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Abstract 
It is curious that despite campaigns in favor of modern family planning methods and widespread availability 
of family planning commodities, women still find it hard to meet their family planning needs. Although a 
myriad of sociological factors may come into play, such as religion or peers, it is interesting to find out how the 
woman’s propensity to satisfy partner needs factor in her contraceptive use. This paper develops a simple 
theoretical model to demonstrate how partner satisfaction, channeled through the psychological cost of 
partner satisfaction, is related to the likelihood of condom use. The empirical analyses suggest that women 
who find it costly to satisfy their partner’s needs are associated with higher odds of condom use. 

Keywords: family planning, modern FP, unmet need, partner characteristics JEL 
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1 Introduction 
The Philippine population have reached 109 million in 2020 from about 101 million in 2015, growing at an 
annual average of 1.5% between these two years. The Philippine Statistics Authority (2019) projected that the 
total population would eventually reach 115 million by 2025. Within the ASEAN-4, the Philippines appears to 
come in as a close second to Indonesia in terms of population, and by 2050, the country’s total population will 
have reached about 151 million people. 
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Figure 1  

Total Population, 1970–2050 

 

Source: United Nations (2018). 

 

This rapid population growth, mainly composed of younger individuals below 20 years of age, appears to go 
hand-in-hand with high fertility rates. Although there has been a steady decline in fertility rates since 1993, the 
National Demographic and Health Survey still recorded about 2.7 children per woman in 2017 (Philippine 
Statistics Authority [PSA] & International Development Consulting [ICF], 2018). There is also a remarkable 
discrepancy between urban and rural areas, with women in urban areas rearing one child less than women in 
rural areas. The latest report also shows that about 9% of younger Filipino women (aged 15-19) have begun 
childbearing, of which 7% are already mothers and the remaining 2% are expecting their first child. If it is not 
alarming enough, this trend appears to be more pronounced in rural areas than in urban areas and among 
women living in poorer households (PSA & ICF, 2018). 

 

Table 1  
Total Fertility Rates, 1993–2017 

Year TFR total TFR Urban TFR Rural 

1993 4.1 3.5 4.8 
1998 3.7 3.0 4.7 
2003 3.5 3.0 4.3 
2008 3.3 2.8 3.8 
2013 3.0 2.6 3.5 
2017 2.7 2.4 2.9 

Source: PSA & ICF (2018).  
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Despite the campaigns in favor of modern family planning methods and widespread availability of family 
planning (FP) commodities, usage still appears limited. Among married women, only 54% use any FP method; 
20% use modern methods. Among the unmarried women of reproductive age (WRA), only 17% uses modern 
FP methods, whereas 15% use the traditional method. Putting this into context, about 7 out of 10 women are 
exposed to any messages about family planning, and about 60% of women were informed about the potential 
side effects (PSA & ICF, 2018). 

So what is happening here? Although a myriad of sociological factors may come in play—religion, peers, or 
economic situation—the dynamics between the woman and her partner, regardless of marital status, may be 
associated with the former’s propensity to use any family planning method. This paper seeks to understand 
further the role of the woman’s partner in the use and choice of modern family planning methods. Specifically, 
this paper aims to understand the woman’s perceived psychological cost of meeting her partner’s wants and 
its relationship with contraceptive use. I attempt to contribute to the limited discussion about the partner’s 
role in the woman’s decision-making process in the context of family planning, indirectly exploring the partner 
side of the relationship, which can ultimately define the woman’s FP choice, beyond the bounds of marital 
status. 

One obvious drawback of this analysis is the lack of directly measured partner characteristics that cover all 
sexually active women in the National Demographic and Health Survey. Questions on decision-making are 
rather limited to married couples. Observing more of the partner’s characteristics may enrich the analysis of 
partner satisfaction further. To somehow address this, I took in respondent characteristic proxies, such as age 
at first sex, the ability to refuse sex, and the ability to ask for condom use. Although one may argue that these 
are female choices, these factors could still capture the degree of power play between the woman and her 
partner. The ability of the woman to refuse sex or to have prolonged chastity can be a signal that the woman 
can bargain with her partner regarding the latter’s wants. Ultimately, it reveals a relatively strong position in 
the relationship. 

The paper is written as follows. First, I revisit the literature on family planning use, exploring the factors that 
limit the woman’s choice and access to modern FP methods. I then develop a simple model that demonstrates 
the woman’s propensity to use modern FP method given the characteristics of her partner. From this model, I 
draw the empirical model to be fit and then present estimation strategy using the latest National Demographic 
and Health Survey  (NDHS) (PSA & ICF, 2018). I conclude the paper by discussing the results and implications. 

2 Related Literature 
Unmet need for family planning has been prevalent and is still an ongoing phenomenon in developing countries. 
Recent empirical studies point out a strong association between socio-demographic factors and unmet need 
for family planning (Asif & Pervaiz, 2018; Wulifan et al., 2019; Aslam et al., 2016; Inal et al., 2017). Older women, 
women with higher educational attainment, women living in higher-income households, and employed women 
are less likely to experience unmet needs, at least for the developing countries in South Asia and Africa. From 
an economic standpoint, employment and wealth could indicate the woman’s financial autonomy and better 
contraceptive use decision (Wulifan et al., 2019). Drawing from differences in economic status, there were also 
observed variations in contraceptive use between urban and rural households. Women in rural areas tend to 
experience an unmet need for family planning compared to urban areas, which could indicate the differences 
in wealth between urban and rural households, as well as the availability of health facilities, which could have 
provided women with FP information and commodities (Mekonnen & Worku, 2011). One study from an 
advanced economy could be an exception. Metcalfe et al. (2016) found that women with unintended 
pregnancies tend to be younger, have lower educational attainment, in an unstable relationship, or belong to a 
poorer household. This shows that even in developed economies, where access to information and FP methods 
are rather easier, there are other possibly non-economic factors that can explain the unmet need. 
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Other than the woman’s socioeconomic disposition, cultural factors could be critical in the prevalence of unmet 
need among women in developing countries. Religion, for instance, has been a primary reason why women do 
away with modern family planning methods, believing that bearing more children is essential to their religious 
convictions (Gonie et al., 2018) or, like in the case of individuals who identified themselves as Hindu, would 
prefer childbearing right after marriage because it is an indication of a good partnership (Tamang et al., 2017). 
However, it is interesting to note that religion may not necessarily preclude the use of FP methods. Hill et al. 
(2014), for instance, demonstrated that individuals with strong religious beliefs might actually use FP methods 
to prevent pregnancies and to save them from shame and condemnation. 

Partner decisions also weigh in on the women’s use of FP methods and unmet needs. Women whose partners 
desire more children (Nzokirishaka & Itua, 2018) are likely to experience unmet needs. In any case, women 
who are married to men who are knowledgeable of any family planning methods are more likely to use modern 
FP methods (Msovela et al., 2020). In Bangladesh, husbands have a significant role in deterring their wives from 
using any contraceptive methods (Kamal, 2000). Another DHS study in Mozambique showed that women who 
reported that their husbands decide on their healthcare needs reported lower intention to use contraceptives 
in contrast to those who reported individual woman or joint decision making (Mboane & Bhatta, 2015). Local 
studies, such as in Bautista (2020) and the sociological approach of David (1994), suggest that there is some 
gender-based dynamic between couples, and decisions to use the FP method are conditional on who heads the 
household (i.e., the man or the woman). 

However, studies exploring the relationship between woman’s FP use and partner characteristics are 
concentrated on married couples. It is important to recognize that sexual activity is not limited within the 
confines of marriage, and the NDHS 2017 report suggested that there is room to increase FP use among 
unmarried women, with about half of them experiencing an unmet need for FP (PSA & ICF, 2018). Despite the 
significant share of women aged 15–19 had begun childbearing (9%), it is remarkable that a significant majority 
of these women believed that minors should seek written permission from their parents if they want to use 
contraception (PSA & ICF, 2018), hence, adding another barrier to FP accessibility, especially for the younger 
population. 

Although power bargaining is evident among married couples, given that marriage is sanctioned by both 
religion and state and given the economic resources involved in a marital union, the dynamics of decision-
making among unmarried women or even single women may not be as obvious. FP utilization may be higher 
for unmarried women if the barriers to access are low (Gebreysus et al., 2019), but if a woman cannot confide 
to their direct family members regarding FP use, then her use of the FP method may be conditional on her 
current partner (or previous partners). The empirical analysis of Karim et al. (2003) suggested that the use of 
FP methods 2 is positively associated with self-efficacy, or the confidence of either the male or the female to 
resist sexual advance or negotiate condom use with the partner. Open communication with one’s partner 
regarding unwanted pregnancy and sexually transmitted diseases is also positively associated with condom 
use. 

How then do women decide on FP use if the partner is taken into consideration? In the next section, we shall 
develop a simple choice model that demonstrates how a woman’s use of contraceptives can be tempered by the 
dynamics within the relationship and the desire to ensure the other partner’s satisfaction. 

3 Theoretical Model 
In this section, I shall draw up a theoretical model that demonstrates the representative woman’s choice and 
use of contraceptive method conditional on her partner’s behavior and other factors. This primarily draws from 
the sparse theoretical literature on the subject, such as in Rosenzweig and Seiver (1982) and Delavande (2008), 

                                                                    
2 In this study, they focused on condom use on first sex, last sex, and consistent use with the last partner. 
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but I will construct a simpler, static form that can demonstrate how partner influence can, in general, affect the 
woman’s use of contraceptives. 

Suppose that the woman’s utility function is given by Equation (1). 

 U = u(z,x,v) (1) 

Assume that U’(·) ≥ 0 and U’’(·) < 0. The term z refers to the woman’s consumption of goods, x refers to the use 
of contraceptives, and v is some indicator of partner satisfaction. Assume that the woman receives utility from 
responding to the partner’s desire to have children or from the partner’s hesitation to use any contraceptive 
methods. 

The budget constraint for the woman is 
 z + px + γv = m (2) 

where the price of z is unity, p is the price of contraceptives, and γ is the psychological cost of increasing her 
partner’s utility. I let this variable add up to the woman’s total expenditure, arguing that to some degree, the 
process of increasing her partner’s utility requires her to forgo some of her wealth. This could be in the form of 
forgoing work or career opportunities as a consequence of, say, having unplanned pregnancy because her 
partner did not want to use any form of contraception. This could be evident in developing countries where 
women are expected to forgo work if their partners are working. Hence, I shall channel the impact of the 
partner’s characteristics—which could be direct or indirect—through this parameter γ. 

Now, the goal here is to identify how contraceptive use is related to partner influence v. Given the general form 
of the utility function, one can only infer on how the optimal x∗ will respond to v. Solving for the first-order 
conditions, we get: 

 = 𝑢 − 𝜆 = 0 

 = 𝑢 − 𝜆𝑝 = 0 

 = 𝑢 − 𝜆𝛾 = 0 (3) 

𝑢 − 𝛾𝑢 = 0 

Rearranging the terms, I get the optimality condition, the trade-off between contraceptive use and partner 
satisfaction. 

 =  (5) 

From Equation (5), I can solve for the optimal choice of goods z∗, optimal contraceptive use x∗, and optimal 
partner satisfaction v∗, all of which are functions of p, γ, and m. Equation (6) shows the optimal values for x and 
v. 

x∗ = x(p,γ,m) 

 v∗ = v(p,γ,m) (6) 

Along with z∗, these two variables satisfy the budget constraint so that 

 z∗(p,γ,m) + px∗(p,γ,m) + γv∗(p,γ,m) = m (7) 

thereby allowing us to do simple comparative statics. Taking the derivative of Equation (7) with respect to γ, 
we get: 

 
∗

𝜕𝛾
+ 𝑝

∗

+ 𝑣∗ + 𝛾
∗

= 0 (8) 

Simplifying these three equations reduces to two equations:  

    𝑢 − 𝑝𝑢 = 0 (4)
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For simplicity, assume that 
∗

= 0 so that the consumption of goods is not influenced by the psychological cost 

of partner satisfaction. Rearranging terms yields the change in x∗ with respect to γ. 

 
∗

= −
∗ ∗

 (9) 

where 𝑣∗  is the change in partner satisfaction with respect to the psychological cost. This means that the 
responsiveness of contraceptive use with respect to the woman’s perceived psychological cost of satisfying her 
partner is conditional on 𝑣∗. Empirically, this could be ambiguous, but intuitively, one could surmise that if 
partner satisfaction is costly, as driven by γ, then there is little incentive for the woman to increase v∗. This 
implies that 𝑣∗ < 0, and therefore, the optimal contraceptive use x∗ increases with γ. 

Taking the derivative of Equation (7) with respect to p gives the responsiveness of x∗ to the cost of 
contraceptives. Assuming that 𝑧∗ = 0 and 𝑣∗ = 0 yields 

 
∗

𝜕𝑝
= −

∗

 (10) 

Intuitively, this means that if the price of contraceptives increases, then the woman’s demand for it diminishes. 
This price could be in the form of the actual price per unit of the contraceptive good. It could also capture other 
inherent costs of purchasing the commodity, such as distance from the store, religious convictions, effects on 
reputation, especially for younger women who do not want their parents to know that they are using 
contraceptives, among others. Considering the effect of the parameters p and γ on the woman’s contraceptive 
use, Equation (6) shall then be the basis of the empirical model. 

4 Data and Empirical Strategy 
In this paper, I shall use the 2017 Philippines National Demographic and Health Survey. This survey data 
monitors the population and health situation in the Philippines, covering information on key demographic and 
health variables such as household and respondent characteristics, fertility preferences, marriage and sexual 
activity, knowledge and use of FP methods, among others. This survey is the sixth iteration of the DHS program 
in the Philippines (PSA & ICF, 2018). 

4.1 Data 
In this year’s survey, about 27,496 households were surveyed. Among these households, 25,704 women aged 
15–49 are identified as key respondents, representative of the entire Philippines as a whole, for urban and rural 
areas, and for each region (PSA & ICF, 2018). For this analysis, I shall focus on women’s dataset. In contrast to 
previous studies, I shall widen the scope of analysis to cover unmarried women of reproductive age who are 
sexually active. Table 2 presents some of the key characteristics of the women in the sample. 

 

Table 2  
Socioeconomic Background of Sampled Women 

Variable N Mean SD Min Max 

Age 25,074 30.13 10.23 15 49 

Educational attainment 
No education/preschool only 314 1.25 
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Grades 1-6 3,853 15.37    

Grades 7-10 11,468 45.74    

Grades 11-12 951 3.79    

Post-secondary 998 3.98    

College 7,490 29.87    

Type of place of residence 
Urban 9,016 35.96 

   

Rural 16,058 64.04    

Wealth index 
Poorest 5,931 23.65 

   

Poorer 5,491 21.9    

Middle 4,856 19.37    

Richer 4,575 18.25    

Richest 4,221 16.83    

Regional distribution 
I - Ilocos Region 970 3.87 

   

II - Cagayan Valley 1,067 4.26    

III - Central Luzon 2,056 8.2    

IVA - CALABARZON 1,414 5.64    

IVB - MIMAROPA 1,257 5.01    

V - Bicol Region 1,642 6.55    

VI - Western Visayas 1,742 6.95    

VII - Central Visayas 1,313 5.24    

VIII - Eastern Visayas 1,595 6.36    

IX - Zamboanga Peninsula 866 3.45    

X -Northern Mindanao 1,518 6.05    

XI - Davao region 1,266 5.05    

XII - SOCCSKSARGEN 1,140 4.55    

XIII - NCR 2,574 10.27    
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CAR - Cordillera Administrative Region 1,469 5.86    

ARMM - Autonomous Region in Muslim Mindanao 1,759 7.02    

CARAGA 1,426 5.69    

 

 

Table 2 indicates that the average age of women in the sample is around 30 years old. Almost half reached 
Grades 7–10, whereas almost a third of the sample reached college. Almost two-thirds of the sample came from 
rural areas, which could have a bearing on the women’s access to FP goods and health facilities in general. It 
could also be an indication of women’s income and career options. Wealth and regional distribution appear to 
be uniform across all categories. 

One particularly interesting aspect of this survey dataset is the characterization of the women’s marital status, 
sexual activity, and contraceptive use. Table 3 describes the sampling distribution of women in the sample 
according to marital status. A significant share of the sample are married, never in a union, or cohabiting, with 
a sparse share of respondents who are either widowed, divorced, or no longer living together.  

 
Table 3  
Sample Distribution of Women by Age and Marital Status 

Age in 5year 
groups 

Not in union Married Cohabiting Widowed Divorced Separated 

15-19 91.02 2.13 6.29 0.06 0.00 0.51 

20-24 52.71 19.98 25.22 0.15 0.10 1.84 

25-29 23.39 47.31 26.10 0.38 0.11 2.71 

30-34 11.96 63.68 19.81 0.73 0.24 3.59 

35-39 8.36 71.98 14.62 1.25 0.24 3.56 

40-44 6.65 75.78 10.99 2.34 0.41 3.82 

45-49 7.17 75.22 9.22 4.56 0.28 3.55 

Total 34.51 45.70 15.90 1.14 0.18 2.58 

 

Meanwhile, Table 4 describes the sampling distribution of women according to recent sexual activity. Almost 
half of the entire sample is sexually active, with women in 30s to 40s reporting recent sexual activity, which 
could be attributed to marital status. It is still notable that women below 24 reported active sexual activity. This 
younger population could be a critical focus for family planning and health policy. Nonetheless, about 29% of 
the sample reported never having sex, and about 20% are not active. 
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Table 4  
Recent Sexual Activity (% Sample Distribution) 

Age in 
5year 
groups 

Never 
had sex 

Active in 
the past 4 
weeks 

Not active, 
postpartum 

Not active, 
not
 postp
artum 

15-19 87.85 6.74 1.84 3.57 

20-24 42.54 35.36 7.08 15.02 

25-29 15.38 56.89 7.41 20.32 

30-34 7.58 65.62 5.29 21.51 

35-39 4.77 66.06 4.38 24.79 

40-44 3.72 63.66 2.34 30.28 

45-49 4.04 55.13 0.52 40.31 

Total 29.35 46.22 4.17 20.26 

 

Among these sexually active women, it is interesting to see the pattern of contraceptive use by marital status. 
Note that the literature has so far focused on married women, possibly ignoring the patterns of contraceptive 
use (or non-use) among those who are not married. Table 5 shows the share of sexually active women who 
have used any contraceptive method, by age and marital status. The high contraceptive intake among those 
who are married or in a union is notable, which indicates that they are in a better position to access FP methods. 
In contrast, sexually active women who were never in a union have a low contraceptive intake, particularly 
those in the 25–29 age group. This is even lower than those who are in the 15–19 age group. 

 

Table 5  
Proportion of Sexually Active Women Who Use Any Contraceptive Method (%) 

Age in 5year 
groups 

Not in union Married Cohabiting Widowed Divorced Separated 

15-19 30.16 36.35 39.25 
  

51.72 

20-24 41.07 65.47 62.67  0.00 65.51 

25-29 14.77 65.08 61.09 100.00 100.00 53.53 

30-34 30.72 71.71 66.60   84.37 

35-39 0.00 68.18 56.49  0.00 29.63 

40-44 21.58 63.18 46.10 34.15  37.96 

45-49 0.00 44.16 29.60 15.63  25.69 

Total 27.84 62.90 57.05 35.53 77.40 43.19 
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Table 6 shows the distribution of sexually active women who have used a condom in their last sexual 
intercourse.3 Complementing the results in Table 5, this shows that contraceptive use is particularly low among 
those who are not married or living together with a partner. The low condom utilization among married and 
cohabiting couples is understandable, given their desire to have children. What is particularly interesting is the 
possible explanation of this low use if I were to cover all women, including those who are not married. 

 

Table 6  
Condom Use Among Sexually Active Women (%) 

 Used condom (%) 

Status 
Never in union 9.99 

Married 2.08 

Living with partner 1.75 

No longer living together 10.93 

Total 2.17 

Age group 
15-19 1.82 

20-24 1.20 

25-29 2.37 

30-34 2.77 

35-39 2.98 

40-44 1.96 

45-49 1.17 

Total 2.17 

 

As mentioned in Section 1, partner characteristics could enrich the analysis of the decision to use contraception, 
such as condoms. However, these characteristics are only available among those who are married or are living 
together. In the NDHS, only the 15,445 respondents who are either married or cohabiting were able to answer 
whether they are using or not, which is then followed up by the question on who decides on contraceptive use 
(woman, partner, joint, or do not know). Other partner characteristics, such as education and work, are only 
available among those who are married or cohabiting. 

Fortunately, the NDHS captures information about the woman’s most recent sexual partner. This includes the 
age of the most recent sexual partner and the relationship with the most recent partner. Interestingly, this 
varies with the respondent’s current marital status (i.e., some married respondents identify their recent sexual 
partners as boyfriends, casual relationships, acquaintance, and so forth). This, to some degree, may have a 
bearing on the woman’s use of contraception, and this is what I intend to measure. 

                                                                    
3 Note that out of 25,074 women surveyed, only about 15,454 women had consistent answers regarding their last sexual activity. Of 

this 15,454, only about 15,396 responded, with the rest dropping out due to the presence of young children, male adult, or female adult 
during the interview. 
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4.2 The empirical model 
As observed in Section 3, the woman’s use of contraceptives can be driven by three parameters: cost of the good 
p, the psychological cost of partner satisfaction γ, and wealth m. It has been established that under certain 
assumptions, higher γ induces higher contraceptive use, whereas a higher p indicates lower contraceptive use. 
Now, it is just a matter of mapping this theoretical model into a workable empirical model. Setting x∗ as a linear 
function, Equation (11) presents the empirical model specification. 

 x∗ = β0 + βZ1 + θZ2 + τZ3 + ε (11) 

where x∗ is the dependent variable indicating contraceptive use, Z1 is the vector of variables pertaining to the 
price of contraceptive use p, Z2 the vector of variables pertaining to the psychological cost of partner satisfaction 
γ, and Z3 is the vector of income and other confounding variables. A more detailed mapping of the theoretical 
and empirical variables is presented in Table 7. 

 
Table 7  
Variable Mapping 

NDHS variable Proxy for 

Condom use (=1 if used during last sex) x∗ 

Religion p 

Marital status p, γ 

Relationship with a recent sexual partner p, γ 

Place of residence m, p 

Region m 

Number of children m 

Age m, γ 

Educational attainment m, γ 

Age at first sex γ 

Age of most recent sexual partner γ 

Number of past sexual partners in a lifetime γ 

Respondent can refuse sex γ 

Respondent can ask condom use γ 

Educational attainment of husband/partner γ 

Work status of husband/partner γ 
 

Condom use is a straightforward proxy for x∗. Age and educational attainment are intuitive proxies for wealth: 
older women indicate better work experience, whereas higher educational attainment indicates higher earning 
potential. These two variables can also proxy for γ: age could be an indication of emotional maturity and, 
therefore, it is not likely to be beneficial for them to satisfy their partner’s whims further; hence the associated 
γ could be higher. Higher educational attainment can also indicate a higher opportunity cost of partner 
satisfaction; hence the associated γ could also be higher. In relation to age, I also included age at first sex to 
further capture the woman’s degree of maturity, arguing that women who have withheld first sex longer may 
be in a better bargaining position relative to her partner and hence, higher γ. I argue that older sexual partners 
may have a stronger influence on the respondent’s behavior, inducing incentives to increase partner 
satisfaction and therefore reduce γ. I also argue that the sexual history of the respondent may have a bearing 
on γ. Women who had more than one sexual partner may find it more difficult to satisfy the current partner’s 
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satisfaction given the inherent physiological and psychological cost, whereas the number of sexual partners in 
a lifetime may shape the respondent’s valuation of γ. 

As an additional specification, I also included the respondent’s ability to ask condom use and the ability to refuse 
sex as a proxy for γ, noting that this ability to refuse could be an indication of the respondent’s power and, 
thereby, higher cost of satisfying her partner. The thing here is that these variables are defined only among 
married and living-in couples, but this should be an interesting variable to characterize the relative power of 
the woman in the relationship as what previous studies have done. 

As for the proxies for p, the place of residence can either make it easier or harder for the woman to acquire 
condoms. Urban areas may have better proximity to stores or clinics where the woman can buy or get condoms. 
The effect of marital status may be a little ambiguous. On the one hand, single women may find it easier to buy 
condoms, given their better purchasing options than married women who may have to ask their spouses before 
buying condoms. On the other hand, married women may have better access to family planning commodities 
and counseling in clinics or health centers. A relationship with the most recent sexual partner may be attributed 
to p as well. If the recent sexual partner is the spouse, then it may not be an issue. However, if the recent sexual 
partner is not the spouse, and if the respondent is already married, then there could be an inherent 
psychological cost in purchasing the commodity. I also controlled for the pregnancy status and the respondent’s 
current number of children. Currently, pregnant women indicate that they have not used any protection 
stemming from the desire of either her or the partner to have children. The number of children, if higher, can 
be a propensity for the woman to use condoms as a form of family planning. Table 8 shows the summary 
statistics for the variables to be included in the model. 

 
Table 8  
Sample Summary Statistics of the Model Variables 

Variable N Mean SD Min Median Max 

Condom use (=1 if used) 15,396 0.02 0.15 0 0 1 

Married (=1 if married) 25,074 0.62 0.49 0 1 1 

Number of children 25,074 1.82 2.01 0 1 15 

Age at first sex 17,685 20.41 4.32 8 19 46 

Number of sex partners (including spouse) in the 
last 12 months 

25,074 0.61 0.49 0 1 1 

Number of lifetime sexual partners 17,681 1.31 2.02 1 1 94 

Respondent can refuse sex 15,445 0.87 0.34 0 1 1 

Age of recent partner 15,361 37.19 9.59 10 37 84 

Relationship with the most recent partner 
Spouse 10,814 70.24 

    

Boyfriend not living with respondent 628 4.08     

Casual acquaintance 5 0.03     

Commercial sex worker 5 0.03     

Live-in partner 3,930 25.53     

Other 14 0.09     
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Educational attainment of husband/partner 
No education 279 1.81 

    

Primary 4,375 28.34     

Secondary 6,385 41.36     

Higher 4,398 28.49     

Work status of husband/partner 
Didn’t work last 12 months 431 2.79 

    

Worked last 7 days 14,475 93.77     

Worked last 12 months 530 3.43     

 

The most straightforward approach to measure the probability of condom use is through logistic regression, as 
done by Hill et al. (2014). Equation (11) serves as the underlying model of the following conditional probability. 
 
 P(x = 1|Zi) = g(β0 + βZ1 + θZ2 + τZ3) (12) 

where g(·) is a nonlinear function. This can either be the standard normal distribution function or, as what will 
be used in this application, the logistic function. The logistic function [Equation (12)] ensures that predicted 
values for the dependent variable stay within the intuitive probability range of (0,1).4 

  (13) 

5 Results and Discussion 
In this section, I shall present the estimates of Equation (11). I show different model specifications to test the 
robustness of the key independent variables. Table 9 shows the logistic regression, controlling for education 
and socioeconomic indicators. Model 1 serves as the base model. Model 2 controls the location of the 
respondent. Model 3 controls the location of the respondent and her household’s wealth index. I estimated the 
models using robust standard errors clustered at the household level. Classification statistics for this baseline 
model using the mean cutoff for condom use of 2% indicate that Model 2 offers a better classification of cases, 
although these three specifications yield a decent correct classification rate of roughly 62%. 

At the onset, it is clear that the most direct representation of the partner’s characteristic—age—has nothing to 
do with the woman’s condom use. Other than being statistically insignificant, the estimated odds ratio suggests 
a very small magnitude across all specifications (i.e., OR is close to 1). Factors that can signal the characteristics 
of the woman’s relationship with her partner, such as marital status, current age of respondent, and age at first 
sex, have something more to do with condom use. Married and cohabiting women have about 83-84% lower 
odds of using condoms than women who are not in a union even after controlling socioeconomic factors. Being 
married or living in together may be a signal for the desire to bear a child, holding everything else fixed (such 
as the current number of children), so the lower odds are not surprising. 

 

                                                                    
4 Nonetheless, some empirical applications have worked with linear probability models. See, for example, Johnson and Rehavi (2016), 

where they estimated the probability of having C-section delivery is conditional on the knowledge of the patient. 
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Table 9  
Logistic Regression Results 1 - Odds Ratio of Condom Use, All Sexually Active Women 

 (1) (2) (3) 

VARIABLES Condom use Condom use Condom use 

Marital status 
Married 0.211*** 0.215*** 0.220*** 

 (0.0393) (0.0419) (0.0425) 

Cohabiting 0.151*** 0.153*** 0.156*** 

 (0.0331) (0.0337) (0.0341) 

Widowed 0.235 0.235 0.244 

 (0.236) (0.236) (0.245) 

Divorced 1.277 1.281 1.235 

 (1.376) (1.371) (1.323) 

Separated 0.642 0.645 0.636 

 (0.272) (0.274) (0.273) 

Age at first sex 1.049*** 1.049*** 1.052*** 

 (0.0182) (0.0182) (0.0185) 

Religion (=1 if Catholic) 1.136 1.126 1.086 

 (0.115) (0.114) (0.108) 

Number of children 1.108** 1.111** 1.135*** 

 (0.0527) (0.0529) (0.0546) 

Lifetime number of sexual partners 0.961 0.961 0.962 

 (0.0458) (0.0463) (0.0460) 

Age of most recent partner 1.003 1.003 1.002 

 (0.00873) (0.00868) (0.00874) 

Age of respondent 0.974** 0.973** 0.968** 

 (0.0130) (0.0132) (0.0134) 

Socio-economic factors 
Rural 

 

0.894 0.971 

  (0.102) (0.113) 

Poorer   1.454** 
(0.258) 

Middle   1.361** 
(0.176) 
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Richer   1.676*** 
(0.279) 

Richest   1.695*** 
(0.271) 

Constant 0.0833*** 0.0887*** 0.0621*** 

 (0.0303) (0.0338) (0.0239) 

Observations 15,083 15,083 15,083 

Controls 
Urban-rural dummy N Y Y 
Wealth quintile dummies N Y Y 
Educational level dummies Y Y Y 
Cluster robust standard errors in parentheses 

*** p<0.01, ** p<0.05, * p<0.1 
 

The results for the woman’s age appear interesting. Women who had waited longer before having their first sex 
have significantly higher odds of using a condom than those who had sex when they were younger. This implies 
that withholding sexual activity until a certain age increases the opportunity cost of unwanted pregnancies as 
captured by γ in the model. As the woman gets older, she becomes more open to career and earning 
opportunities, that recklessly engaging in sexual activity to increase her partner’s satisfaction will prove to be 
a risky gamble. Furthermore, it could also indicate the woman’s favorable position in the relationship—she can 
easily demand condom use during sex. In addition, age at first sex may be a better measure of maturity as the 
respondent’s current age may be a better indicator of fertility preferences. Results suggest decreased odds of 
condom use, although to be exact, the reduction in the probability of use is very small at about −0.08%. 

As for the other controls, it appears that religion has no significant association with condom use, contrary to 
Hill et al. (2014). Despite strong prohibitions by the church against modern family planning methods, it appears 
that there was no significant reduction in odds of condom use when the respondent identified herself as a 
Catholic. However, careful consideration must be done, as the base category for this variable includes all other 
religions that may have their own set of beliefs or convictions regarding the use of contraception and the degree 
at which the church can intervene in the woman’s fertility preferences. The estimates for the number of 
children are intuitive—women who already have more children may want to start limiting, and it can be done 
by using modern FP methods such as condoms. Meanwhile, the socioeconomic indicators suggest that, 
intuitively, women in richer households may find it easier to acquire condoms to use than the poorest 
households. 

Given the limited set of partner characteristic variables in the NDHS, I estimated an alternative specification on 
the subsample of women who are married or cohabiting together. Here, I now include the woman’s ability to 
refuse sex and her ability to request condom use. Table 10 shows the logistic regression results for condom 
use. Classification statistics indicate a fairly decent rate of 61% for the three models, although Model 3 fares 
slightly better at 63% correct classification rate. 

 

Table 10  
Logistic Regression 2 - Odds Ratio of Condom Use, Married and Cohabiting Women 

 (1) (2) (3) 

VARIABLES Condom use Condom use Condom use 

Respondent can refuse sex 0.578** 0.579** 0.578** 
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 (0.130) (0.130) (0.130) 

Respondent can ask condom use 6.718*** 6.712*** 6.670*** 

 (1.620) (1.626) (1.627) 

Age at first sex 1.057*** 1.057*** 1.058*** 

 (0.0199) (0.0200) (0.0203) 

Religion (=1 if Catholic) 1.124 1.123 1.107 

 (0.112) (0.114) (0.113) 

Number of children 1.158*** 1.158*** 1.168*** 

 (0.0551) (0.0552) (0.0561) 

Lifetime number of sexual partners 0.946 0.946 0.949 

 (0.0794) (0.0795) (0.0777) 

Age of recent partner 1.002 1.002 1.002 

 (0.00912) (0.00915) (0.00919) 

Relationship with recent sexual partner (=1 if cohabiting) 0.719** 0.718** 0.712** 

 (0.107) (0.108) (0.108) 

Respondent’s age 0.970** 0.970** 0.967** 

 (0.0138) (0.0141) (0.0141) 

Educational attainment of husband/partner 
Primary 1.426 1.427 1.351 

 (1.383) (1.383) (1.316) 

Secondary 2.118 2.116 1.909 

 (2.058) (2.059) (1.878) 

Higher 2.601 2.594 2.305 

 (2.494) (2.495) (2.230) 

Work status of husband/partner 
Worked last 7 days 1.548 1.550 1.573 

 (0.593) (0.588) (0.609) 

Worked last 12 months 0.752 0.753 0.764 

 (0.472) (0.468) (0.478) 

Socio-economic characteristics 
Rural 

 

0.986 1.015 

  (0.128) (0.135) 

Poorer   1.417** 
(0.232) 
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Middle   1.233 
(0.172) 

Richer   1.495** 
(0.277) 

Richest   1.278 
(0.222) 

Constant 0.00146*** 0.00147*** 0.00128*** 

 (0.00190) (0.00198) (0.00173) 

Observations 14,275 14,275 14,275 

Controls 
Urban-rural dummy N Y Y 
Wealth quintile dummies N Y Y 
Educational level dummies Y Y Y 

Cluster robust standard errors in parentheses 
*** p<0.01, ** p<0.05, * p<0.1 

 

Age, the most direct partner characteristic, is again not significantly associated with a higher likelihood of 
condom use. Relationship with the most recent sexual partner, which practically covers women who are either 
married or living together, also has nothing to do with condom use. Even the additional husband/partner 
characteristics, such as education or work status, have no significant association with condom use. This implies 
that partner satisfaction is better reflected by the characteristics of the respondents as it captures her 
relationship with her partner. It turns out that women are less likely to use condoms if they can refuse sex at 
about 48% lower odds. This could indicate that the woman can resist sexual advances by the partner such that 
it will no longer necessitate the use of condoms. Another interesting finding is the strong relationship between 
the woman’s ability to ask for condom use and actual condom use, which is more than six times higher odds as 
those who cannot ask for condom use. This could be a reflection of the woman’s relative position in the 
relationship with the partner. Thus, a woman with a better degree of freedom to use condoms before sex is 
essential in contraceptive uptake. Age at first sex is still statistically significant, with women who withheld sex 
longer incurred higher odds of using a condom. As for the socioeconomic controls, we are still getting the 
intuitive results that the women in richer households are more likely to use condoms than women in poor 
households. 

6 Conclusion 
This paper has attempted to contribute to the rich empirical literature of contraceptive use using demographic 
and health survey (DHS) data to explain how partner satisfaction can influence the use of condoms. I attempted 
to expand the analysis by including all sexually-active women: married, cohabiting, divorced, or separated. It is 
evident in the results that women who find it more costly to satisfy their partner are more likely to use 
condoms, with the cost of partner satisfaction proxied by the respondent’s characteristics. Women who have 
been able to withhold sex at a later age are more likely to use a condom and is a potential indicator of the 
woman’s stronger hold within the relationship. Women who are able to refuse sex or are able to ask for condom 
use are significantly associated with condom use, the latter having lower odds owing to the ability to put sex 
on hold and the latter having remarkably higher odds. The empirical results are also intuitive for the rest of the 
model variables. Married and cohabiting women are less likely to use condoms, possibly explained by their 
desire to have more children. There was no observed relationship between religion and condom use. In terms 
of socioeconomic status, it is clear that wealth essentially explains the ability of the woman to acquire modern 
FP goods such as the condom. 
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This analysis would have been more informative if more variables about the woman’s partner and their 
behavior are covered in the data. This could give us a better picture of the dynamics between the woman and 
her partner, regardless of the marital status. To stress it further, a woman outside the marriage is likely free 
from pressures of having a child soon, so relationship factors may feel indifferently in the decision to use 
contraceptives in this situation compared to married couples who use contraceptives to give optimal spacing 
or limits to their number of children. One can hypothesize that women outside marriage or cohabitation have 
zero plans of bearing a child, but there is still a gap in the use of modern FP. Although there are some clues in 
the preceding analysis, such as how age can be a manifestation of the woman’s ability to temper the influence 
of the partner on FP choices, there is still more to learn about this partner’s role. Empirically, this has been done 
in other developing countries, such as in Karim et al. (2003), but there’s a long way to go to see this kind of 
analysis in the Philippines. 
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