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Abstract

Background: Maternal morbidity and mortality remains one of the biggest public health
challenges in Nepal. This paper explores the trend of home or hospital delivery and child birth in
certain ethnic group. The illiteracy women’s low socio economic status in the society, lack of
access and difficult geographical rugged terrain are major reasons for not delivering children in
health institutions in Nepal. Objective: To find out the trend of hospital or home delivery among
Muslim women of Biratnagar city. Methods: Cross-sectional study was conducted among 200
Muslim women of ward 7 of Biratnagar municipality. They were interviewed to assess their
health seeking trend of home or hospital delivery and child birth along with factors associated
with the use of health services. Information's on usages of health services, education level,
family structure, and occupational status information were also collected using a pre-tested and
structured questionnaire. Results: The overall institutional delivery in the study population was
24.5%. llliteracy, low socio-economic status, and poverty in women are the major challenging
features of not delivering babies in health institutions. Conclusion: Only one fourth of the
women of the study population had hospital/health institutional delivery. Hospital deliveries were
seen among the educated women with many antenatal visits. Therefore female education must
be encouraged in this community.
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Introduction maternal health in developing countries.’
Maternal mortality is a major concern of Access to quality care during pregnancy and
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developing and the industrialized world.? Key
health care interventions can largely prevent
women dying from pregnancy related causes.
Attendance of antenatal care, delivery in
medical setting and having a skilled health
worker at delivery improve maternal health.*®
However use of these interventions is limited
in developing countries.® Only a small
proportion of births of currently adolescence
women are delivered at health institutions
accounting 3 to 11 % birth in Bangladesh,
Nepal and Pakistan. Consistent with this
finding it is also observed that over 70 % of
birth by women of all age groups still remains
unattended by trained health workers in all
countries of the regions. The proportion of
birth of currently married women attended by
health workers in Nepal is 14 %. Young
women and their children are facing serious
health
childbirth. More adolescence girls die from

risks from early pregnancy and

pregnancy related causes then from many
other causes.” Maternal mortality is estimated
to be 281 per 100,000 live births in Nepal in
2009,% and the need for treatment of women
with obstetric competition is inadequately
meet.? Child birth is a risk-producing event,
and timely and adequate medical care for
women who experience obstetric
complications is an option for mitigation the
risk.”” There is less report available of such
study undertaken about the trend of home or

hospital delivery in child birth among Muslim
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women in Nepal. No data available based on
So this study had been
conducted to find the trend of home or

the ethnic groups.

hospital delivery among Muslim women of
Biratnagar city in eastern Nepal.

Methods

This cross-sectional study was undertaken in
ward no. 7 of Biratnagar Municipality in
Morang district. The study population was
married Muslim women in the child bearing
age group (15-49 years), residing in the study
area, who have at least a live baby about 5
years preceding the survey. Health seeking
behavior (delivery hospital or home) during
child birth was defined as the women having
attended whether government (including sub-
health post/ health post, PHCC or hospitals)
or private institutions and nursing homes. The
study duration was January to June 2009.
the
municipal location to find out the eligible

House-to-house visits in targeted

women by the investigator before data
collection were made with the cooperation of
Health

leaders.

Female Volunteers
(FCHVs) The
purposive sampling method was adopted to

Community

and community

identify the eligible mothers who met our
required criteria. All the 200 mothers were
interviewed by using pretested questionnaire
with the help of FCHV and community
leaders after taking their consent.



Data were entered and analyzed using SPSS
version 10. Bivariate analysis was done to
find
demographic and behavioral characteristics
with

behavior

the association of socioeconomic,
previously used health seeking
in pregnancy and child birth.
Analysis was also done to determine any
their

including

self
their
occupation, monthly household income and

relationship between reported

education level spouses
health seeking behavior among reproductive
age group (15-49 yrs) women. p value was

set at 5% level of significance.

Results
A total of 200 Muslim women between 15 to
49 years age group were interviewed for data
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collection. Most (64.5%) women were from
nuclear family (Table 1). Family head were
mainly their husbands (67.5%) followed by
father in laws (26%). Only 2.5% women were
head of family among the study population.
They lived mainly in thatched houses (69%),
(59%).Their
source of household energy of cooking fuel

and didn't have toilet main
was firewood (80.5%), followed by cow dung
(10.5%). Only (6.5%) used both LPG gas and
firewood for the same purpose. Most (90%) of
the households used tube wells for drinking
water. The most (60.5%) of women were
married between 18 — 20 years of age. Only
7% of women were married above the age of

20 years.

Table 1: Socio-economic and demographic characteristics of the respondents

Characteristics Frequency (n=20) Percentage
Family structure
Nuclear 129 64.5
Joint 71 35.5
Household head
Father in-law 52 26
Mother in-law 8 4
Husband 135 67.5
Herself 5 2.5
Type of house
Concrete 20 10
Tiled 42 21
Thatched 138 69
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Toilet facility available

Water seal latrine 30 15
Pit latrine 52 26
No latrine 118 59
Source of cooking fuel

Fire wood 161 80.5
Dung 21 10.5
LPG gas 1.5
Firewood and dung 1
Firewood and LPG gas 13 6.5
Main source of drinking water

Well 11 5.5
Tube well 180 90
Municipal tap 5 2.5
Municipal tap 5 2.5
Tube well and municipal tap 4 2
Age at marriage

<18 65 325
10-20 121 60.5
20 and more 14 7

On analysis of the trend of delivery, home
(75.5%) and hospital
deliveries 49 (25.5%). Evaluation was done

deliveries were 151

based on variables of educational status,
antenatal visits and daily family income of the
respondents (Table 2). The highest number
of hospital delivery (100%) was seen in
women with education SLC and above,
followed by 57.7%, who had

completed their four and more antenatal

women
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visits. There is a strong association of
education with delivery practice (p=0.0014).
The highest number (41.4%) of hospital
delivery were found in women with family
income of NRs. 500 and above. Majority
(95%) of the umbilical cord was cut by new
blade (Figure 1). Most (75.5%) new born
babies were fed with colostrums (Table 3).
The colostrum was given more (98%) babies

born in hospital than home.
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Table 2: Place of delivery of the women by different variable

Educational status Place of delivery Total X% value P value
Home Hospital | (n=200)
(n=151) (n=49)
(75.5%) (25.5%)
llliterate 104 (82.5) 22 (17.5) | 126
Literate but not schooling | 24 (75) 8 (2.5) 32 13.15* 0.0014
School education 23 (62.2) 14 (37.8) 37
SLC and above 0 (0.0) 5 (100) 5
Ante-natal care
No visit 74 (93.7) 5 (6.3) 79 13.15 0.0014
1-3 visits 66 (69.5) 29 (3 95
4 and more visits 11 (42.3) 15 ( 26
Family income (Daily)
*NRs. 50-199 63 (80.8) 15 (19.2) 78
NRs. 200-499 71 (76.3) 22 (23.7) 93 5.67 0.059
NRs. 500 and more 17 (58.6) 12 (41.4) 29

*Considering school education and above

Fig. 1: Instrument use to cut umbilical cord of the new born

Table 3: Feeding of colostrums milk to baby
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Place of | Feeding colostrums milk to baby Total X% value P value
delivery Yes No
Home 104 (68.9) 47 (31.1) 151 (75.5)
Hospital 47 (98) 2 (2.00) 49 (24.5) |22.48 <0.001*
Total 151 (75.5) 49 (24.5) 200 (100)

* Highly significant

Discussion
Of the 200 Muslim women interviewed, most
(83%) were house wives. Along with our
strivings to locate eligible women by house to
house survey conducted with the cooperation
of Female Community Health Volunteer
(FCHVs) and community leaders, there must
be only a few, if any, women not included in
our study population. The proportion of
the

population, was 24.5%. Very limited research

institutional  delivery, in interviewed
has been conducted in maternal health in

Nepal, no any clearly record data are
available either on the trend of home or
hospital delivery in general population or
based on certain ethnic groups. According to
health

professionals assisted the 18 % institutional

demographic and health survey,

delivery among women in less than 20 years
of age in 2006."" In the study group, we
recorded 24.5% institutional delivery; it is
about 7 % more than earlier recorded, which
is good signs, but considering the interval of 7
years (2006-2013), it cannot be considered
very ideal in certain ethnic group even in

national average. This study has revealed
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that lack of awareness, level of women

education, cost involved in available health
facilities, and prohibition by the head of the
family are the reasons of not delivering
in health (100%)

women with SLC and above education had

babies institutions. All
delivered their babies in health institutions
illiterate  women. Whereas only 17.5% of
delivered babies in health institute. Women
with more education were a positive aspect
for utilization of the health facilities for
delivering babies in this study. This finding
also support studies conducted in different
part of Asia and Africa.”® Another study
conducted within 15 different ethnic groups in
Makwanpur district, of Nepal shows that 90%
births took place at home.'® The similar study
shows that, the proportion of home delivery
were higher in rural: (20% in Kathmandu
Metropolitan, 39% VDCs of
district and 90% VDCs in Dhading district)."
These variations of percentage distribution

Kathmandu

about institutional delivery due to various
authors are likely to be due to difference in
study samples sizes, ethnic groups, adopted
research methodology and definition of health



seeking behavior in their studies. Nepalese
their

pregnant wives to be examined by male

husbands generally do not want
doctors.”® That may also be socio cultural
factor presenting delivering babies in health
institution. In a Nigerian study, 41% of the
mothers who did not deliver child in hospital
explained that they could not afford the
hospital bill and 31% said that they had
inadequate transportation  facilities.” In
Kenya the most significant predictors of
choosing home delivery were the distance
from the household to near maternity
hospital."”” Unaffordable hospital cost of
delivery and distance of the hospital are main
causes of babies not being delivered in
hospital are the findings of Nigerian and
Kenyan study.'® These findings may be
applicable in Nepal also due to difficult
geographical terrain. It is difficult for the
pregnant mother to be brought to the health
institutions in mountains, hills and difficult
rugged terrain. However other studies in
various countries have clearly demonstrated
that women’s education has strong and
consistent effect on reproductive health
outcomes, women who had SLC and above
education have similar finding in present
study.

Looking into all these facts about home
deliveries, Government's of Nepal wants to
encourage hospital (health institution: Sub-
HP, HP, PHCC)

delivery through Safe
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Delivery Incentive Program (SDIP). This was
lunched in 2005 in response to mounting
evidence of the high cost faced by household
trying to access care of child birth ' and low
(19%) coverage of skill birth attendants.'
Ante-natal care is another associated factor
of home or hospital delivery of women.
Mothers who did not seek ante-natal care
during pregnancy were 4.5 times more likely
choose delivery at the home.?® Our study has
found women who did not take a single ante-
natal visit of whom 93.7% had home delivery
6.3%
educational

and hospital  delivery.  Higher
attainment of women had a
positive influence on the utilization of ante-
natal care (ANC) services in the studied
population as also observed in other
studies.?" #* This finding is also similar to our
findings that the illiterate women (63%) had,
(82.5%) (17.5%)
deliveries.  National level the institutional
(Hospital, PHCC, Health Post, sub-health

post) the delivery is 43.3 percent under the

home and hospital

Aama program and 43 percent received the
transport incentives in year 2012%,

Conclusion

Only one fourth of the women of the study
population had delivery in health institution.
Health institutional delivery was seen more in
women who were more educated and had
visit. This warrants

multiple antenatal



reproductive education strengthening in this

group of women.
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