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Abstract 

Background:  Women’s autonomy in health care decision-making is very crucial for the well-being of women 
themselves, their children, and the entire family members. Although studying the issue is significant to take proper 
interventions, the issue is not studied at a nationwide level in Ethiopia. Accordingly, this population-based nationwide 
study was aimed at assessing the trends of women’s autonomy in health care decision-making and its associated fac-
tors in Ethiopia.

Method:  The sample was limited to married women of 2005 (n = 8617), 2011 (n = 10,168), and 2016 (n = 9824) Ethio-
pian Demographic and Health Survey (EDHS) data. Women’s autonomy in health care decision-making was measured 
based on their response to the question ‘person who usually decides on respondent’s health care. To examine associ-
ated factors, socio-demographic variables were computed using multinomial logistic regression.

Result:  The finding revealed that the trend of women’s autonomy in health care decision-making had declined from 
18.7% in 2005 to 17.2% in 2011 albeit it had risen to 19.1% in 2016. The autonomy of women who resides in urban 
areas was 98.7% higher than rural residents, and those who live in the Tigray region, Somali region, and Addis Ababa 
are 76.6%, 79.7%, and 95.7% higher than who live in Dire Dawa respectively. Unemployed women, women aged from 
15 to 24 years, and uneducated women were 45.1%, 32.4%, and 32.2% less likely autonomous in health care decision 
making respectively.

Conclusion:  The autonomy of women in health care decision-making had declined from 2005 to 2011. Therefore, 
the role of stakeholders in taking possible interventions like empowering women shall be strengthened. This is to 
protect women from certain health problems as well as for the well-being of women themselves, their children, and 
the entire family members.

Keywords:  Autonomy, Decision making, Ethiopia, Health care, Women

© The Author(s) 2021. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/. The Creative Commons Public Domain Dedication waiver (http://​creat​iveco​
mmons.​org/​publi​cdoma​in/​zero/1.​0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Introduction
Since women’s participation in the decision-making pro-
cess is very crucial to achieve the multifaceted devel-
opment of communities and countries [1], the global 
community is working to empower women in enhancing 
their decision-making ability including at the household 
level. For instance, achieving gender equality and give 
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power to all women and girls are the prime focus among 
seventeen identified “Sustainable Development Goals” 
for the transformation and quality of life of the world 
[2]. To achieve the proposed “Sustainable Development 
Goals” through taking proper interventions, studying 
women’s autonomy in health care decision-making and 
its associated factors is compulsory. Furthermore, there 
is no doubt on the importance of assessing the position 
of women in decision-making to address the problem of 
gender inequality via devising policies and taking imme-
diate intervention measures to empower women [3–6]. 
However, this can be possible when the present position 
of women’s autonomy including in health care decision 
making is known.

The word ‘autonomy’ can be defined as a technical, 
social, and psychological ability of an individual for mak-
ing decisions about his/her private concerns indepen-
dently [7]. It also refers that the independence to make 
one own choice and decision [8]. An individual is auton-
omous when she/he can act under her/his direction, i.e. 
to make her/his actions regarding one’s owns personal 
problems [9]. Accordingly, women’s autonomy means the 
capacity and freedom women have to act or decide inde-
pendently on their issues including on their own health 
care issues. Women’s autonomy in health care decision-
making is very crucial for the well-being of women them-
selves. This is due to the fact that the ability of women 
to visit health care facilities and receive treatment is 
dependent on their ability in making personal decisions 
[10]. Moreover, women’s health care decision-making 
autonomy is also important in enhancing the well-being 
of their children and the entire family [11].

Despite the fact that since no culture is free from gen-
der-based discrimination, women are adversely affect-
ing to contribute their share [12]. This exposed them to 
have a low level of participation in most decision-making 
[13, 14]. In many cultures across the world, women are 
denied their right to participate in decision-making and 
determine their fates. This is especially serious among 
women who have husbands or marital partners. In this 
regard, the power inequalities at the household level 
between husbands and wives can restrict the health 
decision-making autonomy of women. This limits their 
utilization of health services which affects reproductive 
health outcomes and creates problems for their families, 
communities, and nations at large [15].

With regard to Ethiopian women’s autonomy in 
health care decision making, there is a single local study 
that was focused on rural Southern Ethiopian women 
specifically in Wolayita and Dawro Zones’ rural women. 
However, due to geographic delimitation and cultural 
affiliation, it is difficult to generalize local study’s find-
ings at a country or Ethiopian level. For this reason, 

studying the trends of women’s autonomy in health care 
decision making at a national level is more necessary to 
understand the current autonomy of women in health 
care decision making and devise national policies in 
accordance with the finding of empirical study. There-
fore, since the national level trends of women’s auton-
omy and its associated factors in health care decision 
making is an overlooked research area in Ethiopia, this 
study’s objective was focused on examining the trends 
of women’s autonomy in health care decision-making 
and its associated factors in Ethiopia. Since the study 
had used 2005, 2011, and 2016 Ethiopian DHS data, the 
finding will help to understand the trends of women’s 
autonomy from time to time and its associated factors. 
Above all, the study will strongly inform policy makers 
and other stakeholders to take immediate intervention 
measures to empower women in order to improve their 
autonomy in health care decision making in Ethiopia.

Objectives of the study
Using 2005, 2011 and 2016 Ethiopian DHS data, this 
study’s objectives were: to examine the trends of wom-
en’s autonomy in health care decision making in Ethio-
pia; and to identify factors associated with women’s 
autonomy in health care decision making in Ethiopia.

Methods
Study design and data collection
The study used data from 2005, 2011, and 2016 Ethio-
pian DHS that were collected by the Central Statisti-
cal Authority (CSA) of Ethiopia and Opinion Research 
Corporation Company (ORC) Macro International. It 
was conducted in all Regional States of Ethiopia namely 
Tigray, Afar, Amhara, Oromia, Somali, Benishangul 
Gumuz, Southern Nations Nationalities and Peo-
ples (SNNP), Gambella and Harari as well as in Addis 
Ababa, and Dire Dawa city Administrations [16]. The 
data is a nationally representative sample survey, aged 
15–49 years’ women.

Although the survey collected information from 
unmarried, married, living with a partner, divorced 
and widowed women, in this study attention had been 
given to women who are married and living with their 
partners. This is because the power inequalities at the 
household level between women and husbands/part-
ners may restrict the health decision-making autonomy 
of women than other women [15]. Based on the valid 
number of responses for identified variables, the sample 
size of the study from 2005, 2011, and 2016 DHS data 
were limited to 8617, 10,168, and 9824 respectively.
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Variables and measurement
Dependent variable
The study’s dependent variable was women’s autonomy 
in health care decision-making. This was measured based 
on women’s response to ‘person who usually decides on 
respondent’s health care. The responses of this depend-
ent variable were coded as (1) independently, (2) together 
with others, and (3) others. This is due to the fact that an 
individual is autonomous when she/he can act under her/
his direction, i.e. to make her/his actions regarding one’s 
owns personal problems [9]. Thus, women who decide 
independently on their health were considered as they 
are autonomous in health care decision making.

Independent variables
The survey collected a detailed woman’s background 
characteristics. Abroad studies identified women’s age 
and educational status as well as household wealth index 
as a determinant factor for women’s health care decision-
making autonomy [8]. Moreover, studies also identified 
working status [15], place of residence [17], religion and 
region [18]. Therefore, based on their possible impacts 
upon women’s autonomy in health care decision-making, 
this study identified the following independent variables 
including women’s age, education status, working status, 
place of residence, household wealth index, religion, and 
region. The researchers adopted the measurements of 
the DHS survey for some selected independent variables, 
while the measurements of the DHS survey on the fol-
lowing three variables such as age, education level, and 
household wealth index were adapted as follows.

In the DHS, age of the respondents was open to writ-
ing their exact age, but a study that focused on mod-
ern contraceptive measured the age of respondents by 
labeling from aged 15–24, 25–34, and 35–49 [8, 19]. 
To measure age, this study had used 11–24, 25–34, and 
35–49 age categories of women. In the case of educa-
tional attainment, the DHS used six responses such as 
no education, incomplete primary, primary, incomplete 
secondary, secondary and higher. In this regard, studies 
that were done using DHS data on "the effect of mater-
nal health service utilization in early initiation of breast-
feeding among Nepalese mothers" [20] as well as “women 
empowerment and their reproductive behavior among 
currently married women in Ethiopia” [21] had used ’illit-
erate’, ’primary’, ’secondary’ and ’higher’ to measure this 
variable. Accordingly, incomplete primary and primary, 
and incomplete secondary and secondary were merged 
into ’primary’ and ’secondary’ respectively. About the 
wealth index, the middle was taken as it is but the cat-
egories poorest and poor as well as rich and richest were 
merged into poor and rich respectively. Comparable to 

this adapted measurement, other studies [10, 22–24] had 
used this measurement to measure the wealth index.

Data analysis
The data obtained from 2005, 2011, and 2016 Ethiopian 
DHS were analyzed through SPSS version 22 in three 
levels. First, descriptive statistics were used to summa-
rize the socio-demographic variables of the study partici-
pants using frequency and percentages. Finally, analysis 
of the determinants of women’s autonomy in health care 
decision making was carried out using logistic regres-
sion, particularly multinomial logistic regression. This is 
because logistic regression is used to examine the rela-
tionships between a categorical outcome variable and 
one or more categorical or continuous predictor vari-
ables [25]. Principally, multinomial logistic regression 
is applied in cases where the dependent variable is cat-
egorized in three and more nominal responses [26]. This 
is because the dependent variable (women autonomy in 
health care decision making) was coded as (1) indepen-
dently, (2) together with others, and (3) others. To analyze 
women’s autonomy in health care decision making, using 
multiple multinomial logistic regressions, the research-
ers did comparisons of women’s autonomy among “those 
who pass a decision on their health care issues indepen-
dently with others” as well as “those who pass a decision 
on their health care issues independently with together”. 
For analysis of multiple multinomial logistic regression 
analyses, statistical inferences were made based on esti-
mates of the odds ratio (OR) with a 95% confidence level 
and 5% margin of error or p value less than .05. As we can 
observe in Table 1 that had shown model fitting informa-
tion summary, − 2 log-likelihood of the intercept only 
model is greater than − 2 log likelihood of the final (satu-
rated) model that gives a conclusion of the final model is 
better. In addition to this at a 95% level of significance, 
the p value of the likelihood ratio tests of the final model 
is less than zero which gives the same conclusion as the 
above. This statistical significance indicates that at least 
one independent variable had a significant effect on the 
dependent one. This statistical significance indicates that 
at least one independent variable had shown a significant 
effect on the dependent one.

Table 1  Multiple multinomial logistic regression model fitting 
information summary

Model Model fitting criteria Likelihood ratio tests

− 2 log likelihood Chi-Square Df Sig.

Intercept only 6409.214

Final 5449.749 959.465 46 .000
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Results
As we have seen in Table 2, there is a significant decre-
ment of women’s autonomy in health care decision-
making. Ethiopian women’s autonomy in health care 
decision making whose age is 24 and below had declined 
from 23.9% in 2005 to 23.1% and 22.3% in 2011 and 2016 
respectively. Similarly, the autonomy of women who are 
aged from 35 to 49 also declined from 38.7% in 2005 
to 37.6% and 36.4% in 2011 and 2016 respectively. The 
autonomy of uneducated women in health care decision-
making had also declined from 68.5% in 2005 to 52.5% 
and 51.6% in 2011 and 2016 respectively. The autonomy 
of housewife women in health care decision-making had 
declined from 68.4% in 2005 to 56.1% in 2011. However, 
the status of employed women in health care decision-
making had risen from 31.64% in 2005 to 43.9% in 2011 
albeit it fails into 41.8% in 2016. The autonomy of rural 
women in health care decision-making had declined 
from 68.9% in 2005 to 60.1% in 2011. Health care deci-
sion-making autonomy of women who were from poor 
household wealth index had declined from 37.5% in 2005 
to 32.5% in 2011. Muslim women’s autonomy in health 
care decision-making had declined from 43.6% in 2005 
to 39.2% in 2011 but it had risen to 42% in 2016. Among 
the two Federal Cities Administrations and nine Regional 
States, the autonomy of women in health care decision 
making in three Regional States including in Amhara, 
Oromia, and Harari had shown significant decrements 
from 2005 to 2011 and 2016.

As it had been seen in Fig.  1, women’s autonomy in 
health care decision-making had declined from 18.7% 
in 2005 to 17.2% in 2011 albeit it had rose into 19.1% in 
2016.

It is obvious that a multiple multinomial logistic 
regression used to examine the effect of all independent 
variables on the dependent one at a time. The multiple 
multinomial logistic regression output is interpreted as 
the effect of one independent variable on the depend-
ent one at a constant value of another covariate or fac-
tor independents. As we have seen below, Table 3 gives 
information about multivariable multinomial logistic 
regression analysis output of this study.

This section deals with women’s autonomy in com-
parison with those who passed decisions indepen-
dently and women who passed decisions with others 
together on their health care issues. In this regard, 
the autonomy of women in health care decision mak-
ing among those who live in urban areas was more 
likely higher than women who live in rural areas 
(AOR = 1.366; 95% CI = 1.138, 1.640). The levels of wom-
en’s autonomy who resides in Tigray (AOR = 1.538; 95% 
CI = 1.141, 2.073), Afar (AOR = 1.422; 95% CI = 1.056, 
1.915), SNNP (AOR = 1.425; 95% CI = 1.056, 1.923), 

Gambela (AOR = 2.500; 95% CI = 1.836, 3.403), Somali 
(AOR = 2.742; 95% CI = 2.084, 3.608) and Addis Ababa 
(AOR = 1.855; 95% CI = 1.394, 2.467) were more likely 
higher in comparison with those who live in Dire Dawa 
city administration. Inversely, women who reside in 
Benishangul (AOR = .848; 95% CI = .622, 1.156), Harari 
(AOR = .454; 95% CI = .319, .646), Amhara AOR = .685; 
95% CI = .501, .935) and Oromia (AOR = .703; 95% 
CI = .526, .941) were less likely autonomous than those 
who live in Dire Dawa city administration. Based on 
religions what women follow, women from Orthodox 
Christianity (AOR = .551; 95% CI = .338, .900), Prot-
estant (AOR = .450; 95% CI = .277, .732), and Islamic 
(AOR = .571; 95% CI = .350, .929) religions were less 
likely autonomous than those who were from other reli-
gions. Women who were from poor and middle wealth 
index households were 1.262 times (AOR = 1.262; 95% 
CI = 1.071, 1.486) and 1.305 times (AOR = 1.305; 95% 
CI = 1.071, 1.590) more likely autonomous than those 
who were from rich wealth index households, respec-
tively. Housewife women were less likely autonomous 
when compared with those who were employed women 
(AOR = .649; 95% CI = .577, .729). Women from 15–24 
(AOR = .762; 95% CI = .654, .889) to 25–34 (AOR = .840; 
95% CI = .742, .950) years old were less likely autono-
mous than those who were from 35 to 49 years old.

In this section, women’s autonomy was analyzed based 
on the comparison of women who passed decisions inde-
pendently and women who didn’t pass a decision about 
their health care issue. The autonomy of women who 
were from urban areas was more likely higher in compar-
ison with those who were from rural areas (AOR = 1.987; 
95% CI = 1.553, 2.543). The levels of women’s autonomy 
who reside in Addis Ababa city administration, Tig-
ray, and Somali regional states were 1.797 times, 1.766 
times, and 1.797 times more likely higher than women 
who reside in Dire Dawa city administration, respec-
tively. In comparison with employed women, housewife 
women were less likely autonomous than those who 
were employed women (AOR = .549; 95% CI = .472, 
.639). Concerning women’s age, women aged from 15 
to 24 years were less likely autonomous than those were 
aged from 35 to 49  years (AOR = .676; 95% CI = .561, 
.816).

Discussion
Women’s autonomy in health care decision-making had 
declined from 18.7% in 2005 to 17.2% in 2011 though 
it also had risen to 19.1% in 2016. In the same way, the 
other study that focused on the autonomy of women 
in health care decision making revealed a declina-
tion trend of women’s autonomy in refusing risky sex 
[27]. This declination of women’s autonomy might be 
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associated with the enactment of restrictive legislation 
of the country in 2009 that potentially diminish the role 
of civil society organizations in promoting democratic 
values [28].

In regard to associated factors of women’s auton-
omy in health care decision making, the study’s find-
ing revealed that the autonomy of women who resides 
in urban areas was 98.7% more likely higher than rural 
residents. Similarly, the other studies conducted in 
Bangladesh as well as in Nigeria found higher mothers’ 
autonomy of urban women than rural women [17, 18, 
29, 30]. The possible justification might be associated 
with the fact that urban women have better exposer 
to mass media. Because among women those who are 
exposed to mass media are more likely active in deci-
sion making [31].

The autonomy of women who live in Tigray, Somali 
and Addis Ababa was more likely higher in health care 
decision making than those who live in Dire Dawa city 
administration respectively. Similar to this study find-
ing, other related studies [8, 15, 18, 27] found a signifi-
cant difference of women’s autonomy across different 
geographic regional states. This might be because of 
the contributions and commitments of regional gov-
ernments in empowering women may vary from one to 
another.

Similar to other researches findings’ [15, 18, 29, 30, 
32] and feminists’ assumption [33–35], the autonomy 
of employed women in health care decision making 
was more likely higher than housewife or unemployed 
women. Moreover, in consistency with many other 
related studies [8, 17, 18, 29, 30], women with poor 
household were less like autonomous in health care 
decision making. The reason might be that the eco-
nomic dependence of women makes them to develop 
too low self-confidence to engage in decision making 
because ‘low self-esteem associated with low economic 
status’ [36].

The autonomy of women who were aged 15–24 years 
was found a lower position (by 32.4%) than women 

from 35 to 49  years of age. Corresponding to this 
study’s finding, others studies which focused on wom-
en’s autonomy in health care decision making [8, 10, 17, 
18, 29], household decision making [15], refusing risky 
sex [27] and on reproductive human rights [37] the age 
of respondents had significant effect. This might be due 
to the fact that “older age is associated with decreases 
in self-esteem” [38].

Women who had no formal education were by 32.2% 
less likely autonomous than those who attain higher edu-
cation. Consistently, the finding of other studies [8, 17, 
18, 29, 30, 39, 40] revealed a positive association of wom-
en’s autonomy with their educational status. This might 
be due to the fact that “highly educated women are more 
likely to be knowledgeable about their rights and health, 
have more self-confidence and be more assertive than 
those with less or no education” [8].

Conclusion and recommendation
Women’s autonomy in health care decision-making is 
very crucial for the well-being of women themselves, 
their children, and the entire family members. This study 
was aimed at assessing the trends of women’s autonomy 
in health care decision-making and its associated fac-
tors in Ethiopia. Accordingly, the finding revealed that 
the trend of women’s autonomy in health care decision-
making had shown a declination trend. The autonomy 
of women who resides in urban areas was higher than 
rural residents. With regard to geographic areas women 
who reside in Benishangul, Harari, Amhara, and Oromia 
regional states were less likely autonomous than those 
who live in Dire Dawa city administration. In terms of 
religion, women from Orthodox Christianity, Protes-
tant, and Islamic religions were less likely autonomous 
than those who were from other religions. Housewife 
women were less likely autonomous when compared 
with those who were employed women from 15–24 to 
25–34 years old were less likely autonomous than those 
who were from 35 to 49 years old. Therefore, the role of 
stakeholders in taking possible intervention measures 
like empowering women shall be strengthened. This is 
especially for women who from rural parts of the coun-
try, women from Benishangul, Harari, Amhara, and Oro-
mia regional states, women from Orthodox Christianity, 
Protestant, and Islamic religion followers, unemployed or 
housewife women, as well as women aged from 15–24 to 
25–34 years old needs special attention of stakeholders. 
Accordingly, both government organizations and non-
governmental bodies shall provide proper training that 
can boost women’s self-confidence as well as women’s 
understanding about their rights in accessing and actively 
participating in health care decision making.
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Fig. 1  Women’s autonomy in health care decision making
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The strengths and limitations of the study
The study contains both strengths and limitations. One 
of the major strengths of the study is that it revealed the 
autonomy of women in health care decision making and 
its associated factors in Ethiopia or at a national level. 
It is the first nationwide study that may help to devise 

policies and to women empowerment specifically in 
health care decision making at a country level. Despite 
these strengths, the study has the following limitations. 
The first limitation is associated with self-reported data 
and the limitations that the multivariable model may 
have missed some variables that could potentially have 

Table 3  Multivariable multinomial logistic regression analysis of associated factors on women’s autonomy in health care decision 
making (adjusted odds ratio)

® Reference category, COR crude odds ratio, AOR adjusted odds ratio, CI confidence interval

***p value < .001, **p value < .01,*p value < .05

Self with others Self with together

COR (95% CI) AOR (95% CI) COR (95% CI) AOR (95% CI)

Residence

Urban 3.579 (3.032, 4.224)*** 1.987 (1.553, 2.543)*** 1.522 (1.362, 1.700)*** 1.366 (1.138, 1.640)***

Rural® 1 1 1 1

Region

Tigray 1.245 (.877, 1.767) 1.766 (1.177, 2.649)** 1.384 (1.064, 1.799)* 1.538** (1.141, 2.073)

Afar .486 (.343, .687)*** .974 (.673, 1.408) 1.164 (.878, 1.543) 1.422* (1.056, 1.915)

Amhara .737 (.510, 1.063) 1.172 (.776, 1.770) .567 (.428, .750)*** .685 (.501, .935)*

Oromia .476 (.337, .673)*** .748 (.517, 1.084) .595 (.452, .783)*** .703 (.526, .941)*

Somali .994 (.715, 1.382) 1.797 (1.267, 2.550)** 2.333 (1.800, 3.022)*** 2.742 (2.084, 3.608)***

Benishangul .576 (.399, .831)** .791 (.534, 1.172) .826 (.617, 1.106)*** .848 (.622, 1.156)

SNNP .684 (.491, .954)* 1.074 (.730, 1.580) 1.134 (.874, 1.471) 1.425 (1.056, 1.923)*

Gambela .911 (.644, 1.289) 1.216 (.818, 1.808) 2.143 (1.627, 2.824)*** 2.500 (1.836, 3.403)***

Harari .971 (.601, 1.568) 1.082 (.665, 1.762) .432 (.305, .613)*** .454 (.319, .646)***

Addis Ababa 3.748 (2.473, 5.680)*** 1.957 (1.250, 3.062)** 2.114 (1.617, 2.762)*** 1.855 (1.394, 2.467)***

Dire Dawa® 1 1 1 1

Education level

No education .254 (.181, .357)*** .678 (.459, 1.000)* .704 (.572, .865)*** .951 (.740, 1.221)

Primary .407 (.286, .580)*** .996 (681, 1.457) .809 (.652, 1.004) 1.193 (.940, 1.515)

Secondary .796 (.528, 1.201) 1.320 (.863, 2.019) .962 (.750, 1.234) 1.147 (.884, 1.488)

Higher® 1 1 1 1

Religion

Orthodox 2.342 (1.451, 3.780)*** 1.182 (.706, 1.978) .554 (.349, .879)* .551 (.338, .900)*

Catholic 1.903 (.729, 4.968) 1.371 (.514, 3.660) .566 (.256, 1.250) .503 (.223, 1.133)

Protestant 1.403 (.861, 2.285) 1.004 (.607, 1.663) .545 (.340, .872)* .450 (.277, .732)***

Muslim 1.365 (.849, 2.193) 1.167 (.702, 1.941) .541 (.341, .857)** .571 (.350, .929)*

Other® 1 1 1 1

Wealth index

Poor .417 (.361, .481)*** .877 (.718, 1.072) .007 (.901, 1.125)* 1.262 (1.071, 1.486)**

Middle .545 (.441, .673)*** 1.139 (.891, 1.455) .821 (.696, .967)* 1.305 (1.071, 1.590)**

Rich® 1 1 1 1

Work status

Housewife .459 (.399, .528)*** .549 (.472, .639)*** .651 (.585, .724)*** .649 (.577, .729)***

Employed® 1 1 1 1

Age category

15–24 years .718 (.606, .851)*** .676 (.561, .816)*** .809 (.704, .930)** .762 (.654, .889)***

25–34 years .940 (.810, 1.092) .892 (.764, 1.041) .874 (.776, .984)* .840 (.742, .950)**

35–49 years® 1 1 1 1
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been relevant. Moreover, since the DHS data were col-
lected in a cross-sectional design, the study can establish 
associations but not establish causality. The other limi-
tation is that since the study used a collected data from 
the Ethiopian DHS, it lacks triangulation of data using 
diverse methods of data collection.

Acknowledgements
The author acknowledges Measure DHS for granting the data freely.

Authors’ contributions
MDA and DKA: Conceptualization, quality appraisal, investigation, and 
conducted the formal data analysis writing-original draft, writing-review, and 
editing. Both authors read and approved the final manuscript.

Funding
None.

Availability of data and materials
The study used a released survey datasets that is available without partici-
pants’ identities. This was accessed based on a publicly available dataset that 
is freely available at http://​dhspr​ogram.​com/​data/​datas​et/​Ethio​pia_​Stand​ard-​
DHS_​2016.​cfm?​fag=0.

Declarations

Ethics approval and consent to participate
The data were downloaded and used in this study after receiving permission 
through registering with the DHS website. Therefore, no ethics approval was 
required.

Consent for publication
Not applicable.

Competing interests
The authors declare that they had no competing interests.

Author details
1 Department of Political Science and International Relations, Faculty of Social 
Sciences and Humanities, Woldia University, Woldia, Ethiopia. 2 Department 
of Statistics, Faculty of Natural and Competition Sciences, Woldia University, 
Woldia, Ethiopia. 

Received: 25 June 2021   Accepted: 14 October 2021

References
	1.	 Sharma S, Rao P, Sharma R. Role of women in decision-making related to 

farm: a study of Jammu district of J&K State. Money. 2013;143(4):95–3.
	2.	 Assembly G. United Nations: transforming our world—the 2030 agenda 

for sustainable development. New York: UN; 2015.
	3.	 Kabeer N. Gender equality and women’s empowerment: a critical 

analysis of the third millennium development goal 1. Gender Dev. 
2005;13(1):13–24.

	4.	 Prata N, Fraser A, Huchko MJ, Gipson JD, Withers M, Lewis S, et al. 
Women’s empowerment and family planning: a review of the literature. J 
Biosoc Sci. 2017;49(6):713–43.

	5.	 Pratley P. Associations between quantitative measures of women’s 
empowerment and access to care and health status for mothers and 
their children: a systematic review of evidence from the developing 
world. Soc Sci Med. 2016;169:119–31.

	6.	 Upadhyay UD, Gipson JD, Withers M, Lewis S, Ciaraldi EJ, Fraser A, et al. 
Women’s empowerment and fertility: a review of the literature. Soc Sci 
Med. 2014;115:111–20.

	7.	 Dyson T, Moore M. On kinship structure, female autonomy, and demo-
graphic behavior in India. Popul Dev Rev. 1983;9:35–60.

	8.	 Osamor PE, Grady C. Women’s autonomy in health care decision-making 
in developing countries: a synthesis of the literature. Int J Women’s 
Health. 2016;8:191.

	9.	 Banerjee P, Das SK. Autonomy: beyond Kant and Hermeneutics. London: 
Anthem Press; 2008.

	10.	 Alemayehu M, Meskele M. Health care decision making autonomy of 
women from rural districts of Southern Ethiopia: a community based 
cross-sectional study. Int J Women’s Health. 2017;9:213.

	11.	 Duah HO, Adisah-Atta I. Determinants of health care decision making 
autonomy among mothers of children under 5 years in Ghana: analysis 
of 2014 Ghana demographic and health survey. Res J Women’s Health. 
2017;4(5):2474–1353. https://​doi.​org/​10.​7243/​2054-​9865-4-5.

	12.	 Brandt MJ. Sexism and gender inequality across 57 societies. Psychol Sci. 
2011;22(11):1413–8.

	13.	 Hagos T, Berihun T, Assefa A, Andarge G. WomenS position in household 
decision making and violence in marriage: the case of North Gondar 
Zone, Northwest Ethiopia. J Econ. 2017;5(4):63–70.

	14.	 Ilesanmi OO. Women’s visibility in decision making processes in Africa—
progress, challenges, and way forward. Front Sociol. 2018;3:38.

	15.	 Acharya DR, Bell JS, Simkhada P, Van Teijlingen ER, Regmi PR. Women’s 
autonomy in household decision-making: a demographic study in Nepal. 
Reprod Health. 2010;7(1):1–12.

	16.	 CSA I. Central Statistical Agency (CSA)[Ethiopia] and ICF. Ethiopia Demo-
graphic and Health Survey 2016. Addis Ababa, Ethiopia, and Rockville: 
CSA and ICF; 2016. 2017.

	17.	 Haque SE, Rahman M, Mostofa MG, Zahan MS. Reproductive health care 
utilization among young mothers in Bangladesh: does autonomy matter? 
Womens Health Issues. 2012;22(2):e171–80.

	18.	 Osamor P, Grady C. Factors associated with women’s health care decision-
making autonomy: empirical evidence from Nigeria. J Biosoc Sci. 
2018;50(1):70–85.

	19.	 Asfaw SJ, Asfaw KB. Prevalence of modern contraceptive use and associ-
ated factors among married women at Quante Town, Gurage Zone 
Ethiopia, 2019. 2019. https://​europ​epmc.​org/​artic​le/​ppr/​ppr13​3722.

	20.	 Ghimire U. The effect of maternal health service utilization in early 
initiation of breastfeeding among Nepalese mothers. Int Breastfeed J. 
2019;14(1):1–8.

	21.	 Tadesse G. Women empowerment and their reproductive behaviour 
among currently married women in Ethiopia. Addis Ababa: Addis Ababa 
University; 2018.

	22.	 Ebrahim NB, Atteraya MS. Women’s household decision-making 
and intimate partner violence in Ethiopia. Acad J Interdiscip Stud. 
2019;8(2):282–4.

	23.	 Mekonnen A, Asrese K. Household decision making status of women 
in Dabat district, north west Ethiopia, 2009 Gc. Sci J Public Health. 
2014;2(2):111–8.

	24.	 Tadele A, Tesfay A, Kebede A. Factors influencing decision-making power 
regarding reproductive health and rights among married women in 
Mettu rural district, south-west, Ethiopia. Reprod Health. 2019;16(1):1–9.

	25.	 Peng C-YJ, Lee KL, Ingersoll GM. An introduction to logistic regression 
analysis and reporting. J Educ Res. 2002;96(1):3–14.

	26.	 Hosmer DW Jr, Lemeshow S, Sturdivant RX. Applied logistic regression. 
New York: Wiley; 2013.

	27.	 Asabu MD. Women’s autonomy in refusing risky sex and associated fac-
tors in Ethiopia: evidence from 2011 to 2016 EDHS data. BMC Womens 
Health. 2021;21(1):1–7.

	28.	 Gebre Y. Reality checks: the state of civil society organizations in Ethiopia. 
Afr Sociol Rev Revue Africaine de Sociologie. 2016;20(2):2–25.

	29.	 Wado YD. Women’s autonomy and reproductive healthcare-seeking 
behavior in Ethiopia. Fairfax: ICF International; 2013.

	30.	 Senarath U, Gunawardena NS. Women’s autonomy in decision making for 
health care in South Asia. Asia Pac J Public Health. 2009;21(2):137–43.

	31.	 Seidu A-A, Ahinkorah BO, Hagan JE Jr, Ameyaw EK, Abodey E, Odoi A, 
et al. Mass media exposure and women’s household decision-making 
capacity in 30 sub-Saharan African countries: analysis of demographic 
and health surveys. Front Psychol. 2020;11:581614.

	32.	 Kebede AA, Dagnew AK, Asabu MD. Chapter review of the seventh edi-
tion book of Michael Akehurt: Modern introduction to international law 
(1997). Int J Manag Sci Innov Technol. 2021;2:01–3.

	33.	 Hossain DM, Ahmad NNN, Siraj SA. Marxist feminist perspective of corpo-
rate gender disclosures. Asian J Acc Gov. 2016;7:11–24.

http://dhsprogram.com/data/dataset/Ethiopia_Standard-DHS_2016.cfm?fag=0
http://dhsprogram.com/data/dataset/Ethiopia_Standard-DHS_2016.cfm?fag=0
https://doi.org/10.7243/2054-9865-4-5
https://europepmc.org/article/ppr/ppr133722


Page 9 of 9Asabu and Altaseb ﻿BMC Women’s Health          (2021) 21:371 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	34.	 Lorber J. Gender inequality: feminist theories and politics. Oxford: Oxford 
University Press; 2010.

	35.	 Nehere K. The feminist views: a review. Femin Res. 2016;1(1):3–20.
	36.	 Veselska Z, Madarasova Geckova A, Gajdosova B, Orosova O, Van Dijk JP, 

Reijneveld SA. Socio-economic differences in self-esteem of adolescents 
influenced by personality, mental health and social support. Eur J Public 
Health. 2010;20(6):647–52.

	37.	 Biswas AK, Shovo T-E-A, Aich M, Mondal S. Women’s autonomy and 
control to exercise reproductive rights: a sociological study from rural 
Bangladesh. SAGE Open. 2017;7(2):2158244017709862.

	38.	 Von Soest T, Wagner J, Hansen T, Gerstorf D. Self-esteem across the sec-
ond half of life: the role of socioeconomic status, physical health, social 
relationships, and personality factors. J Pers Soc Psychol. 2018;114(6):945.

	39.	 Astutik E, Efendi F, Sebayang SK, Hadisuyatmana S, Has EMM, Kuswanto 
H. Association between women’s empowerment and diarrhea in children 
under two years in Indonesia. Child Youth Serv Rev. 2020;113:105004.

	40.	 Sougou N, Bassoum O, Faye A, Leye M. Women’s autonomy in health 
decision-making and its effect on access to family planning services 
in Senegal in 2017: a propensity score analysis. BMC Public Health. 
2020;20:1–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	The trends of women’s autonomy in health care decision making and associated factors in Ethiopia: evidence from 2005, 2011 and 2016 DHS data
	Abstract 
	Background: 
	Method: 
	Result: 
	Conclusion: 

	Introduction
	Objectives of the study
	Methods
	Study design and data collection
	Variables and measurement
	Dependent variable
	Independent variables

	Data analysis

	Results
	Discussion
	Conclusion and recommendation
	The strengths and limitations of the study

	Acknowledgements
	References


