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ABSTRACT

Introduction: High matemal mortality has been a major public health problem in Nepal. It has one of
the highest maternal mortality rates in South Asia. This study aims to examine the effects of women's
autonomy on utilization of maternal health services in Nepal using data fromthe 2001 Nepal Demographic
and Health Survey.

Methods: The analysis was based on 3119 currently married women aged 1549 years who had given
birth duning three years preceding the survey. Decision making, employment status, control over use
of own eamings, confrol over livestock, and spousal communication on family planning were used to
explore the dimensions of women's autonomy.

Results: Logistic regression analysis revealed that women who could make decisions alone on their
own health care were more likely to use antenatal care than those whose husband or someone else
made the decisions. Spousal communication on family planning was also associated with the use of
antenatal care. Nonworking women were found to have a greater utilization of health services. Both for
women and their husbands, a higher level of education, higher household economic status, and urban
residential area was associated with higher utilization of maternal health services in Nepal.

Conclusion: The findings suggest that there is a need to include husbands and parents-in-law in
maternal health programmes, fo educate Nepalese girls to higher levels, and to teach matemal health
knowledge in pnmary schoaol fo increase utilization of matemal health services in Nepal.
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INTRODUCTION
High matemal mortality has been a major public health
problem in Nepal. It has one of the highest maternal

One important factor contributing to high level of matemal
mortality in Nepal may be the under utilization of maternal

mortality rates in South Asia The maternal mortality
ratic was estimated o be 530 per 100,000 live births in
1996 and is still contimaing to be as high as 300 to 3302
A recent estimate by UNFPA shows that lifstime risk of
maternal death for the country is one in 217 This ratio is
one of the highest in the world indicating that a sizable
momber of mothers die during childbirth. About 40 percent
of anmeal pregnancies are considered to be highly nisky
for the mothers and the children* Nepal is one of the few
countries where female life expectancy is neatly equal to
male life expectancy, * and it has also been reported that
women's life expectancy is even lower than men’s® The
low utilization of health services may have contributed to
a high maternal mortality and merbidity in Nepal

health services which is commeonly referred to as the
proximate deferminant of maternal mortality.” However,
other reasons can be pgeographical and wrban‘miral
disparities ofhealth status and inefficiency of health system.
Women's unequal access to health services, education lack
of decision making power and other sociocultural practices
may have alse contnbuted to high level of matemal
mortality and morbidity in Nepal. Under such a poor and
low utilization of maternal health services in Nepal, if is
important to identify the most important determinants of
lowr wiilization of maternal health services.

Even though research has identified a oumber of
predictors of wtilization of maternal health services,
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less research has focnsed on the relationship between
women’s autonomy and the use of health services?
Eatly empirical explorations of the relationship between
female autonomy and health seeking behavior tended
to rely on education and occupation status as proxy
indicators.* However, recent studies particularly in South
Asia have attempted to measure female autonomy more
directly focusing on developing indicators of women's
mobility, participation 1n the household decision
making, and control over finaneial resources ™" Though
some studies have found positive associations between
such indicators and use of health services, results have
been mixed and have tended to reaffirm the complex
and mmiltidimensional nature of women's antonony.

Despite the apparent conceptual and methodological
difficulties highlichted above, available evidence
strongly suggests that women's autononny in particular,
thought to be related with variety of demographic and
health outcomes."! This relationship clearly wamants
frther attention particularly in seftings such as Nepal
where antenatal care (ANC), natal care (NC) and
postnatal care (PINC) coverage remains low. Since,
the status of Nepali women is low, with low levels of
autonomy,™* their position in their household level
need to be further explored in terms of health services
utilization. Furthermore, women's role in the household
can directly or indirectly affects their lives, particularly
in such a setting where women are disadvantaged due to
their lower social and economic stams. ' Recognizing
the importance of the family as the basic social vnit,
women's role in the family may be seen as acting as
agents of change in many aspects of life, including
utilization of health services.™ It is also less arguable
that it osually talees long period of time to change
socipeconomuc factors but some cultural proxies can
be munimized if an effective intervention could be
implemented. This study is an attempt to examine the
effects of women’s antonomy on utilization of matemal
health services and aim to fulfill the knowledge gap
in the literatore for such a society where women are
grossly suffering from bureaucratic patriarchal culture.
fith the light of above menticned problems, the stedy
tries to answer the following specific research question-
what 15 the effect of women's autonomy on utilization
of health services? The ultimate objective of this stndy
iz to provide program administrators and policymalkers
with information uvsefnl for improving matemal
health programs in Nepal. The immediate objective
is to examine the effect of women’s autonomy cn the
utilization of maternal health services in Nepal
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Hypotheses: Women who could make decision
regarding (own health care. large honsehold purchases.
household purchases for daily needs, and wisiting
family or relatives) either alone or jointly are more
likely to utilize maternal health services than those
whose husband or someone else made the decision
Emploved women are more likely to wtilize maternal
health services than nonworking women

Women who had some control over use of earnings are
more likely to otilize the maternal health services than
those who did not have control over nse of earnings.

Women who counld independently sell the livestock are
more likely to otilize the maternal health services than
those who counld not sell it independently.

Women who discnssed family planning with their
hnsband are more likely to utilize the maternal health
services than those who did not discuss.

METHODS

Source of Data and Sample Design: The data for
this study came from the 2001 Nepal Demographic
Health Swrvey (NDHS). which was conducted under
the auspices of the Family Health Division of the
Department of Health Services, Ministry of Health
Nepal The survey was implemented by New ERA, a
local research crganization with technical support from
Macro International Inc., ORC Macro. The 2001 NDHS
was a nationally representative survey of ever married
women in the reproductive age groups of 1549. Data
were collected from 8,726 ever-married women The
sample for the WDHS, 2001 was selected on a twe
stage stratified sampling. The first stage, 257 primary
sampling wnits (PSUs). 42 in wban areas and 215 in
rural areas were selected using systematic sampling
with probability proportiomal to size. The primary
sampling unit was a wardor group of wards in rural
areas and sub wards in the wban areas. The second
stage. systematic samples of 34 households per PSUJ

on average were selected.

Sample Size and Unit of Analysis: The study deals
with 3119 corrently married women who had given
birth during the past three years preceding the sorvey
The analysis was imited to these women listed as usual
resident of the commmnity in which they were surveyed.
The NDHS 2001 collected information on the ntilization
of antenatal care, delivery care, and postnatal care only
for the last birth.
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Data Analvsis: Frequency and percentage distribution
were carried out to describe the peneral features of
sociodemographic factors, women’s perceptions of
problems in accessing maternal health care services,
women's autonomy and wotilization of maternal
health services. Since, all dependent wvariables are
dichotomous; a binary logistic regression model
was employed to examine the effects of women's
autoncmy, socicdemographic facters on wtilization of
maternal health services. Binary logistic regression
is a form of regression used when the dependent
variable is dichotomous and independent variables are
of any types (i.e. nominal ordinal, interval, and ratio
level). Moreover, logistic regression does not assume
linearity of the relationship between each independent
variable and the dependent vanable, it does not recuire
normally distributed vanables, and it does not assume
homoscedasticity. In general it has less stringent
requirements. The clustered natures of commands were
used with Stata Version 9.0.

RESULTS

Univariate Analysis: Relatively higher proportions of
the women were in the younger age groups. with more
than two thirds (68%) of them were under age 30 and
nearly one third women were between 20-24 age group
(Table 1). Respondents were mostly concentrated in the
age group 20-34 (77%). The distnibution of respondents
by parity shows that more than two fifths women had
2-3 children and nearly cne tenth women also had seven
or more children MNearly three in four women did not
have any formal schooling in Nepal Only 14% of the
women had primary level of schooling while remaining
15% had secondary or tertiary level of schooling.
Nearly one third of respondents” husband did not
have any formal edocation and only 5 % had tertiary
level of schooling. More than half of the respondents”
husbands were employed in agricultural sector, while
one fifth of them were employed in modem sector,
such as professional. technical managerial clerical or
sales workers and the rest were laborers. With regard
to the relationship with the head of honsehold, nearly
three in five women were wife of the household head.
Nearly half of the women had more than 7 persons in
their honsehold. One in five women had four or less
household members in their household. One in every
three household was m the lowest quartile category of
household economic status. Most women had resided
in rural areas (01%). Highest percentages of the women
(28%) had concentrated in Central Development
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Eegion (CDE). 72% of the women reported that getting
money for treatment was the big problem and 60% of
the women considered “mot wanting to go alone™ to be
the big problem in accessing health services. Likewisze,
more than half women also considered that having to
take transport, distance to health facility, and lack of
female provider as the big problem Relatively lower
percentage of women considered “getting permission to
go” to be the big problem when compared to the other
types of the problems.

More than three in four women had not invelved in
making decisions regarding their own health services
Morge than one half of the women (33%) reported that
their hmsband alone made the decision about their
own health care and more than one fifth said somecne
else made the decision 76% of the women did not
have final say on purchases of large household items
either independently or joimtly and neatly one half
of the respondents’ busband alone made the decision
on consumer durables of the household. 65% of the
women stated that their hmsband or someone else made
the decision on household purchases for daily needs.

Meore than two thirds women said that their lmshand
or somecne else made decision regarding for visits to
family or relatives in their household. It seems that
decisions making m Nepalese women is quite low and
respondents’ husband alone had much higher level of
final say in each area of decisions malking. Althoush
86% of all the respondents were working, only 6 % of
women had invelved on how their earnings were spent. A
large majority of women did not own livestock. Among
those who own livestock. more than one third reported
that they could not sell livestock independently. About
half reported having discussed family planning at least
once with their hnsband in the past year Only cne in
seven (14%) women had made four or more antenatal
visits during their pregnancy and more than half women
did not make any antenatal wisits at all Only 12% of
deliveries were instifntional and 14% of births were
attended by trained medical personnel

Logistic Regression Analysis: In this section, the results
ofthe logistic regressionanalysispredicting theutilization
of maternal health services are discussed. To control for
the confounding influence of the sociodemographic and
other factors. models were fitted for each of the dependent
variable to identify the independent associations between
the indicators of women's autonomy and use of maternal
health services.
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Table 1: Operatonalization

amd

percentage et Measorement
distribution of all studied variables biseme Level & Catezories %  Mean
name e
Diescription
Variable H';_‘::L'?ﬁ“* Categories % Megn  FResidentisl Dichotomous  Urban .04
name Description area varshle indicating Fural 20 94
Independent variable:: Sociodemographic factors Efr:.v;;i:mms
R e et 19T et e B 59
indicating the age 25-20 yesrsold 2783 ._ NEMAEALT: ~rrees e . Do i
i 27.10 of region where a  Westem 14.65
of the respondent  30-34 yearsold 1318 b i Ml 1308
at the time of 35-39 years old 917 : S Z
Childbirth 40-40 yearsold 481 resided (5 regions) Far western 21.19
Parity R One 20,33 Independent variables: Perceived problems in accessing
varisble 23 Py - el pescwpurs
indicating number 4-5 a3 38 Enowing  Ordinal varisble  Nota big
of children ever 6 or high 15.82 where to po  indicating problem 52.23
bom for treamment the degres A small preblem 17.41
Women's  Ordinal varisble Mo schooling 7330 of women's Abigproblem 3038
education  indicating Primary perceived
women’s education 13.79 problem related
highest laval Secondary or with knowing
of educational tertiary 12.82 where to go for
Afainment. Teamment
Hucband’s  Ordinal varisble Mo schooline 3492 Geming Ordinal varizble Motahbig
education  indicating Primary permission  indicating the problem 59.89
aducational level education .18 to go for degree of womsan's A small problem 20.58
of respondent’s  Secondary featment  perceived Abigproblem 1993
hushband education 3241 problem ralated
Husband’s INominal variable Agriculmral permission to 2o
occupation  indicating fype LECHOT 55.53 for treatment
o Mo B3 G s ot
busband maney for  indicating problem 13.11
Relstionship Nominal varisble Head 5.67 HESTEN ?::3;.5 P‘:ﬂi}mﬁ poss
with the indicating Wife 58.00 i o
housshold  respondent’s Daughter in law  23.76 penred Alag gt TV 1%
nead relstionship o Otherrelasve  5.58 e e
the head of the with geftmz
househald money for
Homsehold  Interval level 4 orless 21.03 e
ziza varighle 5.5 31.49 Dristance Ordina] variable Notabig
indicating number 7-8 2371 703 o health indicating problem 21.58
of bousehold © or more 2347 facility the degres A small problem 23.02
members of women's Abizproblem 5540
Household  Ordinal messure  First ( or perceived
ECOTHIC of asset index Poorest) 3203 problem regarding
siats indicating Second 26.03 distance to hezlth
econmomic states  Third 146.84 facility
i s e L N Having  Ordigal varisble  Mota big
c“‘“’?"‘.”e‘i] Aihet) et to take indicating problem 26.18
:3" SRR mEmsport  the degree A small problem 1728
analysis(DCA) of women's Abigproblem  5§.52
method from perceived
nine differant problem regarding
household having o take
Amenitiss transpart
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Variable Measurement Variable Measurement
g, Lewel & Categories %  Mean i Lewvel & Categories %%  Mean
Description Description
Not wanting Ordinal varisble MWotabiz Conirol over MNominal variable Do not own
to go alene  indicating problem 1251 livestock indicating the livestock T6.24
the degres A small problem 17.89 composite index  Own buat can
of women’s A bigproblem  50.60 whether the not sell 1452
percaived Women own Ommn & can sell
problem regarding livestock and independently  2.23
Dot wanting o go whather che
alone stated that she
Concern Ordinal varisble Mot a biz could sall this
no female  indicating the problem 2804 livestock without
health degree of women A small problem 20.05 consulting
provider perceived A bigproblem  51.91 anyome.
g Spowsl Dichowmms Dt
of female health Commumica- variable least omce 45.24
provider at haslth 1:|.ocu. on fa.m- indicating Mot discussed  53.74
facilities ily plamming the n.u'tmt of
Z CRRrT: z family planning
Independent variables: Women™s antonomy ik i etk
Decision Mominal variable Fespondent her bushand in the
making on  indicating alome 10.39 last vear
own health  decision making FRespondent = o= 5
i s o sty 1297 Dependent variables: Use of health services
health care Husband or Use of Dichotomous Less than four
someone else T7.40 antenatal variable visits 8583
Decision Mominal varisble Respondent LI Indirating FF"E" i, e "
making indicating A 298 wheliher.a.womau visits 14.17
on large decision Fespondent hiad received four
household — making on jointly 14.90 ErInree sl seal
purchasas  large household Husband or wisits during her
purchazes someone else 76.11 last pregnancy
Decision Nominal variable Fespondent Place of Dichotomous Home delivery 88.07
msking on  indicating lome 20.62 delivery variable Delivery ar
household  decision making Fespondent ndicating health facilities 11.93
purchases oa bousehold jomtdy 14.43 whether a woman
for daily puarchazes for Hushand or deliverad at home
needs daily needs somecne else 64,06 or health facilines
Diecision Mominal variable Fespondent (nstmnonsl)
making on  indicating alone 11.1& Birth Dichotomous Withouwt wained
visiting to  decision making Fespondent attendants  variable indicating provider 8583
family or on visiting to jomidy 2116 whather birth With trained
relatives famnily or relatives Husband or delivery provider 14.17
someons else 67.68 PR p—
Employment Nomina]l measure Mot working 14.20 trained provider
indicating Working 85.80 or without Tained
whather the provider
WOIED WeTE T
Total 119
currently working i =
Control Mominal varisble Yes 644 The model in each dependent varable includes all
1 3 - & & i
:‘H,m e ﬁ'ﬁﬁe Ho b potential factors that may have influence on use of
= o had health services. In other words, at the nmltivariate level,
L e i the net effect of each independent variable on matemnal
of their own health services is tested taking into account the effect
eamings either of other independent variables, vsing a binary logistic
alone or jointdy

regression analysis;
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In 1{}—F=}g+ﬁ

Where, p is the likelihood of maternal health services
in the 1 sample

X 1s a vector of independent variables
[ is the comresponding vector of coefficients
£ is the stochastic disturbance term.

After assessing  omlticollinearity among the
independent variables. it was found that two variables
“age of women™ and “parity” was strongly correlated
{1=0.81). So the variable age was dropped in the logistic
regression model since parity showed greater degree of
cotrelation to the dependent variables (Table 2).

Table 2: Pearson’s correlation matrix (N=3119)

Age Parity ANC POD BA
Agze 1.00

Parity 081 100
Antenstal care (AMC)  -013 021 100

Place of delivery(PODY) -0.08¢ -015 039 1.00
Birthatendant(BA) 012 D21 041 075 100

Note: All comelation coefficients were significant at p=- 0.001. Age
and parity were measured in interval scale and others are dommy
variables: 1= heslth service used; 0= not used

Use of Antenatal Care: Compared with the women
whose husband or someone else made the decision about
their own health care, those who alone made decision
were 1.61 times more likely to use antenatal care after
contrelling for socidemograpraphic and other potential
confounders (odds ratioc=161) (Table 3). Similatly,
women who alone made the decision regarding the
purchases daily household needs were 97% more like
to use antenatal care services than those women whose
husband or someone else made the decision (odds
ratio=1.97). Woiking women were 36% less likely to have
received antenatal care than nonworking women while
controlling the effects of confounding variables (odds
ratio= 0.64). Women who had some control over use of
their eamings were no more likely to receive such care
than women with no control over use of their earnings.
The discussion of family planning had positive effect on
the receipt of antenatal care. In the full model. the odds
of receiving such care were 37 % higher among those
who reported some discussion with their bushand than
among these who reported none (odds ratio = 1.37).

Women's education, Imsband’s secondary and tertiary
level of schooling and high economie statns of
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household all had positive effect on the use of antenatal
care. Women who had relationship of wife and danghter
in law with the household head were more lilcely to have
received antematal care than among those who were
themselves househcld head. Usban women were 61%
more lilely to have received antenatal care. Parity and
wommen's perception regarding economic accessibility
of care had negative effect on the use of antenatal care.
However, women's perception of lack of female health
provider had a posttive effect on the use of antenatal
care.

Place of Delivery: The model predicting the place of
delivery is also shown in table 3. From the model, it
was found that none of the decision malang vanables
had effect with the likelihood of giving birth at medical
institutions. When compared to the nonworking
women, working women were 45% less likely to give
birth at medical institutions (odds ratic= 0.55) while
controlling the effects of potential confounders. Control
over use of eamings and family planning discnssion did
not retain its effect after all the potential confounders
were accounted for

Control over livestock did not have any effect while
controling the effects of potential confounders.
Varnables such as womens education hunsband’s
education. economic stams of household and wban
status of women all had positive effect with the
likelihood of giving birth at medical instiutions. In
particular, women having secondary or tertiary level
of schooling were 2.75 times more likely to give birth
at health facilities than among those who did not have
any formal schooling. Women from high economic
status group were 2.43 times more likely to give birth at
health facilities than women from low economic status
group. Women from wrban area were 2 24 times more
likely to give birth at medical institutions than women
from mral area. Women who perceived lack of female
provider as “a small problem’ were 40% less likely to
give birth at health facilities than those who perceived
lack of female health provider as “not a big problem’
{odds ratio = 0.60).

Birth Attendants: The results for analyses pertaining
to care at delivery with an assistance of trained birth
attendants are shown in Table 3. The model shows that
decision making regarding the women’s own health care
did not retain its effect while controlling the effects of
all other variables. The effects of other areas of decision
making variables on the receipt of trained personnel at
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Table 3 : Odds ratios from logistic regression analysis S Amtematal o\ o
for maternal health care utilization by Care
women's autonomy and selected variables Honsehold Economic Statns (Lowest quartile= )
Second 111 111 147
o Amntenatal
Variables Care DAMI TB4A Third L51  159* 153
Women's Autonomy [Decision Making (DM) and Others] Fourth or highest quartile 3T gt 3.0g
DM on own health care (H3=E) Residential area (Fural=F)
Recpondent slone 161* 154 176 i LRI Zacee 10
Racpondent jointly 086 125 102 Moy uf pedence. (U0 et
DAL on large howsehold purchases (H>=R) Bizuem L2 Bets 35
Respondent slone 073 0T 0T Contoal i I .
Ty 1.02 T
Bespendent jointly 153 000 150 Wekim e 0L s
Far-west 144 115 113
DAI on household purchases for daily needs (H5=F) :: wias-e:-m 0% i
Respondent alone 1974 147 138 K:""_" p:: == s —=
i 1 tment (MED=
Pespondent jointly g7e 137 000 E Whersla b fus esbmest (U
== = A small problem 093 108 099
DAL on visiting to family or relatives (H5=F) :
& ey i i oy i 4 big problem 102 142 1.01
espondent 03 73 5
t_‘ ; g B : 7 7 Getting permission to go for treatment (MEP=R)
it
Ripondent oty pot AR o8 A small problem 0.81 057 077
Employment (Mot working =E) A big problem 068 007 000
Working DG 035 050 Getting money for treatment (WBP=E)
Control over uze of earmings (Mo=F) A small problem 088 082 074
=H 112 142 155 A big problem 0.68* 075 0.65*
Control over livestock (Do not own livestock =F) Distance to health facility (WBP=E)
Crorn but can not sell livestock 103 0oz 004 A small problem 0TE 083 0B5
Can sell livestock independently 051 D75 085 A big problem 127 1.09 009
Spounsal communication on FF (2ot discussed= B Having to take transpert (MNBP=E)
Discussed at least once 137+ 112 103 A small problem nos 110 125
Sociodemogr aphic factors A big problem 083 070 072
Women's education (Mo schooling=F) Not wanting to go alone {NBP=E)
Primary 148 144 1.40 A small problem 0oy 075 067
Secondsry or tertiary 2.04%¢ 249+ 25qses  Abigproblem e O
E Concern no female health provider (IBF=E)
P!l’ll‘_F D."giti DE" {:'33“"
(Mumber of children ever born) o i ’ A small problem 130 0.g0*= 101
Husband™s education (Mo schooling=F) Abig problem 1.3g% 0.08 1.10
Primary 0.04 133 1.30 Prendo B 0.28 0.2352 020
o o 145¢ 155¢ 161+  Wald ChiSquare 571%%%  474%4% 53gees
Tertian; 184%  275%= 257 Log prendo likelibood -014 -E72 -003
; - . " = 2p= {05 **p=0.01. **4p=0.001.
Tl oesmmivem (Ao e HS = Husband or someone else. . = Reference category.
Modem sector 120 Log 1.0t MNEP = Mot a big problem. BAMI = Birth ar Medical Instiration
Labarer 094 110 1.30 TBA = Trained Birth arendants
Relationship with the houwsehold head zd=F. 4 ’
S o ; ;I: ; & delivery were muich weaker. Working women were 30%
: : 7 % less likely to bave delivery care from trained health
1 Ll A B wt
Do liley o = 1AL e personnel than non working women (odds ratio= 0.50).
Ol reintive AlS Ly A The discussion of family planning and contrel over use
Sociedemogrphic factors {contd.) of earnings did not retain its effect while controlling the
Household size 0.7 0.ee 098 effects of all other factors.
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Wemen and their lmsband secondary or tertiary level of
schooling and high economic stams of househeld had
positive effect on the receipt of trained birth attendants.
Women whose husbands were employed in modern
sector were 40% more likely to have trained health
personne] at birth when compared to the women whose
husband were employed in agricultural sector. Women
who had the relationship other than wife or danghter
in law with the household head were 2.59 times mere
likely to have trained health personnel at birth than
those women who were themselves househeld head.
Urban women were 86% more likely to get assistance
of trained health personnel than mwal women. Parity
and women’s perception of economic accessibility of
care (getting money for treatment) had negative effect
on the receipt of skilled birth attendants.

DISCUSSION

This study identified number of factors that have
influence on utilization of maternal health services
in Nepal Among the women’s autonomy variables,
decision making regarding women's own health care
and houwsehold purchases for daily needs had positive
effect with the likelihood of receipt of antenatal care.
It is similar to the study camed out in North Indian
cify.® This suggests that if women were more involved
for their own health care, they would be more likely
to nse antenatal care. With regard to the other areas of
decisions making. this study did not show any influence
on the use of maternal health services. Furthermore. the
joint decision making did not alse have effect on the
use of health services. Thus, the first hypothesis is only
true for women’s sole decision making power regarding
their own health care and household purchases for daily
needs with the use of antenatal care services.

It was hypothesized that worling women are more
likely to utilize the maternal health services. However,
this study revealed that nonworking women were more
likely to receive matemal health services than working
woinen. This may be the reason that most women
in MNepal are wotking for family's swrvival in the
agriculture sector and most of them are from rural area.
Women who had some control over use of earnings
were also no more likely to have received matemnal
health services than those who had no control (also
nclndes non working women). One possible argument
15 that working women experience time constraints that
reduce their opporfumities for receiving antenatal care.
A few previcus studies have shown that employment
in the informal sector does not necessanly uplift the

3s

position of women For example, Riley, Momsen found
that employment was negatively associated with some
agpects of antcnomy ! ¥ This seems fo be the case
in Nepal.

It was expected that the women who could sell the
livestock independently are more likely to utilize the
maternal health services. However, this study did not
support the assumed hypothesis. This can suggest
that this type of women's autonomy may not lead to
increased vhilization of maternal health services.

The results from this study showed that women's
discussion of family planning with their husband
had positive effect on the use of amtenatal care. This
supperts the assumed hypothesis. This effect is largely
independent of other sociodemographic factors.
Although | the mechanism of this strong relationship
is not so clear, but, one possible explanation could be
explained by the fact that individuals who discuss family
planning tend to be more open to modern ideas and hence
are more likely to receive antenatal care. Howewver, this
would not explain why women whe disenssed family
planning were no more likely to receive delivery care
(institutional delivery and frained birth attendants)
than those who did not discoss family planning to their
husband. The possible explanation could be the fact
that women usually have sufficient time for antenatal
checlmp where as deliveries are often cccurred in an
emergency, which might have created lack of time in
reaching the health mstitution during delivery.

This study, as well as several other stodies found that
women’s education as one of the most important predictors
of utilization of maternal health services. 3171%1%

This may be becanse education provides a wide range
of favorable behaviors to women ™ ¥ Secondary and
tertiary level of hnsband’s education had positive effiect
on the use of health services. This resnlt is also consistent
with several other studies such as Raghupathy,™ Doan
& Brewster.® Household economuc statns showed
positive influence on the use health services which
is also consistent with the findings of Castro et al ™,
Pebley. Goldman & Rodngnez * This may be becanse
household status reflects the ability of the household to
pay for the costs that are associated with nsing health
services. Parity showed negative effect particulardy
for antenatal care and trained birth attendants and the
result is consistent with other studies ™ The possible
explanation could be women pregnant with first
child were more cautions about their pregnancies and
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therefore sought trained professional and that women
who have had at least three pregnancies may tend to
believe that modermn care is not as necessary due to the
experience and mowledge accumulated from previous
pregnancies and births ™ Urban women were more likely
to utilize maternal health services. This may be becanse
of whan area are generally developed where facilities
are easily available. The nepative association between
women's perception getting money for treatment and
use of maternal health services (especially for antenatal
care and trained hirth attendants) possibly reflects the
confounding influence of the economic status of the
household.

CONCLUSION

This smdy suggests that utilization of maternal health
services may be related to women's aptonomry as
indicated by decision making about women’s own
health care and spousal communication on family
planning. This further suggests that not all dimensions
of women's autonomy are equally important for every
maternal health services. In other words, the effects
are not consistent across the indicators of autonomuy,
and they require careful interpretations. Both decision
making on own health care and spowsal commmnication
are important for antenatal care but not for other types
of maternal health services.

This stmdy concludes that current low levels of use of
health services are not fully explained by women's low
power within the househeld at the present moment since
many other decizion making variables and control over
use of earnings did not lead to increased utilization of
maternal health services in Nepal Many other factors,
ootably, women’s edocation, hwsband’s education
eccnomic status of household, panty, and women’s
perception of lack of money in accessing the maternal
health services had effect on the use of maternal health
services. The findings of the study suggest that future
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