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How Economic Empowerment Reduces Women'’s Reprodugt Health Vulnerability:

Evidence from Northern Tanzania

Judith Westeneng and Ben D’Exelle

ABSTRACT. This article uses data from Northern Tanzania toalgse how
economic empowerment helps women reduce their daptive health vulnerability.

It analyses the effect of women’s employment amahagaic contribution to their
household on health care use at three phases inrebeoductive cycle: before
pregnancy, during pregnancy and at child birth. BEomic empowerment shows a
positive effect at health seeking behaviour dupnggnancy and at child birth, which
remains robust after controlling for bargaining pewand selection bias. This
indicates that any policy that increases women@emic empowerment can have a

direct positive impact on women'’s reproductive tteal

[. Introduction

In most developing countries, women do not havepteta control over their physical well-
being, including their health, bodily integrity argkcurity. This becomes clear when
pregnancy-related decisions are made. When andnhamy children to have, and whether
and where to seek pre-natal and delivery caregrai@al decisions that directly influence the
health and survival prospects of women and th&bgun) child. However, as these decisions
are made within the context of a household or fantiley might be outside the control of
women themselves (for example S. Becker, 1996;daraglassawe, Lindmark, & Nystrém,
1997).

Millennium Development Goal 5, according to whiclaternal mortality rates are to be

reduced by 75 per cent between 1990 and 2015 amdrsal access to reproductive health is
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achieved, is one of the goals on which least psgghas been made, especially in East Africa
(Simwaka, Theobald, Amekudzi, & Tolhurst, 2005). tAe UN Conference on Population
and Development (ICPD) in 1994, the role of wometenomic empowerment to promote
reproductive health and rights was emphasized, altidough the general effect of
empowerment on women'’s reproductive health is ehito be questioned, the size of this
effect as well as the mechanisms through which arkea, are less clear. For policy
effectiveness this is of high importance. In thaper we focus on the potential effect of
women’s economic empowerment on reproductive hesthiice use, as a way to reduce the
risk of unintended pregnancy and complications rdumpregnancy and child birth, hence
reducing reproductive health vulnerability.

The potential effects of women’s economic empowertngepend on how households are
actually organized. Different household models texisading to competing hypotheses.
Whether household members act as autonomous agamggjning processes are taking place
among household members who (partially) pool ingamndnouseholds pool all resources and
act upon a common set of preferences, mattershi®rhiypothesised effect of women’s
economic empowerment on reproductive health senseeg(for a review of these models, see
for example Agarwal, 1997; Haddad, Hoddinott, & é&dchan, 1997; Lundberg & Pollak,
1996).

In this study, we test competing hypotheses by yamal the effect of women'’s
employment and contribution to their household®me on their use of reproductive health
care services in Tanzania. For this, we re-inteveck a subsample of women from the
Tanzanian Demographic and Health Survey (TDHS) 2868ulting in a two wave data Set.
With these data, we study the impact of women’snenuc empowerment, as measured in
2004, on women’s reproductive health care use lEtvi2©04 and 2010. We focus on three

important phases in the reproductive cycle: 1) teefoegnancy, 2) during pregnancy, and 3)



at childbirth. Decisions made at each of these ethphases can have far-reaching
consequences for women’s well-being and their fi@syilas non-use of reproductive health
care services can substantially increase womenrgexability to reproductive health risks.

First, before pregnancy, family planning can reduo®ortant risks for maternal
morbidity and mortality by controlling the numbemndaspacing of children (Cleland et al.,
2006). Second, during pregnancy, antenatal caneshebmen identify danger signs and
symptoms of health problems, and it also provigegartant medical care, such as tetanus
toxoid immunization and the provision of iron tablefolate supplements and malaria pills
(WHO, 2003). Third, at childbirth, a major risk fonaternal health is caused by home
delivery. In East Africa home deliveries are raratiended by a trained professional, so that
complications are often belatedly recognized. Tusbined with long travel times and the
lack of adequate transport means, makes it oftggossible to receive timely emergency
obstetric care at a hospital (Urassa et al., 1997).

According to our results, women who are economycattive and women who contribute
to their household’s income visit a health centreaintenatal care check-ups more frequently.
Women who contribute to their household’'s income aso less likely to deliver at home.
The results remain robust with additional contratiables, including controls for bargaining
power and different types of selection bias. Thsves evidence in support of policies that
help women obtain access to income-earning a&syias this will benefit them in terms of a

lower exposure to reproductive health risks.

[I. Conceptual section

In this section, we firstly describe existing lagure on the relationship between women’s
economic empowerment and reproductive health. Nex, discuss some of the most

commonly used household models in the literaturd,@esent three competing hypotheses.



2.1 Related literature

Several scholars have studied the influence of wdsneconomic position on reproductive
health by focusing on their asset ownership, tbeimtribution to household income or their
employment. A study from Indonesia found a positreé@ationship between female asset
ownership and the use of prenatal and delivery @eegle, Frankenberg, & Thomas, 2001).
Schuler and colleagues (1997) combined both feasdet ownership and the contribution to
household income into one indicator and found gasitively related to contraceptive use in
Bangladesh. A study in Zimbabwe (Hindin, 2000) disered that employment has a positive
effect on five out of six family planning indicagyrincluding the number of children and
contraceptive use. Contrary to these three stubi@sita and Salway (2006) found in Nepal
that employed women who have control over their aamnings do not have a higher
likelihood of receiving antenatal care or to havekdled birth attendant present during the
delivery.

From these studies we can conclude that, wheratiatgtally significant effect is found,
it supports the hypothesis that economic engageisepbsitively related to reproductive
health. It is tempting to conclude on the basistltfs evidence that if women are
economically active they are less likely to be esqubto reproductive health risks. However,
the results of these studies might suffer from gedeity bias due to the use of cross-
sectional data.Importantly, it is also unclear what conceptualdels were used in these
studies. In our study, we attempt to tackle thekertsomings, by solving potential
endogeneity biases and relying on an identificatvategy that allows us to test competing
hypotheses generated by different household modlkis.is important for policymaking as it
provides insights on the mechanisms through whimbnemic empowerment may lower

women'’s reproductive health vulnerability.



2.2 Conceptual models and hypotheses

Most decisions that have an impact on women’s dymtive health are made within the
context of a household. However, there is no casisenn the literature about how such
households are best conceptualized and differanpeting models exist. For a long time it
was assumed that households pooled all resourcésaered upon a common set of
preferences (see e.g. the altruist model (G. Skded974)). Recent empirical evidence,
however, has rejected both assumptions of thesarnumn preference models’ by showing
that the control women have on household incomarlgledetermines the pattern of
household expenditures. For example, a higher ablbyrwomen tends to lead to better child
health, nutrition and child survival probabilitidédaddad & Hoddinott, 1994; Thomas, 1990).
In response to the growing dissatisfaction with own preference models, cooperative
bargaining models have been elaborated that revedginé possibility that men and women in
the same household have different preferencesesetmodels household members bargain
over the allocation of economic resources detemgitiheir individual utility, and in case of
disagreement they obtain a pay-off at a ‘threahfpol he latter determines their bargaining
power, as a higher utility obtained at the threainpallows one to enforce a bargaining
solution that generates higher individual utiliifyhere are two types of bargaining models,
which differ on the threat points used. In so ahfidivorce-threat models’ (e.g. McElroy &
Horney, 1981) the threat point exists outside ragej represented by the utility obtained
after divorcing. In the ‘separate spheres’ modeLohdberg and Pollak (1996) the threat
point is a non-cooperative equilibrium within theamage. With such marital non-
cooperation each spouse contributes to public goodsumed by the entire household taking
into account what the other spouse does, so thaicpgoods are typically undersupplied

(Bergstrom, Blume, & Varian, 1986).



How we conceptualize households has important capbns for the hypothesized
influence of women’s economic empowerment on repctde health outcomes (see Figure
1 for a diagram with our hypotheses). With ‘comnpoeference models’, it should not matter
who controls the resources and we would expectvibaten’s economic empowerment does
not influence reproductive health outcomes (hypsithé)? If preferences differ, however,
women’s economic empowerment should matter forogyetive health outcomes, leading to
two additional alternative hypotheses that differvehether men and women actually bargain
about the allocation of economic resources.

The two bargaining models discussed above sugpastwomen obtain higher utility
within their household if they have higher bargaghpower. Their bargaining power in turn
may depend on the share of income they contribmtéhé household. This brings us to
hypothesis 2 according to which women’s economip@nerment increases reproductive
health through its positive influence on women’sgaiming power. This is true in the
‘divorce threat model’ if we assume that women kéfepsame income sources after divorce
or in the ‘separate spheres’ model if both spousese to an agreemeht.

However, if both spouses disagree (and decide maditorce) we are at the non-
cooperative equilibrium in the separate spheresemadd bargaining should not matter
anymore. Of course, men and women can still indegethy decide how much to allocate to
public (and private) goods, and given women’s gjesnpreference to spend recourses on
(reproductive) health we expect women’s economip@fierment to exert a direct influence

on reproductive health (hypothesis 3).

Insert Figure 1 here



Which hypothesis is confirmed has important consaqas for policy makers. If the results
are in line with hypotheses 2 or 3, strengthenirggnmen’s economic position could be an
intervention strategy to improve reproductive Healre uptake. However, finding evidence
for an indirect effect through increased bargainpmyver (hypothesis 2) complicates the
intervention design, compared to the design neddedirect effect is found (hypothesis 3).
To test these hypotheses we estimate the effeetmiomic empowerment on reproductive
health decisions with and without controls for warsebargaining power. If no effect is
observed in both models, hypothesis 1 is confirnifedte find a positive effect in the model
without controlling for bargaining power, which dpgpears after controlling for bargaining
power, hypothesis 2 is confirmed. If the effecteabnomic empowerment is found without
controlling for bargaining power and remains robaftér controlling for it, hypothesis 3 is

confirmed.

[1l. Data and methods

In this section, we start with a short descriptdrthe study area. Thereafter, we describe the
data collection and present the dependent varial@deplanatory variables and control

variables.

3.1 Study area

To investigate the influence of economic empowertn@n women’s reproductive health
vulnerability, we selected the Lake Zone regiomgisting of three regions bordering Lake
Victoria: Kagera, Mwanza, and Mara) in Northern Zama as study site, a rural dominated
area. Among the key assets of rural families inZeam are land, livestock and labour. In
most areas, women are usually excluded from owigemshinheritance rights over land, yet,

they work on average more hours on the land cordp@arenen, representing distinct gender



roles (Ellis & Mdoe, 2003; Holmboe-Ottesen & Wanded91). In 2004, 86 per cent of the

women in the region were employed, most of themgrculture (NBS, 2005), however most

work is unpaid. The economic crises in the 197@k E¥80s have forced women to increase
their economic participation, though, lack of spusupport and competing domestic

responsibilities still limit the economic possibés of women (Bryceson, 1995; IFC/WB,

2007; Koda, 1995). The increased economic engadgelmerwomen has resulted in an

additional burden, but sometimes also in greatéoremmy within their households. In a

recent study, Vyas and colleagues (2014) charaetbtrsome Tanzanian households as
cooperative, where income is pooled, yet otherm@s-cooperative. In the cooperative

household models, women’s income had a positivecefin bargaining power, as husbands
appeared to be appreciative of the increased boioh to the household. According to

others (Holmboe-Ottesen & Wandel, 1991; Ellis & Md@003) men usually have authority

in decision-making concerning food production amdke sof food crops. Yet, as men are

dependent on women’s willingness to contributertladour to the farm business, women are
able to influence these decisions, hence bargapriogesses seem to take place.

We selected the Lake Zone Region for this resed@tause contraceptive use is among
the lowest in the country, and fertility rates dhd proportion of home deliveries among the
highest, resulting in high reproductive health ‘aulbility. Child mortality has rapidly
declined since 1999, and Tanzania has a high cgeecd antenatal care, but maternal
mortality is amongst the highest in the world, ase deliveries are still common practice.
To increase the proportion of births delivered ealth centres, the Tanzanian government
has set up an exemption scheme to reduce acca®srdao quality care. However, this
exemption scheme is not always consistently appksgecially the costs for caesarean-
sections remain high (Quijada & Comfort, 2002). Egeacy obstetric complications such as

eclampsia and ante partum haemorrhage are imparskntactors for maternal death, yet



these conditions can only be treated in hospitatsch are often difficult to reach by the
rural poor (MoH, 2008). Fertility rates remain higith significant differences across regions
and particularly high rates in the Lake Zone: h¥Xagera, 6.3 in Mwanza and 7.0 in Mara
(NBS, 2005). Couples do not always agree on thal i@denily size, with husbands tending to
prefer more children than women (Bankole & SingB98). Hence, the question is who
decides or whose preference has a greater impectréing to Mosha and colleagues (2013)
men generally show a lack of interest to be invdlirefamily planning issues, reflected by a
lack of communication between spouses on the togt,they are considered the most
important decision-makers. Similarly, a study bynBe et al (2008) shows that husbands and
relatives (especially the mother-in-law) are themdecision-makers in maternal referrals.
To the contrary, Danforth and colleagues (2009t des that when spouses disagree on the

location of delivery, the woman'’s opinion is mondluiential in the final decision.

3.2 Data collection

To analyse the impact of economic empowerment ommevis reproductive health

vulnerability we re-interviewed women of the Tanzan Demographic Health Survey
(TDHS) in the Lake Zone region. In 2004, 1,226 wan(@ged 15-49) from 1,126 households
were interviewed in this region. In the summer 0L@, we were able to re-interview 807
women (from 765 households), 65.8 per cent of tigimal sample. The survey in 2004 and
2010 collected information on topics such as edowcatemployment, asset ownership,

marriage, fertility, contraceptive use, antenatal delivery care.

3.3 Dependent variables: contraceptive use, antdrgatre and place of delivery

In all models, we analyse the influence of womesrisployment and contribution to their

household’s income as measured in 2004 on the tisepooductive health services as



measured between 2004 and 2010 (or at the timeheofirtterview in 2010 in case of
contraceptive use). Hence, as empowerment levelsnaasuredbeforereproductive health
outcomes, we limit endogeneity issues due to ireveasisality.

We estimate three different regression models, eactesponding to one phase in the
reproductive cycle. First, we analyse the influen€eemployment and contributing to the
household’s income on the use of contraceptive oasthAs dependent variable we use a
binary variable equal to one if women were usinmadern or traditional) contraceptive
method at the moment of the interview in 2010. 8d¢ove study the influence of economic
empowerment on the use of antenatal care, meabyrédte number of antenatal care visits
during the last pregnancy (between 2004 and 2010)d, we are interested in the impact of
empowerment on the place of delivery. Home delesrare rarely attended by a health
professional. Health staff at dispensaries andtimeantres are able to assist a normal
delivery, but emergency obstetric care is only mted at hospitals. Accordingly, we
distinguish three categories for place of delivaatyhome or on the way, at a local health

facility (dispensary or health centre) and at gpitat

3.4Explanatory variables: economic empowerment andydiaing power

In all models, we use the same set of explanatariables. We use two measurements of
economic empowermehitEirst, we distinguish three categories of employmeot working,
working at home, and working away from home. Womdro work away from home are
more likely to have greater mobility, improving theaccessibility to health facilities.
Alternatively, working women might be hampered aeessing health facilities due to a time
constraint. Second, we measure women’s income ibation using the question: ‘On
average, how much of your household’s expenditd@sour earnings pay for?’ Answer

categories range from (almost) none to (almostalke to low number of observations in the
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middle categories, we recoded this variable inttuamy: women who do not contribute to
the household income score a zero; contributingestanfalmost) all is represented by a éne.
Women who are not working, or are not paid are daeero.

As explained before, bargaining power might berapartant intermediary variable. It is
closely related to women’s agency in the househd&hce, to proxy bargaining power, we
use indicators that measure women'’s involvemeimtna-household decision-making (NBS,
2005). We create the variables ‘domestic decisiaking’ and ‘control over money’. For the
first variable, we asked who in the family has fireal say on decisions in four daily
situations (small household purchases, large haldepurchases, visits to family or
relatives, and the food to be cooked each day)wAngategories are recoded into dummy
variables reporting a zero if the respondent wasimmlved and a one if the respondent
made the decision solely or jointly with her husibam someone elseNext, we calculate a
factor score (using maximum likelihood factor as#y selecting the first factor) based on
the four reported answetsThe survey included a fifth item: decisions regagdyour own
health care. As including this item would tendesuit in a tautology, and as the item did not
link as well with the other items (strongly redugithe Cronbach’s alpha), we decided to
eliminate this item. For the second variable, thestion was posed ‘Do you yourself control
the money needed to buy the following (food, clsthmedicines, and toiletries)?’ For this
variable answer categories are limited to yes orAéactor score is calculated to combine

the four itemg?

3.5 Control variables

To avoid omitted variable bias, we include contrafiables at the individual, household, and
community level that we expect to correlate withnvgm’'s economic empowerment and to

exert an independent effect on the dependent \asialf\ccording to the literature, the
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following variables possibly correlate with both mven’s economic empowerment and
reproductive health: age, number of previous bighd previous pregnancy loss (Bryceson,
1995), education and education of husband (see iabad996; Lindelow, 2008; Odutolu,
Adedimeji, Odutolu, & Baruwa, 2003), religion (Kadye 1999), media exposure (Rogers et
al., 1999), presence of the husband and naturéeofrtarriage (Wong & Levine, 1992),

wealth (WB, 2012), region, and remoteness of tmeroanity (Holvoet, 2005)*

V. Results

We firstly present descriptive statistics of thestionportant variables used in our analyses.
Thereafter, we present the estimated effects of emdsneconomic empowerment at three
different phases in the reproductive cycle. Forheanalysis, we estimate three models.
Model 1 only includes women’s employment. In Mod&l we add women’s income
contribution as explanatory variable, after whick add the two indicators of bargaining
power in Model 3 and in Model 4 we add the contrafiables. Finally, we correct for
possible selection bias by estimating Heckman nsodeld applying inverse probability

weighting.

4.1 Descriptive statistics

Table 1 presents descriptive statistics of thealdess used. We observe that in 2010, just
over 20 per cent of the women in our sample weiegua contraceptive method, either
modern (approximately 17 per cent) or traditiorsgdgroximately 4 per cent). As to antenatal
care, about 90 per cent of the Tanzanian womenmiirsample received antenatal check-ups.
The average number of visits per pregnancy wasastb,49 per cent of the women receiving

at least four check-ups, as recommended by the Wkhizh is significantly lower than the
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national percentage of 62 (WHO, 2011). We also ofesthat of the women in our sample
who had at least one pregnancy between 2004 ar@ gbghtly over 50 per cent delivered at
home. Around 30 per cent delivered at a dispensahgalth centre, and the remaining 20 per
cent gave birth at a hospital. Over 50 per certhefwomen who gave birth at home stated
that it was not their intention to deliver therer Ehe women who gave birth at a hospital or a
local health facility these figures are roughly did 7 per cent, respectively. This is in line
with the assumption that women have a preferencadiog reproductive health services, but
apparently experience certain constraints in actipgn this preference. These constraints
could be financial or geographical barriers or dopbint to the intra-household decision-

making process.

Insert Table 1 here

Almost all women in the sample are economicallyivac{97.46 per cent, mostly in
agriculture, weighted sample). However, only apprately 15 per cent of the women
contribute to the household income (which is simila the national average), as most
perform unpaid work. Roughly 44 per cent of the glenworks at home, and 53 per cent
away from home. Yet, women who contribute to thedatold income are more likely to
work away from home, compared to the women who aocontributet? Although the full
sample is married or cohabitating, not all spousesin the same household. Among the
women who contribute financially to the househastightly more husbands are living
elsewhere: 13.9 versus 10.9 per cent. Howeverptbyortion of female headed households
is the same among both groups (both slightly unelerper cent). The women in the 15 per
cent category are on average slightly wealthiggnficant at 5 per cent level) compared to

other women.
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As hypothesis 2 assumes a relation between econempmowerment and bargaining
power it is useful to have a closer look at theoeisgion between these two domains of
empowerment. Almost all women who make a (substBrtontribution state that they have
control (either joint or alone) over their own imge. However, this does not necessarily lead
to control over household expenses (mod, clothes, medicines, and toiletries), shown by
the lack of a significant correlatidd Women who are not working or working at or close t
home do have more control over expenses, comparedmen who are working away from
home. In contrast, women who contribute to the Bbakl income score significantly higher
on the intra-household decision-making index, gseeted. Yet, employment does not show
any correlation to intra-household decision-makiAd). variables are measured in 2004,
hence no causal chain can be determined.

In sum, women who contribute to the household irearsually have some control over
their own income, but it does not automaticallydléa control over household expenditure.
Employment even relates to a reduced control ovenay expenses. The economic
contribution made by women is associated with iaseel bargaining power as measured by

the intra-household decision-making indéx.

4.2 The influence of women’s income contributiomeproductive health

Table 2 presents the results of the regression Ismodethe likelihood of contraceptive use. In
addition to the variables presented above, we obfdr women’s need of a family planning
method (in 2010), by adding variables that indicateether women were (still) fecund and
whether they were pregnant or amenorrheic. Employndees not relate to contraceptive
use, as shown by model 1. The results of modelof ghat women who contribute to their
household income are 13 per cent more likely to amdraceptive methods, compared to

women who contribute nothing, rejecting hypothdsighis direct effect remains present —
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and becomes even stronger — after controlling &vg&ining power (model 3), which rejects
hypothesis 2 and supports hypothesis 3. Unexpsgtteedl find that intra-household decision-
making has a negative influence. The effect iseraimall though. The coefficient for the
standardized score is -0.031, indicating that ame@mse of one standard deviation on the
index score results in a 3.1 per cent lower chafcsing contraceptive methods. Finally, we
observe that after adding control variables (ma@fethe effect of economic empowerment
disappears. Control over household expenditurerhescsignificant in model 4. It shows the
expected positive effect.

In sum, based on model 4, employment and contrigut the household income does
not exert a direct effect on contraceptive use. €ffect of bargaining power is mixed:
control over household expensed does increasehidiece of using contraceptive methods,
but intra-household decision making shows the oppesfect. For the estimated coefficients
of the control variables see Table Al in the onppendix.

Here, we have taken the use of traditional and mmodentraceptive methods together.
Yet, it could be argued that there is an importdifiference between the two types of
methods. Traditional methods (e.g. periodical alesite, withdrawal) are less reliable and
more importantly, access is not restrained by frrimitations, nor physical distance to a
facility. On the other hand, traditional methodsuall/ require cooperation from both
spouses, while several modern contraceptives camsked covertly. When running the
analysis with modern contraceptive use as depengsgidble, the results remain the same.
Running the analyses with traditional contracepthethods as dependent variable results in
minor differences: women working at or close to komre slightly less likely to use
traditional methods compared to women who are nohemically active, or those who are

working away from home. Control over money has albpositive effect (tables available
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upon request). However, caution should be madeakimg firm conclusions based on these

results, as only four per cent of the women usadittonal contraceptives.

Insert Table 2 here

Table 3 reports the estimated influence of femalp@verment on the number of ANC visits
during the last pregnandy.Similar to the analyses on contraceptive use, ivd fhat
women’s contribution to the household’s income agmwsitive effect on the use of antenatal
care. Model 2 shows that women who pay for (soméhef household’s expenses receive on
average 0.789 more pregnancy check-ups, compasedri@n who do not contribute at #l.
The direct effect of economic empowerment remantect after adding the bargaining power
indicators in model 3, which is in line with hype#is 3. The effect is also robust to adding
control variables (model 4). Employment does shopositive effect as well. Women who
work at or close to home are more likely to receaméenatal care, compared to women who
are not working at all. The effects remain robusbaighout all models. In model 4, the
indicator representing women who work away from baso shows a positive effect. Both

indicators of bargaining power do not show anyctffe

Insert Table 3 here

We also studied the relationship between economepogverment and the place of

delivery, presented by Table!4The first four models report the marginal probiéies of

delivering at a health facility (hospital, dispensar health centre) versus delivery at home.

A comparison between hospital delivery and delaeelsewhere (home delivery or delivery
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at a dispensary or a health centre) is presentdukitast four models. When comparing the
models, we conclude that the effects differ sligifolr the different types of delivery places.
Employment is not related to delivering a chilcadtealth facility. Yet, model 2 indicates
that, on average, women who contribute to the Hmldé&s income have a 35 per cent higher
chance to deliver at any health facility comparedvbmen who do not contribute. As this
effect remains robust in all models, and, in pat8g is of similar size in models 3 and 4,
hypothesis 3 is supported. Control over househalteeses does show a robust positive

effect as well, the coefficient of intra-househdktision-making is not significant.

Insert Table 4 here

The likelihood of delivery at a hospital (versusothier health facilities or at home) is also
influenced by women’s contribution to householdomme, resulting in a 22.5 per cent higher
probability to deliver at a hospital (Model 2). Agathe direct effect remains intact after
adding the bargaining power indicators (model ®nficming hypothesis 3. Employment
does not show a similar strong effect. Only infiiemodel, employment is significant at the
ten per cent level: women who are working away fleome are more likely to deliver at a
hospital, compared to unemployed women. Similagh&analysis on contraceptive methods,
domestic decision-making exerts a negative infleamt delivering at a hospital.

In sum, our results indicate that economic empoweatmeduces women’s vulnerability
at two out of three stages in the reproductive e&ydomen who contribute to their
household’s income receive on average more antecata check-ups and are less likely to
deliver at home, and women who work at or closendgone are more likely to receive

antenatal care. As the effects of the financialtitoation made to the household is stronger
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in most models (except for ANC), it can be conctiitleat the share of household resources

is more important than labour itself in predictimgalth seeking behaviour.

4.3 Correcting selection bias

Estimates may be biased because of three potsntiates of non-randomness in our sample
that are correlated with women’s economic empowatnférst, we managed to re-interview
slightly over 65 per cent of the original samplewomen’s economic empowerment is
correlated with the likelihood to be selected im sample (because more empowered women
more likely migrated or were working elsewherehat imoment of our survey, for example)
attrition bias might affect the estimation of thenmowerment effects. Second, as
empowerment is foremost a relational factor we tiahithe sample to women who were
married in both 2004 and 2010. This selection cdeiddl to an additional selection bias, if
economic empowerment is correlated with divorce/@ndnarriage. Third, to analyse
antenatal care and child delivery, having had a@maacy since 2004 is a prerequisite, and
consequently some women were not included. If tkelihood of being pregnant is
correlated with empowerment (Bryceson, 1995), ssellection may lead to an additional
bias.

To obtain a first idea about possible non-randotectien and hence possible biases, we
perform three tests. Whereas the economic conipibbutade to the household does not seem
to be correlated with selection, employment doasthermore, some other variables —
including bargaining power — differ between atist@nd non-attritors, and seem to explain
same of the variation in (non-)selection. Basedtlo BGLW-test we can reject the null
hypothesis that selection is random (Baulch & @ubking, 2011; Outes-Leon & Dercon,

2008). More information about the three tests aafolind in the online Appendix.
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Insert Table 5 here

To correct for possible selection bias, we apply eompare two methods: a Heckman model
and Inverse Probability Weights. Both models usditemhal (exogenous) variables to
estimate selection, yet the latter relaxes themapsan of exogeneity. For a more detailed
description of the analyses, see the online Appendi

Table 5 summarizes the results for the four depeiniriables. Both the Heckman model
as well as the IPW-model, do not change the lagfett of the financial contribution made
to the household on contraceptive use. Howeverthe IPW-model, employment has a
negative effect on contraceptive use. Regarding ANKits, the Rho-statistic from the
Heckman model tells us that selection bias mighptesent. Yet, the effect of women’s
economic empowerment (both employment and incoméribation) remains significant. In
the IPW-model, the effect of one employment catggdisappeared. In explaining child
delivery at any health facility, we find an insioant Rho-statistic in the Heckman model,
indicating a lack of selection bias, which is suped by the robust coefficients of economic
empowerment in both models. In the final model plaxing delivery at a hospital — the
effect of economic contribution to the householdas statistically significant anymore in the
Heckman model, while working at home suddenly shavgsrong negative effect. However,
in the IPW-model, the results remain robust.

In sum, in five out of eight models the results aamunchanged after controlling for

selection bias. In two models, the main effectsngeain the Heckman models, but remain
robust when applying IPW, in one model a smalledéhce is found when applying IPW (for

the full models see Tables A4 to A6 in the onlingAndix).
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V. Discussion and conclusion

In this article, we studied the role of economicpemierment on women’s exposure to
reproductive health risks in Northern Tanzania. \&plored the effect of women’s
employment and income contribution to their housetlom health care use at three important
phases in the reproductive cycle: before pregnatigying pregnancy and at child birth. In
contrast to most evidence that is based on anabfsesss-sectional data, we made use of
data from 2004 and 2010, which allows us to obtastimates that are less prone to
endogeneity biases. Moreover, we rely on an ideatibn strategy that allows us to obtain
insights into the mechanisms through which econocanmpowerment may lower women’s
reproductive health vulnerability.

We found that women who are economically activé @siealth centre for antenatal care
check-ups more frequently. Women who contributethie® household’s income have on
average a more frequent use of antenatal careraneéss likely to deliver at home. Adding
two indicators of bargaining power to the model dat alter the direct effect of making an
economic contribution to the household. The sigaiiit effect of economic empowerment on
contraceptive use disappeared after adding allrgbwariables. We made use of Heckman
models and inverse probability weights to contosl fossible selection and attrition bias. In
most models the effect remained robust.

These results convincingly reject hypothesis 1, omting to which economic
empowerment would not have any influence on reptdel health outcomes. This
hypothesis was inspired by common preference halgemodels, which assume that
households pool all resources and act upon a comsebnof preferences. The strong
association between women’s contribution to theskbold income and their reproductive

health vulnerability that we observed goes agdhese views.
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Our results are not in line with hypothesis 2 aitlie most models, the effect of economic
empowerment remains robust (and of similar siz&rafontrolling for bargaining power. If
economic empowerment worked through increased langapower, we would see a decline
in the size of the effect of economic empowermehenvadding controls for bargaining
power. The results on health seeking behavioumdysregnancy and at delivery support the
idea that economic empowerment has a direct efbechealth care seeking behaviour,
confirming hypothesis 3. Women are likely to spémeir own income directly on their own
health care without bargaining, which is in lindlwihe non-cooperative model.

Although our results point to a non-cooperativedetold model, we have been unable to
test the assumptions behind this model. We havéeliminformation about women'’s
preferences for health seeking behaviour and ea@ndo for their husbands. As such, we are
unable to compare the preferences of the spougbsthe final decision made. In addition,
we measure bargaining power indirectly by two pesxiThese two indicators even show
some mixed effects, indicating that the concephd @specially the process — of bargaining
power is difficult to grasp. Yet, a closer analysisthe pathways and interrelationships
between various sources or indicators of empowetiiadls outside the scope of this paper.
We also acknowledge that the measurement of ecanempowerment in this paper is
limited, as it only focuses on economic engagenaeak the contribution to the household
income and as it does not allow a comparison betvagferent scales of contribution. As
this study was conducted in a predominantly rurahawhere most women perform unpaid
work in agriculture, it would be interesting to egp this study in a more urban area with a
higher diversity in income sources.

Despite some limitations, our results provide ukefsights for policy makers. To lower
women’s reproductive health vulnerability, it is tnoecessary to work on women’s

bargaining position, as becoming economically mionportant as such can have direct
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beneficial effects for women’s vulnerability to reductive health risks. Any policy that

increases women’s access to income generatingitesivhas therefore the potential to

effectively lower women'’s reproductive health vulaaility.

Notes

1

A research permit from the Tanzanian Commissiorstiences and Technology (COSTECH) and an ethical
clearance from the Muhimbili University for Heaklind Allied Sciences (MUHAS), as well as conseninfro
regional and district officers were obtained. ThenZanian National Bureau of Statistics provided the
information required to revisit the women interviedvin 2004. The data collected in 2010 is authdrizg
MUHAS. Prior to the interview, regional officers t¢iie NBS visited the enumeration areas to ask for
permission and to track the women to be intervievildte respondents were first informed by their loca
leaders and asked for consent. At the start oifieeview, consent was asked again by the researche

It is realistic to assume that reproductive Heatflay also have an impact on women’s contributmithe
household income. Storeng et al. (2008), foundurkBa Faso that near-miss pregnancy complicatns
strain on intra-household relations. Women withriraéss complications often felt responsible for the
depletion of income (due to high health costs) amede blamed for it. In response many women tried to
minimise spending on their own needs and ofterd ttie become self-sufficient by resuming income
generating activities, domestic and agriculturatknaften before they felt physically ready for it.

It should be noted that feminist scholars waoidbably come to a similar hypothesis, but they ot
attribute it to a common set of preferences amangséhold members, but rather point to a lack ofrobn
over the earnings and the resilience of gendeladéss (for example Kabeer, 1997).

The assumption in the divorce-threat bargainirgdeh that women keep the same income sources after
divorce is also recognized by Lundberg and Polla896: 146-147) who state: “If divorcing partners
maintain ownership of income received separatelhiwimarriage, the demands emerging from marital
bargaining will depend not on total family incomet lon the income received by the husband and income
received by the wife”.

Although we analyse various types of householdehaand power dynamics are likely to change if veam

increase their income share, we do not suggestipslio intervene with these dynamics as such.

22



10

11

12

13

14

15

16

We acknowledge that working and earning an incameonly two of the possible channels to establish
empowerment.

This decision leads to a loss in precision. Havethe number of observations in the middle caiegare
too low. We have run analyses with different categ and concluded that the current distinctiothésbest
reflection.

An alternative would have been to focus on seleision making by the respondent. This correlatengly
with the indicator used in the analyses (.6671hriug the analyses with the alternative indicatmegsllead

to minor differences in the results, but the médieat of economic empowerment remains intact. Resul
available upon request.

Cronbach’s alpha on these four items is .8598. [6hding on the factor is between .6379 and .8518.
Cronbach’s alpha is .9200, with factor loadingsazen .7571 and .9302.

Although we have tried to limit omitted varialilie&as as much as possible, it remains a potentiatero as
long as earning an income is not randomized. Omisiple omitted attribute might be related to peasion
characteristics of the women.

Working away from home does not necessarily nieang formally employed. It also includes women who
work on land located further away from the home.ofgnthe 15 per cent who contributes to the houskehol
financially, the largest share (70 per cent) wankagriculture.

We expected that women who earn an income aceratge likely to control household expenses as it i
(partly) their money to be spent, hence this remultather unexpected. It might be explained by the
indicators of employment: women who are not workamgworking at home have the highest control over
money. Most likely, they are in charge of daily inesses at home.

It is rather unexpected that women’s economidrdmution is significantly correlated with decisianaking

but not with control over household expenses, despiat some household decisions have financial
implications (small and large household purchasdsWwever, the decision making index is broader than
pure financial decisions (including the decisiomatto buy).

Ordinary Least Square regression results areepesf over Poisson regression for interpretatiompgses.
Poisson regression leads to similar results.

Based on a White test we conclude that there imdication of heteroskedasticity in the analylsased on

the year of pregnancy. See the online Appendixrfore details.
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17 Likelihood-ratio test suggests that there is atetoskedasticity based on the year of pregnaretpi(d can

be found in the online Appendix).

24



References

Abadian, S. (1996). Women's Autonomy and Its ImpactFertility. World Development,
24(12), 1796-1809.

Agarwal, B. (1997). "Bargaining" and Gender RelasioWithin and Beyond the Household.
Feminist Economics,(38), 1-51.

Bankole, A., & Singh, S. (1998). Couples' Fertilapd Contraceptive Decision-Making in
Developing Countries: Hearing the Man's Voidaternational Family Planning
Perspectives, 44), 15-24.

Baulch, B., & Quisumbing, A. (2011)esting and Adjusting for Attrition in Household
Panel Data CPRC Toolkit Note. Chronic Poverty Research Gentr

Becker, G. S. (1974). A theory of Social InteracsioJournal of Political Economy, §@),
1063-1094.

Becker, S. (1996). Couples and Reproductive HeAltReview of Couple StudieStudies in
Family Planning, 2{®), 291-306.

Beegle, K., Frankenberg, E., & Thomas, D. (20013rdgaining power Within Couples and
Use of Prenatal and Delivery Care in IndoneSiudies in Family Planning, 82),
130-146.

Bergstrom, T. C., Blume, L., & Varian, H. (1986)n@he private provision of public goods.
Journal of Public Economics, 295-49.

Bryceson, D. F. (1995). Gender Relations in RurahZ&nia: Power Politics or Cultural
Consensus? In C. Creighton & C. K. Omari (EdSgnder, Family and Household in
Tanzania(pp. 37-69). Aldershot: Avebury.

Cleland, J., Bernstein, S., Ezeh, A., Faundes,Gagsier, A., & Innis, J. (2006). Family
Planning: The Unfinished Agend@he Lancet: Sexual and Reproductive Health

18. doi: 10.1016/S0140-6736(06)69480-4

25



Danforth, E. J., Kruk, M. E., Rockers, P. C., MbdaruG., & Galea, S. (2009). Household
Decision-making about Delivery in Health faciliteg€vidence from Tanzania.
Journal of Health, Population and Nutrition, 5§, 696-703.

Ellis, F., & Mdoe, N. (2003). Livelihoods and Rubverty Reduction in Tanzan/orld
Development, 38), 1367-1384.

Furuta, M., & Salway, S. (2006). Women's Positioithiki the Household as a Determinant
of Maternal Health Care Use in Neplaternational Family Planning, 32), 17-27.

Haddad, L., & Hoddinott, J. (1994). Women's incoamel boy-girl anthropometric status in
the Cote d'lvoireWorld Development, Z2), 543-553.

Haddad, L., Hoddinott, J., & Alderman, H. (1997)ntrbduction: The Scope of
Intrahousehold Resource Allocation Issues. In Lddi#al, J. Hoddinott, & H.
Alderman (Eds.),Intrahousehold Resource Allocation in Developinguftoes.
Models, Methods, and Polidpp. 1-16). Baltimore, Maryland: The Johns Hopkins
University Press.

Hindin, M. J. (2000). Women's Autonomy, Women'st@&aand Fertility-Related Behaviour
in Zimbabwe Population Research and policy Review, 295-282.

Holmboe-Ottesen, G., & Wandel, M. (1991). Men'stabation to the food and nutritional
situation in the Tanzanian househdidology of Food and Nutrition, 26), 83-96.

Holvoet, N. (2005). The Impact of Microfinance oredision-Making Agency: Evidence
from South IndiaDevelopment and Change, (3§ 75-102.

IFC/WB. (2007). Tanzania Gender and Economic Grofgbessment: International Finance
Corporation (IFC) / World Bank Group.

Kabeer, N. (1997). Women, Wages and Intra-HouseHatdver Relations in Urban

BangladeshDevelopment and Change,,Z861-302.

26



Kabeer, N. (1999). Resources, Agency, Achievemdridlections on the Measurement of
Women's Empowermenevelopment and Change,,3B5-464.

Koda, B. O. (1995). The Economic Organization oé tHousehold in Contemporary
Tanzania. In C. Creighton & C. K. Omari (Ed$ender, Family and Household in
Tanzania(pp. 139-155). Aldershot: Avebury.

Lindelow, M. (2008). Health as a Family Matter: Dira-household Education Externalities
Matter for Maternal and Child Healtildurnal of Development Studies,(4% 562-
585.

Lundberg, S., & Pollak, R. A. (1996). Bargainingdadistribution in MarriageThe Journal
of Economic Perspectives, (40, 139-158.

McElroy, M. B., & Horney, M. J. (1981). Nash-bangad household decisions: toward a
generalization of the theory of demaihaternational economic review, 2333-349.

MoH. (2008).The National Road Map Strategic Plan To AcceleRé¢gluction of Maternal,
Newborn and Child Deaths in Tanzania 2008-2015

Mosha, I., Ruben, R., & Kakoko, D. (2013). Famillaihing Decisions, Perceptions, and
Gender Dynamics among Couples in Mwanza, Tanzanf@ualitative StudyBMC
Public Health, 13doi: 10.1186/1471-2458-13-523

NBS. (2005). Tanzania demographic and health su?2@&4/2005. Dar Es Salaam: National
Bureau of Statistics and ORC Macro.

Odutolu, O., Adedimeji, A., Odutolu, O., & Baruw@, (2003). Economic Empowerment and
Reproductive Behaviour of Young Women in Osun Stidtgeria.African Journal of
Reproductive Health,(3), 92-100.

Outes-Leon, I., & Dercon, S. (2008). Survey Attnitiand Attrition Bias in Young Lives.

Technical Note No. 5. Oxford: Young Lives.

27



Pembe, A. B., Urassa, D. P., Darj, E., Carlstedt&AOlssen, P. (2008). Qualitative study on
maternal referrals in rural Tanzania: Decision mgkand acceptance of referral
advice.African Journal of Reproductive Health, (22, 120-131.

Quijada, C., & Comfort, A. (2002) Maternal Healtm&ncing Profile: TanzaniaNVorking
Paper No. 003 Bethedsda MD: The Partners for Health Reformptusject, Abt
Associates Inc.

Rogers, E. M., Vaughan, P. W., Swalehe, R. M. ApRN., VSvenkerud, P., & Soo, S.
(1999). Effects of an Entertainment-Education R&ap Opera on Family Planning
Behavior in Tanzani&tudies in Family Planning, 88), 193-211.

Schuler, S. R., Hashemi, S. M., & Riley, A. P. (IR9The Influence of Women's Changing
Roles and Status in Bagladesh's Fertility Transitievidence from a Study of Credit
Programs and Contraceptive ugéorld Development, Z8), 563-575.

Simwaka, B. N., Theobald, S., Amekudzi, Y. P., 8iist, R. (2005). Meeting Millennium
Development Goals 3 and 5. Gender Equality Neetie tBut on the African Agenda.
BMJ, 331 708-709.

Storeng, K. T., Baggaley, R. F., Ganaba, R., Owgtta., Akoum, M. S., & Filippi, V.
(2008). Paying the Price: The Cost and Consequaridesiergency Obstetric Care in
Burkina FasoSocial Science & Medicine, 5645-557.

Thomas, D. (1990). Intra-household resource allosai&n inferential approaclournal of
Human Resources, £, 635-664.

Urassa, E., Massawe, S., Lindmark, G., & Nystrom1997). Operational Factors Affecting
Maternal Mortality in Tanzaniddealth policy and planning, 12), 50-57.

Vyas, S., Mbwambo, J. K. K., & Heise, L. (2014). iWen's Paid Work and Intimate Partner
Violence: Insights from Tanzania. Feminist Economics  doi:

10.1080/13545701.2014.935796

28



WB. (2012). World Development Report 2012: Gendequddity and Development.
Washington DC: The World Bank.

WHO. (2003). Antenatal Care in Developing Countrieeomises, achievements and missed
opportunities. An analysis of trends, levels anffedentials, 1990-2001. Geneva:
World Health Organization.

WHO. (2011). United Republic of Tanzania: Healthofite. Geneva: World Health
Organization.

Wong, R., & Levine, R. E. (1992). The Effect of Ketold Structure on Women's Economic
Activity and Fertility: Evidence from Recent Motlsem Urban MexicoEconomic

Development and Cultural Change,(4), 89-102.

29



Tables and Figures

Figure 1. Hypotheses
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Table 1. Descriptive statistics

Mean St. Dev. Min. Max.
Dependent variables (2010)
Current contraceptive use .215 411 0 1
Number of ANC received 3.492 1.844 0 12
Delivery at home .501 .500 0 1
Delivery at dispensary or health centre .299 458 0 1
Delivery at hospital .200 .400 0 1
Empowerment indicators (2004)
Contribution to household income .146 .353 0 1
Not working .025 .158 0 1
Working at home 444 497 0 1
Working away from home .531 499 0 1
Domestic decision-making -.081 .908 -.845 1.362
Control over money -.060 .947 -1.050 1.059
Control variables (2004)
Age 15.182 8.426 0 34
No education .283 451 0 1
Incomplete primary .168 374 0 1
Complete primary or higher .544 .498 0 1
Moslem .096 .295 0 1
Catholic .450 498 0 1
Protestant .319 466 0 1
Not religious .135 .342 0 1
Media exposure .650 AT7 0 1
Number of births 4.110 2.756 0 13
Previous pregnancy loss .200 400 0 1
Husband does not live in same HH .106 .308 0 1
No polygynous marriage 722 448 0 1
Polygynous marriage — rankedl @ife 124 .330 0 1
Polygynous marriage — ranked lower .154 .361 0 1
Education husband (years) 5.653 3.039 0 18
Wealth -.308 .664 -.851 3.773
Infecund (in 2010) .267 443 0 1
Pregnant or amenorrheic (in 2010) .169 375 0 1
Road passable throughout the year .606 489 0 1
Availability public transport 571 495 0 1
Region: Kagera .355 AT79 0 1
Region: Mwanza 436 496 0 1
Region: Mara .209 407 0 1

Notes. Weights applied to adjust for the originebistage sampling design; sample limited to womeried in both
2004 and 2010.
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Table 2. The likelihood of current contraceptive ues

Model 1 Model 2 Model 3 Model 4

I . .130%* .184%*x .014
Contribution to household income (.054) (.059) (.028)
Not working ref ref ref ref

) -.048 -.063 -.068 -.003
Working at/close to home (.088) (.086) (.089) (.060)
Working away from home ~095 ~118 ~114 ~021

(.089) (.090) (.096) (.063)
Domestic decision-makin -068™ -035™
9 (.020) (.013)
.005 .024*
Control over household expenses (017) (.010)
Control variables No No No Yes
N 500 500 496 477
Wald chi2 1.98 8.89 18.46 669.32
Prob > chi2 .3715 .0307 .0024 .0000
Pseudo R2 .0037 .0147 .0340 .3910
Log pseudolikelihood -258.97 -256.12 -249.80 -189.3

Notes. Probit regression (marginal probabilitiggoréed) with robust standard errors (between btagke control for
intra-village dependencies. Weights applied to stdjor the original two-stage sampling design. M&leontrols for age,
education, polygyny, presence of husband, religimedia exposure, number of births, previous pregndoss, wealth,
fecundity, need for family planning (pregnancy amlenorrheic period), remoteness of the communiig,ragion. Two-
sided p-values *p < 0.10; * p < 0.05; **p < A0O

Table 3. Determinants of the number of antenatal a& visits

Model 1 Model 2 Model 3 Model 4

I . 789%** .832%*x .552%*
Contribution to household income (227) (.263) (.249)
Not working ref ref ref ref

. 1.058** .968** .923** 1.236%**
Working at/close to home (.454) (.463) (453) (.408)
Working away from home 595 465 422 7150

g away (.444) (.448) (.443) (.350)
. - . -.187 -.076
Domestic decision-making (.145) (.148)
-.035 .005
Control over household expenses (.090) (111)
Control variables No No No Yes
Constant 2.706%** 2.706%** 2.700%** 1.552*
(.402) (.403) (.391) (.693)
N 368 368 365 351
F (Wald chi2) 3.35 7.48 4.19 2.65
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Prob > F (Prob > chi2) .0430 .0003 .0029 .0021

R-squared .0197 .0414 .0466 .1278

Notes. OLS regression with robust standard ertoetreen brackets) to control for intra-village degencies. Weights
applied to adjust for the original two-stage sampldesign. Model 3 controls for age, educationygty, presence of
husband, religion, media exposure, number of hifthsvious pregnancy loss, wealth, remotenesseo€démmunity, and
region. Two-sided p-values * p < 0.10; ** p < 0.0%5" p < 0.01.

Table 4. Determinants of the place of delivery

Delivery at health facility versus home Delivery at hospital

delivery

Model1 Model2 Model3 Model4 Modell Model2 Mdel3 Model 4
Contribution to 349+ 373*r* .310%** 225+ 281 *x* 141%
household income (.058) (.062) (.076) (.074) (.078) (.077)
Not working ref ref ref ref ref ref ref ref
Working at/close to -.290 -.328 -.313 -.058 -.147 -171 -.159 .035
home (:192) (.188) (.189) (.145) (.104) (.101) (.100) (.070)
Working away from -.243 -.296 -.266 -.031 -.064 -.100 -.064 .116*
home (.182) (:179) (.184) (.145) (.099) (.103) (.104) (.075)
Domestic decision- -.053 -.044 -.051* -.073%*
making (.035) (.039) (.027) (.026)
Control over household .063** .075* .060** .032
expenses (.031) (.036) (.030) (.022)
Control variables No No No Yes No No No Yes
N 369 369 366 352 369 369 366 352
Wald chi2 2.13 28.20 30.36 121.99 3.14 18.33 25.02 222.72
Prob > chi2 .3451 .0000 .0000 .0000 .2075 .0004 0100 .0000
Pseudo R2 .0062 .0504 .0643 .1932 .0134 .0462 .0817.2385
Log pseudolikelihood -254.19 -242.87 -237.35 -196.7 -181.98 -175.94 -168.08 -129.40

Notes. Probit regression (marginal probabilitigzoréed) with robust standard errors (between bragke control for intra-
village dependencies. Weights applied to adjusttlier original two-stage sampling design. Model 3itoals for age,
education, polygyny, presence of husband, religinadia exposure, number of births, previous pregndoss, wealth,
remoteness of the community, and region. Two-sjgiedlues * p < 0.10; ** p < 0.05; *** p < 0.01.

Table 5. Heckman models versus inverse probabilityweights

Delivery at health

Contraceptive use ANC facility Delivery at hospital

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Mael 1 Model 2

Contribution to household 112 .003 .543** .668*** 759%** 4145 .354 115%
income (.207) (.018) (.253) (.234) (.233) (.060) (.224) (.070)
Not working ref ref ref ref ref ref ref ref
Working at/close to home -.086 -.048** 2.440%** 1.493** -.446 .082 -.746** .048
9 (.579) (.025) (.657) (.671) (.401) (.205) (.372) (.062)
Working away from home -.217 -.078**  1.966*** .824 -416 -.013 -.485 114*
9 y (.582) (.036) (.612) (.592) (.419) (.208) (.412) (.069)
Domestic decision-makin -.279%* -.031%*=* -.214 .064 -.062 -.034 -.121 -.055%*
9 (.087) (.012) (.169) (.176) (.107) (.050) (.142) (.022)
Control over household .192** .016 -.055 .004 .192%* .082** 141~ .015
expenses (.087) (.008) (.107) (.134) (.082) (.040) (.084) (.017)
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N 1107 477 1110 351 1111 352 1111 352

Wald chi2 735.98 759.39 55.92 8.67 142.01 129.15 0.aB 138.43
Prob > chi2 .0000 .0000 .0001 .0000 .0000 .0000 0000 .0000
Log pseudolikelihood -1200.97 -121.61 -1885.10 - 162.14 -181.24 -1059.63 -104.05
Rho -.019 i 726 i -.428 i -.902

(.434) (.174) (.304) (.167)
Wald test rho. Prob>chi2 .9644 - .0123 - .2193 - 978 -

Notes. Models 1 report results from Heckman analybtodels 2 apply inverse probability weights. édintrol variables included.
Two-sided p-values * p < 0.10; ** p < 0.05; *** p&01.
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