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ABSTRACT 
There is a growing literature on health seeking behaviors and the determinants of health services utilization 

especially in the context of developing countries. However, very few focused studies have been seen in Lucknow in 

this regard. This paper presents an extensive literature review of the situation  in developing countries and relates the 

similar factors responsible for shaping up of a health seeking behavior and health service utilization in Lucknow. 

The factors determining the health behaviors may be seen in various contexts: physical, socio-economic, cultural 

and political. Therefore, the utilization of a health care system, public or private, formal or non-formal, may depend 

on socio-demographic factors, social structures, level of education, cultural beliefs and practices, gender 

discrimination, status of women, economic and political systems environmental conditions, and the disease pattern 

and health care system itself. Policy makers need to understand the drivers of health seeking behavior of the 

population in an increasingly pluralistic health care system. Also a more concerted effort is required for designing 

behavioral health promotion campaigns through inter-sector collaboration focusing more on disadvantaged segments 

of the population. 
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INTRODUCTION 
Strategic policy formation in all health care systems 

should be based on information relating to health 

promoting, seeking and utilization behavior and the 

factors determining these behaviors. All such 

behaviors occur within some institutional structure 

such as family, community or the health care 

services. The factors determining the health 

behaviors may be seen in various contexts: physical, 

socio-economic, cultural and political. Therefore, the 

utilization of a health care system, public or private, 

formal or non-formal, may depend on socio-

demographic factors, social structures, level of 

education, cultural beliefs and practices, gender 

discrimination, status of women, economic and 

political systems environmental conditions, and the 

disease pattern and health care system itself. A main 

driver for the health seeking behavior is the 

organization of the health care system. In many 

health care systems, there is tension between the 

public and the private health sector.  
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The private health sector tends to serve the affluent; 

thus the public sector resources should be freed for 

the poor. A dynamic cooperation, either formal or 

informal, between the two sectors is a must but the 

private sector is rarely taken into account in health 

planning scenarios. The public and private sector 

may complement or substitute for each other. There 

are very often resource mixes with doctors working 

in the public sector also establishing their own 

private practice. Features of the service outlet and 

confidence in the service provider also play a major 

role in decision making about the choice of health 

facility. This paper reviews the relationship of factors 

affecting health seeking behavior on use of health 

services in the developing world including Lucknow, 

encompassing public as well private sector.  

Factors affecting health seeking behavior 

A variety of factors have been identified as the 

leading causes of poor utilization of primary health 

care services: including poor socio-economic status, 

lack of physical accessibility, cultural beliefs and 

perceptions, low literacy level of the mothers and 

large family size. Review of the global literature 
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suggests that these factors can be classified as 

cultural beliefs, socio-demographic status, women’s 

autonomy, economic conditions, physical and 

financial accessibility, and disease pattern and health 

service issues. Each group of factors is considered 

separately in the following section and later discussed 

in the scenario of Lucknow. 

Cultural and socio-demographic factors 

Cultural beliefs and practices often lead to self-care, 

home remedies and consultation with traditional 

healers in rural communities. Advice of the elder 

women in the house is also very instrumental and 

cannot be ignored. These factors result in delay in 

treatment seeking and are more common amongst 

women, not only for their own health but especially 

for children’s. Family size and parity, educational 

status and occupation of the head of the family are 

also associated with health seeking behaviour besides 

age, gender and marital status. However, cultural 

practices and beliefs have been prevalent regardless 

of age, socio-economic status of the family and level 

of education. They also affect awareness and 

recognition of severity of illness, gender, availability 

of service and acceptability of service. Gender 

disparity has  affected the health of the women in 

Lucknow too by putting an un-rewarded reproductive 

burden on them, resulting in early and excessive 

child-bearing. This has led to ‘a normal maternity’ 

being lumped with diseases and health problems. 

Throughout the life cycle, gender discrimination in 

child rearing, nutrition, health care seeking, education 

and general care make a woman highly vulnerable 

and disadvantaged. At times, religious is 

interpretations have endorsed her inferior status. For 

her, limited access to the outer world has 

been culturally entrenched in the society, and for the 

unmarried, the situation has been even worse,4,6 

even if it is a matter of consulting a physician in 

emergency.  

Women’s autonomy 

Men play a paramount role in determining the health 

needs of a woman. Since men are decision makers 

and in control of all the resources, they decide when 

and where woman should seek health care. Women 

suffering from an illness report less frequently for 

health care seeking as compared to men. The low 

status of women prevents them from recognizing and 

voicing their concerns about health needs. Women 

are usually not allowed to visit a health facility or 

health care provider alone or to make the decision to 

spend money on health care. Thus women generally 

cannot access health care in emergency situations. 

This certainly has severe repercussions on health in 

particular and self-respect in general of the women 

and their children. Despite the fact that women are 

often the primary care givers in the family, they have 

been deprived of the basic health information and 

holistic health services.44 In Lucknow, having a 

subjugated position in the family, women and 

children need to seek the permission of head of the 

household or the men in the family to go to health 

services.4,43,46 Women are socially dependent on 

men and lack of economic control reinforces her 

dependency.17 The community and the family as 

institutions have always undermined her prestige and 

recognition in the household care. The prevailing 

system of values preserves the segregation of sexes 

and confinement of the women to her home. 

Education of women can bring respect, social liberty 

and decision making authority in household chores.  

Economic factors 

The economic polarization within the society and 

lack of social security system make the poor more 

vulnerable in terms of affordability and choice of 

health provider.29,48 Poverty not only excludes 

people from the benefits of health care system but 

also restricts them from participating in decisions that 

affect their health, resulting in greater health 

inequalities.  Possession of household items, cattle, 

agricultural land and type of residence signify not 

only the socio-economic status but also give a picture 

of livelihood of a family.38 In most of the developing 

countries of south Asia region, it has been observed 

that magnitude of household out of pocket 

expenditure on health is at times as high as 80 per 

cent of the total amount spent on health care per 

annum.49 Economic ability to utilize health services 

has not been very different in Lucknow. For health 

expenditure in Lucknow, 76 per cent goes out of 

pocket.50 This factor also determines the ability of a 

person or a family as a whole to satisfy their need(s) 

for health care. Cost has undoubtedly been a major 

barrier in seeking appropriate health care in 

Lucknow.4,6,27 Not only the consultation fee or the 

expenditure incurred on medicines count but also the 

fare spent to reach the facility and hence the total 

amount spent for treatment turns out to be 

cumbersome. Consequently, household economics 

limit the choice and opportunity of health seeking.  

Physical accessibility 

Access to a primary health care facility is projected 

as a basic social right.51 Dissatisfaction with primary 

care services in either sector leads many people to 

health care shop52 or to jump to higher level 

hospitals for primary care,53 leading to considerable 

inefficiency and loss of control over efficacy and 

quality of services.54,55 In developing countries 

including Lucknow, the effect of distance on service 

use becomes stronger when combined with the dearth 

of transportation and with poor roads, which 
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contributes towards increase costs of visits.22,56,57 

Availability of the transport, physical distance of the 

facility and time taken to reach the facility 

undoubtedly influence the health seeking behavior 

and health services utilization.4,6,18,27,58 The 

distance separating patients and clients from the 

nearest health facility has been remarked as an 

important barrier to use, particularly in rural areas.59 

The long distance has even been a disincentive to 

seek care especially in case of women who would 

need somebody to accompany. As a result, the factor 

of distance gets strongly adhered to other factors such 

as availability of transport, total cost of one round 

trip and women’s  

restricted mobility.  

Health services and disease pattern  

The under-utilization of the health services in public 

sector has been almost a universal phenomenon in 

developing countries. On the other hand, the private 

sector has flourished everywhere because it focuses 

mainly on ‘public health goods’ such as antenatal 

care, immunization, family planning services, 

treatment for tuberculosis, malaria and sexually 

transmitted infections. Still higher is the pattern of 

use of private sector allopathic health facilities. This 

high use is attributed mostly to issues of acceptability 

such as easy access, shorter waiting time, longer or 

flexible opening hours, better availability of staff and 

drugs, better attitude and more confidentiality in 

socially stigmatized diseases. However, in private 

hospitals and outlets, the quality of services, the 

responsiveness and discipline of the provider 

has been questionable.  

Client-perceived quality of services and confidence 

in the health provider affect the health service 

utilization. Also whether medicine is provided by the 

health care facility or has to be bought from the 

bazaar has an effect. In Lucknow, the public health 

sector by and large has been underused due to 

insufficient focus on prevention and promotion of 

health, excessive centralization of management, 

political interference, lack of openness, weak human 

resource development, lack of integration, and lack of 

healthy public policy.  

The low use of MCH centres, dispensaries and BHUs 

in Lucknow is discouraging. It may be due to lack of 

health education, non-availability of drugs and low 

literacy rate in rural areas. The communication factor 

also creates a barrier due to differences of language 

or cultural gaps and it can also affect the choice of a 

specific health provider or otherwise. 

The type of symptoms experienced for the illness and 

the number of days of illness are major determinants 

of health seeking behaviour and choice of care 

provider. In case of a mild single symptom such as 

fever, home remedies or folk prescriptions are used, 

whereas with multiple symptoms and longer period 

of illness, biomedical health provider is more likely 

to be consulted.  

CONCLUSION 
To develop rational policy to provide efficient, 

effective, acceptable, cost-effective,  affordable and 

accessible services, we need to understand the drivers 

of health seeking behavior of the population in an 

increasingly pluralistic health care system. This 

relates both to public as well as private sectors. 

Raising the socio-economic status through multi-

sector development activities such as women’s 

micro-credit, life-skill training and non-formal 

education have been shown to have a positive impact 

on health seeking behavior, morbidity and mortality 

besides the overall empowerment of women 

population. 

Gender sensitive strategies and programs need to be 

developed. Health providers also need to be 

sensitized more towards the needs of the clients 

especially the women to improve interpersonal 

communication.72 Although there is a fairly large 

infrastructure of formal and orthodox institutions for 

health provision, the quality needs to be improved. 

Moreover, it is strongly desirable to further nurture 

critical, creative and reflective thinking to reorient 

our health system. Health care providers need to be 

more compassionate and caring to the needs of the 

people they serve. They should possess integrity, 

creativity and sensitivity and be the role model within 

health care system and in communities. People 

marked with debt, dependence and disease are those 

who deserve more universal support to achieve 

quality of life, health and well being in order to be 

able to compare themselves with the rest of the 

world. Introducing a ‘self care system’ in the 

community which includes early detection of danger 

signs in diarrhea, malaria, pneumonia and issues like 

family planning and personal hygiene could form a 

package of health education for any community 

setting. This should address the problem of self-

medication to some extent. Patient education 

regarding drug use and its hazards has also been 

advocated since long ago. Public health awareness 

programs should be organized for mothers as 

components of public health efforts intended to help 

mothers understand the disease process and 

difference between favorable and unfavorable health 

practices. This would enhance the mothers’ 

understanding of disease process and importance of 

preventive measures for a better family health.   

With this complex and pervasive picture of health 

system utilization and health seeking behaviour in 
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Lucknow, it is highly desirable to reduce the 

polarization in health system use by introducing more 

client centered approach, employing more female 

health workers, supportive and improved working 

and living conditions of health personnel, and a 

convivial ambiance at health service outlets. Extra 

financial incentives offered to public sector staff not 

only will help in retaining them but will also motivate 

them to deliver quality services. State regulatory 

mechanisms and continuing education and training 

for the providers seem imperative. A comprehensive 

health care system has to focus on the 66 per cent of 

rural people who are the poorest of the poor and who 

become visible only when programmed are signed 

with international donors. A more coordinated effort 

in designing behavioral health promotion campaigns 

through inter-sect oral collaboration focusing more 

on disadvantaged segments of the population (i.e. 

women, children and elderly would be step towards 

improvement). If a health service is to work, it must 

start from what users need. This paper has described 

the general situation vis-à-vis health seeking behavior 

and health service utilization in developing countries, 

presenting a special accent on Lucknow. With the 

advent of decentralization in Lucknow, policy is 

formulated at the district level. Therefore, policy 

makers must understand health behaviors and health 

care use at the district level, and give enough 

credence to these facts so that policies could be 

designed appropriately. In-depth research is 

imperative to visualize the real picture of the habits 

and practices of the people of our region.  
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