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Abstract
Background

Antenatal care (ANC) has been recognised as a way to improve health outcomes for pregnant
women and their babies. However, only 29% of pregnant women receive the recommended four
antenatal visits in Nepal but reasons for such low utilisation are poorly understood. As in many
countries of South Asia, mothers-in-law play a crucial role in the decisions around accessing
health care facilities and providers. This paper aims to explore the mother-in-law’s role in (a) her
daughter-in-law’s ANC uptake; and (b) the decision-making process about using ANC services
in Nepal.

Methods

In-depth interviews were conducted with 30 purposively selected antenatal or postnatal mothers
(half users, half non-users of ANC), 10 husbands and 10 mothers-in-law in two different (urban
and rural) communities.

Results

Our findings suggest that mothers-in-law sometime have a positive influence, for example when
encouraging women to seek ANC, but more often it is negative. Like many rural women of their
generation, all mothers-in-law in this study were illiterate and most had not used ANC
themselves. The main factors leading mothers-in-law not to support/encourage ANC check ups
were expectations regarding pregnant women fulfilling their household duties, perceptions that
ANC was not beneficial based largely on their own past experiences, the scarcity of resources
under their control and power relations between mothers-in-law and daughters-in-law. Individual
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knowledge and social class of the mothers-in-law of users and non-users differed significantly,
which is likely to have had an effect on their perceptions of the benefits of ANC.

Conclusion

Mothers-in-law have a strong influence on the uptake of ANC in Nepal. Understanding their role
is important if we are to design and target effective community-based health promotion
interventions. Health promotion and educational interventions to improve the use of ANC should
target women, husbands and family members, particularly mothers-in-law where they control
access to family resources.
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Background
Improving maternal health is the fifth of eight Millennium Development Goals (MDGs), aiming
to reduce the maternal mortality ratio (MMR) by three quarters between 1990 and 2015 [1].
There are an estimated 281,500 maternal deaths worldwide each year, over 99% of which occur
in the developing world and most are avoidable [2]. In Nepal, maternal mortality is estimated at
281 per 100,000 live births, which is one of the higher MMRs in the world. Underutilisation of
health services is one factor contributing to high maternal mortality, e.g. 81% of births take place
at home, many without skilled attendants [3]. Complications during pregnancy and childbirth
such as haemorrhage, sepsis, spontaneous abortion, pre-eclampsia and eclampsia, and
prolonged/obstructed labour are the leading causes of death and disability among women of
reproductive age in developing countries [4]. Millions of women lack access to adequate care
during pregnancy.

Antenatal care (ANC) is an important determinant of safe delivery that can offer opportunities to
encourage women to deliver with a skilled attendant in a health facility [5] ultimately helping to
reduce maternal mortality [6]. A key function of ANC is to offer health information and services
that can significantly improve the health of women and their infants [7]; moreover ANC usage
has a positive impact on the uptake of postnatal services [8]. Recently, the potential of the
antenatal period for the prevention of HIV transmission from mother to child has led to renewed
interest in access to and use of antenatal services [9]. The World Health Organization (WHO)
recommends at least four ANC visits since empirical evidence has shown that this is sufficient
for uncomplicated pregnancies [10].

A recent systematic review has identified factors affecting the uptake of ANC services in
developing countries [11]. Maternal education [12], husband's education, marital status, service
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availability [13], cost [14], household income, women’s employment, media exposure [15] and
having a history of obstetric complications affected ANC uptake in most developing countries.
Cultural beliefs and ideas about pregnancy also had an influence on ANC use in some countries.
Higher parity had a negative effect on adequate attendance [14]. A number of studies found
relationships between economic factors and ANC utilisation, and identified cost as a barrier to
uptake [11].

ANC in Nepal

The Government of Nepal aims to increase the percentage of pregnant women attending four
antenatal visits to 80% [16]. The uptake of ANC in Nepal is low, with only 29% of pregnant
women receiving the recommended four check-ups and 26% not receiving any [3]. This figure is
not only well below the government target, it is also below the developing countries’ average of
68%. The average for the region is 54% in South Asia and 82% in East Asia [7]. With limited
resources, inadequate administrative capacity and competing health needs, the Government of
Nepal struggles to provide even minimal ANC [17].

Mother-in-law’s role

A few studies have examined socio-demographic and socio-economic factors in the uptake of
ANC in Nepal [12, 18], finding that better educated or economically advantaged women are
more likely to receive ANC. Evidence from similar contexts such as Pakistan and Bangladesh
suggests that mothers-in-law [19,20], and other family members significantly affect uptake [21].
Older women, especially mothers-in-law did not consider ANC essential during pregnancy and
often discouraged their daughters-in-law from attending in rural Bangladesh [20]. Women who
perceived friends and family to be supportive were twice as likely to attend ANC in Jamaica
[22]. In Nepalese society it is customary for senior women to occupy the top position in a
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hierarchical family network, exercising authority and power over daughters-in-law. In this
patriarchal society, decisions about the management of pregnancy and childbirth usually come
within the purview of older women, especially mothers-in-law [23] as do those about perinatal
care [24,25]. Therefore, our study set out to examine in detail the role of mothers-in-law in
decision-making and uptake of ANC by their daughters-in-law, gaining insight into the
circumstances that affect the decision-making process around ANC.

Methods
The dominant method in this mixed-methods study is qualitative. Qualitative research is
commonly used in studies of health service organisation [26]; for example, it has been used to
explore women’s use of ANC [27] and gain understanding of how mothers-in-law view their role
within child birthing [24]. Qualitative semi-structured interviews offer opportunities for
collecting unexpected valuable data [28]. Given the exploratory nature of this research amongst
an undeveloped and understudied population which included mothers-in-law and husbands, indepth interviewing helped to draw out contextual, descriptive and process-oriented information
and allowed respondents to identify issues from their own perspectives, providing rich and
detailed information about their perceptions and experiences [29]. In addition a small
questionnaire was used to collect background information and demographic data from the
interviewees. The intention was to compare the accounts of users and non-users of ANC and of
women and other family members (mothers-in-law and husbands). Equal numbers of users
(women who had at least one antenatal visit) and non-users (women who had no ANC in the
index pregnancy) were purposively selected by locality (rural/urban), education, age, ethnicity
and religion. Women in early pregnancy (before six months) were excluded as their ANC use
was incomplete.
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Local health workers initially helped to identify women, but due to the lack of systematic recordkeeping on pregnant and postnatal women we used a social network approach in the community
to recruit interviewees. As pregnant women and new mothers were the primary focus of the
study, recruitment stopped when data saturation had been reached [30]. Altogether thirty indepth interviews were conducted with pregnant women or women who had a child younger than
one year. Due to constraints of time and money we decided beforehand to interview ten husbands
and ten mothers-in-law, to include family members of ANC users and non-users. Fieldwork was
conducted in semi-urban and rural areas of Nepal, each about 20km from the capital Kathmandu.
Data collection began at the end of 2006 and continued for six months. Most of the interviews
occurred in participants’ homes, but some were in school halls or health clinics.

A short semi-structured questionnaire and interview schedule were developed in Nepali. Both
were piloted on a pregnant woman, a mother of a child under the age of one, a mother-in-law and
a husband [31]. The questionnaire was used to ascertain socio-demographic information about
respondents (copy available from first author), reducing the length of the in-depth interview and
guiding its content. As we planned a predominantly qualitative study with relatively low
numbers of interviewees it was envisaged that no statistical analysis would be conducted and the
construct validity of the instrument was a lesser concern. The questions were largely
demographic and derived from the DHS (Demographic and Health Surveys) questionnaire. As
most of the Nepalese women were illiterate, the interviewer completed the questionnaire with
them.

Interviews were conducted by the first author who is native Nepali and audio-recorded with
respondents’ permission. Recordings were transcribed and translated into English by the first
author single-handedly as suggested by Twinn [32]. Two English transcripts were translated
back [33] into Nepali at a later date to check the quality of translation. Data analysis was
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concurrent with data collection to identify when data saturation was reached. Inductive thematic
analysis [34] is a coding process which involves systematically sorting textual data into
categories from which patterns emerge and themes develop. With 50 interviews computerassisted analysis becomes more viable [35], hence transcripts were coded using N-Vivo software
[36]. To ensure the trustworthiness of coding and interpretation, ten transcripts were randomly
selected and coded independently by MP and EvT and any divergences discussed. Verbatim
quotations are used to illustrate the range of perceptions within each theme from the respondent’s
perspective.

Ethical approval (Ref no-1052) was obtained from the Nepal Health Research Council (the
national ethical clearance body). Participants were fully informed about the nature of the study
and assured of anonymity. Due to high levels of illiteracy, verbal consent was taken from all
respondents prior to the interview.

Results
Socio-demographic characteristics of the 50 respondents are presented in Table 1. This shows
some major social differences between users and non-users. The majority of the non-users were
older women with higher parity and mainly from lower class/caste. They were also more likely
to have illiterate husbands and to be illiterate themselves. All of the mothers-in-law were
illiterate and most were over 60.

Five important sub-themes emerged from the analysis: workload of pregnant women, mothersin-law’s perceptions, past experiences, control over resources, and family relationships and
power.
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Pregnant women’s workload

Most of the women said that they could not attend ANC check-ups due to their workload in the
home, which they perceived as heavy and unavoidable. According to some non-users, their
mothers-in-law prioritised household work over their daughters-in-law’s health. Some of the
non-users had used ANC in past pregnancies; one such non-user said that her mother-in-law
viewed ANC merely as a diversion and described her experience during her only antenatal visit:

“My in-laws and my husband scolded me. I thought it would be better not to go for check-ups than to hear
criticism from them. I went for a check-up once in my previous pregnancy; I had to wait in the queue.
They blamed me for going to see my friends for entertainment, leaving my household work undone”
(Non-user Woman1).

Many women said that their mothers-in-law’s expectation that household work had to be done
made it hard for them to go for ANC check-ups without finishing tasks assigned to them.

“My mother-in-law doesn’t help. It might be due to her past experiences. She used to do all the work by
herself during her time of pregnancy. So she wants me to do the same. I have lots of work here at home,
so I don’t go for ANC check-ups” (Non-user Woman 4).

However, heavy workloads were also an issue for some women who had managed to use ANC.
The key factors appear to be a combination of their husbands’ literacy and having a source of
income; living close to a health institution which offered ANC also helped. However, a user
woman who had a heavy burden of household work said that she was not treated well by her
mother-in-law when she could not finish her work as a result of an ANC visit.

“I had to do lots of household work. I had to go to the forest to collect wood and grass for cattle and also
do housework. I went to the forest even after nine months of pregnancy. My mother-in-law scolded me

9

when I left household work behind due to the health post visit… it would be better if pregnant women
didn’t have to work so much and could get rest when they wished” (User Woman 10).

The majority of the ANC user husbands accepted that women have to work hard during
pregnancy in Nepalese society. Several expressed the view that mothers-in-law usually played an
unsupportive role, providing much work which had to be completed before they considered ANC
attendance. For example;

“In the village women work until delivery; they can’t stay without working. It’s not like in the city ….. I
have seen some of the mothers-in-law scold them, saying that they hadn’t taken a rest in their own time
and that the daughter-in-law doesn’t need to rest. Some mothers-in-law do not tell their daughters-in-law
to go for antenatal check-ups. Women have to finish their work before they go” (User Husband 1).

Most mothers-in-law expected their daughters-in-law to work during pregnancy as they had
worked themselves. As they perceived the workload for their daughters-in-law to be lighter than
in their own time, they had little sympathy for them, believing the earlier tradition to be better. A
user mother-in-law said that working hard is part of the culture for pregnant women, implying
that it was beneficial.

“In the past, pregnant women had to work very hard. We never got time to take rest. We had to be strong
and carry our baby during work. But pregnant women nowadays take rests most of the time. They do not
work hard and they do not carry their baby during work” (ANC users’ Mother-in-law 2).

There is a cultural practice in extended families of sending pregnant women to their maternal
home, especially when they are unwell. Women mentioned that daughters were sometimes
looked after and treated better in their maternal home compared to the care and food which they
received in their in-laws’ house. Women felt that they should be able go to their maternal home
if they wished to take a rest during pregnancy as less demands were made of them there.
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“I get a lot of rest in my mother’s home. My sister-in-law and mother do most of the work. Better food as
well… people in my maternal home understand my problem better than the in-laws do” (Non-user
Women 4).

Several women mentioned mothers-in-law’s belief that hard work is acceptable as pregnancy is
not an illness.

Mother-in-law’s perceptions and their own experiences of ANC

A theme emerging from both husbands’ and women’s accounts concerned mothers-in-law’s
perceptions of the benefits of ANC and their own experience of pregnancy and delivery. ANC
was viewed as a curative rather than preventative form of care. Most mothers-in-law believed
that as pregnancy is a natural state, there was no need to seek medical care and that ANC was
only necessary when complications occurred. Some could see no benefits in ANC, especially if
they had not experienced problems during their own pregnancies or deliveries. Often they relied
on traditional medicine for any illness and there was no common history of attending ANC.

A non-user woman related how her mother-in-law decried the benefits of ANC when she
mentioned the need for a nutritious diet during pregnancy:

“My mother-in-law said that pregnant women didn't go for antenatal check-ups in the old days. She told
me that she had all her children without any antenatal check-ups and all are fine. She questioned why
different foods and antenatal check-ups are necessary for pregnant women. That's why I didn't go” (Nonuser Woman 1).

Mothers-in-law’s own experiences of pregnancy influenced their daughters-in-law’s uptake of
ANC. Women believed that mothers-in-law did not want to send their daughters-in-law because
they had all their children without any antenatal or medical care. Their explanations showed that
they sometimes internalised these views:
11

“A health volunteer told me that I had to go for antenatal check-ups … I heard that women hadn't gone
for antenatal check-ups in the old days but had their baby without check-ups. My mother-in-law told

me the same” (Non-user Woman 4).

Similarly, a non-user’s husband appeared to dismiss ANC on the basis of his mother’s views of
its usefulness and that of other mothers-in-law known to him.

“Some mothers-in-law say nothing will happen without any antenatal check-ups and that they gave birth

to babies without going to hospitals” (Non-user Husband 3).

Mothers-in-law in families of higher status in the community sometimes experienced pressure to
send their daughters-in-law for ANC although they personally believed it to be unnecessary.
Whereas few mothers-in-law got pressure from their sons to send their wives for ANC, several
mothers-in-law felt pressure from health workers (Female Community Health Volunteer) living
in their community. For example:

“I don’t know anything. I never went for check-ups during my pregnancies. If everybody is saying
pregnant women should go for check-ups then my daughter in-law should go as well” (ANC user’s
Mother-in-law 1).

A few mothers-in-law talked negatively about the old days when money and attitudes prevented
people from seeking ANC. One mother-in-law wanted to improve her grandchildren’s chances
and encouraged her daughter-in-law to attend. She had only one son and was concerned about
future generations.

“I told my son to take my daughter-in-law to the hospital for check-ups …It was very different in my
time. I never went for antenatal check-ups. It was a matter of shame and also we couldn't get enough
money to go to hospital for check-ups” (ANC user’s Mother-in-law 5).
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One user’s mother-in-law questioned the mother-in-law’s role and influence, especially in the
extended family where pregnant women get so much work. She believed that most mothers-inlaw are barriers in the uptake of ANC for their pregnant daughters-in-law and supported hers by
providing less work than she had personally experienced.

“I think the mother-in-law is the key person for daughters-in-law …. I think mothers-in-law should
understand first, then the husband. It will be easier for women if the mother-in-law understands her
problems” (ANC user’s Mother-in-law 6).

A user woman said that her supportive mother-in-law helped her to go for check-ups but did not
encourage hospital delivery because of the cost involved.

“My mother-in-law recommended attending antenatal check-ups. She already knew about them. She
hadn’t had check-ups in her time but advised me to go in case anything happens. I used to ask my motherin-law and she gave me suggestions” (User Woman 7).

Mother-in-law’s power and control over resources

Power and control over resources are interrelated. Traditionally Nepalese mothers-in-law are
powerful as they can access household resources through their close contact with the main family
earners (their husbands and sons). Some women highlighted that their mothers-in-law’s control
over resources prevented them from receiving ANC. They also believed that mothers-in-law see
no immediate benefits from ANC and considered the cost involved in preventive care as
unnecessary. Lack of access to resources is a major barrier, especially where mothers-in-law
control household finances:

“My personal expenses were under the control of my mother-in-law and even my husband had to ask her
for money” (Non-user Woman 3).
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Women’s low status within households prevents them from keeping any income they might earn
themselves. Most rural women did not have earnings of their own and this prevented them from
accessing ANC. A non-user woman said that her lack of control over household resources
resulted in her being unable to hire people to finish the work she could not do alone.

“It was due to lack of money and my work. There was a problem at home and I did not have money
either. I asked my family but they said that it was time for work” (Non-user Woman 6).

A user woman also reported that mothers-in-law can make access to ANC difficult if they are
concerned about costs. She mentioned that her mother-in-law favoured ANC as a result of
pressure from health workers. Though she lived next to the private community hospital, she was
sent to a distant health post because it was cheaper.

“My mother-in-law told me that they didn't have a tradition of going for antenatal check-ups. Now time is
changing and you have the opportunity … My mother-in-law used to cook dinner if I was not feeling
well. She made an early meal for me if I had to go to the jungle for firewood. She cared for me well most
of my pregnancy but she let me down in the last stage. She used to tell me that she did not have money
because my husband never earned money” (User Woman 9).

Where they were the main income holder, mothers-in-law controlled their savings from the
household income and often made daughters-in-law ask for money to go for ANC checks. A few
mothers-in-law were positive and helped their daughters-in-law attend ANC check-ups.

“My mother-in law suggested I go for antenatal check-ups. She has some savings in her bank account and
she gives me money for check-ups as well. I shared every problem with her” (User Woman 1).

Women have little or no power in their marital home and are almost entirely at the mercy of their
mothers-in-law's perception of their pregnancy and delivery care needs. Most women and their
husbands believed that mothers-in-law liked a commanding role as a result of being treated badly
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by their own mothers-in-law in earlier times. A user husband spoke about the dependent
relationship of many daughters-in-law.

“Pregnant women ….do have problems at home. Generally, the in-laws don’t tell their daughters-in-law
to go for antenatal check-ups. They can’t go without the permission of their in-laws” (User Husband 1).

Mothers-in-law appeared to have less influence on ANC uptake if they did not live in the same
household as their daughters-in-law, the woman herself and her husband appearing to make the
decision then.

“I didn’t go for ANC check-ups in my time. Some of my friends told me that they should be done. I think
it would be better if pregnant women go for ANC check-ups. I was always supportive of ANC but my
daughter-in-law didn’t want to go” (ANC non-users’ Mother-in-law 1).

One mother-in-law who had health-related training (Traditional Birth Attendant and Health
Volunteer) wanted to send her daughter-in-law for ANC but met resistance:

“The Health Assistant has asked me to bring my daughter-in-law for check-ups, but she did not listen to
me. I could not force her …. We brought iron tablets for her but she did not take them” (ANC non-user’s
Mother-in-law 2).

It appeared in this case that the mother-in-law had less influence over her daughter-in-law than
other mothers–in-law because they were not living in the same household.

Mother and daughter-in-law’s relationship

Poor communication and relationships between mothers-in-law and daughters-in-law were
highlighted by some mothers-in-law, husbands and women as influencing the use of ANC. One
non-user’s mother-in-law who was positive about ANC, accompanied her own daughter but not
her daughter-in-law as she considered that their relationship was poor.

15

“If she likes to go, she goes even if I tell her not to go. She never asked for any money from us. I think
she asked someone outside. I do not even know if her children have been vaccinated. She never asks
before she leaves home………. She never speaks with me and I do not know a thing about her” (ANC
non-user’s Mother-in-law 4).

Another mother-in-law showed negative attitudes towards her daughter-in-law and was
dissatisfied with her. She was against the use of ANC and was even unhappy that her son was
visibly supporting his wife.

“My son is always behind his wife. He is not only helping, but also supporting her all the time” (ANC
non-user’s Mother-in-law 3).

Another non-user said that her mother-in-law was unsympathetic and would not fund ANC
whatever her health condition might be.

“She does not like me to go for check-ups, even if I am unwell” (Non-user Woman 8).

A user woman, who had lost her baby in childbirth, had received some relief from housework
during pregnancy, but did not get support to go to hospital for the delivery. She acknowledged
that poor relationships with mothers-in-law could be a barrier to ANC.

“Some women might not have good relations with their mothers-in-law and so cannot manage to go for
ANC” (User Woman 9).

A supportive mother-in-law also stated that a good relationship with daughters-in-law is essential
during pregnancy. She believed that most mothers-in-law created problems for their daughtersin-law, but some daughters-in-law did not try to understand the mother-in-law’s position in order
to build a good relationship.
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“Pregnant women should get love and affection from the family. In most cases, mothers-in-law don't like
daughters-in-law. I think that won't be good for either of them” (ANC users’ Mother-in-law 3).

Furthermore a user husband who had observed the relationship between his mother and his wife
believed that family members should support pregnant women.

“My mother behaved well but sometimes the relationship between my mother and wife was not good. It’s
normal to have both good and bad aspects living in the same family but if mothers-in-law don’t behave
well with daughters-in-law at home, then there will be problems” (User Husband 1).

The above quotes clearly illustrate the difficulties that can arise within families where resources
are in short supply and expectations cannot always be met. ANC is one of many competing
interests and can become a battleground.
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Discussion
This qualitative study shows that mothers-in-law are perceived as having an influential role in
the uptake of ANC in Nepal. As an important member of the family hierarchy, her active role in
decision-making went largely unchallenged. In most cases, mothers-in-law seemed not to be in
favour of ANC and played a negative role. However a few, usually more knowledgeable
mothers-in-law, were positive and supported ANC check-ups. By their own accounts and also
those of daughters-in-law and sons, mothers-in-law’s attitudes towards their daughters-in-law’s
ANC, were influenced by their own past experiences, the household work expected of daughtersin-law and their perceptions of the need for and benefits of ANC. Their control over resources
and power over subordinate family members also affected decision making about ANC.

Most Nepalese women carry a heavy workload as they have multiple roles at home. Mothers-inlaw, particularly in rural areas, still tend to prioritise housework rather than antenatal or
preventive care. Most mothers-in-law think pregnancy is a natural process which does not
require medical care. In rural families, household chores and childcare are physically challenging
full-time tasks, taking into account the average family size and basic living conditions.
Significantly, the socio demographic information suggests that non-users had more extended
family and therefore more work to do at home. This restricts women’s ability to take part in other
social activities including health care. Other studies concordantly describe how women’s daily
activities such as water-fetching in South Africa [37] or working in the fields in rural China [38]
interfere with health seeking. Women’s status within households is low and in rural Nepal
daughters-in-law are expected to work longer and harder than other people, even when pregnant
[9].
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Most mothers-in-law rightly assumed that ANC requires a lot of time waiting in a queue. Long
waiting times were also a barrier to ANC in Zimbabwe [27]. As they perceive ANC care to be
unnecessary and a waste of time, they may discourage daughters-in-law from attending. This
lack of support could also be due to poor knowledge about the importance of preventive care as
all mothers-in-law are uneducated [39]. Previous studies suggest that women’s [40, 41] and their
husbands’ education [13,15] are the best predictors of ANC uptake. Husband’s education is a
stronger predictor than the woman’s in the Philippines [42].

As all mothers-in-law in our study were illiterate, as are nearly all women of their generation,
and were unlikely to have had ANC themselves, it is interesting establish why despite this
personal history some still supported their daughters-in-law in accessing ANC. Mothers-in-law
who had health-related training (e.g. as Female Community Health Volunteers) were more
supportive of ANC. Studies in other groups (for example Traditional Birth Attendants) suggest
that health-related training has a positive impact on health service utilization [43]. However,
some mothers-in-law are supportive of women’s use of ANC because of available financial
resources or knowledge of the benefits of ANC. Living in a separate household sometimes meant
mothers-in-law having less influence, improving the relationship between daughters-in-law and
mothers-in-law, and encouraging a positive attitude towards ANC.

Traditionally in Nepalese culture women reside with their husband’s family after marriage, and
during pregnancy they depend entirely upon their mothers-in-law [9, 44] since male involvement
in maternity care is not common practice in Nepalese culture [45]. Mothers-in-law are given
more responsibility and authority to allocate resources to their daughters-in-law in the belief that
they understand women’s issues, including health problems. Mothers-in-law have strong
decision-making powers during pregnancy and delivery as husbands generally know little about
childbirth [46]. A gender and age hierarchy also dictates that the authority to make pregnancy-
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related decisions is located in the mother-in-law in Pakistan [19] and India [47]. Interestingly, it
is different in nuclear families in Nepal where decisions are predominantly made by husbands.
Hence the ability of young women to make decisions is limited in Nepal [25, 48] and in South
Asia [24]. Daughters-in-law have less freedom but more responsibility than the mistress of the
household and are not treated differently because of pregnancy. It is believed that daughters-inlaw should eat only after they have fed all other family members [49].

This study suggests that mothers-in-law’s control over available resources in the household can
prevent daughters-in-law obtaining ANC. Daughters-in-law who work but have no control over
the use of their earnings also experience difficulty accessing ANC, though a recent study has
highlighted that women who have control over resources are better able to make use of health
care services [50]. Often decisions about health care expenses are controlled by other family
members and limit women’s access to health care in Nepal [51] and in other developing
countries [52]. It would be easy to conclude, as other authors have done [39], that pregnant
women in Nepal lack ‘agency’ i.e. “the ability to define one’s goals and act upon them” [53].
Kabeer [54: p438] highlights that agency can also take the form of “bargaining and negotiation,
deception and manipulation, subversion and resistance as well as … reflection and analysis”.
Although many of our quotes confirm that mothers-in-law were the key decision-makers, we also
found elements of ‘resistance’. For example, a mother-in-law bemoaned the fact that her
daughter-in-law would attend for ANC even if she advised against; another deduced that her
daughter-in-law had obtained the necessary funds elsewhere. These instances suggest that even
in a hostile environment, pregnant women can sometimes have a sense of agency which enables
them to exert control over their health.

The relative poverty of the household may mean mothers-in-law do not see the immediate
benefit of spending money on preventive care. Similarly poor relationships between daughters-
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in-law and mothers-in-law may influence whether money is spent on activities other than health
care. Mumtaz and Salway [19] showed that the strength of individual women’s relationships with
other key family members, including mothers-in-law, were significant factors in determining
whether or not resources were directed towards ANC.

Mothers-in-law’s perceptions of the benefits of ANC emerged as an important factor in its
uptake in our study. Most mothers-in-law believed ANC was essential only in the case of
complications. According to Onega [55] perceptions involve individuals’ beliefs about their
susceptibility to disease, as well as the seriousness with which they view the threat of illness.
These perceptions, attitudes, beliefs and values may contribute to mothers-in-law not
encouraging their daughters-in-law to receive ANC. Evidence from countries like India, suggests
that routine ANC is perceived as curative rather than preventive [56]. Similarly, mothers-in-law
were reported not to believe that a nutritious diet was beneficial during pregnancy, which may be
due to lack of knowledge/awareness or a mask for financial constraints.

Strengths and limitations of the study

A strength of this study is that it examines the perceptions of a range of participants who have a
role in ANC uptake, not only interviewing women but also their mothers-in-law and husbands
and thereby recognising the cultural context of rural women in Nepal. The first author (BS) is a
native speaker whose understanding of the local dialect and translation skills have provided rich
data for analysis. However when Nepali is translated into English subtleties in the meaning of
local dialogues are sometimes lost or difficult to convey. Although people’s spoken language
does not always follow conventional grammatical rules, we have tried to convey the original
meaning, which occasionally leads to quotes appearing ungrammatical. Birbili suggests that the
quality of translation in a research setting depends on (a) the autobiography of translators; (b) the
linguistic competence of the translators, (c) the translators’ knowledge of the people under study;
21

and (d) the circumstances in which the translation takes place [57]. Since the translation in this
study was conducted by the lead author, who is both a native Nepali speaker and the key
interviewer, the circumstances surrounding the translation were considered optimal.

A limitation of this study is that although the women were interviewed in a rural area, this is by
no means very remote in Nepal. Women could, and occasionally had travelled to Kathmandu for
emergency health treatment. A further limitation of this study is that only 10 husbands and 10
mothers-in-law could be included owing to time and financial constraints. Purposive sampling
resulted in significant differences in socio-demographic characteristics between users and nonusers which influenced the perception of value and uptake of ANC services but could not be
fully explored in a small sample. Convenience sampling meant that most mothers-in-law
included were aged around 60 and all were illiterate. It was not feasible to include literate
mothers-in-law as literacy is rare in that generation, especially among rural communities [58].
Thus we are unable to explore the relationship between literacy and uptake of ANC. As mothersin-law were all illiterate and had no experience of ANC themselves, there is a clear generation
gap which could not be easily separated in the analysis to assess their influence on ANC uptake.

This study suggests that most respondents recognised the influential role that mothers-in-law
played in their daughters-in-law’s uptake of ANC. This involvement could be challenging, as
their perception of the need for ANC is shaped by their own past experiences of pregnancy
without medical intervention, of which they are very proud [45]. Therefore health promotion
activities and health interventions aimed at increasing awareness of the value of ANC need to be
targeted at mothers-in-law as well as women themselves to facilitate behaviour change. This
study suggest that engaging in a positive and innovative way with mothers-in-law and
establishing relationships of respect, is one of the first steps needed if change is to occur [59],
given the hierarchy of power and social roles in rural Nepal. Educating mothers-in-law in this
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way may also have the effect of increasing their awareness of the heavy burden of household
work which many young women carry in rural communities.

Conclusion
The study concludes that the use of ANC in Nepal is strongly influenced by mothers-in-law’s
roles and attitudes. Sometimes this influence was positive, encouraging women to seek ANC but
more often it was negative. If ANC uptake is to improve, women’s family members, especially
their mothers-in-law must be engaged and educated about the benefits of ANC and appropriate
care-seeking behaviour during pregnancy. At the same time health promoters in the field of ANC
need to remember that there is a generation gap, as many women of the older generation are
illiterate and did not experience any ANC themselves when they were pregnant. At the policy
level this study suggests that mothers-in-law’s involvement can have a positive effect on ANC
utilisation, which may also improve other aspects of health care such as postnatal and neonatal
care in Nepal. Further studies which examine women’s experiences of health service providers
and health institutions may improve understanding of the reasons for poor ANC utilisation.
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Table 1: Socio-demographic characteristics of respondents

Socio-demographic characteristics of women (N=30)
Variable

Categories

Age

Number of children

People in family home

Women’s education

ANC user
(N=15)

ANC non-user
(N=15)

Below 20

3

5

21-25

11

2

26 and over

1

8

None but pregnant

8

4

2 or fewer

4

2

3 or more

2

6

below 5

5

2

6 to 12

10

13

Literate

11

2

Illiterate

4

13

Socio-demographic characteristics of husbands (N=10)
Education

Age

Literate

5

1

Illiterate

0

4

<30 years

4

2

>30 years

1

3

Socio-demographic characteristics of mothers-in-law (N=10)
Education

Age

Literate

0

0

Illiterate

6

4

< 60 years

2

0

> 60 years

4

4
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