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SUMMARY

Antenatal care is the care of the women soon aftaception and throughout pregnancy. The
primary aim is to achieve at the end of the pregganhealthy mother and child. Prevention and
promotion of maternal health detection and managéwieassociated diseases, early recognition
and management of complications are main ANC’s aomapts. It is suggested to have
minimum four antenatal visits for each pregnant womtogether with a regular and
adequate tetanus toxoid immunization, diet, antared iron supplementation. The ANC quality
services are assessed on basis of the type ofdemvhe number of ANC visit, and the timing of
the ANC first visit, content of services receiveadahe kind of information given during the
visit.

Maternal mortality remains one of the biggest pubkalth problems in Nepal. Lack of access to
basic maternal healthcare, difficult geographieatain, poorly developed transportation and
communication systems, poverty, illiteracy, womeoig status in the society, political conflict,
and shortage of health care professional and wndesation of currently available services are
major challenges to improving maternal health ipp&leln order to effect real improvements in
maternal health, attention needs to be focused bothbiomedical and social interventions.
Improving health facilities, mother’s nutrition, wen’s position in the society such as freedom
of movement, providing education to female childretegrating Traditional Birth Attendants
(TBA) into local health services can play a vitalerin the improvement of mothers’ health.
Maternal mortality is one of the key indicatorstbé status of reproductive health care service
delivery and utilization, but it also can be anidadior of women'’s status in a society.

A cross-sectional descriptive study was carried mutassess knowledge and practices on
Antenatal Care among mothers of Mahottari distd0 mothers with a 3 year child and
expecting mothers were interviewed for the requirddrmation with the structured interview.
More than two third of mothers were illiterate. Tdwurce of income was agriculture followed by
foreign labourer. More than three fourth of mothkesl to take permission from family head
.Decision maker in the family was father in law damasband. Less than fifty percent of the
mothers had visited four times. Reason for notimgifour times were the lack of awareness in
more than two third followed by permission not deahby family head, economical problem.
Most of mothers had knowledge of danger signs dupiegnancy. In case of danger signs, two
third of the mothers took to hospital followed taking rest and some had no idea what to do
during danger signs. Most of the mothers  had maeparation for child birth during
pregnancy. Three-fourth of the mothers had prefefor health post and hospital and rest at
home for baby delivery. The education in mothkrgel of health awareness in the community,
involvement in decision making, economical condititiealth service compliance were some
issue to improve ANC visit and BPP (Birth prepareshk practices) and finally to reduce
maternal and child mortality. Thus, the reports eveubmitted to NHRC with appropriate
recommendations to the concerned authority on élseslof conclusions of the study.
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1. INTRODUCTION

Maternal mortality remains one of the biggest pubkalth problems in Nepal. Lack of access to
basic maternal healthcare, difficult geographieatain, poorly developed transportation and
communication systems, poverty, illiteracy, womeoig status in the society, political conflict,
and shortage of health care professional and umdeation of currently available services are
major challenges to improving maternal health irp&leln order to effect real improvements in
maternal health, attention needs to be focused botlbiomedical and social interventions.
Improving health facilities, mother’s nutrition, wen’s position in the society such as freedom
of movement, providing education to female childrenegrating Traditional Birth Attendants
into local health services can play a vital rolghe improvement of mothers’ health. Maternal
mortality is one of the key indicators of the sgabf reproductive health care service delivery
and utilization, but it also can be an indicatoma@imen’s status in a society. Maternal mortality,
currently an issue of concern on the internatidmahlth agenda, remains one of the most
important public health problems in developing doies. In September 2000 the members of the
United Nations adopted the Millennium Declaratiomd aset eight millennium development
goals, one of which is reducing maternal mortaliore than 529,000 women die every year
from pregnancy-related causes, and more than 99%es€ deaths take place in the developing
countries. Globally, approximately 80% of materrddaths are due to direct obstetric
complications: primarily haemorrhage, sepsis, carapibns of abortion, preeclampsia and
eclampsia, and prolonged/obstructed labour. Thairdng 20% of maternal deaths are indirect,
i.e. they are due to existing medical conditiorgggravated by pregnancy or delivery. Nepal is a
developing country where about 80 % people livtherrural area and are engaged in agriculture
farming. Poverty is the one of the major causenefgdoor health. The major health problems are
maternal and child morbidity and mortality. Matdrreortality is still the leading cause of death
among women of reproductive age in Nepal. Fouesimntenatal visits is consider now as basic
human right which can contribute to improve the Itheastatus of the pregnant women.
Worldwide 70,000 women aged 15-19 years die eaehn gepregnancy and childbirth related
causes. More than 18 million young women give biotlan each year and 9 in 10 in developing

countries.



In 2007 Nepal’s interim constitution enshrined dwcept of ‘health for all' as a fundamental
human right, established the right of citizens ¢eemtial health care services free of charge and
the right of every woman to a good standard ofaépctive health. Aama programme has three
components: (a) free institutional delivery careitcomponent was launched in mid January
2009) and (b) the Safe Delivery Incentive Progran{®@IP), a cash incentive to women and
care providers, which was initiated in July 2004 40) incentive to women who completed 4
ANC visits and delivered their babies at healthtiinBons was initiated in mid January 20009.
Despite these commitments, a woman in childbirttd &f newborn babies die unnecessarily
every four hours. Since 2005 GoN has been providiingct cash handouts to women who
delivered in state and listed non-state facilit®sce 2009 the GoN has also been providing the
free institutional delivery care (hormal, compliedtand Caesarian section) for every woman at

all facilities capable of providing these services.

According to national demographic health survey®p010, the national average of ANC first
visits as percent of expected pregnancy has sh@yrefent increase in the FY 2066/67 (87.4
percent) compared to FY 2065/66 (67.5 percent)r iowes ANC visit is considered standard
for complete antenatal care. At the national letled, reported coverage of at least four time
antenatal visits was observed at 56.8 percent fnamong the ANC first visits during the FY
2066/67. According to MDG, delivery by SBA has te achieved by 60 percent by the year
2015 (HMIS started collecting information on SBA darother than SBA only after
FY2007/2008). The SBA includes doctors, staff nsired ANMs while other than SBA include
HA, AHW, MCHW and VHW. It is important to note thdelivery by health workers (both SBA
and other than SBA) has been increased substgntmah1.3% in FY2066/67 from 31.6% in
FY2065/66. There is also a sharp increase in theeptage of SBA delivery at the health facility
in FY2066/67(26.2%) compared to the previous FY266915.9%). Percentage of delivery by
other than SBA in health facility has also beeghdly increased over the last one year period
(from 1.4% in Y2065/66 to 2.3% in FY2066/67). Sianly, there is about 10 percent increase in
the percentage of delivery by SBA at home in FYZ0B6compared to that in FY2065/66.
During the FY 2066/67, 87.4 percent of the expegt@adinant women received ANC services at
least for one time. Similarly 41.3 percent of deties were conducted by health workers during
the FY2066/67, which has increased by almost 1Gegmercompared to the FY2065/66.



Institutional delivery has also been increased byenthan 10 percent in FY2066/67 compared to
the last fiscal year. Postnatal service coverage@ecentage of expected pregnancies were 49.7
percent during FY2066/67, showing sharp increasmost 10% increases) compared to last
fiscal year in F.Y 2065/66.

Four antenatal visits can reduce maternal morbaliy mortality, and decrease risks related to
child birth. The visits can help to decrease thmiper of deaths of women who are in risk and
high risk situation. ANC should be made availabid accessible to every pregnant woman and
further in health institution to promote and managde delivery for healthy mother and

child. People should aware about the needs ohatdkcare and birth preparedness practices.

The quality of ANC can be assessed by the type®figers, the number of ANC visits, and the
timing of the ANC first visit. ANC is also monitadethrough the content of services received
and the kind of information mothers are given dgriheir visit. The four main components of
ANC are maintenance of maternal health, health exaon of pregnancy and safe delivery,
detection and management of associated diseasegaalydrecognition and management of
complications if present.

World health organization (WHO) recognized that veonwithout complication have at least
four visits provide sufficient antenatal care. dtpossible during these visits to detect health
problems associated with a pregnancy. In the esfeaty complications more frequent visits are
advised and admission to a health facility may éeessary. Antenatal health care visits can be a

critical opportunity for women to get access toeothealth care service.

In developing countries like Nepal most of the deagre not familiar with needs of antenatal

visit. Even those who know go to service centra kate stage. Pregnant women do not follow
the recommended number of four antenatal visitatekhity services are also not made available
and accessible to most of rural communities of Negge negligence and lack of knowledge and

maternity services cause a number of major healtseguences for women.



2. LITERATURE REVIEW

Maternal mortality, currently an issue of concemtlee international health agenda, remains one
of the most important public health problems in e&leping countries. In September 2000 the
members of the United Nations adopted the MillemmiDeclaration and set eight millennium
development goals, one of which is reducing matenality'. More than 529,000 women die
every year from pregnancy-related causes, and thare99% of these deaths take place in the
developing countriés Globally, approximately 80% of maternal deathe @ue to direct
obstetric complications: primarily haemorrhage,ss&pcomplications of abortion, preeclampsia
and eclampsia, and prolonged/obstructed labour. réh®ining 20% of maternal deaths are
indirect, i.e. they are due to existing medicalditans, aggravated by pregnancy or delidery

% The Ministry of Health in Nepal has developed seeond long-term Health Plan 1997-2017
aiming to reduce the maternal mortality rate to p&0® 100,000 live births by 2017. Nepal is
also committed to the Millennium Development Goalr@ducing maternal mortality ratio by
three quarters between 1990 and Z01%Maternal health is a national health prioritpda
improving maternal health is a major focus of therent national development plan in Népal
However, there are several challenges to achiethigy goal. High Maternal Morbidity and
Mortality The maternal mortality rate in Nepal i8%per 100,000 live births, which is one of the
highest in the Worlil The Ministry of Health in Nepal has estimatedt thearly 4,500 women
die every year from pregnancy-related complicatiomostly due to lack of skilled birth
attendants and the absence of emergency serviceequpment in rural health centres in
Nepal. The majority (67%) of maternal deaths occur anm@p11% on the way to a health
facility and 11% in health facilities, 90% of whicbccur in a rural setting. Postpartum
haemorrhage is the leading cause of maternal deatbunting for 46%, obstructed labour for
16% and eclampsia for 14% of all maternal deathipReral sepsis is another important cause of
maternal death accounting for 12%. Most deliveme®epal occur at home and only 9% at
health facilitie& °. The Demographic Health Survey revealed .48% efjpant women received
any antenatal care and only 14.3% of them had doumore antenatal check ups, which are

recommended by National Maternity Care Guideliredpced by the Ministry of Health, Nepal

Under utilization of the maternal health seegicdn addition to the above challenges, under

utilisation of health services is the big challerige Nepal. There are number of factors which

4



contribute to under utilisation of health servidésidence from different studies shows that poor
physical access to health facilities due to gedycab accessibility, limited health infrastructure,
political instability, lack of resources, women®a status in the society, poor communication
system in rural Nepal and shortage of trained hgaibfessional are important barriers to health
service utilisatioi’***2 Political instability Political instability anche deteriorating situation
arising from political conflict remain a threat keealth care delivery in Nepal. Attacks have
damaged many health facilities, and staff is ofteluctant or unable to travel in rural areas.
Many women are reported to have died during chitdbbecause they could not reach
emergency obstetric care due to strike, due toicesi movement of vehicl&s Because of lack
of security and political conflict, health care fassionals do not want to work in rural areas and
this is one of the factors, which encourages médioators and qualified nurses to migrate
abroad®. There are limited health facilities and extrentespure in Out-Patient Departments
(OPD) in Nepal. Overcrowding in hospitals OPD mailtampossible to have privacy; lack of
adequate training of health care providers to maantonfidentiality and privacy are issues that

deter women from seeking chte

Poorly equipped government health facilities aseduraging women from using services which
are easily accessible in urban areas of Nepalk bacesources and shortage of trained health
professional and serious shortages of skilled d#ets are common throughout developing
countries. Nepal continues to experience imbalamd¢be health workforces due to shortage of
personnel and geographical maldistributfon Shortages are especially severe in .rural areas,
since health professionals are often concentratetties®. Women's position in the society and
women’s vulnerability, Nepalese women have lowustan society. Women’s lower status in the
family, where decisions regarding mobility and exghiéures for health care are in the hands of
men or older females, may prevent them from seekiage for their own health
problems®.According to Shakya and McMurray, Nepalese husbanay not be willing to send
their wives for medical checks when only male doctire availabfé.

Likewise, other family members such as .mothersm-imay not want to send their daughters-
in-law to the health facilities. Limited mobilitynd education opportunity for women have a
major impact on their exposure to new ideas, d@retnt of inter-personal skills, initiative and

confidence in interacting with larger wotfd The majority of women in Nepal have to ask the



head of house (husband or father in law) to spemtiaey, even for health care services.
Women'’s lack of decision-making power within themfy and community, their lack of
education and economic power, restrict their gbtlit seek and receive care during pregnancy
and childbirth®. According to traditional Nepalese cultural norfsomen have to cook and
serve food to all other household members befaiagethemselves, and then eat only whatever
is left even during pregnancy.” Nepalese womero diave poor knowledge about diet and
nutrition. Therefore, nutritional anemia is onetbé major contributors to the high maternal
mortality rate in Nepal. Frequent pregnancies aratléquate nourishment of women during
pregnancy place them at high risk during deliVeryAffordability About 37.7% of the

population lives below the national poverty lineNepaf®.

In the spirit of Alma Ata Declaration and Primatealth Care concept the Ministry of Health Nepal
endorsed the National Health Policy-1991 is to iowpr the health status of Nepalese people. The
International Conference on Population Developni®D), held in Cairo in 1994, defined reproductive
health as not only a state of absence of diseaisdimnities but also as a condition of complete/gibal,
mental and social well being. Considering the faftsigh maternal and child morbidity and mortality
Nepal, the Nepal- government has formulated a tywgear second long- term Health plan (1997-2017)
focused on mother and child health where Reprodeitiiealth (RH) also is taken an approach rather tha
as a new program in a cost effective manner.

To minimize effects of woman health problems, tlewegnment with development partners
has implemented a comprehensive safe motherhoodrgmo (SMP) including maternity
incentive scheme. Safe motherhood creates thentstamces within which women are able to
choose whether she becomes pregnant or not. Itlseg, ensuring that she receives care for
prevention and treatment of pregnancy complicatidhat she has access to trained birth
assistance and if she need it to emergency olastetre and care after birth, to prevent death or
disability from complications of pregnancy and dbitth. The main objectives of SMP are to

reduce both maternal and neonatal mortality motpdliring pregnancy and child birth.

The main strategies of the SMP focus on improvirggquality and coverage of maternity health
care services to all women. NDHS (2006) pointedtbat, maternal health is an important part
of the health care system aimed at reducing mdybigind mortality particularly related to

pregnancy. Nepal has adopted Millennium Developn@Godl (MDGS) attaining a three fourths



reduction in maternal mortality by the year 201BeTinternational and national Government
Organizations and the Ministry of Health and Popaitais working together for the better access
and high quality services to improve maternal ledhe maternity incentive scheme has been
adopted since 2005 to increase the demand for migteservices. The support for safe
Motherhood program (SSMP) is designed to improveastructural development and human

resource development and upgrade the skills oeskidirth attendants (SBAS).

According to NDHS 2006/2007 data, antenatal fiisity as % of expected pregnancies 72%,
ANC four visits among 1st visit 49.8%, deliveriemducted by health workers as % of expected
pregnancies 29.7%, deliveries conducted at heatiilittes as % of expected pregnancies 15.3%,

deliveries conducted by health workers at home a&df ékpected pregnancies 14.4%.



3. RATIONAL OF STUDY

The study might be beneficial for the community pleoto know the general demographic
features of mothers, to find out socio-econoreitdires about the current status of ante natal
care, tetanus toxoid vaccination, existing compiocg iron consumption, diet and rest schedule
during pregnancy and danger signs arising duringgmancy, knowledge related to birth
preparedness practices, nutrition, vaccinatiorustab that they can take preventive measures to

overcome the problems.

This will give base line data to investigate regagdhe same in future. The information will be
useful in planning, monitoring and evaluation of ality Safe motherhood program for
community people. This will provide insight relatéal maternal health and child health for
public health action at local level and districtdé



4. RESEARCH OBJECTIVES

4.1 General objective:

To assess Antenatal Care (ANC) & Birth Preparediastices (BPP) among Mothers in

Mahottari district of Nepal.

4.2 Specific objectives:

To find out general demographic features of mmstioé Mahottari district of Nepal

To find out socio-economic features of motherMahottari district of Nepal

To find out practices on ANC visits, iron consuropti diet and rest at pregnancy and TT

vaccination.

To find out knowledge regarding danger signs dupregnancy

To find out knowledge related to birth preparednpsactices, nutrition, and vaccination

status



5. MATERIALSAND METHODS

5.1 Resear ch M ethod:
This study was quantitative and based on Primaty da
5.2 Study Variables:
Study variables were categorized into two grouppetident and independent.

Independent Variables

. Education

. Occupation

. Religion

. Cultural Belief

. Family Type

. Ethnicity

. Economic Status
. Accessibility

. Availability

. Family Consent

Dependent Variables

. Knowledge and practice of ANC
. Knowledge of danger signs

. Institution delivery

. ANC visits.

5.3 Typeof Study:
This was descriptive cross-sectional study

5.4 Study Site and its Justification
This study was conducted in Mahottari district afddl. It constitutes 5, 81,976 population.
The awareness regarding maternal health care atidpbeparedness practices are not proper
in spite of available ANC services. Population gitowate is 2.8, which exceeds national
average and average housed size is 6.2. Urbarigbiopuis only 5.6%.Ethnic composition

of the district shows that Brahman/Chhetri Grougsupies 14.66, highly marginalized,
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disadvantaged and dalit groups cumulatively acetortmore than 32% of total population
of the district. There is only one hospital andtRRrimary health care centers, six health
posts and one sub health posts in each VDC inigteatls. In Mahottari district, the health

indicators are seen below the national averagehamohg low human development index as

compared to other districts of the region.

5.5 Target Population:
The target population of the study was the motheith a 3 year child and expecting
mothers. In this study, the mothers with a 3 yeaifdcand expecting mothers of the
Mahottari district was involved as study population

5.6 Sampling M ethods
This study was based on probability sampling metfideere are 77 VDCs and 6 electoral
constituencies in the Mahottari district. Eachstdnency was divided into 3 clusters. From
each constituency out of three clusters, 3 VDCsse#scted by using simple random method
from respective clusters. From selected cluster\DE from was selected by using simple
random sampling method and selected VDC also dividehree clusters having 3 wards in
each cluster. Thus, one electoral constituencgnnaverage consists of 15 VDCs, each
cluster consist of five VDCs. From each ward, 9extmg mothers were selected randomly.
All clusters were designed on the basis of poputatind sample was fixed proportionally
from each cluster. Thus in total there was includédsample VDCs, 45 wards, and 410

expecting mothers in the study.

5.7 Sample Size
According to DHS -2006, the mother attending folM@\ visit are 49.8% (approximately
50%) in Nepal. The sample size is calculated basetthe available data which suggests that
in 50 percent of the mothers had attended for ANG v
Mathematically,

n=z2pqN/e2(N-1)+z2pq

Where, n=sample size,
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z= confidence level
p= prevalence of stunting
q=1-p
e= permissible error.
N= Study Population
Here,
z=1.96, p=.50, g=1-p=.50 e=.05 N=65072
Therefore the sample size was fixed by adding 10#eocalculated sample size.
From the calculation the sample size was 400 mstfrem the fifteen VDCs. From each
VDC 27 mothers was selected for the proposed study.

Sampling Frame and Sampling Process including Criteria for Sample Selection
All the mothers having three years of child and estimg mothers were included in the

sampling frame from each cluster of the selected¥D

5.8 Toolsand Techniquesfor Data Collection
There were two sets of tools to gather the infoiomatPart | is the structured interview
schedule to generate data pertinent to factorceded general information and Part Il is a
Performa consisting of specific information wasareled in it. Performa was developed to
record the required information and structured tpeted interview schedule was used to
collect information from the respondents. Data wa$iected by house to house survey
method. For reliability and validity of the infortnan, all the enumerators were trained

before field visit.

5.9 Pre-testing the Data Collection Tools
Pre- testing of the developed Performa and internsehedule was done to identify the
consistency of tools. Pre-testing was done in 16f¥he sample size in any one VDC of the
Mahottari District which will not be selected fotudy but however the population

composition of the pre-tested population someh@emdles the study population.
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5.10 Validity and Reliability of the Research
Validity and reliability of the study was ensured Ipre-testing of the tools, using
standardized instruments and trained enumeratesgruments was set at O reading before
taking measurements with standardized referencekbrtensive literature survey was done.
Pair enumerators were sent for data collectionanthe basis of the pre-test sufficient time
was provided for data collection. Close supervisias done in the field. Some selection
biases may be introduced and others may be infavmatariation due to use of many

enumerators.

5.11 Limitation of the Study
» For assessing the maternal health related facta@spzcting mothers in such a populated
district, the selected sample size may not be semitative of whole district.

» This study was focus on quantitative data rathan tualitative.

5.12 Supervision and Monitoring

For the safety of all the collected data enumesateas kept in sequential order. At the
completion of data collection all the data wasmgel in different record files on the basis of
the clusters. These collected data was enteredP85Ssequentially. For the reliability and
validity of the data double entry of the data wamel Some trained supervisors was
appointed for the monitoring and supervision of tfaa collection activities in the field.

Likewise principal investigator and co-principaléstigators were involved for supervision
and monitoring activities. There was conductioslodrt term workshop for investigators and

supervisors to develop their competency in supenviand monitoring activities.

5.13 Data Management
Collected data was managed carefully and safetgwfinformation will have a paramount
importance. All collected data was kept clusterewisThus collected data by individual
enumerators was kept in separate record file agul fikes were coded. All coded files will
again be given numbers starting from 001 and endl8tthen these was stored in safe
cupboard. One to 5 numbers was given cluster iftation, 1-3 codes for selected VDCs

and a,b,c notations are given for selected wartsis for example: 22a001 was the code

13



representation of the respondent of second clustengnd VDC, first ward and first number.
Thus stored data was utilized for the purpose afyaes. All these functions were carried out

by data manager. After analyzed, these again weptik the same place for future utility.

5.14 DataAnalysis
All the data was entered computer software SPSSE&idnfo and analyzed regarding the
objectives of the study. The results of the studyeapresented by tables, charts, figures and

statistical tools to assure the result of the study

5.15 Expected Outcome of the Resear ch
It is expecting that this study will assess thédexassociated with maternal health status of
expecting mothers of the Mahottari district. Simifathis study will find out the existing
maternal health situation of the district and reownd appropriate intervention for prevail

over the maternal health problems of the Mahottistrict.

5.16 Dissemination of Research Results
The result of the study was presented in the colececommunity as well as district level.
The entire result of the study was presented amdlysteport was submitted to the NHRC.
Research articles was produced and submitted tmdtienal a well as international level
journals for publication. Sensitive finding of thesearch was disseminated from local as
well as regional and national level printed andtaic mass media.

5.17 Utilization of the Research Findings (optional)
Findings of the research may be utilized for tlrersithening of health systems as well as to
overcome the community level nutritional problerhskewise results of the study were
communicated to different stakeholders for the empntation of research findings in
Mahottari district.
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6. RESEARCH FINDINGS

The study included 400 mothers randomly selectaich fr7 VDCs and 6 electoral constituencies
in the Mahottari district. Each electoral constitay divided into 3 clusters. From each
constituency out of three clusters, 3 VDCs wascseteby using simple random method from
respective clusters. From selected cluster one MiHS selected by using simple random
sampling method and selected VDC also divided riedftlusters having 3 wards in each cluster.
Thus, one electoral constituency in an averageisisnsf 15 VDCs, each cluster consist of five
VDCs. From each ward, 9 mothers were selected malydll clusters were designed on the
basis of population and sample was fixed propoaligrnfrom each cluster. Thus in total there

were 15 sample VDCs, 45 wards, and a round fighi#®0 mothers included in the study.

6.1 General Infor mation

Among the mothers who were in the study, 60% betdrntg nuclear type and 40% belonged to
joint family type. 18% of the respondents were NMusand 82% were Hindu. Occupation of
husband was leaded by farmer (51%), followed byeigor labourer (36%), businessman (9%),
job holder (3%) and labourer (1%). Occupation oftmo was leaded by housewife (75%),
followed by farmer (23%) and business (2%). Edacatif mother was illiterate (70%), followed

by primary (27%), secondary (2%) and higher edooal %)

6.2 Socio-economic status

The source of income was agriculture (54%), folldviy labourer (32%), others (11%), service
(3%). Sufficiency of food year round was more ti@nmonth (22%), six-twelve months (51%),
three-six month (25%) and less than three month).(26thers had to take permission from
family head (82%) and permission not required iB1®ecision maker in the family was father
in law (43%), followed by husband (20%), mothetaw (12%), self (22%). Mothers preferred
to go with mother in law (73%). followed by husbgié%), friend (4%).

6.3 Knowledge about ANC

Mothers had heard about ANC (96%) and 4% of thenerahad not heard about ANC. Mothers
had heard about ANC from Female community healtlunteers (47%), followed by health
workers (33%) and radio/television (12%). Most bé trespondent mothers had visited ANC
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during their pregnancy (97%) and 3% of the mothaal hot visited ANC clinic. 41% of the
mothers had visited four times (41%), followed myyoonce (34%), 2-3 times ( 22%), and more
than four times (3%). Reason for not visiting founes was that they thought four visits were
not required (73%), followed by permission was g@nted by family head (21%), economical
problem (5%). Half of the mothers had complete rnimfation during ANC clinic visit and rest
had got incomplete health information related tegmancy. All of the mothers responded that
extra food is required during pregnancy. Regarthiegefits of extra food during pregnancy, 42%
responded that they are needed for baby and mb#adth and reduced complication, followed
by needed for baby health (43%), for mother he@@%). Most of the mothers (97%) told that
TT vaccine was required during pregnancy. 50% ef tiothers had taken TT vaccine once,
followed by twice (47%) and not taken (3%). Mostloé mothers (97%) had responded the need
of iron during pregnancy. 52% of mothers repliedtthion tablets in pregnancy was taken to
prevent anemia, followed by growth of the baby (28%d no idea of benefits of iron (20%).
47% of mothers replied duration of iron intake frdrmonths to 45 days after delivery, followed
by no idea of duration of iron intake (40%), an@ #nonths (13%). Two thirds of mothers had

taken anti-helminthic medicine during pregnancy.
6.4 Complication of pregnancy

Most of mothers (94%) had knowledge of danger sidasng pregnancy.41% knew about
swelling of hand and face, followed by swelling b&nd, face and bleeding, and other
combination (26%), bleeding (22%) and headache jl184case of danger signs, they took to
hospital (61%), followed by taking rest (26%) araidea what to do during danger signs (13%).
Most of the mothers (89%) responded that no restrequired during day time. Most of mothers
(88%) responded that they required rest two hoyrata 6-8 hours in night.

6.5 Birth preparedness

46% of the mothers knew that health workers weee gkilled birth attendants, followed by
doctors and nurses (45%), mother in law (5%). Mdthe mothers (95%) had made preparation
for child birth during pregnancy. 28% of mothersl ltlone all types of preparation, followed by
preparation for place of delivery (25%), collectiohmoney (18%), kit box (10%) and no any

preparation by 5% of mothers. 74% of the mothetsgraferred for health post and hospital and
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26% at home for baby delivery. Most of the birthoenters (72%) were within the reach of 30-

60 minutes and 28% were more than one hour.

Tablel. Type of family of the mothers

Joint 158 40
Nuclear 242 60
Total 400 100

Among the mothers who were in the study, 60% beddrig nuclear type and 40% belonged to
joint family type.

Table2.Type of religion of the family

Type o religion

Hindu 328 82
Muslim 72 18
Total 400 100

18% of the respondents were Muslim and 82% weredin

Table3.Occupation of Husband

Occupation of husband

Farmer 203 51
Foreign Labourer 146 36
Business 35 9
Job holder 11 3
Labourer 5 1
Total 400 100

Occupation of husband was leaded by farmer (518#pwed by Foreign labourer (36%),
businessman (9%), job holder (3%) and labourer (1%)
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Table4.Occupation of mother

Ocoupation of mother

House wife 300 75
Farmer 91 23
Business 9 2
Total 400 100

Occupation of mother was leaded by housewife (7588awed by farmer (23%) and business
(2%).

Table5.Education of mother

Education of mothes

llliterate 278 70
Primary 114 27
Secondary 8 2
Higher education 3 1
Total 400 100

Education of mother was illiterate (70%), followey primary (27%) , secondary (2%) and
higher education (1%)

Table6.Source of income of the family

Agriculture 216 54
Foreign labourer 130 32
Service 12 3
Other 42 11
Total 400 100

The source of income was agriculture (54%), folldveg labour (32%), others (11%), service
(3%).
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Table7.Sufficiency of food for the year round bg thcome of family

Suficiency of food

6-12 months 205 51
3-6 months 98 25
More than 12 month 90 22
Less than 3 month 7 2
Total 400 100

Sufficiency of food year round was more than 12 thq@2%), six-twelve months (51%), three-
six month (25%) and less than three month (2%).

Table8.Permission from family head needed for ANKIt v

per mission from head of the faily

Needed 329 82
Not required 71 18
Total 400 100

Mothers had to take permission from family head432nd permission not required in 18%

Table9.Decision maker in the family

Father in law 170 43
Husband 81 20
Mother in law a7 12
Self 90 22
Others 12 3
Total 400 100

Decision maker in the family was father in law (43%llowed by husband (20%), mother in
law (12%), self (22%).
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Table10.Preference of mother to go with for ANGtvis

Alone 27 7
Friends 16 4
Husband 64 16
Mother in law 293 73
Total 400 100

Mothers preferred to go with mother in law (73%)ll&wed by husband (16%), friend (4%)

Tablell. Mothers who had heard about ANC

Heard about ANC

No 15 4
Yes 385 96
Total 400 100

Mothers had heard about ANC (96%) and 4% of thénerdbad not heard about ANC.

Tablel2.Source of information about ANC

FCHV 187 a7
Health worker 134 33
Radio/TV 47 12
mother in law 13 3
Friend 11 3
Husband 8 2
Total 400 100

Mothers had heard about ANC from (FCHV) female camity health volunteers (47%),
followed by health workers (33%) and radio/telems{12%).
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Table13. ANC visited by mothers during their pregna

NG vt

No 12 3
Yes 388 97
Total 400 100

Most of the respondent mothers had visited ANCrdytheir pregnancy (97%) and 3% of the
mother had not visited ANC clinic.

Table14.Times of ANC visit during their pregnancy

Times of ANC visit

Four 159 41
Once 132 34
Two-three 85 22
more than four 12 3
Total 388 100

41% of the mothers had visited four times (41%l)pfeed by only once (34%), 2-3 times
(22%), and more than four times (3%).

Table15.Reason for not visiting four times

Reason for not visiting four times

Hospital too far 4 1
Economical problem 18 5
Not permitted 83 21
Not required 283 73
Total 388 100

Reason for not visiting four times was that theyuiht four visits were not required (73%),
followed by permission was not granted by familath€21%), economical problem (5%).
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Tablel16.Information during ANC visit about pregngmelated health information

formation at ANC ciic

Complete information 204 51
Incomplete information 184 49
Total 388 100

Half of the mothers had complete information durigC clinic visit and rest had got
incomplete health information related to pregnancy.

Tablel7.Benefit of extra food during pregnancy

Benefits of extrafood during pregnancy

Baby & mother health and reduce complication 167 42
Baby health 138 34
Mother health 80 20
Baby and mother health 15 4
Total 400 100

Regarding benefits of extra food during pregnad@@% responded that they are needed for baby
and mother health and reduced complication, foltbug needed for baby health (43%), for
mother health (20%).

Table18.Need of TT vaccine during pregnancy

T vaccine neoded

No 13 3
Yes 387 97
Total 400 100

Most of the mothers (97%) told that TT vaccine werguired during pregnancy.
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Table19.Number of TT vaccine taken during pregnancy

Number_of TT vaccine

Twice 190 47
Once 198 50
Not taken 12 3
Total 400 100

50% of the mothers had taken TT vaccine once,a@tbby twice (47%) and not taken (3%).

Table20.Iron tablets needed during pregnancy

Need of iron tablets

No 12 3
Yes 388 97
Total 400 100

Most of the mothers (97%) had responded the needofiuring pregnancy.

Table21.Benefits of iron tablet intake

Benefits of ir on tablets

Growth of baby 113 28
Prevent anemia 209 52
No idea 78 20
Total 400 100

52% of mothers replied that iron tablets in pregyanas taken to prevent anemia, followed by
growth of the baby(28%) and no idea of benefitsari (20%).

Table 22.Duration of intake of iron tablets durpprggnancy

Duration of iron intake

Four-nine months 53 13
Four months to 45 days after delivery 186 47
No idea 161 40
Total 400 100
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47% of mothers replied duration of iron intake frdrmonths to 45 days after delivery, followed
by no idea of duration of iron intake(40%), and #8nths (13%).

Table23.Intake of Anti-helminthes medicine duringgnancy

Intake of anti-helminthes

No 129 32
Yes 271 68
Total 400 100

Two thirds of mothers had taken anti-helminthic roee during pregnancy.

Table24.knowledge of the danger signs during pregyna

knowledge of the danger signs

Yes 376 94
No 24 6
Total 400 100

Most of mothers (94%) had knowledge of danger sdyngg pregnancy.

Table25.type of danger signs during pregnancy

Type of danger signs

Swelling of hand, face 155 41
Swelling of hand, face and bleeding, and other doailon 98 26
Bleeding 83 22
Headache 40 11
Total 400 100

41% knew about swelling of hand and face, followgdwelling of hand, face and bleeding, and
other combination (26%), bleeding (22%) and heaeldth%)

Table26.management of danger sign during pregnancy

M anagement of danger sign

take to hospital 243 61
Take rest 105 26
No idea 52 13
Total 400 100
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In case of danger signs, they took to hospital (fIétlowed by taking rest (26%) and no idea
what to do during danger signs (13%)

Table27.pregnant woman need to take rest in dag dimning pregnancy

Pregnant woman need totake rest

Yes 43 11
No 357 89
Total 400 100

Most of the mothers (89%) responded that no restrequired during day time.

Table28.Duration of rest during day and night

L I Nmbe Recent

2 hr day & 6-8 hr night 301 88
only night 49 12
Total 400 100

Most of mothers (88%) responded that they requiestitwo hour day and 6-8 hours in night.

Table29.knowledge about skilled birth attendantA¥B

Knowledgeabout S8A

Doctor and nurse 178 45
Health worker 186 46
Mother in law 20 5
No idea 16 4
Total 400 100

46% of the mothers knew that health workers weeesttilled birth attendants, followed by
doctors and nurses (45%), mother in law (5%).

Table30.Preparation regarding the child birth

Preparation regarding the chidbirtt

No 22 5
Yes 378 95
Total 400 100

Most of the mothers (95%) had made preparatioctidd birth during pregnancy.
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Table31.kinds of preparation usually done for cbildh during pregnancy

L INumber ___|Percent |

Transportation 50 14
Place of delivery 93 25
Kit box 40 10
Collection of money 70 18
All preparation 109 28
Not done 22 5
Total 384 100

28% of mothers had done all types of preparatioligwed by for place of delivery (25%),
collection of money (18%), kit box (10%) and no amgparation by 5% of mothers.

Table32.Preference for place of delivery

Preference for place of delivery

Home 105 26
Hospital 96 24
Health post 199 50
Total 400 100

74% of the mothers had preferred for health podthanspital and 26% at home for baby delivery

Table33.Time to reach the nearest birth center

Timeto reach the nearestbirth cente

More than one hour 110 28
Thirty minute 151 38
Sixty minute 139 34
Total 400 100

Most of the birthing centers (72%) were within teach of 30-60 minutes and 28% were more
than one hour.
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/. DISCUSSION

Among the mothers who were in the study, 60% beddritg nuclear type and 40% belonged to
joint family type. 18% of the respondents were NMusand 82% were Hindu. Occupation of
husband was leaded by farmer (51%), followed byeigor labourer (36%), businessman (9%),
job holder (3%) and labourer (1%). Occupation oftmo was leaded by housewife (75%),
followed by farmer (23%) and business (2%). Edwcatif mother was illiterate (70%), followed
by primary (27%), secondary (2%) and higher edooat(1%). Literature suggests that
improving women's educational status is the beategly to improve the maternal health as well
as women’s status in the society. Studies in Nspal that mother's education is the best
predictor and most important factor that influeddeC visits in Nepaf™ %2 Educated women
are more likely to realize the benefits of usingemn@al health services. Matsumura and Gubhaju
emphasized that education increase the chanceowiew using maternal health care, if the
service is available even in the rural aféasVomen’s illiteracy rates in Nepal (65%) are hear
doubles that of men and should be the focus of lieraducatiof. Evidence from Pakistan
showed that removing barriers in limited and restd mobility among girls and providing an
opportunity for education has positive impact ortenzal health outcom&s

Socio-economic status

The source of income was agriculture (54%), folldvibg labourer (32%), others (11%), service
(3%). Sufficiency of food year round was more ti@nmonth (22%), six-twelve months (51%),
three-six month (25%) and less than three month).(ZUbout 37.7% of the populations live
below the national poverty line in Nepal Cost for essential services and supplies prevent
many women from receiving skilled care during pmewy, childbirth, and the postpartum
period in Banglade$h According to Griffith and Stephenson, the costliding direct fees)
needed to pay for the services and transport tchremathe health facilities and indirect costs in
the form of the loss of the women’s household dubeing a barrier to services utilisation in
India®’.  Similarly, costs including direct fees as wamdl the cost of transportation, drugs and
supplies, multiple demands on women'’s time are malpstacles in the maternal health service
utilisation in Nepd".This study explores the factors associated witmatd mortality and maternal
health care in Nepal. The subjects were 4375 bigpsrted in the 1996 Nepal Family Health Survey.
Maternal and child health care was found to haw&gaificant association with neonatal mortality,
although preceding birth interval and sex of chidl stronger effects. Four aspects of maternalware
found to be highly associated with region, housgtweinership of assets, mother’s education and fathe
education. This indicates that accessibility, affdiility and availability of maternal health care a
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important factors to consider in future researcleonatal mortaliyf. Making the services affordable
for all poor people is essential to improve theanadl health. Developing national policies that
ensure the removal of financial barriers like fémsessential services and supplies that prevent
many women from receiving skilled care during pmewy, childbirth, and the postpartum
period, should be the Government priority. Governtrad Nepal recent initiative of maternity
allowance of 500, 1,000 to 1,500 rupees to be giggaregnant woman for institutional delivery
and 300 rupees for a skilled attendant who condigdigery is the positive action. This initiative
should be advertised widely so that every pregmaomhan is encouraged to have safe delivery
and improved the service utilization. Improving comnication and transportation system
Improved transportation system can save womenwifen they need emergency obstetric
services. The Three-Phases-of-Delay model idestli@riers to (or the potential for delay) in
women accessing Emergency ObstéetticThe three phases are: Phase 1: deciding kocsee

on the part of the individual, the family, or botRhase 2: reaching an adequate health care
facility; Phase 3: receiving adequate treatmeneatcan appropriate health facility. Generally
the poorest women have least knowledge of majotetixs complications or are least likely to
seek medical care for any complications (PhaseldyjJeand they are also more likely to delay
when they did seek care (Phase 2). Perceived paalitygof health services, difficulties in
transportation and cost have been shown to detenemofrom seeking care and reaching a
facility. Thus the poorest women are at greatestdvantage in the first two phases of delay.
Poor women are also probably disadvantaged whendbeially get to a facility (Phase 3) in
that they may have to wait longer before receivadgquate treatment once at an appropriate
health facility. Provision of free ambulances Idolbe important intervention, so that high-risk
deliveries could be referred to hospitals or wellipped obstetric and gynaecology centres
without wasting time and also considering that family may be too poor to afford the
ambulance. Because of geographical inaccessibifityakya and McMurray recommended

mobile clinic/camp could be useful to improve maghealth in Nepaf.

Mothers had to take permission from family head432nd permission not required in 18%.
Decision maker in the family was father in law (43%6llowed by husband (20%), mother in
law (12%), self (22%). Mothers preferred to go witbther in law (73%). followed by husband
(16%), friend (4%).
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Mobility and education opportunity can play an imtpat role on their exposure to new ideas,
development and confidence in interacting withldrger world. Similarly, involving women in
decision-making processes within the family camplibem to use the health services. According
to Sharma making education free and compulsoryids will significantly and consistently
improve women's ANC, postnatal care and childbsuhvival rates. She also recommended that
the information and education message regardingem@srhealth needs should reach husbands
and families, as they are the main decision makers

Increased health care worker emigration is contiriguto a shortage of trained health
professional in Nepal. Women's position in the styciand women’s vulnerability Nepalese
women has low status in society. Women'’s lowerustat the family, where decisions regarding
mobility and expenditures for health care are mlthnds of men or older females, may prevent
them from seeking care for their own health protsfé. According to Shakya and McMurray
Nepalese husbands may not be willing to send thizes for medical checks when only male
doctors are availabfe Likewise, other family members such as motherimmay not want to
send their daughters-in-law to the health facsitieimited mobility and education opportunity
for women have a major impact on their exposuradw ideas, development of inter-personal
skills, initiative and confidence in interactingtivilarger world®, Furthermore, lack of freedom
on movement prohibits women to access informatidhe majority of women in Nepal have to
ask the head of house (husband or father in lagpémd money, even for health care services.
Women'’s lack of decision-making power within themfly and community, their lack of
education and economic power, restrict their gbtlit seek and receive care during pregnancy
and childbirtf®. Moreover Nepalese women also have poor knowlethget diet and nutrition.
Therefore, nutritional anemia is one of the majamtdbutors to the high maternal mortality rate
in Nepal. Frequent pregnancies and inadequate stonent of women during pregnancy place
them at high risk during delivery/

Knowledge about ANC:

Mothers had heard about ANC (96%) and 4% of thenerahad not heard about ANC. Mothers
had heard about ANC from Female community healthunteers (47%), followed by health
workers (33%) and radio/television (12%)ogramme interventions such as outreach workésisy
radio programmes on maternal health, maternal hhéaformation disseminated through various mass
media sources and raising women'’s status throughatidn was able to explain the observed change in

utilization. Health worker visits and educationtdtas of women showed a large association, bubradi
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programmes and other mass media information wefbg partially successful in increasing use of
maternal health services. Socioeconomic and dembigraariables such as household economic status,
number of living children and place of residencevefd stronger association with use of maternaltheal
services then did intervention programries.

Most of the respondent mothers had visited ANCrautheir pregnancy (97%) and 3% of the
mother had not visited ANC clinic. 41% of the mathead visited four times (41%), followed
by only once (34%), 2-3 times ( 22%), and more tftam times (3%)Four times ANC visit is
considered standard for complete antenatal car¢hédnational level, the reported coverage of astle
four time antenatal visits was observed at 56.8qrrfrom among the ANC first visits during the FY
2066/67>°

Reason for not visiting four times was that theguigfht four visits were not required (73%),
followed by permission was not granted by familyath€21%), economical problem (5%). Half
of the mothers had complete information during Abl®ic visit and rest had got incomplete
health information related to pregnancy. Althougtrtain obstetric emergencies cannot be
predicted through antenatal screening, women at lgen be educated to recognise symptoms
leading to potentially serious conditions and teetanmediate actiofi ANC is an opportunity

to inform women about the danger signs and symptimmsgvhich assistance should be sought
from a health care provider without delay. Onehaf inost important functions of antenatal care
is to provide health information and services ttaat significantly improve the health of women
and their infant¥. The effective treatments of obstetric complicasioby means of essential and
emergency obstetric care, are vital. Maternal hesdirvices, such as ANC, skilled assistance
during delivery and postnatal care, along with adéely equipped health institutions play a
major role in the reduction of maternal mortalindamorbidity?.

All of the mothers responded that extra food isunesgl during pregnancy. Regarding benefits of
extra food during pregnancy, 42% responded that #re needed for baby and mother health
and reduced complication, followed by needed fdryblaealth (43%), for mother health (20%).

Most of the mothers (97%) told that TT vaccine weguired during pregnancy. 50% of the
mothers had taken TT vaccine once, followed by éwi€7%) and not taken (3%). Most of the
mothers (97%) had responded the need of iron dyregnancy. 52% of mothers replied that
iron tablets in pregnancy was taken to prevent @mefollowed by growth of the baby (28%)
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and no idea of benefits of iron (20%). 47% of masheeplied duration of iron intake from 4
months to 45 days after delivery, followed by neadf duration of iron intake (40%), and 4-9

months (13%). Two thirds of mothers had taken halwminthic medicine during pregnancy.
Danger signs of pregnancy:

Most of mothers (94%) had knowledge of danger sidasng pregnancy.41% knew about
swelling of hand and face, followed by swelling b&nd, face and bleeding, and other
combination (26%), bleeding (22%) and headache jl184case of danger signs, they took to
hospital (61%), followed by taking rest (26%) araidea what to do during danger signs (13%).
Most of the mothers (89%) responded that no restrequired during day time. Most of mothers
(88%) responded that they required rest two howyrati@ 6-8 hours in night. Government should
train more doctors and nurses to fill the shortaltl ensure that they do not all emigrate. Health
care providers need to be trained to listen to wdseeeds, desires and fears, and to discuss
highly personal or culture-specific aspects of peewy and delivery. Maintain the privacy and
confidentiality is equally important to improve thwaternal health care utilization. It is
important to increase awareness among the gengbolit @s well as among primary level health
care workers that every delivery is a potentialhhigsk delivery, best conducted in a well
equipped centre since 15 percent of the delivenes have life threatening conditions.
Education about the danger signs during regnancl delivery among the women is very
important®. Men involvement is needed in order to improve enal well-being of womet.
Male involvement in maternal health has recentigrbpromoted as a promising new strategy for
maternal healflf. Since men are the primary decision maker of riegialese families, men’s
involvement in maternal health matter could promatéetter relationship between men and
women in household in women empowerment. Mullay @otleague state that involving
husband/partner and encouraging couple joint detisiaking in maternal health may provide
an important strategy in achieving women’s empovesrtimwhich ultimately help to reduce the

maternal morbidity and mortality

The national average of ANC first visits as peraagnexpected pregnancy has shown 20 percent irereas
in the FY 2066/67 (87.4 percent) compared to FY5286 (67.5 percent). According to MDG, delivery
by SBA has to be achieved by 60 percent by the 3846 (HMIS started collecting information on SBA
and other than SBA only after FY2007/2008). Thieralso a sharp increase in the percentage of SBA
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delivery at the health facility in FY2066/67(26.2%dmpared to the previous FY2065/66 (15.9%).
Percentage of delivery by other than SBA in hefdtility has also been slightly increased over |tst
one year period (from 1.4% in Y2065/66 to 2.3% ¥2B66/67). Similarly, there is about 10 percent
increase in the percentage of delivery by SBA ahddn FY2066/67 compared to that in FY2065/66.
During the FY 2066/67, 87.4 percent of the expepiegdinant women received ANC services at least for
one time. Similarly 41.3 percent of deliveries weosducted by health workers during the FY2066/67,
which has increased by almost 10 percent comparatet FY2065/66. Institutional delivery has also
been increased by more than 10 percent in FY206&36ared to the last fiscal year. Postnatal servic
coverage as a percentage of expected pregnanciesd®& percent during FY2066/67, showing sharp
increase (almost 10% increases) compared to &t fyear in F.Y 2065/68.

The age patterns of first marriage and motherhoad eovariates of early marriage, delayed
consummation of marriage and early motherhood ipaNesing data from the 2000 Nepal Adolescent
and Young Adult Survey (NAYA). Both unmarried ancamed male and female youths (age 14-22)
were included in the survey. The analysis is base®800 urban youths and 5075 rural youths with
complete information on the variables examined.pBriional hazard models are used to estimate
covariates of early marriage and early motherhaod, logistic regression models are used to estimate
covariates of delayed consummation of marriage. Témilts show that early marriage and early
motherhood are quite common among Nepalese worspacially in rural areas. Early marriage is much
less common among men. Delayed consummation ofiagaris common among very young brides,
especially in rural areas. The main covariatescatam with early marriage and early motherhood was
respondent’s education, region of residence amuicitj The main covariates of delayed consummation
of marriage are age at first marriage, region efdence and ethnicity. The study highlights thedniee
focus on less educated female youths in Teraoreigi order to reduce the reproductive and chilathe
risks associated with early marriage and earlydbleiaring”.

Data on ever-married women aged 15-49 from the 208dal Demographic and Health Survey were
analyzed to explore three dimensions of women'stippswithin their household-decision making,
employment and influence over earnings, and spalisalission of family planning. Logistic regression
models assessed the relationship of these varigbleseipt of skilled antenatal and delivery caréew
women reported participation in household decismaking, and even fewer had any control over their
own earnings. However more than half reported disiolg family planning with their husbands, andeher
were significant differences among subgroups inse¢héndicators of women's position. Though
associations were not consistent across all inglisaspousal discussion of family planning wasduhko

an increased likelihood of receiving skilled antahaand delivery care (odds ratios, 1.4 and 1.3,

respectively). Women's secondary education wassitengly associated with the greater use of health
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care. Gender inequality constrains women's acteskilled health care in Nepal. Interventions to
improve communication and strengthen women's infteedeserve continued support. The strong
association of women's education with health cae highlights the need for efforts to increasesyirl
schooling and alter perceptions of the value dfeskimaternal health care

This study result showed that percentage of woméh educational attainment of School
Leaving Certificate (SLC) and above who attendedl ANC visits was double as compared to
the illiterate women. Similarly, data on econontatss against ANC use shows that 81.4% of
women with more than four thousand per monthly meavail the ANC services. The coverage
is nearly 5 times higher for four or more ANC wsihade by these women as compared to the

women with lesser income.

Even with the best possible antenatal screenimg,dalivery can become a complicated one requiring
emergency intervention. Therefore, skilled asstsda essential to delivery care. ANC being awath

to institutional delivery as seen in many studibg study tried to look upon the relation betwdleese
variables in the study area. The results showeidthieadifference in the percentage of hospitalveeli
among women who made four or more visits as condparevomen who never visited ANC clinics was
obvious. Around 90% women following four or more BNisits were hospital delivered as compared to
18.18% of women not making any ANC visits. The @liffince was found to be statistically significant
(p<0.01). The results showed that 66% of the detigehappened in hospital and assisted by the docto
And 34% were the home deliveries, among which 268revassisted by the family or relatives and 8% by
the traditional birth attendants (TBA). Seventygeat of women in 20-34 years of age group whereas
58% of women of over 35 years of age deliveredssistance of doctor. Nearly seventy nine percent of
women with first pregnancy and 69.6% of women vgigltond pregnancy, delivered in health facility as
compared to 50% of women with fourth or more pregies. Like ANC service use the place and
attendance during delivery was found to be asstiatith education and economic status. The
percentage of delivery assisted by doctors wadyndauble in women with SLC and above education as
compared to illiterates. Sixty percent of illiteratvomen delivered in assistance of family or reésti
Similarly, 69.8% of women with higher income lewdglivered at hospital in assistance of doctor as

compared to 42.9% of women with lesser incbme

According to the study based on world DHS, theti@aship between four or more antenatal
care visits and delivering in a medical facilithespital, health centre or clinic — is even more
pronounced. Women reporting at least four antercatid visits were on average 3.3 times more
likely to deliver in a medical facility than otheromen. The difference between the two groups
of women is especially large in Bangladesh anddpihi both countries with low overall levels
of antenatal care use Educational status playé rata in availing health services. World DHS
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suggests that women with secondary education ace twore likely to have antenatal care than
women with no education. But in some countries digparity is much larger, particularly in
Asia. In Nepal, women with secondary education&tenes more likely to report at least four
antenatal visits than women with no education. Bhigly showed that the percentage of women
of more than 35 years of age, who did not atteral dhtenatal visits, is 36.8%. A good
percentage of these women made the antenatal. viSitistics suggests that antenatal coverage
rate is increasing in these years. The similarifigsl can be seen in this study. World
Demographic and Health Survey (DHS) on 45 develpmiountries showed that higher parity
women less encounters antenatal care componengsisAane of the most important factors for
pregnancy complications. Younger age group of 1548 over 35 age groups are considered
risky. Studies showed that women older than 33emlikely to make antenatal visits

Limited resources and administrative capacity teith strong underlying needs for health

services create serious challenges to the Govemnafesepal. Programmes aimed at reducing
maternal mortality should be based on the prindipé every pregnant woman is at risk for life-
threatening complications. An important interventior Safe Motherhood is to make available
of health workers with midwifery skills at everyrth including those in rural settings.

Availability of quality emergency obstetric caredaneferral system are equally important.
Reducing the maternal mortality rate cannot beeadd only by focusing on the availability of

basic and comprehensive obstetric care in primany secondary health facilities. Proper
management of underpaid, poorly motivated and goanryjanised health workforce, improved

health infrastructure are basic requirement inithprovement of maternal health. Similarly,

comprehensive health promotion through approptiat®ing of healthcare workers would be

beneficial to improving maternal health in Nepdhterventions should address not only the
medical problems but also need to deal with wideiad problems. Interventions should focus to
improve the status of women in society includingréasing female literacy and empowerment
to tackle the maternal health probléfns

Political instability Political instability and theleteriorating situation arising from political

conflict remain a threat to health care deliveryNapal. Attacks have damaged many health
facilities, and staff is often reluctant or unatweravel in rural areas. Many women are reported
to have died during childbirth because they coudtl reach emergency obstetric care due to
strike, due to restricted movement of vehitiesBecause of lack of security and political

conflict, health care professionals do not wanweok in rural areas and this is one of the factors,
which encourages medical doctors and qualified esute migrate abroad. There are limited
health facilities and extreme pressure in Out-RafEpartments (OPD) in Nepal. Overcrowding
in hospitals OPD makes it impossible to have pyydack of adequate training of health care
providers to maintain confidentiality and privacke assues that deter women from seeking
caré’. Poorly equipped government health facilities aseoliraging women from using services
which are easily accessible in urban areas of Nepatk of resources and shortage of trained
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health professional serious shortages of skilléendants are common throughout developing

countries. Nepal continues to experience imbalamdbe health workforces due to shortage of

personnel and geographical maldistributforShortages are especially severe in rural areas,
since health professionals are often concentrateities”.

Birth preparedness:

46% of the mothers knew that health workers weee gkilled birth attendants, followed by
doctors and nurses (45%), mother in law (5% SBA includes doctors, staff nurses and ANMs
while other than SBA include HA, AHW, MCHW and VHWL. is important to note that delivery by
health workers (both SBA and other than SBA) hanliacreased substantially to 41.3% in FY2066/67
from 31.6% in FY2065/68Viost of the mothers (95%) had made preparatiorlidd birth during
pregnancy. 28% of mothers had done all types gigregion, followed by preparation for place
of delivery (25%), collection of money (18%), kit (10%) and no any preparation by 5% of
mothers. 74% of the mothers had preferred for hgatst and hospital and 26% at home for
baby delivery. Another study showed that mothers wdteived antenatal checkups are two to
five times more likely to give birth in a medicalstitution than mothers who did not receive any
antenatal check-up. Mother’'s age and educationcand's birth order also have strong effects
on the likelihood of institutional delivery. Hous®#tl standard of living also has a substantial
effect in most casé€$Like ANC service use the place and attendance dutativery was found to be
associated with education and economic statuspé&hmentage of delivery assisted by doctors wadynear
double in women with SLC and above education aspeoed to illiterates. Sixty percent of illiterate
women delivered in assistance of family or relaiv8imilarly, 69.8% of women with higher income
level delivered at hospital in assistance of doatocompared to 42.9% of women with lesser inéddme

Most of the birthing centers (72%) were within tleach of 30-60 minutes and 28% were more
than one hour. Availability of quality emergencystadric care and referral system are equally
important. Reducing the maternal mortality ratenmanbe achieved only by focusing on the
availability of basic and comprehensive obstetdaredn primary and secondary health facilities.
Proper management of underpaid, poorly motivated amorly organised health workforce,
improved health infrastructure is basic requirementhe improvement of maternal health.
Similarly, comprehensive health promotion througiprapriate training of healthcare workers
would be beneficial to improving maternal healthNepal. Interventions should address not

only the medical problems but also need to dedl witler social problems. Interventions should
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focus to improve the status of women in societyluding increasing female literacy and
empowerment to tackle the maternal health problériihere are very poor roads and a lack of
bridges over major rivers in rural areas in Nefiatould be very difficult for pregnant women to
travel in such conditions. Poor women in rural areave to walk more than an hour to reach the
nearest health facility. Poor road infrastructund &ck of public transport make access difficult
especially when there are complications. As a tepalor women seek health care from less
trained providers who are more accessible or thesyenseek any care. According to Mumtaz
and Salway in Pakistan, women and their familiesichtravelling due to fear of abortion during
pregnancy in such roads Evidences show that Antenatal Care (ANC) helpsiniprove

maternal health and reduce maternal death. Antecata is an important determinant of safe

delivery* 3% 4

In addition to this, improving communication systesuch as telephone facilities in remote areas
play a vital role in the improvement of maternahltie. If complications arise, qualified health
personnel can be called. Training of TraditionatiBAttendant (TBA) In many places in rural
Nepal, the services from skilled professional healte providers are not available and TBAs are
only the source of maternal health care. Differsnioecasts and cultures between providers of
services and users can sometimes be a barriee intilisation of the maternal health services in
Nepal. TBAs can provide culturally appropriate $&#g in the community setting, offering a
first-line link with the formal healthcare systeamd distribution of nutritional supplements. In
recent years, the importance of TBA training istooversial. However, CEDPA’s TBA training
evaluation in Nepal showed that the trained TBA hgsositive impact on maternal heélth
Studies by Rodgers and colleagues in Bangladesimmaend that the TBA training alone is not
sufficient for improving health outcomes, espegialh terms of maternal mortality and
morbidity*®. We recognized that training and integration &A% is not part of Nepal's Safe
Motherhood approach, however in the absence dedkdttendance at birth in rural areas, these
issues cannot be ignored.
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8. CONCLUSION:

More than two third of mothers were illiterate. Tdwurce of income was agriculture followed by
foreign labourer. More than three fourth of mothkesl to take permission from family head
.Decision maker in the family was father in law amasband. Less than fifty percent of the
mothers had visited four times. Reason for notimgifour times were the lack of awareness in
more than two third followed by permission not deahby family head, economical problem.
Most of mothers had knowledge of danger signs dupiegnancy. In case of danger signs, two
third of the mothers took to hospital followed taking rest and some had no idea what to do
during danger signs. Most of the mothers  had maeparation for child birth during
pregnancy. Three-fourth of the mothers had prefefor health post and hospital and rest at
home for baby delivery.

Maternal mortality remains one of the biggest pubkalth problems in Nepal. Lack of access to
basic maternal healthcare, difficult geographieatain, poorly developed transportation and
communication systems, poverty, illiteracy, womeoig status in the society, political conflict,
and shortage of health care professional and wndesation of currently available services are
major challenges to improving maternal health ip&leln order to effect real improvements in
maternal health, attention needs to be focused botlbiomedical and social interventions.
Improving health facilities, mother’s nutrition, wen’s position in the society such as freedom
of movement, providing education to female childrenegrating Traditional Birth Attendants
(TBA) into local health services can play a vitalerin the improvement of mothers’ health.
Maternal mortality is one of the key indicatorstbé status of reproductive health care service

delivery and utilization, but it also can be anidadlor of women'’s status in a society.
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9. RECOMMENDATION:

Limited resources and administrative capacity teith strong underlying needs for health
services create serious challenges to the GovetnofeNepal. Programs aimed at reducing
maternal mortality should be based on the prindipée every pregnant woman is at risk for life-
threatening complications. An important interventfor Safe Motherhood is to make available
of health workers with midwifery skills at everyrth including those in rural settings.
Availability of quality emergency obstetric caredaneferral system are equally important.
Reducing the maternal mortality rate cannot beeadd only by focusing on the availability of
basic and comprehensive obstetric care in primany secondary health facilities. Proper
management of underpaid, poorly motivated and poarjlanized health workforce, improved
health infrastructure is basic requirement in thgrovement of maternal health. Similarly,
comprehensive health promotion through approptia®ing of healthcare workers would be
beneficial to improving maternal health in Nepdhterventions should address not only the
medical problems but also need to deal with wideiad problems. Interventions should focus to
improve the status of women in society includingréasing female literacy and empowerment
to tackle the maternal health problems. The edutah mothers, level of health awareness in
the community, involvement in decision making, ewmwmical condition, health service
compliance were some issue to improve ANC visit BR®P (Birth preparedness practices) and
finally to reduce maternal and child mortality. Bhuhe reports were submitted to NHRC with

appropriate recommendations to the concerned atytloor the basis of conclusions of the study.
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11. ANNEXES:

Data Collection Instruments:

Antenatal Care (ANC) & Birth Preparedness Practices (BPP) among Mothersin Mahottari, District, Nepal
A. General Information:

i. S.N. ...Name of Respondant: ...... VDC.: ...... Ward.N........

ii . Cluster No A B C D

iii. Religion: 1. Hindu 2. Muslim 3. Buddhist Others (Specify).............c.c.....

iv. Caste: 1. Schedule cast 2. General 8kBard 4. Tribe 5. Other (specify)

v. Family Type:a) Nuclear family) Joint family c) Extended family

vi Occupation of father: a. Farmer b. foreign labouwlob holder d. Businessman

vii Occupation of mother: a. Housewife b.rfar c. Job holder d. Businessman

viii. Educational Status of mother a) #liate b) Primary c) Secondary d) Higher Sec /stugher

B. Socio-economic status
1)  What is your main source of income? aji@&gture b) Service c¢) Labor d) Other
2)  For how many months your income is suffitfea) <3 b) 3-6 c) 6-12 d) >12

3) Do you have to take permission from younifg for seeking of health services during pregnénhc
Yes/No

4)  Who is decision maker in your family foe&eg of health service?
a) Husband b) Father-in-law c) Mothetan d) Self/ Others

5) With whom you prefer to go for health checkup?
a) Husband b) Mother-in-law c) friendsGther family member/ Alone

C. Knowledge and practice about Antenatal Care and BPP
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1) Have you heard about Antenatal care? Yea b) No
2) If yes, from where?
a) Health worker b) FCHV Hysband d) Mother-in-law
e) Friend f) Radio/Tet@on g) Others
3) Have you visited ANC clinic during yoweaent pregnancy? Yes/No
4) If yes how many times did you visit?
a) Once b) 2-3times c) 4 times d) dtran four times
5)  If No why didn’t you visited? a) No ideg Mot sent from home c) Not needed d) Others
6. What make you not to visit four times (Serviaentpliance?)
a. Not permitted by Husband b. Not requredospital is too far d. No Money
7)  What types of information did you get frohere?
a) Personal hygiene b) Importarfoggroper balanced diet and use of iodize salt

c) T.T. immunization d) Harmful effect of sking and alcohol intake e) All of the above

8) Does a pregnant woman need extra food? a) Yes b) No

8) If yes why should pregnant women need exitod?

a) For the growth and development of baby blror the mother’s health

c) To prevent from the complicationd) |é&itheme) Others

9) Does a pregnant woman need to take imratioiz against tetanus? Yes/No

10) If yes how many times did you take? a)eoni) twice c) More than 2 times d) Not nekde
11) Does a pregnant women need to take Iron Gepies/No

12) If yes why it is needed?

a) To prevent from the anemia b)  Forgtmwth and development of the baby
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c) To prevent from the complication d) Mea
13) If yes what is the duration of taking Iron Cale®
a) 4-9months b) 4 month-45 days ofwdelic) No idea
14) Have you taken Anti-helminthes medicine dupnggnancy? Yes/No
15) Do you know about the danger sign arising dupregnancy? Yes/No
16) If yes what type of danger sign arouse duriregpancy?

a) Swelling of hands/face Bibgeding c) Sever headache

d) Sever abdominal pain O#)ers
17) In your opinion how do you manage danger siging pregnancy?

a) Have to take hospital b) Havéate restc) Noidea

18) In your opinion does a pregnant woman needHe test in day time during pregnancy? Yes/No
19) If yes what is the duration of taking rest dgrday and night?

a) 2 hoursinday and 8 hours in night bR hours in day and 6 hours in night

c) 4 hoursin day and 6 hours in night d)Day time not needed; only in night
20) In your opinion who are the skilled birth atlent?

a) Doctors/Nurses b)  Health persahdother-in-law/friends/relative d)  Others
21) Do you know about the preparation regardingcthiel birth? Yes/No
22) Did you do any preparation for your child bittifes/No

23) If yes what kinds of preparation usually déorechild birth? a)  Collection of money
b)  Arrangement of kit box c)  Place fotidery d)  Management of transportation e)All of
them

24) If No what is the reason you were unable tpare for birth?
a) Lack of knowledge b)  Lack of mgne
c) Unco-operative behavior of family d) No tradition of preparation for birth before delry
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25) Which place did you prefer for your deliverytome b) Health post c¢) Hospital d) Dhami
ghakari

26) How long does it take you to reach the nedriest center?

a) 15 minutes  b) 30 minutes c¢) 60 r@au d) more than 60 minutes
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