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The level of maternal mortality is very high in Nepal and the coverage and
frequency of antenatal visits is very low. Maternal mortality may be caused by a
complex interplay of socioeconomic and cultural factors. One of the reasons for such

a high rate of maternal mortality may be attributed to the low coverage of ANC visits.

This study analyzed the effect of demographic and socioeconomic
characteristics of women, media exposure and contraception of women on antenatal
care visits. In the present study, frequency of antenatal care visit was categorized as
some visits, adequate visits and never visit. A multinomial logistic regression model
was used to examine the net effect of each independent variable related to
demographic characteristics, media exposure, knowledge of family planning and
access to the health center and some of them were predictors of the antenatal care
visits. Moreover, the findings clearly indicated that education, economic status of
women, place of residence and access to health centers have an influence on antenatal

care Vvisits.

It is likely that education and the economic status of women are the best
predictors of antenatal care visits in Nepal. Thus, it can be suggested that special
attention and effort should be given to increase the educational opportunities for
Nepalese women, Moreover, income-generating activities should be launched to

improve up the economic status of women.
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CHAPTER 1

INTRODUCTION

1.1  Background of the Study

Maternal mortality is the leading cause of death among women of reproductive
age in most developing countries. The World Health Organization (WHO) estimates
that each year about 600,000 women die as a result of pregnancy and child birth, and
almost 99 percent of these death occurs in the developing countries. The maternal
mortality rate is an effective index to measure the quality of maternity care service in
any given country (HMG/N and UNICEF, 1997).

The level of maternal mortality is very high in Nepal. The most recent
estimation was 539 per 100,000 live births (MOH, 1997) in Nepal. This figure has
been estimated differently by different sources. For example, WHO/UNICEF (1996)
shows that the maternal mortality is 1,500 per 100,000 live births in Nepal. In 1997, it
was estimated that approximately 900,000 women become pregnant, and out of the
total pregnancies, 40 percent were at high-risk group (MOH, 1998). In general, a high
level of maternal mortality indicates weakness of the coverage of maternal health
services.

There are various factors affecting the maternal mortality. Proponents of
health perspective have argued that several interventions may be critical to maternal
mortality reduction, including antenatal care, family planning service, safe and legal

abortion, trained medical attendants at delivery, and emergency obstetric care
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(Shiffman, 2000). The provision of care for women during pregnancy and childbirth
is essential to ensure healthy and successful outcome of pregnancy for the mother and
her newborn infant (HMG/N and UNICEF, 1996). However, precaution and care
should be taken from the earliest detection of pregnancy of women to reduce the

existing high rate of maternal mortality.

1.2  Research Problem and Significance of the Study
Nepal is known as a mountainous country where the transportation network is
very poor. Out of 75 districts, 10 districts are not yet linked by motorable road (CBS,
2001a). The Ninth Plan of Nepal has addressed; due to geographical difficulties and
higher population pressure; even the basic facilities have not been served to the target
population (NPC, 1997). This indicates that health facilities are not enough in the
country, even having the facilities that are poor and inadequate.
The pattern of utilization of antenatal care service (ANC) is very low in the country.
At present, less than 40 percent of pregnant women are receiving antenatal service
(CBS, 2001b). The percentage of antenatal care coverage was about 20 in 1991
(MOH, 1993). This indicates that the percentage of antenatal care utilization is
improved over the period of ten years, however, the pace of increase is very slow.
Moreover, the mean number of ANC visit is 3.43 (CBS, 2001b) against the minimum
number of 4 visit recommended by the Safe Motherhood Programs of Nepal. Early
visit to a health institution for antenatal care service is much more effective, because
pregnancy problems diagnosed earlier can be detected early, especially in nutritional

related or other minor problems. One of the most important components of antenatal
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care is to give information and advice to women about pregnancy related
complications and possible curative measures for the early detection and management
of complication (Mondal, 1997). However, in Nepal 63 percent of women have not
visited ANC service in the first trimester of pregnancy (CBS, 2001b).

Furthermore, tetanus toxoid (TT) injections and iron/folic supplements during
pregnancy could reduce the risk of maternal and neonatal mortality (WHO, 1996).
Unfortunately, only 43 percent of pregnant women had taken one TT shot during a
pregnancy in Nepal. Among them ninety three percent received ANC service during
pregnancy (CBS, 2001b). This indicates that TT services have become a routine part
of the ANC service.

Nutritional food intake during pregnancy should be increased, so the
proportion of underweight babies will reduce. However, one in every two pregnant
women was found to reduce their food during pregnancy (CBS, 2001b). Poor
nutritional status from childhood, early marriage, heavy workload, too early, too
frequent, too late and too many pregnancies are all contributing factors to the poor
maternal and perinatal health for women. Moreover, maternal and newborn health
and survival are closely linked to the availability and use of basic maternity health
care services (HMG/N and UNICEF, 1997).

Of all the reproductive health programs, the maternal care or safe motherhood has
been the main focus in the recent years. The safe motherhood initiative (1987) was
adopted globally as the strategy to reduce maternal mortality. This goal was later

adopted by the National Government and by other international conferences including
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the International Conference on Population and Development (ICPD) in Cairo in 1994
and the fourth world conference Beijing in 1995.

As in many countries His Majesty’s Government of Nepal (HMG/N) has
established a Safe Motherhood task force in 1994 to improve the health status of
women during pregnancy and childbirth. In 1998, the National Safe Motherhood Plan
(1994-1997) addressed maternal mortality as one of the major public health problems
among women of childbearing age. Since, then government has given high priority to
the Safe Motherhood program to reduce maternal deaths and disabilities. The
objective of this policy is to initiate and promote policy and programmatic research
activities at improving maternal health service and ultimately the health of women
(MOH, 1998).

In addition, development and expansion of health care facilities has been an
integral part of government policy to improve the health status of the Nepali
population. Keeping in mind ‘health for all’ policy of the government sub-health
posts have been established in almost all the Village Development Committees of the
country and also upgrading the facilities in these health post and primary health care
centers. However, experiences show that Nepali women are not attracted to the
modern health care system or have the incentive and knowledge to use it (Niroula,
1994).

Furthermore, health-seeking behavior of women during pregnancy is also
important to reduce the maternal mortality. Antenatal care is the health care and
education provided to women during pregnancy, identifying high risk factors or

conditions, providing appropriate management, and keeping mother healthy until
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delivery is over (HMG/N and UNICEF, 1996). Women who receive antenatal service
are found more likely to deliver in the health facilities in Nepal. At the national level
only 8 percent of birth are found delivered in health facilities. However, among the
women who made adequate (4 onwards) antenatal care visits, more than 41 percent
are found delivered their baby in the health facility (MOH, 1997).

Similarly, the level of assistance a woman receives during the birth of her
child also has importance for both mother and child. However, adequate antenatal
care visitors are found more likely to be delivered with the assistance of professional
and trained health personal. In Nepal, nearly 6 percent of birth are found assisted by
doctors during delivery. However, the percentage is about 34 percent for those
women who received adequate number of antenatal care visits (MOH, 1997).

Nepal has low antenatal care utilization and the highest rates of maternal
mortality, so immediate action should be taken to reduce the high rate of maternal
mortality. In this context it would be very appropriate and interesting to know the
factors associated with antenatal care visits for the policy implication. At present,
very few studies have highlighted over the issues, which address the factors affecting
antenatal care visits in Nepal. Thus, the overall aim of this research is to determine

the factors associated with antenatal care visits in Nepal.

1.3 Research Question

What are the factors associated with utilization of antenatal care service in Nepal?
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1.4 Objectives of the Study:
The main objectives of the study are

- To examine the association between demographic characteristics, socioeconomic
characteristics, media exposure and contraception on antenatal care visits in Nepal

- To study the effect of demographic characteristics, socioeconomic characteristics,
media exposure and contraception on antenatal care visits in Nepal

- To predict the probability of adequate antenatal care visits in Nepal.
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CHAPTER 11

LITERATURE REVIEW AND CONCEPTUAL FRAMEWORK
2.1 Literature Review
2.1.1 Introduction

Women’s health issues in general and women’s health care needs in particular
are foremost among the public health priorities of the countries around the world
(Ulincy and Simmons, 1993). As, all pregnancies involve some risks to the mother or
infant and it is important to prevent, detect and manage complications early before
they become life-threatening emergencies. Antenatal care is an opportunity to inform
woman about the danger signs and symptoms for which assistance should be sought
from a health care provider without delay. One of the most irﬁportant functions of
antenatal care is to offer the women advice and information about the appropriate
place of delivery given her own particular circumstances and health status (WHO,
1996).

Shiffman (2000) suggested that antenatal care enable health personnel to
provide women with information about nutrition and hygiene, and about signs that
may suggest problems requiring medical care. Author further added that, most
importantly, check ups during pregnancy would enable health care providers to
identify those women at high risks for complications during deliveries. Similarly,
Matthews et al (2001) indicated that the possibility of complication may occur

potentially so serious and routine checks is highly desirable during pregnancy.
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Rooney (1992) argued that, whether antenatal care can also prevent maternal
mortality and serious morbidity is a difficult question to answer. In contrast, to
reduce maternal mortality it is important to reduce the likelihood that a pregnant
woman will experience a serious complication of pregnancy or childbirth (McCarthy
and Maine, 1992).

However, the complications of pregnancies frequently occur among women
with no risk factors, and therefore some complications can not be predicted, although
many may be prevented (Maine, 1993 and WHO, 1993 cited in Shiffman, 2000).
Magadi et al (2000) further pointed out that there is a strong association between the
level of antenatal care and delivery care. It suggests that the use of antenatal care
visits, especially adequate antenatal care visits is an important factor for safety
outcomes.

The use of health care is not only dependent on the “actual” needs and health
status of women, but it is also influenced by how a person perceive her own health
status (HGI, 2001). However, the type and quality of antenatal care that women
receive is also important for safety outcomes. Most importantly, poor antenatal care
is an important risk factor for adverse pregnancy outcomes among women who have
easy access to health care service (Blondel and Marshall, 1998). Moreover,
appropriate antenatal care is important for identifying and mitigating risk factors in
pregnancy but many mothers in the developing world do not receive such care
(Magadi et al, 2000).

Adequate prenatal care is believed to result in better pregnancy outcomes,
including reduced maternal and infant morbidity and reduced risk for pre-term

delivery and for low birth weight. The low frequency of visits limits the amount and
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quality of care that a pregnant women receive (Magadi et al, 2000). Women should
have at least four visits during pregnancy (WHO, 2002), more if so advised by health
care provider or if they have any problems or questions.

There is a widespread belief that care during pregnancy improves the health of
the mother and infant. In this context, prior researches regarding the association with
antenatal care visits and safety outcomes are reviewed. Hence, the following section
describes the relationship of sociodemographic characteristics, media exposure,
knowledge and use of family planning and availability and accessibility to health

services on antenatal care visits.

2.1.2 Demographic Characteristics of Women

The use of antenatal care services is highly influenced by the antenatal care-
seeking behavior of women, which is influenced by individual client characteristics as
well as demographic factors (Rahman et al 1997). Magadi et al (2000) also identified
the significant association between demographic factors and frequency of antenatal
care Visits.

There is some debate about women’s age and age at marriage and service
utilization. Elo (1992) argued that older women are more likely to be antenatal care
service user than their counterparts. Moreover, Bhatia and Cleland (1995) found that
young mothers are significantly less likely than older mothers to receive routine care
during pregnancy. This result is consistent with the findings that poor attendees were
younger than good attendees (Blondel and Marshall, 1998). Similarly, McCaw-Binns
et al (1995) found that younger were most likely to not attend or attend late and were

unlikely to present early. Interestingly, Obermeyer and Potter (1991) illustrated that
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the age, age at marriage and the type of family structure were not significant
predictors of utilization of prenatal care. In addition, in a study of utilization of health
care in an African urban area, Develay et al (1996) identified that age and sex did not
differ significantly between two zones.

In contrast to the above findings Niroula (1994) indicated that, age has a
negative relationship with the utilization of modern health care. Similarly, Rahman et
al (1997) found that the young women were more likely to seek antenatal care than
older one. In a pattern study of prenatal care utilization in the United States, Kogan et
al (1998) found that the young were more likely to begin care later than adults, but
similar proportions of young had intensive utilization. This indicates that the
frequency of antenatal care varied according to age of mother and an increase in the
age of mother reduce the probability of using prenatal care. Moreover, commonly
used risk factors in maternity care include women’s age and age at marriage. After
controlling for parity Koenig et al (1988) found little evidence that younger maternal
age is associated with higher mortality risk. This finding also indicates that maternal
age is the important factors in the study of maternal health.

Rahman et al (1997) pointed out that antenatal visit is positively associated
with parity. Authors argued that women with higher parity understand that they are at
higher risk of pregnancy-related complications, and more likely to receive antenatal
care visits, However, in a comparative study between Morocco and Tunisia,
Obermeyer (1993) revealed that early age at marriage and higher parity 1s negatively
correlated with prenatal care. Furthermore, many authors have illustrated that the
number of children in the household has significant and negative effect on prenatal

care (Obermeyer and Potter, 1991; Blondel and Marshall, 1998). In addition, woman
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having large family size has fewer antenatal visits on average (Niroula, 1994; Magadi
et al., 2000) also may indicate that the low number of parity increase the probability
of visiting adequate antenatal care service.

Celik and Hotchkiss (2000) compared the women who have first phild to the
women having two or more previous pregnancies. Not surprisingly, they found that
women who were pregnant with their first child were more likely to use prenatal care
than women who have had two or more previous pregnancies after controlling others
variables in the model. Similar result was suggested by Jirojwong et al (1999) that the
number of pregnancies is the important determinant of ANC clinic attendance.

On the analysis of health seeking behavior during pregnancy and childbirth, Bloom et
al (2001) identified that certain dimensions of autonomy had a strong effect on
utilization of maternal health care and suggested that women become more
autonomous as they aged. However, Ramakrishna et al (2000) concluded that
research on the effect of age on utilization of maternal health services has been
inconclusive, age and parity, although inter linked, are clearly important factors in

service intake.

2.1.3 Socioeconomic Characteristics
Many authors pointed out that socioeconomic factors influence on antenatal
care visits (Rahman et al, 1997; Mondal 1997). Ina study of under users of antenatal
care, McCaw-Binns et al (1995) also found the association between socioeconomic
factors and antenatal care visits.
Surprisingly, Magadi et al (2000) found no evidence of association between

maternal education and use of maternity service after controlling other variables.
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Authors found bivariate relationship between maternal education and maternity care.
Interestingly, the relation was disappeared in the multivariate analysis. It might be
due to the multivariate nature of analysis, because ranges of factors were included in
the model. However, many studies found that female education had a crucial role and
had a positive and significant impact on antenatal care visits (Obermeyer and Potter,
1991; Obermeyer, 1993; Baker et al., 1993; Mondal, 1997; Shiffman, 2000; Mishra,
2002: Shariff and Singh, 2000; Ramakrishna et al., 2000; Bhatia and Cleland, 1995).
A study of a hill village in Nepal, Niroula (1994) also found that women who had
attended ‘'school for a few years used modern health facilities more than illiterate
women. Likewise, strong effect of education on utilization of prenatal care service
was seen in Peru even after controlling for other determinants (Elo, 1992).

In a study of maternal health care utilization in Turkey, Celik and Hotchkiss
(2000) pointed out the educational attainment of the women has a positive and
statistically significant impact on the use of prenatal care. Their result showed both
women with one to five years of schooling and women with six or more years of
schooling were substantially more likely to use prenatal care than women without any
schooling. However, the effects of education may not be constant across all levels of
education. For example, in a study in Thailand, Raghupathy (1996) revealed that
among the three schooling categories- primary, secondary and higher education-
secondary education was found the most likely predictor of utilization of antenatal
care.

Many researchers explained the relationship between client and provider in
order to find its effect on health service utilization. El-Gilany and Aref (2000) found

that the registration of antenatal care at the local health center was found higher in
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rural than urban areas. They argued that in the small settled rural communities, there
might be a more intimate relationship between women and health teams in the health
center. Contrary to the above finding, in a study of utilization of antenatal care,
Mondal (1997) found that the place of residence did not emerge as a significant factor
in explaining the difference in service utilization after controlling all the variables.
This result is consistent with the findings of Celik and Hotchkiss (2000) that urban/
rural living status of women did not emerge as statistically significant role on prenatal
care service utilization after controlling other variables.

However, in the comparative study of Morocco and Tunisia, Obermeyer
(1993) identified that urban residence was positively associated with the use of
maternal health care services. The residence was the strongest predictor of the
antenatal care in Morocco. Similarly, a study carried out in Jordan, Obermeyer and
Potter (1991), found that mother’s place of residence has significant effect on prenatal
care.

Bhatia and Cleland (1995) also revealed urban rural differential in the health
service utilization and argued that urban rural residence is also an indicator of
geographical proximity to services. In a study in Kenya, Magadi et al (2000) found
the association between place of residence and frequency of antenatal care visits.
They also argued that rural urban residence could also act as a proxy for access to
health service, since many developing countries have dis‘proportionate numbers of
health service in favor of urban communities.

Shiffman (2000) suggested that high standard of living and high level of
national wealth is not a necessary condition for maternal mortality reduction.

Likewise, Shariff and Singh (2000) revealed that income was not a significant
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determinant of the antenatal care service utilization. Interestingly, in many
developing countries, women are reluctant to seek antenatal care services from the
health centers, even they are provided free of charge (Sesia, 1996; Rahman et al
1997).

However, in a study of African Urban area, Develay et al (1996) found
significant association between socioeconomic class and health seeking behaviors.
Similarly, in a study of maternal health care in Thailand, Raghupathy (1996) found
the positive impact of income on health service use. Celik and Hotchkiss (2000)
identified the similar result that household wealth was associated with prenatal care
use. From the above findings it is very clear that economic status of women is
important for the frequency of antenatal care visits.

The socioeconomic status is difficult to measure, some elements of
socioeconomic disadvantage that are thought to be associated with pregnancy
outcomes are maternal education and maternal age. Unequal opportunities in
education and employment also affect the economic status.

However, the economic status of women can be measured indirectly by the
composite index of household possession and amenities as a proxy. For example,
Mondal (1997) used the standard of living index as a proxy for economic status and
found that utilization of antenatal care service differed significantly with respect to the
women’s standard of living. This finding is consistent with the finding that high
standard of living was a predictor of greater use of antenatal care. Similarly, Magadi
et al (2000) used household amenities and possession to measure the socioeconomic

status and found influencing frequency of antenatal visits.
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2.1.4 Media Exposure

Women’s knowledge about the health care facilities is also important factor in
utilizing the health services. Matsumura and Ghubhaju (2001) argued that, one of the
major contributing factors in the low utilization of health service is lack of awareness
among people of the availability and importance of maternal health care. Media
represents a powerful communication tool for raising awareness among the people. A
comparative study in Morocco and Tunisia, Obermeyer (1993) found that exposure to
the media was positively correlated with the use of antenatal care services. The study
compared between Morocco and Tunisia and revealed that exposure to the television
was strongly associated with prenatal care in Tunisia whereas in morocco it was
slightly weakly correlated. Mondal (1997); Bhatia and Cleland (1995) also revealed
that women who are exposed to mass media tended to utilize antenatal care service.

Similarly, on a study in the Philippines, Becker et al (1993) also indicated that
possession of radio or TV was associated with adequate prenatal care, and suggested
that listening to the radio and watching TV might be the proxy measure of access to
information on health. Nevertheless, women’s exposures to information through the
radio television significantly increase the utilization rates for all services including
antenatal care. A study of Maternal health care utilization in India, Shariff and Singh
(2000) found that the radio listening and TV watching has significant effects on
maternal health service utilization even after controlling for the education of the
women and her spouse. In addition, Jato et al (1999) illustrated that the women
exposed to media sources are more modern contraceptive users. From this result it is
clear that media exposure women are more concerned about the reproductive health

issues including antenatal care.
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Radio is a powerful mass medium, which has proven effective in
disseminating consistent messages nationwide. Moreover, radio is not only physically
accessible, is also inexpensive medium and effective in stimulating listener’s
imagination. It can be mentioned here that access to the media is universal in Nepal,
therefore, appeal to listeners in different clusters and different living conditions
(NHEICC/MOH-JHU/PCS Nepal-USAID, 2000). Thus, the program title as “Cut
your coat according to your cloth” (Ghaanti Heri Haad Nilaun) on reproductive

health. is believed to encourage pregnant women to have antenatal visits.

2.1.5 Knowledge and Use of Family Planning

The Koenig et al (1988) findings raised important question about the potential
for family planning programs to reduce maternal mortality levels. However, it is very
clear that family planning is an integral part of maternal health. In a study in
Karnataka, family planning knowledge differentials were found among ANC
acceptors and non-acceptors. Mishra et al (1998) illustrated that, women who had
utilized ANC were almost three times as knowledgeable with respect to family
planning as those who had not. In this study authors found the strict association
between the acceptance of antenatal care and a wider knowledge of contraceptive
methods. This suggests that knowledge of family planning is the proximity about the
knowledge about antenatal care service utilization.

A study of Maternal Health in Mali, Clemmons and Coulibaly (1999)
identified that women and men were not well aware of the risks and dangers
associated with pregnancy and childbirth, however they were worried about the

outcomes. Moreover, an adequate knowledge of health care seeking behavior of
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women during the entire reproductive process can facilitate the management of
maternal health service (Bhatia and Cleland, 1995).

The early initiation of antenatal care is important to identify and manage
women with medical complications. Early care also allows for the development of
interpersonal relationship between health care providers and the pregnant women so
that her particular needs and wants are known and expressed. Optimally, antenatal
care is initiated during the first trimester of pregnancy. Some pregnancy-related
problems, if not diagnosed and treated early, may endanger the mother and fetus. Ina
study of rural Karnataka, Bhatia and Cleland (1995) found that women feel it is good
to be checked early in pregnancy, as the doctor can thus predict that the rest of
pregnancy and delivery will be problem free. Ramakrishna et al (1999) also indicated
that the antenatal period has obvious importance in determining the course of future
events. Moreover, McCaw-Binns et al (1995) pointed out that previous contraceptive
users attended early care in a study of under-users of antenatal care.

Potter et al (1987) shown the relations between use of MCH service and
contraceptive acceptance and postulated that

In any setting, when and where a mother seeks prenatal care, or whom she
choose as her birth attendant are themselves decisions that may depend on
the women's education and family income, on her attitudes and
preferences, and on her previous reproductive experience and current
health status. These are all variables that might also be causally
associated with decisions regarding if and when to adopt a modern method
of confraception.

Philips et al (1984) found contradictory results that some MCH interventions
increased contraceptive prevalence, some decreased and others had no effect. But the

authors agreed that this result must be interpreted with caution because the data may
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not be able to measure this effect. However, merging family planning and health
service components is a widely accepted strategy for improving family-planning
effectivenéss. Moreover, in a study of maternal health in Mali, Togo and Nigeria,
Kunzel et al (1996) conclude that the improvement of maternal health in the
developing world can only be achieved if family planning, prenatal care goes in
parallel with a sound organization implemented and supported by the government.

It is also interesting to note that planned births are found associated with
greater use of prenatal care than unplanned ones (Raghupathy, 1996). On the other
hand, it can be argued that ever use of modern contraceptive methods could be the
proxy of wanted pregnancies. McCarthy and Maine (1992) also mentioned that the
use of family planning could be used to measure the health care behavior / use of
health services. Moreover, Magadi et al (2000) revealed that some association exists
between frequent use of antenatal care service and ever uses of modern family
planning methods. Furthermore, authors argued that those who have never used
family planning methods tend to be those with more traditional health beliefs and are

less likely to seek appropriate maternity service.
2.1.6 Access to Health Service

Access to health service is an important factor influencing their health status.
However, women'’s health also suffers from the factors that constrain their access to
health service. As in the case of all resources, access to health service is a function
both of the resources at the overall disposal of a society or community, as well as its
distribution across social groups and individuals.

A study of maternal and child health service in Metro Cebu, the Philippines

Backer et al (1993) found that the physical access to care, travel time to health
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facilities were less important. However, programmatic factors like availability and
accessibility affect antenatal care seeking and therefore pregnancy outcomes (Rahman
et al, 1997).

A study of women in Rural Karnataka, Ramakrishna et al (2000) pointed out
that access to health services is the key element of effective maternal health care, and
the women should be able to receive appropriate care during her pregnancy. El-
Gilany and Aref (2000) also revealed that living away from the local health center
was less likely to have pregnancy check-ups. Matsumura and Gubhaju (2001) also
indicated that, some reasons for the low utilization of antenatal care service have
resulted in unavailability and in accessibility of service.

The findings of the “Prevention of Maternal Mortality Network™ (1992) in
rural communities of West Africa also showed that accessibility factors impeded
peoples on utilization of the medical system. In a study of socioeconomic factors
associated with maternal health, Leoprapai et al., (1994) pointed out that reasons for
women seeking antenatal service from certain health service units were convenience
(distance and time). This also indicates that access to the health center is important
factor to the frequency of antenatal care visits.

Within a given social setting and a given availability of health services, an
individual’s access to services may be determined by factors such as distance,
availability, affordability, and the appropriateness and adequacy of services as
perceived by users. In many settings, the physical distance between services and
women is associated with service utilization (McCarthy and Maine, 1992). However,
accessibility is a much broader concept than physical distance. The physical distance

imposes another cost to the consumer, that is opportunity cost of time spent on
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obtaining these services and accessibility of health service in terms of location and
distance is very important in the use of reproductive health service (Shariff and Singh,
2000).

Traditional beliefs and cultural practice that are common to a community may
contribute to the variability in the use of health services. Women in some cultures
may not use antenatal care because they perceived that the modern health sector is
intended for a service only. Women sometimes may feel shy to discuss their
reproductive health problems with their husbands or senior members of the
household, and postpone care seeking until it is too late (WHO, 2001).

However, the health status of women can not be improved unless women have
timely access to the health care facilities. For example, Magadi et al (2000) revealed
that the frequency of antenatal care is also influenced by the accessibility of antenatal
care service. This study showed that an increase in distance or time to the nearest
health facility is associated with fewer antenatal care visits. Obermeyer (1993) take
the use of modern methods of contraceptives as a proxy of access to health service
and found that the use of modern contraceptives was associated with a higher
likelihood of using antenatal care service. Author further suggested that modern
contraceptive methods usually have to be dispensed by modern practitioners, their use

can be taken as indicator of access to the health service.

2.2 Conceptual Framework

Some studies imply that economic status of women is not the important factor
to attend the antenatal care visits. However, many of the past and foregoing
researches have demonstrated that economic status of women is associated with

utilization of antenatal care service. Therefore, household amenities and possessions
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are used as a proxy to measure the economic status of women. There is debate about
women’s age and age at marriage and utilization of antenatal care service. Therefore,
the relationship of age and age at marriage are considered as important factors
regarding to utilization of antenatal care service.

Regarding utilization of antenatal care services various explanations are given
by many authors. However, the explanations are not conclusive and vary on different
societal contexts. Moreover, several studies did not differentiate antenatal care visits
in terms of scaling. Therefore this study will highlight on the factors associated with
‘some” and ‘adequate’ antenatal care visits.

Thus, demographic characteristics, socioeconomic characteristics, media
exposure, knowledge and use of modern contraceptive method are hypothesized that
these factors have influence on antenatal care visits. Furthermore, access to health
service is also hypothesized that this affects the adequate use of antenatal care visits.
The use of modern contraceptive methods is used as a proxy to measure the
accessibility to the health services.

The following conceptual framework is constructed on the basis of prior and
ongoing literatures reviewed in the context of Nepal as well as in other developing
countries. The conceptual framework that underpins the study is presented in figure 1.
The framework illustrates how a set of independent variable (demographic
characteristics, socioeconomic characteristics, media expoéures_, and knowledge and
use of modern contraceptive) may influence the ‘some’ and ‘adequate’ use of

antenatal care visits.
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Conceptual Framework

Independent Variables

Demographic characteristics

o Age of mother

e Age at first marriage

o Parity

Dependent Variable

Socioeconomic Characteristics
e FEducation

e Place of residence

e Economic status

Media Exposure

¢ Radio
¢ Reproductive health radio program
¢ TV

Contraception
¢ Knowledge on family planning

¢ Use of modern contraceptive method

Antenatal care visit

¢ Adequate visit
¢ Some visit
¢ Never visit

Figure 1; Conceptual framework showing the relationship between independent and

dependent variables.
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2.3

Hypotheses

On the basis of literature review and conceptual framework the following

hypotheses will be tested for assessing the factors associated with utilization antenatal

care service in Nepal.

1.

L2

Women with higher level of education are more likely to attend antenatal care
visits than their uneducated counterparts.

Younger women are more likely to attend antenatal visit than their older
counterparts.

Women with more parity are less likely to attend antenatal care visit than their
counterparts with low parity.

Better off women are more likely to attend antenatal care visits than their poor
counterparts.

Women who hiave media exposure are more likely to attend antenatal visit
than those who do not have any media exposures.

Women who have access to the health service are more likely to attend the

frequency of ANC wvisit.
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CHAPTER III

METHODOLOGY

3.1  Source of Data

This study utilized the data from the survey of ‘Between Census Household
Information Monitoring and Evaluation System (BCHIMES) 2000’. It was conducted by
Central Bureau of Statistics (CBS) in collaboration with UNICEF country office Nepal.
Fieldwork of the survey started on 7 March 2000 and ended on 30 May 2000 (about two
months). Two types of questionnaires were used in the study: the household
questionnaire and individual questionnaire. ~ Household questionnaire contained
information on education, drinking water source and sanitation, information on household
characteristics and the use of iodized salt. Similarly, individual questionnaire contained
demographic information related to respondents such as family planning, Qtilization of
antenatal care Service, delivery services, postnatal care service, STDs/HIV/AIDS, child

health, breast feeding, vitamin A and immunization (CBS, 2001b).

3.2  Sample Design and Coverage

BCHIMES sample was drawn to provide national as well as sub-regional
estimates, the sample was nationally represéntative and covered 69 districts out of a total
of 75. The sample wards (lowest political / administrative unit in Nepal) were spread
over all the ecological belts and development regions. Therefore domains were fixed

prior the drawing of the sample. In order to prepare sample design 13 domains were



Fac. Of Grad. Studies, Mahidol Univ. M.A. (Pop & Repro. H. Res. / 25

fixed. The sample size for each domain was 800 households. In each domain, the
sample for urban and rural areas was allocated proportionately so that the sample within a
domain was self-weighting (CBS, 2001b).

The sampling frame for the survey was the list of wards with corresponding
number of households from the 1991 population census. Required number of wards from
each domain was selected by “Probability Proportional to Size” systematic method
from the list of wards. From the household sample, 9983 eligible women (currently
married and aged 15-49) were identified and 9,424 of them were successfully interviewed
(CBS, 2001b).

The sample used for this thesis consists of currently married women of
reproductive ages, who delivered at least one baby during the last five years prior to the
survey. In this study the last pregnancy is taken into account and includes 5257 women.
Since the sample drawn was a nationally representative sample, results from the study

can be inferred to the national situation regarding the antenatal care issues in Nepal.

3.3  Operationalization of Variables

To examine factors associated with the utilization of antenatal care services, this
study will examine independent variables, which include demographic and
socioeconomic characteristics of the women, media exposure and knowledge and use of
modern contraception with the dependent variable, frequency of antenatal care visits.

The detail of the variable operationalization is given below.
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3.3.1 Dependent Variable

Antenatal care visits:

This variable is used to measure the use or non-use of antenatal care services
during pregnancies. The number of antenatal care services visit during pregnancy
(number of visit) is categorized into three type of visit as ‘some visit’ (one to three visit)
‘adequate visit” (4 and onwards) and ‘never visit’. The purpose of this variable is to
measure the number of antenatal visits during pregnancy and coded 1 for ‘adequate’, 2
for ‘some’ and 3 for ‘none’. The variable is categorized on the basis of recommended

number of antenatal visits by Safe Motherhood Program in Nepal.

Table 3.1 Operationalization of Dependent variable
Variable Name Description Measurement Scale
Number of antenatal Frequency of antenatal care ~ Nominal
. visits by women during 1=Adequate visits (4 and more)
care visit V.
pregnancy. 2=Some visits (1-3)

3=Never visit

3.3.2 Independent Variables

Demographic characteristics

Age of mother:
The age stands for respondents’ age in completed years at the time of survey. The
age of the mother is categorized as 5-years cohort and expected to study the behavior of

women in different age cohort.
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Age at marriage:

Age at marriage stands for the respondent’s age at first marriage. Early marriage
is very common in Nepal. Thus, this variable is categorized as 14 or less to refer as early
marriage (before puberty), 18 or more to refer marriage took place at legal age at
marriage and other category will be 15 to 17. For the purpose of multivariate analysis

this variable is categorized as less than 18 and 18 or more.

Parity:

This variable indicate the total number of son and daughter delivered by a women
which includes both live births and still births and used to measure the effect of parity on
utilization of antenatal care visits. Two or less birth refers to low parity and coded as 1

and three or more refers to high parity and coded as 0.

Socioeconomic characteristics

Education:
The education variable measures the level of education that a woman has had.

The variable is taken ordinal and is categorized as no education, less than primary and

secondary and above.

Residence:

Residence means place of residence and categorized as urban and rural. Urban
represents the municipal area whereas rural represents village development committees.
This variable is dichotomous and is coded 1 for urban and 0 for rural. The purpose of

this variable is to measure geographical proximity and its impact on antenatal care visits.
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Economic status

The index of household amenities and possessions is used to measure the
socioeconomic status of women. Household having more than two facilities (Radio, TV,
Gas/Kerosene/smokeless oven, and electricity) is considered ‘high’ economic status.
Similarly, having at least one facility is considered “middle’ and not having any facilities

is considered as ‘low’ economic status.

Media exposure

Listening Radio:

This variable is used to examine the relationship of media and its effectiveness on
antenatal care visit. This variable is categorized as non-listening in a day and one or
more times listening in a day. The variable is dichotomous, and coded 0 for not listening

and 1 for ‘one and more’ times listening to the radio in a day.

Radio Program (cut your coat according to your cloth)

This is the reproductive health radio program includes the programs to
encouraged the women for antenatal care visit during pregnancy. This variable is used to
measure the effectiveness of reproductive health radio program (Ghati Heri Had Nilun)
on antenatal care visit. The variable is coded 0 for non-listening to this program and 1 for

listening to this program.
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Television:

This variable is used to measure the effectiveness of visual media on utilization of
antenatal care services. The variable is categorized as non-watching television in a week
and one and more times watching television in a week and therefore is dichotomous. The
variable is coded 0 for non-watching in a week and 1 for one and more watching in a

week.

Contraception

Knowledge on family planning:

This variable is used as a proxy to measure the knowledge about family planning
and its relationship on utilization of antenatal care service. This variable is used as

dichotomous and coded 1 for Yes (knowledge) and zero for No (No knowledge).

Ever use of modern contraceptive methods:

This variable is used as a proxy to measure the health seeking behaviors / Use of
Health Service, access to the health service and its relationship on antenatal care service
utilization. The ever used of modern contraceptive method is coded 1 and non-use is

coded 0.
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3.4  Method of Data Analysis
A bivariate analysis is done to show the relationship between the dependent and
the explanatory variables. Similarly, multivariate analysis is performed to examine the
effect of independent variables (demographic characteristics, socioeconomic
characteristics, media exposure, knowledge and use of modern contraceptive methods) on
utilization of antenatal care services utilization. The multinomial logistic regression
model is usea to examine the effect of each independent variable on antenatal care visits
by relating with all the independent variables using Statistical Package for Social Science
(SPSS).
Moreover, it is expected to predict the probability of adequate antenatal care »visit
relating with some variables. The multiple logistic regression equation is given by,
Logit ()= o+ BiXi+ BaXot BaXat ..o +BXk .. 3.1
Where, o = constant
Bi=regression coefficient of X; variables, where, =1............... k
X; = i variables, i=1....................... k
Thus from the estimated log odds equation (3.1) Us and Ua, for being some and
adequate antenatal care visits, the estimated conditional probabilities are given by
Prob. (some visit)=e”* /1+ P (3.2)
Prob. (adequate visit)=e” /1+ e +e™ ] (3.3)

Prob. (never visit)=1/1+e”+e™
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Operationalization of Independent Variables

Variable Name Description Measurement Scale
Age Age of mothers in completed | Ordinal
1=15-19
years by the five years cohort | 2=20-24
3=25-29
4=30-34
5=35 and over
Age at marriage Mothers age at first marriage Ordinal
1=14 and Less
2=15t0 17
3=18 and over
Parity Number of parity given birth Ordinal
O=one to two
1=3 and more
Education Mothers highest level of Ordinal
education completed 1=no education
2=primary
3=Secondary and above
Residence Place of residence Nominal
Urban/Rural 0=Rural
1=Urban
Economic status Household having none, at Ordinal
(TV, Radio, Electricity, | least one and two or more 0=Low
smokeless oven) facilities. 1=Medium
2=High
Radio Number of times women Nominal
listens to the radio in a day 0=None
1= One and more
Television Number of times woman Nominal
watches TV in a week 0=None
1=0ne and more
Reproductive health Listening to the reproductive Nominal
Radio program health (Ghaati heri Haad 0=No
Nilun) radio program 1=Yes
Knowledge on Family Awareness about contraceptive | Nominal
planning methods (Know or Not) 0=No
1=Yes
Ever use of Modern | Ever used a modern Nominal
Contraceptive methods | contraceptive method 0=No

1=Yes




Bharat Raj Sharma Methodology / 32

3.5 Limitations of the Study

The study has some limitations, which need to be considered carefully in using
and interpreting the result. The study is based on secondary data constrained by
framework of the previously resolved sample size and questionnaires. Obviously there
are many factors influencing the frequency of antenatal care visits but this study has
focused some selected factors entirely depending on the information available in the
above mentioned data set.

Moreover, the study was limited to an assessment of antenatal care visit patterns
for women. So, the study was not an assessment of the quality of care and timing of
antenatal care visits. It did not attempt to assess the relationship between the frequency
of antenatal care and outcome of pregnancy but rather study focuses on factors affecting
the frequency of antenatgl care visits only.

Besides some proxy variables are used to measure some factors, which were
important in the model like economic status of women and access to the health center.
The household facilities and possession are used to measure the economic status and use
of modern contraceptive is used to measure the accessibility of health center in the

model.



Fac. Of Grad. Studies, Mahidol Univ. M.A. (Pop & Repro. H. Res. /33

CHAPTER IV

QG
N
RESEARCH FINDINGS 10 oy
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4.1  Introduction

As discussed in chapter two the use of antenatal care visit may be influenced
by demographic and socioeconomic characteristics of women. In addition, some
authors have argued that media exposure, knowledge on family planning and modern
use of contraceptive, as proxy for accessibility, which can effect the attendance of
antenatal care visits. It is therefore important to understand the way in which these
characteristics relates with antenatal care visits in Nepal. This chapter describes
women’s demographic characteristics (e.g. age of women, age at first marriage,
number of parity); socioeconomic characteristics (e.g. education, place of residence
and economic status); media exposure (e.g. listening to radio, listening to
reproductive health radio programs, watching television), contraception (e.g.
knowledge about family planning and use of modern method of contraception) and

frequency of antenatal care visits.

4.2  Antenatal Care Visits in Nepal
Table 4.1 shows that 61 percent of women in Nepal never visit antenatal care
services and only 13 percent of women attended adequate antenatal care visits during

pregnancy.

13544 bs Q
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Table 4.1 Percentage Distribution of Antenatal Care Visits
Percent Number
Some visit (1-3) 26.2 1377
Adequate visit (4>) 13.3 701
Never visit 60.5 3179
Total 100 5257

4.3 General Characteristics of Women Studied

As Table 4.2 reveals the majority of women are in the young age groups (20-
24 and 25-29). The sample was selected using the probability proportional to size
method among the currently married women. The higher proportions of currently
married women were in the age between 20 to 29 years.

In Nepal, the median age at first marriage is 16 years and the range varies
from 10 to 33. About one in five women are married before age 15, it reflects Nepal’s
early marriage practice. Moreover, almost 96 percent of Nepalese women age 15-49
are married before age twenty. This result is similar with the Nepal’s DHS finding
that median age at marriage pegged at 16.6 years (DHS, 2001).

However, government has two-child norms, the median number of parity is 3
in Nepal and the number of parity varies from one to thirteen. About 48 percent of
women have two or less number of parity and 52 percent of women have three and
more number of parity (See Table 4.2).

The socioeconomic status of the Nepalese women seems backwards.
Research findings showing that education affects women’s status have been widely

recognized and discussed. Education influences access to knowledge and through this
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affords greater access to benefits and resources. However, a vast majority of women
(about 76 percent) are uneducated. It reflects the situation of low female literacy in
Nepal. In Nepal, very low percentage (about 11 percent) of women are living in the
urban settings. Most of the rural women are uneducated and poor in comparison to
urban women. Nepal is one of the poorest countries in the world (per capita income:
US$ 220; ESCAP, 2002). On the basis of household facilities and possessions, nearly
half of the women (44 percent) have low economic status and only 19 percent have
high. This suggests that the percentage of poorest of the poor is also high in Nepal
(See Table 4.2).

Radio and television are the most informative and communicative sources of
media and the coverage of radio is hundred percent in Nepal. However, only 41
percent of women are listening to the radio at least once in a day. Moreover, only one
in four women (26 percent) are listening to the reproductive health radio program
(Ghaanti Heri Haad Nilnu). Furthermore, vast majority of women (about 85 percent)
do not watch TV even at least once in a week.

In the case of contraception, 58 percent of women have knowledge about
family planning, indicating that at present two in five women has no knowledge about
reproductive health issues. Moreover, nearly one-fourth (23 percent) of women are
found ever user of modern contraception. This suggests that health facilities are not

accessible for the majority of women.



Bharat Raj Sharma Research findings /36

Table 4.2:  Percentage Distribution of Background Characteristics

Characteristics Percentage
Demographic
Age of mother
15-19 6.4
20-24 29.6
25-29 29.7
30-34 16.8
35 and over 17.6
Total (N=5257) 100
Mean =27.56
Age at marriage
Less that 15 19.4
15-17 45.0
18 and over 35.7
Total (N=5241) 100
Median =16
Number of parity
One to two - 48.0
Three and more 52.0
Total (N=5256) 100
Median =3
Socioeconomic
Education
No education 75.5
Primary 9.2
Secondary and above 153
Total (N=5217) 100
Residence
Rural 89.5
Urban 10.5
Total (N=5257) 100
Economic status
Low 43 8
Medium 37.6
High 18.6

Total (N=5246) 100
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Table 4.2 (Continued.): Percentage Distribution of Background Characteristics

Characteristics Percentage
Media Exposure
Listening to the radio
Non 594
One and more 40.6
Total (N=5230) 100

Listening to the reproductive
health radio program

Yes 26.4

No 73.6
Total (N=5246) 100
TV watching

Non 84.5

One and more 15.5
Total (N=5170) 100

Contraception

Knowledge on family planning

No 421

Yes 57.9
Total (N=5257) 100
Use of modern contraceptive methods

No 76.9

Yes 23.1

Total (N=5244) 100




Bharat Raj Sharma Research findings /38

4.4 Relationship between General Characteristics and Antenatal Care Visits

This section examine the relationship between background characteristics and
antenatal care visits relating to demographic, socioeconomic characteristics, media
exposure and contraception. For the purpose of this study, antenatal care visit is
categorized into three groups; some visits; adequate visits; and never visit. Since the
study focuses on the use of antenatal care visits, the analysis will be comparing some
visits and adequate visits because it will be more useful for the health planner in
encouraging women to attend antenatal care visits. Nevertheless, the never visit will
be included in the analysis.

The relationship between background characteristics and antenatal care service
visit is examined by using Chi-square test and the relationship is established at the

0.001 and 0.01 and 0.05 significance level.

4.4.1 Relationship between Demographic Characteristics and Antenatal Care
Visits

As discussed in section 2.1.2 many studies suggest that woman’s age, age at
first marriage and parity have influence on the attendance of antenatal care visits
(Rahman et al., 1997, Magadi et al., 2000). This section describes the association
between demographic characteristics and antenatal care visits and begins with the age
of mothers.

4.4.1.1 Age of mother

Table 4.3 shows that the proportions of women who attend some visit dropped
from 34 percent in young age group (15-19) to 16 percent in old age group (35 and
over). Similarly, there has been a marked decrease in adequate visit from 16 percent

for young age group to 5 percent in old age group (35 and over). Interestingly,
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younger women are significantly more likely to attend some and adequate antenatal
care visits than older women (p chi’ <0.001). It may be partly due to education, as
younger women are more educated than older women. The finding suggests that age

of mother influence attendance of antenatal care visits.

4.4.1.2 Age at first marriage

For some visits, the percentage of women who married at age less than 15 is
24 and at age 18 and over, the percentage is slightly increased to around 28. By
contrast, there has been a marked increase in adequate visit with increase in women’s
age at first marriage. The percentage of adequate visits is 7 percent for those women
who married at age less than 15 years whereas the percentage is around 20 for those
who married at age 18 years and.over. Women who marriage early are significantly
less likely to attend antenatal care visits than their late marriage counterparts (p chi*<

0.001). The findings conclude that there is a strong association between age at first

marriage and attendance of antenatal care visits.

4.4.1.3 Number of parity
The percentages of less parity women (two or less) who attend antenatal visits
are high for some visit and adequate visit in comparison to high parity women. For
women with more children, there has been a dramatic decrease to 22 percent from 31
percent for some visits and 8 percent from 20 percent for adequate visit respectively
(See Table 4.3). This result concludes that women with high parity are significantly

less likely to attend antenatal care visit than women with less parity, P chi® <0.001.
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Table 4.3: Percentage Distribution of Demographic Characteristics by
Antenatal Care Visits

Demographic characteristics Frequency of ANC Visit Total
Non Some Adequate
Age of mother* ‘
15-19 50.3 33.9 15.8 100(336)
20-24 51.6 313 17.1 100(1555)
25-29 58.1 26.9 15.1 100(1560)
30-34 65.5 23.6 11.0 100(883)
35 and over 78.5 16.2 53 100(924)
Age at marriage*
Less than 15 69.5 24.0 6.5 100(1015)
15to 17 63.5 255 10.9 100(2357)
18 and over 51.6 28.2 202 100(1869)
Number of Parity*
One to two 49.8 30.6 19.6 100(2524)
Three and more 70.4 221 7.5 100(2732)
* P<0.001

4.4.2 Relationship between Socioeconomic Characteristics and Antenatal

Care Visits
As discussed in section 2.1.3, many studies suggested that women’s education,
place of residence and economic status of women have an influence in the use of
- antenatal care visits (Rahman et al, 1997, Mondal 1997; McCaw-Binns, 1995). This
section will describe the association between socioeconomic characteristics of women

and antenatal care visits. It commences with the women’s education.

4.4.2.1 Women’s education
There is a considerable difference in the antenatal care visits according to
women’ educational levels. The percentage of some visits is increasing from 22

percent for uneducated women to 40 percent for secondary and high-educated women.
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By contrast, the percentage of adequate visit increases 6 times (from 7 percent
to 44 percent) from uneducated to highly educated women, see Table 4.4. The strong
association between women’s education and antenatal care visit has been shown is in

this study (p chi’*<0.001).

4.4.2.2 Women’s place of residence

In this study, considerable variation is observed on the attendance of antenatal
care visits according to place of residence. Only 10 percent of rural women attended
adequate antenatal visits whilst 44 percent of urban woman did. The result has shown
that the percentage of adequate visits made by urban women is four times higher than
that of rural women. The relationship between place of residence and antenatal care
visits clearly indicates that urban women are more likely to attend antenatal visit than

rural women (p chi® <0.001)

4.4.2.3 Women’s economic status

From Table 4.4, the percentages of both; some visits and adequate visits, are
increased with increasing economic status of women. The proportions of women who
attend some visits increased from 20 percent in low economic status to 36 percent in
high economic status. Similarly, there is a marked increased for adequate visits from
4 percent in low economic status to 42 percent in high economic status women. The
percentage increase is remarkable for adequate visits, which is 10 times higher for
better off (high economic status) women in comparison with poor (low economic
status) women. A strong association exists between economic status of women and

antenatal care visits (p chi’<0.001).
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Table 4.4:  Percentage Distribution of Socioeconomic Characteristics by
Antenatal Care Visits

Socioeconomic characteristics Frequency of ANC Visit Total
Non Some Adequate
Education*
No education 71.3 22.1 6.6 100(3939)
Primary 44.6 372 18.2 100(478)
Secondary and above 16.4 399 438 100(800)
Residence*
Rural 64.2 26.0 9.8 100(4707)
Urban 28.7 27.6 43.6 100(550)
Economic status*
Low LSS 204 4.4 100(2298)
Medium 62.2 283 9.5 100(1972)
High 22.1 35.7 422 100(975)
* P<0.001

4.4.3 Relationship between Media Exposures and Antenatal Care Visits

As discussed in section 2.1.4 many studies suggest that media exposure; radio
listening and watching television have influence on the attendance of antenatal care
visits (Obermeyer, 1993; Becker et al, 1993). This section describes the association
between media exposure and antenatal care visits and begins with listening to the

radio.

4.4.3.1 Listening to the radio

The proportion of women who attended antenatal care visits has increased
with listening to radio (see table 4.5). For some visit, the percentages of women
attending some visits increased from 21 in never listening to the radio to 34 in

listening to radio at least once in a day. Similarly there has been a marked increase
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from 8 percent in never listening to 22 percent in radio listening women. The
relationship between listening to the radio and antenatal care visits is found to be
statistically significant (p chi’<0.001), implying that there is an effect of listening to

the radio on antenatal care visits.

4.4.3.2 Listening to reproductive health radio programs

The effect of listening to reproductive health radio program (Ghanti Heeri
Haad Nilnu) on attendance of antenatal care visits was tested in this study. For
women who listened to the reproductive radio program there has been a dramatic
increase in attendance of antenatal care visits, 37 percent from 22 percent for some
visits and 25 percent from 9 percent for adequate visits (See Table 4.5). The
relationship between listening to the reproductive health radio program titled “Ghaati
Heri Haad Nilnu” and antenatal care visits is found to be statistically significant (p
chi’<0.001). This implies that listening to the reproductive health radio programs

influence on attendance of antenatal care visits.

4.4.3.3 Watching television

The percentage of attendance of antenatal care visit is remarkably increasing
for those women who are watching television as compared with those who never
watched for both some and adequate visits. For some visits, the percentage of those
women who are watching television is 35 whereas the percentage decreases to 25
percentage for those women who never watched television. Similarly, 45 percentage
of women, those who watched television at least once a week, attended adequate
antenatal care visit whereas this percentage is only 8 (nearly 6 times less) for those

who never watched television (See Table 4.5). The relationship between watching
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television and antenatal care visits is found to be significant (p< chi’ p<. 001). This
indicates that women watching television are more likely to attend antenatal care

visit than those who do not.

Table 4.5: Percentage Distribution of Media Exposure of Women by Antenatal
Care Visits

Media exposure Frequency of ANC Visit Total
Non Some Adequate

Listening to Radio*
Never 71.5 21.0 7.5 100(3107)
One and more 44.1 33.8 22.0 100(2123)
Listening to reproductive

health radio programs*

Yes 38.0 37.0 25.0 100(1388)
No 68.6 223 9.1 100(3859)
Watching Television*
Non 67.5 248 7.7 100(4366)
One and more 19.6 352 452 100(803)
* P<0.001

4.4.4 Relationship between Contraception and Antenatal Care Visits

Many authors demonstrated that knowledge on family planning and use of
modern contraceptive methods had influence on antenatal care visits (Magadi et al.,
2000). Similarly, authors pointed out that accessibility is an important factor on
antenatal care visits (Maine and McCarthy, 1992; Magadi et al., 2000). In this study,
use of modern contraceptives is used as a proxy to measure access to health center.
Thus, this section examines the relationship between knowledge of family planning

and access to health centers on antenatal care visits.
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4.4.4.1 Knowledge about family planning

The use of antenatal care visits varies according to knowledge of
contraception (See Table 4.6). Women who know about family planning, 20 percent
of them attend adequate antenatal care visits, whereas this percentage is only 4 for
those women who have no knowledge. Similarly, for some visits, the percentage is
also high (33 percent) for those who know about family planning in comparison with
those women who have no knowledge (17 percent). The study shows a strong
association between knowledge about family planning and antenatal care visits (p chi?

<0.001).

Table 4.6:  Percentage Distribution of Contraception Characteristics by
Antenatal Care Visits

Contraception characteristics Frequency of ANC Visit Total

Non Some Adequate

Knowledge on family planning*

No 791 167 42 100(2211)
Yes 469 331 20 100(3046)
Use of Modern Contraceptives Methods*
No 66.6 242 9.2 100(4035)
Yes 402 328 27.0 100(1209)
* P<0.001

4.4.4.2 Use of modern contraceptive methods

From Table 4.6 it is very clear that attendance of antenatal care visit varies
with the use of modern contraceptive methods. The percentage increases from 24
percent in modern contraceptive methods non-user to 33 percent in modern
contraceptive method user for some visits. For adequate visits, this percentage 18

dramatically increased from 9 percent for non-users of modern contraceptive methods
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to 27 percent for the users. The relationship between use of modern contraceptive
methods and antenatal care visits is found to be significant (p chi’<0.001). In this
study, the use of modern contraceptive methods is used as a proxy to measure access
to health center. Thus, the results indica’.te that antenatal care visits is associated with

access to health centers.

4.5  Multivariate Analysis

Since many of the individual background characteristics are interrelated to
frequency of antenatal care visits, thus the study examines the specific effects of each
independent variable on some and adequate categories of antenatal care visits. The
influence of each independent variable was examined by using multinomial logistic
regression. As mentioned earlier, frequency of antenatal visits was categorized as
some (1-3), adequate (4 onwards) and never visit. Nevertheless, never "visit 18
included as a reference category in the study.

The result of multinomial logistic regression is presented in Table 4.7 and the
logit equations are shown in equation [4.1] and [4.2] (See Appendix 2A).

However, regression coefficient, standard error and odds ratio are shown in

Table 4.7, which examine the effect of each independent variables on frequency of
antenatal care visits, odds ratio are used for the interpretation of the results. Predicted
probabilities are calculated only for selected variables, which are strongly significant

and most important predictors on the model.
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Table 4.7: Multinomial Logistic Regression Results: Factors Affecting ANC Visits

Variables Some Vs Never ’ Adequate Vs Never
B S. E. Exp(B) B S. E. Exp(B)
Demographic {
Age of women |
Age 15-19 0.887  0.194*** 2427 10.876 0.207%* 2.401
Age 20-24 0.602 0.136*** 1.826 0.549 0.222* 1.732
Age 25-29 0.491 0.120*** 1.634 0.591 0.203** 1.806
Age 30-34 0.412  0.129** 1.510 0.565 0.216** 1.760
Age 35 and over ® > = - - - -
Number of parity 2=< (2>®) 0.163 0.094 1.177 } 0.534 0.140***  1.705
|
Socioeconomic }
Education
No education ® 3 - a - 3 -
Primary education 0.427 0.119*** 1532 0.561 0.167** 1.753
Secondary and higher 1.131  0.126*** 3.099 1.797 0.151%**  6.031
Urban residence (Rural ®) 0.087 0.147 1.091 0.765 0.161*** 2148
Economic status
Low economic status ®
Medium economic status 0.057 0.092 1.059 | 0331 0.154* 1.393
High economic status 0.771  0.139%*** 2162 } 1.6 0.187*** 4,954
\
Media exposure
Listening Radio (Yes/No®) 0.027 0.100 1.028 | -0.161 0.139 852
Listening Ghaati Heri Haad 0.364  0.097*** 1.440 ; 0.352 0.128** 1.422
Nilnu (Yes/No®) \
Watching TV (Yes/No®) 0.448  0.138** 1.565 i 0.862 0.160*** 2368
Contraception \
Knowledge on family 0682  0.087*** 1978 | 0.769 0.148*** 2158
planning (Yes/No®) |
Use of modern contraception 0.203  0.095* 1.225 0.639 0.124*** 1895
(Yes/No®)
Intercept 2317 114%** -4.416 0.213%**

- 2 Log likelihood 3671.171%**

Degree of freedom 32

N ’ 5256.7580

*=P<, 05 #x=P<, 01 *#x= P<, 001 ®= Reference category
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Table 4.8: Multinomial Logistic Regression Results: Ranking Odds Ratios for

Adequate ANC Visits
Adequate Vs Never
Variables Odds Ratios

Secondary and above education 6.03 1 %**
High economic status 4.954%*x*
Age 15-19 2 401 **
Watching TV (Yes/No®) 7 368K **
Knowledge on family planning (Yes/No®) 2.158%**
Urban residence (Rural ®) 2.148%%%*
Use of modern contraception (Yes/No®) 1.895%**
Age 25-29 1 806%*
Age 30-34 1.760%*
Primary education 1.753**
Age 20-24 1.731*

One to two Number of parity (2>®) 1.705%**
Listening Ghati Heri Haad Nilnu (Yes/No®) 1.422%%*
Medium economic status 1.393%*
Marriage at age 18 and over (18<®) 1.362%*

*=P<. 05  **=P<, 01 ***=P< 001

Note: Reference and not significant categories are excluded from the table
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Table 4.9: Multinomial logistic Regression Results: Ranking Odds Ratios for

Some ANC Visits
Some Vs Never
Variables Odds Ratios

Secondary and above education 3.099%x*
Age 15-19 2 4Q7***
High economic status 2.162%%*
Knowledge on family planning (Yes/No®) 1.978**%*
Age 20-24 1.826%**
Age 25-29 1 634%%*
Watching TV (Yes/No®) 1 565%%
Primary education 1.532%**
Age 30-34 1 510%*
Listening Ghati Heri Haad Nilnu (Yes/No®) 1.440%**
Use of modern contraception (Yes/No®) 1.225%

*=P<, 05 *r=P<, 01 ***=P< 001

Note: Reference not significant categories are excluded from the table
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Secondary and higher educational level and high economic status of women
appears as the most important predictors of the attendance of adequate antenatal care
visits. A woman whose education level is secondary and high is 6 times more likely
to attend adequate antenatal care visits than uneducated women. Similarly, women
whose economic status is high are 4 times more likely to attend adequate antenatal
care visits than those who have low economic status.

The knowledge on family planning, watching television and urban residence
are also found important predictors of adequate antenatal care visits. Urban residence
women, women who watched television at least once a week and those women having
the knowledge on family planning are 2 times more likely to attend adequate antenatal
care visits.

Many studies have shown that exposure to the mass media is also important
for the antenatal care vi;its. For communication and information, radio and television
are the most popular and important media sources. However, in thé present study,
listening to the radio does not show any effect on antenatal care visits.

Nonetheless, listening to the reproductive health radio program (Cut your coat
according to your cloth) and watching television have positive and significant effects
on both (some and adequate) visits of antenatal care. If the women listen to the
reproductive health radio program the expected odds of attendance of some and
adequate antenatal visit increases by 44 and 28 percent respectively. This indicates
that listening to the reproductive health radio program is more effective for some
antenatal care visits than adequate antenatal care visits. Similarly, the expected odds

of some and adequate antenatal care visits increases by 56 and 60 percent respectively
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for women who watched television at least once a week in comparison to their non-
watching counterparts.

As discussed earlier in chapter two, knowledge about family planning was
found to be positive and strongly significant effect on antenatal care visits. The result
also confirms that women knowledgeable about family planning are more likely to
attend antenatal care visits. The expected odds of women’s some antenatal care visits
increases by 97 percent and expected odds of adequate visits increases by 115 percent
if the women have knowledge about family planning in comparison with women who
have no knowledge.

The use of modern contraceptive method has also positive and significant
effect on some and adequate antenatal visits. In this study, the use of modern
contraceptive methods was used as proxy to measure accessibility, since the women
with accesses to health services are more likely to attend antenatal care services. If
the heath services are accessed, the expected odds of some antenatal care visits
increases by 10 percent. It is interesting to note that for those women who have
access to the health service, the expected odds of attending adequate antenatal care
visit increases by 89 percent in comparison to those women who have no access to
health services.

Interestingly, age at first marriage has no significant effects on some antenatal
~ care visits. However, age at first marriage has shown the significant effects on the
attendance of adequate antenatal care visits. The expected odds of adequate antenatal
care visits increases by 36 percent for those women who get married at age 18 years

and over in comparison to women who get married before age 18.
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Not surprisingly, the number of parity has no significant effect on some
antenatal care visit in this study. However, the number of parity has negative and
significant effect on adequate attendance of antenatal care visits. The expected odds
of attending adequate antenatal care visit for those women having two and less
‘number of parity increases by 70 percent in comparison with those women having
three and more number of parity.

Table 4.7 further shows that younger women are more likely to visit antenatal
care, where as the likelihood of visiting some antenatal care is increased by 142
percent for the women aged 15-19 in comparison to women of age 35 and over.. The
percentage of likelihood of visiting adequate number of antenatal care for younger
women (aged 15-19) is 140 percent in comparison to women aged 35 and over.

The urban/ rural place of residence does not show significant effect for the
some antenatal care visits in this study. However, place of residence has strong and
significant effect on adequate antenatal care visits. The likelihood of adequate
antenatal care visit for urban residence women is increased by 114 percent in
comparison to rural residence women. From this result it is very clear that the place

of residence is important for the adequate attendance of antenatal care visits.

4.5.1 Predicted Probabilities for Frequency of Antenatal Care Visit (Some,
Adequate and Never) by Selected Variables

Educational level and the economic status of women are strongly significant
and most important predictor in this model. So the predicted probabilities of antenatal
care visits is calculated only for these two variables. Separate multinomial logistic

regression was run with two variables, education level and economic status, for
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antenatal care visits (See Table 3, Appendix 2B). The predicted probabilities are

shown in the Figure 4.1 and 4.2.

Low Eco. Med Eco High Eco.
Figure 4.1: Predicted Probability for Adequare ANc Visit by Education
& Economic Status of Women

Low Eco. Med. Eco. High Eco.

Figure 4.2 ;: Predicted Probability for Never ANC visit by
Education & Economic Status of Women

The probability of attending adequate antenatal care visits for uneducated and
low economic status women is 4 percent (e >7*/1+e 1" +e *97=0.0357). In contrast,
the probability of never attendance of antenatal care visit for low economic status

women with no education is 78 percent (1/1+e *#+e *"=0.7776). The probability
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—3.074+2.594 /1+ e A1.423+1.730+ e

of adequate antenatal care visits is about 21 percent (e
3:074+2.394 () 2075) if women have secondary and higher education and low economic
status.

Similarly, for uneducated women with high economic status, the probability of
adequate antenatal care visit is 26 percent (¢ ~ *7*76% /14 ¢ T1HB11INy  I0THEH
=0.26). Moreover, the probability of adequate antenatal care visit is 60 percent (e -
3OT42IES [, o 1ABITIONIN o IO _() 50569 for those women having
high economic status and secondary and higher education (see Figure 4.1 and 4.2).
From the results, it is very clear that both economic status and mother’s education are
important to increase the coverage of antenatal visits in Nepal. The probability of
some antenatal care visits is higher (e ~ “3*170 /14 ¢ AP0 o 30T — 456,

about 46 percent) for those women who have secondary and higher education and low

economic status.
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CHAPTER V

CONCLUSION AND RECOMENDATION

5.1  Introduction

This chapter traced the evolution of the policy of maternal and child health in
Nepal and found the need for further improvement of the program support from the
government. Despite the progress that has been made in improving maternal and
child health outcomes in recent decades, maternal and infant mortality rates remains
unacceptably wide.

In 1998, the National Safe Motherhood Plan (1994-1997) addressed maternal
mortality as one of the major public health problems among women of childbearing
age. Since, then government has given high priority to the Safe Motherhood program.
The objective of this policy is to initiate and promote policy and programmatic
research activities in improving maternal health services (MOH, 1998). In the light of
findings it can be concluded that more government support should be used to design
safe motherhood programs intervention. The factors that affect the use of antenatal
visit are not only many and complex, but they play different role in different situation.
Thus, the intervention should be more sensitive to different socioeconomic group and
to urban and rural context. It was focused that maternal education and economic
status of women are the most important factors to play the role behind antenatal care
seeking behavior of the women. Hence, taking steps to enhance the status of women

through education and economic empowerment in society will be more effective for
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adequate antenatal care visit. This can certainly contribute to reduce the existing rate
of maternal mortality. Moreover, the policy implication should focus on rural where

the attendance of antenatal care visits is unsatisfactory and very poor.

5.2 Discussion

Many factors may contribute to maternal and child health outcomes, however
precaution should be taken from the early detection of pregnancy. Therefore,
antenatal care visit is widely recognized as an important factor for the safety
outcomes.

In this study, an attempt has been made to examine the effects of demographic
and socioeconomic characteristics of women as well as effects of media exposure and
contraception factors on antenatal care visits. This study identified numbers of factors
that have influence on antenatal care visits. As mentioned earlier, mother’s education
is the best predictor and most important factor that influence antenatal care visits.
This finding is consistent with the many other previous research findings (Bhatia and
Cleland, 1995; Pebley et al., 1996; Ei-Gilany and Aref, 2000; Shiffman, 2000;
Mishra, 2002).

Not surprisingly, the maternal education determines health practices as well as
antenatal care visits. Moreover, educated women are more likely to realize the
benefits of using maternal health service (Matsumura and Gubhaju, 2000), therefore
they are more likely to visit antenatal care service than uneducated women. It is true

that education improves the position of women in the household and enhances their
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decision making power. Furthermore, maternal education is positively related with
many aspects of knowledge (Streatfield et al., 1990), which leads the antenatal are
visits. Education is also associated with knowledge and imitation of Western values,
and ability to manipulate circumstances according to need (Niroula, 1994).

Economic status of women is another strongest predictor in this model for the
adequate antenatal care visits. As a proxy, household amenities and possessions are
used to measure the economic status of women and found better off women are more
likely to attend antenatal care visit than their poor counterparts. The findings is
consistent with the findings of many authors that economic status of women has
significant effect on antenatal care visits (Obermeyer and Potter, 1991, Mondal, 1997,
Magadi et al., 2000).

Poor economic status adversely affects living condition, health practice and
antenatal care visits, because poverty is the world’s most ruthless killer and the
greatest cause of suffering on earth (WHO, 2001). A comfortable financial position
gives women feelings of independence, satisfaction and leads decision making power
to health seeking behavior. As the women don’t have economy power they don’t
have any influence on their families to make a decision in favor of her. It is
reasonable for the women with insufficient financial resources to perceive health care
as secondary requirement as their primary requirement is to maintain their family
(Wroblewska, 2002). Although, antenatal services are provided free of cost from the
government health centers, the clients are often required to spend money for

transportation and in many cases, for buying medicine. Thus, low economic status
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may be a barrier to attend the antenatal care visit even when services are accessible
and publicly provided.

In terms of demographic characteristics, however there is a debate in literature
about mothers’ age and antenatal care visits. The present research shows the negative
effect of maternal age on some and adequate antenatal care visits. This finding
clearly indicates that younger women are more likely to visit antenatal care than their
older counterparts in Nepal. This result is consistent with the findings of authors who
expressed that the young women are more likely to seek antenatal care than older one
(Rahman et al., 1997, Kogan et al.,, 1998). Antenatal care visit may also depend on
the enthusiasm or anxiety of the mother, which is greater among young women than
older (El-Gilany and Aref, 2000).

Many studies pointed out that early marriage and higher parity have negative
effect on the prenatal care visits (Obermeyer and Potter, 1991; Obermeyer, 1993). In
this study, age at first marriage and number of parity do not show any significant
effect for some visit however, age at marriage at age 18 and over and number of
parity two and less have significant effect on attendance of adequate antenatal care
visits. This result is consistent with the findings that poor attenders are of high parity
(Blondel and Marshall, 1998; Kupek, 2002) and also very close with the findings that
large family size has fewer antenatal visits on average (Niroula, 1994; Magadi et al
2000). One possible explanation of this resulf is that women pregnant with fewer
children are more cautious about their pregnancies and therefore, make adequate
antenatal visits. However, women who have had at least three pregnancies may tend

to believe that modern health care is not necessary due to their experiences and
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knowledge accumulated from previous pregnancies and births (Celik and Hotchkiss,
2000).

The age at first marriage affects the antenatal visits by different ways. If
women get married later, she gets the opportunities of higher education. On the other
hand education empowered the women, which leads decision making power on the
family and antenatal care visits.

The socioeconomic factor that was significantly associated with the frequency
of antenatal care visits also includes place of residence. This study identified that for
some visit of antenatal care, the residence of women was not significant, nevertheless,
for adequate attendance of antenatal care visits, place of residence has found to be
strongly significant. Women residing in the urban area are more likely to attend
adequate antenatal care visit than their rural counterparts. This result is consistent
with the findings that p;lace of residence has positive and significant effect on the
antenatal care visits (Bhatia and Cleland, 1995, Magadi et al., 2000). One of the
reasons behind this is that traditional believes customs and fears are much stronger in
the rural areas, which leads rural women for traditional modes of health seeking
behaviors. Nonetheless, there are some variations among urban women about
antenatal care visits. This variation may partly due to poor reputation of the health
centers. In Nepal, private nursing or maternity homes and hospitals are becoming
increasingly popular even among rural people, which are consider as expensive,
because of the poor reputation of the government hospitals. Poor quality of health care

provided to the women contributes women’s reluctant of seeking care (WHO, 2001).
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As discussed in chapter two rural or urban residences can also act as a proxy
for access to health services since disproportionate number of health facilities are
located in urban centers. In Nepal, 89 percent of urban population can reach the
health post in less than 30 minutes (Bastola, 1997). It suggests that the large urban
rural differential in the attendance of antenatal care visit may anticipate for reasons of
greater access to the health center. Moreover, the women in remote rural areas had
less demanding attitudes despite the high opportunity cost of their prenatal visit, could
be attributed to their low social class and low educational level as compared to
women from other areas (Kabakian-Khasholian, 2000).

Some studies revealed significant effect of listening to the radio in antenatal
care visits (Becker et al., 1993; Shariff and Singh, 2000). However, effect of listening
to the radio was not significant in this study for the both case; some and adequate
antenatal care visits. It may be due to the multivariate nature of analysis, because
ranges of variables are included in the model. The bivariate analysis showed an
association between listening to the radio and antenatal care visit but this association
disappeared when controlled to the others variables. However, listening to the
reproductive health radio program was found to be significant in both some and
adequate visits. This finding suggest that the health education program titled “Cut
your coat according to your cloth” contribute to raise the awareness of the women to
attend antenatal care visits.

Moreover, watching to the television was a better predictor for antenatal care
visit and its effects was highly significant in adequate antenatal care visit. This result

is consistent with the findings that exposure to the media was positively correlated
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with the attendance of antenatal care visits (Obermeyer, 1993; Publey, 1996). The
media exposure also can be the proxy to measure the access to the health information.
However, very few numbers of women have exposure with media in Nepal. This
suggests that health information and education activities are still inadequate and
insufficient and also are not access to the women. Thus it can be concluded that it is
necessary to raise awareness about benefit of antenatal care services through
information education and communication and make service more accessible.

The knowledge of family planning was found to be significant effect on some
as well as adequate antenatal care visits. From the result it is very clear that women
having knowledge about reproductive health issues are more likely to attend antenatal
care visit. In Nepal, women are reluctant to seek advice from male (about 90 percent
VHWs are males) on reproductive health issues (Acharya, 1997). This suggests that
low knowledge about reproductive health may be barriers to discuss about the sex
related matters. The family planning is an integral part of the maternal health. This
reinforces the inferences that knowledge about reproductive health leads to antenatal
care visits. From this result it is understandable that the integration of maternal health
service with family planning programs may led to better antenatal care visit in the
country.

The use of modern contraceptive method is found to be significant in this
study. There are so many strong supports for a causal interpx}etation of the association
between the contraceptive behaviors of mother and use of maternal health services
(Potter et al., 1997; Mishra et al., 1998; Magadi et al., 2000). Moreover, high rate of

unwanted pregnancy may takes place in the country, because of low use of modern
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contraceptive methods. It is interesting to note that planned births are found
associated with greater use of prenatal care than unplanned ones (Raghupathy, 1996).
It also can be argued that, modern medical care is a habit that is easily developed once
the services are available and perceived to be effective (Basu, 1990). The use of
modern contraceptive methods can also be the proxy to measure health care behavior
and use of health services (McCarthy and Maine, 1992), and may attribute by
accessibility and availability.

In this study, the importance of access to health service is demonstrated by the
significance of use of modern contraceptive methods. This is well known that access
to the health service increase the attendance of antenatal care visits (Backer et al,
1993; Pebley, 1996, Rahman et al, 1997; Maine and McCarthy, 1992; Magadi et al.,
2000) and this study confirms this. It is true that inaccessibility to health services
adds implicit price in the form of opportunity cost of time spent and transportation
cost which may barriers for antenatal care visits. The result indicates that coverage of
antenatal visit can not be increased unless women have access to the health care

facilities.

5.3 Conclusion

The study concludes that no single indicator or group of indicator can increase
the attendance of antenatal care visit. As expected women’s poor economic status,
low literacy rate, early marriage, too many pregnancies, media exposure,
inaccessibility to health center and low knowledge about the benefit and availability

of health service are contributing factors to the poor antenatal visit. However, it can
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be concluded that education and the economic status of the women play the dominant

role behind women’s antenatal care seeking behaviors.

5.4  Policy Implication and Recommendation
On the basis of the findings, some appropriate suggestions and policy implications

could be pointed out to increase the coverage of antenatal care visits. Before making

the recommendations resources of the country was taken into consideration.

1. Special attention and effort should be given to increase educational opportunities
for Nepalese women. It can act in a multidimensional way to improve antenatal
care visit. Truly, it is not easy to educate the married women in a conservative
society. Thus, in order to educate the married women awareness has to be created
in the community first.

2. The income-generaﬁng activities should be launched that gear up the economic
status of women, which is one of the contributing factors of antenatal visit.
Income generating activities have to be created by involving the entire

community.

(29

(%)

The IEC material on reproductive health program such as “ cut your coat
according to your cloth” should be promoted and it should be accessible to vast
majority of women. The IEC materials should be developed focusing all the
effective groups in the society rather than a beneficiary focussed approach. It is
not to be said that mass media is not using for media campaign, however, effective

use of radio and TV must be needed for disseminating information about

reproductive health and benefits of antenatal care visits.



Bharat Raj Sharma Conclusion and Recommendation / 64

4. Appropriate training programs for health workers and effective community
education will be useful to increase the knowledge of reproductive health.
However, recruitment of more female health workers is needed to deal with
reproductive health issues.

5. Besides this, strategies should be taken in both government and non-government
sector to discourage early marriage and too many pregnancies. Thus, the efforts
should be given to motivate peoples to delay marriage and change their attitudes
towards two child norms such as “we two our two”.

6. The government has the policies of health facilities expansion on the basis of
population density and patient load. Nevertheless, family health counseling and
service should be made easily available to pregnant women. In this aspect, it can
be proposed to give top priority to the rural areas. The need of the land to reach
population should be considered.

7. Poor reputation of the government hospitals contributes the women’s reluctant to
seek care. Thus, the need is obvious to improve the quality of government
hospitals.

In conclusion, there is a need to target certain groups of population such as rural,

uneducated and economically backward and find the way through which the

attendance of ANC visit can be increased. Moreover, strong political commitment, co-
ordination between program implementing agencies, moﬁitoring, evaluation and

follow up of the programs will be needed.
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5.4  Suggestion for the Further Research

The accessibility and economic status are measured by proxy variables; the
proxy variables can give the short of directioh. However, accessibility and economic
status are multi-dimensional concept that can be examined from several aspects.
Thus, further research is needed to fully understand the relationship of accessibility
and economic status on antenatal care visit.

The quality of service received by the women is also important. Thus, further
research is required to know the timing of antenatal care service and connection of
prenatal care with the pregnancy outcomes and quality of service received by the
women during pregnancy.

Actually, the research is done on the basis of quantitative data. Quantitative
data alone is not enough to give a social picture of the entire situation of antenatal
care among the Nepalese women. In future, quantitative and qualitative data can be

used together in order to get more insight on antenatal care visits in Nepal.
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Appendix 1

Table 1: Relationship between Background Characteristics and Antenatal Care
Service Utilization

Characteristics ANC service Total N
Non user | User (%)
Age of mother*
15-19 50.3 497 100 336
20-24 516 48 4 100 1554
25-29 58.1 419 100 1566
30-34 65.5 345 100 883
35 and over 78.5 21.5 100 923
Age at marriage*
Less that 15 69.5 305 100 1015
15-17 63.5 36.5 100 2357
18 and over 51.6 48 .4 100 1869
Number of Parity*
One to two 395 61.0 100 2526
Three and more 60.5 39.0 100 2732
Education*
No education 715 28.7 100 3940
Primary 44.6 55.4 100 478
Secondary and above 16.4 83.6 100 800
Residence*
Rural 64.2 358 100 4708
Urban 28.7 713 100 350
Economic status*
Low 75.2 24 8 100 2298
Medium 62.2 378 100 1973
High 222 778 100 975
Radio Listen*
Non 71.5 28.5 100 3107
One and more 441 559 100 2123
Listening Ghati Heri Haad Nilnu*
Yes 38.0 62.0 100 1388
No 68.6 314 100 3859
TV watching* '
Non 67.5 325 100 4366
One and more 19.6 80.4 100 803
Knowledge on Family Planning*
No 79.1 20.9 100 2211
Yes 46.9 53.1 100 3048
Modern Contraceptive use*
No 66.6 334 100 4035
Yes 40.2 59.8 100 1211

N=5257 * P chi? <0.001
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Table 2:  Relationship between background characteristics and frequency of
Antenatal care visits (Some and adequate ANC visit)

Background characteristics Antenatal Visit
Some Adequate | Number
Age of mother*

15-19 68.3 31.7 100(167)

20-24 64.6 354 100(752)

25-29 64.1 359 100(634)

30-34 68.2 318 100(303)

35 and over 75.4 24.6 100(199)
Age at marriage**

14 and less 78.7 213 100(310)

15to 17 70.0 30.0 100(860)

18 and over 58.3 417 100(504)
Number of Parity **

One to two 61.0 39.0 100(1268)

Three and more 74.6 254 100(810)
Education**

No education 76.9 23.1 100(1130)

Primary ‘ 67.2 328 100(265)

Secondary and above 477 523 100(669)
Residence**

Rural 72.7 273 100(1686)

Urban 388 61.2 100(392)
Economic Status**

Low 82.1 17.9 100(570)

Medium 74.9 25.1 100(746)

High 458 54.2 100(760)
Radio**

Non 73.7 263 100(886)

One and more 60.6 394 100(1187)
Listen Ghaati Heri Haad Nilun**

Yes 59.7 403 100(860)

No 71.1 289 100(1213)
Television™*

Non 76.3 237 100(1417)
One and more 438 56.2 100(646)
Knowledge on Family Planning**

No 80.1 199 100(462)

Yes 62.3 37.7 100(1614)
Modern Contraceptive use**

No 72.5 275 100(1348)

Yes 549 45.1 100(723)

* P chi® <0.05 x% P chi’ <0.001
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Appendix 2A

Logit equation

LOgit (T[s)=-2.317+0. 887(A15.19)+ 0. 602(A2().24)+ 0. 491(A25.29)+ 0. 412(A30.34)+0.150

(M)+0.163(P)+0.427(E, )+ 0.427(E,)+0.087 (R)+0.057(EM)+0.771(EH)+0.027(R)+0.364
(RP)+0.448(TV)+0.682 (KFM)+0.203(UMC) . . . [4.1]

And
LOgi'[ (T[A)=-4.416+O. 876(A15.19)+ 0. 549(A20_24)+ 0. 591(A25.29)+ 0. 565(A30.34)

+0.309 (M)+0.534(P)+0.561(E))+ 0.1.797(E,)*+0.765 (PR)+0.331(EM)+0.1 6(EH)+

0.161(R)+0.352(RP)+0.862(TV)+0.769 (KFM)+0.639(UMC)

Where,

7= Probability of some antenatal care visit against never visit

7A= Probability of adequate antenatal care visit against never visits
Ais.o= 1, if age is 15-19, Ays.19=0, otherwise

Aso4= 1, if age is 20-24, Ay9.24=0, otherwise

Agsao= 1, if age is 25-29, Azs0=0, otherwise

Aso34= 1, if age is 30-34, Az0.34=0, otherwise

M =1, if married at age 18 and over, M= 0, otherwise

P= 1, if one two number of parity, P= 0, otherwise

El=1, if primary education, E1=0, otherwise

E2=1, if secondary and above, E2= 0, otherwise

PR=1, if place of residence is urban, PR= 0, otherwise

EM=1, if economic status is medium, EM=0, otherwise

EH=1, if economic status is high, EM=0, otherwise

R=1, if listen to the radio, R=0, otherwise

RP=1, if listen to the reproductive health radio program, RP=0, otherwise
TV=1, if watch to television one and more in a week, TV=0, otherwise
KFM=1, if knowledge on family planning, KFM=0, otherwise
UMC=1, if use of modern contraception, UMC=0, otherwise
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Appendix 2B

Table 3: Multinomial logistic regression results: Factors affecting ANC visits (for

selected variables)

Variables Some Vs Never Adequate Vs Never
B S. E. Exp(B) B S. E.  Exp(B)
Education
No education ® - 2 S - - -
Primary education 0.796 0.113*¥*%* 2216 1.022 0.155*** 2.779
Secondary and higher 1.730 0.115%** 5639 2594 0.132*** 13.387

Economic status
Low economic status ®

Medium economic status 0.303 0.076*** 1353 0.536 0.135%**
High economic status 1.333 0.108*** 3971 2.684 0.142***
Intercept -1.423  0.054%** -3.074 0.106***

- 2loglikelihood 117.92%**
Degree of freedom 8
N 5256.7580

1.709
14.643

*=P<,05  **=P< 01 ***=P< 001 ®=Reference category

The predicted probabilities are calculated as follows.

Logit (s)=-1.423+0.796(E,)+ 1.730(Eo)+ 0.303(EM)y+1.333(EH)__ [4.3]
And
Logit (7ta)=-3.074+1.022(E )+ 2.594(E,)+0.536(EM)+2.684(EH) [4.4]

Where,

Tl = Probability of some antenatal care visit against never visit

Tia= Probability of adequate antenatal care visit against never visits
E1=1, if primary education, E1= 0, otherwise

E2=1, if secondary and higher education, E2= 0, otherwise

EM=1, if economic status is medium, EM=0, otherwise

EH=1, if economic status is high, EM=0, otherwise
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Appendix-3

Questionnaire selected
Demographic and Social Characteristics
201.  How old are you?-----  ------- (write Completed Years)
202. At what age were you first married? (write Completed Years)
203. How many sons have you given birth to? (write 00 if none)
205. How many daughters have you given births to? (write 00 if none)
211.  Have you ever attended school? Yes No
212.  What is the highest grade you have completed?
215, How often do you listen to radio in a day? Times

216.  How often do you watch television in a week? Times
300. Family Planning

301. There are different ways of delaying, postponing and stopping getting pregnant, and
these are called family planning methods. Are you aware of any of these methods? 1.
Yes 2. No
303.  Have you ever used anything or tried in any way to delay or avoid getting pregnant?
1. Yes 2. No

(Skip to filter box before Q305)
304.  What had you done? (Up to 3 responses)

1. Pills 2. Condom
3. Depo-Provera (injection) 4. IUD
5. Norplant 6. Female sterilisation
7. Vasectomy 8. Foaming tabs/foams/jelly/diaphragm
9. Rhythm/periodic abstinence 10. Others (specify)
324. Have you ever heard “Ghanti Heri Haad Nilnu” radio program?
Yes No

Antenatal care visit
401 Did you go anywhere for antenatal care during your this/last pregnancy?

Yes No
406. During last pregnancy how many times did you receive antenatal care?  (Times)
Household Questionnaire
523. Do this household have following facilities?
L. Electricity 1. Yes 2. No
2. Radio 1. Yes 2. No
3. Television I. Yes 2. No

524. What do you use for cooking food?
1. Traditional oven
2. Gas/Kerosene
3. Others (specify)
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