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IntroductIon

Health care seeking behavior is the 
first step towards the cure of any health 
problem. There has been evidence that due 
to lack of motivation to seek help, many 
of the health problems remain untreated 
in the world even though services are 
available at the doorstep. A study revealed 
that health care seeking behavior is deep-
rooted within the political, economic, and 
cultural context as well as specific social 
relations.1 The sequence of curative actions 
that an individual seeks to cure perceived 
ill health is known as health seeking 
behavior.2-3 However, health care seeking 
behavior is itself determined by a large 
number of factors.

Studies revealed that cultural beliefs 
and practices often lead to self-care, home 
remedies and consultation with traditional 

healers in rural communities.4 Advice 
from elder women in the household is 
also instrumental in health care seeking 
behaviour.5 These factors are common 
amongst women, which result in delay 
for seeking treatment for themselves as 
well as for their children’s illnesses.6-7 

Studies suggested that age, sex, marital 
status, caste, religion, region/state, 
family size and parity, level of education, 
occupation of the head of the family, 
household wealth/poverty, women’s 
autonomy8-13, type of illness, number of 
days of illness12,14,15, awareness of and 
access to services, perceived quality of 
service, availability of transport, physical 
distance of the facility, time taken to 
reach the facility12,16-19 are associated with 
health care seeking behavior. A review 
by MacKian20 identified broad categories 
of predictors that influence health care 
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seeking behavior, which are geographical 
and environmental, social, economic, 
cultural and organizational.

Most of the research conducted to 
understand the health care seeking 
behavior have been concentrated on 
patrilineal societies. No systematic 
analysis has been done to understand 
the health care seeking behavior in a 
matrilineal society. This study aims to 
understand the awareness of antenatal and 
postnatal services offered by providers and 
subsequent care seeking behavior among 
the Garo tribe, a matrilineal indigenous 
community in Bangladesh with reference 
to the national level prevalence.

Background

After the independence of Bangladesh 
in 1972, impressive development has been 
achieved in the reproductive health arena, 
particularly in reducing infant and child 
mortality, controlling population growth, 
improving contraceptive prevalence 
rate, increasing knowledge and attitude 
towards HIV/AIDS etc. Despite these 
improvements, the level of maternal 
mortality remains unacceptably high, 
particularly in rural areas of Bangladesh, 
where knowledge, attitudes and health 
care seeking behavior is very low. A study 
on safe motherhood programmeme in 
Bangladesh assessed that women's low 
status in society, poor quality of maternity 
care services, lack of trained providers, 
low uptake of services by women, as 
well as infrastructure and administrative 
difficulties -- all contribute to the high rate 
of maternal deaths.21

Antenatal care coverage, especially by 
a trained provider, has increased to 52 per 
cent in 2007 from 49 per cent in 2004.22-23 

This was very low in 1999-2000 and only 
one third of child-bearing women received 
antenatal care from a medically trained 
person.24 Only 60 per cent of pregnant 
women received at least one antenatal care 
from any service provider.22 According to 

the Bangladesh Demographic and Health 
Survey 2007,22 almost two in three births 
were assisted by dais (untrained traditional 
birth attendants) and one in seventeen was 
assisted by relatives or friends. Only 15 
per cent births in Bangladesh had been in 
a health facility, it was very low (4%) in 
1993-94 BDHS; it has increased by over 10 
percentage points in the last 13 years.22

Care after birth is equally inadequate in 
Bangladesh. Only 21 per cent of mothers 
receive postnatal care from a trained 
provider within six weeks after birth.22

Among mothers who do not give birth 
at a health facility, only 8 per cent receive 
postnatal care.23 The likelihood of receiving 
postnatal care by mothers has improved 
slightly, from 18 per cent in 2004 to 21 per 
cent in 2007.22 Treatment seeking behavior 
from medically trained provider (qualified 
doctor, nurse/midwife etc.) with maternal 
complications around the time of delivery 
increased to 42 per cent in 2007 from 29 
per cent in 2004. In addition, 19 per cent 
did not seek care from any provider for 
complications.22-23

In Bangladesh, the maternal mortality 
ratio (MMR) declined from nearly 574 
per 100,000 live births in 1990 to between 
320 and 400 in 2004.23-25 Regardless of this 
development, about 12,000 women die 
each year from maternal health related 
complications. The estimated lifetime risk 
of dying from pregnancy and child birth-
related causes in Bangladesh is about 
100 times higher than that in developed 
countries.26 The most striking information 
is that 80 per cent of such deaths occur 
at home, where delivery is attempted 
under unhygienic conditions and assisted 
by trained or untrained traditional birth 
attendants (TBAs), close relatives or 
neighbors27, that poses a serious threat 
to the improvement of overall health 
status and obstruct the socio-economic 
development of the country as well.

To curb the high rate of maternal and 
infant mortality, government and different 
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national and international NGOs are 
working in Bangladesh for the last 25 
years. Special emphasis has been given 
to improve the quality of reproductive 
health of rural women and child health 
so that maternal and infant mortality 
could substantially be reduced and in 
the long run to develop a sustainable 
health programme through the active 
participation of the community people. 
Moreover, remarkable development has 
been achieved in the programme area 
of ICCDDR,B (the Centre for Control of 
Chronic Diseases in Bangladesh), where 
maternal mortality ratio was much lower 
than the national average.28 This rapid 
decline has taken place in ICDDR,B 
service area due to the initiation of the 
skilled attendance strategy, better access 
to emergency care, and fall of abortion 
mortality.

The Garos
Garos are one of the few remaining 

matrilineal societies in the world. The 
origin of Garos is still an unsettled issue. It 
is often said that the Garos migrated from 
Tibet. However, no authentic historical root 
has been identified.29 Some anthropologists 
argue that the original home of Garos is 
Assam in India.30-31 According to their 
claim, the Garos migrated towards the 
valley of Assam (now adjacent to the 
Mymensingh district of Bangladesh) and 
Burma from the uplands of Himalayas 
during the early years of 1000 B.C. 
Although, the tribe is named as ‘Garo’, 
the Garos call themselves, “A’chik” or 
“Mande”.29

Most of the Garo people live in 
different areas of Mymensingh district 
and Modhupur of Tangail district of 
Bangladesh, while a few live in Dhaka, 
Rangpur, Jamalpur, Netrokona, Sylhet, 
Moulovibazar and Bogra districts.32 Recent 
estimates suggest that in total there were 
97,695 Garo people of which 70,376 were 
Catholic, 22,403 Baptists, 3,624 Church of 

Bangladesh and 1,292 were Seventh-day 
Adventists.33 Very few Garos still follow 
their traditional Animist-Hindu beliefs. 
There are two chief classes among Garos, 
locally known as Achhick or Hill Garo and 
Lamdani or Plain Garo.34 Individuals take 
their clan titles from their mother. Among 
the Garos, daughters inherit property from 
their mother. After getting married, the 
man lives in his wife’s house. In principle, 
women hold all control over the economy, 
but husbands have a right to use resources 
after negotiation with their wife.35

Garo women participate more in 
different socio-cultural and economic 
activities than their male counterparts. 
They occupy most significant role in labor 
force as their level of education is higher 
than Garo men. Garo women enjoy an 
autonomy which is equivalent to men.35 By 
most definitions, Garo women enjoy high 
status in society.36 Agriculture is the main 
source of income and the average annual 
income is less than that of the national 
level.35

Methodology

Since the Garo community mostly live 
in Mymensingh and Tangail districts of 
Bangladesh32, 15 villages of Haluaghat 
under Mymensingh district and 5 villages 
of Modhupur under Tangail district 
were selected purposively. A total of 223 
currently married women, comprising 
of 158 from Haluaghat and 65 from 
Modhupur, having at least one child 
aged less than five years were selected 
for this study. Among the two regions, 
the residents of Modhupur enjoy more 
urban facilities relative to the residents 
of Haluaghat due to its location and the 
availability of transportation.

An interview schedule was used for 
collecting primary information. The 
interview schedule included both closed 
and open-ended questions. The interview 
process was conducted by three female 
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Garo and three female Bengali (member of 
the mainstream society) students studying 
at university level, during December 2007 
to February 2008. Along with important 
soc io-economic  and demographic 
characteristics of Garo women, the survey 
collected information on different antenatal 
and postnatal care services available in the 
locality, and the use of these services by 
the respondents. The collected data were 
summarized, tabulated and analyzed using 
SPSS version 14.0.

A binary logistic regression model was 
fitted. The response variable was “use of 
antenatal and postnatal services” (used=1, 
not used=0). If the respondent reported 
to use at least one of the antenatal or 
postnatal services during or after her 
last child bearing she was considered to 
have “used” and “not used” otherwise. 
The explanatory variables included were 
demographic (age and total number of 
children), socio-economic (education 
and occupation), and spatial (place 
of residence, distance from the health 
center) variables of the respondents. 
Multicolinearity among the explanatory 
variables was considered during the 
regression analysis.

results

Characteristics
Among the respondents, 70.9 per 

cent resided in Haluaghat and the 
remaining 29.1 per cent were the residents 
of Modhupur. Most (72.2%) of the 
respondents belonged to the age group 
25-35 years, another 15.2 per cent belonged 
to the age group less than 25 years and 
the rest belonged to the age group 36 
years and above (12.6%). Most of the 
respondents had secondary level education 
(42.2%), which was followed by primary 
(26.5%), higher secondary (13.5%), and 
no education (11.2%). Only 6.6% of the 
respondents had honors/masters level 
education. Most (63.2%) of respondents 

were housewives. However, some were 
engaged in income generating activities, 
such as, service (23.8%), agriculture (9.4%) 
and business (3.6%). About 33.2 per cent of 
the respondents had two children, which 
was followed by only one child (24.2%), 
three children (22.4%) and the remaining 
had four or more number of children 
(20.2%).

Awareness of antenatal and postnatal 
services

Table 1 presents the antenatal and 
postnatal care services available in service 
centers in the study area as mentioned by 
the respondents. About 83.4 per cent of the 
respondents mentioned that “vaccination 
of children” was one of the services offered 
by these health centers. Other services 
offered by these centers included “nursing 
of babies” (80.7%), “nursing of pregnant 
mothers” (76.2%) and “vaccination of 
pregnant mothers” (75.3%). About 92.4 
per cent of the respondents could mention 
at least one of the antenatal and postnatal 
services offered in the health centers in 
their localities.

TABLE 1
Antenatal and postnatal care services provided by 
different service centers reported by respondents

Type of service %

Nursing of pregnant mothers 76.2

Nursing of lactating mothers 61.9

Nursing of babies 80.7

Vaccination of children 83.4

Vaccination of pregnant mothers 75.3

Advice for breast feeding 62.3

Health education 69.5

Nutrition Education 69.1

Use of antenatal and post natal services
Table 2 shows that 60.3 per cent women 

received antenatal care in Bangladesh, 
while the antenatal care received by the 
Garo women was significantly higher 
(86.1%). The most remarkable and 
outstanding feature is that the postnatal 
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care received by the Garo women was 
much higher (63.7%) compared to the 
national level (21.3%).

TABLE 2
Use of antenatal and postnatal care services 

reported by respondents
Type of visit Percent

Garo  National*

Antenatal care 86.1 60.3

Postnatal care 63.7 21.3

*Source: Bangladesh Demographic Health Survey, 
2007

Multivariate analysis
Linear logistic regression analysis 

suggests that respondents from Modhupur 
were significantly less likely to seek 
antenatal and postnatal care services 
compared to the respondents from 
Haluaghat (Table 3). Respondents who 
had three or more number of children were 
significantly less likely to seek antenatal 
and postnatal care services than those 
having only one child. Respondents who 
were aware of the antenatal and postnatal 
services offered in the health facilities 
were significantly more likely to use these 
services.

TABLE 3
Linear logistic regression estimates of the effect of 
demographic and socio-economic characteristics 
on use of antenatal and postnatal care services 

among respondents
Independent variable β SE

Place of residence (r= Haluaghat)

Modhupur -1.392** 0.689

Age (r= Less than 25)

25-35 0.414 0.752

36 and above 0.651 1.019

Level of education (r= Not educated)

Educated 0.336 0.644

Occupation (r= Unemployed)

Employed 0.944 0.594

No. of children (r= 1)

2 -1.658 1.118

3 -2.202* 1.142

4+ -2.850** 1.144

Awareness of services (r=not aware)

Aware 2.331*** 0.676

Distance from health center§

(r= less than one mile)

More than one mile -0.232 0.696

Constant 1.695 1.460

Note: Significance Level - **p<0.05, *p<0.10. r 
denotes reference category

§ Among the respondents, 54.3% reported that the 
distance of the health center from the home was 
less than one mile. The distance was more than 
one mile for others.

dIscussIon and conclusIon

A n t e n a t a l  a n d  p o s t n a t a l  c a r e 
seeking behavior  has  s igni f icant 
impact on women’s lives as well as 
their children’s lives. A large number of 
factors are responsible for health care 
seeking behavior of women. The way 
of responding to sickness or seeking 
care varies by several factors.37 Poor 
socioeconomic status of women, lack 
of physical accessibility, cultural beliefs 
and perceptions, low literacy level of 
the mothers and large family size are 
the prime among them. Sometimes 
men’s attitude towards women in a 
specific society or community determines 
their health care seeking behavior. This 
study aimed to explore the antenatal 
and postnatal care seeking behavior 
among Garo women, a Garo society is 
matrilineal, it adds an extra dimension to 
the understanding of the matter.

Analysis suggests that more than 
seventy percent of the surveyed Garo 
women were between 25-35 years of age. 
The literacy rate among the respondents 
was 88.8 per cent. Most of the Garo women 
were aware of antenatal and postnatal 
care services offered in the nearby 
health centers. Respondents mentioned 
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that vaccination of children, nursing of 
babies, nursing of pregnant mothers and 
vaccination of pregnant mothers were the 
main care services offered in the health 
centers. Among the study women, use of 
antenatal care services was higher than 
that of the mainstream Bangladeshi society. 
Also, there was marked difference in the 
use of postnatal care between the Garo 
and Bangladeshi women. This may be 
due to the high literacy rate among Garo 
women in the study area. It may also be 
attributed to the availability of different 
private health service centers along with 
Christian missionary hospitals, playing 
pivotal role in the provision of better 
health care services for Garo women than 
for non Garo Bangladeshi women. More 
importantly, the high status of women in 
Garo society, being matrilineal, may also 
contribute to the care seeking behavior 
wherever services are available.

Linear logistic regression analysis 
suggests that respondents from Haluaghat 
area were more likely to seek antenatal 
and postnatal care than respondents from 
Modhupur area. The reason for which 
is not well understood as Modhupur 
enjoys more urban facilities and has better 
transportation network than Haluaghat. 
Respondents having more than one child 
were significantly less likely to seek 
antenatal and postnatal care services 
compared to respondents with only one 
child. This may be due to cohort effect. 
Another reason may be that mothers 
with more than one child received certain 
care services (for example, information 
regarding nursing of pregnant/ lactating 
mothers, and caring for babies) during or 
after their first pregnancy which they can 
follow in their subsequent pregnancies 
without seeking the services from a health 
center. As expected, respondents who were 
aware of services offered in the health 
centers were found to seek care services 
more than their counterparts.

The present study revealed that 

antenatal and postnatal care seeking 
behavior among the Garo community 
was higher than the main stream 
Bangladeshi society. The study identified 
that availability of services in a community 
does not necessarily reflect the care seeking 
behavior unless the awareness about the 
available services among potential clients 
is increased. Women’s decision-making 
power regarding their health issues can 
improve the situation further. This may 
be an important factor that defines the 
difference in the antenatal and postnatal 
care seeking behavior between Garo and 
Bangladeshi women. However, an in-depth 
study is required to verify such a claim.

The current study recommends that 
available service options should be 
publicized among the community. Health 
facility based dissemination programme 
will help in this regard. Awareness through 
mass media along with socio-cultural 
and economic development might have 
noteworthy influence to improve health 
care seeking behavior among women.
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