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Abstract
Background: Women who do not know pregnancy complications are less likely to have better birth preparedness 

and complication readiness, and as a result, they usually delay in seeking appropriate obstetric care. Therefore, this 
research aimed to assess the association between having information on pregnancy complications and institutional 
delivery in Ethiopia.

Methods: We used the 2016 Ethiopia Demographic and Health Survey (EDHS) data set, which was a cross-
sectional survey. About 3003 women delivered in the past 5 years preceding the survey and who knowledge about 
pregnancy complications at the time of the last ANC visit were our analytical study sample. The samples were selected 
using a two-stage stratified cluster sampling technique. Multivariable logistic regression analysis was performed to 
assess the association between having information on pregnancy complications and institutional delivery. An adjusted 
odds ratio with a 95 % confidence interval and p-value <0.05 were considered to declare a statistically significant 
association.

Result: Among the study samples (3003), only 1470 (47.2%) of women who had knowledge about pregnancy 
complications, and 1812 (60.34 %) of sampled women were delivered at the health institutions. The odds of institutional 
delivery were higher among women who had knowledge  about pregnancy complications compared to those who did 
not have [AOR = 1.44, CI = 1.12–1.84].

Conclusion: women who had knowledge about pregnancy complications had higher odds of institutional delivery 
than those who did not have knowledge. Therefore, the health care provider should provide health education and 
deep counseling about pregnancy complications at the time of ANC visit to increase utilization of institutional delivery. 
Additionally, interventions need to target women who do not meet the recommended four ANC visits, the poorest 
women, those without education, women residing in a rural area, and women whose parity more than two.
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Introduction
Despite a good improvement in reductions of maternal mortality 

worldwide, still it remains the top global health challenge [1]. Globally, 
830 women die every day, and more than 303,000 women die each 
year as a result of pregnancy complications and 66% of the death 
occurred in sub-Saharan countries including Ethiopia [2]. According 
to the 2016 Ethiopia Demography and Health Survey(EDHS) report, 
the Maternal Mortality Ratio(MMR) was 412 per 100,000 live births 
which is one of the highest numbers in the world [3]. This might be due 
to unpredictable serious obstetric complications that require vigorous 
professional interventions to minimize maternal death [4, 5]. The 
most common obstetric complications incudes; pregnancy-induced 
hypertension, maternal hemorrhage, maternal infections, prolonged or 
obstructed labour, and abortion [6-9]. These obstetrical complications 
can be prevented by providing prenatal education and Basic Emergency 
Obstetric and Neonatal Care (BEmONC) throughout pregnancy and 
childbirth if they have pregnancy follow up and give birth in the health 
institution [10, 11]. 

Various studies suggested that women having poor knowledge 
of obstetric danger signs and pregnancy complications are less likely 
to have better birth preparedness and complication readiness, and 
as a result, they usually delay in seeking appropriate obstetric care 
[12-16]. Likewise, other studies have proven that the knowledge of 
obstetric danger signs and preparedness for emergency complications 
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are effective ways of increasing maternal health service utilization 
particularly institutional skilled delivery [17-20]. 

Different studies also identified that institutional delivery 
associated with different factors including advanced maternal age, 
religion, parity, residence, maternal education, media exposure, wealth 
index, distance to a health facility, counseling during pregnancy, 
decision making on health care service, antenatal care visit [21-
27]. Even though, the above factors play a major role in a pregnant 
woman’s decision to have a birth in a health institution, the provision 
of information on pregnancy complications during antenatal care is a 
critical factor to increase knowledge of obstetrical complications which 
helps to seek appropriate care [28]. Besides,  pregnant women in sub-
Saharan Africa are not usually counseled on pregnancy complications 
during ANC visits  [4] which results in low coverage of institutional 
delivery [29]. Even though some studies were done in Ethiopia using 
the 2016 EDHS about institutional deliveries, they did not consider 
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information about pregnancy complications as an independent 
covariate [30-32]. Similarly, another study that was done in Ethiopia 
using 2016 EDHS considered the danger sign of pregnancy as a factor 
for institutional delivery, the study was highly prone to selection bias 
since the researcher had extracted about 11023 mothers who gave baby 
within the preceding 5 years [33] which could affect the validity of the 
result; in fact, the sample must be 7193  women who gave birth in the 
5 years preceding the survey [30].  Besides this, the sample included in 
the previous study were women who had given birth in the last 5 years 
and those who had both ANC visits and, those who did not have ANC 
visits [33].  However, the current study focused only on women who 
delivered in the past 5 years preceding the survey and who attended 
at least one ANC visit. Therefore, we hypothesized that the probability 
of institutional delivery will increase while providing detailed 
counseling on pregnancy complications in each frequent ANC visits. 
Unfortunately, the previous national-based studies didn’t address how 
information about pregnancy complications during ANC visits affects 
institutional delivery in Ethiopia. Therefore, this study aimed to fill the 
gap and to inspire healthcare providers to deal with a pregnant woman 
on pregnancy complications and to apply educational interventions 
at the time of ANC visit to increase institutional birth to prevent 
pregnancy and labour complications.

Materials and Methods
Data source

This study conducted in Ethiopia using secondary data from the 
2016 Ethiopia Demographic and Health Survey (EDHS). The 2016 
EDHS sample is stratified and was selected in two stages. Each region 
was stratified into urban and rural areas, which yielded 21 sampling 
strata. Samples of enumeration areas (EAs) were selected independently 
in each stratum in two stages. 

In the first stage, 645 EAs were selected with probability proportional 
to the EA size and with independent selection in each sampling stratum 
with the sample allocation. The EA size is the number of residential 
households in the EA as determined in the 2007 population and 
housing census (PHC). A household listing operation was implemented 
in the selected EAs, and the resulting lists of households served as the 
sampling frame for the selection of households in the second stage. 
In the second stage of selection, a fixed number of 28 households per 
cluster were selected with an equal probability systematic selection 
from the newly created household listing. All women aged 15-49 who 
are usually members of the selected households or who spent the night 
before the survey in the selected households were eligible for the female 
survey. A full description of the study design and methodology of the 
survey was found elsewhere [3]. This study was found on data from 
the Woman’s Questionnaire, which was administered to all women 
aged 15–49 in the selected households. The women’s sample comprises 
15683 women ages 15–49. Finally, weighting adjustment was done 
by considering the sampling procedure, Therefore, 3003 women who 
delivered in the past 5 years preceding the survey our analytical study 
sample.

Study Variables 

In this study, the main outcome variable was the place of delivery. 
At the time of the survey, the women were asked “Where did you give 
birth?” which had eleven listed responses option. For binary logistic 
regression, the outcome variable was recoded and dichotomized into a 
binary outcome respondent’s home was coded as zero (0), whereas all 
other health institutional delivery was coded as one (1).

The main exposure variable of this study was “knowledge about 
pregnancy complications” at the time of her last ANC visit which was 
coded as no (0), yes (1), and I don’t know [8]. But women who had 
no ANC follow up at all and not sure whether they have been told or 
not were excluded from the study. Other independent variables were 
selected from a literature review on factors related to institutional 
delivery which includes; maternal age, religion, parity, residence, 
maternal education, media exposure, wealth index, distance to a health 
facility, counseling during pregnancy, decision making on health care 
service, antenatal care visit, awareness of complications were strongly 
associated with institutional delivery [21-27]. Maternal age was 
recoded as; 15-19, 20-24, 25-34, and 35-49. Likewise, religion is also 
recorded by merging orthodox, protestant and catholic as “Christian”, 
Muslim as “Muslim” and others and traditional believes also merged as 
“other religion”. According to EDHS 2016, the wealth index was coded 
as poorer, poorest, middle, richer and, richest. Likewise, the educational 
status of the women also was coded as ‘no education, primary education, 
secondary education and, higher education’. Media access was defined 
based on response to how often respondents read a newspaper, listened 
to the radio, or watched television. Those who responded at least once a 
week to any of these sources were considered to have access to media and 
recoded as yes=1, and otherwise no=0. The number of ANC visits was 
recoded as ‘one time, 2-3 times, and ≥4 times. Similarly, parity (number 
of childbirth) was also recoded as one, 2-4, and ≥5 children. Based on 
EDHS 2016, distance from health facility was also coded qualitatively as no 
problem, big problem and, not a big problem. 

Data processing and analysis

The data analysis was done using all necessary statistical procedures. 
First, descriptive statistics and weighted percentages of socio-demographic 
variables were computed. Bivariate analysis using Rao scot chi-square 
was performed to select candidates for the multivariable model. All the 
covariates which had a p-value of < 0.25 were entered simultaneously into 
the multivariable regression model. Multivariable logistic regression was 
done using enter method of model selection to identify the association 
between the provision of information on pregnancy complications and 
the likelihood of institutional delivery. Adjusted odds ratios (AOR) and 
P-value ≤0.05 were used to declare a statistically significant association. The 
analysis was done using SPSS version 24. Sample weighting was applied for 
adjustments of cluster sampling design and sampling probabilities through 
strata and clusters Figure 1.

Ethics Approval and Consent to Participate

Ethical clearance for the study is not required since it is a secondary 
data analysis from EDHS 2016 database. The researchers have received the 
survey data from the USAID-DHS program and then the researchers of 
this study have maintained the confidentiality of the data. The consent was 
obtained from the study participants before study commencement.

Result 
Socio-demographic characteristics

Of the total samples, 1812 (60.34%) of women had given birth in the 
health institution where skilled birth attendants are available. Similarly, 
about 1470(47.2%) of women were knowledgeable about pregnancy 
complications at the time of ANC visit, and 55.4% of them delivered 
at the health institutions. Likewise, institutional delivery was high 
among women aged 25-34 (60.9%), currently in union (91.2%), richest 
women (44%), women residing in urban areas(38.2%), Christianity 
follower(74.3%), those accessed media (56.6%), those who Para one 
women  (46.4%), and women who had ≥4 ANC visit(63.4% Table1.
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Figure 1: Flow chart showing how the weighted sample was derived in this study.

Variable Categories Wt. (%)
Place of delivery Chi-square

p-value  Home Institution

Knowledge  of pregnancy 
complications 

No 1533(52.8) 742(61.5) 791(44.6)
<0.001

Yes 1470(47.2) 449(38.5) 1021(55.4)

Age 

15-19 222(7.1) 83(6.7) 139(7.4)

<0.00120-24 681(21.9) 232(18.4) 449(25.3)
25-34 1839(61.6) 738(62.4) 1111(60.9)
35-49 261(9.4) 148(12.5) 113(6.5)

Educational status 

No education 1319(49.6) 780(66.5) 539(33.8)

<0.001Primary  1049(34.7) 357(30.4) 692(38.7)
Secondary 396(9.8) 42(2.3) 354(16.8)

Higher 239(5.9) 12(0.7) 227(10.7)

Marital status 
Never in union 42(1.3) 8(0.8) 34(1.7)

0.309Currently in union 2695(91.9) 1093(92.6) 1602(91.2)
Formerly in union 266(6.8) 90(6.5) 176(7.1)

Resident 
Urban 1039(21.8) 107(4.2) 932(38.2)

<0.001
Rural 1964(78.2) 1084(95.8) 880(61.8)

Religion 
Christian 1968(70.5) 724(66.4) 1244(74.3)

0.001Muslim 1015(28.1) 454(31.1) 561(25.3)
Other 20(1.5) 13(2.5) 7(0.5)

Wealth index 

Poorest 513(13.5) 332(19.9) 181(7.5)

<0.001

Poorer 445(17.6) 246(22.3) 199(13.2)
Middle 456(20.7) 249(25.7) 207(16.1)
Richer 445(21.5) 222(23.8) 223(19.3)
Richest 1144(26.7) 142(8.2) 1002(44.0)

Media access 
No 1498(55.8) 828(69.2) 670(43.4)

<0.001
Yes 1505(44.2) 363(30.8) 1142(56.6)

Distance 
Big problem 1239(47.3) 671(57.0) 568(38.2)

<0.001
Not a big problem 1764(52.7) 520(43.0) 1244(61.8)

Parity 
One 1151(36.0) 314(24.8) 837(46.4)

<0.0012-4 1147(37.8) 454(38.6) 693(37.1)
>=5 705(26.3) 423(36.6) 282(16.6)

Number of ANC visit
One 178(6.2) 118(9.4) 60(3.2)

<0.0012-3 1046(41.1) 562(49.2) 484(33.4)
>=4 1779(52.8) 511(41.4) 1268(63.4)

Wt. (%) = weighted percentage.

Table 1: Socio-demographic characteristics, knowledge of pregnancy complications related to a place of delivery (n=3003).
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Variable Categories COR(95% CI) AOR(95% CI)

Knowledge of
pregnancy complications 

No 1 1
Yes 1.986(1.61-2.44)** 1.44(1.12-1.84)**

Age 

15-19 1 1
20-24 1.25(0.76-2.06) 0.91(0.53-1.55)
25-34 0.88(0.56-1.39) 0.93(0.54-1.63)
35-49 0.46(0.27-0.79)* 0.88(0.45-1.71)

Educational status 

No education 1 1
Primary  2.5(1.96-3.2)** 1.45(1.12-1.88)**

Secondary 14.1(8.11-24.4)** 3.51(1.94-6.36)**
Higher 29.4(12.5-69.3)** 4.28(2.05-8.9)**

Marital status 
Never in union 1

Currently in union 0.49(0.18-1.31) 0.8(0.24-2.64)
Formerly in union 0.55(0.19-1.52) 0.93(0.27-3.26)

Resident 
Urban 14.06(8.83-22.39)** 4.28(2.32-7.89)**
Rural 1 1

Religion 
Christian 5.84(2.86-11.89) 1.904(0.69-5.19)
Muslim 4.23(2.01-8.90) 1.94(0.69-5.45)
Other 1 1

Wealth index 

Poorest 1 1
Poorer 1.56(1.0-2.45) 1.46(0.91-2.34)
Middle 1.66(1.09-2.52)* 1.51(0.99-2.31)
Richer 2.15(1.41-3.27)** 1.55(1.01-2.38)*
Richest 14.1(8.75-22.55)** 3.25(1.82-5.80)**

Media access 
No 1 1
Yes 2.92(2.27-3.76)** 0.95(0.71-1.27)

Distance 
Big problem 0.46(0.35-0.60)** 0.86(0.65-1.13)

Not a big problem 1 1

Parity 
One 1 1
2-4 0.51(0.39-0.66)** 0.51(0.35-0.74)**
>=5 0.24(0.18-0.32)** 0.41(0.27-0.64)**

Number of ANC visit
One 1 1
2-3 2.0(1.15-3.49)** 2.1(1.13-3.93)**
>=4 4.5(2.57-7.95)** 3.38(1.75-6.52)**

*: shows p<0.05; ** p-value 0.01; 1: reference category 

Table 2: Bivariate and multivariable analysis about knowledge of pregnancy complication and socio-demographic characteristics on institutional delivery (n=3003).

Factors associated with institutional delivery

All variables which had a p-value of < 0.25 were entered 
simultaneously into the multivariable regression model. After adjusted 
for possible confounder by logistic regression, knowledge of pregnancy 
complications was positively associated with institutional delivery. 

In the multivariable logistic regression analysis, the odds of 
institutional delivery were 1.44 times higher among women who had 
knowledge about pregnancy complications compared to those who did 
not have it [AOR = 1.44, CI = 1.12–1.84]. 

Likewise, the odds of institutional delivery were higher among 
women whose level of education primary [AOR=1.45,CI=1.12-
1.88],secondary[AOR=3.51,CI=1.94-6.36],and higher [AOR=4.28, 
CI=2.05-8.9] than uneducated women, respectively. Likewise, the odds 
of institutional delivery were 4.28 times higher among women residing 
in urban areas [AOR=4.28, CI=2.32-7.89] than their counterparts. 
Additionally, the odds of institutional delivery were 3.25 and 1.55 
times higher among richest and richer women [AOR=1.55, CI=1.01-
2.38] than the poorest women respectively. Similarly, the odds of 
institutional delivery 2.1 times higher among women who attended 2-3 
ANC visits during their recent pregnancy were [AOR=2.1, CI=1.13-

3.93) than those who had one ANC visit. Likewise, the odds of 
institutional delivery were also 3.38 times higher among women who 
had ≥4 visits [AOR=3.38, CI=1.75-6.52] than those who had only one 
ANC visit. Surprisingly, the odds of institutional delivery were 49% 
lower among women having 2-3 children than women who had one 
child [AOR=0.51, CI=0.35-0.74]. Moreover, the odds of institutional 
delivery were also 59% lower among women having ≥4 children than 
women who had one child [AOR=0.41, CI=0.27-0.64] Table 2.

Discussion
The major aim of this study was to assess the association between 

having information on pregnancy complications and institutional 
delivery. Therefore, the findings of this study show that the odds of 
institutional delivery were higher among women who had knowledge 
about pregnancy complications during ANC than those who did not 
have knowledge about complications. This finding is consistent with 
a study done in Nepal [20], Bangladesh [34], Tanzania [35], Uganda 
[17], and Eritrea [36] in which the odds of institutional delivery were 
higher among women who had known complications of pregnancy. 
Likewise, this result also supported by another study done in Tanzania 
[21] that the odds of health institutional delivery were higher among 
women who had received counseling from health care providers 
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about dangerous signs of pregnancy. The consistency might be due 
to women who told information about pregnancy complications 
perceived themselves as high risk of being pregnant which encourages 
them to have a birth in health institutions [37]. In this logic, pregnant 
women who had knowledge about pregnancy complications might 
be frightened of adverse birth outcomes and they perceived that the 
likelihood of developing complications if they give birth at home.

This study also revealed that some obstetrical and socio-
demographic factors which include; education level, wealth index, place 
of residence, parity, and the number of ANC visits were significant 
predictors of utilization of institutional delivery.

Regarding education, the odds of institutional delivery were 
higher among women whose level of education primary, secondary, 
and higher than women who had no education. This finding is also 
in line with various studies done in Ethiopia [27, 37, 38], Cambodia 
[39], Nepal [40], and Eritrea [36] in which increasing women’s level of 
education, leads to also an escalation of institutional delivery.  

This study also revealed that the odds of institutional delivery were 
higher among women residing in urban areas than rural residents. This 
result is supported by a study done in Bangladesh [34], Kenya [24] 
which urban residents more likely to give birth at health institutions. 
This can be explained by rural residents could have difficulty in 
accessing information about pregnancy complications and therefore 
they might be inclined to have institutional delivery.  

Moreover, the odds of institutional delivery were higher among 
women with a parity of 2-4 and more than five children as compared 
to those who had one child. This finding is consistent with studies 
done in Ghana [41], Bangladesh [34] in which as parity increases, the 
likelihood of institutional delivery decreased. This could be explained 
by a multiparous woman who might have experience of previous home 
delivery which is not complicated that leads to giving a home birth for 
the next delivery [41]. Additionally, this could be also justified that 
nulliparous women perceived that the first birth could result in serious 
birth complications, and therefore, they favor deliver institutional 
delivery due to fear of unexpected first birth complications.

Regarding ANC, the odds of institutional delivery were higher 
among women who attended 2-3 and ≥4 visits during their recent 
pregnancy than those who had one ANC visit which supported with 
studies done in Mexico [28], Ghana [42] which have a higher inclination 
towards skilled birth attendance and institutional delivery. This could 
be explained that changing women’s behavior towards institutional 
delivery through counseling could take frequent ANC visits.

Although findings in this study are useful for policy, there are some 
noteworthy limitations. For example, the information collected is self-
reported, which is liable for reporting errors and biases. Additionally, 
since it is a cross-sectional study, we cannot assign causations to any 
of the associations between the identified factors and the outcomes of 
interest. Notwithstanding these limitations, our study is one of the few 
that have contributed in the context of the association between having 
information on pregnancy complications and institutional delivery 
utilization among women in Ethiopia using a recent version of a 
national demographic health survey.  

Conclusion 
The study has illustrated that institutional delivery has significant 

associations with knowledge about pregnancy complications. Women 
who had knowledge about pregnancy complications during ANC 

had higher odds of institutional delivery than those who did not 
have knowledge about pregnancy complications. This study also 
revealed that some obstetrical and socio-demographic factors which 
include; education level, wealth index, place of residence, parity, and 
the number of ANC visits were significant predictors of utilization of 
institutional delivery.

Therefore, these findings guide a policymaker and health care 
professionals to reassess some features of maternal health services 
in Ethiopia. Particularly health care providers should provide health 
education and deep counseling about pregnancy complications at 
the time of ANC visit to enhance institutional delivery. To increase 
institutional delivery, interventions need to target women who do not 
meet the recommended four ANC visits, the poorest women, those 
without education, women residing in rural areas, and women whose 
parity more than two. Finally, an in-depth qualitative study should 
be conducted to deepen the understanding of these factors that could 
affect institutional delivery utilizations.

Abbreviations 
AOR: Adjusted Odds Ratio; ANC: Antenatal Care; BEmONC: 

basic emergency obstetric and neonatal care; CI: Confidence Interval; 
EDHS: Ethiopian Demographic Health Survey; EAs: Enumeration 
Areas; PHC: Population and Housing Census; MMR: Maternal 
Mortality Ratio; SPSS: Statistical Package Software for Social Science; 
WHO: World Health Organizations.

Declarations 
Data availability statement

We used the USAID-DHS program 2016 Ethiopian demographic 
and health survey data set. To request the same or different data 
for another purpose, a new research project request should be 
submitted to the DHS program here: https://dhsprogram.com/data/
AccessInstructions.cfm. 

The DHS Program will normally review all data requests within 
24–48 hours (during working days) and provide notification if access 
has been granted, or additional project information is needed before 
access can be granted. After receiving permission, the researcher can 
log in and select the specific data in the format they prefer.

Conflict of interests 

We confirm that this research is our original paper and that there is no conflict 
of interest in this work.

Funding

There is no funding to report.

Authors' contributions

All authors made a substantial input to the work reported, whether that is in the 
beginning, study design, execution, gaining of data, analysis, and interpretation, or 
in all these areas; took part in drafting, revising or version to be published; have 
agreed on the journal to which the article has been submitted; and agree to be 
accountable for all aspects of the work critically reviewing the article; gave final 
approval of the. 

Acknowledgment

We are grateful to the USAID–DHS program for providing access to the 2016 
Ethiopian Demographic Health Survey.

References

1.	 World Health Organization (WHO). Trends in maternal mortality: 1990-2015: 
estimates from WHO, UNICEF, UNFPA, World Bank Group and the United 
Nations Population Division: World Health Organization. (2015).

https://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/
https://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/
https://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/


J Preg Child Health, an open access journal
ISSN: 2376-127X

Citation: Seid A, Ahmed M (2021) Does Knowledge on Pregnancy Complications can translate into Institutional Delivery in Ethiopia? Further Analysis 
of 2016 Ethiopia Demographic and Health Survey. J Preg Child Health 8: 470.

Page 6 of 6

Volume 8 • Issue 5 • 1000470

2.	 World Health Organization (WHO). In: M.a.R. Health e. Maternal Mortality, 
global health observation data. (2016).

3.	 Central Statistical Agency (CSA) [Ethiopia] and ICF. Ethiopia Addis Ababa 
E, and Rockville, Maryland, USA, CSA, and ICF. Demographic and Health 
Survey. (2016).

4.	 Nikiéma B, Beninguisse G, Haggerty JL. (2009) Providing information on 
pregnancy complications during antenatal visits: unmet educational needs in 
sub-Saharan Africa. Health policy and planning. 24: 367-76.

5.	 Moran AC, Sangli G, Dineen R, Rawlins B, Yaméogo M, Baya B. (2006) Birth-
preparedness for maternal health: findings from Koupéla district, Burkina Faso. 
Journal of health, population, and nutrition. 24: 489.

6.	 Abera G, Admasu E, Zenebe K, Mulaw Z. (2015) Male partner role on reducing 
delay in decision to seek emergency obstetric care and associated factors 
among women admitted to maternity ward, in hospitals of North Showa, 
Amhara, Ethiopia. Gynecol Obstetrics. 5: 01.

7.	 Say L, Chou D, Gemmill A, Tunçalp Ö, Moller A-B, Daniels J, et al. (2014) 
Global causes of maternal death: a WHO systematic analysis. The Lancet 
Global Health.2: e323-e33.

8.	 Worku AG, Yalew AW, Afework MF. (2013) Maternal complications and 
women's behavior in seeking care from skilled providers in North Gondar, 
Ethiopia. PloS one. 8: e60171.

9.	 Mwilike B, Nalwadda G, Kagawa M, Malima K, Mselle L, Horiuchi S. (2018) 
Knowledge of danger signs during pregnancy and subsequent healthcare 
seeking actions among women in Urban Tanzania: a cross-sectional study. 
BMC pregnancy and childbirth. 18: 4.

10.	Yikar SK, Nazik E. (2019) Effects of prenatal education on complaints during 
pregnancy and on quality of life. Patient education and counseling. 102: 119-
25.

11.	Geleto A, Chojenta C, Musa A, Loxton D. (2019) WOMEN's Knowledge of 
Obstetric Danger signs in Ethiopia (WOMEN's KODE): a systematic review and 
meta-analysis. Systematic reviews. 8:63.

12.	Koşum Z, Yurdakul M. (2013) Factors affecting the use of emergency obstetric 
care among pregnant women with antenatal bleeding. Midwifery. 29: 440-6.

13.	Jammeh A, Sundby J, Vangen S. (2011) Barriers to emergency obstetric care 
services in perinatal deaths in rural gambia: a qualitative in-depth interview 
study. International Scholarly Research Notices.

14.	Kaphle H, Neupane N, Kunwar L, Acharya A. (2015) Birth preparedness and 
complications readiness among women in LekhnathMuniciaplity, Nepal. Glob 
J Med Pub.4: 3.

15.	Tilahun T, Sinaga M. (2016) Knowledge of obstetric danger signs and birth 
preparedness practices among pregnant women in rural communities of 
eastern Ethiopia. International Journal of Nursing and Midwifery. 8: 1-11.

16.	Akpan U, Asibong U, Ekott M, Moko B, Etuk S. (2017) Awareness and factors 
that influence birth preparedness and complication readiness among pregnant 
women attending antenatal clinic in the General Hospital Calabar. Nigeria 
Public Health Res.7: 78-84.

17.	Mbalinda SN, Nakimuli A, Kakaire O, Osinde MO, Kakande N, Kaye DK. (2014) 
Does knowledge of danger signs of pregnancy predict birth preparedness? A 
critique of the evidence from women admitted with pregnancy complications. 
Health research policy and systems.12: 60.

18.	Smeele P, Kalisa R, van Elteren M, van Roosmalen J, van den Akker T. (2018) 
Birth preparedness and complication readiness among pregnant women 
admitted in a rural hospital in Rwanda. BMC pregnancy and childbirth. 18: 190.

19.	Tura G, Afework MF, Yalew AW. (2014) The effect of birth preparedness and 
complication readiness on skilled care use: a prospective follow-up study in 
Southwest Ethiopia. Reproductive health. 11: 60.

20.	Karkee R, Baral OB, Khanal V, Lee AH. (2014) The role of obstetric knowledge 
in utilization of delivery service in Nepal. Health education research. 29: 1041-
8.

21.	Mageda K, Mmbaga EJ. (2015) Prevalence and predictors of institutional 
delivery among pregnant mothers in Biharamulo district, Tanzania: a cross-
sectional study. The Pan African medical journal. 21: 51.

22.	Tegegne TK, Chojenta C, Loxton D, Smith R, Kibret KT. (2018) The impact of 
geographic access on institutional delivery care use in low and middle-income 
countries: Systematic review and meta-analysis. PLoS One. 13: e0203130.

23.	Lean SC, Derricott H, Jones RL, Heazell AE. (2017) Advanced maternal age 
and adverse pregnancy outcomes: A systematic review and meta-analysis. 
PloS one. 12: e0186287.

24.	Kitui J, Lewis S, Davey G. (2013) Factors influencing place of delivery for 
women in Kenya: an analysis of the Kenya demographic and health survey. 
BMC pregnancy and childbirth.13: 40.

25.	Huda TM, Chowdhury M, El Arifeen S, Dibley MJ. (2019) Individual and 
community level factors associated with health facility delivery: A cross 
sectional multilevel analysis in Bangladesh. PloS one. 14: e0211113.

26.	Habte F, Demissie M. (2015) Magnitude and factors associated with 
institutional delivery service utilization among childbearing mothers in Cheha 
district, Gurage zone, SNNPR, Ethiopia: a community based cross sectional 
study. BMC pregnancy and childbirth. 15: 299.

27.	Fekadu GA, Ambaw F, Kidanie SA. (2019) Facility delivery and postnatal care 
services use among mothers who attended four or more antenatal care visits 
in Ethiopia: further analysis of the 2016 demographic and health survey. BMC 
pregnancy and childbirth. 19: 64.

28.	Barber S. (2006) Does the quality of prenatal care matter in promoting skilled 
institutional delivery? A study in rural Mexico. Maternal and child health journal. 
10: 419-25.

29.	Stanton C, Blanc AK, Croft T, Choi Y. (2007) SKILLED CARE AT BIRTH IN 
THE DEVELOPING WORLD: PROGRESS TO DATE AND STRATEGI ES 
FOR EXPANDING COVERAGE. Journal of biosocial science. 39: 109.

30.	Tegegne TK, Chojenta C, Getachew T, Smith R, Loxton D. (2020) Giving birth 
in Ethiopia: a spatial and multilevel analysis to determine availability and factors 
associated with healthcare facility births. BJOG: An International Journal of 
Obstetrics & Gynaecology. 127: 1537-46.

31.	Berelie Y, Yeshiwas D, Yismaw L, Alene M. (2020) Determinants of institutional 
delivery service utilization in Ethiopia: a population based cross sectional study. 
BMC public health.20: 1-10.

32.	Chernet AG, Dumga KT, Cherie KT. (2019) Home delivery practices and 
associated factors in Ethiopia. Journal of reproduction & infertility. 20: 102.

33.	Ketemaw A, Tareke M, Dellie E, Sitotaw G, Deressa Y, Tadesse G, et al. (2020) 
Factors associated with institutional delivery in Ethiopia: a cross-sectional 
study. BMC health services research. 20: 1-6.

34.	Ameyaw EK, Ahinkorah BO, Seidu A-A. (2020) Does knowledge of pregnancy 
complications influence health facility delivery? Analysis of 2014 Bangladesh 
Demographic and Health Survey. PloS one. 15: e0237963.

35.	Duysburgh E, Ye M, Williams A, Massawe S, Sie A, Williams J, et al. (2013) 
Counselling on and women's awareness of pregnancy danger signs in selected 
rural health facilities in B urkina F aso, G hana and T anzania. Tropical Medicine 
& International Health. 18: 1498-509.

36.	Kifle MM, Kesete HF, Gaim HT, Angosom GS, Araya MB. (2018) A health 
facility or home delivery? Factors influencing the choice of delivery place among 
mothers living in rural communities of Eritrea. Journal of Health, Population, 
and Nutrition. 37: 22.

37.	Eshete T, Legesse M, Ayana M. (2019) Utilization of institutional delivery 
and associated factors among mothers in rural community of Pawe Woreda 
northwest Ethiopia, 2018. BMC research notes. 12: 395.

38.	Bayu H, Adefris M, Amano A, Abuhay M. (2015) Pregnant women's preference 
and factors associated with institutional delivery service utilization in Debra 
Markos Town, North West Ethiopia: a community based follow up study. BMC 
pregnancy and childbirth. 15: 15.

39.	Wang W, Hong R. (2015) Levels and determinants of continuum of care for 
maternal and newborn health in Cambodia-evidence from a population-based 
survey. BMC pregnancy and childbirth. 15: 62.

40.	Pathak P, Shrestha S, Devkota R, Thapa B. (2018) Factors Associated with 
the Utilization of Institutional Delivery Service among Mothers. Journal of Nepal 
Health Research Council. 15: 228-34.

41.	Boah M, Mahama AB, Ayamga EA. (2018) They receive antenatal care in 
health facilities, yet do not deliver there: predictors of health facility delivery by 
women in rural Ghana. BMC pregnancy and childbirth. 18: 125.

42.	Baatiema L, Ameyaw EK, Moomin A, Zankawah MM, Koramah D. (2019) 
Does Antenatal Care Translate into Skilled Birth Attendance? Analysis of 2014 
Ghana Demographic and Health Survey. Advances in Public Health. 2019.

https://apps.who.int/iris/bitstream/handle/10665/272596/9789241565585-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/272596/9789241565585-eng.pdf
https://dhsprogram.com/pubs/pdf/FR328/FR328.pdf
https://dhsprogram.com/pubs/pdf/FR328/FR328.pdf
https://dhsprogram.com/pubs/pdf/FR328/FR328.pdf
https://www.longdom.org/abstract/male-partner-role-on-reducing-delay-in-decision-to-seek-emergency-obstetric-care-and-associated-factors-among-women-admi-39677.html
https://www.longdom.org/abstract/male-partner-role-on-reducing-delay-in-decision-to-seek-emergency-obstetric-care-and-associated-factors-among-women-admi-39677.html
https://www.longdom.org/abstract/male-partner-role-on-reducing-delay-in-decision-to-seek-emergency-obstetric-care-and-associated-factors-among-women-admi-39677.html
https://www.longdom.org/abstract/male-partner-role-on-reducing-delay-in-decision-to-seek-emergency-obstetric-care-and-associated-factors-among-women-admi-39677.html
http://icrh.org/sites/default/files/WHO.pdf
http://icrh.org/sites/default/files/WHO.pdf
http://icrh.org/sites/default/files/WHO.pdf
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1628-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1628-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1628-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1628-6
https://doi.org/10.1016/j.pec.2018.08.023
https://doi.org/10.1016/j.pec.2018.08.023
https://doi.org/10.1016/j.pec.2018.08.023
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/s13643-019-0979-7
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/s13643-019-0979-7
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/s13643-019-0979-7
http://dx.doi.org/10.1016/j.midw.2012.02.008
http://dx.doi.org/10.1016/j.midw.2012.02.008
https://doi.org/10.5402/2011/981096
https://doi.org/10.5402/2011/981096
https://doi.org/10.5402/2011/981096
https://dx.doi.org/10.4103%2F2249-4863.192352
https://dx.doi.org/10.4103%2F2249-4863.192352
https://dx.doi.org/10.4103%2F2249-4863.192352
https://academicjournals.org/journal/IJNM/article-full-text-pdf/829FF5457257
https://academicjournals.org/journal/IJNM/article-full-text-pdf/829FF5457257
https://academicjournals.org/journal/IJNM/article-full-text-pdf/829FF5457257
http://article.sapub.org/10.5923.j.phr.20170703.04.html
http://article.sapub.org/10.5923.j.phr.20170703.04.html
http://article.sapub.org/10.5923.j.phr.20170703.04.html
http://article.sapub.org/10.5923.j.phr.20170703.04.html
http://dx.doi.org/10.1186/1478-4505-12-60
http://dx.doi.org/10.1186/1478-4505-12-60
http://dx.doi.org/10.1186/1478-4505-12-60
http://dx.doi.org/10.1186/1478-4505-12-60
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1818-x
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1818-x
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1818-x
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/1742-4755-11-60
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/1742-4755-11-60
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/1742-4755-11-60
https://doi.org/10.1093/her/cyu059
https://doi.org/10.1093/her/cyu059
https://doi.org/10.1093/her/cyu059
https://europepmc.org/backend/ptpmcrender.fcgi?accid=PMC4564411&blobtype=pdf
https://europepmc.org/backend/ptpmcrender.fcgi?accid=PMC4564411&blobtype=pdf
https://europepmc.org/backend/ptpmcrender.fcgi?accid=PMC4564411&blobtype=pdf
https://doi.org/10.1371/journal.pone.0203130
https://doi.org/10.1371/journal.pone.0203130
https://doi.org/10.1371/journal.pone.0203130
https://doi.org/10.1371/journal.pone.0186287
https://doi.org/10.1371/journal.pone.0186287
https://doi.org/10.1371/journal.pone.0186287
http://dx.doi.org/10.1186/1471-2393-13-40
http://dx.doi.org/10.1186/1471-2393-13-40
http://dx.doi.org/10.1186/1471-2393-13-40
https://storage.googleapis.com/plos-corpus-prod/10.1371/journal.pone.0211113/1/pone.0211113.pdf?X-Goog-Algorithm=GOOG4-RSA-SHA256&X-Goog-Credential=wombat-sa%40plos-prod.iam.gserviceaccount.com%2F20210518%2Fauto%2Fstorage%2Fgoog4_request&X-Goog-Date=20210518T061419Z&X-Goog-Expires=3600&X-Goog-SignedHeaders=host&X-Goog-Signature=
https://storage.googleapis.com/plos-corpus-prod/10.1371/journal.pone.0211113/1/pone.0211113.pdf?X-Goog-Algorithm=GOOG4-RSA-SHA256&X-Goog-Credential=wombat-sa%40plos-prod.iam.gserviceaccount.com%2F20210518%2Fauto%2Fstorage%2Fgoog4_request&X-Goog-Date=20210518T061419Z&X-Goog-Expires=3600&X-Goog-SignedHeaders=host&X-Goog-Signature=
https://storage.googleapis.com/plos-corpus-prod/10.1371/journal.pone.0211113/1/pone.0211113.pdf?X-Goog-Algorithm=GOOG4-RSA-SHA256&X-Goog-Credential=wombat-sa%40plos-prod.iam.gserviceaccount.com%2F20210518%2Fauto%2Fstorage%2Fgoog4_request&X-Goog-Date=20210518T061419Z&X-Goog-Expires=3600&X-Goog-SignedHeaders=host&X-Goog-Signature=
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0716-8
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0716-8
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0716-8
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0716-8
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2216-8v
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2216-8v
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2216-8v
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-019-2216-8v
http://dx.doi.org/10.1007/s10995-006-0079-x
http://dx.doi.org/10.1007/s10995-006-0079-x
http://dx.doi.org/10.1007/s10995-006-0079-x
https://doi.org/10.1017/s0021932006001271
https://doi.org/10.1017/s0021932006001271
https://doi.org/10.1017/s0021932006001271
https://doi.org/10.1111/1471-0528.16275
https://doi.org/10.1111/1471-0528.16275
https://doi.org/10.1111/1471-0528.16275
https://doi.org/10.1111/1471-0528.16275
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-020-09125-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-020-09125-2
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-020-09125-2
https://www.longdom.org/open-access/home-delivery-and-associated-factors-among-reproductive-age-women-in-shashemene-town-ethiopia-2167-0420-1000300.pdf
https://www.longdom.org/open-access/home-delivery-and-associated-factors-among-reproductive-age-women-in-shashemene-town-ethiopia-2167-0420-1000300.pdf
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05096-7
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05096-7
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-020-05096-7
https://doi.org/10.1371/journal.pone.0237963
https://doi.org/10.1371/journal.pone.0237963
https://doi.org/10.1371/journal.pone.0237963
https://doi.org/10.1111/tmi.12214
https://doi.org/10.1111/tmi.12214
https://doi.org/10.1111/tmi.12214
https://doi.org/10.1111/tmi.12214
https://jhpn.biomedcentral.com/articles/10.1186/s41043-018-0153-1
https://jhpn.biomedcentral.com/articles/10.1186/s41043-018-0153-1
https://jhpn.biomedcentral.com/articles/10.1186/s41043-018-0153-1
https://jhpn.biomedcentral.com/articles/10.1186/s41043-018-0153-1
https://link.springer.com/article/10.1186/s13104-019-4450-6
https://link.springer.com/article/10.1186/s13104-019-4450-6
https://link.springer.com/article/10.1186/s13104-019-4450-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0437-z
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0437-z
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0437-z
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-015-0437-z
http://dx.doi.org/10.1186/s12884-015-0497-0
http://dx.doi.org/10.1186/s12884-015-0497-0
http://dx.doi.org/10.1186/s12884-015-0497-0
http://dx.doi.org/10.3126/jnhrc.v15i3.18845
http://dx.doi.org/10.3126/jnhrc.v15i3.18845
http://dx.doi.org/10.3126/jnhrc.v15i3.18845
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1749-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1749-6
https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-018-1749-6
https://doi.org/10.1155/2019/6716938
https://doi.org/10.1155/2019/6716938
https://doi.org/10.1155/2019/6716938

	Title
	Corresponding author

