
L, 

r 

Addis Ababa University 

School 01 Graduate Studies 

GENDER POWER RELATIONS IN REPRODUCTIVE DECISION-MAKING: 

THE CASE OF MIGRANT WEAVERS OF ADDIS ABABA 

{ . .. .w.~'r.ml""'nC!!' umm 
\ .. mtnE O~ Ot'.I'" Q ~>"" F? C'; · ' , 

" .,. I.' / ' 11 1 "' , t' ,. 

, }.. .-~ 1) . 

By; 

TEFERA DARGE 

JUlie 2009 



Addis Ababa Universily 

Scllool 01 Graduate Studies 

GENDER POWER RELATIONS IN REPRODUCTIVE DECISION-MAKING: 

THE CASE or MIGRANT WEAVERS or ADDIS ABABA 

By: 

TEFERA DARGE 

A THESIS SUBfV1/TTED TO SCHOOL OF CiRADUATE STUDIES OF ADDIS 

ABABA UNIVERSITY IN PARTIAL FULFILLfV1ENT OF THE 

REQU/REfV1ENTS FOR THE DECiREE OF fV1ASTER OF SCIENCE IN 

POPULATION STUDIES 

June 2009 



ADDIS ABABA UNIVERSITY 
SCHOOL OF GRADUATE STUDIES 

Gender Power Relations in Reproductive Decision-Making: 
The Case of Migrant Weavers of Addis Ababa 

Dr. Eshetu Gunnu 

By 
Tefera Darge Delbiso 

Institute of Population Studies 
College of Development Studies 

Approved by the Examilling Board 

Chainnan, Department Graduate Committee 

Dr. Samson Kassahun 
Advisor 

Dr. Vij aya Subramaniam 
Examiner 



Acknowledgment 

I would li ke to thank my adv isor Dr. Samson Kassahu n for his com ments and assistance from 

the beginning of the thesis work to the end. I wou ld like also to ex tend my appreciat ion to 

Fitsum Abad i fo r providi ng me readi ng materi als; Fikadu Nigusse and Mesay G/Ma ri am for 

the ir va luable comments and ed iting. 

I would like to express my heartfelt thanks to all the stall members of Institute of Population 

Studies, Add is Ababa University for helped me to gain all rounded knowledge. I appreciate al so 

the service th at Addis Ababa Universit y as a who le provided me for the research. 

I must al so express my gratitude to all weavers in Addis Ababa since the stud y wou ld have been 

meani ngless withou t their willingness and acti ve pa rti cipati on. I also thank the enumerators for 

their effo rts to gather the data. 

Finally, I wou ld like to thank all my family for their endless support they gave me throughout 

my life. l owe a debt of gratitude to all my friend s who have contributed a lot to thi s thesis work 

in different ways. 



Table of Contents Page number 
Acknowledgment ...................... ...... ........................................... ..... ................................................. i 

List of Tables ................................ ................................ .............................. ..... ................................ v 

List of Figures .................. , ........................................................................................................ .. ... vi 

List of Tables in Anncxes ............................................................................................................ vii 

List of Abbreviations .............. ... ........ .................... ....... ................... .... .................. ................ ..... viii 

Abstract ............................................................................................................................... ........... ix 

Chapter Onc: Introduction ................................................................................. ........... ................ 1 

1.1 Background 01' the Study ........................ . ....... 1 

1.2 Statement ol' th e Problem ....................................................................... .... ................... 2 

1.3 Literature Rev iew ..................................................................... ......... ........... .. .. .. 4 

1.3.1 Theoretical Considerations ............................................... . . ........ .... .............. 4 

1.3.2 Empirical Findings ................................................. . ...................... 5 

1.3.2. 1 Socioeconomic and Cullural Variables Affecting Reproduct ive Dec is ion-Maki ng. 6 

1.3.2.2 Demographic Variables Affect ing Reproducti ve Dec ision-Maki ng ..... ........ .... .. .... 9 

I A Objectives .... .................... ... .. ................................................. 10 

IA.I General Objective ............................................................................. . .. ......... 10 

I A.2 Specil'i c Object ives .. .. .. ..... ...... ... 10 

1.5 Research Questions .... .10 

1.6 S igni l'i cance of the Study .................. ........ ............................................. . .. .. . 11 

1.7 Ana lytical Framework ...................................... .... .......... .. , .. .. . . ............... ............ II 

1.8 Operational Definitions ............................................. .. ........... ........ ... ...... ........ 13 

1.9 Limitations 01' the Stu dy .......... .. .. .. .... ..... .................. .. ................ ............... .. ... .... . . 13 

ii 



C hapter Two: Methods and Materia ls ............................. ..................................... ... .................. 14 

2.1 Study Area ...................... ..................... ........ .... ....................... . ....... 14 

2.2 Study Population ...... .. ... .... ...... ....... ............ ..... ......... ...... ... .... .... . ...... 14 

2.3 St ud y Design. ............. . 15 

2.4 Sampling and Data Collection Methods ................................................ . ............. IS 

2.4. 1 Sample Size Determination ....... ..... .......... .................................... .. 15 

2.4.2 Sampling Design .......................................................................................... ........ 16 

2.4.3 Methods of Data Collecti on .............. .. . ........... .. 17 

2.5 Data Analys is Methods ................ .. ......................................... .. . 19 

2.5.1 Model Specitication ........................................................ . . .. 19 

2.5.2 Model Diagnostic ................................................. ........ .. ..20 

2.6 Desc ri pti on o f Variables .................................................. .. .................... . . ....... .. 22 

2.7 Ethical Considerations ................................................................ .. .......... 23 

C hapter' Three: Background C haracte ristics of the S tud y Respondents ............. ... ...... ........ .. 24 

3. 1 Demographic Characteristics ......... ... .. ... ........................... . ......... . 24 

3.2 Socioeco no mi c and Cullllral Characteristi cs .................. .. . ... 25 

3.3 Family Planning Methods and Maternal Heal th Service Utilization .... .28 

3.3. 1 Knowl edge and Practice of Contraceptive Methods .............. .. . ... 28 

3.3.2 Matemal Health Serv ice Ut ili zat ion .. ..... ...... 32 

C hapter Four: Contracep ti ve Use Decision-Making ............. ................... ............ .......... .......... 35 

4. 1 Contracept ive Use Dec is ion-Making by Selected Characteristics of the Respondents .. 36 

4.2 De termi nallls of Contracepti ve Use Decision-Making ...... ............... .... ..... ...... ... .... ...... . 39 

C hapter Fi ve: M a ternal Heallh Service Utilization Decision-Making .................................... 44 

5. 1 Matemal Health Service Utili zat ion Decis ion-Making by Selected Characteristics o f 

the Respondents .......... ................... ................................................... .. . . ............ . .45 

5.2 Determinants of Maternal Hea lth Service Utili zation Decision-Making ...................... 50 

iii 



Chapter Six: Conclusions and Recommendations .................................................................... 57 

6. 1 

6.2 

Concl usions .. ......... ................................. .. ....... . 

Recommendations ................. ....... ................... . 

..... 57 

. ...... ...... ............... ..... .................. 60 

Refcrcnces .......... ..... .... ............................................................................................................. ... .. 62 

Annexes ........... ...... ... ........................................ .......................................... .................... .. ..... ... ..... 68 

An nex A: Test or Model Assumptions ................................................................. .................. .. 68 

Annex B: Support ive Analysis .................................... .. . .... ...... . 70 

An nex C: Questionnaires (Data Co llection Instruments) .................... ..... ......... . ...72 

iv 



List of Tables 

Table 3. I: Percentage distribution of sample of weaver by selected demographic characteristics 

in Addis Ababa, 2009.. ................ ............ ................ ...... . .. .................. 25 

Table 3.2: Percentage di stt'ibution of sample of weaver by selected socioeconom ic and cul tural 

characteri sti cs in Addis Ababa, 2009 ..................................................... .......... ........... 27 

Table 4. 1: Percentage distribution of sample of weaver by selected characteristics and 

contraceptive use decision-mak ing in Addis Ababa, 2009. .... . ...38 

Table 4.2 Multinomial logisti c regression analysis result of contraceptive use decisiolHl1aking 

of weavers in Addis Ababa, 2009. ........... ................ ............. .. ............ .43 

Table 5. I: Percentage distribution of sample of weaver by selected demographic characteristics 

and maternal hea lth service util ization deci sion-making in Add is Ababa, 2009 ....... .46 

Table 5.2: Percentage distribution of sample of weaver by selected socioeconomic and cultural 

characteristics and maternal health service utilization deci sion-making III Addis 

Ababa, 2009 . .. .... ........................................................................... . ... 49 

Table 5.3 Multinomial logi st ic regression analysis result of maternal health servi ce utilization 

decision-making of weavers in Addis Ababa, 2009.......... . ............ 55 

v 



List of Figures 

Figure 1.1: Analytical framework for the analysis of gender roles 111 reproductive decision-

making. Adopted form Li (1999) with major modification. ............ ... . ........ 12 

Figure 2.1: Diagrammatic presentation of sampling procedure ............... ..... .. .. ........ .. .... ...... ... . 17 

Figure 3. 1: Knowledge of contraceptive methods among sample of weavers in Add is Ababa. 

2009. .............. ................. ........................ .................... .. .......... .... 29 

Figure 3.2: Practice of contraceptive methods among sample of weavers in Add is Ababa. 2009.30 

Figure 3.3: Reasons for using contraceptive among sample of weavers in Addis Ababa. 2009 .. 31 

Figure 3.4: Reasons I'or non use of contraceptive methods among sample of weavers in Addis 

Ababa, 2009 . . ..... ........ .. .... 32 

Figure 3.5: Percen tage of sample of wome n used antenatal care for the last pregnancy among 

weavers in Add is Ababa, 2009............ .......... ........................ .. .......... ................. 33 

Figure 3.6: Percentage of sample of women by person providing assistance during delivery for 

the last birth among weavers in Addis Ababa, 2009 ............................................... 34 

Figure 4. 1: Attitude and practice of contraceptive use decision-making among sample of weavers 

in Addis Ababa, 2009 .... .... .............. ... ................................ .... ........ .... .................. 36 

Figure 5.1: Att itude and practice of maternal health service utilization decision-making among 

sample of weavers in Addis Ababa, 2009....... . ........ . ....... . . 44 

vi 



List of Tables in Annexes 

Table A.I.I: Contingency coefficient values for test of multicollinearity in the women sam pl e .. 68 

Table A.I.2: Contingency coeffi cient values for test of multicollinearity in the men sample ...... 68 

Table A.2. 1: Classification accu racy for all cases, and after omi tting outliers and inri ucntial cases 

for contracepti ve use decision-maki ng in the women sample....... .. ............. 69 

Table A.2.2: Class ifi cation accuracy for all cases, and after om itting outliers and influential cases 

for maternal health service utilization deci sion-making in the women sample . .. .... . 69 

Table A .2.3: Classification accuracy for all cases, and after omitting outliers and influential cases 

for maternal hea lth service utilization decision-making in the men sample. . .... 69 

Table B.I: Cross tab ulation of women' s age and physical harassment or verbal abuse. ..70 

Table B.2: Cross ta bu lation of men's average income and their educational status. .. .... .... 70 

Table B. 3: Cross tabulation of men's average income and their age. ...... .. .. ....... .. ................ 7 1 

Table B.4: Cross tabulation of men's educational sta tus and their age ..... .. .... .. .. ......... 71 

vii 



List of Abbreviations 

BCC: 

CS A: 

EDI-IS: 

FH I: 

ICPD: 

IEC: 

II A: 

ILO: 

LAM: 

MDGs: 

RRR: 

SNNPR : 

SPSS: 

UN: 

UNFPA: 

UNICEF: 

WHO : 

Behav ior Change Comm un icat ion 

Cent ra l Statisti cs Agency 

Ethi opian Demographic and Health Survey 

Famil y Health In ternati onal 

In te rnational Confe rence on Populati on and Development 

Infol"lnati on Education Communication 

Independence of Irrelevance Alternatives 

Internati onal Labor Organi zation 

Lactati onal amaneorehae 

Mill ennium Deve lopment Goal s 

Relati ve Ri sk Rat io 

Southern Nations, Nationality and People 's Regional State 

Statis ti cal Package for Social Sciences 

Uni ted Nati ons 

United Nati ons Popu lation Fund 

Uni ted Na ti ons Child ren's Fund 

World Health Organi zation 

viii 



Abstract 

Reproductive decision-making is strongly associated with gender power relatiolls be/ween 

couples. In mOllY developing counlries mOSI of reproduclive decisions are made by mell although 

il is, as well, Ihe cOllcern of \Vomell. Helice, Ihis study was undertaken wilh Ihe objective of 

assessing lite gender ·power relations 111 reproductive decision-making, particulariy 

contraceptive Lise and rnaternal health service utilization decision-making of migrolll wel/vers, 

who are livillg ill Addis Ababa,jiom Galno Gofa zone ofSNNPR. 

To allain Ihe .Ipeci/ied objectives, the sludy used bOlh quanlilative and qualitalive daw. The 

quan.litalive daw was collecled by using structured questionllaire from 317 married couples, 

whereas the qualitative dara was collected from six women and three men key ir~rormaJ1's. 

Simple descriptive slC/lislies and l11ullinomiallogislic regression analysis were used to de/ermine 

factors !lWl i1~/lllellce reproductive decision-making. The quantilalive dOl(f II "{/S (/Jwly:.ed by 

using STATA alld SPSS .wjilvare packages, while Ihe qualitalive data was allaly:"t/ 1).1' /lsillg 

t fiang u I CI t i Oil. 

Accordingly, aboul 34% and 30% of women an.d 17.7% and 45.1 % of men had womell-centered 

and joint conlraceplive use decision-making altitude, respectively. Besides, 22.1% and 32.6% of 

women; alld 4.2% and 91.7% of lllen reported thallhey made Ihe contraceplive /l se decision by 

Iheir OIVI1 and jointly with Iheir spouses, respectively. On Ihe olher hand, Ihe majorily or 

respondenls pori rayed Ihal Ihey appreciale joinl I/laternal health service uliliZiliion decisioll­

I/laking and practice il ill their household. The multivariale analysis result revealed Ihat women 

ill the age groujJ (~r 30 yeo rs (lnd above; and literates made the reproductive decisions hy their 

own orjointly with their husbands. Besides, working women have women-centered c()Jllr(lceprive 

use decision-making and joinr or women-centered maternCll health service wilizatiort decisiol1-

making; women lVith fewer children mClde the contraceptive use decision. alone or joillfly wirh 

their husbands; women accessing media in regular basis made the contraceptive lise c/ecisicm by 

their own; (lnd women who are I/ot victim of violence participate in maternal health serFice 

utilization decision-IIU/king. A/1/ong men, being literate and having smaller /'Il1mher (~r cllildrl'tI 

(Ire each associ(lled lVith joillt or women-centered maternal health service Ufili:.atiol/ decision­

makillg ; 30+ years ~r age lIIell and mel1 who did not harass or abuse Ihei r wives lIIade eqllal 

participation, wilh Iheir wives, for maternal heallh service ulilizalion decision-making; and men 

with regular (Iccess to media leI their wives decide on maternal health service wilital iun. 

In light oj" Ih e above results, empowering the study populalion in general and womell '.I' of Ihe 

sludy cOllllllunily in "articular Ihrough education and employment opportunilies ))IiI/ ins"ire 

egalitarian or lVomen-cel/tered reproductive decision-making pattern. This. in lUl'n, helps 

couples 10 allOin Iht highesl slOllc/ard of sexual and reproduclive heallh. 
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Chapter One 

Introduction 

1.1 Background o/the Study 

Gender is defined as soc iety' s traditional expectations, explanations, justifi calions and 

perceptions of whal men and women are, what they can and should be, and how Ihey act, in 

diffe rent spheres of life . These traditional perceplions and prohibitions are characlerized by 

inequality in the di vision of labor, power relations ancl allocation of status and privileges. 

Accord ingly, men dominate Ihe pu bl ic domain, sen ior positions and collect mosl benefit s, whil e 

wo men predomi nate in the domestic domain and lower rank al though Ihey carry the 

disproportionate share of burden and responsibilities in reproduct ion (UNFPA 200S ). Hence, in 

most soc ieties , women usually have less power compared to men in all spheres 0 1' life 

(Eguavoen, Odiagbe and Obetoh 2007). 

Gender power relatio ns are slrongly assoc iated with reproductive decision-making. In many 

deve lop ing countri es most of decisions regarding sexual acti vity, fe rtility, and cO lliraceptive use 

are made by men even if it is the concern of women as well (Oladeji 2008). The grealer power of 

men over wo men across time, sociely and a wide range of settings offer the men grealer access 

to, and con tro l over, va lued resources (Molm and Hedley 1992). The consequent ge nder based 

power inequalities hinder commun ication between partners about reproductive heall h decis ions 

(Blanc 2001 ). Furthermore, il constrains women' s and men's access to reproducti ve health 

services. prevent women 's and men' s attainment of sexual health and pleasure and thi s. in turn , 

contribute a lot 10 poor hea llh OU lcomes (Speizer, Whittle and Carter 2005). 

It is believed that eliminating gender inequality and achiev ing wome n's empowerment through 

address ing the lack of access to educatio n, health servi ces and productive opportu niti es of 

women are essentia l to achieve the Millenniu m Development Goals (MDGs). Accordi ngly, the 

International Conference on Population and Development (ICPD) held in Cairo in 1994 and The 

United Nations Fourth World Conference on Women held in Beijing in 1995, advocates equal it y 

between genders. Further, recommended women' s empowerment with regard to soc ial , political, 

economic and hea lth status as a matter of hu ma n rights and fundamental prcrequisile for 
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equality. It underlined wo men's eq ual participation in both productive and reproductive clecision­

maki ng as a necess ity for the well-being of the household . Without acti ve part ic ipat ion of 

WOmen ancl the incorporation of women's perspective at all levels of deci sion-making, the goa ls 

of equal it y, clevelopmeJ1l ancl peace cannot be achieved (UN 1995 and 1994). 

Ethiop ia has wide regional and cultural diversity on the reproductive health of it s people. The 

social con tex t of reproductive health such as cu ltu ra l, religious and socia-economic fac tors 

differentiates men's and women's roles within society. Most of these factors influence hea lth 

ri sks indirectly by differen ti ating access to informat ion, education and wealth ancl thi s. in turn. 

restricts the scope of reproducti ve decis ion-making power (WHO 1999). 

1.2 Statement of the Problem 

In Afri ca, husbands and fathers are much more likely to be decision-makers in famil y than 

women in childbearing ages. The patriarchal, hierarchical and polygynous organizat ion of man y 

African households, the you ng age at marriage for women, patrilocal residence al'ter marriage, 

the large age difference between spouses, the unequal work bu rden between the sexes, the high 

bride price, and the low educationa l level of women tends to perpetuate the low status of women 

and make them voice less and powerless in all spheres of li fe including sexuality and 

reproduction (Maki nwa-Adebusoye 200 I; Bosureup 1985). Ii is the man alone who dec ides 

whether or not fa mil y planning should be used to limit the number of children or space births. 

Consequentl y, women's needs and preferences are neglected, and their knowledge and 

experi ence are not used to help guide dec isions in their family as well as in their community 

(Kuponiyi and Alacie 2007; Arku tu 1995). 

The situat ion is similar in Ethiopia, where wome n generall y do not have equal ri ght wit h their 

husband, to have access for resources such as property, cred it and inheritance, to take decisions 

regard ing their des ire number of children, to use contraception and even to space or stop 

childbearin g. According ly, they re lay on the deci sions of their husbands or other family 

members with regard to reproductive issues and others. According to Olokodana and Yeshi 

(1998), male dom i nance leads to the depri vat ion of females in making decis ions about the ir own 

lives including reproduct ive decisions. The patriarchal system in Ethiopia which keeps women in 

subordinate position, through rel igion and culture as an excuse, brought abo ut and maintained 
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disparities betwee n male and female (Haregewoin and Emebet 2002). In genera l, in Ethiopia, 

women' s decision-making abili ti es remain constrained and subjugated to the politi ca l, socio­

economic and cultural dominance of men (WHO 1999). 

Furthermore, the vari ous soc ioeconomic, cultural and reli gious factors aggravate the 

subordination of women in Ethiopia. For example, in 2007/S academic year, out of the total 

students enrolled in a preparatory class (11-12 grades) and postgraduate programme, only 32.5% 

and 24.2% respecti ve ly, were females. A similar di sparity is observed in primary and secondary 

school as well (CSA 200S). A similar scenario is al so observed in employment. where out of the 

working age popUlation, about 74% of the females were unemployed compared to 26% of ma les 

in the year 2005 (CSA 2006). In 2004/5 about one third of employees in the civil service were 

wo men, and mos t of th em are found in low-status and low- paying jobs. Regardi ng po liti ca l 

. participation , of the 530 act ive parliament seats, women represented only 22. 1 % (Emebet 2007). 

All the above evidence shows uneq ual gender relations in Ethiopia. As a res ult of their lower 

status in all spears of li fe - at home, in education , in economic aspect - the level of wo men's 

decision-making autonom y is gener'ally low in Ethiopia (Gebremariam 2007; Misrak 2007). 

Weavers in Add is Ababa are selected for this study due to the following main reasons. The first 

reason is th at women in the weaver' s community are hi ghl y responsible for domesti c or 

reproducti ve acti vi ti es, such as childbearing and rearing, food preparation, care for the sick, 

elderly and spouse. Despite th e domestic ac ti vities , they are full y participating in the income 

generat ing ac ti viti es (o utdoor act ivities) for the wellbeing of their families. For example, they 

coll ec t firewood I'rom the nearby forests fo r sale, they engage in the constructions as laborers to 

generate income, pett y trading ('Gulit), and in other informal sector employments . Wi th 

backdrops, the research tri es to answer the following quest ion : do women enjo y, in the study 

population , similar power and ri ghts in making reproducti ve decisions as they take the lion sha re 

of production as we ll as reproduction activities in their households? Secondl y, majori ty of 

weavers are migrants from Gamo Gofa zone of Southern , Nations, Nationali ty and People's 

Regional State (SN NPR) particularl y from Dorze and Chencha areas. As most part of Ethiopia, 

there is gender disparity in Gamo ' Gofa zone. Hence, the research tri es to answer, if gender 

disparity in the zone reflected in Addis Ababa. 
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Understanding individuals, abovc all women' s reproducti ve needs and identify ing the key factors 

which inriucnec rcproduc tivc ncgotia ti on process betwee n husband and wife arc necessary to 

form ul ate policies aimed at creating conducive environment to improve women's reproducti ve 

health , general well -being and their decision power (Li 1999). Furthermore, understanding the 

linkage betwee n gender power relations and reproducti ve decision-making is among the key 

factors whi ch can help to assess the extent of gender inequality . However, it has not been we ll 

assessed in Ethiopia. Thus, thi s st udy aims to fill the knowledge gap by using data co ll ected from 

weavers in Add is Ababa who are from Gamo Gofa zone of SNNPR. 

1.3 Literature Review 

1.3.1 Theoretical Considerations 

Range of theories has been developed to gu ide researches on the human ferti lity. Ex ist ing 

theori es face diffi culti es in exp laining the fertility pattern and complicated relations be tween 

human reproduction and related social, c ulture and economic dynamics. Consequentl y, theori es 

like feminist th eo ri es, gender perspecti ve and empiri cal studies are emerged to fi ll the gap in 

ex isting fertil ity theo ri es. In most of anal yti cal approaches to fertility- such as new househo ld 

econom ies and wo men's status approach- women's own reproducti ve interest and their roles in 

reproducti ve decision-making remains ambiguous. Women either vani sh in the homogenous 

household or are emphasized for their instrumental roles in reducing fertility (Li 1999). 

For instance, in new household economics, fami li es are seen as wholl y cooperati ve, homoge nous 

and super stable units with consensual reproducti ve preference; and the fert ility dec isions made 

by the altrui sti c household head are ass umed to be optimal for both the famili es and indiv idua ls 

wi thin it (Li 1999). Fem inists criti cize thi s altruisti c household head assumpt ion as it ignored 

gender inequality and hence women's posi ti on is not viewed as independent important issue. 

Therefo re, it has pa triarchal bias (Folbre 1983 and 1986b; Elson 1991; Mariamme A. and Juli e 

1993 as cited in Li 1999). 

In wo men's status approach women have been emphasized mainly for their instrumen tal roles in 

reduci ng ferti lity Icve l, but withou t their own interes t and right in reproductive Issues. This 

approach focuses on the emp iri cal relat ions between women's education, labor force 
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participation and fertility. A study showed that women with higher educati onal level tends to 

have lower fertilit y level without questi oning wome n' s decision power and men's rol es in 

reproduct ive dec ision (Zhu eLal 199 1; Zheng and Chen 1995 as cited in Li). Here the intra­

household determinant of fe rtilit y decision remains untouched. Therefore, thi s approach also 

lacks gender perspect ive. 

In both new household economics and women ' s status approach, in general, the household 

arrangemen t fo r both production and reproduction are not necessaril y fo rmed by the consensus 

of all family members, and the final dec ision can be more fa vorable to one gender than the other 

(MacDonald 1993) . 

Consequentl y, the bargaining model of household dec ision-making was emergcd. Unlike the 

new household economi cs and women' s status approach, the bargaining model of househo ld 

decision-making incorporates both cooperation and confli ct of individua l famil y members in to 

the economic models to take the intra-household relations. This model treats women as di st inct 

agents with their own interest and deci sion power. In addition to economic variables, the 

bargaining approac h all ows the non-economic variables, such as cultural and social dime nsion, 

to enter the economic model of bargaining. The treat points of bargaining models allow for 

indi viduals to have di verge nt preferences, and hence opens up an anal yti cal space for 

considering ge nder based interests and power relatio ns as a dimension of household dec ision ­

making to provide new insights in to the reproducti ve decision making (Li 1999). Barga ining 

approach is use ful in examining gender relations (Agrawal 1997) and best expl ains the in tera­

household dec ision-making process (Chapagain 2006). In thi s spec ifi c paper. the anal yt ica l 

frame wo rk was constructed based on bargain ing model. 

1.3.2 Empirical Findings 

According to Chapagain (2006), power relations betwee n wives and husbands arc de termined by 

a combinati on of various fac tors of power including education, age, income or wealth , position 

in the famil y and soc iety, sociopoliti cal participation, kn owledge and exposure to information . 

gender roles, responsibiliti es and privileges and socia l norms and value systems. The power 

rclations between spouses can allect their decis ion-making autonomy in the household. For 

example, a study conducted in Nigeria reported that male dominates the reproduc tive clecision-
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mak ing in reproducti ve issues. such as family size. child spacing and sex compos ition of children 

(K uponi yi and Alade 2007). 

1.3.2.1 Socioeconomic and Cultural Variables Affecting Reproductive 

Decision-Making 

Education 

Educat ion is a means wh ich drives people towards economic, social and cultural deve lopment 

and hence one of the determining factor for reproductive decision-making. According to a stud y 

conducted in Honduras, those women who had primary leve l educat ion or less be lieved tha t men 

alone shoul d make decisions regardi ng fa mil y planning use or fami ly size and they arc li ving in a 

household in whi ch man made famil y planning deci sions. Similarly, men with least educationa l 

. level, i.e., those who had primary school education or less, support and practice a male-cen tered 

decision-making in family planning use or family size (Speizer et.al 2005). Higher educational 

level for wives pos itively affects conjugal communication and simulates egalitarian deci sion­

making process relating to family size and ferti lity control in the family (Chapagain 2006; 

Hossain 1998; Laban and Gwako 1997). 

Women who are beller educated than their husbands are more li kely to obtain prenata l care, 

particularl y during the first trimester. Because being beller educated than one's husband enables 

a wo man to exert power in family decision-making (Beegle, Frankenberg and Thomas 200 I). 

Similarl y, wives wi th secondary ' or higher levels of education have significa ntl y hi gher 

participation in the deci sion-making to use antenatal care service than those wi th primary or 

lower level of educat ion (Chapaga in 2006). A study conducted by Gebremariam (2007) shows 

that high maternal and husband's education have a positive relationship to antenatal and deli very 

care utilization in Ethiopia and Eretria. Bloom, Wypij and Gupta (200 1) concluded th at higher 

educational status for women is positively associated with the likelihood of using antenatal care 

and safe deli very. 
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Employment Status and Income 

Unequal power relations between men and women are deeply rooted in the way work is divided 

in the soc iety. Women's participati on in the labor force is among the major factors whi ch can 

have impact on their status and hence on their reproducti ve decision-making power. Many 

studies pointed out th at there is pos iti ve relationship between income and dec ision-mak ing over 

contracepti ve use. For example, accord ing to Chapagain (2006) and Hossain (1998), wives who 

had personal income or with higher income ha ve more autonomy in decision-makin g and 

consequentl y are more likely to use fami ly planning. In the contrary, women with low or 

medium socioeconomic status were more li kely than their other counterparts ill re puni ng that 

their husband al one decides on contraceptive use. Similarly, men hav ing medium soc ioeconomi c 

status had signifi cantly hi gher odds of being the sole dec ision-maker on fa mil y planning use or 

famil y size than di d men of high socioeconomic status (Speizer et. al 2005 ). A sllldy conducted 

in Kenya showed that the participation of wi ves in income-generating acti vities has signi ficantl y 

improves their pos ition in the fami ly and thei r self-confidence. This intensifi es commun icati on 

between husbands and wife, thus making it an important fac tor in dec ision-making process with 

regard to famil y planni ng use and famil y size (Laban and Gwako 1997). 

According to Gebremariam (2007) women' s current work helps them to generate income and 

hence im prove their dec ision-mak ing power in the household , has a posi ti ve assoc iat ion with 

antenatal and deli very care utili zati on in Ethiopia. The distribution of economic power within a 

household signifi cant ly inlluences all dimensions of prenatal and del ivery ca re util ization. 

Specifica ll y, as the share of household assets owned by the wife increases so docs the pmbabilit y 

she will use prenata l care (Beegle et. al 2001 ). Likewise, women's employment increases control 

over income which, in turn , may increases power in making reproducti ve decision and their 

ability to pay for the maternal services they needed (Gill, Pande and Malhotra 2007). On the 

contrary, lack of access to and control over economic resources of women were some 

fundamental reasons ror women's low participation in dec ision-making regarding lll i.l tl . .: maJ cme 

utili zation (Chapagain 2006). A sllldy conducted in North Indi a shows that wo men WilD were 

empl oyed outside the! home were less likely to use a trained attendant for deli very th an wo men 

who di d not work . However, higher economic status associated positi vely with the likelihood of 

using antenatal care and safe de l ivery (Bloom et. al 200 I) . 
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Religion 

Religion is important factor in determining reproductive decision-making; since reproduction , 

sex ual behavior and male-female interaction are influenced by nonnative attitudes like religion. 

A study conducted in Nigeria showed that majority of the respondents take their religious 

injections in to accoun t while making decisions on reproductive issues, such as famil y planning 

use and family size (Kuponi yi and Alade 2007). Protestant women were more likely than oth er 

women to have male-centered decision-making attitude regarding family size or family planning 

use (S peizer et.al 2005). According to a study in Guatemala, evangelical women were more 

likel y than their Catho li c counterparts to report husband' s dom inance in household matters 

(Carter 2004) and thi s might also give the husband a privi lege to make deci sions regarding 

reproducti ve issues. However, a study conducted in North India showed that rdigion docsn't 

affect, significantly, the antenatal care utilization (Bloom et.al 2001). 

Media exposure 

Exposure to media wi ll provide the respondents with new ideas and messages about the ri gh ts 

and reproductive issues . It has the power to make a substantial contribution to advance gender 

equality. Therefore, it is important element in affecting the reproductive deci sion-maki ng. Those 

women with better access .to mass media had a sign ificant positive effect on their partiCipation in 

con tracept ive decision-making than those with no or less media access. The higher the access to 

mass media assoc iated with the hi gher the women' s participation in contraceptive use dec ision­

making (Chapaga in 2006). A study conducted in Southern India showed that women with 

medium to hi gh degree of med ia exposure were more likely to have received antcnatal ca re 

(Navaneetham and Dharmalingam 2000). 

Physical Harassment or Verbal Abuse 

The int imate partner's violence can lead to lack of control over health-seeking behavior, sex ual 

decision-making and contracept ive use, which, in lurn, can lead to adverse ri sks 10 wo men's 

sex ual and reproductive health (Palli tto 2004). A study conducted by Chapagai n (2006) 

di scovered a strong negati ve association between the incidence of wife-battering (by the 

husbands) and wives' participation in cOl1lracepti ve deci sion-making. Wives who had 

ex perienced verbal assau lt and those beaten by their husbands were less likely 10 participate in 
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antenatal care dec ision-making as compared to those who never-experienced verba l assault and 

never-beaten countcrparts (Chapagain 2006). Sim ilarl y, Gebremariam (2007) concluded that 

those women who disagree with wifc beat ing in Ethiopia has more likely in us ing antenatal care 

service. Moreover, wives experienced intimate violence likely to have poorer matemal health, 

because they are less likely to access antenatal , deli very and postnatal care (Gill et. al 2007). 

1.3.2.2 Demographic Variables Affecting Reproductive Decision-Making 

Age 

Age is one of the determ inant factors which can affect the reproducti ve dec ision-making. 

According to ED I-I S report, older women are more likely than younger women in making­

decis ions (CSA and ORC Macro 2006). A study conducted by Speizer et.al (2005) showed th at 

women aged 40-49 were more like ly than women in their 30's to ha ve male-centered decisiLln­

mak ing attitude with regard to fam il y plann ing use or fam il y size. On the other hand , a stud y 

conducted by Wya tt et. al (2000) showed th at older women made the contracepti ve decis ion 

alone. 81anc and Wolff (2001 ), in their study at Uganda, concluded that havi ng older husband 

decrease the likelihood of discuss ion and use of condom as fam il y planni ng. Regarding male mal 

health service utili zation decision illaking, a study by 8iratu and Lindstrom (2006) showed that 

the influence of husba nd's approval of prenatal care utili zation declines with women's age due to 

the greater deci sion-making autonomy among older women compared to yo un ger women. 

Converse ly, a stud y in India showed that younger women are more likely than older wo mcn in 

using antenatal and safe delivery (8100m et. al 200 1). 

Number of Living Children 

Number of li ving children is relevant to examine the current fertility des ire, reproducti ve 

decision- making and contraccplive outcome. Women's with no children would be the most 

likely to have ma le-ce ntered decisio n-making att itude with regard to famil y planning use or 

famil y size, but as they have more children, and thus gai n more co nt rol over household 

resources, their att itude towards support ing male-centered decision-making decreases (S peizer 

et.al 2005). A stud y conducted in Indones ia reported that women with two or fewer child ren 

have greater control of their reproductive lives than wo men wi th three or more chil dren (Prasadja 

et. al 1997). Women having large number of li ving child ren use antenatal and delivery care 
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lower than those women wi th smaller number of li ving children because they have already 

ex peri enced chil dbearing (B loom et.aI 200 1). 

1.4 Objectives 

1.4.1 Genel'alObjective 

The ultimate goal of thi s study is to assess the ge nder power relations in reproductive dec ision, 

making among weavers from Gamo Gofa zone of SNNPR and li ving in Add is Ababa and hence 

to recommend measures to be taken so as to improve their reproducti ve hea lth and rights. 

1.4.2 Specific Objectives 

I. To find ou t the con tracepti've use decision-making of husband , wife and husband and 

wife together. 

II. To find ou t the maternal hea lth services (an tenatal and deli very care) utili zation dec ision­

maki ng of husband , wife and husband and wife together. 

Ill. To identi fy determinants of contracepti ve use decision-making. 

IV. To identify determinants of maternal health service (antenatal and delivery care) 

utilizati on deciSion-making. 

1.5 Research Questions 

In thi s research the I'o ll owing ques ti ons will be answered: 

I. Who is responsible for contracepti ve use decision-making in you r household (husband. 

wife or husba nd and wife together)? 

2. Who is responsible for the maternal health service utili zation dec ision-maki ng in you r 

household (husband, wife or husband and wi fe together)? 

3. What are the determinants of contracepti ve use decision-making? 

4. What are the determinants of maternal health servi ce utilization deci sion-maki ng? 
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1.6 Significance of the Study 

The finding of this stud y wi ll enable the concerned stakeholders to comprehend the area which 

needs more attention in order to improve the reproducti ve health and rights of the study 

population. It can also be used as the spring board for further academic resea rches. Furthermore, 

the finding is useful for fOl'mulating effecti ve policies and programs with regard to reproduct ive 

heal th and ri ghts. 

1.7 Analytical Framework 

The analytica l framework below, Figure 1.1 , is constructed based on the bargaining mode l of 

household dec ision-making. It is developed to show how ind ividual characterist ics such as 

demographic, soc io-economic and cultural variables affect the reproductive decision-making 

power of husband and wife. The demographic, socio-economic and cultura l variables together 

determine the hu sband and wife's well-being and soc ial norms of their ge nder responsib il ity and 

rol es. The gender ro les may not be the same among families because of the ex istence of 

differences in indi vidual husband and wife's social characteri stics . The family ha vi ng better 

posit ion in the determinant factors will have greater power in the household. The determinanl 

factors together form the husband and wife' s decision-making power. The final reproducti ve 

outcomes (usc of fam il y planni ng methods and maternal heal th service) are the resu lt of 

negotiation between the husband and wife based on thei r reproductive decision-mak ing power. 
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Figure I. I: Analyti cal framework for the analysis of gender rol es in reproductive decision­

makin g. Adopted form Li ( 1999) with major modification. 
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1.8 Operational Definitions 

Decision-making attitude - is opinions, out looks, position and intentions of the respondent 

towards the contracept ive and/or maternal health service utilization dec ision-making. 

Decision-making practice'- is process of carrying out the contracepti ve and/or maternal health 

service utili zati on decision-making in the household. 

1.9 Limitations of the Study 

Extra-household environmental parameters, such as individual access to resource outside the 

household, the lega l system for property settlements, the marriage market and marriage institute 

etc are believed to influence the reproductive decision-making proccss. However, in this stud y 

these parameters were not included . 

In the stud y sample, small proportions of men respondents ever used contl'Hccptivc methods. 

Consequently, it was difficult to fit multinomial logistic regression model for the contraceptive 

use in the lll en sample due to the smaller sample size . Hence, thi s created difficulty to make 

comparison for men and women sample. Therefore, a model was fitted for the con tracepti ve use 

dec ision-mak in g of women sample and for the men sample it was ex plained by usi ng simple 

ciescripti ve statist ics . 
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Chapter Two 

Methods and Materials 

2.1 Study Area 

The study area, Addi s Ababa, is the capital city of Ethiop ia, the seat of the African Uni on (AU) 

and the Uni ted Nat ions Economic Commiss ion fo r Afri ca (UNECA). The city is di vided in to ten 

ad mini strati ve sub cit ies namcly; Bole, Nifas Silk·Lafto, Kolfe-Kerani yo, Yeka, Akak i-Kaliti , 

Arada, Gu lcle, Addis Ketema, Kirkos and Lide ta sub-ci ty and 99 kebele admi ni strations. 

According to the 2007 Housing and Population Census, the city has 2,738,248 popul ation with 

47.6% male and 52.4% fema le (CSA 2008). 

Gulele-sub-c it y, the stu dy site, is one of the ten sub-citi es in Addis Ababa. It is located in the 

no rthern part of Addis Ababa surrounded in the north by Orom iya region, in thc sou th Arada 

sub-city, in the east Yeka sub-c it y and in the wes t by Kolfe-Keranio sub-c it y. The total 

populat ion of the sub-c ity is 267,38 1 with 48.3% male and 5 1.7% female (CSA 20{)X ). The suo­

city is di vided in to ten kebeles. 

The inhabi tan ts of the sub-city come from different parts of the country and with different ethnic 

background s. They are engaged in diverse economic acti vities. Of the econom ic ac ti vities , 

weav ing business is the dominant one. About 20 percent of the total population of the sub-city 

was engaged in weav ing business. However, they use traditional technologies which could not 

take the industry even One step ahead. Moreover, Gulele sub-city is one of the povert y str icken 

secti ons of the capi tal, Addi s Ababa. Nearly half of the sub-c it y's population lives be low the 

poverty line (Gule le sub -city strategic pl an 2000-2003) . 

2.2 Study Population 

Thc stud y populat ion, weavers, are migrants from Gamo Gofa zone of Southern Nations, 

Nat ionality and People's Regional State (SNN PR) and li vi ng in Addis Ababa . Weavi ng 

encourages rural-urban migration since much of the demand fo r woven goods is concentrated in 

urban areas. According to the 2007 Populat ion and Housing Census report, about 45,946 Gamo 's 

are li ving in Addi s Aba ba. This accounts 1.68 percent of the Addis Ababa pop ul ati on (CSA 

14 



2008). Weaving is the means of livelihood for the majority of Gamo's in Addis Ababa. For 

generati ons, these weavers have be~n weaving 'netelas' and 'gabbies' on traditional looms using 

centuri es old pattern and design. Traditionally, the men do th e weaving and it is the sole source 

of income for this people. 

According to the International Labor Organization (ILO) report, even if weaving is the most 

important source of employment for semi-illiterate and illiterate labor forces , the sub-sector is 

characterized by low and tluctuating income, little or no access to market, finance , information 

and technology. Due to these difficulties for su rvival, women's of this community are supposed 

to generate income in parallel to the unpaid domestic activities to fill the gap. 

2.3 Study Design 

The study is aimed at assessing the gender power relations in reproductive decision-making at 

the time of the sllIdy. Therefore, cross-sect ional study design is appropriate for the study. 

2.4 Sampling and Data Collection Methods 

2,4.1 Sample Size Determination 

According to Cochran (1977), the following formula is used to determine the minimum required 

sample size. 

Where: 

o no is the min imum required sample size; Def! is the design effect; e is the des ired level 

of precision; a is level of significance; and 

o " is es timated proportion of joint reproductive decision-making. Since th ere is no 

prev ious study conducted in related topic, it was difficult to get the estimate for the 

proportion" . Therefore , the value of 0.5 was used to obtain the maximum possible 

sample size. 
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According to the above form ula, the minimum required sample size with 95% confidence leve l, 
5% precision level, 1.5 DelI and 0.5 esti mated proportion is nil = 577. To comp~nsat~ fur non ­

responses and to fit multi variat e models 10% of the minimum requ ired sample size lVas added 
and the final sampl e size becomes 11 = 634. Thi s means that data from 3 17 coup les we re 
co ll ected. 

2,4,2 Sampling Design 

After ca lculati ng the req uired sample size, double-stage cluster samp ling and simple random 
sa mpling we re used to selec t the study responde nts . From the ten sub-citi es of Addis Ababa, 
nea rl y all the weavers are found in two sub-ci ties namely Gu lele sub-city and Kolfe-Keranion 
sub-c it y. Mo reover, the majority are li vi ng in the Gu lele sub-c ity. There fo re, Gul ele sub-city lVas 
purposely selected for the study . Gulele sub-city is again composed o f ten kebeles. Amo ng th~ 
ten kebeles, weavers are concent rated in kebele 18 and 19. Using these two kebeles, two c lus ters 
were formed and one of the clus ters was selected using simple random sampling. The selec ted 
cluster was kebele 18. Accord ing to informa tion obtai ned from kebele administrators, more th an 
eighty percent of the kebele res ide nts are weavers. S ince it was diffi c ult to get the li st o f all 
residents in the kebe lc, every tenth household were selected for the study. Fi nally, from each 
household both wife and husband were interviewed . To remove spousal infl uence o n answerin g 
questions, husband and wife were in terviewed independently. The incl usion cri teria for the stud y 
respo ndents we re: 

o The respondents should be migran t from Gamo-Gofa zone of SNN PR 

o The respondent shoul d be li ving wi th his/her spouse in Add is Ababa during the time of 
the su rvey 

o T he age li mit for fe male res pondents should be 15-49 years (reproductive age group) and 
for the men respo ndent it was ( 15-69) years. 

When the se lected tenth household did not satis fy the specified c riteria, it was ignored and the 
nex t ten th household was chosen. Having these cri teria, 634 ind ivid ua ls, i. e., 3 17 couples we re 
selec ted for the study. 
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Figure 2.1 Diagrammatic presentati on of sampling procedure 

Addis Ababa 
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Every tenth household --

2.4 .3 Methods of Data Collection 

Data Collection Instruments 

Both primary and secondary data were co ll ected from the respective sources. To improve the quality and accurac y of informati on, both quantitative and qualitati ve data were co ll ec ted. 

The quantit ative data were collec ted by using a well designed structured questionnaire (see Annex C). First the Engli sh version of the ques ti onnaire was de veloped and then trans lated to Amharic so as to reduce mi stakes wh ich can arise when interviewers atte mpt to trans late questio ns on the spot. The ques tio nnaire was developed for men and wo men responcleJ1ls 
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separately. In the Illen questionnaire, the fe male methods of contraceptives (i n the practice part ) 

and the maternal hea lth servi ce utilization were excl uded. 

Pretesting was conducted on a pi lot survey of 20 individuals ( 10 women and 10 men 

respondents) in order to check the adequacy of the sampling procedure, to estimate the non 

response rate, to check the adequacy of the questionnaire, to check the codes chosen for pre­

coded questi ons and to est imate the cost and duration of the data co llection. Accord ingly, the 

observed erro rs were corrected and improvements were made based on the result 01' the pretest. 

At the end, th e finalized version of the ques tionnaire was developed and made ready fo r data 

collecti on. 

The qualitati ve info rmation , wh ich used to support the quantitative findi ngs, was co llected by 

us ing key informant 's interview (see Annex C). Six women and three men key informan ts, who 

are knowledgeable about the socio-cultural and economic context of their respecti ve community. 

were interviewed to gather information on the reproductive decision-making att itude and 

practi ce. Moreover, the kebele health officer was interviewed for the methods 01' contraceptive 

wh ich is most used by the community members and the assoc iated reasons. 

Recruitment and Training of Data Collectors 

It is obvious that the qua lity of the survey is large ly depends on the quality of the data co ll ectors. 

For thi s spec ifi c study , the data collectors were recruited according to their educational level, the 

language they speak and their ab ility to create good rapport with the study popul at ion. 

Acco rdingly, six data co ll ectors (three female and three male) with minimum educat ional level 

of li h complete and speaks at least Amharic and Gamogna languages were recruited . They 

rece ived a one da y intensive training on the survey instruments and on how to approach the 

respondents to get the correct information. The superv ision and training of the data co llectors 

was made by the researcher. Fina ll y, the data collecti on was started on February 09, 2009 and 

end on February 16,2009. 
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2.5 Data Analysis Methods 

To meeL the objecLive 01' the research, bOLh descripLive and inferenLial daLa anal ysis techniques 

were used. The descripLi ve anal ys is includes frequency Lables, charLs and cross LabulaLions 

whereas the in ferenLial ana lysis incl udes chi-square Lests of association and fitting a mu lti nom ial 

10g isLi c regress ion model. 

2.5 .1 Model Specification 

To answer the SLaLed research quesLions, a probabili st ic model was specified wiLh decis ion­

mak ing pattern as a runcLion of demographic, socioeconomic and cu lLural variabl es. The 

dependenL variab le, decision-mak ing pattern , has Lh ree categories: I ) men-centered/husband­

dom inanL dec ision-maki ng; 2) women-centered/wife-dominant dec ision-making; and 3) j oinL 

dec ision -Illak i Ilg. 

Multinomial logisLic regression is the eX Lension of binary logistic regress ion and useel Lll Illodel 

relati onships beL ween a caLegorical dependent variable wiLh more than two levels and a set of 

regressor variab les. IL provides more complete description of the va ri ab les being sLudied 

(Hosmer and Lcmcshow 1989). Moreover, it provides the capacity not only to accoll1moda te a 

varieLY of categorica l dependenL variables, bUL also to detect specific di fferences beL ween 

categories w ithin these vari ables. 

Let Yi be a random variable representing decis ion-maki ng paLtern of an indiv idual. We assume 

thaL each respondent can have discrete, mutually exclus ive choice of decision-making. The 

dec ision-making patterns are depends on soc io-econom ic, demographic and culLural va ri ables X . 

The mulLinomial logistic regress ion model for dec ision-making spec ifi es the fo llowi ng 

relaLionships beL ween the probab iliLy o f choos ing opti on Yiand the set of exp lanaLory va riahl es 

xi as: 

Pr Ob(Yi j) ) 0, 1, ""j 
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Where: p) is a vector of coeffic ients t'or category j and XI is the vector of ex pl anatory variab les 

fo r observat ion i . 

Estimating the above equation yields the J log-odds ratios: 

p 
InC_') ) 

~k 
x'fJ· I ) 

ifk o 

The dependent vari abl e is therefore the log of one alternati ve relati ve to the base alternat ive. 

Moreover, the odds ratio, X , doesn' t depend on the other choice alternati ve (Green 2003) . 

2.5.2 Model Diagnostic 

Before runni ng the multinomial logi stic regress ion model, the categories were coded 

meaningfull y, all relevant variables were included and all irrelevant variables were excl uded. 

Moreover, th e following ass umpti ons were checked and addressed accordingly. 

>- Multicollinearity : is the exi stence of perfect or exact linear relationship among some or all 

explanatory vari ables of H regression model (Gujarati 1995). Multicollinearit y leacls to 

imprecise parameter estimati on. To detect multicollinearity in qualitati ve (categorical) 

explanatory vari ab les , one can compute Contingency Coefficient (C). It is give n by : 

C = ~ Where: C is contingency coefficient; %' is a chi-square random V0 
variable; and 1/ is the sample size. 

If the contingency coeffi cient between pairs of explanatory variables is greater than 0. 8. it is 

an indication of the exi stence of serious multi collinearit y between the variables (GujarHli 

1992) . If multi collinearity exists, appropriate measures should be ta ken to add ress the 

problem. For ex ample; omitting highly collinear vari ables, using prior informati on (Gujarati 

1995) are some 01' suggested remedial to remo ve multi co llinearity . However, in thi s spec ifi c 

stud y, even th ought there are significant correlations among some of th e ex pl anatory 

variables, no ne of the coeffi cients exceeds 0.8 . Hence, it ma y be concluded that 

multi co llinea rit y is not a serious problem in thi s case (see Annex A. I). 
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,- Outliers and Influential Va lues: out li ers and influential cases alter the eSli ma ted 

parameters in regress ion analys is (Long and Freese 200 1; Gujarat i 1995). For mu lti nomial 

log isti c reg ress ion , outli ers and in fluential values are checked by ru nning a bin"ry log ist ic 

regress iun. Us in g binary log isti c regress ion, the Cook's di st"nce and standard ized resid ual s 

are cal culated and cases with Cook's di stance greater than or equa l to one or cases wi th 

absolute value of th e standardi zed res idual greater than or equal to three are considered as 

ou tli ers or in J'luential va lues. These cases are removed from the fi na l model and the 

classificat ion accuracy is compared with the class ifi cati on accuracy of the initia l model wi th 

all cases (including the outliers and in fl uenti al cases). If the improvement is found to be more 

than 2%, the fin al model, that is, the model wi thout the outliers and influentia l cases is used. 

But , if the improvement is below 2%, the first model with all the outl iers and influential 

cases is used. However, in this paper the differences were found to be less than 2%. Th is 

indicates that even though th ere are outliers and influential cases, it do not alt er the estimated 

parameters significantly. Therefore, the models with the ou tli ers and influenti ,d cases were 

used (see Annex A.2) . 

;- The Independence of Irrelevant Alternatives (IIA): Mu ltinomial logit models assume that 

odds for each specific pair of outcomes do not depend on other outcomes available. That 

means, adding or deleti ng outcomes does not affect the odds among the rema ining ou tcomes. 

There are two tests for the IIA assumpt ion; Hausman test and Small -Hsiao test (Long and 

Freese 2001 ). However, both of the tests give inconsistent resuits and prov ide little guidance 

for violation 01' lI A assum ption. Due to the practi ca l limitations of these tests, Ill ultinomial 

models should onl y be used in case where the outcome categories can reasonably be assu med 

to be di stinct and weighed independently in th e eyes of each dec ision -maker (Long and 

Freese 2(0 1). In thi s st ud y it was tri ed to make th e outcome categorics distinei and 

independent so as to lessen the vio lation of II A assum ption. 

The qualit ative data obtained fro m the key informan t' s interview were anal yzed by using 

triangulati on (cross checkin g) method. Sta tistical so ft ware packages, ST A TA ve rsion I () and 

SPSS version 15, were used to en ter, orga ni ze, summari ze and analyze the quan titative data. 
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2.6 Description a/Variables 

Dependent Vari able 

The dependent vari ables are the pallerns of dec ision-maki ng. II is categorized in to three as 

follows: 

~ Men-centered/husband-dominated decision-making: is characteri zed by response options 

that conform to traditi onal gender-role expectations. Here husband is generall y the so le 

dec ision maker regard ing family planning methods use and matern al heal th service 

utilization. 

).. Wo men-celllcred/wife-domi nated dec ision-makin g: Here wife alone make the decision 

regard ing famil y planning methods and matern al health service ut ili zation. 

~ JO illl decision-making: Both husband and wife makes the decisions regard ing fami ly 

plann ing methods and maternal health service utili zation. 

The responses to dec ision-mak ing were 'coded as: I=Men-centered decision-making, 2=Women­

cente red dec ision-mak ing and 3=Joint dec ision- mak ing. 

Independent Variables 

The reproductive dec ision-making can be affected by several demographic, soc io-economic and 

cultu ral variab les. The major ex planatory vari ab les are as fo ll ows. 

Age: was categori zed in to th rec; 15-24,25-29 and 30+ years. 

Educational level: categorized in to; Illiterate, Primary (1-8), and secondary and above (grade 9 

and above). It was mcrged to ill iterate and li terate in the mu ltivari ate model. 

Work status : catego ri zed in to; generating their own income specified as "working" and do not 

generate their own income "not-worki ng". 

Income: Have three categories; less than or equal to 300 Birr, 30 1-500 Bi rr and more than 500 

Bi rr per month. This category was used only for men respondents. 

Religion: the st ud y respondents belong to two of the religions; orthodox and protestant. 
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Number or li ving children: was categori zed to; No child ren, 1-2 children and 1 and above 

children (1+), 

Exposure to media : the respondents were as ked for exposure to electronic and printed llledias­

radio, televis ion and newspaper. Responden ts with almost every day access to the three medias 

were regarded as " Regular" and those wi th no access to all three medias were rega rded as "No 

access" ancllhc remai ning combinations were regarded as "occasional". 

Physical harassment or verba l ab use: Ha ve two categories; "Committed" and "Not 

eommi tted". 

Years lived in Addis Ababa: categori zed to; less than or equal to 10 years, 11-20 years and 

more than 20 yea rs. 

2.7 Ethical Considerations 

The research permiss ion waS obtained for Institute of Population Studies, AAU . All the study 

part icipants were in formed about the purpose of the study, their ri ght to refuse and assured 

confiden tiali ty, Informed verbal consent was obtained prior to the interview, The instruments 

and procedures were not causing any harm to the study SUbjects, the community, the data 

co ll ectors and supervi sors, which were involved in the survey. 
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Chapter Three 

Background Characteristics of the Study Respondents 

A total of six hundred thirty four respondents (th ree hundred seventeen couples) were 

participated in the study. This chapter describes the demographic, soc ioeconomic and cultural 

characteristi cs of the respondents. Besides, it portrays and di scusses famil y planning methods 

and maternal health service utilization of the study respondents. 

3.1 Demographic Characteristics 

Of the 634 respondents, about SS % are under the age of 30 years and the remai ning 45 % are 30 

and above years of age. The mean and median ages of the respondents are 30.42 and 28 years, 

respecti vely with standard deviation of 8.88 years. The mean and median ages of women are 

27.3 and 26 respecti vely with standard deviation of S.9 years and that of men arc :n .5 '''ld :lO 

with standard deviation of 10.1 years . On average husbands are six years older th an their wives 

(see Table 3.1 ). This age difference between couples exacerbates gender-based power imbalance 

(Blanc 200 I) and it is an indicat ion of gender discrepancy in the study sample. 

About 12% of the respondents do not have children while 46% of them have one or two ch ildren 

and the remaining 42 % of them have three or more chi ldren . The average number of chi ld ren an 

individual have is 2.88 (see Table 3. 1). 

About 34% of the respondents have been living in Add is Ababa for less than II years , 36% for 

between 11 -20 years and 30% I'or above 20 years . Whereas, 49.2%, 30.3% and 20.5 % of women 

respondents have been li vi ng for less than II years, 11-20 years and 20 plus years, respect ive ly. 

Among the men respondents, 18.6%,41.6% and 39 .8% have been living in Addis Ahaba ror less 

than II years , 11-20 years and above 20 years, respectivel y (see Table 3.1 ). Since men dominate 

the weaving act ivit y, husband migrates to urban areas first then hi s wife follows him. 

Consequently, most husbands lived lo nger years in Addis Ababa than their spouses . 
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Tab le 3. 1: Pe rce ntage distribution of sample of weaver by selected demographi c charac teri stics 

in Addis Ababa, 2009. 

W omen (n=31 7) Men (11=31 7) T otal (n=634) 

C haracteris ti cs N % N % N % 

Age 

15-24 105 33 .1 46 14.5 15 1 23.8 

25-29 102 32.2 98 30.9 200 3 1.5 

30+ 11 0 34.7 173 54.6 283 44.6 

Number of children 

0 38 12 35 II 73 I 1. 5 

1-2 150 47.3 142 44.8 292 46 I 

3+ 129 40.7 140 44.2 269 42.4 

Years li ved ill Addis 

Be low II 156 49.2 59 18.6 215 33.9 

11-20 96 30.3 132 4 1.6 228 36.0 

Above 20 65 20.5 126 39.8 19 1 30. 1 

3.2 Socioeconomic and Cultural Characteristics 

Regarding educationa l background, abo ut 48% of the respondents are illiterate, 43% have 

primary and 9% have secondary and above level of educat ion. About 66% of women are 

illiterate, 28.7% primary and 5.4% seco ndary and above. Sim ilarl y, of men respondents, about 

30% are ill iterate, 57.4% primary and 12.6% secondary and above. T hese figures are very low 

co mpared to the ED HS report. Accordi ng to ED HS (2006), 17.6% of women in the age ra nge of 

15-49 years and 7.2% of men in the age range of 15-59 years were il li terate in Addis Ababa; 

compared to 66% and 30%, respect ively in the study samp le despite the in creas ing enro lment 

rate . Moreover, it is obse rved that there is di screpancy with regard to the educati onal attainment 

between men and wo men in the stud y sample. Women are underestimated than me n. whi ch 

mig ht be ascribed to gender bias thinking of the soc iety. In general, the ovcra ll educational 

attai nment of the s tud y respondents is low (see Tab le 3.2). 

With regard to the religious alTiliat ion, orthodox religion fo llowers accounted about 7 1 % and th e 

rema in ing 29% were protestants. There are diffe rences with regard to the re ligious affil iati on 
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betwee n th e two sexes. According ly, abou t 68% o f wome n are orthodox and 32% are protestan t; 

whereas 74% of men are orthodox and 26% are protes tant (see T able 3.2). 

Apart from the household act ivities, about 57% of wo men respondents we re e ngaged in inco me 

ge nerat ing acti vi ties (i nfo rmal sector) and the re maining 43% were no t. Of the women engaged 

in income generati ng acti viti es, about 47.4% were e ngaged in collectin g firewood, 24.5% dail y 

labo rer, 15.8% pett y tradi ng (,G ulit') and the remaining 12.3% were engaged in other in for mal 

sectors. A lmost a ll o f them rai se less than 300 Birr per month for the ir work . Acco rdin g to CSA 

(2006) labor force survey report, 22.6% of wo men in Addi s Ababa were employed in the 

in fo rm al sector in the year 2005. T he signifi cant di screpan cy between thi s stu dy res ult s 

co mpared to the CSA re port mi gh t be attributed to the favo rab le wo rking envil'Onment fo r 

wo men in the st udy area. On the o ther hand , all the men responden ts were primarily engaged in 

weavin g. Acco rdin gly, 34% o f the m earned less than 300 Birr, 47 .6% earn ed (30 I -SOO) Birr and 

the remaining 18.6% ea rned above 500 Birr per month . S ide with their main ac tiv ity of weaving, 

about 20 % of them were engaged in ex tra jobs. S uch as, 80.6% are working as a guard, 4.8% 

petty tradin g, 1.6% daily labore rs and 12.9% in ot her informal employmen t sectors (scc Table 

3.2) 

The expos ure o f respondents to media has indicated that 31.1 % had no access, 44 .8% had 

occas ional access, a nd 24. 1 % had regu lar access to medi a. Yet, the study port rayed disparity 

regardin g media co nsumpti on in me n and wom en. Accordingl y, 20 .2%, 22.4% and 57.4% of 

wo men responde nt s had regu lar, occas ional and no access to media, respect ively, whilc 28.1 %, 

67.2% and 4 .7% arc the respect ive figures for me n respo ndents with regular, occasional an d no 

access to med ia. Accordi ng to EDHS (2006), 29.2% of women and 2 1.4% of me n in Addis 

Ababa had no access to media at least once a week compared to 57.4% of women and 4.7% of 

me n respo nde nts in the study sample. Furthermore, women are more disadvantaged than me n 

and w hich has im pli cat io n in the reproducti ve dec ision-m aking processes (see Table ].2). The 

d isparit y concernin g med ia co nsu mpti on mi ght attribute to the co nduc ive worki ng cnVil'Onnlcnt 

for men to access media especia lly the e lec tro ni c media. However, the wo men respondents 

mi ght not have be tte r access and even if they have the access, language barrie rs togethe r with 

their lower educa tional s ta tus, soc ial SLaLU S and rest ric ted freedom of moveme nt m igh t have 

exacerbated th e information trans fer 
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Majority of surveyed wo men (69%) have claimed that thei r husbands co mmitted phys ical 

harassment or verba l abu se wh il e the remaining 3 1 % reported that they have neve r been harassed 

o r abused. Besides, survey result showed that 23.7% of men respondents have attested that they 

ha ve co mmitted physical harass men t or verbal ab use on their wives whil e the remaining 76.3 % 

have not harasscd or abuse.d despite the large figure ob tai ned from the wo men res ponde nt s (see 

Tab le 3.2). Murph y and Ringhe im (2001) clearl y pointed out that vio lence against women is a 

product o r ge nd er subordinati on o f women and men' s control of deci s ion- making in the fa mil y 

whi ch is an incl icat ion of gender imbalance. 

Tab le 3.2 : Pe rcen tage distr ibuti on o f sa mple of weaver by selec ted soc ioeco nomic ancl cultural 

characteri st ics in Addi s Ababa, 2009. 

Women (n=317) Men (n=317) Total (n=634) 

Characteristics N % N % N % 

Eclucationallcvcl 

Illiterate 209 65.9 95 30 304 47.9 

Primary 9 1 28.7 182 57.4 273 41. 1 

Secondary ancl above 17 5.4 40 12.6 57 9.0 

Religion 

Orthodox 216 68.1 235 74. 1 451 71.1 

Protestan t 101 3 1.9 82 25.9 183 28.9 

Work s tatus 

Working 18 1 57. 1 3 17 100 498 78 .S 

Not working 136 42.9 0 0 136 2 1.5 

Income 

<= 300 birr 107 33.8 107 33.8 

30 1-500 birr 151 47.6 15 1 47.6 

>=501 59 18.6 59 18.6 

Media exposure 

Regular 64 20.2 89 28 .1 153 24. 1 

Occasional 7 1 22.4 2 13 67.2 284 44.8 

Nevcr 182 57.4 15 4.7 197 3 I. I 
Physical harassment/ verbal 
abuse 

Commi tted 219 69.1 75 23.7 294 46.4 

Not co mmitted 98 30.9 242 76.3 340 53.6 
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3.3 Family Planning Methods and Maternal Health Service Utilization 

3.3.1 Knowledge and Pl'actice of Contraceptive Methods 

Knowledge of Contl'aceptive Methods 

To get inform ation on th e knowledge of contracepti ve methods, data collectors read the ,"lines of 
differen t con tracep tive methods and asked the respondent 's weather they hea rd the method or 
not. Accordingly, of 3 17 couples interviewed, 100% of wo men and 98 .1 % of men have hea rd 
about at leas t one method of contracepti ve. This corroborates the national average that 88% of 
married wo men and 93% of married men know at leas t one contraceptive method (CSA an d 
ORC Macro 20(6). However, the sli ght di screpancy betwee n this study and EDH S might be 
explained by the fact that this study is conducted in the urban area (the cap it al city) where there 
is a be tter in fo rm ation !low. The other reason might be attri buted to the time diffe rence between 
the EDHS and this study which is abou t 4·5 years gap. Unlike the EDHS, in thi s study women 
have better knowledge abou t contraceptive than thei r men counterparts. This might be due to the 
underlined age diffe rence between women ( 15-49) years and men ( 15-69) in the study. 
Consequently, older men reported that they do not have any idea about contraceptives (see 
Figure 3. 1). 

Among differen t contraceptive me thods, injectables, pill and condo m are well known methods 
by the respondents with the respec tive percen tages of 99.8, 99.7 and 87.7. On the other hand , 
steril izati on, withdrawa l, and LAM are the least know n contracepti ve methods wi th the 
respective percentages of 33.3 , 44.6 and 45 .5. All women respondents know injectables whe reas 
onl y 24.4% 01' wo men respondents know sterilization. On the other hand, all men responden ts 
know pill whereas Lactat ional amaneorehae (LAM) was the least know n method by men 
responden ts, which is kn own by only 34.4% of men respondents. There is a great va ri ation in 
the knOW ledge of implants between men and wo men respondents. Accordingly, 95% or wo men 
respondent s have heard abou t implants whereas onl y 42.2% of men respondents have heard 
about implulll (see Figure 3. 1). 
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Figu re ~. I : Knowlcdge or co ntraccpti ve methods amo ng sample or weavers in Addi s Ahaba. 
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Practice of Contraceptive 

Of the to tal responde nts, 190 (60%) women and 48(15. 1%) men have ever used contraceptive 

methods. This shows a huge gap compared to the nat ional average of 24% of women and 19% of 

men had eve r useel co ntraceptive methods (CSA and aRC Macro 2006). This can be exp lained 

by the confinement or this study in urban area whi le the ED HS was inclusive of rural and urban. 

Furthermore, relat ively sma ll number of men con tracepti ve users in this stud y compared to the 

EDHS nati ona l average mi ght be due to the increased percentage of women users and the 

perception o r men's that co ntracept ion is women's business so th at the women shou ld use the 

methods. Of the women who had ever used contracept ives, about 76.8% have used inject ables 

and 24.2% have used pill while smaller proportion, 1.6% and 1. 1 % of them have used long 

acting contraceptives such as IU CDs and implants respect ive ly (see Figure 3.2). This rinding is 

in agreement with ED HS (2006) that injectab les are most used method by married women. 

Bes ides, the discussion that was held with kebele health offi cer justified the reason of usi ng 

injectabl e co ntracepti ves than others as fo ll ows: 
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"Majority (~r lVomen have been using cOnlracep tives without the J.:.f1{)\\'ledge or their 
husbands. As {/ result, they prefer to use injectables to other methods. GlVin!! {() the .filet 
th(l{ injecw ble is simple to use, it takes only 3-5 minutes to take the injection alld their 
husbands don 't know whether their wives are using a method or 110t. " 

On the other hand, among men who have had experience of usi ng contracepti ve methods. abou t 
96% of them have used traditional methods (calendar method) and 6.3% condoms (see Fi gure 
3.2). Here, one can see a great discrepancy between knowledge and use of contraceptive method. 
Thi s discrepancy might be attributed to one or many of the fol lowing: need of children, afraid of 
side effects, partner 's opposition to methods, lack of knowledge etc. 

Figure 3.2 : Practice of contracept i ve methods among sample of weavers in Addis Ab,d1<1. 200\} . 
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Reasons for Using Contraceptive Methods 

Respondents were asked to tell the reason why they have been using the contracepti ve methods. 
Accordingly, majority (90.8%) were revealed that they wanted to have space be tween births. 
7 1.8 % were due to economic problem which forced them to limit their family size. 5.5 % were 
reached their des ire I·amil y size and 4.6% were because of part ners intluence. or the women 
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respondents, 13.7% were using cOlll racept ives because they wanted to res t from ha ving 

add itional pregnancies and childbirth (see Fi gure 3.3). 

Figure 3.3: Reasons for using contraceptive amo ng sample of weavers in Addis Ababa, 2009. 
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Reasons fOI" Non Use of Contl"aceptives 

Of the total respondents, 127 (40%) women and 269 (84.9%) men respondents have never used 

any contracept ive method. Quest ions were asked for their reason of not using contracepti ves. 

The responses obtained were categorized in to the foll owing: fert ili ty related reasons which 

includes wants as man y children as possible, can ' t get pregnant and infecund/subfecund; method 

related reasons which incl udes fear of side effects, health concerns and lack of access; opposit ion 

to use which includes respo ndent opposi tion, partners opposition and religious reasons; lack of 

knowledge which includes kn ows no meth ods and kn ows no source; partner is lIsi ng the 

methods; and othcr n;asons. Accord ing ly, majority (3 1.3%) 01' respondents demons trated fertili ty 

re lated reasons, 14.1 % method related reasons, 7.3% opposition to use, 5.3% lack of knowledge 

and 13. 1 % other reaso ns. Among wo men respondents majorities , 54.2%, 30% and 12.6%, 

respectively reported fe rtil ity related, method related and oppos ition to use. On the other hand 

majority of men respondellls (48.3%) indicated that their partners were using the methods, 
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19.7 % reported I'c rti lit y related reaso ns and 18.2% to ld other reasons. o r those respondents 

reported fertilit y related reasons, the large share (23.2%) indicated that that they want children 

(see Figure 3.4). 

Figure 3.4: Reasons fo r non use of contracepti ve methods among sample of weavers in Addis 

Ababa, 2009 . 
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3.3 ,2 Maternal Health Set'vice Utilization 

Antenatal Cue Utilizati on 

Of 279 women who ever given· birth, about 192 (69%) have obta ined antenatal care from 

government hea lth institutions (see Fi gure 3.5). Antenatal care ut ilizations are small L'llmpared to 

88 percent or mothers in Addis Ababa obtained antenatal care from health prokssionals (CSA 

and ORC Macro 2006). Studies showed that mother's educati on, income and ex posure to med ia 

are some of conducive factors for antenatal care utili zation (Navaneetham and Dharmalingam 

2000). [n line up with the above (.'actors, the low leve l of antenatal care utilization in the study 

sample may be attributed to the prevail ing low educati onal status, economic statu s, access to 

in fo rmation and negot iation habit between couples which is resulted from gender inequali ty. 
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Figure 3.5: Percentage of' sample of' women used antenatal care for the last pregnancy among 

weavers in Addis Ababa, 2009. 
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Most mothers (79%) in their last birth were assi sted by friends or relatives and deli ve red at 

home. Whereas, about 20% were assisted by health profess ionals and ve ry slll,dl proponions 

( I %) were assis ted by untrained traditional birth attendants (see Fi gure 3.6). This figure shows a 

sharp contras t with the survey result of Addis Ababa. According to the EDHS (2006), about 79% 

of births were deli ve red in a health facility in Addis Ababa compared to only 20% of births in 

the study sample. The poor maternal hea lth service utili zation in the study responden ts might be 

attributed to the low educational level, economic status, access to in format ion and the soc io­

cultural setting of the ir binh place. Moreover, the poor maternal health service util iza tion rel'leets 

the persistent poverty and gender inequ al ity (Family Care International 2007) and lack of 

dec ision-making power of women (Sundari 2004), which is observed from the sample data. 
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Figul'': 3.6: Pcrc.:n lag.: or sampk or women by person prov iding assislall ce during ck li v.: ry ror 

Ih t! lasl binh among w.:avcrs in Addis Ababa, 2009. 
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Chapter Four 

Contrace ptive Use Decision-Making 

All sampled men and wo men were as ked the attitude questi on: "who shoul d make con trace pt ive 

use decision-making?" For the actual con traceptive lise decision-mak ing ill tlll'ir i'L' SIX'l'tivc 

househo ld , those individuals who ever used any of contracepti ve methods, 190(60%) wum~n an d 

48 ( 15. 1 %) men, were asked the quest ion: "who actu al ly make the contracept ive use decision­

maki ng in you r household?" 

Acco rdi ngly, 36% of wo men respo nden ts perceived that men should domi nate contracept ive use 

dec ision-making. While, the remain ing 34% and 30% of women respondents repuned that 

wome n-domi nant and joi nt decision-making is vi tal, respectively. On the other hand, 45. 1 % of 

men respondents indicated that con tracepti ve dec ision-making should be made jointl y; 37.2% of 

them reported that men shoul d do minate contraceptive use decision-making and 17.7% ot' them 

cla imed wome n-centered decisio n-maki ng attitude is crucial (see Figure 4. 1). 

or women who ever pract iced cont raceptive methods , 45.3% used it based on the consent of 

their husbands and 22.2% used it by th eir own decis ion. The remaini ng 32.2% of women made 

the con tracepti ve dec ision together with their spouses. However, 97. 1 % of men, who ever 

prac ticed contraceptives, made the decision together with their partners. Indiv idual dec ision 

making was fo und to be neg lig ible in the men respondents (see Figure 4. 1). 

It is thus, thi s result is the man ifes ta tion of mos t wo men in Afri ca due to their rc legation position 

in the com muni ty. This fin ding is substan tiated by the result obtained from Burkina Fasu, Mali 

and Nigeri a in which almos t 75% of women respondents have indicated that husbands arc sole 

dec ision-makers of wo men's health care (UN ICEF 2007). The low status of wo men in the study 

community might attribute to thei r li mi ted decision-making power. However, this fi nding does 

not support the study res ult of Adair, Gu lti uno and Avil a (1 998) which un derl ined that even if 

family pl anning decisio n-making is a dy namic process, many wo men prefer to make joint 

dec isions-with thei r spouses. 
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Figure 4.1: Alt itude and practice of con traceptive use decision-making among sample of weavers 

in Add is Ababa, 2009. 
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4.1 Contraceptive Use Decision-Making by Selected Characteristics of 

the Respondents 

In th is part , men contraceptive users were small and almost all of them made the deci sion joi ntl y 

with their partners, as a result, we will not consider them. Furthermore, onl y variables wh ich 

showed signifi calll assoc iation with contraceptive use decision-making in the Chi -squme test are 

prese nt ed and discussed here (see Table 4. 1 below). 

Acco rdingly, majority of women in the age group of 15-24 (55.9%) and 30+ (43 .3%) reported 

that their husbands dominate the contraceptive use dec ision-making. Slightly large portion 

(43 .8%) ot' women in the age category (25-29) made the contracepti ve use decision in 

co ll aboration wi th their husbands (see Table 4. 1). This might be attributed to the lower 

bargaini ng power of women in the age category of 15-24; and the traditional belief of women in 

the age category 01' 30+ made them to locate the contraceptive use dec ision-making power to 

men in the study sam ple. 
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Furthermore, abou t 64% of i lliterate women reported that their husbands made the decision to 

use contraceptive. However, about half of women w ith primary leve l educati on (:iO.8%) were 

li ving in the household where join t decision-making is practiced which is followed by 27.9% 

women-centered and 21.3% men-cen tered. Likewise, among women w ith secondmy and above 

leve l of education, 53.3% <lnd46.7% respecti vely, made the contracept ive decision by thei,. own 

and j oint ly with thei,. husbands. This shows th at, in the study sample, literate women made the 

contracepti ve use decision alone or joint ly w ith their husbands (see Tab le 4. 1). Thi s might be 

due to the I'act that educat ion helps women to know their ri ghts and provide them the confidence 

to claim whenever the ir right is violated. Besides, more education a woman has, the more l ikely 

she is to parti cipate in health related decision-making (Arku tu 1995). 

M ajority of orthodox (43. 1 %) and about half of protes tan t (50.9%) religion foll owers reponed 

that contracept ive use dec ision-making is made by thei r husbands (see Table 4. 1). This is an 

indication that more shou ld be done in the religious inst itutions on fostering equal part icipation 

of couples in all decision-making in their household. 

Besides, among women with regular media exposure, 46.2% and 38.5 %, respecti ve ly made the 

contracepti ve use decis ion together with their husbands and by their own. However. majority of 

women with no access (63%) and occasional access (39.5%) to media were living in a household 

where men-dominated the contracept ive use decision-making. W hen women's access to media 

improved, the practice of men-dominant contraceptive decision-making reduces and autonom y 

of women decision-making grows up (see Table 4. 1). Media exposure facilitates the gradua l 

in itiation of spousal communicat ion about family plann ing (S haran and Valen te 2(02 ). which 

might help couples to make the contraceptive use dec ision together. 

M oreover, of women who have been liv ing in Addis for shorter « II ) years and medium ( I 1-20) 

years, the larger portion (53.4% and 53.9%, respecti ve ly) were li ving in the household in wh ich 

contraceptive use decision-mak ing is dom inated by the husbands. Of women who have been 

li ving for longer duration (>20 years), substant ial portion (46.3%) made the cont racept ive use 

decision together wit h their husbands (see Table 4. 1). Longer stay in Add is for women might 

give them the opportuni ty to have better access to educati on, information and income. Thi s, in 
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turn, fa c ilitat es the ir empowerme t1l and parti c ipation in co ntraceptive use decision-mak ing 

process in their househo ld. 

Tabl e 4. 1: Pe rcentage di s tr ibuti on of sample of weaver by selected charac teris tics an d 

co ntraceptive use dec is ion- making in Addis Ababa, 2009. 

"Vho usua ll y m ake contraceJ)tive use decision in your hUlIs l!ho ld 

Women sample (n=190) Men Sample (n=48) , 
Characteris tics Husband Wife Joint Total X- Husband Wife .Joint Total 

Age 

15-24 55.9 15.3 28.8 59 0.0 0.0 100 4 

25-29 37.5 18.8 43.8 64 0.0 0.0 10() 13 

30+ 43.3 3 1.3 25.4 67 p<0.05 6.5 6.5 X7. 1 3 1 

Educational level 

Illiterale 64.0 14.9 21.1 114 0.0 0.0 lOll 6 

Pri mary 21.3 27.9 50.8 6 1 7. 1 0.0 92 .9 28 

Secondary and above 0.0 53.3 46.7 15 p<O.OI 0.0 14.3 85.7 14 

Religion 

Onhodox 43.0 19.0 38.0 137 6.3 (J .O t) :U~ .12 

Prolesta nt 50.9 30.2 18.9 53 p<0.05 0.0 12.5 87.5 16 

Media exposure -
Reg ular 15.4 38.5 46.2 52 0.0 0.0 100 19 

Occasional 39.5 28.9 31.6 38 6.9 6.9 86.2 29 

Never 63.0 110 26 .0 100 p<O .OI 0.0 0.0 O.lJ o.n 
Years lived in Addis 

Below II 53.4 15.1 31.5 73 0.0 (J .O 10lJ 9 

11 -20 53.9 19.7 26.3 76 0.0 0.0 10(J 16 

Above 20 14.6 39 46.3 4 1 p<O.O I 8.7 8.7 X2.6 23 
.. 

NB. Since m Ol e th.1Il 20% of cells have values less than bve. the chi-square tes t of assOCI.HIOtl wa:-o 111 1\ c;d ClIi ;t[l'd 

for the men sa mpl e. I II additio ll , only signi ficant variables in the Chi -square test were reported in the [;lbk. 
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4.2 Determinants of Contraceptive Use Decision-Making 

Thi s section di scusses abou t the major determi nants of contracepti ve use decision-making 

practi ce of women. Accordingly, age, education, number 01' children, work statu s and media 

ex posure of women we re found to be signifi cant determinants of contracepti ve use decision­

making. The multinom ial logisti c regress ion results in Table 4.2 below sho ws the relative ri sk 

ration (RRR) and its standard error fo r the determinant s. 

Age 

Comparcdto wo mcn in the age category of 30+, women with age or 15-24 years are Illore likely 

(RRR=II ) to li ve in where men dominated the contracept ive use deci sion-making relati ve to 

join t decision-making. Moreover, they are less likely (RRR=0.02) to pract ice the decision by 

thei r own compared with relying on their husbands dec ision. Simi larl y, women in the age group 

01' 25 -29 are less likely (RRR=0.22) to participate in contraceptive dec ision-making than those 

above 30 years old. Bes ides, th ei r husbands dom inate the contraceptive dec ision-making in their 

household (RRR=O.2 1). I-Ience, women in the age group of 15-29 are li ving in a househo ld 

where the husband dominated the con traceptive use deci sion-making. The possible expl anati on 

for thi s result may be the low level of bargain ing power of young wo men coupled with their low 

econom ic status and information exposure made them to li ve in the household whe re husband 

dominated th e cont raceptive use decisio n-making. Discussions with 22 years old key info rm an t 

wo men also validate th is findin g as foll ows: 

"As Ihe husbond is Ih e head of Ihe household, he has Ihe righl 10 make allv dnisions in 

the hOllse/wld including cOl1 lracepli ve use. H e C(l1I have (IS mOllY (IS I) ()ssi/J/(, IIIIII/he!"s 

oj'children/i"omllie asj(/r os he has Ihe pOlenliallo raise Ihem . Th erefi!re. I dllllill re/il.le 

his idea as he provides our living expense. " 

On the contrary, fo r older wo men their life time experi ence might have give n them the chance to 

de velop ass~ t , genera te income and betler exposure in the society. Th is, in lU i'll , can give thc m a 

betler freedom of movement, exposure to information, representation in lhe society, so that they 

could deve lop the dec ision-making power in the household. Furthermore, th is rcsul! ill li n~ with 

the stud y conducted by Lapeyrouse (2002) that you nger women have low ba rgaining power 

regarding contracepti ve use. 
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Educational status 

Li terate women take the lion share of contracep tive use dec ision-making OWl' th~ir husbands 

than illiterate wome n (RRR=1 2). Moreover, they do not let their husbands make the decis ion 

alone rather th ey make acti ve participati on (RRR=0.06). Thus, it is poss ib le to concl ude that 

literate wo men made the 'contracept ive dec ision alone or togeth er with their husbands. The 

hi gher the leve l 01' ed uca ti on for wo men, the more knowledge she acqui res fo r the u s~ 01 ramily 

planni ng methods (CSA and ORC Macro 2006), increase the desire to lim it or s pac~ bin" s and 

increase the usc of and the intelliion to use contracepti ves (Hogan, Betemariam and Asse fa 

1999). Fu rt hermo re, women' s educati on provides them wi th more opportuni ty to part ic ipa te in 

the process of modernizat ion and enable them to bring about changes in the econom ic and social 

si tuati on. These all benefits which cou ld be obtai ned from education, in turn , help womc n to take 

la rge share of contraceptive use decision-mak ing power in their household. A 10lh grade 

completed key inl'ormant wome n furt her briefly substant iated the situati on as foll ows: 

"In our house/wid, I together with my husband made the contraceptive use decisio/l since 

it is our joint business. However, if my husband is reluctant to make the decisio/l jointly, I 

make if hy Illy olVn. Because I am infhejirst place to face problems re/{Ifed fo ch ild hirfh 

(III(/ c({re. ,. 

Moreover, th is finding is in agreement with diffe rent research find ings whi ch conl'lud~d that 

educati on ror women positively affects conjugal cOllllllunication and facilitates egalitarian 

dec ision-making (Chapagain 2006; Hossain 1998; Laban and Gwako 1997). Hadi (200 I) also 

po inted out that women's education positive ly affec ts their right to use contraceptiuli . Ilcs ides. 

I-logan el. al ( 1999) on their stuely in SNN PR concluded that literate women are more likel y tha n 

illiterate women to e1iscuss family planning with their husbands and also they might make the 

contracept ive use dec ision together. 

40 



Number of living children 

The odds of having women-domi nated contracepti ve use dec ision-mak ing practi ce in re lati on to 

men-dominated dec ision-making tl rc 8.6 times higher for women havi ng one or two chi lcln:::n 

than women having three or more ch ildren. Moreover, it is II times higher for women wi th no 

children relati ve to three oi' more children. Furthermore, women hav ing one or two child ren do 

not let the deci sion-making fl oor for their husbands only rather they make aC l ive partil' ipation 

(RRR=0.24). From thi s finding il is poss ible to conclude that having fewer children I'm women is 

attri buted to have women-centered or joint contraceptive use dec ision-making. The possible 

ex planation for thi s result is that having fewer children enables women to exercise mme freedom 

wi thin marriage. Wom en who delay or avoid births can bring about signifi can l economic 

advantages over women with large number of children when terminating consensua l union. 

Therefore, having rcwer children can improve a woman's ability to end an unsatisfactory 

relationship (Di xon-Mueller 1993). In other words, having smaller famil y size Improves 

women's se l f-confidence and allows her to exercise equal ri ghts with in marriage. This findi ng is 

in line with a study result of Prasadja et.al (1997) which concluded th at women wi th two or 

fewer children havc greater control of their reproduct i ve li ves than women with three or more 

children . 

Work Status 

Compared to not- working women, working women (women generating their own income) are 

4.2 times higher in making the contraceptive use dec ision by their own than relying on their 

husbands dec ision. I-lavi ng own income for women increases their economic independence and 

cha llenges the tradi tional belief of men dominance in decision-making and hence improves thei r 

bargaining power within the household . Besides, women's abil ity to bargain in the household is 

usually augmented by the increase in her income (Sikod 2007). A 2"d grade completed key 

informant woman with an average monthly income of 250 Birr more clarified the si tuation as 

follows: 
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"III Illy household. I lake {he .firs{ place in making contraceptive use decisiolls. Bemuse 

my hlfsband Ivw llS mure nUJIlber of children ... but bearing 100 many chi/drell lI 'il/ hiJ/der 

lIIeti-OIl1 parlicip(uing in {he income generating activities and also neg(uive!v ofjiCiS 111.1' 

heeil{h . .. 

Thi s fi nd ing co rroborates either study l"i nd ings. Cash work and control over earnings for WOllle n 

improves women's au tonomy and stimu lates spousal communication abou t famil y planning and 

hence crea tes dec ision-mak ing power about con tracept ive use (Chapaga in 2006: Hossa in 1998: 

Laban and Gwako 1997; Gage 1995). 

Exposure to media 

Compared to women with occasional or no medi a access, women with regular access to med ia 

are mo re li ke ly (RRR=3) to make the con traceptive use dec ision by thei r own than jointly wi th 

their husbands. Moreover, they are sole decisio n-makers of contracep tive use compared with 

their hu sbands (RRR =7.2). Thi s means, more access to medi a fo r women made them to be so le 

decis ion-maker of cO lllracept ive use in their household. Exposure to media, especiall y programs 

related to fam il y planning, widens the scope of understanding issues related to contl"Hceptive use 

and helps in rea lizations of its importance in achiev ing des ired fa mily size (CSA and ORC 

Macro 2006). Th us, better access to med ia fo r women migh t equ ip them wi th kn ow kdge of 

contraceptive methods. it s advalltages in lim iting fam il y size, advantages of li mited famil y size 

and the reproductive heal th rights. T hi s mi ght give the m the mo tiva tion to make active 

partici pation in the contraceptive use decis ion-making process in thei r household . 
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Table 4.2: Mu ltinomial log istic regress ion analysis resul t of contraceptive use decis ion-making 

of weave rs in Addi s Ababa, 2009. 

Women sample 

Wife V s Both Husband Vs Both Wife Vs Hus ba nd 

Characteris tics S c(~ ) RRR Se(~ ) RRR Se( ~ ) RRR 

Age 

15-24 0.74 0.24 0.82 I 1.00* * 0.94 (J .02'" '" 

25-29 0.60 0.22* 0.62 1.00 (J.7 I D.2 1" 

30+ (ret) 

Educationa l status 

Illi tera te (re t) 

Literate 0.56 0.76 0.59 0.06** 0.66 12.00'* 

Religion 

Orthodox (Ret) 

Protestant 0.56 4.6 0.54 2.22 0.55 2.00 

Number of children 

0 0.96 5 .50 1.00 0.49 1.00 I 1.00" 

1-2 0.56 2. 10 0 .66 0.24* 0.74 X.60"* 

3+ (re i) 

Work status 

Worki ng 0.55 1.90 0.47 0.45 0.60 4.20" 

Not working (re t) 

Media exposure 

Reg ula r 0.57 3.00 ' 0.62 0.4 1 0.63 7.2(J** 

Occasiona l/Never (ref) 

Physica l harassment! verbal abuse 

Comm itted (ref) 

Not committed 0.48 1.00 0.45 0.73 0 5 1 1.37 

Years li ved in Addis 

Below I I (re t) 

11 -20 0.60 1.50 0.5 1 1.90 0.64 0.78 

Above 20 0.70 1.90 0.79 0.55 0.84 HD 
LU chi2(22) 109.91 
Prob > chi2 0.0000 
Pseudo U2 0.2734 

. - . - -H Slgnll lc.lrll at I %; ~'Slg n il l can( at :>% ; ret- IIldlcates refe rence category; ll n t11ark~d - 1J1(hcate.'" 
insigni f ican t variables; RRR - relat ive ri sk rati on; SC(p)-stancl ard error of the coe ffic ient; the signi ficant LR statis tics 
(Prob>chi2=O,OOO) shows that all the regressors have signi fica nt impact on decisioll -making pattern . 
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Chapter Five 

Maternal Health Service Utilization Decision-Making 

A ll 634 respondents responded to the questi on: who should make the matern al healt h service 

utili zati on dec ision (the alt itude ques ti on); and those hav ing children (279 women and 282 men) 

responded to the ques tion: who actual ly make the matern al health service uti l iza ti on decisions in 

their household (practice ques ti on). Accordin gly, majorit y ofrespondents (39.7%) perce i ve d th at 

both wife and husband should make decisions regarding maternal hea lth service utiliza tinn (both 

antenatal and del i vcry ca re) fo llowed by women-centered (32 .5%) and men-centered (27.X %). In 

the actual dec ision-mak ing, maj orit y of respondents (36.4%) were li v ing in a houselw ld ill wh ich 

. j oin t dec ision-making is practiced. Following are men-domi nated decision-maki ng (34.7%) and 

women-dom inated decision-making (28.9%). In both men and women sample respondents. j oint 

dec ision-makin g altitude and pract ice regarding matern al health service utili zation is supported 

(see Figure 5. 1). 

Figure 5 . 1: Atti tu de and prac tice of materna l heal th service ut ilization decision-making among 

sample 01' weavers in Addis A baba, 2009. 
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5.1 Maternal Health Service Utilization Decision-Making by Selected 

Characteristics of the Respondents 

The respondents having children were asked for the maternal health servi ce utili zation decis ion­

making ques ti ons. Accordingly, 279 women and 282 men respondents were included. This 

secti on presents thc bivariate analysis of maternal hea lth service utili zation dec ision-making by 

demographi c, soc ioeconomic and cultural characteri sti cs . 

5.3.1 Demographic Characteristics 

Both men's and women's age we re signifi cantl y assoc iated with maternal hL'a lth .... L·rv icL' 

ut il ization dec ision-making. Among women in the age category of 15-24 years. majority (43%) 

reported that their husbands dominate the maternal health service utilizat ion decision-making in 

their household. Simi larly, overwhelming majority of men in the same age categOl'Y 15-24 years 

(83.3%) alles ted that they dominate the maternal health service utili zat ion dec ision-making. 

However, sizable portion of men and women in the age category of 24 years and above reported 

that they made the decision toge ther with their partners (see Table 5.1). As age of the couples 

increase, they mi gh t have mOl'C children in their family. there might be beller spousal 

commu nicat ion and they may understand each other in a belief way. Hence, they make all 

dec isions together for the benefi t of their family. 

Bes ides, signifi cant associat ion was observed between years lived in Addis Ababa and matcrnal 

health service utilization decision-making of both men and women. Accord ingly, 01' women who 

have been li ving in Addis for silort er du rati on « II years), nearl y half (45.8%) oj' them indicated 

that their husbands made the maternal hea lth servi ce utilization decisions in their household. 

Whil e, of those women who have been li vi ng in Addis for medium duration ( 11 -21! years), 

52.2% reported their equal dec ision-making authority; and 52.2% of women who have been 

li ving in Add is for longer (above 20 years) reported their so le maternal health service utilization 

decis ion-maki ng power. On the o.ther hanel , 58.1 % of men who have been living in Add is for 

shorter du rati on indicated their decis ion-maki ng authority. Bes ides, of men respondents who 

have been liv ing in Addi s for med ium and longer duration, majori ty (38.7% and 4 1.7%. 

respecti vely) indi cated their incli nati on to j oint dec ision-making pattern . I n general. med ium or 

longer stay in Add is Ababa is assoc iated wi th ega litari an decision-making prac ti ce oj' l11aternal 
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hcalth serv ice utili zation (scc Table 5. 1). This might be due to the soc ioeconomic and cultural 

diflCrenccs between Addis Ababa and their birth place, which shapes them accordingly. 

Table 5.1: Percentage di stribution of sample of weaver by selected demographi c characteristics 

andmatcrnal health serv ice utilization dec ision-making in Addis Ababa, 2009. 

\OVho usually make maternal health service utilization decision 

Women sa mp le (n=279) Men Sample (n=282) , 
Characteristics Husband Wife Joint Tota l r Husband Wife Joint Total r 

Age 

15-24 43.0 32.9 24. 1 79 83.3 5.6 11. 1 ~6 

25-29 ]X.tJ 24.4 36.7 90 30.8 26.9 ~~ . 3 7S 

30+ 23.6 35 .5 40.9 110 pd l.05 27.4 31.0 41.7 \6X pdl.1i I 
Number of 
chi ldren 

1-2 39.3 30.7 30.0 150 35.9 28.2 35.9 142 

3+ 27.9 3 1.8 40. 3 129 p>0.05 35.0 25.0 40.0 140 p>0.05 
Years lived in 
Addis 

Be low II 45.8 25.2 29 .0 · 131 58.1 16. 3 25.6 ·n 
11-20 24.4 23.3 52.2 90 31.9 29.4 38.7 11 9 

Above 20 22.4 56.9 20.7 58 1'<0.01 30. 8 27.5 4 1.7 120 p<0.05 

5.3.2 Socioeconomic and Cultural Characteristics 

Educational leve l is sign il'icantly associated wit h maternal hea lth service utili za ti un dL'l"isio n­

making of both men and women. Accord ingly, 44.6% 01' illiterate women revea led thai thei r 

husbands madc the decision and 87.6% of il literate men portrayed the fact that they made the 

decisions in their household. Sizab le portion of literate women, 51.9% with primary and 83.3 'Yr 

with secondary and above educati ona l level, discerned that they made the matern al health se rvice 

utili zation dec ision by their own. This is corroborated by 90.3% 01' secondary and abo ve leve l 

educated husbands who empower the ir wives to make the maternal hea lth service utilization 

decisions. Besides. 59.3 % of husbands among those wi th primary level eci ucati on appreciated 

joint decision-mak ing with thei r wives (see Table 5.2). Hence, illiterate men and wo mcn rely on 

men-centered decis ion-making whereas literates rely on women-centered or Joint matemal hca lth 

service utili zation decision-makin g. Educa ted individuals recognize the importance of heal th 
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care and know how to take care of themse lves and their famil y. Therefore, th ey make the 

decisions on the benefit of their fam il y. 

The reli gious affiliation of men demonstrated significant association with materna l health service 

utili zation dec ision-making. Accord ingly, of protestant religion followers, majority (43.7%) let 

their wives decide on the matern al health service utilization, 35.2% made it join tl y. On the other 

hand, among orthodox rcli gion fo llowers, slightly large portion (40.3%) takes the lion share of 

the decis ion-makin ); fol lowed by 38.9% j oint decision-making pattern in their household (sec 

Table 5.2). 

There is significant assoc iati on between women's work status and the materna l health sCl'v ice 

utili zat ion dec ision-making pattern and also men's income and maternal health service 

utili zation decision-making. Thus, most of women engaged in income genera ti ng acti viti es 

(45.6%) made the decision toge ther w ith their spouse foll owed by 29.4% by their own and 20% 

through their husbands. On the other hand, 46.2% of women wi th no income have unveiled that 

the ir husbands made the decis ion. While, most men who earn an average income of more than 

500 Birr per month let their wives make the maternal health service utili zation decisions (45.7%) 

or they made it j oi ntly (43 .5%). However, most of men respundents (42.5%) who earn an 

average income of 30 1-500 Birr reported that they made the maternal health service uti! izat ion 

dec ision al one, followed by 34.3% jointly and 23.1 % let it for their wives. In the contrary. of 

those who earn less than 300 Birr 40.2% indicated j oint decision-making, 37.3% take the upper 

hand of dec ision-making and 22.5% gave the dec ision- making power for their wi Ve'.s (Sl'l' Tahle 

5.2). In general, the major ity or women with no income do not parti cipate in the decision-nlaking 

process whereas men who earn relat ive ly higher income made the maternal health se rvice 

ut i li zation dec ision together with their w ives or let it for their wives in the study sample. Unl ike 

cont raceptive methods, the cos t of pregnancy-re lated problems is high. Hence, women who do 

not generate their own income ri nd themse lves unable to afford the payment. Consequently, they 

rely on the decis ion of their husbands for the service. On the other hand, the maj orit y of men 

who earn relati vely belter income are literate (see Table B.2 in Annex). Hence, literat e men open 

the maternal health se rvice utili za tion dec ision-making tl oor for their wives. This could be the 

possible reasons why not-working women relies on their husbands for the matel'l1al health 
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se rvice utili za ti on dec ision- making; and men earni ng relative ly better incomc empower thei r 

wives to parti cipate in matern al hea lth service utili zation decision-making. 

Bes ides, media expos ure was significantl y assoc iated with maternal health se rvice uti li zat ion 

decision-making of both men and women. Acco rdingly, of women who have had regu lar and 

occas ional access to media, 50.9% and 50% respectively, reported that they made the decision 

by thei r own. However, most wome n (45 . I %), with no med ia access, portrayed that the ir 

husbands made the dec ision. Of me n wi th regul ar access to medi a, significan t number of them 

(53.5%) unve il ed thai matern al hea lth service utili zation decision-making was left for wives. On 

the contrary, 7 1.4% of men with no access to media, repo rt ed that they made the decision alone. 

Whereas. or men with occas ional med ia exposure, 4 1.6% ind icated that th e decision ahoul 

matern al health se rvice utili zation is their common business (see Table 5.2) . Thi s shows that 

better access to med ia creates women-centered or egalitarian decision-mak ing pract ice about 

maternal healt h service utili zati on. Media exposure might fac ilitate spousa l commu nicati on and 

leads to ha ve appropri ate dec ision-making concerni ng maternal health service ut ili zati on in th e 

household. 

Furthermore, ph ys ica l harassme nl or verba l abuse was signifi cantl y associated with malern al 

hea lth service util izat ion decision-making of women. Accordingly, of women who WL: n.: victi m 

of ph ys ical ha rassment or verba l abuse, sli ghtl y larger share (37%) reported that their husbands 

made the decisions. Yet, most women (47. I %) who were not subjected to phys ica l harassmen t or 

verbal abuse by, the ir husbands, were li ving in the ho usehold where they panicipalL' ill the 

dec ision-making process (see Table 5.2). Probabl y, those wo men who are Vict im of harassment 

or abuse mi ght fea r that raisi ng the issue of mate rn al hea lth service utili zation will have vio lent 

consequences. Th is fear may cut off the spousa l comm uni cati on and di scuss ions abOUI heal th 

related issues in their fa mil y. Therefore, those wo men's decision-mak ing on matern al heal th 

service utili zati on is shaped by fear of violence from their husbands. As a result , they rely on the 

dec isions made by the ir husbands . 
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Table 5.2: Percentage d is tr ibuti o n of samp le or weaver by se lec ted socioeconomic and c ultural 

c haracte ris tics and materna l hea lth service utilizatio n dec ision- maki ng in Ad di s 

Ababa, 2009. 

vVho usuall y make maternal hea lth service utilization decis ion 

Women sa mple (n=279) Men S"'"ple (n=282 ) 

Characteristics Husband Wi)'e J oint Tota l X' Husband Wife .J oi III Total X-
Educational level 

Il literate 44 .6 18.8 36.6 186 87.6 3.4 9 })I) 

Pri mary 14.8 5 1.9 33.3 81 13.6 27.2 59.3 162 

Secondary and above 0.0 83 .3 16.7 12 1'<0.0] 0.0 90.3 9.7 31 1'<0.0 ] 

Religion 

Orthodox 3 1.4 33.5 35.1 191 40.3 20.9 38.9 211 

Protestant 39.S 26. 1 34 .1 88 D>0.05 21. 1 43.7 35.2 71 p<tUI! 

Work sta tus 

Working 25 .0 29.4 45.6 160 

Not work ing 46.2 33.6 20.2 119 1'<0.0] 

Incom e 

<= 300 birr 37.3 22.5 40.2 102 

30 1-500 bi rr 42.5 23. 1 34.3 134 

>=50 1 10.9 45.7 43.5 46 pdl.O] 

Media exposure 

Regular 17.5 50.9 3 1.6 57 16.9 53 .5 29.6 7 1 

Occasiolla! 19.0 50 .0 3 1.0 58 39.6 IS.8 4 1.6 197 

Never 45. 1 17.7 37.2 164 1'<0.0] 7 1.4 0.0 28.6 14 pd),()1 

Ph ysical 
harassment / 
ve rbal abuse 

CommiLLed 37.0 33.9 29.2 192 44.9 30.6 24.5 ~9 

Not co mm itted 27.6 25.3 47.1 87 1'<0.05 33.5 25.8 40.~ 
,,, 
_ J.) 1'>0.05 
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5.2 Determinants of Maternal Health Service Utilization Decision­

Making 

Under th is sec tio n major determinants of maternal hea lth service utili zatio n dec ision-making arc 

discusscd. Acco rdingly, age , educational statu s and phys ical harassment or ve rba l abuse or both 

men and women; num ber or ch il dre n of men, work status of wo men, media cx posure or me n 

were round to be stati sticall y signi ficant determ inants. The multi nomial logi slil' n.:~n.:ssion 

result s in Table 5.3 be low shows the relati ve ri sk ration (RRR ) and it s standard erlOr r" r the 

delermi nanls. 

Age 

Compared to wo men with age 30 yea rs and above, wo men in th e age group 01' I '\-24 yea rs 'Ire 

li ving in where th e husband dominate the maternal health se rvice utili zat ion ciecis illll-making 

relati ve to joint decision-making (RRR=2.7). Moreover, they do not make the ma tern al hea lth 

se rvice utili zation dec ision by th eir own rather their husband take the lion share in the househo ld 

(RRR = 0.39). This means, wo men in the age group of 15-24 years are li ving in where me n 

do minate the matern al hea lth service utili zati on decision-making. This mi ght be att rib uted to the 

low level 01' bargaining power or you ng women coupled with their lower soc ioeconumic status 

and informatio n exposu re degraded their parti cipation in the matern al health service uti li zation 

dec ision-mak ing. As women ge tting older, they might ha ve more control over household 

resources, generate thcir own Income, secure freedom of movement and might have be Iter 

pos ition in the soc iety. These all give them the power to decide on their hea lth matte rs. A 

disc li ss ion with 22 years old key in formant women morc substantiates the silmll ioll as follows : 

"[ need IU pay sOllle more alllouil l of money for Ihe mQ.lerna / hea/liI service. i3111 [ dOIl '1 

h{/ve my own income to aj/,ord the payment. ... Therefore I am supposed 10 gef flie Jlwlley 

(l l1 d permission 10 use liIe service F om my husband. " 

Compared to men ill the age category or 30+, men in the age of 15-24 years are more likely 

(RRR=8.9) to make the maternal hea lth service utili zati on decision by their own rather than 

jointl y wi th their wives. Moreovcr, they are less likely (RRR=0.006) to let their wi ves make the 

dec isions. Thus, men in the age group of 15-24 years are so le decision-maker abo ut materna l 
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hea lth service utilizat ioll in their household. Among the possib le reasons the low educational 

attainment (see Tab le B. 3 in Annex) and income (see Table B.4 in Annex) of younger men mi ght 

di verted their maternal hea lth service utili zati on decision-mak ing pract ice to be made by them. 

Moreover, the cost associated with pregnancy- related heal th care services is hi gh. So, wives 

cannot allord the paymen!. As a result, men are supposed to cover the payment. Therefore, they 

take the li on share of maternal heal th service utilization decision-maki ng process. 

Educational status 

Compared to i lli terates, literat e womcn are more likely (RRR=3) to make the nwternal health 

service utili zation decision by their own than jointly with th ei r husbands. Moreove r. they 

dominate the dec ision-making relative to their husbands (RRR=5.4). Besides, the oei ei s of men­

cen tered decision-making compared with j oi nt decision-making are 0.2 1 times lower for l iterate 

women than ill i terates. Hence, literate women made the maternal heal th service ut il iz'lti on 

decisions by their own or together with thei r husbands. This might be allributed to women' s 

educat ion, which provides them with more opportunity to part icipate in the process of 

moderni zati on and enable them to bri ng about changes in the economic and social situation. 

Thi s, in turn , improves their know ledge and practice of reproducti ve health rights and improves 

their decis ion-making power. Moreover, educaLed women may have higher sLaLus wit hin Lheir 

famili es and their higher staLus make Lhem more effecti ve at negoLiating for their hea lth ca re. 

This resulL is in agreemen t with different research findin gs which concl uded thaL educat ion for 

women positi ve ly affec ts conjugal communication and faci li tates egalitarian dec isiun-making 

(Chapagain 2006; Hossain 1998; Laban and Gwako 1997). Furthermore, education ,tlTeeLs 

women's si tuaL ion through dec ision-making aULonomy, conLrol over resource, know ledge and 

exposure LO mockrn world and husband wi fe closeness (Jejeebhoy 1992). Mnrcowr. l'ducati on 

improves women 's ability to res iSL subjugation and 10 obLain greater power in ci ec ision-mak ing 

(Hogan Cl.al 1999) . The quanLitaLi ve finding is furLher su bstantiated by a 10'" grade completed 

key informant women as follows: 

" Rega rding lIIalernal health service urilizarion ..... lhe husbands migh ll10l Ieeilhe pain oj' 

l11atenwl heallh problems. We are in Ihe firsl place 10 feellhe pain. There/i)re. ' I'e need 10 

lell Ihern /() have Ihe heallh service so as 10 rake care of our heallh. In 1It.)' household, 
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/I/{}sl of Ihe lillie, we lIIade Ihe decision logelher. Somelimes, / made Ihe decision III wke 

Ihe malel'llal heallh service when / feel uncomfortable. " 

Li terate husbands made their wives make materna l health service utili zat ion decis ions or made it 

jointl y. Accordingl y, lite rate husbands are less likely (RRR=0.008) to make the decisions alone 

relat ive to jointl y with thei'r wives than illiterates. Moreover, they are more likely (RR R=7.6) to 

let the deci sion-making autonomy fo r their wives than illiterate husbands. This si tuat io n is more 

clari fied by a 10'h grade completed key informan t men as fo ll ows: 

"As /() "wler/lol heallh service Ulilizafio/1 decisions, I give {he room fo Illy lI 'Ut'. He("{/lIsC' 

she knows her heallh problem, she knows Ihe pain, she is in Ihe fi rsl place lo.filee Ihe 

prohlelll and ils consequences. /n case she needs my help / provide hi'!' lI 'illl Ihe 

necessary Slipport. " 

Education im proves conceptua l reaso ning and may lead to crucial transformati ons in aspir,ltions 

and , even tuall y, to questioning traditional beli efs and authority structures (Manina and Juarez 

1995). Funhermore, it provides people' to obtai n kn owledge and change traditional val ue system 

and adopt modern way of living. Hence, literate husbands might practice modernity and make 

the reproduct ive dec ision-mak ing 1100r open for their wives rathe r than sticki ng to traditiona l 

men dominance decision-making process. 

Number of living children 

Compared to mcn with three or more chil dren, men who ha ve one or two children arc more 

likely (RRI<. =4.6) 10 have women-dominated maternal health service utili zat ion dccisiun -making 

than men-centered. Also they made the deci sion together with their wives than by their own 

( I<.RR=0. 12). Hence, men who have had fewer children let the materna l health serv ice IItili l.'ltion 

decisio n-maki ng to be made by their wives or join tly with thei r wives. From several possible 

reasons, the women's freedom with in marriage is the mos t important one. Because, women wi th 

fewer children can have better econom ic advantages and which im proves women's abilit y to end 

unsati sfactory re lationship (marriage) (Dixo n-Mueller 1993). Hence, to protect the dissolutio n of 

marriage and its related consequences, husbands wi th fewer ch ild ren let thei r wives decidc on 

maternal hea lth service utili zation or make it jointl y. Secondly, having fewcr children for men is 
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associated with being younger in age. Thu s, younger generation 's li fe style is more of modern 

than tradit ional. Consequentl y, they might give their wives the chance to parti cipate in the 

maternal health service utili zati on 'decision-making process. 

Work status 

Compared with not-working women, women who have their own income (working women) are 

less li kely (RRR=0.23) to li ve in where husbands dominated the maternal health service 

utili zation dec ision-maki ng relat ive to joi nt decis ion-making. Furthermore, women l" lving their 

own income are more like ly (RRR=2.88) to make dec isions in their household tha n relying on 

their husbands dec ision. Therefore, women who generate their own income macle the maternal 

hea lth service utili zat ion decision by their own or in j oint with their husbands. Hence. women's 

work helps them to generate their own income and thi s, in turn , improves their socioeconomic 

status in the household and commun ity. Consequently, their bargaining power withi n the 

household and community is improved and this intensifies their capacity to make their health 

scrvi ce uti l ization dec isions. Key informant women with an average monthly income of 250 Birr 

further conso li dated the findin g as follows : 

"For Ihe previo/ls 111'0 years I didn'l have my 011'11 il1col11e ... . al Ihal lillie I /leeded Ihe 

CO/lselll alld 1Il0ney FOI1l my h/lsballd for Illy heallh care paymel1l . 8/1 / nO li' I have my 

own illcollle U;-OI11 sells a/firewood) and I gel lrealmenl as .1'0011 as l ./eel/l/lcom/iJl"/oble. 

Whenever I [{{II '/ (lJIo rd Ihe}ee, I ask my husballd or lake u /o(lnFol11l11yji"ielll/s. 

This result is in li lle with the study l"inding by Hadi (200 I ) which concluded th at women's 

participati on in economi c activities and their ability to contribute financially to the famil y can 

increase their rol e in household dec ision-making process. Furthermore, woman 's employment 

outside home ex poses her to the outside world , prov ides a sense of finan cia l inclepc'ndclIl'c and 

Increases her bargaining power and autonomy within the household and soc iety (Chen 1'1'1): 

Pru thi et al 1999; and Di xon-M ueller 1993 as cited in Yesudian 2004). In con tra st, poor 

economic status of women curtailed them from making independent decisions (Chapagain 2(06). 
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Exposure to media 

Compared to men with occasional or no access to media, men with regular access to media are 

more likely (RR R=4.8) to ha ve women-centered maternal health service utili zation decision­

making than joint decision-making. Havi ng women-centered dec ision-making practice relat ive to 

men-centered are 5 times higher for husbands with regular ex posure to media than th ose who 

have no or occasi onal ex pos ure to media. Hence, men having regular access to media open the 

floor of maternal hea lth service utilization decision-making process for their wi ves . The poss ible 

exp lanation is tha t ha ving access to media will give full information about th e reproducti ve 

health issues including reproductive rights, and thi s leads to ha ve egalitarian or W()[llell -eo'llte l\:d 

clecisioll-maki ng practi ce. 

Physical harassmen t or verbal abuse 

Compared to women who arc vic.lim of ph ys ical harassment or verbal abu st!, wome ll who <Ire 1101 

a victim of physical harassment or verbal abuse are less li kely (RRR=0.39) to make the matern al 

hea lth servi ce utili zation deci sion by thei r own than jointl y with their husbands. Likewise, 

husbands who did not harass or abuse their wives are less likel y (RRR=0.37) to prov ide the 

maternal health service utilization decision-making powcr for their wives rather they participate 

in the decision-making process . It can be concluded that wo men who have not harassed or 

abused by their husbands; and men who have not harassed or abused their wives are more likely 

to make joint maternal health serv ice utili zation dec isions in their household. From the bivariate 

finding, majorit y of women who were not experienced harassmen t or abuse were older (see 

Table B.I in Annex). As have seen in the relation between women' s age and maternal health 

service utili zation (see Table 5.1), majori ty of older women made the deci sion jointly or by their 

own. With increasing age , vio lence lessens and decision- making power of women develops. 

Moreover, th is finding co rroborates the stu dy result of Chapagai n (2006) which c()ncl ud ed 1h"t 

women ex peri enced violence from their husbands are less li ke ly to part icipate in alllen;ual ei re 

utili zati on dec ision making. Furthermore, husbands who did not harass or abuse their wives 

might believe in spousal communicat ion and share the decision-making power equall y wi th thei r 

wIves. 
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Table 5.3 Mult inomial log isti c regression analys is result of matern al heal th service utili zat ion dec ision-maki ng of weavers in Add is 

Ababa, 2009 . 

Women sample Men Sample 

Husband Vs Wife Vs Wife Vs Husband Vs Wife Vs 
Wife Vs Both Both Husband Both Both Husband 

Characteristic Sc(~) RRR Se(~) RRR Se(~) RRR Se(~ ) RRR Se(~) RRR Se(~) RRR 
Age 

15-24 0.54 1.06 l AO 2.70* 0.20 0.39* 0.54 0.56 1.95 8.90** 0.007 0.006** 

25-29 0.20 OA8 0.63 1.50 0.14 0 .3 1 OA3 0.88 1.20 L50 0.5 1 0.58 
30+ (ref) 

Educa tiona l sta tus 

Illiterate (ref) 

Literate 1.20 3.00** 0.10 0.21 ** 1.76 5AO** 1.20 1.60 0.005 0.008** 1.63 7.60** 

Religion 

Orthodox (Ref) 

Protesram 0.30 0.82 0 .37 1.07 0.30 0 .76 1.00 2.73 0.63 1.10 1.47 2A4 
Number of children 

1-2 0.34 0.84 OA4 1.10 0.35 0.80 0.63 1.47 0.10 0.12* 1.79 4.60** 

3+ (ref) 

Work status 

Working 0.24 0.66 0.08 0.23 ** 1.06 2.88** 

Nor working (ref) 
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(Tobie 5.3, C{/J llillued) 

''''omen sample Men Sample 

Wife Vs Husband Vs Wife Vs Wife Vs Husband Vs Wife Vs 
Both Both Husband Both Both Husband 

Characteristic Se(l3) RRR Se(13 ) RRR Se(l3) RRR Se(l3) RRR Se(l3) RRR Se(l3) RRR 
Income 

<= 300 bi lT (ref) 

30 1-500 bi rr OA8 1.25 0.G8 IA2 OA8 0.88 

>=501 0.91 1.89 0.27 0.30 6.00 6.30 
Media exposure 

Regu lar 0.53 1.20 OA7 0.88 0.71 1.35 1.82 4.8** 0.3 1 OA7 1.72 5.00** 
OccasionallNever (ref) 
Physical ha rassmenti 
verbal abuse 

Committed (ref) 

Not committed 0.14 0.39* 0.25 0.69 0.23 0.57 0. 17 0.37' 0.25 OA2 0.56 0.89 

Years lived in Addis 

Below I I (ref) 

11 -20 0 .20 OA9 0.21 0.54 OAI 091 0.70 1.10 0.55 0.80 1.10 l AO 
Above 20 0.80 1.50 0.7 ! 1.28 0.62 1.20 0.52 0.74 1.30 1.55 OA4 OA8 

LR chi2(22) 110.16 255.61 

Prob > chi2 0.000 0.000 
Pseudo R2 0.1799 0.4167 

** Significant at 1%: *Signi fican{ at 5ck ; ref- indicates reference category; unmarked- indica tes insignificant variables: RRR- relative ri sk ration: Se ( ~)­

standard error of the coefficient; the significant LR stati stics (Prob>chi2=O.()()Q) shows that all the regressors have significant impact on decision-making pattern . 
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Chapter Six 

Conclusions and Recommendations 

6.1 COI1c1usiol1s 

The study investi gated the gender power relat ions in reprod ucti ve deci sion -making or mi gran t 

weavers, who are li ving in Addis Ababa, from Gamo Gofa zone of SNNPR. The objectives were 

assess ing the reproductive decision-maki ng pattern and identifyi ng the determinant facto rs 

assoc iated wi th reproductive dec ision-making in th e study popul ation. To meet the object ives. 

res pondent s were asked a series of ques tions related to rep roduct ive deci sio n-making. Fina ll y, 

the decision-ma king patterns were ana lyzed by using both descri pt ive and inferen tial stati sti ca l 

methods. Moreover, qua litative inrormatio n was ga thered to substa ntiate the quantita tive 

rindings. The foll owing are the major findings obtained from the study . 

The study demons trated the subordinate pos ition of wo men in the weaver's commun ity. The 

inequality between men and women in the study sample were observed in diffe rent aspects. 

Accord ingl y, wives were less educated, does not have their own income, have a lower exposure 

to inform ation, are prone to physica l harassment or verbal abuse and al so younger in age 

compared to their hus bands. 

Furthermore, the ma terna l health service utilization of the study sample was very low (69% 

an tenatal care coverage and 20% de li very care coverage) compared to the situation in Add is 

Ababa. No netheless, the know ledge of contracepti ve use was fo und to be 100% 1'01' women and 

98. 1% for men while the practi ce was 60% for women anci 15. 1% for men in the study sample, 

which is better th an the nati onal average. 

Data gath ered rrom the study responden ts shows that majority of women res pondent s (36%) 

ha ve the att it ude or men-centered contracept ive decision-maki ng. Furthermore, roughly hall' or 

the wo men (45.3 %) use contracep tive accorciin g to their husband' s dec ision. or the men sal11p le, 

45. 1 % have joi nt dec ision-l11aking att itude fo r contraceptive use. Moreover, al11 0ng l11en who 

ever practi ced contracepti ves, overwhell11ing majority (97. 1 %) practiced in consensus wi th the ir 
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wives. Bes ides. the maj orit y or men and women support j oint maternal health se rvice utili/.ation 

decision-mak ing and prac tice it in thei r households. 

Age, education, number of children , work status and exposure to media are rou nd to be 

significant determinan ts of contracepti ve use decision-making of women. On the other hand, 

educational statu s, age and phys ica l harassment or verbal abuse of both men and women: work 

status of women, number of children of men and media exposure of men are the demograph ic, 

soc ioeconomic and cu l tural determinants which affects the maternal hea lth service uti lization 

dec ision-mak ing of the study population. 

Accordingly, women in the age category of 15-29 years reported that their husbands take the 

upper hand of contracept ive use dec ision-making and those in the age group of 15-24 years 

reported the same for maternal health service utili za ti on decision-making in their household. 

M oreover, 15-24 years old men confirmed thei r sole decision-maki ng power or matel'llal health 

servi ce utili za ti on in their household. 

Education is an essent ial too l for achiev ing the goals of equality (UN 1995). Moreover, 

schooling is the prerequis ite for both male and female to enter into modern world li vi ng style 

(Pil la i and Wang 1999) and it boosts personal and social-well being of an individual. 

Accordingl y, li terate women take the l ion share or make active part icipation in reproductive 

decision-maki ng process in their household . Besides, literate husbands let the maternal hea lth 

se rvice utili zat ion decision-making power for their wives or made it j oin tly. 

Smal ler fam i ly size for women creates more time for community act ivities and work ou tside the 

home (FHI 1998), whi ch helps them to have more autonomy in the household . AccOI'd ingly. 

women with smaller number of liv ing ch ildren made the contracepti ve use decision by thei r own 

or together wi th their husbands. Li kewise, men having smaller number of children pl'Ovide the 

maternal health se rvice util ization decision-making power for their w ives or made it j ointly in 

thei r household. 

Women's cont ribu tion in econom ic activities mod ifies the traditional gender re lations within the 

household, creates opportuniti es for women to exercise some degree of autonomy and improve 

their participation in reproduct i ve decision-making (Hadi 200 1). Accordingly, working women 
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are more li kely to ha ve women-centered or j oint maternal health service ut ili zati on decis ion­

making. Furthermore, they are so le decision-maker of contraceptive use in their household. 

M ed ia is a med ium through which an indiv idual could obtain knowledge, awareness and 

in form at ion outside school curriculum (Yesudian 2004) . Furthermore, information, educat ion 

and communicat ion are increasingly becoming important components of behavioral 

transformat ion of human population (Kwankye and Augustt 2006). Accordingly , regular access 

to med ia for men increases the odds to have women-centered maternal hea lth service utili zation 

decision-making. Similarl y, women with regular access to media made the contracepti ve use 

decision by their own. 

Vio lence against women is the resu lt of norms of men enti tlement and ownership of women . 

male contro l of wealth in the family and male control of dec ision-making autonomy in the 

fam il y (Blanc 200 1; Heise 1998 and Lev inson 1989 as ci ted in Murphy and Ri nghcim "()O l ). It 

is also the cause and consequence of women's low status (Haregewoin and Emebet 2002; HaJi 

20(4). Bes ides, it endangers the psychological well being of the mother (Haji 2()04), which 

directl y affec ts the reproducti ve hea lth behavior and decision-making capacity of the abused 

women (UNFPA 1998). Accordingly, women who have not phys ica lly harassed or verball y 

abused by their husbands are more likel y to have j oi nt maternal heal th service util ization 

decis ion-maki ng in their household. On the other hand, men who did not harass or abuse their 

wives are more likely to have j oin t maternal health service utilizat ion decision-making. 

All the above findin gs clearl y show that the intra-household gender power di fference is one of 

the determin an ts for the reproducti ve deci sion-making process in the household. 
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6.2 Recommendations 

The foll owing measu res are recommended based on the findings of the study: 

• Women are underrepresented than their men counterparts in educati on, income. access to 

media and ot hcr. This shows the gender inequality in the study communi ty, wh ich 

negat ive ly affects the reproductive decision-making power of women. It underscores the 

women 's empowerment as one of the entry poin t for enabling them to make the 

reproductive decisions by thei r own or jointl y with their husbands. Impro ving womcn's 

status and empowe ri ng them enhances their autonom y and participation in family 

dec is ion- ma king includ ing reprod uctive decisions (Eguavoen eLal 2(07). Thus. the 

formul ated po li cies li ke Na ti ona l Poli cy of Ethiopian Women, National Popu lati on 

Po li cy, The Eth iop ian Educat ion and Training Policy, Health Policy and othcr policies 

which advoca te the women's empowerment shou ld be implemellled in we ll organized 

way. 

• Effort s shou ld be made to foster the eliminat io n of gender imbalance and promote gender 

equality in the stud y communiti es, especia ll y among those categories who ha ve reported 

men-centered reproductive deci sion-making. Generall y, more shou ld be clo ne on 

advocacy for reproductive ri ghts, enhanci ng men' s participation in reproducti ve health 

and preventing illlra-househoid gender inequality. This will be ach ieved through 

Information Ed ucation communication (IEC) or Behavioral Change Communicatio n 

(BCC) 

• Ed ucation affects the reproducti ve dec ision-making pattern posi ti vely. Thus. empowering 

the study popu lation in education, especiall y in the form of adult educat ion wi ll LTcate 

more or egal itarian dec ision-making pattern . 

• Fewer children in the household is associated with women-cen tered or joint reproduct ive 

dec ision-making. Having sma ll er famil y size is very important not only for shaping 

reproductive dec ision-making pattern of the household bu t also for soc io-econom ic and 

hea lth benefi ts of the family. Thus, thi s finding underlines the need of promoting smaller 

fam il y size norms as a stepping stone for mot ivati ng egalitaria n or women-ce lliered 

reproductive decision-making process in the study population. 
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• Women's work is direct ly related to their reproductive decision-making power. This 

findin g underscores the need or women 's economic empowerment. To achieve th is goal 

governmental and nongovernmental organi zat ions should work hand-in-hand so as to 

create the income generati ng mechanism for women' s in the study populati on. Thi s goal 

would be achieved t!1 rough the provision of cred it services, skill s training and the likes. 

• Media exposu re stimulates egali tarian or women domi nance reproductive decision­

making pattern in the household. Facilitating the mechanism through which the study 

populati on will reap in fo rmation on reproductive hea lth issues is vita l . Thi s might be 

achieved th rough provis ion of LEC/BCC for the study populati on th rough medias. 

Furthermore, efforts should be made to st rengthen spousa l communica tion and 

negotiation ski ll s among couples through the provision of media access . 

• Fu rther st udies should be conducted by including ex tra-household environmen tal 

parameters such as indi vidual access to resource ou tside the household. marriage market. 

marriage institutions etc which might affect the reproductive dec ision-making pattern or 

couples. 
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Annexes 

Annex A: Test of Model Assumptions 

Annex A.1: Test of Multicollinearity 

Table A. I . I : Contingency coefficient values for tes t of multicollinearity in the women sample. 

Years 
Work li ved in 

Age Educat ion Religion Ch ildren status M edia Violence Addis 

Age I 0.15? 0.055 0.524 0. 132 0.026 0.183 0.32 

Education I 0.02 0.071 0. 183 0.424 0.095 0336 

Religion I 0.038 0.023 0.14 0.09 1 0. 187 

Children I 0.03 1 0.032 0.17 035 

Work status I 0.195 0.056 0.257 

Media I 0.055 0.386 

Violence I o 182 
Years l ived 
in Addi s I 

Table A.I.2: Contingency coeflicient val ues for test of multicollinearity in the men sample. 

Years 
li vcd in 

Age ~ducation Rel igion Ch ildren Income Media Violence Add is 

Age I 0.187 0. 144 0.562 0.246 0.052 0.201 0505 

Education I 0.223 0. 11 5 0.204 0.205 0.008 0.2 17 

Rel igion I 0.049 0.072 0.032 0.058 0.054 

Ch i ldren I 0.256 0.182 0.3LJ 0.492 

Income I 0.288 0.055 0. 174 

Media I 0.032 0.18 

Violence I 0242 
Years li ved 
in Addis I 
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Annex A.2: Test of Outliers and Influential Cases 

Table A.2.1: C lassificati o n accuracy fo r a ll cases, and a ft e r o mi tt in g ou tli e rs and i ll ri ll l'll l i:1I cases 

for cont racep tive use dec ision-mak ing in the women sample. 

Classi fication accuracy wi th all cases Classificati on accuracy afler omilling oulliers 

Predicted Predicted 

Percent Percent 
Observed Wife Husband Both Correct Observed Wife Husband Both Correct 
Wife 20 9 13 47.60% Wife 22 7 11 55.00% 
Husband 

3 74 9 86.00% Husband 4 72 9 84 .70% 
Both 6 17 39 62.90% Both 7 13 40 66.70% 
Overall Overall 
Percentage 15.30% 52.60% 32.10% 70.40% Percentage 17.80% 49.70% 32.40% 72.20% 

With ;!l l cases Ih~ c lasslllC<lIIOn acc lIr;lcy rail! was 70.4%. Alte r Ollllttlllg olltllcrs and IIllillcntwl cllse.S thl' :tn.'ural'Y 

rai l' improved to 72.2%. However, si nc!.! the amou nt o f the im.: rease is less tha n 2% (i.c. 72.2fYt,-70.4f7r:::: I.i'\fA'J. the 

lIIodel w ith alt case .... was interp reted . 

Table A.2.2: Class ifi cation accuracy for all cases, and after omi tting outli ers and infl uenti al cases 
for maternal health se rvice utili zati on decision-making in the women sample. 

Classi fi cation accuracy w ith all cases Classification accuracy after omitting outl iers 

Predicted Predicted 

Percent Percent 
Observed Wife Husband Both Correct Observed Wife Husband Both Correct 
Wife 50 14 23 57.50% Wife 50 14 23 57.50% 
Husband 14 63 18 66.30% Husband 14 63 18 66.30% 
Both 21 24 52 53.60% Both 21 24 52 53.60% 
Overall Overall 
Percentage 30.50% 36.20% 33.30% 59.10% Percentage 30.50% 36.20% 33.30% 59.10% 

. -The :.tlllount 01 IIlcreast,! 1Il c lassil rc<ltJon accu racy IS 59. 1%-59.1-0% whIch shows that there IS no Oluliers and 

in fl ue nt ia l cases. 

Tab le A.2 .3: Classi fi cation acc uracy for all cases , and aft er omilling outli ers and in t"i uen tial cases 
for maternal health service utili zation decision-making in the men sample. 

Classification accu ra<?ywith all cases Classification accuracy after omitti":L9 .outl ie rs 

Predicted Predicted 
Percent Percent 

Observed Husband Wife Both Correct Observed Husband Wife 80th Correct 
Husband 

88 1 11 88.00% Husband 89 1 7 91.80% 
Wife 4 39 32 52.00% Wife 

3 41 30 55.40% 
Both 12 19 76 71.00% Both 11 21 74 69.80% 
Overall Overall 
PercentaQe 36.90% 20.90% 42.20% 72.00% PercentaQe 37 .20% 22.70% 40 .10% 73.60% 

. -
The amount 01 Increase III c laSSl h catlon accu racy IS 73.6%-72.0%= 1.6% whIc h IS less [han 2£'ih. 1 herd ore. the 

model with a ll cases was illte rpreted. 
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Annex B: Supportive Analysis 

T ab le 8. 1: C ross tabulation of women's age and ph ys ica l harassmen t or verbal abuse. 

Phys ica l or verba l violence' Age of the respondent Crosstabulation 

Aae of the resDondent 

15-24 25-29 30+ Total 
Physical Commited Count 79 77 63 219 
or verbal % within Physical 
violence or verbal violence 36.1% 35.2% 28.8% 100.0% 

Not Count 26 25 47 98 
commitedlNegotiation % within Physical 

26 .5% 25.5% 48.0% 100.0% or verbal violence 
Total Count 105 102 110 317 

% within Physical 
33.1% 32.2% 34.7% 100.0% 

or verbal violence 

Tab le 8.2: Cross tabulat ion of men' s average i ncome and the ir educat iona l status. 

The educational 
attainment of 
resDondents 

liilerate Literate Total 
The average <-300 birr Count 35 72 107 
monthly income % within The average 

32.7% 67.3% 100.0% 
monthly income 

301-500 birr Count 54 97 151 
% withi n The average 

35.8% 64.2% 100.0% monthly income 
>,501 birr Count 6 53 59 

% within The average 
10.2% 89.8% 100.0% monthly income 

Total Count 95 222 317 
% wi thin The average 

30.0% 70.0% 100.0% monthly income 
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Tab le 13 .3: Cross tabulalion of men 's average income and their age. 

The average monthly income 

<=300 birr 301·500 birr >=501 birr Tolal 

Age of the 15·24 Count 19 25 2 46 

respondent % within Age of 4.3% 100.0% 
the respondent 

41 .3% 54.3% 

25·29 Count 40 48 10 98 

% within Age of 
40.8% 49.0% 10.2% 100.0% 

the respondent 

30+ Counl 48 78 47 173 

% within Age 01 
27.7% 45. 1% 27 .2% 100.0% 

the responden t 

Total Count 107 151 59 317 

% within Age of 
33.8% 47.6% 18.6% 100.0% 

Ihe respondent 

Table 13.4: Cross tabulati on of men' s educational status and their age. 

The educational 
attainment of 
respondents 

Iliterate Literate Total 

Age of the 15·24 Count 21 25 46 

respondent % within Age of 
the responden t 

45.7% 54.3% 100.0% 

25·29 Count 35 63 98 

% within Age of 
35.7% 64.3% 100.0% 

the respondent 

30+ Count 39 134 173 

% within Age of 
22.5% 77 .5% 100.0% 

the respondent 

Total Count 95 222 317 

% within Age of 
30.0% 70.0% 100.0% 

the respondent 
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Annex C: Questionnaires (Data Collection Instruments) 

Hel lo, my name is _______ ' I am working as a data coll ector for the st ud y with titl e 

"Gender Relations in Reproduct ive- Dec ision Making: The Case of Weavers in Addis Ababa," 

Thc st ud y is conducled by a postgraduale slU del1l of Addis Ababa Unive rsil y fo r Ihe pan ial 

fulfillment of Master of Science Degree in Popu lation Studies " 

The informati on yo u give through thi s questionnaire is used fo r the research pmpose and it is 

confidential (nol pass to the third pany) , Moreover, participation in thi s survey is vo luntary and 

yo u can choose not 10 answer any indiv id ua l ques tions or the whole quest ions, Howeve r. I hope 

that you wil l parti cipate in the stud y since yo ur cooperat ion is hi ghl y va luable fo r Ihe success of 

the study, I apprec iate yo ur pan icipation in thi s survey and I kindl y request you III a'''w,', Ihe 

questions accordingly, Thank You' 

[Woman's Questionnaire] 

Secti un One: Ques tionnaire identification 

101 Kine · Kelclllil 102 Ke bele 

103 Questiullna ire Id t04 Data co llectors Id 

105 Date or interview _1_1_-

Section Two: General information of Respondents 
.-

20 1 Sex I) Female 2) Male 

202 How old are you ? 

203 Pl ace or binh 

204 How long Iwvc you been living 

cont inuollsly in Addis Ababa 

205 Wha t is your reli gion? I ) Orthudox 2) Protestillll 

3) Olhe r 

206 Have you ever allended ro rmal school') I ) Yes 2) No (Skip to Q208) 

207 What is the highest grade you completed 

208 C an YOLl rC<H.I ;'lntl understand ,I letter or I) Easily 2) Wil h dilli c uli y 

nc\vspaper? 3) NOI al all (S kip to Q2l0) 
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209 How orten do YO ll read newspaper or I) Almost every day (a t least four times a week) 

magazine'! 2) At least once a week 

3) Less than once a week 4) Not at all 

210 How often do you listen to radio? I) Al most every day 2) A t least once a week 

3) Less than once a week 4) Not at all 

2 11 How oneil do YO ll watch telev ision? I) Almost every day 2) At least once a week 

3) Less than o nce a week 4) Not at all 

2 12 How long have YOLI been with your 

partner since marriage? 

213 Some ti mes when you and your I) Keep quite 2) Cry 3) Quarrel or yell 

partner have se ri oLls argument or 4) Threaten to beat, slap, kick or ph ys icall y harlll 
misunderstanding, what measu re or 5) Actually beat , s lap, kick or ph ys ically harm 
ac ti o n do yo u take agains t you r 

6) Other 
partner? 

Multiple response is ~Qssi hle 

Section Three: vVorking status and income 

301 What is yo ur occ upat ion (kind of work you I) Weaving 

spend most o r yo ur t ime)') 2) CO ll ecting firewood fo r sa le 

3) Domest ic activities like cook ing food , chi ld 

care, rami I y care elc. 

4) Facilitat ing material s for weavin g 

5) Other 

302 How Illu c h do/d id you usua ll y earn per 

month rro lll you r occ upat io n (on average)'J 

303 A side rrom yo ur regular occupati on, are I) Yes 2) No (Skip to Q3t16) 

you currentl y e ngaged in additi o nal work? 

304 As ide frolll yom regular occupation, on 1) Dail y laborer ill construction, flower indus tries 

what kind or add iti o nal wo rk do you etc 
engaged? 2) Selling thin gs CG uli t') 

Mlllli ll ic r~~ llt )ll ~~ is jl()SS illl~ 3) Co ll ecting firewood for sale 4) Guard 

5) Other 

305 How mu ch do/did you usuall y earn pe r 

month from yo ur ex tra work? 

73 



:106 How often do you share info rm ali o n with I) Always 2) Occasionally 

yo ur parlner abou l the mo ney yo u earn ? 3) Never 

:107 How o lkn docs your pa rlner share I) Always 2) Occasionall y 

informalion w il h you aboullhe mo ney 3) Never 
he/she earn ? 

:108 Whal do yo u say aboul Ihe money yo u I) More than him/her 2) Abolll lh~ S<lIl1C 

bring inl o Ihe household co mpared 10 your 3) Less Ihan him/her 
parlne r 's? 4) Partner does n' t bring money 

5) I don't kn ow 

6) Other 

:1 09 Who dec id es how Ihe money yo u ea rn will I) Responde nt 2) Panner :1) Jo illtl y 

be used ? 4) Olher _._- -- --

310 Why the person in Q309 decides how Ihe 

money you earn w ill be used? 

ScctiunFour: Respondents family characterist ics 

401 Is you r mo l her s till ali ve? I) Yes 2) No 3) I don't know 

(i f your answer is 2 or 3, Skip to Q4(4) 

402 Where docs yo ur mOlher li ve? I) Same household 

2) Same village or town 3) Elsew here 

403 How o lkn do yo u see your moiller? I) Dail y 2) At least once a week 

3) AI least once a month 4) At least Ollce a year 

5) Less than once a year 6) Never 

404 Is your falhc r s l il l a li ve? I) Yes 2)No 3) I dOll't kilO\\, 

(if you r a nswe r is 2 or 3, Skip to Q4(7 ) 

405 Where does you r falher live? I) Same household 

2) Same vil lage or lawn :1) Elsew here 

406 How o rle n do you see you r ralher? I) Dad y 2) AI least once a week 

3) At least once a 1110nth 4) At least once a year 

5) Less than once a year 6) Never 

407 How man y wives does/did your falher 

ha ve/haeJ'l 

Section Five: Contracep ti ve methods a nd its decision-making 
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50 1 Have yo u heard abo ut an y famil y I) Yes 

pl anning me th od? 2) No (S kip to Q503) 

502 Wh ich way o r met hod have you I) Pill 2) Injectables 3) IUCDs 

heard about ? (read for the responden t 4) Calendar methods 5) Condom 6) Steril izations 

and circle if he/she recognize it ) 7) Lactationa l amenorrhoea (LAM) me thod 

Mli ltil~11QnSe is Ilnssihle 8) Norp lantllmplants 

9) Withdrawal met hod 

10) Other 

503 Have yo u ever used anyth ing or tri ed I) Yes 

ill any way to delay or avo id ,gelling 2) No (Sk ip to QS06) 
pregnant ? 

504 Whi ch me th od(s) have ever useel ? I) Pill 2) Injectables 3) IUCD, ~) CnnduJll 

5) Norpl antllmplants 6) Female stcri liL<ll iuJls 

7) Lactat ional amenorrhoea (LAM ) met hod 

Mu ltinl e response is possible 8) Cal endar methods 9) Withdrawal meth od 

10) Other 

505 What was the mai n reason for lI sing I) Heal th problems 2) Reached desire famil y s ize 

famil y p lannin g meth ods? 3) Economic problems 4) Prev ioll s ucli vl: ry problems 

5) Wanted to rest 6) Partner wanted to stop 

• 7) Wanted to space between births 
Mliitillh! response is unssibl ~~ 

8) Other 

506 W hat was the mai n reaso n for neve r I) Afraid of s ide effects 2) Rel igious rea SOilS 

using famil y p lanning m ethods? 3) Cost too much 4) Wants chi ldren 

5) Call ' t gel pregnant 6) Opposed Il1L'IIHld" 

7) Partner opposed to method s 
Multinl e res ponse is possible 

8) Diffi cult to get FP method s 

9) Doesn't want to go to FP c linics 

10) Other 

507 Have you an d you r partn e r evcr I) Yes 

disc ussed doin g something to de lay 2) No (S kip to QS09) 

or avoid a pregnancy? 

508 At the firs t time you disc uss about I) Agreed 2) Refused 

FP, w hat was your partne r' s o pini o n? 3) Indifferent 
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509 II' you and your partner have different I ) Respondents 

opinion on ramily plann ing methods, 2) Partner 
whose desi re the rinal dec ision w ill 3) Joint 
be foll owed? 

4) Other 

510 Wh y the dec isioll is rol lowed accordillg 

to the des ire or the persall i ll Q50n 

51 1 Who do you think should dec ide if I) Husband 2) Wire 

the couple shoul d use family planning 3) Jointly 
methods? 4)Other 

5 13 W ho usuall y decides about usi ng I ) Responden t 2) Partner 3) Jo intl y 

famil y plann ing method in your 4) Other --
household '? 

-
Sectioll Six: Family s ize and decis ion-m aking about number of children 

601 H ave you ever gi ven birth? I ) Yes 2) No (Skip to Q604) 

602 How many ch ildren do you have? I ) Number of boys 

2) Nu mber of girl s 

603 H ow many or them are alive '? I ) Number o f boys ___ 

2) Nu mber or girl s 

604 How Illan y chi Idren do you want to I ) Number or boys 

have in your lifetime? 2) Number of girl s 

605 Have you ta lked w ith your partner I) Yes 

about the total number of children you 2) No (Skip to Q6(7) 
would like to have together? 

606 At the ti me you talked, what did you r I ) More children than you 

partner want? 2) Fewer children than you 

3) The sume number as you 

607 Have you ever discussed whether to I ) Yes 

stop hav ing chi ld ren with your 2) No (Skip to Q61l) 
partner? 

608 How many children had you given 

birth to when you f irst discuss to stop 

having child ren? 
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609 At the time you first discuss this, did I) Yes 

you want a/ano ther child? 2) No 

6 10 A t the t ime you lirst discuss thi s, did I) Yes 

you r partner wan t a/another ch ild? 2) No 

6 11 If you and your partner have different I ) Respondents 2) Partner 

opin ion about the number of ch ildren 3) Jointl y 
you should have, whose desire the 4) Other 
final deci sion wi ll be followed? 

612 Why the des ire of the person in Q61 1 

should be followed" 

613 Who do you th ink shou ld dec ide the I ) Husband 2) Wife 3) Joint ly 

number o f children a couple should 4) Other 
have? 

-
615 W ho usuall y decides about the I) Respondent 2) Partner ~ ) .J oj 1111 ~ 

number of children you wi ll have in 4) Other 
you r famil y? 

Sect ioll Seven: IVI<J ternal health service utilization and decision-making 

7() 1 When was your last pregnancy? 

702 Did you see anyone for antenatal care I) Yes 

during your last pregnancy? 2) No (Skip to Q7(6) 

703 Whom did you see? I ) Health professiona l 2) Community health agent 

3) Trained trad itional birth allendant 

4) Untrained trad it iona l birth allendant 

5) Other 

704 Where did you rece ive antenatal care fo r I ) At home 

the last pregnancy? 2) Publi c heal th center (hospi tal , health post etc) 

3) Pri vate hea lih center 

4) Other 

705 How many times did you receive 

antenatal care I'o r the last pregnancy? 

706 W ho assisted you with the delivery of I ) Hea lth profess ional 2) Communit y hea lth agent 

the last ch i ld ') 3) Trai ned traditional binh attendant 
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4) U nlrained tradit ional birth atlendan t 

5) Fri ends/Relati yes 

5) Other 

707 Where di d you gi ve birth to the last I ) At home 

child? 2) Public health center (hospita l, heal th pos t etc) 

3) Pri vate health center 

4) Other 

708 Have YO ll ever disclI ssed aboll t maternal I ) Yes 

health serv ice utili zati on with your 2) No (Skip to Q7 10) 
partner') 

709 At the first time you di scuss about I ) Agreed 2) Refu sed 

maternal health service util izati on, what 3) Indiffercnt 
was your partner's opinion? 

7 10 If you and your partner have el i freren t I ) Respondents 2) PartllL'r 

opinion abuut maternal h ~allh serv ice 3) Jo intl y 
ut i li zation , whose des ire the rin al 

dec ision w ill be followed ? 
4) Other 

7 11 Why the des ire or the person in Q710 should 

be rollowed') 

7 12 Who do you think should decide if the I ) Husband 2) Wi fe 3) Jointly 

wife should usc maternal hea lth 4) Other 
services? 

71 4 Who usuall y dec ides about use of I ) Respondent 2) Partner 3) Jointl y 

materna l health serv ice in you r ra m ily? 4) Other 
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[Man's Questionna ire] 

The following modifi ca tions wcre done on the man 's questionnaire. 

,. From Section Five: Q ucs tion num ber 504, 505 and 506: were modi fi ed accordingly as 
fo llows. 

504 Which methodes) have ever used? I) Condom 2) Ca lendar melh ods 

Mult iu1e rC::ijlUllse is Iloss ihle 
3) Withdrawal mel hod 6) Ma le sieri lizalions 

10) Olher ... 

505 What was the main reason for us ing I) Health problems 2) Reached des ire r""1 i l y~;;;--
fam il y planni ng methods? 3) Economic problems 4) Partner wantecllO stop 

~/Iul t ill i e reSIlOllse is Ilossihh-- 5) Wanted to space between births 

6) Other ._ ._-

506 W hat was the main reason Cor never I) Arraid or side errects 2) Rei igious rCilSO I1 S 

using fam ily plan ning methods? 3) Cost 100 much 4) WalliS childrcil 

5) Opposed meth ods 6) Partner opposed \0 met hods 

7) DilTicult 10 gel FI' methods 
Multiple response is poss ible 

8) Doesn't wan t to go to FP clinics 

9) Other 

:;.. From Section Seven: Onl y quest ion numbers 708-7 15 were inc luded in the man 's 

ques ti ollil ai reo 

The remaining questions are the same as the woman 's questionna ire. 

Questions asked for key informants 

I. Who do you Ih illk shoul d dec ide if the couple shoulci use famil y plann ill g Illcl hucis" 

Why" 

2. Who aClU ally decides the use of famil y planni ng methods in your household" Why'! 

3. Who do yo u think shoul d dec ide if a wife shoul d use matern al heal th se rvices'! Why" 

4. Who us uall y dec ides the maternal heal th service utilization in your household ') Wh y? 

5. Which fami ly planning method is the most used method by the study commLlilil y" Why" 

(q ues tion ra ised fo r kebele heal th offi cer) 
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