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ABSTRACT

Anicnatal Care (ANC) service provides pregnant wwomen the opportunity 10 rcceive proper
maternal health carc services during pregnancy. Under-utilisation of these scivices. especially
among urban sfum population is onc of the reasons for high matemal mostality in Nigena.
Ilowever, studies focusing on wonwen attending ANC services have not specifically
considered hcalth sccking behaviour among pregnant women living in urban slums. ‘Tins
study was designed to assess antenatal care health secking behaviour amoog pregoant wonien

living in urban slums of Ibadan South-East Local Government Arca {(iBSELGA), Oyo State,

Nigeria.

This study was cross-scctional in design with a four-stage random sampling technique which
was uscd 1o sclect 5:00 respondents frotn 7 wards, 14 slums communitics which were sclected
using simpic random sampling snd 540 respondents in the LGA, A pretested semi-structured
intervicwer-administered <uestionnnire  which consisted of 28-pomt knowledge scale.
questions relating 10 ANC health sccking behaviours and factors influencing utilisation of
ANC was used for data collection. Knowledge score of <11 and >1:} were roted as poor and
good respectively. Six Focus Group Discussions (FGDs) were used to collect qualitative data.
Quantitative data were analysed using «cscriptive statistics, Chi-square and logistic regression
tests a1 5% level of significance. while qualitative data were analysed using thematic

approach.

Age of respondents was 27,446.0 years, 96.3% were Yoruba and 64.7% ol the respondents
Muslims, Majority (72.6%), vwcre married, 20.2% co-habiting and 7.2% single. Many (69.8%)
bad been previously pregnast. Mast women (54.1%) started ANC in their second tnmesier,
only 20.0% in their Mist icimester and 8.3% in the last trimester, while 17.6% hud not started
ANC ot all. Knowlzgge scare of respondents wag 14,745.0, and 39.1% of the respondents had
good knowledge of the vanous components of anmenatal care services. Reasons for antenatnt
carc fegistmation ntluded perccived health 'benelits (88.5%), rcassurance of n nomal
pregnancy (80 6%) prevention of iliness in pregnancy (74.7%) and voccination (64:2%).

Marnied respondents were almost twice likely to have registered for antenntal care compated
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to those that were singfe or cohabiting (OR: 1.8, C.I:1.0-3.4). Majority of the respondents
{50.9%) had a monthly income of less than 410,000 and 11.9% had no income at ali werc less
likely to have registered for antenatal care compared 1o those (37.2%) who had a monthly
income of 10,000 and above (OR: 0.4, C.[:0.2-0.8). Respondents with poor knowlcdge of
the components of antenatal care were less likely 10 seck for antcnatal car¢ compared with
thosc who had pood knowledge (OR:0.5.C.[:0.3-0.8). The FGD revealed that many psegnant
women were knowledgeable about the benelits of ANC but also complained of lack of funds

aod lLime as major reasons why pregnant wooien may not seck ANC scivices.

Antcnatal Care health sceking behaviour as asscssed by utilisation was relatively fair among
pregnant women living in the urban slums of IBSELGA, Therelose, ANC hcalth sccking
bchaviour among urban sium population can be improved by health education on the

importance of the utilization of ANC services, sociai support initiatives and poverty

alleviation programmes through community-bascd stralcpics.

Keywords: Pregnant Women. Health sceking behaviour, Urban slums. Antenatal care,
Waerd count: 494
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CHAPTER ONE

INTRODUCTION

1.1 Background to the study

Pregnancy and childbicth are distinclive events in a woman's life. But dunig this period she
is more vulnerable 1o discase and death. Every doy. about 1,200 womcn dic [romn pregnancy
or childbisth related complications (WHO. World Bank. UNICEF aond UNIPA, 2010) while
520,000 matermal deaths occur annually, with 99% of these occurring in developing
countrics. Typically, these womcen arc poor, uncducated and living in rural srca or urban
slums (UNICET 2010), According 1o NARIIS Report (2007), Ante Natal Core (ANC) is
geneeally mostly sought from govermment hospilals: 71% of women who gave birth within
the last 5 years preceding the survey sccking ANC from govermment hospiltals folloved by
private hospitals (22%) and TBAs (<1%). The propertion that received ANC also increased
genemlly with age, although womcen in the 40.49 yenrs age group had lower proportion than

those in 25-29 years age graup

Most pregnant womicn are usualtly vulneruble 0 severnl health problems, which if not
promptly managed, could lcad 1o matcrnal morbidity and moitality, poor pregnancy outcome,
such as loss of baby. Hecnce. women are cxpecled to scck ANC so as 1o maintain good
physical, mental, social, and cmotional health duning pregnancy and also for early delection
and prompt treatment of high 1isk conditions that would endanger the life of inother and baby
(Ezeamo, 2000). The primary oim of antcnolal core is (o achicve, at the end of pregonncy, a
healthy mother as well as healthy baby (Park 2007). Antcnatn! carc ond scrviccs often
presents the fisst contact opporunities for a pregnant woman to connecl with health scrvices,
thus offering an enuy point for inlcgrated carc, promoting healthy home practces,
influencing carc-3cekinp behaviours and linking women with pregnancy complications 10 o

refertnl system; thus impitcting posilively on matcinal and felal health (Bulstoo nnd Ross.

2000)
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Under-utilization of antenalal care and seevices is one major public health problem in Nigeria
(Dairo and Owoyokun, 2010), with maternal death and mortality ratio rcmainmg thc highest
in Sub-Saharan Alrica and the country also has onc of tlic highest Matcmmal and Neonotal
morbidity and mortality rates in the world (NARHS, 2007). In a study conducicd by Dairo
and Owoyokun (2010), it was documented that antenatal care and senvices usce in Nigena is

still low and thc low utilization of antenatal varics from region to region.

Antenatal care coverage has increased globally (Population Action Int., 2007). Prescntly,
71% of women worldwide receive any antenatal care: morc than 93% of pregnant women in
industriaiized countries have access o antcnatal care services, 69%% of pregnant woincn in
sub-Saharan Africa have at least one ANC visil; more than in South Asia. winch s 54%
(WO, 2005). Despite the global incteasc in ANC coverage caics, these mtes remain notably

low'in Africa and parts of Asia (Population Action Int. 2007).

Variations in ANC cxist largely in Africa. In Eastern and Southerm Afnica,71% of women
receive antenmal care at lcast once during their pregnancy. In miost sub Saharan African
countrics, except Ethiopia and Somalia which continuc tolag behind, at least two thued (2/3%)
of women have access 10 basic antenatal care in every countey whilc in West and Central
Afiica however, about 67% of women reccive ANC at least once. These proportions masl:
the wide vanatsons in coverage bctween and within countrics in Aftica. I'or example. an
estimated 39% of women in Chad recesve ANC at least once compared to 99% in Cape
Verde and only 4% of women in the region receive the recommended minimum of 4 ANC
visits. ‘Fhe widest diflerential 1s in Burkina Faso where 85% of women ieccive at least |
ANC visit but only 8% reccive minimum of 4 or more visits (UNICEF, 2009), These trends
therefore, indicate slower progress tn Sub-Saharan Afnica than in other regions. with an
increase in covernie ol only 4% during the past decade (Ngomane and Mulaudzi, 2010). A

comparable disparity also cxists between urban, rural and urban slums wonicn

In urban slums. Poor hiygicn® and overcrowding. lack of basic amenitics (such as watcr and

sanitstion), and low avaifability and use of formal heolth scivices including matemity care
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such as antenatal care and scrvices. make women highly vulncrable (United Nations, 2004).
This study therefore was aimed a1 identifying the antenatal health case secking behaviour

among pregnant women in urbanslum of Ibadan South East local government arca of Oyo

State using the hcalth belief model.

1.2 Statecment of the ’robtem

Globally, a woman dies of pregnancy rclated causcs and over twenty othicrs suffer pregnancy
rclaticd morbiditics cvery minute (UNICEF, 2009). For cvery woman who dies in childbisth,
another 20-50 survive but suffer devastating injunies such as obstetric fiswla (Engender
Health, 2012). In Africa, nnternal tnortality is onc of the most neglecied probtems and liute
progress has been made in reducing the Matermal Mortality Ratio (MMR) (UNICI:E. 2008).
According to WHO/UNICEF/UNEPA estitnatcs, the counicy with the highest cstimated
number of matemal dcaths is India (110,000), followed by Ethiopia (46,000), Nigeria
(45,000), tndonesia (22,000), Bangladesh (20.000), Democratic Republic of Congo (20.000),
China (13,000), Kenya (13,000), Sudan (13,000), Tanzania (13,000), Pakistan (10,000) ind
Uganda (10,000). All of these aforcmentioned twelve countrics account for 65% of all
maicrnal deaths. Thesc very high ratio of matemal deaths as well as perinatal dcath may he
duc to teaditional home birth practice which is noi only unhygicnic but also life hreatening in

case ol emergency.

The rapidly growing population that staiicd in the second holl of the twenticth century in
Africa’s Sub.Saharan has cvolved into uncquaicd urbanization and an incrcasing proportion
of urban dwcllcrs living in slums and shanty towns. thercby, makiog it cssential 10 pay
greater at{cntion to the health problems of the urkan slums (Fosto, :zch. and Oronjc, 2008).
According to the UN inter-agency estimates, Sub-Sahanuy Africa accounts for ncarly halfl
(252.000) of all matcmal dcaths in the world and has by for the highest matemal montaliy
r2110s and lifctime risk of matermal death. Of the 10 countries that account for Iwo thiris of
muemal deaths in the world, five are in Sub-Saharan Africa. They are: Niger, Nigeria,
United Republic of [aiizanin, emocratic Republic of the Congo and Ethiopia. All of these
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[ive Affncan countries accounled for 26% of the total estimated death worldwide in
2005(UNICEF, 2008).

Complications of pregnancy and childbiith remain the leading couse of death and disability
among women of reproductive age in developing countrics today. Onc in §ive maicmal death
occurs in three Sub-Saharan Afiica countries: Democratic Republic of Congo (ERC), Niger
and Nigernia, with Nigeria alonc having onc in ninc deaths. These threc countries all together
account for 1wo-third of all matemal death in Sub-Saharan Africa (UNICEF. 2009). Nigena
contributes 10% of these deaths - deaths which ar: unnccessary and largely preventable
through the umnplemceniatioo of scveral simple and cost cffective siralegies (State of the
World's Children, 2009). About 15% of all pregnont women develop obsteinc complicalions
in the fonn of haecmorrhage, pre-cclampsia and cclampsia, obstrucicd labour, sepsis. cclopic
pregnancy clc (Mcycr, Lobis and Dakkak, 2001). As the obsiclric complications cannot be

predicied and prevented, oll pregnant women need access o good quality antcnalal care.

Antcnata) period offers opportunitics 10 reach out to pregnant swwomen requising inlerveniion
that may be vital for their healib, their wellbeing ond that of their infants. e also provides a
roulc to ensurc that pregnant swomen dcliver with the assistance of a skilled health provider
(World 1lcalth Organtzation, 2003). It is howeer sad 10 nole that many women do not
utilize ANC scrvices. According to Meigud a al. (2009), most women don't 1nake usc of
antcnatal care and scrvices because they beiicved that pregnancy being a notural phenomenon
does not nced any special care, a belief very cominon asnong pregnant women 1o India where
neatly 64% ol women don’t utilize antcnutal services because they consider it unnccessaty'
Belicl systems play 8 major rolc in the health-care-secking behaviour of individusls (Shaikh
and llaicher, 2005), which inciude not attending anicnatal clinic. A typical cxamplc is such
that women attend mission houses which coulkd contribute 1o undcrutilization of antcnatnl
carc and services in urban slums, and it has also been linked 1o increase in matcmnl martality
rates (Dairo and Owoyokun, 2010), ‘Thesc belicfs and practices polcntially impacis on non

utilization or underuiilization of antcnalal core and scrvices.
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Matema) and perinatal mottality and morbidity levels are key indicators of public health in

countriecs (World Health Organization, 2000). In like manner, the percentage of women

having antcnatal carc during pregnancy is also onc of the indicators of Millenaiam
Development Goals (MDGs) (WHO, 2003). With respect to MDG 5 which is to improve
matcmal health, many countrics including Nigeria have made a commilman! 1o reduce the
matcrnal moitality ratio by three quarters between 1990 aod 2015 10 230 per 100,000 live
bitths and also achieving universal access lo reproductive health care and services by
2015(MDG report, 2010). Despite the nation’s commitment to this, high nxatermal montality
ratio in Nigeria from preventable causes still persists. The National Demography Health
Survey (NDHS 2013) and \WHO Hcalth Statistic (2011) respectively cstimated that 545
matemai dcaths per 100,000 live births and 840 dcaths per 160,000 live births occur in
Nigcria, showing that betwceen 1990 and 2005 the maternal mortality ratio declined by only
5%. The NDUS (2013) also stated that three-fifih (61%) of mothers reported consulting a
skilled hcalth provider at least once lor antenaizi care. Similacly, the FMOIl (2007)

documcnted 82.8% for urban \women and 54.1% [or niia! woinen.

Although access to ANC scevices aloac do not indicate the quality of carc pregnant wonicn
rcccive, inadequate access and utilizotion has been implicaled in the continued prevelence
and mcidcnce of high matcrnal morbidity and mortality. Salcty of mother and ctuldren. cven
after the pregnancy period, depends highly on delivery carc during pregnancy, Insullicicnt
maicmal carc during pregnancy and delivery period is largely responsihle for the 515, 000
annuat motemnal decaths and the estimated 8 million infant deaths that occur ctther just belore
or during dclivery or in the first week of lifc. Regular contact with a doctor, nurse or nudwile
dunng pregnancy allows health personncl to manage the pregnancy; immunize the mother o
be against tetanus to prolcct her and her tnfant; promote gond nutrition, hygiene and rest: and
dctcct polential complications making it advisablc 10- givie bitth in a health facility equspped
to handle high risk delivciies and eftercare (Hussain and Floque, 2005). For examplc, Urban
Health Resource Cceaire (2006) in India establishedd that it is unfortunate that in urhan sluns
the condition of matcrmal health with 1egasd 10 anlenatal care during pregnuoncy’ is worse in
comparison (o non-sfum population os just 54% of pregnant wenien in slumis have at Ecase

three antenatn visits in companison 10 3% in non-poor urban arcas (UHRC, 2006).
S
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1.3 Justification of the study

Safc motherhood, by providing hospital delivery care to the poor and the slum womecen will
gencrate sccondary health bencfits for children, other family members. ncighbows and the
futurc pencration. Thus, it can cnsurc a pood reproductive health carc and a good health
status of mother and children, which is very imporiant [or the developmenit of & country.
Bascd on these foregoing benelits and the previously identified inadequate uislization of
ANC scrvices among slum women, it was pertinent 10 understand the ANC health secking
behaviour of pregnant women n urban slums vis a vis their knowledge, belicfs, palicm of

utilization of ANC scrvices and factors influencing their utilizalion of the services.

ficnce, this study was conducted among pregnant women in urban slums of Ibadun South
Last LGA and the results obtained provided information on thc proportion of women living
in slums in the LGA who had access to and who utilizes ANC scrvices as well os reasons for
ANC scrvices utilization or non-utilization. The results of this study also provided uscful
information that can be used by policy makers to develop progiammes which will help in
reducing maternal mostality ratio in these communitics ond to uchicve the MDG 5. Loy,
the study provides an insight into the iinpact of other related MDGs on achicving MDG $ as

well as associated factors in urban slum that con impact the achicvement of other related
MDGs.

1.4  Research Questions

The study provided answers ta the following research questions:

1. What is the level of knowlcdpe of antcnatal care services wnong pregnant urban sluin
women in badan South-East L.ocal Govenunent Arca {(IBSELGA)?

2. What arc the belicfs of pregnant women about antenatal care services utilizotion in urban
siums of IBSELGA?

3. Wha are the health sccking proctices for antenatal case services among pregnant wvomen
living in urban slums of IBSEL.GA7

4  What {actors infllucnce utilization of antenatal care scavices among pregnant wamen. ¢n
urban-slumso{ IBSELGA?
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1.5  Objecclives
1.5.1 DBrouad objective

The broad objective of this study was to explore the antenatal carc health secking behaviour

I among prcgnant women in urban slums of lbadan South East local Governnmient Arca,

| Nigeria

1.5.2 Specific objectives

| The speeific objectives were lo:

1. Assess the tevel of knowledge of pregnant women in urban slums on anicnatal carc
scrvices in IBSELGA.

2

[dentify the beliefs relating to antenatal care utilization among pregnant women in urban-
slums of IBSELGA.

3. Determinc the health sccking praclices for antenaisl carc among prcgnant women in
urban slums of IBSELGA.

4. ldentify the factors influencing the uiilization of antcnalal care services by pregnant

urban slum wwomen in IBSELGA.

1.6  Hypotheses

1. There is no associalion bctween socto-demogrephic charactenstics and knowledge on

antcnalal care scrvices among pregnant women in urban slums of IBSELGA

tJ

‘There is no association bclween socio-demogiaphic chamclcristies and belicls about

ANC scrvices among pregnant women in urbim slums of IBSELGA.

3. There is no associnlion between socio-demographic chasaetenisties and utilization of
antcnatal care serviccs among pregnant women 1a urban siums of IBSELLGA

3. Therc is no association between knowledge of the pregnant women and their utilization
o fantenota] carc services

5. Therc is no association between knowledge of the pregnanmt women and their belicfs
obout antcnatal care services,

6 'There is no association betwceen belicfs of the pregnant women and their utilization of

antenaia) casc seYvices
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CUHAPTER TWO

LITERATURLE REVIEW

Review of Concepts

2.1 Antenatal Carc

Antcnatal care is the care that a woman reccives during pregnancy from skilled health
personnel  which  helps 10 cnsure hecalthy outcomes for women and ncwbomns
(WHO/UNICEF, 2003). Antcnatal carc is the key cniry point icr a pregnant woman 1o
rceeive a broad range of hecalth promotion and preventive hcalih services, including
nulritional support and prevention and treatment of ancnmia; preveative, delection and
trcatment of maluria, lubcreulosis, and scxually tiaasmitied infeclion STIs/IIV/AIDS
(particularly prevention of HIV transmission from moihier to child) and tetanus toxiod
immunization. The \World Health Organization in 1996 recommended four focused antenatal

vistls to enhance the quality of care - rather than the quantity of care — thereby reducing
matermnal and child mottality and morbidity (W110, 2007).

Anlenatal care is an opportunily to promotc the benefit of skilied attendant at birth and to
encourage women 10 scck posiparium cate for themsclves and their newboms, [t 1s also an
idea) 1ime 1o counscl women about the benefit of child spacing. Fimally, anicnalal care 1s an
esscentjal link in the houschold-to-hospital care continuum (WHIQ, UNICEF 2003). Antcnatal
calc is named as onc of the four pillars of the safc mothcrhood iniliative, Although s
rehutive contiibution 1o matemal hcahh care has been under debate. its importaacc cannol be

denied

2.2 llistory of Anicaats! Carc

Antenstal care began in Paris n the year § 788. It was inwially an in- patienl care from 36
weceks till delivery. tn the United Kingdotn, the concept ol natcnaly) core began in l:dinburgh
tn 1902, when bed was allocated for that purposc. Ballantyne staried the firit natenatal clinic

in Bntnin to scmen for pre-eclampsia and prevent prelerm labour. Around the same time

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




across the Atlantic, instructive Nursing Association in Boston staned 10 make house-cafls on
all registered pregnant women 1o improve Lheir health, an idea which was soon embraced by

thc American physician, and routine antcnatal care became an established practice that has

now spread all over the world (Gunilla ct al., 1998).

When the first progiamme for antcnatal care wcre designed in Evrope in the first decades of
the 19® century, they were directed mainly towards women in socially difficult living
conditions, and had as a dcfinite objective, which was the improvement of matemal and
perinatal outcome for the least privileged groups. Gradually, the objcctives of the prograinmc

included more specific screening procedures 1o dctect defined medicai problems in the whole

pregnant population {GunillacL d ., 1998).

2.3 Definition nnd churacteristics of urhan sfums

According 1o the United Nations (2004}, urban slum is described as an nrea with paor
hygiene which is overcrowded, Jack of basic amenities (such as waler and sanitation), and
low' availability and use o f formal health services including matesnity care such as untenatal
carc and scrvices, hence making women higlly vulnerable, 1t could be defined as an
unplanned communily characterised by poor cnvironmental sanitation, overcrowding and
other anti-social vices.
In the past few decadcs, rapid wrbanisntion, gsowing urban slus in developing countries, has
miscd concems on public health issues, such as overerosvding, lack of safe drinking svater,
sanitalion and deprivation in multiple domains (UN, 2003; Madhiwalin, 2007), which in tum
exposes a vulnersble age group - like pregnant women - 10 high risks of infectious discascs
(Hughart., Silimperi and Khotun, 1992), molnutaition (Chuuditary, Sharma ond Axnrwal.
2002) and impaircd cogmitive development (Pryer et ol 2002) in the carly' formative years of
life

2.4 The Maternal and Neonatal Mortulity sltuation with focus un Niperia
It hig been ertimaied that 25% of matemal dcaths occur during pregnancy, with variability

between countiics depending on the prevalence of unsafe nbortion, violence, and disease in

10
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the ared. Between a third and a half of maternal deaths arc duc 1o causes such as hypertension
{pre-cctampsia and cclampsia) and antepartum hacmorrhage, which are dircetly related to
inadequate care during pregnancy (UNICEF 2010). Of the 210 mullion women who become
pregnant cach year, 30 million or about 15% develop complications which are fatal in 1.7%
of cascs. The widc disparity in matemal health care indicators might explain the wide

difference in matemal mortality ratio between the devcloped and devcloping countrcs.
{AbouZahr and \Vardlaw, 2004).

It has also been a challenge to assess the extent of progress towards the MDG § larget of
improving maicrnal health; duc to lack of rcliable dnta especially in developing countrics
(NDHS. 2043). However, the United Nations reported that wortdwide, ahnost 300,000
women died in 2013 from causes related to pregnaney and childbirth. Despite these deaths
which 15 mostly preventable and the need to do morc to provide care lo pregnant women, the

United Nations noted a little improvenient in matemal heaith indices: globally, the Natemal
Mortality Ratio (MMR) dropped by 45 percent between 1990 and 2013, froor 380 to 210
dcaths per 100,000 live births (United Nations (LIN), 2014).

| Notwithsinding the progress i1n all world 1egions, the MMR in developing regions - 230

J matermal deaths per 100,000 live births in 2013 - was fourteen times higher than that of

developed regions, which recorded only 16 matemal deaths per 100,000 five binths in 2013.
‘ Sub.Saharan Aftica had the highest MMR ot developing regions. with 510 deaths per
100,000 live births. followed by Southern Asia, Occanin and the Caribbcan. cach regisiering

190 matemal deaths per 100,000 live births, and then by South-Eastern Asia. In other

L developing regions. matemal dcath has become a rare event nowadays, with less than 100
deaths for every 100,000 live births: Most of the matemnal deaths in 2013 took place ia Sub-
Sahatan Africa (62%9¢) snd Southern Asia (24%0). There remain extreine dillerences in
matcmal morialily among countries. For example, Sicsta L.cone has the highest matemal
mortality rale, with 1,100 matemal denths per 100,000 live bitths. while Belamis has a rate of

I matenw)] death per 100,000 live births. Almost one-third of all global myatemaol deaths are

11

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



concentraled in two populous countries: India, with an estimated 50.000 matemal deaths
{17%), and Nigeria, with an cstimated 40,000 matermal deaths (14%) (15N, 201 4).

In a study conducied in six West Alricnn countries, a third of all pregnant women
expesienced illness during pregnancy, of which three percent required hospitalization (WHO,
2005). Certain pre-existing conditions became more severe during pregnancy. Malana,
HIV/AIDS, anacmia and malnutrition were associated with increased maicina! and newboemn
complications as well as death where the prevalence of these condstions is high. New
cvidence suggests that women who have been subjected 1o (emale genital mutilation are

significantly mo:c likely 10 have complications dunng childbitth, so these womicen need to be

identified during ANC. Gender-based violence and exposure to workplacc hazards are

addit:tonal and oficn underestimated public health problems (Omella et al 2012 ).

In Sub-Saharan Africa, an cstimated 900,000 babies dic as stillbisths dunng the last twelve
weeks of pregnancy. It is cstirnated that babies who dic before the onsct of labour, or

nnieparium stillbirths, account (oe two-thisds ol al! stillbigths in countries where the mortality’

rate (s greater than 22 per 1,000 births — ncarly all African countries (WO, 2005). Antc

partum sti{ibinhs have a numbxr of causes, inciuding mateenal infections — notably syphilis
and pregnancy complications. Newboms are aflected by problains during pregnancy
including prcierm birth and restricted etal growth, as well as other (aclors a(fcctmg the

baby's development sucb as congenital in(cctions and (ctal alcohol syndrome (WHO, 2005).

The social, (amily, and community context and belicls affcct health during pregnancy cither
posutively or negatively, Some cultures promeole special (oods ond rest for pregnant wonen,

but in others. pregnancy 1s not io be acknowledged. In these cases, women continue 10 work
hard. and nutnitional taboos may deprive them of cssential nwirients, adding tu nutritional

deficicncies, pasticularly iton, protein, and cenain vitamins (Omclla et al 2012)

Nigerin is Aliica’s most populous countty, with 198 million inhabitonts in 2007, 25 million
of them under akc five. With almost 6 million binhs in 2007 und a 1ot ferntility mic of S.4,
Nigenia's popuidtion growth conlinues 1o be rapid in abselute tenns, According to the 2007

12
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World Development Indicators. published by the World Bank, more than 70 per cent of
Nigerians live on less than USS1 per day, impairing their ability to afford health care.
Poverty, demographic pressures and insufficient investment in public health care are some of

the factors contributing to high levels and rotios of matermal and neonatal mortaliiy (JNICEF
B 2009).

The latest United Nations inter-agency estimates places the 2005 average national! matcmal
' mortality ratio at 1,100 dcaths per 100,000 live births and the lifetime risk of mntemal death
at | in 18. When viewed in global teans, the burden of maternal dcath is brought into stark
reality: approximately 1 in every 9 maternal deaths occurs in Nigeria slone. The woinen who
survive prcgnancy and childbirth nmy face compromised health; studies suggest that between
| 100,000 and 1 nillion women in Nigeria may be suffering from obstetric fistula. Neonntal
deaths in 2004 stood at 249,000, according to the latcst World Ifealth Organization {igures.
with 76 per cent taking place in the carly neonatal period (first week ol life)(Wi10 2012)

Inadequnte health facilities, lack of transportation to institutionnl cace, wability o pay for
senvices and resistance among some populbmtions to modem heahh carc are key factors behind

the country's high rates of matemal, newbom and child mortality and morbidity. ‘There arc

| significant disparitics between and within States. Low levels of cducation, especiolly: among
| women, and discriminatory cuhural attitudes and piactices nrc barricrs to reducing high
matcmal mortality ratcs (UNICEFF 2009). A study st the Jos University Teaching Hospital in

the notth-central region shows that acarly three quasters of matcmal deaths in 2005 occurred
among illiteraie wotnen and the mortality rate smong women who did not seceive antenatal

care was about 20 times higher than among thosc who did {UNICEL® 2009)

Given these complex reolities, developing strategics to accelernic progress on matemal an
newbom heolth rcmains o considersble chatlenge. In 2007, Nigenia began to tmplement a
national Integrated Maicmut. Newbom and Child 1lealth (IMNCIEL) strategy to fast-track
hlgh-impact interveniion packages that include nuintionsl supplemcnts, smmuntzation,

inscchicide-treated mosquito nels and prevention of mother.le-child trmnsmission of HIV
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(UNICEF 2010). The IMNCH strategy, if implemented in full and on time. con markedly
improve maternal and newbomn health. Togelher with this package, the country has embarked
on a National Health Insurance Scheme, which secks to integrate the public and private
health sectors 10 make health care more affordable for Nigerians.

25  Activitics carried out during Antenatal care

The scries of activities embedded in the ANC include:

e Confirmation ofthe pcnod of gestation

¢ Detailed history of prescnt, past and family illness

* Routinc mcasurement of height, weight. blood pressure, ocdema feet, {ingers and face

Dctermination of haemoglobin level at booking, 28 and 36 wecks
Urine cxamination for proteins, sugar, and bactcria at bocking, 28 and 36 weeks
Dctermination of Blood group, genotype and Rhesus {actor

Dectermination of blood supar level and other investig:tion i findicated
Immunization against tctanus

llcalth promotion and cducation conceming proper nutrition, hygicne and infcction

prcvention, early dctection of danger signs, health sceking bchaviour, inlant care and
feeding and postpartum famnly plansung

Routinc presumptive treatment of malana (IPPT)

lron and folic acid supp!emenmation

Screening for and management of syplulis and 1V (\WHO, 2009).

2.6 Benefits of ANC

Prcptiancy ts a crucial time (o promote healthy behaviours and parcnuing skills, ‘Ihic antenatal
penod clearly presents opportunitics for rcaching pregnant womcn with a number of
nterventions that may be wvital to their health and well-being and that of their infants
Antenntal care aad services dunng pregnancy is imporiant {or the health of the mother and
the development of the unborn baby (W10, 2009), Good ANC links the swoman and her
family with the (ormal health system, increases the chance of using a skilied antendant at
birth and coniribules to good health through the life cycle. Inadequate care dunng this time
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breaks a critical link in the continuum of care, and alfccts both women and babics (WO,
2005; UNICEF 2006).

Antenatal care helps to ensure healthy outconics for woinen and ncwboms. Focused antenatal
care rccognizes thal every pregnant woman is at risk of complications, and therefore all
women should receive the same basic carc and nonitoring for complications. it therclore
. promotes snterventions that address the nost prevalent health issues that affect mothers and
ncwborms: ANC help women to tnaintain nonnal pregnancy through targeted assessment 10
cnsurc normal progress of the childbearing cycle and newborn period, and 10 facilitate the

carly detection of complications, chronic conditions and other probicms! polential probicms
that will aftect the pregnancy.

Antenatal Carc also help in individual core 10 help maintoin normal progress, including
preventive mcasures, supportive care. health messopes and  counsclling  (including
cmpowerment of women and fwnilies for citective scli-care), and birth preparedness and
complication ¢eadincss planmng (Bricl, 2004). This is a {ime for providers and womcn (o talk
about important issucs affccling the woman's health, her pregnancy, and her plans for
childbirth and the ncw-bom period. Discussions can include how to rccognizc danger signs,
what to do, and where to get help, good nutrition and its importance to the health of the
mother and baby, good hygicne and inlcciion prevention practices, risks of using tobacco,
alcohol, mcdicotions. local drugs, and traditional remedics, rest and avoidance of hcavy

physical work. benelits of child spacing 10 mother and child. benefits (1o mothcr and baby ) of
exclusive bicastleeding, protection against 111V and other sexually trmnsmittcd discases. The

amenatal period also provides an opportunity to supply infonnation on birth spacing, which
1s recognized as an importont [actor in improving infant survival.

The Maternsl and Neonnwsi Flcaith Progiamme sees anicnatal care a5 o key platform for
sramoung saler beaith praciices, preventing and treating malario, preventing mother-tochild
uznomjssion of HIV and prevening and reating other diseascs such as syphilis, as well as
building s busting rciationship with s shilled rovider. I'reventive intcrventions provided fixc

[l Prepaent mxuineq included Immunization #ganst tcianus with tetanus teods reduc 1on of
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‘iron deficiency anaemia through iron and [olate supplementation, Prevention and trecatment

of malaria arc also important interventions 10 reduce ancmia.

2,7 WKnowledpe of ANC

Ovecrall, women's awarencss of lifc-threatening complications during pregnancy, delivery

and the postparium period was quite low, although it varicd considersbly nccording to type of
complication. Fifly-six pereent of women cited tctanus ond 49% cited prolonged or
obstrucicd labor as potcntially life-threatening conditions, while swallcr proportions
mcntioned rctaincd placenta (38%6) or malpresentation ot’ the {octus (25%). Although
convulsions and cxcessive bleeding account for morc than hall of all matemal deathis in
Bangladesh (NIPOR'T,2001) only 26% ond 18% of women, rcspeclively, cited thesc

complications. ln all, 89% of surveyed women were able to name at lcast onc obsletric
P

complication, and 42% could namc three or more (NIPOR T,2001 ).

Lack of suflicicnt knowledge about ANC was noted in the study conducted by Ye, Yoshida,
[{arun-Or-Rashid and Sakamoto (2010). The authors conducied a cross-sectional study using
two-stage cluster sampling ut 24 sclected villages in the Kham Distnict among 310 manied
women of reproductive age, swho had ot least onc child aad had delivered the last child within
two years from the period of data collection. Knowledge was mcasurcd using |5 questions
divided inlo two components: complications that occurred during pregnancy (5 questions)
and benciits of ANC (10 quesuions). Respondents® sources of information ahout ANC were
village heolth volunteers/traditional binth altendants (76.6%), health peesonnel (48.6%).

[reads (12 9%), community lcaders (36.0%), mass media (33.7%). mother (10.3%) and
busband (7.3%). Mujonty (73.9%) of the womcen {acked sufticient knowledge of ANC
despite the high level of avarences

Akanbremy; Mamuws-Olamide, Fagbamigbe and  Adcbownle (2013) conducied a
nmmn:’t’“’d study among women ol reptoduciive nge (1549 years) who had o1 least a
buby delivery in the 5 years priot the survey or cuavently peegnant in selecied mral and semi-
wben commmguis=s in Okitipupa 1.GA. Ondo State, The suthors measurcd kntwledige based
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n the followving 8 parameters: Asscssment of risk in pregnancy; Birth preparedness; Physicol
cxamination; Urine examination; Blood pressurc measurcment; Delccling foctal and moternal
abnormalities; Drugs for fetal and matemal wellbeing and fnmuinunization. Respendents were
scorcd based on their ability 10 correctly statc any of the above parametcis «s service
rendered in ANC visit. Results revealed that most (98.0%) of the respondents were aware off

I the term ANC white alnmiost half (45.9%) of the respondcnts got the infoimction on ANC
| from henlth workers. The mcan knowiedge score was 6.041.2 and rmaged from 0-8, Thosc

with scores less than the mcan were classificd as having poor knowlcdge and bascd on this;

| majority of them had good knowledge on the purposecs and services rendered at ANC.

Multivoriate analysis of Akanbicmu ct al's (2013} findings revealed that sespondents’
knowledge was signilicantly influcnced by respondents’ type of occupation, number of
previous pregnancy, religion practiced, husband's occupation and cducational attaisunent.
Respondents who were civil scrvants werc wvo and half 1imes morc likely to have a good
knowledge of ANC than their countcipants who were traders, A surprising result irom the
authors' study was that respondents whose hushands had no education were about cleven
times more likely 10 have good knowledge than ihose whose husbands had icetiary cducation

Also, respondents whose husbasids were civil seevants and fanncrs were about 1wice more

likcly and thrice less likely respectively 10 have good knowledge of ANC. Preference to use

cither public health facililics or any other typc was not signilicantly associalcd with
knowledge of ANC.

In Indonesia, it was demonstiated that immovement in ANC knowledge was sigaificantly

influenced by, 1cspondents™ levels of cducation (Nurasni and Parker, 20605), Radio and

television access exposure were dlso shown Lo influence ANC as found in o study conducted

in Bangladan (Moshiuz, 2008).

o a grem extent. knowiedge determines the level of praciice of Antenalal secking behsvious
This was showi: by a8 study in Kolkota. Irxlian where nearly twe-thind of the study group had
either good o7 exoclient knowledge of maicmal heslth senvices. The study fuither shotved
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hat almost 1wo thirds (64.3%) of the womecen studied utilized ANC facilities because of the
good knowledge dcmonstrated by them (Banerjee, 2003). @n the other hand, knowledge
" about antcnatal care was found 16 be belter among womcn who utilized antenotal care

comparcd o wotnen who did not receive (Nisar and White, 2008). The iinplicaiion of these

studics is that knowlcdge iinproves utilization of ANC scrvices and vice versa.

2.8 Belicls whout utilisution of antenatal care services

A Nicaragun study found that women's utilization of prenatal and delivety services is
influenced by communal and individua! perception regarding matema! care (Lubbock. 2008).
Women's belief thst facility-based care provides # safe cnvironenent for teceiving care
evolved from the quality of care they rceecived and delivery oulconie {tom previous

pregmancics. Many women who experienced complications trom previous birth or low parity

had an increascd fear ond awarcness of the risk involved in foiling to seck core and thus
sought care to avoid complicotions (Lubbock. 2008).

Akonbienmwu ct al. (2013) in their study found 1hat almost all the respondcents (98.5%) believed
that ANC improves their health and that of thetr unbom child while 94.4% believed that

ANC improves prcgnancy outcome. A grealer propottion (96.2%) ol the regpondents
believed that ANC prevems delivesy complieations. About 53.5% of the respondents
disagree that ANC is not very usclul 1o multipareus women. l{iowever, about one third
(30.9%) of the respandents disagreed that women only registercd for the purpose of where 1o
deliver, while about three-quarter {(74.6%) agrecd ANC can reduce morbidity and mortality

in wamen, On whether ANC is necessary for purpose of tzcatment of minor llncss during
pregnancy; over three quaries (84 4%) of the respondenis gave an ofTirmntive answer.

Educzniona! stalus of respondenis, their occupation, and number of previous pregnancics and

whether they received ANC or not significantly offected their perceplions of ANC
Respondents who had recesved ANC services swere about 26 numes more likely to have

posiuve perccpuon of ANC than those who had not. An astonistung resutt is that uneducated

rewpemheas WOTC OVEI twelve times more likely than those who had testiary education fo
beve potitive perception of ANC services (Akanbiemu et ol 201 3).
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29  Pautern of antenatal care services utilizmtion among pregnant wonicn

Matemal health refers 1 the health of the mother during pregnancy, childbirth ond the
postpartum period {(AbouZahr and Wardlaw, 2004), Utilization of inatemal health service is
imporlont for carly deteclion ol mothers who are at high risk for niorbidity ond mortality
during pregnancy (WEO, 2007). Thesc services are usually preventive and the poticats are
not usually ill: which makes it casy for the services 10 be undcrused (A et al., 20003. The
utilization of matcenal health service delinitcly is csscntial simiegy ta reducing the risks ond
potentiol problems nssociated with pregnancy and cluld bearing, In thc developing counlrics,

these problems are even morc prevalent due 10 the current sociocconomic conditions and

inaccessibility ot hcalth facilitics (AbouZahr and Wardlaw, 2004)

[n 1996, WIIO recommendcd four stmicgic intervenlions or “four pillaes™ for salc
mothcrhood. These include family planning, ontcnatal care. clcan’safc dclivery ond
cmesgency obstelric care. Some of these inteiventions that have been shown to be cficclive
indelecting, treating or preventing conditions in psegnant women that might othcrwise give
nsc 10 serious morbidity ond mortality are dcteciion and investigation ol unacmia, detection
and investigation of pregnancy induced hypericasion, treatment of scvere precclampsio,
sareening and prevention of infcctions and diagnosis of obstructed labous. Almost atl of these

conditions are detected during ANC visils; hence its importance,

Antenatal carc coverage has incrrascd globally (Populotion Action Int.. 2007). In Sub-
Saharan Afrtca. 69 percent of pregnant women have at least onc ANC visit, more thar: in
South Asia. which is 54 percent (WHO. 2005). ANC has been described as a majar
detaminant of high natemn! mortality rale and onc of the basic cornponents of matermal care
on which the life of moihers and babics depend (McCarthy and Maine, 1992). Its utilization
tn the developing countries is however low (65%) when compared to that of the developed
countnes which swnd at 97% (WHO, 2007). World healih orgonization { Wii0) recommends

2 least four visits o anicnatal care facilities throughout pregnancy’ (W HO, 2002) and noted
thag 23+ Of pregnant women had four or more ANC visits in 2012, an increase from I 7% in
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990 (UN, 2014). Evidence has shown that more than four visils are only recommended in

casc of complication (Villar et al, 2001).
Using data collected (rom Bangladesh Usban Health Suevey (UH1S) 2006, Kahir and Khan

(2013} designed a retrospeclive cross-sectional study among pregnant women of urban slums
of Dhaka cily, Bangladesh. Sixty four percent of the respondents received ANC in last
pregnancy. Pregnant women who visited the health facility reported that they were lold about
signs of pregnancy complications (56%), had their weight (57.2%) amd height (35.8%)
mcasured, blood pressurc taken (56.3%) and urine lest done (36.6%). !ypothescs lesling by
the authors revealed o strong ussocintion between age, incorne, icvel ol cducation, aceess lo

mass media and usc of ANC.

A cross-scctional sludy was conducted by QGill and Devgun (20t3) titled *“Socio-
Demographic Faclots influencing Antenstal Care Practices in Urban Slums of Amritsar City,
Punjab, India. A total of 30 clusters of 7 unils cach were taken to make a semple of 210
units in the study. The women who had delivered within onc year before the intervicw were
taken os study units. Findings from the study revealed that of the 210 women, 64.8% planacd
the pregnancy and only 42.4% of them had adequate ANC cheekups. Iron Folic Acid tablets
were 1aken regularly only by 21.4% of sludy subjecls and 89,5% were immunized against
tetanus, Furnther analysis revealed that nativity, identity proof, socio-economic status of
women, iype of family, age of women, litcracy stalus of woinen and their husbands, panty
and preplanning of pregnancy cmerged as significanl factors influencing antenastal cate
practices of the women. On multivariate analysis, lileracy of women and of their husbands

and socioeconomic status remaincd significant factors whereas others transpired to be

insi gnificant.

Anothey ctoss-sections! study that was also conducted in India among 250 women who hod
delrvered at least @ cinld in the three years prior the survey (Kulkan and Nimbalkar, 2008)
fevaled that the use of ANC was 78 8%, One hundied and nincty scven (197) out of 250
women siud:ed vere registered for ANC before 12 weeks of gestation and reccived $ or nwore

1 mt‘;-;. relshionship showed that significantly, the use of ANC increased with
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cducation level of womcen (the use ol ANC was 31.6% [or illitcratc wortnen, 66.7% for
wotnen with education Ievel up to secondary schoo! and 90.8% for women who studied up to
S.S.C.E£ and above), Sunilurly, use of ANC was significantly higher for Christian women
{92.7%) conwparcd 10 llindu woinen (78.8%) und Muslitn women (48,0°%). ‘tivose who
received good quality of care froin the health personncl were 2,12 times more likely to use
ontcnatal carc. compared to the women who reeeived poor quality ol case. The use of ANC
deercascd significantly with corresponding increase in distance to health centre from home.

Thus. Kulkanu and Nimbatkor's 2008 study revculed the distance 10 health centre from home

Was negalively ussocinted with the use of ANC.

On the inRuence of the nicda on the usc of ANC, Kultkarni ond Nimbalkar's study found that
usc of ANC was significantly associotcd with exposure to communication variables such as
icievision, radio and newspaper.. The wonen who were exposed to television about micssages
on prenatal care wete 3.35 times inore likely 10 use amcnmtal care thun woinen who were not
cxposed 1o the message on television. The women who heard messages on rudio aboeut
prenatal care were 2 38 times more likely to use amenwal care thun women no exposed 10
radio. while women cxposed to newspapcer who reud messages about prenatal c.are were 4,37
times mote likely to usc antenatal care than women that do not read 1ncssages about pren:tal

carc in the newspaper (Kulkarm and Nimbalkar, 2008).

Unlike 1he lindings of other studics, Yc ct al. (2010) found that moce than half (53.9%) of
women 1in Kham District, Xiengkhiouang Province, 1.ao Pdr, Japan reccived no ANC senvice.
Reasons adduced for 0ot teceiving ANC wete being 100 busy (93.4%), fellowed by feeling of
suflicicmly good health (83 8%). fecl embarrussed (74.3%4), lived too far away' from an ANC
service (71.3%), view pregnancy as ordinmy issuc (64.7%5) and being poor ($8.7%3). Among
women who had an ANC 143 (46.1%¢), the highest nuinber of respondents (64-3%) had
visited less than fowr times during their previous pregnancies, whereas only 35 7% had
) !iwd four umes or more. More thon halfl (SR.72%) of the respondents started ANC visits
&ming thesr sccond trimester followed by those 1n their fiest (39.9%%) and third iIrimestet
(1 4,5) Education, income, knowledee, atiitude, distance 10 the ANC senvice, availability. of

hile TRVD01LBIOD, the cost of tungportaiion, as well a8 the cost of service were reselad
4!
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o0 be positive and significant predictors of ANC service utilization; levels of education and

knowledge wete however the most imporiant predictors of ANC utilization in the Kham
Disltrict.

A houschold and hcalth facility survey of 1,927 women who had a pregnency outceinc in
2004-2005 compared the frequency ond timing of ANC among Nairobi slum residents to
other population sub-groups (Naitobi as a whole, urbon Kenya and rurw! Kenya). IVindings
revealed that 2.9% of the women did not attend ANC. Despile the relatively high propostion
of antcnatal carc from a hcalth prolcssional among slum women (about 97°4), 48% madc less
than the recominended four visits. This figure compures with ncarly 25% in Nairohi os n
wholc and 28% in utban Kenya. Notictably, this proportion of slum resident woinen with
less than four visits was slightly lughet than that obsctved in rural Kenya (45%) implying
that with regord to the fiequency of antenatal carc. urban slum women are at jcast as

disadvantaged as their rurnd counterparis (Fotso. Ezch and Oronjc, 2008),

On the timing of the fiest ANC wisil, Folso ct al. (2008) noted that among slum women who
aticnded antenatal care, only about 7% 1nitiated the process in the first trirnester of pregnency
as rccommendced by the WHO, conpared to 18% in Nairobi as a whole, about 15% in urban
Kenya, and 11% in rwal Kenya Similar disadvaniage of the urban poor was olso captured in
the proportion of wolnen vwho had their first visit lale in the third trimester of pregnancy. The

Propottion was similar atnong the slum tesidents and rural women (aboul 23%). With regards
1o the diflerentials in the uming of antenatal care by houschold wealih, respendcnt’s

education, parity and slum residence, stiong differentials in the iming of the {irs1 antenatal
carc visit were recorded wiih regard 10 wealth, cdueation, parity and place of residence,
Lower household seslth o eduentionsl level, higher panity, and being residem in Korogocho

were all gcsociated with nte inniation of anicnatal care visils

Funber analyses on diiferentals in the frequency of ANC by household wealth, respundents’
educmion. pasity and slum residence also revealed that the propostion of wemen who nwade
the recommended number of visits increasad with incrensing edwCanan amb wealth: 1he
CXPOCYerd Bymite rndd w9 ebsexxed among wumen who only made two 10 thiee Jiats, dnd
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among thosc who cither did not attend ANC or inade only one visit during the course of the
pregnancy. Higher parity women were also Jess likely to make the recominended number of
ANC visits and women from Viwandani (the wealthier sluin arca) were more likely 1o imuke
the recominended number of visils coinpared 1o their Korogocho counterparts (loiso ct al.,
2008). There was also a statistically significant relationship between use of ANC and place
of delivery: women who reported four or miore visits were nore likely 10 deliver in en
appropniate health focility (52%) than their counterparts who made only 1wo 10 threc visits
{48%) or onc visit or none (35%). Likcwise wonicn who reported four or more visits were
Jess likely to give birth ou? of health focililics (25%) compared with their counterparis who

madc only two to three visits (32%) or less than one visit (44%o)

In a repont [rom “Swving mothers™ from the departinent of health (2005-2007), 63.2% of
pregnant wonicn in South Africo atiend antenatal services. Late presentation at ANC in this
tepert concuts wilh severl studies conducted 1n other parts of Africa indicsting that the
majority: of women report to clinies during the third (riinester of pregnancy, which resull in
ncgolive bith outcomes and outlines similar causcs of matermal deaths. Fer examipte in
Tanzania, mojorily of women deloyed their first visit 1o an antenptal clinic. The smine
findings were echoed in a study conducted in Nigerio where the incdian time for [irst

antcnata] clinic attendance was 23.7 weeks {Mpembeni ct al.. 2007).

In Bohlabeto district in Limpopo. South Aftica, a study which aims to explorc and desctibe
the indigenous beliefs and practices thet influence the aticndance of antenatal clinics by
wemes Showzd hat antcnatal carc and services ate not (ully utilized by pregnant clicnts
Only 2.9%¢ of women in the district attend antenotal services before 20 weeks of gesiotion. In
total. 58 3% of womcn attcnded antenatal services duning their second and third inmesters
(Ngomanc et al _2019), Also 1n Uganda. a study reported that ANC utilizanon was mainly
alfected by distoxe and lack of knowledge of the importance of ANC (Ankundn, 2008)
Somaber WY carricd oul 1n Islamabad. Pakistan (Alam. 2004) revealed that of the women

who did not evail themselves of ANC, about three-quarter cited ignorance of the ymysartance
of arsenmtal cazc as teason why' they did nol utilize ANC

3]
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‘A study was conducted in Sudan on the antcnatal carc use among 400 married women of
reproductive age from both urban and rural localitics in Khartoum State, Sudan (tbnoul, von
den Borme and Maarsc, 2007), [1 was found from the study that there was more utilizotion of
toutinc antenatal health care services and application of TT- vaccination among tiic urban
women compared 10 the women in the rural arcas. Other faclors such as higher quulity of
care, shoster walk-time 1o hcalth facility and mother's cducation sswere significant
dciemiinants of routine antcnatal care use (Ibnouf ct al.,, 2007). In 2nother study, Regassa
(2011) used a qucstionnaire 1o investigate the utilization of antenats! und postnatal care
scrvice utilization ainong southem Etluopion Population. 1t was reveeicd in the study that
women with high level of educition and cxposurc to mass medis as well as low parity have
higher usage of antcnatal and postnatal care. This reflects women of high socio-economic
status in the rutal community’ that is the sum] neh. However, unlike previous findings that

revealed low utilization of antenatal care in the rural area, this study showed high antenatal

carc usc in the rurnd population of Ethiopia.

According to Eggleston (2000), living in urbon arca was not associolcd with rcceiving
prenatal care. The 1994 Demogrophic and Maternal llealth Survey data was used to examine

the relationship between wunintended pregnancics, both unwanted and mistinied and scveral

dimensions of prenptal care use among Ecuador Women. Findings from the study showed
that urban residence has no association with receiving prenatal case, but those women in the
urban scllcment had a higher odd of starung ontcnatal visit in the first itmester and
recening adequate number of visits than the rura)l women. llowever, the diflceences n
patierns of antenatal case use by rcsidence aad wealtb status across countries in sub-Sohamn
Africa could be as a result of variation n the quality of health system ocross these different
} devcloping countries of the world. Moniea ct al. (2003) reported that the urban poor moay be
move disadvantaged In aliocation and wilizavion of antenals] services than rural residents,
cxpeciaily ina country that has good health sysiem

Among Nigerian women who had given birth in the last five years, 63%a reccived ante-natal
care during their last pregnancy The propostion that received ANC wiss higher anug whan

(83 o} compusss i rural dwellers ($4%s) but no data svailable for women in urban Slum® In
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eiins of zones, South East had the highcst proportion (86%) of pregnant women that

cived ANC in their last pregnancy, while the lowest proportion (45%) was recorded in the

Notth West. About half (52%) of pregnamt adolescents (15-19 years) reccived ANC

(NARIS, 2007). According 10 the National Demographic Health Survey 2013, 58% of
women aged 15-49 received ANC from a skilled provider (doctor, nurse/midwife, or
auxiliaty nusse/midwifc) during their last pregnancy, Thirty pereent of the women reccived
ANC scrvices from a nurse or midwife, 23% reccived ANC services ftont a doctor while 3%
reccived ANC services from a raditional birth attendant. A 1018l of 36%% did not reccive ANC
services at all (NDLIS 2013).

Dairo and Owoyokun (2010) conducted a study on factors iniluencing the wtilisation of ANC
scrvices in Ibadan, Nigeria. Ot the 400 woinen intcrvicwed, 23.7% sought traditional ANC
whiic 6% neither sought modem nor traditional ANC. Majonty 307(76.8%) attended ANC
clinic &t least once during their lost pregonncy. Of shese, 28.0% attended a private hospital
for their ANC clinic, 24.49s attended a PHC cenlre, 15.6% attended a state spccialisi
hospital, 14.0% attended a general hospital, 8.8% otiended a motemity home, 8 5% aticnded
a teaching hospital and 0.79% oticnded o missionaty hospital for their antenatal care. The
mcan gestational age at booking was 21 444.6 weeks and the mean number of ANC visits
was 9 1+3.9visus, The scrvices received by the respondenis ot the ANC clinic were screcning
for risk factors, Tetnnus Toxoid (TT) vaccinstions, IPT (antimalana), Insceticide Treatled Net
(ITN) ond health advice. The most common service rendercd to the swonien at the ANC clinic
was weight measurement (98%%). The woinen were also given health education wath the

information received on diet (27.1%) highest, whilc 85.0% reccived infomiolion on
LIV/AIDS.

In Dasro and Owoyokun'’s (2010) study. the 24 respondents who neither sought modem nor

uadilional anteanip) care during Pregaancy gave various reasons for not sceking ANC care ot
ol Moee than half (58 3%s) gove the inability 10 alford Cost of antcnaial care as the reason for

not obtaining atenatal care ot ail. The other reasons reported by the women whw did not seck

snienatal care m af) include did 00t think antenata) casc was even important ($9.39%), claime

they had po cheake to atterud (29.6%), the long time that will he spent in oblaining antenatal
a5
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re (29:6%). distance to venue of antenatal care (22.2%), the attitude of carc givers (14.8%)
and religious rcasons (3.7%). Multivariolc onalysis of the authors® lindings rcvealed that
women in urban arcas were more than 2 times likely to stiend antenatal clinic than women i3
rural arcas, Muslim women or other religions were more than 2 times likely to ailcnd ANC
clinic than women who werc Christians, women who were 25 ycars or more were two times
more likcly to utilizc antenatal carc snd scrvices than women who werc less than 25 yeus. In
ficu of these [indings, the authors suggested that cfforts towards cnsuring ANC utilization
should be targeted townrds rural areas, the imnportance of modcrn antesiatnl core should be

cmphasized cven in the rcligious scttings and younger women should be cncouraged to

utilizc antcnatal care scrvices (Dairo and Owoyokun, 2018).

Another Nigerian study was conducticd to examine the paiterns of matemal health scrvices
ond also asscss the detceminants of the pattern of maternal health services in Sagamu
(lyaniwura and Yusuf, 2009). The study was conducted on sclected 392 women who hud @t
least onc successful delivery in Sagomu arca of Nigeria, Findings from the study revealed
that antenatal amndd delivery seivice use increased as educational status and higher level of
income was attained. Ihis showed @ positive signilicatt nssociation heivween antenatal ood
dclisery care with cducation and wealth status, Therefore, if the socio-cconornic siatus of

men swere increased in the community then there will be improvement in the utilization of

maternity care services (lyamwura and Yusuf, 2009).

Babalola and Fatusi (2009) alsoc carvied out a study on the determinants of matemal service
utilization in Nigeria A mulii-level analysis was donc in this study which tncluded
individusls, houschold, community and smc level anslysis. Data from the 2005 Nationa
IBV/AIDS and Reproduciive llealth was used to examinc individual, houschold and
commumiy, delerminants of matermal care services among 2148 women who bad o baby ‘at
least five years prior 10 the survey, Fiadings showed tha education, socio-economic level,
wrbmn restdenee and community medig saturation are sighilicont predictors of matematl health
e Wtitization at all the level of analysis respectively except the swte. Jlowever, womsn's
.lcr a birth of tas1 child, cthnicity. notion of Ideal family siz¢. approval of family planning,
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evalence of the small family nonn in the community and ralio of primary health care 1o the
population revealed variation in predicling matemal healthcare utilization at individuat,

houschold, community and state-level respectively (Babalolu and Fatusi, 2009).

In Northem Nigeria, Kabir, lluyasu, Abubakar and Sani (2005) studied the ficiors thut arc
significantly associated with the usc of antenatal care services. The sludy wus spectiically
donc in a village scuing of Kumbotso in Kano, Nigeria. The study used data frorn 200
women of childbcaring age in this villagc community 1o assess factoss thm significantly
determvine antcnatal care use in the village. The study [ound that woticn cducaiion and the
cducation of their husband were positively associated with antcnatal core usc utnong utal

women. Tie higher the cducational status attoincd, the higher the use of antenatal care umong
the women.

A morc recent study conducted in Nigerin by Akanbicmu ct al. (2013) found thet most
(95.4%) of their respondents utilized ANC during their last pregnancy. Age was found 10 be
associatcd with the utilization of ANC but wonicn uged 20-29 were the highest numbers of
uscts when compared with the other age groups. Also attaining any level of education wany
significantly associated with ANC utilization as thosc with sccondaty cducation has the
highest proportion of ANC utilization 1n gicr last pregnancy’ as compared with those without

fomial cducation. In addition, mantal status was significantly nssociatcd with the utlization

of ANC as those who were mamcd had the highest propottion of users when compared with
! the single tespordents. Previous delivery of n healthy baby was the factor found 10 have the
| strongest influence on the utilization of any ANC scrvices and also husband's cducauonal
status. Knowledge of ARC was owcver notassocialcd with ANC utilization
As pan of their study. Akanbiemu ct al (2013) reported 8 preference for utilization of public
ANC heslth faciliues (gcnernl/stote specialist hospital id health Cenues) among their
respondents (75%) wwhile only about one-Quarter utilized other facilities like private hospitals
(16 125) home/birth atiendants (5.2%) and faith-based organizations (22%) in decreasiag
order v.a-, {cw cromen (1.5%) did not utilize any’ ANC facility. On probing lor reason foe
the preference for ihe public ANC health facilities. about $1% of the respondents stared that
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State free health prograrmme for pregnant women was the fingle reasoo why' they
ized public haaith facilitics. followed distantly by sausfactory Ircatment of iinesyes
nng pregaancy (12.7%) and Health Education duning ANC visit {9.4%). Reasons adduced
by respondents for consideration before making a choice of ANC facility were previous
delivcty of o healthy baby (85.2%), avalability of immunmization sarvices (85 (%), politeness
of health workers (75.5%) and “husband's instiuction™ (53.6%).
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.12 Conceptual frantework

213  The Nealth Belicf Mode!

The Health Belief Model (FHBM) was developed in the carly 1950s by social scicntists at the
U.S. Public ilealth Service in order 10 understand the failure of people 1o adopt discasc
prevention sirategics or screening tests for the early detection of discasc. Loter uses of HBM
were for patients’ responscs 1o symptoms and cotnpliance with niedical treainicats. The 11BM
suggests that a person's belicl in a personal threat of an illness or discase together with a

person's beliel in the effectivencss of the recomnicnded health behaviour or action will

predict the likelihood the person will adopt the behaviour.

The HBM derives [rom psychological and behaviournl theory with the foundation that the
two componcnts of health-rclated behaviour are 1) the desire 1o avoid illness, or conversely
get well if already ill; and. 2) the belief that a specific heaith action will prevent, or cure,
illness, Ultimately, an individual's course of action often depends on the person's perceptions
of the benefits and barrices related to health behaviour. There arc six constructs of the FIBM.

The first four constructs were developed us the criginul tenets of the FIIM. The last two were
added as research about the 11BM cvolved:

1. Pecrecived susceptibility - This refers to n person’s subjeaiy ¢ perception of the sisk of

acquiring an illness or discase, There is wide variation in a person’s feclings of personal
vulnerability to an illness or discase.

2 Perecived severity - This refers to a person's fcelings on the seriousness of contracting an

illoess, ©F disease (or leaving thic illness or disease untrented). There is wide variation in a

person's feelings of severily, and ofien a person considers the medical consequences (c.g.,
death, disability) and social conscquences (c.g.. family lifc, social relationships) when
evaliating the sevenity.

3 perecived bencfits - This rcfers to a person’s perception of the effectiveness ol various
actions available to reduce the threat of illness or disease (or to curc illness or discase)
The cousse of action a PEr30N takes in prescnting (or curing) iliness or discase eelics on

s tien mnd cvaluation o f both percen cd susceptibiliny and perceived henefit, such
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that the person would accept the sccommended health action if it was perccived as
beneficial.

Perectved barriers - This refers to a person’s feclings on the obslacles to performing a
recommendcd health action. There is widc variation in a person's feclings of barriers, or
impediments, which lcad to a cost/benefit analysis, The person weighs the ciicclivencss
of the actions against the perceptions that it may be expensive, dangeicus (e.g., side
cffcets), unpicasant (c.g., painful), time-consuming, or inconvcnicni,

Cuc to action - This is the siimulus needed to trigger the decision-mnking process to
accept a rccommcended health action, These cues can be intemal (c.g., chest pains,
wheezing, cte.) or extermal {e.g., advice (som othcrs, illness of finnily tneinber, ncwspapcr
asticle, ctc.).

Sclf-cfTicacy - This refers to the level of u person’s confidence in his or her ability to
successfully perform behaviour. This construct was added to the modcl most recently in

mid-1980_Sclf-c(ficacy is a construct in muny behavioural thcories as it directly relates

to whether a person performs the desired hehaviour

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Modifying foctoers
knowledge &

awarcness of the
importance of ANC
Age

Belicfs about ANS
Level of education

|

Perceived susceplibility

Belief that onc s vulnemble to
complications in pregnancy

Beliel that onc is vulncrable lo
some discases nnd infeclions duting

pregasncy.

'crecived severity

Belicf that these complications and
diseases can lead o loss of
preghiancy and life ifnot prevented
detected and treated early.

Perceived threast

Loss of pregnnney

Benelils

Prevention of discases and
ailmeni

Prevention of complicntions
Hreveation of Mother-10.child
tmtisiitission of

ST NIV/IAIDS

Nuirilionnl supporf

Trealment of anacmin

Constrainis

Perception of inconvenicence,
lgnorance, don'f care mititude,
time, moncy 1o rcgisler,
Inziness, cullure, traditionnl
helicls

Dealh

Wasie of money

Coe 1p aclion

liealth education
Communication. campaifi
awarencsy gena ation sand Mops
sming

Figure 2.1: Vlealth Belie
Prognant Women

e

¢ Modcl Coneeptua! Frame wiitk showin® Pereeption of

towardy ANC
HEALTH BELIFF MODEDL,

31

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Lietihood of vikieg action
Role model
Awareness of the benellt

Motsvation




CIHAPTER THREE

METIHODOLGY

3.1  Stwudy design
This study was o descriplive cioss seclional study used to explore the antenaial care healih

sceking behaviour among pregnant women in the urban slutns of Ibadan South Enst Local

Govermnment Arca (IBSELGA) of Oyo state.

3.2 Study Area
Ibadan, onec of the fargest indigenous inctropolitan ascos in sub-Suharan Africa has an

estimated] population of about 2 million inhabitents made up of people (rom diffcrent pants of

n

Nigeria and other parts of the world (Adedimeji. et al 2005). ‘The eity, located on a major
transponi route to the northem parts ol Nigena, 1s thic largest ol conteinporary traditional
Yosuba towns (Adcdimcji ct al., 2005). The resideniial structure of the city can be divided
nto threc homopgenous groups: the core, the periphicty and the intermedinte arcas. The core
arca is the wraditionel acea of the cily' choracterised by high levels of povesty, high population
densyly, lack of physical planning, dilapidoted buildings, poor sanutation. inadequste health

facilitics. slum settlements, high level of itliteracy and low level of sociocconomic activities

(Adcdimcjict al., 2003).

The intesmediatc {transitional) oreas, including Molete, Oke-Ado, Mokola. Eleyele, Agbowo,
ctc., are arcas of late development and arc mainly inhabited by migronts from other Yoruba

towns and other cthnic Eroups Of those who moved out of family compound houses which

wore onee favoured ot Urban slum residence. Population density here is moderale than those

of the yaditlional areas and hiousing 1S also modcratcly scatten:=d although, these are not wel]

laid out as thosc fowwvd in the penpherol areas {Adcdimeji et al.. 2005). AP {rom Yorubas

from other towns v f3ide i these ateas, people fiorn other cthnie #roups. Lhiks, igbos

«d | aiso teside in these aress. The penpher), including Bodija tlousing tistates.
Cniversity of 1badan, Jericho ond Iyaganku Government Reservatun Atcas and ether

12
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rging wcll planned arcas of the city arc inhabitcd moslly by the clite and is characlerised
y well laid out residential apartments, low population density and the availability of
esscntiol social scrvices. Flealth care nceds of the population of the mctropolis is provided by
the University College Hospital, two State Hospitals and scveral private medical fucilities m

addition 10 traditional mcdical practitioners scattered all over the city (Adcdimejt ct al ,
2005).

This study was conducted in IBSELGA of Oyo State, It is one of the 33 1 GAs in Oyo Slate
and onc of the live local govenuncents thut were carved out of the defuncet Ibadan Municipal
Govemment (IMG). The local govermment which has its hcadquarters on top of Mapo il is
boundcd on the North by tbadan North local governnient, on the ast and South by Ibadon
North East and Oluyolc local Govermment respcclively and bounded on the west by Ibadan
South West local govemment. The local government covers an arca of aboul 80.537 heclares
of land with a population of about 266,457 (Olficial Wcebsite of Oyo State). ‘I'he local
government which is the largest among the five other local govermmenls in [badan
Mctropolis is divided into 1welve political wards. Principally, it is made up of the following
areas as its componcents- Mapo. Oja Oba, Idi Arere, Bode, Molcle, Olorunsogo, Challenge,

Felcle, Ycjide, Kudeti, Oke OluOkun,Elcta,Elckuro, Modua, Agbonlogbon, Labo, Oranyan

Just to mention a few promincnt places.

The indigencs of Ibadan South East Local govemnient arc predominantly Yorubas with few
other inhabiants which cut across rucial. religious and cthnic background, Respondents for
this study were drawn from seleeied arcas in IBSELGA because the local government houses
il argest stum aseas in the cily. The chaiacteristics of IBSEL.GA which fits the urhan slum
criterip include being situnied within the cily’s metropolis and having high populatien
demsiry, inadoquate social ameniucs and services including health and cducational facilities,
crowded residences. poar suiiation 3t both individual and community level, inadequatc and

bl road seiwork. lack of potablc waler, and crrattc clecuiaity supply; The
porxdation staucture of this community consists of predominnntly young people with the

13
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jority between the ages of 15-30, und most of them ure ¢ivil servants und urtisans involved

trades such as welding, tailoring, hairdressing und other handicralls.

3.3 Study Pupulativn

The study population comprised pregnatt women who were resident in srhun siums off
IBSELGA.

34 Inclusion and YExclushon Criterin
lachnion Critering
Consenting women who were pregant wt the time of the study and hiad resided in the study

nred for at least one year prior 1o the time of duln collection were incleded

Eaclusion Criteriag
All thoge who did not tall within the inclusion critena ant! those who fall within the inclusion

criteria but did not consent 1o participate in the study were excluded from the siudy,

3.5 Nample size determination
The samplc size was oblained using the statistical (ormula for cstimating single propurtion

1.c
0= ' (Leshic Nish Formuln)

d
Where 4. | 96 (ievel of signilicance of 5% (1:96)

p™ 63% (Prevalonce of antcnatal utilization in Nigena (N13I1S. 2013)

q=1-p=1.063 =0 37
495 {Degice of ETUIIY i.C precision)
o= 013 STasn SITPAC syre
e 19650 63x037 = 358
0 0%
Bt calculating for Oz dongn effect which sccount for non responses and generalisation of
oot = o 1.5 i~ 158 x 1.5+5Y]
Thesefore ms ‘ap "t sample stze of 540 approvimately
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3.6 Sampling Technique

Respondent were selected using multistage sampling technique and the stages arc explained
~ below:

Stage 1: Simple random sampling technique was used lo select 7 wards from the £2 wards of
Ibadan Southcast LGA (sce table 3.1).

Stage2: Proportionate sampling was used to sclect {4 slum communisies from e 7 selected
I wards (scc table 3.2). The number of community'(ics) to be picked from a ward s
calculated proportionately 10 the total number o f communities in the wards
Stage 3: tHouscholds with consenting pregnant women were purposively selected o parrtake

in the study. Cqual number of houscholds was sclected tsom cach panicipating
wards.
} Stage 4:

In houscholds where there were more than onc cligible respondent (pregnant

1 woinan) for the study, simple random (balloting) was used 1o sclect unc pregnant

woman to participate in the study-

35
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Table 3.1: Name of Wards in the Ibadan South East Local Government

NAME OF \WARDS

Ward | Mapo*
Waord 2 Ojaoba®
Ward 3 Oranyan®
Ward :| Kobomoje*
Ward 5 Agbongbon*
Ward 6 Elekuro
Ward ? Adcsola
Ward 8 Odinjo
Ward 9 Okc-oluokun
Waxl 10 Owodc
Ward 11 Molete®
Ward 12 Onia challenge®

rondomly selected.

REY . The wards that are asterixed were the ones that participated in the study. They were
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Tablc 3.2: Name of participating communities from the selected wards Ibadan South

East Local Government

WARDS COMDMIUNITIES
 kobomoje Kobomoje
Molete Anfaani
Molusi

Orita challengc Felele
Elewura

Bolumolc

Aghonghon Odo Oba
Agbongbon

Mapo Mapo
ATcmo

Oja Oha lsalcijebu
Esuawele

Oranyan

Oja-igho

e —

Oraoyan
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Instrument for data collection

oth quantitative and qunlitative methods were uscd for data collection and the Focus group

liscussion (FGD) and semi-structured interviews were respectively used under these methods

for the data collection,

3.7.1 Focus Group Discussion Guide

Focus group discussion guide was developed from the 1eview of literatuce 10 give a deeper
insight into indicators of antenatal heaith carc secking behaviour among pregnant wonien.
The interview guide covered the following respondents’ knowledge of ANC, perceplion

about ANC, health seeking practices (or antcnatal care and factors influencing utilization of

ANC.

3.7.2 Questionnaire

A semi siructured questionnaire comprtsing of live scctions was designed 10 obtain desired
information froni the respundents. Section A was used to collccl information: on socio
demogruphic chamcleristics, section B was used 1o assess knowledge of ANC perccption
about ANC wvas mcasurcd using quesiions in section C. Questions in sections [} and E were

used to obtain informstion on health secking practices for antenatal care aniong the pregnant

women and (actors inllucncing wtilization 6f ANC respectively.

3.8  Validity of the Instruments
The \astruments (EGD and guestionnaire) were developed after consullation of relevant

literatures ond also Subjected 10 review by subcrvisor and other lecturcrs in the faculty of
public health, University of Ibadan. The FGD 1was tronslated back 10 back 10 Yoruba and
English (or rcliability snd olidity. It was preaesied in a simitor seiting and amendmems and
corrections were miwde where necessary. The questionnaire was developed usingt supportive
information obtained tlgough the FGD. To cnsure further validity, the questionniire was niso
i “usaslation-bock teanstation method™ which involved wanslation of the

English to Yoruba and an indePendent translation back tn English,

subjected (o
istrumcents from
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Recliability of the Unstrunicent

¢ insttuments used to colleet data for the study were pre-tested among pregnant women
' g in slums 1n lbadan North-East Local Government Arca considering that this local
ovemment share similar characteristics with that of the study site. Two (2) FGDs were
nducted at pre-test and sixty (60) copics of the questionnaire were adminisiied to cligible
espondents at a Mission House, PHC and Communities in the LGA at pre-test. ‘Therealler,
the questionnaire svas subjccted to a measure of internal consistency using the Cronbach's
‘Ajpha mode! technique. The rcliability valuc obtained for the study was 0.72, The reliability

cocfiicient obtained {rom this analysis wus used to wscetlain the statistical reliability of the

instrument.

3.10 Data collection procedure
Two female rescarch assistants with tcrtiary cducainon and who can speak in both English

and Yoruba {luently were trained. They helped in the administration of the questionnaites.
The rescarch assistants were involved in the pre-test. and this prepared them adequately well
for the majn dota collection. Focus of the training wes the objective of the study,

administeation of insttument, sampling techniquc and ethical considerations,

The researcher made provision for inicrviewer-adminisicred questionnaire in the local
language (Yoruba) for respondents that did not understand English. Both English and
Yoruba vecrsion of the questionsioire Were used depending on the prefemed longuage of the
cespondents. Prior to the ndministration of the qucstionnaires, respondents were provided

with some information about the study. This included nformation refnting 1o the natwe of

the study objectives. selection of respondcents, time-framc for the intervicw and issues about

confidentility of responses. Only respondents who gave their consent verbolly were sclected

for the study.
Six Focus Group
(Appendly 2) was cof

Discussions were conducted among pregnant women. One (1) FOD
ducted per (6) rndomly sclected wards. At each wanld, 8 pregnani

women randomy selected fom the comnniunitics in the wards participaied in cach group of

the Focus Grour: Discussion. A 1ota} of 6 [’GMs were conducied for this study
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11 DataManagement and Analysis

o cnsure adequatec dato management and analysts, the [FGDs wcre tmnscribed and

thematically analysed. The questionnaires were setially numbered for conlrol and recall
- purposes. Completed questionnaire was carcfully clecaned and coded. Coding guide was
developed and used 1n the process of analysis. Generated data were carefuly entered and
analysed using the statistical products and services solution (SPSS) solhware (Version 22).

The data were used to generate both descriptive {frequencics and perceninges) and inferential

(Chi-square and lincar regression model) statistics, The resulls were presented  with
appsopriate graphical illustrations. diagrams and tables.

3.12 Etihical Considcrativn

Approval for the study was obtained from the Univessity College tlospital UI/UCLI joint

Institutiong) Review Commitice (IRC), Umiversity of Ibadan, Permission was obtained (toin
the Ibadan South East LGA sccrelasial and heads of street/settlement where available,
Approval and support of the Mcdical Of¥icer for Heaith (MOI) and the health personne) in
the Primary Health Centres in the ward where the study was conducted was obtained, Tlic

following cthical issucs were also WKken into consideration before, during and after dala
collection:

Confidentiality

Privacy of participants Was cnsured by using a scrial number on the ioformation collected,
rother than a name. Oaly the researcher kinew the identification, and the informaltion was kept

scercl. The datza was not discloscd 10 anyonc.
Translation

The informed. consent form and questionngire was translated 1o Yoruba lanpuage for the

putpose of respondent that didn"t undesstand Cnglisk Language
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enclicence
Women of reproductive age and the society at large will benelit directly or indircctly [rom
ANC potential programme and istervention that may be implemcented based on the hndings

| from this research.

Non-Maleficencee

. Theresearch was relatively [ree ol any risk.

Voluntariness
Participation (n the study was compleicly volusary and based oiv inforimed consem ebtained

from the respondents, Partticipants were made 0 undersiond that they were free to withdaw

from this study atany time.
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CHAPTER FOUR

RESULTS

4.1 Socio-demagraphic characicristics of respondents

Tables 4.1 and 4.2 show the socio-demographic characteristics of the iespondents. There
were a total of 540 respondents, all of whom were females and prepnant ot the time of the
survey. Respondents' age ranged froin 16-50 ycars with a mean of 27 426.0 ycars. Most of
the respondents were Yoruba (96.3%) while only a few were 1bo (1.5%) and 1Hausa (0.9%),
Majority of the respondents practiced Isiam (64.7%) while sbout one-thitd (35.3%%) were
Christians. Most (94.8%) of the respondents attended school: 53.6% had a secondary
cducation. 25.6% had only primary cducation while 15.6% obtained tertiary cducation.
Trading (55.0%) was the predoininant occupation among the sespondents, 55.9% camed less

than 10,000 Naira as monthly income and hall(51.2%) lived in a one room apartment,

Majority (61.5%) of respondents’ parincrs had a sccondaty education while 23.3% had o
tertiary cducation. Forty threc percent (42.7%) of partncts were artisans and this was
foltowed closely by those who were trudcrs (33.0%). More than seventy peseeni (72 6%) of
the respondents were married wlile others were cohabiting (20.2%) or single (7.2%).
Majority' (79.8%) of the marricd respondents practiced monogamy, incan and inedian agc at
murriage wos fespeclively 22,647 6 ycars and 22.0 ycars whilc the median numbcr of
marricd years was 6.0 years. 11all (51.3%) of the tespondents gor manicd when they were
within the age bracket of 20-24 ycars. 30.9% marvicd at age 23 or above while |7.9% were
aied when they were fess than 20 ycars. Husbands® menn age at marriage ond last

birthday were 32.5416.7 and 37.7415.3 respectively,

al
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bic 4.1: Socio-Demographic characteristics of respondents

*Onbey cUmic Guups WEre

Don’'t want lDd_-:!ﬂ“?-—-—lr,h “fbirs, Togo and Bini
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N=540
Characteristics No Ya
Ape proup {in veurs):
<25 171 37
25.29 162 30.0
30-34 13} 24.3
>34 76 14.1
Ethnic¢ groupn:
Yoruba 520 96.3
Igbo 8 1.5
llausn 5 0.9
Others® 7 1.3
Religion :
Christianity 191 35.3
islom 349 64.7
Attended school:
Yes 512 94.8
No 28_ N .5'2_ e
Level of cducation:
Primary 138 25.6
Beenriary 290 53.6
Testiory 84 15.6
No formal education STl 52
?;:;Z.hom 297 55.0
Ariisan 159 29 4
lUnemployed ;ﬁ ‘;1
Civil servamt 9 1.7
Patent medicine vendor X 0.4
Privatcly employed = -
Avcrage mobpihly income 302 55.9
<10.000 Naitra 196 361
>10.000 Naira 12 s 18




able 4.2: Socio-Demographic characteristics of respondents

N=540
Characteristics No %a
| Type of residence
One room 277 ] P
‘Two rooms 184 34.1
Three rooms 73 135
Self-contain 6 1.1
Partner’s level of cducation
None 13 2.4
Quranic ! 0.2
Paamary 66 122
Sccondary 332 615
Tcrnary 126 233
Don"t know : 0
Partner's occupativn
Trader 178 33.0
Artison 231 R7
Civil servant 32 9.6
Professional A i
Uncmployced - = e 3'_3 ——
Murita) Status -
Singlc ?29 302’
Cohabiling 392 226
Marricd P B
Type of Lamily (N“S‘-)zi‘ a3y Sodk
Monogomy 29 102
Polygamy -

e ——————

**No fcs’)qng; wese cxchldt’d

A4
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Respondents’” Knowledpe of Antenatal Care (ANC)
¢ deails relating to respondents’ knowledge of ANC are presented on Tables 4.3 and 4.4.
About thirty percent (29.6%) of the surveyed respondents stated that a woman should register
for ANC in the fourth month of pregnancy while 26.9% and 25.4% thought that the
appropriate ticae Lo register was in the [ifth and third month respectively. Onthe otherhand. a
few (2.6%) did not know the period a woman should register for ANC. On what the
componenls of ANC are, respondents mentioncd henlth promotion (67.0%), birth

~ preparcdness (63-5%), social care (45.0%), immunization (42.0%) and discase dcteclion

(31.5%). Respondents mentioned blood pressure (82.8%), urine test (66.,1%), blood test

|
(57.0%), sweight measurement (55.9%) ond screemng for [$1V (53.7%) as the cxominations

thot are earricd out during ANC. However, only few respondents inentioned that height

measurement (8.3%) and screening for syphilis (1.7%) were mnong examinations conducled

duting ANC.

As shown on Table .4, most.of the crespondents knew: that ANC is a component of safe

motherhood (95.9%6), beneficial o both mother and baby (94.8%), should be cammicd out by'
skilled worker (94.4%) and nccessary for all pregaant women (94.3%). Maost (95.2%) ol
ew thot slarting ANC carly helps dctect problems in mother an child
. respondents was |-4,715.0. ovemll, sboul sixty
knowledge of ANC wshile 40.9% had poor

them also kn
(95.2%) Thc mcan knowledge scorc of thc

peecent (59.1%) of the respondents had good

kniowledge of ANC

In the focus gioup discussion, most of the responden!s a5id Anteuatal Care is 1o cnsuce thar
n u ) S

{Sere is no complicotion dunng delivery,

follows;

Some of thic responses from the respondents werc as

L tiony, s0 tixy everybod)
) » day, So that there won't be complica
Because of the JcIVer

can deliver ir happiness’

't don't know much sbout !
OK which is
af hoawe So. lfone comes

¢ dut whan Flnow s that one shoudd come amd receive o

var | beiter than the people staying of home that thinky thel
f'tw”k‘ "t { ! hJ

cun doliver safel)

by the time one I¥ suppo wd tor come. thes

AS
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will give her a treatment that is good which the person is entitled 1o receive Becanse
by the time the person wants to give birti she won 't experience pams/complications*

‘What | know about it is thar, one should come for the care of the body and for the
care of the unborn child (pregnancy). So that one can know how everstiung s going
so that there won't be complications on the day of delivery and all will turn into 10"
Jor the person’,

What | understand about it is that, so they that can be checking cur health every

(e’

dhat we understemd abant 1t is that so thet we cail know the health status of ihe

unborn child and the fuod that we are 1o be caling with how the time of the child s

and the condition of the nnborn childron. That's all we know abont it

'What we understaiud ts that 5o thut e can kajow o health status. and the health

status of the snborn childrt

unborn child is breathing diring pregnancy arul ¢
o it 18 that: when we come for ANC' so thut we can know

n and whot we are 10 be catink And to know haw the

recking of our blood pressnre’

‘What we understand aboy
this is how we are, and how the boby Is. The 1ype of food we

this Is how onr body is
ring that we cai ithat can be harmful to us and

5 1
1. like waler whether theré is anyi

can ca
or they should know how the weight of the child is and how we the

the unborn child

mother too is "

h derstand aboni the care we¢ aré receiving herc 12 that so that we con
‘What we linde

fie baby Is in ow <tomach aud how our healh siaius is. They ore toking
know' how' the ba ,

9 |

(hat we can be ok an
they: do teach us what we are 0 eal and what we

4 ater unborn children (oo can be ok in the
health stutus, S0

stomoch So thal W
shouldn 1 cat. they do rell s
time (hat we need them’

e cun know
They' do Rive 84S drugs und Infections at the appropeiaie
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‘The understanding we have abount it is that so that we can know the health status of
the unborn child and owr health siatus. So that there won't be complicatians on the
day of delivery, ancl there won t be problems. e shontd be eating things thai arc uk

5o that every one of us won 't have problemsy. Thut 's whai we know obout it

‘What we came for is for our health, Becunse of the condition we areanio. They du
give ns injection and they do presy vur stomach. iVhat they are supposedio de fur w,
they ahvays do it, and they do give s drugs. That s why we have come here’

YINC Is for... as in the mother, before she defivers the buby. . how: she will take care

of herself and the buby during pregiarncy. On how the baby will be ak i ANC”

One of the respondents actuadly summarized what ANC is all aboul According 10 her:

ANC is for pregnunt women, like, firsily, at least, by three manth she shanld come

and regisicr. So that she can know the condition fe which the baby: is. At least, ifthere

is @ problum, they! will know what 10 do 10 it becanse the baby might be in v pnyition

that is not ok If one registers corly, they
at they will do i1 s0 tho! they can protect the pregnant womaon

witl know what 10 do, whether to give

injeciion or alt’y thingth

But, the pregnant woman, she should come jor ANC becanse sv that when she wanis

1o deliver, she will be free s0 tho
delivery'. All the food that she is supposed to be eating, whether

1 she won 1 trouble herself and the pessort that v itl

aid her during her
drugs and eveiyhing At what she fs suppasedd 1o be doing. They will exploin

cast. three month at mosk,
able to do proper care on her ciid she wifl be able

dinge, At} like what they do tell s, she should come
cver) thing

and register. They will be

deliver
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le 4.3: Knowledge of ANC among respondents

N=540
{atcments Nu %
Pregnancy age when o wonman Should register for ANC
First monti? 10 1.9
Second month* 21 3.9
Third month® 137 25.4
Four month 160 2.9.6
Fifth month L3 26.9
Six month 36 6.7
Seventh month 17 3.1
Don't know 14 2.6
Componcnts of ANC:
Disease dctection® 170 3115
Counselling® 134 «f
T 362 67.0
lcalth promotion
. - 343 63.5
Binhpreparedness - 0f
Complication pieparedness® '
. 113 209
Atrisk approach® - s
etrati d keeping® .
chi:tnlwl.l and Recor P 3 450
R e R 227 120
Immunization/Vaccination® ' 20
Cxamination 1*& Penodic vasits® :
— e TANCTR e
W done durint: 108 57.0
test® 9 V7
Screening for Sy philis® 290 517
Screcnung for HIV® 44 8
Screening for mialana® 357 66.1
Unnc tes1® 45 83
Heght Masuronent® 302 559
Weight measwement’ 447 828
Blood Pressure®  — —
**Myluplc respons= Were 311G\ved

*Cormect respoe
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ablc 4.4: Knowledge of ANC aumong respondents

N=540
atements No %
ANC is 2 component of safe Motherhood:
Truc* 518 93.9
Folse 22 4.1
“ANC should be enrried out be n skilled worker:
Truc® 510 94 4
Falsc 30 A
- ANC is necessary Tor atipregnnnt women:
Truc® 599 943
Falsc 3] 2
ANC is not compuisory for prepnant women:
True ¥ ul
False® — 20 Lol
Pregnant womet should atiend ANC early (1™ Trimesier):
s 399 73.9
false . ELS - Lt
I'regnant women should atiend ANC anytime: - T
:':“ . 428 79.3
alse — : SN iid
e by at risk of infecctions:
Early ANC puts the bab) 37 6.9
1“;“ 503 931
nlsec® —
— : \ d haby:
Farly ANC is bencficial to both MotherZnc D 512 948
Truet 28 5.2
False e ) =
. : there and child:
Early ANC helps detect problems in NOTIEF 371 s
Tne® 26 48

False PR S b - -
*colrtect responscs
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Anltcnatal Practices of respondents

.1  Antcnatal practices rclating to previous pregnaney

qhgorit)' (71.1%) of the women interviewed hed previously been pregnant, only28.9% wcre
pregnent with their first child (sec Toble 4.5 for dctails). Among those who had been
pregnent before, 31.0% hod been pregnant once while 18.5% had been pregnant tp to four
fimes or more. Likewise, 31.0% had only one child while 14.8% hod four or more children.

Most (92.2%) of the womien reccived antenatal care during their last pregnency while 7.8%

did not. Reasons for not utilizing ANC included financinl cost (40.0%), husband’s dccision

(36.7%) and patronizing trnd tionat homes (30.0%) (See Toble 4.6 for detal Is),

were perecived health bencfits (62.1%) and

of tlie women were atiended by

Reasons adduced for utilization of anicnotnl care

assurnnce of a nonmal pregnancy’ (55.6%). Majorily (72.6%%)

a nuisc/midwifc during the ANC visits while doctors nilcnded 10 19.5%5 of the women,

Government health facilities (79.9%) were the choice facility for ANC sttendance among the

respondents. Reasons for choice of ANC facility included perception of quality of carc

(81.9%), proximity of heaith facility (57.1%) and cost of health bills {(39.0%) (Sce Tablc 4.6

for details). According 10 a swoman in the foc
some people do come from Arudoke and Akanran, You know,

1s group discussion '/t is not all the pregnant

-

women in this areo alone,
individuals fus! come Jrom differcni pla
that brings the number of people here’.

cos It is whuy you hear about how they care there

This is olso supported by onother respondem when

it is Oranyan Jiere that vwe use. because of the care

she said thay Jfrom where | come from,
n the delivery day, they care and attend lo persvn very:

and [reatment they give people ané:

1 so thal there won t be P ohlems for someon¢ So it Is this place that we use ofl the time*
well so thal there rotr¢

pondent “You know, there are many geveral haspitals around; an
: another rcspen ' ’

According (0 : o ford the framsportation fare. and will decide to go 1o
indjvidual will sec 1hal

where i1 near 10 hir An!SOm"P"’P"

t"

healtb facility ysed for ANC and reasons provided by respondents (o
the

don 't care ubont the trevtment that they will give her

30 there ure muny places that people

PCvoug chiild 10
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aviour were preference for delivering ot hoine (25.4%) and mission house msﬁi

y being too far away (12.7%) and becsuse they relocated to a new cnvironment
1%).

$1
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able 4.5: Antcnatal practices of respondents relating to previous pregnancy

ariables No %

s this your first pregnancy(N=3540)
Yes 156 289
‘No 384 71.]

Number of previous pregnancy (N=384)

1 19 31.0
2 112 29.2
3 82 21 4
>4 ri §8.5

Number of children (N=384)

i 3 0.8
: 9 31.0
; 123 32,0
. 82 21.4
* 37 14.8
Did you reccive antenalal carc dduring last—;wr-c_gnancy

(Nw 384)

.. 354 922

No B L - 7§
Rcasons for non-utilizafion of ANC (=30) . 400
Financial cost 1 ; 36l7
lusbsnd's decision 9 30.0
Patronize 1raditiooal homes 5 16.7
Long waiting time 4 133
Attitude of care providce 4 133
Religious rensons 3 10.0
ANC not inpostant Cxcept ™ hn il 3 10.0
Traditional/culural bartiers 2 6.7

Distance 1 health facllity =
e
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'able 4.6: Antenatal practices of respondents relating to previous pregnancy

ariables No %

{casons why antenatal care was reccived®

Perceived health benefits 220 62.]

- To get assurance of a normal pregnancy 197 536
Was ili during delivery 117 33.1

To get vaccination 54 15.3

MHcalth worker thot mainly uticnded to them during ANC

vVIsIs Y
Nurse/Midwile 257 72.6
Doctor 69 19.5
Traditional Birth Attcndant 20 2.6
Community tlealth Extension Worker 14 40
Typc of heatth Facility uscd for ANC (N=3.4{)*+*
ok
Goverament hospital 275 79.9
Private hospital 19 14.2
16 4.7
Mission homes
BA 4 1.2
Reasons for choice of health facility®
. 290 81.9
Perccption of quality of care
: 202 57.1
Proximity of health fucility
: 138 39.0
Cost of health bills o e
Husband's prefercnce 3 o
Religious reasons ] =

Culurol demand e

excluded
ere nllowed

*#No responscs wete
*Mulliplc responses ™
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4.7: Antenatal practices of respondents relating 10 previous pregnancy

: : ad
The cnvironment/place is nol &0

e ——

“Multiple responses were allowed

R —— [ ——
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N=354
‘ariables Ne %o
- ivered previous child in facility used for ANC
s 291 822
m 63 17.8
Recasons for not delivering in the facility used for ANC ~
(N=63%)
Delivered at home 16 254
Delivered mt mission hoine 15 23.8
Facility ) usually usc is too {ar away 8 127
Relocated to a new environment 7 111
Referred 10 another hospital 4 6.3
Facility was neatby 3 +.8
Delivered in another hospital that [ had also registered in 3 4.8
Delivercd ina PHC £ 32
Was okay when ! went to deliver 1 1.6
Facility was not oprencd ! 1.6
Delivered on nty way to the hospital ' 1.6
[1 was a prematurc birth : IIZ




432  Antcnatal practices relating to index pregnuancy

Qs scen on ‘Table 4.8, more than half (51.9%) of the wonicn werc in the third tnmester of
their pregnancy. Majority of them plonned the pregnancy (74.8%) and had registered for
ANC (82.4%). On when they registered for ANC based on the age of piegnancy, a little
above half (53.2%) of them registered in the (ourth (26.7%) and f{ifth (26.5%) month (Tablc
4.9). Cost of ANC scrvices (16.8%) was the main rcason given by those who had not
rcgasicred for ANC(Tnble 4.8). Majority of the women had their weight meusyred (690%%),
blood pressure measured (63.8%) and reccived tetanus injcction (81-3%). Soine of thesn also
had urine test (44.5%) and blood test (44.0%). In the focus group discussions conducted,
somc of the benefits derived by them from ANC included ibic following,

Jhey do give us injecions and gifls, they do give us injections and they do give us

care’
They do give us different kind of car,

cxamiple, ifthey find an) thing. so they wili give ustr catment .
do presy our stomach. and if we complamn i them,  there

if they should cxamine our uriné now for

Whenwe come here, they

1 v, if i rc¢ 1 (A1 ‘ﬂ} ” o f’lf) \ff.” “T“C ”
f r 1 hc}r “'I" nge s and l_{” L(fﬂl eclions
15 Q nl.'('djb nle(”Clnc. ! =g

and they will give 148 the complete dose of the injections’
s blood, ey do paipate; and wrine test also. fmmm,.. and they do
The) do lest our ,

check our BP'

n also reporicd that the schedule of ANC visits proposed by
the weh

bl FoRt | the 28 weck; fortnighuly visit until the 36*

ovider was monthly visil unti 4
ils on Tablc ©.9).
- weekly visituntil delivery (scc detnils On nblc 4.9) | -
B i than the inivial plnce whete they registered, thirty eight percent
an

Table 4.0 shows thai ”hcrd for ANC in nother birth facility like mission hosnes (56.8%).
e = r
S o pricate hesith faclity (17.2%). About hol (48 5%) of

of the wormen aiso -
: " 1%0) an
government hesith faciliey (20.1 °c) * o in the other faciliy they registered for ANC and the

e respendeats niended © B

their service pr
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r mummy has said. some people still go 1o somewhere else like mission; like people saying

I will like to give birth at the mission because God do answer my prayers'' ond God will

_.n.f\‘ver all our prayer:’.

Some of the respondents in the focus group discussion agreed that somic other women

regisicr lo other places aparl from health centres,

According 10 a respondent in Lhe [ocus group discussion. ‘some peopie yo (o herbalist, and
sowe people do go fo private clinics *. When asked 1o stoie the yeasons they regisicred
elsewhere withoul the intention to deliver there, more than half (51.7%) reported that they
simply registered there for purpose of praying for safe delivery while 17.29% stated that

because (1 s close to their house/shop (Scc Table 4.11 for details).

56
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ble 4.8: Antcnatal practices of respondents relating (o index pregnancy’

N=540
Variables No %
Age of pregnancy (N=538*%)
First trimester 30 2.6
Sccond trimester 229 42.6
1Tturd trimcster 272 519
~ Was the pregnancy plnnned before tonceftion (N=3140) ~
Yes 404 74.8
No 136 25.2
Have you registered for ANC (N=510)
Yes 445 8§24
e 95 17.6
Reasons for not registering for ANC (N=95}
Cant mention any spccitic reason = %
16 16.8
Cost oo much . 5 51
Lack of means of transpottaion : 24
Don"t trust formal health facility 7 21
Facslity notopen 5 5|
Health facility too for iy 5 53
No female provider at heolth lacildy ; 3
Flusband/family did not altow . 21

Poor quality scnvice

— o i ]
**No responses wcrc excluded

i F—

e —
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le 4.9: Antenatal practices of respondents relating to index pregnancy

N=445
ariables No %
'hen did you register for ANC

st month 4] 0.9
ccond month 23 52
itd month 86 19.3
Fourth month 9 267
Fifth month 118 265
Sixth month 51 11.5
Seventh month 23 52
Eight month 18 4.0
Ninth month 3 0.7

- Wausany of the following: done ut {east once?

Weight measurement 307 69.0
Blood pressure measurement 284 63.8
Urine test :gg 1[.:3

Blood test . '
Neight mcasurement el 12.6

' 4 — (X
\Y\;csrc yuu given an injeetion in the arot to prevent letanus (N=433¢¢) ) I
No 8] 18.7
- = service provider(iN=400¢¢
RaRqene I ANCGEEC r‘,’p,(f.c‘f;:,:: r;;f:::n the 2(4“‘ 26™ \?w:ck, 9s 237
Fitst betucen the 8 -127 € lte 36 -38" weck; other visit
thitd during the 32™ week; fourth between e ’

after the 38, as required weck: fornightly Visi until the 36 weck: 305 2%6.3

. qW
Monthly visit until the 23

weekly visit uptd delivery

‘_ [ 3
**No respoascs were SXE tuded

“Muitiple 1esponscs \Were allowed
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Ic 4.10: Antcnatal practices of respondents relafing to index pregnancy’

riables Neo Yo
cgistration for ANC clsewhere (N=443)
'es 169 38.0
o 276 62.0
Where elsc did you register for ANC (N=169)
Government licalth facility 34 20.1
Private health facility U
Mission home % 26.8
TBA 10 59
Intention to give Dirth in the focility you where previously registered
(N=169)
Yes 82 48.5
No 87 51.5
Reasohs for preference of the fncilit}'(N=83"+) _
Because the place is okay and they ofter quajity service 30 36.6
Already paid’registercd there ;g 2:24
Facility is nearby/cliosc to home 0 12.2
They pray alot there - 6 23
Prefer government health facilities 4 19
Have a relative working there 3 3:7
Facility 13 not close by 3 1.9
Prefer mission home 3 7.4
Heaith promotion 2 2.4
A relative advised to use the plaoce 2 24
Due to financisl (casons 2 2.4
Prefer to use two places 4 1.2
Facility mpy go on stuilic 1 1.2
Since it was my first r.'cplnn'cyd will s ehvigh l 1.2
Health facility con:'t be compte T ! 12
My organization 15 €S ponsiblc for my \ 12
Gave binh st home | 1.2

Labour may staus & mid MEh -
* Muliiple icsponscs were Mow ed
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(N:S?ﬁ)

4.11: Reason for registering in the faciliey without intcntion to give birth there

riables

st for praying purpose/went 1o pray for salc delivery
car my house/shop

Health facility is far from my house

Just to make it an altcmative

For check up purposes only

Cost of trcatment

My husband/relative commanded me

§ may deliver at midnight and health facility is f(ar

1 prefer private hospitals

$lad a health condition which madc me 10 be referted
11 is the mission/chuech that 1 and my signijlicant others attend
Want to have a different cxpericnce

For safety 1casons

To avoid issuc o flong queue
Government health facilities could goon strike

Government health facilines arc better than Private

Prefer traditional medicine

Yo

51.7

17.2
10.3
A
4.6
3.4
3.4
2.3

2.3
23
23
1.1
1.1
1.1
1.1
1.4

1.1

“Multiple responses wese allowed
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Testof hypotheses

ypothesis onc

Tiere is no signilicant assoctation between respondents’ socio-demographic charactcristics
¢, marita} status, typc of family, religion, cducation, fevel of cducation. occupation,
partner education and partner ogccupation), previous pregnancy and kaowledge of ANC.
Analysis 10 test for socio-demographic relationship with knowledge of ANC revealed that
there was a signilicant association between respondents’ occupation, age group, religion,
Having hnd previous pregnancy, partnce'’s level of cducntion, pariner’s occupation and
knowledge. Whereas, the association between respondents’ marital status, type of family,

cducation, leve) of cducation and knowledge was not sintistically significant (Tables 4.13 and

4.14).

Regression analysis (Table 4.15) of varigblcs that were signilicant above reveasled that
respondents who wcke civil seevants were morc likely to have good knowlcdge of ANC
compared to thosec who were unemploycd (OR: 7.24, 95% Cl: 1.32.39.66);, thosc whosc
partners hod no education wecre less likcly 1o bc kunowledgeable about ANC compared to
those whosc partners had primary (OR: 4.70. 95% C1; 1.18-18.77), secondmy (OR: 5.32.
95¢% Cl- 1.43-19.83) or tertiary (OR: 5.14. 93% CI: 1.2920.42) cducation, Age group,
ious pregnanc y 28d pariner's occupntion did not remain signilicant;

religion, having had prev
the signifjcant associntion found ot Chi-sguare Was thercfore duc to chancce alone.

6}
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ANC

le 4.12: Association beiwcen socio-demaographic characteristics and Lnewledge of

Upcmployed

p—

haracteristics Leved of Knowledpe Chi-squire P.value
PPoor Crood
Na (V) No (%)

Type of family 1.90 0.17
‘Monogamy 120 (38.3) 193 (61.7) P>0.05
Polygamy 37 (46.8) 42 (53.2)

Marital status 4.25 ]0.12

Single 22(56.4) 17 (43.6) >0.05

Mamed §57 (40.1) 235 (59.9)

d " ; 7(61.5)
Cohabiting 12 (38.5) 67 (61.5
: .89 |
Religion 4 ]'2:-?) 5
Christianily 65 (34.6) 123(65.4) .
[slam 155 (44.4) 191 (55.6)

: 9.33 0.03
Age proup (in yeary) RS
Q5 85 (49.7) 86 (50.3) .
25.29 65 (40.}) 97(59.9)

30-34 44 (33.6) 87 (66.4)
>3 27 (35.5) 49(64.5) -
.4 5 .01l 032
gld eIy Sl dol 207 (40.4) 305 (59.6) p>0.05
cs
4(50.0) 14 (50.0) .
- = 3.99 0.08
Lc‘\-cl of cducation 61 (41.2) 77.(55.8) p>0.05
By 121 41.7) 169 (58.3)
Secondar)' 25 (298) 59 (70 2) :
Terary —— 16.22 0,001
0((“]‘!!(‘00 126 (40.9) 182 (59.1) P<0.05
Business/Trading 2(6.9) 27 (93.1)
Civ_il seMnanis 22(44.7) 80 (55.3)
B 20(s0.0) 20000
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¢ 4.13: Association between socio-demographic characteristics und knowleidge of

No

ANC
cteristics Level of knewledge Chi.square I"-valuc
Poor Good
No (%) No (%)
rtner’s level of education 14.49 0.002
onc 12 (80.0) 3(20.0) P<0.05
Primary 30(45.5) 36 (55.5)
‘Secondary 138 (41.6) 194 (58.4)
“Fertiary 40 (31.7) 86 (68 3)
Partner’s occupation 17.68 0.001
Business/Trading 66 (37.1) 113 (62.9) PP<0.05
Civil scrvants 9(17.3) 43 (82.7)
Artisan 109(47.2) 122(52.8
Profcssionals 27 (44.3) 34 (55.7)
Uncmploycd 8(50.0) 5(50.0)
6.45 0.0}
ks this your first preginuncy .
- sy 19(506) P<0.05
14.1(37.5) 210 (62.5)

—_——
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.14 Predicters of respondents’ knewledge of ANC

*Reference cntcgory

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

racteristics p-vulue Odds ratie (45% C)
Igion
Bty 0.33 1.22(0.82-1.83)
g I ———,
ge group (in years)
| 0.87 0.94 (0.47-1,89)
0.91 057 (0.52-1.78)
F 0.62 118 (0.63-2.21)
0-34
>34*
L retion 0.83 1,10 (0.47-2.56)
e il tacing 0.02 7.24 (1.32-39.66)
Pl zervaats 0.69 1.20 (0.50-2.86)
Asusan
Uscmployed (students/housewives)
I'artner’s level of cducation
None* 0.03 4,70 (1.18-18.77)
Ptimary 0.0l 5.32 (1.43-19.83)
Secondary 0.02 5.14 (1.29-20.42)
Tenuary —
Partner’s occupation 036 1.31(0.69-2.50)
Business/Trading 0.05 2.59 (0.99-6.69)
Civil scrvants 0.71 0.89 (0 49-1.63)
Adisan
Professionals* 0.95 1.05(0.26-4.16)
Unemployed e
I this your Arst pregnancy 0.09 0.64 (0,38-1.07)
Vi
Not —— :




hesis two
1s 1o significant association belween respondents’ socio-demographic chinracterisiics
- monlal status, income, type of [anily. religion, education. fevel of cducation,

alion, partner cducation und purtner occupation), previous pregnancy nne ANC secking

viour,

istmtion for ANC was signilicantly nssaciated with respondenis® tarital sinlus,
cation, income and partner's cducational qualification but nor with 3¢ of fumily, nge.
cligion, fevel of° education, occupation, having had previous pregnuncy and purtner's

upation (Tables 4.15 and 4.16).
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Hypothesis two

There 1s no significant association between respondents’ socio-demographic characteristics
(age, marital stalus, income, type of family, religion, education. level of cducation,
occupation, pariner education and partner occupation), previous pregnancy and ANC sceking

behaviour.
Registration for ANC was significantly associated with respondents’ marital status,

cducation. income and partner’s educational gualification but not with typc of family. age.
religion, level of cducation, occupation, having had previous prcgnancy and partner's

occupalion {Tabies 4.15 and 4.76).
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hehaviour

ble 4.15: Association between socio-demographic characteristics and ANC sccking

"haraclcristics

Registered for ANC

Chi-square

P-vatuce

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Yes N
No (%) No (%)

Type of family 0.57 0.45
Manogamy 267 (85.3) 46 (14.7) P>0.05
Palygamy 70(88.6) 9(11.4)

- Marita) status 19.68 <0.001
Singlc 23 (59.0) 16 (41.0) <0.05
Mutied 337 (86.0) 55(14.0)

Cohabiting 85 (78.0) 24(22.0)

~Religion 0.2} 0.65
Chnstianity 157 (83.5) 31 (16.5) 1°>0.05
Islam 286(81.9) 63 (181)
f\gc group (in 3‘can) 2.26 0.52
<25 134 (80.1) 34 (12.9) P>0.05
25.29 131(80.9) 3i¢19.1)

30-34 112 (85.5) ;: : :4 g :
>34 65 (85.5) ' ~ . 5

4.31 0.04
::’ you go (o school $26 (81.2) 86((3126.18)) 1'<0.05
9(32.
hlo : ol 143 0.11
l.cls'cl of cducation 110(70.7) 28 (20.3) p>0.05
ELL’Zﬁm 240(828)  30(172)
= 76 (90.5) 8(9.5)

_Tertiary S-S = .05 0.79
Occupation 259 (82.1) 55 (17.9) 1>0.05
Business/Trading 26 (89.7) 3(10.3)

Civil servants 1'33 (82.6) 28 (17.4)
Artisan 13 (825) 7(17.5)
Unemployed - -

_(studentshousewives)




bechaviour

able 1.16: Association between secio-demegraphic characteristics and ANC sccking

Characteristics

Repistered for ANC Chi-square P-value
Yes No
= Na (%) Nu (%)
Inconie 11.29 0.001
<10,000 Naira 236 (78.)) 66 (21.9) P<0 0%
210,000 Naira 176 (89.8) 20(10.2)
Purtner’s level of cducation 8.76 0.03
Nonc 13 (86.7) 2(133) P<0.05
Primary 47(71.2) 19 (28.8)
Sccondary 274 (82.5) 58 (175)
_Tatiary 114 (88.1) 15.(11.9)
Partnce’s vccupution 6.10 0.19
Businesy/Truding 153 (86.0) 25(14.0) P>0.05
Civil scevants 46 (88.5) 6(11.5)
Artisan 186(80.5) 43 (193)
Profcssionals 48 (78.7) 13(21.3)
_Unemployed 11688)  5(31.2)
Is this your finvt preganncy o0 091
Yes 129 (82.7) 27(17.3) P>0.05

No
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I

| ii‘polhcsis three

There is no significont association between respondents’ knowledge of ANC and ANC
secking behaviour.

Clhi-square results as scen on Table 4.17 revealed that there was a direet relationship between
knowledge and repistration for ANC:; as knowledge increased. registration for ANC also

increased. This relationship was statistically significant.

Tabte 4.17: Associntion between knnowledge nnd ANC seckinly behuviour

Variablcs —= Registeeed fur ANC (Tni-.\quurc Pevaluc
Yos No
(%) (%)
Knowledpe of ANC 21.39 <0.001
Good knowledge 283 (88.7) 36(11.3) §<0.05

Poor knowledge 162(73.3) 59 20.7),
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the regression analysis 10 identify the factors that influenced ANC secking behaviour
‘among the respondents, only income and knowledge of ANC remained signilicant (sec Table
4.18). Results of regression analysis revealed that:

Respondents who had a monthly income of 10,000 and above wcre inore likely to have
registered for antenatal care compared to those who had a monthly income of less than
10,00 (OR: 1.96, 95% CI; 1.11-3.45)

Respondents with good knowledge of the components of antenutsl care weie tnore likely to

seck for antcnatal care compared with those who had poor knowledge (OR! 2.50, 95% CJ:

1.52-4.11).

Table 4.14: Faclors that inNuchced respondents’ ANC secking heha

ViOur

Clinracteristics p-vulue

——

Qs rutio (95% C1)

Marital st:atus
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0.16 2.00 (0.76-5.30)
AT 0.30 0.73 (0.40-1.32)
Marmiced

_Cohabiting* ——— =
Did you go to school 0.10 0.44(0.17-1.17)
Yes

Noe — -

Income
<10.000 Naira® 0,02 1.96 (4.11-3.45)

10,000 Nairs e ——————— Cha
Pactoer’s level of education
Notyes 0.08 4,85 (0.85-27.51)

Primary 023 2.78(0.52-14.81)
Secondary 0.26 2.73 (0,47-15.82)
Tetiary —_—

Koowledge of ANC <0.00 2.50(1.52-4.11)
Good knowted s -
Poos inowledger —_—

*Reference ety



CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMNMENDATIONS

5.1 Socio-demographic churacteristics
The age ronge of respondents in this study (16-50 years) compares we!! wiil that of the

National Demographic lealth Survey tespondents (NPC ond ICF Intemiuiional, 2014) and
Akanbicmu, Manuvva-Olumide, Fagbamigbe and Adcbowule (2013) which was £5-49 years.
A lorge proportion (54.3%) of the wonicn in this study were within the age ronge of 2534
years, o [inding which although highes, is similas to the 49.7% cported by Asfuwosen,
Mussic, l[furuy and Wondcweson (2014) in their study' to understand the fuctors associated

with matermal health care services. Respondents’ mean age in ihis study is consistent with

that of Dairo and Owoyokun (2010) who teported o mean Gie of 27.843.6,

More thon hall of the women in Asfawosen cf l. 201.F's study were illitesotes and

houscwives; a contrary {inding to that of this study in which only 5.2%did not aurend school

and only 7.i% wete houscwIves. Spousal charactcnstics in Asfawoscn ct al.'s 2014 siudy

icvealed thot only 5.7% of the husbands obtained secondary cducation and above; contrary to

this study in which eighty five pereent o respondents’ paswers had secondary education and

above. This disparity in cducationa! attai

ined ! (i
(2014)'s swudy may be cxplained in termis O
y may , the slums of an urban focal povemment arca, 76.1% of

ament between this study and Aslawosen ct al.

ocation of study arca. While this stndy was

conducied among women li\’il‘g }]
their respondents werc pesident 1 nyal Oteas

) t i Dcmo l’nphic
C ‘e findy cducauonal atitminment, the Nationa g
oatrary also 1o this 5’,‘;‘!)’ s finding on

in O
tHealth Survey rc\cnu\' ld s 15.2% compleicd secondary while 8.7% had inore Van
educaion, 11.9% complcic g

exondary cducation. Almost the same

ined lertsary’ €

| o | stady (16.5%) attaine '

Akmnbiceny cf al's (21:1 3) § l:ﬂn _isles have not aitended school (407 versus 30%6), this
WDHS dats that more femal

Mudy sim ed duporil) In !‘lml pitcndance between eSPandenie (& 24 and
pooy documtm a
7 Ihﬂ )’

yo stole, 24 9%% do no! have formal

propostion of women 10 this study (F6.4%%) and
ducstion. Consisient with the
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c"l'; partners (2.2%) (NPC and (CF Intcrnational, 2014). Many of the respondents were
(;‘rub'n; this was expected since this study was conducted in the South West which 1s
-‘brcdom'manlly inhabited by this cthnic group. Majority of the women were Muslims;
Ii;l‘dicn(ing the kind of religton being chiefly practiced in the study arca, The level of tncome

of respondents in this study indicates @ low econoinic poser,

Majority of thic wonien in this study were nasticd which indicates thal marringe is nearly
u;;ivcrsnl among the respondents and this compares well to Akanbicnits ct al.'s (2013) study
as well as Nigeria as a whole. The NDHS illusirated that the universality of marriage in
Nigeria probably reflcets the socinl asxl cconomiie sccusity marringc is perceived to provide
(Nanonal Population Coinmission, 1998). llowcver, while the National Dcniographic HHealth
Survey revealed that onty 2.0% of womcen were cohabiling. this study found as many s

20.2% living in such union,

The median age ot snasyiage in this study ¢s higher than in the NDHS and this difterence may
have been influenced by age at martiage disparitics between place of sesidence, £c0.political
2ones and States as documented in the NDHS . According 1o the NDHS data, the median age
A marriage among women is four yeass higher among those living in urban arcas (20.8 ycars)
than among those residing in rum) arcas {19.6 ycass), By zone. thc lowest median age at
marriage among women is observed 10 the North West {(15.3 ycars} whilc the highes is in the
Soulb East (22.7 years). In the South West Zonc + here this study was conducted, mean age at
masTiage among women was 21.8 years Among the stotcs, the median age at marviage is as
low as 14.4 years in Zamfara but 2s high as 20.3 ycars in Oyo Swic where this sjudy
population belonged to, The median 8gc &1 marsiage in the South West zone and Oyo State }s

consistent with that of this smdy. it has been |
batcr age than women (NPC amd [CF Intemational, 2014), 0 finding that was 5)s0 well

docuncnied in this study

noted that Nigcrian men cofer into masnage m a

The ber of women in MONDGAMONS relationships was higher 1o this study (79.8%) than in
e ol w

the Nationa! | wphic flealth Survey which revealed that 67% of all mamay wema
LY S

N
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g'.:'4°/; 01: wonien in the South West and 69.5% of those [rom Oyo State reported that their
iatssoands had no other wives (NPC and ICT International, 2014). Business/trading was the
sicdbminant occupation among woinen i this study, a finding which is consistent with the
56.8% reporied in Akanbictnu et al.’s (2013) sludy, The proportion ol uiemployed

respondents in this study is also consistent with the above authors” study.

3.2 Respondents” Knowledge of ANC
Fifty nine percent of the respondents in this study had good knowledge of ANC This
propolion is similar but lower than 63.0% reposted by Aknabicmu e al. (2083) Also

consistent with Akanbiepu et al.'s (2013) findings, majority of the respondents sn this siudy

kBew that birh preparedness was a comnponeiit of ANC. This also reflccted i the focus

group discussion when one ot the respondents said that’

ANC is for pregnam women like, firsily, ot least, by three month she spanled come arul
regisier, So thot she carr know the condition in which the baby is. At least, if there is g
problem, they will know what fo do lo it becarise the baby milyht he in o« position
is not ok If one registers early, they v il know what 1o do, whether (g &I Infection
or anything that they will do it so that they can pratect the pregnant woman A, the
pregnont woman. she showdd conie Jor ANC because so thor when she wuams 19
deliver she will be free so that she won't frouble herself and the person that will aid
her during her delivery. All the food thot she is supposed (o be cating, vheiher drugs

and crcry’h’ng A” 1" haf j); » t§ .fupm’('d {0 bc do‘"g Thﬂ)’ ”'f” cxplam O‘C)'}rﬂ"ng At

Jeast three month af Mo, like what they do tell ns. ske should come und regisier

They- will be able to do Proper cure on her and she will be able 10 deliver’

On the other hand. while majority of Onasoga, Afolayan ond Oladimesi (2012) and

t\hnbi:mu ¢t ol's (2‘:13) u’?omfcnu Knew that ossessment of risk 1n pawrancy,
Complication preparedness 00d immunization wese smong ANC companents, ot many
10n 1

fSpordetns in ;i study knew these compotents.

72

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



"consistence with this study in which majority ol the respondents knew that physical
xamination, urine cxemination and blood pressurc mcasurcmcnt were part of the tcsts
‘canricd out during ANC, respondents in the study conducted by Akanbicmu ci @) (20! 3) also
mentioned thesc tests. Thisis also cortoborated by the focus group discussion where some of
“the respondcnts incntioned the 1ests. According o onc respondents,

“During ANC, the y o press our stomach, they do test our wrine, they do check blood
pressure, and we do check onr weight on the scale. What again . aud they do fest aur
blood’- Another respondents said ‘when we come here, they do presy our stomach.
and if we complain to shem, If there is a need for medicine  they will give s and if it
requires tnjections. they will write it for ns and they will give us the compleire dose of

the injections’

Knowlcdge about screcning for HIV was avemge while that of screcning for syphilis, malaria
and height measurement was poor. Poor knowledge of these services highlights a lyck of
proper information and understanding about the scivices received during ANC and slso calls
to question the profcssionnl conduct of health providers in sceking voluntary and inforned

consen! fom womcen sccking antenalal care serviecs,

It is encouraging that most of the respondents knew that ANC should be camied out by a

skilled health worker. The imponance of ANC being carried out by a skilled health worker
cannoi be over-emphasized and as righily expounded by NPC and [CF Intemational (2014),
antenatal care provided by a tkilled healih worker cnables carly delection of complications
o and ueaiment of sexually transmitted infections), Prevention

@ promp: treatinens (detecii
of diseasca hrough immuniesiion and micronutrieni supplementalion, binh proparcdness and

complication readiness and health promouon and discase prevention through health messages

a4 counselling for pregn®
which were mentioned by the respondents.

nt women. Al of these constilute companents of ANC., many of
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ccording to the NDHS (2013) daia. 1he content of antenatal care is an essent:al component
of the quality of services. Focused anienatal care hinges on the principle that even.
pregnancy is at risk of complications. One of such complications is the position of the child
in the womb which is always observed duting ANC. In the focus group disciizsion, onc of the
respondents said
‘during ANC they check our stomach so that she con know the condition the child ts
inside the stomach becouse. some unbarn child do bend inside or for someone that do
bleed. that blood da conte aut every time If such person is at iame. she won't be able
10 Jmow whot she is to use with oll what thai is happening. But if she storis early they
will be able to rescie her on tune, so that her detivep day won't be o problem for

her".

Therclorc, apart {from receiving basic carc, cvery pregnant woman should be monitoied for
complications. Therefore, cnsuring that pregnan! women receive jnformation on the
sYmptoms of complications or the danger sigtis of preghancys along with screeming for

complications arc a routinc part aad componcnis of ol} anienatal care visits (NPC and ICF

Intcmationnl, 2014),

RCSI’Oﬂan(s’ knowlcdgc was in Mluenced by "CCUpﬂﬁOﬂ and partner's cducational attasnment,

This ﬁnding was Similnl’ to mn[ ()f f\k‘nbif’ mu €\ al, (2013) n \VhiCh civil scrvants wcre niore

likely 10 have good knowlesge ol ANC. [{owevcr, while this study found ihat sespondents

y cducation were less likely to have good knowledge, ihe authors

whose partners had no forina
dents who had no fosinal cducation were niore likely to

reponcd that husbands of theirrespon
lwve gaod knowledge of ANC.

L 'n. l i [’

in whiclk most (92.2%) of thc women reccived ANC
aka city, Bangladesh found thnt 64 394

33.1  Amcnaig) practic

Contrary to the {inding of ths study |
y, o siudy condusted in Dh

Mhiin , e , .
uring their lasy pregnafic (Kabir and Khane 201 3). The scason for

of their respondents reccived ANC & last pregnosnicy
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_'s*disparily is not clear since both studics were conducted among pregnant women livang in
ban slums but it may be associated with the fact that it has been established that due to
poverty, low level of education and lack of accessibility among women of ieproduchn e ages

in Dhaka city, health service utilization is very Jow (Kabirand Khan, 2013).

It is noteworthy that respondents knew' the bencfits of ANC as obscrved 1a their responses on
why they decided to wlilizc ANC; health benefits and assurance of a nocinal pregnancy. are
indced consequential reasons for sccking ANC. The major objective of antenatal care is 1o
ensurc opumal health outcomes for the mother and her baby. This is cotroborated by the
focus proup discussion where one of the pregnant women has this to say about why they
atiecnd ANC * We come 10 ANC so that we corn know the health challenges of the baby inside
us So that we can knovs the condition the baby is. And so tliat we can be in good heaith apd
being totally healthy. That's why it is good for a pregnarnt woman (o start ANC' Antcnala)

carc from a traincd provider is important to moiotor the prégnancy and reduce morb; dity

tisks for thc mother and child during prcgnancy and delivery.

Morc respondents in this study received ANC i a govemment headth facility compared 10
the study conducted by Dairo and Qswayokun (2010) whilc more {(28%5) respondents in hese
authors’ study utilized a privale hospital for ANC comparcd to this study (14.285), Tl major

reisons for the choicc of ARNC facility in this study were perception of quality of carc and

proximity of the facility, » finding which ondcrscores the importance of satisfaction in

healthcare sarvices olfcred and 8duity in the distnbution of health facilities. [n the: Focus

group discussion, onc of thc pregnant hwotncn soid
‘from where 1 conre from, # 15 Oranyan hete tha we nse, becanse of the core and
and on t defivery day, they care amd atieadd 1o Derson

treaimient they give people |
Lvon't be Problems for someone So it is this place that we yse

viery well so thar there

afl the time "

' cnt,
According to anather respondents in 0 long Stalcm

7S
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nancial cost, long waiting time, attitude of healthcaic providers, distance 10 health facility
d religious reasons were some of the reasons adduced by respondents in this sudy. for non-
utilization of ANC scrvices. According to another respondent in the FGD.

‘You kmow, there are many genero! hospitals around; an indrviduval vill see that she
can't afford the transporiation fare, and witl decide to go 10 where ¢s near to her And
some people don't care about the treatment thal they will give her It is. the

Iransportation fare that some people consider, so there are may places ihai people

goto

This and other reasons were also well documented in Dairo and Owoyokun's (2010) study:
In agreement with the result of this study the NDHS (2013) also rcported that the source of
antenatal care were mainly nurses/midwives followed by doctors (NPC and ICI

intemational, 2014),

532 Antenumnl pricliccs rclating to index pregnancy

Majority of tlye women in this study planncd the preghancy ond this resull is in agreement
with the Indian study conducicd by Gill and Devgun (2013). As part of the cane received
during ANC visits, women in this study' disclosed thot they had their weight, height and

blood pressurc measurcd; they also had urine and bloed tests. Some of these (e5ts Wure also

mentioned in the focus group discussion. According to v respondent thol participated is the
[:GD,
‘Shuce | startecd coming for the A

HIV test, it Seems thuse ore the 3 fests

NC' they did PCV (blood test) for us, arine test and
that they did for wy’

The siudy by Kabir and Khan (2013) revealed similar linding of being weighted when

Pregnant (57.2%), height yncasured when pregaant (35-8%). blood pressure (ken when
pregnant (56 ;9/ ) ;nd urinc test \when pregnant (36.6%%). Consistent alse with this study is the
D70 N

study conducied by [dairo ond Owoyokun (2010} in Wlhich muajority of sespondents reeetved
conauclce

lelanus oxoid ¢njection as port of ; e
e ST hat ANC components and cxaminalions like urine test,
NDIS 2013 findings - indicalcs l

ANC services. This (inding - and well cuppor.ed by the
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lood 1test, blood pressure measurement and tetagus toxoid vaccination is increasingly

ccoming routine in Nigerian health facilities.

'Eonlrar)’ to the result of this study 1n which majority of the women registered for ANC m the
.§ccond tnmester (4-6 months), Onasoga ct al. (20)2) reported that majornty of theur
respondents registered in the Grst tnmester. About 10% of the respondents 1a this study did
not even register for ANC until the third trimester thus indicating late prescatation for ANC,
a behaviour which can be considered disticastening and risky for maternal and foetal health
outcomes. Late prescniation may be associated with cultural beliefs rclating 10 carly.
identification of pregnancies which could bc ncgutive for maicmal outcomes  This was
claboratcd by onc of the respondcnts that participated in the G0 when she was cxpluining
why a pregnant woman should register carly. Aecording 1o her,

‘the reason Is thot, you ke thot whew one comtes wiavbe in she first month or when
the pregnancy 1s ltke 3 monthy old. they will give you a proper care, for exomple.
when pregnancy is three mounths old, there is an injection that they will give soncone
when it is 4 months, wiwen it Is & months old, and the way they do tell us hore that
when it is 9 mouths ofd that there is no uycciion they cun give again So Pays thot
one should come curly so thar you cun gei the injection on tinmwe and complete, it pays
1o come early before mne months because W hich kand of mjection will thep give such

person before she delivers. So that is what I con say that one should ohvays come

carly to start ANC'

Another reason women book late is to avoid going for many ANC visits particularly in
citcumSiances where the facility is quilc far and there are no relioble means of trmnsport
(Gharoro and 1gbafe. 2000; Mipembens Killewo, Leshabasi, Massawe. Jahn ct al.. 2007) but
Antenatal core espiecially when sought carly

the poins of carly booking far outweighs these.

allows repular checkyps for the health of the pregnant womnn and carly imtceventlons incase

of any complications (»pembeni ct 3. 2007),

Findings lrom ihis study 1evcaled thar majoriy of the respandents reporied that their serviee
Lt {
Provider propozed a monthly AN :
- . s Thi ncy of ANC visits is not in line with the
and (heresflicr weekly visit until delivery ”“3”[‘“1“‘

C visii unul the 28 weck, fortnightly visst until 36 weeks
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Nigeria antenatal care policy which follovws the WHO approach to promoung safe

5rc§nancics, recommending at lcast four ANC visit for women without complications. {his
approach, called focused antenatal care, emphasizes quality of care during cach wvisit instead
of focusing on the number of visits. The rccommended schedule of visits is as loilows: the
;its! visit should occur by the end of 16 weeks of pregnancy, the second visit should be
between 24 and 28 weeks of pregnancy, the third visit should occur at 32 wecks, and the
fourth visit should occur at 36 weeks However, women with complications, special needs, or

conditions beyond the scope of basic care may require additienal visits (NPC and ICF

Intemational. 2014).

Contrary 10 the result of this study wbich revealed that age was not signilicantly associated
with recciving ANC, age was an important determinant wheiher or not to teceive ANC in the
study carmied out by Kabir and Khan (20§3). However, the authors’ finding of an association

between income and receiving ANC is consistent with this study-

34 lwplication of the study for Reproductive {iculth Education

Pregnancy is potenially risky for all women woildwide. Millions more women survive but

suffer from illness and disability relisted to pregnancy and childbitth. Antenatul care grovide
pregnant women the opponunily to abaic severity of pregnancy relnted complications

through monitoring and prompt treatrient. Antenalol care is 8 1ype of proventatie care with

the gonl of providing regulor check-ups that allow doctors or 1nidwwes 10 treat and prevens

potential health peoblems throughoul the course of the pregnancy while promoting henlthy

lifestyles that benefis both mother and child.

The lindings of this study provide PO
arban stums of Ibadnn South East Locnl Govemment

yont information on entcnatal health secking

behaviour among pregnant women 1n

Arca, Nigeria with great implication on se
Although g litlle mose ¢mn holve of the respondents hod good knowledpge of ANC, a
a i €

knowledge of ANC. Knowledpe of screcning done duming
ghis that there is poor and inadequaic information and
cd during ANC, KnowledBe of screening for

productivc life of pregnant and nursing motliers

signilicant propowion had poof
ANC s especially poor This Highli
Undevsanding of the screeninyg services fo€e v
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371s and HIV/AIDS is very important and has implication for reproductive health. Pregnant
women should have more infonnation cducation about STis especialiy FUV/AIDS, how it
can bc transmitted, prevented and managed. This calls for planning and dcvelopment of
behavioural communication and education programme that will be aimed ai improving the
knowledge of ANC. This study also revealed that antenatal care utilisason was significantly
lower among swomen who camed a monthly incomic of less than $0,000 Nasa and those who
had poor knowledge of antecnatal care. TFlus shows a dire need to further subsidize the

registratton fees and also offer cconomic strengthening and support f{or those that cannot
afford ANC services.

3.5  Conclusion
This rescarch nssessed the antenntal care healtls secking bchnviour among pregnant women

fiving 1n urban slumis of 1badan South East Local Governmient Arca of Oyo State. The study
also sought 10 understand respondents* knowledge of ANC s well as the inthuence of socio-

demographic charactenistics ond knowledge on ANC seeking belsaviour.

odents had good knowledge of nntenatal care

A significant proporlion of the 1€spo
oo had a significant influcncc on knowledge of

Occupation and pariner’s level of cducation

nnd previous pregnancy did no
carc as pan of nntenat
nowledge of antenatal care: anicnotal case

¢ significantly influcnce knowledge of

ato 1ule age i r

antengtal care, Registration for antes ntol

- * income und ' :
inflicneed by respondents en who come d »» monthly income of less than

(K4 L~ b [ \\l
utilisation was significontly lowcr aMong

carc.
10,000 Naira and thosc who had poor knowledge of antenatal

|S.6 Reconmmn'mion: tegics and methods such #S brinstonniag, role play. couaselling.
' Health cducation Slralcg .
d retumn demoiistration |

health carc providers
o not just GO 1o ICLCIvE antcnatal carc

ot will enpsure beticr communication

demonstration dn is also pcninem and should he
men ond

cnsure thint vomen d

hat they orc reecVi

between fregnant wo

embarked upon. This will ng through improved knowiedge

bul hgie an undcrstnﬂdinﬂ of v
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education should ensure that detailled communications about what women arc being
given and should be done simultancously with the time consent is taken 10 administer

antenatal care services to the women and also during consultation with the doctoss.

It is also impcrative that the womcn arc educated on the importance of early booking
for antcnatal. This con be achieved using appropriate Informaiion. Education and
Communication (IEC) materials with oppropriote pictorial disgrams 10 aid

comprehension and retention.

Il is necessary that the reasons adduced for non-utilisation of antenotnl carc by the
women be tacklcd through social support inmitiatives and poverty alicviation
programmces as well as scaling up intcrventions programme 1o rcach urban-slums

populations through community-based strsegics urc nceded to address this

phenomenon.

It is imperative for government al all Jevels o monitor and cvaluate the antcnatal care

services being offered 1o women and cnsure compliance swith the focused antcnatal

. v T U 1 1 ) l b l I
care and the nation's antcnatal care policy. This polic) should also be implemented in

) ; A st the s\vomen.
a way that will suil the demograpiuc characyeristics of the
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APPENDIX ]
QUESTIONNAIRE

Department of llealth Prociotion nod Education, Coltege of Medicinc,

University of Ibodan, Ibadan

INFORMED CONSENT
Title: Antenatal Care Health Secking Beb:

Slums of Ib:tdan Southcast Local Government Arca,

wiour among I'regnant ‘v omen in Urbun
Nigeria

& Masters of Public Health
of Health Promotion and Education (Populgnon and
f Medicine, University of ibadan | am cartying out 3
rescarch study on “*Antcnatal Care Health Sceking Bchax*iOUf"nmqng Prcgnant \}0:3::3 ::
wban slums of Ibadan Southeast Local govemment Arm., '» igersa 'I Am ;c:]::;n:ecmr:‘
collector and am here 1o get your input fega rding ‘lhcsc study’s anicnatal care g
behaviour among pregnant womcen in this colmmunity.

l i . : i Y [)IO '.dc \\'i"
pml' .pal on I lhls tUd) “'[0”"1“10" ()l.l Wi
umrcnl ‘;‘Olic; mnkers and Slakd‘OldCfs will lcSpond to
L ]

Hello, my name is
Swdent from the department
Reproductive Health), College 0

| would very much appreciaic YO
help influence how the Sovem

improving maternal health.
. ) . arrictly confidential. _
PR Slalcpims on A5 proviidc o b‘;tq‘: lozbch);osc not to answer any qucstion You do
s o . ‘ ! : un‘nry anc | ) ok R : 1‘ ‘our \dC\\S
Pa:l:c}p;tion in s ]s:udy 15 r\ 0wc hope that you will pasticipatc in this study sincc ¥
not wish to answer. J10Mevel

Rec importint | .
: 1ween 2 minutes v clc.
Th dministered Questionaire will take bﬁ"*:q:\ 25 10 35 Minuie p

¢ imcrvicwer udministere e ot the study
AL this Gime, do you want tO nsk me onything abo

May [ begin the Interview now’?

| sov1e W ]
RESPONDENT AGREES TO BE 1Y ERVIEWED |
Datc .
Signn;m ot'tcspondcn', By oo aals snmdpse avere
y s o | LEEEE PP -
Trumb print of respondenteeseessr™™™ " Dot

T

SIBND1y e of [nterviower . ver s et
ity ENDD INTERVIEW,
AGREE 10 BEN [ERVIEWED; END
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ANTENATAL CARE HEALTH SEEKING BEHAVIOUR AMONG PREGNANT
WOMEN IN URBAN SLUMS OF IBADAN SOUTH EAST LOCAL
GOVERNMENT AREA, NIGERIA

INTRODUCTION

MY name is Omayc Matthcw Ugbede a Masters of Public Health Student fiom the
Department of [icalth Promotion and Education (Population and Reproductive Heatth
Education), Univcrsity of Ibadan. 1 am carrying out a sludy tdlede ANTENATAL C4RE
HEALTIH! SEEKING BEJLAVIOUR AMONG PREGNANT WOSIEN IN URBAN SLUAS
OF 1BADAN SOUTHEAST LOCAL GOVERNMENT AREA, NIGERLA. Information

golten from this study will be uscful in planning progtammes (0 impfos-c the use of motcmal
health services and thereby contribute to the promotion of positive health outcomes of

women and children in Nigeria.

You are therefore invited to pariicipate in this tcscarrh_' participalion involve proyviding
answers o the gquestion bclow. Information prowc.lcd wirll be snf.cg‘mrdcd and used for
rescarch purposcs only. This questionnaire would be intervicwer administered for proper data

collation.

Also, the research is risk free and participation is entircly voluntary.

‘Fhanks for your coopcration.

SECTION A SOCIO.DEMOGRAIIC SECT 0N

" Age of last byrthday (in YCAS). e —
* Agcal Marriage(in years) __  — ——
+ Tribe

| Yoruba 2 tlausa

i

P Specif
- :lj_lgbo D_Othﬂs( Icasc Yl

' Rcl igaon

Christianity 2. Islan

3. Traditional rcligion

Other (specifyy

5 Ditl you go to school? e
If Yes go 10 Q5

If No skip to Q7
89
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level of education

i Primary

2. Secondary

. Occupation:

4.No Formal Education

Please Specify

Aarital Svatus

L. Single

2 _Married

4. Divorced

18, ¥lus

5.Widowed

1. Monogamy
2. Polygamy

B. Othcrs(SpceifY'l__d_
For marricd (skip
i34 llusband |
15. llusbands agc & mMirno
16. Husband'

1 Pomafy
17. 1usband Main’
1. Unemployed

4. c“n seevan
pand avermge i)

9. Ifmasricd, type of family

i0. Ycars of marrioge_—__—__—
. Numberofchildeen . . ———

12. Average monthly inconé_————-

13. Type of residence
A. Onc room apactment [

'l[tcspondcm

- gge Ot 1ast birthday (in
S
ge{in ycars)__——

y of cducatien

ey [

S Occul‘“tion

—_

g 2. Second

GZ. Trading
_'_?j_’

Oﬂ‘nl, i'ACOme

M

—

is single)

)'cnrs) il

.

Professional

AFRICAN DIGITAL HEALTH R

J.Tertiary
35, Others (Specify).:eeerannermenee’

3 Cohabiting
6. Other (Speefy)_

(]

(Omional)

3. Tertingy

 Flat

None

3, Attisan

(Optiona!)

P ——




SECTION C; ANTENATAL PRACTICES
19. Is this your first pregnancy?

1. Ycs 2. No

20 How many months pregnancy orc you? Number of Months

- 2
21, A1 whot period during pregnancy should a womnan register for antenatal care?

|, First month of pregnancy

2. Sccond month of pregnancy [:
e

3. Third month o f pregnancy e
4, Fourthmonth of pregnancy | —
. F_—-

5. Tifth month of pregnancy Cel

6. Don’t know D

sive anicnptal care?
22 Where is the best place for pregnant woman 10 feceive snicnotal

1. Public hospital g
2, Mission hospital [
3. Private hospital e ! ey
3 Private healthcate centre/clinic heahh post ||
5 Traditional bitth attendant
6. Not recciving ANC e |

I 7 Others lcasc Specify

23, Did you feccive antenatal core dunng your last pregnancy’?
=3, Ut

QP

1. Yes YO

If yes, skip question 24

4. Whal orc your rcason{s) for nen utilization of ANC services?
M a

Respond as follows. 1.Yes 2 Nﬁ

REAS 5 s |NO
SIN | REASONS .vr,s

l e —

] Fimnciul Cost

2 | Husbond's decision

-
I
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when il

Considcr ANC 1o be unimportant except

Distance o Health facility

TraditionaVcultural barners

Patronize Traditional [fomes

Non Availability of ANC

Attitude of Care Provider

Long Waiting Time

-1--—

Religious Reasons

Othcrs Pls. Specify

%5 What arc the rcasons Why ¥

ou uscd ANC?

NO

SN

REASONS

IYES

Perceived health benefits

[V

Was il dunng dclivery

To get vaccination

&

1

26. When did You regisicr for

27. How many e
28. low mMany antepotal visits did

29, Whot type of facility
5. @1hers {speci(y)———

30, Were the mmn
__.—l-#'-
SN

To get -rEhS_sumnCc of a notmil

regnalCy’
-nﬁtlgc!!r(-si”cify }

._1‘__.________________._._.—-—-—-'

antenatal Visits did you

. was 117
2, Private

Goycament

you mMoke?....

ANC ? (Gestational 3ge in wecks)
r Scvice provider PLOPOSET: .oveoresovmsese

spedq iwne®® e

3.Mission home

reasons for your choice (Tick as applicablc)

4. TBA

(FRLITELLN LY LR

[REASON

YES

| | Proximity

ol :
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2 Pcrceplion of qunlity of care

3 Husband’s preference -

4 Cultural demand

5 Cost

6 Religion T-
7 Other (specify) ‘

31.Didyou deliver your previous child in the health lacifity used for ANC?
A, Yes
B No
[l no, why not? b
FOR INDEX PREGNANCY;

32. Where did you register ANC forthis pregnancy’?
3. Mission homc

t. Government 2. Privute
1. TBA 5. Ohers (SPECIEY cover o i ovosemnoin
33, When did you registcr for ANC? (Gestationn] age in Wweeks)
34. Do you intend to give birthin the facility Where you fegistered?
l. Yes
2. No

1fNo, skip to 35,

3, Reason for this preference o.oeeresesies sttt averpyshunspaiTre.

' "t 10 give binh
36 Why did you fcgistc( n this fﬂCilﬂy sificc you don’t lnlcnd 0o g1

37. Whnl was the mqucncy of w[cmm] visils pro
th _ 2 week; secon

(ween the 36‘3

Sitiad 0ONO)p0000EEREE P, R

L]
e— LU R sra®doo nw

poscd by your scrvice provider?
4 visit between the 24* 267 week; third visia
I First visit betwcen the 8

during the 32™ week; furth visit e
—)

requircd. L
2. Monthyy visit unul the 28

38" week; other visit aficr the 38', os

) ‘ . . , i, "
weeks fo;misilll)' visit until the 36% week: Weekly visil upnl

delivery f—"l |

3. Ol’kn (sfk"';Y) veaanive®d g pee s densest
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often during the pregnancy did you go for ANC?
Visits 1o { ONCE TWICE | THREE

TIMES
ANC clinic TIMES -

FOUR Others (Specify)

i {s) for the
b. If different from schedulc proposed by service provider, what wcre the reasonts)

diffcrence?

). Financial consuraints

2. Absence of symptoms of ill- health | Lmt,
quality of care reccived [ |

—

3. Was not motjvatcd duc to poor

4 Others (Specify)...cccovrmeeesser ol b e p et

KNOWLEDGLE OF ANTENATAL CARE 5
n this scction a5 follows: Tick

Respond to the question ! during ANC?
39. What arc the €Xaminations carriedout AU —
2 2. Monitoring ©

1. Blood prcssumf e e +. Monitoring ofmuliiple Pregnancy
3. Monitoring of octal $

ns nppropria'lc

f foctal growth and moveincnt

u duning antcnatal carc?

40 Whatarc the lests curricg out on ¥O

i B3lood 1est?
Screcning for syphilis?

Screcning fof Flv?
Screening for malan n?

3
4
5 Urine tcs1?
6
7

™~

) feiggdn inensyfement?

Weight measurc menmt?

' i 7
41 What are the rentments given to you during ANC?

| a) Drugs to prevent molangp
many doses did you PCCCIVE T urersiivionivraniats

b) 1§ yes, how
94
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2. a) Tetanus toxiod vaccination

3. Iron and folate supplementation

4. Deworming medications
5. Antiretroviral therapy (Ifindicatcd)

. Were you 1old the modc of 1aking the doses and th
1. Yes .No

. Was health education counscling of advice provide

1 Scif care |2.Alcohol use i 3 Tobacco usc
5.Safe sex

3. Nutrition in pregnancy

7. Slecping under insectieidc Wweated nct
10. Infont feeding

9. Post natal care

S B r’
44. Duiing your antenatal visit. did your Pf

| 'I'hc imporance of skilicd nticndonce

2 Identification of the pluce of delivery
W to get to the plncc of delivery

at birth

3 Yo

1 liensneeded for the birth

5 The nced 1o S8Ve moncy o FB)

supplics

6 The need tomake
7 Yous plansto matc armungement

9%

b) If ves, how many doses did you receive?.....oo-e

¢ trcatment

F’

8.Symplors ol pregnancy complications

11 Fawnily planning

the =Kkilled provider and

arrangemeni for emergency {ransporiatio”
for petentinl blood donots incasc of ¢cinergency
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4 onany ofthe following during ANC?

Rest

vidcr discuss the fotlowing with you?

for any nceded tncdication and




APPENDIX T

FGD Guide for pregnant wonien who arc currently pregnant
Title: Antcnatal Care Health Sccking Behaviour among Pregnant Women in Urban

Slums of 1badan Southcast Local Government Arca, Nigeriu

Grectings; My nome is g Masters of Public HHealth

Student from the department of Health Promotion and Education {Population and
Reproductive MHealth), College of Mecdicine. University of Ibadan. ! am currying oul a
research study on “Antenntal Care flealth Sccking Bchaviour among Pregnant women in

urban slutns of ibadan Southcast Local govemincnt Arca, Nigeria”. The finding of this study

will infonn the fonpulation of policy that would aim to tmprove matcmat ) lcalth 1n Qyo

State, Nigeria and beyond. \
I Where do pregnant womcn go 10 when they arc pregnanti
A. Probe for the where they go 0.

% Ok, is this your first pregnancy?

are and strvices?

& e

- Can you mcntion what ISO

sof antenotal carc

. Probe for more practice _

[

(] ' o: v

> Wherc do women go (o Feccve antenats
e lor pregnan
behaviour of Women in the comunity

1 women (o receive ANC?

(=2l

3 thtc do you think 18 the best PIDC .
n typeofh calth sceking

v
7, Why should pregnant womeD * tiend ANC

2 Probe for the commo

. Probe for more reasons. g and attending ANC?

8 |V es facc ’

ha‘ are the Chﬂ."cng ‘___‘Ti:d oul on you du"ng ..’\NC?
515 €02
place for ANC7

nd ANC carly or Inte?

» Can you mention live !
19, Whay are your reasons for using 1is

1
H-Do you hink pregnant Women A

a6
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APPENBIX 11

Ethical Apprev.l

INSTITUTE FOR AOVANCED MEDICAL RESEARCH AND TRAINING [/AMRAT) =
COLLEGE OF MEDICINE, UNIVERSITY OF (BADAN. JBADAN, NIGETIA

Director; Peol. A.OQunniyl, s scirena; vuces, 18Cw svacy, sRCP (nt £ 1cr t ane,
70). 080230368583, 08034094173
Emal)- aogunniyl@comul.edu.ng

o " m———

UVUCIL BC Registraticn Number: NUREC/C501 211114
NOTICE OF FULL AI'I'ROVAL AFTER FULL CONMITULL JUY [EW

e Anlenatol Llenlih Care Seckdag Bebavaor anlufig I'regnant wouen §a tirhan Sluow of
1badan South Easl Local Cesernatont Arca, Niperio

Ul/UCTH Hitsles Commiliico esripned nsnber; UIMTICY 120262
Naneof Iz1ncipal Investlgator: Malthew U, Omnyc

Address of Principal Investigator: Depastrsiant of Hestit Promulivné Educeiian,

College ol Medicine, University of liadan, Ssan

{) Uabf recelpt of valid ppplication: 16A182012
Daic of 1pecliog when linal daemiiastion en cihica! approval was jonrdo: 3170372013

[Tis §510 inlonn you $hal the research deseribed In the submitted (wotocol, 1w coaet [ mu. snd
ulber garticipanl in enalion meleztisls bove lren reviewed and ghen Sl appeovd & the

UL, CH Eilics Commiries

.3f d4tes Irom 21 0372013 W 200322014 IF chicre I delay Ih slasting the reseancts
:‘:L‘:.:puﬂ'z,;m e UVUCH Cibles Commitics 3o thas the dases of sppunval can be ml)isl
acconlingly. Noge chal 1 pasticipant acCrval L_‘ pclvhy sclated L 111y cedevrcls rusy e ouadusted
oultldo of thosa dsrex Al m(ofmfd/mu.-w/umu used i 1hiy yrsudy must corry the ULTICH BC°
asstgre,) mimber omnd efrction of UWUGH I'C approwrl af the xud) |1 T3 evpeared that vou
ﬂlhﬂﬂ! your anoual Nwrt as well a1 ext (LY 1677t for the project zenewil to 1he ClriICh e
a1y fn drder to wbisin reaowal of your approval to avuld distulitiun of yow teseand)

. HHaahh Ressareh Bhier requipvs jou " Comply with il instthidicinal
2’.'{‘.}“’0“1;5‘“:“&;”, sony comd Witk the tomers of e Colde tnclinding sviwing thot it
e ’n' Uﬂ' repotted prompily (o the UMUCH BC. NO chunges arr pesmined o the
i “r;:u i prion dryEy wl By the VIAICIL CC a200pt it clrcurutances owlined (n the (Cals
;;“;';Iﬁ;:; 1 I’Cp:f“’" oy the righ to corduss sompliwes Vi1ir 1D e resrarch 5y withaw
beavivws Moificarion

-':'dul-'u- F-;-l.'-'_‘ -
Sy mma—
Professor A, CIguiAIYI

£ ¥ ti\\tl{l'; il 3 i
?;umu:‘ri‘ 1 tJCH Ethies Commiliee

fonall . pigghiredRyalicn. st
* Gerwtics A Cancar Research » Molscuitar Erdometegy
Wﬁmlm "
* Drug aend ©genc” Banaarch Uit Rasearch 'M“:;ﬂlr&wmm

*Madarts o earch '”'-M“'g?
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