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Abstract: 

Introduction: Autonomy means freedom to act or function independently. It is the capacity to make an informed 

unclear decision without the involvement of another system or operator. 

Objective: Determine the frequency of women’s autonomy at household level. Assess the utilization of antenatal 

services in married women of reproductive age (15 – 49 years) of Bahawalpur City. 

Materials and Methods: Study Design: Cross-sectional descriptive study. 

Study Setting: On judgmental basis Satellite town (Upper socio-economic group) and Shahdara (lower socio-

economic group) of Bahawalpur city. 

Duration: Study was conducted from May 10, 2015 to July 15, 2015. 

Methodology: 
Study Design: Cross-sectional descriptive study. 

Study Setting: On judgmental basis Satellite town (Upper socio-economic group) and Shahdara (lower socio-

economic group) of Bahawalpur city. 

Duration: Study was conducted from May 10, 2015 to July 15, 2015. 

Data Analysis: 
Data will be entered and analyzed by using statistical package for social sciences (SPSS) version 21.0. Mean and 

standard deviation will be calculated for numerical data like age. Frequencies and percentages will be calculated 

for qualitative variables that is women’s autonomy (high, medium, low) and utilization of antenatal services (poor, 

fair, good).  
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INTRODUCTION: 

Autonomy means freedom to act of function 

independently. It is the capacity to make an informed 

unclear decision without the involvement of another 

system or operator. Recently, women’s autonomy 

and its association with reproductive health and 

behavior have emerged as a vocal point of 

investigation and intervention around the world 

particularly since the Cairo International Conference 

on population and development (ICPD) women’s role 

has been a priority area not only for sustainable 

development but also reproductive health. Recently a 

number of studies have been carried out which 

examines women’s autonomy in various fields of life 

and also in relation to antenatal services and health 

outcome. Most of these studies found relationship 

between various aspects of autonomy and 

reproductive health seeking behavior. It is found that 

women with greater freedom of movement are more 

likely to receive antenatal care. Women autonomy is 

also very important factor in determining the rate of 

development of a country [1]. 

 

Autonomy is an individual aspect of power. Educated 

women have more control over resources and they 

play a very important role in economic activities. 

Educated women having more awareness about their 

rights have better communication with their 

husbands. A number of factors contribute to make 

them more autonomous and more independent in 

decision making at household level. A study 

conducted in Pakistan found women’s autonomy to 

be an important explanatory factor in child’s survival. 

The socio-economic and demographic status of 

women are the best predictors of women’s autonomy. 

Some of studies have analyzed the cause of 

underutilization of maternal health services and 

identified both quality and cost of care as important 

influencing factors. Maternal age and poverty have 

also been found to be important determinants of 

healthcare used [2]. 

 

Literature Review: 
Association between measures of empowerment and 

inadequate utilization of antenatal care among the 

women of Ghana was examined in cross-sectional 

study on 418 pregnant and in a relationship in past 12 

months. Approximately 26% of sample received 

inadequate of antenatal care and almost one third of 

those received no ANC at all. The most commonly 

reason for no ANC utilization included no believing 

it was necessary (50%) and not being able to afford 

care (27%). Empowerment measures were age, 

marital status, education, religion, wealth, residence, 

general health and total number of children [1]. 

A cross-sectional study using data from a nationally 

representative chart of non-pregnant women in 

Ghana who had been pregnant and involved in a 

relationship within the last 12 months to women with 

at least some formal education received improved 

reproductive health services [2]. 

A study was conducted having a sample of 138 

married women from four villages of tehsil Sambrial 

Sialkot about women autonomy & their role in 

decision making power at house hold level. 

Percentage of women with low autonomy was 

18.11% while with medium & low were 33.33% and 

43.55% respectively. Autonomy of women has great 

link with education, age, access to resources & 

communication with their husband as well [3]. 

A study done to investigate the women’s autonomy 

and health care seeking behavior in Ethiopia 2013 

showed that only 12% of women made 4 or more 

ANC visits for their most recent birth. While 72% of 

women made no ANC visits and 16% made one to 

three visits. While women participation in household 

decision making attitude towards wife beating, 

attitude towards refusing sex with her husband and 

whether getting permission to seek medical care was 

a big problem. About 44% of women participated in 

to decision making, women with a secondary and 

higher education, living in urban areas, from richest 

household and women with exposure to media or 

more likely than others to participate in decision 

making at household level [6]. 

Data Collection: 

Data will be collected through preformed pretested 

questionnaire that comprises of two parts. Part-I 

includes demographic variables as age, education, 

family income, number of live children and Part-II 

consists of study variables i.e. women autonomy and 

utilization of antenatal services. 

Data Analysis: 

Data will be entered and analyzed by using statistical 

package for social sciences (SPSS) version 21.0. 

Mean and standard deviation will be calculated for 

numerical data like age. Frequencies and percentages 

will be calculated for qualitative variables that is 

women’s autonomy (high, medium, low) and 

utilization of antenatal services (poor, fair, good). 

Stratification will be done according to age, women’s 

education, Husband’s education, occupation of 

women, monthly family income, type of family and 

number of living children and number of living sons. 

Chi Square test will be applied to see any statistical 

difference between groups if existed. P-value < 0.05 

will be taken as significant. 
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Table – 1: Age Distribution of Respondents 

Age (Years) Frequency Percentage 

15 - 19 7 3.5 

20 - 24 37 18.5 

25 - 29 68 34 

30 - 34 72 36 

35 - 49 16 8 

Total 200 100 

T

able – 2: Education Level of Respondents 

Female Education Frequency Percentage 

Uneducated 94 48 

Up to Primary 36 18 

Up to Secondary 44 22 

Above 26 13 

Total 200 100 
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Table – 3: Education Level of Husband of Respondents 

Husband Education Total Percentage 

Un-educated 70 35 

Up to Primary 32 16 

Up to Secondary 59 29.5 

Up to Graduation 26 13 

Above Graduation 13 6.5 

Total 200 100 

Table – 4: Working Status of Respondents 

Female Employment Total Percentage 

Unemployed 170 85 

Employed 30 15 

Total 200 100 
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Table – 5: Residence of Respondents 

Residence Total Percentage 

Rural 120 60 

Urban 80 40 

Total 200 100 

T

able – 6: Duration of Marriage of Respondents 

Duration of Marriage Total Percentage 

1 to 5 Years 51 25.5 

6 to 10 Years 83 41.5 

Above 10 Years 66 33 

Total 200 100 
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Table – 7: No of Living Children of Respondents 

No of Living Children Frequency Percentage 

1 to 3 116 58 

4 to 6 75 37.5 

Above 6 9 4.5 

Total 200 100 

 

Table – 8: Number of Sons of Respondents 

No of Sons Frequency Percentage 

0 21 10.5 

1 to 3 165 82.5 

Above 3 14 7 

Total 200 100 
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Table – 9: Family Income of Respondents 

Family Income Total Percentage 

< 10,000 104 52 

10,000 - 20,000 66 33 

Above 20,000 30 15 

Total 200 100 

T

able – 10: Type of Family of Respondents 

Type of Family Total Percentage 

Extended 120 60 

Nuclear 74 32 

Polygamous 6 3 

Total 200 100 
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Figure – 1: Level of Autonomy of Respondents 

 
Figure No – 2: Antenatal Use Among Respondents 

 

30 

 
Figure No – 3: Distribution of Antenatal Care Among Respondents 
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Table – 11: Women’s Autonomy and Age of Respondents 

Age (Years) Total High Medium Low 

15 to 19 7 1 3 3 

20 to 24 37 16 13 8 

25 to 29 68 17 31 20 

30 to 34 72 27 28 17 

35 to 49 16 5 5 6 

Total 200 66 80 54 

   
Table – 12: Women’s Autonomy and Educational Level of Respondents 

Female Education Total High Medium Low 

Uneducated 94 18 43 33 

Primary 36 7 20 9 

Secondary 44 20 16 8 

Above 26 17 7 2 

Total 200 62 86 52 
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Table – 13: Women’s Autonomy and Working Status of Respondents 

Female Employment Total High Medium Low 

Unemployed 170 51 73 46 

Employed 30 12 12 6 

Total 200 63 85 52 

   
Table – 14: Women’s Autonomy and Education Level of Husband of Respondents 

Husband Education Total High Medium Low 

Uneducated 120 17 83 20 

Up to Primary 32 7 15 10 

Up to Secondary 59 17 27 15 

Up to Graduation 26 14 6 6 

Above Graduation 13 8 4 1 

Total 200 63 135 52 
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Table – 15: Women’s Autonomy and Residence of Respondents 

Residence Total High Medium Low 

Rural 120 26 58 36 

Urban 80 37 27 16 

Total 200 63 85 52 

  
Table – 16: Women’s Autonomy and Duration of Marriage of Respondents 

 Duration of Marriage Total High Medium Low 

1 to 5 Years 51 18 18 15 

6 to 10 Years 83 26 36 21 

Above 10 Years 66 20 28 18 

Total 200 64 82 54 
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Table – 17: Women’s Autonomy and No of Living Children of Respondents 

 No of Children Total High Medium Low 

1 to 3 116 33 49 34 

4 to 6 75 28 31 16 

Above 6 9 2 5 2 

Total 200 63 85 52 

   
Table – 18: Women’s Autonomy and No. of Sons of Respondents 

No of Sons Total High Medium Low 

No of Sons 21 8 8 5 

1 to 3 165 50 71 44 

Above 3 14 5 5 4 

Total 200 63 84 53 
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Table – 19: Women’s Autonomy and Family Income of Respondents 

Family Income Total High Medium Low 

< 10,000 104 23 51 30 

10,000 - 20,000 66 25 26 15 

Above 20,000 30 17 8 5 

Total 200 65 85 50 

   
Table – 20: Women’s Autonomy and Type of Family of Respondents 

Type of Family Total High Medium Low 

Extended 120 26 58 36 

Nuclear 74 38 25 11 

Polygamous 6 0 2 4 

Total 200 64 85 51 
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Table – 21: Use of Antenatal Services and Age Distribution of Respondents 

Age (Years) Nil Poor Fair Good Total 

15 to 19 0 3 1 3 7 

20 to 24 3 11 10 13 37 

25 to 29 14 27 11 16 68 

30 to 35 15 22 18 17 72 

Above 35 3 6 3 4 16 

Total 35 69 43 53 200 

   
Table – 22: Use of Antenatal Services and Education Level of Respondents 

Education Nil Poor Fair Good Total 

Uneducated 23 50 13 8 94 

Primary 3 14 7 12 36 

Secondary 2 14 9 19 44 

Above 1 2 9 14 26 

Total 29 80 38 53 200 
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Table – 23: Use of Antenatal Services and Residence of Respondents 

Residence Nil Poor Fair Good Total 

Rural 21 50 24 25 120 

Urban 8 25 16 31 80 

Total 29 75 40 56 200 

   
Table – 24: Use of Antenatal Services and Duration of Marriage of Respondents 

Duration of Marriage Nil Poor Fair Good Total 

1 to 5 5 16 14 16 51 

6 to 10 6 43 11 23 83 

Above 10 18 18 15 15 66 

Total 29 77 40 54 200 
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Table – 25: Use of Antenatal Services and Working Status of Respondents 

Employment Nil Poor Fair Good Total 

Unemployed 26 71 30 43 170 

Employed 5 8 4 13 30 

Total 31 79 34 56 200 

   
Table – 26: Use of Antenatal Services and No of Living Children of Respondents 

No of Children Nil Poor Fair Good Total 

1 to 3 12 45 24 35 116 

4 to 6 12 32 12 19 75 

Above 6 4 5 0 0 9 

Total 30 82 36 54 200 
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Table – 27: Use of Antenatal Services and No. of Sons of Respondents 

No of Sons Nil Poor Fair Good Total 

0 4 10 4 3 21 

1 to 3 22 63 31 49 165 

Above 3 4 7 1 2 14 

Total 30 80 36 54 200 

   
Table – 28: Use of Antenatal Services and Family Income of Respondents 

Family Income Nil Poor Fair Good Total 

< 10,000 19 47 16 22 104 

10,000 - 20,000 8 25 13 20 66 

Above 20,000 3 8 6 13 30 

Total 30 80 35 55 200 
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Table – 29: Use of Antenatal Services and Type of Family 

Type of Family Nil Poor Fair Good Total 

Extended 14 53 30 23 120 

Nuclear 13 24 7 30 74 

Polygamous 2 2 0 2 6 

Total 29 79 37 55 200 

   
50 

RESULTS: 

In our study we took a sample of 200 women of 

reproductive age group. In the overall age 

distribution, the respondents were divided into 5 

groups. 3.5% (07 respondents) belonged to age group 

15 – 19 years, 18.5% (37 respondents) fall in the age 

category of 20 – 29 years, 34% (68 respondents) 

belonged to 25 – 29 years, 36% (72 respondents) 

belonged to 30 – 34 years and only 8% fall in the 

category of 35 – 49 years. 

In case of education, respondents were divided into 4 

groups, 48% (94 respondents) belonged to the 

uneducated class, 18% (36 respondents) to primary, 

22% (44 respondents) to secondary and 13% (26 

respondents) above secondary. 

 

While analyzing the residence of the respondents it 

was found that 60% (120 respondents) belonged to 

the rural areas while 40% (80 respondents) lived in 

urban areas. 

In case of female employment 85% (170 

respondents) were unemployed and 15% (30 

respondents) were employed. 

If we consider the family income than 52% (104 

respondents) belonged to the category < 10,000 Rs. 

Per month, 33% (66 respondents) fall in 11,000 to 

20,000 Rs per month and 15% (30 respondents) 

belonged to the class above 20,000 Rs per month. 

Type of family has been divided into 3 groups. 60% 

(120 respondents) belonged to the extended family, 

32% (74 respondents) belonged to nuclear family and 

3% (6 respondents) belonged to polygamous family.  

 

Taking into account overall autonomy of women it 

was found that 31.5% (63 respondents) showed high 

autonomy, 42.5% (85 respondents) had medium 

autonomy and 26% (52 respondents) had low 

autonomy. In our study 15.5% (31 respondents) 

didn’t utilize these services at all, 45.56% (77 

respondents) showed poor ANC (antenatal care) 

utilization, 21.30% (36 respondents) showed fair and 

33.13% (56 respondents) showed good ANC 

utilization. In our study we found that increase in age, 

autonomy increased. 37% of our study respondents 

belonged to 20 – 24 age group and showed high 

autonomy 43% (16 out of 37), whereas 3.5% 

respondents belonged to 15 – 19 years age and 

showed low autonomy 42% (3 out of 7). Two third 

(70%) of respondents were from 25 – 35 years age 

and autonomy were found to be medium up to 46%. 

 

In our study we found that with increasing level of 

education autonomy was on rise. 48% (94 / 200) of 

our respondents belonged to uneducated class, 22% 

to secondary education and about 13% respondents 

belonged to class above secondary. Among 

uneducated women 19% (18 / 94) were found to be 

highly empowered, 45% (20 / 44) among secondary 

and 65% (17 / 26) women among above secondary 
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level of education were found to be highly 

empowered. 

 

In our study about 60% (120 / 200) women were 

from rural areas but had medium autonomy 48.3% 

(58 / 120) whereas high autonomy 46.25% (37 / 80) 

was seen in remaining 40% urban residents. 

In our study respondents, 85% were unemployed and 

high autonomy was 30% (51 / 170), whereas, 30% 

respondents were employed and high autonomy was 

40% (12 / 30) . 

 

Income is considered as an important predicator of 

woman’s status within household and society. Field 

data revealed that income of 52% (104 / 200) 

respondents was up to Rs. 10,000 per month and high 

autonomy was 22% (23 / 104), while 15% (30 / 200) 

were in income bracket above 20,000 and high 

autonomy was 56% (17 / 30). This indicated that high 

autonomy was proportional to family income. 

 

About 60% (120 / 200) of our respondents were from 

extended families with medium autonomy 48% (58 / 

120), 32% (74 / 200) were from nuclear family with 

high autonomy 51% (38 / 74) whereas only 3% (6 / 

200) belonged to polygamous family and showed 

lowest autonomy 67% (4 / 6). 

 

Antenatal care (ZNC) services are essential not only 

for pregnant ladies but also for checkup of 

development of their fetus. Our study field data the 

age group 15 – 19 years, 3.5% of respondents (7 / 

200) showed good 43% (3 / 7) use of ANC services 

whereas the age bracket from 25 – 35 years 70% (140 

/ 200) showed nil 42% (29) to 3 antenatal care visits 

71% (49) to the hospital and the age group above 35 

years 8% (16 / 200) of total respondents showed poor 

use 38% (6 / 16) of ANC services this indicated that 

with increasing age use of ANC services decreases. 

 

Considering education into account, group belonging 

to primary education 18% (36 / 200) of total 

respondents showed poor 39% (14 / 36) utilization of 

ANC services whereas in case of above secondary 

education 13% (26 / 200) respondents showed good 

54% (14 / 26) use of ANC services. This showed 

with better education use of ANC services increased. 

 

In our study 60% residents belonged to rural areas 

and had poor status 53% (50 / 94) regarding utilizing 

of ANC services whereas urban residents 40% 

showed good 54% (14 / 26) use of ANC services. 

This indicated that urbanization lead to better use of 

ANC services. 

 

More utilization of ANC services was seen in 

respondents that were employed 43% (13 / 30) as 

compared to unemployed respondents 42% (17 / 70) 

who showed poor use of services. 

 

Data analysis of our study showed that income 

bracket up to Rs. 10,000 per month (52% of all 

respondents) had poor utilization 45% (47 

respondents) of ANC services whereas population 

with income above Rs. 20,000 per month (15% 

respondents) had good utilization 43% (13 

respondents) of ANC services. This indicated that 

ANC services utilization improved with income. 

 

Although majority 60% of our respondents belonged 

to extended family but their utilization of ANC 

services was poor 44% (53 respondents) as compared 

to nuclear type of families with good 41% (30%) 

utilization of ANC services. 

 

DISCUSSION: 

In our study we took a sample of 200 women of 

reproductive age group. In the overall age 

distribution, the respondents were divided into 5 

groups. 3.5% (7 respondents) belonged to age group 

15 – 19 years, 18.5% (37 respondents) fall in the age 

category of 20 – 29 years, 34% (68 respondents) 

belonged to 25 – 29 years, 36% (72 respondents) 

belonged to 30 – 34 years and only 8% fall in the 

category of 35 – 49 years. Similar results were seen 

in the research of Sialkot (2013) according to which 

5.8% of the respondents belonged to the age category 

of up to 25 years, 26.1% respondents fall in the age 

category of 26 – 30 years, 21.7% belonged to 36 – 40 

years, 15.9% were under 41 – 45 years of category 

and only 8.7% of the respondents belonged to the age 

category of 46 years and above. This comparison 

shows that major number of respondents belonged to 

the age group 25 – 35 years in both the studies [2]. 

 

In case of education respondents were divided into 4 

groups. 48% (94 respondents) belonged to 

uneducated class, 18% (36 respondents to Primary, 

22% (44 respondents) to secondary and 13% (26 

respondents) above secondary. If we compare this 

with the study done in Ghana (2014) then 42.6% (188 

respondents) belonged to the uneducated class, 

15.1% (66 respondents) belonged to primary or less, 

35.8% (134 respondents) in middle and 6.4% (28 

respondents) fall in the category of secondary and 

above educational level. In both studies major 

number of respondents belonged to the uneducated 

class [1]. 

 

While analyzing the residence of the respondents it 

was found that 60% (120 respondents) belonged to 
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the rural areas while 40% (80 respondents) lived in 

urban areas. In the study carried out in Ethiopia 

(2013) it was seen that 89.4% (8107 respondents) 

belonged to the Rural area whereas 10.6% (959 

respondents) belonged to the urban areas. This 

comparison shows that majority the respondents lived 

in rural areas [5]. 

 

In case of female employment 85% (170 

respondents) were unemployed and 15% (30 

respondents) were employed. In the study of Ethiopia 

(2013) 75.3% (6822 respondents) were employed and 

24.8% (2244 respondents) were employed. This 

shows that in both the studies the number of 

unemployed respondents were more [5]. 

 

If we consider the family income then 52% (104 

respondents) belonged to the category < 10,000 Rs 

per months, 33% (66 respondents) fall in 10,000 to 

20,000 Rs per month and 15% (30 respondents) 

belonged to the class above 20,000 Rs. Per month. 

While in the study done in Sialkot (2013) 8.7% (12 

respondents) belonged to the income of upto 10,000 

Rs per month, 15.2% (21 respondents) fall in the 

category of 10001 – 20,000 Rs per month, 17.4% (24 

respondents) belonged to the income bracket of 

20001 – 30,000 Rs per month, 12.3% (17 

respondents) belonged to the income bracket 30001 – 
40,000 Rs per month and 46.6% (64 respondents) fall 

in the category of 40001 to above Rs per month. This 

is in contrast with out study according to which 

majority of the respondents belong to the class of 1 – 

10,000 Rs per month where as in Sialkot (2013) 

majority of the respondents belong to the class 

40,000 Rs per month and above [2]. 

 

In our study type of family has been divided into 3 

groups. 60% (120 respondents) belonged to the class 

extended, 32% (74 respondents) belonged to unclear 

class and 3% (6 respondents) belonged to 

polygamous class. In the study done in Sialkot (2013) 

52.2% (72 respondents) belonged to the class nuclear 

whereas 17.4% (24 respondents) belonged to 

extended class. This is in contrast with our study as 

our major respondents belonged to the class extended 

whereas in Sialkot majority of the respondents 

belonged to the class nuclear [2].    

 

Data analysis of our study showed that income 

bracket up to Rs. 10,000 per month (52% of all 

respondents) had poor utilization 45% (47 

respondents) of ANC services whereas population 

with income above Rs. 20,000 per month (15% 

respondents) had good utilization 43% (13 

respondents) of ANC services. This indicated that 

ANC services utilization improved with income. 

Socioeconomic status also affected ANC service 

utilization in Ethiopian study (2013) where ANC 

services utilization was 59% in rich as compared to 

13% in poor [5]. Similarly, in India women with 

higher wealth quintile were about 2 – 5 times more 

likely to utilize MCH services [9]. Although majority 

60% of our respondents belonged to extended family 

but their utilization of ANC services was poor 44% 

(53) as compared to nuclear type of families with 

good 41% (30) utilization of ANC services. 

 

CONCLUSION: 

Most of the women had medium autonomy. 

Autonomy increased with increasing age, 

employment, education, increased duration of 

marriage, number of children, urban residence and 

family income. Most of the women used the antenatal 

services but among them most had poor utilization. 

Factors responsible for better utilization were 

increasing age, education, urban residence, 

employment, duration of marriage, family income 

and type of family. 
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