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ABSTRACT

This study examines gendered attitudes and family planning in the Central

American country ofHonduras using a feminist perspective. Specifically, this study

investigates the relationships between gendered attitudes (i.e., male oriented or non-male

oriented attitudes) and who makes decisions about contraceptive use and family size

among married and common-law Hondurans. This study also attempts to account for

social elements such as gendered attitudes, education, economics, environment and

demographics that may act to limit or enhance women's agency in reproductive decision-

making. Furthermore, gender is examined to determine whether these relationships

depend on the gender of the respondents. Two national Honduran surveys from 2001 are

used in a secondary analysis, specifically muUinomial logisfic regression. Findings

indicate that women reporting non-male oriented attitudes are significantly more likely to

indicate that they (the wives) make the contraceptive decisions. Moreover, both men and

women reporting non-male oriented attitudes are significantly more likely to indicate

making contraceptive decisions together. Both of these effects remain significant when

other social factors included in the analyses, though part of the effect is explained by

education and economics. Similar effects are found in terms of family size decisions.

Limitations and directions for future research are discussed.
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CHAPTER ONE: INTRODUCTION

This study examines gendered attitudes and decisions about family planning in

the Central American country of Honduras. Gendered attitudes, in this study, are

individual opinions about how men and women should behave. The term family planning

is often used as a synonym for contraceptive use; however, the current study uses family

planning as an umbrella term to cover two concepts, contraceptive use and family size.

That is, family planning occurs when contraceptives are used as a means to control (or

plan) family size. Family planning decision-making behaviour reveals information about

equity and power between men and women in the context of Honduras. The influence of

the Honduran social context is also of interest in terms of the potential effects it has on

the ability ofmen and women to negotiate family planning decisions. Moreover, the

social context locates men and women within the Honduran cultural, economic,

educational, and environmental structures. It should also be noted that as a non-

Honduran, student researcher in Canada, special considerations are undertaken to respect

the differences between the perspectives of the researcher and the researched. In addition

to understanding the relationship between gendered attitudes and family plarming

decision-making in the Honduran context, the current study also seeks to contribute to the

growing body of knowledge about gender and family planning both in Honduras and in a

global context. ' c .'

Rationale

Health is increasingly considered a universal right in a global context. Several v

international bodies consider reproductive health (of which family planning is a part) in

particular, a universal right. Reproductive health, as defined by representatives fi-om
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around the world at the 1 994 Beijing 4"' World Conference on Women, is the ability to

have a safe and satisfying sex life, the capability to reproduce, and the freedom to decide

if, when and how often to reproduce (United Nations, 1994). Concerning contraceptive

use, the definition implies that men and women have the right to have access to, and have

a choice of safe, effective, affordable, and acceptable methods of contraception (United

Nations, 1994). In terms of family size, men and women both have the right to freely and

responsibly decide the number, spacing and timing of their children and to have the

information and ability to do so (United Nations, 1994). If reproductive health is

perceived as a universal right, and as a result, more women are empowered to make

decisions about sexual activity and its consequences, then women's health around the

world has the potential to improve. In 2000, a United Nations Population Fund report,

State ofthe World Population (UNFPA, 2000) suggested that the empowerment of

women in the area of reproductive health has the potential to reduce negative health

outcomes. For example, the report indicates that a third (approximately 80 million) of all

pregnancies are unwanted or mistimed and suggests that if women had the number of

children they (actually) wanted, the average family size in many countries would

decrease by one child (UNFPA, 2000). Moreover, the report states that 50 million

abortions occur each year, 20 million of which are unsafe leading to 78,000 maternal

deaths (UNFPA, 2000). The State of the Worid Population report concludes that

providing women with resources such as increased access to family planning and

reproductive health services reduces abortion rates and maternal mortality rates (UNFPA,

2000). Yet, according to the Platform for Action on Women and Health (one of the

strategic objectives and actions that arose from the 4"' World Conference on Women),
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women face several challenges to attaining equality in reproductive health. Such

challenges for women include a lack of knowledge about human sexuality, engaging in

high risk behaviours, violence and discrimination, poor quality of health services and

poor access to health services, poverty and economic dependence, limited power over

their sexual and reproductive lives, and a lack of influence in family planning and

decision making (UN, 1994). These obstacles are fiirther complicated by structural,

cultural and historical contexts in which women in poverty live, particularly in the

developing world. In summary, the United Nations perceives reproductive health to be a

universal right. When reproductive health is constructed as a right, there is potential for

women's empowerment through social movements and policies to reduce negative health

outcomes. Yet, the abstract notion of reproductive health as a human right on its own or

even when coupled with policy may not necessarily lead to the positive outcomes it

promises. The challenges of education, lifestyle practices, violence and discrimination

based on sex, health care, and income mentioned above are also important for

understanding reproductive health.

Such challenges to women's (and men's) reproductive health are important

themes that intersect with gender. That is, experiences of reproductive health vary across

education, income, access to health care and so forth and these social determinants also

vary across women and men. The literature identifies gender as an important social

determinant of reproductive health in countries around the world. The relevance of

including men in the UN's definition of reproductive health may be debated among those

who consider that reproductive health consequences affect primarily women both

physically and socially. However, this inclusion reflects the reality that men can be and
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often are involved in reproductive health decisions. In rural Honduras (Althaus, 1 998)

and elsewhere (Bankole & Singh, 1998; Kulczycki, 2004), studies suggest that involving

men in reproductive health programs and initiatives in a positive way is a crucial element

that can no longer be over looked, particularly in relationships where spouses disagree on

the desired family size.

Understanding gender and family planning in Honduras is particularly interesting

given that for 2005 Honduras ranked 1 1
6"^ (out of 1 77 countries) on the Human

Development Index (HDI). The HDI is a comparative measure of development across

countries (Jolly, 2002). Honduras is ranked similarly to other Central American countries

such as Nicaragua (112), Guatemala (117), Belize (91), and El Salvador (104), but lower

than North American countries such as Canada (5) and the United States of America (10).

The HDI is a composite measure based on three dimensions ofhuman welfare: income,

education and health (Figure 1.1). The Gross Domestic Product (GDP) measures income,

one ofthe dimensions accounted for in the HDI. More specifically, the GDP is based on

the Purchasing Power Parity dollars (PPP), a theoretical unit that equalizes the

differences in the prices for similar goods across countries. Education is another

dimension of the HDI and it is measured as a percent, based on the level of adult literacy

and child enrollment in school. Finally, the third measure of the HDI is health. Health is

measured as life expectancy in years, which ranges from 25 years to 85 years around the

world.

Structural factors such as the measures used to make up the HDI can have a

lasting effect on health outcomes (cf Link & Phelan, 1995). Honduras is an interesting

country to study because of its changing structural factors. One example of an event that
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altered the developmental processes occurring Honduras is Hurricane Mitch in 1 998.

Hurricane Mitch devastated the people, the environment, and the economy more so than

any other country in the region. While each Central American country (including

Honduras) is unique from one another, there are also similarities as indicated by the

similar rankings in HDI. As such, findings from the present study may also shed light on

other Central American countries because of their shared experiences in development.

Therefore, Honduras is at the same time unique from and similar to other countries in

Central America. •

";
-''" '\ •*-' -:;tUi., -- ''k -..o^r':ir^M^i:t.

Figure 1.1

Dimensions and Indicators Used to Calculate the Human Development Index

Dimension A Long and

Healthy Life

Knowledge

Indicator Life Expectancy Adult Literacy Gross Enrolment

at Birth

I
Rate Ratio (GER)

'I

A Decent Standard

of Living

GDP per capita

(PPP US$)

Adult Literacy

Index

GER Index

Dimension Life Expectancy

Index

Index

Education Index GDP Index

i

Human Development Index (HDI)

(United Nations Development Programme, 2005).

Thus far, brief explanations of the importance of family, reproductive health,

gender, and Honduras have been outlined above. The following section provides a

conceptual map to illustrate the importance of family planning and gender norms in a

larger social context (Figure 1 .2). To begin, family planning can be conceptually located

between two sets of factors, those factors that affect family planning and those factors





that are affected by family planning. Family planning is affected by many factors within

the social and cultural context in which these behaviours, choices and decisions occur.

One of the central factors for this study within the greater social and cultural context is

gender norms. The literature suggests that gender norms and more specifically, gender-

based inequalities in power can contribute to poor reproductive health outcomes .•.
*

(Population Council and International Working Group, 2001). In addition, just as family

planning is affected by social context, family planning also has implications for the health

of the individual, the quality of life for the family, and the development of the community

and the country. Figure 1 .2 illustrates the link between gender norms, family planning,

and potential outcomes. The box on the left identifies the two components of gender

norms, attitudes and behaviours that are central to the current study.

Figure 1.2

Concept Map that Locates Gender Norms Relative to Family Planning Outcomes

Gender Norms
(Affect family planning)

Attitude :

Who should make
important decisions?

(men, women, or both)

Behaviour :

Who makes family

planning decisions?

(men, women, or both)

Family Planning

"N Type of contraceptive

used

Number of children in

a household

^

Outcomes
(Affected by family planning)

Individual Health

Family's Quality of Life

Development of Honduras

nOu':ts i n i Gender Norms 'i..r- ii:.:

Gender norms refer to the prevailing discourse of the socially constructed concept

of gender. Since gender norms vary over time and across societies, it is considered a
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socially constructed concept (Oakley, 1972). More specifically, a gender norm is a ,,

broad concept that informs the socially acceptable activities ascribed to each sex. Gender

norms, for the purpose of the current study, is conceptualized as part of a cyclical process

involving gendered attitudes and gendered behaviour. Though there are opportunities to

alter discourses, generally gender norms have the ability to produce specific gendered

attitudes and gendered behaviours. In turn, gendered attitudes and behaviours have the ;;

ability to reproduce gender norms because, at a certain point, a behaviour becomes ,

,

common enough that it becomes a norm. In this study, gender norms pertain to the task of

making decisions. Moreover, the focus of this study is on attitudes and behaviours that

are reflective of gender norms in contemporary Honduras. The concepts of attitudes and

behaviours £ire discussed fiarther below.

Attitudes

An attitude may be defined as the belief an individual holds about a specific

behaviour or position on a subject (Abercrombie, Hill, & Turner, 2000). In this instance,

the attitude is about gender roles specifically, which gender should make important

decisions. Gender dynamics and changes in society influence attitudes about who should

make important family decisions. There is a commonly held belief that men should be

and are expected to act as the family providers, taking responsibility for their families.

According to Hirsch (2003), such beliefs are also present in reproductive health decisions

where men control their wives' access to reproductive health services. Yet social changes

in Latin America are influencing changes in the relationship between gendered attitudes

and reproductive health. Such changes include feminist movements, education, migration

to cities and increased access to global media (Brea, 2003). Thus, Central American
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women are staying in school longer, migrating to urban areas, participating in the labour

force, marrying later, using contraceptives and having smaller families (Brea, 2003;

World Bank, 2003). Such changes in Honduras have the potential to alter gendered v

attitudes in a favourable direction for women. i^ ; ..-, .vh

Behaviour !'-!:

As shown in Figure 1 .2, behaviour is also embedded in gender norms and may be

affected by gender attitudes. Behaviour differs from attitudes in that it is a specific action

taken by an individual rather than a belief or a preference (Abercrombie, Hill, & Turner,

2000). Similar to the social changes that inform gendered attitudes social changes also

affect behaviours. For example. Central American men are migrating to urban areas as

well, marrying later in life, and are using contraceptives more than ever before (Brea, :

.

2003; World Bank, 2003). Some behaviour change theories such as the theory of

reasoned action locate attitudes as a contributing factor for a behaviour outcome. In this

study, the concepts under examination are whether attitudes about who should make

important decisions in general affect behaviours surrounding who actually makes family

planning decisions. Together, these concepts reflect the current discourse of gender

norms with respect to family planning decision making in Honduras. ? ; • - .

Family Planning & Outcomes

The middle box in Figure 1 .2 identifies family planning as a term that : ^ -> v

encompasses the type of contraceptive choices surrounding the use of contraception and

the number of children within a family. It is assumed that the behaviours surrounding

family planning decision-making affects the type of contraception used and the size of

the family. Potentially, there are differences in the type of contraceptive use and the
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9
number of children bom depending on who makes these decisions. These decisions, in

turn, have the potential to impact individual health, family quality of life, and the

development of Honduras. First, decisions about contraception can affect women's health

in terms of side effects and complications from certain forms of contraception.

Alternatively, unwanted pregnancies can also result from using methods of contraception

with lower rates of efficacy or not using contraception at all. Currently the most effective

methods of contraception are not necessarily the safest (i.e., side effects) and the

confraceptive methods with the lowest health risks are not the most effective, particularly

in terms of women's contraceptives. '

Second, family size can also affect one's health in terms of caring for children and

ensuring health care for many women, as many women put the needs of the family before

their own needs. Decisions about family size can also affect the family financially in

terms of greater household living expenses associated with the number of family

members in a household. In addition to economic considerations, time may also be

compromised when raising (many) children. Children, particularly families with many

children, require time and attention from parents and may impose limits on available time

and resources to pursue other endeavors such as education, occupational advancement,

and other social activities.

Third, reproductive health affects Honduras on a national level. The links between

poverty and poor reproductive health and gender inequality are recognized nationally in

Honduras in poverty reduction papers ("Poverty Reduction Strategy Paper" and the

"National Plan for Reconstruction and Transformation") where key actionable strategies

include strengthening reproductive health and family planning, and promoting gender v
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equity and equality (UNFPA & Population Reference Bureau, 2005). While these

papers do not explicitly explain the relationships between poverty, reproductive health,

and gender equality, perhaps these relationships can be explained as a cyclical process.

As a starting point, the economic situation is a great challenge to the development of

Honduras. Women's economic contribution to the country's economy in the formal and

informal sectors is high, yet gender inequalities yield lower wages for women. :

Consequently, many women are living in poverty. Such feminization of poverty

decreases women's quality of life and access to affordable health care, which encourages

unfavourable reproductive health outcomes. The cyclical impacts for women becomes

apparent as poor reproductive health, in turn, inhibits women's participation in the

workforce, decreases women's economic contributions and entrenches women's poverty.

Therefore, for positive changes in individual health, family quality of life, and the

development of Honduras to occur, improvements in gender equality and family planning

outcomesmustbeconsideredpart of the solution. -

:v- '•V Research Questions ' jr..

According to the UN (1994), the central challenge for women in terms of

reproductive health is a lack of decision-making power over family planning decisions.

Moreover, the above sections have explained the importance of gender norms, attitudes,

and behaviours on family planning, and the impact of family planning on the individual,

family, and country. With these issues in mind, the research questions under investigation

attempt to assess the current challenges and assets with which men and women contend.

Until it is empirically known who makes family planning decisions, and under what

circumstances, the relevance and the UN's sweeping statement that all women currently
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lack control over family planning decisions remains to be proven. More specifically,

the current study addresses the application of the UN's notion ofwomen's lack of control

over family planning decisions to the Central American country, Honduras. J .\

The research questions under examination for the current study are: 1) What is the

relationship between gendered attitudes and who makes decisions about contraceptive

use? and 2) What is the relationship between gendered attitudes and who makes decisions

about family size? These research questions are illustrated in Figure 1 .3.

Figure 1.3 '
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Conceptual and Practical Framework to Guide the Analysis

Outcome Variables
Independent Variable

Gendered Attitudes

Main Effect

Contraceptive Use &
Family Size

Decision-Maker

Thus, the current study examines the effect of gendered attitudes on family

planning decision-making among men and women of Honduras. The following two

chapters expand on the two research questions above. Chapter Two explores the

Honduran context in an effort to conduct a more in depth study about the social

environment that affects family planning in Honduras. Chapter Three employs a feminist

framework in an attempt to understand these processes specifically in terms ofwomen's

empowerment and the social environment that contributes to women's participation and

control. Chapter Four explains the methods and Chapter Five presents the findings.

Finally, Chapter Six discusses the findings with respect to the study's original rationale,

the Honduran context and the feminist fi-amework presented in the first three chapters.

<•: !3. .r«ri'.. ^.» {"'
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CHAPTER TWO: HONDURAN CONTEXT i

As outlined in Chapter One, this study is about gender and family planning,

focusing specifically on Honduras. This chapter is divided into four parts, starting with a

general understanding of the Honduran context and ending with a specific understanding

of family planning in Honduras. First an explanation ofwhy Honduras is chosen as a

place to study is provided. Second, an overview of Honduras describing its social and .-

cultural context is presented. This overview covers six aspects of Honduras: geography,

demographics, economics, health care, education, and religion. Third, a discussion of

gender relations in Honduras examines broad measures of gender equality. Finally, this

chapter ends with a section devoted to family planning in Honduras. Issues such as

contraceptive availability, knowledge, and use are explored along with issues of fertility

and family size.

Choosing Honduras

There are several reasons why the current study is focused specifically on

Honduras. First, though Honduras is considered "medium development" in terms of the

HDI, it is also one of the poorest developing countries in Central and Latin America as

indicated by its relatively low Gross Domestic Product (GDP) and its status as one of

three countries in the region to receive international debt relief (United Nations

Development Program, 2005). Thus, the present study provides an opportunity to gain

insight into gender equity and family planning in the context a country facing severe

economic challenges. The historical and political processes of poverty in Honduras may

be unique compared to other countries in the world, but the issue of poverty is not unique

to Honduras alone. Even in countries with greater economic wealth, internal disparities





13

persist. Therefore, Honduras is selected as a country with a relatively low overall

socio-economic status with the potential to provide transferable knowledge to other

countries in the region and around the world. ^
;
'

Second, Honduras is selected as the country of study due to the author's relative

ease of access through the International Health Field Course at Brock University and the

Memorandum of Understanding between Brock University and the National Autonomous

University of Honduras, which links students from both countries and engages students in

cultural and scholarly activities. The author had the privilege ofbeing a student in the

International Health class and benefited from the cultural and academic exchange.

Through discussions with Hondurans, the author learned anecdotally about gender norms

and family planning such as women marrying at a young age, husband's distrust for their

wife's use of the pill, preferences for female sterilization and injections as methods of

contraception, larger families, and using contraceptives only after the desired number of

children were obtained. These gender stereotypes intrigued the author and sparked a

curiosity to learn more about gender norms and family planning in Honduras. Therefore,

Honduras' economic status and personal accessibility and curiosity contributed to the

choice in selecting Honduras as the country of study.
'

Overview of Honduras

Geography

The Republic of Honduras, as it is known by its official name, is located in the

middle of Central America bordering on Guatemala, El Salvador, and Nicaragua.

Honduras also has access to both the Pacific and Atlantic Oceans (Figure 2). The ports on

each side of the country are important for economic trade, but are also problematic in
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terms of transmitting infections such as Sexually Transmitted Infections (STIs). The

phenomenon of the trade corridor and HIV/AIDS transmission is well documented as a

challenge in African countries (Bhuiyan, Mohamed, & Mengistu, 2004) and it likely that

this phenomenon exists in Honduras as well. In Honduras, goods are transported along

the trade corridor from the north (i.e., Puerto Cortes) to the south and vice versa. The

potential for STI transmission occurs via mobile populations such as transport workers,

sex trade workers, and other travelers who stop in towns for meals and overnight stays

and engage in high risk sexual behaviours (Bhuiyan, Mohamed, & Mengistu, 2004).

Figure 2.1

Map ofHonduras (World Bank Group, 2006)
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Honduras is dense with mountains, and rich in natural resources such as fhiit

(especially bananas), coffee, mahogany, and other foods (Pan American Heahh

Organization (PAHO), 2002); However, not much of the land is arable. According to the

State of the World Population 2006 (UNFPA, 2006), the ratio of the agricultural

population per hectares of arable and permanent crop land (i.e., land suitable for

agricultural production) is 1 .5. Only Guatemala (2.8) and El Salvador (2.3) score higher

in Central America. High values can be related to stress on land productivity and to

fragmentation of land holdings. While the mountains provide some resources of

economic value, the terrain also affects access in terms of transportation between rural '

communities and urban centres. Travel time from one location to another is often long

because the roads meander up and around the mountains instead of traveling in a straight

line. Also, aside from the main highways and urban streets, many roads are unpaved

forcing vehicles to drive slowly; though this is perhaps more an issue of economics and

infrastructure than physical geography. In addition to time, safety is also an issue,

particularly during the rainy season when roads alongside mountains are subject to

mudslides. Thus, the mountainous terrain covering much of Honduras impedes

accessibility to such things as health care services, employment opportunities, and

schools.

Honduras is also located in a region susceptible to seasonal Hurricanes. As

indicated in the previous chapter, in 1998, one of the strongest Hurricanes recorded,

Hurricane Mitch, was responsible for killing 5,600 people and causing $2 billion in

damage to Honduras (CIA World Fact Book, 2005). The country suffered a massive

setback in regional development in all respects (Calderon et al, 2002). "" ' ''
"





' Demographics

The population of Honduras is 7.4 million people (UNFPA, 2006). The majority

(54%) live in rural areas, with 46% live in urban areas (United Nations Development

Program, 2005). The capital of Honduras, Tegucigalpa, is home to just less than one

million people. Generally speaking, Honduras has a small population density (55

people/km^) for its size (1 12,492 km^) (PAHO, 2002). While Honduras is a largely rural

country, there are urban centres such as Tegucigalpa and San Pedro Sula that are highly

populated (PAHO, 2002). Unlike other countries, the proportion ofwomen is slightly less

than men at 49.6% (PAHO, 2002). Similar to neighboring countries, but differing greatly

from more developed countries. Figure 2.2 illustrates that much of the population is less

than 15 years old (43%) or between 15-24 years old (21%) (PAHO, 2002). In a country

with such a large young population economically dependent on a small work force,

Honduras experiences interrelated challenges such as child labour and low educational

attainment (Calderon et al, 2002; Gunnarsson, Orazem, & Sanchez, 2006). According to

the PAHO (2002), 66% of the country's economically active population consists of

adolescents. In other words, adolescents are contributing economically to the family in

relatively low-skilled and low wage positions, instead of attending school and furthering

education and career opportunities.

Overall, Honduras is a largely rural country with many young people and mixed

heritage. Formerly a colony of Spain, the majority (90 %) of people of Honduras are

Mestizo (European and indigenous ancestry) with Indigenous, Black and White

minorities. Politically, the country is organized up into 1 8 departments, 298

municipalities, 3,000 towns and 27,000 caserios (settlements consisting of fewer than
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1,000 inhabitants) (PAHO, 2002). Many Black people reside in the northern

departments, including the Garifiina people among whom the incidence ofHIV/AIDS is

quite high. In the east, the Misquitos people are isolated from much of the development

initiatives and due to inaccessibility are excluded from the national health surveys used in

the current study. c

Figure2.2 ..- t\ nc h . ...^r,^ v^ ,,,^

Honduran and Canadian Population Pyramids (US Census Bureau, 2006)
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Economics

In general, the national Gross Domestic Product (GDP) of Honduras depends on

exports of goods and services with little growth in domestic consumption (PAHO, 2002).

In Honduras, one of the main sources of economic activity is agriculture. As discussed

previously, the mountainous terrain affects accessibility and it also affects the cultivation

of crops because, unlike other countries in Central America, Honduras lacks the volcanic

soils that make the soil fertile (Rowlands, 1997). Yet, agriculture remains a dominant

source of economic activity for the country, particularly on the north coast which is the

most fertile and home to US owned banana companies (Rowlands, 1997). Much of these

and other agricultural jobs employ men, while rural women tend to only work on the

milpa (the family maize field) or not at all. Until 1993, women were not allowed to own

land for agricultural purposes (except as widows with no sons) (Rowlands, 1997). Since

the 1993 agricultural modernization law, women are permitted to own land, but

inequalities still persist in reality. Examples of this include stories ofwomen being .
'<

allocated less fertile land, or their land being taken away once it becomes productive

(Rowlands, 1997). While gender wage gaps are decreasing in Latin America, women

continue to earn less than men (World Bank, 2003).

Another industry in Honduras is the Maquiladoras, or assembly plants, in which

foreign materials are shipped to Honduras and, once assembled, shipped back to the

original market (PAHO, 2002). This type of economic activity is described as high export

growth and low value added, which is characteristic of exporters of garments in

Honduras, Nicaragua and Bangladesh (United Nations Human Development Programme,

2005). About 72% of these jobs in assembly plants are held by women (PAHO, 2002).





Some studies found that women who work in Maquiladoras are more Hkely to have

lower birth weight babies than those who work in the service sector (Eskenazi,

Guendelman, Elkin, & Jasis, 1994). Many women from rural areas migrate into the cities

to find work in the service industry and a popular career path lies in domestic service

(Rowlands, 1997). Such careers in the service sector tend to be low paying and are cited

as a contributor to the current gender wage gap (World Bank, 2003). '^ . ; r

The GDP in 1999 dropped significantly from the previous year due to the

catastrophic devastafion of Hurricane Mitch in 1998 (PAHO, 2002). Hurricane Mitch was

responsible for a 4.6% reduction in GDP, which would have been even higher were it not

for international aid (PAHO, 2002). The effects of Hurricane Mitch were also felt in the

agricultural and livestock sector. Production declined 8.7% and exports decreased 9.4%.

Banana and plantain production decreased by over 70%; rice, bean and coffee production

decreased by 53%, 41%, and 11% respectively. Shrimp also decreased by 4.2% (PAHO,

2002). In a country already struggling to make economic progress. Hurricane Mitch was

a large setback. After Hurricane Mitch, the economic program for 1999-2001 included

reforms aimed at privatization, modernization, improved efficiency of the public sector

and strengthening the financial system (PAHO, 2002). The latest available statistics

found indicate that the GDP per capita is 2,665 US$ (United Nafions Human

Development Programme, 2005). .- -. ,

Honduras is considered internationally to be one of the poorest countries in the

Western Hemisphere with an unequal distribufion of income and high unemployment. <)

Due to its large external debt, Honduras is one of four Latin American nations (Honduras,

Nicaragua, Guyana and Bolivia) to be granted debt relief under the Heavily Indebted
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Poor Countries (HIPC) initiative (United Nations Human Development Programme,

2005). However, eligibility for HIPC is contingent on complying with International

Monetary Fund (IMF) programs and loan conditions. Interruptions with this compliance

have delayed debt relief to Honduras (United Nations Human Development Programme,

2005). In other words, being granted debt relief is a complex process that does not

necessarily yield immediate relief Other forms of international involvement in the

development of Honduras include donations from International Agencies and specific

countries. For example, the US is providing $215 million in aid between 2005-2010 to

Honduras. The grant over five years is intended to enable Honduras to develop medium

term financing strategies with greater predictability (United Nations Human

Development Programme, 2005). Overall, Honduras struggles with providing sustainable

economic development and the relatively recent natural disaster of Hurricane Mitch

increases the challenge to such development. On the other hand, Honduras has gained

international attention and financial support to fiarther its economic capacity.

Education

Many health problems in Honduras are linked back to poverty and part of what is

commonly cited as the solution to poverty lies in the knowledge and skills gained through

education (Calderon et al, 2002). Each additional year of primary education increases

wages by 10% and each additional year of secondary education increases wages by 15%

(Calderon et al., 2002). One of the Millennium Development Goals (MDG) is to ensure

that children are able to complete primary schooling. In Honduras, the net primary school

enrollment in 2004 was 91%, an improvement from 89% in 1990 (World Bank Group,

2006). Primary education in Honduras is compulsory and free for children aged 6-12. The
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completion rate for primary school (6 years total) is 79.4% (World Bank Group, 2006).

Yet, only 35% of those who complete this primary cycle move on to the secondary level

(PAHO, 2002). The youth literacy rate was at 89% in 2004 and the adult literacy rate for

those 1 5 years old and older was 80% for both men and women in 2005 (World Bank

Group, 2006). Not all rural towns in Honduras offer secondary school and students

wishing to continue their studies must travel or move to a larger centre. Economic

challenges such as school fees, and the need for extra household income may be too great

to ensure the completion ofhigh school for many in Honduras (Calderon et al., 2005).

The gross secondary school enrollment is 65.5% and the tertiary school enrollment is

16.4% (World Bank Group, 2006). Each step in the education process is threatened by

the cost of attending school and the pressure to earn money. However, the assets gained

through education have the potential to reduce poverty and also to improve health.

Religion
r

The majority of Hondurans are Roman Cathohc. The Roman Catholic Church is a

prominent social institution in Honduras that historically has influenced the government's

resistance to include sexual education programs for youth, despite statistics that indicate

youth engage in sexual activity. The Roman Catholic Church is often cited as promoting

abstinence until marriage and fidelity once married (Hubacher & Suazo, 1996; Stansbury

& Sierra, 2004). While the number of Catholics remains high in the region, there appears

to be a growing Evangelist movement. In Honduras, over the last decade the number of

protestant women has increased from 21.3% in 1991 to 26.0% in 1996 to 34.1% in 2001

(CDC & USAID, 2005). Similar trends are also found in Guatemala and El Salvador

where more than 1/3 of women in these fraditionally Catholic countries are Protestant or
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Evangelist. The effects of this shift, to the author's knowledge, have not been

investigated in terms of family planning outcomes.

Health Care System

Honduras has a two-tier system of health care, the public system and the private

system (PAHO, 2002). The public health system consists of the Ministry of Public Health

and the Honduran Social Security Institute (IHSS). The private health care system

consists of the National Autonomous University of Honduras (UNAH), Military health

care, Non-Governmental Organizations, and Private Institutions such as the faith-based

Church. Within the public health care system, the Ministry of Public Health covers 60%

of the population and the social security system takes care of22% of the population

(CDC & USAID, 2005). The remaining 18% of the population use private health care or

none at all (PAHO, 2002). The Ministry of Public Health regulates and leads the public

sector and sets priorities for public health in Honduras. The public system is available to

all Hondurans at no or low cost. The IHSS is a system of health care provided for those

employed with some companies. Employers contribute to their IHSS plan and employees

are entitled to health care in the IHSS system. Approximately 20% of the population is

entitled to this type of health care, though the proportion of the population accessing this

tier is much less because the IHSS does not have the infrastructure to accommodate 20%

of the population and it is largely urban based, principally in Tegucigalpa, the capital, and

San Pedro Sula (CDC & USAID, 2005). In the private sector, the Military health care

system is available to those in the military and their families. The military health care

facilities are located on military sites. Private clinics play a minor role in providing health

services because few people can afford to access this type of health care. Private clinics
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played a major role in the 1980's in providing family planning services, but since the

1990's, public family planning services have moved towards becoming self-sustaining

(CDC & USAID, 2005).

Reproductive Health

This section focuses on two aspects of reproductive health, maternal health and
,

fertility. Maternal health in Honduras includes prenatal care, delivery care, cesarean

births and postpartum care. In the discussion of maternal health that follows, use of

services and cervical cancer screenings are also discussed. In terms of prenatal health

care utilization, Honduras offers the lowest coverage in the region such that only 82.6%

receive prenatal care (CDC & USAID, 2005). Moreover, only 56.4% (64.1% urban and

51.3% rural) ofwomen in Honduras received prenatal care in their first trimester (CDC &

USAID, 2005). In Honduras, the Ministry of Health is the primary provider of prenatal

care and the second most important provider is the private sector (CDC & USAID, 2005).

In terms of delivery care, data from a 2001 survey that asked women about deliveries

within the past five years indicated, 55.2% of births occurred in a medical facility, which

was a 10% increase fi-om 1991 survey data (45.6%) (CDC & USAID, 2005). The ideal

proportion of cesarean births as indicated by PAHO should range between 5-15% with

lower proportions indicating a lack of accessibility and higher proportions indicafing i

abuse of this procedure (CDC & USAID, 2005). In Honduras, the percentage of all

deliveries that were by cesarean section was 7.9 in 2001. It is possible that this rate is at

the lower end of the PAHO recommendation due to accessibility, particularly in rural

areas (CDC & USAID, 2005). Finally, in terms of postpartum care, only 34% of women

in Honduras receive post-partum care (CDC & USAID, 2005). Post-partum care is
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important as a means to reduce maternal mortality, which is a goal for the Ministry of

Health (CDC & USAID, 2005).

Maternal Health is often measured by the maternal mortality rather which is

defined as the number ofwomen who die as a result of giving birth per 100,000. In

Honduras, maternal mortality has been a priority for several decades (Shiftman, Stanton,

& Salazor, 2003). In UNFPA's State of the World Population reports (2000, 2006),

Honduras is cited as a positive example of a developing country that has successfially

reduced maternal mortality by 40% from 182 in 1990 to 108 (Shiftman, Stanton, &

Salazor, 2003). Shiftman, Stanton & Salazor, (2003) examined the socio-political context

that contributed to this impressive reduction and concluded that five factors were

important in the rapid reduction of maternal mortality rates. First, Honduras already had

an existing legacy for prioritizing maternal health. When much of the health care

infi-astructure was developed in the 1970s and 1980s to reach underserved populations,

maternal health was a priority. Moreover, during the 1980's Honduras was a relatively

politically stable country (compared to neighbouring countries engaged in civil wars) and

was able to devote a sizable portion of their budget towards health care. For example, in

1987, 11.7% of the National budget was used towards health care (USAID, 1988).

Second, maternal mortality appeared on the global health agenda in the late 1980s which

heightened the attention to the issue in Honduras. In response to the Safe Motherhood

Initiative developed by the international health community, the Pan American Health

Organization (PAHO) listed Honduras as one of the region's priorities. Third, in the

1990s a study revealed that the maternal mortality rate was much higher in Honduras

(182 maternal deaths per 100,000 live births) than previously thought (50 maternal deaths
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per 100,000) (Castellanos, David, Ochoa, 1990). Fourth, civil servants mobilized

communities to identify pregnant women, refer women to the formal health system and

encourage them to deliver in safe settings (Shiftman, Stanton, & Salazor, 2003). Fifth,

national, regional, and international donors were engaged in improving and expanding »

maternal health infrastructure in areas of the country reported to have the highest

maternal mortality. Between 1990-1997, seven new hospitals were opened as were 13

birthing centres, 36 medical health centres and 266 rural health centres (Danel, 1999).

The number of physicians, nurses, and birth attendants trained in the reproductive risk

approach rose dramatically, access and utilization of safe motherhood services increased,

skilled attendance at delivery increased, and the number ofwomen delivering in

institutions receiving at least three antenatal visits increased (Danel, 1999).

Another issue of reproductive health is fertility. In cross-country comparisons,

fertility is most often indicated by the Total Fertility Rate (TFR). In Honduras, the TFR is

4.4 children per woman (assuming all women of reproductive age were to have a child)

(CDC & USAID, 2005). For comparison, in Canada, the TFR is 1 .6 children per woman.

Total fertility rates are on the decline in Honduras in both urban and rural areas (Table

2.1). The overall decrease in fertility is attributed principally to changes occurring in

rural areas as this is where the greatest decline in fertility is seen (Table 2.1). Moreover,

Table 2. 1 indicates that higher levels of education correlate with lower fertility rates.
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Table 2.1

Total Fertility Rates in Honduras Reported Over Time and Across Region and Education

Region Education

Year of Survey Total Urban Rural None 1-3 yrs 4-6 yrs 7+ yrs

1987

1991/2

1996

2001

5.6

A.$S

4.9

4.4

3.9

3.9

3.5

3.3

6.9

6.5

6.3

5.6

7.0

7.1

6.5

6.4

6.1

5.9

4.9

4.8

4.4

3.1

2.9

2.7

(CDC & USAID, 2005)

Women in Honduras and in Central America more generally tend to begin

childbearing during the late teenage years and peak between 20-24 years of age with a

gradual decline until 30-34 years when a steep decline occurs. Honduras has one of the

highest TFR among 15-19 year olds (136 annual births per 1,000 women) and this rate

c

has been consistent for the past 10 years (CDC & USAID, 2005). Given the youthful

population in Honduras (see Figure 2.2), demands on family plarming and maternal

services are expected to rise. In most Central American countries, the TFRs are relatively

low among 45-49 year olds, but in rural Honduras, the rate is relatively high at 20

children per 1 ,000 women. Moreover, the most recent data indicate the TFR in rural areas

is 70% higher than in urban areas (Table 2.1). Birth spacing is another important issue of

fertility and maternal and infant health. Generally, a birth at an interval of less than 36

months is considered higher risk of infant mortality (CDC & USAID, 2005).. Almost all

regions in Honduras (and the north east of Guatemala) have 70% or more of women

birthing at three years or less (CDC & USAID, 2005). Lastly, The total mean ideal
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fertility size in Honduras as indicated by women, is 3 children. Researchers describe

the difference between the TFR in Honduras (4.4) and the desired family size in

Honduras (3) using the concept ofunmet need (Kennedy, 2002). Unmet need is

commonly explained by a lack of family planning services (Potts, 2000), but others

suggest that it is more aptly explained by weak and ineffective channels of

communication connecting people and ideas and creating social networks explain this

phenomenon (Bongaarts & Watkins, 1996). Such channels of communication are part of

the spread of economic development and opportunity (Kennedy, 2002). One of the

critiques ofhow unmet need is measured is that it is collected only from female

informants and excludes males, assuming there is no conflict between husbands and

wives over reproductive preferences (Kennedy, 2002).

Gender Relations

Thus far, a general sense of the Honduran context has been provided in terms of

geography, demographics, economics, health care, education and religion. Each of the

areas discussed above have the potential to affect family planning. Another social

determinant of health with the potential to affect family planning behaviour is gender,

which is the focus of this study. To recap from chapter one, the concepts of gender and

gender relations are not biological sex differences between men and women, but rather

gender is the expression of socially ascribed roles ofmen and women. This section

contextualizes gender relations between men and women in contemporary Honduras.

Specifically, a review ofbroad measures of gender equality such as the gender

development index and other indicators are discussed.
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In this discussion of gender relations, an attempt to situate Honduras in the

global context is made by comparing international indicators of gender equality as

measured by the 2005 Human Development Report. Indicators such as the Gender

Related Development Index (GDI) and the Gender Empowerment Measure (GEM) are

defined and discussed relative to other Central American countries. To begin, recall that

in Chapter One, the Human Development Index (HDI) located Honduras as ranking 116

among 144 countries. This same indicator of development may also be broken down by

gender to illustrate within country inequalities between men and women in development.

This is called the Gender-Related Development Index (GDI) and it uses the same

measures of health, education and income as the HDI, but accounts for differences in

these measures by men and women. According to the Canadian International

Development Agency (CIDA, 2002), in 2001 Honduras ranked 96* out of 144 countries

on the GDI. This indicates that Honduras has a relatively high level of inequality between

men and women on the dimensions of living a long and healthy life, knowledge, and a

decent standard of living. Table 2.2 shows the GDI ratings for Central American

countries. In the most recent Human Development Report (2005), the GDI for Honduras

could not be calculated because the statistics for the combined gross enrolment ratio for

primary, secondary and tertiary schools are either missing or they are not separated by

gender. It may be speculated with some caution that the GDI in Honduras ranks among

the highest in Central America.

a
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Table 2.2

Human Development Index (HDI), Gender Related Development Index (GDI) & Gender

Empowerment Measure (GEM) Ranking across Selected Countries

Country Canada Belize El Salvador Nicaragua Honduras Guatemala

HDI(outofl77) 5 91 . 104 112 116 117

GDI (out of 177) 5 76 80 88 - 94

GEM (out of 80) 10 57 62 -74
(United Nations Development Programme, 2005).

Another measure of gender equality is the Gender Empowerment Measure

(GEM). Also a broad composite measure, GEM tracks female representation in

legislative bodies of government and the private sector. It also tracts a range of income

indicators. More specifically, the GEM measures three dimensions of empowerment: 1)

economic participation and decision-making power; 2) political participation and

decision making power; and 3) power over economic resources. In Honduras, the ranking

is 74* out of 80 countries and, of the Central American countries with data, it has one of

the highest rankings, indicating a low level of empowerment among women (Table 2.2).

According to the Human Development Report (2005), the GEM is not necessarily

dependent on income and human development. For example, Costa Rica has a lower

Gross Domestic Product and Human Development ranking than Italy and Japan, yet

Costa Rica has a higher ranking on the GEM index, suggesting the GEM ranking depends
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on other factors as well such as cultural gender norms (United Nations Development

Programme, 2005).

In summary, equality and empowerment in Honduras tend to be in favour ofmen.

The GDI in Honduras indicates that women's human development is lower than men's

human development. The Honduran GEM ranking also indicates that the balance of

power in terms of politics and economics is highly inequitable towards women. Both of

these indicators are relative to other countries around the world and the wide variation

across countries adds to the notion that gender is mutable and socially constructed. In

relation to the research question at hand, in a social environment where disparities

between genders are so great in terms of control over resources and decision-making

power, there might be a higher likelihood that women in Honduras also experience lower

control over family planning decision-making. Moreover, gender disparities in health,

income, and education may also play a limiting role in women's control over family

planning decision-making.

Family Planning

Every country has different challenges that create a context that influences the

ability of a nation to deliver and ensure access to family planning services and resources

(i.e., contraception, obstetric care). Some of these potential challenges (and also assets)

have been described above. This section will examine family planning in Honduras in

terms ofhow family planning is a priority, the total fertility rate, and the importance of

involving men.

Of the priorities listed by the Honduran Ministry of Health, there are two

priorities in particular that are related to family planning. The first priority of the Ministry



»fIT'.;>r



31

of Health is to protect human rights (PoHticas de Salud 2002-2006), and according to

the United Nations (United Nations, 1994), it is a human right to decide if, when, and

how often to have children. The primary means to controlling if, when and how often to

have children is through family plarming. Thus, theoretically, understanding how family

planning decisions are made is connected to the Ministry of Health's priority of

protecting human rights. The second priority is to decrease rates of maternal and infant

mortality. A potential role of family planning in decreasing deaths related to child birth is

to decrease pregnancies, particularly for those women that are at high risk. While not

related to the Ministry of Health's priorities, a third issue in family planning is abortion.

In Honduras, abortion is illegal except when a physician considers it is medically '

'>-

necessary to save a pregnant woman's life. Without legal abortion, even as a potential last

resort, family plarming is particularly crucial as a means to reduce the incidence of illegal

abortions and maternal mortality. .

The state of family plarming in Honduras can be evaluated on three criteria,

knowledge of contraceptives, current use of contraceptives and availability of <?

contraceptives. First, according to a recent report (CDC & USAID, 2005), knowledge of

contraceptives in Honduras is high. Over 90% of Honduran men and women are aware of

condoms, oral contraceptives, injections, & female sterilization. However, there appears

to be lower rates ofknowledge with regards to male sterilization (57%). Second, the use

of contraceptives has risen steadily in Honduras over the past decade. The most common

forms of contraceptives are female sterilization (18%)) and oral contraceptives (10%).

Third, the main source of contraceptives in Honduras is the Ministry of Health, followed
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by social security (IHSS), the family planning association (ASHONPLAFA),

pharmacies, and private clinics (CDC & USAID, 2005).

Reproductive health in Honduras is a priority of the Ministry of Health, and they

rely heavily on US aid in terms of contraceptive security (Quesada, Mostajo, Salamanca,

Cisek, Patykwich & Karim, 2004). In Honduras, contraceptives purchased by the

Ministry of Health are relatively limited, though they have expanded from simply

condoms in 1999 to injections, intrauterine devices (lUDs) and oral contraceptives

(Quesada et al, 2004). Maintaining family planning services that offer a variety of

contraceptives is important for increased contraceptive use (Ross et al. 2002). Hubacher

& Suazo (1996) illustrate the importance of contraceptive security with their study which

examined the reasons for an increase in traditional methods (e.g., rhythm and withdrawal)

of family planning between 1987-1991. Such reasons included accessibility and cost. For

example, the pill was low in stock at health clinics in 1987 and again in 1990 and the cost

of the pill increased in 1989 as well. Honduras was the only country in Central America

to experience an increase in the use of traditional methods of family planning during the

late 1980s and early 1990s.

In 1999, Ramez examined a 1996 national men's survey conducted in Honduras

in 1 996 about reproductive health. The results indicated the prevalence of contraceptives

was 57% and female sterilization accounted for 33% of all contraceptive use. According

to that study, condom use prevalence is low in Honduras for two main reasons: 1) the

belief that condoms diminish sexual pleasure for men and 2) a concern that the partner

(no gender specified) would be offended by condom use.
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While Honduras is a country that is somewhat representative of other

developing Latin American nations, it is also a country with a unique socio-cultural

landscape. A brief overview of Honduras with special attention to challenges and assets

in various arenas of the Honduran context was provided previously. Gender and family

dynamics within the Honduran context were also explored as was family plarming in

Honduras. Based on these and previous sections a conceptual model (Figure 2.3) is

provided to situate this research project with the specific Honduran experience and it is

this context that will enhance the interpretation of the research findings.

To review, Chapter One stated that this study is about gendered attitudes and

family planning decisions in Honduras. To build on the relationship between gendered

attitudes and family planning decisions, Chapter Two introduced areas that may influence

that relationship that was specific to the Honduran context. Such concepts as geography,

demographics, economics, health care, education and religion were explored. Given this

deeper understanding of the Honduran context, it is now appropriate to add an additional

research question that asks, what other social factors influence who makes decisions

about 1) contraceptive use? and 2) family size? Or more simply, what is the relationship

between gendered attitudes and family planning within the social context ofHonduras?

Figure 2.3 illustrates different ways in which gendered attitudes relate to family

planning decisions. First it specifies the main effect under investigation between

gendered attitudes and family planning decisions. Second, it presents the four groups of

covariates, region (i.e., urban or rural), education, economics, and demographics/culture

that may influence this relationship. These covariates are grouped both theoretically fi-om

the discussion of the Honduran context and practically fi-om the available items in the
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surveys used for analysis. A mediating relationship occurs when the main effect (of

gendered attitudes on family planning decisions) is reduced by a third variable (a >,

covariate). An additional theoretical layer of feminist thought is applied to this study in

the following chapter.

'

Figure 2.3 . j ".r -, v

Conceptual and Practical Framework to Guide the Analysis
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CHAPTER THREE: THEORETICAL FRAMEWORK

In research, it is useful to ground a study in a theoretical framework to provide

structure to the study design and to assist in the interpretation of the findings. One way to

understand gendered attitudes and family planning in Honduras is to use a feminist

framework. This chapter will define the elements of a framework and then examine

various feminist frameworks from which a general feminist framework is derived. The

general feminist framework used in present study is based on four key concepts including

gender, experience, 'the personal is political', and difference. Finally, a brief discussion

of the theoretical paradigm and methodology involved with using a feminist framework

concludes Chapter Three.

Definition of a Framework

A framework is a system of ideas or conceptual structures that provide a

systematic guide for understanding, explaining and changing the social world (Connelly

et al., 2000). A framework has four elements: assumptions, key issues, concepts and

solutions. First, a framework has basic assumptions about the nature of the social world

(how it works) and the nature of people (how they act) (Connelly et al., 2000). Second,

using a particular framework will indicate how problems are defined and the types of

questions to be asked. It provides a set of concepts used to clarify a problem or issue.

Third, these concepts indicate which aspects of the social world are important. Finally,

these concepts lead to solutions or strategies for change (Connelly et al., 2000) (Figure

3.1).





Figure 3.1

Elements ofa Framework
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Solutions

Concepts

H

Key Issues

^

Assumptions

The framework most commonly applied to reproductive issues and family

planning is feminism (Critchow, 1995; Denny 1994; Denora, 1996; Pallitto & O'Campo,

2005; Slayers-Bill, 1998). The relevance of using a feminist framework will unfold

below, but first the development of feminism (and feminisms) is worthy of discussion. In

contemporary society, feminism has become a broad term that encapsulates a great

diversity of thought that is contested not only by other theorists, but also by feminists

themselves (i.e., feminists critiquing other feminists). While some may consider such

diversity a threat to the unity of feminism as a framework, others argue that frameworks

are dynamic, continually evolving, measured against their usefulness for building a better

society, and reflective of the interests and concerns of a society (Connelly et al, 2000).
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Feminist Frameworks

Feminism is often characterized as an ocean and its progression through time is

categorized into waves (Blume, 2004). Though each wave is discussed as though they

were discrete from one another, the waves are fluid with no distinct beginning or end.

The term 'feminism' was coined in the 1880s (Gamble, 2002), and it is derived from the

French word,feminisme where 'femme ' means woman and ^isme ' refers to a social or

political movement (McCann & Kim, 2003). If the beginning ofmodem feminism can be

marked by the time when the word was first coined, then feminism began as a women's

social movement in the early twentieth century to gain equality with men, particularly in

the realm of politics and property rights (Blume, 2004). The first wave of feminism

focused on the areas of education (opening up higher education to women), employment

(access to professions such as medicine), and marriage laws (gaining property rights and

child custody rights) (Gamble, 2000). During the first wave, women gained the right to

vote and were recognized as equal citizens under the law. In general, first wave feminists

sought to gain equality by reducing political and social barriers for women (Abercrombie,

Hill, 8c Turner, 2000).

By the 1 960s, feminism shifted from a focus on equality between men and women

in the formal arena to a focus on broader systemic issues in culture and society

responsible for continued inequality between men and women (Abercrombie, Hill, &

Turner, 2000). In the US, this movement came out of the civil rights movement regarding

equal wages and opportunities (Blume, 2004; Gamble, 2000). Similarly, in Britain the

second wave rose out of working class socialism (Gamble, 2000). Unlike the first wave

which focused on the experiences of White, middle class, educated women, the second
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wave sought to voice concerns relevant to women of different races, nations, classes

and sexualities through publicised activism and consciousness-raising groups (Gamble,

2000; McCann & Kim, 2003). Out of this effort, feminism splintered into several

feminisms, each with their own concepts for understanding women's subordination and

strategies for change. These feminist frameworks include Liberal Feminism, Radical

Feminism, Socialist Feminism, Marxist Feminism, Lesbian Feminism, Black Feminism,

and Third World Feminism (Table 3.1). Third World Feminism is a branch of feminism

that is considered to be part ofboth the second and third waves of feminism.

Each feminist framework of the second wave presented in Table 3.1 has different

assumptions and issues, and each offers unique perspectives on the basis of women's

subordination, concepts used to examine women's inequality, and strategies that are

effective at creating change. It is the "what" that differs among these feminist

frameworks, but there are central themes common to each framework. The first

commonality is that the assumptions are all based on women's subordination. The second

commonality is that the concepts examine women's inequality. The third common theme

is that the strategies are aimed at creating change. These commonalities are what unite

various branches of feminism (McCann & Kim, 2003).
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The third wave of feminism offers the least clarity of all the waves. However

there are new concepts and key issues that have been influenced by the post-

structuralist/post-modemist theories of the 1980s and 1990s. Post-modem feminism

destabilizes gender in that there is no longer the notion of the dichotomy ofman and

woman, but there are broader ranges of masculinities and femininities shaped by culture,

ethnicity, sexual orientation, and so forth (Gamble, 2000). Moreover, Third World

Feminism emerged towards the end of the second wave and has contributed greatly to the

third wave. It has broadened feminism from simply reflecting interests of Western society

to an emphasis on diverse gender interests of multicultural and postcolonial women

locally and globally (Blume, 2004). Feminisms in developing nations, for example, seek

not only equality for women, but also freedom from colonialism. It is argued that use of

Western feminisms in developing nations only reinforces colonialism, and therefore third

world feminism seeks to create new feminisms. Third wave feminism rejects a universal

perspective on women because women are a diverse group with many realities and truths.

Third wave feminism calls for sensitivity to local and diverse voices of feminism that,

while important for conceptualizing feminism, has implications regarding the unity of the

feminist movement (Abercrombie, Hill, & Turner, 2000). Together, post-modem

feminism and third world feminism have unleashed many criticisms of first and second

wave feminism including their relatively narrow focus that excludes women of varying

social, cultural, racial and geographical statuses (Abercrombie, Hill, & Turner, 2000).

Application of a General Feminist Framework

In the wake of such diverse feminisms, is there a framework that describes

feminism in general? According to McCann & Kim (2003) feminism can indeed be
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discussed in general terms. In fact there are four central concepts in feminism that cut

across time and place. These concepts are gender, experience, 'the personal is political'

and difference. Below, each of these concepts are explained.

Gender

Before the 1 970s gender did not have a social meaning any different from the

biological term, sex. In 1972, Ann Oakley wrote Gender and Society where she defined

gender as "the end product of the social process of learning and internalizing appropriate

behaviours, roles and personality traits for one's sex" (Oakley, 1972). Thus the concept

of gender is not simply determined biologically, rather gender is a set of socially

constructed patterns of behaviour that has the potential for change or at least variation.

Gender can be defined in many different ways and is contested by many theorists

including those who theorize postmodernism, queer theory, and transgendered politics

etc. for glossing over differences among women. Third world feminism also critiques

Western feminist's definition of gender because it traditionally has treated non-Western

women as a homogenous group. To address this critique, the present study examines

gender differences and power relations between men and women and also within women

and within men. Gender relations are a key determinant ofwomen's position in society

and is a useful concept for understanding power relations.

Experience

The next concept arises from the question remaining from the concept of gender,

that is, ifwomen are not defined by biological differences from men, then what makes

women women? The answer is a common experience. Feminists argue women share the

experience of oppression and this experience is defined from inside women's experiences
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rather than from an outside perspective. For example, women are more able to

articulate the experience of subordination more than men due to male dominance and

because males have a vested interest in maintaining their dominance. Women's

experiences and giving voice to those experiences form the basis ofknowledge and

action in feminism, but like gender, the meaning and usefulness of experience is

continually contested. Like gender, third world feminism may be applied to the concept

of experience as well. Third world feminism emphasizes the importance of being

sensitive to local and diverse experiences. Sensitivity to local and diverse experiences is

achieved in this study through examining the Honduran context in as discussed in

Chapter Two. The shared experience of living in Honduras unifies the concept of gender.

However, as with the concept of gender, it is also important to note different experiences

among women across a variety of factors such as income, education, religion, access to

health care within Honduras itself

The Personal is Political

The third concept, 'the personal is political,' stems from radical feminism from

the westernized second wave of feminism. This slogan captures the notion that gendered

systems are deeply entrenched in intimate relationships between women and men (Grant,

1993). Moreover, this slogan challenged conventional views of politics by advocating

that issues of private life (marriage, sexuality, reproduction, and sexual violence) are in

fact, political issues (i.e., issues ofpower relations). A common theme in feminism that

no concept is uncontested and 'the personal is political' is no exception. Third world

feminists argue that issues of poverty and basic needs are more relevant than the

overemphasised personal concerns in developed countries. However, as demonstrated in
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Chapter Two, issues such as reproductive health are Hnked to poverty reduction and

development goals in Honduras. Therefore, concern over the issue of family planning is

not simply a reflection of issues relevant to Western society, but is an issue that affects

women around the world. Moreover, poverty is a key issue in third world feminism.

Therefore, poverty (i.e., economic covariate) is included in this study to explore its effect

on power relations in the context of family planning. Overall, this third concept of

feminism gives political meaning to women's personal experiences. ,^,; ,, . ;

Difference

The last concept McCann & Kim (2003) apply to feminism is that of difference.

Time and place must always be specified when using a feminist framework so as not to

export concerns affecting one group ofwomen in a specific time and place to other

women in different times and places. Third world feminists critique traditional feminist

analysis for not being inclusive and failing to recognize diverse realities and truths.

However, through difference, feminism is able to deal with third world feminist critiques

ofhow race, nationality, class and sexuality shape gender and experience. In this study as

mentioned in the above three concepts, the concept of difference is applied through the

exploration of geography, demographics, economics, health care, education, and religion

in Chapter Two. These concepts are then grouped together to form three groups of

covariates to be applied in the analysis. Thus every attempt is made to be inclusive of and

to tease out differences wherever possible. The concept of difference may threaten the

unity of feminism as Spelman (1988) said, "the paradox at the heart of feminism is how

to weigh the things women have in common with the differences among us." While

shaped by specific historical events and by location, what women have in common are
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political goals to reduce subordination. In the case of the present study, the common

issue women share is reproductive decision making.

Feminist frameworks as demonstrated above are continually criticised and as a

result, continually evolving to become more inclusive and equitable to all groups.

Nevertheless, a general feminist framework using the four concepts of gender,

experience, 'the personal is political,' and difference, is relevant as a guide to uncovering

relationships between gendered attitudes and family planning decision-making. These

concepts can now be incorporated into the evolving research questions. From Chapter

One, the two main research questions asked, what is the relationship between gendered

attitudes and who makes decisions about contraceptive use and family size? Chapter Two

added the question, what other social factors influence who makes decisions about

contraceptive use and family size? Now Chapter Three adds, how do these relationships

differ across gender? Only the concept of gender is added because unlike the other three

concepts, it is a clear and easily identifiable variable. The remaining concepts, are still

important and are addressed in the interpretation of results. Considering the original

research questions, the Honduran context and a feminist framework, a more

comprehensive conceptual framework is presented in Figure 3.2. In this model, gender is

employed to determine whether the main effects and mediating effects are different

across men and women.
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Figure 3.2

Conceptual and Practical Framework to Guide the Analysis
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A Methodology within a Feminist Framework

There are many feminisms and ways ofusing feminism in research. Feminism as

a methodology in research can be discussed in terms of a continuum, with standpoint

feminism on one end of the spectrum and pragmatic feminism on the other end of the

spectrum. Key issues relevant to standpoint feminism are action research, participation

and voice of the researched, equalizing the relations between the researcher and the

researched, and the overall focus on the individual experiences of women. On the other

hand, pragmatic feminism is less focused on specific individual experiences and is more

likely to make generalizations among certain groups. Moreover, pragmatic feminism

allows for greater flexibility in terms of research methods such that pragmatic feminism

would likely be quantitative in nature. Standpoint feminism is strongly connected with

qualitative research in order to ensure individual women's voices are represented. The
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methodology of the current study is pragmatic due to the ties of the researcher to

quantitative inquiry and the use of survey data to examine questions about gender and

family planning. The limitations of the author's perspective as a non-Honduran and the

secondary data approach are counter to the principles of standpoint feminism. Third

world feminists critique Western feminists speaking on behalf of non-Western women.

Though this critique suggests a limitation of the current study, a possible positive

outcome is the attention and contribution ofknowledge to the issue of gendered attitudes

and family planning in Honduras. Yet, the use of a feminist framework is still relevant in

terms of understanding the different experiences of gender equality among married men

and women in terms of personal family planning decisions.

While this study uses pragmatic feminism, attention is given to the fact that the

author's experience as a Canadian master's student is different from the Honduran people

that are the focus of this study. According to Blume (2004), contemporary research on

gender relations in social contexts integrates theories and methods that bridge past and

present scientific thought and broadens our understanding. This line of thought may

apply to this thesis which bridges general feminist theory with quantitative research

methods to broaden the understanding of family planning decisions in Honduras. Self-

awareness is often overlooked in quantitative research, but it is considered to be an asset

in qualitative research because the researcher is the research instrument (Patton, 2002). It

may be a fallacy to believe that as a quantitative researcher, the research is in some way

objective or value-free. Therefore, by being self-aware, the research is strengthened and

so is the credibility ofthe research (Patton, 2002). > .
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CHAPTER FOUR: METHODS

Secondary Data Analysis •>

The methods used to examine gendered attitudes and gendered family planning

decision-making behaviour are presented in this chapter. There are two research

questions under examination, the first is about decision-making regarding contraceptive

use and the second is about decision-making regarding family size. To review from

chapter one, the primary research questions ask about the relationship between gendered

attitudes and who makes decisions about 1) contraceptive use and 2) family size.

Chapters Two and Three added two subsequent research questions that asked about other

social factors that might influence these relationships and whether these relationships

differ across gender. To answer these questions, secondary data analysis of two national

Honduran surveys is conducted. This chapter provides a description of the surveys,

elaborating on the sample, data collection, response rate, and quality control. This

information is obtained from a document that accompanies the surveys (ASHONPLAFA

& CDC, 2002). It also provides a description of the measures used in the analyses and the

analytic strategy used to address the research questions. ,.

Surveys

Two previously conducted Honduran surveys will be used: the Encuesta Nacional

de Epidemiologia y Salud Familiar [National Survey of Epidemiology and Family

Health] (ENESF-2001) and the Encuesta Nacional de Salud Masculina [National Survey

of Men's Health] (ENSM-2001). The former is a national survey of family health

focusing on women and children, while the latter is a national survey focusing on men's

health. Both surveys were administered by the non-governmental organization,
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Asociacion Hondurena de Planificacion de Familia [Honduran Family Planning

Association] (ASHONPLAFA) and funded by the United Nations Children's Fund

(UNICEF). The Honduran Ministry of Health and the publicly funded UN were also

involved in discussions regarding survey content. In addition. Management Sciences for

Health (MSH) and the Reproductive Health and Nutrition & Physical Activity divisions

of the American Centre for Disease Control (CDC) provided technical assistance.

Financial Support was also provided by the United States Agency for International

Development (USAID). These surveys are available for public use online and contact

information is available online to ascertain more information

(http://encuestas.ccp.ucr.ac.cr/camerica/hn01.htm). These surveys were intended to be

used to: 1) evaluate the health of men, women, and children; 2) evaluate family plarming

programs and help design new programs and restructure existing programs; and 3)

provide baseline data to guide and evaluate new initiatives (CDC & USAID, 2005).

The women's survey, the ENESF-2001, consisted of three parts: I) a household

survey; 2) an individual survey for women; and 3) a survey about infant and child .

mortality. All households involved in the ENESF-2001 were involved in the first part. If

a woman between 1 5-49 years old was present, data was collected for the second part,

and if she had any children, the third part was asked. If there were not any women

between the ages of 1 5-49, only the individual survey and infant and child mortality

sections were completed.

The men's survey, the ENSM-01, consisted oftwo parts that excluded the section

about children including 1) a household survey and 2) an individual survey for men. All

households approached for the ENSM-01 were asked the first part and if a male between
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15-59 years old was present, the second questionnaire was completed. Similar to the

women's survey, if there was no man between the ages 15-59 years old, the individual

survey was not completed. The data collection for the ENESF-01 and the ENSM-01 were

conducted separately and therefore the men and women surveyed cannot be linked by

marriage. >' '

There are many similarities among the women's survey and the men's survey.

The first part of the surveys pertaining to the household is essentially the same for both

the ENESF-2001 and the ENSM-2001 . These questions cover issues such as the source of

water, type of toilets, fuel used in the kitchen, material used for the house floor, garbage

disposal, goods and services generated in the home, the number and sex of the people

living at home and the number ofwomen 15-49 years old and the number ofmen 15-59

years old living at home. The second part of the two surveys that focus on individuals of

reproductive age are also quite similar covering topics of fertility, marriage, prevalence

and use of contraceptives, and domestic violence. The women's survey is more extensive

as it details pregnancies, lactation, infant immunizations, illness prevalence, and AIDS

prevention. Moreover, the women's survey contained questions about nutrition including

child and maternal anemia and information about children 7-14 years old. The men's

survey differed such that it had specific questions about condom use and AIDS

prevention. It is interesting to note that women were asked about their children's health

but men were not. Perhaps this strategy of asking only women about child health reflect

(and possibly reproduce) gendered norms in terms of which gender is responsible for, or

at least knowledgeable about, child health.
> -

^
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Quality Control

Quality control of the data began with the training courses for field personnel.

Training was organized into two courses, one for the women's survey and another for the

men's survey. The course for the women's survey was carried out in Tegucigalpa

between January 14' and February S"', 2001 . The training for the men's survey also took

place in Tegucigalpa between March 12-18, 2001. The training was theoretical and

practical with an emphasis on the practical. The trainers for both surveys were from

ASHONPLAFA, the Ministry of Health, and the American Centre for Disease Control

(CDC). Also, a Honduran nutritionalist and a specialist from the CDC trained people on

anthropometric measures such as weight, height and blood assays. '
•

During the first two weeks of field work, there was rigorous control of quality of

data for each team. There were meetings with supervisors and interviewers to standardize

data collection procedures. During fieldwork, four supervisors functioned as logistical

managers and as technical supervisors of the data. The director of the surveys also

assisted in the field. Data entry was done parallel to data collection. Four people were

trained by a data entry expert fi-om the CDC to enter data for both surveys. The data were

entered on a network computer using the program, SURVEY, designed specifically for

this type of survey by the Division of Reproductive Health, CDC. Using SAS (Stafisfical

Analysis System), the data were also analyzed periodically during data collection to

identify any problems. Any problems identified were detected parallel to data collection.

Pertinent adjustments were made when necessary, and in some cases, the team returned

to the field to correct previously collected data. All data were entered between February

13, 2001 and August 31, 2001. " '
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Data Collection

The fieldwork for the ENESF started February 12, 2001 . The survey team

consisted of six people including a supervisor, three interviewers, an anthropometric

technician and a driver. To facilitate supervision during the first two weeks ofthe survey,

the team worked in the capital of Honduras, Tegucigalpa and the surrounding area before

moving to other departments in the country. The team worked Tuesday to Sunday. In the

urban areas, the weekends were set aside to revisit homes where no one was home on the

first visit. Data collection ended on August 19, 2001. The fieldwork for the ENSM started

later in March 20, 2001 in Tegucigalpa and finished on August 1, 2001. There were four

teams made up of six people including a supervisor, 4 interviewers and a driver. Like in

the ENESF, the team worked Tuesday to Sunday. Since men generally arrived home late,

interviewers began work at 10:00 am and ended at 8:30 or 9:00 pm. According to the

survey methodology, the teams did not work past 6:00 pm in rural areas for security

reasons. The team revisited homes on the weekends ifmen were not available during the

week. .
;:-...„';" w' .. I,.

Sample

The sample generated in both the male and female surveys were randomly .

selected from a sample fi-ame of households generated fi-om census data. As in previous

cycles of the ENESF and ENSM, the departments of Islas de la Bahia and Gracias a Dios

were excluded from the sample due to geographical inaccessibility and cost. An outline

of the differences between the male and female sample is provided in Figure 4.1 and a

brief outline of the differences are described below. For the ENESF-01, 400 census

segments proportionate to the size of the population were randomly selected; however,
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the sample is not stratified across departments. For the ENSM-01, 200 census

segments were selected. The households were stratified across region (40 in Tegucigalpa,

40 in San Pedro Sula, 60 in other urban areas, and 60 in rural areas). This stratification

ensured that the data are representative based on the distribution of the population of each

region. Moreover, the probability of selecting a house in a specific region is equal for all

houses within that region. Each census segment sampled 30 households. In total, the

ENESF-01 selected 12,000 households the ENSM-01 selected 6,000. Abandoned

households were considered eligible, but no households that were under construction or

destroyed were considered. Only those households with independent access were

included. Therefore, structures used exclusively for commercial use, offices, and

collecfive households (except apartment blocks) such as convents, hotels and military

bases were excluded.

Response Rate

In addition to the sampling differences. Figure 6 also outlines the response rate.

The overall response rate for the women's household survey was 88.6%, similar to the

1996 cycle. The response rate for the men's household survey was 84%, slightly lower

than the 1996 survey. In the houses with more than one man or woman ofreproductive

age, only one person was randomly selected for the individual interview. The total

sample size was 8,745 women between 15-49 years old with a response rate of 95.6%

and 4,063 men between the years of 15-59 with a response rate of 79.8%. For the small

percent ofmen and women not able to participate, such reasons included deafiiess,

mental incapacitation, or an inability to communicate in Spanish. Of those who

completed the survey, there were no significant differences in the number of respondents
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Figure 4.1

Sampling and Response Rates ofthe ENESF-01 and ENSM-01
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ENESF-01
Women's Survey

ENSM-01
Men's Survey

^ ^
400 randomly selected census segments
X 30 households/segment
= 12,000 houses to survey

200 randomly selected census segments
X 30 households/segment
= 6,000 houses to survey

^ a
Of the 12,000 houses to survey,
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across residence or health region. It was also observed that more men in the rural areas

completed interviews than men living in urban areas.

The final sample size for the present study is smaller than the total available

sample size because some of the variables used in analysis are only asked of those

women who were either married or in common-law relationships. Therefore, those who

are single are excluded fi-om the final sample size. Thus, among the women eligible for

this study, 5,006 married women between the ages of 15-49 and 1756 married men

between the ages of 1 5-59 were available for analysis. In the present study, due to

missing information on some variables, the sample size decreased slightly for some

analyses. Where this occured, the appropriate sample size was reported.

Measures

This section explains all the variables that are used in the statistical analyses. All

of the variables described below are available in both the ENESF and ENSM surveys and

are used in subsequent univariate, bivariate and multivariate analyses. First the two

dependent variables, who makes contraceptive use decisions and who makes family size

decisions are described. Second, the independent variable, gendered attitudes is

described. Third, the covariates are grouped into four parts, capturing the Honduran

context as best as the available data would allow. These theoretical groupings include

region (measures urban/rural location), education (measures respondent education and the

spousal differentials in education), economics (measures relative wealth and health

benefit coverage), and demographics/culture (measures age, spousal differentials in age,

religion, and marital status). Finally, the last variable applied from the feminist

fi-amework in the study is gender. These measures are summarized in Table 4.8.
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Contraceptive Use Decision-Maker

Respondents were posed the question, "In your house, who decides on the use of

contraceptives?" Responses were originally coded into six categories, the

woman/wife/partner, the man/husband/partner, both partners, the doctor or God, neither,

and other. This variable is receded into three categories: woman/wife/partner, the

man/husband/partner, and both partners. The remaining categories accounted for few

cases (63 cases in the women's survey, and 29 cases in the men's survey) and are receded

as missing.

Table 4.1

Measure ofContraceptive Use Decision-Maker

Original Variable New Variable

In your house, who decides on the use of Contraceptive Use Decision-Maker
contraceptives?

1 respondent husband
2 spouse or partner 1 both partners

3 both 2 wife

4 doctor or god missing doctor or god, neither, other, n/a

5 neither

8 other t;

9 n/a

Family Size Decision-Maker

Respondents were asked the question, "In your house, who decides on the number

of children you will have?" Responses were categorized into six categories, the

woman/wife/partner, the man/husband/partner, both partners, the doctor or God, neither,

and other. Similar to Contraceptive Use Decision-Maker, this variable is recoded into

three categories: woman/wife/partner, the man/husband/partner, and both partners. The

remaining categories accounted for few cases (109 cases in the women's survey, and 56

cases in the men's survey) and are recoded as missing.
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Table 4.2

Measure ofFamily Size Decision-Maker

Original Coding New Variable

In your house, who decides on the number of Family Size Decision-Mal<er

children you will have? __^
1 respondent husband
2 spouse or partner 1 both partners

3 both " 2 wife

4 either partner missing either, doctor, other, n/a

5 doctor or God
8 other

9 n/a

GenderedAttitudes

Both the female and male surveys contained a series of statements about attitudes

regarding the roles ofmen and women. Respondents were asked to either agree or

disagree with statements by responding 'yes' or 'no'. The statements included 1) "men

need to accept more responsibility for family planning", 2) "the most important decisions

should be made only by men", and 3) "if a woman works outside the home the husband

should help do the household chores". Three additional statements were included in the

male survey only: 4) "if the wife disagrees with the opinions of her husband, she should

express her opinion", 5) "the wife should be tolerant and accepting of the orders of her

husband to maintain family unity", and 6) "sons/males should have better opportunities

than daughters/females". To maintain comparability between surveys, only those

variables found in both surveys (1, 2 & 3) can be used for analyses. However, due to the

highly skewed distribution of cases for the variables, "Men need to accept more

responsibility for family planning" and "If a women works outside the home the husband

should help do the household chores", only the variable, "The most important decisions

should be made only by men" is used to measure of attitudes for both the women's
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survey and the men's survey (see Figure 4.2). Since the respondents are interviewed in

face-to-face interviews, there is potential for response bias, and this may account for the

highly skewed responses. Alternatively, a reflection in changing gendered attitudes in

Honduras may explain the differing distribution of responses across the questions

regarding decision-making in general and men's involvement in family planning and

household chores. Moreover, using the question, "the most important decisions should be

made by men," provides a more general understanding of attitudes about decision-making

among men and women. This variable is called Gendered Attitudes and it is coded as

male oriented attitudes and 1 non-male oriented attitudes. -v ,

Figure 4.2 .
• ,. ., -.

Distribution ofAttitude Variables (as originally coded) '
,
r • ^

,

Men need to accept more
responsibility for family planning

Husbands should do chores The most important decisions should

be made by men
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Region

Respondents were classified by the data collection team into urban or rural areas.

This variable did not require any modification for use in the current study. Region is

coded as urban and 1 rural. •
. -. r .,r? ' . ^ ^

Education '
:

Respondents were asked to report their level of education (primary, secondary and

post-secondary) and their grade of education reached within each level for both their self

and their partner. Two new variables are computed to form one continuous variable to

measure both the highest level of education attained for themselves and their partners.

Moreover, a third variable is created to represent the difference in education between

partners. This variable represents the male partner's level of education minus the female

partner's level of education on a scale of-7 to +7 where a positive value would indicate

the male partner has higher education than the female partner.

Economics

To the author's knowledge there are no variables that directly measure income in

either survey. However, a series of questions were asked in the survey regarding the

possession of various objects representing wealth such as having electricity, owning a

radio, owning a refiigerator, owning a car, and owning a landline telephone. To gauge

household prosperity, these measures are used to create a proxy measure for economic

status. A new composite variable is created that measures increased household wealth

through the accumulation of services and possessions. The categories for Wealth include

no electricity, electricity, electricity and a refiigerator, electricity, refiigerator plus a

telephone, and electricity, refiigerator, telephone, plus a car.
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The second measure of economics is the type ofheahh care benefits of the

respondent. This variable is a composite variable of two dichotomous measures of

whether or not the respondent has health care coverage through the Institute Hondureiio

de Seguridad Social (IHSS) or private insurance. The public health care category is made

up of those who do not have social security (IHSS) or private insurance.

Table 4.3

Measure of Wealth

Original Coding
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Demographics/Culture -

-.

Four variables are part of the demographics/culture group. First, the age of the

respondent and the difference in ages between the respondent and the spouse are

considered to reflect cultural norms. Age is measured as a continuous variable based on

the question, "How old were you at your last birthday?" Similar to the education

variables, the respondent was also asked to give the age of their partner. These variables

were kept as continuous variables coding 'don't know' as system missing. Furthermore, a

new variable is created to examine the age difference between partners.

Respondents were asked about their religion and responses were categorized into

Catholic, Protestant, none, and other. Two indicator variables are constructed to compare

Protestant and no religion with the reference category. Catholic. The category, "other"

had so few cases (0 cases in the women's survey and 4 cases in the men's survey), that

"other" was coded into missing. Items addressing level of religiosity were not collected in

these surveys.

Table 4.5

Measure ofReligious Affiliation
"^^

Original Coding
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size. Thus, the question asked about marital status is divided into two categories,

married and common-law. • • uVi s -
>;.''

Table 4.6

Measure ofMarital Status

Original Coding
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Univariate & Bivariate Analyses »;. ,

The first step in the univariate analyses is to run descriptive statistics on the

selected survey questions identified above in order to examine the distribution of cases

across categories, the means of continuous variables, and to check for missing data. Then,

as described above, the survey questions are recoded to form the variables used in this

study. The last step in the univariate analysis is to repeat the process of running

descriptive statistics to examine the distributions, means, and missing data on the selected

variables.

Next, in the bivariate analyses, each independent variable and covariate is
•

examined against the outcome variables using the appropriate statistical test. For

contingency table analysis, this process provides an opportunity to note the number of

cases that fill each cell, which is an important consideration when interpreting i ....

multivariate analyses. These univariate and bivariate analyses not only prepare the data

for the multivariate analyses to follow, but they also provide a description of the sample

employed in this study.

Multivariate Analyses: Multinomial Logistic Regression.

The multivariate analyses answer the research questions regarding the relationship

between gendered attitudes and who makes decisions about contraceptive use and family

size. These research questions also take into account intervening factors as well. The

multivariate analyses used in this study are multinomial logistic regressions.

Multinominal logistic regression applies when there are several independent variables

and the outcome variable has more than two nominal categories. Though the independent

variable ofkey interest is 'gendered attitudes', this study actually has several independent
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variables to account for the social context of Honduras. Moreover, there are two

outcome variables of interest, contraceptive use decision-maker and family size decision-

maker, therefore two separate sets of multinomial logistic regression analyses are

required (Figures 4.3). The first regression analyses will use the outcome variable, 'who

makes decisions about contraceptive use' and the second regression analyses will use the

outcome variable, 'who makes decisions about how many children to have.' The

categories for both of these outcome variables are the same: 'male partner', 'both

partners' and 'female partner'. These categories are nominal because there is no

hierarchical ordering. However, based on the theoretical framework of this thesis, it is

relevant to compare women who make the decision against men who make the family

planning decisions, and partners who share the decisions against men who make the

family planning decisions. Therefore, the 'male partner' category has been chosen as the

referent category. That is, all analyses will be constructed to compare 'both partners' and

'female partner' to the 'male partner' category.

Figure 4.3

Multivariate Analysis Modelfor Family Planning Decision-Maker

f' "..'-;;, >_' '.,-'-

:.\:=.
.

- ' -1i; :"



i-aj3



Independent Variable

Gendered Attitudes

Mediating

Effect

Main EffectO
Covariates

Reqion

Education

Economics

Demographics/Culture
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Outcome Variable

Contraceptive Use & Family
Size Decision-Maker

Mediating

Effect

Several regression models are used to explain the variation in the relationship

between gendered attitudes and each outcome variables (Table 4.7). Model one builds the

foundation for answering the research question about the relationship between gendered

attitudes and contraceptive use/family size (see main effect arrow in Figures 4.3).

However, model one is only the unadjusted effect and does not account for the social

context of Honduras. To address this, covariates are grouped into four categories (region,

education, economics, and demographics/culture) and each category is added to the

original regression model, one at a time in a block-wise fashion. This process serves to

examine what may account for or explain any potential relationships between gendered

attitudes on family planning decisions. As such, model two adds the regional factor.

Model three adds the educational factors including respondent's education and the

difference in spousal education. Model four adds the economic factors of relative wealth

and health care benefits. Lastly, model five adds the demographic/cultural factors

including age of the respondent, the difference in spousal age, religious affiliation and

marital status. Models two through five include gendered attitudes to examine whether
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additional social factors account for the relationship between gendered attitudes and

family planning. Finally, model six combines all the factors in a fiill model. Adding all

the selected variables in one model provides a deeper understanding of the process of the

basic relationship outlined in model one. Each model is applied to one outcome

(contraceptive use) and then again for the other (family size). This process of running

regressions is further complicated by having two separate data sets which require the

analyses to be duplicated, once for female respondents and again for male respondents

(see Figures 4.3). a;;;
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It is important to note that categorical variables in regression analysis must

have a point of reference to compare the other categories against. For example, the

categorical variable, religion is categorized into 1) none, 2) Evangelical/Protestant and 3)

Catholic and it is necessary to chose one of the three variables as a reference category to

which the other two can be compared against. The reference categories for the all the

covariates will be based on the most frequently occurring response. For religion, the most

frequently occurring response is Catholic. Therefore, those who responded as having no

religion or Protestant will be compared to Catholics.

Moderating Effects

A moderating effect occurs when the relationship between two variables is

conditional upon the category or level of another variable. The third variable is said to

moderate the effect of the relationship between two variables. This is tested

I

systematically through interaction effects. Therefore, once the multivariate models are

analyzed, interaction effects are tested on the frill model (model six). Not all possible

interactions are tested, rather only interactions based the feminist framework are

examined. Specifically, gender (male respondents and female respondents) is employed

as the potential moderating variable. This tests whether the relationship between a

variable and an outcome is different for men and women. A hypothetical example is the

effect of education on who makes contraceptive decisions depends on the gender of the

respondent is male or female. In this example, gender moderates the relationship between

education and contraceptive decisions.

Figure 4.4 illustrates the final conceptual model for the current study presented in

two models, one for each outcome (Contraceptive Use Decision-Maker and Family Size
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Decision-Maker). Each model captures three parts of the evolved research question and

the analyses. As discussed in previous sections, the main research question is whether

gendered attitudes has an effect on who decides on the family planning outcome

(contraceptive use or family size). Then, a subsequent research question considers social

factors of Honduras including region, education, economics and demographics/culture.

These additional contextual factors are applied to the analysis as mediating factors.

Lastly, gender is added as a potential moderating factor on the main effect and mediating

effects.

Figure 4.4

Conceptual Model: Add moderating effects ofGender

Independent Variable

Gendered Attitudes

Mediating

Effect

Main Effect

Moderating
|
F

O
Effect

Gender

Moderating r~

Effect \^^

Covariates

Region

Education

Economics

Demographics/Culture

Outcome Variables

Contraceptive Use & Family
Size Decision-Maker

Mediating

Effect

In summary, this study is a secondary data analysis oftwo national Honduran

surveys from 2001 that ask questions about the two key outcomes of interest: decisions
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about contraceptive use, and decisions about family size. One survey is made up of

married or common-law female respondents ofreproductive age, while the other is made

up of married or common-law male respondents of reproductive age. Details of all the

derived measures are described in this chapter and the analytic regression strategy that is

described. In the following chapter results of the univariate, bivariate and multivariate

analyses including moderating effects are presented examining the relationship between

gendered attitudes and family planning decision-making in Honduras.
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CHAPTER FIVE: RESULTS

Introduction

The central research question of this study asks what the relationship is between

gendered attitudes (i.e., male oriented or non-male oriented attitudes) and who makes

decisions about contraceptive use and family size among married and common-law

Hondurans. There are also two subsequent research questions: one, what other social '

factors influence the decision-maker of contraceptive use and family size; and two, how

do these relationships differ by gender. To answer these questions, Honduran survey data

is used in a series of regression analyses.

The Results Chapter is divided into five parts. The first part discusses missing

data. The second part presents data fi-om the univariate statistics, providing a description

of the sample. The third part presents findings fi-om the bivariate analyses, providing

information on the distribution of independent variables across dependent variables. The

bivariate statistics also provide informafion about significant unadjusted effects between

independent variables and dependent variables. The fourth part of the results presents

findings fi-om the multivariate analyses that specifically address the research questions.

Through a series ofregression models, these multivariate analyses illuminate the effects

of gendered attitudes on family planning outcomes. These regression models also account

for various contextual factors like education, economics, place of residence, and

demographics/culture. Lastly, the fifth part of the results presents the moderating effects

of gender on gendered attitudes and family planning outcomes while adjusting for

contextual factors. Conceptually, these findings show whether the findings are the same
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or different for men and women. The Results Chapter concludes with a summary of the

main findings. '- i' , ^ 1 - ' o
''.

-

.
•

' ! Missing Data

After applying the weight variable and selecting for only those respondents who

indicated they are in married or in common-law relationships, 5006 potential female

respondents and 1 756 potential male respondents are available for the analyses. For ease

of comparison and interpretation, respondents with missing values on any variable are

excluded irom the analysis using listwise deletion. As a result of excluding cases with

missing data, 82% (4109) of potential female respondents and 75% (1317) of potential

male respondents remain for use in the analyses. Table 5.2 illustrates the majority of

missing data come from the two family planning outcome variables in which respondents

indicate the question was not applicable. Further analysis reveals that the majority of

respondents with missing cases from the family planning variables also do not use any

form of contraception (See Appendix A). Table 5.2 also illustrates that questions

requiring respondent's knowledge about their spouse or common-law partner are another

large source of missing data.

Tables 5.3 and 5.1 show the distribution of missing and present cases across all

the variables used in this study. Chi-square (Table 5.3) and ANOVA (Table 5.1) tests

reveal many statistical differences across missing and present cases. For the female

respondents, all but education (between spouses) and age were significantly different

across missing and present respondents. For the male respondents, all but education

(between spouses) and religion were significantly different across missing and present

respondents. Overall, those excluded from the analysis are less likely to report shared
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contraceptive use and family size decision making; rather missing respondents are

more likely to report either the husband or the wife makes those decisions. Moreover,

missing cases among both male and female respondents are significantly more likely

have male-oriented attitudes, live in rural areas, have less education, lower relative

wealth, fewer health care benefits (public only), and more likely to be in common-law

relationships. Female respondents missing from the analysis were also significantly more

likely to report having an Evangelical religious affiliation and to report having a greater

gap in age with their husband. Male respondents missing from the analysis were also

significantly more likely to be older in age and report a smaller gap in age with their wife.

In conclusion, there are many differences between the cases coded as "missing" and the

cases used in the analyses. Thus, the results must be carefiiUy interpreted, particularly

when making inferences to the population.

Table 5.1

Analysis ofMissing and Present Cases across Continuous Variablesfor Female and

Male Respondents
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Table 5.2

Explanation ofMissing Data across all Variablesfor Male and Female Respondents

Variable Male Respondents Female Respondents

Contraceptive 359 coded as missing:

Use 7 said 'the doctor' decides

Decisions 22 said 'other' decides

331 said 'not applicable' (234 of

which don't use contraception)

592 coded as missing:

19 said 'the doctor' or 'God' decides

21 said 'neither' the husband or wife

decides

23 said 'other' decides

529 said 'not applicable' (457 of which

don't use contraception)

Family Size

Decisions

143 coded as missing:

42 said 'God' decides

14 said 'other' decides

87 said 'not applicable'

228 coded as missing:

29 said 'the doctor' or 'God' decides

50 said 'neither' the husband or wife

decides

25 said 'other' decides

124 said 'not applicable'

Gendered

Attitude:
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Univariate Statistics

Table 5.4 presents the univariate statistics. The following discussion is divided

into three sections. First, a discussion of the dependent variables, the two family planning

outcomes is provided. Second, a discussion of the central independent variable of

interest, gendered attitudes, is provided. Third, a discussion of the remaining independent

variable, the contextual factors is provided.
v..-

Family Planning Outcomes

Over 50% of the female respondents report shared contraceptive use decision-

making and almost 60% of the female respondents report shared family size decision-

making. The majority of male respondents also report shared decision-making with over

70% indicating shared decisions about contraceptive use and over 80% indicating shared

decisions about family size.

GenderedA ttitudes '

Almost 55% of female respondents and over 70% ofmale respondents report their

attitudes are non-male oriented. Thus, the majority of both male and female respondents

do not report having attitudes that favour men. •*

Contextual Factors

Just over half of both male and female respondents live in rural areas and are in

common-law relationships. On average, female respondents report having 6.7 years of

schooling and being 30.7 years of age. Men on the other hand, reported having an

average of 6.4 years of schooling and being 33.5 years of age. On average, both male and

female respondents reported husbands being over 4 Vi years older than wives.
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Table 5.4

Univariate Statistics ofall variablesfor Female and Male Respondents
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Of the two proxy measures of economics, over 35% ofwomen and over 40% of

men reported not having any electricity in their homes and about 85% of female

respondents and 78% of male respondents only had public health care benefits. Lastly,

the majority ofboth male and female respondents were affiliated with the Catholic faith

(55% and 51% respectively), followed by Protestant/Evangelical faith (24% and 36%

respectively), and no religious affiliation (21% ofmen and 13% ofwomen).

Bivariate Analyses

Tables 5.5 and 5.6 illustrate the distribution of the independent variables across

the two family planning outcomes by male and female respondents. There are several

significant relationships between the independent variables and contraceptive use

decision-maker (Table 5.5) and family size decision-maker (Table 5.6). A summary of

these statistical relationships are presented in Table 5.7.

Contraceptive Use Decision-Maker Outcome (Table 5. 6) ,

Gendered Attitudes

There is a significant relationship between gendered attitudes and the

contraceptive decision-maker among female and male respondents. Over 65% of female

respondents reporting that their husband makes decisions about contraceptive use have

male oriented attitudes. Conversely, over 55% of female respondents reporting that wives

make contraceptive decisions report non-male oriented attitudes. Similarly, over 60% of

female respondents reporting shared contraceptive decisions report non-male oriented

attitudes. Among male respondents, the majority of those reporting the husband, wife or

both partners make contraceptive decisions have non-male oriented attitudes.
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However, the highest proportion of non-male oriented attitudes occurs among

men indicating shared decision-making (over 75%) and the lowest proportion of non-

male oriented attitudes occurs among men indicating the husband makes contraceptive

decisions (56%). ,> ;

Urban/Rural v -; • ^

There is a significant relationship between gendered place of residence and the

contraceptive decision-maker among female respondents (but not male respondents). Of

the female respondents indicating the husband makes contraceptive decisions, 67% live

in rural areas. Conversely, 50% of female respondents indicating shared decisions live in

urban areas. In addition, over 57% of female respondents indicating that the wife makes

contraceptive decisions live in urban areas as well.

Education .^
•

:
'

' '^

There is a significant relationship between the education of the respondent and the

contraceptive use decision-maker among female and male respondents. Lower levels of

education are found among female and male respondents that report husbands make

contraceptive decisions (5.1 years and 4.9 years of schooling respectively). Higher levels

of education are found among female and male respondents that reported shared

contraceptive decisions (7.3 years and 6.7 years of schooling respectively) and wife

decision-makers (6.6 years and 6.0 years of schooling respectively). No significant

relationships are found between educational differences (between respondents and their

spouses) for contraceptive use decision-maker among female and male respondents.

,S .ttv-b;-
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Economics

There is a significant relationship between the relative wealth of the respondent -

and the contraceptive use decision-maker among female and male respondents. The

respondents reporting husbands make contraceptive decisions also report having lower

levels of wealth. For example, over 50% of female and male respondents indicating the

husband makes contraceptive decisions do not have electricity. Also, respondents

indicating the wife or both partners decide are more likely to report higher proportions of

wealth.

There is also a significant relationship between the health care benefits of the

respondent and the contraceptive use decision-maker among female respondents (but not

male respondents). Among female respondents reporting husbands make contraceptive

decisions, most report having only public health care benefits (over 92%) and few report

social security benefits obtained through a workplace (over 6%) or private insurance (less

than 2%). Higher proportions ofwomen reporting the wife makes contraceptive decisions

or that such decisions are shared, indicate access to social security (13.7% and 12.3%

respectively) and private insurance (4.1% and 4.8% respectively).

Demographics/Culture

There is a significant relationship between the age differential (between the

respondent and the spouse of the respondent) and contraceptive use decision maker i

among female respondents (but not male respondents). Among female respondents

reporting husbands make contraceptive decisions, the average difference in age between

the respondent's husband and the respondent is 5.2 years. Female respondents reporting

wives make the contraceptive decisions or that such decisions are made together have
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lower age differences with their partner (4.7 years and 4.4 years respectively). Age

itself is not significantly different across contraceptive use decision-makers for female or

male respondents. ,

There is also a significant relationship between the religious affiliation and

contraceptive use decision-maker among female respondents (but not male respondents).

Unlike previous significant relationships, the direction of this relationship is less clear.

The majority of those reporting the husband, wife or both partners make contraceptive

decisions also report a Catholic affiliation. However, among those women who indicate

shared decision making (as opposed to wife only or husband only) a slightly higher , ..

proportion affiliate themselves with the Protestant or Evangelist faith, and a slightly

lower proportion do not affiliate themselves with any particular faith. i

Lastly, there is a significant relationship between marital status and contraceptive

use decision-maker among female and male respondents. Among female respondents,

over 60% of those who identified either the wife or the husband makes contraceptive

decisions reported being in common-law relationships. On the other hand, ofwomen who

reported shared contraceptive decision-making, just less than 50% were in common-law

relationships. Among male respondents, a similar significant pattern emerges with higher

percentages of common-law partners reporting wife or husband decision makers (but not

both). The difference is most pronounced among male respondents with over 74% of

husbands that make the contraceptive decisions reporting being in common-law

relationships. ,^ .

In summary, female respondents report husbands decide on contraception if the

respondent: 1) has male oriented attitudes 2) lives in rural areas, 3) has lower education
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4) has lower relative wealth, 5) has less access to health care benefits beyond public

health care, 6) is much younger than her husband, and 7) is in a common-law

relationship. Male respondents report husbands decide on contraception if the respondent

has 1) lower relative wealth, 2) has lower education and if the respondent is 3) in

common-law relationships. Subsequent multivariate analyses determine whether these

unadjusted relationships remain significant when more variables are added to the model.

Family Size Decision-Maker Outcome (Table 5.6) .. •

Gendered Attitudes '.•'..
. >

There is a significant relationship between gendered attitudes and the family size

decision-maker among female and male respondents. Over 65% of female respondents

reporting that their husband makes decisions about family size have male oriented

attitudes. Conversely, over 52% of female respondents reporting that wives make family

size decisions report non-male oriented attitudes. Similarly, over 6 1% of female ? -

.

respondents reporting shared family size decisions report non-male oriented attitudes.

Among male respondents, the majority of those reporting the husband, wife or both

partners make family size decisions have non-male oriented attitudes. However, the

highest proportion of non-male oriented attitudes occurs among men indicating shared

decision-making (over 75%) and the lowest proportion of non-male oriented attitudes

occurs among men indicating the wife makes family size decisions (over 5 1 %).

Urban/Rural

There is a significant relationship between place of residence and who makes the

decisions about family size among female respondents (but not male respondents). Of the

female respondents indicating the husband makes family size decisions, over 64% live in
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rural areas. Conversely, over 51% of female respondents indicating shared decisions

live in urban areas and 54% of female respondents indicating that the wife makes family

size decisions live in urban areas.

Education ^^ '
'' '''

There is a significant relationship between the education of the respondent and the

family size decision-maker for both female and male respondents with lower levels of

education found among female and male respondents who report husbands make family

size decisions (5 years). Higher levels of education are found among female respondents

who reported shared family size decisions (7.4 years) and the wife as decision-maker (6.3

years). Higher levels of education are found among male respondents who reported

shared decision making as well (6.7 years), but years of schooling was not higher among

male respondents indicating that the wife decides (4.9 years). No significant relationships

Eire found between educational differences (between respondents and their spouses) for

family size decision-maker among female and male respondents.

Economics

There is a significant relationship between the relative wealth of the respondent

and the family size decision-maker among female and male respondents. Respondents

reporting husbands make family size decisions also report having the lowest proportions

of wealth. For example, over 50% of female and 45% ofmale respondents indicating the

husband makes family size decisions do not have electricity. Female respondents

indicating the wife or both partners decide report higher proportions of fiidges, phones

and cars. Similarly, male respondents indicating both partners decide on family size

report higher proportion of fiidge, phone and car ownership.
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There is also a significant relationship between the health care benefits of the

respondent and the family size decision-maker among both female and male respondents.

Among female respondents reporting husbands make family size decisions, most report

only public health care benefits (over 91 %) and few report social security benefits

obtained through a workplace (over 7%) or private insurance (1%). Among women

reporting the wife makes family size decisions or that such decisions are shared, higher

proportions of these women indicate access to social security (12.6 and 12.5%

respectively) and private insurance (2.4% and 5.4% respectively). Male respondents

show a similar significant pattern, except the respondents reporting the wife decides are

more likely to report the husband decides group than the shared decision-making group.

Demographics/Cuture : ' ' '

-

There is a significant relationship between the age differential (between the

respondent and the spouse of the respondent) and family size decision maker among

female respondents (but not male respondents). Among female respondents reporting

husbands make family size decisions, the average difference in ages between the

respondent's husband and the respondent is 5.5 years. Female respondents reporting

wives make the family size decisions or that such decisions are made together have lower

differences in ages (4.5 years and 4.4 years respectively). Age alone is also significantly

different across family size decision-makers for female (but not male respondents). Older

(3 1 .5 years old) female respondents report that the wife decides on family size, compared

to younger respondents (30.3 years old) who are more likely to report that the husband

decides on family size.
'

. . .
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There is also a significant relationship between the religious affiliation and

family size decision-maker among female respondents and male respondents. Unlike

previous significant relationships, the direction of this relationship is less clear. The

majority of those reporting the husband, wife or both partners make family size decisions

also report a Catholic affiliation. Among the male respondents indicating that the wife

makes the family size decisions the highest proportion ofmen report no religious

affiliation (over 33%). Moreover, male respondents reporting the wife makes the family

size decisions have the lowest proportion reporting a Catholic affiliation.

Lastly, there is a significant relationship between marital status and family size

decision-maker among female and male respondents. Among female respondents, almost

66% of those who identified the wife and 64% of those who identified the husband makes

family size decisions reported being in common-law relationships. On the other hand, of

women who reported shared family size decision-making, just over 50% were in

common-law relationships. Among male respondents, a similar significant pattern

emerges with higher percentages of common-law partners reporting wife or husband

decision makers (but not both). The difference is perhaps more pronounced among male

respondents who indicate 75% of husbands and 81% of wives that make family size

decisions are in common-law relationships.

In summary, female respondents reporting husbands decide on family size are

more likely to: 1) have male oriented attitudes 2) live in rural areas, 3) have lower

education 4) have lower relative wealth, 5) have less access to health care benefits

beyond public health care, 6) are much younger than their husband, 7) are younger, and

8) are in common-law relationships. Male respondents report husbands decide on family



ft;

j;.. ..« . -lii £ :J.^-;i.

<(.y.:y. -'h.-C'V •
' t-i.')*-;-' \t--A,



n
size if the respondent: 1) has lower relative wealth, 2) has less access to health care

benefits beyond public health care, 3) has lower education, and if the respondent 4) is in

common-law relationships. The multivariate analysis in the next section will determine

whether these relationships remain significant after adjusting for other variables.

Multivariate Analyses ,
,*'

Tables 5.8 through 5.1 1 present a series of multi-nominal logistic regression

models across the two outcomes, contraceptive use decision-maker and family size

decision-maker, separately for women and men. Six models are presented in each table

based on theoretical groupings of variables. Each model includes the variable gendered

attitudes because it is the variable of central interest. As other factors are added to

subsequent models, changes (or lack of changes) in the effect of gendered attitudes on the

dependent variables are examined. If the effect of gendered attitudes does not change or

is consistent across all the models then it can be concluded that gendered attitudes

significantly predict family planning outcomes independent of contextual factors. On the

other hand, if changes are noted in the gendered attitudes across the models, it would

indicate that this relationships is mediated by other factors. ]
• ' . •

'
-

The regression tables presented contain Odds Ratios (OR) and the 95% r ->
..

,

Confidence Interval (CI). The odds ratio represents the chance or likelihood of an

occurrence. An odds ratio above one (1) indicates a greater likelihood and an odds ratio

between zero (0) and one (1) indicates a reduced chance. An odds ratio of one (1)

indicates an equal likelihood of occurrence. The 95% confidence interval describes the

certainty that 95% of the time the odds ratio will fall between the specified ranges. If the

confidence interval includes one (1) then the odds ratio is non-significant. Generally, the
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larger the sample size, the narrower the confidence intervals, as confidence intervals

are influenced by the standard error which is sample size dependent. Conversely, the

smaller the sample size, the wider the confidence intervals.

Contraceptive Use Decision-Maker among Female Respondents (Table 5.8)

Women with non-male oriented attitudes are 3.08 (1.96-2.85 95% CI) times more

likely to report sharing the decision about contraceptive use with their partner and 2.36

(2.60-3.65 95% CI) times more likely to be the sole contraceptive use decision-maker

compared to women with male oriented gender attitudes (Model 1). Therefore, the central

variable of interest, gendered attitudes, is a significant predictor ofwho decides on

contraceptive use among female respondents.

Women living in urban areas are 1 .67 (1 .40-1 .99 95% CI) times more likely to

share the decision about contraceptive use with their partner and 2.40 (1 .97-2.91 95% CI)

times more likely to be the sole contraceptive use decision-maker compared to women

who live in rural areas (Model 2). Adding the urban/rural variable into the model slightly

decreases the effect of gendered attitudes on the outcome. !

With each additional year of education women attain, they are 1.15 (1.14-1.20

95% CI) times more likely to share the decision about contraceptive use with their partner

and 1.12 (1.08-1.15 95% CI) times more likely to be the sole decision-maker compared to

women who report that their husbands make the decisions. •
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Model 3 also shows that for every year increase in the difference in years of

education between husband and wife, women are 1.05 (1.02-1.09 95% CI) times more

likely to report they share the decision about contraceptive use with their partner or be the

sole decision-maker. While the odds ratios for the education variables appear to be low

(i.e., close to the number one), these variables are continuous variables and the odds ratio

predicts the likelihood for each incremental increase in years of education. Similar to

Model 2, the additional variables in the model decrease the odds ratio of gendered

attitudes. This change indicates that part of the variance of gendered attitudes on

contraceptive use decision-maker as accounted for by education.

Higher levels in wealth are associated with a higher likelihood that women share

contraceptive decision-making and an increased likelihood that they alone make these

decisions. The type of health care a female respondent has generally does not predict the

degree to which they are involved in decisions regarding contraceptive use. This model

indicates that women with social security benefits are slightly more likely to be the sole

contraceptive decision-maker compared to women with only public health care coverage.

However this relationship was only marginally significant. Finally, economic factors also

mediate the relationship of gendered attitudes on contraceptive use decision-making.

Age and age differential do not have an effect on the contraceptive use decision-

maker. Women who affiliate themselves with the Evangelical faith are significantly more

likely to report shared (1 .25 times more likely) or sole decision-maker (1 .34 times more

likely) for contraceptive use compared to women who affiliate themselves with the

Catholic faith. Women who indicate no religions affiliafion are significantly less likely to

indicate that contraceptive use decisions are shared with their partner compared to those
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who affiliate with the CathoHc faith. No significant relationship is found among

women who report that wives (compared to husbands) make contraceptive decisions and

no religious affiliation (compared to Catholic affiliation). Unlike previous explanations of

relationships, the effects of marital status are opposite for 'wife decision-makers' and

'both decision-makers'. That is, married women were significantly less likely to report

making contraceptive use decisions on their own compared to women in common-law

relationships. Conversely, married women were 1.34 (1.13-1.61 95% CI) times more

likely to make contraceptive decisions with their partner compared to women in

common-law relationships. Thus, women in common-law relationships were less likely to

indicate shared contraceptive use decision-making; rather they were more likely to

indicate sole contraceptive use decision-making. Finally, gendered attitudes actually

increased slightly for wife as sole decision-maker after adjusting for age, religion and

marital status. .-• ..i < , /

In the Full Model, all the factors explored in models 1-5 are entered into one final

model. Model 6 shows that gendered attitudes remains significant, as it has been across

all the other models. Yet the odds ratio is lower in model 6 than it was in model 1

,

indicating that adding the urban/rural, education, economic and demographic/cultural

factors account for some of the variance in the relationship between gendered attitudes

and contraceptive use decisions. The effects of urban/rural place of residence decreased

from model 2 to model 6 among those indicating the wife decides. The effects among

those indicating both partners decide together became non-significant in the full model.

Many of the educational factors became non-significant in the fiill model as well, but

respondent education remained significant among those women who share decision-
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making with their partner. The effects of economic factors also decreased with the

addition of other factors into the model. Specifically, the effect of wealth decreased and

effect ofhealth benefits became non-significant. Age and age differential are non-

significant in model 5 and in model 6. Religion appears to be a consistently stable and

independent of other variables changing only slightly fi-om model 5 to model 6. Lastly

marital status became non-significant among those who indicated both make decisions in

model 6, but those who indicated the wife makes decisions remained significant. Thus,

significant effects are present for gendered attitudes (wife & both), urban rural (wife),

education (both), wealth (wife & both), religious affiliation (wife & both), and marital

status (wife). No significant effects are present for educational difference, age of

respondent, or age differential.

To summarize. Table 5.8 indicates that wives are more likely to be the sole

contraceptive decision-maker if they do not have male oriented attitudes, if they live in

urban areas, have more wealth, affiliate with Protestant/Evangelical faith and are in a

common-law relationship. Women are more likely to make contraceptive decisions with

their partner ifthey have non-male oriented attitudes, have higher education, and higher

wealth. Interestingly those who affiliate with the Protestant/Evangelical faith are more

likely than those who affiliate with the Catholic faith to share decisions, yet those who

affiliate with the Catholic faith are more likely than those who do not affiliate with any

faith to share contraceptive use decision-making. These findings are also summarized

using the conceptual model that guides the current study in Figure 5. 1

.
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Figure 5.1

Multinomial Regression Model ofthe Outcome, Contraceptive Use Decision-Maker:

Significant Findingsfi^om the Full Model (model six)for Female Respondents

98

Independent Variable

Gendered Attitudes

-non-male oriented attitudes
WB

Mediating

Effect

Main Effect

I >
Covariates

Region
-living in urban areas*

Education

-t education
°

Economics
-T relative wealth

"^^

Demographics/Culture
-Evangelical (vs. Catholic)*^

-Catholic (vs. no religion)^

-common-law relationship*

Outcome Variable

Contraceptive Use
Decision-IVIaker

Mediating

Effect

Legend for Significance

* = wife decides

^ = both partners decide

Contraceptive Use Decision-Maker among Male Respondents (Table 5.9)

Men with non-male oriented attitudes are 2.46 (1.77-3.40 95% CI) times more

likely to share the decision about contraceptive use with their partner than men with

male-oriented attitudes. There is no significant relationship between gendered attitudes

and wives contraception decision-makers in Model 1 or in subsequent models. Still, the

central variable of interest, gendered attitudes, is a significant predictor of who decides

on contraception among male respondents.

There is no significant relationship between region (urban/rural) and

contraceptive use decision-maker among male respondents.
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With each additional year of education, men are 1.15 (1.09-1.21 95% CI)

times more likely to report that they share the decision about contraceptive use with their

partner. In addition, with every one-year increase in education, men are 1.12 (1.05-1.20

95% CI) times more likely to report wife contraceptive use decision-making. There are

also significant relationships between educational differential and contraceptive use

decision-maker in Model 3. That is, the older husbands are compared to their wives, the

less likely contraceptive decisions are made by the wife alone, or by both partners. The

addition of education variables also decreases the effect of gendered attitudes on family

size decision-making among male respondents.

Very high levels in wealth significantly increase the likelihood that men share

contraceptive use decision making with their partner or that wives alone make these

decisions. Men with private insurance are significantly less likely to report that wives

make contraceptive use decisions on their own, compared to men with public insurance

only. In other words, according to male respondents, men with public health care benefits

are more likely to indicate their wives make contraceptive decisions than men with

private health care benefits. Finally, economic factors also slightly mediate the

relationship of gendered attitudes on contraceptive use decision-making.

Age of respondent, age differential and religious affiliation do not have a

significant effect on the outcome of contraceptive use decision making among male

respondents. However, married men are 1.80 (1.10-2.94 95% CI) more likely to indicate

their wives make contraceptive use decisions on their own compared to men in common-

law relationships. In addition, married men are 2.54 (1.74-3.72 95% CI) times more

likely to make contraceptive use decisions together with their partner compared to men in
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common-law relationships. Finally, the effect of gendered attitudes did not change

with the addition of demographic/cultural factors, indicating it is independent of age of

respondent, spousal age differential, religion, and marital status.

The Full Model includes all the factors explored in models 1-5 entered into one

final model. Gendered attitudes remain significant, as it has been across all the other

models. However, the odds ratio is lower in model 6 than it was in model 1 , indicating

that adding the urban/rural, education, economic and demographic/cultural factors

account for some of the variance in the relationship between gendered attitudes and

contraceptive use decisions. As in previous models, the effects of place of residence, age

of respondent and religious affiliation continue to be non-significant. Two economic

factors are significantly related to wives making contraceptive use decisions. The first is

the highest category of economic wealth and the second is public health care benefits.

Marital status was no longer significant in the fijll model. Three factors are significantly

related to both partners making contraceptive use decisions. First, men with non-male

gendered attitudes were 1.94 (1.37-2.75 95% CI) times more likely to report shared

decision-making. Second, educational factors were also significant such that the higher

the men's education, the more likely contraceptive decisions are shared. In addition, the

lower the difference in years of education (that is, the closer husband's level of education

is to wife's), the more likely contraceptive decisions are shared. Third, married men were

more likely to report shared decision making than men in common-law relationships. The

relationship between economic factors and shared decision-making were no longer

significant in the final model.
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To summarize, significant effects are present for gendered attitudes (both),

education of respondent (both), spousal education differential (both), wealth (wife),

health care benefits (wife), and marital status (both). No significant effects are present for

region (urban/rural), age of respondent, spousal age differential or religious affiliation.

Overall, Table 5.9 indicates that wives are more likely to be the sole contraceptive use

decision-maker when men report high economic wealth and only public health care

benefits. Men are more likely to report making contraceptive use decisions with their

wives if they do not have male oriented attitudes, have higher education, a small

difference in level of education with their wives, and are married. These findings are also

summarized using the conceptual model that guides the current study in Figure 5.2.

Figure 5.2 . . ^ ,

Multinomial Regression Model ofthe Outcome, Contraceptive Use Decision-Maker:

Significant Findingsfrom the Full Model (model six)for Male Respondents

Independent Variable

Gendered Attitudes

-non-male oriented attitudes
^

Mediating

Effect

Main Effect

L

Covariates

O
Education

-T education"

-lower education than wife"*

Economics
-T relative wealth

*

-public health) care^

Demographics/Culture
-married

"

Outcome Variable

Contraceptive Use
Decision-Maker

Mediating

Effect

Legend for Significance

* = wife decides
" = both partners decide
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Family Size Decision-Maker among Female Respondents (Table 5.10)

Women with non-male oriented attitudes are 3.12 (2.63-3.69 95% CI) times more

likely to report sharing decisions about family size with their partner and 2.13 (1.75-2.59

95% CI) times more likely to be the sole family size decision-maker compared to women

with male oriented attitudes. Therefore, the central variable of interest, gendered

attitudes, is a significant predictor ofwho decides on family size among female

respondents. i

Women living in urban areas are 1 .52 (1 .27-1 .80 95% CI) times more likely to

share the share the decision about family size with their partner and 1.84 (1.51-2.25 95%

CI) times more likely to be the sole family size decision-maker compared to women who

live in rural areas. Adding the urban/rural variable into the model decreases the effect of

gendered attitudes on the outcome, partially explaining the effects of gendered attitudes

on family size.
I

'

With each additional year of education that women attain, they are 1.17 (1.14-

1.20 95% CI) times more likely to share the decision about family size with their partner

and 1.09 (1.06-1.13 95% CI) times more likely to be the sole decision-maker. Model 3

also shows that, the higher the husbands education is compared to the wife, women are

1 .04 times more likely to share the decision about family size with their partner. There

are no significant relationships between education differential and wife as decision-

makers. Similar to Model 2, the addition of education in the model also decreases the

ratio of gendered attitudes. This change indicates that part of the variance of gendered

attitudes is explained by education and therefore education has a mediating effect on

gendered attitudes and family size decision-maker.
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Higher levels in wealth increase the likelihood that wives share family size

decision making and increase the likelihood that wives alone make these decisions. As

well, women with private insurance are 2.55 (1.23-5.28 95% CI) times more likely to

report they share family size decision-making with their partner compared to women with

only public health care coverage. Again, economic factors appear to mediate the

relationship of gendered attitudes on family size decision-making.

Older women are more likely to report that they decide on family size decisions.

This effect was not signficant for decisions made by both partners. Age differential '^

between husband and wife has no effect on the family size decision-maker. Women who

affiliate themselves with no faith (compared to those who affiliate with Catholics) are

significantly less likely to indicate both partners make family size decisions. Married

women are significantly less likely to make family size decisions on their own compared

to women in common-law relationships. Conversely, married women are 1 .56 times more

likely to make family size decisions with their partner compared to women in common-

law relationships. Finally, gendered attitudes changed minimally, indicating it was

independent of these demographic/cultural factors.

The Full Model shows all the factors in models 1-5 entered into one final model.

Model 6 shows that gendered attitudes remains significant. Yet the effect is lower in

model 6 than it was in model 1 , indicating that adding the urban/rural, education,

economic and demographic/cultural factors account for some of the variance in the

relationship between gendered attitudes and family size decisions. The effects of

urban/rural place of residence become non-significant in the fiall model. Many of the

educational factors also become non-significant in the fiall model, but the education of
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respondent remains significant among those women who share decision-making with

their partner. The economic factors also decrease with the addition of other factors into

the model, but generally remain signficant. Specifically, the effect of wealth decreases

while the effect of health benefits becomes non-significant. Age of respondent remains a

significant predictor for the wife as the decision-maker, while age differential remains

non-significant in model 6. Religion also becomes non-significant in the fiill model. i

Finally, marital status remains significant in the full model such that married women are

more likely to report that they decide on family size with their partners and common-law

women are more likely to report that they decide on family size on their own.

To summarize, significant effects are present for gendered attitudes (wife & both),

education (both), wealth (wife & both), age (wife), and marital status (wife & both). No

significant effects are present for region, spousal educational differences, health care

benefits, spousal age differential, or religious affiliation. Overall, Table 5.10 indicates

that women are more likely to be the sole family size decision-maker if they do not have

male oriented attitudes, have more wealth, are older in age, and are in a common-law

relationship. Women are more likely to make family size decisions with their partner if

they have non-male oriented attitudes, higher education, higher wealth, and are married.

These findings are also summarized using the conceptual model that guides the current

study in Figure 5.3.
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Figure 5.3 '

Multinomial Regression Model ofthe Outcome, Family Size Decision-Maker: Significant

Findingsfi-om the Full Model (model six)for Female Respondents

Independent Variable

Gendered Attitudes

-non-male oriented attitudes ^ ^

Mediating

Effect

Main Effect

Covariates

C>

Education

-T education
"

Economics
-t relative wealth*^

Demographics/Culture

-Tage^
-common-law relationship

*

-married
^

Outcome Variable

Family Size Decision-Maker

Mediating

Effect

Legend for Significance

= wife decides

= both partners decide

Family Size Decision-Maker among Male Respondents (Table 5.11)

Men with non-male oriented attitudes are 2.61 (1.87-3.65 95% CI) times more

likely to share the decision about family size with their partner than men with male-

oriented attitudes. There is no significant relationship between gendered attitudes and

wives making family size decisions in Model 1 or in subsequent models. Still, the central

variable of interest, gendered attitudes, is a significant predictor ofwho decides on family

size among male respondents.
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There are no significant relationships between region (urban rural) and who

decides on family size among male respondents. Moreover, adding the urban/rural

variable into the model does not affect the relationship of gendered attitudes on those

who indicate both partners decide on family size together. Therefore, the effect of

gendered attitudes on family size is not explained by area of residence, indicating there is

no mediating relationship. „ > , . h ..

With each additional year of education men attain, they are 1 .1 1 (1 .05-1 .17 95%

CI) times more likely to report they share the decision about family size with their

partner. There are no significant relationships between educational differential and family

size decision-maker. However, the addition of educational variables in the model do

decrease the effect of gendered attitudes on shared family size decision-making. This

indicates that part of the variance of gendered attitudes is explained by education.

Very high levels in wealth significantly increase the likelihood that men report

shared family size decision making with their partner. There is no significant relationship

with health care benefits and family size decision-making. Economic factors also mediate

the relationship of gendered attitudes on shared family size decision-making.

Both age of respondent and age differential do not have a significant effect on the

outcome of family size decision making among male respondents. Marital status and

religious affiliation however do have a significant effect. Married men were 2.70 (1 .81-

4.04 95% CI) times more likely to indicate family size decisions were made together with

their partner compared to men in common-law relationships. Men who did not affiliate

with any religion were 2.26 (1.16-4.43 95% CI) times more likely to indicate their wife

makes family planning decisions compared to men who affiliate with the Catholic faith.
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In addition, men who affiliated with the Protestant or Evangelical faith were

significantly less likely to indicate shared decision-making compared to Catholics. That

is, men affiliated with the Catholic faith were more likely to share decision-making than

Protestants. Finally, the effect of gendered attitudes decreased slightly in model 5 with

the addition of demographic/cultural factors, indicating a slight mediation effect.

In the full model (model 6), gendered attitudes is significant, as it has been across

all the other models. Yet the odds ratio is lower in model 6 than it was in model 1

,

indicating that adding the urban/rural, education, economic and demographic/cultural

factors account for some of the variance in the relationship between gendered attitudes

and family size decisions. The effects of place of residence, health care benefits, age of

respondent, and age differential continue to be non-significant variables in the full model.

In the fiill model, the effect of economics becomes non-significant. What remains are

effects of education and demographics/culture. First, higher levels of education are

associated with a greater likelihood of shared decision-making. Second, men who

affiliate with the Catholic faith are more likely to report shared decision making with

their wife than Protestants. Moreover, men who do not affiliate with any religion are ;

more likely to indicate their wife makes family size decisions compared to men who

affiliate with the Catholic faith. Finally, married men are more likely than common-law

men to share family size decision making with their wives.

In summary, significant effects are present for gendered attitudes (both),

education (both), religion (wife & both) and marital status (both). No significant effects

are present for region, wealth, health care benefits, age of respondent, and spousal age

differential. Overall, Table 5.1 1 indicates that wives are more likely to be the sole family
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size decision-maker if their husbands do not affiliate with any religion. Men are more

likely to report sharing family size decisions if they have non-male oriented attitudes,

higher education, affiliate with the Catholic faith compared to the Protestant/Evangelical

faith, and are married. These findings are also summarized using the conceptual model

that guides the current study in Figure 5.4. '•lO- :: . r. <

Figure5.4 - ,; • /

Multinomial Regression Model ofthe Outcome, Family Size Decision-Maker: Significant

Findingsfi-om the Full Model (model six)for Male Respondents .

Independent Variable

Gendered Attitudes

-non-male oriented attitudes

'

Mediating

Effect

Main Effect

Covariates

O
Education

-T education
"

Demographics/Culture

-no religion (vs. Catholic)*

-Catholic (vs. Evangelical)"

-married
"

Outcome Variable

Family Size Decision-IVIaker

Mediating

Effect

Legend for Significance

" = wife decides

' = both partners decide

Interaction Effects
;

The tables and figures above describe the effects of gendered attitudes on family

outcomes within the Honduran context among both female and male respondents.

However, these findings do not explain whether these effects are significantly different

across men and women. To test this, interaction effects are examined by joining the two

data sets to form a one new data set. Using the new combined data set, the full model is
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employed for both outcomes with the addition of gender and gender interaction terms.

The following section discusses the moderating effects of gender on the family planning

outcomes.

Contraceptive Use Decision-Maker ' '

The application of gender as an interaction term yields three main findings. First,

there is a significant effect between gender and spousal educational differential. That is,

the greater the educational gap between husbands and wives, women report a greater

likelihood that the wife or both partners decide on contraception. Conversely, men are

less likely to report that the wife or both partners decide as the gap between the husband

and wife's education increases. The second interaction occurred between gender and

religious affiliation. Men with no religious affiliation were significantly more likely to

indicate shared contraceptive use decision-making than women with no religious

affiliation (Figure 5.5). Moreover, Protestant/Evangelical women were more likely to

report that the wife alone or both partners together make contraceptive decisions

compared to Protestant/Evangelical men. Third, the relationship between married

respondents and contraceptive use decisions was found to depend on gender. Specifically,

married women are more likely than married men to report that the husband makes the

contraceptive decisions (Figure 5.6). Thus, gender significantly moderates the effect of

educational differences (between spouses), religious affiliation and marital status on

contraceptive decision-making. There are no moderating effects between gender and the

relationship between gender, region, respondent education, wealth, health care benefits,

age of respondent, or age differential and gendered attitudes and contraceptive use
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decision-maker. Figure 5.7 summarizes these findings using the conceptual model

employed throughout this study.

Figure 5.5

Concept Map ofSignificant Gender Interactions on the Outcome Contraceptive Use

Decision-Maker

Outcome Variable

Independent Variable Main Effect

Gendered Attitudes

Mediating

Effect

Contraceptive Use
Decision-IViai^er

Gender
-married women (vs. married men)"

-men with no religion (vs. women with no religion)"

Covariates

Moderating

Effect

Education

-spousal education differential

'

Culture

-married (vs. common-law)"
- no religion (vs. Catholic)''

Mediating

Effect

Legend for Significance

' = husband decides

= both partners decide
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Family Size Decision-Maker

The application of gender as an interaction term yields two main findings. First,

the relationship between religious affiliation and family size decision-maker depends on

gender. Specifically, significantly more Protestan/Evangelical women than men report

that both partners make family size decisions together compared to husbands alone

(Figure 5.8). In addition, significantly more men than women reporting no religious

affiliation indicate that the wife makes family size decisions compared to the husband

making family size decisions. The second significant interaction with gender was with

marital status. Married women are more likely than married men to report that the

husband makes the family size decisions (Figure 5.9). Thus, gender significantly

moderates the effect of religious affiliation and marital status on family size decision-

making. There were no moderating effects between gender and the relationship between

gender, region, respondent education, education differential (between spouses) wealth,

health care benefits, age of respondent, or age differential and gendered attitudes and

contraceptive use decision-maker. Figure 5.10 summarizes these findings using the

conceptual model employed throughout this study.
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Summary

In conclusion, these findings indicate that non-male oriented attitudes are

predictive of female involvement (i.e., shared or sole decision-maker) in family planning

decision-making. However, the effect of gendered attitudes on family planning is partly

explained by mediating contextual factors. Principally, education and wealth reduce the

relationship between gendered attitudes and decision-making across the four sets of

models. The mediating factors vary across the two samples ofmale and female

respondents and across the two outcomes of contraceptive use decision-maker and family

size decision-maker. In the following discussion chapter, these results will be interpreted

further using the feminist framework and knowledge about the Honduran society.

Figure 5.10

Concept Map ofSignificant Gender Interactionsfrom the Full Model (Model six) on the

Outcome, Family Size Decision-Maker

Independent Variable Main Effect
Outcome Variable

Gendered Attitudes

Gender
married women (vs married men)"
Evangelical women (vs. Evangelical men)^
men with no religion (vs. women with no religion)^

Mediating

Effect \7
Covariates

Moderating

Effect

Demographics/Culture

married (vs. common-law)"
Evangelical (vs. Catholic)"

no religion (vs. Catholic)
^

Mediating

Effect

Legend for Significance

= husband decides

= both partners decide

= wife decides
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CHAPTER SIX: DISCUSSION

Introduction

The final chapter of the current study begins with a review of the objectives and

rationale to emphasize the importance and relevance of this study. A second section is

devoted to interpreting the results Irom Chapter Five applying the Honduran context

outlined in Chapter Two, and the Feminist Framework outlined in Chapter Three. Finally,

the last section discusses not only the limitations and implications of this study, but also

attempts to uncover deeper issues and considerations for future studies about gender and

family planning in Honduras.

Before I continue with the discussion, I would like to acknowledge that this paper

is written from a particular perspective as a White female Canadian student researcher.

Every attempt is made to be open by allowing the literature and data to speak for itself as

much as possible. Moreover, throughout the process of writing this document I have

continually questioned (and been open to questioning from others about) whether I am

making judgments that compromise the authenticity and presentation of the Honduran

experience. Along the way, I have uncovered some biases and I have taken steps to

reduce them, but I am still learning how my perspective is shaped by my own social

context that is then imposed on this research project. Thus, as a non-Honduran, there are

limitations to this study that go beyond technical methodological issues inherent in all

research. That is, I recognize that there are diverse realities and truths that I cannot

comprehensively capture and present here. I hope the findings from this study encourage

continued dialogue and I welcome refined and alternative interpretations, particularly

from the voices of women (of varying demographics) living in Honduras.
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Review ofObjectives and Rationale

There are two objectives of this study (identified in Chapter One). The first

objective is to understand the relationship between gendered attitudes and family

planning decision-making in the Honduran context. This objective is specific and relates

directly to the research questions, methods, results, and the content of the discussion. The

second objective is to contribute to both the local (Honduran) and global knowledge of

gender and family planning. The broader second objective was explored in the first three

chapters, and will now be incorporated into the discussion of the findings and

considerations for ftiture research.

Gendered attitudes and family planning in Honduras is of particular interest

because of two United Nations documents, one that presented information on the state of

the world at the turn of the century in 2000, and another that arose fi-om a world

conference on women in 1 994. The former document (UNFPA, 2000), suggests that

women's empowerment over family plaiming decision-making has the potential to reduce

unwanted or mistimed pregnancies, abortions (particularly unsafe abortions), and

maternal mortality. Such reductions have positive implications on the health of women,

the quality of life of families and the development of countries (Figure 6.1).

-;<





Figure 6.1 • ^

Concept Map that Locates Gender Norms Relative to Family Planning Outcomes
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Gender Norms
(Affect family planning)

Attitude :

Who should make
important decisions?

(men, women, or both)

Behaviour :

Who makes family

planning decisions?

(men, women, or both)

Family Planning

\ Type of contraceptive
^ used

Number of children in

a household

^

Maternal Mortality

(Affected by family planning)

Individual Health

Family's Quality of Life

Development of Honduras

In the developing country of Honduras, the maternal mortality rate was 110

deaths per 100,000 live births which seems high in comparison to the maternal mortality

rate of 6 deaths per 100,000 live births in Canada; however, it is much lower than

neighbouring Guatemala (240/100,000) and Nicaragua (230/100,000) (United Nations

Development Program, 2005). As discussed in Chapter Two, Honduras is an example of

a country that has made significant progress in reducing maternal mortality over a short

period of time and maternal mortality continues to be a national priority. Gains in

women's involvement in family planning decision-making have the potential to further

reduce maternal mortality. Reductions in maternal mortality affect the three outcomes in

Figure 6. 1 . First reducing maternal mortality means that more women are likely to

survive childbirth, directly affecting women's individual health. Second, maternal

mortality leads to the psychological, social and economic hardships of children growing

up without mothers and husbands coping without wives directly affecting the family

quality of life. Third, there is a pattern of lower maternal mortality rates among countries
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with higher ratings on the Human Development Index (HDI) (United Nations

Development Programme, 2005). This is because reduced maternal mortality rates

directly influences life expectancy, one of the three key components used to calculate

HDI.

In addition to maternal mortality, abortion is an important issue related to

women's empowerment and family planning decision-making. In Honduras, abortion is

technically illegal and while some health care providers may still perform abortions,

formal abortion services are not readily available. Such laws prohibiting abortion

emphasizes the importance ofwomen's empowerment over family planning decision-

making. Consequently it limits women's recourse for unwanted or mistimed pregnancies.

There are increased health risks of seeking out an abortion illegally without laws,

policies, and regulations to protect women's individual health. The effect of having

unwanted or mistimed pregnancies may also add pressure to families in terms of

providing adequate resources (i.e., educational opportunities) for all family members.

Finally, similar to maternal mortality, lower TFR also corresponds with higher rankings

on the Human Development Index (United Nations Development Programme, 2005).

This patterning may be reflective of the urbanization of developed countries. Kermedy

(2002) found that people are not having fewer children in urban areas because children

are less desirable. Rather Kermedy (2002) found that the process of urbanization creates

more opportunities for education and employment and the desire of Hondurans to be able

to provide their children opportunities to be successful in the increasingly competitive

economy is stronger than the desire to have a large family. This process of urbanization

reflects the scales tipping in favour of smaller family size.
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The 1994 World Conference on Women (UN, 1994) also adds relevance to

studying gender and family planning in Honduras. The United Nations World Conference

on Women report contains statements about the rights ofmen and women to decide freely

on reproductive decisions such as contraceptive use and family size. These statements

imply that it is the State's responsibility to provide access to services (i.e., contraceptive

security) and information upon which men and women can make responsible decisions.

The current study assumes that access to services and information alone does not fially

determine reproductive choices. Rather, social elements such as gendered attitudes,

education, economics, environment, and demographics/culture (incorporated in the

current study) are factors that may limit or enhance women's agency in reproductive

decision-making. Moreover, the variety and conditions of family planning services and

information provided within Honduras is subject to foreign policy via foreign aid

(Quesada et al, 2004). International involvement in fiinding and delivery of family

planning services adds an additional political layer to the social context that may fiirther

restrict or enhance women's freedom of choice.

This second section of the discussion attempts to interpret the results by

incorporating the idea that both the context ofwomen and the agency ofwomen are

important in family planning decision-making (for reasons of health, quality of life, and

development). Here, the notion of women's context refers to factors that influence

women's involvement in family planning decision-making behaviour. The term agency

as it is written here, refers to the ability ofwomen to choose or determine their own

involvement in family planning decision-making and other factors that influence their

lives. , ,, -. .!, ,
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Figure 6.2 Linking Multiple Layers ofthe Honduran Context on Women within a

Feminist Framework.

128

Figure 6.2 illustrates the interrelated relationship between the social context

influencing decision-making behaviour (arrows pointing inward) and women's agency

over the decision making process (arrows pointing outward). Specifically, various layers

of the social context from the spouse and family through the national and global pressures

affect women's ability to negotiate family planning decisions. On the other hand, women
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also have agency to redefine and reduce social pressures, which will ultimately

influence the various levels of social context. ;

'

Figure 6.2 incorporates the Honduran context and the Feminist Framework into a

framework that helps orient the interpretation and understanding of the results of the

current study within a larger social context. The Honduran social context is depicted as

concentric circles with the woman located in the centre of her social world ranging from

her relationship with her spouse and family, to her community and her country, and

finally to the global community. Women generally bear the primary responsibility for

child rearing and the sole responsibility for child bearing (Kennedy, 2002), thus it seems

appropriate to situate women at the centre of Figure 6.2. From the woman as the focus,

the concentric circles of Figure 6.2 expand out from her closest to fiirthest relationships.

The next circle in Figure 6.2 represents the marriage (or common-law relationship)

between husband and wife. Many studies promote the inclusion ofmen/husbands in

family planning research because of the differences in reproductive attitudes that can i'^

occur between men and women. Specifically, husbands' attitudes may at times
'

overshadow the preferences of wives for reproductive outcomes, preventing wives from

using contraception (Dodoo & Seal, 1994; Bankole & Sigh, 1998; Ezeh 1993; Razzaque,

1999). The family and community can also act as social pressures regarding family size

and contraceptive methods. Zulu (1998) found that older female relatives were influential

in reproductive decisions regarding traditional methods of birth control. There is a dashed

line between the local community and the Honduran society because many of the

contextual factors under examination overlap the two layers in terms of the social norms

and opportunities that are available in the country as a whole and in specific •

'' ''
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communities. Finally, the outermost layer of the global community captures the

influence of international organizations on family planning processes in Honduras.

Figure 6.2 also employs the concepts of Gender, Experience, "The Personal is

Political," and Difference from the Feminist Framework introduced in Chapter Three. By

positioning the four feminist concepts in this figure, it attempts to link the reciprocal

nature of the influence of society on individuals and individuals on society. The concept

of"The Personal is Political" captures the idea that personal and private life issues

affecting women such as family plaiming decision-making are actually political and

public issues. These political issues are issues ofpower relations between women and the

multiple layers of their social context. The arrow is directed out of the circle on Figure

6.2 to illustrate how the personal issue of family planning decision-making affects

various layers of society. This concept can also be flipped around to become "The

Political is Personal," meaning social systems also affect women on a personal level in

their daily life and this is depicted as arrows pointing inward on Figure 6.2. The concept,

Gender, is also illustrated with arrows pointing inwards and outwards because gendered

systems are embedded within each layer of society that both influence women's role in

family planning decision-making and are impacted by women's changing role in family

planning decision-making. Experience, on the other hand is a concept with only one

direction, pointing inwards on Figure 6.2. This unidirectional concept is illustrated as '

such because the concept focuses on a common experience shared by all women with

spouses and family living in Honduran communities making family planning decisions.

Thus, the concept Experience is written as Common Experiences on Figure 6.2 to reflect

the shared experience of the Honduran context. The complementary concept that has
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arrows directed outwards on Figure 6.2 is Difference. This concept uncovers

heterogeneity among women and describes how these individual differences alter the

experience ofmaking family planning decisions in Honduras. The concept of Difference

is written as Different Experiences in Figure 6.2 to reflect the unique differences among

women and how this alters their experience of their social context. While theses four

feminist concepts are presented here as distinct, these concepts also build on each other

and overlap with one another.

: Interpretation ofResults

To review, the current study analyzed six constructs: gendered attitudes, region,

education, economics, demographics/culture, and gender. The first construct, gendered

attitudes was singled out as the main variable of interest in terms of predicting who

makes family planning decisions. Gendered Attitudes can be situated in the Honduran

Society (second outermost ring) of Figure 6.2 because it is examined as a part of

Honduran social norms. The concept of Gendered Attitudes may also be affected by the

global context and implemented or experienced differently in local communities and

families. The next four constructs (region, education, economics, and

demographics/culture) were added to the analyses for two reasons. The primary reason

was to understand how such contextual factors might partially explain or account for the

effect of gendered attitudes on the family planning decision maker. The secondary reason

was to examine whether these contextual factors might also predict who makes family

planning decisions. In terms of Figure 6.2, these contextual factors also fit within the

Honduran society (second outermost ring), though they may be affected by the global

context and implemented or experienced differently in local communities and families.
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Lastly, the sixth construct, gender, was examined to determine whether the effect of

any of the previous five constructs depended on the gender of the respondent. In terms of

Figure 6.2, gender can be situated within the context of the couple (the second innermost

ring). These six guiding constructs and the findings fi-om the analysis are presented in

Table 6.1. This summary table indicates the significant findings that predict who makes

family planning decisions from the adjusted full models of the regression analyses.

Table6.1 , .,

Summary ofMultivariate Adjusted Effects ofFamily Planning Decision-Makersfor Male

and Female Respondents .

Respondents are significantly more likely

to report WIVES make the decisions if:

(compared to husbands making decisions)

Respondents are significantly more likely

to report BOTH PARTNERS make the

decisions if:

(compared to husbands making decisions)
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Gendered Attitudes .',-.',.

Recall that gendered attitudes are measured using the survey question, "The most

important decisions should be made by men," where respondents either agree by

indicating, "Yes" (male oriented attitude) or disagree by indicating, "No" (non-male

oriented attitudes). Logically, those who disagree with the notion ofmen solely making

general decisions are likely to report partial (i.e., both partners) or full (i.e., solely the

wife) involvement ofwomen in making decisions specific to family planning. Evidence

to support this logic is found in the current study such that non-male oriented attitudes

predicted shared contraceptive and family size decision-making among male and female

respondents. Moreover, non-male oriented attitudes also predicted wives alone making

contraceptive and family size decisions, but only among female respondents (not male

respondents). Further analysis indicated these effects were independent of the gender of

the respondent. . <>

There are a few possible explanations for gendered attitudes not being a ,, -^

significant predictor for the wife making family planning decisions among male

respondents. From a methodological perspective, there may not have been enough cases

to elicit a significant effect. Yet, there were 163 cases for men (compared to 1 133 cases

for women), reporting the wife decides on contraceptive use and 79 cases for men

(compared to 921 cases for women) reporting the wife decides on family size. The

number of cases, while much lower than those of female respondents, should be

sufficient to detect statistically significant effects, but it is possible more cases are

needed. Another explanation is a possible response bias effect among male respondents

such that men indicated they had non-male oriented attitudes to "please the researcher"
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(i.e., the Honduran person collecting the data). Bivariate analyses (Tables 5.5 and 5.6)

between gendered attitudes and who makes family planning decisions indicate that even

ofmen reporting that they (i.e., the husbands) make contraceptive and family size

decisions are more likely (close to 55%) to report non-male oriented attitudes than male

oriented.

Aside from the exception noted above (men who indicate that their wives make

family planning decisions), non-male oriented attitudes are significantly predictive of the

involvement of Honduran women in making family planning decisions. Speizer et al

(2005), further supports this finding in a similar study that found a strong correlation

between attitudes about who should make family planning decisions and who actually

does make family planning decisions among men and women in Honduras. These

findings also relate to the Gender Empowerment Measure (GEM) discussed in Chapter

Two. The GEM is based on women's participation in decision-making and control over

family resources. As the Human Development Report (2005) suggests, the empowerment

ofwomen is related to more than simply (access to) resources such as income, education,

and health. Rather, the GEM is related to cultural gender norms. This explains why non-

male oriented attitudes are significantly predictive ofwomen's involvement in family

planning decisions consistently across all models in the analysis including the final model

after accounting for other contextual factors. The GEM and the Gender Related

Development Index (GDI) rank Honduras low compared to other countries in terms of

gender equality and empowerment in Honduras (Human Development Report, 2005).

These indexes illustrate how interpersonal relations between men and women are a

consequence ofmore systemic issues in terms of the economic and political structures of
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Honduras. That is, gender relations are a political issue that becomes a personal issue

when gender inequaHties are endemic across the different layers of the Honduran social

context (see Figure 6.2 "The Political is Personal"). '

While Honduras was ranked lower in comparison to other countries on the GEM

and GDI (see Table 2.2), it is possible for inequities across gender to change through the

empowerment of women. Understanding what factors support equity and empowerment

for women can help facilitate such changes in Honduras. The results of this study

indicated that education for both husbands and wives was the strongest factor that

mediated the relationship between non-male oriented attitudes on women's involvement

in family planning. This finding suggests that higher levels of education among men and

women facilitate non-male oriented attitudes and women's involvement in family

planning decisions. According to Filial & Guang-Zhen, (1999), education stimulates

ideas of equality and democracy. Thus, higher education empowers women and men to

believe important decisions should not be made by men alone or women alone.

Economic resources also had a mediating effect between gendered attitudes and

family planning decision-making, while region and demographics/culture had a much '

smaller effect. Specifically, higher levels of wealth also facilitate non-male oriented

attitudes and women's involvement in family planning decisions, particularly among

female respondents. Women with higher economic status may feel a reduction in political

inequities and feel empowered to participate in family planning decision-making.

Overall the results found here indicate that gendered attitudes are generally rooted

in the national and community contexts and affect the decision-making authority between

husband and wife. However, the resources possessed in the family, especially the wife.
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enhance the agency to counter these external pressures. Moreover, as the collective of

enhanced agency increases in numbers, it will influence the community and national

political views of gender equity and equality. Potential avenues for enhancing women's

involvement in family planning decision-making in Honduras include promoting non-

male oriented attitudes for men and women, enhancing opportunities for higher

educational attainment for men and women, and providing economic opportunities for

women. It should be noted however, that these findings affect primarily women, not men.

Education

In addition to education partially explaining the effect ofnon-male oriented

attitudes on women's involvement in family planning decision-making, education also

predicts women's involvement in family planning decisions independent of other factors.

That is, higher levels of education predict shared contraceptive and family size decisions

among male and female respondents. This effect is only found in men and women

indicating shared decision-making, not those indicating the wife alone make family

planning decisions. This finding concurs with a similar study (Speizer et al., 2005) that

found Honduran men and women were significantly more likely to indicate that husbands

make family planning decisions if their education level was primary or less. As

mentioned previously, studies (Pillai & Guang-Zhen, 1999), suggest education stimulates

ideas of equality and democracy. Thus, higher education empowers women to be

involved and men to involve their wives in family planning decision-making. This also

explains why education is significant only among those indicating both partners make

decisions, rather than the wife alone or the husband alone. Another finding indicated that

male respondents with lower education than their wives were significantly more likely to
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share contraceptive decision-making. That is, according to men, women attaining

higher education is not a challenge to men's participation in family planning decisions,

rather promotes involvement from both partners. Huacher & Suazo, (1996) also found

that women's education is closely linked to women's reproductive health in terms of

family planning.

Education is important in terms of shared family planning decision-making, but

Hondurans experience various challenges to accessing education, particularly secondary

school (PAHO, 2002). The ability of local communities to provide secondary schools,

particularly in rural areas is a political challenge that affects men and women on a

personal level. In addition, secondary and post secondary education may be cost

prohibitive particularly when the financial needs of families create pressures for young

men and women enter the workforce (Calderon et al., 2005). These ideas relate to the

feminist concepts in Figure 6.2. The "Political is Personal" box and corresponding arrow

illustrates how the social context, specifically availability of educational opportunities,

affects women's involvement in personal reproductive decision-making. Moreover, the

concept of experience is involved such that women share a similar experience of having

to resolve the conflict between traditional roles as young mothers and seeking new

opportunities to pursue education in Honduras where development and urbanization are

changing the culture and definition of masculine and feminine roles (Kennedy, 2002).

How women resolve this conflict partially depends on the concept of Difference. That is,

the is heterogeneity among women limits or enhances women's life choices within their

social context. For example, urban and rural women have different social contexts from

which they may pursue and act on emerging educational opportunities. Finally, the
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concept of Gender is embedded in the three concepts discussed above, but it also

reveals that within the context of the couple (second innermost ring), equality in decision-

making increases with education.

Economics

In addition to economics partially explaining the effect ofnon-male oriented

attitudes on women's involvement in family planning decision-making, economics also

predicts women's involvement in family planning decisions; that is, higher levels of

wealth are predictive of both partners and wives only making decisions about

contraceptive use or family size. This effect is found principally among female

respondents with only one instance among male respondents indicating the wife makes

contraceptive decisions. Women with higher economic resources may bring about a

reduction in political inequities and empower women to participate in family planning

decision-making.

Honduras is a developing country receiving international debt relief. Moreover,

recovering from the devastating effects of Hurricane Mitch on Honduras creates a

common economic experience among Hondurans (United Nations Human Development

Programme, 2005), yet the economic experiences differ by gender. Agriculture, the

country's primary contributor to the GDP, is a large employer ofmen and only in the last

decade were women allowed to own land (Rowlands, 1997). On the other hand, the

Maquiladoras (assembly plants where foreign materials are shipped to Honduras for

assembly and shipped back to foreign markets), largely employ women (PAHO, 2002).

Women are also employed in domestic service that draws women into cities to work low

paying jobs which contributes to the gender wage gap in the country (PAHO, 2002;
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Rowlands, 1997). Moreover, there is also heterogeneity among women in terms of

employment opportunities, particularly among urban and rural women (Kennedy, 2002).

Even urban women with low paying positions in domestic service have greater

opportunities than rural women. In urban areas, it is more common for women to work

outside of the home than it is in rural areas, thereby creating a niche for the domestic

service industry that does not apply to rural contexts (Kennedy, 2002). These examples

illustrate not only gender differences, but also how the political economic structures

create pressures on a personal level, as is evident by the finding that wealth affects

women's involvement in family planning decision-making.

International aid, particularly fi-om the U.S. also influences the delivery of health

care. Projects that bolster family planning in Honduras are supported financially by the

US Agency for International Development (USAID) and without such support, these '

programs would cease to exist (Population Technical Assistance Project, 1998).

Moreover, family plarming projects promote specific kinds of contraception that reflect

American political values. In this way, the global context affects family planning

decisions among Hondurans. The political structures that make up the Honduran context

also affect couples and women in particular on a personal level as they negotiate family

planning decisions. In the past, the private sector has been the principal provider of

family planning services. But according to the Population Technical Assistance Project

(1998), the public sector now provides two thirds of the country's Intra-Uterine Devices

(lUDs) and one third of the country's sterilizations. One finding fi-om this study indicated

that male respondents with public health care (compared to private health care) were

significantly more likely to report of the wife as the decision-maker regarding
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contraceptive choices. This may reflect the shift from private to public providers of

family planning services in addition to the readily accessible public health services for

women. ^ •*

Region

Whether men and women in Honduras live in urban or rural areas had very little

effect on who makes family planning decisions, with one exception. It is interesting to

note that among female respondents, urban women were significantly more likely to

report women's involvement in decision-making, but when this effect was adjusted for

education, economics and demographics/culture, the effect was no longer significant.

This suggests that any differences between living in urban and rural communities can be

explained by these other factors. The exception, however, is that women living in urban

areas are significantly more likely than women living in rural areas to indicate that they

alone make contraceptive use decisions. This finding suggests something other than the

education, economic, and demographic/cultural variables employed in this study can

explain why living in urban areas is associated with women making contraceptive

decisions independent of their spouses. Similar findings were also found in another

Honduran study (Spiezer et al., 2005). It was found that women who lived in rural areas,

having less than secondary education or were ofmedium or low socioeconomic status,

both believed (i.e., an attitude) and reported (i.e., behaviour) that men should and do

make reproductive decisions. i

'"

Spiezer et al (2005) explained this phenomenon in terms of access to family

planning information and services. Family planning services are more readily available

and accessible in urban areas than in rural areas. In urban centres, Hondurans have
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greater opportunities to access contraception through the public health care system

including the IHSS, and private health care such as ASHONPLAFA. In some rural areas

only health posts, the lowest tier of health care, are offered (Spiezer et al., 2005). Such

differences in availability of health services alter the experience of accessing family

planning resources in Honduras.

Demographics/Culture

The concept of deciding how many children to have is still a relatively new

concept in Honduras as well as most developing countries. Many women in Honduras

decide to use contraception after having all the children they want, making female

sterilization the most popular form of contraception (CDC & USAID, 2005). In

Honduras, the total fertility rate peaks when women are between the ages of 20-24 and

declines dramatically when women are in the 30-34 age range. This study found that

older women were significantly more likely to report that they make the family size

decisions. This finding indicates that as women age and have had all the children they

desire, they are more inclined to take control of contraceptive decisions. Thus, the

influence of experience on women in terms ofmaking contraceptive decisions differs by

age, which is a reflection of their stage in life.

Religious affiliation as it relates to family planning decision-making is perhaps

one of the most interesting findings in this study. Being Catholic, Evangelical or having

no religious affiliation are all significant predictors and vary depending on the gender of

the respondent as well as the family planning outcomes (contraceptive use or family size

decision-maker). First, women reporting an Evangelical affiliation (as opposed to

Catholic) were significantly more likely to indicate their involvement in contraceptive
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decisions. One may be lead to believe that the messaging around contraceptive use

decision making particularly within the Evangelist faith is more favourable for women

than the Catholic faith. Yet, significantly more female Catholics report that both partners

make contraceptive decisions together compared to women reporting no religious

affiliation. In addition. Catholic men are significantly more likely to report shared family

size decision-making than male Evangelists. Finally, men without any religious affiliation

were significantly more likely than Catholic men to report wives alone make decisions

about family size. These findings suggest that the Evangelical faith promotes women's

involvement and the Catholic faith promotes shared decision-making, while not

identifying with any faith discourages men fi-om any involvement in family planning

decisions. v »

Some of the effects of religious affiliation on family planning-decision-making

are also dependent upon the gender of the respondent. First, men were much more likely

than women to report no religious affiliation and shared contraceptive use decision-

making. Second, men were much more likely than women to report no religious

affiliation and that their wives make family size decisions. Third, women were much

more likely than men to report Evangelical affiliation and shared family size decision-

making. These findings suggest that religious affiliation affects men and women

differently in terms of family planning decisions.

It is challenging to interpret these results because the measure of religion only

captures religious affiliation, not religiosity. Those identifying with a particular faith may

or may not ftilly reflect the beliefs, values and practices of that faith. Moreover, the men

and women in this study cannot be examined as a unit because they are not married to
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one another. Thus, only one side of the equation is known -the respondent. The faith

and religiosity of both the respondent and the respondent's partner potentially affect how

men and women negotiate family planning decisions. While several interesting findings

with respect to religion have been found in this study, ftirther research is needed to

understand the complexity of these relationships.

Honduras is a predominantly Catholic country and the Church has influenced the

degree to which reproductive health is a priority in the country. Nevertheless, Honduras

is applauded for its safe motherhood initiative that has focused on reducing maternal

mortality. Part of this success is attributed to a weaker role of the Catholic church in its

ability to block reproductive health as a priority, particularly in comparison to its

neighbour, Guatemala (Shifftnan et al, 2006). Advocacy in reducing maternal mortality

through family planning is also stronger in Honduras than in Guatemala despite any

opposition from the Church. This provides an illustration as to the multiple aspects of the

national context in influencing family planning decisions. It is also an example ofhow

the political is personal. It is also an example ofhow the political is personal since the

principal religion of the country has political influence in these decisions but it is only

one of several factors within the national context that wields political influence.

Furthermore, the differential balance between the Church and these other political

influences will have different consequences on women across different countries. Further

research on the influence of the rising Evangelical movement and its influence on

reproductive health in Honduras is also needed. It is also an example of the personal is

political through groups advocating for such initiatives despite opposition from the

Church. That is, the agency of women as a collective can influence the balance of the
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Church and other national systemic factors on their ability to influence and constrain

the decision-making opportunities ofwomen with respect to family plarming.

The last aspect of demographics/culture examined in this study is marital status

(married or common-law). Women in common-law relationships are significantly more

likely to indicate themselves as sole contraceptive and family size decision-makers.

Conversely, married men and women are significantly more likely to indicate shared

contraceptive and family size decision-making. These findings indicate that married

couples make decisions together, whereas couples in common-law relationships do not. A

possible explanation is that a formal union may foster greater interdependence and

sharing than an informal union. Though whether Honduran men and women experience

greater independence in common-law relationships may be an example of the Western

individualistic perspective of the author. The effect of marital status on who makes

family planning decision becomes much more complex because it is also dependent upon

gender. Specifically, married women are much more likely than married men to report

the husband make the contraceptive and family size decisions. Spiezer et al (2005) also

found that women were significantly more likely than men to report male centered

decision-making behaviour. On the other hand, common-law men are much more likely

than common-law women to report that the husband makes contraceptive and family size

decisions. Once again, without having data on both husbands and wives within a family it

is difficult to explain this apparent contradiction. While explanations for these

relationships are not readily available, these findings do suggest that the context that the

couple finds themselves in (married or common-law) does affect the individual

experience of women's involvement in family planning decision-mjiking.
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Limitations

Missing Data

One of the limitations of this study is the significant differences that exist between

the respondents used in the analysis. Chapter Four noted that many of the contraceptive

use decision-maker cases that are coded as missing also report not using any form of

contraception. Those cases excluded from the analysis were significantly more likely to

have male oriented attitudes, live in rural areas, have lower education, have lower relative

wealth, have fewer health care benefits beyond public health care, and be in common-law

relationships. In addition, missing cases among women were significantly more likely to

report having an Evangelist religious affiliation and a large age gap between themselves

and their older husbands. Missing cases among men were significantly more likely to

report being older, and having a smaller age gap between themselves and their wives.

While respondents reporting no contraceptive use are still included in the analysis,

perhaps those that did not respond to the questions about contraceptive use decisions

were trying to have a baby. Nevertheless, the generalizability of the results to the

Honduran population is tempered by the significant differences found between the

missing data and the data actually used in the analysis. Therefore, while the findings in

this study are generalizable to the population of those responding, they are perhaps non-

representative to others in the Honduran population.

Gendered Attitudes: A Subjective Variable

Of all the independent variables included in the analysis, gendered attitudes is the

most subjective and open to response bias, particularly since the survey was conducted

using face-to-face data collection. Face-to-face interviewing increases the potential for
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response bias, due to certain demand characteristics, specifically wanting to look

good in fi-ont of others. As such, it must be noted that some cases may not have been

allocated properly. Future studies, particularly qualitative studies that can better articulate

and categorize male and non-male oriented attitudes may improve our understanding of

gendered attitudes on family planning decision-making outcomes.

Furthermore, as noted in the methods section, among the gendered attitudes

questions available for analysis, the question about decision-making in general was

selected because it was less skewed than the other variables which suggested less male

oriented attitudes.

Decision-Making: A Complex Process

One of the remaining issues is the interpretation of the family planning variables:

"who makes contraceptive use decisions?" and "who makes family size decisions?". It is

questionable whether such complex decision-making processes can be definitively

answered through simple categorical survey responses to single items. The findings fi-om

this study represent what may be found if the questions and data are collected through

these techniques. Future investigations as to the complexity of these decision-making

processes using alternate techniques such as qualitative interviews would enhance our

understanding and interpretation of the findings of the current study.

Moreover, the response categories for these family planning decision-maker

questions originally included categories such as 'God decides' or the 'doctor decides'. As

stated in the methodological section, it was important for variables used in the female

survey tomatch those found in the male survey. However, as indicated in Appendix A,

the female survey combined responses to those indicating the doctor decides or God
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decides. The male survey only had responses for the doctor decides, and no category

for God decides. Because these were not congruent, these categories were not used in the

analysis. ' ' '^

Conclusions and Future Considerations

This study does not examine who is in control of family planning in Honduras.

Nor does it examine whether women possess or lack agency. Rather this study has

focused on how contextual factors in family planning can enhance or inhibit women's

involvement in family planning decision-making. Understanding these processes have

implications in terms of policy and programs aimed at family planning. At the service-

provider level, the provision of family planning services can be strengthened by taking

into consideration the patient/client's background (i.e., economic situation, marital status,

age, religious affiliation, and education level). By considering the social context in which

the patient/client lives, more effective information, services, and guidance can be

provided. On a broader scale, family planning initiatives would benefit fi-om moving

beyond contraceptive security (though important) centred at the individual and marital

couple levels that focus on community and national levels such as the promotion of non-

male oriented attitudes, and greater educational and economic opportunities for both men

and women. A shift from individual level context to a larger systemic social context can

alter the "Political is Personal" influence on decision-making altering the experience of

women. Furthermore, consideration must be given to the political goals of such family

planning initiatives, specifically espoused and fianded by foreign countries. Who decides

what kind of services and information are made available for women to make family
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planning decisions? To what extent are women (and their partners) encouraged,

educated and empowered to be involved in such decisions?

Changes in the Honduran society also affect family planning. For example, the

total fertility rate is decreasing, particularly in the rural areas of Honduras. Such changes

in the total fertility rate decreases maternal mortality, creating a healthier population.

Recall in Figure 6.1 how family planning affects women's health and quality of life.

Small families are touted as beneficial to women because they can do more extra-marital

activities and exercise more freedom (Weeks, 1994). Yet, what effect do smaller families

have on rural women's quality of life where children are valued as social capital and

women's primary role is motherhood? What other opportunities exist for women outside

traditional reproductive roles in rural Honduras? Who is responsible to provide new

opportunities of ftilfillment? Such changes in the total fertility rate, ideals about family

size, and family planning behaviour also bring about a redefinition of gender roles and

norms.

Many external pressures affect the decisions that men and women make about

family planning decisions. Such external pressures range from international involvement

in the provision and evaluation of family planning services on a global scale to social

beliefs and values as well as what information and services are provided on a national

scale. Furthermore, at the level of the family there are pressures about the number,

spacing and timing of children, and finally in terms of the gendered interactions between

couples as they negotiate family planning decisions. All of these factors shape the context

that affects women's sense of agency in family planning decisions. Even myself as a non-

Honduran impresses an idea of what Honduran women should do with respect to family
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planning. These factors are also not static. That is, they change and evolve over time

as the family, the community and the larger society is influenced by the collective agency

of Honduran women. As family sizes decrease, women are able to take advantage of

other opportunities outside of the family and their traditional roles. This involvement will

influence not just the family unit but the community and society through changing beliefs

and values. In this sense, the personal becomes political. Perhaps the real question that

arises from the current study is who should be impressing the "shoulds" on Honduran

women? Or, should anyone? In many respects, this study investigated the feminist

concept the political is personal. That is, how social structural factors influence personal

family planning decision making. Future studies could investigate how the personal is

political in terms ofhow changes in women's agency can resist, minimize, or redefine

external pressures. Future research on this topic from a Honduran perspective from

people of various demographics will deepen the global understanding of family planning

decision-making in Honduras. .vi > . •
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