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setup in 2008 in response to the growing needs of sustainable management and
administration solutions critical to the optimal function of healthcare sector both in India

and in the Asia-Pacific region.

We are a leading institute of higher learning that promotes and conducts research in health
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develops effective strategies and facilitates efficient implementation; enhances human
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multi-dimensional approach to capacity building is not limited to academic programs but
offers management development programs, knowledge and skills-based training courses,

seminars/webinars, workshops, and research studies. Our four core activities are...

e Academic courses at masters and doctoral level in health and hospital
management to meet the growing need of skilled healthcare professionals.

o Research that has high relevance to health policies and programs at national and
global level.

o Continued education through management development programs and executive
programs for working professionals to help them upgrade their knowledge and
skills in response to the emerging needs of the industry.

e Technical consultation to the national and state-level flagship programs to address

the gaps in planning as well as implementation.
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International Institute of Health Management Research, New Delhi (I1IHMR-Delhi)

Over the years IIHMR-Delhi has emerged as an institute of repute both nationally and
globally for producing socially conscious, skilled and vibrant top-class health care
management professionals. Our graduates are well-matched for the ever-changing health
care sector and evolving social milieu. The institute has progressed as a leader in research,
teaching, training, community extension programmes and policy advocacy in the field of
health care. IIHMR has carved out a niche for itself through its cutting-edge academic

curriculum, infrastructure, accomplished multi-disciplinary faculty and research.

The Institute as an autonomous body of international stature has been developing leaders
for several years to shape tomorrow’s healthcare by equipping the students in the fields
of health, hospital, and health information technology.The Institute’s dynamic health care
research programmes provide rigorous training in management, health systems, hospital

administration, health care financing, economics, and information technology
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INTRODUCTION-

The health of pregnant women, from conception to the postnatal period, must be treated
as a priority. Each stage of the process should be a positive experience, enabling both

mother and baby to realize their full potential for health and happiness.

In 2012, a total of 213 million pregnancies took place, with the majority (89%) occurring
in developing nations and a smaller proportion (11%) in the developed world. It highlights
the disparities in access to quality health services.(1) Whereas, In India from 2015 to

2019, an estimated 48.5 million pregnancies occurred each year.(2)

Maternal Mortality can be defined as the number of female deaths per annum due to any
cause related to or caused by pregnancy, childbirth, or up to 42 days after the termination

of the pregnancy, regardless of the length and location of the pregnancy, is recorded.(3)

According to the WHO and a Study by (Say et al. 2014) Suggests, that approximately
three-quarters (75%) of maternal fatalities are due to direct obstetric causes that can be
attributed to severe haemorrhage, infection typically occurring following childbirth, high
blood pressure during gestation (pre-eclampsia and eclampsia), embolism, unsafe
abortion and rest (25%) deaths was due to indirect obstetric causes of pregnancy resulting
from previously existing disease like cardiovascular diseases, HIV, severe anaemia,

diabetes and hepatitis when aggravated by Pregnancy.(4-7)

Although some advances have been made in the past two decades, the number of women
who died in 2020 due to pregnancy and childbirth-related causes is still exceedingly high

at 287,000, which is not an acceptable figure.(8)

In 2020, virtually 95% of maternal fatalities took place in lower and lower-middle-income

countries (LMIC), with most of them being avoidable. Sub-Saharan Africa and Southern
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Asia were the locations of 87% (253,000) of the estimated global maternal deaths.
Between 2000 and 2020, Eastern Europe and Southern Asia experienced the most drastic
decrease in the maternal mortality ratio (MMR): a reduction of 70% (from 38 MMR to

11) and 67% (from 408 MMR to 134) respectively.(4)

The Indian Government has made significant progress in reducing MMR from 103 to 97
per lakh live births between 2017-2019 and 2018-2020 respectively, surpassing the goal
set by the NHP 2017 for 2020. However, the MMR still needs to be improved further to

reach the Sustainable Development Goal of 70 per 100,000 live births by 2030.(9,10)

To reduce the maternal mortality rate (MMR) in India, strategies such as prioritizing
maternal and child health (MCH) services, ensuring safe delivery and postpartum periods,
providing quality primary health care, promoting health education and reproductive
behaviour and rights of safe motherhood should be adopted (11) and as well as the proper

management of potential delays.(12,13)

To ensure maternal health, it is essential that all women, including adolescents, have
access to contraception, safe abortion services, and quality post-abortion -care.
Furthermore, pregnant women should receive quality care during and after childbirth and
should be attended by skilled health professionals. Additionally, measures such as the
timely administration of oxytocic, good hygiene, early detection and treatment of
infections, and the use of drugs such as magnesium sulphate for pre-eclampsia should be

adopted to reduce the risk of maternal mortality.(4)

Thaddeus and Maine (14) have identified three delays associated with receiving care
during childbirth: the decision to seek care, identifying and reaching a medical facility,
and receiving adequate and appropriate treatment. To address these delays, Johns
Hopkins Program for International Education in Gynaecology and Obstetrics (JHPIEGO)
has created the Birth Preparedness and Complication Readiness (BPCR) concept to
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ensure that expectant mothers are able to access the care they need without unnecessary

delays.(15,16)
Levels of Possible pathways through which Delays reduced Outcome
BPICR BP/CR may reduce delays at each phase
Promotes skilled care for all births and
encourages decision-making before the Phase |:
beginning of labor (and thus the onset of any Deciding to
potential complications during childbirth). seek care —
Individual Raises awareness of danger signs, thereby
improving problem recognition and reducing the
delay in deciding to seek care.
Family . ‘ )
Provides information on appropriate sources of Increased use
care (providers, facilities), making the care- Phase II: and
seeking process more efficient. Identifying and effectiveness of
Community > 3 reaching | skilled
Encourages households and communities to set medical facilty ¥| attendance at
aside money for transport and service fees, birth and other
avoiding delays in reaching care caused by the key maternal and
search for funds. newbom
services
Provider [ Improves staffing, provider skills, and enabling
environment and policies, which may reduce the
delay in receiving needed adequate and .
Facilty R appropriate treatment within a medical facility. EZ?Zﬁ.'ilrlllé
Improved quality may encourage people to decide adequat_e and
: to seek care. appropriate  —
Policymaker | | Improved availability may reduce the distance and treatment
delay to reaching care.

Figure 1:- Conceptual Diagram of How BPCR may increase the use of skilled care

BPCR approach is an effective way to ensure the use of skilled maternal and neonatal
services in a timely manner.(17) Having a BPCR plan in place helps to ensure the best
possible outcome by being prepared for any unexpected issues that may arise during the
birthing process.(18) A study conducted in Ethiopia revealed that the Birth Preparedness

and Complication Readiness (BPCR) had a considerable impact on the utilization of
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skilled care. Furthermore, a meta-analysis of 14 randomized trials demonstrated that,
given adequate coverage of the population, BPCR interventions are effective in lowering

the maternal and mortality rate in areas with limited resources.(19-21)

BPCR helps to speed up the decision to seek care in two ways. Firstly, BP encourages
people to plan to have a trained professional at the time of childbirth. If this plan is put
into action, the woman can get the necessary care before any potential issues arise during
the birth, thus avoiding the two delays. Secondly, CR raises the awareness of danger signs
among families and communities, improving the recognition of the problem and speeding

up the decision to seek care.(15,22,23)

The Government of India (Gol) launched several flagship programmes under RMNCH+A
some of them are - Janani Suraksha Yojana (JSY), a demand promotion and conditional
cash transfer scheme which strives to reduce Maternal and Infant Mortality by
encouraging institutional delivery among poor pregnant women. Janani Shishu Suraksha
Karyakaram (JSSK) to provide free delivery services, drugs, diagnostics, blood, diet,
transport, and treatment for newborns in public healthcare institutions. Pradhan Mantri
Surakshit Matritva Abhiyan (PMSMA) launched to ensure quality antenatal care and
high-risk pregnancy detection on the 9th of every month. LaQshya, a Labour room
Quality improvement Initiative, recently introduced to further accelerate the decline in
MMR by strengthening key processes related to labour rooms and maternity operation
theatres, as well as ensuring Respectful Maternity Care.(24) There is no specific Program
in India which focuses specifically on BPCR, but the PMSMA, consists of one objective,
related to BPCR, it states — “appropriate BPCR provided for each pregnant woman,

especially those who are identified as having a risk factor or co-morbid condition.”(25)
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Rationale-

To date, no systematic review and meta-analysis have been conducted on BPCR in India.
This systematic review and meta-analysis (SRMA) will provide a comprehensive
overview of the current situation of BPCR in India. This analysis will bring to light the
gaps in the existing knowledge base, identify potential areas of improvement, and inform

evidence-based strategies to improve BPCR in India.
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METHODOLOGY-

Study Registration-

This Systematic Review adhered to the Preferred Reporting Items for Systematic Review
and Meta-Analysis (PRISMA) guidelines (26) and the protocol was registered at the
International Prospective Register of Systematic Reviews (27) (registration ID:

CRD42023396109). (Annexure 1)

Search strategy —

Keywords were used to create a search strategy for addressing the research questions.
Systematic search was performed by combining every feasible sequence of all the
categories of keywords. The Medical Subject Headings (MeSH) terms and truncated
keywords were mixed using the relevant Boolean logic operators i.e., AND, OR, and
NOT. The authors (BT, TS, AP, DG) pretested the search strategy to ensure
appropriateness of the search strategy in retrieving the relevant articles and subsequent

modifications.

Based on the inclusion criteria, review was done on the following search engines and
other sources. Major databases like; PubMed, Google Scholar, Cochrane Library, and
Proquest were used to review published studies. The reference lists of already identified
studies were also searched to retrieve additional articles. All published articles up to
January 31%, 2023, were included in this review. The search was done using the following

search terms using PICO format given in table 1.
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Table 1: PICO Format

Population

Pregnant women: “pregnan*"[Title/Abstract] OR "pregnant
women"[Title/Abstract] OR  "antenatal"[Title/Abstract] OR

"anc"[Title/Abstract]

Intervention

Comparison -
Birth preparedness: "birth preparedness”[Title/Abstract] OR
"preparedness”[Title/Abstract] OR "preparing for
birth"[Title/Abstract] OR "emergency
preparedness”[Title/Abstract] OR "birth plan”[Title/Abstract]
Complication Readiness: "danger signs"[Title/Abstract] OR
"readiness"[Title/Abstract] OR (("recognisable”[All Fields] OR
"recognise”"[All Fields] OR *“recognised"[All Fields] OR
"recognises”[All Fields] OR "recognising"[All Fields] OR

Outcome

"recognize"[All Fields] OR *“recognized"[All Fields] OR

"recognizes"[All Fields] OR "recognizing"[All Fields]) AND

"danger sign”[Title/Abstract]) OR "obstetric
complication”[Title/Abstract] OR "pregnancy
complication"[Title/Abstract] OR "obstetric danger

sign”[Title/Abstract] OR "maternal complications"[Title/Abstract]
OR "maternal health"[Title/Abstract] OR "newborn

health"[Title/Abstract]

*I and C are not mentioned as only descriptive studies were included in the SRMA.
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Study selection and eligibility criteria-

Inclusion criteria

This review included cross- sectional studies conducted at the community or institutional
level on BPCR in India among pregnant and recently delivered women in India with
BPCR as outcome. All studies in English language irrespective of the time of data

collection or publication year were included.

Exclusion criteria

Studies which did not reported the outcome variable as BPCR, didn’t specify study

population, qualitative studies were excluded.

Selection process-

Studies which met the stated inclusion criteria were retrieved and reviewed by two
reviewers independently (TS and BT). The two reviewers independently evaluated the
eligibility of the studies obtained from the literature searches for title and abstract

screening.

“Rayyan.ai” software, a web-based automated screening tool which uses text mining
methods to facilitate semi- automatic screening of records for SRs for title and abstract
screening. Records were screened and labelled for either inclusion, exclusion, or “maybe”
relevant to the subject of the review, and also highlighted the words for inclusion and
exclusion (which significantly assisted manual screening), and both the reviewers choose

the reason(s) for excluding a record by turning ON the blinding mode.

The generated reports from the two reviewers were retrieved and selected articles will
then undergo a full-text screening by (TS and BT). In cases of discrepancies, an agreement

was reached by consensus with the advice of third-member arbitrators (AKP and DG).
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Justification was given for excluding the studies with proper reason. The search process

was presented in the form of a PRISMA flow chart.

Data extraction and data collection-

Two reviewers (TS and BT) independently extracted data using a predefined data
extraction Microsoft excel spreadsheet. The sheet included questions on the author’s
name, publication year, study design, sample size, study area, participants, mean age of
participants, response rate and prevalence of BPCR. Additionally, the tool contains
information on; percentage of women who saved money for birth and emergency case,
women who prepared blood donor, women who identified skilled birth attendant, women
who were aware of danger signs during pregnancy, labour, postpartum, and newborn,
women who arranged transportation, women who identified place of birth, women who
planed health facility delivery, women who knew about financial assistance provided by
government in JSY, and women who knew about transportation provided by government

in JSSK.

Main Outcome-

The main outcome of this review was to know the BPCR among pregnant and recently

delivered women in India.

Measures of effect-

Prevalence of BPCR among pregnant and recently delivered women in India.
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Risk of Bias (ROB) Quality Assessment-

All the studies will be assessed for methodological quality, risk of bias to check the
validity of the study findings before identifying and finalizing the study for use. Two
reviewers (TS and BT) assessed the risk of bias of the included studies independently by
using the Joanna Briggs Institute (JBI)(26) critical appraisal checklist, which is devised
for studies reporting prevalence data. The JBI methodology checklist consists of 9

questions and is categorized into “Yes”, “NO”, “Unclear” and ‘“Not applicable”.

Overall risk assessment was done by giving each study with a score of 0-9 and
categorising them into any of the three categories: - (0-3=HIGH, 4-6=MEDIUM, and 7-
9=LOW). After final assessment it was found that Most of the studies have low risk of
Bias. Any disagreements over the assessment of the risk of bias and research quality

between two reviewers was settled by involving the third reviewer author.

Data svynthesis, statistical analysis, and investigation of heterogeneity-

The data was analysed using CMA (Comprehensive meta-analysis tool) and R studio
software. The analysis was done by AP, DG, TS, and BT. We performed a meta-
analysis applying fixed and random effects model, considering the assessed heterogeneity
between the studies. The pooled estimates were reported by all the studies and the findings
were presented using forest plots. Statistical heterogeneity was assessed using a
combination of visual inspection of the forest plot along with consideration of the
Cochran's Q test, and the I? statistic results, in reference to the Cochrane Handbook
Criteria. A probability value of p<0.05 was taken to indicate statistically significant
heterogeneity. When the results fell below 25%, between 25% and 75%, and over 75%,
respectively, heterogeneity was deemed low, moderate, and high respectively. When
discrepancies between study outcomes go beyond those only due to chance, statistical

heterogeneity was present. Funnel plot and Egger’s test were applied to explore the

27 |Page




possibility of the publication bias in the studies. Sensitivity analyses was conducted to
assess the influence of individual studies on the pooled estimates and to evaluate whether

the overall estimates were dominated by one single study.

Subgroup analysis-

As per the data availability, we have done a subgroup analysis for BPCR by delivery
status (recently delivered and pregnant women) and geographical region wise (East, West,

North, South, and Central). (27)

Definition of BPCR-

BPCR is a strategy to promote the timely use of skilled maternal and neonatal care,
especially during childbirth, based on the theory that preparing for childbirth and being
ready for complications reduces delays in obtaining this care.(28) BPCR is measured by
key elements. The key elements included arrangement for transportation, saving money
for delivery, identify skilled birth attendant, identifying place of delivery and identifying
blood donor for the case of emergency, knowledge regarding danger signs during
pregnancy, labour, postpartum and newborn. All studies that used the above definition of

BPCR were included in this review.(15)
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RESULTS

Authors have identified records from major databases like PubMed, Cochrane, Proquest
(n=1349) records in total and from other sources identified (n=42) records by
reference/citation search. After removing (n=378) records before screening, (n=971)
articles were finalised to undergo screening, where (n=958) records were removed
because of duplication and (n=42) articles from other sources were screened for title and

abstract (Figure 2).

After title and abstract screening (n=13) articles from major databases and (n=23) from
other searches were eligible for full text screening. Lastly (n=36) articles were eligible to
be included, which undergone full-text screening and out of which (n=1) article was

excluded because of no full text and Finally (n=35) Full text articles were included.
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The forest plot (figure 3) showed results of meta-analysis of 27 studies that assessed the
proportion of pregnant women who are aware of BPCR in different Regions of India. The
overall pooled proportion is 0.49 (95% CI: 0.43 to 0.55), which means that on average,
about half of the pregnant women are aware of BPCR across. However, there is a high
and significant degree of heterogeneity among the studies (I-squared = 94%, tau-squared
=0.3110, p<0.01), which meant that the studies are not consistent and may have different
sources of variation. The study with the lowest proportions is Vishwanathan VT (2020)
with 0.15 (95% CI: 0.12 to 0.19), while the study with the highest proportion is Akshaya
KM with 0.79 (95% CI: 0.72 to 0.84). The ClIs of most study overlap with each other and
with the overall estimate, which means that there is no significant difference between
them in terms of BPCR awareness. However, some study had CIs that do not include the
pooled proportion, such as Gurung J (2017), Indira NC (2021), Kushwah SS (2009), and
Patil MS (2016), which meant that they were significantly different from the overall
estimate and may have some special characteristics or factors that influence their BPCR
awareness. The diamond for the random effects model is also slightly to the right of the
line of no effect, indicating a positive and statistically significant pooled proportion of
BPCR across all studies. The point estimate is 0.50, with a 95% confidence interval of
[0.37, 0.63]. This meant that if each study had its own true proportion of BPCR that varied
around an overall mean, we would expect it to be between 37% and 63% with 95%

probability.
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Figure 3:- Forest Plot Depicting Overall BPCR status in India
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Forest Plot (Figure 4) depicted weight of each study which was analyzed through random
and common effect model. We considered Random effect Model for assessing the studies
as it assumed that there were different true effects for each study and the difference among
the study is due to chance and real variation therefore it gives balanced weight to all

studies.
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In a study by Kushwah SS (2009) has a total sample size of 2022 so, its weight in
Common Effect model was 20.9% which is very high from other studies, whereas in
random effect model the same study has a weight of 4.1% which shows the equal balance

of weights among all studies.

Subgroup analysis taking delivery status into account was performed. The overall pooled
proportion of knowledge of BPCR in RDW was 0.54 (95% CI: 0.46 to 0.62) and in PW
was 0.50 (95% CI:0.45 to 0.55) with high heterogeneity (I>= 91%, Tau Square= 0.1221
and with a p- value < 0.01 which is statistically significant. As the CIs among the
subgroups overlap there was no statistical significance observed. Same happened when
the subgroup analysis was done region wise. The overall pooled proportion of knowledge
of BPCR in East region is 0.47 (95% CI: 0.38 to 0.56), North region is 0.47 (95% CI:
0.36 to 0.57), Central region is 0.46 (95% CI: 0.43 to 0.49), West region is 0.48 (95% CI:

0.26 to 0.70), South region is 0.56 (95% CI: 0.45 to 0.67). (Figure 5 and 6)
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Figure 5: - Forest plot Depicting subgroup analysis — Delivery Status wise
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Figure 6:- Forest plot Depicting Sub group analysis — Region wise
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Prevalence of Components of BP and CR

From the 35 Studies that were finalized, all of them were divided their BPCR indicators

into two main heads i.e, Knowledge regarding BP and Knowledge regarding CR  (Table
1).

Several Components of danger signs during pregnancy among them 13 studies have
reported at least one danger sign of pregnancy and the lowest prevalence was found
(9.3%) to be in studies reporting three or more danger signs of postpartum. Knowledge
regarding danger signs during pregnancy were reported by 10 studies with a prevalence
of 34.9%, i*=97.4 and p value=0.00 and similarly, prevalence among other components
like Knowledge regarding danger signs during labor, postpartum, and in neonate was
found to be 11.6%, 12.2% and 18.8% and the i’> was 98%, 91.1% and 95.3%, which

depicts high heterogeneity.

Similarly, components of BP were also assessed by different studies among which 14
studies reports that the prevalence of women who identified a place of delivery was 59.4%
and 13 studies report that prevalence of women who got financial assistance by JSY

scheme was 55.5%.

BP component which was found similar in most of the studies was women who have
identified transport and saved money for their delivery and the prevalence of both the

components was found to be 46% and the i* was 98.8, with a p-value of 0.00.

The highest prevalence 86.7% was seen in women who attended their 1st antenatal visit
with a skilled person during 1st trimester and the least prevalence 10.1% was seen in

women who identified blood donor.
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number

Components Events | Samplesize | Prevalence | 12 | TauSq | Pvalue |ofstudies| Ll UL

Knowledge regarding danger
signs during pregnancy 754 2305 34.9% 974 1 095 | 0.00 10 0.2 050

Knowledge regarding danger
signs during labor a1 1553 16% | 90 | 169 | 000 5 004 029

Knowledge regarding danger
signs during postpartum 207 1687 12.2% 911 | 032 | 000 b 0.08 019

(rovee Knowlefige regarding danger
il signs in neonate 195 1189 18.8% 953 | 057 | 0.00 4 0.10 033
D s 3ormoreds of newborn care | 430 1512 123% 976 | 08 | 000 4 0.05 027
3or more ds of Postpartum 169 1512 9.3% 92 | 086 | 000 4 0.04 0.0

3or more ds of [abor n

childbirth Eyl] 1512 157% | 927 | 030 | 000 4 009 026
3or more ds of preg 0 1512 220% 936 | 02 | 0.00 4 0.14 033
1s of newborn 837 2710 288% %5 | 131 | 000 8 015 047
1ds of postpartum 567 1863 04 | 976 | 141 | 000 b 014 054
1ds of labor 649 367 300 | 977 | 104 | 000 b 016 050
10S of Pregnancy 1559 1339 7% | %87 | 19 [ 000 | B 04 056
place of delivery 219 5964 594% | 91 | 250 | 000 | 14 039 077
transportjsskjsy 1895 5286 50.6% 90 | 132 | 000 1 034 0.67
Financial assistance jsy 3276 5566 55.5% 97 | 106 | 0.00 13 041 0.69
skilledhirthattendant for dell | 6183 8345 83.3% 96 | 18 | 000 2 0.73 090
Knowledge: 1 ientify blood donor 1008 | 7842 | 104% | 980 | 145 | 000 | 19 | 006 0.16
FEgGNEBI | gty transpor 6396 | 14230 | 460% | 988 | 128 | 000 | M | 037 | 0%
preparedness Saved Money 39 | 174 | d460% | 988 | 128 | 000 | B | 040 | 056
Four ormore ANCs 2205 4910 515 | 988 | 127 | 000 | 13 036 0.66

st antenatal visit with a skilled

person

during 1t trimester 1958 283 86.7% | 9%1 | 071 | 000 1 077 093
registrationwithin2weeks 2028 3B 63.6% 90 | 137 | 0.00 8 0.44 080

Table 2:-Prevalence of components of BP and CR
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PUBLICATION BIAS:

To detect publication bias we constructed funnel plot in which most of the studies were
lying in the middle of the plot which showed that there is no major variance among the
studies. (Figure 8) To statistically prove that there was no major variance we used Egger’s
Test, which states that if the p- value < 0.05, it indicates evidence of publication bias, and

in our study, we found out that the p value is 0.59 (p > 0.05). (Figure 9)
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Figure 7:- Funnel Plot
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Figure 8:- Funnel Plot after Performing Eggers Test.
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Graph depicting: Quality Assessment

The author's estimated ROB which was

studies, and high for O studies. Detailed information regarding the results of the quality

found to be low for 28 studies, unclear for 7

assessment of the selected studies is provided in Figure 10.

response rate adequate low response rate
managed appropriately?

appropriate statistical analysis

condition measured in a standard, reliable way
for all participants

valid methods used for the identification of
the condition

data analysis conducted with sufficient
coverage of the identified sample

study subjects and the setting described

sample size adequate

sampled in an appropriate way

sample frame appropriate

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

BYES ENO MUNCLEAR

Figure 10:- Stacked bar chart depicting ROB.
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DISCUSSION

The overall BPCR score of 49% in our study indicates that there is still a gap in the
utilization of BPCR services among pregnant women in India. This score is slightly
higher than the 44.9% reported by Girma et al. (2013)(29) in a similar study in Ethiopia.
The variation in the BPCR scores may be attributed to the differences in the socio-
demographic characteristics, health system factors, and cultural practices of the study
populations. Compared to other studies in Nigeria, Ethiopia, and India by Akinwaare et
al. (2015)(30), Gedefa et al. (2017)(31), and Nimavat et al. (2018)(32), our study had a
moderate BPCR score of 49%, which ranged from 30.6% to 58.7% in these studies.
Therefore, there is a need to improve the awareness and utilization of BPCR services
among pregnant women in our setting, as well as to address the barriers and facilitators

that influence their decision-making and behavior regarding BPCR.

The prevalence of women who saved money for their delivery was found to be 46% in
our study, which is an important indicator of BPCR. This prevalence is higher than the
38.7% reported by Berhe et al. (2016)(33) in a study in Ethiopia, but lower than the 63.4%
reported by Akinwaare et al. (2015)(30) in a study in Nigeria, the 59.6% reported by
Nimavat et al. (2018)(32) in a study in India, and the 83.3% reported by Moran et al.
(2018)(34) in a study in Burkina Faso. The differences in the prevalence of saving money
for delivery may reflect the variations in the economic status, access to financial services,
and social norms of the study populations. Saving money for delivery can help women to
overcome the financial barriers to access skilled care during pregnancy and childbirth,
and to cope with any unforeseen complications that may arise. Therefore, there is a need
to promote and facilitate saving money for delivery among pregnant women in our
setting, as well as to provide them with adequate information and counselling on the

benefits and options of saving money for delivery.
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The prevalence of women who have knowledge of key danger signs of pregnancy was
34.9% in our study, which is a low level of awareness that can compromise the timely
recognition and management of pregnancy complications. This prevalence is higher than
the 26.3% reported by Berhe et al. (2016)(33) in a study in Ethiopia, but lower than the
52% reported by Akinwaare et al(30). (2015) in a study in Nigeria, the 83.3% reported by
Moran et al. (2018)(34) in a study in burkina faso, and the 42% reported by
Mukhopadhayay et al. (2016)(28) in a study in India. The differences in the prevalence
of knowledge of key danger signs of pregnancy may be related to the variations in the
educational level, exposure to mass media, and quality of antenatal care services of the
study populations. Knowledge of key danger signs of pregnancy is essential for pregnant
women to seek prompt and appropriate care when they experience any signs of potential
complications, and to prevent maternal and neonatal morbidity and mortality. Therefore,
there is a need to improve the knowledge of key danger signs of pregnancy among
pregnant women in our setting, as well as to provide them with effective health education

and counseling on the identification and management of key danger signs of pregnancy.

The prevalence of women who have arranged transport for their delivery was 46% in our
study, which is a moderate level of preparedness that can facilitate the access to skilled
care during childbirth. This prevalence is similar to the 46.1% reported by Moran et al.
(2018)(34) in a study in Burkina Faso, but varies from the other studies in Ethiopia,
Nigeria, and India by Berhe et al. (2016), Akinwaare et al. (2015), Nimavat et al. (2018),
and Mukhopadhyay et al. (2016),(28,30,32,33) which reported prevalences ranging from
20.59% to 58.6%. The differences in the prevalence of arranging transport for delivery
may depend on the availability, affordability, and acceptability of transport services in the
study settings. Arranging transport for delivery can help women to overcome the
geographical and financial barriers to reach a health facility in time, and to avoid delays

and complications during delivery. Therefore, there is a need to encourage and support
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pregnant women in our setting to arrange transport for their delivery, as well as to improve

the transport system and infrastructure in our area.

The prevalence of women who have identified a place of birth for their delivery was
59.4% in our study, which is a relatively high level of preparedness that can influence the
choice and utilization of skilled care during childbirth. This prevalence is slightly higher
than the 54.85% reported by Berhe et al. (2016)(33) in a study in Ethiopia, which had a
similar study design and population. The similarity in the prevalence of identifying a
place of birth for delivery may reflect the common socio-cultural and health system
factors that affect the decision-making and behavior of pregnant women in both settings.
Identifying a place of birth for delivery can help women to plan ahead and to select a
health facility that meets their needs and preferences, and to avoid uncertainty and
confusion during delivery. Therefore, there is a need to maintain and enhance the
prevalence of identifying a place of birth for delivery among pregnant women in our
setting, as well as to provide them with adequate information and counseling on the

benefits and options of identifying a place of birth for delivery.

The prevalence of women who have arranged a blood donor for their delivery was 10.1%
in our study, which is a very low level of preparedness that can increase the risk of
maternal and neonatal mortality due to hemorrhage. This prevalence is similar to the
8.18% reported by Berhe et al. (2016)(33) in a study in Ethiopia, and the 9.9% reported
by Mukhopadhyay et al. (2016)(28) in a study in India, but higher than the 2.7% reported
by Nimavat et al. (2018)(32) in another study in India. The similarity in the prevalence of
arranging a blood donor for delivery may indicate the common challenges and barriers
that pregnant women face in accessing and obtaining blood transfusion services in these
settings. Arranging a blood donor for delivery can help women to cope with any potential
complications that may require blood transfusion, and to save lives during delivery.

Therefore, there is a need to improve the prevalence of arranging a blood donor for
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delivery among pregnant women in our setting, as well as to improve the availability,

accessibility, and quality of blood transfusion services in our area.
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LIMITATION-

The Meta- analysis did not address the factors affecting for the low Utilization of BPCR,

therefore Researchers should Conduct further studies in this Area,
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CONCLUSION-

Our study highlights the low prevalence of BPCR in India and the factors associated with
it. Our findings underscore the need for targeted interventions to improve BPCR and
suggest that there is a need to improve the awareness and utilization of BPCR services
among pregnant women in India, as well as to address the factors that influence their
decision-making and behavior regarding BPCR. India's health system is already
overburdened by adverse health outcomes. Therefore, scaling up cost-effective
interventions like BPCR that have a positive overall effect is necessary. Our study
suggests that birth preparedness and complication readiness (BPCR) is such an
intervention that should be given utmost importance to reduce maternal morbidity and

mortality and to achieve the Sustainable Development Goals.

49| Page




50| Page




References:-

1.Sedgh G, Singh S, Hussain R. Intended and Unintended Pregnancies Worldwide in 2012
and Recent Trends. Stud Fam Plann [Internet]. 2014 Sep [cited 2023 Apr
25];45(3):301-14. Available from: https://onlinelibrary.wiley.com/do1/10.1111/j.1728-

4465.2014.00393.x

2.India [Internet]. Guttmacher Institute. 2022 [cited 2023 Apr 25]. Available from:

https://www.guttmacher.org/regions/asia/india

3.Maternal deaths [Internet]. World Health Organization; 2023. Available from:

https://www.who.int/data/gho/indicator-metadata-registry/imr-details/4622

4 Maternal mortality [Internet]. [cited 2023 Apr 5]. Available from:

https://www.who.int/news-room/fact-sheets/detail/maternal-mortality

5.Say L, Chou D, Gemmill A, Tungalp O, Moller AB, Daniels J, et al. Global causes of
maternal death: a WHO systematic analysis. Lancet Glob Health [Internet]. 2014 Jun
[cited 2023 Apr 25];2(6):€323-33. Available from:

https://linkinghub.elsevier.com/retrieve/pii/S2214109X1470227X

6.Gupta S. Study of Direct and Indirect Causes of Maternal Mortality: A Study from

Tertiary Care Centre of Bhopal. Sch Int J Obstet Gynecol.

7.Storm F, Agampodi S, Eddleston M, Serensen JB, Konradsen F, Rheinlédnder T. Indirect
causes of maternal death. Lancet Glob Health [Internet]. 2014 Oct 1 [cited 2023 Apr
25];2(10):e566. Available from:
https://www.thelancet.com/journals/langlo/article/P11S2214-109X(14)70297-

9/fulltext

51| Page




8 Maternal  health  [Internet]. [cited 2023 Apr 8]. Available from:

https://www.who.int/health-topics/maternal-health

9.Ministry of Women and Child Development. Significant Decline in Maternal Mortality
in India [Internet]. Ministry of Women and Child Development; 2022. Available from:
https://pib.gov.in/FeaturesDeatils.aspx?Noteld=151238&Moduleld%20=%202#:~:te

xt=MMR%201n%20the%20country%20declined, MMR%2001%20211%20(2017).

10.SRS - Maternal Mortality Bulletin | Government of India [Internet]. [cited 2023 Apr

5]. Available from: https://censusindia.gov.in/census.website/data/SRSMMB

11.Prakash A, Swain S, Seth A. Maternal mortality in India: current status and strategies

for reduction. Indian Pediatr. 1991 Dec;28(12):1395-400.

12.Blencowe H, Cousens S, Jassir FB, Say L, Chou D, Mathers C, et al. National,
regional, and worldwide estimates of stillbirth rates in 2015, with trends from 2000: a

systematic analysis. Lancet Glob Health. 2016 Feb;4(2):¢98—108.

13.Kar M, Karmee N, Satapathy DM. Birth preparedness and complication readiness
among pregnant and recently delivered women in villages of a block of Ganjam,
Odisha, India: a community based cross-sectional study. Int J Reprod Contracept
Obstet Gynecol [Internet]. 2019 Apr 29 [cited 2023 Apr 6];8(5):2003. Available from:

https://www.ijrcog.org/index.php/ijrcog/article/view/6417

14.Thaddeus S, Maine D. Too far to walk: Maternal mortality in context. Soc Sci Med
[Internet]. 1994 Apr [cited 2023 Apr 6];38(8):1091-110. Available from:

https://linkinghub.elsevier.com/retrieve/pii/0277953694902267

52| Page




15.Barco RCD. JHPIEGO Brown’s Wharf 1615 Thames Street Baltimore, Maryland
21231-3492, USA. Fam CARE [Internet]. Available from:

https://pdf.usaid.gov/pdf docs/pnada619.pdf

16.Salroo FN, Nazir ST, Gadoo MM. BIRTH PREPAREDNESS AND COMPLICATION
READINESS AMONG PREGNANT WOMEN ATTENDING A MATERNAL AND
CHILD CARE HOSPITAL OF GOVERNMENT MEDICAL COLLEGE IN SOUTH
KASHMIR, INDIA: A CROSS-SECTIONAL STUDY. Asian J Pharm Clin Res
[Internet]. 2022 Jan 7 [cited 2023 Apr 6];35-40. Available from:

https://innovareacademics.in/journals/index.php/ajpcr/article/view/46414

17.Berhe AK, Muche AA, Fekadu GA, Kassa GM. Birth preparedness and complication
readiness among pregnant women in Ethiopia: a systematic review and Meta-analysis.
Reprod Health [Internet]. 2018 Dec [cited 2023 Apr 8];15(1):182. Available from:
https://reproductive-health-journal.biomedcentral.com/articles/10.1186/s12978-018-

0624-2

18.Pandey P, Srivastava R, Kumari K, Pandey M. Status of Birth Preparedness and
Complication Readiness of Pregnant Women and Recently Delivered Women in Rural
Varanasi: Assessment of Current Scenario. Indian J Community Med [Internet]. 2022
[cited 2023 Apr 6];47(2):249. Available from:

http://www.ijjcm.org.in/text.asp?2022/47/2/249/350342

19.Soubeiga D, Gauvin L, Hatem MA, Johri M. Birth Preparedness and Complication
Readiness (BPCR) interventions to reduce maternal and neonatal mortality in
developing countries: systematic review and meta-analysis. BMC Pregnancy
Childbirth [Internet]. 2014 Apr 4 [cited 2023 Apr 9];14:129. Available from:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4234142/

53| Page




20.Agarwal S, Sethi V, Srivastava K, Jha PK, Baqui AH. Birth Preparedness and
Complication Readiness among Slum Women in Indore City, India. J Health Popul
Nutr [Internet]. 2010 Sep 6 [cited 2023 Apr 6];28(4):383-91. Available from:

http://banglajol.info/index.php/JHPN/article/view/6045

21.Karir DS, Panda DB, Hota DG, Kumari DS, Panda DPC. Birth Preparedness and
Complication Readiness among Recently Delivered Mothers-A Cross Sectional

Survey in an Urban Community in Eastern India. Clin Med. 2022;09(02).

22.Patel NA, Mehta JP, Unadkat SV, Yadav SB. Birth preparedness: studying its
effectiveness in improving maternal health in urban slums of Jamnagar, Gujarat. Int J
Community Med Public Health [Internet]. 2017 Nov 23 [cited 2023 Apr 6];4(12):4569.

Available from: http://www.ijjcmph.com/index.php/ijcmph/article/view/2096

23.Vidhyashree MD, S. J, P. K, V. L, S. S, K. S. Birth preparedness and complication
readiness for a safe motherhood among antenatal women attending an urban health
centre, Pudupet. Int J] Community Med Public Health [Internet]. 2020 Oct 26 [cited
2023 Apr 6];7(11):4345. Available from:

https://www.ijcmph.com/index.php/ijcmph/article/view/693 1

24 .Maternal Health :: National Health Mission [Internet]. [cited 2023 Apr 25]. Available

from: https://nhm.gov.in/index1.php?lang=1&level=2&sublinkid=822&lid=218

25.Pradhan Mantri Surakshit Matritva Abhiyan | PMSMA [Internet]. [cited 2023 Apr 25].

Available from: https://pmsma.mohfw.gov.in/

26.Munn Z, Moola S, Lisy K, Riitano D, Tufanaru C. Chapter 5: Systematic reviews of
prevalence and incidence.In: Aromataris E, Munn Z (Editors). JBI Manual for
Evidence Synthesis. JBI, 2020 [Internet]. [cited 2023 Jun 23]. Available from:

https://jbi.global/critical-appraisal-tools
54| Page




27 National Family Health Survey [Internet]. [cited 2023 Jun 23]. Available from:

http://rchiips.org/nths/

28.Mukhopadhyay D, Bhattacherjee S, Mukhopadhyay S, Malik S, Nayak S, Biswas A.
Birth preparedness and complication readiness among women of Bankura District,
West Bengal. J] Fam Med Prim Care [Internet]. 2016 [cited 2023 Mar 24];5(2):404.

Available from: https://journals.lww.com/10.4103/2249-4863.192352

29.Girma D, Waleligne A, Dejene H. Birth preparedness and complication readiness
practice and associated factors among pregnant women in Central Ethiopia, 2021: A
cross-sectional study. PLOS ONE [Internet]. 2022 Oct 27 [cited 2023 Jun
14];17(10):e0276496. Available from:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9612452/

30.Margaret O. Akinwaare, Abimbola Oluwatosin, Olakekan Uthman, Elizabeth Ike.
WOMEN’S BIRTH PREPAREDNESS AND COMPLICATION READINESS IN
NIGERIA: A SYSTEMATIC REVIEW AND META-ANALYSIS. medRxiv
[Internet]. 2021 Jan 1;2021.11.03.21265854. Available from:

http://medrxiv.org/content/early/2021/11/03/2021.11.03.21265854.abstract

31.Gedefa AG, Bekele AA, Kitila KM, Eba LB. Barriers to birth preparedness and
complication readiness among pregnant women in rural Ethiopia: using a mixed study
design, 2020. BMJ Open [Internet]. 2023 Apr 1 [cited 2023 Jun 14];13(4):e069565.

Available from: https://bmjopen.bmj.com/content/13/4/€069565

32.Nimavat KA, Mangal AD, Unadkat SV, Yadav SB. A study of birth preparedness of
women in Jamnagar district, Gujarat, India. Int J Community Med Public Health
[Internet]. 2016 Dec 24 [cited 2023 Jun 15];3(9):2403-8. Available from:
https://www.ijcmph.com/index.php/ijcmph/article/view/182

55| Page




33.Berhe AK, Muche AA, Fekadu GA, Kassa GM. Birth preparedness and complication
readiness among pregnant women in Ethiopia: a systematic review and Meta-analysis.
Reprod Health [Internet]. 2018 Oct 29 [cited 2023 Jun 14];15(1):182. Available from:

https://doi.org/10.1186/s12978-018-0624-2

34.Moran AC, Sangli G, Dineen R, Rawlins B, Yaméogo M, Baya B. Birth-Preparedness
for Maternal Health: Findings from Koupéla District, Burkina Faso. J Health Popul
Nutr [Internet]. 2006 Dec [cited 2023 Jun 15];24(4):489-97. Available from:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3001153/

56| Page




—

Dissertation

CRIGINALITY REFORT

11. 10, s

SIMILARITY INDEX INTERNET SOURCES ~ PUBLICATIONS

Do

STUDENT PAPERS

PRIMARY SOURCES

www.ncbi.nim.nih.gov

Internet Source

.

www.medrxiv.org

Internet Source

[

oup.silverchair-cdn.com

Internet Source

2
1«
1«

jisponline.com

Internet Source

1«

reproductive-health-
journal.biomedcentral.com

Internet Source

on

1«

Submitted to University of Chichester
Student Paper

&

1«

Submitted to University of Melbourne

~|

Student Paper
g jfmpc.com .
Internet Source { %
pure.rug.nl .
ﬂ Internet Source { %

57| Page




Submitted to University of Birmingham

Student Paper Y g <1 %
www.frontiersin.org

Internet Source <1 %

= Submitted to CVC Nigeria Consortium

Student Paper g <1 %

Submitted to I__c:.:ndon School of Hygiene and <1 ”
Tropical Medicine
Student Paper
onlinelibrary.wiley.com

Internet Source r}’ Y < 1 %
serval.unil.ch

Internet Source <1 %
ijhas.in

Ir]1ternet Source <1 %
www.slideshare.net

Internet Source <1 %

Yunga Patience |jang, Samuel Nambile < 1 ”
Namhpile Cumber, Claude Ngwayy, Nkfusal,

Mbinkar Adeline Venyuy, et al. "Awareness

and practice of birth preparedness and
complication readiness among pregnant
women in the Bamenda Health District,
Cameroon”, BMC Pregnancy and Childbirth,
2019

Publication

58| Page




dx.doi.or
Internet S-::urceg <1 %
w etheses.bham.ac.uk .
Internet Source < %
www.emeraldinsight.com .
Internet Source < %
mﬁ::éﬁgafncan-med-purnal.ccm < ”
WWW.researchgate.net
Internet Source . <1 %
"RSSDI Clinical Practice Recommendations for <1 o
the Management of Type 2 Diabetes Mellitus
2022" International Journal of Diabetes in
Developing Countries, 2022
Fublication
Margaret Qmowaleola Akinwaare, Abimbola <1 y
Oluwatosin, Qlakekan Uthman, Elizabeth lke.
"Women's Birth Preparedness and
Complication Readiness in Nigeria: A
Systematic Review and Meta-Analysis",
International Journal of Childbirth, 2023
Fublication
journals.innovareacademics.in
Ilnternet Source <1 %

59| Page




ANNEXURE

NIHR ‘ National Institute PROSPERO
for Health Research International prospective register of systematic reviews

Birth preparedness and complication readiness among pregnant women in India; Systematic review
and Meta-analysis

To enable PROSPERO to focus on COVID-19 submissions, this registration record has undergone basic automated
checks for eligibility and is published exactly as submitted. PROSPERO has never provided peer review, and usual
checking by the PROSPERO team does not endorse content. Therefore, automatically published records should be
treated as any other PROSPERO registration. Further detail is provided here.

Citation

Tanya Singh, Brajaraj Tripathy, Anuj Kumar Pandey, Diksha Gautam, Sidharth Sekhar Mishra, Sutapa Bandyopadhyay
Neogi. Birth preparedness and complication readiness among pregnant women in India: Systematic review and Meta-
analysis. PROSPEROQ 2023 CRD42023396109 Available from:

https://www.crd.york.ac.uk/prospero/display_record php?ID=CRD42023396109

Review question

Does Birth preparedness and complication readiness interventions have good birth outcome in India?

As a Mandate For SRMA this was registered on PROSPERO - Registration No. is —
CRD42023396109

60| Page




Keywords

Title: Birth preparedness and complication readiness among pregnant women in India:
systematic review and Meta-analysis

Inglus!on Cross-sectional studies
Criteria

Pregnant women: “pregnan*"[Title/Abstract] OR “pregnant
Population women"[Title/Abstractf OR  "antenatal"[Title/Abstract] OR

"anc"[Title/Abstract]

Intervention

Comparison -
Birth preparedness: "birth preparedness”[Title/Abstract] OR
"preparedness”[Title/Abstract] OR "preparing for
birth"[Title/Abstract] OR "emergency
preparedness”[Title/Abstract] OR "birth plan"[Title/Abstract]
Complication Readiness: "danger signs"[Title/Abstract] OR
"readiness"[Title/Abstract] OR (("recognisable”"[All Fields] OR
"recognise”"[All Fields] OR *"recognised"[All Fields] OR

Outcome "recognises”[All Fields] OR "recognising”"[All Fields] OR

"recognize"[All Fields] OR "recognized"[All Fields] OR
"recognizes"[All Fields] OR ™recognizing"[All Fields]) AND

"danger sign”[Title/Abstract]) OR "obstetric
complication”[Title/Abstract] OR "pregnancy
complication"[Title/Abstract] OR "obstetric danger

sign”[Title/Abstract] OR "maternal complications"[Title/Abstract]
OR "maternal health"[Title/Abstract] OR "newborn
health"[Title/Abstract]

6l|Page




Title

Database No Search Query Results
PUBMED (Data as on 06-02-2023)

#1  "pregnan*"[Title/Abstract] OR "pregnant 620,091
women"[Title/Abstract] OR
"antenatal"[Title/Abstract] OR
"anc"[Title/Abstract]

#2  "birth preparedness"[Title/Abstract] OR 20,978
"preparedness”[Title/Abstract] OR “preparing for
birth"[Title/Abstract] OR "emergency
preparedness”[Title/Abstract] OR "birth
plan"[Title/ Abstract]

#3  "danger signs”[Title/Abstract] OR 39,433
"readiness"[Title/Abstract] OR (("recognisable"[All
Fields] OR  "recognise"[All  Fields] OR
"recognised”[All Fields] OR "recognises"[All
Fields] OR "recognising”"[All  Fields] OR
"recognize"[All  Fields] OR ™recognized"[All
Fields] OR  "recognizes"[All ~ Fields] OR
"recognizing"[All  Fields]) = AND  "danger
sign”[Title/Abstract]) OR "obstetric
complication"[Title/Abstractf OR  “pregnancy
complication"[Title/Abstract] OR "obstetric danger
sign”[Title/Abstract] OR "maternal
complications”[Title/Abstract] OR  "maternal
health"[Title/Abstract] OR "newborn
health"[Title/Abstract]

#4  #1 AND #2 AND #3 276

62| Page




Title

Database No Search Query

Results

PROQUEST (Data as on 06-02-2023

#1

#2

#3

#4

63| Page

noft(pregnan*) OR noft(pregnant women) OR
noft(antenatal) OR noft(anc)

noft(birth preparedness) OR noft(preparedness) OR
noft(preparing for birth) OR noft(emergency
preparedness) OR noft(birth plan)

noft(complication readiness) OR noft(readiness) OR
noft(recognising danger signs) OR noft(danger sign)
OR noft(obstetric complication) OR noft(pregnancy
complication) OR noft(obstetric danger sign) OR
noft(maternal complications) OR noft(maternal
health) OR noft(newborn health)

#1 AND #2 AND #3

(noft(pregnan*) OR noft(pregnant women) OR
noft(antenatal) OR noft(anc)) AND (noft(birth
preparedness) OR  noft(preparedness) OR
noft(preparing for birth) OR noft(emergency
preparedness) OR  noft(birth plan)) AND
(noft(complication readiness) OR noft(readiness)
OR noft(recognising danger signs) OR noft(danger
sign) OR noft(obstetric complication) OR
noft(pregnancy complication) OR noft(obstetric
danger sign) OR noft(maternal complications) OR
noft(maternal health) OR noft(newborn health))

124,342

29,912

95,890

848



https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311205/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311205/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/57058603E21E40ACPQ/None?t:ac=RecentSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311204/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311204/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311204/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/5B2E6BA387A046C6PQ/None?t:ac=RecentSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311203/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/DCBF1DEEA964AE3PQ/None?t:ac=RecentSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/myresearch/savedsearches.checkdbssearchlink:rerunsearch/2311207/SavedSearches?t:ac=SavedSearches
https://www.proquest.com/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/BB9F3FE54E6142D2PQ/None?t:ac=RecentSearches

Title

Database No

Search Query

Results

Cochrane (Data as on 06-02-2023

64| Page

#1

#2

#3

(pregnan*):ti,ab OR (pregnant women):ti,ab OR
(antenatal):ti,ab OR (anc):ti,ab

(birth preparedness):ti,ab OR (preparedness):ti,ab
OR (preparing for birth):tiiab OR (emergency
preparedness):ti,ab OR (birth plan):ti,ab

(complication readiness):ti,ab OR (readiness):ti,ab
OR (recognising danger signs):tiab OR (danger
sign):ti,ab OR (obstetric complication):tiab OR
(pregnancy complication):tiab OR (obstetric
danger sign):ti,ab OR (maternal
complications):ti,ab OR (maternal health):ti,ab OR
(newborn health):ti,ab

#4  #1 AND #2 AND #3

68406

1639

14641

225 (193
TRIALS,
COCHRANE
REVIEWS
32)




Title and Abstract Screening using RAYAAN.AI Software

longitudinal 9%
randomised controlled trials i | .o - - - . - -
e 0 2023-02-07: Birth preparedness and complication readiness among pregnant women in India; systematic
retens 78 review and Meta-analysis (IED
More >> Showing 1 to 6 of 971 unique entries Search: |id or tille or abstract or author
Date Title Authors Rating
Labels -
SRMA 19 2015-01-01 Health system and community level interventions for improving ... Mbuagbaw, L; Medley, N; Da... 0
location ? 3
study design 4 2020-01-01 wrong study design| Targeted client communication via mobile devices for improving ... paimer, MJ; Henschke, N; Be...
summary read 3
full text 2 - S 5 5 PP
[ A 2020-01-01 wrong study desian for corticosteroid Rohwer, AC; Oladapo, OT; H..
followup study 1
2007-01-01 wrong study design| Individual or group antenatal education for childbirth or parenth... agnon, AJ: Sandall, 1
M 2015-01-01 Group versus conventional antenatal care for women Catling, CJ; Medley, N; Four...
wrong title 486
wrong_population 396 —
wrong study design e include | 7 Maybe | WP Exclude |[Reason Lebel Add Note m Upload PDF full-texts
foreign language 7 ¢ : 4 | I | (R Nty IR Upload POF flltexts

Nepal Bangladesh

s HUMANS o) Welfare:
Mo
Nigeria oniy Ghig €9 infant

=Cesarean Section

Pregnancy

Mot qupucates U}
Resolved 0

Bl R EVIEW CHAT

2023-02-07: Birth preparedness and complication readiness among pregnant women in India: systematic
review and Meta-analysis (IS0 | Deectapcaes || conpuerangs || expon || copy || newsearn | mvevens

2exact matches 3 ||| showng 110601571 unaue enties Search
Date Title ; Authors s Rlﬁlﬂi

e 1 N e e T
Maybe 0 %

Included 1 2020-01-01 . Targeted dlient communication via mobile devices for improving .. paimer, MJ; Henschie, N: Be..

Excluded 958
20200101 &= design jes for optimising antenatal corticosteroid administration.. Rohyer. AC: Oladapo, OT: H..

Miens | 51 2007-01-01 - Individual or group antenatal education for childbirth or parenth... Gagnon, AJ; Sandall, )
Atleast2 9

Atleast 3 0| 20150101 - Group versus conventional antenatal care for women Catling, CJ; Medley, N; Four..

T T
A most o I

Atmost 1 0

At most2 9n

Unloaded References (ProQue... 848§ .
Unloaded References [PubMed..276 8 $
0
:
w
nregnant women 221 s
Birth Preparedness 2199 w
cross-sectional 1428 R
1918
Asnnar clnane AOw

65| Page




Unresolved 0 rewew and Me’[a.anal},‘s‘s Detect dupicates || Compuieratings || Bxport | Copy || Newsearmh || Alreviews

Deleted 182 A or ke or ahatract or 2

i - Showing 1 to 6 of 13 unique entries (fitered from 971 total unique entries) Searh M

Not duplicates 3

Resolved 4 Date Title Authors Rating
Birth preparedness and complication readiness among wom...qkhopadhyay DK, Bhattach..

Leac matches i ) Birth preparedness and complication readiness in pregnant women attending..csmineni  Murki AD, Kota .

g ] Status and determinants of birth preparedness and complication r... Sharma N, Kumar N, Singh ..

Undecided 0

Maybe 6 Status of birth preparedness and complication readiness in Uttar Dinajpur Dis... Mukhopadhyay DK, Mukhop...
Included 13

Exc\;ded 5 §0 Status of birth preparedness & complication readiness in Rewa District of Mad.ychygh 53, Dubey D, Sing..
Conflict 3 )

No articles selected, use your mouse or keyboard to select articles from the abave table.
Doctor Sidharth Mishra

Brajaraj

Tanya

At least 1 a7t :

At least 2 965 T

At least 3 0 (V]
H
u
>

At most (0 0 u

At most 1 f L

At most 2 9711

66| Page




CHECKLIST FOR RISK OF BIAS

JBI CRITICAL APPRAISAL CHECKLIST FOR
STUDIES REPORTING PREVALENCE DATA

Yes MNo

1. Was the sample frame appropriate to address the target

population?

2.  Were study participants sampled in an appropriate way?

3. Was the sample size adequate?

4,  Were the study subjects and the setting described in
detail?

5. Was the data analysis conducted with sufficient coverage
of the identified sample?

6. Were valid methods used for the identification of the
condition?

7. Was the condition measured in a standard, reliable way
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