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Abstract
Background  Contraceptive usage in Ethiopia is significantly influenced by the decision-maker at the household 
level. Joint decision-making involving both women and their husbands/partners is considered ideal for improving 
contraceptive uptake among women and for managing health outcomes related to contraceptive side effects. 
However, there is a lack of substantial evidence regarding the prevalence and impact of joint decision-making on 
contraceptive use in Ethiopia. Therefore, the current study aimed to assess the magnitude of joint decision-making 
on contraceptive use and its determinant factors among married, contraceptive-using, reproductive-age women in 
Ethiopia.

Methods  This study was conducted based on the Ethiopian Demographic and Health Survey (EDHS) 2016 data. A 
total weighted sample of 3,669 married, contraceptive-using, reproductive-age women were included in the study. 
Multilevel logistic regression was employed due to the hierarchical nature of the data. Variables with a p-value of ≤ 0.2 
in the bivariate multilevel analysis were included in the multivariable multilevel analysis. The adjusted odds ratio (AOR) 
with a 95% confidence interval (CI) was used to determine the direction and strength of associations. Variables with 
a p-value of < 0.05 in the multivariable multilevel analysis were considered statistically significant for joint decision-
making on contraceptive use.

Results  The prevalence of joint decision-making on contraceptive use in Ethiopia was 78.81% [95% CI: 71.35-74.23%]. 
Several factors were found to be statistically significant in relation to joint decision-making on contraceptive use: 
Women educational level primary, secondary, and higher (Adjusted odds’ ratio (AOR = 1.5; CI 1.2–1.9), (AOR = 1.9; 
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Background
High fertility rates can create an imbalance in the econ-
omy of a given nation and are one of the causes of the 
loss of both maternal and neonatal lives [1]. Especially 
in developing nations, rapid population growth resulting 
from high fertility rates jeopardizes social and economic 
development [2]. Currently, the expected population 
growth of Ethiopia is very high. Evidence suggests that 
if the current rate of population growth continues, the 
total population of Ethiopia will reach 130.5  million by 
the mid-2030s [3]. Family planning is a crucial tool to 
balance population growth with the economy on a global 
scale. It is also important for improving the health status 
of women and children and for maintaining the stability 
of the ecosystem in general [6–9].

There has been an improvement in healthcare service 
coverage, including family planning services, over time 
[10, 11]. There is evidence showing that the current mod-
ern contraceptive prevalence rate in Ethiopia has reached 
36.7% [12]. This improvement has had a significant 
impact on maternal, neonatal, and child health outcomes. 
The maternal mortality ratio has decreased to 412 per 
100,000 live births [13]. Family planning is not only cru-
cial for the health of women and neonates but also serves 
as a cornerstone for women’s empowerment. It facili-
tates the advancement of educational attainment among 
female adolescents by allowing them to plan their futures 
more effectively [14, 15]. Currently, the adolescent fertil-
ity rate has declined globally.

 [16]. Despite the above improvements in the coverage 
of contraceptive use,, there is a high prevalence of unmet 
needs in Ethiopia.

Africa region is known for the high prevalence of 
unmet needs [17]. The prevalence of unmet need among 
reproductive-age women in Ethiopia is 22% [18]. The 
high prevalence of unmet needs among the population 
has negative consequences for health outcomes and pro-
ductivity [19, 20]. Many women have died due to the 
consequences of unintended pregnancies and short birth 
intervals [21, 22].

Decision-making power is a crucial factor in access-
ing healthcare services, including contraceptive use. Evi-
dence suggests that women’s decision-making power has 
a significant positive impact on attending the continuum 
of maternal care [23].

Despite the advantages of decision-making on the 
utilization of family planning in developing countries, 
including Ethiopia, there has been insufficient attention 
to whether decisions are made collaboratively or jointly 
[24]. In many households, including those in develop-
ing countries, the decision-maker for family planning 
use is often the partner or husband [25]. From clini-
cal experience, women who seek contraceptive services 
often report opposition from their partners or husbands. 
This significant influence from husbands can lead to 
unplanned pregnancies, which frequently result in unsafe 
abortions—one of the direct causes of maternal mortal-
ity [26]. On the other hand, women who cannot make 
contraceptive decisions either by themselves or jointly 
with their husbands may resort to using contraceptives 
secretly. This secrecy can create difficulties in accessing 
timely consultations from healthcare providers if contra-
ceptive-induced side effects occur [27, 28]. Another issue 
that arises when there is no joint decision-making pro-
cess about contraceptive use among couples is that many 
women in Ethiopia may face challenges in accessing their 
preferred method. For most women in Ethiopia, the first 
choice of contraceptive is injectables, as supported by the 
EDHS 2016 report [29]. From clinical experience, lack 
of decision-making power is a significant reason why 
some women opt for injectable contraceptives. Inject-
ables are chosen because they are not visible to their hus-
bands once administered, unlike other methods such as 
implants or Jadelle, which are preferred less due to their 
visibility on the arm. This lack of decision-making power 
indirectly affects women’s health, as injectable contracep-
tives have higher side effects and may lead to more chal-
lenging fertility return compared to implants or Jadelle 
[30].

This hidden sexual and reproductive health issue can be 
addressed by fostering a culture of joint decision-making 

CI 1.3–2.9), and (AOR = 2.1; CI 1.2–3.5) respectively, protestant in religion (AOR = 1.7; CI 1.7–2.5), wealth status rich 
(AOR = 1.4; CI 1.1–1.9), media exposure (AOR = 1.4; CI 1.1–1.9), and community poverty high (AOR = 0.6; CI 0.6–0.9).

Conclusions  In Ethiopia, the majority of contraceptive users are married, reproductive-age women, and their 
decision to use contraceptives is typically made jointly with their husbands or partners. Factors positively associated 
with joint decision-making on contraceptive use include women’s educational level (primary, secondary, and higher), 
being Protestant, having a higher wealth status, and media exposure. Conversely, women living in communities with 
high poverty levels are less likely to make joint decisions about contraceptive use. Health care providers, health care 
programmers and policy makers should be focused on these determinant factors to enhance joint decision-making in 
women’s contraceptive use in Ethiopia.
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on contraceptive use among couples. Intra-familial deci-
sion-making is a crucial determinant for women’s access 
to maternal health care services, including family plan-
ning [31, 32]. From evidences the decision maker at the 
house hold level for contraceptive use can be women 
independently, or husband/partner independently, or 
both women and husband or other relatives [33–35]. 
Most literature indicates that when there is joint deci-
sion-making for contraceptive use at the household 
level, the probability of using contraceptives is higher 
[36]. There is evidence suggesting that contraceptive use 
coverage can be significantly improved by cultivating a 
culture of joint decision-making at the household level 
[35]. The basic challenge is the involvement of husbands/
partners in contraceptive use decision-making. Evidence 
from sub-Saharan Africa indicates that husbands/part-
ners are often reluctant to participate in these decisions 
[37]. From clinical experience, when husbands/partners 
are the primary decision-makers regarding contraceptive 
use, women may either experience unintended pregnan-
cies or have to use contraceptives secretly. Using con-
traceptives without the permission of their husbands/
partners can lead to several negative consequences. Joint 
decision-making on family planning involves both the 
woman and her partner/husband agreeing on aspects 
such as the choice of contraceptive method, its uptake, 
and the continuation of use while evaluating any ongoing 
side effects [35]. This approach is preferred when consid-
ering the decision-making process during contraceptive 
provision, and supportive data are needed to promote it 
across the population. However, there is limited evidence 
on joint decision-making for contraceptive use among 
married reproductive-age women, with most stud-
ies focusing on women’s or husbands’ decision-making 
power independently. Identifying the factors that hinder 
joint decision-making is crucial for addressing the hidden 
challenges women face.

Therefore, this study aims to assess the prevalence of 
joint decision-making on contraceptive use among mar-
ried reproductive-age women in Ethiopia, using second-
ary data from the EDHS 2016. The findings of this study 
can provide valuable insights for program managers 
involved in contraceptive provision.

Methods
Study design, area and period
This study utilized data from the Ethiopian Demographic 
and Health Survey (EDHS) 2016, a cross-sectional survey 
conducted from January 18, 2016, to June 27, 2016. The 
analysis involved secondary data from the EDHS 2016. 
Ethiopia, an eastern African country, is known as the sec-
ond most populous nation in Africa, following Nigeria.

Source population
All married and non-pregnant reproductive-age women 
in Ethiopia.

Study population
All married and non-pregnant women and contraceptive 
users during the time of the survey in Ethiopia were the 
study population in this study.

Sample size determination and sampling procedure
The process for determining the sample size for this study 
involved several steps: first accessing Data: The first step 
was to access the EDHS 2016 dataset from the DHS web-
site (http://www.measuredhs.com). Second data Selec-
tion: The second step was to select the women’s file (IR) 
to determine the minimum sample size. Reproductive-
age women who were in union, not pregnant, and cur-
rently using contraceptives at the time of the survey were 
included, while other reproductive-age women were 
excluded using STATA version 14 commands. Third the 
final sample size was determined by applying the weight-
ing variable (V005) to the IR file dataset. The minimum 
sample size used for this study was 3,669 married, non-
pregnant, and currently contraceptive-using women at 
the time of the survey.The primary variable for analysis 
was who makes the decision regarding contraceptive use 
(V632), which has four possible responses: respondent, 
husband/partner, joint decision, and other [38]. From 
the V632 variable, the computed sample size was 3,669. 
The data collection for the EDHS 2016 used a two-stage 
stratified sampling technique: First Stage: Enumera-
tion Areas (EAs) were selected. A total of 645 EAs were 
accessed using a sampling frame from the 2007 popula-
tion and housing census. EAs were stratified into urban 
(202 EAs) and rural (443 EAs) before selection. Second 
Stage: Households were selected using a systematic ran-
dom sampling technique. A total of 16,650 households 
were selected, with 12,688 men and the remaining house-
holds comprising women.

For additional details about the sampling technique, 
procedure, and the survey questionnaire, one can refer to 
the EDHS 2016 report [29].

Study variables
Dependent variable
In this study, joint decision-making on contraceptive 
use was the outcome variable. It was a categorical vari-
able measured by a yes/no response. Contraceptive-
using women were asked whether the decision regarding 
contraceptive use was made jointly or independently. A 
“joint decision” was defined as a decision made collabora-
tively by both the woman and her husband/partner.

http://www.measuredhs.com
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Independent variables
Totally 22 individual-level variables( age of women, age 
of husband, women education, sex of household head, 
religion, relation to house holed head, exposure to mass 
media, parity, number of under 5 children in the house-
hold, history of pregnancy termination, fertility prefer-
ence, husband desire for children, information on family 
planning, visited by a health worker, field worker talk 
about family planning, visited a health facility, at health 
facility talk about family planning and distance to reach 
health facility ) and 4 community-level variables were 
included in this study.

Data processing and statistical analysis
The data for this study were extracted from the women’s 
file (IR) dataset of the EDHS 2016 and were recoded to 
fit the analysis requirements. Descriptive statistics, such 
as median and proportion, were used for summarizing 
the data. Binary multilevel logistic regression was used to 
calculate the COR for all individual-level variables. Vari-
ables with a p-value of ≤ 0.2 in the bivariate analysis were 
considered for the adjusted model. Due to the hierarchi-
cal nature of the EDHS data, multilevel logistic regres-
sion analysis was performed with four models: Model I 
(Null Model): This model assessed the cluster-level vari-
ance or clustering effect of the outcome variable. Model 
II: This model identified individual-level variables asso-
ciated with the outcome variable (joint decision-making 
on contraceptive use). Model III: This model identified 
community-level variables associated with the outcome 
variable. Model IV (Final Model): This model combined 
both individual and community-level variables to iden-
tify those significantly associated with the outcome. An 
adjusted odds ratio (AOR) with a 95% confidence inter-
val was used to measure the strength and direction of 
associations, with a p-value of < 0.05 indicating statistical 
significance.

Intra-Class Correlation Coefficient (ICC): This esti-
mated the percentage of variation due to clustering. The 
ICC for the null model was 21.3%, indicating that 21.3% 
of the variability in joint decision-making on contracep-
tive use was due to cluster-level effects. Median Odds 
Ratio (MOR): This measure indicates the median value 
of the odds ratio between the highest and lowest odds 
ratios for variation in the outcome variable. The MOR 
for the null model was 2.4 (95% CI: 2.1–2.8). Proportion 
Change in Variance (PCV): This measures the amount of 
variation explained by the final model. The PCV for the 
fourth model was 8%, meaning that only 8% of the vari-
ability was explained by the model, while 92% remained 
unexplained.

 [39].

Deviance (-2 log likelihood)  This statistic was used for 
model comparison. The model with the lowest deviance 
value was selected for interpreting the findings. Deviance 
measures how well the model fits the data, with lower val-
ues indicating a better fit. [detailed description of vari-
ables recording at Table 1].

Results
Socio-demographic characteristics of the study 
participants
Among the 3,669 married, non-pregnant, and contra-
ceptive-using reproductive-age women: Age Group 
20–34 years: 2,412 (66%), Age of Household Head 31–59 
years: 2,394 (65%), No Formal Education: 1,948 (53%), 
Husbands with Primary Education: 1,445 (39%), Female 
Household Head: 3,274 (89%), Orthodox Religion: 1,877 
(51%), Unemployed: 2,308 (63%), Rich: 1,876 (51%), 
Reside in Rural Areas: 2,806 (76%), Wife of the House-
hold Head: 3,111 (85%), and No Exposure to Newspaper: 
3,256 (89%)(Table 2).

Obstetric related characteristics of participants in Ethiopia
Among all participants: Multiparous (having had more 
than one child): 2,646 (72%), Number of Under-5 Age 
Children (1 child): 1,803 (49%), No History of Pregnancy 
Termination: 3,365 (92%) and Fertility Preference for 
Another Child: 2,059 (56%) (Table 3).

Health care services related characteristics of participants
Among all respondents: Women no Information about 
Family Planning: 2,396 (65%), Not Visited by Health 
Workers in the Past 12 Months: 2,397 (65.3%), Visited 
Health Facility in the Past 12 Months: 2,061 (56%) and 
Distance to Health Facility a Big Problem: 1,995 (54%) 
(Table 4).

Prevalence of joint decision on contraceptive use among 
married reproductive age women in Ethiopia
The prevalence of joint decision on contraceptive use 
among married reproductive age women in Ethiopia was 
found to be 78.81%; 95% [71.35-74.23%] (Fig. 1).

Multilevel logistic regression analysis of determinant 
factors for joint decision making on contraceptive use in 
Ethiopia, EDHS 2016
In the bivariate multilevel logistic regression analysis, six 
variables were statistically significant with the outcome 
variable. In the multivariable multilevel logistic regres-
sion analysis, five variables remained statistically signifi-
cant with joint decision-making on contraceptive use in 
Ethiopia: Women’s Educational Level, Religion, Wealth 
Status, Media Exposure and Community Poverty.
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In the multivariable multilevel logistic regression anal-
ysis, the following factors were significantly associated 
with joint decision-making on contraceptive use:

Primary Education: 1.5 times more likely to decide 
jointly (AOR = 1.5; 95% CI: 1.2–1.9) compared to women 
with no formal education. Secondary Education: 1.9 
times more likely to decide jointly (AOR = 1.9; 95% CI: 
1.3–2.9) compared to women with no formal education. 
Higher Education: 2.1 times more likely to decide jointly 
(AOR = 2.1; 95% CI: 1.2–3.5) compared to women with 
no formal education. Protestant: 1.7 times more likely to 
decide jointly (AOR = 1.7; 95% CI: 1.7–2.5) compared to 
women who are Orthodox. Rich: 1.4 times more likely to 
decide jointly (AOR = 1.4; 95% CI: 1.1–1.9) compared to 
women with poor wealth status. With Media Exposure: 
1.4 times more likely to decide jointly (AOR = 1.4; 95% 
CI: 1.1–1.7) compared to women with no media expo-
sure. High Community Poverty: 40% less likely to decide 
jointly (AOR = 0.6; 95% CI: 0.6–0.9) compared to women 
in communities with low poverty (Table 5).

Discussion
Joint decision-making on contraceptive use among mar-
ried reproductive-age women is crucial for reducing 
maternal mortality in Ethiopia by addressing complica-
tions arising from unintended pregnancies [35].

Availability of data on the magnitude of joint decision-
making on contraceptive use among married reproduc-
tive-age women is essential for guiding the design of new 
approaches by program managers. The prevalence of joint 
decision-making in this study is 78.81%, which is higher 
compared to the 71.6% reported in a study conducted in 
Mozambique [40], Zambia 65.8% [41] and wolayita sodu 
71.4% [42]. The slight difference in the magnitude of 
joint decision-making on contraceptive use between this 
study (78.81%) and the study conducted in Mozambique 
(71.6%) may be attributed to differences in study popula-
tions and data sources. In this study, the population was 
extracted from the EDHS 2016 data, focusing specifically 
on married, non-pregnant, contraceptive users. In con-
trast, other studies often used primary data and included 
all married reproductive-age women, regardless of con-
traceptive use. This broader denominator could result in 
a lower prevalence rate compared to the more specific 
population studied in the current analysis.

Table 1  Description and measurement of independent variables
Age of women’s Re-coded in to three categories with a value of “1” for 15–19, “2” for 20–34, and “3” for 35–49. In the data set this variable 

was continuous data.
Women’s level of 
education

The variable women’s educational level was recorded as no education primary, secondary, and higher in the dataset and we used 
without change.

Religion Re-coded in four categories with a value of “1” for Orthodox, “2” for Muslim, “3” for protestant, and “4” for other religious groups 
(combining catholic, traditional and the other religious categories as most women’s in this category are small in number).

Parity In the dataset this variable was continuous data. We re-coded in to four categories with a value of “0” for nulliparous, ’’1” for Pri-
miparous, “2” for multiparous and “3” for grand-multiparous.

Information 
about family 
planning

This variable was generated from 4 variables from the data set (1.heard about family planning from radio, 2. heard about family 
planning from newspaper/magazine,3. heard about family planning from TV,4. heard about family planning from text message. A 
women at least one from the four listed considered as informed

Current working 
status

The variable current working status was recorded as Yes and No in the dataset and used was used without change for this study.

Wealth status It was coded as “poorest”, “poorer”, “Middle”, “Richer”, and “Richest” in the EDHS data set. For this study we recoded it in to three cate-
gories as “poor” (includes the poorest and the poorer categories), “middle”, and “rich” (includes the richer and the richest categories)

Residence The variable place of residence was recorded as “rural” and “urban” in the dataset and used was used without change for this study.
Community 
media exposure

Defined as the proportion of women who had mass media exposure within the cluster. The aggregate of individual women with 
mass media exposure can show overall mass media exposure of the cluster. It was categorized as high if cluster has more than or 
equal to median proportion (57.14%) of women with mass media exposure or low otherwise.

Community 
poverty

Defined as the proportion of women who resided in poor or poorest households within the cluster. The aggregate of individual 
households with poorest or poor wealth index can show overall poverty of the cluster. It was categorized as high if clusters had 
more than or equal to median proportion (60%) of poorest or poor households or low otherwise.

Commu-
nity women’s 
education

Defined as the proportion of women who attended primary/secondary/higher education within the cluster. The aggregate of 
individual woman’s primary/secondary/higher educational level can show overall educational attainment of the women in the 
cluster. It was categorized as high if clusters with more than or equal to median proportion (27.27%) of primary/secondary/higher 
education or low otherwise.

Community 
husband partner 
education

Defined as the proportion of husbands/partners who attended primary/secondary/higher education within the cluster. The ag-
gregate of individual husbands/partners primary/secondary/higher educational level can show overall educational attainment of 
the husband/partner in the cluster. It was categorized as high if clusters with more than or equal to median proportion (44.44%) of 
primary/secondary/higher education or low otherwise
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Characteristics Weighted frequency(n = 3669) Percent
Age of women in year
15–19 189 5
20–34 2412 66
35–49 1068 29
Age of house hold head
< 31 1038 28
31–59 2394 65
> 59 237 7
Women’s level of education
Had no formal education 1948 53
Primary(grade1-8) 1146 31
Secondary(grade9-12) 343 9
Higher 232 7
Husband/partner level of education
Had no formal education 1427 39
Primary(grade1-8) 1445 39
Secondary(grade9-12) 432 12
Higher 365 10
Sex of house hold head
Female 3274 89
Male 395 11
Religion
Orthodox 1877 51
Muslim 768 21
Protestant 968 26
Others* 56 2
Current working status
No 2308 63
Yes 1361 37
Wealth status
Poor 1028 28
Middle 765 21
Rich 1876 51
Residency
Urban 862 24
Rural 2806 76
Relation to house hold head
Head 292 8
Wife 3111 85
Daughter 126 3
Others** 140 4
Frequency of reading newspaper or magazine
Not at all 3256 89
Less than once a week 307 8
At least once a week 106 3
Frequency of listening to radio
Not at all 2347 64
Less than once a week 633 17
At least once a week 689 19
Exposure to mass media
Yes 1989 54
No 1680 46
Community women’s education

Table 2  Socio-demographic characteristics of study participants in Ethiopia
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The magnitude of joint decision-making on contra-
ceptive use in this study (78.81%) is lower than findings 
reported in different regions of Ethiopia, 92.4% [24], 
83.4% [43], 81% [44], 78% [45].The variation in the mag-
nitude of joint decision-making on contraceptive use 
might be due to differences in geographical scope and 
socio-demographic factors. In this study, the prevalence 
was derived from an aggregate of all regions in Ethiopia, 
potentially leading to a lower rate compared to stud-
ies conducted in specific regions. Additionally, previous 
studies often focused on urban areas with higher educa-
tional attainment and greater exposure to mass media, 
which can enhance joint decision-making. In contrast, 
the current study includes both urban and rural par-
ticipants, where rural areas may have lower educational 

levels and less media exposure, contributing to the 
observed lower prevalence.

Women with educational levels of primary, second-
ary, and higher are 1.2, 1.9, and 2.1 times more likely to 
jointly decide on contraceptive use with their husbands/
partners compared to women with no educational attain-
ment. This association can be explained by the following 
factors: Increased Persuasion Skills: Higher educational 
attainment often enhances women’s ability to effectively 
communicate and persuade their husbands/partners 
about the benefits of contraceptive use. Informed Part-
ners: Educated women are more likely to have husbands/
partners who are also informed about the advantages of 
contraceptive use, making them more supportive and 
cooperative. Freedom and Autonomy: Educated couples 
are generally more open to joint decision-making due to 
greater awareness and understanding of family planning. 
Educated husbands/partners are often more supportive 
of their wives’ health decisions, including contraceptive 
use. These insights are supported by various studies indi-
cating that higher education levels among women and 
their partners are associated with increased joint deci-
sion-making on maternal health care services, including 
contraception [24, 31, 32, 46, 47].

Participants who identify as Protestant are 1.7 times 
more likely to make joint decisions about contraceptive 
use with their husbands/partners compared to those who 
identify as Orthodox. This difference may be attributed 
to religious beliefs, where Orthodox Christianity might 
view family planning as sinful, leading to resistance from 
Orthodox husbands/partners. This explanation aligns 
with evidence showing that religious beliefs can signifi-
cantly influence contraceptive practices and decision-
making in Ethiopia [44, 48, 49].

Women with higher wealth status were 1.4 times more 
likely to make joint decisions about contraceptive use 
with their husbands/partners compared to those with 
lower wealth status. This association might be explained 

Table 3  Obstetric related characteristics of participants
Variables Frequency Percent
Parity
Null Para 264 7
Multiparous 2646 72
Grand multiparous 758 21
Number of under 5 age children
No children 935 25
1 1803 49
2 801 22
≥ 3 130 4
History of pregnancy termination
No 3365 92
Yes 304 8
Fertility preference
Have another 2059 56
Undecided 145 4
Others 1465 40
Husband desire for children(n = 3626)
Both wants same 1675 46
Husband wants more 790 22
Husband wants fewer 276 8
Don’t know 884 24

Characteristics Weighted frequency(n = 3669) Percent
Low 2451 67
High 1218 33
Community husband education
Low 2349 64
High 1320 36
Community poverty
Low 1428 39
High 2241 61
Community media exposure
Low 2310 63
High 1359 37
Others*= catholic, traditional follower

Other**= Sister, mothers in low, others relatives

Table 2  (continued) 
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by the greater access that wealthier individuals have to 
information and resources, including mass media, which 
can increase awareness and understanding of contra-
ceptive options. Additionally, higher wealth status often 
correlates with better education and healthcare access, 
which can further enhance the likelihood of collaborative 
decision-making regarding contraceptive use [50–52]. 
Another possible explanation could be that women with 
poorer wealth status often engage in laborious activities, 
and their husbands may perceive contraceptive use as 
less favorable due to concerns about its impact on their 
workload or economic productivity. This perception 
might lead to less cooperation and reluctance in mak-
ing joint decisions about contraceptive use. Economic 
constraints and the physical demands of labor-intensive 
work can influence attitudes towards family planning and 
decision-making in ways that differ from those of wealth-
ier individuals.

Participants with media exposure were 1.4 times more 
likely to make joint decisions about contraceptive use 
with their husbands/partners compared to those without 
media exposure. This finding aligns with various studies 
showing that media exposure positively influences con-
traceptive use. Media campaigns and information dis-
semination through television, radio, and other platforms 
can increase awareness and knowledge about contracep-
tive options, thereby fostering more informed and collab-
orative decision-making among couples [50, 51, 53, 54]. 
[55]; Women living in high community poverty were 40% 
less likely to make joint decisions with their husbands/
partners about contraceptive use compared to those in 
lower community poverty settings. Poverty can affect 
contraceptive uptake in several ways: Limited Access to 
Resources: High poverty can restrict access to healthcare 
services, including family planning, which might hinder 
joint decision-making if both partners cannot access or 
afford the services. Educational Barriers: Communities 
with high poverty often have lower levels of education, 
which can affect both partners’ awareness and under-
standing of contraceptive options and their benefits. This 
lack of education can lead to less informed decision-mak-
ing. Cultural and Social Norms: In poorer communities, 
traditional and cultural norms may be more pronounced, 
potentially leading to resistance to contraceptive use or 
joint decision-making. Economic Pressures: Economic 
constraints can create stress and impact relationships, 
potentially reducing the likelihood of collaborative deci-
sion-making about family planning. These points are 
supported by existing literature, which highlights how 
socio-economic factors like poverty can influence both 

Table 4  Health care service related characteristics of participants
Variables Frequency Percent
Information about family planning
No 2396 65
Yes 1273 35
Visited by health worker within 12 month
No 2397 65
Yes 1272 35
Did field worker talk about family planning(n = 1272)
No 479 38
Yes 793 62
Did you visit health facility within 12 month
No 1608 44
Yes 2061 56
At health facility have you talked about family planning (n = 2061)
No 1142 56
Yes 919 44
Distance to reach health facility
Not a big problem 1674 46
A big problem 1995 54

Fig. 1  The prevalence of joint decision on contraceptive use among mar-
ried reproductive age women in Ethiopia
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Variable Null Model Model II Model III Model IV
AOR(95% CI) AOR(95% CI) AOR(95% CI)

Age of women
15–19 1 1
20–34 1.1(0.71–1.65) 1.2(0.66–1.81)
35–49 1.0(0.57–1.72) 1.1(0.7–1.7)
Age of house hold head
< 31 1 1
31–59 0.79(0.63-1.0) 0.8(0.65-1.0)
> 59 0.35(0.23–0.54) 0.4(0.2–5.6)
Women educational level
No formal education 1 1
Primary(grade1-8) 1.35(1.1–1.7) 1.5(1.2–1.9)***

Secondary(grade9-12) 1.7(1.2–2.6) 1.9(1.3–2.9)***

Higher 1.72(1.0-2.9) 2.1(1.2–3.5)***

Husband educational level
No formal education 1 1
Primary(grade1-8) 1.1(0.9–1.40 1.2(0.9–1.45)
Secondary(grade9-12) 0.9(0.6–1.2) 0.9(0.7–1.4)
Higher 1.2(0.8–1.9) 1.3(0.8-2.0)
Religion
Orthodox 1 1
Muslim 1.0(0.8–1.9) 1.1(0.8–1.5)
Protestant 1.4(1.0-1.9) 1.7(1.7–2.5)**

Others* 1.4(0.6–2.9) 1.69(0.8–3.7)
Relation to house hold head
Head 1 1
Wife 1.4(0.7–2.9) 1.3(0.7–2.7)
Daughter 1.7(0.8–3.3) 1.4(0.71–2.8)
Others** 1.5(0.81–2.9) 1.37(0.7–2.6)
Sex of house hold head
Male 1 1
Female 0.55(0.3-1.0) 0.6(0.31–1.1)
Wealth status
Poor 1 1
Middle 1.2(0.95–1.6) 1.1(0.9–1.5)
Rich 1.491.1–1.8) 1.4(1.1–1.9)***

Media exposure
No 1 1
Yes 1.23(0.9–1.6) 1.4(1.1–1.7)***

History of termination pregnancy
No 1 1
Yes 0.8(0.6–1.1) 0.83(0.6–1.1)
Information about family planning
No 1 1
Yes 0.8(0.7–1.14) 0.9(0.7–1.2
Visited by field worker
No 1 1
Yes 1.9(0.9–1.32) 1.1(0.9–1.3)
Distance to reach health facility
Big problem 1 1
Not big problem 1.01(0.8–1.24) 1.0(0.8–1.3)
Fertility preference
Have another 1 1

Table 5  Multilevel logistic regression analysis of determinant factors for joint decision on contraceptive use in Ethiopia, EDHS 2016
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the availability of contraceptive options and the dynamics 
of decision-making within households [56–58].

Conclusions
In Ethiopia, joint decision-making on contraceptive use 
among married reproductive-age women is prevalent. 
Factors positively associated with joint decision-making 
include:

 	• Women’s Educational Level: Higher educational 
attainment (primary, secondary, and higher) 
is associated with increased likelihood of joint 
decision-making.

 	• Religion: Women identifying as Protestant are more 
likely to make joint decisions compared to those who 
are Orthodox.

 	• Wealth Status: Women from richer households are 
more likely to decide jointly with their partners.

 	• Media Exposure: Women who have media 
exposure are more likely to engage in joint decision-
making regarding contraceptive use. Conversely, 
women living in communities with high poverty 
levels are less likely to make joint decisions about 
contraceptive use.

The ministry of education should give attention on 
improving women educational status at national level to 
increase joint decision for contraceptive use.

Health care providers should give attention for those 
remote to media exposure at the time of contraceptive 
provision. Special attention should be given for those 
women in high community poverty.
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