
에티오피아 여성의 권한 부여 정도가 건강 관리 결정에 

미치는 영향

아지모바 굴잔* · 박상찬**

*경희대학교 일반대학원 의료경영학과
**경희대학교 경영대학

Women’s Empowerment in Making Health Care Decisions in 

Ethiopia

Gulzhan Azimova* · Sang Chan Park**

*Department of Healthcare Management, Graduate School, Kyung Hee University
**School of Management Kyung Hee University

ABSTRACT

Purpose: The purpose of this study is to explore the health care decision making of Ethiopian women at 

household level. Moreover it is to understand the factors that influence to potential customers in healthcare 

industry from the social quality level perspective.

Methods: We used Ethiopia Demographic Health Survey (EDHS) 2005 & 2016, which provided data about 

currently married women aged 15-49 years (N=2003, N=2017, respectively). We performed a chi-square 

test, and a Pearson correlation and a logistic regression. Andersen model is considered as well.

Results: This study revealed that the mobility decision making has an association with health care decision 

making of women. Furthermore, there is a moderate effect of an economic decision making of women. Lastly, 

the women’s decision making empowerment level increase year by year.  

Conclusion: Health care industry has to consider potential costumers among women like in Ethiopia, whose 

decision making empowerment will enhance on their own healthcare in future. It is very important to figure 

out factors from the social quality management domain. It helps finding a new market from downstream 

approach. From this point, the impact of decision making of women empowerment has a significant implication 

from the holistic perspective.

Key words: Women’s Empowerment, Health Care Decision, Ethiopia, Social Quality Management

● Received 27 November 2018, 1st revised 16 December 2018, accepted 17 December 2018

Corresponding Author(sangchan@khu.ac.kr)

ⓒ 2018, The Korean Society for Quality Management

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License 

(http://creativecommons.org/licenses/by-nc/3.0) which permits unrestricted non-Commercial use, distribution, and reproduction in 

any medium, provided the original work is properly cited.

ISSN 1229-1889(Print)

ISSN 2287-9005(Online)

J Korean Soc Qual Manag Vol. 46, No.4: 1029-1042, December 2018

https://doi.org/10.7469/JKSQM.2018.46.4.1029



1030 J Korean Soc Qual Manag Vol. 46, No.4: 1029-1042, December 2018

1. Introduction

Quality management is an important issue in health care industry. In the beginning the theory ‘quality’ fo-

cused on production. By the time the concept developed to service and process. Nowadays, the quality ex-

panded to social orientation (Al-Ibrahim 2014, 123-147). Health care market is also changing from pro-

ducer oriented to customer oriented. It is due to increasing customer’s impact and public pressures. 

Consequently, the patient is a customer in health care organizations, or the person who participates in de-

cision making process (Balasubramanian 2016, 271-278). From this point, it is important to know who 

would be the major customer in healthcare industry. And their decision making empowerment.

Numerous researchers and nonprofit organizations have taken efforts to analyze women empowerment. 

Women empowerment has a significant value for the development of a society. It improves the quantity and 

the quality of human resources. In result it can play an important role in changing society positively (Gupta 

and Yesudian 2006, 365-380). Women empowerment is a multidimensional concept that may defined from 

various perspectives (Hameed et al. 2014). However, we have to mention that there exists context depend-

ency for women empowerment measures. It may be used based on familial and social context (Pratley 

2016, 119-131). United Nations Statistics Division (UNSD) defines it as women and girls getting power and 

control over their own lives. Other authors defined as mastery and participation, social good and goal ach-

ievement (Cattaneo and Chapman 2010, 646). 

Ethiopia is an ancient country with diverse nationality and cultures. According to World Health 

Organization (WHO) the health policy was initiated for the first time in 1960 in Ethiopia (EDHS 2005). Some 

studies found that maternal health care service utilization is very low and below acceptable standards in 

Ethiopia (Tarekegn, Lieberman, and Giedraitis 2014, 161; Tiruneh, Chuang, and Chuang 2017, 718). Hence 

many organizations have taken an effort to improve the women empowerment in Ethiopia. “Leave No 

Woman Behind” is the Joint Programme aimed to empower women in Ethiopia (UNWOMEN 2016). In 

Ethiopia economic and socio-political and cultural agendas remains as challenge concerning to women’s 

decision making participation among women. 303,000 women worldwide died during the pregnancy, after 

childbirth, which most of those deaths were from sub-Saharan Africa (WHO and Mathers 2017). 

Additionally, (WHO 2018) reported that women face difficulties due to female genital mutilation (FGM). FGM 

is mostly practiced on young girls. 23.8 million Ethiopian women and girls had undergone FGM (UNICEF 

2013). World Health Assembly emphasized the need for concerted action in all following sectors: education, 

health, finance, justice and women’s empowerment on the elimination of FGM (WHO 2018). According DHS 

2011 report almost a quarter of Ethiopian women do not decide on most individual and household issues. 

Birth control methods and seeking for the assistance of trained provider are more likely made by their 

husbands. Furthermore, women in Ethiopia suffer from harmful traditional practices, early marriage and 

childbearing (USAID 2018).

Health care industry needs to consider the potential costumers among women like in Ethiopia, who may 

make decisions on their own healthcare in future. The product or service which were prepared in upstream 

stage might not be always effective. Hence, it is very meaningful to figure out the factors which influence 
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to the new market. From this point, the impact of decision making of women empowerment has a significant 

implication from the holistic perspective. Even though now patriarchal decision making domains in house-

holds, we have to consider about the new market. Grasping a market is a critical issue. In order to figure 

out the potential customers in health care industry, the social quality issue must be analyzed in downstream 

stage. Consequently, the society may change from male dominate customer to women customer market. If 

by years the market will change, we may see possibility of creating the new market.

The purpose of this study is to explore the health care decision making of Ethiopian women at household 

level. In order to give more practical suggestions, we will use Ethiopia Demographic Health Survey (EDHS) 

2005 & 2016, which provided data about currently married women. Moreover, our aim is to understand the 

factors that influence to potential customers in healthcare industry in social quality level. There are many 

advantages of discovering potential costumers in healthcare industry in society. It will give a chance to 

healthcare management industry to create a new market and to improve the social quality level. In parallel, 

it will help to Ethiopian women to get a high level of service quality in healthcare industry. 

The main goals are as following: 1) Do the mobility of decision making impacts the health care decision 

making of women? 2) Do the mobility and health care decision making’s vary in degree according the influ-

ence of economic decision making? 3) Are there any changes of women’s empowerment in Ethiopia be-

tween two periods 2005 and 2016?

2. Literature review

2.1 Women empowerment

Women empowerment is very complex and multidimensional concept. There are three inter-related di-

mensions of women’s empowerment: resources are describes as access, material and human, social re-

sources; agency is the process of decision making; finally achievement is well-being outcomes (Kabeer 

1999, 435-464). Social quality management have to pay attention on potential customers in health care 

industry. Other researchers explained the concept of women’s empowerment in six dimensions and in the 

household, community, and broader arenas levels. There are economic, socio-cultural, familial/inter-

personal, legal, political, psychological dimensions. Based on these dimensions the upper mentioned con-

cept might be defined in different dimensions and levels (Phan 2016, 359-378; Mahmud, Shah, and Becker 

2012, 610-619). This is why it is challenging to gather enough data on women’s empowerment in all levels 

to measure process (Phan 2016, 359-378; Woldemicael 2010, 599-620).

2.2 Women empowerment in decision making 

Since 1999-2000 Demographic Health Surveys (DHS) implemented additional information concerning to 

women’s empowerment indicators. The women’s participation in household decisions is one of the main in-

dicators in DHS. Studies analyzed women’s empowerment in the domestic perspective: economic decision 
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making power on major purchases, physical freedom in visiting some local facilities, etc.. (Mason and Smith 

2003). Participating in making several decisions regarding their own health care, larger household pur-

chases, visits to family and friends impacts to women’s empowerment (Pratley and Sandberg , 1-17). 

Economic empowerment of women help them to improve their health and well-being (Roy and Chaudhuri 

2008, 1951-1962). Women autonomy on health care decision plays an important role for their maternal and 

child health outcomes (Acharya et al. 2010, 15). 

Early studies focused the influence women’s empowerment to maternal health service utilization in 

Ethiopia. Socio-demographic factors, regarding women autonomy variables used women’s health care 

spending (Tarekegn, Lieberman, and Giedraitis 2014, 161). Some studies analyzed on community and in-

dividual levels of women autonomy (Tiruneh, Chuang, and Chuang 2017, 718). In this study, we focus on 

household level of women empowerment. Since one of the important domain in woman’s life is household, 

there is a meaningful implications in research (Phan 2016, 359-378). 

3. Methodology

3.1 Data selection

For the current study the secondary data from the 2005 and 2016 Ethiopia Demographic and Health 

Survey panel (EDHS) were used. The survey data were downloaded from the Measure DHS website after 

permission. EDHS is a national representative survey of women age 15-49. It was funded by the United 

States Agency for International Development (USAID) and was implemented by the Ethiopian Central 

Statistical Agency. The main goal of EDHS is to provide the detailed information on fertility, family plan-

ning, infant, child, adult and maternal mortality, maternal and child health. EDHS conducted four times sur-

veys (2000, 2005, 2011, 2016).

3.2 Sample selection.

This study used Ethiopian married women age 15-49. The variables were selected from the Women’s 

Questionnaire. For this study only two periods were chosen to test women’s empowerment in health care, 

economic, mobility decision makings in household level. The target are only married women, the sample of 

men were not used.

3.3 Procedure of data reduction. 

It is important to mention that we used two periods of DHS data. Though the variables are identical, the 

sample size is different. Firstly, provided the data reduction and preparation for 2005 year. Initially, the 

sample size was 14,070 women. However, due to the study purpose implemented data reduction. The data 

reduction progressed by the following criteria. The first criteria was marital status of women. Since study 

focused only on married women, who are in union currently. It was necessary to recode the marital status, 
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in order to select only married women. The marital status in questionnaire was coded as following: 0=never 

married, 1= married, 2= living together, 3=widowed, 4=divorced, 5=not living together. However, we se-

lected only 1= married and 2=living together answers. Other answers excluded from the research. In result, 

the sample size reduced from 14,070 to 8,644. The reason why we selected only married women is con-

nected with the second criteria of the data reduction. There three main variables: health care decision 

making, mobility and economic decision making of women. In secondary data the original name and codes 

were as following: 

Question: Final say on own health care (health care decision making), final say on visits to family or rel-

atives (mobility decision making), final say on making large household purchases (economic decision mak-

ing). Response: 1=respondent alone, 2=respondent and husband/partner, 3=other person, 4=husband/partner 

alone, 5=someone else. 

However, for the research the following response were recoded. We selected 1=respondent alone and 

4=husband/partner alone and renamed respondent alone as ‘me’ who is woman (Woldemicael 2010, 

599-620). The issue individual or joint decision’s measurement might be different by studies. On the other 

hand, according to other researchers woman is autonomous if she is able to decide alone or with her hus-

band (Tarekegn, Lieberman, and Giedraitis 2014, 161). 

Consequently, from the first reduced data sample 8,644 remained only 2003 sample size. The major rea-

son of the rapid decrease data sample size due to the excluded answers. Additionally, the missing value 

was deleted, too. Secondly, the data reduction was provided for 2016 year sample size with the similar 

process as 2005 year. Generally, the initial sample size was 15,683 which was reduces to 2,317 final sam-

ple size. However, due to the first criteria the marital status was recoded. According to the second criteria 

three main variables: health care decision making, mobility and economic decision making of women are 

recoded as the first sample survey.

3.4 Research model

3.4.1 Research questions

1) Do the mobility of decision making impacts the health care decision making of women? 

2) Do the mobility and health care decision making’s vary in degree according the influence of economic 

decision making? 

3) Are there any changes of women’s empowerment in Ethiopia between two periods 2005 and 2016?

2005 survey

　 　

Mobility Health care 

decision    making decision   making

　

Economic 　

decision making 　
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2016 survey
　

Mobility Health care

decision    making decision    making

Economic

decision making 　

　

Figure 1. Research model

Conceptual framework: based on Andersen’s emerging model for assessing human behaviors with refer-

ence to utilization of health services (Andersen 1995, 1-10; Tulsi Ram 2015a)

3.5 Statistical analysis 

Data analysis were performed in the following sequence: descriptive statistics, Pearson correlation, 

Chi-square test, and finally the logistic regression. Firstly, Pearson analysis were conducted to examine 

the relationship among all variables, which shows Pearson correlation coefficients. We selected only high 

correlated variables through Pearson Correlation. (Correlation coefficients 0.5<0.7). Chi-squared test were 

performed as well. Finally, the logistic regression analysis were conducted in three models. Logistic re-

gression conducted with three representative variables (independent variable: mobility decision making, 

control variable: economic decision making, dependent variable: health care decision making). In the first 

model was run independent variable (mobility decision making) with control variable (economic decision 

making). In the second model was tested independent variable (mobility decision making) with dependent 

variable (health care decision making). In the last model we performed independent variable and control 

variable with dependent variable. The criteria for accepting the next model was to get a significant p value 

(0.0001***) and Normalized Beta Value of variables. The process continued until getting the final model. 

4. Result

The study analyzed the women’s empowerment in making health care decisions by using two periods of 

DHS data. More specifically, we explored links between the mobility and economic decision makings to 

health care decision making of women. And analyzed the changings of women’s decision making empower-

ment between two survey periods. In result, the mobility decision making has an association with health 

care decision making of women. Moreover, economic decision making of women has an moderate effect. 

4.1 The result of Pearson correlation

Pearson correlation was conducted for both period of surveys. The goal of this analysis was to measure 

of the strength of the association between variables. At first, all variables were conducted. However, ex-
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cept the three main variables there were not significance of correlation. Thus we conducted the second 

time for Pearson correlation with following variables: independent variable (mobility decision making), 

moderator variable (economic decision making), dependent variable (health care decision making). The ta-

bles 1 and 2 show the results of Pearson correlation of two surveys.

Table 1. The Pearson analyses of 2016 year

(correlation coefficients 0.5<0.7)

Table 2. The Pearson analyses of 2016 year

(correlation coefficients 0.5<0.7)

4.2 The result of socio demographic characteristics.

According descriptive analyses of women for both surveys showed as following: Women aged 15-49 are 

mostly like with low literacy and education. Furthermore, 79% of women are non employment and poor so-

cial media access for the first period of survey (2005). In the second survey (2016) even though it did not 

changed significantly, only literacy level improved by 10%.

Table 3. Socio demographic characteristics

2005 survey

Variables Mean Std. deviation
Inter-ContractCorrelation

1 2 3

1. Health care decision making 2.96 1.429 1.00 　 　

2. Economic decision making 3.00 1.416 .560** 1.00 　

3. Mobility decision making 3.03 1.405 .547** .508** 1.00

2016 survey

Variables Mean Std. deviation
Inter-Contract Correlation

1 2 3

1. Health care decision making 2.57 1.499 1.00 　

2. Economic decision making 2.81 1.468 .707** 1.00

3. Mobility decision making 2.45 1.500 .724** .631** 1.00

　 2005 survey 2016 survey

Variables and items N % N %

1. Age 520 26 548 24

15-24
25-34

789 39 913 40  

35-49 694 35 856 37

2. Literacy

Cannot read at all 1703 85 1747 75

Able to read only parts of sentence 115 6 251 11

Able to read whole sentence 185 9 319 14

3. Education 　 　 　 　

No education 1616 81 1514 65

Primary 274 13 559 24

Secondary 104 5 162 7

Higher 9 0.4 82 4
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4.3 The results of Chi-square test

In this study we performed the chi-square test with the following variables as Pearson correlation. The 

tables 4 and 5 show the result of chi-square test of two surveys. As demonstrated in Table 4 and 5, 

chi-square analysis showed significant difference between respondents in both surveys. The chi-square 

test results of decision making of health care and mobility were significant statistically with a p-value 

0.0001. Regarding to decision making on health care was found that 35 % of respondents in first survey 

decided for their own health care by themselves. While 65% of respondents’ decision making on their own 

health care was made by their husbands. On the other hand, in second survey 48% of women decided for 

their own health care by themselves, and 52% of women’s health care decision making was made by their 

husbands or partners.

4. Employment status 　 　 　 　

0=no 1581 79 1568 68

1=yes 422 21 749 32

5. Residence 　 　 　 　

1= Urban 300 15 482 21

2=Rural 1703 85 1835 79

6. Social media Frequency of reading newspaper of magazine 　 　  

0= Not at all 1883 94 2318 92

1= Less than once a week 98 5 131 6

2=At least once a week 14 7 48 2

3= Almost every day 8 0.4 0 0

Frequency of listening to radio 　 　

0= Not at all 1392 70 1755 76

1= Less than once a week 406 20 288 12

2=At least once a week 50 3 274 12

3= Almost every day 155 8 0 0

 Frequency of watching   television 　 　

0= Not at all 1773 89 1823 79

1= Less than once a week 137 7 201 9

2=At least once a week 15 0.7 293 13

3= Almost every day 78 4 0 0

9. Visiting hospital 　 　 　 　

0=No 1573 79 1278 55

1= Yes 430 22 1039 45

10. Getting medical help for self:  Getting permission to go 　 　 　 　

1=Small problem 1166 58 1495 65

2=Big problem 837 42 822 36

Getting money needed for transport 　 　 　

1=Small problem 345 17 887 38

2=Big problem 1658 83 1430 62

Distance to health facility 　 　 　

1=Small problem 514 26 1058 46

2=Big problem 1489 74 1259 54

Not wanting to go alone 　 　 　

1=Small problem 699 35 1420 61

2=Big problem 1304 65 897 38

Total 2003 100 2317 100
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Table 4. Health care decision making, mobility decision making, and economic decision making 

(Chi-square test of 2005 survey)

2005 survey

Health care decision making Mobility decision making Economic decision making

me 696 (35%)

me 470 (68%)
me 378 (80%)

husband 92 (20%)

husband 226 (32%)
me 107 (47%)

husband 119 (53%)

husband 1307 (65%)

me 180 (14%)
me 64 (36%)

husband 116 (64%)

husband 1127 (86%)
me 121 (11%)

husband 1006 (89%)

Total N=2003

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

Table 5. Health care decision making, mobility decision making, and economic decision making 

(Chi-square test of 2005 survey)

2016 survey

Health care decision making Mobility decision making Economic decision making

me 1102 (48%)

me 987 (90%)
me 789 (80%)

husband 198 (20%)

husband 115 (10%)
me 49 (43%)

husband 66 (57%)

husband 1215 (52%)

me 208 (17%)
me 43 (21%)

husband 165 (79%)

husband 1007 (83%)
me 39 (4%)

husband 968 (96%)

Total N=2317

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

For the individual compared variables were demonstrated in the following graphs. In these figures were 

presented clearly how the decision making empowerment of women had changed by years.

Figure 2. Individual percentage of health care decision making in 2005 & 2016
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Figure 3. Individual percentage of mobility decision making in 2005 & 2016

Figure 4. Individual percentage of economic decision making in 2005 & 2016

4.4 The results of Logistic Regression analyses

According table 6 (2005 survey) results showed that the Normalized Beta Value of mobility decision 

making is 2.567 with p value 0.0001 in model 2, in comparison the Normalized Beta Value mobility decision 

making is 1.901 with p value 0.0001, for economic decision making is 2.1 with p value 0.0001 in model 3. 

Based on these results the Normalized Beta Value of independent variable mobility decision making is high 

in the model 2, however the Normalized Beta Value of mobility decision making decreased in model 3. 

Based on this result there is moderate effect. 

According table 7 (2016 survey) the Normalized Beta Value of mobility decision making is 3.727 with p 

value 0.0001 in model 2, in comparison the Normalized Beta Value is 2.816 with p value 0.0001, for eco-

nomic decision making is 2.796 with p value 0.0001 in model 3. 

According to logistic regression analyses the Normalized Beta Value of health care decision making and 

mobility decision making for both years (2005 and 2016) decreased when the moderator economic decision 

making existed.
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Table 6. Health care decision making, mobility decision making, economic decision making 

(Logistic regression analyses of 2005 year)

　 2005 survey

　 Variables B S.E Sig.
Odd 
Ratio

95% C.I

Cox & 
Snell

Nagelkerke

R Square R Square

Model 
1

Constant -3.104 0.183 0.000 0.045 　 　 　

Mobility decision making
2.350 0.111 0.000 10.485 8.433-13.036 0.225 0.313

Economic decision making

Model 
2

Constant -3.526 0.190 0.000 0.029 　 　 　

Mobility decision making
2.567 0.114 0.000 13.021 10.414-16.281 0.259 0.357

Health care decision making

Model 
3

Constant -5.688 0.267 0.000 0.003 　 　 　

Mobility decision making 1.901 0.127 0.000 6.693 5.223-8.577
0.350 0.482

Economic decision making 2.01 0.125 0.000 7.464 5.836-9.545

Health care decision making 　 　 　 　 　 　 　

Notes: OR= odds ratio; 95% CI confidence interval; *p<0.05, **p<0.01, ***p<0.001
      If ***p<0.001 excepted to the next model.
Model 1: Independent variable – Dependent variable (IV-DV)
Model 2: Independent variable – Control variable (IV-CV)
Model 3: Independent variable +Control variable (IV+CV-DV)

Table 7. Health care decision making, mobility decision making, economic decision making

(Logistic regression analyses of 2016 year)

　 2016 survey 

　 Variables B S.E Sig.
Odd 

Ratio
95% C.I

Cox & 
Snell

Nagelkerke

R Square R Square

Model 1

Constant -4.123 0.168 0.000 0.016 　 　 　

Mobility decision making
3.293 0.128 0.000 26.931 20.971-34.585 0.359 0.485

Economic decision making

Model 2

Constant -5.284 0.182 0.000 0.005 　 　 　

Mobility decision making
3.727 0.125 0.000 41.551 32.552-53.039 0.444 0.592

Health care decision making

Model 3

Constant -8.570 0.325 0.000 0.000 　 　 　

Mobility decision making 2.816 0.140 0.000 16.716 12.713-21.979
0.531 0.709

Economic decision making 2.796 0.152 0.000 16.171 12.171-22.047

Health care decision making 　 　 　 　 　 　 　

Notes: OR= odds ratio; 95% CI confidence interval; *p<0.05, **p<0.01, ***p<0.001
      If ***p<0.001 excepted to the next model.
Model 1: Independent variable – Dependent variable (IV-DV)
Model 2: Independent variable – Control variable (IV-CV)
Model 3: Independent variable +Control variable (IV+CV-DV)
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5. Conclusion

The purpose of this study is to analyze the health care decision making of Ethiopian women at household 

level. And to understand the factors that influence to potential costumers in healthcare industry in social 

quality level. The main goals are as following: 1) Do the mobility of decision making impacts the health 

care decision making of women? 2) Do the mobility and health care decision making’s vary in degree ac-

cording the influence of economic decision making? 3) Are there any changes of women’s empowerment in 

Ethiopia between two periods 2005 and 2016?  

The first major finding although is not significantly related to health decision making of women, statisti-

cally some clear relationship exist. The mobility decision making impacts the health care decision making 

of women. Based on results the Normalized Beta value of mobility decision making is high in model 2 for 

both surveys (Beta value 2.567 in model 2 vs 1.901 in model 3, Beta value 3.727 in model 2 vs 2.816 in 

model 3). The present study tried to explore the behavior regarding health care decision making through 

their mobility decision making. In result, we found that there is a positive relationship between mobility and 

health care decision making. Women are likely decide regarding to their own health care by themselves, 

if they have a decision making power in their mobility.

Moreover, the mobility and health care decision making’s vary in degree according the influence of eco-

nomic decision making. For both surveys according of economic decision making the Normalized Beta value 

decreased due to control variable. (for 2005 survey N Beta value is 0.666, for 2016 survey is 0.911). 

Therefore, economic decision making influences to women’s health care and mobility empowerment deci-

sion making. Poverty is big burden on women in Ethiopia. They are denied access to, control over, financial 

resources. At the same time Ethiopian women should take a responsibility regarding household management 

(Mesfin 2004, 80-99).

 Finally, there changes of women’s empowerment in Ethiopia between 2005 and 2016 survey periods. 

The differences of Normalized Beta value between 2005 and 2016 for mobility decision making is 1.16, for 

economic decision making is 0.786. According the statistical results, we may report that women empower-

ment in health care decision making among married women are changed positively. To the authors’ knowl-

edge, many organizations such as UNWOMEN and United States Agency for International Development 

(USAID) have made a lot of efforts in improving the level of women’s empowerment in Ethiopia. United 

States Agency for International Development (USAID) focused on enhancing women’s social, economic, and 

political status. Providing educational and economic opportunities, enhancing women’s role policy, promot-

ing the health safety of girls and women are the main goal of this project. 

Consequently, based on the results we see the Ethiopian women as the potential costumers from the ho-

listic perspective. This study discusses the about the possibility of the new market in health care industry. 

Therefore social quality management is critical issue in this context. Health policy makers have to figure 

out the market from the downstream stage. Furthermore policy makers and project organizations need to 

pay attention on the decision making issues of women in household level. Since, mobility and economic, 

health care decision makings are most likely made in family for married women, especially in some 
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societies. Through the study we could see the changings the women’s empowerment in Ethiopia. In future 

if the women’s empowerment level of Ethiopian women will enhance continuously, the new market may 

open in health care industry. 

 The current study provided some implications regarding to women’s empowerment of Ethiopian women. 

However, we have to mention about some limitations of this study. Firstly, only 3 dimensions of women’s 

empowerment in household level were discussed in order to explore the health care decision making of 

women. Women’s empowerment is multidimensional concept with several levels and contexts. The health 

care decision making of women may be discussed by other factors, too. Future researchers may analyze 

the women’s empowerment in health care decision making with more dimensions. Secondly, the study fo-

cused on currently married women. Future studies may include all women and girls to understand women’s 

empowerment. In future through theses analyses it is important to figure out the potential costumers in the 

social quality level. 
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