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Abstract: Maternal health care has been long discussed topic throughout the world and so does in India. Still, 
India is the country where the large proportion of mothers loses their lives during the pregnancy and after 
wards. In Indian context, the head of the household is the decision maker of any household activity. Being 
male or female household head have a strong impact on the health care too. In this study, we have tried to 
analyse the effect of sex of household head on the maternal health care. Data from third phase of District Level 
Health Survey (DLHS) for India has been analyzed using bivariate and multivariate techniques. Study finds 
that mothers who belong to female-headed household are more likely to get prenatal services, have safe 
delivery and availed postnatal services as compared to those who belong to Male headed households, 
controlling the other socio-economic and demographic variables. Maternal health care is strongly related to 
the decision making power. Women who belong to female-headed household are availing more services than 
their counterparts. It emerges from the study that if women make liberal and autonomous, it may affect our 
society in positive sense and do affect country in long way. 
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Introduction: Maternal health services have a 
critical role to play in the improvement of women’s 
reproductive health in developing countries. (1)- (4) 
A woman is considered to have received full 
antenatal care only when she has had at least three 
antenatal check-ups, two tetanus toxoid injections, 
and iron and folic acid tablets/syrup for 90 days and 
identification of warning signs during pregnancy. 
Globally, during the period 2006–2013, about 56% 
of pregnant women attended the recommended 
minimum four times antenatal care.  The proportion 
of pregnant women in developing countries who 
attended at least four antenatal care visits has 
increased from approximately 37% in 1990 to about 
52% in 2012 but, in low-income countries, only 38% 
of pregnant women attended four times or more 
antenatal care during 2006-2013. (5) Each year, more 
than half a million women die from causes related to 
pregnancy and childbirth, and nearly 4 million 
newborns die within 28 days of birth. The World 
Health Organization guidelines on postnatal care 
recommend postnatal visits within six to 12 hours 
after birth, three to six days, six weeks, and at six 
months (6-6-6-6 model). 
It has been argued that changes in women’s status 
have been the key to differentiate the behaviour of 
those seeking modern health care from those 
following traditional practices. (6) Educated women 
may take preventive health-care measures, as they 
have more control over their lives. They have 
positions in the household to take decisions 
regarding their own as well as of their children’s 
health. The influence of cultural norms as well 
as husband’s and in-laws’ imposition of decisions on 
women’s health seeking behavior may vary by a 
woman’s background characteristics which are 
associated with age and education of the woman. 

Therefore the influence of traditional believes, 
cultural norms along with husband’s and in-laws’ 
impact on the use of prenatal-care among older 
and more educated women may be lower than 
among young women and women having little or no 
education. If a woman has little decision-making 
power in her household and her husband or the 
household head discourages her from using 
maternal health services, she will be unlikely to 
use those services. ( 7 )  
Secondly, a large body of research has attempted 
to explore intra-household decision-making power 
and its links with human development. (8)- (11) This 
paper looks at the utilization of maternal health 
services, including prenatal care, skilled birth 
attendance, institutional delivery and postnatal care, 
which have proven their merit in reducing infant and 
maternal morbidity and mortality in developed as 
well as developing countries. The paper examines 
the determinants of the uptake of maternal health 
services and focuses in particular on women’s 
decision-making power. 
Many researchers have attempted to explore the 
links between women’s autonomy and their use of 
reproductive health services. It is also argued by 
the authors that although certain widely 
acknowledged variables such as education and 
economic status have a significant effect on 
reproductive health behavior, the relationship 
between women’s decision-making power and their 
use of reproductive health services is still unclear. In 
India various studies have not found any 
relationship between women’s freedom of 
movement and decision-making power and their use 
of reproductive health services. (2), (12) Maternal 
health care has been long discussed topic 
throughout the world and so does in India. Still, 
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India is the country where the large proportion of 
mothers loses their lives during the pregnancy and 
after wards. In Indian context, the head of the 
household is the decision maker of any household 
activity. Being male or female household head have a 
strong impact on the health care too. In this study, 
we have tried to analyze the effect of sex of 
household head on the maternal health care. 
Data and Methods 
Data: This study use data from the third round of 
the District Level Household Survey (DLHS-3) 
conducted during 2007–08. The DLHS is a 
nationally representative and one of largest ever 
demographic surveys conducted in India. It covers all 
states and union territories of India except Nagaland. 
The basic aim of DLHS-3 is to provide reliable 
estimates of maternal and child health, family 
planning and other reproductive health indicators 
at district level. (13) DLHS-3 adopted a multi-stage 
stratified systematic sampling design. Detailed 
information about sampling employed in this survey 
can be obtained from the national report of DLHS-3. 
Variable description: 
Dependent variables 
We have used ‘full antenatal care’, ‘safe delivery’ and 
‘postnatal care’ as indicators of maternal healthcare 
utilization. They have been defined on the basis of 
the guidelines provided by the World Health 
Organization. A woman is considered to have 
received full antenatal care only when she has had 
at least three antenatal check-ups, two tetanus 
toxoid injections, and iron and folic acid 
tablets/syrup for 90 days or more during her 
pregnancy. (5)A delivery conducted either in a 
medical institution or home deliveries assisted by 
a doctor/nurse/Lady Health Visitor (LHV)/Auxiliary 
Nurse Midwife (ANM)/other qualified health 
professionals is considered a safe delivery in this 
study. A woman is considered to have received 
postnatal care if she had a postnatal check-up 
within 42 days after delivery. (4) 
Independent variables 
Study have considered a range of socioeconomic and 
demographic predictors such as residence, wealth 
quintile, religion, caste, Household head education, 
age of household head and sex of household head. 
Methods: Bi-variate analysis has been done to 
examine prevalence of prenatal and postnatal care 
by selected socioeconomic and demographic 
characteristics. Chi-square has been applied to 
understand the association of prenatal and 
postnatal with selected socioeconomic and 
demographic factors. Logistic regression analysis 
was used to estimate odds ratio and its 95% 
confidence intervals (CIs) for the effect of 
socioeconomic and demographic factors on prenatal 
and postnatal care. 

Data analysis was performed with the STATA 
statistical package. All reported p values are two 
tailed and p<0.05 was considered statistically 
significant. 
Results: In Table 1 the majority of women belong to 
rural areas. Three-fourth of the women was Hindu 
and 14 percent were Muslim and else were others. 
Considering caste 40 percent of women were OBC 
category which followed by SC/ST (36 percent) 
and others (23 percent). Thirty-seven percent of 
the head of the household were illiterate and else 
were literate. Most of the household head’s were 
aged 30-60 years. Only 9 percent of the households 
where the head of the household were women. Table 
2, percentage of prenatal, safe delivery and post 
delivery were high in urban areas among both male 
and female. It is increases with increasing quintile. 
People who belongs to other religion and caste were 
highest percent of antenatal, safe delivery and 
postnatal care and lowest among SC/ST category. 
Utilization of maternal health care was increases with 
increasing education as well as age among male and 
female. 
Table 3, examine the role of household head‘s gender 
on maternal healthcare utilization, we had employed 
binary logistic regression analysis. In this study as 
maternal healthcare indicator, there are three 
indicators which we had included in this study. 
Results shows that the gender of the household 
head making significant differences on utilization 
of maternal healthcare services. Regarding prenatal 
care, women of male headed household in urban 
areas are reported to have much better (1.18, 
p>0.001) prenatal care than the rural women but 
unexpectedly urban female headed household 
reported to have prenatal healthcare utilization 
than the reference category. 
When we see the wealth or economic status of the 
household, results are clearly showing that the as 
wealth increases utilization of the prenatal care is 
also increases is both, male and female headed 
household. Women from Muslims (0.71, P>0.001) 
and others (0.95, P>0.001) male headed household 
are less likely to report to utilize prenatal care 
than Hindu male headed families. But in contrast 
women from female headed Muslim household are 
(1.17, P>0.001) more likely to use prenatal care then 
reference category. Further, Women from educated 
male headed household are more likely to use 
prenatal care than the uneducated similar result has 
been found from educated female headed 
household but the use of prenatal care in the 
household where head of the household with 9 to 10 
year and 11 years & above of schooling are reported to 
use twice (2.58, P>0.001) and thrice (3.44, P>0.001) 
respectively. Age of the household is also a significant 
factor to utilize prenatal care among both male and 
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female headed household. Gender of the household 
is not making much difference in safe delivery care. 
In both male and female headed household, 
utilization of safe delivery care is almost same 
except one control variable that is education of the 
household head. As education increases utilization of 
safe delivery care is also increases, female household 
with 11 & above years of schooling are (4.03, 
P>0.001) more likely to use safe delivery care. 
Postnatal care among female headed household is 
significant than the male headed household. Place 
of residence and household wealth is showing 
expected results in both male and female headed 
household. Urban, male and female headed 
household are (1.30, P>0.001 & 1.18, P>0.001 
respectively) more likely to use postnatal care than 
their rural counterparts. Surprisingly, women from 
male headed Muslim family are reported (0.95, 
P>0.001) less utilization of postnatal care than the 
references category. While women from female 
headed Muslim households are (1.17, P>0.001) more 
likely to utilize postnatal care than reference 
category. Among male headed household both 
OBCs and other caste groups are reported more to 
utilize postnatal care than SCs/STs. Similar result 
has been found form female headed OBCs 
household but female headed other caste group are 
less likely to utilize postnatal care than Hindu 
reference category. It is clear that the women from 
educated household head both male & female has 
significant influence on postnatal care. Women 
from female headed household with 9 to 10 years of 
schooling and 11 and above years are (2.35, P>0.001 
and 2.77, P>0.001) more likely to use postnatal care 
than uneducated female household head. Male 
headed household, both age group 30-60 and 60+ 
years are less likely to report to utilization of 
postnatal care than reference category, since female 
headed household among both 30-60 and 60+ years 
of age group are more likely to utilize postnatal care 
than younger aged less than 30 years household 
head. 
Conclusions: 
In recent years, maternal deaths are most common 
public health concern in developing and under 
developed countries. This study, an attempt has 
been made to examine the effects of sex of the 
household head on maternal health care utilization 

behavior. India is one of the fast economically 
developing countries in the world but on health 
parameters its performance is worse compared with 
countries in the South and East Asian region that 
have similar income levels and rates of economic 
growth. (14)  Incidence of higher maternal mortality 
has been a greater challenge to Indian health policy 
makers and planners. The other socioeconomic 
factors usually found to be important are place of 
residence, religion and standard of living of the 
household. The economic status of the household 
also determines the utilization of antenatal care 
and delivery care services. (15), (16) The use of 
antenatal care services in a given population depend 
not only the availability and accessibility of 
services but also the socio economic status of the 
household. (17) The disparity in the use of 
maternal healthcare utilization across economic 
groups is an area of concern for many. (18), (19) 
Several studies have documented the fact that the 
household wealth has a positive effect on the use of 
maternal healthcare. (20)- (22) 
Those women living in the rural areas and in the 
lower socioeconomic group were at a greater 
disadvantage. Package of delivering maternal care 
services to vulnerable groups; rural, uneducated 
and poor women, should be prepared to 
minimize the adverse consequences of pregnancy 
and childbirth. The results of this analysis reveal that 
the maternal health care utilization is better in a 
female headed household as compared to male 
headed household. Female household head are more 
likely to realize the benefits of using maternal health 
services. It may enhance female autonomy, which 
are increasing women’s ability to make decisions 
regarding their own health as well as increasing the 
demand for modern health services. Changes in 
women’s status will take several decades, it is 
required to bring about changes in maternal health 
care utilization, and programmatic efforts should 
also target the most vulnerable groups and advocate 
the importance of using maternal health care, so as 
to increase people’s awareness of the benefits of such 
services to women’s health. 
Acknowledgement: 
The authors thank the anonymous referees for 
making helpful suggestions, which led to a 
considerable improvement in the article. 

 
References: 
 
1. Magadi, Monica Akinyi, Nyovani Janet Madise, 

and Roberto Nascimento Rodrigues. "Frequency 
and timing of antenatal care in Kenya: explaining 
the variations between women of different 
communities." Social science & medicine 51, no. 4 
(2000): 551-561. 

2. Bhatia, Jagdish C., and John Cleland. 
"Determinants of maternal care in a region of 
South India." Health transition review 5 (1995): 
127-142. 

3. Becker, Stan, David H. Peters, Ronald H. Gray, 
Connie Gultiano, and Robert E. Black. "The 



Social Sciences International Research Journal  : Volume 2 Issue 1 (2016)                                                  ISSN 2395-0544 

 

 

ISBN 978-93-84124-66-3

 

determinants of use of maternal and child health 
services in Metro Cebu, the Philippines." Health 
transition review 3, no.1 (1993): 77-89. 

4. World Health Organization. "Postpartum care of 
the mother and newborn: a practical guide: report 
of a technical working group." (1998). 

5. World Health Organization. "Provision of effective 
antenatal care." Standards for maternal and 

neonatal care (2006). 
6. Florez, C. Elisa, and Dennis P. Hogan. "Women's 

status and infant mortality in rural 
Colombia." Social biology 37, no. 3-4 (1990): 188-
203. 

7. Mumtaz, Zubia, and Sarah M. Salway. "Gender, 
pregnancy and the uptake of antenatal care 
services in Pakistan." Sociology of health & 
illness 29, no. 1 (2007): 1-26. 

8. Thomas, Duncan. "Intra-household resource 
allocation: An inferential approach." Journal of 

human resources 24, no.4 (1990): 635-664. 
9. Felkey, Amanda J. "Husbands, wives and the 

peculiar economics of household public 
goods." European Journal of Development 

Research 25, no. 3 (2013): 445-465. 
10. Basu, Kaushik. "Gender and say: a model of 

household behaviour with endogenously 

determined balance of power*." The Economic 

Journal 116, no. 511 (2006): 558-580. 
11. Lancaster, Geoffrey, Pushkar Maitra, and Ranjan 

Ray. "Endogenous Intra-household Balance of 
Power and its Impact on Expenditure Patterns: 
Evidence from India." Economica 73, no. 291 
(2006): 435-460. 

12. Bloom, Shelah S., Theo Lippeveld, and David 
Wypij. "Does antenatal care make a difference to 
safe delivery? A study in urban Uttar Pradesh, 
India."Health policy and planning 14, no. 1 (1999): 
38-48. 

13. International Institute for Population Sciences. 
“District Level Household and Facility Survey, 

2007-08.” Mumbai: 2010 Available at 

http://www.rchiips.org/pdf/INDIA REPORT DLHS-
3. pdf. 

14. Baru, Rama, Arnab Acharya, Sanghmitra Acharya, 
AK Shiva Kumar, and K. Nagaraj. "Inequities in 
access to health services in India: caste, class and 
region." Economic and Political Weekly 45, no.38 
(2010): 49-58. 

15. Chimankar, Digambar A., and Harihar Sahoo. 
"Factors influencing the utilization of maternal 
health care 

services in Uttarakhand." Ethno med, 5, no.3 (2011): 
209-216. 

16. Pandey, A., P. Mishra, and A. Ojha. "An analysis of 
the child spacing effect of the utilization of 
maternal health care services in some selected 
states of India." Popline (2002) 

17. Pandey, Arvind, Nandini Roy, D. Sahu, and Rajib 
Acharya. "Maternal health care services: 
Observations from Chhattisgarh, Jharkhand and 
Uttaranchal."Economic and Political Weekly 39, 
no.7 (2004): 713-720. 

18. Mohanty, S. K., and Praveen K. Pathak. "Rich–
poor gap in utilization of reproductive and child 
health services in India, 1992–2005." Journal of 

biosocial science 41, no. 03 (2009): 381-398. 
19. Mukherjee, Saradiya, Aditya Singh, and Rakesh 

Chandra. "Maternity or catastrophe: A study of 
household expenditure on maternal health care in 
India." Health 5, no. 1 (2013): 109-118. 

20. Babalola, Stella, and Adesegun Fatusi. 
"Determinants of use of maternal health services 
in Nigeria-looking beyond individual and 
household factors."BMC Pregnancy and 

childbirth 9, no. 1 (2009): 43 
21. Kesterton, Amy J., John Cleland, Andy Sloggett, 

and Carine Ronsmans. "Institutional delivery in 
rural India: the relative importance of accessibility 
and economic status." BMC pregnancy and 
childbirth 10, no. 1 (2010): 30. 

22. Gage, Anastasia J. "Barriers to the utilization of 
maternal health care in rural Mali." Social science 

& medicine 65, no. 8 (2007): 1666-1
 
 
 
 
 
 
 
 
 
 
 
 

Table I: Percent distribution of sample by selected socioeconomic and demographic characteristics, 
India. 
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Socioeconomic and 
demographic characteristics 

Percentage (%) Frequency Sample size

Residence 
   

Rural 81.3 177,299 
218058 

Urban 18.7 40,759 

Wealth quintile 
   

Poorest 22.11 48,206 

218058 

Poorer 22.06 48,085 

Middle 19.97 43,544 

Richer 19.29 42,056 

Richest 16.58 36,167 

Religion 
   

Hindu 75.28 1,64,147 

218058 Muslim 14.36 31,313 

Others 10.36 22,598 

Caste 
   

SC/ST 36.76 80,149 

218058 OBC 39.83 86,849 

Others 23.42 51,060 

Household head's education 
   

Illiterate 37 81,079 

218058 

Below 5 years 20 44,423 

6-8 years 15 32,980 

9-10 years 16 34,525 

11 and above 11 25,051 

Household head's age 
   

Less than 30 26.15 57,030 

218058 30-60 59.34 1,29,388 

60+ 14.51 31,640 

Household head's sex 
   

Male 91.35 1,99,194 
218058 

Female 8.65 18,864 

Total 100 2,18,058   

 
 
 
 
 
 
 
 
 

Table II: Percentage of maternal health care utilization by selected socioeconomic and demographic 
characteristics, India. 
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Socioeconomic and 
demographic 
characteristics 

Antenatal care Safe delivery Postnatal care 

Male Female Male Female Male Female 

Residence 
  

    Rural 12.9 15.85 43.36 44.42 37.51 41.3 

Urban 26.7 35.54 75.23 81.91 63.65 71.88 

Wealth quintile 

      Poorest 5.72 4.87 23.41 23.57 22.66 23.89 

Poorer 7.77 8.37 34.21 33.59 30.37 32.05 

Middle 13.58 17.22 49.3 52.46 41.66 46.26 

Richer 20.74 29.55 65.49 73.27 53.76 63.49 

Richest 35.17 45.08 87.15 90.59 74.16 82.04 

Religion 

      Hindu 17.3 20.88 52.65 55.82 44.2 49.11 

Muslim 13.76 24.1 47.82 55.66 45.97 54.54 

Others 16.69 24.05 55.03 57.32 47.02 53.38 

Caste 

      SC/ST 13.21 18.47 42.7 47.83 36.72 43.75 

OBC 16.83 23.62 53.08 57.62 46.88 53.47 

Others 21.63 23.81 64.47 64.77 52.91 55.81 
Household head’s 
education 

      Illiterate 9.29 15.27 36.91 46.06 33.53 41.97 

Below 5 years 15.38 30.57 48.25 68.39 41.51 61.09 

6-8 years 16.73 31.88 54.97 75.37 46.83 67.97 

9-10 years 21.17 39.8 62.83 81.62 52.24 74.34 

11 and above 30.58 48.33 77.3 88.93 64.04 80.81 

Household head’s age 

      Less than 30 13.66 10.66 47.21 35.05 41.3 35.55 

30-60 16.87 23.24 51.87 59.45 44.94 53.04 

60+ 21.58 32.49 62.4 72.33 50.11 63.27 

Total 16.72 21.92 52.18 55.98 44.74 50.74 

 
      

 
      

 
       

Table III: Changes in effect of male and female headed household on Maternal healthcare utilization, India.  

Socioecono
mic and 
demographic 
characteristi
cs 

Antenatal care Safe delivery Postnatal care 

Male Female Male Female Male Female 

Residence 
 

     Rural® 
 

     
Urban 

1.18***(1.15,1.22
) 

0.96(0.87,1.06) 
1.73***(1.68,1.79
) 

1.80***(1.62,2.0
0) 

1.30***(1.26,1.3
3) 

1.18***(1.07,1.2
9) 
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Wealth 
quintile    

   Poorest® 
   

   
Poorer 

1.30***(1.23,1.38
) 

1.67***(1.39,2.0
1) 

1.57***(1.53,1.62) 
1.49***(1.35,1.64
) 

1.42***(1.38,1.4
6) 

1.41***(1.28,1.56
) 

Middle 
2.36***(2.24,2.
48) 

3.31***(2.783,3.
94) 

2.70***(2.61,2.78
) 

2.56***(2.31,2.84
) 

2.22***(2.15,2.2
9) 

2.21***(1.99,2.4
5) 

Richer 
3.77***(3.59,3.
97) 

5.69***(4.80,6.
75) 

4.61***(4.46,4.7
7) 

4.86***(4.35,5.4
4) 

3.39***(3.29,3.5
0) 

3.69***(3.32,4.1
1) 

Richest 
6.68***(6.32,7.
07) 

9.31***(7.77,11.1
5) 

11.92***(11.40,12.
47) 

11.83***(10.19,13.
74) 

7.08***(6.80,7.
38) 

7.86***(6.88,8.
97) 

Religion 
   

   Hindu® 
   

   
Muslim 

0.71***(0.68,0.
74) 

1.17***(1.05,1.30
) 

0.63***(0.61,0.6
5) 

0.80***(0.72,0.8
8) 

0.95***(0.92,0.
98) 

1.17***(1.07,1.28
) 

Others 
0.81***(0.78,0.
85) 

0.91(0.80,1.03) 
0.93***(0.89,0.9
6) 

0.75***(0.67,0.8
3) 1.00 (0.98,1.04) 0.97 (0.87,1.08) 

Caste 
   

   SC/ST® 
   

   
OBC 

0.97 
(0.94,1.00) 

1.06(0.96,1.17) 1.17***(1.14,1.19) 
1.31***(1.20,1.42) 

1.20***(1.17,1.23
) 

1.27***(1.17,1.38
) 

Others 
0.95***(0.91,0.
98) 

0.70***(0.63,0.
79) 

1.26***(1.23,1.30) 
1.12**(1.01,1.24) 

1.05***(1.02,1.0
8) 

0.90**(0.82,0.9
9) 

Househol
d head's 
education 

   

   Illiterate® 
   

   Below 5 
years 

1.37***(1.32,1.43
) 

1.78***(1.60,1.9
7) 

1.18***(1.15,1.21) 
1.88***(1.703,2.0
7) 1.10***(1.07,1.13) 

1.55***(1.42,1.70
) 

6-8 years 
1.29***(1.24,1.3
5) 

1.85***(1.61,2.13
) 

1.29***(1.25,1.33) 
2.36***(2.04,2.71
) 1.16***(1.13,1.20) 

1.90***(1.67,2.1
6) 

9-10 years 
1.43***(1.37,1.4
9) 

2.58***(2.20,3.
04) 

1.41***(1.36,1.45) 
3.07***(2.55,3.7
0) 1.19***(1.16,1.23) 

2.35***(2.00,2.7
7) 

11 and 
above 

1.66***(1.59,1.7
4) 

3.44***(2.83,4.1
9) 

1.70***(1.64,1.77
) 

4.03***(3.08,5.2
8) 

1.30***(1.25,1.35
) 

2.77***(2.22,3.4
6) 

Househol
d head's 
age 

   

   Less than 
30®    

   
30-60 

1.09***(1.06,1.13
) 

1.47***(1.29,1.6
7) 

1.00(0.98,1.03) 
1.48***(1.34,1.62
) 0.98 (0.96,1.00) 

1.19***(1.08,1.30
) 

60+ 
1.29***(1.23,1.35
) 

1.94***(1.65,2.2
8) 

1.29***(1.25,1.33) 
1.77***(1.55,2.02
) 0.99 (0.96,1.02) 

1.32***(1.17,1.50
) 

Note: ** indicates 5% level of significance and ® represents a reference category of independent variables.                                                                                      
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