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ABSTRACT

Background: The purpose of ANC is to improve pregnancy outcome for both the mother and
fetus. Antenatal care is more beneficial in preventing adverse pregnancy outcomes when it is
initiated early in the pregnancy and continued until delivery. Despite the widespread
availability of free antenatal care services, most women in our country attend their first
antenatal clinic late in pregnancy and fail to return for follow-up care, which potentially leads
to prenatal and maternal complications.

Objective: The objective of this study was to assess timing of first ANC initiation and factors
that influence timing of first ANC initiation among pregnant women at selected public Health
Centers in Addis Ababa.

Methods: The research was done using cross-sectional study design on randomly selected 383
samples of pregnant women attending antenatal care at selected public health centers found in
Addis Ababa city administration. The respondents were interviewed by trained and
experienced data collectors, after informed consent was obtained. The collected data was then
entered using Epi info version 3.5.4 and the data cleared and analyzed using SPSS version 21.
Result: Two hundred seventy five (71.8%) of participants started antenatal care early within 16
weeks of gestation. Three hundred sixty two (94.5%) and 365(95.3%) of respondents perceived
and rated that ANC is highly important for the health of the mother and fetus respectively.
Three hundred sixty (94%) of the respondents perceived that the correct time of ANC visit was
before 16 weeks of gestation. Two hundred forty (62.7%) of the respondents have ever
attended ANC services while 143 (37.3%) not. Out of 211 respondents who informed the time
that they had started ANC service for the last pregnancy preceding this one, 66 (31.3%) had
started at 12™ week of gestation while 53(25.1%) and 38(18%) had started at 16™ and 20™
weeks of gestation respectively.

Conclusion: About quarter (28.2%) of women were entered late to first antenatal visit.
Recommendation: There is a need for improvement in the timely initiation of antenatal care in
health centers of Addis Ababa. Further study is also needed to look at health care system
practices to conclude what changes are needed that would make possible that more pregnant

women to receive early and continuous antenatal care.
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CHAPTER ONE: INTRODUCTION

1.1. Back ground information

Pregnancy is a very important event from both social and medical points of view. Therefore,
pregnant women should receive special care and attention from the family, community and
from the health care system [1]. Many health problems (such as diabetes mellitus, renal
disease, cardiac disease, chronic hypertension, tuberculosis, past history of HIV — related
illnesses and Highly Active Anti Retroviral Treatment (HAART), varicose veins, deep venous
thrombosis, other specific conditions depending on prevalence in service area (for example,
hepatitis, malaria), other diseases, past or chronic allergy) [1, 2] in pregnant women can be
prevented, detected and treated by trained health professionals during antenatal care visits.
Therefore, World Health Organization (WHO) recommends a minimum of four antenatal
visits, comprising interventions such as tetanus toxoid vaccination, screening and treatment for

infections, and identification of warning signs during pregnancy [2].

Antenatal care refers to pregnancy-related services provided by skilled health care
professionals starting from conception up to the onset of labour encompassing monitoring of
the health status of the woman and the fetus, provision of medical and psychosocial

interventions and support, and health promotion [3].

The main objectives of antenatal care are: prevention and treatment of any complications;
emergency preparedness; birth planning; satisfying any unmet nutritional, social, emotional
and physical needs of pregnant woman. It also includes provision of patient education,
including successful care and nutrition of the newborn; identification of high risk pregnancy;
encouragement of (male) partner involvement in antenatal care [1]. The care should be

appropriate, cost-effective and based on individual needs of the mother [1].

The general health status of pregnant women depends largely on the quality of the antenatal
services available to them, as pregnancy tends to aggravate most potential diseases that can
occur in women. The provision of good antenatal services ensures early detection and prompt

management of any complication or disease that may adversely affect pregnancy outcome [4].



According to De Kock and Van der Walt, the comprehensive aim of antenatal care is to prepare
the pregnant woman and her family for pregnancy, labour and puerperium, including lactation
and subsequent care of the newborn baby [5]. Antenatal care is more beneficial in preventing
adverse pregnancy outcomes when provided early in the pregnancy and continued through
delivery. Early detection of problems in pregnancy is used for more timely referrals for women
in high-risk categories or with complications; this is particularly true in Ethiopia, where three-
quarters of the population live in rural areas and where physical barriers such as distance
(inaccessibility), transportation service, crowded traffic and unsuitable health institution
buildings pose a challenge to providing health care. Under normal circumstances, the World
Health Organization (WHO) recommends that a woman without complications should have at
least four antenatal care visits, the first of which should take place during the first trimester [6],

around or preferably before 16 weeks of gestational age [1].

The aims and objectives of the first visit are primarily to establish a rapport with the client and
collect information to evaluate the state of health of the mother, and her preparedness for
motherhood and chart the likely course of the pregnancy [7]. While the second visit should be
scheduled at 24-28 Weeks and it is expected to take about 20 minutes [1]. The third visit
should take place around 30 to 32 weeks and is expected to take 20 minutes. The fourth should
be the final visit of the basic component and should be taken place between weeks 36 and 38.
Objectives of the second, third and fourth visits are to note any changes since first, second and
third visits respectively and plan for appropriate care whenever any abnormality is detected.
Specifically the fourth visit is extremely important that women with fetuses in breech
presentation should be discovered and external cephalic version be considered. All information
on what to do and where to go (which health facility) when labor starts or in case of other
symptoms should be reconfirmed in writing and shared with the patient, family members

and/or friends of the patient [1].

In developed countries such as the United Kingdom and the United States, ANC is
recommended within the first 12 weeks of pregnancy [8, 9]. Women of developed countries are
advised to attend ANC early and even earlier than previously recommended. For example, the

United State Public Health Service Expert Panel on Prenatal Care recommends a first visit in
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the first eight weeks of pregnancy and, ideally, before conception in order to identify and treat
health conditions that could affect the fetus and mother [10]. Especially preconception care is
recommended in face of HIV positive mothers about options for preventing unplanned
pregnancy, the use of FP methods and its relation with HIV/AIDS and ARV drugs. Moreover,
nutritional advice with information on adequate high calorie intake to support nutritional needs,
provision of additional iron and folate at least three months prior to pregnancy and encouraging
the consumption of foods rich in iron (e.g. green leafy vegetables, meat and liver) and
prevention of diseases such as malaria will be provided as a component of care for woman
prior to conception [1].

Antenatal care is a key entry point for pregnant women to receive a broad range of health
promotion and preventive health services. ANC provides an opportunity to advice women and
their families on how to prepare for birth and potential complications and promote the benefit
of skilled attendance at birth and to encourage women to seek postpartum care for themselves
and their newborn. It is also ideal time to counsel women about the benefits of family planning
and provide them with options of contraceptives. In addition, ANC is an essential link in the

house to hospital care continuum and helps assure the link to higher levels of care when needed

[1].

Although scientific debate concerning the design of ANC continues, research suggests that in
low-income countries, particularly sub-Saharan Africa, pregnant women often do not receive
the recommended ANC [11, 12]. Across sub-Saharan Africa there is wide variation in ANC
attendance: although 71% of pregnant women attend formal ANC at least once, only 44%
attend ANC four or more times [12]. To ensure that women achieve four ANC visits and that
potential complications are identified in early pregnancy and managed effectively, the WHO
recommends that women initiate ANC during the first trimester of pregnancy [13]. However,
comprehensive analysis of DHS data from the 1990s suggested that less than 30% of pregnant
women achieved this goal [12]. More recent Demographic and Health Survey (DHS) data
illustrate that the variation in timing of ANC initiation across sub-Saharan African remains
notable: for example, 11% of women started ANC in the first trimester in Ethiopia (2011) [6];
16% in Nigeria (2008[14]); 47% in Congo-Brazzaville (2005 [15]) and 55% in Ghana (2008

[16]).



1.2. Statements of the problem

Antenatal care improves a wide range of health outcomes for women and children and provides
an opportunity to provide interventions for improving maternal nutrition, to encourage skilled
attendance at birth and use of facilities for emergency obstetric care [17, 18]. Delayed entry
into antenatal care may result in missed opportunities to diagnose pregnancy induced

hypertension, gestational diabetes, or sexually transmitted infections.

Maternal health care is important for better maternal, Perinatal and infant health outcomes.
High maternal and neonatal mortality rates are associated with inadequate and poor-quality
maternal health care, including antenatal care, skilled attendance at birth and postnatal care.
Hence, achieving the MDG number 5 on maternal health requires providing high-quality
pregnancy and delivery care, improving sexual and reproductive health care and universal

access to all its aspects [17, 19, 20].

Maternal death has declined substantially worldwide except in Sub-Saharan Africa [21]. Of the
21 countries with the highest maternal mortality, fifteen are in sub-Saharan Africa, including
Ethiopia [21]. According to 2011 EDHS report, a maternal mortality ratio (MMR) was 676
deaths per 100,000 live births during the seven-year period preceding the survey. In other
words, for every 1,000 live births in Ethiopia during the seven years preceding the 2011
EDHS, about seven women (6.76) died during pregnancy, during childbirth, or within two
months of childbirth. The lifetime risk of maternal death (0.036) indicates that about 4 percent
of women died during pregnancy, during childbirth, or within two months of childbirth. The
estimated maternal mortality ratio is almost the same in the 2011 EDHS (676) as it was in the
2005 EDHS (673) [6], though it still remains to be among the highest. The 2011 EDHS report
revealed that, percentage of pregnant women who attended ANC visit at least once are 42.6%

while 19.1% of women attended at least four ANC visits [6].

From a qualitative research in three countries (Ghana, Kenya and Malawi), women’s timing of
ANC initiation was influenced by reproductive concerns and pregnancy uncertainties,
particularly during the first trimester, and how ANC services responded to this uncertainty;
age, parity and the associated implications for pregnancy disclosure; interactions with

healthcare workers, particularly messages about timing of ANC; and the cost of ANC,
4



including charges levied for ANC procedures — in spite of policies of free ANC — combined
with ideas about the compulsory nature of follow-up appointments [22]. Nonetheless, across
the research sites, survey data indicate two notably different patterns of ANC attendance: on
the one hand, over half of Ghanaian women attend ANC in the first trimester of pregnancy and
less than 10% initiate ANC in the third trimester; whereas, in Kenya and Malawi, 12% and
15% of women, respectively, initiated ANC in the first trimester and around 40% in the third

trimester [22]

Results from a systematic review and meta-analysis indicate increased odds of delayed
antenatal care use among women with unintended pregnancies (OR 1.42) as compared to
women with intended pregnancies [23]. There have been many studies on factors relating to
late entry to ANC in the world. The related factors include place of residence, age, education,
employment status, parity, intention to get pregnant, use of contraceptive method, economic

status, health insurance and travel time [24].

Even though there is an increase in number and professional mix of human resources and
accessibility and number of health care facilities providing perinatal care free of cost and
without discrimination to any status of the woman, maternal mortality rate which is decreasing
worldwide, 1s still among the highest in our country. As there is no data regarding ANC
initiation time in the study area; this study will fill the gap by identifying the existing time of

ANC initiation and the factor for late entry into first ANC.



1.3. Significance of the study

Many researches revealed that early commencement of antenatal care by pregnant women
as well as regular visits has the potential to affect maternal and fetal outcome positively
[25]. Due to its potential impact on the provision of ANC in line with WHO recommendations,
particular emphasis will be placed on investigating timing of first ANC initiation and
associated factors.

Studies done on timing of first ANC visit in different areas reported the time of first ANC visit
differently. Therefore, this study attempts to assess the timing of pregnant women's first
antenatal care visit and identifies the maternal and socio-demographic factors influencing early
and late attendance among pregnant women in the study area. The result is expected that it will
enable the targeting of ANC resources to improve maternal and infant health specially to
increase maternal early entry into ANC.

The finding of this research can also serve other researchers, educators, policy makers,
governmental and nongovernmental organizations as a step point for initiation of activities and
strengthening the utilization of available resources in order to decrease the maternal mortality
ratio of our country which is much higher than the target. For the researcher, this research will
have great a deal of importance in enabling her to contribute to her nation in showing the
magnitude of late initiation of first ANC utilization by pregnant women in study area and its
associated factors as well as in providing skills and experience to take part in process of such
an important research activities. Moreover, the successful completion of this thesis will help
me as a partial fulfillment for master’s degree in Maternal and Reproductive Health Nursing.
Lastly it might provide some information that will help the planning and implementation of
different activities that promote early initiation of first ANC and quality of services that can
directly and/or indirectly contribute to the wellbeing of mothers and fetus, community
wellbeing.

In general knowledge of the information, particularly reasons behind coming late for the first
antenatal care visit by some pregnant women, will enable development of recommendations to
the concerned authorities (policy makers, health professionals and pregnant women) aimed at
encouraging pregnant women to make their first antenatal care visit at the times recommended

by WHO as well as Ethiopian Federal ministry of health.
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CHAPTER TWO: LITERATURE REVIEW

2.1. Timing of First Antenatal Care

A key objective of maternal health care programs has been to ensure that women present for
ANC early in pregnancy in order to allow enough time for essential diagnosis and treatment

regime ns such as treatment of STIs and management of anemia [7].

A research conducted among Pacific Islands Families (New Zeland), almost all (99.1%)
mothers attended antenatal care at least once. Over a quarter (26.6%) initiated their antenatal

care late (their first antenatal visit was 15 weeks or later into their pregnancy) [26].

Data from New South Wales presented that 41% of women entered ANC after 12 weeks, 16%
after 17 weeks and 10% after 20 weeks. The mean pregnancy duration at entry to ANC was

12.8 weeks and the median duration was 12 weeks [24].

The above explained qualitative research in three countries (Ghana, Kenya and Malawi) tended
to characterize respondents from different categories as women in Ghana generally starting
ANC around the third or fourth month of pregnancy, whereas women in Kenya and Malawi

were often reported to make their first visit at around the sixth or seventh month [22].

The findings of the Uganda Demographic and Health survey 2011 showed that though over
90% of pregnant women attend antenatal care at least once, only 48% make four or more
antenatal care visits during their entire pregnancy, only 21% of women made their first

antenatal care visit before the fourth month of pregnancy [27].

The majority of pregnant women from self report survey in south-eastern Tanzania explained
that they initiated antenatal care attendance with an average of 5.1 gestational months. Among
the 405 pregnant women participating, only 29% initiated ANC attendance within the first four
months of pregnancy as recommended by WHO [28].

In Ethiopia, According to EDHS 2011, Nineteen percent of women with a live birth in the five
years before the survey made four or more ANC visits during the length of their pregnancy, a

marked improvement from 12 percent reported in the 2005 EDHS. Urban women are more
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likely than rural women to have made four or more visits (46 percent versus 14 percent).
Eleven percent of women made their first ANC visit before the fourth month of pregnancy, an
almost two-fold increase from 6 percent in the 2005 EDHS. The median duration of pregnancy
at the first visit is 5.2 months, while urban women made the first ANC visit earlier (4.4

months) than rural women (5.5 months) [6].

A cross sectional study in Addis Ababa revealed that the proportion of respondents who made
their first ANC within the recommended time (before or at 12 weeks of gestation) were 40.2%

while those who initiate ANC late (after 12 weeks of gestation) were 59.8% [29].

2.2. Factors that contribute to patterns of maternal health utilization

Women and newborns need timely access to skilled care during pregnancy, childbirth, and the
postpartum/newborn period. Too often, however, their access to care is impeded by delays-
delays in deciding to seek care, delays in reaching care, and delays in receiving care. These
delays have many causes, including logistical and financial concerns, unsupportive policies,
and gaps in services, as well as inadequate community and family awareness and knowledge

about maternal and newborn health issues [1].

Delays in deciding to seek care may be caused by failure to recognize signs of complications,
failure to perceive the severity of illness, ignorance about existing of obstetric services, cost of
transport and health care, previous negative experiences with the healthcare system, and

transportation difficulties [1].

Several authors state financial problems as the major constraint to antenatal clinic attendance

[30, 31].

While having a medical aid or a health care insurance policy is key to attending antenatal
clinics in the USA and other Western countries, this is not the case in Lesotho, because
women are not required to have any insurance in order to receive antenatal care services. In
fact, antenatal services as well as contraceptive services are among the cheapest health services
offered in Lesotho. For instance, in Lesotho M10.00 (or R10.00 in South African currency) is

required for the first antenatal visit; subsequent visits are free of charge [32]
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Utilization of health services is a complex behavioral phenomenon. Empirical studies of
preventive and curative services have often found that use of health services is related to the
availability, quality and cost of services, as well as social structure, health beliefs and personal

characteristics of the users [29].

Several factors affecting the utilization of antenatal care in developing countries have been
identified [33]. These include: maternal education, husband's education, marital status,
availability, cost, household income, women's employment, media exposure and having a

history of obstetric complications [33, 34].

According to a research done in Lesotho on variables influencing delay in antenatal clinic
attendance among teenagers, from a total of 21 interviewed pregnant adolescents, the majority
(71.43%) started visiting the antenatal clinic during the second trimester, while 28.57% started
antenatal care during the third trimester. The research also revealed that there is association
between time of ANC attendance and pregnant adolescent’s educational level and that of
parent, breadwinners’ employment status, denial of the pregnancy by the boyfriend and support
during pregnancy. [32]

A research done in south-eastern Tanzania on ‘timing of antenatal care for adolescent and adult
pregnant women showed time of antenatal attendance was associated with number of
pregnancy (first pregnancy strongly associated with an earlier ANC attendance) and previous

miscarriage or stillbirth [28].



Conceptual Framework

A health-protecting behavior is defined as any behavior performed by people, regardless of

their actual or perceived health condition, for the purpose of promoting or maintaining their

health, whether or not the behavior produces the desired outcome. One framework, the health

belief model (HBM), was devised to foster understanding of what made some healthy people

choose actions to prevent illness while others refused to engage

recommendations.

in these protective

INDIVIDUAL
CHARACTERISTICS
AND EXPERIENCES

1. Prior related behavior

- Problems in last delivery
-History of Cesarean
section (C/S), abortion

-Number of pregnancy

- Previous ANC attendance

BEHAVIOR-SPECIFIC

COGNITIONS AND AFFECT

1. Perceived benefits of action

[~ | - Perception of importance of ANC

- Percention of timing of ANC

BEHAVIORAL

OUTCOMES

2. Perceived barriers to action
- Transportation cost

- Waiting time

- Payment (cost) of services

Immediate competing
demands and preferences

7y

3. Perceived self-efficacy
- Fear of hardship

)

2. Personal factor
(Biological, psychological,
socio-cultural)

- Age, occupation,
educational status, marital
status, income, disease

4. Activity-related affect
- Inappropriate response of
Doctors and Nurses

A 4

A 4

- Preferences among
traditional and skilled care
- Preferences to public or
nrivate sector

A 4

5. Interpersonal Influences
(Family, peers, providers);
Norms, Support, Models)

- Advice to get ANC service

- Information from health workers

Commitment TIMING OF FIRST
to a plan of ANTENATAL CARE
action INITIATION
- Willing to/not A A
to attend ANC

4

6. Situational Influences
-Planned/unplanned pregnancy
- Wanted or unwanted pregnancy
- Plan for Abortion
- Knowledge about ANC

Figure 1: Conceptual framework for timing of first ANC (Adopted from Revised health

promotion model or Health belief model (HBM) of Nola J. Pender 1996)
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CHAPTER THREE: OBJECTIVES

3.1. General Objective

The general objective of this study is to assess timing of first ANC initiation and factors that
influence timing of first ANC initiation among pregnant women at selected public Health

Centers in Addis Ababa.

3.2. Specific Objectives

1. To assess the timing of fist ANC initiation
2. To assess the knowledge of pregnant women on importance of first ANC initiation

3. To assess factors associated with late initiation of first ANC
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CHAPTER FOUR: METHODS AND MATERIALS

4.1. Study Area
This study was conducted in seven selected public health centers in city of Addis Ababa. Addis

Ababa lies on 9°1'48"N latitude and 38°44'24"E longitude. The city is located at the heart of
the country, at an altitude ranging from 2,100 meters at Akaki in the south to 3,000 (9,800 ft)
meters at Entoto Hill in the North. This makes Addis Ababa the third highest city in the world,
after La Paz and Quito in Latin America. The city has sub-tropical highland climate. Its time
zone is categorized in East Africa Time (UTC+3). The city occupies a total area of 540 Sq. Km

[35].

Addis Ababa is the capital city of African Union and its predecessor, the OAU (Organization
for African Union) and federal government Ethiopia with a total projected population of
3,048,631for the year 2012. It is further divided into 10 subcities and 116 woredas, the smallest
administrative unit in the city. In Addis Ababa, there are 42 hospitals (36 private and 6
governmental) and 53 Health Centers [35]. The Addis Ababa’s childbearing age group is 35%
of the total female population [35].

4.2. Study Period

The duration of the research was from December, 2013 to June, 2014 and the data collection

period was from March 11" to April10™, 2014.

4.3. Study Design

Institution based cross-sectional study design was used.

4.4. Source and Study Population

Source population: All pregnant women in Addis Ababa City Administration and using
public health center for ANC.
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Study population (participants of the study): Pregnant women attending ANC at selected
health centers.

4.5. Inclusion and Exclusion Criteria
4.5.1. Inclusion Criteria

All pregnant women attending ANC service, resident of the study area (at least for 6 months)
and willing to participate in the study were included.

4.5.2. Exclusion Criteria

Women who were severely ill, unwilling to participate and on labour pain and those stayed less
than 6 months in the study area were excluded from the study.

4.6. Sample Size Determination

The sample size was calculated using single population proportion based on the following
assumptions. From a cross sectional study in Addis Ababa on “why pregnant delay to attend
prenatal care?” the proportion of respondents who made their first ANC within the
recommended time (before or at 12 weeks of gestation) were 40.2% while those who initiate
ANC late [after 12 weeks of gestation] were 59.8%. [29] Therefore, the prevalence of 59.8%
was taken to estimate the sample size.

Significance level calculate d at 95% was confidence interval and margin of sampling error
tolerable was a ssumed to be 5%.

n=[Zaw RN E5) R — The minimum sample size for a very large population
(N> 10,()20())
w
Where, p=the previous prevalence rate of late timing of first ANC visit = 59.8% (0.598)
w = margin of error to be tolerated = 5% (0.05)
Z o» at C195% = Z value at 95% CI = (1.96)

n= (1.96)%p.(1-p)
(0.05)*
n= (1.96)%.0.598.(1-0.598) = 3.8416x0.598x0.402 = 0.9235 = 369.4 ~ 369
(0.05)* 0.0025 0.0025
n=2369

Therefore, 369 samples with 5% contingency [total of 387 samples] was included in this study.
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4.7. Sampling Techniques

Among 10 subcities in Addis Ababa, three sub-cities were randomly selected. From health

centers found in these three subcities, seven health centers were selected based on their second

quarter performance report of 2006 E.C. Then the total sample 387 was distributed to each

health centers based on their proportion of performance using proportion (k=3.8). Therefore,

th . .
every 4~ mothers were interviewed.

Addis Ababa

A

y

v

[ Kolfe Keraniyo Sub-city ]

y

v

Y
Kolfe HC Alem Bank Woreda 9
(1189) HC (864) HC (669)

A 4

Flow of monthly expected ANC

A 4

'
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v
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'

[ Nefas Silk Lafto Sub-city ]
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Figure 2: Schematic representation for sampling procedure

387

samples
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4.8. Data Collection

4.8.1. Data Collection Tools

Data collection process was performed using structured and open-ended questionnaires, which
were prepared in English language and translated into local language (Ambharic); then
retranslated into English by another translator to check consistency. Then the result was

reported in English. The questionnaires were including information about:

a) socio-demographic characteristics including age, religion, ethnicity, distance from hospital,
level of education of the pregnant woman and her partner, their occupation and marital status;

source of information.

b) obstetric history of the pregnant woman including date of last normal menstrual history ,
weeks of amenorrhea , gravidity, history of abortion and history of any problem in current or

previous pregnancy; time of first ANC initiation.

c¢) reasons for coming late including whether they had sought any medical care somewhere
before coming to the health center, who decides that they attend antenatal care, what they
thought as the right gestation age at which they should start attending antenatal care and why

they had come late for the first antenatal care visit.

4.8.2. Data Collection Techniques
Nurses and Midwives from respective health centers interviewed the selected pregnant mothers
who fulfill the inclusion criteria. The data collection was conducted in a private and calm

environment to ensure confidentiality. Before data collection, the purpose of data collection,
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importance of the study as well as the significance of fidelity (telling true information) was told
to the participants in order to maximize the response rate and generate quality data as intended.
Finally, the process of data collection supervised and controlled regularly by one employed
supervisor as well as the principal investigator. The collected data was checked for
completeness and consistencies; and any confusion on data collection and/or responses was
handled on discussion immediately before data entry.

4.9. Study Variables

4.9.1. Dependent Variable

Age of pregnancy in weeks at first ANC visit was treated as a continuous variable and also be
classified into early and late entry to ANC.
4.9.2. Independent Variables

Socioeconomic and demographic factors include - Maternal age, marital status, Maternal
Education, Occupation, Ethnicity and Religion, Family income, Residence and Access to
service.

Obstetric History: Parity, Mother’s childbirth experience

Past experience: Previous Utilization of Service, Perceived Quality of Service, Cost of

Maternal Service.

4.10. Operational Definitions

Early initiation of ANC — Refers to pregnancy-related care received from a skilled health care
professional within the first three months of pregnancy.

Normal Antenatal Visit- The first ANC visit should occur in the first trimester, around or
preferably before 16 weeks of gestational age.

Late ANC: Refers to pregnancy-related care received from a skilled health care professional
but initiated after 16 weeks of gestation.

Perception: In this study, perception refers to how pregnant mothers see or regard antenatal

care they receive from health care providers.
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Knowledge: implies that women are seen as well informed and that they responded to timing
of first ANC visit correctly in accordance to WHO recommendation.

4.11. Data Quality Control

Structured and standardized interview questionnaire adopted from previous thesis on “why
pregnant women came late for ANC?” were used. Training of data collectors on information
about the research objectives and data collection tools and procedures, and interview methods
was conducted for one day. Supervision of data collectors were made two times at each health
center by assigned supervisor and principal investigator. The data collected was carefully
checked for completeness as well as consistencies in the field by supervisor and principal
investigator.

4.12. Data Analysis

Each completed questionnaire was coded. The collected data were entered into a computer by
principal investigator using Epi info version 3.5.4 and analyzed using Statistical Package for
Social Sciences (SPSS) version 21 to determine the prevalence percentage of late initiation of
first ANC, OR, chi-square. Statistical significance was evaluated at 95% level of significance
using descriptive statistics. Finally the result was presented in statement, using table, graphs

and charts.

4.13. Ethical Consideration

Ethical approval was obtained from the Institute Review Board (IRB) of Department of
Nursing and Midwifery at Addis Ababa University. In addition, permission was obtained from
Addis Ababa health bureau and each of the health centers where pregnant women was
participating in the study. An explanatory statement outlining the research was provided for
interested pregnant women and signed informed consent was obtained prior to commencing the
interview and providing questionnaire. In order to respect the participants’ privacy and
confidentiality, the interviews was conducted only in the presence of the interviewer and the
interviewee. All participants were informed that they could withdraw from the study at any

time they wish.
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4.14. Dissemination and Use of Results

After approval the final findings of the research with possible conclusions and
recommendations will be submitted to Addis Ababa University, school of postgraduate studies,
to Federal ministry of health and Addis Ababa Health Bureau. The research results may be
used by policy makers and other concerned bodies on how to enforce existing resources and
search for further solutions in overcoming the problem. Finally, the extract of the article will be

sent to local publishing agents for publication as well as public utilization of the finding.
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CHAPTER FIVE: RESULTS
Out of 387 pregnant women planned to be included in this study, total of 383 study subjects

have responded to the interview, making a response rate of 99%. The rest 4(1%) did not
respond to the interview and or they did not specify the gestational age when they started the
ANC.

Table 1: Number of respondents by health facility, Addis Ababa, 2014

Responded
S. No. [Health Centers Sample
|Frequency Percent

1. | Addis Ketema Health Center 35 35 9.1
2. | Alem Bank Health Center 75 74 19.3
3. |Kolfe Keraniyo Health Center 103 102 26.6
4. | Kolfe Woreda 09 Health Center 58 57 14.9
5. |Hana Mariam Health Center 51 50 13.1
6. | Woreda 09 Addis Ketema Subcity Health Center 26 26 6.8
7. |Woreda 03 Nefas Silk Lafto Health Center 39 39 10.2

Total 387 383 100.0

1. Socio-demographic characteristics
Out of 383 respondents who responded to the interview, majority (89.8%) were in age group of
19 to 34; the remaining 39(10.2%) of them were in the category of risky mothers age (less than
18 and greater than 35). The mean age of the respondents was 25.89 years (+5.06SD), ranging

from 17 to 41 years.

The Ethnic compositions of the respondents were found to be Gurage 116(30.3%), Amhara
101(26.4%), Oromo 82(21.4%), Silte 44 (11.5%) and others 40(10.4). Respondents of
Orthodox religion were found to be 181(47.3) followed by Islam 139(36.3%), Protestant

53(13.8%) and Catholic 10(2.6%). Majority 351 [91.6%] of the respondents were married. The
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majority of educational status of most respondents were Primary and Secondary school 175
[45.7%] and 116 [30.3%] respectively [Table 2]. Over three in five 248(64.8%) of the
respondents are housewives followed by 112(29.2%) employed either self, in government,
private or NGOs and 23(6.0%).The mean monthly income of the families were reported to be
2681.58 (SD+3493.13) ranging from 200 to 30,000 ETB. Two in three (68.3%) of the
respondents reported that their monthly income is below 3000 thousand (third quartile). The

socio-demographic characteristics of the women and their partners were described in table 2.
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Table 2: Socio-demographic characteristics of pregnant women attending ANC services at
selected Public Health Centers in Addis Ababa, Ethiopia, June 2014

Characteristics (Variables) n = 383 Number | Percent
Age of respondents at | Lower age group (<18 years) 10 2.6
time of study Middle age group (19-34 years) 344 89.8
Upper age group (>35 years) 29 7.6
Ethnicity of Guragie 116 30.3
respondents Ambhara 101 26.4
Oromo 82 214
Silte 44 11.5
Others 40 10.4
Religion of Orthodox 181 47.3
respondents Muslim 139 36.3
Protestant 53 13.8
Catholic 10 2.6
Marital status Married 351 91.6
Single 11 2.9
Cohabitation 12 3.1
Divorced 9 2.3
Educational level of No formal education 60 15.7
the respondent Primary education (1-8) 175 45.7
Secondary education (9-12) 116 30.3
Tertiary education (Diploma and above) | 32 8.4
Current occupation of | Housewife 248 64.8
the respondent Employed (self, Gov’t, NGO) 112 29.2
Daily laborer 23 6.0
Husband’s educational | No formal education 24 6.3
status Primary education (1-8) 145 37.9
Secondary education (9-12) 157 41.0
Tertiary education (Diploma & above) 57 14.9
Husband’s Occupation | Self employed 216 56.4
Government employee 55 14.4
NGO/private sector employee 51 13.3
Daily worker 44 11.5
Others 17 4.4
Monthly income < 1000 ETB (Below Q) 133 34.9
1000-3000 ETB (Q;- Q3) 127 33.4
> 3000 ETB (Greater than Q) 123 32.2
Transportation cost to | < 3.00 ETB (Below Q) 213 55.6
and back from HC 3.00-9.00 ETB (Q;- Q3) 106 27.7
> 9.00 ETB (Greater than Q3) 64 16.7
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1. Timing of first ANC visit

The proportion of respondents who made their first ANC before or at 16 weeks of gestation
[within WHO recommended time for developing countries] are 275(71.8%), the rest 28.2% of
the respondents commenced ANC service late (after 16 weeks of gestation), whilst 164
(42.8%) of the respondents visited ANC early within 12 weeks of gestation. In general, the
timing of first ANC visit ranges from 4™ to 39" weeks of gestation. The mean timing for first

ANC visit was 15.47 weeks [SD+6.51].

B Late ANC Vistt
[ Early ANC Visit

Figure 3: First ANC Timing in weeks of gestation for pregnant women attending ANC service
at public Health centers in Addis Ababa

2. Obstetrics History
One hundred twenty six [32.9%] of respondents were parity zero. Sixty nine (18%) of the
respondents have had history of at least one abortion. Of these women who have had history of
abortion, 40(58%) were spontaneous, 27(39.1%) were induced abortion while 2(2.9%) of them
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have had both types of abortion with frequencies of abortions similarly ranging from one

episode to four times for both types.

Eighteen (4.7%) of the respondents had history of at least one child death and 9 (2.4%) have
had history of at least one still birth. Every ten women (9.9%) have history of caesarean section

(C/S) delivery but the remaining 345(90.1) have not.
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Figure 4: Bar graph depicting number of pregnancies for respondents attending ANC service at
public Health centers in Addis Ababa

3. Knowledge and perception of ANC service utilization and timing of first ANC visit

Three hundred sixty two (94.5%) and 365(95.3%) of respondents perceived and rated that

ANC is highly important for the health of the mother and fetus respectively. The remaining
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proportion reported that, its importance is medium both for the mother and fetus. No one

complained as the importance is less or no importance for the mother, fetus or both.

Three hundred sixty (94%) of the respondents perceived that the correct time of ANC visit was
before 16 weeks of gestation, on the other hand 268(69.9%) of the respondents perceived that

the correct time of ANC visit was before 12 weeks of gestation

Three hundred thirty (86.2%) of the respondents reported that a woman needs to attend ANC
services four or more times under normal circumstances, but the remaining 53(13.8%) thought
three or less times.

4. Past history of ANC service utilization and timing of ANC visit

Two hundred forty (62.7%) of the respondents have ever attended ANC services while 143
(37.3%) not. Out of 211 respondents who informed the time that they had started ANC service
for the last pregnancy preceding this one, 161(76.3%) reported that they had started with in
first 4 months of pregnancy while 50(23.7%) started after16™ weeks of gestation (see bar graph
below). For the previous ANC service utilization, the median waiting time for the first visit

was 2 hours and an hour for the repeat visit.
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Figure 5: Time at which the pregnant women started ANC service for the recent (last) pregnancy in
weeks

Out of 240 respondents who have ever attended ANC services, 135(56.3%) reported that they
were required any payment. Of this 113(83.7%), 58(43%), 36(26.7%) and 19(14.1%) were for
ultra sound, laboratory, drugs and examination card respectively. Regarding to the amount of
payment, 120(88.9%) paid more than 50 ETB while the rest 15(11.1%) paid less than 50 ETB.
Twenty one participants complained that there were missed investigations in previous, due to
shortage of money, especially ultra sound.

5. Previous service utilization and level of satisfaction

Of all 240 (62.7%) participants who had ever attended ANC service, almost all of them
reported that they were satisfied with staff approach. Again the satisfaction rate for charge of
service, privacy, waiting time and laboratory service were, 99.2%, 99.6%, 97.9% and 96.2%

respectively with different degree of satisfaction from highly satisfied to medium.
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Table 3: Rate of satisfaction on different items of service for previous ANC among pregnant
women attending ANC service at selected Health Centers, Addis Ababa, 2014

Variables (n=240) Highly satisfied | Satisfied Medium Not satisfied Highly not satisfied
Satisfaction rateon | N % N % N % N % N %
items of service

1. Staff approach 164 | 68.3 64 26.7 18 |75 - -

2. Laboratory services | 130 | 542 |84 |35 23 (96 |9 3.8

3. Waiting time 98 1408 102 [425 |41 171 |3 1.3 2 0.8

4. Privacy 165 | 68.8 75 31.25 |5 2.1 1 0.4

5. Charge of service | 214 892 |22 |92 |4 17 |1 04 |1 0.4

6. History of current pregnancy and timing of first ANC visit

The median time of pregnancy was 28 weeks, ranging from 4 to 42 weeks. Of all respondents,

5(1.3%) were immediate postnatal. Over one in five (20.9%) of the respondents were informed

by their husbands. Only one in three has been informed when to start ANC.

Table 4: History of current pregnancy and Timing of first ANC visit of gestation for pregnant
women attending ANC service at public Health centers in Addis Ababa

Variable Frequency Percent
Time (duration) of <20 101 26.4
pregnancy in weeks | 21-35 170 44 .4
>36 112 29.2
Timing of first ANC | <l6weeks 275 71.8
visit (weeks) >17 weeks 108 282
Someone who Health extension nurse 22 5.7
informed them Husband 80 20.9
about ANC use Mother 15 3.9
Sister 22 5.7
Neighbor 12 3.1
Friends 49 12.8
Other (media, 31 8.1

N.B. More than one can be a source.
Forty (12.5%) of the respondents have ever had problems in last delivery. Out of these 38

(79.2%) have gave birth by caesarean section (C/S) delivery.
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Table 5: Medical conditions (problems) the pregnant women experienced in current pregnancy,
Addis Ababa, 2014.

Medical conditions Frequency Percent

Gastritis 22 5.7
UTI 11 29
Edema (Leg) 8 2.1
Hypertension 4 1.0
Headache 3 8

One hundred sixty two [42.3%] of the respondents reported that they have confirmed their
pregnancy when they missed period once while the others alerted their pregnancy when they
missed menses for more than one times. Likewise, 105(27.4%) of the respondents are
confirmed by urine test.

Table 6: Method of confirmation of pregnancy by pregnant women attending Public health
centers in Addis Ababa, Ethiopia, 2014

Variable (n=383) Frequency Percent
Missed period once 162 423
Missed Period twice 70 18.3
Missed period thrice and more 36 9.4
Physiological changes 52 13.6
Urine test 105 274
Ultra sound 29 7.6

Two hundred ninety seven (77.5%) of pregnancies were planned. Out of this, almost all
(99.7%) of the plan were in agreement of husband.

7. Reasons for seeking ANC service late (after 16 weeks of gestation)

Out of 108 (28.2%) respondents who were late initiators of ANC visit, 51(47.2%) were due to
lack of knowledge about appropriate time (perceived this was appropriate time) to begin ANC,
44(40.7%) fear of hardship, 22(20.4%) were busy, 18(16.7%) lack of knowledge about ANC
service, 11(10.2%) complained economic constraint (especially cost for ultrasound, laboratory,

medications, transportation)
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Table 7: Results of Cross tabulation for characteristics of pregnant women attending ANC
services with timing of first ANC visit, Addis Ababa, 2014

Variables(n=383)

Attended First ANC within 1** 4 months

Yes No
Count(%) Count(%)
No formal education 26(43.3%) 34(56.7%)
Primary education (1-8) 97(55.4%) 78(44.6%)
Woman's Secondary education (9-12) 68(58.6%) 48(41.4%)
education Tertiary education (diploma & above) | 21(65.6%) 11(34.4%)
Woman's House wife 91(36.7%) 157(63.3%)
occupation Employed(self, Gov’t, NGO) 40(35.7%) 72(64.3%)
Daily laborer 12(52.2%) 11(47.8%)
Education of No formal education 9(37.5%) 15(62.5%)
husband Primary education (1-8) 77(53.1%) 68(46.9%)
Secondary education (9-12) 91(58.0%) 66(42.0%)
Tertiary education (diploma and above) | 35 (61.4%) 22(38.6%)
experienced Yes 21(30.4%) 48(69.6%)
abortion No 143(37.3%) 240(62.7%)
Planned Yes 123(41.4%) 174(58.6%)
pregnancy No 20(23.3%) 66(76.7%)

8. Association of timing of first ANC among pregnant women

Bivariate analysis showed that respondents who were greater than or equal to 35 years of age

(COR=7.200, 95% CI (1.468, 35.317)) and 19 to 34 (COR=3.820, 95% CI (1.055, 13.831))

were found 7.2 times and 3.82 times more likely to initiate first ANC early within 16 weeks of

gestation when compared to women aged less than or equal to 18 years old.

The odds of women who have educational status of diploma and above (COR=10.0, 95% CI

(2.183, 45.8))were found to be 10 times more likely to initiate first ANC within recommended

time (16 weeks of gestation) compared to those who have no formal education. Respondents

whose pregnancy was planned (COR=2.250, 95% CI (1.359, 3.724)) were found to initiate first

ANC visit ANC within recommended time when compared to those whose pregnancy was

unplanned.
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The odds of women whose husband’s educational level were diploma and above (COR=4.70,
95% CI (1.642, 13.454) were 4.70 times more likely initiate first ANC early than those whose
husbands have no formal education. The detail of binary logistic regression of timing of first

ANC visit was presented in table below (table 8).
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Table 8: Logistic Regression on timing of ANC visit among pregnant women attending public Health Centers in Addis Ababa, 2014

Characteristics (Variables) n = 383 Total 95% CI 95% Cl1
Sig. COR Lower | Upper Sig. | AOR | Lower | Upper
Age of women | <18 years 10 0.051
19-34 years 344 0.041* 3.820 1.055 | 13.831 |0.006 |7.127 |1.775 | 28.618
>35 years 29 0.015% |7.200 | 1.468 | 35317 |
Woman’s No formal education 60 0.011
Education 1° education (1-8) 175 0.196 1.494 0.813 | 2.744
2" education (9-12) 116 | 0.030¢ | 2095 | 1073 | 4001 | 0012 12.297 | 1203 1 4.386
3" education (Diploma & above) |32 0.003** | 10.000 | 2.183 | 45.800
Woman’s Housewife 248 0.139
Occupation Employed (self, Gov’'t, NGO) | 112 [ 0807 1.063 | 0.650 | 1.739
Daily laborer 23 0.047* 4.466 1021 | 19532 | 0029 | 1210 10559 ) 2.621
Husband’s No formal education 24 0.032
e?‘zcaﬁonal 17 education (1-8) 145 0.063 2295 | 0.957 | 5.506
status 0 -
20 education (9-12) 157 0.024* | 2738 | 1.142 | 6.566 | 0671 | 0.876 | 0476 |1.614
3" education (Diploma & above) | 57 0.004%* 4.700 1.642 | 13.454
Husband’s Self employed 216 0.111
Occupation Government employee 55 0.048% | 2.112 | 1.005 | 4.438
NGO/private employee Sl 0.047* | 2190 | 1.010 | 4753 | 728 | 0.935 | 0.640 | 1.366
Daily worker 44 0.987 1.006 0.502 | 2.017
Others 17 0.776 0.861 0.306 | 2.423
Perception of Correct perception 360 0.000%** 10.800 3.808 | 29924 |0.001 | 0.046 | 0.007 | 0.300
ANC timing Incorrect perception 23 0.011 0.278 ok
Perceive thisis | Yes 285 0.000%* | 9.512 5.019 | 18.029
appropriate time | No 55 0.120 | 0.391 | 0.120 | 1.276
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Have economic | Yes 14 0.046 0.273

Was Busy Yes 33 0.061 0.500 0.002 | 1242 | 2497 |61.809
No 164 | 0.000%% | 5280 | 2374 | 11782 |**F |2

Lack Yes 23 0.011 0.278 0.024 | 9.658 | 1.343 | 69.454

knowledge No 171 | 0.000% | 8712 | 3.066 | 24751 |*

Planned Yes 297 0.002:* 2250 | 1.359 | 3.724 0.777 10.862 | 0.309 |2.404

Pregnancy No 86 0.133 1.389

**highly significant at p<0.01, *significant at p<0.05
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From multivariate analysis of variables, age of women [AOR=7.127, 95%CI (1.775, 28.618)],
educational status of the women [AOR=2.297, 95%CI (1.203, 4.386)], having correct
perception of ANC timing [AOR=0.046, 95%CI (0.007, 0.30)], busy [AOR=12.422, 95%CI
(2.497, 61.809)] and lack of knowledge about ANC service [AOR=9.658, 95%CI (1.343,

69.454)] were found to be independent factors for late initiation of first ANC visit.
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CHAPTER SIX: DISCUSSION

A key objective of maternal health care programs has been to ensure that women present for
ANC early in pregnancy in order to allow enough time for essential diagnosis and treatment
regimens such as treatment of STIs and management of anemia [7]. In this study, 71.8% of the
respondents have started ANC visit early (before or at 16 weeks of gestation) the WHO
recommended time for developing countries. This is better performance when compared with
findings of the Uganda Demographic and Health survey 2011 which showed that though over
90% of pregnant women attended antenatal care at least once, only 21% of women made their
first antenatal care visit before the fourth month of pregnancy [27], and that of south-eastern
Tanzania, where among the 405 pregnant women participated, only 29% initiated ANC
attendance within the first four months of pregnancy [28]. This discrepancy might be due to the

time variation of the studies and also due to the efforts being undertaken as a part of MDGs.

On the contrary, the proportion of women who initiate ANC visit early was less than the
finding from New South Wales (Australia) where 84% entered ANC within 16 weeks of
gestation [24]. This might be attributed by socio-demographic and economic differences
between Ethiopia and New South Wales (Australia) since Australia is developed country and

Ethiopia is developing one.

The proportion of pregnant women who entered ANC early (within 16 weeks of gestation) is
similar with the findings from New Zealand where 73.4% of the women entered first ANC

within 15 weeks [26].

Finding from this study also revealed that 164 (42.8%), of the respondents visited ANC early

within 12 weeks of gestation while about three quarter (73.4) of participants in New Zeland
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initiated their antenatal care early within 12 weeks of gestation [26]. This difference might be
attributed by women’s perception and health care seeking behavior differences. In addition to
this, there might be policy differences according to WHO recommendation, where women in
developing countries should start ANC within first 16 weeks of gestation, while the

recommended time for women of developed nation’s ANC initiation was within first trimester.

Result from this study also revealed that 164 (42.8%) of the respondents visited ANC early
within 12 weeks of gestation. This is congruent with the finding of a study conducted in Addis
Ababa among 630 pregnant women, which showed the proportion of respondents who made

their first ANC before or at 12 weeks of gestation were 40.2% [29].

From the study conducted in New South Wales (Australia), the mean pregnancy duration at
entry to ANC was 12.8 weeks [24]. But the findings from this study revealed that, the mean
timing for first ANC visit was 15.47 weeks (SD+6.51). This may be attributed due to socio-
demographic differences between Ethiopia and New South Wales. The difference in time of
initiation of ANC might also be attributed by difference in policy, for instance, WHO
recommends pregnant women of developing nations to start first ANC service within first 16
weeks of gestation, while for developed countries the recommended time at which a woman
should commence first ANC visit is 12 weeks. On the other hand, according to 2011 EDHS
report the median duration of pregnancy at the first visit was 5.2 months [6]. The mean timing
for first ANC visit (17.27 weeks) from this study is about 4 weeks earlier than that of 2011
EDHS report (5.2 months). This great difference in finding might be as result of difference in

source and study population since this study was conducted on urban population while the
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report of EDHS includes urban and rural population where majority of the population in

Ethiopia were residents of rural parts of the country.

Regarding knowledge and perception of ANC service utilization results from this study
showed that, three hundred thirty (86.2%) of the respondents reported that a woman needs to
attend ANC services four or more times under normal circumstances, but the remaining
53(13.8%) thought three or less times. Three hundred sixty (94%) of the respondents said that
the correct time of ANC visit was before 16 weeks of gestation, on the other hand 268(69.9%)
of the respondents perceived that the correct time of ANC visit was before 12 weeks of
gestation. These result was almost congruent with the finding from Tanzania where over two
third (6 7%) of the respondents said that ANC attendance should be initiated within the first

three months of pregnancy [28].

Findings from this study showed that 94% of study participants, perceived the correct gestation
age (within 16 weeks of gestation) at which a pregnant woman should start. When compared to
study finding from Mulago hospital Uganda, where 72.7% of the study participants did not
know the right gestation age at which a pregnant woman should start attending antenatal care.
This great discrepancy might be due to lack of health education to community, but in Ethiopia
almost every mother will get information on time to start ANC visit from health extension

workers or someone else.

Two hundred forty (62.7%) of the respondents have ever attended ANC services while 143
(37.3%) not, this is smaller when compared with the study finding in New Zeland, where

almost all (99.1%) mothers attended antenatal care at least once [26]. This much gap might be
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due to good socio-demographic, educational status of women, community perception regarding
pregnancy and policy differences.

Women and newborns need timely access to skilled care during pregnancy, childbirth, and the
postpartum/newborn period. Too often, however, their access to care is impeded by delays-
delays in deciding to seek care, delays in reaching care, and delays in receiving care. These
delays have many causes, including logistical and financial concerns, unsupportive policies,
and gaps in services, as well as inadequate community and family awareness and knowledge
about maternal and newborn health issues [1]. This study also identified different factors
associated with time of first ANC initiation among pregnant women such as age of women,
educational status of women, lack of knowledge about ANC, and busy. Among the associated
factors to time of first ANC attendance, educational level is congruent with findings from

research done in Lesotho [32].
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STRENGTHS AND LIMITATIONS OF THE STUDY

This study was conducted among pregnant women attending ANC at Addis Ababa selected
governmental health institutions during the study period. The Governmental health centers had
chosen because it is the first contact and easily accessible to the community for preventive
health care aspects. The interviewers were nurses and midwives, who were different from the

respective health centers to minimize bias and the response rate was 99%.

Despite the assumptions that governmental health center easily accessible to the community,
other pregnant women may visit private clinics and hospitals for ANC. This study is limited to
address pregnant women those attended ANC other than the public health centers. There could
be socio-demographic differences to those pregnant mothers visiting other health institutions.
The cross sectional nature of the study could cause difficulty of determining direction of

association. The study result might be liable to recall bias
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CHAPTER SEVEN: CONCLUSION AND RECOMMENDATION

7.1. CONCLUSION

Even if the services physically and financially accessible above quarter of the mothers did not
practice timely booking of first ANC. Perceptions of respondents on timing of ANC were
found the most statistically significant reason for early ANC visit. The major reasons for late
booking were reported as younger age of women, educational status of women, lack of
knowledge about appropriate timing of ANC, being busy and lack of knowledge about ANC
services in general. Due to poor information provided to pregnant women on time of booking

and follow-up visits the mothers are not encouraged for timely booking.
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7.2. RECOMMENDATION

¥ More than quarter of women were found late entry to ANC visits; hence there is
specific need for improvement in the timely booking of ANC in Addis Ababa health
center and importance of timely booking should be stressed during community
education programs. Further quantitative and qualitative studies on focused and quality
ANC is needed (1) to look at health care system practices to conclude what changes are
needed that would make possible more pregnant women to receive early and
continuous ANC, (2) should also be other potential explanatory factors and expand to
other aspects of ANC such as number of ANC visits, services provided during ANC
visits and satisfaction of women and providers included.

¥ Addis Ababa City Administration Health bureau, community leaders, NGOs working
on maternal and child health (MCH) services and women’s associations should struggle
on promoting the utilization of ANC specifically early visit.
Provide different trainings for midwifes, nurses, and the leadership of health centers

¥ Since there is high number of pregnant women who are delaying to come for ANC
before reaching health facilities, it needs effective integration between health center and

health extension program in reaching late entering women.
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Annex ii: Questionnaire

i. Study Information Sheet and verbal consent

Good morning/afternoon [According to its convenience]. I am

who is the data collector for a research to be conducted by Zemzem Mohammed, a Master’s
student at Addis Ababa University, Department of Nursing and Midwifery. Today, I am here
to collect information on “assessment of first ANC initiation time and associated factors among
pregnant women in selected Public Health Centers in Addis Ababa, Ethiopia,” where it is
expected to identify the root causes for late initiation of first ANC and associated factors and it
would help for further mitigation of bottleneck of maternal and neonatal morbidity and
mortality, so I want to ask you some questions. There is no immediate and direct benefit in
terms of money that you will earn from this information; rather I hope, you might get moral
satisfaction due to the information you give now, where it is a resource in contributing for the
community welfare in general. We believe that the study findings will help in order to improve

care for mothers and their newborns.

If you take part in the study it will not take us more than 30 minutes, your name will not be
included in the information, I promise to keep the confidentiality of your reply. There is no risk
that comes due to your involvement in the study. Your participation is completely voluntary
and you have full right to withdraw at any time in the course of data collection even after you
get involved without being subject to any intimidation and incrimination to you. Your choice
either to involve or not will not compromise any services that you ought to get from this health
center. However, I hope that you will participate in this study considering that single genuine

information you provide will contribute a lot to the fulfillment of the objective of the study.

As a result, I request you sincerely to participate in the interview by providing authentic
answers. Do you have any questions that you need to be clarified more?

If you have any question you can contact the principal investigator at any time convenient for
you using the following address:

Address: Addis Ababa University, Department of Nursing and Midwifery
Cell phone: +251-911-890932
E-mail: aslinasri @gmail.com
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ii. Consent form:

I have been briefly informed about the study and I clearly understood the purpose, risks,
benefit, and the right to participate and withdraw at any time. Since it doesn't affect my
personal life, I agreed to take part in the study. I have been informed that there is no direct
financial benefit for my participation. Consequently, I here approve my consent to take part in
the study as an interviewee with my signature.

Signature

Date
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Questionnaire Number C]

Name of Health Center: Date:
Name of Data Collector:
No | Questions | Responses | Skip | Code
Section 1. Socio - demographic Characteristics of Study Participants
1. | Age of the participant years
2. | Ethnicity/culture 1. Amahara 2. Oromo 3. Tigre
4. Guragie 5. Silte
6. Others [Specify] __
3. | Religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Others [specify]
4. | Marital status 1. Single [Never married]
2. Married/live together
3. Cohabitation
4. Separated/divorced/widowed
6. | Woman’s level of education 1. No formal education
2. Primary education (1-8)
3. Secondary education (9-12)
4. Tertiary education (Diploma and above)
7. | Woman’s Occupation 1. Housewife 2. Self employed
3. Daily worker 4. Government employee
5. NGO/private sector employee
6. Student 7. Others
8. | Husband’s education 1. No formal education
2. Primary education (1-8)
3. Secondary education (9-12)
4. Tertiary education (Diploma and above)
9. | Husband’s Occupation 1. Self employed
2. Government employee
3. Daily worker
4. NGO/private sector employee
5. Student
6. Unemployed
7. Others
10. | How much is your average
family income per month? Eth. Birr
11 | Transportation cost that you

paid for coming to and back
from this health center?

N =

. No pay for transportation
. If pay, Specify in ETB/month:
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Section 11. Obstetrics History

12 | How many times you have been pregnant? | 1. Number of Pregnancies:
(including abortions) 2. Number of abortions
13 | Did you ever have abortion? Yes
No > 15
14 | If there is abortion 1.Number of Spontaneous:
2.Number of Induced:
15 | Para (Number of births) 1. Number of children alive
2. Number of children died:
3. Number of still birth
16 | Did you ever have problems in last 1. Yes
delivery? 2. No
17 | Have you previous history of caesarean 1. Yes
delivery? 2. No
Section III. Knowledge of ANC
18 | How do you rate the importance of ANC | 1. Highly important
for your health? 2. medium
3. Less
4. Do not know
19 | How do you rate the importance of ANC | 1. highly important
for the fetus? 2. medium
3. Less
4. Do not know
20 | When do you think it is appropriate time months
to begin the ANC after amenorrhea?
21 | How many times do you think a woman 1. One Visit
need to go for ANC to health facility 2. Two Visits
during pregnancy under normal 3. Three Visits
circumstance? 4. Four or more Visits
Section IV. Past history of service utilization
22 | Have you ever attended ANC? 1. Yes
2. No > 32
23 | If yes, for Q 22, for which pregnancy you | 1% pregnancy 1. Yes 2. No
attended? 2" pregnancy | 1. Yes 2. No
3" pregnancy | 1. Yes 2. No
4™ pregnancy 1. Yes 2. No
5" pregnancy 1. Yes 2. No
24 | If you attended ANC before this 1. months
pregnancy, at what months you started 2. Idon’t know
service for the recent (last) pregnancy?
Section V. Past Service related Variables
25 | What is the maximum waiting time you 1. For the first Visit hrs
spend to complete checkup? 2. For the repeat Visits hrs
26 | Is there any payment you were asked for 1. Yes
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checkup? 2. No
27 | If yes for Q 26, for what services you 1. For consultation [card and
paid? Examination]
2. For laboratory
3. For ultrasound
4. For drugs
5. Other [specify]
28 | If you paid for any service charge, whatis | 1. less than or equal 10.00 ETB
the maximum money you paid for a visit? | 2. 11.00 - 20.00 ETB
3. 21.00 - 50.00 ETB
4. Greater than 50.00 ETB
29 | Is there any missed investigation in 1. Yes
previous, due to shortage of money? 2. No
30 | If yes for Q 29, what? 1. Consultation [card & Examination]
2. Laboratory
3. Ultrasound
4. Drugs
5. Other [specify]
31 | How would you | 1. Staff 1. Highly satisfied 2. Satisfied
rate the approach 3. Medium 4. Not satisfied
following items 5. Highly not satisfied
of service in 2. Laboratory | 1. Highly satisfied 2. Satisfied
terms of your services 3. Medium 4. Not satisfied
satisfaction 5. Highly not satisfied
3. Waiting 1. Highly satisfied 2. Satisfied
time 3. Medium 4. Not satisfied
5. Highly not satisfied
4. Privacy 1. Highly satisfied 2. Satisfied
3. Medium 4. Not satisfied
5. Highly not satisfied
5. Charge of 1. Highly satisfied 2. Satisfied
service 3. Medium 4. Not satisfied
5. Highly not satisfied
Section VI. History of current pregnancy
32 | Time of Pregnancy in weeks weeks
33 | How did you know your Missed menses once 1. Yes 2. No
pregnancy? Missed menses twice 1. Yes 2. No
Missed menses thrice & more | 1. Yes 2. No
Physiological changes 1. Yes 2. No
Other signs like nausea 1. Yes 2. No
By examination 1. urine test
2. Ultrasound
Other (specify)
34 | How many times did you receive antenatal 1. It is my first time ——  » | 36
care during this pregnancy (including this 2. Two times
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one)? 3. Three times
4. Four times
5. Greater than four
35 | If more than one visit for Q34, at what time
did you start the first visit? At weeks/______ month(s)
36 | Do you have problem in the current Yes
pregnancy? No
37 | If yes what?
38 | Before your first attendance of the ANC, was | 1. Yes
there any one who advised you to come? 2.No p | 42
39 | If yes for Q 38, to above question, from 1. Health extension worker
whom you get advice? 2. Husband
3. Mother
4. Sister
5. Friend
6. Other[specify]
40 | If you were advised by someone to attend 1. Yes
ANC, Did he/she informed you when to start? | 2. No > | 42
41 | If you are advised on the time to start ANC, months after Amenorrhea
When does he/she advise you to start?
42 | In the present pregnancy, when did you start 1. ___ months after amenorrhea
the follow up? 2. I don’t know the exact months
43 | Why you decide to begin the follow up at this | 1.I perceive this is appropriate
time? (That means Why you came late? time
(if greater than 16 weeks or 4 months)) 2. Economic factor [money
[Encircle your choice/s] constraints]
3. Was busy
4. Fear of hardship
5. Was getting ANC from
somewhere else
6. Lack of knowledge about ANC
service
7. Inappropriate response of
Doctors and nurses
8. Peer-influence
9. Others [specity]
44 | After your 1% visit, when did the Health After months of the first
workers appointed you for the 2" follow-up visit
45 | Is this pregnancy planned? 1.Yes
2. No 47
46 | If this pregnancy is planned, did the plan 1. Yes
include your husband? 2. No
47 | If this pregnancy is not planned, was it 1. Yes
wanted by you after conception? 2. No
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48 | If this pregnancy is not planned was it wanted | 1. Yes
by your husband after conception? 2. No

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

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

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