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Abstract 

Even though availability of malemal heallh care service is essenlial for improvemel1l of 

maternal heallh, lillie is known aboul the utilization in rural areas where lhe Health 

Extension Program is implemented. This sludy is aimed al assessing lhe sign.ificance of 

health extension program in improving Ihe lIliliZaiion of maternal health service in rural 

Adama towards the maier/wi health care services. 

Th e study utilized quantitative and qualitative data collecled in the month of March 2010. 

The study is cross-sectional by design and applying a mullistage sampling technique a 

total of 582 women who had at least one live birth in lhe five years preceding the study 

andlor pregnalll al lhe time of the sludy were selected from four kebeles. A univariale, 

bivariale and multivariale analyses were done using frequencies, x2 and binary logistic 

regressions, respeclively. 

Among all women, 51.9%, 7.9% and 10.4% received antenatal care, professional 

ussisted delivery and postnatal care servias, respectively. From antenatal care service 

allen danis, about 35% of women received the service from health extension workers. 

Women in Ihe health extension program il1lervenlion kebeles were more likely to receive 

({menmal care service (OR= 7.090, 95% Cl= 4.450-11.297) and gave birth emended by 

professionals (OR = 3.018, 95% Cl1.019 - 8.939) than those in non interveillion kebeles. 

Within women in the inlervention kebeles 75% were antenatal care allendant and 12.3% 

received professional aI/ended delivery care service whereas of women in nOll 

intervention kebeles - only 28.6 % and 3.4% of women were received antenataL and 

professional allended delivery care service, respeclively. 

The overall impression given by this study is lhat, wOlllen in intervel1lion kebeles utilized 

services beller Ihan in non-intervention kebeles. The findings suggest that improvement of 

maternal health in rural areas would require the introduction of several measures, the 

mOsl effeclive being the expansion of community level program interventions while 

strengthening the available programs 10 provide quality service. 
ix 



CHAPTER O:\,E 

II\TRODLCTIO:\, 

1.1. BACKclwll:-,;n 

Around the world, people celebrate the birth of a new baby. Societies expect women to bear 

children, and honour women for the ir role as mothers. Yet in most of the world, pregnancy 

and childbirth is a ri sky journey. Ma ternal mortality- the dea th of women during pregnancy, 

childbirth , or in the 42 days after delivery-remains a major challenge to hea lth systems 

worldwide. It is one of the Millennium Development Goals (MDG 5) which is off ~'ack in 

most developin g countri es. The most recent research finding on matern al mortality measures 

indicated that, there were 342,900 maternal deaths worldwide in 2008, down from 526,300 in 

1980. The globa l Maternal Mortality Ratio (MMR) dec reased from 422 in 1980 to 320 in 

1990, and was 25 1 per 100000 li ve births in 2008. These fi ndi ngs show the su bstantial 

variation in performance across countries in reduction of the MMR. Countries in North 

Africa and the Middle East, parts of Latin Ameri ca, and South and East Asia had the largest 

declines . Increases in the MMR ha ve been documented in sub-saharan African countri es with 

large HIY epidemics (Hogan eT al. , 20 I 0). 

Globa l status of maternal health provides one of the most striking examples of di sparity 

between rich and poor countries. Of the approximately half a million materna l deaths and 

four million newborn deaths that occur each year, 98%-99% occur in the poorest countries of 

the world (WHO eT at., 2007). The risk of maternal death in developing countri es particularly 

in sub-saharan Africa is estimated to be one in 16, whil e for the developed countri es it is 

about one in 3800 women (UN, 2007). Abou t half of the nearly 120 million women who gi ve 

birth each year experi ence some kind o f complicati on during their pregnanc ies and between 

15 and 20 milli on develop di sab ilities such as severe anaemia, damage to the reproducti ve 

organs or nervous system, chroni c pain , and infertility (PRB, 2002). 

The research by Hoga n eT at. (2010) indica ted that more than 50% of all maternal death s were 

in onl y six countries in 2008 including Ethiopia (N igeria, Pak istan , Afghanistan and 



Democratic Republic of Congo). The es timated MMR of Eth io pi a was based on the census, 

surveys, DHS and published work reporting population based studies on materna l mortality at 

nat ional or sub na tional level. The materna l mortality rati o of the country was 106 1 in 1980; 

968 in 1990; 937 in 2000 and it further decline to 590 (35 8-932) in 2008 (Hogan el al. , 2010). 

The two rounds DHS in Ethiopi a, found that 263 and 197 maternal death s giving MMR of 

871 and 673 per 100,000 live births, respecti vely for the peri ods 1994-2000 and 1998-2004, 

respectively (CSA and ORC Macro, 2006). Maternal deaths accounted for 2 1 percent of a ll 

deaths to women age 15-49; in o ther words , more than one in five Ethiopian women w ho 

died in the seven years preceding the survey died from pregnancy o r pregnancy-rela ted 

causes (CSA and ORC Macro, 2006). 

The tragedy and opportunity is the vast majority of matern al deaths and di sabilit ies could be 

prevented through providi ng appropriate reproducti ve, particu la rl y matern al healrh services 

during pregnancy, labor and child birth and after pregnancy . However, millions of women 

sti ll endure the ri sks of pregnancy and childbirth under conditi ons virtua ll y unchanged over 

time. 

Improvi ng maternal health and reducing maternal mortality have been key concerns of 

several internati onal summits and confe rences since the late 1980s, including the Mill ennium 

Summit in 2000. However, materna l mortality has decreased at an average of less than 1% 

per year globally and approx imately 0. 1% annually in sub-Saharan Afri ca between 1990 and 

2005. Reducing matellla l mortali ty requires increased a ttenti on to improved health care fo r 

women (WHO el al ., 2007). Globa l initi ati ves to intensify po li cy in tervention for marernal 

mortality began with the Safe Motherhood Initiati ve in 1987 . Since the promotion of safe 

motherhood init ia ti ve, the interventions for pre venting and treating complications of 

pregnancy and childbirth are well-recogni zed , but greater commitments and in vestments are 

needed to make such interventions effective. Matern al mortality measure reflects the 

accessibiliry and uti liza ti on of antenatal, delivery and immediate post deli very care avail abl e 

to women. Maternal hea lth is a good ind icator of both health sta tu s and the leve l of 

socioeconomic sratus attained in any communiry. 

Ens uring safe morherhood requires recogn izing and supporting the ri ghts of women and gi rl s 

to lead healthy li ves. It requires raising awareness of compl ications associa ted with 

pregnancy and childbirth , providi ng access to hi gh-quality health services (antenatal , 

de li very, postpartum, famil y planning, etc.), and e liminating harmful practices. 
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Maternal health care includes care during pregnancy , labor and ch ildbirth and postpartum 

peri od and should begin from earl y stage of pregnancy. Certain obstetric emergencies cannot 

be predicted th rough antenatal screening. One of the most important functions of ANC is to 

offer hea lth information, advice about pregnancy related compli cations and poss ible curative 

meas ures and services that can signifi cantly improve the health of women. Antenata l care can 

al so playa critica l role in preparing a women an d her family for birth by estab li shing 

confidence between the woma n and her health care provider and by indi vidualizing 

promoti onal hea lth messages. 

Further antenatal visits may rai se awareness about the need for care during delivery or give 

women and thei r famili es a familiarity with health faciliti es th at enables them to seek help 

more effici entl y during compli cation. In addition, ANC appears to have a positi ve impact on 

the utilization of postnatal healthcare services 

The World Health Orga ni zation recommended at least four ANC visits in th e course of 

pregnancy (WHO, 2009). However, uptake of these services is very limi ted in Ethiopia and 

far from universal even in settings where they are wide ly available. Therefore, increasing the 

utili zation of available materna l care service is undeniable strategy to reduce deaths related to 

pregnancy and child bi rth and also improve the health of mothers. These interventions are 

limited in the rural areas where the government of Ethiopia has given attention in recent 

years. 

Promotion 01· matern al health has been one of the most important components of the 

Ethi opian government Health Sector Development Program (HSDP) planning which shows 

commitment to the safe motherhood program wi thin the wider context of reproducti ve health . 

The government established and has been imp lementing the Health Sector Development 

Program (HSDP) since 1997/8, which incorporates a 20-year health development strategy, 

through a seri es of fi ve-year in vestment programs, to achieve universa l access to essenti al 

primary health care services . The first phase of HSDP was completed in 2002 and the second 

in 2005 . Th is necess itated the deve lopment of the current phase of HSDP (lII), which covers 

a period of five years, i.e., 2005 to 2010. The focus area of the current HSDP is maternal 

health, child health , HI VITB and malaria. There is a strong foc us in rural areas, and in 

ex tending hea lth services from static to outreach fac iliti es (FMoH, 2005). 
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According to the two EOHS res ults, antenatal care service utilization in Ethi opia is at low 

level and almost there was no change during the two survey periods: 27 % (at least one visit) 

in 2000 and 28 % in 200S. The percentage of women who made fou r or more ANC visits 

increased from 10 % to 12 % during the sa me period (O RC Macro, 2007). 

Ski ll ed care during labor and ch ild birth is the lowest even as compared with other sub­

Saharan Afri can Countries. The percentage of births deli vered by a hea lth professional is 10 

times hi gher in the Cameroon (62%) than in Ethiopia (6%). Similarly , the proportion of birth s 

deli vered in a hea lth faci lity is more than 10 times hi gher in Senegal (62 percent), Ma lawi (S 7 

percent) and Lesotho (S2 percent), than in Ethiopia (S percent). (ORC Macro, 2007) 

Th is study uses data gathered from women who had at least one live birth durin g the five 

years before the study andlor from women who had no previous li ve birth with in or out of 

the reference period but pregnant at the time of the study. The knowledge, atti tude and 

practice of women li ving in hea lth program intervention area and non intervention area was 

assessed. Therefore, thi s study is aimed at assessi ng the change that has taken place due to 

interven tion in the level of maternity service utilization in Adama rural kebeles. 

The res ult of the study indicated that there is an improvement in materna l health care services 

utili zation after the initiatioll of health extension program intervention in 2004/200S. From all 

women, SI.9%, 7.9% and 10.4% received antenatal care, professional assisted delivery and 

postnatal care services, respecti vely. From antenatal care service attendants, about 3S% had 

rece ived the service from health ex tension workers. Women in the hea lth ex tension program 

intervention kebe les were more likely to receive maternal hea lth care services. This 

improvement in the utilization of materna l hea lth services 

) .2. ST'\TE~IENT OF TilE PROBLEM 

According to the last Ethiopian popu lation and housing cens us resu lt, the total population of 

the country in 2007 was 73.92 milli on of which 37 .3 million are male and 36.62 million are 

fema le. Ethiopia is one of the least urbanized countries where the majority of the popu lation; 

83.8 percent, resides in the rural areas and has littl e access to any type of modern health 

institution (FO RE, 2008). 

Ethi opia su ffers from a severe shortage of both health personnel and accessible faci lit ies. 

Approx imately 30 percent of househo lds were es timated to li ve more than 10 kil ometers 
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away from the nearest hospital, health center, or health stat ion. Urba n areas with 4--6 perce nt 

of the tota l population have 44 percent of all hea lth faciliti es. Moreover, most faciliti es have 

inadequate supplies of drugs and equipment, poor equipment maintenance, and a 

deteri orating infrastructure (Sameh el aI., 2009). In the year 2006/07 physician-to-population 

ratio of Ethiopia was 1:42,706 and it remains among the lowest in the world. The nurse-to­

popul ation rati o in the same period was 1:4,250. Ethi opia' s maternal mortality rati o is among 

the highes t by the developing countries standard, and continues at very hi gh level (FMoH, 

2007). 

Researches in developing countries indicated that, the poor or nonex istence of health care 

service ; low utili zati on rate and shortage of trained personne l during pregnancy, childbirth 

and postpartum peri od are the major factors whi ch contributed to poor maternal hea lth 

outcome in these countries. 

Analys is o f factors associated with maternal death in Kenyan Hospita ls indicated that, in 

additi on to hi gher maternal age, high fertility, lower educational attainment, lack of antenatal 

clinic attendance and unobserved hospital factors such as resources, equipments supplies and 

hospital admini strations and management are associated with maternal death (Magadi el al., 

200 1). A ttendance at deli very by ski lied health professional is essenti al. The regions with the 

lowest proportion of ski lled health attendants at birth are South As ian and Sub Sahara Africa, 

whi ch al so have the highest number of matern al deaths (UN, 2007). 

Absence of skilled birth attendant at birth is another risk factor increasing the probability of 

death (World Bank, 2002). A recent research in Eth iopia by Abraha and Nigatu (2009) 

indicated the signifi cant association be tween n'end of materna l mortality rat io and health 

service coverage. The analys is was based on 14 years; covering 1995-2008, data on health 

and hea lth re lated indicators by the EMoR. The research revea led that the trends of total 

fertility rate, physician per 100,000 popu lat ion, skilled birth attendance and postnatal care 

coverage were found to have sign ificant association with Maternal Mortality Ratio trend. 

Ski lled birth attendance rate and postnatal care coverage had negative associati on with 

materna l mortality ratio. T he finding suggested that, to reduce maternal morta li ty ratio to a 

greater ex tent, skill ed birth attendance rate and postnatal care coverage should get increased 

(A braha and Nigatu , 2009) 
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The percenrage of women who receive no anrenata l care is 37 percent in Africa, 35 percent in 

As ia, and 27 percent in Latin America and the Caribbean. Each year, 60 mil li on women give 

birth with the help of an untrained traditional birth attenda nt or fa mil y member or with no 

help at all. The majority of women in developing cou ntries receive no postpartum care 

(Boender el al. , 2004). 

In Eth iopia lack of hea lth serv ices, low utili zati on of hea lth services, high fe rtility, harmful 

n·aditi onal practices such as earl y marriage and fe male gen ital mutilation are among the li kely 

fac tors for the hi gh materna l mortality (ES PS, 2008). 

Maternity services can p laya vita l role in achieving improved reproducti ve outcomes in 

various societies, particularl y in rural setti ngs (B hati a, 1995). However, utilization of 

avail able services contin ues to be low throughout the worl d, and sub-Saharan Africa is no 

excepti on, it being particularly ev ident in rural areas. [n most rural areas of Ethiopia like 

other African counn·ies, rural women's access to maternity care service is re lati vely very low; 

women had to travel long dis tance to get to the neares t health fac ili ty. The scarcity of 

vehicles, especia ll y in remote areas, and poor road conditi on can make it more diffi cult for 

pregnant women to reac h the nearest health facility. Walking is the primary mode of 

transportation even for women in labor (Yared and Asna kech, 2002). 

Pol icy initiati ves, in health and population , ha ve emphasized the importance of e nhanc ing 

access to a basic package of quality primary heal th care services. As part of the HSDP effon , 

in 2003, the Ethi opian Federa l Mini stry of Health (FMoH) launched a new hea lth care p lan, 

the "Accelerated Expansion of Primary Health Care Coverage," through a comprehensive 

Health Ex tension Program (HEP). Recogn izing the huge gap between need and health care 

services avail able, the FMoH has focused on "prov id ing quality promotive, preventi ve, and 

selected curat ive health care services in aIL accessible and equ itable manner to reach all 

seg ments of the popul at ion, with special attenti on to mothers and children. To make the 

hea lth service ava ilable in rural kebeles, the government constructed a number of hea lth 

service faci li ti es eq uipped with the necessary med ical suppli es, and deployed two Health 

Extension Workers (HEWs) per kebe les, which covers nearly 5000 popu lation. The HEWs 

work with community volunteers and village admi ni strati on units to prov ide 16 different 

primary hea lth care services. The Hea lth Services Extension Program was adopted and 

included a comprehensive maternal an d child health package (including child hea lth services 

such as an Expanded Program of Im muni zation and In tegrated Management of Childhood 
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Illness); and reproducti ve health services inc luding maternal hea lth care services - antenata l 

care, safe and clean deli very and pos tnatal care services (Sameh e l al., 2009) 

The importance of socio-demographic factors, culwra l and serv ice factors in shaping the use 

of maternity service in rural setting has been indicated on various researches. According ly, 

the government of Ethi opia has made efforts in response to the findin gs and 

recommendations of researchers . Accord ing to EDHS 2005 , the most important reason o f 

women for not seeking health care was concern that there may not be a health provider (81 

percent) and for nearly 68%, it was of women concerned about di stance from hea lth fac ility. 

As it is known the focus of hea lth service ex tension program is to avai l service in accessible 

and equ itab le manner so that all segments of the soc iety ca n be ne fit from it. Differential in 

service utili zation among urban and rural areas have given ev idence on the relationship 

between access ibi li ty and use of hea lth service and improvement in health statu s. After the 

initi a ti on of health ex tension program in rural areas no national level community based 

survey was undertaken to assess the significance of the interventi on in changing health 

related indi cators. 

Information on the impact of the health ex tension program on the knowledge, perception and 

level of maternity service utili zat ion has becomes an important iss ue o f the time and most 

national and international organi zations are in need of it. The few ex isti ng studi es tend to be 

urban based and tends to foc us on the socio demographic fac tors influenci ng serv ice 

utili za ti on. However, address ing maternal heal th issues should encompass soc ial, cul tural , 

health syste m and health policy fac tors as well. Studies concerning the issue are sca rce in the 

Oromia Region, particul arly in Adama area. 

There fore, thi s study explored the significance of the Health Extension Program (HEP) in the 

knowledge, attitude and utiliza ti on of materna l care service in rural Adama wereda, East 

Showa zone of Oromia region. Consequentl y, the results prov ide information for designi ng 

re levant program planners and implementers to strengthen the hea lth ex tension program and 

fo r plann ing o f interventions necessary to improve service utili zati on in the study area . Thi s 

in turn will have far reaching imp lication for women's health status as well as for the 

achievement of MOO 5 - improve materna l hea lth. 
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CH;tPTER TWO 

L1TER;tTURE REVIEW 

2.1. ,\IOIH·I. \' J) F \ l' rOHS Ill· \I \ TI ': II' IT)' SEll \ ICI·, L'III.I/. UIO, 

2. 1.1. The 'Follr Delays ' Model 

Research shows that women's li ves ca n be saved and their su ffering reduced if hea lth systems 

address serious and life-threatening complications when they occur. One of the best ways to 

do this is to make sure that women receive sk illed care at deli very and have access to hi gh­

quality treatment if pregnancy compli cations OCC UI'. Yet, women face mul tiple delays in 

seeking and receiving lifesaving care when they need. They may not recogni ze the signs of 

li fe- threatening complica ti ons (Delay One). They may postpone decidi ng to seek care (Delay 

Two). It may take too long to reach appropriate care (Delay Three). Women may receive 

substandard or slow care at health facil ities (Delay Four). Making motherhood a safer time 

in women's li ves requires co ntinllous and foc llsed improvem~nt of health systems and 

commitment at all levels: in the home, communi ty, clinic, country, and at the imernational 

level (Elizabeth et aI., 2002). 

2.1.2. Factors of Matel'llity Service Utilization 

In this sec ti on the soc io demographic and service factors determining urili zati on of health 

service during pregnancy, child birth and postpartum period are di scussed as follows: 

2.1.2.1. Socio- Demographic Factors 

This section discussed findings o f studies which examined the factors affecting maternity 

service utili za ti on parti cularly ANC service in rura l areas of developing coun tries. ANC 

service is preferred due to its importance in ini tiati ng women to seek care during childbirth 

and posq)artum period. Some of these factors are discussed as fo ll ows. 

Parity: Studies fou nd strong associa tions between parity and ANC utili zation . Higher parity 

was generall y a barrier to adeq uate use of ANC service, a study conducted in Addi s Ababa 
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showed that non -attendance is highest for those pregnant women, who are of high parity 

(Mesganaw, 1992). Another Study cond ucted in Southern Ethiopia also indicated th at women 

with hi gher parity tend to delay prenata l care th an lower parity (Belay 1997). 

Education: Studi es fo und that women' s education was the best predi ctor of ANC visits. 

Women with better educati on were more like ly to receive the recommended number of ANC 

visits. Regardless of their income difference, more educated moth ers are aware of earl y care 

and birth outcome and are more li kely to start ANC visits earl y than less educated women 

(Be lay, 1997). 

Birth Interval: Studi es in India and Kenya found that birth interval were associated wi th 

ANC visits. Births occurrin g after an interval of more than three years received more frequen t 

ANC visits than those where the preceding birth was within two years (Magadi et 01. , 2000, 

Navaneetham & Dhannalingam 2002). 

Marital Status: Married women were more like ly to receive ANC and seek earlier th an 

single or unmarried women (McCaw-Binns eT 01. , 1995). Unmarried women in Kenya, who 

started childbearing before 20 years of age, had fewer antenatal visits than married women 

who started at a later age (Magadi eT 01., 2000). The study in southern Ethi opia (Belay , 1997) 

indicated that being pregnant out of wedlock avoid or de lay the use of prenatal care or no 

prenatal care. 

2.1.2.2. Service Factor: Availability aud Accessibility 

Access to and use of maternity care services is critical to the surviva l of both the mother and 

her baby. Many people be lieve access to thi s service should be promoted as an essential 

human right. However, the reality is two-thirds of mothers in th e developing world deli ver at 

home and almost half are attended onl y by famil y, neighbours, or unskilled attendants and of 

course, some de li ver a lone. 

In Bangladesh, for exa mp le, up to 80 percent of urban and virtuall y all rural birth s take place 

at home. Furthermore, access to thi s service is ti ed more closely to economic statu s than any 

other hea lth intervention. For cu ltural and other reasons, so me wo men do not seek out a 

skilled attendant andlor a fac ility fo r the birth even when the service is avail able . Care is 

often subs tandard and mothers may be treated poorl y. In some areas, hea lth fa cili ties lack 

bas ic supp lies and conditions are not hygienic (PRB, 2004). 
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A community based program in the Gadchirol i district of India, has establi shed strong 

evidence that accessibil ity of service is curtail for use. In the di strict a program (SEA RCH) 

has deve loped a re markable approach to home-based hea lth care (83 percent o f births in rural 

India occ ur at home) that benefits both new borns and their mothers . The villagers have 

virtuall y no access to hea lth fac ilities. SEARCH introduced neonatal care through trained 

village hea lth workers and trained birth attendants, who provide hea lth educati on to mothers, 

support breastfeeding and maintenance of body temperature, and recogni ze danger signs in 

mothers and babies. By the third year of the program, SEARCH had recorded a 62 percent 

reduc tion in the neonatal mortality rate as wel l as a significant reduction in vari ous neonatal 

and maternal morbidities for the intervention areas (A nne el aI. , 2002). 

In rural areas where there is no or little access to health fac ilities providing maternity care, 

the cha llenges o f women are very severe. In most rura l areas in Africa, rural women access to 

maternity care service is re la ti vely very low; women have to travel long di stance to get to the 

nearest heal th fac ility. The scarcity of vehic le, especiall y in remote areas, and poor road 

condition can make it more diffic ult for pregnant women to reach to the nearest hea lth 

faci lity. Walki ng is the primary mode of transportation even for women in labor (Yared and 

Asnakech , 2002). 

One major prob lem is that, in many countries, the bulk of public spending on heal th is 

directed toward hospitals in urban areas and spec iali st care at the expense of rural primary 

care fac ilities. As a resul t, primary care fac ilities are often short-staffed and lack ing supplies. 

Thus, many patients bypass these faci liti es and go direc tly to hospital s for care, expecti ng 

bas ic hea lth services. This process, in turn , prov ides further jus tification for pub li c spendin g 

on hospita ls. 

A common prescription for hea lth sys tems is to direct more resources toward primary- level 

faciliti es and care. By increasing and strengthening these services, programs could address 

important access ib ili ty issues : traveltime to the nearest facility or to a fac ility with needed or 

desired services and res idence in a rural or neg lected area, where services are scarce or 

unavai lable. [n Gha na, resea rchers estimated that reducing the average di stance to the nearest 

publ ic clinic could increase use by more than 90 percent (PRB, 2004). 

Si nce the late 1980s, many developing countri es have initiated efforts to improve the ir hea lth 

care systems. A number of factors prompted these efforts: insuffi cient fundin g for hea lth ; the 
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lack of basic health services for many citizens; and the poor quality, low accou l1labili ty, and 

ineffic iency of ex isting health services. To address these iss ues, many governments launc hed 

health sector re forms, whi ch are intensive long-term efforts to strengthen and improve health 

sys tems and , ultimately, improve their citi zens' hea lth status (PRB , 2003). 

During the 1990s-especially after the 1994 Internati onal Conference on Popul ation and 

Development (ICPD)- many countr ies in troduced initiatives to expand and improve 

reproductive health care. The ICPD Program of Action ca lled for a wide range of social 

in vestments and specifica lly for prima ry health services that wo uld provide a comprehensive 

pac kage of reproductive health care. Such care includes family planni ng information and 

services; safe pregnancy and de livery services and prevention of sexuall y transmi tted 

in fec tions inc ludi ng HI Y/AIDS. Hea lth sector reform may involve a number of strategies, 

po licies, and interventi ons designed to stTengthen the hea lth system so that it ca n better 

achieve public hea lth goals (PRB , 2003). A strong hea lth system will possib ly activate the 

commitment of the hea lth service provider and managers to serve the community with full 

capacity. 

2.2 . CI.II.\I.\(; 11/1- URIIA \-R( 11.11 (i.·I/, 

Primary heal t.h care-the approach identified in the 1970s for achieving 'Hea lth for All ' by 

2000- is still an important strategy for reaching the underserved . Although the definition of 

primary health care vari es, a common aim is to make basic health services affordable and 

wide ly avail able, especially to poor and rura l people. The ultimate goal is to improve hea lth 

qui ckl y at re lati vely low cost. Thi s approach led many cou ntri es to di spatch thousands of 

comm unity health workers to vill ages and rural areas to deli ver basic, low cost services to the 

poor (Dara, 2004). 

As an example, in the 1970s, Ihe Iranian governmenl 's policies emphasized prevention as a 

long-Ierm inve.wllenl, allacarion of resources to rural and linder-privileged areas. A nerwork 

of dis lricl re{/lllS 10 manage alld oversee aim as I 2500 village-based ntral heallh centres was 

esrablished. Each of Ihe ntral healrll cel1fres oversees 1- 5 slIlalier poinrs of care known as 

"heallh hOllses ". Wirh 17, 000 oflhese health hOllses, over 90% of the rural population has 

access to health care. In remote rural areas, these health houses are slaffed by Behvarz 

(1Il IlIIi-pllrpose heallh workers) who are selecled by Ihe cOllllllunity, receive berween 12 and 

18 111011 [115 training alld are [h ell recruited by the government. The district teams provide 
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lraining based 011 problem solving, as IVeli as ongoing supervision (Illd SUPpOrT. Over Ihe 

years, Ihe Primary !-leallh Care (PJ-IC) nelwork has grown and is now able LO provide 

services LO over 24 lIIil/ioll people in rural viI/ages and smal/ cilies by bringing Ihe poi11fS of 

core closer 10 where people live alld work. Using thi s approach the rural health service 

utili zati on rates in Iran are the same as in urban areas. The progressive roll -out of thi s system 

has helped to reduce the urban-rural gap in maternal mortality (WHO, 2008). 

2 . .1. "FAt. Til SI' III}CF LrTl'ss/O\' PllOGRAoH '" FTIIIOPTA 

The Health Extension Program (HEP) is considered as the most important in stitutional 

framework at community leve l. The objective o f the HEP component is to expand and 

ach ieve universa l hea lth coverage by the end of 2008 and aimed at improv ing the deli very of 

primary health care service to the most neg lected rural population of Ethiop ia . The overa ll 

aim is to im prove access and equity by the provision of essential heal th interventions at 

kebele and household level with a focus on sustained preventi ve health ac ti ons and increased 

awareness. (FMoH, 2004) 

At the core of the HEP is a sizeable cadre of HEWs who are trained to implement a health 

extension package of 16 health care activities at kebele level. All HEWs are at least 18 years 

of age, with a minimum of 10'h grade education and recrui ted from th ei r community. HEWs 

received a one-year course of instruction and field training provided by Technical and 

Vocational Ed ucation Trai ning Schools (TVETs), and operated by the Ministry of Education. 

Upon completion of the training, they are assigned in pairs , to kebeles where they staff health 

posts and work directly with individual families. Heal th posts, therefore, are becoming the 

first level of healthcare for the community, emphasizing preventive care. 

Pilot implementati on was launched in five regions in 2002/03 and encouraging results were 

seen in terms of commu nity's acceptance and demand for services provided through Health 

Service Ex tension Program (J-I SEP). Health ex tension package encompasses two major 

components: the Disease Preventi on and Con trol and Hygiene and Envi ron menta l Sanitation. 

Under the first component, fami ly health activities such as maternal and child health, fam ily 

plann ing, imm uni zation, nutriti on, adol escen t reproducti ve hea lth are implemented (FMoH, 

2008). 
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2.4. CO'yCCI'TL\ L FfiA ,II E\\D/U( 

Us ing the available literatures the fo ll owing conceptual framework is developed for the study 

Demographic Factors 

• Age at First Marriage 

• Parity/Chil dren Ever Born 

• Birth In terval 

• Maternal Age 

• Marital Status 1 , , 

Socioeconomic Factors 
Knowledge and Attitude 

• Matern ity Services Matern ity Service Use 
• Education 

Pregnancy related ... (ANC & PAD) • 
• Religion 

Compli cati ons 
• Economic Status 

Service Factors 

• Availability 

• Accessib ility 

• Q uali ty of Service 

• Affordab ilitv 

Figure 2.1: Conceptual Framework 

2.S. ()BJ/XTlVl~S AN!) lfYPOTlmS/s OF TlIE STU!)), 

Objectives 

The main objeCTive of zhe srudy is TO assess The significance of healTh extens ion program 

intervention in maternal health care service ulilization in rural Adanw Woreda, East Shewa 

Zone of Oramia region. 

The specijic objectives are: 

• To assess the contribution of hea lth ex tension program in enhan cing the knowledge, 

atti tude and practice of women regarding maternal hea lth care service 

• To identify factors affecting antenata l and professional assisted deli very care seeking 

behavior of women in the study area. 
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Hypothesis 

• The level o f know ledge, attitude and practice of mate rnal health care service is 

hypothesized to be better among women li ving in the HEP intervention kebeles than 

wo men in non interventi on kebeles. 

2,6. DU·"/\·ITlOV.\ OF n';/IIIS/('()Sc/i I'TS 

Alltellatal Care Attelldall t - An e ligible woma n who received at least one antenatal care 

service during her las t pregnancy that termin ated in a li ve birth (not sti ll birth or aborti on) 

and/or during her current pregnancy. 

Antenatal Care non- Attendant - An eli gible woman who never attended antenata l care 

during her last pregnancy that terminated in a li ve birth (not still birth or abortion) and/or for 

her current pregnancy. 

Currcnt age of Women - age o r women at the time of the study 

Intervention kcbcles - rural kebeles where Hea lth Service Ex tension Program has been 

implemented for more than four years before the study . 

Kebcle - the lowest admini strat ive unit in Ethi opia 

Knowledge on danger signs of pregnancy, labor and childbirth and after birth - at least 

two of the conventional signs mentioned 

Maternal Age - is age of women at the time of las t li ve birth . For pregnant women who had 

no li ve birth in re ference period, maternal age is their age at the time of the study. 

Non Intervention kebeles - are characterized as rural kebe les with no or recent Health 

Service Ex tension Program implementation. 

Professional Assisted Delivery (PAD) service utilization- giving birth attended by skilled 

attendant and hea lt h extension workers. 

Refercnce period - is the five years prior to the study period, i.e., February 2005 - date of 

data collec ti on 

Stratum - class ified based on the years of hea lth ex tension program (HEP) implementa tion 

as intervention and non interventi on kebe les. 
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2 .7. YIlI!l' \ IJlf.IH/L\ 

To examine the significance of hea lth extension program it is reasonab le to use indica tors, 

whi ch measure how well the hea lth system is providing maternity care service. The most 

widely adopted process indicator is "ski ll ed care before, during and after delivery". These 

indicators are less expensive and simpler to co ll ect from women. Women living in the study 

area were provided information on whether they received professional health care during 

thei r pregnancy, chil d birth or postpartum period. For women who had no li ve birth during 

the re ference period but pregnant at the time of the study, information on ANC service use 

were collec ted. [n addition to service use, the study captured data on the knowledge and 

atti tude from all e li gible women. 

Dependent Variables- ANC and PAD service utili zati on (use and non - use) . 

Independent Va riables - are variables chosen to measure th e materna l hea lth care utili za ti on 

factors including 

• Demographic - women's current age, marital statu s, children ever born, age at first 

marriage, maternal age, birth interva l, e tc 

• Social factors - Educational status (women/h usband) and religion 

• Knowledge and Attitude - knowledge about danger signs during pregnancy, 

childbirth and postpartum period, source of information on danger signs, importance 

of skilled care during pregnancy and childbirth. 

• Service factors - Know ledge on the availabi lity of HEP and study area 

2.8. L1.11f'1ATlOSS OF TIlE STUOY 

The study might be constrained by a number of factors including: 

• Secondary data were not used due to inadequacies in the records held by heal th 

ex tension workers. 

• T he beha viour of the study may affect the res ults; respondents may not reca ll dates, 

number of ANC visits, months o f first visit, etc. 

• The other limitation is , we cann ot be certain that the observed improvement III 

maternity service uptake is due to factors other than the program intervention. 
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CHAPTER TIlREE 

METHODOLOGY 

.U. STUDY A1?EA 

From the nine regional sta tes of Eth iopia, Oromia regional state has the largest popu lat ion 

having 27.2 million people (accounts 36.7% of the cou ntry's population) and cons titute in 18 

zones. The region, like other regions of Ethiopia, is predomi nantly rura l with 87.6% of the 

population li vin g in rural areas in 2007 (FDRE, 2008). 

In the region, there were 23 hospitals owned by the government and 8 by nongovernmental 

organizations, private or others, 3,758 hea lth pos ts, 242 health centres owned by govern ment 

5 by others in year 2007/08. The potential health service coverage in the region was 82.1 % in 

2007108. In the same period, the phys icia n to popu lation, nurse (both senior and j uni or) to 

population and hea lth extension workers to population ratio was 1: 104,728, 1: 16,627 and 

I :3.327, respectively (FMoH, 2009) . 

According to the 2005 Eth iopian DHS, in the region 24.8 percent of women who had given a 

li ve birth in the last five years before the survey attended at leas t one ANC visit, 4.8 percent 

given birth attended by health professionals and 4.5 percent of women received postpartum 

check up from health professiona ls (CSA and ORC Macro, 2006) . 

Adama woreda is found in East showa zone of Oromia regiona l state. The woreda excl udes 

Adama town and constitutes fo ur small towns and 43 rural kebe les. According to the last 

popu lation and housing census, a popu lation of 155,321; 78,997 male and 76,324 female 

reside in the woreda. As in the ot her parts of the country, the majori ty of the popul at ion in the 

woreda, i. e., 129,003 (83 percent) resides in rural areas. Women within the reproduc ti ve age 

(J 5-49) group accounts 43% of the tota l fema le population in rural Adama woreda (FDRE, 

2008). Adama is one of the woreda where the hea lth extens ion program pi lot tes ted an d 

implemented. The intervention started in most of the kebeles immediately after the launching 

in 2004/05. It is now a hi gh time to assess the impac t of the intervention after five years of 

program in tervention. 
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3.2. STU I) Y IJt;SlU\, 

The community based cross·secti onal study employed both quantitative and qualitative dam. 

The target populati on was wo men who had at least one li ve birth in the last fi ve years before 

the study and/or pregnan t at the time of the study. Women ha ving more than one li ve birth 

during the re ference peri od, information were collected on the mos t recent li ve birth. The 

main fie ld work , i.e., data collection was carried out durin g the month of March, 2010. Thus, 

li ve birth in the last five years and mos t retrospective information obtained from respondents 

refer to the period from February 2005 to th e date of interview. 

3.3. DATA COLLECTION 

Measuremell t Tools 

A questionnaire ha ving five secti ons was prepared for interviewing e li gib le women. The first 

section of the ques tionn ai re was des igned to capture information on women's soc io 

demographi c charac teristics. The second secti on captured informati on on women's 

reproducti ve life. The third section in cluded the women's know ledge on compli cation/danger 

signs that cou ld occu r durin g pregnancy, child birth and postpartum pe riod and attitude of 

women towards materni ty service . T he fourth section was in tended to capture information on 

maternity service utiliza ti on practi ce of women included in the study . Women who visited 

health post for anyone of the matern ity care services during the reference period were asked 

on their perception towards the service provided by the Hea lth Extens ion Workers/Hea lth 

post focusin g on its qua li ty. The las t sec ti on captured information on quality of care provided 

by health ex tension workers. The questionnaire was translated from E ngli sh to Oromiffa 

Language. Two focus group di scuss ions were undertaken using focus group di scussion 

guide line. 

Field Work 

The fi eldwork was carried out by three interviewers and one supervisor ha ving ex tensive 

ex perience in data co llection of similar surveys. The researcher provided theoretical trainin g 

for one day and the practical tra in ing for half a day. T rainees interviewed two to three women 

during the practica l sess ion for the purpose of pre-tes ting the questionnaire and familiari ze 

with the data coll ec ti on tool. After the practica l session, di scussion were made on the findings 

of the pre-test and based on the result minor revision was made . 
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Orienta tion was given for the supervisor on how to organize and supervise the data co ll ec tion 

and on the techniques of detec ting errors and correcting them on spo t. The o ri entation also 

foc used on how to minimize non response rate throu gh syste m of rev isiting and ensure the 

quality of data through observa ti on of the in terviewi ng, editing and re- interview of sa mple of 

women. Focus group di sc ussions were conducted by the supe rvisor, one note taker and the 

principa l in vestigator. The household listing took 2 - 3 days/kebe le and ac tual data coll ec ti on 

14 days (from March 2 - 19, 2010). 

3.4. ETHICAL CONSlDERA nON 

Before undertak in g the data coll ec tion , permi ss ion was assured from the Oromia Regional 

Health Bureau, East Showa zonal Hea lth Department, Adama woreda Health Bureau , kebele 

admin isn'ati ve official s and local community leaders. Interviewers prov ided informati on on 

the purpose of the study and explained the objecti ves to the selected women. They also 

ass ured the confidentia lity that any informati on concerning the m will never be passed to a 

third person or in stitu tes without their consent. On the questionnaire there was no any part 

that spec ified the name of the respondent. Al l se lected women were reques ted whether they 

agreed to parti cipate in the study or not. In additi on to women parti cipated on the househo ld 

interview, focus group participan ts were also provided their verbal consent to conduct the 

di sc ussion. 

3.5. SAMPLE DESIGN 

A multi -stage sampling tec hniq ue was empl oyed to select the unit of anal ysis - pregnant 

women or/and women with at leas t one li ve birth in the reference period. The sampling 

design combined stratified, simple random sampling and sys tematic random sampling 

methods. The homogenei ty stratification was based on the number of years of health 

ex tension program implementation as - with four and 1Il0Te than fOllr years and 

withoutlrecent health ex tension program imp lementation. The first stage samp ling units were 

kebe les and the second stage units were en umeration area/zone . In the last stage sampling, 

women who had at least one li ve birth or/and pregnant during the study were selected. 

The sa mpling frames for each stratum were prepared usin g the li st of kebeles which was 

obtained from the Central Stat ist ica l Agency (CSA) based on the 2007 National Population 

and Housing Census and the woreda health bureaus records. Kebeles to be inc luded in the 

study were identified and selected based on the number of years of program imple mentat ion. 
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3.5.1. Sample Selectioll Procedllre 

Standardi zed samplin g formula for random sampling technique was used to ca lculate a target 

sample size and res ulted in a sample size of 588 women in both strata. This samp le is 

all ocated among the enumeration area (for thi s study Enumeration area refers to the loca l 

classificati on/ca tegori za ti on of kebeles in to zone) usin g probab ility proporti onal to size - PPS 

method. Figure 3. I gives the details of sample all ocation 

The se lection of women in vo lves three stages; 

1" Stage: Selection of Rural kebe les 

First the kebeles were stratified according to the num ber of years of HEP implementati on. 

The li st of kebeles having information on when they started HEP implementation was 

obtained from Adama Woreda Hea lth Bureau. Based on th is li st of kebe les, two kebeles were 

se lected from each stratum and a total of four kebeles were considered in th is study. 

2'''' Stage: Selection of Enumerati on Areas (EA) / Local zones 

The number of zones in each kebele ranges from 2 to 4 and two zones/enumeration areas' 

were selec ted from each kebe les randomly and a total of eight zones (EAs) were included. 

Li sting of all households was undertaken in the selec ted zones. 

3"" Stage: Selection of Women 

The last stage sampli ng units - women who had given li ve birth in the fi ve yea rs precedi ng 

the survey and/or pregnant at the time of the survey were se lected from a sampling frame 

(Li sting form) prepared in each zones/EAs. The all ocation of the predetermined sample of 

women was using the probability proportional to size. The all ocated sample of women 

se lec ted fro m each zone using systematic random sa mpling me th od . 

To undertake focus group di scussion, two kebeles were se lected randoml y from the four 

selected study kebe les (one from each stratum) and collect informati on using focus group 

di sc ussion guide. 

I Not the Cent ra l Stati stica l Agency's delineation of EA 's. For this stud y, small clusters ca lled zone hav ing 5-8 
goueslGeres referred as enumeration are,l (EA) 
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3.5.2. Sample Size Determillatioll 

In order to determ ine the size of the sampl e considered in thi s study , the proport ion of rural 

women who attended ANC service in the popu lation of the countries rural community was 

considered fo r computing the maximum possible size. The 2005 Ethiopian De mographi c and 

Hea lth Survey estimated the proportion of women who utili zed Antenatal care during their 

mos t recent pregnancy ro be 23.7 percent whi ch is approxi mately 24% (CSA and ORC 

Macro, 2006) 

And the error to be tolerated in this study is taken to be 0.05 , fi x in g the level 01' confidence 

interval at 95% ; the samp le si ze (n) is determ ined by the fo ll owi ng formula 

~ r ' , , .. 
/! : pq '-,- Where, E=0.05, (1=0.05 and Z = 1.96 

• 
p= 0.24 and we can ca lcul ate q as q=(i-p) ; q=0.76 

! ~6 
I!= ' I)~~ ' 0 76 '1 0(" = 280.28 

Since, the sampling employed for thi s study was multi stage sampling ; the sample size was 

adjusted by rai sing it by a facror of 2, to account for the vari ation for not using simple 

random sampling. The final sa mple size adjusted for design effect and non response error, 5% 

is computed as: 

i. e. (280.28x5 %) = 14 

(280 + 14) x 2 = 588 

Therefore, the minimum sample size used for the study as a whole was 588 women - 294 in 

each stratum. The method for allocation of sample size in each zone/enumerati on area was 

probabi lity proportional to size allocati on. Sample size of each zone/EA was ca lc ulated as: 

N (hla.) 
Il h(k.:} = 11" N;- where, h(strallllll) = I and 2; k (kebele)= 1 and 2; and z (EA)= I and 2 

Where - 11" is sample size for stratum II (predetermined - 294), i.e., for 11" . h=l and 2: 

III = 294 and 11 , = 294. 

N" is population - the tora l number o f e li g ible women - in stratum II 

N" ,: is tota l population in SO'atum II, kebe le k and in a parti cul ar EA z: 
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Figu re 3.1: Schematic Presentation of Sampling Procedure, Rural Adama, March 2010 

, -- - - I 
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Il selected = 92 # se lected = 71 # selected = 66 # selec ted = 77 
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EA - Enumeration Area, EW - E li gibl e Women and HI-! - Household 

3.6. f)ITIA\M,rSIS 

Quantitative Data: Du rin g data collection, data quality check ing was made on spot and the 

data was entered to the computer a rter manual editing and coding is completed. CSpro 4.0 

version was used to minimi ze errors that may be com mitted during data entry. In order to 

control for possibl e errors during data entry a number of va li dation controls were empl oyed 

including programmed skip and range rules in CSpro. The software a llows consistency 

chec ki ng, doub le en try an d data verification whi ch is usefu l to keep the qual ity at higher 

level. It also all ows exporti ng data to SPSS ror ana lysis. 
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For the ana lysis, SPSS version 15 was used. Univariate analysis was used to describe the 

respondents' socio-de mograp hi c characteri stics by stratum and presented in tabu lar and 

graph ic form . Bivariate analysis was used to examine the assoc iation of ex planatory variab les 

wi th the maternity service utili zation. 

At the multi variate anal ys is, since the dependel1l variables are di choto mous, two binary 

logi stic regress ion mode ls were fitted for ANC and professiona l assisted de livery (PAD) care. 

Logistic regress ion was applied to exam ine the relations hip between service utili zati on and a 

set of predi ctor variab les. The logistic regression model, the natural logarithm of odds ratio is 

expressed as a li near functi on of various in dependent variab les. 

In(p/ l -p)= Po+ PIX,;+ P2X 2x+ ... + PkXb 

The corresponding multipli cative model fo r the odds is 

(p/l-p) = exp (Po+ p,x ,;+ P2X2,+ ... + PkX b) 

P; = regress ion coefficients (are partial coeffici ents, con troll ing for other variab les in the 

model) 

X; = set of independent variables. 

p= probability of a woman usi ng ANC/PAD service 

I-p= probabi lity of a woma n not to use. 

Qualitati ve Data : In Qualita tive Dam analys is, fam ili arization of the FODs data was 

achieved by reading the transcripts and the observationa l notes. T he the mes were identifi ed in 

the responses to the key questions and categories were developed. Then quotes were sorted 

out, compari sons made and re lations investigated. These- data was indexed, mapped and 

in terpreted. 
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CHAPTER FOUR 

FINDINGS OF THE STUDY 

A total of 582 women, who had at least one li ve birth in the last five years prior to the study 

were interviewed using stTuctured question na ire. The response rate was computed and the 

qua lity o f age data was assessed prior to the ana lysis. T his chapter presents the socio­

demographic background characteristics, knowledge and attitude and practice of maternity 

service of the respondents. The result is presented by over all study kebeles and by each 

stratum as well. In the bi variate analysis, the association of independent variables with the 

two dependent variables (ANC and profess ional ass isted de li very care use) was assessed 

separate ly . And finally, since one of the objec ti ves of the study is to identify the factors 

affecting maternity services utiliza tion , multi variate analysis was carr ied out for both 

dependent variables. 

4.1. R I, S/'(),\'.,F R,\ 'IE 

Most surveys are exposed to complete non-response due to un wi llingness of respondents or 

absence durin g the survey and partial non-response due to failure to respond to one or more 

of the questi ons. As a result , it is common to use less number of completed interv iews th an 

the predetermined sample for analysis. For thi s study 588 women - 294 from the in tervention 

kebeles and 294 from Non-Intervention ke beles - were selec ted to prov ide information on 

their kn ow ledge, atti tude and prac tice on maternity services. Of the predetermined sample, 

582 women - 292 women from intervention and 290 women from the non-intervention 

group- were successfull y interviewed and the response rate was 99 percent. During data 

collec tion two women were not avai labl e durin g subsequent visit for interview and data from 

fou r women was found to be incomplete and were exc luded from the analysis. 

-1.2. QU UTI' OF A(;E [),\'rA 

In most developing countries, popu lation based census and surveys are exposed to age 

misreporting. Thi s is mainly due to the hi gh ill iteracy, which limits indi viduals' awareness 

23 



and capacity to record their ch ildren's and their own age. Moreover, the lack of compl ete and 

sound vi tal regis trati on sys tem has a negative impact on the qua li ty of age data. As Ethiopia 

is no t an excepti on, obtai ning reliable age information in surveys and censuses is cha llengi ng, 

even more due to the non ex istence of vital reg istrati on. 

T here are vari ous tec hniques developed to meas ure the ex tent of age mi sreporting (age 

heapi ng and shifting). The most common ly used index used to measure age heaping is 

Whipple's Jndex. Uni ted Nation publi shed the sca le for the qual ity o f the data as: Hi ghly 

accurate for wh ippele's index value under 105, Fa irl y accurate for va lue between 105 and 

109.9, Approx imate for value 110 - 124.9, rough between 125 and 174.9 and very rough 

quality fo r value 175 and above. To compute the va lue of whipple's index the fo llowing 

formul a was used to measure heapin g on age ending with multiples of fi ve . 

WI = (P20+ P2,+",+ P4'+P,O) x100 
1 
- (P16 + P17 + PI8 + ... + P48 + P49 + p,o) 
5 

(50+41+ ... +5+2) 100 WI = x 
.!. (582) 
5 

= 157.2 

The magnitude of the error occurred in the si ngle age data in view of the whipple's index is 

that the data is rough. That means, the data is affected by age mi sreporting (see Figure 4.1) , 

so it is not recommended to use a sin gle year age data for demographic ana lysis. To minimi ze 

the effec t of the error it is preferable to combine the single year age into groups as this 

approach el iminates the ilTegulariti es within these groups. The most common fo rm of 

groupi ng is a fi ve years age group which is less sensitive to age heaping. As it is illustrated 

on Figure 4.2, the plot of the five years grouping is smoother than the plot of the age 

distTibution by single years . 
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Figure 4.1: Percent Distribution of Women by Single Years of Age, Rural Adama, 

March 2010. 
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Figure 4.2: Percent Distribution of Women by Five-years Age Group, Rural Adama, 

March 2010 
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In this study, as indicated earli er, a sample of 582 women who had given a li ve birth in the 

last five years before the survey and/or pregnant during the survey- were included. Half of the 

respondents res ide in the hea lth ex tension program intervention kebeles where program has 

been implemented for four and more than fou r years and the other half from non-interventi on 

kebeles. The deta iled socio demograp hi c characteri stics of respondents inc luded in the study 

is presented using tables and charts. 

Current Age - All women were asked to report their age in complete years at the time of the 

study. The min imum current age reported was 16 years and max imum 50 years. Overall, the 

mean currelll age was 28.52 years; in intervention and non-intervention kebeles was age 

28.07 and 28.98 years, respectively. As it is shown on the Figure 4.3, maj ority (52.4%) of the 

responden ts were aged between 20 and 29 years (55.4% in intervention kebeles and 59.3% in 

non-interventi on kebeles). Women aged 40 years and older were 7 % of the respondents, 

women age under 20 constitu te 6.4% o f the total. The percent di stributi on in each age group 

was more or less similar in the two areas; majority of respondents were in twenti es . 
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F igure 4.3: Current Age of VVornen by Study Area Category 
an d Overa ll , Rura l Adarna. M arc h 2010 
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Maternal Age - Women' s age at the time of their last li ve birth also asked. Pregnant women 

who had no prev ious li ve birth were included in the study to provide information on their 

knowledge and attitude and their ANC practice. Overa ll , 1.2% of respondents were pregnant 

at the time of the survey and had no live birth in the reference period - the ir cun ent age is 

recorded as maternal age. 

Minimum materna l age reported was 15 years and maximum 48 years of age. Overall , 43.5% 

were aged less than 25, 41.9% were aged 25-34, and the remaining 14.6% were aged 35 and 
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above. As it is indicated in Table 4.1, the mean age at last birth in the intervention and non­

intervention areas were age 26.03 years and 26.93 years, respec tivel y. The overall mean age 

was 26.39 years with standard deviati on of 6.645 years. 

Marital Status - Marita l status was one of the main characteristi cs in the study. More than 

88% of women were cu rrently marri ed or cohab itated and around II % of women were 

widowed or separated or di vorced. 

Age at First Marriage - Women who were ever married at the time of the study were asked 

to report their age at first marri age. Marri age prac ti ce is very ea rly in the study areas; as eight 

women in ten were married earl y before age 18 years and only two in ten women were 

marri ed at age 18 and above years. The min imum age at first marriage was 14 years and 

max imum 28 years. The mean age at first marriage was 16. 14 years. 

Children Ever Born - Respondents' ferti lity experi ence is also detailed in Tab le 4.1. The 

mean number of children ever born (CEB) among all respondents was 4.26 ch ildren. In 

intervention kebeles and non-interven tion kebeles respondents in a ll age groups reported a 

mean of 4.25 and 4.39 CEB, respecti vely. The percent distribution of number of children ever 

born in the two groups was almost comparable in all categories. 

The dis tr ibuti on of women aged 40-49 by number of CEB is of particular interest since these 

women approached completi on of their ch ildbearing years. The distribution of CEB in this 

cohort, therefore, approx imates completed parity (see Figure 4.4). Accord ingly, women from 

interventi on and non-interven ti on areas reported average num ber of children ever born 8.8 

and 8.26 children , respecti vely, an indication of high fertility in rural Adama area . As it is 

indicated in the table, overall , mean number of children ever born in thi s part icu lar cohort 

was 8.45 chil dren. 

Figure 4.4: P ercen t D istributio n of WOlTIen by 
Children Ever Born, Rural AdalTl3, March 2010 
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Birth Interval - bi rth inrerval in thi s case is the length of time (in months) between las t 

li vebi rth and the preceeding birth. Women havin g tlVO and more live births were asked to 

report the birth interva l. The mi nimum number of months reported was 11 months and 

ma xi mum 96 months. The mean number of month s was 30.8 and median 28 months. Women 

in a ll the study kebeles, 43.5% reported less th an two years, i.e., 11 -24 months. 4 1.2% of 

women had their last li ve birth between two to th ree years (within 25-36 months) interval 

from the precedin g birth. About 15 % were reported more than 36 months of birth interval. 

Table 4.1: Percent Distribution of Women by Selected Demographic Characteristics, 
Rural Adama, March 2010 

Background Characteristics Study Group Category Total (n=582) 

Intervention Non-
(n=292) Intervention 

(n=290) 
Maternal Age < 2S 44.7 42.4 253(43.5%) 

25-34 43.2 40.7 244(41.9%) 

> = 35 12.3 16.9 85(14.6%) 

Mean±SD 26.03±6.3 26.93±6.89 26.48±6.6 

Marital Status 

Married/Living Together 87.7 89.7 516(88.7%) 

Widowecl/Di vorced/Separated 12.3 10.3 66(11.3%) 

Age at First Marriage < 15 18.6 15.6 99(17.1 %) 

15- 17 58.4 66.4 362(62.4%) 

> -18 23 18 119(20.5%) 

Mean±SD 16.9 ± 2.28 16.09± 2.03 16.14± 2.16 

Children Ever Born (All Women) 

0-3 46.9 44.5 266(45 .7%) 

4--7 41.8 38.6 234(40.2%) 

8 and Abo ve 11.3 16.9 82(14.1 %) 

Mean± SD 4.25± 2.789 4. 39± 2.817 4.26± 2.77 

CEB (Women Age 40-49) Mean± SD 8.8± 2.859 8.26 ±2.521 8.45±2.624 

Birth Interval 11 -24 Months 48.3 39 210 (43.5%) 

25-36 Months 37.6 44.6 199 (41.2%) 

37-59 Months 7.3 13.7 5 1 (10.6%) 

>- 60 Months 6.8 2.8 23 (4.8%) 
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Religion - Table 4.2 illustrated soc ial c haracte ri sti cs of women in the study. Overall , the 

maj o rity, 81.3%, of respondents were Orthodox Chri stians : 90. 8% in intervention and 71 .7% 

in the non- intervention kebeles. Protestants were 9.2 % and 25 .9% in interventi on and non-

intervention areas, respecti vely. The remai ning respondents were affil ia ted to trad itiona l 

(0 .7%), followed by Mus lim (0.3 %), and Catho li c (0. 2%). 

Literacy and Educational Status of Women - informati on on respondents' literacy status 

and ed ucational leve l were obtained by asking the responde nts whether they are abl e to read 

and write, if the response was a lTirmative, had ever attended school and, the hi ghest gr ade 

they have compl eted were registered. Majority , 85.2% of respondents were unable to read 

and wri te and never attend schoo l a t all. Onl y 11 .9% attend primary school and completed 

one of the grades I up to 6. Around 2.9 percent o f respondents ha ve post primary education. 

Table 4.2 Percent Distribution of Women by Selected Social 

Characteristics, Rural Adama, March 2010 

Background Characteristics Study Group Category 

Intervention Non- Tota l 
Intervention (n=582) 

Religion Orthodox 90.8 7 1.7 473(8 1.3%) 

Catholic 0 0.3 1(0.2%) 
I---

Protestant 9. 2 25.9 102(17.5%) 

Muslim 0 0.7 2(0 .3%) 

Traditional 0 1.4 4(0.7%) 

Women Education Illiterate 77 .7 92.8 496(85 .2%) 

Primary 16.8 6.9 69(11.9%) 

Post pri mary 5.5 0. 3 17(2.9%) 

Husband 's Education 

TIliterate 47.8 52.9 292(50.3%) 

Primary 41.2 34.6 220(37.9%) 

Post pri mary 10.3 3.5 40(6.9%) 

Do not know 0.7 9 28(4.8%) 

Years of Residence < - 5 Yrs 14.4 16.9 91(1 5.6%) 

6-15 Years 26.4 23.8 146(25.1 %) 

> 15 Years 17.1 20.7 110(18.9%) 

From Birth/Childhood 42.1 38.6 235(40.4%) 
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Husband'slPartncr's Education - Ever married women were asked to report on their 

husbands/parmers literacy status and highest level of education. As it is illustrated in table 4.2 

above 4.8% women had no informati on on the ir husbands level of educa tion. Overa ll, 50.3% 

women reported that their husband cannot read and write. Of all women, 37.9% reported that 

they were marri ed to husband with primary educa tion and 6.9% with post primary. 

Migration Status - overa ll , 40.4% of responde nts li ved in the study kebe le from birth 

(c hil dhood). As it is indi cated in Table 4.2, 19 % of the respondents li ved in the study kebele 

for more than 15 years but not from childhood. A quarter of all respondents li ved for years 

between 6 and 15 years in the study kebele . 

.:104. K:\O\\ 1.1-:1)(;1'. , AITITUlE\''') PRACTICE OF M .\TEIC\ITY Sun ICES 

4.4.1. Knowledge 011 Health Service Extension Program 

The awareness of women on the health service exten sion program interventi on and the 

service provided by the hea lth providers were assessed. As it is shown in Figure 4.5 , 75% of 

women in intervention area reported that they heard o f hea lth ex tension program and the 

serv ices the hea lth extension workers providing. One of the kebeles selected to represent 

interventi on kebeles, covered broader area and most of the women at the periphery of the 

kebele reported that, they do not know the program or HEWs. The findings o f focus group 

disc ussions also confirmed thi s: 

"The health POSI is conslructed {/{ olle pari o/Ihis very wide 

kebele, which ollly bellefiled Ihe cOllll1lunity setrled around and 

1l0tfClr/roll1 the post. The health extension 1V0rkers reported/or 

Ihe high er officials Ihal il is beyolld Iheir capacity 10 Ira vel 

ji-Olll oll e end 10 the olher 10 provide service. May be the 

woreda has to split the kebele or add Ofiler heallh workers 

selecled ji-O/ll the COlIIllll/llity /0 1' the people all the other end. " 

From women in non-intervention area 40.7% of women reported that they had information on 

the services provided by health extension workers. 
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Figure 4.5: Proportion of women in Intervention, Non-Intervention a nd overall kebeles 

who have knowledge on the avail a bility of Health Extension Program, Rural Adama, 

March 2010 
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4.4.2. Knowledge ([nd Altitude oj Respondents 

Different researches indicated that know ledge and att itude of wo men and the ir partners 

towards matern ity service are factors that affect use. In thi s study, the knowledge of women 

was assessed th rough their awareness on the danger signs from pregnancy to pos tpartu m 

period. For women who explained the signs, the sources of information were asked. The 

percent of wo men who were aware of the danger signs in pregnancy, deli very and postpartum 

and the source o f information is presented in this section. In addition, attitude of women 

towards the importance of matern ity service and their pre ference of prov iders were assessed. 

A wareness of Danger Signs 

By making matern ity service avail able and related informati on accessible to indi viduals and 

couples, it has been argued that community level programs may increase overall knowledge, 

and demand for the service. Thi s study captured informati on on respondents ' knowledge on 

the dan ger signs th at could occur to woman during pregnancy, childb irth and postpartum 

period . To refer respo ndents have knowledge of danger signs, they were asked to mention at 

leas t two of the signs. In additi on to their awareness on the complications, respondents ' who 

were aware of danger signs were asked the source of information - women were prompted to 

mention all sources and onl y one most re levant (from health providers) source was recorded. 

The knowledge of danger signs during pregnancy in the two groups was comparati ve. 

Overa ll , 77.8 % of women were aware; 80.8 % in interventi on kebeles and 74. 8% in non­

in terventi on kebeles. The proportion of women who mentioned at least two danger signs 
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during delivery and postpartum peri od was higher in non -intervention area th an the 

intervention kebeles . Around , 87% and 98% of women in intervention and non-intervention 

kebeles, respective ly, were aware of the danger signs during labor and child birth. 54% and 

87% of women in intervention and non-intervention areas , respec ti vely, reported at least two 

sign of complication duri ng postpartum period. 

Table 4.3: Knowledge Women on Maternity Service Source of Information on 
the Danger Signs, Rural Adama, March 2010 

Study Areas Total 

Variable Intervention Non- (n= 582) 
Intervention 

Knowledge of Dangel' Signs During 

Pregnancy Yes 236(80.8%) 217(74.8%) 453(77.8%) 

No 56(1 9.2%) 73(25.2%) 129(22.2%) 

Labor & Childbirth Yes 253(86.6%) 284(97.9%) 537(92.3%) 

No 39(13.4%) 6(2.1%) 45(7.7%) 

Postpartum Yes 157(53.8%) 249(85.9%) 406(69.8 %) 

No 135(46.2%) 41( 14.1 %) 176(30.2%) 

Sources of Information 

Pregnancy Hospita ls/Health Centers 133(56.4%) 53(24.4%) 186(41.1 %) 

Health PostlHEWs 75(31.8%) 15(6.9%) 90(19.9%) 

TIBAs 4(1.7%) 1(0.5%) 5(1.1 %J 
-

UTBA/CHAITrad.Hea lers 6(2.5%) 2(0.9%) 8(1.8%) 

Friends/Relatives 11(4.7%) 146(67.3%) 157(34.7%) 

Rad iolTV 7(3.0%) 0(. 0%) 7(1.5 %) 

Childbirth Hospital slHeal th Centers 176(69.6%) 56(19.7%) 232(43.2%) 

Hea lth Post/HEWs 50(19.8%) 13(4.6%) 63(11.7%) 

TIBAs 2(0.8%) 15(5 .3%) 17(3 .2%) 

UTBA/CHAITradi.Hea lers 7(2 .8%) 22(7.7%) 29(5.4%) 
- - - - - -- - -

Friends/Relati ves 12(4.7%) 177(62. 3%) 189(35 .2% ) 
-

RadiolTV 6(2.4%) 1(0.4%) 7(1 .3%) 

Postpartum Hospital s/Health Centers 104(66.2%) 49(19.7%) 153(37.7%) 

Hea lth Post/HEWs 41(26.1 %) 10(4.0%) 51(12.6%) 

TIBAs 0(0.0%) 4(1.6%) 4(1.0%) 

UTBA/CHAITradi.Hea lers 2( 1.3%) 6(2.4%) 8(2.0%) 

Friends/Relati ves 6(3 .8%) 178(71.5%) 184(45 .3%) 

Radio/TV 4(2 .5 %) 2(0. 8%) 6( 1.5%) 
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As it is known the danger signs in the three phases - during pregnancy, childbirth and 

posrpartum peri od- have common characteristics, most women may not recall the signs of 

compl ication in the different phases. 

The focus group disc ussion , participants were abl e to menti on some of them. However, when 

they were as ked about the major source of informa tion " fri ends/fami li es" were mentioned as 

mai n source . T hey a lso explained about the better influence of information fro m hea lth ca re 

pro viders in seeki ng health care. 

"We were IOld by 0 111' friellds and relarives Ihar all Ihe pains, 

fevers , vOlll ilillg, bleedings are normal condilions and Ihey 

experienced. So Ihere is no need 10 go 10 heallh /acililies and il 

was considered as a disgrace /0 1' Ihe hllsband 100" And they 

added "Ihe in/orl11(uion you gal from Olher people may not 

ellcourage 10 go /01' Ireallllel1l bill lalking wilh heallh provider 

is more po~ve}ful to initiate women fa seek care. 

As it is indi cated in Table 4.3, the majority of women who mentioned the danger signs 111 

non-intervention areas got the informati on from the ir fri ends/ relati ves, whereas women in 

intervention area me nti oned hea lth care prov iders as sources of information. 

Attitude on Service Utilization: 

Women were asked about their attitude towards the importance of maternity service and their 

preference of health care provider durin g childbirth. As it is illustrated in Table 4.4 overall , 

96.7%; 98.6% in intervention and 94.8% of women in non-intervention areas believed that 

women need professiona l health care during pregnancy. The proportion o f women who 

be lieved on the importance o f seeking care from professionals during labor and childbirth 

was 69 .9% and 63. 1 % in intervent ion and non-intervention areas, respectively. 

Around 8% (15. 1 % in interventi on and 0.7% in non-intervention kebeles) of women in the 

study preferred health ex tension workers (HEWs) , 25.6 % others (TTBA, UTBAs, etc ... ). 

Regarding profess ional health care withi n six weeks after childbirth, on ly 51.4% of all 

responden ts reported the importance of postpartum check up. Majority of women in 

interventi on kebe les reported the in significa nce of postpartum chec k up on their hea lth 

outcome. The FGD participants explained: 
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"Once we give binh and feel healrhy we may nor need ro go ro 

j(lciliries for check lip " and also added "ler alon e after delivery, 

most of liS prefer to give birrh ar home if things are favollrable 

like in rhe orher kebeles; thm is, having trained people in ollr 

area to assisl childbinh" 

Table 4.4: Attitude of Women on the Importance of Maternity Service, Rural Adama, 

March 2010 

Study Area 

Variables Intervention Non-Intervention Total 

Importance of Professional YES 288(98.6%) 275(94.8%) 563(96.7%) 

health care during NO 4(1.4%) 15(5.2%) 19(3.3%) 

Pregnancy 

Attitude of women on who SBAs' 204(69.9%) 183(63. 1%) 387(665%) 

should attend delivery HEWs 44(15.1 %) 2(0.7%) 46(7.9%) 

Others 44(15.1%) 105(36.2%) 149(25.6%) 

Docs a woman need to have a YES 82(28.1%) 217(74.8%) 299(51.4%) 

check up after delivery NO 210(71.9%) 73(25.2%) 283(48.6%) 

4.4.3. Matemity Service Utilization Practice 

To assess the contribution of HEP in improving maternity service utili zation, service 

provided by HEWs also considered as profess ional care for thi s study. That is, all users of 

antenatal , professional ass isted deli very (PAD) and postnatal care have received the service 

from doctors/nurses or/and health extension workers. Proporti on of women who received 

PAD care and attended at least one antenatal care service is presented on Tab le 4.5. Overall , 

the- proportion of women who received ANC was fou nd to be 51.9% with higher proportion 

in interventi on kebeles (75%). In the non-intervention kebeles 28.6% of women received 

ANC during the ir last li ve birth. ANC attendant women were asked to report their reason for 

ANC visit in itiation; 39.9% were initiated by the health problem they had du ring the ir 

pregnancy and 60.1 % started the first ANC visit in itiated by their awareness on the 

importance of health care service. Women, who were unable to attend ANC duri ng the last 

2 A skill ed attendant is: an accredited health pro fess ional - midwife, doctor or nurse - who has been educated 
and trained to profi ciency in the ski ll s needed to manage normal (uncompl ic;'lted) pregnancies, childbirth and the 
immediate postpartum period and in the identification, management and referral of complications in women and 
newborns (Herschderfer, 2004) 
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pregnancy, were asked their reason of non attendance; and 25% responded that they had no 

knowledge about the importance of the service for health of women. Being in sta te of healthy 

condition was reported by 60 % of non attendant women as a reason. In all the study kebeles , 

the proportion of professional assis ted deli veries (PAD) was 7.9%; 12.3% in intervention 

kebeles and 3.4% in non-i nterventi on kebe les. 

Postnatal care is the other important service required to imp rove the outcome of pregnancy. 

In the study, women were asked whether they received postn ata l check-up from trained 

providers, i.e .. nurses , doctors and heal th ex tension workers. Tab le 4.4 indi cated, overa ll, 

only 10.4% of women, 17.2 % in intervention kebeles and 3.5 in Non-Intervention kebeles 

received postnatal check up within six weeks after birth. The service was provided by 

DoctorslNurses (65 %) and health ex tension workers fo r 35% of women, respectively. 

Table 4.5: Maternity Service Utilization by study area , Rural Adama, March 2010 

Study Area 

Intervention Non- Total I Intervention 
Variables % % # % 

ANC Attendant 75 28.6 302 51.9 

Non attendan t 25 71.4 280 48.1 

PAD Yes 12.3 3.4 46 7.9 

No 87.7 96.6 536 92.1 
Reason for Health Problem 35.2 51.8 120 39.7 
ANC 
Ini tiati on Regular Checkup 64.8 48.2 182 60.3 

Institution Health Post 42.5 13.3 104 34.4 
for ANC HospitallHCs 
service 

53 84.3 186 61.6 

Pri vate clinic 4.6 2.4 12 4 

Reason for No know ledge 
26 25 70 25 

not - -about-ANC- ~~ ~ -~- ~ - - ~ ~- -- --

attending Being in state of 
62 59 168 60 

ANC good health 
Far from home I 8 17 6 I 
Religious reasons 

, 

7 I 7 3 

Other reasons 4 7 18 6 

Postnatal Yes 17.2 3.5 60 10.4 
checkup No 82.8 96.5 515 89.6 
PNC DoctorslN urses 62 90 40 65 
Provi der HEWs 38 10 20 35 
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As it is indicated in different literatures, women education has enormous influence on their 

maternity hea lth service care seek ing behav ior (Be lay, 1997; Abyot, 2008 and Gurmessa , 

2009). Among women with primary and post primary education 62.3% and 70.6% were ANC 

attendant, respective ly. Nearl y fifteen percent of illiterate wome n considered in thi s study 

were ANC attendant. With regard to profess ional attended deli very care use, among women 

with post primary education 4 1.2% were PAD users and only 4.6% of illi terate women 

recei ved professional care durin g th eir las t live birth. Within women with primary education, 

23.2% were PAD users whereas very low proportion of illiterate women received PAD care 

service (4.6%). As it is shown in Figure 4.6, as level of women educati on increased the 

probabi li ty of matern ity service utili zation also increased. 

Figure 4.6: Pe rcent of Women by Matern ity Service Use and Leve l of 
Education, Rural Adama, March 2010 
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4.6.1. Reasoll Jar Not Visitillg Health Post Jar ANC 

As it is indicated in the above table, among the ANC attendants 34.4% received the service 

from hea lth postJhea lth extension workers. Women who rece ived ANC service from 

instituti ons other than health post were asked why they fa iled to prefer health posts for ANC. 
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As it is shown in Table 4 .6, the majority (83 .3%), o f women in non -intervention kebeles 

responded that; as expec ted, there was no HEP at the time and 15.3% mentioned poor quality 

as a reason. Women in interventi on kebe les reported poor quali ty (38.9%) and no HEP at the 

time (35.7%) as a reason. In all th e study kebe les, more than ha lf of women responded no 

HEP when they were pregnant with their last li ve birth. 

Variables Intervention Non- Total 

Intervention 

Reasons # % # % # % 

No information on availability 22 l7 .5 0 0 22 11.1 

ANC 

Too fa r from my Village 2 1.6 0 0 2 

Fear on the skill of HEWs 8 6.4 1.4 9 4.5 

Poor quality Service 49 38.9 I I 15 .3 60 30.3 

No HEP at the time 45 35.7 60 83.3 105 53 

4.6.2. Perceived Quality of Care Provided by HEW: 

The two kebe les in the Non-Intervention area started implementi ng HEP five to seven 

months before data coll ec tion; whereas, the intervention area started imp lementation 

fo ur years ago . As it is presented on Figure 4.5 above, about 58% of women included 

in the study reported they have the knowledge of the availability of the program. All 

women who responded affirma ti ve on their knowledge of availability were al so as ked 

whether they had ever rece ived an y maternity service andlor family plann ing service 

from the healthpos t/heal th ex tension workers durlllg tfie las t five- years preceding tne 

study. Figure 4.7 indicated, 33.6% of women in interventi on kebele were served by 

HEWs and only 4 .8% of women in non- interventi on ke beles . In all the study kebeles 

19.2% of women were visited health pos t or visited by health extension workers for 

any of the services . 
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Figure 4.7: Percent Distribution of Women who Recieved 
Services from HEWs by Study Area, Rural Adama, March 2010 
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Informati on on women's perception on the quality of the service provided by health 

ex tension workers is one of the interests of the study. As it is di scussed in the 

previous section , in all the study kebeles 19.2 percent of women received service from 

health extension workers during the reference period. A ll wo me n who received 

service were asked whether they were satisfied by the quality of services or not. 

The leve l of satisfaction was meas ured based on th e scores the women ha ve given to 

the qual ity indicators. These indica tors were; provider's respect, the le ngth of time 

spent with the HEWs, availabili ty of medi ca l suppli es a nd coun seling skill of the 

HEWs. Waiting time was al so considered during data collection , however; it was 

challengi ng for some women to score the waiting time; since for some services it was 

the HEW who visited the m at horne. The information on waiting time was excluded 

fro m the ana lysis, since it lacked completeness and compara bility . 

All women who were served scored the service for each indicator out of ten and the 

res ult is presented in Table 4.7 , zero and one mea ns 'very di ssati sfi ed ', 2-3 means 

'di ssatisfied ', 4-6 ' fair ', 7-8 mea ns 'sati sfi ed' and 9 and 10 means that the service 

they received was 'very sati sfactory'. 

Trea ting a woman with respect inc ludes (bu t is not limited to) greeting her in a 

friendl y manner and/or addressin g her by her name. The provider may also show 
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respec t by main taini ng eye contact. Regard less of the form it takes, it is important that 

the woman fee ls like she was trea ted we ll by the HEWs, so that she may be more 

like ly to con tinue to seek services at the health post. Interviewers clari fied the 

questions by pointing out the above-menti oned dimensions of providers respect and 

asked women to score; 39.3% of respondents responded 'fair ' and 37.5% of 

respondents 'sati sfi ed'. 

Since the length o f time required for different services vari es, women were asked to 

score whether the time spent with HEWs was sufficient to ask and receive 

information. More than 43.8% of women responded the length of time spent wi th 

HEWs was 'fair' . Of the responden ts 33.9% of scored for 'satisfied ' and 14.3% 

'di ssatisfi ed ' . 

Ava ilabil ity and adequacy of medica l suppli es was also assessed by the level o f 

knowledge that the women have; and 40.2% and 37.5% of women responded 

·sati sfied' and ·fair', respective ly. 

An important aspect of delivering quality services is the demonstration of good 

counseling skill s by the provider. Spec ific behaviors that improve commu nication 

and/or make the women fee l comfortable incl udes; asking open-ended questions, 

encouraging women to ask questions, treatin g her with respect, di sc uss ing a re turn 

visit fo r FP, ANC and PNC and others. All these were mentioned for women to score 

the ir counse ling skill ; 42.9% women were sati sfi ed by the I-IEWs' counseling skill , 

40.2% responded ' fair' and 10.7% of women reported 'di ssati sfied' by the counseling 

service prov ided. 

And fina ll y, women were asked to give score fo r the overa ll performance of the 

service provided by the HEWs. More than fifty percent of women responded 'fair', 

21.4% reported 'satisfied', 12.5 'very satisfied ' and 8% and 4.5% 'di ssatisfied' and 

'very di ssatisfied', respec ti vely. The FOD res ult revea led that, the availability of the 

service in their loca li ty is a huge transform for the women to use maternity serv ice. 
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4.6.3. Fulure Illtellsioll to Use Health Post for ANC 

ANC attendant women were asked about their futu re in tension in using ANC service 

from professiona ls, all responded affirmative. On ly attendant women were asked to report 

their future preference of institution for ANC service. As it is illustrated in Figure 4.8, 

three fourth of women preferred to visit their nearby health post fo r antenata l care service. 

The remai ning one fourth of wome n preferred hospita ls, health centres and private clinics. 

Figure 4.8: Future Preference of Institution for 
ANC Service, Rural Adama, March 2010 
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There are different methods for assessing association between two variables . Chi -square test 

is one way for examining bi variate relationships. It can measure the stati stical significance of 

the association between two categorica l variab les. Since fo r this study, all the variables were 

categorized, it is fo und that Chi -square test is suitable for the examination of the bivariate 

relationship between the dependent and independent variables . Bivariate result tables are 

presented for each dependen t variab le - ANC use and professiona l ass isted deli very (PAD) 

service use separately in the Table 4.8 and Table 4.9 , respectively. 

4.7. 1. Factors Associated with A lltellatai Care Service Use 

Referring Table 4.8 , chi -square res ul t shows the sta tu s of relationship between the dependen t 

variables and proximate vari ables. SPSS reports different measures of p. however it is best to 

use Pearson ch i-square test result to see the status of relati onship. 
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Socio-demographic characteri sti cs of women included in thi s analys is were ; maternal age, 

children ever born , birth interva l, age at first marriage, marita l status, reli gion, women 

education and husband' s educationa l level. Of these, maternal age, mari tal status, religion and 

husbands and women education were found to be significantl y assoc iated with ANC 

attendance. 

Mother's aged 35 years and above observed to have lower proportion (10.9%) of ANC 

attendant whi le those women aged less tha n 25 and 25-34 years were 43.4% and 45.7%, 

respecti vely (X2 = 7.944, p<0.05). Of women age less than 25 , nearl y 52% received antenatal 

care. From all women in age group 25-34 years, 56.6% and among women in age group 35 

years and above, 38.8% received at least one ANC service. Marita l s tatus has a strong 

association with ANC use. Nearly 56% of currently married women and 34.6% of 

widowed/separated/divorced women were ANC attendant. From the ANC attendant women, 

87.7% were currently malTied and the remaining 12.3% were cUlTently not married (X2 = 

15.737, p<O.OO I). 

The highest proportion of ANC attendants were found to be Orthodox Chri stian followers 

(85.8%) and 13.9% were Protestants. Within Orthodox Chri stian Followers close to 55% 

were ANC attendants. From Protestants 41.2% were ANC attendants ANC and from other 

religion follo wers on ly 14.3% of women were attendants (X2 = 10.2, p<O.OI). 

Women level of education has significant association with ANC service utilization. Higher 

proportion of ANC attendant women, 81.8% were illiterate (X2 =6.256, p<0.05). From all 

illiterate wo men 49.8% use ANC. Among women with primary and post primary education 

62.3% and 70.6%, respecti vely, received at least one ANC service. With respec t to husband' s 

education ,--Strong relationship betweelL JlUsbancLeducation allcLA.l'lC ILse was observed. 

Within ANC users, 50% of women married to husband who cannot read and write (illiterate) 

or their educational statu s was not reported, 40.1 % of women were marri ed to husband with 

primary educat ion and 9.9 % with post primary education. Three fourth of women who were 

married to husba nd with post primary education attended at leas t one ANC vis it (X2 = 12.24, 

p<0.005). 
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Kllowledge alld Attitllde 

The chance of women who were aware of danger signs durin g pregnancy to use skilled birth 

allendanr du ri ng chi ldbirth was not signi ficant as compared to women who were not aware. 

The chan ce of women, who agreed on the importance of profess ional health care du ring 

pregnancy, to li se PAD care was unex pec tedly, lower than wo men in the reference category. 

Program Ill/ervelltiol/ 

Again, hea lth extension program interventi on has shown its impact on the li se of skilled birth 

attendant. Women in the health ex tension program intervention kebeles have 3 times higher 

chance of using professional attended deli ve ry care than women in the reference category -

non-i ntervention kebe les . 

Table 4.11 : Result of Logisti c Regression on Professional Assisted Delivery Care use by 

Selected Expla natory Va riables, Rural Adama, March 2010 

Variables 95 % C.1. for EXP(B) 

B Wald Sig. Exp(B) Lower Upper 

Maternal age Less than 25 - 1.1 18 1.585 0.208 0.327 0.057 1.864 

25-34 0.278 0.188 0.665 1.32 0.376 4.64 

35 and above® 4.072 0. 131 

Marital Status 

Currently not married -2.723 4.222 0.040* 0.066 0.005 0.882 

Currently MalTied® 

Birth interval 11 -24 Months -0.841 1.278 0.258 0.43 1 0. 1 1.853 

25-36 Months - 1.336 2.963 0.085 0.263 0.057 1.203 

37-59 Months -2.896 4.548 0.033* 0.055 0.004 0.79 1 

Above 60 Months® 5.893 0.117 

Children c"cr born 

0-2 chi ldJren® 

5 and above -1.503 4.64 0.031* 0.222 0.057 0.873 

Husband 's ed ucation 

Ill iterate 17.35 

Primary 0.945 3.368 0.066 2.572 0.938 7.052 

Post Primary 2.842 17.33 1 0.00*** 17. 145 4.499 65.335 
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2-4 children 11 23.9 4 .5 

5 and above child ren 17 37 7.1 

Birth Interval 

I 1-24 Months 14 50 6.7 7.919* 0.048 

25-36 Months 9 32 .1 4.5 

37- 59 Months I 3.6 2.0 

> = 60 Months 4 14.3 17.4 

'Nomen Education 

Il literate 23 50 4.6 55. 27**** 0 

Primary 16 34.8 23 .2 

Post Primary 7 15.2 41.2 

Husband's Education 

Illiterate 13 28.3 4.1 46.85**** 0 . 

Primary 19 4 1.3 8.6 

Post Primary 14 30.4 35.0 

Religion 

Orthodox 36 78.3 7.6 \.162 0.884 

Protestant 10 21.7 9.8 

Others 0 0 0.0 

Healt h Provider Preference for 
delivery carc 

SBA (Doctors/Nurses) 30 65.2 7.8 10.7 1*** 0.005 

HEWs 9 19.6 19.6 

Others 7 15.2 4.7 

Importance of Professional care 
durin~ Pregnancy 

YES 42 91.3 7.5 4.665* 0.03 1 

NO 4 8.7 2 1. 1 

Knowledge of danger signs 
during pregnanc~ 

YES 42 91.3 9.3 5.25 0.22 

NO 4 8.7 J .. .L L 
Knowled ge of Danger signs 
durino labor and childbir th 

YES 46 100 8.6 4.1 86* 0.041 

NO 0 0 0.0 

Study G roup 

Interventio n kebeles 36 78 .3 12. 3 15.76**** 0 

No n-interventi on 10 2 1.7 3.4 

Note: Sigllificallt at: *p<O.OS, **p<O.01, ***p<O.OOS alld ****p<O.OO] 
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The ex istence of association between the depe ndent variabl es and ex planatory va riables were 

assessed in the prev ious secti on using bi variate analys is. In the bi vari ate ana lys is technique 

the re lat ionship obtai ned for one factor do not take in to account the o ther factors. When there 

are a number of ex planatory variables of possible relevance, the e ffect of each term cannot be 

st udi ed independently of the other. The effect of any given vari able therefore depend s on the 

o ther variables incl uded in the anal ys is. To assess the re lati ve importance of the selected 

predictors/ex planatory variables in shapi ng the use o f antenatal care and de li very services, the 

vari ables were entered into multi vari ate mode ls using logistic regress ion. In each of the 

models one of the two maternity services under consideration were the depe ndent vari abl e. 

The fi rst model examines the re lati ve effects of selected predictors on the use of antenata l 

care. The second model assessed the relat ive importance of the selec ted variab les on 

soli citi ng professional assisted de li very care. 

M ulticollinearity Effect: Logisti c regress ion requires no multicollinearity among the 

explanatory vari ab les. To assess multicollinearity e ffec t, multiple linear regress ion analys is 

and bivari ate correlation analysis were used. In the mu ltiple li near regression anal ys is, fo r all 

variab les the va lue of Variance-Infl at ion Factor (VIF) were found to be less than 2.5 and the 

tolerance was more than 0.4; meanin g that there is no multi co llinearity effect. Bivariate 

correlati on ana lysis was also used to assess the linear re lationship between the explanatory 

vari ables . Variables with hi gh corre lat ion exc luded from the logistic regression ana lysis. 

Good ness of Fit Test: Hosmer and Lemes how test is used to assess whether there is a 

significance difference between the predic ted and actual mode ls . The mode l fitted for ANC 

use was found to have a cal culated chi- square value of 7.1 53 whi ch is less th an the table 

va lue. Thi s indicated that we can accept the null hypothesis and concl ude there is no 

stat istica ll y significance difference between the actua l and predicated mode l or the model 

well fit the data. For the profess ional ass isted de li very care use model, the ca lc ulated chi ­

squ are value was found to be 1 L068 and concluded the model robustly fits the data. 

Test of Significance: The nex t two tab les were used to filter out the variables wh ich have 

significant influence on the dependent vari ab le . T he Wald statistic tests the signi fica nce of 
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the coefficients of independent/ex planatory variables. The Wald stati stics is the squared ratio 

of the logistic coefficients to their standard en·or. It test whether Bi =o, where Bi's are 

coefficients of the independent vari ables. It also tests Bo= 0, where Bo is the coefficient of the 

constant. If the Wald statistic is significant then the coeffici ents are sign ifican t in the model. 

Standard errors are also used to construct confidence intervals for the Exp(b) coefficients, 

odds ratio. If the confidence interva l contains I, then it wil l be conc luded that the change in 

the independent variables does not ha ve effect on the dependent variab le. It is the predicted 

change in odds for a unit increase in the independent variable. If the odds ratio is less than 1 

corresponds to decrease, and odds ratio is more than 1 correspond to increase in odds. The 

signi ficance of each category of the exp lanatory variables for the ANC use and professional 

assisted delivery care servi ce use were explained one by one in the next su b-sections: 

4.8.1. Factors Determil/ing Antel/atal Care Utilization 

Tab le 4.10 ill ustrated the innuence of ex planatory variables on the ANC service utili zation. 

Socio demographic, knowledge and attitude and program intervention factor for ANC service 

utili zation is discussed in this section. 

Socio-Del1lographic Determinants of ANC Utilization 

Demographic fac tors; such as materna l age, marital status and birth interval, were found to be 

predic tors of ANC utili zation. The number of children ever born and education has no effect 

on the utilization of ANC serv ice. 

Maternal Age: the first category of women age at birth ; 15-24 has no influence on ANC use 

when compared to the reference category. The odds of using antenatal care service among 

+ _ ____ _ _ ~womeILwitILage-aLbil·th_25=3'Lwas_L9A8_times-hi.gher:-as-compared--to-Oldel'-womell-oLag,"e------

above 35 years, o ther variab le held constant. 

Marital Status: There is evidence to suggest that conlTOlling for other variables; cUITently 

not married women were (46.7%) less likely to use antenatal care service than currently 

married women. 

Birth Interval: Women with birth interva l 11-24 months were found to be 75% less li kely to 

receive ANC service than women with birth interval more than 60 months. Significant 
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difference was not observed between the two categories - with birth interval 25-36 months 

and 37 -59 months- an d the reference category. 

Education: Unexpectedly, although different researches on maternal hea lth care service 

utili zation have indicated the influence of ed ucation on service utilizati on, this study 

indicated no stati sti ca ll y signi ficant impact of husband's educati on on ANC use. 

Kllowledge alld Attitude of Womell 

Kn ow ledge on the dan gers signs duri ng pregnancy has signifi can t infl uence on utili za tion of 

ANC service . The odds of ANC service use among women who has kn owledge of danger 

signs during pregnancy is 4.642 times hi gher than women who have no knowledge. The Wa ld 

stati stics test also confirmed the significant impact of knowledge of dander signs during 

pregnancy on ANC service use. Two variabl es which measure the attitude of women towards 

matern ity care; attitude on importance of professional care duri ng pregnancy and preference 

o f health service provider during de li very, were not predictors of ANC service use. 

Program Illtervelltioll 

The impact of Hea lth Service Extension program intervention on antenatal care service 

util ization also tested on thi s multi variate analys is. The li ke li hood of women in intervention 

kebeles to use antenatal care service was by far; 7.09 times, hi gher th an women in the 

reference category- non intervention kebeles. 

Table 4.10: Result of Logistic Regression on Antenata l Care Service Use by Selected 

Ex planatory Variables, Rural Adama, March 2010 

Maternal age 

Less th an 25 0.435 1. 339 0.247 1.546 0 .739 3.232 

25-34 0.667 4.101 0.043* 1.948 1.022 3.7 13 

35 and above® 4.236 0.1 20 

Marital status 
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CUITentl y not Married -0.630 4A47 0.035* 0.533 0.297 0.957 

Married/Cohabi tated® 

Children ever born 

0-2 childlren -0.024 0.006 0.939 0.977 0.533 1.79 1 

3-4 Children 

5 and above® 

Birth interval 

11 -24 Months -1.382 5. 156 0.023 * 0.25 1 0.076 0.828 

I 25-36 Months -.993 2.679 0.102 0.370 0.11 3 1.217 

37-59 Months -1.061 2A79 0.115 0.346 0.092 1.297 

Above 60 Months® 6.555 0.088 

Husband's education 
I 

Illi terate 0.093 0.168 0.682 1.098 0.702 1.716 

Primary and above® 

Knowledge of danger signs of 
pregnancy 

Yes 1.535 25.373 0.000** 4.642 2.554 8A36 

NoQ]) I 

Women need care during pregnancy 

Yes 0.119 0.019 0.89 1 1.126 0.204 6.221 

No® 

Women preference of health 
provider during delivery 

I DoctorslN urses 0.343 1.667 0.197 IA09 0. 837 2.370 

HEW 0.751 2.37 1 0.1 24 2.119 0. 8 15 5.513 

Others 2.898 0.235 

STUDY AREA 

Intervention kebe les 1.959 67.938 .000** 7.090 4A50 11.297 

Non-intervention kebeles® 1 

Constant -1.772 2.93 1 0.087 0.170 
---- -

® - Reference Category Note: significant at: *p<O.OS, **p<O.OOl 
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4.8.2. Factors Determining Professional Assisted Delivery Care Use 

Socio-Demograph ic Determinants 

A logistic regress ion analys is of the independent vari abl es as predictors performed with the 

second dependent variab le - professiona l ass isted de li very care use. The table of regression 

ana lysis indicated, demographic variables - marital status, birth interva l and chil dren ever 

born and a socia l vari able - husband 's/parmer's educati on- were found to have sign ificant 

influence on uti li zation of professional assisted deli very care use. The result is presented in 

Table 4.1 1 below. 

Marital Status: T he present ana lysis shows that widowed/separated/di vorced women were 

nearl y 94% less like ly to use professiona l assisted deli very care serv ices th an married 

women. 

Bi rth Interval: The chance of women with birth interva l 37-59 mon ths to utili ze profess ional 

assisted deliver care service were found to be 94% less as compared to women in the 

re ference category - with birth interval above 60 months. The ana lysis shows there was no 

sign ifi cant difference between women with birth interval 11-24 months and 25-36 months 

with women in the re ference category. 

Children Ever Born : women with 5 and more children ever born were 77.8% percent less 

like ly to use professional assisted delivery services than women with fewer chi ldren ever 

born (2 and less). 

Ed ucation: In thi s analysis husband ' s ed uca tion was found to be the best predictor of 

professional assisted de livery serv ice utilization. The chance of using PAD care service 

among women who were married to husband with post primary educati on, was 17 times 

higher than women in the reference category. The chance of women, married to husband with 

pri mary education to use profess iona l assisted de li very care during their last li ve birth was 

not different from women in the re ference category. 

53 



\-Vomen need care during 
-3 .471 8.414 0.004** 0.031 0.003 0.324 

pregnancy Yes 

No® 

Women preference of health provider 
during delivery 

Doclors/N urses 0.358 0.284 0.594 1.43 0.383 5.332 

HEW 0.888 1.167 0.28 2.43 0.485 12.167 

Others ® 1.232 0.54 

Knowledge of danger signs of Pregnancy 

Yes 1.033 1.532 0.216 2.809 0.547 14.41 

No® 

STUDY AREA 1.105 3.977 0.046* 3.01 8 1.019 8.939 

Interventi on 

Non- intervention ® 

Constant 0.351 0.068 0.795 1.42 

® - Reference Category Note: significant at: "'p<O.OS, **p<O.Ol, ***p<O.OOJ 
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CHAPTER FIVE 

DISCL'SSJ(),V, CO"lCIXS IOI\' ";'II]) RECO.\cl\lEl\'D.\T1()!\S 

5.1. f) /SCCSSIOS 

Studies o f materna l health provide strong ev idence of the benefi cial effec ts of maternity care 

on women's health outcome. While availability is major barrier to access ing care in many 

deve loping countri es, lack of awareness on the imporlance of maternity care and 

co mplicati ons re lated to pregnancy remain important barriers to maternity care utili zati on 

even in areas where services are availabl e. The main purpose of this study was to assess the 

significance of health ex tension program interventi on in maternal heal th care kn owledge, 

alti tude and utili zation in rural kebeles of Adama woreda, East Shewa zone of Oromia region. 

To see the effec t of the intervention sa mple o f women were selected from two strata ; 

Intervention and Non-Intervention kebeles. The first one is with kebeles where hea lth 

ex tension program has been implemented for four and more than fou r years and the second 

with recent/no implementation. 

The primary sources of information were women se lec ted using th e criteria that they had at 

least one li ve bi rth in the five years prior to the study orland pregnant at the time of the study. 

Initia ll y it was planned [0 collect informati on from 588, ha lf from women in intervention 

kebe les and the other hal f in non-interventi on ke beles and on ly 582 women parti c ipated and 

the res ponse rate was 99%. 

This study used data on women's bac kgroun d characteri sti cs, knowl edge, alt itudes, and 

health extension program availabi li ty to examine the determinan ts of maternity service 

utili zation, particularly ANC and professional assisted de livery care utili zati on; and to 

estimate the relati ve importance of health ex tension program intervention on level of 

maternity ca re use. 

Uni vari ate ana lysis was used to illu s~'a te the socio demographic charac teri stics of 

respondents, knowledge, attitude and practice of materni ty services of women in the two 
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As the theme of th is study is to assess the sign ificance of health ex tension program (HEP) 

interven ti on in rural Adama, the effect of the intervention was assessed based on the level of 

service utilization other than knowledge and perception on matern ity services . 

The findi ng of thi s study suggested that there is improvement in service use as compared to 

EDI-IS 200S as we ll as f indin gs by other researches be fore DHS 200S. From all the study 

kebeles, S1.9%, 7.9% and 10.4% of women received ante nata l care, de li very and postnata l 

care services , respec ti vely . From the overal l ANC attendants, around 3S% rece ived the 

service from HEWs. 

The present study is to a large ex tent consistent with fi ndings of o ther recent studi es carried 

out after the launchin g of the hea lth service ex te nsion program interventi on. The large sca le 

base line survey for "The Last 10 Kil ometers" (LIOK) Project, which was carried out in late 

2008 and early 2009 in the four maj or regions of Ethi opia (A mhara, Oromi a, SNN PR and 

Tigray), found out over half of the women (S4%) received ANC and 9.2% delivered at health 

institutions for their most recent birth in the year preceding the survey. Health centers and 

heal th posts reported to be the major sources of an tenatal care, as reported by 52% and 32% 

of the women from the fou r regions (JSI, 2009). The proportion of women who received 

service from health post compares the present study. The observed difference in the es timate 

of utilization between this study an d the LIOK survey may be accounted for two factors. The 

first one attr ibuted to differential in the soc io c ul tura l and economic fac tors and second is the 

methodological d ifference; as the un it o f ana lys is in the L 10K survey is women in the 

reproductive age and those with ch ild age under two years . 

A study conducted in Beni shangul Gumuz region Mete ke l zone indicated 49.8% of women 

who had at least one deli very in the past five years be fore the survey time (January -

February 2007) had at least one antenatal care visit (G urmessa, 2009). 

A study in South West Ethi opia indi cated 80.3% of women received prenatal care during 

the ir last pregnancy in a fi ve years proceedi ng March 2008. However, onl y 28.3 % of those 

who received ANC gave birth at health fac ilities. The high coverage of antenata l care 

observed in the study by Abyot, (2008) could be attributed to the accessibility of the study 
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women to use ANC service is hi gher th an their counterpart (Be lay, 1997). The diffe ren ti a l in 

seek ing maternity care may be attributed to cu ltural influence on women particularly rural 

women to be pregnant and have a child out of wed lock. It therefore, seems reasonable to 

assu me that most such pregnanci es are unintended / unwanted. Moreover, women with such 

pregnancies may initia ll y attempt to deny their pregnancies to themselves and to concea l 

them from others. As a result, these women become less motivated to seek any of the 

maternity cares compared with their marri ed cou nterparts . 

Mother's age at birth has a vital role in the tendency to use antenatal care service, especiall y 

among women age at birth between 25 and 35 . This al so revealed by studies by Belay (1997) 

the ri sk of antenata l care de lay was higher among older women (Belay, 1997). As it is shown 

in this study , the number of children consistently increases with age - the mean number of 

chi ldren among women aged 40 years and above is more than 8 ch ildren. Moreover, women 

wi th 5 and more children ever born are 77.8% percent less like ly to use professiona l assisted 

de livery services than women with fewer children ever born (2 and less). There could be two 

exp lanations for thi s. One is besides other works of rural women; older mothers may lack 

time to go to clinics for antena tal care as they have to ta ke care of their chi ldren. Second, 

mothers of older age group migh t have a tendency of not using maternity care service 

espec ially if the previous pregnancies and deli veries were smooth . 

In th is study the level of husband 's or partner's education has infl uence on the decision of 

women to use skil led birth attendant during childbirth. The data suggested that women 

marri ed to husband with post primary education are more like ly to use professional ass isted 

deli very care service than women married to illiterate husband. Thi s finding is consistent with 

findi ngs of other studies on maternity service utilization (Mesfin et al. , 2004). The 

-t---------e* planation- foH hiSi-may- oo--dutHe4Rg-soc ie-€GenemiG-and-Gu ltul'a l- influ€ne€l-on-th€ level-Df- ----­

decision maki ng autonomy of ill iterate rura l women in seeking care . As a res ult, women's 

decis ion to use matern ity care service may depend on the decision of her husband. 

A second perspeClive is the accessibility (for information and service) ex planation which is 

based on the principle that access to health faciliti es and personnel are equall y important in 

the use of matern ity care services, especial ly in developing countries. This explanati on on the 

use of maternity services may be relevant in rural Ethiopia. Like other developing countries, 
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in Ethiopia , access to materni ty health service and information is very limited for rural 

women livi ng far from facilities. For in stance, studies by Yared (2003), Yared and Asnakech 

(2004), Belay (1997) , Olll'messa (2009) and Mesfin (2004) in Ethiopia have shown th at 

accessibility is a major determinant of greater use o f health faciliti es for maternity health ca re 

serVIce. 

The differential in materni ty service use by rural women partic ul arl y with limited access to 

health in formation and service for some reasons is far above the ground. Education and 

access to in formation may playa greater role for better health outcome. It is clear that the 

better the information women ha ve, the better the understanding and acceptance of the 

maternity service and more likely to be user. The assumption underlyin g this ' access to 

information' explanation is that women may assign a minimal seri ollsness to pregnancy 

related compli cation. Thi s is may be beca use they consider such conditions to be normal 

based on their understanding and experience of the condition. Moreover, rura l women may 

not consider maternity services as life saving interventi on due to lack of information. As a 

resu lt they may not seek avai lable care services even when there is complicati on . 

Studi es have shown women with better knowledge and perception about pregnancy and 

de li very related services are more likely to utilize maternity services (A byot, 2008 and 

Olll'messa, 2009). Thi s study revealed that, women's know ledge of the da nger signs of 

pregnancy was the best predictor of utili zing maternity services. The chance of women 

hav ing the knowledge of compli cation during pregnancy to use antenatal care is nearl y fi ve 

ti mes hi gher th an women with no knowledge . Thi s mi ght impl y that women who are abl e to 

recognize danger s igns of pregnancy could have greater fear of the possibl e outcomes of the 

signs so th at they wou ld be encouraged to see k care. 

In fact, there is ev idence to sugges t that information given by health professionals in 

pregnancy compli ca ti on was su fficient to make a tangible difference in mothers' knowledge 

or prac tices . The present study indicated that more than 88% of women in intervention 

kebeles had accessed information on danger signs of pregnancy from health providers, 

DoctorslNursesfHEWs. Increasing the knowledge of women and improve their attitude 

towards materni ty hea lth service is vital to a greater improvement of utilization. This can be 
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done by intensifying stat ic and outreach based inform ation, educati on and communication 

activ ities on the importance of maternity care for al l mothers using different approaches. 

As it is explained, the rural-urban differential in the use of maternal hea lth care services is 

due to differences in the availabi lity and access ibi lity of ma ternal hea lth care fac iliti es 

inc ludi ng the distance to the hea lth facility . Co untri es implement possible approaches to 

improve access ibility and availabil ity in order to increase utilization. A study conducted in 

Indi a by Navaneetham (2000) demonstrated the higher likelihood fo r rural woman receiving 

antenatal check up due to the rol e of multipurpose heal th workers who visit and prov ide 

antenatal care at home. Thi s health worker pl ays a pivotal role in providing information on 

and services related to maternal hea lth care (Navaneetham, 2000). 

Thi s study again supports the second explanation on fac tors of decision to use matern ity 

service - accessibility hypothesis . In consistent with the finding of Indi an study, the present 

study revealed the importance of availing matern ity service closer to the comm unity at grass 

root le ve l. The uni variate anal ysis shows, women in the intervention kebe les utili zed service 

better than wo men in non- in tervention kebeles. The Bivari ate analysis also shows the 

ex istence of sign ificant associa ti on between study area (with categories intervention and non­

intervention) and the two materni ty services use. Thi s study indicated that availabi lity and 

ear ly implementation of hea lth ex tension program intervention has improved maternity 

serv ice ut ili zation of women in these kebe les. Women in intervention kebeles were seven 

times more li kely to use antenatal care service and three times to use professional ass isted 

delivery care than women in non- interventi on kebeles. 

The reason for the hi gh level of util izati on of maternal health services among women in 

interventi on kebeles compared with their counterparts is easil y understood. As in the other 

cou ntri es like Indi a, the Ethiopian government designed a strategy to reac h the communi ty 

through the health extension workers in three different approaches; model fa mil y, comm uni ty 

based health pac kage, and hea lth post . T hese approaches he lped to diffuse hea lth messages 

leadin g to the adoption of the des ired practices and behaviors by the community. 

Women in intervention kebeles tend to benefit from in creased knowledge and access to 

materna l health services compared with their coun terparts. Thi s is becau se, health posts are 
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more access ib le and the variou s health promotion programs through different stra tegies 

helped to improve knowledge of HEP intervention kebeles residents and exp lain the close 

conn ection between being in intervention kebeles and use of maternal health services . 

5.2. CO'lCLLSIO'i 

• Socio demographic variables such as marital status, birth interval , children ever born and 

husband' s/partner's education- have sign ifi cant influe nce on uti li zation of professional 

attended deli very care use. 

• Maternal age, marital status and birth interval , were fo und to be predictor variables of 

ANC utili zation. The variables, number of chi ldren ever born and education were found 

to ha ve no effect on the utili zati on of ANC service. 

• Know ledge on the dangers signs during pregnancy has significant influence on utili zati on 

of ANC service. 

• The overall impression given by thi s study is that women in HEP intervention kebeles 

better utilize service 

In conclusion, the analyses have provided some useful insights into the signifi cance of HEP 

intervention in addition to social-demographic factors in shaping the use of materni ty serv ices 

in rural Adama. The findin gs suggest that improvement of maternal health in rural areas 

would require the introduction of several meas ures, the most effec ti ve being the intervention 

of community level programs. 

5.3. RECO\I\IE'\J) \TION 

Based on the major maternal health care indicators such as ANC and professional assisted 

deli very care service use, thi s study clearly demons trated that the utilization of maternity 

service by women in rural Adama has improved since the introduction of health service 

ex tension program in tervention . To further improve the uti li zation of such serv ices and 

improve the health of mothers and newborns, the following suggestions are made: 
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The study shows the gap in maternity service util ization be tween the intervention kebeles and 

non in tervention kebe les . Expansion of hea lth ex tension program interventi ons whi le 

strengthenin g the avai lable ones to provide quality service is vital to improve women's health 

and attain MOO 4 and 5. 

Since the heal th service ex tension program (HSEP) was fo und to be one of the feasible 

a lternatives for the improvement of service use by the community at grass -root level, it is 

sugges ted that: 

• The government should all ocate more funds to strengthen the program and expand 

network of ex tension services to reach each and every women. 

• Concerted efforts of all parties - governmen tal and non-governmental organi zati ons -

should be in place to improve the capacity of the hea lth posts as well as ski ll of HEWs to 

prov ide quali ty materni ty services to better improve use. 

• Improvement of the reproductive health conditions in the coun try will require all 

determinants of the phenomenon to be given the same leve l of attenti on and resources. 

International and non-governmenta l agencies trying to address the hea lth and popu lati on 

problems of Ethiopian need to consider how women can attain at least secondary level of 

education, alongs ide health and population programs. 

Further research should be conducted on: 

• Quality of mate rnal health services, particularl y service provided by hea lth posts/heal th 

ex tension workers 

.--oifferent researches revealed the greatergap oetween levelorantenatal-care- servicee- - ­

util izati on and professional attended deli very service. Further research is needed why 

women do not seek care durin g deli very while she has awareness of compli cat ion in 

deli very and after de li very. 
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Allllex I - HOUSEHOLD LISTING - FORM 

ADDIS ABABA UNIVERSITY 

COLLEGE OF DEVELOPMENT STUDIES 

INSTITUTE OF POPULATION STUDIES 

SlIrvey 011 tile Sigllificallce of Realtll Extellsioll Program for Matemal Healtll Care Service 
Utilizatioll ill A r/a111a Werer/a, East SIIewa ZOlle of Oromia Regioll 

SECTION I: AREA IDENTIFICATION 

Name of Kebele NAME Enumeration Name of Data Name of 
Woreda Area Code Col/ector 

Supervisor 
-----

Code Code -- --

S ECTION II: HOUSEHOLD LISTING 
f rom the usual member o f Eligible of Women Remark 

Serial 
your household are there 

(age 15 - 49) pregnant women or a 

No. 
woman who have given 

Serial Name of Serial 
li ve birth the last 5 

pregnant 
III 

Number 
years? 

women or a woman 
(l-ll-ls) Name of Head No. who have given li ve fo r 

of Yes --- I birth in the last 5 Selected (Women) 
years . Women Household No --- 2(SKIP to Next I-IH) 

I 2 3 4 5 6 

I- -

1--

-



ANNEX - II: Structured Questionl1aire al1d Focus Group Discllssion Guide 

A ddis A baba University 
College of Development Studies 
II/stitute of Population Studies 

HOUSEHOLD QUESTIONNAIRE 

SECTION I - AREA IDENTIFICATION 
SIN Identification 

01 Region 

02 Zone 

03 Woreda 

04 Kebele 

05 Enumeration Area 

II/troduction and COl1sent 

Name Code 

Hello, my name is and I am working with a student fro m Addis 

Ababa University. I'm here to learn more about the knowledge, attitude and practice of the 

community towards the maternal health service (antenatal, delivery and postnatal care). The 

main objective of the study is to assess the significance of health extension program in maternal 

health care service ut il ization in your kebele. I want to know what difference it makes during its 

implementation. I'll conduct interview with women who had at least one live birth in the last five 

years or currentl y pregnant and yo u are one of these women. Information from these discussion 

and interview wi ll help the woreda to further strengthen the effort so that it benefits the 

community/women in the Kebele. 

Your participation in th is study is enti rely voluntary, if at any time during the interview you fee l 

uncomfortable, you can chose not to answer particular questions or you can discontinue the 

interview at any time in the process. The information you provide is strictly confidential and will 

not be released to a third party. Are you wi lling to participate in the study? 

Do you have any questions? With your permission, may I proceed with the interview question? 

o Yes (Proceed with the interview) 0 No (Thank the person for his/her time and end) 
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PART II: 

PART I: RESPON DENT's BACKGROUND CHARACTERISTICS " REPRODUCTI ON 
._ .. .. M·,~ • ..• ,. .. . 

100 101 102 103 104 lOS 106 107 108 109 110 111 201 .202 11. 

" 
What is your To which Can Have What is the Marital How old What is your How long How many How old 

Ei ~ religion? ethni c you you ever highest grade Status were you Hu sband/partn have you ch ildren were you 

"" Po s:: group do read attended you have when you er's educational been have you whenyoll 
u E you and school? completed? 1. Currently first got status? living ever born had your 

:l 
Ei "0 belong? I write? married married? continuou in your life? FIRST ... 
fE. 

u 2. Widowed s ly in this child? 

"" E ';:' c ... 3. Divorced kebele? 
J2 '" c " 4 . Separated 1. Cannot read ~ 

"" >, 1. Orthodox 1. Oromo I 1. Yes 1. Can not read Years (in If less Years 
E c 2:! r- ·c 2. Catholic 2. Amhara 2. No 1. Yes and write 5. Living complete and write than one Total ... ~ " - - -
~ 

;:; C. 3. Protestant 3. Tigre 

I 
2Nl 

2. Grade 1-6 together d years) 2. Grade 1-6 year. 
~ E E " 0 4. Muslim 4. Gurage 3 . Grade 7-12 6. Never 1 3. Grade 7-12 record For women 

ti " u 
.0 S. Traditional Others 4. Tech. / Voc. Married 4. Tech. / Voc. "00". with first 
E c 

f;;; :l 
;=., Othe rs Q108 Certi ficate Certificate Years pregnancy 

;:: Z ~. -- -

'" 5. University 5. University Always ---
~ -;;; 0 go to 

~ 
.;:: >, /College QU1 /College 99 Q301 
" " V> .... diploma diploma '" c "0 6. Degree and 6. Degree and ~ " "0 '" E ,g 0 ~ above above 
~ 0 

0:: .... X 

.. 



PART III ~ KNOWLEDGE ON HEALTH EXTENSION PROGRAM AND MA TERNITY SERVICE 

310 
--, 

PART II: REPRODUCTION 
-" _. ;'r:.~ 

,,, .. - - II", 

100 101 203 204 205 206 207 208 209 210 211 212 213 0 ·· " 
.... How many Doyou have How Do you have How many Have you ever ~ow How old How old What is the birth 

" of the sons and given birth to a boy ",any , is your interval be tween E '" any son or many any son or were you 

= c child ren daughters to sons and daughters to daughters or girl w ho was ons and .~ LAST when you this most recent 
"0 E sti ll alive? whom you daughters whom you are live born a live hut ~aughter CHILD? had your hirth and the 
" '" ~ E "0 have given Aliwe have given but do not late r d ied ? ~ have last child? im mediately ... u 

wifh you? oS E birth who a re birth w ho are live with ~ ied? 5 Ifless preceding birth? 

"" 
... now living 

I 
a live but d o you? IF NO, PROBE: Any than one c oS ~ 'p 

"" with you? not live with baby who cried or year. 
.~ c 
'- 'p you? showed signs of life record 

~ ... ;:; but survived only a '00' Mother's 
'" ~ Check For women who .n 
E ... 1. Yes 1. Yes few hours or days? QZOS ~ have 2 and more '" '" .n 
Z E Total_ Total Total Total + children 

-i 
-- 1. Yes Years 

'" = 
2.
N°l z.N°l QZ07 Child's - [Record in Years ·c z -

'" '" + Age and Months) 
tr) 

"0 
·c zoNa l QZ09 Years_ Year _ _ 

"0 '" tr) 

Q206 Q20B .c c I = Months __ 

'" '" ~ E Q201 
'" 0 

~ 
Q 210 

:I: 

Y J M I . 
Y j M I . 
Y J M J . 
Y J M J 
Y J M J . 
Y I M J 

Y I M J . 
Y I M J . 

I Y I M_L~ 

Y I M J 
Y I M I 
Y I M I . 
Y I M I . 

I Y J M J _ 
Y J M I _ 
Y J M J 
Y j M J 



PART 
.. . .. .. 

ANTENATACCARE viSIT: CURRNT PREGNANCY /LAST BIRTH 'Jr-
I I ~ 

IV CURRENT " . 
PREGNANCY .. . . 

401 402 403 404 405 406 407 408 409 410 ..11 . . 

~ 
~ Are you How Name of Hbw old is When you What was Which What were the two major Why did you prefer How many 

~:L pregnant many child (NAME)? were your main institutions reasons that you were not to go to this months 

.. .. . .. a. .. -" --- " --., 
, 

:PART III , KNOWLEDGE ON HEALTH EXTENSION PROGRAM AND MATERNITY SERVICE p !'. ~ 

From where did you know of the " 
danger signs/symptoms during What would you do in case of 

319 320 321 322 pregnancy. delivery and postpartum? complicatio ns arises? .. " .. ... 
c ~ 

In your opinion, does a Why should a Do you know If yes 1. Hospital / health Center/ Private clinic 1. Go to government hospital/HC 
e ..,. 

woman need to have a woman need to the danger (Q Z. Health Post/HEWs Z. Go to private hospital/HC 

" " '0 e check up immediately receiv.e a signs that 321), 3. TTBAs 3. Go to HP/call HEWs 
v " after delivery in the checkup could occur to menti 4. UTBA / VHW /Traditional healer 4. Go to/call TTBA a e u postpartum phase? immediately mother during on all 5. Friends/Relatives 5. Go to/call TBA, VHW, Trad itional ~ 

.2 E after de livery in the first four 6. Radio/ TV healer ~ you 
"" .2 I c the p~tpartum weeks after know Other (specify) 6. Other (specify) . ., 

"" ~ c 1. Yes phase
l
· delivery? Refer 9. Do not know :;::; ...... ~ the 

~ ::; ., ~ Z. No 1. Yes list of .0 ~ 1 E ., codes 
" .0 
Z E Z. No ] 0323a 0323b 0323c 0 324a 0324b 0324c 

" '" z Pregnancy Delivery PosllJartum Pregnancy Delivery PosllJar tum ·c Reco d all ., 
'" Q321 VI ·c mentioned ::::" :'2 ., Q323 
VI '" .. 0 " '" .c:: " '- <:> ., ., Refe~ the list of 0 -

~ E '" ~ " 0 code .. '" 0 
OS: 0:: E :t: 

I 

I 
I 

I 

I 

I 

._ - -



r --
ANTENATAL CARE VISIT: ,CURRNT POSTNATAL SERVICE' , 
PREGNANCY j LAST BIRTIi DELIVERY SERVICE Last Birth) (Last Birt~) 

,-, , , 

411 412 413 414 415 416 417 418 419 420 , "" 421 , , " 
~ Totally Assume that Whaj is your Iwhatwas Where did you Who assisted Did you Why After How Who checked 
U') 

" how many you are reas n for not the main give birth to with the know didn't you (NAME many on your health 
I E ANC visits pregnant now; preferring reason that (NAME) delivery of health call for ) was days or at that time? 

" Ci did you Where do you health posts you were (NAME)? extension HEWs? born, weeks 
u ... E make prefer to for Ar C? not workers did you after the PROBE FOR 

'" .D ... 
during attend ANC? attending PROBE FOR are able receive delivery MOST 

E ..s 
" bO this 1. Too far from ANC clinics? MOST to attend checku did the QUALIFIED 
z " -;;; :r:: pregnancy mYlvillage (record the 1. Hospital/H C QUALIFIED delivery? pan firs t PERSON 

'" ·c ::; ? 1. Health post 2. Fear on skill fi rst two 2. Health post PERSON your check 1. Health 
'" ~ I 
Vl ... 2. Hosp ital / HC of HEWs main 3. Private Clinic 1. Health health? take professional 
-0 '" Ci .D 3.Private Clinic 3. Bad behavior reasons professional place? 2 . HEW/ 
-" E of HEWs mentioned] 

4. Pharmacy 
2. HEWs Health Post/ '" " 4. Pharmacy '" z 4.p09r quality 5. Home 

" Number of 3. TTBA 1. Yes 1st __ 1. Yes '00' 3. TTBA 
0 -;;; Others :I: ·c Visits seIVlce 1st _ _ 4.UTBA/CHA/ 2.No 1 2nd _ _ 

2.
N°l DAYS IF 4 .UTBA/CHA/ 

'" 
-- (Specify) __ Vl 5. Language 2nd Others Traditional SAME Traditional 

" -
'" problem (Specify) __ healers DAY healers 
E 
0 Others -- 9. Do not know Q419 Q 422 Days_ 9. Don't know 
:;: Others Weeks Others 

1. I 

2, I 
3. I 
4. I 

5, 

6, I 
7. 

8. I 
9, I 

10, 

11. I 
12. 

13. I 
14, I 
15, I 
16, I 

17, I 
18. 



Ask QUESTION 422 to 427 Only to Those Women Who Visited Health Posts for Any of The Maternal Health Service Within the Last Five 
Years 

-
~ ..... 
c 422 423 424 425 - 426 427 
E 

,--,' 

'" ~ 

Only to Those woml n Who Visited Health Facilities for Any of The Maternal Health Service Within the Last Five Years "0 U1 

u c 
E E How was your satisfaction with health extension wo rkers' service in terms of .......... .... 2 

-E 0 
u 

b/) 
E 1 - Very Dissatisfied 4 - Very Satisfied c 

:p .... 
2 - Dissatisfied I 5 - Satisfied ~ -E ;::; 

b/) • 3 - Fair .... c 
'" .'" 

The lenJ th of time 
.D ~ 

E 2- The way the service The length of time you The availability of Information given to you The overall quality of 

'" z .... provider respect you had!to wait to spend with the medical supplies . about pregnancy, the health service. 
'" -;;; .D jtreat you meet with the provider. childbirth and postnatal ·c E 

'" '" service i fOVider. care V) z 
'0 -;;; "0 
..c ·c 
'" '" ~ V) 

g c 
'" :I: E 
0 
:;;: 

I , 

I 

I 

I 
I 

I 



.Q..lll 

1. Severe vaginal bleeding 

2. Frequent unconsciousness 

3. Swelling of hands face 

4. Blurred vision 

5. Severe headache 

6. Severe vomiting 

7. High feve r 

Other (specify) _____ _ 

Qill 

I. HEWs were not in their post (on 
seminar Itrainingl workshop 

2. It was on weekend 

3. HEWs were far from this village 

4. HEWs' lack of confidence to attend 

delivery 

s. I prefer others 

6. HEWs referred me to Hospitals/HC 

7. There was no HEP 

8. HEWs assisted the birth 

Qill 

1. No knowledge about ANC 

2. Too busy to attend ANC clinics 

3. Being in state of good health 

4. Expenses for ANC is unaffordable 

s. ANC clinics are far from my home 

6. Waiting time long at ANC cl inics 

7. ANC attendance is harmful 

8. Because of religious reasons 

9. Husband/partners disapproval 

10. Bad behavior of care providers 

II . Poor quality service 

12. Language problem 

13. Dislike to be examined by male health 
worker 

Others Specify ______ _ 



~ 

Focus group discussion guide 

Consent 

Hello, my name is _ _____ and I am work ing with a student from Addis 

Ababa Uni versity. I' m here to learn more about the knowledge, attitude and practice of the 

community towards the maternal hea lth serv ice (antenata l, del ivery and postnatal care). The 

main objective of the study is to assess the contri bution of health extension program in maternal 

healt h care service uti li zation in your kebe le. We want to know what diffe rence it makes duri ng 

its implementation. Information fro m thi s discuss ion will he lp the woreda to further strengthen 

the effort so that it benefits the community/women in the Kebele. 

In thi s group there are no right and wrong answers. Everybody should express the opinions or 

att itude pertinent to him or her. When yo u express yo ur opinions yo u are encouraged to be 

honest in your views. We want yo u to focus your comments on the program not towards each 

other or members of th is group. 

At this point it is important that we obtai n your consent for conducting the session. Your 

remaining in the session indicates that you vo luntarily agree to participate in thi s discussion 

program. You have the right to refuse to answer any questions and to end the di scussion if you 

fi nd it necessary to do so. 

Do yo u have any questions? With yo ur permission, lllay I proceed wi th the di scussion questions? 

Date _____ _ Time 

Kebele Number o f Participant ___ _ 

I. Who did the implementation of HEP start in your kebeles? Num ber of HEWs? Is the 

10-cationo Ithe health posrbenefifS the majorityTWhy? 

2. How do you see the status of Maternity care at health post? Equi pments and supplies, 

Infrastructures. Faci li ties, ski ll and the Qual ity of care provided by HEWs 

3. What do yo u understand by danger signs during pregnancy, childbirth and postpartum 

period? The lll ajor sources of infonn ation? 

4. In your opinion what are the most important factors that affect maternity servIce 

provision? Where do women in your area prefer to deli ver? Home, health fac ility, Why? 

Whom they prefer for attendance? 
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