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ABSTRACT: This study examines the association of decision-making with contraceptive use along with other
measures of women’s empowerment and the gender context. We use data on currently married women from
the Demographic and Health Survey conducted in Pakistan in 2017–2018. We contrast patterns in modern
contraception with traditional contraception and examine specific modern methods. Husband’s
characteristics do not factor strongly in women’s modern contraceptive use. Contraceptive decision-making is
more pertinent to women’s modern contraceptive use than household decision-making and is inhibited
when husbands are the primary decision-makers of contraceptive decisions. In contrast, joint decision-
making facilitates overall modern contraceptive use and the use of condoms in particular. Contraceptive use
is reduced when the decision is made by someone other than the woman or her husband. Economic
empowerment resources are weakly and inconsistently associated with modern contraceptive use.
Furthermore, modern contraceptive use (particularly condoms and female sterilisation) is reduced when
women live in an extended household. Region, education, and wealth remain important correlates of
modern contraceptive use, even after controlling for other factors, as does the number of living children and,
for female sterilisation and IUDs only, women’s working status. This study finds support for expanding the
range of available methods and combining service improvements with promoting women’s empowerment,
gender equity, and social behaviour change initiatives targeted to men and other family members. DOI:
10.1080/26410397.2021.2020953

Keywords: modern contraceptive use, trends, differentials, inequality, decision-making

Introduction
The right to control one’s reproduction is a recog-
nised human right. It is central to individual self-
determination, determining one’s life course and
life opportunities. This human right “to decide
freely and responsibly the number, spacing and
timing of their children and to have the infor-
mation, education and means to do so” is recog-
nised in the 1994 International Conference for
Population and Development’s Programme of
Action (ICPD PoA)1 and was reaffirmed at the
Fourth World Conference on Women in Beijing.2

Unhindered access to contraception is vital to
achieving this right. As such, the World Conference

on Human Rights articulates “a woman’s right to
accessible and adequate health care and the
widest range of family planning services, as well
as equal access to education at all levels”.3

Pakistan has had an active family planning pro-
gramme since the 1950s. More recent investments
reflect a reorientation away from the population
growth concerns that motivated the programme
in its early days and towards public health delivery
systems that centre responsiveness to women’s
reproductive health needs, rights, and informed
choice. Pakistan has made commitments to the
London Summit on Family Planning in 2012 and
developed Costed Implementation Plans to
increase contraceptive prevalence and reduce
unmet need among reproductive age women.4–8

The government has committed to ensuring a
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range of available methods in-country and has
trained mid-level service providers in the public
and private sectors to provide intrauterine devices
(IUDs) and implants. These plans emphasise pro-
viding newly married couples with access to family
planning methods at a low and affordable cost.

Nonetheless, data from successive Demo-
graphic and Health Surveys (DHS) in Pakistan indi-
cate that early gains in contraceptive use have
stalled and unmet need for family planning has
plateaued since 2012.9 Seventeen percent of cur-
rently married women have an unmet need for
family planning, with unmet need for spacing
(10%) exceeding that for limiting (8%).9

Female sterilisation and condoms (9% of cur-
rently married women) are the most common
modern methods of contraception. Use of other
modern methods lags, with no more than 3% of
currently married women using injectables,
IUDs, or the pill. This method dominance in the
method mix may signal limitations on informed
choice.10,11 Analyses conducted by Track20 indi-
cate that contraceptive use lagging behind
demand raises concerns about “a wider set of
social constraints that may be influencing the
motivation to use, or not use, contraception.”12

The family planning programme has not yet suc-
ceeded in ensuring women in Pakistan can fully
realise their right to determine whether, when,
and how many children to have.

One contributing factor limiting the use of
modern contraception may be the relative disem-
powerment of women. Pakistan, as with neigh-
bouring South Asian countries, reflects
patriarchal gender norms.13–15 This includes patri-
lineal lines of marriage and an emphasis on ferti-
lity as a source of women’s status; the practice of
purdah; distinctly gendered spheres, with men
active in economic and political spheres and
women active in domestic and reproductive
spheres; and constraints on women’s independent
decision-making.

A large literature demonstrates a positive
relationship between women’s empowerment
and reproductive health outcomes and the ability
to articulate and achieve fertility intentions and
levels of contraceptive use.16,17 These associations
also extend specifically to contraceptive use.18–21

The ICPD PoA declares the empowerment and
autonomy of women to be an important end in
itself, as well as critical for the right to attain the
highest standard of sexual and reproductive
health.1,2

Kabeer defines empowerment as the process by
which women expand the “ability to make stra-
tegic life choices in a context where this ability
was previously denied to them”.22 Her conceptual
framework describes an iterative cycle in which
empowerment resources contribute to agency
(direct empowerment), which results in empower-
ment achievements (outcomes). In applications of
this and complementary conceptual frameworks,
measures of agency are most often operationa-
lised as decision-making power. Researchers
have recently focused on developing improved
measurement of women’s empowerment and
most conceptual frameworks and empirical
studies centre decision-making.17,20,21,23–25

Among these are efforts to understand the inner
processes of decision-making within couples or
households as they relate to various types of
decisions.19,26,27 Meanwhile, empowerment is
multi-dimensional, encompassing socio-cultural,
domestic, economic, political, legal, and other
domains;28 although these are linked, women
can be more empowered in some areas and less
empowered in others. This suggests that measures
of empowerment should span various types of
decisions and multiple areas of women’s lives.

In conservative settings like Pakistan, women
are frequently not the only ones who influence
their reproductive behaviour. Much attention is
focused on the role of men, namely husbands,
in making fertility-related decisions. However,
other actors such as mothers-in-law also impact
these decisions.29 As such, factors like household
structure and size, the joint family system, and
husband’s characteristics may influence a
woman’s use of contraception and ability to
achieve their reproductive rights.

Given stagnating levels of contraceptive use and
unmet need in Pakistan, it is important to under-
stand the role of women’s empowerment in shap-
ing patterns of contraceptive use. Therefore, this
study examines the factors associated with contra-
ceptive use, with a focus on women’s empower-
ment. We incorporate multiple measures of
decision-making, specific to contraceptive decisions
and general household decisions, as well as econ-
omic empowerment resources. We analyse the
role of decision-making amidst other controls as
well as additional variables that describe the gen-
der context, such as husbands’ characteristics and
household type. We analyse several contraceptive
outcomes, including type of contraception and
specific contraceptive method.
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Methods
Data
This study uses women’s data from the 2017–18
Pakistan DHS (PDHS) survey. This is the fourth
DHS survey, but the first to have complete regional
coverage; its data represent the population of
Pakistan including all four provinces and the
regions of Azad Jammu and Kashmir (AJK), the for-
mer Federally Administrated Tribal Areas (FATA),
and Gilgit Baltistan, which were not included in
all prior surveys.9 The 2017–18 PDHS is represen-
tative at the national level, provincial level, and of
urban and rural areas. 2017–18 PDHS data are
freely available at https://dhsprogram.com/Data/.

The PDHS applied a multi-stage, clustered
sampling approach in which the number of clus-
ters (with enumeration areas as the primary
sampling units) per region was selected pro-
portional to the size of the region and a predeter-
mined number of households per cluster were
randomly selected. All eligible women in selected
households were selected for interview. The eli-
gible woman response rate was 94%.

All analyses in this study use currently married
women ages 15–49 as the analytic sample.
Because most women eligible for interviews are
currently married, the restriction to currently mar-
ried women results in a small attrition of 630
women (Figure 1). Analysis of determinants of
modern contraceptive use is further restricted to
women who are not pregnant at the time of the
survey, excluding another 1,689 women. Further
restriction to cases with complete data on all cov-
ariates in the model results in a final sample of
12,676 currently married, non-pregnant women.

All analyses in this study apply sampling
weights that account for sampling probability
and non-response. We estimate robust standard
errors and use the svy suite of commands avail-
able in Stata 16 ME to adjust for the clustered
sampling design.

Analytical strategy and measures
To identify factors associated with the use of con-
traception and specific modern methods, we esti-
mate bivariate and multivariable multinomial
logistic regression models. First, we estimate a
multinomial model using a three-category out-
come variable: uses any modern method of con-
traception, uses any traditional method, and
uses no method of contraception (the reference
category).

Next, a second multinomial regression is esti-
mated to identify factors associated with specific
modern methods, with “no modern method” as
the reference outcome compared to the use of
six specific methods of modern contraception.
To ease interpretation of results for both multino-
mial regressions, we present relative risk ratios
(RRRs), which, like odds ratios, are the exponen-
tiated coefficient β. We present both unadjusted
RRRs from separate bivariate models and adjusted
RRRs from multivariable models that control for
multiple factors simultaneously.

Modern methods are defined as male condoms,
female sterilisation, injectables, IUDs, pills, male
sterilisation, implants, lactational amenorrhoea
method (LAM), emergency contraception (EC),
and standard days method (SDM). Traditional
methods are periodic abstinence, withdrawal,
and other (unspecified) traditional methods. For
the second outcome, the multinomial model dis-
tinguishes among each of the following modern
methods: male condoms, female sterilisation,
injectables, IUDs, pills, and “other” modern
methods. “Other modern methods” combines all
methods used by <1% of currently married
women: male sterilisation, implants, LAM, EC,
SDM, and other modern methods not identified.

In this study, we use two separate decision-
making variables. The first, household decision-
making, is a count variable of the number of
household decisions that women participate in,
either solely or jointly with their spouse. This
index ranges from 0 to 4 and draws from the fol-
lowing four decisions: health care for oneself,
making major household purchases, visits to
family or relatives, and how to spend money
that her husband earns. A higher value indicates
participation in more household decisions. This
construction as a count variable assumes that
the four component decisions are of equal weight
and equivalently meaningful with regard to con-
traceptive use. Although we conducted no formal
test, each of the four decisions shows a similar-
sized effect in bivariate analysis of traditional
and modern contraceptive use, with unadjusted
RRRs ranging from 1.3 to 1.5, suggesting that
this assumption is reasonable.

The second decision-making variable is specifi-
cally related to contraceptive use. This variable is
calculated for all women, regardless of current
contraceptive status. Women who are currently
using contraception are asked, “Would you say
that using contraception is mainly your decision,
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mainly your husband’s decision, or did you both
decide together?” while women who are not
using contraception are asked an almost identi-
cally worded question, “Would you say that not
using contraception is…”. Decisions made
mainly by the respondent are the reference cat-
egory for this variable.

In addition to the decision-making variables,
regression models include socio-economic, ferti-
lity and demographic, health service access, and
family type factors. The final regression models
are specified with the following covariates:
woman’s age, woman’s education, woman’s work
status, control over earnings, house or land own-
ership, household wealth quintile, residence,
region, husband’s age, husband’s educational
attainment, age at first marriage, number of living
children, whether permission or distance is a big
problem to seek medical advice/treatment, house-
hold type, and household size. Several of these
variables speak to the broader empowerment or
gender context. Namely, these are woman’s
work status, control over earnings, and house or
land ownership (indirect measures of economic

empowerment),24,28 age at first marriage (a
proxy measure of empowerment or an empower-
ment resource),20,22,24 permission to seek medical
advice (a proxy measure for restrictions on mobi-
lity); and household type. An alternate specifica-
tion of these models that substituted spousal
age and education differences for husband’s age
and education yielded similar results.

Before finalising the specification of the final
multinomial regression models, we first examined
potential covariates for bivariate association with
the outcomes and tested for collinearity. We
detected several correlations among certain vari-
ables that we expected to be correlated. Namely,
among education, husband’s education, wealth,
and residence; among age, number of living chil-
dren, and fertility desires; and among husband’s
age, number of living children, and fertility desires.
The degree of correlation was modest (r≤ 0.5) and
so these variables were retained. “Fertility desires”,
however, was collinear with the outcome variables
because all women who were sterilised wanted no
more children. This variable was excluded from the
final regression models.

Figure 1. Derivation of the analytic sample from the 2017–18 PDHS
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Table 1. Characteristics of the analytic
sample (n= 12,676)

% Weighted n

Contraceptive use

None 61.8 7,833
Traditional 10.3 1,308
Modern 27.9 3,535

Condom 9.9 1,249
Female sterilisation 9.2 1,170
Injections 3.3 422
IUD 2.8 359
Pill 1.9 244
Other 0.7 91

Household decision-making (# of decisions)

0 33.4 4,238
1 12.3 1,555
2 9.1 1,154
3 12.2 1,545
4 33.0 4,184

Contraceptive decision-making

Mainly respondent 8.6 1,094
Mainly husband, partner 10.7 1,362
Joint decision 77.2 9,788
Other 3.4 432

Age in 5-year groups

15–19 3.9 493
20–24 13.7 1,732
25–29 19.7 2,500
30–34 20.0 2,541
35–39 18.8 2,378
40–44 12.6 1,595
45–49 11.3 1,437

Education

No education 47.4 6,008
Primary 16.6 2,105
Secondary 22.3 2,829
Higher 13.7 1,734

Currently working

No 84.3 10,686
Yes 15.7 1,990

Control over own earnings

No earnings 84.7 10,730
No control 1.5 185
Joint control 6.4 810
Sole control 7.5 947

Own house or land

No 96.1 12,182
Yes 3.9 490

Household wealth quintile

Poorest 18.5 2,340
Poorer 21.6 2,734
Middle 20.9 2,649
Richer 19.6 2,485
Richest 19.5 2,468

Residence

Rural 66.1 8,385
Urban 33.9 4,292

Region

Punjab 43.7 5,535
Sindh 19.2 2,439
Khyber Pakhtunkhwa 12.7 1,613
Balochistan 4.1 522
ICT Islamabad 0.7 94
FATA 1.5 191
Azad Jammu & Kashmir 11.5 1,459
Gilgit Baltistan 6.5 824

Husband’s/partner’s age

15–19 0.6 78
20–24 5.3 676
25–29 14.7 1,858
30–34 17.3 2,197
35–39 18.7 2,371
40–44 14.9 1,892
45–49 14.6 1,856
50–54 8.2 1,042
55–59 3.6 459
60–84 1.9 246

Husband’s/partner’s educational attainment

No education 27.4 3,467
Primary 15.3 1,935
Secondary 37.1 4,697
Higher 20.3 2,576
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Results
As shown in Table 1, the majority of currently mar-
ried women in our sample are not using contra-
ception, while 10% use a traditional method and
28% use a modern method. The most common
modern methods are condoms (10%) and female
sterilisation (9%).

Approximately one-third of women participate
in no household decisions, while another third

participate in all four household decisions.
Between 9 and 12% participate in one, two, or
three of these decisions, respectively. The vast
majority of the sample (77%) report making
decisions whether or not to use contraception
jointly with their husbands. However, the pro-
portion that reports this decision is mainly made
by their husband (11%) exceeds that making the
decision mainly on their own (9%). Household
decision-making and contraceptive decision-mak-
ing are not correlated with one another (Pearson’s
r= 0.07), indicating that these are separate areas
of decision-making and women who make
decisions in one of these areas do not necessarily
make decisions in the other.

The sample predominantly has no education
(47%) or secondary education (22%), is not cur-
rently working (84%), and lives in rural areas
(66%). Nearly two-thirds (65%) of the sample mar-
ried by age 20. Most currently married women
want no more children (47%) followed by 27%
who want a child within two years. The distance
to facility is a problem for seeking medical care
for twice as many women (45%) as is needing per-
mission to seek medical care (22%). The majority
of the sample live in a nuclear household (61%)
while 34% live in an extended household with
in-laws present and most (57%) are living in a
household with 5–9 household members.

Decision-making and modern and traditional
contraceptive use
To explore how decision-making may be associ-
ated with contraceptive use, we estimate a multi-
nomial regression model with these and other
factors. We first estimate separate models to pro-
duce unadjusted RRRs and then a final, multivari-
able model with all factors combined and present
adjusted RRRs in Table 2. The reference category
of the outcome is “no contraceptive use” against
which we compare the use of traditional and mod-
ern contraception. In separate, bivariate multino-
mial regression models, nearly all covariates
showed an association with either traditional or
modern contraceptive use or both.

The number of household decisions in which a
woman participates is unrelated to her risk of
using either modern or traditional contraception,
after we controlled for other factors. However, her
contraceptive decision-making is compared to
women who make the decision to use or not use
contraception entirely on their own, women who
make the decision jointly with their husband

Number of living children

0 12.3 1,565
1 12.7 1,616
2–3 33.0 4,178
4–5 26.8 3,397
6–14 15.2 1,921

Age at first marriage

10–14 8.5 1,078
15–17 26.0 3,295
18–20 30.7 3,887
21–24 23.5 2,973
25–47 11.4 1,444

Fertility desires

Wants within 2 years 27.3 3,457
Wants after 2 + years 12.6 1,595
Wants, unsure timing 9.8 1,235
Wants no more 46.8 5,930
Declared infecund 3.5 447

Permission to seek medical advice/treatment

Not a big problem 78.0 9,887
Big problem 22.0 2,790

Distance to seek medical advice/treatment

Not a big problem 55.1 6,984
Big problem 44.9 5,693

Household type

Nuclear 60.9 7,717
In-laws 33.6 4,257
Other extended 5.5 702

Household size (# of household members)

1–4 15.1 1,912
5–9 57.2 7,250
10+ 27.7 3,515
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have a higher risk of using traditional contracep-
tion (RRR 5.6, p≤ 0.001) or modern contraception
(RRR = 1.8 p≤ 0.001) rather than no contracep-
tion. In contrast, women for whom their husband
mainly makes the decision whether or not to use
contraception have nearly double the risk of
using traditional contraception (RRR = 1.9, p<
0.05) but nearly half the risk of using modern con-
traception (RRR = 0.46, p≤ 0.001) compared to
women who make the decision on their own.
Women for whom the decision is made by some-
one else (such as another family member or a
medical provider) have a greatly reduced risk of
using either traditional or modern contraception.

Several other variables in the model describe
the gender context beyond household and contra-
ceptive decision-making. Women who are cur-
rently working have a 58% greater relative risk of
using traditional contraception and a 37% greater
relative risk of using modern contraception com-
pared to women not working (p≤ 0.05). Neither
of the two other economic empowerment vari-
ables (control over earnings and house or land
ownership) are associated with modern contra-
ceptive use. Women who have sole control over
their own earnings have 50% of the relative risk
of using traditional contraception (p≤ 0.01) com-
pared to women with no earnings and those who
own a house or land have 58% greater relative risk
(p≤ 0.05) of using traditional contraception. Age
at first marriage is neither associated with tra-
ditional contraceptive use nor modern contracep-
tive use after controlling for other factors,
although there was some bivariate association
with modern contraceptive use.

The positive association between husband’s age
and both traditional and modern contraceptive
use disappears after we control for other factors,
as does the positive association with husband’s
education and these two outcomes. Similarly,
women who report that getting permission to go
to a facility is a big problem when they are sick
and want medical advice or treatment, initially
appeared to have a lower risk of using either tra-
ditional or modern contraception, although this
association disappears when controlling for
other factors in the multivariable model.

In contrast, household variables strengthen or
remain robust in the multivariable model.
Women who live in an extended family house-
hold with their in-laws or other extended house-
hold have 40% and 59% reduced risk of using

modern contraception (p≤ 0.001) compared to
women in nuclear households. The relationship
is similar but not as large for traditional contra-
ception. Women who live in other extended
households have a reduced risk of traditional
contraceptive use (RRR = 0.6, p< 0.05), but
there is no statistically significant association
detected for women in extended households
with their in-laws.

Household size has a positive association with
contraceptive use with each additional person in
the household increasing the risk of modern con-
traception by 22% (p< 0.01) but not traditional
contraception.

Among other control variables, women’s age
shows no association with traditional contracep-
tive use, although women’s age suggests a nega-
tive association with using modern
contraception at older age groups. Education is
positively associated with both traditional and
modern contraceptive use, although the magni-
tude of this relationship is stronger for modern
contraceptive use.

Wealth is similarly positively associated with
both traditional and modern contraceptive use,
with women in the richest household wealth
quintile having five times the risk of traditional
use and three times the risk of modern use com-
pared with women in the poorest quintile. Urban
residence is positively associated with traditional
contraceptive use but is not associated with mod-
ern contraceptive use. The association detected
with modern contraceptive use in the bivariate
model is eliminated when controlling for other
factors.

Selected regions show a higher or lower risk of
contraceptive use, although the results are not
consistent across both types of contraception.
Compared with FATA, Sindh and Balochistan
show a lower risk of traditional contraceptive
use, while Punjab, Khyber Pakhtunkhwa, and
ICT Islamabad show a higher risk of modern con-
traceptive use.

The positive association between the number
of living children and the use of traditional and
modern contraception remains robust – and
increases in magnitude – in the multivariable,
multinomial model. For each additional living
child, a woman’s risk of using traditional contra-
ception increases 2.4 times (p≤ 0.001), while her
risk of using modern contraception increases 2.6
times (p≤ 0.001).
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Table 2. Covariates associated with the use of traditional or modern contraception:
results of multinomial logistic regression (n= 12,676)

Traditional contraception (ref: none) Modern contraception (ref: none)

Unadjusted
RRR

p-
value

Adjusted
RRR

p-
value

Unadjusted
RRR

p-
value

Adjusted
RRR

p-
value

Household decision-making

# of decisions 1.15 *** 0.99 1.13 *** 0.98

Contraceptive decision-making (ref: mainly respondent)

Mainly husband 1.72 1.90 * 0.44 *** 0.46 ***
Joint decision 5.14 *** 5.64 *** 1.50 *** 1.84 ***
Other <0.01 *** <0.01 *** 0.03 *** 0.03 ***

Age (ref: 15–19)

20–24 4.13 *** 1.79 2.52 *** 1.12
25–29 6.30 *** 1.61 4.13 *** 0.95
30–34 11.31 *** 1.74 6.74 *** 0.86
35–39 11.18 *** 1.30 7.11 *** 0.63
40–44 11.76 *** 1.11 7.63 *** 0.56 *
45–49 7.76 *** 0.68 4.67 *** 0.32 ***

Education (ref: none)

Primary 1.45 ** 1.13 1.40 *** 1.39 ***
Secondary 1.97 *** 1.33 * 1.47 *** 1.53 ***
Higher 2.51 *** 1.61 ** 1.76 *** 2.17 ***

Working (ref: not working)

Yes 1.04 1.58 * 1.24 ** 1.37 *

Control over earnings (ref: no earnings)

No control 0.89 0.82 0.21 0.82
Joint control 1.19 0.86 1.46 *** 1.06
Sole control 0.75 0.50 ** 0.97 0.72

Own house or land (ref: no)

Yes 2.01 *** 1.58 * 1.62 ** 1.42

Household wealth quintile (ref: poorest)

Poorer 1.97 *** 1.96 *** 1.44 *** 1.70 ***
Middle 3.50 *** 3.76 *** 1.89 *** 2.53 ***
Richer 4.16 *** 4.25 *** 2.05 *** 2.83 ***
Richest 5.95 *** 5.06 *** 2.36 *** 3.04 ***

Residence (ref: rural)

Urban 2.41 *** 1.62 ** 1.50 *** 1.04
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Region (ref: FATA)

Punjab 1.68 * 0.80 2.43 *** 1.63 *
Sindh 0.86 0.46 ** 1.90 ** 1.51
Khyber
Pakhtunkhwa

1.04 0.71 1.85 ** 1.62 *

Balochistan 0.70 0.44 * 0.99 0.80
ICT Islamabad 1.83 * 0.69 3.41 *** 2.08 **
Azad Jammu &
Kashmir

1.07 0.56 1.41 0.91

Gilgit Baltistan 1.43 1.24 2.89 *** 2.60 ***

Husband’s age (ref: 15–19)

20–24 6.31 ** 1.87 4.57 * 1.91
25–29 9.85 *** 1.52 7.69 *** 1.76
30–34 15.55 *** 1.57 11.85 *** 1.86
35–39 20.83 *** 1.60 15.89 *** 1.87
40–44 26.08 *** 1.69 21.21 *** 2.05
45–49 23.94 *** 1.62 19.99 *** 2.03
50–54 22.40 *** 1.42 14.98 *** 1.36
55–59 12.89 *** 0.92 11.97 *** 1.21
60–84 16.06 *** 1.51 10.59 *** 1.37

Husband’s education (ref: none)

Primary 1.16 0.77 1.25 * 0.96
Secondary 1.55 *** 0.93 1.16 0.92
Higher 2.23 *** 1.04 1.51 *** 0.95

Age at first marriage (cohabitation) (ref: 10–14)

15–17 0.92 0.94 0.97 1.07
18–20 1.23 1.12 0.89 0.99
21–24 1.20 1.06 0.89 1.07
25–47 1.11 1.17 0.62 *** 1.00

Number of living children

1.70 *** 2.41 *** 1.96 *** 2.64 ***

Permission to go seek medical advice/treatment (ref: no problem)

Big problem 0.67 *** 0.86 0.71 *** 0.83

Distance to seek medical advice/treatment (ref: no problem)

Big problem 0.65 *** 1.02 0.72 *** 0.98

Household type (ref: nuclear)

In-laws 0.60 *** 0.77 0.48 *** 0.60 ***
Other extended 0.49 *** 0.59 * 0.33 *** 0.41 ***
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Decision-making and modern methods
To provide a more detailed examination of which
contraceptive method is used, Table 3 shows the
results from a multivariable multinomial model
of factors associated with each of the five most
commonly used modern methods and a com-
bined “other modern method” category. The
reference category of the outcome variable is no
modern contraceptive use. All covariates were
associated with at least one of the methods in a
bivariate multinomial model (supplementary
material) and most retain their associations in
the multivariable multinomial model. Variables
that are no longer associated with the use of any
modern method after controlling for other factors
include residence, husband’s age, and household
size.

The number of household decisions in which a
woman participates has a negative association
with pill use after controlling for other factors.
The adjusted relative risk falls by 21% with each
additional decision in which women are involved.
However, an observed positive bivariate associ-
ation with the use of condoms and female sterili-
sation disappears in the multivariable model.

Contraceptive decision-making is variably
associated with the use of modern methods.
Joint decision-making has a higher adjusted risk
of using condoms (RRR = 2.95, p≤ 0.001) than
do women who make the decision to use or not
use contraception independently. Women for
whom the decision to use contraception or not
rests mainly with their husband have a lower
adjusted risk of using each of the other methods:
female sterilisation (42% lower, p< 0.05), inject-
ables (88% lower, p≤ 0.001), IUDs (84% lower, p
< 0.01), pills (84% lower, p< 0.001), and other
modern methods (89% lower, p≤ 0.001).

When the decision is made by someone other
than the woman or her husband, the adjusted
risk is significantly and greatly reduced for each
of the methods in the outcome variable. For
female sterilisation, the risk is 89% lower for
these women than women who make

contraceptive decisions independently (p≤
0.001). For the other methods, it is lower by >99%.

Women who currently work have a 44–92%
heightened risk of female sterilisation and IUD
use (p< 0.05), even after controlling for other fac-
tors. There is no association between work status
and any other modern method, nor is there any
association between control over earnings and
any specific modern method. However, house or
land ownership is associated with a 54% increased
risk of using condoms (p≤ 0.05) and only this
method.

Few associations with husband characteristics
and modern methods are observed. Husbands
above age 60 have a lower adjusted risk of con-
dom and pill use compared to men aged 15–29
(p< 0.05). Husbands with higher education have
a higher adjusted relative risk of using condoms
and pills and lower adjusted risk of using inject-
ables (p< 0.05).

Age at first marriage is positively associated
with condom use and negatively with female ster-
ilisation. Women who married between ages 21
and 24 (but at no other age) have a relative risk
of using injectables that is more than double
that for women married between ages 10 and 14
(p≤ 0.001).

Permission to go to a health facility has a nega-
tive association with condom use (RRR = 0.7, p<
0.01). Distance to the health facility appears unre-
lated to the use of any particular modern method
in the presence of other factors in the model.

Women in extended households (either with in-
laws or other extended household forms) have a
39–60% lower adjusted risk of using condoms
and female sterilisation, while women in other
extended households have a 66% lower relative
risk of using injectables compared to women in
nuclear households. Household size shows no
such association.

Among other factors, women’s age has a nega-
tive association with each modern method, with
the exception of female sterilisation, for which
increasing age raises the adjusted risk. Education

Household size

# of household
members

1.22 *** 1.10 1.29 *** 1.22 **

p-values *<0.05, **<0.01, ***≤0.001, ns = not significant (p > 0.05).
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is associated with a higher relative risk of condom
and IUD use. Wealth has positive associations with
modern methods, although weaker for injectables
and IUDs than for condoms and female sterilisa-
tion. Meanwhile, urban residence shows no
association with any method.

Regional variation in the use of modern
methods is evident. Compared to the FATA region,
women in every region have a higher relative risk
of using “other” modern methods and, except for
Balochistan, of female sterilisation. Women in
Punjab, Khyber Pakhtunkhwa, Gilgit Baltistan,
and ICT Islamabad have a higher relative risk of
using condoms and IUDs. Women in Gilgit Balti-
stan also have a higher risk of using injectables
while two regions – Punjab and AJK – have signifi-
cantly lower adjusted risks of using pills than
FATA.

The number of living children has a strong and
positive association with each of the modern
methods in the model, with adjusted relative
risks ranging from 2.1 for female sterilisation
(p≤ 0.001) to 3.2 for “other” modern methods
(p≤ 0.001).

Discussion
This study aimed to identify how decision-making
influences the use of modern contraception,
among other factors related to women’s empow-
erment and the gender context. We find husband’s
characteristics do not factor strongly in women’s
modern contraceptive use after controlling for
other factors, except as they relate to decision-
making. Further, our study found that the form
of contraceptive decision-making is more perti-
nent to women’s modern contraceptive use than
is the number of household decisions in which
women participate. Gender equality and women’s
empowerment are an important end to pursue in
and of itself.2,3 Nonetheless, this study’s findings
suggest that to the extent realising reproductive
rights and meeting the demand for contraception
is concerned, gender-focused initiatives should
carefully target contraceptive decision-making
and reproductive autonomy alongside other
empowerment objectives.

While other studies have found an association
between household decision-making and contra-
ceptive use,18,19,30 these studies lacked measures
specific to contraception. The absence of an
association with household decision-making in
the presence of contraceptive decision-making

measures suggests that household decision-mak-
ing may be an adequate proxy for decision-mak-
ing, broadly, when more precise measures are
unavailable but that we should seek to use
decision-making measures closest to the domain
of the outcome.

Empowerment is multi-dimensional and
women may be empowered in one domain and
less empowered in another.28,30 Consistent with
this explanation, we found only a loose corre-
lation between household and contraceptive
decision-making in Pakistan. In addition to vary-
ing levels of empowerment in different domains,
the association with outcomes like contraceptive
use may also vary across domains, as we see in
this study. Of the two forms of decision-making,
contraceptive decision-making may be more prox-
imate to our outcome of interest – contraceptive
use – and this may explain why it is associated
with contraceptive use whereas household
decision-making is not. Further, the ability to
make decisions related to contraceptive use
implies some measure of reproductive autonomy
and freedom from reproductive coercion. Repro-
ductive coercion can include either pressure to
become pregnant or refusal to use/allow the use
of contraception. Finally, even though the dom-
estic and reproductive spheres are generally gen-
dered as women’s domain, the practice in
Pakistan of fathers providing financial support to
their children and even grandchildren at various
points from childhood throughout their adult
lives may give them greater licence to involve
themselves in contraceptive decision-making
than in household decision-making. These expla-
nations may make contraceptive decision-making
more salient than household decision-making to
actual contraceptive use.

We find modern contraceptive use is inhibited
when husbands are the primary decision-maker
of contraceptive decisions. Husband’s decision-
making is particularly inhibiting to the use of
injectables, IUDs, pills, and other modern
methods. These methods generally require a
visit to a health provider, underlying the “gate-
keeper” role men may play in health care access.

In contrast, joint decision-making facilitates
traditional contraceptive use, overall modern con-
traceptive use, and use of condoms, in particular.
This latter finding is consistent with another study
in Pakistan finding an association between joint
decision-making and condoms or traditional
methods.19 The importance of joint versus
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Table 3. Covariates associated with the use of selected modern methods of contraception

Condom (ref: no
modern method)

Female
sterilisation (ref:

no modern
method)

Injectables (ref: no
modern method)

IUD (ref: no
modern method)

Pill (ref: no
modern method)

Other (ref: no
modern method)

Adjusted
RRR

p-
value

Adjusted
RRR

p-
value

Adjusted
RRR

p-
value

Adjusted
RRR

p-
value

Adjusted
RRR

p-
value

Adjusted
RRR

p-
value

Household decision-making

# of decisions 0.99 1.04 0.98 0.95 0.79 *** 0.92

Contraceptive decision-making (ref: mainly respondent)

Mainly husband 1.29 0.58 * 0.12 *** 0.18 ** 0.16 *** 0.11 ***
Joint decision 2.95 *** 1.49 0.99 1.27 1.10 0.50 *
Other <0.01 *** 0.11 *** <0.01 *** <0.01 *** <0.01 *** <0.01 ***

Age (ref: 15–24)

25–29 0.68 ** 9.08 *** 0.75 0.88 1.00 0.48
30–34 0.44 *** 14.83 *** 0.66 0.69 0.93 0.33
35–39 0.34 *** 14.72 *** 0.35 ** 0.59 0.43 * 0.16 **
40–44 0.22 *** 17.52 *** 0.24 *** 0.42 0.31 ** 0.20 *
45–49 0.09 *** 12.70 *** 0.18 *** 0.17 *** 0.20 ** 0.04 **

Education (ref: none)

Primary 1.73 *** 1.24 1.29 1.55 1.03 0.38 *
Secondary 1.83 *** 1.26 1.17 1.84 ** 0.92 0.59
Higher 2.60 *** 1.32 1.72 2.01 * 1.31 1.79

Working (ref: not working)

Yes 0.94 1.44 * 1.27 1.92 * 0.70 1.01
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Control over earnings (ref: no earnings)

No control 0.85 0.68 1.48 0.91 0.72 0.72
Joint control 1.19 1.09 0.92 1.07 1.24 0.96
Sole control 1.00 0.78 0.79 0.59 1.44 0.52

Own house or land (ref: no)

Yes 1.54 * 1.04 0.69 1.26 1.37 2.65

Household wealth quintile (ref: poorest)

Poorer 2.60 *** 1.54 * 1.45 1.84 * 1.13 1.02
Middle 4.28 *** 1.85 *** 1.64 * 1.81 1.64 1.98
Richer 4.90 *** 2.19 *** 1.11 2.37 ** 1.31 0.91
Richest 4.94 *** 2.21 *** 0.52 2.56 * 2.04 1.36

Residence (ref: rural)

Urban 1.04 0.84 0.86 0.97 0.65 1.43

Region (ref: FATA)

Punjab 1.73 * 8.93 *** 0.50 4.09 *** 0.34 ** 65.49 ***
Sindh 1.39 9.41 *** 0.98 2.06 0.96 179.78 ***
Khyber Pakhtunkhwa 2.31 *** 3.73 ** 1.77 3.04 * 0.64 14.64 *
Balochistan 1.52 1.94 0.51 0.80 0.68 42.55 ***
ICT Islamabad 2.72 *** 8.46 *** 0.51 6.23 *** 0.57 136.00 ***
Azad Jammu & Kashmir 1.16 4.17 ** 0.66 2.58 * 0.13 *** 56.24 ***
Gilgit Baltistan 1.28 4.43 ** 2.88 * 14.68 *** 1.46 64.08 ***

Husband’s age (ref: 15–29)

30–34 1.20 1.19 0.71 1.24 0.77 0.81
35–39 1.19 1.01 0.87 1.45 0.90 0.56
40–44 1.11 1.49 0.80 1.35 1.41 0.75
45–49 1.09 1.57 0.56 1.20 1.73 0.77
50–54 0.61 1.17 0.69 0.64 0.53 0.14 **
55–59 0.78 1.05 0.38 * 0.55 1.12 0.28
60–84 0.27 * 1.25 0.47 0.52 0.17 * 1.00
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Husband’s education (ref: none)

Primary 1.20 1.04 0.90 0.89 1.25 0.67
Secondary 1.27 0.86 0.73 0.72 1.27 0.62
Higher 1.35 * 0.80 0.58 * 0.62 1.97 * 0.41

Age at first marriage (cohabitation) (ref: 10–14)

15–17 1.52 * 0.85 1.46 1.38 0.99 1.06
18–20 1.66 ** 0.70 * 0.96 1.34 0.98 0.58
21–24 1.95 *** 0.58 ** 2.36 *** 1.34 0.84 1.41
25–47 2.44 *** 0.48 ** 1.13 0.72 0.99 1.45

Number of living children

2.17 *** 2.05 *** 2.68 *** 2.76 *** 2.30 *** 3.24 ***

Permission to go seek medical advice/treatment (ref: no problem)

Big problem 0.67 ** 0.89 1.09 1.03 1.18 0.42 *

Distance to seek medical advice/ treatment (ref: no problem)

Big problem 1.07 0.90 1.21 0.95 0.68 1.31

Household type (ref: nuclear)

In-laws 0.61 *** 0.48 *** 0.78 0.66 0.84 0.73

Other extended 0.40 *** 0.40 ** 0.33 ** 0.60 1.15 0.66

Household size

# of household members 1.19 1.17 1.20 1.15 1.19 1.43

Results of a multivariable multinomial logistic regression (n= 12,676).
p-values *<0.05, **<0.01, ***≤0.001, ns = not significant (p> 0.05).
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women’s independent decision-making for these
methods may derive in part from their use requir-
ing couple cooperation.

This study also finds that the use of any modern
method is greatly inhibited when the decision to
use or not use contraception is made by someone
other than the woman or her husband. Further-
more, modern contraceptive use in general and
use of the two most common methods, condoms
and female sterilisation, in particular, is substan-
tially reduced when women live in an extended
household. This finding reinforces findings in
other studies in South Asia that, in addition to
husbands, other family members such as in-laws
may exert influence over reproductive
behaviours.29,31,32

There are several reasons that mothers-in-law
may be important actors in women’s reproductive
decisions. This may be due to the existence of a
more family or communal orientation to
decision-making as opposed to an individual
orientation to decision-making, particularly with
regard to major life decisions. Alternatively,
mothers-in-law may hold more pronatalist prefer-
ences than do younger cohorts. These women may
perceive pressure to bear a child either directly
from their individual mother-in-law or through
the cumulative expression of these fertility prefer-
ences as descriptive and injunctive norms. Finally,
in a patriarchal system, senior women’s status
may be enhanced not only through proving their
own fertility but through the marriage and fertility
behaviour of their sons and daughters-in-law.
Mothers-in-law may encourage more grandchil-
dren and oppose contraceptive use for the
younger couple, particularly in the early years of
marriage, with their influence waning over
time.33 Communication initiatives to improve con-
traceptive knowledge and supportive attitudes
should target not just newly married couples but
their families and the broader community as well.

Our findings regarding economic empower-
ment resources are mixed and generally weak.
Women’s working status is associated with the
use of modern contraception in general and par-
ticularly with the use of female sterilisation and
IUDs. House or land ownership is associated
with condom use alone, while control over earn-
ings shows no such association. While sterilisation,
IUDs, pills, and injectables are free of cost at pub-
lic facilities (when available), these methods incur
fees from private sources. This may be one expla-
nation for the association between working status

and female sterilisation and IUDs, likely the two
most costly methods. Nonetheless, any causal
direction is unclear from cross-sectional data. We
do not know if women choose sterilisation and
IUDs because they facilitate their ability to work,
or whether working provides them with the econ-
omic resources needed to secure these methods.
The absence of associations with the other econ-
omic resources measures lends tentative support
for the former explanation.

Our multivariable analysis confirms that
region, education, and wealth remain important
correlates of modern contraceptive use, even
after controlling for other factors. The number
of living children that women have is another
important correlate whose magnitude rivals that
of attaining higher education or being in the rich-
est quintile. This finding is consistent across all
methods, with the risk of contraceptive use
increasing between two times (female sterilisa-
tion) to three times (other modern methods)
with each additional child. Age was not associated
with either traditional or modern contraceptive
use until after age 40, whereas a positive associ-
ation with age may have been expected. This
suggests that it is not age per se, but other life
course factors with which age is correlated –
namely number of living children – that influ-
ences women’s contraceptive use.

The government of Pakistan has introduced an
innovative pilot scheme to enable women’s sexual
and reproductive rights by covering transportation
costs, as well as the free provision of contraceptive
methods. This approach reflects a focus on over-
coming logistical barriers, such as economic and
availability barriers rather than directly influencing
women’s empowerment. The findings of this study
suggest that such pragmatic efforts should be
accompanied by initiatives to pursue gender equal-
ity generally, and women’s empowerment in con-
traceptive decision-making, specifically. Given the
role husbands play in contraceptive decision-mak-
ing currently, it would be sensible to pursue pro-
grammes to positively engage men. This may
mean increasing knowledge about contraceptive
methods and fostering positive attitudes toward
contraceptive use. It may also mean fostering atti-
tudes accommodating of a greater role for
women in decision-making or developing com-
munication skills necessary for successful joint
decision-making. Finally, this study found that
the involvement of “other” decision-makers inhib-
ited contraceptive use. Additional investigation is
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warranted into who these decision-makers are and
what are their motivations for discouraging contra-
ceptive use.

Limitations
Although this study has several advantages, it has
some limitations to note. First, it is based on cross-
sectional data, which limits the ability to draw
causal conclusions. Secondly, the use of a count
variable as a measure of household decision-mak-
ing rests on the assumption that the four com-
ponent decisions are of equal weight and
equivalently meaningful. This is a common con-
struction for this variable30,34 and, although we
did not explicitly test this assumption in this
study, we expect that threats to inference are
low. A third limitation is that the PDHS lacks
measures of reproductive coercion and autonomy.
Reproductive autonomy may be one pathway by
which contraceptive decision-making is translated
into contraceptive use. Finally, we cannot deter-
mine who the decision-maker is when women
report someone other than she or her husband
made the decision whether to use contraception.
This “other” decision-maker may be a mother-in-
law or another family member, or it may be a
health provider. This is an unfortunate limitation
because the implications are very different for
these two options. Recommended actions may
include values clarification and refresher techni-
cal training in the case of health providers or
social behaviour change and communication
interventions targeting senior women and com-
munity members in the case of in-laws.

Conclusion
In summary, our findings suggest that there is
ample opportunity for modern contraceptive
prevalence to increase, in line with women’s
desire to space and limit pregnancies, under the
right conditions, namely, that is an expansion of
women’s decision-making ability, whether joint
or independent, as it relates to contraceptive
use. Our findings provide further justification for
a focus on promoting women’s empowerment
and gender equity as a strategy for increasing
modern contraceptive prevalence and the likeli-
hood that women’s reproductive needs are met.
These findings also suggest that social behaviour
change initiatives target married men in Pakistan:
a combination of efforts to expand services with
social behaviour change efforts directed at not
only women but also men and other family mem-
bers, could reduce women’s barriers to using mod-
ern contraceptive methods of their choice.
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Résumé
Cette étude examine l’association entre la prise de
décision et l’emploi de contraceptifs, parallèle-
ment à d’autres mesures d’autonomisation des
femmes et dans le contexte du genre. Nous utili-
sons des données sur des femmes actuellement
mariées tirées de l’Enquête Démographique et
de Santé réalisée au Pakistan en 2017-2018.
Nous comparons les modèles de contraception
moderne avec la contraception traditionnelle et
examinons des méthodes modernes précises. Les
caractéristiques de l’époux ne favorisent pas sen-
siblement l’emploi par les femmes de contracep-
tifs modernes. La prise de décision sur la
contraception est plus pertinente pour l’emploi
par la femme de contraceptifs modernes que la
prise de décision familiale et elle est inhibée
quand le mari est le principal décideur en matière
de contraception. Au contraire, une prise de
décision conjointe facilite l’emploi de contracep-
tifs modernes en général et l’utilisation de préser-
vatifs en particulier. Le recours à la contraception
est réduit quand la décision est prise par quel-
qu’un d’autre que la femme ou son mari. Les
ressources d’autonomisation économique sont
faiblement et inégalement associées à l’emploi
de contraceptifs modernes. De plus, l’emploi de
contraceptifs modernes (en particulier les préser-
vatifs et la stérilisation féminine) est réduit
quand les femmes vivent dans une famille élargie.
La région, l’éducation et la fortune restent d’im-
portant corrélats de l’emploi de contraceptifs
modernes, même en tenant compte d’autres fac-
teurs comme le nombre d’enfants vivants et,
pour la stérilisation féminine et les DIU unique-
ment, la situation professionnelle de la femme.
Cette étude trouve des arguments en faveur de
l’élargissement de l’éventail de méthodes dispon-
ibles, et d’une association d’améliorations des ser-
vices avec la promotion de l’autonomisation des
femmes, l’égalité entre les sexes et les initiatives
de changement du comportement social ciblées
sur les hommes et d’autres membres de la famille.

Resumen
Este estudio examina la asociación entre la toma
de decisiones y el uso de métodos anticoncepti-
vos, así como otras medidas de empoderamiento
de las mujeres y el contexto de género. Utilizamos
datos de mujeres actualmente casadas prove-
nientes de la Encuesta Demográfica y de Salud
realizada en Pakistán en 2017-18. Contrastamos
patrones en anticoncepción moderna con antic-
oncepción tradicional y examinamos métodos
modernos específicos. Las características del
esposo no son un factor decisivo en el uso de
anticonceptivos modernos por parte de las
mujeres. La toma de decisiones sobre la anticon-
cepción es más pertinente al uso de anticoncepti-
vos modernos por parte de las mujeres que la
toma de decisiones en el hogar y es inhibida
cuando el esposo es el principal tomador de deci-
siones relacionadas con la anticoncepción. En
cambio, la toma de decisiones conjunta facilita
el uso de anticonceptivos modernos en general y
el uso de condones en particular. El uso de antic-
oncepción se reduce cuando la decisión es tomada
por otra persona que no sea la mujer o su esposo.
Los recursos de empoderamiento económico
están asociados superficial e incoherentemente
con el uso de anticonceptivos modernos. Más
aún, el uso de anticonceptivos modernos (en par-
ticular los condones y la esterilización femenina)
se reduce cuando las mujeres viven en un hogar
extendido. La región, educación y riqueza conti-
núan siendo importantes correlatos del uso de
anticonceptivos modernos, aún después de con-
trolar otros factores, al igual que el número de
hijos vivos y, en el caso de esterilización femenina
y DIU solamente, la condición laboral de las
mujeres. Este estudio encuentra apoyo para
ampliar la gama de métodos disponibles y combi-
nar el mejoramiento de los servicios con la pro-
moción del empoderamiento de las mujeres, la
equidad de género e iniciativas de cambio de
comportamientos sociales dirigidas a los hombres
y otros miembros de la familia.
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