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ABSTRACT Over the last few decades, despite progress made in improving female’s decision-making autonomy, the
challenges posed by female’s low status in Sub-Saharan African countries (SSA) are still influential research agenda. The
aim of this scooping review is to assess the effects of women’s autonomy on healthcare decision-making. The researchers
did the study based on 15 articles selected from PubMed and Google Scholar. The selection deliberated only those published
in the last 15 years, primarily based on nationally representative findings from Sub-Saharan African countries. The selected
studies focused on decision-making autonomy on healthcare parameters. All studies reported significant positive impacts of
female’s decision-making autonomy on children’s health, and women’s well-being, such as improved children’s nutrition,
maternal and children’s well-being, reduced mortality rate, and health service utilization. However, the impacts were more
substantial or visible at the community level than at individual or household levels. The study recommended strengthening
womens’ involvement in education, promoting peer education, improving husband-wife communication, promoting rural
women’s participation in economic activities, and owning assets. More importantly, any intervention should focus more on
community norms than only individual decision-making per se.

INTRODUCTION

The issue of women’s autonomy is extensively
discussed in several fields and attracted the
attention of a number of scholars. However, none
of the previous studies used a single most accepted
definition representing the multiple dimensions of
autonomy (Osamor and Grady 2016). As a result,
the use of the term varies from one setting to another.
In some instances, the term is used interchangeably
with empowerment (Mistry et al. 2009). In most
research settings, women’s autonomy takes three
different forms, namely, decision-making autonomy,
physical autonomy and economic autonomy (Ebot
2014; Becker et al. 2006). Authonomy in decision-
making refers to the ability of women to participate
in making significant decisions about themselves
and their households. Physical autonomy represents
women’s autonomy of movement outside their
homes. Finally, economic autonomy entails women'’s
access to strategic financial assets (Dancer and
Rammohan 2009).

Previous studies reported that uneven power
levels between women and men in intimate
relationships are crucial in determining women’s
decision-making autonomy (Yaya et al. 2018;

Upadhyay et al. 2014). Moreover, it seems to
have significantly affected women’s livelihood in
middle-income and low countries (Ebot 2014). As
aresult, during the last three decades, considerable
attention has been given to improve women’s
decision-making and autonomy at all phases.
For instance, Sustainable Development Goal-5
emphasised the significance of promoting women’s
autonomy to address welfare in emerging countries
(Osborn 2015).

Previous studies conducted around the world
reported significant and positive impacts of women’s
autonomy on declining rate of early mortality
(Doan and Bisharat 1990), improved access and
usage of healthcare services (Woldemichael and
Tenkorang 2010; Woldemichael 2010), and better
child nutritional outcomes (Dancer and Rammohan
2009; Brunson et al. 2009). In addition, some
studies reported significant positive impacts of
women’s decision-making and autonomy on child
immunization (Ebot 2014; Singh et al. 2012) and
household nutrition (Brunson et al. 2009). The
benefits of empowerment reported by various
studies are not essentially restricted to women
themselves, as the impact may perhaps extend to
those around them (Yaya et al. 2018).



Most of the study on this subject has been car-
ried out in the context of South Asia (Upadhyay et
al. 2014). Studies conducted in the Sub-Saharan
African context are both scarce and are limited
in scope. Thus, to the best of our understanding,
this review could be one of the few attempts to
compile and synthesize women’s domestic level
autonomy in the Sub-Saharan African context.

Objective

The main aim of this scooping review is to
examine the role of women’s decision-making
autonomy on healthcare in Sub-Saharan African
countries based on a synthesis of selected studies.

METHODOLOGY

Sources of Information, Search Strategy and
Data Extraction

The studies included in this scoping review
were collected by searching from the electronic
database (Google scholar and PubMed).

Three keywords were used to simplify search-
ing and locating studies from SSA countries;
namely, women’s autonomy, decision-making
autonomy, and sub-Saharan Africa. The selec-
tion and extraction strategies used are presented
in the flow chart in Figure 1. In the first round of
searching, the researchers found 45 publications
from PubMed and 25 from Google Scholar. Thus,
the total number of publications retained after
removing duplicates was 59. The second stage of
selection and withdrawal involved screening titles
and abstracts for significance, scope, and study
approaches employed by individual studies. At

Data base search in Studies collected other
PubMed = 45 articles | {sources = 25 articles

v
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Fig. 1. Schema for article search
Source: Authors
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this stage, 44 published materials were excluded.
Finally, the researchers included 15 full texts for
review. As the core objective was not estimating
prevalence, the researchers did not assess the qual-
ity of the included studies. The final set of publica-
tions was selected using the following three criteria:
a) Articles published in the last 15 years.
b) Studies conducted on nationally represen-
tative data from SSA.
¢) Primarily addressing female’s decision-
making autonomy on various healthcare
parameters.

Summary of Study Designs

As indicated above, the review included
studies conducted based on large sample size data
from SSA countries. Nearly all the studies used
respondents in the age group 15-49 and particulary
those who were married. Nearly all studies used
one of the probability sampling methods. Most
studies used a survey questionnaire as their primary
data collection instrument. Issues included were
socio-demographic characteristics, maternal
characteristics, autonomy, decision parameters, and
other specific subjects related to their respective
outcome variables.

In all the reviewed studies, the researchers
used quantitative approaches. Except for two
articles, 13 of them had a cross-sectional design.
Most of the studies had drawn data from a
specific country, and five employed multi-country
analyses (Table 1).

Strategy for the Synthesis

The present analysis focused on assessing
the effects of women’s autonomy on themselves,
their children, and overall household well-being.
The researchers undertook both quantitative and
narrative synthesis.

RESULTS

Table 2 presents a list of definitions and
descriptions for women’s autonomy in decision-
making used by each author. It is noted that the
definitions vary from context to context, and most
ofthem did not use a comprehensive description to
exemplify the multidimensional setting of women’s
decision-making power.
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Table 1: Summary of sampling and study designs for each selected study

Study Country Approaches Design Sample (n) Data and year

Ebot 2014 Ethiopia Quantitative Cross-sectional 2,941 mothers of EDHS 2011
children under 24
months

Gabrysch et al. Zambia Quantitative Cross-sectional 2012 married women ZDHS 2007

2016 (aged 15-49)

Sougou et al. 2020 Senegal Quantitative Cross-sectional 8865 women aged SDHS, 2017
15-49

Awoley etal. 2018  Nigeria Quantitative Cross-sectional 4,996 young married NDHS 2013
women aged 15
to 24

Akinyemi et al. Nigeria Quantitative Cross-sectional 31, 482 women NDHS 2013

2017

Chol et al., 2019 31 Sub-Saharan Quantitative
African countries
Upadhyay and Guinea, Mali, Quantitative
Karasek 2010 Namibia, and
Zambia

Darteh et al. 2019 27 sub-Sahara

i Quantitative
Africa countries

Yaya et al. 2018 32 SSA countries  Quantitative
Tiruneh et al. 2017  Ethiopia Quantitative
Singh et al. 2012 Nigeria Quantitative
Speizer et al. 2014  Ghana Quantitative
Samari and Pebley ~ Egypt
2018
Atake and Ali 2019  Burkina Faso, Quantitative
Chad, Mali, and
Niger
Amugsi et al. 2016 ~ Ghana Quantitative

aged 15 - 49 years
Cross-sectional  NA National data
Cross-sectional ~ Guinea (1,997), Mali DHS 2005-2007
(2,665), Namibia
(867), Zambia
(3,129) married
women
210,536 women DHS conducted in
2010-2016

DHS 2008-2016

Cross-sectional

Cross-seccional 474,622 women
respondent of repro-
ductive age (15-49
years)

Cross-sectional 6058 and 7043 women EDHS 2005 and

for 2005 and 2011 2011
data, respectively
Cross-sectional 3,454 currently NDHS 2008

married women

Cross-sectional 1,606 women National data

Longitudinal 4,655 married wome Egyptian Labor
(age 15-49) Market Panel
Survey (ELMPS)

Cross-sectional  NA DHS 2010-2014

Cross-sectional 2262 women respond- GDHS 2008
ents in the agee

group 15-49.

The definitions and descriptions given for
authonomy (see Table 2) are translated to a simple
conceptual model presented in Figure 2. The
framework bears a resemblance close to Social-
Ecological Model (SEM), which has been used as
analythical framework since the 1970s. The model
identified the basic assumptions that underpin
the SEM, such as the influences individuals have
on their environment, the impact of others, and
the individual’s environment. These theories have
evolved into the current SEM mainly used to address
population health through more modifications and
adaptations. However, socio-economic challenges
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are far too complex to understand from a single
analysis point (Golden and Earp 2012).

As shown in Figure 2, the middle column of box-
es contains the critical components of women’s au-
tonomy. Knowledge attainment necessitates women
and men’s awareness of their rights, resources, and
skills. Participation involves women’s ability to take
an active part in household and community-level
decisions. Community-level involvement would
increase women’s voices in household decision-
making because of improved support from group
members. These would also enhance thier access to
household resources (such as food and other basic
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Table 2: Conceptualization of women’s decision-making autonomy by individual studies

Study

Conceptualization of women's autonomy and decision making

Ebot 2014
Gabrysch et al. 2016

Sougou et al. 2020
Awoley et al. 2018

Akinyemi et al. 2017

Chol et al. 2019

Upadhyay and Karasek
2010

Darteh et al. 2019

Yaya et al. 2018

Tiruneh et al. 2017

Singh et al. 2012

Speizer et al. 2014
Samari and Pebley 2018

Atake and Ali 2019

Amugsi et al. 2016

Abilities of women in obtaining health care purchasing household goods, visiting relatives/fam-
ily and spending money in their own will (Ebot 2014: 3)

Women’s decision-making/authonomy concerns with financial, movement, health care, violence
and relationship (Gabrysch et al. 2016: 2)

Women’s decision making power on her well-being (Sougou et al. 2020: 4)

Women’s decision making power is measured by women’s decision on large household pur-
chase, healthcare and visits to family/relatives (Awoley et al. 2018: 2)

Women can decide on issues concerning their well-being, large domestic purchases, and visits
to relatives/friends. The authors categorized the variable into low, medium, or high (Akinyemi
etal. 2017: 28)

‘Women'’s capability to make autonomous decision, including manipulation of the control assets
and environment, engage and hold them an accountable institution (Chol et al. 2019: 2)

Used three indicators of female’s empowerment: a) women’s family decision-making role
such as respondent’s well-being, family purchases; and visits to relatives/family. b) Attitudes
about gender responsibilities; and c¢) Additional gender-related variables such as inter-spousal
education difference, woman’s age at first marriage, inter-spousal age variance (Upadhyay
and Karasek 2010: 14-15)

Darteh et al. (2019) conceptualized decision-making power as “decision-making on sexual
intercourse, condom use, and reproductive health” (Darteh et al. 2019: 3)

The mechanisms of women’s empowerment comprised: 1) Labor force participation (existing
occupation situation), 2) Divergence with aims to support wife-beating 3) Decision-making
power (measured by respondent’s well-being , family purchases and house earning and visit-
ing family members ) 4) Awareness level (Yaya et al. 2018: 3-4)

Women'’s ability to make decisions on matters about (a) the woman’s well-being (personal
decision-making authority), (b) essential acquirements (economic decision-making author-
ity), and (c) make visits to family or friends (movement decision-making power)? Greater
decision-making power was defined as a woman who made more than one choice, either
together with her partner or alone, (Tiruneh et al. 2017: 3)

Women can decide on health care, purchase primary household goods, visit friends/family and
buying of daily goods (Singh et al. 2012: 839)

Autonomy refer to women’s ability to decide on her well-being (Speizer et al. 2014: 3)

Understood individual autonomy as flexibility for financial or economic independence and
physical autonomy (Samari and Pebley 2018: 3)

Measured autonomy using an index, drawn from three dimensions of empowerment of women:
socio-cultural, econnomic and family/relational (Atake and Ali 2019: 3-4)

Amugsi et al. (2016: 5) defined autonomy as women'’s ability to have the final say on: spending
money, making family buyings, their well-being, and their views on capacity to reject husband
sex on reasonable grounds and wife-beating.

needs) and opens up the opportunities for engender-
ing much-needed income in securing other family
needs. Access to a credit or capital and control over
land and other household resources is another crucial
pillar of autonomy:.

Table 3 presents a short description of the
explanatory and outcome variables used by the
reviewed studies. It is noted that the findings
vary from context to context and individual re-
searcher’s goals and objectives. In 12 of the 15
reviewed articles, decision-making autonomy
appeared to be the primary explanatory vari-
able in the regression analysis. In contrast, other
individual and group level factrors were used as
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confounders in the studies. Outcome variables
used by the studies include immunization of
children, delivery at health institutions, family
planning utilisation, fertility, decision-making in
child survival and ultimate number of children.

Table 4 presents a list of women’s decision-
making autonomy reported using different studies.
In most studies, women’s contribution in health
care decision-making was found very low. In a
number of the studies, the participation rate is
as low as five percent. However, a substantial
proportion of the studies confirmed significant
positive effects of autonomy in healthcare-seeking
and practices.
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Fig. 2. Framework for conceptualizing woman’s autonomy and decision making

Source: Authors

DISCUSSION

The study has mainly aimed at reviewing recent
studies carried out in SSA on impacts of women’s
decision-making and/or autonomy on a range of
parameters. The synthesis of the 15 articles that
studied women’s decision-making autonomy in
SSA generally differs in conceptualisation, focus
areas, and depth depending on each study’s context.

It is noted that the studies significantly vary
in terms of conceptualising or defining women’s
decision-making autonomy. Some are more
comprehensive than others. For instance, the
definition used by Upadhyay and Karasek (2010)
equates autonomy with ‘empowerment.” On the
other hand, the description used by Sougou et
al. (2020) is precisely about making healthcare
decisions. The disparities in defining autonomy seem
to have emanated from the outcome variables each
study has primarily wished to address. In classical
studies of the 1980s and 1990s, researchers used
the term autonomy merely in association with
access to information (Dyson and Moore 1983)
or the ability to act independently (Basu 1992) or
decision-making about meaningful private or family
life (Mason 1995).

There are wide variations in reporting the preva-
lence of decision-making autonomy depending on
the study setting and methodology (such as sample
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size and measurements). For instance, in the study
of family planning in Senegal (comprising 8,865
women aged 15-49 years), only 6.26 percent of
women were found to make their own decisions
while husbands or partners made such decisions
for more than eighty percent of them (Sougou et al.
2020). Similarly, in the study of Nigerian women’s
decision-making (n=4996), Awoley et al. (2018)
reported that only three percent of the sampled
women made decisions alone on large household
purchases and their own healthcare. Close to two-
thirds of them (62%) said their husbands were
making decisions concerning visits to family or
relatives (Awoley et al. 2018).

Most of the studies reviewed reported the
significant role of autonomy, especially in promoting
children’s well-being and increasing women’s
power. More than two-thirds of the reviewed articles
examined the impacts of decision-making autonomy
on health-seeking behaviour. Thus, the outcome
variable takes different forms, such as immunization
of children, delivery at health institutions, family
planning utilization, fertility, decision-making in
child survival and an ideal number of children .
The article search process witnessed that studies
conducted at national levels on the effects of
autonomy on other livelihood dimensions (such
as decision-making on asset ownership, financial
utilisation, significant purchases, etc.) are rare.
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Table 3: Summary of findings by the individual studies, SSA

Study Outcome variable Explanatory variables Reported findings/ conclusion made
Ebot 2014 Child Decision-making autonomy index, A one-unit increase in women’s individual-
immunizations  which ranged from 0-4 Control level independence is related with a 5

variable:religion, rural/urban housing percent unit improvement in children’s
location, women’s age, polygamous immunizations. One unit increase in a com-
marriage, age at first marriage, child’s munity’s autonomy level are linked with
sex, child’s age and number of children  a 31 percent improvement in children’s
under five living in the family immunizations (Ebot 2014: 1210-1212)

Gabrysch et Facility delivery ~ Explanatory variables comprises of five ~ Power relations and gender norms may

al. 2016 dimensions: health care, financial, rela-  supersede an individual’s autonomous

Sougou et al.

2020

Awoley et al.

2018

Akinyemi et
al. 2017

Chol et al.
2019

Upadhyay
and Kar-
asek 2010

Darteh et al.
2019

Family planning

Place of Birth
and antenatal
care Vvisits.

Child survival-
mortality

Antenatal care,
skilled delivery
care and service
utilization

Perfect number
of children, the
achievement
of their desired
fertility

Decision-making
autonomy

tionship, movement and violence.

Women’s decision-making/authonomy
over their well-being; other socio-
economic variables , including marital
status, age, wealth and residence were
used as control variables.

The primary explanatory variable was
women’s power. Other socio-economic
variables (such as the highest level of
education wealth index, work status, ,
place of residence and religion,) were
also encompassed.

Women’s autonomy was the primary
variable, but other individuals and
household variables were included.

It also constituted community norms
about women’s decision making.

Women’s autonomy plus education
attainment, family wealth, employed
status place of residence and age at
birth of the last child.

Women’s autonomy adjusted for
other socio-economic variables

Residence, education, wealth status,
religion, occupation, religion, age and
partner’s level of education

decisions at the community level, as well
as behaviors or preferences connected to
care-seeking for childbearing (Gabrysch

etal. 2016: 5).

The study reported that older women who
are educated, ones, women who have
educated husbands, and living in wealthier
households increase the possibility of
decision-making on family planning use.
Yet, women’s autonomy did not signifi-
cantly affect family planning (Sougou et al.
2020: 5).

The study establish substantial associations
between women’s independence, health
facility delivery and anenatal care visits
(Awoley et al. 2018: 9).

The likelihood of childhood mortality was
greater among women with low decision
making power. However, the study re-
vealed that the effects were more potent
at the community than individual level,
i.e., an individually empowered woman
may have limited DMI if she lives in
a society where women have limited
decision-making authority (Akinyemi et
al. 2017: 32).

The study established weak connections at
regional and national levels. The exclusion
was the Southern Africa region, where
links between women’s freedom and ma-
ternal healthcare services utilization were
practically robust (Chol et al. 2019: 6).

Women’s autonomy was related with wom-
en’s ideal number of children in only one
country. The variable for decision-making
was not significant for the other nations
(Upadhyay and Karasek 2010: 29).

Generally, about five out of ten (half)
women requested their husbands to use a
condom during sex; six out of ten women
rejected their partner’s sex, and seven
out of ten women could make at least
one decision. Again, residence, education
level, religion, age, occupation, partner’s
education and occupation were linked
with women’s decision-making (Darteh
etal. 2019: 7).

Anthropologist, 43(1-3): 1-12 (2021)
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Table 3: Contd.....

Study Outcome variable

Explanatory variables

Reported findings/ conclusion made

Yaya et al. Contraceptive use

Tiruneh et al. Health service uti-
2017 lization (antenatal
care, delivery, and
post-natal care)

Singh et al.

Speizer et al. Institutional de-

2014 livery
tional delivery.
Samari and ~ Autonomy
Pebley characteristics
2018
Atake and Ideal number of

Ali 2019 children characteristics

Amugsi et al. Women’s dietary

2016 diversity characteristics

Women’s autonomy plus selected back-
ground characteristics

Child immunization Women’s autonomy plus selected indi-
2012 vidual and community level variables

The prime independent variables for
this analysis were decision-making
autonomy and attitudes toward institu-

Individual, household, and community

Individual, household, and community

Individual, household, and community

Women’s empowerment plus other socio- This study revealed that contraceptive use
2018 economic characteristics

is linked with women’s empowerment and
other proximate determinants, includ-

ing maternal age, husband’s education,
wealth, neighborhood-level and country-
level factors (Yaya et al. 2018: 10).

Women’s autonomy and other proximate
variables (such as women’s and their
husbands’ educational level, employment
status, and wealth index) were positively
linked with maternal healthcare service
utilization (Tiruneh et al., 2017: 10).

‘Women with greater household decision-
making were more likely to have their child
fully immunized than women with poor
decision-making (Singh et al., 2012: 842).

‘Women with lower decision-making auton-
omy regarding their healthcare had lower
likelihood of facility delivery contrasted
to women who took active part in health
care decisions (Speizer et al. 2014: 10)

Age, education, wealth status, residence, so-
cial position, community link, and marital
form have become key determinants of
women'’s autonomy (Samari and Pebley
2018: 14).

‘Women’s empowerment is considerably
associated with a desire for fewer chil-
dren in all countries studied (Atake and
Ali 2019: 12).

Women'’s participation in decision-making
regarding household purchases was signifi-
cantly associated with higher diet diversity
after adjusting for individual and household
level covariates (Amugsi et al., 2016: 6).

One striking feature of the findings drawn from
most reviewed articles is that the effects of women’s
autonomy on the various livelihood dimensions
are stronger at the socity level than at household
or individual levels. For example, in Akinyemi et
al.’s (2017) study, the effects of women’s decision-
making index on key child healthcare domains
were more potent at the society level than at the
individual level (Akinyemi et al. 2017). The finding
entails that a separate women’s decision-making
power may perhaps be compromised significantly
if a woman exists in a community where they
generally have low decision-making autonomy
(Akinyemi et al. 2017). Such a finding implies that
community norms and attitudes play a vital role in
shaping behaviour and positively affect individual
decision-making authority (Kabeer 2005).

Nearly all the reviewed studies implied that
women’s decision-making autonomy is affected

Anthropologist, 43(1-3): 1-12 (2021)

by various background variables, including the
women’s age, education of the couple, household
wealth, and household size. For instance, Sougou
etal. (2020) found that women’s influence to make
their health-related decisions rises with their age
(Sougou et al. 2020). Other studies also confirmed
that the women’s position in society changes
according to their role in society and generation,
implicating those older women to have more
decision-making autonomy at the household level
(Alemayehun and Meskele 2017; Osamor and
Grady 2016; Amadiume 2015). In the study by
Sougou et al. (2020), women in the richest quintiles
appeared to have more power. Several studies
consistently reported that women in equitable
socio-economic households had healthier decision-
making power over their health and other domains
(Sougou et al. 2020; Darteh et al. 2019; Samari and
Pebley 2018; Nigatu et al. 2014).
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Table 4: Key findings on women’s autonomy in decision-making, SSA

Study

Women s autonomy in decision making reported by different studies

Ebot 2014

Sougou et al. 2020

Awoley et al. 2018

Akinyemi et al. 2017

Chol et al. 2019

Upadhyay and Karasek 2010

Darteh et al. 2019

Yaya et al. 2018

Tiruneh et al.2017

Singh et al. 2012

Speizer et al. 2014

Based on the individual-level autonomy index used in this study a mean of 3.1signifies
that most women made about 3 out of 4 decisions alone or jointly on average. Across
all societies, the average autonomy achieved was 3.7 (Ebot 2014: 7).

Eighty percent of women respondents reported that their spouses or husbands make
decisions on their wellbeing, including health care. The study also showed that wom-
en’s independence in decision-making develops with age (Sougou et al. 2020: 3).

More than 70 percent of the women indicated that their spouses alone decide on thier
well-being and large family financing/purchases. In comparison, less than 25 percent
claimed that these decisions are made together. Only 3 percent of stated making deci-
sions alone on their well-being and large family buying. Close to two thirds of the
women said that their partners make decision alone on a visit to relatives or family
while a small percentage (4%) indicated that they alone decide on visits to relatives
or family(Awoley et al. 2018: 3).

The percentage of children whose mothers involved in decision-making on large fam-
ily purchases, visits to /friends/relatives and their health care were 33.9, 34.5 and
43.1 percent, in that order. Generally, 27.3 percent of 31482 children had mothers
who jointly make decision-making(Akinyemi et al. 2017: 30)

The proportion of surveyed women with no schooling was topmost in Burkina Faso
(83%) and lowest in Lesotho and Zimbabwe (1%). The surveyed women who were
jobless were primary in Niger 77 percent and least in Rwanda 14 percent. The three
nations with the topmost proportion of survey women having at least basic learning
happened all in the Southern African region: Namibia 92 percent, Lesotho 99 per-
cent, and Zimbabwe 99 percent (Chol et al. 2019: 5).

Considerable variability was found among the four countries in the women’s em-
powerment indicators. Namibia had the most empowered women, with the most
reporting any say in all four family decisions (67.7%), most reporting that not any
of the five motives justified beating of wife (68.5%), and the most reporting that all
three reasons were justification for refusing sex (74.5%). Mali had the fewest women
reporting any say in all four household decisions (10.6%) and the fewest reporting
that all three reasons justified refusing sex (9.5%). Guinea had the most irregular
women reporting none of the five causes explained beating(11.8%) (Upadhyay &
Karasek 2010: 19).

Among 27 SSA countries the percentage of women who could ask their spouse to use
a condom during sexual contact varied from 16.6 percent to 93.4 percent in Mali
and Namibia. Women who could reject sex varied from 18.3 percent in Mali to 92.4
percent in Namibia. The percentage of women who could make at least one repro-
ductive health decision varied from 25.5 percent in Mali and 97.2 percent in Namibia
(Darteh et al., 2019: 1).

Results showed significant disparities in women who reportedly ever use contracep-
tive techniques; ranging from as low as (6.7%) in Chad and 72 percent in Namibia.
Contraceptive use was considerably more mutual among respondents from the
wealthiest families (28.5% against 18.9%) even after adjusting for socio-economic
and demographic factors (Yaya et al. 2018: 6)

The proportion of women with contrasting approaches toward high decision-making
authority, wife beating and at least basic learning in societies enlarged from 22.3 per-
cent, 36.3 percent, 70.8 percent in 2005 to 32.1 percent ,48.5 percent, 75.3 percent
in 2011 respectively (Tiruneh et al. 2017: 4)

Thirty five percent of women respondents had high family decision-making, and
twenty seven percent had high financial decision-making. In terms of assertiveness
towards gender norms, a little more than half (52%) reported that wife-beating is
under no circumstances acceptable, and forty six percent designated that a wife has
the right to reject sex (Singh et al. 2012: 840)

Virtually half of the women reported that they alone can decide about their health care
with their partner. Forty-seven percent of women account that their spouse alone
makes these well-being decisions, and only four percent say that someone else makes
these decisions (Speizer et al. 2014: 6)

Anthropologist, 43(1-3): 1-12 (2021)
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Table 4: Contd.....

Study

Women s autonomy in decision making reported by different studies

Samari and Pebley 2018

Wome’s right to use financial resources meaningfully changed over the period of six

years, with sixty five percent of women being financially self-sufficient in 2006 and
Sixty percent of married women in 2012 (Samari and Pebley 2018: 10)

Atake and Ali 2019

The study reported the relationship between women'’s status and an ideal number of

children. The desired number of children was considerably higher: more than fifty
percent of partners had the same ideal number of children as their wives. Also, the
percentage of women testified having more children than their desired number was
established in Mali (40%), Burkina Faso(30%), Chad (16%), and Niger (13%),

(Atake and Ali 2019: 10).

The researchers reported that both the woman’s
and her partner’s educational status are critical
determinants of decision-making autonomy (Sou-
gou et al., 2020; Samari and Pebley 2018; Ahmed
et al. 2010). Interestingly, some of the reviewed
studies strongly argued that partners’ education
has a significant role in women’s decision-making
autonomy, as more educated partners provide more
room for women’s role in the household (Sougou
et al. 2020; Speizer et al. 2014). These are ordinary
men with basic education. Studies have revealed
that well-educated men incline to have less sexist
beliefs (Sultana 2011). Thus, educating men is
vital, as assistance from the partner and household
environment have positively influenced women’s
decision-making autonomy (Speizer et al. 2014).
Generally, the findings of the effects of education
on decision-making autonomy are usually consistent
across studies regardless of study areas, methodol-
ogy, and analysis level (Nigatu et al. 2014).

Most studies conducted in developing regions
reached nearly a similar conclusion regarding the
role of socio-economic variables. For instance, a
study in Nepal found that being older, having paid
employment, having many alive children and hav-
ing improved education were positively linked to
women’s power in decision-making (Acharya et al.
2010). Other studies also reached a similar conclu-
sion (Ahmed et al. 2010). There are two lines of
argument regarding the impacts of decision-making
autonomy on women and households’ well-being.
First, most studies reported the positive role of
increased women’s autonomy, while very few
pinpointed its adverse impacts.

This relationship could emanate from dif-
ferences is how researchers measure autonomy,
definitions used, and use of other outcome variables
of interest. Some studies, claiming adverse effects,
argued that enhancements in women’s autonomy
may sometimes result in increased domestic vio-
lence degrees (d’Oliveira et al. 2009; Koenig et
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al. 2003). Higher women’s autonomy in decision-
making decreases intimate partner violence (Sabar-
wal et al. 2012). Some studies associated women’s
better decision-making autonomy with increased
depression and blood pressure, on the ground that
having more independence could lead to increased
violence between spouses (Hadley et al. 2010).
Others argue that decision-making could empower
women towards avoiding domestic violence (Hin-
din et al. 2008). Joint decision-making decreases
the rate domestic violence (Kishor and Johnson
2004; Heaton and Forste 2008), and educating
and involving males in health-related decisions
may increase women’s autonomy and well-being
whereas reducing fight and difference between
partners (Mullany et al. 2005; Feyisetan 2000).
On the contrary, some of the reviewed studies
reported weaker results of impacts of autonomy on
livelihood. For example, the studies conducted in
Ethiopia and Eritrea establish that most autonomy
indices were not meaningfully related with
facility-based birth, even after controlling for other
variables (Woldemichael 2010). Furthermore, in
a joint analysis across 33 locations (comprising
21 African locations), Ahmed et al. (2010) found
female autonomy as the least important determinant
of women’s access and utilization of maternal
health services accross all nations, especially
among African countries (Ahmed et al. 2010).
One plausible reason for weaker autonomy
impacts in different dimensions is that women
cannot transform their individual decision-making
authority into their benefits (Awoley et al. 2018).
Studies on development and gender have made
it possible to emphasise access to empowerment or
autonomy, which is at the center of resolving social
disparities related to gender. In Senegal, women’s
independence over decision-making for their health
is fragile (Sougou et al. 2020). Other studies have
evealed that only 6.26 percent of women have
the right to decide their health. For most women
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80.33 percent, of their spouses or husbands decide
for them. In different places studies have revealed
how certain traditional customs shape women’s au-
tonomy in making decisions concerning women’s
health (Singh et al., 2019). It is mainly about the
partner or husband’s domination when making
impotant decisions for women on issues of health
(Sultana et al. 2011).

The studies demonstrated that women’s power
to make decisions regarding their health increases
with their age. Sado et al. (2014) has demonstrated
the effect of women’s age on empowerment. In
most African countries, a small number of women
are permitted to decide on their health (Alemayehun
and Meskele 2017). In many traditional communi-
ties, older women may be necessary, significant,
or even independent. Still, in contrast to male of
the same age, their positions usually suffer from
absence of value and recognition. Moreover, the
studies demonstrated that women in the richest quin-
tiles have increased power over decision-making.

Overall, the studies have concluded a significant
relationship between women’s autonomy and a range
of healthcare-seeking behaviours, comprising health
services, child’s diet, and nutrition (Atake and
Gnakou 2019; Darteh etal. 2019; Tiruneh etal. 2017;
Amugsi et al. 2016). These outcomes are consistent
with other findings conducted worldwide (Obonyo
et al. 2014; Baral et al. 2010; Fawole and Adeoye
2015; Woldemichael 2007). Data analysis using the
DHS conducted in 32 nations in sub-Saharan Africa
has reported a significant link between health-
seeking behaviours and women’s autonomy at the
family level (Yaya etal. 2018). Sharma et al. (2007)
reported that women with greater freedom could
manage their children’s healthcare and make fertil-
ity decisions regardless of their financial and physi-
cal assets. Other studies conducted in Aftica also
confirmed this (Kamiya 2010). Speizer et al. (2014)
emphasised community traditions and customs in
institutional delivery and indicated that women’s
autonomy played a significant role in safeguarding
these requirements are facility-based.

These scooping review is not without limita-
tions. First, the synthesis made in the above few
paragraphs was based on a small number of Sub-
Saharan African countries where studies were
carried out based on nationally repsentative data.
Second, this review does not include several lo-
cal studies, as they were based on a small sample
size. Thus, the review is not representative of the
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entire region. Third, the selected have focused on
women'’s autonomy regarding healthcare decision-
making and did not cover other livelihood dimen-
sions, such as access to other economic services, in-
come, employment, and other household domains.

CONCLUSION

Three vital conclusions can be drawn from the
present scooping review. First, no single study con-
ducted in Sub-Saharan Africa has provided a com-
prehensive measure of women’s decision-making
autonomy, and indeed, the conceptualisation of the
term varies significantly from context to context. Due
to such variations, it is usually difficult to compare
findings across studies. Second, as an outcome vari-
able, women’s decision-making autonomy is deter-
mined by specific background characteristics, most
importantly, the women’s age, education of the couple,
household wealth, and household size. Third, nearly
all studies witnessed significant positive impacts of
women’s decision-making autonomy on women’s
well-being, such as improved childhood nutrition,
reduced mortality, maternal and children’s health,
and health services utilisation. However, the impacts
are more substantial or visible at the community level
than at the individual or household level.

RECOMMENDATIONS

The overall findings from the reviewed articles
suggest that program designers and local admin-
istrators in SSA should work towards developing
females’ involvement in formal education, promot-
ing peer education, improving communictation
between husband-wife, as it is central to women’s
autonomy in decision-making, and increasing rural
women’s participation in income generation activities
and rights to access/control economic resources.
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