
CHAPTER II

LITERATURE REVIEW

1. Background

Every year more than 200 million women become pregnant and some 15% are likely 
to develop complications during their pregnancy. Nearly 600,000 women between the 
ages of 15 and 49, which is known as a reproductive age group, die each year as a 
result of complications that arise from pregnancy and childbirth. Most maternal deaths 
are from five main causes of direct obstetric death. These are: postpartum 
hemorrhage, puerperal sepsis, unsafe abortion, obstructed labor, and hypertension. 
These account for nearly 80% of maternal deaths. 99% of these maternal deaths occur 
in developing countries, where many people are living under the poverty line. 
Pregnancy related maternal deaths are leading causes of deaths among reproductive 
age group population of developing countries. This tragedy can be prevented by 
actions that are effective within local setting and are affordable even when resources 
are limited (WHO, 1998; DHS/N, 1998; WHO, 2001; UNFPA/UNICEF, 2001; 
Nachbar, 1998).

Maternal mortality is not merely “a health disadvantage”; it is a “ social 
disadvantage” as well. The result is not only a tragedy for the women concerned, but 
also for their entire family and society. Poor countries are facing higher burden of 
maternal deaths (DHS/N, 1998; Bemis, 2001). South Asia has 31% women 
population and 59% of the world’s maternal mortality. At the same time, 
industrialized countries have 25% women population and only 1% of the world’s 
maternal mortality. The poorest women within a developing country are most likely to
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die. The figure of maternal mortality in the developing countries may even be worse 
because of the underreporting. In developing countries, it is estimated at 70% 
(Racellis, 2000; UNICEF, 2000). So the consequence of maternal mortality leaves 
strong impact on individual, family, community and overall society.

2. Situation of Maternal Health and Antenatal Care in Nepal

More than 80% Nepalese population lives in the rural area. With the harsh condition 
of maternal mortality rate, most of the rural women are facing scars health problems. 
Fertility in the rural population is 4.4 than the urban 2.1. This rate is even higher (4.8) 
in the mountain region. Many studies have shown that the education is directly related 
to fertility rate. Women with at least secondary education have twice as fewer 
children as uneducated women. An average age at marriage of Nepalese women is
16.8 years. Seventy percent women in all age give first birth by age 22. Moreover, 
one in five adolescent women are 15-19 are already mothers or pregnant with their 
first child. Nepal Demography and Health Survey, 2001 reviewed ten years pregnancy 
outcome and found that pregnancies losses were 8 percents. In average one in two 
pregnant women receives antenatal care. Most of the Nepalese women who receive 
antenatal care get it at a relatively late stage in their pregnancy and do not make the 
minimum recommended number of antenatal visits.

Only one in seven (14%) women makes four or more visits during their entire 
pregnancy, while only 16 percents women make their first visit at less than four 
months of pregnancy.

Less than one in ten births takes place in a health facility. And nearly four in five 
mothers do not receive postnatal care at all. Women in Nepal are generally less 
educated than men. Three in four women in Nepal do not have Iron or folic acid



tablets during their pregnancy, and 14 percents of whom taking iron do not take it 
more than 60 days during their pregnancy. Unlike in the most other countries, the 
women’s life expectancy here is lower than men’s (NDHS, 2001).

3. Antenatal Care: A Measure to Improve Maternal Health

The use of maternal health care service reduces maternal and child mortality and 
improves the reproductive health of women (Navaneetham, et.al.; 2002). Many of the 
causes of maternal mortality are preventable with the provision of appropriate 
antenatal care (DHS/N, 1998). Generally, maternal health care includes prenatal 
(antenatal), delivery, and postnatal (postpartum) care. The focus of prenatal care is to 
improve pregnancy outcomes by decreasing maternal and infant morbidity and 
mortality (Meure, et.al., 2001). Primary rationale for the antenatal care has been to 
screen a predominantly healthy population so that early signs of, or risk factors for 
morbidity and mortality can be detected and intervened upon. WHO has proclaimed 
that safe motherhood is attainable and does not require high technology investments 
and equipment (Vansetta, et.al., 2000). Antenatal care makes a significant 
contribution to maternal and perinatal health and is, therefore, an essential component 
of care for mother and baby, together with family planning, clean and safe delivery, 
and essential obstetric care (Villar, et.al., 2002).

3,1 Components of Antenatal Care

Antenatal care is a branch of preventive medicine dealing with prevention and early 
detection of pregnancy disorders; it is the key to modem obstetrics (Sultana, 2002). It 
has three main categories: a) assessment (including history taking, physical 
examination and laboratory tests to identify problems or risk factors); b) health 
promotion: (including advice on nutrition, planning the birth, information about
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danger signs and contingency planning, subsequent contraception and breast-feeding); 
c) care provision: (including iron and folate supplement, TT immunization, 
psychological support and record keeping) (Matthews, et.al, 2001).

WHO Safer Motherhood Inter-Agency Group (1998) had published an assumption 
that prenatal screening can identify women at risk of an adverse outcome and that 
targeting as one of the key strategies in the safe motherhood initiative. Some of the 
measures that are effective in ANC are screening for and prevention of infection; 
prevention, detection, and treatment of anemia; detection of mal presentations; and 
detection, investigation of and treatment of pregnancy hypertension (Marion, 2001).

3.2 Importance of Antenatal Care and Minimum Requirements

WHO Technical Working Group (1994) has recommended a minimum of four 
antenatal visits for normal pregnancy. The minimum requirements of ANC is for:

1) Health promotion: advice on nutrition and health care, counseling on danger 
signs and to help plan for the birth,

2) Assessment: history taking, physical examination and screening tests,
3) Early detection and management of complications, prevention of malaria, 

hook worm and tetanus, and
4) Treatment and conditions management of anemia, STD and other diseases.

WHO has recommended the basic component of the new WHO antenatal care mode. 
It describe the time and contents of each four visits:

1. The first visit: normally it should be in the first trimester of the pregnancy. It 
should be around or before 12 weeks. However, regardless of the gestational age 
at enrollment, all women coming to the clinic is enrolled and examined according 
to the first visit. The content of the first visit are: 1) obtain information on
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personal history, medical history, and obstetric history; 2) perform physical 
examination; 3) perform laboratory tests; 4) assess for referral, 5) provide 
interventions to anemia, STDs, malaria, TT vaccine (first injection), 6) provide 
advice, question answers and scheduling the next appointment and; 7) maintain 
complete records.

2. The second visit should be around 26th week. The contents of this visit are: 1) 
obtain information on personal history like in the first visit; review of medical and 
obstetric history recorded at the first visit, and check systems of present 
pregnancy; 2) perform physical examination; 3) repeat urine and blood Hb; 4) 
assess for referral; 5) continue iron supplement and treat others problem if existed;
6) continue advice, question answering and scheduling for the next visit; and 7) 
maintain complete records.

3. The third visit should be take place in or around 32nd week of gestation. The 
contents of this visit are 1) obtain information on personal history like in the first 
and second visit; review of medical and obstetric history recorded at the second 
visit, and check systems of present pregnancy; 2) perform physical examination 
including uterine height, fetal heart sound and movements etc; 3) repeat urine and 
blood Hb; 4) assess for referral; 5) continue iron supplement, TT vaccine and treat 
others problem if existed; 6) continue advice, question answering and scheduling 
for the next visit; and 7) maintain complete records.

4. The fourth visit should be the final and should take place between weeks 36 and 
38. This is considered an extremely important that women with fetuses in beech 
presentation should be discovered. The contents of this visit are: 1) obtain 
information on personal history like in the first and second visit; review of
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medical and obstetric history recorded at the second visit, and check systems of 
present pregnancy; 2) perform physical examination including uterine height, fetal 
heart sound and movements, edema, bleeding, multiple fetus etc; 3) repeat urine 
and blood Hb; 4) assess for referral if there are unexpected signs, eclampsia; 
vaginal bleeding etc. 5) continue iron supplement, tt vaccine and treat others 
problem if existed; 6) continue advice, question answering and scheduling for the 
next visit (for the postpartum visit); and 7) maintain complete records.

There are many arguments in the effectiveness of the ANC. The report of “Antenatal 
care and maternal health: How effective is it?” concludes that strikingly little is 
known about the effectiveness of ANC; effective intervention in pregnancy relate, 
mainly to chronic conditions such as anemia, hypertension, or infection rather than to 
acute condition close to the time of delivery. Vansette, et.al., (2000) say that 
“antenatal care may not be an efficient strategy to identify those most in need for 
obstetric service delivery, but if promoted in concurred with effective emergency 
obstetric care, and delivered in skilled hand, it may become an effective instrument to 
facilitate better use of emergency obstetric care service.” For instance, they have 
found that a women with an antenatal visit, single blood pressure measurement and 
assessment of fundal height are four times more likely to deliver with a midwife than 
women who had no antenatal visit.

In Vietnam, around two third of women received the recommended three ANC 
examinations; only 10% had none. There was a clear relationship between the number 
of ANC examination and the rate of perinatal mortality. The perinatal mortality rate 
was half for women with the recommended two TT injections compared with women 
not having received any injections (Chein, 2002). Although this has no direct effect 
on maternal mortality, it is an indirect reflection of antenatal care. A community
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based study in South Karnataka, India by Chandrasekhar, et.al. (1998), also showed 
that antenatal care has association with infant mortality rate.

WHO Making Pregnancy Safer Initiative (2001) has given some interventions to 
prevent some causes of maternal deaths, newborn deaths and stillbirths. Most of the 
proven interventions are effective and useful during the antenatal period. The 
following table shows the interventions:

Table 2 Causes of deaths and proven interventions during antenatal period

Causes of Deaths Main Interventions

Maternal Death
-  Bleeding after delivery (PPH) -  Treat anemia in pregnancy; skilled

attendant at birth.
-  Hypertension, eclampsia -  Detect in pregnancy, refer to doctor or

hospital, give anticonvulsive.
-  Obstructed labor -  Detect in time and refer.
-  Other direct obstetric cause -  Refer ectopic pregnancy for operation.
-  Indirect causes -  Disease specific interventions.
Newborn Deaths:
-  Infections (sepsis, meningitis, -  Maternal TT, screening for disease

pneumonia, neo-tetanus, congenital treatment, cleaning, early recognition
syphilis) and referral

-  Pre-term birth and low weight -  Anti malarial for at risk women, STD
treatment, management complication, 
smoking cessation.

Still Birth:
-  Pregnancy complication, maternal -  Pregnancy care, effective

disease, malaria, malformation management at pregnancy.
(Source: Making Pregnancy Safer Initiative, WHO, 2001)
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4. Utilization of Antenatal Care and Factors Related to the Utilization

D e sp ite  m a n y  b e n e fits  o f  A N C  p re g n a n t w o m e n  in  th e  d e v e lo p in g  c o u n trie s  u tiliz e  it 

less. In d e v e lo p in g  c o u n trie s  6 5 %  o f  w o m e n  m a k e  a t le a s t o n e  A N C  v is it, 5 3 %  g ive  

b ir th  w ith  a  sk ille d  a tten d an t; w h e re  as in  d e v e lo p e d  c o u n trie s  9 7 %  v is it a t le a s t one  

A N C , 9 9 %  g iv e  b ir th  w ith  a  sk ille d  a tten d an t, an d  9 0 %  m ak e  at leas t o n e  p o s tp a rtu m  

c h e c k  up  (V illa r , J ., 2002).

A  sev e ra l s tu d ie s  h a v e  b e e n  c a rr ie d  o u t to  u n d e rs ta n d  w h y  an te n a ta l se rv ice s  are 

u n d e ru tiliz e d  in  d e v e lo p in g  co u n trie s . T h e  c o n c lu s io n s  o f  m o s t o f  th e  re se a rch  hav e  

b e e n  th a t th e re  is  n o  u n iv e rsa l e x p la n a tio n  th a t ap p lie s  to  a ll p lace s  an d  tim es 

re g a rd in g  th e  d e te rm in a n ts  o f  u tiliz a tio n  o f  M C H  serv ices. T h e y  a re  n o t th e  sam e 

ac ro ss  so c io -e c o n o m ic  an d  c u ltu ra l co n te x ts  (N a v a n e e th am  e t.a t. 2 0 0 2 ).

T h e re  a re  m a n y  g en e ra l fac to rs , w h ic h  in f lu e n c e  se rv ice  u tiliz a tio n . A  stu d y , ca rried  

o u t b y  W o rld  B a n k  (2 0 0 1 ) o n  “U n d e rs ta n d in g  th e  access , d e m a n d  an d  u tiliz a tio n  o f  

h e a lth  se rv ice s  b y  ru ra l w o m e n  in  N ep a l an d  th e ir  c o n s tra in ts” , h as  d e te rm in e d  the  

g e n e ra l fac to rs  re la te d  to  u tiliz a tio n  o f  h e a lth  se rv ic e s  b y  w o m e n  in  N ep a l. T h o se  are: 

la ck  o f  k n o w le d g e  ab o u t illn e ss ; lack  o f  d e c is io n  m ak in g  p o w e r; in a b ility  to  pay ; 

d is re g a rd  fo r  illn e sse s ; u n w illin g n e ss  to  d isc lo se  th e  illn e sse s ; low  v a lu e  g iv e n  to 

w o m e n ’s liv es ; d is tan ce  fro m  th e  h ea lth  fac ility ; lack  o f  tim e ; a lco h o lism  and  

v io le n c e ; c a s te  d isc r im in a tio n ; p re se n c e  o f  fem ale  h e a lth  se rv ic e s  p ro v id e rs ; age; 

ed u ca tio n ; fa m ily  size ; sa tis fa c tio n  fro m  th e  h e a lth  se rv ices; an d  flo w  o f  in fo rm a tio n .

A  s tu d y  o n  “ th e  freq u en t a tte n d e e s  in  p r im a ry  h e a lth  ca re  in  F in la n d ” co n c lu d e s  tha t 

e v e n tu a l c h o ic e  to  u se  h e a lth  ca re  d ep en d s  on  a v a rie ty  o f  d iffe re n t fac to rs  (Jy v as ja rv i,

2 0 0 1 ). T h ese  fac to rs  h a v e  b e e n  e x p la in e d  b y  c l ie n t’s p e rso n a l fac to rs , such  as h ea lth  

o r  illn ess , sy m p to m s, k n o w le d g e , b e lie fs , ex p e rie n c e , fee lin g s  o f  th rea t, n eed s , co p in g
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fac to rs  e tc .; so c ia l fac to rs  such  as so c io -d e m o g ra p h ic  fac to rs , fam ily  fac to rs , soc ia l 

su p p o rt e tc ; an d  fac to rs  re la ted  to  th e  h e a lth  ca re  sy s tem  such  as g eo g ra p h ic  d is tan ce , 

a v a ila b ility , a c c e ss ib ility , co sts  etc.

I f  w e  ta lk  ab o u t a n ten a ta l ca re  u tiliz a tio n  in  p a rtic u la r , m a n y  s tu d ie s  h av e  su g g ested  

th a t th e  k e y  d e m o g ra p h ic  fac to rs  re la te d  to  th e  in su ff ic ie n t p ren a ta l care . K ey  

d e m o g ra p h ic  fac to rs  a sso c ia ted  w ith  in su ff ic ie n t p re n a ta l c a re  in c lu d e  p o v e rty , b e in g  

u n m a rrie d , ag e  le ss  th an  2 0  y ea rs , h ig h e r  p a rity , an d  h a v in g  le ss  th a n  a  h ig h  sch o o l 

e d u c a tio n  etc . It is o fte n  d iff icu lt o r  im p o ss ib le  to  se p a ra te  th e  e ffec ts  o f  p o v e rty , 

m a rita l s ta tu s , o r  o th e r  so c io -e c o n o m ic  fac to rs  fo r th e  d e c is io n  to  seek  p ren a ta l ca re  

(S im p so n  e t.a l.1 9 9 6 ). C h a n d ra se k a r  e t.a l.(1 9 9 8 ) h a v e  a lso  fo u n d  th e  a sso c ia tio n  

b e tw e e n  A N C  u tiliz a tio n  an d  m a te rn a l ed u ca tio n , ag e  an d  p a rity . A  h ig h  n u m b e r  o f  

p a s t p re g n a n c ie s  a re  a sso c ia te d  w ith  a  d e c re a se  in  th e  n u m b e r  o f  ro u tin e  an ten a ta l 

v is its  (H e rb e rt, 2 0 0 1 ).

S a tis fa c tio n  to w a rd  th e  se rv ice s  an d  p ro v id e rs  c an  b e  a  s tro n g  p re d ic to r  fo r an ten a ta l 

se rv ice  u tiliz a tio n . W are  and  D av is  (1 9 8 3 ) s tu d ie d  th e  e ffe c ts  o f  c o n su m e r’s 

d is sa tis fa c tio n  w ith  h ea lth  se rv ices . T h e y  fo u n d  th a t c o n su m e r  sa tis fa c tio n  o r 

d is sa tis fa c tio n  w ith  th e ir  p ra c titio n e rs  (se rv ic e  p ro v id e rs )  c o n tr ib u te s  s ig n ific an ce  to 

th e  c o n s u m e r’s b e h a v io r  an d  is an  e ffe c tiv e  in d ic a to r  o f  p re d ic tin g  w h e th e r  th e y  are  

lik e ly  to  u se  th e  a v a ila b le  h e a lth  se rv ice s  (K o v in d a , 1997).

S o c ia l su p p o rt h a s  a lso  a m a in  ro le  in h e a lth  se rv ic e s  u tiliz a tio n  b y  th e  c lien ts . A  

s tu d y  (J iro jo w o n g  e t.a l, 1999) on  so c ia l su p p o rts  an d  an ten a ta l c lin ic  a tten d an ce  

a m o n g  T h a i p re g n a n t w o m e n  in  H a ty a i, a  c ity  in  so u th e rn  T h a ila n d  found  th a t soc ia l 

su p p o rt to  th e  w o m e n  co u ld  h av e  p o s itiv e  a n d /o r  n e g a tiv e  e ffec ts  on  th e  w o m e n ’s u se  

o f  A N C . A p p ro x im a te ly  76%  o f  th e  w o m e n  h a v e  su ff ic ie n t soc ia l su p p o rt in
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T h a ilan d . S p o u se , re la tiv e s  and  frien d s  a re  im p o rta n t so u rces  o f  soc ia l su p p o rt. T h ere  

are  4 p r in c ip le  ty p es  to  so c ia l su p p o rt, n a m e ly  em o tio n a l, in s tru m e n ta l, in fo rm a tio n a l 

an d  a p p ra isa l su p p o rts  (H ean ey , e t.a l., 1997).

E x p o su re  to  m a ss  m e d ia  is a lso  a n o th e r fa c to r  in flu e n c in g  se rv ice  u tiliz a tio n . W o m en  

ex p o sed  to  m a ss  m e d ia  ten d  to  u tiliz e  an te n a ta l se rv ice s  e ith e r at h o m e  o r from  

o u ts id e , so  it is an  im p o rta n t fa c to r fo r th e  u tiliz a tio n  o f  an ten a ta l ca re . T h is  m ass 

m e d ia  can  b e  rad io , T V  o r  c in em as . W o m e n  liv in g  in  u rb a n  a reas  are  a lso  m o re  lik e ly  

to  o p t fo r an te n a ta l ca re  se rv ice  an d  in s titu tio n a l d e liv e ry  (M o n d a i, 1997).

L ik ew ise , a  s tu d y  ab o u t th e  u tiliz a tio n  o f  an te n a ta l c a re  in  R a ja s th an  su g g e s ts  th a t 3 

fac to rs  a re  re la te d  to  A N C  u tiliz a tio n . T h o se  are: 1) ag e  o f  th e  m o th e r, h e r  e th n ic  

g ro u p  a ffilia tio n , ed u c a tio n  an d  p la c e  o f  re s id e n c e ; 2 ) th e  ex p ec ted  b e n e fits  fro m  the  

tre a tm e n t an d  b e lie fs ; an d  3) th e  q u a lity  o f  th e  ca re  an d  a v a ila b ility  o f  a  h e a lth  fac ility  

in c lu d in g  th e  c o s t o f  trea tm en t. T h is  s tu d y  fu rth e r say s th a t m a te rn a l e d u c a tio n  has 

p o s itiv e  e ffe c t o n  th e  u tiliz a tio n  o f  g e n e ra l h e a lth  se rv ices . U n d e r-u tiliz a tio n  o f  the  

c lin ic s  b y  th e  p re g n a n t w o m e n  is o ften  d u e  to  lack  o f  k n o w led g e . A t L u ck n o w , 33%  

m o th e rs  d o n ’t u se  A N C  d u e  to  ig n o ran ce . E x p o su re  to  th e  m e d ia  h as  a lso  an 

im p o rta n t ro le  fo r th e  u tiliz a tio n  o n  A N C . T h e  m a in  p ro b le m  o f  u n d e r-u tiliz a tio n  is 

e m b o d ie d  in  th e  so c io e c o n o m ic  s ta tu s  o f  th e  h o u se h o ld  an d  cu ltu ra l b a c k g ro u n d s  o f  

ca re  se e k e rs  (M o n d a i, 1997).

5. Theories and Models Related to the Health Services Utilization

T h ere  a re  v a r io u s  th e o rie s  an d  m o d e ls  re la te d  to  h e a lth  se rv ice s  u tiliz a tio n . A ll o f  

th e se  th e o rie s  an d  m o d e ls  su g g e s t v a r io u s  fac to rs  th a t h av e  n eg a tiv e  o r  p o s itiv e  

e ffec ts  on  th e  p a tte rn  o f  se rv ice s  u se  b y  th e  in d iv id u a l. S o m e  o f  th ese  th e o rie s  are

b rie f ly  d e sc r ib e d  as fo llo w s:



19
5.1 Anderson and Andersen Model

A n d e rse n  h as  d e v e lo p e d  a c o n c e p tu a l m o d e l, c a lled  “ T h e  A n d e rse n ’s B eh av io ra l 

M o d e l”  fo r th e  in d iv id u a l d e te rm in a n ts  o f  th e  use  o f  h ea lth  se rv ice s . T h is  m o d e l has 

b een  re fe rre d  to  freq u en tly  in  h e a lth  se rv ices  u tiliz a tio n  re se a rch . In th is  m o d e l 

A n d e rso n  p ro p o se s  th a t u se  o f  h e a lth  se rv ice  is a fu n c tio n  o f  th re e  se ts  o f  fac to rs: 1) 

p re d isp o s in g  fac to rs  (ag e , g e n d e r, m a rita l s ta tu s , p a s t i lln e sse s , ed u ca tio n , race , 

o c c u p a tio n , fam ily  s ize , e th n ic ity , re lig io n , re s id en tia l m o rb id ity  an d  in d iv id u a l h ea lth  

b e lie fs ); 2 ) e n a b lin g  fac to rs  ( in c o m e , ty p e  o f  re so u rces , a cce ss  to  h e a lth  se rv ice , p rice  

o f  h e a lth  se rv ic e s , d is ta n c e , fa m ily  s ize , tim e  a v a ila b ility  e tc ); an d  3) n eed  fac to rs  

(p re se n c e  o f  sy m p to m s  o r  d ise a se , c h ro n ic  illn ess , d isa b ility  d ay s , n ew  illn e ss  e tc) 

(K ap lan , e t.a l, 1993; Jy v a s ja rv i, 2 0 0 1 )

In th is  m o d e l, th e  u se  o f  h e a lth  se rv ice  is a  seq u en tia l an d  c o n d itio n a l fu n c tio n  o f  an 

in d iv id u a l’s p re d isp o s itio n  to  u se  h ea lth  se rv ices. T h e  e n a b lin g  c o m p o n e n t in d ica te s  

th a t a lth o u g h  th e  in d iv id u a l m a y  b e  p re d isp o se d  to  u se  th e  h e a lth  se rv ice , the  

in d iv id u a l m u s t a lso  h av e  so m e  m ean s  o f  o b ta in in g  them . T h e se  fac to rs  m a y  p ro m o te  

o r  d isc o u ra g e  th e  u se  o f  h e a lth  se rv ices . T h ese  tw o  fac to rs  a re  n o t su ffic ien t. 

U ltim a te ly  it re q u ire s  in d iv id u a l’s p e rc e p tio n  o f  n eed  b e fo re  h e a lth  ca re  is sough t. 

T h is  n eed  lev e l is th e  m o s t c ru c ia l c o m p o n e n t th a t e ffec ts  c h o ic e  o f  h ea lth  se rv ice s  

u tiliz a tio n  (K o v in d h a , 1997).

5.2 Health Beliefs Model

P e rs o n ’s re a c tio n s  to  sy m p to m s  o f  illn ess  are  m o d if ie d  b y  v a rio u s  facto rs. 

E x p e rie n c ed  th re a ts  o f  illn e ss , c o p in g  fac to r and  th e  cu e  to  ac tio n  are  th e  m o tiv a tio n a l 

fac to rs  to  u se  h e a lth  se rv ices . T h e  “cu e  to  a c tio n ” c o n c e p t m ean s  tha t d iffe ren t cues,

in fo rm a tio n  a n d /o r  re c o m m e n d a tio n s  ac t as th e  fina l s tim u lu s  to  th e  b e h a v io r  ca rried
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o u t (K ap lan , e t.a l., 1993; Jy v as ja rv i, 2 0 0 1 ). T h e re  is a n o th e r  m o d e l, w h ich  is la te r 

d e v e lo p e d  as h e a lth  b e l ie f  m o d e l, R o se n s to c k  m o d e l (1 9 5 9 ). It is b ased  on 

p sy c h o lo g ic a l m o tiv a tio n a l d e te rm in a n ts  o f  h ea lth  se rv ice  u tiliz a tio n . E m o tio n a l 

fac to rs  ra th e r  th a n  c o g n itiv e  b e lie fs  o f  a  p e rso n  a re  c ru c ia l to  u n d e rs tan d in g  

u tiliz a tio n . In d iv id u a l w ill lik e ly  to  seek  ca re  i f  th e y  b e lie v e  th e y  are  su scep tib le  to  a 

d isease . T h is  a lso  su g g e s ts  b e h a v io rs  in  w h ich  h e a lth y  p e o p le  seek  ca re  to  avo id  

illn ess  (K o v in d h a , 1997).

5.3 PRECEDE-PROCEED Model

T h is  m o d e l e x p la in s  th e  p ro c e ss  o f  d e te rm in in g  h e a lth  s ta tu s  an d  th e  fac to rs  

re sp o n s ib le  fo r  p ro d u c in g  it. T h e  c o n c e p t m a y  b e  a p p lie d  to  an  in d iv id u a l, fam ily , 

g ro u p  o r  c o m m u n ity  p e rsp e c tiv e . T h e re  a re  th re e  d is tin c t k in d s  o f  fac to rs  tha t 

in f lu e n c e  th e  h e a lth  b eh av io rs . T h ese  are: 1) p re d isp o s in g , 2 ) re in fo rc in g  and  3) 

e n a b lin g  fac to rs , w h ic h  e ffe c t in d iv id u a l’s b e h a v io r  and  e n v iro n m en t. T h ese  fac to rs  

p la y  ro le  in  e n c o u ra g in g  o r h in d e rin g  th e  h e a lth  b e h a v io rs  o f  th e  p e o p le  (S o g aa rd , 

1992; G reen , e t.a l, 1999). A lth o u g h  th is  m o d e l is b e s t f itted  to  h e a lth  p ro m o tio n , 

h e a lth  e d u c a tio n , tra in in g  etc  an d  h as  b een  u se d  in  th e se  fie ld s  fo r  a  lo n g  tim e , it a lso  

h e lp s  u s  to  c o n c e p tu a liz e  h o w  th e  th re e  m a in  fac to rs  in  th is  m o d e l a ffec ts  in d iv id u a l 

b e h a v io r  in  u tiliz a tio n  o f  h ea lth  serv ices.

5.4 Theory of Reasoned Action (Fishbein 1980)

T h is  m o d e l e x p la in s  ab o u t th e  a ttitu d e  an d  e x p e c te d  b e h a v io r  re la tio n sh ip . A  p e rso n ’s 

a ttitu d e  to w a rd  an  o b je c t in flu en ces  th e  o v e ra ll p a tte rn  o f  h is  o r  h e r  re sp o n se  to  the  

o b jec t. T h is  m o d e l h as  b een  te s ted  in  sev e ra l s tu d ies . S u g a r  co n su m p tio n ; to o th  

b ru sh in g  b e h a v io r  an d  d e m a n d  fo r d en ta l se rv ice  u se  are  so m e  o f  th e  s tu d ies. T h is  has 

co m p rise s  o f  th re e  m a in  v a riab le s  g ro u p  - d e m o g ra p h ic  v a r ia b le s  su ch  as age, sex ,
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o c c u p a tio n , so c io e c o n o m ic  s ta tu s , re lig io n , and  e d u c a tio n ; a ttitu d e  to w ard  ta rg e t 

v a ria b le s  su ch  as a ttitu d e  to w a rd  p e o p le  and  in s titu tio n ; an d  fin a lly , p e rso n a lity  tra it 

v a r ia b le s  su ch  as in tro v e rs io n , ex tro v e rs io n  etc. T h e se  all fac to rs  a ffec t p e rso n ’s 

in te n tio n  an d  th a t d e te rm in e  th e  p a r tic u la r  b e h a v io r  o f  a  p e rso n  on h e a lth  se rv ice  

u tiliz a tio n  as w e ll (S o g a a rd , 1992 ; K ap lan , e t.a l.,1 9 9 3 ).

5.5 Bio-psychological model (Engel, 1977)

T h is  m o d e l e m p h a s iz e s  th a t a  c h a n g e  in  o n e  e ffec t c h a n g e s  in  th e  o ther. It b e g in s  from  

m o le c u le s  an d  ce lls  an d  en d s  w ith  so c ie ty  o f  b io sp h e re . A ll a re  lin k ed  to  each  o th e r in 

a  h ie ra rc h ica l re la tio n sh ip . T h is  c o n c e p tu a l a p p ro ach  h e lp s  u s to  u n d e rs ta n d  the 

fac to rs  su ch  as d ise a se , p sy c h o lo g ic a l fac to rs , so c ia l e n v iro n m e n t (e .g . fam ily , 

fr ien d s) an d  its  e ffe c ts  o n  h e a lth  se rv ic e s  u tiliz a tio n  (Jy v a s ja rv i, 2001).

6. Conclusion

A  sev era l s tu d ie s  h a v e  b e e n  d o n e  w ith  th e  a im  to  u n d e rs ta n d  w h y  so m e w o m e n  use  

an te n a ta l ca re  as re q u ire d  an d  so m e  do  n o t. A lm o s t a ll s tu d ie s  h av e  a  c o n c lu s io n  th a t 

th e re  is  no  u n iv e rsa l e x p la n a tio n  o f  d e te rm in a n ts  o f  a n te n a ta l ca re  u tiliz a tio n . It v a rie s  

ac ro ss  th e  p la c e  an d  so c io -c u ltu ra l an d  in d iv id u a l c h a ra c te r is tic s  o f  a p e rso n . M o st o f  

th e  s tu d ies  a re  fo c u se d  o n  ru ra l se ttin g s . A lth o u g h  th e  p a tte rn s  o f  a n ten a ta l ca re  u se  in  

u rb a n  w o m a n  h av e  fo u n d  to  b e  h ig h e r  th an  w o m en  re s id e  in  ru ra l area , so m e  u rban  

w o m e n  are  s till do  n o t u tiliz e  c o m p le te  an ten a ta l ca re  th a t is a v a ilab le  su ffic ien t than  

th e ir  fe llo w  ru ra l w o m en . W o m e n  w ith  low  e d u c a tio n , o ld  age, h ig h e r parity , 

in a d e q u a te  k n o w le d g e  an d  a ttitu d e , u n p lan n ed  p re g n a n c y  an d  w ith  lo w er d eg ree  o f  

so c ia l su p p o rt a re  lik e ly  to  h av e  p o o r  an ten a ta l c a re  u tiliz a tio n  p rac tice . F am ily  

in co m e , h u sb a n d ’s ed u c a tio n  and  o c c u p a tio n , ex p o su re  to  in fo rm a tio n  and  o ccu p a tio n  

are  a lso  re la ted  to  th e  an ten a ta l ca re  u tiliz a tio n  p ra c tic e s  b y  p re g n a n t w om en .
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7. Conceptual Framework

S in ce  th e  an te n a ta l c a re  is a fo rm  o f  h e a lth  p ro m o tio n a l a c tiv ity  fo r p re g n a n t and  

fe tus. It n e e d s  a  lo n g -te rm  b eh a v io ra l c h a n g e  in  o rd e r  to  u se  th e  h ea lth  se rv ice s  

o p tim a lly . T h e re fo re , in  th is  case , P R E C E D E  fra m e w o rk  can  b e  a b e s t m o d e l to  u se  to  

d e sc r ib e  fa c to rs  re la te d  to  th e  u tiliz a tio n  o f  an te n a ta l c a re  se rv ice .

T h is  f ra m e w o rk  h as  th ree  m a in  co m p o n e n ts . K n o w le d g e , a ttitu d es , v a lu e s  an d  

p e rc e p tio n s  a re  c o m e  u n d e r “ p re d isp o s in g  fa c to rs” . T h e se  fac to rs  p la y  ro le  in  

in c re a s in g  o r  d e c re a s in g  th e  m o tiv a tio n  fo r ch an g e . T h e  seco n d  fac to r, “ e n a b lin g  

fa c to rs” , in c lu d e s  a v a ila b ility  o f  re so u rc e s , a c c e ss ib ility , lack  o f  in co m e  etc. T h ese  

fac to rs  a re  u s u a lly  th o u g h t o f  as b a rr ie rs  to  ch an g e . A n d , lastly , “ R e in fo rc in g  fa c to rs” 

a re  u su a lly  so c ia l feed b ack  th a t e n c o u ra g e  o r  d isc o u ra g e  ch an g e  (S o g aa rd , 1992; 

K ap lan , e t.a l, 1993). T h is  fram ew o rk  c a n  b e  u se d  in  d e sc r ib in g  fac to rs  re la te d  to  th e  

u tiliz a tio n  o f  an te n a ta l c a re  as b e lo w :

F ig u re  1 F a c to rs  re la te d  to  th e  u tiliz a tio n  o f  a n te n a ta l ca re

Source: PRECEDE framework, Kaplan, et. al., Health and Human Behavior, 1993:56)

F o r th e  p u rp o se  o f  th is  s tu d y  th e  c o n c e p tu a l f ram ew o rk  h e re in  is d e riv ed  from  th e  

co n c e p t o f  th e  ab o v e -m e n tio n e d  fram ew o rk . T h e re  a re  sev e ra l v a riab le s  th a t can  h av e



23

p o s itiv e  o r  n e g a tiv e  e ffe c ts  on  th e  c o m p le te  u tiliz a tio n  o f  an ten a ta l ca re . B u t, in  th is  

c o n c e p tu a l fra m e w o rk , six  m a in  v a r ia b le s , w h ich  w ere  m a in ly  m e n tio n e d  in the  

lite ra tu re  re v ie w  ea rlie r , a re  co v e red . T h e se  6  in d e p e n d e n t v a ria b le s  in  th is  s tu d y  can  

h a v e  in f lu e n c e  o n  c o m p le te  u tiliz a tio n  o f  an ten a ta l care , as sh o w n  in  F ig u re  2 be lo w :

F ig u re  2 R e se a rc h  c o n c e p tu a l fram ew o rk

Independent variables Dependent variable
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