Intrafamilial Power and Maternal Health Care in Mali

(Table 5). Compared with women who were the sole wage
earner in their marriage, women whose husband was the
sole wage earner had lower odds of having delivered in
a health facility (odds ratio, 0.4). Having a mother-in-law
whose index score indicated greater agreement with traditional and cultural practices surrounding pregnancy and
childbirth was also negatively associated with institutional
delivery (0.7). On the other hand, institutional delivery
was positively associated with women’s perceptions of
their greater self-efficacy and with mothers-in-law’s perception of the greater difference in decision-making power
between their son and daughter-in-law (1.8 and 1.6, respectively).

Postnatal Care
Similar to the result for institutional delivery, the unadjusted odds of women’s having received postnatal care within
48 hours of delivery were associated with women’s age at
marriage, difference in age from their husband, difference
in employment from their husband and perceived self-efficacy (Table 2). in addition, women’s and mothers-in-law’s
positive attitudes toward the health facility, and mothers-inlaw’s agreement with traditional practices and perception of
the difference in decision-making power between their son
and daughter-in-law were associated with postnatal care at
the bivariate level. Four of these associations remained significant in the adjusted model (Table 6). A mother-in-law’s
greater agreement with traditional practices was negatively
associated with her daughter-in-law’s receipt of postnatal
care (odds ratio, 0.7). However, a mother-in-law’s belief
that her son had more decision-making power than his wife
TABLE 5. Adjusted odds ratios (and 95% confidence intervals) from multivariable
logistic regression examining women’s likelihood of having delivered their last birth
in a health facility, by selected characteristics
Characteristic

Delivered in a
health facility

Age at first marriage
≤15 (ref)
16–19
≥20
Don’t know

1.00
1.13 (0.53–2.41)
0.35 (0.10–1.49)
0.50 (0.22–1.11)†

Marital status
Only wife (ref)
First wife
Other wife

1.00
0.59 (0.29–1.22)
1.41 (0.68–2.94)

Difference in employment status
Wife works, husband does not (ref)
Equal employment status
Husband works, wife does not

1.00
0.66 (0.30–1.47)
0.40 (0.16–0.98)*

Mother-in-law’s greater agreement with traditional
and cultural practices

0.70 (0.52–0.94)*

Woman’s greater perceived self-efficacy

1.82 (1.31–2.54)*

Mother-in-law’s greater perceived decision-making
power of her son relative to her daughter-in-law

1.64 (1.18–2.26)*

*p<0.05. †p<0.10. Notes: ref=reference group. For indices, an odds ratio greater than one indicates that
higher reporting of the construct is associated with increased odds of the outcome, while an odds ratio
less than one indicates that higher reporting of the construct is associated with decreased odds of the
outcome.
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was positively associated with the outcome (1.4). Women’s
scores on the indices representing more positive attitudes
toward local health services and greater perceived selfefficacy were also positively associated with their receipt of
postnatal care (1.4 and 1.6, respectively).
DISCUSSION
In this study, we collected parallel data from women in rural Mali, their husbands and their mothers-in-law, which
provide rich contextual insights into the layers of influence
that shape maternal health in the region. Our results indicate that the relevant factors and constructs vary considerably across the four maternal health outcomes, though
patterns in the associations hint at the underlying mechanisms and processes that drive power dynamics within a
family.
In particular, our results point to the influential role of
mothers-in-law in determining patterns of maternal health
care. The negative associations between mothers-in-law’s
greater agreement with traditional practices and women’s
delivering in a health facility and their receiving postnatal care suggest that the decision to seek modern, institutional health care falls—at least in part—in the domain of
the mother-in-law. Women’s own opinions regarding traditional practices had no bearing on the care they received.
Mothers-in-law who adhere to and believe in the efficacy
of such practices may see institutional care as unnecessary or even detrimental, such that they discourage their
daughters-in-law from seeking care from trained providers.
In forming these beliefs and opinions, mothers-in-law may
be drawing on their own maternal health care experiences;
if they did not receive modern health care, they may be
unlikely to view it as important for their daughters-in-law.
A mother-in-law’s perception of the balance of decisionmaking power between her son and daughter-in-law was
also found to be related to institutional delivery and receipt
of postnatal care. In households where the mother-in-law
reported that her son has more control than her daughterin-law over decisions such as where to give birth and how
many children to have, the index woman had greater odds
of having delivered in an institution and having received
timely postnatal care. These results are unexpected and
indicate the complexity of decision-making processes.
One possible explanation is that mothers-in-law who to a
greater extent consider fertility and childbirth to be men’s
decisions may be less likely to intervene and impose their
own views. In contrast, mothers-in-law who perceive such
issues to be more in women’s domain may assert their
dominance as the woman of higher status and insist on
a more traditional delivery. This interpretation assumes
that husbands are more accepting of modern, institutional
health care than their mothers, however, and merits further investigation.
In addition, mothers-in-law’s perception of their
daughter- in-law’s greater efficacy was positively associated
with receipt of the recommended number of antenatal care
visits and delivery at a health facility. A mother-in-law who
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