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Abstmct 

A large number of women are dying due to factors related to pregnancy and child birth in 

develop ing countries. Antenatal care and delivery care is potentially the most effective health 

in tervention for prevent ing maternal morbidity and morta lity particu larly in Ethiopia where the 

general hea lt h status of women is poor. However, the uti lization of antenatal care and deli very 

care IS low. In light of thi s consideration, a community based cross-sect ional stud y on the 

ut il ization and determinant of antenata l and delivery care services was conducted in Bahir Dar 

special zone, Amhara National Regional State. The study was undertaken on samp le of 660 

women who give bi rth in the last fi ve years preceding the survey. Quantitative as we ll as 

qualitative cl ata co ll ection method was employed. 

The study fo und that the prevalence of delivery and antenatal care service utili zat ion was abo ut 

46% and 32% respect ively. The bivari ate and the multivariate ana lys is showed signi ficant 

associat ion between ut ili zat ion of the serv ices and socio-cultural and demographic variab les. 

Residence, dec ision-making power, media, awareness, marital status and educat ion has showed 

signi ficant association with the ut ili zation of antenatal care. Ut ilization of safe ch il d del ivery care 

was also significantly associated with parity, decision-making power, med ia, age at last birth , 

awareness and ed ucat ion. 

Some of the reasons for not using the service were responsibility in the household , absence of 

seri ous il lness. financia l constraint, absence of awareness, long wait ing time to get the services , 

bad ex perience with the health care system and di stance to the health care system. 

In conclusion , utili zation of antenatal and de livery care services was positi ve ly affected with 

educat ion, women decision-mak ing power, exposure to media, and awareness about the benetit of 

the se rvice. Moreover, antenata l care was found to have a positive effect in utili zing deli very 

care. 

Based on the above findin gs, it has been recommended that planners must give attention to 

mothers in creating awareness about its essentiality and positive attitude towards the service by 

increasin g its quality. Bes ides, enhancing wo men decision-making power and their educational 

level has been suggested to make women use the matern ity care serv ices. 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background 

Worldwide, over 500,000 women and girls die of complications related to pregnancy and 

chi ldb irth each year, Over 99 percent of those deaths occur in deve loping countries such as 

Ethiopia, But maternal deaths on ly te ll part of the story, For every woman or girl who dies as a 

result of pregnancy- related causes, between 20 and 30 more wi ll develop shOlt- and long-term 

di sabilities, such as obstetric fistula , a ruptured uterus, or pelvic inflammatory disease (Kishor, 

2005), 

In most deve loping countries, women of reproductive age constitute more than one-fifth of the total 

population, These women are exposed repeatedl y to the ri sk of pregnancy and chi ldbearing and, 

under existing socio-economic conditions and the inadequacy of medical and health facilities, are at 

greater risk of morb id ity and mortali ty from causes related to pregnancy (Addai, 2000), The death 

of a woman whom in most developing countries, plays the principal role in rearing of children and 

the management of fam ily affairs, is a significant social and personal misfortune, In developing 

countries each year an estimated 585,000 women die from complications of pregnancy, childbirth 

and unsafe abort ion, On average, in developing countries a pregnancy is 18 times more likely to 

end in the women's death than in developed countries (WHO and UNICEF, 1996), 

Studies demonstrating the high levels of maternal mortality and morbidity in developing countri es 

and research identify ing causes of maternal deaths have repeatedl y emphasized the need for 

antenatal care and availability of tra ined personnel to attend women during labour and de livery, De 

spite the clear importance of matern ity care, poor access to and low utilization of such services 

continue to be important determinants of mortality and morbidity through out the world (Yared, 

2002), 

Maternal mortali ty is high in Africa, with an estimated ratio of about 1000 deaths per 100,000 

li ve births, Antenatal care is a key strategy for reduc ing maternal mortality, but millions of 

women in developing countries do not receive it (WHO, 200 I) ,Moreover, more than a quarter of 



women li ving in developing world suffer from short or long-term il lness re lated to pregnancy 

and chi ld bi rth like uterine pro lapsed ves ico-vagina l and/or recto vaginal fi stul ae, infertil ity and 

gyneco logica l d isorders (WHO, 200 I, UN ICEF, 1996). 

Efforts to redu ce maternal mortality and morbidity must address societal and cultural factors that 

affect women's hea lth and their access to services. Women's low statu s in soc iety, lack of access 

to and contro l over resources, limited ed ucational opportunities, poor nutrition, and lack of 

decision mak ing power contribute signifi cantl y to adverse pregnancy outcome (Fantahun , 1992). 

There are potenti a l benefits to be had from some of the e lements of ANC, and these benefits may 

be most significant in deve lop ing countries where morbidity and mortality leve ls among 

reproductive age women are high (Carroli et ai, 200 1). 

The antenatal peri od clearl y presents opportun ities for reaching pregnant women with a nu mber 

of interventions that may be vital to their hea lth and well-being and that of their in fants. It 

prov ides an opportunity to suppl y in fo rm at ion on birth spacing, tetanus immunizati on, prevention 

and treatment of malari a, management of anemia, treatment of STis and more recently, an entry 

po int fo r HIV prevention and care, in particular for the prevention of HIV transmiss ion from 

mother to child (WHO, 2003). 

The target of the S,h M DGs is a 75% reducti on in maternal mortality between 1990 and 

20 IS.current t rends ind icate that thi s target is unli ke ly to be met in many countri es, particularl y in 

sub Saharan Africa and South As ia. Fol lowing antenatal care during pregnancy and skill ed 

attendance at birth, supported by access to referral level facilities is therefore the key strategy to 

achi eve MDGs (SubirSaha, 2006). 

1.2 Statement of the Problem 

Matern al and in fa nt mOltali ty and morbidity levels in Ethi op ia are among the highest in the 

world . Accordi ng to DHS (2000), Ethiop ia 's women suffer fro m an extremely hi gh maternal 

morta li ty rat io estimated at 87 1 deaths pel' 100,000 li ve bi rths, and in fa nt mortal ity rate was 97 

per 1000 live births. This was considered to be the resul t of poor nutriti onal statu s, hi gh fe rtili ty 

rates, and inadequate access to hea lth services. Concerning matern ity care utilization , about a 

quarter of pregnant wo men receive antenata l ca re, less than 10% receive professionally ass isted 

de li very ca re and onl y 2% postnatal care. 
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Only little improvement has been shown in matern al and in fa nt mortality in the recent years. 

Accord ing to the 2005 Demographic and Health Survey of Eth iopia, maternal mortality ratio 

stood at 673 deaths per 100,000 li ve births, and the infant mortality rate is 77 per one thousand 

li ve births. Regarding the utili zation of maternity serv ices, about 28% of pregnant women receive 

antenatal care and 6% recei ve professionall y assi sted delivery . 

In Eth iopia , the levels of materna l and in fa nt morta li ty and morbid ity are among the hi ghest 

in the world . One explanation for poor health outcomes a mong women and child ren is the 

non use of modern health care serv ices by a s izable proportion of women in Ethi opia. 

Prev ious studies have clearl y demonstrated that the utilization of ava il ab le materna l hea lth 

services is very low in the country. Severa l stud ies in the 1990s have shown that about 25 

percent of Ethiopian wo men rece ived antenata l care and less than 10 percent received 

profess ionally ass isted delivery care (Be lay, 1997; CSA, 1994; Mekonnen, 1998). 

Antenata l care interventions a lone do not address the main causes of materna l deaths that result 

fro m complications ari sing during labour, de livery and the immediate post partum period. Most 

safe motherhood programmes therefore currently stress ensuring access to emergency obstetric 

care and ensuring that a ll women benefit from the care of a skilled health care profess ional during 

delivery (WHO, 2001) . 

Women playa principal role in rearing chi ldren and their death due to maternity-related causes 

has a sign ifica nt traumatic effect on the child, the fam il y and the communi ty as a who le. It is 

we ll-estab li shed that giv ing birth under the care and supervi sion of skil led healthcare providers 

promotes child surviva l and reduces the ri sk of maternal mortality and morbidity (S ubirSaha et 

a i, 2006). 

Despite these threats the utilization of matern ity care service is very low in most part of Ethiopia. 

In light of th is consideration, the current study will exp lore the utilizat ion and determinants of 

antenatal and ch il d delivery care services in Bahir Dar special zo ne. 
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1.3 Objectives 

General objective 

The general objective of the study is to assess the utili zation and determinant of antenatal and 

delivery care service utili zation in Bahir Dar special zone. 

Specific objectives 

The speci fic objectives of the study are the following 

I. To exam ine the utilization of antenatal and delivery care services. 

2. To identify the soc io cultural and demographic factor that affect utili zat ion of antenatal care 

among women who give birth in the last five years preceding the survey. 

3. To investigate the socio cultural and demographic factor that affect utilization of safe child 

deli very care among women who give birth in the last five years preced ing the survey. 

1.4 Research Questions 

I. What is the proportion for utilization of antenatal and safe ch ild delivery care? 

2. What are the socio cu ltural and demographic facto rs for the utili zation of antenatal care 

among wo men who give birth in the last five years preceding the survey? 

3. What are the soc io cu ltu ral and demograph ic facto rs for the utilization of safe child deli very 

ca re among women who give bilth in the last five years preceding the survey? 

1.5 Significance of the Study 

The materna l health problems have been becoming multifaceted and interrelated. The 

purpose of this study is to understa nd the current status of utili zat ion of antenata l and chi ld ­

delivery care se rvices in Ethiopi a by e lucidati ng the va rious facto rs influencing the use of 

these serv ices in the count ry. It is hoped that the res ults of the study will improve 

po li cymakers' understanding of the determinants of maternal and chi ld mortality and 

morb idity in the co unt ry and se rve as an importa nt too l for any possible intervention aimed 

at improv ing the low utili zation of maternity ca re se rvices in the country. 
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1.6 Definition of terms 

Antenatal care=i s a med ica l supervision given to a pregnant women and her baby start ing from 

the time of conception up to the de li very of the baby. It includes regul ar monitor ing of the 

women and her baby through out pregnancy by various means including a vari ety of routine 

regular exam inatio ns and a number of simple tests of various kinds. Components of ANC include 

measuring blood pressure and we ight of a women and taking blood sample and urine anal ys is, 

measure of height, physical examination, measu re of uterus height and vaccination. 

House hold = A single person li v ing alone or a gro up voluntarily li v ing together ,having 

common house keeping arrangements for supplying basic liv ing needs ,such as principal meals. 

The group may consist of related or unrelated persons. 

Maternity Care= Care that promotes the overall health of a mother and child from conception, 

during pregnancy and deli very, and through the post partum period after deli very. 

Safe child delivery care=T he serv ice given fo r a pregnant women at health facilities during 

labour; management of norma l del ivery and detection of compl ications, management of ri sk 

cases in labour and comp li cated cases. 

Skilled attendant at birth = People with midwifery skill s who have pro fi ciency in skill s 

necessary to manage normal deliveries, and diagnose, manage or refer obstetric complications. 

Traditional birth attendan t=One who assists the mother during childbirth: she may have 

acq uired sk ill s by delivering bab ies herse lf, or though apprenticeship of other TBAs. A 

traditional birth attendant (TBA), al so known as traditiona l midwife (TMs), is a primary 

pregnancy and child birth care provider. 
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CHAPTER TWO 

REVIEW OF RELATED LITERATURE 

2.1 Determinants for utilization of antenatal and delivery care services 

2.1.1 Demographic factors 

Different demographic cha racter istics of the individua l affect the tendency of women to 

seek matern ity care (Adda i, 2000). In this rega rd , good examples are maternal age and 

parity, wh ich have been examined as determinants of health care use repeatedl y (Mengistu 

and James, 1996). The better confidence and exper ience of the o lder and higher parity 

women, together with greater respon sibilities w ithin the househo ld and for child care, have 

been s uggested as explanatory factors for their tendency to use services less frequently 

(Rooney, 1992). 

In diffe rent studies it has been shown that women are significantly more li kely to use 

delivery care services for their first ch ild tha n later ch ild ren. This is because women who 

were pregna nt w ith thei r first ch il d are usually more likely to have difficulti es durin g labour 

and delivery than women of high parity (CSA and ORC MACRO, 2005) .Simil arly; a study 

conducted by Binyam (2005) a lso shows maternal age as an important predictor of place of 

de livery. According ly, there is a negative relation between maternal age and modern 

delivery service utili zat ion . 

Number of prev Ious pregnancies and parities were found to be pos iti ve pred ictors of 

antenata l care attendance and the choice of de li very s ite while ANC non-attendance and age 

of the women above 35 years were found to be barriers of institution al delivery care 

services (Melkamu, 2005). 

Mar ital statu s is another predictor of utili zat ion of maternity care services. Married wo men 

are more li ke ly to use antenata l care th an their unmarried counterparts. In countries li ke 

Eth iopia , many of the birth s from unmarried women are unwanted or unintended. More 

ove r women with unwanted pregnanc ies may initially attempt to deny the ir pregnancy to 
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themse lves and to mask them from others. As a resu It such women become less moti vated 

to seek antenata l care compared with their married counterparts (CSA and ORC MA CRO , 

2005). 

2.1.2 Socio-cultural factors 

Different studies have identified the socio cultural factors that affect the utilization of maternity 

care services. The utilization of antenata l care is particularly affected by mother's education and 

res idence. Maternal education has been shown repeatedly to be positively associated with 

the util ization of maternity care servi ces. Women with secondary or higher education are twice 

as li kely as women with no education to be informed about pregnancy compli cat ions ( Mesfin et 

al,2002). Study conducted by (Binyam, 2005) also shows that maternal educational status is 

one of the posi tive factors for place of delivery. 

There is also a disparity in access of maternity health care services between urban and rural areas. 

Women in urban areas are more likely than rural women to access antenatal care and sk ill ed 

attendants at del ivery (Mesganaw, 1992). 

As in most sub-Saharan countries, urban women 111 Ethiopia tend to benefit from increased 

know ledge and access to maternal health services compared with the ir rural counterparts. Th is is 

because ,health facil ities are more accessib le in urban areas and the various health promotion 

programs that use urban-focused mass media work to the advantage of urban residents and 

explain the close connection between urban residence and use of maternal health services. 

Moreover, rural women are more readil y influenced by traditiona l practices that are contrary to 

modern healthcare (CSA and ORC MACRO 2006). 

T he cultural pe rspective on the use of maternal hea lth se rvices suggests that medical need is 

determined not only by the presence of phys ica l disease but also by cu ltural perception of 

illn ess. In most Afr ican rural communit ies, maternal health services coexi st with indigenous 

health care services ; therefore, women mu st choose between the options (Addai , 2000). The 

use of modern health se rvices in such a context is often influenced by individual 

percept ions of the benefit of modern health services and the religious beli efs of individual 

women (Kwast, 1991). 
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Women ' s power to make decisions is limited in many parts of the world even on matters directly 

related to their own health . In Bangladesh, it is usua ll y the mother- in law and husband who make 

the decision regard ing health care seeking .They are often the least likely to know about 

pregnancy-related complications and the possible fatal consequences (WHO, 2003).The situat ion 

in Ethiopia is similar. 15 percen t of Ethi opian women make so le decisions on their own health 

care, While about one third say their husband makes such decisions with out consulting them 

(CSA and ORC Macro, 2006) . 

Moreover, in many parts of Africa, wo men 's decision making power is extremely limited , 

particularly in matters of reproduction and sexuality. In this regard , deci s ions about 

materna l care are often made by hu sbands or other family members (WHO, 1998). 

Influence fro m husbands and relat ives in relation to de livery attendants and wo men ' s power 

to make the deci s ion in terms of gett ing institutional delivery serv ices are found to be some 

of the important predictors of place of delivery (B inyam, 2005; Belay, 1997). 

Ava il ability of women 's time is also important in utili z ing the mate rn a l hea lth care service. 

In developing countries, wo men spend more time on their multiple respons ibiliti es for care 

of children, collecting water or fuel, cooking, cleaning, gro wing food , and trade than on 

their own health (World Bank, 1996). 

Access ibility of hea lth se rvices has been shown to be an important determinant of 

utili zation of hea lth se rv ices in developing countries. In most rural areas in Africa, one in 

three wo men li ves more than five kilometers from the nearest health facility. The scarc ity 

of ve hi cles, espec ia ll y in remote areas, and poor road conditions can make it extremely 

difficult for wo men to reach even relat ive ly nea rby faciliti es . Walking is the primary mode 

of tran sportat ion , even for women in labor (Yared, 2002). In rural Tanzania, for exampl e, 

84 percent of women who gave birth at hom e intend ed to deli ver at a health facility but did 

not due to distance and lack of transportation (Overbosch et al,2002).Cost reduce wo men ' s 

use of maternal hea lth se rvices and keep million s of wo men from hav ing hospital-based 

de li ve ri es or from seeking care even when comp li cat ions ari se. Even when fo rm al fees are 

low or nonexistent, there may be informal fees o r other costs that pose sign ifi cant barriers 
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to wo men 's use of serv ices. These may include costs of transportation, dru gs, food , or 

lodgi ng for the wo man or for fami ly members who help care for her in the hospital (Mesfin 

et ai , 1996). 

A study conducted in A far region shows that the main reason for women for not to attend 

ANC were lack of awareness , apparently hea lthy, d istant hea lth , facility, and work ove rl oad 

(Melkamu, 2005) . 

2.2 Utilization of ANC and safe child delivery services in Ethiopia 

Ut ilization of maternity care services in Ethiopia is limited. About 28% of pregnant women 

receive antenatal care where as only 6% receive profess ionally ass isted delivery. (CSA and ORC 

MACRO, 2006).For this matter different studies were conducted to understand and address the 

barriers women may face in seeking care during pregnancy and at the time of delivery. 

A study conducted in Addis Ababa showed that lack of time, absence of illness, and lack of 

aware ness a re the major reasons for nonattendance for antenata l care more over a stud y 

conducted in the Arsi Zone of central Ethiopia, found materna l age, parity , lack of time, 

education, marital status, and women's economic status to be significant predictors of 

utilization of mate rnity care (Mesganaw, 1992 Mengistu and Jam es 1996). 

A study in Yirgalem Town and in the surrounding Southern Nat ion s, Nationa liti es, and 

People's Region (SNNPR) of Ethiopia showed th at women's educat ion, inadequate 

household Income, and unwanted pregnancy were important predictors of antenatal care 

utili zation (Belay, 1997). In a nationally representative sample survey in Ethiopia, 

utili zation of maternity care was found to vary by age, residence, and other socio­

demographic factors (CSA , 1994). 

A large-scale community and family survey in SNNPR concluded that although a number of 

soc io demographic factors are important in urban areas , they are of less re levance in the 

rura l part of the study area. Soc io demog rap hic factors inc luding par ity, age, and education 

appeared to influence the use of maternity care se rvi ces in urban areas. In contrast, distance 

and trave l time were identifi ed as important factors in the rural parts of the country 

(Mekonnen , 1998) . 
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The study conducted in Dire Dawa revea led that to de li ver at home had greater association with 

prenatal and neonatal morta li ty than to deliver in the health faci li ties. It is obvious th at giving 

bi rths in the hea lth institu tion is safer than to give birth at home, because in the health facil ities 

there is clean and safe de li very whi ch can protect the mother and the neonata l from infections, 

and there is a promotion of fami ly plan ning services, counse ling about STD and HIV/AIDS, 

breast feed ing and psychological support for the mother (Tesfa ye, 2003) .Moreover antenatal care 

is heavi ly influenced by such factors as wea lth and education . In poo r households, women are far 

less likely to use antenata l care than women in we ll-off househo lds. And the report notes th at 

women with secondary school ing are two to three times more likely to have antenatal care than 

women with no ed ucat ion (WHO, 2004). 

To meet the mill ennium development goa ls, Ethiop ia will have to reduce its matern al mortali ty 

ratio to less than 450 per 100,000 by the year 20 IS .Maternal heal th care is incorporated as one of 

the focus areas of intervention by health sector development (HSDP).This program is designed in 

a lign with the wider policy frameworks such as PA SDEP and MDGs. According to HSDP, 

antenatal and deli very care coverage is targeted to be 80% and 32% respectively, in the period 

2005 to 2009 (MOH , 2006/7). 

2.3 Conceptua l Model 

Anderson's Behavioral Model of Health Services Utilization 

To understand hea lth service utilization, Anderson's behav ioral model of hea lth services 

utili zation has been used extensively in both developing and developed countries. The mode l 

classifi es factors that affect health services utili zation in to three groups: Predisposing, enabling 

and need factors. 

Predi spos ing factors refer to situation which increase or decrease the motivat ion for utili z ing the 

health services. For instance, demographic characterist ics like age, gender, marita l status reflect 

the propensity of indi vidua ls to use serv ices. Social structure like educat ion, occupation 

race/ethnicity measures the ab ili ty of the individua l to cope with the problem, the resources 

ava ilab le in the community, and the state of the phys ical env ironment. Health be li efs are va lues 

and know ledge about hea lth and the hea lth care system that influence utili zat ion and these 

include general att itudes towards medica l care, phys icians, and di sease. 
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Enabling factors refer to facto rs which may prevent people from utili zing the service. It 

represents the actual ability of the ind ivid ual to obtain health services and it includes both 

personal and organi zational factors. Persona l enab ling factors include income, health insurance, 

regul ar source of care, and travel and wa iting times; organi zational enab ling factors include the 

ava il ab ili ty of health care providers and their spatial distr ibution. 

The immed iate cause of hea lth services utili zation is need. The judgment abo ut need for hea lth 

service can be made by the individual himself or family caregivers(perceived need),and can be 

estimated by a self assessment of health status, symptoms experienced during a period of time, or 

number of symptoms during a period of time. Need can also be defined through a professional 

evaluation (evaluated need); fo r example, phys ician severity ratings for an episode of illness 

(Anderson, 1995). 

To deve lop the conceptual framewo rk of thi s study, Anderson's behavioral model was applied in 

addition to different literatures. Accordin gly, th e enabling factors are women dec ision-makin g 

power, exposure to media and d istance. Predi sposing factors are previous exper ience with the 

hea lth care system, parity, marital statu s, age at last birth, education and residence. The need 

factors are health problem, previous type of birth, awareness about the benefit of the service and 

antenata l care attendance. 
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2.4 CONCEPTUAL FRAME WORK 

Based on the available models and related literature the following conceptual frame work is used 

in the study 

Figure: 1 Conceptual frame work 

Socio-cultural variables 

-Education 

-Exposure to media 

-Residence 

Demographic variables 

-Parity 

-Marital status 

-Age at last birth 

Health related variables 

-Health problem 

-Previous experience with the health 

care system 

-Fonner type of birth 

-Antenatal care attendance 

Intermediate variables 

-Awareness about the benefit 

of the service 

-Women's decision-making 

power 

Source: Developed by the researcher from survey of available literatures 
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Dependent variables 

-Utilization of 
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- Utilization of child 
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CHAPTER THREE 

RESEARCH METHODS 

3.1 Description of the study area 

The stud y has been conducted in Bahir Dar special zone wh ich is the capita l city of Amhara 

National Regional state. Geographically the town is located on the Southem shore of Lake Tana 

and it is 565 kms far from NW of Addis Ababa (see annex) .The specia l zone has nine urban and 

twelve rural kebeles with total population of 294,533 . The urban and rural areas account for a 

population of2 17,599 and 76,934 respective ly. 

3.2 Study design 

A cross-sectional study design was employed to undertake thi s investigation since it was 

important for the co llection of in format ion from the respondents and to look the problem at a 

specific time. 

3.3 Study population 

The target population for the stud y is those women who have given at least one birth in the past 

five years. 

3.4 Source a nd method of data collection 

Quant itative and qualitative data were collected using appropriate data collection instruments. 

The quantitative data were collected with interview using structured questionnaire wh ich is 

prepared in Engl ish and translated in to Amharic. The questionnaire was pretested on 50 e li gible 

women selected fro m Shumabo kebe le to ensure clarity, comprehensibi lity, and logical flo w. 

Orientation was given to the respondents about the objective of the study, eth ical considerations, 

and matters of confidentia lity. 

Eight data collectors and two supervisors were recruited and trained for two days on the content 

of the questionnaire and interviewing techniques. Data collectors were recruited based on their 

previous experience in data co llection, and they have been given one-day training by the 
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investigator. To keep the data as accurate as possible, supervision of interv iewers on the spot and 

checking of each questionnai re for completeness and errors was done by the supervisors. 

The quali ty of the data was further evaluated after data entry by sorting, running frequency and 

cross tabulations to rectify poss ible inconsi stency. Based on that corrective measures were taken. 

The study was supplemented with qualitative data using focus group discuss ion. Four focus 

group di scuss ions, two fo r urban and two for ru ral residents were conducted separately. On 

average each FG D consisted of eight pal1icipants and took discuss ion of one hour period. 

3.5 Sampling Dcsign 

In order to se lect the study uni ts a multistage stratified sampling techniq ue was employed. 

Twenty one kebeles of Bahi r Dar special zone were initial ly stratified in to urban and rural 

kebeles. Next, using simple random sampling 2 from 10 urban kebeles and 2 from II rural 

kebeles were se lected. Based on that Shim bit and Sefene Selam from urban kebele ,Meshenty and 

Zenzelima from rural kebeles were selected. Next, the total sample size of the study (660) was 

distributed to each of these four kebeles using probability proportional to their size. Finall y, 

systematic random sampling technique was used to select the respondents from selected 

households with a sampling interval of three. If a woman had more than one live birth in the past 

fi ve years, only care received for the most recent li ve birth was considered. 

3.6 Samplc size determination 

The sample size of the stud y will be determined by assummg 5% level of signi ficant, 95% 

confidence interval and prevalence rate (P) of26. 5% based on the following formula: 

n= lZal2+Zw,ip ( I-p) that is:-

E2 

n= ( 1.96+0.84)2'0.27(1-0.27) =600.57+ I 0%=660 

(0.05)2 

Where, 

n=tota l sample size 
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P=the proportion of women who have rece ived ANC during their last pregnancy in Amhara 

Region from those women who had a birth in the last five years preced ing the survey (26.5%) 

taken from previous study (CSA .MACRO, 2005). 

E=standard erro r between the sample and the target popu lat ion. 

Source: - Cochran, W.G. 1977. Sampling Techniques, 3rd ed. John Wiley & Sons, New York. 

3.7 Method of data analysis 

Data were entered and cleaned using stati stica l package for socia l sc ience (SPSS). Depending on 

the nature of the data, data was analyzed using d iffe rent statistical procedures. Acco rdingly, 

un ivariate d istribution was applied to the quantitative data to describe socio cultural and 

demograph ic characteri stics of the respondents. Where as the bivariate analysi s with chi square 

test was applied to assess poss ible assoc iat ion between the dependent and independent variables. 

Finally multivari ate analysis was used to assess the net effect of each of the independent variable 

in exp laining variat ion in the out come (dependent) variab les. 

Variables to be included in the model 

Dependent variables 1: The first dependent variable is whether a women use antenatal care 

services or not. 

2: The second dependent var iable is whether a women use safe child 

delivery care services or not. 

Independent variables: Residence, education, exposure to media, parity, age at last birth and 

marital 

Status. 

Intermediate va riables: Women deci sion making power and Awareness. 

Variables included in the analysis 

Dependent Variable 

Use of antenatal care 

Use of institutional delivery 

Intermediate variables 

Awareness 

Women deci s ion making power 
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Categories 

yes, No 

yes, No 

Categories 

Aware, Not aware 

Low, High 



Independent variables 

Residence 

Parity 

Age at last bilth 

Exposure to media 

Marita l statu s 

Education 

3.8 Ethical consideration 

Ca tegories 

Urban , Rural 

1, 2,3,4+ 

15-24,25-34,35-45 

Not at all, [nfrequentl y, Frequentl y 

Never married, Divorce/separate/Widowed 

Illi terate, Read and write only, Primary, secondary and hi gher 

Women who have at least one child under age 5 were enrolled in to the study after obtaining their 

prior consent .Information was provided to a ll concerned bodies on the basic objective of the 

study . Maxim um efforts were made to maintain privacy during data collect ion. To assured 

confidentia li ty of informat ion, name of the study subjects were omitted from the questi onna ire. 

After the interv iew, adv ice was given for women who did not use ANC and ID to use the services 

efficientl y. 

3.9 L imitations of the study 

Mothers who have been seen by health professional s for some medica l prob lem du ring their 

pregnancy might have been considered as if they have received antenatal care. 
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CHAPTER FOUR 

RESULTS OF MAJOR FINDINGS 

4.1 Socio-demographic characteristics of respondents 

Of the tota l 660 ind ividuals included in the survey, 67( 10.2%), 302(45 .8%), 191(28.9%) and 

I OO( 15.2%) of respondents are in the age group 15-19, 20-29, 30-39 and 40-49 respective ly. 

About 43.3% of respondents were illiterate. Respondents who can on ly read and write constitute 

20.6%, whi le primary, and secondary and higher level of education accounts fo r 23% and 13% 

respectivel y. At the time of the survey currently married and divorced widowed /separated 

respondents were respectively 72.4% and 22.4% where as never married respondents were on ly 

5.2 % (figure:2). Regarding religion of the study subjects, Orthodox constitute majority of the 

sampled population 483(73 .2%).Musl im, protestant and other constitute 1 14 ( 17.3%), 35(5.3%) 

and 28(4.2%) respectivel y. About 2 1.8%,35.6% and 42.6% of women have respective ly one, two 

to three, four and above number of ch il dren (Table 1). 

Figure 2:-Percentage distribution of marital status 
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Table 1: Back g.-o und characteristics of respo ndents 

Background Count and percentage of the respondent 
characteristics 

Count Percentage 

Residence 

Urban 496 75 
Rural 164 25 
Tota l 660 100 

Mother's age 
15-1 9 67 10.2 

20-29 302 45.8 

30-39 191 28 .9 
40-49 100 15 .2 
Tota l 660 100 

Educational level 

Ill iterate 286 43.3 

Read and write only 136 20.6 

Primary 152 23 
Secondary and higher 86 13 
Total 660 100 

Religion 

Orthodox 483 73.2 

Mus lim 11 4 17.3 

Protestant 35 5.3 

Other 28 4.2 

Tota l 660 100 

C hildren ever born 

4+ 281 42.6 

2-3 235 35.6 
I 144 2 1. 8 
Tota l 660 100 

Source: Own survey data , 2008 
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Regarding age of respondents in five year interval, figure 3 shows the detail. Mothers in the early 

and late age group (15-19 and 45-49) constitute less number as compared to other respondents in 

the age group 20-44. Mothers in the age group 20-24 constitute the maximum 25% followed by 

20 % in the age group 25-29. 

Figure 3:Age of J·cspoJulents in five year interval 
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Source: Own survey data, 2008 

4.2 Antenatal Care 

4.2.1 Utilization of antenatal care 

Of the total respondents only 211 (32%) have received antenatal care, while the rest 449(68%) did 

not receive ANC during their last pregnancy (Table: 2). 

Table: 2 Utilization of antenatal care 

Utilization of ANC Count Percent 

Not receive ANC 449 68 

Receive ANC 211 32 

Total 660 100 

Source: Own survey data, 2008 
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In utilizat ion of antenatal care service, a great variation is shown with residence. 36% and 2 1 % of 

urban and rural residents respective ly use antenata l care services where as the rest did not use it 

(F igure: 4). 

F igure:- 4 Ut ilization of antenatal care with res id ence 
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T iming and n umbe r of ANC visits 
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o Not use ANC 

• UseANC 

Health professionals suggested that ANC is benefici al in preventing adverse pregnancy outcomes 

when it is sought earl y in the pregnancy and is continued through to del ivery. It is also advi sable 

to start ANC follow up dur ing the first three months of pregnancy and continue until birth 

(CSA.MACRO,2005). 

However in thi s study it has been shown that among the tota l women, on ly 16% had attended in 

the first trimester and the majority (4 1 %) had attended in the last trimester. Regarding to num ber 

of visits abo ut 49% ,34% and 10% of wo men made fo ul' 01' more,2-3 times and on ly I time 

pregnancy check ups respective ly (Tab le:3). 
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Table: 3 Use of ANC by month and number of visits 

Months and number of visits Frequency Percent 

ANC use by month 

1-3 56 16 

4-6 109 31 

7 and above 147 41 

Do not remember 43 12 

Number of visits 

only one time 37 10 

2-3 times 122 34 

4 and more times 174 49 

Do not remember 22 6 

Total 355 100 

Source: Own survey data, 2008 

4.2.2 Bivariate test for the utilization of antenatal care 

The study has examined the relationship between antenatal care and SOCIO cultural and 

demographic variables like, residence, marital status, Educational level , parity, women deci sion 

making power and access to media. Accordingly, residence is significantly associated with 

utilization of ANC (X2= 12.67). Utilization of rural residents (20.7%) is less than that of the urban 

residents (35.7%).Women's education is also associated with use of antenatal care in the study 

area, use of ANC service increase linearly with education.90.7 % of women with secondary and 

higher education received ANC from health professional compared with 44.7%, 30.1 % and 8.4% 

of women with primary, read and write only and no education respectively. The chi square test 

revea led that education has significant association with utilization of ANC(X 

2=22 1.08,p=0.000)(figure:5). Marital statu s and utilization women received of ANC are al so 

significantl y associated (X 2=41.15 ,p=0.000).About only 17.6% of never married ANC while 
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39. 1 % of currently married wo men received it. Mothers who have one child 44.4% more 

received ANC than those who have 2-3(40.9%) and 4 and above children( 18.1 %).Thi s indicates 

as parity increase utili zation of ANC decrease . Parity is signifi cantl y assoc iated with utili zati on 

of ANC (X 2=43.50P=O.OOO). A nal ys is of women deci sion making power confirmed that about 

71.8 % of women with high decision maki ng power received ANC while onl y 5.8% of women 

with low deci sion making power received ANC. Mothers deci sion making power is signifi cantly 

assoc iated with utilization of ANCCX 2:3 16.2 1, P=O.OOO). Exposure to media is also sign ifi cantl y 

assoc iated with Util ization of ANccl =268.06, p=O.OOO).Mothers who are freq uently exposed to 

media receive ANC better 69.9 % than those who infrequently 33.7 % and not at all 5.3 % 

exposed to media. Awareness about ANC has a lso a positive effect on utilizati on of the service . 

Women who have the awareness abou t ANC more received ANC 74.4 % than those who have no 

the awareness 12%. Mothers with age 15-24 at their last birth use ANC better than those mothers 

with age 25-34 and 35-45 respective ly (Tab le 4). 

22 



Table 4: Distribution of ANC utilization by background characteristics 

Variab le 

Antenatal care X 2 value 

Do not Use Use Total 
Residence 

Urban 3 19(64.3) 177(35.7) 496(100%) 12.67*** 

Rural 130(79.3) 34(20.7) 164(100) 

Marital status 

Currently married 291 (60.9%) 187(39.1 %) 478(100%) 41. 15*** 

Divorced/separated/widowed 130(87.8%) 18(12.2%) 148(100%) 

Never married 28(82.4%) 6(17.6%) 34(100%) 

Parity 

4+ 230(81.9%) 51(18. 1%) 28 1(100%) 43.50*** 

2-3 139(59. 1%) 96(40.9%) 235( 100%) 

1 80(55.6%) 64(44.4%) 144(100%) 

DMP 

LOW DMP 375(94.2%) 23(5.8%) 398(100%) 
3 16.2 1 .. * 

HIGH DMP 74(28.2%) 188(71.8%) 262( 100%) 

Media 
Not at all 323(94.7%) 18(5 .3%) 34 1(100%) 268.06*** 

Infrequentl y 55(66.3%) 28(33.7%) 83(100%) 

Frequentl y 7 1(30. 1%) 165(69.9%) 236(100%) 

Awareness 
Aware 54(25.6%) 157(74.4%) 2 11(100%) 256.831 *** 

Not aware 395(88.0%) 54(12.0%) 449(100%) 

Age at last birth 

15-24 193(61.9%) 119(38.1%) 3 12(100%) 10.764*** 

25-34 154(72.3%) 59(27.7%) 213(100%) 

35-45 102(75.6%) 33(24.4%) 135( 100%) 

Tota l 449(68.0%) 2 11 (32 .0%) 660(100%) 

Source: Own survey data, 2008 
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Figure 5:Use of antenata l care by educational level 
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4.2.3 Determ inants of antenata l care utilization 

Multivariate ana lysis for the use of ANC 

The tab le below indicates that logistic regress ion resu lt of socio demographic characteristics of 

women and the utilization of ANC. The binary logistic regress ion reveals the net effect of the 

independent variable on the dependent variab le controlling the effect of other independent 

variables. Accordingly, the effect of education on utili zation of ANC showed a statisticall y 

significant result (p<0.05).The odds of uti li zation of ANC was higher by a factor of3.57and 5.08, 

among women with primary educat ion and secondary and hi ghe r education compared to illiterate 

women respective ly. Marital status was fou nd statistically s ignificant to explain the dependent 

variab le. Those women who were divorced , separated and widowed were found 9 1 % less li kely 

to use ANC than currently married wo men. Women decision making power is another pred ictor 

factor which showed statisticall y significant effect for uti lization of ANC. Women with high 

deci sion maki ng power were found 2 1.84 times more likely to receive ANC than women with 

low dec ision making power. Women who have awareness about ANC are 4.61 times more likely 

to use ANC than those who have not. Effect of media showed stati stica ll y signifi cant result 

(p<O.O I). Women who are frequent ly exposed to media were fo und to use ANC 4.68 times more 

li kel y than those who did not exposed at a ll. Simil arly, those who are in frequentl y exposed to 

media we re found to use ANC 3.73 times more likely than mothers who did not exposed at all . 

Residence is also significant in th is model (p<O.OO I ).Rura l residents are 53% less likely to use 
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the service than Urban residents. Parity and age at last birth is found to be non-signifi cant in th is 

model. 

Table 5: Pa,·ameter estimate for the dependent variable, antenatal care with selected 

pred icto,· variables on application of bina ry logistic regression model. 

Variables B S.E. Exp(B) 
Parity 
4+(RC) 0 I 
3 -0.84 0.7 0.43 
2 -0.59 0.77 0.55 
I -0.21 0.55 0.8 1 

Residence 
Urban(RC) 0 I 
Rural -0.75 0.2 1 0.47*** 
DMP 
Low DMP(RC) 0 I 
High DMP 3.08 0.34 2 1. 84*** 
Media 
Not at all(RC) 0 I 
In frequent l y 1.32 0.51 3.73* 
Frequently 1.54 0.5 4.68** 
Age at last birth 
15-24(RC) 0 I 
25-34 0.19 0.57 1.2 
35-45 -0.32 0.74 0.73 
Awareness 
Not aware(RC) 0 I 
Aware 1.53 0.37 4.6 1 *** 
Marita l status 
Currently married(RC) 0 I 
Divorce/separate/widowed -2.45 0.48 0.09*** 
Never married - 1.1 8 0.82 0.31 
Education 
III i terate(R C) 0 I 
Read and write on ly 0.71 0.47 2.03 
Primary 1.27 0.49 3.57** 
Secondary and higher 1.63 0.69 5.08* 
Constant -3.96 0.7 1 0.02 

RC=Reference *p<0.05, **p<O.O I, ***p<O.OO I 

Source: Own survey data, 2008 
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4.2.4 Reasons for not using ANC 

Table 6: Reasons for not using ANC 

Urban 

Major reason N 

Because I had many 

responsibil ity in the household 

Because I was healthy. 

Because of financ ial constraint 

Because I have no idea about it. 

Because wa iting time to get the 

service is too long. 

Because my home was far from 

health insti tut ion. 

Because of other reason. 

Tota l 

Source: Own survey data, 2008 

Responses 

Rural 

Percent N Percent 

14 5 71 13 

168 63 257 47 

22 8 17 3 

9 3 69 13 

39 15 

III 20 

17 6 2 1 4 

269 100 546 100 

Out of the total number of wo men who d id not use ANC,an attempt was made to know the 

possib le reasons for non use of ANC. Accord ingly ,5 %,63%,8 %,3%, 15% and 6% of urban 

women mentioned responsibility in the househo ld, absence of seri ous ill ness, financia l constra int, 

lack of awareness, long wa iting time to get the service and other reasons as the major prob lem 

for not accessing the serv ice respectively. 

On the other hand , reasons for not receiving ANC for ru ral women was attempted to be known. 

In this case, 13%, 47%, 3%, 13%, 20% and 4% of them ex plained respective ly responsibi lity in 
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the household, absence of serious illness, fi nanc ial constraint, and absence of awareness, distance 

and other reasons as the major problem for not access ing the service (Table:6). 

4.3 Delivery Ca re 

4.3.1 Utilization of child delivery care 

Of the total 660 respondents 358(54%) give their last birth at home and 302(46%) give their last 

birth at health institut ions. 

Table 7: Utilization of child delivery care 

Place of del ivery Count Percent 

Home delivery 358 54 

Health institution 

de li very 302 46 

Total 660 100 

Source: Own survey data, 2008 

Similar with the utili zation of ANC, great variation is also shown with residence in utili zation of 

institutional deli very. 53 and 24% of urban and rural res idents use institutional deli very care 

services to give their last birth where as the rest did not use it (Figure: 6) . 
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Figure: 6 Place of deliveryby residence 
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Source: Own survey data, 2008 

4.3.2 Percentage of women with delivery attendant 

The deli very attendant for the majority of respondents (55%) is health professionals. While the 

rest 13%, 22%, 6% and 3 % of the women were assisted with trained traditional bilth attendant 

untrained traditional birth attendant, health extension workers and community health agent during 

ch ild deli very. 

Tahle: 8 Percentage of women with delivery attendant 

Delivery attendant Frequency Percent 

Health profess ional 365 55 

Trained traditional birth attendant 88 13 

Untrained traditional birth attendant 147 22 

Health extension workers 38 6 

Community hea lth agent 22 3 

Tota l 660 100 

Source: Own survey data, 2008 
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4.3.3 Bivariate test for the utilization of child delivery care 

Table 8 shows percentage di stribution with home and hea lth fac ili ty delivery o f study subj ects 

based on some soc io cu ltural and demographi c characteristic. Accordingly, the chi square result 

depicted that res idence is significantly assoc iated with the utili zation of safe chi ld delivery care 

(DC) wi th (X 2 =42.47, p=O.OOO). Only 23.8% of rural women utili ze DC whereas about 53% of 

urban women use DC. Women's education is also associated with use of DC in the study area, 

Use of DC increases linea rl y with education. 89.5% of women with secondary and higher 

education used DC from health professional compared with 82.9%, 49.3% and 11 .2% of women 

with primary, read and write onl y and no education respectively. The chi square test revealed that 

education has significant assoc iation with utilization of DC (X 2=289.24, p=O.OOO).Marital status 

and utili zation of DC are a lso significantl y associated (X 2=0.46, p=O.OOO).About 41 .2% of never 

married women, 44.6% of divorced/separated/widowed women and 46.4% of currentl y marri ed 

women received DC. Mothers who have one ch ild (55.6%) more used DC than those who have 2-

3(53.2 %) and 4 and above ch ildren (34.5%) This indicates as parity increase utilization of DC 

decrease. Parity is significantly associated with utili zation of DC (X 2=25.10, P=O.OOO).Analys is 

of women deci sion making power confirmed that about 77.9% of women with high deci sion 

maki ng power received DC w hil e on ly 24.6% of women with low decision making power 

received DC. Mothers decision-making power is significantl y assoc iated with utili zation of DC 

(X 2' 180.43, P=O.OOO). Exposure to media is a lso s ignificantly associated with Uti lization of DC 

(X 2 =37 1.08, p=O.OOO). 86% of Mothers who are frequentl y exposed to media receive DC better 

than those who infrequently 79.5% and not at a ll 9 .7% exposed to med ia. Women who have the 

awareness about DC more rece ived DC 71.09% than those who have no the awareness 10.51 % 

(Table 9). 
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Table 9: Distribution of mothers by place of child delivery based on selected background 

characteristics. 

X 2 value 

Place of delivery 
Health 

I Variab le Home fac il ity Total 

Education 

Ill iterate 254(88.8%) 32( 11.2%) 286( 100%) 

Read and write on ly 69(50.7%) 67(49.3%) 136( 100%) 
289.24** * 

Primary 26( 17.1 %) 126(82.9%) 152( 100%) 

Secondary and higher 9(10.5%) 77(89.5%) 86(100%) 

Marital status 

Current ly married 256(53.6%) 222(46.4%) 478(100%) 

Divorced/separated/widowed 
82(55.4%) 66(44.6%) 148( 100%) 0.46 

Never married 20(58.8%) 14(4 1.2%) 34( 100%) 

Residence 

Urban 233(47%) 263(53%) 496(100%) 
42.47** * 

Rural 125(76.2%) 39(23.8%) 164(100%) 

Decision making power 
180.43*** 

Low 300(75.4%) 98(24.6%) 398( 100%) 

High 58(22. 1%) 204(77.9%) 262( 100%) 

Media 

Not at all 308(90.3%) 33(9.7%) 34 1(100%) 37 1.08*** 

Infrequent ly 17(20.5%) 66(79.5%) 83(100%) 

Frequently 33(14%) 203(86%) 236(100%) 

Awareness 

Aware 111(28.91%) 273(7 1.09%) 384( 100%) 237.490*** 

Not aware 24 (89.49%) 29 ( 10.51%) 276( 100%) 

Total 358(54.2%) 302(45.8%) 660(100%) 
*** p<O.OO I 

Source: Own survey data, 2008 
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Figure 7:-Use of institutional delivery by parity 
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4.3.4 Determinants of safe child delivery service utilization 

Multivariate test for the use of child delivery care 

The logistic regression result shows that there was a statistically significant association between 

awareness and use of safe child delivery services at p<O.OOI.Women who have no awareness 

about the service were 93% less likely (OR=0.07) to use the service than those who have the 

awareness. Women with primary education use DC 21.18 times more likely than illiterate 

women. In addition women who can read and write only use the service 4.94 times more likely 

than the illiterate one. Age at last birth found to be statistically significant to explain the 

dependent variable. Those women with age at last birth 25-34 and 35-45 were found to be 53.52 

and 20.0 I more likely to use the service respectively than those women with age at last birth of 

15-24.Women decision making power is another predictor factor which showed statistically 

significant effect for the utilization of DC. Women with high decision-making power were found 

5.87 times more likely to receive DC than women with low decision-making power. Effect of 

media showed statistically significant result (p<O.OOI).Women who are frequently exposed to 

media were found to be 11.07 times more likely to use delivery care than women who did not 

exposed at all. Similarly women who are infrequently exposed to media were found to use 14.64 

times more likely than women who did not exposed at all. Parity was found statistically 
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significant to ex plain the dependent vari able. Those women who have three and two women were 

found respect ive ly 9.40 and 16.35 more likely to use DC than currentl y marri ed wo men. 

Residence was fo und to be non-signifi cant. 

Table 10: Parameter estimate for the dependent variable, delivery care with selected 

predictor variables on application of binary logistic regression model. 

Variables B S.E. Exp(B) 

Parity 

4+(RC) 0 I 
3 2.24 1.0 I 9.40* 

2 2 .79 1.04 16.35** 

I 0.1 3 0.85 1.14 

Residence 
Urban 0 I 

Rural -1.29 0.2 0.28 

Decision making power 
Low (RC) 0 I 
High 1.77 0.39 5.87*** 

Media 

Not at all (RC) 0 I 
Infrequentl y 2.68 0.53 14.64** * 

Frequent ly 2.4 0.47 11.07** * 

Age at last birth 
15-24(RC) 0 I 
25-34 3.98 0.93 53 .52*** 
35-45 3 I 20.0 I ** 

Awareness 

Aware (RC) 0 0.38 I 
Not aware -2.68 0.07** * 

Education 

IIliterate(RC) 0 I 
Read and write onl y 1.6 0.51 4.94** 
Primary 3.05 0.6 1 2 1.1 8*** 
Secondary and higher 1.08 0.67 2.95 

Constant -5.62 1. 02 0 

RC-Reference *p<0.05, **p<O.O I, ** *p<O.OO 

Source: Own survey data, 2008 
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4.3.5 Reasons for not using safe child delivery care 

Table 11: Reason for not using safe child delivery care 

Responses 

Major Reason Urban Rural 

N Percent N Percent 

Because I had bad experience with 

the hea lth care system 
50 18 36 5 

Because I had no problem in the 
108 39 223 29 

labour. 

Because I always bear my chi ld 
88 32 234 30 

there. 

Because of financial constraint 16 6 27 4 

Because health institutions are too 
242 31 

far from my home 

Because of other reasons. 
13 5 11 1 

Tota l 275 100 773 100 

Source: Own survey data, 2008 

Out of the total number of urban women who did not deliver at health facilities, 18%, 39%, 32%, 

6%, and 5% of women mentioned bad experience with the health care system, absence of serious 

problem in the labour, usual practice, financial constraint and other reasons as a reason to deliver 

at home. 

On the other hand , for rural women, reasons not to deliver at health faci li ties was attempted to be 

known. In thi s case, 5%, 29%, 30%, 4%, 3 1 % and I % of them explained bad experience with the 

hea lth care system, no serious problem in the labour, usua l pract ice, financial constraint, d istance 

and other reasons respectively as the major problem for not access ing the service (Table II). 
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4.4 Relation between utilization of ANC and child delivery care 

Table 12: Relation between ANC and DC 

Where did you deliver 

Home Health institution Total 

No 

328(73.1 %) 121(26.9%) 449(100%) 
Did you attend 

Yes 
ANC 30(14.2%) 181(85.8%) 211(100%) 

Total 

358(54.2%) 302(45.8%) 660(100%) 

Source: Own survey data, 2008 

Of the total 449(100%) women who did not receive ANC, 328(73.1 %) deliver their last child at 

home. Where as only 12 1(26.9%) deliver at health facilities. On the other hand from a total of 

women who received ANC for their last pregnancy, 30(14.2%) give their last birth at home where 

as 181(85.8%) deliver at health facilities (Table 12). 
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4.5 Relation between ANC and check up for HIV/AIDS 

Table 13: Relation between ANC and Check up for HIV/AIDS 

Chi 

Have you seen a health professional for square 
Have you checked ANC during your last pregnancy va lue 
up for HIV/AIDS 

No Yes 414.95*** 
during your last yes 22(4.9%) 166(78.7%) 
pregnancy? 

No 400(89.1 %) 23(10.9%) 

Do not know 27(6%) 22( 10.4%) 

Total 449(100%) 2 11 (100%) 

Source: Own survey data, 2008 

The table above shows the positive effect of receiving ANC on checking for HIV/AIDS. Out of 

women who have received ANC for their last pregnancy, 166(78.7%) have checked for 

HIV/AIDS where as 23(10.9%) have not checked for it, and the rest 22(10.4%) did not know 

about it. On the other hand, 22(4.9%), 400(89.1 %) and 27(6%) of women who did not receive 

ANC have checked for HIV/AIDS, have not checked for it and do not know about it respectively. 

4.6 Trend of ANC and health institutional delivery with in the past five years 

Table: 14 Trend of utilization of ANC and health institutional delivery in the last five years 

Service utilization Year 

1995 1996 1997 1998 1999 Total 

DC Count 82 87 86 89 101 445 

% 18 20 19 20 23 100 

ANC Count 66 74 71 75 81 367 

% 18 20 19 20 22 100 

Source: Own survey data, 2008 
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Utilization of ANC and institutional de li very shows an increasing and decreas ing trend with time. 

Among a total health institutional del ivery in the last five years, 23 %, 20 %, 19 %, 20 %, and 18 

% was in the year 1999, 1998, 1997, 1996 and 1995 respectively (Figure: 9). Similar pattern has 

been shown for the case of antenata l care uti lization with year. Accordingly, 22 %, 20 %, 19 % 

20 % and 18 % of antenata l coverage was in the year 1999,1998, 1997, 1996 and 1995.The 

improvement in the uti li zat ion of these services in the last two years may be due to the activity of 

the government in hea lth faci lities espec ia lly in improving the MCH (Table: 14 ). 

Figure 9: Trend of institutional delivery 
with in the last five years 

25 
~ -Q) 

20 ------0 .~ -Q) Q) 

Cl"C 15 . 
~ IV c:: c:: 
Q) 0 10 
f:! :.-:; 
Q) :l 

Q. .... 5 :.-:; 
I/) 

.S: 0 
1995 1996 1997 1998 1999 

Year 

Source: Own survey data, 2008 

4.7 Focus group discussion summary results 

A tota l of 32 part icipants were involved in four focus group discuss ion . The d iscuss ion was held 

for urban and rural women separately. The d iscussion centered on general know ledge, util ization , 

reason for not util izing the service, and experience about the ANC and safe chi ld delivery 

serv ices . 

The group d iscuss ion started with the genera l question on their awareness about ANC and safe 

ch ild de livery. Most of the ru ral women have no clear idea about the services especia ll y for ANC. 

the urban women however; have better awa reness about it .They defined ANC as care provided 

during pregnancy to prevent any prob lems related to pregnancy and child birth. They al so define 
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delivery care as the care provided for women by trained health profess ional in the health 

institution , and utilization of the service was beneficial for the safety of the mother and the 

fetus/chil d. Where as, the rural women said that it was not relevant to go to health faci li ties unless 

a serious problem has occurred. 

Regardin g the practice of the service, most rural women said that they didn't use th e services 

unless they had faced a seri ous problem . Where as the urban women use the services in a better 

way. With rega rd to place of de livery, the majority of the urban discussants agreed th at the best 

place to deliver a child is a hea lth institution. Where as Most of rural di scussants preferred home 

delivery. 

The mai n reasons forwarded by the discussants for not utilizing ANC were lack of awareness, 

absence of serious illness, household responsibility, and cultural reasons. Some of the 

paIticipants said that "go ing to health faci liti es ends with acquiring di seases " . 

Measurement of blood pressure and weight, urine and blood test, and test for HlV/AIDS were 

some of the services women get du ring antenatal care follow up. Regarding the qua lity of the 

service some respondents comment that some health workers were not treating th e women 

politely; espec iall y during delivery care. Moreover lack of neatness was seen on th e utensil s of 

the hea lth fac i I ity. 

The di scussants in the FGD were asked about the factors that affect DC. Accordingly bad 

experience with the health care system, absence of serious problem in the labour, short durati on 

of labour, not wanting to go alone, usuall y practicing home delivery and financial constra int were 

mentioned by urban discussants. The reasons exp lained by the rural di scLl ssants were almost the 

same except that rural women add long di stance to the health facility as a reason. 
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CHAPTER FIVE 

DISCUSSION 

The community-based study has attem pted to identify the practice and factors associated with the 

practices of antenata l care and safe child delivery serv ices in Bahir Dar special zone. 

Antenatal care is an important determinant of high maternal mortality rate and one of the basic 

components of maternal care on which the life of mothers and babies depend. According to 

(WHO,2003) the early initiation of ANC is important to identify, prevent and treat health 

problems li ke anem ia and STDS including the current life threatening disease HIV/AIDS. 

However, majority of women in thi s study did not start ANC follow up early. 

The results of the present study revea led that the use of ANC is sign ifi cantly influenced by level 

of education. Women with primary education and higher level of education were more likely to 

use ANC services than those with lower education levels. This finding is in line with most 

maternity care studies conducted in developing countries (Addai ,2000,).Stud ies conducted in 

different parts of Ethiopia also show sim ilar results. The poss ible reason for this is that, education 

is more likely to enhance the status of women and enable them to develop greater confidence and 

capacity to make decisions about their own health. The other reason may be different aspect 

effect of education in awareness creation. 

With respect to the effect of marital status on the utilization of ANC, the result appears to be 

consistent with other studies done in Eth iopia (Yared, 2002; Hibret, 2007; Tefera, 2005).Those 

women who were divorced, separated and widowed were found less likely to use ANC than 

currently married women. 

Women' s decision making power 111 relation to utili zation of ANC is another critica l factor 

because whether the other factors are favorable or not, the most important step gett ing the 

services large ly relies on whether the women have the power to decide by her se lf for getting the 

service. Different studies indicated that women decis ion making power has affirmative impact on 

utilization of ANC(Kishor,2005 ;Hibret,2007).S im ilarly in thi s stud y wo men with hi gh decis ion 

makin g power were found 21.84 times more li ke ly to receive ANC than women with low 

deci sion making power. 
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Exposure to med ia has been shown to have an effect for the utili zation of maternity health care 

serv ices (Mesfin , 2002) .S imi larl y the present stud y shows that those women who are better 

exposed to media were found to use ANC better than women who d id not ex posed at a ll. 

Previous study conducted in Jimma town has shown that women, who were aware about the 

benefits of ANC, had utili zed the serv ice more than their counter parts that were not aware. 

Likewise, this study revea ls that awareness about the serv ice has a positive im pact for the 

utili zation of it. 

Study done in Pakistan shows that less than one third of pregnant wo men receive antenata l care, 

with a large urban and rural d ifference: 17% of pregnant women in rural areas receive antenata l 

care wh il e 71 % of women in major cities are ab le to take advantage of service (Govindasamy et 

a i, 1993). Consistent with this, residence has found to be another important predictor of ANC in 

th is study. Urban women use the service better than rural women. One poss ible reason for th is 

may be urban women tend to benefit from increased knowledge and access to maternal health 

services compared with their ru ra l counterparts. This is because, health faciliti es are more 

accessib le in urban areas and the vari ous health promotion programs that are mostly urban 

focused mass med ia gives advantage for the urban women. The other explanation may be rura l 

women are more influenced by traditional practices that are contrary to modern health care. 

Among the di ffere nt reasons mentioned by the respondents for not to use ANC house hold 

responsibility, absence of illness or pain, financia l constraint, lack of awareness, too long wait ing 

t ime distance and other reasons were the major prob lem fo r not accessing the servi ce. In the focus 

group discussion similar results were found. 

According to MOH (2006/7), the antenatal coverage of Ethiopia has shown an increasing trend 

with in the year 2003-2007 .S imila rl y a trend of increas ing in the utilization of ANC has been 

found in thi s study. This improvement may be due to the implementat ion of Health Sector 

Deve lopment Plan (HSDP) , wh ich focuses on maternal hea lth care as one part of its main priority 

areas. 
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Util izat ion of institutional child deli very was affected by socio cultural and demographic factors. 

The multi vari ate analys is in th is study confirms that education, awareness, age at last birth, 

women decision making power, access to med ia and parity were fo und to be significant predictor 

of safe chi ld care utilization. 

Utilization of safe child delivery ca re was raised by a facto r of 53.52 and 20 among wo men age at 

last birth 25-34 and 35-45 respectively compared to women of age at last birth 15-24. 

It is evident that there is unquestionable truth education has great role to play in the utili zation of 

Safe child de li very care. Uti li zat ion of sa fe child delivery care increases linearly with educat ional 

level. Women's education appears to positive ly and independently predict the use of de livery 

care services in Eth iopia (CSA.MACRO,2005).S im ilarly ,in thi s study, Women with read and 

write on ly and primary education were more likely to use safe ch ild delivery care services than 

those with lower education leve ls (illiterate wo men).The bivariate test describes similar result 

with the multivariate. Most of women with secondary and higher education used safe ch ild 

deli very services compared with women with primary, read and write on ly and no educat ion 

respective I y. 

Ex posure to media has been shown to have an effect for the uti li zation of maternity health care 

services (Mes fin , 2004) .Similarl y the present study shows that those women who are freq uently 

and infrequently exposed to med ia were found to use sa fe child delivery care better than women 

who did not exposed at all respect ively. 

Awareness was fo und to be another significant factor in the use of safe child deli very services. 

Women who have no awareness about the service were 93% less li ke ly (OR=0.07) to use the 

service than those who have the awareness. Th is resu lt was cons istent wi th other studies done in 

Eth iopia (Belay, 1997). 

Consistent with Kishor (2005) findings, women decision maki ng power was found to have an 

effect for utili zation of safe chi ld deli very care services. Moreover in many P3lts of Africa 

women 's decision making power is extremely limited. In thi s regard, decis ions about maternity 

care are often made by husbands or fami ly members. This study also revealed that women with 

high dec ision mak ing power were found 5.87 times more likely to receive DC than women with 

low deci sion making power. 
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Study conducted in developing countries revealed that the use of health services at the time of 

delivery appears to be influenced by whether or not a woman received antenatal care during that 

pregnancy (Govindasamy, 1993; Mesfin , 2004). Antenatal care being a path way to institutional 

delivery as seen in many studies, this study tried to look up on the re lation between these 

variab les in the study area. The result revealed that women who have not received antenatal care 

were less likel y to seek institutional delivery than women who have received ANC. 85.8% of 

women who have received ANC use safe child delivery care compared to 26.9 % of women who 

have not received ANC. The poss ible explanation for this is exposure of women to the health 

serv ice in genera l and the information as we ll as the experiences they have gathered during the 

follow up in particular, might have influenced them to de li ver in health faci li ties. Second possible 

explanation may be, since ANC and DC services are pregnancy and delivery related services, 

factors wh ich affect utili zation of ANC might have affected also utilization of DC. 

The study has tried to investigate the reason for not using sa fe child del ivery care service. 

Accord ingly, among the different reasons mentioned by the respondents for not to use safe child 

delivery care, absence of serious problem in the labour, usual practice, distance ,financial 

constra int, bad experience with the health care system, and other were the main. The qualitative 

data found from the focus group di scuss ion also strengthened thi s idea. 
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CHAPTER SIX 

CONCLUSSION AND RECOMMENDATION 

6.1 CONCLUSSION 

The proportion of women that have used the antenata l and delivery care is 32 and 46 percent 

respectively, with great var iat ion in urban and rural residents. This study shows that the most 

important factors affecting utilization of antenata l and delivery care services are demographic and 

soc io-cu ltural. The socio-cu ltural factors are residence, education, exposure to media, women 

decision making power and awareness about the benefit of the service .where as the demographic 

factors are parity, age of women at last birth and marital status. 

Urban residents used the serv ices better than the rural one. Education of women is found to have 

an important effect on the utili zation of ANC and safe child delivery care services. Accordingly, 

educated women are more likely to use the maternity care serv ices than the uneducated women. 

Utilization of ANC has a positive effect on utilization of safe child delivery care. ANC attendants 

are more likely to deliver in health facilities when compared to non attendants. 

Women with high decision making power are better in utilizing the ANC and child delivery 

services than women with low decision making power. Mothers who have better awareness about 

the benefit of antenata l and delivery care use the services much better than those who have not 

the awareness. In addition, exposure to media has also a positive effect in utilizing these services. 

The main reason for mothers not to receive ANC service was found to be absence of illness, 

usual practice, house hold responsibility, financial constraint, absence of awareness, too long 

waiting time to get the service and distance. Utili zation of delivery and antenatal care services in 

the last five years did not show a constant trend. It showed an increasing and decreas ing trend in 

the study area. The main reasons mentioned to deliver at home was absence of serious problem in 

the labour, usual practice, distance, financial constraint and bad experience with the hea lth care 

system. The focus group discussion result also confirms these ideas. 
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6.2 RECOMMENDATIONS 

~ Awareness should be created on the benefit of ANC and Safe child delivery services and 

dan ger signs surrounding pregnancy and child birth to mothers, so that they will have the 

moti ve to use the servi ces. 

~ Rel evant stake ho lders should be involved to promote empowerment of disadvantage 

women through in tegrated acti v iti es including g irl s and women education so that enabling 

them to decide by themselves about their health. 

~ Parity of women should be taken in to consideration in the campaign of increasing Safe 

child delivery care by giv ing top priority to hi gh parity women. 

~ The effort current ly done by the government to increase access to hea lth care through 

Health Extension program shou ld be encouraged and strengthened g iving especial 

emphas is to antenatal and del ivery care. 

~ Knowledge and posit ive att itude of the community in general and women in particular 

should be increased to enhance better ut ilization of maternal and chi Id hea lth services . 

~ Increasing ANC coverage can be an effective means of increas ing profess ional ass istance 

at de li very, especially delivery in a medical in stitution. 

~ The quality of the maternity ca re services provided should be improved to have trust by 

the cl ients. 

~ Policy makers and implementing agencies should deserve due attent ion in implementat ion 

of integrated activities re lated to the chall enges of maternity hea lth. 

~ Similar studi es should be conducted in various settin gs to come up with more 

representative findin gs wh ich wi ll be helpfu l in design ing interven ti onal activities to 

improve ANC and child delivery service utili zation in country Ethiop ia. 
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Addis Ababa University 
College of Development Studies 

Population Studies and Research Center 

Questionnaire for community based survey on assessment of utilization 
and determinants of maternal health care services in Bahir Dar Special 

zone 

Th is is a study to be conducted with the objecti ves of assessing utili zatio n and determi nants of 
antenata l and de li very health care services. As the study is directly related to women who have 
ever given bi rth, those women who have at least one child with age fi ve and under age five are 
identified. And yo u are one of the wo men who are se lected to partic ipate in this study. Therefore 
yo u are kind ly requested to participate in thi s stud y and provide the information requ ired from 
you. Your parti cipation in thi s study is complete ly on vo luntary bases and you have the ri ght to 
refuse from partic ipati ng. 

Your responses wi ll be kept confidenti al and there wi ll be no way of liking your individual 
responses till the fina l results of the study findings. For yo ur confidential ity please don' t write 
yo ur name. 

We woul d li ke to inform you that the responses that you provide to the questions are very 
essentia l, not onl y ,for the successful acco mpl ishment of the stud y ,but a lso for producing 
relevant in format ion wh ich will he help full in improvi ng the maternal hea lth care serv ice 
utili zati on. 

Do you vo lun teer to continue? 

Thank you! 

YesD 

No D 

Name of the in te rviewer __________ Signature, ___ Date __ _ 

Starting Time: _____ _ 
End ing Time: _____ _ 

Name of the supervi sor _ _______ _ ___ Signature _____ _ 



Part I: - Background Characteristics 

No Questionnaire on Alternative choice for responses Skip 
identificat ion of the 
respondents 

10 1 Age years old 

102 Education 1. lIli terate 
2.Read and wri te onl y 
3.Grade 

103 Reli gion I.Orthodox 
2.Muslim 
3. Protestan t 
4.Catho li c 
5 .Other speci fy 

104 Ethn icity I .Amhara 
2.Ti gray 
3.0romo 
4.Guragee 
5.0ther Specify 

105 Occupation I. Housewi fe 
2. Dail y laborer 
3. Civil servant 
4.0wn private business 
5.Private sector employee 
6. Other speci fy 

106 Mari tal status I. Never married 
2. Current ly married 
3. Divo rced / Separated 
4. Widowed 
5.0ther specify 

107 Age at first marriage year 

107 Average monthl y Birr 
Income 

Part II: -Birth history 

20 1 Age at first bi rth year 

202 Total umber of children ever born 
203 Number of children who are alive 
204 Number of ch ildren who are not alive 
205 Last birth interva l yea rs 



Part III:-Exposure to media 

30 1 How often do yo u read news pa per? I. Not at all 
2. Less than once in a week 
3. At least once in a week 
4. Almost everyday 

302 How often do you li sten the radio? I. Not at all 
2. Less than once in a week 
3. At least once in a week 
4. Almost everyday 

303 How often do you watch Television? I.Notatall 
2. Less than once in a week 
3. At least once in a week 
4. Almost everyday 

Part IV Questions regarding five years and five years before the survey 

401 How many children do you have with age five l.One 
and less than five? 2.Two 

3.Three 
4.Four 
5.Five 

402 How many of them are alive? 

403 How many of them are not alive? 

404 Age of your last ch ild? 

405 What was your age at last birth? 

Your Year of Did yo u attend Where did you deliver your Did you 
child deli very ANC child? attend 
age l.Yes l.Hospital postnatal 

2.No 2.Health center care? 
406 3. Private health facility 

4.Home 
5.0ther specify _ _ 

5 1995 
4 1996 
" 1997 0 

2 1998 
I 1999 



Part V: - Antenatal care 

50 1 Have you heard abo ut ANC follow up? I . Yes 
2. No 

502 Do you know abo ut the benefit of ANC? I. Yes 
2. No 

503 What is the benefit of ANC fo ll ow up? I.Materna l hea lth 
2.Child hea lth 
3.Both for maternal and child 
hea lth 
4. Do not know 
5 .Other specify 

504 Have you attended the ANC check up during I. Yes If No skip 
yo ur recent pregnancy? 2. No toQ5 15 

505 Whom did you see? 
506 Where did you get it? 
507 What was your ma in reason for ANC follow up? I.Hea lth prob lem 

2.To start regul ar check up 
3.0ther specify 

508 In your recent pregnancy at which month d id you At " month of pregnancy 
start antenatal care follow up? 

509 How many times d id you visit for ANC? times 

5 10 During your ANC fo ll ow up what service did you 
get? 

5 11 Did you heard about poss ible pregnancy and I.Yes 
de li very complications durin g antenatal care 2.No 
follow up from hea lth workers? 3.Do not remember 

5 12 From which institu tion did you get ANC? I. Hospital 
2. Hea lth center 
3. Private clinics 
4. Other speci fy 

5 13 Why did you prefer that particular health 1.lt is close to my place of 
institution?(m ultipl e response is poss ib le) residence 

2. It has I ittle or no expense. 
3. Better quality of services 
availab le (The hea lth workers 
have good behavior; the time is 
conven ient to get the serv ice.) 
4. Other specify 



514 If No for Q 504, why didn ' t you attend ANC? 1.1 am not informed about ANC 
(multiple response is possible) 2. Being in a state of good health 

3. The ANC services are too far 
from my home 

4. I had many responsibility in 
the hose hold 
5. Poor Quality of services 
6. Waiting time to get the service 
was too long 
7. Other specify 

5 15 During yo ur last pregnancy, did you receive any I.Yes 
information about HIV/AIDS? 2.No 

3. Do not remember 

5 16 Have yo u checked up for HIV/A IDS during your I. Yes 
last pregnancy? 2. No 

3.00 not know 

517 During your last pregnancy, did you encounter I. Yes 
any health prob lem? 2. No 

518 What is your experience with the hea lth care I .Encouraging 
system? 2.Discouraging 

3.0ther 

Part VI: - Delivery Care Services 

601 How long was the duration of labour? hour 

602 Have you faced any delivery comp li cation? I.Yes If No skip 
2.No toQ604 

603 What kind of problem did you face?(multiple I.Ante partum hemorrhage 
response is possible) 2.post partum hemorrhage 

3.Pretenn labour 
4.Elevated blood pressure 
5.Excessive bleeding during 
labour 
6.lntra uterine feta l death 
7.Sepsis 
8.Premature rupture of 
membrane 
9.0ther specify_ 



604 What was the type 0 f birth before your last chi Id? I.Normal 
2.Cesorian section 
3.0ther 

60S What was the outcome of your last pregnancy? I.Stili birth 
2.Abortion 
3.Survived baby 
4.0ther specify 

606 Were you aware about where to de liver yo ur I. Yes 
child? 

2. No 

607 Does institutional de li very have any benefit? I. Yes 

2. No 
608 What is the benefit of heath institution deli very? 
609 Where did you deli ver your last baby? I. Hospital Ifhome 

2.Health Center skip to 
3.Private clinic Q6 14 
4. Home 
S.Other specify 

6 10 Who was your deli very attendant? I.Ski lied health workers 
2.TTBA 
3.TBA 
4.Relative(fami ly member) 
S.Other specify 

6 11 If you deli ver your last baby at health institution, 1.1 was in fo rmed to deliver at 
why did you prefer to deli ver yo ur baby in health health Facili ties 
institutions?(mult iple response is poss ible) 2. I have faced a problem which 

forces me to deli ver at health 
institutions.( obstetric problems, 
Cesarean section) 
3.lt is my usual practice 
4.0ther specify 

6 12 If you deli ver your last baby at health institution, I. Close to my place of residence 
why did you prefer to deliver yo ur baby at that 2. Ava ilability of better quali ty of 
particular institution?(mult iple response is services. 
possible 3. Little expenses are required to 

deli ver in thi s parti cular place 
4.0ther specify 

6 13 I f you del iver your recent baby at health I.Spontaneous vag inal 
institution what was the type of deli very? de livery(SVO) 

2.Assisted vag inal 
del ivery(A VO) 
3. Cesarean section (CI S) 
4.0ther specify 



6 14 1 f you deli ver at home why did yo u pre fer to I . Because of previous bad 
de liver at home?(mu ltiple response is poss ible) ex perience with health care 

system 
2.Because of financ ial constraint. 
3. 1 have not faced sever problem 
during labour. 
4. It is my usual practice. 
5.The health institution is very 
far home 
6.0ther specify 

Part VII: - Postnatal Care Service 

701 Have you ever heard about post natal care I. Yes If No skip to 
services? Q703 

2. No 
702 Where do yo u heard about it?(multiple response I. From health institution 

is poss ible) during delivery 
2. From med ia(rad io,TV,news 
paper) 
3. From friends/relati ves 
4. Other 
specify 

703 Have you encountered a health problem which is I . Yes If No skip 
not normal after your deli very of the last child? toQ705 

2. No 

704 What was the health problem?(multip le response I .Bleeding 
is poss ible) 2.Vaginal di scharge 

3.S ti ch pain 
4.Abdominal pain 
5.0ther specify 

705 Did you attend postnata l care services after I. Yes If No skip to 
deli very? 2. No 708 

706 How many times did you attend the service? times 
707 Why did you attend postnatal care?(multiple I . Because [ was sick 

response is poss ible) 2. Because my baby was sick 
3. To check my hea lth and my 
baby's health 
4. Other spec ify 



708 If no for Q 705 Wh y did not yo u attend postnatal I ,Because, there was no 
care?(mul tip le response is poss ible) problem after 

deli very 
2, I had no power to decide on 
the issue by myse l f. 
3.1 have no idea about it 
4, My religion/ culture restricts 
me to do that 
5, Other specify_ 

Part VIII Attitude Questions on Maternity care 

80 1 Where do you prefer to deli ver? I, At home If at home 
2,Atgovernment health services skip to 803 
3, At private hea lth services 
4, Other speci fy_ 

802 Why do you prefer to deli ver at hea lth I ,It is my usual practice 
institutions? (mu ltip le response is possible) 2, I have learnt abo ut it when I 

fo llow antenatal care, 
3,Por my child and my health 
4,Other specify 

803 Why do you prefer to deliver at home? I ,It is my usual practice 
2, I am afraid about the safety 
of materi als they used, 
3,Health services are ve ry far 
from home 
4 ,Otherspeci fy 

804 Do you beli eve that, pregnant women should get I , Yes 
antenatal care fo llow up? 2, No 

3, Do not know 
805 Do yo u believe that, women after deli very shou ld I, Yes 

get postnatal care? 2, No 
3, Do not know 

Part lX Women decision making power questions 

90 1 Who usuall y dec ide about mak ing major I ,Mai nl y respondent 
household purchase? 2,Mainly husband/partner 

3,Manl y respondent and 
husband/pa11ner joint ly 
4,Main ly relati ves 

902 Who usually make dec isions about health care fo r I ,Mainl y respondent 
yourse lf? 2,Mainly husband/partner 

3,Manly respondent and 
husband/partner joint ly 
4,Main ly relatives 



903 Who usually make dec isions about visits to your I.Main ly respondent 
fa mily or relat ives? 2.Mainly husband/partner 

3.Manly respondent and 
husband/partner jointly 
4.Mainly relatives 

904 Who usually make decisions about purchase for I.Mainly respondent 
dai ly household needs? 2.Mainly husband/partner 

3.Manly respondent and 
husband/paltner jointly 
4.Mainly relatives 



Focus group discussion questions 

A. Knowledge 

I. Are you aware about ANC and child del ivery? 

2. What is the advantage of the services? 

3. When shou ld some body start to utilize it? 

Probes I. Would you explain further? 

2. Would yo u give me an example? 

3. Has anyone else had similar experience? 

4. Is there anything else? 

5." 1 don ' t understand" 

B. Utilization 

I . Do you practice the services? 

2. What are the main reasons for not utilizing the service? 

3. What kind of services do you get during the practice? 

4. What do you say about the quality of the serv ices? 

Probes I. Would yo u explain further? 

2. Would you give me an example? 

3. Has anyone else had similar experience? 

4. Is there anything else? 

5." 1 don ' t unde rstand" 

C. What is yo uI' comment and Suggestions regarding these services? 

Probes I . Would you expla in further? 

2. Would yo u give me an example? 

3. Has anyone e lse had simi lar experience? 

4. Is there anything e lse? 

5."1 don ' t understand" 



Map of Bahir Dar Special Zone 

AHIRDAR SPECIAL ZONE 

./ 

10 20 K~ometers 
, ! I I I 



Declaration 

The thesis is my ori ginal work, has not been presented for a degree in any other un iversity 

and that all sources of materi al used for the thesis have been dul y acknowledged. 

llk/I{ S'beratV IJ!CJ Z/2GocJ 
Student Signature Date 

I confi rm that thi s thesis has been submitted with my approval as the supervisor of the same. 

+lc,-6-\<Ayv..V \k\eh.. 
Advisor Signature 


