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Abstract 

Background  Utilization of contraceptives remains low in several countries in sub-Saharan Africa despite evidence 
of its benefits. Several factors are associated with contraceptive use. However, little is known about the association 
between women’s decision-making capacity and the utilization of contraceptives in Mali. This study sought to deter‑
mine the association between women’s household decision-making power and contraceptive use in Mali.

Methods  This study involved a cross-sectional analysis of data from the 2018 Mali Demographic and Health Survey. 
A total of 7893 married women were included in the final analysis. A binary logistic regression analysis was conducted 
with statistical significance set at p < 0.05.

Results  Contraceptive use among married women in Mali was 17.1%. The odds of using contraceptives were 
higher among women with joint decision-making with their husbands on how to spend respondent’s earnings 
[aOR = 1.79; 95% CI = 1.12, 2.85], joint decision-making with their husbands on what to do with their husband’s earn‑
ings [aOR = 1.43; 95% CI = 1.12, 1.83], and joint decision-making with their husbands on large household purchases 
[aOR = 1.32; 95% CI = 1.10, 1.59]. Deciding alone on a visit to family or relatives was associated with lower odds of 
contraceptive use [aOR = 0.72; 95% CI = 0.58, 0.89].

Conclusion  The study has revealed that joint household decision-making is positively associated with contraceptive 
use. Therefore, to achieve the Sustainable Development Goal 3, the ministry for the advancement of women, children 
and families and related stakeholders should unearth strategies to empower women in joint decision-making and 
encourage men’s involvement in contraceptive decision-making.
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Introduction
The population of sub-Saharan Africa (SSA) is expected 
to double by the next four decades [1]. This has made the 
ever-increasing population growth a major concern in 
SSA since the fertility rate ranges from 2.9 in Botswana 
to 7.2 in Niger [2]. The variations in fertility rates across 
the countries in SSA is partly due to low utilization of 
contraceptives and high unmet needs for contraceptive 
[3, 4]. This has made contraceptive use a critical tool due 
to weakened maternal and child health care services [5]. 
The use of contraceptives contributes positively to the 
socioeconomic and health outcomes of couples and their 
families [6]. Thus, contraceptive allows women, men and 
couples to either voluntarily or otherwise decide on birth 
delaying, spacing and child limiting [7]. Studies show 
that contraceptive use has at least reduced pregnancies 
and unsafe abortions whilst increasing birth spacing and 
pregnancy delay prospects [5, 8].

Despite considerable investments and funding of con-
traceptive programs, usage is still low in most countries 
in SSA [5, 9]. However, in 2017, more than two-thirds 
of married women in their reproductive ages and their 
partners used any modern or traditional methods of 
contraceptives [10]. It is believed that about 225 million 
people in low-and-middle-income countries in their 
reproductive ages are not using any method of con-
traceptive [11]. Evidence shows that socio-economic 
and demographic factors including place of residence, 
household head, educational level, age, marital status, 
religion and other factors have been linked to the uti-
lization of contraceptives in SSA [5]. The varied nature 
of sub-Saharan African countries has affected their sex-
ual and reproductive health outcomes leading to a con-
siderably high number of unsafe abortions [12, 13]. It is 
on record that most women in low-and-middle-income 
countries have an unmet need for contraceptives [14, 
15].

Mali, one of the countries in SSA, is the third highest in 
the world with a fertility rate of 6.3 [16, 17]. The popula-
tion of Mali which is around 20 million is estimated to 
double in the next one and a half decade [16]. This has 
been attributed to the estimated low prevalence of mod-
ern contraceptive utilization and their traditional prac-
tice of early marriage which has initiated a lot of females 
to early childbearing [17, 18]. Contraceptive use remains 
far from ideal as current estimates reveal that less than 
a quarter of married adolescents and married women in 
their reproductive age use modern contraceptives [17].

This has compelled the government of Mali and devel-
opment partners to initiate programs that will reposition 
contraceptives as an essential public health and devel-
opment intervention [17]. These initiatives have subse-
quently led to cost reduction of contraceptives, and made 

contraceptives more accessible with strengthened repro-
ductive health education of religious leaders and parlia-
mentarians [19]. However, these interventions are not 
likely to see the light of day due to the traditional norms 
which uphold high fertility and gender inequality that 
restricts women’s ability to make decisions in contracep-
tive [20]. That is, the sociocultural variations which are 
still in force have deprived women of contraceptive usage 
[2].

Although access to economic resources, the politi-
cal, social and health status of women have seen some 
improvement, globally, women’s empowerment is essen-
tial in contraceptive utilization [5, 21]. Empirical evi-
dence reveals that household decision-making does not 
favour women unlike their men counterparts [22]. It has 
also been noted that the modernization of many sub-
cultures which has allowed women to receive higher 
education, engagement in the labour force, marry at an 
older age, choose their partner and live apart from their 
extended families have been associated with a greater 
women’s household decision-making [23].

A couple of researches on SSA have revealed that 
the status of women at the household level hurts their 
reproductive desires or contraceptive use [24]. In SSA, 
women’s low self-esteem status at the household level 
has placed them at a weaker level which has negatively 
undermined their achievement of desired reproductive 
and contraceptive use because men or their spouses are 
the decision-making authority [24–27]. The patriarchal 
ideology in most sub-Saharan African societies, including 
Mali, has often seen women relegated to the backstage 
leading to unplanned pregnancies and unsafe abortion 
[28, 29].

Also, there is an impressive body of literature that has 
examined the role of decision-making power in contra-
ceptive use in inadequate resource-constraint settings 
[23]. Some studies have shown that women’s household 
decision-making influences their ability to make deci-
sions about contraceptive use [5, 21, 30]. However, stud-
ies have not focused on the role of women’s household 
decision-making power and contraceptive use in Mali. 
Hence, we examined the association between the house-
hold decision-making power of women and contracep-
tives in Mali. This study aside from addressing the gap in 
literature will not only provide the basis for policymak-
ers to design appropriate policies and programs but will 
make recommendations that will help increase contra-
ceptive use in Mali.

Methodology
Data source and sample design
This study involved a cross-sectional analysis of data from 
the 2018 Mali Demographic and Health Survey (MDHS). 
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The data for the study were specifically extracted from 
the women’s file. The MDHS forms part of the Demo-
graphic and Health Survey (DHS) program which aims at 
monitoring health indicators in low and middle-income 
countries [31]. The DHS collects data on several health 
and social issues such as the use of contraceptives [31]. 
DHS employed a multistage cluster sampling technique 
in recruiting respondents for the study. In the first stage, 
379 Primary Survey Units (UPS) or clusters (104 in urban 
and 275 in rural areas) were systematically drawn with 
a probability proportional to their size in households, 
from the list of Enumeration Sections (SE). A total of 35 
households each in the Kidal, Gao, and Timbuktu regions 
respectively and 26 households in all the other regions 
with a systematic draw with equal probability were sam-
pled. In the selected households, all women aged 15–49 
usually living in the households, or present the night 
before the survey, were eligible to be surveyed. For this 
study, a total of 7893 currently married women with 
complete cases on variables of interest were included in 
the analysis. We relied on the Strengthening the Report-
ing in Observational Studies in drafting this manuscript 
[32].

Study variables
Dependent variable
The dependent variable for the study was contracep-
tive use. This was defined as the percentage of married 
women aged 15–49 years who are currently using contra-
ceptives. If a woman used any of the following she was 
considered to be using contraceptives; pills, IUDs, inject-
ables, condoms, sterilisation, implants/Norplant, peri-
odic abstinence and withdrawal [33]. The outcome was in 
a binary form coded as ‘1’ = using modern contraception 
and ‘0’ = non-use of modern contraception.

Independent variables
Women’s autonomy which incorporated women’s control 
over their earnings and that of their husbands, the deci-
sion on their healthcare, decision on purchasing large 
household items and decisions on visiting family/relatives 
formed the main independent variables. These variables 
were recoded into “women only’, ‘joint with husband’ and 
‘husband only’ as decision makers to indicate the level of 
involvement in decision-making in the household [33]. 
Other socio-demographic and economic variables such 
as age in 5-year groups, place of residence, number of 
living children, educational level of respondent and part-
ner/husband, respondent’s occupation and wealth index 
were included in the study. Educational level of respond-
ent and partner/husband was recoded as ‘no education’, 
‘primary’ and ‘secondary/higher’. Respondent’s occupa-
tion was also recoded as ‘not working’, ‘sales’, ‘agricultural’, 

and others. The number of living children was recoded 
from ‘0’ to ‘5 + ’. Conversely, age in 5-year groups, place of 
residence and wealth index remained unchanged.

Data analyses
Bivariate analysis was first conducted and the significant 
levels were examined using the Chi-square test. A binary 
logistic regression was employed to determine the effect 
of each of the main independent variables (control over 
earnings, decision on healthcare, decision on purchasing 
of large household items and decision on visiting fam-
ily or relatives) on the dependent variable. On the other 
hand, adjustments for the other independent variables 
(age in 5-year groups, educational level of respondent 
and partner/husband, number of living children, place 
of residence, respondent’s occupation and wealth index) 
were made separately for the main independent variables 
on the outcome. Crude and adjusted odds ratios were cal-
culated from the binary and multiple logistic regressions. 
We made use of the weighting factor to adjust for over 
and under-sampling in the dataset. Stata version 14.0 was 
used for the analysis. Significant levels were set at p < 0.05 
with the associated confidence intervals. Results were 
presented in tables.

Results
Contraceptive prevalence rate (CPR) among currently 
married women in the reproductive age groups
We found that 17.1% of currently married women within 
the reproductive age were contraceptive users. The 
highest proportion of women who used contraceptives 
(28.8%) made decisions on respondents’ earnings jointly 
with their husbands. With regards to a decision on hus-
bands/partners’ earnings, about 17% of the respond-
ents indicated husbands only. Among contraceptive 
users, 21%, 22.9% and 22.3% made joint decisions with 
husbands on respondents’ healthcare, large household 
purchases and decision on visits to family or relatives 
respectively. A little over 20% of the respondents who 
used contraceptives were aged 35–39 yrs. The highest 
proportion (20.1%) of those using contraception had five 
or more living children. Again, 22.1% of the urban dwell-
ers were contraceptive users. Moreover, close to 30% of 
respondents with secondary/higher educational levels 
were contraception users for both women and husbands/
partners. Contraceptive prevalence was highest (24.3%) 
among the richest wealth quintile and lowest (11.5%) 
among the poorest (see Table 1).

Decision‑making variables and their association 
with contraceptive use in Mali
The odds of using contraceptives were higher among 
women with joint decision-making with their husbands 
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Table 1  Contraceptive prevalence rate (CPR) among currently married women in the reproductive age groups by selected variables

Variable Contraceptive usage

Not using (82.9%) Using (17.1%)

Percent 95% CI Percent 95% CI

Decides how to spend respondent’s earnings*

 Women only (n = 2661) 80 [77.7–82.1] 20 [17.9–22.3]

 Joint with husband (n = 198) 71.2 [63.8–77.6] 28.8 [22.4–36.2]

 Husband only (n = 431) ☨ 81.4 [76.5–85.5] 18.6 [14.5–23.5]

Decides what to do with husband’s earnings**

 Women only (n = 498) 82 [77.1–86.1] 18 [13.9–22.9]

 Joint with husband (n = 568) 76 [71.0–80.5] 24 [19.5–29.0]

 Husband only (n = 7135)☨ 83.4 [81.9–84.9] 16.6 [15.1–18.1]

Decides on respondent’s health care*

 Women only (n = 588) 84 [79.9–87.4] 16 [12.6–20.1]

 Joint with husband (n = 1120) 79 [75.3–82.3] 21 [17.7–24.7]

 Husband only (n = 6542)☨ 83.3 [81.8–84.8] 16.7 [15.2–18.2]

Decides on large household purchases***

 Women only (n = 518) 82 [77.4–85.9] 18 [14.1–22.6]

 Joint with husband (n = 1248) 77.1 [73.6–80.3] 22.9 [19.7–26.4]

 Husband only (n = 6484)☨ 83.9 [82.4–85.3] 16.1 [14.7–17.6]

Decides on visits to family or relatives**

 Women only (n = 1044) 85.7 [82.6–88.3] 14.3 [11.7–17.4]

 Joint with husband (n = 1296) 77.7 [74.0–81.1] 22.3 [18.9–26.0]

 Husband only (n = 5910)☨ 83.3 [81.6–84.9] 16.7 [15.1–18.4]

Age in 5-year groups***

 15–19 (n = 871) 90.6 [88.0–92.6] 9.4 [7.4–12.0]

 20–24 (n = 1509) 82.8 [80.1–85.2] 17.2 [14.8–19.9]

 25–29 (n = 1778) 81.5 [79.0–83.7] 18.5 [16.3–21.0]

 30–34 (n = 1480) 80.5 [77.6–83.1] 19.5 [16.9–22.4]

 35–39 (n = 1233) 78.9 [75.7–81.8] 21.1 [18.2–24.3]

 40–44 (n = 822) 83.2 [79.9–86.1] 16.8 [13.9–20.1]

 45–49 (n = 557) 90.7 [87.4–93.2] 9.3 [6.8–12.6]

Number of living children***

 0 (n = 767) 97.7 [96.1–98.7] 2.3 [1.3–3.9]

 1 (n = 1247) 85.5 [82.9–87.8] 14.5 [12.2–17.1]

 2 (n = 1349) 81.6 [78.8–84.1] 18.4 [15.9–21.2]

 3 (n = 1256) 81.9 [79.3–84.3] 18.1 [15.7–20.7]

 4 (n = 1175) 80.4 [77.3–83.2] 19.6 [16.8–22.7]

 5 + (n = 2456) 79.9 [77.5–82.2] 20.1 [17.8–22.5]

Place of residence***

 Urban (n = 2341) 77.9 [74.9–80.7] 22.1 [19.3–25.1]

 Rural (n = 5909) 84.3 [82.5–85.9] 15.7 [14.1–17.5]

Educational level of respondent***

 No education (n = 6026) 85.7 [84.0–87.2] 14.3 [12.8–16.0]

 Primary (n = 1005) 81.5 [78.3–84.3] 18.5 [15.7–21.7]

 Secondary/Higher (n = 1219) 70.5 [67.1–73.6] 29.5 [26.4–32.9]

Respondent’s occupation***

 Not working (n = 3781) 86.3 [84.6–87.8] 13.7 [12.2–15.4]

 Sales (n = 1933) 77 [74.4–79.4] 23 [20.6–25.6]

 Agricultural sector (n = 1761) 84.5 [81.0–87.4] 15.5 [12.6–19.0]

 Others (n = 775) 79.2 [75.3–82.6] 20.8 [17.4–24.7]
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on how to spend respondent’s earnings [aOR = 1.79; 
95% CI = 1.12, 2.85], joint decision-making with their 
husbands on what to do with their husband’s earn-
ings [aOR = 1.43; 95% CI = 1.12, 1.83], and joint 

decision-making with husband on large household pur-
chases [aOR = 1.32; 95% CI = 1.10, 1.59]. Deciding alone 
on a visit to family or relatives was associated with lower 

Table 1  (continued)

Variable Contraceptive usage

Not using (82.9%) Using (17.1%)

Percent 95% CI Percent 95% CI

Husband/partner’s education level***

 No education (n = 6200) 85.6 [83.9–87.1] 14.4 [12.9–16.1]

 Primary (n = 729) 80.7 [77.4–83.7] 19.3 [16.3–22.6]

 Secondary/Higher (n = 1321) 71.5 [68.6–74.3] 28.5 [25.7–31.4]

Wealth index***

 Poorest (n = 1533) 88.5 [85.5–90.9] 11.5 [9.1–14.5]

 Poorer (n = 1575) 88.3 [85.7–90.5] 11.7 [9.5–14.3]

 Middle (n = 1677) 82.9 [80.3–85.3] 17.1 [14.7–19.7]

 Richer (n = 1796) 79.3 [76.4–81.9] 20.7 [18.1–23.6]

 Richest (n = 1669) 75.7 [72.7–78.4] 24.3 [21.6–27.3]

Missing values are excluded from the calculations
☨ Including a small percentage of others

***p < 0.001, **p < 0.01, *p < 0.05

Table 2  Decision-making variables and their association with contraceptive use in Mali

a Adjusted for age, number of living children, residence, respondents’ educational level, work, husbands’ educational level and wealth

cOR = crude odds ratio; aOR = adjusted odds ratio; ref = reference category

***p < 0.001, **p < 0.01, *p < 0.05

Variable cOR aORa

Decides how to spend respondent’s earnings

 Women 1.09 [0.81,1.47] 1.06 [0.77,1.45]

 Joint with husband 1.77**[1.15,2.74] 1.79* [1.12,2.85]

 Husband (ref ) 1 [1.00,1.00] 1 [1.00,1.00]

Decides what to do with husband’s earnings

 Women 1.1 [0.84,1.45] 1.01 [0.76,1.33]

 Joint with husband 1.59*** [1.26,2.00] 1.43** [1.12,1.83]

 Husband (ref ) 1 [1.00,1.00] 1 [1.00,1.00]

Decides on respondent’s health care

 Women 0.96 [0.74,1.23] 0.9 [0.69,1.16]

 Joint with husband 1.33** [1.11,1.60] 1.15 [0.94,1.39]

 Husband (ref ) 1 [1.00,1.00] 1 [1.00,1.00]

Decides on large household purchases

 Women 1.14 [0.88,1.48] 1.04 [0.79,1.38]

 Joint with husband 1.55*** [1.30,1.84] 1.32** [1.10,1.59]

 Husband (ref ) 1 [1.00,1.00] 1 [1.00,1.00]

Decides on visits to family or relatives

 Women 0.83 [0.68,1.02] 0.72** [0.58,0.89]

 Joint with husband 1.43*** [1.20,1.70] 1.19 [0.98,1.43]

 Husband (ref ) 1 [1.00,1.00] 1 [1.00,1.00]
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odds of contraceptive use [aOR = 0.72; 95% CI = 0.58, 
0.89] (Table 2).

Discussion
This paper examined the association between women’s 
household decision-making power and contraceptive use 
in Mali. This study found a low prevalence rate (17.1%) 
of contraceptive use among currently married women 
aged 15–49 years. The prevalence rate of this study’s find-
ings are supported by a similar study in Mali [34]. Stud-
ies have identified the practice of a patriarchal system in 
Malian society as a key contributor to the low contracep-
tive prevalence rate in the country [35]. Malian society 
is mainly patriarchal in the sense that culture delegates 
authority to men hence currently married women may 
perhaps have little autonomy over their bodies, mobility, 
and finances which may affect their accessibility to con-
traceptive services. In such a cultural domain, females 
obtaining contraception is often very difficult and looked 
down upon.

After adjustment for confounders, our final model 
highlights a total of four decision-making variables 
which showed significant association with contraceptive 
use among currently married women. These key deci-
sion-making variables are the decision on how to spend 
respondent’s earnings, what to do with husband’s earn-
ings, decision on large household purchases and decision 
on visits to family or relatives.

The strongest independent determinant of contracep-
tive use among the study population was joint decision-
making. Regarding economic decisions, women who 
take joint decisions with their husbands on how to spend 
their earnings and what to do with their husband’s earn-
ings have higher odds of using contraceptives compared 
to women whose husbands entirely decide on these eco-
nomic issues. Our findings concur with evidence derived 
from earlier studies in Nigeria and Bangladesh [36, 37]. 
Blackstone and Iwelunmor [36] found a lower likelihood 
of modern contraceptive use among couples in which 
male partners hold primary decision-making power in 
Nigeria. Our findings also affirm what Uddin et  al. [37] 
found in Bangladesh. They found that, compared to a 
spouse who jointly makes decisions about major house-
hold purchases, the odds of using contraceptives was 
24% lower (OR 0.76; 95% CI 0.55- 1.05) among house-
holds where the husband is the sole decision maker 
about major household purchases. The possible explana-
tion might be that women who can take part in house-
hold decision-making were also able to share in decisions 
associated to contraceptive use. Participation in decision-
making power on contraceptive use are more related to 
women’s autonomy to decide jointly with their husband 
on issues relating to their reproductive life.

The findings also revealed a significant association 
between the decision on visits to family or relatives. 
Uddin et al. [37] found that the involvement of the hus-
band alone or others in decisions particularly concern-
ing the visit to family or relatives is associated with 
lower contraceptive use compared to concordant joint 
decision-making in Bangladesh. The plausible explana-
tion was that when women’s freedom to physical mobil-
ity is usually controlled by husbands or other family 
members, it may restrict their access to reproductive 
health resources and information. The authors attribute 
the authority to control women’s physical mobility to the 
Muslim institution of purdah in Bangladesh. In contrast, 
we found that the involvement of women alone in deci-
sions concerning visits to family or relatives is signifi-
cantly associated with lower contraceptive use compared 
to decision-making by the husband alone. This finding 
can plausibly be explained by the argument that not all 
decision-making items are strategically important for 
women’s autonomy and power as far as decisions on con-
traceptive use are concerned.

Strengths and limitations
Since these findings are cross-sectional, we were limited 
in our ability to infer causation and can only demonstrate 
associations between contraceptive use and potential indi-
cators of decision-making power. Regardless of these limi-
tations, the strength of the study lies in the relatively large 
sample size that gave the study the statistical power to run 
rigorous analyses. Also, our findings are generally consist-
ent with existing findings.

Conclusion
The results of the study showed that joint household deci-
sion-making is a strong predictor of married women’s con-
traceptive use in Mali. Contrarily, women’s decision alone 
about visits to family and relatives was found to be less 
likely to predict contraceptive use. As a result, it is recom-
mended to the ministry for the advancement of women, 
children and families and related stakeholders to improve 
efforts to empower women in joint decision-making and 
encourage men’s involvement in contraceptive decision-
making. These could help in the attainment of Sustainable 
Development Goal 3.
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