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ABSTRACT

Maternal health is one of the prime concerns for the international community and has prioritized the need to address the
reproductive health of woman along with the well-being of the newborn. According to the World Health Organization
(WHO), everyday approximately 800 women die from preventable causes related to pregnancy and childbirth. The existence
of inequality in health within countries, within different socio-economic and demographic groups, has led to the failure of
reaching the target of Millennium Development Goal (MDG) and thus was replaced by Sustainable Development Goal 3. Use
of health services is related to the availability, quality and cost of the services that will undoubtedly influence an individual’s
decision. Other factors, such as the social structure, health belief, and personal characteristics of the users and the community
are also determining factors. There are also several disparities within countries, between women in high and low-income
groups and between people living in rural and urban areas. The ladder of progress in maternal health is increasing day by day.
Inequality in the utilization of maternal health care by rural-urban places of residence is reducing over time. Special attention
needs to be paid to poorer women, those with less education, and those living in remote areas to turn the goals of universal
health coverage into reality. In Nepal to increase the utilization of maternal health services, special attention needs to be
given to strengthening the health system to raise utilization among poorer women, those with less education, and those living

in remote areas.
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INTRODUCTION

According to WHO maternal health is define as the health of
women during pregnancy, childbirth, and the postpartum
period. Maternal health is one of the prime concerns for the
international community and has prioritized the need to
address the reproductive health of woman along with the
well-being of the newborn. Maternal health care is a crucial
part of any health care system. According to the World
Health Organization (WHO), everyday approximately 800
women die from preventable causes related to pregnancy
and childbirth. Out of all maternal deaths, 99 percent occur
in developing countries. Further, maternal mortality is higher
among women living in rural areas, among poorer
communities [1]. Between 2016 and 2030, as part of the
Sustainable Development Goals, the target is to reduce the
global maternal mortality ratio to less than 70 per 100 000
live births (WHO). In 2015 the maternal mortality ratio in
developing countries is 239 per 100 000 live births wherein
developed countries it is 12 per 100 000 live births0000.
Health care that a woman receives during pregnancy, at the
time of childbirth and soon after, is important for the
survival and well-being of the mother and the newborn [2].
Various studies conducted in different countries revealed

that the utilization of maternal health services is a complex
behavioral phenomenon. The use of health services is related
to the availability, quality, and cost of the services that will
undoubtedly influence an individual’s decision. Other
factors, such as the social structure, health belief, and
personal characteristics of the users and the community are
also determining factors [3-5]. The existence of inequality in
health within countries, within different socio-economic and
demographic groups, has led to the failure of reaching the
target of Millennium Development Goal (MDG) and thus
was replaced by Sustainable Development Goal 3 [6]. There
are also several disparities within countries, between women
in high and low-income groups and between people living in
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the rural and urban areas. In developing countries among the
adolescent girls under 15 years old the risk of maternal
mortality is highest and complications in pregnancy and
childbirth is the leading cause of death [7,8]. Among the
Dalits, Muslims, and Terai/Madhesi people’s low utilization
of maternal health services has been observed. The use of
maternal health care is low among those who reside in rural
areas and the poor [9,10]. This study aims to identify the
trends and inequalities in the utilization of maternal health
care services in Nepal.

Factors Affecting Maternal Health Care Services

Utilization in Nepal
Lack of awareness about maternal health services

In Nepal especially in rural areas lack of awareness about
maternal health has been seen as one of the leading causes of
maternal death. Illiteracy and lack of awareness were
perceived as major barriers for not utilizing maternal health
care services.

One of the participants in the Qualitative study done by
Lama and Krishna among pregnant women, postnatal
mothers, mothers-in-law, and service providers mentioned,
“They do not visit health center because they are not aware
of the services and its benefits for our health [11].

Underutilization of maternal health services

In Nepal, the underutilization of health services is a big
challenge. In Nepal, different factors hinder service
utilization such as lack of awareness, the cost involved in the
availability of health facilities, prohibition by the head of the
family, less education and low family income are reasons for
not delivering children in health institutions [12,13].
Deliveries at home by unskilled birth attendants are still
common, in the rural area of Nepal. Women’s low social
status, lack of knowledge about illness and lack of
awareness about obstetric/gynecological danger signs, lack
of decision-making power, and inability to pay for services
also play a significant role in the underutilization of existing
maternal health service [14].

Factors like: Age, ethnicity, occupation, and education of
women as well as their husbands, number of pregnancies
and children, use of ANC, and experience of problems
during pregnancy are associated with the uptake of skilled
delivery care. The main 70 barriers to accessing skilled
delivery were distance to hospital and costs associated with
delivery at the hospital [15].

Social disparities in maternal health

There was a consistent pattern of disparities in terms of
maternal health, among the different groups in the use of
ANC, delivery by an SBA, and delivery in a health facility.
Less than 35 percent of Muslims, Terai Janajati, and Hill
Janajati women received ANC from an SBA; an even lesser
percentage delivered in a health facility supported by an
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SBA. Similarly, Terai / Madhesi Dalits had the lowest
percentages delivering in a health facility and has the poorest
nutritional status [16].

Unavailability and affordability of quality care

Unemployment was regarded as an important barrier
resulting in a lack of money due to which decision is taken
late, and the time is taken to accumulate the assets delays
care this was the reason for the women from low economic
status for not availing the services. In the Qualitative study
done by Lama and Krishna One of the participants
mentioned, “Even though the services provided in health
centers are free, the cost of transportation and other expenses
are high, so people cannot afford to bear the extra costs [11].
Therefore, I think most of the women from remote villages
are deprived of services because of a lack of money. The
additional costs like transportation cost, investigation costs,
and hospital stay expenses cost them higher than the free
services provided by health facilities.

Superstition and indigenous practice

In Nepal, still there is the tradition that the first baby should
be delivered at home. In some villages of Nepal, a large
amount of straw an ideal insulation material is brought into
the house to form the birth bed. Women are still forced to
give birth in the cowshed. There is some restriction in
certain fruits like papaya, pineapple, mango that leads to
early labor sometimes leading to abortion. Vitamins are also
not given because they believe that vitamins are
‘strengthening’ so it will make the fetus grow big resulting
in difficult delivery [11]. These beliefs are the products of
social interactions and faith that are entrenched in the minds
of the community. Many of these food practices arise due to
the ignorance about the nutritive value of food. Most often
certain cultural beliefs and practices occurs in the
community due to ignorance. One widely held belief is that
if a woman eats more during pregnancy, she will have a
bigger baby which can cause problems during labor. Studies
showed that all these beliefs hurt mothers' and Child’s
nutrition and overall health.

Teenage marriage and early pregnancy

Teenage pregnancy still represents one of the most.
Important public health problems. Children born by young
mothers are at increased risk of sickness and death. Teenage
mothers are more likely to experience adverse pregnancy
outcomes than young women who delay childbearing. In
developing countries, Teenage pregnancies are considered
problematic because complications from pregnancy and
childbirth are the leading causes of death in teenage girls in
developing countries. It is estimated that 70,000 female
teenagers die each year because they are pregnant before
they are physically mature enough for successful
motherhood [17].
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METHODOLOGY
Sources of information

EndNote software was used for the literature search and
making an electronic library to review the articles concerned
with the selected topic. Relevant articles were searched from
PUBMED, google scholar, etc. using the relevant terms. The
reference lists of key articles were assessed for additional
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information was also reviewed and provide some insight
regarding the topic.

Search strategy
Various terms related to the topic were searched. Various
terms used were Maternal Health Service Utilization,

Factors affecting utilization, Trends and Inequalities. The
results of the Keywords are shown Table 1.

Table 1. Search Strategy for the retrieval of Articles from Database.

potentially relevant titles. Some of the web-based

Field Keywords Boolean
Maternal Health

All fields et Uklimion | o
Trends of Maternal
Health Service

sl s Utilization
in Nepal
Inequalities in

All fields Maternal Health AND
Service Utilization
Inequalities in

All Fields Maternal Health Care AND
Utilization
Factors Affecting the

Title Utilization of
Maternal Health

Services in Nepal

Article selection

Initially, the search resulted in 18larticles from PubMed
Endnote x7 and 18 from the google scholar. All together 199
articles were retrieved and after screening for titles and
removing irrelevant titled articles is resulted in 80 articles.
48 articles were then assessed for full text only. Finally,
articles were included in the review process (Figure 1).

RESULTS

Trends in maternal health care service utilization in
Nepal

In Nepal maternal health is one of the national priorities and
improving maternal health is a major focus of the current
national development plan. The trend of maternal death had
been significantly reduced by motivating to achieve the
target of the Second-Long Term Health Plan i.e., MMR 250
per 100,000 live births by 2017 from 830 per 100,000 live
births in 1991 and towards to drop the Millennium
Development Goal (MDG 5) target of 134/ 100 thousand
live birth by 2015. The ladder of progress in maternal health
is increasing day by day. The below table signifies that
maternal mortality rate, teenage pregnancy as well as
adolescent birth rate have been decreased according to
NDHS 2016 in comparison to previous data (Table 2).

Keywords Hits
Nepal 100
8
Nepal 42
Nepal 20
11

In between the 1996 and 2016 the maternal mortality ratio
(MMR) in Nepal decreased from 539 maternal deaths per
100,000 live births to 239 maternal deaths per 100,000 live
births. In 2016, 84% of pregnant women had at least one
antenatal care (ANC) contact with a skilled provider defined
as either a doctor, nurse, or midwife/auxiliary nurse midwife
which was a 25% increase from 2011. The percentage of
women who had four or more ANC visits increased from
50% in 2011 to 69% in 2016. It was found that the women in
the highest wealth quintile with a high education level and
those residing in urban areas were much more likely to have
four or more ANC from a skilled provider in comparison to
the women with lower socioeconomic status and education
and those living in rural areas. Between 2011 and 2016,
there was a 22% increase in both the proportion of
institutional deliveries (from 35% to 57%) and births
assisted by SBAs (from 36% to 58%). Doctors assisted 31%
of total deliveries, and nurses and midwives/auxiliary nurse
midwives assisted 27%. While the percentage of deliveries
attended by traditional birth attendants decreased from 11%
in 2011 to 5% in 2016, the home birth rate remained high at
41%. Many women in Nepal still deliver with no one present
or with an untrained friend or relative (Table 3).
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Endnote X7 was used for literature
search

Y
Total retrieved articles 203

Articles after the removal of the
duplicate of 7 (n=196)

Excluded due to
irrelevant title

\J

v
Screened article n=80

Excluded due to
®  unavailability of full
text

L
Full text article (n=48)

A
Articles included 1n the studv (20)

v| Included from Google |

scholar search=3 h

Total articles used 20+4=25

Figure 1. Study Selection and Extraction for the Literature Review Process.

Table 2. Maternal health related indicators in Nepal.

Indicators NDHS 2001 NDHS 2006 NDHS 2011 NDHS 2016
Maternal Mortality
Ratio per 100 415 281 229 239

thousand live births

Antenatal care

coverage at least 49 73.7 85 84

one%

4+ Antenatal care 143 29.4 50.1 69.4

Visit

Delivery conducted

by

Skill Birth 1 19 36 38

Attendants%

(I;lstltutlonal Delivery 10 17.7 353 57
()

(COTBELRT 354 442 43 43

Prevalence Rate%
Source: [18-22]
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Table 3. Maternal mortality (1990-2015).

Maternal mortality

Year ratio (MMR) Maternal deaths
1990 901 6600
1995 660 5100
2000 548 4200
2005 444 3100
2010 349 2200
2015 258 1500
Source: WHO

Trends in inequalities in utilization of maternity care
services

Rural-urban residence

Women from urban areas were nearly 1.5 times more likely
to receive four ANC (AOR 1.46; 95% CI: 1.19-1.79), nearly
three times more likely to have institutional delivery (AOR
2.72; 95% CI: 2.23-3.31), and nearly twice as likely to
deliver by C-section (AOR 1.83; 95% CI: 1.29-2.59) in
comparison to women from rural areas. It is important to
note that yearly increase for the use of four ANC was 19%
in rural areas compared to 12% (95% CI: 8.5%-14.5%) in
urban areas.

The yearly increase in institutional delivery rate was 19%
(95% CI: 16.3%-20.7%) in rural areas compared to 11%
(95% CI: 8.4%-14.6%) in urban areas; and for C-section
delivery, the adjusted yearly increase was 14% (95% CI:
9.7%-17.4%) in rural areas and 11% (95% CI: 6.7%-15.7%)
in urban areas [20]. Urban women were more likely than
rural women to have received ANC from a skilled provider
(87% and 80%, respectively) and to have had four or more
ANC visits (76% and 62%, respectively). Women in the Hill
zone are slightly more likely to receive antenatal care from a
skilled provider and to receive more than four ANC visits
than women in other zones [22]. Different study data suggest
inequality in the use of maternal health care by rural-urban
place of residence is reducing over time. A study from India
District Level Household and Facility Survey utilization of
all selected maternal healthcare services were higher among
the urban women compared to the rural women. Only 21
percent of women from the rural area had full ANC as
compared to 37 percent of urban women [23].

Caste/ethnicity-based social discrimination

In terms of caste/ethnicity, the highest rate of increase in the
use of four ANC was observed among Janajatis (AOR
1.218; 95% CI: 1.182-1.255) and Muslims (AOR: 1.208;
95% CI: 1.133-1.228). For institutional delivery the highest
rate of increase was among Janajatis (AOR: 1.190; 95% CI:
1.156-1.226); for C-section, it was for Muslims (AOR:
1.388; 95% CI: 1.169-64.9) [20]. Access to family planning
services was lowest among the Dalit and Terai/Madhesi
Other, particularly in rural areas, and highest among the

The proportion of maternal

1L [oitRii i deaths among deaths of female
thousand .
reproductive age
727 27.27
768 254
761 20.8
699 17.1
617 13.0
577 9.8

Brahman/Chhetri (B/C), Hill Janajatis, and Newars. Similar
differences were also noted in access to ANC and the use of
SBAs during deliveries; rural Janajati and Dalit women had
the least access. There were also social disparities in the
nutritional status of mothers and children [10]. A study
conducted in India it was found that different forms of
discrimination in the sphere of health services against Dalits
included separate standing lines, being ignored and kept
waiting for long, discrimination in health check-up and
treatment, including the avoidance of physical touch,
discrimination in the delivery of the medicine and avoidance
of visit to houses by public and private doctors and medical
practitioners [3]. In a study conducted in India among
religious groups, Muslim women had higher utilization of all
three maternal healthcare services than the Hindus and
women from other religious groups. Around 69% of Muslim
women had safe delivery against 51 percent of the Hindus
and only 28 percent of women from the other religions [23].

Socioeconomic disparity

In comparison with the C-section and institutional delivery
current analysis found inequality in the use of all three
maternal health services (4ANC, institutional delivery, and
C-section), with inequality greater for C-section delivery
than institutional delivery or use of four ANC. Mothers from
the richest wealth quintile were more than five times more
likely to have 4ANC consultations (AOR: 5.08, 95% CI:
3.82-6.76) [20]. In comparison with the women from the
lowest wealth quintile, women from the highest wealth
quintile were 9 times more likely to give birth at a facility
(AOR 9.00; 95%CI: 6.55-12.37) and nine times more likely
to give birth by C-section (AOR 9.37; 95% CI: 4.22-20.83)
[20]. According to NDHS 2016, 90% of women in the
highest wealth quintile delivered in a health facility, the
same was true for only 34% of women in the lowest quintile.
89% of the wealthiest women delivered with an SBA, but
only 34% of the poorest women did so. A study conducted
in Indonesia it was found that the richest women were 5.45
times (95% CI: 4.75-6.25) more likely to give birth in a
health facility and 2.83 times (95% CI: 2.23-3.60) more
likely to give birth by C-section than their poorest
counterparts [24]. A study conducted in Bangladesh it was
found that wealthier and more educated mothers utilized
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ANC, FBD, and SBA services to a greater extent than
socioeconomically disadvantaged women [25]. Socially
disadvantaged mothers increased their utilization of care
relative to mothers of higher socioeconomic status, the
absolute gap in utilization of care between socioeconomic
groups has increased over time. District Level Household
and Facility Survey conducted in India it was found that the
poor women were found to have lower maternal healthcare
services utilization than the rich groups. Nearly 14% of the
women from the poorest group had full ANC compared to
50% of the women from the richest group. Safe delivery was
almost universal among those women from the richest group
(92 percent) whereas only 30 percent of the poorest women
had safe delivery [23].

Education status

Women who have more education are more likely than those
who have less education to receive ANC from a skilled
provider. 73% of women with no education received ANC
from a skilled provider, compared with 95% of women with
an SLC or higher level of education. The proportion of
women who receive ANC from a skilled provider increases
steadily with wealth. Mothers with higher education were
about ten times more likely (AOR: 10.38; 95% CI: 6.81-
15.81) to use four ANC compared to women with no
education [20]. A study conducted in Ethiopia it was found
that the percent of births attended by skilled health personnel
in those mothers who were attended secondary schooling &
above increased from 45 percent to 74.4 percent between
2000 and 2011. Mothers’ educational status correlates highly
with whether their delivery is assisted by a skilled provider
and whether the birth is delivered in a health facility. For
example, 38% of births to mothers with no education were
assisted by a skilled provider, and 36% were delivered in a
health facility, as compared with 85% each, of births to
mothers with an SLC or higher level of education. A similar
relationship is observed with wealth [22].

A study from India it was found that the higher proportions
of educated women have used maternal healthcare services
than women without any formal education. One of the
evidences found that among women with 10 or more years
of schooling, 48 percent had received full ANC, 88 percent
had safe delivery, and 54 percent had PNC. The
corresponding figures among the illiterate women were 13
percent, 28 percent, and 18 percent, respectively [23].

DISCUSSION

Findings from the different studies indicate substantial
progress both in increased use and reduced social gradient in
the use of these health services. The use of maternal health
services in Nepal remains inequitable on many levels.
Access to maternal health care especially institutional birth
is low in Nepal among women with no or lower education,
women from low-wealth quintile households, disadvantaged
caste/ethnic groups and women from remote areas. Analysis
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of data from the four DHS surveys indicates that the most
significant determinants of inequality in maternal health use
are maternal education and wealth index with both showing
an apparent dose-response relationship. From the study, it
was found that mothers with higher education were about ten
times more likely to used four ANC (AOR: 10.38; 95% CI:
6.81-15.81) compared to women with no education [20]. A
study conducted in Ethiopia it was found that the percent of
births attended by skilled health personnel in those mothers
who were attended secondary schooling & above increased
from 45 percent to 74.4 percent between 2000 and
2011.Women from the highest wealth quintile were 9 times
more likely to give birth at a health facility (AOR 9.00; 95%
CI: 6.55-12.37) and nine times more likely to give birth by
C-section (AOR 9.37; 95% CI: 4.22-20.83) in comparison to
women from the lowest wealth quintile [20]. A study
conducted in Indonesia it was found that the richest women
were 5.45 times (95% CI: 4.75-6.25) more likely to give
birth in a health facility and 2.83 times (95% CI: 2.23-3.60)
more likely to give birth by C-section than their poorest
counterparts [24].

CONCLUSION

e The utilization of maternal health services varies
according to the socio-economic status of women.

e To turn the goals of universal health coverage into
reality, special attention needs to be paid to poorer
women, those with less education, and those living in
remote areas.

e Higher status women (e.g., measured by education level,
wealth, and urban-rural residence) make better use of
maternal health services.

e Interventions aim to improve maternal health should be
focused on the decision-making power of women their
education status and family income.
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