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Abstract

Objectives—Increasing coverage of quality reproductive health services, including prevention of
mother-to-child transmission services, requires understanding where and how these services are
provided. To inform scale-up, we conducted a population-based survey in Kinshasa, Democratic
Republic of Congo.

Methods—Stratified two-stage cluster sampling was used to select women >18 years old who
had been pregnant within the prior three years. Participants were interviewed about their
reproductive healthcare utilization and impressions of services received.

Results—We interviewed 1221 women, 98% of whom sought antenatal care (ANC). 78% of
women began ANC after the first trimester and 22% reported <4 visits. Reasons for choosing an
ANC facility included reputation (51%), friendly/accessible staff (39%), availability of
comprehensive services (29%), medication access (26%), location (26%), and cost (21%). Most
women reported satisfactory treatment by staff, but 47% reported that the ANC provider ignored
their complaints, 23% had difficulty understanding responses to their questions, 22% wanted more
time with the provider, 21% wanted more privacy, and 12% felt uncomfortable asking questions.
Only 56% reported someone talked to them about HIV/AIDS. Strongest predictors of seeking
inadequate ANC included low participant and partner education and lack of certain assets. Only
32% of women sought postnatal care. Some results varied by health zone.
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Conclusions—Scaling-up interventions to improve reproductive health services should include
broad-based health systems strengthening and promote equitable access to quality ANC, delivery,
and postnatal services. Personal and structural-level barriers to seeking ANC need to be addressed,
with consideration given to local contexts.

Keywords

Antenatal Care; prevention of mother-to-child transmission of HIV; Democratic Republic of
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INTRODUCTION

Improving access to, as well as the utilization and quality of, reproductive health services
are key strategies for reaching the 2015 Millennium Development Goal (MDG) to improve
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maternal health (1). Located in a region where the maternal, newborn and child mortality
rates are among the highest in the world, the Democratic Republic of the Congo (DRC) is a
priority country in which to scale-up key health interventions in order to reach the MDG
targets. The 2007 Demographic and Health Survey found that 96% of women in the capital
city of Kinshasa received antenatal care and 97% of deliveries were assisted by health
professionals (2). However, according to 2012 estimates, the lifetime risk of maternal death
in the DRC is 1 in 30, compared to 1 in 3800 in developed countries (1). Thus, low access to
quality reproductive health services, including services for prevention of mother-to-child
transmission (PMTCT) of HIV, remains an important public health problem.

Despite international support, scale-up of quality reproductive health services in the DRC
has been challenging due to decades of civil war, as well as deteriorating socioeconomic
conditions and healthcare infrastructures. According to the most recent government
estimates available, about 40% of estimated deliveries in Kinshasa were not reported to
public health authorities of the 35 health zones throughout the city suggesting that a
substantial proportion of reproductive healthcare appears to be provided in clinics that do
not report to the Ministry of Health (3).

Fewer than 20% of HIV-infected women in Kinshasa deliver in a PMTCT-implementing
clinic (3). While PMTCT services have become more available in Kinshasa in the past few
years, unmet needs persist and the availability of reliable indicators of access is limited.
Improving the quality of reproductive health services to include services such as PMTCT
requires understanding where and how women are currently accessing their care. There is a
particular need to understand access among women who seek care at clinics that may not
report to public health authorities, as these facilities are often unaccounted for in the scale-
up of healthcare services.

In order to inform the expansion of PMTCT, we conducted a population-based household
survey to understand where and how women access reproductive healthcare services in
Kinshasa. Although scale-up of PMTCT was the primary motivation for this study, the
population-based findings have implications for the implementation of reproductive
healthcare interventions in general. In this paper, we describe the survey design and present
key findings.

Study population

The public health system in the DRC is organized into three levels (national, intermediate,
and health zone). The health zone level is the operational unit that is responsible for
delivering health services to the population and each is supposed to have a reference
hospital. The study was conducted in four of the 35 health zones in Kinshasa. The health
zones were purposefully selected to include two urban (Binza Météo and Bandalungwa) and
two peri-urban (Kisenso and Masina 2) zones with varying coverages of healthcare facilities
and PMTCT services, and to exclude zones with police and military areas. Each health zone
is further divided into health areas, each of which is supposed to operate a primary
healthcare center. There are 11 health areas in Binza Météo (population: 409,961), 7 health
areas in Bandalungwa (population: 185,602), 17 health areas in Kisenso (population:
441,637), and 11 health areas in Masina 2 (population: 281,350). Three health areas were
randomly selected from each health zone for a total of 12 health areas.

We aimed to recruit at least 1200 recently pregnant women living in a study health area. To
determine the proportion of eligible households, trained surveyors completed an abbreviated
census in which they randomly selected six streets in each health area. The surveyors
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canvassed the 72 selected streets and recorded information on which households had women
who had given birth during the prior three years. The results were used to determine the
sampling interval k; for each i health area. The sampling interval kj was calculated as Nj/n;,
where N; is the total number of households in the i health area and n is the number of
households that we needed to survey to obtain our target of 120 women per i health area
[n=120*(1/percent of eligible households in the i health area)]. Between August and October
20009, the interviewers visited every k; household, a total of 1467 households. Women at
least 18 years of age who had been pregnant within the prior three years and who spoke
Lingala or French were invited to participate. Two women refused participation, 238
households did not have eligible women, and six women were lost between the enroliment
visit and the interview visit. If more than one woman per household was eligible, the woman
who had given birth closest to the interview was selected. Up to three attempts were made to
interview each woman. Overall, 1221 women were interviewed.

Data collection instrument

Each participant was administered a 90-minute questionnaire consisting of closed-ended
questions about their reproductive healthcare utilization, factors determining care-seeking
behaviors, their impressions of services received, and their HIV knowledge.
Sociodemographic characteristics were also assessed. Prior to beginning the study, the
research team field-tested the questionnaire with 12 households in a neighborhood
comparable to those selected for the study. The questionnaires were orally administered at
participants’ homes.

Statistical analysis

Data were entered twice into an electronic database and analysed using SAS 9.3 (SAS
Institute, Inc., Cary, North Carolina) survey procedures. All analyses were weighted by the
inverse of the probability of participant selection (4,5). In the two-stage cluster sampling
design, each health zone was considered in the analysis as a stratum. The probability of
selection (Pg) was calculated as the probability of health area selection (Ppg = 3/total
number of health areas in the health zone) times the probability of household selection (Pssy
= 1/k;). Descriptive statistics, including unweighted frequencies and weighted percentages,
overall and by health zone, were used to summarize survey results. The modified Rao-Scott
chi-square test of association was used to evaluate differences in proportions by health zone
(6-8). Missing data were handled with a complete case analysis (data were missing for less
than 5% of participants unless otherwise noted).

Using logistic regression, we independently assessed the associations between receiving
inadequate ANC and participant sociodemographic characteristics, as well as the
associations between receiving inadequate ANC and participants’ experiences with
accessing ANC services. Predictors that were significant at an alpha level of 0.05 were
further assessed in a multivariate analysis. Inadequate ANC was defined as starting ANC
after the first trimester of pregnancy or having fewer than four ANC visits.

Ethics approval

RESULTS

The study was approved by the University of North Carolina at Chapel Hill Institutional
Review Board and the Ethics Committee of the Kinshasa School of Public Health.

Sociodemographic characteristics

We interviewed 1221 women whose median age was 27 years (interquartile range [IQR]:
22-32 years) and who had a median of two children (IQR: 1-4 children). Most participants
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(69.1%) had completed at most a primary education and less than 30% were employed,
either formally or informally (Table 1).

In total, 1074 women (88.1%) reported having a current partner or husband (Table 1).
Partners/husbands were older than the women on average, with a median age of 36 years
(IQR: 30-41 years), although age was missing for 18% of partners/husbands. Overall, the
proportion of partners/husbands who had completed at least secondary education and the
proportion who had some form of employment were more than twice that of women.

The majority of women reported having either their drinking water piped into the yard/plot
(40.2%) or using a public stand/pipe (44.5%), and about half of the participants (53.4%)
shared their toilet facility with other households (Table 1). Most participants used charcoal
(72.5%) as their primary cooking fuel. Overall, 83.4% of women reported having electricity
at least part of the day and many owned a radio (64.4%), television (73.9%), or telephone
(61.6%). Few participants reported that their families owned a refrigerator (21.4%) or a car/
truck (6.5%). Many sociodemographic characteristics varied by health zone.

Uptake of services among women who sought ANC

Overall, 1210 women provided information on ANC-seeking behavior; 1190 (98.0%)
reported seeking ANC during their most recent pregnancy. Of the women who sought ANC,
less than a quarter (22.4%) reported initiating ANC during the first trimester of pregnancy,
although this varied by health zone (range: 16.4-39.1%) (Table 2). Many women (21.7%)
had fewer than four ANC visits. Slightly more than half of women (55.4%) did not seek
ANC at the facility closest to their home and 19.5% did not return to the ANC facility for
delivery. Of the 226 women who did not return to the ANC facility to deliver, most (97.9%)
reported delivering at an alternate health care facility as opposed to at home. Seeking ANC
at the facility closest to home was not strongly associated with returning to the ANC facility
for delivery, with a crude odds ratio (95% confidence interval [CI]) of 1.13 (0.85, 1.50).
Overall, only 31.2% of women who sought ANC reported also seeking postnatal care, with
differences by health zone (range: 16.9-40.9%) (Table 2).

About half of women reported that they made the decision to seek ANC, with variation by
health zone (range: 39.6-54.5%) (Table 2). It was also common for current partners/
husbands to have decided that the participants should seek ANC (38.7%), and the majority
of women (72.7%) reported that their partner/husband paid for their medical expenses.
Overall, only 10.2% of women reported that they paid for their own medical expenses.

The most common reasons for choosing a particular health care facility for ANC were
reputation (50.7%), staff friendly/accessible (39.3%), availability of comprehensive services
(28.8%), access to medication (26.4%), proximity to home (26.4%), and cost/expense
(20.7%) (Table 3). Some reasons were less commonly reported overall, but were prominent
in certain health zones, including confidentiality (range: 1.0-33.7%), partner/husband
preference (range: 3.2-31.4%), operating hours (range: 4.1-37.7%), and waiting time (range:
5.3-20.1%).

Experiences and satisfaction with ANC services among women who sought ANC

Most women who sought ANC during their most recent pregnancy walked (71.2%) or took a
bus (14.4%) or taxi (10.6%) to the ANC facility. Only 6.4% of women reported that it took
more than two hours to reach the facility. Once participants arrived at their ANC facility, the
majority (87.2%) waited less than two hours to be seen by a provider (Table 4). Most
women felt the facility was clean (91.1%) and reported satisfactory treatment by staff not
providing care (90.8%). Although most participants (93.0%) felt that their care provider
treated them with respect, 47.4% reported that the provider ignored their complaints, 23.0%
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had difficulty understanding responses to their questions, 21.9% wanted more time with the
provider, 20.8% wanted more privacy, and 11.8% wanted to ask questions but did not ask.
Overall, 17.7% of women reported that they were unable to receive medical care at some
point during their most recent pregnancy because they could not pay for it. Participants’
experiences at their ANC facilities varied by health zone (Table 4).

Knowledge of HIV/AIDS and history of HIV/AIDS services received

Overall, 1200 women agreed to be interviewed about their knowledge of HIVV/AIDS and the
HIV/AIDS services they had received. Of the 1171 women who had heard of HIV/AIDS,
60.0% had heard of antiretroviral drugs to help people with HIVV/AIDS live longer (Table 5).
Many women (21.0%) did not know where to get an HIV test, 34.2% did not think it was
possible to get a confidential HIV test, and 27.8% of women had never been tested for HIV.
In total, 679 women (55.9%) reported that someone had talked to them about HIVV/AIDS
during ANC.

Predictors of receiving inadequate ANC

In bivariate logistic regression analyses, each five-year increase in participant education was
associated with decreased odds of receiving inadequate ANC, and the same association was
noted for partner/husband education (Table 6). Other covariates that were predictive of
decreased odds of receiving inadequate ANC included the presence of particular household
assets, and someone talking to the participant about HIV/AIDS during ANC. Participants
who paid for their own health expenses were more likely to seek ANC fewer than four times
but not more likely to initiate ANC late.

Overall, women’s reports of their experience at their ANC facility (Table 4) were not
predictive of receiving inadequate ANC bivariate analyses. However, there were exceptions
to this: participants who felt their provider treated them with respect and those who felt the
provider showed interest in them were less likely to start ANC after the first trimester of
pregnancy (OR [95% CI]: 0.64 [0.43,0.96] and 0.71 [0.52,0.98], respectively). In addition,
participants who felt there was enough privacy at the ANC facility were less likely to seek
ANC fewer than four times (OR [95% CI]: 0.42 [0.30,0.59]) and less likely to have the
combined outcome of starting ANC late and seeking ANC fewer than four times (OR [95%
Cl]: 0.58 [0.44,0.77]). Participants who felt the provider ignored complaints regarding their
health were more likely to have the combined outcome of starting ANC late and seeking
ANC fewer than four times (OR [95% Cl]: 1.46 [1.06,2.01]).

In the multivariate analysis, each five-year increase in participant education (OR [95% CI]:
0.78 [0.71,0.86]), owning a telephone (OR [95% CI]: 0.81 [0.66,0.98]), and feeling there
was enough privacy at the ANC facility (OR [95% CI]: 0.69 [0.53,0.88]) were the strongest
predictors of having lower odds of the combined outcome of starting ANC late and seeking
ANC fewer than four times.

DISCUSSION

In this large population-based survey of 1221 women in Kinshasa, almost all participants
reported receiving ANC and delivering at a medical facility. This is consistent with the 2007
Demographic and Health Survey, which found that 96% of women in Kinshasa received
ANC from and 97% of deliveries were assisted by health professionals (2). However,
receiving inadequate ANC as defined by international guidelines (9) was common, with
almost 80% of women starting ANC after the first trimester of pregnancy and over 20% of
women having fewer than four ANC visits. Mortality among women of reproductive age in
developing countries is unacceptably high, with about 287,000 maternal deaths occurring
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annually worldwide (10). Early initiation of ANC and regular ANC visits are important to
ensure that women in need of acute care are identified and linked to appropriate medical
interventions, as well as to deliver essential medical interventions for all pregnant women
(12).

Essential medical interventions that should be provided during ANC include services for
PMTCT. Overall, only about half of women reported that someone talked to them about
HIV/AIDS during an ANC visit. Women who started ANC in the first trimester of
pregnancy and those who sought ANC at least four times were more likely to have had
someone talk to them about HIVV/AIDS during an ANC visit. Frequent ANC visits may also
facilitate linking HIV-infected women to lifelong HIV care (12).

Although almost all women in our study reported delivering at a healthcare facility, only
about 80% returned to their ANC facility to deliver. This is a similar figure to that observed
in a large study in Zambia which found that 83% of women returned to their ANC facility
for delivery (13). PMTCT programs have also reported high rates of loss to follow-up
between pregnancy and delivery specifically among HIV-infected women (14,15).
Additional research is needed to understand why some women do not return to their ANC
facility to deliver.

The postnatal period is also an important period for delivering routine care services,
including support for breastfeeding and infant vaccinations. As PMTCT interventions
increasingly become decentralized, the normalization of postnatal care is also crucial for
delivering HIV-exposed infant care and antiretroviral therapy for mothers. Only about 30%
of the surveyed women reported receiving any postnatal care and the proportion was as low
as 17% in one health zone.

A high proportion of women reported that their partners/husbands or another person made
the decision for them to seek ANC, and very few women paid fully for or contributed to
their healthcare expenses. In predictive analysis, paying for one’s own healthcare expenses
was associated with seeking ANC fewer than four times. Scaling-up interventions such as
PMTCT in reproductive healthcare settings may require identifying effective approaches to
increase the participation of partners and other family members and particularly to reduce
financial barriers to accessing services. Preliminary analyses suggest that sociodemographic
characteristics, and especially socioeconomic characteristics, are strongly predictive of
receiving inadequate ANC. These results support the findings from an analysis of the 2007
Demographic and Health Survey, which found that indicators of low socioeconomic status
were associated with decreased ANC utilization in the DRC (16). Low education level, both
of women and their partners, was also predictive of receiving inadequate ANC in our study.
The relationship between low education and inadequate ANC utilization has been
documented in other settings as well (17-19). As low education has also been associated
with an increased risk of HIV infection (20-22), scale up of PMTCT activities in ANC
settings should include specific interventions to improve access to quality ANC for women
with less schooling.

Many women reported choosing an ANC facility based on perceived quality of service
delivery including friendliness of staff, waiting time, operating hours, access to medications,
and expectation of confidentiality. Partner/husband preference and cost were also commonly
reported reasons for ANC facility choice. However, there was high variation in responses,
suggesting that women who attend all types of facilities, including small and unofficial
clinics, need to be accounted for during the scale-up of interventions such as PMTCT
programming in reproductive healthcare settings. Many women reported that they chose
their ANC facility because it offered comprehensive services. Incorporating interventions
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with other common clinical services that may be lacking at some existing ANC facilities
could increase the success of the interventions. A high proportion of participants stated they
selected their ANC facility due to its proximity to their home; however, seeking ANC at the
facility closest to home was not predictive of receiving adequate ANC or returning to the
same facility to deliver. This is contradictory to other studies that have found distance to be
a barrier to ANC utilization and delivering at a healthcare facility (23-27). More
comprehensive analyses might help to understand how factors related to geographic location
influence the delivery of PMTCT services as well as ANC and delivery services more
generally.

Overall, most women reported being satisfied with the services they received at their ANC
facilities. However, experiences reported by women with regards to provider-patient
interactions are concerning, with almost half of women reporting that their provider ignored
their complaints. Many women also reported that they had difficulty understanding their
providers’ responses to their questions, that they wanted more time with their provider, that
they wanted more privacy, and that they were afraid to ask questions. Quality patient-
provider interaction is an important part of quality reproductive healthcare and a recent
study found that it may also be important for retaining HIV-infected women in care (28).

This was a large population-based survey that provided information not otherwise obtainable
from routine surveillance data. However, there were limitations to this study. In particular,
we included women who were pregnant within the three years prior to the interview date,
which may have introduced some recall bias. We also did not explore possible differences
between women who attended clinics with different management types, such as those
affiliated with religious institutions or non-profits. Our assessment of predictors of adequate
ANC was limited to the definition as outlined in the WHO guidelines, which defines
inadequate ANC as starting ANC after the first trimester of pregnancy or having fewer than
four ANC visits (9). Quality ANC involves more than these two criteria. We described other
aspects of quality, including women’s satisfaction with the services they received and
whether services for HIV/AIDS were provided. However, additional analyses that assess
predictors of receiving quality ANC defined in other ways may be informative.

The DRC has one of the highest burdens of maternal mortality in the world — the lifetime
risk of maternal death in the DRC is 1 in 30, compared to 1 in 3800 in developed countries
(1). The maternal mortality ratio is high throughout the Central Africa region (1,29) and
improving access to quality reproductive healthcare in the DRC and similar settings should
be prioritized. The primary goal of this study was to identify strategies to improve
reproductive healthcare by scaling-up PMTCT services in these settings, however our
findings have implications for scaling-up interventions in reproductive healthcare settings in
general. Strategies should include broad-based health systems strengthening, such as explicit
interventions to improve patient-provider interactions. Many of our results differed by health
zone, suggesting that interventions may need to be tailored to specific contexts in order to
ensure equitable access to quality ANC, delivery, and postnatal services. For example, some
health zones may serve a population with lower or no income and interventions
implemented in these areas may need to be offered at reduced costs in order to ensure
equitable access.

Acknowledgments

This study was supported by the Elizabeth Glaser Pediatric AIDS Foundation and Lydia Feinstein received funding
from an NIH training grant.

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Feinstein et al.

References
1.

o O W

9.
10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Page 8

World Health Organization and UNICEF. Countdown to 2015: Maternal, Neborn and Child
Survival: Building a Future for Women and Children: The 2012 Report. Geneva: 2012.

. Ministere du Plan and Macro International. Enquéte Démographique et de Santé, République

Démocratique du Congo 2007. Calverton, MD: 2008.

. The Democratic Republic of Congo Ministry of Health. Unpublished estimates.

. Kalton G, Flores-Cervantes I. Weighting methods. Journal of Official Statistics. 2003; 19(2):81-97.
. Lohr, S. Sampling, Design and Analysis. Pacific Grove: Duxbury Press; 1999.

. Rao JNK, Scott AJ. The Analysis of Categorical Data from Complex Surveys: Chi-Squared Tests

for Goodness of Fit and Independence in Two-Way Tables. Journals of the American Statistical
Association. 1981; 76:221-30.

. Rao JNK, Scott AJ. On Simple Adjustments to Chi-Square Tests with Survey Data. The Annals of

Statistics. 1987; 15:385-97.

. Rao JNK, Scott AJ. On Chi-Squared Tests for Multiway Contingency Tables with Cell Properties

Estimated from Survey Data. The Annals of Statistics. 1984; 12:46-60.
World Health Organization. Standards for Maternal and Neonatal Care. Geneva: 2007.

. WHO, UNICEF, UNFPA, The World Bank. Trends in Maternal Mortality: 1990 to 2010. Geneva:
2012.

World Health Organization. WHO Recommended Interventions for Improving Maternal and
Newborn Health: Integrated Management of Pregnancy and Childbirth. 2. Geneva: 2009.
Watson-Jones D, Balira R, Ross DA, Weiss HA, Mabey D. Missed Opportunities: Poor Linkage
into Ongoing Care for HIV-Positive Pregnant Women in Mwanza, Tanzania. PLoS One. 2012;
7(7):e40091. [PubMed: 22808096]

Conkling M, Shutes EL, Karita E, Chomba E, Tichacek A, Sinkala M, et al. Couples’ voluntary
counselling and testing and nevirapine use in antenatal clinics in two African capitals: a
prospective cohort study. J Int AIDS Soc. 2010; 13:10. [PubMed: 20230628]

Panditrao M, Darak S, Kulkarni V, Kulkarni S, Parchure R. Socio-demographic factors associated
with loss to follow-up of HIV-infected women attending a private sector PMTCT program in
Maharashtra, India. AIDS Care. 2011; 23(5):593-600. [PubMed: 21293983]

Shetty AK, Marangwanda C, Stranix-Chibanda L, Chandisarewa W, Chirapa E, Mahomva A, et al.
The feasibility of preventing mother-to-child transmission of HIV using peer counselors in
Zimbabwe. AIDS Res Ther. 2008; 5:17. [PubMed: 18673571]

Aremu O, Lawoko S, Dalal K. The Influence of Individual and Contextual Socioeconomic Status
on Obstetric Care Utilization in the Democratic Republic of Congo: A Population-based Study. Int
J Prev Med. 2012; 3(4):278-85. [PubMed: 22624085]

Singh PK, Rai RK, Alagarajan M, Singh L. Determinants of maternity care services utilization
among married adolescents in rural India. PLoS One. 2012; 7(2):e31666. [PubMed: 22355386]
Rai RK, Singh PK, Singh L. Utilization of maternal health care services among married adolescent
women: insights from the Nigeria Demographic and Health Survey, 2008. Womens Health Issues.
2012; 22(4):e407-14. [PubMed: 22749200]

Singh L, Rai RK, Singh PK. Assessing the utilization of maternal and child health care among
married adolescent women: evidence from India. J Biosoc Sci. 2012; 44(1):1-26. [PubMed:
21933465]

Hargreaves JR, Morison LA, Kim JC, Bonell CP, Porter JD, Watts C, et al. The association
between school attendance, HIV infection and sexual behaviour among young people in rural
South Africa. J Epidemiol Community Health. 2008; 62(2):113-9. [PubMed: 18192598]

Pettifor AE, Levandowski BA, MacPhail C, Padian NS, Cohen MS, Rees HV. Keep them in
school: the importance of education as a protective factor against HIV infection among young
South African women. Int J Epidemiol. 2008; 37(6):1266—-73. [PubMed: 18614609]

Wang J, Liu J, Huang Y, Yang T, Yao F, Dong X, et al. An analysis of risk factors for human
immunodeficiency virus infection among Chinese blood donors. Transfusion. 2013 Epub 2013 Jan
10.

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Feinstein et al.

Page 9

23. Doctor HV, Findley SE, Ager A, Cometto G, Afenyadu GY, Adamu F, et al. Using community-

based research to shape the design and delivery of maternal health services in Northern Nigeria.
Reprod Health Matters. 2012; 20(39):104-12. [PubMed: 22789087]

24. Gabrysch S, Campbell OM. Still too far to walk: literature review of the determinants of delivery

service use. BMC Pregnancy Childbirth. 2009; 9:34. [PubMed: 19671156]

25. Mrisho M, Obrist B, Schellenberg JA, Haws RA, Mushi AK, Mshinda H, et al. The use of

antenatal and postnatal care: perspectives and experiences of women and health care providers in
rural southern Tanzania. BMC Pregnancy Childbirth. 2009; 9:10. [PubMed: 19261181]

26. Shiferaw S, Spigt M, Godefrooij M, Melkamu Y, Tekie M. Why do women prefer home births in

Ethiopia? BMC Pregnancy Childbirth. 2013; 13(1):5. [PubMed: 23324550]

27. Titaley CR, Dibley MJ, Roberts CL. Factors associated with underutilization of antenatal care

services in Indonesia: results of Indonesia Demographic and Health Survey 2002/2003 and 2007.
BMC Public Health. 2010; 10:485. [PubMed: 20712866]

28. Ware NC, Wyatt MA, Geng EH, Kaaya SF, Agbaji OO, Muyindike WR, et al. Toward an

Understanding of Disengagement from HIV Treatment and Care in Sub-Saharan Africa: A
Qualitative Study. PLoS Med. 2013; 10(1):e1001369. [PubMed: 23341753]

29. Hogan MC, Foreman KJ, Naghavi M, Ahn SY, Wang M, Makela SM, et al. Maternal mortality for

181 countries, 1980-2008: a systematic analysis of progress towards Millennium Development
Goal 5. Lancet. 2010; 375(9726):1609-23. [PubMed: 20382417]

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 10

Feinstein et al.

(2'68) 892 (0'88) 292 (z'98) 952 (5'06) €82
(80)2 (60) € (80) 2 (e'oT) TE
(¥'81) 2§ (Tv) et (e'e) 0T TaL
(987) 28 (0o1) 1€ (06) €2 (L9) 8T
(8'12) 89 (5'81) 55 (€'02) 65 (09) 61
(e'ov) 61T (¥'99) 102 (9'99) S0z (8'52) 8€2
(z) et (0'21) 28 (geT) e (T'21) 5§
(cor) 1€ (e'sT) LY (6'8) 62 (Teg) oL
(9v1) L (6'11) € (Lv1) e (e'21) €5
(1°89) €02 (8'55) 691 (529) 981 (5zp) set
(822) L9 (Sve)eL (r22) 18 (9°'58) 011
(7'19) 82T (7'8¢) €TT (0'62) 98 (2'67) €9
(8'2€) 011 (8'09) 6¥1 (z'69) 82T (9'89) 512
(Lo e (g01) 08 (811) 28 (211) 8¢
(6'9) 12 (99) 91 (9¢) 0T (T'8) ¢
(Ts1) 9y (281) 95 (TT1) Ve (e6) 0€
(9°02) 65 (z'81) 55 (6'52) L2 (92e) oL
('82) 98 ('92) 28 (6'€2) €L ('62) €6
(6T2) L9 (6'v2) 9L (L52) 9L (5'52) 08
(AR (z'9) 0¢ (8'6) 2€ (Tg) 91

(1°88) 7201

(r'e) 8¢
(zv) 18
(06) vet
(z91) 10T
(z19) €9L

(0'sT) 69T
(ev1) LLT
(Lv1) 8LT
(6'59) €69

(5°82) T€E
(6'0¢) Oy
(€89) 259
(801) 00T

(s9)zL
(821) 991
(L'22) 192
(€'92) vee
(¢'s2) 662

(52) 68

#1923 uoneanp3
puegsny/Jauped using
So1s1I81oRIRYD pUBgSNY/Jaulied
8410

Ijiyemseq

glebueg

eqnyeg

obuoyeg

PRAIRIE

18410

JUBISa10Id

aujoyreD
ISIUBLUYRIG/IEAINSYM/ISI|a0UBAT
#uoibl|ay

Alrewuoyui Jo Ajjew.oy pakojdw3
1841y 40 J00Y9s A1gpU0ISS pajaldioD
J00y2s Arewiid paja|dwo)

J00Yy2s Arewinid 8381dwoa jou pig
19A8] UolyedNp3

+0¥

or> 016

ge> 0108

0e>016¢

§e>010c

0c> 0187

+ sIeak ‘aby

sonsLIgoRIRYO JURdidiIed

1[(%) u] embunrepueg | [(96) u] o91eN ezUIG | [(%) U] 2 euIseIN | [(%) U] OSuBsIH

3U0Z U1[esH

1[(%) ul 1ressno

06u0) Jo a1jgnday d1eIo0WSJ "BSBYSUIY Ul USWOM TZZT JO SonsLaioeieyo a1ydelbowspoloos

T alqel

NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 11

‘paybram ale sabejusdlad pue payybiamun are mm_ocm_&m\_u_qN

‘syuedionred Jo 049 o) Buissiw sem yd1ym ‘uoiieanpa Jauped 1oy 1daoxa sasuodsal [Je 1oy siuedionued Jo 945 Ueyl Jamay 1oy Buissiw aiam eleq
*

(921) €5 (99) 0z (sv)eT (89) 2z (s9) 8ot Yo} 10 18D
(0'69) LT (5'g2) 08 (5'61) 99 (8'01) 5¢ (7'12) 95¢ 10121301443
(L'g6) 082 (z'09) ¥81 (z'sv) 15T (8's2) ovz (979) 558 9U0ydBfeL
(e'€6) 182 (8'08) 82 (L'e2) 622 (6'29) 002 (6'€L) 856 uoIsinafaL

(z'ez8) 82 (zos) st2 (T°09) ¥81 (0'79) 26T (7'v9) 6€8 opey
(0'66) 96¢ (006) 9L2 (e'8L) 8¢ (T'18) 85¢ (7'€8) 8L0T Auornos|3
S)asse pjoyssnoH

(zot)se (R19K¢14 (8112 (2'12) 99 (9€1) 29T 18Y0

(582) 68 (°€9) 96T (9v8) Le (9€L) 622 (522 T9L [e0212yD
(e'T9) LT (6'02) €9 (92) 62 (8'v) 6T (6'€T) 282 914199/3

Hm:_v_oou 10} pasn Jan4

(2'€9) 05T (7'v9) €02 (6'8v) 65T (z'09) 091 (¥'€Q) 229 Sployasnoy JaLo yim paseys 319|101
(c2)9 (228) 25T (T'2v) T€T (T'18) 951 (¥°9v) 0S¥ (ud uado) qeys anoym sutiel id
(og)er (cg) st (T9)1e (r'ze) oL (0om) 81T qe/s yum auLig] Iid
(7'09) 9.1 (92¢) sot (T'vv) 2wt (9v2) 08 (¢'L€) €05 ULl J1d pano.dwil pajeliua
(e've) 901 (56) 82 (L2)8 (61)9 (79) 8v1 ysnyy 4nod 1o ysnj+
#odAspioL

(soe (c9) vt (802 (6'22) L9 (L) s8 1810
('9) 61 (9ev) o€T (9'sv) ezt (5€9) 891 (s'vv) b€V adld pueis/qer a1qnd
(56v) eVt (9'vp) ovT (e'Lv) ¥ST (r'ze) sL (cov) e1g Jojayp.ref oput padid
(sev) 9¢T (99) 02 (c9) ve env (90 w81 Gutjamp ojui padid

# 89In0s Jstem Bupjuua

SoNsLIB1oRIRYD PIOYISNOH

(9°98) €22 (e'88) 622 (L'€8) v02 (T'18) ¥12 (eeg)org  pAirewuourio Ajreuio pakordu3
(¢6) 8ECT (L29) €Lt (z'52) s81 (Lgs) 6€T (6'89) GEL 49y 40 00y9s A1epu0ds pajajao)
(1) 81 (0'82) 1L (8'12) 8 (zov) cot (cL2) 6€2 00425 Areuitid pajojaio)

(90) ¢ (ev) 1T (0€) 2 (T9) st (ov) se 00y2s Areuwstid a39/awo jou pia

Feinstein et al.

11(%) ulembunrepueg | [(%6) u] 0¥ ezulg | [(%) Ul zeuiseN | [(96) u] osuasiyt | [(%) u] I1e49n0

3U0Z U1esH

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 12

Feinstein et al.

‘G0"0> anjeA-d Sey U0z 1|eay pue 3|0eLIBA USBMIS] UOIRID0SSE JO 18] 81enbs-1yd 1100S-0ey PaILIPOIA

7
NIH-PA Author Manuscript NIH-PA Author Manuscript

NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 13

Feinstein et al.

‘G0"0> anjeA-d Sey 8u0z Y1jeay pue a|geLIeA USBMIS] LUOIRID0SSE JO 158) 1enbs-1yd 100S-0ey Um_tco_\,_x

‘payBiram aie sabejuadiad pue pajybiamun are mm_ocm:ce&

‘sjuedionJed Jo 9,8 10y BuISSILL SEM UYIIYM ‘USIA DNV 15114 JO yiuow a3 1oy 1daoxa sasuodsal |[e Joy siuedionied Jo 9,G eyl Jamay 10) BuIsSIW a19m ereq
x

(V] 4 (928 (T2 1s (52) ov 48Y0
(ev) et (62)6 (02 L (89) LT (ve) Sy Joquiaw Ajiuey J8Yjo 10 JSULIECYPUEGSIY PUB 4I5S
(99) 81 (211) 98 (zT1) 8¢ (zeT) 9e (z'T1) et Joquisws Ajiwe) 18y10
(9¢2) 612 (Tv2) 212 (6'22) S0z (2'02) 012 (L'22) 158 pueqsny/iaulred
(88) v¢ (28) L2 (8TT) €€ (96) 82 (zor)ztt 498
sasuadxa yieay syuedionued Joy sAed oym uosiad

(sv) et (670) € (z'g) ot (L2)s (¥e) ov 480
(evD) T (8L €e (8'7) 9T (T9)st (€°9) G6  Joquiaw Afiuey J8YJ0 10 JSULIECYPUEGSIY PUE J19S
19 (o) ot (sv) et (8'9) 6T (sv) 8y ME[-UJ-18410UI 10 18YJON
(L'ze) 26 (6°€€) TOT (T'ge) 21t (0'op) LT (28¢) evv pueqsnyiaulred
(TLv) ewt (e'vS) 99T ('Lv) 9€T (7'6€) 02T (0Lv) v9s 498

#ONV >jg8s pjnoys juediiued papios@

(6°0v) 62T (6°9T) 6 (°2€) ¥1T (7€) €01 (8'1€) 96 #9402 [ereLnsod yfnos
(8'6L) €€C (e28) ¥9¢ (922) zee (6'8L) 2 (508) 196 Jan119p 0} Auj19ey DNV U} 0} pauIniy
(6'29) 16T (8'Ly) Lv1 (6'8€) 91T (g'sp) et (9'v¥) 685 3Woy 01 18350]2 AlN[19€4 18 DNV WBnos
(e'v6) vL2 (reL) oze (9'82) 622 (z'82) sze (e'82) 8v6 &<
(L9) 8T (992) 6L (r'12) 65 (812) 19 (L12) L2 &r
SHSIA DNV JO JaquinN

(09) vt (eeT) 88 (8'8) 02 (r9) L1 (Te) 68 y8 40 g
(6'59) ST (e'02) S02 (6'69) 9.1 (z'89) 18T (589) LTL w940 yS 'y
(T'6€) €TT (¥91) 8% (€712) 15 ('52) 89 (r'22) 982 P40 ‘pl T

#VSIA DNV 1811 JO AoueuBaid Burnp yuow

1[(%6) ul embunrepueg | [(96) u] osr9N ezUlg | [(%6) U] ZeUIsEIN | [(96) U] OsussM | [(%) U] Ie49n0

3U0Z YIesH

0buo) Jo a1jgndsy d1eIo0WSQ “eseysury| Ul aJed ereusiue 1yHnos oym uswom 06TT AQ pariodal s8o1AIas AIBAIISp pue 8Jed [eJeusiue Jo uonezijinn

¢?olqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 14

Feinstein et al.

"G0"0> anjeA-d Sey U0z Y1jeay pue a|CeLI_A USaMIa] UOIRID0SSE 0 18] a1enbs-14d 1100S-0ey PaIHPOIAl

'+

‘payBram ale sabejusalad pue payybiamun ale mm_ocm:cm\_&

"sasuodsal |[e Joy sjuedionted JO 94G Uey) Jamay 10) BUISSIW d19m ereq
¥

(0'9p) 9eT
(T'29) 91
(T02) L9
(2€€) €01
(zeg) 66
(7'1€) 56
(0Lv) ovT

(9°09) 58T
(0'7€) ¥0T

(L°28) 11T

(e'sT) ¥¥
(Tev) ezt
(szr) ve
(g9) a1
(e'1€) 16
(09 er
(Tee) 00T

(z'z8) 95T
(6'v2) 2L

(r'€2) 89

(5'ge) €01
(L'6€) 2zt
(e'9) 0z
(z2) L
(2'92) €8
(6'9) 52
(6'12) 89

(1°99) 65T
(9'81) 69

(z9) 12

AN@NV 6/ Aw.wwv 29¢ Hmmo_?_mm mecw:mEEOu paiajjo 40H
(1'18) 96 (e'6€) 205 8]1853008 810W/ApuaLly si Jeis
(e ez (L'8) evT awn Bunrem Loys
one (6'7) 82T Aj[enuapiyuod surelurew o1ulo
(5°6T) 65 (v'92) zee UOIRDIPALL 0) S$800Y
(ze)e (L) eyt 4OH s19421d puegsny/IauLed
(5'12) 29 (7'92) 0L€ awoy 03 ANwixoid
(Tge) €1t (209) €19 yuonenday
(91) 6 (2'02) v82 asuadxa/1s00D
1)zt (Tz1) 812 #8inoy Bunesado

1[(96) ul embunepueg

1[(%6) u] 0919 eZUIG

1[(9%) u] z eUISEIN

1[(@0) ul osuastt | [(96) ul Iresen0

3U0Z YIesH

obuo) Jo a1jgnday aneloowaq ‘eseysury

U aJed [ejeusiue Jybnos oym uswom 06TT Ag pariodal $01AISS a1ed [ereusiue Jo) (4OH) Anjioe) a1ed yieay e Buisooyd 1oy suoseas parodal Ajuowwo)

NIH-PA Author Manuscript

NIH-PA Author Manuscript

€9lgel

NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



Page 15

Feinstein et al.

'G0"0> anjeA-d Sey aUO0Z Yyjeay pue d|geLIeA UaMIS] UOITRID0SSE JO 159} a1enbs-1yd 109S-0ey PaIIPOIN

7

‘palyBram aJe sabejuadiad pue pajybiamun are wm_oc%cm:u_qN

'sasuodsal |[e Joy sjuedionted JO 04G Uey) Jamay 10) BUISSIW d19Mm ereq
*

(5'96) €82 (6'98) 592 (7'98) 152
(9'96) 682 (9'26) 182 (6'v6) 822
(T'02) 19 (0'62) 98 (9°09) 0.1
(ev) aT (6'9) LT (Tte
(561) Lt (s52) 8L (992) v
(9'11) 8¢ (7'11) 8¢ (o1) 0€
(zee) sL (9e1) 7 (Leg) oL
(0'66) 282 (286) 862 ('e6) 122
(286) 98¢ (6'28) v92 (8eL) z1e
(6'88) 092 (v'88) 892 (rve) vLe
(v'86) G82 (¢'66) 662 (6'86) 682
(cv8) 152 (¥°06) v22 (9'16) ¥92
(z2)9 (L2)8 (0's2) oL
(5'12) 09 (z1€) 16 ('62) 62
(€'92) Gee (0'99) 06T (5'sp) ovt

(9°28) 8¥z
(5°68) 0.2

(5'18) 95T
(88) L2
(oL1)18
v1) v
(2'92) 22

(z'08) 62
(zvL) €ez

(0'88) €92
(986) v62
(8'26) vL2
(e9) o1
(zv1) Ov
(508) L€2

(1°98) L¥0T
(0°€6) ¥TTT

(L) €Ly

(T2) 08
(0°€2) 052
(8'TT) ¥¥1
(6'12) €92

(9°16) S60T
(z'62) G86

(8'06) 590T
(6'86) L9TT
(1'16) £90T
(8'z1) 00T
(e'52) 022
(6'19) 261

uedionJed ul 1Sa181ul PAMOYS SIBPIAOId

10adsal yym uedionued pajeall Siapinold

#UMeay s.juedioned Buipsebal syurejdwoo patoubi Jepinold
Japinoad yum sanssi [euossad Buissnasip ajgenojwiodun 118y uediodnled
suonsanb Jay 0] slamsue Buipuelsiapun awi) paey e pey juedionied
way} Xse 1ou pIp Ing siapinodd 1oy suonsanb pey juedidiied

18y yum awin aiow puads 0} Japiaoid pajuem juedioiied
#PuEISIZpUN PIN0D juedionted abenfue| pasn siapInoid

u>om>_a ybnoug

nem_o_>oa j0U) JJe1s Aq Juswieas) A10joe)sies

awodjam Ajpuati4

Anpoey ues|y

sinoy z<

sinoy z-1

sainuiw 09>

#own Bunrem

1[(@6) ulemBuniepueg | [(96) u] oss ezuig | [(96) u] Z eulseN

1[(96) u] osuasiy

3U0zZ yIesH

1[(%) ul Iresno

0buo) Jo a1jgndsy d17eI00WSQ “eseysuIy| Ul aJed [ereusiue 1ybnos oym uswom 06TT Ag pariodal s8o1AISs a1ed [ereudiue Buixass sousladx3

NIH-PA Author Manuscript

v alqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

PMC 2014 October 01.

in

available

Trop Med Int Health. Author manuscript



Page 16

Feinstein et al.

*K1aAnoadsal ‘syuedionued J0 949 pue ‘94GT ‘%9T ‘%8T 104 BUISSIW 819M UaIym ‘DNY Burinp 1s81 AlH Ue Buiaey pue 1s8) AIH [e1nuspijuod

‘G0°0> w:_m>uq Sey au0z yijeay pue ajgelseA ussmiaq uoljeldoosse Jo 1sa) w‘_m:—uwu_r_o 1100S-0ey PalJIPON

'+

"paiyBram aue sabeyusoiad pue pajyBiamun ale mm_oc%cm:u_,N

© urelqo 03 a|qissod sem 11 1yBnoyl ‘AlH 104 paisal aq 01 89e|d e Jo abpajmouy ‘sBnup [einoiaaiiue Jo abpajmouy 10y 1daoxa sasuodsal |[e Joy siuedionied JO 94G eyl Jamay J0) BUISSIW a19m ereq

*

(9'¥8) 19T

(6'96) G6T
(5'88) 51T
(T°02) T0Z

(Lyl) zte
(L'v8) 122
(8'28) 112

(6°59) 69T
(e'98) 82
(r'v6) 022

('56) 18T

(z'96) €8T
(1'68) 29T
(7'v9) 16T

(8'68) ¥92
(T'82) L6T
('88) 612

(8'69) 0T
(z'98) Y72
(e7¢6) 292

('€8) 60T

(9'16) 2€T
(7'¥8) 02T
(7'19) ST

(902) 902
(e'6%) GTT
(9v2) 6.7

(1°29) 8T
(6°28) 052
('26) 552

(922) 96

(e'e6) 9T
(8'88) 82T
(0'19) 2vT

(6'99) €97
(zv1) z6T
(6'72) 98T

(T'sv) 90T
(0'16) 952
(+'56) 592

(8'%8) L¥S

(8°€6) 9%9
(1°28) 065
(6°59) 629

(z2L) sv8
(8'59) G2L
(0'62) T08

(0°09) €65
(z'88) €00T
(5°¢6) 2501

FONV ULISSINIH Ue peH

LONY Ul SGIVINIH Buleb Juanaid o) moy passnasia

INV Ul Aqeq o] UoISSILUSURI] A JH JUSASId 0] MOy passnasid
ONYV Ul SAIV/AIH Inoge juedionied o) pax[e) aU0aWoS
#1589 AIH Ue pey JaA3

#1590 AIH [BIUSPLIUOD € LTEIqo 0) 3]qIssod

#/\IH 10} palsa} 8q 0} aoe|d B smouy

#SBNID [RAIAOIIBINUE JO pleaH

Ageq 0} J8UI0W WOy JWsuRL) Ued AIH

AIH 8ney 0} uosiad Ayyjeay 1oy a]q1ssod

1[(9%) ul embunrepueg | [(96) u] 0213 eZUIG

1[(06) ul z BUISEIN

1[(%) u] osuasry

1[(9%) ul Ireseno

3U0zZ yieaH

obuo)

Jo a1jgnday o1reI00WaQ ‘BSeysuly Ul SAIV/AIH JO pIeay Jans pey oym uswom T/ TT Buowe paaisdal sadinIes SAIV/AIH PUe SAIV/AIH 40 abpajmouy

NIH-PA Author Manuscript

G 9lgel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Trop Med Int Health. Author manuscript; available in PMC 2014 October 01.



1duasnuey Joyiny vd-HIN 1duasnue Joyiny vd-HIN

wduosnue Joyiny vd-HIN

Feinstein et al.

Table 6

Bivariate analysis of predictors of receiving inadequate antenatal care reported among 1214 women in

Kinshasa, Democratic Republic of Congo

Page 17

QOdds ratios (95% confidence intervals)

Initiated ANC late

Sought ANC <4 times

Initiated ANC late or
sought ANC <4 times

Each 5 year increase in age

Multipara versus primipara

Each 5 year increase in education

Employed versus unemployed

Religion (REF= Evangelist/Revival/Brahmanist)
Catholic

Protestant

Other

Ethnicity (REF = Bakongo)

Baluba

Bangala

Baswahili

Other

Current partner versus no current partner

Each 5 year increase in partner age

Each 5 year increase in partner education

Partner employed versus unemployed

Household assets (REF=without asset)
Electricity

Radio

Television

Telephone

Refrigerator

Car or truck

Sought ANC at closest facility to home versus not
Decided participant should seek ANC (REF=participant)
Partner/husband

Mother or mother-in-law

Self and husband/partner or other family member
Other

Person who pays for participants health expenses
(REF=participant)

Partner/husband

Other family member

Self and husband/partner or other family member

Other

Someone talked to participant about HIVV/AIDS in ANC versus not

1.05 (0.95, 1.17)
154 (1.07, 2.21)
0.70 (0.57, 0.85)
0.99 (0.78, 1.26)

0.78 (0.54, 1.13)
0.90 (0.44, 1.86)
1.08 (0.63, 1.87)

0.98 (0.60, 1.60)
1.03 (0.49, 2.16)
0.64 (0.32, 1.27)
0.80 (0.45, 1.40)
1.03 (0.64, 1.64)
1.08 (1.00, 1.15)
0.67 (0.56, 0.81)
0.97 (0.59, 1.60)

0.58 (0.36, 0.94)
0.71 (0.54, 0.94)
0.63 (0.52, 0.77)
0.59 (0.45, 0.76)
0.78 (0.53, 1.15)
0.72 (0.43, 1.21)
1.14 (0.78, 1.69)

1.04 (0.82, 1.31)
0.98 (0.45, 2.12)
0.71 (0.31, 1.61)
0.72 (0.23, 2.29)

1.25 (0.66, 2.34)
1.38 (0.39, 4.93)
0.99 (0.36, 2.73)
0.90 (0.45, 1.80)
0.62 (0.45, 0.85)

1.04 (0.94, 1.14)
1.20 (0.82, 1.74)
0.64 (0.56, 0.73)
1.05 (0.73, 1.53)

1.03 (0.60, 1.77)
0.66 (0.48, 0.92)
1.20 (0.86, 1.68)

0.81 (0.48, 1.37)
0.79 (0.29, 2.17)
0.75 (0.40, 1.41)
0.88 (0.58, 1.31)
0.64 (0.38, 1.07)
1.00 (0.93, 1.07)
0.57 (0.47, 0.67)
0.98 (0.72, 1.33)

0.33(0.22, 0.51)
0.58 (0.45, 0.74)
0.43 (0.32, 0.56)
0.45 (0.31, 0.65)
0.62 (0.38, 1.01)
052 (0.19, 1.39)
1.03 (0.71, 1.50)

0.94 (0.64, 1.40)
1.20 (0.52, 2.74)
0.89 (0.40, 1.97)
0.50 (0.18, 1.44)

0.63 (0.49, 0.82)
0.77 (0.29, 2.04)
0.97 (0.39, 2.39)
0.43 (0.16, 1.17)
0.53 (0.44, 0.65)

1.08 (0.97, 1.19)
1.47 (0.95, 2.29)
0.68 (0.59, 0.78)
0.97 (0.75, 1.27)

0.89 (0.64, 1.24)
0.87 (0.50, 1.53)
1.03 (0.64, 1.66)

0.87 (0.55, 1.36)
0.85 (0.38, 1.88)
051 (0.23, 1.10)
0.68 (0.38, 1.23)
0.76 (0.45, 1.26)
1.03 (1.00, 1.07)
058 (0.51, 0.67)
0.86 (0.61, 1.19)

0.56 (0.37, 0.87)
0.74 (0.54, 0.99)
0.56 (0.46, 0.70)
0.61(0.52,0.72)
0.85 (0.62, 1.15)
0.74 (0.40, 1.37)
1.26 (0.90, 1.78)

1.00 (0.80, 1.25)
0.85 (0.45, 1.60)
0.79 (0.39, 1.57)
0.56 (0.19, 1.65)

0.67 (0.48, 0.94)
0.76 (0.28, 2.07)
0.77 (0.30, 1.97)
0.43 (0.23, 0.80)
0.66 (0.50, 0.87)
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