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Abstract 

.. 14am' o(\I'omen in del'eloping countries are 01 a greal risk in lerms o( high }}J{flernal 1110rbidily 

and lIIorlaliry dill' 10 facIal's relaled 10 pregnancy and childbirrh in Ihese cOllnlries, A cross 

seclional sludy \I DS condllcled ji-om Febmal), 15 10 .\;farch 15, 2010 in Go~amin Woreda in 

Amhara Regional Slale to assess faclors a{fecling IIlili~alion of malernal heallh care services, A 

10101 o( 58- wOlilen ll'ho had 01 lisl one Ih'e birlhs in Ihefll'e years preceding Ihe surver lI'ere 

seleCled S)Slemalica//y. Dafa ll'ere collecled using a pre-Iesled and sll'llcfllred qlle,Hionnaires and 

FGD \I'ere used 10 coileci qllanlilCllh'e and qualifalh'c dafa, resjJeclively. The analysis rnealed 

Ihal abolll 59.3% o( Ihe II'Olilen had 01 leasl one prenalal l'isil dllring Iheir recel1l pregnancy, 

Abolltfor'y./ive percel1l of Ihose women (Illending al1lenalal care had Iheir/irsl visil during Iheir 

./irsllrimesler of pregnancy. Among ANC IIsers 6-1% a/had less Ihan(our al1lenalal care COlllaCIS 

in Ihe recenl pregnancl ', The 1110S1 imporlanl reasons for nOI a{{ending ANC care ll'ere being 

healihr and being 100 bllS)" .Ifajoril) ' of deliveries look place al home: abolll 71% o{ de!ireries 

lOok place 01 hallie. Presence o(,relmh'es nearby, hUl1.sporiolion problem, and lack o(pri\'{/cy 

lFere Ihe main reasons Ciled./or resol'ling 10 hOl1le de!il·el)'. The l11ajorill ' o(lhe respondel1ls \1 '1'1'1' 

able 10 nallle Ihe danger sign o(pregnancl ' relClled problems. fnl11llliil'ariale analysis Ihe risk o( 

non-allendance o( A/":C and home delivel), was higher/or Ihose ll'omen whose residence \1'as 

rural. 10\1' educalional S/{IIus, higher parily and being housewi('e 01 old age. In addition .-\NC 

sen ice utilization significantly affect utili zation of delivery care provided in health institutions 

(P-value less than 0.05). In conclusion, Ihe sludy rerealed Ihal more \I 'Olllen all end ANC during 

preglwnc,I'lhan those derived al healil7 inslilulions. Demographic and socio-cullilral /aclors Il'ere 

/ollnd 10 be barriers 10 lIIili~alion of I11mernal heallh care services. Educating girls. pro\'iding 

health educat ion on mate rnal health care services, and impro\'ing the sen 'ices of health extension 

workers in rural areas \\'ere recommended to improve utili zation of both services. 

Key ,,'ords : 111mernal heallh care, al7lenawl care, place oj'delivel)" Amhara Region 
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CHAPTER ONE 

1.1 INTRODUCTION 

Maternal mortality and morbidity affect women of all ages in the glob. Particularly, women in 

developing countries are disproportionately affected. While there are 529,000 women dies every 

year from complications of pregnancy and child birth. wh ich is about one \\·oman every minute. 

Ab,)ut 99% of these deaths occur in de\·e1oping countries. where a wo men· s life time risks o f 

dying from pregnancy re lated compl ications is 45 times higher than that of her counter parts in 

de\·e1oping countries. The l~i sk of d ying from pregnanc y related complications is highest in sub­

Saharan Africa and in Southern-central Asia, where maternal mortality ratios are more than 1,000 

deaths per 100.000 live births (WHO, 2005). 

Maternal and chi ld health care begins with the immediate hea lth prob lems of mothers and 

children and extends to through out li fe as chronic di seases and to problem of wellbeing of the 

community (WHO, 2005). The burden of poor reproductive health outcomes continues to be 

significantly higher among women in de\·elop ing countries compared to their counterparts in the 

dew loped world. In actual fact, the majority of maternal deaths \\·orldwide are occurring in less 

de\ eloped countries from pregnancy-related complicati ons. In sub Saharan Africa . the risk of 

matanal mortal ity and morbidity is alann ingly higher with a ratio of I in 22 compared to a ratio 

I in 7.300 in developed regions (UNFPA. 20041. 

Maternal health care service is cons idered as one of the cornerstones fo r sate motherhood. The 

importance of antenatal care, delivery care. and postnatal care has been \\·el l documented as 

effecti\·c tools for sc reen ing. preventing. and treating diseases and pregnancy-related 

complications. \ 10reo,·er. many of women·s lives could be sa,·cd if they had access to basic 

health care sen· ices. including skill ed attendants at all births and emergenc\· obstetric care for 

women \\·ho de\·e lop complications (UNICEF. ~007) . 

Access of health care includes at least two dimensions: economic access in terms of affordability . 

and geographic access in terms of proximity to providers. The poor. most o f"the time. appeared to 



hm'e the least access io health carc ser\'i ces , These large diffe rences in access to maternal hea lth 

care cont inue to exist between women of richer and poorer. urban and rural , and educated and 

uneducated, ..... range of barriers limits women 's access to care. including: dista nce. cost. multiple 

demands on \\'omen' s time. poverty and lack of deci sion-making po\\·er. Ensuring women to ha\'e 

access to maternal health care, particularly at ANC and de li very. and in case of complications. is 

essential to save their li ves (Anwar et aI. , 2004). 

In most dewloping countries, women in reproductiYe age constitute a little more than one fifth o f 

the total population. In Ethiopia as \\ell. around 24 percent of women are in reproducti ve age 

group (MOFED. 2006). TI}ese \\'omen are repeatedly exposed to the ri sk of pregnancy and 

chi ldbi l1h. L' nder the existing demographic and soc ioeconomic condi tions. the inadequacy with 

least utilizat ion of maternal health care services. they are at greater ri sk of morbidity and 

mortality from causes related to pregnancy. In Ethiopia. on l,' 28 percent of mothers received 

antenatal care from a hea lth professional for their most recent birth and 37% received tetanus 

toxoid injection. only 6 percent of babies were deli\ered by a health profess ional and 5 percent at 

a health facility (CSA and ORC Macro. 2006). 

In \'ie\\ of the abo"e argument. one might ask what factors bas ical ly affect mothers from getting 

their maternal hea lth care service in the stud y area. 

1.2 Statement of the problem 

Pregnancy and childb irth are natura l and often e\'cntJ'u l proces ,es that man " ,vomen are at ri sk for 

dc, 'eloping compli cations during pregnancy and childbirth, Complicat ion o f pregnancy and 

childbirth are the lead ing causes of disabi lity and death among \\omen in the reproduct i\ 'e age 

(15- 49) years in developing countries (WHO. 2005). 

\;jaternal mortality in developing countri es IS a neglected tragedy: a tragedy in terms of 

magnitude of the problem. equi ty . and soc ial justice (J'vlahler H. 1997). At least 35°{, of \\'omen in 

de\eloping countri" s still receive no antenatal care. a lmost 50% gi"e birth \\'ilhout a skilled 
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nttendant and 70°" rece l\'e no postpartum care. In contrast. maternn l health ca re is nearly 

uni\Tr,,!1 in de\ 'e loped countries (WHO. 1998). 

Demographers are interested in maternal health because of its contribution to maternal mortality: 

as an ind icator of the success of maternal health programmes and explanation for sex differentials 

in morta lit\·. Research has shown that adequacy of antenatal and deli w ry sen 'ices cnn reduce 

materna l deaths by 10 to 45%. especially in the develop ing countries where maternal mortality IS 

highest (WHO. 1997). , 

However. the single most important prox imate determinant of maternal heal th and sUI,\,i\ 'al is the 

extent to \\'hich \\'omen ha\'e access to and utilize high qual ity maternal hea lth care sen 'ices 

(UN ICE F. 1998). The Programme of Action of the In ternational Conference on Population a nd 

Deve lopment (ICPD) 1994 recognized the above fac t and states that: 

"All cOlll1lries I71l1sl expand the provision of mallimal healih services ... All binhs should be 

(fSS iSled by lrained persons, p reFerably nllrses and mid,,,i"es, bUI ({{ leasl by Imilled birlh 

allendonls" I UN, 2006). 

Though women comprise a large proporti on of the popUlati on of a given society. in developing 

countries. many of them are still at greater di sadvantage . A large number of women are helpless 

and dying due to factors related to pregnancy and chi ldbirth . In Ethiopia the mate rnal mortality 

rate has been estimated to be 673 per 100.000 li ve b irths I ED I-I S. 2005). Thi s is one of the, 

highest rates in the world . 

Research has sho\\'n that Ethiopia ranks lowest in A.NC coverage among other Sub-Saharan 

. .:..fri can countries. In Rwanda. Mala\\·i. Ghana. Lesotho. Ken \a and Senegal abou t ni ne in te n of 

the \\'o men rece iwd A IC se n 'ice from a health professionals. I-I owe\er. on ly three in ten of 

Ethiopian \"omen recei ve the similar sen' ice. Ethiopia al so ranks 10 \\ in terms of deli\'ery 

assistance from a hea lth profess ional and delivery in health institutions. The percentage of b irth 

de li vered by health professiona l is 10 times higher in Cameroon (62 percent) than in Ethiopia (6 



percent) ; and the proport ion of birth deliwred in hea lt h facility is 10 ti mes higher in Senegal (62 

percent) than in Ethiopi a (5 percent) (Ylacro [nternational lnc .. 20071 

Antenatal care coverage of the world is 72% (developing countries 68%. and industrialized 

countries 98%) (UN [C EF. ~004). According to the I"OH. Health and health re lated indicators 

2007/08. though potenti a l health sen'ice co,'erage has reached 89.6 percent in 2007/08. utili zation 

rate remains low at 0.24 percent out patient visits per capita. Antenatal care cowrage of Ethiopia 

is 59.4% and percentage of deli veries at hea lth care facilities is 20.3 % (Ministry of Health . 

2007/8). The health cO\'erage on the study area was 50 percent e, 'en which is lower than the 

Zone. 52% (Gozamin V,'oreda health offi ce. 2008). [n add ition to other factors. Shortage and high 

turnOl'er of Personnel , and inadequacy of essent ial drugs and supplies have contrib uted to the 

highest maternal and chi ld mortality rates (MOH. 2005). 

Despite the fact that maternal health care services uti lization is essen tial for further improwment 

of maternal and ch ild hea lth. little is known about facto rs a ffecting the use of these services in 

Ethiopia in general and .-'I.mhara Region in particular. Thus. this paper aims to till thi s gap llsing 

primarY data co llected fro m the study area. 

1.3 Rationality and Significance of the study 

Maternal health is a crucial problem in many developing countries. particularly in sub-Saharan 

countries. The fo llowing fact s enforced the study to focus on maternal health care servi ce on 

Amhara Region. First: e,'en though the region stood fifth from the kast in utilizing antenatal care 

and tetanus toxo id injection services compared to other regions of Eth iopia. Percentages 

deli"ered b, a health rrofessiona l and in a hea lth facilitv were the least (3 7% and 3.5% 

respective"' ). Second; [ knell' the presence of harmfu l trad itional prac tices such as early marriage 

and it has an impact for maternal care utili zation in the study area. And also it seems that no 

enough studies have been done on the issues subsumed in th~ stud , ' area under the ti tle of factors 

affecting the utili zation of maternal hea lth care sen' icc. 



The anticipated result of thi s study sholl's its lel 'cls or uti lization o f maternal health ca re services, 

It also identifies the main barriers to the utilization of maternity care selyi ces in the study area, If 

effectil'e implementation is done to al'oid the inwstigated determinants for the utili zation of 

I' .... !HC se rvices. it lIill benefit the soc iety, panicularly \I'omen and ch ildren to have a better 

utili zatio n of the services which will improl'e thei r health status and lI'elibei ng, The findings also 

he lp gOl'ernme ntal and non-governmental organi zations in planning and implementing programs 

to reduce maternal morbidity and mortality in Ethiopia. particularly. in Gozami n woreda, Thi s 

study cou ld also serve as an insight for the modification of plans and pol icies for future 

del 'elopmcnt regarding maternal care, On top of thi s. the study can serve as a spring board lor 

those lI 'ho are interested for further investigation in depth. 

1.4 Research Questions 

In I'iew of the problem mentioned abol'e, the research attempted to ansll 'er the follolVing basic 

questions: 

I , Do age. parity. occupation. education a nd marital status arc determ inants for the uti li zation of 

materna l health care serv ices? 

2. Are lI'omen w ith history of pregnancy related compl ications and lOll' kno,dedge of unhealthy 

pregnancy negatively associated \I'ith utili zation of maternal health care sen 'ices" 

3, Do planned pregnancy and positil'e attitude ofhusband's or partner' s increase utilization of 

maternal health care services? 

4, Do qual ity of care. length ofllaiting time. confide nce on the sen'ices and client privacy at 

A\:C affect utilization of maternal health care service s" 
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1.5 Objectives of the Study 

1.5.1 General objective: To identify factors influencing the utilization of antenatal care and 
deli ve ry services in Gozamin woreda in East Gojjam of Am hara region. 

1.5.2 Specific objectives: 

I. To examine the level of maternal health care service in the study area. 

2. To identify demographic factors that affects the uti li zation of m aterna l health care ser\'ices. 

3. To explore socio-cultural factors that affect uti lization of maternal health care services . 

4. To suggest some possible strategies for improving maternal health care se rvices. 

1.6 Limitation of the study 

,. As the study included fi' ·e years retrospecti,·e cross-sectional. there was a poss ibilitv of 

recall bias misreponing of events. 

r In thi s study. variab les that determine maternal health care utili zation ha'·e been 

in\'estigated and thei r importance was determined by comparing at a spec ific point in 

time. For instance, some factors (religion. parity. ethnicity. etc) obviously preceded ANC 

attendances or choice of delivery where as kno,,·ledge on maternal health care sen·ices 

could either follow or precede the outcomes of interest. 

6 



1.7 Operational definitions 

Antenata l care non-attendant: Pregnant women who had not attended antenatal care clin ics at 

a ll during the recent pregnancy. 

Married ""Olllell - Refers to those currently married women in the reproducti ve age group (15 -

49). which are li\ 'ing with their husbands at the time of interview. 

Quality of MH C service: It refers to the over all effectiveness and appropri ateness of health care. 

Quality of maternal heath care service include issues such as the availability of routine seryice 

during normal working hours and emergency serv ices for 24 hours. treat ing c lients with d ignity. 

priyacy, ShOI1 waiting time, giving appropriate informat ion about available services and 

availabili ty of technical components staff. 

Alltenatal care: it is health care received by mothers at the time of their pregnancy from health 

professional. Antenatal care is more beneficial in pre\'enting adverse pregnancy out comes ,,'hen 

it is sought earl y in the pregnancy and continued thro ugh to delivery, 

Timing of ANC: The number of months from when a woman conceived unti l she made her first 

antenatal care \'isit. 

Traditioll al Birtll attelldant : IS a person who assists the mother during childbilih and initiall y 

acquired her skills by delivering babies herself or through apparen t sh ip to other TBAs. 

Delivery care: the service given for a pregnant woman during labor: management of normal 

delivery and detection of complications, management of risk cases in labor and complicated 

cases. In this study delivery care is considered as a care given at health institutions during 

deli very. 

Utilizatioll of lIIatemity care sen-ices: Refers to a woman attendance in a maternal hea lth sen'ice 

for Antenata l care. and place of deli very care service at heal th institutions would be considered as 

indicators to uti lization of j'vIHC services in this study. 

Accessibility of sen-ice: available of health fac ili t\, providing ANC servIce within :2 hours 

distance on foot. 

7 



CHAPTER TWO 

2. REVIEW OF LITERA TURE 

2.1 Overview of Maternal mortality 

Maternal death- The death of a woman while pregnant or within 42 days of termination of 

pregnancy. irrespective of the duration and site of the pregnancy. from any cause related to or 

aggravated by the pregnancy or its management but not from accidental or incidental causes 

( WHO, 1992). 

Of a ll the health statistics monitored by the World Health Organization. maternal mortality is the 

one ,,·ith the largest discrepancy between developed and developing countries. Over 99% of the 

nearly 600.000 ,,·omen who annua lly die due to pregnancy-related causes occur in sub-Saharan 

Africa. Out of these Maternal deaths during pregnancy and at the time of deli very contribute 

about 25% and 15%, respectively (Dana A. . Noreen G .. and German R. 2003). 

In Ethiopia. the maternal mortality was estimated to be 673 deaths per 100.000 li ,·e births and 

infant mortality rate was 77 per 1.000 !i\·e births. which is among the highest in the world (CSA 

and ORC Macro. 2006). One explanation for poor health outcomes among \\omen in Ethiopia 

was the non-use of modern health care services (CSA and ORC Macro. 2006). 

2.2 Maternal health care services 

2.2.1 Antenatal care service 

Studies that focused on maternal mortality and morbidity in deve loping countries hal·e repeatedly 

recommended the need for antenatal care and avai labi lity of trained personnel to attend 1·lumen 

during labor and delivery (FC! and L\G. 1998). The safe motherhood initiatile strongly 

emphasized ensuring the accessibi lity and use of antenata l sen·ices as most of the deaths 

occulTing frol11 obstetric complications are preventable. Howcver. in Ethiopia the proportion of 

mothers allending ANC was low even for women with access to the services. As observed in 

2005 EDI-IS. only 28% of mothers received antenatal care from a health profess ional for their 

most reeent birth (CSA and 0 RC Macro. 2006). 
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2.2.2 Delivery sen'ice 

The International Safe Motherhood Initi at ive made maternal mortal ity an international priority by 

way of access to basic maternity care during pregnancy and deliwry to all women (Mahler H. , 

1987; and MOH, \992). However, di screpancies continue to exist in access to maternal health 

care between the more developed and the developing world , the richer and poor. urban and rural. 

and the educated and uneducated soc ieti es (UNICEF 1996; and WHO. 1997). 

Appropriate delivery care is important l'or the health of both the mother and the new born. 

especially if there are child birth complications. To reduce the ri sk of infections and any 

complications can be effectively managed in the presence of qualified attendant with sui table 

equipment and supplies. However, in most Sub-Saharan Africa. deli very care is far from 

adequate: a large propo rtion of de li veries occur at home. and in the absence of a quali fied 

attendant (:vJ.agadi et a l.. 2003). The situation in Ethiopia is more disturbing. since percentage of 

wo men del ivered with the help of health professionals is among the least in the Sub-Saharan 

Africa (CSA and ORC Macro. 2005; and :V!acro International Inc .. 2007). 

Ethiopia ranks low in terms of delivery assistance from a health profess ional and delivery in a 

health facility . The percentage of births delivered by health professional is 10 times higher in 

Cameroon (62 percent) than in Ethiopia (6 percent) and the proportion of births delivered in a 

health facility is more than \ 0 times higher in Senegal ( 62 percent). :\1ala\\'i (57 percent) and 

Lesotho (52 percent). than in Eth iopia (5 percent) (Macro International Inc .. 2007). 
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2. 3. Determinant of maternal health care sen'icc 

The Millennium Development Goals (MDGs) foc used on imprO\'ing m aternal health, with a 

target of reducing the maternal mortality ratio by three q uarters between 1990 and 2015, on 

average annual reduction of 5.4 percent (Wagstaff et aI. , 2004), Progress towards these goals. 

however. is surprisingly low and insuffi cient, especiall y in Sub-Sahara Afri can and Southern 

As ia (Pitchforth et ai, 2006), 

Identification of the factors related to low utili zation of m aternity care serVIces IS pi \'otal in 

fo rmulat ing evidence based policy so that it will reduce ma ternal morta lity rate fast. Different 

facto rs affect utili zation o f MHC services, These are: 

2.3. 1 Demographic factors 

There is a general consensus that the use of maternal hea lth care services reduces maternal and 

chi ld mortality. and improve the reproductive health of " 'o men, Parity and materna l age are 

mutuall y correlated, but the direction of correlation depends on the type of services (Anwar et al.. 

2004), The use ANC and delivery care decl ines with an increase in parity (Hibret. 2007: and 

Mill s et al.. 2007), Women having their first child were t,, 'ice as likely to have facility based 

ANC compared to women having their fourth or more birth, Similarly. low parity women were 

almost three times more likely than high parity women to deliver at a hea lth fac il ity, And both 

ANC and de livery care were less common among older women (Anwar et a l. . 2004: \,1 ills et al.. 

2007), 

Other stud ies also confi rm the negati ve assoc iation between high pari ty and the likelihood of 

recci\ing .-\NC and gi\ 'ing birth in a med ica l insti tutio n (Bloom, 200 I), The pari ty of women is 

inOuenced by their age at first marriage, Those " 'ho marry early wi ll have a higher probabili ty to 

be in the high parity than who marry later. In the Amhara region. 48 percent of \\'omen are 

married before the age of 15 (Wilder. 2007). the highest early marriage rate in the country, 
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Due to thc above stated problems. earl y married "omcn ma' ha, 'e a high probability of' gelling 

di"orced, Studies in Ethiopia and other countries explain the "ClCc t of mari ta l status on utilization 

oC MHC sen'ices: Wido,,'ed/d i"orced women were found to be more unlikely to attend MHC 

services compared to married ,,'o men (Coren. 2003 : Mengiste d aI. , 1996) , In contrary. a study in 

Guinea Equateria showed the highest attendance of ANC among unmarri ed or di" orced women 

(Jimoh, 2003) , In general. these studies emphasize the effect of marita l status on utilization of 

\ 1I-1C services, 

The number of li " ing children determines women's utili zat ion o f MI-IC sen 'ICes, The more 

children at home. the more. li m ited the wo men' s mobil ity, Among " 'omen with more survi"ing 

children at the time of their pregnancy predicted antenatal care scores " 'ere lo,,'er than among 

others (B loom et al.. 200 1), 

2. 3.2 Socio-economic'l'actors 

Demographic factors may shape a wo men's desire to make use of serv iccs (for example. younger 

" 'omen may have more positi,'e atti tude to,,'ards hea lth carel. the socia -economic status of an 

ind ividual and her household determines her economic abi lity to do so (Stephcnson et al.. 200~ I, 

Residence in the capital and other urban centers. a high standard of living, and hi gh educationa l 

attainment are all positively associated with utilization of antenata l care and the timeliness of 

such care (Govindasamy et al.. 1997), A study in Taj ikistan also showed a marked difference 

between urban and rural areas: women li"ing in urban areas are much more like ly than rural 

" 'omen to report hav ing ANC(89 % versus 83%) and to ha"c given birth in a medical fac ilit' 

189% "ersus 69%) \ Falkinghal11, 20(3) , 

Women's empo,verment includes decision making power on thei r own health , Dec isions on 

,,'omen's health are vital to the health and well-being of both women and children, [n many 

ho useholds. notabl, in those countries examined in South Asia and Sub- Saharan .-\frica. women 

have linle in fl uence in health-related dec isions, [n Burk ina Faso. Mali and Nigeria. fo r example. 

almost 75 percent of women reported that husbands alone make deci s ions abo ut ,,'omen' s hea lth 
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care: in the two countri es sUIYeyed in South As ia. Bangladesh and 'JcpaJ. th i, ratio \\'as aroLlnd 

50 per cent. Th is exc lus ion compromis~s the hea lth and \\'e ll -bei ng of all fa mily members, 

particularly women and ch ildren (UN ICEF, 2007), Another study in Ind ia explains the 

importance of freedom o f mo\'cment for high utilization of MHC sen 'ices (13100 111. 200 I) , 

Education is one of the po\\'erful tool s to empower women and different studies \ 'erify the 

positi\e relationship between mother' s education and utili zation of MHC services, Higher 

educational leve ls improved the ANC attendance and were positive lv associated with the 

like lihood of using safe delivery care (B loom. 200 1; Jimoh, 2003), For example, a study in India 

documented the strong cOl~s i stent and positive re lation between IdHC servi ce utili zation and 

mother's ed ucation: on ly half of births to illi terate \\omen recei\ 'ed A\lC compared \\'ith 79 

percent of births to literate \\'omen with less than middle school educat ion and more than 90 

percent of births to women with at least middle school education, Similar differentia ls are 

obsen'ed for TTl and de livery ca re sen' ices (Go\'indasamy et al. . 1997), 

Women 's 10\\' educat ional level and the ir limited decision making power in their maternal health 

care have made them more vul nerab le to the infection and pregnancy complicat ions (UNICEF. 

2001 ) 

2.3.3 Psychosocial and personality factors 

The LIse of modern hea lth services is often influe nccd bv individual percept ion of the quality of 

modern hea lth sen'ices and the religious bel iefs of indi vid ual \\'omen, ,-'. women's attitude to 

wards her pregnanc,," and the presence of social support have been fOLl nd to infl uence A \lC usc in 

de\ 'eloping countries (Stock R,. 1983), A study revealed that wome n \\'ith 10\\' social support. 

who \\ere \ 'o unger. more often single, \\ 'ho had lo\\'er le\'el of education. and income hm 'e higher 

risks than \\'omen \\'ith adeq uate soc ia l support (kkc r J . " J l}9-i) , 

In de\'eloping countries. the presence of social support during pregnancy has been shown to 

provide psychological benefits and influence A\lC use, For exam ple. in Jamaica. pregnant 
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adol escents identified the support of close li'i ends as a prerequi s ite to the initiation of ,-".'JC 

(Mahler II.. 1997) , 

In Ethiopia, studies addressing the factors in fluenc ing the util izatio n of maternity care sen'ices 

are scanty, Few studies that do exist focused predominately on major cities, An earli er 

community based study in Addis Ababa on maternal mortality found that women who did not 

ha, 'e .-".NC were often those of high risk, i,e, illiterate, had low le, 'el awareness of prob lems of 

child bearing, had low income and \\'ere unmarried (Fantahun \,II.. 1992), 

2.3.4 Cultural practiccs and Womcn's decision 

Another important factor in the utilization of materna l healthcare sen'ices, especially in Africa. is 

the cultural background of the women, Women 's ha,'e less and unequal access to matcrial and 

other resources , and their inabi lity to make informed choices are the f~mdamental causes of 

materna l death and di sabi lity, .-\ range of barri ers related to \\'omen' s po\\'erlessness could harm 

their hea lth directl, or by limiting their access to the se rvices, Thi s includes ignorance of good 

health practices. as well as lack of awareness of danger signs during pregnancy (WHO, 1994; 

UN ICEF, 1996), 

In many parts of the world women' s decision making is limi ted e"en matters directl y re lated to 

their own health (UNICEF, 1996), In Bangladesh, it is usually the mother- in la,\ and the 

husbands \\'ho make decision to seek (or not seek) care (Nancy P. Ubaidur R. and Khan M,E,. 

1999), The" are often the leas t likely to kno\V about pregnancy related complicat ions and their 

possible fatal consequences, 
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2.3.5 Accessibiiity and quality of health services 

2.3.5.1Accessibility of health care services 

'The cons iderab le vari ation in maternal and child health in the developing world is believed to be 

part ly due to differences in the availability of and access to health services. Access ibility of 

health sen' ices have been shown to be an important determinant of utilization of health sen 'ices 

in developing countries. In most areas in Africa. one in three lI'omen lives more than five 

kilometers from the nearest health fac ility (Vanden B .. and Damnyag L.. 2002). The scarcity of 

I'ehicles especiall y in remote areas cost of transport, poor road conditions and the difficulty o f 

lValking for hours to the n;,arest health facilitl ' may also pose problems for pregnant women 

(Dana A., No reen G. , and German R .. 2003). In rural Tanzania. for example. 84% of lIomen \\"ho 

gaw bilth at home intended to deli ver at a health facility but did not do due to distance and lack 

of transportation ('-1ahler M .. 1997: UNICEF, 1996) . 

. -\ study in Jordan has also shown that di stance of place of residence from the serv ices and time 

and cost involved in trave ling to services \I'ere all highly signi fi cantlv associated with non-use of 

the maternal healthcare services (Abbas H .. 200~) . According to a household sUI"l"ey in Southern 

Iraq. the relationship between utilization and distance between health unit and place of residence 

has shown that utilization rates decline sharply lIith increasing distance traveled (Habib SO. and 

Vaugan P.L 1986). 

In del'eloping countries distance from and ignorance of the existence or purpose of the health 

sen 'ices mal compound this. The other importam factor determining utilizat ion is familv income. 

Some stud ies have shown that utilization rates increases substantially \I'ith increasing Income 

I.-\ bbas H .. 1986: W HO, 1993: Yuster EA .. 19951. 
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2.3.5.2 Quality of health services 

Quality o f care is an important cons ide ration in the deci sion to seek care. In a study in southwest 

Eth iopia. multiple structural defic ienc ies were identifi ed in a ll components o f reproducti" e health 

care. Adequate amount of abso lute minimum equipment is required fo r matern ity and neonatal 

cares ,,'ere not a"ailable in many institutions (\\'ako G and Berhane Y. 2000 ). !\ study on 

antenatal care services in northwest of Ethiopia reported that 3-1 .7% ANC attendees had one or 

more high ri sk factors out of " 'hich 77.9% were identified by the health workers. Only 16.8% 

high ri sk mothers were appointed earlier than the "normal dates" (Fantahun M. Abubeker A and 

A.ssefa M, 2000) . 

. -\nother study in the Guatemalan highlands. revea led that. gO\'ernment hea lth posts seemed to be 

conveniently located. yet that proximity di d not guarantee uti lization. probably the 1~lciliti es 

understaffed and under equipped and thus unable to proyide quality care (Dana .-\ .. Noreen G .. 

and German R. , 2003). The two mechanisms through which quality of care affects the dec ision to 

seek care are satisfaction or di ssatisfaction with the outcome. and satisfaction or dissati sfaction 

" 'it h the sen ice received (WHO. 1996). 

2.3.6 Need and Perceived Morbidity 

In deve lop ing countries most ,yomen lack knowledge on risks of pregnancy and chi ldbirth . which 

in turn influences the felt need for ANC. In Jamaica. for instance. " 'hile most ,,'omen surveyed 

" 'ere able to name obstetric complication they had experienced themselves. fe"'er than I 0% of 

them identifi ed any other spec ific risk. danger or problem of pregnanc y and bi rth (Working 

paper. 1990). 

In Ethiopia a study in Addis Ababa showed that absence of illness and lack of awareness are 

among the major reason for non-attendance of antenatal care (Fantahul1. 1992). Another study in 

Ayssaita and Dubti towns, Afar regional state, indicated that lack of knowledge on the dander 

signs of pregnanc), is one of reasons for non-attendance of ANC and delivery care (Melkamu, 

2005). 
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2.4 Health care provision in Ethiopia 

Before 1992 , Ethiopia ' s health sen"lce system " 'as highl y cc:nt ra lized; with recourSeS rema lll 

heav il y centra li zed in Addi s Aba ba and some urba n areas, " "ith an emphas is on curati ve, hosp ita l 

based care" Nevertheless, the maj o rit y o f Ethiopia's populat ion li ves in rural areas \\"here health 

care coverage is very minimal in addition to divers ifi ed health problems" 

Considering the serI ousness of the problem, the governm ent we ll understood eonstJUction of 

primary hea lth fac ilities at the lo,,"er admini stra ti ve unit can a t least minimize the situation 

(Colli er. et a l. 2002)" According to (MOH, WHO, e t ai , 1999) primary health care units and the ir 

fi ve satellite health posts are intended to serve a total of 25000 pop ul ations located with 10K,m 

radius catchments areas" Next in di s trict hospitals, each sen "ing a population of 25000 and acting 

as a referra l and train ing center for 10 primary health care unites: the regional hospitals wi ll 

provide a spec ia lized service and serve a population of one m illion each and the spec ialized 

hospitals w ill provide comprehens ive/unitar '" spec ia li sts sen "ice and act as a center fo r research 

and post bas ic training (:viO l-I. WHO , 1999)" 

16 



2.5 CONCEPTUAL FRAMEWORK 

Based on re lated literature the follow ing conceptua l It"ame work is used in the stud,"" 

Fig.1: Conceptual framcwo,-k 

~n~ld,wt Va!l~~ -~ >;: , .. "k' 
I Mediating variables I 

I Dependent \"ariable I J [ 
Demographic 

va riable 
- Current age 
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-Marital Status '\1 '\7 
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Maternal health ... (j ~ ... 
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Q) .;; (j ~ 

-A 
.... (j 

Socio-cultural ~ ... -care service :; Q) os ;;., 

-V .... ... '" os Q) 

Variables - Accessibility V "'" Q) c .:: 0 ... Q) os .... o:i c (j = - Wife occupation - Acceptability .~ ..c -< ~ .... .:!:: ~ - Wife Education N os I 
Q) I 

;:: ..c 
-Husband education 

l/ p 
- Residence 

-Husband attitude 

- Work status 

Source: prepared by the researcher 
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CHAPTER THREE 

3. METHODOLOGY AND RESEARCH DESIGN 

This section of the thesis describes the methods that were used. subjects included in the study. 

the instruments and procedures were used for data collection. and the techniques were employed 

for data analys is. 

3.1 Study area 

Under the new administrati,·e structure Gozamin woreda is one of the 18 Woredas in East Gojjam 

Zone. It is located the surrounding of Debre \ larkos town 300 KM far from Addis Ababa in 

I onh West Direction. establi shed in 1845. In the 'vYoreda about 79.682 are women out of the 

total population 140.2-15 (CSA. 2008) organized 25 rural and I urban kebeles. There are 6 health 

clinics and 25 health posts own by the government and 6 low c linics. 5 middle clinics and I 

higher clini c own by private. The over all hea lth coverage of the \\"oreda was 50% ,,·here as 52% 

of the zone (Gozamin Woreda annual report , 2008). 

3.2 Source of data 

Both pnmary and secondary sources of data were used for thi s study. Primary data were 

collected by us ing st ructured questionnaire and FGD guided questions which was prepared in 

English and then translated to local language Amharic . Published and unpubli shed materials 

like. Books. Journals, area specitic health sen ·ice reports like Gozamin Woreda Health Office 

\\"ere the source of secondary data. The source populations were all women residing in the 26 

kebe les in the study area. Of these, e ligible (target) populations " ·ere a ll women in the 
. . 

reproductive age whose recent birth occurred ,,·ithin the last five years prior to the survey. This 

relatively recent time frame was chosen to limit problems of recall bias. 
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=384X 1"5 /" 10% 

= 576 + 10% 

=614 

Thus the tota l sample size of the study \\"as 6 1-1" 

3.5 Sampling procedure 

A multi-stage sampling technique was app li ed to se lec t the study subjects" In the study area. there 

are 25 rural and one urban kebles in the \\"oreda" F irst. three kebeles were selected (one fro lll 

urban. and t\\"O frolll rural)" Two rural kebeles namely Enerata and Giraram \\"erc selec ted us ing 

simple random sampling method and Yebokila 0 I town (the only urban kebcle) was se lec ted 

purposefull y so as to see whether some independe nt variables have differentia ls across rural and 

urban res idents or not. The second step was in the selec ted kebles 3 'GOlls' I \\"ere se lected 

randomly for each rural kebele" The third step households were \"is ited to select a li st of 

househo lds \\"ith eligible women among the se lec ted 'Gotts'" Us ing sampling fraill e. the number 

of households to be incl uded in each kebele "Galls" was determ ined in proportion (p=O.4) with 

the total number of househo lds \\"ith eligible \\"omen found in each kebelel'GolIs '" 

Finall y. 614 e ligibl e respondents were made to be included in the study by using systematic 

random sampling" \\"henever more than one el igible respondent was fo und in the same se lected 

household, on ly one respondent \\"as chosen randomly" 
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Table I. Distr-ibution of respondents in the sampled kebeles, 20W 

I Kcbele Tota l Number of , 
Urban/rural Popu lation Households 

(Ke bele) 

Yeboki laO I 2930 681 

( urban ) 

Ell erala 6798 1581 

! (rural) 
I 
! Giraram 7138 1660 

I (ru ra l) 
i 

l .:':~t~ _ 16866 3921 

Eligible 

households 

(Keb le/- GottsJ 
-

5,)2 

-------
488 

4~2 

1~~2 

Ilouschoid 
1--=-:-:---,::-:------

Eligible 

sampled 

250 

- ---
195 

169 

-
614 

-

women 

in tcn'icwcd 
--::;-;-=---- --­_,, / 

I S2 

168 

- -5-S-7---- -

-- '---------- ----

Figure 2A: Schematic presentation of sampling procedure fOI- Quantitative method 
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Focus group disc ussion 

For the qua litatiye the kebeles ad ministrator, the head of the District desk, and the supen·isors. 

with principal in"estigator were used to identify eligible discussant s. A total of four FG D each 

ho lding 8 to 12 d iscussants " 'ere carried out. FGD di scussion we re conducted \\'ith \\'omen aged 

15-49 years. health workers . reli gious and comm unity leaders and husbands separately to get in­

depth information on ke\ issues by insuring homogeneity. Awareness about utili zation or A NC 

and delivery care se rvices and the main reasons for the non-utilization were the mai n issues 

discussed during the FGD . 

Figure 2B: schematic presentation of sampling procedurc for qualitati\'c method 

Focus Group Discussion 

Health 
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j 
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1 
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II 
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On thi s study, four FGD disc ussions we re conducted on the quali tative data to supplement the 

quantitative data. 
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3.6 Field work procedure, training and supervision 

In the identitication of the target group and collection of the data rel e\-ant to the study. assistance 

\\-as obtained from the se lected zone and kebeles administration in the study area (\\meda). 

Data collection processes 

_~ structured and pre-tested questionnaire \\-hich \\as first prepared in English and translated to 

.~mharic language was used to collect the quantitati ve dala_ Ten 11 ," grade completed 

interviewers (5 fema les and 5 males). and four l\urse Superviso rs (~ fe males and 2 males) \\ho 

\\ere tluent speakers of the local .-\mharic language were given a through tralnll1g on the 

interview techniques and the questionnaire for three days before data co llection_ 

The questionnaire \\-as administered to the mothers with age 15-49 who have at least a ehild 

\\-ithin five years preceding the survey_ The questionnaire was checked using range and 

consistency check methods_ The researchers witnessed interyiews_ re intetTie\\ed a sample of 

respondents and checked as many fill ed questionnaire as possible each day in all se lected sites_ 

Pre-testing: The pre-test of the questionnaire was carri ed out in one of the kebeles which was not 

se lected for the stud y in Gozamin \yoreda outside of the se lected kebeles that has similar socio­

demographics characteristics with the people. A total of 30 respondents were interviewed_ On 

average. it took 45 minutes (range from 35 to 60) to complete the interyiew_ Both the 

interviewers and supervIsors assessed clarity. understandabi li ty. and completeness of the 

questions, and then the results were edited and coded_ _ 

Data collection : After completing the resu lt of the pre-tested, disc ussion \\as made \\-ith 

superyi sors. and data collectors and care \\-as taken not to include the kebele \\here the pretest 

\\as made. Then. the data were collected using house-to house inteniew questions. which consist 

of 59 variables, categorized into fi ve parts_ A maximal effort has been made to insure privacy 

during interv iew_ 
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Supervision: During the ac tual data collection data co llecll'rs were assigned for each superv isor, 

The superv isors had checked the acti vities of each data collectors by \\ ':l lking with them in each 

kebele and some times-random spot-checking of the househo lds to ensure reliability of the data 

collected, Each night the supen' isors had chec ked all the fil led questionnaires for completion. 

clarity and proper identification of the respondents. Then. the principa l investigator randomly 

checked at least 10% of the supervisors' \\ork each day' for compkteness and reb ancies . 

Incomplete and unclear questionnaires \\ere returned back to the interviewers to the next morning 

to get it corrected. 

Qualitative method: The principal inYestigator moderated the discuss ion of the male group. 

while the female groups were by an experienced fema le nurse \\'ith diploma holder with respect 

to note takers andlor ass istances during the di scussion were identified . A t\\ o-day training and 

pract ical exerci se carried out. Group di scussions with thei r respective di scussants \\'ere conducted 

in each se lected Kebe les hall and District health oftice. Each discussion was tape recorded not to 

miss all issues discussed. and finall y the principal il1l'esti ga tor transcribed the tape recorded after 

each sec tion, translated and interpreted. Although. divers opinions were expressed with in each 

group, preliminary coding of transc ripts was done and consists theme that are directly related to 

the obj ect ive th is study were ident ified. 

3.7 Ethical Consideration 

The objectives of the study were explained to the identifi ed study subj ects, They were assured 

that an y information concerning them \vould never be passed to any individual or institut ion with 

Ollt their agreement, Their names \\ere not recorded. \Vomen were kindly requested to be 

included in the study but were told that it was their right to participate or not. All women who 

were not attend ing antenatal care and delivery at health institution were briefed about the 

advantages of it and were advised to go antenatal check up for the present (next) pregnancy and 

preference of delivery at health institutions. 
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3.8 Data processing and analysis 

Data processing 

After data collection. each questionnaire checked manual ly for completeness and end coding at 

the right margin of the questionnaire followed by almost all variables in the quest ionnaire. After 

this va lidat ion the princ ipal investigator entered the data uSing SPSS version 15.0 stat istica l 

sol1\\"3re packages for data cleaning and ana lysi s . 

Method of Data Analysis 

Both descriptive and inferential stati stical methods \\'ere used in the analys is of the data. Using 

l.' ni\ariate. fi"equcncy and percentage tables \\'ere used in the desc riptive anal ys is part wh ich 

identifies the important factors that influence the utili zation of maternal hea lth care services. 

While in inferential methods, bi-\"ariate methods \\ere identified the important factors that 

influence the utilization of maternal health care sen'ices including the chi-square test. whether 

there is an association between use of maternal health care serv ices and the independent 

\ariables. 

Finally. binary logistic regression models were used as a multi\ 'ariab le anal\s is tool to obtain 

odds ratios at 95 percent confidence intervals. Logistic regression analysis \\'as used to es tima te 

the likel ihood of use of a specific form of maternity health care service. given a set of factors. It 

predicts the log of odds of the dependent vari able as a linear function of independent variables. 

The logistic model for K independent variables (Xl, X2, X3 .... , Xk) in this situation is (Hosmer 

and Lemeshow. 1989). The equat ion of logistic regression m odel is given as: 

Logit (Pi) = Ln (Pi/(1-pi))~ BO+B I X I+B2X2+------+BkXk 

Where the dependent variable Yj and quantitat ive independent variable 

Xij= I. 2. 3-----. k and i= 1,2.3-----. n. 

80~ Constant 

B= Regression coefficient 

EXP (Bi) = Odd ratio for a person having characteri sti cs i versus not having characteristic i. 
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CHAPTER FOUR 

4. DATA ANALYSIS AND INTERPRETATION OF ANC 

RESULTS 

In th is study a tota l of 587 \\·omen with age group 15-49 year \dlO deli,·ered within fi\ ·c years 

before the survey were interyiewed from the three kebe les of Gozamine \\·orda . . -\11 eli gible 

women in the se lected samples responded to the quest ionnaire. There were ~6 miss ing 

respondents who fu ll fill ed the se lection criteri a due to their un\\illingncss to participate. The 

over a ll response rate was 587(93%). 

4.1 Socio-demographic characteristics of the respondents 

The largest study group was in the age group 20-34 (38%) years, \\ith a mean age of ~7.8 ± (7.4) 

years. About (51.6%) of the respondents \\·ere no educated and (20.3%) had completed secondary 

high school and higher education . Out of the total respondents about 60% were lived in the rural 

and (96 %) were Orthodox Christi ans and Amhara ethnic group Crable 3). 

Regarding the respondents ' occupation most were housewives (63.7%). The majorit ies. (8 1.6 %) 

were currently married and out of the total respondents 19.6% had 7 or more family size in the 

household wi th the mean numbers of people living in a household were 5.3 ± (2. 1) (Table 3). 
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Table 3: Socio-demographic characteristics of respondcnts by ANC attcndance in Gozamin 

Worcda,2010 

Variables ANC attendance Tota l 
Percent 

Yes NO nu mber 

Current age 

15-19 11 9 38 157 26.7 
- .- .----~---

20- 3~ 135 I 88 ')')' __ J 38 
- - --- - .- _ ... - -- ----- ~---.-- . 

35, lJ4 11 3 207 35.3 
- - . - -. --- . -----.------

'vIcanl Std. Deviation 27.78 ± (7386) 

Current marital s ta tus 

Married 289 I 190 479 8 1 6 
- I r-----.---.-----

Others 
. 

59 49 108 18.4 

Ethnicity 

Amhara 336 226 562 95.7 

Others 
.. 

12 I 13 r 4.3 -) 

Respo ndents educational status 
.. 

'io education 142 1 I 16 303 516 I 
- -----

Primary school (1-8) 103 . 62 165 . 28.1 
I .- -.------~----

Secondary and above 103 16 I 19 20.3 

Residence 

Rura l 157 193 3)0 1 59.6 

Urban 191 95 237 40.4 

Religion 

Orthodox 333 220 563 95.9 
. 

Others 
. .. 

15 1 9 24 4.1' 
! . . --. . 
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4.2 Obstetric characteristics of the respondents 

From all respondents. (20.8%) of women had live or more pregnancies. Majority of them 

(63.5%) responded that their last pregnancy has been planned. Regard ing to age at first marriage . 

the majority of the respondents (82.6 %) \\ ere married be lo'" the age of 15 years \\'ith mean age 

at first marri age 1-1.3+ 13 .7). Nea rl ,· 17% of the respondents have had 5 or more li"ing children 

" 'ith a mean number of children 4.2 ± (2.0) (Tab le 4). 

Table -I: Obstetric characteristics of rcspondents by ANC attcndance in Gozamin worcda 

I ANCattenda~r - .... - - ;._---
I 

! Variables Ycs No .FI·~qucncy .J P~~cent 
I Age at first marriage N=587 -----'--r--' , < 10 128 91 219 37.3 

I 10-15 146 12 1 
267 I '5.S I 

I , 16- 18 15 7 22 3.7 I 

' ?O 
-_._--

19+ 59 .1 - __ 79 , 13.5 
--._- - . _---_. - - ----_ ... 

Mean/Std. Deviation 14.3± (3.7) 

~ I~t~~ ;I~d pr~gnancy 
_ ... 0_- . __ .. .. ...... _._-_ .. ......... _- .. .. _- .. . ..... __ .. __ .. 

N=587 
-

1 Yes 25 1 122 373 63.5 
r--c-- .. _- -- f--c._--
i No 97 117 21-1 36.5 , 

! Pa rity N= 587 

I 1-2 186 89 275 46.8 

, , 4 I ~- 109 81 190 32.4 

! 5-+ 53 69 122 20.8 

i Number of living children 

r <~2 178 99 277 47.2 

I 3-4 123 88 211 35.9 
-.~. --
5+ 47 52 99 16.9 

I Mean/Std. Deviation 4.2 ± (2.0) 

Source: O\\'n survey data, 20 10 
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4.3 Res pondents perce pt ion on the quality of t he ANC service 

Out of the respondents about the length waiting time. 49 % of women considered wa iting time as 

short where as 2 1 % considered as too long. About (52,3 %) of the respondents be lie,'e that there 

was pri vacy problem. Respondents al so asked about the quali ty o r sen 'ice and (50 %) of \\'omen 

said there \\'as good quality of services while (19.0 %) sa id poor. And al so majority of the 

respondent (60.1 % ) had confidence on the sen 'ice prov ided and (23 %) of the respondents sa id 

that beha,'ior of health workers was fair (Table 5), 

Table 5: Respondents perception on the quality of A'IC service in Gozamin \\'oreda 

- - .. - - .. - --_. - ._. - ----
----~ _. - - --- -- ---- -I 

ANC .\NC 
1 

I I 

Variables users 'Ion-use Percent 
-

Lack of privacy at ANC sen-ice 

Yes 146 134 47.7 
-- ------

No 202 105 --) , 
)--.~ 

L ______ I 

Rank behaviors of hea lth workers 

Very good 65 19 14.3 
--

Good 223 145 6'2.7 

Fair 60 75 23.0 

Qua lity of .-\NC services 
-- ._--- -
Good 25 1 ~2 49.9 
-~-.----- . - - '8'3 -- - --- .._-
Sati sfactory 99 3 1.0 

-
Poor 14 98 19. 1 

Confidence on ANC services 

Yes 235 ~'j 60. 1 

[NO 
11 3 194 39,9 

Length of Waiting time 

Short 239 49 49. 1 
, 

Fair 87 89 30.0 

Long 22 101 20_9 

Source: O\\ n fi eld data result. 20 I 0 
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4.4 Antenatal Care Uti lization Level 

Out of the IOtal wo me n (587) included in the study_ 384 (59 .3%) had at least one antenatal vis it 

during the ir last pregnancy within ti \e years befo re thc S llr\"c~\ - _ w hilc 239 (-10.7%) had none. 

Figure 3: Respondents level of ANC attendance of in Gozamin worcd a 

ANC non- L.se 

41% 

Source: Own field work survey data_ 20 I 0 

use 

59% 

oANCuse 

[J ANC non- use 

Trimester of pregnanc\' at \\-hich a ttendants have first contact with A\lC \\-as found to vary_ 

About (45 %) of women made their first prenatal visit on the first trimester' and second 

trimester ' _ Among the prenatal service users (65 %) had less than four ante natal visits at the time 

of th e inten-iew (Tab le 6)_ 

, First Trimester: the period between the date of conception and the end of the third month of 

pregnancy_ 

3 Second Trimester: The period after the third month of pregnancy till the end of the sixth month_ 
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Out of total antenatal care attendees 47.7% got TT vaccine. About 30% of resJlondents who haw 

got TT vaccine haw got on ly one injections of tetanlls toxo id. Fn)m A C uSers the majl)rit: 

(55.2 %) had received some health educat ion during any \'isit \\'hil e (26.2%) reported ha\ ing 

never attended health education Crable 6). 

Table 6: Respondents distribution on utilization of antenatal care in Gozamin woreda 

~a~~iabl~s-- --r--- F .. cque~~~' l-pe;e~~;- -
. - -.-. - --------~- ,--.----.-.~- . - - - ~--' 
Received ANC N=587 

Yes 
1348 1

59.3 

No 1-10.7 239 

Timing of first ANC N=348 

1-3 month 159 1-15 .7 
, 

4-6 month 156 ' -14.8 

7 -9 month 33 9.5 
----,------,-----+~---f_::_-=---- ----i 

: Frequency of ANC follow up N=348 

One times 38 ! 10.9 

.I !5~ ___ 

, 
Two times 87 
------- .. ---- -. . 

Three times 101 . ~ 9 . 0 
I 

. -- -,---_. ---. 
Four times and above 122 35 .1 

, 
! 

Status of tetanus vaccine N=3-l8 
, 
i 

---l 
I Yes 182 52 .3 

I 
No 166 -17 .7 --.J 

= N 182 ~umber tetanus vaccme 
.-.. 

I One times 56 30.8 

Two times and above 126 69.2 
. 

I Health education during ANC N=348 

- -
: Yes 

No 
1

192 

156 

1))2 
-14.8 

Sou rce: Own survey data, 2010 



4.5 Rcspondcnts' knowlcdgc/attitude 011 ANC carc scrvices 

Amollg ANC use rs and non-users the ma jor ity (9 1 %) reportcd that ANC check-up has beneiits to 

the health of both the mother and chi ldren and (11.5) follow up Al"\C at hospital. Concerning the 

recent pregnancy (43.1 %) had experienced some health problcms. The majori ty (72.6%) kno'" 

some dangero us health problems during pregnancy and deli wry Cf able 7). 

Regarding sources of infornlation about A"IC services. (80.9%) mentioned as health institution. 

ANC users gave d ifferen t reasons fo r initi at ing .-\NC v isit for the first li me. Among the sewral 

reasons gi' ·en. (55.7%1 " 'ere fo r medical chcck up and regular follow up . The majority (77. -1%) 

of husbands had posit i"e attitude to,,-ards A"Ie and deli"ery care services (Table 7). 

From FGD. almost all of the groups defined Al\C as a carc provided during pregnancy to prevent 

any problems re lated to pregnancy and childbirth. Al"\C was also important for the well being of 

both the " 'omen and the fetus. Regarding deli"ery care sen·ices. most of the disc ussants agreed 

that delivery care is the care provided for women b, trained health profess ional in the health 

institution. And also postnatal care is the care giYen for " 'omen after child birth in case of 

complications. 
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Table 7: Rcs pondents Knowledge/attitude on ANC cat'C services in Gozamin woreda 

Il v __ a~ri~a~b~l~es_- _____________ ~I~F~t~'C~q~u~e_n_C~Y~(~3~4 __ 8) 

Benefits of ANC cheek up " =587 -------r------- ._----! 

Maternal heal th 29 4.9 
I 

- - --- ---- -_._ . 
Child health 2-+ I 41 ; 

-
Both 534 91.0 

I Place of ANC follow up N=587 I 
1 Hospital 40 11. 5 
, -- -- .. ------ .. ------- - . 

Health center 190 5-+. 6 , 
. - - - - - --- ~------ - -"_._. ... -. 

Clinics 118 33 .9 
- -- ----~--- - ----~- . 

, Source of ANC mformatlOn -
. _ . - --_ . - - --~ -------- ----_. 

I Health institution -+ 75 80. 9 
"---- -- . - ------ -- --- -

RadiolTV 7 12 
I I .----_. -_.- . 

I
T8A 77 13. 1 

- , ----~. 

, Health provider 28 4. 8 
-------- ----_ ... 

Main reason to start ANC for the fi rst t ime N=348 

Because of illness 154 44 .3 

To start regular check-up 194 55.7 

Husband attitude to ANC '1=587 

Posit i\'e 454 77.-+ 
I -_. 

Negati ve 67 1l..f 
I . " 

Don't know 7 1.2 
I -----c. _ 
~ 

Illness experienced for the recent pregna ncy N=::>87 I 
--- . .1 

Yes or' _)J 43.'1 

No 334 56.9 

Knowledge of dangerous health problems related to ANC N= 587 -I 
Yes 426 72.6 

No 161 27.4 
I 

Source: Own survey data, 2010 
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-t.S.l Knowledge of dangerolls signs of pregnancy related problems 

Out of the total ,,'omen who said. "yes" regarding to the kno\\'ledge of danger signs of pregnancy 

related health problems. most of the respondents able to name most of the accepted danger signs: 

severe headache (45.1 %), prolonged labour (38.3%). Refined placenta (37%) and the like (Fig. 4) 

Figure -t : Respondents Knowledge of dangerous signs of pregnancy in Gozamin worcda 

50 
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38:3301 .. - - ----
40 j r 32.67 o Series1 1 

-;; 30 
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Danger sign of pregnancy~d l!'elivery 0 
0 > 

Source: Own multi response field survey data, 2010 

From the FGD, 'vlajority of the group di scussants able to name the dange r signs of pregnancy 

related health problems. Such as sever hypertension. se\'er headache. sever anemia, vaginal 

bleeding, etc . This implies that FGD prevailed simi lar results as that of the questionnaire result. 

-t.S.2 Respondents Reasons for ANC non-attclIdancc 

Out of the total number of women who did not Lise A0IC. an attempt was made to know the 

possible reason for the non-use of ANC. On the other hand. women indicated the primary 

reasons for not attending ANC during their pregnanc), to be that being healthy during the recent 

pregnancy (70.3%) and (51 %) work overload (Figure 5) 
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Figure 5 : Respondents Reason for ANC non-attendance in Gozamin worcda 

Reasons for not utilize ANC 

Source: Own multi response field survey data , 2010 

Others = \\'omen lack of awareness\knowledge about ANC fo llow up 

The group discussants were asked the barriers that affect the utilization of antenatal care sen·ices. 

The main reasons for not using ANC which was supplemented by the qualitatiye data were most 

of the focus group di scussants reported that 'f lNC is nol ,rell lIIilized as expeeled becallse of 

absence oj" healih prablem. ,rork overload eilher in Ihe hOllsehold or in Ihe .field looking alier 

callie, long wailing lime, cllilural reasons, and confidence all locet! TEAs '. Some of the 

di scussants agreed that most of the women do not go to health institut ions for fear they might be 

seen by male health workers and thi s is unacceptable by their culture and is preferred to be seen 

by female's attendant only. 

One of the discussants from pregnant women sa id, ,. sOllie of Ihe pregnanl 'rOlllen believed Ihal 

(Iflending A,VC is less imporranl, lei our creal or does IIp all us ,rhal e"er he likes. She added if 

'you go 10 healiit illSlilulion you would acquire dis:ease ". One of a trained traditional birth 

attendant (TTBA) said , 

".110sl ofrhe "'omen in Ollr area do nor gofor ANC IInless Ihey/aced serious Iteallh Problems, 

because rhe)' do nOI like removing rheir closes and be examined by someone else". 
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4.5.3 Reasons for Choice of Health Institutions for Antenatal Cat'e Attendance 

Those \\'omen who allend antenatal care clinics \\ere asked the reasons fo r choice of health 

institution for antenatal ca re attendance. The most frequent reason of choosing health institutions 

for ANC allendance was good qua lity of services (71.8%) (Figure 6). 

figure 6: Respondents reasons for Choice of Health Institutions for Antenata l Care 

Attendance in Gozamin \\"oreda 

80 ~-7"-Rd---------------
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good quality Ctosseness Good quality Little cost Convinent 

o f h ealth time 
workers 

Reasons of choosin g health i n stitutio n s for ANC 

Source: Owned from mult i response field sun'cy data, 2010 

4.6 Health service factors 

ED Series2 

4.2 

Others 

Regarding the health service factors of all the ANC attendees (15 .5%) women paid for A](C 

senices and the maj ority (83.5%) said fair with the average payment of 16.50 ± (20.00). 

Addi tionall y, both user and non-user were asked about the perception of di stance from home to 

health fac il ity. (48 .3 %) reported as an average distance and 23 % said too far with an a\"erage 

time spentl.2± (1.5) hours (Table 8). 
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Table 8: Health service factors with ANC attend ance in Gozamin won,'d .. 

-l l'ercent 
-

Variables Frequency 

Payment for ANC N- 348 

Yes 91 26. 1 

No 
1

257 73.9 

I'Pcrceptions of payment for ANC N=91 
.----

! .. _---
Unaffo rdable i 8 '---1 8Y

--, 
1

76 
- ---

Fair 83.5 
_. - .. --

Very small I 7 7.7 I 

'--------~---,-:-:--=-----~ , A;..~~~nt paid ANC N=91 

I <20 birr 13 c-
1
-c
4_.3,.-_________ . .' 

: 20-5 0 birr 70 76.9 
~->-=-50::-:-b:-irr--------t-:8:--------' ·- S·c-.S=---

IMean ± st ~dev-a-ctiC-o-n-----'-- -;:-::~=-----

16.50 ± (20.00) 
, -----c-c--------c-~c__c-c--~~~--------I I Perception of distance from health facility :\=587 
! ~=----'---4 

L~ho rt 1
168

. . 1 2~ __ 
Fair i 284 48 .3 

: Long - , 135 -1 23. 0 
, . I 
I Average time spent from home to health facility N=587 

l ~ess than an hour 26 1 44 .46 

2-3 hours 269 45 .83 

Greater than 3 hours 57 9.71 

Mean ± st.devation 1 20 ± (1 50) 
I .----::----c-c-- =-:-::--------.----- -. ------
Source: Own survey data. 2010 
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4.7 Bivariat Analysis of ANC 

.t.7.! Asso,ciation of Soeio-demographic factors with ANC Attendance 

The chi-square test is also applied to explore their relationship bet"'een some background 

(independent) categorical variables and the dependent \'ariable, mate rna l health care utili zation. 

By taking in to consideration the assumption of the methods is interested based on the \'alues 

asymptote significance, If the relationship between the , 'ari ables IS significant. va lues of 

asymptote Significance needs to be 0,05 or similarly (Julie, 2004), 

Table 9 shows percentage di stribution of women with use/non-use of the sen'ice according to 

some socio-demographic and physica l characteristic, Accordi ngly. percentage of women " 'ho 

used ANC in the fi, 'e years period " 'as increased with an increase in leve l of education , The table 

depicts that .\6,9% of women with no education. and 86,6% of wo men " 'ith secondary and above 

had used antenatal care in the five years before the survey respectively. Similarly. ANC increases 

with an increase in the leve l of husband education, Thirty six percent of ,,'omen whose husband 

did not at all attend formal education had used ANC. But also women occupation had an 

influence on the utili zation of maternal health care service, .\7, 1 % and 92,8% of women with 

occupation Iiouse\\'ife. and c i"il sen'ant respecti ve ly had attended ANC sen' ice, 

In thi s study. it was found that 75,8% and 45.4% of wo men in the age group 15-19 and 35 and 

above respecti,'ely had attended A'iC serv ice indicating a dec line in ANC utili zati on as age 

increases, Similarly, 80,6% of women of urban residence had used ANC ind icating that residence 

has a significant influence on the use of the se rvice. Moreover, the use of ANC declines an 

increase in parity, The percentage of women who used ANC decl ines from 67,6% to 43,4% for 

one goes trom women having given less or equal two births to tive or more births (Table 9). 
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4.7.2 Associations of quality of some selected health service with ANC attendance 

As can be seen from table 10. the chi-square test result indi cated th at there is an assoc iati on 

bet\\-een ANC attendance and some se lected health serv ice barri ers_ Some of these health sen-ice 

baITiers \lere measured based on respondents' vie\\- o f present attendees and those of non­

attendants but ever attended ANC care in the previoLis pregnancies_ 

Length of waiting ti me. lack of pri'-acy. quality of AI'C and confidence on the services pro\-ided 

is assoc iated with women's antenmal care attendance , Length of \l aiting time at ANC clinics has 

a signifi cance assoc imion with Al'C attendance, The pattern of the relationship demonstrates that 

the proportions of non-attendants increase as length of waiting time inc rease_ Quali ty of ANC 

given to pregnant women at ANC clinics has a signifi cant association with ANC attendance, 

Among wo men who reported the quality was poor. 87_5% were non attendees , The proportion of 

respondents who were non-attainders and those who said the qua li ty \I'as good. satisfactory and 

poor were 14.3%, 54.4%, and 87 ,5% respectively. Lack of pri\'acy of ANC given to pregnant 

\I'omen at ANC clinics has a signiticant association wi th ANC attendance_ Among ,\'Omen who 

reported that lack of privacy on the service given. 34.2% were non attainders . 

Similarly. confidence on the senices gIven at ANC cl inics was signiticantly assoc iated with 

ANC attendance. Among respondents who said no confidence on the service given. 63% were 

non-attendants (tab le 10). 
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Table 10: Associations of quality of some selected health sen'iee faelnrs wi th a ttendance of 

an tcnata l care by womcn in Goza mi n wo t-wd" 
-- - .. _- - - - --- .--~ 

Variables Antenatal care status l' Value Chi-squarc 
---

Yes No : 
Length of W aiting time 

_. - -------
Short 239(83. 0%) 49( 17. 0%) I 

I , 
Fair 87(49.4%) 89(50.6%) I 1'<0_01 161.-+36 

Long 22( 17.9%) 101(82. 1%) , 
I 

--- - - ---------- ---. 
Lack of privacy I 

----- ---- .. _----------- ----" 
Yes 146(52. 1%) 134(-+ 7.9%) 1'<0_05 11.312 

I 

'\0 202(65. 8%) 105(3-+ .2%) 
I 

1 

- ----~ - - - ----.-. --'---, 
Qual ity of A;\IC 
----- - .- --, .----- - ------_.- . _--

Good 25 1(85.7%) -+2( 1-+ .3%) P<O.OI 200.15 , 

Satisfactory 83(45.6%) 99( 5-+. -+ %) ; 

I I 
Poor 14( 12.5%) 98(87.5%) 

I I I 
I 

Confidence on service provided I 

Yes 234(83.9%) -15( 16.1 %) I P<O.OI I 133.163 I , 
'\0 11 4(37.0%) 194(63.0%) 

: I 
, 

. -.. --- -
So urce : Owned su n 'ey da ta, 20 10 

4.10 Determinants of utilization of maternal health care 

.Antenatal care attendance was cross tabulated with age. ethnici ty. religion. marital status. parity, 

educat ional status. occupation, di stance, husband's atti tude, illness experience_ knowledge of 

unhealthy pregnancy, and plalmed cUlTent pregnancy . .chi-square stati stic showed that antenatal 

care attendance is signi ficantly associated w ith these variables (P<0.05) except eth nicity and 

religion of respondents. 

However, thi s simple cross-tabulated chi-square result may not show the independent variables 

exact infl uence on the dependent variable_ because the influences of other variables \\'ere not 

controlled. Thus. binary logistic regress ion analyses ,,'ere appl ied to those variables that had 
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signilicant association in the bivariate analysis, 10 examine the net effect of each independent 

, 'ariable on ANC attendance of pregnant women b,' controlling fo r the effec ts of all other 

inte lyening variables, 

;\ s it has been mentioned earli e r. the binary log isti c reg ression mode l is appropri ate to use \\'hen 

the response to a set of explanatory variables is in a binar\ form that in thi s case is A:\"C 

allendant and non-attendant. It is coded as a dummy , 'ariable ( I = ANC allendant at least once 

during recent pregnancy and O=ANC non-attendant at least once during recent pregnancy) , 

Logisti c regressIOn calculates changes in the log odds o f the dependent (no t changes in the 

dependent it self), For the dic hotomies case. if the log it for a given independent vari able is B , 

thcn a un it increase in the independent vari able is associated \\'ith EXP (B) change in the log odds 

of the depende nt variable, 

A relati ve ri sk. EXP (B), estimates greater than one signiti es an increascd li kelihood for the gi, 'en 

outco me, while a , 'alue less than one indicates a decreased likel ihood fo r the given outcome, In 

add ition, the sign of B (logist ic coeffic ient) indicate the direction of the change. Binary logist ic 

regressio n was used to investigate the overall net effects of these , 'ariables on antenatal care 

allendance of pregnant women, Variables entered into the model include age. parity. occupation. 

educational status. marital status, illness experiencc, knowledge of unhea lthy pregnancy and 

planned pregnancy, 

.t.8. l Multicolinearity 

Since an independent variab le can affect another independent vari ab le. whic h can again produce 

a deceiving result. mul tico linearity is assessed in t h~ vari ables which are suspec ted to have such 

charac teri sti cs , Accordingly, a \'alue of less than zero indicated that the assoc iation between two 

, 'ariab les is negati\'e i,e, . an increase in one variable results in a dec line in the other variable, A 

posit i"e value indicated that an increase in one variab le results in an increase in the other 

variable, At zero value indicated no assoc iation between variables (Hubert and Bla lock, 1998). In 

this parti cular study, husband education is highly correlated with women occupation and 

res idence of the respondents with coeffic ient of correlation (O,6~ I) and 0,7 17), respecti ,'ely, And 
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also residence of the ' respondents has a strong corre lat ion with respondents' educatl< ':l \\ I:il 

co rrelation coefficient (0.605). For thi s study due to Multicolliniarit), effect rcsp" li,kl',:', 

education was excluded in the mode l. 

If the correlation is higher than 0. 5, we can not appl y both variables in the model at the same 

time. In this case residence. respondent education and husband occupation can not be app lied at 

the same time. 

Table 11: Matrix correlation among suspected con'elated variables in Gozamin Woretla 

respond: 

Reside nlS Husband \\ork 

IKe education education status 

Respondents 
. 358 -.226 I .605 

residence 

Respondents of . 
.605 I .492 -..156 

education status 
-------- t-

Hushand 
.358 ,.192 I -.201 

eLiw.:lion slallLS 
.. . --
\\\)rk status . :!26 -.456 -.201 I 
. - . --- .. ---, . 
Ol'\~llpation of ---I-- ;~ .478 .409 .209 
respondents 

Husband . 
.7 17 .621 .306 

occupation 

Knowll.!dge of 
- 0 11 -. 153 -. 155 

d<l ngerou5 sign 
--

1 1In~ss 
.U47 -.063 - . 164 

c\perience 

• = There is strong correlation 

Source: O,,'n sur\'ey result. 20 10 

-.22 7 

.062 

I 

1.192 

. 
Respondent Kno\\'t~dg.; Illnt! ss 

s Husband o f t!-"peri ~n 

occupation occupation dangerous e 

.478 
. 

·.011 .0·17 .7 17 

.. . 
..109 .621 -. 153 -.063 

--- --------c--' 
.209 .306 -. 155 -1 6·1 

-- --062- -
-.325 -.227 . 192 

- .. . -- - --

I .373 -.018 . 161 

.373 I - .018 .048 

-.01 8 -.018 t .205 

- .. 

. 162 .0-18 .205 I 

-
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In thi s and all other models to be disc ussed. cthnicity and religion are not included in the model 

because the largest (more than 95%) is concentrated to one catcgor\' and does not allow for any 

comparison as indicated in table 3. 

To lerance or yanance inflation factor (VIF) also used for check multicollinearity effect in 

add ition to matrix correlation. Tolerance is 1- R' for the regression of that independent \'ariable 

on the other independents. ignoring the dependent. The higher the inter correlation of the 

independents. the more the tolerance will approach zero. As a rule of thumb. if tolerance is less 

than 0.20. a problem \\'ith multicollinearity is indicated. As presented in annex B, for all models 

tolerance is high ly greater than 0.20 (Schwarz, 2007). Thus. multico llinearity effects do not 

influence the models. 

Likewise. the VIF. \\'hich is simply the reciprocal of tolerance sho\\'s whether or not the 

explanatory variab les are related with each other. When VIF is high there is high. 

multicollinearity and instability of the beta coeffic ients. VIF >=4 is an arbitrary but common cut­

off criterion for deciding when a given independent variable displays .. too much" 

multicollinearity: a va lue above four suggests a multicollinearity problem (Schwarz. ~007). 

As presented in anne~ 3, the values of VIF in all models \\'ere highl y less than four. Therefore. 

the multicollinearity problems in the models were already dctected. 

4.8.2 Model of good fit 

This study checked whether the model was well fitted to the data or not. The technique used was 

class ification table that indicates the number and percerllage of obserwd cases that are correctly 

classified or incorrectly classified. With regard to this study. utili zation of antenatal care services 

were correctly classified compared to not attending antenata l care sen ' ice, as can be seen the 

class ification table , 329 and 181 respectively. But 77 respondents \\ ere misclassi fied: 58 as 

wiling to use and 19 as not willing to use the ANC care service. To sum up, 75.7 % and 94.5% of 
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not w illing to lise and willing to lise were classi li ed co rrec tl y rcspecti Ye ly, As a \\'hole. about 

86.9% o i'respondents are class ified correctly, 

Table 12: Classification table of A"IC 

._-,--------

I Predicted 
I Attending 

._. ,--
ObSHvcd antenatal care Percentage 

stat us Correct 

No Yes No 
A n endi ng antenata l care status No 181 58 75.7 

Yes I 19 329 94 .5 
.. 

Overall Percentage ! 86,9 

The second tecimique used was Hosmer and Lemesho\\' goodness-of-fit test. which help to 

diagnose the significant lev'e l e ither to accept or rejec t the alternati ve hypothesis, According to 

thi s technique, if the sign ifi cance le\'el of the test is less than 0.05 . it indicates that the alternative 

hypothesis is to be rejected and the null hypothesis which states the inadequacy of the model to 

describe the data is to be accepted, Concerning th is study. the s ignifi cance level of the te st was 

found to be 0.17. which is stati stically insigni ficant. Therefore. the alternative hypothesis which 

states that the model is adequate to describe the data is accepted. 
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Table 13: Multivariate analysis of A NC attendance in Gozamin wOIwda 

Variables 
C urrent Age 

15- 19 
20-34 f((' 

35+ 
Residence 

Rura l 'u 
Urban 

Parity 
<=~ /((' 

3 -~ 

>=5 

Il lness experie uce 

Yes IU-

No 

Knowledge of 
dangerous sign 

Yes l?C 

Nn - .-
Marital status 
Ma rried 
Others 

-; ._--- - - ---
Wife Occupation 

House"ife 
If(" 

Civil sen 'ant 
Marchant 
Others 

Hus band educational 
No edu catio n 

Primar> ( 1-8) }« 

Secondary and above 

Pregnancy intended? 

Yes I?C 

No 
--;:- .. 

Constant 
- -~~--

S.E- standard error 

-2 LL = -2 Log Likelihood 

R' = 66% 

B = Beta coefficient 

B 

.883 

- 1.13 5 

1.73 1 

-0.88 
-1 .-387 

-1.944 

·1.4 70 

·1 .3 16 

2007 
1.585 
2.043 

-1.734 

-.339 

-1.148 

.63 8 

95.0'% c.1. EX!'( 

S.L Sig. Exp(B) Lower 

.354 . 120 2.42 1.2 1 
1.00 

.296 .000 .321 .18 

1.00 
.35 7 .000 5.65 2.80 -

1.490 

1.00 
.072 .-11 4 . 159 

.546 .009 .239 .082 _. 

1.00 
.273 .000 . 143 .084 

1.00 
.264 .000 .230 .13 7 , --- i ,-, -

! 

! 1.00 I 
.3 II OOO_. i .268 _____ .~ __ -----

I 
I 1.00 I 

I .544 .000 7.43 9 2 .559 
.428 .000 4.880 2. 109 
.5 15 .000 7.7 13 2.811 

I 

i 2~3, .000 .177 .099 
1.00 

.400 .433 .7 12 .305 

1.00 
.273 .000 .3 17 . 186 

1.275 .02 1 1.892 
-~-- '-'- -~~- -- - '---

Sig. = s ignificance ,alue (1'<0.05) 

HL T = Hosmer and Lemesho\\' Test 

RC = Reference Category 

EXP (B) = Odds ratio 
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.245 
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The multi vari ate analys is resu lt revealed tram tabl e 11. 68% of the \\'omen with age 35 }ears and 

abo\'e were less likely to attend ANC as compared with those \\'hose ages 20-34 (OR=J2 1. 95% 

CI: 0, 18. 0,574), T his indicates that the likelihood utili zation of Al'C decrease as age increase, 

Res idence of the responde nt al so had a significant in fl uence on the utili zation of ANC 

Respondents with p lace of res idence urban we re 5 times more li ke ly to utilize Al\'C as compared 

to those who live in the rural areas (OR=5,65 . 95% CI: 2, 80. 11.3 7), 

Simi larly. Parity of respondents a lso had a significant influence o n ANC utili zati on, As the 

respondents' pari ty increased. the li kel ihood to attend A~C was reduced, Accord ingly, attend ing 

of A'iC lo r those respondents \\'ith pari ty 5 and above \\'ere less likelihood as compared to \\'ith 

pari ty less or equal to two (OR=0,239, 95% CI=0,08. 0,69) , 

Illness expenence. kno\d edge of unhea lthy pregnancy. respondents ' occupation, husband 

educationa l leve l. planned/unplanned pregnancy and marital stat us also had significantly 

assoc iated \\'ith pregnant \\'omen antenatal care utili zation, As husband educational le\'e l 

progressed. the like lihood of anending antenatal care increased, 

Regarding occupation variat ion of respondents, civil ser,ants, merchants were se\'en, times more 

likely to utili ze ANC sen ice as compared with those \\'ho were housewives, The result analys is 

also revealed that the likelihood of being attend A"I C \\'as hi gher tor those who were married 

( OR~0, 26 8 . 95% C I: 0, 146.0,493), 

The odds ratio re\'eled that 86% less likely for utili zing ANC fo r those respondents who had not 

illness experience (unhealthy pregnanc\') as compared \\'ith those had the illness experience, The 

odds of the table 11 , respondents who had not knowledge of unhealthy pregnancy were less like ly 

to uti li z ing A"IC fo r those as compared wi th those had the kno\\ ledge (OR=O,23. 95% CI: 0, 137. 

0.385), The probability arnon-use \\'as higher if the pregnancy was unplanned as compared with 

those who had plann ed pregnancy, 
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CHAPTER FIVE 

5. RESULTS INTERPRETATION OF PLACE OF DELIVERY 

5.1 Utilization of place of safe delivery Pattern 

Concerning place of last delivery, 416 (70 ,9 %) of the deliveries took place at hOll1e. and 

17l (29. 1 %) at health institution (Table 4). 

Figure 7: Respondents place of delivery at in Gozamin won\'da 

Health Institutions 
29% 

Source: O\\'ned from fi e ld sun'ey, 2010 

Home 
71 % 

o l-lealth Institutions 

• Hon-e 

Concerning home de li very. about 48, 3% of home deliveries were assisted by close 

relat i, 'es/ fri ends and 11.3% deliveries takes place without any ass istance. 

Table 14: Respondents assistance during deliyery in Gozamin wonvda 

Variable I Frequency Percent 
---

Ass istance during home delivery N=391 
. . --- ~------ -- . -.. ~--. 

Health workers 9 ., " _ . j 

.. --- -------- ----
TSA 7' - j 5.9 

' __ -- ---i ClOSe relatiyes/frie nds 189 -18.3 
I 

I Neighbors 126 : 32.2 
1 

: No one 44 I 11.3 
1 ! 

Source: Own sun'cy data, 2010 
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5.2 Rea sons for home delivery 

Most of the respondents rai sed as main reason for home deli very were close relatilC!s ncarbl 

(66. 1 %) and transportation problems (40.9%) (Figure 8). 

Figure 8: Respondents reasons for delivery at home in Gozamin woreda 
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Reasons to home delivery 

Source: Oll"lled frolll mul ti response ti eld survey data. 20 I 0 

a Seri es2 

The group were a lso interviewed the choice of delivery site. The majority of the discuss:lIlts 

refl ected mixing of opinions with no clear choice of place of de li,·ery. Some of the discussants 

agreed that the best place to deliver a child is a health institution. The majority of the discussants 

prefen ed home de li very. According to participants. home delivery has adeq uate privacy :lIld 

assisted by relatiws and TBAs with no payment. 

Howeve r. one of the di scussant stated that. "if Ihey go 10 Ihe heailh inSlillilion rhey "'ill be ' c en 

by male de/h'eIY assiSlOnces ".ilh no adeqllare primey. LInd 1Il1fi'iend/y of sOll1e o{ rhe sro(ls " /IU 

are nOI COlllll1irred ro rheir work. ,. So. rhm Ihey feel shy and rherefore unless rhere are i ife 

rhrearenil1g condirivl1s rhey do I1vr prefer ro de/ira al healrh insrirllrions. FGD pa l1i cipanls .dso 

said : ",re feel Fet! ro apply pressure during labollr in Fonl of ollr Fiends and relalives rlwn 

healrh professionals moreover lI'e do 110r have sarisfacrion 011 rhe service gh'en in rhe heu!rh 

cenlers. As a resll /r. we do nor deliver Ihere . .. 
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On thc other h ~l\ld, onc o f the married man di sc ussants sa id, "/IIOSI \1'II1I1el1 {/fl~nd al1lellC/lol core 

IhrollglwlIl IIII! ,rhole preg nane,. period bw 11.11101/" Ihey deli,'CJ' 1II hOllle heullIsc lohollr is 

I1 l1predicwhle ond IIslially ar ises ,llIddenil ' \\ 'ilholll \\ 'ornillg. " 

These \\'ere also cultural and service related factors, The FGD pan icipants contirm the presence 

of a harm ful traditional belie f in their areas , They state it b\' saying: "Ihe (elll.s is 1701 expeered 10 

be deli,.ered IIn l ess Ihe preg llanlll 'omw/ is sil il1 a hol e made on Ihe grollnd 10 delin!r b,1' plllling 

h" r legs " parr 011 Ihe COli' dllng 011£1Ie01'e5 o( '(j ill/a ' POsil iol1ed orolll1d Ihe hole" , Because of 

the abo\'c stated reasons, people around thi s area did not \\-ant to delivcr in the health centers, 

5.3 Reasons for Choice of Health Institutions for Delinry Care Attendance 

Those \\'omen asked the reasons for choice of plaCe of delivery at health institution, The most 

frequent reason \\'as good quality of ser\'ices (76%). c loseness of health institution to \\'hic h the 

respondent li ves (66,7%). and so on (fi gure 9), 

Figure 9: Reasons for Choice of Health Institutions for Delivery Care Attendance III 
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Source: Owned from multi response field sun'e)' data, 2010 
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But ti'om relig ion point of v iew. all the discussants agreed that from re li gion point of \ 'ie\\ 

atte nding modern health care services is Illll prohibited. One 0 1' a religious leader said. 

"according to Orthodox religion. it is not proscribed to {{{tend antenatal or deliven ' at health 

institutions ralher than eullural behaviors or l17isinlerpreling the bible ", 

5.4 Association of some socio-demographic variables with place of delivery 

Crude analysis \\'as done by applying chi-square tests to assess any association bet\veen SOCIO 

demographic variables and women's place of deli very. 

As can be seen from table r 4. the chi-square test result indicated that there is an assoc iation of 

deli very at health institution and some selected health service barriers, It sho\\'ed respondents 

di stribution that delivered at health institution/home according to some socio demographic and 

phys ical characteri stic . 

Accordingly. women who delivered at health insti tution were increased with an increase in the 

level of education. The table depicts that 15.1% of women with no education and 72.3% of 

women with secondary and above had delivered at health institutions respect i\ 'ely. Similarl y. 

del iyery at health institutions increases \\ith an increase in the le\'el of husband ed ucation. But 

also women occupation had an influence on the utili zati on of materna l hea lth care service. 88.9% 

of women \vith occupation were civil servant respecti\ 'e ly had deli\'ered at health institution. 

In thi s study. it \\as found that 36.9% and 18.8% o f \\'omen in the age gro up 15-19 and 35 and 

abO\'e respec ti\'e!\ ' had deli\ered at health institutions indi cat ing a decline in utili zation of 

deli\Tr\' as age increases. Similarly. 10.6% and 56.5% of women in rural and urban residence had 

de li\ 'ered at health institutions indicating that residence influence on the use of the sen ·ice. 

\10reo\ 'er. the use of health institution deli ven' sen 'ices declines as an increase in parit y and 

number of Jiying children. The percentage of " 'omen who del ivered at health institutions \\'as 

-16.9% and 8.2% for women \\ho had less than two birth and ti ve or more births, respecti\·e ly . 

. -\nd al so age at tirst marriage had an influence on the ut ilization of del i\ 'ery at health institutions. 

This indicates that as age at tirst marnage increase utili zat io n of maternal health care also 

inc rease (Table 1-1) 
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5.5 Association of some selected variables with preference of delivery 

I\s \\e observed from table 1-1. illness history/complications during pregnancy and deli very had a 

significant association ,,·ith the utili zation of del iver\ at health institutions. 40°;' of "omen who 

had histor' of complicatio ns during pregnanc' and 2 1% of ,yomen \\ho had no hi story of 

complication had de livered at healt h institutions respect ive ly. Similarly. knO\\ ledge of dangerous 

sign during pregnancy and de livery had a signi ficance association " 'ith place of deli yery, 33 ° ;' of 

"omen who had kno,dedge about danger sign during pregnancy and deli very were deli,·ered at 

heal th institutions , 

,vl,) re over. educat ion during antemtal care had a significant associati on with p lace of deli\'ery. 

60,9°;' of "omen ,dlO had education during A\T had deli vered at hea lth institutions. Attend ing 

Al'C had a strong assoc iation w ith place of deliver". 94.1 % of women who had not att ended 

Al'C had de li vered at home (Table 15). 

Table 16: Association of some selected varia bles with place of delin,,· in Gozamin worwda 

~variables Place of delivery -_oj P Value Chi-square 
Institutions lIome 

---, 
.IlIness experienced for the recent pregnancy 

,~ I t' 159(69.4%) 10(30 6%) ]'<0.01 16.0 19 . 
No 189(52.8%) 169(47 2%) 

KnowlctJ.ge of danoerous health problems related to pre~nanC\ & deliycrY 

. Yes 283(61. 5%) 1 177(38, 5% ) 
I ~ -I43 

-

No 59(48.8% ) 162(51.2%) \><0.05 
i 

Health education during ANC 
Yes 117(60,9%) 75(39,1 %) P<0.05 _ _ ~_ 143 .305 - -

No 40(25.6%) 11 6(744%) 

Antenatal care attendance . 

Yes· 157(45 .1%) 191(5-1,1%) ]><0.001 105.77 
No 14(5.9%) 225(9-1,1 %) 

Source: 0\1)) survey dara. 2010 
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5.6 Determinants of safe delivelJ' service utilization 

This slUdy check~d \\'hether th~ mode l \\"as \\ ell lilted to the data or no!. The technique used was 

class ification table that indicates the number and pe rcentage of obse ,ycd cases that are correctly 

class ified or incorrect ly c lassified. With regard to th is study. home delivery were correctly 

c1assi li ed compared to utilizati on of del ivery care se rvices. as can be seen the classification table. 

125 and 392 respectively. But 70 respondents were misclassitied: 24 as \\'i1ing to use and 46 as 

not \\'illing to use the de li very care serv ice. To sum lip. 94.2 0 0 and 73 .1 % of not willing to use 

and \\'ill ing to use \\'ere c lassified correctly respectively. As a \\·hole. about 88.1 % of respondents 

are classifi ed correctly. 

Table 17: C lassification table for place of deliver·y care 

r------ --- --- -- ---- ---- ._- _.-

j Predicted --- -
Percentage 

i Obserycd place of delivery care Correct 

I 
- .-

Health 
; Home institutions Home 
I Place of de li ver\" Home 

--

392 24 94.2 
! care ',-- _. - I- - -- --1--

I Health 46 125 73. 1 i institutions 
Overall Percentage 88.1 -_. 
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Table 18: Multivariate ana l~' s i s of r es pondents' place of delivery in Gozamin worll'da 

--~S.E. Exp(B 95.0% CI. for 
Sig. ) EXP(B 

Va riab le Lower Upper 
Age of Respondent 
15- 19 1.'132 .404 ,222 4, 189 1,898 9,~44 

20-34 1<1' 

I 
1.00 

35- -,605 ,496 0,000 ,546 ,207 1.442 -- - ---- - --- - ---- _ . . -- - - - - --- . 1--- - - -
Residence 
Rura l II< 1.00 

1 2,553 Urban 1.767 423 ,000 5,850 13,404 

Res pondent E ducation 
1\ 0 education 1<(' . 1.00 
Primary -.4~3 .371 r --)) ,655 3 16 1,356 
Secondary 1.956 .479 ,000 7,073 2,763 18, I 0 I 

Antenatal Care S tatus 
1\0 '"' 1. 00 
Yes 2,269 .427 ,000 9,672 1 4,188 22.337 

- - -, 
Parity I 
<=~ /({ . 1. 00 I 
3-4 ·,890 ,398 ,025 Al 1 i ,188 ,896 
>=s ·L387 480 004 ,250 I ,097 ,6-10 

-Ill ness experience l 1-' -
--- - -- - - ----, -

! Yes i'l I 1.00 

11\0 -~ ,273 ,040 , 143 ,084 ,2-15 
- - - - .- - --- ---

Kno\\1edge of health problem ,-- - '--

Yes 'I< 1.00 
1\0 - L392 ,263 ,000 ,249 ,149 .416 
Marital Status 
l\ larried NI 1. 00 
Oth~rs -1,372 .3 16 ,000 .254 ,136 A71 ,-- -- - - - ----- - ' 1-- -"-i P ,-egna ncyintended/unin tended 

I Yes "I 

11\0 
, - - ---- - -
C onstalll 

S ,E= standard error 

-2LL = 35 1.9 1 

HLT = 0.02 

R : = 65% 

8 = Beta coefficient 

I 

1 - 1 ~,273 000 .3 17 ,186 
1-3,786749- -

000 ,023 
Slg, ~ s Ign Ificance \'a lue (P<O,O)) 

-2LL = -2 Log Like li hood 

!-ILT = Hosmer and Lemcshow Test 

RC = Refere nce Category 

EXl' (8) = Odds ratio 
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Matcrnal education was a strong predictor for place or delivery at health Insti lUtions. "10th.:r, 

whose educationa l status was secondary high school and abo\e \I ere about 7 time, 111 or , ":''' .' ," 

give birth at health institutions than women with no education (OR= 7.073. 95% CI: 2.763. 

18.10 I). 

There was a statistically sign ificant association between p lace of res idence and use of safe 

deliver\' services. Women who resided in urban areas were 6 times more likely to use the sClyiccs 

than their rural counterparts (OR=5.85, 95% C1: 2.553. 13.404). Obvious ly. prenatal \isit \las 

fo und to be stro ng pred ictor of safe delivery services utilization. Women \lhu had any registered 

antenata l visit were I 0 times. more like ly to give b irth at hea lth fac ilities as compared to those 

who did not a ttend ANC service (OR=9.672. 95% C l: 4.188, 22.337). 

Women's age and parity had significant impact on delivery care use. Both \I'omen' S age and 

pari ty affects de livery care use negatively. As a resu lt, younger women \\'hose age 35 and abo\e 

were less li kely to use de livery care than women whose age 20·34 (OR=0.546, 95%CI: 207. 

1.442). Regarding parity, higher parity women were less likely to use de livery care than 10\l"Cr 

parity women. Moreover, mothers \\ho ha\'e hadn ' t past hi story of intra partum complication 

were 86% less likely to seek safe delivery care than those with who had hi stor\ of 

complications(OR=.143. 95% Cl: 0.084 .. 245) (Tablc 16). 

As shown under table II, those respondents who hadn' t knowledge of unhea lthy pregnancy as 

were less likely to deliver at health inst itutions as compared with those had the knowledge 

(OR=0.249: CI=0.149-0.416 ). The probability of home delivery was higher if the pregnancy \las 

unplan ned as compared with those who had planned pregnancy (OR=O.377. 95% C I: 0.1 86 . 

. 642). The result also revealed that the likely hood of being del ivered at health insti tutions for 

those marital status unmarried. di\·orced. separated, and widowed were less likely as compared 

with married women(OR=0.254, 95% CI: 0.146 .. 0.493). 
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CHAPTER SIX 

6. DISCUSSION ON MAJOR FINDING 

Pregnant \\'omen are genera ll y recommended a minimum of fo ur A]\C vis it for reasons like 

screening. ide ntificat ion and re ferral with ri sk facto rs (WHO. 1996). In this study. covcrage of 

A]\C care is 10 \\ considering minimal phys ical inaccess ibility. in terms o f OYer all IC\'els o f 

sen' ice usc: most women did not receive materni ty care . O nly 59.3% all (-14.9% rural and 80.3% 

urba n) and 29.1 0
0 all (10.5% rural and 56.5% urban ) o f the \\'o men rece i\ 'ed antenatal and 

deli\ 'ery care sen ·ices . respec tiYely. 

Thi s stud\ ti nding is not cons istent \\'ith the OH S (2005) in Ethiopi a in the Amhara region. \\hich 

sho\\'ed that \\ omen receive professiona l ass isted ante nata l carc onl y about 26.5% and 3.5°'0 of 

cle li \ 'ery at health fac ili ty which is lower than thc coun try a\ 'erage 28% and 6% respective ly. This 

study di ffe rence could come from the diffe rence in access to the service while EOH S is not as 

we ll as the time gap might have contribu ted. The study conducted in Gondar (Nigussie M .. 

Hailemariam O . and Mitike G. 200-1 ) and Oeri Oa\\'a town (Berhane Y. 2000) sho\\ed larger 

va lue. which was 79. 1 % and 78.0% we re attended ANC serv ice respect ively. Thi s difference 

mi ght be due to both studies conducted in urban to\n1S and literacy higher in these areas that 

leads women may have a good accessibili ty. 

Similarl y. home d eli very is still a norm in many deve loping countries; maternal mortality tends to 

be hi ghest \\'here thi s is the case . In thi s study, 70.9% ofbi11hs too k place at home. This finding is 

not in agreement with the pre\ 'ious studies from Butajira (8 8%). Adalllitulu (83%). and Gondar 

(86 .5%). report o f Sa fe motherhood Need Assessmem of Ethi opia ( 1996). and DH S (::: 005) 

(MOH . 1996: CS.-\. 2005: Berhane Y.: 2000).1\ 11 of these stud ies reported that large numbers of 

women are de liwring at home be ing assisted by untrained trad it ional birth attendants. This 

difference might be due to time gap and the other poss ib le reason could be at thi s time the 

government gives priority for the health sector that may he lp respondents to have more 

information on antenatal and delivery care services. M ore than 80% of the respondents reported 

that their source of information was health institutions. 
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mothers of alder age groups might be less inclined to attend A\1C c linics especia ll y if previous 

deliveri es were smooth (Fantahun M .. 1992: and Navaneetham K .. Dharmalingam .-\ .. 20(2). 

Occupation of the mother is an important predictor for the utilization of ANC and deli\'ery care 

services in thi s study. In general. women wi th formal job (civil servants) \\'cre more likely to use 

r\\1C and deli very services as compared to house\\·ives. This result is consistent \\"ith previous 

stud ies in Ethiopia and South Indian States (WHO/UNICEF. 2002: CSA. 2006). Not \\orking 

\\'omen were expected to have lower control over resources in the househo ld . They are less li kely 

to ha\'e knowledge about pregnancy and chi ldbirth due to lesser freedom of mowment outside 

the household and less likely to seek information on sen 'ices 3\'ailab le for pregnancy care. 

Th is study also assessed \\'omen's reasons fo r ANC non-attendance. The most frequent rcasons 

gi\'en by' the indiv idual and through FGD regarding for non- allend ing of ANC and deli\ ery care 

services were lack of a\\'areness about ANC, apparently healthy. \\ork o\·erload. male hea lth 

\\'orkers attendant, lack of privacy and unfriendl y of health workers \\'ho \\ere not committed to 

their \\'ork at heal th facilities etc. Healt h workers were also invited to discuss the main reasons for 

10\\' ut ili zati on of ANC and delivery care services in the study area. One of the male nurse said . 

.. There is a problem of gi\'ing sen'ices due 10 lack of equipmel1ls jor deli\'elY care, !>jJeci{lcally 

\'{fcllumed lube in remOle areas bUllhe main reasonsfor under IIlilizal ion oj'malerl1al heallh care 

services were due 10 culiliral influence fi'om general ion 10 general ion, and exiSlence of male 

dominance Ihal led women 10 feel shy and 10 decreased wilizalion oj'malernal heallh care 

sen'ices ". 

Therefore. the most frequent reason for not attending antenatal clinics was being a state of good 

hea lth. i.e, ; absence of illness during pregnancy. Th~s ind icates that poor awareness of the 

respondents about the ad\'antage of prenatal and del ivery care. Studies in Bangladesh (Rahman. 

1989) and in Arsi zone Ethiopia «Mengiste and Farrow, I 996) reported similar reasons for not 

attending antenata l care services. 

In the study, being married shows a relatively independent etTect on mothers timing prenatal 

services utilization compared to others. While widowed\divorced women were found to be less 
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, 

likel l to be 3ttenuances a s compared to \I'ith marri ed Il omen, Sevcral studi cs on AN C in rclation 

to pSl chosocia l liletors indicatcd that women who were single Ilere less li keh' to use ,-\NC than 

Ilho 1\ ere married (Mesfin M, and Farro \I 1.. 1996) , Thus one wou ld expec t greater delay due to 

less income than wome n in the households with two potential \I'orkcrs, i'vlOlTO\'er. \yomen with 

un\lanted or unanticipated pregnancies may in itially attempt to deny their pregnancies to 

themselves and to conceal them fro m others, As the result \I'omen become less moti yated to seek 

ANC compared \lith their married counter parts, 

Respondents knowledge of potentia l on danger signs of pregnancI is an important pred ictor of 

ANC sely ices (l\ksfin :,,/. and Farro\\' 1.. 1996. and . Nigussie \1 .. Hailemariam D, and \ 'iiti ke G .. 

~00·li. Women \\ho experienced concern about any health problems \I'ere more likely to be ANC 

use, 

Another find ing in the present study is that util ization of ANC \las less likel\ as compared to 

those mothers who experienced ill ness and perceived suscepti bili tl to dangerous sign of hea lth 

problems during pregnancy. Th is study tinding is consistent with a study conducted in Ethiopia 

('Jigussie M , and I-Iailemariam 0 .. 2004). 

About 55.3 % of mothers prefelTed to give birth in the presence of relatives. trust TBAs. cultural 

reasons and lack of money as reasons for non-use of the services reasons for not seeking out 

healthcare that accounted for half of maternal deaths (CSA and ORC Macro. 2006). This implies 

signiticant proportion of women seek for help from skilled birth attendants after developing 

obstetric complications and other traditional interventions failed. Studies in India and Iraq 

sho\led lack of recognit ion of percei I'ed serious of health problems as a sign i ticanl. 

Result s of this study revea led, that utilization of delivery care at hea lth institutio ns were 

signiticantl y associated w ith the level of educat ion. There is strong c\'idence from the analysis of 

the data to \'a lidate the prevai ling association that many with some higher le\'e! of education 

(secondary and above) were seven times more like ly to use safe deli\'ery services than those with 

lower education levels. Most maternal and chi ld health studies conducted in developing countries 

strongly agree with this findings (Mesfin I'v1. and Farrow J., 1996; Addai L. , 1986). This may be 

62 



the f~lct that. education is likely to enhance iCmale autonomy so that 'mmen de,·c1oped greater 

confidence and capac ity to make decis ions about their o"·n hea lth and more cd ucated mo thcrs are 

less in fl ue nced by trad itional practi ces that are contrary to 1110d<'rn health c:uc. 

The number o f prev ious pregnancies is an import:lIlt determinant for utili zation of A\:C sen ·ices 

in thi s study and it is cons istent with stud,· done in India (L\\·ango S.and Lemesho"· S .. 1 99~). 

Higher parity less likel ihood of us ing the .-\NC serv ices and deli very care sen icc in the study 

areas because higher parity women could be due to time and reso urce constra ints faced by those 

,,·ith large t~,mili es. and greater experi ence. And thi s also could be an tic ipated in our society 

\\·here marri age is uni versa l first pregnanc, attracts much more fam ily att ention than subsequent 

one. 

\loreover. women ,,·ith more than t\\·o livi ng children and those resid ing in rural areas \\·e re less 

li kely to be consistent in their use of mate rnity ca rc serv ices for subsequent pregnanc ies. One 

poss ible reason for incons istent use of the sen ·ice among \\·o men with more than t\\·o li ving 

chi ldren is that these women might de,·elop confidence and become less moti,·ated to use 

maternity care if they had no prob lem in their previous pregnancics. It is also possible that the 

accessibil ity and qua lity of matern ity care serv ice mi ght limi t \\·omen's ability to seek care fo r 

subsequent pregnancies. In add ition such findin g might a lso suggest that competing time 

demands. particularly for those women with many ch ildren. may effectively limit '\"Omen seeking 

attention for them. particularly for preventive reason such as antenatal care. 

In particular, for rural women access to maternity care serv ices is relative ly very low. women had 

to tra,·el long di stance to get the nearest health fac il ity. which has a negat ive impact to maintain 

behayioral consistency. Therefore, hea lth planners ha~ to be aware of the existing behaviora l 

inconsistency in the util izat ion of maternity care services from one birth to the nex t and advice 

the necessary measure to m inimize sLlch problems. 
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The present stud y re"ealed that the majority of women s<' ught at least o ne prenatal visit from 

modern hea lth care providers during th ei r recent pregnancy, Howe,'er. more than hal f of the 

women \I'ho attended an tcnata l care were de li ,'ercd at home and a lmost all of these dcli"cri e s 

were attended b,' TBAs a nd Close relati, 'es neighbors, 

The main reasons giwI1 by the indi"idual \\ 'omen for not attending Al\"C \I'ere apparently hea lthy, 

work o"erload, distant health fac ility. and lack of a\l-areness , The m ain reasons given by the 

indi\ 'idual and through FGD reso rting to home deli \ery by women \I'ere presence uf reiati,"Cs 

nearby. more trust on TBAs, apparentl y health ,' and ma le hea lth \I'orkers assistance, 

Among the different reasons mentioned by women that acti"ate them from the utili zation of ANC 

and deli Yer" sen ice \I 'as quality of services, 

From the results obta ined. the conclusion dra\l n is that \I"Omen in Gozamin \\oreda receiw some 

mate rnal health care, but a large percentage is not adcquatel,' covered, 

7.2 Recommendations 

The findings of this study have important implications for improvi ng utili zat ion of maternal 

health care services and further research, Based on the aboye find ing of the study the following 

recommendations were made: -

.:. The study found that ANC and de Ji wry care sen'ice had a great gap, Then the study 

recommend Gozamin Woreda Health Office tha t the scope of coverage of del ivery 

services sho uld be inc reased, 

.:. Another cha ll enge is to overcome barriers of access to maternal hea lth care servi ces was 

place of res idence, Therefore. maternal hea lth care services shou ld be made more 

accessible to rural women. 
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.:. female education \\'as 10\1 and also associated with patterns of maternal health care 

sen 'lce use, Therefore. Educat ion Orti ee has to increase the level of education in the 

Woreda, 

.:. Age at first marriage of\\omen has negat ive effec t on ut ili zat ion of maternal health can 

services, Desp ite the legal provis ion of marriage. early marriage is more common in the 

country ,So program should focus on creating awareness abo ut marriage la\\' and 

1l1 aJTiage la\\' should be sirict ly implemented, 

.:. More IEC are required for all age levels to the comm unities in Gozam in \I"Orecla abou 

the ex istence and imponance of seek ing maternal he~lith carc sen 'ices by healt 

\\'orkers, 

.:. Since pregnancy re lated complications are the main reasons for utili zation of healt 

fac ilities, Therefore. community av.'areness program must focus on the danger sign 

related to pregnancy and ch ildbirth by hea lth prov iders, 

.:. Improving training and/or refreshment of TBAs. \I'ith the ne\\' ro le they shou ld play i 

handling pregnanc\' and ch ildbirth and integrate \I'ith in the forma l hea lth care systel 

by giv ing Priority train ing for female skilled delivery attendants 

.:. The re lationship between use of maternity care sen'ices and materna l mortality 

another area that needs research in Gozami n Woreda, 
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ANNEX 1: Questionnaire in English Version 

Addis Ababa University 

College of Development Studies 
Institute of Population Study 

Questionnaire for community based survey on factors influencing utilization of 
matemal hcalthcare services in Gozamin woreda of East Gojjam Zune of Amhara 
Region 

Greetings 
Hello' My name is from Gozamin woreda of East Gojjam zone of 
Amhara Regional Health Bureau. I am working in research team of Addis Ababa 
Uni\·ersity college of Development Studies. Department of Population Studies. W e are 
conducting a study of mothers Antenatal care all endances during pregnancy and place 
of deli very. You a re kind ly requested to be included in the study. which will have 
importance in improving materna l and child health sen ·ices. The interview ,,·ill take 
abo ut 50 minutes. No information concerning \O u. as indi\·id ual w ill be passed to 
another individua l or institution \\·ithout your agreement. Your parti cipation is 
voluntary and you have the right to not participate fu ll y or partia ll y. If yo u agree to be 
included in the study I wi ll start my questions by asking general identification poi nts. 
Only honest ans,,·ers would contribute to improvement of health planll1ing. 

The study has approval from Addis Ababa University. ··My [ continue?'· 
[ I' yes. continue intervie\\·ing 
If No. thank and stop intervie,,·ing 

Name of the inten· iewer ___ ____ Sign. __ Date ofinter\'i ew ___ _ 
Name of the supervisor. . S ign. Date ___ _ 

I. Household identification -------
01. Questionnaire code _ _ _____ _ 
02. Residence: Kebele ---_._--
03. G 0 11 ________ _ 

04 . HOllse number ---,--- -
N. B Please fill s on each answer sheet as foll o\\"5: 

- Time of start of intervi ew --:-------
- Time of end of interviewed _ _ _ _ __ _ 



Part I. Socio Demographic characteristics 
I 

No Quest ions Coding categories 

10 1 How old are you0 __ age in complete years 
9S. Don't know 

102 Place of res idence0 1. Rura l 
1 Urban , 
1. Orthodox 

I 103 What is yo ur re li gion0 2. Muslim , 
3. Catho lic 
-1. Protestant 

I 99. Other ( ~pec il)~ __ _ ,. ________ . ______ I 

I 104 To which e thnic group do I. Amhara 
I 

you be long0 99. Other specify I 

I 
I 105 What is the hi ghest leve l o f You 

- - Yo ur husband --
I education you completed" I. Never attended I. Illi terate 
I 
I 2. Read and ,'Tite on ly 2. Read and write only 

I 
, 

Primary school I to 6 3. Primar\'School (1-6 ) ). , 
4. Junior school 7 to 8 4. Junior school (7-S) 
5. Secondary school & 5. Secondary school & 
Above above 
99.0thers specify---------- 99. Others specify----- -

I 106 Have yo u done any work in 1. Yes 
the last 12 months" 2. No 

-- f--- - --
I 107 You Yo ur husband 
I ---
I Occupat ion" I. Housewife I. Farmer 
I 
I 2. Maid servant 2. Daily laborer I 

3. Civ il servant 3.Civil servant 
4. Merchant -1. Merchant 
99. Other (spec ify) 99. Others spec ify- -------

lOS What is the average famil y birr/day 
income Eer month') 9S, Don ' t know 

-
109 What I S your current 1. Currently married 

marital status? 2. Divorced 
, 

Widowed -), 

./, separated 
), Others specify------

110 How old were you at your -----------complete years 
first marriage" 98, Don't know 

, II I How old were yo u when Age in complete years--------------------
, YOU had your last child" 98 . Don ' t know 

I 
112 Do you have any sons or 1. Yes 

daughters to whom you 7, No • skip to 114 I 



Part 2: Pregnancy related characteristics 
- - - - ~--.-~ --~--.~ -,-----,- --

i t\'o Questions Coding category 
.- -. . - I- '-~--'---~-- .--, 
. 201 Was the pregnancy intended? I. Yes 
, 

2. 'Jo 
I - - - _ . --1--,-,-- . ,--- ~ , -- - -.-~ - ----- , -

I io~ Fro m where do yo u think a I . hea lth institution 
I 

I 
pregnant "oman could get ANC? 2. TBA 

I 
3. Relatives/ fri ends 

4. ellA 

i 
99. Others spec ify 

, 
203 If the answer is yes, fro m where I . healt h inst itution 

did you get thi s information? 2. Radio/TV 

J. TBA 
, 

4. Health provider , , , 
, 5. Relati ves/ t'i'iends 

6. Female association 

99. Others speci fy 

20-1 What for do you think would be I. Maternal health 

the benefits of AN C" 2. Child health 

I 3. Both ! 
98 . Don't know 

99. Others specify 

205 Did you see any one of the I. Yes 

antenatal cheek ups fo r the recent 2. No • skipto2 18 

I ch il d bi rth" 
. 

206 If \'es, at \\'hat gestational age did I . I'J months 

you go? 2. 4-6 mo nths 

i 3. 7-9 months 

I 98 . Don't know 

[207 If yes, what was the tota l number I , Once 



I 

1 
I ' 

of \'isits" , Two 

3. Three 

4. Four and more 
i-:--:~--I--:-~-------::-----::-=---c----:---+----;-:----c- -c---- - - - ----- -- ---- -

208 If you "ent for ANC check-ups to 1_ Hospita l 

209 

, 

,,-hich health insti tution did YOU 2. Health center 

go': 3. Clinics 

99. Others specify 
----- --- - -- - - ... -
Why did you go to that particular 

hea lth institution') 

(Multiple response is poss ible) 

I. Close [0 where I li\·e-------- I 

2. Little or no e"pense---------I 

3. Blr of health \\'ollers is best-

4. Conwnient time of sen 'ices---I 

5. High qua lity of sen·ices--- -----I 

99. Other spec ify-------------------I 
I 
r~2-1~0-~~I~f~Y-o-U-\-\-e-nt~D~0-r -A~~~C~c~h-e-ck~.-l-Ip-s-~~I -.~Y~e·s--

I ha\e yo u ever an inj ection on the 2. "10 

arm to prevent against T 

. 211 

. -
I 21~ 

213 

----_ ·_ --------- --1----· -- -
I r yes. how many times ha\'e "ou I . Once 

received such injections? 2. Two or more 
--------::-------I-=-~-------- - - -- -

What IS the mall1 reason you I. Health problem 

initiated fo r ANC follow up" 3. To start regular check up 

99. Other specify 

If you attended ANC. was health I. Yes 

education given during each visit" 2. "lo 

99. Don 't kno\\' 
--- --- ---- - -- -.- ----- - ---;-;:-,----;-;----:-- :--------;--- 1------

: 2 1-1 If health education " 'as gl ven. on Yes No 

what top ic? 1. ANC- ---------------1 2 

2. F/P-------------------I 2 

3. Baby care------------ I 2 
--- - - ------ - - - _.- ---- - --- - - - _ ._ . 

1\:0 



4. I3reastkeding ........ 1 2 

98. Don·t remember- ... 1 2 

99. Other specify-------- I 2 
.------ -=-:--:--------::---,--,-- --j-----c-----:--:-.-.--- - - - - --- ----------j 

2 15 Did you pa' fee dur ing yo ur I. Y <"5 

antenata l care~ 2. "10 
--- - - :-::--- --:---:----:--:---:---:--t--:----:-:----::-:-----:-c--c----.- -.-------- ----1 

216 If ves . how do you fee l abo ut the I. U naffordable 

217 

2 18 

payment for ANC? 2. Fair 

3. V cry small 
_.--,--:----_. __ .. _. __ ._--------

Ho\V much on average did yo u pa~ · ----------------birr 

for ANC service per , · i s it ~ I 
i 

])0 youlhink . that \\ a·ili l~g tim~ I -
\\ as a problem fo r attending A1\C) I 

- . 

I. Yes 

2. \:0 
--i--- --c----c-------,,--:----i-- - ------- .----

219 How much time on a'·erage did it ---------------hours 
_ .. _- .-----.- -~ 

take from home to the hea lth 

fac ility" 
-::-::-::---!--:-::,------ccc-;--- --:--:-:-:-;::-;;--:-:-:;----;:---+- -- - - --- ------ ---.----0-:-- -:--:----
2~O If ' ·ou did not attend .-\NC~ Why" Yes ]\0 

I. No or little knowledge 

about A'JC c1inics------------------- 1 1 

Being in a state of good health ....... 1 2 

Too busy to attend ANC clinics ..... 1 2 

Expenses for ANC cl inics are 

Unaffordab le ---------------------------1 

ANC clin ic too far from m)' home-- I 

Waiting time is too long at ANC --- I 

Husband disapproval ---------------- 1 

8. Poor qual ity of the services- ------ I 

9. Because of rel igion----------------- I 

10 .ANC attendance is useless ------ 1 

99.0thers specify 

2 

2 

2 

2 

2 

2 

2 

2 



Pari Ilf. Preference utiliz:llion of ~Iall'rnal Health care SelTicl' 

" . 0 

30] 

3 0~ 

303 

304 

305 

307 

Questions '---·-····-1 Coding Category 

Shou ld a healthy pregnanl women i·]. Yes -----.. - -.-

12. ~o 
.-.J 

attend ANC clinics 
~--c---;-;-·----­

I f yes at what month/gestationa l age 

should a pregnant woman attend 

ANC' 

Do "Ol~ kno\\' dangerous health 

problems related to PJegnancy~ 

If ' TS . can 'ou men tion some of then]") 

(More than one answer is possib le) 

Did you experience a hea llh probl em 

dur i n~ the last year pregnancy') 

Did , 'ou thi nk or de'·eloping dangerous 

health probkms during pregna ncy~ 

I I. ]-3 months 

2 . .j·G months 

3. 7·9 months 
._-.--- -----
I. Yes 

Yes No 

I.persistant vomiting······ I 2 

2.Anemia·· · · · · ··············1 

3.Leg swe lling·········· ····1 

4.Headache················· 1 

; 5.Vagina l bleed in g·········1 I ~ , 

G.Hypertens ion············· 1 

I 7.Scizurer·········· · · · · ····1 

2 

2 

2 

2 

2 

:2 

8.Abnormal feta l position· I 2 

9.0bstraced /pronged 

labour··········· ·· · · ·········· ] 2 

I O. Retained placenta· · ···· ] :2 
I 
i 99 .0 lhers speciey···········1 2 

_..J ... _ ___ .... ___ ..... . 
I I. Yes 
I ; I _. :\0 
I 
I 98. Don't remcmber 
i - 1- -- ---- - --.-----

I I. Yes 

Ino 
-c-----;----:-.---:--I !8~~n 't ~noll _ 

If the ansllcr is ves. please choose the I Yes No 



ans\vcr? 

(Choose more than once) 

- ---- - --- -- ._---

I.pcrs istan t \omiting------ I 2 

~.Anemia-------------------- I 7 

3.Leg swelling--------- ----- I 2 

-+. Headac he----------------- I 2 

5.Vaginal bl eeding--------- I 2 

6.Hypertens ion------------- 1 2 

7.Seizurcr------------------ 1 2 

8.Abnormal fetal position- 2 

9.0bstraced pronged 

labour---------- ---------------I 2 

I O.Retained placenta------ I 2 

99. Others spec i fy- -------- -- I 2 
_......J ___ ._ ____ _ _. ___ _ 

Pa,-t IV. Factors Intlucncing on the choice and assistanccs delivery and during 

dc1iYery 

rNO 

1401 

- -----
Questi "ns 

Where did you de li\ er your last baby? 

-+O~ Why did you want to del iver your 

bab\ in that particu lar place') (If in a 

hea lth institution) 

Coding category 
-------;--------_._--
1. Hospital 

2. Health center 

3. Health stati on/cl inic 

4. Home. 

99. Others specify------- -

I . C lose to " here I li ve Hi gh 

2. quality services 

3 . Good approach of health workers 

4. Littl e ex pe nses to deliver in thi s 

5. particular insti tu tion 
'-----



403 If you delivered at home, W hy? 

(More than one answer is poss ible) 

40-1 If you deli vered at home \\'ho assisted 

yOU duri ng de liYen'? I - , 
I 

99, Other speei fy 

Yes ~o 

I , E:-.: pences for deliverv at hea lth 

institution is unafforda ble-----I 2 

o Oilike beha\'iors of hea lth 

\\'orkers at heal th institution---I 2 

3, Wi shes to deli\ 'er at home 

\\'here rel ati ves are nearby------I 2 

-1, y Io re trust on TBAs re Iati\'es 

than health workers 

a t hea lth instituti on--------------I 2 

99,Others speei fy-- ----------- ----I 2 

I, Health workers 

2, TBA 

3, C lose relativesdi'iends 

-1, Neighbors 

), No one 

99, Others speeify ____ _ 

405 What \\"ere your husbands or partner' s I, Positive 

-

-106 

att itude towards ANC attendance') 

j ---,-- -----------
I If \ou \\ant to deli \'er in the health faci lity, 

I \\ 'ho will make the linal deci sion') 

L---,-l ____ _ 

98,00n'( know 
---- - - --

I , Just me 

2, My husband 

99, Others spec ify 



Pa r! Fi,·c: Q ua li !' uf antenatal tare 

---r ----- --
'io Questions Ca tcoorY b . 

- -. - ----_.-.. ------ -
501 How long lias the lime 'ou spent in lI·ai ting to get I . Short 

502 Did you think that lack of pri l·ac), lYas problem at 

.-\NCO 

2. Fa ir 

3. Long 

1. Yes 

2. "io 

503 What is your feel ing abou t lhe qual ity o f Al\C I . Good 

given': 2. Satisfactory 

3. Poor 
-- --- -

504 Do YO LI ha,·e confidence on the service prol ·ided aI 1. Yes 

I thaI hea lth institution 2. ,,"0 

98. Don' t knOll· 

. 505 j Ij ~" - ,j;;-)';;u~-ank the b~i1a, · ior of h-calth lIo rkers I. Very go-od----- -

506 

prov id ing A:\C se rvice? 

._---- --
How do you fee l about the distance from your 

home to the nearest hea lth institution? (Healrh 

i center. Cl ini c I 
I 

. 507 11-1011 101~g ~Iocs ii-i;ke i-;-t ral el-fi:O m lou l:-hon1e-l~' 

I the nC3 rest health instituti on" 
! 

2. Good 

3. Fai r 

4. Bad 

I. Very close 

3. Too far 

Hours 



An n ex 2: Eng lis h FCD Gu ide 

Introduc ti on 

Good morning' \\'ell comc to our group discussion. 

My name is----------------------. l'v l: collogllt:s nl.!a r t() 1l1C is-----------------. \\ "c came 

from the Regional Health Bureau . 

Read the fo llo\\·ing as it is: 

"A ft c r \\e conduct some brie f introd uction. \\e \I·il l be' talking abou t se,·era l di ffe rent 

issues. " 'c \li ll be a, kins ' ·ou qUe's ti o ns about 'l,ur o,·cra ll expe rience \\·it h the 

mat<: rn al healthcare serv ices in ' ou r locality and qUe's tio ns perwi ning to pregnan C\· 

relate'd health prob lems. preferences to place of .:k li,"Cr' and f'lc tors in Jl ue ncing 

uti li za tion of the avai lable health sen ·ices. Then. \\e' will conclude the sess ion b,' 

asking you for 'our re.:ommendat ions on how such I'rog ram mi ght be im plcme'ntcd in 

yo ur cOlll lll unity til an' way in the futu re. 

\\ 'ou ld you be \\·i lling to participate in the discuss ion·' If Yes. proceed. if no. thank and 

stop the discuss io n. 

Name o f the moderator. ------------. ------- S ign--------------. 

(Signature oCthe moderator ceniEes that consent has been obtai ned verball,·). 

Datc------------ --Ti mc-------- --. 

Preparat ion 

T opic; Commun ity percept ion of Antenatal care utilization and preferences to place o f 

del i\e ry 

T arget audience : pregnant women. husbands. re ligi ous &. communit, leaders and 

hea lth workers. 

Obj ectin of the discuss ion 

- To ex pl ore the community 's understand and perceptions of Antenatal care util ization 

and preference to place o f deliver, in Gozamine \loreda 



- To assess f~l ctors afL.:cting util ization l)r matt:rnal health U:lrL' :,cr\-iccs particular!: 

Antenatal and de li ver) ~are , inc luding 1'1' "accination, 

Description of the participants 

A total of fo ur focus groups, each compri s ing a minimum of eighl and a ma:-.:illl um of 

len parti c ipants \\ill be invoh'ed, 

I, :\ext \\ 'e would lik e to hear a litt le abo ut your e:-.:perience or kno \\ledge about 

antenatal care, childbec:ing and poslIlatal care sen-icL', 

1,1, W ho can te ll us about anlenna\. de li, 'e ry and posrnaral care sen'ices0 

1,2 Is th ere any heahh education gi,'en aboul A~C. DC and hO\, much IS ilS 

importance? 

1,3 W ho \\ould like Ie' tell us dan ge rous health prllbkms rela ted to pregnancy and 

ch ildbirth and its cause, consequences and pre\\?ntion methods') 

Pregnancy related risks and antenatal care 

2, Now we would like to ask you spec ific questions about health problems related 

pregnancy and childbinh, 

2,1, Do you think that a healthy pregnant woman should attend Ai'\C0 why') 

2,2, Where do you think is the best place for Al\Co \\ 'hiO 

3, V'hat are the pr imary reasons fo r pregnant women not attend ANC c1inics0 

-l, What are the prim an' reasons pregnant women should attend ANC c1inics0 

5, V, here do you think the best place for delivering a child0 \\ 'hy0 

6, Vv'll0 do thi nk the best person to assis t during deli'erv0 Whv0 

7, \Yhat is your o pin i,' n about ANC. and preferences to place of de li verv Ji'Oll1 local 

cullLIral and religion poi nt of view0 

8, V, 'hi ch groups of th" population do you expect no t to utilize th e services and what 

are the ir reasons0 



1 

Annex 3: Tolerance and VIF ntlues to check multicollinearity cfleets in the 
models 

1--- ~~-=: Colhn~3rit ) S t ati~~i.~_~ __ 
.\ NC model DC model 

r --.---
1 \ 'ariablcs --I --. 

T , V IF T - _._ .. 
, cu rrcnt age of respondent , .9 15 i 
i';'es-pondents residence -1---3 if;- -- 2.680 

i respondents of ed ucatio;;-siatus : - - ::;-i :i i 
I'Hus band ed uction status ,-'-6; 3-, - .- 1.53 I 

l \\ 'O ~'k status .679 i 

1.09~ 

-. 
1.47~ 

l_occupation of respondent s 1 .607 1 

: Husband occupation ! .326 1 
__ . __ . __ .. ____ ____ . ___ L. ___ ._ ., ___ . . 

1.6r 

3.066 

I cun:cn!.~.:narriatal stat us ___ 1 __ 898-1_ I. I 1-1 
t\u lllber o f li"ing ch ildren .386 1 

i l ;~l';-;iY size - --,--- ]"65 L' .. 
:'X,~e rage parity of last chi ld _=--=- 3f1T::-'--
! J ~I~~I~~;I~~~~~I~~ed tor the _ ___ _ 770 i 

~.59~ 

1. 156 
-

2.826 

1.298 

I knowledge of dangerous health 887 1 
' problem s related to .\NC ~_. ___ . 

\\ '3S pregnanc" plalmed? .859 

. I. 127. j __ 

:;::1. l _. ____ .. _ 

I place of de li \"ery c_a_re _ _ --t' ~_ .. 
A:--JC care status 

1 

Source: Own survey data, 20 I 0 
T= Tolerance 
\'IF=Variance-inn ation factor 

.917 

.352 

.3 60 

.62 1 

.649 

.6 10 

VIF - . 
1.090 
2.8-10 

--~-

]..776 

1.610 

I .5-11 --- - - - .. _. 
1. 639 - - - -- .. ._-----_ . 

.38 1 2.626 
-- -- ----- -
l57

1 
1.167 

.3 85 2.599 _._-- . --_.- -

.889 I .1 2-1 
------- ------

.365 ].. 742 --- .-. ----

.688 1.-153 

.854 1.171 
--_."._-- -.- -j 

.848 11 79 1 
---- _. , 

I 
- --

--1 62; 1 .6 14 
------ .--_ ... I 



\n lll' \ -I : Coolinl'" of l11olil'i fit 

Vlolk l SU l11l11ar~ for lie l i"cr~ · 

- ~ Log Co;: 8.: Snell R :\agelkerk e R 
Step likelihood Square Square 

1 351.909(a) A55 .6-19 

Hosmer and Lemesho\\ Tcs t of dcliycry 

Step Chi-square df Sig. 
1 17.986 8 . O~I 

-~ Log Cox 8.: Snell R l\agelkerke R 
Step li kel ihood Square Square 
1 396.969(a) A91 .66~ 

Hosmer and Lcmcsho\\ Test of' i\:-;C 

18.618 8 
Sig· 1 
.01 7 

Chi-square Of 



.. \ppendi~ 5 : \Llp location uf Cozalllill \\ oreda 

LOCATIO~ JIAP Of GOLHIE\ "ORED.-\ 

1---

Legend 

~t:. :~;:., ~" 
".- . 

. . , 
- ~'~'- .- - ." ' .'" 

I Legend 

I 

I -- - ~-"a" .. ,.", 

- J 
-, 

\. 

Lege rd 

: .. :7. 
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