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Abstract

Background: Worldwide, developing countries accounted for the majority of maternal deaths.
Even though antenatal care and institutional delivery were mentioned among the interventions
directed toward improving maternal health, their utilization is unsatisfactory in most resource-poor

settimgs.

Objectice: The main objective of this study was to assess antenatal care and health facility delivery

practice among mothers in Konso Woreda, Southern Ethiopia from March 21 to April 16, 2016

Methods: A community based cross-sectional study was done from March 21, 2016 to April 16,
2016 on sample of 865 mothers who gave birth in the last one year prior to the study in Konso
Woreda by employing multi-stage stratified cluster sampling technique. The data were collectied
using a pre-tested interviewer administered questionnaire. We analysed the data to identify the
factors associataed with antenatal care and health facility delivery practice using logistic regression

analysis.

Results: The proportion of mothers who made at least one antenatal care visit for their most recent
birth was 82.0% however, only 54% of them had received the recommended four or more visits.
Although the proportion of at least one antenatal care visits was high, only 60% of the mothers
gave birth at health institutions. After controlling for residence, husband education and household
wealth quintile in the adjusted logistic regression model, maternal age, possession of
communication Medias and walking distance (in hours) to the nearest health were found
significantly associated with antenatal care practice. Similarly after controlling for residence and
pregnancy intention, provision of delivery care by the nearest health facility and proximity of the

health facility to the residence were found to significantly affect institutional delivery.

Conclusions and recommendations: Despite high attendance of at least one antenatal care visit,
low utilization of the recommended antenatal care visits and institutional delivery was observed.
Socio-demographic, obstetric and health facility factors were associated with both antenatal care
and health facility delivery practice. More effort should be taken to equip health facilities with the

capacity to provide maternal health care services, delivery care in particular.

Keywords: Antenatal care practice, Health facility delivery practice, Konso Woreda.
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1. INTRODUCTION
1.1 Background

Maternal mortality (MM) is a key indicator of international development, and its reduction has
long been and continue to be a global challenge, particularly in low-income countries, despite the
existence of effective interventions [1, 2]. According to the recent estimates of World Health
Organization (WHO), about 303,000 maternal deaths occur each year due to complications linked

with pregnancy and childbirth [2].

Developing countries accounted for about 99% of global maternal deaths, with the maternal
mortality ratio (MMR) of 239 per 100,000 live births, 20 times higher compared to the developed
regions (12 maternal deaths per 100,000 live births) [2]. The estimated adult lifetime MM risk is 1
in 150 in low-income countries compared to 1 in 4,900 in high-income countries [2]. Despite an
apparent global improvement made over the last two and half decades, the worldwide MM dropped
by about 45% in 2015 [2-4], which is far from the decline targeted (75%) to be achieved by 2015.
Moreover, the progress made in different parts of the world, within countries, between urban and

rural areas have been uneven [2, 3, 5].

Sub-Saharan Africa (SSA)alone accounted for 66% of maternal deaths with the MMR of 546 per
100,000 live births and adult life time risk of 1 in 36 women, still leaving a miserable situation for
women [2]. Ethiopia is one of the ten countries that jointly comprised about 60% of a global MM
burden [2, 3].Maternal mortality in Ethiopia is high despite its recognition as a major public health
issue [6]. In Ethiopia, maternal mortality ratio is estimated at 353/100,000 live births according to
2015 report of WHO [2], indicating a significant improvement from that reported in 2005 EDHS
[7]. However, this figure is far from the millennium development goal (MDGQG) target of
267maternal deaths per 100,000 live births by 2015 [6]. This suggests that much effort is needed

to go beyond the progress made so far in order to push the problem.

A vast majority of maternal deaths are due to preventable direct obstetric causes that can be
detected and managed early during antenatal care (ANC) and intrapartum period by existing and
well known medical interventions [8]. Access to skilled care before, during and after childbirth are

among the key strategies to reduce MM and improve the health of women [8].



Proper ANC allows early detection and diagnosis of pregnancy related health problems like
hypertensive disorders, anemia, syphilis, antepartum hemorrhage and placenta previa so that timely
management is offered to improve the health of the woman and that of unborn fetus as well [9],
which will provide a window of opportunity for the prevention of maternal and newborn mortality.
Safe delivery care on the other hand plays a critical role in reducing the occurrence of obstetric
complications that have a negative impact on the life of women and newborn [10]. In addition,
skilled care during childbirth is mentioned as a key strategy in reducing maternal mortality as
timely management and treatment of intrapartal complications can make the difference between
life and death [3, 11]. However, despite their encouraging benefits, inequalities exist between high

and low-income countries in their utilization [3, 8, 11].

Currently, about 83% of women received at least one antenatal care worldwide, while only 64% of
the world reproductive age group attended the WHO recommended ANC visits [3]. Many
countries, particularly in SSA and South/Southeast Asia, still have unsatisfactory levels of the
recommended four or more antenatal visits [12]. Globally, the proportion of mother giving birth
under the supervision of skilled heath practitioner is 74%. Even though evidence shows an
improving trend in the utilization of skilled delivery care, coverage is still only 51 % in African
regions and low-income countries [3]. In Sahara African countries, utilization of health facility for

delivery care was mixed [12].

In Ethiopia, the proportion of pregnant mothers with one or more antenatal visits is 40% and fewer
than one-sixth of births are attended by skilled personnel [13], both are below the average for Africa
and low-income countries [3]. Studies in Tigray, Denbecha, Wolaita and Hossina reported 54%
[14], 80% [15], 86% [16] and 88% [17] of at least one ANC visit among pregnant women
respectively. With regard to skilled care during childbirth, about 4% [14], 16% [18] and 63% [17]
of mothers in Tigray, Amhara and Hossina respectively gave birth at health facilities. These
findings indicate a range of variability in the utilization of both ANC and institutional delivery
across different regions of Ethiopia. Therefore, the rationale of this study was to find out the
antenatal care and health facility delivery practice among mothers in Konso Woreda, Southern

Ethiopia.



1.2 Statement of the problem

Globally, despite a considerable effort to decrease MM, every day more than 800 women are dying
due to ‘a preventable deaths’ that can be avoided if a women could have an access to high quality
maternity care, like antenatal care and skilled delivery care [3]. Although antenatal care and
institutional delivery have been thought to supplement each other in addressing and reducing
maternal deaths [19], their utilization remain below the expectation in most developing countries,
particularly in Sub-Saharan Africa where almost all maternal deaths occur [3]. Not surprisingly,
behind most developing countries, Ethiopia was a country where low proportion of reproductive

age women visit skilled provider during pregnancy and childbirth [12].

According to 2015 WHO estimates, more than 80% of pregnant women received at least one ANC
worldwide, while 64% attended the WHO recommended four visits [3]. In African region about
three-fourth received at least one ANC [3]. A community based cross-sectional studies revealed
that about 90% [20] and 94% [21] of pregnant women in Kenya and Nepal made at least one
antenatal visit, while 50% [20] and 87% [21] attended the WHO recommended visits respectively.

The proportion of women who received the recommended four visits in Nigeria was 54% [22].

With regard to delivery care, about one-half of the reproductive age women in Africa and resource-
poor countries gave birth under the assistance of skilled providers [3]. Concerning health facility
delivery practice, 56% [23], 17% [20] and 37% [22] of mothers in Tanzania, Kenya and Nigeria
respectively took skilled care during childbirth. Peculiarly, almost all mothers (99.6%) in India
gave birth under the supervision of health practitioners [24]. Compared to other SSA countries,

low utilization of health facility delivery was reported in Ethiopia [25].

In Ethiopia, maternal health care services are very limited for most of the women, particularly for
those mothers living in rural areas [26]. According to Mini EDHS 2014, two-fifth of mothers
received antenatal care from skilled providers and only 15% gave birth in health institutions.
Urban-rural disparity exists, where only 35% and 10% of women residing in rural areas of Ethiopia
received antenatal care and skilled delivery care respectively, far apart from the levels in urban
areas, where 80% and 63% of women receive antenatal care and give birth at health institutions
respectively [13]. Even though community-based studies in some regions of the country found high
proportion of at least one ANC visit, only a small fraction of women received the recommended

four visits [27-29]. Moreover, low proportion of births was assisted by skilled attendant in some

3



areas of the country [14, 18, 30] and a great majority (85%) of women nationwide gave birth at

home [13].

Several studies have identified different factors affecting the utilization of prenatal and delivery
care. Maternal education [14, 15, 20], maternal age [21, 24, 28], household income [29, 31] and
parity [17, 21, 24, 31-33] were the major predictors found to have a strong relation with antenatal
care. Similarly, institutional delivery have shown to be influenced by maternal education [33, 34],
birth order [14, 20, 25, 28, 33, 35], maternal age [18, 20, 22, 28, 34, 35] and number of ANC visits
[30, 36]. In addition, several other socio-demographic, household, obstetric and health system

factors were identified to have an influence on antenatal and health facility delivery practice.

In Ethiopia, a number of activities were undertaken by Federal Ministry of Health (FMoH) to
improve maternal health in the last two decades. Firstly, construction of health facilities was the
step taken to fill the gap in the accessibility of essential obstetric and neonatal care [6, 37].
Secondly, the launch of the Health Extension Programmes (HEPs) has led to a substantial increase
in potential health service coverage [6]. Thirdly, female education has given an emphasis to
empower them in making decision about their health care need as the strategy for improving

maternal health service utilization [6].

However, despite the struggle made so far, current utilization of antenatal care and skilled delivery
care at national level is low, more than halfway from the 2015 target. In addition, the situation in
rural part of the country is worse, where a vast majority of women don’t receive skilled care during
pregnancy and childbirth. So, the effort to improve maternal health care utilization should pivot on
the identification and removal of different constraints. This urges the need for information on the

level and determinants of services utilization.

To the best of our knowledge, in southern part of Ethiopia, specifically in Konso woreda, little is
known about antenatal care and health facility delivery practice among mothers. Therefore, the aim
of this community based study was to assess the level of utilization of antenatal care and health

facility delivery care among mothers in Konso Woreda, Southern Ethiopia.



1.3 Significance of the study

This study would be important for different stakeholders addressing the issues related to maternal
and perinatal morbidity and mortality. Firstly, findings from the study would provide information
for the policy makers to develop strategies and guidelines or standards for scaling up the utilization
of antenatal and delivery care as an important intervention in addressing the problems associated

with maternal morbidity and mortality.

Secondly, health care providers are at the heart of health care system and have a great share in
improving the quality of care provided by them. So, this study would provide information about
the issue to be emphasised by health care workers to improve the quality of service. This
improvement in the quality of the health care delivery system would attract mothers in order to
utilize the service. In addition, the findings of this study would add a new insight in to the scientific

body of knowledge in that particular area.

Thirdly, the findings of this study would contribute greatly to the benefit of society considering
that better maternal health care service utilization results in improved wellbeing of women, thus
leading to reduction in maternal mortality. Therefore, the information derived from the study would
provide directions for the community in finding and deciding on the solutions for solving the
problems which hamper maternal health care utilization and this would eventually leads to

improvement in health service coverage and heath of the women.

Lastly, the findings from this study would benefit researchers interested in the field by providing
information regarding antenatal care and institutional delivery practice among mothers in the study
area. In summary, these four levels of stakeholders; government, health professions, researchers

and community would potentially have great use of this study findings.



2. LITERATURE REVIEW

2.1 Antenatal Care Practice
Antenatal care plays an indispensable role in the detection of early signs of or risk factors for
morbidity and mortality during pregnancy, so that effective interventions are possible [9].

Therefore, utilization of antenatal service is very important and cannot be over looked.

According the estimates of the 2015 WHO report, 83% of women worldwide attended ANC at
least once, while 64% received a minimum of four visits [3]. In developing countries, a comparative
DHS reports on the level and trends of maternal health care services conducted by Wang et al., in

2011 showed that over 80% of women in majority of countries received at least one antenatal care.

Evidences from the studies in different countries indicate a varying degree of antenatal care
utilization. In East Delhi, a cross-sectional study done in urbanized village found that about 92%
and 77% of pregnant women took at least one and three or more antenatal visits respectively [34].
Similarly, a study in Kenya showed that 90% of women visited ANC clinic at least once during
pregnancy and majority (87%) of them initiated antenatal visit during second and third trimester
[20]. In 2010, a hospital based study on pregnant women in the same country showed that
approximately 95% of women received any antenatal care during pregnancy but majority of them
started in their 2" trimester. It was also revealed that 45% of them made less than the recommended

visits [38].

A community-based descriptive observational study in India found high (94%) coverage of at least
one ANC visit and low (13.5%) practice of four antenatal visits among pregnant women [24]. A
prospective hospital based descriptive study in Nepal found that 87% of mothers who gave birth in
the hospital reported having four or more antenatal visits [21]. In rural area in Nepal, another cross-
sectional study conducted at health centers showed that almost all (97%) mothers who gave birth
one year preceding the survey received antenatal care during pregnancy and about 80% of them
have visited antenatal clinic four or more times [39]. These findings indicate that all mothers

engaged in antenatal care do not attend the WHO recommended antenatal visits.

In Bangladesh, a retrospective cross-sectional study done on pregnant women using secondary data
from Urban Health Survey found that antenatal care utilization was about 64.3% [40]. In Vietnam,

a cross-sectional household survey conducted on mothers delivered one year prior to the study



between August 2013 and May 2014 showed that about 54 % of them received at least four visits
[41]. From the analysis of DHS data in Nigeria, Dahiru and colleagues reported that 54% of women

had attended at least the recommended antenatal care [22].

In Ethiopia, utilization of both at least one and the recommended antenatal care is below fifty
percent at national level. According to mini EDHS 2014estimates, 40% of mothers who gave birth
five years prior to the survey attended antenatal clinic at least once during pregnancy and
approximately one third of them received at least four visits. Of all antenatal attendees, 17% made
their first visit during first trimester. The survey also showed a wide regional variation in ANC

utilization from 15% in Somali to 94% in Addis Ababa [13].

In Tigray region, Ethiopia, a community based cross-sectional study reported that 54% of mothers
who gave birth five years prior to the survey had attended antenatal care [14]. In Holeta town,
central Ethiopia, a cross-sectional study conducted to assess maternal health care utilization among
mothers who gave birth three years preceding the survey revealed that 87% of mothers attended
ANC at least once, while about 34% of them had less than the recommended four visits. [27].
Another cross-sectional study on 495 childbearing women in Kombolcha district, Eastern Ethiopia
revealed that 86% of women had at least one antenatal visit and 62% of them made less than four

visits. [42].

A cross-sectional study among 759 pregnant women in Denbecha district, Northwest Ethiopia
found that 57% of pregnant women attended at least one antenatal visit, while 81% received four
or more antental care [15]. Similar survey on mothers who gave birth 12 months prior to the study
in Yem Special Woreda, Southwestern Ethiopia revealed that 28.5% of mothers made at least one

ANC visit and about 29% of them attended the recommended four and more visits [43].

Studies in Southern Ethiopia reported high proportion of at least one antenatal care visit. In
Hossaina, study among childbearing women found that about 88% of women attended ANC at
least once and more than half of them made the recommended four visits. It was also indicated that
61% women made their first antenatal visit during 2" and 3™ trimester and only 26% of them
started in the first trimester [17]. Another institution based study of 363 postpartum mothers in
Wolaita showed that more than 85% of mothers received at least one antenatal care, while 53% of

them attended antenatal care four or more times [16].



2.2 Factors Affecting Antenatal Care Practice

Disparity in the utilization of antenatal care across the world and different geographical areas of a
given countries can be partly attributed to the factors affecting their uptake. Several studies have
shown that antenatal care utilization is influenced by various socio-demographic and obstetric

characteristics of women.

Maternal education was identified as an important predictor of antenatal care utilization by
different studies in which the likelihood of using antenatal care was higher among educated women
than those with no education. Studies in Nepal [21, 39] and India [24, 34] showed that women with
higher educational level had higher number of visits than uneducated women. Likewise, cross-
sectional studies in Vietnam [44], Uganda [45] and Kenya [20] have observed that women with

low or no education had fewer antenatal visits.

Maternal age was another significant factor influencing antenatal care service utilization. A study
in Nigeria showed that women younger than 25 years were more likely to have antenatal care than
older women [22]. Similarly, another studies in Nepal [21] and Sudan [33] found higher utilization

of antenatal care among women between 20-29 and 15-34 years respectively.

Antenatal care use was more common among women with lower number of births.In studies
conducted in Colombia [35] and Nigeria [22], it was shown that the odd of using antenatal care
was higher among women with first birth than those with a parity of two or above. Similarly, a
prospective study in Nepal found that lower birth rank mothers were more likely to receive at least

the recommended antenatal visits than higher birth order mothers [21].

In literatures reviewed, household wealth level was identified as a positive indicator of antenatal
care utilization. Several other studies in different countries revealed that women from households
with higher wealth level were more likely to visit antenatal clinics than those from household with
lower income level [22, 33, 34, 40, 41, 44, 46]. This indicates that household wealth index plays a

crucial role in determining whether or not a woman attends antenatal care during pregnancy.

In Ethiopia, several studies based on DHS data have shown that women residing in urban areas,
younger than 35 years, with higher parity, having higher educational level and those living in the
households with richest wealth quintile were more likely to receive antenatal care than those in the

households with poorest wealth quintile [26, 47, 48]. In a study aimed to assess inequality in use
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of antenatal care service in Ethiopia, Yesuf and Calderon found a low antenatal care utilization
among uneducated and rural women and those from household with lower income [29]. Similarly,
a cross-sectional study in Butajira, Southern Ethiopia[49] reported that residing in urban areas,
having some level of education and living in the household with higher wealth index were

positively correlated with women’s use of antennal care.

With regard to maternal age, a study based on DHS 2011 data on factors affecting maternal health
care utilization in rural Ethiopia found that mothers below the age of 35 were more likely to receive
antenatal care during pregnancy than mothers above 35 years [47]. Several cross-sectional studies
in different regions of Ethiopia also report a significant association between maternal age and
antenatal care utilization [15, 27, 42]. Even though different studies in Ethiopia observed high
utilization ANC among younger women, a cross-sectional study in Tigray found high percentage

of antenatal care among older women [ 14].

Marital status is another factor that affect antenatal care utilization in Ethiopia. Study on utilization
of maternal health care services in Ethiopia found higher antenatal care utilization among married
women [48]. In addition, cross-sectional studies in Tigray, Ethiopia and Denbecha district,
Northwest Ethiopia showed that married women were more likely to visit antenatal clinics than

single women [ 14, 15].

In addition to the factors mentioned above, husband occupation [14, 22], media exposure [27], and
distance to health facility [14, 21, 43, 49] were identified as the significant predicators of ANC
utilization. Moreover, obstetric history [24, 43], decision making autonomy [26, 46], and

pregnancy intention [17, 22, 43] were also found to influence the women’s use of antenatal care.

2.3 Health facility delivery practice

Increasing the proportion of deliveries attended by skilled health personnel is regarded as a crucial
intervention strategy in reducing maternal deaths [13]. However, despite its encouraging benefit,
health facility delivery practice across different regions of the world vary, where low utilization

institutional delivery is reported in resource-poor countries.

Globally, about 75% of births was attended by skilled health professionals, while only 51% of
women in Africa and other low-income countries gave birth under the supervision of health care

providers [3]. Further analysis of DHS data in some developing countries revealed a varying degree
9



of health facility based delivery practice. In Kenya, this analysis showed that 53% of mothers gave
birth at health institutions [50] and 37% of women in Nigeria visited health care facilities for
delivery care [22]. A rate similar (37%) to that found in Nigeria was also reported from the analysis

of DHS data of 4079 married women in Nepal [51].

In rural Bangladesh, a study based on data obtained from post-intervention survey of cluster-
randomized controlled trial found that about 30% of mothers with live birth took assistance from
skilled providers during delivery [52]. A cross-sectional study conducted among mothers who gave
birth a year before the survey in Biharamulo district, Tanzania revealed that 56% of births occurred

at health facilities [23].

In the population based study conducted in rural western Kenya, Van and his colleagues found that
17% of mothers gave birth in the health institutions [20]. Conversely, cross-sectional studies
conducted in different parts of India reported a higher proportion of births at health facilities. In
Rajasthan, India almost all (99.65%) births were attended by skilled personnel [24] and in Mumbai,

India, a study of maternity in low income areas showed health facility delivery of 90% [53].

In Ethiopia, analysis of rural-urban differentials based on DHS 2011 datasets showed that only
15.6% of mothers gave birth at health facilities. This study also indicated that 64% and 4.5% of
births in urban and rural areas occurred at health institutions respectively [54]. Similarly, Mini
EDHS 2014 reported the proportion of institutional delivery of 15% with a great regional disparity
ranging from 6% in Affar to 87% in Addis Ababa [13]. In South Tigray Zone, Ethiopia, high
proportion (72.2%) of health facility based delivery practice was revealed from a community based

follow-up study conducted on 2™ and 3™ trimester pregnant women [55].

Many community based cross-sectional studies conducted in different parts of Ethiopia have
showed a varying degree of skilled care utilization during delivery. A study conducted among 371
mothers in Sekela District, Northwest Ethiopia in 2010 revealed a low facility based delivery of
12% [30]. Another study on the determinants of maternal health care utilization in Holeta town,
central Ethiopia in January 2012 reported that over 60% of births occurred at health institutions
[27]. In Woldia, Northern Ethiopia a similar study in March 2012 found a health facility delivery
practice of 48.3% [56]. However, a study in Banja district, Northern Ethiopia in 2014 found that
only 16% mother gave birth at health facilities [18].
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By conducting a cross-sectional study among 623 married reproductive age women in Hossaina,
Southern Ethiopia, Dutamo et al., estimated that about 63% of women gave birth in the health
facilities [17]. Another community based cross-sectional study among pregnant women in Agarfa

town, South-East Ethiopia found an institutional delivery practice of 31% [57].

In Dodota woreda, Ethiopia, a cross-sectional study aimed to examine the prevalence of
institutional delivery and associated factors showed that 18.2% of births two years preceding the
survey occurred at health facilities [58]. Other studies that employed a similar methodology among
mothers who had a birth a year prior the survey in Goba Woreda, Ethiopia and Munisa Woreda,
South-East Ethiopia found a facility delivery rate of 47% [59] and 12.3% [60] respectively.
Moreover, a study among 495 women of reproductive age in Kombolcha, in Eastern Ethiopia

revealed that about 25% women gave birth at health institutions [47].

2.4 Factors Affecting Health Facility Delivery Practice

Similar to antenatal care utilization, health facility delivery practice has shown to be affected by
multiple interrelated factors. Maternal age was reported as a significant predictor of institutional
delivery. A population based study in Kenya found high percentage of institution deliveries among
women below 30 years [20]. A community based cross-sectional studies in Ethiopia showed that
women between the age of 15 and 24 years were more likely to visit health facility for delivery
care than older women [18, 30]. In contrary, studies in Colombia and Nigeria demonstrated that

older women were more likely to have their births attended at health facilities [22, 35].

Maternal education was appeared as an important predictor of institutional delivery. Studies in
rural Africa [61], Tanzania [23] and urban Chandigarh [62] also revealed that mother with lower
or no education have higher chance of giving birth at home. In Ethiopia, two studies that used the
datasets of DHS 2011 [63] and 2005 [64] reported maternal education as an important predicator
of health facility delivery practice. Several community based cross-sectional studies in different
regions of Ethiopia have also reported women’s education as a determinant of health facility

delivery practice [14, 17, 18, 27, 30, 58-60, 65, 66].

Residence is another significant factor that affects women’s preference of place of delivery. Studies
based on DHS reports in Nigeria [22], Sudan [33], Kenya [50] and Nepal [51] showed that

institutional deliveries were common among women residing in urban regions. Similarly, several

11



cross-sectional studies conducted in Ethiopia observed higher odds of giving birth at health

institutions among women resided in urban areas [30, 47, 58-60, 66].

Literatures highlighted that antenatal care visits during pregnancy links women to health care
system so that they woud give birth at health institutions. In Kenya, analysis of DHS data showed
that women who made four or more visits were twelve times more likely to delivery at health
institution than those with no ANC visits [50]. A community based cross-sectional studies in Goba
Woreda, Ethiopia [59], Sekela District, Northwest Ethiopia [30], and Holeta Town, Central
Ethiopia [27] found high proportion of institutional delivery among women who received antenatal

care during pregnancy.

Similar to antenatal care, institutional delivery was affected by parity. Several studies in different
regions of Africa have showed the significance of parity in determining the use of health facilities
for delivery care. Studies in Colombia [35], Nigeria [22], Sudan [33], Kenya [50] and Nepal [51]
found that higher parity negatively influence institutional delivery. Similarly, studies in Bangladesh
[52] and Chandigarh [62] reported an inverse relation between parity and institutional delivery.
Across-sectional study intended to assess determinants of maternal health care utilization in Hotela
Town, Central Ethiopia, Birmeta et al.,2013 highlighted the influence of parity on health facility
delivery practice [27].

In addition to factors mentioned above, women’s decision making autonomy [23, 26, 27, 55, 58,
65], distance to health facilities [20, 23, 27], pregnancy intention [ 17] and exposure to mass media

[25, 27] were highlighted to have an influence on institutional delivery practice.

In summary, utilization of antenatal care and health facility delivery care which are central to
improve maternal health and reduce maternal mortality varies across different countries of the
world, within different regions of a given country and within different area of the particular region.
This variability in their utilization is attributed to broad set factors affecting them. Literature
highlighted the implication of socio-demographic, household, obstetric and healthy system factors
in determining the utilization of antenatal care and health facility delivery care. Generally,
utilization of both ANC and health facility delivery care is low in Ethiopia compared to other
countries. Therefore, assessment of their magnitude and consideration of the factors affecting their

utilization would be crucial to improve their uptake.
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2.5 Conceptual Framework

The theoretical basis of this study stems from concepts identified in the review of the literature.
Selection of independent variables was based on their theoretical and empirical importance, as
reported in literature. This conceptual framework was developed by the principal investigator after
thorough literature review. The outcome variables of interest were antenatal care and health facility
delivery practice and the later variable was influenced by the former one. Grouping of the
independent variables represent the proximity of the factors to the dependent variables. The
explanatory variables for both outcome variables were the same since they are closely related. This
study tried to identify different factors that may affect women’s use of antenatal care and delivery

services offered at health institutions.
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3. OBJECTIVES
3.1 General objective

To assess antenatal care and health facility delivery practice among mothers in Konso Woreda,

Southern Ethiopia from March 21 to April 16, 2016.

3.2 Specific objectives

» To determine antenatal care practice among mothers in Konso Woreda

» To determine health facility delivery practice among mothers in Konso Woreda

» To identify factors associated with antenatal care practice among mothers in Konso Woreda

» To identify factors affecting health facility delivery practice among mothers in Konso Woreda
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4. METHODS

4.1. Study area

This study was conducted in Konso woreda, one of the woredas in Southern Nations, Nationalities
and Peoples’ Region (SNNPR) of Ethiopia. Konso is situated at a distance of 84 km from Arba
Minch and about 600 km from Addis Ababa, the capital of Ethiopia [personal communication]. It
is bordered on the south by the Oromia Region, west by the Weito River, north by the Dirashe
woreda, northeast by Amaro woreda and on the east by Burji woreda [Wikimedia, April 2015].
The woreda has a total of 43 Kebeles (2 urban and 41 rural kebeles). According to the 2007 census
of Ethiopia, the total population of the woreda was estimated at 235,087, of which 113,412 are
males and 121,675 are females [67]. In this woreda there are 54 health posts, 12 health centers and

one district hospital [personal communication].

4.2 Study design and period
Cross-sectional study design which was conducted during the period from March 21 to April 16,
2016.

4.3 Population

4.3.1 Source Population
All mothers who gave birth one year prior to the survey in Konso woreda regardless of their birth

outcomes.

4.3.2 Study population
All mothers who gave birth one year prior to the survey in the randomly selected kebeles of Konso

woreda.

4.3.3 Study subjects
Every individual sampled mothers who gave birth one year prior to the survey in the randomly

selected villages of the sampled kebeles of Konso woreda.

4.4 Eligibility Criteria
4.4.1 Inclusion Criteria
Mothers who gave birth one year preceding the survey in the sampled villages and resided in the
villages for at least one year with a mental and physical capability to be interviewed were included

in the study.
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4.4.2 Exclusion Criteria

Illegible mothers from unselected villages but who came to the sampled villages for some reasons
during data collection period were excluded from the study. Mothers who were unavailable upon
frequent visits during the period of data collection in each village were also excluded from the

study.

4.5 Sample size determination

Sample size was estimated under varying assumptions using Epi Info 7.1.4.0 [CDC, 2014] and
based upon each of specific objectives of the study in order to reveal that some but not all of
objectives can be met or simply in order to indicate some variables need only to be measured on a
sub-sample. Then, the sample sizes obtained under different assumptions were adjusted for
anticipated non-response rate. The largest of all the sample sizes calculated based on the specific
objectives was considered as the sample size for the study. In current study, the following

calculations were done to estimate the sample size of each objectives using Epi Info.

For the first and second objectives, the following assumptions were made: 95% confidence level,
54,775 reference (as a proxy) population size estimated from total population of the woreda using
the conversion factor (0.233) for reproductive age women, 29% expected prevalence of the WHO
recommended ANC visits [43] (for the 1% objective), 47% expected prevalence of institutional
delivery [59] (for the 2" objective), 5% margin of error, a design effect of 2 for complex sampling,

clusters of 33 and a 10% anticipated non-response rate.

For the third and fourth objectives, the following assumptions were made: 63% for proportion of
mothers who attended at least four antenatal visits and had a history of illness during pregnancy
(P1) and 37% for proportion of mothers who attended at least four antenatal visits and had no
history of illness during pregnancy (P2) [43] (for 3™ objective), 58% for proportion of mothers
who gave birth at health facilities and planned for birth preparedness and complication readiness
(P1) and 42% for proportion of mothers who gave birth at health facilities and not planned for birth
preparedness and complication readiness (P2) [59] (for 4" objective), precision of 5% at 95%

confidence level, power of 80%, a design effect of 2, and non-response rate 10%.

Based on the above information, the largest of all the sample sizes calculated based on the specific
objectives was 871. Since rural population was larger in number than urban population, allocation

of the sample size was in the ratio of 2:1 (290-urban and 581 rural).
17



4.6 Sampling Procedure

The sampling was accomplished using a three-stage stratified cluster sampling design. In the first
stage, from Konso woreda, two urban and 14 rural kebeles (primary sampling units) which were
stratified by residence as rural and urban kebeles were selected by simple random sampling. In the
second stage, from each kebele, a minimum of 75% from urban and 30% from rural kebeles (due
to time and resource constraints) of the total villages (secondary sampling units), was selected using

simple random sampling.

Since the villages within each kebeles are scattered throughout the kebeles and there was lack of
adequate resources and up-to-date list of households’ with illegible mothers in each village, the
total sample size was equally allocated to all selected villages by dividing the total sample size by
the total number of selected villages, which is the preferred method in such surveys [68]. Within
each secondary sampling unit (villages), households with illegible mothers form the tertiary

sampling units (third stage).

Finally, WHO EPI (bottle spinning) method was employed to select the study subjects (illegible
mothers) in the villages until the desired numbers of sample was obtained. To select the households
in each village, firstly, the center of the village was identified. Secondly, a pen was spin and the
direction pointed by the tip of the pen was selected. Thirdly, the data collectors walked along this
line (the random direction from the center) counting and numbering (1 through whatever number
of houses there are) houses which fall on this imaginary line. Fourthly, one house was randomly
(by lottery method) selected from these houses. This was the first house (random starting point) to
include in the survey sample from each village and after finishing data collection at this house, the
data collectors went to the next closest house and included it in the survey sample. The data
collector continued selecting the next closest house until the correct number of houses were
obtained in each villages. In a case when the study participants were not be able to be interviewed
for some reason (e.g. absenteeism), attempt was made for three times to interview the respondent
and after all, they were considered as non-respondents. Moreover, in the household with more than

one candidate, one of them was taken randomly by employing lottery method.
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4.7 Data Collection Instrument and Procedures

The data collection was accomplished using a pre-tested interviewer administered questionnaire.
The questionnaire was initially prepared in English and was translated to Amharic and Konso (local
language). The questionnaire was back translated to English by an independent translator (language
expert) to check the conceptual consistency of items. The Amharic version of the questionnaire

was made available for those mothers (urban) reporting difficulty understanding Konso language.

Part of the questionnaire was adapted from a previous study [17] and reviewing relevant literature
to the problem under study to include all the possible variables that address the objectives of the
study. Besides, some questions for the questionnaire were adapted from the FEthiopian

Demographic and Health Survey 2011 women’s questionnaire [69].

The questionnaire contains items on basic background profile of mothers, past reproductive history
of respondents, mothers antenatal and delivery service utilization, and other health related pertinent
information. The questionnaire was administered through face to face interview by six (6) data
collectors recruited from the study area. All data collectors had an educational level of college and

above.

During data collection period, in circumstances where the selected houses were closed or mothers
were not present, frequent visits was made until we communicate them throughout the data
collection. Mother in the next household was considered in place of those who were not available
and those who were unable to communicate during data collection period. In the households where
there were two illegible mothers, lottery was drawn at random to select the one to be included in

the study.

4.8 Study Variables
4.8.1 Dependent Variables

“Antenatal care practice” and “health facility delivery practice”.

4.8.2 Independent Variables

Socio-demographic factors; included age at interview, age at marriage, marital status, educational
status, occupation, residence and religion. Obstetric factors included; parity/birth order, pregnancy
intention, history of difficult/prolonged labour, complications during pregnancy, history of child

loss and reproductive health care utilization (ANC, delivery). Household factors; included income,
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family size, husband education, husband occupation and women’s decision making autonomy.
Health system factors; included distance to health the nearest facilities and means of transportation

to the nearest health facilities

4.9 Operational Definitions
Antenatal care practice: referred to whether a mother attended antenatal care visits at any of

health facilities (health posts, health centers and hospital) during her index pregnancy.

Health facility delivery practice: referred to whether a mother gave birth at any of health facilities
to her recent child. This variable had two possible options, yes (when a mother reported that she
had given birth to her recent child at health facility) and no (when a mother reported that she had
not given birth to her recent child at health facility).

4.10 Data Processing and Analysis

Data was coded and entered using the software Epi Info Version 7.1.4.0 [CDC, 2014] and then
cleaned for errors and inconsistencies. The cleaned data was then exported into SPSS version 22.0
[IBM, Armonk, NY, USA] for further processing. All required variable recoding and

transformation was done before the final data analysis.

Frequency distributions, cross-tabulations and graphs were used to describe the variables of the
study. Findings was presented in text, tables and graphs. The association between the outcome
variables (Antenatal care and place of delivery) and several predictor variables including maternal
socio-demographic characteristics was first analyzed in the bivariate logistic regression model with
each independent variable separately. Predictor variables with p-value less than 0.25 in the
bivariate analysis and those variables deemed important based on literature were retained in the

final multivariate logistic regression model [70, 71].

Before conducting the multivariate logistic regression analysis, preliminary analyses were
conducted to ensure no violation of the assumptions of sample size, multicollinearity and outliers.
All correlations among the independent variables were weak to moderate. This indicates that
multicollinearity was unlikely to be a problem [72]. Then, in the multivariate analysis, p-value <
0.05 was considered as a cut-off point for a variable to be considered as an independent predictor
of the outcome variable. Association between outcome and predictor variables was calculated using

odds ratio at p-value <0.05 and 95% confidence interval.
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4.11 Data Quality Control

Data quality was ensured during data collection, coding, entry and analysis. Prior to the actual data
collection activities, the instrument was pre-tested on 43 mothers (5% of sample size) in Jarso
kebele and ketena 03 of Karat town by principal investigator, supervisors and data collectors. After
completing the pretest of the questionnaire, the participants were asked if they have difficulty
understanding any of the questions. Necessary changes (addition of alternative responses, removal
of some repeated questions and skipping patterns) were made after pre-testing based on the

information obtained from participants to make questions more understandable.

A brief explanations about sampling procedures and on how to ask and record questions in the
questionnaire were provided for data collectors and supervisors during training sessions.
Respondents who refuse to participate in the study were included in the non-response rate and
mothers in the next household were considered in place of those who were not available upon

frequent visits during data collection.

A three days training was given for data collectors and supervisors about the objective,
confidentiality of the information, respondent’s rights, informed consent and technique of the
interview. Data collectors were given the responsibility to check for the completeness of the

questionnaire at the end of each interview.

On-going supervision of the data collection activities was undertaken by two supervisors
throughout the data collection period. The completeness of the questionnaire and accuracy of the

information recorded was checked at the end of each day by supervisors.

Code was given for questionnaire and households during data collection so that any identified
errors was traced back using the codes. Completeness and consistence of the collected data was
finally reviewed by principal investigator prior to data entry. The entered data was thoroughly

cleaned before analysis.
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4.12 Ethical Considerations

Ethical clearance and permission was obtained from Institutional Review Board of Department of
Nursing and Midwifery of College of Health Sciences of Addis Ababa University (AAU), Addis
Ababa, Ethiopia. Permission was also secured from Konso Woreda Health Bureau and all sampled

Kebeles through a formal letter.

Participation in the study was only on the voluntary basis. Written informed consent was obtained
from each participants prior to the interview. Oral informed consent and finger print was also
considered for participants who were unable to read and write. No personal identifiers of the study

participants was taken hence the information obtained remain anonymous and confidential.

4.13 Result Dissemination Plan

The findings of this study would be important to those with closely related research interests
regarding maternal and child health programs. And the findings of this study would be
disseminated to different levels of stakeholders such as policy makers, health professionals and
researchers through all available forums, workshops and conferences. A copy of the final report of
this study would be given to Department of Nursing and Midwifery, School of allied Health
Sciences, College of Health Sciences, AAU and Konso Woreda Health Bureau and for all
concerned bodies as well. The output of this study would also be made publically accessible

through publications in international journals.
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5. RESULTS

5.1 Socio-demographic characteristics of the study participants

Of the total 871 mothers who had given birth one year preceding this survey, 865 mothers were
interviewed resulting in a response rate of 99.31%. Slightly more than half (52.6%) of the
respondents were between the ages of 20 to 29 years, while 186 (22%) didn’t know their age at
interview. Majority (97%) of the mothers were currently married. A great majority (92.8%) of the
participants were from Konso ethnic group. More than three-fourth (66.2%) of the mothers are

protestant by religion followed by Orthodox religion which accounted for nearly 30%.

With regard to educational level, 539 (62.3%) respondents reported having not joined any formal
education, and 233 (27%) attended primary education. Moreover, nearly half (49.8%) of the
mothers had husband with no education. Among the respondents, 369 (42.7%) and 317 (36.6%)
were farmers and housewives respectively. Approximately half (49.4%) of the mothers reported
that their husband’s occupation was farming with 203 (23.3%) reporting their husband’s

occupation as merchant

Concerning family composition, 460 (53.2%) of mothers had a family size of 2-5 and the remaining
405 (46.8%) had more than five family members within their households. Five hundred twenty
eight (61%) of the respondents had radio or television and the other 337 (39%) didn’t possess the
respective medias of communication. Details of the background characteristics of the study

participant are given in the Table 1.
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Table 1 Socio-demographic characteristics of the study participants in Konso Woreda, Southern
Ethiopia, March 2016 (n=865)

Variables Frequency Percent

Age at interview

15-19 90 10.4
20-24 225 26.0
25-29 230 26.6
30-34 89 10.3
35-40 45 52
Don’t know 186 21.5
Ethnicity
Konso 803 92.8
Wolaita 30 3.5
Gamo 15 1.7
Others? 17 2.0
Religion
Protestant 573 66.2
Orthodox 266 30.8
Others® 26 3.0
Educational status of the respondent
No education 539 62.3
Primary education 233 26.9
Secondary education 65 7.5
Above secondary education 28 3.2
Educational status of the husband
No education 431 49.8
Primary education 136 15.7
Secondary education 125 14.5
Above secondary education 169 19.5
Refused 4 0.5
Marital status
Married 838 96.9
Others® 27 3.1
Respondents occupation
Farmer 369 42.7
House wife 317 36.6
Merchant 104 12.0
Civil servant 36 4.2
Others! 39 4.5
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Husband occupation

Farmer 427 494

Merchant 203 23.3

Civil servant 170 19.7

Others® 62 7.2

Refused 3 0.3
Family size

2-4 460 53.2

>5 405 46.8
Has radio/television

Yes 528 61.0

No 337 39.0

2 Amhara, Oromo and Tigre. ? Catholic, Muslim and Pagan. ¢ Cohabiting, Divorced and Single.

4 Daily laborer, House maid, NGO employee, student and Unemployed. ¢ Daily laborer, Driver, Guardian,
NGO employee and Student.

5.2 Past obstetric characteristics of the study participants

Sixty percent (60%) mothers were married when they were between the ages of 15-19.
Approximately, one fourth (24.5%) of the study participants had their first pregnancy between the
ages of 25-29 years and half (50%) of them reported that their last pregnancy was between the age
ranges of 20 -29 years.

Three hundred sixty nine (42.7%) mothers were gravida two to four and 305 (35.3%) of them were
gravida five and above. Three hundred sixty four (42.1%) of the respondents had 2-4 currently
living children, while the rest 297 (34.3%) had parity of five and above respectively. Of the total
participants, 14 (1.6%), 17 (2%), 36 (4.2%) and 44 (5.1%) had ever had abortion, still birth, infant
died within one week and infant died after seven days respectively. Concerning pregnancy
intention, 594 (68.7%) of mothers had planned their last pregnancy, while 271 (31.3%) of them
had not planned their index pregnancy (see Table 2).
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Table 2 Past obstetric history of the study participants in Konso Woreda, Southern Ethiopia,
March 2016 (n=865)
Variables Frequency Percent

Age at marriage

15-19 519 60.0
20-24 151 17.5
25-29 11 1.3
Don’t know 184 21.3

Age at 1% pregnancy

15-19 13 1.5

20-24 167 19.3

25-29 212 24.5

Don’t know 473 54.7
Age at last pregnancy

15-19 146 16.9

20-24 216 25.0

25-29 216 25.0

30-34 71 8.2

35-40 31 3.6

Don't know 185 21.4
Gravidity

1 191 22.1

2-4 369 42.7

5 and above 305 35.3
Parity

1 204 23.6

2-4 364 42.1

5 and above 297 343
Ever had abortion

Yes 14 1.6

No 851 98.4
Ever had still birth

Yes 17 2.0

No 848 98.0
Ever had neonatal death within 7days

Yes 36 4.2

No 829 95.8

Ever had infant death after 7 days
Yes 44 5.1
No 821 94.9
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Last pregnancy planed
Yes 594 68.7
No 271 31.3

5.3 Antenatal care practice

About 82.0% (95% CI: 79.0%-84.0%) of mothers who gave birth a year preceding the survey
attended at least one antenatal care visit. However, only 54.1% (95% CI: 50.4%-57.8%) of mothers
were found to have visited antenatal clinic four or more times (the WHO recommended visits)
during their last pregnancy. Of those mothers who reported attending antenatal care during their
index pregnancy, 403 (56.9%) of them commenced their first antenatal visit during first trimester,

while the rest 305 (43.1%) made their first visit during second and third trimester of pregnancy.

Five hundred sixty five (92.7%) mothers who had received antenatal care during their last
pregnancy were advised for follow-up visits during their first visit, while the remaining 52 (7.3%)
reported having not received any advice from ANC providers. Majority (90.8%) and 445 (62.9%)
of mothers were told about the importance of institutional delivery and the expected date of
delivery by ANC providers respectively. Four hundred six (57.3%) of the respondents reported that
their husbands have visited health facilities with them at least once throughout the course of their
antenatal visits and 529 (61.2%) of mothers mentioned receiving antenatal care in previous
pregnancies other than the last one. Nearly, 88% of the participants were willing to attend antenatal

care in their future pregnancies (See Table 3).
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Table 3 Antenatal care practice among mothers in Konso Woreda, Southern Ethiopia, March
2016

Variables Frequency Percent
Attended ANC during last pregnancy (n=865)

No ANC 157 18.2

1-3 visits 325 37.6

At least 4 visits 383 44.3
Number of months pregnant at 15 visit (n=708)

<4 months 403 56.9

> 5 months 305 43.1
Advised for follow-up visit (n=708)

Yes 656 92.7

No 52 7.3
Do your husband visited HF with you (n=708)

Yes 406 57.3

No 302 42.7
Attended ANC before last pregnancy (n=865)

Yes 529 61.2

No 336 38.8
Told about importance of HF delivery (n=708)

Yes 643 90.8

No 65 9.2
Told about EDD (n=708)

Yes 445 62.9

No 263 37.1
Willing to attend ANC in the future (n=865)

Yes 764 88.3

No 101 11.7
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Type of health facility at which ANC was attended

= Hospital = Health center = Health post

Figure 3 Type of health facilities where antenatal care was attended by mothers in Konso

Woreda, Southern Ethiopia, March 2016

Nearly, three-fourth (75.3%) of the respondents received antenatal care for their last pregnancy
from health centers, while 137 (15.8%) of them reported attending antenatal care at health posts
(see Figure 3).

5.3.1 Reasons for attending Antenatal care during last pregnancy

Of 708 mothers who reported receiving at least one antenatal care, 75.3% and 80.0% of them
visited antenatal clinics in order to know their health status and that of their fetus respectively.
Proximity of health facility to the residence, spousal support and good quality of the service were

also mentioned among the reasons for attending antenatal care during last pregnancy (Table 4).

Table 4 Reasons for attending antenatal care during last pregnancy among mothers in Konso
Woreda, Southern Ethiopia, March 2016

Reasons for attending ANC (n=708) Proportion
To know the health status of the fetus 80.0
To know my health status 75.3
To take medication 18.4
Health facility is closer to my residence 10.5
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Husband supported me 10.4

Good quality services are provided by HFs 7.1

Other* 4.7
*1 was ill; to obtain ANC card.

5.3.2 Reasons for not attending Antenatal care during last pregnancy

Being too busy (9.8%), distant location of health facility from residence (7.7%) and being healthy
(6.4%) were the common reasons mentioned for not receiving antenatal care during index
pregnancy (Table 5).

Table 5 Reasons for not attending antenatal care during last pregnancy among mothers in Konso
Woreda, Southern Ethiopia, March 2016

Reasons for not attending ANC (n=157) Proportion
Too busy to attend ANC 9.8
HF far from the residence 7.7
Was not ill 6.4
Poor quality of the service 4.9
Others™* 3.9

**Feeling shame; not know the importance of ANC; husband refused; having no experience; ANC not
necessary.

5.4 Health Facility delivery practice

Out of the interviewed mothers, 60% (95% CI: 56.7%-63.3%) of mothers delivered their last child
at health facilities in the year preceding the survey, while the rest 40% (95% CI: 36.7%-43.3%)
gave birth at home. Concerning the mode of delivery, majority (91.6%) of births were delivered
by spontaneous vaginal delivery followed by instrumental and cesarean delivery which accounted
for 52 (6%) and 21 (2.4%) of births respectively. Six hundred thirty eight (73.8%) were planned to
give birth to their last child at health institutions and 535 (61.8%) of them were reported having a
plan for birth preparedness and complication readiness prior to the last childbirth. About half
(49.5%) of mothers had ever given birth at health facilities before their last childbirth and 738
(85.3%) mothers are willing to give birth at health institutions in the future (Table 6).
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Table 6 Place of delivery and prior delivery history of the mothers in Konso Woreda, Southern
Ethiopia, March 2016 (n=865)

Variables Frequency Percent
Place of delivery

Home 346 40.0

Health facility 519 60.0
Mode of last delivery

Spontaneous vaginal delivery 792 91.6

Instrumental delivery 52 6.0

Cesarean section 21 2.4
Planned to give birth at HF

Yes 638 73.8

No 227 26.2

Planned for birth preparedness and
complication readiness

Yes 535 61.8

No 330 38.2
Ever given birth at HF before last childbirth

Yes 428 49.5

No 437 50.5
Willing to deliver at HF in the future

Yes 738 85.3

No 127 14.7

Encountered any health problem during labor,

delivery and immediate postpartum
Yes 143 16.5
No 722 83.5
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5.4.1 Reasons for delivering at health institutions and home

Among those mothers who delivered their last child at health facilities, need of better service
(44.6%), pervious better HF delivery outcome (18.5%) and being told to deliver at health institution
(22.9%) were the commonly reported reasons for giving birth at health facilities (Table 7).

Table 7 Reasons for delivering at health facilities among mothers who gave birth in Konso Woreda,
Southern Ethiopia, March 2016 (n=519)

Reasons for delivering at HF's Proportion
Need better service 44.6
Told to deliver at HF 22.9
Previous better HF delivery outcome 18.5

HF was nearer to residence 8.8
Difficult labor 7.6
Previous bad home delivery outcome 2.5

Concerning the reasons for home delivery, the smooth nature of labor, health facility being far from
residence, previous home deliver being normal and presence of TBA were among the reasons for
delivering at home (Table 8).

Table 8 Reasons for delivering at home among mothers who gave birth in Konso Woreda, Southern
Ethiopia, March 2016 (n=346)

Reasons for delivering at home Proportion
Labor was smooth and short 18.0
HF was too far 13.6
Previous home delivery was normal 7.4
Presence of TBA 6.8
Lack of accompanies 6.6
Was told your pregnancy was normal 53
Un-welcoming approach of health workers 4.2
Nearest HF not provides delivery care 3.0
Poor quality of the service in HF 3.0
Others* 4.0
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*Lack of transportation; husband not allow to go to HF; no female provider at HFs; need to be with
relatives; feeling shame, not having ANC card; sever medical illness.

5.5 Women’s health service utilization and decision making power

On average, mothers who gave birth a year preceding the survey were lived at a walking distance
of 32.65(%£30.39) minutes from the nearest health facilities. Of the total study participants, 687
(79.4%) reported that the health facilities nearest to their residence provided delivery service with
178 (20.6%) reporting that health institutions in their locality didn’t provide delivery care. A great

majority (97.2%) of mothers had ever used health facilities proximal to their place of residence.

Regarding the decision making autonomy, 494 (57.1%), 513 (59.3%) and 514 (59.4%) mothers
made the decision for health service utilization, place of delivery and choice of assistant during
child birth by themselves respectively. However, 371 (42.9%), 352 (40.7%) and 351 (40.6%) of
them reported that the decision for each of the respective issues i.e., decision for health care
utilization, where to give birth and whom to see during childbirth was jointly made by themselves

and their husbands.
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Figure 4 Antenatal care and health facility delivery practice across age categories in Konso
Woreda, Southern Ethiopia, March 2016

Figure 4 indicates that almost all mothers between the age group of 15-19 and 20-24 had received
antenatal care during their last pregnancy. Similarly, higher proportion of mothers below the ages
of 30 years gave birth to their last child at health institutions. Generally, as age increased, the
proportion of mothers who attended at least one antenatal care visit and delivered their last child at
health institutions tend to decline with exception for those mothers between the age of 35-40 years.
Therefore, efforts should be made to increase community based health education and awareness

creation.
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Figure 5 Antenatal care and health facility delivery practice across educational level of the
respondents in Konso Woreda, Southern Ethiopia, March 2016

Antenatal care and health facility delivery practice proportionally increased with the education
level of the respondents (see Figure 5). The figure also indicates that antenatal care use and

institutional delivery almost equivalently improved with mothers’ level of education.
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Figure 6 Antenatal care and health facility delivery practice across birth order in Konso Woreda,
Southern Ethiopia, March 2016

Approximately, over 90% of the respondents with the first birth order received antenatal care and
delivered at health facilities. Overall, antenatal care and health facility delivery practice
consistently decreased with increasing parity. The result also shows that the decline for institutional

delivery across the parity is higher than that for antenatal care use (see Figure 6).
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Figure 7 Place of delivery and antenatal care visits among mothers in Konso Woreda, Southern
Ethiopia, March 2016

Our findings reveals that institutional delivery increased with increasing number of antenatal care
visits. On the other hand, with increased number of antenatal visit, the proportion of mothers who
gave birth at home was declined. This indicates that place of delivery has a relationship with the

frequency of antenatal visits (Figure 7).
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5.6 Factors associated with antenatal care practice

Table 9 presents the result of bivariate and multivariate logistic regression analysis of some socio-
demographic characteristics of the mothers and other variables with antenatal care practice. The
result of crude analysis showed a significant difference in antenatal care use between mothers
resided in urban and rural kebeles. However, on the multivariate logistic regression analysis this

association was not significant [Adjusted OR = 1.57(0.64, 3.87)].

Maternal age was found as an important predictor of antenatal care utilization. The likelihood of
receiving ANC at least once was significantly higher for mothers below the age of 25 years

[Adjusted OR = 6.88 (2.14, 22.16)] compared to mothers aged 30 years and above.

Possessing the Medias of communications (radio/television) also had an influence on the antenatal
care service utilization. On bivariate logistic regression, there was a significant relationship
between having the Medias of communication and maternal use of antenatal care. Similarly, an
adjusted logistic regression analysis presented that mothers who lived in the household not
possessing at least one of the two Medias of communication [Adjusted OR = 0.13 (0.05, 0.31)]

were less likely to visit antenatal clinics than their counter parts.

Distance to the nearest health facility (in hours) from the residence is another significant factor that
influenced antenatal care practice during last pregnancy. Mothers who lived at a walking distance
of one hour [Adjusted OR = 3.48 (1.41, 8.62)] from the nearest health institutions had about 3.48
times higher odds of antenatal care practice relative to those lived at a walking distance (in hours)

of more than an hour.

Similar to the result of bivariate logistic regression analysis, an adjusted analysis presented that
mothers who had not planned their last pregnancy [Adjusted OR = 0.07 (0.03, 0.15)] were less

likely to receive antenatal care during their last pregnancy than those who had planned.
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Table 9 Bivariate and multivariate logistic regression analysis of antenatal care practice among

mothers in Konso Woreda, Southern Ethiopia, March 2016 (n= 865)

Predictors’ Attended  Not attended Crude Adjusted

ANCn (%) ANCn (%) OR (95% CI) OR (95% CI)
Residence
Urban 269(92.8) 21(7.2) 3.97 (245, 6.44) 1.57 (0.64, 3.87)
Rural 439(76.3) 136(23.7) 1 1
Age at interview
<25 years 309(98.1) 6(1.9) 30.66 (12.71, 6.88 (2.14,22.16)
25-29 years 195(84.8) 35(15.2) 73.94) 3.26 (1.49,7.14)
> 30 years 84(62.7) 50(37.3) 3.32(2.01, 5.48) 1

1

Husband education
No education 288(66.8) 143(33.2) 0.24 (0.06, 0.01) 0.13 (0.014, 1.26)
Primary and secondary 250(95.8) 11(4.2) 0.27 (0.60, 1.24) 0.45 (0.05, 4.33)
Above secondary 167(98.8) 2(1.2) 1 1
Wealth quintile
Lowest 177(63.7) 101(36.3) 0.08 (0.04, 0.14) 0.92 (0.32, 2.65)
Medium 218(88.3) 29(11.7) 0.34 (0.17,0.67) 1.58 (0.49, 5.01)
Highest 287(95.7) 13(4.3) 1 1
Has radio/TV
No 199(59.1) 138(40.9) 0.05 (0.03, 0.09) 0.13 (0.05,0.31)
Yes 509(96.4) 19(3.6) 1 1
Walking distance (in
hours) to nearest HF
<1 hour 603(85.2) 105(14.8) 2.84 (1.92,4.21) 3.48 (141, 8.62)
1-2 hours 105(66.9) 52(33.1) 1 1
Last pregnancy planned
No 136(50.2) 135(49.8) 0.04 (0.02, 0.06) 0.07 (0.03, 0.15)
Yes 572(96.3) 22(3.7) 1 1

Notes: Bolded values indicate statistically significant associations on adjusted analysis.

*n=679, since 186 of the respondents didn’t know their age at interview.
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval; HF, health

facility; TV, television.
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5.7 Factors affecting health facility delivery practice

In bivariate analysis, residence, ownership of mass media, household wealth quintile, family size,
walking distance (in hours) to the nearest health facility, pregnancy intention, birth preparedness
and complication readiness plan (BPCR), planning to give birth at health facility and provision of
delivery care by the nearest health institution were found significantly associated with institutional
delivery. However, in the multivariate logistic regression analysis, ownership of communication
Medias, family size, walking distance (in hours) to the nearest HF, birth preparedness and
complication readiness plan, planning to give birth at health facilities and provision of delivery
service by the nearest health facility were identified to be significantly associated with delivery

care utilization (Table 10).

Ownership of communication media was also found as a significant predictor of institutional
delivery, where mothers who lived in households not possessing the communication medias
(radio/television) had a lesser likelihood of giving birth at health facilities than those who had at
least one of the communication medias [Adjusted OR = 0.45 (0.27, 0.76)].

The result of both bivariate and multivariate logistic regression analysis also revealed a strong
association between family size and health facility delivery practice. The odds of institutional
delivery among mothers with family size of 2-4 was about 2.36 times higher than for mothers

having a family members of 5 and above [Adjusted OR =2.36 (1.44, 3.87)].

There was a statistically significant association between walking distance (in hours) to the nearest
health facility and delivery care utilization. Mothers who lived at a walking distance of less than
one hour from the nearest health facility had 2.32 times higher odds of giving birth at health
facilities than those who walked more than one hour to the health facility proximal to their

residence [Adjusted OR =2.32 (1.16, 4.62)].

Compared with mother who had planned for birth preparedness and complication readiness, those
not planned for BPCR had lesser likelihood of using health institutions during childbirth [Adjusted
OR = 0.12 (0.07, 0.21)]. Similarly, the odds of health facility delivery practice was lesser for
mothers who had not planned to give birth at health institution than those who had planned

[Adjusted OR = 0.03 (0.01, 0.10)].

41



Provision of delivery care service by the health facility nearest to the residence was also found to

be an independent predictor of institutional delivery. Mothers who resided closer to the health

facilities that provided delivery care had more than three times higher odds of having their birth

took place at health facilities than for those whose nearest health institutions didn’t provide delivery

care service [Adjusted OR = 3.13 (1.62, 6.07)]. Relative to mothers with highest household

monthly income, mothers in the households with lowest monthly income were less likely to use

health institutions for birthing [Adjusted OR = 0.45 (0.23, 0.96)].

Table 10 Bivariate and multivariate logistic regression analysis of institutional delivery among

mothers in Konso Woreda, Southern Ethiopia, March 2016 (n= 865)

Predictors’ Institutional Home delivery Crude Adjusted
delivery n (%) n (%) OR (95% CI) OR (95% CI)

Residence

Urban 231(79.7) 59(20.3) 3.90 (2.81, 5.42) 1.72 (0.90, 3.28)

Rural 288(50.1) 287(49.9) 1 1

Has radio/TV

No 107(31.8) 230(68.2) 0.13 (0.09, 0.18) 0.45 (0.27, 0.76)

Yes 412(78.0) 116(22.0) 1 1

Wealth quintile

Lowest 106(38.1) 172(61.9) 0.11 (0.07,0.16)  0.45 (0.23, 0.96)

Medium 139(56.3) 108(43.7) 0.22 (0.15,0.33)  0.69 (0.37,1.27)

Highest 256(85.3) 44(14.7) 1 1

Family size

2-4 368(80.0) 92(20.0) 6.73 (4.96,9.12)  2.36 (1.44,3.87)

>5 151(37.3) 254(62.7) 1 1

Walking distance to

nearest HF

<1 hour 448(63.3) 260(36.7) 2.09(1.47,2.96)  2.32 (1.16, 4.62)

1-2 hours 71(45.2) 86(54.8) 1 1

Pregnancy planned

No 89(32.8) 182(67.2) 0.19 (0.14, 0.26) 1.07 (0.59, 1.9)

Yes 430(72.4) 164(27.6) 1 1

Planned for BPCR

No 55(16.7) 275(83.3) 0.03 (0.02, 0.05) 0.12 (0.07, 0.21)

Yes 464(86.7) 71(13.3) 1 1
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Planned to give

birth at HF

No 3(1.3) 224(98.7) 0.003 (0.001, 0.01)  0.03 (0.01, 0.10)
Yes 516(80.9) 122(19.1 1 1

Nearest HF provides

delivery care

Yes

No 449(65.4) 238(34.6) 2.91(2.07,4.09) 3.13 (1.62, 6.07)
70(39.3) 108(60.7) 1 1

Notes: Bolded values indicate statistically significant associations on adjusted analysis.
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval; HF, health
facility; BPCR, birth preparedness and complication readiness; TV, television.
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6. DISCUSSION

This study was intended to assess antenatal care and health facility delivery practice among mothers
in Konso Woreda, Southern Ethiopia. Antenatal care and skilled care during childbirth were
mentioned among the key strategies in reducing maternal deaths as timely management and
treatment of pregnancy and intrapartal complications can make the difference between life and
death [3, 11]. Therefore, investigating their levels and determinants would provide an evidence for
policy direction and basis for programmatic planning. Our analysis of community based, cross-
sectional data from mothers who gave birth in one year preceding the survey attempted to identify

the levels and determinants of antenatal care and health facility delivery practice.

6.1 Antenatal care practice

The result of this study showed that approximately 8 out of 10 mothers reported attending at least
one antenatal care visit during their last pregnancy. However, only 54% of them made the WHO
recommended antenatal visits (at least four visits). Even though the proportion of at least one ANC
visit was encouraging, the percentage of mothers who made the recommended antenatal visits was

low.

The proportion of at least one ANC visit in this study was lower than the findings from the studies
in India [24, 34], Kenya [20], Nigeria [38], Nepal [39], and rural Bangladesh [73]. Similarly, the
finding of this study was slightly lower than that reported from the studies conducted in Hossaina
[17], Holeta town [27], Kombolcha district [42] and Wolaita [16] which was 88%, 87%, 86% and
85% respectively. However, the figure from this study was higher than that reported in other
studies conducted in Bangladesh (64.3%) [40] and Dembecha, Ethiopia (57%) [15] and Yem
woreda, Ethiopia 28.5% [43]. Some of this discrepancy could be partly explained by difference in
the study designs employed by different studies. These differences could also be due to socio-
demographic, economic and cultural variations between the population groups under investigation

in these studies.

Our finding that 54% of mothers had received at least four antenatal visits was almost similar with
that reported in the studies conducted in Nigeria 55% [38], Vietnam 54% [41] and Wolaita,
Southern Ethiopia 53% [16]. But, compared with the findings in the studies done in East Delhi
77% [34], Nepal 87% [21] and 80% [39] and Bangladesh 65% [73], the percentage of mothers who

attended at least the recommended ANC visits in our study was lower. This variation could be due
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to difference in population variables and difference in the distribution of health service
infrastructure. On the other hand, the figure was much higher than those found in other studies
conducted in India 13.5% [24] and in different parts of Ethiopia 38.7% [17], 38% [42], 34% [27]
and 29% [43]. This difference could be partially explained by the fact that the expansion of service
delivery points, particularly health posts to the grass root (village) level could have increased the

utilization of antenatal care in the study area.

In this study, maternal age at interview was a significant predictor of maternal use of antenatal care
during pregnancy, where younger mothers had a higher likelihood of attending antenatal care than
older mothers. This might indicate that younger mothers had lesser pregnancy experience and had
higher tendency to visit antenatal clinics than older mothers. This finding was consistent with the
findings reported in the studies conducted in Nigeria [22] and Nepal [21]. Similarly, several studies
in Ethiopia found a decline in the utilization of ANC with an increasing maternal age [15, 27, 42,
47]. However, this finding is not in line with that reported in studies done in Tigray, Ethiopia [14]
which reported higher ANC utilization among older women. This variation could be due to the

difference in the socio-demographic characteristics of the population under investigation.

Possession of Medias of communication was also found to have a statistically significant relation
with antenatal care practice. Our finding is in agreement with that reported in the study conducted
in Holeta town, central Ethiopia [27] which might be due to similarity in the study design used by
both studies.

The present study showed that, as the walking distance (in hours) to the nearest health facility
decreased the likelihood of receiving at least one antenatal care during pregnancy increased. This
finding was similar to the that indicated in the studies conducted in Ethiopia, Tigray [14],
Kombolcha [43] and Butajira [49]. This relationship could be partly explained due to the fact that
as distance to health facility decreased, transportation and road problem may not impose a
significant problem so that maternal use of ANC could be increased. Therefore, effort should be

taken to make health facilities closer to the community at a reasonable distance.

Our finding that mothers who had not planned their pregnancy had lesser odds of attending
antenatal care [Adjusted OR = 0.07 (0.03, 0.15)] was consistent with the study finding reported in
different studies [17, 22, 43] which reported a lesser likelihood of ANC utilization among mothers
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whose pregnancy was not intended. This finding implies that proper care might not be offered for

unplanned pregenancies since they were conceived without intention.

6.2 Health facility delivery practice

Out of the total 865 mothers who gave birth in the year preceding the survey, 60% of them took
delivery care at health institutions. This finding indicated that skilled delivery care utilization in
the study area was low which may be due to inadequate health care infrastructures and was
consistent with the study conducted in Holeta town (60%) [27] but lower than those found in others
studies in India [24, 53] and Ethiopia [17, 55]. These difference could be due to the fact that most
of the health posts which were near to the community’s house, in particular did not provide delivery
care as the result of training and equipment gap although they provide antenatal care service. The
other reason given to explain this difference might be due to the unpredictable nature of the onset

of the labor combined by lack of transportation and poor road network.

The proportion of mothers who gave birth at health facilities in this study was higher compared to
the figures reported in the studies conducted in Tanzania 56% [23], Bangladesh 30% [52] and
Kenya 17% [20]. Similarly, the finding of this study was higher than those reported in several
studies conducted in Ethiopia [18, 30, 47, 56-60]. This difference could be due to the fact that our
study was based on recent information of mothers who delivered in the past one year prior to the
survey which might be supported by improved delivery care utilization of the mothers in the study

arca.

Similar to antenatal care practice, skilled delivery care utilization was found to be significantly
associated with possessing a communication Medias. In our study, it was revealed that mothers
with the households not possessing any of the two communication Medias (radio/TV) were less
likely to give birth at health institution. This implies that messages from communication media
have a positive influence on using health care services. This finding was consistent with findings

reported in other studies in Ethiopia [25, 27].

Distance (in walking hours) to the nearest health institution was also found to have a statistically
significant association with health facility delivery practice. This finding was in line with that
reported in other studies conducted in Kenya [20], Tanzania [23] and Holeta town, Ethiopia [27]
which reported an increased likelihood of institutional delivery with decreasing distance from
health facility to residence.
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7. STRENGTHS AND LIMITATIONS OF THE STUDY

7.1 Strengths of the study

First, the findings of this study might be generalizable to the woreda. Second, this study has used
a structured questionnaire adapted from standard questionnaire after the necessary modification
and pre-test was made. Third, the use of bilingual data collectors may increase the quality of the
data collected and made the result more valid and the use of statistical methods to control possible

confounding factors was also considered as the strength of the study.

7.2 Limitations of the study

This study had some limitations worth mentioning. Firstly, since the study included mothers who
gave birth one year preceding the survey, there might be a recall bias which may cause the mothers
to respond wrongly during interview. Secondly, social desirability bias which may occur as a result

of mothers systematically provided a socially acceptable response during interview.
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8. CONCLUSIONS AND RECOMMENDATIONS

8.1 Conclusions

The result of the study revealed that 82.0% of the mothers made at least one ANC visit during
pregnancy. However, the percentage of mothers who attended the WHO recommendation of at
least four ANC visits was 54.0%. Despite high proportion of at least one antenatal visit, only 60%
of the mothers gave birth at health institutions.

Maternal age, possession of communication Medias, walking distance (in hours) to the nearest
health facility and pregnancy intention were found to influence the maternal use of antenatal care
during pregnancy. On the other hand, the result of this study showed that health facility delivery
practice was affected by socio-demographic factors involving possession of communication
Medias, household wealth quintile and family size. In addition, walking distance (in hours) to the
nearest health facility, planning for birth preparedness and complication readiness and planning to
give birth at health facility and provision of delivery care service by the nearest health institution

were also identified as the factors determining the utilization of institutional delivery.

8.2 Recommendations
Policy makers and health planners
» Need to recognize the factors affecting antenatal care and health facility delivery practices
and incorporate a factor specific interventions during design and planning of health programs.
» Improved access to information for mothers regarding maternal health care which would be
imperative should be taken by the government and others concerned stakeholders
Konso woreda health bureau
» Should take an effort to equip health facilities with the capacity to provide maternal health
care services, delivery care in particular.
» Emphasis should be given for capacity building (training) for health care providers and HEWs
in order to provide a need based quality maternal health care services.
Health extension workers

» Should make efforts to increase community based health education, awareness creation.
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ANNEXES

Annex I: English version Information Sheet

Introduction

Hello, my name is ----------------- . I am working as data collector for the study being conducted in
this community by Mr. Kusse Urmale (BSc in Clinical Nursing), who is studying his master’s
degree at Addis Ababa University, College of Health Sciences, School of Nursing and Midwifery.
I kindly request you to lend me your attention to explain you about the study and being selected as
the study participant.

Study Title
“Antenatal care and health facility delivery practice among mothers in Konso Woreda, Southern Ethiopia”

Purpose

This study is intended to assess antenatal care and health facility delivery practice and factors affecting them
among mothers who gave birth in the last one year. Therefore, the information obtained from this study may
be used by MOH, organizations supporting services in your community, researchers and local health
planners for promotion of utilization of antenatal care and health facility delivery care services and
prevention of factors influencing their utilization in general. Moreover, the main aim of this study is to write
a thesis as a partial requirement for the fulfillment of Degree of Master’s program in Maternity and
Reproductive Health Nursing.

Procedure and duration

First of all, you were selected by lottery method. I will be interviewing you using a questionnaire to provide
me with pertinent data about antenatal care and health facility delivery care for recent birth that is helpful
for the study. There are about 73 questions to answer where [ will fill the questionnaire by interviewing you.
The interview will take about 20-30 minutes, so I kindly request you to spare me this time for the interview.

Risks
The risks of being participating in this study are very minimal, but only taking few minutes from your time.
Other than this the interview will not cause any physical harm on you and the community.

Benefit
There would not be any direct payment for participating in this study. But the findings from this research
may reveal important information for the local health planners.

Confidentiality

The information that you provide us will be confidential. There will be no information that will identify you
and your organization. The findings of the study will be general for the study population and will not reflect
anything particular of individual persons or housing. The questioner will be coded to exclude showing
names; no references will be made in oral or written reports that could link participants to the research.

Rights

Participation in this study is fully voluntary. You have the right to declare for your organization to participate
in this study. You may refuse to answer any question or choose to stop the interview at any time. However,
we hope you will answer the questions, which will benefit the services you provide and the nation.



Contact address

If there are any questions or enquires any time about the study, please contact and speak to principal
investigator. Name: Kusse Urmale, Phone number: 09 1615 7088 or 09 6014 3231 and Email:
kussesinbo@gmail.com.

Annex II: Statement of Consent (English version)

I have read (was read to me) the participant information sheet. I have clearly understood the purpose of the
research, the procedure, risks and benefits, issues of confidentiality, rights of participating and contact
address for any queries. I have given the opportunity to ask questions for things that may have been unclear.
I was informed that I have the right to withdraw from the study at any time or not to answer any question
that I do not want. Therefore, I declare my voluntary consent to participate in this study with my initials

(signature) as indicated below.

Participant's signature date / /2008
Interviewer's name and signature date / /2008
May I begin the interview? Yes [ ] No [_]

II



Annex III: English version questionnaire

Part I: Socio-demographic and economic information

Question Response Code
101 | Questionnaire code e Al
102 | Name of the Kebele @~ | —=memmemeeee A2
103 | Village’s/Ketena’s name/number | -----------—-- A3
104 | Household code e A4
105 | Date of interview (in Ethiopian AS
calender) L1 1 ( Day/month/year)
106 | Where is your place of residence? 1. Urban A6
2. Rural
107 | How old were you at your last A7
birthday? L (in years)
98. Don’t know
108 | How old were you at your marriage? A8
LL 1 (in years)
98. Don’t know
109 | What is your educational level? 1. Unable to read and write A9
2. Able to read and write
3. 1-4 grade
4. 5-8 grade
5. 9-10 grade
6. 11-12 grade
7. College/university student
8. Under graduate/Post graduate degree
88. Refused
110 | What is your husband’s educational 1. Unable to read and write A10
level? 2. Able to read and write
3. 1-4 grade
4. 5-8 grade
5. 9-10 grade
6. 11-12 grade
7. College/university student
8. Post graduate degree
88. Refused
111 | What is your ethnicity? 1. Konso All
2. Wolaita
3. Gamo
4. Tigre
5. Oromo
6. Amhara
7. Other (please specify)
88. Refused
112 | What is your marital status? 1. Single Al2
2. Cohabiting
3. Married
4. Divorced
5. Widowed

I




88. Refused

113

What is your religion?

Protestant

Orthodox

Catholic

Muslim

Other (please specity)

kW=

88. Refused

Al3

114

What is your occupation in the last one
year?

Farmer

House wife
Merchant

Civil servant
Daily laborer
Unemployed
NGO employee
Unpaid employee
House maid

0. Pensioner

1. Other (please specify)

-SRI BB IP NS

88. Refused

Al4

115

What is your husband’s occupation in
the last one year?

Farmer

Merchant

Civil servant

Daily laborer
Unemployed

NGO employee
Unpaid employee
Pensioner

Other (please specify)

XNk LD~

88. Refused

Al5

116

Do you have monthly income?

Yes
No
I don’t want to tell

w =

Al6

117

Taking the past year, how much is the
average monthly earnings of your
household?

| ] ] ] ] ] ]
88. Refused

| (in birr)

Al7

118

If you don’t know the amount, please
give an estimate of your household
assets if I read some options to you.

AW N =
2]

=

[¢}

¢}

o

Other (please specity)

88. Refused

Al8a
A18b
Al8c
Al18d

Al8e

119

Family size (in number)

LI (in number)

Al9

120

Do you have radio/television?

1. Yes
2. No

A20

v




Part II: Obstetric Information

Question Response Code
201 | How old were you at your 1% pregnancy? LT (in years) B1
98. Don’t know
202 | How old were you at your last pregnancy? | 1. —1— (in years) B2
98. Don’t know
203 | How many pregnancies have you had in LT (in number) B3
your life? (including the recent birth) 88. Refused
204 | What were the outcomes of all pregnancies you have had? (Ask for each question and put
numbers on the space provided.)
How many of them are alive? L' (in number) B4a
How many of them were abortion? L (in number) B4b
How many of them were still birth? LI (in number) B4c
How many of them were died within L' (in number) B4d
7days?
How many of them were died b/n 7days L' (in number) B4e
&1 year?
How many of them were survived to L' (in number) B4f
greater than one year?
Other (please specify)
B4g
205 | How many sons and daughters do you L—L_T'Sons (in number) B5a
have currently? L1 Daughters (in number) B5b
206 | When was your last pregnancy? B6
L1 months back
207 | Was the pregnancy planned? 1. Yes B7
2. No
208 | Did you receive antenatal care for your 1. Yes B8
last pregnancy? 2. No...If No, go to B20
209 | If ‘'YES’ for Q208, why did you attend 1. Iwasill B9a
ANC for your recent pregnancy? 2. In order to take medication B9
. . 3. Health facility closer to residence B9c
(Participants can provide more than one | 4, [, <band supported me Bod
responses) 5. Good quality of the services B9e
provided by health facilities
6. In order to know my health status BOf
7. In order to know health status of the | B9g
fetus
8. Other (please specify) BSh
210 | Ifyou attended ANC, in which health 1. Hospital B10
facility did you attend it? 2. Health center
3. Health post
4. Private clinic
5. Other (please specify)




211 | If you attended ANC, by whom did you 1. Physician B11
see during your ANC visit? 2. Health officer
3. Nurse
4. HEW
5. Other (please specify)
212 | How many months pregnant were you B12
when you first receive antenatal care for L1 1 (in months)
last pregnancy? 98. Do not know
213 | During your first antenatal visit, did health | 1. Yes B13
care provider advise you to attend the 2. No
remaining follow-up visits? 3. Do not remember
214 | How many times did you visit ANC L1 (in number) B14
during your last pregnancy? 98. Do not know
215 | During ANC visits of your last pregnancy, were any of the following done at least once as a
part of your antenatal care?
Were you weighed? 1. Yes Bl15a
2. No
Was your height measured? 1. Yes B15b
2. No
Was your blood pressure measured? 1. Yes Bl15c
2. No
Did you give a urine sample? 1. Yes B15d
2. No
Did you give a blood sample? 1. Yes Bl5e
2. No
Was general physical examination done? | 1. Yes B15f
2. No
Were you informed about danger sign of | 1. Yes Bl15g
pregnancy? 2. No
216 | During antenatal care visits, were you 1. Yes B16
given an injection on the arm? 2. No........ If No, go to B18
217 | If ‘'YES’ for Q216, how many times did LT (in number) B17
you get this tetanus injection? 98. Do not know
218 | Was your husband visited health facility 1. Yes B18
with you during your ANC visits of your 2. No....... If No, go to B21
last pregnancy?
219 | If ‘'YES’ for Q218, for how many times B19

did your husband visited HF with you?

L1 (in number)
98. Do not know

VI




220 | If *°NO’ for Q208, why didn’t you attend 1. I'wasnotill B20a
ANC for your last pregnancy? 2. I'was too busy to attend ANC clinic | B20b
.. . 3. Health facility is far from my B20c
(Participants can provide more than one residence
responses) 4. My husband refused me B20d
5. Afraid of service fee B20e
6. Poor quality of the services B20f
provided by HFs
7. 1feel shame B20g
8. ITdon't know importance of ANC B20h
9. Other (please specify) B20i1
221 | Have you ever attended antenatal care in 1. Yes B21
other pregnancies before your last . No } Go to B25
pregnancy? 3. Ttis my I* pregnancy
222 | If ‘YES’ for Q221, in how many LI (in number) B22
pregnancies? 98. Do not remember
223 | Were you told about the importance of HF | 1. Yes B23
delivery by health care providers during 2. No
antenatal visits?
224 | Were you clearly told about the expected 1. Yes B24
date of delivery by health care provider 2. No
during your antenatal visits?
225 | Are you willing to attend ANC visit at 1. Yes B25
health facility in the future? 2. No
226 | Where did you deliver your last baby? 1. Home B26
2. Hospital
3. Health center
4. Private clinic( Go to B28
5. Health post
6. Other (please specify)
227 | Why did you prefer to deliver at home? 1. Too much cost of HFs B27a
(Ask for those delivered at home only) 2. Facility not open regularly B27b
3. Facility too far B27¢
. . 4. Poor quality of service in HFs B27d
(Participants can provide more than one | 5 N female provider at HFs B27e
responses) 6. Husband not allow to go HF B27f
7. Need to be with relatives B27g
8. Unwelcoming approach of health B27h
workers
9. Presence of TBAs B27i
10. Labor was smooth and short B27j
11. Previous HDs was normal B27k
12. Lack of accompanies B271
13. I was told my pregnancy is normal | B27m
14. Lack of transportation B27n
15. Other (please specify) B270

VII




228 | Why did you prefer to deliver at Health 1. HF was near to me B28a
facility? 2. Need better service B28b
(Ask for those delivered at health 3. Previous better outcome with B28c
institutions only) delivering at HF
4. Twas told to deliver at health B28d
. . facilities
(Participants can provide more than one 5. Difficult labor B28e
responses) 6. Bad outcome with previous HD B28f
7. Other (please specify) B28g
229 | What was the mode of your last delivery? | 1. Spontaneous vaginal delivery B29
2. Instrumental delivery
3. Cesarean section
4. Ido not remember
5. Other (please specify)
230 | Who assisted your last childbirth? 1. Physician B30a
2. Health officer B30b
3. Nurse B30c
(Participants can provide more than one | 4 [ealth extension workers B30d
responses) 5. Trained TBA B30e
6. Untrained TBA B30f
7. My mother B30g
8. Mother-in-law B30h
9. Husband B30i
10. No-body B30j
11. Other (please specify) B30k
231 | What was the condition of your last baby 1. Live birth B31
after birth? 2. Live birth but died soon after
3. Died before seven (7) days
4. Still birth
5. Other (please specify)
232 | Did you encounter any health problems 1. Yes B32
during labor, delivery and immediately 2. No
after birth during your last delivery? 3. Don’t remember J Go to B37
233 | If ‘YES’ for Q232, what were the 1. Excessive Vaginal bleeding B33a
problems? 2. Prolonged labor (>12 hrs.) B33b
3. Retained placenta (>1hr) B33c
.. . 4. Inability to control urine/faces/both | B33d
(Participants can provide more than one | 5 Mal-presentation B33e
responses) 6. Fetal death B33f
7. Early rupture of membrane B33g
8. Loss of consciousness B33h
9. Other (please specify) B33i
234 | If ‘'YES’ for Q232, what measures were 1. Taken to health facility B34
taken to alleviate the problem? 2. Took traditional medicine
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3. Consulted TBA
4. No action taken
5. Other (please specify)
235 | If you were taken to HF, were you referred | 1. Yes B35
further to other health facility? 2. No...ooentn If No, go to B37
236 | What mode of transport did you use to 1. On foot B36
reach the health facility? 2. On the back of donkey
3. Local stretcher
4. Rented car
5. Ambulance
6. Other (please specify)
237 | According to your birth order, where does B37
the last baby belong? LI (in number)
238 | What is the birth interval for the last two LI (in months) B38
pregnancies? 77. 1t is my first birth
239 | Were you planned to give birth at HF for 1. Yes B39
your last pregnancy? 2. No
240 | Did you plan for birth preparedness and 1. Yes B40
complication readiness during your last 2. No
pregnancy?
241 | Have you ever given birth at HF before 1. Yes B41
your last birth? 2. No
3. Itis my first birth) Go to B43
242 | If ‘'YES’ for Q241, in how many B42
pregnancies? LL I (in number)
243 | Are you willing to deliver at health facility | 1. Yes B43
in the future? 2. No
Part III: Women Health Service Utilization and Women Decision Making Power
Question Response Code
301 | How long it takes to reach the L 1 \yalking (in minutes) Cl
nearest health facility from your
home?
302 | What type of health facility is it? 1. Hospital C2
2. Health center
3. Health post
4. Private clinic
5. Other (please specify)
303 | Does the health facility provide 1. Yes C3
delivery care? 2. No
3. Don’t know
304 | Have you ever used any health 1. Yes C4
facility in your locality? 2. NO eevviieininen If No, go to C6




305 | If °YES’ for Q305, what services 1. ANC C5a
did you get so far? 2. Delivery C5b
3. PNC C5c
(Participants can provide more 4. Immunization C5d
than one responses) 5. Family planning CSe
6. Curative services C5f
7. Other (please specify) C5g
306 | If ‘NO’ for Q305, what are the 1. Facility too far C6a
reasons? 2. I was not seriously ill C6b
3. High cost of facilities Céc
. . 4. Tt is culturally prohibited Cé6d
(Participants can provide more 5. Presence of traditional healers Coée
than one responses) 6. I was too busy with HHs tasks Ccof
7. Other (please specify) Cég
307 | Have you ever given births at HFsin | 1. Yes C7
your locality? 2. No
3. It is my first child
308 | Who decides your health service 1. Myself C8
utilization? 2. Me and my husband
3. My husband only
4. My relatives
5. Other (please specify)
309 | Who decides place for your child a. Myself C9
birth? b. Me and my husband
c. My husband only
d. My relatives
e. Other (please specify)
310 | Who decides about whom would 1. Myself C10
attend your delivery? 2. Me and my husband
3. My husband only
4. My relatives
5. Other (please specify)
Thank You!
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Annex V: Statement of Consent (Amharic version)
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Annex VII: Konso Version Information Sheet
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Annex VIII: Statement of Consent (Konso version)
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ARG AATPH AT NTT P TP L9 AT NA&K ALAT hAG BAIPHT ACHTT RA K 343477 F14 860 g ARG AT
A7 TOTAT 3434 4 hFT0 0T AN FRD NATTT KCA ATLTT ACA &4k ANT TITTF P77 AAT AT NI TOHA
Ae NPT FAT 4R, 43T avted T AT PAT 44900 AT ANTT §:4-0P17 AT

4497 hG FAFETT A / /2008
9TR N 44T hGTT a0l E TG EX / /2008
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Annex IX: Konso version questionnaire
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