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Article history: A study focused on economic status, education amgowerment of
Received 22 Oct. 2012 implications for maternal health service in the Mprrelative to the
Accepted 06 Dec. 2012 attention given to improving the quality of and ess to maternal health
Available online 20 Dec. 2012 services, the influence of women’s socio-econontizagon on maternal
health care use has received scant attenfio@ analysis uses data from the
Keywords: most recent Demographic and Health Surveys conductg3 countries for
Maternal health which data on all the 3Es are available. Sepaogfistic regression models
Meta-Analysis Techniques are fitted for modern contraceptive use, anteneéae and skilled birth
Parallel Investments attendance in relation to the three covariates miérést: economic,
Millennium Development Goal education and empowerment status, additionallyrobimg for women’s
Implications age and residence. We use meta-analysis technigueombine and
Universal Primary Education summarize results from multiple countries. The 3&e significantly

associated with utilization of maternal health gzs. The odds of having a
skilled attendant at delivery for women in the pEstrwealth quintile are
94% lower than that for women in the highest wegliintile and almost 5
times higher for women with complete primary edigratrelative to those
less educated. In this study efforts to expand matehealth service
utilization can be accelerated by parallel investteén programs aimed at
poverty eradicationMillennium Development Goal) (MDG 1), universal
primary education (MDG 2), and women’s empowerm@iDG 3).
Economic Status, Education and Empowerment: Imiptica for Maternal
Health Service utilization of fourth world countsie
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I ntroduction mortality by three-quarters by 2015. Numerous agtho
suggest that the vast majority of maternal deattes a

The disparity in maternal mortality between poorpreventable by giving women access to relativelgiba

and rich regions of the world is striking. In 2008¢  maternal health services. Conditions amenable to

maternal mortality ratio was highest in developingintervention by skilled health providers are invadvin

regions (450 maternal deaths per 100,000 live $jirtim  about 80% of maternal deaths, and thus, to dategdahe

severe contrast to developed regions (9 materrethde strategy for driving down maternal mortality hasbéo

per 100,000 live births) and countries of theincrease access to emergency care around the fime o

commonwealth of independent states (51 maternghslea delivery. While skilled birth attendance and emerge

per 100,000 live births). At the global level, mat  obstetric care are essential to securing significan

mortality has decreased at an average of less 1dan reductions in maternal mortality, health service

annually between 1990 and 2005, far below the 5.5%xpansion by itself is unlikely to be enough.

annual decline necessary to reach the 5th Millanniu

Development Goal (MDG) that is to reduce maternal
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Underutilization of available maternal health seeg has Our analyses examine the relationships between
been found in areas where the need for such serisce the 3Es and maternal health care utilization, Sipedly
greatest, i.e., among disadvantaged population® Thuse of modern contraception, attendance of founore
latter are less healthy and in more need of haalthices antenatal care visits as per the WHO recommendation
than their better-off counterparts. Decades agort Haand skilled birth attendance. We use Demographit an
posited his law of inverse care wherein those léast Health Survey (DHS) data from 33 countries for vihic
need of health care-the healthy and wealthy—aree momll variables of interest are available. DHSs atomally
likely to receive care than the sick and the pddre  representative surveys that employ standardized
saliency of Hart’'s law is currently well recognizedd questionnaires to collect extensive data from woroen
documented. Moreover, women from disadvantagedeproductive age (15 to 49 years) in developinghtaes.
segments of society are in double jeopardy siney th The DHS obtains information on women’s socio
find themselves even more disadvantaged within a@emographic  characteristics, their  reproductive
disadvantaged population—they will be the poorestrey  behaviors, birth history and maternal health servic
the poor and the least educated among the inaddguat utilization. We use data on all births to womertha five
educated. Relative to the attention given to imprgthe  years prior to the survey skilled birth attendarare] data
guality of and access to health services, the énite of on modern contraceptive use among all the women
women’s socio-economic situation on maternal healthnterviewed for the country-specific DHSs. We defin
has received less attention. Within the health camity,  our 3Es measures to reflect achievement of MDGs 1-3
there is concern that health intervention prograaress The DHS lacks questions on household income and
often solely supply-oriented and ignore the sofdators  consumption expenditures, but a widely employeditass
constraining the demand for, access to and efieatse or wealth index is available based on household
of health services. Studies have consistently shthah ownership of various assets and on housing
women’s educational attainment, social status, éloolsl  characteristics.
wealth and decision-making power are associatett wit
care-seeking behaviors for maternal health sendces We fit logistic regression models for the following
maternal survival. A recent study by Kruk et ahdf that three service utilization outcomes: 1) modern
higher levels of health expenditure do not autocadly  contraceptive use, 2) attendance of four or moterzatal
mean substantially greater use of skilled birtleratants ~ care visits as recommended by the WHO, and 3)eskill
by poor women; also, they find that at any giverelef attendance at birth. In addition to the 3Es, eadueh
health care spending poor women’s use of skillethbi adjusts for the woman’s age (years) and residence
attendants varies substantially, depending onpéuihe  (urban/rural). The estimated standard errors of ldge
distribution of education. Thus, a comprehensiveodds ratios are adjusted as well for the complexesu
approach to increasing health service utilizatibousd  design using the Taylor linearization method.

give attention to the demand, as well as suppbe sif ) ) )
health care delivery. We use meta-analytic techniques to combine and

summarize the results from multiple countries.
This analysis investigates inequities in use ofematl  Considering the heterogeneity among the counties,
health services and estimates the magnitude of thé random effects models using the DerSimonian and
relationships between women’s economic, educationdtaird method. This method is extensively used ia th
and empowerment status (introduced here as thea3igls) literature for meta-analyses of randomized corerbll

the utilization of maternal health services. trials, cohort, case-control, as well as crossseati
studies such as DHSs. The pooled odds ratios dstima
Objectives the average weighted association between the three

health service utilization outcomes and each of3Es.
1) To examine the relationship between women'swe investigate the quantitative and qualitative
economic, education and empowerment status.  heterogeneity among the 33 country surveys includsd
] well as the influence of single surveys on the aler
2) To introduced as the 3Es, and maternal healthneta-analysis estimate through sensitivity 3Es yeesl
service utilization in developing countries. Exploratory analyses showed that primary educaison
.. almost universal in Moldova and Armenia, and themef
3) To search atte_nd four or more a_ntenatal care V'S'tl's,‘ountry-specific estimates for the associationsvbenh
and have a skilled attendant at birth. educations and maternal health care use cannot be
obtained for these two countries. Analyses condliote
all 33 countries and after excluding Armenia and
Moldova showed that the pooled estimates do natgda
significantly; thus, for consistency, we preser thsults

4) To study women education, health is wealth for
the world family.

M ethodology

www.ijarst.com Epuri Seshagiri Page | 105



Int. J. Adv. Res. Sci. Technol. Volume 1, Issue2, Dec-2012, pp 104-108
after excluding these two countries from all thelpd  analysis. However, our inability to control all soes of
analyses. All analyses are performed using Statsiore  qualitative heterogeneity among data from 31 coestr
9.1 (Stata Corporation, College Station, TX) might have biased our estimates of the relationship
between the 3Es and maternal health service usdeWh

This analysis deepens our awareness of the widthe DHSs offer the unique advantage of performing
ranging, strong and persistent associations ofett&sy  cross-country analyses of data collected using a
socio-economic factors with utilization of critical standardized guestionnaire and methodology, when
services that influence maternal health in 31 d#yie  interpreting these results one needs to considet th
countries with approximately one fifth (18.9%) dfet surveys included in this analysis were conductest an
world’s population. The paper introduces the 3Esg-year period (1998-2006) and represent populativas

(women’s economic, educational and empowermengelect and limited number of developing countries.
status) and shows their direct linkage to the uptak

three of the most basic maternal health servicesilenV The empowerment variable used in our analyses is
studies conducted in various individual countrieveh not a validated measure of women’s decision-making
consistently shown that women’s household wealthpower. There is no current scientific consensusthen
educational attainment and decision-making power arconstruct of women’s empowerment; thus, we condlcte
associated with the use of maternal health senares preliminary analyses testing three different such
maternal survival, this study is the first to peimulti-  measures: (1) the empowerment score described above
country evidence from the developing world of the(2) the one of five women’s decision making varésbin
magnitude of their association with modern confpéioa  the DHS that had the most pronounced relationslitip w
use, antenatal care and skilled birth attendanéeth® the study outcomes (i.e. women’s autonomy to degitde
three socio-economic factors under study, women’sheir own health), and (3) the gender equity index
empowerment is the least strong factor associatéd w developed by Social Watch in 2005. Use of all three
women’s use of maternal health services in all ttesy measures produced similar results. We present the
and especially so among African countries. Not manyindings using the empowerment score in order t&ana
studies have extensively investigated the assooiati use of all available data in the context of qutlita
between women’s empowerment and the use of one dreterogeneity (i.e. cultural diversity) among tlarmtries
more reproductive health services. studied. The considerable variation between coestri
with regard to the relationship between women’s
Most recently, Fotso et al. have identified women'sempowerment and their use of maternal health sesvic
household wealth and education as strong correfates draws attention to the need to develop locally isiees
place of delivery in Nairobi, Kenya, while the asistion  and meaningful measures of women’s empowerment. It
with women's autonomy was weaker. is clear that a globally standardized measure danno
) ) ) adequately reflect differences between individudtiutes
While our analysis supports Hart's inverse careang the specific needs of women in various cousitrie
law—that the more disadvantaged a population t88 Ie pespite measurement limitations, this analysis ritea
likely they are to have accessible health serviceher  gemonstrates a significant and positive relatignshi
the poor nor the rich can use services that doeris.  petween women’s empowerment and maternal health
Efforts to lower maternal mortality will fail in & gervice utilization, and highlights the importanoé

absence of basic maternal health services, whicturn,  ephancing women’s autonomy to raise maternal health
are unlikely to become available without pro-poealth  garvice use in developing countries.

policies. In places where health services are abi)

they often fall short of being patient-friendly. I Due to cultural differences between the countries
reasonable to assume that an expansion of higlityqual included in this analysis, we do not consider thteptial
services may increase women'’s motivation to useethe interactions between two or all the 3Es. Futuralissi
services. If so, women with means, in terms of alon,  assessing the associations examined here in omgrgou
decision-making autonomy and access to economigr in a group of culturally similar countries shaul
resources, are more likely to cope effectively wiltle  consider more complex analytical approaches ariddec
challenges presented by health systems. interaction terms between women’s economic,

) o ] S educational and empowerment status as might be
This analysis is not without limitations. appropriate.

Importantly, the analyses draw on cross-sectiorah;d

and thus, only associations and no causal reldtipss More research and in-depth country-specific
are examined. The pooled cross country analysesogmp assessments are needed to better understand the
random effects models to account for the quantiati relationships between the 3Es and, for example, evosn
heterogeneity among the countries included in thehoice of contraceptive methods, their willingndss

www.ijarst.com Epuri Seshagiri Page | 106



Int. J. Adv. Res. Sci. Technol. Volume 1, Issue2, Dec-2012, pp 104-108

attend antenatal care, their preparedness to dehva [3]
health facility and have a skilled attendant athhiSuch
research would subsequently inform the implememtati
of Interventions and programs to better address evdsn
health needs and to better position them to seedanth

obtaining the health care they need.

(4]

There are many benefits associated with women’s
higher socioeconomic status; among these are thgs)
reduction of infant and child mortality, better ant and
child nutrition and health, lower fertility ratesphanced
participation of women in labor force and politics,
protection against abuse and exploitation. Heathted 6]
policies should incorporate and address inequsiliiie
women’s education, empowerment and economic status,
as improvements in the latter may yield high resuthmat
accrue to individuals, families, and societiesaaf)é.
Conclusion (7]

In  conclusion, our findings suggest that
substantial increase in the use of maternal heaithices
can be achieved by accelerating socioeconomic(8]
development and effectively addressing basic human
needs of schooling, economic welfare, and gendseda
discrimination. Inasmuch as appropriate reprodectind
obstetric services and care are essential, ouy stuolws
that there are potentially large systemic bendfitde
gained with improved socioeconomic status, which wi
also reduce health inequities.

&)

These benefits are preventive in nature,
materializing before and during pregnancy and there
lowering the risk of maternal complications and tHea
Efforts to achieve the MDG 5 target of reducing enaal
mortality by three-quarters between 1990 and 2015 w
require not only significant investments in the a&xgion
of appropriate maternal health services but alsaliea
investments in programs aimed at poverty eradioatio [12]
(MDG 1), universal primary education (MDG 2), and
women’s empowerment (MDG 3).

(10]

(11]

[13]
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