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Abstract
Background: In Ethiopia, health care providers’ level of adherence to the national Antenatal Care (ANC)
guideline is relatively low. The reasons why they do not follow the guidelines are not well known.
Therefore, this study aimed to explore the provider-perceived bene�ts and constraints associated with
using the guideline for ANC in public health facilities in Gondar town.

Methods: A qualitative study was conducted using a semi-structured interview guide. The interview was
conducted among a purposive sample of nine health care providers working in four public health
facilities in Gondar town. After the interviews were transcribed and coded, a content analysis was done
using Atlas ti version 7.5 software packages.

Result: Decreasing provider’s workload and maximizing performance, improving safe motherhood, and
improving the process of service delivery were reported as the perceived bene�ts of following ANC
guideline. Organizational problems, care providers' existing knowledge, attitude, and skills and availability
of training and mentorship were the three main identi�ed groups of factors that hinder complete
providers’ adherence to ANC guideline.

Conclusion: Although providers acknowledged the bene�ts of following ANC guideline, the guideline is
not fully implemented. Refresher training should be given at the start of the updated eight-contact ANC
guideline and continuing education and supervision throughout the implementation process. Health care
providers call for profound and urgent revisions of the supply chain system for supplies and equipment.

Plain English Summary
Following ANC guideline during clinical has several advantages such as improving client outcomes and
quality of care. In Ethiopia, more than one in four women do not receive any ANC visits at all, and even
those who receive it do not get quality services due to providers’ inability to adhere to ANC guideline.
However, the reasons for the poor adherence to ANC guideline are not well known. The present qualitative
study was conducted to explore the provider-perceived bene�ts of following the ANC guideline completely
and also the constraints on doing so. In this study, nine purposively selected health care providers
working in four public health facilities in Gondar town, Ethiopia were selected and interviewed. The
perceived bene�ts of following the Ethiopian ANC guidelines were: decreasing provider’s workload and
maximizing performance, improving safe motherhood, and improving the process of service delivery. In
conclusion, although providers acknowledged the bene�ts of following ANC guideline, the guideline is not
fully implemented. Lack of mentorship and organizational factors were found to be the major bottlenecks
for full ANC guideline implementation. Refresher training should be given when providers begin to use the
2016 revised eight contact ANC guideline and continuing education and supervision throughout the
implementation process. Also recommended to revise the supply chain system.

Background
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Worldwide, improving the quality of care using the best available evidence is a major challenge facing the
health care system (1, 2). Clinical guidelines are high-level evidence-based tools designed to improve the
quality of care (3). Using guidelines during clinical practice has several bene�ts for both the provider and
end service users. These bene�ts include improving client outcomes, ensuring uniformity of care,
improving the process and structure of care, and helping providers to make clinical decisions (4–8).

Development and dissemination of guidelines in the clinical setting alone can’t improve the quality of
care unless the guidelines are effectively implemented and fully adhered to (9). There are several reasons
why providers fail to follow all guidelines. These include scarcity of resources, leadership, organizational
culture differences, lack of training and supervision, limited familiarity with current clinical guidelines, and
resistance on the part of some providers to accept new recommendations (5, 10, 11).

Antenatal care (ANC) is one of evidence-based interventions �agged internationally to improve Maternal
and Child Healthcare (MCH) (12). Since 2002, the World Health Organization (WHO) four-visit focused
ANC guideline has been implemented in Low and Middle-Income Countries (LMIC) (13). However, a 2010
Cochrane review found that there was an inverse relationship between the number of ANC visits and risk
of stillbirth, the smaller the number of visits, the greater the risk (14). Based on these �ndings, WHO
developed a new eight-contact ANC guideline in 2016, which aims to improve the quality of ANC (15).

To make the ANC guideline implementation more effective, the content and the quality of ANC need to be
monitored regularly. The content of ANC guideline comprised of three components: 1) Assessment, 2)
Health promotion, and 3) Provision of care (16). The quality of ANC can be measured with respect to
three dimensions: health systems, the content of care, and women’s experience of care (17). These
dimensions are inter-related. Health system factors, such as the service delivery model, also affect the
quality of ANC. The success of ANC implementation depends on the competency of the health provider
and adequacy of physical resources(18). Therefore, care providers are key players for the effective
provision of the contents of the care.

All pregnant women and their newborn babies deserve to get quality of care involving all minimum levels
of service (19). However, complete adherence to ANC guideline pertained to be low within health facilities
in LMIC (20, 21).

Although the new eight-contact ANC guideline was endorsed for implementation in 2016, in Ethiopia, the
four-visit focused ANC is still in practice. This serves as an Ethiopian national working document
specifying what ideally would be done during ANC visits such as history to take, physical examination,
laboratory tests, routine medications and counseling (22).

In Ethiopia, more than one in four (26%) women do not receive any ANC visits at all, and even those who
receive it do not get quality services due to providers’ inability to adhere to ANC guideline (23, 24). For
example, part of an extensive study conducted in Ethiopia revealed that complete providers’ adherence to
national ANC guideline during the �rst visit is as low as 32%. For more than 67% of the women, one or
more items in the ANC guideline list were not carried out (25). However, the reasons for the poor
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adherence to ANC guideline are not well known. It was crucial to understand and learn more from the
health care providers themselves about their reasons for not following the guideline.

Therefore, this study aimed to explore the provider-perceived bene�ts and constraints associated with
complete adherence to ANC guideline among public health facilities in public health facilities in Gondar
town.

Methods And Materials

Study design, period and setting
A qualitative study was conducted in Gondar town public health facilities in December, 2019. The study
was conducted in one comprehensive specialized hospital and three public health centers.

Recruitment of study participants
Participants in this study were health care providers working in four public health facilities. A purposive
sampling was employed to select health care providers who were actively working in ANC units and took
into account their specialties and experience (26). Among the selected, nine health care providers
participated in the study; two of them were obstetricians with sub-specialties and the remaining seven
were midwives. Two of the midwives had masters in clinical midwifery, �ve had bachelor degrees, and
two had diploma in midwifery. The mean clinical experience of the participants was �ve years.

Data collection process
First, an interview guide and manual were prepared by the principal investigator to make sure that the
same points were covered during every interview. The guide was developed in English and translated into
Amharic (the local language). An invitation letter was sent to the participants to �x the date and time of
the interview.

After securing written informed consent, face-to-face interviews were conducted by two investigators with
participants to explore how they perceived the bene�ts and bottlenecks of adhering to ANC guideline. The
interviews were conducted within the participants’ workplace.

The interview was initiated by presenting general open-ended questions about the reason for following a
set of guidelines. This was done in an effort to establish a rapport with the participants. Then set of
questions related with the bene�ts and constraints of following ANC guideline were presented. After these
questions had been answered, the interviews continued by asking open-ended questions based on each
individual’s response. The data collection was completed after nine individual interviews when no
new/unique information emerged (27).

Interviews were audio recorded using digital devices and notes were taken. The interviews were between
20 and 40 minutes long.
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Data Management and Analysis
Upon completion of each interview, the recorded audio was transcribed into the Amharic language, and
these transcripts were then translated into English by an expert �uent in both languages and made
available in Microsoft word �les for analysis.

The translated and transcribed data were exported and analyzed by content analysis method using
ATLAS.ti version 7 software (28, 29). The analysis was conducted jointly by all investigators.

The analysis went through the following steps: First, the transcribed text was carefully read several times
in order to get the general sense of the content. Then general and condensed meaning units were
identi�ed. Codes were assigned to the condensed meaning units and discrepancies in the coding were
discussed and a consensus was found. After this open coding, sub-categories were created by merging
those with codes that were similar in meaning. Furthermore, sub-categories were combined to establish
categories based on proximity of ideas. In the last phase, a general description of the research topic was
formulated through generated categories.

Ethical Considerations
The protocol was reviewed by the IRB of the University of the Gondar and it was found to be ethically
acceptable with study ID.No: O/V/P/RCS/05/498/2018. Before the start of the interviews, all the study
participants gave their written informed consent. The interviewers had informed the participants about
the purpose of the study and guaranteed the con�dentiality of their data.

Results
The data give us information about each participant’s perception of the bene�ts and the constraints for
adhering to ANC guideline. We found that the perceived bene�ts of following the ANC guideline could be
divided into three categories: I) Providers’ workload and performance; II) Safe motherhood and III)
Improvements of service delivery (Table 1). We also found that there are three groups of factors that may
hinder providers from following the ANC guideline: 1) Organizational problems; 2) Care providers' existing
knowledge, attitude, and skills and 3) Availability of training and mentorship (Table 2).
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Table 1
Perceived bene�ts of following ANC guideline during clinical practice in

public health facilities in Gondar town
Categories Sub-categories

Providers’ workload and performance Impact on time

Structures the care activities

Increases providers’ competence

Safe motherhood Improves perinatal outcomes

Improve service delivery Ensure the standard of care

Enhance women-friendly care

Improve continuity of care

Improve the process of care

Maintain the quality of service
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Table 2
Perceived constraints that affect the complete adherence to ANC guideline during clinical practice in

public health facilities in Gondar town
Categories and sub-categories of constraints Description of barriers

Organizational constraints  

Guideline related factors Unavailability of guideline

lacking details/depth of ANC sheet

Lack of regular update of guideline

Human resource-related factors High client �ow/load

Lack of manpower

Miss- management of human power

Lack of appropriate facility set up Inadequate and narrow ANC room

Unavailability of separate MCH laboratory

Irregular power supply

Logistic-related factors Shortage of reagents and supplies

Lack of laboratory machines

Shortage of functional instruments (BP
apparatus)

Problems in the procurement process

Lack of coordination between levels

Care providers’ knowledge, attitude and skill  

Poor providers’ attitude and behavior Lack of habit to use guideline

Lack of motivation and commitment

Lack of health providers’ knowledge and skill Variation in providers’ knowledge ofguideline

Lack of providers’ experience in using guideline

Lack of providers’ competency

Training and mentorship  

Poor quality of pre-service clinical training Inadequate pre-service clinical supervision

Lack of support during clinical practice

High number of students in clinical practice

Health care providers’ continuing training Inadequate training opportunities
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Categories and sub-categories of constraints Description of barrierssystem

Poor quality of in-service training

Turnover of a trained provider

Mentorship and supervision Lack of regular mentorship and supervision

Lack of monitoring and evaluation

Perceived bene�ts of following ANC guideline during clinical practice

1. Providers’ workload and performance

In this section, we describe the bene�ts of following the ANC guideline that improve the providers’
performance and have a positive effect on workload (Table 1)

Impact on time

Participants said that following guideline reduces the time they had to spend on a particular client by
focusing on what should be done such as assessment, health promotion and care provision. Those with
the most positive view of following the guideline said that it became easier to provide care. Indirectly it
decreases the workload by focusing on the must-do activities as per the guideline. However, others who
had a less positive view said that following the guidelines is very tedious and time-consuming.

“The guideline guides me what must be done in every step. I will not waste time on what should be done
next. So it saves my time to host more clients per day.”(Participant 5)

Structures the care activities

Participants noted that following the ANC guideline carefully helps them to do activities sequentially from
start to �nish during the process of client evaluation and care provision.

“If you used guideline, it will guide you on what to do at the beginning, in the middle, and at the end of
client care.” (Participant 7)

They also reported that they use the guideline document as a reference manual. They will do every
activity by citing the guideline as a standard book.

“When I need something with more detailed information during the ANC session, I will look into the
original ANC guideline from the internet or my mobile. (Participant 4)

Health care providers stated that following the guideline carefully was the best way to ensure that every
step of history taking, physical examination and counseling is done during the ANC session.
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“……without a shadow of a doubt, having a guideline will help me to visualize my path and what should I
do; otherwise I might miss important services.” (Participant 9)

They also stated that poorly-timed and sub-standardized care might harm the woman and her fetus.
Therefore, the more carefully the guideline is followed, the greater the minimization of medical errors.

…..there are things clearly written on the guideline what to and not to do by us. So if we provide the care
as per the standard without missing the steps, we can minimize medical errors during our day to day
practice.” (Participant 3)

Increases competence among the providers

Providers acknowledged that ANC is one of the core competencies of midwives. Practicing the ANC
service regularly as per the guidelines makes the midwives more competent and pro�cient. Besides, they
pointed out that carefully following the ANC guideline helps them to become more con�dent in front of
clients and to be sure to deliver the service without feeling frustration.

“If I am not using guideline during the ANC session, I might not be con�dent enough whether I am doing
in the right way or not.” (Participant 6)

The participants also highly acknowledged that working with the ANC guideline during their day to day
sessions supports the providers in making decisions-about diagnosis and treatment of pregnancy-related
complications without delay.

“Measuring blood pressure alone does not help to diagnose hypertension during pregnancy. It has to be
interpreted as per the guideline.”(Participant 2)

1. Safe motherhood

A summary of the identi�ed bene�ts of complete adherence to the ANC guideline on improving perinatal
outcomes is presented below (Table 1)

Improves perinatal outcomes

In all parts of the interview, participants reported that using the ANC guideline carefully would lead to
more positive pregnancy outcomes for both the mother and the fetus.

“…………there is a usual principle in ANC practice. If you are providing the quality of care in every ANC
contact, stillbirth to early neonatal death ratio should be comparable. If the stillbirth to early neonatal
death ratio increases, our ANC service is sub-standard and compromised.” (Participant 9)

1. Improvements in service delivery

In this section, a summary of the bene�ts of using the ANC guideline in improving service delivery is
presented (Table 1).
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Ensuring the standard of the care

Almost all participants acknowledged that they understood that the ANC guideline had been developed
on the basis of high-level scienti�c research. Providing service based by following the guideline helps to
ensure the provision of standardized, up-to-date, and evidence-based care.

In most of the interviews, participants noted that using ANC guideline helps them to provide complete and
uniform care for all clients by all providers.

“The guideline makes professionals speak the same language. In the absence of an experienced midwife,
a junior can deliver the same ANC service alone if guideline is properly in place.” (Participant 6)

Enhance women-friendly care

Study participants noted that following ANC guideline creates an opportunity to provide individualized
and women-friendly care by putting women in the center of the care. They also reported that following the
guideline helps to create a smooth client-provider relationship by involving the clients themselves in
discussions and decisions.

“……Sometimes we talked to our clients about their personal life to make them more friendly and
interactive with us during a discussion of ANC sessions.” (Participant 16)

Improves continuum of care

Most of the participants perceived that following the guidelines during ANC session increases service
uptake by reducing extra time spent with each client. The participants also thought that improving the
quality of the �rst meeting with quality of care to the pregnant women is likely to increase the motivation
for the woman to attend subsequent recommended ANC visits.

“Without any reservation, when our clients are satis�ed and happy by the quality of our service provided
in the �rst visit, they will be eager to come back the second visit.” (Participant 1)

Some healthcare providers noted that improving the quality of counseling on birth preparedness in every
visit as per the guideline increases the awareness of pregnant women of the importance of institutional
delivery and help those to agree give birth at the health facility.

“When we provide appropriate counseling on birth preparedness with a welcoming face at the beginning,
she will get prepared and decided for facility delivery when labor starts.” (Participant 4)

Improve the process of the care

Participants perceived that strict adherence to ANC guideline during the �rst visit helps to improve the
process of care through proper history taking, physical examination, and routine laboratory investigation
by using an integrated ANC sheet. Then clients can be placed in the proper risk category based on their
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level of risk. Clients with low risk of pregnancy-related complications will need only universal routine care,
and higher risk patients can be led to be given specialized care. Participants also acknowledged that
following the guideline helps them to provide speci�c and comprehensive counseling services to promote
and prevent complications during pregnancy.

“When my client comes for the �rst time, I will ask her whether she had an abortion, previous stillbirth, and
low birth weight. Once I identify she had bad obstetric history, I will provide specialized care because past
bad obstetric outcomes are recurrent.” (Participant 5)

Maintaining the quality of service provision

All of participants had positive perceptions of the bene�ts of using the ANC guideline to improve the
quality of the service they provide.

“I am glad to have ANC guideline during the clinical session. It guides me on what and how to do each
content of the service to be given for our clients. This really helps our clients to get the desired quality of
care.” (Participant 2)

All participants expressed positive thoughts about the bene�ts of following ANC guideline as leading to
greater client satisfaction.. When pregnant women are satis�ed with the quality of the service at the �rst
visit, they will feel happy and eager to attend subsequent visits.

“It is clear that when I provide ANC as per the protocol, my client feels happy because she perceived that
she is getting the right care and she will develop trust in both the service and me as well.” (Participant 8)

Perceived constraints that may limit complete adherence to
ANC guideline
Here we list major bottlenecks that may hinder complete adherence to the ANC guideline (Table 2).

1) Organizational factors
In this section, institutional constraints that hinder the full implementation of ANC guideline by the
providers are described.

Unavailability of guideline: Overarching challenge
Even though the participants identi�ed many challenges to implementing ANC guideline, the single most
important problem identi�ed was that the original guideline was not even available to begin within their
working places and this was therefore identi�ed as an overarching challenge.

The participants said that they used an integrated ANC sheet prepared by the Ethiopian ministry of
health. The sheet was extracted from the focused ANC guideline but was lacking details and depth on the
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contents of the services.

“….in our facility, we used an integrated ANC sheet which is very familiar for every one of us though it
lacks detail information to be done in every visit.”(Participant 4)

Participants also strongly noted that the ANC guideline document that had been given was not up to date.
They said that the WHO 2016 eight-contact guideline had not been made available at all locations in
Ethiopia. They said a guideline document with date of approval must be available throughout the country
and must be posted on the bulletin board of all ANC rooms.

“One of the serious problems for the Ethiopian national ANC guideline is not updated regularly.”
(Participant 8)

In some teaching health facilities, there is no culture of even using any ANC guideline document rather
preferred to use international books. This may be related to differences in understanding of the
importance of guidelines on the part of those who teach.

“Some of the providers perceive that the American Confederation of obstetrician and gynecologists’
recommendations are similar to the Ethiopian ministry of health ANC guideline.” Participant 9)

Human resource-related factors
The majority of the participants stated that the ratio of the number of clients to the number of providers is
far too high. Many said they might encounter 40–50 clients at the health centers and 100–200 mothers
in the hospital daily. If the interview of each client is supposed to take place in 20 minutes or less, then it
may be impossible to follow even the ANC guidelines completely. If this is true, then the providers are
faced with an impossible situation and apparently must choose which guideline items they will deal with.
This may limit their ability to establish a good rapport with the women, provide adequate counseling, and
avoid the need to make additional appointments on another day.

“To evaluate a single client, it takes more than 15–20 min. So to give service for all clients, I might be in a
rush by exempting essential ANC packages.” (Participant 7)

The participants also stated that they suffer from a heavy workload and feel overburdened in trying to
deal with the high client �ow due shortage of human power. Health care providers working in the health
centers are expected to deliver comprehensive MCH services such as ANC, delivery care, postpartum, and
family planning units. This forces them to make compromises that mean they cannot adhere completely
to the ANC guideline.

“In our health center, there are three midwives who run MCH. One is working on a family planning service,
so there are two remaining. One will be on duty and stay home the next day. So, one midwife will cover all
services alone.” (Participant 3)
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Some providers said that there is no critical shortage of human power but that the problems arise due to
poor management of the system. There are more than 30 temporally and permanently assigned health
care providers including midwives, medical interns, and senior obstetricians. There is a mismanagement
of human power. Senior consultants are not usually actively involved in the management of high-risk
clients who need advanced care. Midwives are also not well involved in the decision-making process. So
the majority of the workload is borne by medical interns who are not fully authorized to provide patient
care.

“Here, I can come with good evidence now. We do have 13 senior obstetricians in the hospital, but none of
us are well engaged to support medical interns and evaluating complicated cases.” (Participant 8)

Lack of appropriate facility set up
Participants observed that health facilities are not designed and constructed to make it possible to
accommodate the number of clients who must be met. They stated that there are not enough rooms
available for carrying out ANC interviews. With the exception of the hospital, there is only a single ANC
room in each health center, and the rooms are so small that it is di�cult to provide all services at the
same time.

“…… you can look at this, the only ANC room, which is too narrow to host many clients at the same time.
With this narrow room, there are only two tables. So you cannot talk here about client privacy.”
(Participant 3)

They also stated that there is no separate MCH laboratory in most public health facilities. This increases
the waiting time of clients due to delays in laboratory results. They recommend that a national standard
be set for ANC rooms and efforts be made to meet this standard wherever possible.

All of the participants noted that power supply is a critical resource need for doing basic laboratory tests.
There is an electric system in all health facilities but there is no continuous power supply due to a
shortage of power sources at the national level. To overcome this problem, the majority of health facilities
have backup generators.

“Another upsetting issue is a loss of electric power and you can’t do laboratory tests. So, we have to
appoint women when there is light.” (Participant 6)

Logistic-related factors
Participants noted that supplies and equipment need to be taken into consideration in setting ANC
guideline. If the ANC guideline is to be followed, all materials speci�ed by the guideline must be available
especially for the �rst visit. The participants said there is at least one critical shortage of one or more of
the following: health commodities, equipment, instruments, laboratory reagents and tests.

“Since August 2019, we did not do hematocrit for our clients due to shortage of capillary tubes in our
health center.” (Participant 3)
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The participants also noted that the major reasons for a critical shortage of essential supplies and
equipment are: problems in the purchasing process, lack of an accountable body, and lack of
communication between levels. In the procurement process, there is usually a failure to purchase
functional and standard products such as blood pressure apparatus.

“Now a day’s, these blood pressure apparatuses are not functional since it purchased. There was a clear
problem with the quality of equipment during the procurement process.”(Participant 6)

2) Care providers’ knowledge, attitude, and skills
Below is a summary of care providers’ knowledge, attitudes, and skills identi�ed as constraints, hindering
complete adherence to ANC guideline.

Poor providers’ attitude and behavior
The participants stated that there is a lack of a culture of use of guidelines during clinical sessions. They
said that they usually preferred to use the standard books as the basis for client care rather than national
clinical protocols.

They also noted that they are not well-motivated and are reluctant to use ANC guideline in day to day
clinical sessions for a variety of reasons: lack of recognition, feeling overburdened, and lack of incentives.

“Our salaries are too small to cover our daily expenses and house rents. There is no extra incentive to
drive our motivation. But we are trying our best to help our clients.” (Participant 6)

Knowledge and skills of providers
Participants said that there is a variation in providers’ knowledge of the ANC guideline. Some of them
stated that some of the items of the guideline, for example the one concerned with provision of iron and
another about performing abdominal examination shouldn’t be followed in the �rst trimester but should
be postponed to the second trimester when the pregnancy is apparent in the abdomen.

“I don’t perform an abdominal examination when the client comes before 12 weeks of gestation. Why I
am going to palpate the abdomen for the fetus already in the pelvis?” (Participant 5)

The participants noted that two reasons for a variation in the implementation of ANC guideline are lack of
awareness and lack of the necessary skills. Newly graduated midwives and medical interns don’t strictly
adhere to local protocols due to a lack of prior clinical experience.

3) Training and mentorship
The factors in the areas of training and mentorship that were identi�ed as in�uencing complete
adherence to ANC guideline are described below.

Poor quality of pre-service clinical training
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The participants stated that less than ideal quality of pre-service clinical education signi�cantly
contributes to poor implementation of ANC guideline in some of the study health facilities. They stated
that two health facilities, one specialized hospital, and one health center, were the parts of teaching
health facilities for medical and midwifery students. Final year midwifery and medical interns are
expected to conduct ANC sessions under the supervision of their clinical instructors. But due to the high
number of students and loose clinical supervision, they struggled to implement the ANC guideline
consistently.

“We do have medical interns who can pass through clinical practice. They struggled to provide quality
ANC due to lack of strict supervision and a high student to client ratio.” (Participant 8)

Health care providers continuing training system
The participants noted that there are problems with the in-service training system in helping providers
stay up-to-date and this also keeps away providers from adhering to ANC guidelines. They stated that
ANC is one of the core competencies that all providers, particularly, midwives should have. Skill
competency can be lost if there is no regular program of training to bring providers up-to-date. They
perceived that there are inconsistencies in implementation due to differences in knowledge and skills as
concerns the guideline. Therefore, refreshment training would help to maintain uniformity of practice
during ANC practice.

Participants highlighted that training opportunities are scarce particularly in the area of ANC. There were
Basic Emergency Obstetric and Newborn Care (BEmONC) training programs given by non-governmental
organizations but these did not reach most of the midwives who are directly involved in services to users.
Those who attend the training sessions usually leave the ANC units due to different reasons such as
changing in rotation and working place.

”….there are some training opportunities like BEmONC, but this training focused on labor and delivery and
there is a little emphasis on ANC. In my perspective, there is a demand for training.” (Participant 9)

Mentorship and supervision
Participants identi�ed the lack of supervision and mentorship as one of the major barriers to implement
ANC guideline successfully. They indicated that there is no planned and structured supervision from the
district or zonal health o�ces. Providers also perceived that they are unfairly blamed and insulted when
service goals are not reached without technical support and feedback. They also perceive that planned
supportive supervision and training would be useful to capacitate their skills, as well as for monitoring
purposes.

“I don’t think there is a body that evaluates the health center, no one has come asking us to �ll our
gaps.”(Participant 6)

Discussion
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This study gained insights into participants’ perceptions of bene�ts and constraints of complete
adherence to ANC guideline. We found that progressive incremental improvements in providers’
performance, provision of safe motherhood; and improvements in service delivery are the perceived
bene�ts of following ANC guidelines. In agreement with this, previous research reported that the potential
bene�ts of using guidelines in clinical settings include improving client outcomes, ensuring uniformity of
care, improving the process and structure of care, and helping providers to make clinical decisions (4–8).

The results of the present study show that following the ANC guideline can save time, a de�nite bene�t,
but also that carrying out the interviews as prescribed takes too much time and this is a constraint. These
statements are somewhat contradictory but none of the participants explained this contradiction. The
majority of participants agreed that the WHO ANC guideline is a well structured document that ideally
should help them to be focused and concentrated on what should be done. Guidelines can save time if
the provider does not have to spend time trying to think about what should be done. But the contrary view
held by some was that following ANC guideline is very tedious and time-consuming. They said that the
guidelines call for doing more than is reasonable in the time available given and the high client load.
Therefore, full adherence to the guideline would result in a decrease in the number of clients who could be
seen per day.

Although participants acknowledged the bene�ts of using ANC guideline ,they said that the guideline is
not fully implemented at the four study facilities (25).Through our �ndings, we have learned more from
the participants themselves about their reasons for not following the guideline. Identifying barriers would
help leaders and healthcare providers to create strategies for implementation of ANC guideline. A number
of contributing factors were identi�ed in this study including factors related to organization, health care
providers, and training and mentorship.

Organizational problems were the leading and most important barriers that hinder complete adherence to
the ANC guidelines. Among these barriers, the most frequently identi�ed and overarching challenge
during the clinical practice was the ANC guideline itself such as its format, contents, and availability. The
original focused ANC guideline is not available physically during clinical practice. There is an integrated
ANC sheet format used as a guideline. However, providers perceived that the format is lacking details and
depth by content. This �nding is supported by the survey done in Bahirdar (24).The similarities in
between two studies could be lack of distribution of guidelines from the federal to the regional health
system. Therefore, the ANC guideline should be available and modi�ed in practical, simple, and easy-to-
follow �owcharts that users could refer to quickly. Interestingly, the availability of clinical practice
guideline on the internet by using mobile phones was found to be an important facilitator which is in-line
with other studies (30). The other organizational problem that fuels poor adherence to ANC protocol was
logistics related problems. The implementation of the ANC guideline depends upon the availability of a
large package of speci�c supplies and equipment (11).The identi�ed logistic related problems include
lack of functional supplies and equipment due to poor procurement system and lack of coordination
between levels. This �nding shows that it is an urgent problem that must be prioritized for action for
proper implementation of the ANC guideline.
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Care providers’ knowledge, attitude, and skills were identi�ed as constraints that hinder the complete
adherence to ANC guideline. Findings from our study are consistent and supported by the other studies
done in different settings (10, 11). Poor providers’ attitude and behavior were the most frequently
identi�ed barrier to use and full implementation of ANC guideline. However, when we looked at the
implementation of the guideline, one of the practical challenges is bringing about change in providers’
behavior. Changing attitudes and in�uencing perceptions is di�cult (31). Providers who lacked
motivation and commitment toward the use of clinical practice guideline or those who were resistant to
change were less likely to use clinical practice guidelines than providers who understood the reasons
presented by WHO and others (32). Surprisingly, in the current study, participants said that some of them
are not well motivated and reluctant to use guideline in day to day clinical sessions due to different
reasons. One of the identi�ed reasons to smash their motivation is the lack of balanced �nancial
compensation for their effort. Their salary wage is considered too small. This implies that the
government should consider designing a strategy to motivate professionals.

Variations in participants’ knowledge of the contents of ANC guideline coupled with skill incompetency
are the other barriers for complete adherence to ANC guideline. Some participants said that when clients
come in the �rst trimester of pregnancy, they did not bother to provide some ANC services such as iron
tablet supplementation or doing abdominal examination. This �nding was supported by the study done
in Mozambique, Ghana, and Bangladesh (11, 21, 33). The major reasons for variations in implementing
ANC guideline timely could be a lack of awareness on available guidelines and lack of clinical experience
particularly medical interns. In contrast with the �ndings of our study, a study done on nurses with more
work experience showed that they felt a high level of autonomy and were less likely to use clinical
practice guideline than did junior and inexperienced nurses (34).

The results of the present study showed that the quality of pre and in-service training with supportive
mentorship is the other bottleneck that hinders provider’s adherence to ANC guideline. This �nding is
consistent with another study done in Ethiopia (35) and one in Sierra Leone (36). Therefore, integration of
pre-service training to the service has to be done if there is to be better adherence to ANC guideline.

Research shows that short and competency-based ‘in-service’ training in emergency obstetric care results
in signi�cant improvements in healthcare provider competence and a move to making better use of
guidelines (37).In addition, training at the start of implementation and continuing education throughout
the implementation process is to be recommended to increase the use of guidelines (38). Lack of up-to-
date training opportunities was identi�ed as a constraint that hinders the full implementation of guideline
use in our present study which is concurrent with a previous study done in Mozambique (11).Participants
reported differences in in knowledge of existing ANC guidelines.. This shows that the government has to
design a continuous professional development system to improve health care professionals’ competency
to prepare them to use the WHO eight-contact guideline.

Supportive, planned, and periodic mentorship and supervision are recommended to increase adherence of
health professionals to protocols (39–41). As consistent with other studies, care providers identi�ed that
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there is too little supportive supervision and periodic mentorship to (11). This indicates that supervision
and mentorship need to be strengthened. The availability of full package supplies and equipment alone is
not a guarantee for full implementation of ANC guideline; there must be adequate and skilled human
resources (11, 42).The current study identi�ed a shortage of human power, particularly at the health
centers. The ration of client �ow to staff availability is too high. The possible explanation might be due to
limited sta�ng and high client �ow leads to heavy workload. Eventually, the providers might face
challenges in completing all tasks listed in any ANC guideline document and are then less likely to be
able to follow the guideline.

To the best of our knowledge, this is the �rst qualitative research in Ethiopia to explore the reasons for not
following ANC guidelines and it may thus be taken as a baseline for future studies. The data collection
was completed after nine individual interviews when no unique information emerged. During analysis, all
investigators were involved; discrepancies in the coding were discussed and a consensus was found.
This increases the validity of the research �ndings.

The study has some limitations. All interviews were conducted by the investigators and this may have
introduced some bias however transcription was done by professional colleagues who have tremendous
experience in a qualitative study. Finally, providing ANC service by inexperienced medical interns was one
of the identi�ed gaps during the interview. Therefore, it would have been nice to include them to be a part
of the study because they might have their own reasons for not following the ANC guideline.

Conclusions
Although participants acknowledged the bene�ts of using ANC guidelines during clinical practice, they
themselves have not completely adhered to the existing Ethiopian ANC guideline. We identi�ed provider,
organizational and training and mentorship related groups of factors for the reasons why providers are
not following ANC guideline during clinical practice. Attitude, knowledge and skills were identi�ed as
provider-related factors whereas clinical practice guideline, resources (human and material), and facility
set up were the organizational-related factors. And also the quality of pre-service clinical training,
continuous in-service training, and mentorship were training and mentorship related factors. Based on
these �ndings, we suggest proven interventions for improving the full implementation of the ANC
guideline in Ethiopia. Refresher training has to be given at the start of the updated WHO recommended
eight-contact ANC guideline and continuing education and supervision throughout the implementation
process. Health care providers call for profound and urgent revisions to the supply chain system for
supplies and equipment.
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