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Abstract
Background
Both contraceptive use and fertility rates are high fertility in Malawi.
Status of women remains low and is believed to affect reproductive health
decisions including use of Long Acting and Permanent Contraceptives
Method (LAPCM).
Objective
This study seeks to examine the relationship between women empowerment
and LAPCM. A measure of women’s empowerment is derived from the
women’s responses to questions on the number of household decisions in
which the respondent participates, employment status, type of earnings,
women’s control over cash earnings and level of education.
Methods
The study is based on a sub sample of 5,948 married women from the
2010 Malawi Demographic and Health Survey. Data was analysed using
descriptive statistics, Chi-square and multinomial logistic regression
models (α=5%).
Results
The prevalence of current use of LAPCM was 20.0% and increases with
increasing empowerment level (p<0.001). Mean age and empowerment
score of women who are currently using LAPCM were 38.53±6.2 years
and 6.80±2.9 respectively. Urban women (22.2%) were more currently
using LAPCM than rural women (19.4%) p<0.001. Women who belong
to Seven Day Adventists/Baptist were 1.51(C.I=1.058-2.153; p=0.023)
more likely and Muslims were 0.58(C.I=0.410-0.809; p=0.001) less likely
to currently use LAPCM than Catholic women. Being in the richest wealth
quintile (OR=1.91; C.I=1.362-2.665; p<0.001) promotes current use of
LAPCM than poorest. The likelihood of currently using LAPCM was
higher among women who have access to FP programmes on media and
increases consistently with increasing women empowerment level even
when other potential confounding variables were used as control.
Conclusion
In Malawi, LAPCM is still underutilized and more than half of the
women are not adequately empowered. Women empowerment, wealth
quintile and access to FP programmes are key factors influencing the use
of LAPCM. Programmes that address these determinants are urgently
needed in Malawi.

Background
Consistently high fertility is still a problem in Malawi despite
the increasing trend in contraceptive use1. On one hand,
Total Fertility Rate (TFR) has declined from 6.7 children per
woman in 1992 to 6.4 children per woman in 2000 and 6.0
children per woman in 20041-4. The 2010 Demographic and
Health Survey estimate TFR to be 5.6 children per woman1.
These estimates indicate a decline of 1.1 children in 18 years.
On the other hand, the contraceptive prevalence rate (CPR)
has increased six-fold between 1992 and 2010, from 7% in
1992 to 22% in 2004 and 46% in 20101-4. Long acting and
permanent contraceptives method (LAPCM) which include,
intra-uterine device (IUD), progestogen implant, male and
female sterilization are widely known as effective measures
to either halt or delay fertility5. Gender inequality including
subordination of women in Malawi, particularly in relation
to fertility decisions and Family Planning (FP), constitutes
a challenge to the use of LAPCP6-9. Studies that link the

relationship between women empowerment and LAPCM
are scarce in Malawi. Our study, which focused on women
empowerment and current use of LAPCM among Malawian
married women, was conducted to add to existing research
in this field.
The terms women empowerment, status of women and
gender equality have attracted a lot of attention in recent
demographic literature10-17. However, universally acceptable
definitions of the concepts are rare as the concepts are
multidimensional in scope, meanings, interpretations
and conceptualization18-20. The most widely acceptable
definition of the term empowerment was presented by
World Bank which defines it as the “expansion of freedom
of choice and action to shape one’s life”21. Since the 1994
International Conference on Population and Development
(ICPD), women’s empowerment has been acknowledged
as a significant hurdle to accessibility and acceptability
of women to family planning and other reproductive
health services16,22. In some parts of sub-Saharan Africa
including Malawi, many women still find it difficult to
openly discuss and make important decisions on issues on
family planning practices6. The 4th principle of the ICPD
Programme of Action clearly pointed out that the ability of
women to control their own fertility is essential to women’s
empowerment and advancement of gender equality23. Also,
theme 4 of Millennium Development Goals, gender equality
and women empowerment, emphasises the need for women
empowerment11,24.
Researchers are consistent with the view that if a woman
can plan her family, with respect to her decision on the
timing, spacing and number of children she bears without
discrimination, her family would be more financially established
and her children are educated and healthy. Moreover, she
would be in good physical shape, productive and actively
involved in the societal development23,25,26. Effective and
efficient use of contraceptives, particularly LAPM, is central
to achieving these goals. Promoting equitable access to the
full range of modern contraceptive methods is essential
for the women’s health and their development23,26. One of
the major challenges to the use of modern contraceptive
including LAPCM in most sub-Saharan African countries
is the lack of women empowerment27. Studies indicate a
positive relationship between women empowerment and use
of LAPCM. Women with the highest empowerment score
are between 1.31 and 1.82 times more likely than those with
a null empowerment score to use modern contraception18.
This study examines the associations between women’s
empowerment and LAPCM in Malawi. It hypothesized that
women who are highly empowered are more likely to use
LAPCM compared to their counterparts who are either
less or not empowered. The purpose of this study is to add
to the evidence base of the associations between women’s
empowerment and the LAPCM in Malawi. Exclusively,
we aim to examine the relationship between women
empowerment and use of LAPCM.
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Methods
Study Setting

Malawi is a small country in the South East Africa sharing
boarders with Mozambique, Zambia and Tanzania. The
women living in this country have experienced great challenges
in gaining access to political and leadership positions. Since
Malawi attained multi-party democracy in 1994, it has
achieved some gains in women’s participation in the political
domain, particularly an increase in women’s parliamentary
representation. However, the country compares poorly with
many of its African neighbours, in terms of development of
gender equality. Patrimonial rhetoric remains prevalent and
constrains Malawian women who seek to engage in political
and governance spheres. Spaces for women to participate
and make their voices heard are very limited.
According to the 2008 population census, of the 13.1 million
people living in Malawi, 17% of the population resides in
urban areas. Like many developing sub-Saharan countries,
Malawi continues to struggle with very poor socio-economic
and demographic indicators. The Human Development
Index declined from 0.404 in 2009 to 0.400 in 201128,29.
On the basis of HDI Malawi was ranked 166 out of 178
countries in 2009 and 171 out of 187 countries in 2011. For
the Gender Inequality Index Malawi received a score of
0.594, placing the country at 120 out of 146 countries with
data. In 2012, the World Economic Forum placed Malawi on
position 36 out of 135 countries in its 2011 Global Gender
Report, with a score of 0.7166 where 0 represents inequality
and 1 represents equality29.

Data Collection Procedures

The study uses secondary data collected during the 2010
Malawi Demographic and Health survey conducted by
the National Statistical Office with financial and technical
assistance from ICF Macro1. During the survey, a multi-stage
probability sampling was utilized to select 23,020 women of
reproductive age. However, the current study focused on
a sub sample of 5,948 currently married women who are
not currently pregnant, not currently breast feeding, not
menopausal and had sexual intercourse in the last 4 weeks
preceding the survey. Detailed report of the methodologies
involved in data collection can be obtained from the
appropriate survey report1.

Generation of key independent variable: Women
empowerment status

The index of women’s empowerment is derived from the
women’s responses to questions on the number of household
decisions in which the respondent participates, employment
status, type of earnings, women’s control over cash earnings
and level of education. The study also identifies some
notable predictors of use of LAPCM. Decision-making
can be a complex process. The ability of women to make
decisions that affect their personal circumstances is essential
for their empowerment. To assess women’s decision-making
autonomy as part of women empowerment, the 2010
MDHS collected information on women’s participation in
different types of household decisions: respondent’s own
health care; making major household purchases; making
household purchases for daily needs; Decision on how
to spend family money and visits to family or relatives.
Women are considered to participate in decision-making if
they make decisions alone or jointly with their husband or
someone else. Other variables used in generating women
empowerment indicators are; woman’s level of education,
her economic activity, refusal to have sex with partners and
perception on asking partner to use condom. However,
the principal component analysis factored out some other
variables that could have been involved in generation of
women empowerment as an index.
The women empowerment scores are as described in table
1. The overall total score for an individual was disaggregated
into four categories as highly empowered (scores ≥70% of
the total score); fairly empowered (scores in the range of
50-59% of the total score); poorly empowered (scores in the
range of 40-49% of the total score) and not empowered if
the total score is less than 40%.

Control Variables

Definition of Variables

Based on previous studies on determinants of contraceptive
use other factors were included as control variables30. These
included individual-level variables such as age, educational
level, household wealth, religious affiliation, number of
living children, exposure to family planning messages in
mass media (newspapers, radio and TV) and knowledge of
modern contraceptives (number of methods known). In
addition community-level variables such as rural versus urban
residence and province of residence were also included in
the analyses.

Measurement of the dependent variable

Data analysis procedures

The dependent variable for this analysis, use of LAPCM,
was obtained from questions in the section on contraception
in the individual women’s questionnaire. Women were asked
whether or not they were currently using contraception.
For those who responded that they were currently using
contraception they were further asked to mention the
type of contraceptive method they are currently using. In
particular, the respondents were asked to choose from the
list of contraceptives, which included the LAPCM (implant,
inter-uterine devices and sterilization). The responses to
contraceptive use were coded into four categories as follows:
0 if the women were not using any contraceptive method, 1
if the woman was using traditional methods, 2 If she uses
any other modern method (pills, injectable, condom) and 3
if a woman is currently using at least one of the long-term/
permanent methods (implants, IUD and sterilisation).

Data were analysed using Stata Software version 12.0. In
order to ensure representativeness of the study sample as
a result of cluster sampling method that was used during
the data collection, the data was weighted. The weighting
variable was created from the existing sampling weight
and was activated before we began the statistical analysis.
The analysis began with Chi-square model which was
used to determine association between “currently” using
contraceptive method, women empowerment scores and
independent variables such as age, region, religion, place
of residence, number of existing children etc. Thereafter,
statistically significant variables (α=5%) were entered into
multinomial logistic regression model to determine the
strength of the associations between the dependent and
independent variables.
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Multivariate analysis

The classification of the dependent variable into four
necessitates the use of multinomial regression. The
multinomial model uses maximum likelihood estimation to
evaluate the probability of categorical membership of each
type of contraceptive method used.
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In view of the fact that the dependent variable has 4 categories
(non-use, use of traditional methods, use of other modern
methods, use of LAPCM), this requires the calculation
of 4-1=3 equations, one for each category relative to the
reference category (not using any contraceptive method)
to describe the relationship between long-term/permanent
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contraceptive use and the women empowerment status. We
chose the first category (non- users) as the reference, then,
for j = 2,3,4
Hence, for each case, there will be 3 predicted log odds, one
for each category relative to the reference category. When
there are more than 2 groups, computing probabilities is a
little more problematical than it was in logistic regression.
For j = 2,3,4
For the reference category;

Bivariate multinomial regression was used to examine
relationships between use of long acting and permanent
contraceptive use and independent variables. Multivariate
multinomial regression was employed to identify
associations between women’s empowerment, its various
dimensions and use of long acting and permanent
contraceptives, with (Model 2) and without (Model 1)
controlling for individual- and community-level variables
that may affect the outcome.

Results

Characteristics of the study population

The majority of the study population lived in rural areas
(78%), is in the Southern Region (45%) followed by Central
Region (43%) and then Northern Region (12%) and was
Christian (88%). The majority of the study population has
at least primary education (63%), 17% had secondary and
higher education and 19% had no education.
The bar chart as shown in figure represents the distribution
of women with respect to their women empowerment
scores. The distribution is an indication that the scores are
normally distributed with mean score of 6.62±2.9. About
60% and 91.4% of the respondents scored below 50% and
70% of the total score respectively, while 46.7% scored
below 40% of the total score. The highest proportion of
the women scored 7 and 8 points, whereas none of the
respondents had 0 score.

In Table 2, the data show that the mean women empowerment
score was lower among those who are currently using LAPCM
(6.80±2.9) than those currently using any other contraceptive
methods (7.02 ±2.8). Only 20.0% of the respondents were
currently using LAPCM while 30.8% were currently using
any other modern contraceptive methods. About 24% of
the respondents scored 3 points for education among those
who are currently using LAPCM as against 30.4% of those
using any other modern contraceptive methods. Across all
the indicators of women empowerment; women who are
currently using any other modern contraceptive methods are
more empowered than those who are using LAPCM. Among
the respondents who are currently using LAPCM, 19.3% and
19.0% had an empowerment score of 0-39% and 40-49% of
the total score respectively whereas, 20.7% scored between
50-59% and about 23% scored 70%+.
The mean age of the women was 33.21±8.7 years and a
significant difference exists between the mean ages of women
who are currently using any modern method (30.26±6.8
years) and those who are using LAPCM (38.53±6.2 years).
In Table 3, the data show that the proportion of women who
are currently using LAPCM increases with age, increase in
number of surviving children, increase in marital duration,
increase in husband/partner’s level of education and increase
in wealth quintile (p<0.001). For instance, with respect to
age, the prevalence of current use of LAPCM ranges from
2.5% among the youths to 33.2% among those 35 years and
above. Also, higher proportion of LAPCM use was reported
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among women who had heard about family planning
program in the previous one month (21.1%) than those who
did not (17.9%) p<0.001. Women who were living in urban
areas (22.2%) are more likely to be using LA/PC method
than their counterparts residing in the rural areas (19.4%)
p<0.001. Variation exists in the current use of LAPCM
between different religious groups even among Christians.
The prevalence of the use of LAPCM was highest among
women who do not belong to any religious group (36.6%)
and least among Muslims (10.7%).
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of LAPCM were religion, wealth status, husbands’ education, information about family planning and number of living children. Women who belong to Seventh Day Adventists/Baptist were 1.51(C.I=1.06-2.15; p=0.02) more likely to
use LAPCM than Catholic women whereas Muslims were
0.58(C.I=0.41-0.81; p=0.001) less likely to currently using
LAPCM method than their counterparts who are Catholics.
The odd ratio of use of LAPCM method shows positive
increasing relationship with wealth quintile. It is evident that
women who belong to the richest wealth quintile category
(OR=1.91; C.I=1.36-2.67; p<0.001) were more likely to currently be using LAPCM method than those in the poorest.
The likelihood of not using LAPCM method was more common among women whose husbands have lower level of
education. For instance, women whose their husbands have
higher education were approximately thrice more likely to be
using LAPCM method than those whose husbands have no
formal education. The odd ratio of currently using LAPCM
was significantly higher among those who heard about family planning program on media recently. Lastly, the use of
LAPCM was significantly related to the number of living
children. Women with 1-2 living children were 10.90 more
likely than women with no living children to use LAPCM.
Women with 3-4 and 5+ were 41.17 and 107.64 more likely
than women with no living children to use LAPCM.

Discussion

Multinomial regression

All the variables that were found to be statistically
significant in the bivariate analyses were used to examine
the determinants of use of LAPCM among married women
through the execution of a multivariate analytical technique
based on logistic regression. The results of this exercise are
presented in Table 4. In general the results indicate that being
empowered is a protective factor for current use of LAPCM.
The odd ratio of LAPCM use increases consistently with
the women empowerment score even when other potential
confounding variables were used as a control.
The other factors that were found to significantly affect use

The study indicates that about one fifth of the respondents
were currently using LAPCM in Malawi. The prevalence of
LAPCM is much higher when compared to findings from
other countries in Sub-Saharan Africa. For instance, a study in
Ethiopia reported that 3% of women are using LAPCM.5,31
Across all the indicators of women empowerment; women
who are currently using any other modern contraceptive
methods are more empowered than those who are using
LAPCM. The mean age of the women was 33.21±8.7
years and mean age of women who are currently using any
modern contraceptive method was strikingly higher than
those currently using LAPCM.
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Findings from this study indicate that the use of LAPCM
methods was significantly associated with women
empowerment even after controlling for background
variables. Women who are highly empowered are more likely
to use LAPCM methods. This finding is in agreement with
that of Asya and colleagues conducted in Oman where it
was concluded that empowered women were more likely to
use contraception14,32. In a similar study, a strong relationship
between the use of contraceptives and women empowerment
was reported, even after adjusting for demographic
predictors of contraceptive use33. The empowerment of
women naturally indicates their independence on decision
making and the right on childbearing and rearing.
Other factors associated with the use of LAPCM are
number of living children, religion, household wealth status,
partners’ education and heard family planning in the last
twelve months. These factors should be considered when
repositioning family planning programmes in Malawi.
The study found that Religion was positively associated
with use of LAPCM methods. A wide discrepancy exists
in the current use of LAPCM among various religious
organisations, with the highest prevalence recorded among
women who do not belong to any religion and least among
Muslims. The likelihood of using LAPCM was higher among
women who belong to Seventh Day Adventist/Baptist than
Catholic women. Women who belong to Islamic religion
were less likely to use LAPCM than their counterparts who
are Catholics. Overall, use of LAPCM was higher among
married women belonging to protestant churches and no
religion and lower among Muslim women. This finding is
consistent with studies from other countries which show
that the likelihood of Muslim women using contraception
is lesser than that of women belonging to other religious
groups5,14. One of the most frequently cited reason for nonuse of contraceptives in general and LAPCM in particular
is the apparent opposition of religious teachings. Christians
often cite Genesis 1 verse 28 “be fruitful and multiply” or
Genesis 9 verse 7 “as for you be fruitful and increase in
number”. There is therefore need to involve religious leaders
to help create a favourable environment for communications
campaigns.
The study also found that use of LAPCM increased with
the number of living children. Women with more living
children were more likely to use LAPCM than women with
no living children. Similar findings are also observed in
other countries5. The importance of the number of living
children in as far as use of LAPCM methods is concerned
could be related to the observation that women tend to use
family planning in order to achieve their desired number
of children and to have children by proper spacing of the
pregnancy.
Another important result of the study is the finding that use
of LAPCM is influenced by wealth status of the household.
In particular, this study has shown that poor women are
less likely to use LAPCM than rich women. This result is
consistent with findings from other studies in Africa that
showed that poverty was a major factor for non-use of family
planning services14. It is often argued that availability of cash
for transport is an important determinant of whether or not
health facility delivery is sought34.
Women whose husbands or partners have no formal
education or lower educational level stand higher risk of not
using LAPCM. This finding underscores the importance of

involving men in the use of LAPCM. The importance of
male involvement in family planning has been emphasized
by various studies in the region30. Malawian society is largely
male-dominated, even with regard to female reproductive
health. Therefore, men’s involvement in family planning can
be hardly over-emphasized. One of the crucial factors which
have hindered a successful implementation of the family
planning programme in Malawi is minimal male involvement.
The establishment of more family planning programmes for
men, at work-places, would help to increase the participation
of men in reproductive health programmes.
Having heard about family planning programmes recently,
promotes the use of LAPCM. This study deepens our
awareness of the wide ranging, strong and persistent
associations of listening to media programmes on family
planning and contraceptive use25,30.
In this study, there was no significant association between use
of LAPCM and age, region of residence, type of residence
and marital duration. As expected, the prevalence of current
use of LAPCM was found to be higher among older women.
Use of LAPCM is high in Central Region and low in Southern
Region. Living in rural areas inhibits the use of LAPCM.
It is expected that women contraceptive decision making
supremacy to be lower in the rural areas where women’s
level of literacy is low and economic dependence is high30.
In contrast to this finding, study in Ethiopia found that rural
women were more likely than urban women to make an
independent decision on current use of contraceptive33.
This study has implications for policies and programs
that seek to improve family planning services in Malawi.
First, in order to increase the number of women that use
LAPC, there is a need to improve on the status of women
in terms of education and socio-economic status. Women’s
empowerment is an important indicator in development
strategies that focus on poverty reduction, an improved
standard of living, and good governance. In recognition
of the importance of improving the status of women,
the United Nations included gender equality and women
empowerment as one of the eight millennium development
goals24. Third, there is need to strengthen the national family
planning programme by improving the provision of health
education to men and women on the need to use maternal
health services during pregnancy and delivery. Lastly, more
studies should be conducted to investigate the characteristics
of women who use and those who do not use health facilities
during pregnancy and delivery. The reasons behind their
choices should also be investigated. Future studies should
not only be multidisciplinary but also qualitative in nature.

Limitation
Measurement of women’s empowerment is always a difficult
task because it is a process, its multidimensional nature and
the concept operates at various levels35. Thus, there is no
current scientific consensus on the construct of women’s
empowerment. The empowerment variable used in our
analyses might not be the only validated measure of women’s
empowerment but will provide an insight into the mechanisms
underlying the construct of this index. The reliability of our
study would be better if we had focused on women who
do not have intention to bear more children. Restricting the
sample to this set of women would have drastically reduced
the sample size in this study. We, therefore, included other
women who met the study inclusion criteria pre-set for the
study. However, our study is justified in the sense that some
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of the women might want to use long acting method to delay
but not to permanently halt childbearing. The determination
of women empowerment score in our study is limited in
the number of variables utilized, as more variables which
are not available in DHS data could not be factored into the
computation. Further research is needed in this regard.

Conclusion
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In conclusion, our findings suggest that substantial increase
in the use of LAPCM services can be achieved by accelerating
women empowerment. LAPCM is still underutilized
and more than half of the women are not adequately
empowered. Women empowerment, wealth quintile and
access to FP programmes are key factors influencing the use
of LAPCM. Programmes that address these determinants
are urgently needed in Malawi. Intervention programmes
aimed at increasing the use of LAPCM should involve
making LAPCM more available and acceptable. It is also
important to promote discussions of fertility preferences
and family planning among couples. We suggest that women
empowerment is needed at all levels, in anticipation that this
would enhance a swift achievement of the national family
planning programme goals in Malawi.
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