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Women are still dying from preventable causes related to pregnancy and 
childbirth around the world. Antenatal care (ANC) could playa pivotal role in 
solving totally or reducing maternal- child mortality and morbidity through 
improvement interventions.This study aimed to determine the utilization of 
ANC and to identify factors associated with the utilization of ANC in Turkey 
using data derived from the 2014 Turkey Women Health Survey.A 
population-based cross-sectional survey was conducted through systematic 
sampling with a random start in all regions from October to December 2013. 
An overall of 9290 house visits was executed within the study, interviews 
were held with 6364 families and but only 4624 women, who had pregnancy 
experienced before, were included in this study. Data were evaluated using 
the statistical package SPSS. For the categorical variable, we used the Chi-
square test. Logistic regression with adjusted odds ratio was carried out to 
evaluate the combined affecting the utilization of ANC.The mean age of 
women in the sample was 42.1±0.2 (min=15, max=65). 70.4% of the women 
benefited from ANC at least once for the last birth, around three-quarters of 
women had four or more ANC.  Ultrasonography, blood analysis tests, fetal 
heart monitoring urine analysis, tension monitoring, and tetanus toxoid 
injections were the more commonly received components of ANC. Lower 
levels of education, lower-income status, smaller age at first marriage and 
pregnancy, higher parity, a shorter interval between pregnancy, having 
separated family, and living in arural area, were predictors of attendance at 
visits ANC (p < 0.001). According to the results of the study, although it is 
known to have important effects on the mother and baby health, ANC 
benefiting level is not at the requested level in Turkey. Continued efforts at 
improving access to good quality ANC in Turkey are still required to reduce 
maternal morbidity and mortality and promote positive pregnancy 
outcomes. 
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INTRODUCTION 
 
Maternal mortality is one of the major causes of death 
among women of reproductive age globally, especially in 
developing countries.In 2013, 289.000 women died from 
causes related to pregnancy and childbirth. Although some 
maternal healthcare statistics are beginning to change, 
maternal mortality is still unacceptably high, especially at 
the neglected population in low-income countries. In 

developing countries in 2013 are 230 per 100.000 live 
births versus 16 per 100.000 live births in developed 
countries. About 295.000 women died during and following 
pregnancy and childbirth in 2017 (WHO, 2019).  

Recent guidelines from the NICE (2019), all the 
pregnancies need to be evaluated by appropriate 
intervention   measures   for     pregnant    women    through  
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routine ANC (NICE, 2019).Similarly, The Millennium 
Development Goals of the United Nations indicates that 
every effort should be made to eliminate preventable 
maternal deaths (priority target is 75% reduction by 2030) 
and high-risk pregnancy (Park, 2015). According to WHO 
has been estimated that 25% of maternal deaths are due to 
causes such as infections, high blood pressure during 
pregnancy (pre-eclampsia and eclampsia), and bleeding 
(mostly after childbirth), which are directly related to poor 
management of obstetric complications for pregnant 
women (Khan et al. 2006). The maternal mortality ratio is 
28.5 per 100.000 live births in our country. Bleeding 
(24.9%), toxemia of pregnancy (18.4%), and infection 
(4.6%) are the most important direct causes of maternal 
death,and the vast majority of these deaths could have been 
prevented(HUIPS, 2006). 

Good quality antenatal care (ANC) is an effective 
intervention to reduce maternal morbidity and mortalityas 
well as babies through the detection and treatment of 
women at increased risk of pregnancy related illness(Joshi 
et al., 2014). Three dimensions measure the quality of ANC: 
number of visits, the timing of initiation of care, and the 
inclusion of all recommended components of care (WHO, 
2015). The components of ANC suggested include: 
breastfeeding, early postnatal care, women and their 
families with appropriate information and planning for 
optimal pregnancy spacing, immunization, safe childbirth, 
management of infections, postnatal recovery, newborn 
care, and including the assistance with deciding on future 
pregnancies to improve pregnancy outcomes (MHT, 2009). 

ANC visits should be done monthly until the 7th month 
(28 weeks’ gestation), fortnightly until 36 weeks, and 
weekly until 40 weeks or delivery. This represents a 
minimum of 10 visits throughout the pregnancy. WHO 
conducted multi-country randomized control trial. 
Depending on the situation, especially those who are less 
educated and poor women, adolescents, female victims of 
domestic violence, unsupported and, single pregnant 
women child neglect and have a high-risk pregnancy need 
special attention (WHO, 2019). Health workers should 
provide counseling for health issues and quality 
communication that considers barriers to the access of 
ANC, such as financial and cultural, to prevent a negative 
influence on the use of services. 

Included in the World Healthcare Statistics data, between 
1990 and 2013, maternal mortality worldwide dropped by 
almost 50%. It is also pointed out on the same Report that 
the rate of benefiting from ANC at least four times is 56% 
globally and 38% for developing countries (WHO, 2014a).  

According to the data of Turkey Demographic and Health 
Survey (TDHS), perinatal mortality is still very high 28 per 
1000 live births compared to 5-10 per 1000 live births in 
developed countries. The utilization of ANC service is low, 
and there are also differencesbetween rural and urban 
areas. Over 90 % of women used ANC at least once during 
their pregnancy; around three-quarters of women had four 
or more ANC. The prevalence of high-risk pregnancy was 
18.3%    (1998-73%  and   2003-64%). In    our  government 

 
 
 
 
institutions, free ANC services for women are provided at 
family medicine, community health center and hospital and 
recommended a four-visit ANC schedule for low risk 
pregnancies, the first of these took place within 12 weeks of 
gestational age based on the WHO criteria.When compared 
to the results of previous THDS, the proportion of last 
births with ANC increased from 41% (1998) to 97% (2013) 
between the surveys. This represents around a 50% 
decrease in the proportion of women who did not have any 
ANC. Although there are substantial improvements in ANC 
coverage, the results document some differences in the 
proportion of women receiving ANC (HUIPS, 2009; HUIPS, 
2014). Considering the various components of ANC, every 
opportunity should be taken to provide the woman and her 
partner or other relevant family members with the 
information and support they need. The present study was 
conducted to assess the utilization of ANC and to identify 
factors affecting the utilization of ANC among women in 
Turkey. 
 
 
METHODOLOGY 
 
In this study, the utilization of ANC and to identify factors 
associated with the utilization of ANC among women in 
Turkey were examined by employing the women health 
survey (MHT, 2014), which was conducted between 
October and December 2013 by the Ministry of Health of 
Turkey (MHT). The population of the study, designed on a 
sectional at a nation-wide level, is composed of women 
aged between 15 and 65. The sample size of the study is 
calculated as 9290 houses within an overall of 81 cities to 
improve the Turkish Rural-Urban expectations using of a 
systematic stack sampling according to the Turkish 
Statistical Institute’s address-based vital statistics system. 
An overall of 9290 house visits was executed within the 
study, and interviews were held with 6364 families. 4624 
women, who had pregnancy experienced before, were 
included in this study. As the response rate to the study was 
lower (69%) than expected (80%), the sampling size was 
appropriate for obtaining prevalence for the entirety of 
Turkey, and it could not give any prevalence at the rural-
urban level.  

In the study, a questionnaire form developed by 
researchers was used. There were a total of 47 questions in 
the form related to socio-demographic and obstetrical 
characteristics of women. During the study, 62 surveyors, 
utilizing face-to-face interviews, held interviews in-house. 
During field application, the listing was made at the 
sampling addresses, and all individuals as well as women of 
ages between 15 and 65 living in the houses were listed. At 
the final stage, women between the ages of 15 and 65 from 
visited houses were selected through Kish method. For 
interviews, 3 separate visits were foreseen, and if the 
persons to be interviewed were not in the house during the 
first visit, the day and time to be available at home was 
learned and they were revisited. 

For   this   study,   ethics  approval  was obtained from the 
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Table 1. Distribution of ANC receiving characteristics of women 
 

Characteristics N % 
ANC receiving status (n=4559)*   
Received 3259 70.4 
Not received  1300 29.6 
ANC receiving frequency/times (n=3049)*   
< 4  533 18.1 
4-5  562 17.5 
6-7  423 13.4 
≥ 8 1531 51.0 
Services, received under ANC (n=3259)**   
Ultrasound monitoring 2985 19.1 
Blood analysis 2462 75.4 
Fetal heart monitoring 2374 73.6 

Height-weight measurement 2373 73.5 
Urine analysis 2078 64.3 
Tetanus toxoid injections 1905 58.2 
Scanning tests 1831 56.1 
Tension monitoring 1684 52.2 
Physical examination 1604 49.6 
Prenatal counseling 724 23.1 
Information source about ANC (n=3259)**   
Physician 2950 90.3 
Nurse 564 17.3 
Midwife 501 14.4 
Reasons for not utilizating ANC (n=1300)**   
No problem experienced  926 70.9 
Financial problems 219 17.7 
Transportation problems 146 10.2 
Being shy 43 2.9 
Fear 16 1.5 
Unconsciousness  16 1.5 
  

*n number decreased due to unanswered questions. 
** n number increased due to multiple answering to these questions 
ANC, Antenatal Careat least one time 

 
 
 
Turkish Republic Ministry of Health,the Research and 
Ethics Board of Turkey Dr. Zekai Tahir Burak of the 
Obstetrical Training and Research Hospital (reference 
number: 18). Respondents provided written consent for the 
surveys. Rules specified in The Helsinki Declaration were 
observed in the data collection phase.The analyses were 
undertaken in the Statistical Package for Social Sciences 
21.0 (SPSS) package software. Data were evaluated using 
the number, percentage, mean and standard deviation, chi-
square and, logistics regression analyses. For statistical 
significance, situations for which type 1 error level was 
under 5% were deemed significant.The adjusted odds ratio 
with its respective 95% CI was used to show the strength of 
association. 
 
 
RESULTS 
 
The study was conducted on 4624 women who were 
between 15 to 65 years of age and their mean age was 
42.1±0.2 (min=15, max=65), 60.7% of them were primary 
school graduates, and their mean married age was 19.7±0.1 

(min=12, max=41). Also, the ratio of women who had a 
history of multiparty 63.9%; 82.1% of them had adolescent 
pregnancy; 20.3% of them had frequent pregnancy; 30.1% 
of them had unplanned pregnancy histories. It was 
determined that 17.8% of women experienced healthcare 
problems during their last pregnancy, and these problems 
were hyperemesis gravid arum (32.6%), anemia (24.3%), 
hypertension (21.9%), and diabetes (9.3%). 

It was determined in Table 1 that most of the women 
(70.4%) had benefited from ANC during their last 
pregnancy, 51.0% of them benefited from 8 or more ANC. 
ANC was defined as that which included recommended 
components: ultrasonography (91.1%), blood tests for 
syphilis and anemia (75.4%), fetal heart rate monitoring 
(73.6%), height – weight measurement (73.5%), urine tests 
for detecting bacteriuria and proteinuria (64.3%) tetanus 
toxoid injections (58.2%), scanning tests (56.1%), tension 
monitoring (52.2%), physical examination (49.6%) and 
prenatal counseling (23.1%). Whereas 90.3% of the 
women, who received ANC, stated that they were receiving 
this service from physicians, 17.3% of them from nurses, 
14.4% of them from midwives. When investigated cause of  
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Table 2. Distribution of ANC receiving statuses of women according to characteristics  
 

 
Characteristics 

ANC utilization 
Yes No 

N % N % 
Education status (n=4536)*     
Literate and below 
Primary school 
High school 
University and higher 

381 
2011 
614 
233 

45.3 
72.4 
88.2 
92.9 

443 
755 
85 
14 

54.7 
27.5 
11.8 
7.1 

Type of family (n=4544)*     
Separated family 
Small-sizedfamily 
Large family 

31 
2818 
399 

61.1 
71.8 
65.3 

22 
1069 
205 

38.9 
28.2 
34.7 

Settlement location (n=4559)     
Rural 
Urban 

918 
2341 

60.8 
73.8 

541 
759 

39.2 
26.2 

Employment status (n=4559)     
Unemployed 
Employed 

2946 
313 

69.3 
83.2 

1248 
52 

30.7 
16.8 

Income status (n=4544)*     
Low 
Middle  
High 

410 
2377 
460 

59.6 
72.1 
74.6 

269 
878 
150 

40.4 
27.9 
25.4 

First marriage age (n=4559)     
≤ 14  
15-19  
20-24  
25-29  
≥ 30  

56 
1461 
1320 
339 
83 

43.3 
65.7 
76.1 
79.9 
84.9 

68 
762 
378 
76 
16 

56.7 
34.3 
23.9 
20.1 
15.1 

First pregnancy age (n=4492) *     
Adolescent (˂18 years) 
Reproductive age (18-34years) 
Advanced age (≥ 35 years) 

2562 
649 
20 

69.2 
78.9 
81.1 

1100 
155 

6 

30.8 
21.1 
18.9 

Multiparity (n=4559)     
Yes (pregnancies ≥ 3) 
No (pregnancies ˂ 3) 

1772 
1487 

63.5 
83.0 

1008 
292 

36.5 
17.0 

Number of live births (n=4541)*     
> 3   
1 - 3   

512 
2734 

50.2 
77.8 

526 
769 

49.8 
22.2 

Interval Between Pregnancy (n=3945)*    
<2 years 
≥2 years 

506 
2230 

60.8 
70.6 

304 
905 

39.2 
29.4 

Delivery type  (n=4540)*     
Vaginal delivery 
Caesarian section 

2102 
1144 

62.8 
90.6 

1168 
126 

37.2 
9.4 

 

.*n number decreased due to unanswered questions. 

 
 
 
the women, who did not receive ANC, as most of the 
women, (70.9%) were pointing out that they did not 
experience any health problems during their pregnancy; 
17.7% of them stated financial problems, and 10.2% of 
them stated transportation problems as reasons for this 
situation. 

It was determined in Table 2 that especially the ANC 
benefiting rate of women who have university and higher 
education levels was higher compared to others (p<0.001). 
In addition to this, ANC benefiting statuses of women who 
have small-sized families, live in urban areas, working for a 
job with revenue, whose income statuses high were higher 

(p<0.001). It was determined that ANC receiving rates 
increased (84.9%) as the first marriage age increased (>30 
years) (p<0.001). Furthermore, in the study, it was 
determined that women, who had advanced pregnancy age 
benefited ANC with a higher rate (p<0.001). As multiparity, 
frequent pregnancy and live birth number increases, ANC 
benefiting rates of women were decreasing (p<0.001). It 
was determined that women who had a cesarean section 
for giving birth benefited from ANC with a higher rate 
(90.6%) (p<0.001).  

Table 2 shows the distribution of the use of ANC 
according   to    the   socio-demographic   characteristics    of  



 
 
 
 
women. The relation between ANC benefiting statuses of 
women and some variables was inspected via a 
multivariable logistic regression model (see Table 2). In 
this analysis, ANC receiving statuses of the women who 
were primary school graduates and with 2.0 times higher 
education (OR=2.0; 95% Cl=1.5–2.5) or who were 4.5 times 
higher high school graduates (OR=4.5; 95% Cl=2.9–6.9) or 
who were 4.7 times higher university graduates and higher-
level graduates (OR=4.7; 95% Cl=1.9–11.3), were higher 
compared to literate women and below level. ANC receiving 
statuses of women living in urban areas were 1.3 times 
higher than those of the ones living in rural areas (OR=1.3; 
95% Cl=1.0–1.6). ANC receiving statuses of women who 
were 30 years or older (OR=2.9; 95% Cl=1.1–7.8) were 
found to be 2.9 times higher compared to women whose 
marriage age was 14 or younger. When ANC receiving 
status was considered according to the obstetric features, 
who were 1 and 3 (OR=1.7; 95% Cl=1.4–2.1) were found to 
be 1.7 times higher compared to women whose number of 
live births was 3 and over, who were 2 years over (OR=1.2; 
95% Cl=1.0–1.5) were found to be 1.2 times higher 
compared to women whose ınterval between pregnancy 
was 2 years below. Furthermore, ANC receiving statuses of 
the women who were caesarian section (OR=4.9; 95% 
Cl=3.7–6.4) were found to be 4.9 times higher compared to 
women whose delivery type was a vaginal delivery. Also, 
according to the multivariable logistic regression model, no 
difference was found between the type of family, 
employment status, as well as multi-parity variables and 
ANC receiving status.Similarly, in the analysis performed 
with the adjusted model, it has been revealed that the 
considered factors significantly affect the use of ANC 
(p<0.05), (Table 3). 
 
 
DISCUSSION 
 
Complications, developing in connection with pregnancy, 
are important reasons for maternal and early neonatal 
mortalities and morbidity. In our study, it is determined 
that women experienced pregnancy at adolescence, 
frequently, and for multiple times. It is also determined that 
30.1% of the pregnancies were unscheduled. According to 
TDHS (2013) data, it is mentioned that 18% of the 
pregnancies are frequent; 16.2% of them are during 
adolescent age (under age 18); 23% of them are 
unscheduled in our country (HUIPS, 2014). In the United 
Nations International Children's Emergency Fund  
(UNICEF) and WHO Global Report, it is underlined that 
multiple and frequent pregnancies younger than 18 and 
over 35 form important risks in connection with mother 
and child healthcare (WHO, 2015). Action plans in 
connection with improving mother and child healthcare on 
national policies of our country in connection with 
Millennium Development Goals and important steps are 
taken with the “Safety Motherhood” approach in connection 
with protecting and improving women’s health till 2015 
(MHT, 2010).  Unlike   the    2013    TDHS,   in    the    present  
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study,the analysis of determinants such as some socio-
demographic characteristics, reasons for not receiving ANC, 
or received types of ANC services allowed better 
identification of current women who did not utilize ANC by 
using further analysis.  

According to the HUIPS (2006), approximately one of 
every five women had health problems during their last 
pregnancies. Performing studies show that hyperemesis 
gravidarum, anemia, hypertension, and gestational diabetes 
developed during the pregnancy period or previously 
present are negatively affecting the health of the mother 
and newborn. The maternal mortality rate is 28.5 per 
hundred-thousandth live birth within our country. 
Maternal mortalities are developing in connection with 
preventive reasons [bleeding (24.9%), toxemia of 
pregnancy (18.4%), and infection (4.6%)]. 

Previous studies have shown that most of the perinatal 
complications can be prevented on-time access to 
sustainable ANC service (Hollowel et al., 2011; Ganchimeg 
et al., 2014; Laopaiboon et al., 2014; Awasthi et al., 2018; 
Obuna and Eze, 2018; Fulpagare et al., 2019; Triuaynet and 
Muchie, 2019). In a study, it is determined that mothers of 
most of the babies who were followed in the newborn 
intensive care unit and died during follow-up had benefited 
insufficiently from the ANC in their history. In this respect, 
the ANC has the importanceto evaluate general health 
status during pregnancy and early diagnosis of possible 
problems as well as take measures (Laopaiboon et al., 
2014).    

In this study, ANC benefiting rate is 70.4%, and 
pregnancy follow-ups were commenced. Besides, 
approximately one of two pregnant women who benefited 
from ANC benefited from eight or more monitoring (see 
Table 1). According to TDHS 2013 data, the ANC benefiting 
rate of at least once is 97% in our country (HUIPS 2014), 
and this rate is 97% according to Health Statistics 2012 
data (MHT, 2013a). According to (WHO, 2014a), although 
the global ANC benefiting rate at least once is mentioned as 
81%, it is especially underlined that this rate is 72% for 
low-income group countries, 78% for intermediate revenue 
group countries, and 93% for countries with revenue more 
than intermediate level. According to these statistics, it is 
mentioned that whereas ANC benefiting rate at least once is 
46% in Afghanistan, one of the developing countries, 
benefiting rate at least 4 times is 15%, and 50% and 26% 
respectively in Bangladesh, 96% and 34% in Burkina Faso, 
43% and 23% in Chad, 61% and 57% in Nigeria, 73% and 
28% in Pakistan. It is underlined that ANC benefiting rates 
of developed countries at least once and 4 times are 100% 
and 99% in Canada and France respectively (WHO, 2014a). 
Whereas ANC benefiting rates in developed countries are 
found very high compared to our study’s data, it is seen that 
these are consistent with the developing countries’ data. 
When ANC benefiting rate in this study and TDHS 2013 
were compared; it is found lower. This situation made us 
think that this lower ANC benefiting rate might be caused 
by advanced age women included in this study. 

In   connection    with   the   reform  in health applications, 
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Table 3. Adjusted an non-adjusted odds ratios for potential factors of ANC utilization 
 

 
Characteristics 

ANC utilization 
Non-adj. Odds ratio 

95 % CI/  p** 
Adj. Odds ratio 

95 % CI  / p 
Education status (n=4536)*    
Literate and below 
Primary school 
High school 
University and higher 

1 
2.0 (1.5-2.5) 
4.5 (2.9-6.9) 

4.7 (1.9-11.3) 

 
 

p<0.001 
 

1 
2.1 (1.2-6.1) 
4.7 (3.1-7.1) 

5.2 (2.0-11.8) 

 
 

p<0.001 
 

Type of family (n=4544)*     
Separated family 
Small-sizedfamily 
Large family 

1 
1.3 (0.6-2.8) 
1.3 (0.6-3.0) 

 
p=0.004 

1 
1.6 (1.0-3.2) 
1.5 (0.9-3.4) 

 
p<0.001 

 
Settlement location (n=4559)     
Rural 
Urban 

1 
1.3 (1.0-1.6) 

p<0.001 
 

1 
1.6 (1.0-1.8) 

p<0.001 
 

Employment status (n=4559)     
Unemployed 
Employed 

1 
1.4 (0.8-2.3) 

p<0.001 
 

1 
1.8 (1.7-2.6) 

p<0.001 
 

Income – status (n=4544)*     
Low 
Middle  
High 

1 
1.0 (0.7-1.4) 
1.2 (0.9-1.6) 

 
p<0.001 

 

1 
1.3 (0.8-1.5) 
1.4 (1.0-1.8) 

 
p<0.001 

 
First marriage age (n=4559)     
≤ 14  
15-19  
20-24  
25-29  
≥ 30  

1 
1.4 (0.8-2.4) 
1.6 (0.9-2.8) 
1.8 (0.9-3.8) 
2.9 (1.1-7.8) 

 
 

p<0.001 
 

1 
1.6(1.0-2.9) 
1.7 (1.0-3.0) 
1.8 (1.1-3.9) 
3.0 (1.4-8.1) 

 
 

p<0.001 
 

First pregnancy age (n=4492) *     
Adolescent (˂18 years) 
Reproductive age (18-34years) 
Advanced age (≥ 35 years) 

1 
0.7 (0.4-1.0) 
0.3 (0.1-1.4) 

 
p<0.001 

 

1 
0.9 (0.6-1.5) 
0.6 (0.8-1.8) 

 
p<0.001 

 
Multi-parity (n=4559)     
Yes (pregnancies ≥ 3) 
No (pregnancies ˂ 3) 

1 
1.0 (0.6-1.7) 

p<0.001 
 

1 
1.3 (0.8-1.9) 

p<0.001 
 

Number of live births (n=4541)*     
> 3   
1 - 3   

1 
1.7 (1.4-2.1) 

p<0.001 
 

1 
1.9 (1.8-2.4) 

p<0.001 
 

Interval Between Pregnancy (n=3945)*    
<2 years 
≥2 years 

1 
1.2 (1.0-1.5) 

p<0.001 
 

1 
1.2 (1.5-2.3) 

p<0.001 
 

Delivery type  (n=4540)*     

Vaginal delivery 
Caesarian section 

1 
4.9 (3.7-6.4) 

p<0.001 
 

1 
5.0 (3.9-7.1) 

p<0.001 
 

 

.. *n number decreased due to unanswered questions. 
**p-value < 0.05, CI, Confidence Interval;  

 
 
 
along with the transition to the family practitioner, 
obligatory pregnancy monitoring number is reduced from 
six to four by MHT, and it is advised to monitor risky 
pregnancies more. Diminishing of pregnant monitoring 
rates to less than 80% is also one of the reasons for 
terminating the contract of the family practitioner (MHT, 
2009). Nevertheless, it is seen that the benefiting rate from 
ANC did not reach to the requested level. Besides, it is 
pointed out that the target of 98% of pregnant women 
throughout the country should benefit from ANC at least 

once under “Sexual Health and Reproduction Health 
National Strategic Action Plan 2005–2015”, determined by 
MHT, could not be reached (MHT, 2010). It is thought that 
the organizational structure of the healthcare system 
should be reviewed again to achieve the target of ANC 
within our country.  

In the present study, it was determined that as pregnancy 
age and inter-pregnancy interval between two pregnancies 
decrease, multi-parity increases and the number of live 
birth increase ANC benefiting rate decreases (p<0.001) (see  



 
 
 
 
Table 2). A previous study on the utilization of ANC found 
that adult pregnant women are more likely to utilize ANC as 
compared to adolescent pregnant women due to disparities 
(Fulpagare et al., 2019). 

The relation between the number of pregnancies and 
ANC receiving rate is also underlined in the literature, and 
it is mentioned that especially women, whose number of 
pregnancies are less than three, benefited ANC at a more 
qualified level (Coimbra et al., 2007; HUIPS, 2009; MHT, 
2009; Laopaiboon et al., 2014). To determine possible 
pregnancy complications under ANC, health problems 
before pregnancy are being assessed, and early diagnosis 
and treatment and if needed, dispatch of diseases, which 
might occur as pregnancy complications, are being 
maintained, and the fetus is being closely monitored. The 
mother is immunized against tetanus, and guidance is 
provided about where, how, and who shall perform the 
labor  (MHT, 2009). In our study, women stated that they 
benefited ultrasonography (91.1%), blood analyses 
(75.4%), fetal heart rate monitoring (73.6%), height–
weight measurement (73.5%), and urine analyses (64.3%) 
under ANC (see Table 1). When services, rendered to 
women under ANC, are considered according to TDHS, 
2013 data, it is determined that they had ultrasonography 
(98%), tension monitoring (96%), weighting (91%), blood 
analysis (93.5%), and urinalysis (89%) at least once 
(HUIPS, 2014). 

Evidence-based studies showed that improvement 
interventions could be used to disseminate ANC services 
efficiently (Triuaynet and Michuie, 2019). Previous studies 
have stated that several modifiable factors may encourage 
the use of ANC, such as increasing women’s awareness and 
decision-making power through training, and creating good 
quality and more accessible services (Chavane et al., 2014; 
Linfjorn et al., 2017).Adifferent study indicated that use of 
ANC was associated with providing mother’s satisfaction 
and husband support, understanding the barriers of using 
ANC that contribute to the delay in seeking health care, and 
obtaining information on women’s resources available. 
Based on the findings of this study it was recommended 
that ANC services should be redesigned with skilled staff, 
including the psychologist and new strategies such as1) 
interactive workshops, 2) health seeking behavior program, 
3) contribute to poor income level financial incentives, 4) 
follow up and feedback procedures, and 5) the provision of 
kits with all necessary medicines and laboratory supplies 
(medical and non-medical equipment), a storage system, 
and a tracking system  (Park, 2015; Obuna and Eze, 2018; 
Fulpagare et al., 2019; John et al., 2019).   

In this study, most of the women mentioned that they 
received ANC from physicians (90.3%), 17.3% of them from 
nurses, 14.4% of them from midwives (see Table 1). 
According to TDHS 2013 data, nearly all of the women 
(94.5%) of our country mentioned that they benefited ANC 
from her physician and only 2.5% of them benefited ANC 
from nurse/midwife during their pregnancies (HUIPS, 
2014). In the common report of UNICEF and WHO, most of 
the specialists, maintaining ANC,  are physicians,  and  most  
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of the specialists, who maintain ANC, are nurses and 
midwives only in sub-Saharan Africa (70% nurse and 
midwife; 10% physician) and developing countries of Africa 
(45% nurse and midwife; 35% physician) (WHO, 2015). 
The reason for ANC benefiting rate of women from nurses 
and midwives is that our country has family practitioner 
application for public primary healthcare services and the 
dependent role of nurses and midwives within such a 
physician-focused system come forward, and they cannot 
use their independent roles, such as training and 
supervision, effectively (Ciceklioglu et al., 2005).    

In the present study, most of the women mentioned that 
they did not receive ANC (70.9%) and that the reason for 
not receiving ANC was "not experiencing any health 
problems during pregnancy period". 17.7% of women 
stated that they did not receive ANC due to financial 
problems, and 10.2% of them stated that it was due to 
transportation problems (see Table 1). In the studies, 
performed in different countries like in our country, ANC 
was commenced during late periods of pregnancy due to 
similar reasons (Rani et al., 2008; Neupane and Doku, 2012; 
Gupta et al., 2014) and insufficient and unqualified ANC is a 
common problem for women, who live in rural areas and 
having economical (Rani et al. 2008, Simkhada et al., 2008, 
Ebeigbe and Igberase, 2010; Neupane and Doku, 2012; 
WHO, 2014a; Obuna and Eze, 2018) and transportation 
problems. In our country, removal of inequalities between 
regions and settlement locations is present among the 
healthcare services within five basic areas, targeting the 
improvement specifically under “Health Sector National 
Strategic Action Plan 2005–2015”. To remove inequalities 
related to transportation and settlement locations for 
receiving ANC, Eastern Anatolian Region, rural and shanty 
settlement locations are selected as prioritized 
geographical regions and settlement units within National 
Action Plan. According to Action Plan, it is expected to 
reduce the difference between regions and settlement 
locations by 50% till 2015 (MHT, 2010).   

In this study, it was determined that women who live in 
urban areas received more ANC compared to the ones who 
live in rural areas (p<0.001) (Table 2). According to TDHS 
2013 data, although ANC receiving rates of women differs 
in connection with regions, especially the lowest-level 
services are being accessed within Northeastern and 
Middle Eastern (respectively, 85% and 91%) (HUIPS, 
2014). It was determined during performed studies, 
implemented national and local levels within our country, 
that regular ANC benefiting rates are higher for women, 
living at city centers, compared to women, living in rural 
regions (WHO, 2003; Rani et al., 2008; Andrade et al.,2012; 
Neupane and Doku, 2012; Obuna and Eze, 2018). 
Furthermore, in the study carried out, was considerable 
that ANC benefiting rate of the women who are living in 
rural residence is low in general (Rani et al., 2008; Neupane 
and Doku, 2012).  According to WHO 2014 report, ANC 
benefiting rate at least 4 times is found higher for urban 
regions Afghanistan (rural: 57%, urban: 82%), Bangladesh 
(rural:   16%,   urban:    38%), Burkina   Faso   (Rural:   31%,  
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urban: 45%), Egypt (Rural: 58%, urban: 81%), Ethiopia 
(rural: 14%, urban: 46%)] compared to rural regions 
(WHO, 2014a).  Despite mortality and morbidity rates 
related to pregnancy and birth were decreased in 
developed countries, there can be inequalities in 
connection with benefiting from services during pregnancy 
and laboring periods. Inequalities are being described 
especially by structural factors, such as ethnic origin and 
disadvantageous settlement location (Simkhada et al., 
2008; Graaf et al., 2013) and such structural factors are 
causing serious problems for the healthcare system and 
political decision-makers (Graaf et al., 2013). Although 
these results support the present study findings, it also sets 
forth that inequality between regions for accessing the 
healthcare services continues in our country and it is an 
important factor for accessing ANC. Studies, which are 
implemented at the national level, show that we are behind 
these targets in connection with the findings of our study.  

In the present study, 27.6% of women gave birth by the 
caesarian. The caesarian rate is 48.0% according to TDHS 
2013 (HUIPS, 2014) and this rate is %48.0 according to 
health statistics annual 2012 (MHT, 2013a).  In this 
country, it is reported that caesarian rate has nearly tripled 
during the last two decades and this rate is very high 
compared to the WHO-suggested caesarian rate (15%) 
(HUIPS, 2009 and MHT, 2013b). In this respect, strategies 
in connection with decreasing caesarian rates were 
developed recently within our country, and mother-friendly 
hospital program had started since 2013 (MHT2013b). 
Also, the Birth and Caesarian Action Management Guide 
was issued, and policies in connection with decreasing 
optional caesarian rates were followed (MHT 2010).  It is 
determined in this study that women whose delivery type 
was caesarian had a higher ANC benefiting rate compared 
to normal laboring women (p<0.001) (see Table 2). It is 
pointed out in the literature that most of the births via 
caesarian are realized in private institutions (HUIPS, 2009 
and MHT, 2010) and along with the urban life, increase of 
education and welfare level, the caesarian rate increases 
(HUIPS, 2009).   

It is pointed out in this study that the smaller the first 
marriage age of women, the lesser ANC benefited (p<0.001) 
(see Table 2). It is pointed out in the literature that 
especially women within 20 - 34 age groups had sufficient 
care compared to adolescents and advanced age groups 
(Simkhada et al., 2008; Agus and Horiuchi, 2012). WHO 
developed a guide under “Safety Motherhood” in 
developing countries where adolescent pregnancies are 
commonly faced. It is pointed out in this guide that risky 
groups should be maintained ANC and forwarding chain 
should be established. In this guide, developed by WHO 
based on of the evidence, antenatal and postnatal 
healthcare services have top priorities in connection with 
ANCand preventing early marriages and early pregnancies 
are being targeted. Educating the opportunities of girls 
should be supported in every aspect as a basic principle 
(Chandra-Mouli et al., 2013). Due to having a low 
preparedness level  for being   a  mother  and  labor   during  

 
 
 
 
adolescent pregnancy (WHO, 2014b), ANC benefiting rate 
decreases (16.7%) (HUIPS, 2009) and health problems 
related to pregnancies reveal more commonly (WHO, 
2014b).  In this respect, the failure of women who 
experience adolescent pregnancy to benefit from 
educational opportunities (HUIPS, 2009), having an 
insufficient level of sexual health and reproduction health 
data is one of the strategic issues at international and 
national platforms.   

In this study, a strong relationship was found between 
ANC-usage and education level (p<0.001) and ANC-
receiving statuses of women, who are university graduates 
or have higher degrees, are higher than those of women, 
who are literate or at lower levels (see Table 2). It is 
mentioned in the literature that the higher education level 
of women logically higher ANC regular benefiting rates 
(Rani et al., 2008; Simkhada et al., 2008, HUIPS, 2009; 
Neupane and Doku, 2012; WHO, 2014a) and the education 
status of the spouse is also a determining factor (Simkhada 
et al., 2008).  TDHS 2013 data are also supporting our 
study, and while nearly all of the women, who received at 
least high school training, received ANC during their labor, 
and only in 9 out of every 10 labors, women, who have no 
training or did not graduate from elementary school, 
received ANC  (HUIPS 2014). Performed studies and 
findings from this study show that higher education level 
positively affects the ANC receiving resolution. 

In the present study, it was determined that women, 
whose income perception was high and who were 
employed, received ANC more frequently (p<0.001). 
According to the WHO 2014 Report, it was found that in 
connection with the women who benefited ANC at least 4 
times, the benefiting rate of women whose income levels 
are high is higher than the women whose income level are 
low (higher and lower-income levels, respectively 
Afghanistan 49%, 91%, Azerbaijan 20%, 74%; Bangladesh 
8%, 47%; Burkina Faso 24%, 47%; Egypt 42%, 89%), 
(WHO, 2014a). In this country, women who have income-
generating positions and contribute to labor power 
favorably are influenced for reaching to health care 
services. Besides, as the education level of a woman is a 
directly affecting factor for the social status of women, a 
woman can make her own decisions related with 
healthcare services (Rani et al., 2008; Simkhada et al., 2008, 
Neupane and Doku, 2012; Obuna and Eze, 2018). 
Furthermore, it is considered that the ANC benefiting rate 
of women who are living in crowded families (65.3%) is 
low (p<0.001) (Table 2). Being a crowded family member is 
discussed in the literature, and is determined that ANC 
benefiting rates of women are low (Coimbra et al., 2007, 
Rani et al., 2008; Neupane and Doku, 2012; Adjiwanou and  
Le Grand, 2013). Although the results of the study show 
similarities with this study’s findings, it causes us to think 
that women who live in a large family might further be 
under traditional cultural effects, and they might seek for 
traditional solutions in connection with their problems. 
Also, it is thought that women who live in a large family 
might   experience   difficulties   in   the decision-making  in  



 
 
 
 
connection with transportation to healthcare services due 
to their roles within the family.  
 
Conclusions and recommendations 
 
It is determined in this study that approximately more than 
two-thirds of the women have reached ANC services. 
However, adolescents, living in rural areas, unemployed, 
poor, and less educated women may not benefit from ANC 
services. It is suggested to remove the inequalities between 
regions to reach the goal in connection with ANC within our 
country. In this respect, the utilization of ANC services 
should be encouraged by health workers, especially the 
male partner or the other family members should be 
welcome to attend an ANC session with the woman. 
However, it is not always effectively used by health 
providers to improve the quality of ANC. Especially the 
active role-playing of policymakers academic-public 
institutions and civil society organizations should monitor 
missed opportunities and implement policies for more 
effective ANC. It is also recommended to collaborate with 
civil society organizations, academic and public institutions 
during rendering services, and to maintain privileged 
service rendering and resource transmission according to 
settlement location’s features. 
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