supports and believes in the greater personal efficacy of
her daughter-in-law may indicate more equitable gender
norms in the household and greater trust and communication between the women. In turn, women’s perception of
their own greater self-efficacy was found to be positively
associated with their delivering in an institution and receiving postnatal care. Other studies have also reported positive associations between self-efficacy and the adoption
of preventive health behaviors.41,44 Promoting self-efficacy
entails teaching skills and reducing perceived barriers: For
example, programs that encourage participants to practice
partner communication and to discuss and challenge problematic attitudes and norms have been shown to increase
self-efficacy and promote behavior change.57 Furthermore,
programs addressing these gender and power dynamics
among women currently of reproductive age have the potential to shift attitudes and norms regarding roles and decisions in the household, thus improving the experiences
of future generations of women.
A surprising finding was that women who had a lower
opinion of the value of women had greater odds of receiving early antenatal care. In the pronatal context of Malian
society, women who perceive the value of women to be
low may be more likely to view successful childbearing as
a woman’s responsibility and an essential determinant of
her social status. If antenatal care is perceived as a means
of having a healthy birth, it is possible that, for these women, early care-seeking is viewed as integral to fulfilling their
role as women.32 Further research exploring the link between maternal health behavior and women’s perception
of the value of women is needed to validate and better understand this unexpected association.
Women’s attitudes toward their local health center also
influenced their use of maternal health care. Although
such attitudes are not necessarily indicative of power dynamics, the fact that women’s opinions influenced service
utilization, even after adjusting for all other factors, suggests that women had some control over their personal
health care use. In recognition of this association, health
centers should focus on improving the quality of services
and on making women aware of the range and quality of
services available to them. Investment in quality will require more than obtaining better equipment and stocking
supplies; our scale was based on items addressing women’s perceptions of how they are treated at the facilities,
the overall service quality and the information provided.
This is consistent with findings from a variety of settings
that indicate that disrespect and abuse at health facilities
influence health-seeking behavior.33,58–61
Together, our findings suggest a need for interventions
targeting a range of stakeholders at multiple levels. Decisions regarding use of maternal health care seem not to be
made solely at the individual or the dyadic level; the values
and opinions of other family members, and the broader
social and cultural context, appear to play an influential
role. Informed by these results, CARE USA and CARE
Mali have developed a package of interventions, including
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TABLE 6. Adjusted odds ratios (and 95% confidence intervals) from multivariable
logistic regression examining women’s likelihood of receiving postnatal care from a
skilled provider within 48 hours after delivery, by selected characteristics
Characteristic

Postnatal care within
48 hours after delivery

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

1.00
0.99 (0.48–2.07)
0.91 (0.28–2.94)
0.51 (0.20–1.28)

Age discrepancy
–5–9 (ref)
≥10
Don’t know

1.00
1.32 (0.65–2.67)
0.83 (0.36–1.90)

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

1.00
0.83 (0.38–1.82)
0.46 (0.19–1.09)†

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

0.71 (0.53–0.94)*

Woman’s more positive attitudes toward health centers

1.40 (1.03–1.89)*

Greater perceived efficacy of the woman
Woman
Husband

1.63 (1.20–2.22)*
1.18 (0.87–1.61)

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

1.40 (1.03–1.90)*

*p<0.05. †p<0.10. Notes: ref=reference group. Age discrepency is the wife’s age subtracted from the husband’s age. 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.

couple counseling on prenatal care and birth planning;
male-friendly services for prenatal care and delivery to encourage male engagement; and extended family meetings
to involve other decision makers, such as mothers-in-law
or brothers-in-law, in planning for pregnancy care and delivery. Community action groups have also been formed
to reinforce the acceptability of shifting social norms and
to increase community responsibility for the health of
pregnant women. By intervening at multiple levels within
the community, this combination of interventions aims to
tackle the prevailing social and cultural norms that negatively influence maternal health behaviors and outcomes,
complementing more traditional service-strengthening interventions in the health facilities.

Limitations
Our study had several limitations. Because of the study’s
cross-sectional design, we were unable to determine causality. All data were self-reported, which introduces possible recall and social desirability biases. Additionally, the
households included in the analyses represent a subset of
the original sample, which limits the generalizability of the
results. However, because a primary focus of this study
was to explore the influence of other family members,
the restriction to households in which a mother-in-law
completed the survey was necessary. Studies that allow
for comparisons in power dynamics between households
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