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Abstract

Background: To achieve the Sustainable Development Goal related to maternal and neonatal outcomes, the World
Health Organization advocates for a first antenatal care (ANC) contact before 12 weeks of gestation. In order to guide
interventions to achieve early ANC in the lower middle-income setting of Bhutan, we conducted an assessment of the
magnitude and determinants of late ANC in this context.

Methods: This was a mixed-methods study with quantitative (cross-sectional study) and qualitative (in-depth interviews
with pregnant women and ANC providers) component in a concurrent triangulation design. The quantitative component
retrospectively analysed the socio-demographic and clinical characteristics, and the gestational age at booking of women
who were provided care for delivery or miscarriages at the three tertiary hospitals in Bhutan from May—August 2018. The
qualitative component involved thematic analysis of in-depth interviews with ten women attending ANC visits and four
healthcare workers involved in ANC provision.

Results: Among 868 women studied, 67% (n = 584) had a late booking (after 12 weeks), and 1% (n=13) had no
booking. Women with only primary education and those residing in rural areas were more likely to have a late first
ANC booking. While many women achieved the recommended eight ANC visits, this did not necessarily reflect early
booking. Late booking was common among multigravida women. The interviews illustrated a general understanding
and recognition of the importance of early ANC. Support from peers, family and co-workers, and male participation in
accessing ANC were seen as enablers. The outreach clinics (ORCs) at the primary healthcare level were an important
means of reaching the ANC services to women in rural areas where geographical accessibility was a barrier. Specific
barriers to early ANC were gender insensitivity in providing care through male health workers, cost/time in ANC visits,
and the inability to produce the documents of the father for booking ANC.

Conclusion: Late ANC booking was common in Bhutan, and appeared to be associated with educational, geographic,

socio-cultural and administrative characteristics. A comprehensive information package on ANC needs to be developed
for pregnant mothers, and the quality of ANC coverage needs to be measured in terms of early ANC booking.
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Background

Maternal and child health (MCH) are central to achieving
the Sustainable Development Goal 3, related to maternal
and neonatal outcomes of pregnancy [1]. As part of the
global strategy to reduce the risk of stillbirth and maternal
complications, the World Health Organization (WHO)
aims to improve the quality of antenatal care by increasing
the number of recommended visits (from four to eight),
and advocating for a first ANC contact (also known as the
booking visit) before 12 weeks of gestation. Early provision
of ANC has been found crucial for ensuring optimal care
and good maternal and foetal health [2]. However, many
countries, and low- and middle-income countries (LMIC)
in particular, face challenges in implementing the recom-
mended number and timing of such visits [3—6].

Bhutan is such a country stepping up the quality of its
ANC package. Bhutan has seen a steady decrease in mater-
nal mortality, from 255 deaths per 100,000 live births in
2000 to 86 per 100,000 live births in 2012 [7]. The infant
mortality rate has also reduced from 61 per 1000 live births
in 2000 to 30 per 1000 live births in 2012 [7]. The neonatal
mortality rate was 21 per 1000 live births in 2012 [7]. The
rate of stillbirth in 2015 among institutional deliveries,
which covered 86% of all births in the country, was 10 per
1000 live births, much lower than the global estimate of
18.4 per 1000 live births [8, 9]. Effective ANC services are
required to sustain these positive trends. ANC reduces ma-
ternal and perinatal morbidity and mortality both directly,
through detection and treatment of pregnancy-related com-
plications, and indirectly, through the identification of
women at increased risk of developing complications
during labour and delivery, thus ensuring referral to an ap-
propriate level of care [10, 11]. The Ministry of Health,
Royal Government of Bhutan guideline 2010 and the
WHO ANC Model 2016 recommend a minimum of eight
ANC contacts, with the booking visit preferably scheduled
within the first trimester [10].

An early booking visit for ANC has thus been prioritized
by Bhutan. In the national MCH Programme, the initial
ANC visit involves health education on pregnancy and ex-
clusive breast feeding practice; provider-initiated screening
for syphilis, hepatitis B and HIV; provision of micronutrient
supplements; advice on the birth preparedness plan; and
encouraging women to deliver in health centres [12]. ANC
is given free of charge by the Royal Government. Reports
suggest that the majority of women have their initial book-
ing visit only in the second or the third trimester, which
may place the pregnant woman and her child at risk of
complications before and during birth [13].

A number of studies in LMIC have explored the under-
lying reasons of late ANC booking visits, the definition of
which, prior to the WHO 2016 guideline, varied from later
than 14 to 20 weeks of gestation [3-5, 10, 14]. The level of
education and income, having an unintended pregnancy,
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living in rural areas, age of the mother, parity, and the per-
ception that healthcare visits are not required if there are
no acute problems during pregnancy were documented
factors associated with late ANC booking [3-6]. While
such studies are generalizable to an extent, they may not
capture the socio-cultural specificities of a context such as
Bhutan. In order to fully explore the magnitude, as well as
the barriers and enablers, of early ANC booking, we con-
ducted a mixed-methods study on the characteristics of
early versus late ANC booking in Bhutan, and the health-
care worker and beneficiary perspectives on early ANC
booking in this context.

Methods

Study design

This was a mixed-methods study with a quantitative
(cross-sectional study) and qualitative (in-depth inter-
views with pregnant women and ANC providers) com-
ponent in a concurrent triangulation design.

Setting

General setting

Bhutan is a small country situated in the eastern Hima-
layas with a population of 0.7 million [15]. The crude
birth rate is 16 per thousand population and the total
fertility rate is 1.7 [15]. Healthcare is provided free of
cost at all levels, guided by the National Health Policy
2011 within the broader framework of overall national
development and pursuit of happiness [16, 17]. Health-
care is provided through a three-tiered system: basic
health units and outreach clinics at the primary level,
district and general hospitals at the secondary level, and
referral hospitals with specialist obstetrics services at the
tertiary level [13]. The three referral centres are located
in geographically strategic locations in the west, east and
central regions.

Maternal and Child Health Programme

MCH services are provided through the healthcare sys-
tem after confirmation of pregnancy by urine beta-hCG
test or ultrasound scan. The package of antenatal care is
the same at all levels of health centres. The care during
the antenatal period and the so-called “Thousand Golden
Days’ is monitored using the MCH Handbook [12]. An
ANC coverage of at least one visit was recorded in
97.9% of 2144 women surveyed in the National Health
Survey of 2012, but the coverage of at least eight visits
was only 26.1% [7].

Briefly, after confirmation of pregnancy, women visit the
MCH unit at the nearest health centre, where the preg-
nancy is registered by Health Assistants and/or Nurses. A
personal MCH Handbook is issued, and baseline socio-
demographic and clinical data are recorded in this Hand-
book; a copy of the information is also maintained in the
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MCH Register, which remains at the facility. During each
antenatal visit, the health status of the mother and the
foetus is assessed and recorded in both the personal MCH
Handbook and in the MCH Register and the online MCH
Tracking System.

The details of the birth are recorded in the MCH
Handbook and the Birth Register in the obstetrics ward.
The Birth Register is completed at the time of delivery
with essential information from the MCH Handbook, in-
cluding the ANC booking date.

Study site

This study was conducted in the Maternity Wards of
the three tertiary care hospitals in Bhutan: the Jigme
Dorji Wangchuck National Referral Hospital, Thimphu;
the Central Regional Referral Hospital, Gelegphu and
the Eastern Regional Referral Hospital, Monggar. Inter-
views were conducted at the Jigme Dorji Wangchuck
National Referral Hospital and Damphu Hospital in
Tsirang.

Study population

Quantitative: All pregnant women who delivered or
were provided care for miscarriage or other complica-
tions leading to a pregnancy outcome in the second or
third trimester, from 15 May to 14 August 2018 were
included, and a formal sample size was not calculated.
These centres cover approximately 58% of all deliveries
in Bhutan [13, 18].

Qualitative: Purposive sampling was conducted
among pregnant women (receiving antenatal care be-
tween 15 May and 14 August 2018) and healthcare pro-
fessionals. For pregnant women, maximal variation was
sought for early versus late booking and for gravidity.
The mean age of the included mothers was 28 years;
five were primigravida, four were second gravida and
one was an elderly mother in fifth gravida. Healthcare
workers (Health Assistants and Nurses) with a mini-
mum of 5 years of experience working and having
served in at least one rural health centre were selected.
The mean duration of work experience of the health
workers was 15 years and all had served in at least two
primary health centres (Basic Health Unit Grade II).
One pregnant mother and one healthcare worker who
refused to provide consent for the interview were ex-
cluded from this study component. The participants
did not know the interviewer; they met the interviewer
face to face at the time of interview.

Data variables, sources and data collection

For the quantitative component, data were sourced from
the Birth Register and admission register of the Maternity
Wards. Data variables included the date and socio-demo-
graphic, clinical and pregnancy characteristics at the time
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of booking; date and gestational age at pregnancy out-
come (delivery or miscarriage); and the number of ANC
visits in the current pregnancy. These were extracted into
a structured pro forma (Additional file 1).

For the qualitative component, in-depth interviews
were held with ten pregnant women and four health-
care providers about their experiences with ANC and
the possible barriers and enablers for early booking
visits during pregnancy. Prior to the interview, the par-
ticipants were given written and verbal information on
the study purpose and process. Informed consent was
then taken for the interview and for audio-recording.

The pregnant women who presented at the Jigme
Dorji Wangchuck National Referral Hospital, Thimphu
were selected purposively by the MCH doctor as de-
scribed above, and the selected participants were di-
rected to the principal investigator. The interviews
were conducted in one of the consultation chambers
that was not in use. For two mothers, interviews were
conducted in the presence of companions (husband in
one case, sister in the other case) as these mothers re-
ported that they felt comfortable to have a companion
inside the interview room.

Two ANC providers from a tertiary hospital (one
Health Assistant and one Nurse) and two from primary
a health centre (one Health Assistant and one Nurse)
were also interviewed after taking informed consent.
The interviews were carried out on the premises of the
MCH Unit in a room where privacy was ensured; only
the participants and the researcher were present.

The interviews were conducted based on a guide
(Additional file 2) that was pilot tested with three preg-
nant women at the Jigme Dorji Wangchuck National
Referral Hospital, not included in the current study.
The pilot test sessions were attended by KT and SU,
who are experienced in qualitative research. The flexi-
bility in the conduct of the interviews allowed for open
discussion and re-ordering of the questions from the
interview guide according to the flow of conversation
with the participant. No repeat interviews were con-
ducted. Data collection was continued until saturation
was achieved, i.e. when the data obtained began to
present redundancy or repetition. The interview session
with each participant lasted between 15 to 20 minutes.
All interviews were conducted by the principal investi-
gator (male, general doctor with Bachelor of Medicine
and Bachelor of Surgery (MBBS) degree working at the
Jigme Dorji Wangchuck National Referral Hospital,
Thimphu), and in the local language (Dzongkha and
Sharchokpa in which the principal interviewer was flu-
ent). The questions were easy to understand and pre-
sented in everyday language. Field notes were taken
during the interview. The interviews were audio-re-
corded and transcribed in English by the principal
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investigator on the same day of the interview and infor-
mation was corroborated with the field notes. The
audio files were deleted after transcription.

Data analysis and statistics

Quantitative

Data collected in the structured form were double en-
tered, validated and analyzed (unadjusted analysis) using
EpiData (version 3.1 for entry and version 2.2.2.183 for
analysis, EpiData Association, Odense, Denmark). The
adjusted analysis was done using STATA (version 12.1,
copyright 1985-2011 StataCorp LP USA, serial number:
30120504773). Socio-demographic and clinical charac-
teristics were summarized using frequencies and propor-
tions for categorical variables. Gestational age in weeks
at ANC booking was calculated from the gestational age
at delivery and the duration between date of ANC book-
ing and date of delivery (in weeks). Those who had ANC
booking after first trimester or did not have ANC book-
ing at all were regarded as late ANC booking. Associa-
tions  between  socio-demographic and clinical
characteristics and late ANC booking were assessed
using unadjusted prevalence ratios (PR) with their asso-
ciated 95% confidence intervals (95%CI). Those risk fac-
tors with a p-value<0.1 were included in the adjusted
analysis using a log-binomial regression model. An ad-
justed p-value < 0.05 was considered significant.

Qualitative

Thematic analysis was carried out manually and themes
and subthemes related to the perception of ANC ser-
vices and booking visits during ANC were developed by
two independent researchers (TD and RVdB) [19, 20].
No pre-defined themes were used. Transcripts and
themes were reviewed by a third person (MD) to
reduce subjective bias and enhance interpretive
credibility. Disagreements in the thematic analyses were
resolved through discussion. To anonymise the quota-
tions that were used to illustrate the themes, mothers
are identified with their gravida and age range, and
healthcare workers as HCW.

Ethics considerations

Ethics approval was obtained from the Ethics Advisory
Group of The Union, Paris, France, and Research Ethics
Board of Health, Ministry of Health, Thimphu, Bhutan.
Permission and support for the study were sought from
the hospital administrators before initiation. As the
study involved review of existing MCH records, a wai-
ver for informed consent was sought and approved by
the ethics committees. For the in-depth interviews,
written informed consent was taken from the study
participants as per the consent process submitted to
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the ethics committees. For the quantitative component,
personal identifiers were removed after validation and
all analyses were performed on the anonymised dataset.
Only anonymised data are presented in this paper.

Results

From 1661 women who received care for a delivery or
miscarriage at the three tertiary hospitals during the
study period, 868 had valid information on the timing
of the first ANC booking. The cumulative proportion
of women having their first ANC booking in the func-
tion of their gestational age, stratified by their residence
type (rural versus urban) is provided in Fig. 1: while a
high ANC coverage (>95%) of at least one visit was
reached in both rural and urban contexts, rural con-
texts were observed to have a later first ANC booking.
Among the 868 records, the proportion of women who
had a late booking (after 12 weeks) was 67% (n = 584),
and of women with no booking was 1% (n=13). The
socio-demographic, clinical, and pregnancy characteris-
tics are given in Tables 1 and 2 respectively.

Women with only primary education (adjusted PR 1.2,
95%CI 1.0-1.4, p=0.034) and those residing in rural
areas (adjusted PR 1.2, 95%CI 1.1-1.4, p <0.001) were
more likely to have a late first ANC booking (Table 3).

A series of interviews were conducted with healthcare
workers and pregnant women to further explore these
quantitative observations. Themes around the import-
ance of early ANC booking, making decisions for the
first ANC contact, and the role of healthcare workers
in influencing the first ANC contact are presented.
Availability of peer and community support was identi-
fied as an enabler for early ANC booking, while
geographic inaccessibility, gender sensitivity, cost and
time involved in making ANC visits, as well as the need
for documents for registration for ANC were identified
as barriers.

Early ANC: Recognizing the relevance

The interviews with expecting mothers and those with
healthcare workers illustrated a general understanding
and recognition of the importance of (early) ANC visits
especially in centres that are located far away from
well-equipped health centres. In the words of a health-
care worker:

“This is the crucial time to give care. If we miss this
chance, it’s futile later on. It is equally important for
mothers both in the urban or rural areas, educated or
uneducated” — HCW, age range 41-50 years.

Expecting mothers expressed similar thoughts on the
importance of ANC visits:
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“Early first visit is very important. That is the time
you can take medicines and doctors and nurses have
time to take good care of you and your baby.” -
second gravida, age range 21-30 years.

“I know that it is important for both the mother

and the baby. They do check up here and give us
medicines that will help in the growth of my baby.” —
primigravida, age range 21-30 years.

“Though I have to come again and again, I know it
is for the good of self and it is important for my
baby.” - fifth gravida, age range 31-40 years.

Healthcare workers reported the relevance of ANC
visits especially in centres that are located far away
from well-equipped health centres:

“Some of these women who were airlifted to the
National Referral Hospital were those who did
not have any ANC visits.” — HCW, age range
31-40 years.

Awareness and decision making

Mothers, in particular, commented on the process
through which they received information, and the de-
cisional process on making the first ANC contact. In

the majority, the primary decision maker for making
the booking ANC visit was the mother herself while
family members also played an important role.

“My mother and my sister told me that if I were
pregnant, I should go to the hospital.” — primigravida,
age range 21-30 years.

In rural areas, ORCs at the primary level were an ef-
fective means to provide ANC education and services
to women:

“We conducted out-reach clinics from time to time.
For a pastoral community in northern Bhutan,
ORCs were conducted in the pastures to provide
ANC services.” — HCW who served in Lunana, one
of the remotest villages, eight days walk from the
nearest road point.

“Now people know the services provided through
ORC and they come forward [to utilize the services].
We take this opportunity to give health information
and give antenatal services.” — HCW, age range 31—
40 years.

Whereas for mothers in urban areas, experienced
family members and friends, the internet, and health-
care workers all played crucial roles in providing infor-
mation and guidance.
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Table 1 Socio-demographic and clinical characteristics of
women who delivered or presented for hospital care leading to
a pregnancy outcome in three tertiary hospitals, Bhutan, May—
August 2018
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Table 1 Socio-demographic and clinical characteristics of
women who delivered or presented for hospital care leading to
a pregnancy outcome in three tertiary hospitals, Bhutan, May-
August 2018 (Continued)

Categories n (%) Categories n (%)
Total 868 (100)  ANC booking category
Age Early booking 271 (31
16-17 years 7 (<1 Late booking 584 67)
18-24 years 178 1) No booking 13 Q)]
25-34 years 561 (65) Bad obstetric history = History of three or more consecutive spontaneous
abortions; Low birth weight = Baby weighing less than 2500 g; High birth
35-44 years 118 (14) weight = Baby weighing more than 4500 g; Reasons for hospital admissions in
> 45 years 2 <1) last pregnancy =admission for hypertension, p-reeclampsia, eclampsia;
Previous pelvic surgery = Surgery on reproductive tract such as caesarean
Not recorded 2 (<M section, cervical cerclage, cone biopsy, myomectomy, ectopic pregnancy

Level of education of mother

None 165 (19)
Primary education 81 9)
Secondary education 121 (14)
Graduate education 369 43)
Non-formal education 126 (15)
Others 2 (<1
Not recorded 4 (<1
Residence
Urban 545 (63)
Rural 323 (37)
Past medical history of mother
Hypertension 32 “4)
Known substance or alcohol abuse 3 (<1
Diabetes 2 (<1)
Tuberculosis 2 (<1
Past obstetric history
Mother is Rh-negative 7 Q)
Bad obstetric history 1 (<1
Low birth weight 9 m
High birth weight 1 (<1
Hospital admission in last pregnancy 2 (<1
Previous pelvic surgery 122 (14)
HIV infection
Negative 859 (99)
Positive 1 (<1
Not recorded 8 (<M
Hepatitis B infection
Negative 849 (98)
Positive 9 (1
Not recorded 10 m

ANC antenatal care, BMI body mass index

“I go online and look for information, and also ask my
friends who have become mothers.” — primigravida,
age range 21-30 years.

“My friends have told me that these exercises
[maternal exercise programme] are very helpful and it
has helped them.” — second gravida, age range 21-30
years.

“I don’t remember learning about it [need for
antenatal visits] in school” — primigravida, age
range 21-30 years.

However, the content of health information from
friends was sometimes incorrect:

“l asked my friends when I should visit the hospital
[for booking]. They told me that I can go to the
hospital at any month, be it five months or even seven
months.” — second gravida, age range 21-30 years.

Role of healthcare facilities

In many rural places, facilities to test for pregnancy are
only available in health centres. The linkage of the
ANC visits with pregnancy testing was emphasised:

“Even in Trashigang town [two days drive from the
capital city], pregnancy test kits are not always
available from the private pharmacies.” —
primigravida, age range 21-30 years.

“After I missed my period, I didn’t know I was
pregnant. So I came here and asked the nurses
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Table 2 Pregnancy characteristics of women who delivered or clinics in Bhutan] and then the mothers were sent for
presented for hospital care leading to a pregnancy outcome in booking at the MCH units:
three tertiary hospitals, Bhutan, May-August 2018
Categories n (%) “I visited the General Out-Patient Department. The
Gravidity doctor there prescribed the urine test... and a [health
Primigravida 323 37) worker] directed me here to the Community Health
Multigravida 545 ©3) Pepartment for booking my pregnancy.” — primigrav-
. ida, age range 31-40 years.
Parity
Nullipara 343 (40)
Primi P1 302 35
“mfpara ®n = Enablers and barriers to (early) ANC booking
Multipara (P2-P4) 210 @4 Both healthcare workers and expecting mothers contrib-
Grand-multipara (2P5) 13 ) uted a series of perceived enablers and barriers for (early)
Number of living children (n = 545) ANC booking.
0 46 ®
1 305 (56) Enablers of early ANC booking
2-3 178 (33)
>4 16 @3) a) Peer & community support

History of abortion (n = 545)
y Peer and family support influenced both the first and

0 478 ®7) subsequent antenatal visits.
1 59 (1)
-4 8 M

“My relatives and friends who have delivered before
me told me to make the antenatal book.” — second

0 538 (98) gravida, age range 21-30 years.

1 6 m

P 1 <1 In addition, women invited male participation in availing
the ANC services and availability of such have been re-
ported as an enabler.

History of stillbirth (n = 545)

Number of dead children (n = 545)

0 478 87)

1 53 (10)

2 H @) “Husbands also need to know what things are being

3.4 3 ) done in the antenatal visits and understand what

Number of antenatal visits at delivery/pregnancy outcome their wives are undergoing.” — primigravida, age range

) 21-30 years.

0 (no booking) 13 (<1)

1 3 <M

2 8 () “My husband and family members helped me get to

3 21 @) the hospital and advised me on what diet to take

4 47 ) during my pregnancy.” — primigravida, age range

5 62 @) 31-40 years.

6 126 (15)

/ 133 (15) “In couple counselling, we educate the husband

28 440 6N on what to expect during the antenatal visits and

Not recorded 15 @) what do expect during delivery. We expect that

the husband will tell their extended family about
the hospital visits.” — HCW, age range 41-50 years.
whether I was pregnant or not.” — primigravida, age
range 21-30 years. Working mothers, in general, reported that their
colleagues were supportive despite not having official
Even in urban areas, diagnosis of pregnancy was con-  obligations to allow a mother to take leave from work
firmed by general doctors at the hospitals [no private to attend the ANC.



Page 8 of 13

(2019) 19:158

Dorji et al. BMC Pregnancy and Childbirth

Ageq 1yblam yuig moj 1sed

- 424 (69) 885 (1€) L9 ON
- - G/80 (£'1=£0) 0L (1) s (60) ¢ SOA
(298 =) annebau yy Joylo
- $24 (69) 085 (1€) 9s¢ ON
- - LLLo (I'l-90) 80 (€9) £1 (tv) SL SOA
Jayiow Ul uoisuauadAy Bunsixa-ald
L00'0 > - zL 1000 > Fl-1ryct (6£) 95¢ (10 L9 [einy
- 4od (€9) Lve (£€) ¥0C ueqgin
0UPISAY
860 - - - 0o (ool) ¢ SISYI0
- 44 (69) L (lv) ¢S uonesnps sxenpels
¢SC0 (€1-60) L'l 710 €1-o L't (99) sw¢ ¥€) vl uoneonpa Alepuodas
€00 r'1-0'1) TL 1000 @L-ryet (6£) S6 (10 9t uonesnpa Arewtd
8560 (C1-80) 0L 7800 GL-0 02) L5 0¢) vz Uo1ESNPS [EUWIOJ-UON
6810 (€1-60) L'l 5000 G-y et (S4) veL (SO Iy QUON
(998 = U) J2Y10W JO UOIIBINPS JO [9AD]
1050 (8'1-£0) L'L 0200 1-01) ¢l (8) L1 (14 (Sd=) erednjnw-puern
1GC0 (£'1-60) TL 1000 > -1yt (82) ¥91 (€0 ov (vd-cd) erediniy
¥¥S0 (S1-80) L'l L1200 (=o't (89) S0¢ (ce) L6 (Ld) elediuig
- 24 (€9) LIt (€) 91 eledi|inN
Aued
0820 (€1-£0) 0L 100 (cL=o1) L't (¢cs) Tos (80) €51 epieIBNy
- 24 (€9) sot (o 8Ll epinelBiug
AlpiAelD
9550 (C1-60) 0L (/) 88 (£0) T€ sIeaf ge =2
89%°0 (I'1-60) O'L (L0) 8L€ (€€) €81 sleak ye-6¢
- 44 (02) szL (0€) €5 s1eah yz-8l1
760 (9'1-90) O'L (1) s (60) T s1eak /1-9|
(998 =U) 3By
anjea-d © ﬁxwu_mn_mmw anjen-d " Qommon_v @cm\wwm @cm_\w%mv
sasAjeue paisnlpy sasKjeue paisnipeun JNY 2187 NV Ale3 saj0ba1e)

(898 = N) 810T 1snbny—Aey ‘ueinyg ‘sjeadsoy Aieiual 3344l Ul awodino Aueubald e

03 Buipes)| aied |eudsoy Joj paiuasaid 10 PISAIISP OUYM USWOM JO SI0308} [eD1UI)D pue djydeibouwsp-0100s pue 21ep bupiooq DNV € ajqel



Page 9 of 13

(2019) 19:158

Dorji et al. BMC Pregnancy and Childbirth

95IN0D [9A3] 11114 = UOIILINP? [eWIOJ-UON ‘6 00SZ ueyl ssa| buiyblam Ageg =1ybiam yuiq moT ‘ones aduajesasd paisnipe yqp ‘onres asuajeaad yq

- - - (r'1-¥'0) 80 99) S () ¥ SAISO
LLY0 EEK| (69) 5859 (1€) ¥9¢ oAnebaN
(858 =) uono>3yul g siinedsp
- 424 (69) 685 (1€) 0T ON
Y90 (S1-80) L'L L€00 ©@1-01) €1 (68) 8 (L)L SOA
anjea-d ° Qw_mn_mm anjea-d ° Qom%n_v mcm\oomm mcm\w%mv
sasAjeue paisnlpy sasKjeue paisnipeun DNV 2187 NV Ale3 salloba1e)

(panunuod) (898 = N) 8107 1Snbny—Aey ‘ueinyg ‘sendsoy Alemual 9aiy3 ul dulodino Adoueubaid e
01 buipes| a1ed [endsoy Joj Pa1uasald JO PISAISP OYM USUIOM JO SI01D€) [edjuljd pue dlydelibouwsp-0100s pue a1ep buoog DNV € alqel



Dorji et al. BMC Pregnancy and Childbirth (2019) 19:158

“We don’t have specific entitlement to take leave
to make these hospital visits but my boss has been
supportive so far.” — primigravida, age range
31-40 years.

“I don’t take leave from the boss. I adjust my work
among co-workers. All of them are male co-workers...
but so far they have never said no when I had to ex-
cuse myself from work to come for the hospital visit.” —
primigravida, age range 21-30 years.

To reach the ANC services to women residing in
rural areas and villages, the health workers reported
the need to work in collaboration with local leaders.

“I think it is a good idea if the Gup (village headman)
invite us to give health talks in their village meetings.”
— HCW, age range 41-50 years.

Perceived barriers for early ANC booking:
a) Geographical inaccessibility

In rural areas, physical connectivity influenced the ac-
cess to ANC services, as one HCW described a situation
in Gasa district:

“The footpath between the health centre and the
village would remain under snow for several months
in winter during which we did not offer any ANC
services or attend to deliveries. Now, the Village
Health Workers are connected to the Health Assistants
through mobile phone.” — HCW who served in
Lunana.

“In the rural areas where women have to walk long
distances to the health centres, they would come only
for few visits.” — HCW who served in rural areas for
13 years.

b) Gender sensitivity

Gender sensitivity was recognised as a barrier by some
healthcare workers, as shown below:

“Coming to hospital and to get checked by male health
workers was a major challenge.” — HCW who served in

Lunana.

“Some women are shy and cannot face the healthcare
workers and talk about their pregnancy.” — HCW, age
range 41-50 years.
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¢) Cost/time investment

The cost for having to make multiple visits to health

centres was a barrier where one mother deliberately de-
layed her booking visit:

“If I come for the first visit at three months, then
the nurses will tell me that I have to come monthly
thereafter. So I have to make more visits. To make
visits, there are problems of lack of time and
sometimes money. My friends also had lack of time
so they also came around five or six months only. I
cannot afford to come to the hospital time and
again when there is nothing wrong with the baby
and myself.” —second gravida, age range 21-30
years.

d) Documentation for registration

In the cases of single motherhood or unstable relation-

ships, the inability to produce the documents of the hus-
band during the registration for ANC was seen as a
factor for late booking.

“There are some who do not make it to early
antenatal check-ups. These are mostly those who are
unmarried, or those who do not have a stable relation-
ship with their partner. They would be involved in so-
cial issues with their parents or the partner’s parents.”
— HCW, age range 31-40 years.

However, to allow access to ANC, the documents of

the husband is not mandatory though the ANC booklet
is linked to the civil registration system in the country:

“There are who come late for booking. They are
usually students or those who are not legally married.
However, if she is unable to produce the documents of
the father, we don’t force it either.” — HCW, age range
31-40 years.

Contradictory information about the time of booking
While the healthcare workers gave information on
the need to have early booking in the subsequent
pregnancy:

“We provide counselling to the mothers in the current
pregnancy to encourage early booking in the next.” —
HCW, age range 41-50 years.

But the mothers claimed that no such information
was given:
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“They told me that I should come to hospital [in the
next pregnancy]. But nothing about the timing of the
first visit.” — fifth gravida, age range 31-40 years.

“In my last pregnancy, the health workers told me to
use contraceptives and nothing about when to come to
hospital [for booking ANC].” — second gravida, age
range 21-30 years.

Additionally, while healthcare workers expressed the
notion that multigravidae women would come for early
ANC in the next pregnancy:

“For the primi-mothers, it is their first time and they
don’t even understand what'’s happening to them. They
don’t understand the importance of ANC and what
things are done in the ANC. (...) The multi-mother,
with their past experience of having given birth before,
they come to us as soon as they have confirmed their
pregnancy.” — HCW, age range 41-50 years.

mothers did not necessarily echo this sentiment, as de-
scribed in the words of one mother:

“What you read and learn about pregnancy and what
you experience in pregnancy is very different. With all
these experiences, I may need less support in my next

pregnancy.” — primigravida, age range 31-40 years.

While healthcare workers promoted early booking be-
cause of its importance in maternal and child healthcare,
one of the underlying drivers of early booking was also
the need to achieve at least eight antenatal visits during
the pregnancy period.

“If we don’t book [the pregnant mothers] early, we
cannot achieve eight visits and then our centre will be
reflected amongst the poor performers.” — HCW, age
range 41-50 years.

Discussion

While Bhutan has focused on achieving the target of pro-
viding at least eight ANC visits over the course of a preg-
nancy since 2010, this is the first study in the country to
describe the magnitude and determinants of women not
accessing ‘early’ ANC. Two women out of every three re-
ceiving care for a delivery or miscarriage had either a late
or no antenatal booking, while almost everyone was cov-
ered with at least one ANC visit during the pregnancy.
Women with only primary education and those residing in
rural areas were more likely to present late for the first
ANC contact. While both healthcare workers and mothers
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recognized the importance of (early) ANC coverage, the
in-depth interviews identified several context-specific bar-
riers, including geographic, socio-cultural and administra-
tive aspects.

The coverage of early ANC in this study was similar to
that of 24% in LMICs [2, 21] and much lower than that of
50% reported in Nepal in 2011 [3]. Though the health net-
work in Bhutan has a coverage where more than 95% of
the total population live within 3 hours walking distance
from a health facility [22], women in rural areas were less
likely to receive early ANC [3, 21, 23, 24]. Physical in-
accessibility was reported to be an important factor given
the Himalayan terrain and the limited coverage of the
road networks [3, 21, 23, 24]. In such situations, the health
workers reported that primary health care ORCs were
highly effective, though challenging, in taking the services
to the scattered population as reported in Nepal [3].

The other important determinant of early booking was
the level of education, as also evidenced in other studies
[2, 3, 21, 25], which in many cases was linked with
higher socioeconomic status and empowerment of
women for family planning and pregnancy choices [26].
Given the direct and indirect costs of ANC visits,
women with higher education had higher acceptance of
the need for early ANC and the preventive aspect of ma-
ternal and foetal problems [26]. This likely played a lar-
ger role than the direct effect of education, as most
women expressed that school education did not contrib-
ute to health information about early ANC coverage.

Women visiting the health centres for ANC received
health education about the importance of early ANC in
the next pregnancy. Healthcare workers expressed the ex-
pectation that women who have given birth before would
present early for booking in the next pregnancy as re-
ported in other studies [24, 25]. However, the quantitative
findings and qualitative findings among pregnant women
contradicted this notion and suggested that multigravida
women are more likely to have a late booking, possibly
because they deemed themselves more experienced and
less in need of support; similar findings were reported
elsewhere [27]. This is noteworthy, as in general, women
suggested that their peers (friends, family) were among
the main sources of information, and played a key role in
the decisional process of when and where to seek ANC.
This may have resulted in the observed mixed and some-
times incorrect messages about the timing of the first
ANC visit, similar to that reported from interviews [27],
from friends and relatives who had delivered before.

While there has been considerable advocacy on the
prevention of teenage pregnancy, the ANC package does
not address the specific needs of teenage mothers in
Bhutan. For teenage mothers and others who cannot
produce the documents for the father of the child, the
misconception that these documents are required caused



Dorji et al. BMC Pregnancy and Childbirth (2019) 19:158

further delays in seeking ANC. On a similar note, Ado-
lescent Friendly Health Services for general and ante-
natal care are available only at the National Referral
Hospital and selected district hospitals.

One of the reasons reported at the provider level for
early ANC booking was with an aim to achieve at least
eight ANC visits, which is a performance indicator in
the national MCH Programme. However, the number of
visits does not reflect early booking in all cases. There
are situations where eight ANC visits are documented
but with the booking visit in the third trimester, com-
pletely missing out on the importance of early ANC
booking while still achieving the nominal targets.

The health workers also reported on the unmet need
for female health workers in the delivery of ANC ser-
vices. Shyness to be examined by a male health worker
was an important factor in delayed first ANC contact,
especially among teenage and primigravida mothers.
While many other countries have implemented the
usage of female health workers in the primary health
care MCH activities [3, 28], the Ministry of Health has
been unable to deliver this despite public and commu-
nity demands.

From our findings, considering the key role that experi-
enced peers play in the information and decision-making
process, we recommend the MCH Programme to develop
a comprehensive information package for aspiring parents.
A focus on how women with experience of pregnancy
communicate key messages with other pregnant women
in their personal environment would be of great value in
such a package. Additionally, there is a need to deploy fe-
male Health Assistants and nurses in the primary level
MCH activities. Health education also needs to target the
family members who are decision-makers in the family
[26], ideally including through the use of the popular na-
tional television and social media.

The findings are a triangulation of quantitative observa-
tions of the study, reported using the Strengthening the
Reporting of Observational Studies in Epidemiology
(STROBE) guidelines [29], and qualitative findings re-
ported using the ‘Consolidated Criteria for Reporting
Qualitative Research’ (COREQ) guidelines [30]. One limi-
tation of our study is that the study population consisted
of women delivering at the hospital, which may be a popu-
lation with a higher rate of complications than women de-
livering at the primary healthcare level (Basic Health Unit)
or delivering at home, and may also be a population that
is more likely to attend ANC. We anticipate however that
this bias will be limited, as the hospital-based deliveries
represent 58% of all deliveries in Bhutan and nearly half of
all women who delivered in these three hospitals had their
ANC at primary healthcare centres [13, 18]. Additionally,
our sample for qualitative interviews did not include those
women who did not have an ANC booking, and thus
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could not explore their reasons for having no ANC. An-
other limitation of this study is that the qualitative inter-
views with the pregnant mothers were conducted by a
male doctor, which may have contributed to social and
gender sensitivity bias. To offset for the asymmetry of
power between the interviewer (doctor) and the mother,
the formal interview, however, started only after the
mothers sufficiently understood that the interviewer was
not their treating doctor. The interviewer did not wear a
white coat and stethoscope at the time of the interview.
The interviews were conducted in local language and then
transcribed into English; some degree of interpretation of
information could have happened at the stage of transcrip-
tion. The interviews of two participants were done in the
presence of companions (husband, sister), which could
also have limited the free expression of their opinions.
Lastly, the interviews were conducted in a period of 3
months (May—August) and could not capture the time
period of seasonal variation, where the roads are disrupted
by monsoon rains in the summer and blocked by ice and
snow in the winter, which influences the accessibility of
health services.

Conclusion

The magnitude of late antenatal booking in Bhutan was
high and appeared to be associated with educational, geo-
graphic, socio-cultural and administrative characteristics, at
the levels of the individual expecting mothers, the health
system, and the general context. The barriers to early ANC
are both a challenge and an opportunity to review and
strengthen the maternal and child healthcare delivery pol-
icies and programmes. From the monitoring perspective,
there is a need to assess the ‘early’ ANC coverage rather
than counting only the number of ANC visits.

Additional files

Additional file 1: Data extraction pro forma ANC booking study
Bhutan. (DOCX 23 kb)

Additional file 2: Interview guide for in-depth interviews on the themes
around late antenatal booking (DOCX 15 kb)

Abbreviations

ANC: Antenatal care; HCW: Healthcare worker; LMIC: Low- and middle-income
countries; MCH: Maternal and child health; ORC: Out-reach clinics;

PR: Prevalence ratio; WHO: World Health Organization

Acknowledgements

This research was conducted through the Structured Operational Research and
Training Initiative (SORT IT), a global partnership led by the Special Program for
Research and Training in Tropical Diseases at the World Health Organization
(WHO/TDR). The model is based on a course developed jointly by the
International Union Against Tuberculosis and Lung Disease (The Union) and
Medécins sans Frontieres (MSF/Doctors Without Borders). The specific SORT T
program which resulted in this publication was jointly developed and
implemented by: The Union South-East Asia Office, New Delhi, India; the Center
for Operational Research, The Union, Paris, France; The Union, Mandalay, Myanmar;
The Union, Harare, Zimbabwe; MSF Luxembourg Operational Research (LuxOR);


https://doi.org/10.1186/s12884-019-2308-5
https://doi.org/10.1186/s12884-019-2308-5

Dorji et al. BMC Pregnancy and Childbirth (2019) 19:158

MSF Operational Center Brussels (MSF OCB); Jawaharlal Institute of Postgraduate
Medical Education and Research (JIPMER), Puducherry, India; Velammal Medical
College Hospital and Research Institute, Madurai, India; National Center for Tuber-
culosis Control and Prevention, China CDC, Beijing, China; and Khesar Gyalpo Uni-
versity of Medical Sciences of Bhutan, Thimphu, Bhutan.

The authors would like to express our gratitude to the health workers and
the mothers who participated in the interview. We would also like to thank
the medical superintendents, heads of departments and staff of maternity
wards of the three referral hospitals.

Funding

The training programme was funded by the Department for International
Development (DFID), UK. The funders had no role in study design, data collection
and analysis, decision to publish, or preparation of the manuscript.

Availability of data and materials
The datasets generated and/or analysed during the current study are available
from the corresponding author upon request.

Authors’ contributions

TD, MD, RVdB, MMO, SG, KT, TT and SU were involved in the conception and
design of this study. TD, SG, TT and KT collected the data. TD, MD, RVdB and
MMO analysed and interpreted the data and drafted the manuscript. All authors
were involved in critically reviewing the paper. All authors read and approved the
final manuscript.

Ethics approval and consent to participate

Ethics approval was obtained from the Ethics Advisory Group of The Union, Paris,
France, and Research Ethics Board of Health, Ministry of Health, Thimphu, Bhutan.
Permission and support for the OR was sought from the hospital administrators
(Jigme Dorji Wangchuck National Referral Hospital, Thimphu; Central Regional
Referral Hospital, Gelegphu; Eastern Regional Referral Hospital, Monggar; Damphu
District Hospital, Tsirang) before initiating the OR. As the OR involved the review
of existing MCH records, a waiver for informed consent was sought and approved
by the ethics committees. For the in-depth interviews, written informed consent
was taken from the study participants as per the consent process submitted to
the ethics committees. Only anonymised data are presented in this paper.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

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

Author details

'Jigme Dorji Wangchuck National Referral Hospital, Thimphu, Bhutan. 2Kidu
Mobile Medical Unit, His Majesty’s People’s Project, Thimphu, Bhutan.
3Médecins Sans Frontieres, Operational Centre Brussels, New Delhi, India.
“*Médecins Sans Frontiéres, Operational Centre Brussels, Operational Research
Unit (LuxOR), Luxembourg City, Luxembourg. The International Union of
Tuberculosis and Lung Diseases, Mandalay, Myanmar. °Khesar Gyalpo
University of Medical Sciences of Bhutan, Thimphu, Bhutan. 7Reproductive
Health Programme, Ministry of Health, Thimphu, Bhutan.

Received: 8 January 2019 Accepted: 22 April 2019
Published online: 07 May 2019

References

1. United Nations. Transforming our world: The 2030 agenda for sustainable
development. 2015.

2. Moller A-B, Petzold M, Chou D, Say L. Early antenatal care visit: a systematic analysis
of regional and global levels and trends of coverage from 1990 to 2013. Lancet
Glob Heal. 2017,5:977-83.

3. Paudel YR, Jha T, Mehata S. Timing of First Antenatal Care (ANC) and
Inequialities in Early Initiation of ANC in Nepal. Front Public Heal. 2017,5:242.

4. Ewunetie AA, Munea AM, Meselu BT, Simeneh MM, Meteku BT. DELAY on first
antenatal care visit and its associated factors among pregnant women in public

22.

23.

24,

25.

27.

28.

29.

30.

Page 13 of 13

health facilities of Debre Markos town, North West Ethiopia. BMC Pregnancy
Childbirth. 2018;18:173.

Kisuule |, Kaye DK, Najjuka F, Ssematimba SK; Arinda A, Nakitende G, et al. Timing
and reasons for coming late for the first antenatal care visit by pregnant women at
Mulago hospital, Kampala Uganda. BMC Pregnancy Childbirth. 2013;13:121.
Aduloju OP, Akintayo AA, Ade-Ojo IP, Awoleke JO, Aduloju T, Ogundare OR.
Gestational age at initiation of antenatal care in a tertiary hospital, Southwestern
Nigeria. Niger J Clin Pr. 2016;19:772-7.

Ministry of Health. National Health Survey 2012. Thimphu: Ministry of
Health, Royal Government of Bhutan; 2012.

Lethro P, Jamphel K, Joshi V, Mongar C, Tshering L, Tshomo T. Stillbirth rate in
Bhutan: a retrospective facility-based study. Bhutan Heal J. 20184:35-8.

Blencowe H, Cousens S, Jassir FB, Say L, Chou D, Mathers C, et al. National,
regional, and worldwide estimates of stillbirth rates in 2015, with trends
from 2000: a systematic analysis. Lancet Glob Heal. 2016;4:298-108.

World Health Organization. WHO recommendations on antental care for a positive
pregnancy experience. Geneva: World Health Organization; 2016.

Carroli G, Rooney G, Villar J. How effective is antenatal care in preventing maternal
mortality and serious morbidity? An overview of the evidence. Paediatr Perinat
Epidemiol. 2001;15(Suppl 1):1-42.

Ministry of Health. Mother and Child Health Handbook. 2nd ed. Thimphu:
Ministry of Health, Royal Government of Bhutan; 2014.

Ministry of Health. Annual Health Bulletin 2018. Thimphu: Ministry of Health,
Royal Government of Bhutan; 2018.

Bucher S, Marete |, Tenge C, Liechty EA, Esamai F, Patel A, et al. A prospective
observational description of frequency and timing of antenatal care attendance
and coverage of selected interventions from sites in Argentina, Guatemala, India,
Kenya, Pakistan and Zambia. Reprod Heal. 2015;12(Suppl 2):S12.

National Statistics Bureau. Population and Housing Census of Bhutan 2017 -
National Report. Thimphu: National Statistics Bureau, Bhutan; 2018.
Ministry of Health. National Health Policy, Bhutan. Thimphu: Ministry of
Health, Royal Government of Bhutan; 2011.

Tobgay T, Dophu U, Torres CE, Na-Bangchang K. Health and Gross National
Happiness: review of current status in Bhutan. J Multidiscip Healthc. 2011,4293-8.
Jigme Dorji Wangchuck National Referral Hospital. Annual Report 2017.
Thimphu: Jigme Dorji Wangchuck National Referral Hospital; 2018.

Lorelli SN, Jill MN, Deborah EW, Nancy JM. Thematic Analysis: Striving to Meet the
Trustworthiness Criteria. Int J Qual Methods. 2017;16:1609406917733847.
Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic analysis:
Implications for conducting a qualitative descriptive study. Nurs Health Sci. 2013;15:
398-405.

Kamal SMM, Hassan CH, Islam MN. Factors associated with the timing of antenatal
care seeking in Bangladesh. Asia-Pacific J public Heal. 201527:NP1467-80.
National Statistics Bureau. Statistical Yearbook of Bhutan 2018. Bhutan:
National Statistics Bureau; 2018.

Srivastava A, Mahmood S, Mishra P, Shrotriya V. Correlates of maternal
health care utilization in Rohilkhand region, India. Ann Med Health Sci Res.
2014;4:417-25.

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
Childbirth. 2012;12:16.

Belayneh T, Adefris M, Andargie G. Previous early antenatal service
utilization improves timely booking: cross-sectional study at University of
Gondar Hospital, Northwest Ethiopia. J Pregnancy. 2014;2014:132494.

Vidler M, Ramadurg U, Charantimath U, Katageri G, Karadiguddi C, Sawchuck D, et
al. Utilization of maternal health care services and their determinants in Karataka
State, India. Reprod Health. 2016;1337.

Andrew EV, Pell C, Angwin A, Auwun A, Daniels J, Mueller I, et al. Factors affecting
attendance at and timing of formal antenatal care: results from a qualitative study in
Madang, Papua New Guinea. PLoS One. 2014,9.€93025.

Elazan SJ, Higgins-Steele AE, Fotso JC, Rosenthal MH, Rout D. Reproductive,
Maternal, Newborn, and Child Health in the Community: Task-sharing Between
Male and Female Health Workers in an Indian Rural Context. Indian J Community
Med. 201641:34-8.

von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Vandenbroucke JP. The
Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)
statement: guidelines for reporting observational studies. Lancet. 2007,370:1453-7.
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checKlist for interviews and focus groups. Int J Qual Heal Care.
2007;19:349-57.



	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study design
	Setting
	General setting
	Maternal and Child Health Programme

	Study site
	Study population
	Data variables, sources and data collection
	Data analysis and statistics
	Quantitative
	Qualitative

	Ethics considerations

	Results
	Early ANC: Recognizing the relevance
	Awareness and decision making
	Role of healthcare facilities
	Enablers and barriers to (early) ANC booking
	Enablers of early ANC booking
	Perceived barriers for early ANC booking:
	Contradictory information about the time of booking

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

