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Summary

In the light of mainstreaming nutrition programs into health services, this review article
approaches the issue of barriers to existing maternal child health programs from both theoretical
and applied perspectives. It begins with a discussion of salient literature on models of health
service utilization. The mid-section of the paper presents the results of a review of research
studies that illuminate the barriers to care. Categorical themes emerged from the review of
studies in the form of barriers based on geographic factors, temporal factors, a myriad of
socio-cultural factors, financial factors and quality of care. The discussion focuses on the need to
overcome existing restrictions to health services in order to facilitate initiatives to mainstream
nutrition and achieve Millennium Development Goal #1.
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Introduction

Millennium Development Goal #1 (MDG 1) seeks to
reduce present levels of hunger by one-half.Efforts are
underway to incorporate the Mainstreaming Nutrition
Initiative (MNI) into existing maternal,newborn,child
health (MCH) programmes in order to increase the
likelihood of achieving MDG 1. Reducing hunger
through increased food availability is not the only
component to reducing malnutrition.Nearly one-third
of the children in the developing world are malnour-
ished in terms of acute or chronic malnutrition and
micronutrient deficiency. While it can be difficult to
measure, it is estimated that nearly 60% of child mor-
tality involves malnutrition as a major underlying
cause (Pelletier et al.1995). In SouthAsia, the problem
is even more extreme, with half of all pre-school chil-
dren suffering from stunting (UNICEF 1998).Because
of high population numbers, some 70% of the world’s
malnourished children live in this region (UNICEF
1998).

There is persuasive evidence that programmes to
improve maternal nutrition, breastfeeding and com-
plimentary feeding, and the provision of micronutri-
ents at appropriate times, are feasible and have the
ability to reap health and economic benefits. It is
also apparent that such programmes are most effec-
tive when they are comprehensive and are inte-
grated into other MCH programmes and services.
Stand-alone feeding programmes have generally not
proved to have a sustainable, long-term impact
(World Bank 2006). In some cases this is because
the interventions were not effective, in other cases
because the organizational and financial burden
imposed on governments was beyond their capacity
to sustain.

To this point, nutrition has been poorly integrated
with MCH activities, but there is an emerging inter-
national consensus that the convergence of nutrition
and MCH is essential. This review will focus on
research involving pregnant women, infant and chil-
dren. While it is generally agreed that integrating
nutrition with existing MCH services is desirable,
there are some additional criteria, such as ensuring
that the poor have equitable access to these services
that must be addressed.

Objectives

This paper is part of a larger programme of research
on the issue of mainstreaming nutrition into MCH.
The total initiative will generate three major outputs
that together will provide both the evidence base and
operational guidance for mainstreaming nutrition
into MCH programmes. Within these major outputs,
this paper is one component of a larger review of
issues related to mainstreaming nutrition into MCH
programmes.This paper sets out specifically to review
barriers to services from existing MCH programmes.
The paper is developed around the observation that
many existing MCH services are less than fully uti-
lized by individuals and families in developing coun-
tries, and an understanding of reasons why people
refrain from seeking existing MCH services should
facilitate mainstreaming nutrition into MCH services
if such barriers can be overcome or avoided.

Approach and methodology for
the study

The approach to be used for this study is a literature
review summarizing the experience of utilization of a
wide range of preventive and curative maternal, neo-
natal and child health services. These experiences will
be predominantly from low-income countries but will
also include middle- and high-income countries as
needed. The services reviewed include the public and
non-state sectors to include both private providers
and non-government organizations.The full spectrum
of service provider will be considered in order to
illuminate barriers to appropriate care across health-
care systems and cultural norms.

This study was conducted as a literature review to
present relevant examples in the vast body of litera-
ture of the barriers to accessing health services in a
global context. Articles were searched for in PubMed
with the primary keywords: access, barriers and
health. Further, the keywords: maternal, prenatal,
child, newborn and infant were run separately with
each of the primary keywords.Articles were excluded
if they did not discuss access or barriers to care among
the MCH population. References already held by
three of the reviewers (T.K., P.K.S., M.K.M.) were
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included in the review if they were judged appropri-
ate. Individual studies were not evaluated for quality.

After a discussion of existing models of health
service utilization and barriers to care, the paper dis-
cusses barriers to appropriate care in the following
organizational structure.Within each category studies
were categorized by the intended recipient of ser-
vices; whether maternal, infant or child centred.

Background to barriers to use of
health services

It is not difficult to relate a ‘shopping list’ of experi-
ences of dissatisfied users, or potential users of health
services across the spectrum of nations and health
services. Again and again the myriad of barriers to
health-care access have been documented in
population-based surveys, focused research studies,
and anecdotal reports (Pollock 2001). What is more
challenging is to attempt to put these experiences into
some kind of conceptual framework. This is particu-
larly important where cultural perceptions of disease
(and their causes and appropriate responses) affect
the behaviour of patients and their care seekers. In
the following section a brief review will be made of
several useful conceptual frameworks that relate to
utilization of health services or health providers.

Models of health service utilization

Mosley and Chen Child Survival framework

In 1984 Mosley and Chen published a useful frame-
work for examining the factors that affect child sur-
vival. That framework divided five groups of factors
through which socio-economic factors influence both
morbidity outcomes, including nutritional status, and
mortality outcomes. The pathways operate through
demographic; environmental, nutritional, injury
(intentional and unintentional); and personal illness
control. This framework pays little attention to the
cultural aspects of interpretation of illness, and con-
sequent choice of healer or health service provider.
Indeed, the Child Survival framework does not focus
on the health system to any great extent, but rather on
individual behaviour and the factors underlying that.

Explanatory models

In the classic medical anthropology text, Patients and

Healers in the Context of Culture (Kleinman 1980),
Kleinman suggests that there are three overlapping
sectors of health care: the popular sector, the folk

sector and the professional sector.
As Helman explains, the popular sector tends to

focus on curative care, and includes all informal
options for which payment is not made, and excludes
folk healers and medical practitioners (Helman
1990). This sector also includes the concept of health
maintenance, the purpose of which is to avoid ill
health. Correct ways to eat and drink are included
here. This sector is believed to be the source of the
majority of health care in both developed and devel-
oping countries, although mainly for minor illnesses.

In the folk sector, certain people specialize in forms
of healing. Some are ‘secular’ or technical, repairing
broken bones, for example. Others are ‘sacred’ and
deal with illnesses caused by sorcery, evil eye and
other mystical sources within the belief structure of
the society.

Both popular and folk remedies tend to evolve
from the belief that ‘health’ is a ‘balance between man
and his social, natural and supernatural environments.
A disturbance of any of these . . . may result in physi-
cal symptoms . . . and require the services of a sacred
folk healer’ (Helman 1990).

Folk healing has several advantages over modern
allopathic medicine. In addition to a shared world-
view, the use of everyday language in consultations,
the involvement of the family in diagnosis and treat-
ment is highly valued.These folk healers reinforce the
cultural values of the community in which they live, in
contrast to Western doctors who may represent a very
different social and economic background (Helman
1990, p. 61).

The professional sector generally revolves around
organized modern Western scientific medicine,
although in some countries, such as India and Sri
Lanka, traditional medical systems have also become
‘professionalized’ to an extent (Helman 1990).
Although this sector includes paramedical staff,
resources are usually scarce in developing countries.
But in relation to the current study, the important
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point is that this sector holds great power, including
legal authority, over patients, and subscribes to a
medical system that may often be inconsistent with
the belief systems of patients.

The professional system tends to reflect the politi-
cal system in which it operates. Some societies regard
free (or inexpensive) health care as a basic right of all
citizens; another society may see health care as a
commercial product to be ‘sold’ to the patient
(‘customer’). Such differences in ideology affect the
likelihood of the poor, in particular, being able to
access ‘professional’ sector health services.

Hierarchy of resort

According to Pelto it is important to first establish the
various health service options available. When a
person perceives himself/herself as ill, he/she will
follow a ‘hierarchy of resort’ in seeking treatment.
This hierarchy will often start with self-treatment in
the popular sector, and if not successful, will progress
to professional care, sometimes through several other
intermediate steps.This stepwise approach can poten-
tially result in delays, in inappropriate treatment and
in additional expense. However, on occasions the
problem may be ‘cured’ before reaching the highest
or final level of resort.

Pelto summarizes the steps that caregivers take in
responding to episodes of illness (Pelto 2006). She
argues that the family usually follows this sequence:

1. recognition of specific signs and symptoms,
2. interpretation of these signs as an indication of
an illness that requires expertise that is external to
the household (sometimes called ‘labelling’ of the
disease),
3. taking an initial action to obtain care, and
4. maintaining a relationship with the provider and
adhering to provider advice until the individual is well.

Finally, the modern allopathic health system is not
regarded by all cultures as appropriate for all condi-
tions. It has long been recognized that there are dif-
ferent classes of illness for which different healer
systems are needed. Kendall’s (1983) work in
Honduras summarized this as (1) illnesses such as

simple diarrhoea and acute respiratory infections
(ARI) for which the formal health system is appro-
priate; (2) illnesses believed to be caused by evil eye
for which folk practitioners are appropriate; and (3)
illnesses that are believed to be incurable, like polio,
cancer and tuberculosis (Pelto 2006).

A difference between traditional health systems
and modern allopathic systems is the continuing rela-
tionship between patient, or their caregivers, and the
provider. Pelto argues that the Western allopathic
model often requires a series of repeat visits to the
same provider to treat a particular illness episode,
whereas the non-Western model tends to involve a
single visit to an individual provider, possibly with
visits to other providers at the same time (‘simulta-
neous resort to care’), or to a series of providers pos-
sibly offering different forms of care (‘sequential
resort’). This practice has obvious implications for
compliance (or ‘adherence’), which limits the capacity
of Western medicine to achieve the desired results.

Dimensions of access

Penchansky & Thomas (1981) define access as the
measure of fit. The fit represents the degree of match-
ing characteristics between the provider and the type
of health services to the characteristics of the pa-
tients including patient expectations. Penchansky and
Thomas outline five distinct areas or dimensions of
access:

• availability;
• accessibility;
• accommodation;
• affordability; and
• acceptability

Barton (2003) built upon the work of Penchansky
and Thomas by categorizing barriers to access into
five major groupings to include geographic barriers,
physical barriers, temporal barriers, socio-cultural
barriers and financial barriers. Barton further elabo-
rates on three important factors that affect access to
health services: predisposing factors, need factors and
enabling factors, which do not operate independently
but in combination to influence the ability or likeli-
hood of an individual seeking health services.
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Predisposing factors include individual characteris-
tics such as gender, ethnicity, education, age and occu-
pation. Need factors include the perception of health
status, the health beliefs and perceptions of illness.
Last, enabling factors include items such as distance
to care and availability of care, financial assets (insur-
ance or cash reserve) in paying for care.

In addition to the aforementioned access condi-
tions, it is necessary to consider the overarching
framework of health systems values: cost–quality–
access. It would be virtually impossible to discuss
access without also focusing on cost and quality. Cost
is particularly complex in that the cost of health care
includes myriad of components including cross-sector
issues such as private vs. public providers (including
under-the-table fees); family income; availability, use
and structure of health insurance. Quality becomes an
access issue when poor-quality services discourage or
otherwise prevent the use of proper health utilization.
Quality is assessed from various perspectives includ-
ing the provider, patient and the evidence base.

Framework for categorization of barriers

The barriers to use of MCH services can be catego-
rized in various ways as discussed above. One tech-
nique for gaining appreciation of the opportunity for
barriers to exist is to examine increasing degrees of
aggregation from individual, household, community
(village), national, to international. Within each of
those administrative and cultural layers there are
cross-cutting categories such as cultural belief
systems, economic and financial factors, and impor-
tantly, health systems at various levels.

• Individual characteristics:
� social and demographic characteristics;
� economic status;
� cultural beliefs (operate at higher levels also);
� mobility of care seekers (may be different for
different purposes, e.g. may be permitted for child
care but not for socializing);
� knowledge of illnesses (symptoms, outcomes,
appropriate preventive measures and curative
responses);

� decision-making authority of care seeker (oper-
ates at household and community levels also);
� knowledge of health system (location of health
service providers, and how to navigate the health
system); and
� family structure (availability of caretakers for
other children/family members).

• Community level characteristics:
� cultural belief systems of community;
� customs such as post childbirth seclusion that
limit access to services;
� availability and influence of non-allopathic
health providers in the community;
� Influence of role models in community to gener-
ate change in traditional approaches to disease
control;
� commitment of community to minimizing condi-
tions, which contribute to illness and disease,
namely ensuring a hygienic environment (water
supply, sanitation, etc.); and
� role of community in providing needed but
unfunded services for community members.

• National health programme characteristics:
� organization of the national public health
system;
� role and impact of health insurance within the
nation;
� importance given to particular services (e.g.
malaria, HIV, others) in terms of staff skills,
budgets, allocation of medicines or vaccines;
� management information systems in place to
ensure functioning services;
� aspects of health system structure that affect
implementation;
� political considerations regarding relative weight
given to health in relation to other ministries
(political and budgetary considerations);
� licensing and regulation to minimize unautho-
rized unqualified service providers;
� regulation of costs of health services, and legisla-
tion to provide low cost services and/or insurance;
and
� drug regulation policies to minimize access to
harmful or ineffective drugs.

• International and non-government organization
health programme characteristics:
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� importance given by international agencies and
organizations to specific health challenges;
� availability of funds to support specific services
and interventions;
� involvement of multilateral agencies or projects
in provision of funds or commodities, etc.;
� involvement of non-multilateral agencies in pro-
vision of funds or commodities, etc. (in-kind contri-
butions), including foundations;
� availability of data to support the need for
responding to particular problems; and
� political will of international agencies to confront
governments that conceal health challenges (e.g.
severe acute respiratory syndrome,avian influenza).

The hierarchy and complexity of individual, com-
munity, national health system and international
issues as well as the myriad of barriers that can be put
in place preventing the individual access to care can
be seen in the following illustration developed by
Varkevisser et al. (2003) (Fig. 1). The health systems
research Model places the individual at the centre of
the concentric circles, surrounded by the family, the

community, the layers of public health services, all
within the greater context of nation and culture.
Public services including health, sanitation and agri-
culture appear on the right side of the model with
non-state sector services appearing on the left side of
the diagram.

Summary

Over the past 30 years a broad range of theories have
been used in discussions of access to care and barriers
to service utilization across the spectrum of health
services. The next section of this review will apply
each category of barrier to maternal, infant and child
barriers.

Barriers to use of health services

This section presents global research findings that fall
within each of the major barrier categories discussed
in the previous section. This section is organized into
geographic access, temporal access, socio-cultural
access, financial access and quality in relation to its

Fig. 1. Model of a health system. From: Health Systems
Research Projects, Part 1, byVarkevisser et al. (2003). NGO,
non-government organization.

P.K. Streatfield et al.242

© 2008 The Authors. Journal compilation © 2008 Blackwell Publishing Ltd. Maternal and Child Nutrition (2008), 4, pp. 237–255



impact on access. Each barrier is further delineated by
studies that apply to maternal, infant and child health
as appropriate.

Geographic access

Geographic access relies on the physical relationship
between the location of the care seeker and the loca-
tion of the health services and the ability to overcome
that distance to seek care. There is not a single
country that has achieved social equity in health care
because of regional inequalities; but some countries
have faired much better than others (Lassey et al.
1997). Distance, transportation and outreach are all
central tenants in the consideration of geographic
barriers to access. Consistent throughout the theories
of health service barriers is the idea that closer access
to care will increase utilization, even if closer access
means lower levels of staff skills, and possible short-
ages of medications and other supplies. The World
Health Organization’s (1978) Alma-Ata Declaration
set the historic goal of Health for All by the year 2000.
The declaration focused on primary health-care ser-
vices, which were ideally to be brought ‘as close as
possible to where people live and work’ (World
Health Organization 1978). The problem of geo-
graphic access is common across the spectrum of low-,
middle- and high-income countries. As described
below the problem of geographic access is occasion-
ally addressed through outreach services.

Maternal

In Zaire the geographic accessibility of the hospital
and the mother’s perception of the risk status were
the two most important factors determining the com-
pliance of referral of high-risk mothers (Dujardin
et al. 1995). A 1992 study in Bangladesh found that
difficult terrain and residing more than two miles
from a government health facility lead to a large
number of people who did not receive health services
when ill (Islam 1992). A study in Cordova found that
transportation difficulties were a problem regardless
of women’s success in obtaining care and were ranked
as the top barrier by women who never tried to obtain
care (Aved 1993). One example of geographic barri-

ers to prenatal care from a high-income country was
produced by Kalmuss & Fennelly (1990) and set in
the USA where lack of transportation was an impor-
tant barrier. Buekens (1990) revealed that distance
was an important barrier across Europe.A qualitative
study in rural communities in Nigeria, Ghana and
Sierra Leone identified barriers to the use of health-
care facilities when obstetric problems arise.The find-
ings illustrated that physical and social distance
between communities and facilities, as well as trans-
portation problems, were relevant obstacles to care
(Prevention of Maternal Mortality Network 1992).

Distance did not prove to be as important as other
barriers in the two following studies from Central
America. A study in Mexico found that the develop-
ment of different types of health services in the com-
munity was not a significant predictor of utilization of
prenatal services, but existence of a good road was
associated with a 30% increase in probability of using
medical services. However, the analysis also suggested
that the policy of providing medical facilities at the
community level has had little effect on the extremely
disparate use of prenatal care and hospital delivery in
rural Mexico (Potter 1988). A similar study that
looked at obstetric needs in Guatemala revealed that
improving proximity to biomedical services was
unlikely to have a dramatic impact on utilization in
the absence of additional changes that improve the
quality of care or reduce other barriers to access (Glei
et al. 2003).

Urban–rural differences are a further example of
geographic barriers to care. In Haiti, the rural–urban
difference in prenatal care seeking was estimated.The
expected probability of using prenatal care services in
rural Haiti was 77.2%, compared with 85.8% in urban
Haiti. Among users of prenatal care services, mothers
in rural areas made an expected number of 3.78 pre-
natal care visits, compared with 5.06 visits for the
women in urban areas (Alexandre et al. 2005).

Infant

In The Gambia in the mid-1980s, the Health for All
initiative led to the development of Primary Health
(PH) Centers in rural villages.After the establishment
of the PH Centers in 1983, infant mortality in villages
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with PH Centers dropped from 134/1000 to 69/1000
by the period of 1992–93 whereas secular trends in
non-PH Center villages saw a drop in infant mortality
from 155/1000 in 1983 to 91/1000 (Hill et al. 2000).
Orubuloye & Caldwell (1975) showed that increased
proximity and availability of health services has led to
prompt treatment of illness and a subsequent lower-
ing of infant and child mortality in two Nigerian vil-
lages. Similar findings based on short geographic
distance to treatment were reported in Narangwal,
India (Kielmann 1983).

Child

Two examples of using outreach to tackle geographic
barriers to health services from Bangladesh include a
reduction in the risk of a child dying from diarrhoeal
diseases by 30% in a community where Oral Rehy-
dration Solution (ORS) packets were distributed via
home delivery by Primary Health Care (PHC)
workers compared with a community with no ORS
distribution by PHC workers (Rahaman et al. 1982).
Also in Bangladesh, simple training of PHC workers
to provide treatment for ARI at home or refer ARI
patients to clinics reduced overall infant and child
mortality by 20% (Fauveau et al. 1991).Another study
in the USA explored barriers to childhood immuni-
zation and found that transportation problems were a
commonly reported barrier (Yawn et al. 2000).

Temporal access

Temporal barriers to access are those barriers that
relate to the time issues around an illness that would
produce a care-seeking episode. There are numerous
dimensions that fall into the category of temporal
barriers. First, waiting times are an issue, including the
time waiting for treatment within the health facility
and the time between care being initially sought or
scheduled and the actual time/date of the appoint-
ment. Another issue is the hours of operation of a
health facility or hours of availability of the health
service provider, which may not be convenient to
working hours of the care seeker or may not be avail-
able in an emergency situation. Another temporal
barrier is that of requiring care for other family

members who are not involved in the care-seeking
episode such as watching/caring for other children or
providing meals and housekeeping services to a
family during an absence. Often temporal barriers
will bundle with other barriers such as the aforemen-
tioned geographic distance and transportation.

Maternal

In Europe, a health system study revealed that dis-
tance, long waiting time and lack of child care were
significant barriers to the use of antenatal services
(Buekens 1990). In Ghana a maternity waiting home
initiative provided an important lesson. To minimize
delay of transport in the event of a complication, a
maternity waiting home was established in Nsawam,
Ghana in 1994 and women were encouraged to move
there so that they could be transferred to the hospital
when labour began. Of 25 women referred to the
maternity waiting home by health personnel over
12 months, only one complied, for one night. Focus
group discussions with community members and hos-
pital staff later revealed that cost and hardship of
staying away from home, absence of health personnel,
distance from hospital, desolate surroundings and
lack of perceived need were reasons for poor utiliza-
tion (Wilson et al. 1997). A study in the USA identi-
fied two major barriers to seeking prenatal care, one
of which was long waiting times at the time of
appointments (Beckmann et al. 2000).

Infant

Another study (Woelfel et al. 2004) identified barriers
that deter parents/caretakers of infants and children
enrolled in the Special Supplemental Nutrition
Program for Women, Infants and Children (WIC)
from taking full advantage of the services provided by
the programme.The study found that waiting too long
was the most frequently cited barrier (48%). Difficul-
ties in bringing the infant/child to re-certify and
rescheduling appointments were other key variables
associated with failure to use, either pick up or cash,
WIC checks. A study in New Zealand revealed that
removing the 6-week post-partum check from a
general practitioner and separating it from the immu-
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nization appointment had a deleterious effect on
immunization uptake of children (Turner et al. 1999).

Child

In the USA, Yawn et al. explored the barriers to
immunization services for children and found that the
most commonly reported barriers were those of
inconvenience. Caretakers complained of having to
wait too long to be treated and of inconvenient office
hours. Also, the study showed the impact of delays
caused by a sick child and fear of child’s reaction to
the vaccination (Yawn et al. 2000). Tarrant & Gregory
(2003) found similar temporal barriers in terms of
time constraints in a Canada-based study.

Socio-cultural access

Access to care can be hindered by a variety of socio-
cultural factors. Many of these factors fall into the
category of enabling factors to health care such as
gender and perception of illness. Further barriers
include significant variation and lack of understand-
ing between provider and patient. Ethnicity and lan-
guage are other socio-cultural barriers.

Recognition of illness (defining severity and appropriate
level of care)

Initiation of treatment and choice of treatment pro-
vider depend on recognition of illness and perceived
severity of the illness following its onset. What is
deemed as ‘sick’ or ‘ill’ is not the same across various
subcultures. While a perception of severity of illness
triggers a call for health actions in diverse settings, the
term ‘severity’ does not mean the same thing to all
groups of people (Mechanic 1992). Episodes of illness
that are considered as severe by informed caretakers
or household members may not always be recognized
as severe by less well-informed individuals. The issue
of health literacy resides within this category although
in general, poor women with a low level of education
demonstrate greater difficulty both in perceiving
illness and in judging its severity compared with their
more financially established and better-educated
counterparts.

Maternal A qualitative study conducted among
First Canadians explained that conceptualization of
pregnancy in a spiritual context and believing it to be
a healthy, natural process requiring no intervention
prohibit women from taking prenatal services
(Sokoloski 1995). A study in the USA found that late
initiation of care was associated with patient percep-
tion of prenatal care as being less than very important
[odds ratio (OR) = 4.1, 95% confidence interval (CI),
1.7–9.7] and annual income <$17 000 (OR = 2.9, 95%
CI, 1.5–5.7) among other barriers. In the same study,
multiparous women and women older than 35 years
were more likely to perceive prenatal care as less than
very important and resulted in seeking prenatal care
at a later stage of pregnancy (OR = 3.9, 95% CI, 2.5–
14.6 and OR = 2.9, 95% CI, 1.2–6.8 respectively)
(Roberts et al. 1998). Another study identified that
after controlling for social and demographic charac-
teristics, six barriers were significant predictors of
inadequate prenatal care with the most important one
being that the odds of receiving inadequate care were
7.9 among women who had a poor understanding of,
or attached a low value to, prenatal care compared
with those who did not cite this barrier (Harvey &
Faber 1993). In Nigeria, the major barriers to use of
antenatal care and obstetric care services that were
identified included economic and cultural factors and
those related to the women’s perception of their con-
dition (Adamu & Salihu 2002). Another study in four
states of India found that pregnant women from poor
and uneducated backgrounds with at least one child
were the least likely to receive antenatal check-ups
and services (Pallikadavath et al. 2004).

Again in Nigeria, a different study found that
increased awareness of the signs of obstetric compli-
cations and the need for prompt treatment among
community women and men did not result in greater
utilization of emergency obstetric services at the
facilities. (Gummi et al. 1997).

Infant In Bangladesh infants are taken to homeo-
paths at a higher rate because unlicensed village prac-
titioners, who hold the idea that allopathic medicine is
too strong for young infants, refer them to homeo-
pathic practitioners (Stewart et al. 1994).
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Child In South Asia, upon recognition of illness,
a child is typically provided with home-care. Many
studies have shown that most early treatment for
childhood illness occurs at home, using shop-bought
brand name drugs (Ashraf 1982; Mwabu 1986;
Sauerborn et al. 1989; Nessa 1991; Bhuiya &
Streatfield 1995; Ryan 1998). Use of home-remedies is
common for treatment of less severe episodes, but can
be incorrect and suboptimal. Caretakers are often
uninformed as to the recognition of danger signs of
common illnesses (such as fever, ARI and diarrhoea)
and about in what circumstances they should leave
home-remedies and seek professional care. Knowl-
edge of germs is present in some societies but at a
superficial level and often in relation to a limited
number of diseases, such as dysentery, malaria and
tuberculosis, and mostly among those who are edu-
cated (Ashraf 1982). Stewart et al. (1994) reported
that parents who believed ARI was caused by evil
spirits went to faith healers rather than to modern
doctors. Similarly in Uganda, a study showed that
although the perceptions of childhood diseases were
high, the care-seeking practices were poor. Most chil-
dren with fever, diarrhoea and upper respiratory tract
infection were treated at home and taken to health
units only when they developed life-threatening
symptoms. The high costs of care, long distances to
health units, poor attitude of health workers, lack of
drugs at health units and limited involvement of
fathers in care of the children complicated the situa-
tion and resulted in late referrals to health units
(Mbonye 1998).

Gender

Women, as mothers and caregivers, may bear particu-
lar responsibility for the nursing of sick children, but
they often have a subordinate position in the house-
hold and society. Their subordinate position affects
use of health care during illness. In many settings,
women lack decision-making power and lack control
over household resources. Female fetuses may be
aborted at higher rates to meet socio-cultural
demands. Female children may receive care at a lower
rate than male children under similar circumstances.

Gender bias can be seen as a common thread
throughout the continuum of care, not just limited to
MCH. A number of studies have illustrated the vari-
able weights given to particular household members
in terms of priority for obtaining health care. A study
of the redirection of micro-credit loans for use in
medical emergencies showed that adult male income
earners were most likely to be supported by such
finance in times of illness. The next priority was male
children, followed by female children and adult
females at lowest priority. This pattern appears to be
gender bias, but also incorporates economic (family
or household income) considerations, and is thus
potentially amenable to change through empower-
ment of women as generators of household income
(Hashemi 1995).

Maternal A sociological enquiry based in Argentina
revealed conflicting social pressures that led the
women onto the path of maternal death. The men
were found not to be involved in the health issues
arising from pregnancy and delivery, and the repro-
ductive process was seen to lie exclusively in the
women’s domain (Szmoisz et al. 1990).

Infant Lack of male involvement has also been
identified as an important barrier to access to care for
infants. A study among low-income women in the
USA found that women who did not have much
help from the infant’s father were 1.9 times more
likely not to have adequate care (95% CI, 1.0–3.6)
(Gazmararian et al. 1999).

Child Studies have shown a consistent pattern over
three decades whereby in Bangladesh female children
are less likely to be taken for curative care than male
children. However, the situation now appears more
subtle. For preventive services that are generally free
of (financial) cost, such as immunization, girls and
boys are almost equally likely to receive them. Even
for curative services that involve little or no cost,
gender equity is relatively good. It is only where
financial costs are involved that gender differentials
emerge, to the detriment of girls’ health (Chen et al.
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1981). Child health programmes usually target
mothers in order to improve child health while the
fathers are the key persons in the family health
decision-making process. Choice of health-care pro-
vider reflects fathers’ choice rather than mothers’
choice because fathers have to pay the treatment
costs out of their income.

Ethnicity

Ethnicity is another aspect of socio-cultural barriers.
Ethnicity, low-caste membership and otherwise
belonging to a minority population group are fre-
quently found to be significant barriers to access to
health services. Some diseases such as Tay–Sachs and
sickle-cell anaemia only affect members of certain
racial and ethnic groups resulting in health needs that
differ from the general population (Barton 2003).
Further, ethnic population group members may face
discrimination or other cultural barriers that hinder
their access to health services. In Organization for
Economic Cooperation and Development (OECD)
member nations, much effort has gone into addressing
and correcting for racial and ethnic disparities. In the
USA alone an enormous body of research has been
developed in the areas of barriers to care based on
ethnicity and race.1 Samples of the USA and other
OECD studies will be included in the discussion
below, but an emphasis will be placed on including
studies about ethnicity from low- and middle-income
countries.

Maternal A study from the USA revealed that after
controlling for important socio-economic status and
cultural characteristics, ethnicity had a strong inde-
pendent effect on the number of prenatal visits and
adequacy of prenatal care. Mexican-American infants
made fewer visits (8.2 vs. 9.8) and completed fewer
age-appropriate immunizations than non-Hispanic
whites (Moore & Hepworth 1994). Also, African-
American women were less likely to receive prenatal
care than white women yet they were less likely to
report barriers to such care (Tossounian et al. 1997).

Tossounian and colleagues concluded that the cause
behind this may be differing expectations from the
health system. In Hawaii social variation in care-
seeking behaviour continues to exist among ethnic
groups, even in the presence of universal access to
care (Kogan et al. 1998).

Infant African-American women were twice as
likely as women from other ethnic groups to have
babies with low birthweight, and to experience the
loss of infant death (Gates-Williams 1992).

Language and communications problems

Difficulties in communication between the care pro-
vider and the recipient introduce the possibility of
increased risk or harm to the recipient of health ser-
vices. Cultural barriers in the form of poor communi-
cation can increase the use of inappropriate care
regardless of the patient population. Communication
problems can also exist between patients and provid-
ers who speak the same native language but come
from vastly different socio-economic backgrounds.
This same language gap can result in the inability
to communicate effectively because of low health
literacy or use of medical jargon.

Maternal A study among Turkish immigrants who
received prenatal and childbirth services within the
Danish health-care system concluded that the lan-
guage barrier between provider and pregnant patient
resulted in the increased risk of delayed or missing
obstetric interventions (Jeppesen 1993).

Child In a paediatric teaching hospital in CapeTown,
South Africa, the majority of the health providers
speak primarily Afrikaans or English while many of
the patients and their families use Xhosa as their
primary language. Parents interviewed repeatedly
cited language as the greatest barrier, with 94% of
respondents citing that the staff did not speak any
Xhosa and that only 21% of medical interviews
included any form of interpreter. The result was that
69% of the parents were dissatisfied with the care their

1For a detailed overview of racial and ethnic barriers to care in

the USA, the authors refer you to Institute of Medicine (2003).
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child received and 45% expressed sincere concern
about the impact that poor communication might have
on their children (Levin 2006). Poor communication
between caretakers and health-care providers in New
Zealand resulted in Samoan children with pneumonia
presenting at the hospital with a later stage of disease
and without the proper referral documentation, even
when the child had seen a referring physician. The
break in the continuity of care was attributed to mis-
trust and poor communication between parties rather
than beliefs in traditional healers (Young 2001).

A USA-based child health study found that limited
English proficiency of parents was associated with
triple the odds of a child having fair/poor health status
and double the odds of the child having spent at least
1 day in bed for illness during the course of the pre-
vious year and significantly increased the odds of chil-
dren not being brought in for needed medical care
(Flores et al. 2005). A different US study surmised
that the notable disadvantage among Hispanic chil-
dren in access to care was the result of poor language
ability (Bennett et al. 2006)

Financial access

Globally, nations engage in a diverse array of financial
schemes for funding basic health-care services. The
most widely used form of financing health-care ser-
vices is compulsory public insurance (Yakoboski et al.
1994) and it has featured broadly in the rapidly indus-
trializing regions of Central Europe and South-East
Asia and has been considered to varying degrees by
some nations in Africa and in the Caribbean (Mills &
Ranson 2006). Although most countries offer univer-
sal coverage, only 70–80% of health-care expendi-
tures are paid through public sources (Lassey et al.
1997).

Financial barriers play an important role in limiting
access to care even in areas with no cost at point of
service set-ups. Is removing financial barriers to
access to care enough to ensure universal care
seeking? A study (Mor et al. 1995) in Hawaii sug-
gested that removing financial barriers to access to
care does not guarantee universal use of disease pre-
vention and health promotion services. Out-of-pocket

payments, either official or unofficial, can be very high
and create a barrier to use of services.

Maternal

Financial barriers were one of the significant factors
identified as barriers to the use of prenatal care in one
study in Kinshasa (Khan et al. 2005). Delvaux et al.
(2001) found that in 10 European countries, lack of
health insurance was an important risk factor for
inadequate prenatal care (OR = 30.1, 95% CI, 20.1–
47.1). However, this group of uninsured women was
not representative of the population in that they were
more likely to be foreign nationals among other
factors. Financial barriers were identified as one of the
barriers to prenatal care in studies from as diverse
places as Kenya, India and the USA (Kalmuss &
Fennelly 1990; Beckmann et al. 2000; Pallikadavath
et al. 2004; Khan et al. 2005). In particular,
Pallikadavath et al. characterized the financial barrier
as poverty whereas Beckman et al. and Kalmuss and
Fennelly characterized the financial barrier as the
‘cost of getting care’.

Another study (Piper et al. 1994) compared
outcome rates for pregnant women who enrolled in
Tennessee Medicaid health insurance in the 6-month
period before presumptive eligibility was enacted
with those obtained for pregnant women who
enrolled in the 6-month period after presumptive eli-
gibility had been in effect for 5 months. The study
found that women in the ‘after’ group were 40% more
likely to enrol and 30% more likely to obtain prenatal
care in the first trimester.They were 300% more likely
to fill a prescription for prenatal vitamins in the first
trimester and 16% more likely to have begun prenatal
care before the third trimester. Similarly, Brown
(1989) found that inadequate insurance coverage and
limitations of the Medicaid programme were signifi-
cant barriers for low-income women in obtaining
prenatal care.

Infant

Financial barriers that contribute to lack of utilization
of one type of service can lead to barriers to use of
related services. Two USA-based studies found an
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association that prenatal care use, based on health
insurance status, may influence the likelihood that
very low-birthweight infants will have access to neo-
natal intensive care (Pierson et al. 1994; Bronstein
et al. 1995).

Child

Children with chronic conditions from poor families
in the USA experienced substantial financial barriers
to care. A study (Newacheck 1994) revealed that they
were 118% more likely to be uninsured than were
children from non-poor families and 42% more likely
to lack a usual source of care. Children with chronic
conditions from poor families were found to use
fewer ambulatory care services but more inpatient
hospital care than their non-poor counterparts.

In Bangladesh financial barriers do not involve
health insurance. Women’s employment and partici-
pation in economic activities are considered as tools
for empowering women in the household and com-
munity by non-government organizations and the
government agencies. Their work and associated
earnings are assumed to empower them, which may
affect the welfare of their children. To date there is
limited empirical evidence to show that children
benefit more than other household members from
mothers’ additional household earnings (‘maternal
altruism’). Women’s status, particularly women’s
membership in credit unions and social networks in
the household and community, are positively associ-
ated with use of health services for children (Levin
et al. 1998; Alam 2000).

Quality of care

Operationalizing quality is a relatively new science. In
1990 the Institute of Medicine (USA) described
quality as that which consists of the degree to which
‘health services for individuals and populations
increase[s] the likelihood of desired health outcomes
and are consistent with current knowledge’ (Lohr
1990).There is no health-care system that is perceived
as perfect by its users or by the providers who work
within it (Blendon et al. 1993). Quality becomes an
access issue and a barrier to care when actual or per-

ceived poor-quality services result in patients not
receiving adequate care and/or patients refusing to
utilize services when they are available.

Expanding upon the classic Donobedian model of
Structure, Process and Outcome, the main compo-
nents of quality of services can be viewed as efficacy
of the treatment the facility offers, the availability of
supplies and equipment, the characteristics of its per-
sonnel, and the nature of its management and orga-
nizational structure. Each of these components affects
the utilization of health services. The public-sector
facilities in many poor countries (Mwabu 1986) are
beset with numerous deficiencies: shortage of drugs,
non-availability of health staff, long waiting times for
short consultations with a doctor, indifferent attitudes
of health staff, poor physical environment and ameni-
ties that obviously affect the quality of services
offered (Mwabu 1986; Guyon 1994; Arifeen et al.
2005).

Studies in diverse settings show that people’s per-
ceptions of the quality of care have a tremendous
effect on health services use (Habib & Vaughan 1986;
LaFond 1995; Rahman 2000). Low quality of modern
health services deters rural people from using them in
Java, Nigeria and Guatemala (Annis 1981; Murphy &
Baba 1981; Young 2001). In rural Ethiopia, people
by-passed the referral system and approached the
better-equipped hospital for primary health care in
spite of the larger distance involved (Kroeger 1983).

Maternal

In Ghana, Mills and Bertrand explored the role of
access vs. traditional beliefs in the decision to seek
obstetric care from health professionals. Among
accessibility factors nurses’ attitudes were a major
barrier to care and traditional beliefs were less signifi-
cant (Mills & Bertrand 2005). The use of primary
health units and the referral hospital was considered
only as a last resort in a Uganda-based study. The
study found that lack of skilled staff at primary
health-care level, complaints of abuse, neglect and
poor treatment in hospital and poorly understood
reasons for procedures, plus health workers’ views
that women were ignorant as explanation behind the

Mainstreaming nutrition in maternal, newborn and child health 249

© 2008 The Authors. Journal compilation © 2008 Blackwell Publishing Ltd. Maternal and Child Nutrition (2008), 4, pp. 237–255



unwillingness of women to deliver in health facilities
and seek care for complications (Kyomuhendo 2003).

A particularly revealing study from India explored
key social, economic and cultural factors influencing
women’s decisions to use maternal health care and
the places used for child delivery. The study demon-
strated that socio-economic status was not found to
be a barrier to service use when women perceived the
benefits of the service to outweigh the cost. A large
number of women perceived private services to be
superior to those provided by the government,
although cost often meant they were unable to use
them. The provision of services did not ensure that
women used them; they had to first perceive them to
be beneficial to their health and that of their unborn
child. Respondents identified the poor quality of ser-
vices offered at government institutions to be a moti-
vating factor for delivering at home (Griffiths &
Stephenson 2001).

Among other barriers to prenatal care in a USA-
based study, study informants pointed to a lack of
coordination between different social and health pro-
grammes and inhospitable conditions at the sites
where prenatal care was delivered (Brown 1989).

The attitudes of the frontline clerical staff proved to
be a significant barrier during a study based in the
USA (Fallon & Fishler 1994). In this study, patient
dissatisfaction with prenatal care was linked to poor
attitudes about the patients, patient benefits and low
recognition.

Kwast (1996) suggested that the availability of
humane and functioning obstetric services and
improved quality of care that takes into account both
client satisfaction and provider fulfilment were pre-
requisites for improving access to prenatal care.

Quality of the provider and provider knowledge
and the impact on access to competent prenatal care
were assessed in a study based in Cameroon (Tita
et al. 2005). This study explored the awareness of
evidence-based reproductive health interventions
among service providers and found that this varied
from 29% for the use of antenatal corticosteroids to
97% for the use of iron and folic acid supplementa-
tion during pregnancy. Their use of these interven-
tions ranged from 10.2% for antenatal corticosteroids
to 94.8% for iron and folic acid supplementation.

Only 15.5% (95% CI, 11.8–20.0) of health workers
were aware of four vital interventions, and only
12/312 (3.8%; 95% CI, 2.0–6.6) reported using all of
them regularly. A deficiency in the education and
training of health workers, especially a lack of con-
tinuing education, was commonly identified as the
most important barrier to their awareness of
evidence-based practices. A lack of awareness and a
lack of supplies and materials were the main barriers
to high-quality practice. Even in developed countries
provider attitudes and knowledge about the cost-
effectiveness of evidence-based interventions can be
crucial in providing services. One study (Jafari et al.
1995) in the USA revealed that physicians who did
not screen antenatal patients for Group B Streptococ-

cus cited that reasons for not screening were ‘no clear
guidelines’ and ‘not cost-effective’ (52% and 39%
respectively). These barriers to appropriate practice
translate into barriers to high-quality care.

Child

The use of child immunization services in Canada was
deterred by a variety of factors including quality of
care issues, such as traumatic immunization experi-
ences, fear of vaccine side-effects and sequelae,
and negative interactions with health professionals
(Tarrant & Gregory 2003).

Discussion

When access to health services is viewed through a
theory vs. practice approach, the literature shows that
most studies in this area are built around socio-
cultural barriers and financial barriers, which seem to
present a myriad of challenges.

These same socio-cultural barriers may be encoun-
tered between regular health services for MCH and
MCH for mainstreaming nutrition in that the provid-
ers and the patient population will be unaccustomed
to interacting in this area. In addition to overcoming
the barriers to seeking modern health services, chang-
ing the predominant provider and client view of
health services as strictly curative in nature to one
that is both curative and preventative is highly
improbable in developing countries overburdened
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with disease and fragile health systems. Therefore,
nutritional services are best positioned as comple-
mentary to location-based service delivery points
where interventions are delivered. For example, deliv-
ery points can range from home deliveries to health
facility-based care, as well as mass promotion events
and child health/immunization campaigns. Each of
these delivery mechanisms can reach a population at
several client contact points.

An acceptability assessment should be conducted
before scaling up any new programme. Long-standing
cultural norms and beliefs will have to be overcome for
the MCH population to accept nutritional services
from health providers who are not a traditional source
of such information. Providers must also be trained
and motivated to provide a new form of services or else
the financial and temporal investment of the promot-
ing agencies may not result in a measurable increase
in the use of services or health of the population
(C. Larson, ICDDRB, Dhaka, pers. comm.).

Sustained health development requires people to
be aware of modern scientific concepts of disease cau-
sation and to have the means to act on that knowl-
edge (Mosley & Chen 1984). Parents’ belief about the
causes of illness (natural or supernatural), and the
effectiveness of medicine, guides choice and use of
modern medical care have a tremendous impact on
the approach to care seeking for family members. If
someone believes that evil spirits cause a particular
disease, he/she will hardly use modern medicine to
treat it. Micro-level morbidity surveys in developing
countries have documented a high prevalence of
beliefs in causes of illness different from those held by
modern biomedical science. Additionally, traditional
nutritional beliefs will be encountered and challenged
through the mainstreaming of nutrition in the public
health sector.

Financial barriers were observed from a variety of
approaches in health systems both with and without
health insurance. In health insurance-based systems,
lack of insurance or inadequate insurance coverage
played a significant barrier to access. Among those
studies without health insurance, poverty and the cost
of care were barriers to care.

Quality remains difficult to operationalize as a
barrier to care on account of its various levels and

approaches. However, in terms of limiting access to
care, numerous studies demonstrated that quality was
an important factor. Patient perceptions of quality,
staff attitudes and providers’ appropriate use of
evidence-based medicine each play a role in facilitat-
ing or hindering health service utilization. Given the
diverse components of quality, any new initiative in
the health system or health service delivery system
should attempt to address as many as possible of the
components in the planning and development phase
to prevent perceptions of poor quality that inhibit
future use.

Given the wide range of barriers to care that exist
both in theory and in practice, research in this area
would benefit greatly from the development of a rig-
orous typology so that more meta-analytical review
could be conducted in this area. Further, primary
studies are needed to assess and evaluate the broad
spectrum of barriers that are described in the back-
ground literature. More studies should also be con-
ducted and published from low- and middle-income
countries.

This review suggests that a systematic review of the
effectiveness of existing nutrition programmes should
be conducted before embarking on a new nutrition
programme venture.

It is likely that publication bias exists in the sam-
pling of articles included in this review. The tendency
among researchers, writers and editors to not pursue
publication for weak or insignificant study outcomes
may be present here. Few studies were found that
did not address a significant barrier in access to care.
It is further likely that small studies, particularly
without positive results, were only used as guidance
for local programmes and may only have seen pub-
lication in the form of working papers. As it stands,
it is impossible to collect or to be sure that a review
project has collected all of the studies or data that
are available in a particular subject area (Dickersin
1990; Kleijnen & Knipschild 1992). A complete dis-
semination of knowledge would be helpful in
forming future research in this area. Similar to the
current movement to register clinical trials, there
should be a mechanism by which non-clinical
research can be registered and then, that registration
information can be accessed.

Mainstreaming nutrition in maternal, newborn and child health 251

© 2008 The Authors. Journal compilation © 2008 Blackwell Publishing Ltd. Maternal and Child Nutrition (2008), 4, pp. 237–255



Incorporating nutrition initiatives into existing
maternal–child health services represents a major
shift both at the policy and at the programmatic
level from the current focus of the health systems of
many nations. The 2015 deadline for the Millennium
Development Goals is rapidly approaching, which
necessarily produces a sense of urgency in policy
and programme development. Inclusion of a new
programme into an existing system as opposed to
the development of yet another stand-alone pro-
gramme bodes favourably with current thinking
(Travis et al. 2004). In general key issues facing deci-
sion makers include repairing fragile health systems
of developing nations rather than investing and
further diverging existing financial, temporal and
human resources into another vertical programme.
The possibility exists that additional investment of
nutrition resources into the health system could
have the effect of strengthening health-care systems.
However, even if nutrition is successfully main-
streamed into existing maternal and child health ser-
vices, the challenge remains that, if unchanged, the
barriers to accessing existing health services could
now include that of preventative and curative nutri-
tion services.
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