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Abstract

Background:-Antenatal care is a type of care given for women during pregnancy and is
a key strategy for reducing maternal and neonatal morbidity and mortality. The goal of
ANC is to prevent health problems of pregnant women through detection of
complications and treatment of pregnancy related illness. Thus, late antenatal
attendance makes difficult to implement effectively the routine ANC strategies that
enhance maternal wellbeing and good prenatal outcomes.

Objective:-The objective of this study is to assess the prevalence of late initiation of
antenatal care and associated factors among antenatal care attendants in selected Health
Centers of Addis Ababa, Ethiopia.

Methodology:-A quantitative cross-sectional institution based study was used to assess
late initiation of antenatal care and factors associated with it in selected 10 health
centers of Addis Ababa. Four hundred twenty six pregnant women who attend ANC
were included in this study. Data was entered, coded and analyzed using SPSS, version
20. Descriptive statistics like frequencies and percentages was used to present the
results.

Result:-Out of 407 pregnant mothers included in this study, 267 (65.6%) pregnant
mothers started their first ANC visit early while the remaining 140 (34.4%) pregnant
mothers started ANC late. In both cases, the timing of the first ANC booking ranged
from 4 weeks to 32 weeks of gestation with mean timing of 13 weeks with standard
deviation of 5.47 weeks. Multivariate analysis revealed that respondents with the
educational level of high school and above, who had knowledge on the importance of
ANC, those who received advise from HEW and media, those advised to be booked
within 12 weeks of gestation and those who reasoned the time of booking was
appropriate were more likely to be booked early compared to their counter parts
(AOR= 3.346, 95%, CI: 1.618, 6.918), (AOR = 2.666, 95% CI: 1.266, 5.616), (AOR=
3.716, 95% CI: 1.671, 8.266), (AOR= 20.928, 95% CI: 4.499, 97.347), and (AOR=
14.765, 95% CI: 7.109, 30.667), respectively.

Conclusion:-The results of this study indicated that two-third of the respondents had
started their ANC within the recommended time (65.6%) and the rest one-third were
booked late (34.4%). The Respondents educational level, knowledge on the importance
of ANC service utilization, Source of the information which contributed to book timely
for the current pregnancy and the advice given on the time of first ANC booking are
significantly and positively influenced early initiation of ANC in Addis Ababa.
However, there is still more work is required to fully achieve ANC utilization in the
recommended time.

Key words: Antenatal care, late initiation, timely booking, pregnancy, Addis Ababa
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CHAPTER |

1. Introduction

1.1.Background

Maternal and neonatal morbidity and mortality have continued to be a major problem in
developing countries despite several efforts were made to reverse the trend. Sub-Saharan
Africa is still the riskiest region in the world for dying of complications in pregnancy and
childbirth (1). Globally, the total number of maternal deaths decreased by 45% from 523 000
in 1990 to 289 000 in 2013. Similarly, global MMR declined by 45% from 380 maternal
deaths per 100 000 live births in 1990 to 210 in 2013 yielding an average annual decline of
2.6%. Developing countries account for 99% (286 000) of the global maternal deaths with

sub-Saharan Africa region alone accounting for 62% (179 000) (2).

Ethiopia is one of the countries with high maternal mortality. The MMR was 990 per 100,000
in the year 2000; it was 740 per 100,000 live births in 2005 and 420 per 100,000 in 2013. (2).
Research has shown that most of the maternal and neonatal deaths are avoidable. Antenatal
care is one of the key strategies for reducing maternal and neonatal morbidity and mortality
directly through detection and treatment of pregnancy related illnesses, or indirectly through
detection of women at risk of complications of delivery and ensuring that they could be
deliver in a suitably equipped facility (3).Early ANC booking and regular follow-up of
services usually provides opportunities for delivering health information and interventions
(i.e., via early detection of modifiable preexisting medical conditions like Heart Disease,

Diabetes Mellitus, Hypertensive disorders, HIV/AIDS, and severe anemia) that can



significantly enhance the health of the mother and fetus. More over antenatal care provides an
important opportunity for discussion between a pregnant woman and a health care provider
about health behavior during pregnancy and recognizing complications that may arise, and

about delivery plan that will meet the needs of the individual woman. (4).

In the year 2001, the WHO issued guidance on a new model of ANC called goal-oriented or
focused ANC, for implementation in developing countries. Within this new strategy, WHO
recommends four antenatal care visits in low risk pregnancies and prescribes the evidence-
based content for each visit. The visit is used to classify pregnant women into two groups
based on previous history of pregnancy, current pregnancy state, and general medical
conditions. These are those eligible to receive routine ANC (basic component) and the others
are those who need special care of ANC. The first visit is recommended to be during first
trimester; the second, close to week 26; the third around week 32; and the fourth and final

visit between weeks 36 and 38 (5).

WHO recommended that all pregnant women should receive prenatal care at an early stage of
pregnancy to prevent early complication related to pregnancy and provision of prenatal care
like; tetanus toxoid immunization, intermittent preventive treatment of malaria, de-worming,
iron and folic acid (6).In addition to this pregnant women should be offered screening for HIV
infection and syphilis to reduce mother-to-child transmission (7, 8). Other interventions that
can be linked to early ANC include ultrasound screening to identify congenital abnormalities,
provision of information about birth preparedness and complication readiness plan, nutrition,
family planning, breastfeeding, and health benefits of delivery with the assistance of skilled

health provider.



1.2.Statement of the problem

According to the systematic review made on antenatal care as a means of increasing birth in
the health facility and reducing maternal mortality, the minimum antenatal care visits
recommended by WHO (4 visits) was possible only for less than about one-third of the
pregnant women in some SSA countries like Niger (15%), Ethiopia (19%), Chad (23%),
Burundi (33%), Mali and Rwanda (35% each) (9). Low prenatal coverage, few visits, and late
booking are common problems throughout SSA posing difficulty in accomplishing the WHO

recommendation.

In Ethiopia ANC services are provided free of charge in most government health institutions
and at a little bit higher cost in private clinics. Despite to this, the EDHS 2014 report indicated
that, about four in every ten Ethiopian women (43%) did not receive any antenatal care for
their last birth in the five years preceding the survey. Seventeen percent of women made their
first ANC visit before the fourth month of pregnancy where urban women made their first
ANC visit more than a month earlier than rural women (10). The report revealed that there is

still high prevalence of late ANC initiation in both urban and rural settings of the country.

When women initiate ANC late, they have an increased risk of poor pregnancy outcomes,
maternal and neonatal mortality. Consequently pregnant women are missing the intended
benefits of ANC which include early identification and management of pre-existing health
conditions and complications of pregnancy to prevent life-threatening maternal and neonatal
condition. Thus, late antenatal attendance makes difficult to implement effectively the routine
ANC strategies that enhance maternal wellbeing and good prenatal outcomes. In this regard,

the identification of factors associated with late ANC attendance is a major public health



objective which could help come up with strategies that could improve the quality ANC

service provision and timing of first ANC attendance.

1.3.Significance of the study

Timely booking for ANC service have a great importance in seeking early screening for HIV
infection and syphilis to reduce mother-to-child transmission and include ultrasound
screening to identify congenital abnormalities. In addition to these, pregnant women should
be offered other interventions that can be linked to early ANC components like provision of
information about birth preparedness and complication readiness plan, nutrition, family
planning, breastfeeding, and health benefits of delivery with the assistance of skilled health

provider.

This study aimed at finding out factors influencing late initiation of ANC in Addis Ababa
since limited study has been conducted to establish affirmative factors responsible for late
ANC among women of Addis Ababa. The results of this study have implications for policy
making, health care providers, educators and researchers, to improve or strengthen policies
related to provision of ANC. The study would hopefully be used as base line information for
concerned governmental bodies, nongovernmental organizations or health service providers to
plan and act in motivating mothers to use to have ANC earlier and institutional delivery
service so that maternal and infant mortality and morbidity shall be reduced. Moreover it is
hoped that information obtained from this study will add to the existing body of knowledge in
the area of maternal and child health. Consequently, the findings might help to enhance

family and social support system for pregnant women in communities.



CHAPTER Il

2. Literature Review

2.1.Focused antenatal care and coverage

Focused ANC contributes to good pregnancy outcomes. Benefits of FANC in influencing
outcomes of pregnancy depend to a large extent on the timing and quality of FANC. FANC
consists of early start of ANC with the first antenatal visit in the first trimester, followed by
the second visit in the second trimester and two visits in the third trimester if the woman does
not have any problem (11). Timely initiation of ANC has the following benefits:
establishment of a helping relationship, provision of individualized health promotion
messages, early identification, examination and management of maternal conditions which
may become life-threatening (like HIV, malaria, syphilis, sexually transmitted diseases,
anemia, heart disease, diabetes, malnutrition, tuberculosis and essential hypertension), or risk
factors (like vaginal bleeding, abnormal fetal growth or abnormal fetal position) and
preparation for birth and care of the newborn (12). Women who initiate ANC late miss out
these intended benefits of FANC and encounter negative effects like lack of proper
information and late identification and management of life threatening maternal and neonatal

conditions. Late ANC is when a pregnant woman book for ANC after 12 weeks of pregnancy

(12).

A cross- sectional study conducted in Zambia on the factors of late antenatal care booking
among rural and urban women indicated the prevalence of late ANC attendance was as high

as 72.0 % and 68.6% in rural and urban districts respectively (3). Another study in Durban,



South Africa indicated that 23.4% were “early bookers”, 47.9 were “late bookers” and 28.7%
were “un-booked” for ANC. The Majority of women presented for formal “booking” late in

pregnancy 47.9% booked at gestational age of six month after the last menstrual period (13)

According to the reports of EDHS 2014 study on the coverage of antenatal care, 40 percent of
pregnant women received antenatal care from a skilled provider (34 percent from a nurse or
midwife, and 6 percent from a doctor). Another 18 percent of women received ANC from a
HEW. According to the report, the coverage of antenatal care is improved compared to the
2011 EDHS where 34 percent received antenatal care from a skilled provider. Trend data on
the percentage receiving antenatal care from a skilled health provider shows that there was an
impressive 48 percent increase in skilled antenatal care over the last fifteen years. More over
about four in every ten Ethiopian women (43 percent) did not receive any antenatal care for
their last birth in the five years preceding the survey. This represents a marked decline from
three years ago when almost six in ten (57 percent) pregnant women did not receive any

antenatal care (10).

A Cross Sectional study conducted at Mekelle city, indicated that 48% made their first visit in
their first trimesters, and 42.4% in their second trimester of pregnancy and only 1.8% of
women attended antenatal care in their third trimester of pregnancy (14). Similarly cross
sectional study on timing of first Antenatal care booking at public health institutions in Addis
Ababa, Ethiopia, reported that, the proportion of respondents who made their first ANC visit
within the recommended time (before or at 12 weeks of gestation) is 246 (40.2%) while those
who booked late (after 12 weeks of gestation) were 366 (59.8%). The timing of first ANC

booking ranges from 1% month to 9" months of gestation (15).



2.2.Factors associated with late initiation of ANC

The reviewed literatures reported that, socio-demographic variables like maternal age, marital
status, maternal education, occupation, ethnicity, religion, family income, residence,
accessibility of service were found to be predictors that either positive or negative influence
on timing of ANC booking. In addition to these obstetrics history, past and current experience
of service utilization and awareness of care and pregnancy related complications have also

similar influence on ANC booking.

The study conducted at Kembata-Tembaro Zone in Southern Ethiopia, in public health
centers, indicated that, the prevalence of late entry to antenatal care was 68.6%. On this study
multivariate analysis revealed that age, maternal education, family income, parity, previous
utilization of antenatal care and type of pregnancy remained significant factors influencing
late booking. The findings of this study showed that most women book antenatal care late.
This seems to be because antenatal care is viewed primarily as curative rather than preventive

in the study population (16)

2.2.1. Socio-demographic

a. Maternal Age

Younger and older women are different in their usage of maternal health services. In a cross-
sectional survey of 306 pregnant women of urban dwellers in Zambia indicated that the
majority of the participants were in the age category of 20-29 years, representing 52.0% of the
study population (3). A study done on timing and factors associated with first antenatal care

booking among pregnant mothers in Gondar Town; North West Ethiopia, result of logistic
7



regression analysis showed that pregnant mothers aged 25 and below were nearly two times
more likely to commence ANC within the recommended time compared to their counter parts.
Likewise mothers whose age at marriage above twenty years were two times more likely to
start their ANC within the first three months of pregnancy than those who married during
their teens (17). A cross sectional study conducted on timing of first Antenatal care booking at
public health institutions in Addis Ababa, Ethiopia, reported that, out of 612 pregnant woman
attending ANC, the majority of them(440pregnant women) were in the age group of 20 — 29.
Out of these 184 (42 %) were booked within time (12 weeks of gestation and before) and the

rest 256 (58%) booked late (After 12 weeks of gestation) (15).

Similarly antenatal care from a skilled provider is more common among women less than age
34 than among women age greater than thirty five (10). In contrary to the above, a study
conducted in Bangladesh from prospective survey to assess maternal morbidity, reported that

the older ages were more likely to use ANC (18).

b. Maternal Education

Education is found to be the most determinant factor in maternal health. Compared to women
of low literacy level, educated women bear fewer children and achieve better child survival,
because they avoid early marriages, teenage pregnancy, and high parity because they attend
antenatal and postnatal more frequently. A study done in Kwale District, Kenya revealed that
women with secondary education or above were more likely to attend for ANC (19).
According to EDHS 2014 report, there is a direct relationship between a woman’s education

level and antenatal care from a skilled provider. The findings revealed that among non-



educated women 30%, among women who are primary educated 49%, secondary educated

79% and more than secondary 95.8% received ANC from skilled health provider (10).

A cross-Sectional Study done at University of Gondar Hospital, Northwest Ethiopia, indicated
that, those having formal education were 1.06 times more likely to book earlier compared to
those who cannot read and write. In this study, women having formal education were more
likely to initiate ANC visit earlier than their counterparts. This could be explained by the fact
that women with secondary school or higher education were more likely to attend ANC (4).
Another study conducted in Tanzania indicated that women with primary education and above
were twice more likely to be booked timely for ANC visit and acquire knowledge on birth and

complications (20).

c. Marital status

The community based cross-sectional study conducted at Ayder Kebelle, Mekelle City to
assess antenatal care utilization among child bearing mothers indicated that, approximately 4
(1.8%) of widowed and divorce women did not utilize ANC and 9(4%) married women from
190(85.3%) women’s did not attend Antenatal care (14). A cross sectional study conducted to
assess the activities of ANC clinics at a training health center in Debark, Northwest Ethiopia
reported that married women attend ANC more commonly than divorced or widowed ones.
Housewives and married women constituted the great majority of the attendees. This may

reflect the general socio-demographic characteristics of the population (21).



d. Income

A cross-sectional study conducted in Kembata-Tembaro Zone, Southern Ethiopia, in antenatal
clinic at Public Health Centers, showed that, among socio demographic factors, monthly
income found to be a strong predictor for the late utilization of ANC. Among pregnant
women who had a monthly income of less than 1000 ETB 229 (59.1%) attend ANC late as

compared to those whose monthly income was greater than 1000 ETB 36 (9.3%) (16).

In other cross sectional study conducted in Addis Ababa public health centers revealed that,

physical and financial accessibility alone cannot assure effective service utilization of ANC

(15).

e. Accessibility of antenatal care services

Physical accessibility of health services has been an important determinant of utilization of
health services in developing countries. WHO reported that distance from MCH services, and
the time and the cost involved in traveling to services are significantly associated not only
with ANC use but also with the use of institutional delivery, postnatal and infant care services
(22). A Study conducted in Kalabo District of Zambia on maternity services indicated that,
distance is a significant factor affecting delay to decide to seek care from health facilities. It

also influences the delay caused by the travel time from home to the clinic (3).

10



2.2.2. Other factors

a. Partner involvement in decision making

Traditionally, maternal health care services have focused on women, with very little male
involvement. Given that male involvement in maternal health care is a relatively new
approach, and it touches on the sensitive nature of gender roles related to culture, social
norms, values and beliefs; understanding people’s perceptions about the program is critical
for its success (23). A cross-sectional survey conducted among 2178 married males in
Kathmandu, Nepal about involvement of males in antenatal care, highlighted that the couples
in which male had a higher level of education were better informed and so were likely to be
involved on birth plan, and were more socially or financially empowered to make the
necessary decisions. This study revealed that men who were knowledgeable and obtained
health education were more likely to accompany their spouses for ANC visit. Men with
higher age, uneducated or had primary level education, had less involvement on ANC
visit. This study highlighted that the reasons said by males for not to accompany their partners
on ANC visit were: the belief that it is a woman’s duty, being preoccupied with work, and a
feeling of embarrassment. In addition, cultural diversities might affect a change in this
attitude (24). A cross-sectional study carried out at the Obstetrics and Gynecology
Department of Federal Medical Centre, Makurdi, Benue State of Nigeria showed that 82.6%
of the women jointly decided with their spouses to book for ANC. Only few of the women

reported lack of permission from their husbands for early initiation of ANC (25).

11



b. Attitude of health providers

A qualitative study conducted in Lilongwe, Malawi to determine factors influencing late ANC
reported that, good health worker attitude or establishment of good relationship was cited by
the key informants as some of the factors that can encourage women to start ANC in their
areas and that bad health worker attitude can prevent women from starting ANC in time. The
key informants felt that other midwives at the ANC were friendly while few midwives are
harsh, not friendly especially when the woman is of high parity. Sometimes women are
discouraged to go to ANC even though there are good midwives at the antenatal clinic
because they are attended by unqualified personnel like the female ward attendants. It also
came out clearly that even though women can meet midwives with good attitude at the ANC
but they can be discouraged to start ANC by the behavior of midwives in the labor ward, who
are harsh, unfriendly, rude, unconcerned and do not give any attention to women than the
TBAs. As such, pregnant women choose to go for ANC late to get a card in order to be
attended at the health facility when they are sick then go to the TBA for delivery as the TBA

is friendly and attentive to their problems (26).

2.2.3. Obstetric factors

a. Parity

A facility based cross-sectional study conducted to assess factors associated with late
initiation of antenatal care among pregnant women attending antenatal clinic at Kembata-
Timabaro zone of Southern region, reported that among independent predictors parity has

significant association with late initiation of ANC. Of the total respondents of this study,

12



24.2% of respondents were parity zero, while the rest 75.8% were parity one and above. The
study revealed that women with one parity and above were more likely to register lately
compared to those who have no parity (16). Another study conducted in Addis Ababa
reported that as parity increases the experience of timely booking decreases (15). In contrary
to this, another study showed that parity did not significantly influence gestational age at

booking for ANC (25).

b. Previous obstetrics history

Facility based cross-sectional study conducted at the University of Gondar Hospital reported
that, among the proportion of respondents who have had their first visit within the
recommended time in the preceding pregnancy was 47.3%, while 56.9% of these pregnant
women who booked ANC within the recommended time in the previous pregnancy were
booked within the current pregnancy. Accordingly, those who visited ANC earlier in former
pregnancy were more likely to book earlier for their current pregnancy showing that past
experience of early ANC service utilization demonstrated timely booking in the current visit.
In addition to this, the current study showed that those women who had no history of abortion
were more likely to book earlier than women with abortion history. This depicted that women
were appropriately informed on time of booking from counseling and health education
sessions during previous pregnancies (4). In contrary to this the study conducted in public
health center in Addis Ababa indicated that, pregnant women with past experience of ANC
service utilization did not demonstrate timely booking of the service indicating that pregnant
women were not informed about the appropriate time of booking or the information provided

might be misleading (15).
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c. Unintended pregnancy

In a cross-sectional survey of 306 pregnant women of urban dwellers in Zambia indicated that
the intention to get pregnant was an important factor in their study. In contrast to women who
planned their pregnancy, women who fell pregnant unintentionally were more likely to start
ANC late. Younger women with unplanned pregnancy lacked information about ANC
resulting in late attendance. They concluded that wanted pregnancies are more cared for by

pregnant women and their spouses; this enable women to book for ANC timely (3).

Cross-sectional study conducted in selected Governmental Health Centers in Kembata-
Tembaro Zone revealed that women with unplanned pregnancy were almost four times

booked later compared to respondents with planned pregnancy(16).

14



2.3.Conceptual Framework

According to Anderson and Newman Socio-behavioral model which was used to

conceptualize this study, individual’s access to and use of health services is considered to be a

function of three characteristics (27). These are predisposing factors (the socio cultural

characteristics of individuals that exist prior to their need of health service), enabling factors

(the logistical aspects of obtaining care) and need factors the most immediate cause of health

service use, from functional and health problems that generate the need for health care

services (Figure 1).
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Figure 1: Conceptual framework for timely use of ANC (Source: Anderson, 1995)
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CHAPTER Il

3. Objectives

3.1.General objective

The general objective of this study is to assess the prevalence of late initiation of antenatal
care and associated factors among antenatal care attendees in selected Health Centers of

Addis Ababa, Ethiopia

3.2.Specific objectives

1. To find out the proportion of women who start ANC late

2. To determine factors influencing late attendance for antenatal care
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CHAPTER IV

4. Materials and methods

4.1.Study area & period

The study was conducted in 10 randomly selected Governmental Health Centers in Addis
Ababa city from May 4 to 20 June 2015. Addis Ababa is the capital city of Ethiopia, and the
seat for the African Union. There are 10 sub cities and116 Woredas. Estimated population of
Addis Ababa is 3,194,999 with annual growth rate of 2.1.0ut of the total population
1,679,998 are females (28). The ANC coverage of the City Administration is about 94%

which is the highest in the country (10).

The reason for selecting Addis Ababa City is that earlier studies showed that there is late
initiation for ANC in Addis Ababa, and currently the status might be the same, and health
center facilities were preferred because they are the first level of care facilities and mainly
engaged in preventive health services. Whereas, hospitals are provide services to those clients
referred from other settings, when complications arise and detected by skilled providers.
Hence, the first ANC booking takes place in health centers. Most mothers follow their

antenatal checkups at governmental health centers since the service is given free of charge.

4.2.Study design

A quantitative cross-sectional institution based study was conducted to assess the time of

booking for the first time of antenatal care and factors associated with it.
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4.3.Source population

All pregnant women who came to attend ANC at all Government Health Centers of Addis

Ababa, during the study period.

4.4.The study population

Pregnant women who attended ANC at selected Health centers in Addis Ababa, during the

study period

4.5.Inclusion and exclusion criteria

Inclusion criteria

e Pregnant mothers who are attending 1** ANC visit and above.

e Women who are mentally and physically capable of being interviewed.
e Those who are volunteer to participate in the study

Exclusion criteria

e Non- pregnant women

¢ Not willing to participate

4.6.Sample size determination and sampling technique

The sample size was estimated using sample size determination formula for a single
population proportion formula. The previous studies done in Addis Ababa reported that the
prevalence of late imitation of ANC was 59.8% (15). Therefore, the total sample size was
calculated with the marginal error of 0.05, with 95% confidence interval. A contingency of
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15% of the total sample size was considered for non-respondents. Based on these
assumptions, a total sample size was calculated using the formula as indicated below:

_ (2,7 pd=p) - (1.96)*0.598(1-0.598) 15

n . , : =370,=370% —- =426
d (0.05) 100

Where: n= sample size

Zo/2 = Z value at 95% CI [1.96]

p = prevalence of late initiation is = 59.8%
d = Margin of error tolerated is (0.05)

With the above inputs the sample size required including 15% contingency will be 426.

4.7.Sampling procedure

Though, the number of health centers found in each sub city are not equal in number, one
health center was selected using a simple random sampling technique from the respective sub-
city lists of health centers. Subsequently, an individual participant was included in to the
study as long as she comes in the selected health centers during the allotted data collection

period. The list of selected health centers are indicated in Fig 2.

To generalize the finding from the sample population to the reference population a
proportional sampling method was used. One health center from each sub city was drawn
using simple random sampling technique (by lottery). The daily average client flow of the
selected health centers was taken from registry book of the selected health centers. The data
was almost similar, which ranges from 22 to 24 clients per day and this number was then

multiplied with monthly working days which is 22 day. The total sample size was
19



proportionally allocated for ten health centers depending on the client flow in each health
center using the formula below.
N h

n, =—7%*n
N

e 1, is the sample size allocated to health center h,

e Ny is the number of clients who visit the selected health center h in a month,

e N the cumulated number of clients who have visited all the ten health centers in a
month

e where n is the total sample size to be allocated

e hruns from1to 10

At the selected health institutions, study subjects were recruited for the study at ANC service
when they come for follow-up or to begin the service. All the cases that were volunteer to

participate during the study period were taken until the required sample size is obtained.
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Fig.2: Schematic representation for sampling procedure

426
Samples




4.8.Variables of the study

Dependent variable

The only dependent variable of this research project was time of ANC initiation.

Independent Variable

Predisposing Factors: The socio-cultural characteristics of individuals that exist prior to
their utilizing service (Maternal Age, Educational Status, Occupation, Marital Status,
Ethnicity, Religion, Parity, Attitudes toward the care, how the pregnant valued the care, and

Knowledge concerning and towards the service).

Enabling Factors: The logistical aspects of obtaining care (distance from health institution,
means and cost of transportation and financial source for care and other expenses, income,
availability of health personnel and facilities, and waiting time, acceptability and approval of

pregnancy by them and significant others)

Need Factors: The most immediate cause of health service use, from functional and health
problems that generate the need for health care services. (Awareness of pregnancy,

perceptions on the use of early ANC seeking and any advice from significant others).

4.9.0perational definition of terms

Antenatal attendance

e Early attendance refers to initiating of ANC before and at the 12" week of gestation
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e Late attendance refers initiating ANC after 12™ weeks of gestation or more. Delay in
ANC: women who came for ANC after 12" weeks of gestation. This reference is taken

from the last menstrual period of the pregnant women

Antenatal clients: Pregnant women attending the antenatal clinic in the health center.

Knowledge of obstetric complication(s): Any symptom of obstetric complication(s)
reported by woman which might occur in women during pregnancy, delivery or within

o6weeks after delivery.

Birth preparedness: A woman is considered as birth prepared if she is able to identify more

than five component of birth preparedness.

Skilled provider: Persons with midwifery skills (physicians, health officers,
nurses/midwives) who can manage normal deliveries and diagnose, manage or refer obstetric

complications.

Predisposing Factors: The socio-cultural characteristics of individuals that exist prior to
their utilizing service (Maternal Age, Educational Status, Occupation, Marital Status,
Ethnicity, Religion, Parity, Attitudes toward the care, how the pregnant valued the care, and

Knowledge concerning and towards the service).

Enabling Factors: The logistical aspects of obtaining care (distance from health institution,

means and cost of transportation and financial source for care and other expenses)
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Need Factors: The most immediate cause of health service use, from functional and health
problems that generate the need for health care services (Awareness of pregnancy, perceptions

on the use of early seeking ANC, and any advice from significant others).

Identified mode of transport:-Any kind of transport which is identified ahead by the women
other family for the purpose of transportation to place of childbirth or for the time of obstetric

emergencies reported.

4.10. Data collection procedure and Instrument

The data was collected by interviewing the pregnant women after getting informed consent.
Five BSC Degree holder nurses, who are not working in the health centers were participated
in data collection after being given an intensive two days training on the data collection tools
and collection procedures by the principal investigator. They did data collection by using
semi structured and pre-tested questionnaire. The questionnaire included questions on socio-
demographic characteristics, obstetric factors etc. The questionnaire was originally be
developed in English and then translated into Amharic. It was translated back to English by
another person to ensure its consistency. Most of the items were adapted from existing
literatures. The Amharic language questionnaire was used to collect data at all health centers
during the study period. The pretested questionnaire was not included in the study.
Supervision of data collectors was made two times at each health centers during the study
period by the principal investigator and supervisors. The collected data was carefully checked
for completeness as well as consistency. Any confusion on the data collection procedure

and/or responses was handled timely.
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4.11. Data processing & analysis

Data was entered, coded and analyzed using SPSS, version 20. Descriptive statistics like
frequencies and percentages was used to present the categorical independent variables,
and mean/standard deviation was used to describe a continuous variable. Frequency tables

were used to present descriptive results.

For this study, bivariate logistic regression model was fitted as a primary method of
analysis. Odds ratios (OR) was computed with the 95% confidence interval (CI) to see the
ANC time of initiation in relation to the considered associated factors in this research.
Independent factors, with a P-value <0.2 obtained in the bivariate logistic regression were
entered into the multiple logistic regression models. Consequently, the most important
associated factors were identified using the multivariate logistic regression analysis. Then
an adjusted odds ratio (AOR) with 95% confidence interval was calculated for the
significant predictive variables, and statistical significance was accepted at (P< 0.05).

Logistic regression tables were also used to present the results.

The outcome variable was based on ANC time of initiation that an ANC Visit after
the12™week was taken as late ANC initiation and an ANC visit before or at 12"week of

gestation was taken as early initiation of ANC service.

4.12. Data quality assurance

Pretesting of the questionnaire was conducted on pregnant women attending ANC at Wereda
23 health center before the study period and appropriate modification was applied. The data
collected for pretest purpose was not included in the main study.
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All filled questionnaires were checked for completeness, accuracy, and consistency.
Necessary corrections and changes were made. All supervision was carried out by the
Principal Investigator throughout the data collection period. This helped to identify problems

that had addressed on the questionnaires.

4.13. Ethical considerations

Ethical clearance & permission letter was obtained from the institutional review board of
AAU, College of Health Sciences, School of Aligned Health Science, Department of Nursing
and Midwifery. The health centers included in this study was asked permission using formal
letters from the university, Addis Ababa City Administration Health Bureau and respective
Sub City Health Departments/Offices. Oral and written informed consent was obtained from
each study participants after the objectives of the study are explained. Participation of
respondents was strictly made on voluntary basis. The participants was informed that the
information collected was anonymous, can be withdrawn from the interview if theywere
unhappy during interview & only those who were willing were interviewed. Confidentiality
of responses was maintained throughout the research process. Personal privacy and cultural
norms was respected properly. No names were used; however, the questionnaires were serial

numbered for the purpose of data entry.

4.14. Result dissemination plan

The final result of this study will be submitted to AAU health Science College of Nursing and
Midwifery, in order to make it available in the University; one copy will be submitted to the
FMOH; one copy will be submitted to the Addis Ababa Health Bureau and Non-

Governmental Organizations working around maternal health in the city. Besides, there will
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be presentation of the research outputs to the college community and other concerned

stakeholders. Manuscript will also be prepared and sent for publication to reputable journals.
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CHAPTERV

5. Result

5.1.Socio-demographic characteristics of the respondents

Out of 426 pregnant women initially included in this study, 407 (95.5%) have responded to

the interview. The rest 19(4.5%) did not respond to the interview due to various reason.

The majority of the study participants 128 (31.4%) were in the age group of 25 to 29 years
followed by the age group of 30-34 (23.6%). The teen age and above40 years were less (4.2-
4.4%) compared to other age groups. The age group ranges from 17 to 42 years and the

median age of respondents was 28 year.

Regarding the ethnic composition of the respondents, the highest were Amaharal26 (31%),
and followed by Oromo91 (22.4%). The lowest proportion of respondents is Silte 39(9.6%).
Respondents of Orthodox religion were the majority237 (58.2%) and the lowest were
Catholic 41 (10%). Three hundred forty-seven out of 407 (85.3%) ANC attendees were
married and live together with husband. With regard to educational status136 (33.4) were
primary 113(27.8) secondary school levels and 60(14.7) were having diploma and above.
Occupation status of most of the respondents were house wives and self-employed which
15,165(40.5), 131(32.2) and 239(58.7) respectively. With regard to house holed income

majority of them have income of above 1000 Eth birr per month (Table 1).
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Table 1.Socio-demographic characteristics of the respondents by timing of first ANC visit at
selected health centers, Addis Ababa Ethiopia, 2015.

Variables

Age in years N=407
15-19
20-24
25-29
30-34
35-39
40-45

Ethnic group N=407
Amahara
Oromo
Guragie
Tigre
Silte
Others

Religion N=407
Orthodox
Muslim
Protestant
Catholic
Others

Marital status N=407
Single [Never married]
Married and live together currently

Cohabitation
Separated, divorced or widowed

Educational level N=407
Illiterate (cannot read and write
Illiterate can read and write
Primery (1-8)

Secondary (9-10)
Diploma and above

Occupation N=407
Employed [wedge]
Employed self
House wife
Others

Household income per month
Less than 400 ETH birr
400 - 1000 ETH birr
Above 1000 ETH birr

Booking within Booking late Total
time (12 weeks of  (after 12 weeks of
gestation and gestation)
before)
Number (%) Number (%) Number (%)
11 (4.1) 7 (5.0) 18 (4.4)
60 (22.5) 22(15.7) 82 (20.1)
84 (31.5) 44 (31.4) 128 (31.4)
65 (24.3) 31 (22.1) 96 (23.6)
39 (14.6) 27 (19.3) 66 (16.2)
8(3.0) 9(6.4) 17 (4.2)
78 (33.5) 48 (27.6) 126 (31.0)
61 (26.2) 30(17.2) 91 (22.4)
36 (15.5) 46 (26.4) 82 (20.1)
34 (14.6) 17 (9.8) 51 (12.5)
15 (6.4) 24 (13.8) 39 (9.6)
93.9) 9(5.2) 18 (4.4)
168 (62.9) 69 (49.3) 237 (58.2)
65 (24.3) 55(39.29) 120 (29.5)
28 (10.5) 13 (9.3) 41 (10.1)
6(2.3) 320 9(2.2)
0 0 0
8 (3.0) 14(10.0) 22 (5.4)
239 (89.5) 108 (77.1) 347 (85.3)
14(5.2) 14 (10.0) 28 (6.9)
6(2.3) 4(2.9) 10 (2.5)
32(12.0) 32 (22.9) 64(15.7)
19(7.1) 15(10.7) 34(8.4)
80(30.0) 56(40.0) 136(33.4)
82(30.7) 31(22.1) 113(27.8)
54(20.2) 6(4.3) 60(14.7)
71 (26.6) 25 (17.9) 96 (23.6)
95 (35.6) 36 (25.7) 131 (32.2)
97 (36.3) 68 (48.6) 165 (40.5)
4 (1.5) 11(7.9) 15(3.7)
19(7.1) 17(12.1) 36(8.8)
71(26.6) 61(43.6) 132(32.4)
177(66.3) 62(44.3) 239(58.7)
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5.2.Timing of first ANC visit

Out of 407 pregnant mothers included in this study, 267 (65.6%) pregnant mothers started
their first ANC visit early while the remaining 140 (34.4%) pregnant mothers started ANC
late in either second or third trimester. In both cases, the timing of the first ANC booking
ranged from 4 weeks to 32 weeks of gestation with mean timing of 13 weeks with standard

deviation of 5.47 weeks(Fig 3 and 4).

Before and at 12 weeks
of gestation (65.6%0)

Fig 3. Proportion of respondents by gestational age of ANC visit
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Fig 4. Percentage of respondents by weeks of gestation booked first ANC, Addis Ababa 2015
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5.3. Obstetric history and timing of first ANC visits

Of the total respondents 185 (45.5%) were para zero, while the rest 222 (54.5%) were parity
one and above. Among para zero women 135%50.6%) of them booked early for the current
pregnancy whereas among multi parus women 132 (49.4%) were booked early for the current
pregnancy. Three hundred ten (76.2%) had no history of abortion and the rest 97 (23.8) had
history of at least one abortion. Among those who had no history of abortion the majority
206(77.2%) started ANC early for current pregnancy. With regard to the types of abortions,
71 (73.2) had spontaneous abortion, 16(16.5%) of the abortions were self-induced, and 10
(10.3%) had history of both types. Among all respondents 23 (5.7) had faced one or more

child death (Table 2).
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Table 2.0bstetric history of respondents by timing of first ANC booking at selected health

centers, Addis Ababa Ethiopia, 2015.

Jooking " Booking
. late (after
Variables (12 weeks of Total
. 12 weeks of
gestation and estation)
before) &
Number (%) Number (%) Number (%)
Parity N=407
Para 0 135(50.6) 50(35.7) 185 (45.5)
Para 1-3 129(48.3) 85(60.7) 214 (52.6)
Four or more parity 3(1.1) 5(3.6) 8 (1.9)
Had history of abortion N=407
Yes 61 (22.7) 36 (25.7) 97 (23.8)
No 206 (77.2) 104 (74.3) 310 (76.2)
Type of abortion N=97
Spontaneous 44 (74.6) 27(71.1 71(73.2)
Induced 8(13.6) 8(21.1) 16(16.5)
Both spontaneous and induced 7(11.9) 3(7.9) 10(10.3)
Had history of child death N=407
Yes 12 (4.5) 11(7.9) 23 (5.7)
No 255 (95.5) 129 (92.1) 384 (94.3)
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5.4. Knowledge and perception of respondents on ANC service utilization

Two hundred seventy five (67.6%) of the respondents have knowledge on the importance of
ANC for the health of the mother and fetus and rated as highly important while the rest
94(23.1%) rated as medium and very few respondents said as the ANC has less importance to
the health of mother and fetus. Among those who had knowledge of ANC and perceived it as
it is highly important, 211(79.0%) of them booked early for the current pregnancy. Regarding
the perception of correct time of ANC booking, 281(69.0%) of the interviewed women
perceived within 12 weeks of gestation, while 126 (31.0%) were after 12 weeks of gestation.
Of those who correctly perceived the recommended time, 212 (79.4%) booked early in the
current pregnancy. Three hundred forty (83.5%) of respondents perceived that four and more
ANC visits were necessary. On the contrary, 67 (16.5%) of them perceived that less than four
ANC visits were sufficient throughout the whole pregnancy period (Table 3). Among the
women who reported as four and more visits are necessary, 216(80.9%) booked early for the

current pregnancy.
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Table 3.Perception on ANC service utilization by timing of first ANC booking at selected

health centers, Addis Ababa Ethiopia, 2015

Variables

Perception on importance of ANC for both

the mother& the fetus N=407

Highly important

Medium

Less

Do not know
Perception on timing of ANC booking
N= 407

Before 12 weeks of gestation

After 12 weeks of gestation
Perception on number of ANC visits per
pregnancy N=407

One visit

Two to three visits

Four to six visits

More than six visits

Others (as per the appointment given)

Booking Booking Total
within time  late (after
(12 weeks of 12 weeks of
gestation gestation)
and before)
Number (%) Number (%) Number (%)
211 (79.0) 64 (45.7) 275(67.5)
45 (16.9) 49 (35.0) 94(23.1)
10 (3.8) 22(15.71) 32(7.9)
1(0.4) 5(3.6) 6(1.5)
212 (79.4) 69 (49.3) 281(69.0)
55(20.6) 71 (50.7) 126(31.0)
0 2(1.4) 2(0.5)
36 (13.5) 29 (20.7) 65 (16.0)
157 (58.8) 74 (52.9) 231 (56.8)
59 (22.1) 22 (15.7) 81 (19.9)
15 (5.6) 13 (9.3) 28 (6.9)
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5.5.Past history of ANC service utilization of the respondents

From 222 respondents who had history of previous pregnancy, 210(94.6) had experience of
ANC for the pregnancy preceding the current. Among the pregnant women who had previous
experience 126(96%) booked early for the current pregnancy. Out of 210 respondents who
responded to the timing of first visit for pregnancy preceding the current pregnancy,
183(87.1) had their previous visit before or at 12 weeks of gestation while the rest 27 (12.9%)
had their first visit after 12 weeks of gestation. Of those who started ANC on the
recommended time for the previous pregnancy, only 113(89.7%) of them booked early for the
current pregnancy. Fifty five (26.2) respondents who attended ANC for the pregnancy
preceded the current reported that they spent less than 2 hours, 139(66.2%) spent 2-4 hours
and 16(7.6) spent greater than 4 hours for the first visit. One hundred fifty four (73.3%)
responded that the waiting time for repeated visits were less than 2 hours. Among those who
had experience in ANC, 145(69.0%) of them reported that they paid for ultrasound and

laboratory outside the health center for the service provided (Table 4).
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Table 4. Past history of ANC service utilization by timing of first ANC booking at selected

health centers, Addis Ababa Ethiopia, 2015.

Variables

Previous experience of ANC preceding the
current N=222

Yes
No

Time of ANC booking for previous
pregnancy N=210

Before and at 12 weeks of gestation
After 12 weeks of gestation

Waiting time for the previous pregnancy
preceding the current (1% visit) N=210

Less than 2 hours
2- 4 hours
QGreater than 4 hours

Waiting time for the previous pregnancy
preceding the current (2" visit) N=210

Less than 2 hours
2- 4 hours
Greater than 4 hours
Payments required for ANC service N=210
Yes
No

Early booked Late booked

(at 12 weeks (after 12 Total

of gestation weeks of
and before) gestation)

Number (%) Number (%) Number (%)

126(96.2) 84(92.3) 210 (94.6)

5(3.8) 7(7.7) 12 (5.4)

113(89.7) 70(83.3) 183(87.1)

13(10.3) 14(16.7) 27(12.9)

24 (22.4) 31 (30.1) 55 (26.2)

74 (69.2) 65 (63.1) 139 (66.2)

9(8.4) 7 (6.8) 16 (7.6)

79 (73.8) 75 (72.8) 154 (73.3)

26 (24.3) 26 (25.2) 52 (24.8)

2(1.9) 2(1.9) 4(1.9)

93(73.8) 52(61.9) 145(69.0)

33(26.2) 32(38.1) 65(31.0)
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5.6.History of current pregnancy and timing of first ANC visit

Three hundred ten (76.2%) respondents confirmed their current pregnancy by urine test
offered by health provider, while 97(23.8) confirmed pregnancy when they missed one and
more menses. Among those who confirmed their pregnancy by urine test 206(77.2%) of them
booked early for the current pregnancy. Similarly, among those who confirmed their
pregnancy by missed menses, 61(22.8%) respondents started their first ANC visit early. Of all
respondents, 331(81.3%) were first informed the pregnancy to their husbands and 203(87.1%)
of them started their first ANC visit on the recommended time. The rest 14 (3.4%), 18 (4.4%),
and 39 (9.6%), inform to their mothers, sisters, and friends, respectively. Whereas, 5(1.2%)

respondents did not inform to any one before ANC booking.

Three hundred fourteen (77.1%) respondents reported that their pregnancies were planned
while 93 (22.9%) respondents reported that it was unplanned. Among those who had a
planned pregnancy 224(83.9%) of them booked early whereas 90(64.3%) booked late. Of 314
pregnant women who had a planned pregnancy, 306(97.5%) of them included their husband
in the plan and among which 219(97.8%) started their first ANC visit early. Out of the
93(22.9%) unplanned pregnancies,36(38.7%) were unwanted by the women after conception
and similarly 42(45.2%) cases were unwanted by their husbands. From the unwanted

pregnancy 29 (31.2) were wanted abortion (Table 5).
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Table 5. History of current pregnancy by timing of first ANC booking at selected health

centers, Addis Ababa Ethiopia, 2015.

Variables Early booked (at Late booked Total
12 weeks of (after 12
gestation and weeks of
before) gestation)
Number (%)  Number (%)  Number (%)
Means to confirmpregnancy N=407
By examination (Urine) 206(77.2) 104(74.3) 310(76.2)
Missed period one and more months 61(22.8) 36(25.7) 97(23.8)
To whom pregnancy was reported first?
N=407
Your Husband 203 (87.1) 128 (73.6) 331 (81.3)
Your Mother 7 (3.0) 7 (4.0) 14 (3.4)
Your Sister 11 (4.7) 7 (4.0) 18 (4.4)
Your Friend 11 (4.7) 28 (16.1) 39 (9.6)
Other 1(0.4) 4(2.3) 5(1.2)
Is the current pregnancy planned? N=407
Yes 224 (83.9) 90 (64.3) 314 (77.1)
No 43 (16.1) 50 (35.7) 93 (22.9)
If the pregnancy planned, did the plan include
your husband N=314
Yes 219 (97.8) 87 (96.7) 306 (97.5)
No 5(2.2) 3(3.3) 8(2.5)
If the pregnancy unplanned is that wanted by
you after conception? N= 93
Yes 28 (68.1) 29 (58.0) 57 (61.3)
No 15 (34.9) 21 (42.0) 36 (38.7)
If the pregnancy unplanned is that wanted by
your husband after conception? N= 93
Yes 28 (65.1) 23 (46.0) 51 (54.8)
No 15 (34.9) 27 (54.0) 42 (45.2)
Have you wanted abortion? N=93
Yes 8(23.5) 21 (35.6) 29 (31.2)
No 26 (76.5) 38 (64.4) 64 (68.8)
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5.7.History of current ANC utilization and timing of fist ANC visit

Among the respondents 346 (85.5%) of them reported that they received advise on ANC use
before first booking while 61 (15.0%) of them did not receive advise from any one. Of those
who received advise on ANC utilization 240(89.9%) of them started their ANC visit early.
One hundred ten (31.8%) respondents received advice from community health workers, 106
(30.6%) from media, 66(19.1%) from husbands, and the rest 64(18.5%) received advice from
mothers, sisters, and other individuals. Among the respondents who acquired advice from

CHW and media sources, 172(71.7%) were only booked early.

Three hundred nine (89.3%) respondents reported that they were informed when to be booked
and the rest 37 (10.7%) reported that the advice did not include when to book ANC. Among
the respondents who were informed when to be booked ANC, 284 (91.9%) were informed as
the correct time is before 12 weeks of gestation and among which 222 of them booked on the
recommended time as per the advice. Whereas the rest 25 (8.1%) were informed as the correct

time is after 12 weeks of gestation and almost all of them booked late as per the advice.

With regard to the reason why they preferred that time to come for first ANC visit, the
majority 266(65.4%) reported as they perceived it is appropriate time. Other respondents
48(11.8), 38(9.3), 37((9.1) reported that they perceived from previous experience of timing,
time constraints and unplanned pregnancy, respectively. In addition very few of them reported
financial constraints and other personal reasons. Among the respondents who perceived as it
is appropriate time 225(84.3%) of them started their first ANC visit on the recommended time

whereas 41(29.3%) booked late (Table 6).
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Table 6.History of current ANC visit by timing of first ANC booking at selected health

centers, Addis Ababa Ethiopia, 2015.

Variables

Advise received on ANC for the
current pregnancy N=407

Yes
No

From whom advice received? N=346
Community health workers
Media (Radio, TV and the like)
Husband
Mother
Sister
Friend

Other
Did the advice include time of
booking? N=346

Yes

No
Advise time N= 309

Before and at 12 weeks of
gestation

After 12 weeks of gestation

Reason for booking for the current
pregnancy N= 407

1. Perceived it is appropriate time

2. Previous experience
3.Busytime

4. Economic factor

5. Unplanned pregnancy
6. Others

Early Late booked Total
booked (at (after 12
12 weeks of weeks of
gestation gestation)
and before)
Number (%) Number (%) Number (%)
240 (89.9) 106 (75.7) 346 (85.5)
27 (12.1) 34 (24.3) 61 (15.0)
88 (36.7) 22(20.8) 110 (31.8)
84 (35.0) 22(20.8) 106 (30.6)
44 (18.3) 22 (20.8) 66 (19.1)
2 (0.8) 6 (5.7) 8(2.3)
2 (0.8) 6 (5.7) 8 (2.3)
19 (7.9) 27 (25.6) 46 (13.3)
1(0.4) 1(0.9) 2 (0.6)
205 (93.8) 84(79.3) 309 (89.3)
15 (6.2) 22 (20.7) 37 (10.7)
222 (98.7) 62 (73.8) 284 (91.9)
3(1.3) 22 (26.2) 25 (8.1)
225 (84.3) 41 (29.3) 266 (65.4)
18 (6.7) 30 (21.4) 48 (11.8)
11 (4.1) 27 (29.3) 38(9.3)
1(0.4) 7 (5.0) 8 (2.0)
10 (3.8) 27 (19.3) 37 (9.1)
2(.8) 8 (5.7) 10 (2..5)

40



Association of factors with timely booking of first ANC

This study revealed that there is a general improvement in flirt time antenatal booking. The
majority 267(65.6%) booked on the recommended time. The multiple regression analysis
indicated that educational level, knowledge on the importance of ANC for both mother and
the fetus, source of information to book ANC received for current pregnancy, advice given on
the time of first ANC booking, reason for booking for the current pregnancy significantly and

positively affected booking ANC at the recommended time (Table 7).

Table 7. Association of factors with timely booking of first ANC at selected health centers of

Addis Ababa, 2015

Predictors

AOR

95% C.I.

Lower

Upper

p-value

Education level

High school and Above

3.346

1.618

6.918

.001

Elementary and below

Perception on the importance of ANC for
both mother and the fetus

Have knowledge on ANC importance

2.666

1.266

5.616

.010

Have no knowledge on ANC importance

Source of information received for current
pregnancy

Received advise on importance of ANC
from Community HW & media (TV, radio)

3.716

1.671

8.266

.001

Received advise on importance of ANC
from Family members (husband, mother,
sister and the like)

Advice given on the time of first ANC
booking

Advised to book on appropriate time (before
and at 12 weeks of gestation)

20.928

4.499

97.347

.000

Advised to book late (after 12 weeks of
gestation)

Reason for booking for the current
pregnancy

.000

Perceived it is appropriate time

14.765

7.109

30.667

.000

Other reasons
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CHAPTER VI

6. Discussion

Antenatal care is an essential part of modern health care. Any health care program that
sincerely wishes to improve the health of its population must pay serious attention to the
health of the pregnant woman and her fetus. According to the WHO recommendation, every

pregnant woman should receive at least four ANC visits during pregnancy (6).

Improving maternal health care, particularly providing antenatal and delivery care, are
important mechanisms identified to reduce maternal mortality and as such facilitate the
attainment of the Millennium Development Goals on maternal health. The antenatal period
clearly presents opportunities for reaching pregnant women with a number of interventions
that may be vital to them and their infant’s health and well-being. The focused ANC model
recognizes that every pregnant woman is at risk of complications and recommends the first

visit to be early in the first trimester (29).

Information that was gathered from this study showed that the prevalence of early antenatal
care attendance is improved in Addis Ababa city. It indicated that two-third of the
respondents had started their ANC within the recommended time and the rest one-third were
booked late. The timing of first ANC booking ranged 4 weeks from last menstrual period to
32 weeks of gestation. This result indicates that the prevalence of late initiation is by far lower
than what was reported in the previous study conducted in 2008, Addis Ababa where the
prevalence of late ANC attendance was 59.8% (15), and study conducted in Zambia where the

prevalence of late ANC attendance was 72.0 % in rural and 68.6% in urban districts
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respectively (3). This improvement might be attributed with the current national emphasis
given to the focused ANC, the massive work done in health improvement in the country
within the past 5 years in general and in Addis Ababa city in particular (30). Time gap might
also be the other reason. It is however in line with the EDHS, 2014report which indicated a
35% country level improvement in timely first ANC booking compared to the EDHS, 2011.
The variation might be due to better access for information, health institution, extension
service and transportation of the Addis Ababa population compared to the other urban

dwellers (10).

In this study socio-demographic factors were found to be related to ANC attendance. Age of
respondents in this study ranged from 17 to 42 years with median of age 28 years. The
maternal age is not seen as a statistically significant factor for timely booking of ANC. This is
in line with a study done in Zambia and Ethiopia where there was no effect of maternal age on

ANC utilization (3, 15).

The gestational age at which women booked for ANC was significantly related to their level
of education. Women with secondary level of education and above were more likely to be
booked earlier than those who had primary education and less. This finding agrees with
EDHS 2011 report where education was a strong predictor in the use of antenatal care
services(31).The findings supported by the studies done in Addis Ababa, Bangladesh, EDHS
2014 which states as female education has a positive effect for maternal health service
utilization. (10, 15, 18).More over educated women have better pregnancy outcome compared
with uneducated women, possibly since they are better informed, are likely to make better

choices, are more likely to develop and implement a birth plan, and are more socially or
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financially empowered to make the necessary decisions in case of obstetric emergencies
(31).Further analysis showed that occupation and house hold income did not significantly
influence first booking for ANC. This finding is similar with that of the study conducted in

Nigeria (25).

The result of this study showed that parity was a factor for early ANC visit. Women who had
no previous birth experience were more likely to start first ANC visit early compared to those
with parity one and above. This finding was similar with those of studies done in Addis
Ababa, Debre-berehan and Tanzania where they found being in the first pregnancy was
strongly associated with an earlier ANC attendance and as parity increases the chance of early
booking will decrease (15, 32, and 33). This might be because young women with their first
pregnancy and childbirth are more careful about their pregnancy and therefore require
institutional care more than multi-parus women. In addition, younger women tend to be more

educated than older ones and have more information.

The proportions of respondent with history of at least one abortion (induced and/or
spontaneous) were 23.8%. Past obstetrics outcome did not showed statistically significant
relation with early booking which is in line with the study done in Addis Ababa and India but
contrary with study done in Bangladesh (15, 18, 34). Among all respondents 5.7% had faced

one or more child death.

About two-third (67.5%) of the respondents perceived and rated that the importance of ANC
for the health of the mother and fetus as highly important and is significantly affected early

booking. Accordingly, those who had knowledge and perception of ANC earlier in former
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pregnancy were more likely to book earlier for their current pregnancy (AOR = 2.666, 95%
CI: 1.266, 5.616), showing that knowledge and experience of early ANC service utilization
demonstrated timely booking in the current visit. This depicted that women were
appropriately informed on time of booking from counseling and health education sessions

during previous pregnancies.

Respondents who perceive that the correct time of ANC booking was within 12 weeks of
gestation were more likely booked early within recommended time compared with
respondents who perceive the correct time of ANC booking was after 12 weeks of gestation.
This finding agrees with the findings of previous study conducted in Debre-Berehan and
Mekele. It is a general truth that individuals with positive perception on importance and

available service are more likely to use the service (32, 35).

Among 222 respondents who had history of previous pregnancy, 210 (94.6%) had experience
of ANC for the pregnancy preceding the current. The analysis further indicated out of 210
respondents 183(87.1%) had their previous visit before and at 12 weeks of gestation. Among
those who booked in the recommended time previously, 89.7% of them only booked in the
recommended time for the current pregnancy. But the difference was not statistically
significant. With regard to waiting time of their previous ANC visit, in both cases they stayed
minimum 1 and maximum of 8 hour with mean of 2 hour and 45 min for the first visit.
Whereas for the second visit they spent minimum 30 min and a maximum of 6 hour with
mean lhr and 30 minute for getting the required services. The waiting time for ANC visit in

the previous pregnancy did not significantly affect early booking for the current pregnancy.
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A large proportion of respondents 76.2% reported that they confirmed pregnancy by urine test
offered by health providers, while the rest confirmed pregnancy when they missed one and
more menses. This study showed that means of confirming pregnancy was not statistically
significant for ANC booking. In this study the majority respondents 81.3% were first
informed their pregnancy to their husbands. Of those who informed their pregnancy to their
husband 87.1% booked at the recommended time. The findings of this study indicated that the
majority of the respondents 77.1% had a planned pregnancy. Further analysis revealed that,
those respondents with planned pregnancy were found to be more likely visiting within the
recommended time compared to respondents with unplanned pregnancy. This finding agrees
with the studies done in Addis Ababa, and Zambia which stated unwanted and unaware of
pregnancy is factor for delay to seek ANC timely booking (3, 15). Among the respondents
who had a planned pregnancy, 97.5% of them involved their husbands in the plan. This study
is in line with the study done in Zambia, Uganda and Malawi which stated husbands
involvement and wanted pregnancies are more cared for by pregnant women and their
spouses; this enable women to book for ANC timely and increases the positive outcome (3,

36, 37).

The present study revealed 85.5% respondents reported that they received advice on ANC
before being booked. Of those31.8%, 30.6% and 19.1% received the advice from health
extension workers, media and their husbands, respectively. The multivariate analysis clearly
indicated that the role of media and health extension workers has positive and significant
influence on the use of ANC and early booking. In the current study, women having access to
information through media and health workers were more likely to initiate ANC visit earlier

compared to those received advise from family members and relatives (AOR 3.716, 95% CI:
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1.671, 8.266). Among the pregnant women who have informed when to book ANC, 91.9%
reported as they were informed to be booked within 12 weeks of gestation. The analysis
showed that respondents who were informed to be booked within 12 weeks of gestation were
more likely to book within the recommended time compared to respondents who were
informed to book after 12 weeks of gestation (AOR= 20.928, 95% CI: 4.499, 97.347). These
finding is similar with the study conducted in Metekel and India which suggested that proper
information and advice on pattern of ANC utilization is important to book on the
recommended time(38, 39). In addition the study conducted in Nigeria showed that media
programs on ANC were very effective in changing a woman’s behavior since its messages are
like warning messages or even counseling (40). More over the findings of this study are
highly supported by the reports of EDHS 2014, FMOH 2015 and Jacquelyn et.al 2014, where
development and deployment of the HEW cadre played significant role in improving ANC
service and gaining substantial increment in percentage of women making four or more

antenatal visits at appropriate time in both urban and rural settings (10, 41, 42).

The study further tried to find out the reasons why pregnant women decided to start their first
ANC visit for the current pregnancy. The majority 65:4% responded as it was appropriate
time to start ANC visit and the rest reported different reasons such as their previous
experience, had busy time and having unplanned pregnancy. Those pregnant women 84.3%
who reasoned as it is appropriate time to start ANC visit were more likely booked earlier

(OR=14.765, 95% CI: 7.109, 30.667)compared to their counterparts.
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Strength and Limitation of the study

Strength

The questioner was pretested on similar setting and a necessary modification was
made to minimize the difficulty during the data collection.

It was able to meet its aim and the objectives and provided an understanding of the
different factors that significantly determine the timings of first ANC visit.

The results of this study could serve as a baseline data, since very limited study on the

same area was made for Addis Ababa

Limitation

The study has considered only pregnant women attending ANC at the governmental
health institutions. However other pregnant women who visit private clinics, hospitals
and NGOs who focus on maternity care are not included in this study. There could be
socio-demographic differences to those pregnant mothers visiting other health
institutions could have been reported.

Since the data collectors were Health professionals there may be some social desirable
responses for some of the variables.

Lack of adequate similar studies in our country particularly in Addis Ababa to make

comparative discussion.

Conclusion

Late antenatal care attendance is currently improved in Addis Ababa city due to the massive

work done in maternity care in the past five years. The Respondents educational level,

knowledge on the importance of ANC service utilization, Source of the information which
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contributed to book timely for the current pregnancy and the advice given on the time of first
ANC booking are significantly and positively influenced early initiation of ANC in Addis
Ababa. Other factors like planned pregnancy and involving husbands in the plan and parity
were also found to be factors associated with early ANC visit. The ANC service provided at
the reach of pregnant women to make the services physically and financially accessible,
training and deployment of sufficient health extension workers at locality base, awareness
creation work done aggressively by different organization, the role of media in advocating
ANC care and involvement of husbands in the pregnancy plan played big role for the
improvements obtained in ANC booking in Addis Ababa city. However, there is still more

work is required to fully achieve ANC utilization in the recommended time.

Recommendation

Keeping in view of the present research study findings, the following recommendations have
been made:

e Given the prevalence of late initiation of ANC visit, there is need to investigate more
factors that contribute to the current late entry to ANC among women.

e Repeated capacity building workshops should be organized for community health
workers to enhance their capabilities for improving the efficiency of ANC services.

e There is a need to explore client-provider interactions in provision of ANC services in
public MCH facilities. Such study will elucidate useful suggestions on improving,
address provider needs and enhance client satisfaction

e Husbands should be encouraged to accompany wives during ANC visits to enhance

women’s confidence
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e Further the government should continue the current endeavor which emphasizes the
maternal health through communication program highlighting the importance of the

antenatal care on print and electronic channels of mass media.

Finally, achieving proper ANC helps women to make at a state of optimal health throughout
their pregnancies, improve the outcomes for infants, and ultimately improve the overall health

and wellbeing of our future population.

50



References

1. UNICEF, 2009. Maternal and Newborn Health.

www.unicef.org/protection/SOWC09-FullReport-EN.pdf

2. World Health Organization. 2014. Trends in maternal mortality: 1990 to 2013.
Estimates by WHO, UNICEF, UNFPA, the World Bank and the United Nations
Population Division.

3. Isaac Banda, Charles Michelo, Alice Hazemba. 2012. Factors Associated with late
Antenatal Care Attendance in Selected Rural and Urban Communities of the

Copperbelt Province of Zambia. Medical Journal of Zambia, Vol. 39, No. 3

4. Belayneh T, Adefris M, and AndargieG. 2014. Previous Early Antenatal Service
Utilization Improves Timely Booking: Cross-Sectional Study at University of Gondar
Hospital, Northwest Ethiopia. Available in the web site

http://www.hindawi.com/journals/jp/2014/132494/

5. Villar J, Bergsjo P. New WHO antenatal care model: Randomized trial. World Health
Organization. Geneva: WHO; 2002.

6. WHO. 2009. Pregnancy, childbirth, postpartum and newborn care: A guide for
essential practice. Geneva: World Health Organization O’Callaghan M. F,
Bororkowski J. G, Whitman TL, Maxwell S. E & Keogh D., 1999. A Model of
Adolescent Parenting: The Role of Cognitive Readiness to Parent. Journal of Research
on Adolescence, 9(2): 203-225

7. Allen D, Ammann A, Bailey H, et al. 2001. Revised Recommendation for HIV
screening of pregnant women prenatal counseling and guidelinesconsultation.50

(RR19):59-86. Available from; URL: http://www.mmwrq@cdc.gov.
51


http://www.unicef.org/protection/SOWC09-FullReport-EN.pdf
http://www.hindawi.com/86290870/
http://www.hindawi.com/86167943/
http://www.hindawi.com/48201756/
http://www.hindawi.com/journals/jp/2014/132494/

10.

11.

12.

13.

14.

15.

WHO/UNICEF; Antenatal Care in developing countries; Promises, achievements and
missed Opportunities. An analysis of trends, levels and differentials, 1990-2001.

2004World Health Organization, Geneva, Switzerland, 2004.

Berhan Y and Berehan A. 2014. Antenatal Care as a Means of Increasing Birth in the
Health Facility and Reducing Maternal Mortality: A Systematic Review. Ethiop J

Health Sci. Special Issue. 93-104. DOI: http://dx.doi.org/10.4314/ejhs.v2411.9S

Central Statistical Agency. 2014. Ethiopia Mini Demographic and Health Survey.

Addis Ababa, Ethiopia

World Health Organization. Focused antenatal care: A better, cheaper, faster, and
evidence based approach. 2005. Available from:

http://www.maguels.org/techbriefs.tbzantenatal.pdf.

Focused antenatal care: planning and providing care during pregnancy. Available

from; http://www.planetwire.org/get/3434.

Sibeko S, Moodley J. Health care patterns by pregnant women in Durban South
Africa. SA Family Practice. 2006; 48 (10): 17

Kalayou K, Haftom G, Gerezgiher B, Hailemariam B and Alemayehu B. 2014.
Assessment of Antenatal Care Utilization and its Associated Factors among 15 to 49
Years of Age Women in Ayder Kebelle, Mekelle City 2012/2013; A Cross Sectional
Study. AJADDJ[2][1][2014]062-0757??

Tariku A, Melkamu Y, and Kebede Z. 2010 “Previous utilization of service does not

improve timely booking in antenatal care: cross sectional study on timing of antenatal

52



16.

17.

18.

19.

20.

21.

22.

care booking at public health facilities in Addis Ababa,” Ethiopian Journal of Health
Development, vol. 24, no. 3, pp. 226-233.

Tekelab T and Berhanu B. 2014. Factors Associated with Late Initiation of Antenatal
Care among Pregnant Women Attending Antenatal Clinic at Public Health Centers in
Kembata-Tembaro Zone, Southern Ethiopia. Arts Res. J., Jan-April 2014, 3(2): 108-

115. http://dx.doi.org/10.4314/star.v3il.17

Worku T, Meseret S, and Amano A. Timing and factors associated with first
antenatal care booking among pregnant mothers in Gondar Town; North West
Ethiopia. Pregnancy and Childbirth 2014, 14:287

accessed at http://www.biomedcentral.com/1471-2393/14/287)

Chakrborty N, Islam A. M, Islam R.C, Bari W.2003. Determinants of the use of
maternal health services in rural Bangladesh., Health promotion International; 18 [4]:
327-337

Brown C.A, Sohani B.S, Khan K, Lilford R and Mukhwana W., 2008. Antenatal care
and perinatal outcomes in Kwale district, Kenya.

http://www.biomedcentral.com/1471-2393/8/2).

David P. Urassa, Andrea B. Pembe and Fatuma Mganga. 2012. Birth preparedness
and complication readiness among women in Mpwapwa, Tanzania. Journal of Health
Research 14:. DOI: http://dx.doi.org/10.4314/thrb.v14il.8

Fantahun M, Kedir A, Mulu A, Adugna D, Meressa D, and Muna E. 2010.
Assessment of antenatal care services in a rural training health center in Northwest
Ethiopia.  Ethiop. J. Health Dev. 2000;14(2):155-160http://ejhd.uib.no/ejhdv14-
n2/ejhd-14-2-pagel155.htm

WHO, 2006. Provision of Focused Antenatal Care for Pregnant Women, Geneva.

53


http://dx.doi.org/10.4314/star.v3i1.17
http://www.biomedcentral.com/1471-2393/14/287
http://www.biomedcentral.com/1471-2393/8/2

23.

24.

25.

26.

27.

28.

29.

Akintaro Opeyemi Akinpelu and Olabisi Isaiah Oluwaseyi. 2014. Attitude and
Practice of Males towards Antenatal Care in Saki West Local Government Area of
Oyo State, Nigeria. Advances in Life Science and Technology. Vol.22.
www.iiste.orgISSN 2224-7181

Dharma Nand Bhatta. 2013. Involvement of males in antenatal care, birth
preparedness, exclusive breast feeding and immunizations for children in Kathmandu,
Nepal. BMC Pregnancy and Childbirth 2013, 13:14 doi:10.1186/1471-2393-13-14
Dennis Isaac Ifenne and Bernard TerkimbiUtoo. 2012. Gestational age at booking for
antenatal care in a tertiary health facility in north-central, Nigeria. Niger Med J. 53(4):

236-239. doi: 10.4103/0300-1652.107602

Catherine Haulesi Chiwaula. 2011. Factors Associated with Late Initiation of
Antenatal Care (ANC) among Women of Lilongwe. A Dissertation Submitted to
College of Medicine in Partial Fulfillment of the Requirements of the Master of Public

Health Degree. UNIVERSITY OF MALAWI College of Medicine

Andersen RM. Revisiting the behavioral model and access to medical care: does it

matter? 1995, J Health Soc Behav, 36 [March]:1-10. [ Abstract]

Central Statistical Agency.2013. Population Projection of Ethiopia for All Regions At

Wereda Level from 2014 — 2017

Maine D. 1991. Safe motherhood program: Options and Issues. Center for Population

and Family Health. Columbia University: New York

54


http://www.ncbi.nlm.nih.gov/pubmed/?term=Ifenne%20DI%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Utoo%20BT%5Bauth%5D
http://dx.doi.org/10.4103%2F0300-1652.107602

30.

31.

32.

33.

34.

35.

36.

Ministry of Health Ethiopia, PMNCH, WHO, World Bank, AHPSR and participants
in the Ethiopia multi stakeholder policy review (2015). Success Factors for Women’s
and Children’s Health: Ethiopia

Ethiopia Central Statistical Agency and ICF International. 2012. 2011 Ethiopia
Demographic and Health Survey: Key Findings. Calverton, Maryland, USA: CSA and
ICF International.

Amtatachew M. Zegeye, Bikes D. Bitew and Digsu N. Koye. 2013. Prevalence and
Determinants of Early Antenatal Care Visit among Pregnant Women Attending
Antenatal Care in Debre Berhan Health Institutions, Central Ethiopia, African Journal
of Reproductive Health. 17(4):130

Karin Gross, Sandra Alba, Tracy R Glass, Joanna Armstrong Schellenberg and Brigit
Obrist. 2012 . Timing of antenatal care for adolescent and adult pregnant women in
south-eastern Tanzania. Pregnancy and Childbirth, 12:16

Chandiok N, Dhillon B.S, Kambo I, et al. Determinants of ANC utilization in rural
areas of India, 2006, J Obstet Gynecol India January/February; 56 (1): 47-52.
Girmatsion Fisseha, Gebremeskel Miruts, Mulu Tekie, Abraha W/Michael, Dejen
Yemane, Tesfay Gerezigiher. 2015. Predictors of Timing of First Antenatal Care
Booking at Public Health Centers in Mekelle City, Northern Ethiopia. Journal of
Gynecology and Obstetrics; 3(3): 55-60

Othman Kakaire, Dan K Kaye and Michael O Osinde. 2011. Male involvement in
birth preparedness and complication readiness for emergency obstetric referrals in
rural Uganda. Reproductive Health 2011, 8:12. online at:

http://www.reproductive-health-journal.com/content/8/1/12

55


http://www.reproductive-health-journal.com/content/8/1/12

37.

38.

39.

40.

41.

42.

Fatch W. Kalembo, Maggie Zgambo, Atupele N. Mulaga Du Yukai mail Niman and
I. Ahmed, 2013. Association between Male Partner Involvement and the Uptake of
Prevention of Mother-to-Child Transmission of HIV (PMTCT) Interventions in
Mwanza District, Malawi: A Retrospective Cohort Study.
Vhttp://www.plosone.org/article/info%3 Adoi%2F10.1371%2Fjournal.pone.0066517
Gurmesa Tura. 2009. Antenatal Care Service Utilization and Associated Factors in
Metekel Zone, Northwest Ethiopia, Ethiop J Health Sci. Vol.19, No. 2.

Kulkarni M.S and Nimbalkar M.R. 2008. Influence of Socio-Demographic factors on
the use of Antenatal Care .Indian J. Prev. Soc. Med Vol. 39 No.3& 4

Hajara Umar Sanda. 2014. Media Awareness and Utilization of Antenatal Care
Services by Pregnant Women in Kano State- Nigeria Journal of Social Science Studies
Vol. 1, No. 2

Ministry of Health Ethiopia, PMNCH, WHO, World Bank, AHPSR and participants
in the Ethiopia multi stakeholder policy review. 2015. Success Factors for Women’s
and Children’s Health: Ethiopia

Jacquelyn Caglia, Annie Kearns, Ana Langer, 2014. Country level programs Health
extension workers in Ethiopia. Delivering community-based antenatal and postnatal

carc

56



Annex i. Information sheet and consent form:

Good morning, Good afternoon, good evening (According to its convenience). My

name 1is

University. I am here to gather information about ANC follow up of mothers, so I want to ask
you some questions. Would you mind if I take some minutes with you? Your name will not be
included in the information, I promise to keep the confidentiality of your reply. It takes us
about 30 minutes to complete the interview. Though it seems long time the study helps to

improve the ANC service for all pregnant women. As a result, I kindly request you to

I came from faculty of Health Science, Addis Ababa

participate in genuinely answering the interview.

I agree to participate

I have been briefly informed about the study and I clearly understood the objective. Since it
doesn't affect my personal life/health, I don't need any remedy. Consequently, I hereby

approve my consent to take part in the study as an interviewee with my signature.

Signature

I don’t agree to participate

Date
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Annex ii. Questionnaire

Questionnaire No.

Date:

Health Institution:

Interviewer:
No | Questions | Responses Code | Code
Socio-demographic variables
1. | Age Year
2. | Ethnic 1.Amahara
2. Oromo
3. Guragie
4. Tigre
5. Silte
6. Others [Specify]
3. | Religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Others [specify]
4. | Marital status 1. Single [Never married]
2. Married and live together currently
3. Cohabitation
4. Separated, divorced or widowed
5. | Educational level [Grade | 1. Illiterate [cannot read and write]
completed 2. Illiterate [able to read and write]
3. Primary [1-8]
4. Secondary [9-10]
5. College diploma and above
6. | Occupation 1. Employed [wedge]
2. Employed self
3. House wife
4.0Others[specify]
7. | Income per month Less than 400.00 ETB
400 - 1000 ETB
1000 — 2000 ETB
above 2000 ETB
8. | Transportation cost that you | 1. No pay for transportation
paid for coming & back to | 2. if pay, Specify in
this health service ETB:
Obstetric history
9. | Gravida including abortions | 1. Number of Pregnancies:
2. Number of abortions
10. | If there is abortion 1.Number of Spontaneous:

2 Number of Induced:
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Questions

Responses Code

Code

11. | Para [Number of Births]

1. Number of children alive
2. Number of children died:

3. Number of still birth
Knowledge of ANC
12.| How do you rate the | 1. Highly important
importance of ANC for your | 2. Medium
health? 3. Less
4. Do not know
13.| How do you rate the | 1. Highly important
importance of ANC for the | 2. Medium
fetus? 3. Less
4. Do not know
14.| When do you think it is
appropriate time to begin the month
ANC after amenorrhea?
15. | How many time do you | 1. One Visit
think a women need to go | 2. Two to Three Visits
for ANC in a health facility | 3. Four to Six Visits
during pregnancy 4. More than Six Visits
5.0thers [Specify]:
Past history of service utilization
16. | Have you ever attended | 1. Yes
ANC? 2. No
17. | If yes, for Q 16, for which | Ist pregnancy 1. Yes
pregnancy you attended? 2. No
2nd pregnancy 1. Yes
2. No
3rd pregnancy 1. Yes
2. No
4th pregnancy. 1. Yes
2. No
Sth pregnancy 1. Yes
2. No
18. | If you attended ANC before
this pregnancy, At what months
months you started the
service for the recent
pregnancy
Past Service Related Variables
19. | What is the maximum | 1. For the first Visit hrs
waiting time you spend to | 2. For the repeat Visits hrs
complete checkup?
20. | Is there any payment you | 1. Yes
were asked for checkup? 2. No
21. | If yes for Q 20, for what | I. For consultation [card and
services you paid? Examination]

2. For laboratory
3. For ultrasound
4. For drugs

5. Other [specify]
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Questions

Responses Code

Code

22. | If you paid for any service
charge, what is the Birr
maximum money you paid
for a visit?
23.| Is  there any missed | 1. Yes
investigation in previous, | 2. No
due to shortage [inadequacy]
of money?
24. | If yes for Q 23, what? 1. Consultation [card and
Examination]
2. Laboratory
3. Ultrasound
4. Drugs
5. Other [specify
25. | Rate the following items of | 1. Staff approach 1. Highly satisfied
service in terms of your 2. Satisfied
satisfaction 3. Medium
4. Not satisfied
5. Highly not
satisfied
2. Laboratory 1. Highly satisfied
2. Satisfied
3. Medium
4. Not satisfied
5. Highly not
satisfied
3. Waiting time 1. Highly satisfied
2. Satisfied
3. Medium
4. Not satisfied
5. Highly not
satisfied
4. Privacy 1. Highly satisfied
2. Satisfied
3. Medium
4. Not satisfied
5. Highly not
satisfied
5. Charge of service 1. Highly satisfied
2. Satisfied
3. Medium
4. Not satisfied
5. Highly not
satisfied
History of current pregnancy
26. | How do you know your | Missed period once 1. Yes
pregnancy? 2. No
Missed period twice 1. Yes
2. No
Missed period three and more 1. Yes
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No Questions Responses Code Code
2. No
Physiological changes 1. Yes
2. No
Other signs like nausea 1. Yes
2. No
By examination [urine test] 1. Yes
2. No
Other [specify]
27. | Is this pregnancy planned? 1. Yes
2.No
28. | If this pregnancy is planned, | 1. Yes
did the plan include your | 2. No
husband?
29. | If this pregnancy is not | 1. Yes
planned, was it wanted by | 2. No
you after conception?
30. | If this pregnancy is not | 1. Yes
planned was it wanted by | 2. No
your husband after
conception?
31. | To whom did you tell you | 1. Your Husband
become pregnant for the | 2. Your Mother
first time? 3. Your Sister
4. Your Friend
5. Other (specity)
History of current ANC
32. | Before your first attendance | 1. Yes
of the ANC, was there any | 2. No
one who advised you to
come?
33. | If yes for Q 32, to above | 1. Community health workers (HEW)
question, from whom you | 2. Media (radio/TV)
get advice? 3. Husband
4. Mother
5. Sister
6. Friend
7. Other (specity)
34. | If you were advised to | 1. Yes
attend ANC by someone, | 2. No
Did he/she informed you
when to start?
35. | If you are advised on the months after Amenorrhea
time to start ANC, When
does he/she advise you to
start?
36. | In the present pregnancy, | 1. After months of
when did you start the | amenorrhea
follow up? 2.1 don’t know the exact months
37.| Why you decide to start | 1.1 perceive it is appropriate time
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No Questions Responses Code Code

[begin] the follow up at this | 2. From my previous Experience
time? 3. Busy time

4. Economic factor [money
constraints]

5. Because of unplanned pregnancy
6. Others [specify]

38. | After your first visit, when
did the Health workers months of the first visit
appointed you for the
second follow-up

39. | If your pregnancy were | 1.Yes
unplanned or unwanted, did | 2. No
you want to undertake
abortion?

This is all what I want to ask you. Thank you for spending your time and valuable information

you gave us. Do you have any question that I can address for you?

62



PavlBG04. L1 D01m,
V. PTGk ool5
ATLI°T W4T RILICTPAT AILICT hoo(i (A7L ANLALYE)

At 0% ANAAY-:: PooMpy-t halh AN RLNCHT:

VAg°S GdhaNt h@-: hodL 06T 9oL PmS AT (7LovAnt A0S
TGT  A%18LT avlB APONONN  NooPr WIS TEEDLTT  APCNAL
AbAIAY AP hoolB@- OC hGhTFIRiR AMTE oolE va 0CLOATC
AL MNPAL PN ANAU GUTI AYILLT hal 2C ©L 1970 A%
ATELAT: LV IHR2TT PYLLH NS ovA®T 0P AMPIS POLTA
PAINTNT Téol TTNAE AT P7LETH MooV’ AH%AON$T AMEPL AU

o0t LEPPT N1 IICL 4.PLE 1217

b PLE T bPLE hBLAU-P°

A. PLPLAIT 9901,

PI°CI°C TG NEA PP ovlBPTG 14T HNECHm-ATN: ABI® NNE-4-NT
ao 1L HLLEFAU IOCICE 990 KAL) PUICONTA NooPr AYLLLCTT A6
PhA R ALTLMY°: NANLY NHY P9°CI°C TG+ AL AgvATE L PLE oolP'7
N&CT% AlLIIMAY-::

471

7

63



aomed +7

Paom@d &TC

PmS £CEF hge

Pmee Og° /g
+.¢. T ao{\(\
aAMPAL, aolF
1 hLo Yao-t-
2 | et A
oy b
T
T4
nAm,
AN (£10%)
3 DL55 T aC-FLn0

ao-QN. 9"
eE0S
Ak

AA (£74%)

4 eONF UL LA LA

£1M9 Av-7 AN £715C

. PG AC PUIRSCT (PAIF
I eTar)

5 | eTUCT 248 PATTIL (TTINNG aoAE PUIRTA)
PATIIL (TTHNG PRG PTLTA)

A7LE RLE (1-8 NEA)
. UNE RLEG (9-10 e AS
Ctéht)

4710077 aG hile 0L

6 | Pl v La®HAE (+4Me)
N7 ¢o1.0¢-
PO hoo

1
2

3

4

5

6

1

2

3

4

5

1

2.

3. ANC NMooFC 99.L7 17T
1

1

2

3

4

0

5

1

2

3

4 AA /20K

7 0L eoC M. OTHHA AFavd
°7 SUA 107 h400 1C N3

h400 - 1000 nC
h1000 NIC NAL

8 ®LHY MG ECET Aavflng 1. 9°79° hdhd.An-9°
Aaoaoph Phé.nF P1THN oom? | 2. Phé.n WPy P17HN oom?
nnc nc

64




amPAL PONL avlE

9 1. AMhOAL PLLOA ACTHS M+
07 W ACTHPA? (PAUTT
MLI°C)
2. P@-CS Mt
10 | o.c8 homaoot 1. 00 20 fOM AU
2. ACOH® LOMLST NHT
2. htoAs 072A P9k NHA
3. 4t ¢tons N4
PPLov MAL /R190MC/ 9°Covld WA ho-dT
12 | PP&ov AL (190M-C) 9°Covd- AMSET | 1. NM9° hhdAlL 10
ANLALYET A% T STIHTA
2. Neem' AhdAl, 10-
3. NMg°® Atts -
4. AA@-P@-9°
13 | P990AMC (PPL&ov MAL) I°Cavl- AT 1. NMY° ANLA1L Y-
nevere 0Nt AN@ AE ANdALTET
At STIHNFA? 2. Nleom% hhédAL 10+
NMg® A1+s o
4. AA@-P@-9°
14 | 990MC /PLav ®AL/ I°Cavd- POC
ann® ¢CF oo’k (LEaoC T4 10+ NA@- oc
£00a-?
15 | A7 PACTHS oP+ 07t LW +avAdh@- ATe UL

I°Cavd- NLLCT NE 10+ NA®- £NOA-?

huat Adh o0k LR

had-F ahh hent 10

hagot 1 1AL

aA ha 8704

65




PLLT° ACTHS AIAIT hmP+9® F¢h

16 | PPLoe OAL R190MC 9°Cavd-/ 1. h®
+ad Ao Po-Ph?
2. hAA@-PI°
17 | P190mC 9°Covl- AndTam- PoL9m ¢ PaoEanld @ WCIHG 1. AP
avt PFE® ACTHS 10?7
2. h@LAT°
UATE ACTHS 1. he
2. hBLAI°
POFE ACTHS 1. h®
2. h@LAT°
alt§ ACTHS 1. h®
2. h@LAT°
A0 tE ACTHS 1. AP
2. h@LAP°
18 | hiLv ACTHS Né+ PINLDF ACTHS
PPean OAL ThdTAm- Py Ay
Peovdt POC ANNL +CF M0 LW 10?7 ocC
CAININT AP PI° ovlBPT (hHD $L29° AINLOD- ACTHS)
19 | AP&oo MAL I°Covd- (ovax J°Cavl-F | {1, NG AavEavldf 1N,
ALl PULLEAN P+ LR 907 VA INC?
2. 09T AdMR LHLT
20. 1. h®
AI1ROAMC /PLav @AL 9°Coavd- TIHA
aohd A TmSPm- INC? 2. PAg°
21 | aoAN® AL a1 A9°F 182 INC Phéa-T? | 1. ACE
2. MNP
3. AANTEADIE:
4. hoofii
5. AA /810K
22 | 9eOAMC /PLav DAL/ I°Cavi- PhinT 1. hi10o NC NFF
1700 WA (A7E 9°Covd- W5 Phént
TN 97 VA 10?2 2. n11-20 AC
3. h21-50 NG
4. h50 NC NAL
23 | 077N ATLT 9oL LARLIT 9°Cavd- 1. a2
an?
2. PA9°
24 | NN AT I8 PARLIT 9°Cavd- 1. ACE
nA CHE@®7 10 PALLIT?
2. MNP
3. AANTEADTE
4. Aaoy-l
5. aA /810K

66




25

UL N7 PAIATNT AONT NACHS
PAChS aom} LI00-T

1. POA@D-LPF hd-leA

nmy® azaFav-
LnFay-
aoh S 1Y

TAYA |
NNg° hNlhuU-9°

2. PA NS TPCove-

bl L I A

nmg° alaFav-

LnFav-

aoh A 1y
FYAYAI T A

NNg° AN U-9°

3. 9°Covi-m P24 LD
11

bl L I A

nmg° alaFav-

LaFav
aohhAg 1y
ANLA U9

NNg° AdLhU-9°

4. MG AmI0P

bl L R

NMg°® AlaFav-

LaFav-

aohnAg 1y
ANLA U9

NNg° AL U-P°

5. PAIAINT Ne P

S|~ b

o M 0D

nng° alnFav-

LaFav-
aohhAS 7y
AALhU-9°

NNg° hAdZnu-9°

67




Pal'r ACTHS oolBPF

26 1. POC AN avPlot 1. hP
[aogea)t/ nmnent
A7 ®C oodIe T
2. hgLay®
2. POC AN aoPlot 1. hP
[aog* AVt et v-atk
@C aol9+/
2. hgLay®
3. POC AN goPlit 1. h®
(@ Nt ok
®CS hi.e NAg/
2. hRLAI®
NCTHL T (9°7L87 10 PORT? —
. hD
4. eOH@9t A@TS /Mt
MG aADTS ParANNT;
2. h@LAI”
5. 29PATIATS PovAna-T 1. h®
2. hgLAy®
6. U7 9°Cavd- N91L:47 | 1. AP
2. h8LAI”
7. NAA av & /210K 1. h®
2. hgLAy®
27 2V ACTHS L P44 1NC? 1. h®
2. hBLAP®
28 2V ACTHS® NATL htP1 N0ANT-2 1. ho®
etod nc nc ?
2. hgLAY®
29 LU ACTHSL? PLAATE hVP1 il 1. a2
02A NACHEL L4047 'INC ?
2. hgLAY®
30 LU ACTHS® LAATE nPY htdM 1. h®
02A NNANLTL 24.07 NG ?
2. hgLAY®
31 aofaold @ TICTHRT PANST /09141 | 1. AnAnT+2
A% - ?
2. AWGTSP
3. AxVHD
4. AFLED
5. AfA /210K

68




PAU'T PPLav MAL WHTA aolBPF

32 PPLon MAL 1FAMC /9°Cavd- 1. a®
ANLALYT ALY 9°Covd- ML MG
LCET hood* M P (4T dh Tioo-
°NC POAMPT INC?

2. hLLAI®

33 PPLao ®AL 1R0MC /9°Covd- CUNLHON MG
adALTE TPI°T W8T h@eT? WeET

—_

taopldm- DY 9°n<T POAMPF 1im? | 2. NLHS.8/0EANCT
3. aan+o
4. ASTSP
5. Avt®
6. ALGTD
7. 0A /20K
34 9°ncC Pam®+ (@ oot 9°Cavd- 1. h®
el avfav(C AIEBANDT
17 P I N?
2. WAL
35 PI90M-C 9°Cavd- av’f 99807 h oC NLA

ATSAND T AYICLT APt OC AN
G oo avPavC AISANLPT 10
1Pl ? TAnAE®7 L AA@-PI°

36 CAUT PIRAMC 9°Covd- A OC | h OC N7A
an® +C+ hhrt oC 03A 1o

PEavé?

37 1. hhA% ¢9°Covd- 1N
U7 U, F°Caovd. ATILLTD AT i
4NT1?

2. hnékE 0D 1H
I°Cavd- NATILC7T

3 1H NAAAT

4. 07N TIC
5 ACTHGm- ¢J4L

NAao P
6. NA /L10NR/
38 AaoCavl @ N AI°Covdéd- hoomr N7)A
UATE@7 htAN hoott ©oC N71A h oC 0pA
wr8.oom: 1@ O
39 1. h®
2V ACTHS® PA AP e AS LAFAT T
nwrt A10mie ahnm- 'NC?
2. hBLAJ®

2T A@-t® LV7T MPoL. ovlB AAAMTT NMI° hgoATGAU-: AA
attee NAPT A4 LTAN:

69




DECLARATION

I the under signed, declared that this thesis is my original work and has not been presented for a degree
in this or any other university, and all source materials used for the thesis have been fully

acknowledged.
Name of the student :— Serawit Yilala Gebeto (BSc, Midwife, RN)

Signature

Date

Name of the primary adviser:- Worknesh Sinishaw (RH in Public Health, BSc in nursing, RN)

Signature

Date

70



