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Objective: We aimed to investigate how improvement in women'’s status affects the choice of contracep-
tive methods in Nepal.

Study design: We regressed the choice of contraceptive methods on women'’s status and other controlling
variables by employing large-scale microdata representing over 12,000 married women aged 15-49
years in Nepal. Years of schooling and literacy were defined as women'’s status variables. We estimated
how educational attainment affects the choice of contraceptive methods. We also analyzed how fear of
their partners affected women’s choices.

Results: Female sterilization was the most common choice among the contraceptive methods (25.5% of
contraceptive users) in Nepal, followed by injections (19.9%). However, our estimation results showed
Fear of partner that these options change with an improvement in women'’s status. An additional year of education
Large-scale microdata increased the probability that women would choose condoms by 1.2 percentage points (95% confidence
Nepal interval [CI]: 0.7, 1.6) and decreased the probability of choosing female sterilization by 1.4 percentage
points (95% CI: —1.9, —0.8). For the well-educated women, injections and condoms became the first
and second choices (29.5% and 21.5%), respectively, while female sterilization was the third option
(17.9%) for contraceptive methods. Women'’s fear of their partners also affected the choice of contracep-
tive methods. The women who feared their partners were 7.0 percentage points more likely to choose
female sterilization than condoms.

Conclusion: Improvement in women'’s status (more education and less fear of their partners) changed
their contraceptive behaviors by increasing the probability of choosing condoms and decreasing the
probability of choosing female sterilization in Nepal.

Keywords:
Contraceptive choice
Women'’s status
Education

© 2017 Elsevier B.V. All rights reserved.

Introduction

Women’s choices among contraceptive methods differ in rela-
tion to factors like culture, religion, education, and economic afflu-
ence. Typically, the level of development in a region also affects
this choice (Fig. 1). In developed countries, birth control pills
(17.7%) and condoms (18.4%) represent the major contraceptive
methods; pills are most common in Europe (e.g., 40.6% and 37.2%
of married women in France and Germany, respectively, choose
this method), while condoms are most popular in East Asia
(e.g., 50.3% in Hong Kong and 40.7% in Japan) [1]. In contrast, in
developing countries, the percentage of women using modern
contraceptive methods is lower than that in developed countries
[1,2]. Of the modern methods, female sterilization is still most
significant (20.6%) in developing countries, whereas this method
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is relatively rare in developed countries (8.4%). As China’s level of
development increased, for instance, the prevalence rate of steril-
ization (both female and male) decreased, while the rates of choos-
ing pills and condoms increased [3].

Fig. 2 shows the choice of contraceptive methods in Nepal. It
illustrates that in this country, 61.8% of women use no contracep-
tion, while 33.1% use modern contraceptive methods. In the group
using contraception, female sterilization was the most common
method (25.5% of those using contraception), followed by injec-
tions (19.9%). The methods that are most commonly used in devel-
oped countries, namely birth control pills and condoms, are not
common in Nepal (8.3% and 10.1%, respectively). Such features
are similar to other developing countries.

Although sterilization is the most effective contraceptive
method [5], it has a significant disadvantage in that it is a perma-
nent procedure and usually cannot be reversed. As a result, the
number of women who express regret concerning sterilization is
significant, particularly when they were aged 30 years or younger
at the time of sterilization [6,7]. In Nepal, for example, 9.0% of
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Fig. 1. Global trends in the choice of contraceptive methods [1].
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Fig. 2. Rates of use of contraceptive methods in Nepal [4].

currently married women expressed regret about their sterilization
[4]. The main reasons for this regret were side effects (5.1%) and
the desire to have another child (2.0%). Because effective tempo-
rary contraceptive methods are available and they are commonly
used in developed countries, it appears that lack of knowledge/
information on family planning, lack of availability of comprehen-
sive reproductive and sexuality education, inability to access the
full range of contraceptive options, and women'’s lower status in
society in developing countries limit the contraceptive options
available to the women in these countries [8].

There is also an issue of involuntary or forced sterilization of
women [9]. In developed countries, this phenomenon is no longer
apparent. However, it is still occurring in developing countries and
causes problems like death due to contaminated medicines or
rusty surgical equipment [10].

Many studies have been carried out targeting contraceptive
methods in developing countries [2,3,8,11,12]. In addition,
research has been conducted on the factors that affect the selection
of contraceptive methods from various perspectives [13-19]. How-
ever, no studies have assessed how an improvement in women'’s
status affects this choice. It is important to consider this issue to
further understand the relationship between women’s social status
and family planning. The purpose of this study is to clarify how
improvement in women'’s status changes the choice of contracep-
tive methods by focusing on the case of Nepal.

Materials and methods
Methods and study design

In this study, we attempt to provide empirical evidence con-
cerning the relationship between women’s status and the choice

of contraceptive methods in Nepal. Nepal is listed by the United
Nations Children’s Fund as among the 25 prioritized countries
requiring improvement in the status of women [20]. We hypothe-
size that improving women’s status will increase the probability of
choosing contraceptive methods comparable to those preferred in
developed countries; that is, women with a higher status will be
less likely to use female sterilization and more likely to opt for con-
doms and pills.

To test our hypothesis, we regress choice of contraceptive
methods on women'’s status variables, such as years of schooling
and literacy, using multinomial logit models. These variables are
closely related to women’s status and affect their family planning.
Female schooling affects family planning by increasing female
autonomy and bargaining power in their decisions [21]. In the
other words, without more education and literacy, women display
increased dependence on their partners when it comes to making
household choice.

To control for the different roles of household and regional
characteristics, other household-level and regional variables are
employed in our estimations. The variables we used are described
in detail in the Data section.

In the final part of this study, we expand our analysis to inves-
tigate the effects of women’s fear of their partners on their contra-
ceptive choices. Women who fear their partners tend not to choose
condoms and/or pills, since such fear may suppress women'’s sex-
ual autonomy.

Data

The data employed in this study were retrieved from the Demo-
graphic and Health Survey (DHS), which has been carried out in
many developing countries as a part of the Measure DHS Program,
funded by the United States Agency for International Development,
to assess fertility, family planning, and maternal and child health. In
Nepal, the DHS has been conducted every 5 years since 1996. This
study employed the latest survey results, which were published in
2011.The 2011 survey results comprise data from nationally repre-
sentative samples, covering over 12,000 married women aged 15-
49 years. The respondents were asked questions on the type of con-
traception they were using, educational background, economic sta-
tus, and experience of physical and mental violence in the
household.

To focus on women’s choice of contraceptive methods, we
excluded respondents who did not use any contraceptive methods
and modern methods. Respondents who answered that they were
currently not using any methods included women who wanted to
become pregnant.! Thus, the sample we employed in the analysis
comprised 4172 women.

! Estimations including these respondents may capture not only women'’s status
concerning choice of contraceptive method, but also selection effects.
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Table 1
Descriptive statistics.”
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Current contraceptive methods

All Pill IUD Injection Condom Female sterilization Male sterilization Implant
Female status
years of schooling 3.19 434 4.30 3.30 6.56 1.88 2.36 2.73
(4.00) (4.07) (4.34) (3.93) (4.24) (3.23) (3.57) (3.82)
age 33.84 30.57 31.83 31.48 28.33 36.86 37.43 32.69
(7.79) (7.28) (7.12) (7.47) (7.52) (6.75) (6.53) (6.93)
literacy: none 0.41 0.29 0.29 0.40 0.15 0.54 0.44 0.47
(0.49) (0.45) (0.45) (0.49) (0.36) (0.50) (0.50) (0.50)
literacy: partial 0.11 0.08 0.07 0.10 0.06 0.12 0.13 0.12
(0.31) (0.28) (0.26) (0.3) (0.24) (0.32) (0.34) (0.33)
literacy: complete 0.48 0.63 0.64 0.50 0.78 0.34 0.43 0.41
(0.50) (0.48) (0.48) (0.50) (0.41) (0.47) (0.50) (0.49)
Household characteristics
years of schooling of husband 5.98 6.58 6.65 5.60 8.39 5.07 5.98 5.83
(4.01) (3.78) (4.02) (3.92) (3.37) (4.04) (3.89) (4.01)
wealth: poorest 0.16 0.15 0.11 0.24 0.10 0.10 0.20 0.25
(0.37) (0.36) (0.31) (0.43) (0.30) (0.30) (0.40) (0.43)
wealth: poorer 0.17 0.14 0.24 0.19 0.12 0.18 0.17 0.22
(0.38) (0.35) (0.43) (0.39) (0.32) (0.39) (0.38) (0.42)
wealth: middle 0.20 0.18 0.17 0.20 0.14 0.23 0.20 0.18
(0.40) (0.38) (0.38) (0.40) (0.35) (0.42) (0.40) (0.39)
wealth: richer 0.21 0.21 0.16 0.19 0.19 0.23 0.22 0.15
(0.41) (0.41) (0.37) (0.39) (0.39) (0.42) (0.41) (0.36)
wealth: richest 0.26 0.32 0.32 0.19 0.45 0.25 0.21 0.20
(0.44) (0.47) (0.47) (0.39) (0.50) (0.43) (0.40) (0.40)
Region of settlement”
region: mountain 0.16 0.12 0.28 0.21 0.10 0.04 0.31 0.27
(0.37) (0.33) (0.45) (0.41) (0.29) (0.19) (0.46) (0.45)
region: hill 0.36 0.36 0.31 0.40 0.42 0.24 0.47 0.48
(0.48) (0.48) (0.46) (0.49) (0.49) (0.43) (0.50) (0.50)
region: terai 0.48 0.52 0.41 0.39 0.49 0.72 0.23 0.24
(0.50) (0.50) (0.49) (0.49) (0.50) (0.45) (0.42) (0.43)
Number of observations 4172 400 136 964 484 1230 826 132
Female characteristics
fear of partner® 0.41 0.40 0.55 0.38 033 0.45 0.42 0.57
(0.49) (0.49) (0.50) (0.49) (0.47) (0.50) (0.49) (0.50)
Number of observations 1523 150 53 364 186 430 305 35

Source: Nepal Demographic and Health Survey 2011 [4].
@ Standard deviations are reported in parentheses.

b The regions of Nepal are divided into three categories as follows: mountain for the northern area, hill for the central area, and terai for the southern area.
¢ Respondents who reported that they are afraid of their husbands/partners most of the time or sometimes are defined as women who have experienced fear of partners.

The empirical variables used in the analysis were defined
according to the contraceptive methods respondents used at the
time of the survey, and they are summarized in Table 1. The vari-
ables can be classified into three categories, as follows: female sta-
tus, household characteristics, and region of settlement. The
variables on female status were women’s educational attainment
(years of schooling), age (age), and literacy capacity (none, partial,
and complete). Household characteristics were the educational
attainment of the husband (years of schooling of husband) and
household wealth (poorest, poorer, middle, richer, and richest).

The regions of Nepal are divided into three ecological zones (i.e.,
Terai, Hill, and Mountain), ranging from the north to south of the
country and covering different altitudes. The Terai region is found
in the southern part of Nepal and shares a border with India. Cul-
turally, this region is more similar to India than the other two
regions. Indo-Aryan languages are spoken by most people in the
Terai region. Because the land is relatively flat, the Terai region is
the most populated area in Nepal, and infrastructure and trans-
portation are more developed than they are in the other two
regions. The Mountain region forms the northern part of the coun-
try and comprises the area of high altitude. The population of the
Mountain region is only about 7% of the total population. The
infrastructure is extremely limited compared with that in the other
regions [4]. The Hill region is located between the Terai and Moun-

tain regions. The Kathmandu Valley falls within this region. Infras-
tructure and transportation are much more developed here than in
the Mountain region [4]. In our analysis, we control for these dif-
ferences in regional characteristics by using regional dummy vari-
ables (Terai, Hill, and Mountain).

Information on fear of partners/husbands was obtained from
still-married women, and to maintain confidentiality, only one
woman per household was randomly selected for the collection
of these data.” Thus, the sample related to fear of partners consisted
of 1523 women.

Although female sterilization was the most common method
among modern contraceptive methods in Nepal (Fig. 2), the use
of contraceptive methods differs by educational background and
household wealth (Table 1). There was a positive correlation
between women'’s average years of schooling and the proportion
of women choosing condoms. Furthermore, respondents in the
“richest” category in terms of household wealth tended to choose
condoms. Women choosing female sterilization had only 1.9 years
of schooling on average compared to the overall average of 3.2
years. There was also a negative correlation between the level of
literacy and the choice of female sterilization. The illiteracy rate
was highest among the women who chose sterilization.

2 For more details concerning the data collection methods, see Ref. [4].
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Table 1 also reports the respondents’ experience of fear of part-
ner. In the sample, 41.5% of women had experienced fear of their
partners. This figure was increased in women who had opted for
female sterilization (44.7%) and decreased in women who used
condoms (33.3%).

Results
Women'’s status and contraceptive methods in Nepal

Table 2 shows the estimation results from the multinomial logit
model for the choice of contraceptive methods. The results show
that every choice includes variables with statistically significant
coefficients. This means that these seven contraceptive methods
must be treated separately in the model.

Table 3 reports the marginal effects based on the multinomial
logit estimation. At mean, an additional year of schooling for
women increased the probability of choosing condoms by 1.2 per-
centage points (pps; 95% confidence interval [CI]: 0.7, 1.6) and
injections by 0.7 pps (95% CI: 0.2, 1.3) as contraceptive methods.
In contrast, an additional year of schooling for women decreased
the probability of choosing female sterilization by 1.4 pps (95%
Cl: —1.9, —0.8) and male sterilization by 0.7 pps (95% CI: —1.1,
-0.2).

Fig. 3 shows the simulation result of the effect of an additional
year of schooling for women on the choice of contraceptive meth-
ods. A higher number of years of schooling increased the probabil-
ity of choosing condoms from 6.3% at zero years of schooling to
21.5% at 11years of schooling. Conversely, the probability of
choosing female sterilization decreased from 34.0% to 17.9% with
increased years of schooling.

Notably, the choice of contraceptive methods differed by literacy
status (Table 3). A higher literacy capacity decreased the probability
of choosing female sterilization by 4.1 pps (95% CI: —8.2, —0.1; par-
tial) or 3.6 pps (95% CI: —7.6, —0.4; complete). However, it increased
the probability of choosing male sterilization by 3.2 pps (95% Cl:
—0.5, 6.9; partial) or 4.2 pps (95% Cl: 0.7,7.6; complete).

Household status and contraceptive methods in Nepal

Table 3 illustrates the effect of household wealth on contracep-
tive methods. The coefficients of household wealth in terms of con-
doms were statistically insignificant at the 10% level. The
coefficients of wealth concerning female sterilization were posi-
tive, ranging from 8.7% to 11.4%, and they were statistically signif-
icant at the 1% level. In contrast, the coefficients of wealth for
injections ranged from —5.5% to —11.9%, and they were statistically
significant at the 5% level.

An additional year of schooling for the husband increased the
probabilities of choosing condoms and male sterilization by 0.8
pps. Furthermore, it decreased the probabilities of injections and
female sterilization by 0.8 pps and 0.6 pps, respectively.

Fear of partner and contraceptive methods

As mentioned in the section on Women’s status and contracep-
tive methods in Nepal, improvement in women’s education
increased the probability of choosing condoms and decreased the
probability of choosing female sterilization. Thus, we focused on
these two types of contraceptive methods. The estimation results
for choosing either of the two methods are presented in Table 4.
The dependent variable for the logit estimation is a dummy vari-

Table 2
Estimation results for determinants of contraceptive methods.*><%<
Pill IUD Injection Condom Male sterilization Implant
Female status
years of schooling 0.09** 0.09** 0.11%* 0.20** 0.02 0.08*
(0.03) (0.04) (0.02) (0.03) (0.02) (0.05)
age —0.33** -0.19* -0.31% —0.58*** 0.04 -0.13
(0.07) (0.10) (0.05) (0.06) (0.07) (0.11)
squared age 0.00"** 0.00 0.00"* 0.01** —-0.00 0.00
(0.00) (0.00) (0.00) (0.00) (0.00) (0.00)
literacy: partial 0.18 0.14 0.19 0.32 0.37* 0.15
(0.23) (0.37) (0.16) (0.26) (0.16) (0.30)
literacy: complete 0.39* 0.53* 0.12 -0.07 0.40** -0.29
(0.20) (0.31) (0.16) (0.25) (0.16) (0.34)
Household characteristics
years of schooling of husband 0.01 0.02 —0.01 0.11™* 0.07** 0.04
(0.02) (0.03) (0.02) (0.02) (0.02) (0.03)
wealth: poorer —0.61"* 0.22 —-0.65** -0.48* —0.64** -0.45
(0.23) (0.35) (0.17) (0.25) (0.17) (0.29)
wealth: middle —0.63** —-0.40 —0.80** —0.79** —0.73** —0.75**
(0.23) (0.39) (0.17) (0.25) (0.18) (0.31)
wealth: richer —0.54™ -0.36 —-0.83** —0.83** —0.40** -0.77*
(0.24) (0.43) (0.18) (0.26) (0.18) (0.33)
wealth: richest -0.37 0.09 —1.00* -0.33 —0.63** -0.62*
(0.25) (0.45) (0.20) (0.26) (0.20) (0.37)
Region of settlement
region: hill —0.93%* —1.96** —1.22" -0.62** —1.55" -1.29"
(0.24) (0.29) (0.19) (0.25) (0.18) (0.27)
region: terai —1.80"* —2.88"* —2.36™* —1.72%* —3.32% —3.13*
(0.23) (0.30) (0.18) (0.25) (0.18) (0.30)
Intercept 7.57* 4.22% 8.76™* 10.87** 0.72 3.91*
(1.14) (1.65) (0.93) (1.06) (1.20) (1.88)

The dependent variable is the choice of contraceptive methods, and female sterilization is the base category.

Numbers in parentheses are robust standard errors.

Number of observations is 4172. Pseudo R? is 0.1451. Log-pseudo likelihood is —6114.09.
The base categories are none for literacy, poorest for wealth, and mountain for region of settlement.

a
b
¢ * Significant at 10%, ** significant at 5%, *** significant at 1%.
d
e
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Table 3
Marginal effects on contraceptive methods.*”¢
Pill IUD Injection Condom Female sterilization Male sterilization Implant
Female status
years of schooling 0.001 0.001 0.007** 0.012*** —0.014"* —0.007*** 0.000
(0.002) (0.001) (0.003) (0.002) (0.003) (0.002) (0.001)
age -0.011* 0.000 —0.026* —0.035"** 0.036** 0.034** 0.002
(0.005) (0.003) (0.007) (0.004) (0.007) (0.008) (0.003)
squared age 0.000 —0.000 0.000** 0.000*** —0.000"** —0.000"** —0.000
(0.000) (0.000) (0.000) (0.000) (0.000) (0.000) (0.000)
literacy: partial 0.000 —-0.001 —0.002 0.015 —0.041* 0.032* —0.002
(0.016) (0.009) (0.023) (0.023) (0.021) (0.019) (0.010)
literacy: complete 0.024* 0.012 —0.005 —0.022 —-0.036* 0.042** -0.014
(0.015) (0.009) (0.021) (0.020) (0.021) (0.018) (0.010)
Household characteristics
years of schooling of husband —0.002 0.000 —0.008*** 0.008*** —0.006*** 0.008*** 0.000
(0.002) (0.001) (0.002) (0.002) (0.002) (0.002) (0.001)
wealth: poorer —0.015 0.022** —0.055™* —0.002 0.087*** -0.037* 0.000
(0.016) (0.010) (0.024) (0.019) (0.021) (0.019) (0.009)
wealth: middle —-0.005 0.005 —-0.059* -0.017 0.114** —-0.033* —0.005
(0.017) (0.009) (0.024) (0.019) (0.022) (0.020) (0.009)
wealth: richer —-0.001 0.004 —0.079** —-0.026 0.097** 0.013 —0.008
(0.017) (0.010) (0.025) (0.019) (0.022) (0.021) (0.009)
wealth: richest 0.012 0.018 —0.119"* 0.018 0.101* —-0.027 —0.004
(0.019) (0.012) (0.027) (0.020) (0.024) (0.022) (0.011)
Region of settlement
region: hill 0.016 —0.037*** —-0.028 0.048*** 0.136™ —0.126™* —0.008
(0.014) (0.012) (0.021) (0.014) (0.014) (0.022) (0.010)
region: terai 0.021 —0.037"** —0.084"** 0.033** 0.378** —0.277"* —0.035"*
(0.014) (0.013) (0.020) (0.014) (0.014) (0.020) (0.010)

4 Numbers in parentheses are standard errors calculated using the delta methods.
b * Significant at 10%, ** significant at 5%, *** significant at 1%.

¢ The base categories are none for literacy, poorest for wealth, and mountain for region of settlement.
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Fig. 3. Probability of choice of contraceptive methods by years of schooling.

able that takes a value of one if a respondent used condoms and
zero if a respondent used female sterilization.

The coefficient for fear of partner was negative and statistically
significant at the 5% level, indicating that a respondent who feared
her partner would be more likely to select female sterilization than
to use condoms for contraception. The marginal effects are also
shown in the third column of Table 4. Fear of partner decreased
the probability of choosing condoms by 7.0 pps (95% Cl: —12.7,
-1.4).

Discussion and conclusion

This paper examined how women’s status affects the choice of
contraceptive methods using large-scale microdata from Nepal.
The estimation results suggest that the improvement of the
respondents’ status changed their contraceptive behaviors by
increasing the probability of choosing condoms and decreasing
the likelihood of selecting female sterilization. This reflects the fact
that women with higher educational attainment or status in Nepal
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Table 4
Estimation results and marginal effects of fear of partner.

abed

Coefficients Marginal effect
Female status
afraid of partner -0.628** -0.070**
(0.263) (0.288)
years of schooling 0.231** 0.026"**
(0.056) (0.006)
age —0.567"** —0.064"**
(0.139) (0.015)
squared age 0.006™** 0.001***
(0.002) (0.000)
literacy: partial 0.281 0.032
(0.500) (0.057)
literacy: complete 0.145 0.016
(0.481) (0.054)
Household characteristics
years of schooling of husband 0.089 0.010
(0.056) (0.006)
wealth: poorer 0.127 0.015
(0.550) (0.065)
wealth: middle —0.565 —0.063
(0.573) (0.065)
wealth: richer —0.358 —0.041
(0.575) (0.066)
wealth: richest —0.046 —0.005
(0.614) (0.072)
Region of settlement
region: hill —0.648 —0.091
(0.613) (0.088)
region: terai —2.014** —0.257***
(0.619) (0.086)
Intercept 10.554*
(2.333)

4 Numbers in parentheses are robust standard errors.

b * Significant at 10%, ** significant at 5%, *** significant at 1%.

¢ Number of observations is 616. Pseudo R? is 0.4138. Log-pseudo likelihood is
—377.30.

4 The base categories are none for literacy, poorest for wealth, and mountain for
region of settlement.

are more likely to choose condoms than female sterilization as a
contraceptive method.

In terms of the choice of contraceptive methods, one of the sig-
nificant features of Nepal, a least developed country (LDC), is that
although the percentage of women not using any contraceptive
methods is comparable to the LDC average (61.8% vs. 65.7%) [1],
the female sterilization rate is between the levels of LDCs and
developing countries (LDCs: 3.0%, Nepal: 9.8%, and developing
countries: 20.6%). The reason for this is that the number of sites
(including temporal and seasonal) providing sterilization services
has been expanding since the late 1970s [22]. In addition, Nepal
borders India, where the percentage of female sterilization is
35.8% [1], accounting for three-quarters of modern contraceptive
methods. Thus, India has an important influence on Nepal, partic-
ularly in the Terai region, which is the region sharing a border with
this country; as indicated in Table 3, the female sterilization rate is
higher in the Terai region than in the other areas.

Additional years of schooling and literacy change the contracep-
tive behavior of women, especially in terms of reducing the per-
centage of female sterilization. Female sterilization is the most
common contraceptive method in Nepal. However, for well-
educated women, female sterilization is not the main choice; these
women most frequently choose injections, followed by condoms,
and female sterilization is only the third most popular option.
The probabilities of choosing condoms and injections overtake
the likelihood of choosing female sterilization for women with
more than 10 and 6 years, respectively, of education. This implies

that education and literacy will provide women with contraceptive
options other than female sterilization, just as access to informa-
tion can improve their knowledge about contraceptive methods
[23].

This study also showed that fear of partner was associated with
the selection of contraceptive methods. Women who are afraid of
their partners are more likely to choose female sterilization over
condoms as a contraceptive method. This implies that fear of part-
ner discourages women from expressing their opinions in sexual
relationships. Previous studies found that domestic violence
reduced the rate of using any contraceptive methods and nega-
tively affected women'’s reproductive health [24,25]. Fear of part-
ner is related to domestic violence [26].

Our results also suggested that the effect of household wealth
was negligible in terms of the likelihood of choosing condoms.
The National Family Planning Program in Nepal has played a role
in the improvement of access to modern contraceptive methods.
Distribution of condoms is one of the goals of the program [27].
Family planning services provided by the public sector and non-
governmental organizations are available free of charge, targeting
poor households [27,28]. This may have contributed to the fact
that, in Nepal, there is no difference in terms of the selection of
condoms between richer and poorer households. In other words,
condoms are accessible for all households, regardless of their
wealth.

To summarize, improving women’s status has a significant
effect on changing the choice of contraceptive methods. Providing
more educational opportunities and reducing women'’s fear of their
partners may increase the probability that women will choose the
contraceptive methods they desire.

Some limitations in our estimations should be mentioned here.
One possible problem is sample selection bias due to the exclusion
of respondents who were not using any contraceptive methods. If
the choice not to use any methods is determined by women’s sta-
tus, this may mean that the variables related to status were biased.
The second limitation is a possibility of bias due to omitted vari-
ables. If women’s educational backgrounds are determined by their
heritage, this may have caused educational effects to be biased.
Although we controlled the variables in our estimations to correct
the endogeneity problem, some biases may still remain.

Although there are such limitations, having delineated the find-
ings of our study, we can now describe their policy implications.
Family planning in Nepal has mainly focused on poor households.
However, to make family planning more effective in this country
(by promoting condoms and injections, which are popular in devel-
oped countries), its targets should be broadened to women with
lower education. Furthermore, it would be reasonable to link the
policy on caring for women fear their partners or suffer domestic
violence to that of family planning, as fear of partner hinders any
reduction in the use of sterilization.

Finally, providing comprehensive information on contraceptive
methods will also have significant effect on improving the contra-
ceptive knowledge and behaviors. Thus, opportunities to provide
information on contraceptive methods, including the advantages
and disadvantages (e.g., female sterilization is the most effective
contraceptive method, but it is a permanent procedure and usually
cannot be reversed), in family planning services are essential for
women and couples for choosing the suitable methods for them
considering the characteristics of each method.
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