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Abstract
Background  A significant concern for Bangladesh is the high prevalence of adolescent pregnancy and the 
associated negative consequences for mother and baby, including a teen-related increased risk of preterm birth 
(PTB). Bangladesh also has one of the highest incidences of PTB (19%). Despite these high numbers of adolescent 
pregnancies and PTB, little is reported about the experiences of adolescent mothers in caring for their preterm babies, 
and the interventions needed to support them. The aim of this study was to explore gaps and opportunities for 
improved care for preterm babies among adolescent mothers and communities in rural Bangladesh.

Methods  We conducted a qualitative study in rural villages of Baliakandi sub-district of Bangladesh. Data collection 
involved in-depth interviews with adolescent mothers of premature and term babies, adult mothers with premature 
babies, and family members (n = 36); focus groups with community members (n = 5); and key informant interviews 
with healthcare providers (n = 13). Adolescent mothers with term and adult mothers with PTBs were included to 
elicit similarities and differences in understanding and care practices of PTB. A thematic approach was used for data 
analysis.

Results  We explored two major themes- perceptions and understanding of PTB; care practices and care-seeking 
for illnesses. We observed gaps and variations in understanding of preterm birth (length of gestation, appearance, 
causes, problems faced) and care practices (thermal management, feeding, weight monitoring) among all, but 
particularly among adolescents. Immediate natal and marital-kins were prominent in the narratives of adolescents 
as sources of informational and instrumental support. The use of multiple providers and delays in care-seeking from 
trained providers for sick preterm babies was noted, often modulated by the perception of severity of illness, cost, 
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Background
Adolescent pregnancy and motherhood continues to be 
considered a priority public health and human rights 
issue because of its profound consequences and long-
term negative effects on young individuals, their families, 
and entire communities. Globally, 16 million adolescent 
mothers aged 15–19 years and 2 million below the age of 
15 experience the physically and emotionally demand-
ing journey of pregnancy and childbirth every year [1, 
2]. More than 90% of these births occur in low- and mid-
dle-income countries (LMICs) and within marginalized 
communities – commonly driven by poverty, lack of edu-
cation and employment opportunities in these areas [3–
5]. Adolescent childbearing is generally associated with 
negative health consequences for both the mother and 
baby including increased risks of maternal and neonatal 
deaths, stillbirths, preterm births (PTB), small-for gesta-
tional-age (SGA) babies, severe neonatal complications, 
pregnancy and childbirth complications, and maternal 
undernutrition, as compared to child-bearing for those 
older than 19 years [6–10]. In addition, adolescent moth-
ers must simultaneously adapt to the demanding role of 
being a mother and nurturing a baby while they are still 
going through their own biological, physical, emotional, 
and psychological development as an adolescent [11–13]. 
Without the necessary knowledge, skills, and resources 
to deal with early parenthood, they face several social, 
economic, personal and relational challenges [11–13].

Both hospital and population-based studies in high 
and low resource settings consistently report that ado-
lescent mothers are at an increased risk for PTB com-
pared with mothers aged above 19 years of age [6, 7, 9, 
14–16]. Multi-country studies conducted in LMICs also 
identified that adolescent mothers aged less than 20 years 
are at increased risk of PTB, after controlling for coun-
try, health facility effects and for potential confounding 
factors [7, 10]. The risk of PTB is especially high among 
adolescent mothers less than 16 years of age [7, 10]. 
Although all babies are vulnerable in the first few days 
after birth and require essential newborn care, premature 
babies are especially vulnerable to temperature instabil-
ity, feeding difficulties, low blood sugar, infections, and 
breathing difficulties [17]. Since preterm babies are high-
risk neonates requiring special attention and care, early 

recognition and health care-seeking is very important 
for these mothers and babies, to reduce morbidity and 
mortality. However, this extra care might be challenging 
for adolescent mothers. Thus, already higher risks posed 
to adolescent motherhood may be further compounded 
by a PTB, and vice versa, elevating the vulnerability and 
distress among adolescent mothers and their high-risk 
babies.

Despite remarkable progress in health indicators, a sig-
nificant concern for Bangladesh is the high prevalence of 
child marriages and the subsequent high levels of adoles-
cent pregnancy. According to the recent 2017-18 Ban-
gladesh Demographic and Health Survey (BDHS) the 
median age at first marriage among women aged 20–49 
is 16.3 years and approximately 71% of women in this 
age group were married by age 18. The report also high-
lights that almost one-third (28%) of adolescent girls aged 
15–19 years have begun child bearing [18]. Moreover, 
Bangladesh has one of the highest incidences of PTB in 
the world. An estimated 603,698 babies were born pre-
maturely in 2014 i.e., 19% of the total number of births 
that year [19]. The BDHS estimates that about 19% of 
all neonatal deaths are directly attributed to PTB [18]. 
Another study in rural Bangladesh found the risk of death 
in preterm babies to be significantly higher than that of 
term babies [20]. Given that worldwide, almost half of 
preterm babies are born at home and that even among 
those born in facilities critical newborn care is often lack-
ing [17], ensuring that adolescent mothers, their fami-
lies and communities are well-informed and empowered 
about care of preterm babies is crucial [17].

In spite of the high rate of adolescent pregnancies and 
preterm births in Bangladesh, there is a dearth of evi-
dence documenting the understanding and experiences 
of adolescent mothers in caring for their preterm babies. 
Equally, little is known about the interventions needed 
to prepare and assist them in caring for their premature 
babies. Exploratory studies in African settings, includ-
ing Malawi, Uganda and Ghana, indicate that inadequate 
care of preterm babies is commonly driven by a (i) lack or 
inadequate knowledge about the causes of preterm birth, 
diseases severity and how to care for preterm babies; 
poverty which prevented families from buying warm 
materials, living in properly build warm houses or paying 

convenience, and quality of services. Health systems challenges included lack of equipment and trained staff in 
facilities to provide special care to preterm babies.

Conclusion  A combination of factors including local knowledge, socio-cultural practices and health systems 
challenges influenced knowledge of, and care for, preterm babies among adolescent and adult mothers. Strategies 
to improve birth outcomes will require increased awareness among adolescents, women, and families about PTB and 
improvement in quality of PTB services at health facilities.

Keywords  Adolescents, Preterm birth, Bangladesh, Maternal, Newborn
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transport costs and costs of health facilities; and (iii) poor 
quality of care at health facilities due to lack of protocols, 
skilled service providers and basic equipment, drugs and 
other supplies [21–24]. In addition, findings from these 
studies as well as in Bangladesh reveal low rates of care-
seeking or using traditional medicines and care-seeking 
from unqualified providers for complications and ill-
nesses in preterm babies [21–25]. However, whether 
these factors are important barriers in other settings spe-
cially among adolescent mothers in rural Bangladesh is 
unknown. We, therefore, undertook a qualitative study to 
explore the perception and caring practices of adolescent 
mothers, their family and community members regarding 
PTB, at a rural sub-district in Bangladesh. To gain an in-
depth understanding of whether and how the perception 
and care-practices differ between adolescents with pre-
mature births and their term counterparts, data was also 
collected from adolescent mothers (15–19 years) who 
gave birth to term babies and older mothers (≥ 19 years of 
age) who gave birth to premature babies. Information on 
the perceptions of PTB, access to related health services 
and subsequent management practices among adolescent 
mothers and community, will be important for reproduc-
tive health programs to better understand their specific 
needs and to tailor services and strategies to improve 
perinatal and newborn care in Bangladesh and other 
resource poor settings.

Methods
Study design
We adopted a qualitative approach involving in-depth 
interviews (IDI), key informant interviews (KII), and 
focus group discussions (FGD) to generate a detailed 
understanding of mothers’ and community perspectives 

regarding PTB and their experiences in caring for a pre-
term baby within their social context.

Study setting and participants
The study was conducted in rural villages of Baliakandi 
sub-district in Rajbari District, central Bangladesh. The 
sub-district was chosen as International Centre for Diar-
rhoeal Disease Research, Bangladesh (icddr,b) operates 
a demographic and health surveillance system among a 
population of approximately 200,000 in 261 villages in the 
sub-district. The surveillance system collects information 
on key demographic and reproductive events every four 
months including age, births, gestational age at births 
etc. which facilitated identification of participants for this 
study. The primary participants for this study were ado-
lescent mothers aged 15–19 years who had given birth to 
preterm babies (any live birth before 37 completed weeks 
of gestation) in the 6 months prior to the start of data col-
lection. However, we also aimed to explore whether per-
ception, experiences and care-practices varied by age of 
mother and gestation of baby i.e., whether perception or 
experiences of adolescent mothers with a PTB differ or 
is similar to adolescent mothers with term birth or adult 
mothers with PTB. As such, data was also collected from 
adolescent mothers (15–19 years) who gave birth to a 
term baby and older mothers (> 19 years of age) who gave 
birth to a preterm baby in the six months prior to the 
start of data collection. The secondary participants of the 
study included immediate family members (e.g., fathers 
and grandmothers of the preterm baby), community 
members (other mothers, elderly women and fathers) 
and health care providers. Immediate family members 
were included to obtain detailed understandings of their 
experiences surrounding the birth and care of the baby. 
To understand and obtain more information about cul-
tural norms and social practices regarding PTB in the 
community, FGDs were conducted with several homog-
enous groups including young mothers (with preterm or 
term births), elderly women and fathers. In addition, we 
conducted key-informant interviews (KIIs) with health 
care providers selected purposively from public and pri-
vate health facilities providing newborn and child care in 
the area to understand the challenges faced in providing 
services to preterm babies.

Data collection
Data was collected by trained social science researchers 
and anthropologists between July 2019 and December 
2019. Individual IDIs, FGDs and KIIs were conducted 
to add breadth to the data and triangulate the findings 
(Table  1). Interview guides were developed, translated 
into the local language Bangla and pilot tested. All ques-
tions were open-ended with prompts to elicit details and 
description from the participants. Topics covered in the 

Table 1  Data collection methods
Interview type Number of participants

(n = 73)
IDIs

Adolescent women with PTBs 10
Adolescent women with term births 8
Adult women with PTBs 10
Grandmothers 3
Fathers 5

Sub-total 36
KIIs

Birth attendant 3
Trained/Formal health care provider 9

Sub-total 12
FGDs

Elderly women 2 groups (12)
Fathers 2 groups (16)
Young mothers 1 group (6)

Sub-total 5 groups (34)
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interview guides included understanding of PTB, expe-
riences with pregnancy and delivery, care practices of 
preterm babies, care-seeking for illnesses and the associ-
ated challenges. We conducted 36 IDIs; including adoles-
cent mothers with preterm or term babies (n = 18), adult 
mothers with preterm babies (n = 10), family members 
(n = 8). We conducted KIIs with formal and informal 
health care providers (n = 12) (Table  1). This included 
nurses in labour and neonatal wards (n = 3), obstetricians 
and gynaecologists (n = 2), neonatal consultant (n = 1), 
health care worker (n = 1) and traditional birth attendants 
(n = 3). FGDs were conducted with young mothers (n = 1), 
grandmothers (n = 1), fathers (n = 2), village doctors/com-
munity people (n = 1) (Table 1). There was no overlap in 
participants of IDIs, FGDs or KIIs. Each interview/dis-
cussion was conducted in a private location at a time that 
was convenient to the participant or group. Prior to start-
ing the interviews or FGDs, written informed consent or 
assent was administered. Written informed consent was 
obtained from study participants above 18 years of age. 
For participants less than 18 years of age, assent from 
them and informed consent from their legal guardian 

was obtained. Each FGD had six–eight participants and 
efforts were directed to keep the groups as homogenous 
as possible. Each of the interviews and focus groups 
lasted between 30 and 115  min and, with the permis-
sion of the participant or group, the entire discussion 
was audio-recorded while a note-taker additionally took 
handwritten notes. Immediately after each interview or 
FGD, a short summary was prepared, noting any impor-
tant points or challenges to facilitate with data analysis. 
Data collection continued until saturation was reached.

Data analysis
Preliminary data from this qualitative exploration has 
been analyzed using an inductive thematic approach and 
both data collection and data analysis were conducted 
simultaneously [26]. Audio recordings of all FGDs and 
interviews were transcribed verbatim in Bangla, by the 
respective interviewer immediately after the interview, 
preventing minimal loss of data. By adding any additional 
notes (field notes) transcripts were expanded. Transcripts 
were randomly checked against audio recordings to 
ensure quality of transcription. An iterative process was 
used to code and develop themes. To begin with, initial 
transcripts were read and re-read carefully to familiarise 
with the data and a coding structure created. Following 
this, the important and most frequent codes were applied 
to the new data. Simultaneously, new and emerging 
codes were added to the coding structure. Finally, codes 
were grouped together to develop categories and collated 
into potential themes and sub-categories. Data analysis 
was carried out using NVivo v 12 Analysis Software.

Results
In this paper we have presented perceptions and experi-
ences of adolescent mothers on PTB, comparing it with 
the views of adult mothers, family and community mem-
bers. Information on challenges of caring for PTB at 
health facilities were obtained from heath care providers. 
We concentrate on the two major themes emerging from 
our data: firstly, perceptions and understanding of PTB 
(length of gestation, causes, appearances); secondly, care 
practices and care-seeking for preterm babies.

Background characteristics
We had a mix of participants by birthplace (facility or 
home birth), delivery mode (normal or c-section births), 
and family type (nuclear or extended) in both groups - 
adolescent (15–19 years) and adult (20–36 years) women 
with recent births and their family members (Table  2). 
However, a majority had six or more years of education, 
were housewives living with extended families, deliv-
ered at health facilities, and had normal vaginal deliv-
eries. The mean gestational age for PTBs was 31 weeks 
(28–36 weeks). The fathers who participated in the IDIs 

Table 2  Background characteristics of women with recent 
preterm/term births

Adolescents 
with PTB

Adults 
with PTB

Adoles-
cents with 
term birth

n = 10 n = 10 n = 8
Education

No/Primary (1–5 y) 4 3 1
Secondary + (6 + y) 6 7 7

Religion
Islam 9 9 7
Others (Hindu) 1 1 1

Child status
Alive 8 7 8
Dead 2 3 -

Occupation
Housewife 10 9 2
Student - 1 -

Family type
Nuclear 2 5 2
Extended 8 5 6

Delivery place
Home 3 4 4
Facility 7 6 4

Delivery type
NVD 8 5 5
C/S 2 5 3

Birth Order
Primiarous 7 1 8
Multiparous 3 9 -

Mean gestational age at 
birth (weeks)

30.9 31.0 39.4
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were between 19 and 35 years (mean 25.2 years old), 
grandmothers were between 41 and 50 years (mean 46.7) 
years, whereas the key informants were between 30 and 
86 years (mean 51.6 years) old.

Perception and understanding of PTB
Length of gestation
The overall concept of babies born preterm was well 
understood among all mothers and community members 
in Baliakandi. Locally, PTBs were referred to as “births 
that occur before time” or “shomoyer age” and this appro-
priate time was mostly defined as the time needed for the 
baby in the womb to become fully or well-nourished or 
“pushto.” The length of gestation was always described 
in months rather than in weeks and we observed varia-
tions in participants’ opinion as to what that appro-
priate time or length of gestation should be. The most 
common responses by adolescents with PTBs included, 
nine months, nine months 10 days, between nine to 10 
months, 10 months, 10 months 10 days whereas other 
adolescent mothers with term births or adult mothers 
with PTBs mostly mentioned 10 months. Any births at 
the 8th or 7th month were considered by all to be early.

“Elders say that a baby is healthy if born at 10 
months 10 days and doesn’t have problems with 
being undernourished.” (IDI03 Adolescent mother 
with a preterm baby).
“When the baby is nourished… if the baby stays 
in the womb for nine months, then it is nourished.” 
(IDI27 Adolescent mother with a preterm baby).

The responses of family members and other community 
participants varied like those of adolescent mothers with 
premature births, with some mentioning that although 
10 months is ideal, nine months is also good: “Baby is 
nourished if 10 months… but nine months is also not bad, 
its medium…” (FGD01 Elderly women).

All participants used or were aware of using the date 
of last menstrual period (LMP) to estimate the month of 
pregnancy and birth. However, participants also relied 
heavily on dates provided during ultrasonography (USG) 
to estimate their due dates. Often these USGs were done 
during the 2nd or 3rd trimester to know the status of the 
baby or to estimate the gestational age in cases where 
mothers were confused with their LMP date, for exam-
ple those with irregular periods or spotting during preg-
nancy, as one participant mentioned:

“I couldn’t remember clearly when I became preg-
nant. So, I went to do an ulta (USG) to determine the 
date…I have heard that you can even tell how many 
months old the baby is if you do an ulta (USG). I 
told them I forgot the date of my last menstruation. 

Accordingly, they gave me a date of delivery.” (IDI11 
Adult mother of a preterm baby).

Appearance of PTB
When mothers and community members were asked to 
describe a preterm baby, they used several external physi-
cal features. The most common notion mentioned by all 
participants was that babies born before time are under-
nourished (opusto), small (choto), weak (kabu), have 
less weight, frail (finfina), have long and thin hands, and 
legs (haat pa. noli noli). The term opusto, which literally 
means being under-nourished, was mentioned by all par-
ticipants to describe preterm babies and was often syn-
onymously used to mean babies who are not fully grown. 
For babies born as early as seven months, a common 
way to identify them, as mentioned by adolescents as 
well adults, was that the baby’s eyelids are fused together 
(chokh fute na). Other terminologies used by older par-
ticipants and community members who had seen pre-
term babies included visible veins around the stomach 
(pet-er rog dekha jai), wrinkled skin, sunken forehead, 
and no hair.

Problems preterm babies may face
Participants highlighted problems that preterm babies 
may suffer from, or their preterm babies had suffered. 
Adolescent and adult mothers with preterm babies, rec-
ollected problems mainly from their experience, whilst 
about half of the adolescent mothers with term babies 
mentioned that they were not aware. Participants of 
FGDs, family members and adult mothers, however, 
could promptly mention problems faced by preterm 
babies. Several participants including adolescent moth-
ers emphasized that babies born at nine months or 
later are generally healthy whereas babies born at seven 
months rarely survive. A mother mentioned, “babies who 
are born in the 7th or 8th months are not born with good 
health. Those who are well-nourished, survive and those 
who aren’t, die” (IDI14 Adolescent mother of a preterm 
baby), whilst others highlighted the need to spend a lot of 
money to ensure survival, or shared recollections of inci-
dents where babies born early were kept in glass houses 
(Kacher ghor- incubators), some of whom had survived:

“…babies born at seven months may not survive and 
those at 8 months have more possibility but need 
to spend a lot of money…” (IDI12 Adult mother of a 
preterm baby).
“The baby was not nourished as much as he would 
have been if born after 10 months. His parents took 
him to hospital where the baby was kept in a glass 
house [incubator] so that his eyes develop. They 
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returned after three months when the baby started 
feeding.” (FGD04 A participant of FGD with fathers).

Other problems mentioned include babies are under-
nourished; eyelids are fused, babies have difficulty 
breastfeeding; have breathing difficulties requiring hospi-
talization; baby turns blue or black; more prone to dis-
eases (such as cough and cold, diarrhea, pneumonia etc.) 
due to the babies being undernourished; physically and 
mentally disabled; ongoing poor nutritional state, and 
that their health doesn’t fully recover when they grow up.

“Baby may suffer from heart problem, or be weak 
or their eyes may not develop.” (IDI27 Adolescent 
mother of a preterm baby).
“Baby will either be less intelligent or disabled. Or 
he will have any other parts of his body damaged…
he may have underdeveloped eyes, or hands or legs…
he may not be talented. He did not complete his full 
growth.” (FGD04 A participant of FGD with fathers).
“After delivery, the two big problems are difficulty 
in breathing and cough. Makes wheezing sound 
inside the throat, noses are blocked, and baby can-
not breathe. These happen more to babies born in 
the 7th or 8th month.” (KII06 Untrained birth atten-
dant).

Causes of PTB
Findings revealed that awareness about the causes of PTB 
is limited in rural Bangladeshi settings and that many of 
the perceived causes are outside modern medicine. Over 
half of the adolescent mothers (10 out of 18) and half of 
the adult mothers (five out of 10) could not explain why 
babies could be born prematurely or why her newborn 
was born premature. Other participants, either mothers 
or family and community members, mentioned several 
causes which have been grouped into (i) maternal health 
related, (ii) lifestyle or behavioral, and (iii) supernatural/
spiritual causes (Table 3).

Poor nutritional status of the mother or inadequate eat-
ing was one of the most mentioned causes for premature 
birth. Because premature babies were born small and 
weak, many participants, including mothers, opined that 
this was because the mother was weak, under-nourished, 
or because she did not eat enough food or vegetables or 
take the recommended vitamins, iron, or calcium medi-
cations:” My baby was born early, as I didn’t get enough 
to eat…” (IDI08 Adolescent mother of a preterm baby). On 
the contrary, one young mother mentioned that food or 
eating habits had no effect on premature birth, as her rel-
ative who had a similar outcome used to eat adequately, 
whilst another mother stated that in order to prevent 
PTB and unnecessary c-sections, pregnant women 
should eat smaller but frequent meals, so that the baby 
does not grow too big in the womb.

Trauma to the abdomen, accidents/falls, risky work, 
lifting heavy objects were also mentioned by a few partic-
ipants across the different groups. According to a young 
man whose child was born premature: “We are farmers, 
we go to the field. Then there is rice to look after in the 
house or five cows. I would ask her to put the rice away. 
There is always some work at home, she did a lot of risky 
work…she used to carry heavy items and that is why my 
child was like this (born preterm)” (FGD04 A participant 
of FGD with fathers).

Use of medicines during pregnancy such as for fever, 
pain or deworming was highlighted during FGDs. A 
participant of an FGD highlighted that, failed abortions 
using abortive medications may later result in early deliv-
ery or even still-births. Another mother whose twin pre-
term babies had died, expressed concern and confusion 
whether taking iron-folic acid and calcium medications 
had resulted in such an outcome or not.

Many mothers and community participants believed 
that supernatural or spiritual causes such as God’s will or 
evil spirits (dosh, chut, upri, groher shomossa, bhoot, Jinn) 
were to blame. The opinions related to evil spirits were 
divided, and some young mothers and husbands strongly 
opposed the notion, mentioning that these were myths 
and old tales, whilst others said this might result in mis-
carriage or inability to get pregnant but not premature 

Table 3  Perceived causes for PTB
Maternal health

Less maternal age / less maternal age leading to c-section
Poor nutritional status
Use of medications (fever, deworming etc.)
Inadequate sleep
Falls
Trauma to abdomen
Excessive vaginal discharge
Low-lying placenta
Convulsions, eclampsia
Urine infection
Indicated c-section
Sex during pregnancy

Lifestyle and behavioural
Heavy work, lifting heavy objects (using tube-well etc.)
Inadequate eating
Not taking recommended vitamins, calcium, folic acid during
pregnancy
Being beaten by husband
Stress due to familial issues e.g., disagreement with in-laws,
husband’s extra marital affairs
Attempted abortion
Elective c-section

Supernatural/spiritual
Evil spirits (being possessed by Jinn, dosh, chut, upri, groher
shomossa, bhoot)
God’s will
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births. Those who believed in the notion mentioned that 
pregnant women are to follow certain norms during their 
pregnancy e.g., not leaving the house in the evening, 
afternoon, prayer times, or not roaming in the garden 
with big trees. It was said that an inability of the pregnant 
women to do so may result in early birth or even loss of 
pregnancy, as the excerpt below reveals:

“…Women are prone to curses and evil spirits, for 
this reason some babies get aborted at eight months. 
These babies may be born alive for some women but 
for others they die before birth…for example today 
is full moon, a lot of things (sprits) are outside dur-
ing this time…if I am a new pregnant woman (kacha 
poyati), the evil spirits can attract me… when it 
attracts a pregnant woman, the pregnant women 
loses appetite, becomes thin. Sometimes she starts 
having abdominal pains. That is why she delivers 
early or loses her pregnancy.” (KII06 Untrained birth 
attendant).

An adult woman with a PTB strongly believed that she 
was possessed by Jinn. In her words: “While I was sleep-
ing, I used to feel that there’s someone else sleeping beside 
me…the kabiraj [traditional healer] said that a huge Jinn 
is after me but wasn’t courageous enough to harm… the 
kabiraj gave me an amulet that I wore till seven days after 
delivery…” (IDI13 Adult mother of a preterm baby). Now 
she believes that her newborn is possessed by the Jinn as 
the baby cries a lot and turns black. Similarly, two par-
ticipants with prior history of PTBs believed that their 
womb was cursed, and another woman with two PTBs 
and whose husband’s second wife had seven miscar-
riages believed that someone had cast an evil eye on their 
house.

Unable to explain the cause of PTB, some participants 
opined that it was God’s will. A husband mentioned that: 
“I don’t know the reason. Life and death depend on The 
One. We don’t have the ability to know when one will be 
born or die!” (IDI36 with a Husband). Another grief-
stricken young mother said, “People used to ask me, what 
I have done that the baby was born at seven months. But I 
did not do anything…God took away whatever was His in 
the way He wanted…” (IDI07 Adolescent mother of a pre-
term baby).

A few husbands/fathers during in-depth interviews as 
well as in the focus groups mentioned that a lower mater-
nal age to be a cause of PTB as well as other complica-
tions for the mother and child, including miscarriage and 
early c-sections. According to these men, young moth-
ers are usually poorly nourished which makes it difficult 
for them to bear a child, as one husband stated, “girls 
who deliver early get pregnant at young age…nowadays 
girls are married at 12 or 13 years of age…if someone is 

married at a young age, they are not fully nourished, how 
will she bear a fully nourished child (FGD06 A partici-
pant of FGD with fathers).” Unexpectedly, the two tradi-
tional birth attendants interviewed strongly believed that 
it is easier for adolescent mothers to deliver since their 
bone structures were believed to be very flexible and 
not rigid like those of older women. Other infrequently 
mentioned causes included infections, vaginal discharge 
problems, low-lying placenta, convulsions, domestic vio-
lence, and stress.

Care of preterm babies
In our study we asked participants about the care a pre-
term baby would need with an aim to elicit information 
on knowledge and practices related to three impor-
tant aspects of preterm babies’ care: temperature man-
agement, frequent feeding, and weight monitoring. In 
general, care practices did not vary by mothers’ age (ado-
lescent or adult) but rather on the status of the baby.

Having identified preterm babies to be small, under-
nourished and weak, both adolescent and adult moth-
ers mentioned the need to provide extra care to preterm 
babies. However, it was difficult for participants – espe-
cially adolescents – to describe what this extra care 
should entail, especially when physical problems were 
not present. For example, a baby who was born a month 
earlier was perceived to be under-nourished but oth-
erwise well if there were no visible signs of illnesses or 
problems/anomalies and cared for like term babies: “…
baby was otherwise healthy and beautiful at birth. Baby 
was under-nourished and hence was not so active…” 
(IDI03 Adolescent mother of a preterm baby). For these 
babies, the routine care at home included feeding the 
child well, keeping them warm, clean and dry, main-
taining cleanliness including timely bathing so that the 
baby becomes healthy or so that the baby does not fall 
sick. An untrained birth attendant mentioned the need 
for a three-way approach for care of preterm babies that 
included (i) extra care by mother, (ii) traditional/spiritual 
care for dealing with evil eyes/spirits and (iii) treatment 
from doctors depending on the condition of the baby:

“If you enclose the house, then the baby will be free 
from evil eyes or curses – this is spiritual or tradi-
tional treatment; If the child is under-nourished, 
or has cough and cold or gas, you need advice from 
doctors. In addition, mother needs to take extra care 
such as timely feeding, bathing, sleeping etc. In this 
way the child will become healthy in a few days.” 
(KII06 Untrained birth attendant).

The recommendation for babies that were born too early, 
or babies born too small was that advice should be sought 
from formal health care providers and care provided 
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accordingly. Although participants could not mention 
the benefits or purpose of using incubators, a few rec-
ollected instances where babies born early were kept in 
glasshouses and treated till they could be brought home.

Findings also highlight that adolescent mothers were 
dependent on various members in their network for 
support and care for the preterm/term newborn. These 
sources varied by the type of support needed and the 
roles of natal and marital kins were found to be promi-
nent in their narratives. While the role of the adolescent’s 
mother in providing instrumental and emotional support 
was a constant theme, other members such as mothers-
in-law, aunts and sisters were also important. These are 
highlighted in the excerpts below:

“My mother taught me this (how to breastfeed). I did 
not know how to. She told me the proper way to hold 
when breastfeeding so that the flow of milk is slow. 
Otherwise, the baby will choke.” (IDI01 Adolescent 
mother of a term baby).
“I was afraid to take care of baby, my mother used 
to do everything, from bathing to cleaning. Now I 
have learnt” (IDI03 Adolescent mother of a preterm 
baby).

Temperature management
In rural Baliakandi, all newborns (preterm and term) 
were considered to be susceptible to cold and hence need 
to be kept warm: “Newborns come from the womb, they 
need to be kept warm.” The threat of “catching cold” was 
more imminent among preterm babies since they are 
small and under-nourished. Several practices were fol-
lowed to keep them warm and prevent the babies from 
catching a cold.

Our findings reveal that, in general, management of 
temperature depended on the weather or external tem-
perature. Whilst all newborns are wrapped using a katha 
(traditional cloth made from old sarees) or towel imme-
diately after birth, as days progressed newborns or babies 
were cared for according to the external temperature 
which included wearing warm clothes or covering the 
child with layers of cloth during rainy or winter days or 
during evenings and wearing thin clothes or using the fan 
during hot days. Among mothers with preterm babies 
particularly small or early preterms, practices included 
wrapping them in blankets, cotton, or holding the baby 
in mother’s arms (to receive mother’s warmth – mayer 
om) often at the advice of health care providers or elders. 
However, participants could not clearly specify how long 
they did this for and gradually started dressing newborns 
as per temperature.

Regardless of the communities’ awareness about keep-
ing newborns warm, traditional practices of immediate 

bathing after birth were prevalent. An adolescent mother 
of a preterm baby mentioned: “We didn’t bathe her for 
nine days. It is customary to bath babies after they are 
born, to clean all the impurities. So, on the 9th day my 
cousin sister-in-law shaved her hair off. We did not bath 
her fully but sprinkled some water over her body. That 
night the baby developed slight cough and cold” (IDI07 
Adolescent mother of a preterm baby). The adolescent 
mother then explained that her baby died on the way to 
the hospital.

A few mothers of preterm babies who experienced 
facility births or births with health care worker men-
tioned delaying first bathing to seven or 12 days as the 
doctor or health worker had suggested that their baby 
was too small. Some mothers and grandmothers whose 
babies were born at health facilities expressed discon-
tent that in the absence of any bathing facility they had 
to bathe the baby once they returned home. Almost all 
babies were massaged with mustard oil on their skin 
before bathing. The mustard oil was seen to act as a pro-
tective barrier between the baby and the water, insulating 
the baby from cold. Almost all babies were bathed with 
lukewarm water, around mid-day. The water was warmed 
either by placing the container under the hot sun or 
over a hot stove during cloudy days. Babies were bathed 
almost every day except for cloudy, rainy or cold days, 
when bathing would be skipped, or they would be wiped 
with a wet cloth.

Feeding
Participants in our study widely shared the view that 
for under-nourished and weak preterm babies to grow 
healthy and regain their strength they must be fed well. 
For extremely preterm babies, who were not able to 
suckle, the practice was to express milk and feed with 
a dropper or spoon. For other preterm babies, feeding 
practices varied and some participants also mentioned 
pre-lacteal and non-exclusive breastfeeding. Honey and 
warm water (“to clear the stomach”) were the two com-
mon pre-lacteal feeds mentioned. The common reason 
for non-exclusive breastfeeding with formula or cow 
or goat’s milk was that the mother was not producing 
enough milk. On the other hand, mothers with hospi-
tal deliveries also recollected instances where they were 
told off by doctors for pre-lacteal feeding or had to stop 
feeding babies formula milk based on the doctor’s advice. 
One mother mentioned, “I started feeding after a day…
the doctor scolded us a lot for feeding the baby some warm 
water (IDI27 Adolescent mother of a preterm baby)” while 
another mother mentions, “…we used a dropper to feed 
the baby powder milk (formula milk)…everyone else was 
feeding so we thought it would be okay… but the doctor 
told us that it is not good for baby, so we stopped (IDI22 
Adolescent mother of a term baby).” In terms of interval 
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or frequency, most participants mentioned that they fed 
their babies when they cried while some mentioned that 
they fed at regular intervals.

Weight monitoring
Although service providers were aware of the impor-
tance of weight monitoring, none of the interviewed 
participants was aware of the need to regularly monitor 
the weight of preterm babies. Birth weight was measured 
only for babies born in health facilities or when care was 
sought from formal health care providers.

Care-seeking for preterm babies and illnesses
Several factors influenced appropriate care-seeking for 
preterm babies as well as those with illnesses. These 
included a lack of knowledge about prematurity and per-
ceived severity of illness, low decision-making ability and 
autonomy at the societal level, influence of family mem-
bers and neighbors at the interpersonal level and several 
health systems factors such as unavailability of services 
and poor quality of care. These factors affected illness 
recognition, caused delays in decision-making regarding 
choice of care and uptake of appropriate services at the 
health facility. Adolescents were found to have low deci-
sion making ability and often consulted family members 
before care-seeking.

Many mothers and family members frequently men-
tioned that preterm newborns were small, weak, and less 
mobile. In the absence of any visible signs of illnesses 
they considered that with appropriate feeding these 
babies would recover. As such, care was only sought 
when the babies presented with illnesses. A mother who 
was unable to understand the severity of the child’s con-
dition who was placed in an incubator mentions that ini-
tially they did not want to take her (now deceased) baby 
to a specialised hospital, despite being referred. In her 
words: “My mom said baby was well, was moving and 
looking unlike her older grandchild. So, she did not want 
to take her to hospital” (IDI09 Adult mother of a preterm 
baby).

Participants’ mentioned a range of health care provid-
ers for the treatment of their babies, including untrained 
traditional and spiritual healers, herbalists, homeopaths 
and village doctors. Participants claimed that they were 
often the first point of contact, and care was sought 
from qualified providers when the illness became severe 
or prolonged, as a father participating in a FGD high-
lights: “If the baby cries a lot or has gas we go to kabi-
raj…For minor illnesses there is community clinic where 
services are free, people are poor here…then some also 
go to village doctors…if the baby does not recover we go 
to shishu hospital.” Mothers were also often found to use 
amulets and spiritual water to ward off evil spirits or if 
the child was too cranky. Adolescent mothers also had 

little decision-making authority – the decision to seek 
care was usually made by the husband, in-laws or par-
ents, or in consultation with them: “I wanted to take my 
baby to the big hospital. But my in-laws did not approve. 
So, I went to the nearby doctor (village doctor) instead…” 
(IDI08 Adolescent mother of a preterm baby).

Cost was another factor that was repeatedly mentioned 
by mothers and community members during the inter-
views. During the interviews, several participants high-
lighted that some preterm babies need specialised care or 
need to be kept in incubators (glass-houses) which were 
considered to be expensive. An adult mother of a preterm 
baby described two instances where one of them sur-
vived as the family was able to seek advanced and expen-
sive care while the other was not: “…see he was rich, do 
you understand…he took his child to Dhaka (the capital) 
and saved the baby by putting him inside the glass house 
(incubator)…whereas the other family used to live from 
hand-to-mouth…they waited for seven days and saw the 
baby was fine and stayed at home, but the baby died…” 
(IDI31 Adult mother of a preterm baby). An adult mother 
mentioned that they were denied care at a health facil-
ity based on the assumption that they might not be able 
to afford the cost of the treatment whilst another ado-
lescent mother waited for her in-laws to come and help 
because she had already spent a lot of money: “The baby 
was very small and malnourished (pusto chilo na), but the 
doctor said if you take care well, she might survive. The 
doctor also told us to put the baby in a glass-house. How-
ever, we brought her home before we took her there. My 
in-laws were not at home, and we had already spent a lot 
of money at the hospital. So, we waited for them to come 
before admitting her in the glasshouse…” (IDI07 Adoles-
cent mother of a preterm baby).

At the health facility level, health care providers inter-
viewed mentioned several challenges affecting service 
provision. For example, several service provider high-
lighted the lack of equipment and trained staff, as high-
lighted in the following excerpt: “We are supposed to keep 
one baby in SCANU/warmer, sometimes I put in three 
babies…we have CPAP, but don’t have the disposable 
equipment for it…we can’t provide up to the mark ser-
vice all the time…I also don’t have enough trained staff…
”(KII01 -Trained service provider). Related to this was 
the unavailability of a KMC ward, particularly in public 
hospital settings which demotivated mothers to prac-
tice KMC in front of other patient and families: “In the 
absence of dedicated KMC ward, mothers don’t want to 
do KMC…” (KII01-Trained service provider). In addition, 
another service provider highlighted the ineffectiveness 
of the referral system and pointed out the challenges of 
parents and families in arranging their own transport 
causing delays: “If we cannot provide treatment, we refer…
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but the patient has to arrange the transport…we do not 
have a system…” (KII02-Trained service provider).

Other challenges that service providers mentioned 
were related to availing services by the users and included 
late presentation or delay in care-seeking from the health 
facility, wanting to leave quickly from the health facil-
ity due to cost or other responsibilities and not coming 
back for regular follow-ups. These are highlighted in the 
excerpts below:

Late presentation.“Preterm babies are brought 
to the hospital very late…we receive a lot of cases…
”(KII03 Trained service provider).
Early discharge.“Patients here are poor, they want 
to leave early…they don’t stay to see if weight of baby 
is steadily increasing or not…” (KII-04 Trained ser-
vice provider).
Lack of follow-up. “Some patients come for follow-
up others don’t unless the baby is ill” (KII05 Trained 
service provider).

On the other hand, mothers and family members who 
sought care at health facilities mentioned a lack of 
responsive and respectful care including poor commu-
nication, denial of care, verbal abuse, and non-consented 
care. Among these, verbal abuse was commonly men-
tioned. Two mothers reported that it was difficult to 
reach doctors and nurses who used to get angry if the 
patients’ family enquired about them or asked them to 
come and check on their baby: “We had to call the doc-
tor to come…if you called them more than twice, they 
would get angry and scold us…” (IDI08 Adolescent mother 
of a preterm baby). Other mothers reported being con-
fused about the care given or not taking appropriate 
consent before initiating treatment. For example an 
adult mother was not happy when her baby was kept in 
the same incubator with another child: They put another 
baby in the same glass house (incubator) as mine… was 
that right? Different children have different illnesses, other 
beds (incubators) were empty” (IDI09 Adult mother of a 
preterm baby). Similarly, a grandmother left the hospital 
with the baby when the service providers initiated treat-
ment without asking: “The grandmother started arguing 
why the baby was given the medicine. She removed all the 
equipment, washed the baby’s head, and left next morn-
ing…” (IDI09 Adult mother of a preterm baby). Surpris-
ingly, another mother of a preterm baby also mentioned 
how they were forced to move from one health facility 
to another, causing delays, based on the assumption that 
wouldn’t be able to pay for the treatment as the excerpt 
below reveals:

“They (private hospital) said my baby is too small 
and the costs are too high here. We said we will pay, 

but they said they don’t want to take the risk and 
asked us to take baby to the government hospital.” 
(IDI33 Adult mother of a preterm baby).

Discussion
The findings from this study contribute to our under-
standing of newborn health and care of preterm babies 
among mothers including adolescents in rural Baliakandi 
from the perspectives of the parents themselves, as well 
as family and community members, and health care pro-
viders. The findings have been categorized into two major 
areas of exploration: (i) perceptions and understanding of 
PTB and (ii) care practices and care-seeking for preterm 
babies. In general, findings highlight poor understanding 
of PTB, with major gaps in care and care-seeking prac-
tices among all, including adolescents. We observed gaps 
and variations in understanding of preterm birth (length 
of gestation, appearance, causes, problems faced) and 
care practices (thermal management, feeding, weight 
monitoring) among all, but particularly among adoles-
cents. Adolescents were found to be largely dependent on 
family members for these care practices for their preterm 
babies. The use of multiple providers and delays in care-
seeking from trained qualified providers for sick preterm 
babies was noted. Factors affecting appropriate care seek-
ing included perception of severity of illness, cost, conve-
nience, and quality of services. Health systems challenges 
included lack of equipment, supplies and trained staff in 
facilities to provide special care to preterm babies. This 
findings can enable public health practitioners and policy 
makers to design the health systems’ response to PTB in 
a locally relevant way.

The findings revealed variations and gaps in knowl-
edge among the participants about various pregnancy 
issues including normal pregnancy duration, and per-
ceived causes and consequences of PTB. The perceptions 
regarding normal pregnancy duration varied between 
nine months and 10 months and 10 days. A baby born in 
the 7th or 8th month was considered preterm. This find-
ing is similar to reports from Malawi, Ghana and Uganda, 
where gestational age at the community level was quan-
tified in months with babies born before nine months 
being considered to be preterm [21–24, 27]. Accurately 
estimating the gestational age is crucial for facilitating 
care-seeking for PTB and the provision of life saving and 
time-sensitive interventions. The prevalence and prefer-
ence for home births (51%) in Bangladesh is still high, 
and unless mothers are educated about PTB and the risks 
it poses, care-seeking and facility birth even for preterm 
labor will continue to be low [18, 28]. In addition, similar 
to other studies in Bangladesh, our findings also reveal 
a high acceptance and usage of ultrasonography (80% 
in 2017). However USG is mostly utilized in the latter 
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trimesters when its accuracy for estimating the due date 
of delivery is less than in the first trimester even though 
it may still provide some information about fetal growth 
and wellbeing [18]. Therefore, educating mothers about 
the value of early pregnancy USG will improve the accu-
racy of gestational age estimation and consequently the 
diagnostic accuracy of premature labor and birth. This 
would ultimately lead to more prompt care-seeking for 
threatened preterm labor, leading to improved risk miti-
gation by interventions such as antenatal corticosteroid 
and magnesium sulphate therapy to reduce the risk of 
respiratory distress syndrome and neurological sequelae 
respectively.

Most of the mothers (adults and adolescents) in this 
study had limited knowledge of the causes of PTB. Those 
who demonstrated some awareness volunteered a mix 
of bio-medical and supernatural/spiritual explanations 
and practices for PTB. The commonly perceived causes 
e.g., heavy work/stress, inadequate nutrition/food intake, 
trauma to the abdomen etc., were in line with qualita-
tive studies conducted in similar resource poor settings 
[22, 23, 29]. While this is encouraging, participants either 
failed to identify some potential associations with PTB 
or held beliefs that could deter appropriate antenatal 
or newborn health care-seeking. For example, contrary 
to the studies in Malawi, young maternal age was high-
lighted as a risk factor only by a few fathers in IDIs and 
FGDs [22, 24, 29]. Participants did not appreciate that 
previous history of miscarriage or PTB, and multiple 
pregnancy were risk factors for PTB, often attributing it 
to supernatural causes such as evils spirits or God’s will 
[22, 24, 29]. This is consistent with the findings from 
previous studies in rural Bangladesh and elsewhere, all 
of which deter women from antenatal care-seeking and 
encourage resort to spiritual treatments from religious 
leaders and faith-healers and traditional practitioners 
[25, 30–32]. The misperception of the mothers regarding 
PTB requires concerted efforts at culturally congruent 
education to improve care seeking in their future preg-
nancies. Indeed, Legare et al. (2012), highlights the piv-
otal role of understanding the extent to which traditional 
perinatal explanations and practises compete, conflict 
and coexist to provide unique insight into cultural ecolo-
gies of health, and asserts that this is critical to improv-
ing the efficacy of health education interventions and 
policies [33, 34]. In addition, the social capital associ-
ated with traditional medicine could also be capitalised 
to improve knowledge of the community regarding PTB 
and appropriate referral for high-risk preterm babies.

In general, breastfeeding improves neurodevelopmen-
tal outcomes and protects preterm babies from sepsis, 
necrotizing enterocolitis, and retinopathy of prematurity 
[35–38]. Breastfeeding was highly valued by the commu-
nity in our study, primarily, as a means to improve the 

health of the weak and under-nourished preterm babies. 
Despite this, we also observed non-recommended prac-
tices such as prelacteal feeding, and non-exclusive breast-
feeding. Several studies exploring care in newborn or 
low-birth-weight newborns in Bangladesh and similar 
settings also report that newborns or babies are primar-
ily supplemented with either formula milk, cow or goats’ 
milk or porridge (rice, sugar and water) when the moth-
ers feel that they are not producing enough milk or are 
insufficiently lactating, whereas prelacteal feeds are usu-
ally introduced as a ritual practice, “to help keep baby’s 
throat and stomach clear”, or due to a delay in the flow 
of breastmilk [39–43]. Often, the suggestion of the for-
mula feed is made upon consultation with formal or 
informal care providers [43]. Overall, in Bangladesh, 87% 
of women who experienced facility births were coun-
seled on exclusive breastfeeding. This has resulted in a 
decrease in the proportion of children who are given pre-
lacteal feed and an increase in non-exclusive breastfeed-
ing [18]. Even so, about 29% of children under-2 years are 
given prelacteals and 35% of children 0–5 months are not 
exclusively breastfed, according to the 2017-18 BDHS 
report [18]. This highlights that further improvements 
can be made, especially among young mothers or moth-
ers of preterm babies, for example by training neonatal 
nurses or health workers to provide home or facility-
based evidence-informed breastfeeding support [44–46].

The community in Baliakandi did not recognize hypo-
thermia to be a separate entity but were conscious that 
newborns, and specifically preterm babies, are at high 
risk of “catching cold” and indicated preventative prac-
tices such as bathing babies at noon with warm water, 
the use of emollients, and appropriate dressing of babies 
according to the external temperature [31, 42, 43, 47]. 
None of the participants, including those who gave birth 
in facilities, was aware of or had practiced KMC. The 
community still valued early bathing, but bathing was 
more likely to be delayed by three or more days for neo-
nates born at health facilities or upon advice of health 
care providers. While these practices do not fully protect 
newborns from hypothermia, it is evident that the com-
munity in Baliakandi as well as those in Sylhet, Gopalgonj 
[31, 40, 42], placed a high value on keeping babies warm. 
Efforts to implement and improve the implementation 
and adoption of appropriate thermal care and KMC for 
preterm babies can capitalize on this pre-existing aware-
ness [31, 40, 42]. However, KMC has been scaled up in 
only 314 facilities in Bangladesh, with less than 5% of pre-
term newborns receiving KMC in 2021 [48]. Our findings 
highlight the need for further concerted effort to acceler-
ate training and scale up of KMC in rural communities 
and facilities by addressing health systems challenges and 
demand-side barriers.
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Although programming often targets interventions to 
preterm babies, the emergent themes in this study suggest 
that the local explanatory model of PTB does not always 
consider being preterm as a determinant or stimulus for 
health care-seeking. Instead, community members con-
sidered various observable characteristics and illnesses 
of the baby or newborn to first judge the overall health. 
According to the participant narratives, it was natural for 
preterm babies to be small and weak. In the absence of 
any visible illnesses or symptoms, many of these babies 
were considered to be healthy babies who would grow 
well if fed appropriately. As a result, many at-risk babies, 
especially late PTBs, in this community are overlooked or 
care-seeking delayed due to the inability of caregivers to 
identify risk factors, spot danger signs and assess severity. 
In agreement with studies in Uganda and Malawi babies 
were considered at high risk and more likely to receive 
care when they were very small, had fused eyelids, thin 
or wrinkled skin, or breathing problems etc. [21, 22, 24, 
29]. Similarly, studies in Bangladesh and similar settings 
have associated recognition of symptoms of illness and 
danger signs with increased care-seeking for sick preterm 
children. This reiterates the need to educate caregivers 
on recognition of risk factors for mortality and morbidity 
[25, 49, 50].

A few prior studies in rural Bangladesh and other 
low-resource settings also highlighted perception of 
inevitability or fatalism in preterm or sick newborns as 
a deterrent for care seeking [51–53]. Although, partici-
pants in our study repeatedly mentioned that babies born 
as early as seven months may not survive, their views 
were not fatalistic but rather the overall opinion was 
to seek care from qualified/formal health care provid-
ers for such babies. Several participants also mentioned 
the use of incubators or challenges of having to spend a 
lot of money for formal care, indicating a shift in beliefs 
towards acknowledging that extremely preterm babies 
can also survive.

The local explanatory model for newborn illness in 
Baliakandi, as in other parts of Bangladesh, or other low-
resource settings is largely influenced by a wider eco-
logical framework including the management options 
available and other factors related to the local health sys-
tem. In Baliakandi, participants reported several barriers 
to accessing formal health care - financial constraints, 
quality issues (lack of services, trained staff and equip-
ment, inadequate referral system etc.) and disrespectful 
care. They demonstrated a preference for informal care 
by unqualified providers, consistent with prior studies 
that have highlighted that only a small proportion of fam-
ilies sought care from formal providers [25, 51, 54, 55]. 
Equally, there is ample evidence regarding the limited 
availability of good quality care at health facilities includ-
ing in Bangladesh [21, 22, 56–58]. Care-seeking decisions 

regarding newborns and children is often influenced by 
family members, relatives, neighbors and peers whose 
narratives often reinforce reports of mistreatment in 
facilities in contradistinction to positive views regarding 
traditional care [58, 59]. Improving access to and quality 
of preterm and newborn care at health facilities, deliv-
ered respectfully, is therefore an imperative to drive shifts 
in the care-seeking behavior and subsequently the local 
explanatory model [58, 60].

Our study also revealed that most adolescents lived 
with their extended families and were highly depen-
dent on their social network particularly natal and 
marital kins for support [32, 41]. Instrumental and 
informational support for care of their baby was 
provided primarily by their mother and mother-in-
law, whereas financial support was provided by their 
husband and other family members. As such, deci-
sion making related to care and care-seeking for sick 
babies was never made in isolation but rather jointly 
taken with husbands and family members. In rural 
Bangladesh where adolescents lack knowledge and 
decision-making authority, health education on pre-
ventative practices and management practices of the 
preterm babies should, therefore, be provided at the 
family level involving women, their husbands, and the 
mother/mothers-in-laws [32, 41].

One of the strengths of this study is the inclusion of 
different methods and participants to triangulate the 
findings. We conducted IDIs, FGDs and KII with par-
ticipants from different ages (adults and adolescents), 
birth status (preterm, term), genders, and relationship 
with the babies, allowing us to report similarities and 
differences in values and beliefs. Despite the benefits, 
summarising perspectives of multiple groups of partic-
ipants and reporting their findings was challenging. In 
order to ensure that we do not over emphasise or mar-
ginalise any group and to refine our interpretations, 
we conducted a thematic analysis revisiting the data 
and summaries, and conducting regular discussions 
with the team involved in data collection and analy-
sis to enhance the depth of the summary. Participants 
with preterm and term births were identified from the 
existing surveillance system and birth status (preterm, 
term) were also verified during interviews. However, 
data was collected retrospectively and may be subject 
to recall bias. To minimize recall bias we included par-
ticipants within 6 months of birth.

Conclusion
A combination of factors including local knowledge, 
socio-cultural practices and health systems challenges 
influenced awareness of, and care for, preterm babies 
among adolescent and adult mothers and the commu-
nity. Strategies to improve birth outcomes will require 
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increased awareness among adolescents, women and 
their families about PTB and improvement in the qual-
ity of, and access to, PTB services at health facilities 
– especially for adolescent mothers. In addition, inter-
vention strategies to improve care of preterm babies 
should account for social, cultural, and economic 
reasons for current practices. Additionally, improved 
quality and competence of health facilities in manag-
ing care for preterm babies is likely to motivate appro-
priate care-seeking and improve chances of survival 
for those who do seek care.

Abbreviations
BDHS	� Bangladesh Demographic and Health Survey
FGD	� Focus group discussion
IDI	� In-depth interview
KII	� Key informant interview
LMIC	� Low- and middle-income country
PTB	� Preterm birth
USG	� Ultrasonography

Acknowledgements
We would like to thank all participants of the study for time. We would also 
like to thank the members of the surveillance study team for facilitating the 
identification of study participants.

Author contributions
AER, SSS, QN, SEA, DA, JB were responsible for conception, design of the 
study. AER, QN, SEA, DA and JB provided overall guidance to the study. SSS, 
SM, TM was responsible for overall implementation of the study including 
development of tools and data acquisition. SSS, SM, SI, TM, TST, RH, ATC 
were involved in data collection, coding and analysis. SSS developed the 
manuscript and incorporated the feedback from all the authors. SA, SJ were 
contributors in writing the manuscript. All authors read and approved the final 
manuscript.

Funding
This research was funded by the National Institute for Health and Care 
Research [NIHR 17/63/26]. The views expressed herein are those of the 
author(s) and not necessarily those of NIHR. icddr,b is grateful to its core 
donors, the Government of Bangladesh Canada (Department of Foreign 
Affairs, Trade and Development), Sweden (Sida), and the United Kingdom 
(DFID), for its long-term financial support. For the purpose of open access, the 
author has applied a Creative Commons Attribution (CC BY) licence to any 
Author Accepted Manuscript version arising. We acknowledge the University 
of Sheffield Institutional Open Access Fund for providing publication costs.

Data availability
The datasets used and/or analysed for the current study are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical clearance for the study was obtained from the Institutional Review 
Boards (Research Review Committee and Ethics Review Committee) at icddr,b 
(PR-19024) and The University of Sheffield (alternative ethics application 
000275). Written informed consent was obtained from study participants 
above 18 years of age. For participants less than 18 years of age, assent from 
them and informed consent from their legal guardian was obtained. All 
methods were performed in accordance with the relevant guidelines and 
regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Oncology and Metabolism, University of Sheffield, 
Sheffield, UK
2International Centre for Diarrhoeal Disease Research, Bangladesh 
(icddr,b), Dhaka, Bangladesh
3Health Research Institute, University of Canberra, Canberra, Australia
4School of Health and Related Research (ScHARR), University of Sheffield, 
Sheffield, UK
5School of Allied and Public Health Professions, Canterbury Christ Church 
University, Kent, UK

Received: 18 January 2023 / Accepted: 12 February 2024

References
1.	 Neal S, Matthews Z, Frost M, Fogstad H, Camacho AV, Laski L. Childbearing in 

adolescents aged 12–15 years in low resource countries: a neglected issue. 
New estimates from demographic and household surveys in 42 countries. 
Acta Obstet Gynecol Scand. 2012;91(9):1114–8.

2.	 WHO. Preventing early pregnancy and poor reproductive outcomes among 
adolescents in developing countries: what the evidence says. Geneva: World 
Health Organization; 2012.

3.	 Islam MM, Islam MK, Hasan MS, Hossain MB. Adolescent motherhood in 
Bangladesh: Trends and determinants. PLoS ONE. 2017;12(11):e0188294.

4.	 Braine T. Adolescent pregnancy: a culturally complex issue. World Health 
Organization; 2009.

5.	 Loaiza E, Liang M. Adolescent pregnancy: a review of the evidence. 2013.
6.	 Chen X-K, Wen SW, Fleming N, Demissie K, Rhoads GG, Walker M. Teenage 

pregnancy and adverse birth outcomes: a large population based retrospec-
tive cohort study. Int J Epidemiol. 2007;36(2):368–73.

7.	 Althabe F, Moore JL, Gibbons L, Berrueta M, Goudar SS, Chomba E, et al. 
Adverse maternal and perinatal outcomes in adolescent pregnancies: The 
Global Network’s maternal Newborn Health Registry study. Reprod Health. 
2015;12(2):8.

8.	 Kawakita T, Wilson K, Grantz KL, Landy HJ, Huang C-C, Gomez-Lobo V. Adverse 
maternal and neonatal outcomes in adolescent pregnancy. J Pediatr Adolesc 
Gynecol. 2016;29(2):130–6.

9.	 Ganchimeg T, Mori R, Ota E, Koyanagi A, Gilmour S, Shibuya K, et al. Mater-
nal and perinatal outcomes among nulliparous adolescents in low-and 
middle‐income countries: a multi‐country study. BJOG: Int J Obstet Gynecol. 
2013;120(13):1622–30.

10.	 Ganchimeg T, Ota E, Morisaki N, Laopaiboon M, Lumbiganon P, Zhang J, et 
al. Pregnancy and childbirth outcomes among adolescent mothers: a w 
orld H ealth O rganization multicountry study. BJOG: Int J Obstet Gynecol. 
2014;121:40–8.

11.	 DeVito J. How adolescent mothers feel about becoming a parent. J Perinat 
Educ. 2010;19(2):25.

12.	 Voight JD, Hans SL, Bernstein VJ. Support networks of adolescent mothers: 
effects on parenting experience and behavior. Infant Mental Health Journal: 
Official Publication World Association Infant Mental Health. 1996;17(1):58–73.

13.	 Sieger K, Renk K. Pregnant and parenting adolescents: a study of ethnic iden-
tity, emotional and behavioral functioning, child characteristics, and social 
support. J Youth Adolesc. 2007;36(4):567–81.

14.	 Mukhopadhyay P, Chaudhuri R, Paul B. Hospital-based perinatal outcomes 
and complications in teenage pregnancy in India. J Health Popul Nutr. 
2010;28(5):494.

15.	 Dean SV, Mason EM, Howson CP, Lassi ZS, Imam AM, Bhutta ZA. Born too 
soon: care before and between pregnancy to prevent preterm births: from 
evidence to action. Reprod Health. 2013;10(S1):3.

16.	 Chen CW, Tsai CY, Sung FC, Lee YY, Lu TH, Li CY, et al. Adverse birth outcomes 
among pregnancies of teen mothers: age-specific analysis of national data in 
Taiwan. Child Care Health Dev. 2010;36(2):232–40.

17.	 Lawn JE, Davidge R, Paul VK, von Xylander S, de Graft Johnson J, Costello A, 
et al. Born too soon: care for the preterm baby. Reprod Health. 2013;10(Suppl 
1):5.



Page 14 of 14Salam et al. BMC Pregnancy and Childbirth          (2024) 24:145 

18.	 National Institute of, Population R, Training N, Ministry of H, Family W. Icf. 
Bangladesh Demographic and Health Survey 2017-18. Dhaka, Bangladesh: 
NIPORT/ICF; 2020.

19.	 Chawanpaiboon S, Vogel JP, Moller A-B, Lumbiganon P, Petzold M, Hogan 
D, et al. Global, regional, and national estimates of levels of preterm birth 
in 2014: a systematic review and modelling analysis. Lancet Glob Health. 
2019;7(1):e37–e46.

20.	 Baqui AH, Rosen HE, Lee ACC, Applegate JA, El Arifeen S, Rahman SM, et al. 
Preterm birth and neonatal mortality in a rural Bangladeshi cohort: implica-
tions for health programs. J Perinatol. 2013;33(12):977–81.

21.	 Waiswa P, Nyanzi S, Namusoko-Kalungi S, Peterson S, Tomson G, Pariyo GW. I 
never thought that this baby would survive; I thought that it would die any 
time’: perceptions and care for preterm babies in eastern Uganda. Volume 15. 
Tropical medicine & international health: TM & IH; 2010. pp. 1140–7. 10.

22.	 Gondwe A, Munthali AC, Ashorn P, Ashorn U. Perceptions and experiences 
of community members on caring for preterm newborns in rural Mangochi, 
Malawi: a qualitative study. BMC Pregnancy Childbirth. 2014;14:399.

23.	 Akum FA, Azongo TB. Community Members‟ Knowledge, Perception And 
Health Seeking Behaviour On Preterm Birth In Bawku Municipality Of Ghana.

24.	 Tolhurst R, Theobald S, Kayira E, Ntonya C, Kafulafula G, Nielson J, et al. I don’t 
want all my babies to go to the grave’: perceptions of preterm birth in South-
ern Malawi. Midwifery. 2008;24(1):83–98.

25.	 Shah R, Mullany LC, Darmstadt GL, Talukder RR, Rahman SM, Mannan I, et al. 
Determinants and pattern of care seeking for preterm newborns in a rural 
Bangladeshi cohort. BMC Health Serv Res. 2014;14:417.

26.	 Charmaz K. Constructing grounded theory: sage; 2014.
27.	 Haider MM, Mahmud K, Blencowe H, Ahmed T, Akuze J, Cousens S, et al. 

Gestational age data completeness, quality and validity in population-based 
surveys: EN-INDEPTH study. Popul Health Metrics. 2021;19(1):16.

28.	 Sarker BK, Rahman M, Rahman T, Hossain J, Reichenbach L, Mitra DK. Reasons 
for preference of home delivery with traditional birth attendants (TBAs) in 
rural Bangladesh: a qualitative exploration. PLoS ONE. 2016;11(1):e0146161.

29.	 Levison J, Nanthuru D, Chiudzu G, Kazembe PN, Phiri H, Ramin SM, et al. 
Qualitative assessment of attitudes and knowledge on preterm birth in 
Malawi and within country framework of care. BMC Pregnancy Childbirth. 
2014;14(1):123.

30.	 Finlayson K, Downe S. Why do women not use antenatal services in low- and 
middle-income countries? A meta-synthesis of qualitative studies. PLoS Med. 
2013;10(1):e1001373.

31.	 Winch PJ, Alam MA, Akther A, Afroz D, Ali NA, Ellis AA, et al. Local understand-
ings of vulnerability and protection during the neonatal period in Sylhet 
District, Bangladesh: a qualitative study. Lancet. 2005;366(9484):478–85.

32.	 Shahabuddin A, Nöstlinger C, Delvaux T, Sarker M, Delamou A, Bardají A, et al. 
Exploring maternal health care-seeking behavior of married adolescent girls 
in Bangladesh: a social-ecological approach. PLoS ONE. 2017;12(1):e0169109.

33.	 Legare CH, Akhauri S, Chaudhuri I, Hashmi FA, Johnson T, Little EE, et al. 
Perinatal risk and the cultural ecology of health in Bihar, India. Philos Trans R 
Soc Lond B Biol Sci. 2020;375(1805):20190433.

34.	 Legare CH, Evans EM, Rosengren KS, Harris PL. The coexistence of natural 
and supernatural explanations across cultures and development. Child Dev. 
2012;83(3):779–93.

35.	 Rønnestad A, Abrahamsen TG, Medbø S, Reigstad H, Lossius K, Kaaresen PI, 
et al. Late-onset septicemia in a Norwegian national cohort of extremely 
premature infants receiving very early full human milk feeding. Pediatrics. 
2005;115(3):e269–e76.

36.	 Embleton N, Cleminson J. Randomized trial of exclusive human milk versus 
preterm formula diets in extremely premature infants. Acta Paediatr (Oslo 
Norway: 1992). 2017;106(9):1538.

37.	 Hylander MA, Strobino DM, Pezzullo JC, Dhanireddy R. Association of human 
milk feedings with a reduction in retinopathy of prematurity among very low 
birthweight infants. J Perinatol. 2001;21(6):356–62.

38.	 Lechner BE, Vohr BR. Neurodevelopmental outcomes of preterm infants fed 
human milk: a systematic review. Clin Perinatol. 2017;44(1):69–83.

39.	 Moran AC, Choudhury N, Uz Zaman Khan N, Ahsan Karar Z, Wahed T, Faiz 
Rashid S, et al. Newborn care practices among slum dwellers in Dhaka, 
Bangladesh: a quantitative and qualitative exploratory study. BMC Pregnancy 
Childbirth. 2009;9(1):54.

40.	 Darmstadt GL, Syed U, Patel Z, Kabir N. Review of domiciliary newborn-care 
practices in Bangladesh. J Health Popul Nutr. 2006;24(4):380–93.

41.	 Nisha MK, Raynes-Greenow C, Rahman A, Alam A. Perceptions and 
practices related to birthweight in rural Bangladesh: implications for 

neonatal health programs in low-and middle-income settings. PLoS ONE. 
2019;14(12):e0221691.

42.	 Hunter EC, Callaghan-Koru JA, Al Mahmud A, Shah R, Farzin A, Cristofalo EA, 
et al. Newborn care practices in rural Bangladesh: implications for the adapta-
tion of kangaroo mother care for community-based interventions. Soc Sci 
Med. 2014;122:21–30.

43.	 Ariff S, Maznani I, Bhura M, Memon Z, Arshad T, Samejo TA, et al. Understand-
ing perceptions and practices for Designing an Appropriate Community-
based Kangaroo Mother Care implementation Package: qualitative explor-
atory study. JMIR Formative Res. 2022;6(1):e30663.

44.	 Maastrup R, Rom AL, Walloee S, Sandfeld HB, Kronborg H. Improved exclusive 
breastfeeding rates in preterm infants after a neonatal nurse training pro-
gram focusing on six breastfeeding-supportive clinical practices. PLoS ONE. 
2021;16(2):e0245273.

45.	 Mituki-Mungiria D, Tuitoek P, Varpolatai A, Ngotho D, Kimani‐Murage E. 
Effectiveness of community health workers in improving early initiation and 
exclusive breastfeeding rates in a low‐resource setting: a cluster‐randomized 
longitudinal study. Food Sci Nutr. 2020;8(6):2719–27.

46.	 Rana R, McGrath M, Sharma E, Gupta P, Kerac M. Effectiveness of breastfeed-
ing support packages in low- and Middle-Income Countries for infants under 
six months: a systematic review. Nutrients. 2021;13(2):681.

47.	 Darmstadt GL, Kumar V, Yadav R, Shearer JC, Baqui AH, Awasthi S, et al. Com-
munity perceptions of birth weight in rural Uttar Pradesh, India: implications 
for care of low-birth-weight infants. J Perinatol. 2008;28(Suppl 2):53–60.

48.	 Services DGoH. DHIS2: yearly Kangaroo Mother Care Report 2021. Ministry of 
Health and Family Welfare; 2022.

49.	 Herbert HK, Lee AC, Chandran A, Rudan I, Baqui AH. Care seeking for neonatal 
illness in low- and middle-income countries: a systematic review. PLoS Med. 
2012;9(3):e1001183.

50.	 Chowdhury SK, Billah SM, Arifeen SE, Hoque DME. Care-seeking practices for 
sick neonates: findings from cross-sectional survey in 14 rural sub-districts of 
Bangladesh. PLoS ONE. 2018;13(9):e0204902.

51.	 Mohan P, Iyengar SD, Agarwal K, Martines JC, Sen K. Care-seeking practices in 
rural Rajasthan: barriers and facilitating factors. J Perinatol. 2008;28(2):31–S7.

52.	 Terra de Souza AC, Peterson KE, Andrade FMO, Gardner J, Ascherio A. 
Circumstances of post-neonatal deaths in Ceara, Northeast Brazil: mothers’ 
health care-seeking behaviors during their infants’ fatal illness. Soc Sci Med. 
2000;51(11):1675–93.

53.	 Nonyane BA, Kazmi N, Koffi AK, Begum N, Ahmed S, Baqui AH et al. Factors 
associated with delay in care–seeking for fatal neonatal illness in the Sylhet 
district of Bangladesh: results from a verbal and social autopsy study. J Glob 
Health. 2016;6(1).

54.	 Ahmed S, Sobhan F, Islam A. Neonatal morbidity and care-seeking behaviour 
in rural Bangladesh. J Trop Pediatr. 2001;47(2):98–105.

55.	 Abdullah ASM, Dalal K, Yasmin M, Ussatayeva G, Halim A, Biswas A. Percep-
tions and practices on newborn care and managing complications at rural 
communities in Bangladesh: a qualitative study. BMC Pediatr. 2021;21(1):168.

56.	 Islam F, Rahman A, Halim A, Eriksson C, Rahman F, Dalal K. Perceptions 
of health care providers and patients on quality of care in maternal and 
neonatal health in fourteen Bangladesh government healthcare facilities: a 
mixed-method study. BMC Health Serv Res. 2015;15:237.

57.	 Chowdhury S, Hossain SA, Halim A. Assessment of quality of care in maternal 
and newborn health services available in public health care facilities in 
Bangladesh. Bangladesh Med Res Counc Bull. 2009;35(2):53–6.

58.	 Hoque DME, Rahman M, Billah SM, Savic M, Karim AQMR, Chowdhury EK, et 
al. An assessment of the quality of care for children in eighteen randomly 
selected district and sub-district hospitals in Bangladesh. BMC Pediatr. 
2012;12:197.

59.	 Sundararajan R, Mwanga-Amumpaire J, King R, Ware NC. Conceptual model 
for pluralistic healthcare behaviour: results from a qualitative study in south-
western Uganda. BMJ Open. 2020;10(4):e033410.

60.	 van den Broek NR, Graham WJ. Quality of care for maternal and newborn 
health: the neglected agenda. BJOG: Int J Obstet Gynecol. 2009;116(Suppl 
1):18–21.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Perception and experiences of adolescent mothers and communities in caring for their preterm babies: findings from an in-depth study in rural Bangladesh
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Study setting and participants
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Background characteristics
	﻿Perception and understanding of PTB
	﻿Length of gestation
	﻿Appearance of PTB
	﻿Problems preterm babies may face
	﻿Causes of PTB


	﻿Care of preterm babies
	﻿Temperature management
	﻿Feeding
	﻿Weight monitoring

	﻿Care-seeking for preterm babies and illnesses
	﻿Discussion
	﻿Conclusion
	﻿References


