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Abstract

Background: - Antenatal Care booking is used to prevent adverse pregnancy outcomes and
maintain new born life, when it is sought early in pregnancy. Women who attend antenatal care
late miss the opportunity of early detection of human immune virus, sexually transmitted
diseases, malaria, anemia prophylaxis, health education and treatment or prevention of
complications. However, existing evidence from developing countries including Ethiopia
indicate that few women seek Antenatal care at early stage of their pregnancy.

Objectives. - To assess timing of first Ante natal care booking and associated factors in
Arbaminch town and Arbaminch Zuria Woreda.

Methods: - A facility based cross-sectional study employing both quantitative and qualitative
methods was conducted from February to March, 2014 in Arbaminch town and Arbaminch zuria
Woreda. Data were collected from 409 pregnant women who were attending ANC clinicsin nine
public health facilities selected by systematic random sampling. Data was collected through exit
interviews with antenatal care attendees, and in-depth interviews with pregnant women, health
care providers and health extension workers. The data were collected by trained female Nurse
using semi-structured and pretested questionnaire. Binary and Multivariable logistic regression
analysis was performed at level of significance of p value <0.25 and <0.05 respectively.

Result: - A total of 409 pregnant women wer e interviewed. The mean age of the respondents was
26+ 5.5 years. 82.6% of pregnant women were booked late. Most of the reasons given by
respondents who booked |late were due to perception of appropriate time and shortage of time.
This study indicated that pregnant women with low monthly income (AOR=4.9, CI (1.713,
14.076)), women who received advise when to start ANC visits not on recommended time
(AOR=3, CI (1.476, 6.244)), household food insecurity (AOR=4.66, Cl (1.007, 21.589)) and
pregnant women with unplanned pregnancy (AOR=4.49, CI (2.162, 9.353) were factors
associated with late first Antenatal care booking.

Conclusion: - The study showed that more than three fourth  of the pregnant women booked
late for first antenatal care. Hence, at health facility and community level intensify health
education for pregnant women and information education communication intervention is very
important.
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1. INTRODUCTION
1.1 Background

Pregnancy is one of the most important periodsin the life of awoman, afamily and a society.
Antenatal care (ANC) is specia care for women during pregnancy through the public health
services. The goa of ANC is to prevent health problems in both infant and mother and to
ensure that each newborn child has a good start(1, 2). To achieve this objective, the service
is organized into a booking first visit and a follow up clinic (3). For norma pregnancies
WHO recommends only four antenatal visits. The magjor goal of focused antenatal care is to
help women maintain normal pregnancies through: Identification of pre-existing health
conditions, early detection of complications arising during the pregnancy, heath promotion

and disease prevention and birth preparedness and complication readiness planning (4, 5).

World Health Organization (WHO) recommended that pregnant women in developing
countries should seek ANC within the first four months of pregnancy. For programme areas
in particular, namely tuberculosis (TB), nutrition, immunization against tetanus, prophylactic
treatment of malaria and human immune virusAcquired immune deficiency syndrome
(HIV/AIDS) and other sexually transmitted infections (STIs), the antenatal period represents
an important opportunity yet it currently appears to be underexploited. Antenatal care can be
aprivileged entry point for counselling to prevent mother to child transmission of HIV. For
malaria programmes it is important for women expecting their first child to present for
antenatal care early in the pregnancy, to be offered preventive treatment and advice on the

use of bed nets(6, 7).



Maternal death has declined substantially worldwide except in Sub-Saharan Africa. Of the 21
countries with the highest maternal mortality 15 are in sub-Saharan Africa, including
Ethiopia(8). In 2010, the maternal mortality ratio marginally increased to 676 per 100,000
live birthsin Ethiopia (1, 9). Most of these complications occur unpredictably during labor,

delivery and the immediate postpartum period(10).

The Government of Ethiopia is committed to achieving Millennium Development Goal 5
(MDGS5), to improve maternal health, with a target of reducing the maternal mortality ratio
(MMR) by three-quarters over the period 1990 to 2015and also ANC coverage in Ethiopiais

34% in 2011(1).



1.2 Statement of the problems

Planning for a safe delivery is an integral part of ANC. Early antenatal care attendance
during the first three months of gestation plays a major role in detecting and treating some
complications of pregnancy and forms a good basis for appropriate management during
delivery and after childbirth. Failure to attend antenatal care early results in the potential for
complications during pregnancy, delivery and puerperium (2, 11). However, existing
evidence from developing countries including Ethiopia indicate that few women seek

antenatal care at early stage of their pregnancy (2).

Severa factors affecting the utilization of antenatal care have been identified in developing
countries. These include: maternal education, husband's education, and marital status,
availability of health service, cost, household income, women's employment, media exposure
and having a history of obstetric complications (12). Although there is evidence, late
booking of antenatal care has repeatedly been associated with young age, premarital status,
unwanted pregnancies, high parity, lack of formal education, low socio-economic status and

ethnicity(13-16).

Pregnancy aso had an influence on antenatal care use; this may lead mothers to attend
antenatal care late or not attending at all. The quality of antenatal care might have an
influence on utilization of antenatal care, leading to infrequent or late first visits to antenatal

care or dueto women’s age or religious beliefs(17).

According to EDHS 2011, 19% of women with alive birth in the five years before the survey
made four or more ANC visits during the length of their pregnancy while 11% of women

made their first ANC visit before the fourth month of pregnancy. The median duration of



pregnancy at thefirst visit is 5.2 months, while urban women made the first ANC visit earlier
(4.4 months) than rural women (5.5 months)(1). In urban settings where the health services
are physically accessible and ANC at the governmental health facilities is provided free of
pay. The study carried out in Addis Ababa revealed that respondents who received advice
on recommended time were more likely to book timely compared to others(18). And also
study in Bahirdar the likelihood of delivering at home was greater among mothers those who

started attending ANC after 24 weeks of gestation(19).

Food insecurity has been associated with poor pregnancy outcomes, including number of
ANC visits ,low birth weight, behavior change and gestational diabetes (20, 21). Thereisan
indicator of the quality of antenatal care, medical services and genera health services to the
mother and the children. Follow up studies based on ANC visits is important to detect the
magnitude of the problems. Ethiopia including Arbaminch town and Arbaminch Zuria
Woreda has a problem of vital registration system. Moreover, there are no attempts to
estimate the problems in the community where unhygienic home deliveries and late for first
ANC visit are widely practiced due to different factors. So that, the aim of this study is to
answer the following basic research questions Why pregnant women delay to attend first

ANC booking?



2. LITERATURE REVIEW

2.1 ANC coveragein theWorld

Despite a significant reduction in the number of maternal deaths — from an estimated 543,000 in
1990 to 287,000 in 2010, the rate of declineis just over half that needed to achieve the relevant
MDG target. Between 1990 and 2010, the global rate of decline was 3.1% per annum, with lower
rates in the WHO African Region, WHO Region of the Americas and WHO Eastern
Mediterranean Region. Approximately one quarter of the countries with the highest materna
mortality ratio in 1990 (>100 materna deaths per 100,000 live births) have made insufficient or
no progress. To reduce the number of maternal deaths, women need access to good quality of
reproductive health care and effective interventions. The proportion of women receiving
antenatal care at least once during pregnancy was about 81% for the period 2005-2011, but for
the recommended minimum of four visits or more the corresponding figure drops to around 55%.
The proportions of births attended by skilled personnel are crucial for reducing perinatal,
neonatal and maternal deaths is above 90% in three of the six WHO regions. However, increased
coverage is needed in certain regions, such as Africawhere the figure remains less than 50%(22).
A study done in Nigeria study showed 81% of pregnant women entered ANC after 12 weeks of

gestations(14).

In Ethiopia 34% of pregnant mothers who gave birth in the five years preceding the survey
received antenatal care from a skilled provider, that is, from a doctor, nurse, or midwife, for their
most recent birth 28% from a nurse or midwife and 5% from a doctor. Another 9% of women
received ANC from a health extension worker (HEW). By comparison, in 2005, 28% of pregnant

women received antenatal care from a skilled providers(l).



2.2 Socio-demogr aphic factorsand ANC utilization

The urban poor in sub-Saharan Africa are, on average, 1.4 times more likely to initiate antenatal
care late in pregnancy (during the second or third trimester) or to make an inadequate number of
antenatal visits (three or fewer) during pregnancy than the urban non-poor. The results identified
significantly poorer antenatal care among teenage mothers, less educated women, and women
having higher order births, compared with their counterparts who are older, more educated, or
having lower order births. In general, the probability of home delivery declines with increasing
maternal education and age, but increases with increasing parity. The country level variances
show that there is a significant variation in delivery care and in residential inequalities in
delivery care across countries of sub-Saharan Africa (23). In Ghana, pregnant women with more

schooling have a higher propensity to seek sufficient ANC from all providers (24).

The most important reasons for not seeking health care in Ethiopia was found to be concern that
there may be not a health providers (81%), concern about getting money for treatment, concern
that there may not be a female health provider, concern that having to take transport, and concern
that there may be not one to complete the household chores were cited by about seven in ten
women(9). A study in Hadiya Zone revealed that mothers who are in the age group of 25-29
years were less likely to utilize ANC service than women who are 35 years and older. Mothers
with primary educationa level were more likely to attend ANC than women who are unable to
read and write. Mothers who live within a household size less than three people were eight times
more likely to utilize ANC than those living in a household size greater than five(25). Other
study done in Yem specia Woreda found that residence and age at first pregnancy, living less
than 60 minutes’ walk from health facility, and planned last pregnancy are significantly
associated with ANC utilization in the area (26). In Tigray region study showed that married and

divorced women were more likely to use ANC than single and widowed women(27).
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A study conducted in Nether land showed that the main outcome measure was late entry into
antenatal care (gestational age at first visit after 14 weeks). The Study found that non-Dutch
mothers were more likely to enter antenatal care later than Dutch mothers(15). A study in
Tanzania revealed that the mgjority of pregnant women initiated antenatal care attendance with
an average of 5 gestational months. perceived poor quality of care, late recognition of pregnancy
and not being supported by the husband or partner were identified as factors associated with a

later antenatal care enrollment(28).

In urban Vietnam a study showed low economic status were main factor associated with risk for
overal inadequate ANC use(29). In Democratic Republic of Congo (DRC) most of them started
their antenatal visits only when they had the financial means or time, or felt unwell(30). In
Nigeria study showed that those who earned lesser income and more unemployed were more

likely to book late compared to those who earned more and employed women respectively(14).

In Holeta town the study showed that the likelihood of utilizing ANC decreased, as the family
income gets lower(31). women who had daily access to public transportation to the nearest ANC
service were 4.5 times more likely to visit the ANC than women without such frequent access to

public transportation in Kham district (32).

2.3 Antenatal care service and client satisfaction

A Study conducted in rural Zambia found no effect of distance on timing of ANC or number of
visits and better level of provision at the closest facility was not associated with either earlier
ANC attendance or higher number of visits. However, there was a strong influence of both
distance to a facility, and level of provision at the closest ANC facility on the quality of ANC

received (33). The study in Ghana showed that the number of visits falls below the recommended



number of four shows that living standard, cost of consultation and in particular travel distance to

the provider have significant impact on the demand and sufficiency of ANC(24).

A study in Zambia found that only 45 antenatal facilities (3%) fulfilled their developed criteria
for optimum ANC service, while 47% of facilities provided adequate service, and the remaining
50% offered inadequate service(34). In Ethiopia a study confirmed the advantages of proximity
of health facility for using ANC services, but not for institutional delivery(27). In Bahirdar
respondents whose privacy was maintained were about two times more likely to score above the
mean satisfaction score than those whose privacy was not maintained. Duration of consultation
time (40 minute) and explaining the procedure before ANC examination were predictor variables
for client satisfaction on antenatal care. The probable reason that high proportion of pregnant
women were not satisfied in the study might be related to lack of qualified health professionals
like midwife, nurses, lack of training for providers and absence of ANC guidelines in health
facilities(35). Distance to a health facility and not wanting to go alone are perceived as big
problems by more than three in five women. Only one in three (35%) women perceived getting
permission to go for treatment to be a big problem. 80% of women in rural areas perceived

having to take transport as a big problem, compare with only 34% of women in urban areas(9).

2.4 Knowledge of pregnant women related to ANC visits

A study done in Zambia found that lack of knowledge significantly increase the odds of late
ANC attendance and Being living in rural residence is significantly increase the odds of late
ANC presentation. The perception of no benefits derived from commencement of ANC early

was associated with late attendance(36).

In Kampala Uganda, the results showed that 291(72.7%) of the study participants did not know
the right gestation age at which a pregnant woman should start attending antenatal care. 53.3%
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of respondents were reported that they did not have any problem with their current pregnancy
and so they saw no reason to come early for antenatal care, even though some of these knew the
right gestation age at which they should make their first antenatal care visit and to avoid multiple

visits(37, 38).

A study conducted in Benishangul Gumuz showed that lack of awareness 268(51.4%) and
absence of health problems during pregnancy 213(40.9%) were the main reasons mentioned for
not attending the service (39). The study conducted in Addis Ababa showed that Past experience
on antenatal care service utilization did not come out as a predictor for timely booking of
antenatal care but who received advice on recommended time of booking, their pregnancy was
planned and first pregnancy were more likely to book timely compared to others respectively
(18). Positive husband attitude towards ANC was significantly related to antenatal care service
utilization(25). In DRC Lubumbashi City only 20% of the women started with antenatal visits
according to a planned schedule(30). The utilization of ANC was amost 9 times more likely for
women reported their husbands approve ANC than women with those whose husbands did not

approve ANC service(31).
2.5 Number and timing of first ANC visits

94% of pregnant women mothers reported at least one ANC visit with a skilled health worker
and 60% attended at least four visits, only 29% of mothers received good quality ANC, and only
8% of mothers received good quality ANC and attended in the first trimester (34). In Malawi, the
finding indicated inadequate resources for ANC provision. Most women started visiting ANC in
second trimester(40). The study conducted in three districts Tanzania showed that although
49.3% of the women intended to become pregnant, 50.7% (34.9% mistimed and 15.8%

unwanted) became pregnant unintentionally. While ANC initiation in the 1% trimester was



18.5%, so was 71.7% and 9.9% in the 2™ and 3" trimesters respectively. ANC initiation in the
2" trimester was 1.68 times more likely for mistimed and unwanted pregnancies respectively
compared to intended pregnancies. These estimates rose to 2.81 and 4.10 respectively in the 3"

trimester(41).

In rural Kenya revealed, of 635 participants, 90% visited the antenatal clinic at least once during
their last pregnancy (median number of visits four). Most women (64%) first visited the ANC in
the third trimester; a perceived lack of quality in the ANC was associated with a late first ANC
visit with odds ratio of 1.5(42). The study in Bahirdar zone 140 (37.9%) women started their
ANC visit within their 1% trimester, 223(59%) of the women initiated their first ANC visits

within 4-6 months and after 6 months of gestation respectively(35).
2.6 Obstetric history of pregnant women and first ANC visits

A study conducted in England and Wales reveaed that Primiparous women of high obstetric
risk were 13.4% more likely to initiate antenatal care after 10 weeks of gestation than alow risk
reference group 34.3% more likely to initiate antenatal care after 18 weeks of gestation. This
association between high obstetric risk status and late initiation of antenatal care was not
replicated among multiparous women(17). Prim parity and previous experience of a miscarriage
or stillbirth were associated with an earlier antenatal care attendance. Adolescent pregnant
women started antenatal care no later than adult pregnant women despite being more likely to be
single (28). Women who fell pregnant unintentionally had higher odds of starting ANC late in
both rural 4.2 times and urban 3.1 times respectively(36). The study in Turkey showed that
unwanted pregnancy was barriers to use of prenatal care services. Additiona barriers were
negative attitudes toward pregnancy and attitudes toward prenatal care. These barriers decreased

frequency of use and delayed early initiation of prenatal care(43). A study carried out in Tigray

10



region has shown no association between parity and the use of ANC services. 58% of pregnant
women did not receive advice about birth preparedness and signs of pregnancy complications

during a pregnancy check-up visit at the health facility(27).

2.7 Food insecurity and pregnant women

Among pregnant women, food insecurity is associated with higher levels of perceived stress,
anxiety, and depression and lower levels of self-esteem and mastery(44, 45). Food insecurity has
been shown to affect several health outcomes or it is associated with decreased self-rated health
status(21, 46). Another study found that household food insecurity was associated with greater
gestational weight gain compared with gestational weight gain in pregnant women from food-
secure households(45). The number of antenatal visits a mother had was inversely related with
stunting or number ANC visits during pregnancy of the child and age at weaning are linked to
chronic manutrition or food insecurity(47). Among women with prenatal household food
insecurity with hunger, odds of any post-partum household food insecurity was reduced with first

or second trimester of entry versus third entry(48).
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Figure 1: Conceptual frame work of the study was devel oped based on different literature review

among pregnant women in Arbaminch town and Arbaminch Zuria Woreda public health

facilities, SNNPR, Southern Ethiopia, February — March 2014.
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Significance of the study

This study might find out which factor influences timing of first ANC booking, and intended to
identify focused areas for effective intervention programmes among pregnant women for
programme makers. It might show the reasons for coming late initiation of ANC visits which are
not identified in Arbaminch town and Arbaminch Zuria Woreda. The study might be contribute
for malaria treatment and prevention programmes among pregnant women. The study might also
generate area-specific information to be used as base line data for community health workers,

local and national policy makers.
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3. OBJECTIVES

3.1 General objective
To assess timing of first antenatal care booking and associated factors among pregnant
women attending  public health facilities in Arbaminch town and Arbaminch Zuria
Woreda, Gamo-Gofa Zone, SNNPR, Southern Ethiopia, 2014.

3.2 Specific objectives

1. Todeterminetiming of first ANC booking among pregnant women

2. Toidentify factors associated with late first ANC booking among pregnant women

14



4 METHODSAND MATERIALS
4.1 Study area and period

The study was conducted from February 20-March 20/2014 in Arbaminch town and Arbaminch
ZuriaWoreda public health facilities, Gamo-Gofa zone, SNNPR, Southern Ethiopia. Arbaminch
town located 505 Km away from Addis Ababa and 275 km south west of Hawassa, capital city
of the region. The total population of the study area is 284,205 with 10,231 estimated pregnant
women. In the study area there is one zona hospital, 8 health centers. Besides 8
Nongovernmental organizations (NGOs) providing health service for the community, there are
private health facilities including low level clinics, medium clinics, drug store and 2

pharmacies(49).

4.2 Study design

A facility based cross sectional study design was employed with both quantitative and qualitative

methods.

4.3 populations

4.3.1 Sour ce population

All Pregnant women attending ANC service in Arbaminch town and Arbaminch Zuria Woreda

public health facilities during the study period.

4.3.2 Study population

Quantitative data
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Sample Pregnant women attending ANC service in Arbaminch town and Arbaminch Zuria

Woreda public health facilities during the study period.
Qualitative data

Purposively selected antenatal care providers those providers who have more experience and
providing ANC servicesin health facility and health extension workers who are working in the

kebele in order to provide rich information respectively.

4.3.3 Exclusion and inclusion criteria

4.3.3.1Inclusion criteria

Pregnant women who are attending ANC and volunteer were included.

4.3.3.2 Exclusion criteria

Pregnant women who attended first ANC visitsin other health facility were excluded.
Pregnant women were excluded; who are serioudly ill and unable to respond.

Pregnant women who live in the area less than six months in the study area were excluded.

4.4 Sample size deter mination

The sample size was cal culated using single population proportion formula as follows:-

58.9% is the proportion of pregnant women those who booked late for first ANC visits in
Bahirdar zone(35). Significant level calculated at 95% confidence interval (Cl).

Level of precisionis 5%. Z y,=Z vaueat 95% CI.

n= (Zaw)’p(Ap)= (1.964)>0.589(1-0.589) =372

d? (0.05)?
372 pregnant women with 10% of non-response rate, total of 409 pregnant women were

included in the study.
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4.5 Sampling technique and sampling procedure

For the quantitative study all public health facilities providing antenatal care services were
included. To achieve the desired sample size, the number of pregnant women from each facilitiy
were determined by a proportional to size alocation based on the average number of ANC users
in the most recent annual plan performance report of each health facility (72 from Arbaminch
Hospital,50 from Sikela Health center,50 from Shecha ,49 from Lante, 40 from Gatse, 61
from Shelle,21 from Zigitti ,47 from Maze Doysa ,and 19 from Ganta Bonke Health centers).
Individual study subjects at each health facility were selected by systematic random sampling
during the data collection period until the required sample size at each health facility was
obtained. The sampling interval (k = 2) was calculated by dividing the source population (852
during one month period) to the desired sample size (409) and this interval were used in all
facilities to select study subjects. Thefirst client was selected by simple random sampling among

thefirst two ANC service users (Figure 2).
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Figure 2: Schematic representation of sampling technique among pregnant women in
Arbaminch town and Arbaminch Zuria Woreda public health facilities, SNNPR, Southern

Ethiopia, March 2014.
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For the qualitative component of the study, Purposive sampling was used to select pregnant
women, antenatal care provider and health extension worker and the sample was considered
adequate when saturation of data was reached. A total of six pregnant women, four health care
providers and four health extension workers participated. (i.e. pregnant women who booked |ate,
the providers who have more experience based on the number of years he/she work in antenatal
clinic and providing ANC services and health extension workers who are working in the kebele
respectively). The providers were interviewed about the available service, schedule of ANC

visits and adequacy of resources for antenatal care service provision.

4.6 Study variables

4.6.1 Dependent Variables

Late first ANC booking

4.6.2 Independent variables

Socio demographic and economic factors  such as: - age, educational status,
occupation, marital status, religion, ethnicity, place of residence, monthly income and
family size.

Health service related factors: - client satisfaction with ANC services, availability of
HCPs, distance of health facility, payment for ANC, waiting time.

Health behavior/maternal factors: - Previous use of service, knowledge towards ANC,
means of awareness of pregnancy, culture, belief, perceptions on use of early seeking of
ANC, advise from significant others and timing of pregnancy recognition.

Reproductive health related factors: - acceptance of pregnancy by significant others,
birth order, type of pregnancy, gravidity, parity, Bad obstetric history (abortion, still
birth).

Household Food insecurity status: - household food insecure
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4.7 Data collection instrument/procedur e and methods

4.7.1 Data collection instrument
For Quantitative data

The Quantitative data was collected from respondents using semi-structured and pretested
guestionnaires developed after review of relevant literatures(1, 18, 50). The questionnaire
contains information about: socio-demographic and economic characteristics, obstetric history
of the pregnant woman including date of last norma menstrual history, knowledge and
perception on ANC use, past history of ANC utilization, current pregnancy and ANC utilization
and House hold food insecure access scale to measure food insecure status(50). The interviews
were carried out in a private and calm environment so as to ensure confidentiality. For qualitative
data open ended interview guide were used.

4.7.2 Data collection methods

Data collection was made by using semi-structured interviewer administered questionnaires for
guantitative data. In-depth interview was carried out with pregnant women, ANC clinic workers

and health extension workers.

4.7.3 Data collection procedures

First data collectors were trained about tools-procedures of data collection and they can spoke
the local language of study participants. Nine Trained female Diploma Nurse Interviewers were
conducted exit interview with pregnant women using a pre-tested questionnaire on the day of
data collection. Following interviews if respondents who are not recaling their gestation age,
further informed consent are requested to access medical records. Medical records of inter-
viewed women were reviewed in respective of their card number, on the same day to collect
further information on gestational age during their first ANC visit with respect to their coded

card number in antenata clinic.
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For qualitative data

In-depth interview with six pregnant women, four antenatal care providers and four health
extension workers were also carried out in the study area until the information is saturated. The
interview was done after quantitative data collection. The principal investigator was took note

and tape recorded on basic information during in-depth interview.

4.8 Operational definitions and definition of terms

ANC attenders: - all pregnant women who visited the antenatal care clinic once or more.

Early ANC booking:-pregnant women who are attending first ANC before 16 weeks of
gestation(1).

Extremely poor/Below poverty: - a family income <$1.25 USD/day according to MDG 2013
report(51).

Household Food : - the households was classified as food secure if the family does not reported
experiencing of any of the food insecurity conditions in the past four weeks(50).

Household security : - those house hold member who sleep under the same roof and take meals
together at least four days aweek(50).

High satisfaction of ANC services. - those pregnant women who responded for five questions
below mean score in terms of staff approach ,laboratory service, privacy ,waiting time and
service charge.

Planned pregnancy: - apregnancy which is consciously desired and planned by a couple.

Late ANC booking: - pregnant women who came for ANC at/after 16 weeks of gestation. This
reference is taken from the last menstrual period of the pregnant women(1).

[lliterate: - those people who are unable write and read in the study.
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Waiting time: - the time when the client arrived at the health facility through the services until

the exit. The standard expected time is 30-40 minute(7).

4.9 Data processing and analysis

Data were entered by using Epidata3.1 and exported to SPSS version 20 for analysis purpose.
Frequency distributions were used to organize the data and present the responses obtained.
Measures of central tendency, standard deviation, proportion, range and cross tab were
calculated and utilized for appropriate variables to describe the data. Binary logistic regression
analysis was used to see the association between one explanatory variable and outcome variable
at p value < 0.25 and based on biological plausibility of the independent variables with outcome
variable. Multivariable logistic regression analysis was performed to predict factors which affect
the dependent variable for the variables were statically significant in binary logistic regression.
Multicolinearity and interaction were checked among explanatory variables in the fina model.
Those variables with a p value < 0.05 with AOR 95% confidence interval were considered as
statistically significant in multivariable analysis. Backward stepwise regression method was used
to test the model fitness. This statistical analysis method is preferred because the outcome
variable is dichotomous, that is early or late first ANC booking and the independent variables are
metric or categorical. Finally, the result was displayed using chart, graphs and tables. Data from
in-depth interviews were audio taped, transcribed, translated and coded in to larger themes and
categories, analyzed thematically by open code version 3.4 and triangulated with quantitative

data.
4.10 Data quality management

In order to assure the quality of data the following measures was done:-
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A questionnaire was prepared in English and was trandated to Amharic and local
language (gamo-gha) and retranslated back to English for consistency of questionnaire.
Pretests of tool were done at Chencha Hospital about 5% of total sample which is not part
of the study area before conducting the main study. The lessons obtained from the pretest
were included in the final tool.

Intensive Training of data collectors for two days on information about the research
objective, respecting culture and confidentiality of the participants’, data collection tools,
procedures and interview methods.

The data was collected by trained female diploma nurses, one data collector at each site.
The female nurse is not an employee of the health centers/hospital. They did not appear
in uniform. This is preferred for facilitation of interaction between the respondents and
data collectors which is important to generate accurate information.

The collected data were carefully checked for completeness, outlier and missing value as
well as consistencies

Double data entry was applied to control errors.

Supervision of data collectors were made two times at each heath facility by the
principa investigators. Any confusion on the data collection procedure and/or responses

was handled timely.

4.11 Ethical consideration

The proposal was approved by Ethical Review Committee of College of Public Health and

Medical sciences of Jimma University before the start of the study. Ethical clearance was

initially obtained from post graduate research office, College of Public Health and Medical

Sciences, Jimma University. Further written consent was secured from department of population

and family health. Permission letter was written to each health institution from zonal health

23



department, and then informed verbal consent from study participants (both clients and
providers) were sought often brief explanation of the purpose of the study before the interview.
The respondents had the right to refuse participation or terminate their involvement at any point
during the interview. The information provided by each respondent was kept confidential.

Furthermore, report writing did not refer a specific respondent with identifiers.
4.12 Dissemination plan

The study might be presented at the end in the Department of Population and Family Health,
College of Public Health and Medical Sciences, Jimma University. The result of the study may
disseminate to the relevant organization that can use the findings, including the Gamo-Goffa
zone health bureau, health facilities, community leaders & relevant non-government
organizations. Furthermore an effort may be made to make publish the study on either national or

international journals.
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5. RESULT

5.1 Sociodemogr aphic characteristics of the study participants

Four hundred nine pregnant women were interviewed in this study, yielding 100% response rate.

Out of 409 respondents who responded to the interview 59(14.4%) were in the age range
between 15 -19 years, 110(26.9%) were in the age range between 20-24 years, 127(31.1%) were
in the age range between 25-29 years, 81(18.9%) were in the age range between 30 -34 years.

The mean age of respondents was 26 years with standard deviation (SD+5.5).

The ethnic composition of the respondents was Gamo, Welaita, Amhara, and Others, 311(76%),
44(10.8%), 68(6.8%), 26(6.4%) respectively. Respondents of Orthodox and Protestant religion
were found to be 193(47.2%) and 192(46.9%) respectively. Majority of respondents 384(93.9%)
were married. The occupational status of most respondents were house wife 293(71.6%)
followed by self-employed 59(14.6%). The respondents were illiterate 117(28.6%) and primary

school 134(32.8%) respectively.

Majority of respondents 234(57.2%) were rura residents. One hundred eighty four respondents
(45%) had 1425 ETB and above monthly household income followed by less than or equal 712.5

ETB 118(28.9%) and between 712.5 and 1425 ETB 107(26.2%) (Tabled).
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Table 1:- Sociodemographic characteristics of study participants in Arbaminch town and

Arbaminch Zuria Woreda public health facilities, SNNPR, Southern Ethiopia, February — March

2014.
Variables(n=409) Frequency(n) Per centage (%)
Agegroup  15-19 59 14.4
20-24 110 26.9
25-29 127 311
30-34 81 19.8
35 and above 32 7.8
Ethnicity Gamo 311 76.0
Welaita 44 10.8
Amhara 28 6.8
Other* 26 6.4
Religion Orthodox 193 47.2
Protestant 192 46.9
Other® 24 5.9
Marital status ~ Single 11 2.7
Married 384 93.9
Other® 14 24
Occupational ~ Government .w 48 11.7
Status Self-employed 59 144
House wife 293 71.6
Other* 9 2.3
Educational No education 117 28.6
primary school (1-8) 134 32.8
secondary school (9-10) 88 215
college diploma & above 70 171
Residence Urban 175 42.8
Rural 234 57.2
HHincome <7125ETB 118 28.9
712.5-1425ETB 107 26.1
21425 ETB 184 45.0
Family size had four and less 285 69.7
had more than four 124 30.3

Key':Other' konso, Oromo, Selte, Gurage, Malee, Tigray Other®>-Muslim, Catholic,Ahizab

Other®—Cohabitation, Separated, Divorced, Windowed — Other®-Student, Daily worker
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5.2 Obstetric history of the study participants

One hundred fifty two (37.1%) of respondents were gravida one, while the rest (62.9%) were two
and above. One hundred seventy two (42%) of respondents were zero parity and the rest
237(58%) were one and more children. Sixty one (15%) of respondents had history of at |east
one abortion and the rest 248(85%) had no a history of abortion. Regarding the causes of the
abortions among sixty one pregnant women, 48(78.6%) of the abortions were self-induced and
13(21.4%) were spontaneous abortion. Three hundred fourth four (84%) of pregnant women had
no history of child died, while the rest sixty five (16%) had history of at least one child died

(Table 2).

Table 2:- Obstetrics experience of study participants among pregnant women in Arbaminch

town and Arbaminch Zuria Woreda public health facilities, SNNPR, Southern Ethiopia, February

— March 2014.
Variables (n=409) Number (n) Per centage (%)
Number of gravida prime gravida 152 371
Multi gravida 257 62.9
Number of children no children 172 42
one or more children 237 58
No of abortion had no history of abortion 348 85
had history at |east one abortion 61 15
No of childdied had no history of child died 344 84
had history at least one child 65 16
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5.3 Timing of first ANC booking of the study participants

Information on timing of first ANC was collected from the women’s recall or client’s card if they
couldn’t remember the exact dates. Accordingly, the proportion of respondents who made their
first ANC booked with in recommended time (before 16 weeks of gestational age) were
71(17.4%) while those who delayed for first ANC booking (at or after 16 weeks of gestation)

were 338(82.6%) (Figure3).

ANC booking

M Early ANC booking
M Late ANC booking

Figure 3: Timing of first ANC booking among pregnant women in Arbaminch town and
Arbaminch Zuria Woreda public health facilities, SNNPR, Southern Ethiopia, February — March

2014.

Timing of first ANC booking ranges from 1% months to 9" months during their pregnancy.
29.9% of respondents were attended first ANC visits at four month of gestations. The mean of

first ANC booking was 5 months with (SD+ 1.5) (Figure 4).
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Figure 4. Gestational age distributions at first ANC booking among pregnant women in
Arbaminch town and Arbaminch Zuria Woreda public heath facilities, SNNPR, Southern

Ethiopia, February — March 2014.
5.4 Knowledge and per ception of antenatal care service of study participants

Four hundred six (99.3%) and four hundred four (98.8%) of respondents perceived and reported
that the importance of ANC for the health of the mother and fetus as highly important
respectively. One hundred fifty (36.7%) realized that the right time of ANC booking was before
16 weeks of gestation, two hundred forty four (59.7%) perceived the right time ANC booking
was at or after 16 weeks of gestation while 15(3.7%) did not know the right time of ANC
booking respectively. Twenty one (5.1%) pregnant women realized that only one visit of ANC
was enough, 98(24%) perceived two to three visits of ANC were enough, 261(63.8%) realized
that four to six visits of ANC were enough and 29(7.1%) perceived that more than six ANC

visits are enough.
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Result from qualitative data:-regarding the importance of early antenatal care attendance,
HCPs, HEWs and pregnant women have responded due to lack of knowledge and poor

perception on early initiation of ANC booking.

“I think at this time ANC utilization is good but the majority pregnant women were booked late
for first ANC if once they reached to our health center we tell them everything what they need to
the mother and fetus and what they to do regarding ANC and delivery but | say that there is no
sufficient health education at community level for new pregnant women but multigravida mother
said there is no need to come early for antenatal care if one has no problem with her pregnancy.
Then they stayed in their home rather than visiting health center”. (By A female nurse, 30 years

old, she has been working ANC unit more than 2 years)

“I do not have any information regarding ANC use even now my husband told me to go health
facility at this time. Previously | was living in remote areas. | am daily workers to go facility
frequently is difficult to me”. (By A 20 years old, married, gravida Il who booked at 22 weeks of
gestation).

By using house hold food insecurity access prevalence scale, house hold food status of pregnant

women were calculated. Majority of the households 365(89%) were food secured (Table 3).

30



Table 3:-Knowledge and perception of antenatal care service by timing of first ANC booking

among pregnant women in Arbaminch town and Arbaminch Zuria Woreda public health

facilities, SNNPR, Southern Ethiopia, February

— March 2014.

timing of first ANC visits
Variables (n=409) Booked late Booked early | Total (%)
n (%) n (%)
Importance of ANC for mother highly important 335(82) 71(17.3) 406(99.3)
medium important 2(0.5) 0 2(0.5)
less important 1(0.2) 0 1(0.2)
Importance of ANC for fetus  highly important 333(81.5) 71(17.3) 404(98.8)
Lessimportant 5(1.2) 0 5(1.2)
timing of ANC visits(n= 294) before 16 weeks 99(24.2) 51(12.5) 150(36.7)
at or after 16 weeks 224(54.8) 20(4.9) 244(59.7)
Knowledge number of ANC visit only one visits 20(4.9) 1(0.2) 21(5.1)
two to three visits 87(21.3) 11(2.7) 98(24)
four to six visits 211(51.6) 50(12.2) 261(63.8)
more than six visits 20(4.9) 9(2.2) 29(7.1)
House hold food status food secured 296(72) 69(17) 365(89)
food insecure 42(10.6) 2(0.4) 44(11)
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Three hundred seventeen (75.5%) of pregnant women responded that they received advice about
ANC use from someone else before their first ANC visits while 92(22.5%) did not received
advice from any one. Mgjority of the respondents 184(58%) received advice from community
health workers, followed by husband 66(24%). Two hundred eighty two respondents (89%)
reported that they were advised when to start first ANC visits. Among those women who were
advised, 132(47%) were advised before 16 weeks of gestation. The study investigated the
pregnant women were told about danger signs during pregnancy reported 291(71.1%); while
others 118(28.9%) were not told danger signs. Among two hundred ninety one, 156(53.6%),
228(78%), 179(61%), 169(58%), 169(58%), 167(57%) and 159(54%) were told al types of
danger signs of pregnancy, Vaginal bleeding, Severe headache, Fever, abdominal pain, blurred

vision and Vaginal gush of fluid respectively(Figure5).
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Figure 5: Danger signs told during pregnancy among pregnant women in Arbaminch town and
Arbaminch Zuria Woreda public health facilities, SNNPR, Southern Ethiopia, February — March
2014.
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5.5 Past history of ANC service utilization of study participants

Among two hundred fifty seven respondents (62.8%) who had history of previous pregnancy in
their life, 227(88%) had attended ANC for the previous pregnancy while the remaining 30(12%)
did not attended ANC. Regarding the birth order who had attended ANC previously were the
first pregnancy 140(62%), second pregnancy 89(39%), third pregnancy 55(24%), fourth

pregnancy 34(15%) and fifth pregnancy 26(11%) respectively.

Out of 227 respondents who had history ANC use in previous pregnancy, 78(34.4%) had their
previous ANC visit before 16 weeks of gestational age while the rest 149(65.6%) had their first

ANC vigit at or after 16 weeks of gestational age.

Regarding payment in health facility, majority of the respondents 312(76.3%) did not pay for the
ANC service. Among ninety seven respondents who paid for ANC service were 86 (89%) for
card, 73(75%) laboratory, 70(72%) drugs and 65(67%) ultra-sound respectively. The maximum

money they paid 70(72%) more than 50 ETB and followed by 16(28%) less than 10 ETB.

Service satisfaction of respondents was measured by mean score of the five Likert scae
guestions. Among four hundred nine respondents, 52% of respondents were satisfied (below
mean score for satisfaction) with ANC services in terms of staff approach, laboratory service,

privacy, waiting time and service charge and the rest scored above mean score for satisfaction.
5.6 Current pregnancy AND ANC utilization of study participants

Three hundred fifty nine (87.8%) of the respondents reported that they recognized their current
pregnancy when they missed mense (monthly period) one to three month while others 50(12.3%)

confirmed their pregnancy by urine test.

33



Two hundred sixty nine (66%) of pregnant women reported that their pregnancies were planned
while 140(34%) of pregnant women were unplanned pregnancies. Out of 140 unplanned
pregnancies, 29(32%) and 21(24%) was unwanted after conception by mother and husband
respectively. Among unwanted pregnancies, twenty four (6%) pregnant women were wanted to

undertake abortion.

Majority of the respondents 357(87.3%) were first informed their pregnancy to their husband
before ANC visits. Among four hundred nine pregnant women, 319(78%) were appointed in
recommended time and informed benefit of ANC follow up. In addition, the pregnant women
who came to ANC in this time were asked what made them to come in the first trimester, second
trimester and third trimester. Among who booked late, most of them 207(61%) came because of
they perceive that it isthe right timeto start, while 75(22%), 23(7%), 17(5%) and 16(4.7%) came
because of they were busy, unaware of pregnancy, learnt from previous experience and

unplanned pregnancy (Figure 6).

L ate recognition of pregnancy: - lessthan half of study participants responded that the reasons

for late comers due to having irregular monthly period and unplanned pregnancy.

“Almost ANC services are free except in hospital they pay for all services but in health center
they pay only for drugs still pregnant women booked late for ANC visits. This is due to
Sometimes its difficult to know that they are pregnant. Some pregnant women have irregular
periods; they miss periods for months only to find that they are not pregnant, so it’s better to
wait, to see if they are really pregnant. They go to health facility at five or six months of

gestation”. (By A HEW in the kebele, 25 years old, assigned 2 years ago)
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Figure 6: Reasons given to start ANC at this time among pregnant women in Arbaminch town
and Arbaminch Zuria Woreda public health facilities, SNNPR, Southern Ethiopia, February —

March 2014.

Financial constraints and lack of time: - Majority of respondents stated financial constraints

and shortage of time as the reasons for late antenatal clinic attendance.

“...ok! In hospital all ANC services were given but the pregnant women pay money so that those
who have poor economic status, and unable to visits in first trimester of their pregnancy, at one
visits ““one pregnant mother paid around 180 ETB”. (By A female nurse, 32 years old, she has

been working ANC unit more than 4 years)

“Who came from other areas especially the remote one we have got challenge to find them

because they change their place of residence frequently they do not have sufficient economic
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status ““they are daily workers. Even though some of these knew the right gestation age at
which they should make their first ANC visit but there is cultural and belief influence. They do
not want to show their body for male health care provider. They can’t just go to the hospital
without feeling the baby moving in their abdomen.so that they do not want to visits at early time

of pregnancy”.(By A HEW in the kebele, 27 years old, assigned 2 years ago)

5.7 Factor s associated with timing of first Antenatal care booking

In order to get the predictors of outcome variable, multivariable logistic analysis was performed
at p-value 0.05 for variables that were significantly associated with late first ANC booking are
place of residence, educational status, occupational status, monthly income, family size, gravida,
parity, child died history, previous ANC use, advised when to start, knowledge on number of
ANC visits, type of pregnancy, HH food insecurity, ANC service satisfaction in binary logistic
anaysis. In this study, the factors that were associated with late first ANC booking were low
monthly income, who received advice when to start ANC visits at/after 4 months, household
food insecurity and unplanned pregnancy. The likelihood of Pregnant women who had low house
hold monthly income were 5 times (AOR=4.9, CI (1.713, 14.076)) more likely to book late for
their first ANC as compared to their counter parts of women with high monthly income.
Pregnant women who received advice not on recommended time were 3 times (AOR=3, ClI
(1.476, 6.244)) more likely to book late for their first ANC as compared to their counter parts of
women with received advice on recommended time. Pregnant women with unplanned pregnancy
were 4.5 times (AOR=4.49, CI (2.162, 9.353) more likely to book late for their first ANC as
compared to their counter parts of women with planned pregnancy. Pregnant women who are in
charge of food insecure were 5 times (AOR=4.66, CI (1.007, 21.589)) more likely to be late first

ANC booking as compared to women with food secure (Table 4).
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Table 4:- Binary and Multivariable logistic regression model to identify factors associated with
timing of first ANC booking among pregnant women in Arbaminch town and Arbaminch Zuria

Woreda public health facilities, SNNPR, Southern Ethiopia, February — March 2014.

V ariables(n=409) First ANC booking  COR (95% CI) AOR(95% ClI)
Booked  Booked
late early
1.Place of residence
Rural 209 25 2.98(1.75, 5.08) 1.30 (0.68, 2.48)
Urban® 129 46 1 1
2.Educational status
No education 108 9 3.24(1.55,6.75) 2.1(0.92, 4.79)
Have education® 230 62 1 1
3.0Occupational status
Government® 35 13 1 1
Self employed 46 13 1.32(0.54, 3.18) 1.29(0.48, 3.41)
House wife 257 45 2.12(1.04, 4.32) 1.45(0.62, 3.93)
4.Monthly income
<7125ETB 113 5 5.88(2.24,15.43) 4.91(1.72, 14.07)*
712.5-1425 ETB 79 28 0.73(0.42, 1.28) 0.64 (0.34,1.18)
>1425 ETB® 146 38 1 1
5.Family size of HH
Lessthan five® 224 61 1 1
Morethan five 114 10 3.11(1.53, 6.28) 1.53 (0.68, 3.43)
6.Gravida
Primigravida® 118 34 1 1
Multi gravida 220 37 1.71(1.99,2.87) 0.85(0.27, 2.67)
7.Parity
Parity zero® 132 40 1 1
Parity one & above 206 31 2.02(1.20, 3.38) 1.11(0.58, 2.07)
8.No of child died
No died® 276 68 1 1
Onedied & above 62 3 5.09(1.55, 16.73) 1.41(0.36, 5.53)
9.Previous ANC use
Yes® 194 33 1 1
No 144 38 0.65(0.38, 1.09) 1(0.30, 3.46)
10.Advised when
start(n=280)
<4 month® 102 30 1 1
> 4 month 133 15 2.61(1.33,5.10) 3.03 (1.47, 6.24)*
11.Number of ANC
visit
Lessfour visits 107 12 2.27(1.17, 4.41) 1.12(0.53, 2.43)
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Four & above 231 59 1 1
Continue model ...

12.Types of
pregnancy
Planned ® 208 61 1 1
unplanned 130 10 3.8(1.88, 7.71) 4.49(2.16, 9.35)*
13. HH food status
Food secured® 296 69 1 1
Food insecure 42 2 4.9(1.15,20.71) 4.66(1.01,21.59)*
14. Satisfaction
High 166 46 1 1
tow 1z 1.91(1.12,3.24) 15083,273)

Key*: ®-reference category, Selection criteria in binary logistic regression at p <0.25, * at
p<0.05 considered as statistically significant in multivariable logistic regression model.

6. DISCUSSION

According to world health organization (WHO) recommendation, a pregnant woman needs to
start antenatal care in the first trimester of pregnancy. However, a significant proportion of
women from developing countries failed to meet the recommendation of entering antennal care
in the first four months of gestation(6). This study revealed that 82.6% of the pregnant women
initiated antenatal care attendance at or after four months of gestational age. But this result is
higher than the studies done in Addis Ababa, Bahirdar, Kenya and Ghana (18, 35, 42, 52). This
might be due to sociodemographic characteristics difference is evidenced by the fact that
majority of pregnant women had no education and only attained primary school, more than half
living in rural areas and were house wives in study area as compared to Addis Ababa residents
and other countries. Unlike the above this finding is similar with what was reported in

Nigeria(14).

First antenatal care booking ranges from 1% months to 9" months during their pregnancy time at
an average was 5 months of pregnancy. Thus, the result is consistent with the EDHS report

median duration of pregnancy at the first antenatal care booking is 5.2 months (in urban was 4.4
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months and rura was 5.5 months) and also its consistent with the study done in south eastern

Tanzania, three distinct Tanzania, Ghana and Malawi respectively (1, 28, 41, 52).

Pregnant women who had low house hold monthly income were 5 times more likely to book late
for their first ANC booking as compared to their counter parts of women with high monthly
income. This result is in line with the study done in Meketel zone, Holeta town, Nigeria and
Vietnam which showed that those who earned lesser income were more likely to book late as
compared to those who earned more respectively (14, 29, 31). Furthermore, other studies
reflected that Low monthly income was associated with increased odds of underutilizing
antennal care services among pregnant mother (1, 39, 53). This could be because of the fact that
better income it might be increases the ability to pay for health care services, transportation and

other costs. Also thisfinding was supported by qualitative finding.

As compared to the proportion of pregnant women with past antenatal care experience before
current pregnancy, those pregnant women without past antenatal care experience was lower to be
booked late than pregnant women with past experience for first antenatal care. This finding
supported by the study done in Addis Ababa and Uganda (18, 37). Actually Previous experience
of antenatal care utilization it might be improve the current pattern of antenatal care and timing
of first antenatal care visits. But the difference in this study was not statistically significant in
multivariable analysis. This might be happened due that the pregnant mother thinks us they can
handle the problems at early pregnancy based on their past experience and pregnant women’s
reflected that there is no need to come early for antenatal care if one has no problem with her
pregnancy. Beyond the quantitative finding, the qualitative result also indicated that “even
though some of these knew the right gestation age at which they should make their first antenatal
care visit but they could not go to health facility at early time of pregnancy without feeling of the

baby moving in their abdomen. Even they do not want to show their body for male health
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professionals at first trimester of pregnancy’”. This might be lack of knowledge and perception

on importance of early antenatal care visits.

Majority of respondents reported that they received an advice on antenatal care when to start
visits before being started by community health workers. The study showed that pregnant women
who received advice not on recommended time were 3 times more likely to book late for their
first ANC booking as compared to their counter parts of women with received advice. Similarly
study done in Addis Ababa on pregnant women who received advice on advantage of early
booking were 2 times more likely to book timely compared to pregnant women with did not
received an advice(18). And also this result is supported by the study done in Nigeria(54).
Therefore, this study suggests that advising pregnant women when to start first antenatal care

booking is more advantageous to attend antenatal care early.

In this study women whose pregnancy was unplanned were 4.5 times more likely to book late for
their first ANC as compared to their counter parts of women with planned pregnancy. This
finding in line with the study done in south western Ethiopia stated that unintended pregnancy
was 25% and 33% lower to use of antenatal care services and receiving adequate antenatal care
respectively(55). Furthermore, Studies indicates that unwanted pregnancies strongly associated
with late first antenatal care booking or less frequent antenatal care visits and when compared
with pregnancy reported as wanted, increased receiving of antenatal care before the sixth month
of gestation respectively (16, 56, 57). In addition, other studies demonstrated pregnant WWomen
who fell pregnant unintentionally had higher odds of starting antenatal care late(36, 43).
Therefore, being the pregnancy unplanned it might be shame or fear and poor readiness to go

heath facilities in recommended time.
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House hold food insecurity was measured based on house hold food status, from this the
household food status of pregnant women who are in charge of food insecure were 5 times more
likely to be late first ANC booking as compared to food secure. In food insecure situations, as
food becomes the first priority, expenditures on other goods and services could aso be forgone
to spare money for buying food(58). These conditions it might be unsuitable for pregnant women
to utilize maternal health services like early antenatal care visits. And again other studies
indicates, food insecurity has been associated with poor pregnancy outcomes, reduced number
of antenatal care visits, decreased self-rated health status and change behavior (21, 46, 48).
Furthermore, the study done in United States showed that Household food insecurity is an
important risk factor for elevated prenatal depressive symptoms among low-income pregnant
women(59). Qualitative studies showed that food insecure pregnant women worry about having

enough food to feed themselves, their unborn children and their family(60).
Limitation of the study

This study could not be generalized for pregnant women who were attended in private health
facility and health post. Ultrasound scan to confirm gestational age of pregnant women was not
performed for all; hence different methods were used to determine gestation age of women by

health care providers so that, this may have caused inaccuracies in measurement of gestational

age.

7. CONCLUSIONS

The study showed that more than three fourth of the pregnant women booked late for first
Antenatal care in Arbaminch town and Arbaminch Zuria Woreda public health facilities.
Knowledge of pregnant women on importance of Antenatal care for the health of mother and
fetus was found to be high. Most of the reasons given by pregnant women who booked
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Antenatal care visit late were due to perception of appropriate time and shortage of time. This
study indicated that pregnant women with low monthly income, pregnant women who received
an advice when to start Antenatal care visits not on recommended time, household food
insecurity and pregnant women with unplanned pregnancy were factors associated with late first

Antenatal care booking.

8. RECOMMENDATIONS

Based on the findings, the following recommendations are forwarded:

Gamo-Goffa health office should be empower and strengthen pregnant women with

integration of different stakeholders.

= Hedth facilities in study area should provide free Antenatal care services for those who
are attending Antenatal care clinic because aready ministry of health (MOH) has been
allowed free Antenatal care services.

= Antenatal care clinic workers should be provided clear information about timing and
importance of early Antenatal care visits to pregnant mother.

= Health extension workers ought to provide continuous health education on importance of
early Antenatal care visits and family health education before their pregnancy.

=  Community member should be integrate with health extensions and health development

army to give attention on importance of early antenatal care
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10. ANNEX-I

10.1 Questionnaire

Date:
Hedth Institution:

Interviewer:

1. Socio-demogr aphic and economic variables
1. How old are you? years
2. Ethnicity 1. Gamo
2. Welayita
3. Konso
4. Amhara
5. 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 completed)
1. Illiterate (cannot read and write)
2. llliterate (able to read and write)
3. Primary (1-8)
4. Secondary (9-10)
5. College diploma and above

6. Occupation 1. Government Employed
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2. employed self
3. House wife

4. Others (specify)

7. Place of residence 1. Urban 2. Rurd

8. Transportation cost that you paid for coming & back to this health service
1. No pay for transportation

2. If pay, Specify in ETB:
9. Monthly income per month ETB/Month

10. Family size in number
2. Obstetric history
11. Gravidaincluding abortion 1. Number of Pregnancies. 2. Number of abortions

12. If there is abortion 1.Number of Spontaneous: 2. Number of
Induced:
13. Para (Number of Births) 1. Number of children alive 2. Number of children died:

3. Number of still birth

3. Knowledge of antenatal care

14. How do you rate the importance of ANC for your health?

1. Highly important 2. Medium 3. Less 4. Do not know
15. How do you rate the importance of ANC for the fetus?

1. Highly important 2. Medium 3. Less 4. Do not know
16. When do you think it is appropriate time to begin the ANC after amenorrhea?

1 months

17. How many time do you think a women need to go for ANC a health facility during
pregnancy

1. One Visit 2. Twoto ThreeVisits 3. Four to Six Visits 4. Morethan Six Visits 5.
Others (Specify):
18. During (any of) your antenatal care visit(s), were you told about the signs of pregnancy

complications?
1.Yes 2.No
19. Which signs of pregnancy complications were you told about?
1. Vaginal bleeding 1.Yes 2.No
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2. Vagina gush of fluid 1. Yes 2. No
3. Blurred vision 1.Yes 2.No
4. Fever 1.Yes 2.No
5. Abdominal pain 1.Yes 2.No
6. Severe headache 1.Yes 2.No
7. Others
4. Past history of service utilization
20. Have you ever attended ANC? 1.Yes 2.No

21. If yes, for Q 16, for which pregnancy you attended (birth order)?

1st pregnancy 1. Yes 2.No
2nd pregnancy 1. Yes 2.No
3rd pregnancy 1.Yes 2.No
4th pregnancy 1.Yes 2.No
5th pregnancy 1.Yes 2.No

22. If you attended ANC before this pregnancy, at what months you started the service for the
recent pregnancy? Months

5. Past Servicerelated Variables

23. What is the maximum waiting time you spend to complete checkup?

1. For the first Visit hrs. 2. for the repeat Vigits
hrs

24. Is there any payment you were asked for checkup? 1. Yes

2.No

25. If yesfor Q 20, for what services you paid?

1. For consultation (card and Examination) 2. For laboratory 3. For ultrasound

4. For drugs 5. Other (specify)

26. If you paid for any service charge, what is the maximum money you paid for avisit?

1. Lessthan or equal 10.00 ETB 2.11.00 - 20.00 ETB

3.21.00-50.00 ETB 4. Greater than 50.00 ETB

27. Isthere any missed investigation in previous, due to shortage (inadequacy) of money?
1. Yes 2.No
28. If yes, for Q 23, what?
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1. Consultation (card and Examination) 2. Laboratory
4. Drugs 5. Other (specify)

3. Ultrasound

29. Rate the following items of service in terms of your satisfaction
1. Staff approach

1. Highly satisfied 2. Satisfied

4. Not satisfied 5. Highly not satisfied
2. Laboratory
1. Highly satisfied 2. Satisfied
4. Not satisfied 5. Highly not satisfied
3. Waiting time
1. Highly satisfied 2. Satisfied
4. Not satisfied 5. Highly not satisfied
4. Privacy
1. Highly satisfied 2. Satisfied
4. Not satisfied 5. Highly not satisfied
5. Charge of service
1. Highly satisfied 2. Satisfied
4. Not satisfied 5. Highly not satisfied

6. History of current pregnancy
30. How do you know your pregnancy?
Missed period
1.Yes 2. No

By examination (urine test)

3. Medium

3. Medium

3. Medium

3. Medium

3. Medium

1. Yes 2.No 3. Other (specify)

31. Isthis pregnancy planned?
1.Yes 2. No

32. If this pregnancy is planned, did the plan include your husband?
1.Yes 2.No

33. If this pregnancy is not planned, was it wanted by you after conception?

1.Yes 2. No

34. If this pregnancy is not planned was it wanted by your husband after conception?
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1.Yes 2. No
35. To whom did you tell you become pregnant for the first time?
1. Y our Husband 2. Your Mother 3. Your Sister
4. Your Friend 5. Other (specify)
7. History of current ANC
36. Before your first attendance of the ANC, was there any one who advised you to come?
1 Yes 2.No
37. If yesfor Q 32, to above question, from whom you get advice?
1. Community health workers/HEW's 2. Skilled professional inHF 3. Husband

4. Sister 5. Friend 6. Other (specify)
38. If you were advised to attend ANC by someone, did he/she informed you when to start?
1 Yes 2. No

39. If you are advised on the time to start ANC, When does he/she advise you to start?

months after Amenorrhea

40. In the present pregnancy, when did you start the follow up?

1. After __ months of amenorrhea 2. 1 don’t know the exact months
41. Why you decide to start [begin] the follow up at this time?

1. | perceiveit is appropriate time

2. from my previous Experience

3. Busy time

4. Economic factor (money constraints)

5. Because of unplanned pregnancy

6. Others (specify)

42. After your first visit, when did the Health workers appointed you for the second follow-up
Months of the first visit

43. If your pregnancy were unplanned or unwanted, did you want to undertake abortion?
1. Yes 2.No
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8. House hold food insecur e access scale (HFIAS)
44. In the past four weeks, did you worry that your household would not have enough food?
1=no (skip Q2)
2=yes
44a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
45. In the past four weeks, were you or any household member not able to eat the kinds of foods
you preferred because of alack of resources?
1=no (skip Q3)
2=yes
45a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
46. In the past four weeks, did you or any household member have to eat a limited variety of
foods dueto alack of resources?
1=no (skip Q4)
2=yes
46a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
47. In the past four weeks, did you or any household member have to eat some foods that you
really did not want to eat because of alack of resources to other type of food?
1=no (skip Q5)
2=yes
47a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
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48. In the past four weeks, did you or any household member have to eat a smaller meal than you
felt you needed because there was not enough food?
1=no (skip Q6)
2=yes
48a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
49. In the past four weeks, did you or any other household member have to eat fewer measin a
day because there was not enough food?
1=no (skip Q7)
2=yes
49a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
50. In the past four weeks, was there ever no food to eat of any kind in your household because
of lack of resources to get food?
1=no (skip Q8)
2=yes
50a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
51. In the past four weeks, did you or any household member go to sleep at night hungry because
there was not enough food?
1=no (skip Q9)
2=yes
51a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)
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52. In the past four weeks, did you or any household member go a whole day and night without
eating anything because there was not enough food?
1=no
2=yes
52a. how often did this happen?
1 =rarely (once or twice in the past four weeks)
2 = Sometimes (three to ten times in the past four weeks)
3 = Often (more than ten times in the past four weeks)

Guide questionsfor Interview

For ANC health careprovidersin health facility/health extension workers
1. What isthe Available schedule for FANC in this service
2. Have you been taken training of FANC?

3. What are the available service and resource for a pregnant woman booked timely before
16 weeks of gestation?

4. Why do some pregnant women come late for antenatal care? [Probe]
For selected late ANC visitor’s
1. What information /services you were received during first ANC booking?

2. What are the things that make it difficult for you to come to health facility for antenatal

care?
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1. Oyisho
Gaasa
Payatetha keta:

Ochiya asa suta:

1. Nebaga oyichiya Oyisho

1. Lathay apune? latha.
2. Behere 1. Gamo

2. Welayita

3. Konso

4. Amhara

5. haragidiko yota
3. Amano 1. Orthodox
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2. Muslim

3. Protestant

4. Catholic

5. Haragidiko yota
4. Gabichabaga 1. Gelonta

2. Azinada de77iya

3. Azinayi hagidesi

4. Shaketida, birishtida

5. Timirite dargja
1. Ayikoka tamaribena
2. Nababonne xaffo danida77iya
3. 1-8 kfiletamarida
4. 9-10 kfile tamarida

5. College diplomanne izappe daro tamarida

6. Otho baga 1. Ossobanda
2. ba osso othiyaga
3. Ketha gidon ossiga
4. Hara gidiko yota
7. Hal de77iyadere 1. Katama 2. Gaxare

8. Xenatabiya/kella gakanausi makinasi kessida birra
1. Ayiko birrakisibena

2. Birrakessida de77iko apunikko xaffa:

9. Aginnani apune birra soasati demosona

10. Soassata payido goxireni.
2. Shara baga
11. Apunetayifu gawotadi 1l.gawotidatayipo: 2. Boshetidatayipo

12. Boshetida sharayi l.apuni tayipo ezigonita 2. Apuni tayipo koyetidi:
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13. Apuni na77a yeladi? 1. Ha77i shemipoda de77iya na77a tayipo

tayipo:
3. Hagida yeletida na77a tayipo:

3. Shara mirimera baga eratetha
14. Sharamirimrakalitoyi go77ayota?

1. Adakoshesi 2. Koshesi 3.daro Keshena 4. Eruwa
15. Sharamirimrakalitoyi go77ana77asi?
1. Adakoshesi 2. Koshes 3.daro Keshena 4. Eruwa

16. Aginasutayi eqgini awude shara mirimera domo koshi?

1. Aputho aginani

17. Apuni toho shara mirimera hakime ketha busa koshi shara wode?
1. Isi toho 2.2-3toho  3.4-6toho 4. 6 tohoppe daro
18. Shara mirimera wode metoyi de77iko yotay?
1. EE 2. Akayi
19. Ayiba sharawode de77iya meto yotadi?
1. Sharawode sutha de77iko
2. Hara matheneppe gugiya hatha
3. Hayiffe tuma
4. Misha
5. Ulo sako
6. Daro huphe kotha
7. Harade77iko
4. Aridha Go77a go77eto baga
20. Hayisappe sitan shara mirimera kal adi? 1. Ee

21. Oyisho 20 zaroyi ee kidiko aputho sharas?
1. Isitho sharas
2. Nama77atho sharas
3. Hezatho sharas
4. Oyidatho sharas
5. Echashatho sharas
22. Hayisappe sitan shara mirimera kallida gidiko, aputho aginani?

2. Hagida na77a

2. Kalabeke

aginani.
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5. Aridha Go77a

23. Mirimeras biko wurisanas apun sate gameyi?

1. Koyiro mirimeras sar7ate. 2. Kaletidamirimeras

24. Sahara mirimeras birra oyichetadi? 1. Ee 2. Oyichetabeke
25. Oyisho 24 zaroyi Ee kidiko, ayibise?

1. Mirimeras 2. Laboratores 3. Ultrasounds

4. Dhales 5. Harayi de77ikko
26. Mirra gaxida gidiko apun birra?

1. 10.00 birra 2.11.00 - 20.00birra
3.21.00 - 50.00 birra 4. 50.00 birradaro
27. Birrapacini mirimera othonagey de77i?

1 Ee 2. Baa

28. Oyisho 27 zaroyi ee gidiko, ayiba?

1. Mirimeras 2. Laboratores 3. Ultrasounds
4. Dhales 5. Harayi de77ikko
29. Dargaima hayisappe kallidi de77iya Oyisho.
1. Hakimeta kallito

1. Daroppe uppetas 2. Uppetas 3. Ayikoka gena
4. Uppayitabeke 5. Daroppe uppayitabeke
2. Laboratory
1. Daroppe uppetas 2. Uppetas
3. Ayikoka gena 4. Uppayitabeke 5. Daroppe uppayitabeke
3. Gamo sa77ate
1. Daroppe uppetas 2. Uppetas
3. Ayikoka gena 4. Uppayitabeke 5. Daroppe uppayitabeke
4. Mitire naggo
1. Daroppe uppetas 2. Uppetas
3. Ayikoka gena 4. Uppayitabeke 5. Daroppe uppayitabeke
5. Misha gaxon
1. Daroppe uppetas 2. Uppetas

3. Ayikoka gena 4. Uppayitabeke 5. Daroppe uppayitabeke
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6. Ha shara baga
30. Sharayi de77idako woza eradi?
Aginasuthayi eyishe

1. Ee 2. Akayi
Sheshamirimerada
1. Ee 2. Akayi 3. Harayi de77ikko
31. Ha shara agadara?
1. Ee 2. Akayi

32. Ha sharsyi igiderakidiko igiden azzina de77i?

1. Ee 2. Akayi
33. Ha sharayi iqgidera banida gidiko, shratidappe guye koyadi?
1. Ee 2. Akayi

34. Ha sharayi igidera banida gidiko, shratidappe guye azinayi koyidde?
1. Ee 2. Akayi

35. Koyiro sharatidaga ossi yotadi?

1. Azzina 2. Ayiss 3.michisi

4. Lagess 5. Harayi de77ikko

7. Ha shara baga

36. Koyiro mirimera domodappe sita one nesi yotidayi?
1. Ee 2. Akayi

37. Oyisho 36 zaroyi Ee gidiko, one nesi zorre imidayi?

1. Xenaextension 2. Xenabaemoyia 3. Azina
4. Micho 5.Lagge 6. Harade77iko
38. Sharamirimeras zore imida asayi de77iko awude domiyako yottade?
1. Ee 2. Akayi
39. Shars mirimeras domanas zore immetidakko awude domanamala
agina sutha eqidappe agina.
40. Ha77i sharan awude domadi?
1. aginna 2. Aginaeruwa

41. Ayis haaginan domadi?
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1. Bessiyiaagine gididasasi.
2. Kasse sharappe tamaridaga
3. Gizeyi bayina gishawu

4. Mishatayida gishawu

5. Sharaiqideyi banagishawu
6. Harayi de77iko
42. Koyiro shara mirimerappena awudessi gaxaro immido

43. Sharayi iqideyi badagikko worisanasi koyayi?
1. Ee 2. Akayi
8. svasa kata demiya oge
44. Kasse 4 saminitan katayi tayana gidi kopi eretti?
1=akayi (AraQyisho 2)
2=Ee
44a. apune tayipo hanide?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan

3 = tamu tohoppe daro 4 samitani

agina koro mirimerappe.

45. 4 samitappe sitan ne woyikko ne so asyi koyida kata manasi kiyyidi tayidona?

1=akayi (AgaQyisho 3)
2=Ee
45a. appunne toho hanide?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani

46. 4 samitappe sitan ne woyikko ne so asyi ayinate ayinate kata manasi kiyyidi tayidona?

1=akayi (AgaOyisho 4)
2=Ee
46a. appunne toho hanide?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan

3 = tamu tohoppe daro 4 samitani

47. 4 samitappe sitan ne woyikko ne so asayi koyota kata mideti katayi tayidappe dedidi?
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1=akayi (AgaOyisho 5)
2=Ee
47a. appunne toho hanide?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
48. 4 samitappe sitan ne woyikko ne so asayi etes koshiya katappe guta kata mideti katayi
tayidappe dedidi?
1=akayi (AgaOyisho 5)
2=Ee
48a. Appune toho hayis handde?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
49. 4 samitappe sitan ne woyikko ne so asayi etesi koshiya katappe guta kata mideti katayi
tayidappe dendidappe?
1=akayi (AgaOyisho 7)
2=Ee
49a. Appune toho hayis handde?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
50. 4 samitappe sitan ne woyikko ne so asayi kata mena agidagame de77i?
1=akayi (AgaOyisho 8)
2=Ee
50a. Appune toho hayis handde?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
51. 4 samitappe sitan ne woyikko ne so asayi kata mena agidagame de77i?
1=akayi (AgaOyisho 9)
2=Ee
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51a.Appune toho hayis handde?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
52. 4 samitappe sitan ne woyikko ne so asayi kata mena isi galasanne omadhe agido katayi
banagishawu?
1=akayi
2=Ee
2a.Appune toho hayis handde?
1 =isi namu77u toho 4 samitani
2 = hazu tamu toho 4 samitan
3 = tamu tohoppe daro 4 samitani
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