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Background: An ailing, unresponsive health system and the existing social
complexities, with considerable contextual differences, are all pervasive in India.
In health, these are manifested as differences in morbidity and mortality, severely
affecting child health and survival. Objectives: To find out the possible factors
affecting the health-seeking behavior of mothers with regard to their children, in a
rural community of Darjeeling district, and the reasons for not seeking curative care for
perceived sick children. Materials and Methods: A cross-sectional, community-based
study among the mothers of the Naxalbari Block was undertaken, using a multistage
random sampling technique, from June to August 2011, by using the questionnaire
method. A total of 256 mothers (sample size) were studied. Results: Joint family
structure, mass media exposure, literacy status, socioeconomic status of mothers,
and gender differences among children were found to be significantly associated
with the healthcare-seeking behavior of the mothers. Conclusion: Increasing
maternal education, intensified awareness generation through the mass media
approach, implementing gender-sensitive interventions, and counseling, may have
positive implications in future, leading to better health outcomes and favorable
health indicators.
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INTRODUCTION
Diseases in children have long-term effects both in cognitive and physical infirmities. Thus, utmost
care should be taken to prevent diseases, recognize the danger signals, and treat them urgently.
Healthcare-seeking behavior is thus of prime importance and is pivotal in the well-being of the
individual as well as the community. The process of responding to perceived ‘illness’ or seeking care
involves multiple steps.[1] Rahman argued that a woman’s decision to seek healthcare is not an off isolated
event, but a composite result of her personal needs, social forces, actions of healthcare providers, and
the location of services.[2] Thus, traditionally, while healthcare-seeking behavior is conceptualized as
a ‘sequence of remedial actions’ taken to rectify ‘perceived ill-health,’ nowadays a wider perspective
on affirmative, health-promoting behaviors are adopted.[3] In patriarchal systems, dominating most
of India, compounded with unemployment, illiteracy, and fixed firm cultural beliefs the situation is
more ominous than the dismal data.[4] With the advent of new era, female education has come out of
domestic confinements and has become an important role player in public health agenda. A similar
study concluded that there was a significant association between female literacy and gender bias with
regard to the health-seeking behavior of children, with illiterate women creating the gender divide
more. Various other studies have argued the positive effect of maternal education on child health and
survival.[5-9] Female literacy should be stressed, as it plays a pivotal role in the timely seeking of health
care for their children, as they are the prime caregivers. Despite their earnest intentions, many a time,
mothers living in the below poverty line families and in a joint family structure, have to overcome various
constraints before seeking preventive or curative healthcare services for their children. Intense awareness
generation through various mass media approaches like television and radio, group meetings, and
formulating culturally acceptable gender-sensitive interventions paves the way for a brighter future.[5-9]
Another concern in a developing country like India, is to ensure that gender equity prevails in the
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utilization of healthcare facilities, because if a girl child begins her
formative years on a weak foundation, this continues all through
her life. Gender norms and values give rise to gender inequalities,
that is, differences between men and women, which systematically
empower one group to the detriment of the other.[10] There are seven
types of gender inequalities ― natality, mortality, special opportunity,
basic facility, professional, ownership, and household.[4] Distinction
between sex (biology) and gender (the social concept) is essential
to this tradition of research, as it is clear that gender inequalities
in health have been in the most part socially produced rather than
biologically given.[11] In India, women are placed in a subordinate
position to men, the disparity being wider in rural areas.[12-15] Girls
are neglected and discriminated against accessing preventive and
curative healthcare facilities, a low girl to boy ratio (0.93) being
a proof of the differential healthcare-seeking behavior between
genders.[14,16] Millenium Development Goal 3 (MDG 3) was thus
formulated to ensure gender equality and women empowerment,
creating equal platforms for both genders. The household being
an undifferentiated unit of cooperation, inequality, and internal
discrimination, proper awareness generation can pave the way for
curbing this menace.[4] However, as there is a dearth of literature
on these issues, in the defined area, this study was envisaged. The
objectives of the study are to find out the possible factors affecting
the health-seeking behavior of mothers with regard to their children
in a rural community of Darjeeling district, and the reasons for not
seeking curative care for their perceived sick children.

MATERIALS AND METHODS
A community-based, cross-sectional study was carried out for
three months (June to August 2011), in the Naxalbari Block
of Darjeeling district, which was the rural field practice area
of the Department of Community Medicine, North Bengal
Medical College and Hospital. The requisite permission and
ethical clearance was obtained from the Institution, Department
of Community Medicine, and BMOH of the block. Using a
multistage random sampling technique, one-third of the Gram
Panchayats, then one-third of the subcenters, and subsequently
one-third of the villages were selected. With the help of frontline
workers like ASHAs (Accredited Social Health Activists)
and ANMs (Auxiliary-Nurse-Midwives), a village-wise list of
mothers (pertaining to the inclusion and exclusion criteria) was
prepared. A total of 256 mothers were studied. The final sample
size was calculated to be 256 after applying a design effect of two
and taking non-response rate as 10%. Local people of eminence
and Head of the families of the area were taken into confidence and
the importance of the study was duly explained to them. Mothers
in the study area were also explained about the benefits of the study
and their informed consent was taken. Mothers with willingness
to participate in the study, who were permanent residents of the
area, not severely ill and having a child with perceived sickness
in the recall period were included in the study. Mothers with age
of the youngest child above five years were excluded from the
study. The healthcare-seeking behavior of the mother in case of
the perceived illness of her child was recorded. A recall period of
fifteen days was taken to avoid any recall bias. Healthcare-seeking
behavior for perceived illness was recorded for only one child per
mother (preferably the youngest child). The study was carried

out by a house-to-house visit, with the help of peripheral health
workers like ASHAs and ANMs. Data was collected using a
pre-designed, pre-tested, semi-structured, open-ended, validated
schedule. An in-depth interview method was carried out as and
when required.
Operational definitions of literacy (any person over seven years
of age who could read and write with complete understanding)
and health-seeking behavior (both in preventive and curative
aspects) were used. The data was then compiled and analyzed
by percentages, proportions, and bivariate analysis using the Epi
info version 6.0.
The variables used in the study were, the working status of mother,
mass media exposure of mother (like television, radio, newspaper,
group meetings), educational status of mother, mothers belonging
to below poverty line (BPL)/above poverty line (APL), type of
family structure where mothers were residing, and gender of
the child. Healthcare-seeking behaviors of the mother, both in
preventive and curative aspects, along with reasons for not seeking
curative care at all were also studied. The response variables
were classified into two parts: (1) Preventive aspects of health
care (primary immunization completed or not and if receiving
other vaccines on scheduled dates) and (2) curative aspect (which
was subdivided into three categories: (a) No treatment, (b)
treatment from the public sector, and (c) treatment from the
private sector). The first category included no treatment at all.
The public sector comprised of all types of government medical
institutions, community health workers, and non-governmental
organization (NGO) workers; whereas, the private sector
included all types of private practitioners, self-treatment, Vaidya,
Hakim, homeopaths, traditional healers, and other private sector
establishments.

RESULTS
Among the 256 mothers under study (n = 256), the age range varied
from 17 to 44 years, with the mean (±S.D) being 24.2 ± 2.1 years.
One hundred and eighty-two were Hindus (71.09%), 30 were
Muslims (11.72%), and 44 belonged to other religions (17.19%).
Mothers belonging to the general caste were159 (62.11%)
and SC/ST/OBC were 97 (37.89%). Among the studied
children of 256 mothers, 142 were males (55.4%) and 114 were
females (44.5%). During the study period, the total number of
children below the age of one year (infants) was 44 (17.2%), of
whom 29 were males and 15 females [Table 1]. Two hundred and
twelve (82.8%) children were aged between one and five years,
with 113 males and 99 females. The results revealed that 100% of
the males and females had completed their primary immunization
coverage. Thus preventive healthcare-seeking behavior was
practiced by all the mothers, which was a welcome finding.
Regarding the curative aspect of healthcare-seeking behavior,
among a total of 142 male children, no treatment was received
in 16.2% of the cases (23 males). Treatment at the public sector
was received by 97 males (in 68.3% cases) and treatment at private
sector was received by 22 males (in 15.5% cases). It indicated the
promptness, concern and utmost care for male children by their
mothers [Table 2]. However, the equality in seeking preventive
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healthcare services, like immunization coverage, among mothers
for their children of both genders, was not reflected in the case
of curative healthcare-seeking behavior. Among the studied
114 female children, strikingly no treatment was received in
42.1% of the cases. Treatment at public sector was received by
51 females (in 44.7% cases) and treatment at private sector was
received by 15 females (in 7.5% cases) [Table 2]. The findings
of the Chi square test revealed the following findings [Table 3].
Mass media exposure was categorized as not exposed and
exposed. Of the 27 mothers (10.5%) not exposed, healthcare
behavior was sought by only eight mothers (29.6%) and among
229 mothers (89.5%) exposed to mass media, 158 mothers (69%)
sought health care. The association was found to be statistically
significant. (P < 0.05, df = 1, χ2 = 16.42). The working status of
the mother was categorized as non-working and working mothers.
Among 178 (69.5%) non-working mothers, 98 (55.1%) had
health-seeking behavior. Among the working mothers, 55.1% had
healthcare-seeking behavior. No statistically significant association
was found (P > 0.05, df = 1, χ2 = 0.00). Educational status of the
mother was categorized as literate and illiterate mothers. Of 62
illiterate mothers, 24.2% had healthcare-seeking behavior, whereas,
among 194 (75.78%) literate mothers, healthcare-seeking behavior
was present in 78.3% of the cases. The association was found to
be statistically significant (P < 0.05, df = 1, χ2 = 60.76).
The mothers were again categorized as Below Poverty Line (BPL)
card holders and non-holders. Among 194 (75.78%) BPL
card holder mothers, 151 (77.8%) displayed health-seeking
behavior, whereas, among 62 non-BPL mothers (24.2% cases),
16 (25.8%) sought healthcare services. A statistically significant

Table 1: Distribution of male and female children
according to their age
Sex of child
Male children
Female children
Total

Less than
one year
29
15
44

Greater than
one year
113
99
212

Total
142 (55.4)
114 (44.5)
256 (100)

Figures in parentheses indicate percentage

association was noted. (P < 0.05, df = 1, χ2 = 56.08). Among
177 mothers (69.14%) living in joint families, 24.8% had
healthcare-seeking behavior, whereas, among 79 mothers (30.85%)
living in nuclear families, 67.08% mothers sought health care.
The association was found to be statistically significant (P < 0.05,
df = 1, χ2 = 41.39). The association between the healthcare-seeking
behavior of the mothers and gender of their child was found to
be statistically significant. Among 142 mothers having a male
child, 83.8% sought healthcare services, whereas, among 114
mothers having a female child, 57.9% mothers sought health care
(P < 0.05, df = 1, χ2 = 21.18). Unfortunately, out of the studied
256 mothers, with each having a perceived sick child, health care
behavior was not sought in 27.7% of the cases. Among 142 male
and 114 female children, no treatment was received in 16.2% of
the cases and 42.1% of the cases, respectively. The reasons stated
by their mothers for not seeking health care behavior were noted.
Multiple responses were given; 71.2% of the mothers opined
that ignorance, lack of awareness, fixed firm cultural beliefs,
male-dominated society, more concern for the well-being of the
male child, as he was the future bread winner of the family, and
the final word of the head of the family, were contributory factors;
62.3% of the mothers stated the cause to be dissatisfaction with
the health care services, along with lack of accountability and
humaneness of the healthcare providers. Lack of accessibility,
availability, and affordability of the health care services provided
was also a cause, according to 57.11% of the mothers. According

Table 2: Distribution of male and female
children according to the type of curative
healthcare-seeking behavior received
Curative
health seeking
behavior
No treatment
Treatment at
public sector
Treatment at
private sector

Perceived
sick males
(n=142)
23 (16.2)
97 (68.3)

Perceived
sick females
(n=114)
48 (42.1)
51 (44.7)

Total perceived
sick children
(n=256)
71 (27.7)
148 (57.8)

22 (15.5)

15 (13.2)

37 (14.5)

Figures in parentheses indicate percentage

Table 3: Table showing possible factors associated with the healthcare-seeking behavior among
mothers (n=256)
Factors

Category

Mass media exposure

Present
Absent
Not working
Working
Illiterate
Literate
Joint family
Nuclear family
Yes
No
Male
Female

Working status of mothers
Educational status
Type of family structure
Mothers having BPL Card
Mothers according to gender of their child

Health-seeking
behavior
Yes
No
158 (69)
71 (31)
08 (29.6)
19 (70.3)
98 (55.1)
80 (44.9)
43 (55.1)
35 (44.8)
15 (24.2)
47 (75.8)
152 (78.3)
42 (21.6)
44 (24.8)
133 (75.1)
53 (67.1)
26 (32.9)
151 (77.8)
43 (22.2)
16 (25.8)
46 (74.2)
119 (83.8)
23 (16.2)
66 (57.9)
48 (42.1)

χ2 value, P value, df

16.42, 0.00,1
(association significant)
0.0,0.99,1
(not significant)

Odds ratio (95% CI)

OR=5.29
(2.07-13.88)
OR=1 (0.56-1.76)

60.76,0.00,1
(association significant)

OR=11.34
(5.5-23.62)

41.39,0.00,1
(association significant)

OR=0.16 (0.09-0.30)

56.08,0.00,1
(association significant)

OR=10.10
(4.9-20.73)

21.18,0.00,1
(association significant)

OR=3.76 (2.03-7.02)

Figures in parentheses indicate percentage
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to 36% of the mothers, inconvenience of transport facilities,
religious misinterpretations, socioeconomic constraints, and
women’s restricted movements played a role.

DISCUSSION
The multidimensional growth of a nation is primarily dependent
on its health, manpower, andeffective service utilization, and
extends beyond the narrow limits of curative care, encompassing
the preventive and promotive aspects as well.[17] For effective health
outcomes, it is mandatory that women utilize the services at par
with men, more so because they are the prime caregivers to the
children in the community. Starting from immunization coverage
to accessing curative health care, health-seeking behavior largely
displays the needs felt and awareness generated in the individual
as well as the community. The existing literature on care-seeking in
India, quantitatively displays the female disadvantage in healthcare
use-rates.[18] However, there is a lack of quantitative data on the
potential gender disparities existing in household recognition
of illness, type of care used, and monetary expenditure for the
health services, making it difficult for policy makers to formulate
gender-sensitive interventions.[18,19] Community-based studies have
also found a significant gender differential of healthcare use in
rural India. They have found that the proportion of sick female
and male newborn infants receiving any treatment is 28.8 and
63.1%, respectively.[18] Similarly, in the Matlab area in Bangladesh,
girls are less likely to get even free treatment than boys.[20] Gordon
and Wyon have found in the Khanna study in Punjab that girls
received less and worse medical care than boys, in the under three
age group.[16] Cross-sectional surveys of practitioners and care
providers have reported discriminatory care-seeking for boys and
girls in India and Bangladesh.[21,22] Regional and gender differences
in the health-seeking behavior among the migrants from Tamil
Nadu and Uttar Pradesh in Delhi are observed.[23] The maternal
education and living standard of the household have positive
effects on the Oral Rehydration Treatment rate for boys, but not
for girls, especially in the central and eastern regions of India.[24]
The NFHS-1 study of 1992-1993, shows that mother’s education
continues to be a powerful, positive and significant predictor of
utilization of child healthcare services in India, after controlling
a number of other demographic, socioeconomic, and spatial
variables.[25] Prevalence of visits to the medical facilities is highest
among children aged six to twenty-three months, children of lower
birth orders, children in urban areas, children of mothers with
at least secondary education, and children of mothers exposed
to any sort of mass media.[19] Additionally, factors related to
the place of residence, socioeconomic status, cost, quality, and
location of health services may account for variations in the
use of maternal health care. Women’s age, ethnicity, education,
religion, culture, clinical need for care, and decision-making
power interact in different ways to determine the health-seeking
behavior.[26,27] Another study showed, that mothers often did
not perceive neonatal illnesses serious enough for the use of
a healthcare provider.[19] However, for effective and favorable
health outcomes a responsible, productive, and competent health
workforce is an essential prerequisite.[28] Sadly, rural health bears the
maximal brunt. The prevalence of Infant Mortality Rate is two and
a half times more, prevalence of malaria is three times more, and

malnourishment among the reproductive age group females is three
times more in the rural population than in the urban population.[29]
However, illiteracy, ignorance, lack of awareness of the necessity of
services provided, customs, beliefs, deep rooted faith in traditional
healers and TBAs, lack of accountability of health care providers,
lack of credibility of public health facilities, concern over cost
of medicine, reputation of healthcare provider, and access to
a healthcare provider (covering geographical, socioeconomic,
and gender distances) act as hindrances in the effective service
utilization by the beneficiaries.[30-32] Recall bias may also lead to
inaccurate or underestimation of the care-seeking behavior, for
newborns. However, as Sudman and Bradburn have found, it
is likely to be minimized through a face-to-face questionnaire
format, which aided memories of the respondents. Another
bias is the misclassification bias, which occurs because mothers
may misrepresent the actual to create a more socially-desirable
impression.[33]

CONCLUSION
The present study found that among the 256 mothers studied the
majority were Hindus, belonged to the general caste and were in
the age range of 24.2 years with an SD of 2.1 years. One hundred
and forty-two mothers had a male child and 114 mothers had a
female child. One hundred percent of the children, irrespective
of gender, had completed their primary immunization. Regarding
curative healthcare-seeking behavior, 16.2% males and 42.1%
females received no treatment. Factors like mass media exposure
of mothers, literacy status of mothers, below poverty line card
holder mothers, and those residing in joint family structures were
found to be significantly associated with the healthcare-seeking
behavior of the mothers. Association between healthcare-seeking
behavior of mothers and gender of their child was also found
to be statistically significant. A majority of the mothers opined
that ignorance, lack of awareness, fixed firm cultural beliefs,
male-dominated society, more concern for the well-being of
the male child (he being the future torch bearer of the family),
and the fi nal word of the head of the family, compounded
with the lack of accountability of the health workers, were a
few factors for their not seeking curative health care services.
These fi ndings may have implications in future, with health
planners and policy makers formulating more gender-sensitive
and culturally appropriate health interventions for promotion
of healthcare-seeking behavior in rural India ― seeking behavior
irrespective of gender differences.

RECOMMENDATIONS
Intense awareness generation through a mass media approach,
stressing on female literacy, improving the overall socioeconomic
conditions through various income generation schemes, along with
counseling the local people of eminence and head of the families on
the benefits of timely and appropriate healthcare-seeking behaviors,
both in preventive and curative aspects, may lead to the desired health
outcomes and favorable health indicators. Increasing the motivation
and accountability of the frontline health-workers and addressing
the dissatisfaction of the beneficiaries may lead to effective service
utilization and favorable health indicators. Percolating the message
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of gender equality deep into the community seems to be the need
of the hour.

LIMITATIONS

14.
15.

Taking a larger sample size could detect significant differences in
certain outcomes. The definitiveness of the study results were limited
by subjective measurements of certain outcomes, like perceived
severity of childhood illness. This study had a scope of recall bias and
misclassification bias, as well as missing out on those mothers who
were at their parental homes during the study period. Affordability,
accessibility, availability, and occupation of the head of the family,
which could have influenced the outcomes, could not be taken into
consideration.

16.

17.

18.
19.
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