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Abstract
Maternal health care service utilization is very lim developing countries especially in Ethiopia

.Having this in mind, this study was made to astaders influencing the utilization of maternal
health care service iDuna WoredaSNNPREthiopia. A primary data source was used as a data
input and cross-sectional study was conducted fdamuary 10 to March 20, 2014 Duna
Woreda SNNPR A Total of 130 women birth in the three precedihg survey were selected
systematically. Data were collected using quesages and FGD were used to collect
guantitative and qualitative data, respectivelye Btudy indicates that ANC of coverage the
study area was very low; about (46.1%). The maiasoas non attending ANC service
accessibility and availability of health servicastitutional delivery coverage in the study area
was also very low; about 21.6% .majority of dels/&mok place at home; about 78.4%of delivers
took place at home due to presences of relativagbge prefer TBA, lack of awareness, and
transport problem were the main reason cited d@sonting to home delivery. The chi-square test
analysis indicate that the risk of non-attendarfcAMC service and home delivery was higher
for those women whose resident was rural, low etttutal status, women attitude, higher parity,
distance, ,household income and access to mediadfoo be significantly predictors. in
conclusion, the study indicate that the low covera§ ANC and delivery care service in the
study area due to demographic ,socio-economic amwib-sultural factors. Increasing of
maternal health service coverage and promotioedofcation, information, women awareness
for use of institutional delivery and ANC service the rural and urban community are
recommended.



CHAPTER ONE
1. Introduction

1.1. Background of the study

Maternal health care (MHC) can reduce maternal afityt reproductive mortality and improve
pregnancy related out come. Complication of pregpaand child birth are leading cause of
maternal mortality and morbidities for women in d®ping and developed countries. Pregnancy
and child birth are natural and continuous prodessvhich many women are at risk for
developing complication during pregnancy and childh. These complications are the leading
causes of disability and death among women of ceptive age (15-49 years) in developing

countries (Kassu , 2012).

Mateanal health ha emeged & global piority becase o a geat gap in thestatus of
mothe’s wellbeing betveen rich and the pao counties. Accading to WHO (2008,
matenal health refers to the health o women duing pregnancy, childoth and the
postpatum peiod. In rich countries, where women have aces to basic health cee, giving
birth is a paitive and fulfilling expeaience. On the othe hand, for many women in poo
counties it is asciatedwith suffering, ill health and even death.

The Wald Health Organization(WHO, 201Q estimated that 536,000 mateal deatls occu
worldwide each yeafrom complicatios arising from pregnancy, and a highrgpartion o
these deatk occu in sub-Sahaan. Developing countes accountedor 9% (533,000 of the
deabs. Slightly more than hdlof the matenal deatk occured in thesub-Sahaan Africa

region alone followed by South Asia (188,000. Thus, sub-Sahaan Africa andSouth Asia
accountedor 86% of global matenal death.

The fifth Millennium Develgppment Goal (MDG) aims at impgoving matenal health and
Targetsreducing MMR by 796 between 1990 and 2015 thad, iit seelks to achieve an
expected 5% annual decline iIMMR from 1990.Howeve, MMR ha deaeased at the global
level at an avage @ lessthan 26 annually betreen 1990 and 2005. To make the achievement
of thefifth MDG areality, MMR will have to detease at a mucliaster rate epecially insub-
Sahaan Africa, where the annual decline saso far been about 0.1%( MDG report,
2010).Mothes play a pincipal role in the reaing of children and the m@agement b



family dfairs, and thei loss from matenity-related cases is a significant social and pesonal
tragedy.

An estimated 358,000 mateal deatl occured worldwide in 2010, a 3% declinefrom the
levels of 1990. Despite ths decline, developing coumts continued to accounfor 99%
(355,000 of the death Sub-Sahaan Africa and South Asia accountedfor 87% (313,000

of global matenal deatls. Eleven countes including Afghanistan, Bangladash, the
Democatic Republic & Congo, Ethiopia,India, Indoneia, Kenya, Nigeria, Pakistan,
Sudan, and theJnited Republic  Tanzania, comsed 6%6 of all magernal deatk in 2008
(WHO, 2010) .

The pogress of reducingMMR is notable, but the annushte d decline s less than half &
what s needed to achieve ttidth Millennium DevelopmentGoal (MDG5) target d reducing
the matenal matality ratio betveen 1990 and 2015. ®hwill requre an annual declinefo
5.5%. The 344 decline since 19902008 tarslates into an aveage annual declinef qust
2.3%. Thisis still far from the annual declingd &.5% requred to achievéMDG5 (WHO 2010.

In actual fact, the majority of maternal deaths erldwide is occurring in least developed
countries from pregnancy- related complicationssu-Saharan Africa, the risk of maternal
mortality and morbidity is alarmingly higher withtio of 1 in 22 compared to a ratiol in 7300 in
developed region (UNFPA, 2004).

Access to the health care includes at least twoengions; economic access in terms of
affordability and geographic access in terms oWjgers. The poor, most of the time, appeared
to have the least access to health care serviteseTdifferences in access to maternal health
care continue to exist between the richer and ppamed urban and rural and educated and
uneducated ( Anwar. et.al, 2004). Ethiopia heattte system is among the least developed in
sub Saharan Africa and is not, at present, ableffextively cope with the significant health
problem facing the country. The service centre amprised of 143 hospitals, 690 health
centers, 1662 health stations of which 62%, 97%| @n% respectively are owned by the
ministry of health( HSDP, 2007). In Ethiopia oi28% of mothers received antenatal care from

health professional for their recent birth and 3786eived tetanus; only 6% babies were

delivered bythehealthprofessionals and 5% at the health facility (CSA &RC Macro, 2006).



According to the Cemal Statistical Agency (CSA) repat of the 2011 Ethiopian
demogaphic and healthsurvey (EDHS), urban women ae twice mae likely o have
receivedANC from a health pfessonal thanrural women (76 % vs. 26 %) ard also 51%

of births to uban mothes were attended by a healthrgbessonal and 50% delivered in

a healthfacility, compaed with 5 % and 4%, respectively, d births to rural women (CSA,
201]). This shows the exstence ® a huge gap in mateal health cee services utilization
betwveenrural and uban Ethiopia.

In this study the researcher was examined the enfla of different indicator of women
household position on the receipt of skill antehatal delivery care in SNNPR, Hadiya zone, in
Duna Worada. Moreover, the area is characterizecbbyplete absence of research made on the

determinants of maternal health care service. payer will aim to fill these gaps.
1.2 Statement of the problem

Several studies across the world revealed thatutivty of maternal health care service to be
one of the important causes for this high leveinaternal mortality and morbidity in developing
countries. The Widd Health Organization (WHO, 2005 accounted that 536,000 matal
deatls occu worldwide each yeafrom complicatios arising from pegnancy, and a high
propation o these deatB occu in sub-Sahaan. Developing countes accountedor 9%
(533,000 of the dedts. Slightly more than hdl of the matenal deatk (270,000 occured in
the sub-Sahaan Africa region alone,followed by South Asia (188,000. Thus, sub-Sahaan

Africa andSouth Asia accountedor 86% of global matenal deatk.

Pregnancy and child birth are natural and contisymecess in which many women are at risk
for developing complication during pregnancy anddchoirth. These complications are the
leading causes of disability and death among wowfeneproductive age (15-49 years) in
developing countrieBNVHO, 2005).

Maternal death is a major concern of maternal healtleveloping countries. Maternal mortality
in Ethiopia is estimated to be 290 per 100,000.Tikisone of among the highest in the
world(CSA, 2011) compared to 9 per 100,000 livehbin developed countries, 420 per 100,000
live birth in sub Saharan countries and 250 pefdD live birth worldwide( WHO, 2010).



Moreover, the target reduction of 75% between 1880 2015, which requires 5.4% annual
decline rate, cannot be met in sub Sahara Africa@Report, 2009).

As different studies documented that the coveadgeaternal health care service is very low in
Ethiopia. Only about 27% and 6% of women receivefgssionally assisted antenatal and
delivery service (EDHS, 2005), the service coverage low in SNNPR level.

According the estimate developed by WHO (2007),rtbmber of pregnancy related maternal
death was 1 in 92 for the world ( 1 in 22 for tiSA and 1 in 7300 for the developed region.
This clearly shows a big regional gap in healtre@ard maternal mortality. A major explanation

for the maternal mortality rate in Africa is lackarcess of adequate medical care (ECA, 2009)

Antenatal care coverage of the world is 72%(dmgviely countries 68% and industrialized
countries 98%)(UNICEF,2012).According to MHO, hbkaland health related indicators
2011/12,through potential health services coveragereached 78% in 2011/12. Utilization rate
remain low at 0.24% out of patient visits per capitAntenatal care coverage of Ethiopia is
59.4% and deliveries at health care facilities20.3% (MOH , 2012).

According to the Cemdl Statistical Agency (CSA) repat of the 2011 Ethiopian
Demogaphic and HealthHurvey (EDHS), urban women a@e twice mae likely o have
receivedANC from a health pfessonal thanrural women (76 % vs. 26 %) and also 51%

of births to uban mothes were attended by a healthrgbessonal and 50% delivered in

a healthfacility, compaed with 5 % and 4%, respectively, d births to rural women (CSA,
201]). This shows the exstence & a huge gap in mateal health cee services utilization
betweenrural and uban Ethiopia.

Despite the fact that maternal health care utibrais essential for further improvement of
maternal and child health and researchers haveettwonsiderable attention to the importance
of accessibility to health services on health omtedn the country. Little is known about the
status and factors influencing the use of matdnealthcare services in Ethiopia in most regions

in general, and Hadiya Zone, Duwaredain particular.

The region of SNNPR (Nouthern Nation NationalitRsopleRregion) the studyoredaone of
the part of the country to share this high matemaitality rate that prevails over the country .It

antenatal care service (ANC) and known deliverielp$ to reduce the incidence of maternal



morbidity and mortality by providing opportunitiésr health promotion and information about
danger sign, birth preparedness and where to saekfar pregnancy complications. However,
this maternal care utilization in Ethiopia is véoy as compared to developed and most of the
developing countries. Little is known about deteramts of ANC and delivery service utilization
in Ethiopia in general and Hadiya zone Duna wotiadaarticular. Therefore, this study will add

its contribution in filling this gap using primadata from the study area.

The health coverage of Hadiya zone is very lowrdyuthe 2005/06 fiscal year, the zone had only
1 hospital,17 health centers,17 special pharm&cdrslg shops and 20 rural drug vendors for an
estimated population about one and half milliont tisadistributed in its 10 woredas that are

connected by poorly developed road network. Whesoihes to health personal, the available
data shows that zone had only 15 doctors in 19€7 Ehis means the zone had roughly one
doctor per 94,951/person in 1996/97E.C. Compairgtitae SNNPR as whole had roughly 1

doctor per 55,000 person during the same year(Snic2008).This data shows that Hadiya zone
is one of the lowest health coverage in the couaniy low maternal health care utilization in the

region .

There are a number of literature have been domeaiternal health care utilization in different
areas. But those literatures do not have touclinthences of geographical determinants rather
they focused only on health perspective and were considered geographical factors on
maternal health particularly delivery and antendtal instance, Zeine (2010); Hayelom (2008);
Hiberta (2007) and others focused on antenatal ¢taide Abose (2010) was the only one who
published his article in Hadiya Zone in generaleTiain gap of this context he has been
assessed a general manner. His article did nohtowueach specific area. In this the researcher
survey fills this gap in the study. On the othendhahere are serious documents which have the
antenatal and delivery utilization. These reseaclere largely on only urban centers. They
have not been assessed antenatal and delivegatith in rural areas. For examples, Indiras et
al, (2006), Melkamu (2005), and others have bamrducts the research in urban areas. In
addition to this, they were not considering the tigpavariation and other geographical
determinants like distance from health accesgpbilihd availability in relation to health.
Therefore, the researcher filled this and othexteel gaps in the study area.



1.3 Obijectives of the study
1.3.1 General objective
The general objective of the study is to assegsifatfluencing the utilization of maternal health
care service in Duna woreda, SNNPR Ethiopia.

The specific objective of the study:

1. To state the level of utilization of antenatal asdivery care services iDunaworeda
2. To identify economic and demographic factors thexgeassociated with

utilization of maternal health care services.
3. To examine socio-cultural factors that affectsization of maternal health care service.
4. To examine the effect of women’s attitude onizdiion of maternal health care service
5. To express the extent to which accessibility ofitheastitution influences

their utilization by women in child bearing age.

1.3.2 Research Question
1) What is the level of utilization of maternal cd@ntenatal and delivery) service in the

woredas?

2) What are the socio-economic and demographic fadtdisencing utilization of maternal
health care services Dunawored&

3) Does planned pregnancy and positive attitude obdug or partners increase utilization of
maternal health care serviceddonawored&

4) What is the effect of women’s knowledge and atgtach the utilization of maternal health
care services?

5) What are the influences distances from healthifeslin utilization of maternal health care
service in the study area?

1.4  Significance of the study

Maternal mortality is an important public healtholplem generally in developing countries
where uptake of maternity care is very low. ANC amdivery care is one of the most important

interventions proposed by World Health Organizationeduce maternal mortality. Identifying



the factors influencing use of ANC would have meghil implication in high maternal
mortality countries like Ethiopia. This study maglp implementation of maternal health

programs based on finding.

The study aims at findings useful information thegvents women to deliver in health facilities
while large number of them attend antenatal clatiteast once in their period of pregnancy and
less than half deliver in health facilities. Theformation obtained will be useful for the
community and decision makes at the and regionatl lén planning, implementing and
evaluating various interventions related to redeéirdings to reduce maternal mortality rate and
achieve millennium development goals.

The results of the study could apmise undestanding é policymakes by including the main
deteminant factas affecting the matmal health cee utilization inrural Ethiopia. Theresults
can serve & an impotant inputfor any pedble intevention aimed at immoving the

matenal health cee utilizationwhichwill help toreduce matemal matality rate.

Despite the fact that maternal health care utibrais essential for further improvement of
maternal and child health and researchers haveettwonsiderable attention to the importance
of accessibility to health services on health omtedn the country. Little is known about the
status and factors influencing the use of matdnealthcare services in Ethiopia in most regions

in general, and Hadiya Zone, Duna woreda in pddicu

Maternal mortality is a crucial problem in many diping countries, particularly in Ethiopia.
The following facts was enforced the study to foonsmaternal health care service on SNNPR
in Duna woreda. To minimizing maternal mortalityerand ratio in thevoreda for planning and
evaluating of maternal health care service in thedysarea, and also this study will benefit the
society, particularly women in reproductive age{4B) to have a better utilization of the Service
which was improved their health status and wellpeand developing the awareness of health
professional and all other concerned bodies ofgtheernment about the possible causes of the

less utilization of reproductive health care amamgnen in thevoreda



1.5Scope of the study

Research on maternal health care requires a widly sin different groups, levels and areas of
the country. But, in order to make the study momnageable, its scope is delimited to one
selectedvoredaof Hadiya zone Duna worada in SNNPR. Based omelawance to the problem

only women of reproductive age (15-49 years) invtbeadaare included in the study.

1.6. Limitation of the study

The most challenging and facing problems of theystrea was very few respondents, were not
willing to give reliable information especially @matal care service utilization, delivery care
service utilization and other related backgroundaides questions partially, absence of very
few sample respondents at the time of intervielsstage of time and finance and varying in

guantitative some of information gap between camegigovernmental administration

1.7. Organization of the thesis
The thesis constitutes of five chapters and theyoaganized in the following way. The first

chapter deals with the introductory part of thesthsuch as statement of the problem, objectives
of the study, research questions, significancehefstudy, scope of the study and limitations of
the study. The second chapter includes review late® literatures which are relevant with the

research topic. Whereas, the third chapter prouléésils about the background of the study area
such as physical settings including location, ctimand socio-economic conditions, research

methodology and procedures employed to collect dathanalysis of the data presented. The
fourth chapter deals with data presentation. Rm&hapter Five gives summer, conclusion and

possible recommendation based on the results cittiky.

1.®perational Definitions
Maternal health care refers to the health owomen duing pregnancy, childisth and the

postpatum peiod. It is health cee services reducing mateal and irfant mobidity and
mortality during pregnancy and child birth(WHO,2005).

Antenatal care (ANC) is the health cae d women thmoughout the cage d pregrancy
(Zenebe, 2011.)



A skilled attendance of deliveryis defined by the (WHO, 2010)health professisath as a
midwife, doctor or nurse-who has been educatediranued to proficiency in the skill needed to
manage (uncomplicated) pregnancies, child birththedmmediate postnatal period and in the

identification, management and referral of compiarain women and the new born.

Accessibility of the health servicés refers to the distance between the women neside

and health center. It is one of the influencing tdex of the utilization of MHC
service(Freedman,2003).

Traditional birth attendant (TBA) as a person who assists thether during childbirth and
who initially acquired her skills bglelivering babies herself or through an appareptshiother

TBAs. It is also traditional birth attendant (TBAglso known as a traditional midwife,
community midwife or lay midwife, is a pregnancy danchild birth care provider

pregnancy(Melkamu,2005).

Timing of antenatal carerefers to percentage of women having their firdeaatal visit in 1st,
2nd, and 3rd trimester or having no visits. Antahsisit refers to a visit to a certified healthrea
professional, e.g. general practitioner, obstencmidwife and public health nurse. Only visits
to examinations and/or pregnancy-related advicetarbe included. Mere prescription of a
pregnancy test or booking in a maternity unit sidé excluded (UNFPA,2004).



CHAPTER TWO:

2 Review of Relatedt&rature

2.1. Overview of Material Mdality
Maternal mortality is a fundamental complex measafea country’s overall health and
development status. It is defined as the death ah@&n while pregnant or within 42 days of
termination of pregnancy irrespective of the daratand site of the pregnancy from any cause
related to or aggravated by the pregnancy or itsagement but not from accidental or
incidental cause (WHO, 1993). Maternal mortalitifaets one of the shameful failures of human

development (Freedman et.al 2003).

Matenal healthrefers also to the health © women duing pregnancy, childith and the
postpatum peiod. The impotance & matenal health cee services in reducing matenal and
infant mabidity and matality has received inceasing recognition since the
International Cofference onPopulation andDevelopment(ICPD) in Caro. Accading to the
ICPD progam d action, matmal health services should include education orsafe
mothehood; dfective andfocused penatal cee; matenal nutition programs, adequate
delivery asdstance that avorl excessve recouse to casarian sectiors and povides for
obstetric emegency; referral services for pregnancy, childbth and abrtion
complicatiors; post-natal cae andfamily planning(UNFPA, 2004).

The Wald Health Organization (WHO, 2005 estimates that nearly 536,000 matel
deatls occu worldwide each yeafrom complicatios arising from pegnancy, and a high
propation o these deatB occu in sub-Sahaan Africa. Developing countes accountedor
9% (533,000 of the dedis Sightly more than hdl of the matenal deatk (270,000 occured
in the sub-Sahaan Africa region alone,followed by South Asia (188,000. Thus, sub-
Sahaan Africa and South Asia accountedfor 86% of global matenal deats. Matenal
Mortality Ratio (MMR) in 2005was highest in developingregiors with 450 matenal deatk
pe 100,000 live hihs, in stark contast to developedregiors with 9 matenal deats per
100,000 live hiths and in couries of the commowealth d independentstates 51
matenal death pe 100,000 live hiths.
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(WHO, 2005 estimates that nearly 536,000 matel deats occu worldwide each yea
from complicatios arising from pegnancy, and a highrgpation of these deatl occu in
sub-Sahaan Africa. This number declined after five years368,000 women die worldwide
from pregnancy-related causes, nearly all in Sub+4@ahafrica and Asia (WHO, 2010).

Maternal mortality in developing countries and economicallyraesed settings remains a
daunting and largely unmet public health challenge. Timgroving maternal health and
reducing 1990 level maternal mortality rates by 75% ®352is set as a key goal in millennium
development goals (MDGs). Economic development has its awtribution in improving

maternal health in developing countries (Seneviratne ajap&ea, 2000).

Since the international conference on population and dewelop (ICPD) in 1994, there has
been a growing concern about information on levels, trema$ differentials in material
mortality. However, in most developing countries such mfamion remains fragmentary. It is
difficult to monitor maternal mortality in population where ithighest and vital as non-existent
or incomplete. To measure maternal mortality accuratefgrmation is required about details
among women of reproductive age, their pregnancyssttwr near the time of death and the
medical cause of the death-all of which can be difficaltmeasure accurately. Maternal
mortality estimates can be obtained from vital registration,itodigal studies of pregnancy

women or repeated household surveys (EDHS, 2005).
2.2. Maternal health care utilization
2.2.1. Antenatal care service

Antenatal care (ANC) is the health cae d women thloughout the caige d preghancy.

Good prenatal cee hels ersure the health o both the mothe and the baby. Regula
checkup and penatal teting ae impatant pats of prenatal cee. It is pat of the pimary health

cae services for pregnant women and managementf dghe fetus. Complicatios during

pregnancy and childdh ae unpedictable and ften occw suddenly without

warning(Zenebe ,2011).
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Antenatal care much theoretically reduce materratatity and morbidity directly through
detection and treatment of pregnancy related er icurrent iliness or indirectly through
detection of women at increase risk of complicatbdelivery ensuring that they deliver in a
suitable equipped facility (Melkamu , 2005).

Antenatal care can play an important role in impgngunaternal health; not by it-self but through
encouraging women to use other service such asutimtal delivery and advice on pregnancy
or delivery complication. ANC motivate pregnant wamfacing any pregnancy complication to
seek advice for her problem (Zenebe , 2011).

The WHO (2005) has identified four main intervensaas critical in efforts to reduce maternal
mortality in developing countries. These are famglnning, antenatal care, skilled birth
attendance and emergency obstetrics care. It israoegnized that countries with high rates of
maternal mortality have low uptake of these fowgeasial interventions. By contrast, countries
that have successfully reduced maternal mortabtysistently have much higher uptake of this

intervention.

Lower utilization of maternal care service amonghler gravity (multi parious) women could be
due to time and resource constraints faced by thwithelarge families and greater experience of
higher parity women with pregnancy and child b{gddai , 1998).

2.2.2. Delivery service

A skilled attendance of delivery is defined by ti{gvHO, 2010)health professional-such as a
midwife, doctor or nurse-who has been educatediranued to proficiency in the skill needed to
manage (uncomplicated) pregnancies, child birththedmmediate postnatal period and in the
identification, management and referral of compiarain women and the new born. Delivery
care can be divided into two general categorie fifst one is basic care which includes
attending normal deliveries, care of the new bord ianmediate stabilization of a mother if she

has complication before referral. The second omenergency obstetric care.

Delivery care is important for the health of badtle imother and the new born, especially if there
are child birth complications. To reduce the rigkirdections and any complications can be
effectively managed in the presence of qualifigdratant with suitable equipment and supplies.
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However, in most sub-Saharan Africa, delivery garar from adequate as a large proportion of
deliveries occur at home and in the absence offepehhttendant (Niguse, 2010).

Ethiopia ranks low in terms of delivery assistafroen a health professional and delivery in a
heath facility. The percentage of births delivelsdhealth professional is 10 times higher in
Cameroon (62.10) than on Ethiopia (6%) and the qtagn of births delivered by health
professional in Senegal (62%), Malawi (57%) andotles (52%) (Macro International Inc.
2007).

The study conducted in south west Ethiopia repd®@¥ delivered at home and home and 66%
the deliveries were attended by TBAs (Mekone2012 the studyin Gulele District Addis
Ababa, revealed that one fourth of women prefeatetiome. This of preference to deliver at
home was higher in the study area due to lack avase education, and distance from health
center.

2.3. The millennium development goals and maternahortality

Since 2001, 189 United Nation members’ states @avdor the United Nation Millennium
summit. Together they adopted eight interlinkedl&tihium Development Goals (MDG). These
were unprecedented efforts to meet the needs afdhiel’'s poor countries towards better health
of their people by the year 2015. The fifth goahed at improving maternal health, with the
objective of reducing by quarter (75%) the rationodthers and infant death by 2015 (MDR
report,2010).

To monitor the progress towards achieving of tloalgmaternal mortality ratio (MMR) as the
outcome indicator and the number of births attenttedy skilled personnel as the process
indicator were the two indicators that's were to dssessedWHO, 2010. The fourth goal
focused on reduction of child mortality health ttixirds by 2015. These two goals are somehow

interrelated since health children need healthyhest

2.4. Factors Influencing Maternal Health care Senges utilization

The literature suggests that the use of MHCS ireld@ing countries can be influenced by factors
such as the socio-demographic characteristics (SidGyomen; culture; and availability and
accessibility of the services (Mekonnen 2002; I&algbekoyi, 2009). Various studies in the
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literature indicate an association between factoh as income, education, ethnicity, religion,
culture, age, parity and decision-making power tibzation of MHCS. Majority of research
publications reviewed were of quantitative studs=eking to identify statistical association
between these factors and MHCS use (ldris et 86;2Babalola, 2009).

Several studies have been done Worldwide includ@iaigzania and Ethiopia regarding factors
affecting delivery in health facilities. The facdothat have been studied include Socio
demographic factors, socio economic factors, abiiya of health services, accessibility,

behavior and attitudes of health care providerssawib cultural issues (Moore, 2011).

2.4.1. Socio — economic factors
Logically economic status is an important deteanirof health care utilization, since it reflects

individuals or a household’s ability to pay for lbaaervices with a higher wealth and there by a
higher budget, the individual can increase its stweents in health. On the other hand a wealthy
an individual’'s which current income may affect lieacare consumption negatively since the

opportunity cost of spending time in utilizing hisakervice increase with income (Groissman

2000, Muurinen 1982).

However, empirical finding from developing counsrieonfirm poor-rich tendencies in health
service utilization, in both the private and theblpu health sectors (Wagst aff, 2002).
Demographic factors may shape a women’s desiremake use of services (for example,
younger women may have more positive attitude tde/aiealth care), the socio-economic status
of an individual and her house hold determinesdoenomic ability to do so (Stephenos et.al.
2002).

2.4.2. Place of Residence.

The place © residence $ an impatant facta affecting matenal healthcee services
utilization. A study done bsed on the 2005 EthiopiaDHS demorstrated that 2% of
mothes who gave hih in the five yeas bdore the survey received ANC from health
professonal andfurther analwis showed that wban women showed highe use d ANC 24
than the rural countepats, 83% of women in Addis to 226 women in therural regiors

(YaredandAsnaketch, 200R Proximity to a healthfacility has beenfound to &ect the e o
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matenal healthcee services especially inrural aess (Rahaman et al, 1982 cited in Chatkaty

et al, 2003 as these facilities are wually located at long diances. A systematic review

which asssss®d the inequalitie in matenal healthservice utilization wing 30 papes from 23

counties including Ethiopiashowed that patten of use d the matenal healthservices was

different among counes and evenwithin counties. Urban andwealthy women were mae

likely to receive adstance & health pofessonal thanrural and poo women. Thestudy ako

showed thatwealthie women were likely to seek edy ANC than poo women (Say and
Raine, 200y. For many, lack © tramsportation and/o corsideratiors of the cat of

trarsportation serve & mitigating factas to healthcee seeking. For othes, the lov

quality d services and anticipation fo poa behavio from healthstaff may be the mitigating
facta/s. In geneal rural women a@e lesslikely to give brth in healthfacility than thei urban

countepats (Babalola andratusi, 2009 .

Living in urban areasincreaseshe probability of pregnant women wsing trained professonals
for birth deliveries In southern India urban resdence increasel the likelihood of
institutional delivery compared to rural reddence BabalolaS, Fatusi A (2009).Place of residence
wasfound to be animportant predictor for theuse of delivery servicesin Ethiopia aswell
asin Nigeria, with urban women norelikely to useinstitutional deliveriescompared to rural
women. Compiled data from dfferent settings in two reviews showed that urban reddence
increasel the useof delivery services. Gabrysch S,Campkell O M R(2009) In many sub-Saharan
African countries rural areashave poor road networks, inadequate transportation and fewer
hedth facilitiescompared to urban areas, makingwomen from rural areasless likely to have
accessto hedth facility deliveries

2.4.3. Birth Order
A strong relationship has been shown to exist betweeh brder and utilization of MHCS

(Kamal, 2009). Due to uncertainty and the perceptbrisk associated with first pregnancies,
women are more likely to seek medical attention fort-trder births than subsequent ones.
Having a larger number of children may cause resatmostraint, which has been found to be

negatively associated with MHCS use.

15



2.4.4. Education

Research in developing countries has consistehttyws maternal schooling to be strongly and
positively associated with utilization of MHCS (Kam2009). The higher a women's level of
education the more likely she is to utilize MHCS.

2.4.5. Employment

The context within which women are employed inflices their access to MHCS. It is generally
assumed that women who are working and earning ynaile have better autonomy and the
financial ability to pay for services. However, BBtDoan & Brewster (1998) argue that this will
also depend on the intrinsic characteristics ofjtieand not simply on its income-generating
power. As a result of the contextual differencesvomen’'s employment, studies have presented

mixed results in the association between employrmedtMHCS utilization.
2.5. Socio- demographic factors

Influence maternal care there is a general consethsti the use of maternal health care service
reduces mothers and child mortality, and improwe régproductive health of women. Parity and
maternal mortality are mutually correlated, but divection of correlation depends on the type of
services (Anwar et.al., 2004). The use ANC andvedeji care declines with an increase in parity
(Hivbret 2007, and Mills et.al., 2007) women havthgir first child were twice as likely to have
facility based ANC compared to women having theirrth or more births. Similarly, low parity
women were all most three times more likely thaghhparity women to deliver at a health
facility. And both ANC and delivery care were lessnmon among older women (Anwar et.al.,
2004; Mills et.al., 2007).

Other studies also confirm the negative associdbieveen high parity and the likelihood of

receiving ANC and giving birth in a medical instibn (Bloom, 2001). The parity of women is

influenced by their age first's marriage those wmay early will have a higher probability to be

in the high parity than who marry latter. In theMRR region, 45 percent of women are married
before age of 15 (wilder, 2007), the highest eardyriage rate in the country.
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Due to the above state problems, early married wiomay have a high probability of setting
divorced. Studies in Ethiopia and other countrigplan the effect of maternal status on
utilization of MHC services; Widowed/divorced womemere found to be more unlikely to attend
MHCS compared to married women (Coren, 2003; Mergial., 1960).

The number of living children determines women’diastion of MHC services. The more
children at home, the more limited the women’s ritgbiAmong women with more surviving
children at the time of the pregnancy predictecelaatial care scores were lower than among
others (Bloom et.al., 2001).

2.5.1 Knowledge of women and attitude in relationd cultural perspective

Perceived interpersonal quality of care overlapsame extent with traditional beliefs and
possibly sometimes with ethnic discrimination. T@ncern about quality of services sometimes
interacts with other barriers, for example withtace or cost. Perceived quality of services
plays a major role in choice of place of delivdrysome areas women decided to go to private
health facilities, where they pay instead of gdingovernment health facilities which are closer

to their homes and services are provided free.(Mrid 2007).

Community beliefs on health facilities delivery amgportant on the choice of place of delivery.
In other places they believe that normal delivdrgudd be conducted at home and delivery at
health facilities are beneficial for those with qadioations only (women identified with
problems and risk factors during antenatal clinithe availability of delivery assistance by
TBAs has been reported to be associated with niimatibn of a health facility for delivery in
rural areas, Study conducted in northern part oizéaia shows that traditional births attendants
are the ones who determine the place of deliveryranMasai tribe and they also arrange for the
kind of diet required by the women after deliver,order to improve health facilities deliveries
TBAs must be involved, well informed and full partiated.(Shankwaya S 2008, Magoma M
2010)

They believe that TBAs and relatives are affordabid able to meet their expectation during
delivery and postpartum period, these services ataprovide at health facilities(Magoma M,
2010).Another findings by Mrisho in Tanzania shothat labor is kept secret because any

complications develops it means the women is aduiteand remedy for that is to mention all
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men have slept with her( Mrisho M 2007).In Zamhigibelieved that placenta must be buried
in certain manner for a women to continue bearimigden, this is contrarily to health facilities
where placenta is burned by incinerator (Shankv&aga08).

Different ethnicities have different cultural vatuand these cultural values may prevent women
to access health facility for delivery. Knowing ¢$eevalues and addressing them in the
community could improve delivery in health fac#i, thought to be an important influence on
health care-seeking and place of delivery. Assessifequality of services is largely depends
on personal experience with health system. (DuoriZfld4). Elements such as less waiting
times, satisfaction with the service received 4uding staff friendliness, availability of supplies
and waiting times are perceived as good qualityn&émy cases, the medical 'culture' may clash
with the woman's, for example, when family membans not allowed to be present, supine
birthing position is imposed or privacy not respegtthis may lead to perceptions of poor
quality (Thaddeus S 1994). Some studies mentionwiloanen report better quality of care in
private facilities but that cost deters them frosing those services. (Mrisho M 2007). Perceived
interpersonal quality of care overlaps to some rextgith traditional beliefs and possibly
sometimes with ethnic discrimination. The Concdyawd quality of services sometimes interacts
with other barriers, for example with distance ostc Perceived quality of services plays a major
role in choice of place of delivery.

In some areas women decided to go to private hé&adihities, where they pay instead of going
to government health facilities which are closertheir homes and services are provided
free.(Mrisho M 2007) Community beliefs on healttcifities delivery are important on the
choice of place of delivery. In other places thelidve that normal delivery should be conducted
at home and delivery at health facilities are bieradffor those with complications only (women
identified with problems and risk factors duringearatal clinic).

The availability of delivery assistance by TBAs Hzeen reported to be associated with non-
utilization of a health facility for delivery in ral areas, Study conducted in northern part of
Tanzania shows that traditional births attendamés the ones who determine the place of
delivery among Masai tribe and they also arrangettfe kind of diet required by the women
after deliver, in order to improve health facilgid4 deliveries TBAs must be involved, well
informed and full participated.(Shankwaya. S 20@&goma. M 2010 ) They believe that TBAs

and relatives are affordable and able to meet #vgiectation during delivery and postpartum
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period, these services cannot provide at healtlities(Magoma M, 2010).Another findings by
Mrisho in Tanzania shows that labor is kept selseeause any complications develops it means
the women is adulterous and remedy for that iseatian all men have slept with her( Mrisho M
2007).In Zambia it is believed that placenta mustbiried in certain manner for a women to
continue bearing children, this is contrarily toaltle facilities where placenta is burned by
incinerator (Shankwaya. , 2008).

Other reports from Bangladesh and India came-up similar finding (Fortney , 1996). About
53.3%of mother preferred to give birth in the preseof relatives, trust TBAs cultural reason
and lack of money as reason for non-use of thecerv

The use of modern health service is often infludnog individual perception of the women. A
women'’s attitude towards her pregnancy and theepesof social support have been found to
influence ANC use in developing countries (StotR83).

A study revealed that women with low social suppetio were younger more often single who
had lower level of education and income have higiek than those with adequate socials
support (Jeker , 1994).

In Ethiopia studies addressing the factors inflirgn¢he utilization of maternity care services are
scant. Few studies that do exist focused predortijnan major cities. An earlier community
based study in Addis Ababa on maternal mortalitynth that women who did not have AMC
were often those of high risk i.e. illiterate, Had/ level awareness of problems of child behaving,

had low income and were unmarried (Fantahun . 1992)

The important factor in the utilization of matermaalth care, especially in Africa is the cultural
background of women. Women have less and unequata¢o material and other resources; and
their inability to make informed choice are the damental cause of maternal death and
disability. A range of barriers related to womep@wverlessness could harm them directly or by
limiting their access to the services. This inchidgnorance of good health practice as well as
lack of awareness of danger sign during pregnavwy@, 1994).

In many parts of the world women’s decision maksmgmited even in matter directly related to
their own health (UNICEF, 1996). In Bangladesksiusually the mother in law of the husbands

who make decision to seek (or not seek) care (Kh2@9).
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2.5.2. The role of the husband

Because of women'’s lack of control over their owe, Idecision about women’s use of MCH
services are made by husbands or other membeedathily (WHO, 1990: Abbas, 1986). For
instance in Pakistan and other developing couni@dof women delivered at home because of
the husband’s refusal to use the PADC in hospit#HQ, 1990, Kwast, 1992). This mostly
common in many developing countries including Eplao The tradition can severally limit
women’s ability to use even nearby health fac8itiBachman et.al 1997)

2.6. Accessibility and availability of health serwes

Accessibility of the health service has been idedtito be one of influencing factor of the

utilization of MHC service in developing countri@gdelkamu , 2005). Studies made in Jordan
and Iraq indicates that higher distance of placeesidence from the service center significantly
affects the use of MHC service. These studies stibatrthe proportion of non-users is higher for
longer distance from the service center (Abbas861#hd Zerihun , 2009). The effect of distance

is also found to be stronger in Pakistan (Islam&atuir, 2002).

Satisfaction or dissatisfaction with the serviceereed (e.g. effectiveness of the treatment
remedies prescribed, staff attitude, long waitinget hospital procedure, reliability of the

supplies and efficiency) found to affect decisian seek care in developed and developing
countries (Kloose H. et.al., 1987). Several stutbhesd the negative relationship between waiting
time and MHCs use (Hayelom, 2008).

2.7. Quality of health services

Quality of care is an important consideration i@ th seek care. In a study in south west Ethiopia,
multiple structural deficiencies were identified ai components of reproductive health care.
Adequate amount of absolute minimum equipment gelired for maternity and neonatal care

was not available in many institutions (Berhane2¥00). A study on antenatal care service in
North West of Ethiopia reported that 34.7% ANC radie had one or more high risk factors out of
which 77.9% were identified by the health workédsly 16.8% high risk were appointed earlier

than the normal data (Fantahun M. Abue beker Adss®fa M. 2000).
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During 2004, public and private sector were comghamehealth care female out-patient in south-
central Asia. It was found that women get bettee ¢a the private health sector. They felt that's
the quality of care was much better in the prive¢etor both in terms of thoroughness of
examination and communication between doctor arteerga(Bhatia and Cleland 2004:402).

Another study conducted in Sirilanka looked atttieatment seeking behavior of two poor urban
communities for eight months. The private and pub&ctors were considered for health cares.
The study conclude that there was unsatisfactotgrpersonal care in the public sector
necessitating the residents to seek service ofpthate providers who at times would be

expensive but perceived to be offering so priowvises with better customer care (Russtl

2005:139).

2.8. Need and perceived morbidity

Need factors, which refer to health status, peezkivy the individual or evaluated by the health
providers (Zenebe Molla. 2011). It is how peoplewitheir own general health and functional
state, as well as how they experience the symptdntimess, pain and worries about their health
and whether or not the judge their problems to ufécgent important and magnitude to seek

professional health care.

Finding from Ethiopia DHS (2005) indicated that tm®st important reasons for not seeking
health care in Ethiopia was found to be concern tliere may be not a health provider (81%)
concern about getting money for treatment, condbat there may be not a female health
provider, concern that having to take transport@mtern that there may be not one to complete
the house hold chores were cited by about sevégninvomen. Distance to a health facility and
not wanting to go alone are perceived as big prolilg more than three in five women. Only one
in three (35%) women perceived getting permissioga for treatment to be big problem 80% of
women in rural areas perceived having to take pamsas a big problem, compare with only 34

of women in urban area.

A study in Hadiya zone, SNNPRs revealed that ANC service utilizatiensignificantly

influenced by maternal age, mothers who are iratleegroups of 25-29 years were less likely to
utilize ANC service than women who are 35 years aldér. Positive husband attitude toward
ANC service was significantly related to antenatak service utilization. Moreover, in this study

the use of antenatal significantly related to moghdéevel education. Mother was primary
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educational level were more likely to attend AN@rttwomen who are unable to read and write.
It was also observed that availability of womenisd is important. In developing countries,
women spend more time on their multiple respons#sl for care of children, collecting water or
fuel, cooking, cleaning and trade than non theindwealth., furthermore, maternal education,
age, husband attitude and family size and perceviéd regard to the determinants of ANC

morbidity were major predictors of ANC service iaaltion (Zeine, et.al., 2010).

2.9. Health care provision Ethiopia

Before 1992, Ethiopia’s health service system wghly centralized with resources remaining
heavily in Addis Ababa and some urban areas, witkraphasis on curative, hospital based care.
Nevertheless, the majority of Ethiopia’s populatiores in rural areas were health coverage is
very minimal in addition to diversified health ptelms. Considering the seriousness of the
problem, the government understood constructioprohary healthin facilities at the lower
administrative unit can at least minimize the gitra(Collier et al 2002). Accordingly (MOH,
WHO, et.al., 1999) primary health care units arartfive satellite posts are intended to serve a
total of 25000 populations located with 10km radtaschments areas. Next in district hospitals,
each serving a population of 25000 and acting esfearal and training center for 10 primary
health care units the regional hospitals will pdeva specialized service and serve a population
each and the specialized hospitals will providesm@hensive unitary specialists service and act

as a center for research and post basic trainif@H{MNVHO, 1999).

Hadiyazone is one of the 14 zones in SNNPRS of Ethiofha. Zone is administratively divided
in two 11woredasand 324kebeles(the smallest administrative unitd)he health coverage of
Hadiya zone is very low during the 2005/06 fiscal yehe zone had only 1 hospital,17 health
center,17 special pharmacies,6 drug shops andraDduug vendors for an estimated population
about one and half million that is distributed ta 10woredasthat are connected by poorly
developed road network. When it comes to healtsque, the available data shows that zone
had only 15 doctors in 2006. This means the zoderbaghly one doctor per 94,951/person in
1996/97E.C. Comparatively, the SNNPR as whole ragyhly 1 doctor per 55,000 person
during the same year(Solomon M.2008).This data shinatHadiya zone is one of the lowest

health coverage in the country and low maternakiheare utilization in the region.
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Factor affecting maternal health care utilization

2.10.

Conceptual Frame Work

Based on related literature the following conceptual framework tindbe study.

Independent variable

Mediating variable

Dependent variable

Economic and cultural variable
- Wife occupation
- Wife education
- Husband education
- Husband attitude
-  Work status

Deciding to seek care
- Decision makers
Status of women
- Illness character
- Perceived quality care
- Financial and

A 4

A 4

Socio-demographic variable
- Current age
- Age at first marriage
- Marital status
- parity

opportunity cost

Knowledge of
maternal
Health care
service
Accessibility
Acceptability

v

- Number of living
children

Accessibility of facilities
- Place of residence

Physical accessibility /

-  Travel time from home

Quality of care
- Satisfaction
- dissatisfaction

A 4

to facility

Source:Prepared by the researcher,2014

23

Utilization of
maternal
health care
service
antenatal care
delivery care




CHAPTER THREE

3. Research Design and Methodology

3.1. Map of theusly area
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Fig 3.1 Map of study area.
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Hadiya zone is one of the 14 zones in SNNPRS of Ethiopie zone is located at around
distance 232 kms south of Addis Aballde zone is geographically located in "1%9B-
7°561"N and 37°3314"-38°5212" E south west o6NNPRTheZone is administratively divided

in two 11 woredasand 324kebeles (the smallest administrative unitd).is one of the most
densely populated parts of Ethiopia. Its populateaches 1243776 (CSA 2007). By 2010 based
on the census report projection, its population in@seased to 1316962. Total areas of the
Hadiya zone were 3850 square km and the populdeosity is 342/square km. More than 90%
of its population depends on agriculture for suesise. Considering land use, out of the total
area, 69% is cultivated, 7% grazing land, 6% foeest bush land, 2% cultivable, 7.22% non-
cultivable and 8.78% used for non-agricultural\atts, settlement, marshy and swampy areas
and rivers (HZFED 2008).

The health coverage of Hadiya zone is very lowirduthe 2005/06 fiscal year, the zone had
only 1 hospital,17 healthenterl7 special pharmacies,6 drug shops and 20 ruua dendors

for an estimated population about one and halfionilthat is distributed in its 1@oredasthat

are connected by poorly developed road network.mWheomes to health personal, the available
data shows that zone had only 15 doctors in 208& Mmeans the zone had roughly one doctor
per 94,951/person in 1996/97E.C. Comparatively SN&IPR as whole had roughly 1 doctor per
55,000 person during the same year(Solomon .200i8)data shows that Hadiya zone is one of

the lowest health coverage in the country and |latemmal health care utilization in the region.

! The smallest administrative unit in the woreda(sub division of woreda)
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Duna woreda was one of the Woredasof the Hadiy Zone, found in SNNPR. Theoredais
comprised of 1 urban and 31 rural kebeles. Theysanela was 42km far from the Hosanna town
(the capital of Hadiya zone). The total populatadrihe woredawas 133,006 Out of this, 65406
male and 67600 were females (Dumaredaannual report of, 2013Y.otal area of Dun&V/oreda
was 350 square km and the population densities 8&9gerson/square km. This can tell us how
the population pressure on land is high in theysaréa in Duna Woreda Wadiya zone. Besides
more than 95% of its population depends on agtcelfor subsistencef life. The statistical
evidence from (DWFEO, 2013) shows that there i& lmigmber of young age population in rural
areas with high demand for farm land. Regardlegh@fmall proportion of the cultivable land
in the study area, the population, particularly ygpyopulation that demands the farm land is
proportionally high. The woredais the fourth administration level from top-downEthiopian
government structure. It is further divided in kebeleswhich are the lowest political
administration units.

The woreda was characterized by inadequate health faciliftexause of shortage of
infrastructure and rugged topography. These aredlithclinics and 32 health posts own by the
government and 1 clinic owned by private. Theredggovernment or private owned hospital in
the Woreda. The health professionals of \Weredawere 50 health extension worker, 3 health
officers, 60 nurses, 5 pharmacist, 6 laboratoryriexans. There are no medical doctors in the
study area. The overall health coverage of the dare 57% while that of the zonal are 62% of
that zone (Duna&Voredaannual report of 2013). This inadequate qualitthefhealth service has

a negative impact on the health condition of thepbe of the Dun&Voreda
3.1.1. Climate

The woredaconsists oDega woina DegaandQolla agro-ecological zone and its mean annual
rainfall is 1196.22mm.The temperature range fro@fc to 18018%¢ in a wet season and 200
20c° to 25¢° in a dry season. THaghestrainfall is recorded in July and August and thedst

is in between December and February (Mulugeta,0812
3.1.2. Topography
Duna is found at the southern edge of the westlategu of the physiographic region (Mulugeta,

2001, P4).The elevation within the veda ranges from 2,970m mean sea lesehgiyeand
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1000m mean sea level at the wagabata above. Tihagavelevation of the woreda is taken as to
be 1985m from the mean sea level.

3.1.3. Study population

Target population for the study is those womenejproductive age (15-49) who have given at
least one birth in the past three years.

Inclusion and exclusion criteria to the study popuahtion

Inclusion criteria
» All women of married age (15-49 years)
» Married women who have given birth in the previBugears.

» Those who have permanent residence in the study are

Exclusion criteria
» All unmarried women age (15-49 years)
» Women age (15-49) who have not given birth in ttevipus three tears.
» Women who are not permanently residing in the sareg.

3.2. Study design

Cross sectional community based survey was condluictthe area to collect relevant data from
the target women.

3.3. Source and methods of data collection
3.3.1. Source of data
Both primary and secondary source of data are imsthds study. Primary data was collected by
using structured questionnaire and FGD guide questivhich are prepared in English and then
translated in to Amharic language. Published amqublhshed materials like books, journals area
specific health service report liKeuna Health Office was the sources of secondary date. T
source population was all women residing in thek&Relesn the study area. Of these, eligible
(target) population was all women in the reprodiecige whose recent birth occurred within the

last three years survey. This relatively recenetirame is chosen to limit problem of recall bias.
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3.3.2. Methods of data collection
Both quantitative and quantitative data was caflécthrough interview using structural

guestionnaire.

3.3.3. Measuring instrument
After reviewing of relevant literature, variableaticould address the objective of the study were

gathered from previous similar studies and otheteniads. After extensive revision, the final
version of the English questionnaire was developgedindividual who has a very good ability
of both English and Amharic language translatedfitred Amharic version of the questionnaire
back to English to check with the first for any ansistency or distortion in the meaning of

words and in the content of the instrument.

3.3.4. Data collection processe
A structured and pre-tested questionnaire whichfirst prepared interviewers who have

completed 19 and 12" grades in English and translated to Amharic laggtia used to collect
the quantitative data by f@nd 13' grade completed interviewers (5 females and 5shaled 6
nurse supervisors 2 male and 3 female) who aretflsgeakers of the lochladiyaand Amharic
language was given a through training on the im@rtechniques and the questionnaire for four
day before data collection.

The questionnaire was administered to mothers a§etb who have at least a child within three
years preceding the survey. The was checked uamgerand consistency check methods. The
researches witnessed, re-interview a sample oforelgmts and check as many filled of

guestionnaire as possible each day in all selestes.
Pre-test

The pre-test of the questionnaire was carried munie of thekebeleswhich is not selected for
the studyworedaoutside of the selectddebelesthat has similar socio-demographic and agro-
climatic characteristics with the people. A totdl 20 respondents. Both the interviews and

supervisors assessed clarity, understandabilitycantpleteness of the questions, and the others.
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3.4. Sample size

The sample size determination by using Carvalht®84) sample size estimation rule. That is
the maximum proposed sample size population imge@f 501-1200 determined sample size is
130. Therefore, in selected kebeles from totdl0 household heads, 130 household heads
were selected.

Name of woreda] Total kebeles Sample kebeles Totaligabde | Percentage share
households  in of household

sample kebeles | from the total

Duna 32 Ansho 450 38%
Bure-Buleshana 360 30%
Mahale Kuffana 380 32%
Total 1190 100%

Table 3.1 the number of households and sample diowach kebeles.

3.4.1. Sampling procedures

According to SNPR Regional Statistics Abstractl®0a total of 13,500 reproductive age of
women (15-49) were living in the Duna . In eachdle an average of 300-450 reproductive age
groups of women was living. A multi-stage sampliteghnique applied to select the study
subject in the study area. In the study areagthes 31 rural and one urban kebeles are found.
First, three kebeles were selected (one from udmahtwo from rural).two rural kebeles namely
Mahal Kuffana and Bure Bulishana were selectedgusimple random sampling methods and
Ansho town(the only urban kebele) was selected guefully . So as to see whether some
independent variables rural and urban residenmt®bIThe second step was there are 12 Gotts in
the selected rural kebeles, 4 Gotts were ssleitom each kebeles by using simple random
sampling. The third step households were visiteddl®ct a list of households with eligible
women among the selected gotts. Using samplingdyaddo of eligible women are included

from each selected gotts.

Finally, 130 eligible respondents were made tortmuded from both rural and urban in the

study by using systematic random sampling.

29



Figure 3.2: schematic presentation of sampling procedure for
quantitative method.

Duna woreda

Simple random Prupose

sampling

Mabhal

Bure-Bulishan

(rural) Kufana Ansho
(Urban)
v v
Simple random sampling
A 4
v v
Kebele

4 “gotts” 4 “Gotts”

A 4

Systematic random

A
130 Study subjects

3.5.Focus group discussion

For the qualitative data the kebeles administratbe, head of the district desk, and the
supervisors, with principal investigator were useddentify eligible discussant. A total of four

and FGD each holding 7 to 10 discussants was dasté FGD discussion was conducted with
women age 15-49 years, health workers, religioud eommunity leaders and husbands
separately to get in depth information on key isslogg insuring homogeneity. Awareness about
utilization of ANC and delivery care services ahe tmain reasons for the non-utilization was

the main issues discussed during the FGD.
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Health Women Husband
worker

(religious &
community)

A 4 A 4

7 9
Discussants Discussants

10
Discussants

8
Discussants

Focus group discussion is the qualitative data wkigoport quantitative data. The interviewers,
supervisors and the principal investigator werewsed in the results. The feedback is obtained

from the pretest and contributes much to the im@noent of the questionnaire.
3.6. Monitoring of data collection

During the actual data collection data collectorsravassigned for each supervisor. The
supervisors checked the activities of each datedolr by walking with them in each kebele and
sometimes —random spot-checking of the househol@ésngure reliability of the data clarity and

proper identification of the respondents and feelllia the data collectors in the next morning
before the actual procedure. The researcher rarydohdcked at least 6% of the supervisors’

work each day for completeness and relevancies.
3.7. Ethical consideration

The objective of the study is explained to the tdrea study subject. They were that briefly that
any information concerning them will never be pdsge any individual or institution without
their agreement. And women are kindly requestebletgart of the study but also been inform
that it is their right to reject completely to peifpate or to stop at any time in the process. The
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researcher at the end intends to submit a copgsafarch result to the woreda health office that
enables them to undertake interviewers and sumesviesn (data collection procedures, and
proper categorization and coding of the questiaehaire believed to enhance quality of data.
To ensure anonymity was assure that they were emtined to write their names on the
guestionnaire. This would ensure that the respasdare anonymous. Anonym it will occur

when the researcher cannot link a participant téhdata for that person.
3.8. Method of data analysis

Both descriptive and inferential statistical methoehs used in the analysis of the data using text
form, tables, bar graphs, pie chart, univariategdiency and percentage were used in the
descriptive analysis part which identifies the imjpot factors that influence the utilization of
maternal health care services while in inferemiathods bi-variate methods will be identified,
the important factors that influence the utilizatiof maternal health care service including the
chi-square test whether there is an associationdsgt use of maternal health care services and

the independent variable.
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CHAPTER FOUR

4. Data Analysis and Interpretation of ANC ResultsAnd Discussion
In this study a total of 130 women with age uprd5-49 year who delivered within three

years before the survey were interviewedomfthe threeKebeles of Duna Woredain

Hadiya zone. All eligible women in the selectethpée responded to the questionnaire,

4.1. socio- Demographic characteristics of the respdents

The largest study group was in the in the age g&f4f4(50%) years, with a mean age of 27.8+
. About (30%) in the study area, the respondents vilgerate.(31.5%)had completed secondary
high school and higher education. According ton.a2010) education is the best determents of
utilization of ANC service. His finding shows thaducated women were more likeky

receive ANC than those who had no education. Loucation of pregnant women and
unwanted pregnancy were barriers to use of pakwcare service. Additional barriers

were negative attitude towards pregnancy and détitawards prenatal care (Erci, 2003).

Out of the total respondents (14.6%) were livinghe urban area and the majority of the
women (85.4%) were living in the rural area. Thi®w that majority of respondents
living rural area rather than urban. Different stsddemonstrate that a rural women use
less antenatal care service than urban women.widmen living rural area cannot use
antenatal care service because of transport probdbeck of education and awareness,
economic and other problems. (Monica,2003).Alsoeptim many sub-Saharan African
countries shows thatural areashave poor road networks, inadequate transportation and fewer
hedth facilitiescompared to urban areas, makingwomen from rural areasless likely to have
accessto hedth facility deliveries (Yvonne.S 2010)

With regard to religion and ethnicity, the majgrdf total respondents were Protestant
accounting for (96%) while only 4% of them were ltidox Christians and others. The
majority ethnic group in the study area were Hadigaounting for about (96%) of the
respondents and the rest 4% were from the diffeetimiic groups include Kambata ,

Timbaro and others.
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Educational status of respondents in the study, atea majority52.3%was primary
education complete, 40% illiterate and 15.3 %wearmmlete secondary education and
above. This shows that majority respondents weneptete primary education and a few
respondents were secondary education completdtkistudy area. About 80.8% of the
respondents were house wives 11.5% were farméfs Were the civil servants and
2.3% of the them were traders. The main reasonmst of the women were house wife
was the fact that most of them were uneducatedligimg) in rural areas. Concerning
respondents husband occupation 50% were farmdrnide 38.5% were traders and
11.5% were civil servants. This show that majoafythe respondents in the study area
were depend on agriculture. With regard to husbaahdcation, majority of husbands
61.5% has completed primary education (1-8) anddhening 15.4% and 23.1% were
illiterate and secondary school respectivel¥his indicates that most of the respondent

husbands were completed primary school.

According to the family size of the women in thady area tends to the larger family. The
majorityt of the respondents 50% of the women hd&lfdmily size while 38.4%had below 4
family and11.5% been above seven family sizes. Fdgates that most of the respondents in
the study area were large family size. Regardinthé family planning from out of the total
respondents 97% was not use family planning ang 8" of the total respondents use family

planning.

Similar studies indicate that family size wasteong determinant of antenatal care service
utilization. Mothers who live within house sizes$ than three people were more likely to use
antenatal care service than those living in@askdold size greater than five. Furthermore,
maternal education, and age, husband attitude,famdy size perceived with regard to the
determinants of ANC morbidity were major predictdrANC service utilizations (Zeine. et al
2010)
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Table 4.1 socio-demographic characteristics ofatbmen respondents

Variance Frequency Percent
Resident Rural 111 85.4
Urban 19 14.6
Total 130 100
Age at first| 45-19 40 31
marriage 20-34 65 50
35+ 25 19
Total 130 100
Current Married 120 92.3
Marital status| Others 10 7.7
Total 130 100
Ethnicity Hadiya 125 92.3
Others 5 7.7
Total 130 100
Primary(1-8) 41 31.5
Secondary and 20 15.5
Total 130 100
Religion Protestant 125 96
Orthodox 5 4
Total 130 100
Husband Illiterate 20 15.4
Education  ["primary 80 61.5
Secondary 30 23.1
Total 130 100
Husband Farmer 65 50
Occupation —
Civil servants 15 11.5
Others (trade) 50 38.5
Total 130 100
Women Illiterate 52 40
education Primary(1-8) 68 52.3
2a above 20 15.3
Total 130 100
Women House wives 105 80.8
Occupation | Farmer 15 15.5
Civil servant: 7 54
Other: 3 .3
Total 130 100
Family size 1=3 50 385
4-6 65 50
7-7 15 11.5
Total 130 100
Family use famil 4 3
planning planning
Not ust 126 97%
Total | 130 100

Source own field survey, 2014
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4.2. Obstetric Characteristics of the Respondents.
Table 4.2 obstetrics characteristics of the respomuhts in the dunaworeda in Hadiya

Zone in 2014
Variables Number (n=130) Percent%
Age at <15-20 76 58.4
first marriage| 21-25 34 26.1
25+ 20 15.1
Total 130 100
Number  of| O 4 3
live birth 1 25 19.2
2-6 75 57.6
>7 26 20
Total 13C 10C
Intended No 120 78.4
Pregnancy Yes 28 22.6
Total 130 100
Parity 1-4 40 30.7
5-7 60 46.1
8+ 30 23
Total 130 100
Even had| No 105 80.7
abortion Yes 25 19.3
Total 130 100
Even had| No 104 80
infant death | Ye 26 20
Total 130 100

Source own field of study, 2014

Table 4.2 above, from all respondents 23% of wonesponded that their last pregnancy has
been planned and almost 78.4% of women respondedttibir last pregnancy has not been
planned. Regarding to the age of marriage the tibgjof the respondents 54.6 % were married
below the age 20 years with mean age at +2.5y&wgarding to the number of live birth
majority of the respondents 57% was 2-6 birth. Tihidicated that majority of the women

married in young age because of a little awareabest education and other related problems.

36



Also Similar studies indicate that a number ofig@oaemographic characteristics of the
individuals affect the underlying tendency to seske. In this regard, good examples are
maternal age, parity, Low educational attainmentl damily income, which have been
repeatedly examined as determinants of heath caelmiregard to maternal age, the young age
more likely to use ANC than old age women (Tali2804 and Bimal Kantl Pual, 2002).

The largest number of respondents (80.7%) hadhbootian problem, the rest 19.3% of the
respondents were responded that there was theepnadfl abortion. According to infant death
22.6% had the problem of infant death and 78.4%ewey problem of infant death. This
indicates that abortion and infant death rate agatgr than the world standard of 25% and 14%

of infant deaths and abortion respectively (WHOL(®0
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4.3. Socio- Economic Characteristics of Women Respadents

Table 4.3. Socio-Economic characteristics of regpois

Variable Number(1-130] Percent (%
Women occupation
Civil servant 7 5.4
House wives 105 80.8
Farmers 15 11.5
Others 3 2.3
Total 130 100
Husbands occupation
Civil servant 20 15.3
Farmers 95 73
Traders 14 10.76
Others 1 0.7
Total 13C 10C
House hold income;
<300 50 38.4
400-60C 65 50
700-1000 10 7.6
1000+ 5 3.8
Total 130 100
Living standard
Low 100 76.9
High 2 1.5
Medium 28 215
Total 130 100
Access to media
No exposure 55 42.3
TV/Radio/Newspaper 75 57.7
Total 10C

Source: own field of survey, 2014

Socio- economic characteristics of women resporsdéentthe above table 4.3 indicate that,
majority of household income 50% were between 400-Birr per month. Regarding to the
respondents, living standards, most of the womem warned low income 76.9%. Regarding to
the women occupation, the most of the responderts Wouse wives 80.8% and followed by
farmers 15.3%. The majority of their husband octiopawas famers 73%. This indicates that
the most of the women income and living standarcevew in the study area.
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Similar study reveal that women in higher socioremuic groups tends to exhibit pattern of
more frequent use of maternal health care serViaa tvomen in low socio-economic groups
(Malkamu Fanta,2005). Also occupation of mother aasmportant predictor for the utilization
of antenatal care services in the study area. irergé women with no formal job were less
likely to use antenatal care services as compardduse wives. This result was consistent with
previous study in Ethiopia and south India stat8AC2000, WHO, 2001). Not working women
were expected to have lower control over resourcése house hold. They are less likely to use
knowledge about pregnancy and child birth due $sdefreedom of movement outside the house
hold and less likely to seek information in senaaailable for pregnancy care. To the contrary,
it's also argued that women works in developingntdas are often poverty induced and there
for likely to have negative impact on the use oéithhealth care services as it involves

opportunity and monetary costs.
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4.4. Antenatal Care Service

4.4.1 Respondent perception on the quality of theMC service.

Table 4.4 Show that the respondent perceptioneftiality of ANC service.

Variable Responses ANC uses ANC nptotal Percent
use
Lack of privacy at| Yes 25 30 55 42.3
ANC service No 60 15 75 57.7
Total 85 45 130 100
Behavior of workers Very good 18 5 23 17
Good 50 35 85 65
Fair 7 15 22 18
Total 57 55 130 100
Length of waiting time | Short 30 15 45 345
Fair 40 20 60 45.5
Long 10 25 35 22.9
Total 80 50 130 100
Confidence of ANC Yes 60 20 80 61.5
No 40 10 50 39.5
Total 100 30 130 100
Quality of ANC Good 12 12 24 184
satisfactory 18 15 33 253
poor 65 8 75 56.1
Total 95 35 130 100

Source: own field of survey 2014

Table 4.4 above indicates that general responds=ception on the quality of the ANC service.
From the total respondents 45.8% Of women congilddrat fair of waiting time, and 22.9% as
said short. About 57.7% Of the respondents belighatl there was privacy problem .privacy
clinics are good embracers of their customers ersusf ANC service rather than government
clinic. Respondents also asked for the quality biCAservice and 56.1% women said poor and
18.4% said fair, the respondents demonstrateathsilute minimum equipment were one of the
factors for poor quality of service. The similaudies reveal that, quality of ANC is an
important consideration in decision to seek care.alstudy south west Ethiopia, multiple

structural deficiencies were identified in all camnents of reproductive health care. Adequate
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amount of absolute minimum equipment were requimadernity and neonatal cares were not
available in many institution (BerhaneY, 2000). tudy on ANC service in North West of
Ethiopia reported that 34.7%ANC attendees had onmare risk factors out of which 77.9%
were identified by the health workers. Only 16.88hirisk mothers were appointed earlier than
the “normal dates” (Fantahun M, 2000).

4.4.2. Timing and number of ANC visit

Timing and number of and ANC visit that can be deterntsah maternal health care service.
The women who continuously visit ANC services amrenadvantageous than the women who
do not visit of ANC services .As different stud@éscuments’ that continuously visit ANC and
delivery care services were better and effectivenfothers and child health caréiming and
number of ANC visit in the study area can be showf.5 below.

Variables Frequency Percent(%)
Timing of ANC 1" trimester 30 50
Visit
2 trimester 20 33.3
3% Trimester 15 16.7
Total 60 100
Received Yes 60 46.1
ANC No 70 53.9
Total 130 100
Frequency of ANC Time N=60 Percent%
Follow up One time 8 13.3
Three time 25 41
Four time and 16 26.6
Above 11 18.3
Total 60 100
Status of tetanus Yes 40 58.3
Vaccine
No 20 41.7
Total 60 100
Number tetanus One time 40 66.6
Vaccine
Two time 20 33.4
Total 60 100
Health education during ANC| Yes 28 46.7
No 32 53.3
Total 60 100

Source : own field survey 2014
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Table 4.5. Timing and number of respondents on AN@isit in Duna Woreda

As to table 4.5 above shows that Timing and AN$t affect maternal health care service in
the study area. As different studies documentet ftirabetter and efficiency of ANC, at least
four ANC along with early first visit are recommett Thus, the number and timing of ANC
visit can be a factor in its effectiveness’. Tall® shows that the percentage distribution of
women by duration of pregnancy when the first weére occurred. Among the women who
received ANC, the majority of the women 50% madairth™ in the £' trimester and 33.3% of
them even made theif2rimester. But only 16.6% of them receiveédtBmester. Regarding to

the respondent receive ANC the majority of respot&l83.9% cannot received.

In general, majority of respondents 41% had follapgg ANC two time and only 18.3%
respondents follow up ANC four and above time afuibtal care attendance 58.3% had got TT
vaccine. Form ANC user the majority 53.3% hadreotived education during any visit.

4.4.3 Antenatal care utilization level
Antenatal care utilization level of study area,48({%) had at least one antenatal visit during

their last pregnancy within three year before theey. While 70(53.9%) had none. The finding
demonstrate that majority of women in the studyaarannot use antenatal care service .This
study finding is consistent with as observed in KEEX2005) only 28%o0f mothers received
antenatal care from heath professional for theistmecent birth (CSA and ORC macro,2006).
However, in Ethiopia the proportion of mother attexy ANC was low even for women with
access to the service. The number of previousngreges is an important determinant for
utilization of ANC service. In this study and it égensistent with study done in India (Addai I,
1998). Lower utilization of maternal care servieceamg higher gravity (multi parious) women
could be due to time and resource constraints fagethose with large families and greater
experience of higher parity women with pregnanay emld birth.
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W ANC non-use
B ANC -use

Source: Field survey, 2014.

4.4.4 Reason for non —use of ANC
The non —use of ANC service of the study populasample was asked reason for their non-

attendances of the service as it shown in the tléle The survey found the important reasons
non-attendance of ANC service was as follows. $ Wwaalthy for 42.8%, have no idea 24.2%

too busy 8.5% and financial constraints and huskatidproval share 2.3%

variable Frequenc Percent% Valid percer
Being too bus 6 4.61 8.t

| was health 3C 23.1 42.¢

Long distanc 1C 7.62 14.2
Financial probler 5 3.8 7.1
Husband disapprov 2 1.kt 2.

| have no idea aboul 17 13.2 24.2

Total 7C 53.¢ 10C

Source own survey, 2014.

Table 4.6 Reason fonON —we of ANC (multiple response were possible)

As it is indicated in the above table 4.6 reasantmaise ANC service in th@oredawas found |

was health 42.8% .This indicate that, primary rea®n non- attendance were too busy, lack of
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awareness or | have no idea about it 24.2% fornthagority of the women followed by long
distancel4.2%. This shows that majority of respatslen the study area had no idea or
awareness about ANC use or lack understanding efntiture and importance of ANC and

delivery care services.

Another study in Addis Ababa showed that lack ofasmess, absence of illness are major
reason for not- attending care (Fantahun.M,200%)s study also assessed women’s reason for
ANC non- attendance the most frequent reasons divethe individual and through FGD and
found for non- attending of ANC and delivery caervices were lack of awareness about
ANC, apparently heath , distant health servisgstk over load , male health workers
attendant, lack of privacy and unfriendly healiigrkers who were not committed to thei work
at heath facilities and others. This indicatkat tlack understanding of the nature and
importance of ANC and delivery care services. Tihdihg of the quantitative part of this study
was consistent in the focus group discussion aediqus studies in Ethiopia and elsewhere.
Another interesting finding came up during the ®@roup discussion factors related to non-
attendance for ANC. Previous on studies in Etladpdicate that the primary reason for non-
attendance were too busy, lack of awareness dangd bpparently of health, which was the case

in the quantitative part of the study.

4.4.5 Respondents’ Knowledge attitude of ANC senes
The knowledge/attitude of the study population demypas asked to identify their knowledge

and attitude about ANC service. As it shown inttiae 4.7 below.
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Variable Frequenc Percen
Benefit of ANC cherug Maternal healtl 15 11:¢
Child healtt 10 8
Bott 10E 80.€
Total 130 100
Place of ANC follow L Hospita -
health cente 70 53.¢
Clinics 60 46.2
Total 130 100
Source of ANC informati Health institutior 65 50
Radio/TV 15 3.8
TBA 41 31t
Health provide 29 22.%
Main reason to art ANC for| Because illne: 38 63.2
the first time ANC user | To start regular checup 12 36.7
N=60) Total 60 100
Husband attitud Positive 77 59.2
Negativ 32 24.¢€
Don’t knowr 21 16.2
Total 130 100
Knowledge of dangerous hee¢| Ye: 92 70.7
problem related ANC Na 38 29.2
Total 130 100

Source own survey, 2014
Table 4.7 Respondentsknowledge attitude of ANC services in the study area

The above table 4.7 indicated that among ANC usedsnon-users, the majority 80% reported
that ANC cheek up has benefit to the health of botithers and children and none of the
respondents follow up ANC at hospital because the&®no any hospital in tHie2unaworedaor

study area. The majority 70.7% have the knowledfjedangerous heath problem during
pregnancy. Regarding the source of information alBdNC service 50.8% mentioned as main
source of information for ANC service was healtistitution. The finding demonstrates that

majority respondents have got the information fdfGAservice from health institution.
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The ANC users have given different reason fdrating ANC visit for the first time. Among
the several reasons given 36.7% were for medicatlichip and regular follow-up 63.3% were
mentioned that were the causes for to start AN@icer Regarding the husband’s attitude
towards ANC service 59% of husbands had positivitudé towards ANC and delivery care
service (Table 4.7).

The similar finding demonstrate that the importéadtor in the utilization of maternal health
care services, especially in sub Saharan-Afrighescultural back ground of the women were
barriers related to women’s powerlessness coulth their heath directly or by limiting their
access to the services. This includes ignorancgoofl heath practices, as well as lack of
awareness of danger sign during pregnancy or raeigirgtations. Also many women in
developing countries need a husband’s permissiorvidd a health facility or must be
accompanied, particularly when the husbands are &wen home. This tradition can severally

limit women'’s ability to use even nearby healthilfaes (Bachman et.al 1997, Bihatu.J 1998)

4.4.6 The women residence and ANC servigglization
The women residents and ANC service utilizatiothim study area shown below in the table 4.8

Women Selected ANC users Non-users
residence respondents

rural 111 46(%) 65(%)

urban 19 15(79%) 4(%2)

Table 4.7 above shows that women residence and ANC service utilization .

The women resident was the most important factordss utilization of ANC service in the
study area. From total rural respondents 46(32%gwse ANC utilization and 65(58%) were
non use ANC service in the study area. And froraltatral respondents 15(79%) were use ANC
service and 4(21%) were non use. This shows tlagbrity of non users of ANC service were
living in the rural area rather than urban in thedg area due to that in the rural area poor road

construction, distance from health center ,low atioa and lack of awarenesSimilar studies

demonstrate that a rural women use less anteratalservice than urban women. The
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women living rural area cannot use antenatal careéce because of transport problem,
lack of education and awareness, economic and ptbbiems. (Monica et al.2003).Also
other in many sub-Saharan African countries shows thatural areashave poor road networks,
inadequate transportation and fewer hedth facilities compared to urban areas, making

women from rural areasless likely to have accessto hedth facility deliveries (Yvonne.S
2010)

4.4.7 Place of service provision

In the place of the service provision the samplputation and the study area are mentioned
below figure 4.2

W health center

M clinics

Figure 4.2, place of service preiwn.
Source: field survey of 2014

The majority of women 53.8% attended the ANC seniicthe health center by health extension
workers but the rest almost 46.2% of women receiueclinics and others. The finding shows

that majority of women 53.8% followed antenatalecagrvice in the health center.
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4.4.8 Antenatal care providers.
Antennal acre service provider in the study areatmoned in the fig 4.3

70% -
60%
60% -
50% -

40% -

30% - 28%

20% -
12%

10% j

0% = T T T T T 1
health nurse health
officers extension

workers

Figure 4.3 Antenatal care providers
Saar Own field survey, 2014
As it is shown fig 4.3 the health extension woskerere the important attendant of ANC
providers for the majority of women in the studgar About 60% of women receive antenatal
care services from heath extension workers. Theenprovided for 28.4% of women but only
less than 12% women were provided the service hyhhefficers and others. This showed that
majority (60%) of women received antenatal careriserfrom heath extension worker in the

study area.
4.4.9 Reason for choice of Hdalnstitution for Antenatal care Attendance.

The respondent’s reasons for choice of heatlitutish for antenatal care attendanceDana

woredaare indicated in the figure 4.4 as follow.
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of service
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others

Fig 4.4 Reason for choice of health intuition faX@ service

Source: field sunahy2014

Those women who attend antenatal care in healtteisewere asked the reason for choice of
Regarding éspandents 30(50%) had said good quality

heath institution care attendance.

services, 12(20%) were closeness, 9(15%) were goality heath workers, 5 (8.3%) were little

cost 3 (5%) were convenient time. The most fregueason for choosing health institution for

ANC attendance was good quality of service 30 (5(8eg fig 4.4)
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4.4.10 Health service factors

The health service factors are most importanbfadhat affect ANC service in the study area as

mention 4.8 below

Variable Frequenc Percer
Payment for AN( Yes 15 25
No 45 75
Total 60 100
Perception of payment fi| Unaffordabls 1 6.7
ANC Fair 4 26.€
Very smal 1C 66.7
Total 15 100
Average ime spent from hom| Less than an ho 54 41
to health facllity 1-2 hou 7C 53.¢
Greater tha 6 4.€
3 hours
Total 130 100

Source own feed syro£2014
Table 4.8 health service factors ANC iséce

Regarding the heath service payment 25% womenfpaillNC service and the majorities 75%
of women were no paid for ANC service but servicaswiot available because of lack of
equipment in the health institution. Those 25% @ardANC due to the absence of government
healthy center nearby. The others also mentidghatlANC service in private health centers
better than government because good care for pmegnaomen and available equipment in
private health center. Additionally, both users aod-users were asked about the perception of
distance from home to heath facility 53,8% of womeported that as an average distance (1.2
hours) and 4.6 % said too far. This shows acceégibf health services have been an important
determinate of utilization of maternal health seegi in the study area. The scarcity of vehicles
especially, in remote area cost of transport, poad conditions and difficult of walking for

hours to the nearest health facility may also gwweblem for pregnancy women.
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In most area in Africa, one in three women livegenban five kilometers away from the nearest
health facility (Islam A, and Tamar M, .2002 The scarcity of vehicles especially, in remote
area cost of transport, poor road conditions afficdit of walking for hours to the nearest
health facility may also pose problem for pregnamomen. A study in Jordan has also shown
that distance of place of residence from the seraiod time and cost involved in traveling to
service were all highly significantly associatedhaon-use of the maternal health care services
(Abbas H.1998

4.4.11 Focus group discussion in ANC seare

A total 32 participants were involved in 4 grougspoegnant women, husbands, elderly men,

and religious leader and clans representativesengooup, including health workers.

From focus group discussion, almost the entire grdefined ANC as a care provided during
pregnancy to prevent any problem related to pregnamd child birth. ANC service was also
important for well being of both the women and tatus. The majority of the group discussants
were able to name the danger signs of pregnan@tetelhealth problems. Such as sever

hypertension, severe headache, severe anemia @iaslgiading etc...

The group discussants were asked the barriers atffiatt the utilization of antenatal care
services. The main reason for non-using ANC whiels wupplemented by the qualitative data.
Were most of the focus group discussants repohiaig not well united as expected because of
lack of awareness, absence of health problem, amkl @wver load either in the house hold or in
the field looking after cattle, long waiting timeyltural reason and confidence on local TBA'S.
some of the discussants agreed that most of theewaln not go health institution for fear they
might be seen by male health worker and this iccetable by their culture and is preferred to
been by female’s attendant only. One of the dismitsom pregnant women said “some of the
pregnant women believed the creator does an onhasewer he likes. She added if you go to
health institution you would acquire disease” ofetbained traditional birth attendant (TBA)

said.

“Most of the women in our area do not go too faagwNC service unless they faced serious
health problem, because they do not like remouney ttloses and being examined by someone
else”
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But from religious point of view, all the discussaragreed that from religious point of view
attending modern health care service is not prtgdbi One of a religious leader said “according
to Orthodox religion it is not prohibited to attemehtenatal at health institution rather than

cultural behaviors or miss interpreting the bible”

4.5 Results of Place of bely

4.5.1 Utilization of place of safe delivergattern
Access skilled assistance and well-equipped héatihties during delivery can reduce maternal

mortality, and morbidity, and improve pregnancycmume. It can be motioned (fig4.5.1)below

® home

M health institution

Source — owe field surv2§14

Figure 4.5.1 Respondents place of delivery Duna Worada,Hadiya Zone,.SNPRS
The result suggest that in the (fig 4.5.1) placéast delivery 102(78.4%) of delivers took place

at home and 28(21.6%) at health institutions. Titkcate that majority of respondents’ 78.4%
delivered at home in the study area. They preferdncdelivered at home was due to lack

awareness and education, and distance from hesltbrc
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The similar studies in Indonesia mentioned thatentban 90% delivered at home (or someone
else’s home and more than 90% were attended by TBAsther studies in Ethiopia explained
that the institutional very low. According to theport safe motherhood need assessment
conducted in 1996 only 4.5% of the women give baththe health facilities (MOH,1996).
Ethiopian demographic and health surrey (2000) ntedosimilar figure(Bhatia, 2004)studies
conducted inrural ( Butajer, Admitulu)revealed that 88% and 83% respectively mothers

preferred to give broth at home.

The study conducted in south west Ethiopia repd@¥ delivered at home and home and 66%
the deliveries were attended by TBAddkkonen M, 20)2the studyin Gulele District Addis

Ababa, revealed that one fourth of women prefeatetiome. This of preference to deliver at
home was higher in the study area due to lack avass education, and distance from health

center.

4.5.2 Home Delivered Respondents
Home delivered respondents in file study Area destrated tables 4.5.1 below.

Variable Frequency Percent
Assisting during 53.92
Home delivery| Close relatives of 55
N=102 friends
TBA 20 19.6
Neighbors 23 22.54

Source- own field work, 2014

Concerning home delivery, about 53.9% of home @eles were assisted by close relatives
[friends and only 19.6% were delivered by TBAs.sTimdicate that majority 53.9% of mothers

was delivered by close relatives/friends and trawdl birth attendance.

4.5.3 Reason for home delivery
The reason for home deliveries of the respondetiseostudy area can be mention graph 4.5.1

below .
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Graph 4.5.1Respondentseason for delivery at home inDuna Woreda.

Regarding the reason for home delivery of respotsdienthe study area can be motioned about
graph 4.5.1 indicate that majority the respondemised as main reason for home delivery were
close relatives nearby 67(60.8%), also the mostust on TBA 17(16.66%), transport problem

13(12.7%),dislike health worker 6(5.88)others 4¥8)9Most of the respondents asked for why
they prefer home delivered due to trust TBAs caltueason and lack of money as reason for

non-use of the service.

Other reports from Bangladesh and India came-up sihilar finding (Fortney j, 1996). About
53.3%of mother preferred to give birth in the preseof relatives, trust TBAs cultural reason
and lack of money as reason for non-use of thaerinother finding in the present study is
that utilization of ANC was three to four time H® mothers who experienced unless and
perceived susceptibility to dangerous sign of galtroblems during pregnancy This study
finding was consistent with a study conducted ihidfia .Fantahun.M 2005. This implies
significant proportion of women seek for help frorakilled birth attendances after developing
obstetric complications and other traditional méntion failed. Studies in India and Iraq
showed lack of recognition or perceived serioubedlth problem as a significant reason for not
seeking out health care that accounted for hatfatiernal deaths (CSA, 2011)
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4.5.4 Reason for choice of health institution®f delivery care attendance
Those women asked the reason for choice of deligérdyealth institution the most frequent

reason was good quality of service 14 (50 %3¥ehess 6 (21.4 % ) good quality of health
workers 5 (17.85 %) continent time 2(7.14%) arftect 1(3.57%). This finding is indicate that
the reason for choice of health institution wer@d@uality of health service 14(50%) show

graph below 4.5.3

Graph 4.5.3 reason for choice of health institutiodor delivery care attendance inDuna
Woreda.

60% -
50%
50% -
40% -

30% -
21.40%

20% - 17.85%
10% - 7.14%
3.57%
0% T T T T 1
Good quality closeness good quality of convinent others
healthy worker time

Source: field survey of 2014

4.5.5 Focus group discussion on place delivery dfe respondents

The group discussion started with general questidrether they had the knowledge of delivery
care service or not. Regarding delivery care sesyi most of the discussants agreed that
delivery care is the care provides for, women kgingd health professional in the health

institution.

However, one of the discussant stated that “if gwato the health institution they will be seen

by male delivery assistances with no adequate @yiaad unfriendly of some of the staffs who

are no committed to their work”. So that, feel sinyd therefore unless there are life treating
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conditions they do not prefer to deliver at heatistitution.FGD participants also said “we fee
free to apply pressure during labour in front of tiends and relatives than health professional.
Moreover, we do not have satisfaction on the sergigen in the health center. As a result, we

do not deliver there”

The group were also interviewed the choice of @elivsite. The majority of the discussants
reflect mixing of opinion with no clear choice olidvery. Some of discussants agreed that the
best place to deliver a child is health institutidime majority of discussants preferred home
delivery. According to participant home deliveryshedequate privacy and assisted by relatives
and TBAs with no payment on the other hand, onenafried man discussants said “most
women attend antenatal care throughout the whagnamncies period but usually delivery at
home because lab our is unpredictable and usualbgesasuddenly warring also transport

problem”.

The FDG patrticipants confirm the presence of anffidrtraditional believes in their area. They
state it by saying; “the fetus is no  expectetido delivered unless the pregnant women sits in
a hole made on the ground to delivery by puttiaglags a part on the cow dung and leaves of

Gulls positioned around the hole” .

Another discussant also said “village also sel@&AS because of tradition, Convenience and
special attention they receive. Traditional birtteadants TBAs are trust, highly acceptable and
affordable in the community”. Health worker alswited to discuss the main reason for low
utilization of ANC and delivery car services in teeidy area. all discussants agreed that the
main reason for under utilization of maternal Healare service were due to cultural influence
from generation to generation, misinterpretatiorthef work of health institution, existence of
male dominance that led women to fee shy and toedsed utilization of maternal health care

services.

But from religious point of view all the discussaragreed that from religious point of view
attending modern health care service is not prtddbi One of a religious Leader said “
according to attend delivery at healthy institutioather than cultural or behavioral or

misinterpreting the bible”.
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The recommend the most feasible way to increaserna health care utilization by their own
Language and ethnicity using local leaders priotiy train female midwife training and

refreshment of traditional birth attendance.

4.6 Determinants of Utilization of ANC Service omYeda

4.6.1 Bivariate Analysis of ANC
The ANC attendance was cross tabulated with théerdifit independent variable like

socioeconomic-, demographic, women’s autonomy, rble of husband, availability and
accessibility, and attitude and knowledge of womenthe service. The cross tabulation was

made with different dimension of the above indeendariable as it was shown in table 4.6

The chi- square statistics showed the significasf@ssociation between the dependant variable(
the use of ANC service or not use)and the independsiable describe above at 95% CI

Thus the following discussion will show the resutis the association in each independent

variable.

57



4.6.2 Socio Economic and Socio-Demographic Deternaints of ANC Service
Table 4.6 Association of selected factors thatcaffee utilization of ANC service ibuna
woredaHadiya zone in SNNPR 2014

Factors Socio- economic and socio- demographic

ANC use P_ VALUE Chi -square &
variable Yes NO
Women resident| Urban 14(73.7%) 5(22.3%) P=009 6.78
rural 46(41.4%) 55(58.6%
Current age of 15-19 27(67.5%) 13(32.5%) P=000 25.4
respondents 20-34 31(48.4%) 33(51.65
>34 1(4%) 24(96%0
Women illiterate 24(35.3%) 44(64.7%
education Primary school 21(50%) 21(5%)
Secondary and 15(75%) 5(25%) | P=006 10.17
above
Access to media| No exposure 35(33%) 40(67%) 0.08 1 6.
TV, 25(42%) 35(58%)
Radio/newspaper
Women House wife 42(40%) 63(60%)
occupation Farmer 10(66.6) 5(33.4%)| P=024 9.43
Merchant 3(75%) 1(25%)
Civil servant 5(75%) 1(25%)
House hold| <300 9(18.3%) 40(81.7%
income 400-600 38(57.5%) 28(24.5%)P= 000 30.74
700-1000 10(83.4%) 2(16.6%
>1100 3(100%) 0
Husband Illiterate 8(38%) 13(62%)
education Primary school 30(37.9%) 49(62.1%)P= 003 11.59
Secondary and 22(73.4) 8(26%)
above
Parity 1-4 27(67.5%) 13(32.5%)
5-7 32(52.4%) 29(47.8%)) P= 000 29.5
8 and above 1(3.4) 28(97%)
Age at first| 12-15 26(56.6%) 20(43.4%)
marriage 16-18 25(36.7%) 43(63.3%4)P=0.04 6.08
>18 9(56.3%) 7(43.7)

Source-ofieid work 2014

Socio Economic and Socio-Demographic Determinaht&NC Service in the above table 4.6
shows .The chi-square test has found that ANC semviilization significantly association with
women’s resident, education, occupation, husbardtattbn, access to media, house hold

income. Women education and ANC service utilization are oaisded
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significantly(»}(=10.17p<0.006). This indicates that women who u$CAn the three years
period were increase with an increase in the lef’edducation. As table 4.6 shows that 35.5% of
women withno education and 75% of ANC users women was secypratha above. Similarly,
ANC increase with increase in the level of husbaddcation. Research in developing countries
has consistently shown maternal schooling to bengty and positively associated with
utilization of MHCs (kumal, 2009). The higher amven’s level of education the more likely to

use MHC service.

But also women occupation had an influence on tilzation of maternal health care service.
Women occupation and ANC service use is signifiyaassociated («=9.42. P< 024). With
regard to this, of women who are civil servant o®b%o are found to be the non —users but the
proportions of non —users increase among the far@@X% and house Wives 64.7% non- use

of ANC service respectively.

Women's utilization of ANC service and residence aignificantly associated %x6.78. p<
.009). Accordingly 58.6% of women who are livingtire rural area are found to be the non —
users but it reduced to 22.3% in the urban wom@ifferent studies demonstrate that a rural
women use less antenatal care service than urbarewoThewomen living rural area
cannot use antenatal care service because of trarmwblem, lack of education and

awareness, economic and other problems (Monicb28(03).

House household income and use of ANC serviceetsignificantly associated in the study
area. (¥=30,p<=0.000). Women who have lower house hokbime have low proportion to use
ANC service. But the reverse is true for those wnmhose house hold income was higher. Of
the women whose house hold income was one thowsahdbove none of our non use but this
proportion is increase t016.6% of women whose Hwoalseincome was between 700and 1100 .

And 81% of women whose house hold income belowf80Ad to be the non use.

In this study it was found that 67.5% and 4% of wonm the age group 15-19 and 35and above
respectively had attended. ANC service utilizatieelined with increase age. The percentage of
women who used ANC declined from 52.4% to 3.4 %dioe goes from women having given

less or equal two births 8 or more birth respettive
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4.6.3 Association of quality of some selected hdakervice with attendance
As we can see table 4.6.1 the chi-square testtrieslitated that there is an association between

ANC attendances and some selected healthy barri@ose of the health service barriers were

measured based on respondent’s view of presentatts and those of non attendants.

The ANC attendance was cross tabulated with difteredependent variable like accessibility
and availability. Women attitude and knowledge #rarole of husbands as it is shown in Table

4.6.1 Association of quality of some selected lesdtrvice with attendance

Variables ANC use P-value x?-(chi-squre)
Accessibility and availability Yes No
Traveling time Below 1 hour 27(50%) 27(50%) 5.96
1-2 hour 3 3(47%) 37(53%) P=0.046
3 and above hours 0 6 (100)
Waiting time <1 hour 20(40%) 30(60%) 37.8
2-3 hour 0 71(100%) | P=0.000
7.3 hour 0 9(100%)
Distance Very close 20(37%) 34(63%) 33.26
Average 2(2.85%) 68(97.15%)| P=.000
Too far 1(16.6%) 5(83.4%)
Women attitude and knowledge
Information about | Yes 27(30%) 63(70%) P=.000 30.17
ANC No 33(82.5%) 7(17.5%)
Knowledge about Yes 27(40.2%) 40(59.8%) P=.048 5.8
benefit of ANC | No 33(52.%%) 30(47.6%)
Women attitude Positive 27(33.7%) 53(66.3%) | P=.000 12.87
ANC service. Negative 33(66%) 17(34%)
The Role of husband
Attitude of husband | Positive 27(31%) 50(69%) P=.003 9.34
Negative 33(67.3%) 20(37.7%)
Husband advice Yes 25(38.1%) 38(76%) P=.000 16.04
No 50(61.6%) 32(40%)
Financial support Ye 12(24%) 38(76) P=.000 16.04
No 48(60%) 32(40)
quality ANC Good 27(41.5%) 48(58.5%) p=.000 15.513
Satisfactory 20 (44.4) 21(55.5%)
Poor 13(92.9%) 1(7.1%)

Source-own field work 2014
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4.6.4 Accessibility and availability
Distance of health centers from the women home alss found to be one of the significant

determinant for the women use of ANC service inlihvariate analysis £=33.26. p=0.000).
This indicate that the antenatal of care serviceusé increase with increase of close distance.
About2.85% of women use ANC in far distance froma Health center and 37% of women use
ANC service close to the health center. The singtady indicates that the location and quality
of the service available are also important faaféecting MHCS utilization. Proximity to health
facility has been found to affect the use of MH®@vgx® especially in rural area (Bahaman et.al
1982 et.al Chakraborty et al. 2003) as these fasliare usually located at long distance. For
many, lack of transport and /or considerationghefcost of transportation serve as mitigating
factors.

Traveling time taken to reach the health servicetaresignificantly affect the use of ANC
(x*=5.96.p<0.046) similarly to different areas, thepgmrtion of non-users to ANC service
linearly related to in the study area. As the tiadeen to the health center increase, the proration
of women who do not attend the ANC service increaBleus 100% of women are found to be
the non-users of ANC who travel 3hours and aboard the proportion falls to 53% and 50%
for those women who travel one to two hours) andvene hours respectively. Similarly to
different areas, the proportion of non-users to Ad#Qvice is linearly related in the study area.
Length of waiting time at ANC clinics has signifitly associatedvith ANC atendance. The
pattern of relationship demonstrates that the ptapoof non-attendants increase a Length of

waiting time increase.

4 .6.5 Women Attitude and Knowledge
Women'‘s access to information about ANC service #&melr use of the service was also

significantly association (x30.7.p=0.000). About 70% of women who have nmrimftion
about ANC service are known to be non- users irsthd area. But about 17.5% of women use

the service that had got some information aboeIitANC service.

The Women’s attitudes towards the ANC service thett use of the service were significantly
associated <12.87.p=000) of the women who have negative tosvdNC service 34% are

found to be the non-a users.
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Quality of ANC given to pregnant women at ANC atimiis a significantly associated with ANC
attendance. Among women who reported the qualéy poor were attendees. The proportion
of respondents who were attainders and those wHdlsaquality was good satisfactory and fair
were 92.9%, 44.4% and 41.5 % respectively.

The other important factor which found to be thgngicant determinant of the use ANC service
were their knowledge about the benefit of servied=(12.87.p=0.000) . Women who do know

the benefit of the service 66.3% are identifiedh@snon-users of the service.

4.6.7 The Role of The Husst
Financial support of the husband for MHC use andnem use of ANC are significantly

associated (<16.04,p=0.000). About 76% of women who are notpsuied by finance from
their husband were found to be the non-users. Buas lower which was 40% for those who
have financial support from their husband. Théuale of the husband towards MHC was also
found to obstacles to use ANC service in the staba (%¥=9.34.p<0.03). Of women whose
husband attitude was negative forwards ANC ser§83% are found to be the non-user but this

proportion on falls to the 37% for the positive.

4.7 Determinants of pace of delivery candilization in Duna woreda
4.7.1 Bi-variate Analysis

Different variable like demographic , socio- ecomom women status, the role husband,
availability and accessibility attitude and knodde of women cross-tabulated with the
utilization of PADC . The study used dichotomougcome for the PADC (yes or no) and
checked the association taken in deferent dimersidhe above independent variable. The chi-
square test revealed the significant associatitwdm PADC and some independent variable at
95%CI. The result is shown in the table 4.7 below.
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Table 4.7 Association of some socio —demographicdaeocio- economic variable with

preference of place of delivery in Duna woreda

Variable response Health Home p- value Chi-squate?)
center
women Urban 16(42.2%) | 3(17.8%) P=0.000 | 80.93
residence Rural 4(3.6%) 107(96.4%
Current age of 14-19 8(17%) 37(83%) P=0000 45.5
respondents 5537 10(10%) (&7%)
357 (7.6%) 42 (93.4)
Women llliterate 24(35.3%) | 44(64%)
education Primary
School 21(50%) 21(5%) P=006 10.17
Secondary
School 15(75%) 5(25%)
Wife
occupation House wife 42(40%) 63(60%)
farmer 10(66.6%) | 5(33.4%) P=024 9.43
Merchants 3(75%) (25%)
Civil servants 5(75%) 1(25%)
Husband llliterate
education Primary 8(38%) 13(62%)
Secondary and 30(37.9%) | 49(62.1) p=003 11.59
Above 22(73.4%) | 8(26.6%)
Howe hold| <300 9(18.3%) 40(81.7%)
income 400-600 38(57.5%) | 28(24.5%) P=000 30.74
700-1000 10(83.4%) | 2(16.6%)
>1100 3(100% -
Marital status Married 20(16.6%) 100(83-4)
Others 0- 10(100%) P=0.02 10.58
Parity 1-4 17(19.10%) | 72(81.9%)
5-7 2(16.6) 10(84.4%) P=000 22.06
8+ 1(3.4%) 28(96.6)

Source-own field work, 2014

4.7.1 Socio-economic and demographic determinants.

As one can seen from table 4.7. The chi-squatedsslt indicated that there was an association
of delivery at health institution and some selecteghlth services barriers. It showed
respondents distribution that delivered at heaistitution and home, according to some socio-

demographic and Economic determinants.
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The socio-economic determinants that were foundffiect the PADC significantly associated
were residence, women education, women’s occupatimusehold income and husband

education.

Women residence were significantly associatég§®.92.p=0.000) .with women of the urban
(82.2%) were more likely to utilize PADC than theal 3.6%.

Accordingly, women who delivered at health instdatincrease with an increase in the level of
education. The table 4.7 depicts that 35.3% of womgh illiterate and 75% of women with
secondary and above had delivered at health itietituespectively. similarly delivery at health
institution increase with an increase in the lefdiusband education.

Women occupation significantly associated with RADPE=9.43.p<0.24) women in the study

area who were civil servants 75% were more likelytilize than famer 66.6% house wife 40%.

PADC and house hold income had a significantly eissed in the study are&t.1.9, p<0.03).
Chi-square test found the liner association betwerrsehold income and PADC.Women whose
income less than 300(18.3%) were less likely @wiPADC than women whose income was 400-
600(57.5%) 700-1000(83.4%) and 1100(100%) respagtiAs house hold income increase the
probability of utilization of PADC also increase.

It was found that 10%and 7.6% of women in the grgeip15-19 and 35 and above respectively

had delivered at health institution indicating &ldee in utilization of delivery as age increase.

In this study, parity and PADC were significantgsaciated. Moreover, the use of health
institutions’ delivery service decline as an inae@ parity and number of living children .the
percentage of women who delivered in health insbituwas 19.10%, 16.6% and 3.4% for

women who had less than two birth from5-7 birthd aeight or more birth respectively.

4.7.2 Association of some selected variable widfgrence of delivery in the duna woreda
As we observed in table 4.7.1 accessibility andlabiéity women attitude and knowledge on

place of delivery and the role of husband signiftbaassociated with professional assistance

delivery care utilization.
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Table 4.7.1 Association of some selected varialille preference of delivery in the duna

woreda

variable PDAC use p-value x*(chi-square)
Accessibility and availability Yes No

Very close 20(37%) 34(63%) P=0.000 33.2
Distance Average 01(1.4%) 690(98.6%)

Too far 0- 6(100%)
traveling time | <1 hour 20(40%) 30(60%)

2-3 hour 2(3%) 680(97%) P=0.000

>3 Lour 0- 10 (100)
Women attitude and knowledge on place of delivery
Knowledge Yes 20(28.5%) 50(72.5%) P=0.000 2026
about No 203.3 58(96.6%)
importance
Attitude on| Home 20(22.2%) 70(76.8%)
place of| Institution 2(5%) 38(95%) P=0000 10.5
delivery care
Knowledge Ye 20(24.3) 62(65.8) P=000 13.8
Safe delivery | No 3(6.25) 48(91.25)
The role of husband
Husband Yes 20(28.5% 50(71.5) P=000 20.26
advice No 2(3.3%) (96.7)
Husband Yes 20(33.8%) 39 (66.1%) P=0.02 28
financial No 3 4.2%) 18(95.8%)
support
Husband Positive 20(28.5%)50 (71.5) p=000 20.2
attitude Negative 1(1.66) (98.4)

Source own field of survey, 2014

4.7.3 Availability And Accessibility
Utility of PADC was significantly associated withe different dimensions of availability and

accessibility factors. However, distance from hotoe health center was found to have
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significantly association with the utility PADC{&33.2, p=0.000). The chi-square test showed
the linier association between the service utdityl distance. Women who live too far from the
health center zero percent were less likely tazetiPADC service than those women of an

average distance (14%) and women who were clodetbealth centers (37%).

Travel time to reach the service was also signifiyaassociated with the utilization of the
service (%=37.81, p-=0.000). Women who travel longer distaheaveen two to three hours
(40%) women who travel less than one hour mordylike use PADC than women who travel

two to three hour (3%) and greater than three hxarg percent.

4.7.4 The Role of Husband
The importance barrier for the utilization of hustda role to use the MHC service. Husband’s

role in giving advice, financial support and husiianattitude the service found to have

significantly associated with the utilization of BE&.

As the chi-square test measured the associatece®etRADC and husband role giving advice
were found to be significantly associated<£20.26, P=0.000).This 71.5%o0f women who do not
be give any advice from their husband were noute of PADC but 28.5% of the women who

are supported with their husband in advice abouQgMere the users of PADC.

Husbands financial support and women’s utilizatbPADC is also significantly associatecf (
=28,p<0.02)66.+% of women who do not have finanSighport from their husband are found to
be the non-users of PADC but 33.8% of the women Wwawee financial support from their

husband use PADC in the study area.

The attitude of the husband towards MHC service wathen’s utilization of PADC was also
significantly associatedc¢=20.2, p=0.000). The negative attitude of the hndtfar MHC came
to be a threat for the 98.4% of the women not hee®ADC 28.5% of women use PADC whose

husband have a positive attitude towards the srvic
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4.7.5 Women attitude and knowledge ongie of delivery
The women’s attitude towards the preference of eplat delivery found to be significantly

associated with PADCx£=10.26p=0.000). About 67.8%o0f women are non useRADC who
prefer to delivery at home and 95.7 women who prefalelivery at health institutions utilized
the PADC. Women’s knowledge on the importance oDEAand the use of it is significantly
associatedx(?=20.26,p=000).71.5% women were the non-users oD®Avho do not have the
knowledge on the importance of PADC of those womérm have the knowledge about the

importance of the service, 33.8% are the userseo§érvices.

Women'’s knowledge about safe delivery and the ig®A®C was also significantly associated
PADC also significantly associated:2€13.8,p=0.000)of women’s group who do not have
knowledge 91.25% are not users of PADC and almbs®®2 6f women who know about safe

delivery are users of PADC.
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Chapter Five

Conclusions and recommendation
5 Conclusions
In conclusion, this study demonstrated that zation of maternal health service was inadequate

in general. As clearly depicted the majority of ematl health indictors (antenatal and delivery
services) during the period of three year precedsngvey. The most important factors
influencing utilization of antenatal and deliveryare services were demographic, socio-

economic, accessibility and availability and so@okural in nature

* The utilization of antenatal care and deliveryecservice in the study area can be said
inadequate, because of multiple structural defmes) absolute minimum equipment,
low provision of the content of ANC service, thevzeage of ANC service, according to
the recommended number of vicinity for sufficierare has found only 46.1 % in the

woreda

* The main reasons for non-use of ANC service inwleedawere found to be being

healthy 42.8%, having no idea about it 24%, too/plesg distance and work overland.

» Bi-variate analysis showed that all the demograpmc economic factors such as
education of both partner, occupation of both parttnouse hold income, access to
media, the respondent residences, family sizeeyuddt towards ANC and delivery care
of both partner, and financial support are sigaifity predictors of the use of ANC and
PADC in the study area.

» Accessibility and availability of health service vieabeen shown to be important

determinants of utilization of maternal health cseevice in the study area.

* The result this finding show that the level of ingtonal delivery care still very low, it
was 21.6%. However, more than half of the women \attend antenatal care were
delivered at home and almost all of these deligewere attended by TBA, ( untrained

TBA, close relatives/ friends).

* The most important reason for non-attendance elglicare service in the woreda to be

trust on TBA / friends (60%), cultured factors, tdisce from health service, lack of
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awareness, transport problem are major barriemsdor attendance of delivery service in

the study area.

The numbers of parities were found to be positineligtors of antenatal care attendance
and choice of delivery site while ANC non- attenclarand age of women 35 + years

were to be barriers of institutional delivery casgvice in the study area.

The finding this study, showed that in particuffar, study area rural women access to
maternity care service was relatively very low, vemnhad to travel long distance to get
the nearest health facility, which has a negatiagact to maintain behavioral

consistency.

Bi-variate analysis show that the utilization d& service and husband’s provision of
advice on MHC use for their women was significamstbgociated. Of women who are not
provided with any advice about MHC 61.6% were fowade the non- users but this
proportion decrease to 38.4% for those which anepeded by advice from their

husband.

5.1 Recommendation
The findings of this study had important implicatifor improving utilization of maternal health

care service and further research’s. Based on blogeafinding of the study the following

recommendations were made:-

The wider coverage disparity between the study arehathe country and regional level
for the result shows, it may be due to the time fgaghe period of the survey. Maternal
health care has been given great attention glolaaltl nationally in these recent times.
The government of the country has made effort forave the quality of the service so as
to reduce the high rate of maternal death in thdysarea.

The heath planner has to be aware of the existeligawioral inconsistency in the
utilization of maternity care services from onetlbito next and advice the necessary
measure to minimize such problem in the woreda.

Improving training and/or refreshment of TBA, withe new role they should play in
handing pregnancy and child birth and integratd witthe formal heath care system by

giving priority training for female skilled delivemattendants.
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Improvement in access to and quality of health,dhig means the aim must be to ensure
that all pregnant woman have access to skillechddtet at the time of every and to the
necessary care for obstetric complications whep #hnise.

There must be improvement in the distribution cdithecenters minimizing the problem
of accessibility in terms of distance for non- attances of MHC service both in the rural
and urban kebeles. Wider provision or ambulanceiceifor the rural women of the
woreda has great importance in increasing the Met@ice use by the skilled attendants
in the health center and hospital especially dutimgtime of delivery complication.
Government non- governmental organizations andatgivMHC providers must be
encouraged to work on the sector so as to increesessibilitiy and availability of the
service.

The national and regional mass media must work narckhe issues of MHC services
enabling the women know about the importance of #eevice. Moreover, the
government of the region and woredas should worlaaressing electronic media for
these non- educated women of the area with laoguage.

Stakeholders should work on provision of the serg@mphasizing on the home to service
provision in the rural area.

Since pregnancy related complication are the mamsons for utilization of health
facilities. Therefore, community awareness prognamst focus on the danger signs
related to pregnancy and child birth by heath pters.

As women’s education is an important for factor thstitutional delivery and ANC
service. But women education was very low in thelgtarea, therefore, education office
has improving education among girls, beyond prinarg secondary school, need to be
strongly encouraged in the study area.

The majority of the women of the woreda were fotmde illiterate. Research should be

made to identify the different factors that limitecmen education in the study area.
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Questionnaire for Community based Surveyon Factors Influencing Utilization of

maternal Health Care Services in Hadiya Zone, Dun&Voreda
Greeting

Hello! My name is from Duna Woreda of Hadiya Zone of SNNPR Health

Bureau. | am working in research team of Addis Abamiversity College of Social Science,
Department of Geography and Environmental Studidss is a study which will be made
aiming at assessing the level of utilization of enaal health care and it's determines in this
woreda. The target population of the study is nedrivomen age 15-49 who gives birth at least
one in the last three years. Moreover, you areafribe selected women to be part of the study
to provide information’s that are required for stady. You are kindly requested to be included
in the study which will have important in improvingaternal and child health service. The
interview will take 1 hour. No information concemgi you as individual will be passed to
another individual or institution without your agreent. My sister or mother, you participation
is voluntary and you have the right to refuse mobé the part of this study. If you agree to be
included in the study | will start my question bskang general identification point. However, be

sure that the information that you provide us Wélsecret.

The study has approval from Addis Ababa Universily | continue? If yes, continue the

interview. If not, thank and stop the interview.

Name of the interviewer sign date of interview

Starting time

End time

Name of the supervisor sign

1) Household identification

01. Questionnaire code

02. Residence: region zone woreda kebele
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03. Gott

04. House number

05. How long have been living in thieebele

06. When was your date of give birth regardless ofailieome of pregnancy

Part I: Socio-Demographic Characteristics

1.1. Place of residence? : 1. Rural 2. Urban

1.2. What is your religion? : 1. Orthodox 2. Mosl3. Catholic 4. Protestant 5.others
(specify)
1.3. To which ethnic group do you belong? : 1. jadl.Kambata 3. Othe

1.4. What is the highest level of education you pleted?

You Your Husband
1) Never attended 1. llliterate
2) Read and write only 2. Read and write only
3) Primary school 1 to 6 3. Primary school 1-8
4) Secondary school and above edoBdary school 9-12 and above
5) Other specify 5. Other specify

1.5. Age

1.6. What is your current marital status: 1. entlty married 2. Divorced 3.Windowed4.

Separated 5. Other specify

1.7. Age at first marriage

1.8. How old were you when you had your last child

1.9. Number of children ever born --

1.10. Number of surviving children-------------—m-m-mmeeeeee
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1.11. Do you have any sensor daughter to whor? you 1. Yes 2. No
1.12. Have given birth that is now living with ybd. Yes 2. No
1.13. How many sons and daughters live with ybuSon 2. Daughters----

1.14. Do you have any son or daughter to whom youwe hgiven birth who are alive but

live with you? 1.Yes 2.No
1.15. How many sons and daughters alive but notdiwith you? 1.sons------
2. daughters-----------------
1.16 Have you given birth to a boy or girl who vedise but later died?
l.yes 2.No
1.17. How many sons and daughters have been di&tihi- 2. Daughters---------

1.18. How many is your household family size?
Part Il: Socio-Economic Characteristics of the Respndents

2.1Women residence 1. Urban 2. Rural
2.2Women’s educational level 1.Literate 2. Primarlgool
3. Read and write 4. Secondary School 5. Abogseh

2.3Women'’s personal income per month 1. ----birr/daip@n’t know

2.4Women occupation 1 House wives 2.farmer 3. Civiv8et 4. Own private business

5. Other (specify)

2.5Household income

2.6Husband education 1 llliterate 2.Read and write PrBnary school 4.
Secondary school 5. Other (specify)
2.7 Husband occupation 1.Farmer 2.cival servant Yakxitrade 4. Daily laborer
5. Other (specify)
2.8 How often do you read newspaper 1 .Not at all n@adn week 3. At
least once in a week 4, Almost every day
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2.9How often do you listen to the radio? 1. not at al2. Once in a week 3. At

least once in a week 4. Almost every day
2.10 How often do you watch television?
2.11 Not at all 3. At least once in a week
2 Once in a week 4. Almostry day

Part 3 Questionnaire on ANC
3.1. Was the pregnancy intended? 1. Yes 02. N

3.2. From where do you think pregnant women coeldANC?
1, Health institution 2, TBA 3, Relative friends 4, Cha 5, Others

3.3. Where do you here about the source of AN@e=?
1, health institution 2, Radio /TV

3.4. Do you know about the benefit of ANC? &sY 2, No

3.5, If yes what is the benefit ANC 1, Materhahlth 2, Child health 3, Both for
maternal and child health 4, Oth@ecsalty

3.6. Do you see any one of the antennal cheekoupke recent child birth? 1Yes 2. No

3.7. If yes, at what gestation did you go 1, 1édamonth 2, 3 month
3, 7-9 month 4, Don’ know

3.8. If yes what was the total number 1, Onc®. Two 3. Three or more

3.9. If you went for ANC check ups to which health institution did you go
1, Hospital 2. Health center 3. @lin 4, other specialty

3.10. Why did you go to that particular healthitosion? (Multiple response possible)

1, Close to where I live 1,yes 2 No
2, little ornoexpiry 1,yes 2No

3. Convent time of Service 1, yes 2 No
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4. High quality of service 1, yes 2. No
5, other specialty

3.11. What is the main reason you initiated for Afédow up?
1, Health problem 2, To start regaleeck up 3, Other specify

3.12. If you attend ANC, was health education gigaring each visit?

1, yes 2, No 3, don’t know
3.13. Did you pay fee during your antenatal care? 1, yes 2, no

3.14. If for the question No 313 is yes, how do feel about the payment for ANC
1, Unaffordable 2, Fair Bery small
3.15. How much on average did you pay for ANC seryirovost birr

3.16. If you had ANC at least once, where is thBespn sought care?

1, Doctor 2, Health officer 3umde 4, health extension workers
3.17. If you had ANC at least once, what was ¥ipe of service Given during ANC

1, TT vaccine 1, Yes 2, No

2, Antenatal card 1, Yes 2, No

3, Health education 1, Yes No

4, Multi vitamin and minerals 1, Yes No

5, Blood pressure  Yes No

3.19. What was the number of TT vaccine

3.20. Reason for not using ANC (multiple responeepmssible )

1, Health providers were not availaki®e Financial constraint
3, long distance 4, Long waitingé¢im 5, | was healthy 5, Poor quality of the

service 6, Husbands disapproval have no idea aboutit 8, affordable
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3.21 The Level of Antenatal Care Utilization

1) Urban 2) Rural

2) Part 4 determines on the choice and assistance delry and during delivery

4.1. where did you deliver your last baby? 1,pitad 2, Health center
3, Health station/clinic 4, Home 5,@&tkpecialty

4.2. Why did you want delivery your baby in partaruplace? (if a health institution )
1, Close to where | live high 2, Quality\see 3, Good approach with workers
4, little expenses to deliver in this pautar institution 5, other specialty
4.3. If you delivered at home, why? (More than answer is possible)
1, Expense for delivery at health institaotis an affordable 1,yes 2, no
2, Dislike behaviors of health workersnatitutions lyes 2,no0
3, More trust on TBAs institution (relativediln workers in health institution) 1 yes
4, Wishes to deliver at home where relativesngarby 1, yes 2 no
5, other specialty
4.4. If you deliver at home who assisted you dudetivery? Health worker
2, TBA 3, Close relative friends Neighbors5, other specialty
4.5 have you paid for delivery care 1, yes no
4.6 was payment affordable 1, yes @ n

4.7. Who was you companion at labor?

1, husband 2. Sister/mother 3 inlaw 4, other
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4.1 availability, accessibility and affordability
4.8 Is there any health service center in youalip®? 1yes 2no
4.9 distance from home to health center  \&doge 2. Allrare 3. Too far

4.10 Times taken to reach any heath service ¢&nter
1, 0-1 hour 2.1-2 hours  B08Irs 4. 3 and above

4.11. Waiting time toilet the service in any hbealervice center
0-1 hour 2.1-2 hours 3.3 hours 4. 3 and above

4.12 . Can you get materials service in any tinagy @ night)? Yes 2. No

4.13. Walking time to get the ANC service in week
1, One day 2.Two days 3.eEhdays 4. Four and above

4.14. Do you think that there is sufficient hea#rvice provision for delivery in your locality
1. Yes 2. No

4.15 . Is there any payment needed for the mayecare service? 1, Yes 2. No
4.16 Is the payment needed for ANC affordable?Yek. 2. No
4.2 women status

4.17. Last decision on purchasing daily items.
1, Respondent 2, jointly 3, husba 4 others

4.18 Decision on purchase large items?
1, Respondent 2. Jointly 3. Husband 4. Others

4.19. The last decision on visiting relatives

1, Respondent 2. Jointly 3. Husband 4.others
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4.3 The role of husband

4.20 Is there any advice from your husband tonugterials health care? 1. Yes 2. No
4.21. Is there any financial support from your rargbfor material health care? 1. Yes 2. No
4.22 Compensation during ANC visit? 1. Yes 2. No

4.23. Is your husband give you permission to gcennal health care service center
1. Yes 2. No

4.24 \What his attitude towards the service? litives 2. Negative
4.4 Attitude and Knowledge
Antenatal Care
4.25 . Do you believe that pregnant woman shoatdd\C follow up ?
1. Yes Nb 3. Not know
4.26 Have you heard about ANC follow up?  &sY 2. No
4.27 Do you have knowledge about the un healtbgmancy?

1.Yes 2.No
4.28 By whom such pregnancy woman was delivered?
1. Health institution 2. Relativei¢fnds) 3. TBA 4. TTBA 5. Others

4.29. Do you know about the benefit ANC 1sYe 2.No
4.30 If for question number 803 is yes, what eslenefit of ANC?
1, Maternal health 2, Child health 3, Bfsthmaternal and child health 4, Other
Part 5, Professionally Assist Deliver@are

5.1. Where do you deliver? 1, Athome 2ldeinstitution 3. Others
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5.2 . If you want to deliver at health center, ®@hyi, It is my usual practice 2, | have

learn about it when | follows up ANC 3. For my chdnd my health 4. Others
5.3 Do you know about the importance of PADC 1. Yes 2. No
5.4 Do you know about what to mean by save dsi®/&. Yes 2 .No

5.5 . Where you aware about where to dsfliyeur child? 1. Yes 2.No
5.6 . Does institution delivery have any? 1. Yes 2. No
Part 6. Quality antenatal care
6.1. How long was the time you spent in waitiogyet ANC service?

1 .Short 2.Fair  3.Long
6.2. Did you think that of privacy was problemA®C?
1. Yes 2.No 3. Don't know
6.3. What is your feeling about the quality of A®@en?
1. Good 2.Satisfactdriyoor
6.4. Do you have confidence on the service pralatehe health institution?
1. Yes 2. No

6.5. How do you rank the behavior of health workesviding ANC service?

1. Very good 2. Good 3. Fair batl

6.6. How do you feel about the distance from yauné to the nearest health institution?

(Health center, clinic) 1Very close 2.Average 3.Tao

67. How long does it take to travel from your hotméhe nearest health institution?

Hours
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Focus group discussion (FDG)
Introduction

Good morning! Well come to our group discussion

My name is my colleague near to me is we

can from the SNNPR health service

Would you be willing to participate in the discuss?
If yes, process if no thank and stop the discussion

Name of the moderate sign

Date time

_Preparation

Topic: community perception of antenatal care zaiiion and preserve to place of delivery.
Target avoidance pregnant woman, husband, rel@iohcommunity leaders and health workers
Objective of the discussion

To exploration community’s understand and prepanatif antenatal care utilization and

preference to place of delivery in Duna Woreda

To assess factors affecting utilization of maaéirealth care service particularly antenatal and

delivery care including IT vaccination
Description of the participation

A total of four group each comprising a minimumeeand maximum of ten participants will be

involved
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Next we would like to hear a little about your expece or knowledge about antenatal care

and child bearing

Who can tell us about antenatal and delivery carge?”

Is there any health education given about ANC a@dadd how much is nits important.
Who would like to be telling us dangerous Heploblems related to pregnancy and child
birth?

What are the causes?

What is the consequence?

Would you explain further?

Pregnancy related risks and antenatal care

How we would like to ask you specific question afdeealth problem related pregnancy
child birth

Do you think that a health pregnant woman attencCRNVhy?

Where do you think is the best place for ANC > wiguld you explain further?

What are the primary reasons for pregnant womeualdtaitend ANC clinics?

What are the primary reason pregnant woman natch#C clinics?

Where do you think the best person to visit dudetivery? Why?

Who do think the best place for delivering a ch\iy?

* What is your opinion about ANC and preferencestgion point of view?

* Which group the population do you expect not tbagtithe service and what and their

reasons? And would you explain further?

87



