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Abstract
Background Women alone contraceptive decisions making has become one of the top burring public health 
agenda. Despite Contraceptive method options are available and accessible, contraceptive prevalence rate (CPR) in 
Ethiopia is not far beyond 41%. Evidences showed that the freedom of women to choose the contraceptive method 
they desired to use is one of the potential determinants for the sluggish pace of increase in contraceptive usage. In 
this era of sustainable development, determining the level of women own contraceptive use decision making and 
identifying its correlates is very critical for the ministries and relevant partners’ effort in tracking the achievement of 
Sustainable Development Goal (SDG) 5.2 by providing actionable evidence through informed decision-making with 
the aim of improving contraceptive uptake; reducing maternal mortality and improve newborn health.

Methods Nationally representative cross-sectional data from Performance Monitoring for Action (PMA) 2021 was 
used in this study. The sample was restricted among2446 married women who have been using or most recently 
used modern contraceptive method. Cell sample size adequacy was checked using a chi-square test. Frequency 
was computed to characterize the study participants. Multilevel binary logistics regression was used to identify 
factors associated with women own contraceptive use decision making. The findings were presented in a form of 
frequencies, percentage and as an odds ratio using 95% confidence interval. A p-value of 0.05 was used to declare 
significance.

Results This study revealed that higher than one in two women (59.49%; 95% CI: 57.7-61.38%) decide their 
contraceptive use by themselves. What is more interesting is that 1 in 16 women (6.06%) reported that they did not 
participated in their contraceptive use decision-making.-. Women aged 20 to 24 years; (AOR: 2.51 (1.04, 4.45)), women 
who stayed10 and above years in marriage; (AOR: 1.73 (1.08, 2.77)), whose husband and/or partner age is 41 and 
above years; (AOR: 2.14 (1.06, 4.31)) and those who obtained contraceptive method they desired; (AOR: 2.49 (1.36, 
4.57)) had higher odds of deciding their current and/or recent contraceptive use by their own. On the other hand, 
women mixed feeling if they became pregnant at the time of the survey; (AOR: 0.6 (0.44, 0.91)), women who started 
using contraceptive at younger age, 19 to 24; (AOR: 0.6 (0.44, 0.81)), those who use long acting and/or permanent 
method; (AOR: 0.54 (0.41, 0.71)) and those married at younger age, 10 to 19 years; (AOR: 0.28 (0.09, 0.86)) had lower 
odds of independently deciding their current and/or most recent contraceptive use.
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Background
Modern contraceptive use decision making refers to 
the ability of a women freely choose the contracep-
tive method they desired to use through the process of 
informed decision-making by effectively minimizing 
unnecessary pressure from important others around 
them [1–5]. Contraceptive method decision-making 
has received insufficient attention until recently since 
the priority of health policies, programs and research-
ers focused on availability, accessibility and utilization of 
contraceptive method by availing commodities near to 
the community at lower level through health posts. Simi-
larly research and researchers focused on the factors that 
are influencing women contraceptive utilization. Such 
policies, program and research inclination were specu-
lated by the Primary Health Declaration, Save the Mother 
initiatives in low- and middle-income countries [6–9] as 
indicators of the MDG era and the focus of Health Sec-
tor Transformation plan (HSTP) II [7]. However, in this 
era of SDG, however, women empowerment on contra-
ceptive method and other reproductive health services 
uptake have attracted attention on a worldwide scale in 
terms of policy articulation, program design, and imple-
mentation, as well as monitoring efforts that have been 
influenced by researchers [7, 10–25].

Although massive efforts were made, most Sub-Saha-
ran African countries, including Ethiopia, were not 
able to altered or improve their fertility rates overall or 
increase their optimum use of services, particularly con-
traceptive method which is attributed the slower preva-
lence rate which in turn is due to minimal women alone 
decision making on contraceptive use [26–28]. Recent 
evidences showed that women alone decision-making 
towards contraceptive use in particular; and reproductive 
and maternal health services in general is one of the key 
factors influencing service use, thereby contributing its 
share for the lower rate of contraceptive prevalence and 
high fertility rate [28–36]. As a result, though reproduc-
tive, maternal, neonatal, and child healthcare care in gen-
eral and contraceptive method in particular are available, 
easily accessible, and mostly free of charge in Ethiopia as 
well [6, 25, 28, 37–40], uptake is not always ideal.

Therefore, during the last seven years, the global and 
the national communities have shown a paradigm shift 

in ensuring the optimum use of contraceptive services 
[41]. This is shown by the fact that goal 5.6.1 of the 
women’s empowerment main agenda lists the right of 
women to make decisions about contraceptive as a top 
SDG sub-agenda [8, 9, 24, 42] In Ethiopia, contraceptive 
method decision making received minimal or no atten-
tion likewise. By promoting reproductive health services 
use empowerment, including contraceptive use deci-
sion making, the Ethiopian government is committed in 
achieving the Sustainable Development Goal (SDG) to 
improve maternal health, lowering the maternal mortality 
ratio (MMR) from 401 to 279 per 100,000, and increasing 
the contraceptive prevalence rate (CPR) from 41 to 50% 
by 2025 [7]. Most reproductive health services are now 
available and easily accessible to the population due to 
several programs and initiatives launched and carried 
out by the Ethiopian Ministry of Health. For instance, 
provision contraceptive commodities, most maternal 
newborn and child services free of charge [6, 7]. The gov-
ernment further show it commitment by giving focus for 
empowerment in the recent HSTP II [7] and designing a 
separate SRH strategy running from 2021 to 25 [8].This 
suggests that in addition to making services accessible 
and available, it is necessary to examine the level and fac-
tors influencing women alone contractive use decision 
making, which are bottlenecks that impact service uti-
lization [43]. Nevertheless, the factors were not clearly 
investigated in the previous research, therefore it is cru-
cial to address any other possible factors, such as group 
related variables among others. Accordingly, generating 
and availing actionable evidence on contractive use deci-
sion making for the government and relevant partners, 
by determining the proportion of women alone contra-
ceptive use decision making, and identifying its corre-
lates would contributes for the achievement of the SDG 
indicator 5.6.1. This in turn contributes for the increas-
ing national CPR improvement thereby contributing for 
the decrement of maternal and newborn mortality, and 
enhancement of women’s empowerment regarding the 
use of sexual and reproductive health services in general 
and contraceptive use in particular.

Conclusion 59% of women independently decide their contraceptive use which calls up on further improvement to 
enable each woman to decide by their own, with directing special focus for the 6.06% of women who reported no say 
in their contraceptive use decision. Activities targeting on enabling women to use the method they preferred, spacing 
their pregnancy, encouraging women to discuss with their husband on the time and type of contraceptive method 
they used, advocating and promoting marriage at least to be at the minimum age as indicate by the law and maintain 
the marriage duration as much as longer are hoped to improve women alone contraceptive use decision making to 
the fullest.

Keywords Contraceptive decision making, Married women, PMA Ethiopia
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Methods
Study design, and population Cross-sectional data 
from Performance Monitoring for Action Ethiopia (PMA 
Ethiopia) which was collected in the month of Nov 2021 
survey were used for this analysis. PMA Ethiop collects 
nationally representative cross sectional and longitudi-
nal data on maternal, new born health along with Family 
planning, women empowerment/norms and other rel-
evant reproductive health indicators. It was carried out by 
Addis Ababa University’s School of Public Health in col-
laboration with the Ethiopian Public Health Association 
and Ethiopian Statistical services with financial support 
from Melinda Gates Institute for Population and techni-
cal support from Reproductive Health (Johns Hopkins 
Bloomberg School of Public Health), JHSPH.
Women in reproductive age groups who are married and/
or cohabitated and who responded to the female ques-
tionnaire constitute the study’s source population. The 
analysis is restricted to women who are currently using 
and/or recently (within the last two years) used modern 
contraceptive methods. A total of 2446 (weighted count) 
women were included in this analysis.

Sample size and selection techniques
The overall weighted count for this analysis 2446 was 
found adequate to generate reasonably unbiased esti-
mate. Cell sample size adequacy was checked using chi 
square test.

The PMA-Ethiopia cross sectional and longitudinal 
survey was conducted among all women aged 15 and 
49 residing in the selected households between. PMA 
Ethiopia is using a two-stage stratified sampling. A com-
plete census was carried out in the chosen enumeration 
areas, after which 35 households per enumeration area 
were chosen using random number generator. After the 
household survey, all women of reproductive age were 
questioned.

Under the framework for the 2019 Ethiopia Popula-
tion and Housing Census (PHC), which was conducted 
by the Ethiopia Central Statistics Agency, the primary 
sample units, or enumeration areas (EAs) were selected. 
As observations are picked using a method other than 
simple random sampling, the sample data is neither uni-
form nor randomly distributed. This method, commonly 

referred to as complex survey sampling, involves a range 
of selection probabilities at several stages. Each person’s 
weight is inversely correlated with the chance of selec-
tion. Estimate makes use of sampling weights that are 
included with the survey data rather than a straight-
forward random sample weight. Using independent 
selection in each sample stratum and a probability pro-
portional to EA size, a total of 243 EAs were selected in 
the first stage. In the second round of selection, 35 HHs 
per cluster were randomly selected using a random num-
ber generator program from the newly created household 
listing. The interview was open to all females between 
the ages of 15 and 49 who were either permanent mem-
ber of the selected HH or visitors who slept there the 
night before the survey. All of the information on sample 
design and selection techniques is included in the proto-
col of PMA Ethiopia [44].

Study variables
Dependent variable
“Women alone contraceptive decision making” was the 
study’s outcome variable. The dependent variable ques-
tion ‘who made the final decision about what method you 
got?’, with five response categories was dichotomized for 
analysis purposes into “important others = 0” (for mar-
ried/cohabitated reproductive age women who reported 
that the decision on their FP use was made mainly by 
provider, partner, you and provider, you and partner 
and other) and “you alone = 1” (for married/cohabitated 
reproductive age women who reported that the decision 
on their contraceptive use was made only by themselves), 
(Table 1 below) [45].

Independent variable
Potential confounders: Individual women characteristics, 
husband sociodemographic characteristics, contraceptive 
method related characteristics and group or enumeration 
area related variables (both integral and derived) were 
considered in this analysis.

Composite variables were created for contraceptive 
knowledge, contraceptive mass to mass media exposure, 
experiencing IPV, husband forced pregnancy.

“Contraceptive knowledge” was generated by sum up 
responses to the nine contraceptive knowledge questions 

Table 1 Description of the dependent variable
FP Decision Making Variable Question & Responses Categories

Item Response
FPDM who made final decision current/recent method You alone = 1 1 = You alone

Provider = 2 0 = Important others
Partner = 3
You and Provider = 4
You and Partner = 5
Other = 96
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Variables Category Freq. Percent
15–19 years 138 5.63
20–24 years 533 21.79

Age 25–29 years 655 26.79
30–34 years 449 18.35
35–49 years 671 27.44
17 to 30 years 863 35.3

Husband/Partner Age 31 to 40 years 967 39.53
41 years and above 616 25.17
No Education 741 30.29

Education Primary 1078 44.07
Secondary Plus 627 25.64
No Education 624 25.71

Partner Education (n = 2427) Primary 1004 41.38
Secondary Plus 799 38.26

Residence URBAN 778 31.81
RURAL 1668 68.19

Regions Other Regions 64 2.6
Amhara 704 28.79
Oromia 1070 43.74
SNNPR 314 12.82
Addis Ababa 155 6.35
Sidama 139 5.7

Religion Orthodox 1187 48.54
Protestant 693 28.33
Muslim 521 21.32
Others 64 1.82

wealth quintile Lowest quintile 404 16.51
Lower quintile 504 20.61
Middle quintile 458 18.72
Higher quintile 455 18.62
Highest quintile 625 25.54

Marriage type (n = 2444) Monogamy 2310 94.53
Polygamy 134 5.47
No child 58 2.59

One child 574 25.5
Parity (n = 2249) Two children 517 23

Three and Four Children 613 27.28
Five and above children 486 21.63

Fertility Intention (n = 2189) No More Another child 606 27.68
Intended Have Another child 1583 72.32

Feeling if got pregnant Happy 785 36.09
Mixed Happy 330 15.16

(n = 2176) Unhappy 1061 48.75
Age at first use (n = 2419) 10 to 18 years 793 32.79

19 to 24 years 993 41.04
25 to 45 years 633 26.18

Number of children at first use No child 910 37.73
(n = 2411) 1 to 2 children 1011 41.96

More than 3 490 20.31
Contraceptive Knowledge (N = 2444) Poor Knowledge 203 8.29

Moderate Knowledge 1403 57.42
Good Knowledge 838 34.29

Contraceptive exposure to No Information 1372 56.38

Table 2 Distribution of independent variables by women, partner related characteristics, PMA 2021 (weighted, n = 2,446)
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and further categorizes into three groups; 1= ‘poor 
knowledge’ if respondent heard of 1–3 contraceptive 
methods, ‘moderate knowledge’= 2 if they knew 4–6 con-
traceptive methods and 3= ‘good knowledge’ if respon-
dents heard of 7 to 9 contraceptives.

“Contraceptive exposure to -mass media” was formed 
from the variables (watching tv, listening to radio, and 
reading the newspaper and social media about contra-
ceptives methods). As a result, women who watch TV, 
listen to the radio, or read on social media or newspaper 
about FP at least once were classified as having exposure 
to mass media (coded = Yes “1”), whereas those who did 
not do any of those things were classified as not having 
exposure to the media (coded = No “0”) [45].

“Husband/Partner forced to became pregnant” vari-
able was created by sum up three variables and catego-
rized 0= ‘not force’ if none and 1= ‘forced pregnancy’ if 

whether the respondents reported that her husband/
partner forced her by treated by will have a baby with 
other women, will leave her, and forced her to get preg-
nant [45].

Analysis
Two data sets, namely, household, and female respondent 
were used for this study. STATA v16 was used for this 
analysis. Frequencies and percentages were computed to 
characterize the study population. Chi-square test statis-
tics was computed to see the overall association/relation-
ship of the independent variables with the two categories 
of women alone decision making. And it is also used to 
check cell sample size adequacy.

Frequency was run for every variable to check item 
nonresponse rate and don’t know response which 
were later excluded from the analysis. Following these 

Table 3 Distribution of women by method related characteristics variables, PMA (weighted, n = 2446)
Variables Category Freq. Percent
Told another Method No 1210 49.48
(n = 2445) Yes 1235 50.52
Couples Age Difference Less than 10 years 1876 76.71

Equal or greater than 10 years 570 23.29
Method Type Short acting 1623 66.37

Long acting 823 33.63
Visited a facility No 922 37.87
(N = 2434) Yes 1512 62.13
Experiencing Side Effects No 1643 67.18

Yes 803 32.82
Marriage Duration lessthan_10_years 1309 53.51

Morthan_10_years 1137 46.49
Age of Marriage 10 to 19 years 1721 70.38

20 to 29 years 682 27.87
30 and above years 43 1.75

Variables Category Freq. Percent
mass-to-mass media (n = 2434) one source 618 25.40

More than one source 443 18..22
Contraceptive obtained desired No 168 6.87
(n = 2245) Yes 2277 93.13
Informed contraceptive side effects No 1647 65.94
( n = 2445) Yes 498 34.06
Discussion before use No 614 25.10

Yes 1832 74.90
Partner knows contraceptive use No 220 9.05
(n = 2435) Yes 2215 90.95
Visited By Health Worker No 2218 88.14
(,=2433) Yes 215 11.86
Husband forced pregnancy Not Forced 2202 90.15
(n = 2443) Forced 241 9.85
HH Members 1 to 3 members 695 28.43

4 to 5 members 1364 44.17
6 to 16 members 387 27.40

Table 2 (continued) 



Page 6 of 13Damtew and Fantaye BMC Women's Health          (2024) 24:205 

variables were recoded to create biological plausible cat-
egories. This is followed by checking distribution of the 
variable using mean and proportion whenever appro-
priate categories were merged to make cell sample size 
adequacy.

Multicollinearity was checked and no strong multicol-
linearity was detected except between EA level and HH 
level wealth index variables, parity and marriage dura-
tion variables, partner discussion before contraceptive 
use and partner knows contraceptive use. The correlation 
coefficient for these variables was 0.8611, 0.7297, and 
0.7023 hence EA level wealth, parity, discussion before 
use and partner know excluded from the final model.

Multilevel binary logistics regression was used to iden-
tify important factors of women alone contraceptive use 
decision making. At bivariate analysis a p value cut of 
0.25 was used to select candidate variable for multilevel 
multivariable logistics regression analysis [46]. Results 
were presented in the form of percentage, and odds ratio 
with 95% CI. Significance was declared at a significance 
level of 0.05.

Four models were run; the first was the intercept only 
model in which no factors is included following which 
intra cluster correlation coefficient (ICC) is calculated to 
check the level of clustering observation among enumer-
ation areas (EAs). The clustering was found to be 32.2% 
which is far beyond the conventional cut of point, 0.5 for 
the fulfillment of independent observation assumption, 
hence, supports the use of multilevel logistics regres-
sion. In the second model individual level variables were 

included while in the third model only enumeration area 
level variables were included. In the final model both 
individual and enumeration area level independent vari-
ables were included. For each model ICC, Akaike and 
Bayesian information criteria (AIC and BIC) along with 
log likelihood was calculated to check for model fitness. 
Based on the result, the final model with lower AIC and 
BIC along with higher likelihood was selected as best fit-
ted model from which the adjusted odds ratio was com-
puted and reported. Percentage change variation (PCV) 
was calculated except for the null model as the intercept 
only model was used as a reference.

Data quality management and control
In PMA Ethiopia survey, data were collected by well 
experienced PMA filed staff, resident enumerators using 
smart phones by customized Open Data Kit (ODK) sys-
tem called PMA collect which facilitates real time data 
generation and timely feedback. Standard piloted ques-
tionnaires prepared in three local languages (Amharic, 
Afan Oromo, and Tigrigna). Weekly error progress report 
and response, close follow up during listing, householder, 
and female questioner data collection along with 10% re_
interview and random spot checkups were conducted by 
field supervisors.

PMA Ethiopia data have been cleaned for public use to 
ensure its appropriateness for this analysis, data response 
completeness was checked, and item response rate and 
necessary measure was taken. Data cleaning and quality 
before conducting different analyses techniques was be 

Fig. 1 Level of decicion making among women, evidence from PMA 2021 CS Survey
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employed in this study to exclude the missing values in 
each variable.

Ethical consideration
This study involved a secondary analysis of de_identified 
data from the PMA Ethiopia. The PMA Ethiopia survey 
was conducted strictly under the ethical rules and regu-
lations of world health organization and IIRB of Ethio-
pian Health and Nutrition Research Institute (EHNRI). 
Informed consent was obtained from respondents dur-
ing the data collection process of PMA Ethiopia on data 
collection on Oct 2021. PMA surrey has been also con-
ducted after obtained ethical approval from Bloomberg 
School of Public Health at Johns Hopkins University in 
Baltimore, USA.

Results
A total of 2446 married/cohabitating women aged 15 to 
49 who are currently or recently used modern contracep-
tive, included in this analysis.

The summary result reveals that 1 in 4 (26.79%) of 
women aged 25 to 29 and their husbands were aged 
above 41 years (25.17%), whereas 25.64% of all women 
had secondary education and 25.71% of their husband 
had not education. It was discovered that women living 
in rural regions outnumbered their urban counterparts 
(68.19%), and 44.17% of households include four to five 
members. Orthodox Christianity was the most common 
religion (48.54%), followed by Protestantism (28.33%), 
while 1 in 6 (16.51%) of women fall into the lowest quin-
tile and 43.74% reside in Oromia region. One in five 
(21.63) had five or more children, while 2.59% had none. 
Nearly ¾ of women (72.32%) said they intended to have 
another child, though 1 in 20 women (5.47) reported that 
they are in polygamy marriage.

In addition, 37.73% of women are current/recent family 
planning user did not yet have children at the time they 
began taking contraceptives for the first time, and 41.04% 
of them began using while they were between the ages of 
19 and 24. Almost half of the women (56.38%) claimed 
having no information of contraceptive in the previous 
12 months, while 57.42% reported that they had mod-
erate knowledge on contraceptive methods. Women 
who reported getting the contraceptive method they 
desired and being told about any potential side effects of 
this technique were reported to be 93.31% and 34.06%, 
respectively, whereas women who reported having con-
traceptive side effects were reported to be at 32.82%.

Nine in 10 (90.95%) women indicated that their hus-
bands and/or partners are aware of the contraceptive 
method they are using and 90.15% reported that their 
husband/partner forced them to become pregnant while 
¾ (74.9%) of them reported that they discussed with their 
husband/partner before to using it (Table 2).

In the last 12 months, 2/3 (62.13%) of women reported 
that they visited a facility, while half of them (50.52%) 
mentioned they were informed about another method. 
One in three woman (33.63%) of the women used long-
acting contraceptives. One in 4 (23.29%) reported an 
age difference of 10 or more years and 27.87% engaged 
to marriage in the age group 20 to 29 years while 46.49% 
reported that they stayed in marriage for more than 10 
years (Table 3).

Level of modern contraceptive use decision making, PMA 
2021 CS survey
Nearly 2/3 (59.49%; 95% CI 57.5–61.2%) of women 
decide their recent and current modern contraceptive 
use by themselves. Nearly 1/3 (29.32%) women decide 
their contraceptive use jointly with their husband and/or 
partner. One in 20 (5.13%) women decide with the pro-
vider while provider alone and husband/partner alone 
decision on woman contraceptive use was 3.08% and for 
2.73% respectively. One in 16 women (6.06) reported that 
others decide their contraceptive use (Fig. 1 above).

Factors affecting women alone contraceptive use decision 
making
The intra cluster correlation coefficient (ICC) for the null 
model was 33.0% which indicates the contribution of the 
variation among EAs in which women reside for women 
alone contraceptive use decision making while the indi-
vidual characteristic difference accounted for the remain-
ing variation. This contribution reduced to 29.6% after 
accounting both individual and EA level variables. More-
over, 10.0% of the variation in women alone contracep-
tive use is explained by both the individual and EA-level 
variables as indicate in the final model (model IV). The 
best fitted model is model IV which has lowest AIC and 
higher log likelihood (Table 4).

An increased woman age, obtained the desired method, 
staying longer in marriage and having elder husband 
were found positively and significantly associated with 
increased odds women alone contraceptive use deci-
sion making. On the contrary, women who are using or 
used long-acting method, married at early age and mixed 
feeling if getting pregnant were found to have decreased 
odds of women alone contraceptive use decision making.

In this study an increase woman age was found to 
increase the odd of women alone contraceptive deci-
sion making by (AOR: 2.15 (1.04, 4.45)) compared with 
women aged 15 to 19 years. The other variable which was 
found to increase the odds of women alone contraceptive 
use decision making is marriage duration. Accordingly, 
staying in marriage and/or cohabitation more than 10 
years increases the odds of women alone decision making 
on contraceptive use by (AOR: 1.73 (1.08, 2.77)). Simi-
larly, in this study woman who have obtained the method 
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they desired were found to have (AOR: 2.49 (1.36, 4.57)) 
much higher odds of deciding their contraceptive use by 
themselves. Likewise, women whose husband aged is 41 
years and above have (AOR: 2.14 (1.06, 4.31)) higher odds 
of deciding their contraceptive method compared with 
women with younger husband aged 17 to 30 years.

On the other hand, using long-acting method were 
found to lower women alone contraceptive decision mak-
ing. Accordingly, women who used long-acting method 
have (AOR: 0.54 (0.41, 0.71)) lower odds of deciding con-
traceptive use by themselves compared with those used 
short acting. In addition, women who married at younger 
age (10 to 19 years) have 72% lower odds (AOR: 0.28 
(0.09, 0.86)) of deciding contraceptive use by themselves 
compared with those who engaged to marriage at later 
age, above 30 years. Similarly commencing to use contra-
ceptive at younger age (19 to 24) have only (AOR: 0.60 
(0.44, 0.81)) lower odds of deciding their contraceptive 
use by themselves compared with those who commenced 
at very earlier (10 to 18).

Finally, women feeling if get pregnant was associated 
to reduce the odds of women alone contraceptive use 
decision making. Hence, mixed feeling if get pregnant is 
associated with lower odds of contraceptive use decision 
making (AOR: 0.6 (0.40, 0.90)) by themselves compared 
with unhappy/sort of unhappy (Table 4).

Discussion
In the era of the SDG contraceptive use decision mak-
ing is one of the indicators of sustainable development 
goal (SDG) agendas, hence, determining the magnitude 
of women alone contraceptive use decision making level 
and identifying the correlates affecting in greater depth 
has paramount importance in monitoring the achieve-
ment of such burning global agenda. Unfortunately, stud-
ies conducted in Ethiopia to measure contraceptive use 
decision making are limited in number, geographical 
scope and do not account the EA level factors. Therefore, 
this study used nationally representative updated data to 
determine the magnitude of women alone modern con-
traceptive use decision making and identify correlates 
affecting it.

Accordingly, nationally closer to 6 in 10 (59.49%) of 
women reported that they decide their current or recent 
contraceptive use by themselves while 29.32% decide 
jointly with their husband and/or partner. One in 16 
women (6.06%) reported that they were not participated 
on their current and/or recent contraceptive use deci-
sion, while 1 in 12 women (8.21%) reported that their 
decision on their current and/or recent contraceptive use 
was made jointly with the health care provider or decided 
by the health care provider alone. A set of factors which 
both positively and negatively influence women alone 

decision on their current and/or recent contraceptive use 
were identified.

The level of women alone decision making was in 
line with other studies 53.8 [3], 57% [47] and 52% [4]. 
It’s found higher that similar study 22% [48], 21.6% [49] 
14.2% [1], 1/3 [4]. This might be related with outcome 
variable measurement difference [1, 4] and time differ-
ence and variation in the categories of the outcome vari-
able where this study includes two additional categories 
(decision by health care provider alone and deicide jointly 
with the health care provides) [48, 49]. The prevalence of 
this study is higher than studies [50–52] conducted in 
high fertility regions of Ethiopia using EDHS data (17.2% 
and 23%). It was found higher than a study based on data 
from PMA 2020 analyzed using multinomial logistics 
regression as statistical modeling [53] which reported 
(51.2%; 95% CI: 48.8-53.6%) for women alone deci-
sion making. This same study reported an increase on 
women alone decision making from 2014 to 2020 accord-
ingly, proportion of women who decided by themselves 
increased 32.8% (95% CI: 29.4%, 36.4%) in 2014 to 51.2% 
95% CI: 48.8%, 53.6%) in 2020 which implies that and 
increasing trend over the last 8 years, such an increase 
is attributed to the successful accopmlememt of MDG 
goals along with health sector transformation plan I [25] 
and the Ethiopia Government commitment to achieve 
women and girls empowerment SDG goal as we are mid-
way the SDG period [42].

The fact that only 6 in 10 women decide their contra-
ceptive use by themselves imply that the world has a long 
way to go in fulfilling’s the complete implementation the 
human right approach in contraceptive provision [54]. 
Similarly, women contraceptive decision made by health 
care providers alone and with women will have an impli-
cation for the existing low contraceptive quality counsel-
ing with decreasing trend in good quality counseling [55, 
56] which in in turn contributes for the staggering con-
traceptive prevalence rate. Move over, making women 
empowered in general and in contraceptive use deci-
sion making in particular as integral part of the national 
reproductive health strategy while revising the existing 
RH policy 2021 to 25 is another implication of the find-
ing in this study [8]. Furthermore, the finding is critical 
to maintain the success of the London Family Planning 
Submit and contributes its share for universal access of 
contraceptive methods for women and girls [57].

Regarding the correlates of women alone contractive 
use decision making: Younger age, staying longer in mar-
riage, obtaining desired method, living with elder hus-
band and were found to increase the odds of women own 
contraceptive use decision making.

In line with studies [49–51, 58] increasing women age 
was found to increase the odds of women alone contra-
ceptive use decision making while a study [2] reported 
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that women aged 35 to 44 have lowers the odds con-
traceptive use decision making, yet another study [4] 
reported that women in the age group 18 to 20 were 
found with an increased odds of decision making. The 
discrepancy might be related with the scope of the study; 
this study used nationally representative data while the 
cited studies were conducted in a single woreda and out-
come variable measurement approach, in this study con-
traceptive decision making was measured using a single 
question while composite variable was used in the stud-
ies cited. Yet another study [59] in Sub-Saharan Africa 
reported that younger women aged below 34 were found 
to have a lower odds of women alone decision making. 
The discrepancy might be attributed to the difference in 
the study design, sociocultural and economic difference 
between Ethiopia and other Sub-Saharan African coun-
tries included in the cited study.

Another factor that was found significantly increased 
the odds of women alone contraceptive use decision 
making was getting the desired method, accordingly, in 
line with a study [60] obtaining the method they desired 
was positively and statistically increase women alone 
contraceptive use decision making.

The two more correlates of women own decision mak-
ing were staying longer than 10 years in marriage and 
having a husband older than 41 years and above. Living 
with a husband/partner aged 41 years and above was 
found to increases the odds of women alone decision 
making while a study [51] reported that having elder hus-
band has not effect. In line with a study [58] staying long 
in marriage for 10 or more years was found to increases 
the odds of women own decision making. Similarly our 
finding is in line with a study conducted in south west 
Ethiopia, Mettu District [13].

Starting to use contraceptive at younger age, using 
long and/or permanent method, engaged to marriage at 
younger age and mixed happy and unhappy feeling if they 
became pregnant by the time of the survey were found to 
lower the odds of women alone decision making. In line 
with [49] engaging to marriage in the early age was asso-
ciated to lower the odds of women alone decision mak-
ing. Obtaining long acting and/or permanent methods 
found to lower the odds of women alone contraceptive 
use decision making. In agreement with studies [61, 62] 
and in line with findings form [34, 63] respectively using 
long acting and mixed feeling if they got pregnant by the 
time the survey were found to lower the odds of women 
alone contraceptive use decision making. This might be 
related with the prestige of having more children is social 
acceptable and the cost of care for more children [30].

In contrary to studies, educational status, residence [2, 
4, 32, 47, 49, 51, 58], wealth quintile, EA level variables 
such as EA wealth, proportion of women and husband 
who completed secondary education and above, future 

fertility desire, women knowledge on contraceptive 
methods [1, 3, 4, 13, 49, 58], women place residence [5] 
were not found to be associated with women alone con-
traceptive use decision making. This might be due to the 
difference in sample design, scope of the study and how 
the outcome variable was measured (some generated 
and used composite variables and some use single vari-
able). The other possible likely reason is the inclusion of 
more confounders in this study unlike those cited here in 
and one study focus on knowledge, attitude and overall 
awareness related factors that affect women contracep-
tive use decision making [3]. Similarly, unlike studies [4, 
49, 52] exposure to media is not significant in this study.

This study is not spared from limitations. To begin 
with, data on potential confounder variables such as 
husband desired number of children and timing of addi-
tional child, and women and husband employment were 
not collected by PMA survey. In addition, as a matter of 
fact, PMA Ethiopia 2021 cross-sectional survey did not 
collected data from Tigray region due to the conflict, 
therefor any form generalization need to consider this 
in mind. As a strength this study address potential con-
founder variables, notably group level variables.

Conclusion
To start with, nearly 6 in 10 women who are using cur-
rently and/or used recently modern contraceptive 
method were able to decide their contraceptive inde-
pendently which calls further improvement to escalate 
up and maintain near to 100%. To our surprise 1 in 12 
women (8.21%) women decide their contraceptive use 
with the health care provider: provider alone and jointly 
with the provider accounted for 3.08% and 5.13% res-
tively. What is more interesting is that 1 in 16 women 
(6.06%) reported that they have no any say in decide 
ding their contraceptive use. In addition, Polices, strate-
gies and interventions that are designed to enable every 
women who intended to use contraceptive method to 
independently decide and the contraceptive method she 
wanted to use are hoped to help women fully decide by 
themselves without anyone´s interference and reduces 
the effect of others. In addition, efforts need to be made 
that mitigate any form of negative influence from hus-
bands and/or partners and significant others will cre-
ate conducive environment for the women to decide by 
themselves. Women alone decision making on contracep-
tive is likely to be improved by efforts that help women 
to use contraceptive method based on detail information 
on methods available during their contraceptive use vis-
its. Providing advice when to get pregnant (planning and 
spacing pregnancy) also contribute their share in improv-
ing women alone decision making.

Furthermore, the finding that younger women had 
higher odds of decision making and those who married 
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at younger age had lower odds to decide by themselves 
which calls up on creating awareness on reproductive 
health service availability and where to utilize it includ-
ing maximizing the use of youth friendly service access 
and counseling on the minimum age of marriage as per 
the Ethiopian family low thereby empowering young/
adolescent girls to use contraceptive method. Activities 
targeting on enabling women to use the method they pre-
ferred, spacing their pregnancy, encouraging women to 
discuss with their husband on the type of contraceptive 
method they used; that advocating and promoting mar-
riage at least to be in the minimum age as indicate by the 
law and maintain the marriage duration as much as lon-
ger are hoped to improve women alone contraceptive use 
decision making to the fullest. Finally, including missing 
variable such as husband desired number of children and 
timing of additional child, husband employment, women 
employment for future research in general and perfor-
mance monitoring for action (PMA) survey in particular.
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