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Summary

Introduction

Despite the indications of sharp declines in matiemmortality rate the past few years,
maternal mortality still remains unacceptably highg many countries are not on
track to achieve the aims of the millennium develepts goal 5. Ethiopia has one of
the highest numbers of maternal deaths in the warttlind 20 000 deaths annually.
Less then six% of the births in Ethiopia are ateshby a skilled birth attendant, a
very low figure also in an East African context.drer to enhance our understanding
of the very high numbers of home births in Ethigpiee present study set out to
explore perceptions and practices that can helfaexihe apparent emphasis of
home birth and the experienced barriers to binimgiat health facilities. The study
draws up the Availability, accessibility, acceptapiand quality framework (AAAQ)

in the discussion of the findings.

Methods

To gain in depth get understanding of the studictamualitative design was chosen
including one community based setting and one héadility based setting.
Qualitative data triangulation was applied to adllne data. A total of 31 in-depth
interviews, 2 focus group discussions and one obsien of a homebirth that ended
at a health facility were carried out. The data wasscribed and translated from
Afaan Oromo to English. The analysis of the codatlata is based on Malterud’s

“Systematic Text Condensation”.

Results

Home birth was perceived to be the normal plaggve birth and was highly valued
as signifying health among the informants. Thers sgeneral scepticism- related to
giving birth at health facility that was seen aggtion in cases of emergencies only.
Regarding the decision-making process it was tisbdmd, who ultimately decided
where his wife was going to give birth, but theulesof the study revealed that the
mother, elderly female family members and neighbalso strongly influenced this

decision.



Conclusion

Homebirths were culturally elaborated and emergelighly valued as meaningful
events and as signs of health and wellbeing. Tharea simultaneous scepticism to
birth taking place at health facilities indicatiagtrong emphasis on the
‘acceptability’ dimension of the AAAQ framework. €re was substantial openness
for facility based delivery in cases of emergerany] a call for available emergency
obstetric services. A stark difference hence entebgtween what was experienced
as delays in the care seeking in cases of whapa@eived to be “normal” deliveries
and in cases of more obvious emergency situatidresenvaccessibility’ and

‘availability’ limitations emerged strongly.

Key words: Perceptions, practices, homebirth, health fadiitth, decision-making
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Introduction

In the developing world today it is not a mattercotirse that women have access to
obstetric care services. Every day 1000 womenrdim £omplications related to
childbirth or pregnancy. Most of these deaths amdable and 99% are happening in
low-income countries, which illustrate the hugequiies regarding access to health
care (WHO, 2010a). Hogan, et.al (2010) found tlvar ®0% of the maternal deaths
were occurring in only six countries, Ethiopia lgeone of them (lbid, p.1609).
Ethiopia has one of the highest maternal mortéliyres in the world with 720
deaths per 100,000 live births (WHO, et.al., 2q024). The Ethiopian Ministry of
Health (MoH) estimates that complications duringgerancy, delivery or during the
postpartum period, lead to 20.000 maternal deattisraadditional will 400.000
more suffer from pregnancy and birth related digads every year in the country
(Ministry of Health, 2009).

Maternal health is put at the core of the globaltheagenda, focused through one of
the main development goals, MDG 5, which aims thuce the maternal mortality
ratio by three quarters between 1990 and 2015aahi@ve universal access to
reproductive health by the year 2015 (WHO, 2010yl recently the annual
number of maternal deaths has been estimateddwdse500.000. A recent study
done by Hogen, et.al (2010), states however tlestetinumbers in 2008 had dropped
to 350.000. The numbers are however still unacbgptagh, and most of the
countries are not on track to achieve MDG 5 (Hogaal; 2010, p.1609).

A mother’s death is not only a personal tragedy,toean have huge social, economic
as well as health consequences (Seifu et.al, 20126) and will commonly have
severe consequences for her children as well;ld wiio has lost his/ her mother is
three to ten times more likely to die at a young é8gave the children, 2008, p.11). In
the “State of the world’s mother’s report 2008” thiell being of mothers and

children are compared in 146 countries. In the negh@ Nordic countries are among
the top 10 regarding the well being of mothers emttiren, while sub-Saharan
countries, including Ethiopia, are dominating tioétdm 10 (Save the children, 2008,
p.37).



Around 50% of women in the world today give birtaree or with the help of an
untrained birth attendant (WHO, 2008, p.2). If veenpare Ethiopia with Tanzania
and Kenya, which all are located in eastern Afriga.find huge differences when it
comes to the utilisation of health facilities atkdlsed birth attendants (SBA). In
Ethiopia it has been found that only 5,8% gavehbiith a SBA (WHO, 2008, p.3),
while the figure was 41,6% in Kenya (lbid, p:2) a#83% in Tanzania (lbid, p.2). A
difference was also found between urban and ruealsain the usage of a SBA. In
Tanzania the use of SBA was 80,9% in urban- ve38@s in rural areas (Ibid, p.2), in
Kenya the numbers are 72% urban- versus 34,5%atgak (lbid, p.2) and in
Ethiopia 44,8% urban versus 2,7% rural (lbid, p.3).

Analytical approach

The AAAQ framework

United Nations for Human Rights and WHO, statetheir report that “human rights
are central to the achievement of the Millenniunv&epment Goals” (2008, p.1).
The International Covenant on Economic, Social @atiural Rights (ICESCR) states
in Article 12 that “The States Parties to the pn¢€&ovenant recognize the right of
everyone to the enjoyment of the highest attainataledards of physical and mental
health” (OHCHR, 2007, p.4). “To clarify and opecatalize the provision of article
12 the UN committee on Economic, Social and Culterghts adopted General
Comment 14” (OHCHR and WHO, 2008, p.8), which stdteir criteria to evaluate
the right to healthAvailability (“in sufficient quantity”) Accessibilityaffordable,
non-discrimination, physicalpcceptability(ethically, culturally, confidentiality) and

Quality (scientifically and medically) (Ibid, p.9-10).

This framework is included and will be used in thistext to illustrate the different
factors affecting and influencing the decisionsadrere to give birth and to indicate
where the main barriers to give birth at healthlitees may lie.



Background information and literature review

In the world today many people live in extreme poyestruggling with illiteracy, ill
health, low life expectancy and social exclusioagde, 2005, p.1). In the 1960’s
Johan Galtung (1969) argued that violence is mwea personal violence; “violence
is here defined as the cause of the differencedmtthe potential and the actual,
between what could have been and what is” (Ibit6®). When a person dies from
something that is avoidable, violence is presdnti(lp.169). Galtung further
specified that in structural or indirect violenege the violence “built into the
structure and shows up as unequal power and coeistgjas unequal life chances”
(Galtung, 1969, p.171). Social arrangements Samecturalbecause they are
embedded in the political and economic organizatioour social world; they are
violentbecause they cause injury to people” (Farmei, @086, p.1686), the
violence is “exerted systematically” (Farmer, 2004807). Galtung (1969) further
specified how structural violence could be aggraddtirther if a person has lack of

power, lack of education and lack of health (Ipd,71).

Maternal health indicators are known to be theaatdirs with the largest inequalities
between and within countries (Zere, et. al.; 2@l2). Health services for women in
childbirth are extremely inequitably distributedween and within countries. There
are different underlying social determinants affezmaternal health; like inequity,
poverty, gender discrimination and women’s empovesnfWHO and UNICEF,
2010). To be able to achieve equitable and gooliheacess to- and utilization of
health care services are vital (CSDH, 2008).

There are complex reasons why the majority of wometthiopia give birth at home.
This study intends to explore perceptions that dreddhe high number of home
births in Ethiopia. Factors and barriers that cdluence the decision to seek health
care in the view of the Availability, Accessibiljpacceptability and Quality (AAAQ)
framework will be explored to illustrate differesitmensions that might make them
choose to deliver outside a health facility or gel@omen in reaching a health facility.



Causes of maternal mortality and morbidity
There are both ‘direct’ and ‘indirect’ causes oftemraal mortality and morbidity.

There are different biomedicdirect causes of maternal deaths related to pregnancy,
childbirth and the postpartum period, with four ordimaternal killers”, namely:
eclampsia (pregnancy-induced hypertension), olsiridabour, postpartum
haemorrhage (severe bleeding) and septicaemialnadisr delivery) (Lindstrand, et
al., 2006, p.239).

Causes of maternal death

B Severe bleeding (haemorrhage) 25%
Infections 15%

' Eclampsia 12%

B Obstructed labour 3%

E Unsafe abaortion 13%

B Cther direct causes 8%

B [ndirect causes 20%

Suur-::e: The Warld Heaith Report 2005, Make every mother and child count.
Geneva, World Health Orpanization, 2005,

Theindirect causes of maternal deaths and disabilities aradlrexisting diseases,

or new diseases that is not a direct obstetrice;ag. malaria, heart diseases,
anaemia and hiv/aids (Seifu, et.al; 2011, p.129-.196n-medical factors that can
cause maternal deaths and disabilities are relatietk of available and accessible
good quality health services, poverty, culturatdas and women’s lack of education
and their position in the society (Seifu, et.al120p.130-131), leading us back to
Galtungs (1969) and Farmers (2006) focus of stratharriers. These are thus
complex factors and some of these central factwlg@asons will be elaborated on in

the coming sections.

Most importantly the complications and leading esusf maternal deaths mentioned
above can be averted if necessary treatment isigiveebe able to confront these
complications and hence to reduce the maternahdgtite availability, accessibility,
acceptability and quality of lifesaving servicesprononly known as emergency
obstetric care, must be improved (WHO, et.al. 2@0@j). The health facilities in



many African settings are equipped with poor resesiand do not provide full
maternity services. Maternity services equippecefoergency obstetric care are
commonly not available or accessible for womenhitdbirth. What is more,
increasing the availability of health services doesecessarily lead to increase in the
utility (Thaddeus and Main, 1994:1093, Das, eR@ll0, Mushi, et al., 2010).

Social and cultural dimensions of pregnancy and cldbirth
The biological processes of pregnancy and childlaire universal, but there is

enormous diversity when it comes to the socio-caltalaboration of pregnancy and
childbirth in different societies around the wofkhutsson; 2004, p.26-27).
Childbirth is an emotional, personal and intimatpexience that is marked by
culture; and is in itself a socio-cultural evenn@ferson & Staugard, 1986). To
understand the conditions that shape knowledgésideemaking and practice in
relation to pregnancy and delivery, one needsasmthe most basic aspects of the
social and cultural context of pregnancy and chitdlargues Knutsson (2004, p.27).

Jordan (1993) states in her classical study thtt [s “consensually shaped and
socially patterned”: childbirth is both a physiolcg and a cultural event (lbid, p.
xii.). Jordan further writes that births: “consisfsa set of internally consistent and
mutually dependent practices that make sense fnermside out, though not
necessarily from the outside in” (1993, p.xii). Ghars (1990) write that childbirth
“reflects the social organization, beliefs, andpgties of the society in which the
birth occurs” (1990, p.xiii)). There are many cudtly embedded practises connected
to pregnancy and childbirth, a time when both miottmel child are vulnerable and are
perceived to be in danger. “In order to deal witis langer and the existential
uncertainty associated with birth, people tendrtmlpce a set of internally consistent
and mutually dependent practices and beliefs tieatl@signed to manage the
physiologically and socially problematic aspectgafturition in a way that makes

sense in that particular cultural context”, Jordaites (1993, p.4).



Potential factors influencing women’s decision- anghossible delays
regarding place of delivery
Thaddeus and Maine (1994) launched the conceméstaf delay” in an attempt to

explain and identify some reasons why and wherel@heeys are occurring regarding
the decision on where to give birth as well asrthetential to receive obstetric care.
Thefirst stage is the delay in deciding to seek care deegtdfear of high financial
cost, cultural beliefs or traditions. The individiuke family, neighbours, husband, or
a combination of all, can be involved in the demismaking process about seeking
obstetric care. Previous experience or percepabosit the quality of care can be an
additional factor. Theecondstage is the delay in arriving at a health cacdif due
to e.g. poor distributions of health facilitiesghaof transportation and poor
infrastructure. Thehird stage of delay is related to receiving needed afiee

arriving at the health facility. These differerages of delay may all lead the woman
to maternal death or to other obstetric complicetilike obstetric fistula (Thaddeus
and Maine, 1994, p.1091-1092). These ‘stages afydelcely illustrates the factors
influencing the decisions on where to give birtll &mwill in the coming sections

shortly be mentioned some of these different factor

Socio-cultural factors

Socio-cultural factors play a role in the firstgagaof delay (Thaddeus and Main, 1994,
p.1091). Interaction between a person’s beliefduseiand values affect health-
seeking behaviour together with the personal castisbenefits of doing it (Gillespie,
1995, p.106). Social- and cultural factors surrongahildbirth play a role both at
individual-, household- and community level, infhetng health seeking behaviour
(Osubor, et.al., 2006, Montaug et.al., 2011). Ratinen affecting the delay in
reaching a health facility, socio-cultural factorBuence the delay in the decision to
seek care (delay 1) (Thaddeus and Maine, 1994.yGetband Campbell, 2009).
Factors like maternal age, level of formal educgtiarital status, religion and
“traditional” beliefs are factors that can influenthe decision on where the woman
will give birth (Gabrysch and Campbell, 2009).

Distance and cost
Cost and long distances with poor infrastructure lack of transportation are known

barriers for seeking health care, and are assdowath availability and accessibility



of the health facilities. Distance can play a fod¢h in the decision to seek care
(delay 1) as well as in reaching the health fac{litelay 2). Cost can be an important
factor regarding the delay in decision to seek @athe first placef{rst delay), and
also a delay in reaching a health facility whestfdecidedgecond delay But the
importance of cost can also depend on the sewdritye problem (Thaddeus and
Main, 1994, p.1094-95 and Gabrysch and Campbel9R0

Quality of care, and perceived benefit of carehat health facility

How the woman perceives the benefit of delivering health facility, as well as how
quality of care are perceived primarily dependshair health knowledge and own-
or others experiences. These can be importantriatituencing their health seeking
behaviour, whereas the outcome depends on positinegative perceptions and/or
experiences (Thaddeus and Main, 1994, p.1094-9%ahbdysch and Campbell,
2009). How factors like the conduct of the heattifstheir procedures, and their
ability to keep privacy, traditions and age of tfealorkers are perceived can affect
decisions to seek care (Moland, 1992, p.85-88T@é&ddeus and Main, 1994, p.1094-
95; Gabrysch and Campbell, 2009). How the actualitywof care is at the health
facilities can also influence the third stage dhgiedelay in receiving needed care
after arriving at the health facility (Thaddeus dndin, 1994, p.1092)

Giving birth at home versus giving birth at a healh facility
‘Western’ biomedicine is spread all over the woldt in many parts of the world it

still provides only a small part of the health ctirat is given (Helman, 2007, p.82-
96). People have different views about ill heatltie, cause of it, and how to treat it.
Kleinman (1980) mentions three sectors of health taat has its own ways of
explaining and treating ill health. The three sextire overlapping and are
interconnected to each other: Tpepoular health sectois the largest sphere of the
three health sectors; it is here the illness fgstefined and different initiatives are
suggested to heal the illness. It is a lay aremégiwholds the individual, family,
community beliefs and activities and social netwdirks here the health seeking
behaviour starts. In tHelk sectorhealers who are not part of the official medical
system are found. Within the folk sector differeatmponents are found, some close

to the professional sector, while the majorityakated to the popular sector. The third



sector is thg@rofessional health sectovhere mainly the scientific medicine is found
(Kleinman, 1980, p.50-60). Kleinman’s model of theee different health sectors
illustrates and highlights the different “arends& twvomen use during time of
delivery.

Anderson and Staugard (1986) describe in theiygaulk still relevant study some
typical aspects of “traditional’- and “modern” appches to childbirth. In the
“traditional” approach there are minimal resourfm@snterventions and fewer
possibilities to handle complications during bittie childbirth is seen as an event
that takes place in a familiar atmosphere, whezeaisistants are older, experienced
and have local cultural knowledge. In a “modernprgach childbirth is emphasised
as a biological event where medical/technical \r@rtions are available, and where it
is possible to handle most complications. Withia thodern health services birth is
commonly taking place in a “foreign” environmemntgdahe birth attendants are often
young and may have no self-experience in givinthbit has been documented that if
local pregnancy and birth related practices, bekefd rituals conflict with what is
provided within the “modern” services, the “modes#&rvice will be underutilized
(Anderson & Staugard; 1986, p.16-19). At the hefdtility birth is a medical event,
with technology and standardized procedures asmrhiactors (Moland, 2002,
p.216). Chalmers (1990) comments on the changésdva occurred in childbirth:
“By moving into Western society, better physicalecaf mother and baby has been
achieved but less mental, emotional and spirittgpparation for birth and parenthood
is occurring” (1990, p.28).

The different views and wishes related to wherediover differ from country to
country, between ethnic groups within the countrgt &om urban to rural areas. A
study carried out among the Datoga of Tanzaniaaied that many disliked
hospitals because people didn't speak their larngjuag health facility didn’t allow
relatives to join the labouring woman, and theessies and decorations were
removed (Blystad, 2000, p.116-117). On the othe Hiere are people who prefer
giving birth at a health facility; e.g. the Chaggeople, in the Kilimanjaro region,
Tanzania, where women perceive lay birth care amdehdelivery as back-ward,

unsafe and only an alternative for emergency (Mahl@002, p.50-51).



The professional health sector
Most of the maternal complications cannot be ptedior prevented, Campbell et.al

(2006) argue that factors like distance to heatie @and who is attending the delivery
are therefore crucial factors when determiningrirgations that are needed to be able
to reduce the maternal deaths (Ibid, p.1291). Kample if a woman suffers from
postpartum haemorrhage, it is estimated that theamoon average will die within

two hours. Two hours is a very short time if the evho assists doesn’t understand
the severity of the situation, and if there aremerventions at the community level
and long distances to a facility that offers emeoyeobstetric care services (Abdella,
2010, p.120).

WHQO's strategy to achieve MDG 5 is to make everynaa deliver at a first level
facility by a skilled birth attendant (World healport, 2005). With Ethiopia’s high
population, and low number of health workers (0@j08tors per 1000, 0,21 nurses per
1000 and 0,01 midwifes per 1000 (2003)) (WHO, 2008)a challenge to achieve
WHQO'’s goal that every childbirth should be attentgch SBA. To achieve the MDG
5 and to be able to reach the remote part of thatcg the Ethiopian government has
started a Health Extension Program (HEP). The Héattension Workers (HEW) is
females who are found in every kebele of the cquantid are given their salary from
the government. They will be trained for one yedrgre maternal and child health,
health education and communication are some didlus they are being trained in.
They are given training to attend normal delivedgad to be able to detect women at
risk and to refer them to health facilities wheraed (Wilder, 2008 p.2-3; Moh.
Ethiopia, 2009; Karim, et al. 2010, p.92).

The World Health Organization’s strategy furthesludes that there should be a
possibility of back up if complications should occluring delivery. The “back-up”
needed to save the lives of women with obstetnoplaations that can occur during
pregnancy or childbirth is defined as Emergencyt€ilis Care (EmOC) (World
health report, 2005, p.71-72), and is perceivecrigisal to reduce the maternal
mortality. If obstetric emergency occurs, the &pilo refer the woman to EmOC
services may be vital to safe the life of the wor(Raaxton, et al., 2005, p.182). The
problem in many developing countries is the lackedlth workers that can provide

EmOC services, and the distances to the life sasgngces, which may become too



long for many women. To make EmOC services mordabla for the majority of

the rural women in Ethiopia, non-physicians haeendly being trained to perform
surgical interventions, in a project namé&gducing Maternal Mortality’in south-
west Ethiopia (Lindtjorn.no). A similar interventicnas been successfully
implemented in Mozambique for about 20 years, whesearch shows that trained
non-physicians carried out the majority of the egeecy obstetric surgery. An added
dimension of value was that it was more likely thah-physicians remained in the
rural area compared to the physicians, thus ergaricontinuity and retaining of the

lifesaving skills for the women living there (Peeeiet.al, 2007 p.1531,1533).

Antenatal care (ANC) sessions are meant to follpvihe pregnant woman as well as
detect, predict and inform about possible compbeet, and are also intended to
introduce the health facility to the women with theention that the woman will seek
assistance more readily form the health facilityimy childbirth (Magoma, et.al,
2010, p.1-2). One of United Nations Population FsifdNFPA) strategic
recommendations against maternal mortality and rmdibylds to “raise awareness on
sexual and reproductive health and reproductivi@sigJones, 2007, p.29). They
further specify that “it is critical that messagksnystify the root cause of delivery
complications, describe the signs of obstructeddaland underscore the
consequences of delay in seeking medical care wheplications arise” (Ibid, p.29).
This message should not only reach women, buthalsbands, elders- and religious
leaders in the community (Ibid, p.29). Lewis andBaenis (2006) highlight the
importance that the pregnant woman, her familytaeccommunity have knowledge
about risk factors in pregnancy and childbirthwadl as awareness about the need to
seek antenatal care, and the importance of slalieel during childbirth (Ibid, p.19).
Others also highlight how knowledge and awarenbsstaisks and symptoms on
complications could increase the health seekingaelir when it comes to both
preventive and emergency care-seeking (GabrysciCanmpbell, 2009, p.8). Muleta
(2004) state in her study from Ethiopia that theamess of complications was very
limited, and that “community education about profsefollowing teenage pregnancy,
signs and symptoms of obstetric labour and theratdge of institutional delivery
might reduce the rate of obstetric fistula” (Mule2@04, p.9), and that lack of
knowledge could be one possible factor for not sepknedical care (Muleta, et al.

2008, p.49). In addition are the different viewsl avishes related to where to deliver
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largely linked to exposure of formal educationEliopia women with secondary or
higher education are 52% more likely to give batta health facility compared to
women with no education (2%) (CSA, 2006, p.116).

The popular- and folk health-sector
In Ethiopia, as in many other poor countries, tasnmon that relatives or traditional

birth attendants assist during childbirth (Campball Graham, 2006, p.1293). The
strong emphasis on the so-called popular- andgetitor regarding assistance during
delivery, is revealed by figures from the Ethiop@2@mographic Health Survey
(EDHS), showing that more then 60% of the birtresassisted by family members or
others, less then 30% are attended by TBAs, anteasioned above, only 5,8% are
attended by a SBA (CSA, 2006, p.117).

In 1978 the Alma Ata declaration declared that pmyrhealth care was to be the key
for the governments to fulfil good health caretfugir people. The aim was to bring
the health system as close as possible to the @@afiflO, 1978), and “it should be
designed in a way that communities could affordh@strand, et. al., 2006, p.269).
This was easily applauded by all, but nonethelessd to be difficult for many of the
low-income countries to live up to (lbid, p.269) Tise the available resources, there
was a focus on training village health workersjudmng training programs for TBA’s
in countries where there was lack of health prabesds in order to give women
skilled care during birth. This strategy was evahyumodified as research found that
training of TBA'’s had little impact on reducing thember of maternal deaths
without the support of skilled back-up services (@+2006, p.3, Campbell and
Graham, 2006, p.1293). Thirty years after the Alteadeclaration the WHO has
returned to the Primary Health Care strategy. Bmewed strategy is also relevant for
the focus on this study, where some countries trammunity workers to attend

deliveries, like focus on health extension workarEthiopia.
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Rationale of the study

There are many and complex factors that contributhe unacceptably high number
of maternal deaths in certain areas of the wotlig. $till not entirely clear why so
many women choose not to come to the health fsilfor birth giving also in areas
where they are fairly easily accessible This staidys to explore the context behind
the high numbers of maternal mortality and morlidaind the low number of births
attended by skilled birth attendants in Ethiopilae Btudy does this by focusing on
perceptions and practices related to birth giviathtat home and at health facilities
in an Ethiopian context. The material will be dissed through an assessment of the
relevance of the UN committee’s Availability, Aceéslity, Acceptability and

Quality framework (AAAQ)

Objectives

General Objective:
To explore perceptions and practices linked todtiith, and generate knowledge

that can increase our understanding of the reagdrghind high numbers of home

deliveries and the experienced barriers to birimgi at health facilities.

Specific objectives:

1) Explore the perceptions and practices of homta b an Ethiopian setting

2) Explore the perceptions and practices of biring at health facilities in an
Ethiopian setting

3) Look at the reasoning behind why many womervdekat home drawing on the

availability, accessibility, acceptabilitgndquality framework (AAAQ).
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Methods

Study area

Ethiopia:

Ethiopia is located at the Horn of Africa. It isasdlocked country bordering Kenya,
Sudan, Eritrea, Djibouti and Somalia and coveraraa of 1.104,300 km"2.
Ethiopia is a multi-ethnic and multi-linguistic aany with more then 80 different
ethnic groups. It has a growing population witlotl fertility rate of 6.02 (CIA,
2011). It reached a population of 84 million in QQUNDP, 2010), which makes it
the second most populated country in Africa afteyeNa. Ethiopia is one of the least
urbanized countries in the world; 85% of the t@@bulation lives in the rural area
(MOH Ethiopia, 2009). Agriculture accounts for 8%fthe labour force and 45% of
the GDP (CIA, 2011).

Life expectancy is 54 years, 46% of the populatimmmalnourished and 57,3% are
illiterate (FN-sambandet, 2009). Shortage of heatirkers is an enormous challenge,
with coverage of 0,03 doctors per 1000, 0,21 nupeed.000 and 0,01 midwifes per
1000 (2003) (WHO, 2006).

Benishangul- &
Gumaz

Southern Nations,
Nationalities,
and Peoples

Dire Dawa

@
e Addis Ababa-(3

Somali

Oromia

Source: Ethiopian regions. Wikipedia.org (2011)
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Local study context:

The present study was carried out in a village ék®named Agemssa (around 500
km west of Addis Abeba), located east in Wollegaezm the Oromia region. Oromia
region covers an area of 353,632 km”2, and hagal@ion of around 26,5 million
(2005). Oromia region is divided into 12 differagines. Wollega zone is divided into
east- and west. Agemsa is located in the eastermip@/ollega under the district
(woreda) Ameru (Wikipedia, 2009). Since Agemsacsated close to the Amhara
region and the Benshangul Gumuz region, a smalletber of people from these two
regions are also found in the study area. Howavdris study the informants are
Oromo, who also make up the majority populatiothe study area where Afaan

Oromo is the first spoken language.

In Agemsa people mainly live as farmers, thereli®s| up to 18 grade, and there is
one health centre. The health centre can perfosit lemergency obstetric care. It is
164 km to the nearest hospital in Nekemte wherepcehensive Emoc services are

available

Study design
In a qualitative study the researcher seeks inhdeptlerstanding about what and why

people think and feel as they do, about beliefpearnces and behaviours (Debus,
1986:2). Hudelson (1994) describes qualitativearsdeas “an approach, which seeks
to describe and analyse the culture and behavidwmans and their groups from

the point of view of those being studied” (Ibid2)p.Further Hudelson writes that
gualitative research approaches place “an empbagesoviding a comprehensive or
“holistic” understanding of the social settingsathich research is conducted” (lbid,
p.2), and that “qualitative research relies onsgaech strategy which is flexible and
iterative” (Hudelson, 1994, p.2).

Francis and Heggenhaugen (1999) describes howligatjua approach is the best
way to get the “insider’s perspective and an adeusasessment of socio-cultural
context” (1999, p.99), and to know the reasons pégple are doing what they do, to
explore people’s practises, beliefs and the sogit@l context they are living in
(Debus, 1986, p.2; Francis and Heggenhaugen, 1098;)
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A qualitative design was used in this study becaluise@im of the research was to
gain in-depth information about experiences, pdroap and practices related to
childbirth. To gain a fairly thorough understanditige study was conducted in one
community based setting and in one health fadigged setting. In-depth interviews,
focus group discussion and observation were emglagestudy methods. The study

was carried out from June 2010 until October 2010.

Study population
The study population in the community-based compboensisted of women

delivering their babies at home, plus elderly wonfathers and one TBA. In the
health facility-based component women who gavénlatta health facility, women
attending ANC sessions and health workers werevietsed. Regarding the
informant group of women who delivered at a hettility all had started the

delivery home, but due to complications had to mova health facility.

Number of study Number of study
participants for IDI's N =31 participants for FGD’s N=9
Women who gave birth at 6 Women who gave birth at 5
home home
Elderly women 4 Women who gave birthata 4
health facility

Husbands 5
TBA 1
Women who gave birth at a 6

health facility

Women attending ANC 5
Health Workers 4
Table 1
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Except for the health workers the majority of theoermants had no or little formal
education and many were illiterate. The health wskvere diploma and degree
nurses. They were all associated with the Antertatiad (ANC) sessions and had
responsibilities to assist during delivery at tlealth facility. No midwife or physician
was employed at the health centre. The traditiomti attendant (TBA) interviewed
was the only one in Agemssa; she had no formalagaturg nor formal training, but
worked as a TBA and was particularly known for massaging skills, not only to

labouring women, but also for people with otheryems.

Inclusion criteria
Women of childbearing age:

Women in childbearing age consisted of three groups

1) Women who had given birth at home
For the fist group the inclusion criteria was tthed woman had delivered at home at

least two times, and that it was not more thenyears since their last delivery.

2) Women who had given birth at a health facility

Regarding the group of women delivering their algfdat a health facility the
inclusion criteria was that they had given birtheaist one time at a health facility,
with no more then two years since their last deliven this group | tried to find both
women who had gone to a health facility to delizether first choice, and women
who had given birth at a health facility as theicend choice, due to complications.
Unfortunately | was not able to find any women wizal given birth at a health
facility as their first choice. All of the womenterviewed in this group had started

with homebirth first, and later went to health féigidue to complications.
3) Women attending antenatal care sessions.

For the third informant group the inclusion critewere that they had attended ANC

sessions at least one time.
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Other important stakeholders:

To get a broader perspective other informants oaitegd to have a role and impact

regarding childbirth, were included in the studiie$e informants were:

4) Health workers
The inclusion criteria for health workers were ttrety were working in the ANC
program and attended deliveries. Among the heatitkers who filled the inclusion

criteria were there one female and three malesafimdlunteered to participate

5) Traditional birth attendant (TBA)
The inclusion criteria for the TBA were that shesvgdill practising. It was only one

TBA in Agemssa

6) Husbands

The inclusion criteria for the men were that they lat least one child and lived
together with the mother when she gave birth. Bason for this was that if he were
not in a relationship with the mother he would cotnmonly have any involvement
or responsibility over the woman in labour. All tmen being interviewed had not

less then three children and lived together withrtiother

7) Elderly women

The inclusion criteria for the elderly women wehnattthey had at least participated in
two deliveries. The elderly women being intervievired! all participated in many
deliveries, and two of them were known in the dogdheir abilities regarding cutting

of the cord and removal of the placenta.

Recruitment of study participants
The aim of qualitative method is not to obtainistatal representativeness in

sampling, but to obtain detailed and holistic viek®ut what is being studied
(Malterud, 1993; Pope, et.al.; 200Purposeful samplingvas used to find informants
for this study (Hudelson, 1994, p.37). By usinggmseful sampling key informants
are selected to be able to get in-depth understgrabout what that is “typical”
within the field that is being studied (Patton, 20p.46, 230). Snowball sampling
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was used, asking informants about other peopleashtd possibly be relevant
informants for the study (Patton, 2002, p.237)fédnt types of informants were
used to be able to find a variety of the questlmiag studied (Malterud, 2003).

Before we started the interviews we discussed thighadministrator of Agemssa and
the director at the Health Centre and agreed \Wwigmton how to proceed.

The informant group of women who gave birth at homeamen who gave birth at a
health facility and elderly women and males weterwiewed at home, with
exception of two of the interview with the maleattivas conducted in the field. The
informants were either recruited through infornadks, or people suggested possible
“information-rich cases” that could be relevant fioe study. In this case, the person
suggesting an informant asked the particular peasohmade an appointment for us
if the person was willing to participate. Usinggbanethods in recruiting informants
we tried to reduce the “pressure” that could has®uared if we had gone directly to

their homes and asked them.

Women attending the ANC sessions were intervievieldeahealth facility. The ANC
sessions were only held on Thursdays, we were pr&sen the morning of until they
closed. The nurse would inform the women preseottathe research, that it was
voluntarily to participate and that saying no tetjggpation would not have any say in
her further sessions. The researcher and resessidtaat were sitting in another
private room, if they wanted to participate theynesto our room, and if not they
went home. Everyone, except one woman who saidisha&ot have time accepted to

participate.

The interviews of the health workers took placa jrivate room at the health centre

during their working hours when they had the paksilio take a break.
Regarding the recruitment of the TBA was it she wame and greeted us the first

time, and since we lived nearby we met occasiopatig had many informal

conversations, and we later got the opportunityafom-depth interview.
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Data collection methods

Semi-structured in-depth interviews

Through in-depth interviews the researcher wishegatn an in-depth understanding
of a phenomenon under study (Hudelson; 1994, pTihugh this method the
researcher can obtain detailed information abowttugbeing studied (Pope, et.al.
2002) Weaknesses of semi-structured interviewseahe interview guide it self, if
the relevant questions are not covered (Hudelsa®v,1p.12). Further the interviewer
and the settings can affect the informants (FraamotsHeggenhaugen, 1999, p.99).
As the study included different groups of infornsaahe semi-structured interview
guide, translated to Afaan Oromo was prepareddoh group with a set of open-
ended questions. In the “guide” the main questtorise asked were listed, but the
researcher had the opportunity to follow leads @&t topics that arose during the
interview (Hudelson; 1994, p.11). All of the infoamts accepted the use of a digital
recorder during the interviews. In general theinfants seemed freely, and were
open and willing to share their knowledge and elgperes and provided valuable

knowledge to the research.

Focus group discussion
New information can be produced quickly in a fogusup, and it is a good method to

identify and explore attitudes, beliefs and behavia a population (Hudelson, 1994,
p.21). The dynamic in the group can produce datarttay not be found through
individual interviews, “the synergy and dynamismmgeted within homogenous
collectives often reveal unarticulated norms anchrative assumptions”, and focus
groups “take the interpretive process beyond thentds of individual” (Kamberelis &
Dimitriadis 2005, p.903). The interactions betwéss participants in a focus group
may lead to new and valuable thoughts from thegyaints (Debus; 2007:8-9).
Weaknesses of focus groups are that the resulendegn the dynamics in the group;
it is important that all the informants in the gpoparticipate, i.e. that the discussion is
not dominated by one or two people (Debus, 1988;dHudelson, 1994, p.21).
Another challenge can be if people fears to spedkh@ir own opinions and simply
go with what the others are saying (Debus, 1988)p.
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For the two focus groups that were conducted warségd women who had given
birth at home (1) and women who had given birth health facility (2), consisting of
five and four participants in each group, respetyivTopic guides were made in
advance for the two focus groups that where comdiiend a digital recorder was

used during the discussion. Each discussion ldsteatound one hour.

Observation- and participant observation in thelfie
Ethnography is a method used to gain knowledgetahdtural processes where the

researcher will stay and participate in a sociakewt over time. It is important that
the researcher finds a balance between participatithe society as well as an
observation of the society (Heggen and Fjell, 19B&)nography is a time consuming

method, requiring long time spent in the field.

Since the researcher had a relatively limited timie field (4 months) and with little
skills in the Oromo language, this study will netdassified as an ethnographic
study, but the data collection methods used weaidg upon certain aspects of
ethnography. The prime focus was on aspects arpraatices and perceptions
related to maternal health. In the phase of coligalata, in-depth interviews, focus
group discussions, observation and participaticineéndaily life were used, which is

also common methods to use in ethnographical styiardon, et.al; 1994).

Participant observation is a method used in ethrapigc studies, were the researcher
participates in what is being studied to get amémperspective” (Malterud, 2003).
Through this method the researcher gets the oppitrtio observe peoples activities
and behaviours in the peoples own environment{Bot Beck, 2004, p.378). The
participation of the researcher in this study waissolely related to maternal health,
but more related to the informants’ daily life. ®apation in daily life activities
brought the researcher closer to the society aledtalgrasp some of the life and
context the informants lived in. Observation casodle a way of understanding
and/or confirming the data being already colle¢tédrdon et al, 1994, p.158).
Unstructured observation was used during obsenmvati@ home delivery that ended
at the health centre; with this type of observattmresearcher didn’t participate, the
main aim was to observe the delivery in its confekidelson, 1994). The observation
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that was done confirmed many of the descriptioas\were told during the in-depth
interviews. The documentation of the observatios dane through field notes. Some
of the informal conversations were tape recordedndomething of particular
interest emerged.

Situating the researcher
To be in an area with a different social and calteontext and with lack of language

skills the challenges can be many. That | arrivéti another cultural background, as
well as being a nurse could easily be factorswmatld restrict the informants’
valuable information. These were differences arstasies | was highly aware off
and tried to reduce. The fact that my husband &tamopian, and comes from the
research area, was without doubt an advantageciaipesince we had a relatively
short stay of four months in the area. | will fuattelaborate around my role as a

researcher under the section of “reflection onrésearch methods”.

Research assistance
Due to my lack of ability to perform the interviewsAfaan Oromo a research

assistant was needed. The research assistantmals and a nurse as well. The fact
of him being a male could easily restrict the infants sharing valuable information
since the topic is related to females. But in theemce of a suitable female assistant
and experience of openness among the women toWwamndgrior to the study, we
decided to try. From the experience during therimégvs and the result of the study it
does not seems like the fact of him being a ma#ioted the informants, though we
can not say this for sure. The role of the reseassistant will be further elaborated

under the section of “reflection on the researchhaods”.

Data analysis
The analysis is not a separate phase in the protesslitative research. It is

intertwined with the data collection and interptieta, and is thus a continuous
process taking place throughout the research ppa#teough there are phases where
a more systematic and rigorous analysis of the ta&ts place (Blystad, 2005, p.85-
86). To be able to analyse the material rigoroubly,collected data needs to be more
systematically analyzed after the fieldwork. In #malysis process the researcher is
naturally looking for material that can answer tbgearch question (Malterud,
2003:77).
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Data transcription and translation
During the phase of transcription the conversatioriaraction between two

individuals taking part in the interview becomestadict and fixed in a written form
(Kvale and Brinkmann, 2009, p.177). Oral languagleawever different from the
written language, and to write down exactly what itiformants are saying, can in
some cases give a wrong or different meaning thaat was communicated during
the interview. So when translating the text, imgortant to remember that the
purpose is to give as correct and valid versiopassible of what that was said
(Malterud, 2003, p.77-79). There are huge challengeen it comes to translation
related to the impact translation and the transiaight have on the study findings. It
is important that decisions on translation are n@esciously, and that there is a
balance between language competence and cultuwalédge (Larkin et. al, 2007,
p.468, 471).

It was the research assistant who transcribedrandlated all the interviews. The
first interviews were transcribed word by word ke tanguage the interview was
conducted in, Afaan Oromo, but due to time somiefinterviews were translated in
the process of transcription. The assistant hawjaiktic understanding- as well as a
cultural understanding of the language and theesttnthere the interviews were
conducted in. In addition he expressed that itdelpm during transcription and
translation that he had been present during tieeviews. Before the transcription
started we had discussed many terms that had beealed during the interviews that
| needed a deeper explanation on. This made tis®pevho transcribed/translated
aware of the importance of accuracy of the trammsiads well as to catch the cultural
essence and understanding of words and terms #satised, rituals and happenings

that were described.

Systematic text condensation
The data analysis of the collected data is basédaiterud’s (2003) “Systematic

Text Condensation”, which is inspired of Giorgidepomenological method (sited in
Malterud, 2003), a useful scheme for developmenlestriptions and perceptions
related to experiences, in this case related td-thith. Malterud refers to four steps

in the process of analysing the material:
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1. Sense in the whalget a total impression of the data, where theeent
description is read in context in order to get aegal sense of the whole
statement

2. Discrimination of meaning unit¢dentifying meaning units with the focus on
the phenomenon being researched

3. Transformation and abstraction of meaning unAgstracting the content of
each meaning unit

4. Synthesis into a consistent statem&ummarize the importance of the
meaning units
(Malterud, 1993, p.204; Malterud, 2001, p.487; Maid, 2003, p.100-111).

Sense in the whale

This first step was a time-consuming, but imporfzanrt of the analysis in order to get
a total impression of the material. While readingrhes emerged from the text, to
systemize and easier get an overview over the théney where written down on a
separate paper where three columns were prepardtk left column was the major
themes, in the middle section relevant phrases'tigddnged” to the theme were
written down; e.g. under the theraepression of paiphrases likeriot culturally
accepted to express pain loudly”, “Bite my teetpdther”, “bad pain, like | am

going to die”, etc. were written down. The right column was mexteeodes. Doing
this was a little bit on the side of Malteruds feteps; but this was done because the
material was vast and it was an important tooldbagsystematic overview over the

data.

Discrimination of meaning units

During this stage text that was relevant for treeagch question were sorted out.
What was done in the previous stage with writingrddhemes, phrases and codes,
helped to get a clear overview over the themesvieat relevant for the question
being studied. When reading the text the meaniig were coded and highlighted.
The meaning units are text parts that have a coiomewith the relevant themes. The
codes worked like a label that connected the taksghat had something in common.
The coded meaning units were finally extracted uoyireg and pasting under the

relevant themes.
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Transformation and abstraction of meaning units:

The meaning units were coded, and the meaning witlisshe same code belonged to
one code-group, which were placed under the theme‘belonged’ to, like

described above. In this part of the analysis @ithese code-groups were looked at
one by one. Due to a rich material, subgroups werated under each code-group
(theme), e.g. under the code-grdvacy subgroups likgrivacy at homend

privacy at health facilityvere made.

Retelling and summarizing each subgroup condereddantent. Quotes were used

to illustrate what was being told in the condenseloigroup.

Synthesis into a consistent statement:

In the fourth and last step the knowledge and itgpae from each of the condensed
code-groups and subgroups were recontextualizedwamdarized. Quotations were
used to illustrate the main point about what wasdgld. Finally to be able to
validate the findings the results were compared e original transcripts to see the

text in its original context.

Ethical considerations

The Norwegian Social Science Data Service (NSDp(A@mnd 2) and the Oromia
Regional Health Bureau in Ethiopia (App 3) approttes proposal. In addition | got a
letter of support, which | had to take to the Zowidiice in Shambo (App 4), which
again wrote me a letter of support to bring tohikalth centre and administration in

Agemssa.

An informed consent sheet translated from EnglisAfaan Oromo was read and
explained and given to the informants to sign. Eveuigh | didn’t face any
difficulties regarding the signing of the informednsent, | felt it would have been
more appropriate with an oral consent since thentgjof the informants were

illiterate.
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Findings

Most of the women interviewed were aware of the@sigf pregnancy, some didn’t go
anywhere to confirm their pregnancy, some wenhéottaditional birth attendant
(TBA) and others went to the health centre. Thdystevealed that the women
attending antenatal care (ANC) sessions camevelgtiate in their pregnancy for
their first session, and often only once. It wasammmon to tell people about your
pregnancy, and many told that they tried to hidesitong as possible, even some
husbands complained that their wives didn't tedinthwhen they got pregnant:
“Culturally we have some problems with our wiveghis area i.e. the lady as
general doesn't tell to anybody that she is pregrbaugh she knows that she is,
because she feels shame to tdliusband —45 yrs). Even some of the women
attending the ANC sessions confirmed that theysiejtto attend the ANC] know it

is good, but | feel not to go. My biggest problemshying”(ANC attendant — 33 yrs).
And some also feared what others would say if thegt often to the health facility:

“I don’t go so much because | fear what people gély if | redundantly go to health
facility” (ANC attendant — 35 yrs). Many of the women atbegdhe ANC only went
once to confirm that their pregnancy seemed‘®&day is my first day since | got
pregnant though it now is in its"donth. | came today just to check myself but | had

no problem”(ANC attendant — 33yrs).

Factors influencing the decision on where to giveitth
The study reviled different factors and explanatorthe decision on where to

deliver. These factors also influenced the posglblay regarding decision to seek
health care during delivery and also delays inhiechealth care facility when first
decided to seek help. Factors mentioned are heigediinto 4 groups: 1) Norm in

the society, 2) meaningful aspects around homh,[8jtperceptions around health

facility deliveries and 4) distance and costs

1) “Norm” in the society, depending on possible plinations

“Everybody is born at home, and it seems naturdté¢ep on doing that{elderly

woman — 56 yrs).
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It appeared clear from the study that home was#teral and normal place to
deliver. And that giving birth at a health facilijpmly was deemed an option in case of
emergencylf the delivery looks normal, everybody preferggige birth at home”
(woman, home birth — 25 yrs), also the health warkenfirmed this;They prefer to
give birth at home until they confirm that it isnaplicated” (health worker — 23 yrs).
But even though most of the women had a desirelived at home, some felt that
there was an expectance of home delivery from famémbers and neighbors that
made a pressure on them to deliver at htilkeow that all neighbors prefer that we
should deliver at home and this has pressure opénson who decide to take us to
seek better help.(woman, home birth — 25 yrs). Some also experietivedact of
being criticized if they went to health facilityrfminor reasons; a elderly lady
confirmed this sayindif you just decide to take your wife to healthifeayg for
delivery without any confirmation that she is inuble, the others will talk about you
saying, “Why did they go while she could give batthome in a natural way?” |
personally prefer if people can take ladies tolhlealth facility only when it seems
difficult” (elderly woman — 62 yrs).

2) Meaningful aspects around home birth

When a woman is to give birth the news are nornralydly spread and family
members and neighbours will come and offer thdp.hEhe woman in labour will
have a leaned sitting position and in additiongodwn dress will she normally be
covered with a blanket for no one to see “her bodyie women helping the mother
in labour will all have different task§The one who sit behind me will extend her
hands and support my abdominal sides while suppgpry back, one or two will
hold my knees so that the pain will be reduced,thadther will have responsibility
to check inserting her hands under the close blitnat see with her eyegivoman,
home birth — 40 yrs). Encouraging the woman areimp®rtant part, the elderly
women are supporting her and praying for K€he one that is checking if the baby
is coming is responsible to support me ideally ad"w(woman, home birth — 40 yrs).
“We that help the woman in labor also encourage &ed pray for her”(elderly

woman — 56 yrs).

It is normally the mother or the mother in-law (dagding on whom they live near by)

who will cut the cord and remove the placentahdytare not around or if they don’t
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feel confident in doing so, the one in the roomhwitost experience will carry out
this task. To tie the cord two different methodsevemployed; one was to tie the
cord at two places before cutting, while the otes the “squeezing methodYou
squeeze the end of the cord and press it and kéapsome time. Then you release it

and it will not bleed. But you have to press itlivéelderly woman — 56 yrs).

The placenta was much feared and was perceivdeedsdcond birth”*After that
there is the so called “obbaatii” (placenta), whieeps the baby when she is in the
abdomen. That is a problem just like giving bitfmot lucky, it can even force us to
go to the health facilities(woman, home birth — 40 yrs). The placenta shoaotdoe
thrown away, but should be deeply buried in thaigtbso no animals can dig it out
and eat it. Some used a bowled plafiea@cii), which is made of clay to place the
placenta on, and then covers with a similar plafete they burry it. The one who
cuts the cord will also remove- and later burryphecenta. The women were highly
aware that if the placenta didn’t come out it cdogdserious for the mother. If
difficulties occurred they would massage the abdarifehey still would not succeed

they would call for the TBA or would go to the hibaflacility, informants revealed.

The hours and days after birth are important, argda time where much care is given
to the woman. The woman will be washed and puetbright after the delivery;
neighbors will come to visigumaatag, and give small things like money, a gift for
the child, porridge, etc. The women who visit waillthis time feed the new mother
with the porridge one after the other in turn. Poeridge is said to have a healing
effect on the mother after delivery. It is saidstaengthen her back, its heat cleans up
clotted blood, and its softness will not disturld avill help to heal the wound that is
formed in the abdomen after delivery. On tHed@y after childbirth porridge will be
prepared on the three stongsryjii), where St. Mary is said to sit after the delivery
The porridge is prepared on this day to show StyMespect and to thank her for her
presence and help during the delivémhis fifth day porridge has a meaning. Saint
Mary sit on the three stones called "gomijii” betvme@here the fire is. It is said that
Saint. Mary will go down of the stones on the fiffly. The porridge is made in
respect to her and to say good bye and thank ypusiman, home birth — 25 yrs)
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3) Perceptions around health facility deliveries

There was a genuine skepticism among the womemdieganethods used during
health facility deliveries. Use of episiotomy an@mination were factors that made
the women concerned about giving birth at healtilifg. “ At home, there is no
problem. But if we come to the health facility thare many things that can happen.
For example, they insert their hands to our bodylewve will never do that at home.
Of course they don’t mean it negative but we didketit. They also tear our skin with
scissors”(ANC-18 yrs). To be shy over how the body was eepladuring delivery at
health facilities was also mentioned as a factat thade the informants prefer to
deliver at homejmany fear going there because they are siywbman, home birth
— 22 yrs). Also the health workers were aware f fifictor;“Some women don’t
want to show “their body” to other people while yhgive birth, and they therefore

prefer to give birth at home(health worker — 23 yrs)

The health workers being strangers to them, anld thvé absence of support they
were used to from home births, made some womereperes if the health workers
didn’t care about the outcome of the deliver. Als® young age of the health workers
made some lack trust to them, they concluded ket bbow age gave little knowledge
and experience. This is reasonable thinking wiidg/ in the community is used to
that the one that help them during labour have eaipee and is oldéiSome people
complain that the health personals may not haveighd&nowledge because many of

them are young and freslfivoman, facility birth — 26 yrs).

4) Distance and costs
“The dangerous thing is distanéem health facility. There are many examples.
There was one lady not far from here, the labortsthher and stayed on her for two
days. On the third day, the husband came home lfilefarm place and saw his
wife’s situation. Then he began to ask help froeagreople to help him carry her to
the health centre. Then, they started their jourth&g evening. But at the health
centre they were told to go to hospital. But thenao died before they could get a

car” (woman, home birth =30 yrs).

The informants in this study lived with a maximurallwng distance of 30 minutes to

the health centre, so in their case distance wabroaght up as an issue for not
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giving birth at the health centre, but if they wareneed of comprehensive emergency
obstetric care they had a distance of 164 km arportation was not easily
available"There is a huge problem when it comes to transgarh, there are few

cars available, and the cost is very higffiealth worker — 20 yrs).

The cost was also mentioned as a factor for ndeliwer at a health facility, though
nor a major, thinking that why should they pay$omething they could do for free at
home. But in case of emergency there was a gemgireement that being poor would
not restrict them to go to hospital, even thoughiduld lead them into depth for
years; many people lost their land and house to take kgrtting lady to hospitals
when problem occurred. But if something happen,b&img poor will not protect us
from going to health facility{lwoman, home birth — 25 yrs).

When and where to seek assistance outside home dwgidelivery?
The health workers mentioned that some few womem lvéld got advice from

antenatal care sessions, health extension workénssome way had awareness about
health facility deliveries made it as their firsioece. However, It came clear from the
study that the main reason for a woman to deliverteealth facility was due to
complications, the health workers also confirmas.tth go to health station only if |
become seriously sick and | pray to God that thmusd not happen to mgivoman,
home birth — 25 yrs)lt was not my will to go but the baby didn’'t coroet and

finally | became unconscious. Then, my family tmekto the hospital to save my life”
(woman, facility birth — 35 yrs).

But even though giving birth at a health facilitgsvnormally the second or third
choice of place for the women to give birth, thesrevall grateful for its existence in
case problems occurred during deliveriegshank God for He gave wisdom to human
beings and they could help each other. They cauld me when | was to die.
Sometimes | don’t need to complain, because thanage weighs much more”

(woman, facility birth — 27 yrs).
There was a general awareness about possible aatigtis that could occur related

to delivery. The most frequently complications nemed were bleeding, but also

complications like obstructed labor and retainextghta was mentionétlknow
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many that died because of childbirth. The main oedsr it is bleeding then died.
Some also died because the baby didn’t come odtotners for unknown reasons”
(elderly woman — 56 yrs). Depending on the probitevaried on where the women
would seek help if complications occurred. Regagaibstructed labour or retained
placenta most of them answered that they woultheyT BA first or some person
with extra massaging skills; but when it came &elding most of them answered that
they would go directly to the health facility trgrio poor cold water over the woman
on the way to reduce the bleedifiéfe use our traditional system to stop the
bleeding, like pouring very cold water to her bahd head. This really sometimes
reduces bleeding until she reaches the healthifgti(elderly woman — 62 yrs). The
TBA was confident that she could manage many dilficomplications, except
bleeding;*My biggest fear is the bleedindf is so terrible and | can’t manage that —
the blood is coming like water with power (akkonmshblni homnan lola’aTBA -

46 yrs).

There was a variation of explanations regardingctheses of the different
complications. The causes varied from hard wonk, dge and height, use of
contraceptives and man made mistakes to more satpeshexplanations like evil or
punishment from God. In addition was also the laickmergency obstetric care
mentioned as a cause to death of a woman in chifgltive don’t have any hospital
here, the health centre we have here cant do aryatipns. We have a too long
distance to be treated. Had we had hospitals hasxny women and their children

wouldn’t have died”(woman, home birth — 30 yrs).

Discussion

The world health organization’s strategy to redehMDGS5 is to make every woman
deliver at a first level health facility by a skitl birth attendant (SBA) and that there
should be a possibility of back up if complicati@iould occur during delivery
(World health report, 2005, p.71-72). Availabiland accessibility of these services
are essential. But even though there has beercezase of health centres and health
posts in Ethiopia, the utilization is indeed oneta lowest in the world (Seifu, et.al.;
2011, p.127). The findings from this study makedeatr that the third ‘A’ in the
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AAAQ framework,Acceptability turns out to be more decisive regarding the d®tis

on where to deliver, then availability and acceiib

As revealed in the results section of this studydrare many practices related to
childbirth, indicating that as much as childbirshei physiological event, it is also a
social-, and cultural event (Jordan, 1993). Prastielated to childbirth emerged as
culturally embedded among the informants and praedze an important factor
influencing the decision making process as wele mhaturalness around homebirth
and the view that giving birth at health facilityagvnot necessary if no complications
occurred during the delivery, were views deeply eddad among the informants and
one of the major findings of this study explainingy the women preferred to deliver
at home, which is supported by other studies as(@dbhmu and Salihu, 2002;
Magoma, et al., 2010). Some of the factors inflimgnéhe women’s desire to deliver
at home were different perceptions around heatttitiadeliveries. In contrast to the
home deliveries’ ‘safe’, ‘natural’ and ‘supportivenvironment, the health facility
was to the informants connected with complicatiand lack of support. The feeling
of lack of support at health facilities was pereei\as that the health workers didn’t
care about the mother or the unborn child, thismortant to notice since trust to the
health workers and health facilities in generains of the keys to be able to increase
the health seeking behaviour among the womenelatim is to make more women
deliver at a health facility it is important to tathe women’s experiences and
perceptions about the care that are given at hesdilities seriously and into
consideration. The perceptions the women and golegate regarding the quality of
care at the health facility is one possible factoiucing the acceptability to give birth
at a health facility (Kerber, et.al:, 2007, p.13&8% by that also influencing the first
stage of delay — to delay the decision to seek @raddeus and Main, 1994,
p.1019).

The results from this study illustrates how sociele cultural factors surrounding
childbirth played a role both at individual-, hohetl- and community level,
influencing the decision to seek care (Osubor|.e2@06; Montaug et.al., 2011).
Continuing Jordan’s (1993) statement that birthl$® a social event was illustrated
by the way both family members and neighbours werelved in the delivery as

well as in possible decision making processes. ghabe husband turned out to be

31



the person with the final decision regarding whed where to seek assistance during
childbirth, turned the role of the relatives andghbours (esp. elderly women) out to
be decisive in the decision making processes, airfildings has also been found in
other African settings, like Tanzania and Ugandea§da, et.al., 2009, P.225;
Kyomuhendo, 2009, p.232). The “norm” in the comniyto give birth at home as

the optimal, signalizing a healthy pregnancy amtessful birth, may result in
additional pressure on the woman to deliver at harhe women who gave birth at
health facilities without a real problem were inddi&ely to be criticized, which
indicates the strength of the “norm”. One would/sthhome as long as possible, and

wait with the intense hope that everything evemyuabuld turn out well.

Though many had good experience with health workedswere grateful for their
presence, the health worker’s often poor attitwdas commented by some of the
women and by the health workers them selves. Gtiaeies have also mentioned
how health workers attitudes can affect the womdatgsion to seek help as well as
receiving help (Magoma, et.al. 2010). On questmnshether this could affect their
decisions on where to seek help, some of the wanewered yes if the obstacle was
seen as minor, but in cases of emergency this agpedd not be considered. Other
factors that were mentioned by the informants furseeking assistance from health
facility were the fear of the health workers noegmg their confidentiality and the
lack of support form health workers during childbjrwhich was perceived as the
health workers didn’t care of the outcome of thidtfrth. All these factors led to a

lack of trust of the health workers.

Regarding knowledge about possible complicatiomsxdudelivery the informants
showed general knowledge about complications likeding, retained placenta and
obstructed labour. In contrast to bleeding andmethplacenta, was obstructed labour
not perceived as emergency and was not a factterhag the decision to seek care.
Some researches argue that lack of knowledge @oouplications can influence the
decision to seek care (Muleta 2004, p.15; GabrgschCampbell, 2009, p.8), and
figures shows that there could be a connection thigHevel of formal education
among the women and their use of health facilitg @tace for deliveries as well
(CSA, 2006, p.116). From the findings of this studyare not able to neither support

nor reject these statements, but agreeing thatiitilde a possible factor at the same
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time agreeing with Lewis and de Bernis that increggaknowledge is not alone
enough (2006, p.19).

Thoughacceptabilityemerged as the strongest indicator explaining tivbymajority

of women choose to deliver at home, the resulbefstudy also indeed indicate that
availability and accessibilitare factors influencing the place of delivery. As t
distance to health facility in this study was a maxm of 30 min walking distance,
the issue of distance being a factor in delay eksg care was not as much relevant.
A study done by Montagu, et.al (2011) found thairpvailability of health facilities
wasnot the major reason why women chose to deliver ateh@ind, p:6), supporting
other findings that increasing availability doesmécessarily mean increase in
utilization (Kerber, 2007, p.1363; Das, et.al, 200ishi, et al., 2010). But in case of
e.g. the need of caesarean section, the informnaaTes concerned about the long
distance to hospital, and in addition the probldrfinaling transportation and high
cost of car rental that could cause huge delaysaohing a health facility and in
worst case result in deaths or disabilities. Cosiealth service deliveries being
another factor was though not mentioned as a nfiaptor not to deliver at health
facility. Another study found similar findings, suprting this, showing that “only 7%
of the poorest women reported cost as a decidiagprefor not going to a facility for
delivery” (Montagu, et.al., 2011, p.4). But in cagecovering costs for transportation
in times of emergencies the informants reviled thatamount could lead them into
depth for many years, and in addition could thestgpent in borrowing the money
influence the delay in reaching the health facilFylippi, et.al. 2006).

For policy makers there will always be a questibaw prioritizing. Should facility-
based services be scaled up? Or should theretbenger focus on scaling up the
community-based services with more skilled birtieradants in the community? Or is
there a either or? The findings from this studyhights how determinants like
acceptabilityof health facilities and both social- and cultdeadtors like practices as
well as the ‘nourishing’ of home as the optimalggl@o deliver, influence the first
stage of delay, the delay in seeking care to héadthties in any childbirth, where
home is normally considered to be their first ceamhile health facility is the second
or even third choice. These motivations to delatehome will not disappear easily,

even though health facilities will be more avaiabhd accessible (Montagu, 2011,
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p.7). On the contrary all the informants includedhis study emphasised that in case
of complications they eventually would consideségk care, and that they were
much concerned about the lack of comprehensiveganey obstetric care services
nearby. These findings support Gabrysch and Cartpk2009) findings that the
factors influencing the care seeking for prevenpiugposes are necessarily not the

same as the determinants influencing care-seekingse of emergency (ibid, p.18).

To be reminded, the intention of the AAAQ framewaras to clarify and evaluate
the right to health that is stated in Article 1Zh States Parties to the present
Covenant recognize the right of everyone to theyengnt of the highest attainable
standards of physical and mental health” (OHCHR,72®.4). In line with Galtung
(1969) and Farmer et.al (2006) are most of the makeleaths a result of structural
violence, knowing that most of the maternal deatiesavoidable if necessary care is
accessible (Abdella, 2010).

Please see the article below for further discussion

Reflection on the research methods

Doing fieldwork for the first time is a learningqamess with many challenges. Good
and bad experiences were done, some limitations vestled during the fieldwork
and were sometimes able to do something abouastithe, and others were reviled
later. Even though the limitations that are revil@er are impossible to change, it is
important to be aware off and reflect around homight possibly influence the
research. In addition to this it is also importemteflect about my own position in the
study and how it might have influenced the studwlfistud, 2003).

The data collection methods used in this studynoite to obtain depth and holistic
views related to practices around childbirth, thetext it takes place and health
seeking behaviour related to delivery. Using qatiie methods to gain in-depth
knowledge and understanding have much strengtlithbrg are also some potential
challenges using this method, and maybe partigutathted to the researcher self, as

the researcher is one important instrument.
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Mays and Pope (2000) states that more “quantitatimeepts” like validity and
relevance also can be assessed in qualitativercbsealjusting them to the
gualitative research (Mays and Pope, 2000). lnggested that the term credibility is
used in qualitative research as an alternativateynal validity, and relevance or
transferability instead of external validity, asiiquestion whether or not the findings

can be applied in other settings (Malterud, 2001).

Credibility
This section is based on Mays and Popes suggestibow to improve the credibility

of the findings. Among Mays and Popes suggestimiagsgulation, reflexivityand
clear exposition of methods of data collection andlysiswill be discussed (Mays
and Pope, 2000).

Triangulation:

Triangulation of qualitative data collecting metBedsing in-depth interviews, focus
group discussions and observation, as well asguiation of sources- interviewing
different categories of informants about the sassae, were applied in the study to
ensure comprehensiveness of the data and the plkenarbeing studied (Mays and
Pope, 2000). As highlighted by Mays and Popesngulation somehow assumes that
strengths and weaknesses will be compensated therwy using different methods.
Hence ensuring comprehensiveness of the data rieer tze used as a result of the
triangulation, then as a test of validity (Mays &wpe, 2000). We believe and agree
that by triangulating the methods we got a moreetmensive set of data, rather
then if we had only used one method, but I willuerghat the triangulation also to
some extent increased the validity, e.g. thingswe told during in-depth interviews

was confirmed through observation.

Reflexivity:

The researcher being an instrument in qualitatieéhods makes reflexivity over the
researcher’'s own background an important part@fgpects of validity in qualitative
research (Malterud, 2001, Patton, 2002, p.65).r€ékearcher’s background and pre-
assumptions are possible influential factors tdltbé data collection and the
interpretation of the data; reflexivity over thdaetors that potentially shape the data

collection is therefore important (Malterud, 2008)vare of this, reflexivity of both

35



the researcher and the research assistant wasskschoth prior, during and after the

data was collected.

The researcheifo be in an area, with a different social anduralt context and with

lack of language skills the challenges can be mahgt | came with another cultural
background, as well as being a nurse, were fattatanore or less could create a gap
between the informants and I, and could possilgirict the informants’ sharing their
valuable information. | believe that being marriecan Ethiopian from that area and
living with his family reduced the gap between ihi@rmants and | to some extent. In
addition | tried to reduce the differences by bgjng sensitive to their dress code

(wearing long dresses or skirt) and to be sensitgarding social and cultural norms.

Being a nurse may have coloured me as a resealthidreing in the field and during
interviews | think being a mother my self, previaxperience related to childbirth in
Ethiopia, and coming from a society where everghigarding safety around
childbirth is full filled coloured me more as aeascher and made me much involved
and engaged in the informants experiences andnafoon; resulting in laughter,
tears, reflections and discussions after the irgers. But even though | myself didn’t
considered that | being a nurse affected me aseareher during the data collection,
it was a possible and realistic challenge thatoitid affect the informants view about
me and hence restrict their openness towards mieg Bevare of this the data
collection started in the community and we triethéwe as little as possible to do
with the health centre. We cannot be sure, but fifuzerexperience we got through the
interviews and what is seen from the result, dbestiseems like the fact that both
the researcher and the research assistant beisgsmastrict the informants’ openness
towards us. | believe this can both be explainethfwwhat is mentioned above, as
well as the fact that being in a small communitysimaf the informants knew that my
mother in law is a known elderly woman with goodiaés to assist during

childbirth, which may have probably been an impurfactor regarding how the
informants perceived- and trusted us, and mayhécestithe distance between us. In
addition we also experienced that us being nurse®smes opened up for questions
that would not have been asked if we had not beaithhprofessionals.
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The research assistai@ince the topic was related to females, femaleare

assistance was preferred because we expectedhéfamformants to be shy and
more restricted to talk to a male interviewer. Nbeéess as we entered the research
area we found it difficult to find a suitable feraaksearch assistant. As we stayed in
the area people soon started to ask questiongsawe told about the study, people
started to share their stories with us. They taldreely and detailed and asked us
sometimes intimate questions. With this experiemeefound that it possibly was not
a severe obstacle that the assistant was male. theoexperience we did during the
interviews it didn’t seem like the fact that théeirviewer was a male influenced their
answers, although we cannot say this for sure.eTmeght have been things we
missed that would have emerged if a female intereravere used. There can be
different reasons to their openness towards a mtdeviewer; in this case he being a
nurse could have been an advantage, knowing thas benurse is used to handle
different issues around female health. In additi@ngot the impression that people
trusted him, while many knew his mother that iswndyy many to help during
childbirth.

Clear exposition of methods of data collection:

As mentioned above triangulation of in-depth intenws, focus group discussion and
observation were used to collect the data; in amditeld notes were taken.
Regarding the setting of the interviews we discdssadvance regarding what
would be most suitable for the informants as welMdere they could feel relaxed
and able to talk freely. The women were mainlynvitaved at their homes as this
was expressed to be more suitable for them. By masgns it was strength to
conduct the interviews at the informant’s home. irtiermants were in their own
safe environment, creating a setting where thenmémts were the host and we the
guests. We experienced that this lead to a moagedlatmosphere and enabled the
informants to speak more freely. But performingmtews at home also involved
some challenges and interruptions, like breastfegdiurious children and
neighbours, and other family members staying irrdloen. We solved this problem
with spending some time talking to everyone at.famad then explaining them our
purpose and asking them politely for some time eith the informant, something
that worked out very well. As the women have masks$ during the day we always

when arranging appointments asked what time adalyehat suited them best for
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being interviewed. The interviews of the womenradieg ANC sessions took place
at the health centre which may have restricted tteespeak freely; even though the
interviews where conducted in private rooms, witlydhe researcher and the
research assistant present. The focus groups wadeicted in our home. Even
though we lived together with a family, in a hougéh the same standard as the
others in the village, and had a ‘coffee ceremaaybreak the ice’, they seemed to
feel like guests and didn’t talk openly and freabywe had experienced from the in-
depth interviews. Also the fact that we where irexignced in conducting focus
group discussions was also probably a major fabtrresulted in that we didn’t

manage to get a dynamic discussion in the focuspgo

Clear exposition of methods of data analysis:

It was the research assistant who transcribedrandlated all the material, this was
an advantage because he had conducted the intsrliiewself and he was familiar to
the material and the context where the interviewsvperformed. On the other hand
would it possibly increase the reliability if a sed person had participated in the
translation of the transcripts. The researcher ipaiid the coding and further
analysis her self, but during the whole procesag able to discuss with the research
assistance about issues that was not clear andeveealso able to discuss the
interpretation of the findings; in addition wasrhea continuously discussion and

follow-up with the supervisor of the study.

Transferability and Relevance

Qualitative studies do not aim to generalize tha,dand are in principle only
applicable to the setting being studied (Malte2@01). But through thorough and
critical reflection and discussion aransferabilityandrelevanceaims in qualitative
research. Malterud (2001) states, “external validgks in what contexts the findings
can be applied” (Ibid, p.484). And that it is amdor the researcher that the findings
can be transferred and used by others in othetagis®ttings or groups (Malterud,
2003). To be able to ensure transferability isportant to make the reader known
about data collection methods and the steps iddkeanalysis (Pope, et.al, 2002), as
shown in the previous section under credibility.
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The informants, except the health workers, whermipwéarmers and had no or little
formal education living in a rural setting. Evetigh the practices around childbirth
can vary within the different ethnic groups in Bibia, do | believe that the study is
relevant to other rural settings in Ethiopia, amak the research question and the topic

being studied are relevant for other rural socseitieAfrica as well.
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Abstract

Background: The number of global maternal deaths is still ueptably high, and
the women suffering are highly unequally distrililbetween and within countries.
Ethiopia have the recent years done much to inerdeesavailability of birth
attendants to provide safe deliveries to womerhildbirth, for example in
connection with the ambitious Health extension weoskorogram, but the country still
has an unusually low number of births attendedkiied birth attendants. The aim of
this article is to explore the context behind e humber of births attended by
skilled birth attendants in a rural Ethiopian sejtexploring perceptions and practices
related to homebirth and health facility birth resfively. The availability,
accessibility, acceptability and quality framew@dAAQ) is employed in the

discussion of the data.

Methods: This is a triangulation study employing in-deptterviews (31), focus
group discussions (2) and one observation. Theatabysis is based on Malterud’s

model for “Systematic Text Condensation”.

Results: Homebirth was found to be highly elaborated amghlyi valued among the
informants. A key finding was that home was peredias the normal and optimal
place to deliver a child, while health facilitiegr sought in cases of emergency. A
strong desire for emergency obstetric care in r@alehdistance from people’s homes
strongly emerged illustrating that health facibtiwas to be used if it was a matter of

saving the mothers life.

Conclusion: Drawing upon the AAAQ framewotk, ‘acceptability’ enged as the
most important determinant influencing the decissarwhere to give birth. The
health facilities simply were not found to be shieaof acceptable places for normal
deliveries. The results however strongly reveated there was substantial openness
for the seeking of assistance either with TBAstdrealth facilities whenever
emergency occurred, but the lack of availabilityeofergency obstetric care services
emerged as severe indicating the relevance oftteeSsibility’ and the ‘availability’
dimensions of the AAAQ framework

Key words: perceptions, practices, home births, health fgdulitths



Introduction

Around 99% of all global maternal deaths are foumidw-income countries (WHO,
2010b), with 50% of the maternal deaths occurnmgrily six countries, Ethiopia
being one of them (Hogen, et.al 2010, p.1609).figwes powerfully illustrate the
global discrepancy regarding access to materndhheare. Until recently the annual
number of maternal deaths has been estimatedwaidf&90.000. Recent figures
report a sharp decline in maternal deaths to ar@&0d000 (Hogan, et.al; 2010,
p.1609). But even though this indicates that tie®been a very positive
development, the numbers are still unacceptably, lkigowing that the large majority
of the maternal deaths are avoidable if necessaaynent is given (Abdella, 2010).

Maternal health is placed at the core of the glbleallth agenda, focused through
millennium development goal five (MDG5), which aitesreduce maternal deaths by
three quarters between 1990 and 2015. The aintlgefuto achieve universal access
to reproductive health by the year 2015 (WHO, 2010hae World Health
Organisation’s (WHO) prime strategy to achieve MD&%0 ensure that every
delivery is assisted by a skilled birth attendard &rst level facility and with the
possibility of back up if complications occur. THEck-up” to save the lives of
women with obstetric complications that arise dgipmegnancy or childbirth is
defined as Emergency Obstetric Care (EmOC) (Waehlth report, 2005, p.71-72,
Paxton, et.al, 2005). The availability and accedbése interventions however
remain an enormous challenge in many developingtc@s where health facilities
are few and are equipped with poor resources (Mideal. p.2003). In the developing
world today, less than 62% of the women receivestsge from a skilled birth
attendant during childbirth (WHO, 2008, p.2). Thstarbing maternal mortality rate
in Ethiopia has been linked to the fact that onB2b of all births are attended by a
skilled birth attendant (SBA) (CSA, 2006, p.116hisTnumber is low compared to
the African region as a whole where it is estimated 46% give birth assisted by a
SBA (WHO, 2010c). The qualitative study on whicistpaper is based aims to
explore perceptions and practices of home- anditfabased birth with the aim to
enhance the understanding of the low number didbattended by skilled birth
attendants in Ethiopia. The study draws on the AAEnework: Availability (“in

sufficient quantity”), Accessibility (affordablepn-discrimination, physical),



Acceptability (ethically, culturally, confidentigyi) and Quality (scientifically and
medically) in the discussion of the findings. ThAXQ are four criteria in General
Comment 14 that was made to evaluate the righ¢adilin (article 12, see OHCHR,
2007, p.4). (OHCHR, 2008, p.8-9).

Ethiopia indeed has one of the world’s highest mmalemortality figures with 720
deaths per 100,000 live births (WHO, et.al., 2q024), and the lifetime risk of
maternal death in Ethiopia is 1 in 27 (lbid, p.2dmpared to 1 in 48.000 in Ireland
(Ibid, p.1). Making the scenario even grimmer; maaédeaths have been depicted as
“the tip of the iceberg”, while maternal morbiditas been described as “the base of
the iceberg” (Lindstrand, et.al. 2007). The EthaspMinistry of Health (MoH)
estimates that 20.000 women die and 400.000 mdfer $rom pregnancy and birth
related disabilities annually in Ethiopia (Ministo§ Health, 2009).

There are a number of reasons behind the low nusdfdairths attended by skilled
birth attendants in Ethiopia. Maternal age, mastatus, religion and ‘traditional’
beliefs are some of the factors that can influeheedecision on where the woman
will give birth (Gabrysch and Campbell, 2009). biddion can long distances, lack of
transportation, poverty, the quality of care in fi@alth system and socio-cultural
factors influence decisions on where to seek dabeélla, 2010). There is moreover
a relationship between the mothers’ formal eduoalistatus and the usage of both
antenatal care (ANC) - and delivery services (C8%)6; Das, et.al, 2010). In
Ethiopia women with secondary or higher educati@ns2% more likely to give birth
at a health facility compared to women with no edion (2%) (CSA —EDHS, 2006,
p.116). In addition is health knowledge, percegiand previous experiences
important factors to get a further understandintheflow number of births attended
at a health facility (Gabrysch and Campbell, 2008xk of awareness related to
complications that can occur during and after dhitth, and the advantages of giving
birth at a health facility, are highlighted by rasghers as important determinants
influencing the decision to seek care (Muleta 2@045; Gabrysch and Campbell,
2009, p.8).

With Ethiopia’s high population mainly living in ral areas (85%) (MOH Ethiopia,
2009), and with a very low number of health work@.€3 doctors per 1000, 0,21



nurses per 1000 and 0,01 midwifes per 1000 (WHOGR0t is an enormous
challenge to achieve the goals spelled out intifaegyy from WHO. In an effort to
confront the challenges the Ethiopian governmestimifiated a Health Extension
Program (HEP). The health extension workers (HEW f@males and living at
community level and are trained for one year; wieaternal and child health, health
education and communication are some of the majocs they are trained in. The
HEWSs are supposed to have skills to attend norelateties, to detect women at risk
and to refer them when needed (Wilder, 2008; Mdhidpia, 2009; Karim, et al.
2010). It has however been argued that the HEV¢istlae ability to handle the major
causes of maternal deaths (Afework, 2010) andderaio operate efficiently they are
dependent on an efficient referral system. In anldito the HEP, non-physicians are
trained in Ethiopia to perform surgical intervensan an attempt to make
comprehensive EmOC services more available fomajerity of women living in

the rural areas (Seifu, et.al:, 2011, p.138).

Another barrier to the WHO strategy is relatedn® fiact that women may not wish to
give birth at a health facility even when it is éable (Thaddeus and Main,
1994:1093, Das, et.al, 2010, Mushi, et al., 20d0)dan (2003) states that practices
connected to pregnancy and childbirth are deeplyegiied in culture, and a time
when both mother and child are vulnerable and perddo be in danger. She further
writes that “In order to deal with this danger dhd existential uncertainty
associated with birth, people tend to produce afsetternally consistent and
mutually dependent practices and beliefs that asggded to manage the
physiologically and socially problematic aspectgafturition in a way that makes

sense in that particular cultural context”, (Jord@03, p.4).

In Ethiopia, as in many other poor countries, tasnmon that relatives or traditional
birth attendants assist during childbirth (Campballi Graham, 2006, p.1293).
Ethiopian Demographic Health Survey (EDHS) indisdteat more then 60% of the
births are assisted by family members or otherdesslthen 30% are attended by
TBAs, (CSA, 2006, p.117). There is still a lackkabwledge on the culturally
embedded reasons behind the high number of horttes band it is deemed important

to gain increased knowledge on the social and @llaontext of pregnancy and



delivery to enhance our understanding of decisiaking processes related to
childbirth (see e.g. Knutson 2004, p.27).

Methods
The study was conducted in a rural area west iDtioenia Region, Ethiopia. The

specific study location was Agemsa, a village uritderAmeru district in east
Wollega zone. The majority of the population i<Gybmo ethnic origin and Afaan
Oromo is the first spoken language. A health cethi@é may perform basic
emergency obstetric care is located in Agemssaon@ach services that provide
comprehensive emergency obstetric care, the irdr@bihave to travel 164 kilometres

to the hospital in Nekemte.

As the aim of the research was to gain in-deptbrmétion about perceptions and
practices related to childbirth a qualitative resbalesign was deemed appropriate.
The study consisted of two parts: one communitgtasd one health facility based
part. The data collection was carried out from J20&0 until October 2010 by the
first author of the present paper. In-depth inemg (IDI's) and focus group
discussions (FGD’s) were the main methods usedlteat the data. Unstructured
observation during observation of a home delivargelivery that ended at a health
centre- was also a part of the study. The aimetdtier was to observe the delivery
in its actual context (Hudelson, 1994). Participalogervation was an integral part of
the study in the sense that daily life activitiessvattended together with other women
in an attempt to gain a rudimentary understandfrtgendaily life and the context the
informants lived in. A research assistant well agted with the study area and the
data collection methods worked together with tiseaecher throughout the research
period. Semi-structured interview guides and tqpicles were used for the IDI's and
the FGD’s respectively. The guides gave the disonsdirection focused around key
topics related to perceptions surrounding birthrggun home versus facility-based
settings. The open nature of questions and théfley of the sequencing of the
guestions allowed for follow up of topics that eget during the interviews. Major
topics brought up in the interviews were practs@sounding homebirth and health
facility birth respectively, related perceptionstioé two types of delivery with a

particular exploration of decision making processesvhere to give birth.



Informants to the individual interviews in the commity-based component consisted
of women who gave birth at home, elderly womenplansls and TBAs, while the
informants in the facility based component consistewomen who gave birth at a
health facility, women attending antenatal car@ises (ANC) and health workers.

Number of study Number of study
participants: in-depth N =31 participants: Focus group N=9
interviews discussion
Women who gave birth at 6 Women who gave birth at 5
home home
Elderly women 4 Women who gave birth at 4
health facility

Husbands 5
TBA 1
Women who gave birth at 6

health facility

Women attending ANC 5
Health Workers 4
Table 1

Purposeful sampling (Patton, 2002) was used taitaaformants for the study. This
implied that particular categories of individualeawvere differently positioned to the
study topic were sought. Before start up the réeremt process and the data
collection process were discussed with the admatt of Agemssa and the director
at the health centre. The informants were recruhiealigh informal talks. The study
participants in the community component were intawed at home, while the
participants in the health facility component werterviewed at the health centre,
except the women who had given birth at healtHifgevho were also interviewed at
home. The informants were either recruited thromprmal talks, or people
suggested possible “information-rich cases” thatladdde relevant for the study.
Regarding the ANC attendants the nurse informeditahe research and volunteers
to the study remained after the consultation. Téedth workers were interviewed

during a break. All the interviews took place ipravate room at the health facility.




All the IDI's and FGD'’s were recorded by a digitatorder. The data material was
transcribed and translated from Afaan Oromo to ishddy the research assistant who
had both linguistic and cultural knowledge. Thelgsia was based on Malteruds
(2003) ‘Systematic Text Condensation’, consistihthe following four steps: 1)
Sense in the whalén this step the material was read and rereagtt@ total
impression of the material, to search for recurthrgmes/patterns as well as for
nuances. Themes that emerged while reading weeel miown. 2Discrimination of
meaning unitsDuring this stage pieces of text that was relé¥anthe research
guestions were sorted out. Bansformation and abstraction of meaning units:
this part of the analysis the code-groups weretisized one by one. Due to a rich
material, subgroups were created under each caiggtheme). The content of the
material were condensed, and a large number okgwe¢re at this point extracted
and systematized and used to illustrate the coedelext. 4)Synthesis into a
consistent statemenn the last step the importance of the meanintsumere
summarized (Malterud, 2003).

The Norwegian Social Science Data Service (NSDyamul the study, and Ethical
clearance was obtained from the Oromia Regionalthl&ureau in Ethiopia. A letter
of support was obtained from the Oromia RegionalltheBureau to the Zonal office
in Shambo. The Zonal office further provided adetif support to the health centre
and administration in Agemssa. An informed consemh translated from English to
Afaan Oromo was read, explained and obtained fribthe participants. The

principles of confidentiality and anonymity werepéained to each informant.

Findings

Homebirth

When a woman is to give birth the news are commuaapydly spread and
neighbouring women and female kin’s will come téeotheir help. Close family and
those with most experience will move inside helgimg woman while others will
wait outside. A large group of people may gathehewit is confirmed that things
seem to progress well many of the people sittirtgida will return home and await
further news. If the husband is around he will nalfgnwait outside together with
others. The helpers are commonly elderly femal@esnconly family members such



as mother or the mother in-law (depending on whiviisg nearby) as well as sisters,
but also non-related neighbours are commonly pte$ée TBA is normally not
called upon if difficulties do not occur. In ordermove close to the birthing situation
a description of a birth, which was followed thrbuts diverse phases, is presented

below:

Home birth and facility birth in Agemssa: The caseGaaddisee (pseudonym)
It is early morning. On our way to visit a familyx\@man comes running towards
us saying, “Come! Come and help! My daughter (#)les going to give birth”.
We followed her. It was dark inside the little heubut with the light coming from
the open door | could see a woman sitting on aressttmade of stravdd@ajjaa) in
the corner. Gaaddisee was wearing her dress alashleebwas covering her body.
She was leaning towards the wall in a ‘leaningngtposition’. In front of her legs

there was a stick with two stones behind to pustinagg during contractions.

After a short while elderly ladies started to ertker room. They released their
traditional waste tiess@bba}, and kneeled down and prayed before they greeted
the labouring woman and asked her how she was doiren they engaged in
diverse tasks. One woman placed herself behinthboeiring mother in a sitting
position so that the labouring mother was ableesh against her. The old woman
held her arms around her touching her abdominaksidrefully while talking to
her, saying: “be strong you clever lady, be strasgou are, be strongCimtuu
koo jabaadhu, ciniinnadhu ittani jabaattuu koo; galhuuti ittani,Afaan Oromo).
Two other women were supporting her knees. Ther atbenen present were
talking while making a fire for warmth and to heaiter. The mother in law
prepared a thread and a razor blade for the cubfitige umbilical cord, and found
a blanket to wrap the child in. Gaaddisee was augpand the coming hours the
women continued to pray and to encourage her. frhesphere seemed very

relaxed.

‘Gaaddisee’ was silent and answered the womenreimdbm merely in brief terms.
She was sweating. When the contractions came ste@wagainst the stick on the
ground, while the assistants supported her kneleige the old woman sitting

behind her supporting her back and dried the sWeit her forehead. Her body



was tense, and it looked like she was going toaseréuring the contractions, but
she bit her teeth’s together and held her breatienthere was a break from the
contractions she breathed out. It is not accepfalla woman to make powerful
sounds during delivery the women said. It wouldatshame if she does.

Hours went by, but there was little progress intiltehing process, and the woman
in labor seemed to become weaker. The mother imlagvwould have the
responsibility to receive the child inserted hemdhander the skirt, without
looking, to feel if there was progress. She silegtve a sign that there was little
development. | sensed that the atmosphere grewrteahe mother in law in
particular showed signs of being nervous (afteuados hours). She sent a woman
to search for the TBA. The TBA was known for herssaging skills and for her
particular skills in attending difficult deliverie$hrough the small door opening |
could see the husband was walking back and fortheircompound. Eventually he
came to the door and asked how things were gomgebmed stressed and
uncomfortable with the situation. | had been tbldttthis woman had lost her two
previous children during childbirth. The woman whkient to search for the TBA
returned after a short while, but alone; the TBAswat around. The husband came
to the door again after a while, and told the wortheh he wanted his wife to
deliver at the health centre. The women in the reare provoked and all stood
up and protested to the husband’s suggestion. figfeged, saying it was too early
to bring her there, and that they should give itertome and first try to massage
her with butter. The mother in labour seemed exieali®Hut she managed to
express that she didn’t want to go to the healtireg- that she wished to deliver
home in the presence of God and Saint Mary. Thesaggs the encouragement
and praying thus continued. It gradually becameweaiinside the small house as

the hours went by.

Suddenly the husband moved into the compound wstiheaicher together with
people who would help him carry his wife. The wonagyain refused saying they
should wait, and Gaaddisee got very upset andrepehtedly: “I don’t want to go!
They will take off my clothes; don't let them ta&# my clothes! They will cut my
body with scissors!” But the husband got the fise}, and with the helpers they

placed the woman on the stretcher and carriedohiiethealth centre located only



some five minutes walking distance away. The wopresent, eight in all,
followed along. | moved with the group to the healentre. Gaaddisee was carried
directly to the delivery room. The nurse closeddber forcefully right in front of
the women who were all on their way in. | could bgdheir looks that they were
surprised and upset when they were not alloweadter eThey waited outside
(while I was allowed to enter the room). Gaaddesleed the nurse not to take off
her clothes. The nurse respected her wish, andifalgineet and covered her from
the abdomen to her feet while she pulled up hesstie listen to the child’s
heartbeat. But when the nurse was to examine leereshoved the sheet forgetting
the woman'’s shyness. Gaaddisee tried to pull lessddownwards and tried to
refuse when they started to examine her. It waar ¢heat she felt highly
uncomfortable when her body was exposed.

After some hours with struggle Gaaddisee finalhd atill in silence, delivered a
healthy boy. The group who had waited outside welieved to hear that
everything went well, but one elderly woman comradrthat she could have

delivered in the natural way at home if they hadcegiher more time.

“Everybody is born at home, and it is natural to &e on doing that”(elderly woman
— 56 yrs).

To give birth at home was an expressed desire amlbtige informants interviewed
in the community-based component as well as amfomgvomen attending the ANC.
This is where babies always have been born infotsrsaid, and was looked upon as
the normal place to deliver. Home births moreowgna that you have had a healthy
pregnancy and deliverj\We give birth at home because it shows that ebanyg is
fine” (Woman who gave birth at home —25 yrs). In contfaisth giving at health a
facility was looked at as an unnatural place tiveel “They deliver at home because
they want to, and because it shows that there ardifficulties that force them to go
to a hospital. Being well is being lucky which nmelalies give birth at home.
Everybody thinks that trying first at home befooéng to a health facility is normal”
(elderly woman — 62 yrs). Seeking help from a TBasvalso done primarily when
obstacles occurred during delivetithey think that if everything is ok with the

pregnancy, it is natural here to give birth at hqrtieey prefer the home. Some even
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don’t want to come here to me, because they fagtlttill be ok to deliver at home.

In case it becomes challenging, they come her@do ghe health center{TBA — 46

yrs).

Also the husbands interviewed said that as lorgvasything was normal they

wanted their wives’ to deliver at home, but as sasithings seemed problematic they
would take her to a health facilit§l. prefer her to deliver home. But if problems
occur, | will take her to a health facility. | peafhome delivery because it is my
pleasure, it shows that she is healthy, and we jawgp the carrying and the
payments as wellthusband — 43 yrs). Family members and neighboamsally will
also influence on decision related to where the aouelivers and when and where
to seek help if needed. It is however commonlyhtheband who finally decides and

if he is not at home it is the woman’s mother/motihdaw who will decide.

Some informants had experienced pressure from yaanil the surrounding
community during the decision making process onre/te seek help, and would
commonly reveal their strong desire for the wonwadliver at home. One informant
experienced that when her husband was away it easbther in law who would
make the decision, but that men at times couldraleetheir decision as in the case
above:*Most of my family didn’t want me to go to the hidapthough the contraction
stayed four days on me. Then, my brother foughtldtexly women present and said
that | should go to hospital whatever the result e, even death{woman, home
birth — 25 yrs). The fear of being criticized ifigg to a health facility to deliver
without having a true problem was mentioned as#fahat would often delay the
decision to seek assistaritieyou just decide to take your wife to a healdcifity for
delivery without any confirmation that she is inuble the others will talk about you
saying, ‘Why did they go while she could give batihome in a natural way?’
Personally | prefer that people take women to thalth facility only when it seems
difficult” (elderly woman — 62 yrs).

“If problems occur, | will take her to a health fabty”
Not all the women interviewed attended the antémat® (ANC) sessions. Even if
they were satisfied with the service at the ANGges all the informants

interviewed at the ANC answered that they would&dirth at home and only go to
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the health facility if complications occurrediwill give birth just at my home, except
if problems occur’(ANC attendant —18 yrs). It was mentioned by thesmen that

as long as their pregnancy was found to be norovahgl the ANC visits, they felt it
was safe to deliver at home. The health workeis thait information about risk
factors during delivery and advantages of healtHifi birth was given during the
ANC sessions, but that the women nonetheless peeffép deliver at homél think

it depends on how the one who checks the ladyeaMNC sessions talks. We are
strict to the ladies who are in high risk, and t&ém to come and deliver here at the
health centre. We do efforts to make them comethetgh many of them prefer

home delivery’(health worker — 20 yrs).

People said that they commonly waited as long asiple, 2-4 days or more at home,
depending on the situation, before they sought fietp a health facility. Bleeding
and retained placenta was seen as emergency dithatademanded immediate
assistance, while obstructed labor tended to dékayecision to seek care with the
hope that the child eventually would corfieeople wait a long time until they decide
to move to the health facility, saying that eveinghwill be ok” (woman, home birth

— 30 yrs). Should problems happen, the women dictlier express that they were
grateful for the existence of emergency service)dnk God for he gave wisdom to
human beings so they could help each other. Thalg coake medicines and they

could cure me when | was to diéioman, facility birth — 27 yrs).

Among the total of 40 informants in the study (IRtsd FGDs), none said they would
deliver at a health facility as their first choidéde health workers who were
interviewed said there were a few women who canueliver at the health centre
without having problems. These were primarily wonadrmo were particularly told by
health extension workers to deliver at a healtHifgcor women who were educated
and had gained a different understanding of theotigeving birth at a health facility,
“Those who have better knowledge prefer to delhare (at the health centre), but
they are not many. In general they prefer to givihtat home, and will come here

only if complications occur(health worker — 23 yrs).

A general skepticism and fear related to delivenyealth facilities was expressed in

the interviews, a skepticism that was often relatetthe methods used there.
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Episiotomy and vaginal examinations were partidulaiked of as problematic.
Informants held that the wound caused by episiotbeated much slower, while the
one formed naturally healed fastér. it (the episiotomy) heals slowly; but when we
give birth at home, is it said that the wounds fedmaturally is saint Mary’s and
heals faster. Therefore, we prefer to give birtinate. That's why elder people wish
us to give birth at home as welfivoman, home birth — 25 yrs). Regarding the
vaginal examination they didn’t only find it vermeomfortable, they also feared that
it could hurt their unborn childThe person inserts their hands in the lady, aneith
the baby’s extremities will be damageg@oman, home birth — 25 yrs). As we saw
during the case above, exposure of the body daetigery due to the taking off of
the clothes, and the birthing position were mertas other reasons for the women
not to deliver at the health facilityThere are some who are too shy to go to health
facility. They fear showing their body to the hbaglersonnel, and thus prefer to

deliver at home’(elderly woman — 56 yrs).

Some moreover feared that the health workers watdep their confidentiality,

and revealed a lack of trust in the health work&mne of the health workers were
aware of this problentThey have a lack of knowledge about the respolitsés of
health workers, they fear that health workers wit keep their privacy(health

worker — 22 yrs). The fact that the health workeese strangers to them, and that the
care and support the women valued from giving atthome seemed to lack among
many of the health workers made people feel tr@ahtalth workers didn’t really care
about them, nor about the result of the deliveMany think that the personnel don't
care about the woman in childbirth, which may résuproblems for the mother and
baby... it is much better at hom@toman, home birth — 40 yrs). The health workers
themselves mentioned that their conduct could faetar that made people stay
away; “We health workers must try to attract them withdytadks, with smooth
sounds and not act angry or as superiors. We shioelldumble and make them wish
to come to us. So, we have to shape (ingalth worker — 23 yrs). Also the young age
of the health workers reduced women'’s trust in tlhecause it was perceived that
their low age implied less knowledge and experi€isoene people complain that the
health personnel may not have enough knowledgeuseaaany of them are young

and fresh”(woman, facility birth — 26) yrs.
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The long distance to comprehensive emergency obstetcare services

Many of the informants were concerned about thetfere were no comprehensive
emergency obstetric care services available nabgayious problems occurred
during a delivery. All interviewed had a maximumlkiag distance of 30 min to the
health centre, but comprehensive emergency olistelre services were located
around 165 kilometers away, which meant that depgnagpon availability of a car
and the road conditions would take around five BbWre have a too long distance to
be treated. Had we had hospitals here, many pesplddn’'t have died. The health
centre we have here can't carry out any operateng the women are suffering on
the way to the hospital and some die before thaghré” (woman, home birth — 30
yrs). In addition to the long distances to get to@®C services, people had difficulties
finding a car when needetfhere is a huge problem when it comes to
transportation, there are few cars available. Maigo live far away in places that no
car can reach”(health worker —20 yrs). The costs were also mestl as one of the
barriers to seek health care during delivemy.wias not the money to cover the fees
for the delivery service that worried the informantost, but the payment of the
transport, i.e. all the money needed to rent aCar.rental from Agemssa — Nekemte
meant paying around 2000-2500 ETB, which is eqeivialo around 87-109 Euro).
This could lead people into debt for yedisjs not so dangerous cost wise if we go
to health centre nearby, but when it is a seriougbfem and it is a must to go far
from here to Nekemte... Transportation costs mugeagslly if we need to rent a
car” (woman, home birth — 25 yrs). But even when poasinmformants said that
money would not be a barrier if the problem wasosisrand the life of the mother
was in danger. They would then borrow money fromeone;‘If something

happens, our being poor will not restrict us froming to a health facility{woman,
home birth — 25 yrs).

The challenge when EmOC are needed: the case of Aya (pseudonym)

The story of Ayantu reveals some of the challeregepuntered when EmOC
services are needed. Ayantu started the laborraghbut the birth did not progress
well and the child didn’t come out. They called foe TBA for help, but still even the
TBA didn’t manage to deliver the child. Finallytexf close to three days she was

brought to the health centre nearby. The groupftilawed Ayantu was told to
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immediately bring her to the hospital for caesasgaation. The relatives started to

look for a car. Ayantu explained:
The contractions began on Wednesday and wetadinid a car on Friday in order
to get to the hospital. It was not so easy to getraFriday evening we found one
and reached the hospital at nighttime. Then théyeldeme. The dust was wearing
me on the way there. | lay on the back of the marjnside. It was not as easy as |
talk now. | was unconscious. They said that hademe less than one hour later |
would have lost my baby and maybe died myself dk Weeard that the baby was
very much green and almost dead but they manageal/tit. (woman, facility
birth — 38 yrs).

Discussion

Triangulation of qualitative data collecting metBedsing in-depth interviews, focus
group discussions and observation were applieddrstudy. In addition triangulation
of sources- interviewing different categories dbimants about the same issue were
applied to ensure comprehensiveness of the dattharghenomenon being studied
(Mays and Pope, 2000) to improve the credibilityhaf findings. During the whole
process the researcher was able to discuss witleslearch assistance about issues
that was not clear and we were also able to digtesmterpretation of the findings.
Related to the informant groups in this studys idiweakness, though the researcher
and assistant strived to find some, that those wonte gave birth at health facility
as the first choice is not included in the studyvduld have broadened the picture as

a whole and the discussion as well.

One of the major challenges using qualitative meshare particularly related to the
researcher self, thus reflexivity of both the reskar and the research assistant was
discussed both prior, during and after the dataceected (Malterud, 2001, Patton,
2002: 65). The researcher coming with another ralltbackground was a potential to
create a gap between the informants and I. In iadditas both the researcher and the
research assistant nurses, the fact that this fatgrcould make the informants
associate us with the professional health sectttaus restrict their openness
towards us was discussed prior to the study staatetithe interviews started in the

community based component to avoid any additiossbaations. The research
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assistant coming from the study area and in additeving a mother who was known
for her skills during attendants of deliveries wasst probably a crucial factor
making the informants welcoming us as well as sagiyitrusting us with openness

and willingness to participate in the study.

It is likely that the findings have quite some dagof relevance also in other
Ethiopian rural settings, knowing that practicesusd childbirth can vary within the
different ethnic groups in Ethiopia.

Factorsinfluencing the place of delivery

Let us at this point return to the AAAQ frameworkan attempt to assess the degree
to which the *availability’, ‘accessibility’, ‘acqeability’ and ‘quality’ concepts seem
relevant in enhancing our understanding of the natat hand. The framework in its
origin was stated in Comment 14 to evaluate that tig health (artcle12) (OHCHR,
2008, p.8-9) and will in this discussion be useththcate where the main barriers to

give birth at health facilities may lie.

With the above study findings fresh in mind theevaince of the so-called
acceptability dimension of the AAAQ framework seexmstand out clearly. The
major finding in the present study was a substhatighasis of the home as the
natural place to deliver your children. In facteewhough quite some attempts were
made to interview women who preferred to give batla health facility, we did not
manage to encounter even a single woman of thegoat, although according to the
nurses such women did at times show up. As we aaong all the categories of the
study informants, except for the health workersnbavas perceived as not only the
natural place to give birth, it was seen to bedpmal place to give birth. The strong
“norm” to give birth at home, and which signalizztiealthy pregnancy and
successful birth, indeed seemed to cause pressuheavoman to deliver at home.
As we saw women who gave birth at health faciliighout having a severe
problem, could be criticized. This seemed to inflcesthe decision-making process,
and even though it was the husband who was saike the decision, his decisions

was influenced by the woman herself, the family emein neighbors (elderly females)
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as well, similar findings has also been found imeotAfrican settings, like Tanzania
and Uganda (Urassa, et.al., 2009, P.225; Kyomuhe&tti9, p.232).

Notions of the “naturalness” of home birth weretliermore strongly associated with
the health and wellbeing and to the safety of thadé compound and its
surroundings, that is in line with findings fromhet settings as well (Adamu and
Salihu, 2002; Magoma, et al., 2010). Cherishinthefhome birth as the ideal birth
was linked to the social dimensions of the birthsitgation; relatives and neighbors
gathered in the compound, and the women entermbadlise remained inside
together with the woman in labor until the very eflde continuous encouraging
words and the chatting seemed to create a supp@miet compassionate atmosphere.
Elderly women sitting behind her back and in frohher legs gave her close bodily
support through slow massage, through the wipirgaafat from her body and
through encouraging words. Despite the warmth fiioenfire in the room, the blanket
remained over the woman’s body preventing expostingtimate parts. The prayers
continuously presented to God and St. Mary for supgt this vulnerable time
moreover enhanced an experience of being in tin ignds. What emerged through
talk and observation was a highly valued birthingcgice, a social and cultural
elaboration of a most critical life event. The enous trust given to elderly women
and to traditional birth attendants is commonlkdd to the respect for the experience
they have in helping women at a most precarious timtheir lives and that fact that

they are all well known persons living in the commty (Urassa, et.al. 2009, p.222),

Perceived benefit- as well gaality of care at health facilities are one important
factor reducing the acceptability to give birthedtealth a health facility (Kerber,
et.al:;, 2007, p.1363), and turned out to be onentapt influential factor. Health
knowledge, perceptions and previous experiencesrartant factors to get a
further understanding of the low number of birttteraded at a health facility
(Gabrysch and Campbell, 2009). Lack of awarenessmiplications that can occur
during and after childbirth, and the advantagegiwinhg birth at a health facility were
mentioned among the health workers as possibler&apteventing the decisions to
seek professional care, and are also highlighteatiogr researchers as important
determinants influencing the decision to seek @dtdeta 2004, p.15; Gabrysch and
Campbell, 2009, p.8).
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In stark contrast to the home delivery, birthsngkplace at a health facility were
associated with birthing situations that were ramtmal, that were not proceeding in a
proper and healthy manner, but were characterigaabbtacles, by situations of
bleeding or conditions where after days of labadrmbt lead to the baby being born,
obstructed labor, i.e. both situations posing seaager to health and life of both the
woman and the baby in her womb. Skepticism, ladkust i.e. lack ohicceptability
was moreover voiced against diverse practices gwposing the woman’s body to
vaginal examination and episiotomy, that is alamfbby researchers in other settings
(Adamu and Salihu, 2002; Magoma, 2010). Strangebugh Caesarian section was
not mentioned a lot, and was not met with the samtigque. Health workers being
strangers to the women in labour were moreovenwithtskepticism as it was not
believed that they could possibly have the samenmtise nor could they have the
same desire to assist the woman in labour asrii@tiners, mothers in law, other kin
or neighbors. Also other studies have revealedttiieatare provided by relatives or
by TBAs is perceived to be more personal, andkstpplace in a manner where
norms and practices are respected (Mathole and §H009, p.205). In the present
study we found that the assistance of traditioméh lattendants was commonly
sought before help at a health facility was sougamily members assisted the
delivery while the TBA became an option primaritydase of difficulties while health
facilities were sought as a third option. This figlis in line with the figures of the
Ethiopian Demographic Health Survey (EDHS), whieheal that more then 60% o
the births in Ethiopia are assisted by family merapeeighbors or others, while less
then 30% are attended by TBAs. The small remaifigquge is made up by births
attended by skilled birth attendants (CSA, 20061p).

In the health facilities there were rarely statittjave the women smoothing and
encouraging words, far less one would find stafowiould pray to God and Mother
Mary in ways that would give women the strengticaay through the immense
hardships of labour. A strong wish to avoid theltmegenters thus emerged in the
informants’ accounts. In fact, the ANC’s sessiomserseemingly sought by the
women primarily to assess whether or not a pregnaas found to proceed in a
smooth, taking that as a go ahead to give birtloate. Antenatal care is to introduce
the women to the health facility with the intentithat the woman will more readily

seek assistance from the health facility durindgdtiith. In addition ANC intends to
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detect and predict possible complications (Magotad; 2010, p.1.2). Research has
however demonstrated that there is not clear ecelédmt ANC attendance has
contributed to a reduction in the maternal monakites, one reason being that a
majority of the challenges that occur during chitttbcannot be predicted or
prevented through ANC screening of ‘high risk maoshéMiller, et.al, 2003, p. 13;
Campbell and Graham, 2006). A ‘confirmation’ of beaing a ‘high risk mother’ can
thus potentially mislead the women to believe thetrything will be fine also during
childbirth. This finding emerged strongly in thecaants of the women in the present

study.

The study findings strongly indicate that theransenormous lack of trust in — or to
use the vernacular of the AAAQ frameworlaeceptabilityof health facilities as
natural locations to give birth. The facilities gilyjwere not perceived to provide
laboring women in the sense of safety, comfortsuqgport and the sense of health
and wellbeing that a successful home birth woultegate. The study findings in the
same vein nourishes the findings of Jordan’s (188&8sical work which so

forcefully reveal that birth giving and practicedated to childbirth is a social- and
cultural event as much as a physiological evengyTdre life events that are culturally
elaborated and made meaningful to the point whanedss to leave the home behind
become very high. The implication is that the bighsituation may reach quite

dramatic points before people leave the home agkl &gsistance at a health facility.

Even though a highlighting of home birth as themédte location for birth giving, and
strong lack oficceptancef birth giving at health facility emerged stronghythe
study, the findings also revealed that bothatailability andaccessibilityof
appropriate health facilities were highly relevéattors to consider in a birth giving
context. The health centre was located within aimam walking distance of 30
minutes from the informants in the present study,tbe distance to comprehensive
emergency obstetric care services was extensidengpiied many hours of travel
and enormous cost in terms of car rerAakilability andaccessibilitychallenges
indeed emerged both in the present study and er gtiadies (Thaddeus and Main,
1994, p.1094-95 and Gabrysch and Campbell, 200@)@artant and decisive actors
when the need for comprehensive emergency obsteatrécarises. Long distance to

the hospital, poor infrastructure, lack of transgtbon and search for funding for car
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rental may lead to substantial delays in reachieghealth services needed. The
serious concern expressed by the informants regatdck of available and
accessible comprehensive emergency obstetric eariess revealed that even
though socio-cultural factors certainly may inflaerdelays in the decision making
process to seek care, assistance will normallybghg when delivery turns truly

problematic. This has also been found in otheristu(Cham, et.al., 2005).

Cost is often mentioned as an important factougricing the decisions to seek care
at health facilities (Gabrysh and Campbell, 20092 Some of the informants did
mention cost of delivery care at the health ceasra factor influencing the decision
to seek health care, but it did not emerge as amaajor. Montagu et.al (2011)
similarly found that costs linked to a facility thrwas commonly not a major reason
for women to deliver at home; their study findingdicated that cost was only
mentioned by 7% of the poorest women as a reasarofeseeking delivery services
at health facilities (Ibid, p.4). Informants didseal however that covering the costs
for transportation in case of emergency could arhtuaums that would lead them
into depth for many years, and in addition couleltime spent in borrowing the

money influence the delay in reaching the healtilifa (Filippi, et.al, 2006).

Interventions to reduce maternal mortality

There is a serious ongoing discussion around fleetefeness of different
interventions, their roles and their ability to ued the maternal mortality. The
substantial emphasis on facility-based birth hanlzeprime strategy as skilled birth
attendants have mainly been located in the heatilittes. This study has
demonstrated however that availability and accéggibf health facilities or skilled
birth attendants may not be enough to secure wameeliver at a health facility.
This finding is supported by a number of other Esidhat indicate that increasing the
availability of health services does not necesgéedd to an increase in utilization
(Thaddeus and Main, 1994, p.1093; Das, et.al, 2BGhi et.al., 2010; Montagu et
al, 2011, p.6). Ethiopia provides us with an exanvphere there has been a
tremendous increase in primary health care seracesthe past few years, but there
is nonetheless a gap between availability and ppita utilization (Seifu, et.al.; 2011,
p.127). Indeed, Ethiopia has proved to have orteeofowest utilisation levels of
skilled birth attendants in the world (ibid).
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In Ethiopia there has since 2003 been a focus omumity based health extension
workers as was mentioned above, where one of the igito make safe deliveries
more available (Moh Ethiopia, 2009), at the samtihe woman can be at home,
able to fulfill her desire and valued practicese Tasults of a study done by Karim,
et.al (2010) write that in this way community bageidnary health care program “can
lead to improved maternal healthcare utilizatidbid, p.99). There are however
numerous potential challenges involved. First bftae health extension workers
must be accepted as female elders who are lethatwomen’s homes. This is not at
all an obvious scenario, and strongly depends wgunthese women are perceived to
be by the house where a woman is to give birth:t\wimals of relationship or kinship
does she the HEW have with the one she is to @3Alkat is her age? Has she given
birth to one or more children? Does she have gioglithat is in line with the one in
the home she is to visit? Does she reveal a fundiainespect for culturally
constituted local beliefs and practice? Motivatitme is strongly embedded in the
society are thus not only solved merely by incregighe availability of health
facilities (Montagu, et.al., 2011, p.7), or by nuienbof HEW, but need to be
developed in line with people’s wishes if they srdoe used. What is more, in case of
complications the HEW is still fully dependent ameffective referral system (Miller,
et.al, 2003, p.15; Abdella, 2010, p.121), whiclthis point remains an enormous
challenge in most rural areas in Ethiopia. EmO®ises are still extremely scarce.
There has thus been a growing and simultaneous farcthe importance of
emergency obstetric care services in the efforédmice the number of maternal
deaths (Paxton, et.al., 2005, p.189). Emergenctetrlzscare moreover has to be
available, accessible and acceptable for the wandrtheir families (Miller, et.al,
2003, p.14; Montagu et al, 2011, p. 7).

Comprehensive EmOC services do indeed tend todeeglin urban areas (Paxton,
et.al, 2006, p.303). There are emerging attemgdiading alternative ways of
approaching the challenges linked to the low abditg of EmOC serives. In order to
meet the needs and use the existing human resdhieresis an ongoing task-shifting
initiative in Ethiopia, training health officers perform Caesarean sections, an
initiative which seem to demonstrate interestinggpess (Seifu, et.al:, 2011, p.138).
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Conclusions

We started out by referring to WHO's strategy tactethe MDG5 which aims at
making every woman deliver at a first level hedétility by a skilled birth attendant
with the possibility of back up if complicationsecar (World health report, 2005,
p.71-72). Availability and accessibility of thessdces are essential. This study has
however primarily indicated the immense importaotkcal acceptability of the
health services that are to be provided. What igefribis difficult to see that unless at
least parts of the culturally embedded contentoohé birth is respected and is
allowed to live on it will be difficult to ensurenapenness to new maternal health
interventions such as acceptance at large scassigtance by HEW at home. On the
bases of this study’s findings it is far easieetwisage utilization of comprehensive
emergency obstetric care services, as in crisiditions at least the study informants
in the present study were willing to go to extrderggths to save mother and child.
Indicating that the importance atceptabilityregarding facility births were different

between care seeking during ‘normal’ deliveries enchse of complications.
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Appendixes

Appendix 1) Informed consent

Informed consent
My name is Mette @xnevad and | am a Master stuattiite Centre for International

Health, University of Bergen, Norway. My supervis®Professors Astrid Blystad, at
the Department of Public Health and Primary He@ldéne; University of Bergen,
Norway. As part of my study, | am doing a resegnaject entitledPerceptions,
practices and health seeking behaviour relatecatilify- and home based birth: A

gualitative study from rural Ethiopia.

In this research | wish to explore the context bdlihe numbers of maternal
mortality and morbidity, to get in-depth informatiabout choices people make, the
practises they have, and their health seeking hetaw relation to childbirth. There
will be an interview where | have some questiomggrding this topic. This is a
voluntary study. It is your right to refuse to amswhe questions, and to withdraw
from the study at any time without giving any reasor it, and with no
consequences. The information that you are goirggvi® will be tape-recorded upon
your consent, and notes will be taken without rémgahe name of the participants.
The recordings and transcriptions will only be ubgdhe researcher and the
assistant, and will be handled with strict confitility. All the information will be
deleted after | finished with the thesis, by endvialy 2011. Feel free to ask questions

at any time before, during or after the interview.

If you understood the information above and agoégse sign below.
Thank you so much!

| understand the purpose of this study and | hecelmgent to participate

Participant:

Date:
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Appendix 3) Definitions

Let us at this point introduce a few central deioms.

Maternal mortalityis defined as: “the death of a woman from any eausile
pregnant or within 42 days of termination of thegancy by abortion or delivery”
(Lindstrand, et. al. 2006, p.235).

Maternal mortality ratio(MMR) “represents the number of maternal deaths pe
100 000 live births”(Ibid, p.236).

Lifetime risk of maternal deatiefers to a woman'’s “lifetime risk of maternal ttem
any particular pregnancy multiplied by the totahther of times she is likely to
become pregnant” (Wall, 2002:896). Comparing Nayed Ireland you find that a
woman’s lifetime risk of dying from pregnancy-reddtcomplications is 1 in 7 in
Niger versus 1 in 48 000 in Ireland (WHO et. al020p.1). In Ethiopia the figures
are 1in 27 (lbid, p.24).

“Maternal morbidityrefers to all complications of pregnancy, delivangd abortion”.
(Lindstrand, et al. 2006, p.239). Obstetric fistglan example of one devastating

complication related to obstructed labour.

Skilled Birth Attendan{SBA): “an accredited health professional — such as a
midwife, doctor or nurse — who has been educatddrained to proficiency in the
skills needed to manage normal (uncomplicated)maeges, childbirth and the
immediate postnatal period, and in the identifmatimanagement and referral of

complications in women and newborns” (WHO, 2011)p.

“A Traditional Birth Attendan{TBA) is a person who assists the mother during
childbirth and initially acquired her skills by detring babies herself or through
apprenticeship to other traditional birth attenda@VvHO, 1992, p.4).

“A trained Traditional Birth Attendans a TBA who has received a short course of
training through the modern health care sectopgrade her skills” (WHO, 1992 ,

p.4).
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The World Health organizations’ handbook of monitgremergency obstetric care
(2009) use the following functions to identify bmand comprehensive emergency
obstetric care:

Basic emergency Obstetric Caradminister parenteral antibiotics”, administer
uterotonic drugs like oxytocin, “administer pareateanticonvulsants for pre-
eclampsia and eclampsia (magnesium sulfate), “migmeanove the placenta”,
“remove retained products”, “perform assisted vabdelivery” and to “perform
basic neonatal resuscitation (WHO et.al; 2009, p.7)

Comprehensive emergency obstetric c&emprehensive EmOC services imply all
the basic EmOC services mentioned above. In add@mmprehensive EmOC
services perform e.g. cesarean section and blaadftrsion (WHO et al.; 2009, p.7).



Appendix 4) Interview guides

1) Interview guide for women in childbearing age
Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.

1. Background information
» Age
* Work
* Educational status
*  Number of children
* Marital status

» Ethnic group

2. How did you find out about your pregnancy or pressi@regnancies?

e Signs & symptoms

3. Did you seek advise from someone when you firshied you where
pregnant?

*« Mother, mother in law

TBA's/"experienced mothers”

religious leaders, healers,

ANC / health personnel

4. How was your pregnancy?

* Normal
 Nausea
* Bleeding

* Back pain
* Other



5. How did your lifestyle change during the coursgaiir pregnancy?
* Food-intake
*  Workload

6. Have you experienced any problems/complicationsxgwour pregnancies?
* If yes, what happened?
¢ What did you do?

» Asked advises from relatives, TBA's, health persnhealers, etc.?

7. When delivery is approaching, what kinds of prepanado you do?
* Finding a birth attendant
* Preparation of the home
* Any preparation in case of complications? like sgvinoney to go to
health facility, planning for transportation?
* Other

8. Where did you give birth to your child/children?

9. Can you please tell me where you prefer to deliver?
Why?
Probing if it is home:
» Distance
*  Money
» Traditions/practices — if yes, what kinds?
* Previous experience from health facility?
* Birth attendants
Probing if it is health facility:
» Safety

* Don’t know people to help with home delivery

10. Can you please describe for me a home delivefyghé delivered at health
facility, go to interview guide 2)
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Who are attending?

Who is present in the room?
Birthing practises — who does what?
Expression of pain?

Stomach rubbing with butter?
Prayers?

Song / dance?

Others?

11. What will you do just after the delivery?

Who remove the cord, placenta and blood?
What do you do with it?
Take rest?

Eat — what kinds of food?

12. wWhat will be done with the baby just after it srb?

Feed the baby? With what (breast milk, cow milkiewg?
The cord tip on the baby?

Will it stay with you, or others soon after?

Prayers?

Others?

13. Can you mention complications that can ariserduoir after the delivery?

Bleeding
The baby will not come out (Obstructed labour)
Fever

Etc

14. wWhat are the reasons for such complications?

Gods wiill

Curse

Xl



15. Have you experienced complications during pregpachildbirth or after
giving birth? Or do you know someone who had?
Probe:
» Sister, neighbour?

* If yes, what happened?

16. What will you do if complications arise during thirgiving?
*  Who will you seek help from first? (TBA’s, healehgalth
personnel?)
* Pray

e Other practises/rituals?

17.Who will decide where to seek help and when if pboations arise?
e Husband?
e Mother?/Mother in law?

*  You self?

18. What are the barriers to seek help?
*  Money
« Distance/Transport
* Language
» Lack of courtesy at health facility
» Lack of trust to the health facility
* Previous experience or others experiences

¢ Others?

19. Can you give me one example on someone who tiasme at a health
facility? (If she didn’t give birth in a health fiéity herself)
* How was their experience there?
* How was they treated?
« What did they find to be different from giving hirat home?

- Thank you so much!
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2) Interview guide for women who have delivered a health facility

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they
are going to provide.

1. Background information
* Age
* Work
» Educational status
* Number of children
e Marital status

» Ethnic group

2. Was it your first time to deliver at a health fagiP If not, for how many

times?

3. Why did you choose to deliver at the health faglit
* Previous experience
» Complications last pregnancy

* Encouragement from family and friends

4. Can you please tell me your experience from givaimth at a health facility?
» People being present at delivery (male workersjljamembers)?
* Privacy?
* Practises
e Language barriers?
* Sounds and smell?
¢ Respectful conduct?

* Good/bad experience?
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5. Was there anything you missed?
6. Have you also delivered at home before, if yes,yoanplease compare it

from giving birth at a health facility?

- Thank you so much!
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3) Interview guide for husbands/partners

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.

1. Background information
* Age
Work

Educational status

Number of children

Marital status

Ethnic group

2. When were you told about your wife/partner’'s preung®
e Soon as your wife/partner got to know it?
e After days, weeks, months?

* Nobody told you, you knew it by seeing her growstgmach?

3. Who told you about the pregnancy?
* Wife/partner

* Mother, family members

4. Did you give any advise, instructions or prohiits for you wife/partner
during pregnancy? In that case, what was it?
« Eating habits
*  Work loud
e Seeking for medical advises (popular-, folk andgssional sector)

* Visiting an antenatal clinic

5. Depending on the problem, if your wife/partner ex@nced any problems

during pregnancy, what will you advise her to do?
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* Pray

» Take arest

* Go to her mother

* Seek advise from a TBA/”experienced mother”
* Healer

* Go to a health facility

6. When the delivery is approaching, is there anytlyimg will do for
preparation?
e Support your wife?
» Will stay out of the house?

* Arranging for transport and money in case it wélieeeded

7. Where do you prefer your wife/partner to deliver?
e Home

* Health facility

8. Why do you prefer that?

9. Who decides where your wife/partner should deliver?
e Mother in law, your mother
e You (Husband/partner)
e Your wife/partner
* The eldest in the household
* Others?

10.Do you know any complications that can arise dugreggnancy, childbirth or
after birth?

* Bleeding

e The baby will not come out (Obstructed labour)
* Fever

* Other?
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11. Do you know the reasons why these different coragibbns arise?
e The will of God

¢ Punishment — what kind?

* Physiological reasons
e Other?

12. Have you experienced that your wife, neighbowtesihave suffered from

such a complications? If yes, can you please teft m

- Thank you so much!
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4) Interview guide for Traditional birth attendants

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.

1. Background information
* Age
* Work
* Educational status
* Number of children
* Marital status

» Ethnic group

2. Can you remember when you started as a TBA/ attgrakliveries?
 When you where in childbearing age?
» Atfter all children was born

e After menopause

3. Can you please tell me why you started?
* You always wanted
* Need for it in the community
* It has been a duty in your family for generations

* You needed money

4. How does the community give value to this task?

5. Why do you think most women deliver at home?
* They feel safer home
* That has been done for generations
* Long distance

*  Money
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6. Do women seek your advice during their pregnanoyel If yes, what do

they commonly seek advice for?

7. Can you normally help them with their questionsigeans? If not, what do
you do?
* Wait and see?
» Other?

8. When you are going to attend a delivery do you niegaepare yourself?

* If yes, in what way?

9. Can you please describe a “normal” delivery attecda@
* Number of people in the room?
* Who is in the room?
* Rituals
* Prayers, songs, sayings
* Birthing practises
* Position/pushing
* Belts

e What is done with the placenta?

10.What happens when there are complications duritigetlg or after birth?
* Practises of handling obstruction

» Practises of handling bleeding, fever

11.Can you please give me an example of a deliveryeviinere were

complications?

12.Have you experienced, or know somebody, that digthg labour, or just
after giving birth? If yes, can you please tell wigat happened?

13.What do you think about giving birth at a healtbility?
- Thank you so much!
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5) Interview guide for women attending antenatal ¢hic sessions

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.

1. Background information
* Age
* Work
* Educational status
* Number of children
* Marital status

» Ethnic group

2. How did you know that you where pregnant?
» Self-diagnosis? — What kinds of symptoms/indication
* A doctor’s diagnosis?

e Others?
3. After you knew about your pregnancy, when did geek the antenatal
clinic?

» days, weeks, months

4. Do your husband/partner, mother/mother in-law aginaeyou attend these

sessions?

5. How often do you attend these sessions?

6. How do you find these sessions?

* |Informative/useful/useless

7. How has the pregnancy affected you?
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8. Have you had any problems in your pregnancy solfai@s, what kinds of?

* Nausea
* Back pain
* Bleeding

* High blood pressure?
» Others?

9. Do you seek advises from other places as well?
* TBA's, experienced mothers
* Healers
* Religious leaders

* Family members

10.Where have you decided to deliver?
* Why did you decide that?
* Was it your choice?

» Did your family agree? — any pressure?

- Thank you so much!
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6) Interview guide for health workers

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.

1. Background information
* Age
* Work
* Educational status
* Number of children
* Marital status

» Ethnic group

2. How do you like your job here at the health fagHit
* Nice to help people?
* Challenging?
* Good/bad work environment?
* Tiresome?

o Little payment?

3. Women attending antenatal sessions, do they normeliver at home or

here at the health facility?

e Do you know why? / Reasons for that?

4. Most women in Ethiopia deliver at home, why is that

5. What do you think about to give birth at home?

6. What do you think about the job the TBA’s do?

7. Do you have any form of contact / cooperation \liteim?
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8. Do you have any suggestions on how to make moreemaieliver at a health
facility with skilled birth attendance?
* Which factors do you think could contribute to geire women to
deliver at a health facility?

9. What do you think is the way to reduce maternaltediby?

Thank you so much!
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7) Interview guide for elderly women

Date of interview:

Location:

Introduce the purpose of the interview, and assandidentiality of information they

are going to provide.
1. Background information
a. Age
. Work

Educational status

b
c
d. Number of children
e. Marital status

f

Ethnic group
2. When did you start to attend deliveries? Whyyaid start?

3. Why do you think many women in labour call fauywhen they need assistance

during homebirth?

4. Where do you think most women in Ethiopia deftvAnd why is that?

5. Can you please describe for me a home delivatiy&t will be your main tasks?
6. What do you think about giving birth at a heddtbility?

7. Do you know about any complications that caruoduring before, during or after

delivery?
8. Have you experienced such complications? If st happened? What did you

do?

Thank you so much!
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Appendix 5) Topic guides for focus group discussian

1) Topic guide for FGD with women giving birth at home

1.

2.

Where do you prefer to deliver? And why?

Who decide where you should deliver?

. Where do you think most women in Ethiopia defivAnd why is that?

. Can you please describe for us a home delivery?

. Is it good or bad to deliver at home? And whyRRaiMs good/bad?

. Is it good or bad to deliver at a health fagiiAnd why? What is good/bad?
. Is there something that can go wrong duringraéndeliver? What?

. In case of something wrong happen, dependirtheproblem, what will you do?

2) Topic guide for FGD with women giving birth at health facility

1.

2.

Where do you prefer to deliver? And why?

Why did you give birth at a health facility?

. Who made the decision that you should deliver flaalth facility?

. Where do you think most women in Ethiopia defivAnd why is that?

. Is it good or bad to deliver at a health fagiitwWhy? What is good/bad?
. Is it good or bad to deliver at home? And whyRRails good/bad?

. If you will be pregnant again, where would yikelto deliver?
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