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Abstract: 

 

Research question: India is failing to achieve MDG 5. An important reason for maternal 

deaths is rooted in postnatal period. Current article is about differential access to postnatal 

care (PNC) across socio-demographic groups in Maharashtra. 

 

Settings: Rural and Urban Maharashtra. 

 

Study design: Exploratory study. 

 

Participants: Women delivering in two years prior to the study. 

 

Methodology: Structured Interviews of 285 women about obstetric services received within 

the reference period. 

 

Results: 33% respondents received PNC. There are differences in percentage receiving PNC 

across rural-urban areas, caste groups and household asset index based groups. Place of 

delivery, type of health facility and maternal age also contributed to access to PNC. 
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Introduction 

The fifth Millennium Development Goal (MDG 5) states that maternal mortality should 

reduce worldwide by three quarters between 1990 and 2015. Antenatal care (ANC), 

obstetric care and postnatal care (PNC) are equally important for a woman’s health and 

well-being
(i,ii,iii)

. Postnatal period is crucial for detection and treatment of infections that 

contribute to nearly 15% of maternal mortality
(iv,v)

. Despite maternal health being on agenda 

for a few decades, maternal deaths in India contribute to about a quarter of maternal 

deaths worldwide
(vi)

. 

The Ministry of Health and Family Welfare of Government of India recommends three PNC 

visits
(vii)

. Phase II of Reproductive and Child Health Programme had proposed increasing 

coverage of PNC, but strategies for reducing maternal mortality largely focused on providing 

only emergency obstetric care
(viii)

. Indian Public Health Standards (IPHS) emphasize a 

minimum of two PNC visits within a week after delivery, one within 48 hours
(ix)

. Despite 

these provisions, gaps in implementation have led to lower coverage of PNC. National 

Family Health Survey III (NFHS III) (38% PNC coverage as compared to 77% ANC)
(x)

  and other 

studies and reports from the country
(1,xi) 

depict poor PNC coverage in the country. PNC is 

neglected in other developing countries also
(xii,xiii,18).

  

Worldwide, studies show differences in PNC between poor and rich populations
(xiv)

, public 

and private health facilities
(xv)

, educational levels, geographical locations, regions with varied 
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development indices and economic groups
(14)

. Except NFHS III, where gaps in PNC coverage 

were analyzed across few stratifiers
(xvi)

,
 
there are not many Indian studies focusing on PNC.  

Though Maharashtra is a progressive state in terms of development indicators, economic 

development is unequal. The state shows poor health indicators compared to other 

developed states (Kerala and Tamil Nadu). Within the state, there are marked differences in 

health status, availability and accessibility of health services across socio-demographic 

groups
(xvii)

.  

The study focused on differential access to PNC services across socio- demographic groups 

in Maharashtra.  

 

Materials and Methods 

This paper is based on the study conducted between November 2005 and September 2009 

in Mumbai city and ten districts of Maharashtra, to assess gaps in access to healthcare 

across caste, gender, geographical location and household asset index (HAI) based groups.  

Stratified random sampling method was used. The sampling design is shown in Fig. I 

 

Fig. I: Sampling design for the study 

 
Sample size: 

Total sample comprised of 8373 individuals from 1659 households. From the sample, 2888 

women in the age group 15 years and above were asked information about their 

reproductive health. Ever married women (n=1064) were asked about their obstetric history 

within last two years. Of the 343 women who had delivered within this time frame, 285 

were interviewed about ANC, obstetric and PNC services using a pre-tested structured 

interview schedule. A written consent was obtained from each respondent.  

Information about socio demographic background, PNC (including information about the 

place, provider, time lag between delivery and first check up and services received) was 

collected. Data were analysed using Microsoft Excel© 2007.  

Ethical clearance for the study was obtained from the Institutional Ethics Committee. 
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Results: 

Socio-demographic characteristics: 

The following table gives the profile of study population. 

 

Table  I: Profile of study population 

Stratifier Groups  n (%) 

Geographical location Rural 190 (66.7) 

Urban 95 (33.3) 

Age groups 15 - 19 years 19 (6.7) 

20- 24 years 136 (47.7) 

25- 29 years 93 (32.6) 

30- 34 years 26 (9.1) 

35- 39 years 9 (3.2) 

40- 44 years 2 (0.7) 

Household asset index 

based groups 

Low 121(42.4) 

Medium 84 (29.5) 

High 80 (28.1) 

Caste categories SC 45 (15.8) 

ST 79 (27.7) 

Others 161 (56.5) 

Educational levels Illiterate 86 (30.1) 

Primary education 22 (7.8) 

Secondary education 53 (18.6) 

Higher secondary education 102 (35.8) 

Graduation and above 22 (7.7) 

 

Table  2: Distribution of study population based on obstetric indicators 

Obstetric indicator  n (%) 

Parity First 101 (35.4) 

Second 97 (34.0) 

Third 40 (14.0) 

Fourth or more 47 (16.6) 

Place of delivery Private health facility 97 (34.0) 

Public health facility 54 (19.0) 

Home 134 (47.0) 

 

Women receiving PNC 

Of the 285 respondents, 259 (91%) have undergone at least one ANC visit whereas 95 (33%) 

have received PNC. Of the 259 respondents receiving ANC, 165 (63%) did not receive any 

PNC. 70 (25%) women have received all the three components of maternal care- ANC, 

institutional delivery and PNC. One woman has received PNC but has not received any ANC. 

The data show that access to PNC services differed with the type of health facility availed for 

delivery. 17% women delivering at home, 42% women delivering in public health facilities 
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and 50% of women delivering in private health facilities have reported to have received 

PNC.  

Out of 31 women who delivered through a caesarean section, 84% received PNC against 

28% who had a normal delivery.  

Proportion of receiving PNC has decreased with increase in parity (first delivery- 46.5%, 

second delivery- 36% and third delivery 17.5%).  

Following figure shows differences in proportion of women receiving PNC across age groups.  

 

Fig. II: Percentage of women receiving PNC across age groups 

 
 

Association between PNC and socio-demographic factors (n=285) 

 

Table 3: Differences in percentage of receiving PNC across groups based on socio-

demographic factors 

Groups based on socio-demographic factors Percentage of PNC received 

Geographical location Rural 28% 

Urban 43% 

Caste category Scheduled Tribe (ST) 21% 

Scheduled Castes (SC) 29% 

Other 43% 

Household Asset Index 

(HAI) 

Low HAI 21% 

Medium HAI 31% 

High HAI 54% 

  

About PNC (n=95) 

A total of 71 women were checked during first week after delivery. 39 were checked within 

48 hours after delivery. Remaining 24 women were checked after seven days.  

49 women received PNC in a private facility and 28 women received PNC at public facility. 

16 women reported that a health professional visited their houses for check-up.  

In case of 83 women PNC was done by a doctor. In remaining cases, nurse examined 

women.  

During PNC, abdominal check-up was done for 36 women. Information about breastfeeding 

was given to 37 women and information about baby care was given to 23 women.  
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Discussion: 

This study shows a coverage of PNC (33%) being significantly low compared to that of ANC 

(91%). PNC coverage has been consistently low compared to ANC services in India and other 

developing parts of the world
 (1, 14,xviii)

.  

This study shows that more urban women have received PNC services as compared to their 

rural counterparts. This finding is contradicting with the finding in Bangladesh where the 

uptake was more in rural areas compared to urban areas 
(18)

.  

High HAI group has an advantage over others in terms of receiving PNC in the studied 

population. Though the authors have not come across any study with similar findings for 

PNC, economic status of mothers has been an important factor in receiving maternal health 

services in general in a study conducted in South India 
(1)

.  

IPHS states that first PNC should be done within two days 
(xix)

. Only 55% women received 

PNC within 48 hours in the present study, which is still better than Bangladesh (5.5%) and 

Nepal (19%)
 (12, 18)

.
 

The percentage of women receiving PNC was much lower among those who delivered at 

home as compared to those having institutional deliveries. A study conducted in 

Maharashtra on maternal morbidities during postpartum period shows that in developing 

areas with significant proportion of deliveries being home based, there is a need for home 

based postnatal care
(xx)

 which according to current study findings is lacking. 

The study also shows that access to PNC services is dependent on obstetric factors (age of 

the mother and parity) and social factors (caste groups). Since there are not many studies 

that bring out differential access for these groups, there is a need for further research. 

The study shows that various socio-demographic factors affect access to PNC services which 

is of utmost importance for the women’s health and well being. Given the current status of 

PNC, reducing maternal mortality to the stipulated goal as per MDG 5, seems to be an uphill 

task. Also, the current scenario that takes ANC, obstetric care and PNC as mutually exclusive 

events and not in totality as maternal care is worrisome.  
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