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Abstract

Background The role of gender inequities in women's ability to access maternal health care has mainly been
analysed from either women’s or men’s perspective only. In this article, we explore the role of gender inequities in
maternal health care utilisation from both men’s and women'’s perspectives.

Methods Thirty-six interviews were conducted with reproductive age women (n=24), and men whose wives/
partners gave birth within the last three years prior to our study in Zambia (n=12). Our study sought to improve
understanding of the normative environment in which women and men make decisions on maternal health care
utilisation in Zambia.

Results We found that men and women had different expectations regarding their gender roles in maternal health
care utilisation, which created inequities reinforced by societal norms and traditions. Men make most household
decisions including those related to reproductive health and they often have the major say in access to maternal
health services despite not having holistic maternal health information which creates challenges in maternal health
care utilisation.

Conclusion The study highlights the need for maternal health care utilisation decisions to be made by both men
and women and that men should be fully involved in maternal health care from pregnancy until after child birth.
Further, there is urgent need for concerted and sustained efforts to change traditional norms that reinforce these
inequities and affect maternal health care utilisation if Zambia is to meet Sustainable Development Goal-3.1.
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Background

Maternal and child health are global health priorities and
continue to be major population health challenges in low
and middle-income countries (LMIC). Globally, an esti-
mated 800 women die every day due to causes related
to pregnancy and childbirth [1]. A defining characteris-
tic of the many maternal and child health studies is the
“assumption of women’s primacy in maternal health
care utilisation” [2]. As a result, most of the literature on
maternal and child health is based on women’s percep-
tions, attitudes and experiences of health care utilisation
and health outcomes [3-5]. However, maternal and child
health is a multidimensional issue that requires a collec-
tive effort by everyone — including men. In sub-Saharan
Africa (SSA), men are regarded as heads of households
and they ultimately make most household decisions
including health care [6]. In recent years, there has been
a growing body of maternal and child health research tar-
geting men’s involvement [7, 8].

Most LMIC have strong social structures that rigor-
ously define men’s and women’s roles, which are fre-
quently encoded in religious, tribal and social traditions
[9]. Gender encompasses the socially constructed norms,
behaviours, and roles linked to being male or female, as
well as the dynamics between individuals within a given
society. These norms can exhibit significant variation
across societies and evolve with time, reflecting the intri-
cate interplay of culture and societal shifts [10]. Similarly,
gender discrimination denotes the unequal treatment
or prejudice against individuals based on their gen-
der, often leading to inequities in opportunities, access
to resources, and decision-making power. Gender dis-
crimination can act as a barrier in maternal health care
utilisation as evident in the male-centred nature of many
reproductive health supplies and services [11]. Women’s
unique needs and perspectives are often overlooked, for
instance, contraceptives, have historically been designed
with a male-centric focus, limiting women’s choices and
control over their reproductive health [12]. Addressing
gender disparities in maternal healthcare access and out-
comes is crucial for achieving equitable and improved
maternal health for women [10].

Gender roles bring with them the potential for gender
discrimination between men and women. Gender dis-
crimination has been shown as a barrier to high-quality
maternal and newly born health care as men make most
household decisions including reproductive health such
as the type of contraceptive to use even if it may have
side effects on the woman [5, 13]. There is also an inher-
ent gender discrimination in health service delivery. A
number of health care providers, for instance, prioritise
men’s decision-making authority over women’s reproduc-
tive autonomy [13]. Women, especially younger and less
educated, fail to exercise their household freedom and
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decision-making autonomy sufficiently to obtain quality
maternal health services [14].

Among the sub-Saharan African (SSA) countries, Zam-
bia holds a significant place for research due to the rein-
forcement of gender inequities by cultural and traditional
norms, which have become deeply ingrained and widely
accepted within the community [4—8]. These entrenched
norms have had a profound influence on the perpetu-
ation of gender disparities in the country. The signifi-
cance of examining gender dynamics in Zambia lies in
the need to comprehend the intricate interplay between
these deeply ingrained cultural norms and the result-
ing gender disparities. This research is instrumental in
shedding light on the complex factors shaping the Zam-
bian context. These two districts chosen have had a lot
of donor interventions [15, 16] and conducting gender
inequities in maternal health care utilisation brings out
aspects that typical socioeconomic determinants may fail
to capture as maternal and child mortality is still high in
these provinces [17]. Existing gender inequity maternal
health studies in Zambia have looked at maternal health
care use from women’s perspective only [18, 19]. By con-
trast, others have looked at male involvement in maternal
health from a male perspective [7, 20]. Only a few studies
have looked at both perspectives in tandem but without
considering how gender relations and household dynam-
ics work to affect maternal health care utilisation [21]. To
date, few studies have applied an in-depth qualitative lens
to household dynamics that play a role in maternal health
care utilisation. Rarely have they explicitly examined
how such power differences shape maternal health care
utilisation [22—24]. Yet this lens has clear implications for
understanding maternal health care utilisation at house-
hold and community levels that have strong patriarchal
systems and gender inequities which is predominant
in SSA [25-28]. This study therefore seeks to improve
understanding of the extent to which men’s perspectives
of gender-related barriers are similar to those of women
in Zambia and if they differ, in what ways. It further
seeks to explore how the interplay of both women and
men’s perspectives at household and community levels
can influence maternal health service utilisation among
women in Zambia.

The present study aims to address these gaps by explor-
ing men and women’s perspectives on how gender
dynamics (decision-making power, access to resources,
division of labour and social norms) play a role to influ-
ence maternal health care access and utilisation at the
individual, institutional and community levels in Zam-
bia. It further examines the extent to which each part-
ner’s position and role in a relationship determines the
relative decisions and use of maternal health services. A
unique feature of the present study is the use of in-depth
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interviews and the Gender Analysis Framework (GAF)
[29, 30].

Methods

Study setting

The study took place in two districts, Mansa and Kalomo
in Luapula and Southern Provinces of Zambia respec-
tively. These districts were chosen due to their location
in provinces that have different socioeconomic factors
and the highest under five and child mortality rates (48
and 110 deaths per 1000 live births, respectively in Lua-
pula). Southern province is one of the two provinces that
had the highest neonatal mortality rates (NMR) in Zam-
bia in 2018 (33 deaths per 1000 live births). From 2013
to 2018, Zambia’s NMR increased from 24 to 27 deaths
per 1000 live births [31]. Health facilities included in the
study were assessed according to the number of deliver-
ies (health facility and home) recorded in 2020 (the year
prior to the study), as both health facility and home deliv-
eries were included (See Supplementary material 2).

Study population

Two groups of participants were purposively selected
to gain comprehensive insight into maternal healthcare
services. The groups include 24 women who delivered at
the health facility and at home, as well as 12 men whose
partners delivered at the health facility and at home. This
selection aimed to ensure a wide representation, encom-
passing women from both urban and rural areas, as well
as those residing near healthcare facilities and those
in more remote locations. These comprised women in
reproductive ages (15-49 years) who had their previ-
ous birth as a home or healthy facility delivery and men
whose wives or partners delivered from health facilities
or home. For ethical reasons and practicality in data col-
lection, the number of women was double that of men as
we wanted to get more insights on the birthing experi-
ence from both women who delivered from home and at
the health facilities (See Supplementary material 2). Fur-
ther, women who had a miscarriage or foetal death within
the year of study were excluded from the study.

Design

The study used an interpretive case study design. Indi-
vidual in-depth interviews focused on demand, access
and utilisation of maternal health care services, and
socioeconomic effects of maternal morbidity and mor-
tality. Gender dynamics are operationalised as rela-
tionships and interactions between and among women
and men based on gender (being men or women). The
study investigates how men and women’s relationships
and interactions affect maternal health care utilisation.
We hypothesised that access and utilisation of maternal
health care services is influenced by the social norms
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within the community, and these determine who makes
rules and decisions and how the division of labour occurs
in households and communities. Mothers’ and fathers’
experiences and perspectives regarding maternal health
services were captured to gain contextual understanding
of their perceptions and experiences of maternal health
care utilisation.

Sampling

Districts were divided into health facilities with bet-
ter maternal and child health indicators and those with
poor indicators such as health facility type and equip-
ment based on routine administrative data from Health
Management Information System (HMIS) [32]. Distance
was also factored in based on how far the health facility
is from the population catchment area by either walking
or using a vehicle and whether it was in a rural or urban
area. The health facilities that allowed people to walk to
access them were regarded as near and those that needed
people to use a car were considered as far, and further
divided by being in an urban or rural area and whether
they are basic emergency obstetric and new born care
(BEmONC) or comprehensive obstetric and new born
care (CEmONC) facilities. This was done to gain wider
perspectives from the maternal and child health stake-
holders. Study participants were recruited with the assis-
tance of Maternal and Child Health Coordinators as
well as health facility staff and Safe Motherhood Action
Groups (SMAGs) based on pre-set selection criteria that
included having lived experiences of or having a partner
who has lived experiences of maternal health services,
having had a delivery or a partner who had a delivery
either at home or at the health facility in the past three
years (See Supplementary material 1 and 2).

Data collection

In-depth participant interviews were used to collect
data between August and September, 2021 at the peak
of the Covid-19 pandemic (see Supplementary material
1). Three Research Assistants (RAs) with experience in
qualitative research collected the data. English interview
guides with open-ended questions and probes were used.
The RAs translated them into local languages, Bemba
(Mansa District) and Tonga (Kalomo District), for par-
ticipants who did not understand English.

Data processing and analysis

All interviews were audio-taped with consent from study
participants, and transcribed verbatim by the principal
investigator and the RAs. The principal investigator lis-
tened to each recording and read through the transcripts
repeatedly to gain an overall sense of the data and formu-
late the study themes.
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Transcripts were exported to NVivo software for analy-
sis. A thematic content transcript analysis approach in
tandem with the GAF [30, 33] was used to identify and
code salient themes that emerged from the data. The
study utilised a gender analysis framework to explore
disparities in maternal healthcare utilisation (See Fig. 1).
This framework is used to improve understanding of
gender-related issues and dynamics such as gender roles
and identities, power and decision-making, access to
resources and intersectionality within a particular con-
text. It seeks to uncover gender inequities, and oppor-
tunities for promoting gender equality and women’s
empowerment, especially in the context of programme
implementation and evaluation. Grounding decision-
making in empirical evidence and data, gender analysis
enhanced accountability, advocacy efforts, and advanced
the pursuit of health equity in line with SDGs [29] for a
patriarchal country such as Zambia [34]. The constant
comparative method was used to compare findings sys-
tematically and to ensure the validity of the study results
[35]. Guided by the conceptual framework and interview
guides, both deductive and inductive coding approaches
were applied and each code was further analysed and dis-
aggregated into categories and sub-themes. The frame-
work was adapted to mothers’ and fathers’ experiences
and perspectives regarding how maternal health care
utilisation is determined by access, social norms, division
of labour and decision-making power.

Results

Background characteristics

A total of 36 interviews were conducted comprising 12
women who delivered from home; 12 who delivered from
a healthy facility; 6 men whose partners delivered from
home and 6 whose partners delivered from a health facil-
ity. Supplementary material 2 shows that twice the num-
ber of women participated compared with men (n=24 vs.
12). The mean age of mothers was 29 years for Kalomo
and 26 years for Mansa while the age ranged from 15 to
49 years and the mean age of males for Kalomo was 36
and 38 for Mansa. Most mothers had not received any
formal education although a few completed primary and
secondary school (4—12 grades). This was also the case
for husbands, although some had some tertiary educa-
tion. Farming was the dominant occupation; other par-
ticipants were shopkeepers and arts men. Most men were
older than their wives.

Inequities in women'’s continuum of maternal health care
utilisation

Through the gender analysis framework lens, the analysis
of inequities in maternal healthcare utilisation in Zam-
bia revealed four key thematic areas: (a) barriers related
to access to essential resources, (b) the significance of
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rules and decision-making dynamics, (c) the influence
of deeply ingrained social norms and community beliefs,
and (d) the critical role of the division of labour and
household head’s provision, all of which emphasise the
pronounced gender disparities inherent in this context.

Access to resources

Access to resources implies that women should be able to
have health care as and when they need it, and it should
be appropriate for everyone. Both men and women
reported that a number of women failed to access mater-
nal health care due to their low socioeconomic status as
most of them were unable to meet the costs associated
with childbirth. As a result, women that did not deliver
from the health facilities mostly did not prepare sup-
plies that health facilities require for them to deliver from
there. For instance, one of the women who delivered at
home stated:

“I did not have what I needed to take to the clinic
for delivery. Some women may not afford to buy
anything for the baby. In my case, I decided to stay
home because I may be ashamed if I go to the clinic”
(Interview 2).

Men shared a similar view. For instance, one husband
whose wife gave birth at home said:

“Poverty is a big problem for us during antenatal,
delivery and post-natal care because all of the stages
require money for transport, buying items in readi-
ness for delivery and also buying healthy food for our
wives is a challenge” (Interview 3).

Another husband whose wife delivered at a health facility
remarked:

“When we go for antenatal, we are told to prepare
for delivery and are asked to come with delivery
materials, i.e. baby blanket, dish, gloves, jik (antisep-
tic), plastic and even the mother needs supplies such
as pads. I managed to source most of these items for
my wife but it was very expensive as I had to forgo
certain household supplies or hold buying things for
the other children as we had to prioritise this baby”
(Interview 27 ).

Likewise, a woman who delivered at home reflected:

“I delivered at home because of fear to go to the
health facility as the materials/supplies were not
adequate. So, I was afraid that I may be shouted at-
at the health facility” (Interview 5).
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Fig. 1 Adapted Gender analysis Framework. Adapted from “A Guide to Gender analysis Framework” [33]

Financial autonomy has remained a factor in maternal
health care utilisation over time. A number of women in
the study reported that finances were a barrier to health
care utilisation. A woman who delivered from the health
facility reported that:

“It depends on the partner you have. Some don’t
manage to buy what is required and health person-
nel say if you don’t have the requirements, we'll send
you to the general hospital so that they know what
to do. Because some are not married and are drunk-
ards who just got pregnant and are scared to point
out the person responsible, so she'll just stay back
in the village and won’t give birth at the hospital”
(Interview 7).

The socioeconomic status of their partners also deter-
mined their choice and access of health care utilisation.
This was reported by both men and women. If a husband
did not keep money for transportation to go and deliver
from the health facility, it was difficult for the partner to
go on their own unless she was economically empow-
ered. As some women reported, they delivered at home
because they did not have supplies to go and deliver at
the health facility. According to a husband whose wife
delivered at home:

“We had prepared most of the things needed for my

wife to deliver at the health facility but I did not
prepare for transport. I was not home when labour
started and by the time I reached home, I found that
she had already delivered” (Interview 35).

Participants reported issues of distance to the health
facility as a barrier to health care as some of the women
could not attend the required number of antenatal visits
or deliver from a health facility because their husbands
did not provide transportation in time. The women
ended up either delivering at home or on their way to the
health facility. As one home birth mother remarked:

“Like here in district X, we should have a nearby
health post where we should take our children for
under five clinic but we don’t” (Interview 17).

According to one husband whose wife delivered at the
health facility, there is also long waiting times at health
facilities:

“We waited for a long time at the health facility to
receive care for my wife. There was only one medi-
cal staff and there were a lot of people waiting to be
attended to” (Interview 11).
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Rules and decision making

Women and men were asked how decisions are made in
the household including major decisions such as mater-
nal health care utilisation. Depending on the household,
decisions were made together, by the women only, or her
partner only. Rules refer to the written and unwritten reg-
ulations that societies and families live by and eventually
use to make household decisions. Participants reported
that most women sought their husband’s approval in
health care utilisation even though men reported that
they make decisions together with their spouses. Some
women who did not have a supportive husband made
decisions on their own as they did not have anyone to
consult. Both men and women indicated that most men
have the final say regarding household decisions includ-
ing health care utilisation. As much as some women
may wish to make their own maternal health decisions,
there are other layers affecting decision making such as
financial resources. Most women, for example, depend
on their husbands who have to provide for them during
pregnancy as well as prepare for child birth and secure
the baby’s needs [36]. As was reported by a man whose
wife had a home birth:

“It is me who makes decisions and I tell her to say,
woman, since the pregnancy has matured, go and
stay at the health facility” (Interview 11).

Another man whose wife delivered from the health facil-
ity remarked:

“We need to save some money or have money in
advance, so that immediately when something hap-
pens, I know how to move to access health care for
my wife” (Interview 12).

A woman who delivered at home reported:

“Much as we make decisions together, my husband
has the final say. I had prepared for my delivery well
in advance but when labour started, I tried to con-
tact my husband who was not home but by the time
he arrived, I had already given birth” (Interview 34).

Rules and decisions were also a significant factor if there
was a large age difference between the husband and wife.
Most women interviewed were five years younger than
their husbands on average, and this may also affect health
care decisions as the wife is mostly expected to comply
with the husband’s choices. One woman who delivered at
the health facility remarked:

“My husband is the head of the house and we follow
the decisions he makes as they are in the best inter-
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est of the family” (Interview 14).

Social norms and community beliefs and perceptions
Communities have shown to have a major influence on
women’s birthing choices [37]. This is very common in
rural areas where village leaders are highly respected
and carry considerable influence on their people. Social
norms, beliefs and perceptions play a major role in these
kind of societies [36]. Most successful government pro-
grammes have had to go through the village headmen
and leaders as they have a lot of influence on their sub-
jects and whatever is conveyed to the people through
them has a high probability of success. As reported by
a man whose wife delivered at home, generally, men
are known to be household providers including in the
domain of health care, where the man’s role is viewed as
that of provider.

“In our society, it is the duty of a man to be head of
the household and to provide for the family and the
woman is expected to take care of the home” (Inter-
view 26).

The study shows that men and women had different
expectations in terms of partner support as what men
thought was holistic support was not adequate in rela-
tion to what women expected from their partners. For
many men, they felt financial support was enough for the
woman as their family role was that of provider. As one
man whose wife had a health facility delivery reported:

“I support my wife financially and that is the duty of
a husband. I made sure she had all the supplies that
she needed to deliver from the health facility” (Inter-
view 16).

Most women in the study reported that the support was
not enough as they expected more help from their part-
ners beyond financial support. Some women reported
lack of partner support as a reason for failure to seek
maternal health care as stated by a woman who delivered
at a health facility:

“When I was pregnant, my husband still expected
me to do the normal household work and when I
took time to rest and sleep, he said I was lazy. This
made me so tired and it was difficult to attend ante-
natal care” (Interview 23).

A number of women suffer from various pregnancy
related diseases throughout their pregnancy and tend to
be so weak such that they need to take rest often but their
partners think that they are just lazy. They are expected
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to continue doing normal household chores and also
help out in the fields, some as far as nine months into
their pregnancy. As more women who delivered at home
reflected:

“My husband still expected me to work in the fields
even when my pregnancy was advanced and it was
too hard for me as I was supposed to cook for him
too and be a mother to my other children” (Interview
18).

“When labour started, my husband had gone to
play football and I just started walking to the health
facility and he found me on the way to the clinic as
labour had started” (Interview 6).

“Except for the time we went to register the preg-
nancy which is mandatory for men, when it’s time to
learn on how to take care of the pregnancy, nutrition
during pregnancy, malaria prevention and post-
natal care, I go alone. We women are the ones who
learn about pregnancy and exactly understand how
to take care of ourselves during pregnancy as com-
pared to men who hardly accompany us” (Interview
9).

Division of labour and household head provision
In addition to social norms, division of labour and family
provision by the head of household have shown to influ-
ence women’s utilisation of maternal health care services.
Even though women identified lack of partner support as
contributing to low maternal health care utilisation, most
men reported that they supported their partners in total-
ity and both the women and their babies did not lack sup-
port from them. The apparent mismatch in expectations
tends to compromise the expected support partners give
their wives during pregnancy, (ranging from household
chores to health care utilisation support like accompa-
nying the wife for antenatal and postnatal visits) because
partners do know the ideal support to offer [38].

As reported by a man whose wife delivered from the
health facility:

“I asked my mother to come and help my wife during
pregnancy” (Interview 11).

Another man whose wife had a home birth reflected:

“When my wife was pregnant, her mother came over
to help her with the pregnancy and how to take care
of the baby” (Interview 16).

The study shows that men tend to report that they
are totally supportive of their wives during pregnancy
and child birth whereas women stated that husbands
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accompanied them in few instances for antenatal, rarely
for postnatal and delivery sometimes but most of the
work is done by the women as reflected by one woman
who gave birth at home.

“I delivered at home because there was no one to
escort me to the health facility” (Interview 29).

This lack of support is re-echoed by a woman who deliv-
ered at the health facility:

“l had a maternal complication and was expected
to go for medical check-ups more than the regular
times required for antenatal in a normal pregnancy.
Because of distance and no one to escort me, I did
not manage to go for the required number of check-
ups the nurse asked me to do” (Interview 21).

Arranging transport is often regarded as a male respon-
sibility and so if women deliver from home because of
not having transportation, then the male partners are
regarded as failing their duties. One of the males whose
wife delivered from the health facility reported:

“Some women fail to seek maternal health care ser-
vices because of their partners. If my partner is preg-
nant, I need to encourage her to seek these services.
As men, sometimes we consume too much alcohol
and do a lot of gambling instead of taking care of our
families” (Interview 10).

Providing transportation to the health facility was often
perceived as not being enough because whereas men felt
as if they were doing a favour, women believed this to be
their minimum responsibility. A man whose wife deliv-
ered at the health facility reported:

“I helped my wife a lot, I cleaned the house and took
care of the children when she was pregnant” (Inter-
view 22).

Emotional and physical support came out strongly
among women as something they lacked from their part-
ners as reported by a woman who had a home birth:

“Some of our friends are escorted by their partners
and they take very little time as men are prioritised
by health care staff since they go out of their way to
support their wives despite being busy people” (Inter-
view 17).

Additionally, men and women are expected to do certain
chores in a household. As much as some men are helpful,
even when a woman is pregnant, most men still expect
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their wives to do strenuous house chores. This makes it
hard for women to seek maternal health care as they are
usually very busy with things like farm work, clearing the
land and weeding. A woman who delivered at the health
facility reported:

“My husband says he cannot eat food that is pre-
pared by another person and I have to prepare all
the three meals from breakfast to supper as his wife
even when I am too tired” (Interview 24,).

Some of these women who do these chores have adverse
maternal complications and may end up having miscar-
riages and/or other morbidities due to the strenuous
work that they do. This is echoed by women who deliv-
ered from home:

“Even if we do all the house chores, we are made to
do other heavy tasks like working in the fields and
collecting firewood for cooking” (Interview 33).

A woman has lot of responsibilities at home such as
cleaning cooking, fetching water and so on, to a point
where sometimes I forget that I need to go for antenatal
care” (Interview 15).

Discussion

In this paper, we explored men and women’s perspectives
of how gender dynamics interact at the household level
to impact maternal health care utilisation and examined
the extent to which each partner’s position and role in
the relationship determines the relative decisions and
use of maternal health services in Zambia. Overall, we
found that gender dynamics play a role at multiple lev-
els to bring about inequities that limit maternal health
care access and utilisation in Zambia. Despite having well
defined societal gender roles, men and women have dif-
ferent expectations which affect how they negotiate to
make health-care decisions and utilisation in the house-
hold. Societal norms, cultures and traditions reinforce
gendered traditions that discourage maternal health
care utilisation by limiting women’s autonomy [38, 39].
Women feel that they must live according to societal
expectations even if it may sometimes compromise their
health and that of their infants [39—-41].

By bridging scholarship on population health and
research on the gendered inequities in maternal health
care utilisation, our study makes three key contributions.
Firstly, gender inequities raise several mutually reinforc-
ing factors that affect maternal health care utilisation.
These inequities are inherent at household, community
and institutional levels and are supported by traditional
norms and beliefs that affect maternal health care utilisa-
tion [42]. Maternal health has been regarded as an issue
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for women, yet women do not make key decisions in the
household [43]. On the other hand, the men who mostly
make these decisions are typically unaware of holistic
maternal health information. This means their decisions
may not always be in the best interest of the health of
women and their infants [43].

Secondly, society has defined men and women’s roles
and responsibilities which households have tried to
adhere to though not fully. These roles and responsibili-
ties come with challenges such as financial for males who
may fail to provide for their homes and some women who
may fail to do household chores because of sickness expe-
rienced during their pregnancy. Many women in LMIC
have low literacy levels and lack equal job opportunities
as their male counterparts [28, 44]. This has resulted in
high dependency on men by women as the only means
of survival [45]. Most women, especially those in rural
areas, depend on their husbands or partners for financial
support [46, 47]. This applies to health care utilisation
as well as other costs related to seeking health care [46].
This means that men are also implicated in the process
as they are more financially independent than women
[48]. These expectations create gaps that have affected
decision making regarding health care utilisation and
have led to low maternal health care utilisation [48]. Men
and women, however, wish they were supported by their
partners in ways not defined by society but may positively
influence maternal health care utilisation. Some women
have ended up developing long-term illnesses and others
have died due to heavy household chores given to them
by their partners or families, in the event they live with
other family members [49].

Third, our study extends prior scholarship on mascu-
linity and femininity by examining how gendered soci-
etal expectations affect maternal health care utilisation.
For many men, the low maternal health care utilisation
among women was not seen as partly their failure to fulfil
their traditional provider role but blamed on harsh eco-
nomic conditions. Conversely, women discuss low health
care utilisation more in terms of their partners not being
supportive or failing to provide for them when it is not
of their own making but due to other challenges. In each
case, gender inequities show how these interweaving fac-
tors affect maternal health care utilisation in addition to
structural factors in Zambia.

Analysing maternal health utilisation through a gender
perspective shows obscure environments within which
maternal health-related decisions are made and how
these decisions can affect maternal health care utilisation.
Despite indications of women making decisions together
with their husbands, the study reveals that men had more
decision-making power including financial resources
in the household. With maternal health care services
depending significantly on finances and husband decision
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making, men to a larger extent determine when and what
type of maternal health care women and children receive
[48]. This affects women’s health care utilisation, and
dependency on their male partners which might delay
health care seeking, as women mostly depend on the
husband’s financial status and how responsive they are
towards timely maternal health care seeking [20, 50, 51].
The decision-making factor extends to women who may
be financially independent as they do not make ultimate
household decisions [4, 52, 53]. The unfortunate part is
that some of these women might have maternal compli-
cations and cannot afford to wait for the delayed health
care access [54].

To address gender inequity, our results suggest a com-
munity approach may yield more positive results. The
GAF shows that society has a tremendous role in deter-
mining norms which to a large extent determine deci-
sions made in the household as well as accessibility and
utilisation of maternal health care. These approaches
have worked in most Asian and SSA countries like
Zambia where the community has a large influence on
household and individual norms and decisions includ-
ing maternal health care utilisation [39, 47, 55]. There are
certain gender roles expected by societies which if men
and women did not follow, they would be deemed not
worthy of that society [56]. This influences their decision-
making processes including health care. Women’s auton-
omy, education and having individual sources of income
have been shown to empower women financially and
help them make better health decisions [57].

Three study limitations warrant mention. Data were
drawn from a small non-probability purposive sample
and no claim is made that key findings generalise to
other parts of the country or region. In addition, the
GAF used in the study down plays other factors that may
affect maternal health care utilisation (e.g. its potential
oversimplification of gender, cultural variability, neglect
of men and boys, and a primary focus on the individual
level rather than broader structural factors) which have
been shown to influence maternal health care utilisation
across many regions in the world [58, 59]. The data none-
theless provide powerful insights into both men’s and
women'’s perspectives on maternal health care utilisation
inequities.

Conclusion

This study highlights the role of gender and how it inter-
acts with socioeconomic factors in producing and sus-
taining limitations to women’s access of quality health
care. Most approaches to women’s health, including
those done in SSA, have incorrectly assumed equalisa-
tion of power and access to resources for women and
men [60, 61]. It foregrounded women’s perceptions and
experiences to understand multiple forms of oppression
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that intersect to create health care utilisation. They also
reveal important gender dynamics and how these create
barriers to women’s access to and utilisation of maternal
healthcare in Zambia. The study has shown that women’s
limited decision-making power and low socioeconomic
status exacerbated gender norms in restricting their use
of health care.

Men’s role in maternal health care utilisation was found
to be key as they are identified as final decision-makers
in women’s access to care, largely determined by social
norms that predict gender roles and unequal division
of labour within households. Socioeconomic status also
determined the kind of maternal health care received
as poorer households had more challenges in health
care accessibility and utilisation. Multiple layers such as
strenuous household and farm work coupled with finan-
cial restraints and low literacy levels restricted women’s
access to skilled health care. As the country endeavours
to achieve SDG 3, successful interventions to improve
women’s health care utilisation and health outcomes
should be holistic and target multiple factors that pro-
mote inequities in women’s financial independence, lit-
eracy levels, gender roles and decision making power at
both household and community levels for both men and
women [38, 42]. Interventions that challenge gendered
norms and attitudes can help to break down barriers to
maternal healthcare access and utilisation especially in
rural Zambia.

This study has not only focused on the differences
between men and women, but went further to explore
how gender as a power relationship drives inequality
and limits access to health systems among women. The
findings illustrate how gender inequities affect access
and utilisation of maternal health care services in Zam-
bia. Future research should expand this study to see how
it unfolds at country level and should explicitly analyse
how gender affects maternal health care utilisation for
women and men with different levels of education and
employment.

More broadly, the study suggests the need to involve
boys and men in education and awareness regarding the
importance of maternal health care and emotional sup-
port for women during pregnancy and childbirth. This
is especially important in Zambia, where men tradition-
ally play significant roles in decision-making processes.
Involving boys is crucial because cultural norms and tra-
ditions are often established from a young age and tend
to persist overtime.
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