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Objective: This study aimed at reviewing identifying reasons for home delivery preference,
determining the status of homebirth in Ethiopia, and identifying socio-demographic factors
predicting home delivery in Ethiopia.

Methods: A systematic literature review regarding the status of homebirth, reasons why
women preferred homebirth and socio-demographic determinants of home deliveries was
performed using CINAHL, MEDLINE, Google Scholar and Maternity and Infant Care.
Keywords and phrases such as home birth, home delivery, childbirth, prevalence, determi-
nants, predictors, women and Ethiopia were included in the search.

Results: A total of 10 studies were included in this review. The mean proportion of
homebirth was 73.5%. Maternal age, ANC visits, maternal level of education, distance to
facilities, and previous facility birth were significantly associated with homebirth. Perceived
poor quality of service, distant location of facilities, homebirth as customary in the society
and perceived normalness of labour were identified as reasons for choosing homebirth.
Conclusion: Despite the significance of skilled birth attendants in reducing maternal and
newborn morbidity and mortality, unattended homebirth remains high. By identifying and
addressing socio-demographic enablers of home deliveries, maternal health service uptake
can be improved.
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Introduction

Ethiopian institutional birth is one of the lowest in the world. According to the 2016
National Ethiopian Demographic and Health Survey,' only 29% birth occurred in
health facilities.! The remaining births are at home. However, since there is no care
system that allows professionals to attend labour at home, homebirth in Ethiopia is
unattended, unless by Traditional Birth Attendants.” The lack of skilled attendance
at birth is associated with the high rates of maternal mortality and morbidity
observed in Ethiopia.> According to the World Health Organisation, in 2017 the
maternal mortality rate was 401 per 100,000 live births, which although signifi-
cantly reduced from 2010 levels (1030, per 100,000 live births), is still high
compared with the global rate of 211 per 100,000 live births.’

There are several health policies and strategies in place, which aim at increasing the
proportion of childbirth attended by skilled professionals such as midwives. In 2010, the
most ambitious growth plan in the history of the country was announced—to be
a middle-income country, as of 2020-2023.* The plan was divided into two: Growth
and Transformation Plan 1 (over a period of five years, 2010-2015), and Growth and
Transformation Plan 2 (for the succeeding five years, 2015-2020). One of the objectives
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of the Growth and Transformation Plan 1 (GTP1) was to bring
the proportion of births attended by skilled professionals to
60% by 2015. To do so, health professionals training institu-
tions have been expanded, more than 38, 000 health extension
workers have been deployed over the five-year period of GTP
1, and health centres and health posts were expanded to
improve access to essential health care services including
maternity health services.” However, improving accessibility
could not guarantee the effective utilisation of the service.
Affordability was also a concern for consumers. As a result,
to increase the uptake of service during childbirth, the govern-
ment, with the help of foreign aid, made every service related
to childbirth free, including C-section. To this day, any health
care service related to pregnancy and childbirth is therefore
free in Ethiopia.®

Despite those efforts, in Ethiopia, the proportion of
women seeking care at a health facility during childbirth
remains one of the lowest in the world. According to the
latest Ethiopian Demographic Health Survey, only 29% of
women gave birth at health facilities, while the rest 42%,
15% and 14% received support from TBAs, No One and
Family or Friend, respectively.! Moreover, the same sur-
vey also reported that four in five women did not attend
health services for postnatal checks either. During their
pregnancy, only 30% of women have had at least 4 antena-
tal visits—the minimum number of ANC visit recom-
mended by the World Health Organisation.” Despite an
unsatisfactory response to the expansion of health care
services, the successor of GTP1, GTP2, also focused on
further expanding the health care service.

Strategies implemented so far have missed the fact that
improving accessibility alone is not enough to increase
service uptake. Exploring the perspective of those who
choose home birth should be as important as health service
expansion. Identifying crucial factors that play a significant
role in the decision-making processes can provide an addi-
tional element of quality maternity service, the service that
women want. This review focused on determining why
women—despite health infrastructure expansion, health
workforce boosts and a several awareness-creation cam-
paigns about the importance of facility birth—prefer home-
birth. It also attempts to identify demographic characteristics
that affect women’s preference of place of birth.

Significance of Facility Birth in Ethiopia

According to the World Health Organisation, in 2017, glob-
ally, 810 women died every day from preventable causes
related to pregnancy and childbirth.® That is 295,000

maternal deaths in just one year. About 94% of these deaths
occur in low- and lower-middle-income countries. Roughly,
two-thirds of all maternal deaths occur in sub-Saharan
countries.”

About 75% of all maternal deaths are due to known
and preventable causes, such as severe bleeding, infec-
tions (usually after childbirth), high blood pressure dur-
ing pregnancy, complications from delivery, and unsafe
abortion.'” All these causes can be prevented, detected
early and managed if women can have access to skilled
care before, during and after childbirth. This is what the
developed countries have done to make maternal mortal-
ity a distant memory. For example, Liz Ford highlighted
three elements of Britain’s maternal health success: 1)
the establishment of its National Health Service to
improve access to quality maternity service; 2) women
empowerment in order to seek professional service dur-
ing pregnancy and childbirth; 3) quality health profes-
sional education particularly midwifery education.'' This
is to suggest that if poor countries like Ethiopia improve
access to health services, then it is possible that they can
reduce the unacceptably high maternal mortality. As
a result, the Ethiopian government and international
organisations are working toward improving accessibility
of maternal health services. It has recorded a significant
reduction in maternal mortality following the efforts to
improve health service infrastructures.” However, the
service uptake is not satisfactory. Despite the increased
number of health professionals, despite making the ser-
vice charge-free, and regardless of significant improve-
ment in health infrastructure, Ethiopia is still among the
lowest facility birth. It is one of the countries with the
highest maternal mortality rates in the world. Every year,
about 22,000 women die in Ethiopia due to preventable
causes related to pregnancy and childbirth.’

Unlike the developed world, in Ethiopia there is no
system that provides home-based professional care during
childbirth. Thus, in order to have optimal experience and
outcome, women need to seek care from health care facil-
ities. Otherwise, having unattended labour can put women
and their babies at a higher risk of complications and
negative birth outcomes.'? As explained above, govern-
ment and international NGOs have implemented several
strategies to encourage women to give birth at health
facilities. Improving access to services through expanding
health infrastructure and increasing number of health pro-
fessionals is one of the focus areas. Moreover, creating
awareness about the dangers of unattended labours,
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information on the impact of having an unskilled care
provider, and the information on the importance of seeking
care were provided to women and families using several
media outlets.'* But the service uptake rate is still among
the lowest in the world.'

What is Missing?

Strategies implemented by the government and other part-
ners to improve maternal health in Ethiopia are making
a difference. They, for sure, have improved the maternal
and child health in the country. Over the last decade, for
example, Ethiopia has significantly reduced its maternal
and child mortality.® These strategies directly contributed
to the MMR reduction in the country. However, compared
to the commitments and efforts, improvements are not
satisfactory. The country has still got a long way to reduce
preventable mortalities related to pregnancy and child-
birth. To do so, it is important to assess the nature of
strategies already in place.

Almost all plans are focused on improving access and/
or quality of the service.'* As a result, women’s input or
perspectives on the service have been neglected. Any
strategy that does not include women’s—the direct parti-
cipants, particularly when it comes to pregnancy and
childbirth—input has less likelihood of achieving its
objectives. There are many successful attempts in listening
to women’s views. However, many of these attempts con-
sidered the attitude, opinions, and inputs of women who
come to hospitals to give birth.">!” But they mainly lack
the perspectives of the majority of women—those women
who preferred home birth. To improve facility birth utili-
sation, the target group should be those who chose to give

birth at their home. It is very important to reach out to
those women and try to determine their reasons and justi-
fications. It is through this way that we can create hospital
services that value women’s principles during childbirth.
What is important for women during childbirth so that
hospitals will attract women for childbirth? This is
a crucial information that the current body of childbirth
research is missing. This review attempted to close that
missing insight.

Materials and Methods
Eligibility Criteria

The review included articles:

e Published in peer-reviewed journals from 2010 and
on ward

e That examined three outcome variables: homebirth
proportion, determinants of homebirth preference,
and reasons for choosing homebirth (regardless of
other additional outcomes examined)

e Written in English

¢ Conducted in Ethiopia

Table 1 indicates inclusion criteria following a framework
comprising population, intervention, comparisons, out-
comes and study design (PICOS),'® giving examples of
excluded articles. Moreover, a sample of articles excluded
for the respective reasons is provided in Annex 1.

Information Sources
Four databases were searched during June 2020:
CINAHL, MEDLINE, Maternity and Infant Care, and

Table | Inclusion and Exclusion Criteria for Articles Selected for This Review

* Reasons for preference of homebirth

Inclusion Exclusion
Population * Women who gave birth during the last five years * Population that exclusively included women who gave birth at
facilities
Outcome * Place of birth (home verse facilities) * Post-natal services

* Factors significantly associated preference of homebirth

* Predictors of facility births

¢ Post-natal services among home delivered mothers

Study designs

homebirth: cross-sectional studies, cohorts,

* Original quantitative studies identifying factors associated
with homebirth, and identifying reasons for choosing

* Qualitative studies (missed the two objectives of this review)
* RCTs
* Mixed methods

Publication * Published on peer-reviewed journals

status * Published from 2010 on wards

* Published before 2010
* Not found on peer-reviewed journals

Place of studies | * Within Ethiopia

¢ Other countries
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Scholar. further articles

searched using one of the complementary searching

Google Moreover, were
techniques—Citation chaining.'” Backward searching—
one of the types of citation chaining—is the technique
used, where biographic lists of some selected articles
were searched to locate additional articles. Mendeley
was used as a database software to save and record
search results. The software’s notification system was
activated for the arrival of new articles after initial

search was conducted.

Search Strategy
This review used a combination of coined terms encom-
passing different concepts. Factors associated with home
birth and reasons for choosing home birth were searched
using mainly two Boolean terms (“OR” and “AND”2).
Terms under column A (Box 1) were combined using
Boolean term “OR”, as well as terms under column
B were combined with the same Boolean term.

Then, the resulting terms under column A were com-
bined with terms under column B using a Boolean term
“AND”. The search syntax is provided as Annex 2.

Study Selection

The first electronic database search yielded 1672 articles.
The first step was to remove the duplicated articles. There
was a “remove duplicates” tool on the Mendeley software,
which was used to manage the database. Using this tool,
duplicated search results were removed. This left 929
articles that entered the stage of screening for eligibility.
Using the inclusion and exclusion criteria (Table 1), titles
and abstracts were screened. Titles that were clearly out of
the scope of this review were removed. Abstracts from the
remaining articles were assessed for study eligibility. The

Box | Review Search Terms

A B

Home birth related terms Outcome-related terms
Homebirth OR home birth
Home childbirth OR childbirth
Childbirth at home
Out-of-hospital birth

Out-of-hospital-childbirth

Factors associated + HB*

Predicting factors +HB*

Factors significantly associated +HB*
Reasons of + HB**

Why women choose + HB**
Determinant factors + HB*

Determining factors + HB*

Notes: HB= Homebirth OR home birth OR Childbirth at home OR out-of-
hospital childbirth. *Specific objective | of the review: to identify factors associated
with women’s preference to HB. **Specific objective 2 of the review: to determine
the reasons of why women choose HB.

form applied for screening and selection of studies is
provided as Supplementary 1.

After screening the titles and abstracts for eligibility,
49 articles were acquired to enter the next stage—full-text
screening to assess eligibility for the review. The full text
of all articles were acquired and reviewed using the inclu-
sion criteria: 1) quantitative studies; 2) reported outcome
variables—mainly homebirth prevalence, determining fac-
tors of homebirth, and reasons to give birth at home; 3)
Conducted on Ethiopian women 4) full text available (see
Table 1). Almost all of the qualitative studies acquired
addressed only the third objective of this review, missing
the first two objectives. In contrast, quantitative studies
conducted on the review topic addressed all three objec-
tives, leading to the decision of qualitative studies to be
excluded from this review. After reviewing the acquired
full texts and assessing their eligibility against the criteria,
10 studies were included in this review. Figure 1 illustrates
the flow diagram of the search and inclusion process.
Examples of full articles excluded from the review are
presented in Annex 1. And the sample inclusion and
exclusion processes are provided as Supplementary 2 and

Supplementary 3, respectively.

Data ltems
The elaboration of variables that were used to answer the
review question is presented in Box 2.

Quality Assessment

In terms of appraisal tools, we were not able to locate
suitable appraisal tools for quantitative surveys. Therefore,
we used a general tool that focused on common elements
of research publications: clear description of methodology,
presence of ethical approval process, specific objectives in
line with the topic under study, result’s alignment with the
intended objectives.”® Based on these points, we have
categorized studies into high, average and low qualities.
There were no excluded studies based on the appraisal,
and there were no studies under the category of “low
quality” (Table 2).

Data Extraction

The steps and procedures used to identify the types of data
to extract were as follows: 1) skim-read all selected studies
to have the general idea of variables reported; 2) review
the objectives of the review; 3) review the inclusion and
exclusion protocols and; 4) read some published articles
on the same area to further explore the data types needed
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Records identified through
database searching

1669

Additional records identified
through other sources

| I

Total records identified
n=1672

| ——

Screened by titles and abstracts
n=929

| I

Full-text articles assessed for
eligibility
n=49

I_

Studies included in for
review
n=10

Figure | A flowchart diagram showing the selection process of included studies.

Duplicates excluded
n=743

Records excluded
n=880

Full-text articles excluded:

- Postnatal and antenatal services
- Did not report outcome variables
- Conducted out of Ethiopia

- Focused on Facility childbirth

n=39

Note: Adapted from Page MJ, McKenzie JE, Bossuyt PM, Boutron |, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting

systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71.2'

to answer our review question. As a result, we identified
descriptive data types such as study place and year, study
design, study population and sample size. Regarding ana-
lytical data, we identified variables such as homebirth
prevalence, predictors of homebirth, reasons for home-
birth, women’s empowerment or autonomy, ANC visits
and birth attendants at home.

After determining the data to be extracted, the next step
was developing and piloting the Data Extraction Form
(DEF). Piloting had two aims—to be familiar with the

form and procedure, and to ensure all necessary data
types are included.'® After applying the form on a couple
there were no reduced variables

of articles, (see

Supplementary 4). However, we added one additional

variable: “Presence of Birth attendant at home or not.”
After verifying the DEF, the next step was extracting
data from the selected studies. We extracted descriptive
data and analytical data (see Supplementary 5). During
extraction, we used a highlighting technique to easily
pick the data taken from the original articles, in case
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Box 2 Definition of Data Terms

Home birth:

* Is defined as a birth that has taken place at the labouring woman’s
own home, or her relative, or her neighbour.
Predicting/significant/determinant factors:

* Independent factors reported in selected studies as significantly
associated with home birth at a P-value of less than 0.05.

Reasons for homebirth:

* Self-reported reasons of women for choosing home for giving birth
to their child.

reviewing is required. To reduce extraction error or bias,
besides conducting pilot on the DEF, we checked the
actual data extraction twice. Doing data extraction for
the second time after a few weeks of the first extraction
can optimize the quality of data extraction and minimize

Table 2 Characteristics of Selected Studies

errors.'” There were no major discrepancies in the two sets
of data. We requested the authors of one of the selected
studies,?? for further detail of their data collection and
analysis method, which was not reported in detail.
Following their response and clarifications, we have
included the study for the review.

Data Analysis

The findings of this review have been presented as a narrative
summary of the reviewed studies and therefore coded the
data in themes related to key terms. A narrative summary
involves a thematic or content analysis, which can be defined
as a method for identifying, analyzing and reporting informa-
tion in the form of themes within a text.”>** Hence, in this

review, factors that were significantly associated with

First Author Study Source | Population—Eligibility Outcomes—Relevant to Current Review Quality
Place. Design. of Data | Criteria Question Rating
Chernet 2018 Cross- EDHS 10,622 women who gave birth | Homebirth, factors affecting homebirth Average
National survey sectional 2016 within the last five years prior
data collection
Kebede 2013 Cross- Primary | 475 women who gave birth Homebirth, ANC, reasons for home birth, Average
Ambhara state sectional data during the last 12 months determinants of homebirth
Hailu 2014 Cross- Primary | 485 women who gave birth Homebirth, women empowerment, reasons for | Average
Tigray state sectional data during the last two years prior | homebirth, determinants of homebirth
data collection

Ababulgu 2016 Cross- Primary 504 mothers Homebirth, determinants of homebirth, reasons | Average
SNNP state sectional data for home birth, delivery attendant

study
Kasaye 2017 Cross- Primary | 501 women who gave birth Women empowerment, ANC, determinants of High
Ambhara State sectional data during the last 12 months homebirth, reasons for homebirth, labour

study attendant
Yebyo 2015 Cross- EDHS 7908 women who gave birth Homebirth, women empowerment, factors High
National Survey sectional 2010- over five years-period. affecting homebirth, ANC

2016

Bayu 2015 Follow-up Primary | 422 pregnant women Homebirth proportion, determinants of High
Ambhara State study data homebirth, reasons for homebirth
Mekie 2019 Cross- Primary | 346 women who gave birth Women empowerment, homebirth proportion, High
Ambhara state sectional data during the last | year reasons for home birth, labour attendants,

study determinants of homebirth
Tsegay 2017 Case Control | Primary | 285 women who gave birth Proportion of homebirth, Factors affecting Average
Tigray state data during the last 12 months homebirth
Yaya 2018 Comeparative | EDHS 37,086 women of age 1549 Reasons for homebirth, factors associated with High
National survey study survey homebirth
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women’s preference of homebirth were coded using key

terms: “Socio-economic”, “Obstetric”’, and “Infrastructure.”

Moreover, findings related to women’s reasons to choose
b

home delivery were coded using keywords such as: “The

Beauty of Homebirth”, “Service Quality”,

Experience” and “Societal”. These terms were refined sev-

“Previous

eral times as the coding progressed, and eventually the
selected studies were recoded where necessary. Microsoft
Excel was used for data extraction, coding and data
management.

Findings

Study Selection

Electronic searches identified 1672 citations, which once
duplicate was removed left 929 unique citations to be
screened for inclusion. Their titles and abstracts were
assessed for their relevance to the review, resulting in 49
potential citations being retained. Then, the full texts of all
citations were obtained. After applying the inclusion cri-
teria to full-text papers, 39 citations were excluded for
reasons, such as not reporting outcome variables, out-of-
Ethiopia study, focused on antenatal care (ANC) and post-
natal care services. As such, ten citations were included in
the review (Figure 1). The following synthesis, therefore,
is based on those selected ten studies. The synthesis fol-
lows a sequence of titles: Description of Selected Studies;
Prevalence of homebirth; Factors associated with home-
birth; Reasons to Give Birth at Home.

Description of Selected Studies

A total of 10 studies were selected, published 2013-2019.
Table 2 summarizes further details of the characteristics of
selected studies. Four studies were originated from Amhara

16:22.2526 three were conducted at the national level,>” %’

30,31

state,
two from Tigray state, and one from Southern Nations,
Nationalities and Peoples” (SNNP) state.'> Research designs
included 7 cross-sectional studies, one case-control, one fol-
low-up, and one comparative study.

Prevalence of Homebirth
Only one study did not report the prevalence of
homebirth.”® The mean proportion of homebirth in this
review was 73.5%, ranging from 25%> to 88.3%.%° In
the majority of selected studies, the prevalence of home-
birth was higher than 50% (Table 3).

Half of selected studies in this review reported the

status of women’s autonomy in terms of preference of

Table 3 The Reported Proportion of Homebirth in the Selected
Studies

First Author Homebirth

n/N %
Yebyo 2015 6980/7908 88%
Kebede 2013 402/475 85%
Kasaye 2017 764/909 84%
Hailu 2014 335/485 69%
Chernet 2018 7137/10,622 67%
Ababulgu 2016 312/504 62%
Mekie 2019 195/346 56%
Bayu 2015 156/422 38%
Tsegay 2017 95/285 33%
Total 16,503/22,457 73.5%

place of delivery. The majority of respondents in these
studies reported that women have been empowered to
independently decide their preferred place of delivery.
Five studies reported women’s participation in making
decision regarding place of delivery. More than 74% of
women in three studies reported that they independently

decided on their preferred place.'®*>%

Determinants of Homebirth
Table 4 summarizes independent variables associated with
women’s preference of home as a place of delivery.

Parity, ANC Visits, Maternal Age
homebirth
primiparous.'>** On the other hand, this review found that

Multiparous ~ women  preferred over
ANC visits predicted facility birth, given women have had at
least four visits during their entire pregnancy. Those who have
had just one visit were more likely to give birth at
home.'®**?%2%3! Regarding maternal age, the review found
that their

counterparts.

older women preferred homebirth over

15,16,27

Residence and Access to Mass Media

Two studies reported the significance of residency. Rural
residency positively affected homebirth, while women liv-
ing in urban areas preferred facility birth.”®*° Access to
media has a statistical significance in affecting women’s
preference of place of birth. In three studies, women who
had
homebirt

access to media preferred facility birth to
| 272931
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Table 4 Demographic Characteristics Associated with

Homebirth

Yebyo (2015) - Higher Educational level

- Higher Parity

- Exposure to media

- Distance to get to health facilities

- Residency (rural women give birth at home)
- ANC attendance

- Higher Economic level

Bayu (2015) - Age (older women chose home)
- Higher Educational level

- ANC attendance

Hailu (2014) - Higher Educational level
- Distance from facilities
- ANC visits

- Higher Economic levels

Cherenet
(2018)

- Higher Level of education

- Economic background

- Maternal age (older women preferred home
birth)

Kasaye (2017) | - Educational level
- Distance from facilities
- ANC attendance

- Time of occurrence (expected vs unexpected

pregnancy)

Mekie (2019) - Previous facility delivery
- Distance from facility
- Transport accessibility

- ANC attendance

Kebede (2013) | - Previous facility delivery
- Parity
- ANC attendance

- Distance from facility

Ababulgu
(2016)

- Age
- Educational level
- Previous facility delivery

- Parity

Tsegay (2017) | - Women'’s access to media
- ANC attendance
- Level of knowledge about danger signs of

pregnancy and childbirth

Yaya (2018) - Residence. Rural vs urban residents

Level of Education

Women’s level of education was one of the most fre-
quently reported determinants in selected studies. Six stu-
dies reported its significance, and found that educated

women were more likely to give birth at facilities than

their counterparts,'>16-2%-27:29:30

Distance to Facilities

The second most frequently reported factor that affected
women’s decision of place of delivery was distance from
health facilities. Five studies reported that women who
lived far from health facilities were more likely to give
birth at home than those who lived closer to health

facilities.”>26-2731

Previous Facility Birth

Three studies attempted to explore the effect of previous
facility birth on mother’s preference of place of delivery for
the current pregnancy. Two of those studies found that women
with previous facility birth chose home for their current preg-
nancy. Ababulgu and Bekuma'® found that women who have
a history of hospital birth are less likely to give birth at
facilities again (AOR=0.24 and 95% CI = 0.11, 0.52). In
another study, previous use of facilities for childbirth has
reduced re-attendance for the next pregnancy by 45%.%° In
contrast, one study found that previous institutional delivery
was significantly associated with preference for facility
delivery.*

Women Empowerment

Women’s involvement in decision-making process regard-
ing place of delivery is significantly associated with the
preference. Hailu and Berhe®® found that independent
women tend to prefer facility birth than those who do
not. Moreover, socio-economic status has significantly
affected women’s preference of place of delivery.
Women who are among higher socio-economic status are
more likely to give birth at hospitals than those from poor

economic status.?”%’

Reasons for Homebirth Preference
Selected studies explored possible reasons provided by
participants for deciding to give birth at home. Eight
studies have reported participants’ reasons to give birth
at home (Table 5).

Poor Quality of Service

Concerns about the quality of maternity health services
provided in health institutions were one of the frequently
reported reasons for giving birth at home. Poor service is
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Table 5 Reasons to Give Birth at Home

Bayu (2015) | - Home is more comfortable (24%)

- There was no problem to seek for care (22%)

- Labour was incidental (20%)

- Unwelcoming health professionals; negative previous
experience at health facilities (15%)

- It is my usual practice; labour was incidental (17%)

Hailu (2014) | - Needed family support (47%)
- Not liking institutional delivery (43%)

- Home feels more comfortable than hospitals (30.4%)

Kasaye
(2017)

- Labour was simple and fast (76.4%)
- Needed family support (35.4%)
- It is cultural/usual practice (27.6%)

Mekie
(2019)

- No transport (28.1%)

- Long distance to get facilities (26%)
- Trust in TBAs (18.4%)

- Short labour (14.8%)

- Unfriendly hospital care (12.8%)

Kebede
(2013)

- Needed family support (35%)

- Home maintains privacy (21%)

- | do not know advantages of giving birth in hospitals
(17%)

- Long distance from health facilities and no transport
to get there (12%)

- Bad previous experience (12%)

Ababulgu
(2016)

- Cannot afford transport: 36% responded to the
question and highlighted the affordability issue

Yaya (2018) | - Not customary (28.8%)

- Not necessary (54.9%)

- Too far/no transport (14.6%)

- Cost too much, no female provider, poor service

(&%)

Notes: The percentages of the categories might not add up to 100% because
participants have had more than one reasons.

explained in selected studies including bad approaches of
health professionals and the issue of privacy during deliv-
ery. Bayu et al'® found that 28% of study participants
chose home because of the “unwelcoming approach” of
health professionals. About half of women who gave birth
at home in one study stated that “disliking facilities” is one
of the reasons for their homebirth preference.’® About
12.8% of participants reported that health professionals’
approach is “unfriendly” and that made them chose
homebirth.””

Reasons Related to Distance and Transport
Four studies reported distance-related reasons for choos-
ing home birth over a facility-based birth. Mekie and

Taklual** found that transport accessibility and distance
from facilities were the reasons for 28.1% and 26% of
respondents, respectively. The analysis of national
health survey data has found that 14% of women who
deliver at home stated that too far from facilities as
a reason for homebirth.”® About 13% of participants in
another study reported that the transport cost is unaf-
fordable to get to health facilities."> Moreover, Kebede
et al*® found that too far to get to facilities was a reason
for 12% study participants who have had a preference

for homebirth.

Home Birth is Customary

In some studies, home birth has been found to be a social
norm and customary. Yaya et al*® found that for 29% of
participants, homebirth is just a customary practice that
they do not need to go to facilities. Moreover, in another
study, for 27.6% of study participants, homebirth is
customary.”> A follow-up study selected in this review
also found homebirth to be a customary practice. In other

study, 31% of homebirths are due to customary reasons.'®

The “Beauty” of Homebirth

In the selected studies, the uninviting approach of health
professionals has not been the only reason to prefer home-
birth. It is also because home has been perceived to be
better than hospital birth. The presence of family support,
familiarity of the place, freedom and privacy were among
the attributes of preference for home. About 36% of home-
birth in one study were due to the family support at
home.?” In other study, 30.4% of participants said that
“home is more comfortable than hospitals”,’® and this
reason was true in 24% of homebirths in other studies.'®
Kebede et al*® found that 35% of respondents believed that
homebirth provides the needed family support, and 21%
believed home maintain privacy at optimum level.

Normality of the Childbirth

Conditions such as normality of childbirth and the nature of
how labor started were among the reasons for homebirth.
Women chose homebirth because the condition was

“normal.”!®

More than half of women who gave birth at
home in one study stated that everything was normal and
there was no reason to seek professional care.”® About 77%
of homebirths in another study stated their reasons for home-
birth as: “labor was normal.””** Besides the perceived normal-

ity of childbirth, the way labor started has also been mentioned
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as the reason for homebirth. In three studies, respondents
stated that labor started incidentally, and the process was too

short and too fast to go to health facilities.'¢***°

Discussion

This review examined the status of homebirth in Ethiopia
by determining demographic characteristics, which are
significantly associated with respondents’ preferred place
for delivery. Moreover, the review attempted to explore
women’s reasons to prefer home as their choice of place to
give birth to their babies.

Limited studies in this area make this review unique in
its way. If maternal health service must improve in the
country, an understanding of women’s opinion is vital.
Conena® outlined that the data we have access to regard-
ing maternal and child health lack women’s opinion.
Without considering women’s say on their own health
issues, the implementation of any strategy to improve
women’s health becomes significantly difficult. This
review tried to consider women’s say about childbirth
services, particularly those who are not using the service
provided.

In addition, one of the objectives of this review was to
determine the prevalence of homebirth. This review iden-
tified an average homebirth prevalence of 74%. This sug-
gests that giving birth at home is a commonplace practice
among study participants (Refer Table 2). This is consis-
tent with findings of Ethiopian National Health Survey,' in
which the national homebirth prevalence is 72%. The
similarity might be due to both the survey and this review
were on the national level, considering various demo-
graphic areas within the country.

Determinants of Homebirth

In the four studies selected in this review, women who
perceived their pregnancy as “normal and without any
problem” did not seek for a skilled birth attendant during
labour and delivery.'®?>*% The finding is similar to
other studies where the perceived normality of pregnancy
prevented women from attending facilities during labour."”
This suggests that there is an important opinion among
women that can be described: facility births are for abnor-
mal and complicated pregnancy and childbirth.

As we discussed above, in our review, lower education
was one of the strong predictors of homebirth. Greater
education alongside higher socio-economic status is sig-
nificantly related to facility birth. One systematic review
conducted in sub-Saharan countries reported a similar

finding.®>  Another conducted to examine

a relationship between women’s economic independence

study

and their health-seeking behavior reported that women
with  higher
women) are 4 times more likely to seek health care ser-

educational level (hence independent
vice, particularly during pregnancy and childbirth, than
their counterparts.>* In contrast, studies in developed
countries reported contradicting findings. For example,
a meta-analysis conducted in Australia to compare child-
birth outcome with women’s place of birth reported that
women with advanced education chose home over facil-
ities to give birth.”> The difference between educated
women in developing and developed countries in terms
of place of delivery can be explained by the movement of
normalizing childbirth in the latter countries. The concept
of physiologic childbirth is very immature in developing
countries, medically advanced childbirth is still considered
as good practice. We could not find studies on physiologic
childbirth focused on developing countries which, by
itself, can be an evidence of how new the concept is in
those nations. Regarding developed countries, the efforts
childbirth as

a condition that requires immediate and continuous med-

to change the misconception about
ical interventions is strong.**>® Even the World Health
Organization is calling, through its intrapartum care guide-
line, for de-medicalization of childbirth unless there are
medically proven indicators.®

In recent years, several studies are questioning the
benefit of secondary and tertiary institutions as an opti-
mum place for labour and delivery. For example, a study
conducted in New Zealand reported that women who gave
birth at tertiary institutions are at a higher risk of unneces-
sary intrapartum interventions such as assisted birth and
caesarean delivery than those who have had homebirth.**
This suggests that medicalising birth may have an adverse
effect on the labour process and its outcome than we might
think. The movement is already taking a shape that women
are seeing childbirth as normal—not a disease condition—
that they are starting to prefer homebirth to facility births.
This difference is evidently showing discrepancy of
women’s preference of place of birth between developing
and developed countries. That is why higher education
predicts homebirth in western nations, while it is
a common factor significantly associated with women’s
preference of facility-based childbirth in third-world coun-
tries like Ethiopia.

In most studies selected for this review, ANC atten-
dance was identified as one of the most common variables
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associated with facility-based childbirth. A systematic
review aimed at determining the effect of antenatal care
attendance on women’s preference of place of delivery in
Ethiopia found a similar relationship between ANC atten-
dance and hospital birth.** This might be because of the
health education during ANC that has been designed to
inform women about the importance of facility birth in
preventing adverse childbirth outcomes, and to timely
manage in case the process gets complicated. Similarly,
a case—control study conducted in Ethiopian state of
Oromia reported that ANC attendance during pregnancy
was a strong predictor of facility-based childbirth.*!
However, the finding contradicts with the study conducted
by Bohren et al, where women’s ANC attendance during
pregnancy reduced their likely of giving birth at health
institutions. The study highlighted that women thought
attending ANC prevents problems related to pregnancy
and childbirth that they do not need to seek out skilled
birth attendants during labour and delivery.'’

In this review, higher parity is one of the strong deter-
minants of homebirth. This can be explained by the fact
that fear of childbirth and eagerness to seek help in order
to feel “safe” reduced as a woman becomes more experi-
enced with pregnancy and childbirth. Multiparous, based
on their previous facility birth experience, might also
decide not to come to facility services. For example, in
a recent qualitative study on women’s experience of facil-
ity-based childbirth in Ethiopia, women reported that they
suffered more from disrespectful and abusive care than the
labour pain itself.*> This can explain why multiparous
women are not coming to facilities again. Similarly,
a study conducted in Nigeria found that the odds of giving
birth at home was 2.7 times higher in multiparous than
those who were having their first babies.*

The health service coverage in Ethiopia favors urban
areas, leaving most (more than 85% of population lives in
rural areas) of the country behind®* This has also been
identified in our review. Residency was one of the signifi-
cant factors associated with women’s preference of place
of birth; rural women were more likely to give birth at
home than their urban counterparts. This can be explained
by the physical distance of health facilities in rural areas.
Moreover, access to media has played a significant role in
encouraging urban women to give birth with the atten-
dance of skilled professionals in health facilities. In most
of the selected studies for this review, the physical distance
of health facilities has been found to be one of the sig-
nificant determinants of the place of deliveries. Those who

are living 2 or more hours away from the facilities are
more likely to give birth at home than those living closer.
Several studies also found that distance from health facil-
ities could independently affect women’s preference of
place of delivery favoring homebirth.'”*'** Naturally, it
is expected to see a high prevalence of homebirth where
facilities are located remotely. This can explain why rural
areas record significantly higher homebirth rates compared
to urban areas—of course, in addition to other factors.
Surprisingly, our review identified a significant asso-
ciation between previous facility-based childbirth and
homebirth. In other words, those women who gave birth
in hospitals previously are not coming again for their next
pregnancies. This might be due to the rising problem
related to sub-optimal maternity services, such as disre-
spectful approach of the health care providers. Studies
report that the probability of having unpleasant experience
during childbirth is significantly higher than having satis-
factory experience; women felt “abusive approach was

£7*? Another explanation

more painful than the labour itsel
could be that women are becoming more aware of and
concerned with unnecessary but common interventions in
hospitals, which could lead them to the decision to stay at
home.** Our finding is also similar to a study conducted in
Ethiopia to determine why women do prefer homebirth.*®
According to this study, previous facility-based birth was
significantly associated with homebirth that poor qualities
in facilities were main attributes to not going again.
A study conducted in Senegal similarly found that pre-
vious institutional birth was associated with homebirth of
the consecutive pregnancy, highlighting poor quality and
male care providers as the major elements of the unplea-
sant experience.*’ Similarly, Jouhki M-R,*® reported that
previous hospital birth experience has led women in
Finland to prefer homebirth over their current pregnancy.

Regarding women empowerment in the household, our
review found that the uptake of services provided by
skilled birth attendants is significantly higher among
empowered and independent women than those whose
voices and concerns are not heard well in the household.
Those who were autonomously making decisions and
those who were active participants in the decision-
making process preferred health institutions to give birth.
A study that explored women’s autonomy from the per-
spective of economic independence reported similar find-
ings that women’s autonomy in the household predicted
higher uptake of maternity health services, such as family
planning, antenatal care, and skilled birth attendants
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during labour and delivery.** A study conducted in
Pakistan found that women’s decision-making power has
a significant correlation with the uptake of maternal health
services including facility-based birth.*” Ahmed et al®
analyzed a Demographic and Health Surveys of 31 devel-
oping countries to determine the relationship between
women’s economic, educational and empowerment status
and their maternal health service utilization. The analysis
concluded that women with the highest empowerment
scores were twice as likely as those with null empower-
ment scores to attend antenatal care services and the pre-
sence of skilled attendants at birth. This suggests that to
accelerate the uptake of health service that has significant
impact in reducing maternal and child mortality in devel-
oping countries, it is necessary to attend to parallel invest-
ments that aim at empowering women through access to
education and economic independence. Moreover,
Pratley,” after systematically reviewing evidence from
the developing world to determine the association between
women’s empowerment and maternal health service
uptake, concluded that improving women’s empowerment

is a viable strategy to increase health service uptake.

Reasons for Homebirth

In this review, women have reported several reasons for
giving birth at home. The perceived comfort of birthing at
home was one of the reasons for preferring home births.
The finding is broadly in consistent with a study conducted
in the United Kingdom,?® in which respondents reported
that “home-like” environment is more important than the
“clinical appearances” of most health facilities. Another
study conducted in Finland also reported that the conve-
nience of the environment at home was one of the major
reasons to give birth at home.*® It is understandable to
perceive home as a more comfortable environment than
hospitals, after all home is home. However, it is important
to note, in case of developing countries like Ethiopia, that
no matter how comfortable women think home is, since
there are no home midwives, giving birth at home is
totally unattended (or attended by traditional birth atten-
dants), which could be dangerous.

In this review of selected studies, poor quality of
services was one of the reasons women decided to choose
homebirth. Several studies have reported poor qualities at
health
utilization.'*>*7*® This can explain why homebirth is

institutions as barriers to service
higher in the rural area. As we have discussed elsewhere,

health facilities in the rural and urban areas of Ethiopia are

highly unbalanced. Therefore, a woman living in urban
area might have a chance of changing facilities for the next
pregnancy. However, this is not the case for rural women
because facilities are rarely accessed, and if the quality is
poor, they are likely to stay home—to find alternative
facility is unthinkable. Therefore, as we are working to
improve accessibility, it is vital to work on the quality of
facilities—with much attention to the rural areas because it
is vital to make sure that women will come whenever they
are pregnant, not just once.

Another reason for choosing home as a place for deliv-
ery is the perceived normality of pregnancy. In this review,
perceived normality of pregnancy and childbirth was iden-
tified as one of the reasons women chose homebirth.
Studies from Ethiopia and other developing countries

1741 1n other words,

have reported similar findings.
women seek professional services if and only if they
think, or have been told, that their pregnancy is abnormal
pregnancy with underlying medical or obstetrical
problems.

Looking at homebirth as a customary practice in the
society was another common reason mentioned by respon-
dents for their birth experience to happen in their home.
Women do not go to hospitals to give birth because no one
is seeking for professional service in their society. The
very
A comparative study between Ethiopia and Nigeria also

social significance of facility birth is less.
reported that in both countries, a significant proportion of
study participants reported that homebirth is customary.?®
An analysis of the 2016 Ethiopian Demographic Health
Survey data also reported that the notion of homebirth as
customary was one of the most common reasons women
have had for homebirth.”’ Despite the efforts to make
facility-based childbirth customary in Ethiopia, ours and
other related reviews found that, in some communities,
homebirth is customary and has societal significance.

Conclusion

The prevalence of homebirth in this review is very high.
Several socio-economic and demographic factors are keep-
ing women from seeking professional care during preg-
nancy and childbirth. In our review, we have identified
several factors significantly associated with homebirth in
Ethiopia: parity, women’s level of education, distance to
facilities, resident, previous facility-birth experience, and
women’s empowerment and/or autonomy in the household
were among demographic factors, which were signifi-
cantly associated with homebirth in Ethiopia. Regarding
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reasons to choose homebirth, the review found some fre-
quently mentioned reasons such as “previous bad experi-
“the
“homebirth is customary”, “home is more private and/or

ence at facilities”, pregnancy was normal”,
comfortable than facilities”, and “distance from facilities.”
Based on the findings of this review, empowering women
can improve their tendency toward seeking health care
service during pregnancy and childbirth, which will in
turn reduce homebirth significantly. Women’s access to
education improves not only their economic situation but
also that they will be motivated to seek care during one of
the most important events in their life—pregnancy and
childbirth.

Surprisingly, previous facility birth was one of the
enabling factors for homebirth in this review. This finding
implies that care providers’ approach and attitude toward
laboring mothers determine not only the outcome of cur-
rent pregnancy (not the only determinant but plays signifi-
cant role) but also the decision that same woman will take
for her next child’s place of birth. To improve facility birth
prevalence, as it appears to be the safest place to give birth
in Ethiopia, then it is health care providers’ responsibility
to provide women with friendly, respectful and compas-
sionate care for those who already came to facilities.
Another implication of the findings of the review is that
there is a significant community perception toward the
necessity of seeking care during childbirth. It has been
repeatedly reported that women do not seek care for child-
birth, which they perceived to be normal. In other words,
they only go to health facilities when they face problems
during labour. Using ANC sessions as an opportunity,
health providers can clarify these myths.

Recommendation

Ethiopia is a country with one of the highest maternal
mortality rates in the world. Providing access to quality
maternal health services is one of the essential strategies to
reduce most of the deaths attributed to preventable causes.
Over the last two decades, there has been a relatively
significant reduction in the number of women dying due
to childbirth complications. The government's commit-
ment alongside the support of various partners is attribu-
table to the reduction of maternal mortality. Despite efforts
to improve access to health care in Ethiopia, the number of
women seeking care during pregnancy and childbirth is
still very low. It is crucial to determine why women are not
seeking care. This review attempted to determine the pre-
valence of homebirth, the demographic characteristics that

are significantly associated with homebirth, and reasons
why women in Ethiopia are giving birth at home. Based on
its outcome described under the Findings and Discussions,
this review generated and discussed some of the important
recommendations below.

The review identified that empowering women through
access to education and employability can significantly
accelerate their maternal health service uptake, which in
turn plays a crucial role in reducing maternal mortality in
Ethiopia. A 2000-2016 trend study on maternal health
service utilization inequality also recommended that if
we have to improve service utilization, then there must
be a strategy, which targets poor and illiterate women to
empower them so that they will be informed and empow-
ered enough to seek care during childbirth.*?

This review identified a misconception that facility birth is
for abnormal pregnancy and childbirth. This misconception
can be addressed during ANC visits by adding the issue to the
topics facilities cover under ANC education sessions. Health
care providers should also give emphasis on multiparous
women during ANC service, as these women are more likely
to give birth at home than their counterparts. Women who gave
birth at facilities are not coming again for the next pregnancy.
Previous facility birth is positively associated with homebirth.
In other words, facilities, with their poor-quality services and
abusive attitude of their employees, are forcing women to
choose homebirth. Hence, by improving service quality and
professionals’ competency, it is possible to improve the uptake
of maternal health services in Ethiopia. One study from Kenya
reported that by adhering provision of care to the required
standard maternal health service uptake increased from less
than 40% to 80—100% within three to six months.>

We suggest that it is important to improve the inequal-
ities between rural and urban women regarding access to
health care services, which is contributing to the higher
prevalence of unattended birth among rural women. From
rural women perspectives, it is understandable that they
could not get to the facilities on time as those facilities are
at an unreachable distance. Government’s effort of build-
ing maternity waiting homes so that rural women
approaching their due dates will stay until childbirth is
bringing a difference in the improving proportion of facil-
ity births in Ethiopia.>*
health facilities in remote areas, those maternity waiting

However, alongside building

homes can be seen as effective and immediate interven-
tions, and they should be further expanded into other
areas. Further study should be conducted to find out the
socio-demographic determinants of homebirth in Ethiopia.
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