ADDIS ABABA UNIVERSITY

SCHOOL OF MEDICINE AND COLLEGE OF HEALTH SCIENCES

DEPARTMENT OF NURSING AND MIDWIFEY

Assessment of contributing factors for late initiaion of antenatal Care among pregnant
women attending antenatal Clinic at Public Health enters in Kambeta Timbaro zone,

South Nation Nationalities People Region, Ethiopia.

By Tesefalidet Tekelab (BSc)

A thesis submitted to the School of Graduate Studs of Addis Ababa University in partial
fulfillment of the requirements for the Degree of Master in Maternity and Reproductive

Health Nursing.

June, 2012, Addis Ababa, Ethiopia



ADDIS ABABA UNIVERSITY

SCHOOL OF MEDICINE AND COLLEGE OF HEALTH SCIENCES

DEPARTMENT OF NURSING AND MIDWIFEY

Assessment of contributing factors for late initiaion of antenatal Care among pregnant
women attending antenatal Clinic at Public Health enters in Kambeta Timbaro zone,

South Nation Nationalities People Region, Ethiopia.

By Tesfalidet Tekelab (BSc)

Advisor Ato Balcha Berhanu (RN, BSc, MSc)

A thesis submitted to the School of Graduate Studs of Addis Ababa University in partial
fulfillment of the requirements for the Degree of Master in Maternity and Reproductive

Health Nursing.

June, 2012, Addis Ababa, Ethiopia



Approval by the board of examiners

This thesis bylesefalidet Tekelabis accepted with recommendation of modificatiopshz
board of examiners as satisfying thesis for requénat of degree in Maternal and Reproductive
Health Nursing.

Internal reviewer 1:

Full Name Sign

Rank Date

Internal reviewer 2:

Full Name Sign

Rank Date

Research Advisor/Supervisor:

Full Name Sign

Rank Date




Acknowledgement

| wish to give glory and praise to the almighty Geldo gave me good health, strength, courage

and commitment to complete the thesis.

| would like to extend my sincere thanks toy advisor Balcha Berhanu for his
unreserved guidance and comments . My appregiatsn extends to Addis Ababa University,
department of Nursing and Midwifery for givingighopportunity to do the research and for

financial support.

My great thanks go to Nevart Chirinian (MSc, Nupsactitioner) for her material support and
comments during proposal development. | would kitgo to thank Dr. Amy Bender (PhD,
Assistant Professor) for her constructive comnaeak valuable suggestion throughout the work
process of thesis. | thank Kembata Timbaro Zone Areh Disadvantages Orphan Care and

Support Association for their logistic support.

| acknowledge the administrators of Kembata Timbdome Health Bureau and staff of the

health centers.

| am also delighted to acknowledge the pregnant @grthe data collectors who participated in
this study.

Last but not the least, my appreciation extendsltmy collogues, those who have been with me

directly and indirectly in all the work of my thesi



Table of Contents

Contents deaNumbers
ACKNOWIEBAGEMENL ... .ottt ettt ettt e et e e st et et e ene e s eenseseeeneenseeseensensesneensenss |
TaDIE OF CONIENES....ceiitetee ettt b e st b e b b e b e na e s nee I
LIST O TADIES ...t et b e b bttt b bt b e eenn e enea \Y
IS 0 1T U= USRS VI
IS W0 = Vo 0] )Y/ 1 1 TSR Vil
ADSTIACT. ...t h bbbt h bbbt VI
L =T o] = o TSRS SRPTRS 1
L. INEFOQUCTION. ...ttt sttt b bt b a e ehe bt sa e b et e e seebenb e b e e e e ens 1
I = = T3 (o | o 11 ] o PRSP 1
1.2 Statement of the Problem............cciii e 4
1.3 Significance Of the StUAY.........ccviieieeeeee et 7
L =T o] = ol | TSRS SPTRR 8
2. LItErature REVIEW.......cueiiiieiieieieieteee st sttt sttt b bbbt e b st e s et seeseeneneens 8
2.1 Time Of First ANC BOOKING.......coiieieiiieee ettt s 8
2.2 Factors influencing utilization of antenataleerviCes.........coouevvvieeeviiiecese e 8
2.3 Socio demographiC CharaCteriSLCS.......cvcveriieeieeceetee et es 9
@013 (=] (o 1S3 (0] Y TP 13
2.5 Knowledge on ANC and Pregnancy related cOmtina..............coceeveveneerenienceneneee e 14
2.6 Health SEIVICE DAITIEL........cc ittt e 15
2.7 Other factors related to ANC ULHIZALION..........coeriiiririrerceeee e 16
L0 T o] =1 gl SRRSO 19
3. ObJectiVES O the STUY........cciiieieieceeee ettt ra et e s re s e ebesresreennens 19
T R 1T a1 = U @ o] [=Tox 1)Y= TSP 19
3.2 SPECITIC ODJECHIVES.....ceeiieiieiceeeeee ettt e enes 19



L0 g F=T o] = Y TP 20

4. Research MethodOlOgy.........ccccueeriririreeee ettt eae s 20
4.1 Study area and StUAY PEIIOML.......cuiiiieeeeceeee e st re e re e eras 20
A (1 [0 | VA o L= T T TSRO 20
G B = 01U = (o) TSR 21
4.4 Sample Size deterMINALIONL.........ccoriririreiei ettt e s 22
4.5 Sampling and SamMPliNg ProCERAUIE .......uuiiiii it e e e e e et rre e e e e e e e naraaeeeas 23
4.6 STUAY VANTADIES. ..ot 25
4.7  Operational defiNitiONS........cccocciiiiiieereseece e s s reea e aeenas 25
4.8 Data collection techniques and ProCEALLES.........ccvvveeerereeeere et 26
4.9 Data QUAlity CONLIQL.......cceeieieeeeeeceeee et e st s b esteere e s e essesreennaneas 27
4.10 Data Processing and ANAIYSIS.......ceoirieieririeere ettt see e ee e s eesse e neesees 28
4.11 Ethical CONSIOEIALION......c..coueieiieiiriieterteeee ettt b e e ese s 28
4.12 DiSSemMINatioN Of FESUILS..........coviuiriiiiiiiecc e s 29

5.1 RESUILS. ...ttt 30
5.1.1 Response Rate by Health INSHIULIONS........ccceoviiieeeiceeee e 30
5.1.2 Socio-demographic characteristics of theaedents by timing of ANC visit...................... 31
5.2.3 TimiNg OF firSt ANC VISIL.....ccuiiuieiiiieieere ettt st sre et et sne e enseenees 34
5.1.4 Obstetric history and timing Of firSt ANC NMES.........ccceoeririrrerereeere e 36
5.1.5 Knowledge on ANC and Pregnancy related carafiin and timing of first ANC............... 38
5.1.6 Health service barrier and timing of first BXOOKING.........cccevveieveneneeceseeeeee e, 42
5.1.7 History of current pregnhancy and timing o$tIANC ViSit..........ccccevivercieciseeceseceeee e, 45
5.1.8 History of current ANC visit and timing fir8BINC bOOKING........cccccevvveeieriireeeeeeeeeee 47
5.1.9 Bivariate and multivariate analysSiS..........cccccerireriiiiine e 50

5.2 Results from QUAalitatiVe dal@l..........ccooerieieieeeeeee e 55
5.2.1 Finding from In-depth Interview of pregnartmen.............ccecvveecereneecese e 55
5.2.2 Finding from health care proViders..........cccceeviiieeeiecicee e 58

(O aF=T o] (=] SV TSR TSTPR 61

6.1 DISCUSSION....c.eiuteueeiieiiete sttt ettt sttt ettt b et b e et h bt sh e b et e e e st e st ea e e b e se e e st eaeeb e st e s e e e e eseebenbeanenee 61

L0 =T o] L= Y | TSP 66

7.1 Strength and limitation of the STUAY..........ccoereriiiri s 66

7.1.1 Strength Of the STUAY......ccuioeeeeeeee e e 66



7.1.2 Limitation Of the STUY......c.ocieeeeeee ettt e 66

L0 =T o] L= Y | | TSP 67
8.1 Conclusion and ReCOMMENALION..........cooeiriiriiiieee s 67
8.1 1 CONCIUSION....cviuiiiiitciirtctete ettt ettt ettt sttt b et sn et n s 67
8.1.2 RECOMMENUALIONS......cveuiieiirieiiiteirtettet ettt ettt sttt 68
RETEIENCES ...ttt ettt e b e e s bt e s bt e e be e e e sabe e e s be e e s abe e s be e e beeesabeesabeesreeenntee s nnes 69
Y ] == OO PRI I
[ INFOrMAtioN SNEET .....ci i e e e st e s e s b e e s nans I

II.  Structured Questionnaire ENglish VErsioN.......ccccueiiiiiiieieiiiie et I
Il QUATITATIVE QUESTIONS ..eieee ettt ettt ettt e e e et e e e e ate e e e e bte e e e s e atbeeeentaeeesasseeeeansseeesnnnreeas X
V. Translated Amharic version of information sheet ..o Xl

V. Translated Amharic version of consent form ..o X
VLB LYol - 4 Lo o O PSP PO PRR PRIt XIX



List of tables

Table 1 Number of respondents by health centens\i&¢a Timbaro Zone, 2012. .................... 30
Table 2 Socio-Demographic characteristics of radpats by time of booking, Kembata
TIMDAIO ZONE, 2002 it e e e e et et et e e e et bbb et e ba e e e e e e e e e aaeeees 32
Table 3 Number of respondents by obstetric histong timing of first ANC, Kembata Timbaro
Z0NE, SNNPR, 2002, ..oiiiiiiiiiiieee e e ettt e e e e e ettt e e e e e e s ssba et e e e e e s snnneeeeeasbsseeeeessannnseeeeens 37
Table 4 Knowledge on ANC and Pregnancy relatedptication timing of first ANC, Kembata
Timbaro Zone, SNNPR, Ethiopia, 2012. ...« 39
Table 5 Health service barrier and timing of filNC booking, Kembata Timbaro Zone,
SNNPR, Ethiopia, 2012 ....cccoiiiiiiiiiiie ettt e e e e e e e st e e e e e s e nnnnneeaaeeens 43
Table 6 History of current pregnancy and timingfiocft ANC visit Kembata Timbaro Zone,
SNNPR, Ethiopia, 2012, ...ttt e e e e e e e e e e e eees 46
Table 7 History of current ANC visit and timing fiflst ANC booking, Kembata Timbaro Zone,
SNNPR, Ethiopia, 2012 ....cccoiiiiiiiiii ettt e e e e e e st e e e e e s e nnnnneeeaeeens 48
Table 8 Association of selected socio- demogrgpblastetrics and other determinant factors
with timely booking of first ANC, Kembata Timbara#@e, 2012. .............cceeeeeiiiiiiiiiiiiiiinnnns 53



List of figures

Figure 1 Conceptual frame work developed by thith@ubased on key areas of research
fINAINGS 1N the TIEIALUIE. ....eeeii et as 18
Figure 2 Diagrammatic presentation of SamplingeSS.........ccovveeeeiiiiiiiiiiieeiiieee s e 24

Figure 3 Proportion of respondents by time of ANGoking in Kembata Timbaro Zone,

SNNPR, Ethiopia, 2012, ... .ottt e e e e e e e e e e eees 34
Figure 4 Percentage of respondents by months ¢htges booked first ANC, Kembata Timbaro
Zone, SNNPR, Ethiopia, 2012. .............utummmmmmeeesneasaaeeeeeeeeseesseeeesssnnnnnnn s aeaaaeeaeees 35
Figure 5 Percentage distribution of respondent®vkdadge on danger signs of pregnancy,
Kembata Timbaro Zone, SNNPR, Ethiopia, 2012.........cccccooiiiiiiiiiiiiiieeeeiieeeeeeiees 40
Figure 6 Percentage distribution of respondentgitrored danger signs of pregnancy Kembata
Timbaro Zone, SNNPR, Ethiopia, 2012. ...« 41
Figure 7 Reasons given by respondents for spetificg of first ANC booking, Kembata
Timbaro Zone, SNNPR, Ethiopia, 2012. ...« eeeeeeeeeieeeeeeeetrs e ereee e e e e e e e aaeeees 49

\



List of acronyms

ANC - Antenatal care

AOR- Adjusted Odds Ratio

ClI - Confidence Interval

COR- Crude Odds Ratio

DHS- Demographic Health Survey

EDHS- Ethiopian Demographic Health Survey
EPI-INFO- Epidemiological Information (Statisticabft Ware)
ETB- Ethiopian Birr

HCW- Health care worker

MDG- Millennium Development Goal

OR -Odds Ratio

PPS- Population proportion to sample

SNNPR- South Nation Nationalities People Region
SPSS- Statistical Package for Social Sciences

SRS- Simple random sampling

WHO- World Health Organization

VI



Abstract

Background : For all women of reproductive age, especialigr pregnant women,
utilization of health care services is a kenoximate determinant of maternal and infant
outcomes, including maternal and infant mdastallt is evident that timely antenatal ear
is an opportunity to prevent the direct emusof maternal mortalities and reduction of

fetal and neonatal deaths related to obstetimplications

Objective: To assess factors that contributes for late imiabf antenatal care among pregnant
women attending ANC Clinics in public health cestém Kembata Timbaro Zone, SNNPR,

Ethiopia.

Method: A facility based cross-sectional study with suppat of qualitative study design was
carried out to collect data from 401 pregnant wowéi were attending antenatal care service
at five randomly selected governmental healthresnh Kembata Timbaro zone. Pretested and
structured questionnaire was used to collect the flalata were entered onto a computer using
Epi-info 3.5.1 statistical program then exportedSBSS Windows version 16.0 for further

analysis. OR & 95% CI was used to measure the edEnts.

Results: This study showed that prevalence of late entrgnignatal care was 68.6%. The mean
timing was 5.5 +1.8 monthsMultivariate analysis revealed thage, maternal education, family
income, parity, previous utilization of ANC and &pf pregnancy remained significant factors

influencing late booking.
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Conclusion

The findings of this study showed that most worhenk ANC late. This seems to be because
antenatal care is viewed primarily as curative eatthan preventive in the study population.
Public enlightenment, health education coupled widmen empowerment would be helpful in
reducing the problem. In addition to that reseasaheeded to determine the best approaches for

health education programmes to correct the misquimees about antenatal care.



Chapter |

1. Introduction

1.1 Background

Pregnancy is a normal process that results iniassef both physiological and psychological
changes in expectant mothers. However, normal pregn may be accompanied by some

problems and complications which are potentiafly threatening to the mother and / or the fetus

(1)

Providing special care for pregnant women in thblipthealth services was not started until
1930s, which was initially introduced in the Unitécthgdom and Northern Ireland states. It was
decided that every pregnant woman should get daegheck-up as an integral part of maternity
care. This is one of the important components afemal health which is now called antenatal
care (ANC). Antenatal service is important as ferd pregnant women an opportunity to get
different services which alerts the woman to thekgiassociated with pregnancy and for

discussing her options for safe delivery (2, 3).

For all women of reproductive age, especidlly pregnant women, utilization of health
care services is a key proximate determin@intmaternal and infant outcomes, including
maternal and infant mortality. The benefits ®kalth care seeking are tremendous

particularly in settings and subgroups whelee socioeconomic and public health



resources are constrained. It is evident tiraely antenatal care (ANC) is an opportunity
to prevent the direct causes of maternal talibes and reduction of fetal and neonatal
deaths related to obstetric complications. Thusenatal care is one of the recommended

cares to be provided for pregnant women (4).

Traditional ANC uses a risk approach to classifyiockhwomen are more likely to experience
complications and assumes that more visits meaterbeutcomes for mothers and baby.
However, many women who have risk factors will detvelop complications, while women
without risk factors may do so (5). The new apphoaicfocused antenatal care ANC emphasizes
the quality of care rather than the quantity oftgisThe major goal of focused antenatal care is
to help women maintain normal pregnancies througdlth promotion and disease prevention,
early detection and treatment of complications amtbting diseases birth preparedness and

complication readiness planning (6, 7).

Antenatal care or prenatal care is the complexntdrventions that a pregnant woman receives from
organized health care services. WHO recommendsathpategnant women should have a minimum of
four antenatal visits, each lasting for at leastrity minutes. The basic activities of antenataé datl
within three general areas: screening for healtth smcioeconomic conditions likely to increase the
possibility of specific adverse outcomes; providihgrapeutic interventions known to be beneficiaid
educating pregnant women about planning for sath,l@mergencies during pregnancy and how to deal
with them (8).During pregnancy, skilled attendants monitor thegpess of the pregnancy, detect

complications, provide preventive measures, devbidp and emergency plans with the woman

and her family and advise women on health, lifesgyid nutrition in pregnancy (8).



Antenatal care enables health professionals tdifgigootential risks for the pregnancy or for the
delivery and to provide prompt treatment for womexperiencing health problems during
pregnancy (9). Through this service, women willeiee assistance in developing a birth plan
and be prepared for parenting after the childb{@hOther services provided include the
provision of Tetanus Toxoid vaccinations, iron/oticid supplements and control of nutritional

deficiencies (10).

Ideally ANC should consist of health education foegnant women, early screening to identify
those at high risk of developing complications atidgnosing problems if there are any.
Whenever possible it is also important to intervémeorder to prevent the development of
complications. The diagnosis and treatment showt be limited to those conditions that
developed during pregnancy but also for any pretgyg medical condition. These actions

should lead to a decrease in the risk or sevefitgarbidity and mortality (11).

ANC is more beneficial in preventing adverse pregysoutcomes when it is sought early in the

pregnancy and is continued through to delivery.(12)

The purpose of this study is to identify those destthat contribute for late utilization of

antenatal care.



1.2 Statement of the Problem

It is estimated that each year approximately oiré tf a million women worldwide die due to
pregnancy related conditions {139% of these deaths occur in developing countsied
approximately three-quarters of them are considereddable (14). Millennium Development
Goal five (MDG5) calls for a reduction in the matak mortality ratio (i.e. the number of
maternal deaths per 100,000 live births) by threartgrs by 2015 and the establishment of
universal access to high quality reproductive lmeatire(15,16 ,17)in Ethiopia, the levels of
maternal and infant mortality and morbidity are agaohe highest in the world. There are 673
maternal deaths for every 100,000 live births dmihfant mortality rate was 77 per 1,000 live

births (18.

Many maternal and prenatal deaths occur in womem ldve received no ANC. Nevertheless,
true progress has been made globally in termsopéasing access and use. A study on antenatal
care estimated that worldwide only 70% of womenrereceive any ANC, whereas in

industrialized countries more than 95% of pregmeamhen receive ANC (2).

According to the World Health Organization KMV), 20% of all maternal deaths which
are due to pre-existing conditions and other imdireauses like malaria, HIV/AIDS,

tuberculosis, anaemia, hepatitis and heart diseasepreventable through antenatal care (19).
Early ANC as recommended by WHO is initial ANC it the first 12 weeks of pregnancy (1 —
3 months), and the second, third and fourtisitsy by 26th, 32nd and 36th weeks

respectively, for a minimum of four antenatalitgisn low risk pregnancies. WHO has also



provided guidelines to regulate the content of darde received during each visit to ensure

effectiveness (2, 12).

Based on the most recent DHS survey of the devajopiorld as a whole has achieved great
success in extending the reach of antenatal carex. percent of women in the majority of

countries studied have at least one antenatalvisiteduring pregnancy, and in many countries
the coverage reaches 90 percent. Despite progliess antenatal care coverage, many
countries, particularly in sub-Saharan Africand South/Southeast Asia, still have
unsatisfactory levels of the recommended four orenamtenatal care visits. Additionally, many

women, particularly in sub-Saharan Africa, tendviit to start antenatal care until the second or

third trimester. Socioeconomic disparities in abantenatal care are profound (20).

Large variations in use of antenatal care exisuib-Saharan Africa. About half of the 21 sub-
Saharan countries included in the analysis show 80epercent coverage. However, levels in
some countries are much lower. In Chad and Nigerekample, more than half of women did
not receive any antenatal care. Ethiopia has theedb level of antenatal care use among all
countries included in this analysis, at only 28ceet. Antenatal care coverage in the other sub-
Saharan African countries ranges from 55 perce®7t@ercent, as of the most recent surveys

(20).



According to 2011 EDHS results show that 34 peragntvomen who gave birth received
antenatal care from a trained health professionkdast once for their last birth. Antenatal care
from a trained health professional has increase@ pgrcent since the 2005 EDHS estimate (28

percent) (21).

It is very likely that a good number of women wibit initiate ANC early enough in pregnancy to

follow the full basic component of the Focused AN Ethiopia (6).

Late ANC initiation may increase the total costcafing for a pregnant woman. A cost which

arises from missed opportunities to prevent orttpeablems early in pregnancy. The ensuing
cost of treating these preventable complicationsugh higher not just because of the need for
advanced technological interventions, but alsormneased use of highly skilled health care

professionals, increased length of stay ispital and longer recovery time (22).

Generally, early initiation of ANC providespmgrtunity to identify, prevent or treat problems
or diseases early in pregnancy, which in turn, aids reduction of complications during

pregnancy and labour, thereby improving mateandlinfant health outcomes.



1.3 Significance of the Study

There is a scarcity of research on this topic adtudy area. So it is believed that it can be a

reference for those who are interested to perforesearch on the same topic.

The research findings may help policy makers, staltders and other program implementers to
use and improve best utilization of ANC as well identify factors associated with late

utilization of antenatal care. In addition examithe use of ANC service inform programs
about where to focus interventions that can redoaternal and newborn mortality and improve

their health outcomes.



Chapter Il

2. Literature Review

2.1 Time of First ANC Booking

Study done in Australia on late entry to antenegaé 41% of women commenced ANC after 12
weeks of gestation. The mean pregnancy duratioentty to ANC was 12.8 weeks and the
median duration was 12 weeks (23). A community a&sess sectional study conducted in rural

Kenya indicates that most women 64% first visiteel ANC in the third trimester (24).

According to 2005 EDHS only 6 percent of women mtider first ANC visit before the fourth
month of pregnancy. The median duration of pregpdacthe first ANC visit was 5.6 months
(18). A community-based cross sectional study cotetlion factors influencing antenatal care
service utilization in Hadiya Zone of Southern Bffia showed that 68.2% started antenatal care
visit during the second trimester of pregnancy (&Zjnilar study done in Yem special woreda
revealed that 49.2% women made the first atédncare visit during their second

trimester (26).

2.2 Factors influencing utilization of antenatal cee services

Various studies have reported factors associatedll late entry to ANC , these include

demographic and some socioeconomic factors sscmaternal age, parity, maternal



educational attainment, place of residence, ettynand institutional delivery as well as early

antenatal care use (28, 29, 30, 31,39

2.3 Socio demographic characteristics

1. Maternal Age

A systematic review on factors affecting the uétion of antenatal care in developing countries
suggested that women in their thirties are morelyiko have antenatal care than older women
and teenagers (33). Similarly a study done onetdds complication, intervention rates and
maternofetal outcomes in teenage nullipara igeNa showed that teenagers were

significantly more likely to book late fomtnatal car¢34 ).

A study conducted on factors influencing antenatale service utilization in Hadiya zone
showed that mothers who are in the age grou®5-29 years were less likely to utilize

ANC service than women who are 35 years and (#8gr

2. Marital Status

A study in rural Guatemala showed that married womvere more likely to receive ANC and
seek earlier than single or unmarried women).(Stmilarly a study done in Zimbabwe showed

that unmarried pregnant women are less likely &k eNC services (36)

Women who were currently in marriage were morelyike receive the first ANC in the first

trimester as indicated study done on utilizatiomaiternal health services among young women



in Kenya (37). In Ethiopia married women are 40cpat more likely to receive antenatal care

from a health professional than unmarried womer). (38

3. Education

In many developing countries, women’s education lieen found to be an important predictor

of antenatal care utilization (32, 39).

Women with primary education were less likely toai@e ANC in the first trimester as indicated
study done on utilization of maternal health segsi@mong young women in Kenya insights
from the Kenya demographic and health Survey @my& (37). In contrast, a study done on
factors affecting utilization of antenatal care amaeproductive age group women (15-49
years) in an urban squatter education did not show association with utilization of ANC

services in Pakistan (%0

A study conducted on factors influencing utilizatiof maternal health care services in Ethiopia
found that 72% women with at least secondaghooling receive antenatal care.
Similarly, a community based study done in Yemcsgevoreda revealed that women with
education level of secondary and above wexa times more likely to use antenatal

care than illiterates (26, 38).

10



Pregnant women whose husband had pris@rgol education or none, 86.8% would
more likely book late compared to those whose hudliead secondary school education and

above as indicated on study conducted in southenestigeria (41).

4. Occupation

Antenatal care visits were high among wonmmgaged in service jobs 80%, but low
among those involved in agricultural and hoosdiwork 10% as indicated on a study
conducted on determinants of antenatal care antthgdas care visits in Bangladesh J4Zhose
in paid employment tend to start ANC earlier thaa tounterparts (27, 39)A study donen
Jimma showed that antenatal care service ners wgere likely to be pregnant women who

were student by occupation (43).

5. Residence

Women in urban areas used ANC more than rural wof@@n4, and 45). In contrast, a study
done on utilization of maternal health care sewige southern India showed that women in
urban areas were about 45% less likely to receN€ Ahan those living in rural areas (39). In
Ethiopia women in urban areas were more likelyde ANC from a healthcare professional)(38

Similarly a study done in Hadiya zone showed &€ service utilization is 2 times higher

in urban than rural residents (25).

11



5. Ethnicity and Religion

The effect of ethnic variation was evident with yki women being more likely to receive ANC
in the first trimester compared to women from ota#imic groups as demonstrated on a study
conducted in Kenya (37). A study conducted on fact@ffecting ANC utilization in Addis
Ababa, ethnicity is highly correlated with ANC attiance. This study reported that pregnant
women with Tigries ethnicity are more likely toeaitt ANC than others but the reason was not

explained (46).

Muslims were much more likely to seek routine ANCIndia than other religions (47). Women
who followed Muslim, Orthodox and Protestant redigg were more likely to use ANC in
Ethiopia (38). In contrast, religion was not aistatally significant predictor of antenatal check-
ups in Ghana and in India (28, 39). Women whaewkluslims or other religions were more
than 2 times likely to attend ANC clinic thamomen who were Christians as illustrated on a

study done in Nigeria (48).

7. Household economic

Women with high economic status were more likelyd¢oeive adequate and early ANC than
those with low economic status (27, 45). A studgducted on late Antenatal Care booking and
its Predictors among pregnant women in South Westiggeria showed that those who earned

lesser income were more likely to book late comgdoethose who earned more (41).

12



Women from middle income and rich households weoeentikely than their counterparts from
poor households to go for ANC or to make theirtfuisit in the first trimester as indicated on a

study conducted on utilization of maternal headitviees among young women in Kenya (37).

2.4 Obstetric History

1. Parity

Higher parity was generally a barrier to adequaie of ANC (27, 28, 44, 45 and 49). A study
done in Kenya revealed that higher parity womenewess likely to go for ANC and make the
first visit during the first trimester, compared tlmose of parity on€37). Similarly a study
conducted in Addis Ababa revealed that as parityeimses the experience of timely booking
decreases. Mothers with first pregnancy were atvoaitimes more likely to be booked for ANC

within the recommended time compared to motherls pairity one and above (50).

2. Birth interval

Higher order births were associated with a late stainadequate use of ANC (27, 39). Births
occurring after an interval of more than three gagaceived more frequent ANC visits than those
where the preceding birth was within two years radicated on study done in Kenya (27).
Analysis of 38 developing countries revealed thathars are most likely to receive antenatal

care from a skilled provider for the first birthathhfor subsequent births (20).

13



3. Mothers child birth experience

Women’s perceptions of the risk factors associatgith adverse obstetric outcomes were
significantly related to the probability of seekiAddfNC. Women who had prior foetal loss or
neonatal death are more likely to receive ANC (BhEhe complications experienced during
earlier pregnancies had a positive effect on early adequate attendance for ANC (44).
Similarly in India, pregnant women without previoabstetric problems were more likely to
attend late (52 lllness experienced in past pregnancies aedceived susceptibility to
illnesses in future pregnancy were also amtmg factors associated with antenatal care

utilization as indicated in study done in Yem spbkworeda (26).

4. Pervious utilization of service

A cross sectional study done on timing of antanatare booking at public health facilities
in Addis Ababa showed that pregnant women wghst experience of ANC service

utilization did not demonstrate timely bookingtbé service(50).

2.5 Knowledge on ANC and Pregnancy related compktion

1. Knowledge on ANC

The study conducted in south Africa revealed thhen women were asked about when a

pregnant woman should commence antenatal cargstfeund that in two of the groups, a
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large proportion did not know when to boalgmely the ‘33% early bookers’ and '36.4%
late bookers’'(53)Knowledge of mothers was strong predictorABIC utilization where
having knowledge about ANC increased utilizatiby thirty-three times as indicated study

done in Metekel zone in Ethiopia (54).

2. Knowledge on pregnancy related danger sign

Knowledge about danger signs in pregnancy was foordsk statistically significant in Pakistan
and in Ecuador (4®4). Similarly a study done in Yem special woreelaealed that knowledge
about danger signs of pregnancy a statisticalignificant association with antenatal care

utilization(26).

2.6 Health service barrier

1. Access to service

Studies showed that women who lived near a villagalth worker/nurse were more likely to
receive adequate and early ANC visits than womethowi a village health worker (27In
addition, qualitative study on understanding useex'spectives of barriers to maternal health
care use in Maharashtra in India suggested thalabildy of healthcare workers in the local
community encouraged women to use ANC services @b)ncrease in distance or travel time
to the nearest healthcare facilities was associattd fewer antenatal visits in Kenya (27). A

study done in Yem special woreda revealed that womédno live within an hour walking
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distance from the health facility were abaight times more likely to visit prenatal ear

than above an hour distance by walking(26).

2. Perceived quality of service

Poor quality of care and negative attitudes of iserproviders were barriers to utilization in
Zimbabwe. They highlighted that poor relationshijgtween patients and healthcare providers,
and rude and unfriendly attitudes of nurses, weegomreasons women preferred not to be
referred to some hospitals (56). The opening tifth® service was important for urban slum-
dwelling women in Bangladesh (57) whereas long imgitimes were a barrier to ANC use in

Zimbabwe (56).

3. Cost

Financial constraint was the most important fagtaron-use of ANC services. The costs of the
service including transportation and necessaryriboy tests were major factors prohibiting
service utilization (5828). A qualitative study conducted in Bangladebbwed that free

services improved uptake of ANC among urban sluretting women (59).

2.7 Other factors related to ANC utilization

1. Influence of husband and significant others

Hospital workers, husbands and parents were tlategt influence on antenatal clinic

attendance (60). In 2004, Ikamari reported thaualB0% of all the respondents indicated that
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their husbands encouraged them to attend anteriatial (61). In contrast, a community based
cross sectional study done in Kenya reported tmy a few husbands, mothers or mothers-

in-law suggested attending antenatal care (62).

Women whose husband approves of prenatal ware more likely to have used prenatal
care than women whose husband did not approveN&@ As indicated on a study done in Yem

special woreda (26).

2. Pregnancy related factors

Unwanted and unintended pregnancies were aebato prenatal care services(49,63). A
study done on differences in health seekingbielir among urban poor women in Nairobi
who experienced intended or unintended pregearin Kenya showed that most women
booked later in their second and third trimested arplained this in terms of the pregnancy
being unwanted (64). Women who wanted their pregeanwere more likely to have used
prenatal care than women who did not wadndirt pregnancies as indicated on study done in

Yirgalem and Jimm&3 ,65 ,66)

3. Access to Mass Media

Studies conducted in North India and Nepal reacdhat watching television every week
substantially increased the chances of women sgeRINC (45, 47).According to 2005
Ethiopian DHS and North Gondar study possessidip iacreased ANC use by more than two

times which may show the increased access t& ANormation(1867 ).
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Figure 1 Conceptual frame work developed by this author baskon key areas of research
findings in the literature.
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Chapter I
3. Objectives of the Study

3.1 General Objectives

The overall objective of this study is to asstactors that contribute to late initiation

of antenatal care among women attending ANGi&3l in public health centers in Kembata,

Timbaro Zone.

3.2 Specific Objectives
v" To assess time of women'’s first visit to ANC Clmic
v" To identify contributing factors for late initian of ANC

v' To describe the relationship between socio-demdgeafactors and late initiation to

antenatal care.
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Chapter IV

4. Research Methodology

4.1 Study area and study period

The study was conducted in five selected healtbeceirom Kembata Timbaro zone in SNNPR.
The zone is located bordering Alaba special woradhe east, Omo River in the west, Hadiya
in the north and Hadiya and Wolyita zone in thetlsodembata Timbaro zone administratively
existed with seven woredas and one town administralhe population of the zone is estimated
to be about 757,029 out of which 85.99% of the patpan is rural and 14.01% of the population

is urban residents. 29,524(3.99%) of the populadi@pregnant mothers.

At present, there are 1 district hospital, 31 Heeaéinters, 128 health posts and 58 private health
institutions in the zone. Health service coveragedne estimated about 98% and health service

utilization is 0.4 (68).
Study period: This study was conducted from March 2012 to JWi2

4.2 Study design

A facility based cross-sectional study supplemebiedualitative study was carried out.
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4.3 Population

4.3.1 Source population
The source population for this study were all pggg women using public health centers for

ANC in Kembata Timbaro Zone.

4.3.2 Study subjects:
The study subjects were pregnant women attendinG AiNselected public health centers during

the data collection period and service providerthienhealth centers.

4.3.3 Inclusion and Exclusion Criteria
The inclusion and exclusion criteria that were usedletermine appropriate subjects for the

study are as follows:
Inclusion criteria are:

» All pregnant women who were in the reproductive ggoup (15-49 years)

» Pregnant women who came to the health center faC Adfvice.
Exclusion Criterion:

» Pregnant women who had hearing problems
» Pregnant women who were seriously sick and unakiespond

» Pregnant women who were not willing to respond
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4.4 Sample size determination

For the cross sectional quantitative study the $ansize was calculated by using single

population proportion formula based on the follogvassumptions:

v Proportion of women attending ANC is assumede®6.3%. This is taken from studies
done on factors influencing antenatal care semwvitigation in Hadiya zone (25).

v Significant level is calculated at 95% confidentterval

v' The desired precision of the estimate (the mardireroor between the sample and
population 5%)

v' Since the sample selection passed through twosstagesign effect of 2

n=(2,)°P (1-P)

Where

n= number of the study subjects

Z=is the standardized normal distribution curvligdor the 95% confidence interval (1.96)

P= the proportion of women attending ANC which &s3%

d=the desired precision of the estimate (the mavfarror between the sample and population
5%)

Non-response rate as 10% the sample is calculatédlaw
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n=(Z,)°P (1-P)

=(1.96%(0.863)(0.137F 182

(0.05)
Design effect- 2X182 = 364

And to compute for non-response rate 10 % of thed gample added, thus a total4ffl study

subjects were taken.

4.5 Sampling and Sampling procedure

In order to select a fairly representative samplpregnant women in Kembata Timbaro Zone,
the selection of health centers were by simple sandampling from each randomly selected
four woredas and one administrative town. The sanspte was allocated for study facilities
using population proportion to sample for eadeded health centers. At each health center,
the study subjects were recruited when they comenitial or follow-up of ANC service. Every
pregnant woman attending ANC clinic who was willitgy participate in the study were taken

until the required sample size was obtained ingesye health centres.

To complement the quantitative information in-deptterviews using an interview guide was
conducted with women who booked ANC visits earld &ate in their pregnancies. The purpose
of this variation was to ensure comprehensive coispa of reasons for attending ANC. Five
health care providers were also interviewed reggrdiare they were providing during ANC

Visits.
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v

Seven Woreda and One Administrative Town

sr

Four Woredas and one administrative town

Durame Hadero Doyogna Shinsicho Mudulla

Health Centre Health Centre Health Centre Health centre Health centre

Figure 2 Diagrammatic presentation of sampling system.
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4.6 Study variables

4.6.1 Dependent variables

Late initiation of antenatal care

4.6.2 I ndependent variables

% Socio-demographic factors(age of mother, religiethnicity, marital status, occupation,
education, Household economy)

% Obstetric History(Parity, gravidity, birth intetyanothers child experience, Pervious
utilization of service)

% Health service barriers (Access, women'’s opinicoualthe quality of care and cost).

s Knowledge on ANC and Pregnancy related complicéiioowledge on ANC and
knowledge in danger sign of pregnancy)

¢ Other factors related to ANC utilization(Influenasehusband and significant others,

pregnancy related factors and Access to mass jnedia

4.7 Operational definitions
Early ANC: refers to pregnancy-related care received froskiked health care professional
within the first four months of pregnancy.

Late ANC: refers to pregnancy-related care received fraskilied health care professional but

initiated after four months of pregnancy.

Service chargesinclude what the pregnant women paid to have AdfWice including charges

for consultation, diagnostic services and presdritrigs.
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Access to health facility the pregnant women being no more than an houn fiealth facility
by local means of transportation, or availabilityy heealth facility within one hour’s walk or

travel.

Antenatal care attended Pregnant women who had attended antenatal cliigag the recent
pregnancy at least once.

Focused antenatal caremeans that providers focus on assessment arahacteeded to make

decisions and provide care for each woman’s ind&idituations.

4.8 Data collection techniques and procedures

Interviewer administered questionnaires was empldgecollect the data. The questionnaires
adopted and modified from EDHS and related thesisksvafter reviewing relevant literature.
The English version of the questionnaire was tededl into Amharic language for better
understanding by the data collectors and respoadehite questionnaire then retranslated back
to English to check for its consistency. Five diplbonurses were trained as interviewers and two
BSc nurses were recruited for supervision of daddlection. The interpretations of the
guestionnaires were checked by two PhD candidatpsblic health.

The training of diploma-nurse interviewers and Bfticse supervisors were take place within
two days, and explanation of the study purposethadjuestionnaire itself, teaching regarding
interviewing techniques and correct completion loé tstructured questionnaire, and ethical
considerations in collecting data were includede Titerviewers and supervisors were given a
guideline for data collection. The supervisor moratl the data collection process of the
interviewer and if any problem happens he/she wdnydto solve or contact the principal

investigator.
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For qualitative, the data were collected from peegnwomen and health service provider by
using open-ended and responsive questioning teedn{qm-depth interviews) by principal
investigator and the information was obtained dlgiointerview recorded on notebook and tape

recorder.

4.9 Data Quality Control

Before conducting the main study, pre test waderhwut on 5 % of antenatal care seekers who
were not included in the study. Based on thedifig of pre-test, data collectors were
reoriented and the questionnaire was modifeed necessary. Data were collected by the

trained five diploma Nurses from the selected fiealth centers of Kembata Timbaro zone.

During data collection, socio demographic factasbstetric history, health service barrier,
knowledge on ANC and pregnancy related complicatma other factors related to ANC
utilization were assessed among pregnant wontendang the health centers. On the days of
data collection, the principal investigatordasupervisor monitored the data collection
process by checking its completeness of thta dnd if any problem happen correction

had taken on the data collection site.

Data was cheeked again for its completeness bd&ieeentry and the cleaning process was done
by running simple frequency after data entry fgrdbnsistency. If data were not consistent, it
was checked referring the hard copy of the questioRinally data analysis was started after

completion of these activities.
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4.10 Data Processing and Analysis

4.10.1 Quantitative

Each completed questionnaire was coded on pre gadamwoding sheet by the principal
investigator to minimize errors. Data were enteoatb a computer using Epi-info window
version 3.5.1 statistical programs, 10 % of th@oeses were randomly selected and checked for
consistency of the data entry. Then printed fregiesnwere used to check for outlier and clean
data. The data were cleaned accordingly and thparted to SPSS Windows version 16.0 for
further analysis. Computer frequencies, percentamgkp-value were used to describe the study
population in relation to relevant variables. Arsadyof data was done using two step logistic
regression [bivariate and multivariate] to see #ffect of the independent variables on the
dependent variable by controlling confounders. Ht&istical method is preferred because the
dependent (outcome) variable is dichotomous, thagarly or late seeking of ANC and the
independent variables are metric or categori#atistical significance was evaluated at 95%

levels of significance. Tables, pie chart and bapgs were used to present the data.

4.10.2 Qualitative Data

The qualitative data from women and service pragdeere collected using semi structured
interview guide and transcribed immediately aftee tlata collection. The collected data was
summarized under the main thematic areas basdteayuestions that emerged from the data.

4.11 Ethical consideration

Ethical approval was obtained from the ResearchRaralications committee of department of
Nursing and Midwifery, College of Health Scienc@sldis Ababa University. A formal letter
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for permission and support was written to the Ket@mbdmbaro zone Health Bureau and then
the Zone was written a letter to respective heedthter. The purpose of the study was clearly

explained to concerned bodies.

All the study participants were informed about pugpose of the study; their right to refuse and
informed verbal consent was obtained prior to titerview. The woman was also told that the
information obtained from her treated with comple@nfidentiality. The instruments and

procedures were not caused any harm to the suigjgcts, the community, the data collectors

and supervisors, who were involved in the reseproject.

4.12 Dissemination of results

Findings of the study will be communicatenl department of Nursing and Midwifery as
partial fulfilment of master degree in Materretdd Reproductive Health Nursing and the
Kembata Timbaro Health Bureau where the study wasonducted. The finding will be

presented through publication and distributing te toncerned bodies. In addition to this

findings will be published in local and internataournals.
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Chapter V

5.1 Results

5.1.1 Response Rate by Health Institutions

Out of the total 401 pregnant women included is gtudy, 392 [97.8%] have responded to the

guestionnaire while 18 [2.2%)] did not respond ®ithterview. [See table 1].

Table 1 Number of respondents by health centers, Kebata Timbaro Zone, 2012.

Health Institution Sample Responded  Response Ratgo]
Doyogna Health Centre 90 90 100%
Shinshicho Health Centre 68 65 95.58%
Durame Health Centre 113 108 95.57%
Hadero Health Centre 56 56 100%
Mudulla Health Centre 74 73 98.6%
Total 401 392 97.8%
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5.1.2 Socio-demographic characteristics of the respdents by timing of ANC visit

Out of 392 respondents who responded to the ireerti4 [3.6%] were in the age group of 15 —
19 years, 89(22.7%) were in the age group of 29exts, 116(29.6%) were in the age group of
25-29 years, 99(25.3%) were in the age group of 3dyears and the rest 6(1.5%) were in the
age group 40- 44 years. The mean age of the stadicipants were 28.3 with SD of 5.5 and

their age ranging from 16 to 40 years.

More than half of 214[54.6%] the respondents weeenKata ethnic group followed by Timbaro
78[19.9%]. Among the study subjects 278[70.9%] weretestant, 60[15.3%] were orthodox,
39(9.9%] were Catholic, 12[3.1%] were Muslims afd.8%] were other by religion. Regarding
marital status majority 369 [94.1%] of respondemése married or in union. Educational level
of the interviewed antenatal care attendees vdr@s illiterate to higher education, while
136[34.7%] of them were illiterate. One hundredyf@even [39%] of the women responded that
their husbands' have no formal education, one lahff26.5%] of the husbands' have attended

college and above.

Concerning occupation, more than half two hundredeen [54.3%] of the respondents were
housewives by occupation. 219[55.9%] of the respatglwere from rural areas. One hundred
twenty six 126[32.5%] of the subjects had monthbyse hold income less than 400ETB and
the median monthly income of the participants wa@0 ETB ranging from 50 to 6000 ETB.

[See detall table 2].
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Table 2 Socio-Demographic characteristics of respdents by time of booking,

Kembata Timbaro Zone, 2012.

Variables Booking within Booking late Total
time[ 16 weeks of  [After 16
gestation and weeks of
before] gestation]

Age inyears N=392
15-19

20-24

25-29

30-34

35-39

40-44

Ethnicity N=392
Kembata

Timbaro

Hadiya

Wolyita

Others*

Religion N=392
Protestant
Orthodox

Catholic
Muslims

Others**
Marital status N=392
Single

Married
Divorced
Widowed
Educational
N=392
llliterate (can not read and
write)

Literate (able to read and write)
Primary school

Secondary school

level(Wife)

Number (%)

6[1.5%]
59[15.1%)]
39[9.9%]
16[4.1%)]
3[0.8%]
0[0%]

70[17.9%)]
19[4.8%)]
23[5.9%)]
4[1.0%]
7[1.8%]

95[24.2%]
16[4.1%)]
8[2.0%]
4[1.0%]
0[0%]

1[0.3%]
121[30.9%)]

1[0.3%]
0[0%]

12[3.1%]
11[2.8%]

10[2.6%)]
53[13.5%)]
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Number (%)

8[2.0%]

30[7.7%]
77[19.6%]
83[21.2%)]
65[16.6%)]

6[1.5%]

144[36.7%]
59[15.1%)]
41[10.5%)]
19[4.8%]
6[1.5%]

183[46.7%]
44[11.2%)]
31[7.9%]
8[2.0%]
3[0.8%]

14[3.6%)]

248[63.3%]
3[0.8%]
4[1.0%]

124[31.6%)]
60[25]3

50[12.8%)]
28[10.4%)]

Number (%)

14[3.6%)]
89[22.7%]
116[29.6%]
99[25.3%]
68[17.3%]

6[1.5%]

214[54.6%]
78[19.9%]
64[16.3%)]
23[5.9%]
13[3.3%]

278[70.9%]
60[15.3%)]
39[9.9%)]
12[3.1%)]
3[0.8%]

15[3.8%]

369[94.1%]
4[1.0%]
4[1.0%]

136[34.7%)]
71[18.1%]

60[15.3%]
81[20.7%]



College diploma and above 37[9.4%)] 7[1.8%] 44[11.2%)]
Educational level(Husband)

N=377

llliterate (can not read and 4[1.1%)] 67[17.8%] 71[18.8%)]
write)

Literate (able to read and write) 9[2.4%)] 67[17]18% 76[20.2%]
Primary school 14[3.7%)] 57[15.1%] 71[18.8%]
Secondary school 28[7.4%)] 31[8.2%)] 59[15.6%]
College diploma and above 67[17.8%] 33[8.8%] 100[26.5%]
Occupation N=392

Government Employed 46[11.7%] 15[3.8%)] 61[15.6%]
Employed self 12[3.1%] 51[13.0%)] 63[16.1%)]
House wife 39[9.9%) 174[44.4%] 213[54.3%)]
Student 23[5.9%)] 9[2.3%)] 32[8.2%)]
Others*** 3[0.8%)] 20[5.1%)] 23[5.9%)]
Residence N=392

Rural 27[6.9%)] 192[49.0%)] 219[55.9%)]
Urban 96[24.5%)] 77[19.6%)] 173[44.1%)]
Family income N=388

<400 ETB 9[2.3%] 117[30.2%)] 126[32.5%]
400-1000 ETB 30[7.7%)] 112[28.9%] 142[36.6%]
>1000ETB 84[21.6%] 36[9.3%)] 120[30.9%]
*Amhara, Gurage and Tigrae. **Apostle.  ¥erchant, Carpenter and waiter.
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5.1.3 Timing of first ANC visit

The proportion of respondents who made their AMSC within the recommended time [before
or at 16 weeks of gestation] are 123 [31.4 %] whilese who booked late [after 16 weeks of
gestation] were 269 [68.6%]. The timing of first BNbooking ranges from 1st month to 9th

months of gestation. The mean timing was 5.5 moj8b6s-1.8] [See Fig 3 and 4].

m Booked Early
Booked Late

68.6%

Figure 3 Proportion of respondents by time of ANC booking m Kembata Timbaro Zone,
SNNPR, Ethiopia, 2012.
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4 zZzmO X mDo

Gestational age in month

Figure 4 Percentage of respondents by months of gason booked first ANC, Kembata

Timbaro Zone, SNNPR, Ethiopia, 2012.
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5.1.4 Obstetric history and timing of first ANC vigts

Of the total respondents 77[19.6%] were primigravighile 315 [80.4%] were multigravida.
Ninety five [24.2%)] of respondents were parity zesmbile the rest 297 [75.8%] were parity one
and above. Sixty niné9 [17.6%] of respondents had history of at least @nartion and the rest
323 [82.4%] had no a history of abortion. Regardimg types of the abortions among the sixty
nine pregnant women who had at least one aborB8i85.5%)] were spontaneous and 10

[14.5%] of the abortions were self induced.

Among 315 respondents who had history of previaegmancy, 203 [64.4%] had experience of
ANC for the pregnancy preceding the current while bthers 112[35.6%] did not have past
experiences. Out of 189 respondents who resporaéiettiming of first visit for pregnancy

preceding the current pregnancy, 66[34.9%] hadr thegvious visit before or at 16 weeks of
gestation while the rest 123[65.1%] had their fuisit after 16 weeks of gestation. Concerning
the recent pregnancy 276[70.4 %] did not have #ngss while 116[29.6%] had experienced

some health problems [See detail on table 3].
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Table 3 Number of respondents by obstetric historand timing of first ANC, Kembata

Timbaro Zone, SNNPR, 2012.

Variables Booking within Booking late Total
time[ 16 weeks of [After 16
gestation and weeks of
before] gestation]

Gravidity n=392

One

2-4

>=5

Parity n=392

No parity

One or more Parity

History of abortion n=392

Yes

No

Type of abortion n=69
Spontaneous abortion

Induced abortion

Birth interval n= 316

1-2 years

>2years

Previous utilization of ANC
preceding the current n=315
Yes

No

Time of ANC booking for pervious
pregnancy n=189

Booked before 16 or at weeks of
gestation

Booked after 16 weeks of gestation
Number of visits for ANC  n=205
One Visits

Two Visits

Three Visits

Four and more

Do not remember

lliness experienced for the recent
pregnancy n=392

Yes

No

Do not remember

Number [%0]

43[11.0%)]
75[19.1%)]
5 [1.3%]

59 [15.1%)]
64 [16.3%]

35/8.9%)]
88[22.4%]

34[49.3%)]
2[2.9%]

5[1.6%]
75 [23.7%]

77 [24.4%)
3 [1.0%]

50[26.5%]
27[14.3%]

1[0.5%]

9 [4.4%]

20 [9.8%)]

42 [20.5%)]
7 [3.4%]

83[21.2%]
36 [9.2%]
4 [1.0%]
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Number [%0]

34 [8.7%]
129[32.9%)]
106 [27.0%]

36 [9.2%]
233 [59.49%]

34[8.7%]
23959.9%]

2536.2%]
8[11.6%]

195 [61.7%)]
41 [13.0%]

126 [40.0%]
109[34.6%)]

16[8.5%]

O&E%t].

7 [3.4%]

36[17.6%]

39[19.0%]
28[13.7%]
16[7.8%]

33 [8.4%]
209 [53.3%]
27 [6.9%]

Number [%0]

77[19.6%)]
204[52.0%)]
111 [28.3%]

95 [24.2%%]
297 [75.8%%)]

6917.6%)]
32982.4%)]

5985.5%]
10[14.5%]

200 [63.3%]
116 [36.7%)]

203 [64.4%]
112[35.6%)]

66[34.9%]
123[65.1%]

8[3.9%)]
45[22.0%)]
59[28.8%)]

70[34.1%]

23[11.2%]

116[29.6%]
245 [62.5%)]
31[7.9%]



5.1.5 Knowledge on ANC and Pregnancy related comphtion and timing of first

ANC.

The sources of information to ANC were health estem worker 75[19.1%], Health
Professional 128[32.7%], Radio/TV 39[9.9%], frienti20[30.6%] & Others 30 [7.7%]. One
hundred eighty eight of respondents perceivedratetl that the importance of ANC for the
health of the mother as highly important and mdwnthalf 231 [58.9%] of the respondents

perceived and rated that the importance of ANGHerhealth of the fetus as highly important.

Two hundred eighty two [71.9%] women responded beaithy pregnant women should attend
ANC while 110[28.1%] did not know about it. Regargli the knowledge about the
recommended gestational age to start ANC visit, [b183%] reported before or at 16 weeks of
pregnancy. Eight [2.8%)] respondents perceived tmy one visit of ANC was necessary,
82[29.1%] perceived two to three visits of ANC welexessary, 92[32.6%)] perceived that four
visits of ANC were necessary , 77[27.3%] perceitteat more than four visits of ANC were

necessary and 23[8.2%] do not know the recommefrdgdency of visits [See detail table 4] .
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Table 4 Knowledge on ANC and Pregnancy related complicatiotiming of first ANC,
Kembata Timbaro Zone, SNNPR, Ethiopia, 2012.

Variables Booking within Booking late Total
time[ 16 weeks of [After 16 weeks
gestation and of gestation]
before]

Number (%) Number (%) Number (%)
Sources of ANC information
n=392
Health Extension Worker 14[3.6%] 61[15.6%] 7919.1%)]
Health Professional 67 [17.1%)] 61[15.6%] 128[32.7%)]
Radio/TV 13 [3.3%] 26 [6.6%] 39[9.9%]
Friends 18 [4.6%] 102[26.0%] 120[30.6%)]
Others* 11 [2.8%)] 19[4.8%)] 30 [7.7%)]
Perception of impotence of ANC for
the health of the mother: n = 392
Highly Important 110 [28.1%] 78[19.9%)] 188[48.0%]
Important 10 [2.6%0] 65[16.6%)] 75[19.1%)]
Medium 2 [0.5%)] 34[8.7%)] 36[9.2%)]
Do not know 1 [0.3%] 92[23.5%)] 93[23.7%)]
Perception of importance of ANC
care for the health of the fetus: n=392
Highly Important 112[28.6%] 119[30.4%] 231 [58.9%)]
Important 8 [2.0%)] 100[25.5%] 108[27.6%]
Medium 3 [.8%] 17[4.3%] 20[5.1%)]
Less 0 [0%] 1[0.3%)] 1[0.3%)]
Do not know 0 [0%] 32[8.2%)] 32[8.2%)]
Healthy pregnant women
ANC: n=392
Yes 120[30.6%)] 162[41.3%)] 282[71.9%]
Do not know 3[0.8%)] 107[27.3%)] 110[28.1%]
Perceptions on timing of first ANC
care: n= 230
Before and at 16 weeks of gestation 85 [37.0%)] 1233%0] 118 [51.3%)]

After 16 weeks of gestation

Perceived Number of ANC Visits per

pregnancy: n=282

Only one ANC visit is enough
Two to three visits are enough
Four visits are enough

More than Four Visits

Do not Know

21 [9.1%)]

4[1.4%)]

28[9.9%]
42 [14.9%)]
42 [14.9%)]
4[1.4%]

*Mother, brother, sister, Husband and school
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91 [39.6%]

4[1.4%]

54[19.1%]
50[17.7%]
35[12.4%]

19[6.7%]

2[UB.7%)]

8[2.B%
2[29.1%]
92[34]6
77127B%
23[8.2%]



Out of the total respondents 198 [50.5%] knew onenore danger signs of pregnancy while
194[49.5%] did not know danger signs of pregnanEsom respondents who said “yes”
87[43.9%] were able to name persistent vomitingD 180.5%] leg swelling, 151[76.3%)]

vaginal bleeding, 94 [47.5%] hypertension , 377%8] headache , 17[8.6%] seizure and
9[2.4%] others like abnormal position of the fetloss of appetite , twin pregnancy and HIV

infection[Figure 5 and figure 6].

60.00% -
® Timely Booked

40.00% -

28.80%
30.00% -

46.90%
20.00% -
10.00% - 21.70%
0.00% . .
Yes No
Know danger sign of pregnancy

Figure 5 Percentage distribution of respondents’ kawledge on danger signs of pregnancy,

Kembata Timbaro Zone, SNNPR, Ethiopia, 2012.
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Figure 6 Percentage distribution of respondents’ mentionedanger signs of pregnancy

Kembata Timbaro Zone, SNNPR, Ethiopia, 2012.
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5.1.6 Health service barrier and timing of first ANC booking.

One hundred eighty seven [47.7%] of women saideteas very good quality of services, 138
[35.2%] good, 38[9.7%] satisfactory, 19[4.8%] pomshile only 10[2.6%] did not know the
quality of the service. The respondents asked athimufpersonal respect of health workers at
ANC unit the majority 258 [65.8%)] reported that hleavorkers were respectful for them.
Women also were questioned to rank the behavioteafth workers at ANC unit 173 [44.1%)]
very good, 145 [37.0%] good, 31[7.9%)] fair, 30[7]7B&d and only 13[3.3%] reported did not

know the behaviour of health worker.

From the total of the respondents 201[51.3%)] liwetthin one hour walking distance from their
home to the health institution. Two hundred fiftyeo[64.0%] of women mentioned waiting time

was a problem and majority of respondents 89.3%waiit less than one hour to get ANC.

Payment for the ANC service for the current pregyamas found as 108 [27.6%] paid for the
service and 284[72.4%] did not paid. The reasonpoyyment during the service was reported
that 17[15.7%] for consultation [card and Examioa}j 57[52.8%] for laboratory, 14[13.0%] for
ultrasound, 20[18.5%] for drug. Sixty two [57.4%ig about less than or 10.00ETB, 27[25.0%]
paid 11.00 to 20.00ETB, 19[17.6%] paid more tha®QETB. Only few 9 [8.3%)] reported that
they missed investigations or drug for the readoshortage of money and drugs and ultrasound

were found the missed investigations [See dethiéts].
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Table 5Health service barrier and timing of first ANC booking, Kembata Timbaro Zone,

SNNPR, Ethiopia, 2012.

Variables Booking within Booking late Total
time[ 16 weeks [After 16
of gestation and weeks of
before] gestation]

Number (%)
Quiality of ANC services n=392

Very good 91[23.2%)]
Good 27 [6.9%)]
Satisfactory 3 [0.8%]
Poor 2 [0.5%)]

| don’t know 0 [0%)]

Personnel respect of health
workers at ANC unit ; n=392

Yes 116 [29.6%)]
No 3 [0.8%)]
| don’t know 4 [1.0%]

Rank behaviour of health
workers; n=392

Very Good 87 [22.2%)]
Good 30 [7.7%)]
Fair 5 [1.3%]
Bad 1 [0.3%)]
Don’t know 0 [0%)]

Average time spent from home
to health facility (Minutes);

n=392
<60 minutes 103 [26.3%)]
>=60 minutes 20 [5.1%]

Waiting time to get ANC (in
Minutes) ; n=392

<60 minutes 116 [29.6%)]
>=60 minutes 7[1.8%]
Waiting time as a problem;

n=392

Yes 42 [10.7%)]
No 56 [14.3%]
Do not know 25 [6.4%]
Payment for ANC Visit: n=392

Yes 31 [7.9%)]
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Number (%)

96[24.5%)]
111 [28.3%]
35[8.9%]
17[4.3%)]
10[2.6%)]

142 [36.2%]
67[17.1%)]
60[15.3%]

86 [21.9%)]
115 [29.3%]
26 [6.6%]
29[7.4%)]
13[3.3%]

98 [25.0%]
171[43.6%)]

234 [59.7%]
35[8.9%)]

209 [53.3%]
35 [8.9%]
25 [6.4%)]

77 [19.6%)]

Number (%)

187 [47.7%]
138 [35.2%]
38[9.7%]
19[4.8%)]
10[2.6%)]

258 [65.8%]
70[17.9%)]
64[16.3%]

173 [44.1%]
145 [37.0%]
31[7.9%]
30[7.7%]
13[3.3%)]

201[51.3%)]
191[48.7%]

350 [89.3%]
42 [10.7%]

251[64.0%)]
91 [23.2%)]
50[12.8%]

108 [27.6%]



No

Reason for payment: N=108
For consultation [card and

Examination]

For laboratory
For ultrasound

For drugs

Maximum Payment per Vvisit:

n=108

<= 10:00ETB
11 -20ETB
>20 ETB

Test not done due to lack of
money; n=108

Yes
No

Tests not done due to lack of

money: n=9
Laboratory
Ultrasound

92 [23.5%)]
5[4.6%]

12 [11.1%]
6[5.6%)]
8[7.4%)]

12[11.1%]
11[10.2%]
8[7.4%]

2[1.9%]
29[26.9%]

1[11.1%)]
1[11.1%)]

192 [49.0%)]
12[11.1%)]

45[41.7%)]
8[7.4%]
12[11.1%)]

50[46.3%)]
16[14.8%)]
11[10.2%]

7[6.5%]
70[64.8%)]

5[55.6%]
2[22.2%]

284[72.4%]
17[15.7%]

57[52.8%]
14[13.0%]
20[18.5%)]

62[57.4%)]
27[25.0%]
19[17.6%]

9[8.3%)]
99[91.7%]

6[66.7%]
3[33.3%)]
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5.1.7 History of current pregnancy and timing of frst ANC visit

The respondents asked about means of confirmingghregnancy 114[29.1%] reported that they
confirm their pregnancy when they missed one, 8@) missed menses two times, 143
[36.5%] missed menses for more than three timgg288%] physiologic changes, 149[38.0%)]

like nausea, 77[19.6%] urine test while 19[4.9%levs.

Three hundred ten [79.1%] of respondents repottatl their pregnancies were planned while
82[20.9%] of respondents reported that it was umpdd. From eighty two of pregnant women
who responded that the pregnancy were unplanng81G?0] were reported as the pregnancy

was unwanted by their husband after conception.

The majority of respondents 277[70.7%] were firdbrmed their pregnancy to their husbands,

28[7.1%] to their mother, 22[5.6%] their sister[Ba.6] to their friends while 4 [1%)] to others

[See detail table6].
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Table 6 History of current pregnancy and timing of first ANC visit Kembata Timbaro

Zone, SNNPR, Ethiopia, 2012.

Variables

Booking within
time[ 16 weeks of
gestation and

before]

Booking late

[After 16 weeks

of gestation]

Total

Means of confirming
pregnancy; n=392(More than
two answer possible)

Missed period once

Missed period twice

Missed period three and more
Physiological changes

Other signs like nausea

Urine test
Others*

Is the current pregnancy
planned? n= 392

Yes
No

The plan include your

husband; n=310
Yes
No

If the pregnancy unplanned is
that wanted after conception by

you? n=82
Yes
No

If the pregnancy unplanned is
that wanted by your husband
after conception? n=82

Yes
No

To whom pregnancy was
reported first? n=392

Husband
Mother
Sister
Friend
Others**

*Increase in abdomen, loss of appetite and movewidetus
professional and none.

Number (%)

59 [15.1%]
37 [9.4% %]
15 [3.8%)]
19[4.8%]
45[11.5%]
50[12.8%)]
0[0%]

111 [28.3%)]
12 [3.1%]

110 [35.5%]
1[0.3%]

9[11.0%]
3[3.7%)]

11[13.4%)]
1[1.2%]

115 [29.3%)]
2[0.5%)]
3[0.8%)
2[0.5%]
1[0.3%)]
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Number (%)

55[14.0%]

43 [11.0%)]

128[32.7%]

70[17.9%]

104[26.5%)]
27[6.9%]
19[4.9%]

199 [50.8%)]
70 [17.9%]

185 [59.7%)]
14[4.5%)]

39[47.6%)]
31[37.8%]

4[4.9%)]
66[80.5%]

162 [41.3%]
26[6.6%)]
19[4.8%)]
59[15.1%)]
3[0.8%]

Number (%)

114[29.1%
80%)
143 [36.5%]
89[22.7%]
149[%4
77[19.6%]
19[4.9%)]

310 [79.1%)]
82[20.9%]

295[95.2%]
15[4.8%)]

48[58.5%)]
34[41.5%)]

15[18.3%)]
67[81.7%]

277[70.7%]
28[7.1%)]
22[5.6%)]

61[15.6]
4[1%)]

** My employer, Health



5.1.8 History of current ANC visit and timing first ANC booking.

Regarding advise on ANC 242[61.7%] of the respotsleasponded that they were received
advise on ANC use before first booking while 150838] did not receive advise from any one
before first booking. Two third 160[66.1%] of thespondents received advice from health
extension worker, followed by 45[18.6%] friends.offr two hundred forty two of the

respondents who received advice on ANC 158[65.3%¢rted that they were informed when to
book from their advisors and the rest 84[34.7%prtgd that their advisors did not include when
to book ANC. One hundred fifty eight respondenteowvere informed when to booked ANC,
125[79.1%] were informed the correct time was befb6 weeks of gestation while the rest

33[20.9%] where informed the correct time was af@weeks of gestation.

Two hundred sixty nine [68.6%] of husbands hadtpesattitude towards ANC services while

only 123[31.4%] had negative attitude towards ANG/&es [See detail table7].
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Table 7 History of current ANC visit and timing of first AN C booking, Kembata

Timbaro Zone, SNNPR, Ethiopia, 2012.

Variables Booking within Booking late Total
time[ 16 weeks of [After 16
gestation and weeks of
before] gestation]
Number (%) Number (%)  Number (%)

Received advise on ANC: n=392
Yes 105[26.8%)] 137[34.9%)] 242[61.7%)]
No 18 [4.6%] 132 [33.7%)] 150[38.3%]
Received Advice on ANC from:
n=242
Health extension Worker 84[34.7%)] 76[31.4%)] 160]66]
Husband 7[2.9%] 15[6.2%] 22[9.1%)]
Mother 0[0%] 3[1.2%)] 3[1.2%)]
Sister 2[0.8%] 5[2.1%)] 7[2.9%]
Friends 9[3.7%] 36[14.9%)] 45[18.6%)]
Others* 3[1.2%)] 2[0.8%] 5[2.1%)]

Advice includes time of
booking? n=242

Yes 91 [37.6%] 67 [27.7%]]
No 14[5.8%)] 70[28.9%)]
Advise when to start ANC

n=158

Advised to seek care before 12 83[52.5%] 42[26.6%]
weeks of

Gestation

Advised to seek care after 12 8[5.1%] 25[15.8%)]
weeks of

Gestation

Husband attitude n=392

Positive 122 [31.1%)] 147 [37.5%)]
Negative 1[0.3%)] 122[31.1%)]

*Brother, myself
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158[65.3%]
84[34.7%)]

125[79.1%]

33[20.9%)]

269[68.6%]
123[31.4%]



The reasons for the specific timing of first ANC sm@ported 115 [29.3%] as perceived correct
time, 66[16.8%)] previous experience of timing, 2[6B.1%] due to illness, 111[28.3%] to
confirm pregnancy, 91[23.2%] busy by other workg1%)] due to economic factor, 22[5.6%]

unplanned pregnancy, and 34 [8.7%] others [ Detglfigure 7]
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Othersto know the health of the fetus, to know the positf the fetus, to take drugs, for
vaccine, advise from health extension workers.

# More than one response is possible

Figure 7 Reasons given by respondents for specific timing déirst ANC booking, Kembata

Timbaro Zone, SNNPR, Ethiopia, 2012.
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5.1.9 Bivariate and multivariate analysis

1. Bivaraite analysis

Crude analysis of socio-demographic variables amaryi logistic regression showed that
maternal age, marital status, women’s educatiosb&d education, residence , occupation and
family income were significantly associated wittd initiation(late entry) of ANC at p<0.05.
On the other hand, ethnicity group and religiontlod respondents did not show statistical

association with late initiation of ANC.

Among the obstetric variables parity, history ofodlon, previous utilization of ANC were
significantly associated with late initiation of ANat p<0.05. Distance from the health

institution and type of pregnancy were also sigatfitly associated with late initiation of ANC.

Respondents whose ages as 25 years and aboveneahg seven times more likely to book
late compared to those aged less than 25 years[6@R=95%CI= 4.16 - 11.15]. Educational
status was found very important in that those womka had primary school education or none,
eighty times were more likely to register late camga to those who had secondary school
education and above [COR=18.23, 95%CIl= 10.69 - 13Similarly, pregnant women whose
husband had primary school education or below woubde likely book late compared to those
whose husband had secondary school education ave #60R=10.50, 95%ClI= 6.27- 17.53].
Women’s who reside in rural area were nearly nimes higher to register ANC lately than the

urban counter parts [COR=8.87, 95%CI = 5.37 - 14.65
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Unemployed women were more than two times mordylike initiate ANC lately than those
who were employed [COR=2.75, 95%CI = 1.75 - 4.8ncerning monthly incoméhose who
earned 1000ETB and below were more likely to baik tompared to those who earned more

than 1000ETB.

With regard to the obstetrics history, respondewita one parity and above were almost six
times more likely booked ANC lately compared tsp@ndents with parity zero [COR=5.97,
95% CI = 3.63 - 9.82] .Those women who had no #otysof abortion more likely to register

ANC lately than who had history of abortion [CORZ2. 95%CIl = 1.62 - 4.68]. Respondents
who had no experience of previous utilization of @fbr the pregnancy preceding the current
twenty two times more likely to book lately thamose who had previous experience of ANC

counter parts|COR=22.20, 95%CI = 6.81 - 72.37].

Women who have been living in areas an hour'sbowva walking distance were almost nine
times more likely to utilize ANC lately comparedwmmen who have been living in areas less

than an hour walking distance[ COR =8.99, 95%(3.24 - 15.41].

Those respondents with unplanned pregnancy wemdfée be more likely visiting for ANC

lately compared to respondents with planned gregyn [COR= 3.25, 95%CI = 1.69 - 6.26].

[See table 8].
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2. Multivariate analysis

A multivariate analysis involving all associatediables was performed to identify independent
predictors of late initiation of ANC. ConsequentBge, women’s education, family income,
parity, previous utilization of ANC preceding therent pregnancy and type of pregnancy
showed significant association with late initiatieiNC even after controlling for confounding

factors. The details are summarized on the table 8.

Those respondents who were aged 25 years or abeneethree times more likely to register
late compared to those who were less than twemgyyiears [AOR=3.04, 95%CI = 1.05 - 8.81].
pregnant women who had primary school educatiovedow were more likely to book late
compared to those who had secondary school edacatid above [AOR=4.62, 95%CIl = 1.50 —
14.24]. Women whose monthly incomes less or 1000E/EBe more likely to initiate ANC

lately than those with higher than 1000ETB [AOR#®17.95%CI =1.85 - 26.56, AOR=3.29,

95%Cl = 1.31 - 8.28].

Concerning parity, respondents with one paritg ahove were nearly one hundred sixty two
times more likely booked ANC lately compared tependents with no parity [AOR= 161.67,
95%CI = 4.35 - 601]. Pregnant women who had ncee&pce of previous utilization of ANC
for the pregnancy preceding the current more likelpook lately than those who had previous
experience of ANC [AOR= 15.64, 95%CI = 1.99 - 1&).Similarly, women with unplanned
pregnancy were almost four times booked later coetpto respondents with planned pregnancy

[AOR= 3.80, 95%CI = 1.19 - 12.15].
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Table 8 Association of selected socio- demographic, Obstets and other determinant

factors with timely booking of first ANC, Kembata Timbaro Zone, 2012.

Variables Time at first visit Crude OR Adjusted OR

Booked Booked late ORI[CI] ORICI]
Timely
(Early)

AGE

<25 65 [16.6%)] 38[9.7%)] 1 1

>=25 58[14.8%] 231[58.9%] 6.81[4.16 - 11.15]*  3.04[1.08.81]*

WOMEN'S

EDUCATION

Primary and Below
Secondary and above
HUSBAND
EDUCATION

Primary and Below
Secondary and above
RESIDENCE

Rural

Urban

OCCUPATION
Employed
Unemployed

FAMILY INCOME
<400 ETB

400-1000 ETB
>1000ETB

33[8.4%] 234[59.7%] 18.23[10-68L.11]*  4.62[1.5 - 14.24]*
90 [23.0%] 35 [8.9%] 1 1

27[7.2%] 191 [50.7%]  10.50[6.27-53]*  0.95[0.34 -2.65 ]

95[25.2%] 64 [17.0%)] 1 1

27[6.9%]  192[49.0%]  8.87[5.37 - 14.65]* 0.648 - 2.31]
96[24.5%]  77[19.6%] 1 1

58[14.8%]  66[16.8%)] 1 1
65[16.6%] 203[51.8%)] 2.75[1.75 - 4.30]* 1.01[0.44 - 2.35]

9(2.3%)  117(30.2%) 30.33[13.87 - 66.33]* 7.01 [1.85 -26.56]*

30(7.7%)  112(28.9%)  8.71[4.97 - 15:23] 3.29[1.31 - 8.28]*
84(21.6%)  36(9.3%) 1 1
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PARITY

No Parity 59 [15.1%)] 36 [9.2%)] 1 1

Parity one and above 64 [16.3%] 233 [59.4%)] 5.933.9.82]* 161.67[4.35 - 601]*
HISTORY OF

ABORTION

Yes 35[8.9%] 34[8.7%] 1 1

No 88[22.4%] 235[59.9%] 2.75[1.62 - 4.68 ]* 2.2%0.- 5.93]
PREVIOUS

UTILIZATION

OF ANC

Yes 77 [24.4%)] 126 [40.0%] 1 1

No 3[1.0%] 109[34.6%]  22.20[6.81 - 72.37]* 15.64a - 122.95]*
DISTANCE FROM

HOME TO

HEALTH

INSTITUTION

<60 103[26.3%]  98[25.0%)] 1 1

>=60 20[5.1%]  171[43.6%)] 8.99[5.24 - 15.41]*  1.78R-6.17]
TYPE OF

PREGNANCY

Planned 111[28.3%] 199[50.8%)] 1 1

Unplanned 12[3.1%)] 70[17.9%] 3.25[1.69 - 6.26]* (B19-12.15]*

*Statistically significant at P< 0.05

1=Reference category
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5.2 Results from Qualitative data

5.2.1 Finding from In-depth Interview of pregnant women

To support the finding of the quantitative datagfpregnant women who had been booked early
and five who had been booked late were asked enifiiportant questions: Why they preferred
the time they preferred, previous utilization of @Npreceding the current pregnancy, what
information they were provided during first vigitimary reasons pregnant women should attend
ANC clinics and any payment for ANC. The respondeasked until saturation of data was
reached. Data saturation was reached after fivicipamnts were interviewed (two early bookers

and three late bookers). The themes in these iptesvare:

1. Perceived reasonsfor early antenatal care booking
Pregnant women included in the qualitative datantepl several reasons for coming early to the
health institutions. These reasons included seekorfirmation of early pregnancyear of
miscarriage, seeking diagnosis and treatment lfoess associated with pregnancy, and previous

utilization of ANC. The following quotes provide @xples of this.

“| started going to the clinic when | was one magmtegnant. This is my second visit .l started at
this month of gestation because the health extensmrkers advised me to take care, as it is
important for the health of the mother and the @il addition to that | want to check the health
of my baby and confirm pregnancy. During my firgitvthe health care provider told me

information on HIV transmission and danger sigrpcggnancy. In the pregnancy preceded the
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current, | started ANC check-up at three monthgestation. ANC services are very important
for the health of the mother and badgy 25 years old, married, parity one, history ofe

Induced abortion].

Another woman said:l started going to the clinic when | was two morghsgnant. | attended at
this month of gestation to confirm pregnancy andcg&hthe development of the baby as well as
fear of miscarriage. | received information abolti®@ from community health extension worker.
The health workers respect pregnant women so | gppyhto continue the visit until the delivery
of the baby. | paid 11ETB for laboratory investiga during ANC service.[A 20 years old,

married, parity zero].

2. Perceived reasonsfor late antenatal care booking

Respondents who were booked late for ANC visiestdhat they delay to seek care for different
reasons such as lack of awareness regardingngi@tance of early attendance, unplanned or
pregnancy out of marriage and no identified illnesshealth problem during their pregnancy

(absence of problem during pregnancy). For example

“| attended ANC at seven months of gestatlatid not know the right time to start antenatatea

| was not aware that it was important to start garl started the service at seven months of
gestation because of illness. | had not experieoterevious utilization of ANC for the
pregnancy preceding the current. | told to pay ledsoratory examination and ultrasoundfA

30 years old, married, parity three]
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Another woman statetl am student. | became pregnant unintentionallydidl not accept the

pregnancy. | concealed the pregnancy for five mofitbm my parents and friends. | am late
because | was afraid since | heard that the heplibfessional do not treat single pregnant
women well. | paid 3ETB for examination carfR 18 years old, never married, parity zero,

booked ANC at eight months of her pregnancy].

Another woman saidl came to the health center for ANC follow upemhl was two months
pregnant and the health care workerdered me to have urine testAfter the pregnancy was
confirmed,the health care worker told me it is difficult pate your baby and appointed me to
come back after four or five months of gestatiooorhe back at six month of gestation since |
had some bleeding from my vagina. | had no expeeieri previous utilization of ANC for the
pregnancy preceding the current. | was asked tofpayaboratory investigation.'[27years old

married women, parity two, booked ANC at six morth&er pregnancy].
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5.2.2 Finding from health care providers

Health care provider (Nurses or Midwives ) who evier charge of ANC service at selected
health institutions included in this study werspended based on guiding question developed

for in-depth interview.

The health care providers responded that the tchedsiles for ANC is within f6weeks for
first visit, 24" to 28" weeks for second visit, 2to 36" weeks for third visit and after 86

weeks for fourth visit.

Almost all health care providers responded thatem delay to seek antenatal care if they did
not experience discomfort or illness related tartpeegnancy. Another reason woman comes
late to get labor inducing drugs because they dension as labor initiating drugs. Regarding to
ANC service provision for those come beford' ieeks of gestation they did not book and they

appoint the women to come back aftel Weeks of gestation.

“I am 29 years old. | have been worked for ninergaa antenatal and delivery units. Now a day
it is very good. Pregnant women come timely for Afdllbw up before sixteen weeks of
gestation however, we do not register at this tile.provide advice to come after sixteen weeks
of gestation. This is because WHO recommends pnégmamen should not register more than
four times and it is difficult time for abdominaalpation. The first visit for pregnant woman
could be 4th or 8 month of pregnancy. Whenever they come we keepsisrdo not more than

four visits. We assign them at sixteen week fet Viisit, twenty four to twenty eight second visit,
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thirty two to thirty six weeks for third visit ardter thirty six weeks for fourth visits. This isce
ANC registrations recommend four times but somgmaet women come more than four times.
More than four visits are provided for those idéet high risk else we limit ANC registrations
to four, even if pregnant women come more than fones whenever she feels discomfort.
Pregnant women booked late since previously theas & trend that women perceived that
catholic clinic in the surrounding gives labor dsugiron). Since they consider iron tablet as
labor inducing drug. So pregnant women particulaoni rural area come to take just a labor
inducing drug at late pregnancy thus, they booledly. In addition to that they come for ANC

when they encountered health problem.”

Another health care provider statddhave been providing both ANC and delivery seevior
four years in this health institution. The qualdy ANC in this institution is good. Now day’s
pregnant women have awareness on ANC because ofetléh extension worker in our
community but still there is problem in early boakthey did not come on time. The schedules of
visit are what | know and also practice here is dzhon focused ANC first visit within 16
weeks, second visit 240 28" weeks , third 3% to 36" weeks and fourth visit after 36
weeks. Most women attend after 16 weeks of gastdrhen | ask them (pregnant women) who
attend late if | am not sick, why | should go te tiealth facilities. They do not want to come
early because they feel healthy and there is notptieation/ problem with their pregnancy. If
they have some problems, usually they will configh'el mother came too early beforé"\8eeks

of gestation, we will appoint her to come back ratt&" weeks of gestation. This appointment
time is preferred as it is time to hear fetal helaeiat as well as to palpate fetus. Every women

pay for laboratory investigation and some drugsidgrANC service.”
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In general, result from the qualitative part ofstistudy showed that contributing factor for late
initiation antenatal care were lack of awarerregmrding the importance of early attendance,
,unplanned or pregnancy out of marriage , healttggmpancy (absence of problem during

pregnancy) and not booking when pregnant womamedoo early by health care provider.
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Chapter VI

6.1 Discussion

This facility based cross sectional study attemptedssess the timing of women who entered
ANC and identify related factors for late initiati@f ANC. The results of this study show that
only about one third of the respondent 31.4 %atetil ANC before 16 weeks of gestation while
two third 68.4 % initiated after 16 weeks of gestat The mean timing was 5.5 %8 months.
The finding of this study is higher when comparathwtudy done in Australia on late entry to
antenatal care [23]. This is probably due to sedemographic differences between Ethiopia and
Australia. But the proportion of women who came ftioeir first ANC visit after 16 weeks of
gestation is significantly lower than that of 20BBHS result [18]. This is because the wide
distribution of health posts in each kebeles amhation of maternal health care utilization by

health extension workers.

The proportion of respondent who visited ANC affidd weeks of gestation is consistent
compared to study done in Hadiya Zone [24]. Thighthbe due to socio- demographic similarity

between Hadiya Zone and Kembata Timbaro Zone.

With regard to the determinants on timing of ANG@Giststudy revealed that ANC booking is

significantly influenced by woman age. Women wheravaged 25 years and above were three
times more likely to register late compared to éhado were less than 25 years. This finding is
inconsistent with studies done in developing caaatand Nigeria (33, 34). The reason might be

young women may have more information about theont@mce of early antenatal care booking
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than older women in this study area. Another reasagy be young women more careful about
their pregnancy and therefore require seekingturiginal care than older women. In addition to
that younger women is more likely to accept modezalth care as they are likely to have greater
experience to modern medicine and young womenaisoybe likely to be educated than older

women.

In the current study, while women education was@ased with late initiation of antenatal care
in bivariate analyses as well as in multivariatalgses, husband education was associated with

late initiation of antenatal care in bivariat@akses only.

Women’s educational status is highly correlatechwiiming of antenatal cardn this study
women that had lower education or none booked kh@n those with higher education, this
agrees with studies in developing countries (32,a8id 39).The possible explanation for why
education is a key determinant could be that bedleccated women would likely appreciate the
importance of early booking more than the less athacones. This emphasizes the importance

of education on antenatal care.

Husband education is not seen as a statisticgiyfgiant factor for late initiation of ANC in this
study contrast to other study conducted in soutsteve Nigeria found women whose husband
had primary school education or none, 86.8% woutdemikely book late compared to those
whose husband had secondary school education awe &bl). This implies in this study higher

educational status of husband less likely influezexy initiation of ANC.
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Occupation of the mother is not significant witlel&ntry to antenatal care in this study. The
result of this study is inconsistent with otherdsés (27, 39, 42 and 43). This probably due to
employed women may use private clinic rather thamegiment health facilities in the study

area.

Women in urban areas used ANC more than rural wdi2@r25, 38 44, and 45).In contrast to

other studies, place of residence, in this studg mat showed statistical significance with late
initiation of ANC. This is likely due to better imfmation and health education about ANC in
rural area by health extension workers this mayease women’'s awareness about the
importance of early use of ANC service. Anothersoea may be due to health promotion

programs by government in rural areas.

Consistent with different studies monthly incomsoalvas found to be a strong predictor for the
late utilization of ANC, respondents income beleand 1000ETB were more likely attend
ANC lately than monthly income above 1000 ETBeS3e could be economic status of mother

is able to make wise decision about her own tham tounterparts [27, 37, 41, 45].

Higher parity was generally a barrier to adequaaf ANC [27, 28, 44, 45 and 49]. This study
revealed that women with one parity and above wewee likely to register lately compared to
those who have no paritifhis is in line with studies conducted in Kenya ahdidis Ababa
which revealed that parity increases the experiaricemely booking decreases [37 and 50].
This is probably due to the fact that womeali®ady developed confidence and may receive that

modern health care is not as necessary due toxerience, knowledge accumulated from
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previous pregnancies and births and consider atalecare less important. Another potential
reason may be the difficulty and financial cosaofinging childcare for older children. In order
to receive care at ANC clinic women have to be afay their homes for the greater part of the

day.

History of abortion did not showed statisticallgrsficant relation with early booking in this
study which was found inconsistent with the studyelin Turkey [51]. This might be due to

small proportion of women who had history of abmmtthat may not reveal differences.

Pregnant women who had no experience of previoligation of ANC for the pregnancy

preceding the current nearly sixteen times moreljiko book lately than those who had
previous experience of ANC [AOR= 15.64, 95%CI =91-922.95]. This finding is inconsistent
with the previous study done in Addis Ababa [50]his might be due to information received
from health care provider about the appropriateetohbooking of ANC in present study area.
Another reason may be related to their prior exgmee of the good quality of the ANC service
delivery of awareness about the importance ANC.vidhis finding supported by finding from

gualitative data.

Distance from home to health institution is notrs@s a statistically significant factor for late
initiation of ANC in this study contrast to oth@¢udy done in Kenya and Ethiopia [26, 2This
could be due to sampled women being taken framsehaccessible to health centers and health

posts.
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The finding of this study revealed that women witiplanned pregnancy were almost four times
booked later compared to respondents with planmednancy [AOR= 3.80, 95%CI = 1.19 -
12.15] .This finding is similar with studies domeKenya, Egypt, Turkey as well as Ethiopia [43,
49, 63, 65, 66]. The reason could be women witplaimed pregnancy or unanticipated
pregnancies may initially attempt to deny theirgma&ncies to themselves and to conceal them
from others. As the result women become less mietiveo seek ANC early compared to women

with their planned pregnancy. This finding alsomaped by qualitative data.

The result of this study showed that pregnantherst with reasons of perceived correct time,
previous experience of ANC and assure or confirniiregnancy were more seen to be booked
early than reasons reported as due to ilinessriecupregnancy, busy by other works, economic
factor and unplanned pregnancy which was founcasons for the late initiation of ANC. This

finding is also similar with other studies [28, 48, 58, and 64].

The qualitative part of this study showed that latkawareness regarding the importance of
early attendance, unplanned or pregnancy out ofriaga;, healthy pregnancy (absence of
problem during pregnancy) and not booking when mpaeg women come too early for ANC by

health care provider were contributing factorsl&e initiation of antenatal care.
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Chapter Vi

7.1 Strength and limitation of the study

7.1.1 Strength of the study

» Questionnaire was pre-tested and necessary madtificavas made, the principal
investigator and supervisors were supervising thily data collection activities and problem
encountered were discussed and solved at spot.

» Intensive training and close supervision of datéectors were performed accordingly.

» The interviewers were female nurses, who were diffefrom the service providers.

» The qualitative design was used to complement the ifatiie

» Data completeness was assessed daily to avoidngiséguestions

» High response rate 97.8%.

7.1.2 Limitation of the study

» Since the design is cross sectional temporal oglatcould not be assessed.
» The study is limited to address pregnant women those attended ANC other than

the public health centers.
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Chapter VIl

8.1 Conclusion and Recommendation

8.1.1 Conclusion

In conclusion, the finding of this study showedtt6& 6% women book ANC late indicating that
early booking is low. This seems to be becausenatdkcare is viewed primarily as curative

rather than preventive in the study population.

v The socio-demographic characteristics of resposdainth as age, educational status of
the women and family income were institutions wadependent determinants for late
initiation of ANC.

v Parity was found as the most predictor for latbaaiion of ANC.
v" Pervious ANC utilization is a positive predictor tomely booking.

v Women who had no experience of previous utilizatbANC for the pregnancy
preceding the current and unplanned pregnancyasgtive predictor for late initiation of

ANC

v' The reasons for late booking were reported as bysther works, economic factors,
unplanned pregnancy, illness and not booking whiegrant women come too early by

health care provider. .
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8.1.2 Recommendations

Based on the findings of this study the followiegommendations were made: -

1. Focused ANC should be implemented in all healthtutgons in order to minimize client
flow, unnecessary visits, and to assure quality AN@¥rision.

2. There is need for public enlightenment and incaapon of the benefits of early booking in
the routine antenatal health education.

3. Women empowerment through qualitative education gamhful employment were also
major factors that would contribute significantbygarly booking.

4. Community based health education programmes acdedde correct the misconceptions
about antenatal care.

5. Training on simple and effective way of providing ANC should be given to health
care providers.

6. There should be further quantitative and qualigattudies focusing on timing and quality of

ANC.
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Annexes

I. Information Sheet

Addis Ababa University
School of Medicine
College of Health Sciences

Department of Nursing and Midwifery

Here, | the undersigned, at Addis Ababa Univer§ibflege of Health Sciences department of
Nursing and Midwifery , Graduate studies Prograomrently | will be undertaking research on
a topic entitled assessment of contributing factofor late initiation of antenatal care among
women attending antenatal care clinic at Public ltHeeenters in Kembata Timbaro zone,
SNNPR, Ethiopia.

For this study, you will be selected as a particind before getting your consent or permission
of your participation, you need to know all necegsaformation related to the study. Thus, this

information will be detailed as;

» Objective: To assess contributing factors for late initiataf antenatal care among women
attending antenatal care clinic at Public Healthtees in Kambeta Timbaro zone, SNNPR,
Ethiopia.

» Significance of the study There is no research done on this topic in thdysarea. So it is
believed that it can be a reference for those wiarderested to perform a research on the
same topic. Finding out contributing factors fatelanitiation ANC is important for policy
makers, stakeholders and program implementers pyowe utilization of ANC early in
pregnancy. In addition to that examining the uB&NC service inform programs about
where to focus interventions that can reduce mateand newborn mortality and improve

their health outcomes.



> Participants to be included All pregnant women who will be presented for AldCselected
health centres in Kembata Timbaro Zone during ttuglys period and are voluntary to
participate in the study are included.

» Confidentiality: All information you give will be kept confidentiand won't be accessible
to any third party. Your name won't be registeradite question sheet so that you will not
be identified.

» Risks and Benefits of the study
Risks: The study will be carried out simply by asking ydhe already prepared and
structured questions. The procedure doesn't bewrpagsical or psychological trauma.
Furthermore, you will not be forced to respondhe information you do not know.

Benefits: For your participation in the study no paymentlvaé granted or has no any
special privilege to you. But, participating in tlseudy and giving your information to
guestions asked will have great input in effortgniprove utilization of ANC.

» Consent: Your participation in the study will be totally $ed on your willingness. You have
the right not to participate from the beginning,stop any time after starting participation.
You will not be forced to respond to the informatigou do not know.

» Name of principal investigator. Tesfalidet Tekelab

Date: Signature

> Address of PI:
Mobile: +251912450760 or +25192041A4 7

E- Mail: tesfeshtekelab@yahoo.camn ttesfalove@gmail.com




IL. Structured Questionnaire English Version

Addis Ababa University
School of Medicine
College of Health Science
Department of Nursing and Midwifery

Questionnaire on assessment of contributing fadtorgate initiation of Antenatal care among
pregnant women attending Antenatal care clinicublig health centers in Kembata Timbaro

zone.
Consent form that certify the respondents agreemertiefore the interview

01. Name of the Woreda

02. Name of the Health Institution

03. Questionnaire Identification Number

Introduction

Good morning , Good afternoon [According to its wemence]. My name is

.1 am Nurse profedtyorend now | am collecting data

from the pregnant women for the researchngeconducted to identify  contributing
factors for late initiation of Antenatal care , Mr. Tesfalidet Tekelab who is the Master of
Maternal and Reproductive Health Nursing studemt Addis Ababa University . You are
selected to be one of the participants in the shydghance. The study will be conducted through
interview. Your name and other personal idems will not be recorded on data
collection format and the information thatuygive us will be kept confidential and Iwil
also be used for this study purpose alone. A caoheber will identify every participant and no
names will be used. If a report of the result ishlshed, only summarized information of the
total group will appear. The interview takesr@hutes and is voluntary and you have the

right to participate, or not to participate or &fuse at any time during the interview. You will



not face any problem if you do not agreetlie information to be asked and you will
not be also denied of getting any medicaltvises from the health institution. Your
participation on this study helps to improve the@bHkrvice for all pregnant women in Kembata
Timbaro zone. If you have any questions abthis study you may ask me or the
principal investigator Tesfalidet Tekelab (Mobi251912450760 , +251920411712 or E-

mail: tesfeshtekelab@yahoo.cqrtiesfalove @gmail.com

+« Are you willing to participate in the study?
1. Yes 2. No
s Interviewer who certified that the informed consdrd#s been given verbally from the

respondents

Name nasige

Date

% Result
1. Completely collected
2. Refused
3. Partially completed
4. Other (please specify)

+ Checked by:

Name signature Date




Questionnaire Form

Identification .No

Instruction: circle the responses provided by ttierviewer or write the appropriate answer on

the space provided.

Part | : Socio-demographic variables

S.No. | Questions

Option/Response

Remark

101 | Age

(in years)

102 Ethinicity

. Kembata
Timbaro
Hadiya
Woliyita
Others( Specify)

103 Religion

. Protestant
Orthodox
Catholic
Muslim
Others(Specify)

GEIREN

104 Marital Status

1.Single

2. Married
3. Divorced
4. Widowed

105 Educational level(Wife)

1llliterate (can not read and write)
Literate (able to read and write)

. Primary school

Secondary school

College diploma and above

GEIREN

106 Educational level(Husband)

1lliterate (can not read and write)
2. Literate (able to read and write)
3. Primary school
4. Secondary school
5. College diploma and above

107 Occupation

1.Government Employed
2. Employed self

3. House wife

4. Student

5. Others[specify]

108 Residence

1Rural
2. Urban

109 Household economy (family)
income per month

ETB/Month

Part II: Obstetrics History

201 | How many times you were

| 1Number of Pregnancies:




pregnant? 2.Number of abortions
202 | If there is abortion 1.Number of Spontaneous:
2. Number of Induced:
203 | How many times you gave birth?  DNumber of children alive:
2. Number of children died:
3. Number of still birth:
204 | How many years between your
births? (Years)
205 | Have you ever attended ANC? Yes
2. No If No skipte——» Q209
206 | If yes, for Q 205, for which 1. For the first pregnancy
pregnancy you attended? 2. For the second pregnancy
3. For the third pregnancy
4. Other(Specify)
207 | If you attended ANC before this
pregnancy, At what months you months
started the service for that
pregnancy?
208 | What was the total number of | 1. Once
Visits? 2. Two
3. Three
4. Four and more
5. Do not remember
209 | Did you experience a health 1. Yes
problem during the last 2. No
pregnancies? 3. Don’t remember
Part 11l Knowledge on ANC and Pregnancy related corplication
301 | Where do you here about the | 1. Heath institution
sources of ANC? 2. Health extension worker
3. Radio/TV
4. Relatives
5. Other (Specify)
302 | How do you rate the importance| 1. Highly important
of ANC for your health? 2. Important
3. Medium
4. Less
5. Do not know
303 | How do you rate the importance| 1. Highly important
of ANC for the fetus? 2. Important
3. Medium
4. Less
5. Do not know
304 | Should a healthy pregnant 1. Yes
women 2. No
attend ANC clinics? 3. Do not know

\




305 | In your view when should
pregnant women access Antenatal. months
Care Services after amenorrhea? 2. | don’t know
306 | How many visits should pregnantl. One Visit
women make to the Antenatal | 2. Two to Three Visits
Care Services during the entire | 3. Four Visits
period of pregnancy? 4. More than or equal to five Visits
5. ldon't know
6. Others[Specify]:
307 | Do you know dangerous health | 1. Yes
problems related to pregnancy?| 2. No If No skipto— Q401
308 | If yes for Q307, can you mention 1. Persistent vomiting
some of them? (More than one | 2. Leg swelling
answer is possible) 3. Vaginal bleeding
4. Hypertension
5. Headache
6. Seizure
7. Other(Specify)
Part IV Health service barriers
401 | What is your feeling about the | 1. Very good
quality of ANC given? 2. Good
3. Satisfactory
4. Poor
5. ldon't know
402 | Are the health workers 1. Yes
respectful? 2. No
3. I don't know
403 | How do you rank the approach ofl. Very Good
health workers providing ANC | 2. Good
services? 3. Fair
4. Bad
404 | How long does it take to travel hours
from your home to the health
institution?
405 | How long was the time you
spent in waiting to get hours
ANC services?
406 | Do you think that waiting time | 1. Yes
was a problem while you were | 2. No
attending ANC? 3. Don’t know
407 | What is the maximum time you | 1. For the first Visit minutes
spend to complete check-up? | 2. For the repeat Visits minutes
408 | Is there any payment you were | 1. Yes
asked for check-up? 2. No If no skipto—— 1 Q501

VI




409 | If yes for Q 408 , for what 1. For consultation [card and Examination]
services you paid? 2. For laboratory
3. For ultrasound
4. For drugs
5. Other [specify]
410 | If you paid for any service chargel. Less than or equal 10.00 ETB
what is the maximum money you2. 11.00 - 20.00 ETB
paid for a visit? 3. 21.00-50.00 ETB
4. Greater than 50.00 ETB
411 | Is there any missed investigation 1. Yes
in previous, due to shortage 2. No If No skip to—» Q501
[inadequacy] of money?
412 | If yes for Q 411, what? 1 Consultation [card and Examination]

2. Laboratory
3. Ultrasound
4. Drugs

5. Other[specify]

Part V History of current pregnancy

501 | How do you know your 1. Missed period once
pregnancy? (More than one 2. Missed period twice
answer is possible) 3. Missed period three and more
4. Physiological changes
5. Other signs like nausea
6. By examination [urine test]
7. Other (Specify)
502 | Is this pregnancy planned? Nes
2. No If No skip to »Q504
503 If yes for Q 502, did the plan 1. Yes
include your husband? 2. No
504 | If this pregnancy is not planned,| 1. Yes
was it wanted by you after 2. No
conception?
505 | If this pregnancy is not planned | 1. Yes
was it wanted by your husband | 2. No
after conception?
506 | To whom did you tell you 1. Your Husband
become pregnant for the first 2. Your Mother
time? 3. Your Sister
4. Your Friend
5. Other [specify]
Part VI History of current ANC
601 | Before your first visit of the 1. Yes
ANC, was there any onewho | 2. No If No skip to Q605

advised you to come?

602 | If yes for Q 601, from whom you| 1. Health extension Worker
get advice? 2. Husband

VI




3. Mother
4. Sister
5. Friend
6. Other[specify]
603 | If you were advised to attend 1. Yes
ANC by someone, Did he/she | 2. No If No skip te——— Q601
informed you when to start?
604 | If you are advised on the time tg
start ANC, When does he/she months after Amenorrhea
advise you to start?
605 | What were your husbands or 1. Positive
partner’s attitude towards ANC?| 2. Negative
3. Don’t know
606 | In the present pregnancy, when| 1. After months of amenorrhea
did you start the follow up? 2. ldon’t know the exact months
607 | Why you decide to start [begin] | 1. | perceive it is appropriate time
the follow up at this time? (More| 2. From my previous Experience
than one answer is possible) 3. Duetoillness
4. To assure pregnancy
5. Busy by other works
6. Economic factor [money constraints]
7. Because of unplanned pregnancy
8. Others [specify]
608 | Did health worker appoint you farl. Yes
the next visit? 2. No
609 | If your pregnancy were 1. Yes
unplanned or unwanted, did you 2. No

want to undertake abortion?




III. Qualitative questions

Guide questions for Interview (limited to selectedlient)
For Pregnant women

Why you prefer this specific time to book?

Have you attended for ANC before this pregnancy3®h

What information you were received during firstitds

What are the primary reasons pregnant women stattddd ANC clinics?

a kr 0N e

Is there any payment for ANC services?
For ANC providers

How do you see the status of antenatal care in lyealth institutions?
What is the available schedule for ANC in this g9
What do you think is the reason that mavgymen do not visit ANC while pregnant?

w0 NP

What are the available services for pregnant woboerked early before 16 weeks of
gestation?

5. Is there any payment for ANC service?



IV. Translated Amharic version of information sheet

NA%.0 N0 e7CoE
mS 4270 hAE
1Ca H/hed
PTG aOlE PR

Y OF A7LH000. (A%0 AN R2ACAE PmS A8 DAE 1CA HNGA 2LVUC 9Pl a0l 1L NAv-T
OPF 190 M-C WG PTF PLav AL hTA H18P PI°EI%% PNTPT PP 11CTT AL ATIDP” N99.AQ
coa 703 m70C HY 09LTT S 27 PO Afh2eh- 1a.:

PHY TG TAFE AGPPT ACOP +tarCnPA: NTGE AL APATE §PLTIHP naemed (A4 TG
OtavAnt ANdAL PP aPlBPTT T1TT T PAGAIFA: AAHY (TSR AL ATPATEI® IPT ANTPA-+G: apBav/ @
T@P 09 10PFT avLF KILTLNTAD AGPCAeF T

1.29G+E AA9YT : 29°CI% AATT 160 MC AP T PL&av DAL TN H18-F PI°E 9% P10 9P
MCTF7 AL ATI0P 1.

2075k oLk FAFLPTF :ovZB @ (19LANNNO0TF OPF TIGFIC APLar DAL P9LooMm- 160 M-C
AGCPT NPGE ehtdae:

3275t TPIG 9T

3.1 1% POk 09080 PLIP (1A AHU- TGT JAN SFHIE AT TPE NaemPP 1. PTI° NPGk
FAFEPT KA ALI° 1P AWIPC AL A& 4T ALTCIP: PATNPTT avlB AaPadA( h21L.8.97:

3.2 799°: N7GE NPATE 2TLNEAPT hef DRI ¢+HAP TPI® ALTCIP:NAA N+A N TT7E NaPATHES
ATPE TILAT a8 adamtP 160 MC ATPT (LH PLav AL A1 I i hetd AH PLCIA:

4 297G PPATEPrH: hCOP PTLAMT 9228 NTL.ATC MNPA W1EU-9° AOATS @17 TAAE ASATIP:
N5 @g° avls OC AI°P ALAPHIIP::

5.&2LT1TPY (rtavdht: (1 TPGE AL aPA+LP av<fe 1o LT9,000LA4M. (1L-0P §ATFG &P AL
10.:NaPE a0l P@. (TG E AR AGPATEI® P AATPAFE RFAN=NATONTITIPT (1aPVA P7IRLT av-(1 TP oo+
(oot PP 102 PAN1NPTT a0LE AaPavAf AL 1L.L 90

Xi



6.79%M. PIL.MALM. 1H (LOH QAG LEP (1F 10.:1006RLA° AAMT a8 PT DA ATPATIPT hDSAD.:
AdPO°IGAAL.::
TGk PG +mC O9° § ALda

age : +a40L+ +hak 7 .M

aah : +2519124507600g9° +251920411712

a-724 ; tesfeshtekelab@yahoo.can ttesfalove@gmail.com

Xl



V. Translated Amharic version of consent form

NA%.0 ANA @70CHE:
1Ca 0t
PP 7120159,
P/l 45@. (I°
PG +Hav- Ag°
av\P &TC
WILIPT hO4T WILIPT P [A28 ANAALTE]® 9% .ottt V(T VT W g 2

On0F mNE B 19AMC AGRT PLav OAL NN HI1L+T. R9°89%4 PPNI0T PP T1CTFT ALA ATIOP
OAF FAGALT ThAAN PAGETS A1-FPAL MG 1CAT C&VL-I°LS 994 PRt ATLLLID- TG avl
070040 AL ATFAV-= A0 ALY TGT AP8A1T4 eFavdmet NhAM 1@< PGk eoINLe@. NPA aomeP
AP =09.0MT aolEPTF Nav-he JPOAPLIFF@. 19910 S+m0PS AMY  TF NF e9lmh GFO.EPACH AgP
NPHFRI® N F AL ALAGIO=ATLAMTT aPLEPT PHAL RTC LAMNTFPA=CTGE @mA NFTIPP° A707T hCOS
AT P76, HAFEPT 0T M aPLE hnPAL HE 0L 9 Ftav@.: NAMPAL aPmed &L AL
PravnH 1D.:RCO 16 APATE 1P ANPATE av-( ao(1F AAPF=OHY TGT AAATEI D 9o79° G077
FaC AP 1 1 OFenT169°  NTLININT PUNIPS ATAINTIP ARLF18.9° MRI° ARNTAANYI® & & IPTI°
ACOP 27.AM<T ao2% TGET NI ATIL40 FAP AOFPRA AAA. = 9PRLLAI® LUT TG (FavAlrt T
ANT A PHUT TET QAT PR AP tO4ALT FhAANT QLY AL ddh 091245076@e9°

0920411712.-724 tesfeshtekelab@yahoo.capg.¢® ttesfalove @gmail.comeemeP e Adk:

ALY TGT AP0 vl Aao\mrt .95 1Pt ?
1. h? 2. he.LAU-9°

< (HY 7T AL API°rET PATPA AL :
age P77 4G
< a.mt

1. @mst Nev<i +PNEN

Xl



K/
£ %4

2. aoCE ARP FPLE heLATI°

3. aoCEa. 11770 PN
4. M&A PR DA LR

PCoIMaA. : A9

7 &CM

avavg @ avAft: PAm-+7 aPAN NI OLI° Mh&t NF- AL aPA(T £ 4

h&d -1 fa2Y0R o3 3T aoCE

+.&

PPRPT

ao\(\/9PL5B),

°CI°¢-

101

0L

04>t

102

Nl

hgea s
me

v4.f

DAL

A (£1068+)

oghrownE

103

72999

TEEOW T
Alf2N0
hfALh

av-( (90

AP /e rl/

104

OOF v

fa0F
£10F
P
eqe+Q-F

BwNE WS

105

PHCOP OTIPUCT LLE?

POTTIT

T AG P9
PavBav P L1 8
DO 88
DA G e NAL

106

PAANTP OTIPUCT LLE?

[ A

TN hGor9&:
PavBav P L8
UG L8
DA G hil? NAL

107

0¢- vt

LA ALt (TPME)
094 P90

0T hav (Lt

T4

AA [£102]

108

Pavse N

mc
oty

NPV R wN = s wN =0 pwN =

109

0.7 P 00N 7 (L

(o))

h&dA -2 AmPAL PON L avlB

201

| 0FF L ACTIH®- P FA-?

| 1. hth @A.L 2RLA PACTHS HF

XV




[CAU-+7 6n.9°C7) 2. Po-CE O\t
202 | @C% hpmacPt 1. 0¢6 1LH oM (T
2. 0gArt LamLST NHE
203 a7t AZT AAPT? 1. weot ei NHt+
2. htoas A ek NHE
3. Pt e+oAS HT
204 | 049G NPA7T havt j@-
099, 04117 hat(t)
205 | pPLar WAL (R1FAMC) °CaPe | 1. AP
T rao PO P? 2. hAD-p9° hAo-P®° P) —» oL T.4209
206 ATPE +.d. 205A0P AP (Pt | 1. AgPBavs P KCHG
APTT D ACIUG 107 2. AUATE ACTHS
3. APOTT ACTHS
4. AACTE RGNS
5. &A/ePeir/
207 hHY ACTHS 0ét PINLD<7
ACTHG PPpLav AL oc
+ng a0 et by
Peavset emC hNNP PCF
a7t LH 10-?
208 150 M-C MG i 07.08CT 1. A7¢ 11
nc? 3. a0 U
4. heéetS hHe 0AL 1LH
5. hAanJa.ng
209 | OACIHSP OPT ¢m.G ParF@h 1. fo-Fi
FaC AP INC? 2. hPw-pg°
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hed -3 pLav @A L [01$0mC] P°Cave- hittd Aot
301 | epLav oA L/P10 m-C/ hTd 1. G &Cot+
het 1o« eaae-t? 2. oms qnav-g
3. e/ B
4, Ny
5. aA /ereid
302 | tPLar AL [190MC] 9°Cors- | 1. (1M9I° AQdAT, 10+
AMSP T AVGALTEY R8T 2. ANLAL 1@+
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£a0n? 3. hAm-pge
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PG AT CPT W18 £LE 2. P4
fOMNA? 3. 04 o
4. gha
5. ham-pge
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