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Abstract

Childhood illnesses are a leading cause of mortality among children under five, especially in
low- and middle-income countries, where an estimated 4.9 million children die globally from
preventable diseases. In Nigeria, a country with one of the highest child mortality rates, this
issue intersects with deeply embedded patriarchal norms that may limit women's decision-
making autonomy. However, the association between women’s decision-making autonomy

and care-seeking for childhood illness remains understudied.

This cross-sectional study investigated whether women's decision-making autonomy is
associated with care-seeking for diarrhoea, fever, cough, and short rapid breaths in children
under five in Nigeria. Data from the 2024 Nigerian Demographic and Health Survey were
analysed using descriptive statistics, bivariate associations, and binomial logistic regression to

estimate odds ratios and adjust for sociodemographic confounders.

The prevalence of high decision-making autonomy among 6,031 Nigerian women aged 15-49
was 30%, and the prevalence of care-seeking for childhood illness symptoms was 65%. Results
concluded that, after adjusting for confounders, high decision-making autonomy was no longer
statistically associated with seeking care for symptoms of childhood illness (adjusted OR = 1.0,

95% CI: 0.8-1.1, p = 0.571).

These findings imply that structural and contextual factors, such as wealth, place of residence,
and maternal education, may exert a stronger influence on care-seeking decisions than
autonomy alone. Future research should examine how relational autonomy influences care-
seeking for individual symptoms and differentiate between formal and informal healthcare
providers. Understanding these interactions remains vital in contexts like Nigeria, where

preventable mortality among children under five remains a pressing concern.
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1.0 Introduction

1.1 Global Child Health

Child health is a central component of global health and has traditionally been defined as the
absence of disease and disability (1). However, over the years, this narrow definition has
expanded to incorporate a more comprehensive, dynamic, and multidimensional understanding
of child health. It now includes not only physical well-being but also the child’s ability to
achieve their developmental potential, meet their needs, and engage effectively with their

biological, physical, and social environments (1).

Child health is influenced by a complex interaction of factors, as illustrated by a recent child
health model (1). This model frames these influences as interconnected domains, including
biological, behavioural, social, and physical environments, operating within the broader
context of policies and service provision. These domains interact continuously rather than in
isolation, and their relative influence changes over the course of the child’s life. As children
grow and accumulate experiences, the arrangement of these influences develops. As a result,
even when exposed to similar conditions, children may experience different health outcomes
due to variations in their underlying biological traits, such as genetic factors, prenatal

exposures, and early-life conditions (1).

The United Nations (UN), together with stakeholders such as the World Health Organization
(WHO) and the United Nations Children’s Fund (UNICEF) work in partnership at global and
regional levels to improve the health of children worldwide. Children’s health and outcomes
differ across the globe, with those in low- and middle-income countries (LMICs) being most

affected by health inequalities (2).

The aim of Sustainable Development Goal (SDG) 3.2 is to eliminate preventable deaths among
newborns and children under five (3). Under-five mortality rate is defined as the “probability
of dying between birth and exactly five years of age, expressed per 1,000 live births” (4). All
countries worldwide are striving to reduce neonatal mortality to 12 per 1,000 live births and
under-five mortality to 25 per 1,000 live births (3). However, despite these aims, child mortality
remains a major global challenge. In 2024, an estimated 4.9 million children died before

reaching the age of five, with many of the causes being preventable (4,5). In neonates, the main



causes of death are preterm complications, birth asphyxia, and neonatal infections (4,5).
Overall, the leading causes of death in children under five are pneumonia, diarrhoea, and
malaria (4,5). Although some progress has been achieved in reducing under-five mortality,
preventable infectious diseases continue to be a leading cause of death, emphasising the

ongoing burden of childhood illness globally.

1.2 Childhood Illnesses

In 2024, the leading causes of mortality in children under five were preventable childhood
illnesses, especially in LMICs (5). These include lower respiratory tract infections (20%),
malaria (16%), and diarrhoea (15%) (4,6). Common symptoms of childhood illnesses are
diarrhoea, fever, cough, and short rapid breaths (SRB), which are influenced by environmental
and socioeconomic factors (5). Unlike many other diseases, both acute respiratory infections
(ARI) and diarrhoea are largely preventable through effective public and global health

intervention strategies (5).

Preventative and treatment intervention strategies target nutrition, infection prevention, and
management. Key strategies include promoting exclusive breastfeeding, followed by
appropriate complementary feeding, to improve child growth and reduce susceptibility to
infections. Other proven interventions include routine vaccinations, insecticide-treated malaria
nets, vitamin A supplementation, and improvements in water, sanitation, and hygiene (WASH)
(5,6). Effective treatments for childhood illnesses include antibiotics, zinc supplements, and

oral rehydration therapy (ORS) (5,6).

In response to the persistent burden of childhood mortality from pneumonia and diarrhoea, the
Global Action Plan for Prevention and Control of Pneumonia and Diarrhoea (GAPPD) was
introduced in 2013, aiming to reduce diarrhoea incidence by 75% and mortality to less than
one per 1,000 live births by 2025 (5). Crucially, the GAPPD recognised that achieving these
targets required not only clinical and preventative interventions but also community-level
action, including women's active role in child health (5). However, progress has been limited.
Between 2013 and 2023, pneumonia mortality in children under five fell from 129.8 to 94.8
per 100,000, and diarrhoea mortality from 90.8 to 49.3 per 100,000, with the highest rates
persisting in Sub-Saharan Africa, followed by South-East Asia (7,8).



Despite these efforts, children in LMICs continue to be disproportionately at greater risk of
experiencing one, if not more, of these childhood illnesses. Children from poorer households,
less educated parents, and those with difficulty accessing healthcare facilities are especially
vulnerable (9,10). Since many of these childhood deaths are preventable, particularly if care is
sought promptly, this underscores the crucial role of caregivers’ care-seeking behaviours in

improving children’s health outcomes.

1.3 Importance of Timely Care-Seeking for Childhood Illnesses

Timely care-seeking is defined as seeking care from healthcare facilities within 24 hours of
symptom onset (11). It is critical for reducing the severity and mortality of childhood illnesses
(11). Evidence indicates that up to two-thirds of deaths in children under five are linked to
delayed care-seeking (12). To address this issue, the WHO developed the Integrated
Management of Childhood Illness (IMCI) strategy (13). This strategy aims to reduce illness,
disability, and mortality among children under five while promoting healthy development. It
emphasises prevention, timely care-seeking, and appropriate treatment. The strategy promotes
community practices, enhances healthcare professional skills, and makes health systems more

efficient (13).

Multiple studies provide evidence of persistent delays in care-seeking for childhood illnesses.
Approximately 75% of caregivers seek care after 24 hours of symptom onset, with many
waiting two to three days before visiting a healthcare facility (14—16). Even when caregivers
receive information from healthcare providers about the importance of early care-seeking, this

knowledge often does not prompt action, highlighting a gap between awareness and behaviour

(15).

The main delays in care-seeking arise from a combination of economic, social, and contextual
factors. Firstly, the financial cost of seeking advice and treatment is a significant barrier for
households trying to access timely care (16—19). Secondly, caregivers’ education and health
literacy can hinder their ability to recognise symptoms and danger signs, delaying appropriate
responses (18,20,21). Moreover, many caregivers prefer to wait and see if symptoms improve.

Many treat children at home with herbal remedies or leftover medication from previous



illnesses, demonstrating a lack of understanding of proper management practices (15,16,19).
Additionally, transportation difficulties and distance from healthcare facilities are major
barriers, particularly for those in rural areas, while living in urban areas acts as a protective
factor (17-19). Finally, cultural and religious beliefs influence timely care-seeking, often
determining when and where care is sought (17,22). Decision-making within families and
households can cause further delays because of the involvement of parents, extended family,
and the community, even when they can provide valuable advice or mobilise resources (17).
These delays reflect not only caregiver barriers but also broader structural and socio-cultural

constraints.

1.4 Women’s Decision-Making Autonomy

One key factor influencing care-seeking behaviour is women’s decision-making autonomy
within the household (23). Decision-making autonomy refers to an individual's capacity to
reason, make informed decisions, and act on them freely, in the absence of external interference
or limitations (24). Women’s autonomy is often conceptualised and measured through various
indicators, such as their decision-making ability over their own health, mobility, household
purchases, and control over assets and income. It also encompasses whether these decisions
are made independently, jointly with others, or solely by a partner or family member (23,25—
28). Women’s autonomy is shaped by broader structural factors, such as economic status, place
of residence, education, and employment, all of which influence their capacity to make

autonomous decisions (29).

Within constrained health-system environments, women’s decision-making autonomy plays a
crucial role in shaping health outcomes for both women and their families (23,27). However,
significant regional disparities remain. In countries of Europe, South-East Asia, and Latin
America, women participate in over 80% of decision-making regarding their own healthcare
(30). Meanwhile, in Sub-Saharan Africa and Central and Southern Asia, it is less than 70%
(30). Greater decision-making autonomy in healthcare has been shown to correlate with better
health outcomes (31). These differences in autonomy have important implications for health

behaviours, particularly regarding care-seeking for children.



1.5 Women’s Decision-Making Autonomy as a Driver of Care-Seeking for their

Children

Within traditional households, women are the primary caregivers, while the fathers are the
providers and supervisors (32). Women's capacity to initiate care-seeking varies considerably
depending on household decision-making structures. In some households, the father may be
the primary care-seeker (33), or the decision-making process involves the rest of the family,

which, as mentioned, can either delay care or serve as a protective factor when seeking care

(17).

Women’s decision-making autonomy is widely recognised as a key determinant of healthcare
utilisation and child health outcomes. When women possess greater autonomy over health-
related decisions, they are more likely to identify illness, decide to seek timely care, and have
the ability to mobilise resources such as finances and transportation for their children
(23,33,34). Meanwhile, limited decision-making has been associated with delayed or foregone

care-seeking, which in turn negatively impacts child survival and health outcomes (15,35).

Such limitations are reflected in data from LMICs, where a multi-country analysis found that
over two-thirds of women have low decision-making power across Sub-Saharan Africa (23).
Care-seeking for common childhood illnesses such as diarrhoea and ARI remained low, with
less than half seeking advice or treatment from a health provider (23). Similar patterns have
been observed in LMICs in South Asia, further emphasising the importance of women’s
decision-making autonomy on healthcare-seeking behaviours and improved child health
outcomes (35-38). Collectively, these findings highlight the interplay between women’s
autonomy and decision-making dynamics in determining whether and when children access

healthcare.

1.6  Burden of Childhood Illnesses in Nigeria

Nigeria carries a disproportionate burden of global under-five mortality, with ARIs, diarrhoea,
malaria and neonatal conditions among the leading causes of death (39). Despite progress in
recent decades, under-five mortality in Nigeria remains among the highest globally. It is

estimated at 105 deaths per 1,000 live births in 2023, compared to 182 per 1,000 live births in



2000 (39). However, this is above the SDG target of 25 deaths per 1,000 live births (3). This
continuing high rate reflects ongoing challenges in child health and access to quality healthcare
services. Although some regions of Nigeria have implemented IMCI strategies, demonstrating
improved WASH practices and reduced prevalence of diarrhoeal and respiratory diseases

compared to non-IMCI areas, there are still significant implementation gaps across the country

(40).

Despite these efforts, high levels of childhood morbidity and mortality in Nigeria are driven by
multiple interlinked factors (40,41). Poverty increases vulnerability to illness through poor
nutrition, unsafe housing, inadequate sanitation, and air pollution, which increase exposure to
infectious diseases. Regional disparities also play a significant role; while rural areas may have
cleaner air than urban areas, they often face poorer sanitation and limited healthcare system
capacity (40,41). Furthermore, social determinants specific to the Nigerian context compound
these challenges. Nigeria has one of the highest rates of out-of-school children globally,
contributing to low parental education levels and limited health literacy (42). These factors
collectively create an environment in which timely and appropriate care-seeking for childhood

illness remains a significant challenge in Nigeria.

1.7  Care-Seeking for Childhood Illness in Nigeria

As a result, many Nigerian children still experience delays in or lack of appropriate care-
seeking for symptoms of common childhood illnesses, which can lead to worsening disease
severity (43,44). Findings vary across regions; one study found that only 50% of caregivers
sought healthcare for children with diarrhoea, indicating that while many could recognise
illness symptoms, there was limited recognition of the need for medical care (43). Another
study reported that although more than 70% of caregivers sought care for symptoms of
childhood illness, only one-third sought healthcare on the same day or the day after symptom

onset; therefore, the majority did not meet the definition of timely care-seeking (44).

In Nigeria, delays in seeking care often arise from intertwined factors, including caregivers'
lack of disease recognition, self-diagnosing, and self-medicating, with a reliance on home-
based treatments and misuse of antibiotics (33,45—48). These issues are amplified by financial

and geographical barriers to healthcare access, as well as cultural and religious beliefs prevalent
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across many Nigerian communities, such as the preference for traditional healers, spiritual
explanations for illness, or beliefs that prohibit biomedical treatment, all of which affect when
and how healthcare is sought (49). Together, these barriers significantly increase the risk of

disease complications and under-five mortality (47).

Socioeconomic status also strongly influences care-seeking behaviours in Nigeria. Children
from wealthier, urban, more educated families, particularly those whose mothers have
previously used health services (e.g. antenatal care and facility delivery), have access to mass
media, and are currently working, are more likely to be taken to a healthcare provider for

treatment of childhood illness (43—45,50).

1.8  Gender Norms, Women’s Decision-Making Autonomy and Care-Seeking

for Childhood Illnesses in Nigeria

Gender norms in Nigeria are deeply embedded within its patriarchal social structure, where
male privilege is reinforced through culturally defined roles and expectations (51). Within this
context, gendered responsibilities are typically defined so that men are providers, financial
decision-makers, and household supervisors, while women are expected to have primary
responsibility for childcare and household duties (32,52,53). Despite policy efforts such as the
National Gender Policy aimed at promoting gender equality, these gender norms persist and
are socially enforced within the community and wider society, with significant social
consequences for those who do not conform (54). Both men and women may face stigma from
the community, including shame and social exclusion. However, women often face more

severe consequences, such as banishment or intimate partner violence (52).

These gendered expectations translate into unequal power relations within the household.
Women'’s decision-making roles are often confined to routine domestic tasks, and even these
may be subject to male influence, which significantly limits women’s autonomy (52).
Women’s mobility is often restricted, and access to healthcare commonly requires spousal
permission. As a result, men frequently control decisions regarding when and where healthcare

is sought, including for antenatal care, postnatal care, and childhood illnesses (45,52,54).
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National data further reflects these inequities; according to the 2024 Nigeria Demographic and
Health Survey (NDHS), only one-third of married women participate in all decision-making,
with less than half having sole or joint decision-making power on their own healthcare and
major household purchases (55). As a result, married women in Nigeria have some of the
lowest levels of decision-making autonomy globally, particularly in relation to healthcare
(25,29). Therefore, this study focuses on married women, in line with existing research on

decision-making autonomy in similar contexts (27,34,56).

These ingrained gender roles significantly shape caregiving and healthcare-seeking behaviours,
as illustrated by evidence from northern Nigeria. In Kebbi, where women have particularly low
levels of autonomy, the father was not only the primary decision-maker but also the care-
seeker, which resulted in delayed and inappropriate care-seeking for childhood illnesses (33).
Therefore, despite being primary caregivers, women’s ability to act on children’s health needs

is often constrained by limited decision-making autonomy.

1.9  Problem Statement

Existing evidence suggests that women’s decision-making autonomy plays an important role
in child health outcomes (15,35). Studies in Nigeria have shown that mothers with greater
decision-making autonomy are more likely to ensure that their children are fully immunised
(56), and greater women’s empowerment has been associated with lower levels of under-five
mortality (57), indicating that women’s autonomy could shape how health resources are
accessed and used. However, much of the literature in Nigeria has focused primarily on
decision-making autonomy in relation to women’s health (29,58), facility-based delivery (53),
antenatal care (59), and childhood nutrition (52). To date, there is limited research that has
explicitly examined the association between women’s decision-making autonomy and care-
seeking for childhood illnesses in children under five in Nigeria, representing a critical gap

given the country’s persistently high burden of under-five mortality.
Addressing this gap will contribute to the evidence base needed to understand the determinants

of care-seeking behaviour and support reductions in preventable child mortality. It is also

crucial for Nigeria to progress towards achieving SDG 3.2, which aims to end preventable
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deaths of children under five, and SDG 5.4, which targets the end of all forms of discrimination

against all women and girls (3).

2.0 Aim and research question

Aim

This study aimed to examine the association between married women’s decision-making
autonomy and care-seeking for symptoms of illnesses among children under the age of five,

using the 2024 Nigeria Demographic and Health Survey.

Research Question

Is there an association between married women’s decision-making autonomy and care-seeking

for children under five with symptoms of childhood illnesses in Nigeria?
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3.0 Concept Map

Figure 1 presents the concept map for this study, developed from a review of the existing
literature that identified variables associated with both women’s decision-making autonomy
and care-seeking for childhood illnesses. Four variables available in the dataset were
subsequently selected as confounders: wealth index, place of residence, women’s education,
and women’s employment. These variables were included in the analysis because they may
independently affect both the exposure and the outcome, and adjusting for them helps minimise
confounding and enhances the validity of the association between women’s decision-making

autonomy and care-seeking for symptoms of childhood illness.

Higher household wealth is associated with greater healthcare-seeking behaviour for childhood
illness (37,60) and with greater decision-making autonomy (25,27,37). It reduces financial
barriers to seeking care and may give women more control over household resources. Women
living in urban areas are more likely to take their children to healthcare facilities, likely due to
shorter travel distances, greater service availability, and stronger health system infrastructure
(60,61). Conversely, women in rural areas may have lower levels of autonomy, as they are

more heavily influenced by social and cultural norms (25,29).

Maternal education is a well-established determinant of child health outcomes, influencing
health literacy, symptom recognition, and caregiving practices. Higher levels of education are
significantly associated with care-seeking for childhood illnesses (14,21,61,62). Similarly,
women with higher education tend to have greater decision-making autonomy, as they have a
greater understanding of women’s rights, negotiation skills, and greater confidence in making
independent decisions (29,38,63,64). Employed mothers are more likely to seek healthcare for
their children, partly because employment provides financial resources for healthcare costs
(50,62). Employment is also associated with greater autonomy, as employed mothers are more
likely to participate in household decisions by reducing their financial dependence on their

partner and having greater leverage in household decision-making (36,38,63,64).
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Autonomy of Childhood Illness
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Figure 1. Concept map showing the relationship between women’s decision-making autonomy
and care-seeking for symptoms of childhood illness. As well as the chosen confounders: wealth

index, place of residence, women’s education and women'’s employment.

4.0 Methods

4.1  Study Design

This quantitative study employed a cross-sectional study design to investigate the association
between women’s decision-making autonomy and care-seeking for symptoms of childhood
illness. This study utilised secondary data from the 2024 NDHS conducted between December
2023 and May 2024. The NDHS utilises standardised DHS data collection protocols, adapting
the model questionnaire specifically to address Nigeria’s unique demographic and health
priorities (55). The purpose of the NDHS is to collect comprehensive data that allows for the
monitoring of the country’s health and population trends, including aspects such as
reproductive health, maternal and child health, nutrition, disease awareness, and more. This
data can be used as evidence to inform policymakers in developing and implementing effective
healthcare strategies aimed at achieving the SDGs (55). Conducted by the National Population
Commission (NPC) and the Federal Ministry of Health and Social Welfare (FMOHSW), the
NDHS was funded by the Government of Nigeria alongside international donors, including the
United States Agency for International Development (USAID), the United Nations Population
Fund (UNFPA), UNICEEF, the Global Fund to Fight AIDS, Tuberculosis and Malaria (The
Global Fund), and the Bill & Melinda Gates Foundation. Technical assistance was provided by
the ICF and the WHO (55).
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4.2 Study Setting

Nigeria is a country located in West Africa with an estimated population of around 230 million
people (65). There is a large population of young people under 30 years old, with a median age
of 18. The country also has a high fertility rate, especially in rural areas (66,67). Nigeria is
ethnically and religiously diverse, comprising over 250 ethnic groups and 520 regional
languages. The predominant ethnic groups are Hausa-Fulani, Yoruba, and Igbo, with Islam and

Christianity being the main religions (66).

Although Nigeria is one of the wealthiest countries in Africa, with a Gross Domestic Product
(GDP) of US$430 billion, it remains an LMIC. A large proportion of the population lives in
poverty (63%), which has increased in recent years (40% in 2019) following two economic
recessions (67,68). Although oil exports drive the economy, agriculture employs nearly a third
of the labour force, and the information and financial technology sectors are steadily expanding

(67,68).

With a large population, the country faces a high disease burden from both communicable and
non-communicable diseases. In recent years, Nigeria has experienced several outbreaks and
public health emergencies, including Yellow Fever, Monkeypox, and Lassa Fever (69).
Furthermore, in 2024, respiratory infections continued to be among the leading causes of death,

and the average life expectancy being 56 (67).

In Nigeria, there is a three-tiered health system which includes a federal, state, and local
structure. However, poor implementation and a lack of trust in the health system undermine its
effectiveness. The infrastructure and health workforce are inadequate for the population size,
with only 3.95 doctors per 10,000 people and limited access to essential health and specialised
services in rural areas. Consequently, the private sector delivers 70% of healthcare services,
and many rural residents depend on unregulated and traditional practitioners outside the formal

healthcare system (67).

These structural gaps are further exacerbated by insufficient health financing. The government

allocates only 5% of the total budget towards health spending, which is below the Abuja target
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of 15% (67). This results in high out-of-pocket spending, accounting for 75% of total health
spending, exposing households to catastrophic expenditure risks (67). Recent reforms,
including the National Health Insurance Authority Act (2023) and the implementation of the
National Health Insurance Scheme (NHIS) and Basic Health Care Provision Fund (BHCPF).
These have been found to have limited reach and incomplete coverage (70-73). Evidence
indicates that maternal health insurance improves women’s healthcare utilisation and improves
child health outcomes, such as increased vaccination rates, fewer diarrhoeal episodes, and
better access to treatments, thereby reducing under-five mortality (74,75). However, coverage
remains predominantly among wealthier, urban families working in the formal sector, leaving

the majority reliant on community-based schemes or direct out-of-pocket payments (73,75).

4.3  Sampling Design

The sampling design is based on the digital Population and Housing Census in Nigeria. To
produce nationally representative results, the NDHS was designed to analyse urban and rural
areas separately across all 36 states and the Federal Capital Territory. A stratified two-stage
cluster sampling design was employed, creating 74 sampling strata and 1,400 enumeration
areas with probabilities proportional to their size. This was split between 701 urban and 699
rural areas, with 30 households systematically sampled per primary sampling unit. This
resulted in a total sample size of 42,000 households in which Global Positioning System (GPS)
data was also collected during the interview. The sampling excluded populations living in

institutions such as barracks and prisons (55).

4.4  Study Population and Sample

Among the households surveyed, 39,050 women aged 15-49, defined as either permanent
household members or visitors who had stayed in the household the night before the survey,

were eligible and included in the data sample. This resulted in a 98% response rate (55).

In this study, the analytic sample was limited to married women who were mothers and had
been chosen as caregivers. Women who were not currently married, i.e. those who have never
been in a union, those who are currently living with a partner (but are not married), or those

who are divorced, widowed, or no longer living together/separated, were excluded. This is
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because the NDHS measured women’s decision-making among married women, and this study
aimed to investigate the decision-making autonomy of married women specifically in Nigeria

(55).

This study aimed to investigate care-seeking for children under five with symptoms of
childhood illness. Therefore, mothers who had not had a live birth in the last five years
preceding the survey or whose child was no longer alive were excluded. Furthermore, mothers
whose children experienced symptoms such as diarrhoea, fever, cough, and short rapid breaths,
in the two weeks preceding the survey were included. Participants with missing data on whether
they sought any advice or treatment for these symptoms were also excluded. After applying
the exclusion criteria and removing cases with missing data, a final sample of n = 6,031 was

analysed in this study (Figure 2).

4.5 Data Collection

Prior to the field worker deployment, comprehensive training and pre-testing were carried out
between September and December 2023. This involved mock interviews and biomarker
standardisation. Data collection was conducted by 37 teams, comprising a total of 355
participants, between the 1%t of December 2023 and the 7" of May 2024. Each team comprised
of a supervisor, a computer-assisted personal interviewing (CAPI) supervisor, five interviewers
(three female, two male), two biomarker technicians, and a driver. Throughout the data

collection period, weekly strategy and monitoring meetings were held among the supervisors,

the NPC, and the ICF (55).

The interviews were carried out in the four main languages: English, Hausa, Yoruba, and Igbo.
The NDHS used Household, Women’s, Men’s, and Biomarker questionnaires (55). To
examine maternal care-seeking for symptoms of childhood illness, this study employed the
Women’s questionnaire and specifically the children’s recode (KR) data set, which provides
comprehensive health and demographic indicators for both mothers and children. Specifically,
it examined the occurrences and treatment of childhood illnesses. Childhood illness was
determined based on maternal recall of symptoms of diarrhoea, fever, cough, or short rapid
breaths within two weeks prior to the interview. However, these symptoms were reported based

on maternal perception of illness rather than clinical verification (55).
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Survey data was collected digitally on Android tablets using CSPro software, developed by the
ICF, the U.S. Census Bureau, and Serpro S.A. The CAPI system maintained data integrity
through real-time automatic data validation, including range checks, automated skip patterns,
and consistency checks. All data collected was sent daily to a central server for processing and
management. To further improve accuracy, secondary editing was carried out alongside active

data collection (55).

4.6 Variables

Independent Variable

The independent variable in this study was women’s decision-making autonomy. It was
categorised as either “Low decision-making autonomy” or “High decision-making autonomy”.
This variable was measured using three decision-making questions from the 2024 NDHS.
Participants were asked who the primary decision-maker was for the “Respondent’s
healthcare”, “Large household purchases” and “Visits to family or relatives”. Responses for
each question were recorded as either “Respondent alone”, “Respondent and husband/partner”,

“Respondent and other person”, “Husband/partner alone”, “Someone else”, or “Other”.

The data was transformed and recoded for analysis. Responses of “Respondent alone”,
“Respondent and husband/partner”, or “Respondent and other person” to any decision-making
question were coded as “1”. Meanwhile, “Husband/partner alone”, “Someone else”, or “Other”
were coded as “0”. Respondents with a total score of less than three across all three questions
were classified as having “Low decision-making autonomy”, whilst those with a score of three

were classified as having “High decision-making autonomy”.

Outcome Variable

The outcome variable in this study was care-seeking for symptoms of childhood illness, defined
as whether advice or treatment was sought for recent symptoms of illness among children under
five from any provider. It was measured as a binary variable (Yes/No), indicating whether the

caregiver reported seeking care from any healthcare providers* for the child’s symptoms.
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Children were included in the outcome analysis if they answered “Yes” to any of the symptoms
of diarrhoea, cough, fever, or short, rapid breaths (SRB) within the two weeks preceding the
survey, as specified in the inclusion criteria. Then, for these children, a response of “Yes” to
seeking care from any one of the recognised providers* was coded as “Yes” (Sought Care),

while a response of “No” to all providers was coded as “No” (Didn’t Seek Care).

*The healthcare providers included: teaching hospital, federal medical centre, general hospital,
primary healthcare centre, primary health clinic, health post, other public sector, private
hospital, pharmacy, private doctor, private clinic, patent & proprietary medicine vendors,
mobile clinic, maternity centre, other private medical sector, faith-based hospital, faith-based

clinic, other NGO sector, shop, traditional practitioner, market, itinerant drug seller, other (55).

Confounders

This study selected four confounders based on their theoretical relevance and potential to

influence the association between the exposure and outcome variables (Figure I).

Firstly, wealth index was chosen as a confounder. Wealth index was categorised into five
quantiles: “Poorest”, “Poorer”, “Middle”, “Richer”, and “Richest”. In this study, the “Poorest”
quantile was used as the reference category. Wealth index is a composite measure of household
socioeconomic status. It is based on housing characteristics, such as drinking water source,
sanitation facilities, and building materials, as well as on ownership of certain assets, such as
cars, bicycles, and televisions. From this, the households were ranked according to their scores
within the national population. The national score was then divided into five equal quantiles,

each containing 20% of the population (55,76).

Secondly, the place of residence was chosen as a confounder. The place of residence was
categorised into two groups: “Rural” and “Urban”, with “Rural” selected as the reference
category. Thirdly, women’s education was a selected confounder. Education was categorised
into four groups: “No education”, “Primary”, “Secondary”, and “Higher”. In this study, “No
education” was used as the reference category. Finally, women’s employment was included as

a confounder. Employment was measured by whether the respondent was “Currently working”
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(“Yes”) or “Not currently working” (“No’’). Where “Not currently working” was used as the

reference category.

4.7  Statistical Analysis

The data analysis was carried out using Jamovi for macOS, version 2.7.12.0.

Descriptive Statistics

Descriptive statistics were initially performed to examine the frequencies and percentages of
the total sample for the socio-demographic characteristics of the women and children. All
variables were categorical, except time to the healthcare facility, which was the only continuous

variable, for which the mean and standard deviation were reported.

Bivariate Analysis

Pearson's Chi-squared test was conducted to examine the association between women’s
decision-making autonomy and care-seeking for symptoms of childhood illness. As well as to

individually assess the association between the outcome and the different confounders.

Logistic Regression

Finally, binomial logistic regression was performed to investigate the unadjusted and adjusted
associations between women’s decision-making autonomy and care-seeking for symptoms of
childhood illness. Univariate regressions were conducted separately between the exposure and
outcome, and then between the confounders and the outcome individually. For the adjusted

analysis, all variables were included in the model.

A significance level of p-value (<0.05) was used for all analyses. Odds Ratio (OR) and 95%

Confidence Intervals (CI) were also reported to interpret the association between the variables.

Sensitivity Analyses

Several sensitivity analyses were performed to assess the robustness of the main findings.
Firstly, a missing-data analysis was performed to compare the sociodemographic

characteristics of participants with complete outcome data and those excluded due to missing
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care-seeking data (n = 1,120), using Pearson's Chi-squared test. Since this represented a
significant portion of those reporting childhood illness symptoms (15.7% of 7,151), it was
important to assess whether the excluded group differed from those included in the primary
analysis, as such differences could introduce bias and impact the sample's representativeness.
Secondly, cough was excluded as an outcome symptom in childhood illnesses. Although cough
is arecognised symptom of ARI and may accompany fever, it was not consistently included in
existing literature. Child age and sex were also individually added as additional confounders
to determine whether their inclusion affected the main results, as evidence in the literature is
mixed; some studies found no significant association between these child-level characteristics
and care-seeking (20), while others suggested they may influence a caregiver's decision to seek
care (12,14,37). Additionally, women living with a partner were included alongside married
women to see if excluding this group introduced selection bias. While this study followed the
NDHS decision-making questions, which focused on married women (55), some studies
include women in union/living with a partner alongside married women (26,77,78). Therefore,
a sensitivity analysis was conducted to investigate whether expanding the sample in this way

influenced the main finding.

4.8 Ethical Considerations

This study utilised data from the 2024 NDHS, which is available to the public domain and can
be accessed from the DHS programme website. Prior to use of the data, formal permission to
download the dataset was granted following an application and approval by the programme in

accordance with data access and privacy policies (79).

Ethical approval for the NDHS survey methodology and instruments was granted by the ICF
Institutional Review Board Ethics Committee and the National Health Research Ethics
Committee of Nigeria (55). The dataset was anonymised to maintain confidentiality, and
informed consent was obtained from participants prior to data collection, to emphasise that the
respondent’s participation is voluntary and they have the right to withdraw at any time, in
accordance with the Helsinki Declaration (79). This dataset was not shared with any third
parties. As this is a secondary data analysis using de-identified, publicly available data,

additional ethical approval and individual informed consent were not required.
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5.0 Results

5.1  Participant Selection Flowchart

Figure 2 shows how participants were selected for this study. The 2024 NDHS surveyed a total
0f 39,050 women aged 15-49. Of these, 27,783 had a live birth in the five years preceding the
survey. Among them, 25,557 mothers had children who were still alive, and 23,122 women
were married with children under five who were still alive. Of these, 7,151 mothers reported
symptoms of childhood illness in the two weeks preceding the survey. The final analytical

sample comprised 6,031 mothers with complete data on care-seeking for these symptoms.
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Women aged 15-49 interviewed in the 2024
Nigeria DHS
N =139,050

v

Women with no live births in the last 5 years
Excluded N = 11,267

Women with a live birth in the 5 years
preceding the survey
N =27,783

v

Women with living children <5
N =25,577

Child no longer alive
Excluded N = 2,206

Married women with living children <5
N =23,122

Women not currently married
Excluded N = 2,455

A 4

Women with children <5 who experienced
symptoms of childhood illness in the 2 weeks
preceding the survey

N=7,151

Children <5 who had no symptoms of
diarrhoea, fever, cough or short rapid breaths
in the last 2 weeks

Excluded N = 15,971

A 4

Final analytical sample
N =6,031

Missing data on care-seeking for symptoms of
childhood illness
Excluded N =1,120

Figure 2. Flowchart showing participant selection, outlining exclusion criteria and the derivation of

the final analytical sample. Symptoms of childhood illness include diarrhoea, fever, cough or short rapid

breaths.
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5.2 Main Findings

Descriptive Characteristics of the Study Sample

Table 1 shows the sociodemographic and characteristic details of the women and children
included in this study. Overall, the study sample comprised 6,031 participants. The largest
proportion of the population was in the ‘poorest’ or ‘poorer’ wealth index categories (28.8%

and 20.7%, respectively). Around 65% of the women lived in rural areas (64.8%).

Furthermore, nearly half of the women had no education (48.3%), with 11.9% having only
primary education, 30.3% having up to secondary education, and 9.5% possessing higher
education. Overall, more women were currently working (57.2%) than not currently working.
Among the mothers, 34.8% were aged 15-26, 34.6% were aged 27-33, and 30.6% were aged
34-49. The mean time to the nearest healthcare facility was 28 minutes, and nearly all

participants were not covered by health insurance (96.9%).

The age of the index child at the time of the mother’s interview varied. A quarter of the children
were between one and two years old (26.3%), followed by 22.7% who were under one year
old. Additionally, there was an even distribution of sexes among the children (51.2% male and
48.8% female). Furthermore, a large percentage of mothers had fewer than four children
(65.6%).

nn

Finally, the majority of respondents (70.7%) did not answer "respondent alone," "respondent
and husband/partner jointly", or “respondent and other person” across all three decision-
making questions and were therefore classified as having low decision-making autonomy. Of
the 6,031 children under 5 whose mothers were interviewed, 65.2% of the mothers reported

seeking care for symptoms of childhood illness.
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Table 1. Socio-demographic characteristics of the women and children in the analytic sample

(N =16,031).
Characteristics n (%) or mean (+SD)
Wealth index
Poorest 1738 (28.8)
Poorer 1249 (20.7)
Middle 1198 (19.9)
Richer 1047 (17.4)
Richest 799 (13.2)
Place of residence
Rural 3910 (64.8)
Urban 2121 (35.2)
Women’s education
No education 2914 (48.3)
Primary 715 (11.9)
Secondary 1827 (30.3)
Higher 575 (9.5)
Women’s employment
Not currently working 2582 (42.8)
Currently working 3449 (57.2)
Age of woman in years
15-26 2099 (34.8)
27-33 2084 (34.6)
34-49 1848 (30.6)
Minutes to nearest healthcare facility 28.0 (£32.1)
Covered by health insurance
No 5842 (96.9)
Yes 189 (3.1)
Age of child (years)
0-1 1369 (22.7)
1-2 1589 (26.3)
2-3 1105 (18.3)
3-4 1070 (17.7)
4-5 898 (14.9)
Sex of child
Male 3085 (51.2)
Female 2946 (48.8)
Birth order
<4 3954 (65.6)
>5 2077 (34.4)
Women’s decision-making autonomy
Low decision-making autonomy 4263 (70.7)
High decision-making autonomy 1768 (29.3)
Care-seeking for symptoms of childhood illness
Didn’t seek care 2097 (34.8)
Sought care 3934 (65.2)
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Bivariate Analysis

The bivariate analysis revealed significant associations between the exposure, confounders,
and outcome (p <0.001) (Table 2). A statistically significant association was observed between
decision-making autonomy and seeking care (p < 0.001). Women with high decision-making
autonomy were more likely to seek care for their children (68.6%) than those with low decision-

making autonomy (63.8%).

There was a positive gradient between wealth index quantile and the percentage of mothers
who sought care for their child. From the poorest quantile, only 57.4% sought care, whereas
76.2% of the richest quantile sought care, showing a significant association (p < 0.001). The
families' place of residence also played a significant role in care-seeking, with urban mothers

seeking care more frequently (70.6%) compared to rural mothers (62.3%) (p <0.001).

There was also a clear positive association between maternal education and care-seeking, with
higher levels of education associated with a greater proportion of mothers seeking care. Among
mothers with no education, 59.8% sought care, rising progressively to 74.4% among those with
higher education (p < 0.001). Employment status also demonstrated a significant association.
Those currently working sought care more often (69.4%) than those not employed (59.6%) (p
<0.001).
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Table 2. Bivariate association between women’s decision-making autonomy and care-seeking
for symptoms of childhood illness, as well as the association between potential confounders

and the outcome. (N= 6,031)

Didn’t Seek Care Sought Care
n (%)
Women’s autonomy decision-
making
Low decision-making autonomy 1542 (36.2) 2721 (63.8)
High decision-making autonomy 555 (31.4) 1213 (68.6)
p-value <0.001
Wealth index
Poorest 740 (42.6) 998 (57.4)
Poorer 451 (36.1) 798 (63.9)
Middle 420 (35.1) 778 (64.9)
Richer 296 (28.3) 751 (71.7)
Richest 190 (23.8) 609 (76.2)
p-value <0.001
Place of residence
Rural 1473 (37.7) 2437 (62.3)
Urban 624 (29.4) 1497 (70.6)
p-value <0.001
Women’s education
No education 1171 (40.2) 1743 (59.8)
Primary 254 (35.5) 461 (64.5)
Secondary 525 (28.7) 1302 (71.3)
Higher 147 (25.6) 428 (74.4)
p-value <0.001
Women’s employment
Not currently working 1043 (40.4) 1539 (59.6)
Currently working 1054 (30.6) 2395 (69.4)

p-value <0.001
Women’s decision-making autonomy was classified as “High decision-making autonomy’

b

when the respondent answered “alone” or “jointly” on all three of the decision-making
variables; everything else was classified as “Low decision-making autonomy”. Care-seeking
was classified based on whether women sought advice or treatment for one of the symptoms
of childhood illness, regardless of the place, versus not seeking care.

Statistical significance when p < 0.05, based on Pearson’s Chi-squared test.
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Logistic Regression

Table 3 presents the unadjusted and adjusted results from the binomial logistic regression
analysis investigating the association between maternal decision-making autonomy and the

care-seeking for their child with symptoms of illness.

Unadjusted Logistic Regression

The univariable logistic regression analysis showed that women with high decision-making
autonomy were 20% more likely to seek care for their child with symptoms of childhood
illnesses compared to those with low decision-making autonomy (OR = 1.2, 95% CI: 1.1-1.4,

»<0.001).

All wealth quantile groups had significantly higher odds of seeking care compared to the
poorest group. Women in higher wealth index quantiles were more likely to seek care, with the
richer and richest groups showing statistically significant associations (p < 0.001). Specifically,
the odds of seeking care were 1.9 times higher in the richer group (OR = 1.9, 95% CI: 1.6-2.2,
p <0.001) and 2.4 times higher in the richest group (OR = 2.4, 95% CI: 2.0-2.9, p < 0.001).
Mothers living in urban areas were 50% more likely to seek care compared to mothers in rural
areas (OR = 1.5, 95% CI: 1.3-1.6, p < 0.001). For education, all levels were significantly
associated with care-seeking compared to no education. Those with primary education had 1.2
times the odds (OR = 1.2, 95% CI: 1.0-1.5, p = 0.022), secondary education had 1.7 times the
odds (OR =1.7, 95% CI: 1.5-1.9, p < 0.001), and mothers with higher education had twice the
odds of seeking care compared to women with no education (OR = 2.0, 95% CI: 1.6-2.4, p <
0.001). Working mothers were 50% more likely to seek care for their children than those who

were not currently working (OR = 1.5, 95% CI: 1.4-1.7, p <0.001).

Adjusted Logistic Regression

In order to remove the effect of the confounders, the data were adjusted by including the
confounders in the regression: wealth index, place of residence, education level, and
employment. After adjusting for these potential confounders, having a high decision-making
autonomy was no longer statistically associated with seeking care, with a p-value of 0.571

(adjusted OR = 1.0, 95% CI: 0.8-1.1).
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To check for multicollinearity, the Variance Inflation Factor (VIF) was also measured. No

significant multicollinearity was detected, as all VIF values ranged from 1.05 to 1.21, which is

below the threshold of 5.

Sensitivity Analyses

Sensitivity analyses were conducted to assess the robustness of the main findings (Annex
Tables 1 and 2). When child age and sex were individually added as additional confounders,
the association between decision-making autonomy and care-seeking remained non-significant
(OR = 1.0, 95% CI: 0.9-1.1, p = 0.597 and p = 0.575, respectively). Excluding cough as a
symptom did not alter the analytical sample, as no child presented with cough as a sole
symptom, and the finding remained unchanged (OR = 1.0, 95% CI: 0.9-1.1, p = 0.571).
Including women living with a partner alongside married women similarly did not affect the
primary finding (OR = 1.0, 95% CI: 0.9-1.1, p = 0.489). Finally, a missing data analysis
comparing the n=1,120 excluded due to missing care-seeking data against those with complete
data found all comparisons to be statistically significant. Women with missing data were more
likely to have high decision-making autonomy, be wealthier, more educated, live in urban

areas, and be currently working (4dnnex Table I).
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Table 3. Binomial logistic regression analysis between women’s decision-making autonomy

and care-seeking for symptoms of childhood illness. (N=6,031)

Sought Care
Unadjusted p-value Adjusted OR p-value
OR (95% CI) (95% CI)
Women’s decision-making
autonomy
Low decision-making
autonomy (Ref)
High decision-making 1.2(1.1-1.4) <0.001 1.0 (0.8-1.1) 0.571
autonomy
Wealth Index
Poorest (Ref)
Poorer 1.3 (1.1-1.5) <0.001 1.2 (1.0-1.4) 0.016
Middle 1.4 (1.2-1.6) <0.001 1.2 (1.0-1.4) 0.0111
Richer 1.9 (1.6-2.2) <0.001 1.5 (1.2-1.8) <0.001
Richest 2.4(2.0-2.9) <0.001 1.7 (1.3-2.3) <0.001
Place of residence
Rural (Ref)
Urban 1.5 (1.3-1.6) <0.001 1.1 (1.0-1.2) 0.427
Women’s education
No education (Ref)
Primary 1.2 (1.0-1.5) 0.022 1.1 (0.9-1.3) 0.515
Secondary 1.7 (1.5-1.9) <0.001 1.3 (1.1-1.5) 0.005
Higher 2.0(1.6-2.4) <0.001 1.2 (0.9-1.6) 0.137
Women’s employment
Not currently working
(Ref)
Currently working 1.5(1.4-1.7) <0.001 1.3 (1.2-1.5) <0.001

Binomial logistic regression was used. Adjusted models control for wealth index, place of

residence, women’s education and women’s employment.

Statistical significance when p < 0.05.

Abbreviations: OR, Odds Ratio; CI, Confidence Interval; Ref, Reference Group.
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6.0 Discussion

Aim and Main Findings

This study aimed to examine the potential association between 6,031 married women’s
decision-making autonomy and seeking care for symptoms of childhood illness in Nigeria. The
results indicated that once adjusting for the confounders, having high decision-making
autonomy was no longer statistically associated with seeking care for symptoms of childhood
illness (adjusted OR = 1.0, 95% CI: 0.8-1.1, p = 0.571). This suggests that care-seeking is likely
due to other socioeconomic and demographic factors rather than decision-making autonomy

alone, such as wealth index, women’s education and employment status.

Decision-Making Autonomy Among Women

This study found that only 30% of married women had high decision-making autonomy,
meaning that they decided alone or jointly on all three decision-making variables. This aligns
with findings from other studies using older NDHS data sets (2008 and 2013), which also
reported that 35-40% of women in Nigeria had high decision-making autonomy (56,58). This
suggests that autonomy has not increased over the years, possibly due to patriarchal household
structures, and religious and social influences. Similar results were observed in a study in
Ghana and a multi-country Sub-Saharan Africa study, where 30% or less of women had high
decision-making autonomy (23,77). Meanwhile, studies in Ethiopia and Zambia reported
higher levels, with 70-75% of women reporting high decision-making autonomy, reflecting
possible cultural and regional differences in gender norms across Sub-Saharan Africa (27,80).
Notably, another Ethiopian study, which measured decision-making autonomy using a
composite index that encompassed a broader range of measures than the decision-making
questions used in this study, found that 41% of women had high autonomy (81). While higher
than the figure in this study, this underscores how differences in measurement can affect cross-

study comparability.
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Care-Seeking for Symptoms of Childhood Illnesses

This study found that 65% of mothers sought care for symptoms of childhood illness, which is
consistent with the 60% reported in a multi-country Sub-Saharan African study (23). Higher
rates were observed in Zambia, where care-seeking was 80% for fever and 69% for ARI
symptoms (80), and in Ghana, where 93% of mothers sought care for symptoms of childhood
illness (77). Conversely, a lower rate of 49% was reported in Ethiopia (81). These variations
reflect differences in healthcare access, symptom definitions, and study populations across

settings, and highlight that care-seeking rates are highly context-specific.

Comparisons With Other Studies

Interpreting and comparing findings across studies is complicated by three key methodological
differences: how decision-making autonomy was conceptualised and measured, how care-
seeking was defined, and which symptoms were used to identify childhood illness. These
differences make direct comparisons difficult and should be kept in mind when evaluating how

the study's findings compare with existing literature.

Regarding autonomy, the present study and others measured decision-making across three
domains, as described in the methods (23,35,78), others employed broader decision-making
measurements (80,82), while some focused exclusively on women's healthcare decision-
making autonomy (26,77,83,84). Variations in autonomy measurements could account for

differing associations in care-seeking.

Similarly, care-seeking was measured differently across studies; some, including this study,
captured any care sought, while others focused solely on formal care from trained providers
(23,82). This distinction is important because autonomy may be more relevant to formal care-
seeking than to informal options such as pharmacies or traditional healers, which are more

accessible and affordable and therefore may be less dependent on decision-making power.

Finally, the symptoms examined across studies varied, with some studies investigating care-
seeking for all symptoms of childhood illnesses (78), whereas others focused only on select
symptoms (23,35,80,82). These methodological differences are worth highlighting, as the type

of symptom used to define care-seeking may influence care-seeking independently of
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autonomy. For example, diarrhoea is often managed at home with ORS and may not prompt
care-seeking. Cough and fever are often treated at home until they worsen, which may delay
care-seeking. Meanwhile, ARI may be perceived as more severe, thereby increasing the rates
of timely care-seeking (83). These differences are further shaped by caregivers' health literacy

and perceived disease severity, reinforcing limited comparability across studies.

Although limited research has been conducted in Nigeria specifically on women’s decision-
making autonomy and care-seeking for childhood illnesses, this study's findings align with
previous research, indicating that women’s decision-making autonomy is not consistently
associated with care-seeking for childhood illnesses (35,78). The lack of association observed
in this study may be explained by structural and contextual constraints that limit the role of the
women’s individual decision-making. To an extent that, even when women report high levels
of decision-making autonomy, their ability to act on these decisions may be restricted by

financial barriers, distance to health facilities, and health-system capacity (27,83).

Studies in Nepal and Ethiopia that used the same DHS decision-making exposure variables
found similar results to this study, showing no significant association between decision-making
and seeking care from any healthcare provider for childhood diseases (35,78). The study in
Ethiopia also examined diarrhoea, fever, and ARI symptoms (78), whereas the study in Nepal
looked only at diarrhoea and ARI symptoms (35).

However, a cross-continental Sub-Saharan African study that used the same DHS decision-
making variables, along with an additional question on decisions regarding the husband’s
earnings, found that a mother’s decision-making autonomy was significantly associated when
seeking care for diarrhoea and ARI from a formal health provider. Nevertheless, it was not
significant for seeking “any” care, including home treatment, purchasing from a pharmacy, or
visiting a traditional healer (23). Likewise, other studies using different decision-making
variables and scores found an association between women’s decision-making autonomy and
care-seeking for ARI symptoms of childhood illnesses, but neither measured diarrhoea (80,82).
A study in Zambia found that women’s decision-making was significant in seeking care for
ARI, but not significant for fever symptoms (80). Meanwhile, in rural Bangladesh, mothers
with higher levels of decision-making autonomy were more likely to seek appropriate care
from trained health providers for fever and cough, rather than untrained providers or foregoing
treatment altogether (82).
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The studies discussed above all measured decision-making across multiple domains. In
contrast, other studies examined women’s healthcare decision-making autonomy specifically
and its association with care-seeking for childhood illnesses. Several studies found no
significant association, consistent with the findings of this study (83,84). A cross-country study
involving Nigeria found no association between care-seeking for fever in children under five
and whether the mother made the decision alone or jointly regarding the child's healthcare (84).
Similarly, a broad Sub-Saharan African study revealed that while lacking healthcare decision-
making autonomy increased the odds of a child receiving no treatment for diarrhoea, no

association was observed for fever (83).

However, not all studies found consistent results. A Ghanaian study found that mothers with
full healthcare decision-making autonomy were 30% less likely to seek care for childhood
illnesses compared to those who decided jointly (77), suggesting that in some contexts, joint
decision-making may facilitate care-seeking more than individual autonomy. This points to the
relevance of relational autonomy, the idea that women’s decision-making autonomy is shaped
by and exercised within their relationships and broader social context (31). In contrast, a
Nigerian study found that high maternal healthcare decision-making autonomy was
significantly associated with seeking treatment for symptoms of ARI and fever in children
under three, but not for diarrhoea (26). This may be because the diarrhoea care-seeking variable
included either visiting a health facility or providing the child with homemade ORS, which is
easy and affordable to prepare and thus reduces the need to visit a healthcare facility and

therefore reduces the influence of autonomy on care-seeking (26).

Beyond individual-level decision-making, structural interventions may also help explain care-
seeking levels in Nigeria despite low levels of autonomy. Integrated community case
management (1ICCM) in certain regions of Nigeria has led to increased care-seeking from
appropriate providers for fever, cough, and diarrhoea, resulting in more diagnoses and
treatments by offering community-based services in remote areas that are either low-cost or
free (85). This effect was also observed when promoting iCCM through proprietary and patent
medicine vendors for ARI symptoms (86). This suggests that structural public health strategies
may reduce the emphasis on individual decision-making by directly addressing financial and

geographical barriers to care.
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Overall, many studies use standardised survey tools such as the DHS to measure decision-
making autonomy, while others employ study-specific indicators, thereby limiting
comparability across populations and findings (31). Moreover, this study and others measure
high decision-making autonomy through either sole or joint decision-making, which
Mekonnen et al. argue may introduce biases because it is difficult to assess the true extent of
women’s participation in these decisions (78). They suggest that decision-making should only
be considered independent if it is done alone, even though most household decisions are made
jointly (78). Other studies have criticised Western conceptualisations and ideas of autonomy,
which are based on individualism and may overlook the importance and normalcy of joint
decision-making within relationships (31,87). They argue that such concepts do not adequately
consider and tend to undervalue contexts in LMICs such as Nigeria, where relationships of
interdependence within families and communities are central (31,87). Instead, they propose
relational autonomy and negotiation feminism, both of which recognise women’s decision-
making autonomy within the broader social and environmental context (31,87). While a
husband’s involvement in decision-making has been associated with improved maternal and
child health outcomes and increased care-seeking, it may also diminish women’s autonomy
and decision-making power (88). This raises important questions about the appropriateness of
applying individualistic measures of autonomy in settings where decision-making is inherently
negotiated within relationships. It emphasises the importance of negotiation-based and
relational autonomy to enhance women’s capacity to seek care for their children. This may also
help to explain why no association was observed in this study, as DHS measures may fail to
capture the relational nature of decision-making in Nigeria. As relational autonomy and
negotiation-based frameworks remain underexplored in the Nigerian context, future research
should consider developing and applying measures that better capture the relational dimensions

of women's decision-making and their influence on care-seeking behaviour.

While better measures of relational autonomy may strengthen future research, the findings of
this study suggest that structural and contextual factors, including wealth, education and
employment, are already exerting a more immediate influence on care-seeking than autonomy
alone (17). This reinforces the idea that autonomy should not be treated as a standalone
predictor of care-seeking but rather understood within the broader structural and cultural

conditions in which women make decisions.
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Strengths

This study has several strengths. Firstly, it addresses an important but relatively understudied
topic in the Nigerian context. Much of the existing literature focuses on seeking care for
reproductive health or on women’s empowerment and care-seeking for childhood illness, often
in settings other than Nigeria and with older data sets. This makes the study valuable for
improving understanding of the association between decision-making autonomy and care-

seeking in a West African context.

Secondly, NDHS data offers a large and high-quality sample size because it has been collected
repeatedly over time, ensuring consistent data collection methods and enabling comparisons
across different survey years. Furthermore, large sample sizes improve accuracy and precision,
providing greater statistical power. Additionally, interviewers received thorough training, and
interviews were conducted in the four main local languages, which enhanced communication,
reduced misunderstandings, and improved the quality of responses, particularly regarding
sensitive questions (55). Finally, since this study utilised secondary survey data, it is relatively

low-cost and efficient, while still granting access to nationally representative information.

Limitations

Nevertheless, this study has several limitations. Firstly, because the study design uses cross-
sectional survey data, it is not possible to establish a causal relationship between women’s
decision-making autonomy and care-seeking for childhood illnesses. As both the exposure and
outcome were measured at the same point in time, the direction of the association cannot be
proven. Furthermore, as the data reflects a specific survey time period rather than year-round
patterns, findings may not fully capture seasonal variations in childhood illness prevalence,

which could also influence care-seeking (35).

Secondly, the study may be influenced by the complex two-stage cluster sampling design of
the DHS (55). As this was not adjusted for, it can lead to an inaccurate estimation of standard
errors, potentially increasing the likelihood of a Type I error. This may result in an

overestimation of any statistically significant associations and narrower confidence intervals.
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Thirdly, a limitation of the study is that the caregivers included were married mothers, which
excluded other caregiver groups, such as unmarried women in unions. The study also did not
evaluate whether caregiver autonomy was associated with timely care-seeking; this was
because the data set only included a question on the number of days after symptoms onset that
advice or treatment was sought for fever, but not for other childhood illness symptoms. As
mentioned, timely care-seeking is vital for reducing morbidity and mortality in children under

five, which warrants further investigation.

This study also did not examine other potentially relevant sociodemographic factors, such as
maternal age, child age, birth order, and previous child deaths within the household, which may
influence the association between decision-making autonomy and care-seeking. These factors
could affect how a caregiver responds to symptoms of illness and seeks care. For instance,
younger children are often more likely to receive care, and previous child mortality might
increase caregivers’ awareness of symptoms and lead to earlier care-seeking (12,14,37).
Similarly, having more children may limit a mother’s ability to seek care due to time and
financial constraints (14,22,37,45,77). These variables were excluded as they did not meet the
criteria for confounding, given the absence of a clear theoretical justification for an independent

association with both women’s decision-making autonomy and care-seeking (20).

The missing data analysis revealed that participants with missing data on care-seeking who
were excluded differed significantly from those included; these women were more likely to
have high decision-making autonomy, be wealthier, more educated, live in urban areas, and be
currently working. This suggests that the study sample may underrepresent women of higher

socioeconomic status, which should be considered when interpreting these findings (Annex

Table I).

Internal Validity

As mentioned, the data was collected using standardised procedures, ensuring it is a robust data
source. During data collection, automated data checking and backup were employed, further

supporting the quality and consistency of the dataset (55).

Additionally, to address some limitations, the study’s internal validity is supported by a series

of sensitivity analyses (4dnnex Table 2). These included adding child age and sex as individual
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confounders, excluding cough as a symptom, and including women living with a partner. The
primary findings, that decision-making autonomy was not significantly associated with care-
seeking after adjusting for the confounders, remained consistent even when using alternative

models, demonstrating the robustness of the main results.

Conversely, this study may be subject to reporting bias that can influence internal validity, as
no formal medical diagnosis was used during data collection, and recall bias of illness
symptoms could lead to over- or underreporting of morbidities (26,55). This issue may be
worsened by limited health literacy, which can affect mothers’ ability to recognise symptoms
accurately. Furthermore, responses may also be affected by social desirability bias, where
mothers provide answers that they believe are more acceptable, potentially impacting the
accuracy of reported care-seeking and autonomy measures. These factors may impact the

study’s internal validity.

Finally, the conceptualisation and measurement of decision-making autonomy can affect the
internal validity of this study. Autonomy is context-specific and shaped by cultural norms,
gender relations, and social expectations. Meaning that standardised survey questions may not
fully capture women’s lived experiences or the extent of autonomy a woman can exercise in

settings such as Nigeria, which has more restrictive and patriarchal structures (87).

External Validity

Finally, as this study uses DHS data, which is a recognised set of nationally representative data,
it enhances the study’s methodological rigour. Along with its high response rate, which reduces
the risk of random error and non-response bias. The response rate of this data set was 98%,
suggesting that the findings are likely to be reliable and reflective of the target population,

allowing for generalisability to the broader Nigerian population and similar settings (55).
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7.0 Conclusion

In conclusion, this study demonstrated that there is no association between married women’s
decision-making autonomy and care-seeking for symptoms of childhood illnesses in children
under five in Nigeria. Despite only 30% of women reporting high levels of decision-making
autonomy, 65% sought care for symptoms of childhood illnesses. This suggests that while
decision-making is important, it does not independently drive care-seeking for childhood
illnesses in Nigeria; instead, sociodemographic factors such as wealth, education, and access

to resources appear to be stronger influences on healthcare seeking in this context.

Variations across studies highlight that the association between women’s autonomy and
healthcare utilisation is complex and sensitive to how both autonomy and care-seeking are
defined and measured. Existing measures only capture partial or context-specific aspects of
women’s autonomy, leaving important dimensions understudied. Future research should
employ qualitative methods to examine relational autonomy, use longitudinal designs to
establish causality, and adopt mixed methods approaches that consider individual symptoms
and the location where care is sought, distinguishing between formal and informal healthcare
providers. Such studies are especially needed in Nigeria and other LMIC settings, where
significant gaps in the literature remain and preventable under-five mortality remains a

significant global health issue.
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9.0 Annex
9.1  Sensitivity Analysis Tables

Annex Table 1. Comparison of sociodemographic characteristics between participants with

complete outcome data and those excluded due to missing care-seeking data. (N = 7,151).

Missing care-seeking

Co(x::zée(t}e::3 ;1)ata data
’ (n=1,120)
n ((yo)
Women’s autonomy decision-
making
Low decision-making autonomy 4263 (70.7) 677 (60.4)
High decision-making autonomy 1768 (29.3) 443 (39.6)
p-value <0.001
Wealth index
Poorest 1738 (28.8) 253 (22.6)
Poorer 1249 (20.7) 163 (14.6)
Middle 1198 (19.9) 188 (16.8)
Richer 1047 (17.4) 259 (23.1)
Richest 799 (13.2) 257 (22.9)
p-value <0.001
Place of residence
Rural 3910 (64.8) 609 (54.4)
Urban 2121 (35.2) 511 (45.6)
p-value <0.001
Women’s education
No education 2914 (48.3) 378 (33.8)
Primary 715 (11.9) 121 (10.8)
Secondary 1827 (30.3) 431 (38.5)
Higher 575 (9.5) 190 (17.0)
p-value <0.001
Women’s employment
Not currently working 2582 (42.8) 375 (33.5)
Currently working 3449 (57.2) 745 (66.5)
p-value <0.001

Complete data refers to participants included in the main analytical sample. Missing outcome
data refers to participants who reported symptoms of childhood illness but had incomplete data

on care-seeking.

53



Women’s decision-making autonomy was classified as “High decision-making autonomy”
when the respondent answered “alone” or “jointly” on all three of the decision-making
variables; everything else was classified as “Low decision-making autonomy”. Care-seeking
was classified based on whether women sought advice or treatment for one of the symptoms
of childhood illness, regardless of the place, versus not seeking care.

Statistical significance when p < 0.05, based on Pearson’s Chi-squared test.

Annex Table 2. Sensitivity analyses to assess the robustness of the association between

women’s decision-making autonomy and care-seeking for childhood illnesses.

Seeking Care
N Adjusted 95% CI p-value

Model Specification OR
Main analysis 6,031 1.0 0.8-1.1 0.571
Adding child age 6,031 1.0 0.9-1.1 0.597
Adding sex of child 6,031 1.0 0.9-1.1 0.575
Excluding cough 6,031 1.0 0.9-1.1 0.571
Including Women living with 6,310 1.0 0.9-1.1 0.489

partner

All models adjusted for wealth index, place of residence, women's education, and women's
employment.

Odds ratios (ORs) represent the association between high decision-making autonomy and care-
seeking for symptoms of childhood illness.

Reference categories included: low decision-making autonomy, poorest, rural, no education,
not currently working, and, where applicable, children aged 0-1 and female sex.

Statistical significance when p < 0.05.

Abbreviations: OR, Odds Ratio; CI, Confidence Interval.

9.2  Statistical software output tables

Statistical software output tables available upon request.
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9.3

Questions and Variable Coding

Annex Table 3. Identification of variables, their types and units of measure from the DHS-8

questionnaire, KR data set.

Variables and DHS Questions DHS Type of Codes and Categories
Variable | Data
Name
Exposure — Women’s Decision-
Making Ability
Who usually makes decisions about
health care for
yourself: you, your Respondent = 1
(husband/partner), you and your Husband/Partner = 2
(husband/partner) jointly, or Respondent and Husband/Partner
someone else? V743 Jointly = 3 B
.. (A,B Categorical Someone Else =4
Who usually makes decisions about D)’ ’ Other =6
making major
household purchases? (NDHS data also included “Respondent
and other person”)
Who usually makes decisions about
visits to your family
or relatives?
Outcome — Care-Seeking for
Symptoms of Childhood Illnesses
Has (NAME IN 603) had diarrhea | H11 Categorical | Yes =1, No =2, Don’t Know = 8
in the last 2 weeks?
Has (NAME IN 603) been ill with a | H22 Categorical | Yes = 1, No =2, Don’t Know = 8
fever at any time in the
last 2 weeks?
Has (NAME IN 603) had an illness | H31 Categorical | Yes = 1, No =2, Don’t Know = 8
with a cough at any
time in the last 2 weeks?
Has (NAME IN 603) had fast, H31B Categorical | Yes = 1, No =2, Don’t Know = 8
short, rapid breaths or
difficulty breathing at any time in
the last 2 weeks?
H12(A- | Categorical | Public Sector
Where did you seek advice or X) Government hospital
treatment? H32(A- | e A
Diarrhoea and Fever/Cough X) Government health center
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Government health post

(Specify)
Private Medical Sector
Private hospital

(Specity)
NGO Medical Sector
NGO hospital

(Specify)
Other Source
Shop

Confounding Factor 1 — Wealth

Index V190 Categorical | Poorest = 1, Poorer = 2, Middle = 3,
Wealth Index Richer =4, Richest =5
Confounding Factor 2 — Place of

Residence V025 Categorical | Rural = 0, Urban = 1

Type of place of residence
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Confounding Factor 3 —
Woman’s Education

What is the highest level of school | V106 Categorical | No Education = 0, Primary = 1,

you attended? Secondary = 2, Higher = 3, Don’t
Know =8

Confounding Factor 4 —

Women’s Employment

Respondent currently working V731 Categorical | Yes=1,No=2

Selection Factor 1 - Married

Women

Current marital status V501 Categorical | Never in union = 0, Married = 1,
Living with partner = 2, Widowed = 3,
Divorced = 4,
No longer living together/separate = 5

Selection Factor 2 - Living

Children

Child alive B5 Categorical | Yes=1,No=2

Annex Table 4. Developing new variables using NDHS data, KR data set.

DHS | New Variable

Varia

ble

Nam | Name Instructions to create new variable Type Codes and
e/Lin of data | Categories
e

New variable was created to allow for a singular indicator of women’s decision-making autonomy.

V743 | Women’s IF V743 (A, B, D) answer “Respondent alone”, Catego | Low Decision-
(A, Decision- “Respondent and husband/partner”, or rical Making
B, D) | Making “Respondent and other person” to any decision- Autonomy
Autonomy making question were coded as “1”. Meanwhile, High Decision-
“Husband/partner alone”, “Someone else”, or Making

person”)

“Other” were coded as “0”.
(NDHS data also included “Respondent and other

Respondents with a total score of less than three
across all three questions were classified as
having “Low decision-making autonomy”, whilst
those with a score of three were classified as
having “High decision-making autonomy”’.

Autonomy

New variable produced for children whose mothers had reported symptoms of diarrhoea, fever, cough
and short rapid breaths in the two weeks preceding the survey and whether they had sought care from

any provider.
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H12(
A-X)
H32(
A-X

Care-Seeking
for Symptoms
of Childhood

Illnesses

The outcome variable in this study was care-
seeking for symptoms of childhood illness,
defined as whether advice or treatment was
sought for recent symptoms of illness among
children under five from any provider. It was
measured as a binary variable (Yes/No),
indicating whether the caregiver reported seeking
care from any of the healthcare providers for the
child’s symptoms.

Children were included in the outcome analysis if
they answered “Yes” to any of the symptoms of
diarrhoea, cough, fever, or short, rapid breaths
(SRB) within the two weeks preceding the survey,
as specified in the inclusion criteria. Then, for
these children, a response of “Yes” to seeking
care from any one of the recognised providers
was coded as “Yes” (Sought Care), while a
response of “No” to all providers was coded as
“No” (Didn’t Seek Care).

Catego
rical

Didn’t Seek
Care
Sought Care
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9.4  DHS Data Access Approval Letter

V4
Nov 28, 2025

Tanya Rusby Bartolome
Uppsala University
Sweden

Request Date: 11/28/2025

Dear Tanya Rusby Bartolome:

Ths 1s to confirm that you are approved to use the following Survey Datasets for your registered research project titled: "Master Thesis
Uppsala"™

Bangladesh, Brazil, Cambodia, Colombia, Conge Democratic Republic, Dominican Republic, Ecuador, Ethiopia, Ghana,
India, Kenya, Mexico, Mozambique, Myanmar, Nepal, Nigeria, Pakistan, Rwanda, South Africa, Sri Lanka, Sudan,
Tanzania, Uganda, Zimbabwe

For restricted surveys, you must also request special permission from the Implementing Agencies. If approved, the restricted datasets
will be provided to you by FTP.

To access the datasets, please login at: https://www.dhsprogram com/data/dataset_admin/login_main cfim_ The user name is the registered
email address, and the password 1s the one selected during registration.

The IRB -approved procedures for DHS public-use datasets do not in any way allow respondents. households, or sample communities to
be identified. There are no names of individuals or household addresses in the data files. The geographic identifiers only go down to the
regional level (where regions are typically very large geographical areas encompassing several states/provinces). Each enumeration area
(Primary Sampling Unit) has a PSU number in the data file. but the PSU numbers do not have any labels to indicate their names or
locations. In surveys that collect GIS coordinates in the field, the coordinates are only for the enumeration area (EA) as a whole, and not
for individual households, and the measured coordinates are randomly displaced within a large geographic area so that specific
enumeration areas cannot be identified.

The DHS Data may be used only for the purpose of statistical reporting and analysis, and only for your registered research. To use the
data for another purpose, a new research project must be registered. All DHS data should be treated as confidential, and no effort should
be made to 1dentify any household or individual respendent interviewed 1n the survey. Also, be aware that re-distribution of any DHS
micro-level data, either directly or within any tool/dashboard. 1s not permitted. Please reference the complete terms of use at:
https://dhsprogram com/Data/terms-of-use.cfm.

The data must not be passed on to other researchers without the written consent of DHS. However, if you have coresearchers registered
n your account for this research paper, you are authorized to share the data with them All data users are required to submit an electronic
copy (pdf) of any reports/publications resulting from using the DHS data files to: references@dhsprogram com.

Sincerely,

Olsen Hanner

Olsen Hanner

Data Archivist

The Demographic and Health Surveys (DHS) Program

530 Gaither Road, Suite 500, Rockville, MD 20850 USA +1.301.407.6500 +1.301.407.6501 fax icf.com
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