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ABSTRACT Malawi has one of the highest Contraceptive Prevalence Rates (CPR) in sub-Saharan Africa. However,
fertility remains high and fertility decline is slow. This paper uses data from the 2000 and 2004 Demographic and
Health Surveys to examine correlates of contraceptive use among currently married women in Malawi. Bivariate
and multivariate logistic regression analyses were used to establish the relationships between socioeconomic
variables and current use of contraception. The results show that the major determinants of contraceptive use are
age, respondents’ and partners’ approval of family planning, family planning discussion with partner, number of
living children, work status, education and visit to a health centre. As a policy measure, information, education and
communication programmes on family planning should be intensified, particularly in rural areas and targeting men.

INTRODUCTION

The persistently high levels of fertility in
Malawi, combined with declining mortality, have
given rise to rapid growth in population. The
population growth rate has increased from 2.0%
to 2.7% per annum during the respective peri-
ods 1987-1998 and 1998-2008 (Malawi Govern-
ment 2010a). The high population growth has
contributed to environmental degradation, in-
creased poverty and a deteriorating quality of
life for the majority of the people in the country.
The negative consequences of rapid population
growth compelled the government to draft and
adopt the population policy that aimed at reduc-
ing the rate of population growth to manageable
levels (Malawi Government 1994a).

In the past, the high fertility in Malawi has
been attributed to a low level of contraceptive
use (Malawi Government 1994). This may not be
the case now as Malawi has one of the highest
Contraceptive Prevalence Rates (CPR) on the
African continent (United Nations 2011). Accord-
ing to the 2011 World Contraceptive Use data
sheet, the CPR in Malawi is estimated at 41%,
which is nearly twice the estimate for Sub-Sa-
haran Africa (United Nations 2011). Such a high
CPR is somewhat surprising given that Malawi
is a relatively new comer in the area of family
planning. The national family planning pro-
gramme was introduced in the late 1960s in Ken-
ya, early 1970s in Ghana and mid 1970s in South
Africa (Chimbwete et al. 2005). Although the ini-
tial attempts to introduce family planning in

Malawi were in the early 1960s, the programme
was banned in the late 1960s due to public mis-
conceptions about its intent (Chimbwete et al.
2005). In 1982, the Malawi government approved
and established the national child spacing pro-
gramme following nearly two decades of dia-
logue on the need to revive the family planning
programme.

Since then there have been a number of im-
provements in the provision of family planning
services in Malawi. First, an increasing number
of institutions are involved in the provision of
family planning in Malawi. Family planning ser-
vice provision is an integral part of maternal and
child health services of the Ministry of Health
and some private and mission hospitals. In ad-
dition, some Non Governmental Organizations
and private companies such as Banja La Mt-
songolo (BLM), Family Planning Association of
Malawi (FPAM),  ADMARC, Limbe Leaf Tobac-
co Company operates family planning clinics.
Second, non-prescriptive contraceptives are also
distributed through commercial outlets (say,
pharmacies) and Community Based Distributors
of contraceptives (field workers). Third, an en-
abling environment for family planning provi-
sion has been established by formulating ap-
propriate policy guidelines and providing basic
and refresher courses to family planning pro-
viders (Solo  et. al. 2005). The policy guidelines
which were first developed in 1992 and revised
in 1996 removed barriers of spousal consent,
age, and parity and allowed a wider range of
cadres to offer various services.
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The family planning programme in Malawi
seems to have succeeded in narrowing the gap
between the knowledge and ever use of contra-
ceptives. However the success in reducing the
level of fertility is limited (ACQUIRE Project
2005). The Total Fertility Rate (TFR) has margin-
ally declined from 6.7 children per woman in 1992
to 6.4 children per woman in 2000 and 6.0 chil-
dren per woman in 2004 (Malawi Government
1994b, 2002, 2006). The 2010 Malawi Demograph-
ic and Health Survey estimate TFR in Malawi to
be 5.6 children per woman (Malawi Government
2010a). These estimates indicate a decline of 1.1
children in 18 years. The CPR has increased six-
fold, from 7% in 1992 to 22% in 2004 and 46% in
2010 (Malawi Government  1994b, 2002, 2006).
Given the minimal impact of contraception on
fertility in Malawi a number of questions come
to mind: why has fertility not declined by the
same magnitude as the increase in contracep-
tive use? Are women using effective methods?
What should be done to encourage Malawian
men and women to use contraceptives with the
aim of realising their fertility desires and goals?
The implications of these questions to this
study are that there is need to understand why
women in Malawi are using contraceptives.

A number of studies have been conducted
in Malawi to investigate the correlates of con-
traceptive use in Malawi (Cohen 2000; Kalipeni
and Zulu 1993; Kishindo 1995; Madise and Dia-
mond 1993; Kalanda 2010). However these stud-
ies have focussed on small areas (Kalanda 2010)
or have made use of earlier datasets conducted
in the initial stages of the family planning pro-
gramme. For instance, Cohen (2000) used the
1992 MDHS whereas Kalipeni and Zulu (1993)
and Madise and Diamond (1993) relied on the
study that was conducted in 1988 by the univer-
sity of Malawi. Given the availability of new data
sets and the fact that contraceptive use is one
of the indicators of millennium development
goals, there is need to re-examine the correlates
of contraceptive use in Malawi.

In an attempt to answer some of these ques-
tions this paper analyses, at the individual level,
a number of socio-economic factors associated
with the use of modern contraception in Malawi.
It is hoped that the findings of this study will
assist the Government of Malawi to reposition
the national family planning programme in the
country.

Objectives

Against the backdrop, the overall objective
of the study is to determine the factors affecting
contraceptive use among women in Malawi. The
study has the following two specific objectives:
(a) to examine the relationship between contra-
ceptive use and social, demographic and eco-
nomic characteristics of women; and (b) to iden-
tify the determinants of contraceptive use among
women in Malawi.

Determinants of Contraceptive Use

This section reviews the literature on the
determinants of contraceptive use especially in
developing countries. The aim is to present the
theoretical framework that is used to guide the
empirical analysis that follows. The simple
framework used in this paper is based on the
understanding that determinants of contracep-
tive use extend from the attributes of the indi-
vidual, through resources of the household and
community in which (s)he lives, to socio-cultur-
al mores and institutions that affect autonomy,
behaviour and lifestyle, and access to health
care services (National Research Council 1993).
These factors are inter-related, complex and vary
from one society to another. For simplicity, de-
terminants of contraceptive use have been
grouped into three categories: demographic, so-
cio-economic and attitudinal factors.

Demographic Factors

Different studies have identified such demo-
graphic factors as age of women, number of liv-
ing children, desired family size and experience
of child death as major factors that influence
contraceptive use (Robey et al. 1992). Contra-
ceptive use is lowest among young women,
reaches a peak among women in their thirties
and declines among older women (Robey et al.
1992). This is indicative of a high desire for child
bearing among young women, and a high grow-
ing interest of spacing births among women in
their thirties. Percentage of users declines at older
ages of reproduction; probably this may be be-
cause they are not at a risk of pregnancy. Stud-
ies have shown that the use of contraception
increases with parity of woman up to the third or
fourth child and then decline thereafter (Dang
1995; Shah et al.1998; Mamdani et al. 1993). This
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is partly because, many women have a desire to
space births at early reproductive age and seek
to stop after the desired family size has been
achieved.

Survival status of children is likely to affect
the practice of contraception. Parents who have
experienced a death of a child may be less likely
to use contraceptives than others of the same
parity (Shah et al. 1998; Mamdani et al. 1993;
Adanu et al. 2009; Black et al. 2009). This may
arise from the desire to replace a dead child or to
ensure against childlessness contributes to high
fertility.

Studies indicate that women in a polygamous
marriage are less likely to use contraceptives than
women who live in monogamous marriages (Audu
et al. 2008). A lower frequency of intercourse for
women in polygamous marriages can discourage
them from using contraception. Also, these wom-
en are likely to adhere to traditional values and
customs that encourage large families.

Socio-economic Factors

It has also been hypothesized that there is a
positive correlation between contraceptive use
and level of education (Feyisetan 2000; Hiale-
mariam et al. 1999; Tawiah 1997; Saleem and
Martin 2005; Stephenson et al. 2007; Rutherford
et al. 1989). Other things being equal the higher
the level of education the higher contraceptive
use is expected to be. Although both the wives’
and husbands’ education is important there ap-
pears to be a consensus that the former is more
important than the latter.

Use of family planning is higher in urban than
rural areas. Urban-rural difference in the adop-
tion of contraception is the highest in SSA, where
the rate is more than twice as high as among
urban than among rural in all surveyed coun-
tries (Curtis and Katherine 1996).

The observed place of residence variation,
in the practice of contraception, may be attrib-
uted to differences in the availability of social
services. Such as, education information about
method and access to family planning and health
care services which are among the important
ones.

Religious affiliation also affects contracep-
tive use (Ullah and Chakraborty 1996; Yeatman
and Trinitapoli 2008; Gregson et al. 1999; Gyi-
mah et al. 2008). Religions differ in their stand on

fertility regulation and among the major world
religions, Catholicism and Islam are widely re-
garded as pronatalist in their ideology. Howev-
er, the relationship between religion and contra-
ceptive use is much more complex than expect-
ed. In one study conducted in India, it was dis-
covered that even though the average number
of children born to a Muslim or Christian couple
is higher than that born to a Hindu couple, the
acceptance of sterilization to limit family size was
greater among Muslims and Christians than Hin-
dus (Ullah and Chakraborty 1996). A study of
contraceptive use in Bangladesh found that
Muslim women here were less likely to use con-
traception than Hindu women (Ullah and
Chakraborty 1996). The strength of one’s religi-
osity or degree of one’s adherence to the norms
of a given religion may exert an influence on
ones’ mode of life including reproductive be-
haviour. Furthermore, studies in developing
countries reveal that social, cultural and reli-
gious unacceptability of contraception frequent-
ly emerged as an obstacle to use contraception
(Oni and McCarthy 1986; Caldwell and Caldwell
1987; Vassoff 1990).

The work status of women has also been
linked to knowledge and use of contraceptives.
Women who work outside the home have high-
er rate of use than women who do not work out-
side home (housewives) (Robey et al.1992; Gage
1995; Hialemariam et al. 1999). Working women,
particularly, those who earn cash incomes are
assumed to have greater control over house-
hold decisions and increased awareness of the
world outside home. Consequently, they have
more control over reproductive decisions (Gage
1995; Hialemariam  et al. 1999). Some studies also
add that paid work also provides alternative sat-
isfactions for women, which may complete with
bearing and rearing children and may promote
contraceptive use.

Attitudinal Factors towards Family Planning

Traditional African society is constructed in
such a way that high fertility and large surviv-
ing families have usually been economically and
socially rewarding in contrast to modern societ-
ies. In this context African societies may offer
resistance to contraceptive use and fertility con-
trol (Oni and McCarthy 1986; Caldwell and Cald-
well 1987). Generally speaking, Sub-Saharan Af-
rica is known for low literacy rate, poor access



334 MARTIN ENOCK PALAMULENI

to information, poor health care and other infra-
structure services. All these factors have strong
correlation with family planning program.

Individual’s awareness for family planning
is among the important variables in influencing
the use of contraceptives. Studies have docu-
mented that some of the obstacles individuals
or couples who want to delay or avoid a birth
include lack of knowledge about methods and
how to use or where to obtain services (Robey
et al.  1992). Thus knowing at least one method
of contraceptives is an essential pre-condition
for the practice of contraception.

In addition to the above-mentioned factors
that are known to effect on the contraception
behaviour of women, various research findings
show that a woman may not use or even not
want to use contraceptives because of disap-
proval of the husband, the family for fear of side
effects, unavailability and in accessibility of con-
traceptives (Robey  et al.  1992). Husbands’ ap-
proval is also of paramount importance in the
adoption of contraceptive use (Nwankwo and
Ogueri 2006).  Especially in traditional societies,
where issues related to procreation are hardly
discussed by marital partners, husbands are the
primary decision makers in reproductive matters.

The Setting

Malawi is a land-locked country in southern
Africa, bordered by three other countries: Tan-
zania in the north, Zambia in the west and
Mozambique in the east and south. According
to the 2008 population census, of the 13.1 mil-
lion people living in Malawi, 13 percent of the
population resides in urban areas (Malawi Gov-
ernment 2010b). Like many developing sub-Sa-
haran countries, Malawi continues to struggle
with very poor socio-economic and demographic
indicators. It is one of the poorest countries in
the world with a Human Development Index of
0.404 in 2009 and ranked 166 out of 178 coun-
tries (UNDP 2009). Malawi switched from a sin-
gle party system of government to a multiparty
democracy in 1994. The re-introduction of multi-
party politics in Malawi also saw the approval
of family planning and the introduction of free
primary education and the consequent increase
in literacy rates especially among women. For
instance, adult literacy rates for women aged 15-
49 years increased from 49% in 2000 to 62% in
2004 (Malawi Government  2002, 2006). It is ex-

pected that these changes will lead to improved
socio-economic and demographic condition in-
cluding increased contraceptive use and reduced
fertility.

DATA  SOURCES  AND  METHODS

Sources of Data

The study is based on the analysis of data
obtained from the 2000 and 2004 Malawi Demo-
graphic and Health surveys (Malawi Govern-
ment 2002, 2006). Both surveys were nationally
representative surveys designed to provide in-
formation on levels and trends in fertility, family
planning knowledge and use, and early child-
hood mortality and morbidity in Malawi. Full
details of the sampling methodology employed
in collecting the data are described in the appro-
priate survey reports (Malawi Government 2002,
2006).

The MDHSs involved the use of three basic
questionnaires: household, male and female
questionnaires. First, the household question-
naire recorded information on all household
members. Second, the individual men question-
naire was administered to men aged 15-54 years.
A total of 3092 and 3261 men were interviewed in
2000 and 2004 respectively. The male question-
naire was similar to that of the individual women
questionnaire but excluded the birth history and
maternal and child health sections. Third, the
individual women questionnaire recorded de-
tailed information on eligible women who were
identified from the household questionnaires.
The 2000 MDHS collected data for 13220 wom-
en aged 15-49 whereas the 2004 DHS collected
data for 11698 women of in the same age range.
The questionnaires on individuals collected in-
formation on the respondent’s background char-
acteristics, reproductive history, knowledge and
practice of family planning, breast-feeding prac-
tices, marriage, fertility preferences etc., as well
as on her husband’s background characteris-
tics. The analyses in this paper will use data
from the individual women questionnaire only.
The study population comprised a sub sample
of currently married women aged 15-49 years
old. Currently married included women who re-
ported that they were married or living together
at the time of the survey. The study population
comprised 9361 and 8385 women in 2000 and
2004 respectively.
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METHODS

Three approaches were used in the analysis.
Descriptive univariate analyses were performed
to inspect the frequency distributions of the
variables. Bivariate analysis was employed to
examine the relationships of the independent
variables and contraceptive use. Chi-square
tests of independence were conducted for cate-
gorical variables. Significant differences were
determined using chi-square at p<0.05. Lastly
logistic regression was used to examine the im-
pact of social and economic factors on contra-
ceptive use in Malawi. The use of the logistic
regression is based on the fact the dependent
variable is dichotomous.

Description of Variables

The dependent variable for this analysis,
contraceptive use, was obtained from a ques-
tion in the section on contraception in the indi-
vidual woman’s questionnaire. Women were
asked the following question: “Are you current-
ly doing something or using any method of con-
traception to delay or avoid getting pregnant?”
if a woman reported that she was using any meth-
od, she was coded “1” and  “0” for otherwise.

The independent variables were selected for
inclusion in the analysis based on their signifi-
cance in previous studies of contraceptive be-
havior or on their hypothesized association with
contraceptive use. All the independent variables
with exception of wealth status were obtained
from the various sections on the women ques-
tionnaire. In this study wealth index was con-
structed using the following household assets
data: electricity, radio, TV, bicycle, motorbike and
car. Each item was given a score and it was
summed across items for each household. Indi-
vidual wealth was ranked as poor; middle and
rich based on the total score.

RESULTS

Characteristics of Respondents

Table 1 gives the summary statistics of the
study population. The majority of the respon-
dents lived in rural areas (80% in 2000 and 88%
in 2004). The 2008 population census suggests
that the percentage of the population living in
urban areas is 17% (Malawi Government 2010b).

This means that the urban population is over
represented in the study population in 2000 and
the opposite is true in 2004. The majority of the
respondents were in the Southern Region (49%
in 2000 and 51% in 2004), followed by Central
Region and then Northern Region. The 2008
population census indicate that the highest pop-
ulation is in the Southern Region (45%), followed
by Central Region (42%) and lowest in the North-
ern Region (13%) (Malawi Government 2010b).
This finding is consistent with the distribution
of the population at the national level where the
southern region is home to almost half of the
population. The majority of the study popula-
tion have primary education (61% in 2000 and
62% in 2004), followed by no education (30% in
2000 and 28% in 2004), then secondary educa-
tion (8% in 2000 and 10% in 2004). There are
very few respondents in the higher education
category (0.2% in 2000 and 0.4 in 2004).

Bivariate Analysis

Table 1 shows the percentage distribution
of currently married women aged 15–49 current-
ly using contraception by selected demograph-
ic and socioeconomic characteristics. The use
of contraception among currently married wom-
en has slightly increased from 30.2% in 2000 to
31.3% in 2004. Table 1 also shows significant
variations in contraceptive use by most socio-
economic and demographic characteristics.

Current use is positively associated with re-
spondent’s age, number of living children and
level of education. Use of contraceptives among
currently married women increases with age of
the woman reaching a maximum in age 40-44 and
declines slightly in age group 45-49. The low
contraceptive prevalence among women aged
15-19 years may be due to the fact that most of
these are newly married, and marriage is looked
upon as an institution of producing children.
Young mothers may also have problems with
accessing family planning services. The reduced
contraceptive use among older women may be
related to the fact that they have reduced their
coital frequency and most of them rely on other
methods like string tie and are afraid to talk about
them in an interview. However, a good number
of older women might be not sexually active.

Contraceptive use among currently married
women increases with education level of both
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women and their spouses. In 2000 contracep-
tive prevalence was 22%, 26% and 42% among
women with no education, primary education
and secondary and higher education, respec-
tively. Similar percentages in 2004 were 22%, 28%
and 40%. The percentage using contraceptives
has remained unchanged for women with no
education, increased for women with primary
education and declined for women in secondary
and higher education. This pattern suggests that
the increase in contraceptive use observed be-
tween 2000 and 2004 was largely due to the in-
crease among women with primary education.

Number of children ever born and number of
living children also influences contraceptive use
among currently married women in Malawi.
Based on 2000 MDHS, contraceptive use was
1.8% among women with no children, 21.8%
among women with 1-2 children, 28.6% among
women with 3-4 children and 36% among wom-
en with 5 children or more. In addition, in 2002,
contraceptive use was 2.6% among women with
no living children, 22.5% among women with 1-
2 living children, 31.4% among women with 3-4
living children and 40.7% among women with 5
living children or more.

The 2000 MDHS indicate that use of contra-
ceptives among currently married women is high-
est in Northern Region, followed by Central Re-
gion and lowest in Southern Region. Table 1
further reveals that currently married Malawian
women residing in urban areas have a higher
contraceptive prevalence than those residing in
rural areas. There is also an indication that con-
traceptive use has remained unchanged in ur-
ban areas and has increased tremendously in
rural areas. However given the fact that the 2000
survey overrepresented the urban strata, this
observation should be treated with caution.

As expected, both the respondent’s and her
spouse’s approval of family planning promotes
higher contraceptive use. Both data sets indi-
cate that contraceptive prevalence among wom-
en whose husbands approve of family planning
was nearly 34% as opposed to 10% in 2000 and
14% in 2004 among women whose husbands
disapproves of family planning. Current use of
modern contraceptives is directly related to fre-
quency of discussion of family planning with
the partner. In 2000 contraceptive prevalence
was 11% among women who never discussed
family planning with their partner, 27% among
women who had discussed once or twice and

40% among women who had discussed family
planning often with their partners. Similar per-
centages in 2004 were 28%, 22% and 26% re-
spectively.

Multivariate Analysis

All the variables that were found to be sta-
tistically significant in the bivariate analyses
were used to examine the determinants of cur-
rent use of contraception among women through
the execution of a multivariate analytical tech-
nique based on logistic regression. Preliminary
runs of the logistic regression model gave rise
to large regression coefficients and the stan-
dard errors for knowledge and ever use of con-
traceptives. Although these variables are impor-
tant determinants of current contraceptive use
they were not included in the final regression
model. The variables that were found to greatly
influence current use of contraceptives after
keeping the other explanatory variables constant
are presented in Table 2. The results of logistic
regression analysis are given as regression co-
efficients, odds ratios (if greater than unity, the
probability of being a current user is higher than
that of being a non-user), and p-values, to as-
sess the relative importance of the selected
variables.

According to Table 2, multi-variant logistic
regression analysis shows that the variables that
explain most of the variations in current contra-
ceptive use in Malawi are: age, region, wealth,
education, children ever born, number of living
children, husbands approval of family planning,
respondents approval of family planning, dis-
cussion of family planning with partner, part-
ners occupation and respondent’s work status.

  Age of the respondent is one the variables
influencing current contraceptive use in Malawi.
In 2000, women in age groups 15-19, 20-24 and
25-29 are 2.14, 2.35, 2.04 times more likely to use
contraceptives than in age group 45-49 whereas
women in age groups 30-34, 35-39 and 40-44  are
1.46, 1.44 and 1.16 times more likely to use con-
traceptives than women in age group 45-49. In
general with exception of age group 20-24 in 2000,
the odds ratio decrease with increasing age of
the respondent probably reflecting the decline
in contraceptive use as women become older.

The prevalence of contraception depends to
a large extent on the type of the place of resi-
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Table 1: Socio-economic characteristics of currently married women and percentage using contracep-
tion: Malawi, 2000 and 2004

                  2000   2004
N  % % Using       N   %  % Using

Age of Respondent (χ2=174.4, p=0.0) (χ2=95.3, p=0.0)
15-19 948 10.1 14.7 819.0 9.8 18.6
20-24 2351 25.1 27.3 2251.0 26.8 28.0
25-29 2041 21.8 32.2 1818.0 21.7 34.3
30-34 1308 14.0 34.9 1242.0 14.8 34.2
35-39 1181 12.6 37.4 928.0 11.1 36.0
40-44 837 8.9 37.3 754.0 9.0 37.5
45-49 695 7.4 25.8 573.0 6.8 31.1

Region (χ2=2.0, p=0.4) (χ2=13.0, p=0.0)
Northern region 1564 16.7 33.0 1109.0 13.2 40.1
Central region 3287 35.1 30.1 3056.0 36.4 31.5
Southern region 4510 48.2 29.3 4220.0 50.3 28.8

Place of Residence (χ2=100.5, p=0.0) (χ2=35.6, p=0.0)
Urban 1853 19.8 38.2 1063.0 12.7 37.5
Rural 7508 80.2 28.2 7322.0 87.3 30.4

Education (χ2=124.7, p=0.0) (χ2=93.9, p=0.0)
None 2779 29.7 25.8 2234.0 26.6 25.9
Primary 5776 61.7 30.4 5261.0 62.7 31.8
Secondary 806 8.6 44.2 890.0 10.6 41.9

No. of Children (χ2=396.9, p=0.0) (χ2=301.3, p=0.0)
Ever Born
0 723 7.7 2.4 626.0 7.5 1.4
1-2 3191 34.1 24.8 2807.0 33.5 27.9
3-4 2355 25.2 32.3 2268.0 27.0 34.4
5+ 3092 33.0 40.8 2684.0 32.0 39.3

No. of Living Children (χ2=556.1, p=0.0) (χ2=405.6, p=0.0)
0 1020 10.9 3.5 816.0 9.7 2.1
1-2 3834 41.0 25.7 3277.0 39.1 28.1
3-4 2397 25.6 35.2 2373.0 28.3 36.6
5+ 2110 22.5 45.6 1919.0 22.9 42.7

Type of Marriage (χ2=23.6, p=0.0) (χ2=17.8, p=0.0)
Monogamy 7770 83.1 31.0 7006.0 83.8 32.1
Polygamy 1575 16.9 26.2 1357.0 16.2 27.4

Marital Duration (χ2=143.1, p=0.0) (χ2=103.3, p=0.0)
0-4 2554 27.3 21.0 2115.0 25.2 22.2
5-9 2066 22.1 31.4 2157.0 25.7 34.4
10-14 1564 16.7 34.5 1409.0 16.8 32.3
15-19 1174 12.5 36.5 1010.0 12.0 34.5
20-24 951 10.2 36.7 831.0 9.9 38.9
25-29 709 7.6 35.3 576.0 6.9 36.3
30-34 343 3.7 21.9 287.0 3.4 27.2

Husband Approval (FP) (χ2=352.6, p=0.0) (χ2=195.8, p=0.0)
Disapprove 1595 18.9 12.0 1288.0 16.7 16.3
Approve 6863 81.1 37.9 6409.0 83.3 37.1

Respondents Approval (FP) (χ2=143.9,p=0.0) (χ2=149.6, p=0.0)
Disapprove 598 6.5 7.2 662.0 8.0 9.7
Approve 8652 93.5 32.1 7639.0 92.0 33.5

Discussion of FP (χ2=648.7, p=0.0) (χ2=13.1, p=0.0)
Never 4253 59.3 30.1 2439.0 29.2 14.7
Once or twice 1484 20.7 22.0 2944.0 35.2 31.9
More than twice 1437 20.0 31.2 2976.0 35.6 44.5

Couple Desire of Children (χ2=48.7, p=0.0) (χ2=503.0, p=0.0)
Both Want the Same 2787 29.8 12.1 4115.0 69.6 31.3
Husband wants more 3310 35.4 31.1 1133.0 19.2 26.5
Husband 3254 34.8 44.9 667.0 11.3 30.9

Religion (χ2=45.8, p=0.0) (χ2=70.7, p=0.0)
Christian 7786 83.2 31.5 6917.0 82.5 33.3
Muslim 1425 15.2 24.1 1359.0 16.2 22.1
No religion 147 1.6 20.4 69.0 0.8 15.9

Fertility Preference (χ2=78.7, p=0.0) (χ2=19.3, p=0.0)
Wants more 5076 58.8 23.6 4528.0 58.2 26.1
Undecided 148 1.7 10.1 333.0 4.3 21.0
Wants no more 3412 39.5 32.2 2919.0 37.5 30.6

Total 9361 100.0 30.2 8385.0 100.0 31.3
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dence. In 2000 Malawian women residing in ur-
ban areas are 1.24 times more likely to use con-
traception than their counterparts residing in
rural areas.

The analysis indicates that women’s educa-
tion is one of the strongest predictor of the use
of contraceptives in Malawi. In 2000, women with
no education were 1.71 less likely to use contra-
ceptive than women who had secondary and
higher education whereas women with primary
education were 1.64 less likely to use contracep-
tives than women with secondary education and
higher. The same pattern is observed in 2004.
The odds ratio decrease as education level of
the women increases indicating that the likeli-
hood of using contraceptives increases as the
educational level increases.

The analysis also suggests that the number
of children ever born and number of living chil-
dren influence the use of contraception. In 2000,
women with no children are 5.78 times less likely
to use contraceptives than women with more
than 5 children whereas women with 1 to 2 chil-
dren and women with 3-4 children are 1.71 and
1.54 times less likely to use contraceptives than
women in the reference category. The odds ratio
increases with an increasing number of children
indicating that contraceptives use increases with
parity. Furthermore, In 2000, women with no liv-
ing children are 12.20 times less likely to use
contraceptives than women with 5 or more liv-
ing children whereas women with 1 to 2 living
children and women with 3-4 living children are
2.47 and  1.53 times less likely to use contracep-
tives than women in the reference category. The
odds ratio increases with an increasing number
of living children indicating that contraceptive
use increases as number of living children in-
creases.

 As expected, approval of contraceptive by
both the partner and respondent and discus-
sion about family planning among spouses af-
fect contraceptive use of currently married wom-
en. Table 2 indicates that women whose hus-
bands disapprove the use of contraceptives are
3.05 times less likely to use contraception than
women whose husbands approve use of con-
traceptives. Women who disapprove family plan-
ning are 3.42 times less likely to use contracep-
tives than women who approve. At the same
time women who have never discussed family
planning are 3.98 times less likely to use contra-

ceptives than women have discussed family plan-
ning issues with their spouses more than twice.
Women who discussed family planning once or
twice are 1.56 times less likely to use contracep-
tives than women who have discussed family
planning with their spouses more than twice.

Contraceptive use in Malawi is also influ-
enced by work status. Women who are not work-
ing are 1.26 times less likely to use contracep-
tives than women who are working. Women who
have note visited a health facility are 1.26 times
less likely to use contraceptives than women
have visited a health facility.

  CONCLUSION

Family planning is acknowledged in most
developing countries to be an effective way of
improving the health of mothers and children
and plays leading roles in mortality and fertility
transitions. Family planning also influences
women empowerment. Although Malawi has reg-
istered tremendous increase in contraceptive use,
fertility has remained stubbornly high. In order
to explain this disparity this paper examined the
relationship between selected socioeconomic
variables and current use of contraception
among currently married women in Malawi.
Multivariate analyses identified age, education,
children ever born, number of living children,
husbands approval of family planning, respon-
dents approval of family planning, discussion
of family planning with partner, partners occu-
pation and respondent’s work status.as the most
important explanatory variables of current con-
traceptive use in Malawi. These factors have to
be considered in the redesigning of the national
family planning programme in Malawi.

RECOMMENDATIONS

Finally, the determinants of contraceptive use
in Malawi, as presented in this study, have pol-
icy and programme implications for Malawi and
for other African countries with similar social,
cultural and economic conditions. First, the
Malawi National Family Planning Programme
should intensify not only its information, edu-
cation and communication programmes on fam-
ily planning to cover particularly the neglected
rural areas but also, more importantly, adjust them
to suit local conditions. In order to win more
clients there is need for a continuous dialogue
on the various contraceptive methods between
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service providers and clients so as to allay some
of the clients’ fears about supposed side effects
of contraception. Second, the family planning
IEC should target both men and women. Special
emphasis should be put on encouraging men to
play a leading role in family planning.

The importance of husband–wife communi-
cation in relation to fertility decision making is
also emphasized by these findings. Malawian
society is largely male-dominated, even with re-
gard to female reproductive health, so men’s in-
volvement in family planning can therefore hard-
ly be over-emphasized. One of the crucial fac-
tors which have hindered successful implemen-
tation of the family planning programme in
Malawi is minimal male involvement. This is per-
haps not unrelated to male fertility preferences.
The establishment of more family planning pro-
grammes for the men at work-places should help
to improve communication between spouses and
thereby promote more discussion on family plan-
ning and other health related issues.

Furthermore, it is crucial to continue improv-
ing girls and young women access to education
in the country, as this is important avenue for
increasing the women’s use of modern contra-
ceptives and for empowering women so as to

Table 2: Results of logistic regression for current
use of contraception, Malawi 2000 and 2004

Variables         Odds ratios
 2000    2004

Age of Respondent
15-19 2.147* 3.271**

20-24 2.325** 2.575**

25-29 2.043* 2.319*

30-34 1.461 1.950*

35-39 1.437 1.405
40-44 1.160 1.168
45-49 ®

Children Ever Born
0 0.173** 0.256*

1-2 0.585* 1.125
3-4 0.649** 1.020
5+ ®

Number of Living Children
0 0.082** 0.045**

1-2 0.405** 0.269**

3-4 0.654** 0.579**

5+ ®
Fertility Preferences

Wants 1.027 1.054
Undecided 0.431* 0.961
No more ®

Type of Marriage
Monogamy 1.082 1.133
Polygamy ®

Marital Duration
0-4 1.941 1.427
5-9 2.196* 1.607
10-14 1.793 1.172
15-19 1.510 1.051
20-24 1.338 1.277
25-29 1.395 1.186
30+ ®

Region
Northern Region 0.947 1.521**

Central Region 0.834* 0.875
Southern Region ®

Type of Residence
Urban 1.238* 1.183
Rural ®

Education
None 0.585** 0.552**

Primary 0.610** 0.703**

Secondary and over ®
Work Status

No 0.793** 0.865*

Yes ®
Spouse Approval of FP

Disapproves 0.328** 0.633**

Approves ®
Respondent Approval FP

Disapproves 0.292** 0.379**

Approves ®
Couple Desire of Children

Both want the same 1.001 0.984
Husband more 0.976 0.901
Husband fewer ®

Husband-Wife Discussion
Never 0.251** 0.339**

Once or twice 0.642** 0.661**

> 2 ®

Table 2: Contd....

 Variables                                            Odds ratios
 2000    2004

Wealth Status
Poor 0.558* 0.697
Medium 0.693 0.742
Rich ®

Child Dead
No 0.973 1.024
Yes ®

Heard FP on Radio
No 1.012 1.075
Yes ®

Heard FP on TV
No 0.748* 0.825
Yes ®

Heard FP Newspaper
No 0.936 0.942
Yes ®

Visited by FP Worker
No 0.956 1.248*

Yes ®
Visited Health Facility

No 0.793** 0.811**

Yes ®
Constant 2.704** 1.162

* = p<0.05, **=p<0.000
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enhance their active participation in market econ-
omy. Similarly, it is advisable to target young
women, particularly those with no or little edu-
cation, with information on reproductive health
and to provide them with basic life skills to en-
able them to avoid early sexual activity and ulti-
mately early marriage.

With regard to increasing the use of modern
contraceptive methods, there are a number of
conclusions and strategic implications that flow
from these findings. Teenagers should be given
priority. All opportunities, namely, the school
system, youth associations, religious organisa-
tions, traditional leaders, communities and fam-
ilies should be sensitised and educated about
contraception. Mass communication should be
thought of and organized to increase knowledge
of available options and access, while interper-
sonal communication should be considered at
the community level to induce changes in con-
traceptive use.

STUDY  LIMITATIONS

Although our interest is in exploring the re-
lationship between contraceptive use and so-
cio-economic factors, our study has some limi-
tations. First, the reporting of current contra-
ceptive use might be inaccurate. This might arise
from the fact that in traditional societies any dis-
cussion on sex and sex-related subjects are re-
garded as a taboo. This challenge might be more
severe in remote rural areas where literacy levels
are low and health centres that are a source of
family planning may not be readily available.
Also, in such societies the use of contracep-
tives may be regarded being promiscuous,
“loose” and immoral. Second, our study includes
only currently married women. This may bias
downward contraceptive prevalence because
women who have never married or formerly mar-
ried were excluded. Third, the study includes
only women so there might be still much un-
known about trends and determinants of con-
traceptive use among men.

Lastly, a detailed examination of contracep-
tive use also requires an understanding of the
cultural changes in a society. In most national
datasets including MDHSs cultural variables are
not available since the focus is on structural
variables. Data on cultural change are typically
obtained from attitudinal studies. Shifts in peo-
ple’s attitudes on different issues generally re-

flect changes in cultural norms and values. How-
ever, DHSs, like many datasets does not as yet
collect data on people’s attitudes. This prevent-
ed us from understanding the cultural compo-
nent of contraceptive use. Despite these limita-
tions, we hope this study will shed some light
on the factors influencing contraceptive use in
Malawi.
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