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Abstract 

Background: Autonomy of women in health care decision-making is tremendously crucial for 

improved maternal health outcomes and women’s empowerment. Women with greater freedom 

of movement are more likely to receive maternal health. However, little has been investigated 

woman autonomy of on maternal health care decision-making and contributing factory in 

Ethiopia. Hence, it is important to obtain information on the contributing factors of decision-

making autonomy. 

Objective: The study was carried out to assess women’s decision-making autonomy on maternal 

health care services utilization and associated factors among reproductive age women in 

Legetafo town, Oromia Region, Ethiopia. 

Methods: Community based cross-sectional study was conducted in Legetafo town, Oromia 

Region, Ethiopia from February to March 30, 2020.  A total of 513 reproductive age women 

were selected systematically sampling interval of ten from two selected kebeles. Data were 

collected using pretested interviewer-administered questionnaire. The collected data were 

entered into Epi-Data version 3.1.and exported into Statistical Package for the Social Sciences 

version 20 for analysis. Descriptive analysis and multivariable logistic regression was used to 

assess the association between the independent variables and dependent variable. Odd ratio with 

95% confidence interval and p-value less than 0.05 was used to state statistical significance.  

Results: A total of 508 women participated in the study with the response rate of 99%. Overall, 

279 (54.9%) of women had decision-making autonomy on maternal health care services 

utilization. In adjusted model, age category-30-39(AOR=5.60, 95%CI 1.39-22.45); attending 

education (AOR=6.98, 95%CI, 1.39-35.09) and household income (AOR = .13, 95%CI 0.03–

0.66), have significant association with women decision-making autonomy on maternal health 

care services utilization. 

Conclusion and Recommendation: women decision-making autonomy on utilization of 

maternal health services among women is very low. The study results suggest that women 

empowering and education actions that increase women’s autonomy at home could be effective 

in helping assure good participation on maternal health decision making. 



1 

 

1 Introduction 

1.1 Back ground 

Autonomy is the power to obtain information and arrive at decisions about personal concerns. 

Women’s autonomy refers to the women’s ability and freedom choose and act independently, 

including women’s capability to articulate strategic choices, access to and control over resources, 

and participation in decision-making (1).  

The 1994 United Nations International Conference on Population and Development (UNICPD) 

widely declared that increased gender equality among family is a requirement for achieving 

advances in all matters of development. Its program of action highlighted the need for improving 

women’s status for the enhancement of their decision-making capacity at all levels in all spheres 

of life (2). In many societies, especially in developing or low-income countries, the status of 

women often limits their autonomy and ability to make decisions about many aspects of their 

own lives. Such societies have strong social structures that rigidly define the roles of men and 

women, usually encoded in religious, tribal, and social traditions. These constraints often define 

the circumstances under which women have or do not have autonomy to make decisions 

regarding their own health (3). 

The relationship between women’s decision-making autonomy and use of maternal health 

services is due to women’s power to realize their preferences, which includes a stronger 

preference for ensuring their own health (4). Likewise, a qualitative study in Zambia reached a 

similar conclusion where the factors leading to delivery at home rather than at a clinic associated 

with lack of female autonomy, the influence of husbands and parents, the perceived low quality 

of clinic-based services and positive attitudes towards traditional birth attendants (5). 

The Sustainable Development Goals (SDGs) states that all countries shall reduce the MMR to 

less than 70 per 100,000 live births by 2030.  The WHO has explicitly stated that achieving the 

goal for maternal health requires ensuring universal healthcare coverage for, sexual, reproductive 

and maternal health care; addressing inequities in access and quality of sexual, reproductive, and 

maternal health care. Also, addressing all causes of maternal mortality, morbidities, and related 

disabilities; and strengthening health systems to respond to the needs and priorities of women 

(6). 

To measure women’s autonomy, previous studies have attempted to use two key aspects 

decision-making ability and attitudes toward domestic violence (7). Women with high autonomy 
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are assumed more likely to have high self-esteem, to not accept gender inequalities in power, and 

to disagree with any justification for wife beating. Many studies elsewhere have shown that the 

decision-making ability and attitudes toward domestic violence are valid measures for assessing 

women’s autonomy (8, 9). 

Evidence from Africa and South-East Asian countries has shown that women usually have less 

power and decision making autonomy than men, concerning issues related to their own health 

care. Moreover, they usually have unequal access to nutrition, education, and health care, as well 

as a limited opportunity to earn income and have control over resources, as well as few effective 

legal rights (10). 

Likewise, the perceived quality of services, inconsistent availability of medical supplies and 

unethical approaches or unavailability of trained care providers adversely affects the choice of 

place for maternal health services (11-13). For instance, a study conducted at Assela Hospital, 

central Ethiopia, reported that mothers were dissatisfied due to poor cleanliness and lack of 

latrines while they were under intrapartum care (14). Several studies show that maternal health 

services utilization is influenced by multitude socioeconomic and demographic factors, which 

vary widely with the local context (15-18).  
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1.2 Statement of the problems 

Maternal mortality worldwide reported in 2015 by world health organization, 303,000 died 

during pregnancy or after childbirth, and most of these deaths occurred in sub-Saharan Africa 

(19). More than 99% of the global maternal deaths occurred in developing countries and 22% in 

Southern Asia (20).As indicated by the Ethiopian demographic and health survey 2016, the 

impact of pregnancy-related mortality includes deaths of women during pregnancy, delivery, and 

two months after delivery, irrespective of the cause of death. The Maternal mortality ratio is 412 

deaths per 100,000 in live births (21). Also, the antenatal care (ANC), postnatal care (PNC), and 

skilled delivery care was 74%, 28% and 34% respectively (22). 

Various studies have shown that women's flexibility in decision-making in health care is crucial 

to better outcomes in maternal and child health. For example, a research from Nepal found that 

higher levels of female autonomy were connected with increased use of maternal services (23). 

Another Indian study also found that female autonomy was associated with increased use of 

maternity care services, particularly prenatal and postnatal care (24). 

Also, in Kenyan report of DHS, thirty-nine percent (39 %) of women also serve as the main 

decision-maker in their own health care, while forty percent of women decide jointly with their 

husbands and twenty-one percent (21%) decide mainly with their husbands. Less than one-

quarter of women are the main decision makers about visits to their family or relatives twenty-

three percent (23%) and major household purchases twenty percent (25).  

The Ethiopian demographic and health survey, less than half of married women (48%) were 

employed at any time in the past 12 months compared to 99% of married men. Working women 

and men are likely to not be paid for their work (49% and 53%, respectively). Only 35% of 

working women and 23% of men are paid in cash. Sixty-two percent (62%) of married women 

who are employed and earned cash made joint decisions with their husband on how to spend 

their earnings. Overall, 58% of working women reported earning less than their husband. Among 

both women and men, half own a home and land (40% vs. 48%) alone or jointly. The Married 

women in Ethiopia are most likely to have sole or joint decision making power about visiting 

family or relatives (84%) and their own health care (81%) and less likely to make decisions 

about major household purchases (78%). Overall, 71% of married women participate in all three 

decisions (26).  
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Other studies have identified negligible correlations between the participation of women in 

decision-making and the use of antenatal and delivery care services (27). Such studies in the 

sense of African countries are however minimal. For one study conducted using the 2005 

Ethiopian DHS, the use of maternal health services (28) was correlated with the participation of 

women for household decision-making. Also, other factors such as age, education, employment 

or labour force participation and wealth quintile have also been found to be associated with 

maternal healthcare utilization (29-32). For instance, evidence from Ethiopian demographic and 

health surveys has shown that approximately six out of every ten married women were 

employed, whereas almost all currently married men aged 15–49 were employed in the 12 

months preceding the survey. Besides, nearly a quarter of married women had no health care 

decision making autonomy (33).  Overall, few studies from Ethiopia have examined the 

relationship between women’s autonomy and maternal health-care-seeking behavior.  

There is a need to study the major determinant factors influencing women’s decision-making 

autonomy in the central Ethiopia regarding reproductive health services, which are crucial for 

designing locally feasible, contextually appropriate and practically sound interventions to 

empower women on reproductive health decision making autonomous. Hence, this study is 

designed to determine women’s decision-making autonomy on maternal health services 

utilization and associated factors among reproductive age women in Legetafo town, Oromia 

region, Ethiopia. 
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1.3 Significance of the study 

This study was complemented the information gap with respect to maternal health enhancement 

as well as household health improvement in Legatefo. Hence, the finding of this study was 

address the problems related to women decision-making autonomy in Maternal Health Service 

(MHS) scheme-based health care delivery services. That is, the findings are helpful for local 

policy makers, program planners and managers in developing strategies to improve women 

decision-making autonomy On MHS and to assist in implementation of reproductive health 

programs that will decrease maternal morbidity and mortality. In addition, it is useful for 

researchers by indicating the existing gaps for further studies. Furthermore, the findings could 

also be used for teaching and learning purposes in educational and training programs. 
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2 Literature Review 

2.1 Autonomy of women in utilization of maternal health care services 

Autonomy as the control women have over their own lives and the extent to which a woman has 

equal voice with her husband in all matters affecting themselves and their families, control over 

resources, access to information, authority to take independent decisions and freedom in mobility 

(34). Women with greater freedom of movement are more likely to receive and utilize antenatal 

and delivery care services; suggesting that women’s autonomy is equally as important as 

educational access and economic freedom. Evidence from African countries has shown that 

women with lower autonomy in household decision-making were at higher risk of malnutrition. 

Besides, it is also stated that women’s autonomy is an important determining factor for child 

survival and pediatric health (35). 

A study from South Asia also found that increase in women’s decision-making power was 

associated with reducing gender discrimination in society as well as improvement in their 

children’s health (36).  

In a study conducted in Southern Ethiopia, women's decision-making autonomy with regard to 

their own health care, 20.6 % made their own decisions, while 37.8 % made joint decisions with 

their husbands. Yet among 40.9% of study participants, their husbands / partners make women’s 

health care decisions. Overall, 58.4% of women had decision-making control in health care 

either on their own or together. However, 64.8% of married women in urban areas exercised 

decision-making power over contraceptive use, as compared to 43.1% of women in rural areas. 

Further within rural communities’ domestic decision-making power vested solely with the wife 

in only 14.71% of cases, while in 45.83% of cases the decisions were made by the husband(37). 

Also, study conducted on household decision making, more than 70% of the women reported 

that their husbands alone make decision on the women’s health and large household purchases 

while less than 25% stated these decisions are made jointly. Only 3% of these women reported 

making decisions alone on their health and on large household purchases. Slightly more than 

three-fifth of the women (62%) reported that their husbands make decision alone on visit to 

family or relatives while a small proportion (4%) stated that they make decision on visit to 

family or relatives alone. For instance, the percentage of women with opposing attitudes toward 

wife beating, high decision-making power, and at least primary education in communities 
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increased respectively from 22.3%, 70.8%, and 36.3% in 2005 to 32.1%, 75.3%, and 48.5% in 

2011(38). 

2.2 Factors associated with maternal health care decision making autonomy of women 

The utilization of maternal health care services depends upon various factors i.e. demographic 

factors, socio-economic factors, and health system and health care related factors. In most 

developing countries- better socio-economic condition of household, closeness to health 

facilities, better transportation facilities, improved educational and occupational status of 

women, higher women’s autonomy at household level and society were seen to be positively 

associated with the utilization of maternal health care services (39) 

2.2.1 Age and family structure  

The strong determinants of women’s autonomy are women’s age and family structure such as, 

older women and women in nuclear family had more autonomy as compared to other women 

(34). One study from Nepal also found that increase in age was directly associated with the 

likelihood of women’s participation in household decision making (19). The study also showed 

that participation of women in decision making regarding visiting friends or relatives was 

increased with an increasing age. Accordingly, women found in the age category of21–30 years 

are twice as likely to participate in decision-making compared to those aged below 20 years. 

Similarly, women aged 30 years and above are seven times more likely to participate in decision-

making compared to those aged below 20 years and family size increases.  The probability of the 

woman participating in health care decision-making decreases. In this study, women with a 

family size of five to six persons have a 47% lower chance of participating in health care 

decision making as compared to women with a family size of less than five persons. Similarly, 

women with a family size of six persons and above have a 58% lower chance of participating in 

decision-making (40). 

2.2.2 Literacy/Education 

Education is a major determinant of women’s status. The result from a study done in a North 

Indian city showed that education was positively associated with all factors related with 

women’s autonomy but it gains strong significance with the autonomy of freedom in mobility. 

Highly educated women were more likely to have freedom of movement than the less educated 

(41). Similarly, a study from other regions of Ethiopia showed that, maternal education was 
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positively associated with all dimensions of women’s autonomy, where highly educated women 

were more likely to take part in decision making in large household purchases and visiting 

friends or relatives. It was found that women who have received primary or higher education 

were four times more likely to seek health care than uneducated (42).  

2.2.3 Employment and occupation 

One study from Nepal found significant association between employment and women’s 

autonomy in household purchases, health care and freedom of mobility such as visiting friends or 

relatives. It was also explored that women who were paid for their work were more likely to 

participate in health care decision-making, household purchases and visiting friends or relatives 

than those who did not have paid work. According to study from Ethiopia, employment is 

considered as the important factor for improving women’s overall status in society (37). 

2.2.4 Income and religion 

Income is known to be the most significant indicator for the status of women in the home and in 

society. Women from the richest wealth index quintile were considerably more likely to engage 

in health care decision-making, visiting friends and relatives. A study conducted in Nicaragua 

reported that traditional practices were associated with the use of maternal health care services. 

They were not able to use prenatal care services and were likely to deliver at home like other 

women within the families (43). Also the study among married adolescent from Rural India 

found that Muslim women were likely to receive less antenatal and postnatal care as compared to 

other religions. Approximately half of women from other religions use safe delivery services, but 

for Muslim women it was less than 37%. However, one Ethiopian study also investigated that 

women from higher wealth index households have a 38 percent lower chance of taking part in 

decision-making than those from lower wealth index households who use maternal health care 

differ with religion. Compared to Christians, this study found the lowest health seeking activity 

among Muslims (42). In Ethiopia, the use of reproductive and maternal health services was 

generally low: at the time of the study, about 32 per cent of married and non-pregnant women 

used contraception; 34 per cent used antenatal care during their child pregnancy index; and 11 

per cent delivered in health care facilities. The use of reproductive health services varied 

considerably with participation in decision-making, attitudes towards wife beating and ease of 

permission to seek medical care (44). 
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3 Objectives of study 

3.1 General objective 

To assess women’s decision-making autonomy on maternal health services and associated 

factors among reproductive age women in Legatefo town, Oromia Region, Ethiopia, from 

September to June 30, 2020.   

3.2 Specific objectives 

 To determine the level of women’s decision-making autonomy on maternal health service 

utilization  

 To identify factors associated with women’s decision- making autonomy on maternal 

health services utilization  

 

 

 

 

 

 

 

 

 

 

 

 

 



10 

 

4 Methods and Materials 

4.1 Study area and period 

The study was carried out in Legetafo town, Oromia Region of Ethiopia. Legetafo is located in 

Oromia Regional State, North Shewa Zone, along the road to Dessie at a distance of 21 km from 

Addis Ababa. Its astronomical location is between 9°0129" N 9°06' North Latitude and between 

38 5342E 38 Longitudes. The town has 4 urban kebeles with an estimated total population of 

21,514, of whom 10,972 (51%) are female’s and 10,542 are male urban dwellers. A total of 4 

health center are available in the town. The study was conducted from February to March 30 in 

the year 2020.    

4.2 Study design 

A community based cross sectional study design was conducted. 

4.3 Population 

4.3.1 Source population 

The source populations were all married women in reproductive age group in LegeTafo town 

during the data collection period. 

4.3.2 Study population 

The study populations were married women in reproductive age group who reside in all selected 

kebeles. 

4.4 Eligibility criteria 

Inclusion criteria:  

A married woman, who had given birth at least once and who has been selected  

Exclusion criteria:  

Those women who were not long-term residents of the study area (living in the area for less than 

6 months) and women who are seriously ill were excluded from the study. 

Sample size determination 

The sample size was determined using a single population proportion formula considering 95% 

confidence level, 5% margin of error and 81.4% of women are assumed to make a decision 

autonomous regarding their own health care needs (21). These assumptions are substituted in the 

formula below: 
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n =
(Z α 2⁄ )2 p(1 − p)

d2
=

(1.96)2 0.814(0.186)

0.052
= 233 

Where: 

n =is initial sample sizes, 

Zα/2 = is critical value for normal distribution at 95% confidence level which equals to 1.96 (z -

value at α =0.05),  

p = is national level proportion of women who participate in decision-making regarding their 

own health care 81.4% (0.814) (21), and 

d= is a margin of error (0.05).  

Hence, the calculated sample size, 233, is multiplied by a design effect of 2 and 10% non-

response of the calculated sample size, making an addition of 46.6 (47) sample unit. Therefore, 

the final sample size was 513 women.  

4.5 Sampling technique and procedure 

A multi stage sampling technique was used to choose study participants in the districts. The 

districts have four kebele and two kebeles were selected using simple random sampling method. 

Preliminary household enumeration (census) the list of source population is obtained from the 

district planning and health Bureau to identify the number of eligible women (married and had a 

child) from the randomly selected kebeles. After getting the list of eligible women, the total 

sample size was allocated to each selected kebeles using proportional allocation. Systematic 

sampling method was used to select eligible married women. The first household selected from 

list was number 2 by lottery method and then every ten interval was included in the study. A 

woman reproductive age group was interviewed from the selected households and if there were 

more than one woman in the selected household, lottery method was used to select only one 
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Figure 1: Schematic representation of sampling procedure of study in Legatefo town for women 

decision-making autonomy on maternal health services utilization, 2020. 

Legetafo town  

 (4kebeles with 10,972 women in the districts) 

Simple Random Sampling 

 

Proportion to sample size allocation 

 

Systematic random sampling 

 

Kebele – 02 

N=2,540 

Kebele – 04 

N=2,743 

   n=244 

 

 

n=269 

 

n=513 
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4.6 Variables 

4.6.1 Dependent variable 

Women’s decision- making autonomy on maternal health services utilization 

4.6.2 Independent variables 

The independent variables are the socio-demographic characteristics - age, the number of 

children, religion, and respondent education, education of household, wealth (economic) status 

of households, and occupation.  

Women’s participation in household decision-making autonomy related factors - on her 

husband’s earning, major household purchases and visits to family or relatives, women health, 

children health, visiting health facility and women autonomy on health care services related 

factors such as distance of health facility 

4.7 Operational definitions 

Women’s autonomy: is measured through aspects of women’s decision-making power in the 

household using the answers to the following six questions: who decides matters pertaining to (a) 

the woman’s health (personal decision-making authority), (b) major household purchases 

(economic decision-making authority), and (c) visits to friends or family (mobility decision-

making authority)? A score of 1 was given if women decided independently or together and a 

score of zero (0) was scored by partners, who decided independently, or decision was made by 

others and finally, household decision making power was below the mean having no decision-

making power, and greater than or equal to the mean  having decision-making power (46,47). 

Women decision making autonomy on maternal health care service utilization: are the 

identify that contained decision making power was measured using the answers to the following 

six questions: on ANC, delivery at health institution, PNC services, where to get maternal health 

services, when to give birth and continuation or stopping of using/intending maternal health 

services? A score of 1 was given if women decided independently or together and a score of zero 

(0) was scored by partners who decided independently or decision was made by others and 

finally, women decision making autonomy on maternal health care service utilization was 

dichotomous having no women decision making autonomy, and having women decision making 

autonomy (48,49). 
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4.8 Data collection method 

The data were collected using semi-structured, pre-tested, and interviewer guided questionnaire. 

The questionnaire consists of 29 pre-coded items; 17 items socio-demographic related questions, 

2 sub-section maternal health services related to autonomous questions. The questionnaire was 

prepared originally in English and then translated to local language (Afaan Oromo). It was pre-

tested on 5% of women selected at one of the kebeles around the study area, which is out of the 

study sample unit, but with similar characteristics of women with the study subjects inclusive. 

The pretests on 5% of the women were conducted earlier to learn and get lessons for any 

modifications on the tools during the actual data collection. After that, the data collection process 

was carried out following amendments incorporated within the final questionnaire. The two 

supervised public health officers administered the questionnaire, and three BSc nurses workers 

were assigned as data collectors’ /interviewers/ and three-day training was given on methods of 

extracting the needed information through interviewing women and, how to fill the information 

on the structured questionnaire. Also they were given training of the ethical aspect in 

approaching women and keeping the confidentiality of their information ahead of data collection. 

The interviewer was collected data by home-to-home visit, based on the information prepared 

structured questionnaire. The supervisors were assigned to check the day-to-day activities of data 

collectors regarding the completion of questionnaires, clarity of responses and proper coding of 

respondents. Incomplete and unclearly filled questionnaires were given back to the interviewer 

and were completed.  

Data quality control 

The quality of the data was assured through careful design, pretesting of the tools, proper 

training of the data collectors and supervisors, close supervision of the data collectors and proper 

handling of the data. The principal investigator was also closely supervising the field activity on 

daily basis. At the end of each data collection day, the principal investigator was also check the 

completeness of the filled data collection questionnaires whether the recorded information makes 

sense to ensure the quality of the data collected. Besides, the principal investigator was carefully 

entering and thoroughly cleans the data before the beginning of the analysis 
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4.9 Data processing and data analysis 

After data collection was completed coded, cleaned and entered into the computer Epi–data 

version 3.1and exported to SPSS version 20 for analysis. The analysis results output of the 

participants’ socio-demographic characteristics and outcome variable was summarized using 

descriptive summary measures: expressed as mean (and standard deviation) or median for 

continuous variables and percent for categorical variables. Binary Logistic regression was used 

to assess the association between independent variables and dependent variable. Variables with a 

p-value less than 0.2 in the bivariate analysis were included in the multivariable logistic 

regression analysis. Statistically Significance was determined using adjusted odds ratios with 

95% confidence intervals and p-value of less than 0.05. 

Ethical considerations 

Ethical clearance for the study was obtained from Debre Berhan University College of health 

science ethical review board and official support letter from the administrative bodies of 

Legatefo town. After explanation about the whole purpose of the study, Verbal and written 

informed consent was secured from the study participants and the participants were assured that 

the information was kept confidential and secured. Name of the study participants was not 

included on the questionnaire. Participation in this study was on voluntary basis. Participants 

have the right not to continue, even after the interview has started. They also have a full right to 

choose not to answer any individual question or all of the questions. 

4.10 Dissemination of the study findings 

The result of the study will be disseminated to Debre Berhan University publication database, the 

respective institute; college and/or health departments. The finding will be presented in various 

seminars and workshops, and will published in a peer reviewed scientific journal. The major 

findings are also communicated with the respective health office of Legatefo town and other 

stakeholders. 
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5 RESULT 

5.1 Socio- Demographic Characteristics of Respondents 

A total of 508 married women were involved in the study, making 99% of response rate. Most of 

the respondents were in the age group of 30–39 years, which included 213(41.9%) and the 

minimum respondents from the age group 15-19 years represents 41(8.1%) with an age range 

from 18 to 49 years. In this study, 477 (93.9%) were married, while divorced 19(3.7%) and 

widowed 12(2.4%) respondents. Regarding the educational status of the spouses, 166 (31.7%) of 

women have not attended formal education and 82.1% husbands of participants have education. 

As for occupation of respondents, 322 (63.4%) of the respondents were housewife, and husband 

occupation, 64.4% of respondents were daily laborer.  Regarding monthly income of husband, 

25.3% of the respondents had 2,041-10,200 ETB, 18(3.5%) of respondents had >10,200 as 

shown in (table 1).  

Table 1: Socio-Demographic Characteristics of the participant of two districts in Legetafo, 

2020 

Variables  Category  Frequency Percent 

Age group (n = 508) 15-19 41 8.1 

 20-29 152 29.9 

 30-39 213 41.9 

 40-49 102 20.1 

Educational level(n=508) No education 146 28.7 

 Educated  362 71.3 

Religion(n = 508) Orthodox 313 61.6 

 Muslim 68 13.4 

 Protestant 80 15.7 

 Catholic 3 .6 

 Wakefata 44 8.7 

Husband education No education 91 17.9 
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 Educated  417 82.1 

Occupation of respondent house wife 322 63.4 

 Farmer 6 1.2 

 Merchant 77 15.2 

 daily laborer 55 10.8 

 government employee 42 8.3 

 Other (tailor) 6 1.2 

Husband occupation(n=508) Farmer 8 1.6 

 daily laborer 327 64.4 

 Merchant 76 15.0 

 government employee 82 16.1 

 Other (broker, tailor)  15 3.0 

Monthly income of husband (n = 508) ≤ 2,040 359 70.7 

 2,041-10,200 131 25.8 

 >10,200 18 3.5 

 

5.2 Women’s Participation in Household Decision-Making 

Overall, 279(54.9%) of married women have high autonomy participation in household decision-

making. Specifically, women’ decision making autonomy concerning participation in household 

decision 18(3.5%) of the participants decide on their husband earning alone and 210(41.3%) 

jointly and 212(41.7%) on household purchases jointly, 21(4.1%) alone. About 53(10.4%) of 

participants made decision related to visiting family, friend or relatives alone and 265(52.2%) 

with their husband. Also, 218(42.9%) of the husbands decide on women's health independently 

and 29(5.7%) of the respondents decide dependently. Half, 250(49.2%) of the respondents 

reported to decide visiting health facility jointly (Table 2) 
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Table 2: Women’s household decision-making characteristics in Legatefo district Oromia 

region Ethiopia 2020 

Variables  Who decided Frequency  Percent  

Decision made husband earning Husband/ other else 280 55.1 

 Jointly 210 41.3 

 women alone 18 3.5 

Major decision house hold purchase Husband /other else 275 54.1 

 Jointly 212 41.7 

 women alone 21 4.1 

Decision made visiting family husband/other else 190 37.4 

 Jointly 265 52.2 

 women alone 53 10.4 

Decision made on respondent health 

care 

Husband /other else 218 42.9 

Jointly 261 51.4 

 women alone 29 5.7 

Decision made on child health care husband/other else 225 44.3 

 Jointly 256 50.4 

 women alone 27 5.3 

Decision made visiting health 

facility 

Husband/ other else  230 45.3 

Jointly 250 49.2 

 women alone 28 5.5 

Women participation on household 

decision making 

 

low autonomy 229 45.1 

high autonomy 
279 54.9 

 

5.3 Level of women’s decision-making autonomy on maternal health service utilization 

In the study women who had, autonomy on maternal health care decision-making was 

288(56.7%). Concerning women’ decision-making autonomy on when to give birth, 5.7 % of 

them usually made decisions themselves, whereas 52.8 % made decisions jointly with their 

husbands. In addition, women’ decision-making autonomy concerning participation on attending 
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ANC 6.3% of participants decide alone and 43.9% seeking of PNC participants by their 

husbands. About 35(6.9%) of participants made decision on continuation or stopping of using 

intending maternal health services alone and 272(53.5%) with their husband (Table 3). 

Table 3: Frequency distribution of women’s decision-making autonomy on maternal health 

service utilization in Legatefo district Oromia region Ethiopia, 2020 

Variable Category Frequency Percent 

Decision-making on attending ANC husband/other else 221 43.5 

Jointly 255 50.2 

 women alone 32 6.3 

Decision-made giving birth at health 

institution 

husband/other else 220 43.3 

Jointly 259 51.0 

 women alone 29 5.7 

Decision made for seeking PNC 

services 

husband/other else 223 43.9 

Jointly 261 51.4 

 women alone 24 4.7 

Decision made on when to give birth husband/other else 211 41.5 

 Jointly 268 52.8 

 women alone 29 5.7 

Decision made on where to get 

maternal health services 

husband/other else 210 41.3 

Jointly 271 53.3 

 women alone 27 5.3 

Decision made on continuation or 

stopping of using/intending MHS 

husband/other else 201 39.6 

Jointly 272 53.5 

 women alone 35 6.9 

Decision-making autonomy on 

maternal health care services   

Has no autonomy 220 43.3 

Has  autonomy 288 56.7 

 



20 

 

5.4 Factors associated with decision-making autonomy of women on maternal health care 

services utilization. 

Bivariate logistic regression has revealed that woman’s educational status, household occupation, 

family size; number of ANC visits, current age of woman, and place of delivery and distance of 

health facility are significantly associated with women’s decision-making autonomy and those p-

value < 0.2 were taken to multivariable logistic regression analysis. 

After controlling for confounding using multivariable logistic regression analysis, the odd of 

women age 30-39 years’ decision-making autonomous on maternal health services have five 

times higher compared to women age 40-49, adjusted odds ratio (AOR=5.6 (95%CI: 1.39-

22.45). Also, the odd of Women who have formal education are nearly seven times higher than 

participate in health care decision making compared to women who have no formal education; 

adjusted odds ratio (AOR) =6.98 (95%CI: 1.39-35.09). 

 The odds of decision-making of women on household income 2041-10,200 birr’ were  87% 

times less likely to participate among compared to women whose household income less than 

2,040; AOR= .13(95% CI: .03- .66). In addition, the odds of women who had a family size four’ 

decision-making autonomy on maternal health care services have 98%  times less compared to  

women who have three family size; (AOR = 98%  95%CI: .01-.09). 

Also the odds of women participate on household decision making high autonomy,’ decision-

making autonomy on maternal health care services was higher compared to women whose 

participate on household decision-making was low autonomy; (AOR=9.41(95%CI: 23.191-

38.154). 

However, variables that were having significant association with the dependent variable in the 

bivariate analysis like husband education, husband occupation, and distance of health facility                                           

were not showed statistically significant association when all possible confounders were 

controlled (Table 4). 
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Table 4: To identify factors associated with women’s decision- making autonomy on 

maternal health services utilization in Legatefo districts of Oromia region Ethiopia, 2020 

 

Variable 

Status of women 

decision making 

autonomy  

 

 

   COR (95%C.I) 

 

 

  AOR (95%C.I) 

 

P-

values 

Has no 

autonomy 

Has high 

autonomy 

 lower Upper  Lower Upper  

Age  
15-19 12 29 2.83 1.30 6.15 2.30 .22 24.62 .491 

20-29 64 88 1.61 .97 2.67 2.61 .65 10.49 .177 

30-39 89 124 1.63 1.01 2.62 5.60 1.39 22.45 .015 

40-49  55 47 1       

Education 
No education 104 42 

1 
  1    

Educated  116 246 5.251 3.45 8.00 6.98 1.39 35.09 .018 

Husband Education 

No education 64 26 1   1    

Educated  155 262 4.23 2.57 6.94 1.30 .25 6.69 .756 

Husband occupation 

Farmer  6 2 1   1    

Daily laborer  97 217 6.71 1.33 33.85 2.72 .011 647.33 .720 

Merchant  44 34 2.32 .44 12.21 .68 .002 188.77 .894 

Gov’t 

employer  52 31 
1.79 .34 9.42 .68 .002 196.39 .893 

Other(broker, 

tailor) 21 4 
.57 .08 3.92 .44 .001 273.09 .804 

Household income 
    ≤ 2040 130 229 1   1    

2041-10200 77 54 .40 .26 .60 0.129 .03 .66 .014 

>10200 13 5 .22 .08 .63 .303 .02 4.92 .401 

Family size 
Three  40 59 1   1    

Four  40 97 1.56 .981 2.49 0.02 .01 .09 .000 

≥ five 140 132 2.57 1.66 3.99 .52 .24 1.11 .09 

ANC visits 
< four 79 209 1       

≥ four 144 79 .20 .14 .29 .81 .244 2.71 .737 

Distance of HF 
<30 min. 29 66 1       

≥ 30 min. 191 222 1.96 1.22 3.16 .30 2.19 2.19 .81 

Women participation on household decision making 
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Low 

autonomy 214 15 
1      

 

High 

Autonomy 6 273 
.002 .001 .004 9.41 23.19 38.43 

.000 

Note:  ** indicate p-value < 0.25, * indicate p- value < 0.05   

              COR- crude odds ratio, AOR –adjusted odds ratio 

 

 

6 Discussion 

This study found that women decision-making autonomhuy7y on maternal health services and 

associated factors among reproductive age group in Legatefo, Oromia region, Ethiopia.  

The women decision-making autonomy level among reproductive age group was 288(56.7%). 

This finding was lower than that of a study conducted in Dawro, Southern Ethiopia (58.4%)and 

Dabat, Northern Ethiopia (66.7%) of study participants had autonomy in making health care 

decisions(40, 50). The difference might be due to the difference in the study populations. For 

example, those previous studies conducted in Dawro, Southern Ethiopia and Dabat, Northern 

Ethiopia was focused on women decision-making autonomy among less than twenty to greater 

than thirty years old age groups whereas the current study focused on age group eighteen to forty 

nine years of age.  

Furthermore, the possible difference might also be due to difference on the education and socio-

economic of study participants as evidenced from the presence of low participation about the 

decision-making autonomy of maternal health services in the current study. About 220(43.3%) of 

study participants in the current study actually thought decision-making is the responsibility of 

husband. What this means is that women did not practice well enough about the decision-making 

autonomy that could help them to get maternal health services utilization and freedom of 

household decision-making in their life. Additionally, the difference on the socio-economic 

characteristics and geographical contexts across countries, and time period of studies might also 

explain the observed inconsistencies of the findings. 

Regarding factors associated with decision-making autonomy, this study indicated that age of 

women was significantly associated with women’s decision-making autonomy on maternal 
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health care services. In this study, younger women have a higher decision-making power on 

maternal health care as compared to older age women. This result is similar to, a study conducted 

in Dinsho woreda, south East Ethiopia.  However, study conducted in Mizan-Aman, South 

Ethiopia revealed that women of age 30–44 were having higher decision-making power on 

maternal health care when compared to younger age women (21). This difference might be due 

to the educational coverage of women age below 39 years old more educated, level of current 

government, and other stakeholder efforts to increase women's empowerment in decision-making 

related to maternal health. 

The odds ratio of Women decision-making autonomy on maternal health care were nearly seven 

times higher among women educated than their counter parts or illiterate. This finding is 

consistent with a study from Ethiopia; in which women who have received primary or higher 

education were four times more likely to decision on seek health care than uneducated (42). This 

might be because the more a woman is educated, the more she will accept gender equality and 

believe in equal participation in decision-making with her husband. What this means is that 

improving educational level, plays a significant role in the decision-making participation on 

maternal health care services in women later in life. 

Women’s independence in generating income also has a positive association with their decision-

making autonomy. Accordingly, working women were twice as likely to participate in health 

care decision making than housewives. This finding is consistent with a study from Addis 

Ababa, Ethiopia, in which workingwomen (women generating their own income) were more 

likely to participate in contraceptive use decision making than non-working women (51).  

Besides, participating in income generating activities increases women’s economic independence 

and challenges the traditional belief of male dominance in decision-making, and hence improves 

communication in household decision-making 
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Strengths and limitations 

Strength of the study: 

 The study used face-to-face interview method of data collection, which helps to clarify 

unclear questions to study participants so that it improves the quality of data. 

 Questionnaire was pre-tested and necessary modification was made, the principal 

investigator and supervisors were supervising the daily data collection activities. 

Limitation of the study: 

 Since the study was cross-sectional study design, temporal association of dependent and 

independent variables was not addressed. 
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7 Conclusion and Recommendation 

7.1 Conclusion 

This study revealed that the level of women’s decision-making autonomy on maternal health 

services was low among women reproductive age group. This indicates that the husband is the 

individual that have positive influence the wife to decide on maternal health care services in this 

study area. The study also concludes that younger age women and women who have education 

have significant decision-making autonomy on maternal health services utilization. In addition, 

household incomes were identified as factors associated of maternal health care decision-making 

autonomy. 

7.2 Recommendation 

Based on the findings of this particular study the following recommendations are provided: 

To health care facilities and health care workers 

Should work on improving autonomy creation in collaboration with ministry of health to raise 

the decision-making of the women as well as should provide adequate, proper and effective 

training or health education during prenatal, delivery and postnatal services as this will help to 

prevent women’s has no autonomy on decision making on maternal health care services 

utilization. Others establish income-generating programs and education programs for enhancing 

their status on decision-making autonomy of women. 

To researchers 

Researchers should investigate further on determinant factors by conducting large-scale studies 

using advanced epidemiological study designs.  
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9 Annexes 

9.1 Appendix I: English Version Questionnaire 

Greetings! My name is.................................... I am here on behalf of Zerihun Tadesse student of 

public health at Debre Berhan. He is conducting a research on women’s decision-making 

autonomy on maternal health service utilization and associated factors among reproductive age 

women in Legetafo town, for the partial fulfillment of second degree. Because it is essential to 

identify what are the possible predictors for maternal health care service utilization for 

implementing possible and important intervention to overcome the problem. You are chosen to 

participate in this study. The choice was made randomly. Before you decide whether to 

participate or not in this study, I would like to explain to you the objective of the study, any risks, 

benefits, procedure and what is expected from you 

Objective of the study: the study will assess women’s decision-making autonomy on maternal 

health service utilization and associated factors among reproductive age women. 

Procedure: The study involves a face-to-face interview with the data collector that will ask you 

a set of questions using a structured questionnaire. After signing the consent form, the data 

collector will then ask you the relevant questions and your responses will be written on the 

questionnaire. The interview will take about 30 minutes. 

Benefit of the study:  There is no direct benefit to study participants but the result of the study 

will be disseminated to concerned bodies. Those are Legetafo town, Legetafo health bureau, 

Oromia health bureau, Debre Berhan University and others, Ministry of health and different non- 

governmental organization working on maternal health care in order to take action on the 

problem related with women autonomy. 

Risk (harm) of the study:  There is no harm in participating in this study but part of your time 

(average of 40 minutes) will be consumed to answer the questions. 

Rights of participants: completely free to take part or not in this study. If you decide that you 

do not want to be part of the study, this will not be held against you and you will not be 

disadvantaged in any way. You are also free to withdraw from the study at any time if you feel 

that you cannot proceed. You can ask any question which is not clear for you. 

Confidentiality: All information you give me will be strictly confidential and will be kept safe 

andsecure place. Your name should not appear anywhere on the questionnaire to ensure 
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anonymity. Only the principal investigator will know the details and will discard it after 

completing analysis. 

Would you want to take part in the study? 

1. Yes (take informed consent)                                        2.  No (say thank you)                                        

SECTION 1: questionnaire identification data 

001   Questionnaire ID __________________  

002   Data collector’s: code _____________ Name______________ 

003   Date of data collection: _____\_______\________ day\ month\ year 

  004    Checked by supervisor: name _____________________signature _____ date _______ 

S.N Questions Coding category Skip 

1. What is your age? ( in year) …………………   

 

 

2. 

What is your highest education 

level? 

1. No formal education 

2. primary level (grade 1-8)  

3. secondary level (grade 9-12)   

4. University College 

 

3. 

What is your husband educational 

level?  

1. No formal education 

2. primary level (grade 1-8)  

3. secondary level (grade 9-12) 

4. University College 

 

4. 

What is your religion? 

1. Orthodox  

2. Muslim 

3. Protestant  

4. Catholic  

5. others (specify)______  

 

5. 

What is your occupation? 

1. house wife 

2. farmer 

3. merchant  

4. daily laborer  

5. government employee 

6. other (specify) ……… 
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6. 

What is the main occupation of 

your husband?  (Tick on only one 

major occupation) 

1. Farmer 

2. Merchant 

3. Daily laborer  

4. Government employee  

5. Other (specify) ………. 

 

7. What is your monthly income? (hh 

income in ETB) 

------------------------- 

 

 

8. Family size (total number of family 

members) 
Write here ………….. 

 

General information about obstetric  

9.  Did you go for antenatal care   

during your pregnancy?  

 

1. Yes  

2. No 

 

 

10.  

How many times did you seek 

antenatal care during last 

pregnancy? 

1. One times visit  

2. Two times visit  

3. Three times visit  

4. ≥4 times visit  

 

 

11.  At what month/week you visited 

the health facility for first time  

ANC ? 

------------------------- 

 

12.  

How did you go to the healthcare 

facility?  

 

1. By foot  

2. By own vehicle 

3. By public transportation 

4. By hired vehicle Transported  

5. By person/s 

6. Others (specify) ……. 

 

13.  How long it takes to reach the 

health care facility? 

1. < 30 minute 

2. >= 30 minute  

 

14.  Did you seek postnatal checkup 

after your delivery or discharged 

from hospital? (ask both hospital 

and home deliveries)  

 

1. Yes 

2. No  

 

If no go 

to next 

page 

15.  
When did you have the first 

postnatal checkup?  

 

1. < 24 hours 

2. 24- 48 hours 

3. 3-7 days 

4. 6 weeks 
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5. Others   

 

16.   How many times you visited for 

the postnatal checkup?   

 

Write in numbers …………… 

 

17. 

Why did you not seek postnatal 

care? (Ask only to those women 

who did not visit the healthcare 

facility for postnatal care.)  

 

1. Too much cost  

2.  Too far 

3.  No transportation 

4.  No trust/poor quality 

5. No female provider 

6. Family not allowed 

7.  Security concerned 

8.  Not necessary 

99.  Other  

 

 

SECTION TWO 

Women’s Participation in Household Decision-Making: 

S.N  

Types of decision- making 

 

Who decided  

Remark Women 

alone (1) 

 

Jointly 

(2) 

Husband  

(3) 

Other 

else  

(4) 

1.  Decision-made on your 

husband's earning 

     

2.  Major decision on household 

purchase (like land, cattle, 

furniture, cloth, food items, etc.) 

     

3.  Decision-made visiting to family, 

friend or relatives 

     

4.  Decision-made on respondent’s 

health care  

     

5.  Decision-made on children’s 

health care 

     

6.  Decision-made on visiting health 

facility 
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The contents of married women decision-making autonomy on maternal health care utilization 

measurement scale. 

S.N  

Decision-Making on maternal 

health services utilization  

Who Decided  

Remark  Women 

alone (1) 

 

Jointly 

(2) 

Husband     

(3) 

Other 

else  

(4) 

1.  Decision made for attending 

ANC 

     

2.  Decision made giving birth at 

health institution 

     

3.  Decision made for seeking 

postnatal care services  

     

4.  Decision made on when to give 

birth  

     

5.  Decision made on where to get 

maternal health services 

     

6.  Decision made on continuation 

or stopping of using/intending 

maternal health services 
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9.2 Gaaffii Afaan Oromiffaan Qopha’e 

Nagayaa!!! Maqaan koo ________________________________   jedhama. Asitti  kanaan 

argame barataa Yunivarsiitii Debre Berhan mummee saayinsii fayyaa hawasaa  kan ta’e 

Zarihuun Taaddasaa bakka bu’eetani. Barataan kun fayyadama kenninsa fayyaa hadhoolii fi 

dubartoota umurii da’umsaa gidduu kan jiraan waliin wantoota wal qabatan irratti magalaa Laga 

Xafoo keessaa jirataan bilisaan murtoo kennuu irrattii qorannoo ademsifamu ilaallatee qo’annoo 

ulaagaa digrii lammafaa isaa hojechaa jira. sababni isaatis rakkooleen kunniin yoo beekkamaan 

tarkaanfilee faayidaa qabaniifii salphaati hojittii jijjiiramu danda’aan fudhachuuf waan 

namagargaaruufi.Isiinis qo’annoo kana irraatti akka hirmaatan seera filannoo tilmaamaatin 

filatamtaniitu. 

Qo’annichi kan gaggeeffamuu gaafii fi deebii odeeffannoo sassaabdota waliin fuulaa fuulatti 

godhamuun ta’a, akkasumaas qo’annoo kana irratti hirmaachuuf yookin dhiisuuf mirga guutuu 

qabdu. Gaaffiin kamiyyuu ifa yoo hin taane gaafachuu ni dandeessu.Odeeffannoon na harka 

gahan hundi iccitii cimaadhaan kan eegaman yoo ta’u dabalataanis iddoo amansisaatti kuufaman. 

Kana mirkaneessuuf jecha maqaan keessaan bakka kamiyyuu irratti hin galmaa’u. Qo’annoo 

kana irratti hirmaachuu ni barbaaduu? 

1.  Eyyeen _______ (gara waliigaltichaat seenaa) 2.  Hin barbaadu________ (galatoomaa)   

Hirmaataa: Mallattoo (ashaaraa qubaa)_______________               guyyaa ____________ 

001   Ragaa funanaa: barreefama iccitii _____________          Maqaa ______________ 

002   Guyyaa ragaan itti gurraame: _____\_______\________ guyyaa\ ji’a\ waggaa 

  003    Maqaa To’ataa ragaa _____________________       Mallattoo _____  Guyyaa  _______ 

Lakk. Gaaffilee Deebii Remark  

 

1.  

Umuriin kee meeqa? 

(Waggaadhaan) 

Waggaa_______ 

 

 

 

 

2.  

 

 

Sadarkaa Barnootaa 

1.barnoota idileen alaa 

2. Sadarkaa 1ffaaa (1_ 8) 

3. Sadarkaa 2ffaa (9_12) 

4. sadarkaa olanaa 
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3.  Sadarkaa barnootaa abbaa mana 

keessaani 

1. barnoota idileen alaa 

2. Sadarkaa 1ffaaa (1_ 8) 

3. Sadarkaa 2ffaa (9_12) 

4. sadarkaa olanaa 

 

 

 

4.  

 

Amantaa 

1.Oortoodoksii 

2.Musliima 

3. Pirotestantii 

4.Kaatoolikii 

5.Kan biroo (specify)………. 

 

 

 

5.  

 

 

 

 

Hojiin keessaan 

 

 

1.haadha mana 

2.Qotee bulaa 

3.Daldalaa 

4.Hojjetaa guyyaa 

5.Hojjetaa Mootummaa 

6. kan biroo yoo jiraate yaa ibsamu 

 

 

6.  Hojiin Abbaa manaa keessanii 

inni ijoon maali? 

 

1. Qotee bulaa  

2. Kan dhuunfaa 

3. kan mootummaa 

4. Daldalaa   

5. Kan biro 

 

7.  

 

Galii Ji’aa argataan meeqa 

abbaan mana(warraa) keessaan? 

 

---------------------------ETB 

 

8.   Baay’ina maatii(lakkoofsa walii 

gala miseensa maatii) 

 

Lafa kana irratti eeraa ………. 

 

                                 Ragaa walii galaa kunuunsa yeroo ulfaa godhaman 
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9.  Wayitii  ulfaa yeroo meeqaf 

kunuunsa da’umsaan duraa 

argachuuf deemtan? 

1. Yeroo tokko 

2. Yeroo lama 

3. Yeroo sadii 

4. Yeroo afurii fi isaa ol 

5. Hin deemne 

 

 

10.  

Erga ulfooftanii booda kunuunsa 

da’umsaan duraa argachuuf gara 

buufata fayyaa yoom deemtan? 

 Torbeedhaan/ji’aan  

………../………… 

 

11.  
Gara dhaabbata fayyaa maaliin 

deemtee? 

 

1. Miilaan  

2. konkolaataa kootiin  

3. konkolaataa ummata deddeebisuun  

4. Namaan baatamee 

5. kan biroo …… 

 

12.  Mana keetii kaatee hanga 

dhaabbata fayyaa dhiyoo sitti 

jiruutti sa’a  hangamii sitti 

fudhata? 

1.  Sa’aati tokkoo gadi (<1) 

2. Sa’aatii 1-2 

 

13.  Hospitaalaa erga baatee yookiin 

erga deessee booda hordoffii 

dahuumsan boodaa gootee jirtaa?  

 

1. Eeyyeen  

2. Lakki  

 

lakki yoo 

ta’e, gara 

lakk. 20 

darbi 

14.  

Hordoffii da’umsa boodaa 

jalqabaa kan goote yoomi?  

 

1. Hin goone 

2. Sa’aatii <4  

3.  Sa’aatii 4-23   

4. Guyyaa 1-2    

5. guyyaa 3-6     

6. guyyaa 7-14   

7. guyyaa 15-42   

8. Hin yaadadhu 
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15.  Hordoffii da’uumsa boodaatiif 

yeroo meeqa deemte?   

 

Lakkoofsaan ibsi …………… 

 

16.  

Maaliif hordoffi dahuumsa 

boodaa hin barbaanne? 

(dubartoota dahuumsa booda 

gara dhaabbata fayyaa hin 

deemne qofaaf)  

 

1. Baayee qaalii waan ta’eef 

2. baayee fagoo waan ta’eef 

3. geejjibni/konkolaatan hin jiru 

4. dhaabbata fayyaatti hin amanu 

5.  dubarri maatii gargaartu waan hin 

jirreef  

6. Maatiin koo heeyyamamoo waan 

hin taaneef  

7. Nageenyi koo waan na yaachisuuf 

8. Barbaachisaa waan hin taaneef  

99. kan biroo ……….. 

 

 

 

Kutaa 2ffaa: 

1. Hirmannaa hadhooliin murtoo mana keessaa irraatti qaban: 

S.N  

 

Gaaffilee hirmannaa hadhoolii 

 

Eenyuutu murteessa  

Remark Ofuuma 

keessaani 

(1) 

 

Waliin 

(2) 

Abbaa 

mana 

kophaa  

(3) 

Nama 

biroo  

(4) 

1.  Galii abbaa mana kee irraatti 

eenyuutu murteessaa  

     

2.  Murtoowaan ciccimoo ta’aan      
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kan akka bittaa lafaa,Horii, 

meeshalee mana keessaa, 

uffaata, soorraatoota adda 

addaa,… 

3.  Dawwaannaa maatii,hiriyyootaa 

ykn kan walitti dhiyaataan 

dawwachuuf kan murteessu 

     

4.  Murtoo waa’ee fayyuumaa 

keessaanif mana yaalaa deemuuf 

kan murtessu 

     

5.  Murtoo fayyaa da’immaani 

irraat 

     

6.  Murtoo waa’ee kenniinsa 

dhabbata fayyaa dawwaachuu 

     

 

2. Safartuu, qabiyyee haadholiin heeruman fayyidaa kunuunsa fayyaa hadhoolii kennamu  

irratti murtee bilisummaan murteessuu qaban ilaallaatee. 

S.N  

Murtoo murteessuun fayyidaa 

kunuunsa fayyaa haadholii irraat. 

Eenyuutu murteessa  

 

Remark 

Ofii 

keessaani 

(1) 

 

waliin 

(2) 

Abbaa 

manaa  

(3) 

Nama 

biroo 

(4) 

1.  Murtoo hordofii da’uumsaan duraa      

2.  Murtoo yeroo da’uumsaa akka 

dhabbilee fayyaat deessuuf kan 

murteessu 

     



40 

 

3.  Kenniinsa da’uumsaan boodaa akka 

hordoftuuf kan murteessuu  

     

4.  Murtoo yeroo itti da’uu qabdu kan 

murteessu 

     

5.  Kenniinsa fayyaa haadholii irratti 

eessaa akka argachuu qabdu/dan kan 

murteessu 

     

6.  Kenniinsa fayyaa haadholii 

hordoofuuf /dhiisuuf/ kan murteessu 
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