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Abstract
Background

Women autonomy is ability of women to make self-regulating decision to meet their requirement without
any one initiation. Women who can autonomously decide on their health utilized maternal health care is
poor, even though a lot of effort has been made. Only less than 32% of developing countries women have
decision making power to visit maternal health service.

Objective

To assess the women decision making autonomy in their maternal health service utilization and its
associated factors among reproductive age group women in southern Ethiopia, from March1, 2019 to
March 30, 2019.

Methods and material

A cross-sectional study design was conducted. Data were analysed using descriptive statistical tests and
binary logistic regression was used. All independent variables with p- value of < 0.25 at bivariate analysis
were included in multivariate model to determine the predictors of the outcome variable, and to control
the confounding factors. For all statistical tests, a P value of < 0.05 was a cut off point for statistical
signi�cant.

Results

prevalence of women decision making autonomy in their maternal health service utilization was 58.2%
[(AOR = 58.2% (95 %CI (54.2–62.0). Number of family size 2.2 [AOR (95% CI) = 2.2, 95% CI (1.3–3.72)],
occupation, 4.3 [AOR (95% CI) = 4.3 95% CI (1.10–9.3)] economic status, 2.2[AOR (95% CI) = 2.2, 95% CI
(1.3-.3.72)] respondent age above 35 4.8[AOR(95%CI = 4.8,95%CI(2.3–10)] were the factors signi�cantly
associated with decision making autonomy.

Conclusion

prevalence of women decision making autonomy in their maternal health service utilization was 58.2%
which was found to be low. Decision making autonomy was more common with low income, large family
size, respondent age and lack women occupation. Improved the women’s decision making by giving
Health education on the importance of maternal health services and gender equality recommended to
reducing the problem.

Background
Women’s autonomy is ability of women’s to make self-regulating decision to meet requirements without
any one initiation (Yuji S. et al., 2018). Autonomy of deciding for her maternal health service utilization
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means the capacitate of a woman to make self-regulating decision regarding for her reproductive wants
and to look for maternal health services such as antenatal care (ANC), postnatal care (PNC), and service
delivery care (SDC) (Sadik A, 2017).

In particular �ndings suggest autonomy from no contribution to signi�cantly utilized maternal health
service including antenatal care and institutional delivery (GDPC, 2018). Despite various efforts has been
made to enhance women autonomy majority of women in Africa has no decision making power to
utilized various reproductive maternal health service during pregnancy and child birth (Bhandari T., 2015).
Illiteracy, wealth index, socio cultural habits religious and lack of information were attributed to low
decision making on health care in women (Mihiretu A. and Mengistu M, 2017). Good maternal and child
health outcome observed among individuals who have autonomous decision power as compare to their
counterpart (Yohannes D., 2017).

In developing country, women’s Decision making power regarding reproduction and sexuality is extremely
restricted and most of the time Decisions on maternal health care are frequently made by partners or
other relatives; which affects women’s to visits health facility (Dabere N et al., 2014).

In developing country women are Less autonomous to decide to visit health facility for maternal health
service (Ghose B. et al., 2017). Absence of autonomy in decision making directly result in poor utilization
of maternal health service and this situation amends maternal morbidity and mortality through delay
(sadik A., 2017 ).

Indonesia Demographic and Health Survey (DHS) showed that 23% of teenage mothers reported their
husbands or others made decisions for their health care which affects women to go health facility by
them self (Ramesh A., 2016)

Studies indicate that 23% of teenage mother claimed that their husband or other person decide on their
health service this pave for three delays that deadly affect maternal wellbeing. In developing country
extent of women decision making to seek maternal service ranges from 21.9–31.6% (Chima.V, 2018).
Without increasing autonomy increasing level of women decision making power archiving sustainable
development goal to reduce maternal and child mortality seems impossible (USAID, 2017 ; WHO, 2016).

Ethiopian demographic health survey 2016 shows that only 15.4% of where autonomous in house
decision make alone and use health service to meet reproductive health goal, including safe motherhood
women who did not participate in any household decision and those who have not freedom movement
were much less likely to receive antenatal care (44%) delivery care (24%) from skilled provider and
postnatal cheek up (8%) (CSA and ICF, 2016).

The extent of women decision making power to visit to visit maternal health service and its associated
factors is not known in the study area therefor we aim to assess women decision making power for
maternal health service and to identify it predictors of in southern, Ethiopia .
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Methods

Study setting and Period 
The study was conducted in southern, Ethiopia from March 1, 2019 to March 30; 2019.

Study Design and Population

Community Based Cross Sectional Study was conducted among all reproductive age group of married
women in southern, Ethiopia.

Sample Size Determination and Sampling Technique
To determine the sample size for studying factors associated with women autonomy of decision making
regarding their maternal health service utilization, the formula for single population proportion was used
and the following assumption was made. Signi�cance level of 95% con�dence interval and 5% margin of
error were taken the study on factors associated with women autonomy of decision making regarding
their maternal health service utilization in, Southern Nations, Nationalities and Peoples Republic, Ethiopia.
58.4% of women have autonomy on decision making similar as study conduct in Wolaita and Dawro
zones, Southern Ethiopia (Mihiretu A. and Mengistu M, 2017)Let as women autonomy of decision making
regarding their maternal health service utilization is the . Prevalence =58.4%; and use 10% non-response
rate.

Sample size is calculated by using the single population proportion formula as follows.

Where, n=desired sample size, p=expected prevalence of women autonomy of decision making 58.4%;
z=con�dence interval – 95% , d=desired precision- 5 %, n= required sample size, N=�nal sample size and
Design effect 1.5

, = 373.3 then to get �nal sample size (N), use non-response rate (10%), N = 10% * n + n, N =10% of 373 +
373, = 37.3 + 373 = 410*1.5 = 615 N = 615.

Data Collection Procedures
A structured interviewer administered questionnaire which was Adapted from the EDHS, 2016 and
different literatures (Tulsi R., 2015), (Deependra K, 2012),(Osamor P and Grady C, 2016).Were used to
collect data. The questionnaire was including all the questions that assess women autonomy of decision
making on maternal health service utilization. Data was collected by interviewing eligible subjects using a
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pre-tested structural questionnaire. The tool was prepared in English version and it was translated to
Amharic, Amharic again translated back to English language to check consistency. 

Data Processing and Analysis
All data were checked for completeness and internal consistency by cross checking and coded and
entered onto EPI-DATA version 3.1 and then exported to SPSS 20.0 for analysis. Principal component
analysis was conducted to produce wealth quintiles and reveal socioeconomic status of the households.
Multi co-linearity test was carried out to see the correlation between independent variables using standard
error. Model �tness was checked by using Hosmer –Leme show. Descriptive statistics was used to
describe the study population in relation to relevant variables. Both bivariable and multivariable logistic
regression models were used to identify factors associated with the outcome variable. In order to enter
factors in �nal multivariable model, only variables with p-value < 0.25 during bivariable analyses were
entered into the multiple logistic regression models. Odds Ratio along with 95% Con�dence Intervals was
estimated to measure the strength of the association between dependent and independent variables.
Levels of statistical signi�cance were considered at p - value less than 0.05.

Ethical Considerations
Ethical clearance was obtained from the Institutional health research ethics review committee (IHRERC)
Haramaya University College of Health And Medical Sciences. All procedure was conducted after
completing permission from the postgraduate o�ce of Haramaya University. After permission letter
obtained from school of graduate o�ce, letter was submitted to each Zone. An informed, voluntary,
written and signed consent was obtained. Participants were informed clearly about the purpose and
bene�ts of the study and written informed consent was obtained from the participants. Those who are
signed written consent were only participating in the study and the con�dentiality of respondents was
maintained throughout the research process by giving code for participant. Personal privacy and cultural
norms were respected. The respondents were having the right not to participate in study or withdraw from
the study at any time/stage of interview.

Operational De�nitions
Women decision making Autonomy in their maternal health service utilization: is dictated as “Yes” on the
options women are participate in health service utilization if she have the right to use health care,
freedom of movement and if she has right to use house hold purchases. If a woman is decide alone and
with their husband jointly they are autonomous if only husband and someone give decision she is not
autonomous in decision making (EDHS, 2016).



Page 6/12

Maternal health service refers a service given by skilled health professional before pregnancy, during
pregnancy and postpartum period (WHO, 2018).

Antenatal Care: - a care provided by skilled health-care professionals to women in order to ensure the best
health conditions for both mother and baby during pregnancy (WHO, 2018)

Post natal care: a care service given to the delivered mother by skilled birth attendance after birth (WHO,
2018).

Delivery care service: a care given by skilled health care professionals to women during child birth (WHO,
2018).

Knowledgeable: - those women who scored at least 84% and above in knowledge questions.

Moderately knowledgeable: - those women who score 50-84% of knowledge questions.

Less knowledgeable: - those women who scoreless than 50% of knowledge questions (Dabere N et al.,
2014).

Results
Out of 615 respondents expected to participate in the study 588 respondents were interviewed which
makes a response rate of 96%. The mean age of the respondents was 30.23 with SD± 6 years. Majority of
respondents 208 (35.4%) were attained secondary education and 552 (93.9%) were in monogamous
marriage. Around one-third of 200 (34%) were high percentile group of wealth. Almost half of 248 (44.9%)
respondents have family size less than �ve (Table1).

Majority of 496 (84.4%) the respondents have exposure to media like watching TV and also 92 (15.6%)
respondents were listening to radio. Half of respondents 294 (50%) have poor knowledge on maternal
health service utilization and decision making autonomy (Table2).

Almost half (43.4%) have decided by themselves to go health facility and most of respondents have the
right to participate in family health care 33 (43.4%) alone and 371 (56.6%) jointly with husband. Besides
to these most of women visit to health facility by themselves 33 (5.6%) jointly with husband 371 (63.1%)
the rest 168 (28.6) respondents can’t visit without their husband permission. Related to place of delivery
the majority of respondents 339 (57.7%) can’t decide place of delivery 103 (17.5%) decide jointly with
husband. Less than half of 194 (33.0%) only decided by husband. Majority around 533(90%) of
respondents were note have post natal care (Table3).

Majority of respondents 270 (45.9%) get permeation for spending money. Similarly 72 (12.8%)
respondent decided on her earning. Also only 92 (15.6%) respondents can decide on her husband earning
jointly 293 (49.8%) husband alone 197 (46.8%).majority of respondents can’t decide alone for buying
medication and Majority of respondents can’t decide alone to go to outside house compound 97 (16.5%)
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majority of respondents decide jointly 291(49.5%) and only husband 194 ( 33%). Similarly, 128(21.8%) of
study participants decide in visiting their family by themselves, whereas 276 (46.9%) made decisions
jointly and only husband185 (31.3%) and also majority 259 (44.0%) of respondents decide together to go
public places (Table4).

The prevalence of women decision making autonomy is 58.2% [(AOR= 58.2% (95 %CI (54.2 – 62.0)
(Figure1).

Age, educational status of respondents, educational status of respondents husband, family size, wealth
index, respondent occupational status, husband occupational status, media access, marital status, were
analysed in bivariable analysis, age of respondent, educational status of respondents, educational status
of respondents husband, family size, wealth index, respondent occupational status, husband
occupational status ,distance to health facility, media access, marital status signi�cantly associated with
health care decision making autonomy in bivariate analysis (Table5).

In multivariable analysis age of respondent, wealth index, women occupation, family size, women
educational status were signi�cantly associated with women decision making autonomy on their
maternal health service utilization. Participants who have age category more than 35 years
4.8[AOR(95%CI)= 4.8(2.3-10)] times more likely autonomous in decision making autonomy in maternal
health care utilization as compared to less than 25 years. Also women’s in age category of 24-35 years
9.5[AOR (95%CI=9.5(3.10-22.46)] times more likely participate in decision making autonomy than less
than 24 years. Participants who have employed 18.5 [AOR (95% CI) =18.5, 95% CI (4.951-69.294)] times
more likely participate in decision making autonomy to maternal health care utilization as compared to
house wife’s. Those women with one-two family size were 2.2 [AOR (95% CI=2.2 (1.3-3.7)] times more
likely have decision making autonomy on maternal health care utilization than those who have family
size more than �ve children.

The richest women’s was found strong signi�cant associations with women’s decision making autonomy
on maternal health service utilization than those who were in reach category women’s have 2.2 [AOR (95%
CI) =2.2, 95% CI (1.3-3.72)] times more likely they were autonomous in decision making maternal health
service utilization than in the lowest category (Table6).

Discussion
This study showed that overall prevalence of women decision making autonomy in their maternal health
service utilization among reproductive age group women was 58.2 % (95 %) CI= (54.2 – 62.0). The
following factors were signi�cantly associated with women decision making autonomy like respondent
age, family size, occupation and economic status. The prevalence of women decision making autonomy
among reproductive age group women in this study was found to be 58.2% This �ndings was higher than
that of a study conducted in Asian country Nepal (27.3%), Bangladesh (45.7%) and India (49%). The
presence of low prevalence of women decision making in this area might be due to traditional believes
and tribes Most of decision made by male partner and family members. Related to African studies this
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study was lower than study done in Nigeria 62% (Abubakar sadik umer 2017) and in Wolaita and Dawro
58.4% (Mihiretu a. and Mengistu M., 2018) and in Mizan Aman (67.2%) (Belay. et.al, 2016). This
discrepancy could be due to the difference in the sample size. In this study Participants who with age
group of above 35 years were more autonomous in decision making than less than 24 years and
women’s with age group of 25-34 years were more autonomous in decision making than less than 24
years. Another study done in out of our country in Nigeria shows women’s above 35 years has 1.82 times
more autonomous in decision making than younger women’s (pauline O. and Christine G, 2018). This
study also indicates that family size associated with women’s decision making autonomy As family size
increases, the probability of the woman participating in health care decision making decreases. In this
study, women with a family size of more than �ve have a 1.5 times more likely chance of participating in
health care decision making as compared to women with a family size of less than �ve persons (pauline
O. and Christine G, 2018).

Those participants who had a highest wealth index household were 2.2 times more likely autonomous in
decision making maternal health service utilization than their counterparts. This reports agrees with
research conducted in eastern Ethiopia shows that women In higher wealth index 3.5 times more likely
autonomous in decision making than lower (Tiruneh F.,et.al,2017). This study also showed that
employment status have signi�cant association with women decision making autonomy in their
maternal health service utilization women in employed women 4.3 times more likely autonomous in
decision making than house wife’s this is in lined with a study done in eastern Ethiopia which identify
employed women’s 4.10 times more likely to have decision making autonomy in their maternal health
service utilization (Belay., et.al, 2016).

Conclusions
This study shows that prevalence of women decision making autonomy in maternal health services was
poor. Age, women occupation, family size, wealth index were signi�cantly associated with women
decision making autonomy in maternal health services utilization. Every woman has the right to
participate in decisions making about her own health care. More than half participants have no role in
making health care decisions. Husbands/partners play a major role in making health care decisions
about their wife’s. The majority of women with the highest health care decision making autonomy in
southern Ethiopia also have signi�cantly higher odds of having high wealth index, high age, small family
size, women and employment. Even if a household has adequate resources, a woman’s limited
participation in household decision making leads to low uptake of maternal health services. This study
conclude that a woman’s health care decision making autonomy is broadly in�uenced by participants
age, household economy, family size, and occupation.

Abbreviations
ANC: antenatal care AOR: Adjusted odds ratio CDC: communicable disease controls CI: Con�dence
Interval COR: Crude odds ratio EDHS: Ethiopian Demographic Health Survey MDG: Millennium
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Development Goal MHS: Maternal Health Service PNC: postnatal care

SD: standard deviation SDC: service delivery care USAID: United States Agency for International
Development WHO: world health organizations.
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Figure 1

level of Women’s Decision-Making Autonomy in Maternal Health Service Utilization and Factors
Associated among Reproductive Age Women in Southern, Ethiopia (n=588).
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