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Abstract 
The main objective of this study is to measure the effect of some proxy 

measures of women empowerment; female headed household, 

contributing family workers and percentage of female labor force 

participation on use of contraceptives. After compilation of data on 

above stated variables for seven South Asian countries, different panel 

econometrics techniques have been applied for empirical investigation 

of study objectives. Results suggested that percentage of female’s 

headed household is significantly associated with the use of 

contraceptives. Plausible explanation of this association is that if 

women are household head, then naturally they would also be decision 

makers regarding major issues confronting the household and that may 

affect family planning approach and the use of contraceptives. 

Similarly, another proxy measure taken is women’s labor force 

participation. The results of our study show that with increase in 

percentage of women in labor force, the use of contraceptives also get 

increased concomitantly. Along with proxy measures of women’s 

empowerment, variable public health expenditure has been taken to see 

its effects on use of contraceptives. The results show that public health 

expenditures are insignificantly influencing use of contraceptives. 

Overall analysis shows that two proxy measures of women 

empowerment female headed household and female labor force 

participation are significant variables that can influence use of 

contraceptives in South Asian region. 

 

I. Introduction  
 The population of South Asian Countries is around 1.6 billion in which India’s 

contribution is almost 1.2 billion (Population Bureau 2010). Being a composite whole of 

developing countries, South Asian region needs to slow down their population growth to 
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meet Millennium Development Goals (MDGs) of which it is signatory. Almost all South 

Asian countries have adopted Family planning program to limit its population growth.  

  

 India was the first in this region which started Family Planning (FP) programs in 

early 1950s.  Bangladesh and Pakistan in 1953, Nepal in 1959 and Maldives in 1984 

followed Indian footsteps to curtail its burgeoning population (Khuda and Anwar 2004; 

Khuda and Barkat 2010; Cleland et al 1994: Jain and Jain 2010; Nirmula 2010; Sathar 

and Zaidi 2010; Tamang et al 2010). In all these countries Family planning programs 

were initiated in different phases by putting different strategies in place to tackle this 

problem.  

 

 Family planning program in South Asian countries may face serious challenges as 

increased contraceptive prevalence is still facing continuous threats to their efforts to 

increase contraceptive usage, reduce discontinuation rate and unmet needs of people. 

Various arguments have been put forward for relatively low level success rate of family 

planning program in these countries. Women status within the patriarchal structure of 

these countries is also considered as an impediment for this state of affair. 

 

 Almost all South Asian countries have more or less patriarchal structure and 

traditional normative environment.  In patriarchal structure women are at receiving end. 

They have relatively low level of autonomy or decision making power. It is also argued 

that in some cases number of children add to women’s status, so high fertility is 

considered desirable in these cases. Joint family system seems to be another reason for 

high fertility. Women may suffer pressure from their in laws to bear a large number of 

children.  Women seek their security through number of children. Preference of son over 

daughter is also an important feature of patriarchal structure. Son is considered 

responsible for the family lineage and honor, so, families wish to have more number of 

sons as they bring good reputation for families and long term income benefits.  

 

 So far many predictors of contraceptive use have been identified by various 

researchers, such as spousal communication on family size (Hamid, Stephenson & 

Rubenson 2011; Fikree et al 2001), exposure to family planning messages on electronic 

media, social exclusion of women, and regions and residences (Ali and White 2005),  

education level of the wife, socio-economic status, number of living children (Agha 

2000; Casterline, Sathar & Haque 2001; Axinn and Barber 2001; Axinn and Yabiku 

2001; Sultan, Cleland & Ali 2002; Douthwaite and Ward 2005; Saleem and Bobak 2005; 

Schultz 2008; Agha 2010; Kamal and Islam 2010). Other plausible factors include 

preferences for bearing sons, fear of side effects of contraceptive use, women’s 

autonomy, and husband and in-law’s opposition to contraceptive usage (Stephenson & 

Hennink 2004; Durrant and Sathar 2000; Winkvist and Akhtar 2000). Men’s attitudes 

were also studied by various researchers (Casterline et al 2001; Mason 2000; Bhatti & 

Hakim 1996) which indicated male preference to limit family size because of economic 

reasons.  

 

 Women’s education and work status have been much researched area with regard 

to the use of contraceptive. Logical argument seems to be that education and paid work 

add to the status of women which ultimately may lead to the empowerment of women. 

This empowerment may enable them to exercise their right to protect their reproductive 



Fauzia Maqsood, Sami Ullah, Fatima Farooq     3 

health. Based on this assumption the present study is intended to explain the use of 

contraceptive methods in seven South Asian countries.  

 

II. Conceptual Framework 
 Many researchers have attempted to explore the links between women’s autonomy 

and their use of reproductive health services in South Asia (Hu & Ma 2011). It is also 

argued by the authors that although certain widely acknowledged variables such as 

education and economic status have a significant effect on reproductive health behavior, 

the relationship between women’s decision-making power and their use of reproductive 

health services is still unclear (Hu & Ma 2011).    

 

 In India various studies have not found any relationship between women’s 

freedom of movement and decision-making power and their use of reproductive health 

services (Bhatia and Cleland 1995; Bloom, Wypij, et al. 2001). Similarly studies in Nepal 

documented that that decision-making power has a mixed impact on maternal health 

services and their utilization (Matsumra & Gubhaju 2001). Survey data from Pakistan 

also shows a weak or no relationship between women’s autonomy and use of 

reproductive health services (Sathar and Kazi 1997; Fikree, Khan, et al. 2001; Mumtaz 

and Salway, 2005). 

 

 It has also been argued that, in addition to data source and methodology, 

contradictory research findings could be due to inconsistent measures of “autonomy” 

(Kabeer 1999); as in some South Asian countries women’s autonomy is understood as 

their mobility—social as well as political. Thus, more recent literature suggests that there 

is a need to rethink the concept of women’s autonomy as the framework for 

understanding gender and reproductive health in South Asia and elsewhere (Mumtaz and 

Salway 2009). It has also been observed that although primary users of reproductive 

health program are women, but often they are not free to take decisions regarding use of 

reproductive health services and they have to seek permission from families or household 

(Becker 1996; Frankenberg et al., 2001). 

 

 Review of literature on women empowerment suggests that this concept is difficult 

to measure because of various reasons: firstly, because it is a process; secondly, because 

it is multidimensional; and thirdly, because the concept operates at various levels (Alsop 

et al, 2006). Until recently, women’s empowerment was often measured by proxies such 

as education, employment and knowledge (Do & Kurimoto 2012).  In present study we 

have adopted some proxy measures for empowerment of women; female headed 

household, contributing female household workers, female labor force participation and 

expenditure on health expenses. 

 

 Various studies have focused on the relationships between women’s empowerment 

and contraceptive use. For instance, Blanc (2001) has examined that the balance of power 

in sexual relationships has an association with the use of health services, which further 

results in to reproductive health outcomes. She proposed a framework to explain the 

relationships between power within sexual relationships and sexual and reproductive 

health outcomes.  

 

 A few studies have also examined other dimensions of women’s empowerment, 

including decision making regarding household economy and family size, seeking 
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permission to go out, coercion or control of women by their spouse or family, women’s 

political and legal awareness, and their participation in public protests and political 

campaigning (Mason & Smith 2000; Mason &Smith 2003; Alsop 2006; Kabeer 2005). 

 

 Al Riyami, Afifi and Mabry (2004) have examined women’s unmet needs for 

contraception with some indicators of empowerment of women i.e. decision making and 

freedom of movement. In addition, Govindasamy and Malhotra (1996) have found that 

Egyptian women, having freedom of movement and social mobility, have at least some 

control in household matters and financial matters of their families. They are also 

involved in family planning decision making are also users of contraceptives. Similar 

studies also document that wives’ decision making power in their respective families is 

positively associated with family planning services. 

 

III. Data and Methodology 
 The main objective of this study is to empirically investigate the impact of women 

empowerment on use of contraceptive in Seven South Asian Countries. South Asian 

countries are selected because major portion of world population is living in this region; 

secondly, women are not empowered and their participation is very limited in economic 

as well as social activities. Population growth in this region is on rise and, therefore, this 

study tries to find out factors that may contribute to contraceptive use to overcome 

growing population in this region. 

 

 For empirical investigation, on one hand, the use of contraceptive prevalence in 

percentage of women having age range from 15 to 49 is taken as dependent variable, on 

the other hand, females labor force participation in labor force as percentage of female 

population ages 15-64, percentage of households with a female head, female’s 

contributing family workers without any compensation and public health expenditures as 

percentage of GDP are taken as independent variables. The shape of this model is as 

under: 

 

Contraceptive Prevalence = f (Female Headed Household, Female Labor Force 

Participation, Female Contributing in Household and Public Health Expenditures) 

 

 For empirical findings, data for above variables has been taken from World 

Development Indicators and International Labor Organization from 1990 to 2011 for 

seven South Asian countries. After collection of data for the panel of South Asian, 

different panel econometrics techniques have been used to strengthen our study 

objectives. 

 

 After descriptive analysis of all study variables, Breusch and Pagan Lagrangian 

Multiplier Test for Random Effects is used to check that which effect is dominating in 

our data. This test guides us that whether there is pooled OLS or Panel effect. This test 

confirms that there is panel effect in this panel data. For further analysis that which effect 

(fixed effect model or random effect model) is present in this model and this is done with 

the help of Hausman Specification Test. Hausman test probability is defended that there 

exists a panel fixed effect, instead of panel random effect. Details on all these estimations 

and findings have been given in Results and Discussions. 
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IV. Results and Discussions 
 In the first step of analysis we observe the descriptive analysis of all the variables 

used in this study. Descriptive analysis shows the data range, deviation and mean and all 

these measures that will help in understanding regression analysis. 
 

Table 1: Descriptive Analysis 

              Variables    Mean                 Std. Dev.   Mini Maxi 

Use of Contraceptive        43.03091     15.72381 11.8 70.5 

Female Labor Force Part        47.56688      20.54082 12.8   85 

Female Headed Household      18.98227      9.210618    7 35.8 

Contributing in Family         39.18996      21.94179  6.6 77.3 

Public Health Expenditure         1.987318        1.3388  1.59 6.99 

Note: Observations: 154 

 

 Table 1 shows the descriptive analysis of all the variables of South Asian 

countries.  Contraceptive prevalence lies from 11.8 to maximum of 70.5 with mean 43. 

Female’s participation in this region is much volatile in which its minimum value is 12.8; 

while the maximum is 85 and the mean is not too bad.  The average of female headed 

household is 18.98 percent with a range of minimum 7 to maximum 35.8 percent. With 

regard to females contributing in family works, the percentage is 39.18 with minimum 

6.6 and maximum 77.3.  Public health expenditures are much lower throughout the region 

of South Asian showing an average of 1.98. 
 

A. Breusch and Pagan Lagrangian Multiplier Test for Random Effects 

 Breusch and Pagan Lagrangian Multiplier Test has been used to check whether 

there is applicability of Pooles OLS or Panel Effect. Description of this test and estimated 

results along with hypothesis probability value are given below. The p-value of Breusch 

and Pagan Lagrangian Multiplier Test is less than 0.05 which indicates panel effect in 

this model and if p-value becomes greater than 0.05 then Pooled OLS is more suitable.  

Countraceptive Use [Country,t] = Xb + u[country] + e[country,t] 
 

Table 2: Estimated results: 

                                                    Var                          sd = sqrt(Var) 

Contr                                      247.2381                                              15.72381 

e                                       58.65769                                               7.658831 

u                                      120.3204                                               10.96906 

Note: Test:   Var(u) = 0, chi2(1) =   496.60, Prob > chi2 =     0.0000 

 

B. Hausman Specification Test 

 After applying Breusch and Pagan Lagrangian Multiplier Test for model 

specification, it has been found that panel effect is most suitable model for further 

analysis. Now for further analysis it is required that whether fixed effect model is more 

suitable or random effect model is more appropriate. For model selection we have used 

Hausman Specification Test and results of this test are given below: 
  

 Test Hypothesis: The difference in coefficients is not systematic 

  = Chi 2(4) = (b-B)' [(V_b-V_B)^(-1)] (b-B) 

  =       16.91 

  Prob > Chi 2 =      0.0020 
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 Here we have chi
2
(4) result and its probability value and p-value is less than 0.05 

indicating that fixed effect model is more suitable than random effect model. So, for final 

analysis we use fixed effect model for our analysis. 

 

C. Fixed Effect Model 

 On the basis of Breusch and Pagan Lagrangian Multiplier Test and Hausman Test, 

it has been finalized that fixed effect model is appropriate for further analysis of our 

findings. Fixed effect model is used to analyze the impact of variables that change with 

the passage of time. While using Fixed Effect (FE) it is assumed that there is something 

exist within the individual and can bias the outcome variable of this study and here is 

need to control its impact. The entity’s error and predictor variable are the main rationale 

behind this assumption. So, fixed effect model overcome the effect of those time 

invariant characteristic from predictor variables and can assess the net effect of 

predictors. The main findings along with identified diagnostics are given below: 

 

Fixed-effects (within) regression               Number of observations      =       154 

Group variable: country                           Number of groups   =         7 

R-sq:  within  = 0.2852                          

F(4,143)           =     14.26 

corr(u_i, Xb)  = -0.7762                        Prob > F           =    0.0000 

 

Table 3: Estimated Results 

Variable                        Coefficients      Std. Error     t-stat      P>t   [95% Conf. Interval] 

Female Labor Force  
Participat                            0.414               0.115      3.59   0.000   0.186    0.642 

Female Headed  
Household                   1.119                0.191      5.86    0.000     0.742    1.495 

Female Contributing  
in Family                 -0.309               0.130     -2.37  0.019  -0.567   -0.0519 

Public Health  
Expenditure                   1.004               1.094      0.92    0.360  -1.158    3.166 

Constant                 12.248    5.947      2.06  0.041      .494    24.003 

F test that all u_i=0:     F(6, 143) =    65.67              Prob > F = 0.0000 

 

 Estimation of fixed effect model shows that female’s labor force participation is 

positively and significantly contributing to contraceptive prevalence in South Asian 

context. It is further argued that when there is increase in female’s participation in labor 

force then this can lead to an increase their income, which further contributes to their 

decision making power at household level.  

 

 It is also found that use of contraceptive prevalence is highest where households 

are headed by females and panel of South Asian countries shows that female headed 

household is the most influential factor toward contraceptive prevalence. Its value is 

significant and also positive. This is because when there is female as head then her 

decision is more worthwhile as compared to female with decision making power. So it is 

found that if autonomy is given to female then it become more influential.  

 

 Public health expenditures are positively, but insignificantly contributing to use of 

contraceptive prevalence. Public expenditures are not influential in this issue and it is 
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because of very low portion of gross domestic product spent on public health that the 

main reason of its in significance. At the end, percentage of females contributing to 

family is negatively associated with use of contraceptives and its value is also significant. 

The post-estimation tests are valid for this study. The errors ui are correlated with the 

regressors in the fixed effects model shown by corr (u_i, Xb). The F-value is highly 

significant and if this number is < 0.05 then model is overall good fit. This is a test (F) to 

see whether all the coefficients in the model are different than zero or not. 90 % of the 

variance is due to differences across panels. In the analysis ‘rho’ is known as the intra-

class correlation. 

 

V. Discussion and Conclusion 
 Present study aimed at measuring the effect of some proxy measures of women 

empowerment; female headed household, contributing family workers and percentage of 

female labor force participation on use of contraceptives. It has also examined percentage 

of health expenditure and its effects on use of contraceptives.   

 

 Results suggested that percentage of female headed household is significantly 

associated with the use of contraceptives. We have taken this variable as an indicator of 

women’s empowerment. Plausible explanation of this association is that if women are 

household head, then naturally they would also be decision makers regarding major 

issues confronting the household and that may affect family planning approach and the 

use of contraceptives.  

 

 Similarly, another proxy measure taken is women’s labor force participation. 

Percentage of women in labor force in these seven countries has been taken and its effect 

on use of contraceptive been measured. Generally it is assumed that if women participate 

in labor force they might have some say in decision making because of being an earning 

hand. The results of our study show that with increase in percentage of women in labor 

force, the use of contraceptives also get increased concomitantly. 

 

 Percentage of contributing family workers has also been taken as proxy measure 

based on assumption that the contribution to family may add to the status of women; and 

because of their contribution women may have some decision making power. Analysis of 

the study showed that in all these countries contributing female workers is negatively 

associated with the use of contraceptives. .The plausible explanation of this unexpected 

result could be that the females who are contributing to family are mainly engaged in 

agricultural activities or other menial sort of jobs. It is a matter of common observation 

that for agricultural activities there is no need of skilled labor. So these female who are 

contributing to family may not be literate and skilled and therefore might have low level 

of decision making.   

 

 Along with proxy measures of women’s empowerment, variable public health 

expenditure has been taken to see its effects on use of contraceptives. The results show 

that public health expenditures are insignificantly influencing use of contraceptives. 

Overall analysis shows that two proxy measures of women empowerment female headed 

household and female labor force participation are significant variables that can influence 

use of contraceptives in South Asian region.  
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 At the end, it is concluded that government can contribute by efficiently utilization 

of public health expenditures and public awareness campaigns. This can be done through 

media campaign, public seminars and introducing different courses in academic 

institutes. For public awareness, strategy at South Asia level can be launched because 

results of family planning are not encouraging. The empirical findings of this study can 

help policy makers, social scientist and economist for future policy design and social 

development.   
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