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WOMEN'S AUTONOMY AND UTILIZATION OF MATERNAL HEALTH 
CARE SERVICES IN RURAL NEPAL 

Kamala Lamichhane 

Nepal has one of the highest maternal mortality ratios in South Asia although the situation 
is improving in recent days. One of the reasons for such a high mortality may be attributed 
to the under-utilization of modern maternal health services during pregnancy. This study 
has analyzed the relationship between women’s autonomy and the utilization of maternal 
health care services in order to explore some possible reasons for the under-utilization of 
the services. Data from the Nepal demographic and Health Survey, 2011 is used for the 
study. The analysis is based on 2374 married women aged 15-49 years who had given a 
live birth during three years preceding the survey. Women's household decision making 
power, control over use of earning and decision on using contraception have been used to 
explore the indicators of women's autonomy. Logistic regression is used to assess the net 
effect of several independent variables on two dependent variables (adequate antenatal 
care and institutional delivery) of maternal health care. Logistic regression analyses reveal 
that the utilization of both maternal health care services are related to women's autonomy 
as indicated by decision making power on  own health care, large household purchases and 
control over earnings because financial sufficiency is must at that period. Women's’ 
decision-making power appears to be the most powerful predictors for increasing maternal 
health service utilization. The study results suggest that policy actions that increase 
women’s autonomy at home could be effective in helping assure good maternal health.  
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INTRODUCTION 

Maternal health is an important part of the health care system aimed at reducing morbidity and 
mortality related to pregnancy. The health care that a woman receives during pregnancy, at the 
time of delivery, and soon after delivery is important for the survival and well-being of both the 
mother and the child (MoHP, New ERA, & Macro International Inc., 2007). Maternal health 
seeking behaviour is different according to different society, culture, caste and class of people. 
However, in developing countries pregnancy and child birth are the leading cause of death among 
women of reproductive age. Poverty, cultural factors that restrict women’s autonomy, promote 
early marriage or support harmful traditional practices, nutritional deficiencies, reproductive 
factors such as young age at first birth, distance to health services, and inadequate health services 
are the determinants of poor maternal outcomes. 

‘Status’, ‘Empowerment’, and ‘Autonomy’, are synonymously used in the literature on gender to 
capture the degree of access, control and independence in decision-making by women. Status is 
position, condition or standing. It is subjective. Attaining status neither ensures decision making 
ability nor autonomy in women. Autonomy’ is a construct which explains the status in which a 
person has control over the activities relating own lives (wellbeing). It emphasizes the capacity to 
make decisions, use of resources and ability to meet requirements of self and the immediate others 
on one’s own. Empowerment is relatively dynamic and considers the process (Batliwala, 1994) 
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whereas autonomy reflects more static position irrespective of process (Jejeebhoy, 2000a). 
Women’s autonomy as individuals is conditioned largely by the extent of gender stratification 
prevailing in their society (Jejeebhoy, 2000b). 

In communities, especially in patriarchal and patrilocal, the autonomy is inherited to male 
members and females are excluded (Raddicliff-Brown, 1952). In such cultures, gender relations 
are inegalitarian and women have little say in their own lives, and thus, limited autonomy. This 
tendency operates throughout the life course in a downward spiral unless some external forces 
operate to break the cycle. 

In Nepal low social status of women has been identified as a hindrance to progress towards 
national health and population policy targets. Although it seems reasonable to assume that 
women’s autonomy (status) within the household leads to higher use of maternal health care 
services, this factor has not been explore for Nepal. We know little about how intra household 
relation constrain or facilitate access to health care, or about the dimension of women’s position 
that are most critical for achieving increased use. 

The fundamental theory of maternity care is to ensure the life of the mother and her newborn child 
by providing comfort and welfare for an individual, family and community society along with the 
policy makers of the country as fully as possible. For this purpose, MOHP has formulated robust 
sets of policies such as National Health Policy (MoHP, 1991) and Safe Motherhood Policy 
(MoHP, 1994) National Maternity Care Guidelines, Nepal (MoHP, 1996) to ensure maternity care 
in each corner of the country. 

Maternal mortality in Nepal is estimated to be around 281 deaths per 100,000 live births (MoHP, 
New ERA, & Macro International Inc., 2007). One major factor is low use of maternal health care 
services. In seeking to explain these low level of health care use, most research has focused on the 
provision and geographic accessibly of services. However no studies have looked at how socio-
cultural factures such as inequality, gender roles and women’s autonomy within the household 
have influenced use of services. This relationship is particularly critical for countries, where 
gender disparity still is large. The role of women's autonomy in maternal health is important to 
save their own lives and their children’s lives. Thus, this study intends to fill this gap and to 
contribute to the understanding of the numerous interconnections between women’s autonomy and 
utilization of maternal health care. 

Although, there are perceived influences of women’s improved status in reproductive behaviours, 
empirical evidences to approve this influences are considerably lacking. A research gap is 
observed whether there is an observable links between women’s autonomy and utilization of 
maternal health care in rural Nepal. There are also arguments and counterarguments in the 
improvement of women’s status which has been examined in this study using data from 2011 
NDHS. Additionally, women’s autonomy is influenced by context specific variables. This study 
has consider indirect independent contextual factors (such asage, age at marriage, birth planning 
status, number of living children, education  of women, education of husband, occupation of 
women, household economic status, and exposure to media) and its influence on maternal health 
services.  

DATA AND METHOD 

Source of data 

The data for this study has been based on 2011 Nepal Demographic and Health Survey. This 
survey included questions related to fertility, family planning, infant and child mortality, maternal 
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and child health, breastfeeding and nutrition, HIV/AIDS and STIs, along with information on 
women’s status and decision-making power in the family that allows us to explore the relationship 
between women’s autonomy and maternal health care services utilization  in Nepal. 

The sample used for this study consists of rural women who had at least one birth in the three year 
before the survey. And only utilization behaviour associated with the most recent pregnancy was 
considered. The sample was selected with the rationale that mothers would most accurately be able 
to recall the utilization behaviour of their pregnancy that occurred within the three year.  The 
analysis was also limited to rural women listed as usual place of residents of the community in 
which they were surveyed to avoid ascribing local contextual factors to women who did not 
normally lived in the surveyed areas. In this way, a total sample of 2,374 women aged 15-49 years 
who had a live birth in the three year prior to the interview was selected.  

Dependent variables: Utilization of maternal health services 

Two dependent variables (Antenatal care and Place of delivery) are used in this study in order to 
examine the utilization of maternal health services. According to the WHO recommendation, a 
woman should visit with health personnel at least four times during her pregnancy to protect from 
complication. Thus, antenatal care has two categories: inadequate visit (less than four) coded as 0 
and adequate visit (four or more) coded as 1.  Place of Delivery is another dependent variable 
which is defined whether the place of delivery for last birth was delivered at home or health 
facility. The category, health facility, includes all types of institutional deliveries such as 
government hospitals, health centers, health posts, private hospitals, clinics, and nursing homes. 
Births delivered at home were coded as 0 and births delivered at a health facility were coded as 1.  

Independent variables: Women's autonomy 

Women‘s autonomy is multidimensional and it is very difficult to measure. It comprises the entire 
complex of interactions, roles, rights and status that surround being male versus being female in a 
given society or culture (Mason, 1998). However, this study tries to measure it in the domestic 
sphere. 

The NDHS, 2011 asks several questions on these indicators. The variable, women’s participation 
in household decision making, comes from the question “Who in your family makes decisions 
about (1) healthcare for yourself, (2) large household purchases, (3) visits to family and/or 
relatives, and (4) uses of contraception. 

In Nepal, there is a strong sense of family "togetherness" and individual identity is closely tied to 
the family, so decisions often involve complex negotiations (Acharya M. and Bennett L, 1981). 
Measuring whether a woman’s joint decision in the final decision making is therefore a more 
suitable measure than whether or not she is the sole decision maker. Therefore, whether the 
women had made final decision on household matters, variables are recoded into three categories 
of ‘self-decision (has the final say alone)’ coded as 2, 'Joint decision with husband or others 
(respondent joint decision with husband or other family member)' coded as 1, and ‘no decision 
(husband only and someone else has the final say)’ coded as 0.  

Control over earning refers to whether the women can control over their earning or not. The 
NDHS, 2011 asked women question relating to control over earnings "Who mainly decides how 
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the money that you earn will be used?" Answers were categorized into a dichotomous variable: no 
control over earnings (including those who worked without earning any cash income), coded as 0 
and control over earnings (alone or jointly) coded as 1. Other nine indirect independent variables 
are also used to show the effects of women’s autonomy on utilization of maternal health care 
services before and after controlling these variables. 

Variables used in the study are 

Indirect independent variables 
(Proxy) 

Direct independent variable 

(Direct autonomy variables) 

Dependent variable 

 Age 
 Age at marriage 
 Birth planning status 
 Number of living children 
 Education  of women 
 Education of husband 
 Occupation of women 
 Household economic status 
 Exposure to media 

Household decision making 
power on 

‐ Own health care 
‐ Large household purchase 
‐ Visit to family or relatives 

Decision on contraception use 
Control over own earnings 

 Antenatal care 
 Delivery care 

METHOD OF DATA ANALYSIS 

Data is analyzed using SPSS software (version 16), and multivariate logistic regression analysis 
was done to identify the independent effects of explanatory variables on the outcomes of interest. 
To control the confounding influence of the indirect independent variables, two models were fitted 
for both dependent variables to identify the independent relationship between the variables of 
autonomy and utilization of maternal health care services.  The first model in both dependent 
variables includes all autonomy variables taken together without controlling other indirect 
independent variable’s effects. The second model includes women's autonomy indicators along 
with all other indirect independent variables (such asage, age at marriage, birth planning status, 
number of living children, education  of women, education of husband, occupation of women, 
household economic status, and exposure to media) that may have influence on utilization of 
maternal health care services. After assessing correlation among the independent variables, results 
of correlation matrix shows that no variable were highly correlated. Thus, all variables are used in 
logistic regression analysis. 

RESULTS 

Table 1 shows the odds ratio (OR) for utilization of maternal health care services (adequate ANC 
visits and delivery at health facilities) with respect to women’s autonomy. Women who were 
involved in decision making regarding their own health had significantly more likely to receive 
antenatal care than those who were not involved. Women who had some control over their earning 
were more likely to receive antenatal care compared to those women who had no command over 
their earning. Women who make joint decision on their own health care were significantly more 
likely to have adequate ANC visits (OR=2.009). The association became weaker but still remained 
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significant even when adjusted for all other indirect independent variables included in Model II 
(OR= 1.398).  Similarly, women who make self-decision on their own health care were 
significantly more likely to have adequate ANC visits (OR=1.667). But the association became 
insignificant when adjusted for all other indirect independent variables included in Model II. 
Women who have some control over their earning were more likely to receive antenatal care 
compared to those women who had no command over their earning (from adjusted model 
OR=1.656). In the similar trend, women who make self or joint decision on the use of 
contraceptive method are more likely to receive antenatal care. 

Women who make joint decision on their own health care are more likely to deliver their baby in 
medical institution than that of women who have no decision about it (OR=1.572).  Similarly, 
women who make self-decision on large household purchase are 1.7 times more likely to give 
birth in medical institution than that of women who have no decision about it. Women who make 
self or joint decision on using contraception and can control their earning are 1.6 times more likely 
to deliver their baby in medical institution.  

Table 1: Odds ratios from logistic regression to measure the effect of women’s autonomy on utilization 
of maternal health care services (n=2,374) 

Autonomy variables Receiving adequate antenatal 
care 

Giving birth in medical 
institutions 

ModelI Model II ModelI ModelII 

Decision on women's own health care     
No decision (R)      
Joint decision with husband or others 2.009*** 1.398** 2.040*** 1.572*** 
Self-decision 1.667*** 1.234 1.238 1.009 

Decision on major household purchase     
No decision (R)      
Joint decision with husband or others 0.915 1.287 0.802 0.949 
Self-decision 1.161 1.565 1.405 1.789*** 

Decision on  visit to relatives     ` 
No decision (R)      
Joint decision with husband or others 0.696*** 0.762 0.747 0.879 
Self-decision 0.838 0.919 0.823 0.913 

Decision on contraceptive use     
No decision (R)      
Joint decision with husband  1.841** 1.955* 1.425** 1.656* 
Self-decision 1.416 1.704 1.357 1.681* 

Control over own earning     
No control over earning (R)      
Control over earning 1.425* 1.656* 1.357 1.681* 

Note: Model I is the outcomes of autonomy variables only and Model II is the outcomes of controlling other 
indirect independent variables such asage of women, age at marriage, birth planning status, number of 
living children, education  of women, education of husband, occupation of women, household economic 
status, and exposure to media. 

*, ** & *** indicate values are significant at 10%, 5% & 1% level respectively. 
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DISCUSSION 

This study assessed the effect of women’s autonomy on the utilization of maternal health care 
service among rural women in Nepal. Two measures of maternal health care service utilization 
were considered: Adequate antenatal care (4 or more ANC visit) and, delivery at health facility. 
Women’s autonomy is measured by women’s household decision-making autonomy (own health 
care, large household purchases, visits to family or relatives and decision on using contraception) 
and control over own earning. Many studies and policies have been based on the assumption that if 
women were more involved in household decision making and had more control over financial 
resources, they would be more likely to use health services and, hence, to have better health 
outcomes. However, results from this study reveal a more complex picture, showing diverse 
relationships between the outcomes of interest and the indicators of women's autonomy.  

It was theorized that women with some decision making power in the household are better able to 
communicate with their family members and, therefore, are capable of demanding care for 
themselves when needed (Bhatia & Cleland, 1995; Hogan et al., 1999). Among the five areas of 
women’s decision making autonomy, only two decisions making regarding own health care and 
using contraception have positive effects on the use of antenatal care services and all of the 
decisions except decision on visit to relatives have significant positive effects on the delivered 
their baby in medical institution. It is similar to the study carried out in India (Basu, 1993; Bloom, 
Wypij, & Gupta, 2001). This suggest that if women were conscious in own health care, involved in 
large household purchase, and involved in decision on using contraception, they would more likely 
to use maternal health care.  However, in other areas of decision making, this study did not show 
any influence on the use of maternal health services. And it was also hypothesized that women 
who had some control over their earning are more likely to utilize maternal health services than 
that of women with no control over their earning. This relationship was statistically significant 
with both dependent variables (i.e. antenatal care and delivery care). 

CONCLUSIONS 

This study provides important insights about association between women’s autonomy and 
maternal health care utilization in Nepal.  Fewer women had made the household decisions in 
Nepal and women’s role in decision making varies with the types of decisions. However, it seems 
that household decision making power of Nepalese women is quite low and respondent’s husband 
or any other person of the households had higher level of power in each area. Women’s autonomy 
in decision making regarding health care and control over earning is significantly associated with 
the use of antenatal and delivery care services because financial sufficiency is must at that period. 
The findings of this study entail that women’s autonomy is needed to be improved for the better 
use of maternal health care services which results in low morbidity and mortality among the 
women of reproductive age group. Participation of women in household decision making and 
health care decision will increase the health care utilization during pregnancy and delivery leading 
to better maternal and child health outcome.  

Limitations 

This study has mainly used data from Nepal Demographic and Health Surveys 2011. Therefore, 
the variables used in the study may deserve criticism for their limited scope of defining women’s 
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autonomy. Since, this study is limited to secondary data; assessment of the processes of utilization 
of maternal health care services impact of women’s autonomy is beyond the scope of this research. 
Utilization of maternal health services is influenced by both demand and supply factors. But this 
study is only limited to the demand side factors and it is not considered the supply side factors like 
cost, availability, and distance. A qualitative approach of examining the effects of women’s 
autonomy on utilization of maternal health services is not use in this study. 
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