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ABSTRACT

Improving maternal health depends on country’s ability to reach women with effective interventions along
the continuum of care. Aim of the study: To assess care seeking behaviors of rural women in reproductive age
for utilization of antenatal (ANC), natal and postnatal care (PNC), identifying barriers to efficient and effective
service delivery and exploring the influence of individual and contextual socioeconomic status on care
utilization. This will help in identifying opportunities to address gaps in care utilization to accelerate progress in
maternal mortality reduction.Material & Methods: This study is community based that was conducted in 23
rural villages of four chosen districts of Benisuef and Fayoum governorates of Egypt. The study is a cross
sectional formative research that was conducted along a period of six months starting from August 2010 till
February 2011. 506 pregnant women and 137 women in the postnatal period were randomly selected and targeted
by structured interview with a total sample of 643 targeted women. Results: The study revealed that the vast
majority of studied women did not receive the minimum required number of visits (4 visits) of ANC (94.2 %).
Half of the births were attended by gynecologist (51 %). Half of studied women did not seek PNC within 40 days
after delivery (48.7%). One quarter of women (22.4 %) did not seek any help for their pregnancy complication
against only 7.7% and 4.5 % who did not seek any help for their delivery or post natal complications
respectively out of those who experienced complication. The most mentioned barriers of access to antenatal,
natal and postnatal care at the governmental health facilities by around quarter of the women who didn't receive
these services were the far distance of the unit from home, the refusal of their husbands and their perception of
having good health. The study revealed that illiterate women is associated with 1.68 folds for seeking ANC by
untrained provider, 4 folds for ANC not in health facility and significant two folds for having less than three
number of ANC visits than educated women with preparatory graduation and higher. While current age does
not have any influence on the preference of ANC seeking behaviors, women whose current age is less than
thirty is twice likely to go to doctor on experienced any complication than those who aged thirty or more
(OR=0.64 (0.33-1.25) and are four times (OR= 4.50 (0.86-25. 5) likely to deliver by non trained health worker
and not at a health facility. However, age at first marriage have more or less the same influence on the
preference of both the ANC and delivery seeking behaviors of the studied women as well as the behaviors of
those who had pregnancy complications. The prominent influence was observed as regard the level of
education; women who are illiterate are more likely to go to doctor on having complications than women who
are secondary educated or higher.Conclusion: The study concluded that the quality of health care is the most
effective way to ensure that maternal health services will be utilized and that women’s lives are saved. Moreover,
utilization of the recommended antenatal, natal and postnatal health services is markedly affected by women’s
level of education. The quality of care that women received during the continuum of care need to be strengthened
and this will solve the inequity of ANC, natal and postnatal coverage due to urban-rural location.
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Introduction

Maternal deaths have dropped dramatically from 543,000 a year in 1990 to 287,000 in 2010 of complications
during pregnancy or childbirth (WHO and UNICEF, 2012). Even though, most of these deaths can be avoided as
the necessary medical interventions exist and are well known. The key obstacle in rural communities is pregnant
women's lack of access to quality skilled care before, during and after childbirth. Investing in making emergency
obstetric care available round the clock is key to reducing maternal mortality.

The goal of the antenatal care (ANC) package is to prepare for birth and parenthood and to direct the woman
to appropriate specialists, hospitals, etc., as well as prevent, detect, alleviate, or manage the three types of health
problems during pregnancy that affect mothers and babies: complications of pregnancy itself, pre-existing
conditions that worsen during pregnancy and effects of unhealthy lifestyles (Lincetto et al, 2012). In developing
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countries, the percentage of women who have at least four antenatal care visits during pregnancy ranges from
34% for rural women to 67% for urban women. Women who do not receive the necessary check-ups miss the
opportunity to detect problems and receive appropriate care and treatment. Meanwhile, all women should have
institutional deliveries and delivery by a skilled birth attendant (doctor, nurse, trained daya/ TBA). Institutional
delivery is one which occurs in a hospital (government or private) where facilities and care for provision of safe
delivery exists. Delivery at home (for families of women insisting on delivery at home) must ensure that she is
taken to the nearest primary health center (PHC) if and when complications arise.Proper natal care can virtually
eliminate postnatal infection and prevent many deaths and illnesses from labor and delivery complications by
some estimates (Lettenmaier et al, 2011). Postnatal care (PNC) means the care of the mother and baby in the
first six weeks after childbirth this includes many different aspects of the mother's and baby's health; physical,
psychological and practical. The aim of PNC, whether the delivery took place in hospital or at home, that the
hospital doctor, the general practitioner and/or midwife will check to make sure that the mother and baby
remain well, physically, psychologically and emotionally and will look out for any signs of early postnatal
complications.They also provide counseling about family planning and family planning methods and provide
education about nutrition, rest, breastfeeding, and childcare, as well as help with breastfeeding (The AXA
global group, 2012).

At the same time, outcomes of pregnancy and childbirth depend to a large extent on the social policies and
health-care organization of the country in which the woman lives. Her health, her use of and response to health
services, and her ability to follow the advice that she is offered are affected by her own social circumstances and
by the wider social, financial, and health-care policies. There is an association between a woman's social
situation and both her health and her utilization of health services. This can be modified to only a limited extent
by policies of social and financial support for childbearing families. National social policies have a direct and
important effect on the well-being of childbearing women. When women have inadequate resources of money,
time, and energy they may not be able to make the choices that promote health. Persons providing maternity care
share the collective responsibility for ensuring that effective care is not only known, but is also available,
accessible, and affordable to all women who require it (Enkin et al, 2000).

Poor people have less access to health services than richer people, and geographic and urban- rural
inequities also exist in many countries (WHO and UNICEF, 2012). This highlight the importance of digging
deeper into identifying the level of coverage of care in rural communities and answering important question; does
lagging progress on reducing maternal mortality in rural communities of Upper Egypt reflect low utilization of
prenatal, natal and postnatal care?

Aim of the work:

To assess care seeking behaviors of rural women in reproductive age for antenatal, natal and postnatal
services utilization whether public or private and identify the perspectives of the women towards the quality of
received PHC services. Moreover, the study aims at exploring barriers to efficient and effective service delivery
and wide accessibility of PHC services and exploring the influence of individual and contextual socioeconomic
status on care utilization. This will help in identifying opportunities to address gaps in antenatal, natal and
postnatal utilization to accelerate progress in maternal mortality reduction.

Subjects and Methods:
Study Setting:

This study is community based that was conducted in 23 rural villages of four chosen districts of Benisuef
and Fayoum governorates of Egypt (ranked as the second and third poorest governorates in Egypt respectively).

Study Design:
The study is a cross sectional formative research to assess history and current antenatal, natal and postnatal

care among women in the childbearing period to cover a period of six months starting from August 2010 till
February 2011

Sample Size and Sampling Technique:

506 pregnant women and 137 women in the postnatal period were randomly selected and were targeted for
assessing their car seeking behaviors. The questionnaire was completed by the 643 targeted women (296 and 347
in El Fayoum and Benisuef governorates respectively). Women were selected randomly from 11 villages and 76
satellites belonging to Senores and Youssef El Sedeek districts of Al Fayoum governorate and 10 villages and 43


http://findarticles.com/p/news-articles/manila-bulletin/mi_7968/is_2011_Jan_26/seminar-family-planning/ai_n56740040/?lc=int_mb_1001�
http://findarticles.com/p/articles/mi_qa3958/is_200011/ai_n8911197/?lc=int_mb_1001�

3769
J. Appl. Sci. Res., 9(6): 3767-3780, 2013

satellites belonging to EI Fashen and Somosta districts of Benisuef governorate were selected.

Both current pregnant women at the time of the study and those in postnatal periods were the target group for
the study and they were expressed as ever pregnant women in the tables of our results.

Participants’ socio- economic characteristics:

The housing and environmental conditions of the studied women reflect vulnerability to inequality as well
as the consistent figures for the two targeted governorates. The majority of people in EI Fayoum and Benisuef
governorates (77.9%) were living in rural houses with a mean number of persons per room was 2 +1. Most of
the house floors (46.8%) were made of cement followed by Dust/sand (29.5%). Almost all households in both
governorates obtained drinking water from public network within the residential unit (75.3%) followed by
public network outside the residential unit (17.9%). The source of water for other purposes as cooking and
washing of hands was the tap inside the house (78.5%) followed by a public water tap (7.8%). As regards the
source of light in the house, electricity by official means is topping the list (90.8%) followed by electricity by
unofficial means (7.5%). Information on the type of water closet showed that 76.2% of the households use pit
latrine without flush while 16.2% use pit latrine with flush. Two thirds of the households reported the use of
trench for the sewage disposal practices (75.4%) while only 10.6% used the public sewerage network. Most of
the households reported the use of trench for the sewage disposal practices. Consistent figures were observed
for the majority of the socio-demographic data of the two targeted governorates.

Data Collection Types and Tools:

A designed standardized questionnaire was the tool used for the formative research quantitative analysis to
collect data about care seeking behaviors. The questionnaire focused on assessing accessibility, utilization and
quality of the current available governmental maternal health services. The questionnaire is focusing on previous
history of ANC, antenatal care provider, and reasons for not seeking care, pregnancy complications, and ANC
services, history of pregnancy-related complications, help-seeking behaviors during pregnancy, labor/delivery
care, and PNC care. The data will help to determine the need to promote ANC, natal, PNC in order to reduce
maternal complications and poor birth outcomes.

Ethical Considerations:

The study complied with the International Ethical Guidelines for Biomedical Research Involving Human
Subjects (CIOMS/WHO, 1993).

Ethical approval: the Research and Ethical Committee of the National Research Centre have cleared the
study protocol. Informed consent was obtained from all participants involved in the study and the information
obtained at the individual level was kept strictly confidential.

Data Analysis:

All completed questionnaire forms were entered in the computer, Statistical Package of Social Science
Software program (SPSS), version 16 to be statistically analyzed. Descriptive statistics such as frequency and
percentage were used for data summarization. Diagrams were used to illustrate simple information. The analysis
was done using Z test between two proportions and odds ratio (odds ratio = (a/c) / (b/d) (Sheskin, 2004).

Results:

Table 1 shows the socio-demographic background of the studied women (Educational and employment
Background). More than half of the studied women (61.3%) whether pregnant women or women in postnatal
periods aged from twenty to twenty nine years with mean age of 26.23 £5.68, but it was obviously lower among
women in postnatal periods (24.8 £6.07) compared current pregnant women (26.6 +5.5). As regards the age of
the first marriage, it was noticed that the about two third of studied women (about 72.2%) were married at age <
20 years. The mean age of marriage of women in the studied group was 18.25+ 2.78. The table also revealed
that 47.2% of the pregnant women were illiterate and 24.3% of them had secondary or equivalent education,
while 57.5% of women in postnatal periods were illiterate and 22.5% of them had secondary or equivalent
education. The vast majority of studied women (about 95%) were housewives. Around forty of families
included in the survey groups lived with husband’s parents or one of them (43.7%) with no difference between
the pregnant women and women in their postnatal periods.
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Table 1: Demographic Characteristics of the Studied Women
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c - All of the studied
urrent pregnant | Women in postnatal wWomen
Characteristics women (296) period (137)
No (%) No (%) (643)

No (%)
Current mother age *
<20 21(4.2) 28 (20.4) 49 (7.6)
20-29 317 (62.7) 77 (56.2) 394 (61.3)
>30 139 (27.5) 31 (22.6) 170 (26.4)
Mean of current mother age 26.6 £5.5 24.8 £6.07 26.23+5.68
age of wife at first marriage *
<20 363 (71.8) 101 (73.7) 464 (72.2)
>20 133 (26.3) 36 (26.3) 169 (26.3)
Mean age of wife at first marriage 18.5+2.7 18.0+2.8 18.3+2.8
The type of residence immediately after marriage
1. In a house alone with her hushand 183 (36.2) 44 (32.1) 227 (35.3)
2. With her parents or one of them 47 (9.3) 13 (9.5) 60 (9.3)
3. With her husband's parents or one of them 215 (42.5) 66 (48.2) 281 (43.7)
4. With relatives 3(0.6) 3(2.2) 6(0.9)
5. With her hushand's relatives 58 (11.5) 11 (8.0 69 (10.7)
Wife education
1. llliterate 239 (47.2) 46 (57.5) 307 (47.7)
2. Read and write 68 (13.4) 11 (13.8) 82 (12.8)
3. Primary 21 (4.2) 2 (2.5) 26 (4.0)
4. Preparatory 40 (7.9) 3(3.8) 49 (7.6)
5. Secondary or equivalent (technical-vocational) 123 (24.3) 18 (22.5) 162 (25.2)
6. University or more 15 (3.0) 0(0.0) 17 (2.6)
Wife employment:
1. Worker 13 (2.6) 14 (10.2) 27 (4.2)
3. Housewife 283 (94.6) 333 (95.4) 616 (95.0)

*Don't know excluded from the analysis
Tables (2-4) are describing the previous history of ANC, delivery care and PNC of the studied women:

Most of studied women (85.5%) received ANC (at least one visit), mostly in the first trimester (40.0%).
However, the vast majority of studied women did not receive the minimum required number of visits (4 visits)
of ANC (94.2 %). As shown in table 2, the history of receiving ANC by specialized doctor was reported by
69.3% of the studied women. As regards place of ANC, the results shows that more than two thirds of the
studied women had at least one visit of their care in hospital (34.4%) or in health unit (35.1%). Most of the
studied women who had at least one visit (80.5%) received Tetanus Toxoid (TT) immunization; of which, over
50% of studied women received advice from doctor or nurse and it was about follow up of the pregnancy,
vaccination, rest and healthy nutrition for most of them. The great majority of studied women took drugs during
their pregnancy, and the majority of those drugs were in the form of vitamins, folic acid and iron. About third of
studied women that took drugs began in the first trimester and over third of studied women among those took
drugs lasted for less than three months. 38.1 % of the studied women experienced any health problems during
her most recent pregnancy. The results also reveal that among studied women who had pregnancy
complications, women who did not seek any help for their pregnancy complication represented nearly one
quarter of women (22.4 %). Meanwhile, the other two third of the studied women who reported pregnancy
complications before delivery sought help at the governmental and/or private health facilities.

History of delivery care was shown in table 3; regarding place of delivery, almost two thirds of the studied
women either delivered at home (37.6 %) or at private health unit (41.2 %) (either hospital or clinic). Half of the
births were attended by gynecologist (51 %). Around one quarter (24.1 %) of the studied women had
experienced any delivery related complication during her most recent pregnancy. About seeking help during
delivery around quarter of the studied women who reported delivery complications during their last recent
delivery went to private doctor and another quarter of them sought help at hospitals but they didn't mention if
these hospitals were governmental or private hospitals. Meanwhile, only 7.7% of the studied women did not
seek any help for delivery complications among those who reported delivery complications during their last
recent delivery.

About half of studied women did not seek for PNC within 40 days after delivery (48.7%), the PNC was
provided mainly by a gynecologist (46.6%) followed by nurse (32.3 %). About 27.8% of studied women had
their PNC in private health units. The majority (78.2%) had outreach home visits during the postnatal period
provided by governmental health facilities’ providers (nurses and Raedat). The biggest percentage did not
remember the exact number of visits (47.7%). The results also reveal that among studied women who had
postnatal complications, women who did not seek any help represented only 5.4 %.
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Table 2: ANC Practices of the Studied Women
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Total (643)
Characters No %
History of the ANC for her most recent pregnancy *
. Yes 550 85.5
. No 81 12.6
Time of ANC of her most recent pregnancy *v¢
. The first three months 220 40.0
. The middle three months 189 344
. The last three months 96 175
No of times of ANC during the current pregnancy: (Whether in the unit or at a private doctor or hospital)
*
. Once 97 17.6
. Twice 344 62.5
. 3 times 83 15.1
. >4 times 26 4.8
ANC provider *
. Specialized doctor 381 69.3
. General practitioner 74 135
. Nurse 32 5.8
. Midwife 24 4.4
. Didn’t specify 39 7.1
. Place for ANC *
. Unit 193 35.1
. Hospital 189 344
. Home 7 13
. Didn’t specify 161 29.3
Receive tetanus toxoid immunization in her most recent pregnancy™ <
. Yes 443 80.6
. No 65 11.8
Received advice from doctor, nurse or midwife ¢
. Yes 344 53.5
. No 212 33.0
Advice received: (out of 344 women received advice)
. Follow up of the pregnancy and vaccination 140 40.7
. Rest 52 15.1
. Healthy nutrition 62 18.0
. Not lift heavy objects 6 1.7
. Laboratory Investigation 4 1.2
. Doing exercise 2 0.6
. Labour in hospital 5 15
. All the above 5 0.6
. Didn't mention 68 19.8
Drugs intake during most recent pregnancy
. Yes 497 77.3
. No 146 22.7
Time of receiving the mentioned drugs**
. The first three months 156 314
. The middle three months 171 344
. The last three months 111 22.3
. Didn't mention 59 11.9
For how long: **+
. <3 months 189 38.0
. 3-<6 months 101 20.3
. 6-<9 months 50 10.1
. 9-<12 months 43 8.0
. >12 months 27 5.4
Experienced any health problems during her most recent pregnancy %
. Yes 245 38.1
. No 331 51.5
Help seeking behavior for pregnancy complication ***
. Go to doctor 175 715
. No help 55 224
. Take ttt till labour 15 6.1

*No=550 pregnant and postnatal women who had ANC at least once
** No=497 whom took drugs during pregnancy

*** No=245 whom had complications

YeDon't know excluded from the analysis
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Table 3: Natal Care Practices of the Studied Women
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Total (643)

Characters No %
Place of most recent delivery
. Private hospital 108 16.8
. Public hospital 63 9.8
. Private clinic 157 244
. Health Unit 40 6.2
. Home 242 37.6
. Didn’t specify 33 5.1
Birth attendance
. Gynecologist 328 51.0
. Doctor of the unit 72 11.2
. Nurse 51 79
. Midwife 146 22.7
. Relatives 19 3.0
. Delivered alone 6 0.9
. Didn’t specify 21 3.3
Reporting Delivery related complicationv
. Yes 155 24.1
. No 474 73.7
Help seeking behavior for delivery complication*
. No help 12 7.7
. Help at home by trained provider (nurses, doctors) 0 0.0
. Help at home by non-trained provider (daya or others) 15 9.7
. Help at health center/unit or governmental hospital 0 0.0
. Go to private doctor 38 24.5
. Go to hospital (no detail about the hospital) 43 271.7
. Didn't mention 47 30.3

*No=155 whom had complications

YeDon't know excluded from the analysis

Table 4: PNC practices of the studied women

Total (643)

Characters No %
Receiving PNC (within 40 days after delivery) %
. Yes 266 414
. No 313 48.7
PNC provider *
. Gynecologist 124 46.6
. Doctor of the unit 37 13.9
. Nurse 86 32.3
. Midwife 7 2.6
. Didn’t specify 12 45
Place of PNC *
. Private hospital 46 17.3
. Public hospital 12 45
. Private clinic 74 27.8
. Health Unit 34 12.8
. Home 89 335
. Didn’t specify 11 4.1
Home visits during the postnatal period provided by governmental health facilities’ providers (nurses
and Raedat) *
. 1. Yes 208 78.2
. 2. No 58 21.8
Number of visits *¢
. 1-2 34 12.8
. 3-4 54 20.3
. 5-6 19 7.1
. >6 32 12.0
Experienced complication in the postnatal period
. Yes 525 81.6
. No 118 18.4
Help seeking behavior for postnatal complication**+¢
. No help 35 5.4
. go to doctor 207 32.2

*No0=266 pregnant and postnatal women who had PNC
**No=155 whom had complications
YeDon't know excluded from the analysis

Digging deeper for exploring and identifying the influence of the individual and contextual epidemiological

characteristics on ANC and Natal utilization was shown in tables 5 and 6.



3773
J. Appl. Sci. Res., 9(6): 3767-3780, 2013

Table 5 reveals that women whose current age is less than thirty is twice likely to receive their ANC not in
health facility irrespective to the provider whether trained or not than those who aged thirty or more (2.16 (0.25-
48.21). Meanwhile, those with age group 20 to 30 are twice likely to seek less than three visits for their ANC
than those aged less than twenty (2.00 (0.85-4.61) with insignificant difference. Age at first marriage does not
have any influence on the preference of ANC seeking behaviors of the studied women (table 5). The prominent
influence was observed as regard the level of education; which affected woman’s preference for where, how
many times and for whom to seek her ANC. It was obvious that seeking ANC quality behaviors increase with
increase of level of education as shown in table 5. Illiterate women is associated with 1.68 folds for having
ANC by untrained provider, 4 folds for ANC not in health facility and significant two folds for having less than
three number of ANC visits than educated women with preparatory graduation and higher. Almost all of studied
women were housewives whether received ANC by trained or untrained providers, whether received ANC in
health facility or not and whether had < 3 o> 3 ANC visits. The effect of employment on women’s Care
seeking behavior was somehow difficult to judge due to the relative small number of employed women within
the sample. However, working was associated with 1.74 folds for having ANC by untrained provider and
insignificant five folds for having less than three number of ANC visits than housewives. There is a highly
significant difference between illiterate and secondary educated women and between worker women and
housewives who go to doctor (p=.0001) or those who are not seeking help but self-managed (p=.0001). While
there is a highly significant difference between worker women and housewives among those delivered by
trained providers in health facilities (p=.0001). Delivery by trained providers shows highly significant
difference between illiterate and secondary educated women (p=.0009) and between worker women and
housewives (p=.0139).

Table 5: Epidemiological Characteristics of the Ever Pregnant Women who Received ANC

ANC by health provider ANC by health facility ANC by trained health provider
ANC by i RN pane i RS e

Characteristics untrained - health - -
provider (24) | Provider health facility (382) | Provider <3 | provider= 3
No (%) (487) facility (7) No (%) visits (441) visits (86)

No (%) No (%) No (%) No (%)

Current mother age**

e <20 (n=49) 0(0.0) 37 (75.5) 0(0.0) 27 (55.1) 29 (59.1) 10 (20.4)

o 20-29*%(n=394) 19 (4.8) 304 (77.1) 6(1.5) 237 (60.0) 284 (72.1) 49 (12.4)

o >30* (n=170) 5(2.9) 117 (68.8) 1(0.6) 95 (55.9) 102 (60.0) 24 (14.1)

P value of Z test* .0001 .0001 .0001 .0001 .0001 .0001

OR (CI) between: (182)vs 3= 130 (045408 | g5 ¥ 37 210 025 1 pu51 = 200 (0.85-461)

OR between: 2vs3= 1.36(0.77-2.41)

Age of wife at first

marriage**

o <20 (n=464) 17 (3.7) 350 (73.;1) g (1.;) 268 (28.0) 308 (62.;) 69 (13.9)

. 220 (n-169) 7(4.2) 134 (79.3) 1.2) 110 (65.1) 130 (76.9) 17 (10.1)

P value of Z test .0001 .0001 .0001 .0001 .0001 .0001

OR = 0.93 (0.35-2.53) OR = 1.02 (0.17-7.73) OR = 0.58 (0.32-1.06)

Wife education:

o llliterate* (n=307)

o Read and write (n=82) 13 (4.2) 209 (68.1) 5(1.6) 175 (57.0) 189 (64.5) 39 (12.7)

o Primary (n=26) 1(1.2) 65 (79.2) 1(1.2) 47 (57.3) 56 (68.3) 15 (18.3)

o Preparatory (n=49) 3(11.5) 24 (92.3) 0(0.0) 19 (73.1) 23 (88.5) 3(11.5)

o Secondary or equivalent | 1(2.0) 44 (89.8) 1(2.0) 35(71.4) 28 (57.1) 18 (36.7)

(technical-vocational)* 6 (3.7) 131 (80.9) 0(.0) 98 (60.5) 102 (62.9) 40 (24.7)

n=162)

e University or  more | 0(0.0) 14 (82.4) 0(0.0) 8(47.1) 13 (76.5) 1(5.9)

(n=17)

P value of Z test * 0.446 .0001 .0001 .0001 .0001 .0001

OR between1 vs 4,5&6 = 1.68 (0.61-4.76) = 4.03 (0.45-92.18) = 2.00 (1.23-3.25), significant

Wife employment:

» Worker (n=27) 2(7.4) 24 (88.9) 0(0.0) 18 (66.7) 25(92.6) 1(3.7)

« Housewife (n=616) 22 (3.6) 463 (75.2) 7(1.1) 364 (59.1) 416 (67.5) 85 (13.8)

P value of Z test .0001 .0001 .3589 .0001 .0001 .0001

OR = 1.74 (0.0-8.33) 5.08 (0.72-10.22)

No=550 pregnant and postnatal women who had at least once ANC
% is calculated out of row

Table 6 reveals the characteristics of women seeking care on having pregnancy complicationsand during
delivery as fever, abdominal pain, bleeding, hypertension, premature rupture of membrane and obstructed labor.
The table demonstrates that although women whose current age is less than thirty is twice likely to go to doctor
on experienced any complication than those who aged thirty or more (OR=0.64 (0.33-1.25) yet they are four
times (OR= 4.50 (0.86-25. 5) likely to deliver by non trained health worker and not at a health facility. Again,
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age at first marriage does not have any influence on the preference of delivery care seeking behaviors of the
studied women as well as the behaviors of those who had pregnancy complications. The prominent influence
was observed as regard the level of education; women who are illiterate are more likely to go to doctor on
having complications than women who are secondary educated or higher. They are most likely managed
themselves with no referral to doctor. Meanwhile no effect for education for delivery seeking behaviors could
be detected (OR is more or less equal one). The effect of employment on women’s care seeking behavior was
again difficult to judge due to the relative small number of employed women within the sample. However,
working was associated with half folds for not seeking help for any complication but self managing
complications.

Table 6: Characteristics of Ever Pregnant Women who had Pregnancy Complications in Relation to Type of Help Seeking Behavior and for

delivery care
Type of Help Seeking Behavior Delivery Care
(245) (137)
Not seeking help Delivery with no | Delivery with a Delivery \.N'th
ot but self- trained health | trained 2 trained
Characteristics Go to doctor health care
managed worker and not at | health care worker K d at
conditions (175) a health facility | but not at a health worker and a
No (%) . a health
(70) (25) facility (18) facility (85)
No (%) No (%) No (%) No (%)
Current mother age**
e <20 (n=49) 6(12.2) 9(18.4) 3(6.1) 2(41) 22 (44.9)
o 20-29*(n=394) 38(9.6) 114 (28.9) 18 (4.6) 8(2.0) 46 (11.7)
e >30* (n=170) 23 (13.5) 44 (25.9) 4(2.4) 8(4.7) 16 (9.4)
P value of Z test * .0001 .0001 .0014 .5000 .0002
OR2vs3 0.64 (0.33-1.25) 4.50 (0.86-25. 5) 0.35 (0.10-1.04)
Age of wife at first
marriage**
e <20 (n=464) 54 (11.6) 131 (28.2) 18 (3.9) 13(2.8) 64 (13.8)
e >20 (n=169) 16 (9.5) 41(24.3) 7(4.1) 5(3.0 21 (12.4)
P value of Z test .0001 .0001 .0001 .0001 .0488
OR 1.06 (0.52-2.15) .99 (0.21-4.63) .84 (0.28-2.59)
W:ﬁ?é?:tcein(?\n:son 29 (9.5) 82 (26.7) 12 (39) 10 (33) 39 (12.7)
° Read and write (n=82) 10 (12.2) 25 (30.5) 5(6.1) 1(1.2) 8(9.8)
N Primary (n=26) - 1(3.9) 7(26.9) 1(3.9) 0(0.0) 4(15.4)
: Preparz)i/tory (n=49) 4(8.2) . 14 (28.6)*** 0(0.0) 0(0.0) 9(18.4)
« Secondary or equivalent 26 (16.1) 41 (25.3) 7(4.3) 7(4.3) 23(14.2)
(technical-vocational)*
(n=162) 0(0.0) 6 (35.3) 0(0.0) 0(0.0) 2 (11.8)
o University or more (n=17) ) ) ) ) )
P value of Z test * .0008 .0001 . 3117 .0009 . 0856
OR1vs5 &6 0.64 (0.32-1.27) 1.20(0.26-5.68) 0.92(0.27-3.11)
Wife employment:
o Worker (n=27) 2(7.4) 7(25.9) 0(0.0) 0(0.0) 1(3.7)
o Housewife (n=616) 68 (11.0) 168 (27.3) 25(4.1) 18 (2.9) 84 (13.6)
P value of Z test .0001 .0001 .0206 .0139 .0001
OR 0.70 (0.10-3.82)

No0=245 Women who had pregnancy complications

No=137 women in postnatal periods

%is calculated out of row

**Don't know excluded from the analysis

*** P yalue of Z test between women who had pregnancy complicationsand go to doctor and those who had pregnancy complications not
seek any help as regards their secondary or equivalent educational level shows significant difference P=.0148

Figure (1) reveals the attitude of the studied women towards services provided at the governmental health
facilities, about forty percent saw that the governmental health unit is good for provision of ANC and PNC
services (40.4% and 38.3% respectively). As regards opinion about natal care in the governmental health
facilities among studied women, 28.2% of them it is satisfactory.

Characteristics of the studied women who reported different barriers to ANC revealed that the majority of
them aged between 20 and 29 years and most of them married at age < 20 years. Also almost all of them were
illiterate and housewives. Regarding the perspectives of the women towards the barriers to underutilization of
its services, fig 2 revealed that about quarter of those who didn't seek ANC and 12.1% of those who didn't seek
PNC saw that they didn't need it. The most mentioned barrier for those who did not had ANC, natal or PNC was
the weak services at the governmental health facilities (13.6%, 41.2% and 14.7% respectively). Other barriers
reported for those who didn't had ANC, natal or PNC were the long distance of the health unit from their houses
(17.3%, 10.6% and 10.9% respectively) and 8.6%, 10.7% and 2.9% respectively explained the refusal of their
husbands. While fortunately, none of the studied women report that the cost of the investigations, availability of
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drugs, the waiting time or the transportation was barriers for receiving ANC. They also said that the doctor did
not admit more than one woman at the same time. While transportation and previous treatment of the women in
health facilities were not barriers to deliver at these governmental health facilities.

50 1
20 - 40.4 38.3
mANC 30 1 28.2
20 A 7 17.1
H Natal Care 12.7
10 1 8.3 9.6 9
PNC 2. 2.
0 ~C — L N
Excellent Good Satisfactory Weak

Fig. 1: Attitude of Ever Pregnant Women towards Services Provided at the Governmental Health Facilities.

45 1 41.2
40 -
35 A
30 -
25 A 23.5

m ANC 20 1 173 47

H Natal Care 10 - iy

PNC 5 7 9 1.1
0 < _ - .
Long Refusal of Weak Didn't need Daya is more
distance  the husband  services it cheaper
from the unit

Fig. 2: Barriers to ANC, natal care and PNC among the Studied Women at the Governmental Health Facilities.
Discussion:

The current study addresses a very important public health issue in prevention of maternal mortality.
Preventing problems for mothers depends on an operational continuum of care with accessible and high quality
care before and during pregnancy, childbirth, and the postnatal period.Enkin et al, 2000 and Lincetto et al, 2012
and Rai, 2011 documents mentioned that poor maternal health outcomes are primarily due to poor ANC,
delivery care and PNC services in health facilities, coupled with low literacy, widespread poverty, and poor
nutrition among the general population. National and international organizations have a social responsibility to
mobilize efforts to focus on maternal and nutrition issues targeting the worst affected regions for improving
access to primary care and obstetrical services. Initiatives are needed to build up community access to primary
care with a well supervised community health workers program, as well as training midlevel management
capacity with higher levels of funding from national and international sources to promote public health.

The antenatal period represents an important opportunity for providing pregnant women with interventions
that may be vital to their health and well-being and that of their infants. WHO recommends at least four
antenatal visits based on a review of the effectiveness of different models of antenatal care (WHO and UNICEF,
2012). The current study showed that antenatal coverage for four visits or more in the studied districts was 4.8
%. This measurement was not consistent with that declared by EDHS 2008, in which Antenatal care coverage
for at least four visits in urban areas was 57 % and in rural areas was 81%.

Also most of the studied women who had at least one visit (80.5%) vaccinated against tetanus with nearly
similar percentages in the two governorates. In Elzanaty, 2009 document, ANC was obtained more than twice
as often from a private sector provider as from a public sector provider (55% and 19%, respectively) and 77%
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of mothers reported obtaining tetanus injection from a public sector provider. Also 65% of pregnant females
actually received tetanus toxoid in Shawa village in Mansoura, Dakahlia governorate (Montasser et al, 2012).

National surveys in Egypt suggest that about 22% of Egyptian women who become pregnant may lack
adequate knowledge of the benefits of ANC. Of those with such knowledge, 79% don’t receive care (Berman
and Chawla, 2000).

Measurement of whether pregnant women received antenatal care, however, is not sufficient for capturing
information on the specific services delivered. WHO guidelines are specific on the content of antenatal care
visits that should include at a minimum: blood pressure measurement, urine testing for bacteriuria and
proteinuria, blood testing to detect syphilis and severe anaemia, and other conditions as necessary (e.g. human
immunodeficiency virus-HIV) and weight/height measurement (optional). Other interventions that can be
delivered during antenatal care visits include, but are not limited to, counseling on birth preparedness and other
health related topics including family planning and exclusive breastfeeding, identification and prevention of
violence against women, and the provision of iron/folic acid supplements (WHO et al, 2012).

An important element in the continuum of care is effective ANC which is the medical and nursing care
recommended for women before and during pregnancy. In this study most of studied women (85.5%) received
ANC, while Obaid, 2006&Elzanaty, 2009 documented that74% of Egyptian women received ANC from a
medical provider. The trials that have been carried out suggest that in both developed and developing countries
four antenatal visits appear to be the minimum that should be offered to pregnant women without identified risk
factors(Enkin et al, 2000 and Lincetto et al, 2012). But the current study added that around 95% of the studied
women subjected to less than 4 ANC visits. Also in a study by Jayaraman et al, 2008the percentage of women
reporting at least three antenatal visits was 13.3% in the 2005 survey and in anotherstudy bySanjel et al, 2011
conducted in Tamang community of Lalitpur district 46.4% of women completed four antenatal visits.In Egypt
the majority (>70%) of cases, physicians provided ANC, most women had at least one ANC visit, and one-third
of mothers had complete ANC (>4 visits) Darmstadt, 2008. In urban and rural areas of Egypt, the percentage of
overall adequate use of ANC was significantly lower among women with secondary school education or less,
poor women and women who exclusively used private ANCs (Tran et al, 2012).

Despite the large number of doctors and considerable health infrastructure in Egypt a third of pregnant
women in Egypt still go through their pregnancies without any ANC. Apparently there has been some
improvement in ANC since 2000, when nearly half of mothers were going through their pregnancies without any
ANC (EDHS, 2003 and Khalil &Roudi-Fahimi, 2004). The 2000 maternal mortality study showed that lack of
ANC contributed to 19% of maternal deaths and poor-quality ANC contributed to another 15% (Egypt MOHP,
2000 and Khalil &Roudi-Fahimi, 2004). Also the 2003 DHS reported that 56% of women in Egypt had the
recommended four ANC visits during pregnancy (Sharma et al, 2005).

Our study findings have demonstrated that 40.0% of the studied mothers in this study attended the antenatal
clinic in the first trimester with nearly consistent figures for the two command areas. While sixty-three percent
of the pregnant women in Zambia made their first antenatal visit during the second trimester and 22% of the
teenagers attended the antenatal clinic during the third trimester. Almost all pregnant women utilize ANC prior
to delivery (Maimbolwa, 2004).

The current study showed that 69.3% of the studied women received ANC (at least one visit) by a
specialized doctor. As regards place of ANC, the results showed that less than half of studied women that had at
least one visit received their care in hospital (34.4%),while about 1% received their care at home. Mondal, 1997
reported thatmothers in Rajasthan received ANC through home visits by health workers for 7.7% of the births
while less than a fourth (23%) of the births were to mothers who had received such services from an ANC
provider outside the home (such as a doctor, other health professional or a traditional birth attendant).

Our study showed that 62% of the studied women who received ANC by trained provider and in health
facility were aged between 20 and 29 years, while most of them who received ANC by untrained provider and
not in health facility were in the same age. In Elzanaty, 2009, mothers age 35 and over were slightly less likely
to report receiving ANC than younger mothers. Also around half of the studied women who received ANC by
untrained provider (54.2%) and also 42.9% of them who received ANC by trained provider were illiterate. On
the other hand, around quarter of the studied women who received ANC by trained provider and those who
received ANC by untrained provider had secondary or equivalent level of education. While Elzanaty, 2009
report showed that among women who have a secondary or higher education, 78% have received regular ANC
compared to 45% of women who have never attended school.

The current study showed that about quarter of studied women who did not seek ANC saw that they didn't
need it. Also about 17.3% and 13.6% relay on the long distance from the health unit and the weak services at
the governmental health facilities respectively and about 8.6% explained their refusal of their husbands. Studies
showed that socioeconomic & cultural factors and physical access play a role in the underutilization of health
care services. It is important to mention that another barrier to women's utilization of health care services is the
failure of the health system to take their needs into account(Khalil and Roudi-Fahimi, 2004).
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The currently implemented project which is funded by STDF “Grant no 358” for reduction of maternal
mortality in EI Fayoum and Benisuef governorates has been succeeded in institutionalization of inclusion of
outreach home visits for the pregnant women within the mandate of the health workers (Raedat) in the Ministry
of Health (MOH) system of Egypt and not only in El Fayoum and Benisuef governorates. The usual work of
the health workers was restricted to the post partum women only and for provision of family planning messages.
The project has been succeeded to institutionalize dissemination of ANC, natal and post natal care messages in
the MOH system and its adoption by Raedat. The key elements of the messages are: How to recognize danger
sign, where to go for ANC, delivery care and emergency care. The main objective isto raise awareness of the
target pregnant and post partum women and discover risky cases and provide timely management. Each
pregnant woman is currently mobilized to go to the health facility for ANC, provided not only by family
planning information but also with knowledge of maternal danger symptoms and signs during prenatal and natal
period and provided by information about the first aid measure and knowledge of the referral system if
something goes wrong. Meanwhile, the outcome of this intervention is going to be measured at the end of the
project.

According to the Pakistan’s World Health Organization 2010 health profile, In 43% of the cases, the
husband was the decision maker regarding where the delivery of the baby should take place (Jalal & Shah,
2011).

Improving delivery care(natal care) in the community is crucial because most births take place at home.
Delivery carecan be organized in various ways, depending on what resources and personnel are available and
how personnel are trained. Most countries do not have enough clinics and hospitals for every delivery, nor can
they afford to build, staff, and equip enough facilities in the near future. The goal of thenatal care is to organize
and train practitioners who work in the community and attend most births and to organize a system to get
women with unanticipated complications to facilities that provide emergency care (Lettenmaier et al, 2011).
Egypt has substantially improved maternal health through better services in hospitals and increased numbers of
trained birth attendants and midwives. Doctors in Egypt attend about 90% of all the births attended by skilled
personnel (physicians, nurses, and trained midwives) (EDHS, 2000 and EDHS, 2003; Khalil &Roudi-Fahimi,
2004 and Sharma et al, 2005).Traditional practices were the most common reason for conducting the deliveries
at home (Mumbare&Rege, 2011).

Regarding place of delivery, the study results also revealed that 41.2% of studied women delivered at
private health unit (either hospital or clinic) and about 51.0% of them had birth attended by gynecologist. About
seeking help during delivery around quarter of the studied women who reported delivery complications during
their last recent delivery went to private doctor and another quarter of them sought help at hospitals.

Regarding the type of health facility,Elzanaty, 2009 documented that the majority of facility deliveries (45
percent of all births) occurred in private health facilities. Moreover, among births in which the mother had
received ANC, deliveries were less likely to occur in a health facility if the mother had three or fewer antenatal
visits prior to the birth than if she had had more regular care (62% and 82%, respectively). Doctors (74%) or
trained nurses or midwives (5%) assisted at delivery of the majority of births in the five-year period before the
survey. Most of the remaining births were assisted by dayas (traditional birth attendants). Because TBAs are so
widely available and acceptable in the community and they were more common birth attendants than
physicians, nurses, or relatives in Egypt, many programs train TBAs. Twenty-six percent of births which took
place outside of a health facility were assisted by trained medical personnel (Obaid, 2006; Darmstadt,
2008;Elzanaty, 2009 andLettenmaier et al, 2011).

Women who utilized ANC during pregnancy had higher probability of institutional delivery than women
who did not utilize ANC. It is well established that antenatal visits combined with the use of skilled attendant
during delivery are associated with the reduction of maternal mortality. Literate women were shown to be more
likely to be assisted at delivery than illiterate women.In Egypt 51% of women delivered in health institutions
and 49% at home(Shen& Williamson 1999; Magadi et al, 2001andYassin& Abu Saida, 2012). Maternal care in
Egypt is gradually shifting from home deliveries to institutional deliveries and the share of deliveries attended
by skilled personnel has increased from 35% in 1988 to 61% in 2000 and to 69% in 2003. Doctors in Egypt
attend about 90% of all the births attended by skilled personnel(Khalil &Roudi-Fahimi, 2004).

In the current study the most mentioned barriers for those who did not deliver at the governmental health
facilities were the weak services, the long distance from the unit and the refusal of the husband. Elzanaty, 2009
documented that the majority (63%) reported that they had not considered it ‘necessary’ to deliver in a facility.
An additional 11% gave as a reason that facility deliveries were not the custom, 23% cited the cost of a facility
delivery, and 7% mentioned poor quality of services at facilities. Also Collier et al, 2003, Khalil and Roudi-
Fahimi, 2004, Jayaraman et al, 2008, Hossain, 2010 and Aremu et al, 2012 documented that socioeconomic and
cultural factors, household wealth status, women's education, and partner's education and religion, rather than
physical access, play a role in the underutilization of health care services. Thus, intervention aimed at
improving the utilization of obstetrics care should target both the individual economic abilities of the women
and that of their environment when considering the demand side.
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Many women prefer giving birth at home in familiar surroundings and still others prefer home births
because they fear hospitalsLettenmaier et al, 2011.

To be effective in reaching those most in need, PNC services must be located close to or at home so that
identification, referral, and treatment of complications can occur as early as possible. PNC services can be
delivered at a health facility, through home visits by health workers, or through a combination of care in
facilities and at home. The present study affirmed the stance that about half of studied women did not receive
PNC within 40 days after delivery (48.7%), also it revealed the PNC was provided by a gynecologist among
those had PNC by 46.6%. With respect to PNC, the results were alarming in all regions in Egypt as one in every
five women received a postnatal checkup within the first 24 hours after delivery (Yassin and Abu Saida, 2012).

Many women do not have access to health care during the early postnatal period putting them at an
increased risk of illness and death especially during the first 24 hours following the birth.In most developing
countries, however, PNC may only occur if provided through home visits, because geographic, financial, and
cultural barriers typically limit care outside the home during the early postnatal period (The AXA global group,
2012 and Charlotte Warren et al, 2012). The studyfindings have demonstrated that the most mentioned barriers
of access to PNC at the governmental health facilities among studied women receiving PNC were weak services
(14.7%), long distance from the unit (10.9%), the women thought that they didn't need it (12.1%) and refusal of
their husbands (2.9%).

There are many delays in seeking care, especially during pregnancy, childbirth, and the postnatal period.
Many cultural, social, and economic barriers keep mothers at home and delay or prevent women from seeking
PNC services from facilities in the formal health system even where these services are available. Delays in
seeking care during pregnancy, delivery and postnatal period often occur because of the restrictions that keep
mothers and babies at home. Another important obstacle is lack of information (Charlotte Warren et al, 2012).
The currently implemented project which is funded by STDF “Grant no 358" for reduction of maternal
mortality in EI Fayoum and Benisuef governorates has been succeeded in institutionalization of four outreach
post partum visits (at home) for every woman after delivery and her newborn in the mandate of the nurses and
the health workers of the MOH in Egypt and not only in EI Fayoum and Benisuef governorates. The first two
visits are conducted by the nurse and the second two by the health workers. Ideally the first visit is within two
days after delivery by the nurse, 2™ visit is before the end of the first week. The third visit is at 21 day and the
4™ at 30" day to be conducted by the health workers. The objective of these visits is not only to provide mothers
by the family planning information but to discover any risky signs for the mother or her newborn during the
post natal period and provide first aid measure and early referral. They also promote healthy practices as
exclusive breastfeeding.

According to Elzanaty, (2009) 5.0% of ever-married women in the highest wealth quintile were illiterate
compared to 73% of women in the lowest quintile. Overall, 16% of these women were currently engaged in
some economic activity. Most of the women who were not working did not report recent work experience. Data
from the 2007 Democratic Republic of Congo Demographic and Health Survey showed that there are variations
in the use of ANC. Individual-level characteristics, such as women's occupation and household wealth status are
shown to be associated with the use of ANC (Aremu et al, 2012).

Finally, in our study less than half of the studied women sought that ANC, natal care and PNC in
governmental health units are good.

Education of girls may be one of the most important ways of preventing pregnancy complications as
education would create awareness about the use of reproductive health care services in time. Our study revealed
that around half of the studied mothers were illiterate and about quarter of them had secondary or equivalent
education and the vast majority of studied women (about 95%) were housewives. Also the current study showed
that illiterate women is associated with 1.68 folds for having ANC by untrained provider, 4 folds for ANC not
in health facility and significant two folds for having less than three number of ANC visits than educated
women with preparatory graduation and higher. On the other hand, almost all of the studied women who
reported barriers to ANC were illiterate and housewives. Around half of women who had pregnancy
complications and go to doctor and 41.4 % of women who had pregnancy complications and not seeking help
but self-managed were illiterate, also half of the studied women in postnatal periods were illiterate whether they
delivered by trained providers or non-trained providers and whether in health facilities or not.

Conclusion and Recommendations:

The study concluded that the quality of health care is the most effective way to ensure that maternal health
services will be utilized and that women’s lives are saved. Moreover, utilization of the recommended antenatal,
natal and postnatal health services is markedly affected by women’s level of education. The quality of care that
women received during the continuum of care need to be strengthened and this will solve the inequity of ANC,
natal and postnatal coverage due to urban-rural location.The studied women both pregnant and those in the
postnatal period expressed deterioration in maternal health services. The mentioned barriers for ANC, natal care
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and PNC were weak services, the far distance of the health unit and the refusal of their husbands. Moreover, the
majority of them do not perform the desired practices that should be done by women to prevent maternal deaths.

The study recommended that, improve quality of care is the most effective way of ensuring that maternal
health services are used and that women’s lives are saved and also to increase women's satisfaction and reduce
drop out. As well as understanding and respecting women’s experiences of health care is essential to maintain
high quality health services. A national policy and locally adapted guidelines must be in place to protect the
rights of all women, regardless of their socioeconomic status or place of residence to access ANC, natal and
PNC services.Efforts to strengthen ANC, natal and PNC should focus on universal coverage by addressing
financial and cultural barriers to reach vulnerable groups. Integration of programs and availability of health care
providers with a wide range of skills are important to maximize the contact between the woman and the health
services.
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