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Abstract 

.\lany of \I 'alllen in dereloping cow11ries are al a great risk ill lerms of high ",alernal lIIorhi,iill ' 

and mOrlalif)' dlle 10 ji:lclors related to pregnallL)l and childbirth in these cOll/1Irie) . .. / en'S.' 

sectional swdy was condllcted ji-om February 15 10 March 15. 2010 ill Gozal11 in lI"ored" III 

Amhara Regional S{(ae 10 assess factors a[[ecting ulilizalion o(maternal heallh care wlTice ' .-/ 

IOwl o[ 58 7 women )rho had al lisl one live binhs in Ihe .five years preceding Ihe sUITe,' \I ' , re 

selecled syslematically. Dala Irere collected using a pre-Iested and structured quesliollll(lires " ,,,I 

FGD )rere used to collecl qual7lilGlive and qualiwlive data. respeclil'ely. The analysis rel'eu.-ed 

Ihal aboul 59.3% ot'the \I 'omen had at leasl one prenalal visil during Iheir recelll I'regnw ,,'L 

Aboul fOrlyjive percenl of Ihose women allending anlenalal care had Iheirfirsl l'isil during Ih"ir 

/irstlrimesler o[ pregnancy. Among ANC users 6-1% of had less than[our anlenawl care ('()/lluds 

in the recem pregnancL 771e 1110S1 imporlanl reasons for nOI allending ANC care Irere he.'lIg 

heallhy and being 100 bU5)'. AJajorily of deli reries took place at home; aboul 71% o(deti\·er ie.\ 

lOok place (/1 home. Presence or relGlives nearb.'. Ti-anspOrl{{{ion problem. and lack o(pri)',"T 

)rere Ihe main reasons ciled[or resorting 10 hallie delil·ery. The majority o!'the respondel1ls \I ,'I'e 

able 10 nallle Ihe danger sign of pregnancy relaled problems. In mullivariwe analysis Ihe ri., i: 01 

non-allendallce of _~NC and home delivery \I 'as higher for Ihose \I 'omell whose residence " as 

/'IIral. low educaliol1al stalus, higher parily and being housewi[e 01 old age. In addition .-'.,(C 

service utili zation s igni ficantly affect utilization of de li very care prov ided in health inst itUl il1 ns 

(P-value less than 0.05). In cone/usion. Ihe sllld), revealed thw more wOlllen allend 11_\'C d"r.'ng 

pregnancy liwnlhose derived al heailh instituliollS. Demographic and socio-c"iluraljclelOrs \I eTc 

found 10 be barriers 10 ulilizOIion 0/ malernal health care services. Educating girls, pro\'i Jing 

health educati on on maternal hea lth care services. and improving the sen ' ices of health cxten5:oll 

\\'Orkers in ru ral areas were recommended to improve utili zation of both sen·ices. 

Key words: .l1alernal heailh care. anlel1atal care. place of delil·ery. Amhara Region 
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CHAPTER ONE 

1.1 INTRODUCTION 

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

developing countries are di sproportionately affec ted. While there are 529,000 women dies e\w \ 

year from complicat ions of pregnancy and child birth, which is about one woman every minu te. 

About 99% of these deaths occur in developing countries, where a women's li fe ti me risks ,)f 

dying liOin pregnancy re·la ted complications is 45 times higher than that of her counter parts in 

developing countrieS. The r.i sk of dying from pregnancy related complications is hi ghcst in sub­

Saharan Africa and in Southern-central Asia. where maternal mortality ratios are more than 1.000 

deaths per 100.000 live births (WHO, 2005). 

1\ laternal and child health care begins "ith the immediate hea lth problems of mothers and 

children and extends to through out life as chronic di seases and to problem of " 'el lbeing o f th~ 

community (\VHO. 2005). The burden of poor reproductive health outcomes contin ues to be 

significantl y higher among women in developing countries compared to the ir counterparts in the 

deyeloped world. In actua l fact. the majority of maternal deaths worldwide a re occurring in less 

de\'eloped countries from pregnancy-related complications. In sub Saharan Africa. the ri sk o f 

maternal mortality and morbidity is a larmingly higher with a ratio of I in ~2 compared to a ratio 

I in 7.300 in developed reg ions (UNFPA. 2004). 

Materna l health care sen 'ice is considered as one o f the cornerstones for safe motherhood. The 

importance of antenatal ca re, deli very care. and postnatal care has been we ll documented as 

etlecti w tool s for sc reening. pre"enting, and treating diseases and pregnancy -re l m~d 

complicati ons. Moreover. man" of " 'omen 's li ves could be sa"ed if they had access to basic 

hea lth care services. including ski ll ed attendants at a ll births and emergency obstetri c care for 

" 'omen "ho develop complications (UNICEF. 2007) . 

Access of hea lth care includes at least two dimensions: economic access in terms ofaffordabilit\·. 

and geographic access in te rms of proximity to proyiders. The poor, most of the time, appeared to 
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ha\'e the least access io health care services, These large differences in access to maternal he,dlh 

care continue to exist between women of richer and poorer, urban and rural. and educaicLi .tIl" 
uneducated, A range of barri ers limits women's access to care, including: distance, cost. mult i pic 

demands on women's time, poverty and lack of dec ision-making power. Ensuring \\'omen to ha\ 'c 

access to maternal health care, particu larly at ANC and delivery, and in case of complicat ions, is 

essential to sa\ 'e thei r lives (Anwar et aI., 2004), 

In most developing countri es, women in reproductive age constitute a litt le more than one fifth o f 

the total population, [n Ethiopia as we ll , around 24 percent of \\'omen are in reproducti\'c age 

group (MOFED. 2006), Tl)ese \\'omen are repeatedly exposed to the risk of pregnanc\ and 

childbirth , Under the ex isting demographic and soc ioeconomic conditions, the inadequacy \\ 'ilh 

least utilization of maternal health care sen'ices, they are at greater ri sk of morbi di ty and 

mortality from causes related to pregnancy, In Ethiopia. only 28 percent of mothers received 

antenatal care fro m a health professional for their most recent birth and 37% rece ived tetanus 

toxo id injection. onl y 6 percent of babies were deli vered by a heal th professional and 5 percenl at 

a health faci lity (CSA and ORC Macro, 2006), 

[n \'iew of the above argument, one might ask \\hat factors basically affect mothers from gell ing 

their maternal health care sen 'ice in the stud y area, 

1.2 Statement of the problem 

Pregnanc" and ch ildbirth are natural and often e\'entful processes that many women are al ri sk lur 

deye loping complications d uring pregnancy and childbi rth , Complication of pregnancy and 

childbirth are the lead ing causes of disability and death among \\'omen in the reproducliw age 

(15- 49) \ ears in developing countries (WHO, 2005), 

Maternal mortality in deyeloping countries is a neglected tragedy: a tragedy in term s of 

magni tude of the problem. equity, and soc ial justi ce (I'vlahler H, 1997), At least 35% of \\'omen in 

deye loping countries still receive no antenatal care. almost 50% giYe bir1h without a skill ed 
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Gllendant and 70% recenT no postpartum care. In contrast. maternal health care' i, ne'a r'" 

uni versa l in (it~\e l oped countri es (W HO. 1998). 

Demographers are interested in maternal hea lth because of its contribution to maternal nhlrIality: 

as an indicator of the success of maternal health programmes and explanation for sex di l"krcnt ia ls 

in mortality. Research has sho\\'n that adequacy of antenatal and deliverv services em reduce 

maternal deaths by 10 to 45%, espec iallv in the developing countri es where maternal nll'rIalit\· is 

highest (WHO. 1997). 

However. the si ngle most important prox imate determinant of materna l heal th and sUITi\ 31 is the 

extent to which women have access to and utili ze high quality maternal hea lth care sen'ices 

(UN ICEF. 1998). The Programme of Action of the International Conference on Popul ation and 

Development (ICPO) 1994 recognized the above fact and states that: 

".411 coumries mllSI expand Ihe prorision of mmernal healih services .. All birlhs shollid be 

(lSS' isled by lrained persons, preferably nllrses and mid,,·i\·es. bUI al leas! by Irain ,'" binh 

mlendan!s" (LT'\, 2006). 

Though women comprise a large proportion of the populatio n of a given soc iety. in dc\ elo ping 

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

and dying due to factors related to pregnancy and childbirth. In Ethiopia the maternal mortal it,· 

rate has been estimated to be 673 per 100.000 li \'e births (EDHS. 2005). This is one of the 

highest rates in the \\·orld . 

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

.. \fri can countries. In Rwanda, I\ lalawi. Ghana. Leso tho, Kenya and Senegal about nine in ten oj' 

the women received ANC sen 'ice from a health professionals. However. only th ree in ten (lj' 

Ethiopian women receive the s imilar service. Ethiopia a lso ranks low in terms of de li ver" 

ass istance from a health profess ional and de livery in health institutions. The percentage or birth 

deli vered by health profess iona l is 10 times higher in Cameroon (62 percent) than in Ethio pia (6 
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percent); and the proport ion of bi rth de li vered in health fac ili ty is 10 times higher in Se ne"" l( (,2 
percent) than in Ethiopia (5 percent) (Macro International Inc. , 2007) 

Antenatal care coverage of the world is 72% (developing countri es 68%. and industrialized 
countries 98% ) (UNICEF, 2004). According to the MOl-I, Health and health related indicators 
2007/08 . tho ugh potenti a l hea lth service coverage has reached 89.6 percent in 2007/08. utilizat ion 
rate remains low at 0.24 percent out patient vis its per cap ita. Antenatal care coverage of Ethiopia 
is 59.-1% and percentage of deliveries at health care litci liti es is 20.3% (Ministry o f Il ca lth. 
2007/8). The health coverage on the study area was 50 percent el'en which is lower than the 
Zone. )2% (Gozamin Woreda health offi ce. 2008). In addition to other factors. Shortage and hi gh 
turnol'er of Personnel, and inadequacy of essentia l drugs a nd suppli es have contributed to the 
highest maternal and chi ld morta lity rates (MOH. 2005). 

Despite the fac t that maternal health care services utili zation is essential fo r furthe r improl'cment 
of materna l and child health , litt le is known about factors affecting the use of these sen ices in 
Ethiopia in general and Amhara Region in particular. Thus. thi s paper aims to ti ll th is gap lIsing 
primary data collec ted from the study area. 

1.3 Rationality and Significance of the study 

Maternal hea lth is a crucial problem in many developing countries. particu larly in sub-Saharan 
countries. The fo llowing facts enforced the study to focus on maternal health care scnice on 
A mhara Reg ion. First; e \ 'en though the region stood fifth from the least in uti li zing antenata l care 
and tetanus toxoid inj ec tion services compared to other regions of Ethiopia. Pe rcentages 
de li vered by a health professional and in a health fac ility were the least (3.7% and 3.5% 
respect ively). Second; I knew the presence of harmfu l trad itio na l practices such as earl \ ' ma rri age 
and it has an impact for maternal care utili zation in the study area. And a lso it seems that no 
e nough studies hal 'e been done on the issues subsumed in the s tudy area under the titl e of litctors 
atTecting the ut ili zat ion o f materna l health care serv ice. 
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1.7 Operational definitions 

Antenatal care non-attendant: Pregnant women who had not attended antenatal care clinics at 
a ll during the recent pregnancy. 

Married womell - Refers to those currently married women in the reproductive age group ( IS -
49), which are li ving with their husbands at the time of interview. 
Quality of MHC sen'ice: It refers to the over all effectiveness and appropriateness of health carc. 
Quality of maternal heath care service include issues such as the availability of routine sen ' icc 
during normal working hours and emergency services for 24 hours, treating clients with dign it\. 
privacy. short waiting time, giving appropriate informat ion about availab le services and 
availabil ity of technical components staff. 

Alltenatal care: it is health care recei\'ed by mothers at the time of their pregnancy from health 
professional. Antenatal care is more beneficial in preventing adverse pregnancy out comes when 
it is sought earl y in the pregnancy and continued through to delivery. 
Timing of ANC: The number of months from when a woman conceived until she made her first 
antenatal care vis it. 

Traditiollal Birtfl allelldallt: is a person who assists the mother during chi ldbirth and initialh' 
acquired her skill s by de livering babies herself or through apparent ship to other TBAs. 
DelivelJ' care: the service given for a pregnant woman during labor: management of normal 
delivery and detection of complications, management of risk cases in labor and complicated 
cases. In thi s study delivery care is considered as a care gi\'en at health insti tutions during 
delivery . 

Utilizatioll of l1latemity care services: Refers to a woman attendance in a maternal hea lth service 
fo r Antenatal care, and place of deli very care se rvice at health institutions wo uld be considered as 
indicators to utili zation of MHC services in thi s stud\' . 

Accessibility of sen-ice: avai lable of health faci lity providing ANC ser\'lce within ' hours 
di stance on foot. 
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CHAPTER TWO 

2. REVIEW OF LITERATURE 

2.1 Overview of Maternal mortality 

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

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

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

(WHO,1992) 

or all the hea lth stati stics monitored by the World Health Organi zation, maternal mortalit\ is the 

one with the largest di screpancy between developed and de\ 'e1oping countri es. Over 99% of the 

nearly 600.000 women who annually die due to pregnancy-related causes occur in sub-Saharan 

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

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

In Ethiopia. the maternal mortality was estimated to be 673 deaths per 100.000 live births and 

in fa nt mortality rate was 77 per 1,000 li ve births. which is among the highest in the world (CSA 

and ORC Macro. 2006). One explanation fo r poor health outcomes among women in Ethiopia 

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

2.2 Maternal health care services 

2.2.1 Antenatal care service 

Studies that focused on maternalm0l1ality and morbidity in developing countries have repeated ly 

recommended the need for antenatal care and availabi lity of trained personnel to attend "omen 

during labor and delivery (FCr and lAG, 1998). The safe motherhood initiative strongly 

emphasized ensuring the access ibility and use of antenatal sen 'ices as most of the deaths 

occurring ti'OIll obstetric complications are pre\·entable. l-!o \\·ever. in Ethiopia the proportion of 

mothers attending ANC was low even for women " 'ith access to the services. As obsen'ed in 

2005 EDHS, only 28% of mothers received antenatal ca re li'om a health professional for the ir 

most recent birth (CSA and ORC Macro. 2006). 
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2.2.2 Delivery service 

The International Safe Motherhood Initiative made maternal mortality an international pr ill rit ' b, ' 

way of access to basic maternity care during pregnancy and delivery to all women ( ~la hlcr H,. 

1987; and MOH, 1992). However, discrepancies continue to exist in access to maternal health 

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

and the educated and uneducated societi es (UNICEF 1996; and WHO, 1997). 

Appropriate delivery care is important for the health of both , the mother and the no\\ ' born. 

especially if there are child birth complications, To reduce the risk of infections and an~ 

complications can be effectively managed in the presence of qualified attendant with suitab le 

equipment and supplies. However, in most Sub-Saharan Africa. delivery care is f,u' from 

adequate: a large prop0I1ion of deli"eries occur at home. and in the absence of a LJ ualiti ed 

attendant (Magadi et aI. , 2003). The situation in Ethiopia is more disturbing. since perccillage of 

women deli,'ered with the help of health professionals is among the least in the Sub-Saharan 

Africa (CSA and ORC Macro. 2005 ; and Macro International Inc., 2007), 

Ethiopia ranks low in terms of delivery assistance from a health professional and deln ery in a 

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

Cameroon (62 percent) than in Ethiopia (6 percent) and the proportion of births de/i \o red in a 

health facility is more than 10 times higher in Senegal ( 62 percent). Malawi (57 percent) and 

Lesotho (52 percent) , than in Ethiopia (5 percent) (Macro International Inc .. 2007), 
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Appropriate delivery care is important for the health of both , the mother and the no\\ ' born. 

especially if there are child birth complications, To reduce the risk of infections and an~ 

complications can be effectively managed in the presence of qualified attendant with suitab le 

equipment and supplies. However, in most Sub-Saharan Africa. delivery care is f,u' from 

adequate: a large prop0I1ion of deli"eries occur at home. and in the absence of a LJ ualiti ed 

attendant (Magadi et aI. , 2003). The situation in Ethiopia is more disturbing. since perccillage of 

women deli,'ered with the help of health professionals is among the least in the Sub-Saharan 

Africa (CSA and ORC Macro. 2005 ; and Macro International Inc., 2007), 

Ethiopia ranks low in terms of delivery assistance from a health professional and deln ery in a 

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

Cameroon (62 percent) than in Ethiopia (6 percent) and the proportion of births de/i \o red in a 

health facility is more than 10 times higher in Senegal ( 62 percent). Malawi (57 percent) and 

Lesotho (52 percent) , than in Ethiopia (5 percent) (Macro International Inc .. 2007), 
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2. 3. Determinant of maternal health care service 

The Millennium Development Goals (MDGs) focused on improving maternal heal th. with a 
target of reducing the maternal mortality ratio by three quarters between 1990 and 20 15. on 
average annual reduction of 5.4 percent (Wagstaff et aL 2004). Progress towards these goals. 
however. is surprisingly low and insufficient. especiall y in Sub-Sahara African and Southern 
Asia (Pitch forth et al. 2006). 

Identification of the factors related to low utili zation of maternity care serv tces is pi"otal in 
formulating evidence based policy so that it will reduce maternal mortality rate fast. Different 
factors affect utilization of MHC services. These are: 

2.3.1 Demographic factors 

There is a general consensus that the use of maternal health care services reduces maternal and 
child mortality, and improve the reproductiye health of women. Parity and maternal age arc 
mutually correlated, but the direction of correlation depends on the type of services (An"'ar et al.. 
2004). The use ANC and delivery care declines with an increase in parity (Hibret. 2007; and 
Mills et aI., 2007). Women having their first child were twice as likel y to have faci lity based 
ANC compared to women having their fourth or more birth. Similarly. low parity women were 
almost three times more likely than high parity women to deliver at a health faci lity. And both 
ANC and deli very care were less common among older women (Anwar et a!.. 2004; Mills et al.. 
2007). 

Other stud ies also confirm the negative association bet,,'cen high parity and the likelihood of 
receiving ANC and giving birth in a medical institution (Bloom. 200 1). The parity oh,'omen is 
influenced by their age at first marriage. Those who marry carl y will have a higher probabi lity to 
be in the high parity than who marry later. In the Amhara region, 48 percent of women arc 
married before the age of 15 (Wilder, 2007), the highest early marriage rate in the country. 
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Due to the abow stated problems. early marri ed women may ha\e a high probabilit,· n l· gctting 

di\orced. Studies in Ethiopia and other countries explain the effect of marital status on utili L3tion 

of MHC services; Wido\\·ed/divorced women were found to be more unlikely to att~nd MHC 

services compared to marri ed women (Coren, 2003 ; Mengiste et aI. , 1996). In contrary. a stud,· in 

Guinea Equateria showed the highest attendance of ANC among unmarried or divorced \\omen 

(Jimoh, 2003). [n general. these studies emphasize the effect of marital status on util izJtion of 

MHC services. 

The number of li ving children determines women's utilization of MHC services. The more 

chi ldren at home, the more. limited the wo men 's mobility. Among women with more survi,·ing 

children at the time of their pregnancy predicted antenatal care scores were lower than among 

others (Bloom et aI. , 200 1). 

2.3.2 Socio-econom ic factors 

Demographic factors may shape a women's desire to make use of services (for example. ' ·ounger 

women may have more positive attitude towards health care), the socio-economic staws of an 

individual and her househo ld determines her economic ability to do so (Stephenson et a l. . ~OO:n 

Residence in the capital and other urban centers, a high standard of li,·ing. and high educational 

attainment are all positive ly associated with utili zation of antenatal care and the timel iness of 

such care (Go\indasamy et al., 1997). A study in Tajikistan also sho\\·ed a marked difference 

between urban and rural areas; women living in urban areas are much more likely than rural 

\\·omen to report ha, ·ing ANC(89 % Yersus 83%) and to have given birth in a medical laci lity 

(89% versus 69%) (Falkinghal11. 21)03) . 

\\ 'omen' s empowerment includes deci sion making power on their O'q) health . Dec isions on 

\\·omen·s health are vital to the health and well-being of both women and children. In Illany 

households. notably in those countries examined in South Asia and Sub- Saharan Africa. 'millen 

ha'·e little influence in hea lth-related dec isions. In Burkina Faso. ::vIali and Nigeri a. for c~ alllp l e. 

almost 75 percent of women reported that husbands alone make decisions about women' s hea lt h 
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2.3.5 Accessibility and quality of health services 

2.3.5. 1Accessibility of health care services 

The considerable \ 'ariati on in maternal and child health in the deve lop ing ",·orld is belic\ cd to bc 
partl y due to differences in the availability of and access to health services. Access ibili ty of 
health services h3\'e been shown to be an important determinant of ut ilization of hea lth sen ' ices 
in de\"eloping count ries. In most areas in Afri ca. one in three ,,'omen lives mo re than Il\'e 
kil ometers fro m the nearest health facility (Vanden B .. and Damnyag L., 2002). The sca rci t\ of 
vehicles especiall y in re mote areas co st of transport, poor road cond itions and the di ffic ul.ty of 
wa lking for hours to the nS!arest health fac ility may also pose prob lems for pregnan t "omen 
(Dana A., Noreen G., and German R. , 2003). In ru ra l Tanzania. for example. 84% of,, 'omen "'ho 
gave bil1h at home intended to deli ve r at a health fac ility but did not do due to distance and lack 
o f transportatio n (Mahler M ., 1997; UNICEF. 1996). 

A study in Jordan has a lso shown that distance of place of res idence fro m the serv ices a nd timc 
and cost involved in trave ling to services were all highl y signi fi cantl \" associated with non-usc of 
the maternal healthcare serv ices (Abbas H .. 1004). Accord ing to a househo ld survey in Southern 
Iraq, the relationshi p between utilizati on and distance between health unit and place of res ide nce 
has shown thaI utilizati on rates decline sharpl\" with increas ing di stance trave led (Hab ib SO. and 
Vaugan P.L 1986). 

In deve loping countries di stance from and ignorance of the ex istence or purpose of the hea lth 
services may compound thi s. The other important fac tor determining ut ili zation is fam il \ ' income. 
Some studies have sho\\"l1 that utili zation rates increases substant iall" with increasing Income 
(A bbas H., 1986; \\HO, 1993; Yuster EA. , 1995). 
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2.3.5.2 Quality of health services 

Quality of care is an important consideration in the decis ion to seek ca re. In a study in south\\·est n 
Ethiopia, multiple structural de iic iencies were identifi ed in all components of reproducti ve health Ii 
care .. -\dequate amount of abso lute minimum equipment is required for maternity and neonatal h 
cares were not m·ailable in many institutions (Wako G and Berhane Y. 2000). A study on 
antenata l care sen ·ices in northwest of Ethiopia reported that 34.7% ANT attendees had one or 
more high ri sk fac tors out of which 77.9% were identified by the health \\orkers. Only 16.8% f 
high ri sk mothers were appo inted earl ier than the "normal dates" (Fantahun M. Abubeker A and 11 

.-\ssefa M. , 2000). 
r 

1 

.-'lno ther study in the Guatemalan highlands. revealed that. goyernment health posts seemed to be ~ 
con'·enientl y located. yet that proximity did not guarantee utilization. probably the facilities 
understaffed and under equipped and thus unable to proyide qua lity care (Dana A.. )\oreen G.. j 
and German R., 2003). The two mechanisms through which quality of care affects the decision to 
seek care are sati sfaction or di ssatisfac tion with the outcome. and sati sfaction or dissati sfaction 
"i th the service received (WHO . 1996). 

2.3.6 l" ecd and Perceived Morbidit)· 

In deye loping countries most women lack knowledge on risks of pregnancy and childbirth. which 
in turn influences the fe lt need for ANC. In Jamaica. for instance. while most women surveyed 
"ere able to name obstetri c complication they had experienced themselws. fewer than 10% of 
them identifi ed any other specific ri sk. danger or problem of pregnancv and birth (Working 
paper. 1990). 

In Ethiopia a study in Addis Ababa showed that absence of illness and lack of awareness are 
among the major reason for non-attendance of antenatal care (Fantahun, 1992). Another study in 
r\yssai ta and Dubti towns. Afar regional state, indicated that lack of knO\dedge on the dander 
signs of pregnancy is one of reasons for non-attendance of ANC and deli very care (t- Ielkamu, 
2005). 
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2.5 CONCEPTUAL FRAMEWORK 

Based on related literature the following conceptual frame \\"Ork is used in the study. 

Demographic 
variable 

- Current age 

-Age at first marriage 

-Marital Status 

-Parity 

Socio-cultural 

Variables 

- Wife occupation 

- 'Vife Education 

-Husband education 

- Residence 

-Husband attitude 

- 'Vork status 

Fig.l: Conceptual framework 

Mediating variables 

-Knowledge of 

Maternal hea lth 

care service 

- Accessibility 

- Acceptability 

Source : prepared by the researcher 
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Dependent variable 
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CHAPTER THREE 

3. METHODOLOGY AND RESEARCH DESIGN 

This sec tion of the thesis describes the methods that \\'ere used, subjects included in the study. 

the instmments and procedures we re used for data co llection, and the techniques were employed 

fo r data anal ysis, 

3.1 Study area 

Under the new administrative structure Gozamin \\"Orcda is one of the 18 \\ 'oredas in East Gojjam 

Zone , It is located the surrounding of Debre Markos town 300 K:--1 far from ,-\ddis Ababa in 

'Iorth West Direction. establi shed in 1845, In the Woreda about 79.682 are \\'omen out of the 

IOtal population 140,245 (CSA. 2008) organi zed 25 rura l and 1 urban kebeles, There are 6 health 

clinics and 25 health posts own by the government and 6 low c linics. 5 middle clinics and 1 

higher clinic own by pri\'ate. The over all health coverage of the woreda \\'as 50% where as 52% 

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

3.2 Source of data 

Both primary and secondary sources of data wc re used for thi s study. Primary data were 

co ll ected by using structured quest ionnaire and FGD gu ided questions which was prepared in 

Engli sh and the n translated to local language .-\mharic. Publi shed and unpubli shed materials 

like. Books. Journal s, area spec ifi c health service reports like Gozami n Woreda Heal th Office 

were the source of secondary data. The source populations were a ll wome n res iding in the 26 

kebeles in the study area. Of these, eligible (target) populati ons \\'ere all women in the 
. . 

reproducti ve age whose recent birth occurred \\'ithin the last five years prior to the survey. This 
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=384XJ.5 + 10% 

= 576 + 10% 

=6 14 

Thus the total sample size of the study was 614, 

3.5 Sampling procedure 

.-'. mul ti-stage sampling technique was applied to select the study subjects. In the study area, there 

a re 25 rura l and one urban kebles in the \\'oreda . Firs!. three kebeles were selec ted (one from 

urban. and t\\ O from rural) . Two rural kebeles namely Enerata and Giraram were se lected using 

s imple random sampling method and Yeboki la 01 to\ln (the onl y urban kebele) was selected 

purposefully so as to see whether some independent variables have differentials ac ross rural and 

urban res idents or not. The second step was in the se lected kebles 3 'Gotts' I were selected 

randomly for each rural kebele. The third step households were visited to se lect a li st of 

households \\'ith eligible women among the selected ' Got,ts ' . .csing sampling frame, the number 

of household s to be inc luded in each kebele 'Go{{s' was determined in proportion (p=O.4) \lith 

the total number of households with eligible women found in each kebelel'Gotts '. 

Finally. 614 eligible respondellls were made to be included in the study by using systematic 

random sampling. Whenever more than one eligible respondent was found in the same se lected 

household. only one respondelll was chosen randomly. 
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Focus group discussion 

For the qualitative the kebeles administrator, the head of the District desk. and the superviso rs. 

with princ ipal investigator were used to identi fy eligib le di scussants. A total of fo ur FG D each 

holding 8 to 12 discussants were carried out. FGD discuss ion ,,·ere conducted with women aged 

15-49 "ears. health workers. re ligious and communi ty leaders and husbands separately to get in­

depth information on ke\ issues by insuring homogeneity. A ,,·areness about utilization of .-\~C 

and delivery care services and the main reasons fo r the non-utili zation were the main issues 

discussed during the FGD. 

Figure 2B: schematic presenta tion of sampling procedure for qualitatiH method 

Focus G roup Discussion 

Health 
,,·orkers 

8 
Discussants 

Women 

l 
12 

Di scussants 

Husband 

II 
Discussants 

39 Discussants 

Leaders (Religious 
& Community) 

./ 

8 
Discussants 

On thi s study. four FGD discussions were conducted on the qualitl)live data to supplement the 

quanti tative data. 
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3.6 Field work procedure, training and supervision 

In the identifi cation of the target group and collection of the data relevant to the study, assistance 

was obtained fro m the selected zone and kebeles administration in the study area (woreda). 

Data co llect ion processes 

A structured and pre-tested questionnaire \\"hich \\'as first prepared in Engli sh and translated to 

!\mharic language was used to collect the quantitatiw data. Ten 12 '" grade completed 

inten'iewers (5 females and 5 males). and four i\ urse Superviso rs (2 females and 2 males) who 

were tluem speakers of the local Amharic language were given a through training on the 

interview techniques and the quest ionnaire for three days before data co llection. 

The questionnaire was admini stered to the mothers with age 15-49 who have at least a child 

within five years preced ing the survey. The questionnaire was checked us ing range and 

consistency check methods. The researchers wimcssed interv iews. re imervie\\"ed a sample of 

respondents and checked as many filled quest ionnairc as possiblc cach day in all se lected sites. 

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

selected for the study in Gozamin woreda outside of the selected kebeles that has similar soc io­

demographics characteri stics with the people. A IOta I of 30 respondents were interviewed. On 

average, it took 45 minutes (range from 35 10 60) to complete the interv iew. Both the 

interviewers and superdsors assessed clarity. understandabili ty. and completeness of the 

questions, and then the results were edited and coded. 

Data collection: A fter completing the result of the pre-tested , di scussion was made with 

superviso rs. and data collectors and care was taken not to include the kebe le where the pretest 

was made. Then, the data were collected using house-to house interview questions. which consist 

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

duri ng inten ·iew. 

3.6 Field work procedure, training and supervision 

In the identifi cation of the target group and collection of the data relevant to the study, assistance 

was obtained fro m the selected zone and kebeles administration in the study area (woreda). 

Data co llect ion processes 

A structured and pre-tested questionnaire \\"hich \\'as first prepared in Engli sh and translated to 

!\mharic language was used to collect the quantitatiw data. Ten 12 '" grade completed 

inten'iewers (5 females and 5 males). and four i\ urse Superviso rs (2 females and 2 males) who 

were tluem speakers of the local Amharic language were given a through training on the 

interview techniques and the quest ionnaire for three days before data co llection. 

The questionnaire was admini stered to the mothers with age 15-49 who have at least a child 

within five years preced ing the survey. The questionnaire was checked us ing range and 

consistency check methods. The researchers wimcssed interv iews. re imervie\\"ed a sample of 

respondents and checked as many filled quest ionnairc as possiblc cach day in all se lected sites. 

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

selected for the study in Gozamin woreda outside of the selected kebeles that has similar soc io­

demographics characteri stics with the people. A IOta I of 30 respondents were interviewed. On 

average, it took 45 minutes (range from 35 10 60) to complete the interv iew. Both the 

interviewers and superdsors assessed clarity. understandabili ty. and completeness of the 

questions, and then the results were edited and coded. 

Data collection: A fter completing the result of the pre-tested , di scussion was made with 

superviso rs. and data collectors and care was taken not to include the kebe le where the pretest 

was made. Then, the data were collected using house-to house interview questions. which consist 

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

duri ng inten ·iew. 



, , 

Let Pi= P(Xij) denotes the "success probability" when X ij takes the \ 'a lue Xij, We can assume 

that the transformed variable Ln (Pi/(l-Pi)), has a linear form of thi s log it probability, Where Bi 

refers to the effect ofXij on the log odds that Yi= l , controlling for other X, 

3.9 Variables included in the model 

This study used antenatal care and deli wry care as dependent \ariab les, For the antenatal care. a 

dichotomous variable that indicate whether women had seen by health profess ionals at least once 

during pregnancy was used, As an indicator of deli very care use. the study assessed whether women 

had deli vered at hea lth institutions or at home, These were indicators of maternal health care 

uti lization , The fol lowing were some of the var iables considered in the study, 

Tab le 2: Description of some variab les considered in the study 

Variable Categories 

Age 15-19 

20-34 

35+ 

,llm'ital StatllS married 

Others 

Age at first marriage < 10 

10- 15 

16-18 

18+ 

Parity <=2 

3-4 

5+ 

Respondent Occupation Housewife 

Civil servant 

Marchant 

Others 

Variables Categories 

Respondent Educational :\0 education 

Primary Educat ion 

>=Secondar) 

Husband Education No education 

Primary Education 

>=Secondary 

Husband aI/iII/de Positive 

:\egative 

Currenl work sWlus not work ing 

\\orking 

Residence Urban 

Rural 

Illness experience yes 

No 

Knowledge of dangerous 

sign of pregnancy 

Yes 

No 
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4.4 Antenatal Care Utilization Level 

Out o f the total wo men (587) inc luded in the study, 384 (59.3%) had at least one antenatal ,i s it 

during their last pregnancy within fi ve years befo re the survey. wh ile ~39 (-10.7%) had none. 

Figure 3: Respondents level of ANC attendance of in Gozamin worcda 

ANC non- use 

41 % 

ANC use 

59% 

Source: Own fi eld work survey data, 20 I 0 

o ANCuse 

• A NC non- use 

Trimester of pregnancy at which attendants have fi rst contact with Al\C was found to vary . 

. -\bout (45 %) of women made their first prenatal v is it on the first trimester ' and second 

tr imester ' . Among the prenatal service users (65 %) had less than four antenatal yisits m the time 

of the interview (Table 6) . 

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

pregnancy. 

' Second Trimester: The period after the third month of pregnancy till the end of the sixth month . 
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Out of total antenatal care attendees 47. 7% got TT vacc ine. About 30% of respondents who have 

got TT vacc ine have got only one injections of tetanus toxoid. From ANC users the majority 

(55.2 %) had received some hea lth education during any vis it while (26.2%) reported having 

never attended health education (Table 6). 

Tab le 6: Respo ndents distribution on utilization of antenatal care in Goza min woreda 
[------ I --~----.-----

\ 'a" ia bles Fr eq uency Percent 
I --_ .. _- - - .----~--~------~-

Received ANC N=587 

Yes 348 59.3 
.. _--

No 239 40. 7 

T iming of fi rst ANC N-348 

1-3 month 159 45. 7 

4-6 month 156 44.8 

7-9 month 0 0 9.5 ~~ 

F requency of ANC follow up N=348 

One ti mes 38 10.9 

Two times 87 25.0 
-.-- -- .. _--_ .. 

Three times 101 29.0 

F our times and aboye 122 35. 1 

Status of tetanus vaccine N=348 

Yes 182 52.3 

No 166 47. 7 

Num ber teta nus va ccine 1'1=182 

One times 56 30.8 

Two times and aboYe 126 69.2 

Health education during ANC N=348 

Yes 192 55 .2 

No 156 44.8 

Source: Own su rvey data, 2010 
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4.5 Respondents ' knowledge/attitude on ANC care services 

Among ANC users and non-users the majority (91 %) reported that ANC check-up has benefits to 

the health of both the mother and children and (11.5) follow up ANC at hosp ital. Concerning the 

recent pregnancy (-B. I %) had experienced some hea lth problems. The majority (72.6%) know 

some dangerous health problems during pregnancy and deliven· Cfable 7). 

Regarding sources of information about ANC seryices_ (80.9%) mentioned as health institution. 

ANC users gave different reasons for initiating .""IC visit for the first time. Among the sewral 

reasons given_ (55.7%) were for medical check up anel re gular foil 0\\· up. The majority (77A%) 

of husbands had positive attitude to\\ards ANC and e1eli,·ery care sen·ices Crable 7). 

From FGO. almost all of the groups defined ANC as a care provided during pregnancy to preyent 

any problems related to pregnancy and childbirth. ANC \\·as also important for the well being of 

both the women and the fetus. Regarding delivery care servi ces, most of the discussants agreed 

Ihat delivery care is the care provided for women by trained health professional in the health 

institution. And also postnatal care is the care given for \\omen a fter child birth in case of 

conlpli cations. 
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Table 7: Respondents Knowledge/attitude on ANC care services in Gozamin worcda 

1··Benefits of ANC check up 

I Frequency (348) -~-j I Variables 

N=587 
-

Materna l health 29 4.9 r 

I 
, Child health 24 4. I 
, 

Both 
1

534 9 1.0 

r Place of ANC follow up N=587 

Hospital 40 I L5 
- -- ----

Health center 190 54,6 I 
! 

--- - -~! 

Clinics 118 33 .9 i 

- ----
, Source of ANC mformatlon N=587 

Health inst itution .+75 80.9 I 
I ---

Radio 'TV 7 I.~ .------J 
, TBA 77 13. 1 I -----
, Heal th pro\·ider 28 4.8 

-- -
Main reason to start A"IC for the Hrst time N=348 

-

; Because of illness 154 44.3 

I To start regular check-up 194 55.7 
I 

Husband attitude to ANC N=587 

Positi\ 'e 454 77.4 
! 

I Negat ive 67 11.4 

I Don't kno\\· 7 L2 
-

Illness experienced for the recent pregnancy N=587 

, Yes 253 43.-1 
I 

I No 334' 56.9 

Knowledge of dangerous health problems related to ANC N= 587 

Yes 426 72.6 

No 161 27.4 

Source: Own survey data, 2010 
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4.5.1 Knowledge of dangerolls signs of pregnancy related problems 

Out of the total women who said, "yes" regarding to the knowledge of danger signs of pregnancy 

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

severe headache (45. 1 %), prolonged labour (38.3%). Refined placenta (37%) and the like (Fig. 4) 

Figure.t: Respondents Knowledge of dangerous signs of pregnanc~' in Gozamin woreda 
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Source: Own mu lti response Ilcld suney data, 2010 

From the FGD. Majority of the group discussants able to name the danger signs of pregnancy 

related health problems. Such as sever hypertension, se, 'er headache, sever anemia, vag inal 

bleeding. etc. This implies that FGD prevail ed similar results as that of the questionnaire result. 

4.5.2 Respondents Reasons for ANC non-attenda n ce 

Out of the total number of women who did not use ANC, an attempt was made to know the 

possible reason fo r the non-use of ANC. On the other hand , '\"Omen indicated the primary 

reasons for not attending ANC during their pregnancy to be that being hea lthy during the recent 

pregnancy (70.3%) and (51 %) work overload (Figure 5). 

36 

4.5.1 Knowledge of dangerolls signs of pregnancy related problems 

Out of the total women who said, "yes" regarding to the knowledge of danger signs of pregnancy 

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

severe headache (45. 1 %), prolonged labour (38.3%). Refined placenta (37%) and the like (Fig. 4) 

Figure.t: Respondents Knowledge of dangerous signs of pregnanc~' in Gozamin woreda 

50 
45.14 

40 r- Ja3JJ1 
32.67 10 Series1 ! ~ 

I·' 
r- , 

r- 24.7 23.68 
~ 30 20.44 
~ 20 - r 16.01 14.14 

'" n n n 7.16 4.3 
D.. 10 

n 0 r1 

~ - ~ - e - ~ 0 ""'~ = e= . ~ = '-' -- '" .'2 '" -
o.~ "'e e '" c E 

e 
'" - '" '" . ::: Q) 

--:.= - c ~ ~ 

"'" -0 
.~~ e "0 = ""'= - '-' '" '" 0:1 .2 e .'::! '" ':=E "'", ~E <C 

'" 0 
'" 

:;: ~ E '= '" '-' 
0::-

~ ",0 = en :I: 0. -~ '" ~"O 
= 

0.. > - 0° 0. - '" ro co. -= ~ e 
~ 

~ 
~ 

~ e 
Danger sign of pregnancy:ahd l!'elivery 

:c 
0 

0 
"> 

Source: Own mu lti response Ilcld suney data, 2010 

From the FGD. Majority of the group discussants able to name the danger signs of pregnancy 

related health problems. Such as sever hypertension, se, 'er headache, sever anemia, vag inal 

bleeding. etc. This implies that FGD prevail ed similar results as that of the questionnaire result. 

4.5.2 Respondents Reasons for ANC non-attenda n ce 

Out of the total number of women who did not use ANC, an attempt was made to know the 

possible reason fo r the non-use of ANC. On the other hand , '\"Omen indicated the primary 

reasons for not attending ANC during their pregnancy to be that being hea lthy during the recent 

pregnancy (70.3%) and (51 %) work overload (Figure 5). 

36 



Figure 5: Respondents Reason for ANC non-attendance in Gozamin woreda 

Reasons for not utilize ANC 

Source: Own multi response field survey data, 2010 

Others = women lack of awareness\knowledge about ANC follo w up 

The group di scussants were asked the barriers that affect the utili zation of antenatal care services, 

The main reasons for not using ANC which was supplemented by the qualitati ve data we re most 

of the focus group discussants reported that 'A,VC is 1101 ,,'e ll lIIili::ed as expected because 0/ 

absence of' heallh problem, work orerload eilher il1 Ihe household 01' in Ihe .field looking afier 

calfle, long wailing lime, cllltliral reasons, and confidence on local TEAs', Some of the 

discussants agreed that most of the women do not go to health institutions for fear they might be 

seen b,' male health workers and thi s is unacceptable by their cul ture and is preferred to be seen 

by female's attendant only, 

One of the discussants from pregnant women sa id, " some of the pregnam women believed Ihal 

aI/ending ANC is less imporlallf, lei all/' creolaI' does lip on liS I"hm ever he likes, She added if 

you go 10 heallh inslillilion )'ot'/ 1I'0idd acquire disease ", One of a trained traditio'nal birth 

attendant (TTBA) said, 

",I/ost of the women in our area do nol go for ANC IInless Ihey/c/ced serious heallh Problems, 

because Ihey do nOllike removing Iheir closes and be examined by someone else ", 
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4.5.3 Reasons for Choice of Health Institutions for Antenatal Care Attendance 

Those women who anend antenatal care clinics were asked the reasons for choice of health 

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

for A'IC attendance was good quality of services (71 .8%) (F igure 6). 

Figure 6: Respondents reasons for Choice of Health Institutions for Antenatlll Cllre 
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4.6 Health service factors 

1:1 Series2 

4.2 

Others 

Regarding the health service factors of all the ANC attendees (15.5%) women paid for ANC 

services and the majority (83.5%) said fair with the average payment of 16.50 ± (20.00). 

Addit ionally, both user and non-user were asked about the perception of distance from home to 

health facility, (48.3 %) reported as an average distance and 23 % said too far with an average 

time spentJ.2± (1.5) hours (Table 8). 
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Table 8: Health service factors with ANC attendance in Gozamin wonvda 

_.". --r --------'-
Variables Frequency Percent 

.. ----
Payment for ANC N-348 

Yes 9 1 i 26.1 

No 257 73.9 
- --- - - .. 

Perceptions of payment for ANC N=91 
- ----- - ---

Lnaffordable 8 8.8 
-.. ~ --------- -- --

Fai r 76 83.5 
- -. ._- ----

Very small 7 7.7 , ._. 

Amount paid ANC N=91 

<20 birr 13 1 1_4:~_. ____ . 
20-50 birr 70 j 76.9 

-
>50 birr 8 

1
88 

i 

Mean ± sLdevat ion 16.50 ± (20.00) 
.. --

Perception of distance from health facilit)" N=587 

Short 168 ' ~8.7 
-- ----- .--

Fair 284 . -18.] 
-- - --- - ... "--
long 135 123.0 

! .. - --- ----- . _. - --
A\"erage time spent from home to health facility N=587 

- --
less than an hour 26 1 -14 .46 

-
2-3 hours 269 -15.83 

Greater than 3 hours 57 9.7 1 

Mean ± st.devat ion 1.20 ± ( 1.50) 
. . - ---

Source: Own survey data, 2010 
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4.7 Bivat'iat Analysis of ANC 

-1.7.1 Association of Socio-demographic factors with ANC Attendance 

The chi-square test is also applied to explore their relationsh ip between some background 

(independent) categorical variables and the dependent ,·ariable. maternal hea lth care utilization. 

B,· taking in to consideration the assumption of the methods is interested based on the values 

asymptote significance. If the relationship bet,,·een the variables IS significant. va lues of 

as,·mptote Signi ficance needs to be 0.05 or simi larly (J ul ie. 200-1). 

Table 9 sho"·s percentage distribution of ,yomen with use/non-use of the sen · ice according to 

some soc io-demographic and physical characteristic. Accordingly. percclllage of women "ho 

used A"lC in the fiye years period was increased ,,·ith an increase in le,·e1 of education. The table 

depicts that 46.9% of women with no education , and 86.6% of "omen with secondary and abO\·e 

had used antenatal care in the fi, ·e years before the survey respectively. Similarly. ANC increases 

Iyith an increase in the le,·e1 of husband education. Thirty six percent of women whose husband 

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

intluence on the utilization of maternal health care service. 47.1% and 91.8% of women "ith 

occupation Housewife. and civil servant respectively had attended Al\C selyice. 

In this study. it was found that 75.8% and 45.4% of women in the age group 15-19 and 35 and 

above respectively had attended ANC service indicating a decline in ANC utilization as age 

increases. Similarly, 80.6% of women of urban residence had used ANC indicating that residence 

has a significant influence on the use of the service. Moreoyer, the use of Al\C declines an 

increase in parity. The percentage of l\"Omen who used A"lC declines fr0111 67.6% to 43.4% for 

one goes from women haYing given less or equal t\\O births to ti ve or more births (Table 9). 
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Table 9: Associatio ns of Socio-demographic "ariables wit h ANC attendance 

I Va riable Attending antenatal care p- value Chi-
status -- square 

! Yes I No ~ ~ 

I current age of respondent I. 
I - .-

15-19 119(75.8%) I 38( ~4.2%) 

20-34 135(60.5%) 1 103(36%) P<O.OI 34.385 

35+ 94(45.4%) 1 11 3(54.6%) 

Respondents residence 

Rural 157(44.9% ) I 193(55. 1 %) P<O.O I 74. ~5 

Urban 191 (80 .6%) : -16(19.4%) 
-
. Respondents of education status 

No ed ucati on 142(46.9%) 16 1(53. 1%) 

primary sc hool ( 1-8) 103(62 .4%) . 62(37.6%) P<O.OI 56.-

secondary and above 103(86.6%) , 16(1 3.4%) 

: Husband education status 

No educat ion 73(36.1 %) i 129(63.9%) 

E' 
--

pr imary sc hool ( 1-8) 153(64 .6%) , 84(35.4%) 80,42 

secondary a nd above 122(82. 4%) i 26( I 7.6%) 

, Occupation of res)londents 

Housewife 176(47 . 1 %) I 198(52.9%) 
I 

civi l serva nt 90(92.8%) 1 7(7.2%) P<O.O I 74.62 

merchant 55(69.6%) i 24(30.4%) 

Ot hers 27(73%) II 0(~7%) 
: Age at tirs t marriage 

< 10 128(58.4%) 91(41.6%) 
10-1 5 146(54. 7%) 121 (45.3%) P<0.05 10.889 
16-18 15(68.2%) 73 ( 1.8%) 
> 18 59(74.7%) , 20(25.3%) -

I Parity 

<=2 186(67.6%) 89(32.4%) P<O.05 59. 74 

3-4 109(5 7.4%) 81(42.6%) 

>=5 53(43.4%) 69(56.6%) 
I 

Source: Own survey data, 20 I 0 
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4.7.2 Assoc ia tio n s of qu a li ty of somc selectcd heal t h service w ith ANC a ttend ance 

As can be seen from tablc 10. the chi-square test result ind icated that therc is an association 

between ANC attendance and some se lected healt h sen 'ice barriers. Some of these health service 

barri ers were measured based on respondents' view of present attendces and those of non­

attendants but ever attended Al'C care in the prc\'ious pregnancies. 

Length of wai ting time. lack of pri vacy. quality of ANC and confidence on the services provided 

is assoc iated with women' S antenatal care attendance. Length of wa iting time at ANC clinics has 

a signi ficance assoc iation with .-\NC attendance. The pattern of the re lationship demonstrates that 

the pro port ions of non-attendants increase as length of waiting time increase. Quality of ANC 

given to pregnant women at ANC cl in ics has a significant association \\'ith ANC attendance. 

Among women who reported the quality was poor. 87.5% were non anendees. The proportion of 

respondents who were non-attainders and those \\'ho said the quality was good, satisfactory and 

poor \\'ere 14.3%. 54.4%. and 87.5% respecti velv. Lack of privacy of A:--IC given to pregnant 

\\'omen at ANC clinics has a signifi cant assoc iation with ANC attendance. Among women who 

reported that lack of privacy on the serv ice g iven. 34.2% were non anainders. 

Simi larly. confidence on the services given at .-\NC clinics was s ignificantly assoc iated wi th 

ANC attendance. Among respondents who said no cont}dence on the sen 'ice given. 63% \\'ere 

non-an endants (table 10). 
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Table 10: Associations of quality of some selcctcd health service factors with attendancc of 

antenatal care by women in Gozamin worwda 
._- ------

Variables Antenatal care status P Value Chi-square 

Yes No 

Length of Waiting time 

Short 239(83 .0%) 49(17.0%) 

Fair 87(49.4%) 89(50.6%) P<O.OI 161.436 

Long 21(17.9%) 101(82. 1%) , -- - .. --
Lack of privacy 

.. 

I Yes 1-t6(52.1 %) 13-t(47.9%) I P<0'~=r312 , , 
202(65.8%) 105(34.2%) , No 

--
, Quality of ANC 
---- - _. ... 
, Good 25 1 (85.7%) 42( 14.3%) P<O.OI 200. 15 

i Satisfactory 83(45.6%) 99(54.4%) 

Poor 14(1 2.5%) 98(87.5%) 

I Confidence on service provided , 
.. -

! Yes 234(83.9%) 45(16.1%) P<O.OI 133.163 

No 114(37.0%) 19-t(63.0%) 
-----

Source: Owned survey data, 20] 0 

4.10 Determinants of utilization of maternal health care 

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

educational status. occupation, di stance. husband 's attitude, illness experi ence, knowledge of 

unhealthy pregnancy, and planned current pregnancy . .chi-square statis ti c showed that antenatal 

care attendance is significantly associated with these vari ables (P<0.05) except ethnicity and 

religion of respondents . 

HOII'ever, this simple cross-tabulated chi-square result may not show the independent variables 

exac t influence on the dependent variable, because the influences of o ther variables were not 

controlled. Thus. binary logistic regressIOn analyses were app li ed to those variables that had 
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also residence of the respondellls has a strong corre lation with respondents' education with 

correlation coefficient (0.605). For thi s study due to Multicolliniarity effect respondelll's 

education was excluded in the model. 

If the correlation is higher than 0.5. we can not apply both variables in the model at the same 

time. In thi s case residence. respondent education and husband occupation can not be applied at 

the same time. 

Table 11: Matrix correlation among suspected correlated variables in Gozam in Woreda 
,._- _.-._- ----- - _.,-- - ---_. 

Respond~llI I!l ness , reSpond(! 

! 
Rcsick nlS Husband 

nee ed ucation educat ion 

Rt"spondents · .3 58 I .605 
residence 

Respondents 01 . . 
.605 1 .·192 

ed ucat ion status 

Husband · .358 .·192 I 
I ed uction status 
I --

\\ ~x k SWill S -.226 -. ·156 -_~O l 

-
o..:clIpation of 

A78 .~09 209 
r~spondcnts 

Husband • · .306 .7 17 .62 1 
occupat ion 

I Knowkdge 01 

I d3 ngerolls s ign 
-Oil -.153 ·. 155 

Imness .047 -.063 -.164 
e:-.:perience 

. = There is strong correlation 

Source: Own survey result, 2010 

Kno\\-kdgt: 

wor~ s Husband of ~\.pl:r i enc 

statu:; occupation occupat ion dangeroLis , 

-. 216 .·178 
. 

-.0 II I )'.17 .7 17 

. 
-.456 .<109 .6:~ I -. 153 -.U63 

--

-.2UI .209 .306 -. 155 1-.164 

! 
t -.325 -.227 .062 , 192 

r--- I 
1 

-.3 2:' I .3 73 -.018 , 162 

, 
-.2T .3 73 I -.018 

, 
.lq& I 

I -

.062 -.018 -.0 18 I 
I 
~O5 

, 

.192 .162 . 0~8 .205 
I I 
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In thi s and all other models to be di scussed. ethnicity and reli gion are not included in the mode l 

because the largest (more than 95%) is concentrated to one category and does not alia,,· for any 

compari son as indicated in table 3. 

Tolerance or vanance inflation factor (VIF) al so used for check multicollinearity effect in 

addition to matrix correlation. Tolerance is 1- R ' for the regression of that independent variab le 

on the other independents, ignoring the dependent. The hi gher the inter conelation of the 

independents. the more the tolerance wi ll approach zero. As a rule of thumb, if tolerance is kss 

tha n 0.20, a problem with multicollinearity is indicated. As presented in annex B. for all models 

to lcrance is high ly greater than 0.20 (Schwarz. 2007). Thus. multicollinearitv effects do not 

influence the models. 

Likewise. the VIF. which IS simply the reciprocal of tolerance shows whether or not the 

explanatory "ariables are re lated with each other. When VIF is high there is high, 

multico llinearity and instability of the beta coefficients. VIF >=-+ is an arbitrary but common cut­

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

multicollinearity: a value above tour suggests a multicollinearity problem (Schwarz. 2007) . 

. -\s presented in annex 3. the values of VIF in all models were high ly less than lour. Therefore, 

the multicollinearity problems in the models were already detected. 

4.8.2 Model of good fit 

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

classification table that indicates the number and percel'ltage of observed cases that are correct ly 

classified or incorrectly classified. With regard to this study, utilization of antenatal care services 

"ere correctly class ified compared to not attending antenatal care service, as can be seen the 

classification table, 329 and 181 respecti ve ly. But 77 respondents were misclassified: 58 as 

" 'iling to use and 19 as not willing to use the ANC care service. To sum up. 75.7 % and 94.5% of 
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not willing to use and wil li ng to use were classified correctl y respective ly. As a whole. about 

86.9% of respondents are classified correctly. 

Table 12: Classification table of ANC 

Predicted 
Observed Attending antenatal care Percentage 

status COlTect 

No I , Yes No 
Attend ing antenata l care status No I 181 , 58 75.7 

Yes 19 329 94.5 
Overa I I Percentage I 86.9 

The second technique used was Hosmer and Lemesho\\· goodness-of-fit test. \\·hi ch help to 

diagnose the signifi cant le\·c l eithe r to accept or reject the a lternati ve hypothesis. According to 

thi s tcclmique. if the signifi cance level of the test is less than 0.05. it indicates that the alternati ve 

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

desc ribe the data is to be accepted. Concerning thi s study. the significance leve l of the test was 

found to be 0.17. which is statisti call y insignifi cant. Therefore. the alternati \e hypothesis which 

states that the mode l is adequate to describe the data is accepted. 
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Table 13: Multivari a te analysis of ANC attendance in Gozamiu wonvda 

Variables 
Current Age 

15- 19 

20-34 He 

35+ 
Residence 

Rura l HC 

Urban 
Parity 

<=2 fU" 

3--1 
>:=:5 

Illness experience 

Yes RC 

No 

Knowledge of 
dangerous sign 

Yes IU' 

'\ 0 

Marital status 
\ ·Ian·ied 
Ot hers 

_.-
Wife Occupation 

. /U" 
HOllSe\:vlfe 
Civ il servant 
Ma rchant 
Othe rs 

Husband educational 
'\0 edu cati on 

Primary ( 1-8) Ill" 

Secondary and above 

Pregnancy intended? 

Yes fU-

I'o 

Constant 
-- - - --_ ... _. 

S.E-- s tanda rd error 

-e LL = -2 Log L ike lihood 

R ' = 66% 

B = Beta coeffic ient 

B S.E. Sig. Exp(B) 

.883 354 . 1" 0 2A2 
1.00 

- 1.1 35 .296 .000 .32 1 

. 1.00 
1.73 1 357 .000 5.65 

1.00 
-0 .88 .490 .0 72 A I4 
- I :38 7 .546 .009 .23 9 

1.00 
-1.944 .273 .000 .143 

1.00 
- 1.470 .264 .000 .230 
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The multi yari ate an a lysis result revea led Ii-om table 11.68°", of the wo men " 'it h age 35 years and 
above were less like ly to attend ANC as compared with those " hose ages 20-34 (O R=_32 I. 95% 
C l: 0. 18 . 0_574)_ T hi s indicates that the like lihood ut ili zation of ANC decrease as age inc rease. 
Residence of the respondent a lso had a s ignificant intluence o n the ut ili zati on of A~C. 
Respo ndents with place of residence urban w e re 5 timcs m o re li kel y to utili ze ANC as compa red 
to those who li ve in the rural a reas (OR=5.65. 95% CI: 2.S0. 11 .37)_ 

Sim il a rl y . Parity o f respondents al so had a s ignificant influence o n ANC utili zation. As the 
respo ndem s ' parity increased , the li kelihood to attend ANC was reduced_ Accordingly. attending 
of AI'C for those respo ndents " 'ith parity 5 and a bove were less like lihood as compared to \\-ith 
parity less o r equa l to two, OR=0.239_ 95% C I=O_O S. 0_69). 

Illness experience. knold ed ge o f unhea lthy pregna nc1-. respondents ' occ upation. husband 
educat io na l leve l, planned/unplanned pregnancy and m arita l s tatus al so had s ignificantly 
associated with pregnant wo men antena tal care utili zatio n. As husband educati onal le l -e l 
progressed. the like lihood of attending antenatal care increased _ 

Regarding occupation va riation o f respo ndent s, ci vil servants, merchants were seven , limes mo re 
likely to u tilize ANC sen ice as com pared w ith those who were ho usewives. The result ana lys is 
a lso revea led that the likeli hood of being attend ANC was hi gher fo r those who were marri ed 
(OR: 0268. 95% C I: 0_ 146.0.493) 

The odds ratio reve led that 86% less like ly for utili zing ANC fo r those respondents who had no t 
illness experience ( unhea lthy pregnancy) as co mpared w ith those had the illness experience_ The 
odds o f the tabl e II , respond ents who had no t knowledge of unhealth y pregnancy were less like ly 
to utili z ing ANC fo r those as compared with those had the kno"ledge (OR=0_23. 95% C l: 0_137, 
0 .385). T he probability o f non-use was hi gher If the pregnancy was unpl anned as co mpared \\-ilh 
those \\-ho had planned pregnanc y _ 

O1.1dr:t;1'it:. /' .-,."p. " " .~. 
lifWlillfiEOF DE' F,r., 1',, " ,1, • 

• 1 ~l(ir r. .1. 

V. '-'. "'.... 11., 
·~_ :YII " ".i .-
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CHAPTER FIVE 

5. RESULTS INTERPRETA nON OF PLACE OF DELIVERY 

5.1 Utilization of place of safe delivery Pattern 

Concerning place of last delivery, 416 (70.9 %) of the deliveries took place at IWllle . and 

17 1(29.1 %) at health institution (Table 4). 

Figure 7: Respondents place of delinry at in Gozamin worwda 

l-leallh Ins titutions 
29% 

Source: Owned from field survey. 20 10 

Ho"", 

71% 

o H3alth Ins titutions 

• Harre 

Concerning home deli very, about 48. 3% of home deli veries lVere assisted Q\ close 

re lativeslfriends and 11.3% deliveries takes place \\'ithout any ass istance. 

Table 14: Respondents assistance during delivery in Gozamin wonvda 

Variable I Frequency I Percent 

Assistance during home delivery N=391 
.. _-- _._-- --

Health workers 9 7 ' _ .J 

TBA 7" _J 5.9 

Close re lati\es/friends 189 48.3 

Neighbors 126 32 .2 

No one 44 11.3 

Source: Own suryey data, 2010 
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5.2 Reasons for home delivery 

Most of the respondents raised as mall1 reason for home delivery were close relati" es ilearby 

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

Figure 8: Respondents reasons for dclinry at home in Gozamin woreda 
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The group were also interyiewed the choice of deli very site. The majority of the di sclissants 

reflected mixing of opinions with no clear choice of place of deliyery. Some of the di scllssants 

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

preferred home deli very. According to partic ipants. home deli very has adequate priYac\ and 

assisted by relati"es and TBAs with no payment. 

However. one of the di scussant stated that. "if Ihey go 10 Ihe healih inSlilulion Ihey " 'ill h~ seell 

by lIIale deli vel)' assiSlances )I'ilh no adequale privacy. and IInfi-iendly of some uf Ihe SIO//.< ,,'170 

are nOI COlllmified 10 Iheir ,,·ork. " So. Ihal Ihey /eel shy and Iherefore unless Ihere aro! lifi! 

Ihrealening condilions Ihey do nOI prefer 10 deliver al health inSlillllions. FGD partici palll s a lso 

said: "we /eel Fee 10 apply pressure during labour in /1'0111 of our Fiends and relalil·e.1 Ihan 

health professiollals 1110reorer )I'e do nOI hare salis/aclion on Ihe sen'ice giren in Ihe heullh 

cenlers. As a resull, we do nOI deliver Ihere . .. 
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On the other hand, one of the married man di scussants sa id, " 1110.1'1 1I'!Jlne17 allend lII7Iel7alal care 
IhroughoU! Ihe whole pregnancy period bill usually Ihey delil'er a/ hallie because labour is 
ul7prediclable and usually arises suddenly wilhoul warning. " 

These \\'ere a lso cultural and service related factors, The FGD participants confirm the presence 
of a harmful traditional belief in their areas, They state it by saying: "lherelllS is nOI expeCied 10 

be delirel-ecl IInless Ihe pregnal1l "'Ol11an is sil in a hole made on Ihe ground {O delirer by pUlling 
her legs aparl on Ihe call' dung and leaves of 'Gullo' pas ilia ned around Ihe hole", Because of 
the abo\'e stated reasons, people around this area did not \\ant to del iver in the health centers, 

5,3 Reasons for Choice of Health Institutions for Delivery Care Attendance 

Those \\'omen asked the reasons for choice of place of de li very at health institution, The most 
frequent reason was good quality of services (76%), closeness of health institution to \\'hich the 
respondent li ves (66.7%), and so on (figure 9), 

Figure 9: Reasons for Choice of Health Institutions for Delivery Care Attendance in 
Gozamin wonvda 
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But from rel igion point of view. all the di scussants agreed that from religion point 01 \ l~ \\ ' 
attend ing modern health care services is not prohibi ted, One of a re lig io us leader sa id, 
"according 10 Orlhodox relig ion, il is nol proscribed 10 Offend anlen({/al or deli\'en ' ({/ liellilli 
inslilulions /'(Ilher Ihan cull ural behaviors or misinlelpreling Ihe bible ", 

5.4 Association of somc socio-dcllIographie variables with placc of delivery 

Crude analysis was done by applying chi-square tests to assess any association bet\\'cen sOcio 
demographic vari ables and women's place of deli very. 

As can be seen from table r 4, the chi-square test result indicated that there is an assoc iation 01' 
deli\ 'ery at health institution and some se lected hea lth service barriers. It showed respondents 
di stri bution that de livered at health instirution/home according to some socio demographic and 
physical characteri stic, 

Accordingly. women \\'ho de livered at health institution \\'ere increased with an increase in the 
leve l of education. The table depicts that 15.2% of women with no education and 72,3 0

" 01' 
wo men with secondary and above had de live red at health institutions respec ti vely, Simi larl y, 
deli \'ery at health institutions increases with an increase in the leve l 01' husband education, But 
also women occupation had an influence on the utilization of maternal health care seJ'\'ice, 88,9% 
of women wi th occupation were civil servant respecti vely had de livered at health institution, 

In thi s study. it was fou nd that 36.9% and 18,8% of women in the age group 15- 19 and 35 and 
abo\ e respective ly had de li \'ered at health institutions indicating a decl ine in utilizati on or 
de li \'ery as age increases. Sim ilarly. 10,6% and 56.5% of women in rural and urban residence had 
de li\ 'ered at health institutions indicating that residence influence on the use of the sen 'ice, 
Moreover, the use of health institution deliver\' services decli nes as an increase in pa rit \' and 
number of li ving children. T he percentage of \\'omen who deli vered at health institutions \\ ':IS 

46,9% and 8.2% fo r women who had less than two birth and fi ve or more births, respecti\'el~. 
And also age at first marri age had an influence on the u tilization o f deli wry at health inst itutions, 
This indicates that as age a t first marnage increase util ization of maternal health care al s;[) 
increase (Table 14). 
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Table 15 : Associa tion of some socio-demographic variables with preference of place of 
delivery in Gozamin wonvda 

Variable Place of delivery P -Value Cbi-square 

Health facili~1 Home 
-- (X ' ) 

- -
--Current aoe of res~ondent 

- 15-19 58(36.9%) 99(63. 1 % ) i , 
20-34 74(33 .2% ) 149(66.8%) P<O.OI 

, 
17.032 

35+ 39( 18.8%) 168(8l.2%) I 
Respondents residence 

Rural 37( 10.6%) 3 13(89.-1%) I 

I L'rban 134(56.5%) 103(43 .5%) P<O.O I 144.64 
I Respondents of education status 

i\ 0 education 46( 15.2% ) 252(84.8%) I primary school ( 1-8 ) 39(23.6%) 53(76.4%) 
, 
I secondary and above 86(72. 3%) 33(27 .7%) P<O.O I 
i 138.622 

Husband education status 
No education 18(8.9%) 184(91.1 %) 

1 11 9.642 
primary school (1 -8) 6 1(25.7%) 176(74.3%) P<O.O I 
secondary and above 92(62.2%) 56(37.8%) I . 

Occupation of respondents 
Housewife 65 (16.6% ) 326(83.-1%) 

! 182 .-182 ci dl sen'ant 80(88.9% ) 10(1 1. 1%) P<O.O I 
ll1~ rchan t 20(25.3%) 59(74.7%) 

Others 6(22.2%) 2 1 (77.8%) I i 
Aoe at first marriage 
< 10 42(19.2%) 177(80.8%) 
10- 15 55(20.6%) 212(79.-1%) 
16- 18 15(68 .2%) 7(3 1.8%) P<O.O I 11 5.576 
> 18 59(7·t.7%) 20(25.3%) 
Parity 
<=2 129(46.9%) 146(53. 1 %) 
3-4 32( 16.8% ) 158(83.2%) P<O.OI 8 1.897 

>=5 10(8 .2%) 11 2(91.8%) 
i'i umbcr of Living children . 

<=2 
I 15( -11.5%) 162(58.5%) 3--1 
44(20.9%) 167(79. 1 %) P<O.OO I 4 1.459 >- 5 
12( 12. 1%) 87(879%) 

-- -So urce: Own survey data, 2010 
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secondary and above 92(62.2%) 56(37.8%) I . 

Occupation of respondents 
Housewife 65 (16.6% ) 326(83.-1%) 

! 182 .-182 ci dl sen'ant 80(88.9% ) 10(1 1. 1%) P<O.O I 
ll1~ rchan t 20(25.3%) 59(74.7%) 

Others 6(22.2%) 2 1 (77.8%) I i 
Aoe at first marriage 
< 10 42(19.2%) 177(80.8%) 
10- 15 55(20.6%) 212(79.-1%) 
16- 18 15(68 .2%) 7(3 1.8%) P<O.O I 11 5.576 
> 18 59(7·t.7%) 20(25.3%) 
Parity 
<=2 129(46.9%) 146(53. 1 %) 
3-4 32( 16.8% ) 158(83.2%) P<O.OI 8 1.897 

>=5 10(8 .2%) 11 2(91.8%) 
i'i umbcr of Living children . 

<=2 
I 15( -11.5%) 162(58.5%) 3--1 
44(20.9%) 167(79. 1 %) P<O.OO I 4 1.459 >- 5 
12( 12. 1%) 87(879%) 

-- -So urce: Own survey data, 2010 
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5.5 Association of some selected variables with pl·cfercnce of delivery 

As we obseryed fro lll table 14, illness hi story/complications during pregnancy and deli very had a 

significant assoc iation w ith the utilizati on of delivery a t health institutions. 40% of women who 

had history of complications during pregnanc y and 21 % of \\·omen who had no hi story of 

complication had deli vered at health institutions respecti ve ly. S imilarl y, knowledge of dangerous 

sign during pregnanc y and delivery had a significance assoc iati on with place of delivery . 33% of 

\\·omen who had knowledge about danger sign during pregnancy and delivery \\·ere deli yered at 

hea lth institutions. 

\!l ore over. education during antenata l care had a s ignificant a ssoc iation \\·ith place of deli ver' ·. 

60.9% of wom en who had education during ANC had dcli,·ered at hea lth institutions. A ttending 

.-\NC had a strong assoc iation with place of deli,·ery. 94. 1 % of women \\·ho had no t attended 

.-\NC had de li vered at home (Table 15). 

Table 16: Association of some selected variables with place of delivery in Gozamin wonvda 

Variables r-=-1>..:.la::.c:..:ec..o:..:fc..d=.C:..:Ic:.iVc,Cr-:!IJc":" ____ "]" _p_val_ue ___ -'I'_C_ h_i"_Sq_U_a_r_e ___ . 
Institutions Home " 

Illness experienced for the recent preo-nancy 
~~~~~~~~~~~~~~~~---.~~~------r7~~-------

Yes 159(69.4%) 70(30.6%) 1'<0.0) 16.0 19 "0 189(52.8%) 169(47.2%) 
~()wledge of dangerous health problems related to r reo-nancy & delivery 

Yes 283(6 1.5% ) 177(38.5%) "0 59(48.8%) 62(5 1.2%) 1'<0.05 6.443 

Health education during ANC 
Yes 11 7(60.9%) 

N o 40(25. 6%) 
Antenata l care attendance 

·Yes 

"0 157(45. 1 %) 
14(5.9%) 

Source: 0 " ·,, survey dala, 2010 

75(3 9.1 %) 1'<0.05 1 43.305 
116(74.4%) 

. 

191 (54.1 %j' 1'<0.001 105. 77 

225(94.1 %) 
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5.6 Determinants of safe delivery service utilization 

This study checked whe ther the model was we ll fitt ed to the data or not. The technique used was 

class ificatio n table that indicates the num ber and percentage of observed cases that are correctl y 

c lass ified or incorrectly classified. With regard to thi s study. home deli" ery were correctly 

class ified compared to utilization of delivery care services. as can be seen the class itication table. 

125 and 392 respectively. But 70 respondents were misclass ified: 24 as w iling to use and 46 as 

not willing to use the delivery care service. To sum up. 9-+.2% and 73. 1 % of not wi lling to use 

and willing to use were classified correctly respective ly. As a whole. about 88 .1 % of respondents 

are classi fied correctl y. 

Table 17: Classification table for place of delivery care 

Predicted ] 
Percentage I 

Observed place of delivery care Correct I 

-l 
Health i 

Home institutions Home I -
Place of delivery Home 

392 24 9-+ .2 
care 

1---- -
Health 

46 125 73. I 
institutions 

Overall Percentage 88.1 
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Table 18: Multivaria'te analysis of respondents ' place of delivery in Gozamin wonl lia 

Variable 
Age of Respondent 
15-19 
20-34 /U " 
35+ 

----
Residence 
Rural R(, 

Urban 
Responden't Education 
No education 1/(' . 
Primary 
Secondary 
Antenata l Care Status 
No He 

Yes 

Parity 
<=2 1/(' 

3-4 
>=5 
Illness experience 
Yes NI 

1\0 
Knowledge of health problem 
Yes 1/1 

1\0 
Marita l Status 
j\'larried 1/(' 

Olhers 
Pregnancyintcnded/unintended 

Yes '" 
:\0 
Conslalll 

S.E= standard error 

-2LL = 35 1.91 

!-IL T = 0.02 

R' = 65% 

8 = Bela coefficient 

Exp(B ~~~o:~) c.1. ";) r i 
B S.l:. Sig. ) 

Lower I Uppcr-j 
, 

I 
1.432 .404 .222 4.189 1.898 9.244 

1.00 
I 

-.605 .496 0.000 .546 .207 1.442 
._. 

I , , 
I 

I I 1.00 , 
1.767 1423 .000 5.850 2.553 1 13.40-1 

I 
, 
I 

1.00 
-.423 .37 1 y- .655 .316 

1

1
.
356 -)) 

1.956 .479 .000 7.073 2.763 18 .10 1 , --

I 
I 

1.00 I , 
2.269 I .427 .000 9.672 4.188 ' -,? -. ... 7 : __ .J J 

, 
i 

1.00 I 

-.890 .398 .025 .411 .188 1.896 
-1 .387 .480 .004 .250 .097 

I 
.640 I 

. - -
, 

1.00 , 

-1.944 .273 .040 .143 .08-1 .245 , 
--- - ---, 

1 I 1.00 
-1.392 1.263 000 .249 .149 I .-116 

1.00 
- 1.372 .3 16 .000 .254 .1 36 .-171 

, I --
i , 
I 

I 
I 

- 1.148 ! 21' 000 .3 17 . 186 .542 i · j ; 

-3.786 : .749 .000 .023 
-1 

Slg. = sIgnIficance value (P<O.OS) 

-2LL = -2 Log Likelihood 

H LT = Hosmer and Lemeshow Test 

RC = Reference Category 

EXP (8) = Odds ralio 
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Maternal ed ucation was a strong predictor for place of deli"c ry a t heal th Institutions, Mothers 

whose educational status was secondary high school and abo' e ,,'e re about 7 times more like ly to 

give birth at health institutions than women " ith no education (OR= 7,073, 95% CI: 2,763, 

18,101 ). 

There was a statistically significant assoc iation between place of residence and use of safe 

deli"ery services. Women who resided in urban areas were 6 times more likely to use the serv ices 

than their rural counterparts (OR=5.85, 95% CI: 2.553, 13.404). Obviously, prenatal visit was 

found to be strong predictor of safe deli very sen 'ices utili zation. Women who had any registered 

antenatal visit were lO times_ more li kely to gi\'C bi rth at health faci lities as compared to those 

who did not attend ANC sen 'ice (OR=9.672, 95% CI: 4. 188, 22.337). 

Women 's age and parity had significant impact on de li very ca re use. Both women's age and 

parity affects de li very care use negative ly, As a result, younger ,,'o men " 'hose age 35 and above 

were less likely to use delivery care than women whose age 20-34 (OR=0.546, 95%CI: 207, 

1.442). Regard ing parity, higher parity women were less likely to use deli , 'ery care than lower 

parity women, Moreo"e r, mothers who have hadn't past histo ry of intra partum complication 

we re 86% less li kely to seek safe delivcn care than those with ,,'ho had hi story of 

compl ications( OR=.1-13, 95 <).0 CI: 0,08-1, ,2-15) (fable 16). 

As shown under table I I, those respondents " 'ho hadn' t knowledge of unhealthy pregnancy as 

were less like ly to de li ver at heal th institutions as compared \\'ith those had the kno\\'ledge 

(OR=O,2-19; C I=0.149-0.4 16), The probabi lity of home deli\'er\' ,,'as higher if the pregnancy was 

unplanned as compared with those \\'ho had planned pregnancy (OR=0.377, 95% CI: 0. 186, 

.642). The result also revea led that the likely hood of being deli"ered at health institutions for 

those marital status unmarried , di\'orced , separated, and " 'ido\\'ed ,,,ere less likely as compared 

with marri ed \\omen(OR=0.254, 95% C I: 0.146 .. 0.493) . 
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CHAPTER SIX 

6. DISCUSSION ON MAJOR FINDING 

Pregnant women are genera lly recommended a minimum of fo ur Al\C visit for reasons like 

screening, identificati on and referral with risk factors (WHO. 1996). In thi s study. coverage of 

ANC care is low considering minimal physical inaccessibility. in terms of over all leve ls of 

sen 'ice use: most women did not receive matern ity care. Onl y 59.3% all (44.9% rural and 80.3% 

urban) and 29. 1 % all ( 10.5% rural and 56.5% urban) of the " 'omen rece ived antenata l and 

deli "ery care sen ' ices. respec tive ly. 

Thi s stud Y finding is not consistent with the DHS (2005) in Ethiopia in the Amhara reg ion. which 

showed that wo men rece ive professional assisted antenatal care onl y about 26.5% and 3.5% of 

deli"ery at heal th facil ity which is lower than the country aYe rage 28% and 6% respectively . This 

study diffe rence could come from the di fference in access to the service while EDI-IS is not as 

well as the time gap might have contri buted. The study conducted in Gondar (l\iguss ie M .. 

Hailemariam D. and Mitike G, 2004 ) and Deri Da\\'a town (Berhane Y., 2000) showed larger 

value. which was 79. 1 % and 78.0% were allended ANC serv ice respecti ve ly. This di ffe rence 

might be due to both studies conducted in urban towns and literacy higher in these areas that 

leads women may have a good accessibilit y. 

Similarl y. home deli very is still a norm in many deve loping countries; maternal mortality tends to 

be highest where thi s is the case. In thi s study, 70.9% of births took place at home. This find ing is 

not in agreement with the previous studies from Butajira (8 8%). AdamilUlu (83%). and Gondar 

(86.5%). report of Safe motherhood Need Assessment of Ethiop ia ( 1996). and DHS CW05) 

(MOH, 1996; CSA, 2005; Berhane Y., 2000). All of these stud ies reported that large num bers of 

wo men are delivering at home being ass isted by untrained traditional birth attendants. This 

diffe rence might be due to time gap and the other possible reason could be at thi s time the 

govenunent gives priori ty for the health sector that may help respondents to have more 

in fo rmation on antenatal and deli very care services. More than 80% of the respondents reported 

that thei r source o f information was health institutions. 
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The higher the coverage for antenatal care when compared to de li very care is consistence with 

other studies done elsewhere (Melkamu et al. 2005: Yared M. 2002). The lower coverage for 

deliyery care has often been attributable to the unpredictability of labor onset. and the difficulty 

of travel , particularly long di stance, during labor and delivery. Moreover. the relative hi gh cost of 

deli"ery care is often blaimed for the low deli" ery se rv ice utilization rate. Utili zation rate for both 

antenata l and delivery care services in the study area are considered to be low e,'en b,' Sub­

Saharan African standard . Results of the demographic found that coverage of ANC ranged from 

35% in Niger to 90% in Kenya. Deli very care ut ilization rates al so ranged from a 10\\' of 15% in 

Niger to 69.45 in Zimbabwe (Macro International fNC. 1997). 

ANC is more e ffective in preventing adverse pregnancy outcomes \\'hen it is sought early in 

pregnancy and is cont inued throughout pregnancy (Mwaniki P. and Kambru E., 2002). Only 

45.7% of the pregnant women in thi s study made their first prenatal visits before the fourth 

month of pregnancy. This indicates that , women in the study area start ANC at relatively late 

stage of pregnancy. About 30.8% of the mothers who attended ANC did not recei\e only once 

tetanus toxoid injection during fi\e year preced ing the suney. The di fference with that of ANC 

sen ice coverage may be al1ributed to mi ss opportunity at the hea lth fac ility. Use of at least one 

requested antenatal care visit positi vely predicts use of institutional deli very services (Fantahun 

M .. 1992. and UNICEF/WHO, 2002). The results of multi\ariate analysis reyealed that women 

who have not had antenatal v isits were less likely to seek institutional delivery than \\'omen who 

had the visits. 

l'vlaternal age is strongly correlated with materna l health care utili zation (Yusuf c., and Da\id R .. 

2000). Since o lder women differ in their experi ence and influence of the health seeking 

behaviour. [n general, younger women are more like ly to accept modern health care as they are 

likely to have greater experience to modern medicine and have greater amount of schooling than 

older women. Another poss ible explanation for thi s is that women pregnant with their first chi ld 

were more cautious about their pregnancies and therefore sought out trained profess ionals. Older 

women on the other hand, tend to believe that modern health care is not as necessary due to 

experiences and accumulated knowledge from previous pregnancies and births. Therefore, 
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mothers of alder age groups might be less inclined to attend ANC c linics espec ia ll y if previous 

deliveries were smooth (Fantahun M .. 1992; and Navaneetham K. , Dharmali ngam A .. 20(2). 

Occupation of the mother is an important predictor for the utili zation of A]\C and deli wry care 

services in this study. In generaL women with formal job (c ivil servants) were more likely to use 

A\1C and delivery services as compared to housewives. This resul t is consistent w ith prev ious 

studies in Ethiopia and South Indian States (WHO/UN ICEF. 2002: CSA. 2006). Not \\orking 

\\'omen were expected to have lower control over resources in the household. They are less like ly 

to have knowledge about pregnancy and chi ldbirth due to lesser freedom of mO\'ement outs ide 

the househo ld and less likely to seek information on sen 'ices a\ 'ailable for pregnancy care. 

This study also assessed \\"Omen 's reasons for ANC non-attendance. The most frequent reasons 

gi\'en by the indivi dual and through FGD regarding fo r no n- attending of A,\C and deliwry care 
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likely to be attendances as compared to with married \I·omen. Several studies on ANC in relation 

to psychosoc ial factors indicated that women \\·ho were single were less likely to use ANC than 

who we re married (Mesfin M. and Farro\\· 1. , 1996). Thus one would expect greater delay due to 

less income than women in the households wi th two potential \\·orkers. Moreover. \yomen with 

unwanted or unanticipated pregnancies may initially attempt to deny their pregnancies to 

themselves and to conceal them from others. As the result women become less motiyated to seek 

ANC compared \dth their married counter parts. 

Respondents' knowledge of potential on danger signs of pregnancy is an important predictor of 

ANC services (Mesfin 'vi . and Farrow J .• 1996. and, J\ igussie M .. Hailemariam D. and Mitike G .. 

200-1). Women who experienced concern about any health problems were more likely to be ANC 

use. 

Another finding in the present study is that utilization of ANC was less likely as compared to 

those mothers who experienced illness and perceived susceptibility to dangerous sign of health 

problems during pregnancy. This study linding is consistent wi th a study conducted in Ethiopia 

(Niguss ie M. and Hailemariam D .. 2004). 

About 55.3% of mothers preferred to give birth in the presence of relati\·es, trust TBAs. cultural 

reasons and lack of money as reasons for non-use of the services reasons for not seeking out 

healthcare that accounted for half of materna l deaths (CSA and ORC Macro. 2006). This implies 

significant proportion of women seek for help from skilled birth attendants after developing 

obstetric complications and other traditional interventions failed. Studies in India and Iraq 

sho\\·ed lack of recognition of perceived se rious of health problems as a significant. 

Results of thi s study revea led that utilization of del i\·ery care at health institutions were 

sign ificantly associated with the leve l of education. There is strong evidence from the analysis of 

the data to \·alidate the prevailing association that many with some higher level of education 

(secondary and above) were seven times more likely to use safe delivery services than those with 

lower education levels. Most maternal and child health studies conducted in developing countries 

strongly agree with this findings (Mesfin \1. and Farrow J. , 1996; Addai L., 1986). This may be 
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the fact that. education is likely to enhance femal e autonomy so that women developed greater 

confidence and capacity to make decisions about their own health and more educated mothers are 

less influenced by traditional practices that are contrary to modern hea lth care. 

The number of previous pregnancies is an important determinant for utilization of ANC services 

in thi s study and it is cons istent with study done in India (Lwango S.and Lemeshow S .. 1992). 

Higher parity less likelihood of us ing the ANC services and deli,·ery care service in the study 

areas because higher pa rity women could be due to time and resource constraints faced by those 

\\·ith large families. and greater experience. And thi s also could be anticipated in our society 

where marriage is uni,·ersa l first pregnancy attracts much more famil y attention than subsequent 

one. 

Moreo' ·er. women with more than I\VO living children and those residing in rural areas were less 

likely to be consistent in their use of maternity care services for subsequent pregnancies. One 

possible reason for inconsistent use of the sen ·ice among women with more than two li ving 

children is that these women might dew lop confidence and become less motivated to use 

maternity care if they had no problem in their previous pregnancies. It is also possib le that the 

accessibi lity and quality of maternity care service might limit women 's ability to seek care for 

subsequent pregnancies. In addition such finding might also suggest that competing time 

demands. paI1icularly for those women with many chi ldren. may effective ly limit women seeking 

attention for them. pat1icularly for preventive reason such as antenatal care. 

In paI1icular, for rural women access to maternity care services is relatively very low, women had 

to tra'·el long di stance to get the nearest health faci lity. which has a negative impact to maintain 

behavioral consistency. Therefore. health planners ha~ to be aware of the existing behavioral 

inconsistency in the utilization of maternity care services from one birth to the nex t and advice 

the necessary measure to minimize such problems. 
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CHAPTER SEVEN 

7. CONCLUSION AND RECOMMENDATIONS 

7.1 Conclusion 

In conclusion. thi s study demonstrated that utilization of maternal health service is inadequate in 

general. as clearl y depicted by the major maternal health indicators (antenatal and de lil ery 

sen 'ices) during the period of five year preceding the survey. The most important factors 

influenc ing utili zation of antenatal and deliverl ' care services were demographic and soc io­

cu ltural in nature . 

Quality of ANC and deli very care rece ived (adequate or some) were signifi cantly assoc iated lI'ith 

maternal age and maternal and paternal education. place of residence. parity and number li\'ing 

children. These findings indicate that there are d ifferential s in the use of maternal health care 

Sen "ICes. 

The significance of the results of thi s study is that education of both partners, urban residence, 

Illness experience on previo us pregnancies and knowledge on dangerous sign of pregnancy. all 

increase probability of use of maternal health care sen ·ices. The implication for these 

obse ryations is that more effort should be exerted in ensuring education of couples, II1creas ll1g 

accessibility in rural areas and formu lation of policies and programmes to improve utilization of 

MHC 

Apart from serving as a measure of socio·economic conditions. type of place of residence can be . . 

a proxy for accessibility, such that urban residents usuall y have more access to services than their 

rural counterparts. Place of residence had an effect onl y on the use of delivery se rvices. The 

results reveal that rural residents had less probability of seeking a hospital delivery and 

professional assistance during deli very. At thi s point, it is worth remembering that in rural areas, 

most health institutions that offer antenatal services do not have faciliti es for delivery. 
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The present study re\'ealed that the majority of women sought at least one prenatal visit from 

modern health care prov iders during thei r recent pregnancy. However. mo re than ha lf of the 

,,·omen who attended antenatal care were deli vered at home and almost all of these de li veries 

"ere attended by TB.-\s and C lose reiati ves\neighbors. 

The main reasons gi\'en by the individua l women for not attending ANC were apparently healthy. 

\\·ork overload. di stant health facility , and lack of awareness. The main reasons given by the 

individual and through FGD resorting to home delivery by wo men were presence of re latives 

nearby. more trust on TBAs. apparently healthy and male health workers ass istance. 

Among the di fferent reasons mentioned by women that activate them from the utilization of ANC 

and deli very serv ice "-as quality of services . 

From the resu lt s obtained. the conclusion drawn is that women in Gozamin ,,·oreda receive some 

mate rnal health care. but a large percentage is not adeq uate ly co\·ered. 

7.2 Recommendations 

The findi ngs of thi s study have important implications for improving utili zation of maternal 

hea lth care sen · ices and fu rther research . Based on the above finding of the study the following 

recommendations were made: -

.:. The study fo und that ANC and delivery care service had a great gap. Then the stud\' 

recommend Gozamin Woreda Hea lth Office that the scope of co\·erage of deli very 

services should be increased . 

• : • . -\not her challenge is to overcome barriers of access to maternal health care services was 

place of res idence. Therefore . maternal health care services should be made more 

accessible to rural women. 
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.:. Female education was low and also associated w ith patterns of maternal health care 

servIce use. Therefo re. Education Office has to increase the level of education in the 

Woreda . 

• :. Age at first marriage of women has negative effect on utili zation of maternal hea lth care 

services. Despite the lega l prov is ion of marriage. early marriage is more common in the 

country .So program should focus on creating awareness about marriage law and 

marriage law should be stri ctly implemented . 

• :. More lEe are required for all age levels to the communiti es in Gozamin woreda about 

the ex istence and importance of seeking maternal hea lth care services by hea lth 

workers . 

• :. Since pregnancy related compl ications are the mai n reasons for utili zation of health 

facili ties. Therefore, community awareness program must focus on the danger sIgns 

related to pregnancy and ch ildbirth by health providers . 

• :. Improving training andlo r refreshment of TBAs. wi th the new role they should play in 

handling pregnancy a nd childbirth and integrate with in the formal hea lth care system 

by giv ing Priority training for female skilled deliverv attendants 

.:. The relati onship between use of maternity care services and maternal mortality IS 

another area that needs research in Gozamin \Voreda. 
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ANN EX I: Questionnaire in English Version 

Addis Ababa Unhersity 

College of Development Studies 
Institute of Population Study 

Questionnaire for community based survey on factors influencing utilization of 
maternal healthcare services in Gozamin \\'o reda of East Gojjam Zone of Amhara 
Region 

Greetings 
Hello

' 
'vIy name is from Gozamin 1V0reda of East Gojjam zone of 

Amhara Regional Health Bureau , I am working in resea rch team of Addis Ababa 
Lniversity college of De\'e!opment Studies , Department of Population Stud ies, We are 
conducting a stud y o f mothers Antenatal care attendances during pregnancy and place 
of deli \ery, Yo u are kindly requested to be incl uded in the stud y. which will have 
importance in improving maternal and child hea lth sen 'ices. The intervie\\' will take 
about 50 minutes , No information concerning you , as individual \\ill be passed to 
ano ther individual or institution without your agreement. Your participation is 
\oluntary and you have the ri ght to not parti c ipate fu ll y o r parti all y. If you agree to be 
included in the study I will start my questions by asking general identification points. 
Only honest answers would contribute to improvement of health planning, 

The study has approval from Addis Ababa University. ",vly I continue0" 
If yes, continue interviewing 
IrNo, thank and stop interviewing 

i\ame of the interviewer Sign. Date of interview 
-----~ ----

Name of the supervisor. . Sign. _ ___ Date, ___ _ 

I. Household identification ______ _ 
o I . Quest ionnaire code _____ , ___ _ 
02, Residence: Kebele ___ _____ _ 
03 , Gott 
04, Hous-e- n-u-m-:b-e-r- -----

N, B Please fill s on each answer sheet as follo ,,'s: 
- Time of start of in te rview-,-_ _ ____ _ 
- Time of end of interviewed - - - ---

111 • \ 1 

:.'f l \I 1\ ' 1, 
....... - . 
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Part I. Socio Demographic characteristics 
I .. .•. 

No Questions Coding categories 

10 1 How old are you? _ _ age in complete years 
98. Don't know 

-
102 Place of residence? I. Rural 

! 2. Urban 
I. Orthodox 

103 i What is your religion? 2. Musli m 

1 3. Catho lic 

1 
-I . Protestant 

I 99. Other (spec il).'.L _______ . 
104 I To which ethnic group do I. Amhara 

I you belong? 99. Other specify 

lOS ! What is the highest leve l of You Your husband 
! education you ~ompleted" --

I. 'lever attended I. Illiterate 
, 2. Read and write onl y 2. Read and write onl y 

3. Primary school 1 to 6 3. Primary school (1-6) 

I -I. Junior school 7 to 8 4. Junior school (7-8) 

I 

5. Secondary school & 5. Secondary school & 
,-\bove above 

I 99.0 thers specify---------- 99. Others specify------
1.

106 i Have yo u done any work in 1. Yes 
the last 12 months" 2. No 

.. - - -.--.- . --
, 107 You Your husband , 

; Occupation" I. Housewife I. Farmer I 

! 2. Maid servant 2. Daily labo rer , 
I 3. Civil servant 3.C ivil servant 
I -I. Merchant 4. Merchant I 
, 99. Other (specify) 99. Others specify--------

108 i What is the average famil y birr/day 
, income per month? 98 . Don' t know 

109 I What is your current 1. Currently marri ed 
t marital status" 2. Divorced 

3. Widowed . 
I 

I 4. separated 

1 5. Others specify------
110 ! How old were you at your ,----------complete years 

i-
.l fi rst marri age" 98 . Don't knolV 

, I I I I How old were you when .-\ge in complete years------------------ --

. . i you had you r last chi ld? 98. Don 'I' know 
I Do yo u ha\'e any sons or 11 2 I.Yes 

, 

! daughters whom 2. No . skip to l1 4 I to you 
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104 I To which ethnic group do I. Amhara 

I you belong? 99. Other specify 

lOS ! What is the highest leve l of You Your husband 
! education you ~ompleted" --

I. 'lever attended I. Illiterate 
, 2. Read and write onl y 2. Read and write onl y 

3. Primary school 1 to 6 3. Primary school (1-6) 

I -I. Junior school 7 to 8 4. Junior school (7-8) 

I 

5. Secondary school & 5. Secondary school & 
,-\bove above 

I 99.0 thers specify---------- 99. Others specify------
1.

106 i Have yo u done any work in 1. Yes 
the last 12 months" 2. No 

.. - - -.--.- . --
, 107 You Your husband , 

; Occupation" I. Housewife I. Farmer I 

! 2. Maid servant 2. Daily labo rer , 
I 3. Civil servant 3.C ivil servant 
I -I. Merchant 4. Merchant I 
, 99. Other (specify) 99. Others specify--------

108 i What is the average famil y birr/day 
, income per month? 98 . Don' t know 

109 I What is your current 1. Currently marri ed 
t marital status" 2. Divorced 

3. Widowed . 
I 

I 4. separated 

1 5. Others specify------
110 ! How old were you at your ,----------complete years 

i-
.l fi rst marri age" 98 . Don't knolV 

, I I I I How old were you when .-\ge in complete years------------------ --

. . i you had you r last chi ld? 98. Don 'I' know 
I Do yo u ha\'e any sons or 11 2 I.Yes 

, 

! daughters whom 2. No . skip to l1 4 I to you 



.. .. . _ . . _ .- ---_ . 
have gIven birth who are 

. _ _ . now li ving be with you? 

11 3 How many sons and I . Sons -------------
- -I 

daughters li ve with you? 2. Daughters-------
114- Do you have an v son or 1. Yes 

I daughter to w hom you 2. No -- -----------------------sk ip to 116 
have gIven birth who are 

I alive but do not li ve with 
, 'ou? 

11 5 HO\y many sons and Sons ......... .. .. 
daughters a live but not Daughters . ......... 
living with you? 

- - -_.-, 

116 Haye YOU !liven birth to a 1. Yes , I --

I I boy or a irl who \yas ali ve , No ---------------
I '" . but late r d i ed~ 

------------skip to 2 I 8 

, 
I -~io\\ man y 'sons -- and 

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

I 11 7 Sons ........ . . .. 

. - -
~aughters have bee n di ed 0 Daughte rs .. .... ... . _ • • _ _ _ _ _ _ ~_. ____ J 

118 Children ever born (add Total ch ildren ever bo rn _ _ ~ __ _ _ 
2 14+~16+218) 

119 How many IS your 
househo ld fami ly s ize0 . . . . . . . . . . . . . __ . Pers , -- --

on __ _ 

.. .. . _ . . _ .- ---_ . 
have gIven birth who are 

. _ _ . now li ving be with you? 

11 3 How many sons and I . Sons -------------
- -I 

daughters li ve with you? 2. Daughters-------
114- Do you have an v son or 1. Yes 

I daughter to w hom you 2. No -- -----------------------sk ip to 116 
have gIven birth who are 

I alive but do not li ve with 
, 'ou? 

11 5 HO\y many sons and Sons ......... .. .. 
daughters a live but not Daughters . ......... 
living with you? 

- - -_.-, 

116 Haye YOU !liven birth to a 1. Yes , I --

I I boy or a irl who \yas ali ve , No ---------------
I '" . but late r d i ed~ 

------------skip to 2 I 8 

, 
I -~io\\ man y 'sons -- and 

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

I 11 7 Sons ........ . . .. 

. - -
~aughters have bee n di ed 0 Daughte rs .. .... ... . _ • • _ _ _ _ _ _ ~_. ____ J 

118 Children ever born (add Total ch ildren ever bo rn _ _ ~ __ _ _ 
2 14+~16+218) 

119 How many IS your 
househo ld fami ly s ize0 . . . . . . . . . . . . . __ . Pers , -- --

on __ _ 



Part 2: Pregnancy related characteristics 

i ~ 
._--- -----.- .. ---.-.-------~ 

Questions Cod ing category 
. -._- -_ .. ---- ----------_. .._--

20 1 Was the pregnancy intended? '- Yes 

2 . No 
- - ---- -: ---- - .. ----- -- . ---- -- - .. __ .-
202 From where do you think a I. hea lIh institution 

pregnant woman could get ANC? 2. TBA 
, 

Relatiyes/friends ). 

4.CHA 

99. Others specify 

, 203 I f the answer is yes, from where I. healIh inst itution , 

I did you get thi s information? 2. Radio/TV I 
I 3. TBA 
i 

4. HealIh pro\'ider 

5. Re latiyes/friends 

6. Female association 

99. Others specify 

i 704 What for do you think would be I. Maternal he"lth 
--

I the benefits of ANC? 2. Child health I 

I 3. Both 

i 98. Don ' t know 

99. Others specify 

205 Did you see any one of the L Yes 

antenatal cheek ups for the recent 2. No • skip to 218 
: 
I 

ch ild birth? 
-

206 1 r yes. at what gestational age did L 1-3 months 

you go'? ~ 4-6 months 

I 3.7-9 m onths 

98. Don't kno'" 

207 If yes, what was the total number I. Once 
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I the benefits of ANC? 2. Child health I 
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antenatal cheek ups for the recent 2. No • skip to 218 
: 
I 

ch ild birth? 
-

206 1 r yes. at what gestational age did L 1-3 months 

you go'? ~ 4-6 months 
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207 If yes, what was the total number I. Once 



,----- --- ._--- -----_ .. ---_. -.-~-
... __ . - --- - - -------- - --

of visits? 2. Two 

3. Three 

4_ Four and more 
-~ 

208 If vou went for ANC check-ups to I. Hospita l 

I 
which health institution di d you 2. Hea lth center 

go? 3. Clinics 

99. Others spec ify 
--- -.-.---- --- - ---- -

209 \\ hy did YO LI go to that particul ar \'es No 

hea lth institution? I. Close to where I Ii \ ·e--------I ) 

(ld ultiple response is possible) 2. Littl e o r no expense--------- I 1 
0 Wr of hea lth \vorke rs is best- 1 ") 
) . 

4. Con\'en ient time of sen 'ices--- ! ") 

5. High q ua lity of sen ·ices--------! ") 

99. Other specify--- ----------------1 1 
--. 

2 10 If you went fo r ANC check ups I. Yes 

I 
have you ever an inj ection on the 2. 1\0 

arm to prevent against T 
---- ------------ -

. 2 ! ! If \es _ ho w many times have you ! . Once 

, rece ived such injections? 2. Two or more 
. ---- --------- ---- . 

12 12 What IS the mam reason you I. Heal th problem 

initiated for ANC fo llow up') 3. To stan regular check up 

I 99. Other speci fy 

2 13 If vo u attended AN C. was health I. Yes 

educati on given during each vi s it ':' 2.1\0 . 
99. Don-t know , -- - --

12 14 If health educat ion \Vas gl\"en, on Yes No 

what topic? I. A'K- ------------- --1 2 

2. F P------------------- 1 2 

3. Baby care------------1 2 
- - ---'--- .- ---

,----- --- ._--- -----_ .. ---_. -.-~-
... __ . - --- - - -------- - --

of visits? 2. Two 

3. Three 

4_ Four and more 
-~ 

208 If vou went for ANC check-ups to I. Hospita l 

I 
which health institution di d you 2. Hea lth center 

go? 3. Clinics 

99. Others spec ify 
--- -.-.---- --- - ---- -

209 \\ hy did YO LI go to that particul ar \'es No 

hea lth institution? I. Close to where I Ii \ ·e--------I ) 

(ld ultiple response is possible) 2. Littl e o r no expense--------- I 1 
0 Wr of hea lth \vorke rs is best- 1 ") 
) . 

4. Con\'en ient time of sen 'ices--- ! ") 

5. High q ua lity of sen ·ices--------! ") 

99. Other specify--- ----------------1 1 
--. 

2 10 If you went fo r ANC check ups I. Yes 

I 
have you ever an inj ection on the 2. 1\0 

arm to prevent against T 
---- ------------ -

. 2 ! ! If \es _ ho w many times have you ! . Once 

, rece ived such injections? 2. Two or more 
. ---- --------- ---- . 

12 12 What IS the mam reason you I. Heal th problem 

initiated for ANC fo llow up') 3. To stan regular check up 

I 99. Other speci fy 

2 13 If vo u attended AN C. was health I. Yes 

educati on given during each vi s it ':' 2.1\0 . 
99. Don-t know , -- - --

12 14 If health educat ion \Vas gl\"en, on Yes No 

what topic? I. A'K- ------------- --1 2 

2. F P------------------- 1 2 

3. Baby care------------1 2 
- - ---'--- .- ---



--- - ---- -- - ----_._-_._- ------- ---------- --- ----------- ------, 
4. I3reastkeding. _. _ .... I 2 I 

98 . Don't remember- ... 1 2 

99. Other specifY---- -- -- I 2 
_ .. _._- _._------

2 15 Did yo u pay fee during yo ur 1. Yes 

antenatal care0 2. No 
.~.-+.~-~~--~~-~~~~~~--.--- -----.---
2 16 If yes, ho\\' do yo u fee l about the I . Unaffo rdable 

payment for ANC0 2. Fair 

3. Very sma ll 
~-r~'--~----~---/-----~-------'--'----~ 

2 17 Ho\\' much on average did yo u pay -------- ----- ---birr 

for .-\NC service per \ 'isit0 

2 18 ·j-jo~,o;;___t hink that \\'a iting ti me-I- 1. Yes 

was a problem for attend ing .-\NCo ') No 
.--.--=-/--:-:---......,-......,------- --:-:--:-:--r-- - - - - - --- - . -.--.--.-----.----.-
2 19 Ho\\' much time on average did It ---------------hours 

take from home to the health 

facility? 

no If you did not attend ANC? \\'hy0 Yes No 

I . No or littl e knowledge 

about ANC clinics-------------·-----I ') 

Being in a state of good health ....... 1 2 

Too busy to attend ANC clinics ..... I 2 

Expenses fo r ANC cli nics are 

Unaffordab le ---------------------------1 2 

I 
ANC clinic too far from my home-- I 2 

Waiting time is too long at ANC ---I 2 . 
Husband di sapproval -------------:--1 2 

8. Poor quality of the se rvices-------I 2 

9. Because of religion-----------------I 2 

10 .ANC attendance is use less --- --- 1 2 

99.0thers spec ify I ? 

--- - ---- -- - ----_._-_._- ------- ---------- --- ----------- ------, 
4. I3reastkeding. _. _ .... I 2 I 

98 . Don't remember- ... 1 2 

99. Other specifY---- -- -- I 2 
_ .. _._- _._------

2 15 Did yo u pay fee during yo ur 1. Yes 

antenatal care0 2. No 
.~.-+.~-~~--~~-~~~~~~--.--- -----.---
2 16 If yes, ho\\' do yo u fee l about the I . Unaffo rdable 

payment for ANC0 2. Fair 

3. Very sma ll 
~-r~'--~----~---/-----~-------'--'----~ 

2 17 Ho\\' much on average did yo u pay -------- ----- ---birr 

for .-\NC service per \ 'isit0 

2 18 ·j-jo~,o;;___t hink that \\'a iting ti me-I- 1. Yes 

was a problem for attend ing .-\NCo ') No 
.--.--=-/--:-:---......,-......,------- --:-:--:-:--r-- - - - - - --- - . -.--.--.-----.----.-
2 19 Ho\\' much time on average did It ---------------hours 

take from home to the health 

facility? 

no If you did not attend ANC? \\'hy0 Yes No 

I . No or littl e knowledge 

about ANC clinics-------------·-----I ') 

Being in a state of good health ....... 1 2 

Too busy to attend ANC clinics ..... I 2 

Expenses fo r ANC cli nics are 

Unaffordab le ---------------------------1 2 

I 
ANC clinic too far from my home-- I 2 

Waiting time is too long at ANC ---I 2 . 
Husband di sapproval -------------:--1 2 

8. Poor quality of the se rvices-------I 2 

9. Because of religion-----------------I 2 

10 .ANC attendance is use less --- --- 1 2 

99.0thers spec ify I ? 



Part I II . Preference utilization of Maternal Il ca lth care Se rvice 

\0 Q uesti ons 

. ;() I S hould 3 hea lthy pregnan t women 

attend ANC c linics 

303 

30-1 

3u5 

306 

If yes at \\ 'hat month/gestati onal age 

should a pregnant woman attend 

Do you kno\\' dange rous hea lth 

prob lems re lated to PJegnancy':' 

I f yes. can yo u mention some of them0 

(More than one answer is possible) 

Did yo u experi ence a hea lth prob lem 

during the last year pregnancy0 

Did yo u think of de\'eloping dangerous 

health prob lems during pregnanc\'? 

Cod ing Category 

- ----_._ . 
I. Yes 

2. ~o 

I. 1-3 months 

7 -l-6 months 

3. 7-9 months 

I. Yes 

2. \:0 

Yes \:0 

I.persistant vomi ti ng- ·---- I 2 

2. Anem ia---------------- ---- I 

3. Leg s\\e ll ing------ --·-----I 

4 . Headac he---- --------·----I 

5. \' aginal bleedi ng---- ·--- - I 

G. Hypertension------·------ 1 

7. Seizurer------- ------- ---- I 

2 

8.Abnormal fet a l position- I 7 

9.0bstraced /pronged 

labour---------------- -- ·------ I 7 

! I O.Retained place nta-·---- I 7 

I 99.0thers spccit\-----.-----I : .J __________ ~._ ... __ _ 
I 1. Yes 

I 2. "0 
98. Don ' t reme mber , 

- -. -~-.~--
, 1. Yes 

. 2.\:0 

98. 00n· t kno\\' 

307 
.---;----;-------,_.----:,----;--,-

1 r the ans\\cr IS Yes. please choose the I Yes \:0 

---------------------------------~ 

I 
- I 

___ J 
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.---;----;-------,_.----:,----;--,-

1 r the ans\\cr IS Yes. please choose the I Yes \:0 
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I 
- I 

___ J 





.. :-=-t-:-;c------;-;-:---.,.--,----::-::--:::----.--... -
403 'f you del i vered at ho me. Why~ 

(More than one ans" ·e r is possi ble ) 

, 
- -_._-._ -----_ .•. __ ._------) 

Yes No I 
I . Expenees fo r delil·ery at health 

institution is unaITordable----- 1 2 

") Dili ke behalio rs o f hea lth 

workers at hea lth institution--- I 2 

3. Wishes to deliver at home 

,,·here relati\·es are nearby------I 2 

I 4. More trust on TB.-\slre lati ves 
! 
: than health ,,·orke rs , 

a t health institlltion--------------I 2 
I. i 

_ I 99.0t~ers spec ify-----.------------ I 2 __ I 

-'4""0-'4---T-:'-::f -y-o-u-dc-ec-li:-\-'e-r-ed-:-a-t -:-h-o-n-le- ,,-:'h-o- a- s-s-:-is-t-e-:d--- I . Health wo rkers 

yo u during deli\·ery? 2. TBA 

3. Close relat i\es/ fr iends 

4. Ne ighbors 

5. No one 

99. Others speeify __ _ 

405 What were your husbands or partner·s I . Positi\·e 

atti tude towards .-\NC attendanee~ ") Negat ive 

98.Don·t kno" · 
-- ~.-. - .. ._- --_._._._---_. __ . _ _ ._--
406 If you want to deliver in the health faci lity. I . .i ust me 

who will make the final deci sion0 2. My husband 

3. Our re latives 

99. Others spec il\ 



Part fivl': Qua lity of antcnatall'arc 

No Question s Catcgo r-y 

- --_. . . -------- --------+-:--::::---
501 Ho,,· long ,,·as the time you spent in "aiting to get 1. Shon 

ANC sen · ices~ ~ Fair --
3. Long 

502 Did 'ou think that lack of pri' acl' "as prob lem at 

AN CO 

1. Yes 

~. No 

98. Don·t know 
--.. _----- -----

503 What is your feeling about the quality of A)JC I_ Good 

given? ~. Satisfactory 

3. Poor 

50-4 Do ,-ou haw confidence on the sen· ice pro,-ided at I_ Yes 

that hea lth institution ~. No 

98. Don·t know 

505 Ho" clo , ·ou rank the beha,-iur of health ,,·orkers I . Ve ry good 

506 

507 

proyiding ANC servi~e0 2. Good 

3_ Fair 

4_ Bad 

Ho,,· clo you feel about the distance from your I_ Very c lose 

home to rhe nearest hea lt h instillltion~ (Health 7 i\,-erage 

cente r. Clinic) 3_ Too far 

Ho,,- long does it take to tra,-el frolll you r home to 

the nearest hea lth institution '> 

I-lours 



Annex 2: E ngli sh FGD G uide 

Introducti on 

Good momingl Well come to our group di scuss ion. 

My name is----- -- ---- -----------. My co llogucs near to me is---- ---- ----- ----. "·e came 

from the Regional Hea lth Bureau. 

Read the to Ilo\\ing as it is : 

·"Alicr ,,·e conduct some brief in troduction. we w ill be ta lking abo ut se\ ·era l di fferent 

issues. \' ·c will bc as king ,·ou ques ti ons abou t \·our o\·e rall ex peri ence \lit h the 

maternal healt hcare sen ·ices in yo ur loca lity and questions pertaining to pregnancy 

related hea lth problems. preferences to place o r deli ven· and fac tors in fluenc ing 

utili zation o f the m·ai lable healt h se rvices. Then. \I·e \\iIl conc lude the session by· 

asking you for Your recommendations on how such program might be implemented in 

yo ur community 111 any· \\ay in the future. 

Woul d you be \\·iIling to participate in the di scuss i on~ If yes . proceed, ifno. thank and 

stop the di sc llssion. 

Na llle o f the moderator. ---- --------- ------ - Sign-------------- . 

(Signature or the moderator cert ifi es that consent has been obtained verbal ly). 

Date-------- ----- -Ti me---------- . 

Preparat ion 

Topic; Community perception of Antenatal care utilization and prefe rences to place of 

deli\ery 

Targe t audience : pregnant ,,·omen. husbands. religious 8: community leaders and 

health 1V0rk ers. 

Objective of the discuss ion 

- To exp lore the commL1I1it,··s understand and percepti ons of A ntenatal ca re utilizat ion 

and preference to place o f de li \er~ · in Gozamine IVoreda 



- ro assess 1 ~lcto r s affecting utili zat ion or maternal healt h care services partic ularly 

Antenatal and deli very care, including TT vaccination , 

Description of the participants 

A lOtal of four focus groups, each com prising a minimum of eight and a m<l :-; imum of 

ten part icipan ts \\'i ll be invoh'cd, 

I, :'\ext \\ 'e \\'o uld like to hear a littl e about \'our e:-;perience or knowledge about 

antenatal care, c hildbearing and postnatal care sen'ice, 

1, 1, Who can te ll us about antenna!' de li w ry and postnata l care services') 

I ,::' Is there any hea lth educati on g t\'en about A"iC. DC and ho\\' much is its 

importance? 

1,3 \Vho \\OLil d like to tell us dangero us hea lt h pn>bl cms rc lat ed to pregnancy and 

ch ildbirth and its cause, consequences and PIT\ elll ion methods" 

Pregnancy related risks and antenatal care 

2, :\'ow we would like to ask you speci fic questions about hea lth problems related 

pregnancy and c hildbi rth, 

::' , 1, Do you thi nk that a healthy pregnant woman should attend A:'\C" \\'hy" 

') ') Where do you thin k is the best place fo r A'\,C" \\ 'hy" 

3 , What are the prim3l'\' reasons for pregnant \\omen not attend A:\'C clinics" 

-l, \\'hat are the primary ' reasons pregnant women should attend ANC clin ics" 

J, \Vhere do you think the best place for de li vering a child ') Why" 

6, \\'ho do think the best person to ass ist during del iw ry" \\ 'hy" 

7, \\'hat is yo ur opinion about A0:C. and p re t~re nces to place o f de li \'ery from local 

cultural and re li g ion point of view" 

8, \,'hich groups of the popula ti on do you expec t no t to ut ili ze the services and wh:ll 

are their reasons" 



Annex 3: Toleroa nce and V IF ,.,t1 ues to check multicullinearity ellects in the 
models 

\ 'a ri abl cs 

.. 

currelll a!!.e of res ondclll .. ----. --. 
res pon~cnts res idence 
re spondent s of education sta tu s 
Husband eduction status 

\\'o rk statu s 

._. C ~ II i near it)' ..?t.:ll i_~ti ~ .'i. ___ _ 
!\l\C 1l10eld DC model _. --' . 

T 
.9 15 
.373 •. - --_ . . 

.372 

.653 

VII" 
1.093 
2.680 
2.687 

1.53 1 

T \ ' 11' 

.9 17 1.090 

.352 2.840 - - .. _. _- ._- --

.360 2.776 

.62 1 1.6 10 

.679 1.4 73 .649 1.54 1 
.----------------~ -_._---_ .. --------- .. -- ._-

occupation o f respondent s 
Husband occupation 

current marriatal statu s 

.607 1. 647 .6 10 1.639 _....:..::..0..:... ... _. ___ . __ 

.326 

.898 

3.066 

I . I 1-1 ... - ------------ - . -_._---- _. _. 

.38 1 

.857 

.385 

2.626 

1.167 
2.599 _ "" u '!.~c~ .~ r li\ing chi.l~~ _ _ 

t~lI11ily si!_c _ ______ .. 
.-'\wrage pari ty o nast child 
Ill ness experi enced fo r the 

.. .recc,,-nl pt~c.gnanc)~ _____ . __ . 
knowledge of dangero us hea lth 

.'problems relateelto ANC 
\\ 'as pregnanc y p l an ned ~ 

place of de li w ry care 
----

o-'\):C care s tatus 

.386 

.865 

.354 

770 

.887 

.859 

2.5 92 
1. 156 
2. 826 

1.298 

---_.-- ---- - -
.8 89 1.12 -1 
.365 2.742 ' 

.688 1.'153 

__ ~. 1.27 1. _ . ____ ._85_~ .. ___ . I ~I!_I_ 
1. 16-1 .848 I 1.179 ' 

.496 2.018 - i - , 
_ _ _ __ ~ - -_.1 

- - .6 14 I 1.629 1 
-:::----::------,--::-::--:--:------ _. -----_ .. .. - ----- -~ -- .... , 
Source: Own survey e1ata. 20 10 

T= Tolerance 
V IF ~\ ' ariance-i ntl ation facto r 



Ann ex -l: G oodness o f mod el fit 

Model S ummary for dclinry 

-2 Log Cox & Snell R Nage lke rkc R 
Step likelihood Square Square 

I 35 1.909(a) 455 .649 

Hosmer and Lcmesho" Test of dclinry 

Step C hi -sq uare df Sig. 
I 17.986 8 .O? I 

Model Summary Al\'C 

-2 Log Cox & Snell R Nagel kerke R 
Step like lihood Square Sq uarc 
I 396.969(a) 49 1 .66? 

Hosmer and Lcmcshow Tcst of ANC 

C hi-square Of 
18.6 18 8 



,\ppendix 5: .\Jap location of COl. am in \\ 'orcd" 

LOCATIO\ JUP OF GOIAMI~ ,,"ORIDA 

f ':·: . 

Legend 
GOl~ :r€"" 

I,:: " 

; 
-' -",-, 

Legend 't.,, " 

.. -- Le gend 
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