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Abstract

Bangladesh has achieved important health gains over the last decade but there is still an enormous
gap between rural and urban areas with regard to utilization of reproductive health care services.

The study utilizes Bangladesh Demographic and Health Survey (BDHS) 2004 data to identify the
more important factors affecting ante-natal health care services in the urban and rural areas. Findings
reveal that there exist strong urban-rural differentials of receiving antenatal care. It was found that
three quarters of urban women receive antenatal care compared to only half of their rural
counterparts. Doctors form the highest proportion of antenatal care providers. The mean number of
antenatal visits is higher among urban mothers than that of their rural counterparts. The study also
unveils that the majority of urban mothers have their blood pressure and weight measured during
pregnancy period while the corresponding figure for rural mothers is found to be low. Logistic
regression analysis shows that a mother's education, children ever born, wealth index, telling about
pregnancy complications and permission to go to hospital/health center are the significant
determinants of receiving ANC. Other significant determinants include the source of drinking water,

the region and the husband's education.
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Introduction

Antenatal care (ANC) is essential for the health of
both the mother and child. The risk of maternal
mortality and morbidity as well as neonatal deaths
can be reduced substantially through regular and
proper antenatal care check-up and delivery under
safe and hygienic conditions (Moller, et al. 1989,
Joseph, 1989). Studies demonstrating the high levels
of maternal mortality in developing countries and
research identifying causes of maternal death have
repeatedly emphasized the need for prenatal care and
availability of trained personnel to attend to women
during labor and delivery (Maine, 1986; Fauveau,
1988; Fortney, 1988). The importance of maternal
health services in reducing maternal and infant
morbidity and mortality has received significant
recognition in the past decade (Ebrahim, 1982;
Rosenfield and Maine, 1985; Herz and Measham,
1987).

Data Sources and Methodology

This study utilizes the data extracted from 2004
Bangladesh Demographic and Health Survey (BDHS
2004), which was conducted under the authority of
the National Institute of Population Research and
Training (NIPORT) of the Bangladeshi Ministry of
Health and Family Welfare. The BDHS 2004 is a
nationally representative survey from 11,440 ever
married women of age 10-49 and 4,297 men aged
15-54 from 10,500 households covering 361 sample
points (clusters) throughout Bangladesh, of which 122
were from urban areas and 239 from rural areas. Out
of 11,440 ever-married respondents, 2,586 women
and 8,854 women were taken from urban and rural
areas respectively. The data were collected from six
administrative divisions of the country- Barisal,
Chittagong, Dhaka, Khulna, Rajshahi and Sylhet. Data
collection took place over a five-month period from 1
January to 25 May 2004. In this study we considered
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only those women who had a live birth in the five
years preceding the survey. To meet the objectives,
this study uses bivariate analysis. Chi-square test is
performed among the variables to identify
interrelationship between the variables. Binary logistic
regression model is used to examine the effects of
demographic and socio-economic characteristics on
the dependent variable.

Findings

Utilization of Ante-natal Health Care Services
Antenatal care is the care for women during
pregnancy. The reproductive health care services that
a mother receives during her pregnancy and at the
time of delivery are important for the well-being of
the mother and her child. Antenatal care can be more
effective in avoiding adverse pregnancy outcomes

when sought early in the pregnancy and continued
through to delivery. It can contribute significantly to
the reduction of maternal morbidity and mortality
because it also includes advice on the correct diet to
the pregnant woman and the baby’s medical care. The
Bangladesh Maternal Health Strategy recommends at
least three visits during pregnancy. The first visit is
to be made soon after the woman realizes that she is
pregnant. The second visit should be made between
the fifth and seventh month of pregnancy. The third
visit should be made at the ninth month of pregnancy.
Additional visits should be made if any problems or
danger signs arise. Antenatal care (ANC) utilisation
was assessed according to the type of service provider
visited, the number of visits made and the stage of
pregnancy at the time of the first visit. The findings
are presented in Table 1 below.

Table 1: Antenatal care (ANC) attendance characteristics for the most recent birth by mothers who had a live birth

in the five years preceding the survey

Characteristics Urban Rural All
Number  Percentage Number Percentage Number  Percentage
of women of women of women
ANC Provider Qualification
Doctor 596 53.0 1098 25.6 1693 313
Nurse/midwife 139 123 383 89 522 9.6
FWV 61 54 359 84 420 7.8
MA/SACMO/HA/FWA 23 2.1 167 39 190 35
TBA 1 0.1 10 02 12 02
Unqualified health worker 17 1.6 117 2.7 134 25
Other 3 03 51 12 54 1.0
Sub total 840 74.8 2186 509 3026 559
No care 283 252 2106 49.1 2389 44.1
Total 1123 100.0 4292 100.0 5415 100.0
Gestational age at first
antenatal care visit
< 6 months 717 854 1662 76.0 2380 78.6
6 - 7 months 69 82 288 132 356 11.8
8+ months 4 64 237 109 292 9.6
Total 840 100.0 2187 100.0 3028 100.0
Mean 422 5.07 4.83
Number of antenatal visits
atdelivery
1 153 13.7 717 16.7 871 16.1
2 147 13.1 539 125 686 12.7
3 160 143 446 104 606 112
4+ 379 338 486 113 865 16.0
Sub total 840 74.8 2187 509 3027 559
None 283 252 2106 49.1 2389 4.1
Total 1123 100.0 4293 100.0 5416 100.0
Mean 3.08 1.39 1.74

Note: If more than one source of ANC was mentioned, only the provider with the highest qualifications is

considered in this tabulation.

FWV= family welfare visitor, MA = medical assistant; SACMO = sub-assistant community medical officer;
HA = health assistant; FWA = family welfare assistant; TBA= traditional birth attendant.
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Table 1 shows that whenever mothers sought
antenatal care outside the home, doctors were the
providers most commonly used by both urban
mothers (53 percent) and rural mothers (25.6
percent), followed by nurses/midwives (12.3 percent
for urban mothers and 8.9 percent for rural mothers).
Half of the rural mothers (49.1 percent) and a quarter
of the urban mothers (25.2 percent) still do not
receive ANC. This may be due to low awareness of
the importance of having antenatal checks or because
services by qualified staff are too expensive or not
available in the rural areas.

The findings also elucidate that 85.4 percent and 76
percent mothers receive ANC before the sixth month
of gestation in the urban and rural area respectively.

Among all women who have received ANC, the mean
number of months at first visit during pregnancy is
4.83. Urban mothers are thrice as likely to have four
or more antenatal visits as rural mothers. The mean
number of antenatal visits is 3.08 and 1.39 in the urban
and rural areas respectively. A bigger percentage of
rural mothers make only one antenatal visit before
delivery and about 44 percent of all mothers did not
receive any antenatal care at all.

Urban - Rural Differentials in Receiving Antenatal
Care

In this section we present and discuss various impacts
of some selected background characteristics on
receiving ANC. From different literature sources, we
selected those variables which are known to be
associated with seeking for ANC.

Table 2: Percentage distribution of mothers by receiving antenatal care for the most recent birth according to

some selected background characteristics.

Antenatal Care
Urban Rural All
Characteristics Medically Non-medically Medically Non-medically Medically Non-medically
trained trained None trained trained None trained trained None
provider provider provider provider provider provider

Mother’s education woHE * Ak HHE

[lliterate 49.5 33 47.1 31.1 35 65.3 342 35 62.4
Primary 69.5 2.8 27.7 459 4.7 494 50.5 43 45.1
Secondary 88.2 .6 11.2 64.3 4.7 31.0 69.8 38 26.4
Higher 99.3 0.0 0.7 91.7 2.6 5.8 95.2 1.4 34
Husband’s education Ak Ak xRk

Illiterate 50.9 3.8 453 37.1 4.0 58.9 39.2 4.0 56.8
Primary 69.8 2.6 27.6 4924 54 522 47.5 4.8 47.7
Secondary 82.1 9 17.0 60.4 32 364 65.9 2.6 31.5
Higher 95.7 0.0 43 76.4 34 20.2 83.9 2.1 14.0
Mother’s occupation * - -

did not work 74.9 1.8 233 472 4.2 48.6 52.8 3.7 43.5
Work 65.1 2.6 323 44.5 4.0 514 49.3 3.7 47.0
Husband’s occupation Ak *k Ak

Manual 66.9 23 30.8 453 39 50.8 49.2 3.6 472
non manual 83.0 1.5 15.6 51.1 53 43.6 60.4 42 353
did not work 83.3 0.0 16.7 554 1.8 42.9 60.3 1.5 38.2
Religion - ok ook

Muslim 72.2 1.9 259 459 4.2 49.9 514 3.7 449
Non Muslim 81.6 23 16.1 56.1 4.0 399 612 3.6 35.1
Region - 3k ok ok

Barisal 61.9 24 35.7 40.1 4.1 55.8 429 39 532
Chittagong 68.4 3.1 28.5 434 5.8 50.8 49.1 52 45.7
Dhaka 74.5 1.6 23.8 443 35 522 53.1 3.0 439
Khulna 79.7 1.7 18.6 52.8 39 434 579 35 38.7
Rajshahi 75.6 1.9 224 52.7 39 434 55.5 3.6 40.9
Sylhet 63.5 1.6 349 414 3.6 55.0 45.0 33 51.8
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Mass media

exposure

Yes 76.9 1.5 21.5 552 3.7 41.1 60.9 3.1 36.0
No 47.1 4.6 484 32.1 5.0 62.9 334 5.0 61.6
Wealth index Hkx *k K Hkx

Poor 46.1 39 50.0 34.0 43 61.7 352 43 60.6
Middle 64.4 2.7 329 514 5.6 43.0 532 5.1 41.6
Rich 82.6 13 16.0 66.6 2.8 30.5 72.8 23 249
Mother’s age at

last birth sk oskok %k sk ok sk oskok

<20 72.1 24 255 513 39 448 55.5 3.6 409
20-34 75.6 1.5 23.0 45.7 43 50.0 522 3.7 44.1
35-49 46.8 4.8 484 333 3.8 62.8 35.6 4.0 60.4
Children ever born Hk ok *ok wk ok

1-2 78.3 1.5 20.2 54.5 3.7 41.7 59.9 32 36.8
34 72.2 1.9 259 45.0 4.8 50.3 50.3 43 454
5+ 51.0 34 45.6 273 44 68.3 312 42 64.6
Permitted to go

to hospital/health

center - %k sk ok sk oskok

No 58.6 1.7 39.7 30.6 42 65.2 34.5 3.8 61.6
Alone 74.6 1.8 23.6 539 4.6 41.5 60.2 3.7 36.0
With someone 73.0 1.9 25.0 46.4 4.0 49.6 51.1 3.6 453

Discussed FP

with partner ko HEE ko

Never 66.6 2.1 313 45.8 34 50.8 49.5 3.1 474
Once or twice 78.1 1.4 20.5 474 4.8 47.8 54.5 4.0 41.5
More often 80.8 3.8 154 55.8 6.7 37.5 62.8 5.9 313
Fertility preference * ok ook

Wants 76.4 2.0 21.6 53.9 4.1 419 58.7 3.7 37.6
Undecided 81.8 6.1 12.1 43.7 5.6 50.8 513 5.6 43.1
Doesn’t want 70.5 1.6 27.8 425 4.1 534 482 3.6 48.3
Not currently married  57.6 3.0 39.4 333 4.0 62.6 39.8 3.8 56.4
Ever use any

contraception oo ok ook

Yes 75.1 2.0 229 48.7 4.1 472 54.6 3.6 41.8
No 51.8 1.8 46.4 379 45 57.7 39.6 42 56.3

Told about pregnancy

complications oAk ok Ak
Yes 94.3 1.3 4.4 81.5 5.8 12.7 85.2 4.5 10.3
No 57.3 2.5 40.3 33.8 3.5 62.7 37.8 33 58.9

Note: If more than one source of ANC was mentioned, only the provider with the highest qualifications is considered in this
tabulation.
Medically trained provider: doctor, nurse / midwife, FWV, MA / SACMO, HA, and FWA.
Non-medically trained provider: TBA, untrained TBA, unqualified doctor, and other
FWV= family welfare visitor; MA = medical assistant; SACMO = sub-assistant community medical officer;
HA = health assistant; FWA = family welfare assistant; TBA= traditional birth attendant.
Significant level: *** ** and * indicate p<0.001, p<0.01 and p<0.05 respectively.
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Table 2 above reveals that the higher the education of
the mother, the higher the chances of seeking ANC
services. In the whole country, while only 34 percent
of illiterate mothers receive ANC, the level increases
to 69.8 percent and 95.2 percent to women with
secondary and higher education respectively. The
proportion of mothers who receive ANC from
medically trained providers also increases steadily
with an increase in the education level of the mothers
both in the urban and rural areas of Bangladesh.

This study also indicates that the educational level
of their husband has a clear influence on the
attendance of ANC services by women, and that this
effect is consistent for urban and rural women.
Caldwell has suggested that men with higher
educational attainment may play a more important
role in child care decisions than men with less
schooling (Caldwell, 1990). Only 39.2 percent of
women whose husbands are illiterate receive ANC
from medically trained providers. The proportion
increases to 47.5 percent among those whose
husbands have primary education, to 65.9 percent if
they have secondary education and to 83.9 percent
for those whose husbands have an educational level
higher than secondary school. This could be because
education influences the husbands’ attitude towards
modern medicine which, in turn, influences the
wives’ ability to use modern health care facilities.

The result shows that the husband’s occupation also
has an effect on the likelihood of a woman to seek
antenatal care. Women whose husbands have
occupations other than manual labour are more likely
to receive ANC (60.4 percent) from medically trained
providers. However, the area of residence seems to
modify this effect since manual labourers in urban
areas also influence their wives to receive more ANC
than their rural counterparts. Religion also seems to
affect mothers’ choice. The study depicts that non-
muslim mothers attend ANC more than Muslim
mothers (64.8 percent compared to 55.1 percent).
Urban Muslim and non-Muslim mothers (72.2 percent
and 81.6 percent respectively) attend ANC from
medically trained providers more than their rural
counterparts (45.9 percent and 56.1 percent
respectively).

Table 2 also shows that ANC attendance from
medically trained providers is highest in Khulna
Division and lowest in Barisal Division. In each division
urban women attend ANC more than their rural
counterparts. Women who access mass media
(television, radio, newspapers) are more likely to
obtain their ANC from medically trained providers than

their counterparts who do not. In addition, urban
women, who access mass media are more likely to
attend ANC from medically trained providers compared
to their rural counterparts and even their urban
counterparts who have no access to media.

The study also shows that the socio-economic status
also affects the mothers’ ability and choice to attend
ANC. Utilisation of ANC seems to increase with the
wealth index. Most (82.6 percent) of the rich women
attend ANC from medically trained providers in the
urban area as opposed to only 46.1 percent of poor
women. Age also seems to be related to use of
antenatal care from medically trained providers.
Utilisation of ANC is higher among younger women
than their older counterparts. Especially in urban areas,
women in the age group 20-34 years attend ANC more
than their counterparts in other age groups. A
consistent negative relationship is observed between
the parity of the mother and using ANC services. This
effect is observed in both the urban and rural areas of
Bangladesh. Both discussing about family planning
with the husband and the desire for more children in
the future are shown to lead to increased utilisation of
ANC.

We also observe from this study that the utilisation
of ANC varies between those who have ever used
contraception and those who have not. Mothers,
who have used contraception, tend to use ANC than
those who have not. The results also show that
mothers who have attended ANC are more likely to
describe pregnancy complications than those who
have not.

Health Services Received during Pregnancy

Pregnancy complications are the important causes of
maternal and child morbidity and mortality, and
monitoring these complications is a crucial component
of safe motherhood. A number of health care
procedures is recommended to be performed to
monitor and check the development of pregnancies.
For women who had a live birth in the five years
preceding the survey, the 2004 BDHS included a series
of questions on whether they were told about the signs
of pregnancy complications, whether they were
weighed, whether their height and blood pressure were
measured, whether urine and blood samples were
taken, whether their eyes were examined, and whether
they received iron tablets or syrup at any time during
the pregnancy of their most recent live birth. Table 3
shows the various health services reported to have
been received.
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Table 3: Percentage distribution of mothers who have received specific health services during pregnancy for the most

recent birth
Urban Rural All
Various health services
received during pregnancy Number Percentage Number  Percentage Number  Percentage
of women of women of women
Weight measured 671 603 1706 39.7 2383 440
Height measured 319 284 734 17.1 1053 195
Blood pressure measured 768 684 1954 455 2722 503
Urine sample tested 490 436 910 212 1400 258
Blood sample tested 379 338 603 14.1 982 18.1
Eyes examined 683 60.8 1719 40.1 2402 444
Ultrasonography test 320 285 384 89 704 13.0
Taken iron tablets/syrup 721 642 1987 463 2708 50.0
Receiving Tetanus Toxoid injection
One injection 238 212 913 213 1151 213
Two or more injections 749 66.6 2695 62.8 3444 63.6
None 137 122 684 159 821 152
Total 1123 100.0 4292 100.0 5416 100.0

Table 3 shows that the urban-rural differentials in
receiving health services during pregnancy are quite
large. In the urban area, 68.4 percent of mothers had
their blood pressure measured and 60.3 percent have
their weight taken during the ANC. The corresponding
figures for the rural mothers are 45.5 percent and
39.7 percent respectively. Only 19.5 percent of the
mothers had their height measured, while only 25.8
percent had their urine tested and 18.1 percent had
their blood sample examined. The results also show
that 88 percent of urban and 84 percent of rural
mothers respectively receive tetanus toxoid (TT)
injection during pregnancy.

Factors Predicting the Use of Antenatal Care:
Multivariate Analysis

Binary logistic regression is the multivariate analysis
technique used to predict the presence or absence of
a characteristic or outcome based on values of a set
of predictor variables. It is similar to linear regression
model but it is suited to models where the dependent
variables are dichotomous. Since our dependent
variable is dichotomous, we employed the binary
logistic regression model.

Here, the model fitted considers antenatal care during
pregnancy as the dependent variable and it is coded
as 1 if the mother receives antenatal care from
medically trained providers, otherwise it is 0. The
corresponding results are presented in Table 4.
Maternal education appears to be the most significant
determinant of using ANC. Furthermore, the parity,
the husband’s education, exposure to mass media,

hearing about pregnancy complications, permission
to go to hospital or health center, geographical region
of residence, wealth index and even the source of
drinking water also significantly influence the likelihood
of antenatal care utilisation. These are true only for
rural women. For urban women, only the mother’s
education, wealth index, and hearing about pregnancy
complications show significant effect on using ANC.

Table 4 shows that, in the urban areas, mothers with
primary, secondary and higher education were 1.816,
2.943 and 51.448 times respectively more likely to
attend ANC from medically trained providers than
illiterate mothers. About 88 percent of mothers who
cannot describe pregnancy complications were less
likely to have taken ANC from medically trained
providers than their counterparts in the reference
category. Urban middle class and rich mothers were
1.552 and 2.139 times respectively more likely to
receive ANC from medically trained providers
compared to their poor counterparts.

In another model, in the rural area mothers with
primary, secondary and higher education were 1.35,
1.775 and 6.111 times more likely to receive ANC
from medically trained providers compared to their
illiterate counterparts in the reference category.
Mothers who have 5 or more children were 39
percent less likely to receive ANC. Mothers who
drink tube-well water are 90 percent less likely to
take ANC from medically trained providers than
those mothers in the reference category. Mothers
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Table 4: Logistic regression results for receiving antenatal care (ANC)

Characteristics Urban Rural All
Coefficient Odds Coefficient ~ Odds Coefficient ~ Odds
of a Ratio of & Ratio of a Ratio
Mother’s education
[literate (Ref) - 1.000 - 1.000 - 1.000
Primary 0.596 1.816%* 0.300 1.350%* 0.340 1.406%**
Secondary 1.079 2.943*** 0.574 1.775%** 0.601 1.824%*
Higher 3.941 51.448%* 1.810 6.1171%** 2.039 7.680%***
Husband’s education
[literate (Ref) - 1.000 - 1.000 - 1.000
Primary 0403 1497 -0.193 0.824* -0.087 0917
Secondary 0423 1.527 0.174 1.190 0.230 1.258*
Higher 0.871 2.389 0213 1.238 0.381 1.464*
Children ever born
1-2 (Ref) - 1.000 - 1.000 - 1.000
34 0.126 1.134 -0.017 0.984 -0.011 0.989
5+ -0.447 0.640 -0.491 0.612%** -0.501 0.606%***
Ever used any contraception
No (Ref) - 1.000 - 1.000 - 1.000
Yes 0.590 1.805 0.144 1.155 0.206 1.228*
Source of drinking water
Piped water (Ref) - 1.000 - 1.000 - 1.000
Tube well water 0.041 1.042 -2.322 0.098** -0.541 S82%H*
Other -1.853 0.157 -1.886 0.152* -0.280 0.756
Mass media exposure
No (Ref) - 1.000 - 1.000 - 1.000
Yes 0217 1.243 0.276 1.318*** 0.305 1.356%**
Told about pregnancy complications
Yes (Ref) - 1.000 - 1.000 - 1.000
No -2.142 0.117%** -1.907 149%* -1.939 0.144%**
Permitted to go to hospital/health center
No (Ref) - 1.000 - 1.000 - 1.000
Alone 0.330 1.391 0.543 1.721%%* 0.523 1.687*%*
With someone 0.537 1.710 0.347 1.415%* 0.369 1.447%*
Wealth index
Poor (Ref) - 1.000 - 1.000 - 1.000
Middle 0.440 1.552 0.449 1.566%** 0434 1.543%%*
Rich 0.760 2.139%** 0.803 2.233%%* 0.853 2.348%H*
Region
Barisal (Ref) - 1.000 - 1.000 - 1.000
Chittagong 0.324 1.383 0.154 1.167 0.215 1.240
Dhaka 0.625 1.869 0442 1.556%* 0475 1.609**
Khulna 0.898 2454 0.341 1.406 0420 1.521*
Rajshahi 0.847 2334 0.697 2.008*** 0.709 2.033%**
Sylhet 0.255 1.291 0.397 1.488* 0415 1.514*
Constant -0.554 0.575 2.007 7.442% 0.150 1.162

Note: Ref = Reference Category and ***, ** and * indicate p<0.001 highly significant, p<0.01 significant and p<0.05 less
significant respectively.
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who access mass media were 1.318 times more likely
to attend ANC than those who had no access.
Mothers who can not describe pregnancy
complications were less likely to have taken ANC
from medically trained providers than their
counterparts in the reference category. Rural
women, who were permitted to go to hospital / health
center alone, were 1.721 times more likely to attend
ANC than those women in the reference category.
Middle class and rich mothers were 1.566 and 2.233
times more likely to attend ANC from medically
trained providers than their poor counterparts in the
reference category. The respective odds ratios
indicate that mothers of Rajshahi, Dhaka, and Sylhet
divisions were 2.008, 1.556, and 1.488 times
respectively more likely to attend ANC by medically
trained providers compared to those of Barisal
division.

Discussion

In this study we considered only those women who
had had a live birth in the five years preceding the
survey. There existed strong urban-rural differentials
in receiving antenatal care in favour of the urban
woman. Rural women were more vulnerable
because only half of them received ANC. Among
the antenatal care providers, doctors were the most
utilised in Bangladesh. The mean number of
antenatal visits by urban mothers is higher than that
of their rural counterparts. The observations above
could be related in that the cost of medical
consultation is usually high and could be a barrier to
rural poor women’s access to ANC. Most urban
and rural mothers begin attending ANC before the
sixth month of pregnancy. This suggests that the level
of awareness of the need to attend ANC is high, but
that there should be other barriers. However, the
quality of ANC offered leaves a lot to be desired.
For example, in the urban areas only 68.4 percent
of mothers have their blood pressure taken and only
60.3 percent have their weight taken. The
corresponding figures are worse for the rural mothers
at 45.5 percent and 39.7 percent respectively. It is
also possible that the quality of care offered is another
‘push’ factor for mothers not to attend the ANC.

It had already been demonstrated that older, poor,
and less educated women are less likely to seek
ANC (Thomas et al. 1997). This study therefore
also confirms those earlier findings. The observed
reduction in utilisation of ANC with age and parity
might be because of a perception of development of

“experience” in giving birth. However, health care
personnel should always take it upon themselves to
educate the mothers that each pregnancy is a unique
experience that comes with its own challenges.
Further investigation needs to be done on other socio-
economic variables that can explain the differences
in ANC attendance which is highest in Khulna and
lowest in Barisal divisions. In each division urban
women attend ANC more than their rural
counterparts. This may be related to the availability
of health personnel which is more in urban areas
than rural areas. The study also shows that as the
wealth index goes up, ANC attendance also
increases among both urban and rural women. The
general perception is that the wealthy are able to
use ANC more than the poor (Hadi and Gani, 2005).
This latter observation suggests that financial
barriers are significant in influencing the utilisation
of ANC.

A study by Ahmed and colleagues (2003) found that
educated mothers were much more aware about
ANC than less educated and illiterate ones. We also
observe from this study that the utilisation of ANC
increases steadily with an increase in education level
of the mothers both in the urban and rural area of
Bangladesh. This goes further to affirm what is
known that education increases the awareness on
causes and consequences of ill-health, and thus
increases the demand and utilisation of health
services. Women whose husbands are non-manual
workers are more likely to receive ANC from
medically trained providers as compared to those
women whose husbands are manual workers in both
the urban and rural areas. Non-Muslim mothers
receive more ANC from medically trained providers
than their Muslim counterparts among both urban
and rural mothers. Socio-religious prejudice seems
to be a significant barrier to pregnant women about
receiving treatment from male doctors.

Conclusion

The overall scenario of ANC utilization in Bangladesh
is not satisfactory. In addition, there exist strong
differentials in utilisation such as education status,
urban/rural residence, and socio-economic status.
However, most of the ANC utilisation seems to be
heavily skewed to the rural areas. The study
therefore concludes that the Bangladeshi
Government needs to act deliberately to address the
variables responsible for the observed rural-urban
maternal health care differentials. There are a
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number of measures that can be taken to this effect,
including increasing the number of visits by FWV/
FWA to rural women during pregnancy, establishment
of Union Health & Family Welfare Centers,
appointment of doctors in these centers, training and
recruitment of female doctors, provision of sufficient
education for both urban and rural women and men,
which will increase their knowledge about
reproductive health, among other benefits.
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