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Introduction 

Reducing maternal mortality remains an important challenge to global public health 

systems, particularly in developing countries [1, 2]. According to recent estimates, annual 

decline in maternal mortality has been observed about 2% against the target of 5.5% set 

in the Millennium Development Goals-5. The number of maternal deaths, accounted by 

complications during pregnancy and childbirth, has reduced substantially from 409,053 

deaths in 1990 to 273,645 deaths in 2011 [3]. Despite this overall decline, developing 

countries still account for about 99% of all maternal deaths in the world with major 

contribution (95%) from Sub-Saharan Africa and South Asia [4].  

Every woman has a basic human right to survive pregnancy and childbirth. India, 

being a signatory to many regional and international agreements including the Alma-Ata 

Declaration, bears a legal obligation to make sure that women do not die or suffer 

complications from preventable pregnancy-related causes. However, the shocking scale 

of maternal mortality occurrence reveals the government’s failure to protect women’s 

reproductive rights, and comply with international law. Although, according to 

government’s Sample Registration System, the Maternal Mortality Ratio (MMR) in 

continues to be above 200, UN agencies put the number much higher, approximately 450 

deaths per 100,000 live births [5]. Most of these maternal deaths are preventable if 

women have proper access to essential healthcare before, during, and after childbirth [6, 

7]. 

Maternal health care among certain vulnerable groups remains a challenge to 

health systems around the world. Adolescent mothers in developing countries are one of 

them [8, 9]. Many developing societies even today are characterised by early marriages 

and teenage pregnancy [10, 11, 12, 13, 14, 15]. In India, due to early marriage, adolescent 

women become sexually active at an early age and face tremendous social and familial 

pressure for child bearing soon after marriage which brings unfamiliar problems related 

to reproductive health [16]. Teenage pregnancies have been found to be associated with 

premature deliveries, low birth weight, high neonatal and post neonatal mortality, 

delivery and postnatal complications in mothers and maternal deaths, obesity, anemia, 

STIs, mental illness, unsafe abortion complications and obstetric fistula. [17, 18, 19]. 

Maternal death is a leading cause of deaths among adolescent girls in developing 

countries. Similarly, the maternal mortality in India too is very high and has been a cause 

of concern for the government. Although a substantial improvement has been witnessed 

in maternal mortality in India in last two decades as a result of several government 

programs, the proportion of adolescent maternal deaths (9%) to total maternal mortality 

is still unacceptably high [20].  

Many previous have identified a range of social, economic and geographic factors 

that contribute to low use of skilled maternity care before, during and after childbirth. 

Thaddeus & Maine (1994) provided a framework to study pregnancy-related maternal 

mortality. They grouped different factors into under three types of ‘delays’ namely delays 

in seeking proper medical help, reaching a health facility in time and receiving adequate 

maternal care. Many studies in India have identified different factors affecting maternal 



care which include quality of care, distance of health facility, lack of transportation 

facility, women’s low social status, caste, religion, educational level, lack of autonomy 

and decision-making power, cultural norms that encourage birth at home or discourage 

institutional delivery care [21, 22, 23, 24, 25, 26]. Literature also emphasizes that 

whatever progress in terms of utilization of maternal health care services has been made 

so far is skewed in favour of few forward social and economic groups [27, 28].  

Although a majority of India’s population lives in villages, the proportion of urban 

population has been increasing rapidly in recent decades. For instance, about 31% of the 

Indian population was living in urban areas in 2011 [29], which is almost five times 

higher than in 1951. Though the proportion of urban population appears to be small, the 

country has second largest urban population in the world with 377 million people living 

in urban areas. The rapid explosive growth in urban population of the country is largely 

due to poverty led massive rural to urban migration and natural increase [30]. Majority 

of these migrants are contributed by young and female population [31]. Moreover, like 

other developing countries, in India too, the growth of the young population is likely to  

be concentrated in urban areas [32]. Young adults are the most fertile section of the 

population so that urban growth has now become self-perpetuating. Another feature of 

the rapid urbanization of India is increasing urban poverty. For instance, according to 

the “Urban Poverty in India report”, 2009, 26% of India’s urban population lives below 

the poverty line [33].  

The growing urban poor reside in difficult physical and social environment which 

has adverse health impact. Among the urban poor, children and adolescent women are at 

greater risk of dismal health. The adolescent girls of poor urban community, face the 

problem of early marriage, unwanted pregnancy, illegal and unsafe abortion, that 

compound the difficulties of adolescent physical and psycho-social development [34]. 

Early marriage has been and continues to be the norm, particularly for girls [35]. The 

risks of early pregnancy are exacerbated by poverty and inadequate access to maternal 

and child health services. Additionally, family support networks are generally weaker in 

cities than in villages, leaving adolescent women, without the support in providing 

childcare or obtaining adequate antenatal and obstetric care [36]. Social heterogeneity 

and stratification according to ethnicity, occupation, neighbourhood of residence and 

place of origin, and other features are typically more common in cities than in more 

homogeneous villages, and may lead, at best, to selective provision of service to clients by 

practitioners, and at worst to poor or inadequate service as a result of discrimination. 

The Government of India has announced several policies and programs over past 

decades - such as Child Survival and Safe-motherhood Program (CSSM, 1992), 

Reproductive and Child Health Program (Phase I – 1997–2004, Phase II – 2005–2010), 

the National Population Policy (2000), the National Health Policy (2002), and recently 

launched National Urban Health Mission, to reduce the burden of maternal mortality 

and improve maternal health. However, it is sad that urban adolescent mothers were 

never on their priority list. It must also be noted that although a few studies in India have 

focused on maternal care among adolescent women, none of them have focused on urban 

adolescent mothers [37, 38]. For better health of adolescent mothers and their new born 

in urban areas, it is necessary to examine the healthcare needs of these women and 

identify the factors affecting it. Identifying the determinants that affect healthcare use of 

urban adolescent mother is important in order to design appropriate, context-relevant 

program and policy responses. The present study, therefore, using the most recent 



available data from the third wave of District Level Household Survey (2007-08), 

examines the factors associated with the utilization of maternal healthcare services 

among married adolescent women (aged 15-19 years) in urban India. 

 

Data and Methodology  

We use data from the third round of the District Level Household Survey (DLHS) 

conducted during 2007-08. The DLHS is a nationally representative and one of largest 

ever demographic surveys conducted in India. It covers all the states and union 

territories of India except Nagaland. The basic aim of DLHS-3 was to provide reliable 

estimated of maternal and child health, family planning and other reproductive health 

indicators at district level. A multi-stage stratified systematic sampling design was 

employed for this survey. More information about sampling employed in this survey can 

be found in the DLHS-3 National Report at http://www.rchiips.org [39]. In DLHS-3, out 

of all ever-married women who had experienced a birth three years preceding the survey, 

40,135 lived in urban areas. Out of that, 3,506 were aged 15-19 at the time of the survey. 

We used information on these 3,506 women in our study.   

 

Outcome Measurements 

We use three outcome measures in this study namely, full antenatal care, safe delivery 

and postnatal care as the indicators of maternal healthcare utilization. These three 

selected indicators of maternal healthcare utilization and their components are based on 

the guidelines of the Government of India and the World Health Organization [40, 41]. A 

mother is considered to have received full antenatal care only when she had a minimum 

of three antenatal care visits, at least two tetanus toxoid injections during the pregnancy, 

and received iron and folic acid tablets for 90 days or more [41, 42]. A delivery conducted 

either in a medical institution or home deliveries assisted by doctor/nurse/Lady Health 

Visitor (LHV)/Auxiliary Nurse Midwife (ANM)/other health professionals is considered a 

safe delivery in this study. We consider a postnatal check-up within 42 days after child 

birth as an indicator for postnatal care [43]. 

 

Defining Predictor Variables 

The key socio-economic and demographic variables taken as predictor variables   in   the   

study   were   guided   by   existing   literature,   particularly   for   India. Socioeconomic 

and demographic predictors such as woman’s education, husband's education, religion, 

caste/tribe, women’s exposure to mass media, economic status, mother’s employment, 

birth order, and region of residence were included as predictor variables in the study.  

The educational level of the women and their husbands was defined using years of 

schooling and grouped into illiterate, literate but below primary, primary but below 

middle school, middle but below high school, and high school and above. The religion of 

the mother has three categories as Hindu, Muslim, and others (Sikh, Christians, 

Buddhist and others). The type of work in which mother was engaged during last one 

year from the date of interview was considered to be her employment. The variable was 

divided in three categories - unemployed, professional / service / production worker, 

agricultural worker / farmer / labourers. Unemployed mothers are those who stay at 

http://www.rchiips.org/


home and work as homemaker (do not work outside home) which is generally not 

considered an employment. The birth order of children of adolescent women was group 

into two – first birth order children and children of birth order second and above.    

The identity of the social group was based on the self-reporting by mothers as 

Others, Scheduled Castes (SCs), Scheduled Tribes (STs) and Other Backward Classes 

(OBCs). These are the official categories used by the Government of India. The social 

system in India is characterised by numerous castes irrespective of religion. The castes 

deemed elite by the Indian society in the past are now officially classified as “General” or 

“Others”. Apart from them, other socio-economically deprived communities have been 

categorized as ‘lower castes’. These communities (lower castes) are further divided based 

on their status in the society – Other Backward Classes and Scheduled Castes. Scheduled 

Castes comprise those groups, which were thought to be ‘untouchables’. The category of 

Other Backward Classes comprises castes other than elites and untouchables. Scheduled 

Tribes are those groups or tribes, which did not practice caste system and lived in hilly, 

forested and remote areas secluded from mainstream society of India. STs and SCs make 

up around 7% and 16% of total population of India. The estimates of OBC population 

vary according to the source. The Government of India follows the report submitted in 

1980 by the Second Backward Classes Commission, which puts the figure as high as 52% 

of total population. Rest of the people of India, who are officially categorised as ‘General’ 

(we call it as ‘Others’), make up around 25% of total population of India. Several policies 

and programs have been introduced to facilitate the use of services and resources across 

all social groups at equal measure and people belonging to these groups are now offered 

equal access to education, employment, subsidized food, healthcare, legal aid, financial 

loans and so on. 

Wealth Index is generally used as a proxy for the economic status of the household 

[44, 45]. It is a composite index of household amenities and assets which has five 

categories - poorest, poorer, middle, richer, and richest. The index is calculated from the 

standard set of assets owned by the household which includes possession of consumer 

items and dwelling characteristics. Individuals were ranked on the basis of their 

household scores and divided into different quintiles, each representing 20% of the 

score, between 1 (poorest) and 5 (wealthiest). The variable of exposure to maternity care 

related messages was constructed separately for antenatal care and safe delivery care. It 

has four categories – not heard/seen/read any messages; heard / seen / read from mass 

media (TV / Radio / Newspaper / Books / Magazine / Hoardings / Pamphlets / Posters); 

received message through interpersonal communication (Drama / Song / Dance 

Performance / Street Play / Puppet Show / Exhibition / Mela / Group Meeting / Doctor / 

ANM / ASHA / Friends / Relatives); and both (mass media and interpersonal 

communication). There was no question asked in the survey about the exposure to the 

message of postnatal care.  

To adjust for the regional variation in the utilization of maternal healthcare, we 

include the region of residence as an explanatory variable in the analysis. For this 

purpose, we divide India into six regions based on geographical location and cultural 

settings. The six regions consist of North (Jammu and Kashmir, Himachal Pradesh, 

Punjab, Haryana, Rajasthan, Delhi and Uttaranchal), Central (Uttar Pradesh, Madhya 

Pradesh and Chhattisgarh), East (Bihar, Jharkhand, West Bengal and Orissa), North-

East (Arunachal Pradesh, Assam, Manipur, Meghalaya, Mizoram, Nagaland, Sikkim and 



Tripura), West (Gujarat, Maharashtra and Goa), and South (Andhra Pradesh, Karnataka, 

Kerala and Tamil Nadu). 

 

Analytical Approach 

We use both bivariate and multivariate analysis to identify the factors associated with 

maternal healthcare utilization among adolescent women in urban India. Chi-square test 

was used to determine the difference in proportions. Simple binary logistic regression 

models were applied to understand the net effect of predictor variables on selected 

outcomes (in our case full antenatal care, safe delivery and postnatal care). Logistic 

regression function is applied when the response variable is dichotomous (i.e.,  binary or 

0–1). The binary response (y, whether received full antenatal care; whether used safe 

delivery care; whether received postnatal care) for each individual is associated to a set of 

categorical predictors x. The model can be expressed as follows:  
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Where, 

i= the probability of a woman who has received full antenatal care or used safe delivery 

care or received postnatal care.  

0 = the log odds of full antenatal care or safe delivery care or postnatal care for the 

reference group,  

= the differential log odds of full antenatal or safe delivery or postnatal care are 

associated with the predictor x, as compared to the reference group.  
= presents the error term in the model. 

 

Only those variables, which were found to be significant in chi-square test, were 

included in the binary logistic regression models. The results of logistic regression are 

presented by estimated odds-ratio with 95% Confidence Interval (CI). The whole analysis 

was performed using Stata 12 SE [46]. 

Results 

 

Profile of the respondents 

Table 1 represents the weighted percentage distribution of the adolescents, who had 

delivered the last child during the three years preceding the survey by select background 

characteristics. Majority of the adolescent women (81%) had given birth after 17 years of 

age. About 28% of adolescent women were illiterate and majority of them belonged to the 

Hindu religion. Among social groups, most of the adolescent mothers (46.7%) were from 

Other Backward Castes (OBCs). About 83% mothers were unemployed and 18% women 

had an illiterate husband. About 7% had no exposure to antenatal care messages while 

about 16% had no exposure to safe delivery care messages. About 5% and 9% adolescent 

women in the study were from the poorest and poorer wealth quintiles, respectively.  

 



Differentials in the Utilization of Maternal Healthcare Services 

To identify the factors associated with the utilization of maternal healthcare services, 

namely, full antenatal care, safe delivery and postnatal care, we examined the bivariate 

differential of the selected socioeconomic and demographic characteristics.  Table 2 

illustrates the weighted percentage of women who utilized maternal healthcare services 

by selected background characteristics. Overall, 23% of the rural adolescent women 

received full antenatal care, 70% utilized safe delivery care and 65% had postnatal care 

check-ups.  

The rate of full antenatal care (13%) was very low among illiterate women. 

Similarly, safe delivery care use was 49% among women with no formal education while 

the same was found to be high at 88% for those with high school education and 

above. Only 47% of illiterate women had a postnatal check-up within 42 days after the 

delivery compared to 79% among women with high school and above education. 

Utilization of all three services was observed to be higher among those women whose 

husbands had high school education and above. About one in three and four in five 

women whose husbands had high school education and above, had utilized full antenatal 

care services and had safe deliveries respectively. Utilization of postnatal care was 74% 

among women whose husbands had high school education and above, and it was found to 

be low for those, whose husbands were illiterate (51%).  

Nearly four out of five adolescent women from other religions utilized safe delivery 

care. Only two-third of Muslim adolescent women utilized safe delivery care compared to 

71% among their Hindu counterparts. Similarly, postnatal care was utilized more by 

women from other religious groups (69%), followed by Muslim (67%) and Hindu (64%) 

women. The utilization of full antenatal care (19%), safe delivery (68%) was lowest 

among women from Scheduled Tribes (ST) while postnatal care utilization was found 

lowest among SCs (60%). It should be noticed here that caste differentials in urban areas 

are not quite large.  

The utilization of all three maternal healthcare services was observed to increase 

with the increase in wealth quintile. For instance, only 5% of urban adolescent mothers 

belonging to the poorest wealth quintile received full antenatal care, while this 

proportion was found to be 30% among adolescents from the richest wealth quintile. A 

similar pattern was observed where 42% and 37% of the women belonging to the poorest 

wealth quintile utilized safe delivery and postnatal care respectively, compared to 82% 

and 77% from the richest wealth quintile. 

Only about 18% and 59% of urban adolescent mothers working as agricultural 

labourer/workers received full antenatal and safe delivery care, respectively compared to 

27% and 72% of mothers working as professional/service/production workers. About 

27% of women who were exposed to mass media received full antenatal care; however the 

corresponding figure was observed to be just 8% among women who had no mass media 

exposure. Similarly, safe delivery and postnatal care were 74% and 68% respectively 

among urban adolescent ever married women who had any exposure of mass media. 

Fewer adolescent women with children of birth order two or above were able to receive 

full antenatal care (17%) and safe delivery (58%) compared to women with just one child.    

Adolescent women from the South region were found to be utilizing maternal 

healthcare services more than the women from other regions. While the highest 

utilization of full antenatal care (50%) was observed in the Southern region, only 10% 



women from Central region received full antenatal care. Similarly, the utilization of safe 

delivery (51%) and postnatal care (17%) was also found to be lowest in Central region.  

 

Determinants of Full Antenatal Care Utilization 

Binary logistic regression results for full antenatal care utilization have been presented in 

Table 3. Women's education, husband's education, religion caste, economic status, birth 

order, mass media exposure and region of residence were found to be significant 

determinants of the utilization of antenatal care services among urban adolescent 

women.  

Women with middle and higher education were two (OR = 1.935, CI = 1.402-2.670) 

to two and half times (OR = 2.346 CI = 1.680-3.276) more likely to receive full antenatal 

care than illiterate women. Similar was the case with women who had primary level 

education (OR = 1.535, CI = 1.127-2.090). Adolescent women whose husbands had 

education up to high school or above, were more likely to utilized full antenatal care 

compared to women whose husbands had no formal education (OR = 1.373, CI = 0.969-

1.945).  

The wealth quintile showed a significant positive effect on the utilization of full 

antenatal care among urban adolescent women. Women from the richer and richest 

wealth quintiles were nearly four times (OR = 3.646, CI = 1.621-8.201; OR =3.850, CI 

=1.688-8.782) more likely to receive full antenatal care compared to women from the 

poorest wealth quintile. Women with children of two or more birth orders were less likely 

to utilize full antenatal care than women who had experienced childbirth for the first 

time (OR = 0.710, CI = 0.554 0.910).  

Another significant finding is the regional variation in the utilization of antenatal 

care. Adolescent urban women from West and South region were more likely to receive 

full antenatal care utilization compared to the women from North region. The highest 

odds of full antenatal care utilization among adolescent women were evident in the South 

Region (OR =4.757, CI =3.372-6.711) followed by the West region (OR = 1.953, CI = 

1.365-2.795) with reference to North region. The women from Central region were 35% 

less likely to receive full antenatal care compared to women from North region.  

Adolescent urban women who had heard antenatal care messages or had 

interpersonal communication with a health worker or lucky enough to have an exposure 

to both were about two times more likely to receive full antenatal compared to those who 

had no exposure to mass media. Adolescent Muslim women in urban India were 27% less 

likely (CI =0.574-0.931) to receive full antenatal care compared to their Hindu 

counterparts. On the other hand, the odds of receiving full antenatal care were higher 

among SCs (OR =1.008-2.356) compared to STs.   

 

Determinants of Safe Delivery Care Utilization 

Results of the logistic regression analysis for safe delivery care are presented in Table 4. 

Findings show that wealth index, religion, woman's education, husband’s education; full 

antenatal care, birth order and region of residence are statistically significant 

determinants of safe delivery care utilization.  



Economic status was also found to be an important significant determinant in the 

utilization of safe delivery care. Adolescent women from the richer and richest wealth 

quintiles were 2.1 (CI = 1.419-3.220) and 2.9 times (CI = 1.895-4.583) more likely to use 

safe delivery care respectively compared to those from the poorest wealth quintiles.  The 

likelihood of safe delivery care utilization increases with the level of women's education. 

Compared to illiterate urban adolescent women, women with high school and above 

education were more likely to utilize safe delivery care (OR = 2.249, CI = 1.623-3.117). 

Similarly, the odds of safe delivery care utilization also increase with the level of 

husband’s education.  

The likelihood of using safe delivery care was observed to be low among adolescent 

women belonging to the Muslim religion (OR = 0.755, CI = 0.600-0.952) compared to 

adolescent women belonging to the Hindu religion. The probability of safe delivery care 

was found to be less among women with children of birth order two and above compared 

to women with only one child (OR = 0.509, CI = 0.414-0.626). Those adolescent women 

who had full antenatal care during their pregnancy were almost three times more likely 

to go for safe delivery (CI = 2.174-3.930). The regional variation reveals that compared to 

the North region, the odds of utilizing safe delivery care were highest in the South region 

(OR = 5.398, CI = 3.692-7.892), followed by the West (OR = 3.759, CI = 2.586 -5.464), 

the East (OR = 3.814, CI = 2.579-5.640) and the North-East region (OR = 2.416, CI = 

1.550-3.765). 

 

Determinants of Postnatal Care Utilization 

Table 5 demonstrates the results of the logistic regression analysis on the use of postnatal 

care by rural adolescent women in India. The findings reveal wealth index, women's 

education, full antenatal care, safe delivery care and region as significant factors af fecting 

postnatal care utilization. The likelihood of utilizing postnatal care was found to be 

nearly two times higher (OR = 2.148, CI = 1.324-3.486) among women from the richest 

wealth quintile than among those from the poorest wealth quintile. The odds of receiving 

postnatal care by adolescent women with primary (OR = 1.341, CI = 1.029-1.747) and 

middle education (OR = 1.390, CI = 1.035-1.867) were more compared to illiterate 

adolescent women. Quite surprisingly, we find that adolescent Muslim women were one 

and a half times more likely to receive postnatal care than their Hindu counterparts in 

urban India (OR = 1.545, CI = 1.197-1.996).  

The likelihood of use of postnatal care was found to be more among those women 

had received full antenatal care and safe delivery care. Those who had received full 

antenatal care were twice more likely to use postnatal care compared to those with no full 

antenatal care (CI = 1.452-2.488). Similarly, the odd of receiving postnatal care increase 

by almost ten times among women with safe delivery compared to women with no safe 

delivery care (CI = 8.191-12.371).  

Region of residence again appeared as a strong factor affecting the utilization of 

postnatal care. Urban adolescent mothers from the northeast region were found to be 

less likely to use postnatal care compared to their counterparts from the North region 

(OR = 0.553, CI = 0.353-0.865). On the other hand, women from the South (OR = 

2.0201, CI = 1.367-2.988) and the West (OR = 2.432, CI = 1.609-3.676) showed that they 

were almost twice more likely to use postnatal care compared to their counterparts living 

in urban areas of the North region. 



Discussion 

Maternal health care utilization has been on the top of the agenda of the Government of 

India since 1996 when the integration of the Safe Motherhood and Child Health Program 

into the Reproductive and Child Health Program (RCH) took place. Since the focus in the 

past has mostly been on rural areas, vulnerable groups such as urban adolescent women 

rarely get into the limelight of policy discussions. Considering the fact that there is no 

study available on  the issue of factor affecting maternal health care utilization among 

urban adolescent women in India, the present study, using information on 3,315 women 

from the latest round of DLHS conducted in 2007-08, attempts to explore the factors 

affecting the use of maternity care services, namely, full antenatal care, safe delivery and 

postnatal care among married adolescents in urban India with an intention to improving 

the information available to policy-makers responsible for planning and administering 

health care programs. 

The findings of this study reveal unacceptable low level of full antenatal care 

utilization and moderate level of safe delivery and postnatal care among adolescent ever 

married women in urban India. This study has also identified several other determinants 

that have a significant influence on the utilization of maternal healthcare services such as 

women's education, husband’s education, mother’s employment type, social group, 

religion, economic status, region of residence and use of maternity services itself.  

The disparity in the use of maternal healthcare utilization across economic groups 

is an area of concern for many [28, 47]. Many studies have already documented the fact 

that the household wealth has a positive effect on the use of maternal healthcare [27,  48, 

49, 50]. Our study confirms the same in the context of urban adolescent mothers in 

India. Women from richer households were more likely to use maternal care. It is argued 

that household wealth may facilitate the use of maternal care in many ways. Women from 

rich households are generally more educated and have more autonomy compared to the 

women from poor households. Moreover, wealthier women also have enough resources to 

meet the expenses on healthcare whereas women from poor households, often less 

educated and unemployed, have innumerable difficulties to manage enough money to 

pay for healthcare expenses because most of their earnings go into daily living expense 

like food and other necessary items leaving behind little or no amount to spend on 

healthcare [51]. 

Although, social group was not a significant predictor for safe delivery and 

postnatal care utilization, it emerged as a significant factor affecting the utilization of full 

antenatal care among urban adolescent women in India. Despite several affirmative 

actions by central and state governments, the caste/tribe of an individual still turns out 

to be a significant predictor of health care utilization in urban India [52]. SC women were 

more likely to receive full antenatal care compared to women from STs. They are the 

most backward indigenous group of India in terms of socio-economic progress [53]. It is 

the result of their long geographical and socio-economic isolation from mainstream 

Indian society. A great majority of them are migrants engaged in casual labour getting 

lowest wages among all social groups [54]. Moreover, a large proportion of urban STs live 

in slums which are often illegal lacking basic public utilities such as drinking water, 

sanitation, education and health care facilities [55].  

Most of the studies on maternal healthcare have documented that the use of 

healthcare services is lower in among Muslim women than among Hindu women [56, 57]. 



In our study as well we found that Muslim adolescent women were less likely to use full 

antenatal care and safe delivery care compared to their Hindu counterparts. The 

Government of India’s panel in 2005, also known as Rajinder Sachar Committee, to 

conduct a systematic study of the social, economic and educational status of the Muslim 

community, concludes that Muslims ‘exhibit deficits and deprivation in practically all 

dimensions of development’ and ‘the deficits are particularly salient in the areas of 

female schooling and economic status’ [58, 59, 60]. Apart from that there has been a 

considerable discussion on how religious and social customs prevalent among Muslims 

such as ‘burkha/niqab’, physical separation of males and females, and the obligation for 

women to cover and hide their bodies may be affecting the adolescent women’s health 

care behaviours adversely [57]. Muslim women generally wield less autonomy to interact 

with males outside their immediate family members. Presence of a male doctor which is 

often a case in many government hospitals, Muslim women prefer not to go to him for 

antenatal check-up and delivery assistance [55]. Therefore, it is not surprising to witness 

Muslim women being less likely to go for full antenatal care and safe delivery.  

However, it is surprising to see that adolescent Muslim women in urban areas were 

more likely to use the postnatal care than their Hindu counterparts. This finding is in 

contrast with most of the previous studies. However, a recent multilevel study in Madhya 

Pradesh (a state of India), conducted using same dataset that we have used in this study, 

confirms the results of our study. They have not given any explanation for this anomaly 

[61]. However, the anomaly in our case can be explained by the fact that Muslim women 

urban areas suffer from postpartum complications more than their Hindu counterparts. 

A simple cross tabulation from DLHS-3 datasets suggests that the proportion of urban 

Muslim women who experienced high fever (20% vs. 29%), pain in lower abdomen (20% 

vs. 27%), foul vaginal smell (6.5% vs. 8.0%), excessive bleeding (8.0% vs. 10.4%), 

convulsions (4% vs. 5%) and severe headache (16.7% vs. 24.0%) is always higher than 

urban Hindu women. Hence, the prevalence of higher postpartum morbidity can be one 

of the reasons for greater use of health care in postnatal period by Muslim women. 

However, the relationship of religion and maternal healthcare utilization needs to be 

further investigated.   

Similar to many other studies, the likelihood of using maternal care significantly 

declined if an adolescent mother had two or more children compared to those with only 

one child [62, 63, 64]. First birth is often considered more difficult by any woman than 

second and third births because she experiences the difficulties of childbirth for the first 

time. First time pregnant women and their family members are often more conscious 

about their health and healthcare needs. Therefore, such women are more motivated to 

go for maternity care. Apart from that, first time pregnant woman in Indian settings is 

often sent to her parents’ place during pregnancy and childbirth. Her parents decide the 

kind of care she needs. Parents generally provide her the best possible care during 

pregnancy and childbirth. Hence, it is not surprising that first time mothers were better-

off in term of maternity care utilization [55, 62]. On the other hand, it is argued that 

women with two or more children in India often rely on their previous knowledge and 

experiences related to maternity. It is possible that they gain confidence from their 

experiences of previous pregnancies and births and develop a belief that modern 

healthcare is not a must for them [48]. Such mothers must be identified and provided 

appropriate counselling by community health workers. Apart from that, it must also be 



noted that women with high parity face difficulties in attending a health facility when 

caring for small children [62].  

The findings of this study suggest that the use of antenatal care have a remarkable 

effect on the use of safe delivery care and the use of both antenatal care and safe delivery 

have substantial influence on the use of postnatal care. Previous studies conducted in 

different setting have recorded similar findings. No statistically significant differences 

were found in the use of maternal health care according to type of employment mothers 

were engaged in.  

We find a significant influence of higher education levels of adolescent women on 

the use of maternal health services by them, even after controlling for other selected 

covariates. These results are consistent with other studies in India and other countries 

[55, 56, 61, 62, 63, 64, 65, 66]. The education of the mother is argued to be an effective 

means of achieving greater autonomy in the family, getting an employment, thereby 

achieving economic independence [64, 67]. It is also argued that education of the mother 

gives her exposure to the outer world from where she gathers knowledge not only about 

pregnancy and childbirth but also about the postnatal care of both, the new-born and the 

mother. Moreover, education makes mothers confident; brings a feeling of self-worth and 

self-confidence; enhances communication with their husbands and other family members 

on different issues including her own health [68]. In Indian society, where mother-in-

laws dominate the household decision-making regarding issues of women of the 

household, an educated woman may have an upper hand in household decision-making, 

especially when it is about her own health and health care [55].  

Husband’s level of education emerges out to be a significant predictor of full 

antenatal care and delivery care in our study similar to many previous studies. In India, 

husband’s education may contribute to women’s healthcare utilization at least in two 

different ways. First, his education could lead to a better economic status, which, in turn, 

gives him enough resources to spend on her wife’s healthcare needs. Second, his 

education level decides the level of his understanding about healthcare needs of her wife. 

Even in urban India today, many restrictions are placed on a woman's freedom of 

movement. In such situations, it is the attitude of the husband towards her wife’s health 

needs which decides the utilization of the health services. Mobilizing and involving 

husbands can positively contribute in improving maternal health [69, 70, 71].  

Urban adolescent women who had seen/heard/read the messages related to 

maternity care through mass media or interpersonal communication were found to be 

more likely to utilize maternity services compared to those who had not seen/heard/read 

the messages at all. It is argued that exposure to mass media results into greater 

awareness and dissemination of knowledge about existing program and policies related 

to health care which may in turn bring about behavioural changes among people [72, 73, 

74]. Although electronic and print media have always been preferred to promote 

reproductive and health care services and behaviours, interpersonal communication 

especially between mothers and health workers can bring about significant behavioural 

changes in short time. It has been seen that grass-root level workers such as ASHAs could 

be successful in bringing about significant changes in thinking and behaviour of the 

people [75]. Since there was no information available in the data about messages related 

to postnatal care, we could not include it in the analysis. 



Regional disparities in health and health care utilization are often discussed in 

academic and policy documents. Our results, confirming the same, also clearly illustrate 

regional differentials in maternal health care utilization. It was found that urban 

adolescent mothers from ‘South’ and ‘West’ regions were more likely go for maternal 

health care utilization. Higher levels of socioeconomic development and better 

functioning of the government healthcare system could be some of the factors behind the 

better performance of the states belonging to South and West regions. The states covered 

under North and Central regions included Madhya Pradesh, Rajasthan, Bihar and Uttar 

Pradesh (including Uttarakhand, Jharkhand and Chhattisgarh). The socioeconomic and 

demographic indicators of these states are very poor compared to the states covered in 

West and South regions [76, 77]. Not only about 50% of poor urban population lives in 

these two regions [78], the government health care systems in urban and semi-urban 

areas of these states are in a very bad condition; for example, according to DLHS-3, the 

proportion of Community Health Centres (CHCs) in Uttar Pradesh (the largest state of 

India in terms of population) which have a Gynaecologist, Paediatrician, Anaesthetist, 

Health Manager and First Referral Unit (FRUs) having blood storage facility was 50.0%, 

20.8%, 16.0%, 2.7%, and 1.3% respectively. Similarly, Government-run District Hospitals 

(DHs) also suffer from severe shortage of drugs and human resources [79].  

 

Conclusion  

The present study has examined the utilization of maternal healthcare services among 

adolescent women in urban India using data from DLHS-3 conducted in 2007-08. The 

coverage of maternal health care, particularly full antenatal care is inadequate and far 

from satisfactory which affects maternal and child health adversely in urban adolescent 

women. Urban adolescent women as a group have drawn very little attention in policies 

and programs related to maternal health despite the fact they are among the most 

vulnerable groups of women in reproductive ages.  

Although efforts of the government (such as Janani Suraksha Yojana) and non-

governmental organization have raised the level of safe deliveries and postnatal care, low 

level of full antenatal care is a cause of concern [80]. Our study shows that availing full 

antenatal care increases the likelihood of safe delivery and postnatal care. Hence, it 

becomes all the more important to increase the level of full antenatal care. About 50 

million adolescent in India suffer from anaemia. It is hoped that recently launched 

nationwide Weekly Iron and Folic Acid Supplementation (WIFS) programme of 

Government of India would be able to combat the intergenerational cycle of anaemia in 

urban adolescent women [81]. Since we find that mass media messages and interpersonal 

communication have a significant impact on the level of care utilization, government 

must focus on promotion of maternal care services through mass media and 

interpersonal communication utilizing grass-root level community health workers such 

ASHAs.  

The education of woman and her partner has significant impact on the likelihood of 

using maternal health care. This is suggestive of the importance of education in 

enhancing the levels of maternal care utilization. We find that proving woman just 5 to 8 

years of schooling can improve the likelihood of utilizing maternal care services by 30% 

to 95%. In a low resource setting such as India, girls also have to ‘sacrifice’ their 

educational opportunities for the ‘boys’ in their families mainly due to higher costs of 



education [82]. Although urban India has registered a significant improvement in the 

girls’ enrolment at primary and secondary levels, high drop-out rates still pose a great 

threat to the efforts [83]. Educational reforms need to focus on these factors which can 

improve the level of education not only among current generation but also future 

generations of adolescent women. Some of them could be providing financial incentives, 

promoting distance education and improving educational infrastructure at school and 

university levels. Similarly, the education among male partners should also be 

encouraged as it is the males who generally have an upper hand in decision-making at 

household level. Their education may lead to their greater involvement in maternal care 

[71].  

Low age at marriage is not only a barrier in adolescent woman’s education but also 

in her husband’s. Hence, government should actively work towards increasing the age at 

marriage and providing more educational opportunities to young girls. The government 

should ensure proper implementation of the Prohibition of Child Marriage Act, 2006 to 

stop child marriages in the country [84]. Mothers with high parity show lower likelihood 

of utilising health care. Low contraceptive use and low age at marriage is the main 

reasons behind high parity. There is a need to spread awareness about benefits of 

contraceptive use and legal age at marriage not only through mass media but also 

through active involvement of the community as these issues are intricately related with 

people’s cultural and religious values and beliefs.    

The study reveals that socio-economic status, caste, religion and region also affect 

the use of maternity care among urban adolescents. These findings highlight the need to 

address the social determinants of health as highlighted by the WHO Commission on 

Social Determinants of Health and the Rio political declaration, 2011 to turn urban 

adolescent women’s disadvantage into advantage in terms of maternity care utilization 

[85, 86]. Poor women in urban settings are often uneducated, unemployed, excluded 

from social networks. For such groups, government should follow targeted interventions. 

In case of Muslim adolescent, where perceptions, religious beliefs and traditions shape 

their health care behaviour, the health system should work in close collaboration with 

religious leaders of the community. Apart from that, future programs and intervention 

must also consider reducing regional variation in maternal care utilization among urban 

adolescent. 

 

Limitations of the study 

The study could not include some of the variables which could influence the health care 

utilization behaviour of the women. These variables could be related to the quality of 

health care received, quality of services and infrastructure available at the government 

health facilities, practices and local practices and behaviours related to maternity etc.  
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