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Abstract

Background Though women in Niger are largely responsible for the familial health and caretaking, prior research
shows limited female autonomy in healthcare decisions. This study extends current understanding of women'’s
participation in decision-making and its influence on reproductive health behaviors.

Methods Cross-sectional survey with married women (15-49 years, N=2,672) in Maradi and Zinder Niger assessed
women’s participation in household decision-making in health and non-health issues. Analyses examined [1] if
participation in household decision-making was associated with modern contraceptive use, antenatal care (ANC)
attendance, and skilled birth attendance at last delivery and [2] what individual, interpersonal, and community-level
factors were associated with women’s participation in decision-making.

Results Only 16% of the respondents were involved—either autonomously or jointly with their spouse—in all

three types of household decisions: (1) large purchase, (2) visiting family/parents, and (3) decisions about own
healthcare. Involvement in decision making was significantly associated with increased odds of current modern
contraceptive use [aOR:1.36 (95% Cl: 1.06-1.75)] and four or more ANC visits during their recent pregnancy [aOR:1.34
(95% ClI: 1.00-1.79)], when adjusting for socio-demographic characteristics. There was no significant association
between involvement in decision-making and skilled birth attendance at recent delivery. Odds of involvement in
decision-making was significantly associated with increasing age and household wealth status, listening to radio, and
involvement in decision-making about their own marriage.

Conclusion Women's engagement in decision-making positively influences their reproductive health. Social and
behavior change strategies to shift social norms and increase opportunities for women'’s involvement in household
decision making are needed. For example, radio programs can be used to inform specific target groups on how
women’s decision-making can positively influence reproductive health while also providing specific actions to
achieve change. Opportunities exist to enhance women's voice either before women enter marital partnerships or
after (for instance, using health and social programming).
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Background
While the world has made progress towards achiev-
ing the United Nations Sustainable Development Goals,
there are still variations across regions. For example, in
2015-2021, an estimated 84% of births globally were
assisted by skilled health professionals, increasing from
77% of births between 2008 and 2014 [1]. However, cov-
erage in sub-Saharan Africa was 20% points lower than
the global average. Key reproductive health (RH) indica-
tors in Niger continue to lag behind other countries in
the Sahel region of Africa. Nationally, high fertility rates
(6.7 births per woman) [2] low contraceptive use (12.2%
of married women currently using a modern method)
and poor maternal health service use (32.8% of women
attended four or more antenatal (ANC) visits and 29.3%
of deliveries were conducted by skilled providers), con-
tribute to persistently high RH-morbidity and mortality
in the country. Further, national statistics belie consid-
erable variation within the country as well; for instance,
the fertility rates in Zinder and Maradi districts are much
higher than the national average at 8.5 and 8.4 births
per women, respectively [3]. Evidence suggests that
women’s empowerment, and specifically, their engage-
ment in household decision-making, can positively influ-
ence a range of RH outcomes [4—6]. However, women
in Niger are often not involved in health care decisions
in the household and men are often the primary or final
decision-makers, particularly when those decisions have
financial implications [3, 7].

Previous investigations of women’s decision-making as
a predictor for a range of RH outcomes in diverse African
contexts have found mixed effects. Research on modern
family planning (FP) use found that women with greater
wealth, educated partners, and decision-making power
were more likely to have used contraceptives [4] and
autonomous decision-making among women for their
own health increased the odds of modern FP compared
to women who were not involved in such decisions [8].
For instance, a study of 32 sub-Saharan African coun-
tries found that female adolescents who exhibit “repro-
ductive health decision-making capacity”—as measured
by self-reported ability to refuse sexual intercourse and
ask partner to use a condom—had higher odds of using
contraceptives and this increased with age, wealth, edu-
cation, urban dwelling and if the adolescent was cohab-
itating and not married [9]. Additional research on
women’s decision-making found that ANC attendance
[10] and facility-based delivery [10, 11] were more likely
behaviors among women with decision-making power.
Recently published studies examining how decision-
making ability among married women influences RH

outcomes like contraceptive use [4] and skilled birth
attendance (SBA) [6] are reliant on pooled national-level
data, which includes data from Niger from 2012.

Further, the literature investigating factors associated
with/enabling women’s participation in household deci-
sion-making among married women also notes varied
results. Previous research has examined determinants
of women’s decision-making using Demographic Health
Surveys and found that older age at marriage among
adolescents in Niger [12], and age, education, religion,
wealth, geographical region, urban residence and educa-
tion in Nigeria [13] are associated with greater decision-
making among married women. A regional study using
pooled national-level data from 27 sub-Saharan African
countries found that rural living, no education, practicing
Islam, not working, and uneducated partners negatively
influence a women’s involvement in RH decisions [14].
Whereas a study from Burkina Faso found that while free
RH and FP services and commodities improved access
to health services by facilitating the negotiation pro-
cesses between women and their families (i.e., the hus-
band’s brother or parents), prevalent social norms and
gender inequalities continued to limit women’s decision-
making power [15]. Several studies within the FP sphere
have found that couples’ communication—a component
of household decision-making—is linked to women’s
involvement in decision-making, and that promotion of
intra-couple communication as a high impact practice
that can lead to better RH outcomes for women [16]. It
is unclear what factors influence married women’s par-
ticipation in household decision-making in Niger and
if these could serve as potential points of intervention
to enhance women’s empowerment and improve RH
outcomes.

The present study aims to extend current understand-
ing of married women’s participation in decision making
and its influence on RH behaviors in Niger. Our analysis
was guided by the conceptual framework (Fig. 1) which
draws upon existing theoretical and conceptual frame-
works [17, 18] and illustrates factors hypothesized to be
associated with women’s involvement in decision making
and RH behaviors. Informed by prior literature, we con-
ceptualized women’s involvement in decision-making,
a key aspect of women’s empowerment [19], by their
capability to contribute to household decision-making
on multiple dimensions. As empowerment in one dimen-
sion does not necessarily indicate empowerment in
another, we use measures that capture decision-making
regarding economic, mobility, and personal healthcare
[20]. Further, as empowerment is contextually driven,
we use an expanded definition of decision-making to
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Fig. 1 Conceptual Framework on Women'’s Involvement in Decision-making and RH Behaviors (Informed by the reproductive empowerment [17] and

socio-ecological frameworks [18])

include either autonomous decision-making or joint
decision-making. A recent qualitative study confirmed
that women in Niger rarely make health decisions auton-
omously though they were often involved in the process
of decision-making related to health care seeking [7].
Prior research has noted the lack of clarity or contex-
tual appropriateness of dichotomies like autonomous
vs. joint-decision-making. Women who make decisions
autonomously may have no other option or support and
women who participate in joint decision-making may be
playing an active/cooperative role in the decision [21].
With this framing of women’s engagement in decision-
making, we explore associations with select RH behaviors
(modern contraceptive use, ANC attendance and facility-
based delivery) and then examine correlates of women’s
engagement in decision-making. To explore the charac-
teristics of women who engage in decision-making, we
examined individual, interpersonal, and community-level
factors using the reproductive empowerment [17] and
socio-ecological frameworks [18]. With this quantita-
tive exploration, we hope to contribute to the growing
literature in the Sahel region on women’s empowerment
and decision-making and its associations with RH behav-
iors using recently collected sub-national data, as well as
identify opportunities to inform empowerment-focused
programming in the region.

Methods

Study design and sites

We use data from a baseline survey conducted as part
of an evaluation of the U.S. Agency for International
Development (USAID) supported Resilience in the
Sahel Enhanced (RISE) II program by Breakthrough
RESEARCH, USAID’s flagship global SBC evidence

generation project. This cross-sectional household sur-
vey, conducted in March 2021, interviewed married
women of reproductive age (15—49 years) in Maradi and
Zinder regions of Niger. Located in western Africa, Niger
is a landlocked country and a vast majority of it includes
the Saharan desert terrain. The Maradi and Zinder
regions are located along the southern border, where
ongoing conflicts in the region have led to tens of thou-
sands of refugees crossing into Maradi, Niger from Nige-
ria over the last few years [22]. The economy in the study
area is largely based on subsistence agriculture. Under
the RISE II activity in the Maradi and Zinder regions,
community-based groups promote health behaviors
and address development challenges. Specifically, these
groups address male engagement and couples’ commu-
nication, and support income generating activities and
savings and loan groups, which support the social and
economic empowerment of women.

Sampling

The sampling procedure for this survey involved three
stages: 1) six of the 18 intervention communes (four
in Zinder and two in Maradi regions) were randomly
selected for this survey and six control communes with
similar characteristics were selected as shown in Fig. 2)
all enumeration areas identified in the 2012 General Cen-
sus were listed for selected communes; 3) probability
proportion to size was used to select enumeration areas
for each commune starting at a random point and sys-
tematically selecting areas using a fixed sampling interval
and randomly selected one eligible woman per house-
hold. Our analysis relied on the data collected from mar-
ried women aged 15-49 who completed the quantitative
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survey which was administered via digital tablets using
SurveyCTO.

Measures

Table 1 presents measures for variables used in our anal-
yses of factors related to women’s involvement in three
areas of decision-making and how it relates to desired
RH behaviors. Individual level variables included socio-
demographic characteristics (e.g., age, any education,
marital status, number of children under five years, and
wealth (terciles)), having listened to the radio in the last
week and women’s involvement in the decision for her
to marry. The interpersonal level variable assessed part-
ner communication on RH issues, and community level
variables included women’s involvement in community
groups. Our outcomes of interest were three RH behav-
iors: modern contraceptive use, attending four or more
ANC consultations, and skilled birth attendance. The
rationale for not applying the World Health Organization
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ANC model of at least eight or more ANC visits was
because fewer than 1% of all women interviewed who
gave birth in the last five years reported attending eight
or more ANC visits.

Analysis

Statistical analysis was conducted using Stata v16 [24].
First, we ran correlation matrices and found a moder-
ate level of collinearity across the three decision-making
items and determined that it would not be appropriate to
include all three items independently in the analysis. We
therefore constructed a composite decision-making vari-
able as described in Table 1. We then confirmed variable
independence with the remaining predictor variables.
We ran unadjusted logistic regressions to test associa-
tions between the decision-making composite measure
and RH dependent variables. We then ran multivariate
logistic regression models to assess if women’s involve-
ment in decision-making was associated with the odds
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Variable Type of Measure Description
Age Continuous Single continuous item
Education Dichotomous Single item, defined as no education or any education, based on the question “Have you gone to school?”

Marital status

Number of
children under 5
years

Wealth status
Listened to the
radio

Women'’s involve-
ment in commu-
nity group
Woman's involve-
ment in marriage
decision
Perceived ability
to communicate
with partner on
RH issues
Woman's
involvement in
decision-making

Modern contra-
ceptive use

ANC attendance
during recent
pregnancy
Skilled Birth At-
tendance (SBA)
during recent
delivery

Categorical

Categorical

Categorical

Dichotomous

Dichotomous

Dichotomous

Dichotomous

Dichotomous

Dichotomous

Dichotomous

Dichotomous

Defined as married/monogamous, or married/polygamous, based on the questions “Are you currently mar-
ried, living with a man like you are married?”and “Does your (husband/partner) have other wives?”

Single item. Defined using the reported number of children under 5 years of age were made into categories
for: 1 child, 2 children, and 3 or more children

Categorical, household wealth terciles constructed using Equity tool methods [23] for Niger.

Single item defined combining responses of “at least once a week”and “less than once a week"to show the
respondent “listens to the radio”and “not at all”and “refused” to reflect the respondent “does not listen to radio”
Single item used to create a dichotomous variable about involvement in any community group. Respondents
who reported being involved in any one or more community groups are coded as “involved, the rest were
coded as "not involved”

Single item used to create dichotomous variable for woman'’s involvement in the decision for her to marry.
Respondents who reported being included in the decision that she marry are defined as “involved, the rest
were coded as "not involved”

Two items about women'’s perceptions of how easy it is to engage their husbands in conversations about
ANC attendance and facility delivery were used to create a dichotomous variable. Those who answered, “not
difficult at all”for either item were coded as perceiving these conversations as “not difficult,’ the rest were
coded as “Difficult”

Variable created using three items on a woman'’s involvement in decision-making about: (1) making a large
purchase, (2) visiting her family/parents, and (3) decisions about her own healthcare. Respondent was catego-
rized as “involved”in decision-making if she answered either that she herself made the decision or that she
and her partner made the decision jointly for all three decision types, the rest were coded as “not involved!
Responses to "Are you currently doing something or using a method to delay or avoid pregnancy?/What
method are using??” were separated and used to create a new binary variable on Modern contraceptive

use in which “Female Sterilization,"male sterilization,“1UD;"“injectable,“implant,pill,“male condom,"and
“female condom”responses are considered “using a modern method’, the rest (“LAM, or lactation amenorrhea
“Rhythm,“withdrawal,"and “other”) were coded as “not using a modern method”

Using binary Yes/No answers about consulting someone for ANC during recent pregnancy in the last five
years and a continuous variable of “how many visits” we created a binary variable for attending <4 and

4+ ANC visits during recent pregnancy

Respondents provided information on anyone who helped them with the delivery of their children in the last
five years. Multiple responses were separated, and “other” responses were used to create a new categorical
variable to reflect the highest qualified attendant present at delivery. Next, this was dichotomized into a new
variable for SBA during recent delivery (Yes/No).

of modern contraceptive use, ANC attendance, and SBA,
adjusted for socio-demographic variables as well as fac-
tors significantly associated with women’s involvement
in decision-making. Regression models with each indi-
vidual decision-making item were run separately (data
not shown) and results were consistent with the com-
posite decision-making variable model. Next, to inform
empowerment-focused programming in the region, we
conducted a descriptive analysis to assess variability of
factors associated with decision-making. We tested for
associations between factors associated with decision-
making and women’s involvement in decision making.
We used chi-squared tests for dichotomous decision-
making antecedent variables and the Mann-Whitney
test for continuous variables. We then constructed a
multivariate logistic regression model with our compos-
ite variable on women’s involvement in decision mak-
ing as the dependent variable. The standard errors were

adjusted by strata and commune to account for the sam-
pling approach.

Ethics

The Ministry of Public Health National Ethics Commit-
tee for Health Research in Niger provided approval for
the study and consent forms (No. 017/2020/CNERS). The
study also received approval from the Population Coun-
cil Institutional Review Board in the United States (No.
934). The relevant ethical approval and consent details
were received and are available on request by the edi-
tor or editorial office. The informed consent was read to
the participants by a research assistant trained in ethi-
cal human subjects research. The consent form used lay
language and the participants were given the opportu-
nity to ask questions about the study before giving con-
sent. Study participants provided informed consent by
marking agreement (in the form of an X) without using
their signature. This procedure is prevalent in similar
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Table 3 Results from logistic regression models of women in
decision-making and RH outcomes

n %
31.0+6.7 (15-49)

Age in years (mean, SD, range)
Any education

No 2,283 85.4%

Yes 389 14.6%
Marital status

Married, monogamous 1,693 63.4%

Married, polygamous 979 36.6%
Number of children under 5 years

0 165 6.2%

1 747 28.0%

2 1,488 55.7%

3+ 272 10.2%
Wealth status

Lowest tercile 903 33.8%

Middle tercile 884 33.1%

Richest tercile 885 33.1%
Listened to the radio

No 1,742 65.2%

Yes 930 34.8%
Women'’s involvement in community group

No 1,655 61.9%

Yes 1,017 38.1%
Woman's involvement in marriage decision

No 1,683 63.0%

Yes 989 37.0%
Woman's involvement in decision-making

No 2,249 84.2%

Yes 423 15.8%
Modern contraceptive use

No 2,048 76.7%

Yes 624 23.4%
ANC attendance (4 + visits) (N=2,506)

No 1,161 46.3%

Yes 1,345 53.7%
SBA (N=2,507)

No 1,017 40.6%

Yes 1,490 59.4%

study settings and allows for the inclusion of illiterate
individuals or those without defined signatures. Women
interviewed between the ages of 15 and 17 years were
emancipated minors and therefore parental and/or
legal guardian consent was not required. In addition, all
methods were carried out in accordance with relevant
guidelines and regulations and with the 1964 Helsinki
declaration and its later amendments or comparable ethi-
cal standards.

Results

A total of 2,672 women participated in the survey. These
women were on average, 31 years old, largely uneducated
(85.4%), and mothers of one or more children (93.8%).

N OR p-value  aOR" p-

(95% ClI) (95% CI) value
Modern con- 2672 164 0.000 1.36 0.016
traception use (1.26-2.14) (1.06-1.74)
4+ANCvisits 2,506 1.30 0.073 1.34 0.047
during recent (0.98-1.72) (1.01-1.79)
pregnancy
SBA during 2,507 1.09 0.505 0.99 0.982
recent delivery (0.84-1.42) (0.77-1.29)

"Adjusted for age, any formal education, number of children under 5,
marital status. wealth status, radio listenership, involvement in marriage
decision-making

In our sample, most women were not exposed to radio
(65.2%) or community groups (69.1%) (Table 2). Study
participants generally tended to not be involved in key
household decisions, only 1-2% made any of the three
household decisions described in Table 2 on their own
and 20-30% reported joint decision making on their
own health, large purchases, or family visits (results not
shown). In our composite measure of women’s involve-
ment in decision-making, only 16% were involved in
either joint or autonomous decision-making on all three
types of decisions in the household (Table 2). Current
modern contraceptive use was reported by only 23% of
women, while 54% reported 4 or more ANC visits for
their most recent pregnancy, and 59% reported SBA for
their most recent delivery.

Involvement in decision-making and influence on RH
outcomes

Table 3 presents analysis on the association of women’s
involvement in decision-making and three RH outcomes.
Both unadjusted and adjusted regressions indicated that
a woman’s involvement in key household decisions was
associated with increased odds of current modern con-
traceptive use [OR: 1.64 (95% CI: 1.26-2.14); aOR: 1.36
(95% CI: 1.06—1.75)]. Respondents’ involvement in deci-
sion making was also associated with increased odds of
four or more ANC visits during her recent pregnancy
[aOR: 1.34 (95% CI: 1.01-1.79)] compared to those who
were not involved in household decisions about making a
large purchase, visiting her family/parents, and decisions
about her own healthcare. Involvement in decision-mak-
ing was not significantly associated with having an SBA
during a woman’s most recent delivery.

Characteristics of women involved in decision-making

To inform empowerment-focused programming in the
region, we examined characteristics of women involved
in decision-making. As only a minority of women in our
study population were involved in key household deci-
sions as defined in this analysis, we examined the profiles
of the women who were involved in such decision-making
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as compared to those who were not involved. Table 4
presents bivariate and multivariate associations between
involvement in household decision-making and a range
of individual, interpersonal, and community charac-
teristics that may influence women’s empowerment.
Bivariate results show that age, marital status, wealth
status, radio listenership, and involvement in decision-
making regarding their own marriage were associated
with involvement in household decision-making. Find-
ings from the logistic regression model examining these
associations (Table 4) show that being in a polygamous
marriage [aOR: 1.41 (95% CI: 1.09-1.83)], highest house-
hold wealth tercile: aOR 2.3 (95% CI: 1.49-3.56), having
listened to the radio [aOR: 1.55 (95% CI: 1.17-2.06)] and
involvement in own marriage decision [aOR: 2.62 (95%
CIL: 2.07-3.33)] were associated with women’s involve-
ment in decision-making, while age, education, number

Table 4 Correlates of involvement in decision-making
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of children, involvement in community groups and wom-
an’s perceived ability to communicate with partner on
RH issues were not statistically associated with women’s
involvement in decision-making.

Discussion

Understanding determinants and associated outcomes
of women’s involvement in decision-making in Niger can
provide helpful insights and important cultural and prac-
tical context to improve the social position and reproduc-
tive well-being of married women. In this paper, guided
by the reproductive empowerment [17] and socio-eco-
logical frameworks [18], we explore both how decision-
making is linked to RH behaviors and what factors are
associated with decision-making in a sub-national con-
text in Niger to provide insights for social and behavior
change programs in the region.

Involved in decision-making (Yes) p-value aOR (95% Cl) p-value
N (%)
Age in years (mean, SD, range) 32.15+6.6 (15-49) 0.000 1.01 0.128
(1.0-1.02)
Any education 0616
No 357 (84.4%)
Yes 66 (15.6%)
Marital status 0.000
Married, monogamous 226 (53.4%) reference
Married, polygamous 197 (46.6%) 141 0.011
(1.09-1.83)
Number of children under 5 years 0.368
0 18 (4.3%)
1 115 (2727%)
2 242 (57.2%)
3+ 48 (11.4%)
Wealth status 0.000
Lowest tercile 90 (21.3%) reference
Middle tercile 126 (29.8%) 142 0.071
(0.97-2.10)
Richest tercile 207 (48.9%) 2.30 0.000
(1.49-3.56)
Listened to the radio 0.000
No 224 (53.0%) reference
Yes 199 (47.0%) 1.55 0.003
(1.17-2.06)
Women'’s involvement in community group 0.170
No 245 (57.9%)
Yes 178 (42.1%)
Woman's involvement in marriage decision 0.000
No 186 (44.0%) reference
Yes 237 (56.0%) 262 0.000
(2.07-3.33)
Perceived ability to communicate with partner on RH issues 0.105
Not difficult 395 (93.4%) 0.02 1.23 0.349
(0.80-1.90)
Difficult 28 (6.6%) Reference
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In this study, we found that women’s involvement
in decision-making is associated with improved RH
outcomes for contraceptive use and ANC. Our find-
ings are supported by other research in the region that
shows similar positive associations between women’s
empowerment/decision-making  and  reproductive
health outcomes [4, 5, 9, 14]. Our study contradicts a
previous analysis of pooled DHS data—including data
from Niger—that showed that SBA was higher among
women who are involved in decision-making compared
to those who were not [6]. However, additional analyses
from Niger suggests that distance to health facility can
also influence SBA [6, 25]. It is possible that the magni-
tude of the association could be moderated by distance,
if women in our sample had to travel long distances to
reach a health facility, as is often the case in Niger [26].
We also found that women who are involved in decision-
making tend to be wealthier, or in a polygamous union.
These expected demographic factors were significantly
associated with women’s involvement in decision-mak-
ing and are seen in similar studies from across the sub-
Saharan region [4, 8, 9, 12, 27]. In addition, women in our
sample who were involved in household decision-making
had listened to radio programming or had participated
in their own marriage decision, compared to women
who were not involved in decision-making. These last
two insights might offer potential avenues for interven-
tion—the former, which could be implemented to reach
married and unmarried women, and the latter requiring
action before marriage through family and community
intervention [28].

While this study found a positive association with
having listened to the radio and involvement in deci-
sion-making, this finding is not in alignment with prior
analysis that found no observed association between
decision-making capacity and having listened to the
radio [29]. This difference could be due to the lower pen-
etration of mass media in our study setting; only 35% of
our sample was exposed to radio. In addition, TV expo-
sure was so low in the sample, that we did not include it
in our analysis or summary findings [30]. Prior research
shows that women in the Maradi and Zinder regions of
Niger have primarily relied on the use of interpersonal
communication with health providers as their source of
information on RH [30]. While the role of passive health
communication, through TV or radio has diminished in
recent years, recent research in the country has found
that targeted radio programming can be an empowering
resource for women and may be appropriate for hard-to-
reach populations [31].

We also find that women who reported being involved
in their own marriage decisions were also involved in
current household decision-making. Engaging with fami-
lies and communities to address drivers of child marriage
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[32] could lay the groundwork for women’s better involve-
ment in decision-making and subsequently improve RH
behaviors. Previous qualitative research from the Zinder
region of Niger found that young newly married women
are unable to delay pregnancy and pursue opportunities
such as education and economic pursuits due to struc-
tural factors related to lack of mobility and autonomy
[33]. Our study findings suggest that women who report
being involved in the decision to get married are also
involved in household decisions later, though programs
should carefully consider local context and meaning of
‘participation in marriage decision’ Previous qualitative
findings indicate that in the Nigerien context marriage
is seen as ‘inevitable; and programs aimed at increasing
involvement in one’s own marriage decision should focus
on when to marry rather than whether to marry, as even
for women who see themselves as having played a role in
her marriage decision find the final decision lies with her
parents [34].

Through our study approach, a strength is that we
highlight the need to consider how decision-making is
measured in Niger. Most research emphasizes autono-
mous decision-making as a marker for women’s empow-
erment [35-37]. However, within this context where so
few women report making any household decisions,
autonomous decision-making may not be a contextually
relevant measure of empowerment (yet). Only 16% of
our sample were involved in any decision-making. Prior
qualitative research in the study communities showed
that women do participate in decision-making within
the household through distinct pathways and varying
levels of engagement with their spouses [7]. In a context
like Niger, strategies may be needed to provide both hus-
bands and wives with information and skills to promote
communication and collaboration regarding decision-
making. Program efforts like the RISE II initiative are
attempting to address women’s empowerment directly to
improve the range of health and development outcomes
for women and their families, as well as engaging men
and addressing gender norms [38]. These efforts are well-
warranted and there are some indications that efforts to
increase women’s access to resources improves women’s
empowerment and decision-making power in the region
[39]. The majority of women in our sample perceived no
difficulty in being able to communicate with their part-
ner/spouse on RH issues. Couples’ communication is a
key aspect of women’s engagement in household deci-
sion-making and in decisions and behaviors related to
RH outcomes and has been recognized and well docu-
mented for decades within the FP field [16, 40—42]. For
instance, a study among young couples in Niger found
that those who discussed contraceptive use were more
likely to report using contraception [43]. Furthermore,
another study in Niger found married men who believe
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that they alone should make decisions about FP use had
39% lower odds of reporting FP use [44]. Similar findings
were observed related to ANC in the Zinder region of
Niger, where women who reportedly received husbands’
advice about attending ANC were more likely to attend
ANC and adhere to iron-folic acid supplementation than
women who did not [45]. However, it is important to note
that receiving advice from a husband does not necessar-
ily indicate that this interaction implied joint decision
making. Although we were unable to fully explore these
dynamics in our study, for married women in Niger, cou-
ple interventions may be a promising strategy to increase
discourse on health and engagement in health-related
decision-making within the household. However, more
research on these promising approaches, particularly,
those that engage men and women to modify gender
norms around communication related to and decision
making between spouses is needed [46].

Limitations

The main limitation of this study is that it relies on self-
reported cross-sectional data. By analyzing data from
one point in time, we are unable to make any inferences
or causal connections from our findings. Additionally,
questions related to decision making did not include a
temporal reference. Therefore, we assumed the response
at the time of the survey was the same as the time the
respondent practiced the health behavior. While house-
hold decision-making inherently involves participa-
tion of other household members, most commonly the
women’s husbands, this study does not look at men’s
views on women’s involvement in decision-making nor
on their desired RH behaviors; the nuance between joint-
decision-making and perception of joint decision-mak-
ing may need to be further investigated. Future analyses
may want to tease out associations between decision-
making and outcomes when looking at autonomous
decision-making vs. joint decision-making, though as
we've argued, autonomous decision-making might not be
empowering for women in this context where less than
2% of women in our sample solely made key household
decisions. In addition, our study only measured the asso-
ciation of perceived ability to communicate with partner
on ANC and SBA outcomes. Future studies should also
consider the perceived ability to communicate with part-
ners on FP outcomes. Finally, as seen elsewhere, part-
ner communication is an important aspect of women’s
involvement in decision-making that our data did not
measure and therefore our analysis could not explore;
future work around decision-making should measure and
explore the role of couple’s communication on women’s
involvement in household decisions and how interven-
tions aimed at strengthening couple’s communication is
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associated with decision making and health outcomes

[7].

Conclusions

Our study found that despite overall low engagement
in decision making, women who were involved in deci-
sion making had increased odds of using FP and ANC
services and that individual, and interpersonal level fac-
tors influenced a woman’s involvement in decision mak-
ing. These findings suggest that programs should actively
engage actors at various levels of the socioecological
model to strengthen women’s decision making and use
of RH services. Younger and poor women warrant par-
ticular attention programmatically given their likely lack
of agency and resources that would enable them to par-
ticipate in household decision making. Enhancing young
women’s participation in marriage choice may be an
avenue for change. Additionally, we found a strong asso-
ciation between women’s exposure to radio programs and
decision making. Social and behavior change programs
should consider identifying opportunities to increase
women’s exposure to health and social programming
through radio programs. In a context with low literacy,
low media penetration, and high gender inequality, it is
possible that providing accessible information, supported
by strategies that encourage couple communication and
decision-making, could engender desired reproductive
health outcomes.
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