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Abstract: Background: Late initiation to first ANC visit is the predominant problem in most developing countries including 

Ethiopia. Despite antenatal care services being provided for free of charge in Ethiopia, significant number of pregnancy 

women seek first ANC visit lately. According to EDHS 2016, about 80% of pregnant women had first ANC visits lately. This 

study tried to assess predictors of late initiation for Antenatal care visit Among Pregnant Women in Public Health Institutions’ 

Dale District, Southern Ethiopia, 2018. The study design was A facility based Unmatched Case Control Study design was 

employed. Data was collected from pregnant women who were attending ANC unit’ by using structured questionnaire. 

Multistage sampling technique was employed. The Sample size for this study was calculated using EPI info software statcalc 

version 7.1.3. Data was edited, entered into computer and coded, descriptive, bivariate and multivariate analysis was done. The 

main reasons for late initiation for first ANC visits were being busy and unaware of ANC visit time. Husband’s educational 

status and knowledge about pregnancy related danger signs were found significantly associated and had positive relationship 

with late start of first ANC visit (AOR=4.91; 95% CI: 1.516-15.914) and (AOR=2.553; 95% CI: 1.456-4.475) respectively. In 

Conclusion the main reasons for late initiation of first ANC visit during last pregnancy were being busy due to house 

responsibilities and unaware of ANC visit time. Husband’s educational status and mothers poor knowledge about pregnancy 

related danger signs were found significantly predictors of late first ANC visit. 
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1. Background  

Women and children health issues remain an unfinished 

agenda and a global challenge. Efforts and investments are 

needed to sustain and accelerate progress if countries and the 

international community are to prevent maternal and child 

morbidity and reach the related Sustainable Development 

Goals (SDGs) 3.1. Globally, there has been a change in the 

pattern and type of obstetric outcomes, as a greater 

proportion of deaths and morbidities had been reduced ([1, 

2]). 

The timing of initiation of the first antenatal care visit is 

paramount for ensuring optimal care and health outcomes for 

women and children. Pregnancy is a crucial time to promote 

healthy behaviors and parenting skills. Recommended ANC 

visit links the woman and her family with the formal health 

system, increases the chance of using a skilled attendant at 
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birth and contributes to good health through the life cycle [3]. 

The purpose of antenatal care is to monitor and improve 

the wellbeing of the mother and fetus. Antenatal care (ANC), 

which is given to pregnant women, is widely used for 

prevention, early diagnosis and treatment of general medical 

and pregnancy-related complications to ensure that each 

newborn child has a good start [4]. 

It is recommended that all pregnant women initiate 

antenatal care in the first trimester of pregnancy (early 

antenatal care visit); In developing countries, majority of 

pregnant women start the first ANC visit by their 2
nd

 or 3
rd

 

trimester of pregnancy ([5, 6, 7]). 

WHO recommends that women start antenatal care at a 

gestational age of less than 12 weeks this is referred to as 

‘early antenatal care’? The 2016 ANC guidelines include a 

significant new recommendation that pregnant women have 

eight contacts with the health system during each pregnancy. 

Progress in the coverage of early antenatal care visits has 

been achieved but coverage is still far from universal. In 

2013, the estimated coverage of early antenatal care visits 

was 24·0% (95% UI 21·7–26·5) in low-income countries 

compared with 81·9% (76·5–87·1) in high-income countries 

[8]. Despite this progress, less than half of all women in 

developing regions received early antenatal care in 2013. In 

contrast, the majority of women (an estimated 85%) in 

developed regions had an early antenatal care contact with a 

health provider. In addition to inequalities between regions, 

the study showed significant gaps in 2013 between richer and 

poorer women. While the majority of women an estimated 

more than 4 out of 5 women in the highest income group 

studied accessed early antenatal care, an approximate 1 out of 

4 women in the lowest income group accessed early antenatal 

care. Previous studies have shown that educational level, 

marital status, income, maternal age, occupational status, 

parity, intention of pregnancy, hospital type, planned pattern 

of care, place of delivery, previous utilization influence 

initiation time of antenatal care ([9, 10, 11, 12, 13]). 

In Ethiopia the situation is similar with that of the Sub 

Saharan African countries. EDHS 2016 results shows that 

low proportion of women age 15-49; only 20% of women 

had their first ANC visit during the first trimester [14]. 

Different Studies conducted in Ethiopia so far focused on 

prevalence of late entry of ANC visit among pregnant women. 

There is lack of analytical study on predictors of late 

initiation to first ANC visit in study area. 

2. Methods 

This study was conducted in Sidama zone, which is 

located in Southern Nations, Nationalities and People’s 

Regional State (SNNPR). Dale district is one of the 19 rural 

woreda’s and four city Administration of Sidama zone in 

Southern regions of Ethiopia, which is located 45KM far 

from capital city of southern regions, Hawassa, and 

organized by 33 rural and 3 urban kebeles for the purpose of 

administration. According to 2010 E. C health report, the 

total Woreda’s population was 241,130. The study was 

conducted from June-July 2018. Institution based Unmatched 

case control study design was employed. Source population 

was all mothers attending Dale district public health facilities. 

The study population was pregnant mothers attending Dale 

district health facilities for ANC services during study period 

pregnant mothers attending those health facilities during 

study period for ANC services, Pregnant woman who give 

verbal consent and Pregnant women who fulfills definition of 

cases and controls were included in the study. Pregnant 

women who are critically ill and unable to respond were 

excluded. 

Multistage stages sampling technique was employed. Four 

health facilities were randomly selected by lottery method 

among 11 health centers in the woreda. Sample proportion or 

number of eligible pregnant mothers was calculated based on 

catchment population proportion and with consideration of 

total number of ANC visits during study period using exit 

interview all eligible pregnant mothers were interviewed. The 

Sample size for this study was calculated using Open Epi 

3.5.1 version software in consideration of 95% confidence 

level with 90% power for all study questions and with a ratio 

between cases and controls of one to two. Sample size 

calculation for this study was based on pregnancy intention 

status from study conducted in Addis Ababa that 23.9% of 

women who entered late to ANC visit had unplanned 

pregnancy during conception with proportion of cases and 

controls of 23.9% and 8.2% respectively who have 

unplanned pregnancy during conception was considered [15]. 

10% non-response rate was considered; which gives the final 

estimated sample size was 462 that is for cases 154 and 308 

controls. So this variable gave maximum sample size 

possible. 

A structured questionnaire was adopted from different 

literatures and published studies and then modified to local 

context. The questionnaire was prepared originally in English 

and then translated to Amharic. Different persons involved in 

retranslation back to English for checking consistencies. It 

was pre-tested on 5% of the sample size in one of the health 

institution by the trained interviewers and revised ahead of 

the data collection period. The edited final Amharic version 

was used for the actual interview. Face-to-face interview 

were employed. Data was collected at waiting room 

immediately following the consultation at ANC unit. 

Data collectors were selected from each health centers who 

can speak local language (Sidamigna) from respective Health 

institutions and four public health professionals were selected 

to supervise the data collectors and check the questionnaire 

for its completeness and consistency at the end of each data 

collection day. Both the interviewers and supervisors were 

given a one days training by principal investigators on the 

aim of study, confidentiality and data collection techniques 

by going questionnaire through question by question. 

Data was stored in a secured place to maintain 

confidentiality. Back-up of the data was made to store in 

different areas not to lose the data. 

Variables in this study were identified based on Andersen 

and Newman socio-behavioral model framework of health 
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services utilization. The use of models in research on 

utilization of health services attempts have been made to 

organize the different determinant factors into one 

explanatory concept Since timing of ANC booking is pattern 

of health service utilization, the selected variables was 

organized based on this model as follows. 

The completed questionnaire from each study participant 

was checked for completeness and consistency by the 

principal investigator. Codes were given to the completed 

questionnaires. The principal investigator was enter the data 

using SPSS 16.0 statistical package Data editing and cleaning 

was performed to check for accuracy, consistency, & missing 

values.. Data was summarized and descriptive statistics was 

computed for all variables according to type. Frequency, 

mean and standard deviation was calculated for continuous 

variables and categorical variables were assessed by 

computing frequencies. Crude odds ratio (OR) and 95% 

confidence interval (CI) for each variable of interest was 

calculated. Finally, all variables those were found statistically 

significant at p <0.25 under bivariate analysis was enter into 

multiple logistic regression models and adjusted odds ratio 

was also calculated for each exposure variables to see the 

effect of the independent variables on the dependent variable 

by controlling for confounders. P < 0.05 was considered as 

statistically significant. 

Quality assurance measures were undertaken during 

questionnaire designing, data collection and data 

management process. Validity of the questionnaire was 

maintained by using questionnaire adopted from different 

literatures that was used by other researchers. The instrument 

was pre-tested on other ANC clinics by administering it to a 

small group of people (5% of the total sample) before the 

actual implementation of the study and little correction on 

words were under taken accordingly. Data from pre-test 

finding was excluded from the actual data. The purpose of 

the study was explained for the mothers to make them 

frankly communicate with the data collectors. Intensive 

training was given for supervisors and data collectors. The 

principal investigator reviewed the questionnaires on daily 

basis for completeness and consistency and supervised the 

data collection sites throughout stay. Data edition was done 

on the same day. Cleaning and exploration of outlier 

responses was done after data entry and during analysis. 

3. Results 

3.1. Socio-Demographic and Economic Characteristics of 

Study Respondents 

Data were collected on predisposing, enabling and need 

factors from the total of 459 pregnant women (153 cases and 

306 controls), giving a response rate of 99.3%. The mean 

maternal age of all study participants was 27±6. For cases the 

mean age was 28±6, while for controls it was 26±4. About 48 

(31.4%) and 114 (37.3%) of cases and controls respectively 

were aged 25-29 years, followed by 24 (15.7%) and 77 

(25.2%) of cases and controls were age group of 20-24 years; 

the fewest mothers 1 (0.7%) and 7 (2.3%) of cases and 

controls were at age 15-19 years. 

With respect to religion of the respondents majority 179 

(58.5%) and 92 (60.1%) controls and cases respectively were 

protestants, while 101 (33.0%) of controls and 49 (32.0%) of 

cases were orthodox. Almost all 286 (93.5%) and 129 (84.3%) 

of controls and cases respectively were currently married and 

living with their partners. 

Nearly half 160 (52.3%) and more than half 103 (67.3%) 

of control and cases respectively have not attended formal 

educational, while 120 (39.2%) of controls’ and 45 (29.4%) 

case’s partners have attended any formal education. 

According to this study findings majority of controls 194 

(63.4%) and cases 96 (62.7%) were housewives. About 183 

(59.8%) control’s and 102 (66.7%) of case’s partners were 

farmers. 

According to finding of this study that controls and cases 

who have a family size greater than five members, were 153 

(50.0%) and 85 (55.6%) respectively. Information on average 

monthly income were collected from all participants and 

result showed that more than half of controls 156 (51.0%) 

and cases 70 (45.8%) have average family monthly income 

more than median (Table 1). 

Table 1. Socio-demographic, characteristics of Study participants Southern 

Ethiopia June-July, 2018. 

Variable 
Controls n (%) 

n=306 

Cases n (%) 

n=153 

Maternal age in years   

15-19 7 (2.3%) 1 (0.7%) 

20-24 77 (25.2%) 24 (15.7%) 

25-29 114 (37.3%) 48 (31.4%) 

30-34 44 (14.4%) 44 (28.8%) 

35-39 35 (11.4%) 32 (20.9%) 

40-44 29 (9.5%) 4 (2.6%) 

Religion   

Protestant 179 (58.5%) 92 (60.1%) 

Orthodox 101 (33.0%) 49 (32.0%) 

Catholic 13 (4.2%) 6 (3.9%) 

Muslim 9 (2.9%) 6 (3.9%) 

Others 4 (1.3%) 0 (0.0%) 

Marital status   

Married 286 (93.5%) 129 (84.3%) 

Divorced 14 (4.6%) 18 (11.8%) 

Single 6 (2.0%) 6 (3.9%) 

Educational status   

No formal education 160 (52.3%) 103 (67.3%) 

Have formal education 79 (25.8%) 30 (19.6%) 

Grade 1-8 46 (15.0%) 12 (7.8%) 

Grade 9-12 16 (5.2%) 8 (5.2%) 

College and above 5 (1.6%) 0 (0.0%) 

Husband education   

No formal education 79 (25.8%) 45 (29.4%) 

Have formal education 120 (39.2%) 45 (29.4%) 

Completed grade 1-8 73 (23.9%) 35 (22.9%) 

Completed grade 9-12 12 (3.9%) 18 (11.8%) 

College and above 22 (7.2%) 10 (6.5%) 

Occupation   

House wife 194 (63.4%) 96 (62.7%) 

Government employee 20 (6.5%) 12 (7.8%) 

Farmer 17 (5.6%) 24 (15.7%) 

Merchant 75 (24.5%) 20 (13.1%) 

Others 0 (0.0%) 1 (0.7%) 
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Variable 
Controls n (%) 

n=306 

Cases n (%) 

n=153 

Husband occupation   

Government employee 4 (1.3%) 3 (2.0%) 

Farmer 183 (59.8%) 102 (66.7%) 

Merchant 109 (35.6%) 45 (29.4%) 

Others 10 (3.3%) 3 (2.0%) 

Family size   

≤5 153 (50.0%) 68 (44.4%) 

>5 153 (50.0%) 85 (55.6%) 

Average family monthly income   

< Median 150 (49.0%) 83 (54.2%) 

≥ Median 156 (51.0%) 70 (45.8%) 

Average distance from home to health facility 

≤ one hour 174 (56.9%) 79 (51.6%) 

< one hour 132 (43.1%) 74 (48.4%) 

3.2. Obstetric and Gynaecologic History of Study 

Participants 

From all the pregnant mothers who participated in the 

study during study period, about 323 (70.4%) started ANC 

visit late (95% CI: 93.1%-70%), but 136 (29.6%) (95% CI: 

30.5%-25.7%%) of study participants had got their first ANC 

visit early. 

Among the total respondents, 65 (42.5%) cases and 103 

(33.7%) controls were perceived the benefit of ANC visit for 

both mothers and baby. Regarding gravidity 71 (46.4%) of 

cases and 124 (40.5%) controls were Multigravida. Of total 

study participants 65 (42.5%) cases and 122 (39.9%) controls 

were Grand multiparous. Regarding study participants 

knowledge on pregnancy related danger signs, more than half 

of 220 (71.9%) controls and 105 (68.6%) cases were 

knowledgeable, the remaining study participants 86 (28.1%) 

controls and 48 (31.4%) cases were not knowledgeable 

(Table 2 and Figure 1). 

Table 1. Obstetrics and Gynecology characteristics of study participants 

Southern Ethiopia June-July, 2018. 

Variable Controls n (%) Cases n (%) 

Perception towards benefit of ANC visit 

For health mother 44 (14.4%) 21 (13.7%) 

For health of fetus 74 (24.2%) 34 (22.2%) 

For health of both 103 (33.7%) 65 (42.5%) 

I do not know 85 (27.8%) 33 (21.6%) 

Frequency of ANC visit   

1-3 times 170 (55.6%) 98 (64.1%) 

4 times 107 (35.0%) 37 (24.2%) 

>4 times 29 (9.5%) 18 (11.8%) 

knowledge on pregnancy related danger signs 

Knowledgeable 220 (71.9%) 105 (68.6%) 

Not knowledgeable 86 (28.1%) 48 (31.4%) 

Was the pregnancy intended   

Yes 229 (74.8%) 121 (79.1%) 

No 77 (25.2%) 32 (20.9%) 

Gravidity   

Prim gravida 94 (30.7%) 44 (28.8%) 

Multigravida 88 (28.8%) 38 (24.8%) 

Grand multigravida 124 (40.5%) 71 (46.4%) 

Parity   

Prim parous 71 (23.2%) 17 (11.1%) 

Multiparous 113 (36.9%) 71 (46.4%) 

Grand multiparous 122 (39.9%) 65 (42.5%) 

 

Figure 1. Frequency Distribution of ANC visits among pregnant mothers 

Southern Ethiopia June-July, 2018. 

3.3. Healthcare Services Related Determinants of Study 

Participants 

 

Figure 1. Reasons for late initiation of first ANC visit among pregnant 

mothers Dale District Sidama Zone, Southern Ethiopia from June-July 2018. 

Health services related factors, average walking distance 

from home to health facility nearby Among pregnant mothers 

who took more than an hour to find health facility by walking 

on foot were 132 (43.1%) for controls and 74 (48.4%) for 

cases however, more than half of the study participants 174 

(56.9%) of controls and 79 (51.6%) of cases were took less 

than an hour to get health facility. Regarding perception of 

pregnant mothers towards their partner’s concern to support 

during ANC visit 191 (62.4%) control and 86 (56.2%) cases 

were good. But 115 (37.6%) controls and 67 (43.8%) cases 

perception were unfavorable. Perception of pregnant mothers 

to wards availability of ANC services, 141 (46.1%) cases and 

66 (43.1%) controls were good. Less than one fourth of the 

study participant’s perception, 78 (25.5%) controls and 45 

(29.4%) cases perception were fair The main reasons for Late 

ANC visit were 33.2% mentioned as being busy due to house 

responsibilities; followed by 26.9% unaware of ANC visit 

time (Table 3 and Figure 2). 
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Table 3. Health services characteristics of Study participants Southern 

Ethiopia June-July, 2018. 

Variable Controls n (%) Cases n (%) 

Average distance from home to health facility 

≤ an hour 174 (56.9%) 79 (51.6%) 

≥ an hour 132 (43.1%) 74 (48.4%) 

Perceived partner’s concern   

Good 191 (62.4%) 86 (56.2%) 

Unfavourable 115 (37.6%) 67 (43.8%) 

Perceived availability of ANC service 

Good 141 (46.1%) 66 (43.1%) 

Fair 78 (25.5%) 45 (29.4%) 

Unfavourable 87 (28.4%) 42 (27.5%) 

Source of information about ANC services 

Health Extension Workers 44 (14.4%) 40 (26.1%) 

Health professionals 104 (34.0%) 45 (29.4%) 

Community Health Agent 52 (17.0%) 23 (15.0%) 

friends or relatives 30 (9.8%) 10 (6.5%) 

Others 76 (24.8%) 35 (22.9%) 

4. Discussions 

5 December 2017 | WHO recommends that women start 

antenatal care at a gestational age of less than 12 weeks this 

is referred to as ‘early antenatal care’. Early antenatal care is 

a critical opportunity for health providers to deliver care and 

support, and to give information, to pregnant women in the 

first trimester of pregnancy [16]. In this study about 29.6% of 

respondents had started their early ANC visit within the 

recommended time but, 70.4%% of pregnant women initiated 

antenatal care at after four months of their gestation period. 

Timely initiation of ANC service utilization is important for 

early detection and treatment of adverse pregnancy related 

outcomes. This finding indicates that significant number of 

study participants starts ANC visits lately. However, as 

studies shown in developed countries women reported late or 

no prenatal care lowest Proportions (4%) in USA and highest 

percentage in Namibia ([17, 18]). 

It is higher than when compare to other studies done in Gamo 

Gofa Zone, South Ethiopia (17.4%), Addis Ababa, Ethiopia 

(23.9%), but it was similar compare to study done in Debre 

Markos town, North West Ethiopia (33.4%) ([21, 15, 19]). 

The mean gestational age at the time of first ANC visit was 

19.03±5.21 weeks. This finding was similar with study done 

in Myanmar (18 weeks) [13]. 

The main reasons for Late ANC visit were 33.2% 

mentioned as being busy due to house responsibilities; 

followed by 26.9% unaware of ANC visit time. This finding 

was consistent with study done in Ethiopia [21]. From total 

respondents about 31.4% of pregnant mothers were attended 

at least four times ANC visit during their current pregnancy, 

this also consistent with EDHS, 2016 which was thirty-two 

percent of women had at least four ANC visits during their 

last pregnancy. About 31.6% of mothers were start their first 

ANC visit in the first trimester; this result was much lower 

compared to study in North West Ethiopia (51.9%), and 

higher when compared to other study done in Ethiopia (10%) 

([14, 21]). This difference might be due to time and scope of 

the study. 

Pregnant mother’s husband education status was positively 

associated with late ANC initiation the result shown that, 

pregnant women’s husbands educational level 9-12 grade 

completed were found to be more likely to have early 

initiation of ANC when compared with others (AOR=4.91; 

95% CI: 1.516-15.914) (P Value =008). This is might be 

husbands education status gives a chance to get information 

about ANC visit time and services delivery for decision 

making and allow or tell their wives to visit health facilities 

early. This study finding was consistent with the findings of 

studies conducted in Southern Ethiopia, North West Ethiopia 

and Nigeria ([20, 21, 22, 23]). 

Even if, the maternal and child health services given for 

free the study participants Average family monthly income 

was one of the predictor’s of late first ANC visit. The final 

multivariate logistic regression analysis shown those 

pregnant mothers with average monthly income < Median 

Eth Birr were three times more likely to seek first ANC visit 

late when compared to ≥ median Eth birr (AOR=2.969; 95% 

CI: 1.031-8.549). This study was similar with studies done in 

Addis Ababa, Ethiopia, North West Ethiopia and Kenya ([15, 

21, 24, 25]). 

Regarding age at first pregnancy, pregnant women at age 

range of <24 years were 4.4 times more likely to start ANC 

visit lately than women whose age above 25-29 years 

(AOR=4.370; 95% CI: 1.432-13.333). Maternal age has been 

proven to be both negatively and positively affects the 

initiation time to Antenatal Care visit. In Surveys conducted 

in Nigeria demonstrates that teenage mothers and younger 

women are less probable when compared to pregnant 

mothers in age range between 25-29 years more than adult 

female who were less than 25 years [22]. The maternal death 

rate is three times higher for teenage mothers than for women 

in the 20-29 age groups. Teenage pregnancy also tends to 

close off opportunities for education and training. The 

younger a woman is when she first gives birth, the longer her 

total child-bearing period and the more children she is likely 

to have. This, too, increases the risks to the life and health of 

both mothers and children. The finding of this study was 

similar with various studies have found mixed evidence of an 

association between age at first pregnancy and late initiation 

to first ANC visit. Studies done in Nigeria, Namibia and 

Ethiopia Shown that young age women has been identified as 

a predisposing determinant for late initiation of ANC visits 

([17, 19, 22]). 

Perception about danger signs of pregnancy was found to 

be an independent predictor of late initiation of first ANC 

visit. Pregnant Women who had no perception of the danger 

signs of pregnancy were 2.5 times more likely to seek ANC 

visit lately in their last pregnancy (AOR=2.553; 95% CI: 

1.456-4.475). This might be due to an inadequate 

understanding of health threats during pregnancy and this 

finding was similar with other studies done in, where 

increasing awareness of women regarding the potential 

health problems that they may encounter during their 

pregnancy improve their service seeking timing an 

inadequate understanding of health threats during pregnancy. 
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This result was consistent with studies done Ethiopia, Namibia, Nigeria and Colombia ([19, 20, 21, 26]). (Table 4). 

Table 2. Multivariate Determinants of Late initiation to first ANC visits among Study participants Southern Ethiopia June-July, 2018. 

Variable 
Controls n (%) Cases n (%) 

Crude OR (95% CI) AOR (95% CI) 
n=306 n=153 

Husband educational status     

No formal education 79 (25.8%) 45 (29.4%) 1.253 (.545-2.881) .914 (.342-2.445) 

Have formal education 120 (39.2%) 45 (29.4%) .825 (.363-1.877) .787 (.300-2.065) 

Completed grade 1-8 73 (23.9%) 35 (22.9%) 1.055 (.451-2.466) 1.268 (.467-3.443) 

Completed grade 9-12 12 (3.9%) 18 (11.8%) 3.300 (1.160-9.384) 4.91 (1.516-15.914)** 

College and above 22 (7.2%) 10 (6.5%) 1 1 

Family average monthly income     

< Median 150 (49.0%) 83 (54.2%) 1.23 (.836-1.820) 2.969 (1.031-8.549)** 

≥ Median 156 (51.0%) 70 (45.8%) 1 1 

Age at first pregnancy     

15-19 107 (35.0%) 50 (32.7%) .988 (.647-1.509) .729 (.391-1.360) 

20-24 182 (59.5%) 84 (54.9%) 2.392 (1.146-4.990) 4.370 (1.432-13.333)** 

25-29 17 (5.6%) 19 (12.4%) 1 1 

Gravidity     

Prim gravida 94 (30.7%) 44 (28.8%) .818 (.515-1.297) .740 (.396-1.384) 

Multigravida 88 (28.8%) 38 (24.8%) .754 (.467-1.218) .441 (.230-.845) 

Grand multigravida 124 (40.5%) 71 (46.4%) 1 1 

Parity     

Prim parous 71 (23.2%) 17 (11.1%) .449 (.244-.826) .053 (.005-.616) 

Multiparous 113 (36.9%) 71 (46.4%) 1.179 (.773-1.800) 2.009 (.757-5.330) 

Grand multiparous 122 (39.9%) 65 (42.5%) 1 1 

knowledge on the timing of ANC visit     

Knowledgeable 220 (71.9%) 105 (68.6%) 1 1 

Not knowledgeable 86 (28.1%) 48 (31.4%) .855 (.560-1.305) 2.553 (1.456-4.475)** 

 

5. Limitations of the Study 

Recall bias may be introduced during data collection time 

as some of the variables need a recall to situations happened 

few weeks/months back to the actual data collection time. 

Selection bias is also common problem like other case 

control studies. The data collectors were from the ANC unit 

of the health facilities. This might have introduced some 

degree of information bias in the study. The study population 

includes only pregnant women who started first ANC visit 

later than early to first trimester and during the current 

pregnancy which might limit other pregnant women initiated 

first ANC visit late during the previous pregnancies. As the 

study subjects came to health institutions self- selected and 

have access (Geographic, Financial and other) the study may 

not represent the general public. 

6. Conclusions 

Late initiation for first ANC visit in Ethiopia is high as 

compared to other sub-Saharan Africa Countries. According 

to this study the Predictor’s of late first ANC visit were 

Husband’s educational status, family income, age at first 

pregnancy, knowledge about pregnancy related danger signs 

were Among variable found significantly associated and had 

positive relationship with late start of first ANC visit. The 

district and zonal health offices should work on creating 

awareness about the problems of late initiation of first ANC 

visits for mothers and their husband’s. On the other hand, 

awareness issues about the benefit of timely ANC Visit 

should be given to their husband’s. It is also better: to 

strengthening health extension program with due attention to 

MCH, health education promotion and communication 

packages (designed with local language (Sidamigna) using 

local FM radios. Health professionals working in the health 

facility should counsel pregnant women to come ANC visits 

as early as the fourth month and before instead of waiting 

until pregnant women experience health problems. 
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