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ABSTRACT 
 
Background:  Guinea is one of the countries where maternal mortality remains high (550 deaths per 100,000 
live births). Despite progress made in improving women's sexual and reproductive health, access to and use of 
health services remain low, partly due to constraints related to women's autonomy. 
 
Aim: This study was aimed to determine the factors associated with women's decision-making autonomy in 
healthcare in Guinea  
 
Methods: We analyzed data from 3,880 married women aged 15 to 49 from the 2018 DHS. A simple binary 
logistic regression model was used to analyze the factors associated with women's decision-making autonomy 
in healthcare 
 
Results: Of the 3,880 married women included in the study, only 10.3% were able to make decisions about 
using health services on their own. Women's decision-making autonomy was significantly associated with 
employment status and contraceptive use. Women who worked and those who used contraception were 
approximately twice and three times more likely to make decisions about their healthcare on their own than 
their counterparts (AOR= 1.7; CI: (1.57 - 1.75) and AOR= 3.1 (2.31 - 4.17) respectively). 
 
Conclusion: Only 10.3% of women could decide on their own to use a health service. These findings will help 
policymakers develop appropriate interventions to improve women's empowerment. 

 
KEYWORDS:  
 
     autonomy, women's decision-making in health care, associated factors, Guinea 

 

 

INTRODUCTION  

Despite efforts to improve maternal health, maternal 

mortality remains a global public health challenge, 

particularly in low- and middle-income countries. 

According to the World Health Organization (WHO), 

around 229,000 maternal deaths worldwide in 2017 

were due to complications of unwanted pregnancy 

and unsafe childbirth. Sub-Saharan Africa and South 

Asia were the most affected regions (66% and 20%) 

[1].  

 

In Guinea, despite the government's efforts to 

improve maternal health, maternal mortality remains 

very high at 550 deaths per 100,000 live births 

according to the Demographic and Health Survey 

(EDS V 2018) [2]. Substantial progress is essential to 

combat all causes of maternal death in order to 

achieve the Sustainable Development Goals (SDGs) by 

2023. Indeed, a strong decision-making capacity 

amongst women in terms of healthcare contributes to 

reducing maternal mortality [3,4]. Women's 

empowerment refers to their ability to make decisions 

about their own health and that of their children, 
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without having to seek advice from a third party [5,6]. 

Women’s participation in the health care decision-

making process is an indicator that contributes both 

to the improvement of maternal and child health and 

to the development of communities in several 

countries [7-9]. However, in some countries, women 

have little say in controlling their finances and lack a 

certain freedom to act [10]. Often shrouded by 

customs and religious traditions, women are denied 

the right to decide their own lives [10,11]. They would 

like to have the opportunity to fully participate in 

healthcare planning and even the ability to 

understand and apply the best available evidence to 

their individual situation [12].  

 

Evidence has shown that women's limited autonomy 

prevents them from using maternal health care, such 

as antenatal consultations/care, delivery in a health 

facility and postnatal care [13]. The same applies to 

child mortality. In Nepal, for example, the infant 

mortality rate was high among women who were not 

involved in healthcare decision-making [14]. The 

trend in women's autonomy in healthcare decision-

making fell slightly from 18.7% to 17.2% between 

2005 and 2011 in Ethiopia [15].  

 

In Guinea, a study on women's autonomy in the use of 

antenatal consultation services (ANC) in the context of 

the EBOLA virus epidemic has highlighted the 

importance of women's empowerment in accessing 

quality maternal care [16].  

 

However, it did not take into account the factors that 

explain women's autonomy in healthcare decision-

making. It is for this reason that a study on this subject 

is important in order to identify strategies for 

improving maternal and child health. This study was 

aimed to determine the factors associated with 

women's decision-making autonomy in healthcare in 

Guinea 

        

METHODOLOGY 

 

Study setting 

 

Guinea is located in the western part of the African 

continent. Administratively, the country is divided 

into eight administrative regions, with Conakry as 

capital city. The administrative regions are further 

subdivided into 33 prefectures. The country’s socio-

economic situation is marked by persistent poverty 

and food insecurity, which have an impact on the 

quality of the overall population’s diet. According to 

the results of the Global Analysis of Vulnerability, 

Food Security and Nutrition (GAVFSN), around 55.2% 

of the population lives below the poverty line, which 

was estimated at 13,717 Guinean francs 

(GNF)/person/day (or EUR 1.1) in 2019 [17]. In terms 

of human development, the country ranked 182nd out 

of 189 countries according to the United Nations 

Development Program (UNDP) report [18].  

 

Method 

Study design 

 

This was a secondary analysis of the data from the 

2018 Guinea Demographic and Health Survey (DHS), 

which is a cross-sectional survey. Methodology for 

data collection and reports are available and 

accessible on the DHS program website. For this 

study, data from the individual women questionnaire 

were used. 

 

Study population and sampling 

 

We considered all women aged 15 to 49 from the 

individual women questionnaire as the study 

population. The number of women interviewed was 

10,506. The analysis focused on women's socio-

demographic characteristics, household socio-

economic conditions and women's participation in 

decision-making about their healthcare. Of a total of 
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7,812 married women, 3,880 were eligible for 

analysis, after excluding unmarried women, those 

who did not have a partner or those for whom 

information on marital status was not available. 

 

 

Study variables 

 

The dependent variable is women's autonomy in 

healthcare decision-making, which was measured 

based on women's answer to the question "Who 

usually decides about your healthcare?". Answers of 

this dependent variable were coded as (1) 

independently, (2) with husband/other. This is due to 

the fact that an individual is autonomous when he/she 

can act under his/her own direction, i.e. carry out 

actions concerning himself without the agreement of 

a third party [15,19]. Thus, women who decide 

independently about their healthcare were 

considered to be autonomous in healthcare decision-

making. 

 

Independent variables 

 

The explanatory variables in this study were classified 

according to participants’ sociodemographic 

characteristics (Table 1). 

 

 

Variables Modalities 

Woman's age 0= 15 and 24 years 
 1= 25 to 34 years 
 2= 35 to 49 years 

Woman's education level  
 0= None 
 1= Primary 
 2= Secondary/higher 

Husband's education level 
 0= None 
 1 = Primary 
 2 = Secondary/higher 

Women's current working status 
 1= Yes 
  2= No 

 Husband's occupation 
 0= No occupation 
 1= Public/private service 

 
2= Tradesman 

3= Farmer 

4= Daily labourer 

Number of children under 5 years old 
 0=< 3 children 
 1= ≥ 3 children 
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Distance from health facility 
 0= A real problem 
 1= Not a problem 

Women’s socio-economic status  
 0= Poorest 
 1= Poorer 
 2= Middle 
 3= Richer 
 4= Richest 

Number of ANCs attended 
 0=  < 4 ANCs 
 1= ≥ 4 ANCs 

Postnatal consultation 
 0= No 
 1= Yes 

Place of residence 
 0= Urban 
 1= Rural 

Region  
 0= Boké 
 1= Conakry 
 2= Faranah 
 3= Kankan 
 4= Kindia 
 5= Labé 
 6= Mamou 

  7=Nzérékoré 

 

Table 1: List of study variables 

 

Data processing and analysis 

 

Stata software version 16.1 was used for data 

cleaning, processing and analysis. A descriptive 

statistical analysis was carried out. Proportions were 

calculated for categorical variables; means and 

standard deviation were calculated for continuous 

variables. The proportion of women's autonomy in 

healthcare decision-making was reported on the 

general population and according to socio-

demographic characteristics. Chi-square was applied 

to assess the association between categorical 

variables with a significance level of 5%. All estimates 

were weighted according to the selection 

probabilities of each participant. 

 

A binary logistic regression model was used to 

determine the factors associated with women's 

https://creativecommons.org/licenses/by/4.0/
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autonomy in healthcare decision-making.  

Crude and adjusted odds ratio (ORs) with their 95% 

confidence intervals (CIs) were calculated.  

 

The final model was obtained using the following 

method: 

-The variables to be included in the multivariate 

analysis were determined by a univariate analysis 

between the dependent variable and all the 

explanatory variables, and the inclusion threshold 

was set at 0.20. 

 

- As regards the modelling procedure, the bottom-up 

step-by-step method was adapted: starting with the 

empty model, we added, one by one, variables that 

were significant in the univariate analysis. When 

moving from one model to the next, the WALD test 

was used to assess the significance of the variable 

introduced. When a variable was significant at a 5% 

threshold, it was retained in the model and the next 

variable was introduced. Otherwise, the variable was 

removed from the model. 

The overall fit of the model was assessed using 

Lemeshow's goodness-of-fit test. The final model was 

considered to have a good fit when the goodness-of-fit 

p-value is >0.10. 

 

 

Ethical considerations 

 

Demographic and Health Surveys are subject to 

review by national ethics committees. Anonymity and 

confidentiality were respected during primary data 

collection. Written informed consent was submitted 

and accepted by participants prior to the start of data 

collection. 

 

An authorization request was made and obtained 

online via the DHS platform 

(https://dhsprogram.com) from the DHS database 

management program (DHS-Program). 

 

RESULTS 
1.  

Socio-demographic characteristics 

 

Of the 3,880 participants, over a third (38.6%) were in 

the 25-34 age group and over two-thirds (79%) had 

not attended school. Two-thirds (66.3%) had a job at 

the time of the interview, and 70% lived in rural areas.  

The findings also show that only 8.9% of participants 

were using a modern method of contraception. Lastly, 

almost half (47.8%) of the participants said the 

distance to reach the health facility was a major 

problem to them (Table 2). 
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Variables Number(N=3880) Percentages  

Woman’s age (years)  
15-24  907 24.0 

25-34 1496 38.6 

35-49  1477 37.4 

Woman's education level  
None  3072 78.7 

 Primary 392 10.1 

Secondary/superior 416 11.2 

Husband's education level     
None 2786 71.8 

Primary 297 7.7 

Secondary/higher 754  20.5 

Number of children under 5 per woman  
< 3 children 3012 77.6 

≥ 3 children 868  22.4 

Women's working status  
No (with no job) 1366 33.7 

Yes (with a job) 2514 66.3 

Husband's occupation     
No occupation 354 8.7 

Public/private service 769 20.5 

Tradeswoman/workwoman? 2673 70.8 

Number of ANCs performed  
< 4 ANCs 1753 45.5 

≥4 ANCs 2127 54.5 

Postnatal visit   
No 332 25.5 

Yes 937 74.5 

Is the woman currently using a contraceptive method?  
No 3559 91.1 

Yes 321  8.9 

Distance from health facility  
A real problem 1890 47.8 

Not a problem 1990 52.2 

Woman’s socio-economic status   
Poorest 895 22.5 

Poorer 851 22.5 

Middle 756 19.8 

Richer 766 18.6 

Richest 612 16.6 

Place of residence  
Urban 1142 29.1 
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Table 2: Socio-demographic characteristics of participant’s 

 

 

Prevalence of women's autonomy in healthcare 

decision-making 

 

The prevalence of women's autonomy in healthcare 

decision-making in our sample was 10.3% (CI: 8.89-

11.77), that is, 1 out of 10 women surveyed.  This 

autonomy in decision-making increased with age, 

rising from 6.1% among adolescents and young 

people (15-24 years) to 14.1% among women in the 

35-49 age group (P<0.001). Furthermore, women 

with a job seemed to be slightly more independent 

than those with no job, with specific prevalence of 

12.19% and 6.43% (P<0.001). Also, women living in 

rural areas were less independent than those living in 

urban areas (9.02% versus 13.21%; p=0.009) (Table 

3). 

 

 

Variables 
Women's autonomy in healthcare decision-making 

N(%) n =368 95% CI P(value) 

Woman’s age (years)    

15-24  53 (6.1) 4.49 – 8.22 

(<0.001) 25-34 127 (9.1) 7.38 – 11.14 

35-49  188 (14.1) 11.87– 16.79 

Woman's education level    

None  281 (9.9) 8.37 – 11.60 

0.435 Primary 38 (10.9) 7.45 – 15.75 

Secondary/higher  49(12.3) 9.10 – 16.36  

Husband's education level  

None 271 (10.3) 8.73 – 12.07 

0.870  Primary 25 (10.7) 7.01 – 15.90 

Secondary/higher 65 (9.6) 7.18 - 12.62 

Number of children under 5 years old  

< 3 children 283 (10.6) 8.99 – 12.37 
0.333  

≥ 3 children 85 (9.1) 7.02 – 11.78 

Rural 2738 70.9 

Region   
Boké 584 11.4 

Conakry 373 12.6 

Faranah 486 9.9 

Kankan 496 14.6 

Kindia 505 14.8 

Labé 483 11.8 

Mamou 469 9.5 

Nzérékoré 484 15.4 
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Women's working status   

No (with no job) 84 (6.4) 5.03 – 8.17 
 (<0.001) 

Yes (with a job) 284 (12.2) 10.40 – 14.23 

Husband’s occupation    

No occupation  53 (15.9) 11.89 – 20.91 

P = 0.002 
Public/private service 74 (10.8) 8.08 – 14.30 

Commerçante/ouvrière 
217 (8.6) 7.25 – 10.24 

Tradeswoman/workwoman 

Number of ANCs performed  

< 4 ANCs 139 (8.7) 6.81 – 11.13 
0.048  

≥4 ANCs 229 (11.5) 9.85 – 13.40 

Distance from health facility  

A real problem 183 (10.2) 8.43 – 12.20 
 0.919 

Not a problem 185 (10.3) 8.36 – 11.43 

Place of residence  

Urban 134 (13.2) 10.61 – 16.32 
0.009  

Rural 234 (9) 7.49 – 10.84 

Overall  368 (10.3) 8.89 – 11.77   

Table 3: Prevalence of women's autonomy in healthcare decision-making by characteristics 

 

As shown in graph1 of the multivariate logistic 

regression model, variables such as age, current 

employment status, current use of a contraceptive 

method and socio-economic status were significantly 

associated with women's autonomy in healthcare 

decision-making in both univariate and multivariate 

analyses. 

 

Women aged 35-49 were 2.36 times more likely to be 

autonomous in making decisions about their 

healthcare compared with those aged 15-24 

AOR=2.36 (1.29 - 4.41), holding all other variables 

constant in the model. Similarly, the risk of being 

autonomous in making healthcare decisions was 

3.035 times higher among working women compared 

with non-working women AOR= 3.035 (1.59 - 5.77). 

Also holding all other variables constant in the model, 

the probability of being autonomous in health care 

decision making was about 4 times higher among 

women who were currently using a contraceptive 

method compared to their counterpart who were not 

on a contraceptive method AOR= 3.51 (2.03 - 6.04).  

Women who had attended a postnatal consultation 

were 60% less likely to be autonomous in making 

decisions about their health care compared with those 

who did not attend a postnatal consultation AOR = 

0.40 (0.25 - 0.69 (Graph 1).  

 

 

 

 

 

 

https://creativecommons.org/licenses/by/4.0/
https://www.sciencehoodpublishing.org/journals/clinical-investigation-and-clinical-studies-


Madeleine TOURE, Alpha Oumar SALL, Tiany SIDIBE, Boubacar Alpha DIALLO, Ramata DIALLO, Aissatou DIALLO, Sadan 
CAMARA, Fanta BARRY, Kaba Saran KEITA, Mamadou Diouldé BALDE, Factors Associated with Women's Autonomy in 
Health Care Decision-Making: A Secondary Analysis of the 2018 Guinea DHS Data; J. Clinical Investigation and Clinical 
Studies, 2(6): DOI: 10.64585/3065-3355-2-6-14. 

        Madeleine TOURE 

10 | 

                                                                                                   Clinical Investigation and Clinical Studies  

 
 

 

 
 

Graph 2: Graphical representation of factors associated with women's autonomy in healthcare 
decision-making in multivariate analysis 

 

 

DISCUSSION 
 

In many developing countries, particularly in sub-

Saharan Africa, the vast majority of women are 

excluded from all decision-making processes 

concerning their own lives [19,20]. In Guinea, as in 

most of these countries, women's decision-making 

autonomy is an integral part of family well-being, 

particularly in terms of improving maternal and 

neonatal health. 

 

The results of this study show that in Guinea, only a 

minority of women can make the decision to use a 

health service on their own. Barely one tenth of 

Guinean women (10.3%) are free to decide to use a 

health service without the consent of a third party. 

However, this result is higher than those for Senegal 

and Nigeria (6.2% and 6.26% respectively) [20,21]. 

The proportion of autonomy reported in this study 

was lower than that reported in a systematic review 

conducted in 2022 (55.16%) and in south-eastern 

Ethiopia (41.4%) [22,6]. This difference can be 

explained, on the one hand, by gender inequality, 

which places women in a position of inferiority in 

certain African communities, and, on the other hand, 

to the fact that efforts to empower women may vary 

from one country to another [23]. To a greater extent, 

maternal and child health is inherent to the level of 

empowerment exercised by women, as empowered 

women can make good choices and access quality 

health care at all times, particularly during antenatal 

consultations and labour [21]. 
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The factors associated with women's autonomy in the 

present study were age, women's current working 

status, current use of a contraceptive method and 

socio-economic status. Women aged 35-49 were 2.36 

times more likely to make a decision about their own 

healthcare than women aged 15-24 AOR = 2.36 (95% 

CI: 1.29 - 4.34). This could be due to the fact that the 

older a woman gets, the more mature she becomes 

and the more capable she is of becoming autonomous 

in all matters relating to her healthcare. 

 

This result corroborates with that of a study 

conducted in Ethiopia, which also reported that the 

chance of being autonomous in decision-making was 

higher among women aged 30 and over than among 

women aged under 20 [19].  

 

Nowadays, working status seems to be one of the 

crucial factors in the gender-role gap in the 

community in terms of healthcare-seeking behaviour, 

economic well-being and women's empowerment [5]. 

The results of this study showed that the probability 

of making a healthcare decision was 3 times higher 

among women with a job than those with no job 

(AOR= 3.04; 95% CI: 1.59 - 5.77). These results 

confirm those of studies conducted in Ethiopia, in 

Ghana, which reported that women with a job are 

more likely to make a decision about their own 

healthcare than women with no job [22,23]. This may 

be due to the fact that women with a job are generally 

better educated and better informed about life 

realities; their education and information levels 

thereby improve their self-confidence in making 

healthcare decisions while challenging beliefs of male 

dominance in society [23]. However, findings of 

studies in Ethiopia and South Africa found no 

association between women's decision-making 

autonomy in terms of healthcare and women's 

working status [24,25].  

 

The findings show that the use of a contraceptive 

method was significantly associated with women's 

autonomy in terms of healthcare. Women using a 

contraceptive method had 3.51 times more power to 

decide about their own healthcare than their 

counterparts not using a contraceptive method [23]. 

These results are consistent with those reported in in 

Senegal, and in Ethiopia which found an association 

between the use of contraceptive methods and 

women's autonomy in terms of healthcare. A possible 

explanation for this finding is that women exposed to 

family planning information may have a better 

understanding of reproductive health rights and the 

benefits of contraceptives, which could encourage 

their participation in reproductive health decision-

making [20,26].  

 

In addition, this study showed that women from poor 

households were 2.17 times more likely to make a 

decision about their health status than women from 

rich households (AOR= 2.17: 1.02 - 4.57). 

Furthermore, contrary to previous studies our results 

showed that women from poor households were 2.17 

times more likely to make decisions about their own 

health than women from rich households (AOR= 2.17: 

1.02 - 4.57) [30,5]. These results are consistent with 

those reported in Ethiopia in 2012 [27]. This finding 

could be explained by the fact that women from 

wealthy households often lack self-esteem, which 

highlights their economic dependence on their 

families [27]. Women with low socio-economic status 

also have access to healthcare and are informed about 

the importance of their consent in healthcare 

decision-making. 

 

Strengths and limitations 

 

The main strength of the study was that it used 

nationally representative survey data with a large 

sample size.  However, the data used in this study is 

cross-sectional, which limits conclusions about the 

causality of factors with the dependent variable. In 
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addition, DHS is based on self-reported information, 

which is likely to be subject to social desirability bias 

due to its socio-cultural nature. 

 

Implications for research and practice 

 

This research has been instructive in describing some 

of the important factors in women's rights with 

respect to their empowerment. These findings are 

relevant to the development of strategies to 

strengthen women's role in addressing gender 

inequalities. 

The study showed the need for greater involvement of 

women in decision-making about the use of 

healthcare, as well as the need for changes in national 

policies and guidelines to promote women's 

empowerment.  

Improving married women's knowledge about the use 

of maternal and child health services in general, and 

about their sexual and reproductive lives in particular, 

is an important step in reducing maternal and child 

mortality. 

 

CONCLUSION 

 

Despite the fact that every woman has the right to 

make her own decisions about her own healthcare, 

only 10.3% of Guinean women played a role in 

decisions about healthcare use. Government 

authorities, with the support of stakeholders, should 

promote women's autonomy over their use of 

healthcare as an essential component of their sexual 

and reproductive health rights through education and 

the media, with a particular focus on adolescent girls, 

young people and adult women in general. It's about 

calling into question traditional male domination of 

decision-making within the household. 
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