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Abstract
Background: Antenatal care coverage is very low in low-and middle-income countries, including Ethiopia. Self-reported 
pregnant women’s satisfaction may be important in identifying the demographic, provider-, and facility-related factors that 
can be improved to increase antenatal care satisfaction. However, there is a paucity of data on pregnant women’s satisfaction 
in Ethiopia, particularly in the study setting. Therefore, this study aimed to assess antenatal care service satisfaction and 
associated factors among pregnant women at public health facilities in the Harari region of eastern Ethiopia.
Methods: A health institution–based cross-sectional study was conducted among women who were attending antenatal 
care clinics in February 2017. All 531 pregnant women were selected using a systematic random sampling method. Data were 
collected using an interviewer-administered questionnaire, entered into EpiData version 3.1, and analyzed using SPSS version 
22.0 software. A logistic regression model was applied to control for confounders. The level of significance was determined 
at a p-value of less than 0.05.
Results: The magnitude of pregnant women’s satisfaction with antenatal care services was 70.3% (95% confidence interval 
(CI) = 66.4%–74.3%). Receiving antenatal care services from the hospital (adjusted odds ratio (AOR) = 2.44, 95% CI = 1.50–
3.98), did not attend formal education (AOR = 2.53, 95% CI  = 1.52–4.20) and attended primary education (AOR = 2.17, 95% 
CI  = 1.17–4.04), having a repeated visit to antenatal care (AOR = 4.62, 95% CI  = 2.98–7.17), initiating antenatal care services 
within the first trimester (AOR = 1.74, 95% CI = 1.12–2.71), having no history of stillbirth (AOR = 2.52, 95% CI  = 1.37–4.65), 
and waiting for no more than 30 min in the health facility to get service (AOR = 2.31, 95% CI  = 1.28–4.16) were factors 
associated with pregnant women’s satisfaction with antenatal care services.
Conclusion: More than two-thirds of pregnant women were satisfied with the antenatal care service. The type of health 
facility, education status, number and initiation time of antenatal visit, history of stillbirth, and waiting time to get service 
were factors associated with pregnant women’s satisfaction with antenatal care services.
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Introduction

Globally, pregnancy and childbirth are significant phenom-
ena for pregnant women and their families, making them vul-
nerable to both women and fetuses.1 More than 99% of 
maternal deaths occur in low-and middle-income countries. 
Although, by 2015, maternal mortality had decreased by over 
44%, maternal mortality levels have continued to remain 
unacceptably high in sub-Saharan Africa (SSA).2–5 Inadequate 
access to quality antenatal care (ANC) and poor satisfaction 
contribute significantly to these preventable maternal deaths.6

In Ethiopia, the maternal mortality ratio was 412 per 
100,000 live births according to the 2016 Ethiopian 
Demographic Health Survey (EDHS), which is among coun-
tries with high maternal deaths.4,5 The country is committed 
to achieving the Sustainable Development Goals (SDGs), 
which plans to reduce maternal death to less than 70 deaths 
per 100,000 live births between 2016 and 2030. However, 
progress has been stagnated in low- and middle-income 
countries, including Ethiopia.4,5,7

The ANC is considered one of the best strategies to reduce 
maternal morbidity and mortality.4,8,9 Although the 2016 
World Health Organization (WHO) ANC model recom-
mends a minimum of eight ANC contacts, with the first con-
tact scheduled to take place in the first trimester, two contacts 
scheduled in the second trimester, and five contacts sched-
uled in the third trimester, Ethiopia still applies the 2002 
WHO focused antenatal care (FANC) model, which recom-
mends that pregnant women need to have a minimum of four 
antenatal visits for a normal pregnancy. Worldwide, 85% of 
the pregnant women had at least one ANC visit, whereas 
only 58% had the recommended four ANC visits.10,11 In 
Ethiopia, 62% of pregnant women had at least one ANC visit 
and only 32% of pregnant women in Ethiopia had the recom-
mended four ANC visits as per the 2016 EDHS.4 The 5-year 
Ethiopian health sector transformation plan targets to 
increase the proportion of women receiving at least four 
ANC visits up to 68% to 95% in 2020.4,5,12

In many African countries, the utilization of ANC services is 
directly related to the satisfaction of the clients.13,14 Different 
studies conducted in Ethiopia revealed that the pregnant wom-
en’s satisfaction with ANC service ranges between 33.4% and 
83.9%. The pregnant women’s satisfaction with ANC was 
60.4% in Jimma town, 53.3% in Bahir Dar Special Zone, 33.4% 
in Bursa Woreda of Sidama Zone, and 83.9% in Alganesh 
Health Center Shire, North West Tigray.15–18 Patent’s satisfac-
tion with the service also affects other people’s service utiliza-
tion in such a way that the satisfied patient will express their 
satisfaction and recommendation to the other four to five peo-
ple, and the dissatisfied one will complain to 20 or more other 
people about their dissatisfaction with the services.19,20

Determinants such as the history of previous ANC, sex of 
service provider, initiation time, number of ANC visits, his-
tory of stillbirth, history of abortion, planned pregnancy, facil-
ity type, distance and waiting time, and maternal education 

had a potential impact on pregnant women’s satisfac-
tion.14,15,21–26 However, there is an inconsistency between the 
above-mentioned studies, which is influenced by socio-cul-
tural, economic, and geographical variations.23 One of the 
challenges that we continuously faced recently is suboptimal 
quality ANC and client dissatisfaction. Thus, assessing the 
extent of women’s satisfaction with health services is crucial, 
as satisfied clients are more likely to adhere to treatment and 
receive the benefits of ANC. Although client satisfaction is 
essential for further improvement of the quality of ANC and to 
provide quality healthcare services for pregnant women, there 
is a paucity of data on pregnant women’s satisfaction in 
Ethiopia, particularly in the study settings. Therefore, this 
study aimed to assess ANC satisfaction and associated factors 
among pregnant women at public health facilities in the Harari 
region, eastern Ethiopia.

Methods and materials

Study setting and design

A health facility–based cross-sectional study design was con-
ducted in public health facilities found in the Harari region 
from February 1 to 30, 2017. The Harari regional state is one of 
the nine regional states found in Ethiopia. Harar city is the capi-
tal of the Harari region found 510 km away from Addis Ababa 
in the eastern part of the country. The Harari region is the 
smallest regional state in Ethiopia, with nine Woredas and 36 
Kebeles, and 59,487 total households. According to the 2016 
Harari Regional Health Bureau report, the region has a total 
population of 240,000, of those 123,072 are females and 
53,383 are women of reproductive age group. There are two 
public hospitals and eight public health centers with 591 health 
professionals in the region. ANC services are provided using 
2002 WHO FANC model by male or female midwives/clinical 
nurses in all public health facilities in the region.

Study population

All pregnant women attending ANC service in public health 
facilities found in the Harari region were the source popula-
tion, and all pregnant women utilizing ANC services during 
the study period in public health facilities found in the Harari 
region were the study population.

Inclusion and exclusion criteria

Pregnant women who were registered for ANC service dur-
ing the data collection period were included and those who 
were unable to respond were excluded.

Sample size determination

The sample size was calculated for both objectives of this 
study. The sample size for the first objective (magnitude of 
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satisfaction with ANC service) was calculated using a single 
population proportion formula (n = (Z α/2)2pq / d2)) with the 
following assumptions: confidence level at 95%, the best 
estimate of population proportion 60.4% taken from a previ-
ous study done in Jimma town,14 and 5% margin of error. 
Then, the sample size was 368.

The sample size for the second objective (factors associ-
ated with pregnant women’s satisfaction with ANC service) 
was calculated by using the Statcalc of Epi Info statistical 
software version 7 with the following assumptions: confi-
dence level = 95%, Power = 80%, the ratio of unexposed to 
exposed almost equivalent to 1.

Using double population formula

n
z 2p3q3 z p1q1 p2q2
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+ +
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where p1 = current estimate of population proportion, P1 (for 
non-exposed group), q1 = 1 – p1, p2 = current estimate of 
population proportion, P2 (for exposed group), q2 = 1 – p2, 
p3 = estimated average of p1 and p2, q3 = estimated average 
of q1 and q2, Zα = the Z value corresponding to the alpha 
error (two-tailed), Zβ = the Z value corresponding to the beta 
error, and by taking variables that have association with 
ANC service satisfaction like time of initiation of ANC,16 
frequency of ANC visits,16 history of stillbirth15 from differ-
ent previous studies, the sample size was calculated. Then, 
the history of stillbirth was the variable that gave us the larg-
est sample size of 506.

Finally, by comparing the sample sizes for the first and 
second objectives, the largest sample size was found to be 
506 from the second objective, and by adding 10% for the 
non-response rate, the final sample size became 531.

Sampling technique

First, by taking the most recent quarterly (3 months) 
report of ANC users in each public health facility as a 
baseline, the monthly estimated number of pregnant 
women for ANC service was determined. Then, the num-
ber of pregnant women from each public health facilities 
was determined by proportionally allocating the calcu-
lated 531 sample size to the total number of pregnant 
women who received ANC services in 1 month. And then, 
systematic random sampling was applied to select the 
required number of study subjects.

There were 3243 pregnant women who received ANC in 
all public health facilities, which implies that on average, 
1081 pregnant women received ANC in each month in all 
public health facilities. By proportionally allocating the cal-
culated 531 sample size to the total number of pregnant 
women who received ANC services in each month 
(531/1081), we found the sampling fraction as one-half 
(1/2). Then, every other pregnant woman registered for ANC 

services during the data collection period was recruited in 
each health facility for this study (Figure 1).

Measurement of pregnant women’s satisfaction 
with ANC

We used a questionnaire that contained socio-demographic 
characteristics, the obstetric profile of pregnant women, char-
acteristics of the health facilities, and measure of satisfaction 
with the ANC services. The outcome variable satisfaction 
was assessed using a 5-point Likert-type scale ranging from 
very dissatisfied to very satisfied (1 = very dissatisfied, 2 = dis-
satisfied, 3 = neutral, 4 = satisfied, 5 = very satisfied points) 
with 29 measuring items. Then, very satisfied and satisfied 
were merged as “satisfied,” and neutral, dissatisfied, and very 
dissatisfied were merged as “unsatisfied” for the sake of 
regression analysis.27,28 Neutral responses were classified as 
dissatisfied considering that they may represent a fearful way 
of expressing dissatisfaction. This is likely because the inter-
view was undertaken within the health facilities, and as a cul-
ture, mothers may have been reluctant to express their 
dissatisfaction with the services they received.

Then, the satisfaction of pregnant women with ANC ser-
vices was measured using the following operational 
definitions:

Satisfied with ANC services = when a pregnant woman is 
scored satisfied with 22 or more of the 29 satisfaction 
measurement items. (Satisfied with 75% of the satisfac-
tion measurement items)

Unsatisfied with ANC services = when a pregnant woman 
is scored satisfied with fewer than 22 satisfaction items. 
(Satisfied with <75% of the satisfaction measurement 
items)27,28

Data collection tools and quality

The data were collected using structured questionnaires and 
measurement scales that were adapted from reviewing the lit-
erature reviews.15,16,29,30 The questionnaires were translated 
into the local language, that is, Amharic, for data collection and 
then retranslated back into English. Two days of training was 
given to the data collectors and supervisors on the data collec-
tion tool and data collection procedure. The questionnaire was 
pretested on 5% of the sample size out of the study area in 
Haramaya hospital 1 month before the actual data collection 
period for the amendment of the questionnaires. The data col-
lectors were 10 in number and supervised by two diploma 
nurses and the principal investigator. The data collectors and 
supervisors were non-staff members and women to make preg-
nant women feel more confidential and secured. The clients 
were interviewed using a direct face-to-face structured inter-
view at the exit time after receiving the ANC services.
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Data processing and analysis

After data collection, data were cleaned, checked for com-
pleteness, coded and entered into EpiData Version 3.1, and 
analyzed using SPSS Version 22.0 statistical software. 
Categorical variables were described using frequency, per-
centage, and tables. Continuous variables were assessed for 
normality and were described using the summary measures 
(mean and standard deviation (SD)). The outcome variable 
satisfaction was assessed using a 5-point Likert-type scale 
and then dichotomized “satisfied” and “unsatisfied” for the 
sake of regression analysis. Bivariable logistic regression 
analysis was used, and crude odds ratio (COR) was com-
puted to assess the association between each independent 
and the outcome variables. Then, variables with a p-value 
<0.25 were included in the multivariable logistic regression 
analysis to control for all possible confounders. Hosmer–
Lemeshow goodness-of-fit test was done to test for model 
fitness during multivariable logistic regression analysis. A 
multicollinearity test was carried out to see the correlation 
between the independent variables. The associated factors 
were identified by estimating the adjusted odds ratio (AOR) 
with 95% confidence interval (CI). Finally, statistical signifi-
cance was declared at p < 0.05.

Results

From 531 sample size, a total of 516 pregnant women were 
enrolled in the study, giving a response rate of 97.4%.

Socio-demographic characteristics

The mean and SD age of the pregnant women was 23.9 ± 4.4 
(range = 18–40) years. The majority of the respondents 209 
(40.5%) were between 20 and 24 years of age. A total of 384 
(74.4%) pregnant women were Muslim, and 299 (57.9%) 
were urban residents. A total of 212 (41.1%) pregnant women 
had no formal education. A total of 344 (66.7%) pregnant 
women were housewives and 514 (99.6%) were married 
(Table 1).

Obstetric and reproductive health profiles of 
participants

Among all pregnant women, 282 (54.7%) had at least one 
history of ANC visits. A total of 290 (56.2%) respondents 
initiated ANC within the first trimester of pregnancy, and 
for 347 (67.2%) pregnant women, their current visit was for 
the second or more visits. Regarding parity, 290 (56.2%) 

Figure 1.  Schematic representation of sampling method.
JHU = Jugol hospital, HFS = Hiwot Fana specialized teaching hospital, ABHC = Aboker Health center, AMHC = Amir-Nur Health Center, HSHC = Hasenge 
Health Center, ERHC = Erer Health Center, JNHC = Jenella Heath Center, ARHC = Arategna Health Center, HRHC = Harawe Health Center, 
SOHC = Sofi Health Center.
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mothers were multiparous and 319 (61.8%) were multigrav-
ida mothers. Sixty-eight (13.2%) and 42 (8.1%) mothers 
had a history of stillbirth and a history of abortion, respec-
tively (Table 2).

Health service–related characteristics

Of all the participants, 273 (52.9%) pregnant women 
attended their ANC at the health centers and 396 (76.7%) 
mothers received ANC by female health professionals. A 
total of 440 (85.3%) participants had waited for 30 min or 
less in the health facility to get ANC service and 362 (70.2%) 
of the respondents had less than 20-min consultation time. A 
total of 445 (86.2%) pregnant women perceived as they had 
privacy during the examination. However, 296 (57.4%) 
pregnant women reported that healthcare providers did not 
explain the procedure before the examination. Working time 
was convenient for 501 (97.1%) respondents, and 371 
(71.4%) pregnant women spent 30 min or less to reach the 
health facility (Table 3).

ANC service satisfaction among pregnant women

A total of 363 (70.3% (95% CI = 66.4%–74.3%)) pregnant 
women were satisfied with the ANC services offered at the 
public health facilities in the Harari region.

Of the 29 items used to measure the overall satisfaction of 
pregnant women with ANC services, examination room 
cleanness–related satisfaction (474 (91.9%)), patient pri-
vacy–related satisfaction (474 (91.9%)), and service provid-
er’s politeness and/or respectfulness-related satisfaction 
(493 (95.5%)) were among the components with the highest 
satisfaction score. However, pregnant women’s satisfaction 
related to service provider explanation about the procedure 
(211 (40.9%)), the presence of handwashing facility in the 
institution (235 (45.5%)), and the administration process of 
institution (237 (45.9%)) were among the components with 
the lowest score (Figure 2).

Factors associated with pregnant women’s 
satisfaction with ANC services

Both bivariable and multivariable binary logistic regression 
analyses were done to identify the determinants of pregnant 
women’s satisfaction with ANC services. In multivariable 
logistic regression analysis, the odds of ANC satisfaction were 
2.44 times higher among pregnant women who received the 
service in hospital than those who utilized in the health center 
(AOR = 2.44, 95% CI = 1.50–3.98). Women who attended no 
formal education and attended primary education had 2.53 and 
2.17 higher odds of satisfaction with ANC services compared 
with those who had secondary and above education 
(AOR = 2.53, 95% CI = 1.52–4.20) and (AOR = 2.17, 95% 
CI = 1.17–4.04), respectively. Moreover, pregnant women who 
had more than one ANC visit had 4.62 times the odds of being 
satisfied with ANC services than those who had a first visit 
(AOR = 4.62, 95% CI = 2.98–7.17). Furthermore, the odds of 
pregnant women’s satisfaction were 1.74 times higher among 
women who initiated their ANC in the first trimester of preg-
nancy compared with those who had initiated after the first tri-
mester of their pregnancy (AOR = 1.74, 95% CI = 1.12–2.71). 
Pregnant women who had no history of stillbirth had 2.52 
times the odds of being satisfied with ANC services compared 
with their counterparts (AOR = 2.52, 95% CI = 1.37–4.65). 
Besides, pregnant women who waited for less than 30 min in 
the health facility to get service had 2.31 times higher odds of 
satisfaction with ANC than those who waited for more than 
30 min (AOR = 2.31, 95% CI = 1.28–4.16) (Table 4).

Discussions

This study assessed pregnant women’s satisfaction with 
ANC services and associated factors in the Harari region of 
eastern Ethiopia. Accordingly, pregnant women’s satisfac-
tion with ANC services was 70.3% (95% CI = 66.4%–
74.3%), which is in line with a study conducted in Uganda 
(74.6%).31 This finding is lower than the study carried out in 
Sweden (82%) and Tigray Ethiopia (83.9%).18,32 However, 

Table 1.  Socio-demographic characteristics of pregnant women 
attending antenatal care at public health facilities in the Harari 
region, eastern Ethiopia, February 2017.

Variables Categories Frequency %

Age in years 15–19 80 15.5
  20–24 209 40.5
  25–29 160 31.0
  30–34 50 9.7
  35–39 15 2.9
  40–44 2 0.4
Religion Orthodox 113 21.9
  Muslim 384 74.4
  Protestant 19 3.7
Residence Urban 299 57.9
  Rural 217 42.1
Ethnicity Oromo 381 73.8
  Amhara 75 14.5
  Gurage 30 5.8
  Others 30 5.8
Educational status No formal education 212 41.1
  Primary 97 18.8
  Secondary and above 207 40.1
Occupation Housewife 344 66.7
  Merchant 63 12.2
  Employed 77 14.9
  Daily laborer 12 2.3
  Farmer 16 3.1
  Student 4 0.8
Partner’s 
educational status

No formal education 240 46.5

  Primary 58 11.2
  Secondary and above 216 41.9
  Has no partner 2 0.4
Marital status Married 514 99.6
  Unmarried 02 0.4
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the present finding is higher than studies in Pakistan (46%),33 
Oman (59%),34 and studies in Ethiopia, for example, in 
Jimma (60.4%),15 Bahir Dar (52.3%),16 and Sidama 
(33.4%).17 This variation might be due to differences in ser-
vice quality provided, the study setting, and the measure-
ment used for the satisfaction assessment. Moreover, the 
variation may be due to difference in the study setting, this 
study includes both hospitals and health centers while the 
other studies15–17 included only the health centers. In fact, 
hospitals have better resources and infrastructure than health 
centers and there is a high chance of having quality services 
in the hospital than in the health centers.

Regarding the factors associated with pregnant women’s 
satisfaction with ANC, facility type, initiation of ANC in the 
first trimester of pregnancy, number of ANC visits, educa-
tional status, waiting time, and history of stillbirth were inde-
pendently associated with ANC service satisfaction.

The educational status of pregnant women was signifi-
cantly associated with ANC satisfaction. Women who did 
not attend formal education and attend primary education 
had 2.53 and 2.17 higher odds of satisfaction with ANC ser-
vices compared with those who had secondary or higher edu-
cation. This finding is congruent with studies in Malaysia35 
and Sidama, Ethiopia.17 However, this is in contrast with 
studies conducted in Nepal and Nigeria.36,37 The possible 
reasons may be women with a higher level of schooling need 
more quality care for satisfaction since they have a better 

understanding about the service and know what to expect 
from that service.

The findings of this study indicated that the frequency of 
ANC visits was a significant factor for women’s satisfaction 
with ANC services. Pregnant women who had more than one 
ANC visit had 4.62 times the odds of being satisfied with ANC 
services than those who had the first visit. This was in agree-
ment with findings in Nigeria,13 Riyadh,38 and Ethiopia,16,26 in 
which pregnant women’s satisfaction was significantly higher 
among women who had more visits. The positive association 
could be due to developing awareness of its importance by 
repeated visits, increasing client needs, and effective response 
to this need by the healthcare professional. Moreover, a satisfied 
woman is more likely to increase compliance with ANC 
visits.35

The 2016 WHO guideline recommends at least eight 
ANC visits, and the first visit should take place before the 
first trimester of pregnancy.10 We found a significant associ-
ation between several ANC visits during the first trimester 
and satisfaction. The odds of pregnant women’s satisfaction 
was 1.74 times higher among women who initiated their 
ANC in the first trimester of pregnancy compared with those 
who had initiated after the first trimester of their pregnancy. 
This finding was consistent with previous studies in 
Malawi,39 Uganda,31 and Ethiopia.16,17 This might be because 
early initiation of ANC will increase pregnant women’s 
chance of having a repeated visit, which in turn affects the 
expectations and perception of pregnant women.

Table 2.  Obstetric and reproductive health profiles of pregnant 
women attending ANC at public health facilities in the Harari 
region, eastern Ethiopia, February 2017.

Variables Categories Frequency %

History of previous ANC Yes 282 54.7
  No 234 45.3
Initiation time of ANC 1st trimester 290 56.2
  2nd trimester 189 36.6
  3rd trimester 37 7.2
Frequency of ANC visit/
current visit

First visit 169 32.8

  Repeated visit 347 67.2
Gravidity Gravida 1 197 38.2
  Gravida 2–5 294 57.0
  Gravida >5 25 4.8
Parity Nulliparous 202 39.1
  Multipara 290 56.2
  Grand multipara 24 4.7
History of stillbirth Yes 68 13.2
  No 448 86.8
History of abortion Yes 42 8.1
  No 474 91.9
Status of current pregnancy Intended 496 96.1
  Unintended 20 3.9

ANC: antenatal care.

Table 3.  Health service characteristics of pregnant women 
attending ANC at public health facilities in the Harari region, 
eastern Ethiopia, February 2017.

Variables Categories Frequency %

Health facility type Hospital 243 47.1
  Health center 273 52.9
Sex of ANC service provider Female 396 76.7
  Male 120 23.3
Waiting time to get service ⩽30 min 440 85.3
  >30 min 76 14.7
Duration of consultation time ⩾20 min 154 29.8
  <20 min 362 70.2
Service provider explain the 
procedure before examination

Yes 220 42.6

  No 296 57.4
Privacy during examination Yes 445 86.2
  No 71 13.8
The convenience of working 
time

Yes 501 97.1

  No 15 2.9
Time is taken to reach the 
health facility

⩽30 min 371 71.9

  >30 min 145 28.1

ANC: antenatal care.
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Furthermore, pregnant women who had no history of 
stillbirth had 2.52 times the odds of being satisfied with ANC 
services compared with their counterparts. This result is con-
sistent with the results of a study done in Jimma town.15 The 
probable reason may be that the past pregnancy ends up in 
stillbirth, which may lead to having more expectations of the 
ANC services they need, and when the service they receive 
is below their expectations, there is a chance of dissatisfac-
tion with the service.

Also, the health institution type and waiting time in the 
facility affect pregnant women’s satisfaction with the ANC. 
The odds of ANC satisfaction were 2.44 times higher among 
pregnant women who received the service in the hospital than 
those who utilized in the health center. Pregnant women who 

waited for less than 30 min in the health facility to get service 
had 2.31 times higher odds of satisfaction with ANC than those 
who waited for more than 30 min. This is supported by studies 
in China, Addis Ababa, and Jimma, Ethiopia.15,40,41 This differ-
ence might be because hospitals have better resources, includ-
ing infrastructure, human power, medical equipment, and 
materials than health centers.

Limitation of the study

This finding is not without certain limitations. First, it is a 
cross-sectional study design, and the cause–effect relation-
ship for all significant associations may not be established. 
Second, we included pregnant women irrespective of 
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Welcoming environment of the ins�tu�on

Involvement in decision process

Easiness to find MCH/ANC room

Laboratory and other diagnos�c service

sp easy to understand

sp show effort to comfort you

Examina�on room cleanness

Privacy

Politeness (respec�ulness)

Figure 2.  The percentages of items used to measure the overall ANC services satisfaction for pregnant women in public health 
facilities in the Harari region, eastern Ethiopia, February 2017.
Sp*: service provider.
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previous exposure, so women who were on their first visit 
could not be able to judge the quality of some components of 
services accurately. Finally, we included only public health 
facilities in the study setting. This may not be representative 
of pregnant women who are attending private facilities.

Conclusion

The proportion of satisfaction of pregnant women with ANC 
services was relatively high. More than two-thirds of preg-
nant women were satisfied with the ANC. Receiving ANC 
service from the hospital, having no formal education and 
having a primary education, having a repeated visit to ANC, 
initiating ANC services within the first trimester, having no 
history of stillbirth, and waiting for no more than 30 min in 
the health facility to get service were identified as positively 
significant associated factors with ANC service satisfaction. 
We recommend health facilities and stakeholders to give due 
attention to improving timely responsiveness and clinical 
care quality. They also should emphasize improving infra-
structure in health facilities like hand washing and toilet 
facilities and reduce long waiting times to receive ANC.
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Table 4.  Factors associated with ANC service satisfaction among pregnant women attending ANC at public health facilities in the 
Harari region, eastern Ethiopia, February 2017.

Variables Categories Overall satisfaction Crude OR (95% CI) Adjusted OR (95% CI)

  Satisfied N (%) Unsatisfied N (%)  

Type of health institution Hospital 188 (77.4) 55 (22.6) 1.91 (1.29–2.82) 2.44 (1.50–3.98)*
  Health center 175 (64.1) 98 (35.9) 1  
Educational status of 
respondents

No formal education 157 (74.1) 55 (25.9) 1.65 (1.09–2.51) 2.53 (1.52–4.20)*

  Primary 75 (77.3) 22 (22.7) 1.97 (1.13–3.43) 2.17 (1.17–4.04)****
  Secondary and above 131 (63.3) 76 (36.7) 1  
History of previous ANC Yes 207 (73.4) 75 (26.6) 1.38 (0.94–2.01) 1.53 (0.99–2.35)
  No 156 (66.7) 78 (33.3) 1  
Frequency of current ANC 
visit

Revisit 280 (80.7) 67 (19.3) 4.33 (2.89–6.47) 4.62 (2.98–7.17)*

  First visit 83 (49.1) 86 (50.9) 1  
Time of initiation of ANC Within the first trimester 217 (74.8) 73 (25.2) 1.62 (1.11–2.38) 1.74 (1.12–2.71)****
  After the first trimester 146 (64.6) 80 (35.4) 1  
History of stillbirth No 327 (73.0) 121 (27.0) 2.40 (1.43–4.04) 2.52 (1.37–4.65)**
  Yes 36 (52.9) 32 (47.1) 1  
History of abortion Yes 33 (78.6) 9 (21.4) 1.60 (0.74–3.43) 1.66 (0.68–4.04)
  No 330 (69.6) 144 (30.4) 1  
Waiting time to get service ⩽30 min 321 (73.0) 119 (27.0) 2.18 (1.33–3.60) 2.31 (1.28–4.16)***
  >30 min 42 (55.3) 34 (44.7) 1  
Duration of consultation 
time

⩾20 min 119 (77.3) 35 (22.7) 1.64 (1.06–2.55) 1.45 (0.87–2.42)

  <20 min 244 (67.4) 118 (32.6) 1  

ANC: antenatal care; OR: odds ratio; CI: confidence interval.
Asterisk shows that the variable is significant at p-value: *p = 0.001; **p = 0.003; ***p = 0.005; ****p = 0.014 in multivariable logistic regression analyses.
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