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ABSTRACT

Thisis a study on the acceptance and practices of focused antenatal care by healthcare providersin five
public hospitals the south-west zone of Nigeria. Its goal is to provide a comprehensive and integrated
system of reproductive health care that offers an integrated set of services and within a four visit model.
This research focused primarily on the knowledge of the health care providers including nurses and
doctors, on the new World Health Organisation (WHO) initiative, and aimed to determine how the health
workers can enhance its practice. Of the six hundred validated semi-structured questionnaires
administered in this cross-sectional study 500 were found usable for data analysis. Analysis was carried
out using descriptive statistics. The result showed that 42% of the respondents considered frequent
routine as the norm and that women should be classified by risk category, 52% identified ignorance as
one of the factors affecting focused antenatal care. Furthermore, 66% accepted that focused antenatal
care is not enforced by their healthcare facility as a result of lack of policy concerning the practice of
focused antenatal care. Only 6% of the respondents disagreed that early detection and prevention of
diseases are a major component of focused antenatal care. It was observed that establishing link between
the community and the facility in order to increase utilization of the services offered by the new WHO
package can enhance its practice. In addition, proper supervision by a skilled, trained healthcare
provider will also be effective in enhancing its practice. The package is accepted by the health care
workers but not practiced.

Keywords. Focussed antenatal care World Health Organisation, healthcare providers,
healthcare facilities, WHO package.

INTRODUCTION

Antenatal care is the care a woman receives thaugher pregnancy in order to ensure that
women and newborns survive pregnancy and childbithealthy diet and lifestyle during
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pregnancy is important for the development of dthgdaby and may have long-term beneficial
effects on the health of the child.

The World Health Report, 2005 calls for "Realizitigg Potential of Antenatal Care". While
antenatal care (ANC) interventions, in and of thelwes, cannot be expected to have a major
impact on maternal mortality, their purpose is tgpiove maternal and perinatal health, 'this
being an end in itself and necessary for improvirgghealth and survival of infants'. In addition,
the potential of ANC as a line of action to incredise rate of births attended by skilled health
staff, and its value as entry point for other Hegltogrammes such as malaria, tuberculosis,
nutrition and Human Immunodeficiency Virus (HIV)/@gired Immune deficiency Syndrome
(AIDS) is now better understood and applied.

Maternal mortality, the death of a woman while &gt or within 42 days of termination of
pregnancy, remains disturbingly high in sub-Sahafdrnica. It is estimated that 270,000
maternal deaths occurred in the region in 2005 Thle UN millennium Development goal
(MDG) on maternal health aims to reduce the nundfewomen who die in pregnancy and
childbirth by three-quarters between 1990 and 4@15To achieve this goal, it is estimated that
an annual decline in maternal mortality of 5.5%eé&ded; however between 1990 and 2005 the
annual decline was only 0.5% in the sub-Sahararomggompared to 4.2% for the middle
income countries of Asia [1], [3].

Maternal mortality occurs from risks attributabte gregnancy and child birth as well as from
poor availability and quality of health service4].[ The most common causes of maternal
mortality in sub-Saharan Africa include haemorrha#%), sepsis/infections (10%),

hypertensive disorders (9%), HIV/AIDS (6%), and estidirect causes (5%); other indirect
causes contributed approximately 17% [5].

Experiences from different countries have shown téducing maternal mortality may depend in

part on the availability and use of a professiatt¢ndant at labour and delivery and a referral
mechanism for obstetric care for managing compbaoat or the use of basic essential obstetric
care facilities for all deliveries [6]. In many dd@ping countries however, the majority of births

occur at home, frequently without the help of alls#li assistant (midwife, nurse trained as

midwife or a doctor) [7].

The effect of antenatal care on maternal mortaditynclear [8], [10]. However, there is broad
agreement that antenatal care interventions cahteamproved maternal and newborn health,
which can also impact on the survival and healtthefinfant [11]. Additionally, the ANC visit,
which many women in sub-Saharan Africa attend,ni©opportunity to reach pregnant women
with messages and interventions. A global evalnatbd antenatal care has resulted in the
recommendation to deliver antenatal services inoeuged visits (Focussed antenatal care;
FANC), one within the first trimester and 3 aftenakening, and this schedule is now endorsed
by WHO [12],[13]. Proven effective antenatal intemions include serologic screening for
syphilis, provision of malaria prevention, antiaetis immunization, and prevention of mother-
to-child transmission of HIV [14], [15]. To fullydnefit from these interventions, it is important
that women start visiting the antenatal clinic (ANg&rly in pregnancy.

The traditional approach to antenatal care, whschased on European models developed in the
early 1900’s, assumed that multiple visits werddvsah the care for pregnant women. Frequent
routine visits were the norm, and women were di@skiby risk category to determine their
chances of complications and the level of care tremded [16].
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The traditional antenatal care promotes and maistdie physical, mental, and social health of
mother and baby by providing education to the paaymother and her family on nutrition, rest,
and personal hygiene. It detects and treats h&ghconditions arising during pregnancy whether
medical, surgical or obstetrical. It also ensurelévdry of a full term healthy baby with minimal
stress or injury to the mother and her baby.

In traditional antenatal care, visits were ofteegular with long waiting time, little feedback to
(or real communication with) mother and little @@ communication with obstetrical or labour
units [17].

Focused antenatal care approach recognises twoekéfres: first, that frequent antenatal visits
do not necessarily improve pregnancy outcomes eoanslly, that while many women with risk
factors may never develop complications, those womiéhout often do [16].

The World Health Organisation (WHO) initiated feed antenatal care in order to improve the
care given to pregnant women. Initially, frequemitme visits were the norm and women were
classified by risk category to determine their a®m of complications. The level of care
disregards these categories and focuses on anedgpalgproach to antenatal care over number of
visits [18]. Each focused antenatal care visitudels interventions that are appropriate to the
woman'’s stage of pregnancy, and which address\Jeralb health and preparation for birth and
care of the new born. This goal directed intenargiare important because pregnancy is one of
the most important periods in the life of a womafamily and the society at large.

Antenatal care services were provided daily inrdaéirvention clinics. However, the introduction
of focused antenatal care was not accompanied aviorganisation of antenatal care services
[17]. Service delivery continues to follow the awfdy line format where clients have to go
through several access points during a single msiuding: reception for cards to be numbered
and recorded, weighing, health education, conguitbom (for history taking, consultation and
physical examination). Depending on the outcomeoofsultation and number of visits, clients
may be sent to the laboratory or for counsellingplearmacy to collect medications like iron,
folic acid.

The sequencing of services varies across clinigspib average, clients make a minimum of five
contacts on a single visit. Focused antenatal baveever, expects that a woman will receive
individualised care primarily from one provider, nststently over the four visits. It was
introduced in a context in which many critical ard&al care services were not being widely
offered, such as monitoring the progress of a megy identifying complications, referring
mothers for specialised care at an appropriate, tand promoting postpartum family planning.
The function of antenatal care in preventing protddor mothers and newborns depends on an
operational continuum of care with accessible, highlity care before and during pregnancy,
childbirth and the postnatal period. It also demend the support available to help pregnant
women reach services, particularly when complicetioccur. An important element in this
continuum of care is effective antenatal care. db@ of focused antenatal care is to prepare for
birth and parenthood as well as prevent, detelgyiate, or manage the three types of health
problems during pregnancy that affect mother and/boens such as: complications of
pregnancy itself, pre-existing conditions that veorgluring pregnancy and effects of unhealthy
lifestyles.

Antenatal care also provides women and their fasWwith appropriate information and advice
for a healthy pregnancy, safe childbirth and pdstn@covery, including care of the newborn,
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promotion of early exclusive breastfeeding andstaste with deciding on future pregnancies in
order to improve pregnancy outcomes.

The elements of the new model comprise the earljectten and management of
disease/abnormality, counselling on health pronmotioounselling on birth preparedness,
readiness to take care of possible complicationstla@ development of an individual birth plan.
Counselling and health education have therefor@rheca major strategy to improve maternal
health and, in particular, to increase the propartf skilled delivery.

Several antenatal care visits with often irregulamg waiting time, little feedback or no
communication has been a major factor affectingraatel care by pregnant women. Also, staff
turnover, inadequate logistics, and planning hawegatively affected clinic capacity to
implement and sustain the antenatal services dsaweguality of service provision.

With these limiting factors, antenatal care delviy the health care providers is not efficient to
detect any complications that may arise during paegy. Acceptance among health care
providers, the content and coverage of services@re/ell understood.

The importance of caregiver’s views has been acletyed because it is a crucial component of
any attempt to change institutional protocols. Taan characteristics of focused antenatal care
are reduction in the number of visits with an eunckebased set of contents, the provision of
accurate information to women to identify warningns, and encourage preventive behaviour
[12]. Its goal is to provide a comprehensive anegrated system of reproductive health care
that offers an integrated set of services and wighiour visit model [16].

This study aims at assessing acceptance and grattiscused antenatal care by the health care
providers in the study locations.

MATERIALSAND METHODS

The study population consisted of medical docéms nurses working in five public hospitals in
the south-west zone of Nigeria.

In other to have a homogeneous population, the lsimpndom sampling techniqgue was
employed in selecting respondents across the héadtlities. A self-developed questionnaire
which was validated by experts in health scienceddce, content and construct validity and
with reliability of 0.79 was considered adequates&arch assistants were recruited and trained
for them to help in the administration of the qigstaires. After sorting out the questionnaires,
500 copies were found acceptable for analysis \@aged out using descriptive statistics.

RESULTSAND DISCUSSION

Demographic Data

Out of the 500 respondents, 150(30.0%) were lems 30 years old, 150(30.0%) between 31-35
years, 120(24.0%) between 36-40 years, 50(10.0%)dem 41-45 years, and 30(6.0%) above 46
years. Female respondents were 330 (66.0%) wlelendles were 170 (34%). There were 200
(40%) medical doctors and 300 (60%) nurses in tluelys sample. As for professional
experience,110 (22%) had been practicing for oGeyehrs, 170( 34%) between 5- 10 years, 140
(28%) between 1-5 years while 80 (16%) had begmantice for less than 1 year.
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Distribution of respondents with regardsto their knowledge on focused antenatal care:

Four hundred (80%) of the respondents were not @wérfocused antenatal care, 60 (12%)
obtained the information from the internet, 14098y attending seminars, while 80 (16%)
could not remember how they received the infornrmatleour hundred and seventy (94%) of the
respondents agreed that the goal of focused aateraat is to prepare the pregnant mothers for
delivery and possible complications, twenty (4%yl stis to ensure adequate exercise while 10
(2%) felt it is to encourage the practice of trahal birth attendance. Four hundred and seventy
(94%) agreed that focused antenatal care allowgnpré women to receive adequate care.
Eighty-four percent of the respondents disagreadl ¢bunselling and health education do not
influence negative lifestyle during pregnancy. Whgigards to number of visits, 70% agreed that
a maximum of four visits are encouraged in focugetknatal care. When asked if establishing
link between the community and the health facwityl increase utilisation of services, 92% of
the respondents agreed, while 90% also agreeatheg¢sential element of a focused approach to
antenatal care is the identification and survedéaof the pregnant women and their babies. Also,
when asked if the major components of focused atdérare include the early detection and
prevention of diseases, only 6% of the respondagitsed. As regards classifying the pregnant
women into categories, 22% of the respondents stgipalassification by weeks of gestation,
42% by risk of developing complications while 36%#dsit should be by the medical conditions
which may affect the mother and her foetus.

Further, Tables 1 and 2 show the frequency didioha of respondents with regards to
acceptance of and the practice of focused antecatalrespectively.

Resear ch Question 1.

How can health workers enhance the practice ohatdécare initiative?

The result obtained showed that 460 (92%) of tepardents agreed that focused antenatal care
practice can be enhanced by establishing link batwke community, and the health facility in
order to increase utilization of the services ateby the new W.H.O package. Also, all the
respondents agreed that focused antenatal carebavikffective if properly supervised by a
skilled healthcare provider.

The Maternal, Child and Women’s Health Unit of theazulu-Natal Department of Health in
collaboration with the Population Council’'s USAIDAded frontiers in Reproductive health
Program, in an attempt to improve the quality adkaatal care in South Africa observed that by
the end of the survey, four of the six interventainics had at least one staff member who had
covered all the training modules.

This implies that with the awareness created byfabdity through the health professionals to
the community, the practice of focused antenata saencouraged and enhanced. In addition, it
means that focused antenatal care can be enhap@dpioying a skilled healthcare provider to
supervise the activities of the unskilled healtegaroviders during antenatal care.

Resear ch Question 2:

What are the attitudes of healthcare providers tdsvéocused antenatal care?

As indicated in the result, 42% respondents constérequent routine as the norm and that
women should be classified by risk category. It hasn observed,[17], that visits were often
irregular with long waiting time, little feedback tmothers and little or no communication with

obstetrical or labour units This is a componenthaf traditional antenatal care resulting from
lack of knowledge and practice.
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Resear ch Question 3:

What are the factors influencing focused antercated?

Fifty-two percent of the respondents identifiedagance as one of the factors affecting focused
antenatal care. Furthermore, 330 (66%) acceptdaddhased antenatal care is not enforced by
their healthcare facility as a result of lack oflipp concerning its practice. In Kenya, the
frontiers programme found out that inadequate dtafhing and shortages of equipment and
supplies inhibit the full provision of services.

Resear ch Question 4:

What are the components of focused antenatal care?

Only thirty (6%) of the respondents agreed thatyedetection and prevention of diseases are
major components of focused antenatal care. Acegridi the frontiers program in Kenya, it was

observed that the new model did increase the gualitspecific components of care, such as
detection of diseases and counselling on familpmilag use postpartum.

The implication is that the health providers we aware of the components of focused
antenatal care.

Table 1: Frequency distribution of respondents with regar ds to acceptance of focused antenatal care.

RESPONDENTS N= 500

FREQUENCY PERCENTAGE

Acceptance of focused antenatal care is influehged %
. Ignorance
. Poor socio-economic status of the healthcare peovid 260 52.0
. Adequate training on focused antenatal care
160 32.0
80 16.0

Focused antenatal care is enforced in my healttiaail@y.
. Yes 170 34.0

. No
330 66.0

What is the level of quality of care that is offgrm pregnant women under
focused antenatal care package?

. High quality 410 82.0
. Low quality
. Insufficient care 70 14.0
20 4.0
Can your healthcare system sustainably delivecasied antenatal care?
. Yes
. No 350 70.0

150 30.0
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Table 2: Frequency distribution of respondentsin relation to practice of focused antenatal care

FREQUENCY PERCENTAGE

Inadequate resources do not affect the practiéecoked antenatal care
. True
. False 410

90

Advice and support to the woman and her family eflhance the practice of
focused antenatal care
. True 450

. False
50

Culture is not important while rendering antenataie
. Yes 100

. No
400

Religious practices are not considered during atédicare
. True 170

. False
330

Lack of funding for the implementation of focuseuatenatal care can affect

practice
. Yes 380
. No
120
Focused antenatal care will be effective if propestipervised by skilled
healthcare provider
. Yes 500
. No
0

%

82.0

18.0

90.0

10.0

20.0

80.0

34.0

66.0

76.0

24.0

100.0

0.00

CONCLUSION

It was observed that the antenatal care initiabyeWHO is acceptable to the healthcare
providers in the five public hospitals, where thady was carried out. Factors identified as
militating against focused antenatal care are fwading, culture, religious practices, ignorance
and inadequate training of health care providertheradvantages of focused antenatal care.
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