


Title
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Abstract
Background: One of the most important aspects of maternal health services is antenatal care (ANC). The perceptions and care-seeking behaviours of pregnant women living in rural Western India are examined in this study, as is their knowledge of pregnancy-related complications. 	Comment by Ajay Kumar Singh: Background must include few important lines about the essence or importance of ANC or why perceptions, knowledge etc assume significance. You may add something relevant to MMR or IMR or Home delivery etc..	Comment by Ajay Kumar Singh: behaviour
Methods: A qualitative descriptive study was carried out in 2022 with 74 pregnant women who were randomly selected from the ANC register and were in their third trimester. Using a pretested guide that covered eight thematic areas, data were collected through in-depth interviews. Thematic coding was used to analyse the transcriptions of the interviews. Results: The majority of women understood the value of regular ANC visits. However, little was known about specific complications like pre-eclampsia or gestational diabetes. Although transportation obstacles and reliance on spouses for decision-making were observed, government health services were favoured because they were accessible and reasonably priced. Families provided support, and there was little dependence on traditional healers. A few participants voiced concerns about the results of deliveries, especially caesarean sections. Conclusions: The study draws attention to the disparity in general ANC awareness and specialized knowledge regarding pregnancy complications. Maternal outcomes can be improved in rural Western India with sustained community involvement and education provided by primary healthcare systems.	Comment by Ajay Kumar Singh: Result section must include figures. Present your results in proportions or percentages or other relevant figures.
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Introduction
Because of its vital role in lowering maternal and neonatal morbidity and mortality, maternal health remains a key priority in both national and international health agendas. In order to achieve favourable maternal and child health outcomes, antenatal care (ANC) acts as a preventive platform that makes it possible to promptly identify pregnancy-related complications, provide health education, and encourage institutional delivery. In order to guarantee thorough monitoring and intervention for the health of both the mother and the foetus, the World Health Organization advises having at least eight ANC contacts during pregnancy (1). 	Comment by Ajay Kumar Singh: Avoid starting with Because	Comment by Ajay Kumar Singh: reference
Significant regional and rural-urban disparities in maternal health service utilization and access still exist in India, despite significant progress made through initiatives like the Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA), the Janani Suraksha Yojana (JSY), and the larger RMNCH+A strategy (2,3). Only 51.2% of pregnant women nationwide received four or more ANC visits, according to the fourth round of the National Family Health Survey (NFHS-4), with lower percentages recorded in a number of rural Western Indian districts (4). Even though coverage has increased, issues with care quality, timeliness, and comprehensiveness still exist. 
Western India, comprising states such as Maharashtra, Gujarat, and parts of Rajasthan, presents a unique socio-cultural and economic milieu. Rural areas within this region are often characterized by patriarchal family structures, limited female autonomy, seasonal employment, and under-resourced healthcare infrastructure, all of which affect healthcare-seeking behavior during pregnancy (5,6). In such contexts, pregnancy is often perceived as a routine physiological process rather than a potentially risky period requiring medical surveillance, contributing to delays in seeking antenatal care unless complications become evident (7,8).
Apart from these social and cultural factors, structural barriers such as transport problems, costs of care, and the lack of involvement of health professionals also contribute to the underuse of ANC services. This is exacerbated by a lack of awareness of the warning signs of pregnancy, reliance on male decision-makers in the household and concern about the quality of public health services (9,10). While the national surveys provide important quantitative data on the indicators of midwifery, they are insufficient to explain the behavioural and perceptual dimensions that underlie rural women's health-seeking patterns.
Quality research provides an opportunity to explore these dimensions in greater depth. Studies in South and North India have shown similar barriers, but despite its sizeable rural population and diverse socio-economic profile, rural West India is still under-represented in the literature (11,12). It is crucial to understand how pregnant women in these regions perceive the ANC, what informs their health choices and what obstacles they face in order to design tailor-made interventions that are in tune with local realities.
With an emphasis on their awareness of pregnancy complications, knowledge of prenatal care, and the factors influencing their decision-making, this study intends to investigate the health care-seeking behavior and perceptions of pregnant women in rural Western India. The study aims to produce insights that can guide more context-sensitive maternal health policies and community-level interventions by using qualitative methods to document their lived experiences. 	Comment by Ajay Kumar Singh: if one or two objectives can be defined out of this context, it would be more appealing and scientific.
Material and Methods
Study Design and Setting
In 2022, a qualitative descriptive study was carried out in a Western Indian rural area. The study area served a population mostly involved in daily wage labour and agriculture and was situated within the service jurisdiction of a Rural Health Training Centre (RHTC) connected to a medical college. In order to reflect the sociocultural diversity and maternal health-seeking behaviors characteristic of rural Western India, this area was specifically chosen. The purpose of the study was to investigate the use of prenatal care, knowledge of pregnancy-related issues, and obstacles to seeking care among third-trimester pregnant women. In order to obtain a deeper comprehension of individual experiences, convictions, and contextual factors that quantitative approaches might not fully capture, the qualitative design was selected. 
Participant Selection
Women who were registered with the ANC register at RHTC and were older than 27 weeks gestation were eligible to be included. From the eligible list, 74 participants were chosen using a straightforward random sampling technique.	Comment by Ajay Kumar Singh: Any specific reason for choosing this benchmark
 Pregnant women who were 18 years of age or older, were currently living in the chosen village for at least six months, and were willing to give informed consent were the requirements for inclusion. Women who had language barriers or known cognitive impairments that hindered effective communication were not included..	Comment by Ajay Kumar Singh: Grammatical error. Remove one full stop
Data Collection Procedure
In-depth, in-person interviews in the local tongue (Gujarati or Hindi, depending on the region) were used to collect data. Before the study began, a semi-structured interview guide was created and pretested. Eight predetermined thematic areas comprised the open-ended questions in the guide: (1) prenatal care knowledge and perception; (2) pregnancy complications understanding; (3) provider preferences; (4) financial burdens and care costs; (5) the impact of family and social support; (6) perceived barriers to healthcare access; (7) the role of traditional/spiritual beliefs; and (8) emotional concerns and fears regarding pregnancy. 
Medical interns and certified medical social workers who had completed a two-day training program on qualitative interviewing methods, ethical issues, and data recording procedures were among the interviewers. Depending on the comfort and privacy of the participants, interviews were held at either their homes or nearby health sub-centres. With prior consent, each interview was audio recorded and lasted roughly thirty to forty-five minutes. 
Data Management and Analysis
Where required, audio recordings were translated into English and transcribed. Bilingual researchers checked translations for accuracy and cultural context. Following Braun and Clarke's six-phase methodology—becoming familiar with the data, initial coding, finding themes, evaluating themes, defining themes, and creating the final report—manual coding was done using thematic analysis. 	Comment by Ajay Kumar Singh: reference
Three trained interns, a medical social worker, and an assistant professor of community medicine made up the multidisciplinary analysis team that examined the transcripts and coded them on their own. Discussion and agreement were used to settle disagreements over interpretation. Microsoft Word and Excel were used to manage the data. 	Comment by Ajay Kumar Singh: interpret or analyze
Ethical Considerations
The study received ethical approval from the parent medical college's Institutional Ethics Committee. All participants gave their written informed consent after being fully informed about the study's objectives, the voluntary nature of participation, data confidentiality, and their freedom to discontinue participation at any time without facing any repercussions. During transcription and analysis, codes were used in place of names to preserve anonymity. 
Results
The study included 74 pregnant women who were in the third trimester of their pregnancy. A summary of the demographic traits is provided below, followed by in-depth thematic analysis..
1. Sociodemographic Profile
Participants were 22 years old on average (SD ±1.8), and their households had an average of 3.6 people (SD ±1.3). In terms of education, 8–11% of the participants lacked literacy. While 41.89 percent of participants worked in the informal sector or in agriculture, the majority (58.11 percent) were homemakers. 
Table 1: Socio demographic details of participants.
	Variables

	Age mean (SD)                                       22 (11.8)

	Family Members mean (SD)                3.6(1.3)

	Education   n (%)

	Illiterate                                                     6 (8.11)

	Literate                                                      68 (91.89)

	Occupation n (%)

	Home maker                                               43 (58.11)

	Agricultural/Others                                    31(41.89)



2. Knowledge, Perception, and Beliefs About Antenatal Care
Every participant acknowledged how important regular prenatal checkups are. Community health workers' counselling and prior experiences played a major role in the acceptance of the concept of monthly visits to health centres. The majority of participants thought that getting supplements, checking blood pressure, and tracking foetal growth were all advantages of prenatal visits. 	Comment by Ajay Kumar Singh: figures needed
“If I miss a check-up, the doctor and nurse ask about it next time. They take it seriously,” – Participant R10
Positive experiences at primary health centres were also recalled by the women, including regular health education sessions, iron and calcium tablet distribution, and courteous treatment. Although they did not fully incorporate it into their conception of prenatal care, they did perceive ANC as a preventive measure. 	Comment by Ajay Kumar Singh: figures
3. Perceptions and Awareness of Pregnancy Complications
Women were aware of common pregnancy-related discomforts like nausea, fatigue, and swelling, but they were not as aware of serious complications like hypertensive disorders, gestational diabetes, or anaemia. While some participants acknowledged that serious problems might necessitate hospital-based care, they were unable to identify specific warning signs or their consequences. 	Comment by Ajay Kumar Singh: figures
“I don’t know the names of problems, but if there is too much weakness, it’s not good,” – Participant R17
However, it was widely acknowledged that frequent visits and early diagnosis could help avert negative consequences. 
4. Healthcare Preferences: Government vs. Private Facilities
Because government facilities are affordable, offer free medications, and are conveniently located, most participants reported using them for ANC. Trust in community-known government healthcare providers was another factor mentioned by many. However, when questioned about emergencies or childbirth, several women said that they might choose private hospitals or transportation because they were worried about the public system's insufficient facilities or lengthy wait times. 	Comment by Ajay Kumar Singh: figures
“For check-ups I go to the government clinic. But for delivery, if needed, we may go to private hospital,” – Participant R28
5. Financial Considerations and Perceived Burden of Care
Participants showed a mixed awareness of the expected delivery costs. Some estimated that the cost of a secure delivery would be between 5000 and 10000 rupees, while others were confident that government schemes would cover their costs. Many of them prepared by saving up or by planning informal loans from family members or local self-help groups. 	Comment by Ajay Kumar Singh: figures	Comment by Ajay Kumar Singh: figures
“We are poor, but I know government gives something back if we deliver in hospital,” – Participant R6
6. Influence of Family and Community in Care-Seeking
Family members, particularly husbands and mothers-in-law, were crucial in determining the use of healthcare services and prenatal visits. Most women disclosed that their husbands provided transportation or accompanied them to medical facilities. Family members' and neighbours’ practical and emotional support was often cited as a major contributing factor to their health-seeking behavior. 	Comment by Ajay Kumar Singh: figures
“My husband takes leave to come with me. Also, my sister helps with household work,” – Participant R25
However, some women alluded to limited autonomy by saying that they couldn't get checkups unless their families approved of it. 	Comment by Ajay Kumar Singh: figures
7. Barriers to Health-Seeking During Pregnancy
Inadequate or unreliable transportation was the most frequently mentioned obstacle, particularly during emergencies. Women voiced concerns about government ambulance services being unavailable or delayed, as well as the lack of buses during the night. They favoured private vehicles during labour because they felt more in control and in a sense of urgency. 	Comment by Ajay Kumar Singh: figures
“We will use a private car during labour if possible. The ambulance takes too long,” – Participant R32
Other barriers included household responsibilities, fear of overcrowded facilities, and occasional verbal mistreatment by healthcare staff.	Comment by Ajay Kumar Singh: figures
8. Role of Traditional and Spiritual Beliefs
It is interesting to note that none of the participants reported having visited traditional healers or using native remedies in pregnancy care. Trust in biomedical medicine was high, especially among younger women. Others recognised the role of the traditional attendants in previous generations, but considered doctors to be more competent and reliable. 
“My mother delivered with help from dai, but now doctors know better,” – Participant R19
9. Fears and Emotional Responses to Pregnancy
Many women seemed at ease and self-assured, but some were worried about potential problems, particularly caesarean sections or miscarriages. These anxieties were frequently influenced by firsthand accounts or tales from other women in the community. 	Comment by Ajay Kumar Singh: figures
“I lost two babies before. This time I am scared, but I trust the doctor,” – Participant R34
“They may cut me open—what if something happens?” – Participant R27
Such fears sometimes influenced care-seeking urgency or preference for delivery in a better-equipped facility.
Discussion
This qualitative study on the behaviour of pregnant women in rural West India in relation to antenatal care (ANC) reveals the complex interaction of awareness, structural access, socio-cultural factors and emotional responses that shape the use of maternal health services.
The study's most promising finding is the high level of general awareness regarding the significance of routine ANC visits. This trend contrasts with previous research that found inconsistent ANC uptake in rural India as a result of fatalistic attitudes and ignorance (1,2). This change might be a result of the growing popularity of national programs that prioritize institutional care and regular checkups, such as Pradhan Mantri Surakshit Matritva Abhiyan (PMSMA) and Janani Suraksha Yojana (JSY) (3,4). Improved outreach by ASHAs and ANMs has been linked to an increase in public trust in public health services, according to earlier studies done in Gujarat and Maharashtra (5,6). 
Nevertheless, a deeper comprehension of pregnancy-related complications is not entirely a result of this awareness. While potentially fatal conditions like gestational diabetes or pre-eclampsia were not well known, the majority of study participants linked pregnancy to minor discomforts like nausea and fatigue. The results of national-level studies that link inadequate knowledge of warning signs to improper or delayed care-seeking are in line with this cursory comprehension (6). Chandhiok and associates. additionally discovered that timely ANC attendance and delivery in medical facilities were significantly impacted by increased awareness of complications (7). 
Due to cost and accessibility benefits, government health services are strongly preferred for prenatal checkups. This is another important finding. This is consistent with research conducted in rural North and Western India, where women reported that JSY cash incentives, free medication, and proximity influenced their choice (5,11). However, during labor or emergencies, this preference frequently shifts in the opposite direction, with many women choosing private transportation or facilities because of perceived shortcomings in public health infrastructure and delays in ambulance services. Similar results were noted in Madhya Pradesh, where women expressed concern about crowding or the lack of qualified personnel at night (12). 
An important factor in facilitating the use of ANC was family support, particularly from mothers-in-law and husbands. It is important to include men in maternal health programs because husbands frequently organized transportation and accompanied women to health facilities. This supports other South Asian research that highlights the benefits of social support and male involvement in maternal care-seeking (13,14). However, other participants also expressed a lack of autonomy, especially in joint family situations, suggesting that patriarchal norms still have an impact on decision-making (15). 
The most frequently mentioned obstacle was the availability of transportation, which supports previous research that found that inadequate rural connectivity is a significant barrier to timely health access (16). Government ambulance services (e.g. G. 108) exist, participants reported being unavailable or delayed in emergency situations, necessitating the use of private vehicles, which raises out-of-pocket costs even more. In tribal and semi-urban areas of India, transportation problems have consistently impeded institutional delivery and ANC attendance (17). 
Remarkably, our research revealed little dependence on spiritual therapies or traditional healers, which is indicative of the increasing medicalization of pregnancy in rural regions. Participants, particularly younger women, clearly preferred allopathic care over the dais and folk remedies used by earlier generations. This represents a positive change and is consistent with research by Finlayson and Downe, who found that community-level health system engagement boosts trust in trained birth attendants (8). 
Participants frequently had delivery-related fears, especially those related to cesarean sections, which were frequently based on anecdotal stories or unpleasant experiences from the past. According to other qualitative studies conducted in South Asia, where fear of surgical intervention was a significant deterrent to institutional care, these emotional reactions can affect the location and timing of delivery (18). 
Overall, the results indicate that although the basis for ANC use is growing, attention needs to now be directed toward enhancing health literacy, developing respectful maternity care, and improving transportation infrastructure. In addition to encouraging more visits, health communication should stress the importance of identifying warning signs like severe anaemia, hypertension, and bleeding. Incorporating family members, particularly men, into educational sessions may also improve timely care-seeking and group decision-making. 
Leveraging the existing trust in public health services offers a solid foundation for scaling up interventions from a policy perspective. ASHA-led counselling, village health and nutrition days, and group education are examples of targeted outreach that can close the knowledge gap and increase awareness. To lower maternal and perinatal complications, programs must also address antenatal risk assessment and emergency transport responsiveness, especially for high-risk pregnancies. 
Conclusion
Important new information about pregnant women's prenatal health-seeking behavior in rural Western India is provided by this study. The results show that most women now understand the benefits of regular prenatal checkups, indicating a positive shift in public awareness regarding the significance of antenatal care (ANC). This suggests that community-level maternal health behaviors are starting to be positively impacted by government initiatives like the Pradhan Mantri Surakshit Matritva Abhiyan and the Janani Suraksha Yojana. 
But there is still a big disconnect between a general understanding of certain pregnancy-related issues and a more thorough comprehension of them. In high-risk pregnancies in particular, ignorance of warning signs like pre-eclampsia, anemia, or gestational diabetes can lead to delayed or inappropriate care-seeking. This emphasizes how urgently targeted prenatal counselling and risk communication must be strengthened, especially by frontline health workers like ASHAs and ANMs. 
The importance of family, particularly husbands, in influencing healthcare choices is also highlighted by the study. Despite the generally positive family support, the results also imply that some women still do not have the freedom to make their own health decisions. Maternal outcomes may improve if these gender dynamics are addressed through community sensitization and male-inclusive health initiatives. 
Lack of transportation has been identified as a persistent obstacle to timely care access. Emergency situations, especially around delivery, frequently resulted in reliance on private transport, which many found financially burdensome, even though women preferred public facilities for prenatal visits because they were more affordable and easily accessible. This highlights the necessity of responsive ambulance services and better referral transport systems in rural areas. 
It is encouraging to note that participants almost never used traditional or untrained birth attendants, indicating a growing preference for institutional and biomedical care. This offers a solid platform on which health systems can expand by guaranteeing considerate, superior maternity care that strengthens satisfaction and trust. 
In conclusion, even though there has been a lot of progress in encouraging the attendance of prenatal care, a comprehensive strategy is now required to improve the quality, scope, and responsiveness of care. This strategy must go beyond service coverage. Important next steps include enhancing health literacy, removing systemic obstacles, involving families in maternal health, and guaranteeing continuity of care from the prenatal to the postnatal stages. Rural Western India can get closer to attaining universal access to effective and equitable maternal health care with focused interventions and community involvement. 
Recommendations
Create and carry out organized community-based health literacy initiatives to raise awareness of pregnancy danger signs (e.g. G. severe anemia, high blood pressure, and gestational diabetes. Include interactive and visual communication resources for populations with low or no literacy, such as flip charts, brief films, and community plays. Through frequent retraining on interpersonal communication and counseling techniques, ASHAs and ANMs can expand their role as educators rather than just service providers. 108 ambulance services should be made more accessible and timely, especially in isolated or difficult-to-reach villages. To promote male awareness and collaborative decision-making, start husband-inclusive maternal health sessions during village health and nutrition days. To emphasize the value of routine ANC and institutional delivery, support household-level counseling involving mothers-in-law and other influential people. For high-risk women who live far from medical facilities, establish or improve maternity waiting homes close to CHCs or FRUs.	Comment by Ajay Kumar Singh: correct it	Comment by Ajay Kumar Singh: counselling	Comment by Ajay Kumar Singh: rewrite	Comment by Ajay Kumar Singh: counselling	Comment by Ajay Kumar Singh: full forms

Limitations
Because the study was limited to a single rural block in Western India, it might not be applicable to other sociocultural contexts, such as tribal areas or urban slums. Additionally, the cross-sectional design restricts how behavior change is interpreted over time. Nevertheless, the knowledge has important ramifications for developing maternal health interventions that are equity-focused and sensitive to context.
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