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Introduction: Millions of women have little health care decision making autonomy in many 

cultures and tribes. African women are often perceived to have little participation in health 

care decisions. However, little has been investigated to identify factors contributing to decision 

making autonomy. Hence, it is important to obtain information on the contributing factors of 

decision making autonomy and disparities across different socio-cultural contexts.

Methodology: A cross-sectional study was conducted in Wolaita and Dawro zones, Southern 

Ethiopia from February to March 2015. A total of 967 women were selected through multi-

stage sampling. A survey was administered face-to-face through an interview format. EpiData 

v1.4.4.0 and SPSS version 20 were used to enter and analyze data, respectively. Proportions 

and means were used to describe the study population. Variables with P-value ,0.2 in bivariate 

analysis were selected for multivariable regression. Finally, variables with P-value ,0.05 in 

multivariable logistic regressions were identified as independent predictors. Odds ratios along 

with confidence intervals were used to determine the presence of association.

Result: It was determined that 58.4% of women have autonomy, while 40.9% of study partici-

pants’ health care decisions were made by their husbands. The husband’s education (adjusted 

odds ratio [AOR] =1.91 [1.10, 3.32]), wealth index (AOR =0.62 [0.42, 0.92]), age (AOR =2.42 

[1.35, 4.32] and AOR =7 [3.45, 14.22]), family size (AOR =0.53 [0.33, 0.85] and AOR =0.42 

[0.23, 0.75]), and occupation (AOR =1.66 [1.14, 2.41]), were predictors of health care decision 

making autonomy.

Conclusion: Even though every woman has the right to participate in her own health care 

decision making, more than two fifths of them have no role in making health care decisions 

about their own health. Husbands play a major role in making health care decisions about 

their wives. A comprehensive strategy needs to be implemented in order to empower women, 

as well as to challenge the traditional male dominance. Special attention has to be given to 

women living in rural areas in order to reduce their dependency through education and income 

generating activities.

Keywords: decision making, women’s autonomy, health care decision, women’s empower-

ment, Wolaita, Dawro, Southern Ethiopia

Introduction
Autonomy is the power to obtain information and arrive at decisions about personal 

concerns.1 The ability of women to seek health services and visit health care facilities 

depends on their decision making autonomy. However, in developing countries, their 

status within the society mostly limits their decision making power regarding their own 

lives. The existing socio-cultural, religious, and tribal structures that define gender 
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roles often determine the circumstances under which women 

would have autonomy in health care decision making.2

The autonomy of women in health care decision making 

is tremendously crucial for improved maternal and child 

health outcomes, and women’s empowerment.3 The 1994 

United Nations International Conference on Population and 

Development widely asserted that increased gender equality 

among the family is a requirement for achieving advances in 

all matters of development. Its program of action highlighted 

the need for improving women’s status for the enhancement 

of their decision making capacity at all levels in all spheres 

of life.4 Evidence from developing countries indicated that 

women’s autonomy is the major contributing factor of 

maternal health care utilization.5 Accordingly, women with 

greater freedom of movement are more likely to receive and 

utilize antenatal and delivery care services; suggesting that 

women’s autonomy is equally as important as educational 

and economic levels. Evidence from African countries6 

has shown that women with lower autonomy in household 

decision making were at higher risk of malnutrition. Besides, 

it is also stated that women’s autonomy is an important 

determining factor for child survival and pediatric health.7 

Studies have also shown that higher female autonomy con-

fers benefits including total fertility reduction, higher child 

survival rates, and allocation of resources in favor of children 

in the household.8

However, power disparities within wedlock can limit 

clear interaction between couples about reproductive health 

decisions and women’s access to the services. This can in 

turn contribute to poor health outcomes for the woman, her 

child, her family, and the community and a nation at large.9 

Evidence from Africa and South-East Asian countries has 

shown that women usually have less power and decision 

making autonomy than men, concerning issues related to 

their own health care. Moreover, they usually have unequal 

access to nutrition, education, and health care, as well as a 

limited opportunity to earn income and have control over 

resources, as well as few effective legal rights.10

Gender impartiality renders women both increased 

decision making autonomy and better health outcomes 

such as reduction in fertility rate, increase in family plan-

ning utilization, and decrease in level of unmet need for 

contraception.11 Evidence has shown that age and family 

structure are strongly associated with decision making 

autonomy of women.12 Older women and women in a 

nuclear family are more likely to have better decision making 

autonomy. Besides, women who have a substantial role in 

their own reproductive health care tend to be more literate, 

involved in income generating activities, and marry later.13 

Other evidence has also shown that the poor tend to be sicker 

and utilize health care facilities less frequently than their 

counterparts.14 Moreover, literate and employed partners are 

more likely to participate in the final decisions.15

Even though women from sub-Saharan African countries 

are often perceived to have less control over resources and 

participation in reproductive health decisions,16 this should 

not be over-generalized since the amount of control men 

have over their wives and the disparity between men and 

women vary from place to place, time to time, and involve 

several other factors. For instance, evidence from Ethiopian 

demographic and health surveys has shown that approxi-

mately six out of every ten married women were employed, 

whereas almost all currently married men aged 15–49 were 

employed in the 12 months preceding the survey. Besides, 

nearly a quarter of married women had no health care deci-

sion making autonomy.17

Even though gender equality gives women increased 

decision making authority and improved reproductive 

outcomes,11 millions of women have little autonomy in many 

cultures and tribes, thus it is important to obtain information 

on the contributing factors of decision making autonomy and 

disparities across different socio-cultural contexts. Therefore, 

this study was aimed at identifying factors which contribute 

to women’s decision making autonomy concerning their own 

health care. Besides, this study can also be replicated and 

extended to other rural communities of the nearby African 

countries, which have similar socio-cultural and economic 

systems as the study setting.

Methodology
study design and area
A community based cross-sectional study was conducted in 

Southern Ethiopia from February 1 to March 30, 2015. Two 

zones, Wolaita and Dawro were purposively selected from 

the 13 zones of the region. Since women’s autonomy is rela-

tively low among rural women, the current study exclusively 

dealt with decision making autonomy among rural dwellers. 

These zones were selected for their large proportion of rural 

population. Accordingly, 88.3% of Wolaita and 92.9% of 

Dawro zone inhabitants were rural dwellers.18 Based on 

the 2007 Ethiopian national census, Wolaita and Dawro 

zones had a projected total population size of 1,838,073 

and 592,768 in 2014, respectively. Cumulatively, more than 

2.4 million people reside in these zones.18
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sampling technique and sample size
A three stage sampling method was used to choose study 

participants. First, six districts were randomly selected out 

of the 17 rural districts of the two zones. Based on their 

population size (as elaborated under study area), proportional 

allocation of sample size was employed in order to assure 

representativeness. Hence, four districts were selected from 

Wolaita zone and two districts were selected from Dawro 

zone. At the second stage, two kebeles were randomly 

selected from each district through a computer generated 

technique using Microsoft Office Excel software. Lastly, 

based on proportional allocation of sample size to each 

district, study subjects were selected through systematic 

sampling technique after obtaining a sampling frame from 

their respective kebeles (health extension workers). 

The total sample size needed for this study was calculated 

by using Epi-Info version 7: considering 95% confidence 

interval (CI) with 5% precision, 74.4% of women who had 

decision making autonomy concerning their own health care 

needs,17 10% non-response rate, and design effect of three, 

the total number of selected households were 967.

Data collection instruments and tools
A face-to-face interview was used to collect data from study 

participants. The questionnaire included socio-demographic 

variables of women and their husbands, variables of house-

hold wealth index measurements, knowledge, attitude, and 

practice of study participants toward maternal health service 

utilization, and decision making status of women. Household 

wealth index was measured by asking study participants 

about the presence or absence of household assets, utilities, 

and housing characteristics used to yield household wealth 

index in the Ethiopian Demographic and Health Survey.17 

Women’ autonomy in health care decision making was 

assessed by asking women about who makes decisions con-

cerning their own health care. Accordingly, their responses 

were classified in any of the following four choices: “mainly 

wife”; “wife and husband jointly”; “mainly husband”; or 

“someone else”. As a result, a woman was considered to be 

autonomous in health care decision making if she usually 

makes that decision alone or jointly with her husband.17

Data management and analysis
Data were entered using Epi-data version 1.4.4.0 and exported 

to SPSS version 20 for analysis. Household wealth index 

was analyzed by principal component analysis. Descriptive 

statistics were used to describe the study population by 

using proportions, means, and standard deviation. Bivariate 

logistic regression was used to identify candidate variables 

of maternal autonomy in health care decision making. The 

important predictors of health care decision making auton-

omy were determined using multivariable logistic regression. 

Odds ratios (ORs) along with CIs were used to determine 

the association between predictor variables and health care 

decision making autonomy of study subjects, considering 

significant association at alpha ,0.05.

Quality control
Two-day intensive training was given to data collectors to 

ensure they had a common understanding of research work. 

A pre-test was done prior to actual research work among 

5% of the total sample size. The questionnaire was adapted 

from demographic and health survey questionnaires and 

other similar study settings and guidelines. Daily supervision 

ensured the quality of data collection. 

Ethical approval and consent to 
participate
The research activity commenced after Wolaita Sodo 

University ethics approval committee approved the study. Per-

mission to conduct the study was received from the respective 

district health offices: 1) Damot Gale, 2) Boloso Sore, 

3) Humbo, 4) Ofa, 5) Tocha, and 6) Mareka, and verbal con-

sent was obtained from participants. Study participants were 

requested to give their consent after the objectives and benefits 

of the study were explained to them; as well as their right to 

participate or not. Furthermore, study participants were also 

informed about the confidentiality of their response.

Results
socio-demographic characteristics of 
study participants
Out of 967 women, only ten women were excluded from the 

study due to their incomplete questionnaire data, resulting 

in 99% response rate. The age of all the study participants 

when they first got married was less than or equal to 30 years. 

However, the majority (83.4%) of them got married dur-

ing their adolescence. The minimum and maximum age at 

marriage was 14 and 30 years respectively, with mean and 

standard deviation of 18.7 and 2.5 years, respectively. The 

majority was married at the time of the survey (96%), of 

protestant religion (74.4%), and from Wolaita ethnic group 

(70.5%). Less than one third (32.3%) of the households had 

a family size of less than five individuals/household, while 
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37.2% and 30.5% of them had a family size of 5–6 and more 

than six individuals/household, respectively (Table 1).

Knowledge, attitude, and practice of 
study participants toward maternal health 
service utilization
The last pregnancy was unplanned among 29.5% of study 

participants. However, the majority (73.8%) accomplished 

the four World Health Organization recommended focused 

antenatal care visits. Besides, the majority (85.1%) of study 

participants had a favorable attitude toward skilled birth 

attendance. Nevertheless, only 37.5% of them gave birth to 

their last child at a health facility. Similarly, 86.5% of study 

participants had a favorable attitude toward postnatal care 

follow-up. However, only 23% had actually visited a health 

care facility for their postnatal care (Table 2).

Regarding knowledge of danger signs during pregnancy, 

the majority (82.6%) of study participants knew at least one 

danger sign. The most commonly known danger signs were 

bleeding, followed by severe headache and severe fatigue; 

while most of them did not know that convulsions, loss of 

consciousness, and difficulty breathing were danger signs 

during pregnancy. More than one third (35.1%) of women 

had experienced at least five pregnancies, whereas 29.1% had 

experienced three to four pregnancies (Table 2).

Health care decision making autonomy of 
women
Concerning women’ decision making autonomy with regards 

to their own health care, 20.6% of them usually made  

Table 1 socio-demographic characteristics of study participants

Variable Category Participate in 
decision making

Yes,  
n (%)

No,  
n (%)

age at marriage 
(years)

#20 51 (79.7) 739 (83.7)

21–30 13 (20.3) 144 (16.3)
current age (years) #20 5 (7.7) 99 (11.1)

21–30 40 (61.5) 564 (63.2)
$31 20 (30.8) 229 (25.7)

Marital status Married 1 (1.6) 21 (2.4)
single 63 (98.4) 842 (95.8)
Divorced 0 (0.0) 12 (1.4)
Widowed 0 (0.0) 4 (0.5)

religion Protestant 42 (64.6) 670 (75.1)
Orthodox 16 (24.6) 160 (17.9)
catholic 3 (4.6) 37 (4.1)
Others 4 (6.2) 25 (2.8)

ethnicity Wolaita 38 (58.5) 637 (71.4)
Dawro 25 (38.5) 231 (25.9)
Others 2 (3.1) 24 (2.7)

educational status of 
woman

no education 24 (36.9) 342 (38.5)
Primary (grade 1–8) 33 (50.8) 446 (50.2)
$ grade 9 8 (12.3) 101 (11.4)

Occupation of woman Housewife 43 (66.2) 615 (68.9)
Farmer 0 (0.0) 31 (3.5)
government employee 1 (1.5) 12 (1.3)
Merchant 17 (26.2) 215 (24.1)
Others 4 (6.2) 19 (2.1)

educational status of 
husband

no education 14 (21.9) 250 (28.2)
Primary (grade 1–8) 39 (60.9) 452 (51.0)
$ grade 9 11 (17.2) 184 (20.8)

Occupation of husband Farmer 44 (67.7) 627 (70.3)
government employee 6 (9.2) 63 (7.1)
Merchant 8 (12.3) 115 (12.9)
Other 7 (10.8) 87 (9.8)

Family size ,5 24 (36.9) 283(31.9)

5–6 19 (29.2) 335 (37.8)
.6 22 (33.8) 268 (30.2)

Table 2 Knowledge, attitude, and practice of women toward 
maternal health service utilization

Variable Frequency n, (%)

last pregnancy was planned
no 259 (29.5)
Yes 618 (70.5)

number of antenatal care visits
,4 706 (73.8)
$4 251 (26.2)

attitude toward skilled birth attendance
Unfavorable 141 (14.9)
Favorable 808 (85.1)

Delivered last child at health facility
no 598 (62.5)
Yes 359 (37.5)

attitude toward postnatal care
Unfavorable 128 (13.5)
Favorable 817 (86.5)

Had postnatal care after delivering last child
no 720 (77.0)
Yes 215 (23.0)

Knowledge of danger signs during pregnancy
good 768 (82.6)
Poor 162 (17.4)

Birth order of last child
1–2 355 (38.5)
3–4 284 (30.8)
$5 282 (30.6)

number of pregnancies  
(including abortion and still birth)

1–2 336 (35.8)
3–4 273 (29.1)
$5 329 (35.1)

Distance from nearest health facility (on foot)
,30 min 432 (46.0)

$30 min 507 (54.0)
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decisions themselves, whereas 37.8% made decisions jointly 

with their husbands. However, health care decisions of 

women are made by their husbands/partners among 40.9% 

of study participants. Overall, a woman was considered to 

participate in decision making if she usually makes that deci-

sion alone or jointly with her husband/partner. As a result, 

58.4% of women had health care decision making autonomy 

either alone or jointly.

Factors associated with health care 
decision making autonomy of women
Bivariate logistic regression has revealed that woman’s 

and husband’s educational status, household wealth index, 

birth order, number of pregnancies, current age of woman, 

family size, husband’s and woman’s occupation are sig-

nificantly associated with health care decision making 

autonomy (Table 3).

After controlling for confounding using backward step-

wise multivariable logistic regression analysis, husband’s 

education, household wealth index, current age of woman, 

family size, and woman’s occupation were identified as 

independent predictors of woman’s health care decision 

making autonomy (Table 3).

Women whose husband’s educational status is secondary 

and above, are twice as likely to participate in health care 

decision making compared to women whose husbands have 

no formal education; adjusted odds ratio (AOR) =1.91 (95% 

CI: 1.10, 3.32). Women from higher wealth index house-

holds have a 38% lower chance of participating in decision 

making than those from lower wealth index households, 

AOR =0.62 (95% CI: 0.42, 0.92). Women’ participation 

in health care decision making increases with increase in 

age. Accordingly, women found in the age category of 

21–30 years are twice as likely to participate in decision 

making compared to those aged below 20 years; AOR =2.42 

(95% CI: 1.35, 4.32). Similarly, women aged 30 years and 

above are seven times more likely to participate in decision 

making compared to those aged below 20 years; AOR =7 

(95% CI: 3.45, 14.22) (Table 3).

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 five to six persons have 

a 47% lower chance of participating in health care decision 

making as compared to women with a family size of less than 

five persons; AOR =0.53 (95% CI: 0.33, 0.85). Similarly, 

women with a family size of six persons and above have 

a 58% lower chance of participating in decision making; 

AOR =0.42 (95% CI: 0.23, 0.75). Participation in income 

generating activities also has a positive association with 

women’s decision making autonomy. Accordingly, work-

ing women are more likely than housewives to participate 

in health care decision making; AOR =1.66 (95% CI: 1.14, 

2.41) (Table 3).

Discussion
Women’s autonomy is likely to vary according to charac-

teristics at the individual, interpersonal, community, and 

macro political and societal level. The present study assessed 

women’s health care decision making autonomy and associ-

ated factors among women living in rural districts of Southern 

Ethiopia. Accordingly, 58.4% of study participants have 

autonomy in making health care decisions either alone or 

jointly. This finding is lower than that of a study conducted in 

Dabat, Northern Ethiopia, and of an Ethiopian demographic 

and health survey in which 66.7% and 74.4% of study 

participants had autonomy in making health care decisions 

either alone or jointly with their husbands, respectively.17,19 

This difference might be the result of discrepancy in the scope 

of studies, where the current study only involved rural women 

while the former studies incorporated both rural and urban 

women. It is known that urban women have relatively better 

education, economy, and information. Hence, the current 

study found a relatively lower rate of health care decision 

making autonomy than the aforementioned studies.

This study identified important factors which are associ-

ated with women’ health care decision making autonomy. 

After controlling for confounding using backward step-

wise multivariable logistic regression analysis; husband’s 

education, household wealth index, current age of woman, 

family size, and woman’s occupation were identified as 

independent predictors of maternal health care decision 

making autonomy.

Women whose husbands are educated above secondary 

level, were twice as likely to participate in health care deci-

sion making compared to women whose husbands have no 

formal education; AOR =1.91 (95% CI: 1.10, 3.32). This 

might be due to the fact that the more a husband is educated, 

the more he will accept gender equality and believe in equal 

participation in decision making. However, unlike other 

studies, this study did not show a significant association 

between maternal educational status and decision making 

autonomy. This could be due to the presence of very few 

educated women in the study as the majority (88.6%) of 

them had an educational status below secondary education. 

Ownership and control of property is one of the most 

important contributors to the gap created by gender role in the 
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Table 3 Predictors of health care decision making autonomy among women from rural districts of southern ethiopia, 2015

Participate 
in decision 
making, n

COR 95% CI AOR 95% CI P-value 
of AOR

Yes No Lower Upper Lower Upper

Woman’s education
no education 195 171       
Primary 293 186 1.38* 1.05 1.82 1.19 0.81 1.74 0.086
$ secondary 69 40 1.51 0.97 2.35 0.69 0.35 1.35 0.936

Husband’s education
no education 138 126       
Primary 285 206 1.26 0.94 1.71 1.48 0.98 2.22 0.071
$ secondary 129 66 1.79** 1.22 2.62 1.91 1.10 3.32 0.032

Household wealth index
lower 169 100       
Middle 150 119 0.75 0.53 1.05 0.73 0.50 1.07 0.10
Higher 141 128 0.65* 0.46 0.92 0.62 0.42 0.92 0.008

Birth order
1–2 227 128       
3–4 156 128 0.69* 0.50 0.95 0.99 0.51 1.91 0.410
$5 155 127 0.69* 0.50 0.95 0.96 0.43 2.14 0.323

number of pregnancies (including abortion and still birth)
1–2 215 121       
3–4 153 120 0.72 0.52 1.00 0.79 0.39 1.59 0.251
$5 182 147 0.70* 0.51 0.95 0.76 0.34 1.71 0.569

age of woman (years)
#20 52 52       
21–30 338 266 1.27 0.84 1.93 2.42 1.35 4.32 0.004
.30 169 80 2.11** 1.32 3.37 7.00 3.45 14.22 0.001

Family size
,5 205 102       
5–6 192 162 0.59** 0.43 0.81 0.53 0.33 0.85 0.015
.6 158 132 0.60* 0.43 0.83 0.42 0.23 0.75 0.002

Husband’s occupation
Farmer 381 290       
government employee 50 19 2.00* 1.16 3.47 1.76 0.80 3.87 0.189
Merchant 70 53 1.01 0.68 1.48 0.93 0.58 1.48 0.404
Other 58 36 1.23 0.79 1.91 1.11 0.64 1.92 0.196

Woman’s occupation
Housewife 368 290       
Farmer 19 12 1.25 0.60 2.61 0.81 0.33 2.00 0.747
government employee 9 4 1.77 0.54 5.82 1.23 0.30 5.08 0.635
Merchant 152 80 1.50* 1.10 2.04 1.66 1.14 2.41 0.035
Other 11 12 0.72 0.31 1.66 0.48 0.13 1.75 0.109

Delivered child at health facility
no 342 256       
Yes 217 142 1.14 0.88 1.49 1.28 0.89 1.82 0.248

Distance from nearest health facility (on foot)
,30 min 227 205       
$30 min 316 191 1.49** 1.15 1.94 1.33 0.96 1.86 0.831

number of antenatal care visits
,4 409 297       
$4 150 101 1.08 0.80 1.45 0.92 0.63 1.34 0.287

ethnicity
Wolaita 365 310       
Dawro 178 78 1.94** 1.43 2.63 2.12 0.94 3.67 0.067
Other 16 10 1.36 0.61 3.04 1.91 0.69 5.26 0.398

Notes: *Significant at P,0.05; **significant at P,0.01.
Abbreviations: COR, crude odds ratio; AOR, adjusted odds ratio; CI, confidence interval.
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community with regard to health care seeking behavior, eco-

nomic well-being, social status, and women empowerment.20 

Household economic status has emerged as a significant factor 

for women’s involvement in health care decision making. 

This study found that women from higher household wealth 

quantiles had a 38% lower chance of participating in decision 

making than those from a lower wealth quantile; AOR =0.62 

(95% CI: 0.42, 0.92). This indicates that as the household gets 

richer, they are less likely to take part in decision making. 

This finding is supported by a study from Nepal.21 Besides, 

results of a study conducted by Bernasek and Bajtelsmit show 

that wealthier households show significantly less female 

involvement in financial decision making.22 The negative 

influence of higher household economy on health care deci-

sion making autonomy of women could be the consequence 

of less involvement of women in household assets as a result 

of limited participation in household income. In the current 

study 68.8% of study participants are housewives who are not 

participating in income generating activities, which in turn 

can be the cause of women’s dependency on their husbands’ 

income, hence their autonomy is handicapped.

Women’ participation in health care decision making 

increases with increase in age. This study has also revealed 

that women in the age category of 21–30 years were twice 

as likely to participate in decision making compared to those 

aged below 20 years; AOR =2.42 (95% CI: 1.35, 4.32). 

Similarly, women aged 30 years and above were seven times 

more likely to participate in decision making than those aged 

below 20 years; AOR =7 (95% CI: 3.45,14.22). This finding 

is in line with a study from the Philippines which reported that 

the percentage of women who usually participate in decision 

making increases with age.23 It is also supported by a study 

conducted among migrant weavers in Addis Ababa, Ethiopia 

which found younger women and middle-aged women to 

be less likely to participate in reproductive health decision 

making compared to older women.24

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 five to six persons/

household had a 47% lower chance of participating in health 

care decision making as compared to women with a family 

size of less than five persons/household; AOR =0.53 (95% 

CI: 0.33, 0.85). Similarly, women with a family size of six 

persons/household and above had a 58% lower chance of par-

ticipating in health care decision making; AOR =0.42 (95% 

CI: 0.23, 0.75). This finding is supported by a study conducted 

by Delbiso in which having fewer children was associated 

with better reproductive health decision making.24 In addi-

tion, women who have less than three children have greater 

control over their reproductive health than women who have 

three or more children.25 As a result, having a smaller family 

would help women exercise freedom of health care decision 

making, and end male dominance in a family.

Women’ independence in generating income also has a 

positive association with their decision making autonomy. 

Accordingly, working women were twice as likely to 

participate in health care decision making than housewives;  

AOR =1.66 (95% CI: 1.14, 2.41). This finding is consistent 

with a study from Addis Ababa, Ethiopia, in which working 

women (women generating their own income) were more 

likely to participate in contraceptive use decision  making than 

non-working women.24 Besides, participating in income gen-

erating activities increases women’s economic independence 

and challenges the traditional belief of male dominance in 

decision making, and hence improves spousal communica-

tion in household decision making.26

Conclusion and recommendation
Women’s autonomy in health care decision making is 

essential in a range of situations, from health care seek-

ing and utilization to choosing among treatment options. 

Since empowering women is crucial for the achievement 

of sustainable development, full participation of couples is 

required in health care decision making. 

Even though every woman has the right to participate in 

making decisions about her own health care, more than two 

fifths of study participants have no role in making health 

care decisions about their own health. Husbands/partners 

play a major role in making health care decisions about 

their wives. The majority of women with the highest health 

care decision making autonomy in Wolaita and Dawro 

zones also have significantly higher odds of having literate 

husbands, lower wealth index, older age, small family size, 

and employment.

Even if a household has adequate resources, a woman’s 

limited participation in household decision making can lead 

to low uptake of maternal health services. This study revealed 

that a woman’s health care decision making autonomy is 

broadly influenced by her age, husband’s literacy, house-

hold economy, family size, and her involvement in income 

generating activities.

A comprehensive strategy needs to be implemented in 

order to empower women to access and utilize health care ser-

vices, as well as to challenge the traditional male dominance 

in household decision making. Reducing women’s 
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dependency on their husbands/partners and family through 

education and employment will have a positive impact on 

improving women’s autonomy in health care decision mak-

ing. One effective way to do so is to provide non-formal and 

formal education to both women and their husbands/partners. 

Even though the Ethiopian policy and school curricula are 

supportive of gender equality and female empowerment, due 

attention needs to be given to women living in remote and 

rural areas whose dependency is higher than their counter-

parts. Involving women in income generating activities is 

another aspect of female empowerment. Family planning 

utilization can also have a positive impact on decision making 

autonomy of women, since it helps to limit the family size, 

which in turn allows freedom and independency of women 

with regard to health care decision making.
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