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Abstract

Background: Various countries in the world have achieved promising progress in promoting, protecting and
guaranteeing sexual and reproductive health rights (SRHRs) since the 1994 International Conference on Population
and Development (ICPD) in Cairo. However, SRHRs have not been recognized to their maximum potential in
Ethiopia, despite the domestication of the international instruments related to their successful implementation. This
study was intended to determine the magnitude of SRHRs knowledge, reproductive health services utilization and
their independent predictors among rural reproductive-age women in the Aleta Wondo District, Ethiopia.

Methods: A community-based cross-sectional study was conducted among 833 rural reproductive-age women
from April to May 2019. A systematic random sampling technique was employed to select households, and a
structured questionnaire was used to gather the data. EPI INFO version 7 was used to enter the data, and SPSS
version 23 was used for data analysis. Logistic regression analysis was employed to assess the association between
outcomes and explanatory variables. Odds ratios at 95% CI were also computed and reported.

Results: Of 833 respondents, 43.9% had good knowledge of SRHR, and 37% had used at least one sexual and
reproductive health (SRH) service. Variables that had a statistically significant association with SRHR knowledge in
multivariable analysis were: had formal education, household with the highest income, having information sources
for SRH services, and knowing about SRH services and providing institutions. SRH services utilization was associated
with: having information sources for SRH services, had formal education, household with the highest income, and
knowing about SRH services and providing institutions.

(Continued on next page)

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

* Correspondence: teshabuka@gmail.com
2School of Public Health, College of Medicine and Health Sciences, Hawassa
University, Hawassa, Ethiopia
Full list of author information is available at the end of the article

Tadesse et al. BMC International Health and Human Rights            (2020) 20:4 
https://doi.org/10.1186/s12914-020-00223-1

http://crossmark.crossref.org/dialog/?doi=10.1186/s12914-020-00223-1&domain=pdf
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
mailto:teshabuka@gmail.com


(Continued from previous page)

Conclusion: In this study demographic and economic factors, such as education and household monthly income
were positively identified as independent predictors for knowledge of SRHR and SRH services utilization. Therefore,
responsible government sectors and NGOs should design and implement programs to promote women’s
educational status and household economic status to enhance women’s SRHR knowledge and SRH services
utilization.
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Background
Sexual and reproductive health rights (SRHR) are funda-
mental to people’s health and survival, to economic de-
velopment, and the wellbeing of humanity. The global
health and human rights communities have proactively
worked for decades to define and advance SRHR, en-
countering both advances and considerable setbacks [1,
2]. Reproductive rights were succinctly described at
ICPD as resting on, “the basic right of all couples and in-
dividuals to decide freely and responsibly the number,
spacing, and timing of their children and to have the in-
formation and means to do so.” Reproductive health
rights and sexual rights are invariably human rights rec-
ognized by various human rights instruments. Sexual
rights offer individuals the opportunity to freely choose
partners without any form of discrimination and free-
dom to assert on and exercise safer sex [2, 3].
The Millennium Development Goals (MDGs) in 2000,

health and development initiatives including the 2030
Agenda for Sustainable Development, and the movement
toward universal health coverage further support the
realization of the reproductive health rights that were
already recognized in the ICPD in 1994 [4]. The Ethiopian
government has responded to international conventions and
human rights treaties like ICPD, MDGs, and SDGs by
reviewing its laws and policies. One of the responses was
the development of the National Reproductive Health Strat-
egy to promote utilization of SRH services and information,
reduce gender-based violence and harmful traditional prac-
tices [5]. Article 35 of the country’s constitution refers to
women’s equality with men and their rights to information
and the right to be protected from the dangers of pregnancy
and childbirth [6]. The Ministry of Health designed a five-
year Health Sector Transformation Plan (HSTP) that de-
votes special attention to maternal health service utilization
to reduce maternal mortality through implementation of
high impact interventions like antenatal care (ANC), skilled
birth services and postnatal care (PNC), women’s empower-
ment, gender mainstreaming, abortion care, fistula care,
adolescent and reproductive health care [5, 7].
In Ethiopia, reproductive health service quality and access

are among the major public health challenges. A recent na-
tionwide survey revealed that 41% of currently married
women are utilizing modern contraceptive methods. Also

the survey results show that 74% of women who gave birth
in the 5 years preceding the survey received antenatal care
from a skilled provider at least once for their last preg-
nancy, and urban women were more likely than rural
women to have received ANC from a skilled provider.
Among the total live births in the 5 years preceding the sur-
vey, 50% were delivered by a skilled provider and 48% were
delivered in a health facility. In the last 2 years preceding
survey, 34% of women reported receiving a PNC check-up
in the first 2 days after birth [8]. Moreover, female genital
mutilation (FGM) is still practiced despite Ethiopia bans
medicalization of FGM.
The existence of customary practices and deeply-rooted

beliefs that discriminate on the grounds of gender and
sexual orientation all testify to a failure to effectively
realize sexual and reproductive health rights in Africa [9].
A study conducted in Ethiopia reported various instances
of harmful traditional practices during perinatal period
such as food prohibition, home delivery, and discarding
colostrum. Such harmful traditional practices, beliefs, and
taboos are often implicated in determining the care re-
ceived by mothers during pregnancy and childbirth [10].
SRHR knowledge among rural reproductive-age women

is barely studied in Ethiopia. Almost all available studies
on knowledge of SRHR in Ethiopia were conducted
among female adolescent students in the university, high
school or reproductive-age women in urban settings.
Those studies revealed that there was low-level SRHR
knowledge among participants [11–14].
Sexual and reproductive health rights are inherent enti-

tlements for women. These rights have not been recog-
nized to their maximum potential in Ethiopia, despite the
domestication of the international instruments related to
their implementation. Because SRHR information is scarce
in the study area, this study aimed to determine the mag-
nitude of SRHRs knowledge and use of SRH services and
their predictors among rural reproductive-age women in
the Aleta Wondo District, Ethiopia.

Methods
Study setting, design and period
A community-based cross-sectional study was conducted
from April 03 to May 15, 2019. The study was conducted
in the Aleta Wondo district, which is found in Sidama
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Zone, Southern Nations Nationalities and Peoples Region
(SNNPR). The district is located 65 km south of Hawassa
City and 333 km south of Addis Ababa, the capital city of
Ethiopia. At the end of 2018, the aggregate population of
the district was 200,593, and the reproductive age women
account for 23.3% (46,738) of the district’s total popula-
tion. The district constitutes 27 rural kebeles (smallest ad-
ministrative unit in Ethiopia). There were seven public
health centers and 27 health posts in the district in 2019.

Population and sample size determination
All reproductive age group women who were inhabitants
of rural kebeles of Aleta Wondo district were a source
population. A single population proportion formula was
used to determine the sample size for determining the
level of sexual and reproductive health rights knowledge
and practice. In sample size calculation, 50 % of sexual
and reproductive health rights knowledge or practice
was taken because of lack of similar study conducted
among reproductive age women [15]. Also, we used 5%
margin of error, 95% confidence interval, 10% non-
response rate and design effect of 2. The sample size cal-
culation yielded a final sample size of 845.

Sampling procedure
Out of the 27 kebeles found in the district administra-
tion, seven kebeles (25%) were selected by a lottery
method. The sample was proportionally allocated to the
selected kebeles. A systematic random sampling was im-
plemented to select households where reproductive-age
women were residing. A list of total households with
reproductive-age women present in the family folder of
the kebele administration was used as a sampling frame.
The family folder contains the list of total households
(locally called “Aba-Wora”) in the kebele administration.
It is regularly updated and given a number by the ad-
ministrative bodies through health extension workers of
the kebele. For each kebele a sampling interval K was
determined. The initial household was selected by a lot-
tery method employing a number between one and K. In
case more than one woman in a given household was
identified, priority was given to a mother.

Study variables
Dependent variables: sexual and reproductive rights
knowledge and sexual and reproductive health services
utilization.
Sexual and reproductive health services utilization:

ever used at least one of the sexual and reproductive
health services in healthcare facilities. To assess the SRH
services utilization a series of six questions were used.
Participants who ever used at least one of SRH services
was coded 1 (yes) and never used any of services was
coded 0 (No). A woman who had at least one of the

sexual and reproductive health services during her life
time considered as she had sexual and reproductive
health services.
Sexual and reproductive health rights knowledge: a

series of thirteen knowledge related questions about sex-
ual and reproductive health rights were employed to as-
sess SRHR knowledge [1, 11–14, 16, 17]. Women’s
response to each question was coded one for ‘correct’ re-
sponse and zero for ‘incorrect’ response. Good know-
ledge of SRHR was defined as equal to or greater than
median value of the sum of correct responses Women
had poor knowledge of SRHR when the sum correct re-
sponses less than the median. Cronbach alpha (α) was
calculated to check reliability of knowledge measuring
tools. The Cronbach alpha (α) for knowledge was 0.804.
Independent variables: age, educational status, reli-

gion, occupation, monthly income, educational status of
husband, educational status of husband’s mother, occu-
pation of a husband, family income, previous exposure
to reproductive health services, having favorable attitude
towards SRH services, exposure to SRHR information,
access to health facility and health care utilization, social
and cultural factors, women’s autonomy and decision
making.

Data collection procedures
An interviewer-administered structured questionnaire
was used to gather the data. The questionnaire was first
prepared in English and then translated into Sidamigna
by language experts and then translated back into Eng-
lish to check completeness and consistency. It consisted
of socio-demographic characteristics, sexual and repro-
ductive health services, and information utilization,
questions related to sexual and reproductive health
rights knowledge and practice and source of informa-
tion. Seven nurses collected the data, and two nurses su-
pervised the data collection process.

Data quality assurance
The data collectors and local supervisors were trained
for 2 days regarding the objective of the study and how
to ask and probe questions during the data collection,
and maintaining the confidentiality of the respondents’
information. Before conducting the primary study, a pre-
test was carried out in two kebeles which were not in-
cluded in the main study to ensure the validity and
reliability of tools. The results of the pretest were dis-
cussed, and corrections and changes were made on the
questionnaire. The principal investigator and local su-
pervisors supervised the data collection process on a
daily basis. At the end of each day, questionnaires were
carefully reviewed and checked for completeness, accur-
acy, and consistency, and corrective measures were
undertaken whenever necessary.

Tadesse et al. BMC International Health and Human Rights            (2020) 20:4 Page 3 of 9



Data analysis
The collected data were entered into EPI INFO version
7.2.2.6 computer software and analyzed using SPSS ver-
sion 20 statistical program. Descriptive data were pre-
sented in frequencies and percentage using Tables. A
bivariate analysis was conducted to determine the associ-
ation between outcome variables and each independent
variable. In bivariate analysis, variables whose P-value <
0.25 were considered as candidate variables for the
multivariable logistic regression model to identify inde-
pendent predictors by controlling confounding variables.

Ethical considerations
Ethical clearance was obtained from the Institutional Re-
view Board of College of Medicine and Health Sciences,
Hawassa University. Written consent was also obtained
from local authorities and concerned government bodies
from the Aleta Wondo District Administration. After a
brief introduction of the study objective, benefit and
possible risk of participation, informed verbal consent
was obtained from each study subject and from parents/
guardians for participants who were 16–18 years age
group. To ensure confidentiality of selected respondents,
their official names were not indicated on the structured
questionnaire.

Results
Socio-demographic and economic characteristics of the
participants
Out of intended 845 study participants, a total of 833
(98.6%) reproductive age women were interviewed. The
youngest was 16 years old. The mean age of participants
was 29.29 + 6.4 years. More than half, 453(54.4%) of the
respondents were from the age group of 25–34 years.
The majority (741 or 89.0%) of the participants were
married. Regarding ethnicity, 785 (94.3%) of them be-
long to the Sidama ethnic group. About 81% or 673 re-
spondents were protestant Christians. The majority
(536 or 64.3%) of the participants attended formal edu-
cation (at least a primary level) (Table 1). Participants
who had at least one source for RSH services informa-
tion (either radio, TV, school teacher etc. …) were 89,
and 84% of participants had awareness about SRH ser-
vices (Fig. 1).

Knowledge about reproductive and sexual health rights
The median score was 6.0 out of 13. More than half
(56.1%) of participants were found to have poor know-
ledge. Participants who knew the minimum age of mar-
riage, right to safe abortion and right to have
information and services of family planning were 405
(48.6%), 204 (24.5%) and 479 (57.5%), respectively. Par-
ticipants who knew the right to access to all SRH ser-
vices without husbands’ permission were 306 (36.7%).

Less than half, 326 (39.1%), of the participants knew a
presence of legal support for victims of GBV. Half of
participants, 419 (50.3%), knew of the right to decide to
be free against FGM. Fifty-nine percent of participants
didn’t agree with the statement of right to choose the
partner, and only 279 (33.5%) of the participants knew
about the right to decide whether or not and when to
have children (Table 2).

Table 1 Socio demographic and economic characteristics of
reproductive age group women, AletaWondoworeda, Sidama,
2019(n = 833)

Frequency Percent

Age 15 - 19 yrs 52 6.2

20-24 yrs 139 16.7

25-29 yrs 255 30.6

30-34 yrs 198 23.8

35-39 yrs 133 16.0

40-44 yrs 47 5.6

45-49 yrs 9 1.1

Marital status Married 741 89.0

Single 77 9.2

Widowed 15 1.8

Ethnicity Sidama 785 94.3

Amhara 48 5.7

Religion Orthodox 64 7.7

Protestant 673 80.8

Muslim 56 6.7

Catholic 40 4.8

Educational level Not attend formal
education

297 35.7

Attended formal
education

536 64.3

Income in percentile Lowest 279 33.5

Middle 280 33.6

Highest 274 32.9

Husband’s occupation Agriculture 385 51.8

Small Business 206 27.7

NGO Job 27 3.6

Daily laborer 56 7.5

Government Job 69 9.3

Husband’s educational
level

Not attend formal
education

241 32.4

Attended formal
education

502 67.6

Mother’s in low
Educational level

Not attended formal
education

643 85.7

Attended formal
education

107 14.3

Mean Age = 29.29 Yrs S.D. = 6.357 Max Age = 49 and Min Age = 16
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Utilization of sexual and reproductive health services
Less than half of the participants, 384 (46.1%), had been
counseled on harmful traditional practices (HTP) includ-
ing FGM. Among participants who had a history of
pregnancy and childbirth, 554 (66.5%) delivered in health
facility. Also 605 (72.6%), and 436 (52.3%) had ANC and
PNC services in health facility respectively. Participants
who ever used family planning services and HIV coun-
selling were 657 (78.9%) and 453 (54.4%), respectively.
Moreover, 145(17.4%) of the participants had counseled
and treatment for STI and 64 (7.7%) participants had
safe abortion care at health facilities (Table 3).

Fig. 1 Have source of information and awareness for SRH services among reproductive age women Aleta Wondo woreda, Sidama, 2019(n = 833)

Table 2 Responses of the participants to the knowledge related
information on reproductive and sexual health right of
reproductive age women, AletaWondoworeda, Sidama,
2019(n = 833)
Characteristics Frequency Percent

Know legal minimum age of marriage No 428 51.4

Yes 405 48.6

Know right to have safe abortion and
post abortion care at health facility

No 629 75.5

Yes 204 24.5

Know right to have information and services of
family planning method

No 354 42.5

Yes 479 57.5

Know the full right to access for all SRH services
without husbands will

No 527 63.3

Yes 306 36.7

Know the right of confidential and
privacy at health facility

No 416 49.9

Yes 417 50.1

Know every woman has the right
of protection from sexual abuse,
reproductive harms and sexual
discrimination

No 380 45.6

Yes 453 54.4

Know the right of Legal support
for victims of GBV

No 507 60.9

Yes 326 39.1

Know the right of adolescents No 347 41.7

Yes 486 58.3

Know the right to decide to be free
of against FGM

No 414 49.7

Yes 419 50.3

Know the right to have information
and education

No 235 28.2

Yes 598 71.8

Know the right to choose the partner No 497 59.7

Yes 336 40.3

Know the right to have consensual
sexual relations

No 457 54.9

Yes 376 45.1

Know the right to decide whether
or not and when to have children

No 554 66.5

Yes 279 33.5

Total 833 100.0

Mode = 2.00 Median = 6.0000 Mean = 6.1032,
Poor knowledge = 467(56.1%) Good knowledge = 366(43.9%)

Table 3 Responses of the participants to the Practice related
information on reproductive and sexual health right of
reproductive age women, AletaWondoworeda, Sidama,
2019(n = 833)

Characteristics Frequency Percent

Ever used family planning methods No 176 21.1

Yes 657 78.9

Ever used ANC service No 228 27.4

Yes 605 72.6

Ever used delivery services at health
facilities

No 279 33.5

Yes 554 66.5

Ever used PNC services at health
facilities

No 397 47.7

Yes 436 52.3

Ever had education on HTP including
FGM

No 449 53.9

Yes 384 46.1

Ever had HIV counseling and testing
services

No 380 45.6

Yes 453 54.4

Ever had STIs counselling and treatment
services

No 688 82.6

Yes 145 17.4

Ever had legal abortion and post
abortion care

No 769 92.3

Yes 64 7.7
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Predictors of sexual and reproductive health rights
knowledge
Independent variables which were associated with SRHR
knowledge at binary logistic regression analysis were
women’s educational status, household monthly income,
husband’s occupation, husband’s educational status,
mother-in-law’s educational status, having at least one of
the SRHR information sources and knowing SRH services
and providing institutions. In multivariate logistic regres-
sion analysis, women’s educational status, household
monthly income, having at least one SRHS information
source and knowing SRH services and providing institu-
tions were found to be independent predictors of sexual
and reproductive health rights knowledge. Participants who
had formal education were about 27 times more likely to
be knowledgeable than the participants who didn’t attend
formal education [AOR: 27.812, 95%CI: 13.650, 56.669].
Participants who had the highest percentile of monthly in-
come were four times more likely to be knowledgeable than
participants who had the lowest percentile of monthly in-
come [4.048, 95%CI: 2.432, 6.736]. Participants who had at

least one source of information on SRHR were four times
more likely to be knowledgeable than participants who
didn’t have information sources [4.339, 95%CI: 1.236,
15.232]. Participants who knew about SRH services and
providing institutions were nine times more likely to be
knowledgeable than participants who didn’t know about
SRH services [AOR: 9.158,95% CI: 3.390,24.738] (Table 4).

Predictors of sexual and reproductive health services
utilization
In binary logistic regression analysis, maternal age, marital
status, women’s educational status, household’s monthly in-
come, husband’s occupation, husband’s educational status,
mother-in- law’s educational status, having sexual and re-
productive health information sources and knowing about
SRH services and providing institutions were significantly
associated with utilization of SRH services. In multivariate
logistic regression analysis, women’s educational status,
household’s monthly income, and knowing about SRH ser-
vices and providing institutions were independent predictors
of SRH services utilization. Participants who had formal

Table 4 Bivariate and multivariable logistic regression analysis output for SRH rights knowledge among reproductive age group
women AletaWondo, Sidama 2019

Variables Knowledge Crude OR
(95%CI

Adjusted OR
(95%CIPoor

knowledge
Good
knowledge

Educational status No formal
education

279 (93.9%) 18 (6.1%) 1

Formal education 188 (35.1%) 348 (64.9%) 28.691 (17.254,47.712) 27.812 (13.650,56.669)

Income percentile Lowest 198 (71.0%) 81 (29.0%) 1

Middle 188 (67.1%) 92 (32.9%) 1.196 (0.835,1.713) 5.8 (3.276,10.273)

Highest 81 (29.6%) 193 (70.4%) 5.824 (4.038,8.401) ** 4.048 (2.432,6.736) ***

Husband’s occupation Agriculture 282 (73.2%) 103 (26.8%) 1

Small Business 85 (41.3%) 121 (58.7%) 3.897 (2.726,5.573) ** 3.629 (1.391,9.469)

NGO Job 5 (18.5%) 22 (81.5%) 12.047 (4.445,32.645)
**

2.015 (0.767,5.296)

Daily laborer 29 (51.8%) 27 (48.2%) 2.549 (1.441,4.510) ** 1.115 (0.260,4.774)

Government Job 12 (17.4%) 57 (82.6%) 13.005 (6.707,25.216)
**

2.63 (0.837,8.274)

Husband’s education No formal
education

198 (82.2%) 43 (17.8%) 1 1

Formal education 215 (42.8%) 287 (57.2%) 6.147 (4.228,8.936) ** 0.902 (0.488,1.667)

Mother’s in laws educational No formal
education

388 (60.3%) 255 (39.7%) 1

Formal education 29 (27.1%) 78 (72.9%) 4.092 (2.597,6.448) ** 1.198 (0.673,2.131)

Have SRHS information sources No 84 (88.4%) 11 (11.6%) 1

Yes 383 (51.9%) 355 (48.1%) 7.078 (3.714,13.488) ** 4.339 (1.236,15.232)
***

Know SRH services and providing
institutions

No 116 (88.5%) 15 (11.5%) 1

Yes 351 (50.0%) 351 (50.0%) 7.733 (4.427,13.508) * 9.158 (3.390,24.738)
***

Key:- At bivariate, p < 0.25 ** significant at multivariate, p < 0.05***
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education were about 5 times more likely to utilize SRH ser-
vices than participants who didn’t have formal education
[AOR: 4.807, 95%CI: 2.899, 7.968]. Participants who had
highest monthly income were two times more likely to
utilize SRH services than participants who had the lowest
monthly income, [AOR: 2.223, 95%CI: 1.475, 3.349], and
participants who knew about SRH services and providing
institutions were four times more likely to utilize SRH ser-
vices than participants who did not know SRH services and
providing institutions [AOR: 4.012, 95%CI: 1.881, 8.560]
(Table 5).

Discussion
In this study 43.9% of respondents had good knowledge of
sexual and reproductive health rights. The finding of our

study was lower than reports from various studies con-
ducted in Ethiopia; Wolayta Sodo University, Shire Town
Tigray, Northern, Asella Town, and Adet Tana Haik Col-
lege [11–14] and a study conducted among married women
in Nepal [18]. The potential difference could be due to dif-
ferences in study population and study site. In our study,
rural women were respondents, unlike other studies con-
ducted in Ethiopia among university or college students.
Less than half (48.6%) of participants knew the mini-

mum age of lawful marriage. This figure was lower than
studies conducted in Nepal [16, 17]. This could be due to
difference in the study setting, socio-economic, and edu-
cation status of participants and access to SRHR informa-
tion sources. Participants who knew about the right to
access to all SRH services without husbands’ permission

Table 5 Bivariate and multivariable logistic regression analysis output SRH services utilization among reproductive age group
women AletaWondo Sidama 2019

Variables Practice Crude OR
95%CI

Adjusted OR
(95%CINever practiced Ever practiced

Age 15-19 yrs 48 (92.3%) 4 (7.7%) 1

20-24 yrs 75 (54.0%) 64 (46.0%) 10.240 (3.501,29.947) ** 0.23 (0.012,4.323)

25-29 yrs 142 (55.7%) 113 (44.3%) 9.549 (3.343,27.275) ** 0.165 (0.019,1.446)

30-34 yrs 130 (65.7%) 68 (34.3%) 6.277 (2.172,18.142) ** 0.207 (0.024,1.776)

35-39 yrs 88 (66.2%) 45 (33.8%) 6.136 (2.081,18.095) ** 0.0292 (0.034,2.516)

40-44 yrs 34 (72.3%) 13 (27.7%) 4.588 (1.377,15.290) ** 0.203 (0.023,1.775)

45-49 yrs 8 (88.9%) 1 (11.1%) 1.500 (0.148,15.197) 0.341 (0.036,3.225)

Marital status Married 438 (59.1%) 303 (40.9%) 1

Single 76 (98.7%) 1 (1.3%) 0.019 (0.003,0.138) ** 0.912 (0.524,1.892)

Widowed 11 (73.3%) 4 (26.7%) 0.526 (0.166,1.666)

Educational status No formal education 254 (85.5%) 43 (14.5%) 1

Formal education 271 (50.6%) 265 (49.4%) 5.776 (4.010,8.320) ** 4.807 (2.899,7.968) ***

Income in percentile Lowest 230 (82.4%) 49 (17.6%) 1

Middle 189 (67.5%) 91 (32.5%) 2.260 (1.519,3.362) **

Highest 106 (38.7%) 168 (61.3%) 7.439 (5.023,11.017) ** 2.223 (1.475,3.349) ***

Husband’s occupation Agriculture 272 (70.6%) 113 (29.4%) 1

Small Business 101 (49.0%) 105 (51.0%) 2.502 (1.763,3.552) ** 1.676 (0.855,3.289)

NGO Job 7 (25.9%) 20 (74.1%) 6.877 (2.829,16.718) 1.364 (0.700,2.656)

Daily laborer 38 (67.9) 18 (32.1%) 1.140 (0.624,2.082) 0.779 (0.262,2.317)

Government Job 21 (30.4%) 48 (69.6%) 5.502 (3.150,9.610) ** 2.678 (1.119,6.409)

Husband’s Education No formal education 184 (76.3%) 57 (23.7%) 1

Formal education 255 (50.8%) 247 (49.2%) 3.127 (2.215,4.414) ** 0.851 (0.514,1.408)

Mother’s in laws education No formal education 404 (62.8%) 239 (37.2%) 1

Formal education 40 (37.4%) 67 (62.6%) 2.831 (1.855,4.322) ** 1.254 (0.769,2.047)

Have SRHS information sources No 84 (88.4%) 11 (11.6%) 1

Yes 441 (59.8%) 297 (40.2%) 5.143 (2.697,9.807) ** 1.040 (0.441,2.449)

Know SRH services and providing institutions No 118 (90.1%) 13 (9.9%) 1

Yes 407 (58.0%) 295 (42.0%) 6.579 (3.640,11.893) ** 4.012 (1.881,8.560) ***

Key:- at bivatiate, p < 0.25 ** significant at multivariate, p < 0.05***
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were 36.7%. This is may be due to male dominance in de-
cision making about utilization of health services.
In this study women from household with the highest

monthly income and those with formal education and
with sources of information were more knowledgeable
than others. This finding is consistent with the studies
conducted at Shire Town [12], in Oromiya, Asella town
[13] and the study from Nepal [18]. Also a study con-
ducted in Bangladesh revealed that the respondents, who
were literate, were more aware of their reproductive
health rights [19]. This could be due to the fact that
higher socioeconomic status is typically associated with
better health, including better sexual and reproductive
health awareness and practices, which could be attrib-
uted to better access to information. Participants who
had formal education and attaining higher educational
status enhances women’s ability to access information
and services to exercise more control over their repro-
ductive lives [20, 21]. In some settings women’s higher
educational attainment is associated with improved ac-
cess to health care, fewer births, healthier and better ed-
ucated children than women with lower educational
status [22]. Education can empower women with a new
vision and normative orientation, better health care, bet-
ter employment opportunities outside home, and better
knowledge of access to SRH services [20].
Regarding SRH services utilization, it was found that

37.0% of the respondents had ever had SRH services, a
lower figure than in Nepal [18], in Mizan Tepi (65%)
and Nekemte town in Ethiopia [23, 24]. This was due to
differences in the study settings and study population.
Other studies were conducted among female university
or college students, who had more exposure to SRH
services.
In this study, respondents who had formal education,

those from households with the highest income, and
those who knew about reproductive health services were
more likely to utilize SRH services as compared to their
counterparts. This figure was similar to the finding of
2016 demographic and health survey, and other studies
conducted in Ethiopia [8, 24, 25]. This could be due to
the fact that a more educated segment of population
may have better information about the services and
those with the highest monthly income may have im-
proved access to different sources of information such as
radio, newspaper or other print and mass media and
which, in turn, could contribute to increasing demand
for health services.
The cross-sectional design of the study did not permit

a determination of the temporal relationship between
dependent and independent variables. Various scientific
procedures were undertaken during tool preparation,
study participants selection, data collection and analysis
to reduce bias and control confounders.

Conclusion
Both knowledge and practice of reproductive and sexual
health rights are enormously important to achieve HSTP
of Ethiopia and the targets of health related SDGs. In
this study context specific factors, such as education and
household monthly income were identified as predictors
for knowledge of SRHR and SRH services utilization.
Stakeholders and government should conduct programs
to promote women’s educational status and household
economic status to enhance women’s SRHR Knowledge
and SRH services utilization.
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Supplementary information accompanies this paper at https://doi.org/10.
1186/s12914-020-00223-1.

Additional file 1. English language questionnaire.
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