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ABSTRACT

Using primary data from secondary and tertiary ation institutions demand for
sexual and reproductive health services among fenyauth in Lilongwe was
assessed. Simple Logit model and Multinomial Lagibdel were used to assess
factors affecting current usage and probabilitglodosing a sexual and reproductive
health method respectively. Contingent Valuationtidd was used to elicit
willingness to pay (WTP) which was estimated usihgpbit model. The results
indicated that current utilization of Sexual andoReluctive Health (SRH) methods
was positively affected by age, income, awarenbssitaSRH methods, tribe, prior
exposure to SRH problem by respondents and thersp®n the other hand, youth
club membership, religion, knowledge about SRH &k cost and distance reduced
usage. These factors also affected choice of theifspSRH method among female
youth that were interviewed. The study results taexd that at least 81% of female
youth were willing to pay for SRH methods. Sociaemmic factors such as age,
income, savings, awareness about SRH methods @rdegpposure to SRH methods
positively increased WTP while religion, tribe, tdisce and price negatively affected
WTP for SRH methods. It was also observed thatcsof SRH methods affected
WTP as respondents who obtained SRH methods frdsticpliealth facilities were
less willing to pay unlike those who obtained frgrivate health facilities. The
decline in demand for condoms and pills as a resfulin increase in income and
savings means that these two methods are infenarpared to injectables and
implants. The study concludes that majority (76%feaale youth are utilizing SRH
methods which are not being offered in public Hezlte facilities. Furthermore the
study concluded that provision of sexual and repctide health services for free
does not increase demand rather there is need poove efficiency in service
delivery but also provide youth friendly services public hospitals to increase

demand.
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CHAPTER 1

INTRODUCTION

1.1 Background

Developing countries including Malawi are facedhwieproductive health challenges
which include high prevalence of HIV/AIDS (13%),rgamarriages (50%) among
women aged between 20 and 24 years, increasing oatgenage pregnancies (34%),
and maternal and child mortality estimated at 6@80D0 births. Condom use among
female youth (15-24 years) was found to be at 31WICEF, 2013). These

indicators show that the country is not doing veellreproductive health.

NSO (2010) reported that 98% of sexually active wornncluding the female youth

are aware of contraceptives with 87% of the fenyaleth aged 14-24 years reported
to have ever used contraceptive. The commonly usatraceptives identified were

pills (9.1%), injectables (63.4%), male condoms 23@) and female condoms (2.0%).
It is surprising to find that cases of unintendedgpancies are quite high among
female youth although the %age of female youthgusontraceptive was found to be
high. The study which was done by FPAM (2002) iedf factors contributing to

teenage pregnancies and these included povertyatsgaung age, ignorance about
sexual and reproductive health and non-use of fapidnning methods. The recent
studies showed that 26% of adolescent boys haveshadbefore the age of 15
compared to adolescent girls estimated at 12%. Abé&1Y% and 18.2% of girls and
boys respectively have had unsafe sex before tadagyears (GoM, 2012 and NSO,
2014). Consistent use of sexual and reproductiadtthaervices can help minimize
cases of high prevalence of HIV/AIDS, teenage paegres and maternal and child

mortality.



In Malawi about 487,000 pregnancies are unintendegdresenting 54% of

pregnancies. These unintended pregnancies ardugttli to unmet reproductive
health needs which are estimated at 43%. Meetisighalf of this unmet need would
prevent 213,000 unintended pregnancies annuallychavwould result in 34,000

fewer unsafe abortions and 800 fewer maternal dezdich year. If all unmet need
for modern contraception were met, maternal maytaliould decline by more than
20%, and unintended births and unsafe abortionddwvtop by 87% (Vlassoff and

Tsoka2014).

United Nations Population Fund (UNFPA) defined sdxand reproductive health as
a state of complete physical, mental and socialkehg in all matters relating to the
reproductive system. It implies that people aree dblhave a satisfying and safe sex
life, the capability to reproduce, and the freedondecide if, when, and how often to
do so. In order to achieve good sexual and reptodubealth, people need access to
accurate information and the safe, effective, dfibte and acceptable contraception
method of their choice. They must be informed amp@wvered to protect themselves
from sexually transmitted infections. And when thigcide to have children, women
must have access to services that can help them ddi pregnancy, safe delivery
and healthy baby. Any deviation from this situatlas serious implications on their
future because it affects their state of healtication, opportunities and transition to

adulthood, with a cascading impact on their livetil and future generations.

The International Conference on Population and Deweent (ICPD) (1994)
emphasizes on supporting the needs, aspirationsdandlopment capacities of
adolescents worldwide, and the elimination of pcast that could curtail the normal
development and empowerment of children. The ICRBEeed on two distinctive
objectives: “(a) to address adolescent sexual eapbductive health issues, including
unwanted pregnancy, unsafe abortion, and STlsudnoy HIV/AIDS, through the
promotion of responsible and healthy reproductind aexual behaviour and (b) to
substantially reduce all adolescent pregnanciestreMspecifically, it called for
countries and the international community to protand promote the right of
adolescents to reproductive health education, imédion and care and greatly reduce

the number of adolescent pregnancies.



UNFPA (2013) recognizes that access to good quatitycation is one of the most
effective interventions to empower adolescents with most basic skills to function

and contribute to society.

This is of greater relevance for girls to obtaimngwehensive sexual education; to
know and recognize options; to be able to negotigpeoductive desires, including
when and how many children to have; and to be #&bldemand access to good
quality services for reproductive health. It iscaéstimated that family planning saves
resources that would be spent on pregnancy andppeghancy related care. It was
estimated that the expenditure on reproductivethaal2013 was USD 12.5 million

while expenditure on providing prenatal, delivengaoutine new born care, covering
all obstetric emergencies and treating post aboriomplications was US$46.1
million (Vlassoff and Tsoka, 2014).

Malawi adopted the National Population Policy i®49vhich is aimed at improving
family planning and health care services, increasswol enrolment and increased
employment. The government of Malawi also subsdribe the United Nations
Millennium Development Goals (MDGs) which are ainadostering socioeconomic
transformation and sustainable use of resources.sEaond target of goal number
five is to increase universal access to reprodechigalth. A number of indicators
were proposed to measure universal access to nagineel health. However, those
which are relevant to female youth are reductiorte@nage pregnancies but also
increased use of contraceptives. However, thatsiu is different from what is
desired. Provision of reproductive health servisdkhelp in prevention of teenage
pregnancies and sexually transmitted infection §p&mong the young population of
Malawi. Furthermore access to reproductive heathises to young people promotes
a health transition to adulthood (Botha, 2012).

The study defines female youth as all that are d&ged 14 to 24 years (GoM, 2014).
This group of respondents constitutes of adolesoghb are developing to adulthood
and are involved in different experimental actestiabout their sexuality. This stage
is crucial for teenagers as they are likely to inolved in unsafe sexual practices

which can result in pregnancies and sexually trattathinfections.



1.2 Problem statement

Teenage pregnancies are very high in Malawi. ThitoNal Statistics Office (2010)

indicated that 26% of teenagers (15-19 years) wezgnant, while UNICEF (2013)

reported that 34% of women aged between 20 and@4iven birth by the age of 18
in 2012. Teenage pregnancy is a major health conbecause it undermines the
achievement of the Millennium Development Goals dhd recent Sustainable
Development Goals (SDGs). Teenage pregnanciesaainyl post abortion ilinesses,
STIs and HIV/AIDS increase disease burden for tbheskholds and the country at
large thereby draining public resources which wobll’/e been used in various

developmental programs.

Two channels have been used to allow youth acegssductive health services in
Malawi. The public hospital and other organizatioffer these services for free while
private hospitals, pharmacies and retail outlefsrdbRH services at different user
fees. However, long waiting time in public hostaind other public outlets makes
most youth not willing to utilize them. Furthermpreost youth have been considered
immoral if they seek sexual and reproductive health services in public healthcare
facilities. The other available alternative is female youth to pay out of pocket for
SRH in private facilities which is efficient in sére delivery but also they don’t
judge the youth who are seeking SRH services asnamas they are profit oriented.

Most of the studies on reproductive health havenldeeusing on supply side factors
that can increase utilization of SRH services whate quality, availability,
acceptability, and accessibility. However, thesppduy side factors alone are not
sufficient enough to drive utilization. Furthermptkese studies have been focussing
on adults and married people yet female youth qualey affected by SRH problems.
It is important to also consider demand side factarch as price, income, education
level, age and other important social-cultural destthat can influence demand for
SRH services. Therefore this study will addressitliermation gap on the factors
affecting demand for sexual and reproductive hesditvices among female youth.
Furthermore, the impact of introduction of usersféar reproductive health services
by the government to reduce its economic burdemoisknown in terms of demand

and access by the female youth.



1.3 Justification for the study

Teenage pregnancies are an important public heslitie because they are associated
with maternal, foetal, and neonatal adverse outsomeenage girls who get pregnant
are likely to drop out from school and teenage mt@rare unlikely to have the social
and economic means to raise children. These, anty modner reasons, justify the
promotion of reproductive health services amongalenyouth and this can only be
achieved if the demand for such services is knoWre study focuses on female
youth aged between 14-24 years because statisiiiisate that this age group is
vulnerable to pregnancies and STIs and these hawellwuted to the aforementioned
negative effects of teenage pregnancies. The gignif composition of youth (65%)
to the country’s population also justifies the nédndertake the study to understand
their demand as biologically this is the most séyctive group.

Furthermore, the recent withdrawal of bilateral alosupport estimated at 60% to the
country’s budget support negatively affected thkvedey of health care services by
Ministry of Health. The resources which are avddadre insufficient and are mostly
devoted to curative health care services. Sexudl raproductive health services
struggles to compete for resources with other pub&alth problems. Privatizing
some of the health services would be an option aslbe the preventive in nature
services. However, this can only be implementedhd demand for sexual and
reproductive services is known before recommendimgut of pocket payment for
some of the SRH services. Understanding the densaiel factors is crucial in
implementing policy changes as regards to intradoabf user fees for some health
services especially the preventive ones. It isrejahis background that the study
was commissioned to analyse the demand and faaffexding demand for sexual and
reproductive health services among female youtmgushe willingness to pay
approach. The study results will be used in malgolicy recommendations on the
effect of introduction of user fees on reproducthealth services use on its demand

and how it will affect the fight against sexual aeg@roductive health problems.



1.4 Study Objectives
The overall objective of the study is to assesgitreand for sexual and reproductive

health services among the female youth.

1.4.1 Specific Objectives

a.
b.
C.

Determine the factors affecting utilization of SRetvices by female youth
Assess the willingness of the female youth to paySiRH services

Identify the demographic and socioeconomic factioas affect female youth’s
choice of SRH services.

To identify the major socioeconomic factors thattcbutes to willingness to

pay for SRH services.

1.5 Research Hypothesis

a.

Female youth are not utilizing SRH services heniggh Itases of teenage
pregnancies

Female youth are not willing to pay for sexual amgbroductive health
services

Demographic and socioeconomic characteristics efféimale youth have no
influence on choice of SRH services

Socio-economic factors have no effect on willingnespay for SRH services



CHAPTER 2

SEXUAL AND REPRODUCTIVE HEALTH ISSUES IN MALAWI

2.1 Prevalence of teenage pregnancies in Malawi

Teenage pregnancy is defined as the proportionof?@)omen aged 20 to 24 with a
live birth before ages 15 or 18. Different studiese come up with different figures
on the prevalence of teenage pregnancies in Makdaiever, what is common in all
the studies is that cases of teenage pregnan@egesy high in Malawi compared to
other countries in Sub Saharan Africa. GoM (20Epprted that teenage pregnancies
ranged from 4% among 15 year old girls to 64% amafgyear old girls. The
proportion of teenage pregnancy among female yisutinesented in Figure 1 below.
UNICEF (2013) estimated teenage pregnancies at 8hile the MDHS estimated it
at 26 %. High cases of teenage pregnancies put @ loressure on the budget for
antenatal and postnatal health care.

70 Percentage of women who began child bearing by 18 years
60
50
a
& 40
-
=1
1
2
5 30
a.
20
i .
0 “ T T T T 1
15 16 17 18 19
Age (Years)

Figure 1: Prevalence of teenage pregnancies by age

Source: Malawi Population Data sheet, 2012
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The rate of unintended pregnancy was also fourmktbigh in Malawi (139 per 1000
pregnant women aged 15-44 years). This resultmigafe abortions as it is illegal in
Malawi to perform an abortion and this increasegase burden.

In Malawi, it is estimated that 67000 abortions evperformed in 2009 (IPAS). The
study further reported that half of all women inIMa& seeking post abortion care
were under the age of 24 and many young women B&d® reported having one or
more close friends who had tried to terminate paegy. The findings were also in
line with National Youth Council of Malawi (NYCOM3tudy of 2009 which found
that for every two of three unsafe abortions o@mong women aged 15 -30 years
and 14 % occur in young girls less than 20 yearsa $tudy conducted to assess the
magnitude of abortion in Malawi, the results asorégd by different hospitals showed
that the problem was common in women aged 19 yamagsabove. It's also worth
noting that a significant proportion of adolescgints of 15-19 years had an abortion.

The findings are summarized in Figure 2 below.

Cases of complicated abortion by age and
district

120

100 ———

80 o N

W10-14 yrs
W 1519 yrs

above 19 yrs

Figure 2: Prevalence of post-abortion ilinessedibirict and age

Source: NYCOM 2009



2.2 Awareness and use of sexual and reproductivedith services in Malawi
Awareness about the availability of contraceptihas a significant bearing on its
utilization. NSO (2010) indicated that 98 % of abmen and 99 % of all men are
aware of contraceptives. Injectables, condoms, lersirilization and pills are the
most common known contraceptives among women iraMads it was reported by
at least 85% of the women who were interviewed. ranass of reproductive health
services was very high among both men and womerardbggs of their
socioeconomic characteristics such as age, eduadatrel, wealth and residential area

(rural or urban).

In terms of use of contraceptives, 65% of all wonneported to have ever used a
contraceptive with injectables being reported byo6and 43% of married and
unmarried women respectively. The study showed tatproportion of unmarried
teenagers using injectables was very low (3.2%)ouAl25.5% of sexually active
unmarried women (15-24 years) use male condoms.Idvineisage of condoms is a
worrisome situation considering the high prevaleotéilV (14%) among adults of
15-49 years of which 50% is among youth. In a stogyieekers et al (2009) youths
who believed that condoms were effective againsteption had a higher likelihood
of using them than those who did not believe sd&tawi, the use of modern family
planning methods or any contraceptive is higher ragneexually active unmarried
women than for currently married women (46% verd@%). The most notable
difference between these two groups of women is B8% of sexually active
unmarried women use male condoms compared with 2#aoried women (NSO,
2010). Overall, about 60% of sexually active unmearryouth are not using any

contraceptive and the proportion is very high amiemagers (68.9%).

In a study to assess utilization of contraceptiaek3 countries in sub Saharan Africa,
it was found that short term contraceptives werg peevalent compared to long term
methods. Chintsanya (2013) underpinned that modemntraceptive use was high
among married women with more education, women fvggalthier households, and
women with more access to the media. The numbdivioig children was also

singled out as another factor that increased atibn of modern contraceptives

among married women.



Malawi is showing positive steps in attaining higbhentraceptive prevalence ratio as
depicted in the figure 3 below. However, the cowrdr still very far from attaining
the MDG goal number 5 on reduction of maternal addyt and universal access to
reproductive health services.

>0 Contraceptive Prevalence Ratio

45
40
35
30
25
20
15
10
5
0 | | |

1992 2000 2004 2010

Year

Percentage

Figure 3: Contraceptive prevalence ratio trend

The World Health Organization (WHO) has estimateat 358,000 maternal deaths
occur annually in the world, 99% of them in devéhgpcountries cTavish et al,
2010, with sub-Saharan Africa accounting for 57% otgt deaths. Malawi’s
maternal mortality is estimated at 460 deaths [@¥),A00 live births, one of the
highest levels in the world, according to Index Muastimate in 2010. The highest
mortality rates among children under age 5 alsouiodn sub Saharan Africa
(UNICEF 2013). Reducing levels of maternal motyaind morbidity depends on
increasing use of reproductive and maternal hesdthiices. High rates of maternal,
neonatal, and child mortality are associated wiladequate and poor-quality
reproductive healthcare, including family planniagtenatal care, skilled attendance
at birth, and postnatal care. Overall, countriessi-Saharan Africa have made
limited progress in achieving the Millennium Devaioent Goals (MDGs) of
reducing maternal and child mortality (Kenny ananer, 2011). Hence, achieving
the MDG goal on maternal health requires providimgh-quality pregnancy and
delivery care, including essential obstetric cam] improving women’s sexual and

reproductive health.
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2.3 Policy context of sexual and reproductive heditservices

A number of SRH policies have been laid down wité &im of increasing access and
utilization of sexual and reproductive health seggito all Malawians regardless of
gender and age of an individual. These policieehsen adopted at different levels.

Some of the key policies are summarized below:

The 2012 National Population Policy

This policy is the revision of the 1994 Nationalppéation policy which aims at
minimizing the adverse effects of population dynesnsuch as rapid population
growth, while optimizing the role of dynamics likerbanization and projected
increase in the labour force resulting from dedine fertility and mortality in
socioeconomic development. To achieve this, theicpoprimarily focus on
accelerating fertility decline and slowing down #@untry’s unsustainably high rate
of population growth through voluntary and qualigmily planning services. The
policy also recognizes that supporting the youtpiypulation through investments in
education, innovation and entrepreneurial skill elepment, youth friendly
reproductive and health services, and delayed emivymarriage and parenthood can

make them a valuable resource for socioeconomieldpment.

The 2002 Reproductive Health Policy

The goal of the policy is to provide accessibleforafable, convenient and
comprehensive reproductive health services to alnen, men and young people
through informed choice in order to enable thenattain their reproductive health
goals and rights. This will be achieved through ifartife education; provision of
family planning services to all women, regardlesgsparity and marital status;
ensuring that quality family planning services axxessible and convenient at all
levels; ensuring reproductive rights of all indiwvads; ensuring that family planning
and reproductive health services are male, youthyaung adolescent (aged 8-14)

friendly; and encouraging delay of the first pregeyaand condom use.
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1996 Family Planning and Contraceptive Guidelines

Malawi’s Family Planning Policy and Contraceptivaii@lines, revised in 1996,
recognize the right of adolescents to receive dymtive health services. The
guidelines further recognize that all persons pfoductive age, regardless of marital
status, have the fundamental right to make inforrdedisions about how many
children to have and when to have them. These fugdealso recognize the special
risks of teenage pregnancy and advocate provisidiamily planning methods to
adolescents without the consent of relatives, sgows partners. In recognition of
such problems as adolescent pregnancy, HIV/AIDS ahér sexually transmitted
infections (STIs) associated with adolescent sétxtiahese policy guidelines also
encourage the introduction of family life educatieithin families, in primary schools
and at all other levels of education, with speefébrts being made to educate out-of-

school youth.

2006-2010 National Reproductive Health Strategy
The strategy aims at promoting through informedadcsafer reproductive health
practices by men, women and young people, inclugiageased use of high quality,

accessible reproductive health services.

The goal of the national programme is to improwauaéand reproductive health for
all men, women and young people in Malawi, esplcibe vulnerable and

underserved.

Maputo Plan of Action (2007-2010)

Recognizing that poor sexual and reproductive hgathctices are a leading cause of
maternal and neonatal mortality, African Health Miars adopted a plan of action to
ensure universal access to comprehensive sexualreprdductive health (SRH)
services on the continent. The plan aimed at iategg HIV/AIDS services into
sexual and reproductive health rights, promotingiliaplanning as a crucial factor in
attaining the Millennium Development Goals; suppgrthe sexual and reproductive
health needs of adolescents and young people ay 8RH component; addressing
unsafe abortions through family planning; delivgrigquality and affordable health
services while adopting strategies that would emsaproductive health commodity

security.
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2007 Guidelines for Community Initiatives for Repraluctive Health

The initiative seeks to empower the communitieke a leading role in identifying,
planning, implementing, monitoring and evaluatingerventions in reproductive
health issues at community level for the reductbmaternal and neonatal morbidity

and mortality in Malawi

The National Reproductive Health Program

The program aims at provision of safe maternal theedre; family planning and
adolescent reproductive health services; prevenaod management of STIs,
including HIV/AIDS; and equal access to informatioeducation, supplies and

services regardless of age, gender or economigsstat

The different sexual and reproductive health peficand programmes are aimed at
addressing four key results areas of i) reductiole@enage pregnancies among female
youth, ii) fostering maternal health to reduce sasematernal and infant mortality,
i) control STI and HIV/AIDS transmission and iMjamily planning, aimed at
reducing fertility levels, while ensuring that mamd women choose number of

children and when to have children.

2.4 Providers of sexual and reproductive health sgirces in Malawi

Contraceptives under family planning services amviged through both public and
private sector. Initially, provision for family ptaing was offered only in public
facilities and it was not for profit. The privaterfprofit provision of family planning
services emerged later in 1987 (Ngalande Bandé&andkonda, 2007). Government
health centres and hospitals offer family planngayvices free of charge. Family
planning clinics such as BLM and CHAM hospitalseofthese services at subsidized
rates, while market prices are offered at privaieics and pharmacies. BLM
accounts for 61% of the market share as it is aifgignt and important provider of
family planning services. . According to the 2013alMvi Service Provision
Assessment on reproductive health, the governmsehtkileading service provider on

reproductive health followed by NGOs and privaténalscated in the table below.
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Table 1: Providers of reproductive health servicegn Malawi

Service provider

Number of facilities

%

Government 472 95
CHAM 163 57
Private 214 79
NGO 58 81
Company 69 68

Source: Malawi Service Provision Assessment 2013-14, Gawerrt of Malawi

BLM operates on a market basis to recover somésotasts; however it provides

subsidized treatment for SRH services with finansigport from different donors

and government especially to youth. The trend irHS§Rices in summarized in the

figure below:

Puslic hospitals

Bznja La Mtisogolc

CHAM haspitals

Private
clinics/Pharmacies

Figure 4: Trend for out of pocket payment for SRifvgces to different service

providers
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Conclusion
The chapter shows that teenage pregnancies arm lgjgh in Malawi and cases of

post abortion illnesses are prevalent across MalAwianalysis of all SRH policies
has demonstrated that Malawi is making positivelssr in reducing fertility levels
among women. However, utilization is still low angomvomen who are in the
reproductive age group (15-49 years) as evidengeldvo contraceptive prevalence
ratio. The situation is worrisome among female koas they continue registering
high cases of pregnancies, STIs and HIV/AIDS. There different SRH service
providers with some offering free services whildhavs are offering subsidized
services. The government remains the major SRHceeprovider with its large pool

of public hospitals.
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CHAPTER 3

THEORETICAL AND EMPIRICAL LITERATURE

3.1 Introduction

This chapter reviews theoretical and empiricalrditere on the theories of demand,
utilization and determinants of utilization of hisalare services. The first part is
dedicated to review of theoretical literature whilee second part is covering
empirical literature on understanding the factdrat taffect demand for healthcare

services.

3.1.1 Consumer choice theory

Decision to use reproductive health services ardenvath influence from different
socioeconomic factors. Economic theory throughctimesumer choice theory suggests
that consumers are rational and have to maximiigywn a bunch of different goods
and services. The individual has to make decismnsvhich goods and services one
has to buy (consume) in the midst of unlimited wamtith limited resources.
Nicholson (2000) postulated that preference of soress on which good to consume

is shown by three properties of completeness, itraityg and continuity.

Consumer choice theory provides the basis for amalyf choices of individuals on
what they should consume depending on the levaltility enjoyed. The theory
assumes that each decision maker is able to cortyarer more alternatives& b in

the choice set C using a preference indifferentaipe If a is weakly preferred to b
(a>b) the decision maker either prefers a to b or tiffierent. The ranking that
occurs with the various options from least deseald the most, is what defines
individual's utility. The consumer choice theory svapplied in this study to
understand the decisions made by female youth oaetheh to use sexual and

reproductive health services in relation to thairty function.
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The utility function may be affected by the bere&njoyed from use of SRH services
as opposed to the costs associated in the eventhia choose not to use SRH

services.

Consumer choice theory has an effect on an indalisdemand for health. Decisions
on what to consume are affected by one’s budgedtnt, price of health services

and price of the vector of other goods and serviZeifel et al, 2009).

In view of this, the study was conducted to underdthow income (budget), prices
and other socioeconomic factors affect choicejzation and willingness to pay for

sexual and reproductive health method.

3.1.2 Health seeking behaviour

Understanding health seeking behaviour of an iddii is of paramount importance
as it determines the factors that may affect denfantealthcare services. MacKian
(2003) categorized factors affecting health seelbagaviour of an individual into
five groups of: i) cultural which considers issuwdgdndividual’s status in society, ii)
demographic factors which address the role of sek age, iii) economic factors
(price and income), iv) geographical factors inahgddistance and physical access to
health care facilities and v) organizational fastawhich addresses issues of
organizational efficiency in delivering quality sees and efficacy healthcare
services. In view of this theory demand for sexaradl reproductive health services
will likely be affected by the five factors statalove which look both on the supply
side and the demand side of reproductive healthngniemale youth. In Malawi,
demand for SRH services has been negatively affedwy institutional
(organizational) factors. Most female youth shy wi@m obtaining SRH services
because of inefficiencies as there is long waitinge coupled by non-youth friendly
services. Demographic factors have also contributedlemand for reproductive
health services. Studies have shown that an inereasge increase demand and

willingness to pay.
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3.1.3 Health Belief Model (HBM)

The health belief model is a psychological, hebithavior change model developed
by Becker (1974) to explain and predict healthteglabehaviors, particularly in
regard to the uptake of health services. The HBM isodification of what was
developed by Hochbaum, (1958). The model sugghsatspeople's potential threats
about health problems, perceived benefits of actiot barriers to action, and self-
efficacy explain engagement (or lack of engagemient)ealth-promoting behavior.
Generally the model is based on the understandiaga person will take a health-
related action if one feels that a negative heatihdition can be avoided; has a
positive expectation that by taking a recommendeitba, he or she will avoid a
negative health condition and finally believes tlmte can successfully take a
recommended health action (Glanz et al 2002). énvvof this this study considered
the potential threats of different reproductive ltteproblems and how these affect
utilization and willingness to pay. It is believdtht awareness and fear of contracting
a reproductive health problem might increase denvemte if the SRH method is in
effective it will likely reduce demand and willingss for that particular SRH method
and other methods in general. The model is sumethiizthe framework below:

Conceptual framework of Health Belief Model

Individual
Perception:

d

Forceived
susveplikility
& severty

o

Modifying
Faciors

Age, Sex, Ethnicity,
persanality
Socioaconamic,
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!

Perceived
threat

1

Cuestoaction

—

|=——

Lkelihood of
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Ferreezived bBenefits
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Health belief conceptual framework, Source: Stretcl., & Rosenstock I.M. (1997)
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The individuals will be affected by factors termasl cues to action; these may be
environmental, in terms of media influence or pbgkiin terms of iliness setting in.
Then there are other variables that affect the \betia in terms of demographic,
social and economic factors which shape an indaliduecision to seek reproductive
health care. This theory was applied to the studidentify the factors that affect

demand for sexual and reproductive health sendoesng female youth.

3.1.4 The Health Care Utilisation Model

The model which is also called the socio-behavioaraAndersen model (Andersen
& Newman, 1973) groups into a logic sequence tbhesters or categories of factors
(predisposing, enabling and need factors) whichisfinence health behaviour. The

model was specifically developed to investigateube of biomedical health services.

Predisposing Enabling Need Health
factors factors factors service

use

a. Predisposing factors: age, gender, religion, gldlealth assessment, prior
experiences with illness, formal education, genatiludes towards health
services, knowledge about the illness etc.

b. Enabling factors: availability of services, finaalcresources to purchase
services, health insurance, social network supgiort

c. Need factors: perception of severity, total numbérsick days for a
reported illness, total number of days in bed, dayssed from work or
school, help from outside for caring etc.

d. Treatment actions: home remedies (herbal, pharniaa&), pharmacy,
over the counter drugs from shops, injectioniseg]itional healers, private

medical facilities, public health services etc.

In addition to the predisposing factors and engpblactors, Kroeger (1983) modified
this version to include Health service system mafoand its link to a country’s social

and political macro-system.
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This is a valuable extension as it puts emphasisthen link of health-seeking
behaviour with structural levels within a macroipchl and economic context. The
model is very crucial in assessing the demand éxual and reproductive health
services as significant policy changes may affdization of reproductive health
services. It is against this background that theeee calls for introduction of youth
friendly reproductive health services. Availabiliof these services and the other
factors postulated in the model are important iteaeining SRH services since these

services are affected by demographic, socioecontaniors and need factors.

3.1.5 The Human Capital Theory

The human capital theory states that individuaésaastock of capital, which like any
other stock of goods depreciates over time. Thedmuoapital theory recognizes that
this capital stock should be maintained througtkisgehealth care but also through
trainings (education) to improve productivity. Tidentification of health capital as a
component of human capital stock meant that pedgheand good health in order to

realize potential gains in productivity.

Human capital refers to the stock of individual Whedge, capability, and skills that
are economically usable thus all characteristicarobEmployee that may raise his or
her productivity in the labour market including rastly those skills that are acquired

through education, but also talents and practicpégence.

The human capital theory argues that, when theaniscrease in an individual’s
stock of knowledge or human capital, his produttivh the market sector of the
economy will increase where he produces money regsniand in the non-market or
household sector where he produces commoditiesetitat into his utility function

(Grossman, 2000). Thus the human capital theorygestg that individuals and
society derive economic benefits from investmentgood health which not only

improves physical health but also returns earnauh ffficiency in production.
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3.1.6 1972 Grossman model

The Health demand model is the basis for assegtiagdemand for health as
suggested by Grossman (1972). According to the hdelmand for good health is
considered to be a function of prices consumersipaptaining health care, quality
of health care, income as well as social, householdtural and individual
preferences and knowledge about the characteristicsand need for medical
treatment. The model views health as a durablgalagipck that yields an output of

healthy time.

It proposes that individuals inherit an initial ammd of this stock that depreciates with
age and can be increased by investment. It hadeglatonsiderable insight into the
determinants of health and into the allocation iofiet and money into health

production. Health status is considered as bottodyztion and consumption good.

The model recognises that individuals do not nerdgsdemand medical care as a
good but they find utility in health days derivetbrh consumption of medical
services, diet, exercises and time. The priceseatfth care, people's wages and their
productivity in the production of health will deteine how resources are to be
allocated between health capital and other goodssarvices that people buy.
Grossman model postulates that the demand forhhieaiteases with income because
income increases the returns from labour days. Harotfactor that increases
healthcare demand is education of an individualudation increases health stock
because more education improves the efficiency@oductivity to produce health
investments. Age and other factors that make he#iitk depreciate will decrease the
demand for health because the marginal benefittnwdstment into health will
decrease. The price of healthcare decreases théh leemand because health
investments become more costly. Health care ingatsnto the health production
function and they are an investment good to prodheedth.

The demand for health care inputs depends on thefitee and costs of health care

inputs. In this regard, the consequences of remtocu health problems will

determine the level of demand.
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Female youth will be willing to invest in SRH ser@s where the costs are huge.
Demand for health care inputs increases with incamedecreases with increases in

price of the inputs.

Conceptual framework for demand of sexual and reprductive health services

Nelson & Magnani (2000) coined a conceptual frantbweegarding the factors
affecting demand for sexual and reproductive hesdilvices. The factors are in five
broad categories. In the first place the individas to articulate the goals that will
prompt one to demand the SRH services, secondlinthedual has to decide when

the services are demanded in terms of time.

The third factor that may affect demand is enabkémyironment but also youth
empowerment. Finally supply side factors also skateu demand for sexual and
reproductive health services.

These five categories comprise a set of variafiles.goals of an individual and when
to demand are affected by the demographic chaistatsrof an individual which may
include age, marital status, number of children dsb having a sexual relationship

for female youth.

The third category of enabling environment is a#dcby policy framework which
may include provision of youth friendly servicegic®economic factors such as
education, awareness of existing sexual and reptodu health methods,
employment status, income levels, culture and igelig The socioeconomic variables
cited may entail youth empowerment. The supply diaetors affect issues of
accessibility but also availability of different SRnethods depending on preferences
(Nelson & Magnani, 2000). However, this conceptuamework was adapted based
on the literature regarding factors affecting dechand willingness to pay for SRH
services but also supply side factors. The adappedeptual framework is presented
in the following page.
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3.2 Empirical literature
This section presents a summary of the factorsciafiig demand, utilization and

willingness to pay for healthcare services. Atmtivas also paid to the methods
used to assess demand for healthcare servicefotmion the methodology for this
study. Literature was reviewed for studies condilimdeMalawi and some parts of the

world.

3.2.1 Determinants of utilization and demand for halth services

A study by Makoka (2007) investigated the determisaf demand for private health
insurance among formal sector employees in Mal@ihwe study findings showed that
demand for private health insurance was positiveflyenced by income and age of
the individual. Other variables that were also ctffeg demand for private health
scheme included family size and health status. tHesthtus has been identified as a
major challenge in private health insurance as d@in adverse selection problem.
Supakankunti (2001), using Logistic regression ysial showed that educational
background, number of employed members in the farhdusehold income per year,
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presence of illness, convenient access to heafthvoere important determinants in
increasing demand for health care. These findingeevechoed by Asfaw (2003).
Using primary data collected in Ethiopia, Asteragiegorized the factors affecting
demand for health care services into individualhousehold specific and choice
specific variables. Using the Logit model which wamployed in the study,
individual and/or household specific variables sashsex of the patient, severity of
illness, monthly income of the household and farsike, and distance to reach the
nearest health facility (a choice specific variabheere found to significantly affect

whether treatment was sought at times of iliness.

In another study, Odwee et al investigated theepaicd non-price factors that affect
health care demand in rural Uganda using housetatd from Lira district in

northern Uganda. The results suggested that thamrior government health care
services was negatively and significantly influeshcey the user-fees and drug
unavailability. A simulation analysis suggestedttha increase in medical charges
(user-fees) leads to a fall in demand for goverrrhealth facilities but increases the

demand for both private health facilities and se#dication.

Lawson (2004) investigated the factors affectingnded for health services for both
adults and children in Uganda. By using Multinomialgit Regression model, the
study showed that distance travelled to healthifg@nd income were some of the
important determinants for healthcare demand. Thaysfurther showed that sex of
the respondent significantly affects choice of tieahre service provider. Men were
likely to use private health care services whilemeo mostly demanded services
from government hospitals. Income was also founddoan important factor in

demanding for medical services since most of tladtiéacilities charge user fees. In
terms of school going children, increased incontices probability of boys to seek
for medical care while increased income increasedability for girls to seek

medical care.
In a study by Tipping and Segall (1995), it wasvshdhat the social status of women,

the type of illness, access to services and pexdeguality of the service affect

decision on demand and utilization of health sawic
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Rahman (2000) demonstrated that a woman’s decisioma particular health care
facility is the composite result of personal nesogial forces, the actions of health
care providers, the location of services, the uoialf practices of doctors, and in
some contexts has very little to do with physiealilities at a particular service point.
These findings resonate well with the fact thatirgividual would seek medical
healthcare at a facility where their privacy wilk lvespected. This explains why
women would go to a distant health facility. Mack&ai(2003) also acknowledges that
other factors such as policy framework have sigaift impact on an individual’s

health seeking behaviour.

A study by Wado (2013) suggested that women’s aungnat the household level,
including freedom of movement, is important to these of reproductive health
services. Moreover, for outcome variables, womesdsication, paid employment,
urban residence, exposure to media, and wealthaa@se important predictors for
increased demand for health services. Muriithi @04lso demonstrated that a
pateint’s choice of healthcare is affected by Ihealte service quality, wealth, user

fees, and gender.

In a study on the impact of economic factors ontrameptive utilization in Balaka
(Malawi), Chiumia (2010) found that having savingducation and employment had
a positive relationship in increasing contraceptige. The results further showed that
these economic factors reduced the probability sifigi traditional methods. These
results were empirically analysed using Multinoniiabit Model. Contraceptive use
among women aged 15-49 years varied by area ofierese, region, education,
number of living children and wealth quintile. Catdeptive use increases with higher
education attainment and dwelling in urban areasmah who are poor are unlikely
to use contraceptives because they cannot afforgatofor it amidst competing
demands within the household. Instead such womertraslitional family planning

methods.

The other determinant for contraceptive use is ramdd children as most women
wait until when they have the first child to staging sexual and reproductive health
services (MDHS, 2010). In another study by Palamul@013), to examine

contraceptive use among currently married womerMalawi, it was found that
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partners' approval of family planning, family plamgp discussion with partner,
number of living children, work status, educationdavisit to a health centre
determines its demand. In a publication by Assamaif Reproductive Health
Professionals (2015), it was found that many factmwnverge to shape a woman’s
attitudes about the use of and the need for cogpiteom. One factor is ambivalence
about pregnancy. Women who are ambivalent abouidianp pregnancy are less
likely to use contraception and more likely to h@aps in contraceptive use that put
them at risk for unintended pregnantpw perception of risk for pregnancy was

another critical factor in influencing attitudesoalb contraception.

In Uganda, Asiimwe et al (2013), studied socio-dgraphic factors associated with
contraceptive use among young women in comparisdah wider women. The
findings showed that key factors associated withetu use of modern contraceptives
among young women (15-24 years) were area of nesegdand desire for children
while among women aged 25-34 years, the signififactors were education level,
household wealth and desire for children.

3.2.2 Determinants of willingness to pay for healtlservices

Hennink and Madise (2005) using focus group disoussstudied the effect of
introduction of user fees on reproductive healthuiral communities of Malawi. The
findings showed that communities were willing to/ffar cheaper methods which are
not long term as long as quality of service delpvanproves. In Nigeria, Usman
(2013) studied factors affecting willingness to gay community based health care.
Using Tobit Model, age, income, marital status,dggrof respondent and distance to
health facility were identified as important facomffecting an individual's
willingness to pay for a health service. Women,ghber, and people with low level of
education were less willing to pajge was found to be a determining factor for
willingness to pay in Nigeria. The elderly are leg#ling to pay compared to the
youth. These findings are in line with the findirgf<Dror et al (2007) in India, Asfaw
et al (2008) in Namibia and Edoh and Brenah (2098hana.

In West Bengal, Mazumdar and Guruswamy (2009) assgewillingness to pay for
publicly provided health care services for malanal diarrhoea. Using ordinary least

squares of multiple regression model, education @wlpation were found not to
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significantly influence willingness to pay for mekand diarrhoea. Severity of illness
and prior visit to a private practitioner were theain influencing factors for

willingness to pay.

3.2.3 Analytical framework of the contingent valuaton methods

This study will employ the contingent valuation hnads to assess demand for sexual
and reproductive health services among female y@MM is a survey based method
used to estimate the value of goods that have mxanarices or products whose
market prices are distorted through price contrdlVM is a stated-preference
technique, as the individual “states” his prefeeend contingent study involves
asking consumers structured questions about th#ingmess to pay for a particular
commodity with a hypothetical change in prices.d@efthe CVM question is asked,
individuals are presented with background and exgitary material, and often asked

other questions (Haab and McConnel, 2002).

WTP is elicited in different ways which include apen ended question format, a
closed ended question format, a dichotomous chmuiestion format, bidding game

guestion format and also a payment card format.Stheéy employed a dichotomous
choice format with the base price of the SRH metfalbwed by an open ended

guestion format. The first technique is where ativiidual is asked whether he is
willing to pay for a particular service at a givararket price and the second part is
whereby the consumers are asked directly the maxithey are willing to pay for a

specified health product. Where consumers hadcdlffes in estimating maximum

willingness to pay the bidding process was used thw ceiling price was reached

(Klose, 1999).

CVM has been applied in a number of studies ranfymmm environmental economics
to health economics. It remains one of the mosbntamt techniques with advantages
over any other valuation techniques. The supeyia@mes in because it takes into
account non-use value, such as the utility indigldwerive from the existence of a
good, even if they do not use it (Copper and Fregrmh891; Hanemann, 1994)
Formally, WTP is defined as the amount that mustalien away from the person’s
income while keeping his utility constant:
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WhereV denotes the indirect utility functiog,is incomep is a vector of prices faced
by the individual, andj is the quantity of goods and services to be conduened Z is

a vector of other goods and services.

Willingness to pay has been introduced in the aislgf demand of health care and
utilization of medical services in order to discubge effects on welfare and the
potential for generating revenue of introducingimcreasing user fees for health
services (Mazumdar and Guruswamy, 2009). Usman3)20%ed Tobit model to
assess willingness to pay for community based hezlte services. CVM through
willingness to pay is a concept of consumer behawahereby subjective desire for
the consumption of a commodity becomes an objedtiaet, only if the consumer
exhibits sufficient willingness to pay for a comnitgcas well as possess the ability to

pay for it.

In this study WTP was conducted on different sexaatl reproductive health
methods. Prices for different SRH methods wereionbthfrom JSI (a USAID project
involved in importation of SRH methods), Banja lasbgolo, pharmacies, retail
shops and private clinics. An average price wasutated which was used as a
benchmark for measuring willingness to pay foreafigéht SRH methods. During the
survey, female youth were asked on the choice wfiadeand reproductive health
method followed by the dichotomous question onrtheilingness to pay for a
particular SRH method at the prevailing averageketaprice. The price had to be
adjusted up or down depending on the response dimgmess to pay using the
bidding method. If the ceiling price could not eached after three bids, maximum

willingness to pay was elicited from the respondent

Conclusion

The chapter reviewed both theoretical and empiricatature on factors affecting
demand and WTP for sexual and reproductive headttvices. The studies
investigated the role of socioeconomic variablesd@mand analysis. Most of the
studies showed that socioeconomic and demographtors were very instrumental
in influencing WTP. Improved quality of servicessnaso identified as another factor
that increases WTP. The analytical methods whichewesed were simple Logit,

Multinomial Logit model, Ordinary Least Squares armbit Models. The effects of
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religion, cultural background and severity of diéfet reproductive health problems
on use of SRH were not studied. The study will ¢f@ne use Tobit Model to study
demand using willingness to pay approach usingimgemt valuation methods. The
role of socioeconomic, demographic and need factolisbe investigated in this

study. These factors will be analysed through amemetric model where factors

affecting current utilization and choice of SRH hus will be determined.
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CHAPTER 4
STUDY METHODOLOGY

4.1 Methods for analysing utilization, choice of SR services and WTP
Simple Logit and Multinomial Logit Model were uséd assess factors affecting
current usage and choices of the particular seandl reproductive health method

respectively. Male condoms were used as a referaetieod in the model.

Willingness to pay was analysed using the Tobit @hdoecause the maximum
willingness to pay was censored at zero for methwldish had zero willingness to
pay. OLS was not selected because it assumesetsadrrdents with zero values do
not demand for SRH methods but also inclusion @séhrespondents produces

coefficients which are biased and inconsistent.

4.1.1 Estimation technique
The study used STATA 12 to estimate the Multinonhiagjit Model. Male condoms
were used as reference group in estimation of theein

Log(%)=(G1)=,80+ﬁ1age+ﬁ2Education4ﬁ3lncome4+ﬁ4Tribe+ s Denomination
+feSavingsH7SRH awarenesspgPrice+ foSRHEXpP

Where G1 is preferred SRH method and four regrassigere run since there are five
choices on SRH method while B any preferred SRH method and iB the male

condom.

4.1.2 Estimation of the Tobit Model
A decision had to be made on whether WTP shouldestenated either using

Ordinary Least Squares or Tobit Model to prediettiean WTP. A Tobit model was
opted to OLS regression because Tobit models eges observations where the

dependent variable carries zero values while Olssirass that those not willing to
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pay could be deemed not to participate in demanéiingsexual and reproductive
health methods. Furthermore, OLS is a misspedcifiodiy excluding those with WTP
= 0 and this result to sample bias and ultimatey ¢oefficient estimates are biased
and inconsistent (Wooldridge, 2002 and Rajendesd@band Sanju, 2012).

The Tobit Model is represented as:

WTP =B’ Xi+ ¢

Where

WTP, - B'Xi+ & if WTP > 0and 0if WTP<0

X is a vector of explanatory factors in the regi@ssp is a vector of coefficients,
WTP, is the stated willingness to pay for the individua

The Tobit model assumes the error term is norndibyributed and uses maximum

likelihood estimates.

4.1.3 The econometric model for estimating WTP

The WTP is specified as a function of the respotideage, income (pocket money),
membership to youth club, tribe, denomination, @mass about SRH methods,
personal financial savings, price of SRH methodd alstance to SRH service
provider, awareness about SRH problem, prior exjgosuSRH problem.

WTP=
1+ B2AGEi + B3INCi + B4TRIBEi + f5DISTi + B6DENOMi +
BISRHAWAL + B8PRI+ BOYCM + B10SAVE + BL1SRHSEV + u

4.2 Variables and their measurement

For the Multinomial Logit Model, the study used fereed SRH method as a
dependent variable and it was unordered. This bigriaias categorical whereby 1
was for male condom, 2 for female condoms, 3 ftis,p# for injectables and 5 for
implants. In the estimation for the demand for Sgdtvices Tobit Model was used
and the dependent variable was WTP for differentH SiRethods. This was a

continuous variable and was measured in Malawi Kaac
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Explanatory variables

Respondent’s age

This was a continuous variable which was captunegears. It is expected that age
will influence decision on SRH method to be usedhis study age of the respondent

ranged from 14 years to 25 years.

Education

The variable was also continuous and captured arsyef education completed.
Education level improves understanding and impactsthe choices one makes
regarding SRH methods. The minimum number of yearf®rmal education was 9
(form one) while the maximum was 15 in the uniwgrsHowever, the variable was

dropped due to collinearity with age

Tribe

Tribe of the respondent was captured to be usedmexy for effect of culture and

estimate how it affects choices of SRH methods.r8veere six tribes that were
captured in the course of data collection and tinese Chewa, Lomwe, Ngoni, Sena,

Tumbuka and Yao.

It was expected that tribe of a respondent wileeiffchoice negatively as issues of
SRH are not commonly discussed in public but absasssess if there were variations

in choices of SRH methods based on tribe.

Denomination

Religion of the respondent was captured. Relig®itoido with one’s faith and can
have a significant role in the decision making emfle youth. Religion was
categorized into four broad categories of Muslin@gtholics, Protestants and
Pentecostals. Religion was treated as a dummyblaria the regression model, for

instance 1= for being Muslim and 0 for otherwise.
Savings

Savings are believed to be an indicator of findnsiability but also a measure of
women’s autonomy. This was a dummy variable 1 fenership and 0O for otherwise.
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Income

Since the study targeted female youth in schoasket money was used as a proxy
for monthly income for the students. It is expectedt an increase in income will
influence choice of SRH method. It was regresseal @mtinuous variable

Awareness about SRH method

Awareness is an important aspect in decision magnegess of consumers. Female
youth are likely to choose SRH method they areegaivare about. It was also a
dummy variable where 1 for Awareness of partic®RH method and O for not being

aware.

Severity of SRH problem

This was a dummy variable whereby respondents dvaaldicate what they consider
as severe reproductive health problems. The reptv@uhealth problems which were
asked were teenage pregnancy, sexually transmiitéections, HIV/AIDS,
gynaecologic cancer and sexual abuse. It is preduinae respondents which consider
different SRH problems severe are likely to demaexiual and reproductive health

services.

Cost/price of method

This was a continuous variable which captured theepof SRH method in Malawi
Kwacha. The prices varied by method and the pricesi were those which were
reported by female youth on top of the shelf potfered at different outlets. It was
hypothesized that prices affect individual’'s cheiead quantity and quality of goods

to be consumed. Thus expensive methods are unlidlg selected

Exposure to SRH problem

This was a dummy variable and captured data onhg&hdhe respondent had ever
received treatment on any SRH problem or not. & @spected that respondents who
had suffered any sexual and reproductive healttbl@no will demand for SRH

methods.
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Youth club membership

Membership to the youth club was a dummy varialfier nembers and zero for non-
members. The variable is hypothesized to influectt@ice of SRH method but also
willingness to pay. These youth clubs are sour¢deSRH methods and information
and are likely to influence decision on whetheuse SRH method or not.

The variables used, how they were measured anccexpsign based on economic

theory and empirical literature are presented enntiatrix below:

Table 2: Expected signs of variables

Variable Measurement Expected sign
Age Continuous Positive
Income Continuous Positive
Denomination Denomination was measured as categoriddtgative
(religion) but introduced as a dummy variable.

1=Muslim, 2= Catholic, 3= protestant
4= Pentecostal

Tribe Categorical but introduced as dummy | Negative
1= Chewa, 2= Lomwe, 3= Ngoni, 4= Sena
5= Tumbuka, 6= Yao

Severity of SRH Dummy Positive
problems

Price Continuous Negative
Distance Continuous Negative
Exposure to SRH Dummy Positive
Youth club| Dummy Positive
membership

4.3 Study area, data sources and study design
The study was conducted in Lilongwe city in Malaile city has a population about

1,077,116 residents. The population of Lilongwe stibute a large proportion of
female youth. It is estimated that 20.2% of thadests are between 15-24 years.
According to the MDHS (2010), teenage pregnancgssmated at 21% with the
mean age at first birth for Lilongwe being 18.9 ngedhe contraceptive prevalence
ratio for Lilongwe is estimated at 46.1. The aress\purposively selected due to high
incidences of teenage pregnancy and other reprieoduntalth problems such as STis

and HIV/AIDS against the availability of sexual amgroductive healthcare facilities.

34



Culture was also considered to be an importanbfaghich may affect demand for

sexual and reproductive health services.

The 2008 population census estimated that 32% efréisidents in Lilongwe are
Chewas, Lomwe (18%), Yao (13.5%), Ngoni (11.5%) dandnbuka (9%). The
researcher stratified education institutions asoséary and tertiary. From this, 9
institutions were selected. Secondary and tertiastitutions were purposively
selected but also public and private institutionsorder to capture diversity in
socioeconomic characteristics of respondents lmat & ensure heterogeneity in the
data collected. Once a decision was made to splteate and public institutions,

respondents were randomly selected in each school.

A list of students for randomly selected classesipstitution was prepared where
respondents were randomly selected using interndt @mputer based random

number generator.

4.4 Sample size determination
According to the MDHS (2010), prevalence of teenggegnancies in Malawi is

estimated at 26%. To calculate the sample sizéottwaving formula which has been
adopted from FAO (1990), was used:

n=_2z2xp (1-p)
e2

Description:n = required sample size;=confidence level at 95% (standard value of
1.96) p = estimated prevalence of teenage pregnancy in ttee &= margin of error

at 5%. The sample size derived from the prevaleftiee population was 295 female
youth, however the actual sample size targeted3@&d0 cover for drop outs. In the

end 302 respondents were interviewed.

4.4.1 Inclusion and exclusion criteria

The study focussed on female youth ranging frongelats to 25 years since this is the
group of youth that is very vulnerable to casedesinage pregnancies (NYCOM,
2006, GoM, 2013) but also it is the official defian of youth in Malawi.
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4.5 Interviewing process

A deliberate effort was made to recruit female aesle assistants in order to allow
flexibility of the respondents to divulge informati to their female colleagues. These
research assistants were female volunteers of fF&tahning Association of Malawi

and were mostly used for outreach programs.

The research assistants were familiar with issdeSRH with vast experience in
youth programmes. Training on the questionnaire ewaslucted in order to ensure
that they properly understand the questionnairedb&d to minimize enumerator’s
biases. Pretesting was done to perfect the quesii@but also to measure the flow
and suitability of the tool. Participants were pd®d with a thorough and detailed
explanation of the study to facilitate an infornemhsent. The purpose and objectives
of the study were explained to the participants ey were informed that they were
free to participate in the study. Furthermore, theye also informed that they could
withdraw from participation at any time they wighdo so during the course of the

interview and no penalty would follow.

Face to face interviews with female youth were cmbeld using a structured
guestionnaire to collect both qualitative and gitative data. Face to face interviews
were preferred to ensure seriousness on the resptsmygencourage probing but also
to minimize errors in collection of the data. Theerience of the research assistants
in sexual and reproductive health was very relewsnthey were able to tell if the
respondent was lying and they would lead the dsonsup until the sensitive
information was collected. This ensured reliabiétyd quality of the data collected
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Table 3: Number of female youth interviewed by instution

LEVEL OF INSTITUTION Frequency | %
EDUCATION
Dzenza Secondary School 28 9.3
Kaps Model School 29 9.6
Lilongwe Girls Secondary 34 11.3
SECONDARY
Mitundu Secondary School 22 7.3
Skyway Girls Pvt Secondary 31 10.3
Vision private Secondary School| 26 8.6
Lilongwe Technical College 57 18.9
Skyway University 39 12.9
TERTIARY
Lilongwe TTC 36 11.9
Total 302 100

4.6 Data analysis
Data was cleaned for errors before analysis. D@seei statistics and econometric

analysis were used to analyse the data using STRT3E. The econometric models
of Multinomial Logit for choice of SRH method andb@it model of contingent
valuation method for willingness to pay was adoptethis study for the multivariate

analysis. Relevant frequencies, %ages, means gmdajate graphs were generated.

4. 7 Ethical Considerations
Since human beings are entitled to human rightsnaed to be protected from abuse

and exploitation, the proposal, data collectiontrimeents and respondent consent
forms were submitted to the National Health ScisriResearch Committee (NHSRC)

for review.

One of the requirements for the proposal to be sidxinfor review was to provide
support letters from Ministry of Education Scienaed Technology where the
sampling frame was drawn but also from the Universif Malawi, Economics
Department of Chancellor College where the reseansfas affiliated. The researcher
had also to provide consent form where respondeadsto indicate willingness to
participate in the study.
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The proposal was reviewed and all members of thenutiee approved the study. A
written letter of approval was provided. The imp&tation of the study began after
the proposal was reviewed and approved. It was netessary to seek
parental/guardian approval or consent since seeklleyy approval could be a
violation of their sexual and reproductive healtfhts as well as denying them access

to information and services.

4.8 Chapter conclusion
This chapter focussed at the analytical framewspecification of the Multinomial

Logit model and Tobit Model, definition of variaklestudy area, data sources. Issues
of sample size determination and data analysisedinidal considerations were also
presented.
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CHAPTER 5

RESULTS AND DISCUSSION

5.1 Descriptive analysis of the respondents

Table 4 on the next page gives a measure of tipedi®n of some of the variables
for the respondent. It provides a summary in teofnthe means, standard deviations,
minimum and maximum number of observations. In &erof age the youngest
respondent was found to be 14 years while the bidas 25 years with an average of
18 years. Education wise, the mean number of y&faeslucation completed was 12
with 9 being the minimum and 17 being the maximdie distribution of income
which mainly was in a form of pocket money was makbwed. The minimum level
of annual income was MK27000 while the maximum W&§450000. The average
monthly income for the respondent was MK78646 wathstandard deviation of
MK75010.

The results showed that respondents from five maijjoes were interviewed. About
33% of the respondents were Chewas followed by Mg@®%), Tumbukas (16%),
Lomwes (13%) and Yaos (11%). This result showedt tti sample was drawn from
diverse cultures which may have a bearing on denfendexual and reproductive
health services. In terms of denomination, the nitgjof the respondents were
Protestants (51%) followed by Pentecostal (19%) @&@adholics (17%). Muslims
constituted about 10% of the sample size. The samppbportion on tribe and
denomination were also in line with the findings tbe 2010 MDHS. The study
captured stated maximum willingness to pay foredéht sexual and reproductive
health methods. Maximum willingness to pay rangedhfzero up to MK20000. The
findings indicated that female youth were willinggay higher user fees compared to
shelf prices for all the methods except for imptarithe calculated average price for

implants was MK 2650 against MK5000 which Banja Nétsogolo charges.
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Table 4: Summary statistics of the key variables

Variable N Mean Std dev Minimum Maximum
Age 300 18.55 2.974 14 25
Education 301 11.95 1.482 9 17
Income 301 78646 75010 2700 450000
Chewa 102 0.338 0.474 0

Lomwe 41 0.136 0.343 0 1
Ngoni 57 0.189 0.391 0 1
Sena 10 0.033 0.179 0 1
Tumbuka 49 0.162 0.369 0 1

Yao 34 0.113 0.316 0 1
Catholic 51 0.172 0.377 0 1
Protestants | 155 0.522 0.500 1
Pentecostal| 57 0.192 0.394 1
Muslim 31 0.104 0.104 0 1
WTP male

condorm 88 148.30 181.413 0 1000
WTP

female 47 406.17 893.716 0 5000
condom

WTP pills | 39 458.97 329.248 0 2000
WTP

emergency | 7 1257.14 875.323 0 3000
pills

WTP

njectables 37 656.76 381.183 0 2000
WTP

mplants 70 2642.14 2798.390 0 20000
Distance

(km) to

SRH 285 3.42 11.30 0.01 100

provider
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5.2 Awareness of sexual and reproductive health ntetds and problems

The study findings indicated that about 98% of dlverall sample was aware of at
least one sexual and reproductive health methode Mandoms were the most
popular cited by about 93% of the respondents \iglb by female condoms (81.5%).
Emergency pills were the least known as cited bguatb7% of the respondents.
Level of awareness about other sexual and reprogudbiealth methods is

summarized in Figure 4.
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Figure 5: Awareness of SRH methods

Source: Survey data, 2015

5.3 Knowledge about sexual and reproductive healtproblems

Level of awareness for reproductive health probleéidsnot vary by education level
apart from gynaecologic cancer. Respondents fratmartg institutions had higher
level of awareness about gynaecologic cancer (58&b) those in secondary schools
(35%).

Table 5: Awareness of SRH problems

Awareness of different Sexual and Reproductive
Health problems (%)
SRH method Secondary Tertiary Total
Sexually transmitted 97.6 97.7 97.7
infections
Gynaecologic cancer 34.9 58.3 45.2
Unwanted pregnancy 95.3 98.5 96.7
HIV/AIDS 97.6 94.7 96.3

Source: Own calculations from survey data
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Respondents were also asked to rank two impor&nias and reproductive health
methods in terms of severity. About 45% of the oesjents reported that unwanted
pregnancies were the most serious problem follolyediIV/AIDS (30%). Sexually
transmitted infections were the least in terms afking. However, when multiple
responses was used to analyse overall importaniabeand reproductive health
problem, HIV/AIDS was singled out as the most intpot health concern by 84% of
the respondents while unwanted pregnancies wemndegith 67%. The ranking of
different sexual and reproductive health problenmsl dheir overall score are

summarized in the table 6 below

Table 6: Perception of seriousness of SRH problems

Rank of SRH problem (%)
Sexual and reproductive | Most serious Second most Overall
health problem serious problem
Sexually transmitted 7.6 12.0 19.6
infections
Gynaecologic cancer 13.6 9.3 229
Unwanted pregnancies | 455 21.9 67.4
HIV/AIDS 29.9 54.2 84.1

Source: Own calculations from survey data

An analysis of severity of SRH problems by age stmwthat changes in
demographics have an important role in determinihgt female youth consider as
more important SRH problem. This has been well detrated by all the SRH
problems. In the case of STIs, proportion of resigos citing STIs was declining as
one progressed in terms of age. This meant thes thas growth in knowledge stock
about STIs and their preventive and curative treatmand reduced fear of the
infection. The level of awareness was found todve ih respondents under 16 years
for gynaecologic cancer hence low proportion of dsmyouth citing the problem.
However, in the second age bracket (16-20 yedrsjetwas an increase in proportion
of female youth citing gynaecologic cancer as dthe&mncern from 18.6% to 26.8%.
In the third category, the proportion declined 6526 which was below the youngest
age group (Table 6). Unwanted pregnancies werel @temajor SRH problem by
respondents under the age of 16 years. Howeverpiiygortion declined in the

second category to 64.8% then rose again to 70.8%.
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This could be attributed to the fact that femalatiiaat the peak of adolescence do not
seriously consider unwanted pregnancies as a npagixiem up until they are 20
years and above. This also explains why there acecased cases of unwanted
pregnancies at the peak of adolescence as mostefgmath fall pregnant during this
age category (MDHS, 2010). The situation is differf@r HIV/AIDS. The proportion

of female youth citing HIV/AIDS increased with ag&d increased by almost 10
%age point from 81% to 91%. This shows how sertbasHIV/AIDS pandemic is to
most female youth and the country at large.

Table 7: Severity of SRH problem by age

Proportion (%) of respondents with identified SRtdblem by
age category (years)
SRH problem Under 16 16-20 21-25
Sexually transmitted
infections 27.9 18.4 17.7
Gynaecologic
cancer 18.6 26.8 16.5
Unwanted
pregnancies 72.1 64.8 70.9
HIV/AIDS 81.4 81.6 91.1

Source: Own calculations from survey data

5.4 Bivariate analysis on use of sexual and reprodtive health methods

The study findings indicate that about 65% of thmgle was in a sexual relationship
during the period of the survey of which 81% waerdaertiary education institutions

while 52% were in secondary education institutiohlsout 11% of the respondents
had a break-up at the time of the interview. Ovdtad study findings showed that
73% of the respondents were involved in sexualiggtiUse of reproductive health

methods during last sexual activity was reported78Yo of the female respondents

with only 48% using reproductive health methodsststently.

5.4.1 Relationship between age and SRH use

The study findings indicated that there is a pwesitielationship between use of SRH
methods and age as summarized in table 8 beloypoRrmon of female youth using

SRH increased with age across all age categories.%age of youth using SRH
method was very high in female youth who are indbe bracket of above 21 years

compared to those who are under 16 years.
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Increase in age is associated with other econonmpporbunities apart from

adolescence demands which include sexual relaiijgsish

Table 8: Relationship between age and SRH methodsel

% Use of SRH method
Age group N No Yes
Under 16 years |3 33.3 66.7
16-20 years 65 26.2 73.8
21-25 years 54 13.0 87.0
Total 122 20.5 79.5

Source: Own calculations from survey data
The disaggregated results by education level aesepted in table 9 below. The
results show an increasing trend in use of sexu@lraproductive health methods as

the level of education of female youth increases.

Table 9: Use of SRH methods by education level

% Use of SRH method
Education level No Yes
Form 1 50.0 50.0
Form 2 20.0 80.0
Form 3 28.6 71.4
Form 4 12.5 87.5
Tertiary 20.0 80.0
Total 20.5 79.5

Source: Own calculations from survey data

5.4.2 Relationship between SRH method use and raty

The survey results on SRH methods use during Eaiad intercourse by religion
indicated that there was high usage of SRH methousng Muslims, Catholics and
Protestants and slightly low among Pentecostalgh hiroportion of SRH use was
observed among Protestants.

44



Table 10: Use of SRH methods by religion

Use of contraceptives by religion (%)

Number of| No Yes
Religion observations
Muslims 10 20 80
Catholics 22 227 77.3
Protestants 64 15.6 84.4
Pentecostals 26 33.3 66.7
Total 122 20.7 793

Source: Own calculations from survey data

5.4.3 Relationship between SRH method use and Incem

The results show some weak pattern in terms ofobs#RH and income quartile as
presented in table 11 below. Use of SRH methodeases as there is a shift from
guartile 1 to quartile 2. However, the trend sligithanges from quartile 2 to quartile
4 which shows a decline. The largest number of users of SRH methods is in

quartile 4 and quartile 1.

Table 11: Use of SRH method and Income relationship

Use of SRH method
Income level No of obs Non use Used
Quartile 1 21 19.0 81.0
Quatrtile 2 24 8.3 91.7
Quatrtile 3 10 10.0 90.0
Quartile 4 67 26.9 73.1

Source: Own calculations from survey data

5.5 Reproductive health methods used and their soces
It was also important to analyse the methods whiehe commonly used by female

youth. The results showed that male condoms wegewtdely used sexual and
reproductive health method. This method was reddmte80% of the respondents of
which the majority were in secondary schools. Higle of male condoms could be

attributed to their wide availability but also affiability due to their low prices
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(MK50) for the cheaper brands. Use of effective hnds against pregnancies was

reported very low among female youth in secondangsils.

Table 12: Common SRH methods used

Use of SRH method by education level (%)
SRH method Secondary Tertiary Total
Male condoms 91.2 75.3 80.2
Female condoms 2.9 3.9 3.6
Emergency pills 5.9 2.6 3.6
Injectables 0 5.2 3.6
Pills 0 5.2 3.6
Rhythm 0 5.2 3.6
Implant 0 2.6 1.8

Source: Own calculations from survey data

Sources of SRH methods affect the nature of dem@ederally, it is expected that

free SRH methods will pull the demand among mosithys however, the situation

seems to be different. Where free services areenffehe question of waiting time

arises in the delivery of health care services. rEisalts showed that about 75% of the
respondents obtained SRH methods in facilities witteey charge user fees while the
remaining proportion obtained the services for .fifBee facilities where respondents
obtained SRH methods at a fee included retail tu([&7.4%), pharmacies (31.3%)

and private clinics (7.1%). The other sources oHSRethods are presented in the
chart 5. The fact that most female youth are payorgSRH services implies that

resources through subsidization are being direateere they are not required and
refutes the notation that female youth cannot dfforpay for such services.
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Sources of SRH methods

Retail outlet B Pharmacy B Private clinic
B Governmert hospital ® Banja La Mtsogolo  ® Youth Club

Others

Figure 6: Important sources of SRH methods

5.6 Willingness to pay for SRH methods
Table 12 presents the mean maximum willingnessatofpr different SRH methods.

The results showed that majority of female youthwailling to pay for SRH methods.
High proportions were observed on male condoms [90ffectables (89%) and
implants (81%). However, pills were the least inmte of willingness to pay. The
calculated mean willingness to pay for differentHsRethods is above the price

which has been indicated in parentheses in tableelkfv.

Table 13: Willingness to pay for various SRH methosl

SRH METHOD Willingness to pay (%)

No Yes Max. WTP
Male condoms (MK 50) 9.1 90.9 118.24 (85.23)
Female condoms (MK 150) 25.4 76.6 208.86 (133.46)
Pills (MK400) 35.7 64.3 402.70 (192.55)
Injectables (MK500) 10.3 89.7 594.29 (275.41)
Implants (MK2000) 18.3 81.7 2090.15 (1187.54

Source: Own calculations from survey data
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5.7 Factors affecting current utilization, choice 8SRH and willingness to pay for
SRH

This section presents the findings of regressisnlte for simple Logit model which
was done to assess factors affecting current atiilim of SRH methods. Multinomial
Logit model was modelled to assess the factorstifiig choice of a specific SRH
method while Tobit model was used to assess therfaaffecting willingness to pay
for SRH methods. The stated maximum willingnessp&y was modelled as a
dependent variable of a function of different exjl@ry variables in the Tobit model.

5.7.1 Econometric results for factors affecting cuent usage of SRH method

Table 14 presents the results of the Logit moddtkwivas estimated to assess the
factors affecting current use of SRH methods. Téwilts indicated that the simple
logit model was statistically significant at 1% &twf significance. Decision to use
SRH methods is affected by a number of socioecon@miracteristics such as age,
tribe, income, respondent’s prior experience to SPRidblem and peer’'s prior
experience to SRH problem. These variables wetiststally significant.

Age of the respondent was found to be significari% and 1% for female youth of
16-20 and 21-25 years respectively. Age of theaedpnt determines the level of
maturity but also increases access to differemh$oof capital. An increase in age by
one year is likely to increase the probability sing SRH methods by 42% and 78%
among female youth of 16-20 years and 21-25 yemgectively. As for income, an
increase in cash income by MK1000 will increasebptmlity of using SRH methods
by 4% and this result was significant at 10% ledfedignificance.

Tribe of the respondent was found was found tonsegnificant with current use of

SRH methods although it was positively correlafgis implies that traditionally no

tribe deliberately encourages female youth to uRé Snethods despite different
cultures having initiation ceremonies for femaleuypas they attain puberty. The
positive relationship between current usage ame i female youth is in contrast to
the Malawian tradition whereby Malawian culture slogot openly discuss SRH
issues. Nevertheless, the results showed that ¢gpelpno Lomwe and Chewa tribes
increased probability by 53%. While membership twti clubs was expected to
increase probability of current SRH use, the ressitiowed that it reduced probability
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of current use by about 47%. This could be justifter youth programmes such as
Youth Alert, Edzi Toto and Why Wait which promoteséinence.

The study also explored how exposure to SRH proldaoouraged current of SRH
methods. The results showed that female youth wite oeceived treatment on SRH
problems were likely to use SRH and the probabihigreased by 34%. The results
are statistically significant at 1% level of corditte. The situation was also the same
for female youth who knew about a colleague (p&drd suffered from any SRH
problem. The situation also increased current usagd4% and the results were

significant at 1% level of significant.

The other factors which increase probability ofngsiSRH method but were not
statistically significant are awareness about SReéthwds, youth club membership,
knowledge about different sexual and reproductiealth problems and religion
minimizes probability of using SRH methods. Distame SRH provider and price of
SRH method were statistically significant in redgcprobability of current usage of
SRH methods by 34% and 28% respectively. The esult presented in table 14

below
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Table 14: Logit model of Current use of SRH method

Use of SRH methods

Explanatory variable Coefficients P>|z|
Age 1.4266* 0.068
Youth club membership -0.4727 0.186
Chewa 1.4574 0.179
Lomwe 1.8335* 0.104
Ngoni 1.1400 0.296
Sena 1.6561 0.251
Tumbuka 0.5965 0.590
Yao 1.1330 0.354
Catholic -0.4055 0.587
Protestant -0.5033 0.464
Pentecostal -0.3295 0.653
Income 3.89e-06 * 0.068
Savings 0.7277** 0.030
SRH method awareness 0.1099 0.186
SRH problem awareness -0.3458 0.563
Respondent exposure to SRH 1.3396*** 0.002
Peer exposure to SRH 1.1498 *** 0.001
Price -0.2804* 0.078
Distance -0.3421** 0.043

***gignificance at 1%, **significance at 5%,* sigintance at 10%

Number of obs =

Log likelihood =-130.79323

268 LR chi2(18)

=83.16 Prob > chi2

sdedo R2 = 0.2412
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5.8 Econometric results for Socioeconomic factordfacting choice of SRH
method
The model was estimated to assess the probabilignoindividual's choice of a

specific SRH method from a pool which is being mdte on the market. Choices
about SRH methods are made with influence from dgaphic, social, and economic
determinants among other important factors. Tablprésent the different factors that
affect probability of an individual to choose a fparlar SRH method. The results
indicated that the model is statistically signifitat 5% level of significant. In the

estimation of the model, male condoms were usedbase reference.
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Table 15: Factors affecting choice of SRH method

Female condom Pills Injectables Implants
Variable Coefficients P>|z| Coefficient P>|z| Coefficient P>|z| Coefficient P>|z|
Age 0.6101* 0.094 0.1049* 0.072 0.2257* 0.068 0®M02 | 0.993
Income -7.91e-06*4 0.039 1.40e-06* | 0.0600 8.46e-087 0.077 1.53e-06* 070.
Ownership | 0.1693 0.701 .3102 0.460 .5700 0.236 0.2549%* 0.049
of savings
Chewa -0.9009 0.504 -1.2796 0.991 -0.1470 0.922 426l 0.236
Lomwe -1.5660 0.268 -1.0734 0.991 -1.1032 0.486 2346* 0.075
Ngoni -1.6486 0.224 -1.4958 0.991 -2.9628% 0.099 5794 0.189
Sena -0.2582 0.879 -0.6077 1.000 -0.0823 0.966 998.1 | 0.439
Tumbuka | -2.0625 0.148 -1.8482 0.991 -0.4831 0.752 | 1.9595 0.112
Yao -.7999 0.595 1.9336 0.991 -2.2202 0.199 -2.85810.083
Catholic -1.6879 0.150 -0.1274 0.891 -2.496717 ®01 -0.2491 0.756
Protestants| 2.0183* 0.069 0.1693 0.840 -1.7742** 049. -0.1343 0.857
Pentecostal 2.1913* 0.057 -0.4694 0.631 -1.7097* 082. 0.0392 0.961
SRH 0.5653 0.140 0.0762 0.463 0.0205 0.859 0.2193%* 20.0
method
awareness
SRH 2.0272 0.115 1.1237 0.403 0.6620 0.163 0.4341**018
problem
awareness
Exposure |-0.0923 0.856 0.1890 0.702 -0.2706 0.594 -0.8539*6.036
to SRH
problem
Price -0.1624** | 0.046 -0.1975* 0.101 -0.3152*1 0602 -0.4125* | 0.042
Distance 0.0912 0.164 -0.312 0.128 0.2611* 0.074 | .32%9* 0.079
Source: Own calculations from survey data
Number of obs = 267, LR chi2(72) =94.49, Prob>chi2 = 0.0390, Log likebd =-369.07811

Pseudo R2 = 0.1135
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Interpretation of the results

Age of the respondent This variable was found to be significant and agglositive
sign for female condoms, pills and injectables @%ollevel of significance but
insignificant for implants. This shows that an g&se in age increases the probability
of choosing these methods as opposed to implahis.ehtails that choice of implants

over male condoms as an SRH method is not affdutede.

Income of the respondent.The statistical significance and positive sign iftdome
means that choice of pills, injectables and im@antreases with an increase in level
of income. However, the increase in income had gatine effect on the choice of
female condoms. Female youth who had higher incameelikely to switch from
female condoms compared male condoms to reliabteads such as injectables and
pills.

Ownership of savings:This variable was found to be significant for icpis only
and had a positive sign. This means that ownersiigome savings increases
probability of choosing implants as compared to eanabndoms. Savings was
insignificant for SRH methods such as pills, femed®doms and injectables due to
their low cost which may not require one to saveider to access the alternative
SRH methopds as opposed to male condoms.

Tribe of the respondent: The variable was insignificant and had a negasign

female condoms, pills and injectables. However, Migdumbuka and Yao tribes
were significant for implants. This means that gea Ngoni, Yao and Tumbuka
reduces probability of female youth choosing imfdaas an SRH method. The
negative sign across all the methods implies thalaiian tribes reduce probability

of female youth to take part in family planning.

Religion of the respondent Religion of the respondent carried positive sfgn

female condoms and pills and negative sign forctajgles and implants. This shows
that probability of choosing female condom increadg being a protestant and
Pentecostal. These results were statistically sogmt foe female condoms among

Protestants and Pentecostals. Injectables werkkebt to be selected among female
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youth of all religious groupings and these wereaiicant at 1%, 5% and 10% level

of confidence for Catholics, Protestants and Pestats respectively.

Awareness about SRH methodThis variable had a positive sign and significkmt
implants and insignificant for female condoms, giéind injectables. Respondents
who are aware about implants are likely to selbi inethod as compared to male
condoms. Awareness about pills, female condomsigedtables had no effect on
their choices compared to male condoms. Increasea@reaess about implants

increases probability of choosing implants by 21¥&@ampared to male condoms.

Awareness about SRH problemsThis variable carried a positive sign and was only
significant for female condoms and implants. Thisams that awareness of about any
of the reproductive health problems increased fitibaof use of any SRH method.
This entails that female youth are confident on éffecacy of the SRH methods to
prevent SRH problems hence the positive sign ofcthefficients. Awareness about
SRH problem had a larger effect on implants ansl itiireased probability of female

youth using implants by 43% as opposed to male @msd

Prior exposure to SRH problem: The statistical insignificance and positive sign
means that choice of the SRH is positively affedigdespondent exposure to SRH
problem. Respondents who were once affected by Rid Broblem are likely to
choose any SRH method for fear of repeated SRH lgmobThis result was
pronounced in female youth who once fell pregnauat &hile using one of the SRH
methods. Exposure to SRH problem will increase glodlly of choosing implants by
85%.

5.9 Factors affecting willingness to pay for sexuand reproductive health

services

Tobit model was estimated to assess determinantsiliigness to pay for SRH
methods. The dependent variable, maximum willingriegpay (WTP) was regressed
against different socioeconomic explanatory vaeablWTP for different SRH
methods was conducted and the results are presesitad.
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5.9.1 Willingness to pay for male condoms

Table 16 provide determinants of willingness to fiaymale condoms. The table
highlights variables which were significant at 985% and 90% confidence interval.
The overall model was found to be significant atl&¥%el of significance.

Table 16: Determinants of willingness to pay maleandoms

Willingness to pay
Explanatory variable Coefficient P>|z|
Age 4327122 0.977
Youth club membership 147.8496** 0.025
Lomwe 177.7994* 0.060
Ngoni 332.6588*** 0.000
Sena 122.6588 0.448
Tumbuka 118.547 0.152
Yao 338.3257 0.131
Catholics -144.2881** 0.041
Protestants -188.8192** 0.026
Pentecostals -43.6271 0.593
Income 0.0058** 0.048
Savings 44.1868 0.523
SRH method awareness -124.3953 0.525
Gynaecologic cancer 237.3514 0.143
Pregnancies 96.37021** 0.044
HIV/AIDS 217.4612* 0.032
Cost -0.0262 0.769
Distance -8.5825 0.505

Source: Own calculations from survey data
***significance at 1%, **significance at 5%,* sigincance at 10%

Number of obs = 76, LR chi2(18) =41.30,Prob>chi2 = 0.0014
Log likelihood = -153.5609 sdudo R2 = 0.1185

21 left-censored observations at G4<=0, 55 censored observations
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Interpretation of the results

Age of the respondent:The positive coefficient of age indicates that acréase in
age increases willingness to pay for male condofftitsowgh it is statistically
insignificant. This entails that we can acceptrib# hypothesis that age of the female

youth does not affect willingness to pay for madaadoms.

Membership to a youth club: The statistical significance and positive coefintiéor
membership to a youth club means that WTP increag@smembership to a youth
club. Membership was found to increase willingnasgpay for male condoms by
MK148. This result is statistically significant &6 level of significance. We can
therefore reject the null hypothesis that membersbi youth club does not affect
willingness to pay.

Tribe: All the tribes were found to be increasing williegps to pay for male
condoms. However, the Ngonis had higher willingrtegsay followed by Lomwes at
1% and 10% confidence interval. By being a Ngdme, WTP for male condoms was
MK330 while for the Lomwe respondents it was MK180illingness to pay for the
Yaos was also high (MK330) but insignificant. Timsignificance can be attributed

to small sample size for the Yaos.

Religion: Respondents were put into four broad categorieslesfominations of
Muslims, Catholics, Protestants and PentecostalsliMs were used as a base group.
The results showed that religion decreased WTP/atds Catholics and Protestants.
However, the results were not significant for Peostals. The null hypothesis that
religion does not affect willingness to pay is odgel. These results are consistent with
a priori that religion discourages use of SRH mdthas doing so will be deemed as

encouraging fornication.

Income: The results showed that an increase in level a@nreincreases willingness
to pay for male condoms and this was significanb%t confidence interval. This
result also implies rejection of the null hypottseiat income does not affect WTP.
However, the rate at which an increase in inconmessed WTP is very low

implying that WTP for male condoms is inelastigrtorease in income.
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Personal financial savingsin comparison to respondents without personal ggyin
ownership of savings was found to be another deétamh that increased WTP
although it was statistically insignificant. Savinigcreases WTP by MK44.00 and we
can accept the null hypothesis since male condoensheeaper and one does not need

to save in order to buy male condoms.

Awareness about male condomsthis variable was found to decrease willingness to
pay for male condoms and the results was statiisticaignificant. Although a priori,
awareness was expected to increase WTP the rebols that awareness about male
condoms has no bearing on their WTP among femafsorelents.

Severity of SRH problem: Using sexually transmitted infections as basis for
comparison, fear of getting pregnant and contrgctiiV/AIDS were found to be
significant determinants increasing WTP for malendmms by MK96.00 and
MK217.00 respectively at 5%. Fear of contractinghagcologic cancer was also
increasing WTP although it was insignificant. Irewi of this we can reject the null
hypothesis for pregnancy and HIV/AIDS while accegtione for Gynaecologic

cancer.

Cost of male condomsincreasing the cost of male condoms was found toeadse
WTP although the results were not significant 2018Ve can therefore reject the null
hypothesis. However, this result should be treatét caution as a price increase
beyond a certain threshold can significantly affi&GiP

Distance from access pointResults on distance from point of sale indicatd tha
longer distance reduce WTP for male condoms. Tlailtee were statistically

insignificant. Increasing distance by one kilometik reduce WTP by MK8.00

5.9.2 Willingness to pay for female condoms
Willingness to pay for female condoms is affectgdskbveral factors. These factors

were tested to assess their significance. Thetsestiwillingness to pay for female
condoms and its interpretation are presented itetald below. The model was

statistically significant at less than 1% levektohfidence.
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Table 17: Willingness to pay for female condoms

Willingness to pay for female condoms
Explanatory variable Coefficient P>|z]
Age 0.3806535 0.878
Youth club membership -39.40519*** 0.005
Lomwe -31.05927* 0.104
Ngoni -28.3423 0.127
Sena -17.60502 0.637
Tumbuka -5.190269 0.784
Yao -17.27616 0.720
Catholics -27.2441 0.189
Protestants -22.3574 0.213
Pentecostals -14.04039 0.465
Income -0.0008064 0.211
Savings -17.2584 0.241
SRH method awareness -16.76703 0.744
Gynaecologic cancer 3.110986 0.913
Pregnancies 272.1364*** 0.001
HIV/AIDS -57.79922* 0.063
Cost -0.0017436 0.857
Distance -0.2845137 0.551

Source: Own calculations from survey data
***significance at 1%, **significance at 5%,* sigincance at 10%

2 left-censored observations, 74 uncensoregmations

Number of obs = 76, LR chi2(26) =104.16, Prob>chi2 =
0.0000, Log likelihood = -387.41033 Pseudo R2 = 0.1185
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Interpretation of the model

Age of respondent: The study results show that WTP increases as agteof
respondent increases. However, the hypothesis @sedt and the results were not
statistically significant. Based on these results @an therefore accept the null

hypothesis that age increases WTP for female coedom

Membership to a youth club: Youth clubs play an important part in creating
awareness about SRH programs. These are also soafcERH methods. The

findings indicated that membership to youth clulesrdases willingness to pay by
MK39.00. These results were significant at p<0.00tan therefore be argued that
we reject the null hypothesis that WTP for femadadoms is not affected by youth

club membership.

Tribe of the respondent: The study found that tribe decreases willingnegsatp for
SRH methods. All the tribes had a negative willegmto pay. The results were tested
and found to be significant at 10% significanceelefor female youth who were of
Lomwe tribe. Respondents who were Lomwe, Ngoni &ads reduced WTP by
MK31.00, MK28.00 and MK17.00 respectively.

Religion: The results showed that willingness to pay decceaseong all religious
groupings. However, these results were not steaityi significant and therefore the

null hypothesis that religion does not affect WHR be accepted.

Savings and income:Ownership of personal savings and an increase @ th
respondent’s income were found to be affecting ViBrHemale condoms negatively.
This may imply that increased income is allocatdther uses where utility is high
but also it may be invested in other ventures whettens are better. Furthermore, an
increase in income may trigger female youth to deinbetter SRH methods than

female condoms.

Awareness about female condomdshe results showed that awareness about female
condoms reduces WTP. Although it is expected taesme WTP, the situation

appears different. This could be attributed to meeptions associated with female
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condoms but also difficulties in using female comdoas reported by other female

respondents during interviews could be affectingRVT

Severity of SRH problems:Respondents’ perception about SRH problems affected
willingness to pay for female condoms. The sunesults showed that fear of getting
pregnancy increased willingness to pay by MK270levithe fear of HIV reduced
willingness to pay by MK58.00. These results wegnificant at p-value of 1% and

10% respectively.

Distance to access point and price of female condem

Increasing price of female condoms and distandbeqoint where female condoms
are accessed decreased willingness to pay an@shé#s were not significant even at
10%.

5.9.3 Willingness to pay for oral combined contragatives (pills)
The model was estimated to assess willingness tp foa oral combined

contraceptives (pills). These variables includedhalgraphic, social, economic and
exposure to SRH problems. As for WTP for pillsethwvariables were significant and

these were tribe (Lomwe in particular), fear of ttaating HIV/AIDS and distance.
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Table 18: Willingness to pay for pills

Willingness to pay for pills
Explanatory variable Marginal effect P>|z|
Age -10.4233 0.161
Youth club membership | -21.1020 0.592
Lomwe -98.7290* 0.061
Ngoni -43.1457 0.400
Sena -112.3828 0.300
Tumbuka -24.9593 0.623
Yao -86.5908 0.537
Catholics -42.1586 0.241
Protestants -68.1812 0.170
Pentecostals -11.2897 0.831
Income 0.0005 0.793
Savings -55.0330 0.206
SRH method awareness 21.9098 0.605
Gynaecologic cancer -99.0180 0.255
Pregnancies 24.4883 0.713
HIV/AIDS -96.9087* 0.090
Cost 0.0217 0.449
Distance 4.7465 *** 0.001

Source: Own calculations from survey data
***significance at 1%, **significance at 5%,* sngficance at 10%

Number of obs = 76, LR chi2(24) =35.09, Prob >chi2 =
0.0470, Log likelihood = -467.88488 Pseudo R2 = 0.0961

61



Interpretation of the results

Tribe of the respondent: The study results indicated that tribe reducedngtess to
pay for pills among female youth. The variable wsignificant for Lomwe
respondents whereby WTP declined by MK98.00. Tkaedrwas the same for the

other tribes however; the p-value was not stasifffisignificant.

Severity of SRH problems: The severity of the impact of HIV/AIDS negatively
affected WTP for pills. The effect of HIV/AIDS reded willingness to pay for pills

by MK97.00. This could be explained consideringttipdls are for preventing

pregnancy so female youth will be demanding a ntethat is dualistic in nature by
preventing pregnancy and HIV/AIDS. We can rejece thull hypothesis that

HIV/AIDS does not affect WTP for SRH methods at 18i¢gnificance level.

Distance to access point for SRHThe results showed that an increase in distance to
the point where SRH services are accessed incredfiagness to pay. Female youth
would be willing to pay for pills offered in distahealthcare points than collect the
pills in the neighbourhood. This is done to prot&emselves from being labelled as
immoral and deviants since sex and family planmreghods are considered to be for
the married. The variable was significant at 1% i$igance level and not only rejects
that distance has no effect of demand for SRH ntethd also the results indicate

that privacy of health seekers is an importantassu

5.9.4 Willingness to pay for injectables

The model for WTP for injectables was significahtL&b level of significance with a
number of variables that were statistically sigmfit. An interview with key
informants at BLM and FPAM indicated that femaleutfo preferred injectables to
other SRH methods.
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Table 19: Determinants for WTP for injectables

Willingness to pay for injectables

Explanatory variable Coefficient P>|z|
Age 91.7867* 0.096
Youth club membership -449.7753* 0.073
Lomwe -1182.1110 0.142
Ngoni -1182.1110 *** 0.016
Sena -101.8717 0.868
Tumbuka -59.7490 0.832
Yao -1445.5820*** 0.016
Catholics -1774.5951*** 0.007
Protestants -1526.8860*** 0.007
Pentecostals -1403.4480*** 0.011
Income 0.0262** 0.052
Savings 514.1856 ** 0.050
SRH method awareness 466.2868** 0.051
Gynaecologic cancer 453.4609 0.414
Pregnancies 262.3924 0.590
HIV/AIDS 893.6793* 0.079
Cost 355.4215 0.128
Distance 488.2561 0.059

Source: Own calculations from survey data

***gignificant at 1%, **significant at 5%,* signi€ant at 10%

Number of obs =

Log likelihood = -326.04356

267, LR chi2(20)
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Interpretation of the model

Age of respondent: The variable was found to be significant and pasit An

increase in age by one year increased WTP by MKQ1.7

Education of parent: While education level is considered as an impaértactor in
increasing WTP, parents’ education was signifieganmeducing WTP for injectables.
This implies that parents who educated will redaridkngness to pay by MK1270.

Youth club membership The statistical significance and negative sign tuis
variable means that WTP for SRH methods decreagbswembership. This finding
is inconsistent with a priori that membership skouhve a positive sign. This shows
that female youth clubs discourage youth from psmwdus behaviour and promotes
abstinence. The negative sign may also come assadt ref HIV/AIDS since
injectables are only effective against pregnancy.

Tribe: The variable had a negative sign which means #flathe respondents
regardless of their tribe were less willing to gay injectables. However, the results

were quite significant among the Ngonis and Yads?atevel of significance.

Religion: The negative sign on religion showed theligion of the respondents
reduced willingness to pay for injectables. Thisute was significant for all

denominations at 1% level of significance.

Income and savingsThese variables had positive coefficients and \segeificant at
5% level of significance. A 1% increase in incom# increase willingness to pay by
0.02% while ownership of financial savings will lrrase WTP for injectables by
MK514.

Awareness about SRH problem:The variable was not significant apart from
HIV/AIDS. However, all of them carried positive sigvhich means that awareness of
an SRH problem will increase WTP for injectablesVMIDS increases WTP by
MK®893.

Awareness about injectablesThe statistical significance and positive coeéiti
implies that awareness increases WTP for injecsable MK470. This means that

female youth who are aware about injectables &elylito increase their WTP.
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CHAPTER 6

CONCLUSION AND POLICY RECOMMENDATION

6.1 Summary and conclusions

This study used contingent valuation method (CVMElicit willingness to pay for
SRH services for female youth studying in secondamy tertiary institutions of
Lilongwe and Tobit model was used to assess detamts of willingness to pay for
SRH services. Additionally, the study also asse$aetrs affecting current usage of

SRH services and factors that may affect an indadid choice of SRH method.

Current usage of SRH is positively affected by af¢he respondent, respondent’s
prior exposure to SRH problem, exposure of pee&Rbl problem, tribe, savings and
income. However, SRH use as a result of a changecome was found to be low
especially for female condoms and male condoms. 8&ide is further discouraged

by youth club membership in schools, religion andwledge of SRH problem.

Probability of choosing a specific SRH method isipeely affected by age, level of
income, financial savings, knowledge about SRH lemmband awareness about SRH
method. It was also observed that factors suclelagan, tribe, price, distance and
respondent’s exposure to SRH problem negativelgctdti probability of selecting

some of the SRH methods.

The survey results indicated that about 76% ofitherviewed female youth used
SRH methods during last sexual intercourse fromapei institutions which included
retailers, pharmacies and private clinics. Abou8df the respondents were willing
to pay for different SRH methods. The results shibthat most female youth showed
WTP for male condoms (90.9%) followed by implan®.7%). Female condoms
were reported by 76%, oral contraceptive pills 3¢4) and injectables (89.7%) of the
respondents.
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However, effective demand is still low as only 2&%¥female youth paid for SRH
method which was used during last sexual intereWwkean maximum willingness to
pay ranged from MK118 for male condoms to MK 2096r fimplants.
The cheap shelf price for male condoms was MK5@hde the price for implants
was MK5000.00

The key determinants for willingness to pay forfetént SRH methods were
identified. These determinants also varied by SRHKthod. The following
socioeconomic variables were found to positivefig@fwillingness to pay for male
condoms; youth club membership, income, fear oftirggetpregnant, fear of
contracting HIV/AIDS and tribe and in particularihg from Lomwe and Ngoni tribe.
On the contrary, denomination of the respondestadce to source and cost of male
condoms negatively affect willingness to pay forleneondoms. We can therefore
reject the null that these socioeconomic factorsxdbaffect willingness to pay for

male condoms.

WTP for female condoms was negatively affected bytly club membership, tribe
(Lomwe), fear of HIV, and income. Fear of pregnapogitively affected WTP for
female condoms. In view of this we can reject thl hypothesis that youth club
membership, tribe, fear of HIV/AIDS and pregnandesnot affect WTP for female

condoms.

WTP for injectables is positively affected by agecome, savings and awareness
about injectables. Socioeconomic factors such asenpaeducation, tribe,
denomination, and youth club membership negatiaéfigct WTP. We can therefore
reject the null hypothesis that these factors db affect WTP. WTP for pills is
positively determined by distance, age, income awlareness while other
socioeconomic variables such as tribe, fear of HIBS negatively affects WTP. We
can therefore reject the null hypothesis that theseables are insignificant in

determining WTP for pills.
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Furthermore, we can also conclude that sociolodabrs such as tribe, religion and
prior exposure to SRH problems play an importate no determination of choice of
SRH method and WTP. Respondents who feared andduaived treatment for a
particular SRH problem ensured that they choosesthhad that would protect them
from that SRH problem. This also affected theidingness to pay.

A general overview across all the methods showsWHEP is positively affected by
age of the respondent, income, savings, prior axposo SRH problem, and
awareness about SRH method. It was also obseratdelgion, tribe, distance and
cost of SRH method reduced WTP. The decline in aeihfar condoms and pills
while there is an increase in income and savingsvghat these methods are inferior

compared to injectables and implants.

Furthermore, source of SRH methods also had afeigni effect on WTP as
respondents who obtained SRH methods in publiceplagere less willing to pay
unlike respondents who obtained SRH methods fromater hospitals, pharmacies

and retail outlets.

6.2 Policy implications

Based on the results, making SRH services free doesicrease demand as most of
the female youth obtained SRH methods from pharmesacetailers and private clinics
where they were paying. Decision to access SRH adstin private institutions was
affected by distance to the facility and waitinghé. There was long waiting time in
facilities where SRH services were free unlike nivaie facilities. In view of this,
economically empowering female youth will incredise effective demand for SRH

services as they will be able to pay for it.

There is subsidization of SRH services in publicsgital, CHAM and BLM.

Government should review its position as most femaluth do not access these
services in the public healthcare facilities. Ndmiaation of these resources from
public facilities is a manifestation of allocatireefficiency. There is need to promote
youth friendly SRH services in public health faeds to increase demand for SRH
methods. This should be coupled with improved &fficy in service delivery. These

reforms should be coupled by youthful SRH serviceviolers.
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Intensification of information, education and commuoation (IEC) on sexual,
reproductive health and rights campaigns wouldeiase utilization by female youth
as they will be able to demand these services fitwair sexual partners where the

partner is not willing to utilize.

Female youth must also be encouraged to consigtest! SRH methods as failure to

do so will result in increased cases of pregnarenesHIV/AIDS.

Introduction of user fees for SRH methods can redbe burden on the government
to support reproductive health services as mosaleryouth indicated willingness to
pay. However, care must be taken in the implemematf this policy as 15% of

female relied on free SRH services and introducbbmuser fees may exclude this

group.

6.3 Study limitations

The limitation of the study was non-inclusion oflengouth in assessing demand for
SRH services. It was observed that some of thesi&s on which method to use
were made by male counterparts and absence oubhisample in the study brought

in some information gaps.
The small sample size makes the study conclusite toeated with caution.

Increasing the sample size of the respondentsufard studies will make the study

draw rigorous conclusions.
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