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Summary
Introduction

Giving childbirth is a natural phenomenon, still aroumdhalf million women die every year due to

pregnancy and childbearimglated causes and millions of other suffer from lifelong complications. Low
utilization of maternal health services during pregnancy, at delivery and in the post natal period is one of

the major factors contributing to high maternahortality and morbidity Nepalese women have
considerablylittle power and autonomy than their male counterpgrin making household decisions

and even decisions concerning their own health car& SNBS A a | A RS NBO23ayAGAZ2Y
status in society limits their decision making to utilize health services, and different international
conferences and reaties like CEDAW and ICPDvéhalearly advocated for improvingg 2 Y I y Qa
autonomy. Furthermore, reproductive health interventions targeted to couples are found to be more
effective as involvement of husbands may improve communication with service prowddrsupport

women to utilize health services. But men are traditionally considereéxrinsic factor in maternal
KSFftGK Ay Ylye &d20ASGASad all1Ay3d 62YSy Y2NB | dzi?2
maternal health are considered ahe two promising strategies for improving maternal health.

| 26 SOSNE GKS&asS (g2 O2yOSLIAT ¢2YSyQa ldzizyz2yvye |y
opposing, as women enjoying more autonomy ns@gkno involvement of husbands. This study was
conducted to explore té different dimensions o0& 2 Y I gufbAomy that influence maternal health

care utilization, and investigate how 2 Y I ulbaomyisNBf I 6 SR A GK Kdzaol yRQa
maternal health care utilization.

Methodology

The studydesignwas crosssectiona) usng both quantitative and qualitative method§he aqiantitative

aspect of the study tried to assess the relationshipga?2 Y | guaomy with maternal health care

dzi At AT FGA2Y | YR K dzithd gqfait@ive agpgctat thedsfudySnasi conceni@itht S
exploringtheK dz3 6 F Y RQ& & dzLILI2 NI A @S Ay @2t 0SYSydG Ay YIFGSNYI f

Quantitative datavascollected from 341 randomly selected womé&om four VDCs of Kailali district in

Nepalwho delivereda live birth duringthe one yearprior to the researchentailing the period of 1

October 2010 to 3@Geptember 2011Field work of the study was carried out@ttober and November

2011 Datawascollected by facdo-face interviewusing structuredqjuestionnaire. Women were asked

about their socicdemographic chaacteristics, utilization of maternal health services during the most

recent pregnancy anchild 6 A NIl KX Kdzaol yRQa Ay @2f @SYSyd Ay YI G
¢ 2 Y I gubaomy related questiond-our enumerators and one field supervisors were assigior

data collection. Fieldtaffs werewell oriented for the survey and the questionnaire was -fgsted

among 15 recently delivered women in Seti Zonal Hospital in Kailaliy' I ulbdomy was measured

into four dimensionseconomic autonomy, domestecisiormaking autonomymovementautonomy,

and intraspousal communicationMaternal health care utilization was measured asfisiency of

antenatal care and place of deliverywhileK dza 6 Y RQa LINBASyOS Ay FydaSyldlf
health fadlity were the two outcome measuregpresentingk dzi 6 Y RQ& Ay @2t gS-YSy i o !
economic, demographic and health risk related characteristics of women and household were also
measured Bivariate analysis was carried out btest for continuouschi-square analysis for categorical

data. Variables associated with outcome measures Q&b level of significancg < 0.1)in bivariate

analysis were furthermore analyzed by bivariate and multivarlziteary logistic regressigrand the

association was estiated by odds ratiosWomen who reported their husbands as frequent migrants

and the spousal separation for more than three months prior to the survey pearaé excluded from

the analysis.

Qualitative data were collected by focus group discussion afbjrth interviewsusingguidelinesand
checkliss. Two focus group discussions were conducted each for husbands and women separately, and
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a total of 16 indepth interviews (six with women, five with husbands, two with motHer law, two

with service providrs and one with FCHV) wesdso carried out. Data collected from focus group
discussions and interviews were coded under the main themes/topics which includeds fafrm

Kdzaol YRQA Ay @2t @SYSydT | ROAOS 3IAQGSy G2 dgg6f 62YSy
Kdzaol YRQA 2y YI G S-blifurafbeliés2 Iyt (KZ ol WR Q#i2 QND2t OSYSy i
The description of findings on these topic lists with key illustrative verbatim narratives is presented in

this report.

Ethical considerationwerecoveredby getting approvafrom Wageningen University and District Public
Health Office, Kailali.Verbal informed consent wasstablishedwith the participants before the
interview and no important ethical dilemmas were observed in the study that reqliserious
attention.

Results

Out of 341 women who participated in the survey, 66 women reported spousal separation for more
than three months.The mean age of women and husbands were 23.6 and 3@d#rsrespectively
Women had on average two surviving dnéin. The majority of the women were from disadvantaged
ethnic groups, resided in joint family, were housewife or agricultural woiked exposedo media at

least once a week. Women scored relatively hagtintra-spousal communication, followed by donties
decision making autonomy, movement autonomy and economic autonomy. Around tjuaeers of

the women had made sufficient ANC \8saind two-thirds of the women delivered ira health facility.

Less than half (40.7%) of the husbands acconggttheir wife in antenatal care vissf while three out of

four husbands were present dhe delivery. The poportion of husbands who were present at health
facility delivery was 59.Bercent

In the multivariate logistic regression modemovement autonomy and intr&pousal communication

were found to be positively associated with ANC sufficiency. After adjustment for other covariates, each
additional place where women can visit without permission of husband or other senior members of the

family was associated with significantly higher likelihood of making sufficient ANC visit (OR = 1.45, p <

0.01). Similarly, for each additional issues in which woman had made discussion with her husband was
associated with significantly higher likelihood of making sufficient ANIE (@R= 1.55, p < 0.01).

22Y| gO®dzLI GA2Yy FYR SELR&d2NBE (2 YSRAI 6SNB | taz T2
at ANC.None of the measures of autonomy was found to be associated with place of dalvtrg

multivariate analysis, while husby RQ& SRdzOF A2y > ¢2YlyQa | 3S>S Kdzaol )
complaints during pregnancy and sufficiency of ANC visit remained the significant predictors of health
facility delivery

Movement autonomy was the only autonomy measure found to be as8o8i® ¢ A G K Kdzaol yRQa
at ANC in the finaiultivariate logistic regression modé&/omen who dd not need any permission to

visit each additional placeeve less likely to be accompanied the husband at ANC vigiOR = 0.59, p <
0.001).Wealth quink f S Kdziol YyYRQA SRdzOI GA2Y YR ydzYoSNI 2F &
20KSNJ OFNARIFotSa |aaz2OAl (S Rntrasspolidal conmztinicatighRv@siagaidNS & Sy
F2dzyR (G2 0SS Faa20AlF SR 6A0GK Kdza ddgefhRNE ¢ KINK & EWAA S |
SRdzOI (i A 2 yeXperizrterdf go@plaints during pregnancy and sufficiency of ANC visit in the final

model Each one unit increase in intspousal communication score increased the likelihood of

Kdzd 6 I yRQ& LINB A S yhedxsnt(ORi= 1B HPAWS)NE 068 oy

The qualitative data indicated that there is a substantial involvement of husbands in maternal health.

Most of the FGD and IDI participants described supportive role of husbands largely in the form of giving
advice, making finacial arrangements, and supporting woman to redtise household work burden.

The traditional belief thaexcludeghe husbands away from maternal healtivolvementis changingas

Nepalese society imoderniang.
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Conclusion

Movement autonomy and intrgpousal communication were positively associated with ANC suffigiency
Y2@SYSYy(ld tdzizy2yYe gl a yS3IAlIGAGSte | aaz2ndashboliseiR oA (K
O2YYdzyAOF GAZ2Y gl & LI2aAidAdstcéat hedlth dity HelivBriZhisestidy K K dza o
tries to extend our understanding about the relationship@® Y | guaomy with maternal health

OFNB dziAt AT FGA2Y |iyrRatefoaldiealth Thig Quily einghdszéd@ns ivigoytaince of
movement autonomy and intrapousal communation over domestic decision making autonomy to
AYFEdzSyO0S YIFGOGSNYyLFt KSIFfGK O NPesp thef taditibnilicdtyfal 1 y R K
beliefs that prohibit husbands from inv@mentin maternal health, Nepalese husbands are increasingly

entering into the area of maternal health which was traditionaibnsidered?/ SEGNA Y aA OQ (2 YSy
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SECTION |

The first section of this report
consists of twochapters. Chapter |
starts with an introduction of the
AYLRNIEFYOS 2F ¢2YS
YR Kdzaol YRQ& Ay @
maternal health care utilization. It
presents the problem statement and
develops research questions. The last
section of chapter | gives a ibf
description of the study site. In
chapter Il, efforts are made to review
GKS NBtFGSR fAGSNT
autonomy on domestic spheres and
Kdzaol YRQa Ay@2f @SY¢
health. The research questions
formulated in chapter one guides the
overall pocess of the study and the
literature review presented in
chapter Il are used to develop
measurement scales as well as to
compare the findings of this study in
discussion section.






CHAPTER |
INTRODUCTION
1.1 Background

Globaly, over a half million women die every year due to pregnancy and childbearing qaMBH3,
2007) Virtually all (99%) of these maternal deaths occur in-leseme countriegClarke, 2008, Powell
et al., 2003, Hogan et al., 2010)nproving maternal health ithe fifth Millennium Development Goal
(MDG), aiming to reduce the maternal mortality ra(MdMR)by three quarters between 1990 and 2015
(United Nations, 2000)Despite a decline in the MMR of Z08rcentglobally from 1990 to 2005 and a
slight drop in every region of the wor{#lill et al., 2007)the gains are still too little.

There is widerecognition that one of the major factors contributing to high maternal mortality and
morbidity is the low use of maternal health services during pregnancy, at delivery and in the post natal
period. In seeking to explain these low levels of health cardization in developing countries, most
studies have focused on provision and geographic accessibility of seacbselatively very few have
looked at how factors such as wanis autonomy influence utilization of health servicegernational
Conferene on Population and DevelopmeiCPD)Programme of Action noted that "improving the
status of women also enhances their decisioaking capacity at all levels in all spheres of life,
especially in the area of sexuality and reproducti@dhited Nations, 1994 pagaaph 4.1)

Reproductive health interventions that target couples are found to be more effective than those
directed to only one sefBecker, 1996)increasednvolvement of husband in maternal healtlas been
sought during the last decades. Bwidence on hav maternal health care utilization is affected by their
husbands is lacking in both developing and developed countries. Traditionallyaradept outside
maternal health issues in many societies.

1.2 Problem Statement and rationale of the study

It is wickly asserted that increased gender equality is a prerequisite for achieving improvements in
maternal health.Women in many developing countries including Nepal suffer from poverty, illiteracy
and poor health outcomedn Nepal, the low social status of wem has been identified as a hindrance

to progress toward national health and population policy targ@taladher, 1997)Nepalese women

have considerably less power and autonomy than their male counterparts in making household
decisions and even decisions concerning their own health care. Women at all ages, have unequal access
to food and educatin, have limited opportunities to employment, and haitdd access to/and control

over resource§Morgan and Niraula, 1995Furrently, Nepal is ranked 11.3out of 187 countries in the

world) on the Gender Inequity Index(UNDP, 2011)

Maternal health is a national health priority and improving maternal health is a major focus of the
current national development plan in Nep@NPC, 2007)However, there are several challenges
including high maternal morbidity and mortality, underutilization of materne@alth services, political
instability, limited health infrastructure, lack of resources and shortage of trained health professional,
¢ 2 Y| yditon in the society ands 2 Y | yulhdrability (Simkhada et al., 2006) There is wide
recognition that one of the majofactors contributing to high maternal mortality and morbidity is the
low utilization of maternal health services during pregnancy, at delivery and in the post natal period.
There is no uniformity in the estimation ghaternal mortality ratio(MMR) in Neph MMR was
estimated to be 380 per 100,000 live births by UNFPA (UNFPA, 2011), B4gdoy et al(2010)and it

was found to be 229 in a study conducted by New (faHP and New Era, 2009h Nepalmaternal
health care utilization is too low: only 58praent of women receive any antenatal care from skilled
birth attendants (SBAs) and an overwhelming majority (64.7 %) of births still take place i(MomE
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and New Era, 2011Jurthermore, women in Nepalese society have an inferior position and household
decision making power is unequally distributest the disadvatage of thefemale members of the
family (Bennett, 1983, Furr and Das, 2006, Morgan and Niraula, 1998jnen haveo rely on their
husbanddor decisions that affect their health and wdléing. Despite these fagtthe roles ohusbands

ing 2 Y | se@adiluctive, and more specifically, maternal health was largely ignored.

¢KS fAGSNI GdzNB adzaasSada GKFG AYAGAlI GAGSE GKI G LINE
prerequisite to increase health seeking belwar among womer(Allendorf, 2007, Acharya et al., 2010,

Dyson and Moore, 1983)nd that involvement of male partners may contribute the service utilization

(Becker and Robson, 1998, Carter, 2002b, Dudgeon and Inhorn, 2004, Mullany et al.,. 200#®ver,

the two concepts woray Q& | dzii 2 y 2 Y @ invojiéinenksdeinaritagoRiié.Mullany et al.
(2005)showed that higherwomy Q& | dzi2y 2 Yeé& Y S| &ndakid Rower &vas SddiatddS O A & A
with significantly lower male involvement in pregnancy health. This study airagpiore the different
dimensions of woray Qa | dzi2zy2Ye gAGKAY (KS K2dzaSK2fR OKFG A
and then investigate how 2 Y| Y @@d2y2Yeé A& NBfIFIGSR 6AGK Kdzaol yRQA
care. The findings generated frotimis study will help to get a clear picture on how these two concepts

are interrelated, and it will help to suggest health interventions that will give equal emphasis on both
empowering women and involving men.

1.3 Research questions
The study is guided lire following research questions:

1 What is therelationship betweens 2 Y I gu@@d@omy within the household andhaternal heah
care utilizationin Nepal?

2 KIFIG Aa GKS SEGSY(H 2F Kdza ol y Rtlzationrey g2 f @

f What is the relationsip betweeng 2 YI VY @z@a 2y 2Ye | YR Kdzol y
health careutilization?

SYSyi Ay
RQ& Ayg2f

1.4 Definition of the key concepts
This section described the operational definition of the key conceftisis study.
1.4.12 2 Y| Adioaomy

2 2 Y I adiohiomy, in his study, is considereith terms oftheir domestic decisiommaking power It
has been measured in four dimensionfl) economic autonomy, (2) domestic decision making
autonomy (both referring to the different types of decisionat household level in whicikvoman hasa
final say, (3) movement autonomy (¢ 2 Y I yfr@elom of movemen) and (4) intra-spousal
communicationthe communication patterrbetweenspouses about the different domestic affgirs

1.4.2Maternal health care utilization

Maternal health care tilization refers to the different aspects of maternal health care utilization from
modern health care services. More specifically, the number of ANC visit and timing of ANC fist visit
during the most recent pregnancy, and place of delivery of the mosinitdarth were considered.

1431 dzaol YyRQa Ay @2f 6SYSyid Ay YIFGSNYylrf KSIfGK

| dziol YRQA Ay @2t @dSYSyid Ay YIGSNyrf KSFftGK KlFa o
visit (women accompanied by husbands at ANC visit)thagresence of husbandst &ealth facility
delivery (women accompanied by husbands at health fadijwvery) of the most recent birth. Other
FaLS0da 2F KdAolyRQA Ayd2t dSYSyd KIS 688y I f

(p))
(p))
<

Q)¢
N
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1.5 Description of the study sitéSettings)
This studywas conducted in Kailali district of Nepal. This section gives an overview of some of the

background information about Nepal and the study site, Kailali district.

Map showing the position of Nepal in the Globe

1.5.1Geopolitical history of Nepal

Nepalis a small Himalayan country with the total area of 147,181 square kilometers. It is bordered by

GKS ¢A0SGryYy !dziz2zy2Y2dza wS3IA2Yy 2F (KS tS2L) SQa wSL
south and west. Nepal is famous for the highest pead 6fS 62 NI R Wi KS Yi®d 9FSNBa
of LordBuddhaWii K S A Nkpal isali¥ided idtdi thre@ dorizontal ecological zones; mountain, hill,

and terai. It is very rich in its cultural, geographicahd also biological diversity. The couyntis
predominantly agricultural, with a large proportion of the population engaged in agriculture. Nepal is

divided into 75 districts, which are further divided into VDCs and municipalities. The VDCs and
municipalities, in turn, constitute smaller wardscobrding to census data of 2011, the total population

of Nepal i26,620,809 with population density of 181 per square kiloméBBS Nepal, 2012)
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Nepal in Asia

Historically, Nepal was a monasctWhere Shah Kings ruled fobaut 250 years. Despitthe richnessof
natural and cultural heritage, Nepal is among f@orest country around the worlcddue to depraved
political leadersabuse of power, irresponsible governance, nepotism and corruption. Nepal witnessed
more than a decade of armed conflict from 1996 whbe Maoist insurgence began. Around 13,000

5



securityLISNE 2y Yy St = OAGAtALYE YR AyadNBESyGa 280 GKSA

movement started in Nepal when all political parties, professional organizations and civil $ogpétgd
people The massive and spontaneous demonstratiohpeople against King Gynendradedthe auto-

cratic monarchism and Nepal was declared a federal republic. Now Nepahigransitional phase
towards the construction of a new peopfaendly constitution but still chaotic situatioa prevail and
the transition from war to peace is not easily happening.
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Map of Nepal showing ecological and district wise division

1.5.3 Health service delivery system in Nepal and in the study district

Ministry of Healtrand Population (MoHR$ the primary organizatioresponsible of health care delivery

in Nepal MoHP has three departmentspecific to healthjthe Department of Health Services, the
Department of Drug Administration and the Department of Ayurveda. Public health system of Nepal is
characterized by a fiveer system at different levels within the Department of Health Services. They
include; a) Sullnealth post, health post and outreach clinics at community level, b)Primary Health Care
Center at electoral constituency level, ¢) District Hospital, d) ZondRagdnal Hospital, and e) National
Hospital. Sulhealth post, health post and primary health care centre are the institutions that provide
primary health care at community level; the district hospital is the first level of referral care; the zonal
and regonal hospitals are the secondary referral units; while the national hospitals are the tertiary level
of health care.During 20A0-2011, there were 95 hospitals, 29 Primary Health Care Centers, 667
Health Posts, and 39 SubHealth Post involved in the @livery of health services in Nepal.
Additionally, 48,80 Female Community Health Volunteers (FCi®)e mobilizedand 12,790 Primary
Health Care Outreach clinics provided servigsHS Nepal, 201L1Hurthermore, there are also different
private organizations involved in providihgalth servicein Nepal.

The government of Nepal issued national health policy in 1991, which empthds&zemportance of
achieving access to basic primary health care services for all segments of the popuiati®d7, the
second long term health plan (192017) was developed with the aim of improving health status of the
people, particularly those whose health needs are often not met; the most vulnerable groups, women
and children, the rural population, thepoor, the undeprivileged and the marginalized.

It emphasizedn assuring equitable access of quality essential health care services with full community



participation and gender sensitivity by technically competent and socially responsible health pdrsonne
throughout the country.

Maternal health is one of the priority areas of the policies of the government of Nepal. During the last
decade, there are significant progress in terms of development of policies, strategies and protocols for
safe motherhood. Nesl endorsed Safe Motherhood Policy in 1998, National Reproductive Health
Strategy in 2004, and Skilled Birth Attendants Policy in 2006. The birth preparedness package program
has also been implemented nationwide since 2008 to ensure that every birthnisgalaSimilarly, Safe
Delivery Incentive Program was also adopted in 2005 to encourage women to use health facilities for
maternity care and improve access to maternity care ises(DoHS Nepal, 2011)

Tabk 1.Reppoductive, maternal andewborn health services available at each level of the health care
system

Reproductive, maternal, newborn and child health service:
available

ANC, PNC, Deliveryselect health posts, Emergency Obstetric Fi
Aid; Family Planning (Condom, Pills and Injectables), Immunizat

Level of care Type of health facility

Subhealth post/Health

ost 4 .
P ARI and Diarrhoeal disease treatment and referral.
Primary health ANC, PNC, Delivery, Emergency Obstetric First Aid Semdide a
care level select centers Basic EOC services are available, Family Plannin

Primary Health Care

Center (Condom, Pills, Injectables, and in selected centers IUD & Norpl

services are available), Immunizations, ARI and Diarrhoeal dise:i
treatment and referral.
ANC, PNC, Delivery, and in select hospitals Basic EOC services
available; Family Planning (Condom, Pills, Injectables, and in se
First referral _ . hospitals IUD, Norplant and Voluntary Surgical Contraception
Distict Hospital . : . o . ;
level services are available); Immunizations, ARl Diarrhoeal disease
treatment and referral. Management of neonatal complications &
reproductive morbidities.
ANC, PNC, Delivery, and Comprehensive EOC services are ave
Famiy Planning (Condom, Pills, Injectables, and in select hospit:
IUD, Norplant and Voluntary Surgical Contraception services are
available); Immunizations, ARI and Diarrhoeal disease treatmen
and referral. Management of neonatal complications and
reproductve morbidities.
ANC, PNC, Delivery, and Comprehensive EOC services are ave
Family Planning (Condom, Pills, Injectables, and in select hospit
IUD, Norplant and Voluntary Surgical Contraception services ar¢
avalable); Immunizations; Management of neonatal complicatior
including intensive care; Management and treatment of
reproductive morbidities including cancers.
Source: National Reproductive Health Strategy (2004)

Second and Zonal/sub
third referral regional/regional
levels Hospital

Specialized National level hospital



Kailali is one of the districta iFarWest region of Nepal.

It covers an area of,335 square kilometres. There are
42 VDCs, two municipalites and lectoral E#
constituencies in Kailali. It one of the denspbpulated
district of Nepal with total population of,70,279and
population density of 238 person per square kilometre
(CBS Nepal, 201Zyhe public health system of Kailali j
district consists of District Public Health Offiemder
which there is one IBbeded hospital, five primary
health care centers, sevenhealth posts and 30 sub-
health posts (DPHO Kailali, 2010/11Jwo of the study
VDCsMalakhetiand Chamalahavea PHC@h each and
the other two VDCsRamshikharjhaland Thapapurave
a SHPin each. PHCC has posting of medical officer (physician) and nurse (midwifexeatwhsidered
the firstlevelemergency obstetric care center at the community level

Malakheti PHCC, Kailali

1.6 Structure of the report

This report is the summary of the work conducted to investigate the relationship betwe2ny | y Q&
Fdzi2zy2Yeé | yR Kdza ol afedh@ dealth EadeutilighBovi. S ifeisearkhyis piesented in

five sections andhe main body of the report consis&ix chapters. The first chapter begins with the
background and introduction of the study topifllowed by rationale of the studgnd theresearch
guestions.In addition, it covers the analytical framework of the studg.chapter two, a brief summary

of the literatures related tog 2 Y | Adoaomy within the household level, maternal health care
dzi At AT FdA2Y X | YR K dziemal ywéakhawash pfegedtedd Bif6rs yivére hade t |
conceptualizeg 2 Y I ya@anomy at household level as measured by other authors, and the
relationship betweery 2 YI Y @xd 2y 2Ye | YR Kdzaol yRQa Ay @2t dSYSyi
the overall process ahmethodology of study. In chapter four, results of the analysis were described.
Chapter five consists of the explanation of the discussions and limitations of the $blidwed by
conclusion.



CHAPTER I
LITERATURE REVIEW
2.1 Conceptualizing 2 Y I YA@odomy

Autonomy is the ability to obtain information and make decisions about one's own con@@yasn and

Moore, 1983) Autonomy is related to sefioverning, selfletermination and independence. Early

literature on ¢ 2 Y I ilbdomy focussed oneducation, occupation, and age differences between
spousesas proxy measures of 2 Y | YAdo@iomy (Dharmalingam and Morgan, 1996, Dyson and

Moore, 1983) For example, Abadigi996)used three measures to operatialize female autonomy:

female age at marriage, age difference between spouses, and female secondary school education.

2 2 Yl yeges ofeducation and economic activity were the most commonly used measures of auto

nomy. Later ong 2 Y | Wulbbaomy has been defined as their ability to influence decisions about
themselves or close household members, their ability to control economic resources, and their ability to

move freely(Bloom et al., 2001, Jejeebhoy, 200Epr Dyson and Moorél983) autonomy is the

OF LI OAGE G2 YIyALdzZ I GS 2y SedautdnuSnyhse Vi $ JSevdisanNes/ Y Sy i
social, and psychologicaglto obtain information and to use it as the basis for making decisions about
2ySUa LINAROGIFGS O2yOSNY Jpadey:r (iK2aS 2F 2ySQa AylAYld

Table2. The concept of women's autonomy agasured by others

Authors and Country of study  Operationalization of the concept of autonomy

Bloom, Wypig and Gupi{@001) control over finances, decisiemaking power, and extent of freedom of
India movement

Rani ad Bonu (2003) India health care decisiomaking

Rayman and Rao (2004) India  household decisioimaking; freedom of mobility

Furr and Dag2006) economic autonomy(income paid in cash and household income contribut:
women); physical autonomy (freedom of movement); decisieaking
Nepal autonomy (freedom to seek medical care and household decisiaking);

knowledge autonomy (literacy level and formal education)

Saleem and Bobg005) household decisiomaking; freedom of movement autonomy
Pakistan
Haq and Ali (2006) Pakistan education;decisionmaking;going out behaviourassets

Haile and Enqueselasgi2006) financial autonomy; household decisionaking; § R Kdza o6 Yy RQa
Ethiopia attitude

Acharya, Simkhada et 42010) ¢ 2 Y | ge@sion making on own health care; major household purchases

Nepal daily household purchases and visits to family and friends

Jejeebhoy and Sath#&2001) economic decisiomaking; mobility; freedom from threat from husband; anc
India and Pakistan access to and control over economic resources

Mullany, Hindin et al(2005) domestic decisiofmaking

Nepal

Senarath, U., and Gunawardene decisionmaking ong 2 Y | gw@ &ealth care
N. (2009)Nepal, Bangladesh anc

India

Allendorf, K(2007)Nepal household decisiomaking




2 2 Y I ydbaomy is a multidimensional concept and therefore difficult to quaniitye iterature on
autonomy, and specificallg 2 Y | guf@@domy, lacks consistency in defining the concepable2 shows

how autonomy has been operationalized in a number of ways and illustrates the considerable variation
in its conceptualization.

The separate but interdependent components@® Y | gu@aomy include knowledge autonomy, or

the education and exposure to outside world; household decisi@aking authority, or the extent to
which women have a final say in decisions and concerning themselves and their family; physical
autonomy, or the extat to which women are free of constraints on their physical mobility and right to
interact with others; emotional autonomy, or the extent to which women enjoy close bonds with
spouses and are free from the threat of violence and abuse; and economic aiadl aatonomy and
selfreliance, namely the extent to which women have access to and control over their own and their
household's economic resourcéSaldwell et al., 1982, Jejeebhoy, 1995pme authors also suggested
other demographic measures éf 2 Y | gufdaomy like age at marriage and age difference between
spousegCain et al., 1979, Abadian, 1996)

2.22 2 Y I adloadiomy and its influence on maternal health cardilization

Female members of the household are relatively disadvantaged in noawin¢ome countries with
regard to health and welbeing (Santow, 1995a)Both women and female children suffer from poor
health status in relation to their male counterparts in areas where patriarchal kinship and economic
systems limi%g 2 Y | gufo@omy(Caldwell, 1986)

The extent ofg 2 Y I gu@adomy has considerable impact on reproductive behaviour. Higher levels of
¢ 2 Y I guibaomy were found to be associated with delayed age at marriage of contraceptive
methods, and finallifertility control (Al Riyami et al., 2004, Jejeebhoy, 1995, McDonald, 20@0yer

levels ofg 2 Y | gufdaomy were found to be associated wigh2 Y | {6Mké body mass indegurr

and Das, 2006, Pryer et al., 2008)d under nutrition(Bindon and Vitzthum, 2002, Hindin, 200Dpwer

rates of child mortality were observed in households where women are more independent (Castle 1993,
Miles-Doan and Bisharat 1990) and where wonf&ve more decisiomaking powe(Gupta, 1990Q)

According to Guptd1995) ¢ 2 Y | gutbAomy is at its lowest point during the peak of childbearing
years, which has negative implications for health and overall development outcomes in terms of poorer
child survival, shver fertility decline, and poorer reproductive health. Women wdtlow status are less
likely to use modern facilities, whereas women wathigher status take the initiative in seeking care for
themselves and their children. Ahmed et 4R010) also found that women with the highest
empowerment score are more likely to use modern contraceptive mashattend four or more ANC
visits and have a skilled birth attendant.

Most of the literature suggests thai 2 Y | gutbaomy, measured as the degree of their final say in
household decisiomaking, is closely related to the health and welfare of women elmittiren. Still
women typically have relatively very little power over household decisiaking in many developing
countries(Smith etal., 2003, Shen and Williamson, 1998jomen have considerable lower social status
and autonomy than men in several parts of South ABigson and Moore, 1983, Jejeebhoy, 1995,
Jejeebhoy and Sathar, 200ihcluding Nepal(Niraula and Morgan, 1996, Bennett, 198Recogiring
the significant and positive relationship betweenz Y | id@iomy and maternal health service
utilization, several studies have highlighted the importance of enhanzifigY | uf@@domy to improve
maternal health service utilization in developing atries (Ahmed et al., 2010, Dyson and Moore, 1983,
Furuta and Salway, 2006)
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The International Conference on Population and Development (ICPD) has recognizetk tbE male

partners in reproductive health explicitly in the Program of Action. Chapter IV of the report of the ICPD

Ad O2yOSNYSR 6A0K WDSYRSNJ SljdzZl f AGéx Sljdzade |yR SY
Wal £ S NBALRYAAOARYOXS&GIYRY LI NHEROAIDKE Do)XBDGA DTS
promote gender equality in all spheres of life, including family and community life, and to encourage and
enable men to take responsibility for their sexual and reproductive behavior amcstlogal and family

roles (United Nations, 1994 paragraph 4.25)

The new reproductive health paradigm since ICPD has pointed attention to men who were absent from
previous reproductive health programs and increasing literature has demonstrated the need to
incomporate men in health initiativegHawkes, 1998, Carter, 2002a, Mundigo et al., 2008g idea of
increasing men's participation in reproductive health has received much attestime latenineties
(Bankole and Singh, 1998, Greene and Biddlecom, 200@) there is no generally accepted
understanding of what men's involvement aatly meangFrye Helmer, 1996)

Much of the work on male involvement in reproductive health decisions and practice has been shown to
be considerable, particularly in issues like family planiiivibizvo and Adamchak, 1991, Goldscheider
and Kaufman, 1996, Isiugkbanihe, 1994)abortion(Johansson et al., 1998, Kero et al., 1999, Rasch and
Lyaruu, 2005)sexually tansmitted diseases/HIV(Farquhar et al., 2004, Brewer, 200%)nd breast
feeding (Earle, 2000, Ekstrom et al., 2003, Stremler and Lovera, 2004, Thea et al., 2004y e,
comparatively few studies have been conducted on male involvement in maternal {B&itm et al.,

2000, Carter, 2002a, Mullany, 2006, Mullany et al., 2007)

Pregnancy care and childbirth are the most import&sues of reproductive health affected by male

partners. However, the influence of male partners in pregnancy care and childbirth is not well
understood (Dudgeon and Inhorn, 2004Although pregnancy and childbirth have been studied by
YSRAOItT FTYGKNRLIRt23A4a0Ga Ay |+ @I NASGe 2F O2y(GSEG:
childbirth outcomes have been less focug&lidgeon and Inhorn, 2004%tudies conducted in the US
AaK2gSR UGKIFG Kdzaol yRQaA Ayl Sy Aghahdy, deslred Samily siz& anda A RS N.
g 2YSyQa (Mo&dedmekryf 1096 8Santelli et al., 200Zpbin et al(2000)found that women often

RSTAYS LINB3IyYylyoOe AyuSyuaazy |a AyFtdzsSyOSR o0& (GKSA
desires.

Despite thislimited attention for Y| £ SQ&a Ay @2t @SYSy i Ay YFGSNylLrt KS|
demonstrated their influential role in pregnancy and cHiidth (Santow, 1995b)A study in Taland

(Jirojwong et al., 1999Jound that husbands were the primary sources ofciab support during

pregnancy. Involving husbands in health education programs enhances communication between
partners and promotes healtbeeking behavior§Turan et al., 2001, Westney et al., 198Rich as

antenaal care, safe delivery and child immunizations. In South Asian countries husbands are the main
actors in deciding about health care utilization, but they have a very little knowledge about pregnancy

and pregnancy carésingh et al., 1998, Bloom et al., 200@)study by Wang et g1998)in China found

that family planning interventions involhgnhusbands may reduce unwanted pregnancy and abortion

rates.

The study byCarter (2002b)in Guatemala showed a diffsry & & G2 NB NBIF NRAYy 3T YSy(
maternal health and helped to amend stereotypes about male partners role in maternal health. In her

study, male involvement in maternal health is relatively high, desirable and unique in both men and
$2YSyYy Qa afdligAsyaffetafl by factors like love, men's work demands, economic concerns and

men's knowledge. Feldman et §2000)demonstrated that social support during pregnancy especially
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by husbands or partners predicts better foetal growth and birth weights. Husbands support is found to

be more beneficial to the health and psychological ¥elhg of pregnant women than other family
adzZLIL2 NI @ 22YSyQa loAfAde G2 aSS]T KSIFIftdK OFNB FyR
determined by the head of household, usually the husbéddegle et al., 2001, Dudgeon and Inhorn,

2004) An unmatched case control study on contraceptive use conducted in Ethiblgide and
Enqueselassie, 2008)und a very interesting result, suggesting tia2 Y | gu@@omy does not have
adaAIYAFAOLIYG STFSOG 2y Oaadkldia®0sy RO& Y KNIHE INGENBY (i dza
important determinantof a0 2 dzLJt SQa O2y (i N} OSLIiA2y dzaS®

242 2V y@A 2y 2Ye YR KdzaolyRQa Ay@2t gSYSyi

LYGSNBSyiA2ya FAYAY3I 62YSyQa SYLRGSNNSYy(d F20dza LI
making over their own life choices while male p@rsQinvolvement emphasizes communication and
negotiation between partners in making decisiofi@ecker and Robinson, 1998Jhe ultimate aim of

both interventions is to empowewomen and improve their health and wdidking. Though these two

concepts are inherently related, they may be potentially opposing, as the more autonomous women

may not seek involvement of their male partners in the issues of maternal health. A study tehtyc

Mullany et al.(2005)in Nepal yielded the interesting findings that highee2 Y I gu@@omy measred

by sole final decisiomaking power was associated with significantly lower male involvement in
pregnancy health A similar study conducted in Guatemala found no association between gender
REYIlI YAO&a YSIadiNBER Ay GSN¥Ya 28l KBBal ¥ RAOS ez @3 NK i ¢
2001) The roles ofhusbandsmight changevhen women become more autonomous and empowered.

The relationship betweed 2 Y I sfaud andK dza o6 linydR€ent remains largely unexamined.
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SECTION Il

Section Il of this report describghe
methodology of the study. Both
guantitative and qualitative methods
were used to answer the research
guestions. Chapter Il describethe
study designs, study sample, methods
of data collection and organizatioof
field work. Furthermore, it presents the
measurement of the concepts and
variables used in this study. Finally it
gives a explanation on how the
collected data were analyzed.



14



CHAPTER llI
METHODQ.OGY
3.1 Study design

The studydesignwas cross sectionalising both qualitative and quantitative methodBhe qialitative R

LI NI 2F GKS addzReée gla Y2NBE O2yOSNYySR gAGK SELX 2N
health, while the quantitative part tried to assess the relationship between2 Y | gufbaomy and

Kdzaol YRQA Ay @2t dSYSy il o

3.2 Data collection tools and techniques

Forthe quantitative survey, data were collected from women who fzld/e birthin the year prior to

the surveyby faceto-face interviews usinga structured questionnaire. The questionnaire was at first
developed in English and then translated into Nepali. Pretesting of the questionnaire was carried out as
described below (section 3.2.3).

For qualitative data collection, idepth interviews and focus group discussions were conducted using
topic list and guidelines.

3.3 Organization of the field work

The study was conducted in Kailali district of Nepal. The field work was carrigdadose coordination
with the Forum for Awareass and Youth Activities (FAYA) Nepdiich is acommunity-based NGO in
Kailali district. FAYA Nepal hadmaternal and neonatal health project (Community Responsive
Antenatal, Delivery and Life Essential Support projeRADDEN Kailali district andhie field workers of
this project were recruited as enumeratorfor this study. The project officer acted dke local
supervisor for the data collection process. The field work was carried out frdhS&ptember to 36
November 201 1with athree-weekbreak in October for the Dashain and Tihar holiday.

3.3.1 Study site and sampling

Kailali district consists of 4¥DCs and two

municipalities. Four VDCs (Village Develo Sample size calculation

ment Committee a small administrative ared L7 Ll 6 Moede F{e9d 2F LXXXX
. €¢ a small ad Cl=p+1968 O6LJ [jkbo

in rural Nepal)in Kailali district were setted Where,

purposively based on the preference of FA® Cl = confidence interval of the proportion

Nepal and the enumerators. The selecte P = proportion of women who delivered in health facility
VDCs were Malakheti, Chaumal (16%)

g=%p=84%

N = sample size 5 o

At first the women who gave live birth during E“:’m g‘g ;ﬂ”at'o\;‘\l'ﬁ;e’ Eqiber?or tgrr'n y 05 RSNh«
the yearprior to the surveywhich entailed the E 2

period of 1 October 2010 to 30 Septembe  Taking 5 % marginal error, sample size can be calculated as
2011, were listed. The list was made by

reviewing health facility registers, consultin ~ N=(1.96)2X0.16X0.84 Hnc ®p £ HAT

FCHV (Female Community Health Voluntee (0.05)2

and houseto-house visis. There were 302, Taking 5 % noresponse rate, the final sample sis@32.
445, 276 and 266 women listed ithe
Malakheti, Chamala, Ramshikharjhala and
Thapapur VDCsespectively who have live births durinthe pastyear. From this sampling frame 82,
109, 75 and 75 women fronmthe Malakheti, Chaumala, Ramshikharjhala and Thapapur VDCs

Ramshikharjhala and Thapapur.

Box 1. Sample size calculation

15



respectivelywere sampled using random mber method. Hencghe total sample size for quantitative
survey was 341 women whielre more than the calculated sample size in Box 1.

3.3.2 Selection andraining ofthe enumerators

Four enumerators fronthe CRADLE support project were selectedtfe data collection. The Project
Officer of FAYA Nepal acted as field supervisor. The enumerators and supervistiaweckabout the
study, questionnaire and qualitative tools for two d4¥8 and 19 September 2011

3.3.3 Pretesting of the questionnaire

During the second day of thieaining, the pre-testing of the questionnaire was conductddvolving the
enumerators. The questionnaire was tested 15 recently delivered women in Seti Zonal Hospital,
Kailali. The respondents were women with children underears of age and were present for
immunizing their children. Based on the findings and feedback obtained from thtegting process,
the questionnaire was updated and refined. Resting helped to rephrase the wording of the
guestions, ensure the fl@ of questions and appropriate skipping patteand also gave experience to
the enumerators for conducting the interviesfor data collection.

3.3.4 Data collection

Data collection was carried out in October and November 2011. Each enumerator was assigned
VDC. As the enumerators were already familiar with the community, no specific problems were
encountered during the data collection process. Supervision of data collection was ddhe figld
supervisor and researcher himself. Aftae first weekof data collection, a review and feedback session
was organized to share initial experiences and difficulties during the data collection process. Te filled
guestionnaires were checked liye field supervisor and then by the researcher.

Informationonl A LISOG&a 2F Kdzaol yYRQa Ay @2t dSYSy i ogapedYy | G SN I
by gualitative methods. A total of 16 in depth interviews (six with women, five with husbands, two with
mothers-in law, two with service providers and one with FQkMre carried out All the women and
husbandsinterviewed had their last child bornwithin the duration of last one yeaiOut of the six

women, two women had labour migrant husbandsvo focus group discussio(iSGD)were conducted

one for husbands(eight paticipants) and one for women (ten participants) Participants forthe

interviews and FGDs were invited by field workers, together whth FCHV. All the interviews with

women and husbands were carried out in their home and community settiftgsFGD withwomen

g a O2yRdzOGSR Ay Y @hiltisNRRH witll NBbdndd wasScSritluctgdaischool.

Most of the interviews and both FGDs were recordedile in nonrecorded caseqginterviews),

extensive notes were taken. The researcher himself had dpeel the interview guidelinewhichwas

tested in one interview with women whaere attended arimmunization session in Seti Zonal Hospital.

The qualitative aspect of the study was largely intended towards expléidgi 6 | Y RQ& Ay @2t @SY
supportive roé towards women during pregnancy, at delivery and in the post partum pefiddice and

care or support during pregnancy, delivery and post natal period and preparations for birth were
discussed with the participantsEach interview took 40 mito 1 hour,and each FGD toakne hour 30

minutes to two hours. Participants othe quantitative survey were not included ithe in-depth

interviews and FGDs.
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3.4 Exclusion criteria

22YLy@a@z2y2Ye YR LI NIYSNDa Ayg@dz2ft @S Yioyihe wdén § SR I
whose husbands were present during her pregnancy and delivery, and during the survey period. It is
RAFFAOMzA G (2 YSIadaNB KdzaolyRQa Ay@2f gSYSyid Ay Yl
together during pregnancy, at delivery andtfire postnatal period. Many studies suggest that migration

2F YSY KIFAa YIFI22N) AYLI AOFGA2ya 2y 62YSyQa adl Gdzaxz
household, and even for the management of money and prop@egrtaula et al., 2011, Gulati, 1993)

So, the exclusion criteria alypto women whose husbandere not living with them since lashree

months preceding the survey tien
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Tabk 3.Summary of methodology

Study method Variables measured Sampling  Informants/respondents Survey methods  Instruments Data
analysis
Quantitative Independent variables: simple women who delivere  face to face guestionnaire descriptive
62 Y sudomymeasures random |IV8. birthduring the ' interview measures;
samplirg period of one year prior Chisquare;
Dependent variables: to the survey logistic
maternal health care regression
dzGAE AT FOGA2YT
involvement in maternal
health care utilization
Covariates:
Age education and
occupation of both woman
and husband; caste; wealth
index of the household; type
of marriage; type of family;
number of surviving children;
¢ 2 Y I gkpbdure to media;
¢ 2 Y I gkpedéence of
complaints during pregnancy
and at deliery
Qualitative maternal health care purposive  Service providers (ANM, in-depth interview; guidelines; Qualitative
utilization- household staff nurse, SBAs focusgroup checklists thematic
decision making prass; volunteers (FCHV); discussion analysis

Kdzaol yRQa & dzL.
pregnancy, delivery and past
yEGrt LISNAR2RT
involvement in maternal
health care utilization

recently delivered
women and husbands
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3.5Operationalization of the concepts
3.5.1 Independent variablesMeasures ofg 2 Y | gufddomy

2 2 Y I duibaomy was measured in four components: economic autonomy, domestic decision making
autonomy, physical autonomy, and intspousal communication. Women in the survey were asked
different questions related to theirtatus within household and their decision makipgwer in these

four components. In case of economic and domestic decision making autonoomerw were
considered to involve in decision making if they made decisions alone or jointly with their husbands.
These and similarther measures have been used elsewhere by different autidejeebhoy and
Sathar, 2001, Bloom et al., 2001, Dyson and Moore, 1983, Acharya et al., 2010, Allendorf, 2007, Furr and
Das, 2006, Furutanal Salway, 2006, Mullany et al., 20@6)asses® 2 Y | gufbaomy at household

level

Economic autonomy

Economic autonomy refers to economic decisinaking authority and was measured by whether or not
women has final say on financial decisions on hoakkpurchases, on decisions abau2 Y | ydgka
outside home, on deciding how to spent her income, etc. Five questions related to economic decision
making were asked. The responses includéadimen hersel® Husband Yéintly (involving womerQ

and \BtherQResponses were coded as 1 if the answer is women herself and jointly, otherwise 0. Hence,
the economiedecision making autononscoreranged from O to 5.

Domestic decision making autonomy

Domestic decisioimaking autonomy measures the freedom of womienuse or manage household
resources and the extent to which they have independent control over any resource. Five questions
were asked to assess whether they have a final say on: 1) what to do when a child is sick; 2) whether to
have another child; 3) sobling of the children; 4) buy foods for family meals; 5) use of family planning
method). The responses includteWomen hersel Husband YointlyQ and BthersQ and responses

were coded as 1 if the answer was women herself and jointly, otherwiseeficd{ the domestic
decisionmaking autonomyscoreranged from O to 5.

Physical (movement) autonomy

Physical autonomy was measured by freedom for movement. Women were asked whether they have to
ask permission from their husbands of or other senior membeheffamily to go five different places:

local market, local health facility, mothegsoup meeting, relatives or friends and nearby temple/church

or other religious place. The responses incllidesre We<lf permission is required (coded as 0) aHdQ

if permission is not required (coded as 1). Thereof physical autonomy also rangé&om O to 5.

Intra-spousal communication

Intra-spousal communication was measured by five questions to assess whether women communicate
with their husbands regardingommunity affairs, money matters, number of children to have, use of
family planning methods and health of the womadrhe responses includewere Ye<if she discussed

with husband(coded asl) and‘HoCf she did not discusse@oded a®). Thisscorealso manged from 0 to

5.

3.5.2 Other predictor variables (Covariates)

The surveymeasural economic and demographic characteristics both at individual and household
levels. At the household level we consider the following variables: caste, structure of the btu)ssatid
wealth index. Though different studies suggest religion as an important factor to influence both
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¢ 2 Y| gufd@omy and maternal health care utilization, it was not considered in the study as almost all
of the study population were Hindu. For thesta variable, there were six categories (based on National
Planning Commission, Nepal): 1) Dalit (untouchable lower caste); 2) disadvantaged Janajatis (ethnic
groups); 3) disadvantaged non Ddlérai caste group; 4) religious minorities; 5) relatively eaadaged
Janajatis; and 6) upper caste groups. The survey also asked a multitude of questions about the
ownerships of assets like a cycleadio, television, electricity, computer, refrigerator, availability of
water tap and toiletetc. and a wealth indewascreated by principle component analysis (PCA) method.
The items are similar to those used in Nepal Demographic and Health Survey (NDHSW2@liR).

index were categorized into five groups (quintiles): lowest, second, middle, fourth and highest.
Housdnold structure was measured as nuclear if only couple with or withiegir (unmarried)children

was residingr joint if included other members also.

Variables which are considered at the individual level are type of marriage (love or atyaage of

both women and husband, educational level of women and their husbands, age of women at first
marriageg 2 Y I ghplayme/ (i & (0 | (1 dza T K dzw@ Yy RXpssure tOrediifie duinBey >

of surviving childrerwoman hadc | YR 62 Yl yQa S E L93iNkgSpyeGrancy2afd aO2 Y LI |
delivery. Blucation levebf both woman and husbandasmeasured into sixategoriesWA f £ AHOI NG (G S Q
NEF R | yRLINONFH EEDNIO RS 0 QF INGIARRE B - a 9 BEBE LoRdboved ¢

(higher secondary ouniversityf? ® 5 dzNAyYy 3 RIGKNBY | ORASAINRYDBWKI S 0
SRdzOF GA2y W Ay Of dzZRAY 3 A fMAMRIRSING (SR dzQf Ririch@lyyskd Wik dERyAR/
f SOSTKA IKYSRNIUE RdAzOI G A 2 Yy W Higifed $ecaiargribode SGaduyatoh dibothl y R
woman and husband was measured into five categories: agriculture, labour, business, service and
others, with additional one category for women; the housewife. Most of the women in this study
reported their occupation either howesvife or agriculture. In Nepalese society, most of the women who

are housewives also work in agriculture and vice versa 2oY | ghfplyment status was during the

data analysis was categorized into only two levels: women working in agriculture or asatiieuand

women employed in occupation other than agriculture and housewife. Y | ¥xQasure to media was

assessed by asking whether they were exposed to three types of mass media: radio, television and
printed media (newspaper and magazines). Woman waed as exposed to media if she was exposed

to any of the three types of media during last weék2 Y | yexpdrience of comgaints during

pregnancy anét delivery were measured as health risk related factors.

3.5.3 Outcome Variablg Dependent Variabls

ME G SNY I £ KSIFf GK Ol NB dzij)\f)\TI-(H\zy AGaStFT yR Kdzaol
the outcome variables.

Maternal health care utilization

Maternal health care utilization was measured in terms of different types of maternal heatticese
utilizationduring pregnancy and at delivery of the most recent child birth.

Antenatal care

Variables considered in antenatal care utilization were number of times woman received antenatal care
from skilled provider, number of months pregnant at tiire of first ANC visit, consumption of iron and
folic acid tablets, received two or more TT injections, and consumption of intestinal parasite drugs
during the most recent pregnancy.

WHO recommends at least 4 visits for pregnant women to a trained pwiofeal and the first visit
should be within four months of pregnancy. So combining the duration of first visit and number of ANC
visits, a new variable ANC sufficiency was created. ANC sufficiency was coded as 1 if a woman had made
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four or more ANC visitand the first visit was within first four months of pregnancy, otherwise coded as
0.

Delivery care

Delivery assisted by skilled provider, place of delivery, and number of PNC visits were considered as
delivery care utilization. Assistance during delivergidates whether the delivery was conducted by
skilled birth attendants (SBAs) which include medical doctors, nurse/midwives or other health workers
trained in SBA (coded as 1). Assistance received from a traditional birth attendant, or a relative/friend
and no help are considered as makilled assistancgcoded as 0 For place of deliverywoman who
delivered in institutions (health facilities) was coded as 1 and woman who delivered at home was coded
as 0. Institutional delivery includes all types d@éliveries conducted in health facilities such as
government hospitals, health centres, health posts, birthing centres, private hospitals, clinics and
nursing homeskor PNC service, women who received at least one PNC after delivery, women receiving
first PNC within 24 hours of delivery and women receiving three or more PNC were measured.

ANC sufficiency (sufficient or not sufficient) and place of delivery (health facility or veene)used as

the primary outcome variables representing materh@alth cae utilization because ANC sufficiency
captures both number and timing of ANC visits while women who delivered in health facility are more
likely to utilize other delivery and post natal health services.

| dziol YRQA Ay @2t dSYSy (i agh YFGSNYIFt KSIFfGdK OF NB dziA
| dziol YRQA Ay @2t @SYSy G & & hush8ndsatdANS Risitsd ancit dekvBry LINS & Sy
conducted athealth facility.

| dziol YRQ&AANDIE &Sy OS

| dzaol YRQa Ay @2t @SYSyid Ay FydSyridrt OFNB é6Fa YSI ad
ante natal care visits. If a woman is accompanied by her husband in any one of the ANC visits then the
response was coded asifinot then coded as 0.

| dza 0 |pyeseara atelivery

Similarly K dza 6 FinydR/éndent during deliverwasmeasured byK dz& o Ipsésesréat health facility

delivery.l dzi ol yYRQA LINBaSyld Rd2NAYy3I AyaildAiddziazylf RStAGS]
health institution or delivery was institutional but not accompanied by her husband then, it was coded

as 0.

Allthe out@ YS @I NAI 6f S& 6SNB O0OAYylINBE® CdzNIKSN¥Y2NB>X GKS
health care during pregnancy and delivery was described based on qualitative findings fdemthn
interviews and focus group discussions.

3.6 Data analysis
Quantitative data

At first, descriptive measures of study population and its secimnomic and demographic
characteristics, extent of maternal health service utilizatign2 Y| y @& 2y 2 Y & I YR K dza o
involvement were described. For continuous study variables, maeand standard deviations were

calculated and for categorical study variables, proportions were compuBsdariate association

between sociedemographiccharacteristics and outcome variables of interest were assesseetdsy t

for continuous and chi-squae test for categorical variablesVariables found to be significantly
associated (at 10% level; p < Puith outcome variables were then usedhivariate andmultivariate
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logistic regressiomodels The measure of association (effect measwvaycalcubted generating odds
ratios (ORs) and confidence intervals (95% Cls). Data was analyzed by SPSS (17 V).

Qualitative data

The informationcollected from indepth interviews and FGDRgas systematically analyzed to explore the

roles that husbands play durinipe childbearing period of their wifeAt first the recordings were

transcribed and all the transcripts were read several times by the reseaukltre data were collected

in Nepali language anithe English translations were also made by researcherdifiss the guideline

for qualitative data collection was developed focusing on the different topic lists describing the
involvement of husbands ia 2 Y | pidbedinal health, the data was also coded into respective topic lists

by top-down codingto reduce the data making clustering into major themeEhe main themes/topics

AyOf dzZRSR FT2N¥a 2F Kdzaol yRQa Ay@2ft dSYSydT | RGAOS 13
pregnancy, at delivery and in post natal period; birth preparations made by the calynlieg) the most

NEOSYy(d O0ANIKT (y26fSRIAS 2F KdzDoA YieNAf 2y 2N¥V& SRy f
involvement in maternal health. Theescription of findings on these topic lists with key illustrative

verbatim narratives ipresented in thiseport.

3.7 Ethical consideration

Ethical consideratiamnwere covered bygetting approval fronthe ethical review board of Wageningen
University andhe District Public Health Office (DPHO), Kailali. Verbal informed consent astablished
with the participants beforeeach interview and objectives of theesearch were clarified to them.
Participants were assured that their privacy and confidentiality would be highly respeditedther
important ethical dilemmasequiring seriousttention were observed inkte study.

3.8 Validity and eliability

The questionnaire was translated into the local language (Nepali) and pretested for refinements.
Enumerators were well oriented about the data collection procedure and a manual for data collection
was developed and sfiributed to the enumerators and field supervisor. The filledjuestionnaire were
checked and edited each day by field superviaod the researcherThe researcher himself was
involved in the data collection and analysis pridges to minimize the errorExpert opinions were taken

from time to time as per need of the research process
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SECTION Il

Section Il of this report includes results
of the study. A first descriptive
characteristics of the study sample are
presented. Then after, the report
presents the results of different types
of analysis including bivariate-tést
and chisquare analysis, and
multivariate logistic regression
analysis. This section also includes the
results of qualitativdindings.
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CHAPTER IV
RESULTS

This chapter begins with the description of spousal separation among the study samples (section 4.1), as

it has to do with the inclusion cdtia of the sample in analysisThen after, the results of both
guantitative and qualitative data analysis are presented. Section 4.2 consists of the descriptive of the
study variables including soeitemographic characteristicg, 2 Y I gufaomy, maternahealth care

dz At AT FGAR2Y YR FTAYlLIffteé KdzaolyRQa Ayg2ft @dSySyidoe { S
association between socidemographic characteristics andutsome variables of interest. Biriate

analysis is furthermore explainedy Hogistic regression analysis in section 4.4. The final section of
guantitative results (section 4.5) presents the results of multivariate analysis predicting the association
betweeng 2 Y | gufdAaomy and outcome variables. Section 4.6 presents the sumofagyalitative

findings

4.1 Spousal separation and its impact on analytical sample size

The pimary objective of this study wa® assess the relationship between2 Y | #uibaomy and

Kdza ol YRQA Ay @2t dSYSy il Ay YL (i SdddeiherKis thi§ régort, BokthNB  dzii
$2YFYy YR KSN) KdzaolyR fAGAy3a (23SGKSNJ Ay {G(KS al
involvement. The proportion of women whose husbands are living away from home for considerable

period may have implications on nemluctive behaviour and healtbf the family including women

However the full explanation of these aspects lies beyond the scope of this study. The concern of
spousal separation in this case is becalis S RSFAYAGA2Yy 2F KdzaostydRQa Ay ¢
O0Kdzaol yRQa LINBaSyOS |4 !'b/ YR KSFHfGK FrOAftAGE R
husbands were frequent migrants and not livinghe same household wittheir wife during the time

of pregnancy and delivery. Furthermotbe absene of husbandsmay affect the degree of 2 Y I y Q&
autonomy in the householdas we considered woay’ Q a | dzii the/dcis®dnrmbking power irthe

domestic spheras compared to other household memisgprimarily the husband.

Nepalhasbecone alabour exportng countryduring last decadeln the study also, income fromigrant
labour, especially to big cities of India, is the main source of livelihood for many households. Women
were askedvhethertheir husband vaspresent(living in the same householdj the time of survey and

if no, what theduration was during which he was living out of the household.

Table4. $ousal separation

n %

Living with husband at the time of surv@y = 341)

Yes 239 70.1

No 102 29.9
Spousal separation duratigiN=102)

Upto 3 months 37 36.3

4 to 12 months 53 52.0

More than one year 12 11.8

Table4 shows thatout of 341 women who completed the surve339 (70.26) had thai husbands living
with them or were not frequent migrantswhile 102 (29.96) women reportedhat their husbands live
away from home.Out of the womenwho reported spousal separation, 37 (36.3%Yeported spousal
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separation of less than three months, §2.0%)reported spousal separation of three to 12 months,

and 12 (11.86)reported of more ttan 12 monthsThe responsesoa 2 YI Y @42y 2Ye& | yR Kdza o
involvement in the questionnaire were recorded for those women whose husbands were not frequent
migrants(n = 239)and are living together at the time of survey, and also women whose husbands we

migrated for no more than three month® = 37) This limited theritial sample size of 341 to 276r

bivariate and multivariate analysis to predict the association betweeg Y | ya@anomy and

Kdzaol yRQa Ay@2f gSYSyio

prior to the survey.

4.2 Descriptives of the study sample

4.2.1 Sociademographic characteristics

h Y S beéas¥ hey husband dietl daNInéhBdNI R NP L

The following section presents the soglemographic characteristics of the study sample. The tables in
this section const of statistics for total sample to which the questionnaires were filledand also the

comparison between final reaid and excluded (dropped out) case.

Demographic characteristics of study sample

Three hundred and forty one questionnaires were adstgried to the women who have given birth

during last one year. Tabishows the demographic characteristics of study sampean age of the

respondents was 23.65 (SD = 4.45) years (age rangetd5/ears).Out of these women, 45 (13.2%)

were younger tlan 20 years, 170 (49.9%) were in 20 to 24 years age group, 100 (29.3%) were in 25 to 30
38 2F NBaL
husbands was 26.6 (SD = 4.9) years (age rangBdgears)Higherproportion of the husbands (40.9%,

n = 139) were between 20 to 24 years age, 124 (36.5%) were below 24 years while 77 (22.7%) were 30
years or older (not showim the table). Similarly, Tabkalso shows that the mean age of first marriage

and mean agefdirst pregnancy were 18.5 (SD = 2.9) and 19.8 (SD = 2.7) years respectively.

years age group and 26 (7.6%) were 30 years or @fddrshown in tabledp

Table5. Demographic characteristics of study sample

aSlky

Realized Excluded b (2
Characteristics Total samplgN = 341) (;a;n;;es) (sNar:%Ig) tatile?t—
Mean SD Range Mean SD Mean SD est)
Age of women ( Years at last birth day) 23.6 4.3 15-40 234 4.1 24.2 49 ns.
Age of husbands ( Years at last birth di 26.6 4.9 18-50 266 4.9 26.7 50 n.s.
2 2 Y| #dge at marriage 185 2.8 13-30 184 238 18.8 27 ns.
2 2 Y|l ¥ge at first pregnancy 198 26 14-35 19.7 26 20.3 24 ns.
Family size 8.1 40 1-28 8.3 4.2 7.0 3.2 0.006
Number of surviving children 1.9 1.0 1-7 1.9 1.0 1.8 1.0 ns.
Age of last child (months) 5.8 34 1-12 5.8 3.4 5.6 3.1 ns.

A women had around two surviving children (SD = ih. Bverage The number of surviving children to

the women ranges from one to eight. Majority of the women (44.6%, n = 152) had one child while 34.9
percent(n = 119) an@0.5percent(n = 70) of women had two and three or more childrespectively

(Table 5. Mean age of the last child was 6.1 months (SD = 3.8). Average number of the members living
in a family was 8.1 (SD = 4.03), indicating that majority of the sampteces joint family Table 4 also
shows the means and SDs of realized (operational) and excluded sample anevdhe$ of the
difference in means by-failed t-test. The realizedample has higher mean score of family size titen

excluded samplgx<Q01).
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Social and reproductive characteristics of study sample

As shown in Tablé, majority of the women (46.3%, n = 158) were from disadvantaged ethnic caste
groups followed by upper caste groups (31.7%, n = 108), rdlathdvantaged ethnic groups §8%, n =

29), untouchable lower caste (8.2%, n = 28) and disadvantagedDalinTerai caste groups by their
ethnicity. More than half (53.9 %, n = 180) of the women reported their marriage type as love marriage
and around thredfourth (73.5%, n = 350) ¢iie women livel in joint family. Similarly, sex of last child in
more than half (55.1%, n = 188) of the women was rfrad¢ shown in table)

Education and occupation of study samples

More than one forth (26.1%) of the womérad alow educational level (diter illiterate, had not been to
school or could not complete primary educatipd®.8percenthad middle level education (completed
primary education)and 31.1percent had ahigher level education (secondary or higher education),
while for men thepercentages werel1l.7, 39.3 and 49.0 respectively.

The majority of the women were housewives and/or engaged in agricultéreery low proportion of

the women reported their occupation as lab@uror working inservicesor business. The occupation of
women was cgegorized into two types; working as housewife and/or agriculture aiegbr occupations

other than the first category. Most of the women (86.8%) work in agriculture and as housewives. Among
husbands, the main occupation was labour (46.9%), followed byicee(20.8%), business (14.8%),
agriculture (12.2%) and others (5.4%).

Media exposure

Women were also asked whether they were exposed at least once to three major types of mass media;
newspaper,televisionand radio/FM.Among the three, the adio was the mset popular among the
women (73.6%), followed by television (69.2%). The percentage of women who read newspapers and
magazine was much lower (18.8%le najority of the women (88.8%, n = 302) women had exposure to
any form of media at least once a week, il@h39 (11.4%) of women reported that they were not
exposed to any of the three media (Table
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Table6. Socieeconomic and reproductive characteristics of study sample

Total Realized Exclued
Characteristics (;a:mspdli) (;a:mzp;z) (ﬁ T %IGe) H Sig.
n % n % n %
Ethnicity (caste) 23.99** <0.001
Untouchable lower caste 28 8.2 20 7.3 8 121
Disadvantaged ethnic groups 158 46.3 145 52.7 13 19.7
Disadvantaged noebalit Terai caste 18 5.3 14 51 4 6.1
Relatively advataged ethnic groups 29 8.5 20 7.3 9 136
Upper caste groups 108 31.7 76 27.6 32 48.5
Type of marriage 0.053 n.s.
Love marriage 180 52.8 146 53.1 34 515
Arrange marriage 161 47.2 129 46.9 32 485
Type of family 1.848 n.s.
Nuclear Family 91 26.7 69 251 22 333
Joint Family 250 735 206 74.9 44 66.7
2 2 Y ¢dation 5.107 n.s.
No schooling or incomplete primary 89 26.1 79 287 10 15.2
Completed primary education 146 42.8 114 415 32 48.5
Secondary or higher 106 31.1 82 2938 24 36.4
Husband3 education 8.57F 0.014
No schooling or incomplete primary 40 11.7 39 14.2 1 15
Completed primary education 134 39.3 107 38.9 27 40.9
Seondary or higher 167 490 129 46.9 38 57.6
2 2 Yl ycupation 1.122 n.s.
Working as housewife/agriculture 295 86.8 236 85.8 59 90.8
Other than housewife and agriculture 45 13.2 39 14.2 6 133
Husband's occupation 18.06*  0.001
Agriculture 41 12.2 40 147 1 15
Labour 158 46.9 117 430 41 63.1
Business 50 14.8 45 16.5 5 77
Service 70 20.8 53 195 17 26.2
Others 18 5.3 17 6.3 1 15
Number of surviving children 0.408 n.s.
1 152 446 121 44.0 31 47.0
2 120 35.2 99 36.0 21 318
2+ 69 20.2 55 20.0 14 21.2
2 2 Y| ¢xQasure to media 0.445 n.s.
Yes 302 886 242 880 60 90.9
No 39 11.4 33 120 6 9.1

Chisquare statistics in Tabeshows thatthe operational and excluded sample differed from each other

Nnel KYAOAGE 6L rAndanamML X
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4222 2 Y| yiulohomy

The distribution of women with respect to the four dimensions of autonomy and sjulese items are

shown in tables and8.

The general patterof g 2 Y I fh&él day in decisions at household level was quite low in this study. Very

low proportions of women were sole decision makers in economic and domestic decisions {J-able
Women alone were least likely to have final say in decisions relatethaking large household

purchases, schooling of children, whether to have another child and use of family planning. A
substantially large percentage of economic decisions were made by members other than women and

their husbands (usually fathein-law andmothers-in-law). Decisions about family planning use, having

another child and schooling of children were most frequently cited joint decisions by women and
husbands.

Table7. Distribution of economic and doratic decision making autonomy E\275)

Final say in decisions (%)

. Wife and
Autonomy measures \a/l\l/(;fse ;zit;and _hgsband Others
jointly
Economic autonomy
Whether women should work outside the home? 6.9 30.2 21.1 41.8
How money that the women earned will be spent? 11.6 18.2 30.9 39.3
Making large household purchases e.g. jewellery, land, e 4.4 20.4 26.9 48.4
Making household purchases for daily needs? 19.3 12.4 22.9 45.5
Changing make up of household spending? 4.4 23.3 24.7 47.3
Domestic decision making autonomy
Health caredr children? 19.6 7.6 48.0 24.7
Whether to have another child? 3.6 3.3 91.6 15
Schooling for children? 1.1 15.3 80.0 3.6
Foods to buy for family meals? 15.3 9.1 52.0 23.6
Use of family planning method? 3.3 4.0 91.3 15

Table 8shows that only one fith (24.7%) of the women require no permission from husbands or other

senior members of the family to go the local market while the same proportion for visiting local health

facility was 39.3ercent Around half of the women can go to community centreYo (i K S NI &

I NR d:

meeting, relatives or friends in the village and nearby religious place without any permission from

others. The poportion of women who discussed with husbands in this study was quite high as
compared to other autonomy measures. More than @&centof the women used to discuss money

matters of the family, the number of children to have, use of family planninggady | y Q &(TekI8 I f G K

8).
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Table8. Distribution of movement autonomy drintra-spousal communication (N 275)

Autonomy meastes %

Movement autonomy (freedom for movement)
Women do not require permission from husbands or other senior members to go to:

The local market 24.7
The local health facility 39.3
Community centre, mother group meeting 44.4
Relatives or friends ithe village 50.6
Nearby temple/church or other religious place 56.4

Intra-spousal communication
Women discussed with husband about:

Community affairs 70.2
Money matters of the family 94.2
The number of children to have 96.0
Whether to use familplanning methods 95.3
Health of wonan 90.9

Composite measures of each dimensiong & Y | gufd@omy were created based on the responses of
women in different items of autonomy measures. In traditional societies like Nepal, very few young
women have solelecision making power in domestic spheré&sthis dataset also, a substantially lower
proportion of women had final say in decisions. Hence, for economic and domestic decision making
autonomy, women were considered to involve in decision making if tlaeyrhade decisions alone or
jointly with their husbands. Women were scored 1 for responses to each item that included her (along
or jointly) in final say in decisions, otherwise they are scored 0. For movement autonomy women were
scored 1 to each item if #y do not require permission from others. Similarly, for irgpousal
communication autonomy, responses were scored 1 if women discussed about the items presented with
their husbands, otherwise 0.

As each of the dimensions of autonomy has five items, ¢hmposite autonomy score for each
dimenrsion ranges from 0 to 5. Table @esents the mean autonomy scores of each autonomy
dimensions and its standard deviation. InBpousal communication has higher mean score (4.47, D =
1.02), followed by domestic de@s making autonomy (3.95, SD = 1.08), movement autonomy (2.29, SD
= 1.66) and economic autonomy (1.73, SD = 2.02)

Table9. Mean aubnomy scores

AutonomymeasuregN=25) Mean score SD

Economic autonomy 1.73 2.02
Domestic decision making autonomy 3.95 1.08
Movementautonomy 2.29 1.66
Intra-spousal communication 4.47 1.02

Women in this study scored relatively higher mean score in -Hsp@usal communication, followed by
domestic decision making autonomy, movement autonomy and economic autonomy scores.
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4.2.3 Maternal health care utilization

The survey asked several questions related to utilization maternal health care services during pregnancy
and at delivery to women who gave live birth within the last one year prior to the survey period.
Questions isludedwere whether they had obtained antenatal care during pregnancy, consumed iron
and folic acid tablets and received tetanus toxoid injections. Women were also asked where the delivery
took place and who assisted their last delivery.

Ante natal care

AYGSYLFGFrtf OFNB o6!'b/ 0 NBFSNER (2 daOFNB Rdz2NAYy3I LINB
treatment to promote the health and webeing of mother and foetus. ANC constitutes both
educational and therapeutic interventions about planning for safe birtld @&mergencies during
pregnancy(Chalmers et al., 2001ANC service should help families and parents in transiting toward
responsible parenthood. WHO recommends at least four visits to skilled health attendant for antenatal

care in each normal pregnancy, indlugl the first visit within four months of pregnany/HO, 2001)

Theproportion of women who received skilled antenatare during the pregnancy of most recent birth

was 96.5percent Average number of ANC visitade during the most recent pregnancy wéas. Most
women(75.1%) had four or more ANGsits duringtheir last pregnacy and &.2 percenthad their first

ANC visit within the first four months of pregnancy. A new measure of ANC utiliz#tlodo / & dzF FA OA Sy
was created. ANC was termed sufficient if the women had made four or more ANC visits during last
pregnancy and théirst visit was made within firsiour months of pregnancy. Tabl® shows that 72.7

percentof the women received sufficient ANC during their last pregnancy. Similarlyp8rcdnttook

iron and folic acid tablets, 64#&rcent d the births were proteted against neonatal tetanus, and 94.7

percentof the womenwere treated by antenelminthicdrugs.

Tablel0. ANC service utilizationyowomen during last pregnancy

Total Realizled Excludled
Variables (N=341) (;azngg) (s,\? 21(?;) . H vaF\)I-ue
n % n % n %

Women receiving antenatal care from skilled provider 329 96.5 266 96.7 63 955 0.254 n.s.
Number of ANC visit 11.581** 0.003

None 12 35 9 3.3 3 45

1to 3 73 214 49 178 24 364

4 + 256 75.1 217 789 39 59.1
Number of months pregnant at time of first ANC visit 2.993 n.s.

No ANC 12 35 9 33 3 45

< 4 months 287 84.2 236 85.8 51 77.3

4 months + 42 123 30 109 12 18.2
Women who had sufficient ANC visit 248 727 212 771 36 545 13.64* <0.001
Iron and folic acid tablet consumption 321 944 262 95.6 59 89.4 2817 n.s.
Received two or more TT injections during last pregna 219 64.2 179 65.1 40 60.6 0.466 n.s.
Took intestinal parasite drugs 320 94.7 259 945 61 953 0.064 n.s.

@skilledprovider refers to doctor, nurse or midwife
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The cluded sample differed with respect tbe number of ANC visitand ANC sufficiency. Wan

whose husbands were frequent labour migrants (excluded sample) had visited lesa®ftempared to
women whose husbands were not frequent migrants. For example, woman who had four or more ANC
visit during the most recent pregnancy was 78&rcentin operational sample whilen the excluded
sampleit was only 59.Jercent Similarly, higér proportion of woman from operational sample (77.1%)
had sufficient ANC visit as compared to excluded sample (54.5%).

Birth preparedness

Nepal government has recently implemented the birth preparedness program which outliees
different preparations mthers and families should make far safe birth. The brth preparedness
program recommends families to save money for emergencies, arrange transportation facility-before
hand based on local conditions, identify persons who can and are eligible to dooat iblrequired,

and identify and contact health workers who can assist delivery and provide sg@iitREEGO, 2004)

110—
100—

90—

80—

Percentage

1 1 1 1
No preparation Saved money Arranged for Contacted health Found blood Others
transport w orker donor

Specific preparations made before delivery of the most recent birth

Women were asked whether they or their husbands had made afnthe four birth preparedness
arrangemens before the delivery of the most recent birtiAbout 80 percent of thavomen reported

saving money, twdhirds arranged for transprtation, nearly half of the women identified and cen
tacted a health worker Less than ten percent identified person who ould donate blood if required.
Some of the women also reported that they had bought safe delivery kit and adafu and

clothing. Overall, 82.6ercent of women reported that the coupldhad made at least one of the
arrangementdor birth preparation(Table 12).

Delivery and post natal care

The rational health policy of Nepal promotes deliveryadtealth facility bya skilled birt attendant to
ensure appropriate medical attention and hygienic conditions at delivery whereby reducing the
complications and serious illness of the mother and baby.

In this study, 70.percentof the women were assisted by skilled birth attendant (SBA)ch includes
doctor, nurses and midwifes. FCHVs assisted ipér@ent and traditional birth attendants assisted in
12.4percent In one inten (10.9%)casesthe birth was attended byarelative oranother person.
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Twothird (66.9%) of the women dekred their last birth in health facilit@milarly, 73.0percentof the
women had received at least one post natal care service, but onlypEsd@ntof the women received
the recommended three or more PNC services. Most of the women (93.8%) alscedegdamin A
capsule within 45 days of delivery.

Tablell. Delivery and PNC service utilization by women

Realized Excluded
Jf);jll sample sample p-
(N=341) (N=275) (N=66) " value
Delivery and PNC services n % n % n %
Persons providing assistanaedelivery’
Doctor 13 3.8 8 29 5 76
Nurse/midwife 226 66.3 192 69.8 34 515
Other health workes’ 5 15 3 11 2 3.0
FCHV 16 4.7 11 4.0 5 76
Traditional birthattendant 42 124 34 125 8 121
Relatives and other 37 109 25 91 12 18.2
No one 2 0.6 2 0.7 0 0.0
Delivery assisted by skilled provider 239 70.1 198 72.3 39 59.1 4.370* 0.037
Delivery at health facility 228 66.9 190 69.1 38 57.6 3.185 n.s.
Women receiving at least one PNC after delivery 249 73.0 209 76.0 40 60.6 6.402* 0.011
Women receiving first PNC within 24 hours 241 70.7 202 735 39 59.1 5.298* 0.021
Women received 3 or more PNC 51 15.0 46 16.8 5 7.6 3541 ns.

Receivd vitamin A capsule within 45 days of delive 320 93.8 257 93.5 63 955 0.368 n.s.

v aldlGAadA0 O2dAZ R y2i 0SS OFtOdAFGSR 06801 dzaS Y2NB GKI
® Other health workers include Health Assistant, Auxiliary Healorker, Village Health worker and Maternal and Child Healtr
worker.

Women fromthe operational sample tended to hawaore skilled birth assistance at the most recent

birth (72.3% as compared to 59.1%), at least one PNC ddtrery (76.0% as comparéa 60.6%) and

first PNC within 24 hours of delivery (73.5% as compared to 5¥t¥bYhose of the excluded sample

Two variables from maternal health care utilizati@&iNC sufficiency anplace ofdeliverywere used for

further bivariate and multivariatanalysis.

nduodn | dzaockyRQa Ay@2f dSYSyid Ay YIFIGSNyrt KSFftaGK OF
CKS tS@Sta 2F Kdzaol yRQa Ay @2 f owen $foynd quiedphign2hiisS a Ay
study (Table 12. More than 80percentof the women discussedbouttheir healthwith their husbands

during last pregnancy. Women were asked whether they and their husbands made any arrangements
for birth preparedness and the responses included were financial arrangements, transportation during
emergency to reaclhe health facility, whon to approach for delivery and arrangement for a person

who @uld donate blood in case of emergency. A substantial proporti@68) of womersaid to have

arranged any of the four preparations for delivetggether with the husband Furthermore, 40.7
percentof the women were accompanied by their husbands at ANCansihusbands were present for

three or more times irone third ofthe casesHusbands were present at delivery78.2 percentof the
caseswhile this percentage was 59.3 fbealth faciliy deliveries.
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Tablel2. Distribution of lusband's involvement outcomes €75 otherwise indicated)

Male involvement outcomes n %
Discussed with husband about health during pregnancy 225 81.8
Birth preparedness arranged by women or husband (n = 270) 223 82.6
Husband presentait ANC visit 112 40.7
Number of times husband preseat ANC (n=112)

1 42 375

2 36 32.1

3 or more 34 304
Husband presenat delivery 215 78.2
Husband presenat health facilitydelivery 163 59.3

The two variables; husby RQa LINB&ASYy OS |G !'b/ @GAairid RdzZNAYy 3 LINE 3\

G KSFEGK FrOAftAdGe 6SNB dzaSR a GKS YSFadiNBa 2F K

4.3 Associatiorof socicdemographic characteristicwith maternal health are utilization and
Kdzaol yYRQA Ay@2f @dSYSyi

This section presents theesults of the bivariate analysis of the relationship between secisnomic

and demographic characteristics and outcome variabl€ke ®cioc-economic and demographic

characteristics inclded ethnicity, wealthg 2 YI ¥ R Kdza ol YRAAYISIRADI| Kdz2 §FZy

occupation, type of marriage, type of family,2 Y | gx@dure to mediag 2 Y| ¥ PR Kdzia ol Y RQ

and number of surviving childred. 2 Y | ¥xperience of health complaints daog pregnancy and at

delivery, and ANC sufficiency were also included. Outcwagables consisted of two variables

YSFadz2NAYy3 YIFGSNYL € KSFtGK OFNB dziAft AT FGA2Y | yR

maternal health care utilization. This sectialso presents the results of-test or chisquare test for

association with correspondingy@alue estimating the relationship between the independent variables

and outcome variables.

Q

Q¢ ¢

— (YY)

4.3.1 Maternal health care utilization
Maternal health care utilizatiowas measured by ANC sufficiency and place of delivery.
ANC sufficiency

ANC sufficiency was measured as sufficient if the woman had made four or more ANC visit during the
most recent pregnancy and the first ANC visit was maidlein four months of pregnacy. The mean age

of husbands was significantly lower among women who had made sufficient ANC visit as compared to
women who had not made sufficient ANC viSihe umber of surviving children the woman had was
also associated with ANC sufficiency. The meamber of surviving children was significantly higher
among women who had not made sufficient ANC yathough this reflects the age effect on parity.
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Tablel3. Bivariate association of maternal health care utilization with demographic charaictefi¢=

275)
ANC sufficiencgmean) Delivery at HEmean)
Demographic Characteristics p-va!ue p-val'ue
Yes No (2-tailed Yes No (2-tailed
t-test) t-test)
2 2YI dgea 23.2 24.1 n.s. 23.1 24.3 0.024
Husband's age 26.3 27.7 0.042 26.4 27.1 n.s.
womay (age at first marriage 184 18.4 n.s. 18.3 18.6 n.s.
2 2 Y|l dge at first pregnancy 19.8 19.3 n.s. 19.6 20.0 n.s.
Family size 8.3 8.4 n.s. 8.4 8.1 n.s.
Number of surviving children 1.8 2.2 0.019 1.8 2.1 0.051

As shown in Table 14he proporton of women whamade sufficient ANC visstduring the most recent
pregnancy was highest in disadvantaged ethnic groups (82.8%), followed by disadvantagedlinon
terai caste groups (78.6%), upper caste groups (73.7%) and relatively advantaged ettpsq gdcfo).
The proportion of women was lowest the untouchable lower caste groups (55.0%9w proportions
of women makingsufficient ANC visstwere alsofound in the lowest wealth quintile (64.9%3among
women with low education (69.6%) and wam having a husband with low education (59.0%)lomen
employedin occupation other than agriculture and housewifeade more sufficient ANC visitthan
thoseworking in agriculture and as housewife.

Women who reporté their marriage as arrangéhada higher propation of making sufficient ANC visit
(79.0%)than women who reported their marriage aa love marriage (68.3%). Women who were
exposed to any of the three mass media (ratlidevisionand magazines) at least once a week were also
found to have made suffient ANC visit(81.4%).Not surprisingly, greater proportion of women who
had experienced complaints duripgegnancyhad made sufficient ANC visit

Characteristics found to be significantly associated with ANC sufficiency (at 1% level of significance)
were ethnicity, 6 2 YI B R&#z0F (A 2y > Kdzi é R Y R @dupafior,degpe of Anfayidge,
62YI §RBIR &dzNB (2 YSRAIF I KdzAol yRQa 4 AOCIIgxpRinced NI 2 F
complaints during pregnancy.
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Table 14. Bivariate assaation (chisquare) of maternal health care utilization witlecso-economic
characteristics (¥ 275)

Characteristi ANC sufficient Delivery at HF
aracteristics n_ % . H P N % . H P
Socieeconomic characteristics
Ethnicity hPHp 0.055 4.452 n.s.
Untouchable lower caste 11 55.0 15 75.0
Disadvantaged ethnic groups 120 82.8 102 70.3
Disadvantaged noDalit terai caste 11 78.6 11 78.6
Relatively advantaged ethnic groups 14 70.0 10 50.0
Upper caste groups 56 73.7 52 68.4
Weath quintile 5.752 n.s. y ®nHy 0.077
Lowest 24 649 23 62.2
Second 34 708 27 56.3
Middle 54 818 46  69.7
Fourth 51  79.7 45 703
Highest 47  81.0 47 810
2 2 Y| ¢docation p&®T mp 0.057 6.427* 0.040
Low education 55 69.6 46  58.2
Middle edwcation 87 76.3 82 719
High education 70 854 62 75.6
Husband's education 10.58**  0.005 9.83** 0.007
Low education 23 59.0 19 487
Middle education 81 75.7 74  69.2
High education 108 83.7 97 75.2
2 2 Y| gcoupation 5.958* 0.015 1.305 n.s.
Housewife and agriculture 176 74.6 160 67.8
Other 36 923 30 76.9
Husband's occupation (n = 272) 7.405 n.s. 3.917 n.s.
Agriculture 32 80.0 25 625
Labour 86 73.5 82 701
Business 31 68.9 31 68.9
Service 45 84.9 40 75.5
Others 16 94.1 9 52.9
Type of marriage 4.857* 0.028 2.358 n.s.
Love 123 68.3 95 65.1
Arrange 124 79.0 95 73.6
Type of family 0.527 n.s. 0.253 n.s.
Nuclear 51 73.9 46  66.7
Joint 161 75.9 144 69.9
2 2 YI ¥xQadsure to media 21.25**  <0.001 9.81* 0.002
Yes 197 81.4 175 723
No 15 455 15 455
Health risk
Experienced complaints during pregnancy o ®n ny 0.065 10.971**  0.001
Yes 163 80.3 152 749
No 48  69.6 37 536
Experienced complaints at delivery 7.127** 0.008
Yes 129 754
No 60 60.0
Antenatal care service 17.643**  <0..001
Sufficient 160 75.5
Not sufficient 30 47.6
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Delivery at health facility

Tables 13 and 14 reves a dmilar pattern of relationship between socgronomic and demographic
characteristics and delivery of most recent childadtealth facility. Wealth quintilef the household,
G2YI aiged@ 2 YI BRazOF G A2y I Kdza g 2 Y R @@dsufRazdédia duthlyer of
surviving children andé 2 Y I yexXpérience of complaints during pregnaneyere found to be
significantly associated with delivery athealth faciliy. The elationship of delivery at health facility
with 6 2 Y I ¥xQeiience of complaintsluring pregnancyat delivery and ANC sufficiency was also
found significant (Table 14

ndodH | dzao6l YRQA Ay @2t oSYSyid Ay YIFGSNYyrt KSIfdkK OF
This sectionpresents the bivariate analysis of the relationship of satdmographic and health risk
NEflGSR OKINIOGSNRaAGAOE $AGK Kdziol y Rmagle 1%ayddR f gSYSy
presents the association between sogdemographic and healthigk related characteristics with the two
2dz602YS QI NARIo6ftSa 2F AYyiSNBaldT Kdzaol yRQa LINBaSyO:
RSt AGSNES NBLINBaSyldAy3a Kdzaol yRQa Ay @2f gSYSyi o

| dzaol yRQa LINBaSyOoS a4 !'b/

Table 15showsthat 6 2 YI ¥ @% 3 K dzjedahdy/nRribér ofl surviving children were the three
RSY23INI LIKAO OKINFOGSNRAGAOA | a&isit©Rhk deSrRagedoh otk K dza o |
women and husbands was significantly lower among women whose husbands were pfdsentan

number of suviving children the woman had was also significantly lower among women whose
husbands were present at ANGSitscompared to women whose husbands were not present.

Table15.. AGF NA I GS | 3da20AF0A2y 2F Kdzaol yYRQa Jlage@2f dSYS
variables (N 275)

Husband present at ANC Husband present at HF
Demographic Characteristics (mean) delivery(mean)
Yes No p-value (2 Yes No p-value (2
tailed t-test) tailed t-test)
22Y1 dgea 226 240 0.009 23.1 240 0.085
Husband's age 26.0 27.1 0.075 265 26.8 n.s.
g 2 Y| ggeadtfirst marriage 18.5 18.3 n.s. 18.2 18.7 n.s.
2 2 Y| ¥ge at first pregnancy 20.0 19.6 n.s. 196 199 ns.
Family sizéNumber of family member) 8.0 8.6 n.s. 8.2 8.5 n.s.
Number of surviving children 1.6 21 <0.001 1.8 2.0 n.s.

The proportion of women who reported that their husbands were present in health facility at AN visit

was highest irthe relatively advantaged ethnic groups (60.0%) and lowaesbng theuntouchable

lower caste (25.0%). Women frofowest wealth quintile households were least likely to be
accompanied by their husbands (21.6%)dzi GKS | aa20A1 GA2y 0SGs6SSy 6SI
presence at AN@isits did not show any specific trendhe proportion of women whose husbands
acconpanied them was 54.gercentin the second quintile while it was only 31g&rcentin the fourth

quintile, and again increased to 51pércentin the highest quintile. Bothg 2 Y | ¥dddation and

Kdzaol YRQ& SRdzOF GA2Yy 6SNB LprésdndeahSd@sts withthigleevdlsi SR 6 A
of education showed higher involvement of husband.
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Table 16. Bivariate association (cilj dz NBS 0 2 ¥
characteristics (N 275)

Kdza oI y R @dioecdnghit2 t S Y S

Husband present at ANC

Husband present at HF delivery

Characteristics

n % « H P n % : H P
Socieeconomic characteristics
Ethnicity 9.769*% 0.045 6.121 n.s.
Untouchable lower caste 5 25.0 11 55.0
Disadvantaged ethnic groups 63 43.4 94 64.8
Disadvantaged noDalit terai caste 8 57.1 9 64.3
Relatiely advantaged ethnic groups 12 60.0 8 40.0
Upper caste groups 24 31.6 41 53.9
Wealth quintile 14.509** 0.006 9.97* 0.041
Lowest 8 21.6 21 56.8
Second 26 54.2 26 54.2
Middle 28 42.4 37 56.1
Fourth 20 313 34 53.1
Highest 30 51.7 45 77.6
2 2 Y| ¢docation 9.932** 0.007 3.257 n.s.
Low education 21 26.6 41 51.9
Middle education 50 43.9 68 59.6
High education 41 50.0 54 65.9
Husband's education 8.165* 0.017 7.798* 0.020
Low education 9 23.1 16 41.0
Middle education 41 38.3 62 57.9
High education 62 48.1 85 65.9
2 2 Y gcQupation 0.554 n.s. 5.865* 0.015
Housewife and agriculture 94 39.8 133 56.4
Other 18 46.2 30 76.9
Husband's occupation (n = 272) 5.953 n.s. 3.842 n.s.
Agriculture 23 57.5 24 60.0
Labour 45 38.5 64 54.7
Business 15 33.3 28 62.2
Service 21 39.6 36 67.9
Others 7 41.2 8 47.1
Type of marriage 0.129 n.s. 1.246 n.s.
Love 58 39.7 82 56.2
Arrange 54 41.9 81 62.8
Type of family Hddhyn 0.084 0.771 n.s.
Nuclear 22 31.9 44 63.8
Joint 90 43.7 119 57.8
2 2 Y| ¢¥Qasure to media 4.221* 0.040 6.139* 0.013
Yes 104 430 150 62
No 8 34.2 13 39.4
Health risk
Experienced complaints during pregnancy 4.404* 0.036 23.563** <0.001
Yes 91 44.8 138 680
No 21 30.4 24 34.8
Experienced complaints at delivery od®nH @ 0.08D
Yes 109 63.7
No 53 53.0
ANC sufficiency 15.183** <0.001
Sufficient 139 65.6
Not sufficient 24 38.1
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The NB L2 NIIA2Y 27F Kdzi o VisjfishvasdowarIbidoagSmoraed who iiverd dmployed in
agriculture and as housewifdnan amongwomen employed in other occupatisrn(39.8%and 46.2%
respectively. Women vith husbands working in agricultuneere most likely to have their husbands
accompanyingthem (57.5%), while husbands working the business sector were least likely to
accompanytheir wives(33.3%).The poportion of women acompanied by their husbands at AN({Sits
was alsopositively associated with mediaxposire. The same applies to the variable of having
experienced complaints during pregnancy

+F NAlFofSa F2dzyR (2 0SS aa
ethnicity, wealth, woray Q& | 3S3X Kdza @af
family, womay Q& SELJ2 adzNB G2 Y S
complaints during pregnancy.

| dza 6 | ¥ R Qegat heaNiSacifty/délivery

Tables 15 and 16 reveal similar patterrs of relationship between socidemographic characteristics

' YR Kdza ol y R QahealtiN&ilityS deldSy of the mostecent child Variables significantly
associatedvith husbg/ RQa LINBaSyO0S i KSFfGK FFOAfAGay RET ASBSN
38y Kdza ol YRQ&y (BaRADOO Odzidly DR 268K LB A2¥INBE (2 YSRAI I yd
children, woray Q& SELISNASY OS 2F O2YLX | Ay(a Redifickntyd LINBIY Ly

4.42 2 Y | yadoadiomyand outcome variables

The analysis in this section focuses on the relationship betweenY | gulbaomy and two sets of

outcome measuresy I G SNy I f KSIFf K OFNB dziAt AT FdA2Y FyR Kdzao
utilization. Each set of outcome measures consisted of two variaBN€ sufficiency and delivery at

health facility in the former- Y R K dzi 6 | y Rt@NCviditiiiBat tBef€iGryin the health facility

in caseof latter The four measures ofvoY | Yy &itonomy included economic autonomy, domestic
decisionmaking autonomy, movement autonomy and inspousal communication; all measured a
continuousscale Other covariates considered for adjustment included soe@mographic and health

risk relaed variables as shown in Tabl&, Which gives an overview of the variables used in logistic
regression analysis and their respective codes.

Ay ATFAO Y lvisigat 1% lava)vere G SR 6 7
YR Q& RAzAISEA 2¢/ZY Kdza ol YRQA
RAF I ydzyo &NO &2 TS EAIENE SOV
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Tabk 17.List of variables used in logistic regression and their codes

Variables

Codes

Dependent varibles
Maternal health care utilization
Antenatal care during pregnancy
Place of delivery
Husband's involvement in maternal health care utilization
Husband's presence at AN®Git
Husband's presence at health facility delivery
Independent variablesg 2 Y | gufbaomy
Economicautonomy
Domestic decision makirgutonomy
Movementautonomy
Intra-spousal communication
Other covariates
Sociedemographic characteristics
Ethnicity

Wealth index (rank)

2 2 Y ¢ddcational level
Husband educational level

2 2 Y ¢ge &urrent completed age in years)
Husband's age (current completed age in years)

2 2 Yl yc@upation

Husbands occupation

Type of family
Type of marriage
2 2 Y| ¢x@asure tomedia (at least once a week)
Number of surviving children

Health risk
2 2 Y| ¢¥xQatience of complaints during pregnancy
2 2 Y| ¢xQatience of complaints at delivery

0 = not sufficient, 1 = sufficient
0 = home and others, 1 = health facility

0=no, 1=yes
0=no, 1=yes

continuous(range 05)
continuous(range 05)
continuous (range 65)
continuous(range 05)

0 = pper caste

1 = wtouchable lower caste

2 = dsadvantaged ethnic groups

3 = dsadvantagedon-Dalit terai caste

4 = elatively advantaged ethnic groups
0 = bwest quintile

1 = ®cond quintile

2 =middle quintile

3 = burth quintile

4 = highest quintile

0 = ro schooling or incomplete primary education
1 = ompleted primary education

2 = gcondary or higher

Gontinuous

Gontinuous

0 = household and agriculture

1 = otherthan household and agriculture
0 = ariculture

1 = Labour
2 =business
3 = Service
4 = Others

0 =nuclear family, 1 joint family

0 = bve marriage, 1 arrange marriage
0=no, 1=yes

Gontinuous

0=no,1=yes
0=no, 1=yes
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The analysis in this sgon is aimed to estimate measures of the associatibe odds ratioshy binary
logistic regression model3he analysis was carried out in three stegdst, the association between
each independent variables and outcome variables was studied byidievaanalysis. Second, all
variables found to be significantly associated (at 1% level) with outcome variables were included,
together withg 2 Y | gufd@my measures in the multivariate modefnfex IY. Finally, models were
developed including variablethat were significantly associated in multivariate models in step two
(section 4.5).

4.4.1 Bivariate analysis of the association betweén2 Y | ¥iuilbdomy and maternal health service
utilization

2 2 Y I duibaomy and ANC sufficiency

Movement autonomy and img-spousal communication were the two autonomy measuifest had a
significant positive relationship with ANC sufficigmethe unadjusted models (Table L&ach one unit
increase irthe movement autonomy score (which can be interpreted as each additjgaae where the
woman can go without taking permission of husbands or other senior members of the family) increased
the odds of making sufficient ANC visit byptcent(OR = 1.43, p < 0.001). Similarly, each additional
issue a woman discussed with Hemsband increased the odds of making sufficient ANCs\agit68
percent(OR = 1.68, p < 0.001).

Higher wealth was associated with the higher odds of receiving sufficient ANC sarviceg women.

Women fromthe middle, fourth and highest quintiles were me than two times likely to receive

sufficient ANC. Women with high education (secondary or above) were more likely to receive sufficient

ANC (OR = 2.55, p < 0,088 were women with better educatduisbands (OR = 3.58, p <0.01). Women

who were employedn occupatios other than housewife and agriculture were more likely to receive
adzZFFAOASYH 'b/ ohwl nondE LI Fandnpod [ dzadolyRQa 38
0.95, p <0.05). The odds of making sufficient ANC visit among women wlrenl@rangael marriage

was twice that of women who had love marriage (OR = 1.90, p <0.05). Similarly, wowiém media

exposure were more tharfive times likely to receive sufficient ANC (OR = 5.25, p < O0rag)umber of

living children was negativelssociated with receiving sufficient ANC (OR = 0.72, p < 0.05).

In the bivariate analysis, soeiftemographic and health risk related characteristics whigbre
significantly associated with ANC sufficiency inclad2 Y I §Ra@zO G A2y > Kdzawg Yy N Q&
200dzLJ GA2Y S Kdza o | Yy REOAY I ge@Baure i tnédB, na@ntber ¥ isukiNihgcRI@en
andg 2 Y | gkpedéience of complaints during pregnancy.

w»
pufi
o
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Tabk 18 Bivariate association of maternal health care utilization and independmiable$

ANC sufficiency Delivery at HF
OR 95%Cl P OR 95%Cl p

Autonomy measures

Economic autonomy 0.93 1.81-1.06 n.s. 1.05 0.92¢1.20 n.s.

Domestic decision making autonomy 1.09 0.85-1.41 n.s. 1.12 0.89¢1.42 n.s.

Movement adonomy 1.43* 1.18-1.73 <0.001 1.13 0.97-1.33 n.s.

Intra-spousal communication 1.68** 1.29-2.18 <0.001 1.39** 1.09¢1.78 0.008
Sociedemographic characteristics
Ethnicity(Upper caste groups)

Untouchable lower caste 0.44 0.16-1.21 n.s. 1.38 0.45-4.25 n.s.

Disadvantaged ethnic groups 1.71 0.88-3.34 n.s. 1.09 0.60-2.00 n.s.

Disadvantagedion-Dalit terai caste 1.31 0.33-5.18 n.s. 1.69 0.43-6.63 n.s.

Relatively advantaged ethnic groups 0.83 0.28-2.46 n.s. 0.46 0.17-1.26 n.s.
Wealth quintile(Lowest)

Second 1.32 0.53-3.30 n.s. 0.78 0.33-1.88 n.s.

Middle H®nr 0.97-6.12 0.058 1.40 0.60-3.27 n.s.

Fourth 212 0.86-5.27 n.s. 1.44 0.61-3.39 n.s.

Highest H ®on 0.90-5.93 0.081 2.60* 1.02-6.62 0.045
22Yl yQa SlRwadlcatibrg y

Middle education 1.41 0.74-2.68 n.s. 1.84* 1.00-3.37 0.049

High education 2.55* 1.17-554 0.019 2.22* 1.13-4.36 0.020
Husband's educatiofLow education)

Middle education H®MmT 1.00-4.71 0.051 2.36* 1.12-5.00 0.025

High education 3.58** 1.62-7.89 0.002 3.19* 1.52-6.72 0.002

Women employed in occupation other than

. . 4.09* 1.22-13.77 0.023
agriculture and housewife

22YlFyQa 3§ 0.95 0.89-1.02 n.s. 0.93* 0.88-0.99 0.026
Husband's age 0.95* 0.90-1.00 0.045 0.97 0.93-1.03 n.s.
Arrange marriagéLove marriage) 1.90* 106-3.41 0.031 1.50 0.89-2.52 n.s.
Women exposed to media 5.25** 2.46-11.21 <0.001 3.13** 1.49-6.58 0.003
Number ofsurviving children 0.72* 0.56-0.93 0.011 0.79 0.62-1.01 0.054
Health risk

Experienced complaints during pregnafhcy 11y  0.96-3.31 0.067 2.58** 1.46-4.56 0.001
Experienced complaints at delivery 2.05** 1.21-3.48 0.008
Sufficient ANC visit 3.39** 1.89-6.08 <0.001

>

LJ f ndmT F LI F nos
@ Sample size ranges from 272 to 275.
® Women who exposed to any of the three media (radio, television and magazines/newspaper) at least
week.
“Women who experienced any danger signs or complications during pregnancy. The most common comp
reported include high fever, persistembmiting, swelling of limbs and face, failure to gain weight, vaginal bleec
hypertension, severe lower abdominal pain, etc.
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2 2 Y| duibaomy and delivery at health facility

Intra-spousal communication was the only autonomy measure found to be isgmify associated with
health facility delivery. The odds afhealth facility delivery increased by @rcentfor every one unit
increase in intraspousal communication score (OR = 1.39, p < 0.01).

Ethnicity was not found to be associated with healtlility delivery. The odds cd health facility
delivery among women fronthe highest wealth quintile households were more than tand-a-half

times (OR = 2.60, p <0.05)o8e of womenfrom the lowest wealth quintile households. Education of
both women andhusbands were significantly associateith delivery ata health facility inthe crude
models (see Table 18).2 Y | ¥de &vas found to be negatively associated with health facility delivery,
as the odds of health facility delivery decreased kpercent(OR = 0.93, p < 0.05) when2 Y I §0@ a
increased by one yeawwomen who were exposed to mass media at least once a week were more likely
to deliver ata health facility (OR = 3.13, p < 0.01). Women who experienced complaints during
pregnancy were more likelp deliver ata health facility (OR = 2.58, p < 0.001) as compared to women
who did not experience any complaints. Similagy2 Y | ¥xQafience of complaints at delivery was
also associated with health facility delivery (OR = 2.05, p <0.01). Womenaghedeived sufficient
ANC had significantly higher odds (OR = 3.39, p <0.001) of delivesihgaidth facility.

4422 2Y| y@z@ 2y2Ye | yR Kdzaol yRQa Ay @2f @dSYSyi

This section presents the estimates of the association betwgehY | Y @z 2y 2Ye& | §R Kdza o
involvement in maternal health care utilization.

22YLy@A2y2Ye YR Kdzaol yRQa LINBASYyOS +dG ! b/

The unadjusted modein Table O shows thatdomestic decisioirmaking autonomy and movement
autonomywere associated with significantly lower likelihood of bus Yy RQa LINB22Ww0 S Qlad ! b
involvement in each additional domestic decisions where they have final saying was associate#3vith

percent decrease (OR = 0.77, p < 0.05) and each additional place where women can go without

permission was associatedttvia 33 percentRSONB I aS ohw I ndcTI Llat ndanwm
ANC

Husbands from relatively advantaged ethnic groups were more likely to be present at ANC (OR = 3.25,

OR < 0.05)han those ofupper caste groups. Wealth was also significanti2a®s\ | 0 SR ¢ A 0 K K dza
ANCpresence irthe crude model2 2 Y I B RazOl GA2Yy 61 a LRaAAGADSANE | 3420
presence (OR = 2.16, p < 0.05 in middle education and OR = 2.76, p < 0.001 in high education). Husbands
with high education were more Bty to accompany the women at ANGSits (OR = 3.08p <0.01).

{AYAT I NI &z (K SJNGRIRrceve&lows driodd worReR whose husbands workasia

labourer (OR = 0.46, p < 0.05) ambusiness (OR = 0.37, p < 0.08)n amongvomen with husbardsin

agriculture2 2 YI y@$8 6l a | aa20AFGSR 6AGK AAITypédncelay Gt &
ANC(OR = 0.92, p < 0.0%s was the mmber of surviving children (OR = 0.67, p < 0.0G12 Y| y Qa
exposure to media was positively associated vathsence of husbands at ANC (OR = 2.36, p <0.05).

Women who experienakany complaints at pregnancy were more likely to be accompanied by their
husbands at pregnancy (OR = 1.86, p < 0.05).

The results of the bivariate analysis showed that domestic deeisiking autonomy and movement

autonomy together with ethnicity, wealthg 2 YI YS®R&zOF G A2y > Kdzaol yRQa SRdzC
occupation,g 2 Y | gx@odure to mediag 2 Y | §gQ,Parity, ands 2 Y | ¢xPedience of complaints

during pregnancy were associated wikhdza 6 FAN®®@sence.

43



Table19.. A @ NRAF 0S8 | aa20AFGA2y 2F Kdz&aol §RQa Ay@2t #SYSy

Husband's presence at ANC Husband's presence at HF

Husband present at ANG € 267) delivery
OR 95%ClI P OR 95%ClI p
Autonomy measures
Economic autonomy 0.94 0.84-1.07 n.s. 1.08 0.96-1.22 n.s.
Domestic decision making autonomy 0.77* 0.62-0.97 0.026 1.28* 1.02-1.60 0.035
Movement autonomy 0.67** 0.57-0.79 <0.001 1.07 0.93-1.24 n.s.
Intra-spousal communication 1.09 0.86-1.40 n.s. 1.57* 1.20-2.04 0.001
Sociedemographic characteristics
Ethnicity(Upper caste groups)
Untouchable lower caste 0.72 0.24-2.22 ns. 1.04 0.39-2.81 n.s.
Disadvantaged ethnic groups Mdcc 093-299 0.088 1.57 0.89-2.77 n.s.
Disadvantaged noDalit terai caste H oy d 0.90-9.25 0.074 1.54 0.47-5.01 n.s.
Relatively advantaged ethnic groups 3.25* 1.18-8.99 0.023 0.57 0.21-155 n.s.
Wealth quintile(Lowest)
Second 4.28* 1.63-11.27 0.003 0.90 0.38-2.14 n.s.
Middle 2.67* 1.06-6.72  0.037 0.97 0.43-2.19 ns.
Fourth 1.65 0.64-4.24 ns. 0.86 0.38-1.95 n.s.
Highest 3.88** 1.52-9.91  0.005 2.64* 1.08-6.47 0.034
2 2 Y| ¢daction(Low education)
Middle education Hodmc 1.16-4.02 0.015 1.37 0.77-2.44 n.s.
High education 2.76* 1.43-535 0.003 MdT d 0.95-3.37 0.073
Husband's educatio(Low education)
Middle education HodnT 0.89-480 0.090 1.98 0.94-4.17 0.072
High education 3.08** 1.36-7.01 0.007 2.78* 133-5.79  0.006
Husband's occupation (Agriculture)
Labour 0.46* 0.22-0.96 0.038 0.81 0.39-1.67 ns.
Business 0.37* 0.15-0.89  0.027 1.10 0.46-2.63 n.s.
Service naon ¢ 0.21-1.12 0.089 1.41 0.60-3.32 n.s.
Others 0.52 0.16-1.16 n.s. 0.59 0.19-1.86 n.s.
22Yl dgea 0.92* 0.87-0.98 0.010 n®dyr 090-1.01 0.087
Husband's age ndepp 091-1.01 0.077 099 0.94-1.04 ns.
Women residing in joint familfNuclear) m ®c ¢’ 0.93-2.95 0.086 0.78 0.44-1.37 n.s.
Women exposed to edia 2.36* 1.02-5.43 0.045 251* 1.19-5.28 0.016
Number of surviving children 0.60** 0.45-0.79 <0.001 0.83 0.65-1.04 0.105
Health risk
Experienced complaints during 1.86*  1.04-3.33  0.037 3.98% 2.24-7.09  <0.001
pregnancy
Experiened complaints at delivery M®dp c 0.94-257 0.083
Sufficient ANC visit 3.09** 1.73-5.54 <0.001

@ Sample size ranges from 271 to 275.
’ LJ f noOMFT LI f ndnpT FF LI Ff nodamod
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22YLy@@A2y2Ye YR KdzAaol yRQAa LINBaASyOS Fd KSFfdK FI1O

Table 19 depicts that domestic decisionmaking autonomy and intrapousal communication were
Faa20AF0SR 6AGK KAIKSNI f AjaddathdaiByRdeligefy. TKedmddslof RQa L
Kdzaol yYRQa LINBaSyl I érelRS(p &k 0.06) afid 13X [ & 0.@1) f&rIBdod WS NE &
increase in domestic decision making autonomy and ispausal communication scores respectively.

Husbands from highest wealth quintile households were more likehetpresent OR = 2.64, p < 0.05)

than husbands from thdowest wealth quintié households irnthe unadjusted model. Ethnicity and
womay Qa4 SRdzOF A2y 6SNB y20 T2 dzHyh édacationSverk maieikely I G SR ¢
to accompany their wives at health facility delivery (OR = 2.78, P <0.0n husbands witha low

education. Women employed in occupatisother than housewife and agriculture were more likely to

be accompaied by their husband im health facility delivery (OR = 2.50, p < 0.852 Y I ¥x@dsure to

media wagpositivelyassociated withtheir husband presenceat a health facility delivery (OR = 2.51, p <

0.05). Women who experiendeany complaints during pregnancy were more likely to be accompanied

by their husband aa health facility delivery (OR = 3.98, p < 0.084J the husband? presence ahealth

facility deliverywas higher among womenith sufficient ANC (OR = 3.00, p <0.001).

Domestic decisiomaking autonomy and inted L2 dza | £ O2YYdzyAOF GA2Yy (23SGHKSN
education,g 2 Y | gt€upationg 2 Y | gxpbdure to mediag 2 Y I gkfediene of complaints during

pregnancyl YR & dzZFFAOASYy Oe 2F ! b/ &ASNWAOS 4SNB F2dzyR G2
in a health facilitydelivery in the crude model.

4.5 Multivariate analysis of association between 2 Y | gufaomy and outcome ariables

This section presents the resultstbe multivariate analysis. As discussed earlier, all the variables found
to be associated with outcome variables of interest were included to thenmultivariate logistic
regression models. From each of thesgnificant associations, variables were identified by log
likelihood ratio tests Tables 2@nd 21 present the final model in which the addition of each variable in
the model increased model §itn log likelihood test.

4.5.12 2 Y | adibaomy and maternahealth care utilization
2 2 Y duibaomy and ANC sufficiency

In the final adjusted mode(Table 20 both the movement autonomy and intrspousal communication
remained significant. After adjustment for other covariates, each one unit increase in movement
autonomy was associated with a significantly higher likelihood of making sufficient ANQORSHE 1.45,

p < 0.01). Similarly, each additional issue wandiscused with their husband was associated with
significantly higher likelihood of making suféici ANC vis#(OR = 1.55, p < 0.01).

Other variableshat NB Y Ay SR aA3ayAFAOIYd Ay GKS TFAylLFf Y2RSt
exposure to media. Women employed in occupasi@ther than agriculture and as housewifad a

higher likelihood of receing sufficient ANC (OR =5.50, p < 093}. Y I ¥xQasure to media was also
associated witta significantly higher likelihood of making sufficient ANCsASIR = 5.72, p < 0.001).

2 2 Y I duibdomy and delivery at health facility

None of the autonomy mesures was found significant to predict delivenyaditealth facility in the final
adjusted model. The association between irg@ousal communication and health facility delivery
found in unadjusted model was nongersignificant in the adjusted one.
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Table 20. Multivariate analysis of the association predicting maternal health care utilization

ANC sufficiencyN= 270) Delivery at HAN = 267)
OR 95%Cl p OR 95%Cl p

Autonomy measures

Movement autonomy 1.45** 1.17-1.78 0.001

Intra-spousal communication 1.55** 1.16-2.07 0.003
Sociedemographic characteristics
Husband's educatiofLow education)

Middle education 2.85* 1.18-6.09 0.020

High education 3.66** 1.53-8.78 0.004

Women employed in occupatiasther than

. : 5.50* 1.37-22.13 0.016
agriculture and housewife

2 2YI dgea 0.80** 0.70-0.92 0.002
Husband's age 1.17* 1.03-1.32 0.014
Women exposed to media 5.72% 2.39-13.72 <0.001

Health risk

Experienced complaints dugrpregnancy 3.65** 1.91-6.98 <0.001
Sufficient ANC visit 257 1.33-4.96 0.005
Negelkerke R square 0.259 0.215

Hosmer and Lemeshow Géquare 4.448 (p =0.815) df =8 14.94 (p = 0.060) df = 8

LJf ndmMT f LI F no
® Women who exposed to any of the three media (radio, television and magazines/newspaper) at least
week.

“Women who experienced any danger signs or complications during pregnancy. The most commorations
reported include high fever, persistent vomiting, swelling of limbs and face, failure to gain weight, v
bleeding, hypertension, severe lower abdominal pain, etc.

Other variablesthat remained significant in the final adjusted model were hybaQa S RdzOF (A 2
g2YI yBES Kdzaol ywR@H $HISENIBSWOS 2 F O ZandANQ shffitigney. R dzNA v :
The odds ofa health facility delivery was significantly highier women whose husband hadniddle

level education (OR = 2.85, p < 0.05) highlevel education (OR = 3.66, p < 0.0ign forwomen with

husbands witHow-level education. The odds of health facility delivery decreased significantly for each

one year increase i 2 Y | 0@ §OR = 0.80, p < 0.01), but increased with increaiedird 6 I Y RQa | 3¢
(OR =1.17, p < 0.05). Women who experienced complaints during pregnancy had the odds of more than
three-and-a-half times (OR = 3.65, p < 0.01ps$ke of women who had not experienced any complaints

during pregnancy. Similarly, the oddsadtfiealth facility delivery wre around two-and-a-half times (OR

= 2.57, p < 0.01) for women whmad made sufficient ANC visit during pregnancy as compared to those

who had not made sufficient ANC visit.

4522 2Yl y@A 2y2Ye | YR Kdzaol yRQa Ay@2f @dSYSyi

22Y| yOA2y2Ye YR Kdzaol yRQa LINBaASyOS Fd ! b/
az2@SYSyid Fdziz2zy2yYe gl a GKS 2yfe |dzizy2ye ANSI adzNB
presence in the final modelWomen who dd not need any permission to visit each additional place

were less likely to be accopanied bytheir husband at ANC visd (OR = 0.8, p < 0.00} after

adjustment for other covariatefTable 219 ¢ KS 2 (i K S NJ LINBANEptedeaddJn the fihal K dzi o |y
adjusted model were wealthg 2 YI §Rdz0F A2y X Kdzaol yRQA ifgRbideénii A2y |
| dza o | ANR @résence was significantly higher in the second and the highest wealth quintile

households as compared tthe lowest. Husbands with middle@nd high level education were
significantly more likely to be present athealth faciliy delivery (odds ratios; 2.27, p <0.05 and 3.21, p
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<0.01 respectivelythan husbands with lowevel S RdzO G A 2 Yy @ | dzdedel ediRa@idn werd ( K KA :
around four times more likely to be involved in ANC (OR = 3.95, p 4Babhusbands with lowevel

education. Each addition@umber ofsurvivingchildthe women had was associated wif85.0 percent

f26SN) A1 St A KRIPrEser2gOR K 6850pH<y).B5D &

22YLYy@A2y2Ye YR KdzAaol yRQAa LINBaASyOS Fd KSFfdK FIFO
Intra-spousal communici A 2y 61 & F3FAY F2dzyR G2 06S aa20Al GSF
facility delivery. Each one unit increase in irt@ousal communication score increased the likelihood of

Kdzi ol YRQA LINB & S pabcént (OR = RBipkdIENE 068 oy

In thefinal model,K dza 6 | Y RQ a ¢ 8 R dafxpeiichc® gtdmplaints during pregnancand ANC
sufficiencyNB Yl AYSR AA3IYATAOF Yy ( 2a heMiSRelit@élivey.diisbahdg R Q&  LIN
with highlevel educationwere more likely tobe present (AR = 2.82, p < 0.08)an husbands with low

level educationz 2 Y I ¥xQdtience of complains during pregnancy remained a significant predictor of

husbands presence (OR = 4.31< 0.001). Women who had made sufficient ANC svigdre also
associated with ayund twotimes increaseftheK dza 6 Y RQ& LINB&aSy O0S i RSt AGSN

Table21. Multivariate analysis predicting husband's involvement

Husband's presence at ANC Husband's presence at HF
(N=267) delivery = 272)
OR 95%Cl p OR 95%Cl p
Autonomy measures
Movement autonomy 0.59** 0.49-0.71 <0.0.01
Intra-spousal communication 1.38* 1.03-1.85 0.030
Sociedemographic characteristics
Wealth quintile(Lowest)
Second 3.53* 1.23-10.17 0.019
Middle 1.95 0.70-5.46 n.s.
Fourth 1.12 0.39-3.23 n.s.
Highest 4.01** 1.41-11.38 0.009
Husband's educatio(Low education)
Middle education 227 1.07-4.82 0.033 2.04 0.90-4.63 n.s.
High education 3.21* 1.39-7.45 0.007 2.82* 1.25-6.35 0.012
Number of surviving children 0.65* 0.46-0.92 0.014
Health risk
Experienced complaints during pregnan 4.31** 2.35-7.92 <0.001
Sufficient ANC visit 1.98* 1.03-3.78 0.040
Nagelkerke R square 0.293 0.214
Hosmer and Lemeshow chi square 12.029 (p = 0.150) df =8 1.898 (p =0.965) df = 7

LI f ndmMp T LI F n®apT FF LI F nodAMD
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Summary of the results of quantitative analysis

1 Movement autonomy and intr@pousal communication were significantly associated with ANC
sufficiency. The odds of making sufficieANC visk increased by 45and 55 percent,
respectively, for each one unit increase immovement autonomy and intra-spousal
communication scores respectively. 2 2 Y | yb€rapation andmedia exposure were other
significant predictors of ANC sufficiency.

1 None of the autonomy measures were found significantlgoatted witha health facility
delivery?2 2 Yl y@%3 Kdzaol yRQa | 3&2 YK ¢xsbieneeRI@ampl&imsdzOl G A 2
during pregnancy and ANC sufficiency were found to be associated in the final adjusted model.

' Movement autonomy was found to be neggeh @St & | 442 OA | ANERresendell K K dz&
Women who dd not need any permission to visit each additional placeness likely to be
accompanied bytheir husbang at ANC visi (OR =0.59, p < 0.000 2 St f 1 KX Kdzaol
education, and number of suriihg children remained significant in the final model.

f Intra-spousal communicatiowasfound to besignificantlyt &8 a2 OAF 6 SR ¢A G K Kdzaol
at a health facility deliversp | dza 6 | Y R Qé 2 SIRgkfiatienck afycamplaints during
pregnancy and ANG dzF FAOA Sy Oeé ¢SNB GKS GIFINAIFIotS&a |aaz2o
health facility delivery in the final model.

4.6 Qualitative findingsl dza 6  YRQ& Ay @2nbl@editiayel Ay Y GSNJ

Besidethe quantitative survey part of the study, information hiisy’ R Q& A yi@ate®& NeSlyl G
care utilization was alsobtained by qualitative methods. The qualitatiyeart of the studyaimed at
exploring the household decisianaking processabout maternal health service utilization and
involvement of husbandsAdvice and care or support during pregnancy, delivery thiedpost natal
period and preparations for birth were discusseith the participants.

Most of the qualitative data was collected by ttesearcher himself. The information was systematically

andyzed to explore the roles that husbands play during the childbearing period of their wife. All
transcripts were in Nepali language and tresearcher himself did th&nglish translation. The data

gathered were coded based on the topic listhich includeF 2 NYad 2F Kdza ol yRQa Ay @2
given to the women; care and support given during pregnancy, at delivery dahd post natal period;

OANI K LINBLI NGA2YyE& YIRS o0& GKS 02dzZl) S Rdz2NAYy3I (K¢
maternal health; andocicOdzf (G dzNJ f y2NX & 2y Kdzaol YyRQa Ay @2t 0SYSy
FGDA refers to the FGD conducted with husbands and-B@€&fers tothe FGD conducted with women.

The qualitative data indicate that there is a substantial involvemehusbands in maternal healtare
Most of the FGD and IDI participants described supportivesadlausbands in the form of giving advice,
making financial arrangements, and supporting woman to redboediousehold work burden.

Giving advice to women dunig pregnancy

Both in interviews and FGDs, the participants mentioned receiving preghancy advice primaritiidrom
mother-in-law, husband and female community health volunteers. Almost all participants mentioned
that they had discusseithe g 2 Y | geglthwith their spouses during the most recent pregnancy.
G2 S T NRIpazS yipwih andtheo 6 8 Qa KSIf KX yR Yz2aild 2F GK
0KS RAaOdzaarzyd® IS Aa OSNEB Sy(iKdzaAAl &2Byear G2 1V
old recentlydelivered women in IDI

A number of husbands and women reported that husbagigie advice about which provider to see and
when. It was found that in most of the cases, husbands advised totlvisliealth centre and see a
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medicalservice provider while ntbers-in-law, in some cases, preferred to ask TBAs. Husbatisel
their wives tosee amodern health service provider more ofteghan other femalefamily members.
Other advice given to women by husbamndas abouttaking rest, be carefu] not to lift heavy loads eat
nutritious foods frequentlytake iron tabletsandto visit to the health facility.

Support given to women during pregnancy atite post natal period

The most common support husbands provided during pregnancypasépartum included cooking,
cleaning, making necessary arrangements for older children, providing nutritious foods and doing other
domestic chores. Husbands also reported doing household thatkequiredlifting of heavy weights.

During the FGDosne women also reported case$other womenwhere husbands were unsympathetic
and did not really care for their wiveAccording to the FGIparticipants therewere husbands who did

not carefor their wives during pregnancy artble post natal period, but none of the women reported
their own husband being unsympathetic in their specific case.

Mothers and mothes-in-law were also noted aan important source of advice and support during
pregnancy and delivenRreportedly, nthers-in-law also adwe on a range othingsto do or not to do
and foods to eat or not to eat.

Support given specific to births a health facility

During the time of delivery, husbands were the smveho arrangedfor transportation to reachthe

health facility and makéhe necessary communication withe service preider. As compared to other
family members, husbands often went to call the FCHV and midwife, managed vehicles to take the
women to a health facility, and made financial arrangements.

Husbands accompanieid their wives tothe health facility

Although thehusbands were found to support wometuring pregnancy and preparing for birtfsee
above) very few of then accompany their wiveto the health facility for ante natal visits. Very few of
the participants from interviews and FGDs reported husbands accoynmpa their wivedo the health
facility for ANC vis#, though most of them agreed on the importance of husbands attending health
facility together withtheir wife. Womensaidit would beeasierto communicate withthe health worker
when their husbands we there.
Gae& Kdzaol yR ¥FNBI dzS ythdmidwite didl Svasiprédhantytiit naitheid D A & A
ask him to go with me nalid he go. When | returned from the visit, my husband used to ask me
what happened and whathe midwife told me. Sometimeshere were so many things that it
was hard to remember everything sfridwife] suggested. It would be better if my husband
gl a GKSNB G2 GFf 1 d26yedcoldhsuSewteinRaeptiFiBexview X X ¢ ¢

Interviews withthe service provider reveatl that it is generally the young and educated husbands who
accompany their wives during ANC wsithese young and educated husbands also involve in active
interaction withthe midwife to discuss the health of their wives and-egming child.

Though a vy few husbands reported that they had accompanied their wives while visiting health

facility for ante natal caremore husbands accompaniettheir wife at the time of delivery. Interviews

with the service provider showed that husbands usually do not acampvomen during her antaatal

visits to the health facility, but they use to do so at delivery. Furthermore, service providers also
NBLZ2NISR GKIFG GKIFG Kdzaol yRQare vieye ddskildeSonpligationsg | & KA
| dzA 6 YRQA Ay O 20f peSevice yfilie hdalyh faiilyNvesifound to be high among women

with danger signs and obstetric complicatioms illustrated by statements ofvo husbands who were

presentat the health facility delivery:
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L aSyid KSNI (2 K $ddelivery sdoipadtar labdoyf pain Kt&rteddlaterf whenS ¥
heard thatthey referredK SNJ 12 GKS RAAGNAOG Kz2aLMAdlf@ L G222
year old farmer in FGE)

G a& igallble&ding and swelling of legs duritige eighthmonth of pregnancy and | was very
worried. | took her to the health post near our village. They asked me to take her in hospital and |
RAR alyYSo L aidle@SR Ay GKS K2 gAparicibantintF6B) G KS GAY

In most cases, husbands were the eme make financial and other necessary arrangements for taking
their wife to health facility during emergency. Husbands, at the hospital, used to wait for information
about the health ofmother and child, and they also used to get things that theirfevor baby needed

(e.g. medicine, foods, baby clothes) from pharmacies nearby.

FGD (both A and B) participants also described how household composition (type of household) whether
nuclear or joint, influencethe Kdza o  YRQa Ay @2t @S Y Sy injoiktfioudeholdsheNy I £ K S
mother-in-law or another senior female member accompasthe women during birthand ANC visits,

while in case of nuclear far@b thehusbandis the one who is primarily responsible for taking care of

hiswife. Many of the women inthe FGD and waepth interviews also mentioned that they used to do

the health facility for ANGwith other pregnant woman from the village. More than one pregnant

woman tried to make arrangement for ANC visit at the same time, so that thégshareS I OK 2 (i K SN &
stories.

Birth preparedness

FGD participants were also asked about the birth preparedness they have made for planning a healthy
pregnancy outcome. Most of the husbands reported that they have made arrangements for extra
money that mayrequire. Preparation for transportation during emergency and planning for where to
deliver were other frequently mentioned birth preparations by husbands.

Knowledge of husbands about risk during pregnancy and at delivery

When the husbands were asked about the kitedge on danger signs during pregnancy, delivery and
post-partum, only about half of the respondents could list three or more signs. Community health
workers andg 2 Y | yr@wous pregnancy experience were the main sources of knowledge for
husbands about dager signs during pregnancy and delivery.

GL Y @SNE VYdzOK AyFfdzSYOSR o6& (KS O2YYdzyAaie

community and make us aware about the importance of taking cara pfegnant wife. |

became aware of danger signs like lower abchinal pain, excessive bleeding, high blood

pressure, etc. during pregnancy and deliyaviich require immediate attention. Though | had

never been with my wife tthe health facility, | encouraged her to go for regular healtieck

upsd €9 yearold sewice worker in FGIB)

dGalye 2F GKS KdzaolyRa fF01 1y2¢ftSR3IAS FyR &iAl

delivery andhe postpartum period. As husbands are the @weho have a final say in decisions

related to health care utilization, they must Bpproached by health educational interventiagns

(A midwife in indepth interview)

Husbands inhe FGD expressed their enthusiasm and willingness to improve their knowledge and skills
so that they carbe involved in the health of woman and children. For exdmpm husband said:

L RSOARS F2NJ 6KS KSIfGK YFGOGSNR 2F Yé FIl YAf @
whichlcanbeprd OGA BS F2NJ 0KS KSI f(AKusbarHin¥FeB) s ATS | yR O
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But at the same time, the FCHV expressed the reluetaitiusbandso participate in health education
programs aiming to improve the health of women and children.

Gl rad GdAYS gKSYy GKS FASER 62NISNBR 2F 0O2YYdzyAd
with husbands or pregnant and recently delivered worianvited around 20 husbands for the
aSaarzy odzi L ORCHYViRanIhtei¢hWSNI 2yt & FADS e

22V YyIBANDSLIIA2Y 2F Kdzaol YyRQa adzlJLl2 NI

Women during the FGEBmphasizedhe importance of social support, especially by husbands during
pregnancy and delivgr

G¢KSNB FFNB Ylye GKAy3da 6KAOK | g2YlLy Oly 2yfEé&
always interestedn my health during pregnancy and helped me in domestic work. He was also
presentin the health post where | gave birtto Y& R | dz¥R eSrdldmsérvice worker in

FGDB)

Women also appreciated the support given by their husbands at delivery. In case of emergency,
husbands usually accompanied women to the referral hospital.

AXXXPPGKIG gFa Yé FANBRIG OANIKO® LlwaamoSdying y26 6 K
of the labour paindr several hours. The doctor froRonalhospital referred us to Nepalgufg

city situatedat about 200 kilometers east of the study sitkat has a nedical college and

teaching hospital with sophisticated cdr&8utmy husband decided to take me to Paliya (a city

in India). He was in the hospital all the time and busy buying medicines and arranging other
necessities. He spent almost three days without having a single nap and | could imagine the hard

time he had in mgl 3Ay3 GKS Y2ySe& F2NJ 2dzNJ @Ngesd®dddf I yR
housewife in FGIB)

Husbands love and emotional supporéme expected by women during pgnancy and delivery. Women

YIFed 0SS aSS{Ay3a G4KS I ROAOS | y kg thdhisBandd i somdvidmed] Of 2 4 S
also mentioned that they were sometime not at ease to share everythingtivin husband and rather

preferred some close femak.

An assuned prerequisite for male involvement is that husband andedive in the same household. One
of the important reasongor husbandsot to accompanytheir wife at ANC visits and delivery was their
absence from home. A substantial number of lbaisds were away from home for work which kept
them from accompanying their wives. Even when the husband is away from honigekd®n to know
about the health and wellbeing of his wife and child.

Gaz2ald 2F GKS (GAYS Ye@é Kdza oheyshar flora homg, weugeRditalk F 2 NJ ¢
about family matters and health of our children and myself via mobile phone. When he ts back

home, he is very interested to know about my and our child's health and wettb§&gearold

housewifein in-depth inteview)

SocieOdzf (1 dzNI € y2N¥a LINBSGSyliAy3d Kdzaol yRQa Ay@2ft gSYSyi

Some participants also expressed the feelings of shame and social stigma for supporting their women.
Some of the FGD and IDI participaetaborated onthe traditional cultural norms and valugbat
stigmatize husbands who play a supportive role during thefr &ifiaternity period.
L O2dzZ R KSINJ LIS2LX S ONARGAOAT Ay3a YS 6KSy L KSt
the older children, do all the household wplike cooking, takingare of animals and carrying

51



water, and | enjoyed doing all these things. But other people made fun of me saying that | am a
ASNDI yi ZAFhusbaddin RGB)E

During the in-depth interviewan FCH\pointed out the difficult situation that husbands fcdue to
traditional cultural beliefsthat prohibit their involvement in maternal health. On the one hand,
husbands want tdoe involved and be supportive to their wives, but on the other hand they are afraid of
being ridiculed

GL KI @S aSSy varg/very suppértivé ty tReir waimién and help them with all the
domestic work. And | have also seen same husbgosisipingabout other husbands in the tea
AaK2LJ T2NJ 0SAy 3 &mEeHVIA Ndpth @tSrvie2z 62 YSY dé
Shyness and feelis@f uneasines®f women were also reported by husbands in F@DSome women
do not want tteir husband to accompartphem during ANV visi#tasit makes thenfeel uncomfortable in
society. For instance, one husband explained:

GL ¢ Sy i theihedltd Sost with my wifevhen she was pregnant, but | could feel her
embarrassment visitinthe health post with me. She preferred to be alone while shebeasy
checked up bthe midwife and | stayed outside(26 yearold businessman in FGA)

Changing social norms and incregsi  Kdza ol yYRQa Ay @2t @SYSyd Ay Yl GSNyl!

Most of the participants believe that Nepalese society is becoming modern and the supportive roles that
husbands play towards their wives during pregnancy, deliverypamstipartum period are increasingly
beingaccepted A motherin-law explained thehangingole of husbands in maternal health by saying:

G¢KAYIA KI $h§duing st fevd detages. It was very difficult to talk for us (women

and husband) in front of other family membeftssues related tmaternity were considered a
g2YFRAXIAY YR YIiSQa RGAOS FyR adzZJ}2 NI ¢SNB
also help their wife in doing domestic work and they goh®health post together with their

g A @ &8 yearold motherin-law in indepth interview)

In the interviews and FGDsvomen also expressed their dependencigzsy Y Sy Qa O2yaSyd T2 N
particular medical service. Husbands or senior family members in case of joint households largely
control the resources needed to access modbgalth care. Also the husbands in FGDs expressed a

sense of responsibility to be involved in care and support for their wives and children, and also in health

care decisions.

Overall, the qualitative data suggested that husbands were often involved ithrakk aspects of
maternal health: pregnancy, delivery atide postpartum period. Most of the time, husbands were
involved in giving advices foare during the maternity periodsupportingby redudng the household
work burdenandby givingmoney to the voamen for pregnancy care visits health facility.
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SECTION IV

Section IV of this report includes
discusan of theresultsand conclusiorof
the study. At first results of the study are
discussed in light of other relevant studies.
Then after, discussions on methodological
issues of the study are presented followed
by further research and policy implication
of the study. Finally, this section concludes
the study.
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CHAPTER V
DISCUSSION ANIDNCLUSION

This chapter describele discussion of the results in light some of the other relevant literatures cited

in literature review and the conclusion of thsetudy. At first discussion of the major findings will be
made, followed by discussion on some of the methodological issues, and a description of further
research and policy implications of the study. The final section in discussion consists of thehnotat

the studyDiscussion section is followed bgnclusion of the study.

5.1 Discussion
5.1.1 Discussion on major findings

The study site consisted of predominantly disadvantaged ethnic groups (the Tharu) followed by upper

caste groups. Higher proportionigranthusbands wer@bservedin higher caste groupss compared to

other ethnicity.Most of the women in the sample were working in agriculture or as housewives while

Kdzi ol YRQA LINAYEFNE 200dzZlJ GA2y 61 & | 02 dassodatetl] © | dz
gAGK Kdza ol y RQa Radld iablihei rhoatypopdlai inedidzamong the women, followed by
television

In excluded cases, the proportion of woman from upper caste groups; husbands with a high level of
education; and husbands working in lals@nd service were higher as compared to operational sample.
These findings suggested that migration of husbands was more prevalent among relatively advantaged
and higher caste groups. Not surprisingly, educated husbands might have sought means obdivelih
outside the place of their origin and when they sought occupation in foreign land, they were no more
working in agriculture.

Very low proportion of women alone had final saying in economic and domestic decision making.
Furthermore, majority of decisi@n concerning economic spheres were conducted by other senior
members of the family excluding woman and husband. Higher proportion of joint decisions made by
woman and husband was reported in items like whether to have another child, use of family planning
and schooling of children. These findings were similar with a hospital based study conducted by Mullany
et al. (2005)in urban Nepal Around half of the women reported that they need permission from
husbands or senior memberg the family to visit on the mentioned place. Movement autonomy of the
women was very low as compared to a study conducted inrghNodian city (Bloom et al. 2001) where
more than 80 percent of the women reported that they did not need permission to make visits. Women
scored highest mean autonomy score in ing@ousal communication and lowest in economic
autonomy. The comparisonfdevel ofg 2 Y | fufbaomy found in this study with other studies is
limited because most of the other studies measue@ Y | gufbaomy by including all items of the
autonomy together and there is alsspme variation in the items and questions phrasedieasure

g 2 Y| yubaomy. NDHS 2011 collected information an2 Y I yhebBement in three types of
decisions: their own health care, making major household purchases, and visits to family or relatives, to
assessg 2 Y | yleRidion making autonomy. Twhirds (65%) of women were involved in making
decisions about their own health, 57@&rcent were involved alone of jointly in making decisions about
major household purchases and 28 percent of women decide on their own regarding visit to their
families and redtives. The general pattern éf 2 Y | yiv@ldement in household decision making in this
study was consistent with the overall low level®@2 Y | iiv@l&ement in Nepal Demographic health
survey 201.

The study found better maternal health care utilizatipattern in terms of service utilization indicators
as compard to national figures of Nepal. For example, Nepal Demographic and Health Survey (NDHS)
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found that 58.3 percent of womereceived at least one skille®NC during pregnancy and 35.5 percent

of the women delivered their most recent baby at health faci(fyoHP and New Era, 201, vhich was

96.5 percent and 66.9 percent respectively in this study sample. The reason for such huge difference
may be that Kailali district is one of the districts with better service utilization in Nepal and the study
sample of NDH®as women who delivered live birth during the last five years preceding the survey,
while this study was conducted among women who delivered live birth during the last one year
preceding the survey.

Women from untouchable lower caste groups were lesdylike receive ANC service, but more likely to
deliver at health facility as compared to upper caste grodfigher proportion of women delivering at
health facility from lower castgroup may be due to the government policy of providing delivery
incentiveto women who delivered at health facility through national safe delivery incentive program.
Higher levels of education of both women and husband were associated with women receiving sufficient
ANC visit and delivery at health facility indicating the imaoce of education among both women and
husbands in utilizing maternal health servicééomen who were employed in occupation other than
agriculture and housewife were more likely to receive sufficient ANC visit as compared to women who
were primarily workng in agriculture and as housewivés2 Y | ¥de &vas negatively associated with
RSt AGSNE |G KSIfOGK FLOAtAGE oKAES KdzaolyRQa |3S ¢
ANCWomen who reported their marriage type as arrange marriage weseertikely to make sufficient

ANC visit as compared to women who reported their marriage as love markégeen who were
exposed to mass media at least once a week was associated with significantly higher level of maternal
health care utilization in bivéate analysisNumber of surviving children a woman had was negatively
associated with makingufficient ANC visitWomen who experienced obstetric complaints during
pregnancy were more likely to receive ANC service and deliver at health facility. Wotheromiplaints

at delivery were also associatesiith increased likelihood ohealth facility delivery. These findings
suggest that increased risk perception of women and families among those women who had
experienced complaints may be the reason behindaitig maternal health services. Women who had
made sufficient ANC visit were more likely to deliver at health facility.

After adjustment for soci@lemographic and health risk related characteristics, both movement
autonomy and intraspousal communicationemained significantly associated with ANC sufficiency,

while none of the autonomy measures remained significant in case of delivery at health fatilgy.

indicates that women who are free to visit without permission of senior members of the family were

more likely to make sufficient ANC visit, and higher levels of spousal communication also promoted

better maternal health care utilization during pregnandy.the final modelsg 2 Y | ¥népblbbyment

status andg 2 Y | ¥xQdsure to media remained strong andnetstent to predict ANC sufficiency.

2 KAES GFENAIFIOofSa NBYFAYSR aA3dyATFTAOrylGfe |aaz20Al 4GSR
womay Q& | 383 KdAaOUERSELISEESYyOSEY 2T 02 YLX dufficieica R dzNJR y -

Nepal Demograpmic and Health survey (NDHS) 2011 reported that number of decisions in which women

were involved was positively associated witt2 Y | sc€eas to antenatal care, delivery assistance from

a skilled provider, and postnatal care within the first two days elivery. In this studyg 2 Y I y Qa
autonomy was positively associated wigh2 Y I ytilization of skilled antenatal care but delivery at

health facility could not be attributed té 2 Y | giu@domy.The findings of this study is similar with a

study in slum ppulation in India(Matthews et al.,, 2003which found that antenatal care was
associatedwith g 2 Y | gc@eds to resources, but none of the measureg & Y | gubaomy were

associated with delivery card 2 | aa2O0OALF A2y FT2dzyR 06S06SSy 62YI yQ2
delivery was probably due to the fact that delivery care was considered with more importance over
antenatal care. So, regardless the autonomy status of women, they were delivered at feesiitly.
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Furthermore, the safe delivery incentive program launched by government of Nepal has scheme of
providing certain financial incentive to woman who deliver in health facllitgmen might have visited
health facility for their delivery of the balig get this incentive.

A very high proportion of women discussed with husband about thatheof women during most
recent pregnancy. Women reported making at least one fixed arrangement for birth with their husband
was 82.2 percent which is higher tharma Mullany et al(2005)reported (74.0%). The proportion of
husbands who were present at ANC visithis study was very similar (40.7% versus 40%) with that of
Mullany et albut similar study in Northern Uganda found that 65.4 percent of male partners attended at
least one skilled ANC vigfweheyo et al., 2010More than threefourth (78.2%) of the hebands was
present at delivery (either home or health facility) of the most recent child. Similar study in rural
Guatemala found that 7.8 percent of husbands were present at delivé@arter, 2002a)Husband who
accompanied the woman at health facility delivery voasy 59.3 percent.

In bivariate analysis, younger husbands were more likely to present at ANC visit. Proportion of
Kdza o YRQ& LINB a Sy O Sisadvghtaget dn-Daidititesai ciste Arfd eNfivelyyadvantaged

ethnic groups as compared to upper and lower caste groups. This result can be attributed to the more
NAIAR Odzf GdzNI £ o0StASTa LINPKAOAGAY3A Kdzaol yRQa AY
Householdw | f 1 K AYyRSE gl & f&a2 |344a20A10G8SR 6AGK Kdzaol yR
FIOAfAGED® . 20K 62YlYy YR Kdzaol yRQa SRdzOF GA2y ¢6SNB
YIEGSNYIf KSFEfGdK I ONB dzi A f A Tylwash fawidbhighedzmbrgyviaraea LINE &
employed in occupation other than agriculture and as housewife. Though, some of the participants in

FGD mentioned the reason for husbands not being present was due to their business in employment,
Kdzaol yRQa 2 OO daudd foAb2 ¢ssodidted witff prasence in ANC or deliverg Y I y Q&
SELR&ad2NBE (2 YSRAIF gl & | d8a20AFGSR gAGK KAIKSNI LINEL
bdzYoSNJ 2F adz2NPAGAY A OKAf RNBY (KS O2dzL) @eikANE 41 & VY
but not at health facility delivery. Women who experienced complaints during pregnancy were more
fA1Ste G2 06S FOO2YLI YyASR o6& (GKSANI KdzaolyRa |G ! b/
delivery was found higher among women wiad made sufficient ANC visit during pregnancy.

Ly GKS TFAYLIl € Y2RSfasxs Y2@0SYSyld ldziz2zy2ye 41 a&a 7F2dzy
presence at ANGvhile intrad LJ2 dza | € O2YYdzy AOl GA2Yy 61 & LRAAGAODSTE @

at health facilitydelivery.These findings imply that women who have freedom to visit places like health

facility, market, friends and relatives without permission from husbands and senior members of the

family had significantly less involved husbands in ANC. Those wonmwefraguently communicate with

husbands were more likely to be accompanied by their husbands in health facility deAvetydy

conducted by Mullany et a{2005)in Nepalfound that higherg 2 Y | gufbaomy measured by sole

final decisioamaking power was associated with significantly lower nialelvement in pregnancy

health, but in this study domestic disionY { Ay 3 61 & y2i4 ¥F2dzyR (G2 o6S I a
involvement.

2SIFfO0K ljdAydAfSE KdzaolyRQa S zZ0F GA2Yy YR ydzYo SN
LINSRAOGAY3I Kdzaol yRQa LINBaSyoO &2 Ybyepatehcadf § = KA
O2YLIX I Ayda RdzZNAYy3I LINB3IyYylLyoOe IyR !'b/ adzZF¥FAOASyOe N
atKSHf 0K FrFrOAfAGE RSEAGSNE® | dzaol yRQa LINBaSyOS I
second wealth quintile and highest wealth quintilajtinot among women from middle and fourth
gSEFEEUK [jdZAYyGAf ST ¢6KAOK aK2¢a (0KIG (K2dAK Kdzadol YyRQ
the household, but no specific trend with respect to wealth quintiles were found. Higher educated
husbandsweremdB f A1 St e G2 LINBaSyid Ay 020K ! b/ @rarid +y
in ANC was found to be lower if the number of surviving children the couple had was higher, suggesting

(023 T«
o
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GKF(G KdzaolyRQa Ay@2f dSYSy (i R SduNB inciedsés. Hudbandsivgre y dzY 6 S
more than four times likely to be present at health facility delivery among the women who had
experienced complaints during pregnancy which is consistent with the qualitative findings where many

of the participants mentioad that a husband was more likely to take the woman to health facility if she
presented danger signs and complaints during pregngnd.Y | ¥xQeiience of complaints at delivery

gl a y2G F2dzyR G2 0S |aaz20Al G§SR ¢ A (®aridedrioddl. y RQa L
Furthermore, women who had made sufficient ANC visit during her pregnhancy were more likely to be
accompanied by husbands at health facility delivery which suggests that maternal health services
received during pregnancy is important facto A y F £ dzS yirdddentenzd 6 | Y RQ &

Participants of FGDs and IDIs described that supportive role of husbands were largely in the form of
giving advice, making financial arrangememsanaging transportation to reach health facility for

delivery and supphiliAy3 ¢2Yly (2 NBRdAzZOS K2dzaSK2f R ¢2NJ] 0 dzN
other members of the family particularly in recommending woman to visit type of health provider
Husbands used to advice their wives to visit modern health service provider mereasf compared to

other female members of the family. Husbands were also found to support women in doing household
chores like cooking food, taking care of older children, giving nutritious food to women, including others.
Qualitative data revealed thatdzd 6 Y RQ& LINBS&ASyOS G4 ' b/ YR RSt AGSN
FGD participants reported the presence of their husbands. A similar study conducted in Sweden found

that husbands were present in both pretal care and delivery at health facilityrmost of the cases (Ny

et al. 2007), but one of the similarity between the mentioned study in Sweden and this study was that in

both cases participants reported that husbands involvement were in the form of caring for older
children and carrying out househoR OK2NBa® | dzaol yRQa LINBaSyOoS |4 KS
O2YLJI NBR (2 !b/ @GAAAGD | dzadol yRQa LINBASYyOS G ! b/
20KSNJ FSYIFHES YSYOSNB Ay (KS K2 dzaSK2df RuEleal familyK dza o | Y |
where husbands were the only one to accompany women while visiting health facility. Husbands had
limited knowledge about the danger signs during pregnancy and delivery. Service providers also
mentioned the lack of sufficient knowledge dskills among husbands for supporting women during
pregnancy, at delivery and pepairtum period. Though, many of the husbands were found to be
SyiKdzaAlI adAO0 G2 3SG Y2NB (y26fSR3IS o0& 6KAOK GKSe
data al® revealed that women appreciate the involvement and support of husbands. The qualitative
findings also revealed that woman appreciate the emotional support given by husband even when he is

not living together. Furthermore, the traditional soaaltural beliefs and norms prevalent in Nepalese
d20AS0e& LINPKAOAUGUSR Kdzaol yRQa Ay@2ft dSYSyd Ay YI 4GS
were found among both women and husbands. But husbands were increasingly involved in more
constructive ways and theNtt RAGA2Yy | f o0SftASTAa GKIFGiQa aeadaSylrdaao
maternal health is changing as Nepalese society is modegraay by day.

5.1.2 Discussions of some of the methodological issues

¢tKS ReylYAOa 27 KdzwelYy Rigsomy ghahged @t isbandekayigants

FYR GKS alLldzasSa IINB tAQGAYy3I Ay &SLINIGAZ2Yyd ¢KS C
Ay@2t dSYSylG Ay YFGSNYlf KSFEGK OFNB dziAft AT FGARZ2Y |
cannot be appied to women whose husbands are living far from the household. Furthermore, migration

of husbands may affect the equation of decision making power distribution among the household
members. In this case, women living in a joint family have to share thesmpawith other senior

members of the family, usually mothér-laws, while women from nuclear family may increase her
autonomy as she now has to take over all the responsibilities of household in absence of her male
counterpart. In this study also, there wa y2 ¢l & 2F YSI adzZNAy3a Kdzaol yRQa
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