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Abstract
In Bangladesh, increasing the use of primary healthcare (PHC) and maternal healthcare (MHC) services is the main 
focus of achieving the United Nations Sustainable Development Goal-3, ensuring healthy lives and wellbeing 
for all. However, little is known about the sociocultural barriers and enablers to accessing and using PHC and 
MHC services among rural Bangladeshi women. This qualitative study aimed to identify sociocultural barriers and 
enablers to accessing and using PHC and MHC services among Bangladeshi rural women by using the Theoretical 
Domains Framework (TDF). This exploratory qualitative study used focus groups and interviews to collect data 
from women (28), their husbands (8) and healthcare providers (18). Data were analysed using Framework approach 
underpinned by the TDF. Four main themes emerged from data analysis, of which key barriers were summarised 
in three themes: (i) family barriers including lack of family reinforcement, (ii) social barriers including gender of 
healthcare providers, and (iii) cultural barriers including superstition to access and use of healthcare services. 
The remaining theme, sociocultural support, included information about key enablers, such as family support, 
neighbourhood connection and media influence. Several key behavioural constructs that aligned with the TDF 
need to be targeted when developing an intervention to promote access and use of PHC and MHC services.
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Introduction
The purpose of primary healthcare (PHC) is to achieve 
equitable and cost-effective universal health coverage 
for all and for this reason, it has become a pressing sus-
tainability issue worldwide [1, 2].   On the basis of this 
goal, the Alma-Ata Declaration was held in 1978, and 
then PHC services have been introduced worldwide to 
strengthen the provision of healthcare for all [1, 2]. The 
contribution of PHC, a first level of contact for rural 
women with the primary healthcare centres (PHCCs) for 
preventive, curative and rehabilitative services [1], has 
been observed. This includes: the improvement of com-
municable diseases, such as tuberculosis and diarrhoea; 
and noncommunicable diseases (NCDs), such as cancer 
and diabetes [2, 3]. In addition to PHC services, mater-
nal healthcare (MHC) services, which encompass the 
community maternity services and care for rural women, 
have improved maternal health worldwide. These ser-
vices have also contributed to reducing healthcare costs, 
increasing efficiency by improving access to preventive 
and promotive services, and coordinating people-centric 
care based on the needs of its community members [4, 5].

Bangladesh, like other WHO member nations, pro-
vides PHC and MHC services in response to the United 
Nations Sustainable Development Goal-3 (SDG-3) call 
to ensure healthy lives and well-being for all by 2030 
[6]. Bangladesh has also made significant progress in 
many of the SDG-3 targets set by the United Nations. 
For example, the recent SDG progress report indicates 
that the maternal mortality rate has persistently dropped 
(165 per 100,000 live births in 2019 from 447 in 1995), 
and the number of births attended by skilled health per-
sonnel (doctors or nurses) has greatly improved (9.5% in 
1994 to 59% in 2019) [7]. However, the full potential of 
healthcare services at all levels (i.e. tertiary, secondary 
and primary levels) has never been equitably met due to 
lower concentration on the PHCCs [8], the lowest health-
care service level covering the upazila (subdistrict), 
union and village. Therefore, progress towards the health 
achievements of Bangladesh remains almost same to its 
other South Asian neighbours. For example, in 2018, the 
overall national antenatal care (ANC) visits of pregnant 
women were 56% [9], which is almost similar to India 
(58%) and Pakistan (52%) [10]. However, the ANC cover-
age rate of Bangladesh is far behind the standard level of 
ANC coverage observed in developed countries such as 
the United States of America (92.2%) [9].

Local PHCCs provide both PHC and MHC services 
to rural Bangladeshi women, but several challenges in 
accessing and utilising the services have been identified 
in the literature. For example, some of the key challenges 
in accessing PHC and MHC services by rural Bangla-
deshi women include healthcare costs [11], lack of trans-
port [11], physician preference to work in urban health 

centres [12] and women’s lifelong dependence on men 
[13]. Sociocultural barriers and enablers in accessing and 
utilising PHC and MHC services by rural Bangladeshi 
women were minimally focused upon in the literature. 
However, women’s health is a pressing sustainability 
issue in developing countries such as Bangladesh, where 
women are often discriminated, which is rooted in local 
sociocultural factors [14]. Therefore, the study aimed to 
identify sociocultural barriers and facilitators associ-
ated with PHC and MHC services by rural Bangladeshi 
women.

Theoretical framework
Theoretical domains framework (TDF) and the capability, 
opportunity, motivation and behaviour (COM-B) model
Since it was planned to identify the barriers and facilita-
tors to women accessing healthcare services and to con-
textualise factors in order to achieve targeted behaviour 
changes, the TDF [15] and COM-B model [16] were used 
as the underpinning frameworks instead of other mod-
els such as the Three Delays Model [17], which is mostly 
used for identifying barriers or challenges that individu-
als face to access healthcare facilities. The TDF was used 
to guide data collection and analysis for the study. TDF 
provides a theoretical lens to understand how various 
factors, such as cognitive, emotional, social and envi-
ronmental factors, influence healthcare behaviour [15]. 
TDF combines behaviour change theories into a single 
framework with 14 validated domains underpinned by 
psychological theories. The updated TDF includes 14 
domains and 84 theoretical constructs [15]. The Focus 
Group (FG) and interview topic guides for the study 
were formulated through the lens of the TDF frame-
work of behaviour change [15, 18]. The 14 domains were 
mapped onto the COM-B model (Fig. 1), which consists 
of three key components, including capability, opportu-
nity and motivation [16]. The COM-B model suggests 
that human behaviour (B) results from the interaction 
between personal, physical and psychological capabili-
ties (C) to utilise social and environmental opportunities 
(O) via motivators (M) that are reflective (thinking with 
the head) or automatic (emotional-‘thinking’ with the 
heart) [16]. Research evidence supports the use of TDF 
and COM-B model to explore barriers and facilitators to 
changing behaviour to inform the choice of intervention 
components [16, 19, 20].

Materials and methods
Design
An exploratory qualitative approach [21] was used to 
explore the sociocultural barriers and facilitators associ-
ated with access to and use of PHC and MHC services 
by rural Bangladeshi women through FGs and interviews 
with women, men and healthcare providers (HCPs).
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Setting
Accessing and utilising PHC and MHC services from pri-
mary level healthcare centre services is difficult for some 
populations such as women who reside in particularly 
remote rural regions [22]. In 2014, rural women (26%) in 
Bangladesh were less likely than urban women (46%) to 
have made the WHO recommended four or more ante-
natal visits [23]. The study was undertaken at Batiaghata 
upazila, a local administrative division under Khulna 
district in Bangladesh, where most of the women were 
unable to access PHC and MHC services from all pri-
mary level healthcare centres [24]. This area was chosen 
as the healthcare services of this region are not as good as 
those in other parts of Bangladesh [23, 24].

Sample and sample size
Participants were purposively selected for FGs and inter-
views from the study area based on their age, gender, pro-
fessions and locations. In principle, purposive sampling 
is one of the most widely used techniques in qualitative 
research to identify and select information-rich cases 
[25]. Although the sample size for data saturation cannot 
be predetermined in qualitative research, data satura-
tion can be achieved in three FGs and 10 interviews [26]. 
The FG/interview data were collected from three groups 
of participants: (i) women, (ii) husbands and (iii) HCPs. 
The FGs with women aged 16–49 years were organised 
by location. A total of three FGs were conducted from 
the two selected villages (Birat and Surkhali). In addition, 
a total of 31 participants, including women, husbands 
and HCPs for interviews, were purposively selected from 
upazila, unions and villages. HCPs are the persons (i.e. 
doctors, nurses) who provide different types of health-
care services to rural women, such as advising, assisting 
during childbirth, providing medicines, etc. HCPs have 

at least a bachelor’s degree in various public health disci-
plines, such as doctors have a bachelor’s degree in medi-
cine, nurses have nursing, pharmacists have pharmacy, 
etc. In addition, they are trained by different institutes 
such as the local Health Ministry in their health-related 
services. The recruitment process of study participants 
included various strategies. For example, women were 
recruited with the help of the community healthcare pro-
viders (CHCPs) at village community clinics (CCs), as 
they were known to the women. In addition, husbands 
were recruited with the help of women who participated 
in the FGs, and the upazila health and family planning 
officer, upon receipt of a letter, assisted the researcher 
by nominating the HCPs involved in the PHC and MHC 
services to rural women. Informed written consent was 
obtained from all groups of participants once they ver-
bally agreed to take part in this study. For in-person FGs 
and interviews, the informed consent form was shared 
with the participants and the completed form was col-
lected from them face-to-face, whereas the informed 
consent form was sent to the participants, who took part 
in virtual interviews, via postal mail with a return enve-
lope and they were asked to return the completed form 
using a self-addressed the envelope.

Data collection
FGs and interviews were undertaken with women to 
explore participants’ experiences, barriers and facilita-
tors, and interviews were undertaken with husbands and 
HCPs. The FG and interview topic guides (see Additional 
files 1–3) were developed using the TDF [15]. Open-
ended questions helped to obtain detailed information on 
the access to and utilisation of healthcare services. The 
topic guides were firstly prepared by the lead author in 
English language and was shared with the research team. 

Fig. 1  Map of the TDF to COM-B system [16]
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Afterwards, these were translated into Bengali for use 
in the local language before going to the field. FGs and 
interviews were organised by location and gender of the 
participants.

One female interviewer and two research assistants 
were engaged to conduct FGs with women, and the lead 
author conducted interviews with women, husbands and 
HCPs. The lead author had training on how to conduct 
FGs and interviews from the University of Leeds, UK 
and Khulna University, Bangladesh. He conducted FGs 
and interviews in his previous research prior to this PhD 
study. In addition, the female interviewer and research 
assistants who were employed were given a one-day 
training by the lead author. They had also prior knowl-
edge of qualitative data collection in the study setting 
where FGs and interviews were conducted. Data col-
lection was undertaken between January and June 2020 
through face-to-face and virtual communication via tele-
phone. Both face-to-face and telephone interview meth-
ods were followed, as it was not possible to conduct all 
interviews face-to-face due to COVID 19 restrictions, 
which led to some interviews being conducted by tele-
phone. The face-to-face interview means the process 
of interviewing the participants in person by the inter-
viewer whereas the telephone interview refers to the pro-
cess of interviewing the participants over the telephone 
call or without direct contact by the interviewer. In total, 
20 face-to-face interviews were undertaken and 11 tele-
phone interviews. A number of techniques and skills 
were used to ensure accuracy and completeness of data 
collection during face-to-face and telephone interviews, 
including using reliable recording devices with permis-
sion to record the interview, using verbal and non-verbal 
cues to establish rapport, avoiding leading or suggestive 
questions, using active listening and probing skills, and 
taking notes and memos.

Data saturation in this study was attained when suffi-
cient data had been collected to draw the necessary con-
clusions and no further data collection would produce 
value-added insights. This was reached at 26 interviews. 
To ensure that this was the case, an extra five inter-
views were undertaken, to ensure no new themes/ideas 
emerged from the interviews. The FGs lasted between 
65 and 110  minutes, and individual interviews lasted 
between 35 and 65 minutes.

Data analysis
Verbatim data transcription in Bengali following FGs and 
interviews was undertaken by the lead author and the 
female lead interviewer accompanied by female research 
assistants. The back-translation process suggested by 
Brislin [27] was adopted to translate data. First, the lead 
author translated verbatim the Bengali transcripts into 
English, and a translator, who graduated in English, 

back-translated transcripts into Bengali. Second, findings 
were then shared with the coauthors who are native Eng-
lish speakers.

To maintain confidentiality of data, the anonymity of 
participants was maintained by assigning pseudonyms, 
which were known only to the research team. In addition, 
electronic data, such as audio recordings of interviews, 
transcripts and field notes, were kept in a password pro-
tected OneDrive computer storage system.

Qualitative data from FGs and interviews were anal-
ysed based on the TDF using the five steps of Framework 
Analysis (FA) [28]: (i) familiarisation, (ii) initial thematic 
framework, (iii) indexing and sorting, (iv) reviewing data 
extracts and (v) data summary and display. Although FA 
shares some similarities with thematic analysis [29], it has 
an added step, summary and display, which shows trans-
parency and associations between the stages of analy-
sis [28, 30]. Data from each transcript were inductively 
coded and assigned initial code names after reading the 
entire dataset. Data were imported into one computer-
assisted qualitative data analysis software (CAQDAS), 
NVivo 12 [31], which is fully integrated for FA [32] and 
assisted in coding from several uploaded data sources, 
for example running word clouds to identify common 
patterns, cross-referencing, storage and data retrieval. 
An additional step was taken to match code names to 
themes represented by the ‘domains’ within the TDF. This 
needed the researcher to reread data within the codes 
and then allocate the codes to the appropriate domains. It 
was essential to reread the data, as the data coded under 
one code name may have been categorised into two or 
three different domains within the TDF. All codes could 
be applied to at least one domain. To ensure trustworthi-
ness, care was taken to remain open to all possibilities 
during transcribing, coding and analysing the data. The 
research team also objectively checked, discussed and 
agreed the coding interpretations to avoid bias or influ-
ence of previous research findings. In addition, themes 
were adjusted and refined several times through discus-
sion and agreement with the research team. The process 
of triangulation of FG and interview data involved data 
source triangulation [33] as data was collected from dif-
ferent individuals to gain multiple perspectives and data 
validity.

Results
Characteristics of the participants
Twenty-three females participated in three FGs, and 
five women, eight husbands and 18 HCPs participated 
in interviews. The participants’ demographics are pre-
sented in Table 1. In the main, the level of education of 
participants was primary and secondary education, and 
most participants were housewives (Table  1). Husbands 
of the women, who participated in the study, were also 
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interviewed from two different villages of the Batiaghata 
upazila in Bangladesh. Of the eight husbands inter-
viewed, most (six) were engaged in labour and business. 
The husbands’ average age was 39 years, and most partic-
ipants had a secondary level of education. As illustrated 
in Table  1, the HCPs, who were interviewed, represent 
three different health centres at the primary healthcare 
level of Bangladesh: upazila health complex (UHC), 
union health and family welfare centre (UHFWC) and 
CC. The HCPs represented: (i) doctors and nurses (6) 
working at the Batiaghata UHC; (ii) sub-assistant com-
munity medical officer (SACMO), family welfare visitor 
(FWV), pharmacist, family planning inspector (FPI) and 
family welfare assistant (FWA) (8) working at Shurkhali 
and Amirpur UHFWCs; and (iii) CHCP (4) working at 
village CCs. Of the HCPs, 10 were female and eight were 
male, with an average age of 36 years. Most participants 
completed a tertiary level of education. Most FG and 
interview participants were married, and their religious 
denominations were Islam and Hinduism.

After categorising the FG and interview data, diverse 
subthemes contributing to sociocultural barriers and 
enablers to PHC and MHC services of women emerged 
from the data analysis. These subthemes were in turn 
associated with four broad themes: family-related bar-
riers; social barriers; cultural barriers; and sociocultural 

support for the access to and use of PHC and MHC ser-
vices by rural Bangladeshi women (Table 2).

Theme 1 Family-related barriers to access and use of 
healthcare services by women
This theme consists of three categories: (a) lack of family 
reinforcement for primary care; (b)  role of in-laws dur-
ing pregnancy and childbirth of women; and (c) family 
norms preventing husbands from supporting their wives. 
This theme comprises the findings of four TDF domains: 
social/professional role, reinforcement, environmental 
context and resources, and emotion.

Lack of family reinforcement for primary care
Most female participants sometimes faced less support 
from their family members in seeking healthcare from 
PHCCs. Narrating the experiences, one FG female par-
ticipant said:

‘Sometimes we can’t share our problems with our 
family members, and they don’t even consider if we 
share. For example, a while back I had a serious 
headache, and then shared with my family mem-
bers, but they told me it was a normal problem and 
would naturally subside within two days’ (FG1; 
Female, 30 years).

Table 1  Demographic characteristics of the FG and interview participants
Characteristics Participants

Female Husbands HCPs
Number of FGs and interviews Three FGs (n = 23) and five interviews Eight interviews 18 interviews
Location Village Village UHC, UHFWC and CC
Average age 33 39 36
Gender (Male/Female) Female = 28 Male = 8 Male = 8 and Female = 10
Average education Primary and secondary Secondary Tertiary
Occupation/designation Housewives (n = 23); Service (n = 3); and Stu-

dent (n = 2)
Business (n = 3), Labour (n = 2); 
and Others (n = 3)

Doctor and nurse (n = 6); 
SACMO, FWV, pharma-
cist, FPI, FWA (n = 8); and 
CHCP (n = 4)

Marital Status Married = 26 and Unmarried = 2 Married = 8 Married = 18
Religion Islam = 19 and Hindu = 9 Islam = 6 and Hindu = 2 Islam = 6 and Hindu = 12

Table 2  Themes and subthemes related to sociocultural barriers and enablers to PHC and MHC services by women
Themes Subthemes
Family-related barriers to access and use of healthcare services by women • Lack of family reinforcement for primary care

• Role of in-laws during pregnancy and childbirth of women
• Family norms preventing husbands from supporting their wives

Social barriers to access and use of healthcare services by women • Gender of the healthcare providers
• Social stigma

Cultural barriers to access and use of healthcare services by women • Superstitions related to women’s maternity care
• Religious taboo to the uptake of birth control techniques

Sociocultural supports to access and use of healthcare services by women • Family support
• Neighbourhood connection
• Mass media influence



Page 6 of 13Chanda et al. BMC Health Services Research         (2024) 24:1248 

Some female participants were not happy with the atti-
tude of their husbands and mothers-in-law. During FG 
discussions, women shared their experiences with regret. 
For example, some women felt that

‘Our husbands… say not to visit the UHC. Even 
if our CHCP refers us to visit the UHC, we are not 
sometimes allowed to go there without convincing 
our husbands. Why should we convince our hus-
bands? Shouldn’t they understand that their wives 
may face difficulties and for this reason, they want 
to visit the UHC? Bad luck Apa (referring to the 
female moderator) …bad luck. If we ask to go to the 
UHC, they excuse of the shortage of money…hmm…
and so many excuses’ (FG3; Female, 42 years).
‘… My mother-in-law did not receive a test for cervi-
cal cancer and when I shared with her about our CC 
service for cervical cancer screening, she scolded and 
discouraged me from taking the test. That is why I 
could not have that test’ (FG1; Female, 28 years).

Most husbands interviewed acknowledged that they 
could not always manage to find the time to accompany 
their wives to health services. Sometimes women faced 
physical abuse from their husbands when they asked their 
husbands to take them to health centres. In addition, in 
rural Bangladesh, a culture of polygamy (a family consist-
ing of one husband and more than one wife) is common 
in some places. Women faced a challenge when seek-
ing treatment if their husband was shared with another 
woman. An interview with one UHC doctor revealed 
that the patriarchal attitude of society sometimes hinders 
women from seeking treatment in Bangladesh.

‘We are living in a patriarchal society where men are 
superior to women, and this tendency is more preva-
lent in rural societies compared to urban. When any 
female member of a family gets sick, her problem is 
not always taken seriously. To some extent, women 
do not share their problems with other family mem-
bers as they think their problems will not be a prior-
ity issue’ (Interview1; Doctor, 40 years).

Role of in-laws during women’s pregnancy and childbirth
Family members, including mothers-in-laws and sisters-
in-laws, discouraged women’s pregnancy care and child-
birth at the facility centres. As in-laws did not use the 
facilities, which women were able to access, they thought 
it was unnecessary for women to visit health centres. 
During her interview, one female participant reported 
that her mother-in-law insisted that she sought a tradi-
tional healer that the mother-in-law had previously used 

to maintain their cultural identity and intergenerational 
continuity.

‘… My mother-in-law doesn’t want me to visit a doc-
tor. She always tells me her own experience of preg-
nancy and childbirth in her days. She never attended 
any health centres for maternal services. If she had 
any problems, she relied on kabiraji treatment (a 
kind of traditional treatment). She now tells me to 
see a kabiraj (a traditional healer) and to follow the 
Islamic way of life’ (Interview3; Female, 27 years).

Sometimes mothers-in-law in Muslim families prevented 
women from taking vaccines to avoid pregnancy com-
plications. During FG discussions, female participants 
reported that their in-laws react about eating behaviour 
and trust in HCP services during their pregnancy and 
childbirth. Two female participants of the same FG said:

‘My mother-in-law asked me during my pregnancy 
why do you need to eat so much? I had a childbirth 
when I was working in the paddy field. I ate no extra 
foods and had a normal baby delivery. Why do you 
need to visit a CC?’ (FG1; Female, years).
‘When I had a caesarean baby, my elderly sister-in-
law told me, do you know why you are in the hospi-
tal now? You ate too much as the city doctor advised 
you to eat. It is their policy that they will receive 
money when you have your surgery’ (FG1; Female, 
31 years).

Family norms preventing husbands from supporting their 
wives
Most joint families (a family that consists of three or 
more generations and their spouses who live together in 
a single house) in rural Bangladesh have a norm of fol-
lowing elders’ advice for decision-making. Although the 
elders’ decision sometimes contradicts modern ideas of 
treatment, husbands cannot always ignore their deci-
sion to support their wives with modern treatment. They 
are accustomed to protecting family hierarchy. Speaking 
about family norms, one husband expressed:

‘Always I can’t fix my wife’s healthcare needs by 
ignoring my mother. She accompanies my wife to 
seek CC care. If my mother cannot travel, she then 
asks me to accompany my wife. Hm…my elder 
brother followed mother’s advice during pregnancy 
and childbirth care for his wife, and now I am fol-
lowing the same tradition’ (Interview8; Husband, 30 
years).
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Barriers to the utilisation of healthcare services were also 
found when husbands did not want their wives to take 
contraception due to having family restrictions. However, 
some women did take birth control pills, which they kept 
in a secret place. When the moderator of the FG asked 
what they would say if their husband asked why they 
were not conceiving for a long time, the woman would 
reply deceitfully to her husband.

‘[laughing] Apa, you have asked me a good question. 
Yes, my husband asked me, and I told him that I had 
some physical problems and that’s why I wasn’t con-
ceiving’ (FG3; Female, 42 years).

Theme 2 Social barriers to access and use of healthcare 
services by women
This theme includes two categories: (a) gender of the 
healthcare providers; and (b) social stigma. This theme 
comprises the findings of three TDF domains: knowl-
edge, environmental context and resources, and emotion.

Gender of the healthcare providers
The gender of HCPs was also found to be an issue with 
regards to the utilisation of healthcare services among 
rural Bangladeshi women. The female participants 
were found to be more interested in seeking treatment 
from the female HCPs. Most FG female participants 
expressed that having a female physician was always bet-
ter for pregnancy care and family planning issues as they 
could express all physical problems to the doctor and 
allow them to touch their body. Speaking about this, one 
female participant during FGs said:

‘If a female physician is available, it’s always better 
for us because we can feel free to tell her about our 
pregnancy problem. If an investigation is needed, we 
may consent without hesitation for a female doctor 
to touch our organs instead of a male’ (FG1; Female, 
30 years).

Women also experienced hesitation with the treatment of 
some primary care problems, especially those related to 
their gynaecological concerns.

‘Shame sometimes occurs when we meet a male phy-
sician to talk about physical problems. For example, 
I was embarrassed when I met a male doctor at 
UHC because my problem was related to irregular 
menstruation’ (FG1; Female, 20 years).

In contrast, some participants shared that they did not 
face any problem consulting with a male HCP, particu-
larly when the problem was not maternal:

‘It is not a problem if a female or male doctor is 
available as I think the service will be the same for 
all cases. If I can tell my problem to a doctor, there 
will be no problem …disease is a disease, it shouldn’t 
be separately identified by the gender of a doctor. 
Problems must be shared with a doctor, and I didn’t 
face any problem to share my problems with a male 
CHCP’ (Interview4; Female, 35 years).

When women could not share their physical problems 
with a male HCP, they faced a delay in their treatment or 
had to change the place of treatment from the primary 
level health centres to the secondary level. A female par-
ticipant shared:

‘Around two years ago…right hmm… I was feeling 
pain in my left breast [pause] and went to the UHC 
to see a female doctor. However, I couldn’t find any 
female doctor and was unable to disclose to a male 
physician at UHC. Later, I went to a female doctor 
at Khulna Medical (district level hospital) and then 
got my solution’ (FG2; Female, 35 years).

Social stigma-the hidden threat of sharing illness
Sometimes women living with a health illness were 
unable to share their problems with people in their com-
munity as they were afraid of being stigmatised.

‘If I met a doctor at UHC, people in the neighbour-
hood would ask why I went to Batiaghata. They 
think I might be suffering from a major disease; oth-
erwise, I would not go to the UHC. If people know 
my problem, they simply can’t accept it. Because 
of this, sometimes we don’t visit the UHC’ (FG1; 
Female, 20 years).

The consequence of being stigmatised appears to be one 
reason why women may be reluctant to attend the UHC 
services, including a fear of being divorced. Two female 
participants highlighted this:

‘This is common because if my relatives or neigh-
bours find out that I have a problem with my private 
parts, they may take it differently. Therefore, it is 
better to keep silent and receive treatment from the 
CC if it’s possible. If we go to CCs, no one will suspect 
as we regularly visit there. However, if we go to the 
UHC, people around us ask why I went there’ (FG1; 
Female, 30 years).
‘My neighbour was divorced because she was unable 
to conceive due to some physical problems. Although 
her family and relatives knew about the problems, 
they didn’t take her to a doctor and ignored her. Also, 
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they influenced her husband to remarry, hoping for 
a baby. Therefore, So, we sometimes don’t share our 
problems with husbands…’ (Interview3;  Female, 27 
years).

Theme 3 Cultural barriers to access and use of healthcare 
services by women
This theme includes two categories: (a) superstitions 
related to women’s maternity care; and (b) religious taboo 
to the uptake of birth control techniques. This theme 
includes the findings of three TDF domains: social/pro-
fessional role, reinforcement, and environmental context 
and resources.

Superstitions related to women’s maternity care
Superstitions in rural Muslim families were sometimes 
challenging to pregnancy care. The pregnant female par-
ticipants had a very difficult time due to the fear of super-
stition. Narrating the experiences, both FG and interview 
female participants said:

‘My family members help me to go out to visit HCPs 
during pregnancy, but it is limited to daytime only. 
Hmm…I had severe pain during my first preg-
nancy…umh…not related to labour… and it was 
in the evening. However, my family members didn’t 
take me then to the hospital as going outside for a 
pregnant mother during the night was considered to 
be vile for the family and bad for the foetus in our 
village. (Tearing…and wiping with her saree) I had a 
very terrible night that I can still remember and the 
next day my husband took me to a UHC physician’ 
(FG2; Female, 49 years).
‘My father-in-law said it is not good for a baby and 
family to share pregnancy issues with outsiders. 
Also, as a Muslim female, I can’t talk to an out-
side male. If I urgently need to go to PHCCs, I must 
accompany my husband and wear a burkah’ (Inter-
view4; Female, 35 years).

The Hindu female participants were also affected by 
superstition. Hindu families in some ‘religious sects’ tend 
not to eat certain protein-related foods, such as meat or 
fish because they believe that living a vegetarian life dur-
ing pregnancy will keep the foetus safe. One female par-
ticipant said:

‘In our family it is customary not to eat any kind of 
meat and fish during pregnancy to avoid illness of 
mother and foetus. We eat vegetables, beans, milk, 
etc.’ (Interview2; Female, 30 years).

Thus, to reduce the possibility of malnutrition in preg-
nant women, HCPs always advise specific dietary guide-
lines for the Muslim and Hindu patients. One HCP 
participant during one interview shared:

‘Some… Hindu pregnant women visit UHFWC for 
ANC check-ups. During pregnancy, they don’t con-
sume meat, fish, eggs, or even some pulses, and con-
sequently, they suffer from low weight. Then, I advise 
them to avoid dietary family rules and take extra 
foods that can reduce your nutritional deficiencies; 
otherwise, both you and your child will suffer’ (Inter-
view8; SACMO, 50 years).

Religious taboo to the uptake of family planning methods by 
women
Adherence to religious faith is commonly considered 
for the well-being of humans. However, it sometimes 
becomes controversial when the ideology of religion goes 
against the modern concept of healthcare. The FG and 
interview data revealed that the female participants who 
lived rurally faced some religious barriers to the uptake of 
family planning methods. For example:

‘I may not take oral pills, or my husband doesn’t 
use condoms as a family planning method because 
my mother-in-law and husband both said it was 
not in their family practice. If I want to control the 
pregnancy by taking contraceptives, Allah will be 
unhappy. Controlling the pregnancy is a task of gun-
nah’ (offence) (FG2; Female, 19 years).

HCPs also thought that some religious obligations such 
as the restriction of following the HCP health advice by 
female participants were barriers to accessing healthcare 
services. Females are the common victims in this case as 
mostly superstitions are imposed by society in the name 
of religion.

‘…Some patients shared me that their husbands 
attended the mosque and then the Imam (priest) 
threatened them by asking why their wives often 
needed to be taken to the hospital to get modern 
services of family planning. In the past, it was not 
common, people followed Iman (the ethics of Islam), 
but now it has decreased a lot’ (Interview9; FWV, 49 
years).

The consequence of taking family planning methods 
such as implant was not always satisfactory for women. If 
women faced any problems after taking family planning 
methods, they were badly treated by the family.
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‘The family does not seriously take all types of ill-
ness. [Pause] Mainly illness was related to the 
birth control. I faced enormous bleeding after hav-
ing an implant for the first three months and when 
I informed my husband, he said are you kidding? 
Also, when I felt discomfort with the implant, I 
sometimes took a rest after cooking. My mother-in-
law didn’t like it and said you are feigning? I then 
went to the UHFWC and shared my problems with 
an FWV, and then she advised me to change the 
implant and to take a three-month injection as an 
alternative method’ (FG3; Female, 18 years).

Theme 4 Sociocultural supports to access and use of 
healthcare services by women
Although women face several constraints in seeking 
healthcare services, they receive some support in using 
PHCC provided healthcare services. This theme includes 
three categories: (a) family support; (b) neighbourhood 
connection; and (c) mass media influence on access and 
utilisation of healthcare services by women. This theme 
incorporated the findings of four TDF domains: social/
professional role, reinforcement, environmental context 
and resources, and emotion.

Family support
Family members were reported not only to encourage but 
also to accompany rural women to seek PHC and MHC 
services. One woman during the FG expressed that her 
husband usually accompanied her while visiting PHCCs.

‘My husband takes me to UHC doctors immediately 
after I fall in sick. If he doesn’t stay at home, my 
mother-in-law calls upon a doctor. Some days ago, 
I was vomiting, my mother-in-law came and asked 
me to take medicines’ (FG2; Female, 26 years).

Corroborating these views, interviews with husbands 
revealed that they were active in supporting their wives 
in seeking treatment. If husbands sometimes could not 
accompany their wife, they managed to get somebody 
else to accompany them to attend PHCCs. Husbands 
appeared to play a leading role in seeking treatment 
for their wives, such as hiring transport, managing the 
money and making contact with the facility. The hus-
bands, who were interviewed, shared that they jointly 
made the healthcare-related decision with their wives to 
seek treatment. They were also concerned about access 
and use of maternity services for their wives.

‘If she [my wife] faces physical sickness, I don’t feel 
mentally well. I then take her to the CC’ (Inter-
view2; Husband, 42 years).

‘I always prayed to God so that my wife would have 
a risk-free childbirth’ (Interview8;  Husband, 30 
years).

Furthermore, some female participants, who attended the 
FGs, shared that their in-laws helped them to record the 
appointment date for ANC visits and monitor whether 
medicines were being taken in a timely manner by them. 
Female participants reported that they did not feel fear 
during physical tests if their family members accompa-
nied them at PHCCs.

‘The presence of a family member while taking blood 
for the UHC lab test reduces my tension’ (FG1; 
Female, 28 years).

Neighbourhood connection
Like family members, neighbours appeared to play a piv-
otal role in assisting rural Bangladeshi women in access-
ing and utilising healthcare services. Rural women made 
connections with neighbours based upon their marital 
and pregnancy status. Women often used to visit CCs 
with their neighbours. In addition, the women, who 
attended the FGs, reported taking the same types of 
family planning methods that were taken by their neigh-
bours. There was also a culture of sharing the family 
planning methods among rural women. This neighbour-
hood connection worked as a source of women’s knowl-
edge about healthcare services. Thus, women knew 
which family planning method their neighbour used and 
any side effects before taking this.

‘I took the same oral pill as a family planning 
method that was taken by my neighbour. I asked my 
neighbour if she faced any physical problems after 
taking the pill. When she said that she didn’t face 
any problem, I took the same oral pill’ (FG1; Female, 
20 years).

Mass media influence
Mass media emerged as another source of women’s 
knowledge about healthcare services. Information about 
MHC services is disseminated to rural Bangladeshi 
women through various mass media, including television 
and radio. Rural women were inspired by media content, 
such as local songs and dramas, to know the location of 
healthcare centres and proper time of contact with HCPs. 
One female participant during one interview stated:

‘We don’t have any television, but we listen to the 
radio where some folk dramas and songs are broad-
cast about pregnancy care. These programmes 
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include sources of mothers’ nutritious food and their 
regular healthcare needs from CCs, which inspired 
me to access CCs’ (Interview2; Female, 30 years).

Access to the available local mass media made women 
aware about accessing CC maternal healthcare.

Discussion
This study aimed to identify sociocultural barriers and 
facilitators associated with access to and use of PHC 
and MHC services by rural Bangladeshi women. FG and 
interview participants identified several sociocultural 
barriers to accessing and utilising healthcare services 
by rural Bangladeshi women and these included: lack of 
family encouragement for PHC; intergenerational con-
tinuity and the role of in-laws; superstitions related to 
MHC; religious taboo; gender of HCPs; family norms and 
social stigma. These findings are similar to and build on 
previous studies in Bangladesh and other Asian coun-
tries, and Africa [34–40]; however, these studies were 
only related to pregnancy care and childbirth. Sociocul-
tural barriers can delay the treatment of rural women and 
as a result may become a threat to their lives. Barriers to 
women’s movement to health centres during emergencies 
can lead to delays in accessing timely care [41, 42].

A lack of support from family members, including hus-
bands and in-laws, appears to adversely affect access to 
and utilisation of PHC and MHC services by rural Ban-
gladeshi women. Furthermore, family norms of maintain-
ing the decision of elders often hinder husbands from 
supporting their wives in a timely fashion. The consent of 
family members was necessary for rural women to make 
significant decisions in their lives, from family plan-
ning to their choice of consulting with a suitable HCP 
[43]. It may be the fact that rural people are not aware 
of the importance of modern treatment. Therefore, it is 
suggested encouraging rural husbands and other family 
members so that they reinforce and join women to seek 
for treatment. Also, raising awareness among husbands 
about some delayed decision of senior family members 
so that these cannot be barriers for them to support their 
wives while seeking care.

The current study also found that the gender of HCPs 
hinders women from accessing care when they have to 
see a male doctor about a maternity issue. This can be 
interpreted as the ideology of purity and shame, which 
is so important for the status of Bangladeshi women that 
they feel hesitant to share their physical problems directly 
with a male HCP [44, 45]. Therefore, it is suggested that 
the local healthcare centres can encourage women to see 
healthcare providers who may not be female by maintain-
ing culturally appropriate dress in order to increase their 
healthcare service accesses. This study can inform the 
current community awareness raising programmes of the 

Government of Bangladesh [6] to take into account the 
existing issue. In addition to gender issue, consistent with 
prior studies in LMICs [36, 46], our study demonstrated 
that social stigma including fear of being labelled was one 
of the barriers to women accessing healthcare services. 
Social stigma towards healthcare services used by women 
is rooted in the stereotypical thinking of the community 
[46]. Thus, it is suggested to raise awareness among com-
munity people to minimise social stigma so that villag-
ers can understand illness is a normal process. Cultural 
restrictions placed on women accessing healthcare facili-
ties are another barrier noted in the study. Superstitions 
contributed to the preference of rural families for women 
to consult a traditional HCP instead of a modern HCP. 
Religious taboo also inhibited women from using a birth 
control technique. The strong influence of superstitions 
and taboos on women’s maternity care practices is con-
sistent with previous research by lower- and middle-
income countries, including Bangladesh [38, 39, 47, 48]. 
Thus, it is suggested that the existence of superstitions 
and taboos be considered when developing interventions 
for improving healthcare access and use of healthcare by 
rural Bangladeshi women [39]. Since religious or commu-
nity leaders are often considered as respected and trusted 
individuals in rural communities, they can be involved in 
providing modern healthcare information to rural com-
munities, which can be an effective way to reduce super-
stitions that delay access to healthcare services [39].

Conversely, in the study, key sociocultural facilita-
tors for rural women accessing and utilising healthcare 
services included support from family, neighbours and 
mass media for both PHC and MHC, which can be clas-
sified as accompaniment support, leading support, emo-
tional support and health information support. Family 
and neighbourhood support was also a significant factor 
in several of the studies undertaken in Bangladesh [49] 
other countries [34, 37], where support was only identi-
fied for MHC. In South Asia, it is suggested that women 
receiving support from their family members, includ-
ing husbands [49] and women whose husbands are con-
cerned about complications related to pregnancy [10, 
21, 33] are more likely to use MHC services. Likewise, 
we have found accompaniment and health information 
related supportive from neighbours for rural women 
in accessing healthcare services, which are in line with 
research undertaken in Bangladesh [38, 49] and Zam-
bia [50]. Neighbours were also reported to have mon-
etary[49] and childbirth assistant support [50] to women 
while accessing care. Strong family ties and social rela-
tionships with neighbours in rural Bangladeshi settings 
can help women to seek care from PHCCs.

Mass media exposure of rural women emerged as a 
significant facilitator in accessing healthcare services 
in their area. The finding of health-related information 
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effects on rural women through mass media are align 
with evidence in Bangladesh [51] and other parts of the 
world [52, 53]. WHO [54] emphasised that mass media 
plays a very effective role to improve health outcomes of 
women by overcoming their sociocultural and economic 
barriers. Rural people, compared to urban people, do 
not receive much media exposure about the importance 
of women’s health, which can improve health behaviour 
in general [55]. Therefore, the Government of Bangla-
desh should strengthen sponsoring several health-related 
information campaigns in rural area through radio or 
television so that these campaigns may have had a posi-
tive outcome.

Strengths and limitations
The strength of this study lies in its theoretical frame-
works, TDF and COM-B, which were used to explore 
sociocultural barriers and facilitators to women in 
accessing healthcare services, are new in in the context 
of rural Bangladesh. The TDF was useful in guiding the 
topic guides, providing a ‘lens’ for the study and frame-
work for the analysis of the data.

This study also has some limitations. First, since it is a 
qualitative study, the findings cannot be statistically gen-
eralised. Although statistical generalisation is not the 
aim of qualitative research, theoretical generalisation 
and transferability are adopted in qualitative research 
[56]. Theoretical generalisation was made in this study 
at the point of data analysis. Findings were coded based 
on the priori theoretical framework, TDF. Generalising 
to a theory or conceptualisation is a matter of identifying 
a fact that supports that conceptualisation [57]. In addi-
tion, transferability was maintained in the “Discussion” 
section by comparing findings of this study with the evi-
dence from Bangladesh and other settings. Second, the 
recruitment process through which rural women were 
selected by CHCPs who were known to the participants, 
which could lead to selection biases. However, CHCPs 
were asked to select the participants who were only using 
services from them and to maintain regional balance. 
These attributes were also checked by the lead author 
during data collection. Third, the views of rural women 
during FG may have been influenced by the presence of 
other members of the group. However, efforts were made 
to organise groups by gender and location because it was 
assumed that the same sex and familiarity of participants 
from the same locality would have less influence on each 
other, and the moderator and facilitator were trained 
to organise FGs in an equal and value-free way. Fourth, 
the absence of visual cues might occur during telephone 
interviews, which could lead to data loss and undermine 
data quality [57]. Although nonverbal data are not always 

essential due to the possibility of misinterpretation [57], 
in this study, sometimes women felt emotional while 
describing their healthcare situation, which were not 
recorded. Therefore, some compensation for data loss 
was considered, such as intonation [58], and hesitations 
and sighs [59].

Conclusion
Some sociocultural issues were reported as barriers expe-
rienced by rural women accessing and using PHC and 
MHC services. These barriers included (i) family-related 
barriers, including lack of support from families to seek 
treatment, intergenerational continuity and traditional 
family norms; (ii) social barriers including gender of 
HCPs and social stigma; and (iii) cultural barriers includ-
ing superstitions and religious taboos. Conversely, socio-
cultural support, such as family support, neighbourhood 
connection and mass media influence, was identified as 
enabler of women accessing and using PHC and MHC 
services. Since sociocultural practices greatly influence 
PHC and MHC services by rural women, it is necessary 
to consider these issues when determining future inter-
vention development. Therefore, in the future, a study 
related to culturally appropriate interventions to increase 
PHC and MHC services by rural Bangladeshi women can 
be undertaken.
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