
Fenta et al. Tropical Medicine and Health           (2024) 52:70  
https://doi.org/10.1186/s41182-024-00631-2

RESEARCH Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

Tropical Medicine
and Health

Individual and community-level factors 
associated with adequate antenatal care service 
utilization in sub-Saharan Africa
Setegn Muche Fenta1*  , Haile Mekonnen Fenta2, Seyifemickael Amare Yilema1, Ding‑Geng Chen3 and 
Amsalu Worku Mekonnin4 

Abstract 

Background Sub‑Saharan Africa (sSA) continues to rank among the regions in the world with the highest rates 
of maternal mortality and the lowest rates of utilization of maternal health care. The risk of death for women in sSA 
is 268 times higher than that of women in high‑income nations. Adequate antenatal care (ANC) services utiliza‑
tion is essential to the mother’s and the baby’s survival and well‑being. This study aimed to identify both individual 
and community‑level factors associated with adequate antenatal care services utilization in sSA.

Method We used data from the most recent Health and Demographic Surveys (DHS), which were carried 
out between 2012 and 2022 in 33 sSA countries. A total of 240,792 women were included in this study. The two‑level 
mixed‑effects logistic regression model was used to identify the individual and community‑level factors associated 
with the use of adequate ANC service.

Results The pooled prevalence of adequate ANC service utilization in sSA was 55.48% (95% CI: 55.28–55.68). The 
study showed that secondary and above‑educated women (AOR = 2.13, 95% CI 2.07–2.19, secondary and above‑edu‑
cated husbands (AOR = 1.55, 95% CI 1.51–1.60), rich women AOR = 1.26, 95% CI 1.24–1.29), women 35–49 years of age 
(AOR = 1.36, 95% CI 1.32–1.41) and distance to a health facility is not a big problem (AOR = 1.13; 95% CI 1.11–1.16) 
was significantly and positively correlated with the use of adequate ANC services. However, rural women (AOR = 0.80; 
95% CI 0.78–0.82), not having mass media access (AOR = 0.74, 95% CI 0.72–0.75), 5 and above birth order (AOR = 0.73, 
95% CI 0.68–0.78) were significantly and negatively correlated with the use of adequate ANC services. Additionally, 
the random effects model showed that variables at the community and individual levels were responsible for approxi‑
mately 62.60% of the variation in the use of adequate ANC services.

Conclusion The sSA countries had a low prevalence of adequate utilization of ANC with a significant variation 
among countries. Moreover, public health initiatives should focus on rural women, poor women, and uneducated 
women to enhance maternal health services utilization. Furthermore, policies and programs that address cluster vari‑
ations in the utilization of adequate ANC services must be developed, and their implementation must be vigorously 
pursued.
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Introduction
In recent decades, maternal and child deaths have 
become a global health priority. However, the risk of 
these problems is even higher for developing countries. 
The third Sustainable Development Goal (SDG) focuses 
on reducing maternal mortality and improving women’s 
health care: aiming to reduce the global maternal mortal-
ity ratio (MMR) to 70 per 100,000 live births by 2030 [1, 
2]. Despite progress and efforts, nearly 800 women die 
each day as a result of avoidable pregnancy and child-
birth complications. In 2020, approximately 287,000 
women died as a result of pregnancy and birth. Nearly 
95% of maternal deaths in 2020 occurred in low- and 
lower-middle-income countries. The sSA and Southern 
Asia accounted for approximately 87% (253,000) of global 
maternal deaths in 2020. The sSA and Southern Asia 
were responsible for approximately 87% (253,000) of the 
estimated global maternal deaths in 2020. sSA alone was 
responsible for 70% (202,000) of maternal deaths, with 
Southern Asia accounting for 16% (47,000) [3–5]. Women 
and newborns can be saved if they receive skilled medi-
cal care before, during, and after childbirth. Antenatal 
care (ANC) visits are recommended by the World Health 
Organization (WHO) as a key strategy for improving the 
health of pregnant women. The organization previously 
recommended at least four ANC visits during the preg-
nancy. However, it changed its recommended minimum 
number of ANC visits from four to eight contacts to 
ensure a safe pregnancy and healthy baby [6, 7]. Approxi-
mately 90% of women worldwide have received skilled 
ANC services at least once, with only 60% utilizing skilled 
ANC services at least four times. sSA has the lowest rates 
of antenatal care, with only 49% of women receiving at 
least four skilled ANC services[8, 9].

Earlier studies conducted in various sSA countries to 
identify factors associated with adequate ANC services 
utilization have been institutional-based [10–12] and 
considered only individual factors [12–15]. Most of the 
research mentioned above was carried out in a single 
country [13, 14, 16]. However, community-level factors 
like residence [17, 18], region [17, 18], media exposure 
[14, 17], distance to health center [17, 18], and cluster 
(enumeration areas) [17, 19] may have an impact on the 
utilization of adequate ANC services. Besides, the above 
studies did not employ a multi-country approach to iden-
tify factors associated with adequate ANC services based 
on the recent pooled DHS data. The previously men-
tioned study also used an ordinary logistic regression 
model to identify the factors associated with the use of 
adequate ANC services [10–12].

An ordinary logistic regression model assumes that 
each woman is independent and cannot take into account 
the hierarchical structure of the data within communities. 

The effect would be an underestimation of the standard 
errors for the covariate effects due to the strong homo-
geneity among women in communities. This could result 
in incomplete and misleading conclusions regarding the 
relationship between the explanatory variable of the use 
of adequate ANC services and the use of adequate ANC 
services [20, 21]. Multilevel logistic regression models 
are appropriate for statistical analysis of binary outcome 
data that are hierarchical or clustered [22]. Multilevel 
data analysis is primarily done for two reasons: first, to 
ensure accurate inferences by taking into account poten-
tial variation between level-2 units, like communities or 
clusters; second, to evaluate the contribution of level-2 
determinant factors and unexplained variation between 
level-2 units (clusters) to the explanation of variations in 
the proneness of individuals (level-1 units) to the binary 
outcome [20, 23, 24]. To investigate whether cluster-level 
covariates and the unexplained between-cluster hetero-
geneity account for the individual binary outcomes, a 
number of multilevel logistic regression techniques have 
been proposed. The unobserved heterogeneity between 
clusters in multilevel models is typically measured using 
the intra-class correlation coefficient (ICC), proportional 
change in variance (PCV), and median odds ratio (MOR) 
due to their ease of interpretation, particularly in linear 
mixed models [24–26]. Accordingly, the current study 
uses a multilevel mixed effect analysis of the most recent 
DHS data to examine the individual and community-level 
factors associated with the utilization of adequate ANC 
care services in sSA countries. Furthermore, the results 
of this study encourage health planners, policymakers, 
sponsors, and health professionals in their efforts to fur-
ther enhance pregnant women’s use of adequate ANC 
services, which will help reduce maternal mortality in 
sSA. Therefore, this study aimed to identify both indi-
vidual and community-level factors associated with ade-
quate antenatal care services utilization in sSA.

Method
Data source
This study used data from the most recent DHS in sSA 
countries from 2012 to 2022. The data were collected 
from 33 sSA countries (Fig. 1). A total of 240,192 women 
participated in this study. The DHS data were combined 
to analyze the prevalence and factors influencing ANC 
service utilization in sSA. The DHS is a nationwide sur-
vey that collects data on basic health indicators such 
as mortality, morbidity, family planning, fertility, and 
maternal/child health. The data came from the DHS pro-
gram. Each country’s survey consists of various datasets, 
including men, women, children, birth, and household 
datasets. For this study, a birth record (BR) file was used. 
Figure 1 depicts the geographical area of this study. The 
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number in Fig.  1 represents the 33 sSA countries’ geo-
graphical location. Table 1 shows the survey year and the 
total number of respondents for 33 sSA countries (Fig. 1 
and Table 1).

Outcome variable
Adequate ANC visits were used as the outcome vari-
able of the study. According to the WHO definition [27], 
adequate ANC services utilization was defined as women 
receiving four and above ANC services during pregnancy 
is considered adequate.

Independent variables
The explanatory variables for adequate ANC service 
utilization were classified as individual and commu-
nity level. These variables were chosen based on various 
works of literature [13, 17, 28, 29]. Individual-level vari-
ables include mothers’ ages, wealth indexes, employment 
statuses, maternal education levels, husband’s education 
levels, number of living children, family size, age at first 
birth, women’s decision-making capacity, wanted preg-
nancy, contraceptive use, and birth order. In addition, 
residence, distance to the health facility, exposure to 
mass media, cluster (enumeration area), and region were 
considered community-level variables (Fig. 2).

Statistical analysis
To make relevant inferences, the data were weighted 
using sampling weight (v005), primary sampling unit 

(v023), and strata (v021). The DHS surveys provide 
dependent data, which is organized in a hierarchical or 
multilevel structure due to the nesting of women within 
enumeration areas or clusters. Women who reside in 
the same clusters are likely to experience similar out-
comes because they have comparable characteristics 
and access to the same maternal health services. Accord-
ingly, women who are randomly selected from two ran-
domly selected households within the same cluster or 
enumeration area may have a similar status of adequate 
ANC service utilization than women who are randomly 
selected from two different clusters, even in cases where 
the measured household or individual-specific character-
istics of the selected households are the same.

The adequate ANC services utilization data have been 
analyzed using the standard binary logistic regression 
model. However, this model ignores potential intra-clus-
ter correlation among observations within a cluster and 
may produce biased results and conclusions because it 
assumes that the variable conditional on which the indi-
vidual women’s utilization of adequate ANC services is 
independent [30, 31]. Furthermore, this model does not 
take into account the hierarchical structure of the data 
and does not allow for the examination of the correlation 
between specific cluster characteristics and individual 
outcomes [32]. To solve this problem, we applied a mul-
tilevel logistic regression model. The multilevel logistic 
regression model divides the total individual variance 
into variation attributed to the clusters and the remaining 

Fig. 1 Sampling procedures to select the eligible countries and children for the study
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individual-level variation. This allows cluster-specific 
random effects, which account for the dependency of the 
observations. The multilevel logistic regression model 
can accurately estimate standard errors, produce more 
accurate inferential decisions, and enable the investiga-
tion of sources of variations both within and between 
clusters because they account for the clustered nature 

of the data [27]. The multilevel logistic regression model 
with random effects for outcome yij is expressed as 
follows:

where g(.) is the link function, i and j are the level 1 (indi-
vidual women) and level 2 (community) units, respec-
tively; X ij =

(

1, x1ij , ..., xpij
)

 refer to a vector of p 
covariates measured on the i individual and 
Z j =

(

1, z1j , ..., zqj
)

 is a vector of q covariates measured on 
the j community-level variables, β and α are a vector of 
fixed regression parameters, and πij is the likelihood of 
receiving adequate ANC service for the ith women in the 
jth community,  uj showed the random effect assumed 
independently and normally distributed with mean zero 
and varianceσ 2

u , in shortuj ∼ N
(

0, σ 2
u

)

 . In multilevel 
binary logistic regression, four models are considered: 
model I (only individual-level variables), model II (only 
community-level variables), model III (both individual 
and community-level variables), and the null model. The 
null model was used to examine the variability of ade-
quate ANC visits across the enumeration area. It was 
determined which community-level variables and which 
individual-level variables were associated with the out-
come variables (Model II and Model I, respectively). The 
final model (Model III) included both individual and 
community-level variables, as well as the outcome varia-
ble (adequate ANC visits). The fixed effect is reported in 
the form of an adjusted odds ratio with a 95% confidence 
interval. Statistical significance was determined for all 
variables with p-values < 0.05. Random effects or meas-
ures of variation, such as the intra-cluster correlation 
coefficient (ICC), median odds ratio (MOR), and propor-
tional change in variance (PCV), were used to assess the 
variation in adequate ANC visits across clusters. The ICC 
quantifies the degree of heterogeneity of adequate ANC 
visits between clusters. It was calculated using the follow-
ing formula:ICC = VA

VA+π2/3
= VA

VA+3.29
 , where VA is the 

estimated variance in each model. The ICC has a range of 
0 to 1. The observed results are completely independent 
if the ICC value is 0, and completely dependent on the 
cluster to which they belong if the value is 1. The correla-
tions are low, moderate, high, and very high, respectively, 
according to the ICC values of less than 0.50, between 
0.50 and 0.75, between 0.76 and 0.90, and greater than 
0.90 [33]. The PCV shows the variation in adequate ANC 
visits explained by determinants and computed as 
PCV = VA−VB

VA
 , where VA = variance of the initial model, 

and VB = variance of the model with more terms [33]. 
The MOR is the median value of the odds ratio, which 
quantifies the variation in adequate ANC visits between 

log

(

πij

1− πij

)

= g
(

µij

)

= X
T
ij β + Z

T
j α + uj ,

Table 1 Pooled demographic and health surveys (DHS) data 
from 33 sSA countries, 2012–2022

Country Year of survey Weighted 
sample (n)

Weighted 
sample 
(%)

Central region of Africa 48,727

 Angola 2017/18 8,947 3.7

 Cameroon 2018 6,463 2.7

 Congo DR 2013/14 11,293 4.7

 Congo 2011/12 6,463 2.7

 Chad 2014/15 11,104 4.6

 Gabon 2019/21 4,457 1.9

Western region of Africa 82,762

 Burkina Faso 2021 6,428 2.7

 Benin 2017/18 8,994 3.7

 Cote d’Ivoire 2021 5,670 2.4

 Gambia 2019/20 5,799 2.4

 Ghana 2022 5,218 2.2

 Guinea 2018 5,530 2.3

 Liberia 2019/20 4,267 1.8

 Mali 2018 6,368 2.6

 Niger 2012 7,680 3.2

 Nigeria 2018 21,792 9.1

 Togo 2013/14 5,016 2.1

Eastern region of Arica 99,697

 Burundi 2016/17 8,660 3.6

 Comoros 2012 2,016 .8

 Ethiopia 2016 7,193 3.0

 Kenya 2022 10,412 4.3

 Madagascar 2021 9,315 3.9

 Malawi 2015/16 13,448 5.6

 Mauritania 2019/21 7,640 3.2

 Mozambique 2015 4,014 1.7

 Namibia 2013 3,974 1.7

 Rwanda 2019 6,167 2.6

 Tanzania 2022 5,825 2.4

 Uganda 2016 10,263 4.3

 Zambia 2018 7,372 3.1

 Zimbabwe 2015 7,372 3.1

Southern region of Africa 9,606

 Lesotho 2014/15 2,596 1.1

 South Africa 2016 3,036 1.3

Total 240,792 100.0
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clusters in terms of the odds ratio scale and is defined as 
the median value of the odds ratio between the clusters at 
a high likelihood of adequate ANC visits and the cluster 
at lower risk when randomly selecting individuals from 
two clusters. It was computed using the for-
mu l a :MOR = exp(

√
2 ∗ VA ∗ 0.6745) ≈ exp(0.95

√
VA) , 

where VA is the cluster-level variance. The MOR measure 
is always greater than or equal to 1. If the MOR is 1, there 
is no variation between clusters [33–36]. Multicollinear-
ity was tested using the variance inflation factor (VIF) 
test, suggesting that there was no multicollinearity since 
all variables had VIF < 5 and a tolerance greater than 0.1. 
The candidate model was compared using the deviance 
information criterion (DIC), Akaike’s information crite-
rion (AIC), and Bayesian information criterion (BIC). 
The model that has the lowest information criterion value 
will be chosen as the analysis’s best model [37].

Result
Socio‑demographic characteristics of study participants
A total of 240,792 pregnant women were included in this 
study. Of the total, 108,075 (44.9%) were between the 
ages of 25 and 34. About 85,741 (35.6%) of the mothers 
did not attend formal education, while 144,122 (59.9%) 
of the women were working in any sector. The majority, 
223,804(92.9%) of the pregnancies were wanted, while 

16,988 (9%) of the pregnancies were unwanted. Almost 
half (46.0%) of women had a poor wealth index and 
34.10% had a rich wealth index. The majority of women, 
162,719 (67.6%) lived in rural areas, and15, 369 (71.7%) of 
mothers were married (Table 2).

The pooled adequate prevalence of ANC service utilization 
in sSA
The prevalence of using adequate ANC services in sSA 
is summarized in Fig.  3. The pooled prevalence of ade-
quate ANC service utilization in sSA countries was 55% 
(95% CI: 54–56). The prevalence of adequate ANC ser-
vice utilization varied significantly across the sSA region. 
The central sSA region (52%) had the lowest proportion 
of adequate ANC service utilization coverage, while the 
Southern sSA region (70%) had the highest. Furthermore, 
the prevalence of adequate ANC service utilization in 
the Western and Eastern sSA regions were 57% and 54%, 
respectively (Fig. 3).

The prevalence of adequate ANC service utilization 
across sSA countries
The prevalence of adequate ANC service utilization 
across sSA countries is shown in Fig. 4. There were nota-
ble variations in the prevalence of adequate ANC service 
utilization among the countries in sSA. Among the sSA 

Socio-demographic variable  
� Age of women 
� Woman’s education
� Woman’s Occupation
� Husband’s education
� Husband’s education
� Wealth index 
� Number of living children 
� Family size 
� Marital status

Media exposure
� Radio 
� Television
� Newspapers  

Pregnancy-related variable 

� Birth order 
� Wanted pregnancy
� Age at first birth 

Geographical and Environmental variable  
� Residence
� Region 
� Distance to health facility 
� Enumeration area 

Maternal health service 
variable

� Contraceptive use 
� Women autonomy

Adequate ANC 
service utilization  

Fig. 2 Conceptual framework for the relationship between adequate ANC services utilization and variables in sSA from 2012 to 2022
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countries, Ghana (87%), Liberia (85%), Gambia (80), and 
South Africa (78%) have the highest rates of adequate 
ANC service utilization, while Niger (33%), Guinea 
(34%), Ethiopia (36%), and Mauritania (38) have the low-
est rates (Fig. 4).

Factors associated with the use of adequate ANC services 
visit utilization in sSA countries
The results of the two-level mixed effect logistic regres-
sion model are summarized in Table 3.

The results of model four showed that the use of 
adequate ANC services utilization was significantly 
correlated with woman’s education, woman’s occupa-
tion, age, marital status, husband’s education, husband’s 
occupation, sex of household head, media exposure, 
distance to health facilities, getting the money needed 
for treatment, residence, age at first birth, contracep-
tive use, women’s decision-making capacity, pregnancy 
wanted, birth order, wealth index, and region. Women 
aged 35 to 49  years were 1.36 (AOR = 1.36, 95% CI 
1.32–1.41) times more likely to receive adequate ANC 
services than women aged 15–24  years. Secondary 
and above-educated women had a 2.13 (AOR = 2.13, 
95% CI 2.07–2.19) times higher likelihood of receiv-
ing adequate ANC services than women without for-
mal education. Workingwomen were 1.17 (AOR = 1.17, 
95% CI 1.14–1.17) times more likely to receive ade-
quate ANC services than housewives women. Women 
whose husbands had attended primary school had 
1.27(AOR = 1.27, 95% CI 1.24–1.32) times higher likeli-
hood of receiving adequate ANC services than women 

Table 2 Socio‑demographic characteristics of study participants

Variable Frequency Percentage

Age of women

 15–24 73,876 30.7

 25–34 108,075 44.9

 35–49 58,841 24.4

Woman’s education

 No education 85,741 35.6

 Primary  education 80,847 33.6

 Secondary and above 74,204 30.8

Woman’s occupation

 Housewives 96,670 40.1

 Working any sector 144,122 59.9

Husband’s education

 No education 112,869 46.9

 Primary education 54,734 22.7

 Secondary and above 73,189 30.4

Husband’s occupation

 Not working 50,690 21.1

 Working 190,102 78.9

Birth order

 1 51,096 21.2

 2–4 114,189 47.4

 5 and above 75,507 31.4

Number of living children

 1 56,591 23.5

 2–3 88,840 36.9

 4 and above 95,361 39.6

Sex of household head

 Male 187,050 77.7

 Female 53,742 22.3%

Women’s decision‑making capacity

 Women alone 34,959 14.5

 Women and her husband 79,045 32.8

 Husbands alone 126,788 52.7

Contraceptive use

 No 163,997 68.1

 Yes 76,795 31.9

Wealth index

 Poor 110,748 46.0

 Middle 47,944 19.9

 Rich 82, 100 34.1

Residence

 Urban 78,073 32.4

 Rural 162,719 67.6

Getting money needed for treatment

 Big problem 138,281 57.4

 Not a big problem 102,511 42.6

Distance to a health facility

 Big problem 107,125 44.5

 Not a big problem 133,667 55.5

Table 2 (continued)

Variable Frequency Percentage

Getting medical help for self: not wanting to go alone

 Big problem 70,636 29.3

 Not a big problem 170,156 70.7

Access to mass media

 Yes 148,017 61.5

 No 92,775 38.5

Age at 1st birth in years

 < 20 years 163,673 68.0

 21–25 years 55,958 23.2

 26 and above years 21,161 8.8

Family size

 1–3 33,710 14.0

 4–6 106,000 44.0

 7 and above 101,082 42.0

Pregnancy wanted

 Yes 223,804 92.9

 No 16,988 7.1
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whose husbands had not attended formal education. 
Women whose husbands had attained secondary edu-
cation and higher had a 1.55 (AOR = 1.55, 95% CI 1.51–
1.60) times higher likelihood of receiving adequate 
ANC services than women whose husbands had no 
formal education. Rich women had 1.26 (AOR = 1.26, 
95% CI 1.24–1.29) times higher odds of receiving ade-
quate ANC services than poor women. Compared to 
women who were exposed to the media, those who 
were not exposed to it were 0.74 (AOR = 0.74, 95% CI 
0.72–0.75) times less likely to receive adequate ANC 
services. Women with unwanted pregnancies had 0.81 
(AOR = 0.81, 95% CI 0.78–0.84) times lower odds of 
receiving adequate ANC service compared to those 
with wanted pregnancies. Women with birth orders 
5 and above had 0.73 (AOR = 0.73, 95% CI 0.68–0.78) 
times lower chance of receiving adequate ANC services 
than women with first birth orders. Women in rural 
areas had a 0.80 (AOR = 0.80; 95% CI 0.78–0.82) lower 
likelihood of receiving adequate ANC services than 
women in urban areas. Women who used contraception 
were 1.39 (AOR = 1.39; 95% CI 1.36–1.42) times more 
likely to receive adequate ANC service than women 
who did not use contraception. Women who had auton-
omy decided with their husbands had 0.83 (AOR = 0.83; 
95% CI 0.81–0.86) times higher likelihood of receiving 
adequate ANC service than Women who had auton-
omy on their own. The odds of adequate ANC ser-
vice were 1.13 (AOR = 1.13; 95% CI 1.11–1.16) higher 

among women where the distance to a health facility is 
a big problem compared to women whose distance to a 
health facility is not a big problem. Women in the west-
ern and southern regions had 1.37 times (AOR = 1.37, 
95% CI 1.33–1.40) and 1.22 times (AOR = 13.42, 95% CI 
1.16–1.29) higher odds of receiving adequate ANC vis-
its than women in the central region (Table 3).

Random effect analysis
The results of the random effect model are summarized 
in Table  4. The ICC value in the null model indicates 
that there was a 27.21% variation in pregnant women’s 
use the adequate ANC services across clusters, which 
was reduced to about 12.23% after taking into account 
both individual and community-level variables in the 
full model. The final model’s PCV value revealed that 
the combined effect of individual and community-level 
variables accounted for 62.60% of the variation in the 
community-wide prevalence of adequate ANC services 
utilization. Furthermore, the MOR of 2.87 in the null 
model indicated the presence of heterogeneity in ade-
quate ANC services utilization between clusters. This 
demonstrates that pregnant women in clusters with 
higher adequate ANC services utilization prevalence 
were more than twice as likely to use it as those in clus-
ters with lower adequate ANC services utilization rates. 
Model IV had the lowest deviance value (304,418.6), 
AIC (304,484.6), and BIC (304,827.5) because it was the 
best-fitting model (Table 4).
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Fig. 3 Prevalence of adequate ANC service utilization in sSA
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Discussion
The pooled prevalence of adequate ANC service uti-
lization in sub-Saharan Africa (sSA) was 55% (95% 
CI: 54–56). It was higher than South Asian countries 
(46.64%) [18] and East African countries (52.44%) [19]. 
These disparities could be attributed to the presence of 
health system infrastructure, sample size, policy varia-
tions against maternal health care services, survey year, 
variability in awareness of maternal health care services, 
and socio-cultural differences between countries. The 
results of the random effects analysis showed that varia-
bles at the community and individual levels were respon-
sible for approximately 62.60% of the variation in the use 

of adequate ANC services. Similar finding in sSA coun-
tries [38] and South Asian countries [18] revealed that 
community and individual-level factors contributed to a 
large difference in the utilization of adequate ANC ser-
vices across communities. This is because women who 
reside in the same communities are more likely to have 
similar results than women who live in different commu-
nities because they share similar characteristics and have 
access to the same maternal health care.

The two-level logistic regression model revealed that 
woman’s education, woman’s occupation, age, marital 
status, husband’s education, husband’s occupation, sex 
of household head, media exposure, distance to health 

Fig. 4 Forest plot of adequate ANC service utilization across sSA countries
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Table 3 Two‑level mixed effect logistic regression analysis of factors associated with the use of adequate ANC services visit utilization 
in sSA countries

Variable Model II AOR (95% CI) Model III AOR (95% CI) Model IV AOR (95% CI)

Age of women

 15–24 1 1

 25–34 1.24(1.21,1.27)* 1.22(1.19, 1.25)*

 35–49 1.39(1.35,1.44)* 1.36(1.32, 1.41)*

Woman’s education

 No education 1 1

 Primary education 1.35(1.32, 1.38)* 1.51(1.47, 1.54)*

 Secondary and above 2.05(1.99, 2.10)* 2.13(2.07, 2.19)*

Woman’s occupation

 Housewives 1

 Working any sector 1.18(1.15, 1.20)* 1.17(1.14, 1.17)*

Husband’s education

 No education 1 1

 Primary education 1.15((1.12, 1.18) 1.27(1.24, 1.32)*

 Secondary and above 1.51(1.47, 1.55) 1.55(1.51, 1.60)*

Wealth index

 Poor 1 1

 Middle 1.05(1.03,1.17)* 1.10(1.08, 1.12)*

 Rich 1.15(1.13,1.18)* 1.26(1.24,1.29)*

Age at 1st birth in years

 < 20 years 1 1

 21–25 years 1.38(1.36, 1.41)* 1.27(1.25, 1.29)*

 26 and above years 1.58(1.56, 1.61)* 1.52(1.46, 1.55)*

Pregnancy wanted

 Yes 1 1

 No 0.80 (0.77, 0.82)* 0.81(0.78, 0.84)*

Getting money needed for treatment

 Big problem 1 1

 Not a big problem 1.17(1.15,1.19)* 1.13(1.11, 1.16)*

Getting medical help for self: not wanting to go alone

 Big problem 1 1

 Not a big problem 1.21(1.19, 1.24)* 1.09(1.07,1.12)*

Contraceptive use

 No 1 1

 Yes 1.34((1.31,1.36)* 1.39(1.36,1.42)*

Husband’s occupation

 Not working 1 1

 Working 0.88(0.86, 0.91)* 0.83(0.81, 0.86)*

Birth order

 First 1 1

 2–4 0.85(0.80, 0.90)* 0.84(0.79, 0.89)*

 5 and above 0.73(0.69, 0.78)* 0.73(0.68, 0.78)*

Number of living children

 1 1 1

 2–3 0.99(0.94, 1.05) 1.01(.095, 1.07)

 4 and above 0.96(0.90, 1.01) 0.98(0,92, 1.05)

Sex of household head

 Male 1 1
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facilities, getting the money needed for treatment, resi-
dence, age at first birth, contraceptive use, women’s 
decision-making capacity, pregnancy wanted, birth 
order, wealth index, and region were significantly asso-
ciated with the use of adequate ANC service utilization.

The study found that maternal and husband educa-
tion was a strong predictor of ANC visit utilization. The 
likelihood of receiving adequate ANC increases as the 
women’s and husband’s education levels rise. This is in 
line with the studies carried out in South Asian countries 

Table 3 (continued)

Variable Model II AOR (95% CI) Model III AOR (95% CI) Model IV AOR (95% CI)

 Female 1.09(1.06, 1.11)* 1.10(1.07, 1.12)*

Women’s decision‑making capacity

 Women alone 1 1

 Women and her husband 1.03(1.01, 1.06)* 1.01(1.98, 1.04)

 Husbands alone 0.87(0.84, 0.90)* 0.83(0.81, 0.86)*

Family size

 1–3 1 1

 4–6 0.99(0.96, 1.02) 0.99(0.97, 1.07)

 7 and above 1.01(0.98, 1.04) 1.00(0.97, 1.03)

Marital status

 Married 1 1

 Single 1.09(1.05,1.14)* 1.10(1.05, 1.15)*

 Widowed/divorced 1.05(0.99, 1.12)* 1.10(1.04,1.16)*

Region

 Central region 1 1

 Eastern region 1.04(1.02, 1.06)* 0.92(0.90, 0.95)*

 Western region 1.05(1.03, 1.08)* 1.37(1.33, 1.40)*

 Southern region 1.77(1.68, 1.85)* 1.22(1.16, 1.29)*

Residence

 Urban 1 1

 Rural 0.64(0.62,0.65) 0.80(0.78, 0.82)*

Access to mass media

 Yes 1 1

 No 0.56(0.55, 0.57)* 0.74(0.72, 0.75)*

Distance to a health facility

 Big problem 1 1

 Not a big problem 1.38(1.35, 1.40)* 1.10(1.08,1.12)*

1 reference category for categorical variable and * reference P-value < 0.05

Table 4 Measures of variation and model fit statistics on adequate ANC services utilization in sSA countries

* Reference P-value < 0.001

Measures of variation Model I (null model) Model II Model III Model IV (full model)

Variance (95% CI) 1.23 (1.03, 1.43)* 0.60 (0.49,0.71)* 0.71 (0.58,0.83)* 0.46 (0.37, 0.58)*

PCV (%) Reference 51.22 42.28 62.60

ICC (%) 27.21 15.42 17.75 12.23

MOR 2.87 2.09 2.23 1.90

Model fit statistics

 DIC (‑2log likelihood) 329,564.4 307,612.4 317,130.2 304,418.6

 AIC 329,568.4 307,668.4 317,146.2 304,484.6

 BIC 329,589.2 307,959.4 317,229.3 304,827.5
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[18], Debre Tabor Town, northwest Ethiopia [39], South 
Gondar Zone, Northwest Ethiopia [14], Ethiopia [40], 
Northern Ghana [15], Nepal [41]and sub-Saharan Africa 
countries [38]. Their possible justification could be that 
education improves maternal healthcare service utiliza-
tion and increases knowledge of specific issues. Further-
more, empowering women through education, household 
wealth, and decision-making improves maternal health-
care service utilization.

Women aged 35 to 49 years were more likely to receive 
adequate ANC services than women aged 15 to 24 years. 
This finding is in line with studies done in Debre Tabor 
Town, northwest Ethiopia [39], rural Ghana [42], Indo-
nesia [43] Nepal [41], and the Philippines and Indonesia 
[44]. The possible reason for this is that older women 
in the higher age’s have more experienced knowledge 
about the importance of maternal health due to having 
more exposure to health care services information dur-
ing pregnancy. The findings also showed that the odds 
of receiving adequate ANC increase as women’s age at 
first birth increases. This finding was in agreement with 
a study done in South Asian countries [18]. Working 
women were more likely to receive adequate ANC ser-
vices than housewives women. This finding is similar to a 
study in Nepal [41], Bangladesh [45], Indonesia [43] and 
sub-Saharan Africa [38]. This could be because working 
women benefit from a pregnancy care health insurance 
system and share maternal health care knowledge with 
coworkers. Female household heads were more likely to 
receive adequate ANC services than their male counter-
parts. This finding was supported by a study conducted 
in Ethiopia [46]

Women who had autonomy on their own had a higher 
likelihood of receiving adequate ANC than women who 
had autonomy decided with their husbands. This finding 
is supported by studies conducted in Nepal [41], South 
Asian countries [18], and sub-Saharan Africa [38]. This 
could be because women’s autonomy in terms of mater-
nal healthcare utilization allows them to make decisions 
about their healthcare. The study also showed that mar-
ried women had a higher likelihood of receiving ade-
quate ANC services than single (divorced/windowed) 
women. This result is consistent with studies conducted 
in rural Ghana [43]and Indonesia [43]. Compared to their 
unmarried counterparts, the married women’s planned 
and desirable pregnancies, societal acceptance and sup-
port of their pregnancy state, and the psychological and 
financial support they received from their husbands may 
all have contributed to the higher ANC service adequacy 
[16].

The wealth index was significantly associated with ade-
quate use of ANC services. Women with a rich wealth 
index were more likely to receive adequate ANC services 

than poor women. This result is in line with studies done 
in Ethiopia [40], Northern Ghana [15], South Asian 
countries [18], and sub-Saharan African countries [38]. 
This could be because rich women have more access to 
healthcare and receive important information about 
adequate ANC services through mass media. Further-
more, this may be attributed to the indirect cost of ANC, 
such as transport costs when traveling to distant health 
facilities.

Women in urban areas had a higher chance of receiv-
ing adequate ANC services than rural women. This is 
consistent with the studies conducted in Ethiopia [40], 
South Asian countries [18], South Gondar Zone, North-
west Ethiopia [14], Northern Ghana [15], Indonesia [47], 
Nepal [41], and sub-Saharan Africa countries [38]. The 
possible explanation could be that urban women may 
have better education, and access to maternal health ser-
vices, and are more aware of the importance of receiving 
adequate ANC services. The odds of adequate ANC vis-
its were higher among women where distance to a health 
facility is a big problem compared to women whose dis-
tance to a health facility is not a big problem. This is sup-
ported by the previous studies conducted in Delta State, 
the Southern part of Nigeria [48], Indonesia [47], and 
sub-Saharan African countries [38].

Mass media exposure is associated with adequate 
ANC. Women who were not exposed to media received 
more adequate ANC services than women who were 
exposed to media. This finding is supported by a study 
done in Ethiopia [40], Delta State, Southern part of Nige-
ria [48], South Asian countries [18], South Gondar Zone, 
Northwest Ethiopia [14], Bangladesh [45], and sub-Saha-
ran Africa countries [38]. This is because women who 
received messages about maternal health care services 
via radio, television, and newspapers were more likely to 
use ANC services.

Women with unwanted pregnancies were less likely to 
receive adequate ANC services than those with wanted 
pregnancies. This finding is in line with studies done 
in Debre Tabor Town, northwest Ethiopia [39], South 
Gondar Zone, Northwest Ethiopia [14], and sub-Saha-
ran African countries [38]. This could be attributed to 
unplanned pregnancies and unwillingness to seek ade-
quate ANC services. The lack of a pregnancy mindset, 
which is common in unplanned pregnancies, may have 
negatively impacted mothers’ use of ANC services. If 
the pregnancy is planned, women want to have a healthy 
pregnancy and may pay special attention to receiving 
adequate ANC service.

Women who used contraception were more likely to 
receive adequate ANC services than women who did not 
use contraception. This finding was in agreement with 
a study done in sSA countries [38]. Women with birth 
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orders 2–4 and 5 and above had a lower chance of receiv-
ing adequate ANC services than women with first birth 
orders. A similar finding was also found in Ethiopia [49] 
and sub-Saharan African countries [38].

Geographic region was found to be significantly associ-
ated with adequate use of ANC services in sub-Saharan 
Africa. Women in Southern and Western sub-Saharan 
Africa were more likely to use ANC services than women 
in Central sub-Saharan Africa. This is in line with the 
studies carried out in sub-Saharan African countries 
[38]. This could be due to differences in the availability 
of medical facilities. Women from western sub-Saharan 
Africa, where the quality of health care services is better 
than in central sub-Saharan Africa, are more informed 
about maternal health care services as a result of eco-
nomic and technological advances.

Conclusion
Sub-Saharan Africa (sSA) countries had a low pooled 
prevalence of adequate ANC service utilization with 
high inequality. The finding found that there is a signifi-
cant variation in the utilization of adequate ANC services 
among the sSA countries. Age at first birth, contraceptive 
use, women’s decision-making capacity, desired preg-
nancy, birth order, wealth index, region, media exposure, 
occupation, age, marital status, husband’s educational 
level, sex of the head of the household, and distance to 
health facilities were all significantly correlated with the 
use adequate ANC service utilization in sSA countries. 
Therefore, public health initiatives should focus on young 
women, rural women, poor women, and uneducated 
women and their husbands to enhance maternal health 
services utilization. Furthermore, policies and programs 
that address cluster variations in the utilization of ade-
quate ANC services must be developed, and their imple-
mentation must be vigorously pursued.

Abbreviations
AIC  Akaike’s information criterion
ANC  Antenatal care
AOR  Adjusted odds ratio
CI  Confidence intervals
DIC  Deviance information criterion
EAs  Enumeration areas
DHS  Demographic and Health Survey
ICC  Intra‑cluster correlation
MOR  Median odds ratio
sSA  Sub‑Saharan Africa
PCV  Proportional change in variance
PNC  Postnatal care
WHO  World Health Organization

Acknowledgements
The datasets used in this study were obtained from the DHS program, thanks 
to the authorization received to download the dataset on the website. 
This work is partially based upon research supported by the South Africa 
Department of Research and Innovation (DRI), National Research Founda‑
tion (NRF), and South Africa Medical Research Council (SAMRC) (South Africa 
DSI‑NRF‑SAMRC SARChI Research Chair in Biostatistics, Grant number 114613). 

Opinions expressed and conclusions arrived at are those of the author and are 
not necessarily to be attributed to the NRF and SAMRC.

Author contributions
HMF and SMF conceived the study. DGC, HMF, and SMF analyzed the data and 
drafted the manuscript. AWM, DGC, HMF, SMA, and SMF extensively reviewed 
the article. All authors read and approved the final manuscript.

Funding
No funding was obtained for this study.

Data availability
Data are available online and you can access it from www. measu redhs. com

Declarations

Ethics approval and consent to participate
The study was based on a secondary analysis of existing survey data with all 
identifying information removed. Permission for data access was obtained 
from measure demographic and health survey through an online request 
from http:// www. measu redhs progr am. com.

Consent for publication
Not applicable since the study was a secondary data analysis.

Competing interests
The authors declare that they have no conflict of interest.

Author details
1 Department of Statistics, College of Natural and Computational Sciences, 
Debre Tabor University, Debre Tabor, Ethiopia. 2 Department of Statistics, 
College of Science, Bahir Dar University, Bahir Dar, Ethiopia. 3 Department 
of Statistics, University of Pretoria, Pretoria, South Africa. 4 Department 
of Obstetric and Gynecology, College of Medicine and Health Sciences, Bahir 
Dar University, Bahir Dar, Ethiopia. 

Received: 14 May 2024   Accepted: 14 September 2024

References
 1. Callister LC, Edwards JE. Sustainable development goals and the ongo‑

ing process of reducing maternal mortality. J Obstet Gynecol Neonatal 
Nurs. 2017;46(3):e56–64.

 2. Organization, W.H., Strategies towards ending preventable maternal 
mortality (EPMM). 2015.

 3. Organization, W.H., Trends in maternal mortality 2000 to 2020: estimates 
by WHO, UNICEF, UNFPA, World Bank Group and UNDESA/Population Divi-
sion: executive summary. 2023.

 4. Kurjak A, Stanojević M, Dudenhausen J. Why maternal mortality in the 
world remains tragedy in low‑income countries and shame for high‑
income ones: will sustainable development goals (SDG) help? J Perinat 
Med. 2023;51(2):170–81.

 5. Onambele L, et al. Trends, projections, and regional disparities of 
maternal mortality in Africa (1990–2030): an ARIMA forecasting 
approach. Epidemiologia. 2023;4(3):322–51.

 6. Tekelab T, et al. The impact of antenatal care on neonatal mortality in 
sub‑Saharan Africa: a systematic review and meta‑analysis. PLoS ONE. 
2019;14(9): e0222566.

 7. Geltore, T.E. and D.L. Anore, The impact of antenatal care in maternal and 
perinatal health. Empowering Midwives and Obstetric Nurses, 2021. 
107.

 8. Dickson KS, et al. Determinants of choice of skilled antenatal care service 
providers in Ghana: analysis of demographic and health survey. Maternal 
Health Neonatol Perinatol. 2018;4:1–8.

 9. UNICEF, Global databases, based on MICS, DHS and other nationally repre-
sentative sources, 2008–2014. 2016.

http://www.measuredhs.com
http://www.measuredhsprogram.com


Page 13 of 13Fenta et al. Tropical Medicine and Health           (2024) 52:70  

 10. Gebrekirstos LG, et al. Magnitude and determinants of adequate ante‑
natal care service utilization among mothers in Southern Ethiopia. PLoS 
ONE. 2021;16(7): e0251477.

 11. Konlan KD, et al. Factors influencing the utilization of Focused antenatal 
care services during pregnancy, a study among postnatal women in a 
tertiary healthcare facility. Ghana Nursing Open. 2020;7(6):1822–32.

 12. Tadesse Berehe, T. and L.M. Modibia, Assessment of quality of antenatal 
care services and its determinant factors in public health facilities of Hossana 
Town, Hadiya Zone, Southern Ethiopia: a longitudinal study. Advances in 
Public Health, 2020. 2020: p. 1–11.

 13. Dusingizimana T, et al. Predictors for achieving adequate antenatal 
care visits during pregnancy: a cross‑sectional study in rural Northwest 
Rwanda. BMC Pregnancy Childbirth. 2023;23(1):69.

 14. Belay, A.T., et al., The magnitude of optimal antenatal care utilization and its 
associated factors among pregnant women in South Gondar zone, North-
west Ethiopia: a cross-sectional study. International journal of reproductive 
medicine, 2022. 2022.

 15. Abubakari A, Agbozo F, Abiiro GA. Factors associated with opti‑
mal antenatal care use in Northern region. Ghana Women Health. 
2018;58(8):942–54.

 16. Fenta SM, Ayenew GM, Getahun BE. Magnitude of antenatal care service 
uptake and associated factors among pregnant women: analysis of the 
2016 Ethiopia Demographic and Health Survey. BMJ Open. 2021;11(4): 
e043904.

 17. Chilot D, et al. Pooled prevalence and determinants of antenatal care 
visits in countries with high maternal mortality: a multi‑country analysis. 
Front Publ Health. 2023;11:1035759.

 18. Al‑Zubayer, M.A., et al., The level of utilization and associated factors of WHO 
recommended antenatal care visits in South Asian countries. Dialogues in 
Health, 2024: p. 100175.

 19. Tessema, Z.T. and A. Minyihun, Utilization and determinants of antenatal 
care visits in East African countries: a multicountry analysis of demographic 
and health surveys. Advances in Public Health, 2021. 2021.

 20. Guo G, Zhao H. Multilevel modeling for binary data. Ann Rev Sociol. 
2000;26(1):441–62.

 21. Sanagou M, et al. Hospital‑level associations with 30‑day patient mortal‑
ity after cardiac surgery: a tutorial on the application and interpretation 
of marginal and multilevel logistic regression. BMC Med Res Methodol. 
2012;12:1–10.

 22. Bryk, A.S. and S.W. Raudenbush, Hierarchical linear models: applications 
and data analysis methods. 1992: Sage Publications, Inc.

 23. Snijders, T.A. and R. Bosker, Multilevel analysis: An introduction to basic and 
advanced multilevel modeling. 2011.

 24. Chen, D.‑G.D. and J.K. Chen, Statistical regression modeling with R. 2021: 
Springer.

 25. Pleil JD, et al. Human biomarker interpretation: the importance of intra‑
class correlation coefficients (ICC) and their calculations based on mixed 
models, ANOVA, and variance estimates. J Toxicol Environ Health Part B. 
2018;21(3):161–80.

 26. Kul, S., K. Vanhaecht, and M. Panella, Intraclass correlation coefficients for 
cluster randomized trials in care pathways and usual care: hospital treat‑
ment for heart failure. BMC Health Services Research, 2014. 14: p. 1‑7

 27. Austin PC, Merlo J. Intermediate and advanced topics in multilevel logis‑
tic regression analysis. Stat Med. 2017;36(20):3257–77.

 28. Habte A, Tamene A, Melis T. Compliance towards WHO recommenda‑
tions on antenatal care for a positive pregnancy experience: timeliness 
and adequacy of antenatal care visit in Sub‑Saharan African countries: 
evidence from the most recent standard Demographic Health Survey 
data. PLoS ONE. 2024;19(1): e0294981.

 29. Abebe GF, et al. Spatial distribution, and predictors of late initiation of first 
antenatal care visit in Ethiopia: Spatial and multilevel analysis. PLoS ONE. 
2023;18(7): e0288869.

 30. Asparouhov, T., Scaling of sampling weights for two level models in Mplus 
4.2. Los Angeles, CA: Muthén & Muthén, 2008.

 31. Carle AC. Fitting multilevel models in complex survey data with design 
weights: Recommendations. BMC Med Res Methodol. 2009;9:1–13.

 32. Merlo J, et al. A brief conceptual tutorial on multilevel analysis in social 
epidemiology: interpreting neighbourhood differences and the effect of 
neighbourhood characteristics on individual health. J Epidemiol Com‑
munity Health. 2005;59(12):1022–9.

 33. Merlo J, et al. A brief conceptual tutorial of multilevel analysis in social 
epidemiology: using measures of clustering in multilevel logistic regres‑
sion to investigate contextual phenomena. J Epidemiol Community 
Health. 2006;60(4):290–7.

 34. Larsen K, Merlo J. Appropriate assessment of neighborhood effects on 
individual health: integrating random and fixed effects in multilevel 
logistic regression. Am J Epidemiol. 2005;161(1):81–8.

 35. Larsen K, et al. Interpreting parameters in the logistic regression model 
with random effects. Biometrics. 2000;56(3):909–14.

 36. Austin PC, et al. Measures of clustering and heterogeneity in mul‑
tilevel Poisson regression analyses of rates/count data. Stat Med. 
2018;37(4):572–89.

 37. Zuur AF, et al. Zero‑truncated and zero‑inflated models for count data. In: 
Mixed effects models and extensions in ecology with R. Springer; 2009. p. 
261–93.

 38. Tessema ZT, et al. Determinants of completing recommended antenatal 
care utilization in sub‑Saharan from 2006 to 2018: evidence from 36 
countries using Demographic and Health Surveys. BMC Pregnancy Child‑
birth. 2021;21:1–12.

 39. Ayalew TW, Nigatu AM. Focused antenatal care utilization and associated 
factors in Debre Tabor Town, northwest Ethiopia, 2017. BMC Res Notes. 
2018;11:1–6.

 40. Yehualashet DE, et al. Determinants of optimal antenatal care visit among 
pregnant women in Ethiopia: a multilevel analysis of Ethiopian mini 
demographic health survey 2019 data. Reprod Health. 2022;19(1):61.

 41. Joshi C, et al. Factors associated with the use and quality of antenatal care 
in Nepal: a population‑based study using the demographic and health 
survey data. BMC Pregnancy Childbirth. 2014;14:1–11.

 42. Afaya A, et al. Women’s knowledge and its associated factors regarding 
optimum utilisation of antenatal care in rural Ghana: a cross‑sectional 
study. PLoS ONE. 2020;15(7): e0234575.

 43. Denny HM, et al. The determinants of four or more antenatal care 
visits among working women in Indonesia. Asia Pac J Publ Health. 
2022;34(1):51–6.

 44. Wulandari RD, Laksono AD, Rohmah N. Urban–rural disparities of antena‑
tal care in South East Asia: a case study in the Philippines and Indonesia. 
BMC Publ Health. 2021;21(1):1221.

 45. Ali N, et al. Predictors of optimal antenatal care service utilization among 
adolescents and adult women in Bangladesh. Health Services Res Mana‑
gerial Epidemiol. 2018;5:2333392818781729.

 46. Yaya S, et al. Timing and adequate attendance of antenatal care visits 
among women in Ethiopia. PLoS ONE. 2017;12(9): e0184934.

 47. Fauzi R, et al. Factors affecting optimal antenatal care utilization in 
Indonesia: implications for policies and practices. J Publ Health Policy. 
2021;42:559–73.

 48. Sui Y, et al. Household socioeconomic status and antenatal care utiliza‑
tion among women in the reproductive‑age. Front Public Health. 2021;9: 
724337.

 49. Kitabo, C.A. and E.T. Damtie, Bayesian multilevel analysis of utilization of 
antenatal care services in Ethiopia. Computational and Mathematical 
Methods in Medicine, 2020. 2020.

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


	Individual and community-level factors associated with adequate antenatal care service utilization in sub-Saharan Africa
	Abstract 
	Background 
	Method 
	Results 
	Conclusion 

	Introduction
	Method
	Data source
	Outcome variable
	Independent variables
	Statistical analysis

	Result
	Socio-demographic characteristics of study participants
	The pooled adequate prevalence of ANC service utilization in sSA
	The prevalence of adequate ANC service utilization across sSA countries
	Factors associated with the use of adequate ANC services visit utilization in sSA countries
	Random effect analysis

	Discussion
	Conclusion
	Acknowledgements
	References


