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Abstract

The primary aim of this study is to define the processes
of information seeking used by pregnant women. The questions
asked are "How and when do pregnant women seek information,
who do they seek information from, and what information do
they seek." The study involves 11 participants recruited
through a Public Health Nursing District Office. Data
collection is achieved using a semi structured interview
schedule and tape recorded interviews.

A grounded theory method of data analysis is used. The
data analysis process is adapted from Glaser and Strauss
(1967) with procedural guidelines from Chenitz and Swanson
(1986) .

Two main processes of information seeking are identified:
(a) the Health/Wellness Information Seeking Process (HWISP),
that is concerned with information about activities partici-
pants used to achieve a healthy pregnancy, and (b) the Problem
Initiated Information Seeking Process (PIISP), that is
concerned with information about participants' signs and
symptoms and suitable remedies. A third process identified is
"making sure," the specific process used to confirm the
pregnancy. The determinants of information seeking is the
pregnant woman's attitude toward the information source, their
valuing of a healthy pregnancy outcome, recognition of salient

indicators and receiving cues to action.



The implications of these findings for nurses planning
prenatal education programs and other prenatal services are

discussed, as well as implications for future research.
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CHAPTER I

Introduction

Not participating in prenatal education programs and the
late commencement of prenatal medicul care is thought to have
a negative impact on the health of the pregnant woman, her
fetus and the eventual outcome of her pregnancy (Cogan, 1980;
Gortmaker, 1979; Quick, Greenlick & Roghmann, 1981). 1In the
majority of regions of Newfoundland and Labrador, pregnant
women are offered two complimentary health services: (a)
prenatal education classes conducted by Public Health Nurses
or hospital affiliated nurses and (b) prenatal medical care.
The prenatal education programs and prenatal medical care
available to pregnant women are designed to enhance the health
of the mother and the baby. If these services are not
utilized, it may result in an adverse outcome for the pregnant
woman and her baby and it is an inefficient use of public
money.

The greater proportion of women who participate in
prenatal programs are well educated, married, employed outside
the home, and financially secure (Husband, 1983; Poland, Ager,
& Olsen 1987; Vinal, 1982). The participation of women who
have less formal education and are in lower income categories
is sporadic; if, in fact, they do participate. Therefore,
those who possibly could benefit most from prenatal education

do not make much use of it. This has been observed by the
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author through her work with prenatal and postnatal clients in
a rural community health setting from 1978 to 1984. Dis-
cussions with Public Health Nurses indicate that this remains
a concern. Statistics cited in the Newfoundland Health Review
(1986) indicate that about 2u% of pregnant women in Newfound-
land and Labrador attend formal prenatal education programs.
Therefore 80% of women who are pregnant do nct seek informa-
tion through these formalized programs that are conducted by
nurses in Newfoundland and Labrador. There is no statistical
data available on the characteristics of nonparticipants in
prenatal education programs.

There are a number of pregnant women in the province who
do not seek prenatal medical care, or, seek and receive
medical care only during the last two trimesters of pregnancy,
which is generally recognized as less than the ideal time in
order to ensure an optimal pregnancy outcome. According to
raw data collected from the Newfoundland and Labrador Provin-
cial Livebirth Notification Form for the period January to
October, 1986 therz were 6,305 live births in the province.
Oi that number, 1.8% received no prenatal medical care prior
to the onset of labour; 2.9% commenced prenatal medical care
in the third trimester; and 12.7% commenced prenatal medical
care in the second trimester. 1In total 17.4% of mothers who
delivered from January to October, 1986 did not commence
prenatal medical care in the first trimester. However, 98.2%

obtained prenatal medical care sometime during pregnancy as
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opposed to 20% who attended prenatal education classes. Based
on these figures, one might assume that some pregnant women do
not value prenatal education programs as highly as prenatal
medical care.

From the statistics cited above it is apparent that in
the area of prenatal education and prenatal medical care
there is a need to investigate the factors contributing to:
(a) low participation in prenatal education programs, (b) time
of commencement of prenatal medical care, and (c) where and
from whom pregnant women receive information regarding their
pregnancy. These three problems, especially the third, are
the basis of this research. Specifically, this study is
designed to determine the meaning and process of information
seeking behaviour during pregnancy from the client's perspec-
tive and to show how tbat meaning influences the utilization
of prenatal education and prenatal medical care services. It
is assumed that clarification of the meaning and process of
information seeking behaviour will assist health care plan-
ners, especially Public Health Nurses, in the development of
more effective services to meet the needs of this target
group. In short, an understanding of the information seeking
aspect of the prenatal experience for pregnant women in rural
Newfoundland communities will provide an insight into the

problems of utilization of all prenatal services.



The Problem

The problem identified for this study is defining the
process of information seeking used by pregnant women,
specifically, how and when they seek pregnancy related
information, who they seek the information from, and what
information they seek. At present, there is not sufficient
information on this process. A problem is manifested in the
under utilization of services designed to enhance the outcome
of pregnancy. There are many factors which may have an effect
on the utilization of services. Apart from social character-
istics of the target group, these include the design of the
service, and the target group's perception of the value of the
service. These factors must be considered in order to
comprehensively assess the full extent of the problem.
However, there has been no formal study conducted to determine
why some Newfoundland women do not participate in prenatal
education programs or seek prenatal medical care, or what
their prenatal information needs might be or how they are met.

It appears, from initial observations, that the aims of
present prenatal education programs are congruent with the
needs of middle class pregnant women. This may relate to the
fact that these programs are designed and implemented by
middle class nurses with little input from other groups.
There is a need to appraise the information requirements of
all pregnant women in order to design appropriate prenatal

education programs.
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Considering the 98.2% attendance of pregnant women for
prenatal medical care, it is strongly suggested that physician
care is seen to be important by all social strata. Seeking
answers to why physician care is seen as important and what
information is sought from physicians may provide insight into
the different value placed on prenatal medical care as opposed
to prenatal education.

The under utilization of services or inappropriately
designed services do little to alleviate poor health practices
during pregnancy. The problems ensuing from poor health
practices during pregnancy include poor, or less than ideal,
pregnancy outcomes. These outcomes are manifested by low
birth weight, morbidity and mortality of the neonate and the
long range consequences of morbidity associated with poor
health practices during pregnancy. The most notable of these
practices are inadequate diet and use of tobacco and alcohol.

This research study is qualitative, exploring the meaning
and patterns of information seeking behaviour of pregnant
women. The design is chosen with the assumption that the
value and meaning attached to prenatal education and prenatal
medical care has an influence on the utilization patterns of

these services.

Rationale
The importance of a study on information seeking during

pregnancy is supported by demographic and health indicators.
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The Newfcundland Health Review (1986) states: "A number of
groups have been identified for whom prenatal care should be

directed. These include teenagers, older mothers, females who

have had a previous poor and the i

ally disadvantaged" (p. 81). Table 1 provides the Newfound-
land and Labrador mortality rate per 1,000 based on birth

weiyht.

Table 1
Neonatal Mortality by Birthweight

Deaths Births Mortality
Birthweight 1980-84 1982 + 83 Rate/1,000%
501 - 1000 72 46 626.1
1001 - 1500 33 101 130.7
1501 - 2500 53 887 23.9
2501 - 4000 71 14,942 1.9
>4000 5 2,430 0.8
Not stated 23 58 b
Note: Calculated thus: numerator = deaths 1980 - 84,

denominator = (births 1982 + 83) X 2 1/2.

Source: Maternal & Child Health Statistics Newfoundland
Volume I, Perinatal Statistics (1985).
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The mortality rate increases dramatically with decreasing

birth weight.

Infant mortality in Newfoundland approximates

that for the whole of Canada (See Figure 1).

140

126
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42 J Canada
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Newfoundland
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Figure 1.

Source:

T T T T T T
1943 1950 1957 1964 1971 1978 1985

Infant Mortality - Newfoundland and Canada -
1930 - 1984

Maternal and Child Health Statistics, New-
foundland, Vol. 2, Child Health Statistics
(1985) .
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In 1984, the overall perinatal mortality in Newfoundland

was 9.4 deaths per 1,000 births compared to 9.5 deaths per
1,000 births in Canada in 1983 (Newfoundland Health Review,
1986). Figure 2 indicates the components of overall perinatal

mortality in Newfoundland for the period 1965 to 1984.

32
Infant Mortality
28
24
20 o Neonatal Mortality
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4 | Postneonatal Mortality
¢ T T T T T T T
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Figure 2. Infant Mortality and its Components - 1965~
1984
Source: Maternal and Child Health Statistics, New-

foundland, Vol. 2, Child Health Statistics
(1985).
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Even though Newfoundland's recent perinatal mortality
statistics are on par with Canada, it is important to realize
that infant mortality in canada is higher than that of
Denmark, Finland, the Netherlands, Norway, Sweden, Switzerland
and Japan (Maternal and Child Statistics, 1985). The rela-
tionship between perinatal mortality, low birth weight, social
inequalities and utilization of prenatal services indicates
the need to investigate the problem of under utilization of
prenatal services and where pregant women receive pregnancy
related information through examining the process of informa-
tion seeking during pregnancy. This under utilization of
prenatal services should be a concern of health professionals
in Newfoundland and Labrador.

Research findings reported in the literature indicate
that the best predictor of who attends prenatal classes is the
educational level of the pregnant woman (Husband, 1983;
Nelson, 1982; Watson, 1977; Vinal, 1982). Statistics Canada
figures for 1984, cited in the Newfoundland Health Review
(1986) indicate that 30% of Newfoundlanders 15 years and older
have eight years or less of formal education as compared to
20% of Canadians 15 years or older. The educational level of
pregnant women in Newfoundland may have an impact on their
attendance at prenatal classes.

Epp (1986) challenges health care professionals "to
participate in the broad planning of social programs in order

to be able to improve the health of all Canadians and not just
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those who are well off" (p. 39). Epp postulates that low
income Canadians perceive greater barriers to improving their
health than do those with higher incomes. The debate over how
the problem of poverty should be approached by health pro-
fessionals, that is, change the conditions that create poverty
versus helping people to cope with their poverty circumstances
(Moccia & Mason, 1986) reflects the dilemma that health
professionals face in reconciling their values with the values
of those living in poverty. The Newfoundland statistics on
female employment (Table 2) and family poverty (Table 3) and
education, cited above, indicate that many of the clients or
prospective clients for prenatal services do not fit the
middle class social stratum. In short, a description of the
information seeking behaviour of low to low middle income
pregnant women would be beneficial in planning services for
this target group.

Based on demographic and health indicators, and the
literature, it is apparent that a study to determine the
factors that influence the utilization of health services and
information seeking by pregnant Newfoundland women is import-~
ant. Providing information to pregnant women is one component
of prenatal health services. Specifically, the purpose in
this study is to describe when pregnant women seek or obtain
information, how they seek or obtain it. what they obtain,
under what circumstances they obtain it and how information is

utilized.



Table 2

Female Labour Force - Newfoundland and Canada 1984

Newfoundland Canada
Female Labour Force
Participation (all ages) 41.0% 53.5%
Female Unemployment 19.9% 11.4%
Employed: Population Ratio 32.9% 47.3%
Source: Newfoundland Health Review (1986). Government of

Table 3

Newfoundland and Labrador, Department of Health, p.

Family Poverty - Newfoundland and Canada 1981

Newfoundland Canada

Number of Families in Poverty 23,000 786,000

Percent of All Families 17.4% 12.2%

Note: Poverty defined as 62% of average income for family
and community size.

Source: Newfoundland Health Review (1986). Government of

Newfoundland and Labrador, Department of Health, p.



Purpose

This research study is designed to assess information
seeking during pregnancy from the pregnant woman's perspec-
tive. The purpose of the study is to determine the process of
information seeking and to discern the meaning (value) of
prenatal education and prenatal medical care for pregnant
women. Specific objectives of the study focus on information
seeking behaviour of pregnant women, including their use of
both lay and professional sources of information. The
following objectives are formulated to achieve an under-
standing of the information aspect of the prenatal experience
for pregnant women in rural Newfoundland communities:

a To document the sources of prenatal information for
pregnant women in the study area.

2. To identify the types of information sought by
pregnant women in the study area.

3 To identify the significance and importance of the
information required by the pregnant women in the study area.

4. To identify the information seeking patterns of the
pregnant women in the study area, that is, when do they seek
information, who do they approach for information, and in what
sequence do they approach their sources.

5. To discover the pregnant woman's perceptions of the
type of relevant prenatal information available from Public

Health Nurses and physicians.

By examining the p women's ives on
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information seeking, the factors which necessitate and
facilitate information gathering will be explicated in this
study. Also, some of the factors that deter them from seeking
information or that deter them from using obtained information

will be assessed.



CHAPTER II

Literature Review

Information seeking during pregnancy is related to a
number of factors. In particular, information seeking
behaviour is related to health and illness behaviour patterns.
Information seeking behaviour is influenced by social and
cultural factors, and the role of the pregnant woman is
determined by the sociocultural context of her community. The
purpose of the literature review is to provide a theoretical
and research basis on which to assess the findings of this
study. Although it is recognized that information seeking
during pregnancy is related to the general areas of seeking
information in other health and illness situations, this is
such a vast amount of literature that selection was made based
on its relevance to information seeking during pregnancy.

The speciiic areas included in this review are maternal
role attainment, selected concepts and models of health and
illness behaviour, health behaviour and pregnancy, and factors
influencing utilization of services, including information
seeking.

Some of the limitations of the literature for this study
include: (a) a paucity of literature dealing directly with
information seeking during pregnancy, (b) health and illness
behaviour is a broad topic with no clear consensus on the

factors that influence this behaviour, and (c) much of the
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information on health and illness behaviour is based on
research conducted on characteristics of users of health
services and does not consider the wider context of what

influences this behaviour.

Maternal Role Attainment

Pregnancy is recognised as a period of role transition
(Meleis, 1975). Information is integral to role transition
and to maternal role attainment. Maternal role attainment is
described by Rubin (1984) as the process that "... requires an
exchange of a known self in a known world for an unknown self
in an unknown world" (p. 52). Role is defined as a set of
expectations thrust upon the incumbert of a social position
(Thornton & Nardi, 1975). The sources of these expectations
include society, the incumbent and other individvals who
occupy the role. The expectations include the acquisition of
behaviours, skills, attitudes, values and knowledge that are
sesen as inherent to the specific role. Information is a key
component necessary to meet the role expectations.

"Role transition denotes a change in role relationships,
expectations, or abilities. Role transitions require the
person to incorporate new knowledge, alter his behavior, and
thus change his definition of himself in his social context"
(Meleis, 1975, p. 265). The acquisition of new knowledge and
skills and the 'trying on' of knowledge derived from a variety

of sources is part of the maternal role attainment process.
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Information and knowledge are interdependent, similar con-
cepts. Information is defined in Webster's (1978) as "know-—
ledge acquired in any manner; facts; data; learning; lore" (p.
940). Knowledge is defined as "information; the body of facts
accumulated by mankind" (p. 1006). Information is an integral
component of the knowledge required to attain a new role.

One source of information for pregnant women are role
models (Rubin, 1967). There are many role models for the
pregnant woman and thus many sources of information. Rubin
found that role models were a diffuse group with no specific
reliance on medical or nursing personnel as either models or
referents. All study participants initially used their mother
as a model. However, the mother was soon replaced by the
participant's peers who were at an advanced level of role
acquisition. Primiparas tended tc chose their non familial
peers as models whereas multiparas tended to use models within
the extended family system. Rubin used an interactionist
research approach in her study.

Rubin (1975, 1984) describes four maternal tasks that are
part of the development of the maternal role: (a) seeking
safe passage, (b) ensuring acceptance of the child by signifi-
cant others, (c) binding in to the child, and (d) giving of
oneself for the 'good' of the child. These four tasks are
accomplished by the mother over the course of the pregnancy.
Each task is aided by the use of information and knowledge.

In seeking safe passage the pregnant woman hopes to
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secure a safe outcome for herself and her baby. The mother
engages in certain self protective behaviours to prevent any
accident. The seeking of prenatal care is one aspect of

seeking safe passage.

It is in the awareness and attachment to her child
that she seeks prenatal care, in order to make a
good baby and in order to protect the child from
being marked or damaged. Prenatal care is available
in many forms. She will seek out and use every form
available to her; books, magazines, movies, televi-
sion, women whose expertise in childbearing is
recognizable, doctors, and nurses. (Rubin, 1984, p.

146)

on the contribution of physicians to the task of seeking safe

passage Rubin (1984) states:

The vigilant, knowledgeable, and competent doctor
is the major source of help in ensuring safe pass-
age for herself and her child. She needs to know if
there is anything wrong or going wrong within her--
"Is everything alright?"--and whether the symptom-
atological aches and functional changes are normal.

(p. 56)

It is with a view to obtaining a healthy outcome for the baby

that the mother seeks prenatal care.
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The pregnant woman also has the task of securing
acceptance of her unborn child by significant others in her
family and social network. Rubin (1975) maintains that this

is the '"key of a ul y" (p. 147). This

task begins early in pregnancy when the woman realises that
she is pregnant by assimilating the information supplied by
her bedy, such as amenorrhea. Throughout the pregnancy she
conceptually prepares herself and her family for the changing
bonds and relationships that are necessitated by the coming
birth.

The task of binding-in to the unborn child is aided by
the information the woman receives from her body-self and from
the fetus. Initially the sensations associated with early
pregnancy the 'symptomatology' of pregnancy that Rubin (1984)
describes as a series of body-self deprivations provides the
information that fuels the binding-in process: "... a woman
takes these losses in functional capacity and well-being,
reads them as signs of the expected nermal pregnancy, and
feels good about herself as a functionally competent woman
despite the feelings of irritability and self-disparagement"
(p. 63). As the pregnancy progresses the exteroceptive
sensations provide the woman with information about the
activity of the unborn child and strengthen her images of the
child, further aiding the binding-in process. As the binding—
in occurs the baby becomes very dear to her. She is further

motivated to ensure the health and well being of the baby. As
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Rubin (1975) states: "She invests in making a good baby, in
providing a good home for him, in utero now, in her household
later, and in protecting and safeguarding that which she has
and is so precious to her" (p. 150).

The final maternal task is giving of oneself. This task
is characterised by the pregnant woman's recognition of the
sacrifices that are integral to the maternal role. The
symptomatology of pregnancy makes many demands of the pregnant
woman and deprivations are common place as the woman attempts
to change her lifestyle to insure a healthy outcome for baby
and realigns relationships to make social room for the new
infant in the lifespace. Information is utilized as the woman
changes her lifestyle and is alerted to changes in body
function.

In summary, the maternal tasks hinge on the utilization
of information. In particular the tasks of safe passage and

binding-in are dependent on information received both from the

pregnant woman's body 1f and 1 envir »
Maternal role attainment within Rubin's framework depends on
the acquisition and utilization of information. This is also
congruent with the views of role acquisition of Thornton and
Nacdi (1975) and Meleis (1975).

Although Rubin (1967, 1975, 1984) is clear on the social
process of developing a maternal identity and maternal role
attainment, it is recognised that the role of the pregnant

woman within society is somewhat ambiguous. WcKinlay (1972)
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attempts to determine if the social position (role) of the
pregnant women is similar to the social position (role)
occupied by the sick in society.

It must be considered that some aspects of the pregnant
woman's role and the maternal role attainment process
approximate aspects of the sick role defined by Parsons
(1958), in that, the pregnant woman is expected to meet her
obligation to seek appropriate care and cooperate with her
care givers and, in some instances, the pregnant woman is
exempt from her "... normal role and task obligations" (p.
117) . McKinlay (1972) maintains that pregnancy is a normal
state and cannot be considered congruent with the sick role
described by Parsons.

However, McKinlay (1972) tacitly equates Parson's (1958)
paradigm with aspects of the pregnant woman's social position
when he argues that pregnant women either consciously or semi-
consciously manufacture symptoms that make them eligible for
a "special exemptive role" (p. 570). The set of symptoms
"manufactured" by the pregnant woman legitimizes her taking
the sick role. McKinlay maintains that the "manufactured
symptoms" are not part of a normal pregnancy. It is agreed
that symptoms associated with pregnancy do provide for
exemption from certain responsibilities, however, that they
are consciously or semi-consciously "manufactured" is a
presumption on McKinlay's part and a debatable premise.

Despite this wunconvincing argument regarding the
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"manufacturing" of pregnancy symptoms by women to qualify for
a sick role, McKinlay (1972) makes a relevant observation,
pointing out that in certain advanced societies a portion of
the pregnancy and the immediate post partum period is treated
like an illness. This he attributes to the inclination to
manage childbearing in a fashion similar to illness. Women
are hospitalized for delivery, a variety of tests and medica-
tions are utilized during pregnancy and childbirth. McKinlay
wonders "... if this inclination to treat women ‘'as if' they
are ill actually encourages the adoption of certain roles,
especially as women may remember receiving similar treatment
for an illness" (p. 596).

Sociocultural guidelines for pregnant role behaviour are
not clear nor has society clearly defined its expectations of
the health behaviour of pregnant women, thus, producing a
sense of role ambiguity or uncertainty for the pregnant woman.
As a result although pregnant women may recognize relevant
role behaviours they are unsure of their applicability.
McKinlay (1972) questions whether or not there exists an
unambiguous role for the pregnant woman. This role confusion
contributes to the health behaviour of pregnant women,
including their information seeking behaviour.

In summary, maternal role attainment is a clear process,
but confusion surrounds the pregnant woman's role in relation
to her symptoms and in relation to the behaviours employed to

deal with the special needs associated with pregnancy and the



22
utilization of health services. The pregnant woman "labours"
under two ideologies, one that pregnancy is a normal and
natural process and two that it requires medical intervention
in order to be successful or at least safe. The social
context dictates that +hese two somewhat contradictory
ideologies coexist and the pregnant woman must find a way to

function within it.

Health and Illness Behaviou: Concepts and Models

This section of the literature review examines defini-
tions of health and illness behaviour as well as examining
four models of health and illness behaviour and selected
research based on these models. Of the four models to be
examined, two of these models, Mechanic (1968) and Fabrega
(1974) are specifically concerned with the individual's
response to the illness episode and to the role symptoms play
in the illness behaviour exhibited by individuals. These

models were selected based on the iption that the

atology of pregnancy largely influences the health and
information seeking behaviour of pregnant women. The remain-
ing two models are the Health Belief Model (HBM) (Becker,
Haefner, Kasl, Kirscht, Maiman & Rosenstock, 1977) and the
theory of reasoned action (Fishbein & Ajzen, 1975). Both
these models are concerned with the influence of beliefs on
the eventual behaviour selected by an individual. These

modrls contribute to our understanding of the individual's
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decision to engage in preventive health behaviour. Much of
the health and illness behaviour exhibited during pregnancy,
including participation in prenatal education and seeking
prenatal medical care is within the parameters of preventive

health behaviour.

Definitions of health and illness behavior.

Changing definitions of health and illness may represent
an ideological shift away from the traditional medical model
to a more holistic (subjective) concept of health, along with
a concurrent move from a paternalistic approach to delivery of

health services to a more oriented in which

the individual wants and takes responsibility for his or her
health care. Medical sociologists have restricted their
definitions of health and illness and associated behaviours by
adhering to the Parsonian model, which relies on the medical
definition of the health or illness situation as a point of
reference and analysis (Idler, 1979). As a result two areas
of human experience: (a) the meaning or subjective social
reality of the illness experience and, (b) the influence of
lay health beliefs, knowledge and practices have not been
explored.

offering a similar critique on the meaning or subjective
social reality of health behaviour, Harris and Guten (1979)
maintain that "The dominant research strategy for studying

health behavior has been to select medically approved preven-
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tive health behaviors, and then explore the effects of a set
of explanatory variables on the performance of these
behaviors" (p. 17). The result of this has been the neglect
of research on the health protective behaviours that individ-
uals employ to promote, protect and maintain their health
regardless of any 'objective' benefit to their health status.
Their research on the health protective behaviors (HPB's) that
individuals use "regardless of his or her perceived or actual
health status, in order to protect, promote, or maintain his
or her health, whether or not such behavior is objectively
effective towards that end" (p. 18) indicates that most people
engage in some activity that they perceive as protective of
their health. These behaviors are categorized as personal
health practices, safety practices, preventive health care,
environmental hazard avoidance, and harmful substance avoid-
ance.

The meaning of health or illness is situationally and
culturally determined, based on individual's beliefs, know-
ledge and values. Calnan (1987) identified three major groups
of elements that shape lay beliefs about health and its
maintenance: (a) lay beliefs about health and health control
are generated from experience and knowledge drawn from folk
culture, (b) lay beliefs about health maintenance are influ-
enced by sociopolitical values about health and the control of
health, and (c) lay beliefs are in part shaped by the perspec-

tives and values of powerful groups, such as the medical
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profession, who are ordained by society as the experts or
authorities on health and illness.

Research by Locker (1981) and Herzlich (1973) indicates
that the lay perspective on illness can be defined in func-

tional terms.

Someone may be defined as healthy even though they
may from time to time suffer a variety of dis-
orders. ... health is the absence of illness, which
in turn is indicated by the absence of behaviour
such as going to the doctor or taking time off

work. (Locker, 1981, p. 98).

The lay perspective of illness is a behavioral one. Herzlich
(1973) states "Around the notion of activity - inactivity, in
fact, crystallizes the totality of meanings affecting the
experience of illness, as these meanings are constituted in
social life. Giving up activity becomes the sign of illness"
(p. 137). Illness is seen as the departure from one's normal
activities. Curtailing one's normal activities and seeking
medical assistance are the subjective reality of illness. One
may experience a variety of disorders but until they impair
function or demand action they are not defined as illness.
The pregnant woman departs from her "normal activity" or
normal functions as a result of the symptomatology of preg-

nancy. Her self concept changes by virtue of the functional

itated by the . Thus, she may perceive
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herself as ill, as a result of her pregnancy, but without
disease.

Three widely used definitions that classify health,
illness and sick role behaviour were developed by Kasl and
Cobb (1966). They define health behaviour as activity
performed by the individual to prevent disease or detect it in
an asymptomatic stage. Illness behaviour is performed by an
individual who feels ill, for the fpurpose of discovering
actual health status and discussing an appropriate treatment.
Illness behaviour includes complaining, consulting with
relatives and friends, and consulting with health profes-
sionals. Sick role behaviour is purposeful activity by

individuals who consider themselves ill in order to get well.

This includes procuring tr from the iate health
care professional, adopting certain dependent behaviours, and
involves a neglect of one's duties.

Classification of activities is only one aspect of health
and illness behaviour. Recognizing this, Kasl and Cobb (1966)
developed a model of action that describes relevant variables
that interact to produce health, illness and sick role
behaviour. However, these authors do not address the determ-
inants of the behaviours. They do, however, recognize the
need for research that investigates the impact of attitudes
and subjective perceptions on health and illness behaviour.

In short, it is apparent that conceptual developments in

health and illness behaviour have broadened to include
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recognition of the importance of the subjective reality of the
health and illness experience on the actual behaviours of

individuals.

Models of health and illness behaviour.

Mechanic (1968) help seeking behaviour. Under this model
help seeking as a response to illness is viewed as determined
by an individual's cultural background, personal character—
istics, perception of the illness, as well as the access-
ibility of the physician and the cost of seeking care. The
prerequisite to seeking help is determining that a deviation
exists, based on personal experience, cuvltural conditioning
and acquired knowledge. Culture is impcrtant in determining
illness behaviour. The author also distinguishes between
illness defined by self and illness defined by others. He
recognises the different interpretations of symptoms from
individual to individual and from physician to individual.

The discussion of illness behaviour is limited to how
individuals deal with their symptoms. Symptoms are the cues
that pregnant women use to determine their pregnancy status.
Each pregnant woman deals with her pregnancy symptoms and
discomforts in an individual way as determined by her culture,
social context, knowledge and past experience.

Help seeking behaviour is described as a social process.
It is assumed that help seeking approximates information

seeking as a response to symptoms experienced by pregnant
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women. Mechanic (1968) states "one of the major cues patients
use to seek help is the disruption of their activities" (p.
131). This statement is supported by the research of Locker
(1981), Herzlich (1973) and Calnan (1987) cited previously.
Help seeking patterns may, in some instances, seek to normal-
ize the individual's symptoms (example, lay consultation prior
to consulting the physician). Much of the behaviour of ill
individuals is a direct result of the specific symptoms they
experience, that is the intensity, persistence and the quality
of discomfort the symptoms cause. However, in addition to
this, the social definition of the illness is important to
whether or not help is sought. The pregnant woman's social
role and the social definition of pregnancy influence the
pregnant woman's perception of her symptoms and her reaction
to them.

Mechanic (1968) made the following statements about
symptoms and help seeking. Symptoms are recognised and
defined on the basis of their visibility, recognizability and
perceived seriousness and degree of incapacitation. Symptoms
are acted on depending on the amount and persistence of
symptoms. Symptoms are less likely to initiate help seeking
if one can identify their cause and the degree of threat
involved. There is a tolerance level for signs and symptoms
and that is determined by the significance and meaning of the
symptom. An individual's decision to seek help is also a

function of knowledge and cultural assumptions. Other factors
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affecting help seeking are the anxiety or fear generated by

symptoms and their sequelae, as well as, the individual's

other needs being placed before his illness response. "The
meanings give to symp! are the + in some
measure, of life situation" (p. 153). Certain symptoms may

not £it an illness framework. The pregnant woman is experi-
encing a somewhat unique life situation. As a result her
symptoms have meaning within the context of being pregnant.
Finally the availability of treatment resources and financial,
geographical, social and psychological factors influence one's
help seeking behaviour. There is overlap among these factors
with a variety of factors simultaneously interacting.

This model of help seeking is rudimentary. It does,
however, address the meaning and significance of symptoms to
the individuals experiencing them, in that, it deals with the
perceived threat and concern aboui the sequelae of symptoms.
It contributes to the understanding of lay interpretations of
symptoms and the importance of health professionals gaining
that perspective if they are to influence the help seeking
process with the goal of improving health outcomes for those
being served by the health care system.

Fabrega's (1974) illness episode decision making process.
The th..oretical model proposed here is an effort to identify
and link the social and cultural factors to the decision
making processes that an individual uses during an illness

episode. Fabrega's model is of particular relevance to this
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study in that it describes the information that is evaluated
and acted upon by an individual during an illness episode.
Although it is well accepted that pregnancy is a normal,
developmental process; there is, as previously noted, some
discussion about the ambiguity of the role of the pregnant

woman in relation to the sick role and how the pregnant woman

'uses' the symp logy of within the 'pregnant
role'. Therefore, Fabrega's model is applicable to describe
the use of information related to the symptoms of pregnancy.

In the model the person is viewed as a confluence of four
distinct yet connected systems; biological, social, phenom-
enologic and memory. The biological system represents the
physiological systems. The social system is the relation of
the individual to other individuals and groups. The pheno-
menologic system is the encoding of information into small
functional units or categories. The memory system is the
categories that represent experiences of deviations in the
other three systems.

During an illness episode the information accessible to
the individual is processed in nine cognitive stages.
Basically, the illness is recognized, assessed for its meaning
or significance, a treatment plan is selected from the
individual's repertoire of treatment plans based on the
treatment plans benefits and costs, and finally the efficacy
of the treatment is evaluated and this information is stored

in the individual's memory to be used during a future illness



episode.

Fabrega's (1974) model is similar to Mechanic's (1968) in
that symptoms initiate the process of seeking treatment or
assistance. In both models the perceived cost or threat of
the illness is assessed prior to formal help seeking.
Fabrega's model is more explicit on the cognitive comprnents
of the help seeking process.

Health belief model (HBM). The HBM described by Becker,
Haefner, Kasl, Kirscht, Maiman and Rosenstock (1977) contains
three specific elements. First, the individual must be ready
to initiate action in relation to his or her health (illness).
This readiness results from the individual's perception of
personal susceptibility to the disease or illness and the
subsequent severity of the sequelae of the disease. Second,
the individual evaluates the recommended health behaviour or
intervention determining its feasibility and efficacy (bene-
fits) in relation to the individual's perception of the
barriers to adopting the proposed behaviour. The third
element is a cue to action. The individual must receive some
cue to action. This can be an internal cue such as a symptom
in the case of a suspected illness or a media cue that
triggers the appropriate health behaviour. The HBM recognises
that various demographic, social, psychological and motiva-
tional factors also influence the individual's health behav-
iour. However, "... these variables are not considered as

direct causes of health action" (Becker et al., 1977, p. 30).
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