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INTRODUCTION

Botswana has continued to enjoy a level
of economic and social stability that is
unique among sub-5aharan African
countries for over four decades of its
independence, Its impressive economic
performance and political stability makes
Batswana (Botswana citizens) refer to it as
the "Gem of Africa’! These attributes have
resulted in Botswana attracting immigrants
and paying host to refugees from dibferent
countries of Africa, Asia, Europe and the
Americas (in particular, the Caribbean): The
high influx of immigrants and refugees has
vecurred concurrently with the searing rate
af HIV infection in which, Botswana, with
nearly 40% of the population in the
reproductive-age being infected, 1s now ane
of the mest affected nations of the world.
Unfortunately, there is no information to
date-on the extent to which immigrants and
refugees in the country use reproductive
health  care  services (including

contraceptive services) and those targeting
HIV as well. This study investigates those
factors that determine non-citizens’ use of
contraceptive services despite  its
availability in Botswana and as Batswana
continue to enjoy these services free of
charge in the public health system

Migrants and refugees represent a good
proportion of Republic of Botswana’s
population. The 2001 Populatien and
Housing census put the population of
migrants and refugees in Botswana al
60,716 out of & population of 1.68 milion
people.’ Immigrants in Botswana reside
mainly in towns and in mining areas, while
majority of refugees are held in the Dukwi
Refugee Camp, located 130km from
Franeistown, Botswana's second largest city,
The number of asylum-seekers and
recognized refugees (majority from
Mamibia, Angola and Somalia) at the camp
at the time of the study was estimated at
2,000,
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The 1996 Botswana Family Health
Survey III (BFHS 111} reported that
Batswana women had a total fertility rate
[TER) of 4.3 births per woman; 97.4% had
knowledge of a contraceptive; 6% knew at
least one source of contraceptive method;
69.8% had ever used a method; and 41.7%
were currently using a tamily planning
method and modern contraceptives.”
Condom use among the young between 15-
24 years in Botswana was 72.4% and 49%
among women aged 25-49 years.* To date,
there is no information available on the
contraceptive use of migrants and retugees
in Botswana, This study investigates those
factors that determine non-citizens’ use of
contraceptive services

Family planning services {including
contraceptive services) are known to be
available most of the time at all the three
levels of the Botswana Ministry of Health
system, namely hospitals, clinics, and
health posts. The country relies on |ts
extensive system of hiealth pasts and health
centres to provide contraceptives with
emphasis on the benefits of child spacing
However, clinical methods (IUD and
injectables) are not normally available at the
health post level where family welfare
educators and enrolled nurses are the only
staff. Access to contraceptives is excellent
given that over 85% of the population
resides within 15 kilometres of one of the
heaith care facilities providing these
services.* Unlike in most other African
countries where such factors as lack of
Government commitment, medical barriers,
socio-cultural barriers and lack of resources
hnmpi:r access to contracephive use,
Batswana enjoy excellent support from the
government, probably because of the high
HIV/AIDS prevalence.® It is quite easy for
both the married and unmarmed to access
contraceptive services from the health care
system at no cost to them.”

Despite this dominance of contraceptive
services, the research report on which this
article is based reported that only 37 7% of
the female migrants and refugees (291%
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migrants, 5.6% refugees and 3%
unclassified) in Botswana were currently
using contraceptives, in a country where
contraceptive prevalence is 48%.7* This
differential in contraceptive use between
the local population, and the migrants and
refugees in a country with excellent
primary health care system calls for a
thorough understanding of the factors that
influence contraceptive use amaong.
migrants and refugees contraceptive use in
Botswana and how these factors affect
them.

A theoretical framework has been
proposed within which the study is
perched, underlining the prowing
xenophobia in Botswana and recent policy
changes in the country that impinge on
contraceptive use by foreigners.

A number of factors are known to
influence the use or non-use of
contraception. They include lack of
government commitment and support to
family planning programmes, medical
barriers, socio-cultural barriers, lack ot
adequate resources, non affordability,
accessibility and availability of Family
planning services, Knowledge of
contraceptives, educational status, woman's
age as well as marital status, employment

status, partnership status, family
disapproval af contraception,
communication between partners,

breastfeeding, postpartum abstinence
practices, risks associated with use of
contraceptives and desire to space out
childbirths and to avoid belng pregnant are
yet other factors. ™"

The situation of migrants and refugees
in Botswana has to be premised on some
internatitnal conventions which the
country has signed and ratified given ils
observance of demaocratic principles and
heavy dependence on immigrant workforce
and its hosting of refugees from different
African regions. For example, the
International Convention on the Protection
of the Rights of All Migrant Workers and
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Members of Their Families, which entered
into force in 1990 following its signing by
the requisite number of the United Nations
member states. The human rights paradigm
guarantees legal protection of individuals
and groups against actions that intertere
with fundamental freedoms and human
dignity (OHCHR: 3) and encompasses a
tull range of civil, cultural, economic;
political and social rights that apply
universally.”* In the health sphere, “denial
of these rights carries a high risk that non-
nationals will be socially excluded and
unable to benefit from health services, with
potentially severe conseguences both tor
themselves and for their host and home
communities” [(WHQO, 2003)." Where
senophobia reigns and government health
policies are hiased against foreigners, as has
beers the case in Bolswana since 20007 i1 is
inevitable that the heaith needs of the latter
are heavily compromised, The Article 12 of
the lnternational Covenant on Economie,
Social and Cultural Rights (ICESCR)
provides the most authoritative articulation
of the right to health in international human
rights law (WHO, 20037, implies that
governments of the host countries are
obliged to treat both citizens and foreigners
in the same manner. Since the 1990s, the
interriational community has made spinted
efforts 1o ensure the observance of migrant’s
rights, 1ot to mention the rights of refugees
who are compelled by circumstances
beyond their contral to flee their countries
of habital residence.

This paper is a more rigorous analysis
built upon an earlier paper, which adepting
only a descriptive analysis of factors in play
reported a substantial gap between
contraceptive knowledge and use,
differentials in contraceptive knowledge
and use among migrants and refugees
relating Lo such factors as accessibility and
availability of contraceptives and the
respondent’s  highest edurcational
qualifications, marital status, age of woman
and desire for more children.” The study
found that the youngest age group, below
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20 years, among the female migrants and
refugees had higher knowledge of pills and
the least knowledge of condom while those
in age group 30-39 years had nearly as
much knowledge of pills as the youngest
age group, but more knowledge W H
condoms. Unfortunately, the descriptive
analysis did not allow an evaluation of the
rale played by the explanatory variables on
the use of contraceptives. To do su, this
article employs a logistic regression model
that allows investigation of the joint and
partial effects of the factors that affect
contraceptive use among the migrants and
refugees in Botswana. The model provides
a framework to test one notable hypothesis:
immigrant  and refugee women's
krowledge of contraceptives, marital
status, educational status, employment
status, age and desired fertility as well as
two supply factors-contraceptlive
accessibllity and availability- significantly
affect the probability of their using the
preferred contraceptive method. In
addition, an effort is made to verify the
impact of some variables on contraceptive
use before and after including the other
variables in the model.

The larger study on which this article is
based was carried out in 2003-2006 in the
wake of policy changes that curbed the
fringe benefits enjoyed by, and growing
xenophobia toward foreigners. These
dramatic changes for the waorse in
forcigners’ estimation included : a shift
from ‘open’ migration policy when
recruitment of foreign woerkers was
aggressively pursued, to a more restrictive
immigration policy when immigration
control has become the norm; the country’s
localization policy which emphasizes
replacement of foreign workers with locals;
and withdrawal of fringe benefits such as
competitive salaries, subsidized housing,
cars, health insurance and free education
for expatriate children.! Added to this tally
are the withdrawal of “contract addition”
which stabilized expatriate earnings,
taxation of the already reduced end-of-
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contract gratuity and diminished
appreciation of expatriates, making the
problems confronting immigrants and
refugees become more intractable. Clearly,
investigation of the changing policy terrain
and other changes must have impacted
foreigners’ health status and status and
access despite the country’s abundant
health facilities.

The present study was conducted to
determine the factors that affect
mntracep:ivn use from the Botswana's
health care system by migrants’ and
refugees’ and to make suggestions based on
the findings to the Minisiry of Health,
Botswana on measures that ¢ould be
adopted to impr{we v::mtran:eptive LL S
among the migrants and refugees in
Botswana,

MetHoDOLOGY

The 2005-2006 survey an which this
paper is based was carried put by the
authors among the 60,716 legal migrants
and refugees in Botswana. Using Creative
Research Systems,® and with 95%
confidence level (allowing an error of plus
or minus 3%), a sample size of 1203 legal
immigrants and refugees was sclected for
the study, The study ensured that the list of

individuals sampled was slightly more than
the number required statistically, These

additional individuals were substituted for
those on the primary list who could not be
located or whe declined to participate in
the study.

The propertionate stratified random
sampling method was emplayed in this
Sl'ud}-' with the population divided into 23
strata (health districts in Botswana), This
method ensured better representation of all
sub-groups of the population in the sample
and more statistical precision than the
simple random sampling. The total sample
of migrants and refugees were allocated to
the 23 districts of Botswana in proportion
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with the population and distribution of
migrants and refugees in the districts. The
simple random sampling method was then
used in selecting the number of sampled
individuals for the study from the 23
districts,

Trained research assistants appointed for
fieldwork contacted respondents either at
their home or at the workplace. They
explained the purpose and nature of the
study to give the sampled individuals an
opportunity to either accept or decline
participating in the study. For those who
consented, the research assistants
administered the questhionnaire (in English)
because the respondents were expected to
be praficient in English language, Code
numbers were assigned to each
guestionnaire as a way of ensuring
cenfidentiality. However, in cases where the
respondents complained of nat having lime
tov sit with the Research Assistants to
complete the guestionnaires, the
questionnaires were self-administered and
collected later as mutually agreed by the
particular respondents and Research
Assistants. The total number of migrants
and refugees that responded were 1188 {652
male and 336 female migrants and
refugees) giving a response rate of 95.6%. In
order to conform to international standards
and hecause of the sensitive nature of the
guestions, only migrants and refugees whe
were 18 years and above were interviewed,

Study limitation

The study, howewver, failed to examine
contraceptive use among the refugees asa
separate group because the Wald statistic
did not report significance for maost
variables in this group of respondents, The
Wald statistics performs poorly when the
cell frequencies on which the models are
fitted are very small. This might be
responsible for the inability of the test to
detect any significant variables for the

29



refugee analysis, This an area yearming for
further research, hopefully with increased
sample size.

Analysis

The data being analysed in this paper
was from the responses of female migrants
and refugees (336) on their demographac
characteristics, whether the women were
currently {within ane month to the time of
the survey) using or not using a particular
contraceptive method, contraceptive
knowledge, need for more children, and
perceptions on availability and accessibility
of contraceptive methods from Botswana's
health care systems, The logistic regression,
a multivariate statistical method was used
to predict a dichotomous dependent
(response) variable “using contraceptive
method”, from a set of multiple predictor
variables which were either ordinal or
nominal with the categories coded using
dummies. The response variable was coded
such that the higher value indicated that
contraceptives were being used. The
Statistical Package for Social Sciences, SI'S5,
version 14 was used for the analysis.
Logistic regression models were produced
in tabular forms for each independent
variable and test of significance established.

In order to limit our analysis to the
relevant variables that influence
contraceptive use; -4 preliminary
investigation was carried out using the
proposed logistic regression maodel, All the
variables that showed non significant effect
{p = 0.03) were eliminated leaving the
variables knowledge, availability and
accessibility of rontraceptive methad,
highest educational attalnment, marital
status, age of respondent, employment
status and need for moere childrer, which
were highly significant (p < 0.05)
predictors of contraceptive use. Qur
analyses and conclusions will, therefore, be
based on these variables whose labels and
categories are shown below.
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Factor Labe| Levels

Conlracoptive wse: L High, Low

Krinwledge Kno High, Low

Awallabalivy Aw Méver, Sometimes,
Always

A ceasibility A Mever, Somelimes,
Alweays

Highest £l Primary Certificate,

Educaticnal secondary/ploma

Cerificate, Professianal
Cemficate, Degres

qualific atinns

Farital Stalus p darried, Consensual
union, Sepatated,
Diivorced, Widowed

A A Below 20, 20-24, 30-

145, 4449, 50+
Employment Status  Es Employed, Linemployed
it seeking
crployment,
nemployed (but not
seeking eploymeni!

meed more children Wm o  High, Low

Maodel specification

The logistic regression model has the
as f,= Constant;

coefficients such
B, By e A are logistic regression
coefficients. The logistic regression
coefficients B, 1= 1, 2 ..ot 12 can be
interpreted as the change in “log odds’

associated with one unit change in the’

independent {explanatory) variable, The
logistic regression coefficients are usually
expressed as logarithms to enable their
relative cffects on the probability of an
event occurring to be assessed easily. It
computes a transformed value Exp (6)
where Exp represents the base of the
natural logarithms (approximately 2.718).1f
B is positive, then Exp () will be greater
than 1 showing that a unit change in the
independent variable means that the odds

are increased that the event will occur. |

Similarly, when [1is negative, the value of
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Exp (f) will be less than 1 showing that a
one-unit change in the independent
variable means that the odds are decreased
that the event will cecur, When ff is zero,
the value of Exp () is 1. indicating that the
odds are unchanged for-a one unit change
in the independent variable

Interest is usually totest the hypothesis,

Hyt Bi=fl=.... =1 =0 ol the non
significance of the logistic model using the

f '.
Wald

statistic, o A o TEIE
which is distributed as chi-square with ane
degree of freedom (x}) while the goodness
of fit of the models will be tested using the
fikelihood ratio statistic, <211 (-2 timies the
|¢3 af the likelihood). The likelibhood 15
known as the probability of the observed
results given the parameter estimales. A
good model results in a small value of -2LL
Thiss, if the model fits the data perfectly, the
likelihood is 1 and -2LL wall be zero (25, 26)

In subsequent sections, the paper
considered the fitting of the logistic
regression models to the responses of the
female migrants and refugees so as to
determine those factors that significantly
affect their contraceptive use

ResuLts

Contraceptive use and knowledge

Knopwledge of contraceptive methods
and where the methods can be obtained are
very crucial in the decision to use a
contraceptive method and the preferred
method to use. Inadequate knowledge of
contraceplives as well as factors such as no
access to contraceptives and harmitl effect
of contraceptives have been found to be
highly instrumental to non-use of
contraception ™ In the same vein,
Fantahun, ¢t al," reported. that knowledge
of pills and positive attitude to
contraception were significantly associated
with modern contraceptive use and
recommended the nclusion of family Life
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education, counseling and clinical services
of family planning in high schools and
places where adolescents gather for
recreation and other purposes.

In this study, female migrants and
refugees were asked to indicate for each
contraceptive they knew whether they had
ever used or are currently using a method
of contracephion. Their responses were
either ‘ves’, if they had used nor are
currently using a method or ‘ne’, if they
had not. The Table 1 shows results of the
lomstic multiple regression models for the
fermale migrants and refugees, with log
odds of contraceptive use as the dependent
vartable and knowledge (yes or noj of
different contraceptives as the explanatory
variables

The table summarizes the logistic
regression models of contraceptive use
against krowledge of contraceptives tor
(1) the combined responses of temale
mugrants and refugees, (i) the responses of
femate migrants only, and (i) the
responses of female refugees only. The
significance probabilities are based on the
Wald's test.

For the combined female migrants and
refugees, the results show that only
knowledge of pills, IUD, condom and
diaphragm significantly predict the log
odds of contraceptive use with thase who
know the IUD and rondom about three
tsmes more likely to use them than those
who do rot know these contraceptives. In
the case of female migrants only, the
signiificant predictors were knowledge of
injectables and Norplant with those who
had knowledge of injectables being about
six fimes more likely to use this method
than those who do not use this method
Only knowledge of diaphragm was
significant for female refugees, knowledge
of contraceptive being inversely
proportional to use. The oyerall model for
thi combined female migrants and refugees
was highly significant (p = 0.000)



TABLE1
Logistic regression model of contraceplive use against knowledge among female migrants and refugees

Knowledge of Con- Ferpale migrants and

Female migrants Femnale refupees

tracepiive In Boiswana refugoes oy anly
health system

B Sig..  ExpiBl B S ExplH) B Sig. ExpiB)
Fill 702 0,029 0496 0435 0327 DAST -DATT D04 0419
I K oap g 0000 3295 0257 657 0773 0304 0711 1.355%
Injectable els 0045 1,833 V7EY 0.000 54974 1.1 D234 3051
Foamy® oarmy
ablety/ |elhy 263 Q.406 1301 a9 0377 1634 2179 D135 88319
Condoin 35984 0.0 2675 B1F 0056 2265 12339 D143 2828
Tubal Ligaticn 322 387 0725 ANy Ges3 122 2204 DA 0.0
Yasectomy 154 0715 QBT 1054 36 RBGE 1252 0364 34497
Morpiant A08 007 .66t 1.381 405 0251 1.795 DOLY 6019
[Fiaphragm a764 0,038 0466 10197 0069 0302 -3940 0013 0019
RhythryCalendar
methosd ALER7 .497 0.7m s (LEGE 1.374  -0.71N D63 0491
Fonodic abstinence g2y DAEeR 1,221 0437 0544 1.548 2579 D139 13187
Withdrawal 2120 0579 0809 29l 599 P46 -1.074 0 DaD3 D342
Corslant 21 00000 0297 1336 0,000 0263 -0958 0052 0384

[Beferenoe catepory = Mo contraceptive knowledge!

Subsequent analyses were limited to
those variables whose coefficients were
significant in the prediction of the
dependent variable (log odds of
contraceptive use). This was achicved by
using the forward likelihood selection
method, a procedure that eliminates a
variable onece it is found not significant.

Contraceptive use and availability

Although contraception is crucial in the
maintenance of a waman's health, her
ability to obtain certain contraceptives from
the facility where she obtains her primary
care 15 largely influenced by the availability
of the contraceptive method. Analysis of
Warld Fertility Survey data from five
countries—Colombia, Costa Rica, Korea,
Malaysia and Nepal showed that the
ava’ilahi]it}' of contraceptive services and
supplies is a major determinant of use. In

a2

MNepal, for instance, where few women
kniew where to obtain supplies only two
percent were contracepting. In Costa Rica,
where almost all married women knew an
outlet nearby, 33 percent used effective
miethods ™

In pur study, availability of contraceptive
miethods was measured by the migrant and
refugee woman's perception of which
contraceptive methods were available in-the
health care system in Botswana, They were
asked to indicate their perceptions of the
availability of contraceptives from the
Botswana healthcare system based on a
four-point scale, namely: 1 = Never; 2 =
Sometimes; 3 = Always and 4 = Don't know,
A logit model was fitted to the responses
tabulated against contraceptive wse and
analysed, using the forward likelihood
selecton procedure (Table 2).
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TABLE 2

Logistic regression model of contraceptive use against contraceplive availability in healthcare systems

Contraceptive availahble
in healtheare system

Female Migrants and Refugees

Female Migrants Only

B 5.E i, ExplB) B S:E Sig.  ExpiB
Pill 0.00 LR}
Sometimes 1.99 A 0.00 7.33 1.92 0.70 0.01 B2
Always 0.EBR o4z 0.03 a4 047 041 010 1.5
Don't knaw iz 0.49 0.52 1.37 022 0.48 0,65 .50
Injectables 0,00 0.00
Sometimes =227 053 .00 2.0 28 0549 .00 010
Alwiys (0.607 .50 .89 1.07 0,03 0.5% 0.94 1.03
Bon't know -(LBG .53 4.1 D42 .28 (1,56 62 076
Foam 0.00 0.00
Sometimes S {r49 0:19 1.54 07 55 0.76 0.85
Mways 113 0,52 0.03 3 .87 {55 ¥12 218
Blan't kniow 43,59 .48 0.22 0.56 188 154 0 0.42
Vasectomy 0,00
Sometimes 142 .47 .00 0.20
Always -1.40 .52 o.m 0.25
Don'l knew -0.71 0,54 .14 .49
Withdrawal 0.03
Sometimes 0.05 047 oo 1.05
Alwiys 1.1 .40 0.m 2.7
Don’t know 1.01 .48 0,04 275
Periodic abstinence .04
1,30 .62 0.04 0:27
1,37 (154 0.01 .28
40,38 (1,56 044 .68
Constant 3,16 19 069 086 075 33 .2 213

Mo varraliles were sigoaficant for the female refugess
[Reference category = Mever)

The variables that were found significant
in predicting contraceptive use for the
female migrants and refugees were pills,
injectables, foam, withdrawal and
vasectomy, while those that were significant
for the female migrants only were pills,
injectables, foam and periodic abstinence
(Table 2). The only variable that was
significant for the responses of female
refugees only was injectables (Table not
shiown).
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[n addition, the results presented in
Table 2 show that those migrants and
refugees who indicated that pills,
injectables; withdrawal and foam tablets
were always available in the Botswana
health system were more likely to use the
contraceptives  than  those whe
said they were never available
(1.03 = Exp(B) = 3.11), However, for
vasectomy and periodic abstinence, those
who said they were always available were
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less likely to use them, Those who indicated
that pills were sometimes available; the
usage rate were about seven times over and
above those who said pills were never
available.

The implication of this finding &5 that
these female migrants who use pills,
injectables and toam tablets are utilizing
extensively the services of the Botswana
health care system. On the contrary, women
whe knew that vasectomy and periodic
abstinenice were sometimes or always
available in the healthcare system were
unlikely to be making use of these services
frem the health care system. Thus although
always available; the women may have
preferred to seek for these services putside
the Botswana health system.

Contraceptive use and accessibility
Accessibility of contraceptives is an
important factor in use of family planning
services, Thang and Anh,” showed that
ready access to any source of family
planning significantly reduced nonuse af
modern methods {odds ratio, 0.6} and
current use of traditional methods (odds
ratio, (1.6). Access to contraceptives is
enhanced by expanding the types of places
users or ¢lients can obtain the services,
namely public hospitals, cdinics and health
posts; private medical facilities, pharmacies,
convenience stores; malls and markets; as
well as diversifying methods and reducing
cost of contraceptives '™ Entwisle et al.
(1984} showed that 2 woman who has
reached her family size target should be
muore likely to use contraception if a
programme autlet providing services is
neatby than if the outlet is some distance
away. Thus, close proximity of family
planning outlet was associated with a
difference in prevalence of about 27
percentage points in that paper.

This study sought the perception aof
female migrants and refugees regarding
accessibility of contraceptive services from
the Botswana heallhcare system. Once
again, their responses were based on a four-

34

point scale: 1 = Never; 2 = Sometimes; 3 =
Always; 4 = Don't know. Their responses
were cross-tabulated with the variable
"gontraceptive use” to determine how
accessibility of each contraceptive method
influenced its use. Table 3 summarizes the
variables that were significant in predicting
contraceptive use for the female migrants
and refugees, using the logistic regression
analysis based on the forward likelihood
sclection procedure.

The table shows that accessibility of pills,
foam tablets, condom, tubal ligation,
vasectomy, Norplant and diaphragm do
significantly  predict the odds of
contraceptive use (0.000< p-value<(.020),
For the pills, condom, vasectomy and
diaphragm, those who indicated that there
were always accessible were between 2-10
times more likely to use them than those
who said they were unaccessible, Thus,
usage of contraceptives increased with
accessibility. Yet, the reverse was the case
for the more complicated contraceplives,
tubal ligation and Norplant. Tt can also be
observed that the likelihood of usage of the
vasectomy and diaphragm was over three
timtes those of pills and condom because
women do not have trust in these
contraceplives for family planning
purposes but would prefer the more
5uphi5t:icated contraceptives with greater
religbility and more affordability’™* gave
the failure rate of condom in preventing
pregnancy in Spain (in 2001), Switzerland
{in 1997) and Slovenia (in 1995) as 29.5%,
I6.1% and 14.0% while the corresponding
percentages for sterilization were 11.8%,
18.8% and 1.0%, respectively.

Contraceptive use and sociodemagraphic
characteristics

This section analyses the extent to which
respondents’ background characteristics
influence contraceptive use. Five
background characteristics are considered,
namely, the highest educational
qualification, marital status, age,
employment status and desired fertility,
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Highest educational qualification

Education has been shown to increase
awareness and knowledge of contraceptive
methods and subsequently their use ™ [t

,can help to dispel some of the culturally
built-in beliefs about human reproduction
being a natural process that need not be
interfered with artificially.® An earlier work,
found that educational qualifications of
migrants and refugees do influence their
contraceptive knowledge with the most
highly qualified men and the least qualified
women having higher knowledge of the
pills and condom.* The World Bank
Report revealed that contraceptive use
increases faster in countries where women
are highly educated as it contributes to
delayed marriage, higher female status and
teduced infant mortality. In this repart,
however, the highest educational
qualifications of the respondents were
tabulated against contraceptive use so as to
study the direct impact of education on
contraceptive use.

The results presented in Table 4 suggest
that the highest educational qualification
significantly predicts contraceptive use. The
femate migrants and refugees with primary
school certificate have lower contraceptive
use than those with no qualifications, The
later might sound contradictery but
corrobates the findings of previous
contraceptive use studies in much of the
developing world. Besides, those with
secondary school certificate/diploma,
professional certificate and degree were
about 1.5 times, 2.4 times and 1.2 tHimes,
respectively, more likely to  use
contraceptive methods than those without
any yualifications, Thus, although the
results do not show any direct variation
between contraceptive use across different
educational qualifications, nevertheless,
they underline the contribution of higher
educational qualifications in improving
contrace ptive use: indeed those having post
primary gualifications are more likely to
use contraceptives

[ABLE 2

Logistic regression model of contraceptive use against contraceptive accessibility in
Botswana healthcare systems

Comtraceplive accessibility
from Botswana healthcare

Fumnale mugrants and refugess

Furnale migrams anly

B 5.E S, ExplBl B SE. Sig.  ExpiB)
il .00

Sometimes .60 0G0 032 1.83

Always Q.56 047 01,24 1.75

Dan’t bnow Qa7 n58 0,89 038

Foam [IN11] 0,00
Sometimes 0.42 057 .46 1.52 .20 BD.533 71 1.¥2
Always )40} 050 i1.42 047 .7y {155 (.15 2.20
Don't kncw 1,46 0,41 .00 0.23 I35 041 000 0.26
Condom .0

Sometimes 1.6 1,70 .02 514

Abways [ 1,53 (e raF

Dont kniow 1.8 (.60 .00 6,06

Tubal Ligation 0.00 0.00
Semetimes =219 73 0.00 0.1 287 .53 0.00 .95
Always =367 94 0,00 .03 =1.05 D.56 D06 0.35
Dron't knvone -192 R 003 1L15 -4 D43 D.57 (1,78
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Contraceplive accessibility Female migrants and refugess Female migrants anly

from Botswana healthcare . . £
i 5E SR ExpiB] B S:E: Sig.  ExpiBl

Vasectomy 0.0q

Sarmetinmes -1.45 0.2 0.02 .23

Always 2.6 {76 0.00 9.62

Dhon't know 007 108 (195 .93

MNorplant 0.

Sometimes 2432 0.63 .04 013

Always -2.048 k2 0.0 (313

Don't know 1.22 el 218 .29

Diaphragm 0.02

SOMmetirmes, 148 &.a87 0.1 3494

Alweays 215 [ER:3 0.0 H.58

Cron't know 283 0498 000 7.0

Constant 017 .44 n7o 1,19 (L85 0.28 0,04} 204

[Reference calvgory = Never)

TABLE 4

Logistic regression model of contraceptive use against Highest Educational qualifications among female
migrants and refugees

Educational
qualification

Fermale migrants and refugees Female migranls-anly

B 5.F Sig. ExplBl B SE Sig.  ExplB)
Highest educaticnal
Yualifications 0.0 .04
Primary certificate 30 065 64 0,74 1.4 052 066 n&7
Secondary cerificate
diplorna 033 e 553 I .48 0.9 .88 0.74 1:33
Professional cerificate BE (L 012 242 7o 0.5 .38 221
regrec 316 (i3 0.&0 117 0.0 .84 0.a1 1.51
Lonstant -0.81 A AR .34 -.64 n.a7 .42 0.50

IReferepce categony = Mo gualifications)

Marital status

Women in legal and consensual
marriages often represent the majority of
sexually active women. They have greater
frequency of intercourse, higher fertility
and are exposed to risk of unwanted
pregnancies, [nevitably they would be
expected to use contraceptives more readily
than any other groups of wornen. It is also
well known that in some parts of the world,
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this group of women need the consent of
their partners and in some cases that of the
mother-in-law so as to decide on
contraception.

The results reported in Table 5 show that
marital status is a significant predictor of
contraceptive use with the married migrant
and refugee women about 30% more likely
to use contraceptives than the single (never
married). There is an inverse relationship
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TABLE 5
Logistic regression model of contraceptive use against marital status of female migrants and refugees

Female mugrants and refugees

Fermale migrants only

B S.E

Sig.  ExplB B S.E. Sig.  ExpiBl
Marital status 0.04 0.02
Married 25 o2 020 1.2% 1,27 Q.23 023 1.31
Consensual Linion 079 0ni?  0.04 (13 1,39 .51 0.07 0:25
Separated -3.39 .85 .65 0.6E {0, B9 1.13 0.43 0.41
Divorced -1,18 .78 .13 .31 <0, B9 LT 0.27 0.41
Widowed 2067 20094.449 7.0 o000 -20.71 2320542 100 0.00
Constant -0.53 (AR (.00 0.59 0,449 0.9 0.0 .61
(Reference catepory = single (never mamedi)
between contraceptive use and marital TABLE &

status for the female migrants and refugees
in consensual union, separated and
divorced, with these groups being less
likely to use contraceptives than the never
married. The result confirms the popular
belief that contraception should be for the
married. For instance, Morrison™ found
that men as well as the midwives at the
maternal and <child health clinics
disapproved the use of contraceptives by
the unmarried women for the fear of
promiscuity.

Age

Age has been known to be one of the
barriers to contraceptive use as many
reproductive health providers refuse to
serve young women (less than 18 years) or
on the other hand young women are afraid
or ashamed of going to seek for these
services from the hospitals and clinics *#
However, in this era of HIV/AIDS, such
discriminatory stance no longer holds. For
instance, 72.4% of 15-24 year olds in
Botswana are known to have used condom
while 89% of this age group who have
multiple partners have used condom.*

In this study, age of the respondents is
shown to be a significant predictor of
contraceptive use, Wamen aged 20-29 and
30-39 years are 6, Y Himes, respectively, more
likely to use contraceptives, For the older
age groups, mntraceptive use decreases as
the age increases.
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Logistic regression model of conlraceplive use
against age of respondenls

Ape i SE wald Sig.  Expli)
years) 2587 DD

20-29 1.86 0.76 6,00 n.m G.43
30-39 25 0.7 B.0d4 0,00 .56
401-49 1.07 .74 1.84 018 2.1
B and

A .15 1.05 002 (1.B0 .86
Constant =225 .74 917 0,00 .11

{Reference category = below 20 years of age)

Employment status

Gainful employment when combined
with education empower the women
gconemically, delays marriage, can
negotiate condom use, decide on the
number of children to have and when o
hawve them, and can pay for their desired
contraceptive choices.™ An earlier work
from the same data found that about 57% of
the female migrants and refugees were
employed while 43% were either
unemployed and seeking employment or
unemploved but not seeking employment.”
Yat, it is not clear how this distribution of
employment status translates
contraceptive use,

into

The results in Table 7 show that
employment status is a significant predictor
of contraceptive use. In addition, the
employed female migrants and refugees are
about 40% more likely te use contraceptives
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than the unemployed who are not seeking
any  employment, whereas thoese
unemployed but seeking emplovment are
267 less likely to use contraceptives, These
results are not surprising since most
contraceptive services used by the migrants
and refugees in Botswana have to be paid
for.” To this end, employed persons are

more comfortable with paying for
contraceptive services that they need;
However, those unemployed but seeking
employment do not have resources and are,
therefore, less likely to meet their
contraceptive needs; the use of
contraceptives by this group will,
predictably be highly restricted,

Table 7
Logistic regressian model of contraceptive use against employment status of female migrants and refugees

Emplenvrent sl F S.L. Wk di Sig: Expif)
Eirployrrent status 7B Z (L0320

Employel (141 11.25 VAT 1 0iR3 (.39
LAnurmponged

i seckeang employnent) (1.37 1,30 1.0 1 0104 (174
Coristant ALhh 022 B4 1 .00l .32

iRelorence category = unemployed but nol seeking erapesyrment)

Contraceptive use and desire for more
children

One of the major uses of family planning
services, in general and contraceptive
services, in particular is to enable couples
treely exercise their choice of the number of
children to have and when to have them.
Today, there are several contraceptive
options that are open to them ranging from
pitls to sterilization {male and female),
effective contraception or abortion, which is
used usually as the last resort.'” In this
study, women were asked to indicate
whether they needed more children after
their previous pregnancy, as way of
determining their unmet need for
contraceptives and to find gut the
likelthood of using contraception.

The analysis reveals that for a unit
change in the number of children needed
there is a corresponding change of 0.66 in
the odds of contraceptive use which is not
significant. However, the migrant and
refugee women who wanted more children
were about 23% more likely to use
contraceptives than those who do not want
more children (Exp(B) = 1.93). This result is
important because it reveals greater need of
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contraception for child spacing among
women of child bearing ages than in
avoiding preghancy. The result
corroborates that of a study in Eastern
Europe and Eurasia®™ where it was shown
that the percentage of women with 3 or
more children in Armenia (in 2000) or
Georgia (in 1999), Turkmenistan {in 2000),
and Azerbaijan (in 2001) who were using
contraceptive were over A {imes those with
zere number of children who were using
contraceptives. In this era of HIV and AIDS,
many people adhere to the message of
abstinence from sexual activity as a means
of avoiding infection with the virus.

Discussion

This article has shown that contraceptive
access, availability, knowledge, highest
educational qualification, age, marital
status, employment status and desire for
more children do influence contraceptive
use significantly. However, the major
appeal of the procedure used in this study
lies in its ability not only to detect
contraceptive methods that significantly
predict usage but also the likelihood of
usage of the contraceptive methods. For
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instance, the analysis revealed that
knowledge of pills, IUD, condom and
diaphragm significantly predicted use of
these contraceptives with those who know
the IUD and condom, being about three
times more likely to use them than those
‘who do not have knowledge about them,
Knowledge of contraceplives and their uses
are usually low among refugees. Abrahams
-and Hajiyiannis™ showed that knowledge
of contraceptives among the refugees was
generally low and tends to be centred on
four types, namely, condom (56%), pill
(48%), injectables (33%) and rhythm or
calendar method (32%). Yet usage was even
lower among the refugees (37% for condom
-and 0-13% for others). Thus empowering
contraceptive users with knowledge of the
methods, where they can be obtained and
ensuring closeness of contraceptive sources
to the location where the migrants and
refugees live could enhance increased use
of the methods.

Another important finding is: that
availability and accessibility of most
contraceptives, nct only significantly
improve their usage by migrants ard
refugees but individuals who are sure thal
the contraceptives are always available and
accessible are 2-10 times more likely to use
these. Thus, creating awareness on the
availability and accessibility of contraceptive
services in the Botswana health care system
could help the migrants and refugees to
‘regulate their reproductive lives. Haile®
observed that strong government
commitment to family planning
programmes, removal of medical and socio-
cultural barriers, improved resources and
communications can be helpful to improve
accessibility  and awvailability  of
contraceptivesand their use.

Education, on the other hand, is crucial
in keeping people aware of their
contraceptive options, where to find them
and how to utilize these options. Juarez arul
Martin" pointed out that education
provides women greater confidence to
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interact with complex institutions,
maximizing their ability {o benefit from a
range of services, including family
planning. Threugh education, women are
able to make informed cholces on
contraception and become more convincing
tor their partners. As the study has shown
higher education increases the likelihood of
contraceptive use among those with
postsecondary education being more than
two limes likely to adopt a contraceptive
method than those who do not have any
qualifications. The migrants and the
refugees need to be supported in their
effort te use contraceptives, with
educational materials and training that
watild increase their knowledge base on the
risks involved in their contraceptive choice,
The Ministry of Health in the government
of Botswana, and the United Nations High
Commission for Refugees (UNHCR) can be
afl particular help in this regard. Such
educational  programmes  should
particularly target the youths, the
anemployed, and those women who do not
need more children as these groups appear
to lag behind in their contraceptive usage
when compared with the other groups of
migrant and refugee women.

Another closely related issue to
education is the employment status of the
migrants and refugees which has been
shown  to  significantly  influence
contraceptive use. In this study, the
employed migrants and refugees are shown
to be over 40% more likely to use
cantraception than those unemployed,
Employment status can be used as a proxy
to cconomic status especially singe
respondents are always unwilling to
divulge information concerning their
income or income status. Juarez and
Martin® linked educational attainment to
wealth and hence to the ability to "afford”
mare children: In the same manner when
women migrants and retugees are in good
employment, they are able to pay for their
contraceptive services and are also able to
take good care of their children.
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Government and the private sectors are
urged to provide employment to refugees
and migrants who have the requisite
gualifications just like the local populations.

This study showed that, women between
20-39 years of age are more likely to use
contraceptives than vounger or older
women. These results can be explained by
the fact that between 20 and 39 years
wamen in union are more likely to be
pregnant or in postpartum period or are
seeking to become pregnant; while women
aged over 40 vears are more likely to avoid
becoming pregnant as most of them may
have attained their desired family size, Both
groups would, therefore, need and use
cantraceptives. However, the older women
50 years and above are less likely to use
contraceptives as majority of them have
reached menapause and the probability of
their becoming pregnant is close o zero,
The results are in line with findings by
Kamel and Shah *™

The study has revealed that women who
needed more ¢hildren were 93% more
likely to use contraceplive than those who
did not need any more children, The result
turther suggests that a good proportion of
the migrants-and refugees have not attained
their desired family size and were,
therefore, employing the contraceptives for
child-spacing. Alse, owverall use of
contraceptives among the migrants and
refugees was higher in the lower age
groups 20-39, Thisis usually the age when
most women are bearing children. It
reinfarces our earlier conclusion that the
migrant and refugee women were using the
coniraceptive mostly far child-spacing
rather than to stop pregnancy.

ConcLusion

Uniike most results reported in literature
an contraceptive use in Batswana and its
enyirons, which deal with non-migrant
population, this study provides new
insights on the subject relating to foreigners
in a8 country with good health
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infrastructure. Given the growing
xenophobia and dramatic changes in
government policies over the last few years,
migrants and refugees in Botswana require
assistance pertaining to improved
knowledge of contraceptive methods, their
availability as well as accessibility by
foreigners in the country’'s health care
system. As noted in the paper, accessibility
includes creating avenues and reducing the
cast of contraceptives to make them
affordable to users, These propositions call
for a review of Botswana's health palicies
and provisions in which perceptions and
apprehensions of foreigners require
seliciting. In addition, it calls for the
Government of Botswana's removal or
reduction of any fees attached to these
services to make them atfordable to the
migrants and refugees since their local
counterparts who need the same services
obtain them free of charge. Government
should enceurage private sector
participation in the provision of family
planning services while they give them tax
and other financial incentives as a reward,
The citing of clinics and hospitals within
shorter distances to migrants’ and refugees’
locations need to be given considerations in
health policies and provisions.

These findings provide a framework for
future health interventions by Botswana's
Ministry of Health and the UNHCR to
provide those contraceptive methods as
evidenced in the study tor utilisation.
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