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Abstract

Despite the rights of women of reproductive age to contraceptive use, the fertility rate in low-and middle-income countries
(LMICs) remains high due to the low use of contraceptive use when compared with the more technically advanced coun-
tries. This paper therefore, seeks to provide answer to what the prevalence of contraceptive rights and usage among women
of reproductive ages is? Also, what are the socio-cultural factors influencing contraceptive use in four sub-Saharan Africa
countries? Data on contraceptive use and the associated factors were purposively extracted for analysis from four LMICs
countries (Nigeria, Cameroon, Mali, and Zambia) with the most recent Demographic and Health Survey. A total number of
79,550 respondents were pooled from the selected sub-Saharan Africa countries comprising of Nigeria (41,821), Cameroon
(13,527), Mali (10,519) and Zambia (13,683). The study found that the women autonomy on the use of contraceptives is
very low in the selected SSA countries. The proportion was as low as 15% in Zambia to 26% in Cameroon and 38% in Mali;
the proportion of women using contraceptives among the selected countries ranges from 14% from Nigeria, Mali (16%),
and Cameroon (20%) to 37% from Zambia. Again, except for Mali, couples who jointly decided on not using contraceptive
was more than those who personally decide or whose spouses decided never to use. The study further noted that religion,

place of residence, and older women were associated with lower odds of contraception while younger women, education, to-
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preferences for the male child should be discouraged.

tal children ever born, and wealth status are significantly related to higher use of contraception. Furthermore, women aged
20-29 were almost two times (OR= 1.59, p < 0.05, CI: 1.47-1.72) likely to use contraceptive use when compared with women
below 20 years. The study concludes that the role of religion and cultural beliefs to stabilize fertility through contraceptives
is critical in this part of the world. This study recommends that government and religious leaders need to do more on aware-
ness campaigns and sensitization on the reproductive health benefits of small family size on both mother and child. By impli-

cation, for Africa to reap the benefits of demographic dividends, cultural norms and values placed on large family sizes and

Keywords: Contraceptive Use; Socio-Economic Inequalities; Low-And Middle-Income Countries

Introduction

There are about 1.1 billion people in Sub-Saharan
Africa and this figure has been projected to double by 2050
but resources remain sparse [1]. The figure puts sub-Sahara
Africa as the highest in terms of population growth globally
[2]. More so, the Total Fertility Rate (TFR) in Sub-Saharan
Africa countries remains high as a result of the low uptake
of contraceptive use despite the right of women to contra-
ceptive usage. Most of the women in countries in SSA had a
fertility rate of more than five children, a fertility rate of 7.6
was reported in Niger, 8.2 in Chad, 6 in Burkina Faso, 6.1 in
Mali [3], and 5.3 in Nigeria [4]. More so, estimates showed
that on average, births per woman were about 4.8 in SSA as
against 3.3 in Arab nations; 2.5 in South Asia, 2.1 in Latin

America and the Caribbean, and 1.6 in European Union [3].

Prevalence of contraceptive use among married or
related women of reproductive age is approximately 22% in
SSA versus 86% in East Asia and 72% in Latin America and
the Caribbean [3]. Contraception (CPT) was defined as "the
prevention of pregnancy by interfering with the standard
process of ovulation, fertilization, and implantation". It is
“the intentional use of artificial methods or other tech-
niques to prevent pregnancy as a result of sexual inter-
course” [5]. Hence Contraceptives help women to prevent
unwanted pregnancies while enjoying healthy sexual rela-
tionships [6,7]. Some of the contraceptives are vaginal meth-
ods (foam, jelly, and suppository), condom, Lactational
Amenorrhea Method (LAM), Intra-Uterine Device (IUD),
standard day method (SDM), contraceptive pills, injectable,
implants and vasectomy, contraceptive pill, and emergency

contraception among others [8,9].
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Previous studies revealed that contraceptive use is
of social and public health importance that demands urgent
attention because of the perceived challenges associated
with non-usage for the individual, family, and society
[2,10,11]. The observed consequences are unintended preg-
nancies and unsafe abortion [9]. Unsafe abortions continue
to be a problem among young women in SSA because of
other factors such as ignorance/illiteracy, religion [12,13].
Other factors such as the cultural, structural, legal, and
weak public health systems that limits access to family plan-
ning services [14]. Contraceptive uptake can reduce mater-
nal deaths from 308, 000 to 84,000 and new born death
from 2.7 million to 538,000 per year respectively [15]. Con-
traceptive use plays a significant role in reducing Total Fer-
tility Rates (TFR) as such countries majorly depend on its

use for birth control measures [16].

About 220 million women in Low and Middle-In-
come Countries (LMICs) have been estimated to have an un-
met need for contraception [17]. In Sub-Saharan Africa, the
rate of contraceptive use of 17% had been reported among
women of reproductive age [18]. At the country level, con-
traceptive use among women in Ghana was reported to be
27% [16] and 15% in Nigeria [19]. The prevalence of 52%
was reported in Eswatini and Namibia each, 4% in Sudan
[20], and 51% in Ethiopia [21]. The prevalence of 8% was re-
ported in Niger, 5.4% in Chad, 15% in Burkina Faso, and
10%in Mali [3]. The unmet need for contraceptives in Gha-
na was 15%, Botswana, 9.6% among married women [22],

and 19% in Nigeria [23].

However, there is a variation from country to
country because of many factors such as illiteracy, religion,

education [24]. Other determinants of the use of contracep-
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tives include family composition, myths about contracep-
tive side effects, employment, male partner disapproval,
communication with male partners, and social/cultural fac-
tors [25]. Contrary to women who make decisions about
their own sexual health, women who had the prior conversa-
tion with their spouses are more likely to utilize contracep-
tion. Also, the number of surviving children, marital status,
location and geographic area of residence, religious affilia-
tion, and women's autonomy is significantly related to con-
traceptive use [26]. The relationship between exposure to
mass media, knowledge of contraceptive methods, and pari-
ty and utilization of contraceptives had been established
[27,28].

In SSA, the decision making power lies on the
man, there is poor access to material resources to seek fami-
ly planning services and the use of contraceptives is often
strongly influenced by spousal or familial support of, or op-
position to family planning [29,30]. However, the consistent
and correct use of contraceptives is a cost-effective method
to improve the maternal, child and socioeconomic status of
people the world over. This is why sustainable development
goals 2030 calls for increased attention to ensure universal
access to sexual and reproductive healthcare services and uti-
lization of contraceptives [14]. This paper, therefore, aims
at examining the prevalence of contraceptive use. It also
aims to determine the associated socio-economic differen-
tials, cultural and religious factors influencing the low up-

take of contraceptive use in the selected sub-Saharan Africa

Theoretical Perspective

Many theories and models ranging from social
learning theory to theory of planned behaviour had previ-
ously been adopted by scholars to explain the nexus be-
tween socio-cultural factors and contraceptive use [31,32].
However, this paper adopted the Health Belief Model (HB-
M) because it is a "well-tested and comprehensive social cog-
nitive model [33]” that attempted to explain and predict
health-related behaviours change, especially regarding the
uptake of health-related services such as contraceptive up-
take [34,35]. The theory opined that the “beliefs of people
about their health status, the perceived benefits of action
and barriers to action, and self-efficacy predict their engage-
ment or not in health-promoting behaviour". Also, the pres-
ence of stimulus or cue to action helps to initiate the health-

promoting behaviour [34].

Not only that HBM does not account for other fac-
tors that influence health-related behaviours such smoking
but also does not take cognizance of non-health related be-
haviours like exercising for aesthetic reasons [36]. More so,
HBM does not consider the impact of emotions on health-
related behaviour [37]. However, the model is very relevant
and has been employed in developing the frameworks for

contraceptive use and uptake globally [2,32,35].

Figure 1 below shows the link between individual’s
socio-demographic variables (such as age, education, reli-

gion, children ever born, residence and wealth index) and

countries. contraceptive use.
Figure 1: Theoretical framework for willingness to use modern contraceptive according to Kahsay et al., 2018
JScholar Publishers J Fertil Steril Reprod Health 2024 | Vol 1: 104



Materials and Methods
Research Design

This study employed a cross-sectional research de-
sign. This study employed secondary data sources of four
sub-Saharan Africa countries namely Nigeria, Cameroon,
Mali, and Zambia (CDHS-2018, MDHS-2018, NDHS-2018,
& ZDHS-2018).

Study Population

The study population includes all women of repro-
ductive age 15-49 years who were using contraceptive use

or not during the period under review.
Sampling Strategy

The data of selected countries were purposively
pooled for the analysis based on the countries with the most
recent Demographic and Health Survey (2018). The popula-
tion sizes of the selected sub-Saharan countries differ —
Nigeria (41,821), Cameroon (13,527), Mali (10,519), and
Zambia (13,683).

Definitions of Variables

The following variables have been contextualized

for the purpose of this study:

a. Contraceptive rights: Contraceptive rights in
this study simply implies that women has equal power to ac-

cess contraceptives

b. Contraceptive use: Contraceptive use means the

use of contraceptives by women

c. Socio-cultural determinants: These are variables
which can influence the rights and use of contraceptives
among women of childbearing ages. This study is limited to
socio-cultural factors such as age, education, religion, Chil-
dren Ever Born (CEB), residence and wealth index. Age of

respondents who were using contraceptives or not ranges
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4

from 15-49 years; education of respondents include those
with no education, primary, secondary and higher educa-
tion; religion of respondents include Christians, Islam and
those into other religion; Children Ever Born means the
number of children the respondents had ever given birth to.
This ranges from those with no child to those with three or
more children. Residence is categorized as respondents who
either lived in the rural or urban areas. Wealth index was
categorized into those who were either poor, rich or fall in

between the poor and the rich.
Analytical Strategy

Both descriptive and inferential statistics were em-
ployed to address the study objectives. Bar chart was used to
describe the prevalence of contraceptive rights and use in
the selected countries. Also, binary logistic regression was
employed to establish the relationship between the socio--
cultural determinants and dichotomous dependent variable
(contraceptive use). Dependent variable was measured as:
(“1” = contraceptive use, “0” = non-use of contraceptive).
Stata statistical software version 14 was used to analyze the

data. The result of the study was significant at p < 0.001.
Results

Prevalence of Contraceptive Use among Married

Women in sub-Saharan Africa

According to Table 1, only a small percentage of
women in the selected countries have access to and utilize
contraceptives. Contraceptive usage decisions varied from
15.1% in Zambia to 23.3% in Nigeria, 26.3% in Cameroon,
and 38.3% in Mali, while usage rates were found to be as
low as 14.3% in Mali, 16.2% in Cameroon, 19.5% in Zam-
bia, and 24.3% in Mali. The socio-cultural factors as well as
the patriarchal nature of Africa society seem to be largely re-
sponsible for the low uptake of contraceptives. These reflect
in figure 2 as majority of respondents across selected coun-
tries revealed that decision why they are not using was tak-

en by husbands/others or jointly taken by spouse.
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Table 1: Distribution of Married Women of Reproductive Age on Contraceptive Right and Use

Sub-region/ Country | Survey year Contraceptive Right and Use

Right Using Sample(N=79,550)

Sub-Sahara Africa

Nigeria 2018 23.3 14.3 41,821
Cameroon 2018 26.0 19.5 13,527
Mali 2018 38.3 16.2 10,519
Zambia 2018 15.1 37.4 13,683

Source: Authors Constructs, from recent DHS datasets in the Selected Countries, 2018.
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Figure 2: Showing the level of Contraceptive Right and Use in Selected Countries
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Figure 3: Showing the Decision on not Using Contraceptives in Selected Countries
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Figure 3 above shows the percentage distribution
of respondents by decision on not using contraceptives
among married women of childbearing ages. The graph re-
veals that the joint decisions by spouse never to use contra-
ceptives were more predominant in Nigeria (42%),
Cameroon (37%) and Zambia (57%). Conversely, only Mali
(15.3%) had the least proportion of spouses who jointly de-

cided not to use contraceptives.

Table 2 below shows there is a significant relation-

ship between all the socio-demographic characteristics of
married women and contraceptive rights and use. The
study further noted that religion, place of residence, and old-
er women were associated with lower odds of contraception
while younger women, education, total children ever born,
and wealth status are significantly related to higher use of
contraception. Furthermore, women aged 20-29 were al-
most 2 times (OR= 1.59, p < 0.05, CI: 1.47-1.72) likely to
use contraceptive use when compared with women below

20 years.

Table 2: Socio-cultural Determinants of Contraceptive Use in selected sub-Saharan Africa

Contraceptive Odds Ratio P>z [95% Confidence]
A
0 fg 1.00
20-29 1.59 0.000 1.47 1.72
30-39 1.36 0.000 1.25 1.49
40-49 0.82 0.000 0.75 0.91
Primary 2.99 0.000 2.81 3.17
Secondary 3.10 0.000 2.92 3.30
Higher 4.23 0.000 3.89 4.60
Chriginns 100
Islam 0.40 0.000 0.38 0.42
Others 0.49 0.000 0.44 0.54
COEB 1.00
1 3.01 0.000 2.79 3.25
2 3.82 0.000 3.52 4.14
3+ 5.86 0.000 5.42 6.34
Residence 1.00
Rural 0.87 0.000 0.83 0.91
Wealth index 1.00
Middle 1.19 0.000 1.12 1.26
Rich 1.40 0.000 1.32 1.48

Source: DHS recent data in 2018 in selected sub-Saharan Africa

It was also found from the study that women with

higher education were 4 times more likely to use contracep-
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tive use than those with no formal education (OR=4.23, p <

0.05, CI: 3.89-4.60). Religion was another socio-demograph-
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ic variable considered in this study. The result shows that
women who were Islam were less likely to use contraceptive
use when compared with the Christians (OR=0.40, p < 0.01,
CI: 0.38-0.42). Moreover, women who have had three chil-
dren or more were almost 6 times more likely to use a con-
traceptive than those with no child (OR: 5.86, p < 0.05, CIL:
5.42-6.34).

The study was limited to four selected sub-Sa-
haran Africa countries (Nigeria, Cameroon, Mali and Zam-
bia) with most recent survey data (2018 Demographic and
Health Survey). Nevertheless, the findings of this study can
be used by the governments of the selected countries for ap-
propriate decision making and intervention program and
policy such as sensitization awareness and empowering wo-
men with right information about the health benefits of con-
traceptives use on both mothers and children. By extension,
ensuring that the selected sub-Sahara Africa reap and opti-

mize the benefits of demographic dividend.

Discussion

Level of Contraceptive Rights and Use in Selected

Countries

This study established a low contraceptive rights
and low across the four selected countries. The patriarchal
many societies in Africa nations seem to largely account for
this. Women are expected to submit to the authorities of
their husbands while men exercise control over their wives
in whatever they do including their reproductive health is-
sues. Another likely reason for the low rights and use of con-
traceptives in SSA countries is the love for having many chil-
dren. It is believed that the more the number of living chil-
dren, the more likely their old age is secured. More so, there
seems to be low uptake of contraceptive use in the selected
sub-Sahara countries because of the perceived beliefs or
myths of women towards the use of contraceptives. Most
women, particularly in developing countries such as Africa
belief that contraceptive use can result to infertility whenev-
er they desire to have children. Another misconception for
low contraceptive use was the likelihood of developing non--
communicable diseases such as cancer or obesity among
others. The above reasons for the low contraceptive use in

the selected SSA countries can be likened to Health Belief
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Model (HBM). The model emphasized that beliefs of people
about their health status, the perceived benefits of action
and barriers to action, and self-efficacy predict their engage-

ment or not in health-promoting behaviour.

This finding corroborates the result of Maiga et
al., (2015) and [29] who opined that the decision to access
and to seek the use of contraceptives rests on the husbands.
In Africa society, even though women have the right to con-
traceptive use, they still submit to the wishes and authorities
of their husbands. By implication, the issue of gender ine-
quality which is often caused by patriarchal nature of SSA
countries remain public health concerns which require ur-
gent attention if SSA countries must achieve Sustainable De-

velopment Goals 2030.

Apart from that, society encourages large family
sizes and the preference for a male child is high. All these
factors among others are largely responsible for the low up-
take of contraceptives among women in Africa. The finding
from this study corroborated with the study of other re-
searchers who submitted a low contraceptive use as a result
of a preference for large family sizes in sub-Saharan Africa
when compared with the other regions such as East Asia,

Latin America, and the Caribbean [3].

The West African countries with the least use of
contraceptives include Nigeria and Mali. This seems to ac-
count for the reason why West Africa is more densely popu-
lated when compared with other regions in Africa such as
East Africa (Zambia) and Central Africa (Cameroon). Of all
the selected sub-Saharan Africa, Zambia contraceptive
rights and use are relatively higher. The likely reason why
contraceptive rights and use in Zambia is relatively higher
could be as a result of the effort of the Government of the
Republic of Zambia to increase the contraceptive prevalence
rate for methods from 33% in 2007 to 58% by 2020 [38].

Socio-cultural Determinants of Contraceptive Use

in selected sub-Saharan Africa

This study found that women aged 20-29 years are
more likely to use contraceptives. The likely reason for this
could be that they are at the peak of sexual behavior where
the urge for sex is high. Again, these are the population

group who are expected to be in school. Hence, they are like-
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ly to prevent the occurrence of unwanted pregnancies.
More educated women seem to be more likely to use contra-
ceptives because of their exposure to sex education on the
implication of unsafe sex which includes but are not limited
to STDs including HIV/AIDS. This study corroborates the
findings of [43] who opined that educated women were
more likely to use a method of contraceptives in SSA. On
the contrary to the finding of this research, [39] in their
study found that education did not change the use of contra-

ceptives among women in SSA.

Moreover, women who were Islam seem to be less
likely when it comes to contraceptive use. Religious beliefs
and practices of large family size and polygamy among Afri-
can Muslims seem to account for this result. The findings of
this study are similar to that of [26] who opined a signifi-
cant relationship between the number of surviving children,
marital status, geographic area of residence, religious affilia-

tion as well as women's autonomy in contraceptive use.

On the children ever born, women who had a min-
imum of three children are more likely to use contracep-
tives. The possibility for this could be that the women were
through with childbearing. Hence, they had to prevent
themselves from having an unwanted pregnancy. The find-
ings of [40] study revealed that, among other factors, gen-
der norms, demographics, and fertility norms had a major
impact on the usage of contraception in African countries.
Other researchers such as [41] also submitted that contra-
ceptive use among fecund women of childbearing age is sig-

nificantly associated with contraceptive uptake.

Women from wealthy backgrounds predominant-
ly use contraceptives more than poor women. The reason is
that they are likely to be more educated and possibly incur
more on their children on education and other standards of
living more than the less privileged women. This conse-
quently could encourage women to curtail the number of
children by increasing the use of contraceptives. The find-
ing of this study is in line with the result of [42] who found
women in the highest wealth quintile were more likely to
use contraceptives than those with the lowest wealth quin-

tile.

The finding of this study is rooted in the Health Be-
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lief Model. The model established the link between individu-
al socio-demographic factors (age, education, wealth index,
religion, and place of residence among others), perceived
benefits of contraceptive use and the willingness to use mod-
ern contraceptive. The theory also emphasized on the con-
nections between individual socio-demographic factors, sub-
jective norms towards contraceptives and the willingness to
use contraceptives. Perceived efficacy to use contraceptives
was also noted by HBM to greatly influence willingness to

use modern contraceptives.

By implication, enhancing the poor socio-econom-
ic status of women, those who live in the rural area and wo-
men with middle wealth quintile is fundamental to eradicat-

ing low contraceptive rights and use in sub-Saharan Africa.

Conclusions

The role of religion and cultural beliefs to stabilize
fertility through contraceptives is critical in this part of the
world. Again, the selected sub-Saharan Africa has relatively
low contraceptive rights and use. Furthermore, socio-demo-
graphic attributes of women in the selected sub-Saharan
Africa are great factors influencing contraceptive rights and

use.

Recommendations

Based on the findings from the study on the low
contraceptive use among married women in sub-Saharan

Africa, the following recommendations are made:

e Government and religious leaders need to
do more on awareness campaigns and sensitization
on the reproductive health benefits of small family

size on both mother and child.

e For Africa to reap the benefits of
demographic dividends, cultural norms and values
placed on large family sizes and preferences for the

male child should be discouraged.

e There is need to reduce gender inequalities
among couples in the aspect of reproductive

decision like contraceptive should be upheld.
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