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ABSTRACT

A large body of research has attempted to explore the relationships between women'’s empowerment and
their reproductive health practices in some developing countries. The objective of this study was to
investigate whether women’s empowerment in Nigeria and Uttar Pradesh (India) is related with
women’s reproductive health practices. The study used the Nigerian Demographic Health Survey (NDHS
2008) and Indian National Family Health Survey (NFHS-3). Two dimensions of empowerment were
considered in the study. These include household decision making and attitudes towards domestic
violence. The study determined if the dimensions of women’s empowerment considered had different
effects on reproductive health outcomes in the two populations. The study revealed that women'’s
empowerment had a direct and significant influence study on the reproductive health practices of women
in the two study populations. The study also showed that lack of participation in household decisions
compromise women'’s health in both populations studied.

Keywords: Reproductive Health;, Family Planning; Women'’s empowerment; Comparative study,
Institutional delivery.

1. Introduction reproductive system that is vulnerable to

Being a woman has implications for health. Fathalla
(1997) classified the health needs of women into
four categories: health needs related to the sexual

and reproductive function; women have an elaborate

dysfunction or disease even before it is put to
function or after it has been put out of function ;
women are subject to the same diseases of other

body systems that can affect men. The disease
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patterns often differ from those of men because of

genetic constitution, hormonal environment or
gender-evolved lifestyle behaviour. Diseases of
other body systems or their treatments may interact
with conditions of the reproductive system or
function, and because women are women, they are
subject to social diseases which impact on their
physical, mental or social health. The reproductive
system, in function, dysfunction and disease plays a
central role in women's health (Corroon .M., et al.
2014).

The concept of reproductive health has recently
emerged in response to the fragmentation of the
existing health services and their orientation. The
broader concept of "reproductive health" offers a
comprehensive and integrated approach to the
health needs related to reproduction. It puts women
at the centre of the process, as subjects and not
objects, as ends and not means. It recognizes,
respects and responds to the need of the woman
behind the mother.

Nigeria being the most populous country in Africa
characterised by low use of family planning (FP)
and high fertility(HF) leading to eventually high
maternal mortality and morbidity (Corroon et al,
2014).

viewed as an important factor in the development of

In as much as women’s empowerment is

any nation (Nigeria and India inclusive), few studies
have been the association between women’s
empowerment and the reproductive health practices
(FP and maternal health behaviours) particularly in
the study populations.

Defining women’s empowerment has spanned a
wide range of concepts. Kabeer (2001) defines

women’s empowerment as “the expansion in

people’s ability to make strategic life choices in a
context where this ability was previously denied
them." Most of the existing studies which examined
women’s empowerment and reproductive health
outcomes have been from Asia, where definitions
and measures of empowerment have been fully
explored. Several studies examining women’s
empowerment and maternal health in Asia defined
empowerment as combined measures of bargaining
power, spousal awareness of gender equity and
greater decision- making power and found that more
empowered women were more likely to make use of
maternal health care services than the less
empowered women( Corroon et al, 2014).

The International Conference on Population and
Development (ICPD) Programme of Action defines
reproductive health as a state of complete physical,
mental and social well-being and not merely the
absence of disease or infirmity in all matters relating
to the reproductive system and its functions and
processes. Reproductive health, therefore, implies
that people can have a satisfying and safe sex life
and that they possess the capability to reproduce as
well as the freedom to decide if, when and how
often to do so. In the Constitution of the World
Health Organization, health is defined as a state of
complete physical, mental and social well-being,
and not merely the absence of disease or infirmity.
This definition, idealistic as it may look, is nowhere
as relevant and applicable as in the area of
reproductive health. A woman in the distress of
carrying an unwanted pregnancy cannot be
blood

pressure is not elevated, and the foetus is showing a

considered healthy simply because her

normal biophysical profile. In the context of this
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positive definition, reproductive health is a
condition in which the reproductive process is
accomplished in a state of complete physical,
mental and social well-being .It is not merely the
absence of disease or disorders of the reproductive
process. Reproductive health implies that, apart
from the absence of disease or infirmity, people can
reproduce, to regulate their fertility and to practice
and enjoy sexual relationships. It further implies
that reproduction is carried to a successful outcome
through infant and child survival, growth and
healthy development. It finally implies that women
can go safely through pregnancy and childbirth,
fertility regulation is achieved without health
hazards and people are safe in having sex (Fathalla,

1988).

1.1 Women Empowerment

Several studies have attempted to explore the
relationship between women’s empowerment and
their reproductive health practices in the developing
countries, but the evidence is still inconclusive due
to numerous challenges faced in this area of study.
Despite the consistent findings from researchers that
showed broad Socio- economic and demographic
characteristics such as education and economic
status have a significant impact on reproductive
health services uptake, the relationship between
women’s decision-making power and their use of
reproductive health services seems to be unclear.
For example, in India there appears to be no
relationship  between women’s freedom of
movement and decision-making power and their use
of reproductive health services (Bhatia and Cleland

1995; Bloom, Wypij, et al. 2001). Similarly, Nepal,

Matsumura and Gubhaju ( 2001) report that the
decision-making power has a mixed impact on
maternal health services utilization.Survey data
from Pakistan also show a weak or no relationship
between women’s reproductive health services
uptake and measures of their autonomy (Sathar and
Kazi 1997; Fikree, Khan, et al. 2001; Mumtaz and
Salway 2005).

However, few number of studies from sub-Saharan
Africa were identified so far that builds on their
studies were built on the empowerment measures
developed in Asia. For instance, Ahmed et al. (2010)
carried out a Meta-analysis study of 31 countries in
defined

empowerment as women’s ability to make a

sub-Saharan  Africa and women’s
decision related to her personal health choices,

ability to make household purchases, visit
family/relatives and decide on other key activities.
Their study revealed that : higher level of women’s
empowerment was associated with modern
contraceptive use, attending four or more antenatal
visits and having a skilled attendant at birth. A study
based on the Demographic Health survey data (DHS)
from eight countries in sub-Saharan Africa,
examined measures of women’s status including
household and financial decision-making and
attitudes towards gender equity in relation to
maternal and child health outcomes and found that
gender-related factors have effect on health
outcomes. Similarly, a multi-country analysis of
DHS data in four African countries used a definition
of empowerment which included: economic
independence, household decision-making, control
over

marriage, fertility, health care seeking

behaviour, negotiation of sexual activity and
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perceptions of domestic violence. The result from
this study revealed a positive association between
women’s empowerment and family planning
method use in all the countries considered.

Unfortunately, only few studies have examined
women’s empowerment in Nigeria in a comparative
context with an Asian country. Kitz and Makinwa
(2001) conducted a study in five states in Nigeria
that examined the association between gender
empowerment and reproductive behaviours. The
duo measured women’s empowerment at the
household and interpersonal levels and included
decision-making roles. Their findings revealed that
more empowered women were more likely to use
family planning method. Similarly, in another study
using eight states in Nigeria examined the impact of
women’s income generation on household decision-
making. The study showed that women living in
poor households were less likely to have a say in
household decision-making compared to women

living in wealthy households.

1.2 Reproductive Health and Women’s Decision
Making in Nigeria and UP

Reproductive health in Nigeria

Although much effort is placed on increasing
reproductive health in Nigeria, the uptake of
services is still far from optimal, even in settings
where services are more and easily accessible. Low
contraceptive use also contributes to high rates of
induced abortion (Rana 1992). A shortage of skilled
health professionals, particularly female skilled
health professionals (Ashraf 1996) and low rates of
tetanus toxoid (TT) vaccination also contribute to

the high maternal mortality rate in Pakistan (Rizvi

and Nishtar 2008). The infant and maternal
mortality rates in Nigeria are still very high (Rizvi
and Nishtar ,2008). Several factors are thought to
contribute to the high level of maternal mortality in
Pakistan. Women in Pakistan marry at a relatively
young age, and they tend to have their first child

very soon after marriage.

1.3 Reproductive health in Uttar Pradesh (India)
With a population of over 154 million, Uttar
Pradesh
(IIPS ,2000). Relative to other Indian states, Uttar

Pradesh is poor in terms of demographic indicators.

is the most populous state in India

For example, in recent findings, fertility and
mortality rates are higher in Uttar Pradesh than in
many other states in India. Also, it has a total
fertility rate (TFR) of four births per woman of
reproductive age compared to the TFR of 2.9 for all
of India and an infant mortality rate of 87 deaths per
1,000 live births (Bloom et al. 1999; IIPS 2000). In
an attempt to improve the indicators of reproductive
health in the nation, the government of India
established the Reproductive and Child Health
(RCH) Program in 1997 (Ramarao et al. 2001). It
has achieved greater success in encouraging the use
of antenatal services even though women rely
(Griffiths  and

Stephenson ,2001). However, in Uttar Pradesh,

mostly on home delivery
maternal health is characterized by low uptake of
both antenatal and delivery services. Reproductive
health indicators in Uttar Pradesh exist mostly in
environments with low literacy rate, restricted
female autonomy and inadequate quality of and
access to health service. Dyson and Moore (1983) in

a study found that the Kkinship structure of North
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India permits women little autonomy. The exogamy
marriage rules compel women to marry into other
families not related them either by kinship, place of
birth or residence, and hence such women are often
seen as a threat and are made to hold the lowest
position in the family structure. Health-care
decisions are often made by the mother-in-laws or
other senior family members and the low status of
the woman in such family setting makes it difficult
for her to challenge or partake in any decision
concerning health care (Griffiths et al. 2001). The
prevailing purdah system, which encourages the
segregation of the sexes, provides an additional
barrier to seeking health care, restricting women's
mobility and use of health-care services that involve
male providers or are located where many men may
be present. Thus, women's health- care-seeking
behaviour in Uttar Pradesh is restricted not only by
socioeconomic barriers and a lack of high-quality
health-care facilities, but also by cultural norms that
limit women's role in making decisions regarding
healthcare and impede their freedom to use

available services.

1.4 The reproductive health package
Reproductive health is an integrated package
(Fathalla, 1996). Women cannot be healthy if they
have one element and miss another. Moreover, the
various elements of reproductive health are strongly
inter-related. Improvements of one element can
result in potential improvements of other elements.
Similarly, lack of improvement in one element can

hinder progress in other elements.

The objective of this study was to examine whether

women’s empowerment in two geographical
settings (Nigeria and India) was associated with
reproductive health outcomes. In addition, the study
also examined whether the empowerment
dimensions have different effects on reproductive

health in the two populations.

2. Methodology

The study used two national survey data - the
Nigeria Demographic and Health Survey (NDHS)
conducted in 2008 and the India National Family
Health Survey (NFHS-3) conducted in 2005/2006.
The NDHS is a nationally representative survey.
The survey was conducted by the Nigerian National
Population Commission (NPC). A sample of about
34,070 household was used, made up of: 33,385
women aged 15 — 49; 15, 486 men of age 15 — 59
and 28,647 children. A sample of 23,954 currently
married women of age 15 — 49 were used for this
study.

In the same vein, the NFHS-3 is a nationwide
survey conducted with a representative sample of
households throughout India. The Ministry of
Health and Family Welfare (MOHFW),
Government of India (GOI) initiated the NFHS
surveys to provide high-quality data on population
and health indicators. Samples of 8,973 currently
married women from Uttar Pradesh State in India
were used. In addition, the sample used in the work
varied slightly by the dependent variable of interest
selected. For example, the analysis on family
planning we made use of samples of currently
married women who were not pregnant at the time

of the survey, and for the analysis on reproductive
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health outcomes, the selection of samples were
limited to currently married women who have had at

least one live birth in the past three years.

2.1 Dependent and Independent Variables used.

The dependent variables used for the analysis in this
study are; family planning/contraceptive method
(modern or other methods), presence of a skilled
attendant at the time of delivery in the last three
years (skilled or non-skilled attendant) and place of
delivery (institutional or non-institutional) at last
birth in the last three years. Each of these dependent
variables was dichotomized for the purpose of
analysis as follows: For the use of modern family
planning/contraceptive method is coded one if a
woman says she uses the modern FP/contraceptive
method and O if she uses traditional or no method of
FP/contraceptive. For the presence of skilled
attendant at time of delivery, women who responded
that they were assisted at the time of their last
delivery by a doctor/clinical officer, nurse/ midwife
or other health workers were considered to have had
an assisted delivery by a skilled attendant and were
coded 1while all other women’s responses were
coded 0. Finally, for institutional delivery, all the
deliveries in the past three years at the time of the
survey reported having taken place in a health
facility were considered institutional birth and
coded as 1 while all deliveries done outside any
health facility were termed as non-institutional
births and coded as 0. A number of measures were
used in this study to capture the various dimensions
of women’s empowerment. Three independent
variables were used in the study, viz: Decision

making ability, attitude to wife beating, and attitude

to refusing sexual intercourse. Five questions on
women’s decision making ability were raised to
determined who had a greater say in various aspects
of household decision making (ie on use of
contraceptive,  health-care, major  household
purchases, purchases for daily household use and
visit to family/relatives).The choice options are: the
husband/spouse, the respondent, both husband and
respondent, respondent and someone else, and
others. Women who responded having a say in
decision-making either alone or jointly with
husband or someone were coded 1, while all other
responses were coded 0.

Similarly, five questions were asked based on the
women’s attitudes toward domestic violence that is
whether a husband is justified in beating his wife
under certain conditions such as if she goes out
without husband’s permission, if she argues with
him, if she neglect the children, if she refuses to
have sex with husband, and if she does not cook
properly. For each item, women who responded
‘no’ were coded 0 and women who responded “yes”
or “don’t know” were coded 1.

Finally, on the attitudes of women towards refusing
sexual intercourse with husband, questions on the
respondent’s opinion as to whether a woman is
justified in refusing to have sexual relation with her
husband in the following situations: If she knows
that the husband has sexually transmitted disease
(STD),

intercourse with other women, If she is tired, or not

If she knows that the husband has

in the mood. For each of the questions, a response
that says yes a woman is justified to refuse sex is
coded 1, while those who said a woman is not

justified to refuse sex with husband were coded 0.
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In order to identify the relationship between the
measures of women’s empowerment, exploratory
factor analyses were carried out on the 13 items
measuring women’s empowerment (i.e. five
decision-making variables, five variables on attitude
towards domestic violence, as well as three
variables on attitude to refusing sexual intercourse).
Factor analysis is a data reduction technique that
allows one to examine the linear relationships
between a large numbers of variables so as to
identify a smaller number of factors which can be
used to represent the multiple variables. The
identified factors are called latent variables, and are
labelled based on the variables that contribute the

most.

3. Results and Discussion

Table 1 show the percentage distribution of the
socio-economic and demographic characteristics of
the sample of currently married women who are in
their reproductive age 15-49 years in Nigeria and
Uttar Pradesh. The result revealed that majority of
the women in the sampled analysis from both
populations are young (less than 35years), married
within the age of 15 — 34 years, with age at first
birth below 35 years, have between 3 - 5 children in
Nigeria and Uttar Pradesh. More than 50% of the
sampled women considered in both populations
(Nigeria and Uttar Pradesh) live in rural areas, and
more than half of the sample from the two
populations have no education (Nigeria, 51.3%),
while in( UP, 57.3%) and only 27.4 for Nigeria and
31.4 for UP have secondary or higher education.
The result in Table 1 also reveals that about 49.1%

of sample women in Nigeria were from poor wealth

status and 32.1% are from rich status, while, in
Uttar Pradesh, 39.5% were from poor wealth status
and 43% are from rich status. The results on work
status of women revealed that higher percentage of
women (65.3%) in Nigeria were working in the last
12 months, and less percentage (26.8%) can be
observed for Uttar Pradesh in the last 12 months.
Table 2 presents the distribution of women’s
empowerment indicators for all three variables used
to measure women’s empowerment. Results in the
table revealed that in Nigeria, women’s
participation in household decision-making was
highest (53.8%) for a visit to family/relatives,
followed by decision on making small HH
purchases (47.8%) while the least percentage is
recorded for contraceptive use (11.4%). However,
in the case of Uttar Pradesh, women’s participation
is highest (67.3%) in making decision on own
health care and lowest (46.7%) on contraceptive use.
The table also shows for variables under domestic
violence; that a larger percentage of women from
the two populations strongly disagree (“said no”) on
the issue of wife beating by husband for any of the
reasons stated. Similar results can be observed in
the justification of women towards refusing sexual
intercourse with husbands based on the three
reasons given, while greater proportion of women
said ‘yes’ it is justified for a woman to refuse sex if
the husband is having STD or if he goes out with
other women or she is not in the mood, and only
few said ‘no’.

Table 3 present results on the distribution of
reproductive health outcomes and the selected

indicators of women’s empowerment. The results

revealed that in both populations, women who
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participate in household decision making; that do
not justified wife beating but have justified women
refusal of sexual intercourse based on the stated
reasons, were more likely to use modern method of
contraceptive, have an institutional delivery and
have been assisted by a skilled attendant during
their most recent birth. The chi-square values show
that there is a significant relationship existing
between the indicators of women’s empowerment
and their reproductive health outcomes, except that
in Uttar Pradesh, women’s participation in decision
making has no significant relationship with being
assisted by skilled attendant during their most recent
delivery.

Table 4 presents the odds ratios and confidence
interval from the logistic regression results. The
analysis uses the women’s reproductive health
outcome (i.e modern method of family
planning/contraceptive use, assistance by a skilled
attendant during last delivery and institutional place
of delivery) as the dependent variables, and the
indicators of women’s empowerment (decision-
making, domestic violence against women and
women’s attitudes to refusing sexual intercourse) as
independent variables. It can be observed from the
table that women who were not pregnant at the time
of survey and who participated in household
decision-making were 4 times more likely to use
modern methods of contraception in Uttar Pradesh
with Odds ratio (Cl) = 4.244*(3.744 - 4.183)), than
those who do not participate in decision making. In
Nigeria however, the Odds (CI) is 1.829*(1.769 -
1.892).

household decision making has a significant

However, women’s participation in

relationship with getting skilled assistance during

delivery in Nigeria with the odd
=1.421*%(1.394 - 1.448),
relationship is observed in Uttar Pradesh (Odds (CI):
0.970(0.848 - 1.110)). The table also revealed that

women who participated in household decision

ratio (CI)

but an insignificant

making in both populations were likely to give birth
in a health facility more than women who do not
participate. This result is significant in Nigeria but
not significant in Uttar Pradesh. Table 4 further
revealed that in the two populations considered,
women who agreed with the notion of violence
against women (wife beating) were less likely to use
modern methods of contraceptive, assisted by a
skilled attendant during delivery and have an
institutional delivery at most recent birth than the
women who do not support violence against women.
This is revealed by the low odds ratio and 95%
confidence interval values (below 1) recorded.
Looking at the results of the odds ratios (CI) for
women’s attitude to refusing sexual intercourse, it
can be observed that these values are slightly higher
for Uttar Pradesh than for Nigeria. This indicates
that currently married women who support women’s
attitudes to refusing sexual intercourse were more
likely to use modern methods of family planning,
assisted by skilled attendant during most recent
birth and have an institutional delivery in Uttar
Pradesh more compared to Nigeria. However, the
odds and confidence interval values for the
association between women’s decision making with
institutional delivery as well as assistance by skilled
attendance shows non significance for Uttar Pradesh,
but significant for Nigeria.

The results in Table 5 show the odds of women’s
empowerment

indicators by their background
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characteristics. The results indicates that in Nigeria
women’s age, education, place of residence, wealth
status and work status are important and significant
determinants of women’s decision making
autonomy in their households. In Uttar Pradesh
(India)

women’s decision making autonomy were revealed,;

however, additional determinants of
age at marriage, age at first birth, parity in addition
to those listed under Nigeria are also significant
determinants of women’s decision making. The
results show that in both populations women with
higher age at first birth (35-49) years were less
likely to take decisions at home than those with
lower age at marriage (15-34) years.

The results in Table 5 clearly shows that most of the
background characteristics of women in Nigeria
seems to have no significant contributions to
violence against women (wife beating), except for
education, place of residence and wealth status. In
addition to these characteristics of women, parity,
especially higher one is a good determinant of
domestic violence in Uttar Pradesh (India). The
results depict that women in the higher age group
(35-49) years were less likely to experience wife
beating than those in the lower age group (15-34)
years in both populations. Similarly, women with
secondary or higher education and those in the
richer wealth status were less likely to report
experiencing wife beating, while rural women were
82% more likely to experience wife beating in both
populations. Refusal of sexual intercourse under the

stated conditions is another measure of women’s

empowerment. The result revealed a significant
relationship between women’s education, residence,
wealth status as well as work status exist among the
Nigeria women. While the results of Uttar Pradesh
in India shows a significant relationship between
women’s refusing sexual intercourse with age at
first birth, residence, wealth status and work status.

Table 6 shows the odds and confidence interval
values of some selected indicators of reproductive
health with women’s background characteristics.
From the Table, it is revealed that women’s age and
age at first marriage has no significant contributions
to their use of modern family planning method in
Nigeria, while in UP (India), it is only the age of
women that shows non-significant relationship with
modern contraceptive method. The odds (ClI)
obtained for Nigeria [0.332*(0.114, 0.967)] and that
of UP [0.37***(0.307, 0.447)] depicts that women
with higher age at first birth (35-49) were less likely
to use modern method of contraceptive than women
of lower age at first birth (15-34). Use of modern
method of contraceptive increases with increase in
parity in Nigeria but same is seen to decreases with
increase in parity in Uttar Pradesh. This is possibly
because of the high fertility rate in Nigeria (5.7)
than in UP (). The Table shows that women’s age,
parity, education, residence, wealth status and work
status are significant determinants of institutional
place of delivery and attendance by a skilled worker
at the time of most recent delivery of women in both

populations considered.
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Table 1: Percentage distribution of socio and demographic characteristics of currently married women age (15 - 49)
in Nigeria and U.P (India)
Characteristics Nigeria (N = 23954) Uttar Pradesh (N = 8973)
Frequency Percentage Frequency Percentage

Age of respondent 15 - 34 years 15121 63.1 5736 63.9
35 - 49 years 8833 36.9 3237 36.1

Age at first marriage 15 - 34 years 17173 717 7438 82.9
35 - 49 years 107 0.4 1535 17.1

Age at first birth 15 - 34 years 19500 81.4 7786 86.8
35 - 49 years 96 0.4 1187 132

Parity 0 - 2 children 5112 21.3 3496 39.0
3_5 children 11915 49.7 3684 411

more than 5 children 6927 28.9 1793 20.0

Residence Urban 6586 275 3557 39.6
Rural 17368 72,5 5416 60.4

Educational status No education 12288 51.3 5142 57.3
Primary 5110 21.3 1010 11.3

Secondary/Higher 6556 27.4 2821 31.4

Wealth status Poor 11754 49.1 3540 39.5
Middle 4506 18.8 1571 175

Rich 7694 321 3862 43.0

Work status Not working 8256 345 6554 73.2
Working 15647 65.3 2401 26.8

Table 2:Women's empowerment characteristics in Nigeria and Uttar Pradesh (India)

Determinants Nigeria (N=23,954) UP (India) N=8973
Women’s participation in household decision-making No Yes No Yes
Contraceptive use 88.6 11.4 53.3 46.7
Own Health care 57.8 42.2 32.7 67.3
Making large HH purchases 62.8 37.2 42.6 57.4
Making small HH purchases 522 47.8 39.6 60.4
Visit to family/relatives 46.2 53.8 44.0 56.0
Justification for wife beating (Attitudes towards Domestic Violence)
If she goes out without permission 62.7 37.3 7.7 22.3
If she neglect the house/children 65.8 34.2 75.2 24.8
If she argues with him 69.0 31.0 75.3 247
If she refuse to have sexual relation with him 68.8 312 92.2 78
If she does not cook properly 81.2 18.8 84.6 154
Justification to refusing sexual intercourse
If husband has sexually transmitted disease (STD) 17.8 822 136 86.4
If husband has other women 38.9 61.1 10.7 89.3
If she is not in the mood 38.9 61.1 9.8 90.2
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Table 3. Reproductive Health Outcome by the selected indicators of Women's Empowerment in Nigeria and Uttar Pradesh

(India)
Nigeria Uttar Pradesh (India)
Modern method of Institutional place of Assistance by a Use of modern Institutional place of Assistance by a
. contraceptive use delivery(Yes) skilled attendant at method of delivery(Yes) skilled attendant at
Indicators (Yes) time of delivery contraceptive (Yes) time of delivery
(ves) (ves)

Participation in HH
decision making Percent  Frequency Percent Frequency Percent Frequency | Percent Frequency Percent Frequency Percent Frequency
No 35 415 68.7 8210 22.4 1939 14.2 84.6 2020 33.6 474
Yes 13.8 1655 82.8 9937 50.6 4172 41.5 2731 86.3 5687 335 1068
Chi square values 807.41*** 648.55*** 1460*** 580.51*** 4.30* 0.005
Justified Wife
beating
No 9.9 1661 78.1 13078 40.4 4700 36.3 2414 87.0 5779 375 1260
Yes 5.7 409 70.3 5069 26.6 1411 28.1 82.7 1928 22.8 282
Chi square values 115.16*** 166.98*** 299.63*** 60.00*** 7.48** 88.03***
Justified Refuse sexual
intercourse
No 6.6 457 72.1 5005 25.8 1263 22.6 82.9 751 23.2 114
Yes 9.5 1613 77.3 13142 40.3 4848 355 2864 86.2 6956 34.8 1428
Chi square values 52.52%** T1.73%** 317.37*** 52.12%** 26.27*** 26.39%**

Note: *** = significant at 0.001; ** = significant at 0.01; * = significant at 0.05;

= not significant

Table 4: Logistic regression with odds ratio and Confidence Interval for Reproductive Health Outcomes for Nigeria and Uttar

Pradesh (India)

Nigeria

Uttar Pradesh

Modern method of

. contraceptive
Determinants y

Assistance by a
skilled attendant at

Institutional place of
delivery(N=23954)

Modern method of
contraceptive

Assistance by a skilled
attendant at time of

Institutional place of
delivery(8973)

use(N=23954) time of use(N=8973) delivery(N=4594)
delivery(N=16922)

Odds ratio (CI) Odds ratio (CI) Odds ratio (CI) Odds ratio (Cl) Odds ratio (Cl) Odds ratio (CI)
Participation in
:';k'iﬂzc's'o”' 1.829%(1.769,1.892)  1421%(1.394,1.448) 1.258%(1.258,1.280) | 4.244*(3.744,4.183)  0.970(0.848-1.110) 1.125(0.986,1.284)
Attitude to
domestic
violence 0.9173*(0.892,0.944)  0.867%(0.850,0.883)  0.918*(0.904,0.933) | 0.716*(0.643,0.796) 0.493*(0.424,0.573) 0.722*(0.634,0.821)
against women
Attitude to
refusing sexual | 1.046*(0.997,1.098) 1.272%(1.230,1.316)  .1.082%(1.051,1.114) | 1.857*(1.572,2.194) 1.746*(1.400,2.177) 1.272*(1.058,1.531)
intercourse
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Table 5. Odds of empowerment indicators with background characteristics of currently married women of reproductive age (15 - 49) years.

Characteristics

Nigeria

Uttar Pradesh (India)

Decision making

Wife Beating

Refusing sexual
intercourse

Decision making

Wife Beating

Refusing sexual intercourse

Respondent Age
15-34
years(REF)

35 - 49 years
Age at first
marriage
15-34
years(REF)

35 - 49 years

Age at first birth
15-34
years(REF)

35 - 49 years

Parity
0-2
children(REF)

3 -5 children

Above 5 children
Educational
status

No
education(REF)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

1.478***[1.356,1.611]

1.246[0.692,2.243]

0.644[0.391,1.060]

1.049[0.941,1.169]
1.052[0.959,1.155]

0.853***[0.780,0.932]

0.821[0.422,1.596]

0.683[0.372, 1.254]

0.932[0.831,1.045]
1.065[0.958,1.173]

1.067[0.975, 1.167]

0.642[0.364, 1.133]

1.186[0.689, 2.042]

1.037[0.926, 1.162]
1.079[0.979, 1.188]

1.973***[1,712,2.274]

1.276**[1.102,1.477]

0.482***[0.416,0.55]

3.002*%*[2.718,3.517]
3.698***[3.072,4.450]

0.958[0.849,1.08]

0.888[0.780,1.01]

1.054[0.904,1.22]

1.078[0.951,1.22]
1.284**[1.094,1.507]

0.966[0.811,1.150]

0.892[0.747,1.065]

0.782*[0.639,0.958]

1.173[0.979,1.405]
0.888[0.711,1.110]

Primary 2.639***[2.409,2.892] 0.983[0.896, 1.079] 1.365***[1.238,1.505] | 1.163[0.979, 1.382] 0.992[0.848, 1.160] 1.049[0.837, 1.315]
Secondary/Higher | 3.702***[3.351,4.091] 0.531***[0.528,0.654] 1.619***[1.455,1.801] | 1.449***[1.256, 1.671] 0.585***[0.507, 0.675] 0.973[0.440, 2.153]
Residence

Urban(REF)

Rural 0.568***[ 0.536,0.602] 1.815***[1.698, 1.940] 0.704***[0.660,0.752] | 0.267***[0.231, 0.309] 1.824***[1.595, 2.085] 0.707**[0.565, 0.86]
Wealth status

Poor(REF)

Middle 1.443***[1.311,1.588] 0.883*[[0.802, 0.973] 1.201***[1.087, .328] | 0.833*[0.719, 0.966] 0.994[0.870, 1.135] 1.090[0.901, 1.318]
Rich 1.545***[1.406,1.697] 0.531***[0.480, 0.973] 1.492***[1.348,1.651] | 0.814*[0.693, 0.955] 0.638***[0.549, 0.742] 1.434**[1.151, 1.787]
Work status

Not

working(REF)

Working 2.203***[2.039, 2.380] 1.065[0.968, 1.143] 1.362***[1.257,1.475] | 1.365***[1.202, 1.550] 1.106[0.990, 1.235] 1.387***[1.175, 1.636]

Note: OR = Odds ratio, Cl = Confidence Interval, *** p<0.001, ** p< 0.01, * p< 0.05, empty = not significant
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Table 6. Odds of some measures of reproductive health with background characteristics of currently married women of reproductive age (15-49) years.

Characteristics

Nigeria

Uttar Pradesh (India)

Modern method of
contraceptive

Institutional place of
delivery

Skilled attendant
during most recent
birth

Modern method of
contraceptive

Institutional place of
delivery

Skilled attendant during most

recent birth

Respondent Age

15 - 34 years(REF)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

Odds ratio(Cl)

35 - 49 years 0.988[0,872,1,119] 4.616***[4.156,5.126]  1.386***[1.226,1.569] 1.076[0.962,1.203] 10.899***[8.699,13.655] 1.320*[1.015,1.716]
Age at first marriage
15 - 34 years(REF)
35 - 49 years 0.814[0.326,2.029] 0.560[0.271,1.154] 0.554[0.237,1.292] 1.242**[1.082,1.425] 1.101[0.917,1.322] 0.987[0.783,1.244]
Age at first birth
15 - 34 years(REF)
35 - 49 years 0.332*[0.114,0.967] 0.524[0.244,1.126] 1.011[0.486,2.104] 0.370***[0.307,0.447] 3.026***[2.291,3.998] 1.155[0.745,1.792]
Parity
0 - 2 children(REF)
3 -5 children 1.405***[1.192,1.656] 0.351***[0.308,0.400] 0.834*[0.726,0.957] 2.958***[2.615,3.347] 0.379***[0.320,0.449] 0.545***[0.463,0.641]
Above 5 children 1.917***[1.661,2.214] 0.237***[0.212,0.265]  0.674***[0.596,0.761] | 2.256***[1.909,2.666] 0.165***[0.132,0.207] 0.409***[0.313,0.535]
Educational status
No education(REF)
Primary 3,180***[2.645,3.824] 1.439***[1.297,1.596]  3.115***[2.769,3.505] 1.214*[1.034,1.425] 1.359**[1.083,1.704] 1.267*[1.006,1.594]
Secondary/Higher 4.601***[3.831,5.527] 3.247***[2.850,3.700]  7.228***[6.401,8.161] | 1.890***[1.662,2.150] 1.847***[1.509,2.260] 2.754***[2.312,3.280]
Residence
Urban(REF)
Rural 0.734***[0.651,0.829] 0.893[0.793,1.006] 0.632***[0.565,0.707] | 0.636***[0.564,0.717] 0.968[0.803,1.166] 0.648***[0.543,0.773]
Wealth status
Poor(REF)

1.385***[1.242, 2.122***[1.879,
Middle 1.574***[1.305,1.898] 1.545] 2.397] 1.262**[1.089,1.461] 1.251*[1.041,1.503] 1.468***[1.192,1.810]

2.801***[2.446, 5.872***[5.171, 2.435***[2.102,
Rich 2.536***[2.124,3.027] 3.208] 6.667] 2.820] 2.237***[1.804,2.775] 3.766***[3.057,4.640]
Work status
Not working(REF)

1.643***[1.481,

Working 1.411***[1.231,1.617] 1.313***[1.200,1.437] 1.823] 1.429***[1.280,1.596] 1.626***[1.379,1.916] 1.058[0.883,1.268]

Note: OR = Odds ratio, Cl = Confidence Interval, *** p<0.001, ** p< 001, * p< 0.05, empty = not significant
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4. Conclusion
Our

indicators of women’s empowerment on their

study examined the influence of some
reproductive health outcomes of a sample of
currently married women in Nigeria and Uttar
Pradesh. Findings from the study revealed that
women’s decision making autonomy and their
attitudes towards domestic violence in the
household appear to be very important determinants
to their reproductive health. This is so because the
results showed that women’s decision making
autonomy as well as attitudes towards wife beating
has a direct and significant influence on the
reproductive health practices. In addition to this, the
results also revealed that there is a significant
relationship between the indicators of women’s

empowerment, measures of reproductive health and

women’s background characteristics.

References

1. Ahmed et al, Economic Status, Education and
Empowerment: Implications for Maternal

Health Service Utilization

Countries, Plos One Vol. 5 number 6, 2010,

PubMed.

in  Developing

2. Angel et al, Gender Disparities in Africa’s
Labor Market, The World Bank,Income
Generation Intra-Household  Decision
Making: A Gender Analysis for Nigeria, 2010.

3. Blankenship, K. M., Friedman, S. R., Dworkin,
S, & Mantell, J. E. (2006).

interventions: challenges

and

Structural
concepts, and
opportunities for research.Journal of Urban

Health, 83(1), 59-72.

4.

10.

11.

Bloom et al, Dimensions of Women’s

Autonomy and Influence on Maternal Health

care Utilization in North Indian City,
Demography, PubMed 32(2), 2001.
Corron et al, The Role of Gender

Health
Outcome in Urban Nigeria, maternal Child
Health Journal vol. 14 issue 1, 2014.

Darteh et al, Reproductive health decision

Empowerment on  Reproductive

making among Ghanaian women, Reproductive
Health, 2014,

Do M.
Empowerment and Choice of Contraceptive
Methods in

and Kurimoto N. Women’s

Selected African Countries,
International and
Reproductive Health, VVol. 38 number 1, 23-33,
PubMed 22481146, 2012.

Dumbaugh, M., Tawiah-Agyemang, C., Manu,
A., ten Asbroek, G. H., Kirkwood, B., & Hill, Z.

(2014). Perceptions of, attitudes towards and

Perspectives on Sexual

barriers to male involvement in newborn care in
Ghana, West Africa:
analysis.BMC pregnancy and childbirth, 14(1),
269.

Furuta, M., & Salway, S. (2006). Women's
position within the household as a determinant
health

Nepal. International

rural a qualitative

of maternal care use in

family planning
perspectives, 17-27.

C., & Watts, C. (2011).
Violence against women: an urgent public
health priority. Bulletin of the World Health
Organization, 89(1), 2-2.

Golla, A. M., Malhotra, A., Nanda, P., &
Mehra, R. (2011).

Garcia-Moreno,

Understanding and

Asabe Ibrahim et al IMSCR Volume 3 Issue 3 March 2015

Page 4758




12.

13.

14.

15.

16.

17.

measuring women’s economic
empowerment.  Definition, Framework and
Indicators. Washington, DC: International

Center for Research on Women (ICRW).

Hameed, W., Azmat, S. K., Ali, M., Sheikh, M.
l., Abbas, G., Temmerman, M., & Avan, B. I.
(2014).

Contraceptive Use: The Role of Independent

Women's  Empowerment  and

versus Couples' from a
Lower Middle
Perspective. PloS one, 9(8), e104633.

Decision-Making,
Income Country
Kabeer. N. Discussing Women’s Empower-
ment: Theory and Practice, Reflection on the
measurement of women’s empowerment, Sida
Studies, number 3, 200.

Kirtz et al, Couple Agreement on Wife’s
Autonomy and Reproductive Dynamics in
Nigeria, Presented at Session 88: Gender Roles
and Population Outcomes at the International
Union for Scientific Study of Population,
Salvador, Brazil, 2001.

Kraft, J. M., Wilkins, K. G., Morales, G. J.,
Widyono, M., & Middlestadt, S. E. (2014). An
evidence review of gender-integrated intervene-
tions in reproductive and maternal-child

health. Journal of health communi-
cation, 19(supl), 122-141.

Malhotra et al, Measuring Women’s Empower-
ment as a Variable in International Develop-
ment, Background Paper prepared for World
Bank Workshop on Poverty and Gender: New
Perspectives, World Bank Publication 2002.
Moonzwe Davis, L., Schensul, S. L., Schensul,
J. J., Verma, R. K., Nastasi, B. K., & Singh, R.
(2014). and its

Women's empowerment

18.

19.

20.

21.

22.

23.

24,

differential impact on health in low-income
communities in Mumbai, India. Global public
health, (ahead-of-print), 1-14.

Nigerian National Population Commission and
ICF Macro, Nigerian Demographic Health
Survey (NDHS) 2008.

Population Council, Contextual Influences on
Reproductive Health Service Use in Uttar
Pradesh, India Source: Studies in Family
Planning, Vol. 33, No. 4 (2002), URL:
http://www.jstor.org/stable/3181093.

Rao, S., Vlassoff, C., & Sarode, J. (2014).
Economic Development, Women's Social and
Economic Empowerment and Reproductive
Health in
Studies, 10(1), 4-22.

Rocca, C. H., Rathod, S., Falle, T., Pande, R. P,
& Kirishnan, S. (2009). Challenging assump-

tions about women's empowerment: social and

Rural India.Asian Population

economic resources and domestic violence
among young married women in urban South
India. International Journal of
Epidemiology, 38(2), 577-585.

Sado, L., Spaho, A., & Hotchkiss, D. R. (2014).
The Influence of Women’s Empowerment on
Maternal Health Care Utilization: Evidence
from Albania.Social Science & Medicine.
Sarkar, N. N. (2008). The impact of intimate
partner violence on women's reproductive
health and pregnancy outcome. Journal of
Obstetrics & Gynecology, 28(3), 266-271.

Sen, G., & Ostlin, P. (2008). Gender inequity in

health: why it exists and how we can change it.

Asabe Ibrahim et al IMSCR Volume 3 Issue 3 March 2015

Page 4759




25. Singh et al, Influence of Gender Measures on
Maternal and Child Health in Africa,
MEASURE Evaluation Technical Report, 2011.

26. http://en.wikipedia.org/wiki/Reproductive_right
s. (Visited 23/08/2014)

27. http://extension.psu.edu/community/ecd/news/2
011/comparison-of-health-related-fa.(Visited
23/08/2014)

28. http://socialvella.com/2014/08/health-and-
being-a-woman/. (Visited 5/6/2014)

29. http://www.indianmirror.com/geography/up.ht
ml. (Visited 23/08/2014)

30. http://www.iosrjournals.org/iosr-jhss/papers/
Vol9-issue2/G0924552.pdf.(Visited 13/09/2014)

31. http://lwww.reproductive-health-journal.com/
content/10/1/63.(Visited 23/08/2014)

32. http://www.un.org/News/Press/docs/1999/1999
0303.wom1104.html. (visited 10/09/2014)

33. http://lwww-wds.worldbank.org/external/default
/WDSContentServer/WDSP/1B/2011/01/2...

Asabe Ibrahim et al IMSCR Volume 3 Issue 3 March 2015 Page 4760



http://en.wikipedia.org/wiki/Reproductive_rights
http://en.wikipedia.org/wiki/Reproductive_rights
http://extension.psu.edu/community/ecd/news/2011/comparison-of-health-related-fa
http://extension.psu.edu/community/ecd/news/2011/comparison-of-health-related-fa
http://socialvella.com/2014/08/health-and-being-a-woman/
http://socialvella.com/2014/08/health-and-being-a-woman/
http://www.indianmirror.com/geography/up.html
http://www.indianmirror.com/geography/up.html
http://www.un.org/News/Press/docs/1999/19990303.wom1104.html.%20(visited%2010/09/2014
http://www.un.org/News/Press/docs/1999/19990303.wom1104.html.%20(visited%2010/09/2014

