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Maternal mortality in Nepal is estimated to be around 540
deaths per 100,000 births.1 One major factor is low use of
maternal health care, despite government efforts to improve
services, including an expanded network of rural clinics and
the training of auxiliary nurse midwives.2 Fewer than 40%
of women receive any antenatal care from a trained provider,
and fewer than 10% of births take place in a health facility.3

In seeking to explain these low levels of health care use,
most research has focused on the provision and geograph-
ic accessibility of services. However, no studies have looked
at how sociocultural factors, such as inequitable gender roles
and women’s position within the household, have influenced
use of services. 

Earlier work in South Asia has suggested various ways
in which gender roles and relations may operate to restrict
women’s access to health care during pregnancy and at the
time of delivery. These include heightened restrictions on
women’s movement because the pregnant state is consid-
ered “shameful,” young women’s lack of say within the fam-
ily and the fact that pregnancy-related knowledge and de-
cision-making authority are commonly vested in older
women, young women’s lack of influence over material re-
sources, and the exclusion of men, who are often the pri-
mary decision makers in the use of material resources, from
the “polluting” event of childbirth.4 In addition, a growing

body of literature has explored the links between indica-
tors of women’s household position and contraceptive use
in South Asia.5 However, little of this research has exam-
ined whether and how dimensions of women’s position are
related to their use of maternal health care services. 

It is widely asserted that increased gender equality is a
prerequisite for achieving improvements in maternal health.
The Programme of Action adopted at the 1994 International
Conference on Population and Development claimed that
“improving the status of women also enhances their deci-
sion-making capacity at all levels in all spheres of life, es-
pecially in the area of sexuality and reproduction.”6 In Nepal,
the low social status of women has been identified as a hin-
drance to progress toward national health and population
policy targets.7 Although it seems reasonable to assume that
greater equality within the household leads to higher use
of maternal health care services, this factor has not been ex-
plored for Nepal. We know little about how intrahousehold
relations constrain or facilitate access to health care, or about
the dimensions of women’s position that are most critical
for achieving increased use. 

In this study, we examine the influence of four indica-
tors of women’s household position on the receipt of skilled
antenatal and delivery care: their involvement in decision
making about their own health care and about large house-
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hold purchases, their employment and control over their
own earnings, and their discussion of family planning with
their husbands.

BACKGROUND

Sociocultural Context

Nepal is one of the poorest countries in Asia, and one of the
few countries where women’s life expectancy is lower than
men’s.8 Although Nepal is extremely culturally diverse, its
population can be divided roughly into two language groups,
Indo-Aryan and Tibeto-Burman. 

The Indo-Aryan group is politically and culturally pre-
dominant and mainly Hindu, living mostly in the hills and
southern plains (the Terai). Norms and values relating to
women are generally conservative among the Indo-Aryans.
The practice of purdah (seclusion of women) is prevalent,
especially for newly married women from the high castes
and wealthier households, and sexual purity is highly val-
ued for women. The Tibeto-Burman group is mainly Bud-
dhist and lives in the hills and mountains of Nepal. It has
been argued that in this group women have more freedom
of mobility and somewhat higher social status. 

The Indo-Aryans prefer to marry outside their own vil-
lages, whereas the Tibeto-Burmans prefer to marry within
the same village, thus allowing women greater access to fa-
milial and economic resources after marriage.9 However,
across all Nepali cultural groups, marriage is considered to
be a social contract between clans rather than a personal
one between individuals.10 Following marriage, a daugh-
ter-in-law is expected to perform domestic duties under the
supervision of her mother-in-law, who is usually the pri-
mary decision maker in matters of child-rearing and care
of the family.11 In addition, the majority of communities in
Nepal are patriarchal, and property is passed from father
to son. Women lag far behind men in education, econom-
ic resources and nonagricultural employment.12

Maternal Health Care Services

Primary maternal health care is provided by the government
through health posts and sub–health posts (3,873), and
through primary health care centers (191). At the secondary
level, there are district hospitals (67), and at the tertiary level,
there are zonal hospitals (10), regional and central hospi-
tals (10) and one specialized maternity hospital. The gov-
ernment currently considers the numbers of facilities of-
fering specialized maternal, newborn and child health care
to be adequate, but recognizes a need to strengthen capac-
ity, especially in terms of quality of care and management
of major obstetric complications.13

The affordability of maternal care depends on the type
of care and the level of the health facility. In the rural Banke
district, for example, the cost of a vaginal delivery in a hos-
pital ranges from 300 to 3,000 rupees (mean, 600 rupees,
or US$11).14 The cost of a cesarean delivery is much high-
er, between 1,000 and 13,000 rupees (mean, 5,360 rupees,
or US$96). It is government policy to provide antenatal care
free of charge, except for medicine. 

METHODS 

This study analyzes data from the 2001 Nepal Demographic
and Health Survey (DHS), which employed a nationally rep-
resentative sample of 8,400 ever-married women aged
15–49. The present analysis is restricted to the 4,695 women
who were currently married and had given birth in the three
years preceding the survey. 

The study variables can be grouped into four categories:
indicators of women’s household position, women’s social
and demographic characteristics, their perceptions of the
geographic and economic accessibility of maternal health
care, and the receipt of skilled antenatal and delivery care. 

Women’s Household Position

Recent attempts to define the relationships between indi-
cators of women’s social position and their reproductive
health, particularly use of contraceptives, have identified a
number of complexities. First, women’s position is multi-
dimensional, and different dimensions commonly show di-
verse relationships with reproductive health outcomes.15

Second, because these indicators may have different mean-
ings in different sociocultural contexts, they must be care-
fully conceptualized, understood and interpreted.16 In par-
ticular, a predominant focus on “autonomy” in the
demographic and reproductive health literature has been
criticized as inappropriate in the context of South Asia.17

Third, contextual factors modulate the effect of individual
characteristics, so the implications of particular indi-
cators of women’s position may vary significantly between
settings.18

Drawing on these conceptual insights, we selected three
dimensions of women’s position for which information was
collected in the Nepal DHS: their participation in house-
hold decision making, whether they were employed and
had influence over the use of their earnings, and whether
they discussed family planning with their husbands.

Other reproductive health research in South Asia has con-
sidered women’s involvement in decision making to be an
important aspect of their household position.19 The 2001
survey asked women whether they were involved in deci-
sion making in four areas: the kinds of food to cook each
day, daily household purchases, their own health care and
large household purchases. 

More than 80% of DHS respondents reported deciding
what food to cook either alone or in conjunction with an-
other family member. More than 40% of women reported
being involved in decisions on daily household purchases.
These data are indicative of women’s influence over routine
household activities. In contrast, women’s participation in
decisions on their own health care and on large purchases
was less common. Therefore, we focused on these two de-
cision-making variables, for which we created the dichoto-
mous categories of “involved in final decision (has the final
say alone or jointly)” and “not involved in final decision (an-
other individual has the final say).” In Nepal, there is a strong
sense of family “togetherness” and individual identity is close-
ly tied to the family, so decisions often involve complex ne-
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Perception of the Accessibility of Care

The distance women must travel to health facilities and the
availability of transport options can have a significant im-
pact on appropriate and timely use, as can user fees and
household economic status.25 However, perceptions of ac-

gotiations.20 Measuring whether a woman is involved in the
final decision making is therefore a more suitable measure
than whether or not she is the sole decision maker.

Women’s economic dependency has long been under-
stood to be a major factor in structuring inequalities between
men and women.21 Hence, control over financial resources
is often considered a central dimension when measuring
women’s household position. Getting access to maternal
health care may require a financial outlay (for transporta-
tion, medicines and, in some cases, consultation), so we hy-
pothesize that a woman’s ability to pay for these services
with her own earnings is an important determinant of ac-
cess. The DHS asked women four questions relating to em-
ployment and control over earnings: “Aside from your own
housework, are you currently working?”; “Have you done
any work in the past 12 months?”; “Are you paid in cash or
kind for this work or are you not paid at all?”; and “Who
mainly decides how the money you earn will be used?”
Answers were categorized into a trichotomous variable: not
working, working and had no control over earnings
(including those who worked without earning any cash
income), and working and had control over earnings.
Women who were currently working or who had worked
within the 12 months prior to the survey were considered
to be working. 

The closeness of the husband-wife bond and the degree
of communication between spouses have also been sug-
gested to be an important dimension of women’s household
position,22 because conjugal intimacy is generally dis-
couraged in South Asia and the husband represents a di-
rect avenue to household resources. The survey asked
women how often they had talked to their husbands about
family planning in the past year, and answers were di-
chotomized as never and once or more. Discussion of this
topic obviously depends on a number of factors, including
exposure to information on reproductive health and the de-
sire for fertility control. However, because our sample con-
sisted of women who had recently given birth, and because
contraception is widely promoted in Nepal,23 whether the
couple had discussed family planning is likely to be a rea-
sonable proxy for communication. 

Social and Demographic Characteristics

A number of social and demographic characteristics were
considered in the analysis, including women’s age and num-
ber of children ever born. Because community norms and
values influence individual behavior, we also assessed the
place of residence (urban or rural) and region of residence
(Terai, hill or mountain). Education has been consistently
related both to use of maternal and child health services and
to positive health outcomes, though the routes of causation
are not always clear.24 We categorized women’s education
levels as none, primary, and secondary or higher. Indica-
tors of the household’s socioeconomic circumstances in-
cluded husband’s education and occupation, as well as a
computed index of socioeconomic status based on access
to piped water and electricity and ownership of a radio.

TABLE 1. Percentage of ever-married women aged 15–49, by selected indicators of

their household position, according to social and demographic characteristics and

perceptions of the accessibility of maternal health care, Nepal Demographic and

Health Survey, 2001

Characteristic N Involved in decision Working Discussed 
making and had family 

influence planning 
Own Large over use of with husband
health purchases‡ earnings at least
care† once§

Total 4,695 25.4 27.7 7.1 51.3

Age

15–19 375 8.9*** 9.4*** 3.0*** 48.7***
20–24 1,364 21.0 20.0 6.7 53.7
25–29 1,338 28.5 30.7 7.2 52.5
30–34 839 27.9 35.1 10.4 55.6
≥35 779 32.9 37.7 6.6 41.7

No. of children ever born

1 984 16.6*** 14.9*** 5.6*** 47.9*
2–3 1,884 27.0 28.9 8.6 53.5
4–5 1,095 28.7 33.3 6.6 53.0
≥6 732 27.8 34.2 6.4 47.7

Residence

Urban 328 30.2 27.4 18.9*** 65.8***
Rural 4,367 25.0 33.3 6.3 50.2

Region

Terai 2,382 22.2*** 26.9** 7.6*** 53.1
Hill 1,957 30.1 30.4 7.2 50.4
Mountain 356 22.2 19.2 3.4 44.8

Woman’s education

None 3,925 25.1** 38.5* 5.9*** 47.6***
Primary 585 24.4 39.5 11.5 68.0
≥secondary 185 36.3 50.2 20.3 76.6

Husband’s education

None 1,623 24.7 29.4 6.5*** 41.5***
Primary 1,161 28.1 29.0 7.4 50.9
≥secondary 1,806 25.3 26.4 7.5 60.4
Missing 105 na na na na

Husband’s occupation

Unskilled 2,921 20.5*** 24.7*** 4.8*** 50.2***
Skilled 1,360 34.0 33.3 12.1 53.6
Professional 237 28.3 32.7 10.8 66.7
Missing 177 na na na na

Socioeconomic status

Low 2,091 26.2*** 30.9*** 6.7*** 47.0***
Middle 2,181 24.7 25.7 7.2 54.4
High 114 43.1 45.6 25.8 67.7
Missing 309†† na na na na

Geographic accessibility of care

Big problem 2,489 22.5*** 25.5** 5.2*** 46.1***
No/little problem 2,206 28.9 30.2 9.4 57.2

Economic accessibility of care

Big problem 3,215 23.9** 25.6** 6.0*** 45.9***
No/little problem 1,480 29.0 30.4 10.0 63.0

*p<.05. **p<.01. ***p<.001. †Responses missing for 17 women. ‡Responses missing for 13 women. §Responses
missing for four women. ††Three hundred and seven women were not living at their usual address and were
not asked this question; responses were missing for two other cases. Notes: F tests performed for differentials
across subgroups. na=not applicable.



20 International Family Planning Perspectives

cessibility can be affected by sociocultural factors. To control
for all of these factors, we assessed responses to the following
question: “When you are sick and want to get medical advice
or treatment, is each of the following a big problem, a small
problem or not a problem for you? 1) distance to the health
facility and 2) getting the money needed to go.” Answers
were dichotomized as a big problem versus a little problem
or not a problem.

Use of Maternal Health Care 

We assessed the outcome variables of receipt of skilled an-
tenatal care (at least once during the last pregnancy) and
receipt of skilled delivery care for the last birth. The defin-
ition of skilled personnel was based on World Health Or-
ganization guidelines and included obstetricians and gy-
necologists, general practitioners, medical officers (with five
years of training), midwives and nurses (with three years
of training) and auxiliary midwives (with 18 months of
training).26

Statistical Analysis

We first examined the bivariate relationships of women’s so-
cial and demographic variables and their perceptions of
health care accessibility with the four indicators of their
household position and with their use of skilled antenatal
and delivery care. We then looked for potential bivariate as-
sociations between the indicators of women’s household po-
sition and the two health care outcomes. Next, multivari-
ate logistic regression models were developed to identify
associations between the indicators of women’s household
position and their use of skilled maternal health care, as well
as between women’s education level and use of care. Our
models controlled for a series of variables, including age and
number of children ever born, residence, education, so-
cioeconomic status and accessibility of health care. The
weighted and clustered nature of the sample was account-
ed for by using the svylogit command in Stata version 7.27

RESULTS 

Bivariate Analysis

•Social and demographic characteristics and household po-
sition. In all, 25% of women reported being involved in the
final decision (either alone or with others) regarding their
own health care, and 28% reported involvement in large
household purchases (Table 1, page 19). Although 84% of
all respondents were working, the vast majority of these
women (91%) had no influence over the use of earnings,
most being unpaid agricultural workers (not shown). Only
7% of all women were working and had influence over how
their earnings were spent. About half reported having dis-
cussed family planning with their husbands in the past year.

Each of the four measures of women’s household posi-
tion varied significantly according to social and demographic
characteristics. The percentage of women involved in de-
cision making on their own health care or on large purchases
rose with increasing age, ranging from 9% for 15–19-year-
olds to 33–38% for women aged 35 or older. The percent-
age of women who worked and had influence over how their
earnings were spent increased with age up to 30–34 years
(rising from 3% to 10%), but declined for the oldest age-
group. Discussion of family planning showed a different
pattern, with the highest proportion of women reporting
discussion being in the middle age-groups (53–56%). Find-
ings for the number of children ever born were similar to
those for women’s age: Women reporting only one child were
significantly less likely to be involved in decision making

Women’s Household Position and Maternal Health Care Use in Nepal

TABLE 2. Percentage of women receiving skilled antenatal

and delivery care, according to social and demographic

characteristics and perceptions of the accessibility of mater-

nal health care

Characteristic N Antenatal Delivery 
care care

Total 4,694 39.0 13.3

Age 

15–19 375 49.1*** 19.7***
20–24 1,364 46.7 17.1
25–29 1,337 41.8 13.3
30–34 839 33.5 11.1
≥35 779 21.7 6.3

No. of children ever born

1 984 55.9*** 27.2***
2–3 1,884 43.8 13.5
4–5 1,094 29.1 6.6
≥6 732 18.6 4.3

Residence

Urban 328 79.3*** 53.2***
Rural 4,366 36.0 10.4

Region

Terai 2,382 42.8* 15.0**
Hill 1,956 36.6 12.9
Mountain 356 26.3 4.6

Woman’s education

None 3,924 31.7*** 7.8***
Primary 585 71.6 32.8
≥secondary 185 90.8 66.1

Husband’s education

None 1,622 24.8*** 5.1***
Primary 1,161 33.2 8.6
≥secondary 1,806 55.4 23.8
Missing 105 na na

Husband’s occupation

Unskilled 2,920 30.5*** 7.5***
Skilled 1,360 51.4 22.0
Professional 237 66.3 38.0
Missing 177 na na

Socioeconomic status

Low 2,090 28.7*** 5.6***
Middle 2,181 45.2 17.6
High 114 89.6 61.8
Missing 309† na na

Geographic accessibility of care

Big problem 2,488 29.9*** 8.2***
No/little problem 2,206 49.3 19.1

Economic accessibility of care

Big problem 3,214 30.6*** 8.3***
No/little problem 1,480 57.1 24.4

*p<.05. **p<.01. ***p<.001. †Three hundred and seven women were not living
at their usual address and were not asked this question; responses were miss-
ing for two other cases. Notes: F tests performed for differentials across sub-
groups. na=not applicable.
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women whose husbands had a secondary or higher edu-
cation than among those whose spouses had no education
or only primary schooling (60% vs. 42–51%). 

Husband’s occupation showed significant differences with
all four indicators of women’s household position. Women
whose husbands were unskilled workers were the least like-
ly to report involvement in either type of decision making
(21–25%), working and having influence over earnings (5%)
and discussing family planning (50%). For the measure of
socioeconomic status, women in high-status households
were more likely than those in low- and middle-status house-
holds to report involvement in either type of decision mak-
ing (43–46% vs. 25–31%), influence over use of their earn-
ings (26% vs. 7%) and discussion of family planning (68%
vs. 47–54%).

Women’s perceptions of the geographic and economic
accessibility of maternal health care were associated with
all four indicators of women’s household position, possi-
bly reflecting the confounding influence of the socioeco-
nomic variables. Women who characterized accessibility as
a “big problem” were significantly less likely to report de-
cision-making involvement, influence over use of their earn-
ings or discussion of family planning.
•Social and demographic characteristics and maternal health
care. Overall, the percentage of women receiving skilled
maternal health care is low in Nepal, with 39% using an-
tenatal care and 13% delivery care (Table 2). Large dispar-
ities are evident across subgroups of women, although the
patterns of use are similar for the two types of care.

The variables of women’s age and number of children ever
born show similar trends of health care use. The propor-
tion of women using skilled antenatal care and skilled de-
livery care fell from 49% and 20%, respectively, among
15–19-year-olds to 22% and 6%, respectively, among
women aged 35 or older. Likewise, the proportion using
these two types of care dropped from 56% and 27%, re-
spectively, among women who had had one child to 19%
and 4%, respectively, among those who had had six or more
children.

As expected, higher proportions of urban women than
of rural women received antenatal care (79% vs. 36%) and
delivery care (53% vs. 10%). Differences in use across re-
gions were also significant, with women living in the Terai
being more likely than those living in the mountains or hills
to receive antenatal (43% vs. 26–37%) or delivery care (15%
vs. 5–13%).

Women’s education had a strong, positive association with
the receipt of skilled care. The proportion of women using
antenatal care and delivery care rose from 32% and 8%,
respectively, among those with no education to 91% and
66%, respectively, among those with secondary or higher
education, though there was a large differential between the
two types of care. Husband’s education showed a similar
pattern.

Receipt of skilled care also varied with husband’s occu-
pation, with the proportion of women receiving such care
being highest among those whose husbands were profes-

or to have influence over the use of their earnings than were
women reporting two or more children. 

Higher proportions of urban women than of rural women
reported working and having influence over use of their
earnings (19% vs. 6%), and having discussed family plan-
ning with their husbands (66% vs. 50%), though there were
no differences between the groups in the measures of de-
cision making. Region of residence, however, showed sig-
nificant differences for all indicators except the discussion
of family planning. Women who lived in the hills were the
most likely to report involvement in decision making (30%
for each measure). The proportions of hill and Terai resi-
dents who worked and had influence over earnings (7–8%)
were similar; the proportion among mountain residents was
much lower (3%).

Women’s education showed a positive association with
all measures, though the patterns varied. Compared with
women who had no education or only primary schooling,
those with a secondary or higher education were more like-
ly to report involvement in decisions on their health care
(36% vs. 24–25%) and on large purchases (50% vs.
39–40%). In contrast, the proportion working and having
influence over earnings and the proportion reporting dis-
cussion of family planning rose with each level of education. 

Husband’s level of education showed fewer significant
relationships. The proportion of women who worked and
had influence over earnings was slightly (and significant-
ly) higher among those whose husbands were better edu-
cated, though the proportion of women who did not work
at all was also higher in these subgroups (not shown). The
discussion of family planning was more common among

TABLE 3. Percentage of women receiving skilled antenatal

and delivery care, by indicators of women’s household

position

Indicator N Antenatal Delivery
care care

Involvement in decision making on

own health care

No 3,486 38.4 12.7*
Yes 1,191 40.1 15.5
Missing 17 na na

Involvement in decision making on

large purchases

No 3,379 37.9 12.6
Yes 1,302 41.9 15.1
Missing 13 na na

Employment and influence

over use of earnings

Not working 772 58.4*** 29.0***
Working and had

no influence 3,587 32.9 8.8
Working and

had influence 335 59.0 25.7

Discussion of family

planning with husband

Never 2,284 32.0*** 9.7***
At least once 2,406 45.7 16.8
Missing 4 na na

*p<.05. ***p<.001. Note: na=not applicable.
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sional or skilled workers. Particularly large differentials were
found according to socioeconomic status. Women in high-
status households were more likely than those in low- and
middle-status households to use either antenatal care (90%
vs. 29–45%) or delivery care (62% vs. 6–18%). 

Receipt of services was also associated with their perceived
accessibility. Women who reported that geographic or eco-
nomic accessibility was a “big problem” were significantly
less likely to receive skilled maternal health care, especial-
ly during delivery. 
•Household position and maternal health care. Our bivari-
ate analysis examining the relationship between the indi-
cators of women’s household position and the receipt of
skilled maternal health care (Table 3, page 21) revealed that
women’s involvement in decision making for their own
health care was not associated with the use of skilled ante-
natal care; this indicator did show an association with skilled
delivery care, but the differential was small. 

In contrast, the variable of employment and influence
over earnings showed significant differences for both ante-
natal and delivery care. Women who worked and had no
influence over earnings were the least likely to have received
either type of care (33% and 9%, respectively), whereas lev-
els of use were much higher among nonworkers (58% and
29%) and women who worked and had influence over earn-
ings (59% and 26%).

The remaining indicator of women’s household position—
discussing family planning—also showed significant differ-
ences in health care use. Forty-six percent of women who
had discussed family planning at least once received ante-
natal care and 17% received delivery care; among those who
did not discuss it, 32% and 10%, respectively, received care.

Multivariate Analysis

To control for the confounding influence of the social, de-
mographic and accessibility variables, we developed a se-
ries of multivariate logistic regression models to identify
the independent associations between the indicators of
women’s household position and the receipt of antenatal
and delivery care. Similar models were used to identify
associations between women’s education level and use of
maternal health care.

•Household position and antenatal care. For each of the four
indicators of women’s household position, we conducted
a series of regression models assessing the odds of receipt
of skilled antenatal care while controlling for different sets
of confounding variables (Table 4). Compared with women
who were not involved in decision making on their own
health care, those who were involved did not have signifi-
cantly elevated odds of using antenatal care either before
or after controls were added for potential confounders. How-
ever, after adjustment for all potential confounders, women
who were involved in decision making regarding large pur-
chases had significantly higher odds of receiving such care
than did those who were not involved (odds ratio, 1.3).

Two sets of odds ratios were derived from the regression
series for the indicator of women’s employment and con-
trol over earnings. Working women who had influence over
how their earnings were used were significantly more like-
ly to receive antenatal care than were those who worked
but had no control over their earnings, before and after the
effects of confounding variables were accounted for (odds
ratios, 2.9 and 1.8, respectively). Nonworking women were
also more likely to get such care than were workers with no
influence over use of their earnings, though the odds (and
the level of significance) declined sharply after adjustment
for all potential confounders (1.5). When compared with
nonworking women, those who worked and had influence
were no more likely to have received skilled antenatal care
(not shown).

The discussion of family planning also showed a con-
sistently significant association with receipt of antenatal care.
In the final model, the odds of receiving care were 41% high-
er among women who reported some discussion with their
husbands than among those who reported none (1.4).
•Household position and delivery care. The relationships
between the indicators of women’s household position and
receipt of skilled delivery care were broadly similar to those
between the indicators and antenatal care (Table 5). Nei-
ther decision-making indicator was associated with receipt
of skilled delivery care after we controlled for all con-
founders. Both workers who had some control over earn-
ings and nonworkers had higher odds of receiving skilled
delivery care than did women who worked but had no con-

Women’s Household Position and Maternal Health Care Use in Nepal

TABLE 4.  Odds ratios from multivariate logistic regression analysis assessing the association between indicators of women’s household position and

receipt of skilled antenatal care, by model 

Model Involved in decision Involved in decision Working and had Not working Discussed family
making on own making on large influence over use vs. planning with 
health  care purchases of earnings vs. working and had husband at
vs. vs. working and had no influence over least once vs.
not involved not involved no influence† use of earnings† never

Unadjusted 1.11 1.19 2.93*** 2.87*** 1.79***
Adjusted for age and no. of children 1.23* 1.48*** 2.93*** 2.47*** 1.88***
Adjusted for residence and region 1.11 1.16 2.37*** 2.15*** 1.69***
Adjusted for woman’s education 1.07 1.15 2.28*** 2.30*** 1.48***
Adjusted for socioeconomic status‡ 1.02 1.20* 2.48*** 2.32*** 1.55***
Adjusted for accessibility of health care 1.02 1.12 2.55*** 2.44*** 1.54***
Adjusted for all potential confounders 1.08 1.25* 1.83*** 1.50** 1.41***

*p<.05. **p<.01. ***p<.001. †A single regression series was used to produce two sets of odds ratios for the indicator of woman’s employment and influence over earnings. ‡Adjusted for husband’s
education, husband’s occupation and socioeconomic status.
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education were more likely than those without one to re-
ceive antenatal or delivery care (2.4 and 2.1, respectively).
Clearly, women’s schooling has played an important role in
their use of health care, but how it does so is a complex ques-
tion. Compared with the unadjusted models in Table 6,
models that controlled for the discussion of family plan-
ning showed reduced odds ratios, particularly for the re-
gression series that examined secondary schooling. This sug-
gests that part of the effect of education operates via
differences in communication patterns between partners.
However, the large residual effects indicate that education
acts through other factors as well. 

Though space limitations preclude detailed presentation
of the results, it is important to highlight the role of the
household financial situation in influencing women’s use
of maternal health care. After controlling for all confounders,
women of high socioeconomic status had odds of using an-
tenatal care that were more than four times as high as those
of women of low socioeconomic status, and their odds of
using delivery care were more than three times as high (not
shown). Furthermore, although the geographic accessibil-
ity of health care lost its significance after the effect of po-
tential confounders was accounted for, the economic ac-
cessibility of health care retained its association with receipt
of maternal care.

trol over their earnings (1.6 and 1.8, respectively). Discus-
sion of family planning was found to be consistently asso-
ciated with delivery care, with women who had discussed
it with their husbands having 34% higher odds of receiv-
ing such care than those who had not once the effects of all
potential confounders were accounted for.

These findings suggest that a woman’s receipt of skilled
maternal health care may be related to her position within
her household. However, the associations are not consis-
tent across the indicators of household position, and they
require careful interpretation. Furthermore, whatever ef-
fects are present are moderate. Several other variables, no-
tably women’s education, household socioeconomic status,
the economic accessibility of health care and urban-rural
residence, showed far stronger associations with receipt of
skilled care (not shown).
•Women’s education and maternal health care. Regression
analysis of the associations between women’s education level
and their receipt of skilled antenatal and delivery care yield-
ed very strong findings (Table 6). Even in the models that
controlled for all confounding variables, women with sec-
ondary or higher education had dramatically higher odds
of using antenatal or delivery care than did women having
no schooling or an incomplete primary education (5.6 and
5.1, respectively). Likewise, women with a primary school

TABLE 5. Odds ratios from multivariate logistic regression analysis assessing the association between indicators of women’s household position and

receipt of skilled delivery care, by model 

Model Involved in decision Involved in decision Working and had Not working Discussed family
making on own making on large influence over use vs. planning with 
health  care purchases of earnings vs. working and had husband at
vs. vs. working and had no influence over least once vs.
not involved not involved no influence† use of earnings† never

Unadjusted 1.26* 1.22 3.58*** 4.23*** 1.88***
Adjusted for age and no. of children 1.45*** 1.59*** 3.54*** 3.72*** 2.06***
Adjusted for residence and region 1.23 1.12 2.51*** 2.91*** 1.69***
Adjusted for woman’s education 1.18 1.14 2.36*** 3.08*** 1.35**
Adjusted for socioeconomic status‡ 1.09 1.18 2.48*** 2.31*** 1.55***
Adjusted for accessibility of health care 1.15 1.16 3.01*** 3.50*** 1.54***
Adjusted for all potential confounders 1.19 1.21 1.59* 1.76*** 1.34*

*p<.05. **p<.01. ***p<.001. †A single regression series was used to produce two sets of odds ratios for the indicator of woman’s employment and influence over earnings. ‡Adjusted for husband’s
education, husband’s occupation and socioeconomic status.

TABLE 6.  Odds ratios from multivariate logistic regression analysis assessing the association between women’s level of

education and receipt of skilled antenatal and delivery care, by model

Model Antenatal care Delivery care

Primary Secondary Primary Secondary
vs. none/ vs. none/ vs. none/ vs. none/
incomplete incomplete incomplete incomplete
primary primary primary primary 

Unadjusted 5.44*** 21.36*** 5.65*** 22.57***
Adjusted for age and no. of children 4.28*** 14.77*** 4.48*** 15.69***
Adjusted for residence and region 4.90*** 18.38*** 4.46*** 18.84***
Adjusted for socioeconomic status† 3.40*** 10.57*** 3.15*** 9.23***
Adjusted for accessibility of health care 4.14*** 14.25*** 4.27*** 15.48***
Adjusted for decision-making indicators 5.46*** 21.20*** 5.62*** 22.06***
Adjusted for woman’s employment 4.97*** 16.31*** 4.92*** 16.41***
Adjusted for discussion of family planning 5.09*** 19.40*** 5.34*** 20.91***
Adjusted for all potential confounders 2.36*** 5.56*** 2.11*** 5.07***

***p<.001. †Adjusted for husband’s education, husband’s occupation and socioeconomic status. 
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DISCUSSION 

Many studies and policies have been based on the as-
sumption that if women were more involved in household
decision making and had more control over financial re-
sources, they would be more likely to use health services
and, hence, to have better health outcomes. However, re-
sults from this study reveal a more complex picture, show-
ing diverse relationships between the outcomes of interest
and the four indicators of women’s household position. Our
findings help identify both the changes in women’s posi-
tion needed to improve health care use and the usefulness
of various empirical measures of their position. These re-
sults also identify the most important current barriers to
the uptake of maternal health care services in Nepal.

The uptake of skilled health care depends on both de-
mand (which implies a perceived need and the recognition
that available services are valuable and appropriate) and
the ability to act on that demand. The gender relations in
any particular setting will affect these factors. Other elements,
largely unrelated to gender relations, may also exert a crit-
ical influence on demand and the ability to act. Further-
more, increases in the uptake of reproductive health ser-
vices may occur in the absence of any significant change in
women’s position, as shown by the rise in contraceptive use
in northern India.28 Differences between groups of women
in their use of maternal health services may be further in-
fluenced by factors unrelated to differences in their house-
hold position.  

Our analysis found a positive association between a
woman’s discussion of family planning with her husband
and the receipt of both antenatal and delivery care. This as-
sociation could be explained by the fact that individuals who
discuss family planning tend to be more open to modern
ideas and therefore more likely to opt for skilled maternal
health care. That is, the route of causation could be unre-
lated to intrahousehold gender relations. However, a plau-
sible argument supported by recent qualitative work in
Nepal29 is that women who discuss family planning with
their husbands also communicate more about other mat-
ters, reflecting a more open, egalitarian relationship. Com-
munication between partners about contraception may also
indicate greater male involvement in matters that are tra-
ditionally identified as belonging in the “female” realm and
therefore potentially stigmatizing for men. Thus, at least
part of the association may reflect improvements in house-
hold gender relations that are translated into increased use
of maternal health care. It seems likely that such commu-
nication would largely operate by increasing the chance that
women (or couples) would act on preexisting demand for
care, although it may also act to create, or solidify, demand
through the exchange of information and support.

In light of this association between communication and
the use of skilled health care, it is striking that the decision-
making variables showed such weak associations. We sug-
gest that the formulation of the questions may offer a par-
tial explanation. Survey questions asked about who has the
“final say” in decisions, and though we combined responses

of “myself alone” and “joint” decision making, it is likely
that the emphasis on final decision making is inappropri-
ate in the Nepali context. Because decisions regarding the
management of pregnancy are within the domain of older
female relatives, and because younger females tend to exert
influence in subtle, nonconfrontational ways, it is possible
that women who report being involved in final decision mak-
ing are actually relatively isolated, unsupported individu-
als, and not autonomous agents who are able to garner the
household resources to meet their own needs.

In our study, women’s employment did not translate clear-
ly into greater use of maternal health care. Nepali women
who work but have no control over the use of their earn-
ings are the least likely to receive skilled antenatal or de-
livery care. This is not surprising, as most are from poor
households and are working for the family’s survival. How-
ever, even after controlling for socioeconomic status, urban
or rural residence and other confounders, women who work
and have influence over their earnings are no more likely
to receive skilled care during pregnancy or delivery than
are women who do not work. 

We expected that working women with influence over
earnings would have greater influence over their health care
than would nonworkers, and would also be exposed to
knowledge and attitudes about modern health care at their
workplaces, thus leading to higher use of skilled services
via both increased demand and an increased ability to act
on that demand. Perhaps working women experience time
constraints that reduce their opportunities for receiving an-
tenatal care. However, this would not explain why they are
no more likely than other women to get skilled delivery care.
Clearly, the relationship between employment and health
care use is complex, and initiatives aimed at increasing em-
ployment opportunities may not generate the assumed ben-
efits of either improved intrahousehold gender relations or
greater health care utilization. We conclude that some di-
mensions of a Nepali woman’s household position, partic-
ularly the extent of communication with her husband, do
positively affect her receipt of skilled maternal health care,
but that the effects are small. 

Another issue that we examined was the extent to which
the current low levels of skilled maternal health care use in
Nepal are explained by women’s weak household position.
Our findings strongly suggest that factors other than house-
hold gender inequality are the main determinants of use at
the present time. Household economic status, in particular,
emerged as an important factor associated with use. Although
this no doubt reflects the ability to pay for services, the fact
that a significant association remains after controlling for
geographic and economic accessibility, and for urban or rural
residence, suggests that better-off socioeconomic groups dif-
fer from their poorer counterparts in more than just dis-
posable income. It seems likely that an important aspect of
this difference lies in their perceptions regarding the need
for and value of skilled maternal health services. Recent re-
search has noted that a major shift in attitudes and aspira-
tions among better-off families in rural Pakistan played an

Women’s Household Position and Maternal Health Care Use in Nepal



25Volume 32, Number 1, March 2006 

decision-making processes play out and to how younger
women can gain influence over those familial spheres that
directly affect their well-being.

Conclusions

Despite the recent efforts of international organizations and
women’s groups to raise the profile of maternal health as a
key public health issue, this study shows a persistently grim
situation for the women of Nepal. In the difficult context
of debilitating structural adjustment policies and limited
resources, the Safe Motherhood Initiative of the Nepal Min-
istry of Health has focused on the accessibility and avail-
ability of maternal health care by increasing the quality and
quantity of trained health workers, and by ensuring the func-
tioning of referral systems.39 Although these are important
measures, our findings indicate that such efforts will have
greater impact if the sociocultural determinants of service
uptake are also addressed. 

This study, as well as other recent work in the region,40

suggests that  interventions to improve husband-wife com-
munication and strengthen women’s influence within house-
holds are important efforts that deserve sustained support.
Yet the large effect of women’s education on health care use
highlights the need for programs that promote greater
schooling for Nepali girls. In addition, this finding draws
attention to the need to raise knowledge levels about and
alter perceptions of the value of skilled maternal health care
among both pregnant women and other key actors. Such
shifts in perception will depend not only on changing how
modern, preventive health care is viewed, but also on rais-
ing the value attached to women’s health.
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RESUMEN

Contexto: Si bien la desigualdad de género se menciona con
frecuencia como un obstáculo para mejorar la salud materna
en Nepal, se ha prestado poca atención al estudio de cómo in-
fluyen los factores socioculturales en el uso de los servicios de
atención de la salud. En particular, se requiere un mayor estu-
dio de los factores que explican la influencia de la posición de la
mujer en el entorno de su hogar en su uso de los servicios de aten-
ción de la salud. 
Métodos: Se analizaron los datos correspondientes a mujeres
alguna vez casadas de 15–19 años de edad que participaron en
la Encuesta Demográfica y de Salud de Nepal de 2001, para
explorar tres dimensiones de la posición de la mujer en el en-
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aux femmes de 15 à 49 ans mariées ou l’ayant jamais été ont
été analysées en vue de l’examen de trois dimensions de la po-
sition des femmes au sein du ménage: prise de décision, emploi
et influence sur les revenus, et discussion du planning familial
avec le conjoint. Le rapport entre ces trois variables et la récep-
tion de soins prénataux et obstétricaux qualifiés a été évalué par
modèles de régression logistique. 
Résultats: Peu de femmes ont déclaré participer aux décisions
du ménage, et moins encore disposaient du moindre contrôle sur
leur propre revenu. Plus de la moitié ont toutefois déclaré avoir
parlé du planning familial avec leur époux et des différences si-
gnificatives sont apparues, dans les sous-groupes, au niveau de
ces indicateurs de rang de la femme. Malgré l’inconstance des
associations sur tous les indicateurs, la discussion du planning
familial avec le conjoint s’est avérée liée à une probabilité ac-
crue de réception de soins prénataux et obstétricaux qualifiés
(rapports de probabilités 1,4 et 1,3, respectivement). L’instruc-
tion des femmes au niveau secondaire s’est également révélée
fortement associée à un recours accru aux soins de santé
(5,1–5,6).
Conclusions: L’inégalité entre les sexes limite l’accès des femmes
aux soins de santé qualifiés au Népal. Les interventions aptes à
améliorer la communication et à renforcer l’influence des femmes
méritent un soutien continu. L’association forte entre l’éduca-
tion des femmes et le recours aux soins de santé souligne la né-
cessité d’efforts d’accroissement de la scolarisation des filles et
de modification des perceptions de la valeur des soins de santé
maternelle qualifiés.
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torno familiar—la toma de decisiones en general; el empleo y
la influencia que ejerce la mujer sobre sus ingresos; y las con-
versaciones con su cónyuge sobre la planificación familiar. Me-
diante modelos de regresión logística, se evaluó la relación entre
estas variables y el uso de la atención prenatal especializada y
la atención durante el parto. 
Resultados: Pocas mujeres indicaron que habían participado
en el proceso de toma de decisiones en su hogar, y aún fue menor
el número de las que tenían algún tipo de control con respecto a
sus propios ingresos. Sin embargo, más de la mitad manifestó
que había conversado con su pareja acerca de la planificación
familiar, y los subgrupos de mujeres se diferían significativamente
en cuanto a dichos indicadores de la posición de la mujer. Si bien
las asociaciones significativas no fueron congruentes entre todos
los indicadores, el factor de hablar con su pareja sobre planifi-
cación familiar estuvo vinculado con un aumento de las proba-
bilidades de recibir atención prenatal especializada y atención
durante el parto (razones de momios de 1,4 y 1,3, respectiva-
mente). La educación secundaria también presentó una fuerte
asociación con el uso de la atención de la salud (5,1–5,6).
Conclusiones: La desigualdad de género limita el acceso de la
mujer a los servicios de atención de la salud en Nepal. Las in-
tervenciones dirigidas a mejorar la comunicación y fortalecer la
influencia de la mujer ameritan un apoyo continuo. El efecto im-
portante de la educación de la mujer con respecto a la atención
de la salud destaca la necesidad de realizar esfuerzos para in-
crementar la escolaridad de las jóvenes y alterar las percepcio-
nes sobre el valor de la atención de la salud materno-infantil.

RÉSUMÉ

Contexte: Bien que l’inégalité entre les sexes soit souvent citée
comme obstacle à l’amélioration de la santé maternelle au Népal,
l’attention est rarement dirigée sur la compréhension de la ma-
nière dont les facteurs socioculturels peuvent influencer le re-
cours aux soins de santé. En particulier, l’effet de la position de
la femme au sein de son ménage sur la mesure dans laquelle elle
bénéficie de soins de santé mérite une étude plus approfondie.
Méthodes: Les données de l’EDS népalaise de 2001 relatives


