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ABSTRACT

Background- Maternal health literacy is a set of cognitive and social skills that define a woman's
motivation and capacity to obtain, comprehend, analyze, and apply knowledge to recognize risk
factors, taking actions for healthier life style and proper nutrition during pregnancy in order to achieve
positive health outcomes for herself and her children. Maternal health literacy is associated with poor
health outcomes among women and their children, especially in low-income areas. Therefore this study
aims to assess maternal health literacy and its determinants on pregnant women attending in the
antenatal care.

Method- Facility based cross-sectional study was done at health facilities in west Gojam and southern
Gondar zone. Data was collected from 327 pregnant women who came to health facilities for antenatal
care. Interviewer administered questionnaires were employed to collect data. Frequencies, proportion,
were used to describe findings. Crude odds ratios and 95% confidence intervals were considered to
measure associations for each variable with the maternal health literacy. Multivariable logistic
regression was run to identify determinants of maternal health literacy by controlling possible
confounders. Assumption of goodness of fit was checked and Statistical significance was determined
at p<0.05.

Result- A total of 327 pregnant women participated in the study with a response rate of 99.09%.
Maternal health literacy among pregnant women in this study was 54.1%. The respondents Self-care
domain score was 54.1%, danger sign and birth preparedness domain score was 61.8%, breast feeding
and family planning domain score was 64.2%. Statistically significant associations were documented
with residence, AOR=2.66, 95% CI. =2.66, (1.05, 6.71) source of health related information (AOR=
19.1, 95% CI: 1.33, 7.42), formal school attendance (AOR=2.45, 95%CI: 1.04, 5.61), gestational age
(AOR=3.44, 95%CIl: 1.04, 11.4) and parity (AOR=2.66, 95%CI: (1.03, 6.86).

Conclusion and Recommendation - our findings showed that women in the study are predisposed to
maternal health risks due to their low level of maternal health literacy .antenatal care units which are
visited almost by all pregnant women at list once could be used as good platform. Assessing maternal
health literacy needs in antenatal care unit and integrating health education that improves maternal

health literacy in antenatal care services is very essential.

Xi



1. INTRODUCTION
1.1 Background

Health literacy is a very important determinant of Health in a community.(1) The definition Health
literacy has evolved from the ability to read and comprehend health-related information to include the
domains of functional, communicative, and critical literacy.(2) health literacy is defined as the
cognitive and social skills which determine the motivation and ability of individuals to gain access to
understand and use information in ways which promote and maintain good health.(3) Health literacy
also encompasses the ability to perceive and use information provided by health professionals, as well
as the ability to read and comprehend doctor's prescriptions and instructions, testimonials, booklets,

and drug brochures, as well as the ability to obtain health services.(4)

Health literacy required for pregnant women to understand health care information and to making
informed health decisions is known as Maternal health literacy ,which is a set of cognitive and social
skills that determine women's motivation and ability to a gain access, understand, interpret and use
knowledge to achieve positive health outcomes for them and their children .(5)Ability to detect
pregnancy period risk factors, taking actions for a healthier lifestyle and proper nutrition during
pregnancy, better adaptation to pregnancy changes, and care during pregnancy complications are all
examples of maternal health literacy and specific cognitive and social skills required for a healthy
maternity.(6) Maternal health literacy is also one of the key factors in predicting pregnancy outcome.
By empowering women to engage fully in making informed choices about their health before, during
and after birth (6-8). Antenatal care is an important opportunity and also a main entry for a healthy
maternity to educate pregnant women on a variety of issues related to pregnancy, birth and parenthood
to in order to promote the health and survival of both the mother and the baby.(9, 10) Antenatal
Education also helps expectant parents to improve their knowledge, expertise and confidence in the
planning and preparation of childbirth.(9) Through the years World health organization has
recommended different approach for antenatal care in order to decrease maternal mortality .(10)Early
on it had increased number of Antenatal visit then Focused antenatal care approach was introduced
with four Antenatal for low risk pregnancy. (11)Recently WHO has revised the approach , the current
guide suggests a minimum of eight contacts between the pregnant woman and the healthcare providers
(12)



1.2 Statement of the problem

Lack of health literacy is a universal problem that affects people's ability to recognize and understand
health conditions, as well as their interactions with the healthcare system.(2, 3) It also contributes to
disease, disparities, and mortality, as well as lower use of preventive services and higher use of medical
services, resulting in higher health-care costs .(13) Pregnant women with low health literacy are unable
to fully comprehend the range of services that a health system can provide for them and their families.
(14) they also continue to be hesitant of when to seek attention for problems they observe in themselves
or their newborn infants, which delays treatment or leads to poor health outcomes.(15) Without an
adequate understanding of health care information, a woman's ability to engage in health promotion
and prevention activities for herself and her children is limited; it becomes difficult, if not impossible,
for a woman to make informed decisions that will result in satisfactory health care outcomes for herself
and her family.(16) Especialy, In sub-Saharan countries where most pregnancy related deaths and
injuries are prevalent Accounting for 99 percent of maternal deaths worldwide, antenatal care has been
a lost prospect for health interaction.(17, 18) Like other sub—Saharan countries, Ethiopia also carries a
higher burden of maternal deaths with a reported maternal mortality ratio of 412 deaths per 100,000

live births maternal health literacy assessment is very critical.(19)

Because,Maternal health literacy does not only impact her health care outcomes, but her children’s or
unborn child’s health as well.(16) Maternal health literacy is recently more recognized as a crucial area
of priority for women's reproductive health in order to reduce disparities, mortality, and achieve
improved health outcomes.(20, 21) although many studies have been conducted to investigate the
association between health literacy and health outcomes, very few studies on maternal health literacy
have been completed in low-middle-income countries and sub-Saharan Africa.(22, 23)

Despite this rising recognition of the importance of maternal health literacy in maternal health, studies
are not conducted to examine association between maternal health literacy and its determinant in
Ethiopian context and Because health maternal literacy have an impact on many aspects of maternal
health, it is critical to examine maternal health literacy and its determinants among pregnant women.
Therefor, this study will assist to address this gap in the literature by assessing maternal health literacy
and its determinants. It will also be useful in providing knowledge as a foundation for bases research

as well as policy and program planning for improving maternal health literacy through antenatal care.



1.3 Significance of the study

The study aims to generate knowledge on maternal health literacy and its determinants. The study will
also provide more insight on the needs of women that use antenatal services regarding maternal health
literacy. It can assist health care providers in an understanding on how to best transfer antenatal care
messages to mothers so that pregnant women could have adequate maternal health literacy.

The findings of this study will also contribute for development of successful strategies for intervention
to enhance maternal health literacy. It will also help policy makers, health programmers, and maternal
health workers design evidence-based programs and develop targeted antenatal care interventions
which are understandable, convenient, and meaningful for pregnant women in their levels of maternal
health literacy. In turn, this would lead to decreased risks in maternal health and better pregnancy
outcomes. This study can also help the research community by assessing maternal health literacy and

it can provide information as a reference point for future studies.



2. LITERATURE REVIEW

2.1 Burden of Maternal Mortality

Maternal mortality remains a global challenge with 303,000 dying as a result of pregnancy and
childbirth-related complications worldwide (12) .Reduction of maternal mortality has been a part of
both (MDGs) and (SDGs). Despite the reported 44% reduction achieved under the MDG, maternal
mortality still remains a major global health issue today. It has been indicated that most of these deaths

occur in LMIC, accounting for 94% of maternal mortality (24-26).

According to the World Bank 2017, the MMR for high-income countries is 11 per 100,000 live births,
while for low-income countries it is 230 per 100,000 live births. The majority of maternal deaths occur
in sub-Saharan countries, accounting for 534 per 100,000. The lowest count happens in Europe, and
Central Asia: 13 per 100,000 live births(27). Like most Sub-Saharan African countries, Ethiopia
carries a high burden of maternal deaths. Trends of maternal mortality in Ethiopia during 1990-2013
showed that there was a decline from 708 per 100,000 live births in 1990 to 497 per 100,000 in 2013.
but the number still remains unacceptably high with a reported MMR of 412 deaths per 100,000 live
births(28) .

This has been mostly attributed to lack of access to health centers as well as unmet needs for family
planning by reproductive-aged women within the country(26) .Many studies have indicated that most
maternal deaths are preventable with the provision of timely and appropriate healthcare services(29) .
Likewise in Ethiopia, ante-natal and post-natal follow-ups along with delivery in healthcare facilities

have been found to be instrumental in the reduction of maternal mortality(26) .
2.2 Antenatal care and antenatal components

WHO has recommended ANC for all pregnant women worldwide (30).In order to minimize maternal
mortality, over the years WHO has introduced numerous ANC models Starting from traditional
approach with increased number of antenatal visits then focused antenatal care which is a goal oriented
and reduced contact number at four critical times during pregnancy (11). The strategy has recently
been updated by the WHO, with the latest guide suggesting at least eight interactions between a
pregnant woman and the healthcare providers in order to maximize pregnancy outcomes. In addition
to increased contact, the guideline incorporates many other improvement to the previous antenatal care
model.(12) (31, 32) .



In 2016 new antenatal care method called group antenatal care was proposed by the WHO to groups
of women at similar stages of pregnancy (10, 33) Despite the WHO recommendations for ANC
globally, only 62% of pregnant women attend four or more ANC visits worldwide. For developing
countries, the figure is much lower,, accounting for 55% attendance of the WHO-recommended four-
ANC visits(34). Only 31.8% of mothers received four or more ANC visits, in 2016 EDHS survey and
37.1% of pregnant women received no ANC at all (19).

Various studies indicate that antenatal care is the most suitable platform for providing information and
education to pregnant women on pregnancy-related issues, contributing to better pregnancy outcomes
(29). The content of antenatal care prepares women to navigate pregnancy and childbirth and manage
health decisions; In this regard, pregnant women must routinely visit antenatal services to experience
favorable pregnancy outcomes(35, 36) .early pregnancy recognition is also a way of enhancing birth

outcomes that encourages women to access antenatal care at a critical stage in pregnancy(37) .

A cross sectional survey done in Gambia comparing urban and rural ANC services suggests that ANC
is Bing underused for delivering health communication and education in the health facilities (17). A
study conducted in Burkina, Ghana, and Tanzania on ANC consultation reveals that only 5.4% of
women in Burkina Faso, 30 % in Ghana and 22.5% in Tanzania were advised on all seven danger
signs. The results of study suggest that ANC counseling on danger signs is not given enough emphasis
(38) .

A study conducted among pregnant women in Tanzania receiving ANC indicates that the average
contact period with health care provider for pregnant women was 10 minutes to 12 minutes For the
first Visit and 6.5 minutes for subsequent visits; and 42 percent of clients were unaware of any signs
of pregnancy risk among those using ANC service (39).

A study in Arsi, Oromia Region, Ethiopia, showed only 16.5% of the respondents were prepared for
birth and its complications, indicating that birth preparedness and complication readiness awareness
and practices are low in this region (40) . In addition, in a study conducted in Ethiopia to examine the
practice and factors associated with birth preparedness and complication readiness, using five
indicators ,identified a skilled birth attendant for delivery, identified a facility for emergency care,
arranged transport for delivery, saved money, and identified a blood donor) results showed only 17%
of pregnant women to be well prepared (41) . Similarly, a meta-analysis done in Knowledge and
practice on obstetric danger signs in Ethiopia suggested that the level of danger signs recognition
showed variations between their stages in pregnancy: 48% during pregnancy, 43% during delivery

and 32% during postpartum(42).



2.3 Literacy

Literacy is recognized as a significant contributing health factor. Global and local attempts have been
made to improve literacy over the years (43). report from developing countries highlight the positive
impact of literacy on health and suggest that a lack of literacy contributes significantly to disease and
economic differences(44).Globally the percentage of illiterate adults has decline (45) . According to
the report of World Bank in 2015, the world illiteracy rate was 14 % among world population older
than 15 years. However, wide gaps remain, particularly between sub-Saharan Africa and the rest of
the world. In many developed countries, more than 95% have basic literacy skills, while most

illiterate people live in sub-Saharan countries (46).

According to a 2016 Ethiopian Demographic Health Survey (EDHS) 2016, men are better educated
than women. The illiteracy rate also showed a decline over the past decade for both men and women:
from 43% in 2005 to 30% in 2011 and 28% in 2016; and from 66% in 2005 and 51% in 2011 to 48%
in 2016 for men and women age 15-49 respectively (19) .

2.4 Women literacy and health

Health and education, particularly for women and children, have an effect on the health of a
community(47).Evidence shows an association between women’s education level and health care
decisions(48).While general literacy is an important element of health literacy, it is not always a clear
predictor of whether or not a person has health literacy(2).Study conducted among African American
women with low and higher literacy showed that there were no substantial relationships between
women with low and higher literacy skills in antenatal care utilization. Both groups had high rates of
decreased use of antenatal care(49).

On the other hand, in a study in the Middle East and North Africa region, MENA shows a huge gender
gap in education across the region's countries. The study also found that women with less education
are more likely to marry at an early age and give birth shortly after marriage, and are less likely to
obtain antenatal care or converse with their significant others about family planning issues.

(50).

The gender gap between men and women remains high in sub-Saharan Africa, despite efforts to
increase educational opportunities for all children (51) . In a cross-country study of seven countries
conducted by Save the Children on Literacy, Boost found that Ethiopia was the only country where
the marks of girls were significantly lower than boys on half of the skills assessed, suggesting a key

gender variance in the baseline literacy skills (52).



2.5 Health literacy

The principles and metrics of health literacy have evolved due to the rapid improvement of science
and technology and will continue to evolve. Early descriptions of health literacy focused on the ability
to apply simple reading and numeracy skills in a health care situation.(2) Recently health people 2030
updated the definition of 2 010 and 2010, and defined Personal health literacy as the degree to which
individuals are able to access, process and appreciate basic health information and resources needed
to make successful health choices. The degree to which organizations equitably encourage individuals
to obtain, process and appreciate basic health information and tools required to make good health
decisions is organizational health literacy.(53) .

Health literacy has be explained as a range with functional, interactive and critical health literacy
(4).Health literacy is also considered an assessable outcome of intervention in health education (54).
Improvements in health literacy can be measured by assessing improvements in knowledge and skills
that enable health decisions to be informed and more autonomous (29). However high level of
education or literacy does not necessarily ensure a high level of health literacy.(13)

A study on an adult population in the United States found that 50 percent of respondents had
insufficient health literacy skills and showed that their ability to grasp the health information necessary
to function within the health system was very low(55). Similarly, a community-based survey on
Australian population classified the population as having suboptimal levels of health literacy by using
various methods of health literacy assessment. The Test of Adult Functional Health Literacy identified
6.8 percent as having insufficient literacy, while 10.6 percent were identified by the Rapid Estimation
of Adult Literacy in Medicine with reading levels below ninth grade Newest vital sign listed 26 percent
of the sample population as having minimal health(56).

In The study done in Zambia High health literacy across the age groups ranged from 31.7 to 40.0
percent. Half of males 46.5 percent and just one-quarter 24.5 percent of females had high health
literacy. Half 56.0 percent of urban respondents had high health literacy, while only 19.4% had high
health literacy among respondents residing in rural areas (13).

2.6 Health literacy and health outcome

Health literacy is a very critical determinant of well-being in a community (1).health literacy is

connected to health outcomes, For many medical conditions, limited health literacy has been related

to worse health outcomes(57) . There have also been some adverse health effects related to low health

literacy, such as increased hospitalizations and emergency room use, lower overall health status, and
7



higher mortality (22) . Low health literacy also impairs recognition and understanding of health
conditions and communication within the healthcare system (23) .

Studies have also found that individuals with low levels of health literacy have less health
consciousness, weak self-management of chronic conditions, less use of preventive services, and worse
health outcomes(16) Limited health literacy can also raise the burden of iliness on society, as measured
by health care costs (13, 16).A study done Osborn notes that health literacy remained a significant,

independent predictor of non-adherence (58) .

Another study from LaVonne shows that levels of health literacy vary based on age, education,
residence, income, and the language spoken. This research also describes age and level of education
as good measures of health literacy (59).In addition, the study by Michael demonstrates that decreased
health literacy is more prevalent among women, those with lower levels of education, and particular

racial and ethnic minorities.(57).

A research in Zambia shows the wealth index was positively associated with high HL and ranged from
a low of 14.1% among the poorest to a high of 70.8% among the richest. Just six out of 10 respondents
with some secondary education (58.4 percent) had high HL, and the rest of those who completed
secondary education or had above secondary education had high HL (83.3 percent). Few respondents

who had not completed primary education (11.4 percent) had high HL (13).

Studies have also found that low health literacy has a negative impact on the health knowledge of
mothers' preventive actions, the ability to navigate the health care system, and the ability to care for
their children (16) . A study done in Europe found that a large percentage of women who are found to
smoke before pregnancy and still continue to do so in pregnancy, are women having high school or
less as their highest education level. They are also those who have low health literacy(60) . Studies
have also shown that women with adequate health literacy had significant differences in starting earlier

and frequent antenatal care(20) .
2.7 Maternal health literacy and health outcome

Consultations dedicated to pregnancy planning, childbirth and parenting are very important as primary
strategies in health education for maternal health. Antenatal care counseling will achieve maternal
health literacy on topics of care during pregnancy, labour, and childbirth, child care, breastfeeding,
and parenting abilities(61) .Maternal health literacy includes cognitive and social skills that determine

women's motivation and ability to access, interpret and use knowledge in ways that support and sustain



their health and that of their children (4). Maternal health literacy is an important and efficient tool in
ensuring proper antenatal care, healthy pregnancy and good pregnancy outcomes (36).

A cross-sectional study conducted in Chicago among pre-gestational diabetes pregnant women, found
that women with low health literacy were substantially more likely to have unplanned pregnancy and
were significantly less likely to talk about pregnancy beforehand with an endocrinologist or

obstetrician. They were even more likely to have taken folic acid(62) .

Study done in Iran indicates important associations between maternal health literacy, antenatal
treatment, healthy pregnancy, and pregnancy outcomes. The study shows that women with adequate
health literacy have substantial differences in healthy pregnancy and pregnancy outcomes compare to
women with in adequate health literacy. But there were no major differences in the APGAR, meconium
plague, postpartum hemorrhage, PROM and neonatal death scores(20). A randomized controlled trial
done in Singapore with found that women receiving antenatal education were more likely to breast
feed exclusively up to six months after delivery. They indicated that postnatal support was marginally

more effective than antenatal education (61).

A study conducted in Oyo State, Nigeria, also found that there were significant relationships between
maternal health literacy and prenatal care and healthy pregnancy (36) . On the other hand, studies have
found statistically significant associations between educational levels and the institutional delivery
(63).

2.8 Factors associated with maternal health literacy

The number of antenatal care sessions offered by healthcare professionals, the expertise of healthcare
personnel, the basic health services available, living standards, and community-based health education
programs encourage health literacy for pregnant women (64) . In a systematic study the following
factors affecting maternal health literacy were identified: the number of visits to antenatal care,
maternal education, education for husbands, marital status, household income, employment for
women, and media exposure, history of obstetric complications, women's age and religion(65) .

Maternal health literacy among pregnant women is correlated with associated socio-demographic and
economic characteristics of pregnant women. Studies from various sub-Saharan and low-income
countries have shown that maternal age, gestational age, gravity and level of maternal education, jobs,

marital income are determinants of maternal health literacy (66, 67) .



2.9 Conceptual framework

The conceptual framework that will be used for this study is originally prepared for the purpose of

explaining factors affecting Maternal Health Literacy in pregnant women.

AN

/Socio demographic \

Age, Ethnicity, Religion, marital status, residency
women Education, women occupation, wealth
husband education, husband occupation ,family

size, Source of pregnancy related information, Time

\travel to district Health Center /

ﬁ)bstetric factor \

Gravidity, Parity ,Time of ANC initiation in current
pregnancy, number of ANC visit current pregnancy
,Place of delivery of previous pregnancy, History of
obstetric complication , Previous ANC follow up
,Previous Number of Number of ANC visits,

- /

4 )

Health system Factor
Accessibility and utilization of health facilities,
Experience and communication skill of health care

providers, Time traveled to health center

/

- J

Maternal health literacy

Figure 1: Conceptual framework on assessment of maternal health literacy and its determinants
among pregnant women which is created from reviewing different literature
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3. OBJECTIVES
3.1 General Obijective

» To assess maternal health literacy and potential determinants of Maternal Health Literacy

among pregnant women attending antenatal in Amhara region, Northern Ethiopia.

3.2 Specific objective
1. To assess maternal health literacy among pregnant women attending antenatal care.

2. To identify the potential determinants of maternal Health Literacy among pregnant women
attending antenatal care.

11



4. METHODS AND MATERIALS
4.1 Study Area and study period

The study was carried out in the Antenatal Care Unit of selected health centers in West Gojam and
South Gondar in one of the 177 districts of the Amhara region of Ethiopia. Amhara region reported a
total population of 22,536999 in 2019.Bahirdar is the capital city of the Amhara Regional state and
Ambharic is a commonly spoken and official working language.

There are three administrative levels in the region and it consists of 15 zones, 183 Woreda and
3,973Kebels. Under its administration, there are 82 hospitals, 862 health centers and 3,561 health posts.
According to the 2019 Amhara Health Bureau survey, the population is estimated at 226, 17465 for
South Gondar and 275, 8806 for West Gojam, with projected pregnant women estimated at around
82,106 for South Gondar and 96, 8462 for West Gojam. There are 21 health centers in the West Gojam
zone and 19 health centers in the South Gondar zone.

The study area is chosen by none governmental organization as intervention site for group antenatal
care. Among the 40 heath centers in West Gojam zone and South Gondar, 12 heath centers has been
selected based on availability of setup and number of expected ANC follow up flow. According to
EDHS 2016, the number of pregnant women that received antenatal care from qualified providers in
the region was 32.4 percent. Among them, 47.1% were informed of pregnancy dangerous signs of

pregnancy, 65.8% were notified of a birth preparedness plan, and 53.4% took IFA supplements(19).

4.1.1 Study design and study period
A facility based cross sectional study design was employed among pregnant women who were
attending antenatal care in Amhara region from February to March 2020.

4.2 Population

4.2.1 Target population
The target population was all pregnant women living in west Gojam and South Gondar Amhara
region.

4.2.2 Source population

All Pregnant women who attended ANC in selected facilities in west Gojam and South Gondar

4.2.3 Study population
All pregnant women who attended ANC in the selected facilities in west Gojam and South Gondar at
the time of the study period

12



4.2.4 Study unit
A single pregnant women who was attending ANC and available during data collection was selected

based on inclusion criteria
4.3 Eligibility Criteria

4.3.1 Inclusion criteria

All pregnant women who were attending ANC at selected health centers were included.

4.3.2 Exclusion criteria
Pregnant women who had high-risk pregnancy, and term for labour (e.g. Bleeding, leaking, severe

vomiting...) were excluded during the time of data collection were excluded
4.4 Sampling

4.5 Sample size determination

The sample size was calculated by using a single population proportion formula. By assuming
p=expected proportion of population practicing BPCR = 16% from the study conducted in Robe
Ethiopia. (40)

Za\2=the critical value at 95% confidence level of certainty (1.96)

d=the margin of error between the sample and the population 5% error,

n= minimum requirement of sample size,
z= confidence interval (Cl) =1.96=95%

p= the prevalence of birth preparedness and complication readiness P=16%
d =marginal error=5%=0.05
[(1.96)2 0.16 * (1 — 0.16)]

- =206
n 0.052

Non response rate of 10% and design effect of 1.5 is considered. Thus, the required sample size

Calculated to be 330 women

45.1 Sampling Procedure

In order to obtain a representative sample, stratified random sampling has been used to select the source
population. The top 18 health centers with higher monthly ANC case flow were identified and selected
from the unpublished Amhara regional health office report. Then the gestational age of pregnant
women was divided into three strata, the first trimester, second trimester and third trimester, and the

participants in the study were then recruited from each stratum by asking them consecutively until the
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required sample size was reached. Finally, the research covered those pregnant women full fill the

inclusion criteria.

Table 1: Sampling procedure to assess the maternal health literacy in and its determinant among

pregnant women attending antenatal care, Amhara region, Northern Ethiopia 2019/2020

Southern Gondar Zone

Health Centers

Galadiyose 12
Ambo Meda 12
Lalibela 12
Areb Gebya 12
Legidiya 30
Anbessame 12
Yisimala 32
Durbete 12
Addis Zemen 32
Hamusit 30
Yifag 32

4.6 Study Variables

46.1

4.6.2

» Socio demographic characteristics:

Dependent variables

Maternal Health Literacy( self-care, problems in pregnancy, birth preparedness

complication readiness, breast feeding and family planning )

Independent variable

Age (in completed years)

Distribution

West Gojam Zone
Health Centers

Korata
Wanzaye
Kunizila
Fore Sankira
Merawi
Wetet Abaye
Ambo Mesk

Marital status (married, single, divorced, widow)

Distribution

12
12
12
12
30
12
12

and

Educational status of pregnant women (llliterate, Read and write, Primary Education,

Secondary Education, Collage and above)

Religion (Muslim, Orthodox, Protestant, Other)

Family size



e Residency(urban, Rural)

e Occupational status of pregnant women (employed, not employed)

e Husband’s occupational status (employed, not employed)

e Husband’s educational status (can’t read and write, Read and write, Primary Education,
Secondary Education, Collage and above)

e wealth index(wealth index was computed for questions which is related with housing
conditions & house hold characteristics, principal component analysis(PCA) was used to
reduce the number of variables measuring wealth, finally PCA had divided it equally it to five
quintiles .

> Reproductive characteristics:

e Gravidity (Prim gravida, Multi-gravida)

e Parity (Nulliparous, Prim Para, Multi-Para, Grand Multi-Para)

e Number of ANC visits (1 visit, 2 visits, 3 visits, 4 and more visits)

e Gestational age

e Previous obstetric complication (bleeding, prolonged labor,)

e Place of delivery of previous pregnancy (home health facilities)

e Previous ANC follow up

e Previous Number of ANC follow up

e Gestational age at first visit first ANC follow up

e Source of pregnancy related Information (HEW,HDA, health care provider, Other pregnant
women, family, friends, media, books, did not receive any information

Time travel to district Health Center in minute

4.7 Data collection technique and instruments

Data was gathered via an interviewer-administered questionnaire. The tools that are utilized in this
study are standard tools that are already validated for sub Saharan countries. The English version of
maternal health literacy assessment tool is adopted from Home Based Life Saving Skills evaluation
tool that is found to be reliable and had an acceptable validity in sub Saharan countries to assess
maternal health literacy among pregnant women. The demographic data questionnaire and was
adapted From EDHS and socioeconomic status was assessed using household fixed asset and housing
condition questions. The questionnaire was first prepared in English and translated into Ambharic, as
the study participants were Amharic speakers, and then translated back into English by different
translator to ensure the quality of the translation and to keep the consistency. Prior to data collection

face validity was conducted on pregnant women in health center which was not included in the study.
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The data collection lasted for a total of two months, between February and March 2020. Thirty two
data collectors participated in the data collection process. The data collectors were BSc and clinical
nurses who did not work in the antenatal care unit. A two day training course was also given for the

data collector.

4.8 Data quality control technique

Data quality assurance was done before, during and after data collection .Principal investigator gave
two day training for the data collectors and supervisor about the purpose of the study, data collection
procedure and ethical concerns. After data was collected the immediate supervisor in the field and the
principal investigator reviewed all the collected data for completeness and consistency. Then before
analysis missing values and outliers was checked by the principal investigator. Completeness,
consistency & coding of the data were checked by the supervisor and principal investigator throughout

the data collection process to assure the quality of the data.

Face validity was conducted for all the items of MHL questionnaire. Focus group a discussion with 8
pregnant women was conducted with the aim of clarifying the language used so that the source
population is be able to answer the intended questions. Based on the feedback unclear and redundant
questions were corrected modified and rephrase. To keep accuracy of data, data entry was done by the
principal investigator. Non overlapping numerical code was assigned for each question and the coded
data was entered using Epic data version 4.4.2.1 and was cleaned by STATA 15 after data collection
of data, data entry was done by the principal investigator. Non overlapping numerical code was
assigned for each question and the coded data was entered using Epic data version 4.4.2.1 and they
was cleaned by STATA 15 after data collection.

4.9 Operational definition

Maternal health literacy: - was scored by its four component using (self-care to preventing
problems, danger sign during pregnancy, Birth Preparedness and Complication Readiness and Breast
feeding and family planning ) below <25 was considered to have inadequate MHL and above 25 was

considered to have adequate MHL. Cut off points were created by calculating the mean of all items.

Self-care to preventing problems was assessed by:- Receive iron/folic acid during your pregnancy,
know how to take iron folic acid supplement pills ,Use of iron folic acid supplement, how many days
should iron folic acid supplement pills be taken during the whole pregnancy, Know the side effects of
iron/folic acid pills, sleep under a mosquito net, how to prevent problems during your pregnancy:- Rest
often, Sleep under a mosquito net ,Eat an extra meal every day ,Drink plenty of fluids ,Take iron and

folic acid tablets, going to ANC follow-up, Watch for problems and go to health facility.
16



A danger sign component was assessed by: - do you know any warning problems or complications
during pregnancy can you mentioned the danger sign (9), what do you do if you experienced any of
the signs of complications?

Birth Preparedness and Complication Readiness component during pregnancy : -was assessed
by birth preparedness plan, things prepared for birth, talk to with health care provider about planned
delivery place, problems or complications during birth.

Breast feeding and family planning component: - was assessed by how long after birth to start
breast feeding, give the first yellowish milk to the baby, How often to breast feed ,How long to EBF,
talk with HCP about using family planning ,plan to use family planning.

4.10 Data management and analysis

Data was checked for completeness, consistencies and outliers by the principal investigator then after
cleaned, and entered into Epi Data version 4.4.2.1 software package. Then data was exported to
Statistical Packages for Social Sciences (SPSS) version 20 for analysis. The analysis ranged from
simple descriptive statistics to multivariable logistic regression. Summary statistics, such as frequency
and percentage, were computed to get descriptive statistics of the data after checking for data
reliability. Maternal health literacy was seen for association with their respective independent variables
with bivariate logistic regression.

Bivariate analysis was also used to test the association between independent variables and
pregnant women’s Maternal health literacy. VVariables which were found to be significantly associated
with overall Maternal health literacy were retained for subsequent multivariate analysis.

Maternal health literacy questions on the dataset were all dichotomized to 1 and 0 (1 is having
Maternal health literacy and 0 is Maternal health literacy) to provide an overall score out of
maximum score of 51. Having or not Maternal health literacy was declares by using a score of 25.9 as
cut point. All of the 4 components in the Maternal health literacy were given a score 0 for no correct
answers, 1 for incorrect answers.

At the Data set of pregnant women the categorical data from the self-care domain part was recorded
to dichotomous data of 1 and 0, where 1 is having Knowledge and 0 is having no knowledge. With
this self-care components of the tool were entered to compute an overall score of knowledge from 15.
Knowledge was then declared as knowledgeable (score 8.7 and above from 15) and not knowledgeable
(score <8.7 from 15).

Danger sign, components of the questionnaire of pregnant women were dichotomized to 1 and 0,
where 1 is having knowledge and O is having no knowledge on specific danger signs during
pregnancy. Each component was given a score of 1 for having knowledge to provide a sum for
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overall knowledge out of 11.overall the having knowledge was declared for score of above 3.8 while

not having knowledge for score under 3.8.

Birth preparedness and complication readiness components of the questionnaire of pregnant women
were dichotomized to 1 and 0, where 1 is having knowledge and 0 is having no knowledge on specific
danger signs during pregnancy. Each component was given a score of 1 for having knowledge to
provide a sum for overall knowledge out of 16.overall the having knowledge was declared for score
of above 6.5 while not having knowledge for score under 6.5.

Breast feeding and family planning components of the questionnaire of pregnant women were
dichotomized to 1 and 0, where 1 is having knowledge and 0 is having no knowledge on specific
danger signs during pregnancy. Each component was given a score of 1 for having knowledge to
provide a sum for overall knowledge out of 16.overall the having knowledge was declared for score
of above 6.8 while not having knowledge for score under 6.8.

Wealth index- household fixed asset and housing condition questions the questionnaire were
dichotomized a score “1” given to those who own/have and score of “0” given to those who did not.
Principal component analysis (PCA) was done. Wealth index was by rank ordered into quintiles to

give poorest, poor, medium, wealthy and wealthiest status.

Finally, Variables with p-value <0.05 in the bivariate analyses were included in the multiple logistic
regression models. A number of separate multiple logistic regressions were run for MHL and the
differences between variables were explored, variables which are statistically significant were
considered as determinant factors. In all cases, Statistical significance for the multiple logistic
regression analysis was set at p < 0.05. The Hosmer-Lemeshow goodness of fit test was used to check
whether the model adequately fits the data in this study. The results will be presented in tables, words

and figures.
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Table 2: Domains of maternal health literacy with their maximum score points

Outcomes

Self-care to prevent problems

Common problems and
complication during pregnancy

Birth Preparedness and
Complication Readiness during
pregnancy

Breast feeding and family
planning

Components

Receive iron/folic acid during your pregnancy +Know how
to take iron folic acid supplement pills+ Use of iron folic
acid supplement + days did you take t iron folic acid
supplement pills During the whole pregnancy +Know the
side effects of iron/folic acid pills + thing done to prevent
problems during your pregnancy (8)

Facility.

Warning problems during pregnancy +
What to do when they perceive unusual signs or dangers.

(10)

Birth preparedness plan talk with health care provider
about planned delivery(3) + things you did to prepare for
the delivery(9) place problems or complications during
birth(4) +

Duration after birth to start breast feeding + give the first
yellowish milk to the baby+ How often to breast feed +How
long to EBF +talk with HCP about using family planning+
plan to use family planning.

19
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411 Ethical considerations

Ethical approval was obtained from Research Ethics Committee (REC) of School of Public Health,
College of Health Sciences of Addis Ababa University. Letter of support was obtained from Addis
Ababa University School of public health to Amhara health bureau to inform them about the study.
Permission letter from Ambhara health bureau was requested to undertake the study in health facilities
which the study is conducted.

The trained data collectors from the health centers explained the objective of the study and all the
necessary information to the study participants. The participants were informed that the information
will be accessed by the principal investigator. Written informed consent was obtained from the
study participants. Data was kept confidential and anonymous and it was used only for this research

purpose.

The study participants was informed there was no incentives (no direct benefit) given to
respondents but the result of the study will be disseminated to concerned bodies working on
maternal health and health education. They were also informed that, there is no harm due to
participating in the study except consuming study participant’s valuable time; average of 50 minutes
were consumed to answer the questions.. Respondents were not forced to answer questions and could
withdraw at any time if they did not want to participate anymore. Subjects who are not willing to
participate in the study were informed that they will not face any harm due to none participation.
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4.12 Dissemination of results

The final report of this study will be submitted to Addis Ababa University, College of Health Sciences
School of Public Health, Amhara Health Bureau and Jhpiego. It will also be disseminated to
governmental and nongovernmental organization, institutions and individuals and policy makers and
for individuals who directly or indirectly works on maternal health and health promotion. In addition,
effort will be made to disseminate the results on different professional conferences and publish on

local/international journals.
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5. RESULT
5.1 Socio-demographic characteristics of respondents

The sample included a total of three hundred thirty pregnant women, among those 327 of them were
included in the study resulting a response rate of 99.09 %. Three of the participants were excluded
from the study because they didn’t have adequate time to complete the interview. Majority 264 (79.2%)
of them were between the age 20 and 34. The mean age of pregnant women was 27.01 (SD +5.7 years).
A higher proportion 223(68.1%) of the women were rural residents .majority them 309 (96.9%) were
Orthodox religion followers while others were Muslim, and Protestants. About two-third 213 (65.1%)
of pregnant women had no formal education and less than a quarter 76 (23.2%) had primary level
education. The study participants had an average of 4.33(SD +2.087) family size in their households.
Most of the women were from the Poor households (38.5%).

Table 1 Socio-demographic characteristics of pregnant women attending antenatal care, Amhara
region, Northern Ethiopia 2019/2020

Variables N=(327) Percent %
Age (in year)
<20 28 8.56
20-34 259 79.2
>35 40 12.2

Residence

Urban 104 31.8

Rural 223 68.1
Women Educational status

No formal education 213 65.1

Primary education 76 23.2

Secondary education 20 6.11

College graduate or above 18 5.50
Women occupation

Farmer 185 56.5

Housewife 72 22.0

Merchant 38 11.6

Civil servant 17 5.19

Other? 15 4.58
Marital status

Never married 22 6.72

Married/ Living together 304 92.9

Widowed 1 0.30
Spouse educational status

No formal education 136 41.5

Primary education 150 45.8
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Secondary education 19 5.81

College and above 22 6.72
Spouse occupation
Farmer 227 69.4
Merchant 48 14.6
civil servant 24 7.33
NGO/ Private 19 581
Others® 9 2.75
Family size
<=5 235 71.8
>=5 92 28.1
Wealth index
Poorest 68 20.7
Poor 126 38.5
Medium 45 13.7
Wealthy 55 16.8
Wealthiest 33 10.0

3 Daily laborer/ Unemployed /house maid ° daily laborer/ Unemployed

5.2 Last Pregnancy ANC follow-up History and Obstetric Characteristics

The obstetric history of the women indicates that about a quarter 94 (28.7%) of them were Primi-para
and about half of them were 110 (46.6%) Multi-para were as 184 (35.5%) were grad-para. The great
majority of the women 192 (81.3%) had ANC follow up in their past pregnancy among them a quarter
of them had four or more ANC.A higher proportion of the pregnant women 158 (66.9%) delivered in
health facility and 183 (77.4 %) used SBAs in their last pregnancy.

Table 2: Last Pregnancy ANC follow-up History and Obstetric Characteristics of pregnant women

attending antenatal care in Amhara region, Northern Ethiopia 2019/2020

Variables N=(236) Percent %
Total Number of pregnancies

1 42 17.7
2t0 4 110 46.6
5 and above 84 35.5
Total number of live birth

0 9 3.81
1 35 14.8
2t0 4 150 63.5
5 and above 42 17.8
ANC follow up

Yes 192 81.3
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No 44 18.6
First ANC visit in month

1-3 month 61 31.7
4-5 month 54 28.1
6-7 month 54 28.1
>=8 month 23 11.9
Number ANC visit

One-two times 92 47.9
Three times 52 27.0
Four and more 48 25.0
Pregnancy complication

Yes 42 17.8
No 194 82.2
Complication experienced

Vaginal bleeding 20 47.6
Swelling of hand and face 5 11.9
Blurring of vision and headache 9 21.4
Prolonged labor 4 9.52
Retained placenta 4 9.52
Delivery place

Health facility 158 66.9
Home 77 32.6
Elsewhere 1 0.42
Delivery by SBAs

HCP 158 66.9
HEW 5 2.11
TBA 20 8.47
UBA 53 22.4
Time to nearest health facility

< 15min 56 17.1
15-30min 75 22.9
>30min 196 60.0

5.3 Obstetric characteristics of current pregnancy

Among the total study participants, 214 (65.4%) of them came to ANC visit within four month of their
pregnancy Whereas 98 (29.9 %) of the pregnant women were on their first trimester in their pregnancy
at the time.150 (45.8 %) had at least one history of antenatal care. The majority of the respondents’
274 (83.7%) of them stated that their current pregnancy is planned.
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Table 3: obstetric characteristics of current pregnancy of pregnant women attending antenatal care,
Ambhara region, Northern Ethiopia 2019/2020

Variables N=(327) %
Gestational age in(month)

1-4 98 29.9
5-7 175 53.5
>7 54 16.5
Gestational age at first visit

1-4 month 214 65.4
5-7 month 93 28.4
>7 month 20 6.11
Number ANC visit

Once 150 45.8
Two- three times 134 40.9
Four and more 43 13.1
Pregnancy Related Problem

Yes 65 19.8
No 262 80.1

Experienced pregnancy
complication ( n=65)

Vaginal bleeding 18 27.6
Swelling of hand and face 20 30.7
Blurring of vision and headache 6 9.23
High Fever 21 32.3
Planned Pregnancy

Yes 274 83.7
No 53 16.2
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Domains of maternal health literacy

The results of this study show that half 54.1% of those interviewed had maternal literacy above the
mean score. Half (54.1%) of the pregnant women had Self-care knowledge, more than half (61.8 %)
had knowledge on danger sign and birth preparedness and 64.2% knowledge on breast feeding and

family planning However, overall 54.1% had adequate maternal literacy.

70.00%

60.00%

50.00%

40.00%

H yes

30.00%
= NO

20.00%

10.00%

0.00%

self-care problems in BPCR BF_FP MHL
pregnancy

Figure 2: Domains of Maternal health Literacy
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Source of Health Related Information during Pregnancy

In this study health professionals were a common source for pregnancy related information accounting
52.4% pregnant women. Radio 0.91 % and Television 0.61 % were two of the least mentioned source
for pregnancy related information. (3.94 %) pregnant women did not receive any information on

pregnancy related issue.

Source of Health Related Information During
Pregnancy
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Figure 3: Source of Health Related Information during Pregnancy of pregnant women attending
antenatal care, Amhara region, Northern Ethiopia 2019/2020
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Logistic regression Analysis
After checking the assumptions of logistic regression analysis, both Bi-variate logistic regression and

multivariable logistic regression was done to show the significance of each independent variable
with MHL.

5.4 Bi-variate associations between MHL and independent variables

From socio-demographic characteristics age, place of residence, husband Occupation, Wealth,
Family size, Formal school Attendance of the participant and Source of Health related Information had
a p value< 0.05 on the bi-variable logistic regression with maternal health literacy, so they were
retained to the final model. Gestational age, Previous Health facility delivery and Last pregnancy ANC
attendance were the variable that were candidates from the Obstetric and past ANC history to bi-
variable logistic regression, they were included in the multi variable logistic regression with p value
< 0.05 whereas number of ANC visit, number of pregnancies, complication during pregnancy, ANC
attendance of past pregnancy , number of antenatal care in current pregnancy were not significantly

associated with MHL in bivariate analysis (p>0.05).

Table 4:- Determinants of maternal health Literacy among pregnant women attending Antenatal
care, Amhara region, Ethiopia, 2019/2020.

Eligible for multivariable analysis at p<0.05 COR: crude odds ratio Cl: confidence interval
5.5 Multivariable logistic regression

Maternal health literacy score of pregnant women was found to have significant association with
number of pregnancies, gestational age, Formal school Attendance, Permanent residence and source
of health information. The odds of having maternal health literacy among multigravidas were 2.66
times than Primi-gravida (AOR=2.66, 95%CI: 1.03, 6.86)

The odds of having maternal health literacy among pregnant women who were urban residence was
2.66 times than those who were rural residence (AOR=2.66, 95%CI: (1.05, 6.71).The odds of having
maternal health literacy during pregnancy among pregnant women who were on their third
trimester of pregnancy was 3.44 times than those on their first trimester (AOR=3.44, 95%ClI: 1.04,
11.4).

.The odds of having maternal health literacy during pregnancy among women who attended formal
education was 2.45 times than those who did not attend formal education (AOR=2.45, 95%CI: 1.04,
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Variable

Residence
Age

Formal school
Attendance
Husband
Occupation

Family size

HH wealth
Index

Source of Health
related

Information
Parity

Last pregnancy

ANC attendance
Previous HF

delivery
First ~ ANC(in
month)

Gestational Age

Categories

urban
Rural
<30
>30
No
Yes

Farmer
Merchant
Civil servant
>5

<5
Poorest
Poor
Middle
Rich
richest
HCP

Non HCP

Primi-para
Multi-para
Grand multi-
para

No

Yes

No
Yes

<3 month

>=4 month
First TMP
Second TMP
Third TMP

Maternal health

Literacy

No Yes
113 220.1%
345 33.9
38.8 39.1
7.03 14.9
34.3 29.9
11.6 24.1
33.9 34.3
8.25 10.7
3.66 9.17
37.0 34.9
8.86 19.2
11.0 6.72
9.48 10.3
16.8 21.7
3.97 6.11
4.58 8.86
13.1 8.2
32.7 46.7
8.2 51
24.5 27.5
13.4 21.4
10.5 7.62
31.7 42.3
22.0 19.4
20.3 36.8
19.9 17.1
25.9 37.0
15.3 14.4
26.6 27.5
3.10 12.2

Total

103
224
255

72
210
117

223
62
42

235
92
58
65

126
33
44
67

260

44
170
113

43
190

98
135

121

206
97
177
53

COR(95%Cl)

1
0.551(0.34, 0.89)
1

2.11(1.22,3.67)

1
2.38(1.48,3.81,)

1
1.29(0.729,2.26)
2.48(1.21,5.09)
1
2.31(1.39,3.83)
1
0.71(0.30,1.67)
0.84(.038,1.83)
1.26(.049,3.200
0.39(0.16,0.95)
1

2.56(1.46, 4.47)

1
2.59(1.26,5.29
1.79(0.91, 3.52)

1
0.47(0.24,0.92)

1
0.49(0.29,0.83)

1

1.65(1.05,2.59)
1
1.101(0.67,1.82)
3.273(1.56,6.87)

P Value

0.015*
0.008*

0.000*

0.386
0.013*

0.001*
0.436
0.839
0.632

0.039*

0.001*

0.009*
0.093

0.027*

0.008*

.0.030*

0.705
0.002*

5.61), while women who got heath related information from health care providers were found to have

higher odds of having maternal health literacy during pregnancy than those who did not have heath
related from information from health care providers (AOR= 19.1, 95%CI: 1.33, 7.42).
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Table 5 :-Factors associated with maternal health Literacy among pregnant women attending
Antenatal care, Amhara region, Ethiopia, 2020

Characteristic

Permanent

residence

Formal
school

attendance

Source of
health

information

Parity

Gestational

age

Number of
visit in
current

pregnancy

Urban

Rural

No

Yes

Non HCP
HCP

Primi-
para
multipara
Grand
multi-para
First TMP

Second
TMP
Third
TMP
once
Twice
Three
times
More

than four

MHL
NO (%)
37 (11.3)
113 (34.5)

112(34.3)

38(11.6)

43(13.1)
107(32.7)

27(8.2)

80(24.5)
43(13.4)

50(15.3)
87(26.6)
13(3.10)
76(23.24)
51(15.59)

12(3.66)

11(3.36)

Yes (%)
66(20.1)
111(33.9)

98 (29.9)

79 (24.1)

24(8.2)
153(46.7)

17(5.1)

90(27.5)
70(21.4)

47(14.4)
90 (27.5)
40(12.2)
74(22.62)
55(16.81)

18(5.50)

32(9.78)

Total

No
103
224

210

117

67
260

44

170
113

97

177

53

COR (95%Cl)

1
0.551(0.34, 0.89)

1

2.38(1.48, 3.81)

1
2.56(1.46, 4.47)

2.59(1.26,5.29)
1.79(0.91, 3.52)

1.101(.67,1.82)
3.273(1.56,6.87)
1
0.33(0.15,0.71)

0.35(0.16,0.78)

0.51(0.18,1.40)

*significant at P<0.05 AOR: Adjusted odds ratio ClI: confidence interval
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AOR (95%Cl)

1
2.66(1.05,6.71)

1

2.45(1.04,5.61)

1

3.14 (1.33,
7.42)

2.66(1.03,6.86)
2.26(0.67,7.58)

0.76(0.35,1.64)
3.44(1.04,11.4)
1

0.08(0.19,3.36)

0.39(0.09,1.58)

0.65(0.14,2.99)

P-value
For AOR

0. 039 **

0.040**

0.009**

0.043**
0.187

0.48

0.043**



6. DISCUSSION

The main aim of this study was to assess maternal health literacy of pregnant women and its
determinants particularly in pregnant women attending antenatal care in Amhara region. This study
revealed that Place of residence, source of health information, attending formal school; gestational age
and parity had a positive association with maternal health literacy. Meanwhile, number antenatal care
has no association with having maternal health literacy.

In our study 54.1% of the pregnant women had adequate maternal Health literacy score during their
pregnancy where as in a study done in Iran 66% were classified as having moderate to good maternal
health literacy. This difference might be due using difference in assessment tool for maternal health
literacy or it could be because 65.13 % of our participants had no formal education whereas 61 % of
the study participant graduated at the level of high school and more in the study of Iran. Even if
general literacy cannot directly determine the level of health literacy it is one a the predictors for
maternal health literacy.(20) and our study was similar with the study done in the South of Iran where
the findings revealed that more than half of the subjects had an inadequate and border-line health
literacy.(68)

The mean score of maternal health literacy in our study was 26.This result was lower than a study in
Iran where the mean score of maternal health literacy was 42.4+7.5.this difference could because
one of the inclusion criteria in the study was being literate (69) .but it was higher than a study done
in Paraguay, where the mean and standard deviation of the maternal health knowledge score at the
first, second, and third interviews were 12.6 + 8.0, 16.2 £ 6.6, and 19.4 + 6.8.(64) The variation could
be due to the study in Paraguay was done among pregnant women who did not complete compulsory
education or it could be due to the difference in sets of questions used to assess maternal health literacy.
In current study inadequate health literacy was observed with pregnant women who did not attend formal
education. Other studies have achieved similar results were the level of maternal health literacy increased
along with the educational level.(29, 70) This notion that the average level of health literacy is higher
in people with higher education compared to other less educated groups is also is supported by study
done Iran(68, 69) This may be strengthens the premise that years of schooling might be associated
with higher level of maternal health literacy.

In contrast to this, study in Paraguay found no association between educational states and maternal
health literacy.(64) This variation could be because the study participant of the study has a similar
educational status where they did not have higher education or it could be because of difference in

study period.
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In this study pregnant women who live in urban area had adequate maternal health literacy than those who
lives in rural areas this result was in line with study in Iran, where significant relationships were identified
between maternal health literacy and place of residence. (69) This may suggest that women who live in
urban areas has better access to health care service and reproductive health information that may

contribute to having maternal health literacy.

We have also found that the number of times that a woman has been pregnant, to be positively associated
with having adequate maternal health literacy, this finding is consistent with results from study done in
Uganda which indicated that women who had been pregnant more had a better maternal health literacy in
comparison to women who is having her first pregnancy (71) This may due to a women who has been
pregnant before may have antenatal care in last pregnancy or she may retain information from her own

previous pregnancy experience.

In this study, there was a significant mean difference in the total score on those who received health
information from health professionals and between those who had source of health information other
than health professionals a study done in Paraguay also supports this findings which shows
associations between maternal health literacy score with healthcare personnel capabilities, available

health facility equipment’s and the community’s social network (64)

In our study women in their third trimester were more likely to have maternal health literacy compared
to those in their first trimester, there is for this might be because as the gestational age increase women
tend to share their pregnancy with other women’s and discus their experience ask for advice. In the
present study no significant relationship was observed between the maternal health literacy and age,
which was consistent with the studies done in Iran. (70) However, this result was inconsistent with the
results found by Iran and Uganda (29) this inconsistency might be due to difference in study population
with difference in the age range. In our study the median age was 27 whereas in Uganda study the
study was among adolescents aged 15-19 years attending antenatal care or the difference could be
because of difference study area.

The results of this study showed that there was no statistically significant difference in those women
who received care only once, twice, three times or on those who received more than four antenatal
cares during their pregnancy. This finding is in line with a study done in Iran that showed that there
was no association with the number of Antenatal care and maternal health literacy, which is similar

to our finding. (20) However, this finding is inconsistent with studies done in Iran, Paraguay and
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Nigeria which have shown statistically significant association between antenatal cares with maternal
health literacy (29) . The variation between our study and the study in Iran could be due to the
difference in number of antenatal care the study participant had. Which in the Iran study the mean
antenatal cares visit is in women was 11+1.1 times and whereas in our study only 13.03 % of
participants received four and more antenatal cares. Or the variation between the studies might
probably be because of differences between quality of healthcare services, and length of contact time
with health care proved during antenatal visit. During the data collection we have observed that

pregnant women spend few minutes with their provider when they come for antenatal visits.

Another unanticipated finding was that socio economic status was not associated with maternal health
literacy which was inconsistent with a study done in Iran (69) Perhaps the reasons for the lack of
inconsistency of the outcome of this studies with other similar studies might be due to differing
measurement tools, the studies used Family monthly income to determine economic level of the
pregnant women whereas we used the HHS tool to assess their wealth, or it could be because of
Social/cultural characteristics and the place of the study. In the present study the majority of the

participants in this study were living in rural areas.
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6.1 Limitation and strength of the study
Limitation

The study has questions about past pregnancy which may introduce recall bias. Since the data
collectors were health practitioners, the respondents might also have answers that are affected by social
desirability. Another limitation to our study was Bing a facility based cross sectional which may
indicate study some level of health literacy among pregnant women since they already came to the
health centers. The Lack of similar studies in developing countries and in our country makes it hard to
do a comparative discussion.Maternal health literacy tool is not validated for Ethiopian context which

is the weekness of the study.

6.2 Strength
As a main strength, this research study tried to address the overlooked public health issue of health
literacy particularly maternal health literacy so this study can serve as a baseline data, for researchers

and other interested stakeholders to conduct further assessment.
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7. CONCLUSION AND RECOMMENDATION

7.1 Conclusion

Our findings suggest in order for pregnant women to have maternal health literacy antenna care should
be utilize properly. Health care providers should be aware of the maternal health literacy level of
pregnant women during consultation and give health education at different levels matched with clients
differing levels of maternal health literacy. When approaching women without formal education, living
in rural areas, with poor economies, health care providers should use appropriate method that can be
understandable for the target audience.

7.2 Recommendation

For health services
» As health care providers is the main source of health information for this community. They
need to have an understanding on the concept of health literacy. It is also better if they assess
maternal health literacy of pregnant women to provide quality antenatal cares so that they can
deliver health education programs according their client’s maternal health literacy level.
Policy makers
> It will be good that if target-specific health education messages that promote health literacy is

designed for pregnant women according to maternal health literacy.
» Future studies

» To further our understanding on maternal health literacy future Community-based studies

should be done.
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ANNEX

Annex: 1

Study Information sheet 1

Greetings! My name is............. I am here on behalf Finina Abebe student of public health at Addis
Ababa University. She is conducting a research on Assessment of maternal health Literacy and its
determinants among pregnant women attending antenatal care in Amhara region for the partial
fulfillment of second degree, because it is essential to identify what are the level and determinants of
maternal health literacy for implementing possible health education intervention to overcome the
problem. You are selected to participate in this study because you are currently attending in one
of the selected health centers for the study purpose .you are chosen to participate in this study.
Before you decide whether to participate or not in this study, I would like to explain to you the
objective of the study, any risks, benefits, procedure and what is expected from you.

Objective of the study: the study will assess maternal health literacy and determinants of
maternal health literacy among pregnant women attending antenatal care.

Procedure: The study involves a face-to-face interview with the data collector that will ask you a
set of questions using a structured questionnaire. After signing the consent form, the Data collector
will then ask you the relevant questions and your responses will be written on the questionnaire.
The interview will take about 50 minutes.

Risk and benefits

There is no direct benefit to study participants but the result of the study will be disseminated to
concerned bodies including Amhara health bureau, Addis Ababa University and also Ministry of
health and different non- governmental organization working onmaternal health in order
to take action on the gap with maternal health literacy. The study could provide evidence on the
effectiveness of group antenatal care in improving the maternal health literacy of the beneficiaries. It
could also enable the government and health organizations to design appropriate intervention strategies
to improve maternal health literacy.

Risk (harm) of the study: There is no harm in participating in this study but Part of your time
(Average of 40 minutes) will be consumed to answer the questions.

Rights of participants: completely free to take part or not in this study. If you decide that you do not
want to be part of the study, this will not be held against you and you will not be disadvantaged in any
way. You are also free to withdraw from the study at any time if you feel that you cannot proceed.

You can ask any question which is not clear for you.
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Confidentiality& privacy

Interviewing will take place in a private. We would like to assure you that this privacy will
strictly be maintained throughout the collection, analysis, and reporting of the data. A code will be
used to identify your participation and no name will be used for your responses to any of the questions
that will not be given to anyone else. No reports of the study will ever identify you, only information
about the total group will appear on report of results. Primary data will be handled only by the
researchers, and will be stored through a password protected system. Data will be analyzed using
codes, without personal identifiers. . Only the principal investigator will know the details and will
discard it after completing analysis. Would you want to take part in the study?

1- No (say thank you) 2- Yes (take informed consent)
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Annex 2:

Information sheet for health care providers

Good day to you Sir/Madam, my name is................ and I am working on a cross sectional study in
collaboration with Addis Ababa University (AAU). The main goal of the study is to assess the maternal
health literacy and its determinant on pregnant women attending antenatal care. This knowledge will
help us in providing proper counseling for pregnant women in the future and will help to improve
maternal health literacy by antenatal counseling. We would very much appreciate your participation
in this survey. If you agree to participate, | will give you a self-administered questionnaire which asks
about your professional background .Whatever information you provide will be kept strictly
confidential by using codes and will not be shown to other individuals not included in this study. You
can choose not to participate now or at any time during our interview. However, we hope that you will
actively participate in this study since the insights and data we get from you are very important. The
questionnaire will only take about 10 minutes of your time. You will not have any direct incentives by

participating in the interview.

At this time, do you want to ask me anything about the survey? (If yes answer his/her questions

politely)
May | give you the questionnaire now? (Circle)

1=Yes 2= No (Thank him/her for his/her time and end the interview)

Signature of participant: Date:
Name &Signature of interviewer: Date:
Name & Signature of Supervisor: Date:
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Annex 3:

Informed consent

The objective, benefits, harms, procedures and confidentially of the study has been read and
explained to me in the language | comprehend. | further understand that, taking part in this study
and withdraw from participating in any time without having reason is purely voluntary.

| agree to participate in this study.

Participant: Sign (signature or thumb print).........cccccecevvennennee. Date...........oeeennn.
For further explanation use the Principal Investigator’s Address;
Name: Finina Abebe

Email: finnaabebel@gmail.com

Cell phone: +251 983360681
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No.

101
102

103
104
105

106
107

108

109

110

111

112

113

Questions
Date of data collection
Code of data collector
Code of health center

Section 1: Socio demographic characteristics

Woreda
Kebele

Health center
Card No.
Phone number

Age (in completed years)

Permanent residence

Religion

Ethnicity

Have you ever attended school

Educational status

Occupational status
(main source of income)

Marital status

Answers and Coding

Mobile:
Husband / home
Friend / neighbor

ONOURAWNRE NOUIMWNE NP UODMWONRE (IO = WN P

O wWwpN -

. Urban
. Rural
. Outside of Amhara

. Orthodox

. Muslim

. Protestant

. Catholic

. Others (please specify)

. Amhara

. Gurage

. Tigre

. Oromo

. Other (please specify)

. Yes
. No

. Illiterate (can’t read and write)
. Can read and write

. Primary school (grade 1-8)

. Secondary school (grade 9-12)
. Some college or technical school6.
. College graduate or above
. Other (please specify)

. Farmer

. Daily laborer

. Merchant

. Civil servant

. Student

. Housewife

. Unemployed

. Other (please specify)

. Single

. Divorced/separated
. Widowed

. Married

. living together
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Q116



114 Husband education status . Illiterate (can’t read and write)

. Can read and write

. Primary school (grade 1-8)

. Secondary school (grade 9-12)

. Some college or technical school6.
. College graduate or above

Other (please specify)

~NOoO A WNE

Farmer

Daily laborer
Merchant

Civil servant

Student

Housewife
Unemployed

Other (please specify)

115 Husband Occupational status
(main source of income)

Nk~ wdE

116 Family size

117 Monthly income in birr

15 minutes
. 15-30 minutes
. More than 30 minutes

118 How many minutes do you travel
to get to health facilities

WP

Part 2. Household socio-economic status (Wealth Index).The next questions ask about your household assets,
services and housing conditions .please circle your possible answer within the response box.

Section 2: Household assets & services — In answering the questions below please think of assets & services
available in your household

No. = Questions Responses Skip
201  Which of the following does 1. Television 1.Yes 0.No
your household have? (Ask one 2. Radio/tape recorder 1.Yes 0.No
by one) 3. Mobile telephone 1.Yes 0.No
4. A chair 1.Yes 0.No
5. Atable 1.Yes 0.No
6. A kerosene lamp 1.Yes 0.No
7. Refrigerator 1.Yes 0.No
8. Electric stove 1.Yes 0.No
9. A bed with cotton/sponge/spring mattress 1. Yes 0. No
10.  Anelectric mitad 1.Yes 0.No
11. A watch/ clock 1.Yes 0.No
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202

203

204

205

206

207

208

209

0. No
0. No
0. No
0. No

Which of the following does 1. Animal-drawn cart 1. Yes
your household have? (Ask one 2. Bicycle/motorcycle 1. Yes
by one) 3. Car/ truck 1. Yes
4. Bajaj 1. Yes
Do you own any agricultural 1. Yes
land? 2. No
How many (LOCAL UNITS) of Local units | | |
agricultural land do members of
this household own?
Does this household own any 1. Yes
livestock, herds, other farm 2. No
animals, or poultry?
How many of the following 1. Milk cows, oxenorbulls || |
animals do you keep? 2. Chickens | | |
3. Goats |__|_|
(Interviewer: if household does 4. Sheep | | |
not own a particular item, 5. Horses ,donkey, or mule |__| |
record “00” against that item.) 6. Beehives| | |
What are the main materials of the roof 1. Thatched grass
of the house? 2. Leaf/earth/mud/cow dung
3. Wood plunks, cardboard
4. Finished roof (iron tin finished
wood, cement, ceramic)
5. Other (specify)
What are the main materials of the floor 1. Mud
of the house? 2. Dung
3. Wood Plunk
4. Ceramic tile
5. Cement
6. Palm/bamboo
7. Other (specify)
What are the main materials of the 1. No walls
Walls of the house? (observe) 2. Wood with grass
3. Wood with mud
4. Plywood, cardboard
5. Finished wall with cement, brick,
stone with cement
6. Other (specify)
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if No skip
to 205

if No skip
to 207



210

211

212

213

How many rooms in this household are
used for sleeping?

What is the common source of potable
water for your household?

What kind of toilet facility do members
of your household usually use?

What type of fuel does your household
mainly use for cooking?

in number

10.
11.

NGO WDE

g EDdDE

© oo N O W

Pipe water piped into dwelling
Pipe water piped to yard
Public Tap/Stand Pipe
Borehole
Protected well
Unprotected well
Protected Spring
Unprotected Spring
Rain water
Tanker truck
Other (specify)
None
Private Pit
Pit shared with other households
Private VIP
VIP shared with other households
Private flashed with water
Share flashed with water
Other specify)

Electricity
Solar
Kerosene
Animal dung
Charcoal
Shrubs/grass
Other specify)

Section 3: Reproductive health related characteristics of respondents

No
301

Questions and filters
Have you ever been pregnant?

What were the outcome of the
pregnancy(ask for each item and put
numbers on the space

302

303  Did you have ANC in the last

pregnancy?

Coding categories Skip

1. Yes If No skip to
2. No 501

1. Total pregnancy

2. Total live birth

3. Abortion

4. Still birth

5. .Other specify

1. Yes If No skip to
2. No 306
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304

305

306

307

308

309

310

311

No

401

402

403

If yes at what month did you start
antenatal care?
How many times have you visit

antenatal care?

Did you last pregnancy led to any
complication?
If yes, what problems did you

experience?

Where did you deliver your recent
baby?

Who attended your last delivery?

Have you ever deliver in health
facility other than your recent
delivery?

If yes how many times?

in month

1. Once

2. Twice

3. Three times

4. Four and more

1. Yes

2. No

1. Bleeding

2. Swelling of hand and face

3. Blurring of vision or
Headache

. Prolonged labor

. Convulsion

. .Retained placenta

. Other (specify)

. Health facility

. Home

. Else where

. Health care provider

. Trained Traditional Birth
Attendant

. Untrained Traditional Birth
Attendant

. Family member

. Other (specify)

. Yes

. No

NP WDNDEFE N O

w

N = O &~

times.

Section 4: Current pregnancy

Questions and filters

Now | would have some question
about your current pregnancy?
Gestational age in month

How many months pregnant were you
when you first received antenatal care
for this pregnancy?

How many times do you receive

ANC during this pregnancy?

Coding categories
Month.

1. Months

2. Don't know

1. Number of

times.
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If No skip to
308

If No skip to
401

Skip



404

405

406

407

No
501

502

503

504

505

506

Did you experience any problems
with your current pregnancy?
If yes, what problems did you

experience?

What your Source of pregnancy
related Information pregnancy?
More than one answer is possible

Is this pregnancy planned?

NP O~NOUORWNREOUORMWNERERNEREN

. don't know
Yes

No 406
. vaginal bleeding

. swelling of hand and face

. blurred vision

. preterm labor

. convulsion

. Other (specify)

. Health care provider

. Health extension workers
. Health development army
. Fellow pregnant women

. Family members

Mass media

. I had no information
. Other (specify)

Yes
No

Section 5: Maternal Health Literacy Assessment
Self-Care Knowledge to Prevent Problems during pregnancy
Coding categories

Questions and filters

Did you receive iron/folic acid during
your pregnancy?

Do you Know how to take iron folic
acid supplement pills?

What is the Use of iron folic acid
supplement

During the whole pregnancy, for how
many days did you take t iron folic
acid supplement pills? Tablets

Do you Know the side effects of
iron/folic acid pills?

Please tell me any side effects of the
iron pill you know of?

1

49
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AWNE DN

. Yes

No
Yes

No

For cognitive development of fetus
Prevent LBW

Prevent birth defects

Prevent anemia
days.

Yes

No
. Nausea
. Constipation
. Black Stools
. Other (specifv)

If No skip to

Skip

If No skip
to 505

If No skip
to 507



507

508

509

510

511

512

601

602

During your antenatal care, did the
health care provider recommend you

clann 1indar A mMmaAacAnitA nAED

Do you sleep under a mosquito net?

What are some things you learned in
ANC that helped you to prevent
problems during your pregnancy?

8

~NOoO U WNRNRE NBRE

Yes
No

Yes
No

. Rest often

. Sleep under a mosquito net

. Eat an extra meal every day

. Drink plenty of fluids

. Take iron and folic acid tablets
. Go to ANC visits

. Practice safe sex Watch for problems and

report to health facility
Other (specify)

Danger sigri during pregnancy

Do you Know any danger signs that
should warn you about problems or
complications during pregnancy?

Please tell me any signs of
complications (danger signs) that you
know of. Check all responses the
client mentions. You may probe with
“anything else”?

What do you do if you experienced
any of the signs of complications?

1.
2.

o Ol A WNEFEPNO O, WwDN PR

Yes
No

. Vaginal Bleeding

. Fever

. Pain in breasts or abdomen

. Swollen face or hands

. Headache or blurred vision

. Reduced or no fetal movement

. Other (specify)
. Go to health facility

. Go to traditional birth attendant
. Go to faith leaders

. Stay home

. Nothing

. Other (specify)

Section 6: Birth Preparedness and Complication Readiness during pregnancy

During your antenatal visit were you
told about birth preparedness plan?
If yes, tell me some of the things you
did to prepare for the delivery?

PN

o Ol B~ W

50

. Yes
. No
. Arranged for emergency transport if

needed

. save money
. prepare supplies needed for birth

. identify potential blood donor

. identify place of birth

. identify people to support during after

birth

. Other (Specify)

If No skip
to 601

If No skip
to 603



603

604

605

606

607

No
701

702

703

704

705

706

Did you talk to your health care
provider about where you planned to

delivery your baby?
Where did you PLAN to deliver this

baby?

Did the antenatal care influence you
on where to deliver?

Do you know any (danger signs)
complications during or immediately

following childbirth?
If yes, what danger signs do you

know?

1. Yes
No

n

Hospital

Health center
Clinic

Home

Don’t know
Other (Specify)

o 0k~ wh e

1. Yes
2. No

1. Yes
2. No

1. Excessive bleeding
2. Fever

3. Retained placenta
4. Prolonged labor

5. Other ( Specify)

Section 7: Breast feeding and family planning

Questions and filters
How long after birth did you think you
should start breast feeding?

Do you think you should give the first
yellowish milk to the baby?

How often do think you should breast
feed your baby?

How long should you feed your baby
only breast milk that is, that you do
not give your baby any fluids or food
other than breast milk?

During antenatal care did the health
care provider talk with you about
using family planning after the birth of
your baby?

Do you plan to use family planning?

Coding categories

1. Immediately (as soon as
possible after birth)

2. Hours

3. Days

4. Month

5. Other (specify)

1. Yes

2.No

Every hour.

1. After delivery

2. In the first three days

3. Between 4-6 months

4. After 6 month

5. Don’t know.

6. Other (specify)

1. Yes

2.No

1.Yes
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If No skip
to 701
Skip
If No skip to 708



2.No
707  What method of family planning did 1.LAM
you plan to use? 2.Pills
3.Depo-Provera
4.1UD
5.Abstinence
6.Implanon
7.Condoms
8.Withdrawal
708  How soon do you plan to get pregnant
or have another baby after you deliver
this one??
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Annex 5=

NEA AT1L:- PGt aONLLP (ARCE) $6
M ENMa%!

ANAAL: NARNANN RLNCAt NANZTAN MT TRUCTF
PEUL LS TLALI® +9e APIT @™ A &15 ANNARZE ANAN NPT P9RCIRC
MGk PT AAM PRLa_MA L ATFA PMLLCT PISAMC ATEFT et
MT AM@EANT ATP+T MTF@ OAT PPR 11CTFT AMDTT 10-=2UTT MO STT
NMST t€mM+ Nem@-mAL htTd N&A AT&EN ATPT NACIHT 1H PILLLTT
PIPAC ATA9INT AMAAA £/28FA: MTHID AMh4 L PACAT FNNC
ATEAIAT:: NG+t AMNLA L2257 NUPF NAACHNT NAACIIHTPT NACIIHS
M®T NAMPC PATET T2t MT HDPEPTFT AMEPPFHAL= NHGT+E AT
APA+E  MEIR  AAMRA+E NAP®AIP  NF eMe+kY  ¥AGRT agyFm-go  FooFs
MPMMPIRTT  H LFT NACAP PALMNP® o7 ATLLT ATABAPT AMSAU::

PG+ PT AAM:- PR L A-mA L NFTA P LECT PIGAMC ATHTT TPt MY
AMEANT ATP+ MTFD OAF PP 11CFT AT 10

Pgt A LF:- mek PONTOIM AT ALT NTLLD PA-APMLP AT PA PMLP
ALL1M9® MPEPFT hdlet APP POULMLPPT LUTA: ACNP ATLL$8. NG+
ADPA+&  dDRaRaRFPYG  OAgRIRTT ©/0% AL N4> N3A A PMEP ALL1M-
NMed AL MPEPFT +¢ Nt ALIN NAPMPP P AMFM-T JPART NAPMLd AL P&
LUTA:: PA-PMEE 50 LLPPT PUA ADNE LFAA::

PRTE MPTF:- MG+ NARAHEP PP TFTF $M+q MPAY Mo PAGR: PFIR 9T g+
oMt NIEAMC ATHT § NIEAMC ATET TP+t MG AR ATLNG +RIF MATIR  ARTYL.
MS NCIT AN ANN RLACNE AT AdT PMST MNP MLAECT IINFR PAUF &ECETT
PmLch ALY LUIR NIEAM-C ATHT NACTIHST 1H PALLZT PIPNC ATAIT ATIARAS
MM, ACICEPTT AT8.MNS8. POIHFPA::

PG+ F8FF:- NHU GF AL NARA+EP IR 4RYF 8T PAD-IP: PFIR 7 mPRPFT
AORARAN 40 PP PUA ATDALNPT ATTFAAT::

P+AFLPF NF:- NHU DT+ O-AD APA+E DLIP AADRA+E d-A 197F AAPF:: PG+
ANA AMUPT NhALATF NACAP AL gogn paq pADMM- 18+ PAA NAPU'RI® NAL Fo9° KL47+%
M&gR PaQ PAMPYIR KL LATP:: MG+ AL dDPMA PMHLFANT 77C NIMMPF+ NP+§m-go
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NSt ARCMD OMT LFAN: AILHU A% PALTAPT 11C hANPTT M™-9° (9T aBMPP
BFA N

PAMLPIT:- AR PAAAME AZEPF UA NANg PAMC PTmNe ALY Ntenamio
NAN+TTMEST LUTIR N+MNP NG LPMA: LUTRID ATRZITH  ANA NTPPTID T AA
MAPP NPHTM-I° PAOMLh NEA AL ARNECIR: PITM® PG+ AT NF HCHC ARZEPTY
P Pa-d AT mTE AT8NPIR PAUNALH LUPTA::

NA MG+ B PE AAPH? (AP NPT B PLM-T NFUHS AOAN/R) mPEPEY BEaR( AFAAL?

1- AP (OMLET $MA(R))  2- AL (ATPATIF APML®T THSID)

N&EA BAT: PAIRPIT $6

PGt Ay MPMM IR 1R8PT A LPFT MAMLRIT NTLINT 272 +INAT +L&FAU::
NtmTZI® NG+ A+E P g+ NANLATY NA9TF aPmmMF a-A NAA NAL LA
AL P+t BPEY +EFAF:NHU DT AL AMA+E +ATHIRFAU:: +A 4

ANAM @oL8 @LID a-NLCPL NEATF PHU DT  NANTF NTN+HAD ARGA T TF L AK:
Ag: &5 ANN
N.eM(C: +251983360681

AT.L4: fininaabebel@gmail.com

AT FNNCP NI ACAITAL!
PMma MNP A9™

pa/E wNAN, A9 7 &
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