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Abstract
Background: Skilled attendance at delivery is a key intervention to reduce maternal and
neonatal deaths. Rural women may be less likely to be attended by skilled providers. In
Egypt, Ministry of health and Population (MOHP) had undertaken tremendous efforts in
training nurses on midwifery skills. Objective: The study aimed to estimate proportion of
home deliveries attended by the trained nurse midwives, to identify factors associated with
choosing home birth attendants and to describe midwifery practice and satisfaction of the
midwives. Methods: A cross sectional survey was conducted in 30 randomly selected
villages of Assiut Governorate. Mothers who gave birth at home in year 2012 and all
midwives who work in the selected villages were interviewed. Results A total of 319
women and 33 midwives were included in the study. Daya was the birth attendant in
40.4% of deliveries while midwives attended 14.4%. The percentage of using skilled birth
attendants was significantly higher in women who were aware about midwives and who
were previously delivered by skilled persons (p < 0.001). About 21 % of midwives
reported they have fear to deliver a woman, 54.5% prefer doctor presence with them.
Conclusion Less than one fifth of women were attended by the midwives. Information
about midwives and not having a previous delivery by a daya were the factors that
determine choosing of the nurse midwife as a birth attendant. Developing an awareness
campaign to increase women knowledge about the availability and competence of
midwives might encourage using them as birth attendants.
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Introduction
Egypt made a remarkable progress in
educing maternal mortality rate (MMR)
to achieve the 5th Millennium
Development goal (which is a reduction
of MMR to 43.2 maternal death/100,000
live births by 2015). Between 1992 and
2015, Maternal Mortality Rate (MMR)
has declined from 174 maternal death
/100,000 live births to 43.5 maternal
death /100,000 live births.1, 2 However,
Assiut Governorate in Upper Egypt was
among the highest governorates in
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maternal deaths; 60 - 65 maternal death
/100,000 live births in 2013.3
Previous studies reported that about half
of maternal deaths occurred at home4,5
due
to
delivery
complications.6
According to Egyptian Ministry of
Health and population (MOHP), it was
reported that maternal deaths at home
accounted for 22% in 2012.1 Home
deliveries are still high and are more
frequent in rural Upper Egypt compared
to the rest of the country, reaching a level
of 50%.7 In home deliveries the daya
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'traditional birth attendant' (TBA) is still
a major service provider8 attending 38%
of deliveries in rural Upper Egypt.7
Home deliveries carried out by TBAs are
more likely to predispose to neonatal and
maternal infections9 and uterine or
vaginal prolapse.10 Also, in a secondary
analysis study using Egypt Demographic
Health Survey (EDHS 2000); it was
found that 27% and 30% of still births
and early neonatal deaths respectively
occur in home deliveries.11
Skilled health attendance at delivery is
essential
for
eliminating
every
preventable maternal and neonatal
death.12,13 In Egypt, access to this service
has improved with 92% of women
delivering with the support of a skilled
birth attendant in 2014, compared to 35
% in 1988.14 In developing countries,
urban- rural difference was identified in
another study using maternal health care,
with rural women less likely to be
attended by skilled health provider and
more likely to give birth in a non-medical
setting.15
Determinants of skilled attendance at
birth or facility delivery in low and
middle income countries have been
studied. It was found that factors most
consistently associated with receiving
skilled care were higher maternal age,
low parity, higher maternal education
and
higher
household
economic
resources.16 However, this former study
combines the skilled birth attendant and
facility delivery, while we need to
understand more what determines the
women’s choice of asking a daya instead
of the licensed trained nurse midwife to
provide her with care at birth at home.
On the other hand, as nurses and
midwives are the front-line service
providers in rural areas, however, they
face
many
challenges
including
educational and financial availability of
resources for training, insufficient work
force, leadership issues and service
delivery constraints.17 In Egypt, the
Ministry of Health and Population
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(MOHP) took many efforts in training
nurses on midwifery skills. However,
since the start of that training program at
year 2000, up to the authors’ knowledge,
no study was conducted to estimate the
training impact on home deliveries and
whether it needs to be upgraded to meet
women's need. This survey could provide
decision makers with evidence-based
knowledge on ways to improve skills of
midwives and hence increase their using
as birth attendants which will be
reflected on improving women’s health
eventually.
The objectives of this study are: (1)
To estimate the proportion of the home
deliveries attended by the trained nurse
midwives in rural Assiut. (2) To identify
the factors associated with the choice of
birth attendants in home delivery. (3) To
describe
midwifery
practice
and
satisfaction of the trained midwives on
home deliveries.

Method
Study design & site: A cross sectional
household survey was conducted in rural
areas of Assiut Governorate which is one
of Upper Egypt Governorates; it has a
population of 4,621,135 million (72.8 %
rural versus 27.2% urban). Rural areas
include 235 villages distributed within 11
districts (18). Thirty villages were
randomly selected based on the
availability of at least one trained nurse
mid-wife in the rural health unit of each
village.
Study Population: The target population
was mothers who gave birth at home in
year 2012 or had a complicated home
delivery and were transferred to a health
facility. In addition to all trained nurse
midwives work in the selected villages.
Sample size and sampling strategy
Sample size was calculated using Epi
Info 2000, version 1.1.2 (Center for
Disease Control and Prevention, Atlanta,
Georgia, USA), based on Egyptian DHS,
2008, which stated that the percentage of
unskilled birth attendants was 21% and
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using 95% confidence interval, the
calculated sample size was 708 mothers
which was increased to 750 to safeguard
against drop out. According to EDHS
2008, home deliveries were 50% in rural
Upper Egypt (7), so, to reach our target
women (who delivered at home), the
households of 1,500 live births (double
of the sample size) were selected. From
birth register of each selected village in
2012, a simple random sample of 50
births was identified. The households of
1,500 live births (50 births / village) were
visited, at first the mother was asked
about the place of her child delivery and
if it was at home she was invited to
participate in the study. However, out of
these visited households, only 319
(21.3%) were home deliveries, 905
(60.3%) were institutional deliveries
(hospital or private clinic) and 276
households (18.4%) were dropouts for
traveling, refusal, changed residence or
inability to find addresses.
Study instrument
A semi-structured questionnaire was
designed and pretested in 20 mothers in
Awlad Ibrahim village and were not
involved in the survey. It included
questions
about
demographic,
reproductive and service variables such
as: respondent age, education, work
status, parity, place and birth attendant of
previous delivery, any complications in
the previous delivery, received antenatal
care, planned home delivery and
knowledge about the presence of trained
midwives in the village. Also, a semistructured questionnaire was developed
for interviewing the nurses which
included data about age, parity,
residence, duration of midwifery license,
number of attended home deliveries in
the last month and if the nurse referred a
complicated case. In addition, 6
statements about self-view and perceived
satisfaction were asked to the nurse and
she replied by agree, not agree or neither
agree or not agree. Data collection was
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carried out by 6 trained interviewers in
June, 2013.
The study was approved by the ethics
committee in the Faculty of Medicine,
Assiut University. Verbal informed
consent was obtained from all
participants to perform the interviews.
The participation in the study was
voluntary and confidentiality was
warranted.
Statistical analysis
Data analysis was conducted using SPSS
for Windows version 16 (SPSS Inc.,
Chicago,
Illinois,
USA).
Three
constructed variables were assumed: the
first one was delivery by skilled birth
attendants (physicians, nurses and
midwives) versus non skilled birth
attendants (dayas, family relatives), the
second one was delivery by a trained
nurse midwife versus the other birth
attendants and the third variable was
births by dayas versus the other birth
attendants. Factors associated with using
either skilled birth attendants or trained
nurse midwife or dayas were explored by
Chi square test. Logistic regression
model was done to predict correlates of
skilled birth attendance only. Significant
variables in bivariate analysis in addition
to other non-significant independent
variables were added to the model based
on conceptual framework. The level of
statistical significance was set at p-value
less than 0.05.

Results
As for women side of the story: Out of
1500 live births, only 319 (21.3%) were
home deliveries. So, a total of 319
married women were included in the
study. Their ages range from 17- 43 with
a mean age of 27.82 + 5.62 years. About
half of them were illiterate (52%), almost
all were housewives (97.0%); the
majority were Muslims (93%). For
13.8% of women, the child born was
their first birth (Primipara).
Based on the fact that all our study
participants of mothers (319) had their
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Table (1): Current home birth attendants and attitude of the women towards them,
Assiut, 2013.
Frequency
Percentage
Variable
No.=319
%
Birth attendant
Daya
129
40.4
RHU Nurse [not trained]
39
12.2
Trained Nurse Midwife
46
14.4
Other nurse elsewhere
41
12.9
Mother in-law
36
11.3
Ob. & Gyn. Doctor
11
3.4
General practitioner
8
2.5
Alone
2
0.6
Other
7
2.2
308
96.6
Satisfied with birth attendant
257
80.6
Call upon same birth attendant in the next
delivery
104
32.6
Call upon midwives for the next delivery
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Table (2) Factors associated with the choice of various types of birth attendants at
home delivery, Assiut, 2013.
Skilled provider
Trained midwives
Daya vs. others
Total
No. (%)
vs.
others
vs.
others
number
Variable
No.
(%)
No.
(%)
(319)
Skilled

Others

Midwife

Others

Daya

Others

Age of woman in years
Less than20
203040+

12
193
98
16

3 (25.0)
90 (46.6)
45 (45.9)
7 (43.8)

9(75.0)
103(53.4)
53(54.1)
9(56.2)

1 (8.3)
25 (13.0)
16 (16.3)
4 (25)

11(91.7)
168( 87.0)
82( 83.7)
12( 75.0)

8 (66.7)
74 (38.3)
40 (40.8)
7 (43.8)

4(33.3)
119(61.7)
58( 59.2)
9( 56.2)

167
48
104

67 (40.1)
23 (47.9)
55 (52.9)

100( 59.9)
25( 52.1)
49( 47.1)

20 (12.0)
4 (8.3)
22 (21.2)*

147(88.0)
44(91.7)
82( 78.8)

74 (44.3)
18 (37.5)
37 (35.6)

93( 55.7)
30( 62.5)
67(64.4)

310
9

141 (45.5)
4 (44.4)

169( 54.5)
5( 55.6)

44 (14.2)
2 (22.2)

266( 85.8)
7( 77.8)

125 (40.3)
4 (44.4)

185( 59.7)
5( 55.6)

296
23

138 (46.6)
7 (30.4)

158( 53.4)
16( 69.6)

44 (14.9)
2 (8.7)

252(85.1)
21(91.3)

115 (38.9)
14 (60.9)*

181(61.1)
9(39.1)

116
32
171

44 (37.9)
12 (37.5)
89 (52.0)*

72( 62.1)
20( 62.5)
82( 48.0)

14 (12.1)
6 (18.8)
26 (15.2)

102( 87.9)
26( 81.2)
145( 84.8)

57 (49.1)
13 (40.6)
59 (34.5)*

59( 50.9)
19( 59.4)
112( 65.5)

218
101

98 (45.0)
47 (46.5)

30 (13.8)
16 (15.8)

188( 86.2)
85( 84.2)

92 (42.2)
37 (36.6)

126( 57.8)
64( 63.4)

44
275

25 (56.8)
120 (43.6)

9 (20.5)
37 (13.5)

35( 79.5)
238( 86.5)

17 (38.6)
112 (40.7)

27(61.4)
163( 59.3)

31(14.4)
6 (10.0)

184( 85.6)
54( 90.0)

88 (40.9)
24 (40.0)

127( 59.0)
36( 60.0)

Education
Illiterate
Below secondary
Secondary & above

Work Status
Housewife
Work for pay

Religion
Muslim
Christian

Education of husband
Illiterate
Below secondary
Secondary & above

Family composition
Extended family
Nuclear family

120( 55.0)
54( 53.5)

Parity
First baby
Multiparous

19( 43.2)
155(56.4)

Place of last delivery (No.= 275)
At home
Hospital/clinic

215
60

90 (41.9)
30 (50.0)

125( 58.1)
30( 50.0)

Birth attendant in last delivery (No.= 275)
Skilled
Non skilled

133
142

93 (69.9)***
40( 30.1) 29 (21.8)***
27 (19.0) 115( 81.0)
8 (5.6)

104( 78.2)
134( 94.4)

29 (21.8) 104( 78.2)
83 (58.5)*** 59( 41.5)

3 (16.7)
34 (13.2)

15( 83.3)
223( 86.8)

6 (33.3)
106 (41.2)

12( 66.7)
151( 58.8)

Complication in last delivery (No.= 275)
Yes
No

18
257

11 (61.1)
109 (42.4)

7( 38.9)
148( 57.6)

276
43

127 (46.0) 149 (54.0)
18 (41.9)
25( 58.1)

39 (14.1)
7 (16.3)

237(85.9)
36( 83.7)

112 (46.6)
17 (39.5)

164( 59.4)
26( 60.5)

264
55

124 (47.0)
21 (38.2)

41 (15.5)
5 (9.1)

223( 84.5)
50( 90.9)

105 (39.8)
24 (43.6)

159( 60.2)
31( 56.4)

217
102

96 (44.2)
49 (48.0)

38 (17.5)*
8 (7.8)

179( 82.5)
94( 92.2)

89 (41.0)
40 (39.2)

128( 59.0)
62( 60.8)

103
216

57 (55.3)*
46( 44.7) 43 (41.7)***
88 (40.7) 128( 59.3)
3 (1.4)

60( 58.3)
213( 98.6)

35 (34.0)
94 (43.5)

68( 66.0)
122( 56.5)

If pregnancy wanted
Yes
No

Get antenatal care
Yes
No

140 (53.0)
34 (61.8)

Planned home delivery
Yes
No

121( 55.8)
53( 52.0)

Know about midwives
Yes
No

Chi square test: *P<0.05, **P<0.01, ***P<0.001
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Table (3): Logistic regression analysis of factors associated with skilled birth
attendants, Assiut, 2013.
Adjusted OR
Variables
P-value
(95% C.I.)
Age of woman (≥ 30 years)
.238
0.67 (0.35 - 1.30)
Woman education (secondary / above secondary)
.835
1.09 (0.47 - 2.54)
Husband education (secondary / above secondary)
.039
3.24 ( 1.06 – 9.90)
Live in extended family
.576
.84 (0.46 - 1.54)
Muslim women
.164
2.15 (0.73 - 6.33)
Number of children (≥ 3)
.448
0.75 (0.35 - 1.59)
Previous delivery complication
.667
1.287(0.41 - 4.05)
Previous skilled birth attendance
.000
11.8 (6.28 - 22.22)
Wanted pregnancy
.891
0.94 (0.41 - 2.19)
Received antenatal care
.438
0.74 (0.35 -1.58)
Planned home delivery
.139
1.56 (0.87- 2.81)
Awareness about midwives
.083
1.66 (0.94 - 2.93)
OR: odds ratio, CI: Confidence interval

Table (4): Midwifery practice and satisfaction of the trained nurse midwives, Assiut,
2013.
Frequency Percentage
Variables
No.=33
%
No. of home births attended in the last month
0
11
33.3
1-4
16
48.5
≥5
6
18.2
Median (range)
3 (0 -25)
No. of referrals in the last month
0
22
66.7
1
3
9.1
≥2
8
24.2
Median (range)
0 (0 -8)
can deliver a woman efficiently alone
24
72.7
perceived self efficacy to refer a woman timely
31
93.9
have fear to deliver a woman
7
21.1
prefer the presence of doctor with them
18
54.5
satisfied with the midwifery training
33
100.0
need more support
31
93.9

The Egyptian Journal of Community Medicine

Vol. 36

No. 3

July

2018

Omaima El-Gibaly, et al

31

Home deliveries in rural Assiut Governorate: the role

Fig (1) Reasons given by the studied women for preferring home versus hospital
delivery, Assiut, 2013

Fig (2): The percent of using birth attendants by the education level of first time
mothers

Fig (3): Type of support requested by the trained nurse midwives, Assiut, 2013.
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last delivery (prior to the survey) at
home, the daya was the birth attendant in
40.4% of cases, nurses attended 39.5%
(14.4% of them were midwives, other
RHU nurses represented 12.2%, other
nurses elsewhere 12.9%), the mother-inlaw attended 11.3%, and doctors 6%.
Almost all the participants were satisfied
with the service they received from their
birth attendants. The decision of ‘who’ to
call upon in the next delivery is very
much determined by woman’s previous
birth experience, as 80.6% of women
would call upon the same person who
attended their last delivery. When
women were asked whether they would
call upon the midwives to be their birth
attendants next time, 104 (32.6%)
responded yes (Table 1).
Women would prefer a home delivery
instead of hospital delivery mainly
because they perceived a hospital
delivery as ‘unnecessary’ (34.8%), not
their tradition (14.7%), bad experience
with
hospital
delivery
(24.1%),
financially expensive (7.8%) and 7.2%
reported difficult transportation (Fig. 1).
Table (2) presents the factors that were
associated with the choice of birth
attendants. Women under age 20 years
were mostly using the daya as a birth
attendant (66.7%). However, age of
woman was not a significant factor. The
percentage of using skilled birth
attendants increased with increasing
education level of the women. High
education was significantly associated
with using midwives (p=0.048). High
education of the husband was
significantly associated with using
skilled birth attendants (p =0.04) and low
educational level was associated with
using of daya (p =0.046). Daya was more
called upon by Christian women than
Moslems (60.9% vs. 38.9%, p
=0.038).Type of birth attendants was not
affected by the parity, received antenatal
care or whether the pregnancy wanted by
the woman or not.
Type of birth
The Egyptian Journal of Community Medicine

attendants in previous delivery was
significantly associated with choosing of
currently birth attendants, as the
percentage of using skilled /midwives
was significantly higher in women
previously delivered by skilled persons
(p < 0.001). Awareness of the presence
of midwives at the same village was
significantly related with choice of them
as birth attendants (p < 0.001). However,
only 32.3% of women were aware about
midwives. Also, the percentage of using
midwives as birth attendants was
significantly high in women who planned
for home delivery (p= 0.022). Only 18
out of 275 women have experienced
complications in their previous births, 11
of them (61.1%) used skilled birth
attendants compared to 42.4% of women
who reported no complications but the
difference was not significant. For first
time mothers, the only factor that
significantly associated with using
skilled birth attendants was their
education level, p =0.034 (Fig. 2) and
using midwives was significantly related
to their awareness about them (p <
0.001). In multivariate logistic regression
analysis, being delivered by skilled birth
attendant in previous birth and high level
of husband education were the only
significant predictors for being currently
delivered by a skilled birth attendant;
OR= 11.8 , 95% confidence interval (CI):
6.28 - 22.22 and 3.24, 95% CI: 1.06 –
9.90, respectively (Table 3).
The Nurse Midwife side of the story
A total of 33 nurses were successfully
interviewed. Their mean age in years was
31.27 ±6.84.
Twenty seven nurses
(81.8%) were married and had a mean
number 2.27(SD= 1.84) children. Only
13 nurses (39.4%) were residing in the
same village where they work. The
duration of getting their license ranged
from 11- 91 months (median 42).
Regarding the practice of midwives in
the last month (prior to the survey), the
median number of deliveries attended
was 3 with a range from 0 to 25
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deliveries and the average number of
referrals to hospitals or a doctor was less
than one with a range from 0 to 8 (Table
4). About 73% of the nurses perceived
confidence in delivering a woman
efficiently alone and most of them
(93.9%) perceived self-ability to refer
any complicated case to a hospital
timely. However, 21.1% of nurses
reported they fear to deliver a woman
and 54.5% prefer the presence of doctor
with them. Although, all nurses were
satisfied with the midwifery training of
MOHP, 93.9% reported they need more
support from MOHP (such as
supplies/instruments, short training and
financial incentives, Fig. 3) to be more
efficient in practicing midwifery.

Discussion
The present study highlights that home
delivery in rural areas is receding, and
institutional delivery is on the rise.
However, there is a considerable sector
(20%) of the rural population who may
continue to have a home delivery. This is
in consistent with the finding of EDHS
2014, as the percent of births in health
facilities was 76% in rural Upper Egypt.8
In agreement with another study19, this
study found that daya is one of the
preferred birth attendants by rural women
in home deliveries. Less than one fifth of
women (14.4%) were delivered by a
midwife compared to 40% who were
attended by dayas. This could be, in part,
explained by the low percentage of
women who knew about the existence of
midwives; only one third of our study
sample knew about the midwives. More
awareness lead to more using of
midwives and higher rates of skilled
attendance utilization especially among
women who planned for home delivery
(p=0.022).
Only 6% of the home
deliveries were attended by doctors, this
indicates that most doctors attend
deliveries either at private clinics or at
hospitals but rarely at home. Women
tend to deliver with the same birth
The Egyptian Journal of Community Medicine

attendant if a previous delivery went well
and tend to change when they are
dissatisfied.20,21,22 Having a contact with
a skilled birth attendant was found to be
one of the determinants of facility
delivery. On the other hand, having a
history of unskilled birth attendant would
encourage further unskilled delivery.23
This was consistent with our findings as
being delivered by daya in the previous
delivery was in favour of being delivered
by a daya in the following delivery and
the percentage of using skilled attendants
/midwives was significantly higher in
women previously delivered by skilled
provider (p < 0.001). Moreover, 80.6%
of women reported that they would call
upon the same birth attended in the next
delivery.
Consistent with other studies24,23, women
education always plays a role in
promoting better women health, those
who completed their secondary education
were more likely to deliver by a skilled
attendant /midwives while illiterate
women were more likely to choose dayas
and this was more noticed in primiparous
women. Also, higher husbands' education
level was found to be a significant factor
for skilled attendance at home delivery.
Another study reported a similar finding.
Education could increase the knowledge
and awareness of the couple about health
services and benefits of skilled birth
attendance.16
Women who use antenatal care are much
likely to receive skilled attendance at
delivery25, which infers institutional
delivery in most of studies.11 In this
study, a great percentage of women
received antenatal care (82.8%), though
this was an insignificant factor for
choosing birth attendants. During
antenatal care women who know that
their pregnancy is going well may be
encouraged to deliver at home without
determining the birth attendant.
Multiparous women deliver at home
more frequently than primiparous
women26 and also may not feel the need
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to receive skilled attendance if previous
deliveries were uncomplicated.27 By
contrast the first birth is considered to be
more difficult and a facility delivery is
recommended for primipara.28 Our study
revealed that type of home birth
attendants was not affected by the parity.
It is noteworthy to mention that most of
our studied women were multiparous
(86.2%) and parity may be associated
with age of women and wantedness of
pregnancy which
found
to
be
insignificant factors.
Unlike Yanagisawa et al., who found that
history of delivery complications in the
previous delivery was one of the
determinants of skilled birth attendants.23
In our study, this variable was not
significant which draw the attention to
the non health factors that may influence
the choice of the woman. However, it is
noteworthy to mention that the
percentage of women who had a history
of complications was so small (n=18,
6.6%).
Beliefs, norms and values related to
women and child birth are closely linked
to religion.16 Christian mothers in our
study sought daya more than Muslims
(60.9% vs.38.9%, p 0.038). This may be
related to their socioeconomic status or
that being a minority group, (23 mothers)
may lead to their fear of discrimination
which make them less likely to use health
providers.29 Also, the study reveals that
mothers live in extended families were
less likely to use a skilled birth attendant
than whom live in nuclear families
(42.2% vs. 36.6%) but the difference was
not significant. Decision- making power
of women may be affected by living in
extended families and role of mother inlaw was evident in this study as they
attended 11.3% of births.
Regarding reasons for home delivery,
about 24% of women reported bad
experience with hospital delivery. This
finding is in line with other studies which
suggest that poor quality of care and staff
behaviour
at
institutions
were
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disincentives to delivery at a health
facility.30,31,32 Consistent with another
study, we found that financial constraint
did not seem to be a major reason for not
seeking institutional delivery as it was
reported by minority of women.8
Despite the small sample group of
trained midwives in this study, the study
has obtained important information about
their midwifery practice. There is a high
variability in the success of the midwives
in getting a market niche, there are
extremes either fully active or not at all
as the number of home deliveries range
from 0 to 25 per month. Although, all
nurses were satisfied with the midwifery
training of MOHP, most of them (93.9%)
reported they need more support to be
more efficient in practicing midwifery
and about half of them prefer presence of
doctor with them which indicate low
self-efficacy. Moreover, the trained nurse
midwives face competition from others
who provide delivery services at home;
mainly the dayas and there was lack of
marketing the services of the midwives
in rural communities as well. These
challenges are in agreement with the
Nursing and Midwifery report of the
WHO which emphasizes the educational,
work place, financial and organizational
obstacles midwives face in service
delivery.17 In addition, nearly 60% of the
trained NMW live in places other than
the villages that they work at, which
makes it difficult to build human
relations & trust between them and the
residents of these villages.

Conclusions
Recommendations

and

Less than one fifth of women were
delivered by the trained nurse midwives.
Awareness of the presence of midwives
at the same village, having a planned
home delivery and not having a previous
delivery by a daya were the factors that
determine choosing of midwives. To
encourage home delivery by the trained
midwives, it might be effective to focus
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on intensive outreach in rural area by
community based health workers, who
could play a greater part in informing
women about midwives and develop an
awareness campaign to increase women
knowledge about the availability of
midwives and the difference between
them and other non-trained nurses.
Further research about midwifery
practice is needed.
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