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Background: Adverse perinatal outcomes are the major cause of neonatal morbidity, 
mortality, and long-term physical and psychological consequences. Contradicting evidence 
across studies was reported about the impact of grand multiparity on adverse perinatal 
outcomes. Older literature reported increased incidence of perinatal complications in grand 
multiparas, but, recent reports failed to support this finding. In addition, there is a paucity of 
comparative studies on perinatal outcomes. Thus, the study aimed to compare the perinatal 
outcomes in grand multiparous (GM) and low multiparous (LM) women who give birth in 
North Shewa Zone Public Hospitals, Ethiopia, 2021.
Methods: A comparative cross-sectional study was done among 540 (180 GM and 360 LM) 
women from January 1 to March 30, 2021. The data were collected using a structured and 
pre-tested questionnaire through interviews and reviewing patient charts. SPSS version 25 
was used for data analysis. The data were entered using Epi-Data version 4.6. The Hosmer– 
Lemeshow goodness-of-fit was applied to test for model fitness. The statistical significance 
level was declared at a p-value of ≤0.05.
Results: In this study, the prevalence of adverse perinatal outcomes was 14.1% (95% CI: 
10.9–17.2). Stillbirth/IUFD (33.3%) and low APGAR score (60%) were frequently occurred 
complications in grand multiparas. Nevertheless, meconium aspiration (26%), admission to 
NICU (65.2%), macrosomia (61%), and prematurity (52.2%) were higher in low multiparous 
women. Age above 35 years (AOR (CI) = 2.61 (1.23–5.53)), rural residence (AOR (CI) = 
8.31 (3.05–22.6)), being a government employee (AOR (CI) = 0.19 (0.05–0.69)), lack of 
antenatal care (AOR (CI) = 9.76 (3.03–31.5)), and previous pregnancy complications (AOR 
(CI) = 3.10 (1.63–5.90)) were significant predictors of adverse perinatal outcomes. However, 
parity did not show a statistically significant association with perinatal outcomes.
Conclusion: Maternal age, residence, occupation, lack of antenatal care, and previous 
pregnancy complications were significant associates of perinatal outcome. There was no 
statistically significant difference in perinatal outcome between GM and LM women. Socio- 
economic development, good antenatal care, and early identification and treatment of 
complications are needed regardless of parity.
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Introduction
The adverse perinatal outcome remains the major challenge to the public health 
sector in both low-and-middle-income countries. Prematurity, low birth weight, 
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stillbirth, and congenital malformations constitute some of 
the common adverse birth outcomes.1 Globally, an esti
mated 2.6 million stillbirths occurred each year, one in 
every 16 seconds. Ninety-eight percent of these deaths 
occurred in low-and middle-income countries and 75% in 
Sub-Saharan Africa and Southern Asia. However, over 
40% of stillbirths could have been prevented through high- 
quality antepartum, intrapartum, and postpartum care, and 
timely access to emergency obstetric care.2 One of the 
significant risk factors for these deaths was grand 
multiparity.3

Grand multiparity is the delivery of five or more live 
births and stillbirths after the age of viability. The term 
was first introduced in 1934 by Solomon as “the dangerous 
multiparas”. The author described it as dangerous because 
pregnancy complications and maternal mortality increased 
steadily from the 5th to 10th pregnancy.4 However, recent 
reports fail to support these findings.

A secondary analysis of the Nigerian Demographic and 
Health Survey determined the magnitude of adverse peri
natal outcomes at 14.9%.5 A systematic review and meta- 
analysis study in Sub-Saharan Africa reported a pooled 
prevalence of 29.7%.6 Besides, the magnitude of perinatal 
complication was 18.2% in Butajira,7 21% in Bale Zone,8 

and 18.3% in Hawassa town.9 Further, in Southern 
Ethiopia, one-fourth (24.9%) of multiparous women had 
at least one adverse birth outcome. This study also found 
a higher prevalence of stillbirth (38.9%), low APGAR 
score (51.9%), and low birth weight (40.7%) among 
grand multiparous women, while a higher risk of meco
nium aspiration (9.8%), need for resuscitation (14.7%), 
and macrosomia (57.4%) among low multiparous women.1

Contradicting evidence across studies was reported 
about the impact of grand multiparity on adverse perinatal 
outcomes. In Tanzania, meconium-stained amniotic fluid 
and low APGAR (Appearance, Pulse, Grimace, Activity, 
and Respiration) scores were significant among neonates 
born to grand multiparous women.10 Grand multiparity 
was also found to increase the risk of neonatal admission 
to intensive care units11 and fetal macrosomia.12 

Compared to low multiparas, neonates of grand multipara 
are at higher risk of low birth weight13 and stillbirth.3 

Contrarily, in Uganda, the risk of stillbirth declines with 
increasing parity.14 Similarly, a comparative cohort study 
in the same country found no difference in fetal outcome 
between grand multiparous and low multiparous women.15 

Besides, a systematic review and meta-analysis finding 
showed that grand multiparity did not increase the risk of 

adverse pregnancy outcomes.16 Further in South Ethiopia, 
parity showed an insignificant difference in perinatal 
outcomes.1 Hence, in the absence of clear and consistent 
evidence, classifying grand multiparous women as a high- 
risk group would raise the socioeconomic burdens to 
families and health systems as well as physical and psy
chological stress to the mother and her families.

A cohort study in Uganda reported the significant 
association of gestational age <34 weeks at delivery and 
low birth weight with adverse birth outcomes.17 Advanced 
maternal age, maternal illiteracy, short birth interval, and 
complication during pregnancy had also positive associa
tions with adverse perinatal outcomes (APO).18 

Additionally, a Nigerian study reported that referred 
cases, previous history of stillbirths, gestational age at 
delivery, and mode of delivery were associated with 
stillbirths.19 Female neonates and women who had under
gone female genital mutilation were more likely to have 
stillbirth.20 In Southern Ethiopia, less than four prenatal 
visits and previous home delivery were independent pre
dictors of APO.1

Ethiopia has made a substantial struggle towards 
improving the maternal and children health. Since 2000 
impressive progress has been made. Maternal and child 
mortality due to complications during delivery has reduced 
by half, and half (48%) of women now give birth in 
a facility. The key interventions were preventing or treat
ing the most important causes of child mortality – in 
particular essential immunizations, malaria prevention 
and treatment, vitamin A supplementation, birth spacing, 
scaling up family planning, training health extension 
workers, early and exclusive breast feeding and improving 
socio-economic conditions. In addition, over 38,000 health 
workers, 16,000 health posts, and more than 3000 health 
centers have been constructed to increase access to essen
tial services. However, low utilization of maternal health 
services, ensuring timely arrival, and service quality at 
facilities remains a challenge. These conditions have 
been exacerbated as the health extension programme 
struggles to meet the demand for routine quality healthcare 
and to respond to drought, conflict or disease outbreaks, 
including COVID-19.21,22

To achieve the sustainable development goal (SDG) 
3.2 determining the adverse perinatal outcomes have 
a higher advantage in reducing severe neonatal morbidity, 
mortality, and long-term complications along with good 
maternal and neonatal health continuum of care. 
Additionally, in Ethiopia, there is a paucity of comparative 
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studies on adverse perinatal outcomes. The finding of the 
study may be used as a baseline for large-scale studies 
done on birth outcomes. Thus, the study aimed to compare 
perinatal outcomes in multiparous women and identify 
independent predictors of adverse perinatal outcomes in 
North Shewa Zone Public Hospitals, 2021.

Methods
Study Setting and Period
The study was done in North Shewa Zone public hospitals 
from January 1 to March 30, 2021. North Shewa is one of 
the 10 zones in the Amhara regional state. The Zone is 
bordered on the south and the west by the Oromia region, 
on the north by South Wollo, and on the east by the Afar 
region. It has 23 districts with a population of 1,837,490; 
928,694 men and 908,796 women. Debre Birhan is the 
capital city of the North Shewa Zone and is located 
130 km Northeast of Addis Ababa on the Ethiopian high
way. It is the highest town in Africa with an elevation of 
2840m. There are 12 Hospitals (2 private, 10 Public; 9 
primary and 1 comprehensive Specialized Hospital). There 
are about 766 Nurses, 303 midwives, 120 Laboratory pro
fessionals, 130 Pharmacists, 150 General Practitioners, 15 
Specialists, 25 integrated emergency surgical officers 
(IESO), 54 Anesthesia, 22 Radiology technicians, and 15 
mental health professionals working in the zone.

Study Design and Population
This is a comparative cross-sectional study conducted on 
multiparous women who gave birth in the study areas 
during the study period.

Eligibility Criteria
Selected multiparas with a single fetus/neonate at 
a gestational age of ≥28 weeks were included. Whereas 
multiparas with twin gestation/delivery, with known med
ical conditions, ie, DM, HIV, and hypertension, who deliv
ered at other health institutions or home delivery, and 
those who were unable to communicate or seriously ill 
were excluded from the study.

Sample Size and Sampling Procedure
The sample size calculation was computed using EPI 
INFO version 7.2.2.6 statistical software. The following 
assumptions were made: the power (1-β) 80%, the ratio of 
controls to cases 2, percent of outcome in unexposed 
group 20.66%, and odds ratio 1.87.1 Adding a 10% non- 

response rate, the final sample size was 548 (183 GM and 
365 LM).

There are ten public hospitals in North Shewa Zone. 
Five hospitals were recruited by lottery methods. The 
average number of deliveries in the selected hospitals 
was 689 per month. Then, proportional allocation of the 
sample size to the selected hospitals was made based on 
their respective number of deliveries per month. All study 
participants were selected consecutively as they present. 
First, cases (grand multiparous women) were identified 
and then consecutively two low multiparous women from 
the same hospital were interviewed and assessed.

Data Collection Tool and Quality Control
A structured and pre-tested interviewer-administered ques
tionnaire was used to collect the data. The questionnaire 
was first prepared in English and translated to the local 
language (Amharic) and then back to English by an inde
pendent translator to keep the consistency of the instru
ment. The items of information requested include the 
socio-demographic characteristics, obstetrics and contra
ception history, pregnancy complications, and fetal out
comes. A pretest was done on 5% of the samples (9 GM 
and 18 LM) in Arerti primary hospital and necessary 
amendments were considered following the result.

Five data collectors and two supervisors participated in 
the data collection. The investigators trained data collec
tors and supervisors for one day about the tool and data 
collection procedure. The data were collected through 
face-to-face interviews and a review of clinical documents. 
For mothers having a normal delivery, data were collected 
1–2 hours after delivery. Mothers who gave birth through 
cesarean or complicated vaginal delivery waited until they 
are fully awake. The supervisors and principal investiga
tors checked the completeness, consistency, and clarity of 
the data.

Study Variable
The outcome/dependent variable was perinatal outcome. 
Independent/exposure variables were socio-demographic 
variables (age, educational level, marital status, income, 
occupation), reproductive history (inter-pregnancy inter
val, parity, etc.), obstetric and contraception factors 
(ANC follow-up, distance of health institution, previous 
obstetric complication, contraception use, place of deliv
ery, etc.).
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Definition of Terms
Low multiparity (LM): a woman with 2–4 deliveries after 
28 weeks of gestation.

Grand multiparity (GM): a woman with ≥5 births after 
28 weeks of gestation.

Perinatal outcomes: was at least one adverse fetal/new
born outcome ie, stillbirth, low birth weight, macrosomia, 
meconium aspiration syndrome, congenital malformation, 
need for resuscitation, and low Apgar score between 28 
weeks of gestation and discharge from the hospital.

Macrosomia: birth weight ≥4000 g weighed during the 
first 15 minutes of delivery.

Low Apgar score: a score of less than seven recorded 
at the 5th minute of delivery.

Stillbirth: the death of the fetus in the uterus before 
birth at or after 28-week gestational age.

Mistimed/unplanned pregnancy: Women who did not 
desire the current pregnancy but did not use effective 
contraception either due to side effects, religious prohibi
tion, or partner disapproval.

Alcohol consumption: refers to the use of either Tej, 
Tella, Areke, or Beer.

Data Management and Analysis
The data were cleaned, coded, and entered into Epi-Data 
version 4.6 and exported to SPSS version 25.0 statistical 
software for analysis. Univariable analysis and cross- 
tabulation of variables were done for GM and LM. 
Variables with a p-value of ≤0.25 were included in the 
multivariable logistic regression analysis. The Hosmer– 
Lemeshow goodness-of-fit was applied to test for model 
fitness. Statistically significant variables were declared at 
a p-value of ≤0.05. The strength of association was inter
preted using an adjusted odds ratio (AORs) with a 95% 
confidence interval.

Ethical Approval
An ethical clearance letter was obtained from the 
Institutional Review Boards of Debre Berhan University. 
A formal letter was also written to the selected study 
hospitals. Written informed consent was obtained from 
the study participants. For illiterate mothers, information 
was read and asked for thumbprint the consent form. Any 
information related to the study participants’ identification 
was not recorded to maintain confidentiality. The study 
was conducted in accordance with the declaration of 
Helsinki ethical principles.

Result
Baseline Characteristics
A total of 540 (180 LM and 360 GM) women were inter
viewed, making a 98.9% response rate. The mean (±SD) 
age of LM and GM women was 28.59±4.15 and 34.77 
±4.34, respectively. Around 20% of women who develop 
adverse perinatal outcomes were above 35 years. One- 
fourth (26.6%) of rural residents and 22.2% of mothers 
who attended primary school had at least one adverse 
perinatal outcome. Further, 21.7% of women married 
before 18 years developed perinatal complications 
(Table 1).

Obstetrics and Contraception History
The mean (±SD) birth weight of newborns was 3103.33 
±634.29 and 3103.33±607.85 grams for LM and GM, 
respectively. A higher proportion of grand multiparous 
women developed adverse birth outcomes than low multi
paras (16.7% vs 12.8%). Besides, perinatal complications 
were common in women with no ANC visits (44%), pre
vious obstetric complications (21%), and previous home 
delivery (25%). A higher percentage of male (16%) new
borns developed adverse perinatal outcomes. Further, 20% 
of women who ever not used contraception developed 
adverse perinatal outcomes compared to those who ever 
used (12%) (Table 1).

Adverse Perinatal Outcomes
The prevalence of adverse perinatal outcomes was 14.1% 
(95% CI: 10.9–17.2). Stillbirth/IUFD (33.3%) and low 
APGAR score (60%) frequently occurred in grand multi
paras Nevertheless, meconium aspiration (26%), admis
sion to NICU (65.2%), macrosomia (61%), and 
prematurity (52.2%) were higher in low multiparous 
women (Figure 1).

Determinants of Adverse Perinatal 
Outcomes
Bivariable logistic regression analysis was computed, and 
variables with a p-value of ≤0.25 were entered into the 
multivariable logistic regression analysis model. In the 
final model, maternal age, residence, maternal occupation, 
antenatal care, and previous obstetric complication have 
shown a statistically significant association with adverse 
perinatal outcomes (Table 1).

Mothers aged above 35 years were approximately three 
times more likely to develop adverse birth outcomes 
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Table 1 Bivariable and Multivariable Logistic Regression Analysis of Variables with Adverse Perinatal Outcome in North Shewa Zone 
Public Hospitals, 2021

Variables Adverse Perinatal Outcome COR (95% CI) AOR (95% CI)

Yes No

Age
20–34 years 44 (11.7) 332 (88.3) 1 1

<20 years 2 (16.7) 10 (83.3) 1.51 (0.32–7.11) 0.26 (0.04–1.87)

≥35 years 30 (19.7) 122 (80.3) 1.85 (1.12–3.08) 2.61 (1.23–5.53)*

Residence
Rural 50 (26.6) 138 (73.4) 4.54 (2.72–7.60) 8.31 (3.05–22.6)*
Urban 26 (7.4) 326 (26.6) 1 1

Mother’s education
No formal education 34 (19.8) 138 (80.2) 3.86 (1.93–7.73) 0.44 (0.09–2.09)

Primary 20 (22.2) 70 (77.8) 4.48 (2.08–9.63) 0.65 (0.14–2.97)

Secondary 10 (12.8) 68 (87.2) 2.30 (0.95–5.58) 0.66 (0.17–2.53)
Higher education 12 (6.0) 188 (94.0) 1 1

Mother’s Occupation
Housewife 50 (18.4) 222 (81.6) 1.24 (0.70–2.18) 0.97 (0.31–3.05)

Gov’t employee 6 (4.3) 132 (95.7) 0.25 (0.09–0.64) 0.19 (0.05–0.69)*

Self-employed 20 (15.4) 110 (84.6) 1 1

Husband occupation
Farmer 44 (20.6) 170 (79.4) 1.69 (0.93–3.08) 0.48 (0.14–1.67)

Gov’t employee 12 (6.9) 162 (93.1) 0.48 (0.23–1.05) 1.01 (0.36–2.87)

Self-employed 18 (13.2) 118 (86.8) 1 1

Age at marriage
<18 years 26 (21.7) 94 (78.3) 2.05 (1.21–3.46) 1.02 (0.42–2.48)
≥18 years 50 (11.9) 370 (88.1) 1 1

Income (ETB)
Lower tertile 54 (24.3) 168 (75.7) 3.86 (1.98–7.49) 1.43 (0.47–4.37)

Middle tertile 10 (6.2) 152 (93.8) 0.78 (0.33–1.88) 0.58 (0.20–1.68)

Higher tertile 12 (7.7) 144 (92.3) 1 1

Interpregnancy interval
<24 months 2 (6.7) 28 (93.3) 0.42 (0.09–1.80) 0.26 (0.05–1.42)
≥24 months 74 (14.5) 436 (85.5) 1 1

Distance of health institutions
<15 minutes 20 (13.2) 132 (86.8) 1 1

15–30 minutes 12 (7.3) 152 (92.7) 0.52 (0.25–1.11) 1.38 (0.14–1.99)

>30 minutes 44 (19.6) 180 (80.4) 1.61 (0.91–2.86) 1.18 (0.06–2.55)

ANC visit
Yes 60 (11.9) 444 (88.1) 1 1
No 16 (44.4) 20 (55.6) 5.92 (2.91–12.1) 9.76 (3.03–31.5)*

Previous pregnancy complications
Yes 50 (21.0) 188 (79.0) 2.82 (1.69–4.69) 3.10 (1.63–5.90)*

No 26 (8.6) 276 (91.4) 1 1

Place of delivery (previous birth)
Home 14 (25.0) 42 (75.0) 2.27 (1.17–4.39) 0.69 (0.22–2.23)

Health institution 62 (12.8) 422 (87.2) 1 1

(Continued)
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compared to those aged between 21–34 years (AOR (CI)= 
2.61 (1.23–5.53)). The odds of adverse perinatal outcomes 
were eight times higher among rural residents than the 
urban counterparts (AOR (CI)= 8.31 (3.05–22.6)). 
Government employees had less risk of adverse birth out
comes compared to self-employed (AOR (CI)= 0.19 
(0.05–0.69)). Lack of antenatal care increased the risk of 
adverse perinatal outcomes by ninefold (AOR (CI)= 9.76 
(3.03–31.5)). Additionally, adverse perinatal outcomes 
were three times more common in women with previous 
obstetric complications (AOR (CI)= 3.10 (1.63–5.90)) 
(Table 1).

Discussion
This study compared the perinatal outcomes in multipar
ous women. Stillbirth/IUFD and low APGAR score fre
quently occurred in grand multiparas. Maternal age, 
residence, occupation, lack of antenatal care, and previous 
pregnancy complications were significant predictors of 
adverse perinatal outcomes. However, parity did not 
show a statistically significant difference in perinatal 
outcomes.

According to this study, there was no statistically sig
nificant difference in perinatal outcomes between low 
multiparous and grand multiparous women. However, 
stillbirth/IUFD and low APGAR scores were higher in 
grand multiparous women. On the other hand, meconium 
aspiration, NICU admission, macrosomia, and prematurity 
were reported higher in low multiparous women. This 
finding was consistent with the studies done in 
Tanzania,3,10 Hawassa,1 and Jimma.23 A comparative 
study in Nigeria was also found a higher proportion of 
perinatal mortality among grand multiparous women, indi
cating the need for meticulous care to these mothers dur
ing pregnancy and delivery.24 Further, parity was not 
found to be a statistically significant factor for adverse 
perinatal outcomes in Southern Ethiopia.1 On the contrary, 
in Uganda, the risk of stillbirth declines with increasing 
parity.14 Besides, a significant association between grand 
multiparity and adverse fetal outcomes was reported in 
other studies.15,25,26 These differences might be due to 
variation in study design, setting, socio-economic status, 
and possible confounders, ie, adverse outcomes attributa
ble to chronic disease. Adverse birth outcomes in the 

Table 1 (Continued). 

Variables Adverse Perinatal Outcome COR (95% CI) AOR (95% CI)

Yes No

Postpartum counselling
Yes 50 (11.3) 394 (88.7) 1 1

No 26 (27.1) 70 (72.9) 2.93 (1.71–5.01) 1.79 (0.79–4.08)

Contraception use
Yes 48 (12.0) 352 (88.0) 1 1

No 28 (20.0) 112 (80.0) 1.83 (1.09–3.06) 1.07 (0.51–2.26)

Mistimed/ unplanned pregnancy
Yes 14 (26.9) 38 (73.1) 2.53 (1.29–4.94) 2.56 (0.93–7.07)
No 62 (12.7) 426 (87.3) 1 1

Alcohol consumption
Yes 2 (3.8) 50 (96.2) 0.22 (0.05–0.94) 2.14 (0.23–4.76)

No 74 (15.2) 414 (84.8) 1 1

Newborn sex
Male 46 (15.9) 244 (84.1) 1.38 (0.84–2.26) 1.32 (0.71–2.49)
Female 30 (12.0) 220 (88.0) 1 1

Parity
Low multiparous 46 (12.8) 314 (87.2) 1 1

Grand multiparous 30 (16.7) 150 (83.3) 1.36 (0.83–2.25) 0.72 (0.34–1.49)

Note: *Statistically significant at p-value <0.05. 
Abbreviation: ANC, antenatal care.
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previous studies might be also attributed to low health 
service utilization of grand multiparas. Additionally, 
accessible and quality prenatal care differences in study 
subjects could explain the inconsistencies.

This study confirmed a significant association between 
antenatal care visits and birth outcomes. Lack of antenatal 
care (ANC) increased the risk of adverse perinatal out
comes by ninefold. This was consistent with the studies 
done in Wag Himra Zone27 and Southern Ethiopia.1 

Similarly, a systematic review and meta-analysis study 
indicated that mothers who attended at least one ANC 
visit were more likely to give birth to an alive neonate 
that survives.28 Prenatal care follow-up allows the women 
to access information related to danger signs of pregnancy, 
birth plan, and place of delivery. It also helps to early 
identify and treat complications/diseases, ie, HIV/AIDS, 
syphilis, hypertension in pregnancy, and malaria. 
Moreover, women attending prenatal care are more likely 
to have a skilled birth attendant and hence their newborns 
will have access to basic essential newborn care and neo
natal resuscitation. Thus, further improvement of the qual
ity of antenatal care and mobilization of pregnant women 
to the new WHO recommended focused ANC care is 
needed to reduce adverse birth outcomes and achieve 
sustainable development goals.

It was observed that previous pregnancy complications 
had a positive association with adverse birth outcomes. 
Women with previous obstetric complications were three 
times at higher risk of perinatal complications. 
A prospective cohort study in Uganda found that preterm 
delivery and low birth weight were independent risk fac
tors for adverse birth outcomes.17 Similarly, in Northern 
Ethiopia, the obstetric complication was a significant 
determinant of perinatal birth outcome.27 Another Cohort 
study in the Tigray region showed that women with preg
nancy-induced hypertension born babies with a higher risk 
of low birth weight, birth asphyxia, small for gestational 
age, preterm delivery, stillbirth, admission to NICU, and 
perinatal death.29 This might be due to pregnancy compli
cations have a higher rate of recurrence and most are 
associated with reduced oxygen and nutrient supply to 
the fetus (placental insufficiency), which may result in 
preterm birth, low birth weight, and stillbirth.

Advanced maternal age was found to be an associated 
risk factor for adverse fetal outcomes. Mothers aged above 
35 years were nearly three times more likely to have an 
adverse birth outcome. This finding is in line with the 
studies done in Awi Zone,18 Debre Tabor,30 

Shashemene,31 and Ethiopia.28 The reason might be that 
aging makes the uterus lax and limits the physical ability 

Figure 1 Adverse perinatal outcome in low multiparous and grand multiparous women who gave birth in North Shewa Zone Public Hospitals, 2021.
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to bear a child. Old blood vessels in the uterus may also 
cause uteroplacental insufficiency and may result in abor
tion, growth retardation, and stillbirths. In addition, the 
risk of developing medical and obstetrical complications 
increases as age advances, ie, hypertension, diabetes, and 
preterm birth.

The odds of adverse perinatal outcomes were eight 
times higher among rural residents than their urban coun
terparts. A similar finding was reported in Canada,32 Wag 
Himra Zone,27 and Arba Minch.33 The possible explana
tion is that urban mothers had better socioeconomic status, 
ie, better education and income, and access to health 
facilities. More likely to reach health institutions before 
a complication arises. Besides, rural women had a high 
workload and problems with transportation to reach health 
facilities that result in delays in accessing medical care. 
They are also less likely to deliver in comprehensive 
hospitals that have specialized NICU and emergency 
obstetric care as this is found in more urban areas.

Finally, this study found a statistically significant asso
ciation between occupation and adverse fetal outcomes. 
Government employees were 81% less likely to develop 
adverse birth outcomes compared to self-employed. The 
possible explanation might be that government workers 
are more likely to be educated and stay aware of the latest 
pregnancy information by regularly checking updates. In 
Italy, educated mothers had reduced odds of preterm birth, 
low birth weight, small for gestational age, and respiratory 
distress.34 Similarly, in Northwest Ethiopia, mothers who 
had no formal education were three times higher to have 
adverse perinatal outcomes.18

Limitation
The finding of this study should be interpreted with the 
following limitations. Since it is a snapshot, it shares the 
limitation of cross-sectional study to draw a causal rela
tionship. Due to insufficient count of cases, it was not 
possible to examine each specific adverse perinatal out
come separately with parity. There may be recall bias on 
previous obstetric characteristics. In addition, as this was 
done in the hospital setting, the perinatal outcome of 
women delivered at home was not assessed. Further, this 
study does not include adverse perinatal outcomes after 24 
hours of birth.

Conclusion and Recommendations
The adverse perinatal outcome was significantly associated 
with age, residence, occupation, lack of antenatal care, and 

previous obstetric complications. Parity showed an insig
nificant association with perinatal outcomes. Reproductive 
age women should work and improve their economic 
status to reduce the burden of adverse perinatal outcomes. 
All pregnant women should attend at least four antenatal 
care visits starting before 12 weeks of gestation. 
Additionally, health care providers should early identify 
and treat complications during antenatal care through good 
history, physical, and laboratory examination. Skilled birth 
attendants, ie, midwives, nurses, doctors, health officers, 
and health extension workers should give attention to both 
low and grand multiparous women during labor and deliv
ery for their different adverse perinatal outcomes. 
Particularly, giving attention to grand multiparous women 
would have a paramount benefit to reduce stillbirth. 
Further, researchers are recommended to perform long
itudinal studies to establish a causal relationship.
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