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Abstract 
Background: Proper medical attention and hygienic conditions during delivery can reduce the 
risk of Complications and infections that can cause the death or serious illness of the mother 
and/or the newborn baby. Institutional delivery by skilled attendants is very important to reduce 
maternal and infant mortality; however, there is a paucity of data on the magnitude and 
associated factors especially in the agro-pastoral communities. Objective: To assess the 
magnitude and associated factors for institutional delivery service among women of reproductive 
age who gave birth in the last 12 months preceding the survey in Ayssaita district. Methods: A 
community-based cross-sectional study was conducted from April 27- 09 March 2015. Data 
were collected from a sample of 580 women in the district using structured questionnaire.  
Bivariate and multivariate analyses were conducted and Odds ratio with 95% CI was estimated 
to identify predictors of institutional delivery care utilization. Statistical level of significance was 
declared at p < 0.05. Results: The study revealed that 36.1% of deliveries were assisted by a 
skilled health professional at a health institution. Four hundred ninety-six (86.4%) of women 
attended at least one antenatal care visit during last pregnancy. Among women who attended 
ANC, more than half (74.6%) of the women made their first visit during second and third 
trimester of pregnancy and 49.9% had less than four antenatal visits. Women’s educational level 
(AOR=2.46, 95%CI=1.39,4.34,AOR=2,88,95%CI=1.43,5.81)and husbands educational 
status(AOR=0.39,95%CI=0.19,0.79), marital status (AOR=3.97,95%CI=1.07,14.70),and 
frequency of  ANC visit (AOR=3.23, 95%CI=1.02,10.27) were positively associated with  
institutional delivery care utilization. Conclusions: The utilization of institutional delivery care 
services is inadequate in the study area. Improving the status of women by expanding 
educational opportunities, strengthening health extension workers to create community 
awareness of the program with the focus on obstetric danger signs of pregnancy and place of 
delivery are warranted. 
Keywords: Antenatal care, delivery care, and Ayssaita district. 
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Introduction 

Background: According to WHO, 
“Skilled birth attendant” or “skilled health 
personnel” refers to a health professional 
such as a midwife, doctor or nurse, who is 
trained and competent in the skills needed to 
manage normal childbirth and the immediate 
postnatal period, and who can identify 
complications and, as necessary, provide 
emergency management and/or refer the 
case to a higher level of health care (WHO, 
2008). 

Institutional delivery means when a 
pregnant mother gives birth at health 
institution assisted by skilled birth 
attendants. Proper medical attention and 
hygienic conditions during delivery can 
reduce the risk of Complications and 
infections that can cause the death or serious 
illness of the mother and/or the newborn 
baby (WHO, 2008) 

The fifth Millennium Development 
Goal is to achieve a 75% reduction in 
maternal mortality and 2/3 reduction in child 
mortality between 1990 and 2015. 
Emergency obstetric care (EmOC), access to 
family planning, and skilled attendance at 
birth are three key interventions that have 
been implemented globally to reduce 
maternal mortality (WHO, 2004). 

There are two types of EmONC; 
Basic and Comprehensive EmONC. Health 
Centers can give Basic Emergency Obstetric 
and Newborn Care (BEmONC) which 
includes administering of   Antibiotics, 
Anticonvulsants, Uterotonics, Manual 
removal of the placenta, assisted vaginal 
delivery, Removal of retained products and 
Newborn resuscitation. Referral Facilities 
(Hospitals) gives Comprehensive 
Emergency Obstetric and Newborn Care 
(CEmONC) that includes Basic EmONC 
plus:  Cesarean sections and Blood 
transfusion (WHO, 2009). 

However, in spite of global efforts to 
reduce mortality, the World Health 
Organization (WHO) reports that the global 
maternal mortality ratio (i.e., the number of 
maternal deaths per 100,000 live births) 
declined by only 2.3% per year between 
1990 and 2008 This is far from the annual 
decline of 5.5% required to achieve the fifth 
MDG(Adisasmita et al., 2008). 

Wide disparities are found among 
regions in the level of skilled attendance at 
birth—ranging from nearly universal in 
Eastern Asia and the Caucasus and Central 
Asia (100 percent and 97 percent, 
respectively) to a low of about 50 percent in 
Southern Asia and sub-Saharan Africa, the 
regions with the highest levels of maternal 
mortality (United Nations, 2013). 

Health problems during pregnancy 
may have serious consequences, not only for 
the woman but also for her child, her family, 
and her community as well. Maternal health 
has emerged as a global priority because of a 
great gap in the status of mother's well-being 
between rich and the poor countries. In 
developing countries, many women suffer 
from the ill health during pregnancy and 
childbirth (WHO, 2011). 

Although most pregnancies and 
births are Uneventful, approximately 15% of 
all pregnant women develop a potentially 
life-threatening Complication that calls for 
skilled care and some required a major 
obstetrical intervention to Survive. If 
Emergency Obstetric Care is available, and 
women can access it in time, women’s lives 
can be saved (WHO, 2002). 

A promising intervention is the 
upgrading of health centers and other small 
facilities to enable them to provide basic 
EmONC. A health center that provides basic 
EmONC can prevent many maternal and 
perinatal deaths. For some conditions (e.g., 
some cases of postpartum hemorrhage 
[PPH]), basic care was sufficient; for other 
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complications (e.g., severe preeclampsia, 
obstructed labor), higher-level treatment is 
required. Even then, first aid can save lives 
because a woman’s condition can be 
stabilized before she is referred(WHO, 
2009). 

Statement of the problem: In 2000 
at the UN Millennium Summit, 147 heads of 
states adopted the Millennium Declaration, 
with the aim, among others, of reducing 
worldwide maternal mortality by 3/4 and 2/3 
reduction in child mortality by 2015. The 
deadline is approaching and the progress to 
reduce maternal mortality has been slow. 
This is particularly worrying in sub-Saharan 
Africa where more than 162,000 women die 
each year during pregnancy and childbirth, 
most of them because they lack access to 
maternal health care, mainly skilled delivery 
attendance, comprehensive and basic 
emergency obstetric and neonatal care 
(United Nations, 2010; WHO  et al, 2012). 

Globally, the problem had a decline 
of 47% from levels in 1990. From 287 000 
maternal deaths occurred in 2010, Sub-
Saharan Africa (56%) and Southern Asia 
(29%) accounted for 85% of the global 
burden (245 000 maternal deaths) in 2010. 
At the country level, two countries account 
for a third of global maternal deaths: India at 
19% (56 000) and Nigeria at 14% (40 000).  
The global MMR in 2010 was 210 maternal 
deaths per 100 000 live births, down from 
400 maternal deaths per 100 000 live births 
in 1990. The MMR in developing regions 
(210) was 15 times higher than in developed 
regions. Sub-Saharan Africa had the highest 
MMR at 500 maternal deaths per 100 000 
live births, while Eastern Asia had the 
lowest among MDG developing regions, at 
37 maternal deaths per 100 000 live births( 
WHO, 2010  ). 

In settings where maternal mortality 
is highest, three crucial delays are directly 
associated with elevated rates of maternal 
mortality: (1) delay in seeking health care 

(delay in recognizing the problem and 
making a decision to seek care), (2) delay in 
reaching a health facility, and (3) delay in 
obtaining appropriate care upon reaching a 
health facility (Thaddeus and Maine ,1994). 
Women who give birth in rural areas are still 
at a disadvantage in terms of the care they 
receive. In 1990, 44 percent of deliveries in 
rural areas of the developing world were 
attended by skilled personnel, versus 75 
percent in urban areas. By 2011, coverage 
by skilled birth attendants increased overall, 
but the urban-rural gap persisted: More than 
half (53 percent) of women in rural areas 
received skilled attendance at delivery, 
versus 84 percent in urban areas. In sub-
Saharan Africa and Southern Asia, the gaps 
were even larger (United Nation, 2013). 

Preventing high maternal morbidity 
and mortality to ensure that women 
including neonates receive appropriate care 
during delivery still remained one of the 
critical issues. One of the reports of United 
Nations Children's Fund (UNICEF) showed 
that 4 in 10 of all births worldwide are not 
assisted by skilled health personnel. Sub-
Saharan Africa and South Asia have the 
lowest levels of skilled birth assistants and 
bear the greatest burden of maternal 
mortality (UNICEF, 2008). 

Donnay pointed out that 98% of 
perinatal and maternal deaths due to 
pregnancy-related causes occur in 
developing countries (Asia and Sub-Saharan 
Africa), with India alone accounting for 
25% of such deaths worldwide while six 
other countries – Bangladesh, Ethiopia, 
Indonesia, Nepal, Nigeria, Pakistan accounts 
for a further 30%. At present, 1 woman in 
12 died of maternal causes in Sub- Saharan 
Africa, compared with 1 woman in 4000 in 
northern Europe and perinatal mortality rate 
10/1000 live births (Donnay, 2000; 
WHO/FRH/MSM, 1996). Ethiopia is also 
among the 10 countries with the highest 
numbers of intrapartum-related neonatal 
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deaths and intrapartum stillbirths (Lawn et 
al., 2009). 

Existing evidence suggests that in 
any population, 1-2 percent of pregnant 
women were developing life-threatening 
obstetric conditions during childbirth. If they 
fail to receive rapid medical interventions, it 
is likely to result in a maternal death. While 
complications responsible for most maternal 
deaths are often unpredictable (Antwerp, 
2013; Paxton et al., 2005). 

The risk of dying from pregnancy in 
Africa is 1 in 16; in Asia, 1 in 65; and in 
North America, 1 in 3,700. The overall risk 
for developing countries is 1 in 48, whereas 
in industrial countries the risk is 1 in 1,800 
(ICPD, 1994). A study done in 2008 has also 
shown that in sub- Saharan African 
countries, the progress towards achieving 
MDG5 has been slow because of a poor 
quality of care, low access, inadequate 
skilled personnel and financial barriers to 
care (Hogan, 2010). 

In Ethiopia, only 15% of deliveries 
took place in health institution (CSA, 2014). 
Also only 3% of institutions that routinely 
provided all signal functions. 6% of women 
with obstetric complications were treated in 
health institutions, whereas only one-half of 
these women were treated in fully functional 
comprehensive EmOC facilities. The study 
concluded that far too few public institutions 
to meet the indicators set by the UN 
standards (Admasu Kebede et al., 2008) 

The major immediate causes of 
maternal deaths in Ethiopia are 
infections/sepsis (47.1%), hemorrhage 
(29.4%), severe pre-eclampsia/eclampsia 
(7.6%), obstructed/prolonged labor and 
ruptured uterus (2.9%), with complications 
from unsafe abortion accounting for the 
remaining 2.9% of maternal deaths. The 
indirect obstetric causes are anemia, 
HIV/AIDS, and cardiovascular diseases and 
account for 10% of maternal deaths (Samuel 
Hailu et al., 2009). 

A few studies carried out in some 
parts of Ethiopia shows that Place of 
residence, Antenatal Care visit and maternal 
and husband educational level, birth order 
and parity were found to be associated with 
institutional delivery service utilization 
(Abdella Amano et al., 2012; Asmeret 
Moges, 2013; Daniel Bogale and Desalegn 
Markos, 2014). 

Community-based studies, which can 
clearly show the effects of place of 
residence, husband and women education 
and parity on the utilization of institutional 
delivery with the target population of 
women who gave birth 12 months prior to 
the survey has less conducted in the study 
area. Researchers have devoted considerable 
attention to the importance of accessibility 
to health services on health outcome in the 
country, little is known about the status and 
factors influencing the use of delivery 
service in a rural area particularly Afar 
Region. Studies have found that care during 
pregnancy, delivery, and postnatal period 
can positively improve the health of the 
mother and infant.  Also, the existence of 
gap among regions in health facilities 
delivery being very low in Afar region 
compared to other regions in Ethiopia 
necessitated the need to find out factors that 
have to be considered is significant to 
improve delivery in health facilities in this 
region particularly in Ayssaita district. 
Therefore, this study is tried to identify the 
level of institutional delivery service and 
associated factors among women of 
reproductive age who gave birth in the last 
12 months in Ayssaita district, Afar 
northeast, Ethiopia.  

 The significance of the study: The 
information obtained will be useful for the 
community and decision makers at the 
district and regional level in planning, 
implementing and evaluating various 
interventions related to research findings to 
reduce maternal and neonatal mortality rate. 
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Understanding of the utilization level of 
institutional delivery and associated factors 
at the community is very crucial in 
designing and implementing interventions 
that increase the institutional delivery care 
services in Ayssaita District. 
1)  General Objective 
� To assess the magnitude and associated 

factors for institutional delivery service 
among women who gave birth in the last 

12 months preceding the survey in 
Ayssaita district, afar, northeast Ethiopia 
from Feb 27-March 09,2015. 

2)    Specific objectives 
� To determine the level of institutional 

delivery service in Ayssaita district.  
� To identify factors that influence 

women’s utilization of institutional 
delivery service in Ayssaita district 

Figure1. A conceptual framework to investigate factors associated with maternal institutional 
delivery care utilization among women of reproductive age in Ayssaita district, Afar, 2014/2015. 
 

Source: Adapted from Asmeret Moges Mehari. (2013) 

Method and Materials 
Study Area and Period: Afar 

Region has five zones & 31 
woredas(Districts). Ayssaita is one of the 31 

woredas in the region and relatively with the 
highest number of health facilities one 
hospital, one Health center and five clinics. 
Each health station is within a distance 
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ranging 5-17kilometres from the main town. 
The study area is Ayssaita district located in 
zone one, Afar region North East, Ethiopia. 
It is about 700 Km from Addis Ababa with 
an estimated population of 64,393 of which 
34,382 are males and 30, 011 females and 
the expected numbers of pregnant women 
are 2576 (CSA; 2011). The District is 
subdivided into 2 urban and 11 rural kebeles 
(Smallest administrative units of Ethiopia). 
The woreda though it is found in pastoralist 
region; it has a relatively settled population. 
However, the utilization of health services in 
general and maternal healthcare service, in 
particular, is very low even lower than the 
national coverage figure. According to 
EDHS (Ethiopia demographic and health 
survey), 2011 the antenatal and delivery care 
in Afar region was 32.3% and6.6% 
respectively. The study was done in 
Ayssaita district, afar, northeast Ethiopia 
from Feb. 27– Mar. 09, 2015. 

Study Design: Community-based 
cross-sectional study design was employed 
for the quantitative study. 
3) Source population: All women 

who gave birth in the last twelve months 
in the Ayssaita district, northeast 
Ethiopia. 

4) Study Population: Women who gave 
birth in the last twelve months period 
preceding the study and residing in the 
district for at least 6 months from 
randomly selected kebeles.  

5) Inclusion criteria: Women who 
delivered during a one year period 
preceding the study and who are residing 
in the study area for 6month. 

6) Exclusion criteria: Women who had 
delivered during the reference period in 
the study area but are critically ill and or 
are unable to talk or listen during the 
data collection period.  

7)  Sample Size Determination: For 
objective 1:  usage level of institutional 
delivery care among women of 

reproductive age (15-49). The sample 
size was determined by using the 
formula for single population Proportion 
based on the assumptions: in the 
previous prevalence data on the 
population under study, p was 0.066 
with 3% margin of error and 95% 
confidence level of certainty. The actual 
sample size was calculated using single 
population proportion formula. 

 
n= (z α/2) 2. P (1-P) = (1.96) 2. 0.066(1-

0.066) 
(d) 2                            (0.03) 2 
Where: P= Prevalence of 

institutional delivery utilization the region 
was 6.6 %( CSA, 2011) 

d =the margin error between the 
sample and the population (0.03). 

Z α/2= critical value at 95% 
confidence level of certainty (1.96). 

The calculated sample size=263. 
10% non response rate=26. design 

effect=2 
Total= 580 sample of women of 

reproductive age who had given birth 12 
months before the date of data collection. 

For objective 2: Factors associated 
with institutional delivery care, Sample size 
was calculated using EPI-Info version 3.3.2 
statistical software program for two 
population proportions formula: To 
determine the sample size the following 
assumption was made: women's knowledge 
was found to be factor determining 
utilization of delivery service (Daniel 
Bogale and DesalegnMarkos, 2014; Yealem 
Tsegayet al., 2013; Worku Awokeetal.., 
2013; Gurmesa Tura et al, 2008) where, 

P1=Proportion for women with 
knowledge of delivery service, 14.5 
%(nonexposed) (Gurmesa Tura et al,2008). 

P2=Proportion of women with no 
knowledge of delivery service, 3.2% 
(exposed) (Gurmesa Tura et al, 2008) 
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The sample size was 115 for with no 
knowledge of delivery service and 115for 
women with knowledge on delivery service. 
Considering non-response rate of 10%. And 
design effect two the total calculated sample 
size was 506 women of reproductive age 
who had given birth 12 months prior to the 
date of the data collection. By comparing the 
two sample sizes calculated using single and 
double population formula which is506and 
580respectively, the larger sample size (580) 
was the total sample size for the study. 
8) Sampling technique: In this study, a 

multi-stage sampling technique was 
applied to select study subjects. The 
district was divided into urban and rural 
kebeles. Urban consists of two kebeles 
and the mural consists of eleven kebeles. 

One Kebele from urban, four kebeles 
from the rural district were identified, 
using simple random sampling method. 
Then sampling fraction for each of the 
selected kebeles was determined by 
probability proportional sampling 
method. Then used a systematic random 
sampling technique to reach each sample 
households. Whenever more than one 
eligible respondent was present in the 
same selected household, only one 
respondent was be chosen by lottery 
method (simple random sampling). 
Revisits of three times were being made 
in the case where eligible respondents 
were not available at the time of the 
survey.

 

 
Fig 2: Diagrammatic presentation of a sampling technique for the study magnitude and 

associated factors for institutional delivery care service among women who gave birth in the last 
12 months in Ayssaita district, northeast Ethiopia, 2015. 
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9) Data collection tools: The design of the 
quantitative study was used to determine 
institutional delivery care utilization and 
associated factors. Quantitative data was 
collected using a structured interview 
questionnaire which is adapted from 
JHPIEGO (JHPIEGO, 2004). The 
questionnaire was prepared in English, 
translated to Amharic and local language 
(Afargna) and retranslated to English by 
different individuals to check for 
conceptual equivalence. The interview 
questionnaire had three parts: Socio-
demographic and economic parts, 
women's autonomy, questions related to 
the history of recent pregnancy and 
childbirth.   It consisted of 42 interview 
questions.  The pretest was done on 
respondents of the same characteristics 
to the study subject outside the kebeles 
not included in the study.  

10)  Data collection procedure: Eight 
female diploma holder data collectors 
were recruited and trained by the 
principal investigator for two days on 
details of interviewing technique with 
respect to the questionnaire provided. 
And two BSC nurse supervisors were 
assigned from district health bureau. The 
responsibilities of the supervisors were 
checking whether the questionnaires are 
correctly completed or not. The 
enumerators and supervisors were be 
given training for two days on 
procedures, techniques, and ways of 
collecting the data. The questionnaires 
were pretested in a community similar to 
the study population urban and rural 
kebeles before beginning the actual data 
collection process and the necessary 
modification was be made and care was 
taken not to include those who already 
participated in the pretest. 

11) Dependent variable: Utilization of 
institutional delivery service  

12) Independent variables: 
Sociodemographic characteristics (age, 
religion, marital status, parity and place 
of residence.)Socio-economic 
characteristics (education Level women 
and husband occupation, and household 
income.). Other variables are traditional 
beliefs. 

Operational definitions: 
Access to health facility; -the 

pregnant women being no more than an hour 
from health facility by local means of 
transportation, or availability of health 
facility within one hour’s walk or travel. 

Institutional delivery: a woman who 
delivered at health institution and attended 
by skilled health personnel. 

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

Practice means when a mother uses 
institutional delivery service. 

Skilled attendants refer to people 
with midwifery skills who have been trained 
to proficiency in the skills necessary to 
manage normal deliveries and diagnose, 
manage or refer obstetric 
complications’(nurses, midwives, doctors, 
health officers)  (WHO). Data Quality 
Control:  

To assure the quality of data, 
properly designed data collection 
instruments were developed. Training was 
given for data collectors and supervisors’. 
Everyday 5% of the collected data was 
reviewed and checked for completeness and 
relevance by the supervisors and principal 
investigator for immediate action. The data 
collector and supervisors were be given 
intensive training on its objective. Also 
conducted pretest for data quality. Double 
data entry was used to avoid data entry 
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errors. Data cleaning was done to identify 
errors.       

Data Analysis:  Data was entered 
into EPI-data 3.0 and transported to SPSS 
Version20 for further processing and 
computation. Frequencies, percentages and 
summary statistics were computed to 
describe the study population in relation to 
relevant variables. The bivariate analysis 
using cross tabulation was done to see the 
association between dependent and 
independent variable. Multivariate logistic 
regression analysis was employed to control 
for possible confounding effects and 
assessed the separate effects of each 
variable. The odds ratio was calculated with 
95% confidence interval and determine the 
strength of association. Variables found to 
be significant (p<0.2) in a bivariate analysis 
was used in multiple variable models also 
based on context and previous study result. 
Statistical significance was considered with 
two sides P-value 0f 0.05. 

Ethical Consideration: Ethical 
clearance was obtained from the Haramaya 
University Institutional Research Ethics 
Review Committee. Also, permission was 
obtained from the Ayssaita district Health 
Office. 

Written and signed a consent to 
participate in the study was secure before 
conducting the interview. For this, a consent 
letter attached to cover page of each 
questionnaire stating about the general 
purpose of the study and issues of 
confidentiality to be discussed by 
interviewers before proceeding the 

interview. Additionally, participants were 
informed that they have a full right to refuse 
or discontinue participating. 
Results  

Socio-demographic and economic 
characteristics of the respondents: In this 
study a total of 574 women who gave birth 
in the last twelve month prior to the date of 
data collection were interviewed with a 
response rate of 98.96% Out of those who 
did not respond to the questionnaire, three 
were not available at home for three visits 
and the rest refused without giving specific 
reasons. 

Most of the study participants 
(83.1%) were in the age group of 20-34 with 
the mean age of 26.5 SD±5.33 years. The 
vast majority, 516(89.9%) of the 
respondents were Muslims and 53(9.2%) of 
them were Orthodox. Out of total 
respondents, 327(57%) of the women were 
Afar followed by Amhara, 212 (36.9%). 
Regarding women's literacy, 360(62.7%) of 
the respondents never attended formal 
school and, 103(17.9 %) of women attended 
elementary education whereas, 111(19.3%) 
women attended secondary and above 
education. More than three fourths, 503 
(87.6%) of the respondents were a 
housewife while only 71(12.4%) were 
employed.  Out of the total respondents, 369 
(64.3%) were reported that decision making 
for seeking health care service was decided 
together,124(21.3%) of the women decided 
by themselves and,71(12.4%) decision 
making made by husbands.  

 
Table 1: Percentage distribution of Sociodemographic and economic characteristics of 

respondents in Ayssaita district,  North Eastern, Ethiopia, March 2015 
Variables  Frequency(n=574) Percentage (%) 

 
Residence  
      Urban                                                                
      Rural     

 
249 
325 

 
43.4 
56.6 
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Age    
 

15-19 47 8.2 
20-34 477 83.1 
35-49 50 8.7 
Religion    
Muslim 516 89.9 
Orthodox  53 9.2 
Others 5 0.9 
Ethnicity    
Afar 327 57 
Amhara 212 36.9 
Others  35 6.1 
Women's education   
No formal education 360 62.7 
Elementary school 103 17.9 
Junior or high school 62 10.8 
College/higher  49 8.5 
Marital status  
Married 
Divorced 
Widowed 

 
556 
8 
10 

 
96.9 
1.4 
1. 

Husband education    
No formal education 335 58.4 
Elementary school 62 10.8 
Junior or high school 57 9.9 
College/higher  120 20.9 
Women's Decision making on health 
seeking  

  

Jointly   369 64.3 
 Her Self   
Husband  
Others  

124 
71 
10 

21.3 
12.4 
1.7 

Employment status    
House wife   503 87.6 
 Employed   71 12.4 
Obstetric characteristics of the 
respondents: Almost half, 280(48.8%) of 
the women had 2-4 children followed by one 
third, 155(27%) had one child whereas, 
139(24.2%) of women had five and above 
children with mean children of 2.98 ±1.76. 
Concerning women's reaction to the 
pregnancy majorities, 554(96.5%) were with 

intended pregnancy whereas, 20(3.5%) were 
unintended (either unwanted or mistimed). 
Only 127 (22.1%) of the respondents were 
aware at least one obstetric danger sign 
during recent pregnancy while, 447(77.9%) 
were not aware at all about danger sign 
during recent pregnancy (Table2).

  



Downloaded from  
Medico Research Chronicles 

“Magnitude and associated factors for institutional delivery service among women who gave birth in the last 12 
months in Ayssaita district, North East Ethiopia: A community based cross sectional study-2015.” 

Yilma F. et al., Med. Res. Chron., 2018, 5 (3), 202-223 

M
e
d

ic
o
 R

e
s
e
a
rc

h
 C

h
ro

n
ic

le
s
, 
2
0
1
8
 

212 
 

Table 2: Obstetric characteristics of respondents in Ayssaita District, North Eastern 
Ethiopia, 2015 March  

Variables  Frequency(n=574) Percentage (%) 
 

Parity    
1 155 27 
2-4 280 48.8 
5+ 139 24.2 
Awareness of at least one obstetric 
danger signs of Pregnancy  

  

Yes  127 22.1 
No  447 77.9 
Gravidity  
Primigravida 
Multigravida  

 
71( 48.3) 
136(31.9) 

 
76(51.7) 
291(68.1) 

 Maternal health care utilization: Out of 
the women included in the study 496 
(86.4%) of the women attended at least one 
antenatal visit during their last pregnancy. 
The majority, 428 (74.6 %) of the women 
made their first antenatal visit below sixteen 
weeks of pregnancy, 67 (11.7%) in their 
sixteen and twenty-eight weeks of 
pregnancy. Among the antenatal care service 
users, 286 (49.9%) had less than four 
antenatal contacts and, 210(36.6%) reported 
to have four or more antenatal visits at the 
time of the interview (Table 3). 

Out of the total study participants, 207 
(36.1%) of the deliveries were assisted by 
skilled health professional whereas, 
367(63.9%) by non skilled health 
professionals: including, Traditional birth 
attendants 104(18.1%), mother, 123 
(21.4%), Health extension workers, 
43(7.5%) and relative 92(16%). Regarding 
the place of delivery, about207 (36.1%) 
deliveries took place in the health institution 
while the remaining, 367(63.9%) at home. ( 
Table 3) 

Table 3: Maternal   health care utilization among the respondents in Ayssaita district, 
northeastern Ethiopia, 2015 March 

Variables                Frequency (n)                          Percentage (%) 
Place of delivery(n=574) 
Health facility 
Home  

 
207 
367 

 
36.1 
63.9 

ANC attendance at least once(n=574)   

Yes  496 86.4 

No  78 13.6 
The timing of first ANC visit(n=496)    
<4 months 428 74.6 
4-6months  67 11.7 
7-9months    1 0.2 
Number of ANC visit(n=496)   
1 21 3.7 
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Reasons for non attendance of Antenatal 
and delivery care:  Non users of antenatal 
care were,- asked about reason(s) for not 
attending  of  ANC service, less than half, 
54(41.5%) reported that being in a state of 
healthy,  33(25.4%)very far from health 
facility,13(10.0%) due to too busy , 18(13.8) 
not knowing the importance antenatal care 
use, 6(4.6%)afraid the cost,5(3.8%) feel 
shame to attend ANC, and only1(0.8%) 
reported poor quality of the service. 

Women who didn't receive delivery service 
were asked about the reasons for non 
attendance of it, 129 (22.5%) of women 
reported far distance from health facility, 
127(22.1) said no health problem to attend 
delivery care, 56(9.8%) of the women 
reported no female health worker, 92(16) 
reason for non attendance of delivery care 
was due to cultural barrier. 

 
 

Figure 3; Reason For Non Attendance Of ANC 

2-3 265 46.2 
4+ 210 36.6 
 
Place of ANC attendance (n=496) 

  

Hospital  472 82.2 

Health center  15 2.6 
Health post  9 1.6 

 
Skilled attendance at delivery(n=574) 
Yes  
No 

 
207 
367 

 
36.1 
63.9 

Non skilled attendance at delivery(n=367)   
Traditional birth attendants  104 18.1 
Mother  
HEWS 

123 
43 

21.4 
7.5 

Relative 92 16 

Others  5 0.9 
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Figure 4; Resean For Not Deliver At Health Institution 

Socio-demographic Factors associated 
with institutional delivery care utilization: 
In the bivariate analysis, Women's age, 
residence, marital status, and educational 
level was significantly associated with 
institutional delivery care utilization. 
Mothers who were in ages between 18 and 
29 were 1.7 times more likely to use 
institutional delivery care compared to those 
in the ages ≥ 30 (COR=1.7, 95% CI=1.2, 
2.5). Women are living in urban area were 
2.2 times more likely to deliver at health 

institution than rural dwellers (COR=2.2, 
95%CI= 1.54, 3.1). Marital status of the 
women also has a significant association 
with institutional delivery. Women who are 
living in the marital union were 2.9 times 
more likely to deliver institutionally than 
their counterparts (COR= 2.9, 95% CI=0.83, 
10.1). Women with high school level 
education were 3.47 times higher than 
women with no education (COR= 3.47, 95% 
CI = 1.99, 6.03).  

 
Table 4: Bivariate Sociodemographic and economic characteristics of respondents in Ayssaita 

district, North Eastern, Ethiopia, March 2015 
Explanatory  
Variables  

Delivery care utilization 
Yes  (%)       No(%)  
  

COR(95%CI) 

Age group of women    
<18 
18-29 
>=30 

7(33.3)  
146(40.4)  
 54(28.1)             

14(66.7) 
215(59.6) 
138(71.9) 

1.28(0.5,3.34   
1.7(1.2, 2.5)  
     1 

Residence     
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Urban                                                         
Rural  

115(46.2)                        
92(28.3  )             
 

134(53.8)      
233(71.7) 

2.2(1.54,3.1) 
        1 

Marital status 
In marital status  
Not in marital status 

 
204(36.7) 
  3(16.7) 

 
352(63.3)             
  15(83.3) 

 
    2.9(0.83,10.1) 
         1 

Religion     
Muslim 184(35.7) 332(64.3) 1 
Orthodox  22(41.5) 31(58.3) 1.28(0.72, 2.28) 
Others 1(20) 4(80) 0.45(0.05, 4.06) 
Ethnicity     
Afar 86(26.3) 241(73.7) 1 
Amhara 103(48.6) 109(51.4) 2.65(1.84, 3.81) 
Others  18(51.4) 17(48.6) 2.97(1.46, 6.03 
women’s education 
    No education  
    Elementary  
   High school 
   Higher education  

 
98(27.2) 
53(51.5) 
35(56.5) 
21(42.9) 

 
262(72.8) 
50(48.5) 
27(43.5) 
28(57.1) 

 
1 
2.83(1.81,4.45) 
3.47(1.99,6.03) 
2.01(1.09,3.69) 

 
Husband's education 

   

   No formal education 
    Elementary 
    Secondary 
  College/higher 

 102(30.4) 
30(48.4) 
20(35.1) 
55(45.8) 
 

233(69.6) 
32(51.6) 
37(64.9) 
65(54.2) 
 

1.0 
2.14(1.24,3.71) 
1.24(0.68,2.23) 
1.93(1.26,2.96) 
 

Employment     

House wife  180(35.8) 323(64.2) 1.0 

Employed   27(38.0) 44(62.0) 1.1(0.7, 1.84)  

Maternal and obstetric factors associated 
with institutional delivery care utilization: 
Regarding the women's parity, women who 
were primipara were 2.08 times more likely 
to deliver at health institution compared to 
multiparous  (COR=2.08, 95% CI=1.4, 3.0).  
Women who had antenatal care follow up 
were 12.82 times more likely to deliver at 

health institution than women who had no 
ANC follow-up (COR=12.82, 95% CI=4.61, 
35.61). 
Concerning the frequency of ANC visit, 
women who had 3 and above visit were 3.42 
times higher than those who had 1 visit to 
deliver at health institution (COR =3.42, 
95% CI =1.13, 10.35) 
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Table 5: Bivariate maternal and Obstetric factors of respondents in Ayssaita District, North 

Eastern, Ethiopia, March 2015. 

 
In the multivariable analysis, Residence, the 
age of the mother, marital status women’s 
educational level, mother’s occupation, 
educational status of husband, age at first 
pregnancy, gravidity, parity, awareness to 
pregnancy danger signs, the frequency of 
antenatal care visit and ANC visit were 
interred to multivariable logistic regression 
analysis. From those entered variables, 
marital status, women's educational level, 

the frequency of ANC visit and educational 
status of the husband were significantly 
associated with institutional delivery.  
Women who are married were 3.97 times 
more likely to deliver at health institution 
than not married AOR= 3.97, 95 % CI = 
1.04, 14.7).   
Educational level of the women also has a 
significant association with institutional 
delivery. Women who had elementary and 
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high school educational level were more 
likely to deliver at health institution than 
women who had no education (Elementary, 
AOR= 2.46, 95% CI= 1.39, 4.34. High 
school, AOR= 2.88, 95 CI= 1.43, 5.81)  

Women who attended ANC at least three 
times were 3.23 times more likely to be 
delivered at health institution compared to 
women who attended ANC less than three 
times (AOR=3.23, 95%CI=1.02, 10.27). 

Table 6: Factors associated with delivery care utilization among women of reproductive age in 
Ayssaita district, March 2015. 

Explanatory  
Variables  

Delivery care utilization 
Yes  (%)        No (%)  
  

COR(95%CI) AOR(95%CI) 

 
Age group of women 

    

<18 
18-29 
>=30 

7(33.3)  
146(40.4)  
    54(28.1)             

14(66.7) 
215(59.6) 
138(71.9) 

1.28(0.5,3.34  
1.7(1.2, 2.5)  
     1 

6.59(0.68,63.47) 
1.05(0.64,1.71) 
1 

Residence  
Urban                                                         
Rural  

 
115(46.2)                        
92(28.3 )            
 

 
134(53.8)      
233(71.7) 

 
2.2(1.54,3.1) 
        1 

 
1.00(0.64,1.71) 
1 

Marital status 
In marital status  
Not in marital status 

 
204(36.7) 
  3(16.7) 

 
352(63.3)             
  15(83.3) 

 
    2.9(0.83,10.1) 
         1 

 
3.97(1.07,14.7) 
1 

women’s education 
    No education  
    Elementary  
   High school 
   Higher education  

 
98(27.2) 
53(51.5) 
35(56.5) 
21(42.9) 

 
262(72.8) 
50(48.5) 
27(43.5) 
28(57.1) 

 
1 
2.83(1.81,4.45) 
3.47(1.99,6.03) 
2.01(1.09,3.69) 

 
1 
2.46(1.39,4.34) 
2.88(1.43,5.81) 
1.57(0.72,3.47) 

Husband's education     
 

   No formal education 
    Elementary 
    Secondary 
  College/higher 

 102(30.4) 
30(48.4) 
20(35.1) 
55(45.8) 
 

233(69.6) 
32(51.6) 
37(64.9) 
65(54.2) 
 

1.0 
2.14(1.24,3.71) 
1.24(0.68,2.23) 
1.93(1.26,2.96) 
 

1 
1.05(0.56,2.00) 
0.39(0.19,0.79) 
0.68(0.38,1.210 

Employment      
House wife  180(35.8) 323(64.2) 1.0 1 
Employed   27(38.0) 44(62.0) 1.1(0.7, 1.84)  0.58(0.29,1.14) 
Parity      
Primiparous 
multiparaous 

75(48.4)  
132 (31.5)         

80(51.6) 
287(68.5) 

2.08(1.4, 3.0)  
    1.0 

1.29(0.27,6.27) 
1 

Age at first pregnancy 
<18years 
>=18years 

 
82(29.6) 
125(42.1) 

 
195(70.4)    
172(57.9) 

 
   1.0 
   1.73(1.22,2.44) 

 
1 
0.98(0.63,1.54) 

Aware danger signs of 
pregnancy  
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Yes  
No  

57(44.9) 
73(33.8) 

70(55.1) 
143(66.2) 

1.61(1.08, 2.41) 
1.0 

1.14(0.72,1.81) 
1 

Frequency of ANC     
1 
2                                                     

4(19) 
35(32.7) 

17(81) 
72(67.3) 

1.0 
2.01(0.65,6.60) 

1.0 
1.93(0.59,6.34) 

≥3 164(44.6) 204(55.4) 3.42(1.13, 10.35) 3.23(1.02, 
10.27) 

Gravidity  
Primigravida 
Multigravida  

 
71( 48.3) 
136(31.9) 
 
 

 
76(51.7) 
291(68.1) 

 
1.99(1.36,2.93) 
1 

 
0.93(0.19,4.49) 
1 
 

(p<0.05is significant ) 
 
Discussion 

Delivery care utilization: This 
study finding revealed that about 36.1% of 
the women were delivered to health 
institution and also assisted by a skilled 
health professional during delivery. This 
finding was higher than the studies 
conducted in Munesa woreda, Oromiya and 
Dodota woreda, Oromiya which accounts 
12.3% and 18.2 respectively (Abdella 
Amano et al., 2010, AdissalemFikre and 
MeazaDemissie, 2012). But the result was 
lower than a study conducted in Woldia, 
Ethiopia which was 48.3% of the women 
gave birth in the health institution in the 
presence of skilled health provider (Worku 
Awoke. et al, 2013). This could be due to 
afar is pastoralists community whose 
movement place to place may have an effect 
on delivery service utilization. It is also,  
higher compared to the mini DHS (2014) in 
Ethiopia showed that women living in Afar 
received institutional delivery service with 
professionally assisted delivery care was 
about 10% (EDHS,2014). This could be the 
fact that DHS includes remote areas of afar 
awareness creation among women about the 
benefit of skilled attendance at delivery 
through an expansion of urban health 
extension workers and Ayssaita have settled 
population than other Afar districts. And 
also currently started free ambulance 

services in the community that enhance 
institutional delivery service utilization. 

Home delivery is still a cultural 
practice in Afar people.  In this study, about 
63.9 % of births had taken place at home. 
This finding is lower than the study 
conducted Munisa Woreda and Dodota 
woreda which is 87.7 % and 81.8% 
respectively ( Abdella Amano et al., 2010, 
AdisalemFikre and MeazaDemissie, 2012).  
But the result is higher than a study done in 
Woldia woreda which is 51.7% (Worku 
Awoke. et al, 2013). This might be because 
of the time gap between the study periods.  

Factors associated with delivery 
care utilization: Women with elementary 
and high school educational status were 
more likely to utilize institutional delivery 
when compared to women with no education 
(AOR= 2.46, 95% CI = 1.39, 4.34 and 
AOR=2.88, 95%CI=1.43, 5.81). 

Results of this study also revealed 
that use of delivery service and skilled birth 
attendants were significantly associated with 
the level of husband and women education. 
Women who had college/higher educated 
husbands are more times more likely to use 
safe delivery services than those with no 
education levels. Maternal and child health 
studies conducted in Ethiopia and 
developing countries agree with these 
findings (Yvonne, 2010, YaredMekonnen 
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and Asnaketch Mekonnen, 2013; Alemaw 
Wolelie et al., 2014). This may be the fact 
that, education is likely to enhance 
males/women to have a good awareness of 
modern health care services including 
institutional delivery services that 
encourages the women to seek care services. 

In this study women who attended 
antenatal visits at least three times were 
more likely to seek institutional delivery 
care than women who attended less than 
three times. Similar findings were reported 
in Woldia, Ethiopia (Worku Awoke., 2013). 
This may be due to the fact that women with 
more ANC visits also showed a higher 
satisfaction with the care quality and hence 
more likely to use health services for 
delivery. It is also a fact that many ANC 
visits expose the women to more health 
education and counseling which are both 
likely to increase service utilization.  

The present study showed that 
marital status of women has a significant 
association with utilization of institutional 
delivery service. Women in marital union 
were3.97times to delivered in a health 
facility than the reference group 
(AOR=3.97, 95%CI=1.07, 14.70). Similar 
findings were reported in DHS analysis done 
by Yared and Asnaketch (Yared Mekonnen 
and Asnaketch Mekonnen, 2013). 

The strength of the study: The 
major strengths of this study were: 
community-based including the urban and 
rural kebeles. Uses of Female gender for the 
interview as women are more open to the 
same sex. 

Limitation of the study: There 
might be the possibility of recall bias. 
However, we tried to minimize by focusing 
on those women who gave birth in the last 
one year.  
Conclusion 
 This study showed that utilization of 
institutional delivery services in last 12 
months of preceding the survey were 

relatively higher in the study from other 
studies done in Ethiopia but inadequate in 
general. Majority of women attended at least 
one antenatal visit from skilled health care 
providers during their recent pregnancy in 
the study area, however; less than half of the 
women received the recommended four 
antenatal visits by WHO. Only 36.1% 
deliveries were attended by a skilled health 
professional in a health facility and the rest 
were conducted by nonskilled health 
professionals at home in which majority of 
these deliveries were still attended mostly by 
their mothers. Women's and husband's 
literacy status, marital status and frequency 
of ANC attendance were predictors of 
institutional delivery care utilization. Being 
apparently healthy, distant from a health 
facility, feeling shame, no female health 
worker and cultural barrier were the main 
reasons given by the women for utilization 
of instructional delivery service. 
Recommendations 

Based on the finding of this study, 
the following recommendations were 
forwarded. The town administration 
education offices should strengthen access 
for women education. The health extension 
workers should create awareness about the 
importance of institutional delivery 
regarding the reduction of maternal and 
neonatal death.  Even though there was high 
coverage of ANC visit, there was low 
instructional delivery. So the health care 
providers working in MCH department 
should counsel the mothers about pregnancy 
risk and place of delivery. Woreda health 
office should increase coverage of health 
institution to decrease distant of the rural 
kebeles. Religious and ethnic leaders should 
teach the community about false cultural 
believes.  Further large-scale studies should 
be conducted to come up with additional 
findings. 
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