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Abstract. Antenatal care (ANC) is very important intervention needed for management of normal 
cases of pregnancy as well as for screening and detection of complications at an earlier stage so as to 
manage them effectively in time. This article has tried to highlight the factors that are proved to be 
the driving and restraining forces in accessing antenatal care services in India and how it influences 
the women to take decision for the place of delivery (home or institutional). A mixed method 
approach was applied to 320 women from 16 villages of Ganjam and Gajapati districts of Odisha. In-
depth interviews were carried out till data saturation was observed at 10 with women having child of 
less than one year. 10 Focus Group Discussion were conducted with an average of 8 women in each 
group having a child of less than 5 years of age, and with the community. In-depth interview of 
women regarding their antenatal checkups revealed that 55.63% had visited the ANC clinics 3 or 
more times, 42% were primi and 58% were multipara. A large mass of population still had not taken 
full antenatal checkup in-spite of all the available health facilities at their door step. The 
infrastructure of the government health facilities needs improvement. Access to health services has to 
be guaranteed to all people irrespective of rural or urban divide. Where patriarchal traditional values 
still prevail, it is often difficult for women, to use health services unless the provided services are 
culturally acceptable in practice. The most important and challenging need of the hour is 'women 
empowerment' in the society to access their rights. 
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1 Introduction 

Antenatal care is systematic supervision of women during pregnancy to monitor the progress of foetal 
growth and to ascertain the well-being of the mother and the foetus. Attendance of four antenatal care 
(ANC) checkups include identification and management of obstetric complications, routine tetanus 
toxoid immunization, iron and folate supplementation and identification and management of infections 
resulting in reduction of maternal deaths and improvement in reproductive health [1, 2, 3]. The 
pregnant women need care during this critical period for their well-being and for the health of the babies 
they are bearing. ANC comprises  – careful history and current state examinations (general and 
obstetrical), management of major and minor problems and advice being given to the pregnant women. 
It is the single most important intervention which can reduce the maternal and infant (especially 
neonatal) –morbidity and mortality. ANC is an opportunity to promote the use of skilled attendance at 
birth and to decide the place of delivery i.e. institutional or home delivery. It also promotes healthy 
behaviours such as breastfeeding, early postnatal care, and planning for optimal pregnancy spacing [4, 5]. 

The antenatal care facilities provided by the Indian government can be accessed by visiting a health 
centre that provides such facilities. National Family Health Survey -3 (2005-2006) report [6] showed 
that only 50.7% of women had at least 3 antenatal care visits for their last birth, 73.8% in urban areas 
and 42.8% in rural areas. Also this figure varied from 29.8% with no education to 85.3% with 10 or more 
years of education. Literature shows that men's involvement in antenatal care in NFHS-3, where men 
were questioned about the main reason for not receiving antenatal care by the child's mother, 40.4% of 
men said that according to them it was not necessary or they did not allow their wives. There was not 
much difference in this figure between urban and rural areas as 38.8% of men in urban areas and 40.7% 
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in rural areas gave this reason. With government antenatal care services in place along with various 
schemes like Janani Suraksha Yojana(JSY) [7] and Indira Gandhi Matritva Sahyog Yojana (IGMSY) [8], 
it is important to look at the reasons for under/ non–utilization of these services. JSY is a safe 
motherhood intervention being implemented with the objective of reducing maternal and neo-natal 
mortality by promoting institutional delivery among the poor pregnant women. While IGMSY is 
a conditional cash transfer scheme for pregnant and lactating women to provide conditions for safe 
delivery and good nutrition and feeding practices. To fully benefit from these interventions, it is 
important that women begin attending ANC early in pregnancy. Many of these opportunities continue 
to be missed, even though over two-thirds of pregnant women receive at least one antenatal visit. There 
are many reasons or barriers to reach to the health care center for the women [9]. To strengthen ANC as 
priority intervention to increase coverage and quality, the Indian government introduced the Accredited 
Social Health Activist (ASHA) programme under the National Rural Health Mission (NRHM) [10]. 

A study done to understand the user's perspectives on barriers to maternal health care use in 
Maharashtra [11], India found that socioeconomic status was not a barrier to service use when women 
perceived the benefits of the service, and when the service was available near the user's place of 
residence. Most women considered private health services to be superior to those provided by the 
government, although cost was often a constraint to their use. Another finding from the study was that 
antenatal care and institutional delivery were both considered to be preventative measures rather than 
curative, hence were not prioritized due to financial constraints. A meta-analysis of qualitative studies 
done in various low and middle-income countries including India identified three main themes based on 
views and experiences of women who had received inadequate antenatal care in these countries [5]. 
According to the theme, many women had cultural and superstitious beliefs that if they visit an 
antenatal clinic, their pregnancy would be disclosed which might lead to unwanted religious or spiritual 
complications, curses of evil spirits, indirect cost to visit the health centre, no quality health care and 
long waiting time [12]. Another common reason given for not accessing antenatal care services was the 
bad attitude of staff at health care facilities that included insensitivity, rude behaviour, humiliation, 
neglect, abuse and even physical violence by health care providers. Some of the women visited antenatal 
clinic only once to get the 'card' made so that they would not be denied when services are needed 
especially at the time of delivery. 

Odisha is one of the eight Empowered Action Group (EAG) states recognized by the Government of 
India (GOI) for special care in terms of Health and Family Welfare services [10]. Being an EAG state, it 
receives added focus and incentive from the Government. Basic training is being given to health workers 
at all levels of health care so that they can make important decisions regarding how to treat, when to 
treat, where to treat, what to treat and whom to treat, under various MCH programs. The 20th century 
was marked by a significant improvement in access to healthcare, worldwide. However, the delivery of 
these services to the beneficiaries was not completely or uniformly distributed among, or even within, 
nations and was faced with a considerable amount of road blocks leading to heightened MMR (237 per 1 
lakh live birth) and IMR (62 per 1000 live births). Despite the fact that the state government has taken 
many initiatives to converge health activities at village and subsequent levels, this problem is still so 
difficult to address in India that making safe motherhood a reality for women is a challenge that calls 
for re-conceptualization of the problem and its solution. This article has tried to highlight the factors 
that prove to be the driving and restraining forces in accessing the antenatal care services in India and 
how it influences women to take decisions regarding the place of delivery (home or institutional).  

2    Material and Methods 

2.1   Study Design 

The study was carried out using mixed method; both Quantitative & Qualitative methods were used. 
Descriptive cross-sectional method was used as quantitative study design.  

2.2   Population (Inclusion Criteria) 

• Women delivered in last one year and the pregnant women  
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• Women delivered in last 5 years  
• Service Providers (ASHA, AWW, ANM, LHV, Staff Nurse, MO, CDMO, CDPO)  
• Key Influencers, Decision Makers (Sarpanch, Mahila Mandal, Voluntary Health and Sanitation 

Committee members, BDO, Tahsildar).  

2.3   Area 

Ganjam and Gajapati districts of Orissa were selected for the study. A total of 16 villages from 2 
districts were considered.  

2.4   Sample Design and Sample Size 

A convenience purposive sampling was adopted. One Ganjam district which has the medical college and 
hospital and the other district Gajapati which was nearer to a medical college and hospital were selected. 
Two blocks, one performing high and the other performing low on the indicators of antenatal 
care/antenatal registration by 12 weeks, skilled birth attendant, institutional delivery, utilization of JSY 
and postnatal visit, as per RCH-II data, were selected from each district. Within that, two sub-centers 
villages were selected from each block; one village with sub-centre and the other located at least 5km 
from the sub-centre (out-reach village). There are about 150-180 eligible couples per 1000 population or 
the under 5 children composition is 11 to 13% of population. Considering that there should be 110-130 
mothers in the population, we have taken 10% of that i.e. 11-13 mothers. Therefore, a total of 20 
mothers from each village were considered. A total of 320 women from 16 villages were considered for 
the study.  

2.5   Data Collection Tools and Techniques 

The sources of information included both primary and secondary data. Primary data for the study was 
collected by way of detailed interview of respondents through the semi structured interview schedules 
specifically designed. In-depth Interview was focused on perspective and practices of women having one-
year infant(s) or having delivered in the last one year regarding evidence based practices, postnatal and 
newborn care in order to ensure that responses reflected recent/current practices. The concerned health 
care providers also constituted the main source of information regarding the implementation of services 
in the study area. These interview schedules were finalized after several rounds of discussion & 
pretesting and then applied to the study population to know their perception regarding the utilization of 
MCH services. The information from the stakeholders {CMOs, MOs, ASHA, ANM, health worker, PRI 
members, V HSC, SHGs, community leaders, other health professionals etc.} was collected through 
detailed interviews. Key Informant Interviews (KII) were conducted with the providers and health 
workers, traditional birth attendants (TBAs), ASHA, and ANM of health services to present their own 
experiences and actions, or otherwise to describe general attitude. Focus Group Discussions (FGD) were 
conducted focusing on the utilization of ANC practices, birth preparedness, skilled attendants at 
delivery, postpartum care for the mother and baby, acceptability of home visits by community 
volunteers, etc. among women who delivered in the last five years and the grass-root level health 
workers. FGDs and Interviews with KIs were conducted in local language. Secondary data from the 
districts and selected health facilities were used. Available reports and records regarding the following 
were reviewed.  

2.6   Data Analysis 

Analysis of the quantitative data was done using a software package to calculate Proportion & 
percentage, Pearson Chi-square, etc. The data hereforth collected was analyzed using SPSS software 
program in the Dept. of SPM, MKCG Medical College Berhampur which came out with valuable 
recommendations. Latent thematic content analysis was done on the qualitative data: like in-depth 
interviews (IDIs) and FGDs. The data collected in the form of recorded interviews was coded and each 
interview was transcribed. The data was also triangulated with the help of field notes. Transcripts of the 
interviews with mothers, health workers, and key informants were reviewed together. The data was 
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reviewed and transcripts were reread to identify important themes. Then the patterns, possible 
relationships between themes, contradictory responses were identified. The statements in the interviews 
were categorized and analyzed according to frequency in general, frequency in each different group of 
interview, controversial discussion of the statement and emotional involvement of the interview 
participants. Typical statements were marked and used for later citation. Analysis, interpretation and 
conclusions were carefully drawn describing the research context and the characteristics of the study 
participants. 

2.7   Ethical Aspect 

The written consent of the participants was taken and the study was ethically approved from 
Institutional Review Board, NIHFW. 

3    Result and Discussion 

We have analyzed the information elucidated from 320 women regarding the determinants to using 
health care facility for antenatal care and how it influenced the women to take decisions for the place of 
delivery (home or institutional). Form qualitative data, force field analysis was done which depicts the 
driving forces and restraining forces for accessibility and utilization of ANC care. The determinants of 
accessing ANC care were analyzed using 5 indicators such as education, income, parity, involvement of 
men and equity (table 1). In depth interview of women regarding their antenatal checkups revealed that 
55.63% had taken 3 or more ANC visits. A large mass of population had still not taken full antenatal 
checkup inspite of all the available health care facilities at their door step. 

3.1   Education and ANC 

The rate of >3ANC visits among literate women was higher (83%) as compared to illiterate women. 
This infers that the literacy status is directly proportional to number of antenatal visits made by the 
women. [Chi square = 140.87 with 1 degree of freedom and the two-tailed p value < 0.0001]. The 
association between literacy status and >3 antenatal checkups was considered to be extremely 
statistically significant.  

3.2   Income and ANC 

It was observed that income does not influence the number of ANC visits (table 1). Among women 
belonging to <Rs. 3000 income group, approximately 77 percent had made more than three ANC visits. 
It showed that the influence of grass root level workers and increased awareness among the women led 
to better antenatal care services utilization.  

3.3   Parity and ANC 

Among the study population, 42% were primipara and 58% were multipara. The rate of >3 ANC visits 
were higher among primiparous women whereas it was only 62% among multiparous women. This 
indicates that parity was inversely proportional to the rate of antenatal visits made by women. [Chi 
square =52.843, with one degree of freedom. The two-tailed p value was less than 0.0001]. The 
association between parity and >3ANC visits was considered to be extremely statistically significant.  

3.4   Involvement of Men 

Women were asked regarding their husband's involvement in receiving antenatal care. The reason given 
by the women was that the family did not think ANC was necessary, it was a women issue, therefore, 
men should not go along with her to the health centre. ANC is a novel phenomenon to women and they 
have had children before also, so why receive ANC now, with additional out-of-pocket expenses. Key 
Influencers of Phulta were of the opinion that the pregnant women can’t even come to anaganwadi 
centre for collection of supplementary diet as they will not be allowed by the elder women of the family. 
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The reason is that someone may do black magic. It was also reported that women had to ask for 
permission from the husband or head of the household to leave their home, including making a visit to 
health facilities. 

3.5   Equity in Accessing ANC due to Locational Advantage (Remote Village and Sub-
Centre Village) 

A remote village in India doesn't have a sub-centre and is 5 kms away from the sub-centre village, while 
a sub-centre village has one sub-centre where basic maternal health services are provided. The sub-
centre village is predominated by the tribals whereas the remote village is dominated by the schedule 
castes, the marginalized community. The demographic indicators were compared with both villages. It 
was found that women receiving < 3 ANC are more (14%) distributed in the remote village and women 
receiving > 3 ANC are more, about 44%, distributed in the sub-centre village. It is found to be 
significant. It can be concluded that irrespective of their caste, it is the location of the health center 
which brings the differentiation in accessing ANC services. 

Table 1: Variables used in modeling ANC care 

Variables <3 ANC >3 ANC Chi square & p value 
Education   Chi square = 140.87 p value < 0.001 
Illiterate  (134) 83.7% (26) 16.2%
literate (27) 16.9% (133) 83.1%
Income (in Rs.)   Not significant 
< 3000 (42) 64.6% (195) 76.8%
3001-5000 (21) 30.8% (41) 16.1%
>5001 (3) 4.6% (18) 7.1% 
Parity   Chi square = 52.843, p value < 0.001 
Primiparous  (34) 21.3% (126) 78.7%
Multiparous (99) 61.9% (61) 38.1%
Location of health centre   Chi square = 11.880 

p value < 0.001 Sub-centre village (45) 28.1% (21) 12.6%
Remote village (115) 71.9% (139) 87.4%

 
Data from the qualitative analysis presented in the figure depicts the Force Field Analysis of 

Utilization of Antenatal Care Services by women which influences their choice between institutional or 
home delivery. The driving forces for accessing and utilizing ANC by the pregnant women which 
influence them for deciding institutional delivery are free ANC services, JSY and IGMSY cash benefit 
schemes for beneficiaries provided by the government, and the persuasion from grass-root health workers. 
While low education, low income, unavailability of transport system, loss of wages, additional indirect 
cost, partly or non-involvement of men folks of the family, superstitious beliefs, etc are the restraining 
forces. Comparison of the two forces shows that restraining forces are dominant over driving forces 
which, therefore, impede decision of the women for institutional delivery.  

The village is far away from the hospital and main road. At night transportation is more difficult as 
we have to cross a three kilometer jungle road to reach the main road before getting any transport 
facility. Often we are dependent on male members to arrange a vehicle. Sometimes situations compel us 
for home delivery as it saves time and money despite the high risk (Savita, Nuakhejuria village). 

Our local custom is such that our elders and husbands decide money matters. Decision on expenditure 
is not limited to pregnancy and delivery, but choice for taking care of the child dominates over 
expenditure on women’s care. Hence, before delivery, we want to spend only a minimal amount (Dhuli, 
Phulta village). 

Focus Group Discussions were carried out among the women and the community members. It was 
found that they are not convinced with the impact of antenatal care in reducing the risk of women 
attending fewer antenatal appointments, as even without ANC, a woman is able to deliver normally. 
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different stages of decision-making limit accessibility and utilization of health care facility for 
institutional delivery. It was observed that income does not influence the number of ANC visits. While 
in other studies, the poor women were less likely to attend all antenatal visits than their respective non-
poor counterparts. In addition, it was found that the literacy status was directly proportional to number 
of antenatal visits made by the women. Similar findings were noted in other studies [15, 16]. In a 
national household survey in South Africa [17], it was found that the poorest women had the highest 
ANC coverage (98.8%) although only 39.6% of them attended these services before 20 weeks’ gestation. 
Parity was inversely proportional to the rate of antenatal visits made by women; similar findings were 
observed in two other studies [12, 18]. Out of pocket expenditure on health care was also identified as an 
important restraining force in utilizing the antenatal care services.  

Divergent etiological concepts and perceived hospital culture and care were equally important 
determinants to control maternal healthcare-seeking behavior in Ganjam and Gajapati district, as has 
been shown for other countries [19, 20]. The community members are not convinced with the impact of 
antenatal care in reducing the risk of women attending fewer antenatal appointments, as even without 
ANC, a woman is able to deliver normally. Similar observations made from Cochrane review of RCT 
shows that late, infrequence or nonattendance at antenatal services with adverse maternal outcomes is 
limited [6, 21]. The study provided the evidence that perceived attitudes of women towards supernatural 
healing further reduce their readiness to seek care at the health-facility level. However, more ANC visits 
increase institutional deliveries among the study population.  

4    Conclusion 

Though the Indian government is doing all its efforts to encourage people to utilize the antenatal care 
services by providing these services free of charge and also giving monetary benefits to the users 
belonging to the economically weaker sections of the society, the infrastructure of government health 
facilities needs improvement. Access to health services has to be guaranteed for all people irrespective of 
the rural urban divide. It is often difficult for women of those districts where patriarchal traditional 
values still prevail to use health services unless the provided services are culturally acceptable in 
practice. The most important and challenging need of the hour is 'women empowerment' in the society 
to access their rights. In a cultural atmosphere, the socio-spatial setting of a clinical encounter becomes 
one of the determinants of medical care acceptance. As a result, the discrepancies between the provider’s 
and the recipient’s perspectives and realities create problems at the very core of diffusion, acceptability, 
and utilization. From a service point of view, it is extremely important to know and consider this barrier 
and work towards overcoming it. A reorientation of services towards the specific needs of rural women is 
within the scope of existing healthcare services and people usually try hard to overcome these barriers if 
they consider the effort worthwhile. Even though access to health services has to be guaranteed, gender 
sensitive government systems will further improve utilization of services. 
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