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ABSTRACT

Introduction: Antenatal and postnatal care services are significant interventions to improve maternal health and prevent maternal
and infant deaths. However, these services are poorly developed in Bangladesh, particularly among Indigenous women. This study
examined factors associated with antenatal and postnatal care visits among the Mru, the most underprivileged Indigenous people in
Bangladesh.

Methods: This cross-sectional study used both quantitative and qualitative methods. In total, 374 currently married Mru women
with at least one child aged 5 years or younger were selected from 3 upazilas (sub-districts) of Bandarban District, Bangladesh for
survey. In addition, in-depth interviews were performed with 26 Mru leaders, Mru women, traditional midwives, village ‘doctors’,
school teachers, health and non-government organization workers. Associations between antenatal and postnatal care visits and the
women’s backgrounds characteristics were assessed by bivariate and multivariate analyses.

Results: The traditional Mru prenatal and postnatal practices potentially inhibited women from seeking care. Both antenatal
(11.2%) and postnatal (6.4%) care visits among the Mru women were lower than the national level. Most visits were to traditional
midwives in their rural villages, rather than to health complexes or hospitals. The main reasons for lack of antenatal and postnatal

care were travelling distance to care and transportation problems. Multivariate analysis revealed factors associated with antenatal
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care were the respondent’s place of residence, age, level of education, distance to the service centers and exposure to any mass

media. Similar results were obtained with regard to postnatal care visits.

Conclusions: This study suggests that cultural issues, distance, infrastructure and socioeconomic status are important determinants

of maternal healthcare-seeking behavior. Healthcare delivery systems and appropriate education programs should be developed at

the village level to improve the health of mothers and children in the Mru community.

Key words: antenatal care, Bangladesh, Indigenous people, The Mru, postnatal care.

Introduction

Antenatal care (ANC) and postnatal care (PNC) are
significant determinants of maternal health and, particularly,
safe motherhood. Antenatal care is an important predictor of
safe delivery and provides health information and services
that can improve the health of women and infants'”. In
addition, ANC has a positive impact on the utilization of
postnatal healthcare services®, while PNC and intrapartum
care significantly reduce maternal mortality because most

maternal deaths occur in the first week after delivery*®.

Bangladesh has strengthened its emergency obstetric care
(EmOC) under the Directorate General of Health Services,
through national and international collaborations’. In 1993,
the United Nations Population Fund (UNFPA) commenced
support of government improvement of 64 maternal and
child welfare centers for EmOC®. In addition, the Obstetrical
and Gynaecological Society of Bangladesh with the support
of UNICEF improved EmOC in 11 district hospitals on a
pilot basis in the period 1994-1998, with a subsequent
expansion to other districts®. As a result, ANC and PNC
visits increased substantially in Bangladesh from 1999-2000
to 2007.

Despite improvements, pregnancy-related complications
remains the leading cause of death and disability among
women of childbearing age®, disproportionately among
different Indigenous, non-Indigenous and cultural groups. A
study of inter-ethnic groups in the Chittagong Hill Tracts

revealed that access to healthcare facilities, prevalence of

contraception and ANC visits were lower among Indigenous
groups, compared with Bengali people'’.

The purpose of this study was to examine the factors
associated with ANC and PNC visits among the Mru
Indigenous community in Bangladesh and identify
determinants, so that policy-makers can initiate strategies to

improve this aspect of community health.
General information about the Mru people

The Mru people are the most underprivileged Indigenous
group living on hilltops and cliffs and in ravines and deeply
forested areas of the Bandarban District of Bangladesh. The
Mru settled in this region several hundred years ago from the
state of Arakan in Myanmar''. According to the Bangladesh
Population Census 1991, the Mru Bandarban District
population was 22 167'%; however, a 1995 survey by the Mru
Social Culture found the total Mru population to be 59 748",
It is not possible to determine the exact number of Mru
people currently because the last Bangladesh population

census did not enumerate Indigenous people.

Among the Mru, the level of education is low, with only
2.6% of boys completing the highest 9 years of schooling
and only 1.1% of girls completing the highest 8 years. The
distance from the Mru villages to the nearest school is
12.1 km. The Mru people live in 5398 households in
356 villages (known as paras) in the Bandarban
District. Mru houses are built on wood or bamboo stilts and

are different from other Bengali dwellings'*"’.

© MR Islam, JO Odland, 2011. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au 2



The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Policy

Methods

Study design and sampling

This research adopted a cross-sectional study design with a
mixed-method approach. The study was conducted in
Bandarban District in the remote south-eastern part of
Bangladesh where the Mru people live. The Bandarban
District has 7 upazilas (administrative sub-districts), three of
which were purposively selected for this study: Alikadam,
Lama and Thanchi. The majority of the Mru people live in
Alikadam, followed by Thanchi and Lama. Geographically,
Thanchi’s terrain is the most remote and hilly, followed by
Alikadam and Lama. A diversity of religions is found in
these regions, including Animism/Buddhism, Christianity,
and Crama, a new religion created by Man Ley Mru in 1985.
Finally, socioeconomic conditions differ among the districts
studied, with those living in Lama Upazila being better off
than those in Alikadam, followed by Thanchi.

For the quantitative data, a total of 374 currently married
Mru women (133 from Alikadam, 170 from Lama and 71
from Thanchi) having at least one child aged 5 years or
younger were selected purposively. An attempt was made to
achieve a representative sample based on differences in
religion, age, socioeconomic conditions and distance from
living place to healthcare service centers. However, this was
only partially successful due to the remote locations of the
Mru villages, transportation issues and the lack of educated
Mru female interviewers. Consequently most of the
interviewers for women in the 3 upazilas came from Lama
District.

For the qualitative data, a total of 26 respondents were
selected for in-depth interviews according to the following
criteria: currently married women with experience of
delivery, traditional midwives, family welfare visitors
(FWVs), family welfare assistants (FWAs), nurses, village
‘doctors’ (persons with no medical background and

generally <10 years of general education), Mru leaders,

school teachers and non-government organization (NGO)

workers from the same upazilas.
Data collection and measures

A questionnaire with both closed and open-ended questions
was used for the collection of primary information. The Mru
have a distinct language and most of the women are unable
to communicate in the Bengali language. This necessitated
hiring 7 bilingual female interviewers from the Mru
community to conduct the interview survey, and three of
these were NGO health workers. One interviewer had been
formally trained as a midwife in a private medical college
hospital. Two interviewers were health workers, two were

students and the remaining two were housewives.

A pilot survey was conducted before using the interview
schedule for data collection. The independent variables for
bivariate and multivariate analyses were place of residence,
age, religion, education and occupation of the
respondents, education and occupation of respondents’
husbands, parity, place of services provided in the
community, distance to the service centers, means of
transportation, whether the women were accompanied to the
service centers, and exposure to mass media. The response
variables were: antenatal care visit (yes=1, no=0) and
postnatal care visit (yes = 1, no = 0). An interview checklist
was used for in-depth interviews. The study questions were

in Bengali language.

The research was conducted anonymously with the informed
consent of all subjects. The Mru informants were consulted
about the research objectives and its benefits were presented

to the respondents.
Data analysis

Data were analyzed using SPSS v16.0 (www.spss.com).
Bivariate and multivariate analyses were
employed. Multivariate analysis of PNC was not conducted
due to the extremely low percentage of PNC visits among

the Mru women. The explanatory variables used in the
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bivariate and multivariate analyses were demographic,
socioeconomic and spatial factors of the respondents. All
independent variables found to be significant at 1%, 5% and
10% levels in the bivariate analyses were used during the
multivariate analyses. Significant variables were retained in
the final regression model. Some variables found to be
significant in bivariate analyses were not found to be
significant in the multivariate analyses; in most cases this
was because they were concentrated in one category of
independent variable. Thematic analysis was used as the

method of qualitative data analysis.

Results

Qualitative results

Healthcare services: Access to healthcare services was
extremely poor among the Mru people. The average distance
to health facilities from the villages was 18.8 km for the Mru
and 6.3 km for the Bengalis'>. There is a government
hospital known as Upazila Health Complex (UHC) in each
upazila in Bangladesh. In the study upazilas the UHC had an
obstetric and gynecology unit but no EmOC. There were no
gynecologists in these hospitals due to Bangladesh doctors’
preference for working in large cities. The UHCs in
Alikadam and Lama had one FWV but Thanchi UHC had
none. However, some FWAs and nurses in each UHC are
instrumental in providing care when women are seeking
maternal healthcare services. In addition, FWAs visit
villages 8 times each month. However, most of the Mru
villages are impossible to access due to the difficult terrain
and communication issues. These villagers are most likely to
go to untrained village ‘doctors’ and the pharmacy at the
local market. Small scale village outreach projects have
recently been started by NGOs in some areas of Lama and

Thanchi, but Alikadam has not yet been included.

Non-utilization of existing healthcare services among Mru
women is likewise due to large distances to service centers,
illiteracy, lack of awareness of health issues and language

barriers. The women may not know where to obtain

treatment, or they may not visit service centers, even with
serious health issues due to feelings of shame. Several
women and key informants explained that they could not
describe their problems and complications precisely to the
doctors and staff because it made them feel embarrassed.
One FWYV reported:

Although the Mru women are usually open within the
community, they are very shy to the Bengali society.
They are ashamed to share their problems with us

and so they do not come to the hospitals.

As a result, Mru women do not utilize health facilities even

if their household is close to a service center.

Women’s role in the Mru family: Although the Mru
people live in a patriarchal society, it is customary for
women to do more agricultural work in the jhum field (a
‘slash-and-burn” or shifting agricultural technique),
compared with men. Women also perform almost all
household activities, waking early to pound rice, and cook
and serve it to other family members. In the jhum field,
almost all girls and women are involved in planting, weeding
and harvesting. Sometimes they also help with the slashing
and burning. Girls usually try to reach the jhum field before
sunrise and stay into the evening. During winter, women
collect firewood and are engaged in beer and liquor
production. Older women usually stay at home to care for

the babies of those who are working in the fields.

Women have no control over the household economy and
other decisions. Female social mobility is very low due to
community isolation. Very few women go to the local

weekly market to sell and buy goods.

Antenatal care and practices: Mru mothers do not go to a
healthcare center during the first and second trimesters of
pregnancy, due to a perception that any problems or
complications of pregnancy at this time are unimportant. The
long distances and transportation problems due to their home

terrain discourage health visits. Even in the third trimester of
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pregnancy and during complicated deliveries, women are
unlikely to present to a health facility, A FWV from
Alikadam said:

In my 17 years of service life, I found only two Mru
women who came to the hospital due to their delivery

complications.

Instead, women try to resolve their obstetric problems within
the community, following an accepted protocol. First they go
to traditional midwives. If the midwife is unable to assist, the
patient’s husband or father-in-law is sent to visit the
traditional village healer (TVH). The TVH can only
‘diagnose’ and cannot suggest reasons for complications. At
the TVH’s suggestion, another type of TVH is consulted.
This TVH discerns causes and provides a ‘treatment
offering’ by worshipping and killing animals, particularly
pigs. If this ‘treatment’ fails, the woman is referred to the
village ‘doctor’. If the village doctor is unable to assist they
return to the TVH. If he cannot find a solution, he prays to
Thurai — the Mru’s god and they wait for the death of the
mother.

Occasionally, if the village doctor fails, the patient is taken
to a hospital or a private clinic using a stretcher made of
thick cloth and two lengths of bamboo which is carried by at
least four men. However the Mru people are animists who
worship nature, for example the river or the mountain, and
they are more likely to make animal sacrifices for healing

than visit a hospital.

Postnatal care and practices: After delivery, women must
stay in the inner kimma (a private room that is a bedroom for
married couples, infants or smaller children) for 7-9 days,
depending on clan practices and her birth parity (9 days for
the first two deliveries and 7 days for subsequent
births). During this time women sit by the fire, drink hot
water, eat burning salt with rice, and place searing materials

on their lower back (in most cases burning the skin).

After leaving the kimma their food practices continue for
some months. For the first month after delivery women only
drink hot water. This practice continues for 4-6 months,
accompanied by salted rice. After one month, felong leaves
(similar to spinach) are added to their diet for up to
3 months. After 3 months they may eat dried churi (a small

sea fish) and this continues for 6 months to one year.

After delivery, Mru women often suffer from anemia,
swollen legs, perineal tears, urinary tract infections, uterine

prolapse, pelvic infection and postpartum sepsis.

Once the postnatal dietary practices have ceased, women
consume a free diet of rice, vegetables and fish, although
meat is only eaten on special occasions. Eggs are usually
reserved for hatching. Instead of oil for cooking their daily
foods, Mru people use nappi, a liquid prepared from a small
dry fish.

Quantitative results

Sample characteristics: The survey respondents were
mainly from Lama (45.5%) and Alikadam (35.6%), with
19% from Thanchi (Table 1). The majority (30.2%) were
aged between 25 and 29 years, followed by 27.5% and
19.8% in the 20-24 and 30-34 age groups, respectively. Most
of the survey respondents (96.5%) did not attend school.
Regarding religion, the majority followed Buddhism
(57.2%), followed by Crama (25.1%) and Christianity
(17.6%). Some of those who self-reported as Buddhist were
also animists. The Mru women were mostly engaged in jhum
cultivation (98.7%) and household activities. Their main
source of drinking water was the river (53.5%). Few had
toilet facilities (Table 1). The rate of ANC was 11.2%, with
64.3% of these having had attended for one care visit and
2.4% for 4 visits. Only 6.4% had attended for PNC care.
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Table 1: Percentage distribution of demographic and socio-economic characteristics among sample respondents

Characteristics N (%)
Place of Residence
Alikadam 133 (35.6)
Thanchi 71 (19.0)
Lama 170 (45.4)
Religion
Crama 94 (25.2)
Christianity 66 (17.6)
Buddhism 214 (57.2)
Age' (years)
<20 24 (6.4)
20-24 103 (27.5)
25-29 113 (30.2)
30-34 74 (19.8)
35-39 46 (12.3)
>40 14 (3.7)
School attendence
Yes 13 (3.5)
No 361 (96.5)
Occupation
Agriculture and housewife 369 (98.7)
Service 5(1.3)
Sources of drinking water
Deep tubewell 5(1.4)
Well 14 (3.7)
River 200 (53.5)
Stream 86 (23.0)
Other 69 (18.4)
Toilet facilities
No faciliity/field 214 (57.1)
Open latrine 138 (36.9)
Hanging latrine 11 (3.0)
Other 11 (3.0)
Antenatal care visit
Yes 42 (11.2)
No 332 (88.8)
Postnatal care visit
Yes 24 (6.4)
No 350 (93.6)

FPercentage of age variable does not total 100% due

to rounding error.

Antenatal care visits: The percentage distribution of
women, and the association between ANC and background
characteristics of women who had a live birth in the 5 years
preceding the survey is provided (Table 2). The study
revealed that an ANC visit had a significant association with
a respondent’s place of residence, school attendance,
occupation, husband’s school attendance and occupation,

place of service provided in the community, means of

transportation to the service center, and exposure to mass
media. More than three-quarters (76.9%) of respondents who
attended school received ANC during pregnancy, while this
was so for only 8.9% of those who did not attend school.
Antenatal care visits were high among women engaged in
service jobs (80%), but low among those involved in
agricultural and household work (10%). Similar results were

found when a respondent’s husbands attended school and
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was involved in other occupations, such as business or
service. The study also revealed that 73.7% of respondents
who had exposure to any mass media (radio, television or
newspaper) received care during pregnancy, while this was

so for only 7.9% of those who had no exposure to any media.

The results of the binary logistic regression analysis are
shown (Table 3). The analysis suggested that respondents
from Lama were more likely to visit service centers for
ANC, relative to the respondents from Alikadam. A similar
result was found for respondents from Thanchi. Respondents
who were Christian or Buddhist were less likely to visit for
ANC, compared with those who followed Crama.
Respondents aged 25-35 years were less likely to visit
service centers during pregnancy, compared with those under
25 years. Respondents who attended school full- or part-time
were 22 times more likely to receive ANC relative to those
who did not attend school. Respondents who resided within
8—16 km of a health service center were less likely to visit
service centers, compared with those who lived less than
8 km away. Respondents with access to any mass media
were significantly more likely to visit for ANC, compared

with those who had no access to any media.

Postnatal care visits: The results of the bivariate analysis
with regard to PNC visit is given (Table 4). A PNC visit was
significantly associated with a respondent’s school
attendance and occupation, husband’s school attendance and
occupation, place of service in the locality, being
accompanied on a service center visit, and exposure to any
mass media. Only 4.7% of women with no schooling
received care after delivery, while 53.8% of those who
attended school did receive care. Care after delivery was
high (80%) among service workers and low (5.4%) among

women engaged in agriculture and household work.

The rate of PNC visit was higher among women whose
husbands attended school and were involved in other
occupations, compared with women with husbands were
involved in agricultural work. Respondents who lived less
than 8 km from a health service center had higher rates of

receiving PNC than those residing further away. Over half

the respondents (52.6%) who had exposure to any mass
media received care after delivery, compared with 3.9% of

those who had no exposure to any media.

Reasons for not receiving antenatal care and postnatal
care: When mothers were asked why they did not seek
ANC and PNC a number of reasons were given (Figl). First,
56.7% and 56.4% of the respondents reported that they did
not seek ANC and PNC, respectively, because the service
center was too far from their home. Approximately half of
the respondents gave ‘transportation problems’ as the reason.
One-third did not know that that care was needed. Other
reasons included 'expensive', 'not beneficial', 'family didn’t
allow going to service center', 'better care at home', issues

related to service quality and 'religious reasons'.

Discussion

This cross-sectional study of a questionnaire survey and in-depth
interviews, shows that both ANC and PNC visits among the Mru
women are very low when compared with the general population
of Bangladeshi women. For ANC visits, while the national
Bangladesh level is 60.3%°, among the Mru women it was only
11.2%. This is consistent with a recent study from India that
found ANC visits among the Indigenous women of Jharkhand

were three-fold lower than the national average'®.

In the present study, significant determinants of low ANC
among the Mru women were: place of residence, age,
educational level, distance to the health service center and
access to mass media. The ANC visits were slightly higher
among respondents from Lama and Thanchi, probably due to
a ‘door-step awareness program’ conducted by NGOs in
these areas. Several studies from other countries have
demonstrated that a woman’s education is the most

1720 and in the

important determinant of ANC utilization
present study this was the significant determinant of a ANC
visit. A study in rural Bangladesh confirmed that higher
education was associated with higher use of ANC’.
Husband’s education and occupation were also significantly

associated with an ANC visit among Mru women.
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Table 2: Association between antenatal care visit and demographic and socioeconomic characteristics using Chi-square

test
Characteristic N Antenatal care
n (%)
Yes No
Place of residence (p=.054)
Alikadam 133 8 (6.0) 125 (94.0)
Lama 170 23 (13.5) 147 (86.5)
Thanchi 71 11 (15.5) 60 (84.5)
Religion (p=.423)
Crama 94 14 (14.9) 80 (85.1)
Buddhism 214 21(9.8) 193 (90.2)
Christianity 66 7 (10.6) 59 (89.4)
Age in years (p=.126)
<25 159 23 (14.5) 136 (85.5)
25-35 180 14 (7.8) 166 (92.2)
>36 35 5(4.3) 30 (85.7)
School attendance (p<.001)*
Yes 13 10 (76.9) 3(23.1)
No 361 32 (8.9) 329 (91.1)
Occupation (p=.001)*
Agriculture and housewife 369 38 (10.3) 331 (89.7)
Service 5 4 (80.0) 1 (20.0)
Husband’s school attendance (p<.001)*
Yes 26 13 (50.0) 13 (50.0)
No 348 29 (8.3) 319 91.7)
Husband’s occupation (p<.001)*
Agriculture 355 31(8.7) 324 (91.3)
Others 19 11 (57.9) 8 (42.1)
Birth order (p=.670)
1 68 9(3.2) 59 (86.8)
2 85 10 (11.8) 75 (88.2)
3 87 12 (13.8) 75 (86.2)
4 60 4(6.7) 56 (93.3)
>5 74 7(9.5) 67 (90.5)
Place of service provided (p=.077)
Upazila Health Complex 206 21(10.2) 185 (89.8)
Family welfare center 106 9 (8.5) 97 (91.5)
Other 62 12 (19.4) 50 (80.6)
Distance in km (p=.101)
<8 132 21 (15.9) 111 (84.1)
8-16 136 11 (8.1) 125 (91.9)
>16 106 10(94) 96 (90.6)
Means of transportation (p=.038)*
By foot 100 30 (30.0) 70 (70.0)
Others 15 9 (60.0) 6 (40.0)
Accompanied (p<.001)*
No-one /alone 13 7(53.8) 6(46.2)
By husband/others 361 3509.7) 326 (90.3)
Mass media exposure (p<.001)*
Access to any media 19 14 (73.7) 5(26.3)
No access to any media 355 28 (7.9) 327(92.1)

*Fisher’s exact test used for respondent’s school attendance, occupation, husband’s school attendance,
occupation, means of transportation, accompanied and mass media variables.
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Table 3: Logistic regression estimates of demographic and socio-economic characteristics’ effects on respondents’

antenatal care visits

Independent variable

Odds

. 95% CI
ratio
Place of residence (r= Alikadam)
Thanchi 2.83 0.84-9.53
Lama 2.75 1.00-7.57
Religion (r= Crama)
Christianity 0.23 0.05-1.13
Buddhism 0.74 0.31-1.75
Age in years (r= <25)
25-35 0.30 0.12-.76
>36 0.64 0.16-2.52

School attendance (r= no)

Yes 22.77 4.35-119.10
Distance in km (r= < 8)
8-16 0.33 0.12-.89
>16 1.33 48-3.64
Access to mass media (r= no)
Access to any media 24.78 6.38-96.23
Constant 11

r: reference category.

Past studies have revealed that physical proximity to
healthcare services and geographical distance are important
determinants of healthcare service utilization®'**. Distance to
the service center from the Mru women’s homes was also a

significant factor in their ANC visiting.

Care after birth is crucial for safe motherhood. The recent
Jharkhand study in India demonstrated that PNC visits were
less than half that of the national level'®, and among the Mru
respondents PNC was only 6.4%, three times lower than the
national figure (21.3%)°. Variables positively associated
with PNC were found to be the respondent’s school
attendance and occupation, the husband’s school attendance
and occupation, place of service provided in the locality,
distance to the service centers and exposure to any mass

media.

The reasons for not visiting services for ANC and PNC in

the Mru respondents could be broadly classified as:

1. Practical issues (eg distance to the service center,

transportation problems)

2. Normative issues (eg religious reasons, family did

not allow the visit).

However, in the Mru situation, the practical issues were
more influential, due to the restricted healthcare facilities
and options available. In mainstream societies this is

different’.

Recommendations

Healthcare delivery systems, for example satellite clinics,
should be developed at village level to provide for the
specific needs of women during pregnancy, delivery and in
the postnatal period. In addition, community health
volunteers’ (CHVs) interventions should aim to improve
maternal health status. This is because CHVs represent the
community socio-economically, culturally, experientially

and linguistically*%.

A specialized EmOC should be developed within the UHCs
as a secondary referral centre so high-risk mothers can
receive better care when they reach the facility during an

obstetric emergency.
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Table 4: Association of demographic and socio-economic characteristics with postnatal care visits using Chi-square test

Characteristic N Postnatal care
n (%)
Yes No
Place of residence (p=.222)
Alikadam 133 6 (4.5 127 (95.5)
Lama 170 15 (8.8) 155 (91.2)
Thanchi 71 34.2) 68 (95.8)
Religion (p=.279)
Crama 94 8 (8.5) 86 (91.5)
Buddhism 214 10 4.7) 204 (95.3)
Christianity 66 6(9.1) 60 (90.9)
Age in years (p=.802)
<25 159 9(.7) 150 (94.3)
25-35 180 12 (6.7) 168 (93.3)
>36 35 3(8.6) 32.(91.4)
School attendance ((p<.001)*
Yes 13 7 (53.8) 6(46.2)
No 361 17 4.7) 344 (95.3)
Occupation (p=.001)*
Agriculture and housewife 369 20 (5.4) 349 (94.6)
Service 5 4 (80.0) 1(20.0)
Husband’s school attendance (p<.001)*
Yes 26 10 (38.5) 16 (61.5)
No 348 14 (4.0 334 (96.0)
Husband’s occupation (p<.001)*
Agriculture 355 14 (3.9 341 (96.1)
Others 19 10 (52.6) 9474
Birth Order (p=.931)
1 68 5014 63 (92.6)
2 85 5069 80 (94.1)
3 87 7 (8.0) 80 (92.0)
4 60 23.3) 58 (96.7)
>5 74 5(6.8) 69 (93.2)
Place of service provided (p=.015)
Upazila Health Complex 206 11(5.3) 195 (94.7)
Family welfare center 106 4(3.8) 102 (96.2)
Other 62 9 (14.5) 53 (85.5)
Distance in km (p=.225)
<8 132 11 (8.3) 121 (91.7)
8-16 136 53.7) 131 (96.3)
>16 106 8 (7.5) 98 (92.5)
Means of transportation (p=.107)*
By foot 100 16 (16.0) 84 (84.0)
Others 15 5(33.3) 10 (66.7)
Accompanied (p=.043)*
No-one/alone 13 3(23.1) 10 (76.9)
By husband/others 361 21 (5.8) 340 (94.2)
Mass media exposure (p<.001)*
Access to any media 19 10 (52.6) 9(474)
No access to any media 355 14 (3.9) 341 (96.1)

*Fisher’s exact test used for respondent’s school attendance, occupation, husband’s school attendance,
occupation, means of transportation, accompanied and mass media variables.
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Figure 1: Percentage distribution of respondents’ reasons for not visiting service centers before and after delivery.

There is also an urgent need for general and maternal health
education for Mru women. Increasing awareness through
training programs is especially important for these rural

women, due to their restricted asses to mass media.

Conclusion

Pregnant women from the Mru Indigenous community of lower
socioeconomic background and living at a distance from a health
service center are less likely to visit for ANC and PNC. Because
ANC and PNC are essential to reducing the risks of pregnancy
and delivery, efforts should be made to improve maternal
healthcare seeking behavior among the Mru women, with
consideration for their socio-cultural beliefs and practices.
Infrastructural issues should be addressed to allow healthcare
delivery and appropriate education programs at the village level to

improve the health of Mru mothers and their children.
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