attendant 222
TTBA 79
TBA 49
Family members & Relatives 87
Others(*) 3

Preference of other community members to place of delivery

Home delivery 186
Institutional delivery 246
Others(*) 8

Preference of other community members to delivery attendant

Skilled Delivery Attendant 245
TTBA 99
TBA 67
Family members & Relatives 21
Others( *) 8

63.4

15.0
8.9
10.5
2.3
49.1

50.5
0.5

50.5

18.0
111
19.8

0.7

42.3

55.9
1.8

55.7

22.5
15.2

4.8

1.8

*=no comment,#=did not told me
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Table 9.Women’s decision making power in Yirgacheffe Town, SNNPR, Ethiopia, 2011/12

(N=440)

Variables Number Percent
Decision maker for HF delivery(n=350)

Just me 174 49.7
My husband 92 26.3
My family & relatives 16 4.6
Health Professionals 68 194
Decision maker for home delivery(n=246)

Just me 173 70.3
husband 29 11.8
My family & relatives 23 9.3
TBA 4 1.63
Labor was an emergency 8 3.3
Will of God 5 2.03
Others (*) 4 1.63

*=my father & HPs
HP=health professional
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5.7 Bivariate and Multivariate analysis

5.7.1Socio- demographic influencing factors on Utilization of skilled Delivery

attendant
Crude analysis of socio-demographic variables on binary logistic regression showed that,

occupation, educational status, monthly income, were all significantly associated with utilization
of skilled delivery attendant at p<0.05. On the other hand, maternal age, husband education
status, marital status, ethnic group and religion of the respondents did not show statistical
association with utilization of skilled delivery attendant. Among the literates, those secondary &
above and primary educations were eight and three times more likely to utilized SDA than
illiterates women (COR=7.9, 95% Cl=4.1 to 15.2), (COR=3.1,95% CI=1.87 to 5.1)respectively.
Women whose Monthly income >=500birr are two times more likely to utilize SDA than women
who have <150 birr (COR=2.35, 95% CI=1.15 to 4.83) and women who are governmental
employee are six times more likely to utilize skilled delivery attendant than private bisnness
women (COR=6.1, 95% Cl1=2.23 to 16.71).

But by applying Multiple Logistic regression, when they were adjusted for other socio
demographic variables, only educational status and occupation of the women were significantly
associated with utilization of skilled delivery attendant.(p< 0.05). If women have primary
education (1-8) and secondary education and above (9-12+) two and four times more likely to utilize
SDA than illiterate women.(OR=2.3 and 95% Cl=1.24 to 4.2), OR=3.6 and 95% CI =1.5 to 8.4)
respectively and women whose governmental employee have four times utilization of skilled
delivery attendant than private bissness women ( OR = 3.6 and 95% CI = 1.5 — 8.4). Maternal
age, husband educational status, religion, ethinic group and monthly income status have shown
no significant difference between women who had utilized skilled delivery attendants and those
who had not utilized skilled delivery attendants (Table 10).
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Table 10.By applying Bivariate And Multivariate Analysis on socio demographic factors

influencing utilization of skilled birth attendant adjusted for Socio- demographic variables,

in yirgacheffe town,Gedeo zone,SNNPR,Ethiopia,2011/12 (N=440)

Variables

C OR (95%ClI)

Utilization of skilled birth attendant within the previous 24 months

p value

AOR (95% CI)

YES NO

Age 0.474 0.21
15-19 12Q2.7%)  12(2.7%) 1 1

20-34 220(50.0%) 146(33.2%)  1.51(0.66-3.45) 0.98(0.4-2.5)
35-49 27(6.1%)  23(5.2%)  1.17(0.44-3.11) 0.53(0.2-1.6)
Religion 0.00 0.53
Orthodox 136(30.9%) 62(14.1%) 0.64 (0.29-1.42) 0.54(0.2-1.88)
Catholic 8(1.8%) 40.9%)  0.58 (0.14-2.38) 0.6(0.08-4.01)
Protestant 84(19.1%) 106(24.1%) 0.23 (0.1-0.5) 0.41(0.11-1.5)
Muslim 31(7.0%)  92.0%) 1 1

Ethinicity 0.00 0.01
Gedeo 82(18.6%) 123(28.0%) 0.6(0.08-0.48) 0.4(0.1-1.42)
Gurage 53(12.0%) 15(3.4%)  0.32(0.04-2.69) 1.5(0.4-5.6)
Wolyta 14(3.2%) 5(1.1%)  0.26(0.03-2.5) 1.7(0.32-9.4)
Amhara 49(11.1%) 15(3.4%)  0.3(0.04-2.5) 1.5(0.4-6.3)
Oromo 21(4.8%)  13(3.0%)  0.15(0.02-1.3) 0.64(0.2-2.5)
Tigre 11(25%)  1(0.2%) 0.28(0.32-2.5) 4.4(0.4-50.41)
silte 28(6.4%)  9(2.0%) 1 1
Occupation 0.02 0.14
Housewife 151(34.3%) 125(28.4%) 0.92(0.6-1.5) 1.4(0.8-2.33)
Private Employee 9(2.0%) 6(1.4%)  1.14(0.4-3.45) 0.7(0.22-2.44)
Gov. Employe 40(9.1%) 5(1.1%)  6.1(2.23-16.71) 3.6(1.5-8.4)
Private business 59(13.4%)  45(10.2% 1 1
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Educational status 0.00 0.02

Hliterate 36(8.2%) 69(15.7%) 1 1
Read and write 35(8.0%) 23(5.2%)  2.92(1.5-5.7) 1.9(0.9-4.1)
Primary Education 114(25.9%) 71(16.1%) 3.1(1.87-5.1) 2.3(1.24-4.2)
Secondaryeducation&

74(16.8%) 18(4.1%) 7.9(4.1-15.2) 3.6(1.5-8.4)
above
Monthly income in 0.02 0.24
Birr
<150ETB 15(3.4%)  19(4.3%) 1 1
150-499ETB 62(14.1%)  64(14.5%) 1.23(0.57-2.63) 0.7(0.3-1.6)
>=500ETB 182(41.4%) 98(22.3%)  2.35(1.15-4.83) 1.04(0.4-2.5)
Husband’s 0.004 0.56
Eo_lucatlon Status 7(1.6%) 7(1.6%) 1 1
Iliterate 1.12(0.33-3.8)

19(4.3% 16(3.6% ' ' ' 1. 3-4.
Read and write 9(4.3%) 6(3.6%) 05(0-3-4.3)

20.2% 20.0%) 1.01(0.34-3.31 .7(0.2-2.44

Primary Education 89(20.2%) 88(20.0%) ( ) 0.7(0 )
Secondary education

142(32.3%)  68(15.5%) 2.1(0.7-6.23) 0.95(0.3-3.4)

& above

5.7.1Previous obstetric history and ANC follow up of women
Crude analysis of previous obstetric history and ANC variables on binary logistic regression

showed that, Among the obstetric and ANC variables, age at first pregnancy, women gravidity,
parity, ANC use were significantly associated with utilization of skilled delivery attendant at
p<0.05. On the other hand, age at 1st marriage was not significantly associated with utilization of
skilled delivery attendant Women with first pregnancy were four times OR=4.11and 95%ClI=
2.20, 7.68) more likely to utilize skilled delivery attendant than women who have > 5

pregnancies.

Women with age at first pregnancy,>=18 years were two times more likely to utilization of SDA
than age <18 years (COR=1.97, 95% CI=1.3 to 3.03). Women with first and two-four
pregnancies and births were two times more likely to utilize skilled delivery attendant than
women who have >= 5 pregnancies and births (COR=1.71, 95% CI=1.2 to 2.5). Women who had
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ANC visits were sixteen times more likely to utilize skilled delivery attendant when compared to
those who did not have ANC visit (COR=16.45, 95% CI=8.2 to 33.1).

By applying Multiple Logistic regression, when they were adjusted for other previous obstetric
history and ANC follow up variables, only gravidity, parity and ANC follow up of the women
were significantly associated with utilization of skilled delivery attendant. (p< 0.05). If women
who have one and two to four pregnancies and births, three and two times more likely utilize
SDA than women who have >=5 pregnancies and births (OR=2.6, 95% CI= 1.17 to 4.45) and
(OR=2.3, 95% CI=1.41 to 4.65) respectively.

women who were attending ANC follow up during the last pregnancy, are sixteen times more
likely to utilized SDA when compared to women who were not attending ANC follow up ( OR=
16.7, 95% CI = 8.2 to 33.89)( Table 11).

Table 11.By applying Bivariate And Multivariate Analysis on previous Obstetric Factors
and ANC follow up Influencing For Women Utilization Of Skilled Delivery Attendant, in
yirgacheffe town,Gedeo zone,SNNPR,Ethiopia,2011/12 (n=440)

Variables utilization of skilled birth attendant within the previous 24

months

COR (95% pvalue A OR (95%

cI) cl)

Yes No
Age at first marriage 0.06 0.35
<18 101(23%) 104(23.6%) 1
>=18 158(35.9%) 77(17.5%)  1.68(0.96-2.94) 0.52(0.3-0.95)
Age at first Pregnancy 0.02 0.96
<18 54(12.3%)  62(14.1%) © !
>=18 205(46.6%) 119(27%)  1.97(1.3-3.03) 0.98(0.53-1.84)
Gravidity(Total No. of 0.00 0.007
Eregnancy) 7(17.5%)  45(10.2%) 4 791 2.2 5) 2.6(1.17-4.45)
2-4 151(34.3%) 89(20.2%)  1.7(1.31-2.21) 2.3(1.41-4.65)
>=5 31(7.0%)  47(10.7%) .

59




Parity(Total No. of 0.00 0.007

births) 0 0

0-1 77(17.5%)  45(102%) 4 791 2.2.5) 2.6(1.17-4.45)
0.4 151 (34.3%) 89(20.2%)  1.7(1.31-2.21) 2 3(1.41-4.65)
>=5 3(7.0%)  47(10.7%) L !

Received ANC last 0.00 0.00
pregnancy 0 .

Yes 249(56.6%)  109(24.8%) 16 458 9-33.1) 16.7(8.2-33.89)
No 102.3%) 72(16.4%) 1 1

5.7.3 Predisposing, enabling and reinforcing factors influencing utilization of

skilled delivery attendant
Crude analysis of predisposing, enabling and reinforcing variables on binary logistic regression

showed that, Predisposing(know pregnancy danger signs,know labor danger signs,attitude to
delivery service in HFs and women’s perceptions about pregnancy and delivery
complications),Enabling(presence of SDA in nearby HF,afford to pay for services from
SDAthey know about referral to higher health institutions,health related information on
MCH,walking hrs to nearest HF) and Reinforcing variables(husband’s,families and communities
preference to delivery attendant) were significantly associated with utilization of skilled delivery
attendant at p<0.05.

Women who know about danger signs of pregnancy and labor complication are six and seven
times more likely to give birth at HF than those who did not know (COR=5.47,95% CI=3.3 to
9.2),(COR=6.73,95% CI=3.57 to 12.67) respectively. Moreover, mothers with favorable attitudes
towards HF delivery service were 86.4% more likely to give birth at HF than those with
unfavorable attitudes (COR=2.04, 95% CI=1.65 to 2.53) and women’s who had positive
perceptions about pregnancy complications, five times more likely to utilization of SDA than

those who had negative perceptions.

Women who obtained MCH information were two times more likely to utilize skilled delivery
attendant than those who did not get information (COR=1.53, 95% CI1=1.01to 2.3).

Those women who walking less than one hour distance to go to health facility are almost two
times more likely to utilize skilled delivery attendant than those who walking >=one
hours.(COR=2.41,95% CI=4.42 to 10.28) and Mothers who said fees were affordable were four
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times more likely to give birth at a HF as those that said fees were unaffordable (COR=3.65,
95%CI1=1.98,6.7).

Regarding the preference of the respondent’s husbands, families and communities, those who
make decisions about delivery with health professional by themselves were twenty five, twelve,
and seven times more likely to utilize skilled delivery attendant as compared with those, their
husbands, families and communities prefer delivery without health professional(TTBA,TBA and
family and relatives)(COR=25.2,95% CI=14.9 to 42.7),(COR=12.1,95% CI=7.59 to 19.31) and
(COR=6.7,95% Cl=4.42 to 10.28) respectively.

When applying Multiple Logistic regression, they were adjusted for others predisposing,
enabling, and reinforcing variables. Husband’s and families’ preference to delivery attendant
were significantly associated with utilization of skilled delivery attendant (p< 0.05). Regarding
the preference of the respondent’s husbands and families, those who make decision about
delivery with health professional were four times and five times more likely to utilize skilled
delivery attendant as compared with those, their husbands and families prefer delivery without
health professional (TTBA, TBA and family and relatives) OR= 4.03 (95%CI=1.37 to 11.8),
OR=4.6, 95%CI1=1.5 to 13.9) respectively (table 12).

Table 12.By applying Bivariate And Multivariate Analysis on Predisposing, Enabling, and

Reinforcing variables with women’s utilization of skilled delivery attendant, in yirgacheffe
Town,Gedeo zone,SNNPR,Ethiopia, 2011/12 (n=440)

COR (95% pvalue A OR (95%
Cl) Cl)
Yes No
Presence of Skilled attendant 0.04 0.2
in nearby HF
Yes 255(58.0%) 167(38.0%) 5.34(1.73-16.5) 2.2(0.58-8.3)
No 4(0.9%) 14(32%) .
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Afford to pay for services from
skilled delivery attendant
Yes

0.00

0.5

242(55.0%) 144(32.7%) 3.65(1.98-6.7) 1.9(0.22-17.32)
No 17(3.9%) 37(8.4%) 4 1
know about referral to higher 0.43 0.47
health services
Yes 189(43.0%) 116(26.4%) 1.53(1.01-2.3) 1.5(0.5-4.8)
No 70(15.9%)  65(14.8%) 1 1
Health related information on 0.00 0.03
maternal and child health
Yes 234(53.2%) 108(24.5%) 6.33(3.81-10.5) 0.03(0.002-0.7)
No 25(5.7%)  73(16.6%) 1
Husband’s  preference to 0.00 0.01
delivery attendant
Delivery with health 234(53.2%) 49(11.1%) 25.2(14.9-42.7) 4.03(1.37-11.8)
professional
Delivery with out health 25(5.7%)  132(30.0%) , 1
professional
Families preference to delivery 0.00 0.07
attendant

. : _ 189(43.0%)  33(7.5%)

Bg:xggmﬂohuiarl]tehaﬁ:ﬁfewOnal 70(15.9%)  148(33.6%) 12'1(7'59'19'31) ‘1"6(1'5'13'9)
professional
Communities preference to 0.00 0.31
delivery attendant
Delivery with health 192(43.6%) 54(12.3%) 6.7(4.42-10.28) 1.68(0.62-4.6)
professional
Deliverywithouthealthprofessi  7(15.200) 127(28.9%) 1 1

onal
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Walking hrs to nearest health 0.019 0.15

facility 227(51.6%) 171(38.9%)
<lhr 32(7.3%) 10(2.3%)  2.41(1.15-5.04) 0.15(0.01-2.08)
>=1hr 1 1
Know pregnancy danger signs 0.00 0.94
Knowledgeable 93(39.6%) 17(7.2%) 5.47(3.3-9.2) 0.97(0.36-2.6)
Not Knowledgeable 95(40.4%) 30(12.8%)

1 1
Know labor danger signs 0.00 0.13
Knowledgeable 74(27.8%) 11(4.1%) 6.73(3.57-12.67) 2.4(0.76-7.3)
Not Knowledgeable 117(44.0%) 64(24.1%) 1 1
Attitude to delivery service in 0.00 0.1

health facilities

Good 255(56.0%) 125(28.4%) 5.04(1.65-2.53) e13.89(0.51-93.4)
Bad 40.9%)  56(12.7%)

Women’s Perceptions about 0.00 0.32
pregnancy complication 105 (23.9%)  22(5.0%

Yes (23.9%) 22(5.0%) 4 92 96.8.2) 1.6(0.61-4.4)
No 154(35.0%) 159(36.1%) 1 1
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6. Discussion
This community based study has attempted to identify the extent and factors associated with

utilization of skilled attendant at delivery in yirgacheffe town. Consequently, factors influencing
women’s utilization of skilled delivery attendants were identified in the town. The factors were
related to the mother (user) and health facility (provider). Most of these findings are consistent

with most studies conducted elsewhere in Ethiopia or abroad.

The study finding revealed that proportion of institutional delivery was 54.8% and that of skilled
delivery attendant was 58.9% and home delivery was 45.2%. The finding is less likely consistent
with study conducted in Afar Region, Assayta and Dufti town, 54.2% of the deliveries took place
at home, and 45.8% at health institution and in contrast, with the previous studies, home
deliveries were 88%, 83%, 86.5% Butajira, Adamitulu and Gonder respectively,(50,51,52).This
large difference is explained by the fact that the present study is exclusively urban population
based.The urban women tend to have better access to health facilities, education, and information
about maternal health care services that showed to have effect on the preference to institutional
deliveries. In addition, health promotion programs, which use urban, focused mass media, may
work to the advantage of the urban residents. All of these studies reported that large numbers of
women are delivering at home being assisted by untrained traditional birth attendants and other
possible reasons, mothers preferred to give birth in the presence of relatives, trust TBAs, cultural

reasons and lack of money as reasons for non-use of the services.

This study also showed that births to women with primary education were two times more likely and
births to women with secondary and above education were four times more likely to utilize skilled
birth attendant than illiterate women. The finding is consistent with many studies in Ethiopia and
other developing countries (29, 33, 41). This can be explained in different ways. Education is
likely to enhance female autonomy so that women develop greater confidence and capability to
make decisions about their own health. In addition, education leads to better health awareness so
that educated women seek out higher quality services and have greater ability to use health care

inputs that offer better care.

This study found that government employee workers were four times more likely to utilization of
skilled delivery attendant than those who had private bissness. This finding is consistent with
other studies, a study done in Rwanda showed that,farmers and manual workers were more likely

to deliver at home than women working in professional,technical and management areas(27).
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The possible explanation is employment can increase women’s economic autonomy and
reproductive health status and Government employee women are more likely, raises awareness
and provides new ideas, behavior and opportunities through interaction with other people outside
the home and community. Other explanations for this finding private bissness women are take

more time for their bissness rather than providing reproductive health related information.

Gravidity is one obstetric variable found to be significantly affecting the utilization of skilled
delivery attendant. Women with first pregnancy are three times more likely to utilize skilled
delivery attendant as compared to those who are pregnant for >= 5. This finding is consistent
with other studies, which indicate that women are more likely to utilize professional assistance
for their first births (28,38,6). The possible reason, younger women is more likely to accept
modern health care as they are likely to have greater experience to modern medicine and have
greater amount of schooling than older women. Another possible explanation for this is that
women pregnant with their first child were more cautious about their pregnancies and therefore
sought out trained professionals. Older women on the other hand, tend to believe that modern
health care is not as necessary due to experiences and accumulated knowledge from previous
pregnancies and births and therefore likely to have more confidence about pregnancy and
childbirth. Study in India, revealed that women are more likely to get care for their first
delivering than others that follow.This is associated with factors like fear of the unknown or
excitement that is probably associated with the first child birth (52).

Parity is another obstetric variable found to be significantly associating with the utilization of
skilled delivery attendant.This study showed that, women who have one birth, three times more
likely utilize SDA than women who have >=5 births. The current study has revealed that higher
birth order mothers are less likely to give birth at HFs compared to those with lower order births.
This study consistent with many studies done in Ethiopia and abroad, birth order was found to be
an independent determinant for utilization of skilled delivery attendant (28,33,43).As birth order
increased the chance of giving birth at health institution decreased. A possible explanation for
this could be women develop confidence and may believe that modern health care is not as
necessary due to the experience, self efficacy and knowledge accumulated from previous
pregnancies and births. On the other hand, women who are pregnant for their first child are
usually more likely to have difficulties during labor and delivery than women of higher parity, so
that they tend to fear home deliveries. This may result in low parity women being more

65



motivated to deliver in medical facilities than high parity women. In Contrast, many studies
reported that grand multiparas and primiparas are at greatest risk of maternal mortality and
morbidity as well as having poor delivery outcome implying much effort has to be made to avert
the practice (52, 53).

The health care that a mother receives during pregnancy and time of delivery is important for the
survival and well being of the mother and child (2). In the present study majority (81.4%) had
received prenatal care during the last pregnancy. However, only 56.6% of those who received
ANC gave birth at HFs for the respective conception. On the other hand, among the core aims of
providing ANC is to promote skilled attendance at birth. This implies that there is still need
investigation on the gap between ANC and delivery care utilization which need to be linked to
each other. This study showed that women who received prenatal care were more than sixtheen
times more likely to utilize skilled delivery attendant (SDA) than those who did not. The finding
is consistent with many studies conducted elsewhere (28, 41, 37).

The importance of ANC follow up in utilization of skilled delivery attendant, may be explained
in such a way that, exposure of the women to the health service in general and the information as
well as the experiences they have gathered during the follow up in particular, might have
influenced them to deliver in HFs. Another possible explanation may be, considering facts that
ANC follow up is service utilization by itself and both ANC and institutional delivery services
are a continuum of pregnancy and delivery related service, factors which influence utilization of
ANC might have influenced institutional delivery service utilization in a similar manner.In
contrast, a study in Uganda suggested attendance at antenatal care actually may discourage
delivery in a health unit; women who were told that their pregnancy is normal see no reason to
deliver at the health unit (54).

Based on these findings it can be observed that, even though ANC attendance is important factor
which promotes institutional delivery, it is not fully utilized as a conducive opportunity to
provide pregnant women with the relevant information about pregnancy and child birth. But ,as
this is just an observation from a study which is not designed to assess the quality of ANC
services, these findings cannot be considered as conclusive ones, and hence, more
comprehensive studies are recommended to evaluate whether the services related to ANC are

provided appropriately or not.

66



Some of the barriers given by the respondents for utilization of skilled birth attendant were, feeling
of more comfortable just being at home 84 (42.2%), usual practice 46(23.1%), close attention
from relatives & family members 42 (21.1%), short and smooth labor 17(3.9%), to exercise
cultural values 16(8%), not liking health facility due to bad experience 8(4%), unwelcoming
approach of health workers 5(2.5%) and other reasons 13(2.95). An earlier study conducted at
Mekelle Town to assess utilization of SDA also shows that the reasons given for preferring to
home delivery were, short labor 59 (30%), usual practice 63 (32.1%), feeling of more
comfortable just being at home 21 (10.7%), close attention from relatives & family members 15
(7.7%), to exercise cultural values 12 (6.1%), not liking health facility 2(1.0%) and other reasons
24 (12.4%) (31).The role that quality of care plays in the decision to seek care is related to
people’s own assessment of service delivery, which largely depends on their own experiences

with the health system and those of people they know (38).

The finding from this study which showed that, women to whom their husbands and families
preferred delivery with health professional are four and five times more likely to utilize skilled
delivery attendant than those their husbands and families prefer delivery attendant other than
health professionals This finding is consistent with findings from other studies (8, 31). Because,
sometimes, the discouraging or encouraging influence from other people about delivery
attendants may not always be limited by giving suggestions to the women about their place of
delivery because in certain instances, these same people may be the primary decision makers in
terms of utilizing 1D services. And this implies that in such scenarios, women who are
discouraged by other people from getting ID services and those who still cannot decideby
themselves to get ID services are very unlikely to deliver in HFs.

According to some behavioural models human behaviours are sometimes influenced largely by
the preferences or attitudes of influential people towards the behaviour or practice. In view of
this assumption, and based on the finding from this study which shows that women to whom
their husbands and families prefer SDA are more likely to deliver in health facilities suggests

that the influences from these people are important determinants of women’s delivery place.

Looking deeper into the barriers factors from this study, feeling of more comfortable just being
at home 84 (42.2%), usual practice 46(23.1%), close attention from relatives & family members
42 (21.1%), short and smooth labor 17(3.9%), to exercise cultural values 16(8%), not liking
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health facility due to bad experience 8(4%), unwelcoming approach of health workers 5(2.5%)
and other reasons 13(2.95).

Finally, since this study is conducted in rural town where heath facilities are less likely available,
the findings can only be generalized to similar settings with comparable socio demographic and
health service coverage profiles. And hence similar studies are recommended in various settings,
to come up with more representative findings which will be helpful in planning and
implementing more contextual interventions to improve the utilization of skilled birth attendant

in the county.

7. Strength and Limitation of the study

7.1 Strength
» Female interviewers were used, to increased response rate.

> Pretest was done out of the study kebeles to check clarity and consistency of the

questionnaires prior to the actual data collection.

7.2 Limitations
» Selected variables that affect utilization of skilled delivery attendant have been

investigated, and their importance was determined by comparing users and non users at a
specific point in time. So difficult to know whether the determinant or the outcome
occurred first (cause-effect).

> Since the study was retrospective cross-sectional, the probability of recall bias miss
reporting of events was likely.

> It would have been more appropriate to use non-health worker data collectors to avoid
the possibility of introducing desirable answers.

» The respondents might not know the credentials of their birth attendants which might

increase the rate of skilled birth attendant.
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8 Conclusions and Recommendations

8.1 Conclusion
The study finding revealed that proportion of skilled delivery attendant was fifty eight percent

and home delivery was fourty five percent. Eventhough, utilization of SDA was more than fifty
percent, still there is a gap between users and providers. This community based study has
attempted to identify the extent and factors associated with utilization of skilled attendant at
delivery. Consequently, factors influencing women’s utilization of skilled delivery attendants
were identified and those barriers are, feeling of more comfortable just being at home, usual
practice of women, women provide close attention from relatives & family members, previous
deliveries are short and smooth, to exercise cultural values, not liking health facility due to bad
experience, unwelcoming approach of health workers and other reasons. In this study educational
status and governmental occupation of the women, preferences of their husbands and families to
delivery attendant were independent predictors of utilization of skilled delivery attendant and the
number of pregnancy, parity and ANC visit were independent obstetric determinants of
utilization of skilled birth attendant. Majority of the women had received prenatal care during the
last pregnancy.however,utilization of skilled birth attendant during delivery is still unsatisfactory
and one of the core aims of providing ANC is to promote skilled attendance at birth .Utilization
of skilled birth attendant is higher among educated and gov’tal employee women,women with
first pregnancy and lower order births,women who have ANC visit, women who have the power
to decide by themselves about delivering in HFs and those women who have favourable
influences from their husbands and relatives about their delivery practices, while it is lower

among disadvantaged women.
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8.2 Recommendations
Based on the findings of the study, the following areas were identified and specific

Recommendations were made.

1.

Health care providers should provide information on risks of pregnancy and labor &
delivery of giving birth at home, benefits of giving birth at health facilities, danger signs
during pregnancy and labor to mothers, family members and the community.

Community members should discourage harmful traditional and usual practices those
hinder HF delivery care utilization and Community support groups should be formed to
facilitate timely referral of labory mothers.

Health care providers should know their professional duties and responsibilities and
respect their clients like,by welcoming approach ,respect client’s duties and
responsibilities etc....Gov’tal and Non- Gov’tal organizations are committed and focus
on training of competent health professionals.

There should be increasing education opportunities for both groups and particularly for
the girls and Increase women’s autonomy with in the family, enhancing their ability to
earn and control income and decide on their own health. Therefore, policy makers and
concerned stockholders, government and non-government bodies should give great
emphasis to education and women engagement in gainful employments.

Health professionals should promote ANC follow up and provide information on the
problems of pregnancy and delivery complications and on the importance of skilled
delivery attendant at every child birth for every woman who came to health facility in
general antenatal care should be promoted and linked with delivery care.

Multi-gravidity, multi-parity and higher maternal age where less likely to utilize SDA
implies that these group should be one of the priorities criteria for targeting education
campaigns on the benefits of institutional delivery and MCH.

Community health activities such as community awareness programs, home visit, and
community-based delivery systems must focus those who are not litrate, who did not get
MCH information, who did not come for ANC, who have not the power to decide by
them selves about delivering in HFs and who have unfavourable influences from their
husbands and relatives about their delivery practices.

Further studies should be conducted on client —provider interaction, to address the effect

on utilization of skilled delivery attendant
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10. Annexes

I. Conceptual Framework

To develop the conceptual framework, previous study findings and the framework developed based on the
Concept of Precede, health belief and theory of planned behavior (by Ayele B, 2005) is used.

PREDISPOSING FACTORS
Knowledge of women about

- Pregnancy and

Delivery complication and services
Attitudes of women about

- Health facilities

- Institutional delivery

- Home delivery

Perception of women about
-Benefit of having skilled attendant at
delivery

-Barriers to utilization of skilled
attendant at deliverv

Socio demographic factors:

-Age of mother

. Utilization of
-occupation
- Education skilled birth
-Husband’s education attendant at

delivery

ANC utilization

Women’s decision
Making power

Enabling factors

- Availability
- Accessibility of Services and
referral

Previous obstetrics history:

-Gravidity , Parity , Age at first
pregnancy

Reinforcing factors
- Influences from husbands and relatives

Figure 7. Conceptual frame work of the study
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The concepts of these three behavioral models (the PRECE DE model, the Health Belief Model
and the theory of planned behavior) areapplied to develop this conceptual frame work to present

the factors in acomprehensive manner.

PRECEDE Model is a framework designed to diagnose important factors thatdetermine health
behavior, which directs for a highly focused subset of the factors as targets for intervention (48)
specific for this study, educational diagnosis phase of this model is adapted to identify
predisposing, enabling & reinforcing factors whichdetermine utilization of skilled birth attendant

at delivery.

Health Belief Model (HBM) is a paradigm used to product and explains healthbehaviors based
on people’s beliefs or perceptions (49). For this study women’sperceptions about their
susceptibility to and severity of delivery complications theireruptions about benefits of getting
SDA as well as potential barriers perceived by thewomen which may prevent them from getting
institutional delivery services were identified to assess their effect in determining women’s

practices related to delivery service utilization.

The theory of planned Behavior is a theory which assumes that people'sperceived controls over
the behavior are immediate predictions of their practices.The theory further assumes that
people’sinfluenced by their attitudes towards the behavior (49). To serve the purpose of this
study in the view of the assumptions from thetheory, women’s attitudes towards 1D services, the
preferences oftheir husbands , relatives and communities towards place of delivery and delivery
attendants and assessed to determine the effect of these factorsin influencing woman’s

institutional delivery service utilization.
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II. Information Sheet

Addis Ababa University
College of Health Sciences
School of Nursing and Midwifery

Here, | the undersigned, at Addis Ababa University College of Health Sciences department of
Nursing and Midwifery Graduate studies Program, currently | will be undertaking research on a
topic entitled assessment of skilled birth attendant utilization among women of child bearing age
(15- 49) in Yirgacheffe town , Gedeo Zone , SNNPR, Ethiopia.

For this study, you will be selected as a participant and before getting your consent 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 utilization of skilled birth attendant at delivery among mothers who gave
birth during the last two year prior to the survey in Yirgacheffe town, Gedeo Zone, SNNPR,
Ethiopia.

Significance of the study: This study is to measure proportion of women who delivered with the
assistance of a skilled birth attendant and to identify the factors that influence utilization of
skilled attendant at delivery among mothers who gave birth in yirgachefe Town, SNNP Regional
state of Ethiopia. It is hoped that the result of this study will give information on the proportion
of deliveries conducted by skilled delivery attendant and factors which influence the utilization
of SDA and can help program planners, policy makers and health care providers to focus on the
factors, that affect utilization of skilled birth attendant and serve as an important tool for any
possible intervention aimed at improving the low utilization of SDA in the town and zone.

» Participants to be included: Those mothers aged 15-49 and have given birth within the last
two year prior to the survey in Yirgacheffe town.

» 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.
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> Risks and Benefits of the study

Risks: The study will be carried out simply by asking you, the already prepared and
structured questions. 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.
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 utilization of skilled birth
attendant .

» Consent: 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 information you do not know.

» Name of principal investigator: Dagnachew Kebede

Date: Signature

» Address of PI:
Mobile; 4251913345778
E- Mail: dagnachewkebede36@yahoo.com or dagnachewk12345@gmail.com
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I1I. English version questionnaire

A structured questionnaire for interview of women to assesskill birth attendant utilization among
womenof child bearing age (15-49).

Verbal Consent Form

Hello, my name is and I am from the research team of school of nursing and
midwifery, AAU which is currently carrying out Survey Assessment of skilled birth attendant
utilization among women of child bearing age(15-49) in Yirgacheffe town. As part of this survey
we are collecting your information on socio-demographic, obstetric, perception and
knowledgeabout pregnancy and delivery risk, women’s decision making power and health
service utilization. Skilled birth attendant at child birth improves maternal and newborn health.
However, many mothers are not getting this important service. That is why we are collecting this
information to identify factors influencing utilization of this important service. This information
enables the government and other stakeholders to develop programs to improve maternal
healthservices. The interview will take about 30minutes .Be assured that your name will not be
recorded and any other identifying information will be kept confidential and burnt at the end of

the survey.

Your participation is voluntary and you have the right not to participate fully or partially.Your
decision about not to participate is respected and will not affect the health care youwould
normally receive. You may stop the interview at any time. Do you have anyquestions on what we

talked so far?

Now, do you agree to participate in the survey?

Yes No If no respect the decision and thank her .If yescontinue the
interview.

Interviewer name signature Date

Supervisor name Signature Date

1 .Households Identification

01 Questionnaire code -----=--=-=--=------

02 Woreda/ Town Administration-----------------
03 Kebelg-------=mmmemmmemeee-

04 House number----------------
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Part 1.Scio-demographic factors information

No | Questions Alternative/ choice of responses skip
101 | Age in years at
interview time
102 | Marital Status Married ----- 1 single ----- 2 Divorced------ 3 Widowed--- 4
Separated------ 5
103 | Religion Orthodox ------- 1 Catholic------ 2 Protestant-----3 Moslem----4
Other, Specify 88
104 | Ethnicity Gedeo ----- 1 Amhara ------ 2Tigre----3 gurage-----4 Oromo--5
sidama-----6 Others,Specify------ 7
105 | Occupation Housewife------ 1 Private Employee------- 2 Gov. Employee-----3
Private business------ 4 Others, Specify-------- 5
106 | Educational Status Illiterate-----1 Read and write-----2 primary Education (1- 8)---3
Secondary education& above (9-12+)------ 4
107 | Monthly Income in
Birr
108 | Husband’s Education | llliterate-----1 Read and write-----2 primary Education (1- 8)---3
Status Secondary education&above (9-12+)-----4
Part Il.previous Obstetric history and Pregnancy related information
No | Questions Alternative /choice of responses Skip

201 | Age at first marriage

202 | Age at first Pregnancy

203 | Gravidity(Total No. of pregnancy)

204 | Parity(Total No. of births)

205 | Did you attend ANC follow up for the last | Yes-------- 1 NO--------
pregnancy?

206 | During ANC follow up did you get any | Yes------ 1
information regarding pregnancy and delivery | No------ 2
complications? I do not know ------ 3
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207 | Were you informed about where to deliver? Yes 1 No 2

208 | If yes for question no, 207 where did they | Health facility --------- 1 Home------ 2
recommend you to deliver?

209 | If yes for question no, 207 were you informed | Yes ----------- 1
as to who should attend you during delivery? NO------------- 2

Part I11. Proportion of mothers attended by skilled birth attendant in previous two year

delivery information

No | Questions Alternative/ choice of responses
301 | Did the birth in the last 24 months | Live birth------------ 1
resulted in a baby that was born | Still birth ------------ 2
alive or dead?
302 | Where did you deliver (this 1. Home
specific birth?) 2. Health Facility
3. Other, Specify
303 | If your answer to question N0.302
is Home, what was your reason did 1. | feel more comfortable just being at home
you choose to deliver at home? 2. Close attention from relatives & family
(More than one answer is possible) members
3. Itis my usual practice
4. 1don’t like the service in the health facility
5. Previous bad experience from institutional
delivery
6. Unwelcoming approach of Health workers
7. Others,specify
304 | If your answer to question N0.302
is Home, Who assisted you during 1. No attendant
delivery? 2. Health professionals
3. Trained TBA
4. Untrained traditional birth attendant
5. Family Members & Relatives
6. Others, Specify
305 | Have you had any problem while | Yes---------- 1 NO-------------- 2
you gave Birth at home?
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Part V. predisposing factors

A. Aittitudes on health facilities, home delivery, and delivery attendant

No | Questions Alternative/choice of response skip
401 | If your answer for Q.302 health facility, what | Good Bad Indifferent
was your opinion towards delivery services? 1 2 3
402 | If your answer for Q.302 at home, what was | Good Bad Indifferent
your opinion to Home delivery? 1 2 3
B. Perceptions(Perceived severity, Susceptibility, Benefits)
No | Questions Alternative/choice of response
403 | Like any pregnant women, | am susceptible to face | Yes-------- 1 No-------- 2
pregnancy complication.
404 |1 am susceptible to face labor and delivery | Yes-------- 1 No-------- 2
complication.
405 | Delivery complication can be severe and may be | Yes-------- 1 NO --------- 2
hazardous to my wellbeing.
406 | Delivery complication can be severe and may Yes 1 No -2
Be hazardous to the newborn.
407 | Being attended by a skilled delivery attendant Yes ------- 1 NO -------- 2
May be advantageous to my and newborn wellbeing.
C. Knowledge on pregnancy and delivery complications and services
No | Questions Alternative/choice of response Skip
408 | Are  there some  health | Yes------- 1 No------ 2 Don't know-------- 3
problems that can Occur
during pregnancy that could
endanger the life of a pregnant
woman?
409 | If yes for Q.408 Can you
mention obstetric  problems 1. Vaginal bleeding
that 2. Severe headache
Can occur during pregnancy? 3. Blurred vision
(Probe: ask for the problems 4. Convulsion
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which are
not mentioned spontaneously)
(More than one answer is
possible)

5. High fever

6. Marked and fast weight gain
7. Loss of consciousness

8. Severe abdominal pain

9. Others, specify

advantages of Pregnancy and
delivery related services?
(More than one answer is
possible)

410 | Are there some obstetric
problems that can occur during | Yes ---------- 1 NO------------ 2 Don't know--------
labor and child birth that could
endanger the life of a pregnant
Woman?
411 | If yes for Q.410Can vyou 1.Sever vaginal bleeding
mention obstetric problems 2.Severe headache
that 3.Convulsion
Can occur during labor and 4.High fever
child birth? 5.Loss of consciousness
(Probe: ask for the problems 6.Labor lasting >12 hours
which are 7.Placenta not delivered after30 minutes baby is
not mentioned spontaneously) delivered
(More than one answer is 8.0thers, specify
possible)
412 | What do you think the

=

For anticipating problems
For early detection of health Problems

N

3. For appropriate management of health

problems

For better health care to the women
For better care to the newborn
Others, Specify

o ok

Part V. Enabling factors (Availability and Accessibility of servicesand referral system)

No | Questions Alternative/choice of response Skip
501 | Is there a Health facility with skilled | Yes------- 1 No------ 2 Do not know---- 3
Delivery attendant in your nearby?
502 | Can you afford to pay for services from | Yes------- 1 No------ 2 Do not know---- 3
Skilled delivery attendant?
503 | Have you heard that Health Centers refer | Yes------- 1 No------ 2 Do not know---- 3
mothers to higherHealth Facility?
504 | How long did it take to travel from your home | Time--------------
to the nearestHealth facility which gave .
. ) Distance----------
delivery service?
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505 | Do you wusually get health related | Yes------- 1 No------ 2
information on maternal and child health?
506 | If yes to Q.N0.505,What is the source of the | Radio------ 1TV------ 2 Newspaper----3
information Health workers-------- 4 Others----------- 5
Part VI. Reinforcing factors (Influences and Social supports)
No | Questions Alternative/choice of response Skip
601 | What was the preference of your

husband to your place of delivery? 1. Home delivery
2. Institutional delivery
3. Other, Specify
602 | What was the Preference of your
Husband about your delivery 1. Skilled Delivery Attendant
attendant? 2. TTBA
3. TBA
4. Family member &Relatives
5. Others, Specify
603 | What was the preference of other
family members about your place of 1. Home delivery
delivery 2. Institutional delivery
3. Other, Specify
604 | What was the preference of other
Family members about your 1. Skilled Delivery Attendant
delivery attendant? 2. TTBA
3. TBA
4. Family members & Relatives
5. Other, Specify
605 | What was the preference of other
community members as your place 1. Home delivery
of Delivery? 2. Institutional delivery
3. Other, Specify
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Part VIl. Women’s decision making power

No

Questions

Alternative/choice of response

Skip

701

If you were give birth at Health Facilities,
who made the final decision to deliver at
Health Facility?

S

Just me

My husband/ partner
My family & relatives
Health Professionals

Other people, Specify

702

If you were give birth at Home, Who
made the final decision to seek help when

you have problem?

o o k~ w N e

Just me

husband/ partner

My family & relatives
Health Professionals
TBA

Other people, Specify

Date of Data collection

Name of Data collection

Code of Data collector

Signature of Data collector

Name and signature of supervisor
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IV. Translated Amharic version of information sheet
NA20 A0 270CHT

mS 4270 ha B
1CA T/hed

PGt avlB P& ; HU (T A2LA1000. NAL.A ANO RLGCAHT PmS 4270 DAE 1CA HhEA 2LUC
9oL avly L (At OP T hGPF PAAMT PmS QAP WI8emPov: 09909817 a1 ALF

Pavqty avy1&FT aomdPP 1@ NTLA CON NRCI6R4. 19T 1L 7 (TLTF V0L+0N AR 767
ALNBL e 1.

PHY TG TAFE AGPPT ACAP +FarCnPA: N TG AL APATE §PLTTHP NavmPd (At TGEY
OtavAt ANATL PP 0P8 PTT TITTT OGN0 ANHY NG AR ATPAFEI® (P AAaPA-+q avBav/ P
T@OP L9 10PFT a°LF RILTLNTAD AGPCNAeF AT

1.27Gk RA9? : P9°CI%% hA9Y AGPF AAMYT PmS AAGP-P Ar8LemPav: 99909817 8T AL
Povety av2FY aoPI° A

2075k P9k TAFLPT 0028 M. 1“LANGNNONTF OPF TIGFDI° ONLD A28 havt DAT PDNS-
ACPT PSR et dhe:

3.279k PPI°G 4T

3.1 ™%F 1 TGk 0910280 PLI° e AHU- TG AN FHOEMT L 1ePmPP 1@ PTI° TG
FAFEPT AN ALI® P AWIPC AL &P 19T ASTCI: PAINP T avl B Aapav\( A£10.8.97:

3.2 PPP: (7GE (0PAHE PTLNEAPT hef @LI° PHAP TPI® ALTCI:NAA Nhrd ONTPGE NePAt+6ES
ATPE AT avlf amt®  ASPT NOAL  LH 0AAMT PmS QAP ATACINCT AP PICY
09,098, 11CTY AL ATIOP NG TG ATH PLCIA::

4279k PAPELRIF: ACOL P9L.AM-T 9228 N1TLATC MOPA ATEU-9° ACNTS 017 FAANE ALATIO:
N5 @I° avl8 OC AI°P ALAPHII::

5. LML (HavAht: (175 E AL aoAt4.P av<i (1av< PI9.a00LA4@. (14-0P GAPFS & PLATE AL T
navavl em. 175 AL AGPATEI® 1PT AAGPATe ST AN nAFNTI99PF NaPUA 2oLl T av P av<p
Qoo eHmP 1Az PANNPTT avl B Aapavp(| h01L.89P:

6.70PRM. PTLOALA. 1H (LOH AAA &P F 10 = (19R.LAI° AAMTY aPZBPTF AN Aaeae 7P
AD{AD.:: AdP(\%1GAD.::

PGk PS Ttné O § A&

a9 : 85°Fa. hne 7 4.C1
Adh : +251913345778
A~ 914 dagnachewkebede36@yahoo.com or dagnachewk12345@gmail.com
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V. Amharic version questioners
aohem, ASET NOAL LH 0NAMT MG AAT°E  hIATNT AP PI°F P05

150F7 AITS T CTHOE aomP P

POLATC AmANPOI°I°y T

ms SOTAY
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AATETGENALTARH Lol Fanlm-ATAL  PTLONEIO.:: PTG RN ASHT POAMY
PMG OAoo-¢ A78LmMmebav. 09900517 T80T A+ Pooqitd ao¥1LFF aomby®
1000 U 9097 PCOALT SNBSS NIHARINACTHSS oAL LN TICT AL
COLTT VNG  hovAnhhavlBPT T ATANNNAT::Nao P -g° PoLAMT ool
NS AT 148 PTLooANITF@. AhAT PAGSTTT OAL AN AmPPIe
ATTRAN Coo @1 oo 71877 W18Po0 BLSTPA:LANAGD-¢ AH PPLONS ASTTS
PULOASTO. VAST NhGAT U-'sF AOhTCT ATLLLCH 18T LIAMNA:NTSE: AL
PLATST NGFATTL AP T Noo-A9° 1 NhéA LAATE oo (IHP -me 1.
TGk AL LAATE OALL CTHhlL haolP'9° NAL MG AWIATINT AMPI° D1 AL
9°39° G840t TIUC ALMNTIC:NICIONNNT @, aolBPT AL W9°L2 T (A1 2aoHING
AATI° aoALalEPT NTLATC FmNe@. hTSE NAA QATLPmn TLOATCP T
ATLTICANT ACTIME L U1

P aom@d 30 LEPT PUA PPLONE AT N5 MI° LH “969° LFAN:: AMhU-7
NHL1CHTO. 180T AL PANNDLHS QAO LAPT TIC WA aomPd S TFAAhU-F
NSt AL AaeAHe +079°+PA?

¥ B RY X VA RS- LPLE NAPYT @A1CT®7 AnNLT/V N7aonTd
L MR (L 18/

¢+0h1o0- WP PAoe M7 T L
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Assurance of Principal Investigator
The undersigned agrees to accept responsibility for the specific ethical and technical conduct of

the research project and for provision of required progress reports as per terms and conditions of
the Research Publications Office in effect at the time of grant is forwarded as the result of this

application.

Name of the Student:- Dagnachew kebede
Date;
Signature.......c.ocoeieiiiiiiiiininnn.

Approval of the Primary Advisor

Name of the Primary Advisor:-Bazie Mekonnen
Date;

Signature.........ooevvviiiiiii i



