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Abstract

Background High fertility rates in sub-Saharan Africa underscore the importance of contraceptive use in managing
population growth. While previous studies have linked women’s empowerment to contraceptive behavior, this study
adopts a multidimensional approach, emphasizing decision-making autonomy, resource access, and negotiation
skills. By examining these distinct dimensions, the study provides a more comprehensive understanding of how
empowerment influences modern contraceptive use among women in Tanzania, offering insights for targeted
reproductive health strategies.

Methods This cross-sectional study analyzed data from the 2022 Tanzania Demographic and Health Survey (TDHS),
which focuses on 8236 currently married, non-pregnant women aged 15-49 years. The empowerment indicators
included participation in household decision-making, attitudes toward intimate partner violence, negotiation

of sexual relationships, property ownership, and social independence. Descriptive and bivariate analyses were
conducted, followed by multivariate logistic regression to assess associations. The analyses incorporated complex
survey design adjustments for national representativeness.

Results Modern contraceptive use was reported by 34.9% of women. The significant factors associated with greater
contraceptive use included education, household wealth, employment, media exposure to family planning messages,
and empowerment indicators. Women participating in all three household decision-making domains (AOR 1.64, 95%
Cl 1.36-1.98), negotiating sexual relationships (AOR 1.41,95% Cl 1.19-1.67), and owning both a house and land (AOR
1.47,95% Cl 1.27-1.70) presented significantly higher odds of modern contraceptive use.

Conclusions Women's empowerment significantly influences modern contraceptive use. Enhancing women’s
autonomy, decision-making power, and socioeconomic opportunities should be prioritized in family planning
initiatives. Addressing structural and social barriers that limit women’s agency will help ensure informed reproductive
health choices, ultimately promoting gender equity and sustainable development.

Keywords Contraception, Women's empowerment, Family planning, Modern contraceptive use, Reproductive
health, Sustainable development, Gender equality
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Introduction

Tanzania has experienced substantial population growth
over the past five decades, primarily driven by persis-
tently high fertility rates. Since the initial census in 1967,
which recorded a population of 12.3 million, the coun-
try’s population has grown nearly fivefold, reaching 61.7
million in 2022 [1]. By 2030, this figure is projected to rise
further to approximately 87 million [2]. This growth can
be attributed mainly to sustained high fertility, declining
mortality, and to a lesser extent, cross-border migration
from neighboring countries [3, 4]. Among these factors,
high fertility remains the dominant contributor [5]. The
2022 Tanzania Demographic and Health Survey (TDHS)
reported a modest decline in the total fertility rate (TFR)
from 5.2 in 2015/16 to 4.8 in 2022 [6]. Despite this reduc-
tion, Tanzania’s TFR remains significantly higher than
those of neighboring sub-Saharan African countries,
which have successfully lowered fertility rates through
effective, high-quality family planning programs. For
example, Kenya reported a TER of 3.42, Rwanda 3.99, and
Malawi 4.13 [7].

The decline in fertility rates is closely associated with
contraceptive use, a relationship extensively examined in
the literature. Early theoretical frameworks, such as those
proposed by Bongaarts [8], highlighted contraception
as a deliberate means of regulating marital fertility and
emphasized its critical role in fertility reduction. Subse-
quent empirical studies have reinforced this viewpoint.
Cleland et al. [9], for example, reported that increased
contraceptive use accounted for approximately 75% of
the fertility decline observed in developing countries
over the past six decades. Regional data support these
findings. Kenya, Rwanda, and Malawi, all of which have
actively promoted voluntary and equitable access to fam-
ily planning in recent decades, have attained high mod-
ern contraceptive prevalence rates (mCPR): 57.0% in
Kenya [10], 58.4% in Rwanda [11], and 65.0% in Malawi
[12]. In contrast, Tanzania’s mCPR remains relatively low
at 31.0% [6], though this rate is slightly above the sub-
Saharan African average of 22.0% [13].

In addition to contraceptive use, women’s empower-
ment is widely acknowledged as a fundamental deter-
minant of fertility outcomes. A systematic review
underscored the transformative impact of empower-
ment on reproductive health, linking higher levels of
empowerment to lower fertility rates, fewer unintended
pregnancies, and increased birth intervals [14]. Simi-
larly, a comprehensive review identified contraceptive
use as the most commonly studied outcome in family
planning research and consistently found a positive cor-
relation with women’s empowerment [15]. Building on
this foundation, evidence from low- and middle-income
countries demonstrates that women’s empowerment is
positively associated with modern contraceptive use.
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In sub-Saharan Africa, studies from Nigeria, Niger, and
Ethiopia highlight the role of household decision-making
and gender-equitable attitudes in promoting contracep-
tive uptake [16—18]. Similar patterns have been observed
in South and Southeast Asia, including Bangladesh and
Pakistan, where women’s decision-making authority and
inclusive family planning approaches are linked to higher
contraceptive use [19, 20]. In Tanzania, both regional and
national data confirm this relationship [21, 22]. Multi-
country analyses across sub-Saharan and East Africa
further affirm the consistent effect of empowerment on
contraceptive adoption [23, 24].

Empowerment is conceptually understood as a mul-
tidimensional process. Kabeer [25] defines empower-
ment as the “process by which those who have been
denied the ability to make strategic life choices acquire
such an ability” This framework outlines three interre-
lated dimensions of empowerment: agency, resources,
and achievements [26]. Furthermore, empowerment is
broadly conceptualized as the “expansion of freedom of
choice and action to shape one’s life” [27], emphasizing
both the transformative process and individual agency.
This process enhances women’s decision-making capa-
bilities, whereas the agency facilitates their meaningful
involvement in decision-making activities [28]. In the
context of reproductive health, empowerment is essen-
tial for enabling women to make informed choices and
take intentional action, especially regarding modern con-
traceptive use [29]. Empowerment enhances women’s
autonomy, enabling them to exercise greater control over
their reproductive health and overall well-being [30].

Recent thinking extends this understanding to
include not only the choice to use contraception but
also the choice not to—provided the decision is volun-
tary, informed, and free from coercion. Holt et al. [31]
describe this as contraceptive agency, or the capacity to
decide whether or not to prevent or delay pregnancy and
to act on that decision independently. Empirical evidence
supports this perspective. A qualitative study in Mwanza,
Tanzania, found that women often exercised autonomy
within complex social environments where external
influences shaped both their use and non-use of contra-
ception [32]. Likewise, a quantitative study among ado-
lescent and young adult females in Uganda showed that
many contraceptive decisions were not made individu-
ally, further highlighting the need to recognize voluntary
non-use as a potential indicator of reproductive agency
[33].

Despite its acknowledged significance, women’s
empowerment remains a contextual and multidimen-
sional construct [15], with ongoing debates regarding
the appropriate indicators for its measurement. Efforts
to conceptualize women’s empowerment have extended
beyond African contexts to include global perspectives.
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For example, the Survey-based Women’s Empowerment
Index (SWPER), initially designed to measure empower-
ment within the African context [30], was later expanded
into SWPER Global by Ewerling et al. [34]. This index
comprises three dimensions: “attitudes toward vio-
lence”, “social independence’, and “decision-making”
[34]. In Tanzania, Mganga et al. [35] developed a tai-
lored empowerment index utilizing data from the TDHS
(2004/05, 2010, and 2015/16) to evaluate six domains:
“attitudes toward violence”, “decision-making’; “social
independence’;, “access to healthcare’, “age at critical life
events’, and “property ownership.”

In particular, a review article on women’s empower-
ment and family planning identified ‘mobility’ and ‘par-
ticipation in household decision-making’ as two of the
most frequently evaluated indicators of empowerment
[15]. These indicators encompass specific domains of
decision-making, including access to medical care, the
management of significant or minor household expen-
ditures, and decisions regarding visits to relatives or
friends. These measures function as proxies for women’s
empowerment and are instrumental in assessing fam-
ily planning outcomes, particularly contraceptive use.
Additionally, another review of empowerment measures
within family planning programs emphasized the impor-
tance of validated indicators, such as gender equality atti-
tudes and decision-making authority, for assessing how
empowerment influences family planning outcomes [36].

Despite growing research interest, many studies con-
ducted in Tanzania have relied on limited conceptual-
izations of women’s empowerment, often using binary
indicators that overlook its multidimensional nature.
For example, Nanda et al. [37] found that contraceptive
use was significantly associated with wives, but not hus-
bands; equitable gender attitudes, highlighting the influ-
ence of spousal gender dynamics. A qualitative study by
Schuler et al. [38] reported that 91% of non-users desired
to space or limit births but were deterred by prevailing
gender norms and misinformation. Using TDHS 2010
data, Kidayi et al. [22] showed that empowered women
were 1.4 times more likely to use modern contraception
(OR = 1.40; 95% CI: 1.13-1.63), although empowerment
was treated as a binary construct, limiting interpretabil-
ity. More recent research has identified additional rele-
vant factors. Mwalupani et al. [39] emphasized the role of
economic resources in informed decision-making in con-
traceptive practices, while Yussuf et al. [40] highlighted
the influence of spousal agreement on desired family size.
Although these studies affirm the relevance of empower-
ment, few have adopted multidimensional frameworks
to explore how specific empowerment domains relate
to contraceptive behavior. To address this gap, the pres-
ent study employs a broader analytical approach that
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captures the complexity of empowerment and evaluates
its distinct dimensions in the Tanzanian context.

Given the multidimensional and context-specific
nature of women’s empowerment, it is essential to incor-
porate country-specific factors when designing family
planning policies and interventions. As part of the Family
Planning 2030 commitments, Tanzania has set a target to
increase its mCPR from 31% in 2022 to 42% by 2025 [41].
However, progress has been slow, with annual growth in
mCPR averaging only 1%, as shown by trends from 27%
in 2010 to 32% in 2015/16 and 31% in 2022 [6]. To accel-
erate progress, targeted and evidence-based interven-
tions must be implemented, tailored to Tanzania’s unique
sociocultural context, and grounded in a comprehensive
understanding of women’s empowerment.

Women’s empowerment is also central to global devel-
opment agendas. Sustainable Development Goal (SDG) 5
recognizes empowerment as a foundation for advancing
reproductive health and family planning. Empowerment
also plays a vital role in reducing gender inequality [42].
Tanzania’s commitment to achieving the SDGs highlights
the importance of expanding access to contraception
and implementing effective family planning policies to
increase modern contraceptive use, thereby contributing
to broader goals of global health and gender equality [43].

Therefore, this study aims to examine the relation-
ship between women’s empowerment and modern con-
traceptive use among currently married, non-pregnant
women aged 15-49 years in Tanzania, focusing on mul-
tiple distinct dimensions of empowerment. The findings
are expected to provide valuable evidence for designing
targeted family planning policies and interventions tai-
lored to Tanzania’s sociocultural context, while contrib-
uting to global efforts to enhance reproductive health and
advance the Sustainable Development Goals.

Methods

Study setting and sampling

This study employed secondary data from the 2022
TDHS and adopted a cross-sectional research design to
explore whether empowerment influences the utilization
of modern contraceptives. The TDHS is a nationally rep-
resentative household survey conducted approximately
every five years to obtain indicators related to fertility,
family planning, and maternal and child health. The 2022
TDHS was implemented by the National Bureau of Statis-
tics in collaboration with the Office of the Chief Govern-
ment Statistician of Zanzibar, with technical assistance
from ICF and funding from the United States Agency
for International Development (USAID). The DHS tar-
geted women aged 15-49 and men aged 15-59 residing
in selected households across Tanzania. In total, 16,312
households were selected using a two-stage cluster sam-
pling design, achieving a 97% response rate. Among these
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households, 15,254 women aged 15-49 were success-
fully interviewed. Comprehensive details regarding the
sampling procedure are provided in the TDHS 2022 final
report [6].

On the basis of the research questions, the analysis
concentrated on married or cohabiting respondents, as
the empowerment-related questions were specifically
designed for this group. Pregnant women were excluded
to ensure that current contraceptive use reflected active
fertility preferences. All variables included in the final
regression model had complete data, with no missing
values detected; thus, no imputation or casewise dele-
tion was necessary. After applying these criteria, the final
weighted analytic sample comprised 8236 currently mar-
ried, non-pregnant women of reproductive age.

Measurements

Outcome variables

The outcome variable, defined on the basis of Hubacher
and Trussell’s [44] description, refers to modern con-
traceptive methods as “a product or medical procedure
that interferes with reproduction from acts of sexual
intercourse” Modern contraceptive use was assessed via
responses to two questions from the TDHS women’s
questionnaire: (1) “Are you or your partner currently
doing something or using any methods to delay or avoid
pregnancy?” and (2) “Which method are you using?”
In the TDHS 2022, current contraceptive methods
were classified into three groups: ‘No Method, ‘Tradi-
tional Method, and ‘Modern Method! Modern meth-
ods included female and male condoms, female and
male sterilization, implants, intrauterine devices (IUDs),
injectables, oral contraceptives (pill), emergency contra-
ception, the standard days method (SDM), and the lacta-
tional amenorrhea method (LAM). Traditional methods
included periodic abstinence (calendar or rhythm meth-
ods), withdrawal, and other traditional approaches. For
this study, contraceptive use was ultimately recoded as
a binary variable, with ‘Yes’ indicating the use of mod-
ern methods and ‘No’ representing the use of either no
method or traditional methods.

Independent variables

The demographic characteristics of the women included
variables related to age at critical life events, residence,
fertility, education, wealth, employment, and exposure
to family planning information. Women’s current age
was grouped into four age groups: 15-19, 20-29, 30-39,
and 40-49 years. Age at first cohabitation or marriage
was classified into three categories on the basis of quan-
tiles: under 18, 18-20, and over 21 years. Fertility was
measured using the number of surviving children and
divided into tertiles: 2 or fewer, 3—4, and 5 or more. Resi-
dence was recorded as either rural or urban. Education
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was categorized into four groups: no education, primary,
secondary, and higher. Household wealth was measured
via the wealth index, which classifies households into
five quintiles: poorest, poor, middle, richer, and richest.
The wealth index, derived through principal component
analysis, considers household characteristics and asset
ownership [45]. Employment for payment was assessed
on the basis of whether respondents earned income from
employment within the past 12 months. Women were
classified as ‘employed for cash’ if they received payments
either in cash only or in both cash and in kind. Women
who were employed and received payments in kind only
or were unpaid were classified as ‘employed not for cash’
Exposure to family planning messages was divided into
two groups, ‘yes’ or ‘no; on the basis of whether respon-
dents had obtained family planning information from
any of the listed sources during the previous 12 months:
radio, television, newspapers or magazines, mobile phone
messages (via voice or text), social media platforms (e.g.,
Facebook, Twitter, or Instagram), posters, leaflets, bro-
chures, outdoor signs or billboards, and community
meetings or events.

Women’s empowerment variables

The primary independent variable was women’s empow-
erment, measured using indicators derived from indices
developed to assess empowerment in African contexts
[30, 46], across low- and middle-income countries [34],
and with specific relevance to Tanzania [35, 47]. Rel-
evant variables from the TDHS were selected based on
prior evidence, covering domains such as decision-mak-
ing, attitudes toward violence, social independence, and
property ownership.

Decision-making was assessed based on women’s
involvement in three key household decisions: (1) their
own health care, (2) major household purchases, and
(3) visits to family or relatives. Each domain was coded
as a binary variable, with ‘Yes’ indicating participation—
either independently or jointly with a partner—and ‘No’
indicating no involvement. A composite variable was
then constructed to reflect the level of participation, cat-
egorized into three graded groups: ‘All three decisions,
‘1-2 decisions, and ‘None!

Attitudes toward violence were measured on the basis
of responses to five scenarios where wife-beating might
be considered justified: (1) if the wife goes out without
informing her husband, (2) neglects the child, (3) argues
with her husband, (4) refuses to have sex relations with
her husband, and (5) burns food. Each scenario was
recoded as a binary variable, with ‘Yes’ indicating that
the respondent considered violence justified and ‘No’
indicating that it was either unjustified or the respon-
dent was unsure. A summative score ranging from 0 to
5 was then calculated to reflect the number of scenarios
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where violence was justified. This score was subsequently
recoded into a binary variable: ‘Yes’ if violence was justi-
fied in at least one scenario, and ‘No’ if it was not justified
in any.

Social independence was measured using six binary
indicators informed by prior research [35, 36], encom-
passing ownership and use of financial tools and media
exposure. Specifically, three indicators—ownership of a
mobile phone, ownership of a bank account, and use of
a mobile phone for financial transactions—were coded as
‘“Yes” or ‘No’ based on classifications in the original TDHS
dataset. Media exposure was assessed through three
items indicating whether the respondent engaged with
newspapers or magazines, radio, or television at least
once a week or less; any exposure was coded as ‘Yes, and
no exposure as ‘No! Each ‘Yes’ response contributed one
point to a composite score ranging from 0 to 6. This score
was then categorized into three levels of social indepen-
dence: ‘Low’ (0-1 points), ‘Moderate’ (2-3 points), and
‘High’ (4-6 points).

Property ownership was determined by whether
women owned a house or land, either individually or
jointly. Ownership—whether solely, jointly with a spouse
or others, or both—was coded as ‘Yes’; lack of owner-
ship was coded as ‘No! An aggregate variable was then
constructed and categorized into three levels: ‘Both
house and land; ‘Either house or land; and ‘No property
ownership’

Furthermore, previous studies have noted that sexual
decision-making is a significant factor influencing fam-
ily planning and reproductive health outcomes [15, 36].
In line with this, the present study explored women’s
gender-equitable attitudes toward sexual and reproduc-
tive health by examining their ability to negotiate sexual
relationships. Sexual empowerment, in this context, was
assessed through two indicators: the ability to reject sex-
ual relations and the ability to advocate for condom use.
Initially, a binary variable was developed for each indica-
tor, with responses dichotomized as ‘Yes’ or ‘No. Subse-
quently, a synthesized variable was generated to capture
the level of sexual negotiation ability, categorized as fol-
lows: ‘Can refuse sex and ask for condom use;, ‘Can refuse
sex or ask for condom use; and ‘Cannot do both!

Data analysis

Descriptive statistics summarized the demographic and
empowerment variables. Bivariate analyses via Pear-
son’s chi-square tests were used to examine associations
between modern contraceptive utilization and explana-
tory variables. Multivariate logistic regression was
employed to evaluate these associations, adjusting for
potential confounders, and the results are presented as
adjusted odds ratios (AORs) with 95% confidence inter-
vals (CIs). A threshold of P<0.05 was used to determine
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statistical significance. Before model fitting, pairwise
Pearson correlation coefficients were computed to assess
the degree of association between the empowerment
domains, and variance inflation factors (VIFs) were used
to evaluate multicollinearity among covariates. All analy-
ses considered a complex survey design, incorporating
clustering, stratification, and sampling weights, and were
conducted via the “Survey” package in R (version 4.4.1).

Results

Descriptive characteristics

Table 1 indicates that 34.9% of currently married women
in Tanzania reported using modern contraceptives. The
mean age was 32.5 years, and the mean age at first mar-
riage or cohabitation was 19.5 years. Over two-thirds
(73.5%) of the women had fewer than five living chil-
dren. The majority of women (68.1%) resided in rural
areas. Only 21.1% of women had attained secondary or
higher education, and 42.2% were employed for cash.
Most women (80%) reported exposure to family planning
information.

Bivariate analysis results in Table 1 show significant
associations between modern contraceptive use and
all demographic variables, except age at first cohabita-
tion. The uptake of modern methods was highest among
women aged 30-39 years (39.6%), those with 3—4 chil-
dren (40.4%), urban residents (38.7%), women with
secondary education (39.3%), those employed for cash
(39.3%), women from wealthier households (40.7%), and
women who heard or saw family planning messages via
mass media (37.1%).

Distribution of women’s empowerment in Tanzania

Table 2 indicates that the majority of respondents partici-
pated in household decision-making, with 74.3% involved
in decisions about personal healthcare, 64.7% in major
household purchases, and 68.6% in visiting families or
relatives. Overall, 54.9% of women participated in all
three decisions, 27.8% in one or two decisions, and 17.3%
did not participate in any household decisions. Regarding
attitudes toward violence, 48.0% of women indicated that
violence was not justified in any situation, whereas 52.0%
believed it was justified in one or more scenarios. Spe-
cifically, 34.8% justified violence if they went out without
informing their husbands, 41.2% if they neglected their
children, 37.7% if they argued with their husbands, 28.5%
if they refused sexual relations, and 13.8% if they burned
food. In terms of sexual decision-making, 68.7% of the
women reported the ability to reject sexual relations, and
58.6% could ask for condom use. Overall, 51.3% had both
abilities, whereas 24.0% lacked both abilities. For asset
ownership, most women (62.2%) did not own land, and
46.1% reported not owning a house. Among the respon-
dents, 34.5% owned both land and a house, 22.7% owned
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Table 1 Demographic characteristics and modern contraceptive
use distribution among currently married, non-pregnant women,
Tanzania DHS 2022

Demographic Women Modern P-
characteristics contracep- value
tive use
N % %
Total 8236 1000 349
Current age
Mean+SD 3247+0.14
15-19 years 431 52 199 <0.001
20-29 years 3019 367 37.8
30-39 years 2683 326 39.6
40-49 years 2102 255 279
Age at first cohabitation
Mean +SD 19.45+0.08
Under18years 3130 380 333 0.051
18-20 years 2559 311 372
Over 21 years 2547 309 347
Number of living children
Mean +SD 3.36+0.04
Less than 2 3365 409 320 <0.001
3-4 Children 2682 326 404
5 or more 2189 266 328
Residence
Urban 2624 319 387 0.002
Rural 5612 68.1 332
Education level
No education 1686 205 25.1 <0.001
Primary 4814 585 369
Secondary 1636 199 393
Higher 99 12 347
Wealth index
Poorest 1482 180 23.6 <0.001
Poorer 1505 183 320
Middle 1595 194 388
Richer 1775 216 40.7
Richest 1878 228 375
Employment
Not employed 2556 31.0 299 <0.001
Employed for 3476 422 393
cash
Employed not 2204  26.8 339
for cash
Heard/seen about family
planning
Yes 6588  80.0 37.1 <0.001
No 1648 200 26.2

either land or a house, and 42.9% owned neither. In the
social independence domain, 61.6% of women owned a
mobile phone, but only 6.8% had a bank account. Among
mobile phone users, 44.3% utilized their phones for finan-
cial transactions. Media exposure was reported by 19.9%
of women who read newspapers, 55.8% who listened to
the radio, and 42.8% who watched television regularly.
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Overall, 28.2% of women scored high (4—6 points) in the
social independence domain, whereas 36.8% were classi-
fied as having low social independence (0—1 point).

Modern contraceptive use was significantly associated
with multiple dimensions of women’s empowerment,
including household decision-making, sexual autonomy,
property ownership, and social independence. Modern
method uptake was higher among women who were
involved in all three domestic decision-making areas
(38.0%), those who rejected violence in situations involv-
ing arguments with their husbands (36.3%), and those
who reported both the ability to refuse sexual relations
and to request condom use (39.4%). Higher contraceptive
use was also observed among women who owned both
land and a house (38.5%) and those classified as having
high social independence (4—6 points) (38.4%).

Association between women’s empowerment and modern

contraceptive use

Table 3 illustrates the results of the survey-weighted
logistic regression analysis. Household decision-making
proved to be a crucial factor. Women who participated
in all three decision areas had 1.64 times greater odds of
using modern methods (95% CI: 1.36 —1.98), and those
involved in one or two decisions had 1.54 times higher
odds (95% CI: 1.27-1.88) than those with no engage-
ment. Sexual empowerment also played a substantial
role. Greater odds of modern contraceptive use were
observed among women who could both refuse sex and
request condom use (AOR=1.41, 95% CI: 1.19-1.67), fol-
lowed by those with either ability (AOR=1.21, 95% CI:
1.01-1.45), relative to those lacking both. Property own-
ership also matters. Owning both a house and land was
associated with a 47% increase in the likelihood of using
modern contraceptives (95% CI: 1.27-1.70) relative to
women with no assets. However, the composite measure
of social independence was not significantly associated
with contraceptive use. Similarly, attitudes toward vio-
lence were not a significant factor.

Regarding demographic factors, women aged 20-29
had 1.73 times higher odds (95% CI: 1.18-2.53) com-
pared to women aged 15-19. Women with 3—4 children
had a 51% higher likelihood of using modern contracep-
tives (95% CI: 1.31-1.75), and those with five or more
children had a 47% increase in odds (95% CI: 1.22—-1.76),
compared to women with fewer than two children. Edu-
cation showed a positive association. Modern methods
were significantly more prevalent among women with
primary (AOR=1.36, 95% CI: 1.13-1.64) and secondary
education (AOR=1.34, 95% CI: 1.05-1.73), relative to
those lacking formal education. Women from the richest
households had 1.86 times greater odds (95% CI: 1.41—
2.44) of using modern contraception than those from the
poorest households. Employment status also mattered.
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Table 2 \Women's empowerment and modern contraceptive use distribution among currently married, non-pregnant women,

Tanzania DHS 2022

Women'’s empowerment variables Women Modern contraceptive use  P-value
N % %

Decision-making in household
Decision maker on own health care

Yes=Respondent alone, Respondent and husband/partner 6122 743 378 <0.001
No=Husband/partner alone, Someone else, Other 2113 257 267

Decision maker on major household purchases
Yes=Respondent alone, Respondent and husband/partner 5330 64.7 380 <0.001
No=Husband/partner alone, Someone else, Other 2906 353 294

Decision maker on visits to family or relatives
Yes=Respondent alone, Respondent and husband/partner 5646 686 374 <0.001
No=Husband/partner alone, Someone else, Other 2589 314 295

Participation in decision-making
All 3 decisions 4525 549 380 <0.001
1-2 decisions 2569 278 363
None 1420 173 230

Attitude towards violence
Justified if wife goes out without telling husband

No 5370 652 356 0.203
Yes 2865 348 337

Justified if wife neglects the children
No 4839 588 35.1 0.744
Yes 3396 412 347

Justified if wife argues with husband
No 5132 623 363 0.007
Yes 3104 377 326

Justified if wife refuses to have sex with husband
No 5885 715 354 0.310
Yes 2350 285 338

Justified if wife burns the food
No 7098 862 354 0.153
Yes 1138 138 321

Justified for any of the five reasons
No 3949 480 356 0362
Yes 4286 521 344

Sexual empowerment

Can refuse sex
Yes 5654 687 378 <0.001
No 2581 313 286

Can ask partner to use a condom
Yes 4826 586 39.1 <0.001
No 3410 414 290

Ability to negotiate sexual relations
Can refuse sex and ask for condom use 4223 513 394 <0.001
Can refuse sex or ask for condom use 2295 248 341
Cannot do both 1978 240 262

Property ownership

Owns a house alone or jointly
Yes=Alone only, Jointly only, Both alone and jointly 4436 539 363 0.045
No=Does not own 3800 46.1 334

Owns land alone or jointly
Yes=Alone only, Jointly only, Both alone and jointly 3110 378 384 <0.001

No=Does not own 5126 622 328
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Women'’s empowerment variables Women Modern contraceptive use  P-value
N % %

Ownership of assets
Both house and land 2842 345 385 0.001
Either of house or land 2096 227 330
No property ownership 3532 429 331

Social independence

Owns a mobile phone
Yes 5072 616 377 <0.001
No 3163 384 305

Owns a bank/financial account
Yes 562 68 378 0.267
No 7674 932 347

Uses mobile phone for financial transactions
Yes 3644 443 396 <0.001
No 4592 558 313

Frequency of reading newspaper or magazine
Yes = At least once a week, Less than once a week 1636 199 357 0.557
No=Not at all 6599 80.1 347

Frequency of listening to radio
Yes=At least once a week, Less than once a week 4592 558 380 <0.001
No=Not at all 3644 442 310

Frequency of watching television
Yes=At least once a week, Less than once a week 3523 428 383 <0.001
No=Not at all 4713 572 324

Social independence
High (4-6 points) 2325 282 384 <0.001

Moderate (2-3 points)
Low (01 points)

2880 350 384
3030 368 290

Compared to non-employed women, those earning
cash income were 33% more likely to use modern con-
traceptives (95% CI: 1.15-1.54), while women engaged
in unpaid work showed a 22% increased likelihood (95%
CI: 1.01-1.47). Hearing or seeing family planning mes-
sages via mass media was linked with 1.24 times greater
odds of contraceptive use (95% CI: 1.06—1.45). Finally,
all VIF values were under 1.4, confirming the absence of
multicollinearity.

Discussion

The principal findings of this study show that approxi-
mately one-third of currently married, non-pregnant
women in Tanzania utilized modern contraceptive meth-
ods. Key empowerment variables significantly associated
with modern contraceptive use included engagement in
household decisions, the ability to negotiate sexual mat-
ters, and property ownership, whereas attitudes toward
wife beating did not exhibit a significant relationship. In
addition, sociodemographic factors such as age, number
of surviving children, education, wealth, employment
status, and exposure to family planning information were
significant predictors of modern methods.

This study found that 34.9% of currently married, non-
pregnant women in Tanzania were using modern contra-
ceptives. Although this figure is slightly higher than the
national average of 31.0% reported in the 2022 TDHS [6],
it remains modest compared to several regional coun-
terparts. Ethiopia and Uganda have reported mCPRs of
40.5% [48] and 39.0% [49], respectively. Malawi stands out
with a rate of 65.0% [12], reflecting sustained investments
in family planning and broad-based community engage-
ment. In contrast, Nigeria's mCPR remains low at 12.0%
[50], illustrating the wide variation in outcomes across
sub-Saharan Africa. A pooled analysis of the region esti-
mated an average mCPR of 22.0% (95% CI: 21.8-22.2%),
with country-level rates ranging from 49.7% in Namibia
to just 3.5% in the Central African Republic [13]. In this
context, Tanzania’s rate sits above the regional average
but falls behind high-performing countries, indicating
the need for strategic programmatic shifts.

Among empowerment-related factors, a strong asso-
ciation was observed between women’s decision-making
authority at home and their use of modern contracep-
tion, reflecting the essential impact of empowerment on
reproductive health behaviors. This finding aligns with
prior studies using comparable indicators. For example,
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Table 3 Logistic regression on contraceptive use by women's empowerment and demographic variables (modern vs. traditional or

none)
Variables AOR 95% Cl P-value
Lower Upper
Participation in decision-making
All 3 decisions 1.64 1.36 1.98 <0.001
1-2 decisions 154 127 1.88 <0.001
None 1.00
Attitude towards violence
Justified for any of the five reasons
No 1.02 091 1.15 0.746
Yes 1.00
Ability to negotiate sexual relations
Can refuse sex and ask for condom use 141 1.19 167 <0.001
Can refuse sex or ask for condom use 1.21 1.01 145 0.040
Cannot do both 1.00
Property ownership
Both house and land 147 1.27 1.70 <0.001
Either of house or land 1.01 0.85 1.19 0.947
No property ownership 1.00
Social independence
High (4-6 points) 093 0.74 117 0.548
Moderate (2-3 points) 1.07 091 1.26 0.408
Low (0-1 points) 1.00
Current age
15-19 years 1.00
20-29 years 173 118 2.53 0.005
30-39 years 147 098 222 0.065
40-49 years 0.76 0.50 1.15 0.195
Age at first cohabitation
Under18 years 1.00
18-20 years 1.07 0.93 1.22 0.363
Over 21 years 0.94 0.81 1.09 0.393
Number of living children
Less than 2 1.00
3-4 Children 1.51 1.31 1.75 <0.001
5 or more 147 122 1.76 <0.001
Residence
Urban 1.00
Rural 1.15 0.95 1.39 0.145
Education level
No education 1.00
Primary 1.36 1.13 1.64 0.001
Secondary 134 1.05 1.73 0.021
Higher 1.08 0.61 1.90 0.788
Wealth index
Poorest 1.00
Poorer 135 1.08 1.68 0.009
Middle 1.71 1.36 2.14 <0.001
Richer 1.86 141 244 <0.001
Richest 157 1.15 214 0.004
Employment
Not employed 1.00
Employed for cash 133 1.15 1.54 <0.001
Employed not for cash 122 1.01 147 0.036
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Variables AOR 95% Cl P-value
Lower Upper
Heard/seen about family planning
Yes 1.24 1.06 145 0.008
No 1.00

in Nigeria, women who jointly or independently made
decisions about large household purchases, family vis-
its, or their healthcare were 1.15-1.60 times more likely
to utilize modern contraceptives [16]. In Niger, decision-
making involvement was linked to a 1.36-fold increase in
contraceptive use, even after adjusting for demographic
factors [17]. Similarly, evidence from Egypt showed that
women involved in joint or independent decisions were
more likely to adopt both short-acting and long-acting
contraceptives [51]. These findings collectively suggest
that domestic decision-making power is a crucial dimen-
sion of women’s agency.

Women’s ability to negotiate sexual matters was posi-
tively linked to higher modern contraceptive utilization,
further reinforcing the role of personal agency in repro-
ductive choices. In Vietnam, women demonstrating
negotiation capacity in sexual and condom-related deci-
sions had 1.60 times higher odds of condom use during
their last intercourse and 1.56 times higher odds of con-
sistent condom use in the past 12 months [52]. In Ghana,
each one-point increase in a sexual empowerment index
was linked to a 24% increase in the odds of current con-
traceptive use [53]. Consistent with these findings, this
study confirms that women’s ability to negotiate sexual
matters contributes to higher modern contraceptive use,
reinforcing the idea that empowering women to assert
control over reproductive choices is crucial in improving
family planning outcomes [54].

The relationship between property ownership and
contraceptive utilization suggests a connection between
economic empowerment and autonomy in reproductive
health choices. As an indicator of socioeconomic status
(SES), ownership reflects financial stability and access to
material assets that enable individuals to make informed
health decisions. This aligns with fundamental cause the-
ory, which posits that individuals with greater resources
are better equipped to maintain good health [55]. Simi-
larly, prior evidence also supports the role of physical
capital in shaping contraceptive behavior, particularly in
resource-limited settings [56].

Several sociodemographic variables showed significant
associations with contraceptive utilization. The num-
ber of living children plays a key role in contraceptive
adoption, as women who have achieved their preferred
family size tend to be more motivated to prevent addi-
tional births. Consistent with previous studies [21, 24],
the number of living children has emerged as a major

influence on contraceptive behavior. These findings imply
the ongoing importance of fertility preferences in shaping
contraceptive use.

Education serves as a fundamental determinant of con-
traceptive uptake, as it equips women with the knowl-
edge and awareness needed for informed reproductive
decision-making. The results of this study align with evi-
dence from sub-Saharan Africa, emphasizing the role of
education in facilitating informed contraceptive choices
[16, 18, 21, 23, 51]. By enhancing decision-making skills,
fostering financial independence, and improving social
standing, education enables women to overcome barriers
that limit their reproductive autonomy [29]. These find-
ings underscore that educational attainment enhances
access to reproductive health resources and enables
women to develop the skills and confidence needed to
achieve positive health outcomes [26].

Economic circumstances are central in determining
access to and utilization of modern contraceptive and
family planning services. The findings of the study align
with global evidence emphasizing the impact of finan-
cial resources on modern contraceptive use [17, 21, 24,
57, 58]. Women with greater economic means have
increased access to health care services, the financial
ability to afford contraceptives, and the capacity to make
informed family planning choices [55].

Employment status is a critical factor influencing
modern contraceptive use, with employed women, par-
ticularly those earning wages, demonstrating higher con-
traceptive uptake than non-employed women do. This is
consistent with global research showing that workforce
participation strengthens women’s economic empower-
ment, fostering greater autonomy in decision-making,
increasing knowledge and awareness, and enhancing
access to healthcare services, ultimately resulting in bet-
ter reproductive health outcomes [23, 59]. Women in
high-paying jobs or working in government increasingly
prioritize planned pregnancies to balance their careers
and family responsibilities, reflecting the substantial
opportunity costs associated with childbearing for those
in the workforce [60]. When childcare responsibilities
restrict women’s involvement in the labor force, access to
effective contraception enables them to regulate repro-
ductive timing, underscoring the need to address struc-
tural barriers to both employment and reproductive
autonomy [61].
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Exposure to family planning information significantly
enhanced modern contraceptive use, as observed in this
study and supported by prior research [21, 23, 62, 63].
Such exposures create an environment where contracep-
tive practices are normalized and socially accepted, moti-
vating women to adopt family planning methods. Media
campaigns provide essential sexual and reproductive
health information, enabling informed decision-making
[63].

Taken together, these findings suggest the need for
targeted and equity-driven policy responses. First, Tan-
zania’s family planning programs should adopt a more
holistic, rights-based approach that positions women’s
empowerment at the center of program design and deliv-
ery. This includes not only expanding access to contra-
ceptive methods but also supporting women’s autonomy
through greater participation in household and sexual
decision-making. Programs should actively involve men
and boys to promote joint decision-making and foster
more gender-equitable norms, while leveraging behavior
change strategies—such as community dialogues, media
campaigns, and gender-transformative education—to
reshape attitudes and reduce stigma [17, 64, 65]. Second,
policies should address the structural determinants of
reproductive autonomy, such as poverty, unequal prop-
erty rights, and limited access to education and formal
employment. Targeted efforts to reach economically dis-
advantaged women, adolescents, and rural populations
are critical. Finally, continued investment in social and
behavior change communication across multiple plat-
forms will be essential to sustaining demand, expanding
access, and supporting informed contraceptive choices
[62].

Strengths and limitations

This study has several limitations. First, its cross-sec-
tional design restricts causal inference between wom-
en’s empowerment and contraceptive use. For example,
women already engaged in family planning may be more
likely to participate in household decision-making. While
some qualitative studies suggest a temporal link between
changes in gender norms and reproductive behaviors
[38], longitudinal and experimental studies are needed
to confirm these pathways. Second, this study included
only currently married or cohabiting women, as DHS
empowerment indicators—such as decision-making and
sexual negotiation—are available only for this group.
As such, the findings are not intended to generalize to
unmarried or adolescent women, who may face distinct
barriers to contraceptive uptake and contribute to popu-
lation growth [33, 66]. This exclusion does not reflect a
methodological bias, but rather a deliberate analytic
focus aligned with the available data. Nonetheless, given
Tanzania’s Family Planning 2030 commitment to expand
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youth-friendly services [41], future studies should explore
empowerment and contraceptive use among unmarried
and adolescent populations. Third, women’s empower-
ment is shaped by social, cultural, and economic con-
texts, and its relationship with modern contraceptive
practices also varies across different levels of a national
development. This study, which was conducted in the
developing context of Tanzania, reflects specific local
conditions for understanding the impact of empower-
ment on reproductive health. These findings suggest the
need for extensive comparative research across diverse
settings in developing countries to provide more nuanced
insight into how empowerment influences women’s
reproductive health outcomes.

Despite these limitations, the study offers notable
strengths. It draws on the most recent nationally repre-
sentative data from the 2022 TDHS, ensuring reliability
and generalizability within the population of currently
married or cohabiting women. The analysis employed a
multidimensional empowerment index encompassing
five domains and 18 items, capturing a broad range of
empowerment indicators relevant to modern contracep-
tive use. Key empowerment proxies included household
decision-making, sexual negotiation, gender-equitable
attitudes, property ownership, and social independence.
In addition, the study controlled for other important fac-
tors such as age at significant life events, fertility, educa-
tion, wealth, wage employment, and exposure to family
planning messages. This multidimensional approach
enhances the interpretability and policy relevance of the
findings.

Conclusions

Building on the strengths of a nationally representa-
tive dataset and a multidimensional empowerment
framework, this study examined how various aspects
of women’s empowerment are associated with modern
contraceptive use in Tanzania. The findings indicate that
greater autonomy in household and sexual decision-mak-
ing, access to economic resources, and exposure to family
planning information are each linked to higher contra-
ceptive uptake among married women.

These results suggest that empowering women across
multiple dimensions may support more consistent use of
modern contraceptives. However, contraceptive behav-
ior is shaped not only by individual agency but also by
broader social and structural conditions. While this
study focused on currently married women, the findings
underscore the importance of addressing systemic bar-
riers, such as restrictive gender norms, economic disad-
vantage, and limited access to information, that hinder
informed reproductive choices.

To improve contraceptive uptake in Tanzania, future
programs should incorporate both individual-level and
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structural-level strategies that strengthen women’s repro-
ductive agency. By aligning women’s empowerment
efforts with broader health and development goals, poli-
cymakers can design more context-sensitive and sustain-
able approaches to advancing reproductive health. These
findings add to the growing body of evidence on the role
of women’s empowerment in influencing contraceptive
behavior and may inform evidence-based, context-spe-
cific strategies in similar low-resource settings.
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