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ABSTRACT 

 

 The importance of developing appropriate strategies to address youth sexual and 

reproductive behavior cannot be overstated. It is estimated that there are over one billion young 

people between the ages of 15 and 24 worldwide. The high incidence of teenage pregnancy, poor 

maternal-child health and the spread of sexually transmitted diseases has created a global health 

crisis. Understanding the motivations behind the use or non-use of contraceptives and developing 

tools appropriate for youth is critical for the success of any intervention to address this issue. 

This research focuses on the question of whether having high expectations of aspirations for the 

future leads to birth control use. The hypothesis is that if young people have positive 

expectations for their lives in the future will choose to use contraceptives which will have 

positive implication for their health. 

 

To investigate this relationship I used the data from the 1995 Uganda Demographic and Health 

Surveys in-depth study. I constructed a logistic regression model to establish whether high 

expectations or aspirations have a relationship with contraceptive use. Due to study limitations 

the findings focused on female respondents. The results of the analysis do not show a statistically 

significant relationship between young women’s expectations and their use of birth control. This 

means even those young women with high aspirations with respect to education and 

employment, often do not use birth control to prevent unwanted pregnancy or reduce their 
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chance of STD infection. However the factors that proved to show a relationship were whether 

they had previously given birth, what their marital status was and whether their mother was 

literate. This indicates that the factors affecting birth control usage are very complex. These 

findings should be used to develop more targeted public health programming by government 

agencies and NGOs.  Further research will ultimately improve the health of over one billion 

young people.   
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INTRODUCTION 

 

The importance of developing appropriate strategies to address youth sexual and reproductive 

behavior cannot be overstated. It is estimated that there are over one billion young people 

between the ages of 15 and 24 worldwide. The population growth of youth in most developing 

countries is high and continues to rise precariously placing a heavy burden on national resources. 

The health of these young people is poor overall and has become an area of great concern. 

Sexual and reproductive health in particular has been adversely impacted by the high teen 

pregnancy rates and the spread of sexually transmitted diseases. Policymakers are struggling to 

address these issues. However, youth are often excluded from the discourse; hence underlying 

problems are ignored or neglected. Many health outreach programs do not efficiently or 

effectively speak to the concerns of young people and as such scarce funding is wasted. As a 

result, youth continue to engage in risky sexual behavior 

 

Sexual and reproductive health impacts all areas of a young person’s life. As Wood and 

Aggleton stated, “Sexual and reproductive health includes physical and physiological processes 

and functions in addition to psychological and emotional aspects,” (Wood and Aggleton, 2004). 

The decision to begin sexual activity is one of the most critical decisions young people engage 

in. Taking this step will often profoundly affect the young person and as such it is important to 

understand how this decision is made. 

 

When youth become sexually active they are susceptible to pregnancy or disease. The current 

statistics surrounding teen pregnancy, maternal-child health and the HIV epidemic are alarming.   

According to the World Health Organization young people aged 15-24 accounted for an 
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estimated 11% of births and 45% of new HIV infections worldwide in 2007. Almost 3,500 youth 

ages 15 to 24 are infected with HIV each day. These numbers indicate that many countries have 

growing segments of their population facing an ever worsening health crisis. 

 

It is of the utmost importance for youth to avoid risky sexual behavior to prevent unwanted 

pregnancies and disease. Using contraceptives reduces the incidences of unwanted pregnancies 

and STD infection. It is important to understand what factors lead youth to engage in unsafe 

sexual behavior. Understanding the motivations behind the use or non-use of contraceptives and 

developing tools appropriate for youth is critical for the success of any intervention to address 

this health crisis.  

 

Some research has suggested that youth make decisions based on the expectations they have of 

their future.  Expectations are defined as “the individual’s estimation of the likelihood of 

attaining those goals, plans, ambitions or dreams,” (MacBrayne 135). Their expectations will 

influence their sexual and reproductive behavior in the same manner. It is hypothesized that if 

young people have positive expectations for their lives in the future along with sufficient 

education, economic access and social support from their partners, peers, families and 

institutions then they will choose to use contraceptives.   Conversely I would also assume that if 

youth do not have positive expectations for their lives in the future they will be more likely to 

engage in unsafe sexual behavior leading to a higher rate of teenage pregnancy and STD 

infection when all other factors are held constant. 
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The data used for the research are from USAID which partners with numerous organizations 

involved in youth and healthcare research in developing countries. The MEASURE 

Demographic and Health Surveys (DHS) Project, sponsored primarily by USAID, is a survey 

that collects information on maternal and child health, fertility, reproductive health, HIV/AIDS, 

malaria and nutrition. These surveys have been carried out in over 90 countries 

(http://www.measuredhs.com/, 2012). DHS was established in 1984 and its mission is advancing 

global understanding of health and population trends in developing countries. I will use the 

Kenya country data. The data are available for public use.  

 

  The recipients groups of funding from organizations such as USAID are tasked with 

understanding what factors influence youth sexual behaviors. In order to efficiently utilize 

funding and resources they need to incorporate any research findings into their programs. A 

health program that is tailored to the population it serves will be more effective and will 

ultimately improve the health of youth around the world. 

 

This research focuses on the relationship between youth expectations of their future in 

developing countries (the independent variable of interest) and their use of contraceptives to 

prevent pregnancy and STD infection (the dependent variables of interest). A strong relationship 

between youth expectations and contraceptive use will indicate that health outreach programs 

should include programs that also address expectations. The research findings should provide 

valuable insight for policymakers.  

  

http://www.measuredhs.com/
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LITERATURE REVIEW 

Youth expectations and their sexual and reproductive health 

There have been a number of research efforts to identify factors that impact the incidence of 

teenage pregnancy and STD infection among youth in developing countries. Pick de Weiss et al. 

(1991) explored this issue in the report “Sex, Adolescents and Pregnancy among adolescents in 

Mexico City”. Based on survey data comprising of 865 females between the ages of 12 and 19 

and the research of Moore et al. (1984) there is evidence of a positive relationship between the 

level of aspirations and delayed child-bearing in adolescence. It should be noted that the future 

aspirations were defined as long term life goals which differ from schooling or academic goals 

that concern educational attainment. Okunufua (1995) alluded to this in his report on “Factors 

associated with adolescent pregnancy in rural Nigeria”. 132 pregnant  girls aged  20 years  or 

below were  compared  with  131  non-pregnant  girls of similar  age in Southwestern Nigeria. 

His study revealed that increasing the length of schooling lowers the chances of early marriage 

and unplanned pregnancy. In addition females with higher aspirations had lower rates of 

pregnancy. He states that the “findings suggest that an intervention program that  provides  

counseling and  opportunities for vocational and  professional training to  adolescents, and in  

addition, offers comprehensive health information stands  the  greatest  chance  of immediate 

success in  rural  communities  in  Nigeria,” (Okonofua, 1995)  These reports suggest that when 

youth have long term goals they alter their sexual and reproductive behavior.  

 

Youth aspirations in the developing world 

Munthali et al. published a report in June 2006 on the ‘Qualitative Evidence of Adolescents’ 

Sexual and Reproductive Health Experiences in Selected Districts of Malawi’. The research 

examined the sexual and reproductive health of young people between the ages of 12-19 who 

http://www.ncbi.nlm.nih.gov/pubmed/12319941
http://www.ncbi.nlm.nih.gov/pubmed/12319941
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were living in both rural and urban areas of Malawi.  A total of 102 in-depth interviews were 

conducted which focused on HIV and other STDs as well as unplanned pregnancies. A section of 

the questionnaire dealt with factors that influence adolescents’ ability to protect their own sexual 

and reproductive health. Respondents were asked what their lives would be like in the next five 

years and what kinds of barriers there would be to achieving their goals. While the data was 

qualitative in nature and the sample sizes were small it did reveal some information on how 

young people in Malawi view their lives. The questions regarding aspirations were as follows: 

• What do you want your life to be like in the next five years? (What about your 

education or work?) 

o What could make these things more or less likely to happen? 

o How do you think you can overcome the obstacles? 

• What things do you hold most dear in your life? 

• Who do you most want to be like? What things make you want to be like this person? 

• What are the things in your life that you feel happy about? 

• What are some things that you hope to achieve in your life? 

 

The most common aspiration stated by stated by the young Malawian respondents was to 

complete their education. Respondents with this goal said that completing their education would 

enable them to get a good job, lead an independent life and support their parents and other 

relatives. Respondents mentioned a variety of jobs that they would like to pursue ranging from 

agriculture to highly-skilled professions such as doctors and lawyers. They identified a major 

barrier to completing their education which was the lack of financial resources to pay school fees 



 

6 

  

and purchase other daily needs. There were some respondents who mentioned becoming 

pregnant or making a girl pregnant as one of the barriers to completing their education. 

 

The results from the research further demonstrated that youth in developing countries identify 

goal for their future and have knowledge of how they might be able to improve their lives. 

Women in rural areas with higher aspirations abstain from sex and young men in rural areas use 

condoms or abstain. These results cannot be generalized to the population of young people in 

Malawi but do indicate that there is a relationship between young people having high aspirations 

for their lives and avoiding risky sexual behavior. 

 

The importance of schooling 

Cynthia Lloyd discusses other factors that impact sexual behavior in the research paper 

‘Schooling and Adolescent Reproductive Behavior in Developing Countries’. The research 

focused on comparisons in the reproductive behavior of students versus non-enrolled 

adolescents. The research examined trends in Demographic and Health Survey (DHS) in various 

developing countries.  The central research question examined which factors lead to poor 

reproductive health outcomes among adolescents. Teenage pregnancy, high maternal-child 

mortality rates and HIV infection are some of the health outcomes that adversely affect youth.   

 

Lloyd examined the data from various developing countries and looked at the relationship 

between poor reproductive health outcomes and the individual and family, social and 

environmental factors that affect youth reproductive choices. One significant finding is that 

adolescents who go to school are more likely to delay sexual initiation and less likely to engage 
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in risky sexual behavior such as commercial sex.  They are also more likely to delay marriage 

and childbearing which lowers the number of teenage pregnancies  

 

Another significant finding of interest is that adolescents who go to school are more likely to use 

contraception than those who do not. Lloyd used data from countries in Latin America, the 

Caribbean and Africa. Using data on adolescents between the ages of 15-17 who were sexually 

active, Lloyd showed that those who were enrolled in school were more likely to use condoms 

than those who were not. Figure 1 shows a graph for girls between the ages of 15 and 17 and one 

for boys who are between 15 and17. It shows the percentage of adolescents in school on the X-

axis who use condoms versus those who are not in school who use condoms on the Y-axis.  The 

percentage of condom use is higher for both boys and girls who are in school “The paper 

presents data supportive of the view that expanding opportunities for secondary schooling could 

represent one of the most significant reproductive health interventions for youth” (Lloyd, 2008, 

p.17). Other studies show similar conclusions in regards to the important of schooling as a 

measure for improving youth sexual and reproductive outcomes. 
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Figure 1 (Lloyd, 2008, p.34) 
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A Multifaceted approach for Policy-makers 

Current research suggests that while schooling is probably the most significant factor in youth 

sexual and reproductive health outcomes there are quite a number of other factors that play a 

role. A  2004 report published by the World Health Organization ‘Risk and Protective Factors 

Affecting Adolescent Reproductive Health in Developing Countries’ reviewed 11, 102 articles, 

reports, books and proceedings that deal with adolescent  sexual and reproductive health issues. 

This report examined the relationship between factors influencing adolescent behavior and 

sexual and reproductive health outcomes. “Factors are labeled “risk” if they either encourage or 

are associated with one or more behaviors that might lead to a negative health outcome or 

discourage behaviors that might prevent them,” (Kirby, 2002). “Factors are called “protective” if 

they discourage one or more behaviors that might lead to negative health outcomes (e.g., having 

sex with many partners) or encourage behaviors that might prevent a negative health outcome 

(e.g., using condoms and contraception),” (Blum, 2004). Of the 1900 studies that were retrieved, 

198 were included in the analysis. The criteria for inclusion in the analysis:  

 sample size over 100  

 publication 1990 or later  

 over half of sample was 10-24 years of age 

 a focus on one or more developing countries  

 analytic methods used multivariate statistics 

 

The research looked at factors the affected the following dependent variables: sexual debut, 

number of sexual partners, condom use, contraception use, pregnancy, childbearing, HIV/AIDS 

infection and other STD infection. The analysis performed multivariable regressions of several 
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risk and protective factors collected by various researchers along with each dependent variable. 

The findings revealed that certain factors were statistically significant at conventional levels 

(p<.05).  This means that there is sufficient evidence to suggest that there is a relationship 

between the factor of interest and the independent variable. In looking at the pregnancy outcome 

the following factors were found to be statistically significant: 

 Employed (risk) 

 Higher education level (protective) 

 Knowledge about contraception (protective) 

 Low future aspiration (risk) 

 Has a pregnant friend (risk) 

 Lives with both parents (protective) 

 

In looking at the condom use the following factors were found to be statistically significant: 

 Higher education level (protective) 

 Perceived risk of contracting HIV (protective) 

 Positive attitudes about using condoms (protective) 

 Self-efficacy in condom use (protective) 

 Perceives many barriers to condom use (risk) 

 Knows where to buy condoms (protective) 

 History of STI (protective) 

 Has steady partner (protective) 

 Discussed sexual reproductive health issues with partner (protective) 

 Partner has negative attitudes about condoms (risk) 
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 Lives with both parents (protective) 

 Discussed sexual reproductive health with teacher (protective) 

 

It should be noted that the findings do suggest that having low aspirations places youth at risk of 

pregnancy even in models that controlled for education. Education was the most significant 

factor but living with both parents, discussing contraception with partners and negative attitudes 

about condoms were also some of the important factors.  

 

These results suggest that any programming for youth to improve their sexual and reproductive 

health should address the underlying behavioral factors. Young people in developing countries 

hold aspirations for their lives and make important decisions for their health outcomes based on 

these aspirations. Their use of contraception is one of the most critical decisions they can make. 

As such I chose to use Demographic and Health survey data to examine the relationship between 

youth aspirations and the use of birth control among young people in Uganda. 
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DATA 

The data used for this analysis is the Uganda country data which was part of an in-depth study 

for the Demographic and Health Surveys program. Uganda was selected because it has the most 

complete data for this area of study. It also exhibits some of the typical health issues prevalent in 

developing countries particularly in sub-Saharan Africa such as high youth fertility rates. 

   

According to the United Nations Population Division (UNPOP) 2008 data the average age young 

women marry in Uganda is 17.9 years. By age 19, only 12% of girls are still in school; 60% are 

having sex in marriage, 20% are abstaining, and 24% are having premarital sex.  Young men 

marry much later, at about 22. By age 19, about 50% are still in school; 6% are having sex in 

marriage, 35% are abstaining, and 59% are having premarital sex. The fertility rate per woman is 

at 6.6%. About 23.7 % use some method of contraceptive but only 1.7% use condoms (UNPOP, 

2008). 

 

The study data used is known as the Negotiating Reproductive Outcomes study and was 

conducted in 1995-1996 in two Ugandan districts; Masaka and Lira. “The Negotiating 

Reproductive Outcomes (NRO) study is an effort to understand the realities of women's 

everyday life and to identify the obstacles they may face in achieving their reproductive and 

health goals by investigating the nature of negotiation within sexual unions” (Blanc et al., 1996). 

While my analysis utilizes the same data set as the NRO study the goals of this study are slightly 

different and as such the sample will be somewhat different. The focus of this study is youth 

behavior and therefore I set an upper limit of 24 years on the age of respondents.   
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Sample Selection 

The NRO survey population included 1,750 women and 1,356 of their male partners, whether 

formally married or living together (Blanc et al., p. xix). The sample was selected such that it 

would be representative of both urban and rural communities within the two districts. Men and 

women were given parallel questionnaires that had most of the same questions with a few 

exceptions that were gender-specific items such as those pertaining to methods of contraception. 

 

The eligibility criteria for the NRO interview were slightly different between women than men. 

A woman had to be a regular resident of a household, aged between 20 and 44 and had to report 

that they were married or were in a conjugal relationship that was longer than six-months. This 

last criterion was adopted because women in relationships shorter than six-months were unlikely 

to be negotiating family and household issues with their partner. Men had to be living with a 

woman or formally married. There was no age criterion. Various household residency 

arrangements were acceptable with the exception of unmarried partners residing in separate 

households. Men with multiple wives answered separate questionnaires for each wife. 

 

The sample was selected in two stages. In the first stage census enumeration areas (EAs) were 

systematically selected with probability proportional to the size of the 1991 census. All DHS 

EAs were included. A random stratified sample of 40 EAs was selected from each district 

(Masaka and Lira). Urban EAs were oversampled to obtain an adequate representation of urban 

areas. Due to financial constraints a fraction of the households within each EA was selected for 
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participation. Sample weights were applied to take account of differential probability of 

selection. 

 

Characteristics of respondents 

The demographic characteristic data of the female and males respondents is displayed in tables 1 

and 2 respectively. After applying the age upper limit of 24 there were 582 young women versus 

79 young men. This significant difference is due to the age gap that exists between couples in 

Uganda with men tending to be much older. Most men were above the age limit and were 

ineligible for the study.  

 

Table 1 shows the data obtained from various demographic questions asked of female 

respondents (Blanc et al., p.113).  

 How old were you at your last birthday? 

 For most of the time until you were 12 years old, did you live in a city, in a town or in the 

countryside? 

 Are you currently married or living with a man? 

 Have you ever given birth? 

 Aside from your own housework, are you currently working? 

 How much do you/did you usually earn for this work? 

 What is the highest level of school you attended: primary, lower secondary, upper 

secondary or higher? 

 Can/could your mother read and understand a letter or newspaper easily, with difficulty, 

or not at all? 
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 Can/could your father read and understand a letter or newspaper easily, with difficulty, or 

not at all? 

Study limitations 

The key factor effecting the external validity of the study is the fact that respondents had to 

be married or living with someone to be eligible for the study. However given that Ugandan 

women generally marry early there is a high probability (greater than 60%) that respondents 

would be married by the time they reached the average age of the respondents (21.8 years). 

The findings would be reflective of the sexual and reproductive behavior of married (or 

partnered) young women in Uganda. The findings for men will be impacted by the small 

sample sizes.  
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TABLE 1: DEMOGRAPHIC CHARACTERISTICS OF FEMALE RESPONDENTS 

Question Frequency Percent Cumulative 

CHILDHOOD PLACE OF RESIDENCE       

city 17 2.9 2.9 

town 87 15.0 18.9 

countryside 478 82.1 100.0 

Total 582 100.0   

MARRIED OR LIVING WITH A MAN       

yes, currently married 360 61.9 61.9 

yes, living with man 188 32.3 94.2 

no 34 5.8 100.0 

Total 582 100.0   

EVER GIVEN BIRTH       

yes 530 91.1 91.1 

no 52 8.9 100.0 

Total 582 100.0   

CURRENTLY WORKING       

yes 268 46.0 46.0 

no 314 54.0 100.0 

Total 582 100.0   

HIGHEST EDUCATIONAL LEVEL       

primary 335 69.8 69.8 

lower secondary 121 25.2 95.0 

higher secondary 16 3.3 98.3 

higher 8 1.7 100.0 

Total 480 100.0   

CAN/COULD MOTHER READ       

easily 192 33.0 33.0 

with difficulty 87 14.9 47.9 

not at all 277 47.6 95.5 

didn’t know 26 4.5 100.0 

Total 582 100.0   

CAN/COULD FATHER READ       

easily 406 69.8 69.8 

with difficulty 72 12.4 82.1 

not at all 80 13.8 95.9 

didn’t know 24 4.1 100.0 

Total 582 100.0   

  Observations Mean Std. Dev. 

AGE 582 21.8 1.42 

WEEKLY INCOME (UGANDA SHILLINGS)* 327 12,457 16,983 

*In December 1995 1USD ~ 1,021 UGSHS    
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The vast majority of women grew up in the countryside at 82%.  This provides information on 

the environment, resources and influences that shaped these young women’s views on sexual and 

reproductive health during their developmental years. Most had given birth at some point (91%). 

Only 46% of women were currently working. Most women had received a primary education but 

very few (3%) had completed a secondary school education. Their father’s tended to have higher 

literacy rates than their mothers (33%).  

 

Men were asked nearly all of the same questions with the exception of one being modified for 

gender appropriateness. The data are shown in table 2. One notable difference is that 77% of men 

stated they were currently working, a significantly greater percentage than the women. While 

most men had received a primary education, very few (6.6%) had completed a secondary school 

education.  

 

Expectations and aspirations 

The survey contained various questions dealing with the aspirations the respondent had for his or 

her life. The expectations or aspirations the individuals have for the future have an effect on the 

choices they make. “As adolescents age, these expectations and aspirations are presumed to 

condition current behavior and, in the process, become self-fulfilling prophecies,” (Morgan, 

2005). Youth with high expectations generally believe they are able to influence the events in 

their lives. They believe the locus of control resides with them.  Responses to following survey 

questions were analyzed to gauge positive or negative expectations the respondent had.  

Respondents had to indicate whether they agreed or disagreed with certain statements pertaining 

to expectations of their lives. The data is in table 3 and 4.  
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TABLE 2: DEMOGRAPHIC CHARACTERISTICS OF MALE RESPONDENTS 

Question Frequency Percent Cumulative 

CHILDHOOD PLACE OF RESIDENCE       

city 2 2.5 2.5 

town 9 11.4 13.9 

countryside 68 86.1 100.0 

Total 79 100.0   

MARITAL STATUS       

married 42 53.2 53.2 

living together 37 46.8 100.0 

Total 79 100.0   

EVER HAD CHILDREN       

yes 67 84.8 84.8 

no 12 15.2 100.0 

Total 79 100.0   

CURRENTLY WORKING       

yes 61 77.2 77.2 

no 18 22.8 100.0 

Total 79 100.0   

HIGHEST EDUCATIONAL LEVEL       

primary 56 73.7 73.7 

lower secondary 14 18.4 92.1 

higher secondary 5 6.6 98.7 

higher 1 1.3 100.0 

Total 76 100.0   

CAN/COULD MOTHER READ       

easily 25 31.7 31.7 

with difficulty 19 24.0 55.7 

not at all 33 41.8 97.5 

didn’t know 2 2.5 100.0 

Total 79 100.0   

CAN/COULD FATHER READ       

easily 53 67.1 67.1 

with difficulty 17 21.5 88.6 

not at all 7 8.9 97.5 

didn’t know 2 2.5 100.0 

Total 79 100.0   

  Observations Mean Std. Dev. 

AGE 79 22.8 1.29 

WEEKLY INCOME (UGANDA SHILLINGS)* 63 24,308 27,935 

*In December 1995 1USD ~ 1,021 UGSHS    
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The statements presented to the respondents were as follows: 

 My life is chiefly controlled by people with more power than me (negative expectation) 

 I can generally control what will happen in my own life (positive expectation) 

 It’s not always wise for me to plan too far ahead because many things turn out to be a 

matter of good or bad luck.(negative expectation) 

TABLE 3: ATTITUDES OF FEMALE RESPONDENTS 

 

Question Frequency Percent Cumulative 

LIFE CONTROLLED BY 
OTHERS       

agree 486 83.6 83.6 

disagree 84 14.5 98.1 

no opinion/dk 11 1.9 100.0 

Total 581 100.0   

CAN DETERMINE OWN LIFE       

agree 498 85.6 85.6 

disagree 58 10.0 95.6 

no opinion/dk 26 4.5 100.0 

Total 582 100   

NOT WISE TO PLAN AHEAD       

agree 294 50.5 50.5 

disagree 248 42.6 93.1 

no opinion/dk 582 6.9 100.0 

Total 582 100.0   
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TABLE 4: ATTITUDES OF MALE RESPONDENTS 

 

Question Frequency Percent Cumulative 

LIFE CONTROLLED BY 
OTHERS       

agree 55 69.6 69.6 

disagree 24 30.4 100.0 

Total 79 100.0   

CAN DETERMINE OWN LIFE       

agree 70 88.6 88.6 

disagree 9 11.4 100.0 

Total 79 100.0   

NOT WISE TO PLAN AHEAD       

agree 26 32.9 32.9 

disagree 52 65.8 98.7 

no opinion/dk 1 1.3 100.0 

Total 79 100.0   
 
Young  

Young women largely believe their lives are controlled by other but also believe that they can 

determine their own life. About half of them do not believe in planning ahead. Young men also 

believe their lives are controlled by others but to a lesser extent. They believe they can determine 

their own life and they also believe that it is wise to plan ahead. 

 

Respondent use of birth control 

Respondents were questioned about their knowledge and use of contraceptive methods. The data 

indicate that the use of contraceptive methods to prevent pregnancy is far higher than those that 

prevent disease.  

r TABLE 5: FEMALES USING CONTRACEPTIVE METHOD 

 

Question Frequency Percent Cumulative 

CURRENTLY USING ANY 
METHOD       

yes 132 55.0 55.0 

no 108 45.0 100.0 

Total 240 100.0   
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TABLE 6: FEMALE CONTRACEPTIVE METHODS 

 

Question Frequency Percent Cumulative 

CURRENT CONTRACEPTIVE 
METHOD       

pill 50 37.6 37.6 

iud 4 3.0 40.6 

injections 23 17.3 57.9 

diaphragm/foam/jelly 1 0.7 58.6 

condom 9 6.8 65.4 

female sterilization 3 2.3 67.7 

rhythm 24 18.0 85.7 

withdrawal 8 6.0 91.7 

sporadic abstinence 4 3.0 94.7 

local herbs 5 3.8 98.5 

other 2 1.5 100.0 

Total 133 100.0   
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The response rate is extremely low among male respondents. With a mere 14 respondents it is 

not possible to develop a sizeable sample for analysis. 

 

TABLE 7: MALES USING CONTRACEPTIVE METHOD 

 

Question Frequency Percent Cumulative 

CURRENTLY USING ANY 
METHOD       

yes 14 50.0 50.0 

no 14 50.0 100.0 

Total 28 100.0   
 

TABLE 8: MALE CONTRACEPTIVE METHODS 

 

Question Frequency Percent Cumulative 

CURRENT CONTRACEPTIVE 
METHOD       

pill 3 21.4 21.4 

condom 3 21.4 42.9 

rhythm 5 35.7 78.56 

withdrawal 1 7.1 85.7 

sporadic abstinence 2 14.3 100.0 

Total 14 100.0   
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MODEL AND METHODOLOGY 

The Uganda DHS data is used in an analysis to establish whether high aspirations have a 

relationship with contraceptive use. The statistical model used for estimation is the Logistic 

regression. “Logistic regression allows one to predict a discrete outcome, such as group 

membership, from a set of variables that may be continuous, discrete, dichotomous, or a mix of 

any of these. Generally, the dependent or response variable is dichotomous, such as 

presence/absence or success/failure,” (Connor, 2002). Logistic regression measures the 

relationship between a binary dependent variable and independent variable(s) by converting the 

dependent variable to probability scores. This model was selected so that one could examine the 

relationship between a number of independent variables that might have some impact on the 

dependent variable, contraceptive use. Since contraceptive use is binary in nature (i.e. people 

either use contraceptives or they don’t) it would be necessary to use a model that reflects this 

outcome. The mathematical form of the model is as follows: 

Pr[Yj = 1|Xj] =  1 

1 + exp(−β0 − βjXj) 

 
 
where Xj ’s are the independent variables and βj represents unknown coefficients estimated in 

the model. It asymptotically approaches 0 and 1 as the Xs approaches infinity and negative 

infinity. 

 

In order to test the hypothesis that the variables of interest have a relationship with the dependent 

variable the model requires that the coefficients of the Xj ’s i.e. β0  cannot be 0.   This means we 

must reject the null hypothesis that β0 = 0. If the coefficient differs significantly from zero then 

the distance from zero can be computed. This alternative to the null hypothesis is denoted by:  
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tβ = √nβ 

σβ ∼ N(0, 1) where tβ is known as the pseudo t-value of β  

To test the statistical significance of the values of the estimators obtained we use the 5% critical 

value of the two-sided standard normal test. The critical value is an assessment of whether 

observations reflect a pattern rather than just by chance.  

 

Variables used for regression model 

The following binary variables were created using the study data: 

Dependent Variables (Y) 

 useBirthCon =  Respondent uses birth control with partner 

Variables of interest (X)  

1. otherscontr = variable of interest indicating others control respondent’s future 

2. canDeterm = variable of interest indicating respondent determines own future 

3. dontPlan =  variable of interest indicating respondent doesn’t believe in planning  

Independent Control Variables (X) 

 Urban= Respondent grew up in a city or a town 

 MarriedRel = Respondent is married or is living with a partner 

 Working = Respondent is currently employed 

 Lincome = log of Respondent’s income (Uganda Shillings) 

 Givenbirth = Respondent has given birth during her lifetime 

 HSeduc = Respondent has some secondary school education 

 Motherreads = Respondent’s mother reads easily 
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The models will be created using combinations of the variables of interest. The dependent 

variable is useBirthCon. The control variables are as listed above and will be discussed in more 

detail. 

 

Dependent Variable 

The dependent variable is a dummy variable, useBirthCon, that is derived from responses to the 

NRO survey question “Are you and your husband/partner doing something or using any method 

to delay or avoid getting pregnant?” (Blanc et al., p.141).  For those respondents who met the age 

requirement and answered “yes” this variable had a value of “1” otherwise it is 0. As indicated in 

table 5, 55% of female respondents between the ages of 15 and 24 years stated that they used 

some method of birth control. This indicates that there are sufficient data points for the analysis. 

 

Variables of interest 

The goal of the analysis is to reveal whether any relationship exists between the aspirations 

youth have for their future and their use of birth control. The NRO study asked a number of 

questions of the respondents that indicate of whether they have positive aspirations and 

expectations for their future and whether this in fact means that they are more or less likely to 

use birth control. The survey questions used in the NRO study were developed to collect data 

that would be used  in a different way than in this analysis. Therefore three different questions 

were selected in hopes that they would address the research question. The dummy variables used 

are otherscontr (value of 1 if respondent thinks others control the respondents future, else 0), 

canDeterm(value of 1 if respondent believes she can determine her own future, else 0) and 

dontPlan (value of 1 if respondent does not believe in planning for the future, else 0).  The 
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expectation is that at least one of these variables will have a relationship with birth control when 

all the controls are present in the model. If a respondent has high aspirations for her future it 

would make her more likely to think about safeguarding by protecting her sexual and 

reproductive health with the  use of birth control.  

 

Controlling for Urbanicity 

The model includes the dummy variable, urban, where the baseline category is female 

respondents who spent their childhood primarily in a rural setting.  Based on the literature review 

there is the expectation that respondents who spent their childhood in urban areas are more likely 

to use birth control. This may be due to greater access to methods of birth control through clinics 

and other health providers. Educational levels are also considerably higher among urban 

dwellers. 

 

Controlling for Marital status 

It has been previously noted that there is a sample bias in the survey data because one of the 

criteria for study participation is that the respondent had to be married or living with someone or 

have a regular sexual partner. The NRO study stated that it included “women who are in both 

formal and informal unions as well as in those who have a regular or occasional sexual partner. 

Therefore, women who report that they are not currently married or living with a man are asked 

whether they have a regular sexual partner. This information allows us to identify women who 

are in regular visiting relationships. Information on partner status is important for the study 

because reproductive decisionmaking, and sexual and fertility outcomes may depend on the type 

of relationship,” (Blanc et al., p.110). The number of respondents who identified themselves as 
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not being married or living with a partner  was relatively small (34 out of 582). It is not certain 

whether married respondents are as likely to use birthcontrol as unmarried respondents. It is 

nevertheless an important factor affecting young women’s socioeconomic status. For this reason 

I chose to control for the “marital status/living with partner” status using the dummy variable, 

MarriedRel, to uncover whether any relationship does exist with respect to the use of birth 

control. 

 

Controlling for employment status    

The study questionnaire asks the respondent whether they are engaged in any activity generating 

cash. There is an expectation that those respondents who have some income would be better able 

to purchase or access birth control. The affordability of certain methods of birth control is a 

contributing factor as to whether respondents will select it. The analysis uses a dummy variable 

working to capture this. The baseline category consists of those respondents who are not 

employed or engaged in any activity for cash. 

 

Controlling for income 

Respondents were asked what their daily, weekly or monthly earnings were. We would expect 

that respondents with higher earnings would be better able to afford or access birth control. Even 

if free birth control is available at a healthcare facility it may require some financial means to 

travel there. The model includes the variable, lincome, which is a continuous variable that takes 

the log of the earnings reported.  
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Controlling for having given birth 

Respondents were asked whether they have ever given birth. The expectation is that giving birth 

would increase the respondents knowledge and understanding of how reproductive and sexual 

health choices impact their wellbeing. This would impact their attitudes towards using birth 

control. In order to control for this factor the dummy variable, Givenbirth, where the baseline 

category is those who have never given birth, was included in the analysis. 

 

Controlling for educational attainment 

In all the literature reviewed the most significant factor that impacts the decision to use birth 

control is the level of educational attainment of the respondent. Okunufua (1995) explained that 

young women who had higher levels of educational attainment were more likely to delay 

marriage and childbearing. In the NRO study the question asked of respondents was “what is the 

highest level of school you attended: primary, lower secondary, upper secondary or higher?” 

(Blanc et al., p.111). The vast majority of respondents, 73.7%, had attained a primary school 

level of education. The numbers drastically declined at the lower secondary and upper secondary 

school level. Entering secondary school appears to a defining moment and proves to be much 

more challenging for youth in developing countries. However it is during the onset of 

adolescence that people begin to make decisions which impact their sexual and reproductive 

health. At this critical stage continuing to secondary school becomes very important. One would 

expect that those who continue and complete secondary education are more knowledgeable about 

sexual and reproductive health and how it is affected by using birth control. The dummy 

variable, HSeduc, has a baseline category consisting of those students who did not go to 

secondary school at all. Those who have at least some secondary school education and beyond 

will have an HSeduc value of 1. 
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Controlling for mother’s ability to read 

The literature suggests several environmental factors affecting the respondent’s attitudes towards 

birth control. The influence of parents and caregivers is important in formulating attitudes. “The 

literacy level of the respondent's mother and father may have influenced the way the respondent 

was socialized and the resource base that was available to the respondent in childhood. These 

factors may be associated with the respondent's attitudes and expectations regarding 

reproduction, sexual behavior, and decision making,” (Blanc et al., p.114). The respondents were 

asked to rate their mother’s ability of reading “easily”, “with difficulty”, “not at all” or “don’t 

know”.  The Motherreads variable has a value of 1 for mothers who read “easily” otherwise it is 

0. The expectation is that mothers who can read easily are more likely to have some exposure to 

formal education and this may have impacted their attitudes towards reproductive health. This 

would have some influence on the attitudes held by their children. 

 

Three logistic regression models were analyzed using the variables discussed: 

Model 1: 

ɸ(Usebirthcontrol) = Urban + MarriedRel + working +Lincome + Givenbirth +HSeduc+ 

Motherreads + υ 

Model 2: 

ɸ(Usebirthcontrol) = Urban + MarriedRel + working +Lincome + Givenbirth +HSeduc+ 

Motherreads + canDeterm + υ 

Model 3: 

ɸ(Usebirthcontrol) = Urban + MarriedRel + working +Lincome + Givenbirth +HSeduc+ 

Motherreads + canDeterm + otherscontr +  dontPlan + υ 



 

30 

 

 

Model Assumptions 

 

There are some assumptions that are made in logistic model regressions: 

 

1. Categorical variables should have enough responses in every given category. If there 

are many missing values the parameter estimates and standard errors are likely to 

be unstable. 

 

2. There should be no model specification error. The regression equation should have 

the correct linear relationship with the logit form of the outcome or dependent 

variable. 

 

3. There should not be any multicollinearity. That is no two variables should be highly 

correlated with each other such that it affects the coefficient estimates. 

 

4. The data should not have outliers. 

 

These models were tested along with these assumptions and the findings of the analysis were 

documented. 
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RESULTS 

The three models described earlier in order to examine the research question. The results of the 

analysis are shown in Appendix A. 

 

Model 1  

Model 1 did not contain any of the variables of interest. This model contained only the afore-

mentioned control variables. The GivenBirth variable has a positive coefficient of 1.4 and is 

statistically significant (p=0.004) with respect to conventional levels of significance. This 

outcome would be interpreted as the odds of the respondent using birth control would increase 

by a factor of 1.4 if the respondent has given birth, controlling for all other variables in the 

model. Motherreads is also statistically significant with a p-value of 0.001 and a coefficient of 

0.968. This means that the odds of the respondent using birth control would increase by 0.968 if 

the respondent’s mother reads.  The MarriedRel variable is also statistically significant with p-

value of 0.03. It has a coefficient of -1.14 and as such the odds of birth control use decrease by 

that factor of 1.14.  The Pseudo R^2 term which explains the goodness of fit of the model is 

0.093. The regression results from running this model show that having given birth, being 

married or living with a partner and having a mother who can read easily have a relationship 

with the respondent’s use of birth control. All other control variables are statistically 

insignificant. These results for the significant variables align with the literature. If the respondent 

has given birth and has a mother who reads they would have more knowledge and exposure to 

sexual and reproductive health and be more likely to use birth control. If the respondent is 

married they may have less interest in birth control. The other control variables that did not turn 

out to be significant were inconsistent with the literature. This was a surprising finding for 
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HSeduc (secondary school education) and Lincome (cash earnings) which the literature indicates 

are important factors in a respondent’s decision to use birth control. 

TABLE 9: Model 1 variable significance 

 

Statistically Significant variables Statistically Insignificant variables  

GivenBirth Urban 

Motherreads working 

MarriedRel Hseduc 

  Lincome 

 

 

Model 2 

 

In this model all control variables were included and a single variable of interest, canDeterm, 

was added. In this model there was an attempt to answer the research question by introducing a 

single variable of interest. The canDeterm variable indicating that a respondent believes that she 

can determine her future was selected because from preliminary analysis it had the strongest 

relationship with using birth control. The results are shown in Appendix A 

 

TABLE 10: Model 2 variable significance 

 

Statistically Significant variables Statisitically Insignificant variables  

GivenBirth Urban 

Motherreads working 

MarriedRel Hseduc 

  Lincome 

  CanDeterm 

 

This model follows the same pattern as model 1 with the exception that the variable of interest is 

also found to be insignificant. The p-value is 0.233. This does not provide any evidence that 

suggests that if a respondent believes that she can determine her future then she is more or less 

likely to use birth control. However this variable is not removed from the analysis as yet seeing 
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that the Pseudo R^2 is still only 0.097. This means that there are not enough explanatory 

variables in the model to fully understand what factors impact birth control usage. 

 

Model 3 

In the third model all three variables of interest were introduced. The goal was to further 

understand whether the introduction of more variables would increase the explanatory power of 

the model as well as shed some light on the primary research question. The results of the analysis 

are shown in Appendix A. 

TABLE 11: Model 3 variable significance 

 

 

 

 

 

As shown in Table 11 the variables of interest were all statistically insignificant. The canDeterm, 

otherscont (others control respondent’s future) and dontPlan (respondent doesn’t believe in 

planning for future) variables had p-values of 0.169, 0.190 and 0.844 respectively. The Pseudo 

R^2 is 0.10. This means that none of the aspiration variables had any relationship with the use of 

birth control 

Since this outcome of all three models did not align with the expectations for the variables of 

interest it was necessary to examine the assumptions that they were based upon. 

Statistically Significant variables Statistically Insignificant variables  

GivenBirth Urban 

Motherreads working 

MarriedRel HSeduc 

  Lincome 

  canDeterm 

  otherscontr 

  dontPlan 
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Assumption 1: Sufficient values in each category 

In trying to gauge whether this assumption had been upheld in the model the number of 

respondents who fell into each category of the possible responses was analyzed.  The results are 

displayed in Figure 2. For example if respondents used birth control and stated that they lived in 

an urban area during childhood they were in the 1/1 category because both variables have a value 

of 1.  There were 38 people who fell into that category. If the respondent used birth control and 

said they did not live in an urban area during childhood they were in the 0/1 category. The rest of 

the response categories are shown in different colors. Looking at the chart it quickly becomes 

evident that CanDeterm and otherscontr may have too few observations in the 1/0 category. The 

working variables may also be in jeopardy due to the small number in 1/1. 

FIGURE 2: Number of respondents in response categories 

 

 

  

0

100

200

300

400

500

600

700

Urban working Hseduc CanDeterm otherscontr dontPlan

N
o

 o
f 

R
e

sp
o

n
d

e
n

ts
 

Independent Variables (not significant) 

No of respondents in response categories  

0/0

0/1

1/0

1/1



 

35 

 

Assumption 2: No Model Specification Error 

In order to determine whether the assumption holds that the logit of the dependent variable is a 

linear combination of the independent variables, each model underwent a Linktest.  The Linktest 

assumes that if the model is properly specified, there shouldn’t be any additional predictors that 

are statistically significant except by chance. The test uses the linear predicted value, _hat, and 

linear predicted value squared, _hatsq as the predictors to for the model. If the model has been 

specified correctly then _hat should be a statistically significant predictor. Also if that model is 

properly specified, variable, _hatsq shouldn't be significant. Therefore, if _hatsq is significant, 

then the Linktest is significant. This would mean that there are some omitted variables that cause 

the model to be unreliable or the function is not correctly specified. The results of the Linktest 

performed on all three models are shown below in table 12 and Appendix B. 

TABLE 12:  Significance of P-values obtained from Linktest 

 

  P-value* of _hat P-value of _hatsq 

Model 1 Not significant Not significant 

Model 2 significant Not significant 

Model 3 significant Not significant 

*P-value is a measure of statistical significance 

Since the P-value of _hat for model 1 is not statistically significant at conventional levels. This 

means that there is a specification error for this particular model. The other two models do not 

display this type of error. None of the P-values for _hatsq are significant so the Linktest is not 

significant. 
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Assumption 3: There should be no multicollinearity 

If any two independent variables in a model can be determined by a linear combination of other 

independent variables in the model then this is evidence of multicollinearity. The effect of this is 

that the standard errors and the coefficients in the models become very unreliable. There are two  

commonly used calculated measures to test for multicollinearity. The first is tolerance which is 

an indicator of how much collinearity that a regression analysis can tolerate. The second if the 

variance inflation factor (VIF) which indicates of how much of the inflation of the standard error 

could be caused by collinearity).A tolerance of less than 0.20 or 0.10 and/or a VIF of 5 or 10 and 

above indicates a multicollinearity problem. When the variables are tested in STATA (see 

Appendix C) there is no evidence that multicollinearity is in fact a problem in this analysis. 

Assumption 4: Lack of unusual data or outliers 

To test for influential observations or outliers in the data the analysis uses Pearson residuals in 

the model. Since model 3 has the largest value of Pearson R^2 it is used to perform the test. 

Pearson residuals are defined to be the standardized difference between the observed frequency 

and the predicted frequency. They measure the relative deviations between the observed and 

fitted values. This helps identify observations data points that may skew the regression 

estimation. The results from plotting the Pearson residuals are shown in figures 3 and 4. 
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FIGURE 3:  Plot of Pearson residuals versus predicted probabilities 

 

 

 

 

FIGURE 4:  Plot of Pearson residuals versus case numbers 
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In looking at both plots there Pearson’s residuals are clustered around the zero line. There are 

two data points which are slightly outside the cluster. However these two points should not 

greatly skew the model due to the sample size. 

After examining the assumptions used for the three models, we find that models 2 and 3 do not 

violate any assumptions. These two models provide reasonable estimates of the relationships of 

the independent variables to the use of birth control variable. There is no evidence to suggest that 

the future aspirations held by respondents have a relationship with their use of birth control. 

However the factors that are statistically significant at conventional levels are whether they have 

previously given birth, what their marital status is and whether their mother is literate. It is also 

likely that there are some omitted variables simply due to the low explanatory power of the 

models. This means that while the three aforementioned factors have a relationship with the use 

of birth control there must be others factors that are unaccounted for within these models not 

addressed within the prevailing literature. 
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POLICY IMPLICATIONS 

The United Nations Population Fund website states that “Family planning is a human right. Yet 

today some 222 million women in developing countries are unable to exercise that right because 

they lack access to contraceptives, information and quality services or because social and 

economic forces prevent them from taking advantage of services even where they are available,” 

(UNFPA, 2013). The use of birth control helps young women to plan their families, protect their 

reproductive health, prevent unwanted pregnancy and reduce the spread of sexually transmitted 

diseases. In order to provide these 222 million women with access to birth control there is a need 

for efficient and effective health programming that addresses the underlying barriers to birth 

control use. The findings of this research will provide the budget-constrained government 

agencies and NGOs implementing health policy to refine their strategies. 

 

The research findings do not show a significant relationship between young women’s future 

aspirations and their use of birth control. In Uganda, for most young women who reside with a 

partner their aspirations have little to no effect on whether they use birth control when all other 

variables are controlled. This means even those young women with high aspirations with respect 

to education and employment, often do not use birth control to prevent unwanted pregnancy or 

reduce their chance of STD infection. This is a very important result considering that the overall 

reproductive health state of young women in Uganda is poor. This means the factors affecting 

birth control usage are far more complex and every effort must be focused on trying to uncover 

the norms surrounding it. Health programming organizations will need to invest some resources 

in order to understand why high aspirations do not necessarily lead to increased use of birth 

control as well as what additional factors are not taken into account.  To this end young people in 

Uganda need to be included as key stakeholders in policy development and implementation.  
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The findings also revealed that being married or living with a partner and having previously 

given birth. These are non-trivial issues because they speak to the social circumstances of most 

of the young women in Uganda. With the high prevalence of early marriage in Uganda most 

young women begin having children at an early age. They are less likely to use birth control to 

space their pregnancies and this results in high infant mortality and poor maternal health. In 

addition in areas of high prevalence of HIV and other STDs they are unlikely to use any methods 

to reduce the chances of infection. Promoting policies that encourage young women to space 

their births to improve their health have become increasingly popular given the social, cultural 

and religious context of many women. Health outreach programs should educate youth about the 

improved family health outcomes that come with use of birth control. 

 

Another significant finding was having a mother who is literate has a statistically significant 

relationship with the use of birth control. Parental involvement in education is often linked with 

better educational outcomes for the children. Young women in Uganda whose mothers are 

literate have greater likelihood of to being literate themselves therefore more likely to educated 

about health matters. The study shows that the benefit of having literate mothers is that young 

women’s use of birth control improves. This means that health programming needs to encourage 

literacy, target parents and include sexual health education. The more knowledge young people 

acquire particularly from their primary caregivers the more likely they will take steps to protect 

their health. It is ultimately the responsibility of the government to adequately address matter of 

public health. With some improved health programming young people can improve their sexual 

and reproductive health as well as the health of future generations. 

  



 

41 

 

AREA FOR FURTHER RESEARCH 

The findings from this study reveal some important information regarding what factors affect the 

use of birth control among young women. Since the data set for young men was too small to 

perform any significant analysis the next step would be to research the same question among 

young men. This would increase the internal validity of the findings. Young men in developing 

countries are also impacted by poor sexual health and it would be valuable to know what factors 

affect use of birth control. Young men in Uganda are more likely to educated and are also more 

likely to be employed as was shown in the NRO study data.   It would be important to know 

whether this segment of the population has similar or different health programming needs given 

the differences in socioeconomic circumstances. 

 

The NRO study asked a handful of questions regarding the aspirations respondents held towards 

their future. It is not clear that these attitudes were adequately captured by the variables selected 

for the regression models. It can be argued that not believing that one is in control of one’s 

destiny has little relationship with future goals or aspirations. It would be preferable to conduct a 

survey that specifically asked what the future aspirations of respondents were if at all they had 

any. This would also improve the internal validity of the study. With the high rate of rural-urban 

migration in developing countries particularly among youth it is clear that they do set goals 

either because of or in spite of the socioeconomic hardships they face. It would be worth 

conducting a survey that investigates whether youth have taken steps towards their future goals 

such as migrating, seeking employment, enrolling in school or starting a business and whether 

that had any relationship with their use of birth control. This information would be used to 

develop more targeted policy measures e.g. sexual health education targeting migrant youth. 
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The study uses Uganda’s DHS data from 1995. There is reason to believe that since that time the 

trends have changed and new trends have emerged. It would be helpful to collect current data 

and run the analysis. This would improve the external validity of the data. It would also be 

valuable to know whether the same trends can be found in other developing countries. A similar 

in depth survey should be conducted in other countries. Since many NGOs operate 

internationally they would be better able to mobilize resources between countries facing similar 

challenges. 
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CONCLUSIONS 

The state of youth sexual and reproductive health in the developing world is of enormous 

concern. Developing countries have high birth rates and young populations. The vast majority of 

youth are living in poverty and the overburdened government agencies do not have the resources 

to provide adequate education, healthcare, employment and social services to this growing 

population. Poor maternal-child health, high infant mortality rates and increasing rates of STD 

infection threaten the economic development of these nations. It is important that youth avoid 

risky sexual behavior and make use of birth control to improve their sexual and reproductive 

health outcomes. It is worth investing in better health programming to address this important 

issue for both the current and future generations. The purpose of this research to acquire a better 

understanding of what factors impact the use of birth control and if youth’s aspirations for the 

future play a role. 

 

The 1995 Uganda Demographic and Health data was used for this research. The research 

findings show that there is no significant relationship between young women’s aspirations and 

their use of birth control. As it turns out there are other socioeconomic factors that do play an 

important role: the woman’s marital status, whether she has ever given girth and whether her 

mother is literate have a significant relationship with whether they use birth control. There are a 

number of unknown factors that would be important to research to ensure that resources are used 

efficiently and effectively. 

 

These findings should be used to develop more targeted public health programming by 

government agencies and NGOs.  It also means that it is worth investing in further research 

which will ultimately improve the health of over one billion young people.   
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APPENDIX A:  Logit coefficient estimates use of birth control 

 

 

 

 

* p<0.05, ** p<0.01, *** p<0.001

Standard errors in parentheses

                                                            

rmse                                                        

adj. R-sq                                                   

R-sq                                                        

N                     327             327             327   

                                                            

                  (0.821)         (0.866)         (0.925)   

_cons              -2.547**        -2.236**        -2.638** 

                                                  (0.280)   

dontPlan                                           0.0550   

                                                  (0.343)   

otherscontr                                         0.450   

                                  (0.364)         (0.367)   

canDeterm                          -0.433          -0.504   

                  (0.282)         (0.288)         (0.289)   

Motherreads         0.968***        1.008***        1.014***

                 (0.0577)        (0.0576)        (0.0582)   

Lincome            0.0951          0.0914          0.0982   

                  (0.271)         (0.272)         (0.273)   

HSeduc              0.151           0.159           0.164   

                  (0.482)         (0.479)         (0.484)   

Givenbirth          1.395**         1.425**         1.490** 

                  (0.378)         (0.376)         (0.376)   

working            -0.538          -0.533          -0.568   

                  (0.527)         (0.527)         (0.555)   

MarriedRel         -1.141*         -1.099*         -1.140*  

                  (0.328)         (0.328)         (0.328)   

urban               0.528           0.530           0.551   

useBirthCon                                                 

                                                            

              useBirthCon     useBirthCon     useBirthCon   

                      (1)             (2)             (3)   
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APPENDIX B:  Results of LinkTest to check for model specification error* 

*STATA output 

 

Model 1 

  

 

Model 2 

 

 

 

Model 3 

 

                                                                              

       _cons    -.0647358   .2256244    -0.29   0.774    -.5069516    .3774799

      _hatsq    -.2009339   .1878061    -1.07   0.285     -.569027    .1671592

        _hat     .6333187   .3753235     1.69   0.092    -.1023019    1.368939

                                                                              

 useBirthCon        Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]

                                                                              

Log likelihood = -167.42265                       Pseudo R2       =     0.0962

                                                  Prob > chi2     =     0.0000

                                                  LR chi2(2)      =      35.64

Logistic regression                               Number of obs   =        327

                                                                              

       _cons    -.0388223   .2257862    -0.17   0.863     -.481355    .4037105

      _hatsq    -.1097917   .1798096    -0.61   0.541    -.4622119    .2426286

        _hat     .7934098   .3757904     2.11   0.035     .0568741    1.529946

                                                                              

 useBirthCon        Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]

                                                                              

Log likelihood = -167.17855                       Pseudo R2       =     0.0975

                                                  Prob > chi2     =     0.0000

                                                  LR chi2(2)      =      36.13

Logistic regression                               Number of obs   =        327

                                                                              

       _cons    -.0382659    .220369    -0.17   0.862    -.4701811    .3936493

      _hatsq    -.1186738   .1719746    -0.69   0.490    -.4557378    .2183902

        _hat     .7778996   .3588306     2.17   0.030     .0746045    1.481195

                                                                              

 useBirthCon        Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]

                                                                              

Log likelihood =  -166.1856                       Pseudo R2       =     0.1029

                                                  Prob > chi2     =     0.0000

                                                  LR chi2(2)      =      38.12

Logistic regression                               Number of obs   =        327
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APPENDIX C:  Multicollinearity test rsults 

 

 

 

 

 

  

 Det(correlation matrix)    0.6697

 Eigenvalues & Cond Index computed from scaled raw sscp (w/ intercept)

 Condition Number        18.6996 

---------------------------------

    11     0.0209         18.6996

    10     0.0562         11.3928

    9     0.0952          8.7568

    8     0.1295          7.5087

    7     0.1971          6.0861

    6     0.4549          4.0062

    5     0.4757          3.9176

    4     0.5632          3.6003

    3     0.7483          3.1235

    2     0.9583          2.7601

    1     7.3007          1.0000

---------------------------------

        Eigenval          Index

                           Cond

  Mean VIF      1.08

----------------------------------------------------

  dontPlan      1.04    1.02    0.9638      0.0362

otherscontr      1.04    1.02    0.9586      0.0414

 canDeterm      1.04    1.02    0.9600      0.0400

Motherreads      1.13    1.06    0.8862      0.1138

   Lincome      1.08    1.04    0.9245      0.0755

    HSeduc      1.06    1.03    0.9413      0.0587

Givenbirth      1.12    1.06    0.8933      0.1067

   working      1.07    1.03    0.9363      0.0637

MarriedRel      1.15    1.07    0.8705      0.1295

     urban      1.09    1.04    0.9189      0.0811

----------------------------------------------------

  Variable      VIF     VIF    Tolerance    Squared

                        SQRT                   R-

  Collinearity Diagnostics
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