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Background: Despite improvement in the coverage of most maternal, newborn, and child 
health services, inequality in the uptake of services still remains the challenge of health 
systems in most developing countries. This study was conducted to examine the degree of 
inequities and potential predictors of inequity in reproductive and maternal health services 
utilization in the Oromia region, Ethiopia.
Methods: The 2016 Ethiopian demographic and health survey data set was used. Utilization 
rate of four maternal health service categories (family planning, antenatal care, facility based 
delivery and postnatal care) was considered in the analysis. Equity in each of these indicators 
was assessed by residence (urban/rural), wealth index, and educational status. Inequality in 
service utilization was estimated using rate ratios, concentration curve, and concentration 
indices.
Results: Overall data of 5701 women were used in this analysis. The concentration index to 
all of the maternal health service utilization indicators showed significance. The concentra
tion index of family planning, antenatal care, facility based delivery, and postnatal care was 
0.136 (95% CI=0.099–0.173), 0.106 (95% CI=0.035–0.177), 0.348 (95% CI=0.279–0.418), 
and 0.348 (95% CI=0.279–0.418), respectively. Maternal age and all of the three socio- 
demographic factors (residence, education, and wealth) showed inequitable distribution of 
maternal health service utilization in the Oromia region. The majority of women who were in 
the favored groups utilized the key reproductive and maternal health services.
Conclusion: The utilization of maternal health services in the study area is grossly skewed 
to those who are well off, educated, and live in urban areas. Any action intended to improve 
utilization of maternal and child health services should aim to reduce the unnecessary and 
avoidable disparity demonstrated in our analysis. This of course demands multisectoral 
intervention to impact on the determinants.
Keywords: inequity, reproductive health, maternal health, utilization, Oromia, Ethiopia

Plain Language Summary
Although avoidable, inequities in the reproductive and maternal health service utilization 
remained the main challenge in effort towards ensuring universal health coverage in the middle 
and low income settings. This study was aimed to analyze the inequity in the utilization of four 
key maternal health services in the biggest regional state of Ethiopia. The current study findings 
showed that there was gross inequity in the utilization of family planning, antenatal care, facility 
birth and postnatal care services in the region. The socio-economic factors such as residence, 
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level of education, and wealth index were the determinants of health 
service uptake. The current level of inequity significantly impacts 
the effort toward achieving universal health coverage and goal- 
related maternal health services in the Sustainable Development 
Goal (SDG). The results of this analysis will help policymakers, 
program designers, and managers to look for possible interventions 
that may narrow down the inequality gap.

Introduction
The concept of equity in health has been defined by various 
scholars demonstrating differing focus and approaches. Equity 
in health is the absence of systematic disparities in health or in 
the major social determinants of health between groups with 
different levels of underlying social advantage or disadvantage 
including wealth, power, or prestige.1 These differences are 
considered as unnecessary and avoidable, but also unfair and 
unjust. Equity in health implies that ideally everyone should 
have a fair opportunity to attain their full health potential and 
that no one should be disadvantaged from achieving this 
potential, if it can be avoided. Equity is concerned with creat
ing equal opportunities for health and with bringing health 
differentials down to the lowest level possible.2

Globally there is increased emphasis to address inequi
ties in maternal and child health services and this has led to 
a continual increase in relative equity of the coverage of 
reproductive and maternal health services across all coun
tries over the past quarter of a century.3 However, evidence 
from low- and middle-income countries had revealed that 
inequity in coverage of health services persists in some 
countries more than others.4 There is uneven distribution 
of key health outcomes and access to key health services 
across different sub-groups of the population.5–11

Women and children in socioeconomically disadvantaged 
households are exposed to higher mortality rates and lower 
coverage and utilization of the key services than women and 
children from affluent households.12 For instance, the maternal 
mortality ratio in low income countries in 2017 was 462 per 
100,000 live births vs 11 per 100,000 live births in high 
income countries. In 2017 alone, 295,000 women died, out 
of which 94% of all maternal deaths occured in low and 
middle income countries. Maternal deaths are nearly 50- 
times higher for women in Sub-Saharan Africa, and their 
babies are 10-times more likely to die in their first month of 
life, compared to high income countries.13

The factors such as maternal age, education, region of 
residence, and distance to health facilities were the deter
minants of inequity in the utilization of key reproductive 
and maternal health services. The utilization of key 

maternal health services was in favor of the youngest 
women, educated women, and women who were located 
in urban areas compared to their counterparts.7,–14–24 

Likewise, accessibility was a major factor of inequity in 
the utilization of health services by women.25

The Government of Ethiopia has made a great effort in 
improving access and coverage of health services in the past 
few decades. As a result the coverage of essential maternal 
and child health services had been improved. Ethiopia still, 
however, had an unacceptable rate of maternal morbidity and 
mortality from preventable causes. This is partly related to 
the inequality in the coverage and uptake of key maternal 
health interventions among different regions and woredas 
within the country.6,7,19,26,27 National level surveys had 
shown disparity in the utilization of key reproductive and 
maternal health services across the regional states.20,26

Equity is the main agenda of Sustainable Development 
Goals (SDGs)28 and is a pillar of the Health Sector 
Transformation Plan (HSTP) of Ethiopia.29 It is also 
a means to realize the right to health, which is one of the 
goals in the pledge for universal health coverage by the 
international community.30,31 Achieving equity in health 
requires a commitment to monitor inequities which in turn 
necessitates generating evidences on equity of health ser
vices. Hence, this study was aimed at determining the 
degree of inequities in the utilization of key reproductive 
and maternal health services in the Oromia Regional State, 
the biggest of the regional states in Ethiopia. We had also 
analyzed the determinants of inequity in the utilization of 
reproductive and maternal health services in the region.

Methods
Study Setting
Oromia was one of the ten regional states in Ethiopia with 
the largest population and surface area. Oromia is com
prised of 21 zonal administrations and 19 town adminis
trations. In the region there were a total of 317 rural 
districts and 7021 kebeles. According to 2007 population 
and housing census projections, the total population of the 
region was 36,839,051 in 2017 and 38,170,034 in 2020. In 
2020, there were 107 hospitals (95 public and 12 private 
hospitals), 1404 health centers, and 7090 health posts.

Data Source and Measurements
The 2016 Ethiopian demographic and health survey data set 
was used as a source of data to address the research 
questions.26
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The survey was conducted from January 18 to 
June 27, 2016 and data were extracted from March 15 
to April 2018. In the survey, all women in the reproduc
tive age group (15–49) who were residing in the selected 
households were included.26 A sample of Enumeration 
areas (EA’s) was selected using a two stage stratified 
sampling strategy, where each region is stratified into 
urban and rural area. A census frame created during the 
2007 population and housing census was used (compris
ing of a total of 84,915 EAs). In this study EA referred 
to a geographic area covering on average 181 house
holds. In the first stage, 645 EA’s (202 in urban areas 
and 443 in rural areas) were selected with a probability 
proportional to each region’s size. In the second stage, 
28 households per EA were selected with an equal prob
ability systematic selection from the newly created 
household listing. A full description of the study method 
is available in the Ethiopian demographic and health 
survey (EDHS) 2016 full report.26

In this analysis, data of 5701 eligible women of the 
reproductive age group in the Oromia region were used. 
Data extracted for analysis included demographic vari
ables (age), socioeconomic characteristics (residence, 
wealth index, educational status), and key indicators for 
reproductive and maternal health service uptake (family 
planning, antenatal care, delivery, postnatal care). These 
are key maternal services provided at the maternity unit of 
health facilities (health centers and hospitals) in Ethiopia. 
Furthermore, at the maternity unit screening and treatment 
of syphilis, hepatitis, HIV/AIDS, and acute malnutrition 
are undertaken by the health workers. At health posts 
maternal services including family planning, antenatal 
care (second and third visits), and postnatal care are pro
vided. The health extension workers assigned at Ethiopian 
health posts link women to close health centers for antena
tal care (first and fourth visits) and delivery services.

Study Variables
Residence (Urban/Rural)
Urban areas included all capitals of administrative zones 
and woredas. Areas with at least 1000 people primarily 
engaged in non-agricultural activities and/or localities 
were declared as urban areas by administrative officials. 
Rural areas were all areas which were not urban areas.26

Wealth Index
The wealth index in the survey was computed using 
household assets ranging from a television to a bicycle 

or a car, in addition to housing characteristics such as the 
source of drinking water, toilet facilities, and flooring 
materials. It was determined using principal component 
analysis (PCA).26 The wealth index was used as an indi
cator of level of wealth that is in line with income and 
expenditure measures.

The wealth index in the analysis was created in three 
steps. First, wealth scores were calculated using indicators 
common for both urban and rural areas. In the second step, 
using indicators specific to household’s in urban and rural 
areas separate factor scores were produced. Then in the 
third stage, separate area specific factor scores were com
bined to produce a nationally applicable wealth index by 
adjusting scores specific to the areas.26

Educational Status
In this analysis four categories of educational levels are 
utilized: no education, primary education, secondary educa
tion, and higher education. Women with no formal education 
were labeled as no education, while women with incomplete 
primary and complete primary education level were labeled 
as a primary education, and those with incomplete secondary 
and complete secondary were labeled as secondary educa
tion. Moreover, women who received more than secondary 
education were labeled as higher education.26

Skilled providers: skilled health service providers 
included doctors, nurses, midwives, health officers, and 
health extension workers.

Institutional deliveries: referred to a delivery that 
occurs in a health facility (health center or hospital).

Use of modern contraceptive methods: percentage of 
currently married women (15–49) who are currently utiliz
ing a modern contraceptive method such as male and 
female sterilization, injectable, intrauterine devices 
(IUDs), contraceptive pills, implants, female and male 
condoms, standard days method, lactational amenorrhea 
method, and emergency contraception.

Antenatal care by skilled provider: the proportion of 
women aged 15–49 who had a live birth in the 5 years 
preceding the survey that received antenatal care from 
skilled providers (physicians, nurses or midwives, health 
officers, and health extension workers) at least once.

Birth at health facility: proportion of live births in the 5 
years preceding the survey delivered in a health facility 
(private or public).

Postnatal care: proportion of women aged 15–49, with 
a live birth in the 2 years preceding the survey, who received 
a postnatal checkup in the first 2 days after giving birth.
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Statistical Analysis
Four different equity analysis techniques were used to 
address the research questions. The techniques were equity 
gap, equity ratio, concentration curve, and concentration 
index.13–16 Equity gap was used to show absolute percen
tage point difference in service coverage between the high
est wealth quintile and the lowest, between the highest 
educational levels achieved and the lowest, and between 
urban and rural residents. The equity ratio was calculated 
by dividing service coverage in the top wealth quintile by 
that in the bottom, and service coverage among urban by 
that of rural dwellers. The concentration curve plots the 
cumulative percentage of the population, ranked by 
wealth, beginning with the poorest, and ending with the 
richest (x-axis) against the cumulative percentage of the 
health service utilization (y-axis).

Concentration index (CI) was estimated to quantify the 
level of inequities in access and utilization for each mater
nal health service. The index takes a value between −1 and 
+1; 0 index indicates the presence of equality in utilization 
of the health variable. When the concentration index takes 
on a positive value, the line of concentration curve will be 
below the line of equity, implying a pro-rich uptake of the 
service and vice versa. The concentration index for 
t=1, . . ., T groups was computed in a spreadsheet program 
using the following formula.

C ¼ p1L2 � p2L1ð Þ þ p2L3 � p3L2ð Þ þ . . .

þ pT � 1LT � pT LT � 1ð Þ

where pT is the cumulative percentage of the sample 
ranked by economic status in group t, and LT is the 
corresponding concentration curve ordinate.

Results
Description of Study Participants
A majority (85%) of women were from rural areas, and 
half of them had no formal education (51%). The wealth 
quintile of the households of the respondents was about 
equally distributed (Table 1).

Utilization of Reproductive and Maternal 
Health Services
A majority of the women were not using any family 
planning method (79%). Half (51%) of the women had 
received prenatal care and three-quarters (76%) of them 
gave birth at home (Table 2).

Use of Modern Contraceptive Methods
There was inequity in the utilization of key reproductive and 
maternal health services by women in the region, where more 
women from urban areas (28% vs 20%) and in the higher 
education category (27% vs 23%) were utilizing modern 
contraceptive methods than their counterparts. The utiliza
tion of modern contraceptives among women in the highest 
wealth quintiles was about two times more than those in the 
lowest wealth quintiles (27% vs 14%) (Table 3).

The concentration curve also confirmed that, with increas
ing wealth, the utilization of contraceptives also increased 
(concentration index=0.136) (Figure 1 and Table 4).

Antenatal Care
Antenatal care utilization (ANC) is one of the high impact 
interventions to avert risk to the life of pregnant women 
and their fetuses. In the study area, the utilization of ANC 
services from a skilled provider was highest among the 
more advantaged groups than their counterparts. More 

Table 1 Demographic and Socio-Economic Characteristics of 
the Study Participants in Oromia Region, 2016

Variables Frequency Percent (95% 
Confidence Interval)

Age (years)

15–19 1234 21.7 (20.6–22.7)
20–24 995 17.5 (16.5–18.5)

25–29 1062 18.6 (17.6–19.7)

30–34 924 16.2 (15.3–17.2)
35–39 702 12.3 (11.5–13.2)

40–44 428 7.5 (6.8–8.2)
45–49 356 6.2 (5.6–6.9)

Urban–rural status
Urban 869 15.2 (14.3–16.2)

Rural 4832 84.8 (83.8–85.7)

Educational 

achievement

No education 2914 51.1 (49.8–52.4)
Primary 2097 36.8 (35.5–38.0)

Secondary 471 8.3 (7.6–8.9)

Higher 219 3.8 (3.4–4.4)

Household wealth 

index in quintile
Lowest 853 15.0 (14.1–15.9)

Second 1166 20.4 (19.4–21.5)

Middle 1149 20.1 (19.1–21.2)
Fourth 1252 22.0 (20.9–23.1)

Highest 1281 22.5 (21.4–23.6)
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Table 2 Reproductive and Maternal Health Service Utilization Among Women in the Reproductive Age Group, Oromia Region, 
Ethiopia, 2016

Variables Frequency Percent (95% Confidence Interval)

Current FP use by method type

No method 4488 78.7 (77.7–79.8)

Traditional method 20 0.4 (0.2–0.5)
Modern method 1193 20.9 (19.9–22.0)

Total 5701 100

Received prenatal care (last birth)

No 1522 48.6 (46.9–50.4)
Yes 1607 51.4 (49.6–53.1)

Total 3129 100

Number of antenatal visits during the pregnancy (last birth)

0 visit 1522 48.7 (46.9–50.4)

1 visit 135 4.3 (3.7–5.1)
2 visits 234 7.5 (6.6–8.5)

3 visits 544 17.4 (16.1–18.8)

4+ visits 692 22.1 (20.7–23.6)
Total 3127 100

Place of delivery
Home 2365 75.6 (74.0–77.0)

Health facility 765 24.4 (22.9–25.9)

Total 3130 100

Doctor gave delivery care for last birth

No 3032 96.9 (96.3–97.5)
Yes 97 3.1 (2.5–3.8)

Total 3129 100

Nurse/midwife gave delivery care for last birth

No 2095 66.9 (65.3–68.6)

Yes 1034 33.1 (31.4–34.7)
Total 3129 100

Traditional birth attendant gave delivery care for last birth
No 1837 58.7 (56.9–60.4)

Yes 1292 41.3 (39.6–43.0)

Total 3129 100

No one gave delivery care (last birth)

No 2554 81.6 (80.2–82.9)
Yes 576 18.4 (17.1–19.8)

Total 3130 100

Woman’s health checked before discharge after delivery (last birth)

No 543 70.9 (67.7–74.1)

Yes 222 29.1 (25.9–32.3)
Total 765 100

Woman’s health checked after discharge/home delivery for last birth
No 3017 96.4 (95.7–97.0)

Yes 112 3.6 (2.9–4.3)
Total 3129 100
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women from urban areas (85% vs 49%) and the highest 
education category (100% vs 43%) had received ANC 
service from a skilled provider compared to rural residents 
and women with no education, respectively. Similarly, 
more women in the highest wealth quintile had received 
ANC services than women in the lowest wealth quintile 
(72% vs 40%) (Tables 3 and 4). The concentration curve 
also revealed that ANC service utilization was concen
trated among women in the richer households (Figures 2 
and 3).

Place of Delivery
Women from urban areas had 5-times more births at 
a health facility than women from rural areas. Facility- 
based delivery was 6-times higher in higher-level educa
tion women than those with no education. The majority of 
the mothers (75.6%) gave birth to their child at home, 
mainly assisted by relatives and traditional birth attendants 
(TBA). Women from the richest quintile had about 11- 

times more births at a health facility than women from the 
lower wealth quintile (Tables 3 and 4). The concentration 
curve and index (concentration index=0.348) showed that 
more women from the richest wealth quintile gave birth at 
health facilities than women from the lower wealth quin
tile (Figure 4).

Furthermore, skilled birth attendance was more likely 
among women in urban settings, educated women, and 
women in the highest wealth quintiles, whereas traditional 
birth attendance was higher among disadvantaged women 
(Table 5).

Postnatal Care
Utilization of Postnatal Care (PNC) services before dis
charge was higher among urban, educated, and highest 
wealth quintile women compared to their counterparts. 
Women in urban settings and those in the highest educa
tion category had utilized PNC services 4- and 8-times 
higher than their counterparts, respectively. PNC service 

Table 3 Proportion of Women Using Reproductive and Maternal Health Services by Socio-Demographic Characteristics

Study Variables Use of Modern 
Contraceptive

Antenatal Care by Skilled 
Provider

Birth at Health 
Facility

Postnatal Care

Number % Number % Number % Number %

Age in years
15–19 1234 4.6 179 69.3 179 34.1 179 5.6

20–24 995 21.5 645 56.3 645 29.1 644 7.6

25–29 1062 35.7 875 54.4 875 26.6 875 7.3
30–34 924 30.0 717 52.4 716 22.3 716 8.4

35–39 702 21.1 454 38.8 454 19.6 455 5.3

40–44 428 25.2 191 39.8 191 13.6 191 6.3
45–49 356 8.4 68 23.5 69 11.6 69 4.3

Area of residence
Urban 869 28.3 213 85.4 214 93.5 214 23.8

Rural 4832 20.0 2916 48.9 2915 19.4 2915 5.9

Educational status

No education 2914 22.9 2034 43.0 2034 14.1 2034 3.7

Primary 2097 18.5 924 62.4 924 36.4 924 10.9
Secondary 471 21.0 119 86.6 119 79.0 119 25.8

Higher 219 26.5 52 100.0 52 92.3 52 28.8

Economic status

Lowest 853 13.5 627 40.2 627 5.9 627 2.6
Second 1166 16.0 736 43.1 735 17.3 735 5.2

Middle 1149 20.5 697 53.2 697 21.5 697 4.4

Fourth 1252 26.1 647 56.0 648 27.9 648 7.6
Highest 1281 27.2 422 72.3 422 64.0 422 21.1

Overall 5701 21.3 3129 51.4 3129 24.4 3129 7.1
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utilization was highest among women of the highest 
wealth quintile by about 8-folds compared to the lowest 
wealth quintiles (Table 3). The concentration curve and 
indices also revealed that PNC use was more among the 
more favored women (Figure 5 and Table 4).

Discussion
This study assessed the inequity in the utilization of key 
reproductive and maternal health services in the biggest 
regional state of Ethiopia. The findings of the study had 
indicated that there is significant disparity in the utilization 
of key reproductive and maternal health services in the 
region. Uptake of contraceptives, antenatal care, facility 

delivery, and postnatal care were concentrated in favor of 
the more advantaged women (urban residents, wealthiest, 
and more educated) of the region.

The highest degree of inequality in the uptake of mod
ern contraceptives was observed when wealth quintile was 
considered as the variable of interest. We showed that 
women in the highest wealth quintile were 2-times more 
likely to use modern contraceptives than those in the low
est wealth quintile (concentration index=0.136). To a les
ser extent, analysis with the lens of both educational status 
and area of residence had a similar pro-rich outcome. In 
Ethiopia, use of modern contraceptive methods has sig
nificantly increased from 6% in 2000 to 35% in 2016 and 

Figure 1 Pro-rich uptake of modern contraceptives in the Oromia region, Ethiopia, 2016.

Table 4 Rate Ratios and Concentration Indices for the Uptake of Reproductive and Maternal Health Services in the Oromia Region, 
Ethiopia, 2016

Indicators Rate-Ratio (Rich/Poor) Concentration Indices Standard Error Confidence 
Interval (95%)

P-value

Lower Upper

Use of modern contraceptive 2.0 0.136 0.019 0.099 0.173 <0.001

ANC by skilled provider 1.8 0.106 0.036 0.035 0.177 <0.001
Early initiation of ANC 2.3 0.137 0.041 0.057 0.217 0.001

Antenatal care four and more visits 3.1 0.261 0.089 0.087 0.435 0.005

Facility based delivery 10.8 0.348 0.035 0.279 0.418 <0.001
Home delivery 0.38 −0.048 0.0049 −0.058 −0.039 <0.001

Postnatal checkup 8.1 0.348 0.035 0.279 0.418 <0.001
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unmet need had declined by about 50% during the same 
period.27 However, a significant number of rural women 
have an unmet need for contraceptives compared to urban 
women (25% rural vs 11% urban).26 A similar pattern of 
disparity in the use of contraceptives was also reported in 
an earlier analysis from Ethiopia26 and other low and 
middle income countries.32

Systematic disparity in the uptake of maternal health 
services was also observed based on place of residence, 
education levels, and household wealth status. The utiliza
tion of antenatal care services from a skilled provider was 
higher among women from urban residences, higher educa
tion category, and highest wealth quintiles by about 37%, 
57%, and 32% compared to women from rural areas, those 

Figure 2 Pro-rich uptake of Antenatal care first visit services in the Oromia region, Ethiopia, 2016.

Figure 3 Pro-rich uptake of Antenatal care services four and more visits in the Oromia region, Ethiopia, 2016.
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who had lower education, or those from lower wealth 
quantiles. Equally, facility births and postnatal care utiliza
tion also showed huge disparity. These findings agreed with 
the state of inequality report by the WHO,32 the national 
reports,26 and another related study.19 Our study findings 
were also comparable with the findings reported in 

Bangladesh and other similar settings which showed the 
key reproductive and maternal health services were concen
trated among wealthier, more educated, and women from 
urban areas.7–24,33–36

There is inter-regional disparity in the uptake of mater
nal health services worldwide, with the highest disparity 

Figure 4 Pro-rich uptake of delivery services in the Oromia region, Ethiopia, 2016.

Table 5 Delivery Assistance Services with Socio-Demographic Variables, Oromia Region, Ethiopia, 2016

Background Characteristics Delivery by 
Doctor

Delivery by Nurse/ 
Midwifery

Delivery by 
TBA

No Care Giver 
During Delivery

SBA Overall

Number % Number % Number % Number % Number %

Residence

Urban 213 21.6 213 79.5 213 0.0 213 1.8 213 21.4

Rural 2916 1.6 2916 17.0 2916 44.3 2916 19.6 2916 8.4

Education

No education 2034 0.9 2034 12.9 2034 45.7 2034 23.7 2034 6.6
Incomplete primary 839 5.2 839 29.2 839 37.2 839 10.2 839 15.1

Complete primary 85 5.9 85 42.4 85 38.1 85 6.8 85 12.1

Incomplete secondary 104 9.2 104 65.8 104 17.1 104 2.2 104 12.2
Complete secondary 15 28.8 15 71.2 15 0.0 15 0.0 15 28.8

Higher 52 20.1 52 79.9 52 0.0 52 0.0 52 20.1

Economic status

Lowest 627 0.8 627 4.2 627 56.0 627 18.9 627 16.2

Second 735 0.8 735 16.9 735 46.6 735 23.8 735 4.4
Middle 697 1.8 697 16.7 697 39.4 697 22.0 697 9.5

Fourth 648 2.7 648 25.8 648 37.6 648 14.9 648 9.4

Highest 422 12.1 422 54.7 422 19.1 422 7.7 422 18.1
Overall 3129 3.0 3129 21.2 3129 41.3 3129 18.1 3129 24.2

Abbreviations: TBA, traditional birth attendant; SBA, skilled birth attendant.
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being in Africa and Asia regions. This has huge implica
tions in progress towards attaining SDG targets related to 
maternal health.15 Though there was a decline of inequity 
of maternal health services across Sub-Saharan Africa 
countries, absolute measures for geographical and wealth- 
based inequalities remained high invariably in most coun
tries. Still, more favored groups have better access and 
utilize services demanding urgent actions to address the 
gaps aroused by the socio-economic factors.35,37

In Ethiopia, there was encouraging expansion of public 
health facilities and uptake of key reproductive and mater
nal health services in the past decades. Most of the maternal 
health services were provided free of charge at the public 
health facilities (hospital, health center, and health posts). 
The inequity in the utilization of these services, however, 
remained huge across the different factors.38,39 This could 
be explained by the poor quality of care provided in many of 
the health facilities as a result of failure of providers to 
adhere to guidelines and absence of required resources to 
deliver care.40 The variations in geographic accessibility of 
health facilities across residence (urban–rural) can also 
highly affects maternal health service utilization in 
Ethiopia.41 The role of culture and access to information 
should also be born in mind to fully understand the existing 
level of inequity.24 For instance, autonomy of women sig
nificantly influences decisions about service utilization and 
it has been shown that in Ethiopia male partners make 

decisions in this regard.26 The utilization of ANC, delivery, 
and PNC services is more among autonomous women than 
those whose spending is controlled by other people.42,43

Conclusions
The findings of the study showed that there was inequality in 
reproductive and maternal health service utilization in Oromia 
region. The socio-economic factors such as residence, educa
tional status, and economic status were the determinants of 
inequity. Uptake of key reproductive and maternal health 
services was higher among the more privileged women in 
terms of socio-economies. In the region, women who were 
educated, in the highest wealth quintile, and living in urban 
settings were taking advantage of health services compared to 
their counterparts. Despite most maternal health services 
being free of charge at the public health facilities, there was 
variation in the uptake of facility delivery services by women. 
Most of the poor, uneducated, and rural women had received 
delivery services from traditional birth attendants in the 
region. This phenomenon significantly impacts the effort 
towards reducing maternal mortality in the country.

Beyond the observed inequities across socio-economic 
factors in the region, this study revealed that more women 
utilized antenatal care services than facility birth and post
natal care, implying significant dropout rate across the 
maternal care continuum. This is against the fact that 
antenatal care is an entry point for all maternal health 

Figure 5 Pro-rich uptake of postnatal care services in the Oromia region, Ethiopia, 2016.
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services and requires enhancing the utilization of prenatal, 
delivery and postnatal care by women.

The efforts toward improving the coverage of key 
reproductive and maternal health interventions should con
sider equity in the distribution of services. If health is 
considered as the right of citizens, equity related targets 
should be given due attention.

Several approaches had been used to tackle inequity in 
access and utilization of maternal health services. Financial 
protection programs (eg, cash transfer and maternal vou
chers schemes), inclusiveness programs (eg, youth friendly 
service centers), and task shifting of health professionals as 
an approach had been successful in improving maternal 
health services access and utilization in different countries. 
Maternity waiting homes approach is also used by countries 
to narrow geospatial inequalities in access and utilization of 
maternal healthcare. The global large scale approaches and 
multisector programs focused on maternal services are also 
successful ones.44 Evidence from rural Bangladesh indicated 
that, if effectively used, community level interventions simi
lar to the Ethiopian health extension program could sustain 
equity in maternal health service utilization.45 Furthermore, 
disparity in health service access and utilization can be 
avoidable through tackling the socio-cultural and infrastruc
tural barriers. Obviously, though, this demands multisectoral 
collaboration. More specifically, one area of focus should be 
women empowerment or improving household level 
women's decision-making power. Equity gaps caused by 
access and coverage of health services can be addressed 
through infrastructural expansion and also strengthening 
outreach service programs for some maternal health ser
vices, especially for those in the hard to reach areas.
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