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Abstract

Background: Antenatal care (ANC) provided by a trained health care provider is important for monitoring
pregnancy thereby reducing potential risks for the mother and child during pregnancy and delivery. The World
Health Organization (WHO) recommends at least four ANC visits to all pregnant women. While the proportion of
women who attend at least one ANC in low-income countries is high, most pregnant women start their first ANC
attendance very late. In Tanzania only 24% of pregnant women start their first ANC attendance before the fourth
month of pregnancy. While factors for the utilization of antenatal care in general have been widely studied, there is
paucity of studies on the factors affecting timing of the first ANC attendance. This study aimed to understand
individual, community, and health system factors that lead to the delay in seeking ANC services among pregnant
women in Ilala Municipal in Dar es Salaam region, Tanzania.

Methods: A qualitative exploratory study, using in-depth interviews with 20 pregnant women and five health care
workers was conducted in three different health facilities in Dar es Salaam Tanzania. Thematic analysis approach
was used to analyse the data.

Results: Individual perceptions of antenatal care, past experience with pregnancy, fear of pregnancy disclosure, and
socio-cultural beliefs were the key individual and social factors for late ANC attendance. Shortage of trained health
care workers, lack of spouse’s escort and health providers’ disrespect to pregnant women were the main health
system barriers to early ANC attendance.

Conclusions: This study concludes that community members should be sensitized about the importance of early
ANC attendance. Additionally, while spouse’s escort policy is important for promoting PMTCT, the interpretation of
the policy should not solely be left to the health providers. District and regional health officials should provide
correct interpretation of this policy.
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Background
Antenatal care (ANC) provided by a trained health care
provider is important for monitoring pregnancy, thereby
reducing potential risks for the mother and child during
pregnancy and delivery. Approximately 300,000 women
die each year due to pregnancy related deaths and over
99% of these deaths take place in low income countries
and most could have been prevented [1].While the

timing of ANC varies between high and low income
countries, there is almost common understanding that
ANC attendance is a lifesaving intervention for pregnant
women and foetus [2].
ANC provides the opportunity to detect and treat

complications of pregnancy and to deliver preventive
health services such as immunisation against tetanus,
prophylactic treatment of malaria and worms, and HIV
testing and counselling leading to Prevention of Mother
to Child HIV Transmission (PMTCT) [2–4]. An exten-
sive body of evidence has shown that women who start
ANC attendance early and continue regularly, are likely
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to get birth through the hand of a skilled birth attendant
compared to those who initiate ANC late and attend few
visits [5–8]. Beside the role of detecting risks factors,
ANC exposes women to health education on danger
signs and birth preparedness and encourages them to
deliver with a skilled attendant or in a health facility [9].
Knowledge attained by pregnant women who attend
ANC is not only used during the pregnant period but
also after giving birth [9].
The World Health Organization (WHO) and the

Tanzanian Ministry of Health’s ANC guidelines recom-
mend at least four ANC visits for uncomplicated preg-
nancies with the first visit starting before 12 weeks of
gestation [3, 10]. However, studies have indicated that
the vast majority of women in sub-Saharan Africa start
antenatal care considerably late [3, 11–14]. A comparative
analysis of the use of maternal health services in sub-
Saharan Africa showed that adolescent mothers initiated
ANC attendance even later than adult mothers [11].
The findings of the recent Tanzania Demographic and

Health Survey showed that though over 90% of pregnant
women attend ANC at least once, only 51% make four
or more visits during their entire pregnancy, and only
24% of women made their first ANC attendance before
the fourth month of pregnancy [15]. In Dar es Salaam
the figure is even lower than the national coverage. Only
14% of pregnant women started ANC clinics before the
third month of pregnancy in Dar es Salaam [15].
Factors influencing utilization of antenatal care in gen-

eral have been widely studied. It has been shown that
mothers who are educated, and those whose husbands
are educated are more likely to utilize antenatal care ser-
vices [16–18]. Availability, affordability and easy accessi-
bility of ANC services increase its utilization [17, 18].
Studies have reported that pregnant women with low
socio-economic status are less likely to use antenatal
care services than those with higher socio-economic sta-
tus [19, 20].Cultural beliefs and ideas about pregnancy
also have been reported to influence ANC use and may
lead to mothers attending ANC late or attend a few
ANC visits [21].Other studies have reported that youn-
ger age and unplanned pregnancy, and lack of know-
ledge regarding the importance of early ANC are the
causes for delayed initiation of ANC [22–24].
While factors for the utilization of antenatal care in

general have been widely studied, there is paucity of
studies on the factors affecting timing of the first ANC
attendance. Most previous studies on late ANC attend-
ance have mainly relied on the use of questionnaires
[21]. Although these studies provide insights into factors
for late attendance of ANC, context-specific studies on
individual, community and health system factors that
lead to late initiation of ANC are needed. Only few stud-
ies have employed qualitative approaches to explore

factors that influence ANC attendance in sub-Saharan
Africa [22, 25–28]. These studies highlight the import-
ance of understanding context-specific factors for ANC
attendance. Using a qualitative approach, this study
aimed to explore context-specific factors that lead to
delay in seeking ANC services among pregnant women
in Ilala Municipal in Dar es Salaam region, Tanzania.

Methods
The study was conducted in Reproductive and Child
Health Care clinics in three different health facilities in
Ilala Municipal in Dar es Salaam region. According to
the National Population Census of 2012, Ilala Municipal
has1,220,611 inhabitants. It is the largest Municipality in
Dar es Salaam Region. The population is comprised of
different tribes from almost all regions of Tanzania. The
study was done at Chanika, Kinyerezi and Arafa public
health facilities. These facilities were randomly selected.
An exploratory qualitative study was conducted from

April to June 2017. The use of exploratory design was
based on its ability to offer an opportunity to explore
people’s experiences in their own settings. The study
was conducted by the first author (SM) as part of his
Master of Public Health (MPH) programme at the Uni-
versity of Dar es Salaam. Interviews were conducted in
Kiswahili language by the first author (SM). A purposive
sampling technique was used to recruit respondents. In-
terviews were conducted with health care providers and
with women who were attending antenatal care and
women who had delivered in the last 12 months present
in the clinic on the day of the visit. Interview guides
were developed to assist semi-structured interviews with
respondents. Interviews were audio-recorded with the
permission of the respondents. The saturation point was
reached after conducting in-depth interviews with 20
women attending ANC and PNC clinics and five inter-
views with health providers.

Data Analysis
Thematic analysis approach was used to analyse the data.
First, recordings of the interviews were transcribed verba-
tim by SM and checked for accuracy by a senior re-
searcher SOM. Transcription and data analysis were
carried out from July – September 2017, immediately after
the field work. Interviews were translated from Kiswahili
to English by a professional language expert. Both authors
read the transcribed interviews in order to familiarise
themselves with the data. Data were coded manually by
SM in accordance with the identified themes. Additional
codes which emerged during the coding process were
added along the way. The second author (SOM) who is
more experienced in qualitative research checked for
consistency during the coding process. Data were sum-
marised and synthesised, retaining key terms, phrases and
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expressions of the respondents. Finally, interpretation of
the themes was realized by reading the transcripts several
times.

Results
Median age of the women was 26.4 years and the age range
was 19 to 37 years. The majority of pregnant women were
not married 8 (40.0%). Nine women (45.0%) of the women
were in their first pregnancy, 15 women (75.0%) had a gesta-
tional age below 19weeks and five (25%) were between 20
and 32weeks. Thirteen women (65.0%) women had primary
education, 5 (25.0%) secondary education, and only one
(5.0%) had above secondary education. Table 1 summarizes
the socio-demographic characteristics of the women.
Median age of healthcare workers was 38.6, ranging

from 26 to 51 years. The majority of health care workers
were nurses with four being female and one male.
Table 2 shows the summary of the socio- demographic
characteristics of the health care workers.

Perceptions of women on ANC attendance
The majority of respondents expressed the importance
of starting antenatal care as soon as pregnancy is con-
firmed. Respondents believed that early antenatal care
attendance gives pregnant women an opportunity to be
tested and advised to improve health and prevent harm
to both mother and baby. Worries of uncertainty and

pregnancy complications were reasons to start seeking
antenatal care services immediately after confirming
pregnancy. One respondent put it this way:

“I have always had problems with my pregnancy. I got
sick during my last two pregnancies…I am always
worried that anything bad could happen. This is the
third time I am starting my clinic at 3 to 4 months of
pregnancy”(IDI with a pregnant woman).

In addition, respondents said, HIV testing is one of the
very preliminary tests done during the first antenatal
care visit. Thus, early attendance enables one to under-
stand her HIV status. For HIV positive individuals it
helps the mother to start anti-retroviral therapy as part
of prevention of mother to child transmission. However,
a few respondents were not aware of the importance of
early initiation of the ANC. One respondent illustrated
this way:

“It is not bad to start antenatal care early. But for me,
if you don’t have any problems with your pregnancy,
there is no need to start early. Let others with
problems go and get help” (IDI with a pregnant
woman).

A number of individual factors resulted in late ANC
attendance. The key themes which emerged were as
follows:

Lack of awareness and misconceptions of pregnant women
Most pregnant mothers especially during the first preg-
nancy delayed ANC attendance because they were not

Table 1 Socio-demographic characteristics of pregnant women

Variables Number of women (n = 20) Percent

Age group (years)

16–24 10 50.0

25–34 7 35.0

35–44 3 15.0

Marital Status

Married 7 35.0

Not married 8 40.0

Co habiting 5 25.0

Gestation age (Weeks)

Up to-19 15 75.0

20–32 5 25.0

33 and above 0 0.0

Education Level

No formal education 0 0.0

School drop outs 1 5.0

Primary education 13 65.0

Secondary education 5 25.0

Above secondary 1 5.0

Table 2 Socio-demographic characteristics of health care
workers

Variables Number of Health care workers
(n = 5)

Percent

Age in years

24–34 2 40.0

35–44 1 20.0

45–54 2 40.0

Sex

Male 1 20.0

Female 4 80.0

Title

Nurse assistant 3 60.0

Nurse midwife 1 20.0

Registered nurse 2 40.0

Medical doctor 0 0.0
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aware when to start ANC clinics and the number of
visits recommended as exemplified by one responded:

“I started my first clinic at fifth month of pregnancy. I
thought if you start early you will have to attend more
visits. I didn’t know it is the same four visits. I just
learned this after starting the antenatal care clinic”
(IDI with a woman with a child).

A few respondents reported that lack of familiarity
with the signs of pregnancy encouraged hesitation to
disclose pregnancy. As a result, women were more likely
to recognise pregnancy at a later stage and thus uninten-
tionally delayed ANC attendance. Some respondents
pointed this way:

“I was using injections for family planning. Therefore,
for a very long time I had not seen any menstrual flow.
So even after conceiving I didn’t notice. I had no other
signs until when my stomach started budging” (IDI
with a pregnant woman).

Furthermore, health care workers highlighted misper-
ceptions and lack of information, especially among low
income families, regarding costs for antenatal care. It
was reported that some families thought that ANC ser-
vices are charged and thus they could not afford the
costs of registration, testing for HIV and other diseases,
medicine, and consultation. In reality these services are
not charged for antenatal care.
While antenatal care services in Tanzania are provided

free, women reported some indirect costs which resulted
into delayed ANC attendance. A few respondents re-
ported that women needed some pocket money to spend
during clinic days. This is particularly important because
in most cases women spent almost the whole day when
attended ANC clinics.
Women with experience of smooth pregnancy and de-

livery delayed ANC attendance as they felt that every-
thing would be all right. One respondent illustrated this
way:

“My mother delivered all of us at home. I don’t see any
problem starting antenatal care late as long as you’re
doing fine” (IDI with a pregnant woman).

Distance to the health facility
Women from poor families living far from health facil-
ities could not afford transport costs and choose to wait
until delivery time. One respondent put it this way:

“Some health facilities are very far. You need to have a
bus or bodaboda (motorbike) fare to get there. Most

poor families cannot afford this for all visits. When
you are waiting to get money time also passes”(IDI
with a woman).

This finding was also confirmed by health care
workers. Particularly transport made pregnant women
delay starting ANC visits and even sometimes not at-
tending completely. One respondent put it this way:

“Distance from facilities is one of the problems. There
are some who have to take bodaboda every visit. Most
of them choose to delay or even skip clinic” (IDI with a
health worker).

Socio - cultural beliefs
All types of respondents reported that adolescents and
unmarried younger women tend to hide their pregnan-
cies to avoid potential problems like exclusion from
school, stigmatization and gossip. As a result they delay
ANC attendance. Some women feared to disclose their
pregnancy early due to witchcraft.

“I started antenatal clinic late because my mother- in-
law told me to wait for a couple of months. She said if
I disclose my pregnancy early, my child can disappear
supernaturally” (IDI with a pregnant woman).

Given the social nature of pregnancy, women preferred
to look smart while attending ANC visits. As a result,
women who were not able to get new clothes on time
were forced to delay ANC attendance. One respondent
said this way:

“You know for us women, when you want to go to the
public and you don’t have good or new clothes, you
feel shy and very uncomfortable. This makes some
women delay antenatal care clinic” (IDI with a
pregnant woman).

Community barriers for late ANC attendance
There were some community factors that influenced the
behaviour of pregnant women for early ANC attendance.
Respondents highlighted the importance of support

from peers and family members. In some cases, support
was good and prompted early ANC visits. In others, the
influence of peers resulted women to delay ANC visit.
One respondent illustrated this way:

“Because it was my first time, I asked my friends. But
they threatened me that if you start early you will get
tired… I was scared and didn’t know what to do until
I met someone with experience who was planning to go
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to clinic the next day. We then went together” (IDI
with a pregnant woman).

Most community members were supportive of ante-
natal care, although there were a few members of the
community who discouraged pregnant women to start
ANC early. Some women were worried of witchcraft es-
pecially during the early months of pregnancy. One re-
spondent said this way:

“In my community, they totally discourage to start
clinic when the pregnancy is below four months. They
say that there are people with bad eyes who can
destroy your pregnancy. I started antenatal care when
my pregnancy was 6 months. My mother is very strict
on this”. (IDI with a pregnant woman).

Health system barriers for late ANC attendance
Respondents highlighted a number of health system re-
lated factors which made women start ANC late.
Focused antenatal care guidelines require escort of a

spouse during the first ANC visit. The aim of this is to
enable health care workers provide health education to
the couple on danger signs during pregnancy, individual
birth preparation, and more important counselling and
testing for HIV.In order to implement this policy, health
facilities have made it mandatory for a woman to bring
her spouse during the first ANC attendance. Pregnant
women who are not able to come with their partner
were required to get an introductory letter from the vil-
lage/street leaders otherwise they may be denied ante-
natal care services. Respondents reported that pregnant
women who had challenges to get male partner’s sup-
port for different reasons felt reluctant to start ANC at-
tendance as they were worried that they would be
denied antenatal care services.

“I have my friend and we wanted to start clinic
together. Unfortunately, she was dating someone’s
husband and the man could not accept going with her
to the clinic. So she had to wait before we figured out
something”(IDI with a pregnant woman).

Another respondent added this way:

“I was sent back home two times because I did not
come with my spouse. I had to convince someone to
escort me. Then I was allowed to start clinic” (IDI with
a pregnant woman).

This finding was confirmed by health providers. While
health providers were aware of the unintended conse-
quences of this policy they had the opinion that the

policy was good for the health of the pregnant mother
and the new baby. One respondent put it this way:

“We insist they come together so that we can educate,
counsel and test them….We usually deny services
pregnant mothers who come alone, especially when we
believe that it is possible to bring her spouse. I think
this contributes to the late ANC attendance” (IDI with
a health worker).

However, health providers reported dilemmas they
were facing in deciding to deny services to pregnant
women who did not come with partners. One respond-
ent exemplified it this way:

“It is very difficult to decide to send a client back home.
But sometimes it is inevitable. You have to make sure
they come together so that they get health education
together and test for HIV” (IDI with a health provider).

Respondents reported that pregnant women and their
spouses who were not sure of their HIV status were
afraid of starting ANC attendance. Requirement for HIV
testing was the main factor for low male partners escort
for antenatal care. One respondent explained this way:

“Many people are worried to do HIV test. They are
compelled to go late, especially when they start
experiencing problems with pregnancy.” (IDI with a
woman).

Respondents highlighted the worries mothers have in
receiving HIV test results especially when it is HIV posi-
tive and the difficulty to accept the situation and cope
with life after the disclosure of the test results.

“During my second pregnancy, I never attended a
clinic. I gave birth at home, but it was not easy. That’s
why this time I decided to come. The reason I didn’t
come was that I was suspecting weird results. I
suspected my husband had many other sexual
partners” (IDI with a pregnant woman).

It was also reported that pregnant women who were
aware of their HIV status avoided going early to ante-
natal care clinics because of fear of disclosure of their
HIV status to the health providers and other people.
Fear of stigma delayed pregnant women who were HIV-
positive to start antenatal clinic. This finding resonances
with the interviews with health care workers. One re-
spondent put it this way:

“Women who know their HIV status do not like to test
with their spouse and share results. But our
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requirement is for them to come together. Most of them
will delay ANC attendance and will make sure they
come alone or never come for ANC services” (IDI with
a health worker).

Health facilities had critical shortage of health providers.
In almost all facilities, health care workers complained

that they were overwhelmed by workload. One respond-
ent said this way:

“As you can see, today I am alone. My colleague has
gone to the district office. We are only two. You can see
the long queue outside” (IDI with a health worker).

Shortage of health providers prompted health facilities
to schedule specific time for antenatal care. In order to
serve many women at a time, in most cases, health edu-
cation prior to the counselling and testing was provided
in groups. Shortage of health providers resulted into
long waiting times. The vast majority of women could
manage to stay long in the health facilities waiting for
the services, men could not tolerate. In most cases, men
were reported to be the principal breadwinners of the
household. It was thus very challenging for men to sacri-
fice income generating activities for virtually a whole
day.
Respondents complained about the behaviour of some

health care workers to treat them with no respect by
shouting, reprimanding and talking to them as non-
adults even when the mothers were older than health
care workers.

“Sometimes, the nurse just shouts at you and you feel
very bad because most of them are our children. When
you recall this, you feel like not going to clinic”(IDI
with a woman with a child).

A few respondents mentioned the behaviour of some
health care workers to laugh at pregnant teenagers com-
ing to start antenatal care discouraging others as they go
back and discuss with peers. This behaviour discourages
early attendance.

Discussion
The findings of the study revealed young and adolescent
pregnant women also started ANC attendance late due
to various factors. This finding is consistent with the lit-
erature. For example, a comparative study conducted in
Kenya, Ghana and Malawi reported that adolescent and
unmarried young women hid their pregnancies and de-
layed ANC to avoid the potential social implications of
pregnancy, exclusion from school, expulsion from their
home, partner abandonment, stigmatization, and gossip
[27]. Similarly, ethnographic studies from Mozambique

and Southern Tanzania illustrated that women at an
early stage of pregnancy delayed ANC initiation in order
to protect the unborn from witchcraft and sorcery at-
tacks of jealous neighbours [25, 29]. In Zimbabwe preg-
nant women feared to attend ANC during the first
trimester due to the local belief that the early period of
pregnancy was most vulnerable to witchcraft [26].
This study indicated that community members still

consider pregnancy as a mysterious event that should
not be announced early. These findings underline the
need of a continued focus on sensitization campaigns on
the importance of early initiation of ANC clinics. The
focus should be on socio-cultural barriers to early ANC
attendance. Religious leaders should be sensitized and
capacitated with key messages that can be used to ad-
dress socio-cultural beliefs and misconceptions [3–32].
Geographic unaccessibility contributed to late initi-

ation of the ANC attendance. This finding has also been
reported in other studies [9, 21, 33, 34]. Nsibu and col-
leagues demonstrated statistical significant associations
between place of residence and the first ANC visit in the
first trimester [33]. We recommend that district health
managers should ensure that ANC services are brought
closer to where people live. This could be achieved
through mobile clinics, particularly in rural and hard to
reach areas. This would help many women who are fa-
cing economic difficulties with access to ANC.
The finding of this study revealed that while spouse’s

escort and HIV testing policy was intended to encourage
men to accompany their partners during ANC, the pol-
icy compelled women to delay ANC attendance and
sometimes completely skipping ANC. While this policy
is important for promoting PMTCT and other maternal
and child health outcomes, the implementation of the
policy should take into consideration the culturally
deep-rooted gender roles in the community [35]. In a
society where pregnancy and childbirth matters had for
a long time been considered as women’s affairs, it should
not be an obligation for a woman to come with her part-
ner. When women come alone they should be able to
get services without hesitation or bad language.
Interpretation of the spouse’s policy should not

solely be left to the health providers who may only
seek to achieve health related output targets such as
increasing the number of couples who take HIV test
while ignoring social consequences of this policy. The
district and regional health officials should provide
correct interpretation of this policy and provide inten-
sive sensitization to the policy implementers on the
importance of taking into consideration the ingrained
gender roles in maternal and child health. In addition,
community members, men in particular, should be
sensitized on the importance of ANC timing and HIV
testing during pregnancy.
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Instead of denying women services, health providers
should use verbal and official invitation to request men
to accompany their partners during the next ANC visit.
For example, in Malawi while mandatory HIV testing
was part of routine antenatal care, a woman who visited
the clinic for the first ANC visit, was requested to come
with her husband during the next visit [32]. Invitation
letters have been widely used to promote male participa-
tion in PMTCT in various settings [36–40]. Invitations
should highlight the importance of ANC visits for men.
Our findings revealed that fear for HIV testing for

both pregnant women and men resulted into late ANC
attendance. Earlier studies have reported that men and
women fear to receive HIV positive results due to the
HIV-associated stigma and disclosure [41–45].While
studies have reported that with the availability of life-
prolonging antiretroviral therapy, people tend to accept
HIV status and that HIV is now becoming accepted in
the society [41, 42], perceived stigma seems to continue
influencing individuals’ decisions to disclose their HIV
status [41, 45–47]. This finding underscores the need of
further sensitization of community members with regard
to the importance of knowing their HIV status. Further-
more, efforts done by the government, non-governmental
organizations and other stakeholders to address stigma re-
lated to HIV disclosure should be continued.
Equally important, health worker training and sys-

tem strengthening have the potential to increase the
quality of ANC services. In order to fully implement
ANC components such as counselling and integrated
testing and treatment for PMTCT of HIV, a sufficient
number of adequately trained health care workers is
necessary. By addressing these supply side factors, the
perception of quality of ANC care and the rate of
male involvement in pregnancy and childbirth may
improve. For example, creating “male-friendly” waiting
areas, extended hours of providing ANC services, and
reducing waiting time in health facilities have been
reported to increase male participation in maternal
and child health services [34, 48–50].

Strengths and limitations of the study
Key strength of this study is that data were collected
from multiple respondents including health providers,
pregnant women, and women who had delivered re-
cently. This provided a good opportunity to validate the
findings from different categories of respondents. Fur-
ther, a qualitative approach provided opportunity to
capture perceptions and experiences of the respondents
in their natural social settings. Notwithstanding these
strengths, limitations of the study are that interviews
were only conducted with women. It is possible that in-
terviews with men would provide additional or different
information on their perspectives regarding factors that

lead to delay in seeking antenatal care. In addition, this
study was conducted in one district and the findings
may not adequately reflect experiences of other districts
in Tanzania. While more studies covering different geo-
graphical settings would be helpful for evidence based
policy-making, this study provides an in-depth under-
standing of various factors which influence the timing of
the first ANC attendance.

Conclusion
This study aimed to explore factors for late initiation of
ANC attendance in Dar es Salaam, Tanzania. This study
concludes that individual, community and health system
related factors played a key role affecting timing of ANC
attendance. Community members should be sensitized
about the importance of early ANC attendance and HIV
testing during routine ANC attendance. While spouse’s
escort policy is important for promoting PMTCT and
other maternal and child health outcomes, interpretation
of the policy should not solely be left to health care pro-
viders who may only seek to increase the number of
couples who take HIV tests while ignoring social conse-
quences of this policy. Further, the government should
expand provision of ANC services near to its population
to reduce geographical and indirect costs associated with
ANC attendance. This could be achieved through mobile
clinics, particularly in rural and hard to reach areas.

Abbreviations
AIDS: Acquired Immune Deficiency Syndrome; ANC: Antenatal Care;
HIV: Human Immunodeficiency Virus; IDI: In-depth interview; MCH: Maternal
and Child Health; PMTCT: Prevention of Mother to Child Transmission;
WHO: World Health Organization

Acknowledgements
This work was part of the dissertation of the first author (SM) for Master of
Public Health (MPH) submitted at the University of Dar es Salaam. We are
grateful to regional and district health managers for providing permission to
conduct this study in their areas of jurisdiction. We also thank all healthcare
providers and women who participated in the study.

Authors’ contributions
SM was involved in the conception and design of the study. SM and SOM
analysed the data. SOM drafted the manuscript. All the authors read and
approved the final manuscript.

Funding
This work was part of the dissertation of the first author (SM) for Master of
Public Health (MPH) submitted to the University of Dar es Salaam. The study
was self-sponsored.

Availability of data and materials
The datasets generated and analysed during this study are not publicly
available since participants did not give consent for the public sharing of
their information. However, summaries of the information are available from
the corresponding author upon request. The interview guides for all study
participants are also available upon request.

Ethics approval and consent to participate
This study was approved by the Ethics Review Committee of the University
of Dar es Salaam Ref. No: AB3/12/B. The University of Dar es Salaam has
been given mandate to issue research and ethics clearance to its staff and
students on behalf of the Government of Tanzania and Tanzania

Mgata and Maluka BMC Pregnancy and Childbirth          (2019) 19:415 Page 7 of 9



Commission for Science and Technology. The research clearance was
presented to the regional and district authorities for approval in their areas
of jurisdiction. Verbal consent was obtained from prospective respondents
after the first author (SM) had explained the objectives of the study. The
Verbal Consent forms were approved by the ethics review committee along
with the research protocol. No participant below age 16 was involved in this
study. Key informants were informed of their right to withdraw from the
study any time they wished. They were also assured of confidentiality of any
information deemed necessary to be treated so. All interviews were audio-
recorded with the permission of the participants and the resulting recordings
and transcripts were stored in a manner that protected confidentiality.

Consent for publication
Not applicable

Competing interests
The authors declare that have no competing interests.

Author details
1Malaria Programme Laboratory, Walter Reed Program-Tanzania, P.O.BOX
13303, Dar es Salaam, Tanzania. 2Institute of Development Studies, University
of Dar es Salaam, P.O.BOX 35169, Dar es Salaam, Tanzania.

Received: 9 November 2017 Accepted: 31 October 2019

References
1. Maternal mortality. Fact sheet No. 348; Geneva: World Health Organization;

2014 (http://www.who.int/mediacentre/factsheets/fs348/en/ index.html,
accessed 22 June 2017).

2. TuncalpӦ P-RJP, Lawrie T, Bucagu M, Oladapo OT, Portela A, MetinGulmezoglu
A. WHO recommendations on antenatal care for a positive pregnancy
experience going beyond survival. BJOG. 2017;124:860–2.

3. Villar J, Bergsjo P. WHO Antenatal Care Randomized Trial: Manual for the
Implementation of the New Model Geneva: WHO; 2002.

4. Haji A, Feng ZC, Ramadhani AA. Transmission of HIV for children through
breastfeeding: case study Mufindi-Tanzania. IOSR J Humanities Soc Sci. 2016;
21(1):26–34.

5. Abou-Zahr CL, Wardlaw TM. Antenatal care in developing countries:
promises, achievements and missed opportunities. An analysis of
trends, levels and differentials, 1990–2001. Geneva: World Health
Organization; 2003.

6. Mpembeni RN, Killewo JZ, Leshabari MT, Massawe SN, Jahn A, Mushi D,
Mwakipa H. Use pattern of maternal health services and determinants of
skilled care during delivery in Southern Tanzania: implications for
achievement of MDG-5 targets. BMC Pregnancy and Childbirth. 2007;7:29.

7. Rockers PC, Wilson ML, Mbaruku G, Kruk ME. Source of antenatal care
influences facility delivery in rural Tanzania: a population-based study.
Maternal Child Health J. 2009;13:879–85.

8. Gudayu TW. Proportion and Factors with late Antenatal Care Booking
among Pregnant Mothers in Gonder Town, North West Ethiopia. Afr J
Reprod Health. 2015:19(2).

9. Gross K, Alba S, Glass TR, Schellenberg JA, Obrist B. Timing of antenatal care
for adolescent and adult pregnant women in south-eastern Tanzania. BMC
Pregnancy and Childbirth. 2012;12:16.

10. Ministry of Health Tanzania (RCHS/NMCP) & JHPIEGO. Focused Antenatal
Care. Malaria and Syphilis during Pregnancy. In: Orientation Package for
Service Providers Dar es Salaam: Ministry of Health; 2004.

11. Magadi MA, Agwanda AO, Obare FO. A comparative analysis of the use of
maternal health services between teenagers and older mothers in sub-
Saharan Africa: evidence from Demographic and Health Surveys (DHS). Soc
Sci Med. 2007;64:1311–25.

12. Kiwuwa MS, Mufubenga P. Use of antenatal care, maternity services,
intermittent presumptive treatment and insecticide treated bed nets by
pregnant women in Luwero district, Uganda. Malaria J. 2008;7:44.

13. Ndidi EP, Oseremen IG. Reasons given by pregnant women for late
initiation of antenatal care in the Niger delta, Nigeria. Ghana Med J.
2010;44:47–51.

14. Bbaale E. factors influencing the utilisation of antenatal care in Uganda.
AMJ. 2011;4(9):516–26.

15. Ministry of Health, Community Development, Gender, Elderly and Children
(MoHCDGEC) [Tanzania Mainland], Ministry of Health (MoH) [Zanzibar],
National Bureau of Statistics (NBS), Office of the Chief Government
Statistician (OCGS), and ICF. Tanzania Demographic and Health Survey and
Malaria Indicator Survey (TDHS-MIS) 2015-16. Dar es Salaam, Tanzania, and
Rockville: MoHCDGEC, MoH, NBS, OCGS, and ICF; 2016.

16. Adekanle DA, Isawumi AI. Late Antenatal Care Booking and its Predictors
among Pregnant Women in South Western Nigeria. Online J Health Allied
Sci. 2008;7(1):4.

17. Awusi VO, Anyanwu EB, Okeleke V. Determinants of antenatal care services
utilization in Emevor Village, Nigeria. Online J Health Allied Sci. 2008;7:1–6.

18. Saxena NC, Chandhiok N, Dhillon BS, Kambo I. Determinants of antenatal
care utilization in rural areas of India: A cross-sectional study of 28 districts. J
Obstet Gynaecol India. 2006;56:47–52.

19. Letamo G, Rakgoasi SD. Factors associated with non-use of maternal health
services in Botswana. J Health Popul Nutr. 2003;21(1):40–7.

20. Tann CJ, Kizza M, Morison L, Mabey D, Muwanga M, Grosskurth H, Elliott
AM. Use of antenatal services and delivery care in Entebbe, Uganda: A
community survey. BMC Pregnancy Child. 2007;11(7):23.

21. Simkhada B, Van Teijlingen ER, Porter M, Simkhada P. Factors Affecting the
Utilisation of Antenatal Care in Developing Countries: Systematic Review of
the Literature. J Adv Nurs. 2008;61(3):244–60.

22. Myer L, Harrison A. Why do women seek antenatal care late? Perspectives
from rural South Africa. J Midwifery Women’s Health. 2003;48(4):268–272.

23. Phafoli SH, Van Aswegen EJ, Alberts UU. Variables influencing delay in
antenatal clinic attendance among teenagers in Lesotho. South Afr Family
Pract. 2007;49(9):17–17h.

24. Bahilu T, G/Mariam A, Dibaba Y. Factors affecting antenatal care utilization
in Yem Special Woreda, southwestern Ethiopia. Ethiopian J Health Sci. 2009;
19(1):45–51.

25. Chapman RR. Endangering safe motherhood in Mozambique: Prenatal care
as pregnancy risk. Soc Sci Med. 2003;57:355–74.

26. Mathole T, Lindmark G, Majoko F, Ahlberg BM. A qualitative study of
women’s perspectives of antenatal care in a rural area of Zimbabwe.
Midwifery. 2004;20:122–32.

27. Pell C, Menaca A, Were F, Afrah NA, Chatio S, Manda-Taylor L, Hamel MJ,
et al. Factors Affecting Antenatal Care Attendance: Results from Qualitative
Studies in Ghana, Kenya and Malawi. PLOS One. 2013;8(1):e53747.

28. Mason L, Dellicour S, Kuile FT, Ouma P, Phillips-Howard P, Were F, Laserson
K, Desai M. Barriers and facilitators to antenatal and delivery care in western
Kenya: a qualitative study. BMC Pregnancy Child. 2015;15:26.

29. Haws RA, Mashasi I, Mrisho M, Schellenberg JA, Darmstadt GL, Winch PJ.
“These are not good things for other people to know”: how rural Tanzanian
women’s experiences of pregnancy loss and early neonatal death may
impact survey data quality. Soc Sci Med. 2010;71:1764–72.

30. Kunene B, Beksinska M, Zondi S, Mthembu N, Mullick S, Ottolenghi E, et al.
Involving Men in Maternity Care: South Africa. Durban: Reproductive Health
Research Unit in Durban, Department of Obstetrics and Gynaecology,
University of the Witwatersrand; 2004.

31. Mullany BC, Lakhey B, Shrestha D, Hindin MJ, Becker S. Impact of husbands’
participation in antenatal health education services on maternal health
knowledge. J Nepal Med Assoc. 2009;48:28–34.

32. Kululanga LI, Sundby J, Malata A, Chirwa E. Striving to promote male
involvement in maternal health care in rural and urban settings in Malawi:
A qualitative study. Reprod Health. 2011;8(1):36.

33. Nsibu CN, Manianga C, Kapanga S, Mona E, Pululu P, Aloni MN.
Determinants of Antenatal Care Attendance among Pregnant Women
Living in Endemic Malaria Settings: Experience from the Democratic
Republic of Congo. Obstet Gynecol Int. 2016;5423413:7.

34. Gross K, Mayumana I, Obrist B. ‘My wife, you are supposed to have a rest
now’: an analysis of norms influencing men’s role in prenatal care in south-
eastern Tanzania. Anthropol Med. 2013;20(1):98–108.

35. Peneza AK, Maluka SO. Unless you come with your partner you will be sent
back home Strategies used to Promote Male Involvement in Antenatal Care
in Southern Tanzania. Glob Health Action. 2018;11(1):1449724.

36. Byamugisha R, Tumwine JK, Semiyaga N, Tylleskär T. Determinants of male
involvement in the prevention of mother-to-child transmission of HIV
programme in Eastern Uganda: a cross-sectional survey. Reprod Health.
2010;7:12.

37. Theuring S, Jefferys LF, Nchimbi P, Mbezi P, Sewangi J. Increasing Partner
Attendance in Antenatal Care and HIV Testing Services: Comparable

Mgata and Maluka BMC Pregnancy and Childbirth          (2019) 19:415 Page 8 of 9

http://www.who.int/mediacentre/factsheets/fs348/en/


Outcomes Using Written versus Verbal Invitations in an Urban Facility-Based
Controlled Intervention Trial in Mbeya, Tanzania. PLoS ONE. 2016;11(4):
e0152734.

38. Mohlala BK, Boily MC, Gregson S. The forgotten half of the equation:
randomized controlled trial of a male invitation to attend couple voluntary
counselling and testing. AIDS. 2011;25(12):1535–41.

39. Morfaw F, Mbuagbaw L, Thabane L, Rodrigues C, Wunderlich AP, Nana P,
Kunda J. Male involvement in prevention programs of mother to child
transmission ofHIV: a systematic review to identify barriers and facilitators.
System Rev. 2013;2:5.

40. Elizabeth Glaser Pediatric AIDS Foundation. Strategies for Integrating
Psychosocial Support Interventions into HIV Prevention, Care, and
Treatment Services. In: Psychosocial Support Issue Brief; 2010.

41. Reece M, Hollub A, Nangami M, Lane K. Assessing male spousal
engagement with prevention of mother-to-child transmission (PMTCT)
programs in western Kenya. AIDS Care. 2010;22(6):743–50.

42. Maluka S. Disclosure of HIV Status in Rural Tanzania: Practices, Facilitators
and Barriers, Tanzania. J Dev Stud. 2014;14(1&2):92–103.

43. Matovu JK, Makumbi FE. Expanding access to voluntary HIV counselling and
testing in sub-Saharan Africa: alternative approaches for improving uptake,
2001-2007. Tropical Med Int Health. 2007;12:1315–22.

44. Maman S, Medley A. Gender dimensions of HIV Status Disclosure to Sexual
Partners: Rates, Barriers and Outcomes, A WHO review paper. Geneva: World
Health Organization; 2004.

45. Parsons JT, VanOra J, Missildine W, Purcell DW, Gómez CA. Positive and
negative consequences of HIV disclosure among seropositive injection drug
users. AIDS Educ Prev. 2004;16(5):459–75.

46. Maluka SO, Peneza AK. Perceptions on male involvement in maternal and
child health in Masasi district, Tanzania. A qualitative study. Reprod Health.
2018;15:68.

47. Ditekemena J, Matendo R, Koole O, Colebunders R, Kashamuka M, Tshefu A,
Kilese N, Nanlele D, Ryder R. Male partner voluntary counselling and testing
associated with the antenatal services in Kinshasa, Democratic Republic of
Congo: a randomized controlled trial. Int J STD AIDS. 2011;22(3):165–70.

48. Nkuoh GN, Meyer DJ, Tih PM, Nkfusai J. Barriers to men’s participation in
antenatal and prevention of mother-to-child HIV transmission care in
Cameroon, Africa. J Midwifery Womens Health. 2010;55(4):363–9.

49. Msuya SE, Mbizvo EM, Hussain A, Uriyo J, Sam NE. Low male partner
participation in antenatal HIV counselling and testing in northern Tanzania:
implications for preventive programs. AIDS Care. 2008;20(6):700–9.

50. Theuring S, Nchimbi P, Jordan-Harder B, Harms G. Partner involvement in
perinatal care and PMTCT services in Mbeya Region, Tanzania: the providers’
perspective. AIDS Care. 2010;22(12):1562–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Mgata and Maluka BMC Pregnancy and Childbirth          (2019) 19:415 Page 9 of 9


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data Analysis

	Results
	Perceptions of women on ANC attendance
	Lack of awareness and misconceptions of pregnant women
	Distance to the health facility
	Socio - cultural beliefs

	Community barriers for late ANC attendance
	Health system barriers for late ANC attendance

	Discussion
	Strengths and limitations of the study

	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

