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ABSTRACT

In southern Tanzania, few high-risk pregnancies are channeled through antenatal care to the referral level. We
studied the influences that make pregnant women heed or reject referral advice. Semi-structured interviews with
sixty mothers-to-be, twenty-six health workers and six key-informants to identify barrers to use of referral level
were conducted. Expert-defined rsk-status was found to have little influence on a woman’s decision to seek
hospital care. Besides well known geographical and financial barriers, we found that pregnant women have dif-
ferent perceptions and interpretations of danger signs. Furthermore, rural women avoid the hospital because
they fear discrimination. We conclude that a more individualised antenatal consultation could be provided by
taking into account women’s perception of risk and their explanatory models. Hospital services should be reor-
ganised to address rural women’s feelings of fear and insecurity. (Afr | Reprod Health 2000; 4 [1):100-109)

RESUME

Pourquoi les femmes a risque n’arrivent-elles pas chez le spécialiste? Obstacles qui dépassent la dis-
tance et le coit. Au sud de la Tanzanie quelques grossesses 4 haut risque ont été canalisées a travers I'hygie¢ne
de la grossesse jusqu’au niveau du spécialiste. L’étude était concentrée sur les raisons qui influencent ’accepta-
tion ou le rejet du conseil du service spécialisé par les femmes enceintes. Des interviews semi-structurées ont été
recueillies aupres des soixante femmes enceintes, vingt-six membres du personnel médical et des informateurs
clef pour identifier les obstacles a I'utilisation du service du spécialiste. Il s’est trouvé que I’état de nisque comme
le définissent les experts a eu peu d’influence sur la décision de la femme de se procurer les soins hospitaliers.
Malgré les obstacles financiers et géographiques bien connus, nous avons découvert que les femmes enceintes
percoivent et interpretent les signes de danger de maniéres différentes. En plus, les femmes rurales évitent
I’hépital parce qu'elles craignent la discrimination. Nous tirons la conclusion qu’une consultation anténatale plus
individualisée peut étre assurée en tenant compte de la perception du risque chez les femmes ainsi que de leurs
modéles explicatifs. Les services hospitaliers doivent étre reorganisés afin de chercher 4 résoudre les problémes
des sentiments de crainte et d’insécurité qu’éprouvent les femmes rurales. (Rev Afr Santé Reprod 2000, 4[1]:100-109)
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Introduction

Maternal mortality is the health indicator that
shows the greatest disparity between developed
and developing counttes. Out of 595,000 maternal
deaths worldwide each year, 99% occur in develop-
ing countres.! In addition, about 5.6 million peri-
natal deaths occur each year, mostly in developing
countnes due to complications duting pregnancy
and delivery. Antenatal and essential obstetric care
have been identified as key interventions needed to
reduce morbidity and mortality related to prey
nancy and childbirth in developing countdes.

One strategy to reduce matemal and perinatal
mortality 1s based on the risk approach.® According
to this approach, screening in antenatal care should
lead to identification of pregnancies likely to de-
velop complications, and refer them in tme to a
level of care where the necessary expertise and
equipment 1s available to prevent or minimise the
anticipated adverse pregnancy outcome.

In Tanzania, the issue is of particular interest
because of two conditions: first, the coverage of
antenatal care is almost complete (96%)* with an
average of five visits per pregnancy, and the coun-
—+ has 2 dense network of health facilities. Second,
a2 1977, an action-onented antenatal card with

=:- referral criteria (stating 32 risk factors) has
ntroduced.’

Z-wever, the objective of antenatal care is not
= “usk selection directed to the referral hospital
» w—red. Two-thirds of women use the referral
= ~ecause of general considerations of safety and
=~ “ecause of specific rsk factors or health prob-
== Only the case of previous caesarean section
mc Arst pregnancy lead to considerable nsk selection.

*~1 nsk factors (general findings, e.g;, short stature,
-—ng age; findings related to pregnancy, e.g, breech
~-z<entation, twin pregnancy) have a similar preva-
=nce among women delivenng in hospital, as that
£mong pregnant women in general. Other nisk fac-
—=s (multiparity, older age) were actually associated
==:th a lower attendance to the reference hospital.6

The apparent gap between professionally de-
fined need and actual use of obstetnc care lead to
the study question: which factors influence preg-
nant women’s decision whether or not to seek
modermn matemity care? The objectives were:

1. to investigate the immediate causes for the low
utilisation of obstetric care; and

2. to identify the underlying reasons for accept-
ing or rejecting modern obstetnc care.

This qualitative study was part of a larger study
conducted in Mtwara Region. The quantitative part
studied the prevalence of dsk factors in pregnant
women in general and those delivering at hospital.
The results have been reported elsewhere.¢

Materials and Methods
Sin.y Area/ Setting

The study was carried out in two districts, Mtwara
Urban and Rural, of Mtwara Region in southeast
Tanzania. This region is among the least developed
in Tanzania. The transport situation in the region is
difficult. There 1s only one tarmac road, and the
majonty of the population lives at a considerable
distance from roads and public transport. Average
per capita income 1S below one-third of Tanzania’s
national average of only US$100 per year.”
Forty-nine health facilities (one per 5,600
population) provide first level care to the 274,325
inhabitants of the two districts.® Obstetric care at
first level facilities is limited to medical treatment
with antibiotics, ergotamine and diazepam. The
only hospital and only provider of essential obstet-
ric care’ is the regional hospital in Mtwara town. In
case of adwvised referral, the health care providers
were rarely in a position to provide transport or to
play an active role in the referral of a patient. With
a crude birth rate of 43/10,000, we expect 11,796
deliveries per year. Antenatal care covers 99% of
pregnancies (slightly above the national average?),
and compmnses on average 5 visits to antenatal
clinic per pregnant woman.'® In 1995 the majority
of deliveries were home delivenes (61%), 21%
were conducted in the hospital (39% of those in
Mtwara Urban, and 13% of those in Mtwara Ru-
ral), and 18% in dispensanes or health centres.
Twelve per cent of pregnant women attending an-
tenatal clinic received referral advice related to spe-
cific medical conditions, but only one in four of
them complied with the referral advice.!!

Study Population

Data were collected at 10 randomly selected ante-
natal clinics or dispensanes and health centres (lo-
cated at 3 to 65km distance from the hospital), and
the purposively chosen maternity ward and ante-
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natal clinic of the referral hospital dunng a three-
month period (May—July 1996). The study popula-
tion consisted of all first or second time attendees
of antenatal consultation in the selected health fa-
cilities on a randomly chosen day (n = 60, 28 indi-
vidual and 7 group interviews with 2-8 partici-
pants). Interviews with pregnant women were
complemented by interviews with health workers
{n = 26) on the same day and at the same clinics.
Key-informants (n = 6) (3 senior health officials, 1
teaching staff, 2 traditional midwives) were identi-
fied by a snowball principle, following suggestions
of previous informants.

Data Collection

Semu-structured interviews with pregnant women
were held after antenatal consultation. After ob-
taning consent, a semi-structured interview guide
was employed. The interview focused on:

1. the women’s ideas about barners to using ob-
stetnc care,

2. determinants of unfavourable pregnancy out-
comes, and women’s perception of a set of
professionally defined risk factors used in the
antenatal card; and

3. the undedying reasons for unfavourable preg-
nancy outcomes and treatment options.

Interviews with health workers and key-informants
probed their understanding of nsk factors and
their idea of barrners to pregnant women for use
of referral level care.

All but four interviews were held and recorded
in Kiswahili with the help of two local interviewers
and later translated into English. Information ob-
tained from pregnant women was crosschecked
with statements from health workers and key-in-
formant interviews.

Data Analysis

Transcapts of the interviews with mothers-to-be,
health workers, and key informants were reviewed
together. The statements in the interviews were
categorised and analysed according to frequency in
general, frequency in each different group of inter-
view, controversial discussion of the statement and
emotional involvement of the interview partici-
pants. Typical statements were marked and used
for later citation.

Limitations

Biases may have been introduced by translation. To
control this effect, interviews by different interview-
ers were checked for consistency. A limitation can be
seen in the affiliation of researcher and interview set-
ting to the medical service. The details of traditional
concepts, thus, might not have been revealed in
depth. In the antenatal clinic of the hospital, privacy
for interviews was sometimes not guaranteed, thus
influencing answers towards modern medicine. How-
ever, the mnformation given at different interview
sites by different sources show a strong consistency.

Results
Barriers to Using Referral Level Care

The following paragraphs elucidate the community
perception of barrers to using referral level care.
The main obstacles, as reported by mothers-to-be
attending health services, fall into the following
categoues: (1) geographical and financial accessibil-
ity; (2) traditional family structures and poverty; (3)
perception of care and fear of the hospital envi-
ronment; and (4) community perception of sever-
ity and causes of pregnancy-related problems.

Geographical and Financial Barriers

Geographical accessibility and financial constraints
were unanimously mentioned as the main obstacles
for compliance with referral advice by all inform-
ants. The transport situation 1s generally perceived

as difficult.

.. the place is far away from the hospital, also from the
main road, where you can get a car.

The rural population also pointed out the financial
problem of transport.

I was at the farm, far away from the hospital, and we
had no money for transport cost.

Opportunity cost and financial problems related to
the situation of being far from home (extra money
for food, shelter and clothes) are a main concern
of the rural population.

Traditional Family Structures and Poverty

Women are often dependent on the consent of
family elders and husbands to comply with a refer-
ral advice and depend on their financial support.
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... Other women are controlled with those local customs,
whereby @ woman can make no decision herself, until
the husband has decided,

... 708t of the women they have problem of money, be-
cause they can’t manage to find money themselves unti/
they have been given it by their husband ...

Another reason for not attending health services is
described by some pregnant women as the lack of
proper clothes, which is seen as the ultimate sign
of poverty. It taggers the fear of discrimination.

... others they don’t have even nice and clean clothes to wear
at hosputal, so they just stay home or go to the locl doctors.

Differences in the Perception of Care

There was a stark difference in the perception of
hospital service depending on women’s place of rest-
dence, whether urban or rural. Utban women in gen-
eral appreciate and use hospital service whilst rural
women are much more critical and try to avoid it.
Almost 40% of urban women deliver in the re-
gional hospital, according to our antenatal inter-
view-partners.

... because all investigations can be done at the hospital
and not anywhere else, (the intended place of de-
livery 1s) ... the bospital, because in case any problem
occurs, it can be eastly solved, and the hospital is very
near to the place where I live.

On the other hand, only 13% of rural women
deliver there. They are cntical of the health work-
ers’ attitude; “bad speech”, feeling of being neglected
and not being welcome were mentioned as reasons
for non-compliance with referral advice.

... tf there is nobody who knows you among the health
workers ... at hospital, even if you come seriously sick
... but nobody who cares if there is a patient waiting

Sor belp ...

In group discussions, this barner for hospital atten-
dance was mentioned frequently and it raised emo-
tions. Their impression was that health workers at
the hospital were biased against the rural popula-
tion and treatment was preferentially given to peo-
ple from the town, who were more influential.

... drugs are for those with power, money, rich people ...

First level health workers in rural areas share this
impression. The age of caregivers was also a cnti-

cal 1ssue; professional health workers were often of
younger age. This is acceptable to rural women for
antenatal care, but not for delivery.

... the health workers are very young compared to us, so
I can never be naked in front of those child-heaith
workers, I will just deliver at home.

Both groups (utban and rural) complain about
the non-availability of drugs and long waiting
times. The technical qualificaton of health workers
is geaerally acknowledged. However, it was also
mentioned that sometimes they do not recognise
the sedousness of a condition.

. Jou 80 10 the hospital seriously ill and ... you’ re just
Liven aspirin ... and told to return home.

Fear of the Urban Environment

Women of rural ongin fear the unknown urban
environment. The following reasons have been
highlighted for this: unfamiliar surrounding, lack
of social support (‘no relatives at Mtwara...’), fear of
sudden medical complications, but also fear of loss
of dignity and face, loss of power over decisions,
being at the mercy of an unknown person (“.. yox
come sertously dll... but you can’t see the docror and this
leads 10 lots of deaths at the hospital.™) and fear of an
operation (caesarean section) (“freatment at hospital,
they are not so bad, but one thing is, that they never wast to
see whether vou can deliver normally, but they burry in doing
an gperation on you'") This perception of caesarean
sections being performed too early i1s not sup-
ported by the actual practice at the hospital, where
the decision for an operation takes considerable
time, and is perceived by medical staff as being too
long, With a rate of caesarean sections as low as
5.5% (1995) it can also be assumed that unneces-
sary interventions are rarely made.

Danger Signs and their Interpretation

Table 1 summarises danger signs spontaneously
mentioned in antenatal groups and ind-vidual inter-
views. It shows that events related to the reproduc-
tive history are perceived as being much less worri-
some than events related to the ongoing pregnancy.
The dangers mentioned by the women can be cate-
gorised as anamnestic/obstetric problems, illness
in pregnancy, and psychological problems. Fre-
quently, problems are percetved to be due to super-
natural interference.
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Tk 1 Pregnant Women’s Statements about Perceived Risk Factors, Separated into
Anamnestic Risks and Symptoms/Findings Related to the Present Pregnancy
Mentioned fre-  Mentioned less fre- Mentioned Mentioned never
quently quently rarely
Anamnestic e Previous cae- e First pregnancy o Bleeding in e Limping (pelvic
risk factors sarean section @ “Many children” previous preg-  deformity)
# Previous stillbirth nancy
® Older age » Short stature
e Previous abortion
Findings re- e Pain # “Fast heartbeat” e Multiple preg-  ® Mismatch gest-
lated to the # Dizziness o PV leaking nancy (twins) ation age/uteri-
present preg- ® Headache e Cough ne size
nancy e Acute bleeding e Intestinal upset
» “Lack of ® Trouble of
blood” vIsion
e “Swollen legs” » Symptoms of
o “Wrong lie” venereal dis-
o Fever/malaria ease, e.g,
# Child does sores, itching
not move”

Anamnestic/ obstetric problems

The history of previous caesarean section is
strongly perceived as a predictor for adverse preg-
nancy outcome. Caesarean section is thought to be
mostly due to:

... male body shape, her bones are not smooth so even
in the present pregnancy she could bave an operation.

“Wrong lie of the child” (meaning breech presen-
tation) i1s perceived as a mechanical problem for
normal delivery, carrying a strong potential danger
of pennatal and even maternal death.

Short stature was acknowledged to cause some
problems when pushing dunng delivery, but not
considered to be very sedous.

Pregnant women do not perceive limping (used
as indicator for pelvic deformity in the antenatal
card) as dangerous. The expenence of friends and
neighbours, who are lmping but have delivered
several times without any problem, discards this
nsk factor.

No, even my neighbour has gor the same problem
(imping), but she bas about five children and she bas
delivered in normal way, so it not a problem.

Also, mismatch between uterine size and gesta-
tonal age is no nsk factor according to pregnant
women. Big or small is only seen in comparson to
the size of the women.

... 1t depends on ..., how the body is built.

Oedema, but not a big utenne size is interpreted as
a sign for twin pregnancy, even though twin preg-
nancies are relatively frequent in the community
(3.4%'?. Twin pregnancy and delivery has rarely
been mentioned as dangerous but the difficulty of
rassing twins has been emphasised.

Interestingly, the nisks of recurrence of an ad-
verse pregnancy outcome, e.g, abortion and pre-
vious stillbirth, are not related to physical charac-
teristics of the women but seen as consequences
of supernatural interference. Abortion or stilbirth
is due to:

. those water spirits, which need 1o be treated by
‘kumbe’ before conceiving again.
They cause an illness in the mother. In either case a
traditional treatment is necessary before conceiving
again and to avoid problems in the next pregnancy.
Also, problems of delivery like prolonged and ob-
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structed labour, retained placenta and postpar-
tum haemorrhage are attributed to supernatural
power.

Hlness in pregnancy

The most often mentioned predictors for adverse
pregnancy outcome are pain especially abdominal
pain, headache and dizziness. Additionally widely
acknowledged and accepted danger signs include
anaemia (called “lack of blood’, “white eyes”) and oe-
dema (“swollen feer™). “Suollen kgs” (oedema) lead to
weakness, and the woman fails to deliver normally.
“Swollen legs” are also perceived as a signal for twin
pregnancy, but in this case not as a danger sign.
“Lack of blood” is seen to be a danger because it
causes weakness in mother and child, therefore,
both can die.

... the child comes out with much tiredness and can’t
stay long,
... the child can die, even the mother can die.

“Lack of blood” is seen as the immediate cause
or the result of several other problems (abortion,
stillbirth, bleeding), and is often related to super-
natural interference.

Abortion is due to anaemtia that is also caused by those
water spinis.
Both headache and dizziness are also perceived as
being provoked by supernatural influence in many
African and Asian cultures. For the Mtwara people,
they are reasons to refrain from hospital atten-
dance.

Controversy exists around the role of fever.
For some of the women it is a normal event durng
pregnancy (“..of those with first pregnancy, they usually
bate fever...”"), whereas for others fever is seen as a
reason for stillbirth, premature delivery, small-for-
date babies, etc.

Psychological problems
The first pregnancy s perceived to be a problem
because of the psychological situation.

... because you are caught with fear, you don’ know
whether you can delzver normally.
Multiparnity (“already delivered many children”y and
older age are associated with tiredness and weak-
ness by pregnant women, so that strength for deliv-

ery 1s low. Caesarean section can be the result; the
woman might even die. But “bome responsibilities” like
care of other children and sometimes income gen-
erating activities, especially in multipara, do not al-
low their absence for longer time.

.. Qotng to the hospital leaves a lot of responsibilities at
home.

Interpretation of risk  factors and health seeking
behavionr

The main reason that women give for using ante-
natal care is for reassurance that everything is well.
Other utihisations of health services are few. It de-
pends strongly on the community’s perception of
dangers for pregnancy and delivery. Even if the
community accepts expert defined nsk factors, this
does not automatically imply that the undedying
biomedical rationale is also shared. Based on this
observation, we have developed a model on the re-
lation between biomedical nsk factors and per-
ceived danger signs of the community. This model
comprises four categories at three levels of agree-
ment. Table 2 illustrates how differences in the per-
ception of risks and their causes can lead to differ-
ent treatment options suggested-by modern medi-
cine versus the community. Whereas complete
agreement (level 1) between modern medicine and
community risk definition leads to high acceptance
of modem medical care, levels 2 and 3 show a di-
versity of health-seeking behaviour in the popula-
tion. The perception of a supematural aetiology
will primanly lead to traditional treatment. Double
treatment (modermn and traditional), self-treatment
and no treatment at all are other options.

Complete Agreement on Risk Factors and Causes

Such agreement between thé community and ex-
perts on nsk factors and the aetiology exists only
for previous caesarean section, acute bleeding,
breech presentation, persistent fever and severe
anzemia. In these cases, most women accept the
need for hospital care. Anaemia is not a straight-
forward reason because some informants attnb-
uted it to supernatural powers requiring prmanly
traditional treatment. However, anaemia is strongly
feared because of its percetved deadly threat to
mother and child and, if severe, it constitutes a rea-
son for hospital attendance.
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Agreement on risk factors but not on cause

While women and experts accept a risk factor, the
underying rationale is often not agreed upon (level
2). This partial agreement is found for many medi-
cal history nsk factors (first pregnancy, multiparity,
short stature, older age, history of stllbirth and
previous abortion) and partly for findings related
to pregnancy such as oedema, anaemia, bleeding,
the absence of fetal movement and obstructed la-
bour. The care-seeking behaviour in this category
is not uniform. Emergencies like obstructed or
prolonged labour would lead to hospital atten-
dance. Others are seen as potential dangers, but as
they are often attributed to supernatural causes,
traditional treatment is frequent. This refers espe-
cially to all dangers with the nisk of recurrence like
previous stillbirth and previous abortion.

Table 2

No agreement between community and experts

Some danger signs perceived by pregnant women
are not considered as biomedical nisk factors. They
include common and unspecified symptoms such
as headache, dizziness, fatigue and abdominal pain.
They top the list of perceived danger signs, and
pain 1s the most frequent reason to seek referral
level care. Although these symptoms may be signs
of pre-eclampsia or other pathological conditions,
and eventually trnigger further investigations, they
are not regarded as senious by professionals unless
accompanied by other signs such as hypertension
or proteinuna. Some women attribute these prob-
lems to supematural interference. Self-treatment
with traditional or modem medicine is common.
More often, no specific intervention but physical
rest of the pregnant woman is perceived as being
the adequate treatment.

The Levels and Categories of Agreement between Biomedical and Pregnant

Women’s Risk Perceptions and the Etiologic Explanations for Different Risk

Factors

Level of agreement Category of agreement

I: Complete

Agreement between biomedical risk assignment and pregnant women’s percep-

tion of danger signs and agreement on etiologic explanation.

Observed for:

Previous caesarean section, acute PV bleeding, breech presentation, persistent

fever and severe anaemia

1I: Partial

Agreement between biomedical risk assignment and pregnant women’s percep-

tion of danger signs but different etiologic explanation.

Observed for:

Anaemia, PV bleeding in previous pregnancy, previous stillbirth, previous abor-
tion, multigravidy, old age and primigravidy

III:  None
by pregnant women

Observed for:

(a) Biomedical risk factors of the antenatal card not perceived as danger signs

Mismatch uterine size — gestation age, limping (pelvic deformity)

(b) Danger signs perceived by pregnant women 7oz specified as biomedical risk
factors in the antenatal card

Observed for:

Pain, headache, dizziness and fatigue
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Members of the community do not acknow-
ledge some biomedical nsk factors. For example, a
mismatch between utenne size and gestational age
has been shown to be a risk factor for abnormal
fetal growth and multiple pregnancy.'> Women see
this differently; for them, uterine size is a maternal
and not a fetal charactenstic, and it is not related to
an adverse pregnancy outcome.

Limping as an indicator for pelvic deformation
is discarded on grounds of frequent observations
from neighbours and friends who suffer sequelae
of polio but who delivered their children without
problems. To biomedical understanding, these
women should deliver at least under professional
supervision.

Treatment cascade

As shown above, only relatively few nisk factors are
regarded as reasons for hospital admission by the
community. Thus, the most frequent response to
the presence of pregnancy-related nsks is pomanly
self-treatment. This can be traditional or modem.
Self-treatment by using modem medicine is partly
due to the chronic lack of drugs at hospitals. To
get drugs at the drug shop saves a lot of time and
embarrassment.

So to avoid coming to the hospital and returning home
with no medicine, we just buy medicine at the medical
store, which is near to our lLiving place.

Traditional treatment is preferred if a condition 1s
explained by a supernatural aetiology.

Generally, hospital admission is serously con-
sidered after failure of self-treatment, especially
traditional treatment. Here, health workers empha-
sised anaemia where traditional treatment often
leads to a considerable delay of modern treatment.
If a condition 1s considered to be very senous, and
in cases of life-threatening emergencies like acute
bleeding, severe anaemia or persistent fever, hospi-
tal admission is sought. These situations are per-
cewved as “beyond those local doctors (traditional heal-
ers), beyond those health workers at dispensary”. The po-
tential of modern medicine to treat these condi-
tions 1s appreciated by the community even though
the underdying reason might not be solved by the
treatment. Therefore, interlinking somatic care
from modem medicine and spinitual care from tra-
ditional healers is possible and not mutually exclu-
Stve.

Discussion and Conclusions

Two important issues emerge from our study: first,
barriers to obstetric referral level care go far be-
yond distance and costs and are to a large cxtent
attnbutable to (and can be remedied by) hcalth
services themselves. Secondly, a nsk approach,
solely based on epidemiologically defined nsk fac-
tors without consideration of women’s perception,
does not benefit at-nisk mothers.

Large differences between the proportion of
pregnant women being identified as “at nsk” and
those who actually attend referral level care have
been found not only in our study in southern Tan-
zania% but also in many other developing coun-
tres.!*16 As in other settings,'*?2 geographical and
financial accessibility were the most frequently
mentoned reasons for non-compliance with refer-
ral advice. In addition, we found that divergent eti-
ological concepts and perceived quality of hospital
care are important determinants for the use of ob-
stetric care in Mtwara, as has been shown for other
western and eastern African countries.!>17:21,23,24

Little attention has been given so far to the
wide gap in the perception of the quality of ob-
stetric services between urban and rural women
and the role of local perceptions of danger signs
and their interpretation.? Therefore, the discussion
will concentrate on these issues.

Rural/ Urban Dispanities in the Perception of Health
Services

Considerations of safety and security lead to oppo-
site preferences in the urban compared with rural
population, with more urban women prefernng
hospital delivery and a rural preference for home
delivery.

It 1s difficult to judge the extent to which the
fear of rural women of recetving second class
treatment at the hospital or a feeling of insecurity
and vulnerability in the urban hospital setting 1s
based on expenence. In any case, added to distance
and financial constraints, the perceived negative at-
titude of health workers towards village people
further reduces their readiness to seek care at refer-
ral level. From a service point of view, it is ex-
tremely important to know and consider this bar-
rier and work towards overcoming it. Contrary to
improving the area’s infrastructure, a reorientation
of services towards the specific needs of rural
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women 15 within the scope of existing health serv-
ices.

Interpretation of Danger Signs: Strong Deter-
minant of Care-Seeking Behaviour

The different stages of decision making are rather
hierarchical. First, there must be an agreement that
the obstetric care offered 1s approprate, then logys-
tic issues follow and people usually try hard to
overcome these barners if they consider the effort
worthwhile. 222

The high level of agreement on hospital admis-
sion for previous caesarean section i1s a good ex-
ample. The special psychological state of prmi-
gravidae makes the first pregnancy different from
later pregnancies and it results also in a high pro-
portion of hospital delivenes in Mtwara. Similar
observations made by van Ginneken,? Maklouf
Obermeyer?” and Maine?® suggest higher educa-
tional levels in younger women and the modernisa-
tion process, in general, as additonal explanations.

A particular dilemma is apparent for mult-
parous women; the community perceives them to
be vulnerable because of fatigue and being over-
burdened with household duties. However, the
very causes of their vulnerability also prevent them
from receiving adequate care in pregnancy. Neither
families nor health services appear to have a feasi-
ble solution to this challenge.

A traditional concept dommates whenever re-
currence of complications of previous pregnancies
1s possible. Similarly, Oosterbaan and Barreto da
Costa!” report that women know about the danger
of recurrence, but they regard treatment by tradi-
tional healers as the only appropnate action. This
may explain the low number of hospitalised
women with the nsk factor of previous pennatal
death. From a biomedical point of view, this is re-
grettable, because previous pernatal death is one
of the few nsk factors with a high predictive value
for an adverse outcome of the next pregnancy.!

Implications for Maternity Services

Without denying_the need for infrastructural im-
provements, we want to emphasise that barriers re-
lated to the mismatch of community and profes-
sional nsk perceptions, the perceived quality of

care and perceived discimination are equally im-
portant. As a first step to increasing the accept-
ability of referral care to rural women, hospital
health workers should be aware of their specific
psychological vulnerability. Interventions to be
tested through further studies could include prefer-
ential admission for referred/rural women, allow-
ing a person of the woman’s choice to accompany
her dunng delivery, and training of interpersonal
skills of health workers.

The minor influence of biomedically defined
risk status on the actual use of referral level care
found in Mtwara and other settings??52%highlights
a general problem of the nsk approach in antenatal
care. Its schematic and ntualistic application leads
to a high proportion of pregnancies labelled as be-
ing at nisk and frequent referral advice, which is
often not accepted. Predictive values for most nisk
factors are low for fetal and maternal outcomes.
While the improvement of the matemal health
outcomes through antenatal care based on the risk
approach has been challenged as lacking scientific
evidence,!*¥3! our study emphasises another
weakness; the lack of orientation towards the com-
munity’s perceptions and preferences. Much more
attention should be given to the individual situ-
atton of a pregnant woman and her family.
Banerji*? emphasised the identification of overlap-
ping areas between professional and community
perception of health needs as most important, be-
cause interventions in the overlapping area are
much more likely to be accepted and to succeed. In
this context, the identification of community per-
ceived dangers in pregnancy and childbirth gains
importance and provides the starting point for the
development of appropmate individual delivery
plans as suggested in the mother-baby package of
WHO.!
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