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Abstract
Women’s empowerment has been identified as a possible tool for increasing the use of modern 

contraceptives in a patriarchal society like Nigeria. The aim of the paper was to determine the effect of 
women’s empowerment on the use of modern contraceptives among the Nigerian women aged 20 to 
34 years. The study concentrated on this age group since they have the highest age specific fertility rates. 
The data from the 2013 Nigeria Demographic Health Survey (NDHS) was used. 15,081 women aged 20 to 
34 years who were either married or in-union and needed contraception were eligible for the study.  The 
Multivariable binomial logistic regression analysis was done, and the significance level was set at 5%. It was 
found that 37.99%, 38.45% and 47.76% of women made decisions regarding own healthcare, large household 
purchases and visits to her family or relatives alone or together with husband (or partner) respectively. These 
are the empowered women. 61.00% of women did not justify physical domestic violence for any reason at 
all. Again, these are the empowered women. Women being empowered in making decisions regarding own 
healthcare, large purchases and visits to family or relatives all significantly increased the likelihood of using 
modern contraceptive methods (aOR=4.84, 95%CI=3.05–7.70, p value=0.000; aOR=3.55, 95%CI=2.24–5.65, 
p=0.000; aOR=3.75, 95%CI=2.35–5.98, p=0.000 respectively). However, women who did not justify physical 
domestic violence at all had lower likelihood of using modern contraceptive methods compared to those 
who did for any reason. This effect did not reach the significance level (aOR=0.82, 95%CI=0.52–1.30, p=0.401). 
It was recommended that there should be an increase in the awareness of the significant positive effect of 
women autonomy, within families, on the use of modern contraceptives. 
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Introduction
In 2018, among Nigerian women of reproductive ages (15 to 49 years) that were married or 

in-union, the modern contraceptive prevalence rate (mCPR) was 12.0% (National Population 
Commission (NPC) [Nigeria] and ICF Macro, 2019).  This represented only 2.2 percentage 
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point increase from the mCPR among these women in 2013(National Population Commission 
(NPC) [Nigeria] and ICF International, 2014). This low mCPR in Nigeria also explains the high 
Total Fertility Rate (TFR) of approximately 6 live births per woman1 (from 1990 to 2016 (World 
Bank,World Development Indicators [WDI], 2018). This is because contraceptive use, especially 
the modern methods, is a main proximate determinant of fertility rate (Akinyemi et al., 2015). 
There is thus an inverse relationship between TFR and the modern contraceptive use (Rabbi & 
Kabir, 2014). Amongst others, high TFR leads to an increase in the total population—especially 
the child-dependent population—which prevents achievement and the harnessing of a country’s 
demographic dividend towards economic growth (Akinyemi et al., 2015; World Health 
Organization, 1995). High TFR also increases the Infant Mortality Rate (IMR)and the Maternal 
Mortality Rate (MMR) through an increase in the incidence of high-risk pregnancies and births 
(Bishwajit & Yaya, 2018;World Health Organization, 1995). 

All the aforementioned benefits are of prime importance in Nigeria as in 2017 with an IMR 
of 69.80 deaths per 1000 live births, she had the 8th highest IMR in the world (CIA World fact 
book, 2018 Infant mortality rate). Also, with an MMR of 814 deaths per 100, 000 live births 
in 2015, Nigeria had the 4th highest MMR in the world (CIA World fact book, 2018 Maternal 
mortality rate). In 2019, with a population of approximately 201 million people, Nigeria is the 
7th most populated country in the world and the most populated in Africa (World Population 
Review, 2019). There is, thus, a need to increase the use of modern contraceptives among women, 
especially the married or in-union women in Nigeria, through proper understanding of its 
determinants. The determinant of interest in this paper is women’s empowerment in relation to 
decision making autonomy and their attitude towards physical domestic violence. Empowerment 
means giving control, power to a group of people—in this case women—who have been denied 
such or the expansion of such power beyond the household levels (local level) to broader arenas: 
national and international levels (Malhotra, Schuler, & Boender, 2002;World Bank, 2007). This 
gives women the ability to make informed strategic choices about their lives, including their own 
bodies. Thus, women’s empowerment also involves women controlling and  decision making 
regarding their own fertility (United Nations, 1994, 1995).

Nigeria is generally regarded as a patriarchal society (Makama, 2013).  In 2013, only 31.3% 
of married women between 15 to 49 years participated solely or jointly in 3 major decisions 
used to assess different dimensions of women’s empowerment: decisions regarding their own 
healthcare, major household purchases and visit to her family or relatives (World Bank, WDI, 
2018). This means, there is constraint on the roles, functions and decision-making role of women 
in Nigeria (Makama, 2013). This shapes up spousal communication with men as the dominant 
voices. In turn, to a large extent, this affects the decision making power and outcomes, including 
reproductive health outcomes. (Okonkwo & Ezumah, 2017). Thus, there is a possible association 
between women’s empowerment and increased use of contraceptives (United Nations, 1994, 
1995). On the other hand, according to the 2003, 2008 and 2013 Nigeria Demographic Health 
Survey (NDHS), the largest age specific fertility rates of more than 200 children per 1000 women 
were among women aged 20 to 34 years (National Population Commission (NPC) [Nigeria] and 
ICF International, 2014; National Population Commission (NPC) [Nigeria] and ICF Macro, 2009; 
National Population Commission(NPC)[Nigeria] and ORC Macro, 2004). Thus, these groups of 
women are the major contributors to Nigeria’s persistently high TFR. This is shown in Table 1. 

1A high fertility rate is defined as more than 5 live births per woman (United Nations, Department of Economic and Social 
Affairs, Population Division, 2017).
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Table 1: Trends in age specific fertility rate in Nigeria

MOTHERS’ AGE GROUP 2003 NDHS 2008 NDHS 2013 NDHS

15 - 19 126 121 122

20-  24 229 225 235

25 - 29 274 265 253

30 - 34 244 241 234

35 - 39 168 161 160

40 - 44 72 87 78

45 - 49 18 44 29

TFR, 15- 49 5.7 5.7 5.5

Note. TFR=total fertility rate which is measured per woman. Age specific fertility rates are measured per 1000 women. The 
2003 NDHS data was from National Population Commission(NPC)[Nigeria] and ORC Macro (2004). The 2008 NDHS data was 
from National Population Commission (NPC) [Nigeria] and ICF Macro (2009). The 2013 NDHS data was from National Population 
Commission (NPC) [Nigeria] and ICF International (2014).

Thus, given the inverse relationship between the modern contraceptives use and the fertility 
rate (Rabbi & Kabir, 2014), the use of modern contraceptives needs to be immensely improved 
among these age groups to achieve significant reduction in TFR. Therefore, the aim of the paper 
is to study the effects of women’s empowerment on the use of modern contraceptives among 
Nigerian women aged 20 to 34 years who are married or in-union. 

 Empirical Literature Review
Most of the existing studies in Nigeria that carried out research into the effects of women’s 

empowerment on the use of modern contraceptives  were done on married or in-union women 
across the entire reproductive age range (Adebowale, Adeoye, & Palamuleni, 2013; Adebowale, 
Gbadebo, & Afolabi, 2016; Asaolu, Okafor, Ehiri, Dreifuss, & Ehiri, 2017; Bamiwuye, De Wet, 
& Adedini, 2013; Bishwajit & Yaya, 2018; Corroon, Speizer, & Calhoun, 2014; Ejembi, Dahiru,& 
Aliyu, 2015; Lamidi, 2015; Leon, 2013; Oginni, Aloysius, & Adebajo, 2015; Oyedokun, 2008; 
Viswan, Ravindran, Kandala, Petzold, & Fonn, 2017)2. However, OlaOlorun and Hindin (2014) and 
Solanke (2017) concentrated on married or in-union women of 35 years and older.

Generally, increased autonomy in decision-making regarding own healthcare, large purchases 
and visits to family or relatives—which are the empowered women—significantly increased 
the likelihood of using modern contraceptives using data from either 2008 or 2013 Nigerian 
Demographic Health Survey (NDHS) or both (Ahmed et al., 2010; Leon, 2013;Bamiwuye et 
al.,2013; Adebowale et al., 2013; OlaOlorun & Hindin, 2014; Lamidi, 2015; Ejembi et al., 2015; 
Adebowale et al.,2016; Asaolu et al., 2017; Viswan et al., 2017). However, using data from the 2003 
NDHS, Asaolu et al. (2017) and from the 2008 NDHS, Elfstrom and Stephenson (2012)  both found 
that out that there was no statistically significant difference in the likelihood of using modern 
contraceptives between the women with autonomy in the different decision-making dimensions 
and those without autonomy. The same results were obtained by Solanke (2017) using pooled data 
from 2008 and 2013 NDHS.

2Various synonyms for women empowerment such as women decision making power, power, women autonomy, 
women’s position (status) or women’s role and gender equality are used by the various studies (Viswan et al., 2017; 
Malhotra et al., 2002).
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Okenwa, Lawoko, and Jansson (2011) and Viswan et al. (2017) also found that a high 
experience of physical Intimate Partner Violence (IPV) significantly increased the likelihood of 
using the modern contraceptives compared to those with low experiences using the NDHS data 
2008 and 2013 NDHS data respectively. However, Bishwajit and Yaya (2018) found that women 
experiencing physical abuse significantly decreased the likelihood of using any contraceptive 
methods using data from 2013 NDHS. Those who experienced both psychological and physical 
abuses also had significantly lower odds of using the contraceptives (Bishwajit & Yaya, 2018). 
Other important independent variables adjusted for by the above studies were the present age of 
women, education level, city (urban or rural), parity, religion, wealth status, women’s working 
status in the last year, marriage setting, place of residence, age as at first marriage or cohabitation, 
and geopolitical zones (Asaolu et al., 2017; Corroon et al., 2014; Ejembi et al., 2015; Okenwa et al., 
2011; OlaOlorun &Hindin, 2014; Solanke, 2017; Viswan et al., 2017).

 None of the above studies solely targeted younger women in Nigeria, although the data 
relating to these women are available from the NDHS. This paper will fill the gap by studying 
the effects of women’s empowerment— autonomy in various decision making and their attitude 
towards physical domestic violence—on modern contraceptive use, among the Nigerian married 
or in-union women aged 20 to 34 years.

Methods

 Theoretical Framework
The theoretical framework adopted follows the micro-econometric model for health production 

and demand for health by Rosenzweig and Schultz (1983) and as used by Musyoka, Omolo, 
Korir, and Nzai (2018). According to the Rosenzweig and Schultz (1983) model, health outputs/ 
health outcomes are produced from health inputs.  Individuals choose these health inputs, which 
creates heterogeneity. This heterogeneity arises from the unobserved preferences and the health 
endowment of individuals. Heterogeneity can also arise from exogenous health inputs that may 
be known to the individuals, but unobserved by the researcher. These factors, thus, may not be 
controlled for in the health production function. The Rosenzweig and Schultz (1983) model, thus, 
allows for the analysis of health production and demand functions while accounting for the 
heterogeneity of the individuals’ health.

The starting point is to assume that the individual, who is a rational being, will seek to 
maximize his or her utility subject to health production and budget constraints. This utility is 
a function of health status (H), the consumption of health-related goods (Y) and health neutral 
goods (Z) as shown in equation (1) below:

U=u(H,Y,Z)                                                                                                           (1)

Where:

H is the individual’s health status

Y is the health-related goods. That is the consumption affects the health status of the individual 
that directly affects utility.

Z is the health neutral goods which contribute to utility directly, but not to health.

As previously identified by Grossman (1972), health is a stock of capita and thus can be 
invested into to increase output of healthy days. The health stock is also subjected to depreciation. 
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Depreciation can be reduced by health investments activities such as seeking medical care services 
for prevention. A health production function can, thus, be defined as follows:

H=h(M,Y,G,µ)                                                                                                                   (2)

Where: 

H is the individual’s health

M is medical care services

Y is health related goods

G is individual’s socio-economic and geographical characteristics

µ is the individual’s specific health input that creates heterogeneity 

The individual maximizes utility subject to a budget constraint as stated in equation (3) below:

I=MPM+YPY+ZPZ        (3)

Where: 

I is individual’s or household’s income

PM, PY, PZ are price of medical care services, price for health-related goods Y, and prices for 
health neutral goods Z respectively.

The health maximization problem can be solved by introducing a Lagrangian function as 
shown below:

LM,Y,Z,λ = U {Y, Z, h (M, Y, G, µ} + λ (I-MPM-YPY-ZPZ)                                                    (4)

The first order necessary condition for utility maximization of M, Y, and Z can be represented 
as follows: 

LM= UM {Y, Z, h (M, Y, G, µ }× λPM=0                                                                               (5)

LY= UY {Y, Z, h (M, Y, G, µ}  × λPY=0                                                                                (6)

LZ= UZ {Y, Z, h (M, Y, G, µ}  × λPZ=0                                                                                (7)

Lλ= I-MPM-YPY-ZPZ=0                                                                                                         (8)

Solving for the optimal solutions yield the health inputs demand functions for M, Y, and Z as 
follows:

Y*=DY(PM, PY, PZ, I, G, µ)             (9)

Z*=DZ (PM, PY, PZ, I, G, µ)            (10)  

M*=DM (PM, PY, PZ, I, G, µ)                                                                                                 (11)

Equation (11) above gives the demand function for medical care services, which is the 
theoretical model for this paper. In the paper, ‘M’, which represents medical care services, is 
the current use of modern contraceptives and is also the dependent variable. While the other 
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variables on the right-hand side of equation (11) above are the independent variables. From the 
empirical literature reviewed, relating to the use of modern contraceptives, ‘G’ in equation (11) 
above also includes women empowerment level, education level, parity, religion, wealth status, 
women’s working status in the last year, marriage type (setting), place of residence, and age. ‘µ’ is 
represented by the various interaction terms between the independent variables.

Empirical Model
Since the dependent variable—current use of modern contraceptives—is a categorical 

variable (nominal binary variable), multivariable binomial logistic regression was chosen for the 
empirical model. This avoids the violation of the homoscedastic and normally distributed errors 
assumptions of Ordinary Least squares (OLS). Also, it avoids the generation of estimates that are 
beyond ‘0’ and ‘1’(Sommet & Morselli, 2017). The multivariable binomial logistic regression model 
is shown below:

 P (Y)=1/(1+e-a+bX )                                                                                                        (12)

ln (Y/(1-Y)) = a+bX                                                                                                                     (13)

ln (oddsY) = a+bX                                                                                                                (14)

Where ‘Y’ is the proportion of women, either married or in-union, aged 20 to 34 years currently 
using modern method of contraceptives. ‘1-Y’ represents the proportion of women, either 
married or in union, aged 20 to 34 years currently not using modern method of contraceptives. 
‘X’ represents other independent variables, as derived from the theoretical framework and the 
empirical literatures reviewed above, with women’s empowerment as the main independent 
variable. ‘b’ is the co-efficient of regression for the different independent variables, while ‘a’ is the 
intercept.

Therefore, the possible full empirical model is given as:

Where:

‘propMrd’ represents the proportion of women either married or in-union aged 20 to 34 
years currently using modern contraceptives, ‘1-propMrd’ represents the proportion of women, 
either married or in-union, aged 20 to 34 not currently using modern contraceptives; ‘Empower’ 
represents the different women’s empowerment indicators; ‘age’ represents the age groups; 
‘Child’ represents the total number of living children; ‘MT’ represents marriage type; ‘Edu’ 
represents educational level; ‘Relgn’ represents religion; ‘Wealth’ represents household wealth 
index; ‘Reside’ represents place of residence, and  ‘Employ’ represents women’s working status 
in the last year; ‘Interaction terms’ represent various variables created through interaction 
between various independent variables as used in the past research works (Adebowale et al., 2016; 
Asiimwe, Ndugga, Mushomi, & Ntozi, 2014; Bamiwuye et al., 2013). ‘a’ represents the intercept 
and b1  to b12 represent the coefficients of the different independent variables, while ‘e’ is the 
stochastic error term. Significance level was set at 0.05.    
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Variables Description
Table 2 gives a detailed description of the variables used.

Table 2: List of variables, their definitions and source

Variables Descriptions
Method of contraceptives 
currently used

‘Method of contraceptives currently used’ was the dependent variable. This is a 
categorical variable with two groups: (a) women aged 20 to 34 years who currently use 
traditional contraceptive methods and folklore methods/those who do not use any 
method at all. That is, they did not use modern contraceptive methods. This category 
was coded as ‘0’; and (b) women aged 20 to 34 years who currently use modern 
contraceptives. This category was coded as ‘1’. 
According to the 2013 NDHS, modern contraceptives methods are pills, intra-uterine 
device, injectable, implants, female condoms, male condoms, diaphragm, foam/jelly, 
female sterilization, male sterilization, and lactational amenorrhea (National Population 
Commission (NPC) [Nigeria] and ICF International, 2014). Methods outside of these are 
non-modern methods, which could be either traditional methods or the folklore methods.

Women’s empowerment Women’s empowerment was the main independent variable. In the NDHS survey, 
women’s empowerment was accessed through two indices: (a) participation solely or 
jointly in household decision making; and (b) women’s attitude towards beating (physical 
domestic violence). Concerning decision making, three aspects where considered: (a) 
women’s own health care; (b) making major household purchases; and (c) visits to family 
or relatives. For each decision making, those women who could make the decisions jointly 
with partners or alone were considered ‘empowered’ and coded ‘1’, and those who were 
not involved in the decision making at all were considered ‘not empowered’ and coded 
‘0’. Women’s attitude towards beating was determined by asking if husbands are justified 
in hitting or beating their wives if she does any of the following: (a) burns food; (b) argues 
with him; (c) goes out without telling him; (d) neglects the children; and (e) refuses to 
have sexual intercourse with him. These reflect the typical general stereotypic roles of 
women in society (Tran, Nguyen, & Fisher, 2016). 
In this study, women who justified hitting or beating for at least one of the above reasons 
were considered ‘not empowered’ and coded‘0’. While those who did not justify hitting 
or beating for any of the reasons mentioned above were considered ‘empowered’ and 
coded ‘1’.

Age of the mothers The age ranged from 20 to 34 years. This was divided into three categories: (a) 20 to 24 
years; (b) 25 to 29 years; and (c) 30 to 34 years.

Total number of children 
alive

This is a categorical variable divided into two groups: (a) 0 to 2 children; and (b) greater 
than 2 children.

Educational level This is a categorical variable divided into four groups: (a) no education; (b) primary 
education; (c) secondary education; and (d) more than secondary education (higher).

Religion This is a categorical variable divided into four groups: (a) Catholics; (b) other Christian; 
(c) Islam; and (d) traditionalists and others.

Marriage type This is the family marriage setting. It is a categorical variable divided into two groups: (a) 
monogamy; and (b) polygamy.

Household wealth index This is categorical variable which represents a measure of economic wellbeing using 
household assets. This was divided into five quintiles: (a) poorest; (b) poorer; (c) middle; 
(d) richer; and (e) richest.

Place of residence This is a categorical variable with two groups: (a) rural; and (b) urban.

Women working status in 
last one year

This is a categorical variable divided into two groups: (a) ‘Yes’ for women who are 
currently working or worked in the last year; and (b) ‘No’ for women who are not 
currently working or did not work in the last year.

.
Note. Data for all the variables were from the 2013 NDHS (National Population Commission (NPC) [Nigeria] and ICF 

International, 2014). ‘Method of contraceptives currently used’ was the dependent variable, while the other variables were the 
independent variables. From the independent variables, the different women empowerment indicators were the main independent 
variables
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Source of Data
To address the research aim stated above, a retrospective cross-sectional study using data 

from the 2013 NDHS was done. This is freely available online upon granted request, from the 
Demographic and Health Surveys (DHS). No further ethical clearance was required. Details about 
the sampling design and data collection methods of the DHS have been described in the survey’s 
report (National Population Commission (NPC) [Nigeria] and ICF International, 2014). 

Study Sample
The 2013 NDHS interviewed 38, 948 eligible women aged 15 to 49 years (National Population 

Commission (NPC) [Nigeria] and ICF International, 2014). However, the study sample for the 
paper was made up of women aged 20 to 34 years who were either married or in-union and with a 
need for contraception? Women with a need for contraception were defined as those not pregnant, 
fecund, and those who did not desire to have a child within the next 2 years after the survey. Final 
study sample size was 15,081 women.

Statistical Analysis 
Descriptive statistics. Stata version 13.0 statistical software was used for all the statistical 

analysis. Descriptive statistical analysis was first done for all the variables. Since all the variables 
used were categorical variables, chosen summary measures were number of observations within 
each category. In addition, these numbers were expressed as percentages. 

Model building. The following modelling steps were followed:

1. First, univariable analysis using Pearson’s chi square was done regressing each independent 
variable against the dependent variable—current use of modern contraceptives. This allowed 
for selection of the variables to be included in the multivariable analysis. The univariable 
selection significance level was set at p=0.25 (Bursac, Gauss, Williams, & Hosmer, 2008), 
hereafter called pinclusion.

2. Then multivariable binomial logistic regression was done by regressing each of the different 
women’s empowerment indicator (as the main independent variable), while also adjusting 
for the other selected independent variables from the univariable analysis above, against 
the dependent variable. Four models were built: model 1 had women’s empowerment 
towards making own healthcare decision as the main independent variable. Model 2 had 
empowerment towards making decisions regarding large household purchases as the main 
independent variable. Model 3 had empowerment towards making decisions regarding visits 
to family or relatives as the main independent variable and model 4 had women’s attitude 
towards physical domestic violence as the main independent variable.

Results and Analysis

Results from Descriptive Statistics
Table 3 shows the results from the descriptive statistics across the modern and non-modern 

current contraceptives users.
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Table 3: Characteristics of respondents by contraceptive methods currently used

Non-Modern Users, N (%) Modern Users, N (%) Total, n (%)

12, 810 (84.94%) 2,271 (15.06%) 15,081(100%)

Variables

1) Women’s empowerment:

i) Decision making autonomy

a) Women’s own health

No, not empowered 8,565 (91.58%) 787 (8.42%) 9,352(62.01%)

Yes, empowered 4,245 (74.10%) 1,484 (25.90%) 5,729(37.99%)

b) Large household purchases

No, not empowered 8,544 (92.05%) 738 (7.95%) 9,282(61.55%)

Yes, empowered 4,266 (73.56%) 1,533 (26.44%) 5,799(38.45%)

c) Visits

No, not empowered 7,332 (93.06%) 547(6.94%) 7,879(52.24%)

Yes, empowered 5,478 (76.06%) 1,724 (23.94%) 7,202(47.76%)

ii) Attitude towards Domestic violence

No, not empowered 5,178 (88.03%) 704 (11.97%) 5,882(39.00%)

Yes, empowered 7,632 (82.97%) 1,567 (17.03%) 9,199(61.00%)

2) Age groups (years)

a) 20 to 24 1,965 (89.60%) 228 (10.40%) 2,193(14.54%)

b) 25 to 29 4,774(86.75%) 729 (13.25%) 5,503(36.49%)

c) 30 to 34 6,071 (82.21%) 1,314 (17.79%) 7,385(48.97%)

3) Residential area

a) Rural 8,648 (90.93%) 863 (9.07%) 9,511 (63.07%)

b) Urban 4,162 (74.72%) 1,408 (25.28%) 5,570 (36.93%)

4) Marriage type

a) Monogamy 8,474 (81.50%) 1,923 (18.50%) 10,397(68.94%)

b) Polygamy 4,336 (92.57%) 348 (7.43%) 4,684(31.06%)

5) Religion

a) Catholic 1797 (75.98%) 252 (24.02%) 1,049(6.96%)

b) other Christians 4,170 (74.07%) 1,460 (25.93%) 5,630(37.33%)

c) Islam 7,725 (93.34%) 551 (6.66%) 8,276(54.88%)

d) Traditionalists and others 118 (93.65%) 8 (6.35%) 126(0.84%)

6) Children

a) 0 to 2 children 5,178 (88.03%) 704 (11.97%) 5,882(39.00%)

b) greater than 2 children 7,632 (82.97%) 1,567 (17.03%) 9,199(61.00%)

7) Educational level

a) No education 6,584 (97.67%) 157 (2.33%) 6,741(44.70%)

b) Primary 2,436 (79.95%) 611 (20.05%) 3,047(20.20%)

c) Secondary 3,260 (73.18%) 1,195 (26.82%) 4,455(29.54%)

d) Higher 530 (63.25%) 308 (36.75%) 838(5.56%)

8) Wealth index
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a) Poorest 3,332(98.96%) 35(1.04%) 3,367(22.33%)

b) Poorer 2,933(95.51%) 138(4.49%)            3,071(20.36%)

c) Middle 2,264(86.28%) 360(13.72%) 2,624(17.40%)

d) Richer 2,393(76.95%) 717(23.05%) 3,110(20.62%)

e) Richest 1,888(64.90%) 1,021(35.10%) 2,909(19.29%)

9)Working Status in the last one year

a) No 3,550(90.93%) 354(9.07%) 3,904(25.89%)

b) Yes 9,260(82.85%) 1,917(17.15%) 11,177(74.11%)
   

Note. n=number. %=percentage.

From the results in Table 3, most of the women (84.94%) reported that they were using non-
modern contraceptive methods. This signified a low mCPR of 15.06% among the respondents. 
Looking at the decision-making aspect of women’s empowerment, 62.01% of the women had 
decision about their healthcare made by their husband/partner or others. That is, these women 
were not empowered to make decisions about their own healthcare. Therefore, only 37.99% 
of women made decisions about their own healthcare solely or together with their husband (or 
partner). That is, they were empowered towards making decisions about their own healthcare. 
In dividing these results across the method of contraceptives currently used, from the 62.01% of 
women that were not empowered in the context of making decisions about own healthcare, only 
8.42% were using modern contraceptives at the time of survey. While from the 37.99% of women 
who were empowered in the context of making decisions of own health, 25.90% were using 
modern contraceptives at the time of the survey. That is being empowered in relation to making 
decisions about own healthcare possibly increased the use of modern contraceptives, compared to 
the non-empowered women (25.90% vs. 8.42%).

Similar findings were noticed with the other decision-making dimensions of women’s 
empowerment. Regarding decision-making in large household purchases, only 38.45% of women 
were empowered. That is, they made household purchase decisions solely or together with their 
husband/partner. This means 61.55% were not empowered to make decisions regarding large 
household purchases, since this decision was made by the husband/partner only or others. Again, 
in dividing these results across the method of contraceptives currently used, from the 61.55% of 
women that were not empowered in the context of making large household purchases, only 7.95% 
were using modern contraceptives at the time of survey. While from the 38.45% of women who 
were empowered in the context of making large household purchases, 26.44% were using modern 
contraceptives at the time of the survey. That is being empowered in relation to making decisions 
about large household purchases possibly increased the use of modern contraceptives, compared 
to the non-empowered women (26.44% vs. 7.95%). 

Regarding decision making relating to visits to family members or relatives, only 47.76% of 
the women made this decision solely or together with their husband or partner—that is they were 
empowered. In dividing these results across the method of contraceptives currently used, from the 
52.24% of women that were not empowered in the context of making decisions regarding visits to 
family members or relatives, only 6.94% were using modern contraceptives at the time of survey. 
While from the 47.76% of women who were empowered in the context of making decisions 
about visits, 23.94% were using modern contraceptives at the time of the survey. That is being 
empowered in relation to making decisions regarding visits possibly increased the use of modern 
contraceptives, compared to the non-empowered women (23.94% vs. 6.94%). 
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Regarding attitude/perception of women towards physical domestic violence, most of the 
women (61.00%) did not justify physical domestic violence for any reason at all—that is these 
women were empowered. While 39.00% justified physical domestic violence for at least one of the 
reasons mentioned in Table 2—that is these women were not empowered. Dividing this across 
contraceptive methods, out of the 61.00% empowered women, only 17.03% of them were using 
modern contraceptive methods, while, out of the 39.00% women not empowered, only 11.97% 
were using modern contraceptives at the time of survey. This means that being empowered 
in relation to physical domestic violence possibly increased the use of modern contraceptives, 
compared to the non-empowered women (17.03% vs. 11.97%). Similar interpretations follow for 
the other independent variables in Table 3.

Results from Univariable Analysis
Table 4 shows results from the univariable analysis using Pearson’s chi square. 

Table 4: Univariable analysis, using Pearson’s chi square, between respondents’ characteristics 
and modern contraceptive methods currently used  

Variables Or(95%Ci) p Value

1) Women’s empowerment:

i) Decision making autonomy:

a) Women own health

No, not empowered 1.00

Yes, empowered 3.80(3.46–4.18) 0.000

No, not empowered 1.00

Yes, empowered 4.16(3.78–4.58) 0.000

c) Visits to family or relatives

No, not empowered 1.00

Yes, empowered 4.22(3.81–4.67) 0.000

ii) Attitude towards domestic violence

No, not empowered 1.00

Yes, empowered 1.51(1.37–1.66) 0.000

2) Age groups

a) 20 to 24 1.00

b) 25 to 29 1.32(1.12–1.54) 0.001

c) 30 to 34 1.87(1.60–2.17) 0.000

3) Residential area

a) Rural 1.00

b) Urban 3.39(3.09-3.72) 0.000
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4) Marriage Type

a) Monogamy 1.00

b) Polygamy 0.35(0.31–0.40) 0.000

5) Religion

a) Catholic 1.00

b) Other Christians 1.11(0.95–1.29) 0.194

c)Islam 0.23(0.19–0.27) 0.000

d) Traditionalists and others 0.21(0.10–0.44) 0.000

6) Children

a) 0 to 2 1.00

b) greater than 2 0.95(0.85–1.06) 0.374

7) Educational level

a) No education 1.00

b) Primary 10.52(8.77–12.61) 0.000

c) Secondary 15.37(12.95–18.25) 0.000

d) Higher 24.37(19.72–30.11) 0.000

8) Wealth Index

a) Middle 1.00

b) Poorest 0.07(0.05–0.09) 0.000

c) Poorer 0.30(0.24–0.36) 0.000

d) Richer 1.88(1.64–2.17) 0.000

e) Richest 3.40(2.97–3.89) 0.000

10) Working Status in the past 1 year

a) No 1.00

b) Yes 2.08(1.84–2.34) 0.000

Note.CI=Confidence Interval. OR=Odds Ratio.

From the results in Table 4, women being empowered to make decisions regarding own 
healthcare, large household purchases and visits to family members or relatives all significantly 
increased the likelihood of using modern contraceptives (Odds Ratio, OR,=3.80,  95%CI=3.46–
4.18,  p=0.000), (OR=4.16, 95%CI=3.78–4.58, p=0.000) and (OR=4.22.49, 95%CI=3.81–4.67, 
p=0.000) respectively. Women who were empowered regarding physical domestic violence also 
had significant higher likelihood of using modern contraceptives method, compared to the non-
empowered women (OR=1.51, 95%CI=1.37–1.66, P=0.000). Similar interpretations follow for the 
other independent variables. In addition, looking at Table 4, only the p value for the independent 
variable—total number of living children (OR=0.95, 95%CI=0.85–1.06, p=0.374)—was greater 
than pinclusion. This variable was thus not included in the multivariable binomial logistic regression 
analysis. 
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Results from Multivariable Binomial Logistic Analysis
Table 5 shows the results from the multivariable analysis.

Table 5: Results from multivariable binomial logistic regression analysis

  Model 1               Model 2               Model 3             Model 4

1a 1b 2a 2b 3a 3b 4a 4b

aOR(95%CI) 1.46 
(1.31–1.63)

4.84 
(3.05–7.70)

1.51 
(1.36–1.69)

3.55 
(2.24–5.65)

1.55 
(1.38–1.75)

3.75 
(2.35–5.98)

0.97 
(0.87–1.08)

0.82 
(0.52–1.30)

p values 0.000 0.000 0.000 0.000 0.000 0.000 0.544 0.401

Post Estimation Diagnosis 

1)Misspecification test(linktest) 

p values 0.000 0.929 0.000 0.740 0.000 0.713 0.000 0.183

2)Likelihood ratio test 

LR chi2 176.92 180.27 144.04 131.79

p values 0.000 0.000 0.000 0.000
 

Note. Model 1a and 1b had decision regarding women’s own health care as the main independent variable. Model 2a and 2b 
had decision regarding large purchases as the main independent variable. Model 3a and 3b had decision regarding visits to family or 
relatives as the main independent variable. Model 4a and 4b had attitude towards domestic violence as the main independent variable. 

Using each of the women empowerment indicators as the main independent variable, model 1a, 2a, 3a, and 4a were also adjusted 
for age group, educational level, wealth, residential area, working status, marriage type, and religion. 

Using each of the women empowerment indicators as the main independent variable, model 1b, 2b, 3b, and 4b, were also adjusted 
for age group, educational level, wealth, residential area, working status, Marriage type and religion. In addition, the following 
interaction variables: wealth and domestic violence; age group and educational level; reside and age group; wealth and reside; 
educational level and domestic violence, working status and domestic violence; working status and reside; working status and wealth; 
and marriage type and wealth.

aOR= adjusted Odd Ratio, CI=Confidence Interval, LR=likelihood Ratio test. 

In Table 5, within each model (‘a’ or ‘b’), the likelihood ratio test was used to compare 
models with interaction variables included (‘b’ models) and those without interaction variables 
(‘a’ models).  Looking at the results from the likelihood ratio test—with the null hypothesis 
as ‘the addition of the interaction variables does not improve the fit of the model’— addition 
of the interaction variables all together in each of the 4 different models (models 1b, 2b, 3b, and 
4b) significantly improved the fits of the models. In addition, looking at the results from the 
misspecification test—with the null hypothesis as ‘the model is correctly specified’—models 1b, 
2b, 3b, and 4b were correctly specified. This means, no important variables were excluded from 
these models. Model 1b, 2b, 3b, and 4b were thus the final chosen models. Also, comparing the 
results within each model, it is seen that the direction and the significance of the effect of the 
different women’s empowerment indicators on modern contraceptive use did not change before 
and after the addition of interaction terms. However, the fits and misspecifications were improved 
after the addition of interaction variables. This shows that the results from the analysis were 
robust to the addition of other variables—in this case the interaction variables.

From the results, in model 1b, women who were empowered towards making decisions 
regarding their own healthcare had significantly higher likelihood of using the modern 
contraceptive methods compared to those who were not empowered regarding making own 
healthcare decision, holding all other independent variables constant (aOR=4.84, 95%CI=3.05–7.70, 
p value=0.000). Likewise, in model 2b, women who were empowered regarding making decision 
of large purchases had a significantly higher likelihood of using modern contraceptives compared 
to those not empowered in making this decision involving large purchases, holding all other 
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independent variables constant (aOR=3.55, 95%CI=2.24–5.65, p=0.000). Also, in  model 3b, women 
empowered towards making decisions involving visits to family or relatives had a significantly 
higher likelihood of using the modern contraceptives compared to those not empowered towards 
making decisions regarding visits to family or relatives, holding all other independent variables 
constant (aOR=3.75, 95%CI=2.35–5.98, p=0.000). However for women’s attitude towards domestic 
violence (model 4b), being empowered—that is those women who do not justify domestic violence 
for any reason at all— reduced the likelihood of using the modern contraceptives compared to 
those not empowered, holding all other independent variables constant (aOR=0.82, 95%CI=0.52–
1.30, p=0.401). This effect was however not statistically significant. 

Discussion, Limitations of Study, Recommendations and Conclusion

Discussion
This paper studied the effect of empowerment on the use of modern contraceptives among 

Nigerian married or in-union women aged 20 to 34 years using data from the 2013 NDHS. 
The results obtained from the paper showed that being empowered separately in making 
decisions regarding women’s own healthcare, large purchases and visits to relatives or friends 
all significantly increased the odds of using the modern contraceptives compared to their non-
empowered counterparts. This corresponded with results obtained by Asaolu et al. (2017) using 
data from 2008 and 2013 NDHS in Nigeria among women aged 15 to 49 years either married or in 
union. However, using data from 2003 NDHS, Asaolu et al. (2017) found that being empowered 
in making decisions about own healthcare, of large purchases and visits to family members or 
relatives individually reduced the odds of using the modern contraceptives. Although, all these 
effects obtained using the 2003 NDHS data were statistically insignificant (Asaolu et al., 2017).  
The results from the paper thus confirmed the report from the 1994 United Nations’ International 
Conference on Population and Development (ICPD) and the 1995 Beijing Declaration and 
Platform for Action which identified women’s empowerment as a tool towards increased access 
of resources (including health care) and the equal and full participation of women in all aspects of 
life (United Nations, 1994, 1995). 

Concerning attitude towards physical domestic violence, the result from the paper showed that 
women who did not justify wife beating for any reason at all (that is, they were empowered) had 
lower odds of using modern contraceptives compared to their non-empowered counterparts. This 
means that women who were more accepting of domestic violence (that is they were not empowered) 
had higher likelihood of using modern contraceptives. This effect was not statistically significant. 
Similar results about physical domestic violence was obtained by Larsson and Stanfors (2014). 
According to Larsson and Stanfors (2014), in Ghana and Zambia, women who believed physical 
domestic violence was not justified at all (that is empowered) had lower likelihood of using both 
effective and the ineffective methods3 compared to those not using any contraceptives at all, after 
adjusting for other socio-economic variables. These effects were also not statistically significant.  

This is, however, opposite the findings of Mutumba, Wekesa, and Stephenson (2018). 
Mutumba et al. (2018) in a cross-sectional study among young women (15-24 years) across 52 
low and middle income countries (including Nigeria) found that young women who justified 
physical domestic violence (that is not empowered) were significantly less likely to use 

3Effective methods had ≥85% effectiveness when commonly used. These are male condom, implants, injections and pills, 
the IUD, diaphragm, lactational amenorrhea. Ineffective methods are withdrawal, periodic abstinence, folkloric methods, 
foam, jelly and female condom (Larsson & Stanfors, 2014).
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modern contraceptive methods in the Africa region. The same results were obtained in the East 
Mediterranean region, European region, the Americas and the Western Pacific region. Only the 
young women in the South Eastern Asia region who were supportive of women been beaten had 
higher likelihoods of using the modern contraceptive methods (Mutumba et al., 2018). The effect 
in the South Eastern Asia region was, however, not statistically significant. 

Antai (2011) found out that the Nigerian women justifying physical domestic violence 
increased the likelihood of experiencing sexual and physical violence. Women experiencing 
domestic violence have been known to use justification and acceptance as a coping strategy 
(Pérez-Tarrés, Cantera, & Pereira, 2017; Childress, Gioia, & Campbell, 2017). This is classified as 
an emotion-focused coping strategy, in which the status quo (domestic violence) is maintained, 
without any active solution looked for or any resistance put forward (Childress et al., 2017). 
Thus, there is a positive association between justification of domestic violence and experiencing 
domestic violence. 

Okenwa et al. (2011) found that not experiencing physical and emotional IPV significantly 
decreased the odds of using modern contraceptives by the Nigerian women within reproductive 
ages. That means experiencing physical and emotional IPV was associated with a significantly 
higher likelihood of using modern contraceptives. Women who experience domestic violence may 
have increased use of modern contraceptives due to their worry about bringing new children into 
a violent environment (Williams, Larsen, & McCloskey, 2008; Viswan et al., 2017), with a possible 
continuation of the vicious cycle of domestic violence into future generations. This fear occurs 
even when women want to have more children (Williams et al., 2008). The modern contraceptives 
methods used in this violent situation by women would mainly be methods that can be hidden 
from partners such as hormonal implants and contraceptives injections compared to easily 
detectable methods, such as male and female condoms, which also require male willingness and 
the contraceptive pills (Williams et al., 2008; Allsworth, Secura, Zhao, Madden, & Peipert, 2013).  

A reverse relationship is also possible. The use of modern contraceptives by women, especially 
when these decisions are taken without consulting the men could lead to increase in domestic 
violence (Viswan et al., 2017). This would be possible in a patriarchal society such as Nigeria, 
where men majorly control the use of contraceptives by women, and thus decide the number of 
children to have (Adelekan, Omorogie, & Edoni, 2014). In addition, some of these men hold the 
view that use of contraceptives by women would make them engage in extramarital intercourse 
and are thus opposed to its use (Kabagenyi et al., 2014; Ugboaja, Blanche, Oranu, & Igwegbe, 
2018). The, the use of contraceptives by women, especially when this decision is taken alone, is 
also viewed by these men as a move towards emancipation (Okenwa et al., 2011; Okwor & 
Olaseha, 2010), which could lead to domestic violence (Okenwa et al., 2011). 

On the other hand, Kidayi et al. (2015) found out that Tanzanian married or in-union women 
who experienced physical abuse had lower odds of using modern contraceptives, although this 
effect did not reach significance level. The lower likelihood of using modern contraceptives among 
these married or in-union women experiencing violence could be due to an elimination of self-
esteem and hence lower decision-making power which, in turn, leads to lower use of modern 
contraceptives (Bishwajit & Yaya, 2018). Also, given the reverse relationship explained above, the 
lower use of modern contraceptives among these women experiencing physical violence could be 
a defensive action to prevent conflicts (Kidayi et al., 2015).  
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Strengths and Limitations—Implications for Future Research
The paper filled the gap in determining both the effect of women’s autonomy in decision 

making and their attitude towards domestic violence on modern contraceptives use among 
women aged 20 to 34 years in Nigeria, using a representative sample from this age group. Most 
of the other studies were done across the entire reproductive age range. This age group (20 to 
34 years) is important as they have the highest age specific fertility rate, and thus the greatest 
contributors to Nigeria’s persistently high TFR. Also, data used was from the NDHS, which is 
a nationally representative sample. This allows for generalization of the results across women 
20 to 34 years in Nigeria. In addition, in the NDHS, there are similarities in the description and 
thus measurement of variables, which allows for inter-country comparison of results. Detailed 
statistical analysis which included adjusting for interaction terms and carrying out post-estimation 
tests were done.

However, the use of cross-sectional data precludes the establishment of causal relationship 
between women empowerment and modern contraceptive use. Further research should thus 
be carried out using longitudinal data. Also, further detailed research should be done on the 
possible bidirectional relationship between domestic violence; physical and sexual, and modern 
contraceptive use, using longitudinal data. This effect of domestic violence should also be 
differentiated across the various types of modern contraceptives. That is differentiating modern 
contraceptives into those that require male agreement and, thus, cannot be hidden and those that 
can. Notwithstanding, the results from this paper provide great insights for other researchers and 
policymakers.

Recommendations 
Based on the results from this paper, effort should be made to increase the awareness of 

families on improving women’s decision-making autonomy, as this will have a positive effect on 
women’s reproductive health outcomes. Other factors such as higher educational level for women, 
improved wealth status and increased employment for women, which all significantly increase the 
use of modern contraceptives, should also be deliberately addressed by the Government through 
policies. Also, intervention programs should be implemented that educate men on the need to 
actively include women’s input on families’ decisions on the use of modern contraceptives. There 
should also be increased availability of various modern contraceptive methods in health centres 
and hospitals across the country, since women cannot make use of unavailable services.

In addition, about domestic violence, health workers within the family planning clinics should 
pay attention to information given to them in the clinics by women seeking contraceptives.  For 
example, women only specifically looking for methods that can be hidden from their spouses 
could show a sign of abuse. Also, a sudden discontinuation of use of family planning methods, 
without any proper and acceptable explanation should also be investigated. This will help 
in identifying women who are being abused. Appropriate referral mechanisms to the proper 
women right’s organizations should also be put in place for these women. Domestic violence 
should thus be given a wider recognition in policymaking, with effective laws placed to protect 
the reproductive and sexual rights of the vulnerable woman. These laws should consider the 
multicultural and the religious diversity of Nigeria, to be effective. 

Conclusion
In conclusion, the use of modern contraceptives among the Nigerian women aged 20 to 

34 years is low, especially among those in the Nigerian North East geopolitical zone. Women’s 
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autonomy in decision-making about own health, large household purchases and visit to family 
or relatives significantly increased the use of modern contraceptives. Increasing women 
empowerment levels through the enabling factors of empowerment, such as increasing education 
level and paid employment for women, as identified by Malhotra et al. (2002) should, thus, be a 
priority. These enabling factors, once acquired, should then be actively used by women to make 
effective choices among clearly known alternatives. The choices, thus, made will not have high 
opportunity cost (Malhotra et al., 2002). Decisions that are made are, therefore, directed towards 
the goal of achieving the desired reproductive health outcomes, which in this case is an increase 
in the use of modern contraceptives and reduction in the fertility rate. In order words, purposeful 
choices are made.
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