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ABSTRACT
This review is to explore the factors affecting the uptake of skilled birth attendants  
for delivery and the issues associated with women’s role and choices of maternal 
health care service for delivery in Nepal. Literature was reviewed across the globe 
and discussed in a Nepalese context. Delivery by  Skilled Birth Attendance serves as 
an indicator of progress towards reducing maternal mortality worldwide, the fifth 
Millennium Development Goal. Nepal has committed to reducing its maternal mortality 
by 75% by 2015 through ensuring accessibility to the availability and utilisation of 
skilled care at every birth.  

The literature suggests that several socio-economic, cultural and religious factors play 
a significant role in the use of Skilled Birth Attendance for delivery in Nepal. Availability 
of transportation and distance to the health facility; poor infrastructure and lack of 
services; availability and accessibility of the services; cost and convenience; staff 
shortages and attitudes; gender inequality; status of women in society; women’s 
involvement in decision making; and women’s autonomy and place of residence are 
significant contributing factors for uptake of  Skilled Birth Attendance for delivery in 
Nepal.

The review found more quantitative research studies exploring the determinants of 
utilisation of the maternal health services during pregnancy in Nepal than qualitative 
studies. Findings of quantitative research show that different social demographic, 
economic, socio-cultural and religious factors are responsible for the utilisation of 
maternal health services but very few studies discussed how and why these factors 
are responsible for utilisation of skilled birth attendants  in pregnancy. It is suggested 
that there is need for more qualitative research to explore the women’s role and choice 
regarding use of skilled birth attendants services and to find out how and why these 
factors are responsible for utilisation of skilled birth attendants for delivery. Qualitative 
research will help further exploration of the issues and contribute to improvement of 
maternal health services.
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INTRODUCTION
Pregnancy and child birth complications are a leading cause 
of death and disability among women of reproductive age 
in the developing countries of the world. A bibliometric 
study in Nepal shows that more research was published 
using a quantitative approach than other methods to 
describe the issues associated with maternity care and 
uptake of SBAs.2  �e presence of a skilled birth a�endant 
is important for averting maternal morbidity and mortality. 
�e World Health Organization (WHO) de�nes a skilled 
birth a�endant (SBA) as “an accredited health professional-
such as a midwife, doctor or nurse- who has been educated 
and trained to pro�ciency in the skills needed to manage 
normal(uncomplicated) pregnancies, childbirth and the 
immediate postnatal period, and in the identi�cation, 
management and referral of complications in women and 
newborns’’.3

In September 2000 the members of the United Nations 
(UN) adopted the Millennium Declaration and set eight 
millennium development goals, one of which is reducing 
maternal mortality.4 Delivery by SBAs serves as an indicator 
of progress towards reducing maternal mortality worldwide 
and is the ��h Millennium Development Goal (MDG). 
Use of SBAs during pregnancy, labour and delivery during 
the postpartum period could prevent many instances of 
maternal morbidity and mortality. Unfortunately, quali�ed 
midwives, nurses and doctors are o�en not available in 
the rural areas of many developing countries where most 
women are delivered.5 

Although all women and babies need pregnancy care, 
care in childbirth is most important for the survival of 
pregnant women.2  However, around the world, one third 
of births take place at home without the assistance of a 
skilled a�endant.6 �e WHO strongly advocates for “skilled 



Kathmandu	University	Medical	Journal

Page 326

care at every birth” to reduce the global burden of 536, 
000 maternal deaths every year.7 �ere are still 3 million 
stillbirths and 3.7 million newborn deaths each year.8

According to the Nepal Demographic Health Survey 
(NDHS 2006) maternal mortality ratio of Nepal (MMR) 
has reduced from 539 to 281 per 100,000 live births from 
2001 to 2006.9 Despite these measured improvements 81% 
of women still give birth at home without the presence of 
skilled birth a�endants.8,10   �e data derived from di�erent 
sources from 1996 until 2010 suggests that Nepal may be 
achieving this goal. However, only one in �ve women in 
Nepal has a SBA to help at the riskiest moment in their 
reproductive life.9

 METHODS
�e main aim of this paper is to review the available 
literature to identify the issues associated with women’s 
role and choices regarding use of SBAs and to explore 
factors a�ecting utilisation of maternal health services 
in Nepal. Published and unpublished studies produced 
between 1998 to May 2010, and other reports related to 
Nepal were searched.  To identify the studies electronic 
data bases such as Medline, CINAHL, EMBASE, Science 
Direct and Scopus were searched. WHO websites and 
Health Ministry of Nepal (MoHN) websites were searched 
and hand searching of relevant reference including 
international papers was also included in the review and 
related to the Nepalese context.

Skilled Birth A�endants and Millennium Development 
Goals, Nepal 

�e Ministry of Health in Nepal has commi�ed to 
improve maternal morbidity and mortality rates. Most 
recently, high priority has been given to the National 
Safe Motherhood Programme (NSMP) within the Nepal 
Health Sector Strategy Plan. �e Nepal health sector has 
set a goal of meeting the 5 years plan/Poverty Reduction 
Strategy Plan and MDG to reduce the MMR by 75% by 
2015. �e National Policy on Skilled Birth A�endants 
2006 aims to increase the percentage of births assisted by 
an SBA including expansion in the number of the training 
sites in the country to meet the required training needs. 
�e main objective of the national policies on SBA was 
to reduce maternal morbidity and mortality by ensuring 
access to and utilisation of skilled care at every birth.11  �e 
Second Long Term Health Plan1997-2017 has the goal of 
increasing the percentage of deliveries a�ended by trained 

personnel to 95%.12   However there are several challenges 
to achieving this goal. 

Delivery by SBAs serves as an indicator of achieving 
progress towards reducing maternal mortality worldwide, 
the ��h Millennium Development Goal. �e proportion 
of deliveries assisted by a SBA has become an indicator 
for measuring maternal mortality reduction, including 
the three quarter reduction called for by the ��h MDG.13-

15  But increasing the coverage of delivery by skilled birth 
a�endants (doctors, nurses or midwives) in developing 
regions has been slow.13

More than 80% of maternal deaths worldwide is due to 
�ve direct causes, haemorrhage, sepsis, unsafe abortion, 
obstructed labour and hypertensive diseases.16,2  Most of 
these deaths can be prevented if women have access to 
essential obstetric care during pregnancy. Approximately 
61% of births in developing countries take place with the 
help of SBAs although this number varies by regions.15  In 
most  cases, the lower the percentage of SBAs at delivery 
for country or region, the higher the lifetime risk of 
maternal mortality in  that region or country4. A recent 
four-country (Benin, Ecuador, Jamaica and Rwanda) study 
has demonstrated that higher levels of skilled a�endants 
during delivery lead to lower maternal mortality.17 

It is estimated that, if there were SBAs at all deliveries, 
maternal mortality could be reduced by 13-33%.18  �ere 
are sound clinical reasons for a focus on skilled a�endants. 
Globally, some 80% of maternal deaths are due to the direct 
obstetric complications but most could be prevented if 
women could access an SBA and necessary back up support 
around the birth and shortly therea�er. �e remaining 20% 
of deaths are due to indirect causes like severe Anaemia, 
Tuberculosis, Malaria and HIV/ AIDS. �ese also require 
the assistance  of SBAs during pregnancy.19

According to NDHS (2006) 81% of deliveries take place 
at home.8 Most  births are assisted by family members,  
mainly a mother in-law and neighbours, though some 
women deliver alone8. Among the number of total births, 
one-��h of deliveries are assisted by SBAs.8,9  However, 
in rural se�ings, and among some ethnics groups most 
women prefer to have a Traditional Birth A�endant 
(TBA) at the delivery. Pregnancy and child birth are still 
perceived as a natural phenomenon, not requiring formal 
health services.20

Factors	affecting	uptake	of	SBAs	in	Nepal	
Several studies have reported that transportation and 
distance to the health facilities, sta�   a�itudes towards 
service users, inadequate numbers of SBAs, Service 
delivery systems and poor physical infrastructure in 
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the health facilities, women’s age, parity and education, 
perceptions of safe pregnancy, place of residence (rural/
urban), gender inequality, cultural and religious beliefs, 
decision making power, socio economic status of women 
and geographical barriers including poor communication 
and road links are associated factors that a�ect the uptake 
of SBAs in Nepal.  Studies not only indicate economic, 
geographic, cultural and religious factors but also salient 
institutional problems. �is includes sta� a�rition for 
several reasons, limited availability of services, minimal 
sta� support and training, lack of medicine and equipment 
and de�ciency in the referral systems.19,21 It has also been 
suggested that political instability and weak governance 
o�en change policy and planning that all contributing use 
of existing health services.22 Here we discuss how these 
factors a�ect utilisation of SBAs during pregnancy on the 
basis of available literature. 

Transportation	and	distance	to	the	facility
Nepal’s challenging terrain and poor communication 
network meant that travel to the facility is o�en di�cult 
especially  in the hill and mountain districts of Nepal. 
Poor or none-existent road links caused transport to be 
an important barrier.23,24,25  When travel times have to 
be measured in hours or even days rather than minutes 
because of the topography of the country (and most 
people travel  without transportation), these  become 
great deterrents to service use.26,27  Limited geographic 
access to maternal health services is a further barrier in the 
remote rural areas of Nepal.28,24  A period of armed con�ict 
between the years of 1996-2006,  further exacerbated 
the limited use of maternal health services.29  A study in 
2003 found that the armed con�ict had a�ected women’s 
access to emergency obstetric care through increased 
barriers to travel and security.30   Studies from Afghanistan, 
Bangladesh, Malawi and Nepal have shown that living one 
hour away from a health facility increases the chance of 
a home delivery without a SBA  eight times more than if 
the patient lived a distance of under one hour away from a 
health facility.31,32,23,33,34,35  Distance from a facility adds to 
the  �nancial burden facing households through transport 
charges and time spent as well as other indirect cost for a 
delivery.36,23 

Staff	attitudes	towards	service	users		
Both positive and negative a�itudes of sta� play a part in the 
utilisation of  SBAs  in various ways. Sta�s’ positive a�itude 
towards women during labour e.g. giving reassurance 
and encouragement and politeness encouraged use of 
SBAs. Studies from di�erent developing country have 
shown that negative a�itudes like rudeness, shouting 
during labour, lack of empathy, refusal to assist, and lack 

of moral support, making patients wait and giving priority 
on the basis of links to sta�, caste and ethnic, language 
and religion all discourage use of SBAs.32,22 Similarly, a 
study from Nepal shows that too many outpatients in the 
departments of the facility make it di�cult to manage 
privacy and con�dentiality and lack of adequate training to 
service providers to maintain privacy and con�dentiality 
also discourage use of SBAs.37

Lack	of	skilled	birth	attendants
Human resources are an important factor in health care. 
�e evidence suggests that maternal mortality is responsive 
to the availability of skilled health workers. As in many 
developing countries, rural health services in Nepal are 
facing numerous problems that a�ect the uptake of SBAs. 
In Nepal there is a chronic shortage of skilled resources 

e. g. the physician and nurse ratios are 5 and 26 per 100,000 
people respectively.38  Lack of trained sta�, equipment and 
drugs are common.22,25  Quali�ed midwives and doctors 
are o�en based in urban areas and/or hospitals4.  A child 
from an urban area of Nepal is six times more likely to 
be delivered in a health facility with the help of an SBA 
than a child from a rural area.39  Pradhan et al 2010 shows 
that chronic shortages of skilled a�endants in rural areas 
of Nepal due to frequent transfers of the sta�, un�lled 
sanctioned posts, and sta� on leave, high patient load and 
lack of female sta� and poor facilities compared to urban 
areas.22  Di�erent studies from Bangladesh, Malawi and 
Nepal show that death or retirement of sta�, emigration 
overseas in search of be�er pay and working condition are 
further reasons for shortage of SBAs in many developing 
countries.4,22,32 

Service	 delivery	 systems	 and	 poor	 physical	
infrastructure	in	the	facility
In countries, like Nepal, low use of SBAs during pregnancy 
is not only caused by economic, geographic, cultural 
and religious reasons but also by institutional problems. 
Di�erent research studies from Nepal have shown that 
poor quality services, unavailability and inaccessibility 
of services, minimal sta� support, lack of medicine and 
equipment and de�ciency in the referral systems are 
some reasons.40,19,20 Pradhan and colleagues mentioned 
in maternal morbidity and mortality study that sta� 
knowledge and competence, lack of proper training and 
new development, inadequate payment, unsupportive 
management and lack of support from the other sta� 
are some of the constraints on providing the quality 
maternal health services in Nepal.22 A Ghanaian study 
by D’Ambruoso and colleagues shows that other quality 
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of care factors such as poor outcomes of the previous 
pregnancy, general environment of the facility e.g. level of 
noise, orderliness, water and light, sanitation, and privacy 
and inadequate number of sta� are also related to the 
uptake of SBAs.41 Despite  government e�orts to improve 
the services; including the expanded network of maternal 
health clinics in rural areas and the training of Auxiliary 
nurse midwives (ANM) service use remains minimal.42 
However,  government health services are not the whole 
cause. A study conducted from Nepal shows that when 
illnesses occur, a range of local care providers are available. 
Health care choices are made within a network, depending 
on cost, geographical and climatic constrains, the time of 
day that labour occurs, and the types of illness or ethnic 
and religious concerns all play a vital role in the utilisation 
of SBAs in Nepal.43,31

	Women	age,	parity	and	education
Younger  women aged between 15 to 19 and those over 
35 years, are at greater risk during childbirth.  Available 
literature shows that women of 35 years and over who 
have more than three children are less likely to use SBAs 
during  pregnancies. Di�erent se�ing studies from Nepal 
have shown that the mother’s education being lower 
than primary level and not having had antenatal care is 
also associated with a high prevalence of home delivery 
without help of SBAs.30,40,8,44,30,45,31  Low female literacy and  
women aged between 30-39 years were associated with the 
lower use of SBAs  when compared to younger and literate 
women.33

Perceptions	of	safer	pregnancy
 It is reported that reasons for home delivery without 
help of SBAs in Nepal are poor maternal education, 
multi-parity and low socio economic status. Cost and 
convenience of health facilities are other factors a�ecting 
the utilisation of SBAs during delivery.46,30,31 Many women 
perceive pregnancy as normal phenomena  so that it is not 
necessary to give birth in a facility with the help of SBAs; 
that ‘it is not customary’; the facility is too far; or the baby 
was born before they could actually get to the facility.9   
�e assistance of SBAs during pregnancy also requires 
an understanding by the family and at a community level 
for their help to be used to maximum e�ect. Information 
about the reason for delivering at home without help 
of SBAs is also necessary for the policy and planning of 
appropriate maternity services.45  It is necessary for the 
mother and her family to understand di�erent aspects 
of pregnancy and newborn care and to be prepared for 
potential danger signs. In most communities within Nepal, 

due to various reasons, there is li�le or no encouragement 
or support for women who have pregnancy complications 
to seek appropriate care. Furthermore, women as well as 
family members are o�en not aware of the life threatening 
danger signs of pregnancy or birth related complications.2

Place	of	residence	-	rural/urban
Maternal health care varies within and between developing 
countries around the world. A systematic review of 
inequalities in the use of maternal health care in developing 
countries mentioned that within countries, urban or 
wealthier women were more likely to deliver with the help 
of SBAs than rural and poor women were.47 In rural areas 
of Nepal, the proportion of institutional deliveries is as 
low as �ve times than urban areas.48,8  �ough, in urban 
areas like Kathmandu a signi�cant proportion of women 
still deliver at home.31  So, even easy access to institutional 
maternity services may not be enough to ensure the use of 
SBAs. �ere may still be access problems related to cost, 
a�itude and beliefs of people.45,31  Studies from two rural 
districts of Nepal showed that a very large proportion of 
deliveries took place at home; only 6% of those deliveries 
were a�ended by SBAs.30 

Gender	inequality
It is widely accepted that increased gender equality is 
a prerequisite for achieving improvement in maternal 
health.  In Nepal, past research has suggested that gender 
roles and relationships restrict women’s use of SBAs 
during the pregnancy and at the time of delivery.45 Lack 
of freedom of movement and socialisation, education and 
economic dependency before and following marriage 
also force them to depend on their family and husband 
seek decisions from others on their own health care.49  
Other factors include shyness or shame if there is male 
service provider, young women’s lack of opportunity to 
discuss within the family, not having su�cient pregnancy 
related knowledge and decision making power, and young 
women’s lack of in�uence over resources.22,39  A study from 
Pakistan shows that not involving male relatives (who are 
o�en the primary decision makers in family) and delay in 
seeking care all contribute to the low uptake of SBAs.50 
Similarly, research in Nepal suggests that the availability of 
female SBAs at health facilities has a positive association 
with higher use of SBAs.22 

Cultural	and	religious	belief	towards	pregnancy
Nepal has an extremely diverse culture. �e socio-cultural 
situation in Nepal also impacts negatively on  requiring 
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the assistance of SBAs during pregnancy. Some cultural 
and religious practices in Nepal, mostly in remote and 
rural areas, prevent women from accessing and utilizing 
essential heath care services such as 10 days a�er child 
birth are considered to be impure and during that period, 
the women were secluded from the family members.2 
For example, women not being allowed to cross  rivers, a 
belief in ghosts or witchcra� prevent health care during 
pregnancy.22 Following marriage, a daughter- in-law is 
expected to perform domestic duties under the supervision 
of her mother- in- law, who is usually the primary decision 
maker in ma�ers of child-rearing and care of the family.51  
�e low status of women, poverty and the so-called caste 
system also prohibit women from obtaining maternal 
health services. In Nepal, research shows that Hindu 
higher castes (Brahmins, Chhetri and Newars) are more 
likely to deliver at a health facility a�ended by SBAs than 
others.52 Similarly, in Bangladesh Muslim women made 
less use of SBAs compared to other religious groups during 
pregnancy.34 

Decision	making	power
Nepalese society is predominantly patriarchal and men 
are the primary decision makers in most Nepalese 
families. Women lag far behind men in education, 
economic resources,  opportunities, and involvement 
in non-agricultural activities.42 A recent study in Nepal 
by Acharya and colleagues  has shown that women’s 
decision making for health care is directly associated 
with age; ethnicity; residence type (rural/urban); level 
of deprivation; education level; job; and number of living 
children53 . Previous research studies in Nepal  have shown 
that those women who completed at least a primary level 
of education and who have been involved in employment 
outside of their home are more  likely to be involved  in 
decision making .45,54,40   A qualitative study from Nepal by 
Simkhada and colleagues suggests that the mother-in-law 
and other family members have signi�cant in�uence over 
decisions regarding uptake of maternal health care.55

Socio-economic	status	of	women
In general, women with low statuses are less likely to 
use modern facilities, whereas women with higher 
statuses take the initiative in seeking care for themselves 
and for their children.56  �e population of Nepal have 
limited resources; poor communication system and less 
involvement of women in media particularly in rural and 
remote areas, low life expectancy, low adult literacy rates, 
high fertility rates, early and almost universal marriage 
rate, high rates of adolescent pregnancy and high rural 
concentration are common characteristics a�ecting 
Nepalese women.57  Studies show that there are close 

links between the indicators of women’s status in society; 
education; income; power over  resources household 
position; reproductive health awareness; and uptake of 
SBAs for delivery.45  However, very few of these issues have 
been examined how and why they are related to using SBAs 
for delivery in Nepal. �e a�ordability of obstetric health 
services is a further determinant of care seeking behaviour 
in many developing countries. Evidence from sub-Saharan 
Africa and South Asia indicates that households o�en 
spend signi�cant amounts for delivery care especially if 
complications arise.58 

CONCLUSIONS
It has been found that di�erent socio cultural, religious, 
�nancial and demographic factors have a signi�cant role 
for uptake of SBAs for delivery. Available literature shows 
that there is very li�le known about how and why these 
determinants are responsible for the uptake of skilled birth 
a�endants for delivery.  As a result, there are methodological 
gaps in exploring  women’s choices and issues  on using 
maternal health services . Numerical �ndings alone are not 
su�cient for real and e�ective improvements for maternal 
health.

�e majority of women in Nepal still continue to deliver 
babies in their own community without the help of SBAs. 
It is known that from the literature review utilisation of the 
maternal health services is in�uenced by the characteristics 
of the available health system, such as quality of services, 
cost, conveniences, accessibility and availability of services 
and its use. Characteristics of the health delivery system are 
not the only explanatory factors in addressing the women’s 
choices in uptake of maternity care services. Other factors 
such as the socio-cultural and religious structure of the 
communities and characteristics of the individual should 
also be considered in promoting the utilisation of e�ective 
maternal health services. Maternity health care is a choice 
and depends on individuals but literature suggests that 
choices are limited especially in the mountain and hill 
areas of Nepal.   Communities, family members and 
women must all be taught the di�erence  and bene�t  SBA 
services bring to maternal healthcare. �us, it is necessary 
to do more qualitative research to address the issues and 
problems for developing appropriate health care services 
for uptake of SBAs for delivery.  
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