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ARTICLE INFO ABSTRACT

Objective: To measure the prevalence of contraceptive use among women of reproductive age in 17 sub-Saharan
Africa countries and identify factors associated with contraceptive use in these countries.

Study design: We conducted a population-based cross-sectional study using data on contraceptive use from the
Demographic and Health Surveys (DHS) for 17 sub-Saharan Africa countries (Angola, Benin, Burkina Faso,
Burundi, Cameroon, Congo, Gambia, Ghana, Guinea, Ivory Coast, Liberia, Mali, Niger, Nigeria, Senegal, Togo,
and Uganda). We restricted our sample to women aged 15-49 years and used generalized estimating equations to
identify factors associated with contraceptive use while controlling for other covariates.

Results: The overall prevalence of current contraceptive use among women of reproductive age was only 17%,
with rates ranging from 7% in Gambia to 29% in Uganda. After adjusting for potential confounders, we found
that women were more likely to use a method of contraception if they were sexually active (adjusted prevalence
ratio (aPR) 2.17 [95% confidence interval (CI) 2.11, 2.24]); had 5-7 living children (aPR 2.19 [95% CI 1.89,
2.55] compared to no children); had secondary or higher education (aPR 1.71 [95% CI 1.63, 1.78] compared to
no education); and were wealthy (aPR 1.34 [95% CI 1.29, 1.40] compared to poor).

Conclusion: The use of contraceptives is low in sub-Saharan Africa, but varies substantially across countries. Use
of contraception is associated with both personal and socioeconomic factors.
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Introduction

Prior to 1980, access to modern contraceptives was very limited in
sub-Saharan Africa (SSA), in part because African government officials
expressed little support for family planning programs [1]. Before 1980,
postpartum abstinence was the only method of family planning utilized
in many African countries [2]. In the early 1980s, the occurrence of
major political and economic crises led many African governments and
policymakers to reconsider their views regarding the impact of popu-
lation growth on socioeconomic development. Thus, African leaders
started endorsing the family planning methods and the necessity to
incorporate them into maternal and child health programs at national
levels [1,3]. As a result, postpartum abstinence declined in African
countries and women began shifting to modern contraceptive methods
as a more effective method of achieving desired birth spacing between
children [2]. While the prevalence of contraceptive use in SSA has

increased considerably since the 1980’s, recent studies indicate that it is
still substantially lower in SSA countries than in most other regions of
the world [4].

It is clear that further efforts are needed to improve access to and
uptake of modern contraceptives in SSA [4-6]. However, information
about current contraceptive use in SSA countries is limited because
previous studies of contraceptive use in this region focused on only a
handful of countries [7,8], ever-married women[5], and women aged
15 to 19years old [9]. Furthermore, studies conducted by Tsui et al.
(2017) and Emina et al. (2014) provided an overview and trend in the
use of modern contraception in SSA countries [4,10]. In addition, little
research has investigated personal and sociodemographic factors asso-
ciated with contraceptive use. Information concerning which SSA
countries may be in most need of improved access to contraceptives,
and which women might particularly benefit from such services, would
be useful for planning purposes and efforts to improve the health and
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well-being of families in SSA. In this paper we report the results of a
large-scale study of contraceptive use in 17 SSA countries, using the
most recent survey data from these countries. We measured the pre-
valence of contraceptive use among women aged 15 to 49 within and
across these 17 countries and investigated factors associated with cur-
rent use of contraceptives. The principal goal of this study was to
provide information to inform program planning and health policy
aimed at improving the long-term health status of women and families
in SSA.

Methods
Data source

We used data from the Demographic and Health Surveys program
(DHS) for 17 SSA countries that we had access (Angola, Benin, Burkina
Faso, Burundi, Cameroon, Congo, Gambia, Ghana, Guinea, Ivory Coast,
Liberia, Mali, Niger, Nigeria, Senegal, Togo, and Uganda) to conduct a
population-based cross-sectional study of contraceptive use. Survey
data included in our study ranged from 2011 to 2017 and each country
contributed one year of information.

The DHS program collects, analyzes, and disseminates high-quality
data through more than 300 surveys in over 90 developing countries
around the world. DHS surveys are conducted using a multistage,
stratified design to collect information on population health, contra-
ceptive use, human immunodeficiency virus (HIV)/acquired immune
deficiency syndrome (AIDS), malaria, anemia and nutritional status in
each country. The data are nationally representative and the informa-
tion collected from each country helps government officials and part-
ners to effectively design and implement future interventions. DHS
projects are funded by the U.S. Agency for International Development
(USAID) and are implemented by ICF International.

Ethical considerations

To access DHS data, a request for authorization to download survey
dataset for each country of interest was made and granted. Procedures
and questionnaires for standard DHS surveys were reviewed and ap-
proved by the ICF Institutional Review Board (IRB) and the IRBs of the
host countries. Written and oral informed consent were obtained from
the study participants before beginning each survey and/or conducting
biomarker tests. Participants were not coerced into participation [11]
and the data are Health Insurance Portability and Accountability Act
(HIPAA) protected and de-identified. We accessed the data for this
study from the online StatCompiler tool (www.statcompiler.com).

Study population

We pooled the sample of 17 SSA countries and limited our sample to
women of reproductive age (15 to 49 years) who had complete data on
contraceptive use.

Statistical analysis

The primary aim of this study was to investigate predictors of
contraceptive use among women of reproductive age. Univariate ana-
lyses were conducted, using frequency distributions for categorical
variables to describe the characteristics of the study population. We
calculated the prevalence of contraceptive use among women for each
studied category as the number of women who reported using contra-
ception methods divided by the total number of women interviewed in
that category. This definition was used in a previous study [12]. Ana-
lyses were conducted using SAS version 9.4 (SAS Institute, Cary, NC,
USA) and graphical display of the map of Africa using R-3.4.3. The
multivariable analysis included generalized estimating equations with
exchangeable correlation structure. To specify the use of the robust
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variance estimator for Poisson regression, the REPEATED statement
was used [13]. Prevalence ratios and 95% confidence intervals (CIs)
were obtained by exponentiation of each regression coefficient. De-
scriptive results are presented as prevalence rates and the multivariable
Poisson regression results are presented as adjusted prevalence ratios
(aPR) with 95% CI. Statistical tests were reported as significant if the
95% ClIs did not include 1.

Outcome variable

The main outcome variable for this study was contraceptive use, a
binary variable with 1 representing women using any method of con-
traception and O for those not using any method of contraception. The
contraceptive methods included in this study were: oral pills, injectable,
implants/Norplant, intrauterine contraceptive devices (IUDs), male
condoms, sterilization), traditional (i.e. periodic abstinence, with-
drawal, lactation amenorrhea, and abstinence)[12]), and other
methods (diaphragm, female condom, foam or jelly, other modern
method).

Predictors variables

The independent variables in this study included age, education,
sexually active, number of living children, prior HIV testing, terminated
pregnancy, having a prenatal nurse or doctor, television and radio,
marital status, wealth index, employment status, place of residence
(urban/rural), and literacy. Previous studies revealed that the afore-
mentioned predictors affect women’s contraceptive uptake in SSA
[12,14-21].

Results

Descriptive analysis of the socio-demographic characteristics of the sample
population

Totals vary due to missing data for some variables. A total of
252,962 women (15 to 49 years) were included in this study. More than
a third of the study participants were 15-24 years (40%), widowed/
divorced/separated (41%), never married (39%) and uneducated
(42%). More than half were currently employed (63%), had a prenatal
nurse/midwife (58%), resided in rural areas (61%) and had no literacy
(53%). While 52% were sexually active, 60% had never been tested for
HIV. Wealth index indicator was split mostly between poor (39%) and
rich (41%). While a majority of the women had a radio (62%), most did
not have a television (65%). Only a fourth of the women (28%) had no
living children.

Prevalence of contraceptive use

The overall prevalence rate of contraceptive use in this study was
17% and ranged from a low of 7% in Gambia to a high of 29% in
Uganda. Fourteen of the 17 countries we studied had prevalence rates
higher than 10% (Table 1 and Fig. 1).

Contraceptive use was more common among women aged
25-34 years (21%), with higher socioeconomic status (23%), with at
least a secondary education (24%), and married (18%) (Table 2). The
prevalence rate of contraceptive use was higher among women who had
a radio or television (18% and 22%, respectively) compared to those
without such. Similarly, the prevalence rate of contraceptive use was
higher among women living in urban areas (22%) and currently em-
ployed (19%). Women who ever had a terminated pregnancy had the
highest prevalence rate of contraceptive use (22%). Furthermore,
women who had any prenatal care from a nurse/midwife or doctor or
who visited a healthcare facility in the last 12 months had high pre-
valence rates of contraceptive use (22%, 29%, and 22%, respectively).
Contraceptive use was more common among women with literacy
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Table 1
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Sample size and Prevalence of contraceptive use, Multivariable adjusted Prevalence Ratio by country and survey year.

Countries Survey Year Sample size Contraceptive use Multivariable Adjusted analysis
N N (%) (aPR) (95% CI)
Overall 252,962 42,726 (16.89)
Mali 2012-2013 10,424 (4.12) 1104 (10.59) 0.63 (0.58-0.69)
Togo 2013-2014 9480 (3.75) 1827 (19.27) 0.92 (0.85-1.01)
Benin 2011-2012 16,599 (6.56) 2292 (13.81) 0.56 (0.51-0.62)
Congo 2013-2014 18,827 (7.44) 3174 (16.86) 0.71 (0.66-0.76)
Ghana 2014 9396 (3.71) 2082 (22.16) 0.89 (0.83-0.96)
Niger 2012 11,160 (4.41) 1523 (13.65) 0.87 (0.80-0.93)
Angola 2015-2016 14,379 (5.68) 1460 (10.15) 0.35 (0.31-0.38)
Gambia 2013 10,233 (4.05) 684 (6.68) 0.40 (0.36-0.45)
Guinea 2012 9142 (3.61) 771 (8.43) 0.44 (0.38-0.52)
Nigeria 2013 38,948 (15.40) 6225 (15.98) 0.52 (0.49-0.56)
Uganda 2015 18,506 (7.32) 5418 (29.28) ref.
Burkina 2010 17,087 (6.75) 2681 (15.69) 0.92 (0.86-0.99)
Liberia 2013 9239 (3.65) 1872 (20.26) 0.90 (0.83-0.97)
Senegal 2017 16,787 (6.64) 3057 (18.21) 1.09 (1.03-1.16)
Burundi 2016-2017 17,269 (6.83) 3015 (17.46) 0.93 (0.87-0.99)
Cameroon 2011 15,426 (6.10) 3651 (23.67) 0.76 (0.71-0.82)
Ivory Coast 2011-2012 10,060 (3.98) 1890 (18.79) 0.80 (0.74-0.87)

(23%), who were sexually active (24%), and had a sexually transmitted
infection (27%). Interestingly, the prevalence of contraceptive use de-
creased as the number of living children increased. Lastly, contra-
ceptive use was more common among those who had prior HIV testing
(26%).

Independent factors associated with contraceptive use among women

After adjusting for potential confounders, our results showed that
the country of residence was the factor most strongly associated with
contraceptive use (Table 2). With the exception of women living in

Senegal, all other countries in this study were less likely to use con-
traception methods compared to Uganda. Women who were sexually
active were 2.17 times more likely to use contraceptives compared to
those who are not. Similarly, having at least 1 living child was posi-
tively associated with contraceptive use: 1-4 children, 5-7 children,
8-10 children, and 11-14 children compared to those with no children.
Women with primary and secondary or higher education were more
likely to use contraceptives (aPR 1.41 [95% CI 1.36, 1.78], aPR 1.46
[95% CI 1.63, 1.78], respectively) compared to those without any
education. Women who were never married and those divorced/wi-
dowed/separated were 37% and 23% more likely to use contraceptive

Prevalence
! 25
20

15

Fig. 1. Prevalence (%) of contraceptive use in women of reproductive age (15-49 years) shaded by sub-Saharan countries in Africa. Countries shaded white were not

included in the analysis.
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Table 2
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Characteristics of the sample, Prevalence, Multivariable adjusted Prevalence Ratio (N = 252,962).

Characteristic Sample size Contraceptive use Multivariable Adjusted analysis
N (%) N (%) (aPR) (95% CI)

Age group

15-24 100,022 (39.54) 13,247 (13.24) ref.

25-34 81,052 (32.04) 16,576 (20.45) 1.08 (1.05-1.11)

35-49 71,888 (28.42) 12,903 (17.95) 1.11 (1.07-1.15)

Wealth Index status

Poor 99,100 (39.18)
Middle 50,618 (20.01)
Rich 103,244 (40.81)

Place of Residence

Urban 98,269 (38.85)
Rural 154,693 (61.15)
Education

No education
Primary
Secondary/Higher

Marital status

Never married
Married/Living with partner
Widowed/Divorced/Separated

105,606 (41.75)
66,673 (26.36)
80,651 (31.89)

64,518 (25.51)
171,238 (67.69)
17,205 (6.80)

Employment status
No 94,102 (32.31)
Yes 158,384 (62.73)

Sexually active

No 119,663 (48.21)
Yes 128,534 (51.79)
STI

No 239,294 (94.92)
Yes 12,799 (5.08)

Ever been tested for HIV
No
Yes

Number of living children

152,041 (60.39)
99,704 (39.61)

None 69,900 (27.63)
1to4 126,974 (50.19)
5to7 46,853 (18.52)
8to 10 8768 (3.47)

11 to 14 467 (0.18)

Household has radio
No
Yes

Household has TV
No
Yes

Ever had terminated pregnancy
No
Yes

Prenatal nurse/midwife
No
Yes

Prenatal Doctor
No
Yes

Visited health facility last 12 mths
No

96,115 (38.01)
156,739 (61.99)

164,220 (64.97)
88,535 (35.03)

218,509 (60.39)
34,339 (39.61)

59,262 (42.48)
80,238 (57.52)

123,438 (88.49)
16,062 (11.51)

134,131 (53.08)

Yes 118,581 (46.92)
Literacy

No 133,586 (52.89)
Yes 118,964 (47.11)

10,885 (10.98)
7901 (15.61)
23,940 (23.19)

21,646 (22.03)
21,080 (13.63)

10,895 (10.32)
12,396 (18.59)
19,430 (24.09)

8879 (13.76)
31,099 (18.16)
2748 (15.97)

12,514 (13.30)
30,132 (19.02)

11,701 (9.78)
30,673 (23.86)

39,180 (16.37)
3430 (26.80)

16,569 (10.90)
25,949 (26.03)

7405 (10.59)
24,500 (19.30)
9252 (19.75)
1492 (17.02)
77 (16.49)

14,504 (15.09)
28,195 (17.99)

22,957 (13.98)
19,751 (22.31)

35,306 (16.16)
7405 (21.56)

9628 (16.25)
17,932 (22.35)

22,916 (18.56)
4644 (28.91)

16,716 (12.46)
26,005 (21.93)

15,550 (11.64)
27,112 (22.79)

ref.
1.19 (1.14-1.23)
1.34 (1.29-1.39)

ref.
1.14 (1.09-1.17)

ref.
1.41 (1.36-1.46)
1.71 (1.63-1.78)

1.37 (1.31-1.44)
ref.
1.23 (1.18-2.30)

ref.
1.19 (1.16-1.22)

ref.
2.17 (2.11-2.24)

ref.
1.11 (1.06-1.15)

ref.
1.31 (1.28-1.36)

ref.

1.87 (1.61-2.16)
2.19 (1.89-2.55)
2.07 (1.77-2.42)
1.86 (1.44-2.40)

ref.
0.99 (0.96-1.00)

ref.
1.13 (1.10-1.17)

ref.
0.98 (0.96-1.00)

ref.
1.21 (1.17-1.25)

ref.
1.19 (1.15-1.23)

ref.
1.23 (1.20-1.26)

ref.
1.13 (1.10-1.17)

than those who were married, respectively. Additionally, rich and
middle wealth index women were more likely to use contraceptives
compared to poor women (aPR 1.34 [95% CI 1.29, 1.40], aPR 1.19
[95% CI 1.14, 1.23], respectively). Women who visited healthcare
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facilities, had a prenatal nurse/midwife, or doctor were 23%, and 19%
more likely to use contraceptives as those without, respectively. Having
a television in the household and literacy were positively associated
with the use of contraceptives (aPR 1.13 [95% CI 1.10, 1.17], aPR 1.13
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Fig. 2. Distribution of current contraceptive methods used in sub-Saharan Africa.

[95% CI 1.10, 1.17], respectively). Likewise, women 25 years and older
were more likely to use contraceptives; 25-34 years (aPR 1.08 [95% CI
1.05, 1.11], aged 35-49 (aPR 1.11 [95% CI 1.07, 1.15]. Women who
had prior HIV testing were 31% more likely to use contraceptives as
those who did not get tested. Surprisingly, living in urban areas was
negatively associated with contraceptive use (aPR 0.88 [95% CI 0.85,
0.92].

Contraceptive preference methods by country stratified

Overall, injectable was the most preferred method of contraception
in this study (26%), followed by male condoms and traditional methods
(20%), oral pills (14%), implants (11%), other methods (5%), IUDs
(3%), and sterilization (2%) (Fig. 2).

Preference of contraceptive methods by country are presented in
Table 3. Injectable was the most preferred method of contraception in
Burkina Faso (32%), Burundi (38%), Gambia (45%), Ghana (31%),
Liberia (58%), Mali (37%), Senegal (37%), and Uganda (46%). Male
condoms was the most preferred method of contraception in Angola
(45%), Cameroon (45%), Guinea (28%), Nigeria (30%), and Togo
(27%). Oral pills were the preferred method in Ivory Coast (32%) and
Niger (45%). Lastly, the traditional methods were the most preferred
method in Benin (29%) and Congo (54%).

Discussion

Findings from our study reveal the existence of heterogeneity and
disparities in the use of contraceptives across SSA countries. Our results
showed an overall low contraceptive use prevalence of 17% in our
sample. More significantly, we found substantial variations in the pre-
valence of contraceptive use in these 17 countries, with the highest rate
of only 29% (Uganda). The between-country differences remained even
after adjusting for other factors associated with contraceptive use.
These results suggest the need to increase family planning intervention
programs and awareness in SSA at the national and regional levels by
various sectors.

Effective family planning through contraception could contribute to
slower population growth and increase country economic development.
In 2013, SSA regions reported a total fertility rate (TFR) of 5.1, twice
the rate recorded in South Asia (2.8) and in Latin America and the
Caribbean (2.2) [18]. Previous studies have showed that lack of con-
traceptive use in low and middle income countries (LMICs) results in
unwanted pregnancies and high fertility rates [22,23], with significant
repercussions for women’s and household economic well-being, popu-
lation growth, and eventually for regional economic development
[24,25]. Contraception or family planning long-term economic benefits
have been reported through three main pathways: reduction of ma-
ternal mortality, enhancement of child health, and improvement of
family economic well-being [26].

Table 3
Contraceptive Preference methods by country stratified.

Countries

IUD Implants Oral Pills Injectable Male condoms Other methods Sterilization Traditional Methods Total
Mali 43 (3.89) 262 (23.73) 301 (27.26) 405 (36.68) 17 (1.54) 55 (4.98) 14 (1.27) 7 (0.63) 1104
Togo 54 (2.96) 382 (20.91) 158 (8.65) 486 (26.60) 488 (26.71) 17 (0.93) 14 (0.77) 228 (12.48) 1827
Benin 68 (2.97) 126 (5.50) 212 (9.25) 287 (12.52) 531 (23.17) 390 (17.02) 20 (0.87) 658 (28.71) 2292
Congo 18 (0.57) 70 (2.21) 115 (3.62) 137 (4.32) 751 (23.66) 277 (8.73) 106 (3.34) 1700 (53.56) 3174
Ghana 38 (1.83) 359 (17.24) 351 (16.86) 635 (30.50) 207 (9.94) 57 (2.74) 101 (4.85) 334 (16.04) 2082
Niger 11 (0.72) 42 (2.76) 683 (44.85) 230 (15.10) 14 (0.92) 151 (9.91) 18 (1.18) 374 (24.56) 1523
Angola 11 (0.75) 31 (2.12) 297 (20.34) 285 (19.52) 661 (45.27) 48 (3.29) 6 (0.41) 121 (8.29) 1460
Gambia 27 (3.95) 22 (3.22) 158 (23.10) 308 (45.03) 76 (11.11) 30 (4.39) 37 (5.41) 26 (3.80) 684
Guinea 17 (2.20) 9(1.17) 146 (18.94) 136 (17.64) 219 (28.40) 40 (5.19) 8 (1.04) 196 (25.42) 771
Nigeria 304 (4.88) 101 (1.62) 762 (12.24) 987 (15.86) 1837 (29.51) 443 (7.12) 98 (1.57) 1693 (27.20) 6225
Uganda 197 (3.64) 888 (16.39) 256 (4.72) 2506 (46.25) 534 (9.86) 108 (1.99) 363 (6.70) 566 (10.45) 5418
Burkina 33 (1.23) 543 (20.25) 505 (18.84) 867 (32.34) 526 (19.62) 20 (0.75) 25 (0.93) 162 (6.04) 2681
Liberia 4 (0.21) 193 (10.31) 441 (23.56) 1084 (57.91) 58 (3.10) 13 (0.69) 16 (0.85) 63 (3.37) 1872
Senegal 181 (5.92) 1030 (33.69) 398 (13.02) 1144 (37.42) 112 (3.66) 87 (2.85) 32 (1.05) 73 (2.39) 3057
Burundi 97 (3.22) 627 (20.80) 182 (6.04) 1147 (38.04) 244 (8.09) 86 (2.85) 72 (2.39) 560 (18.57) 3015
Cameroon 29 (0.79) 81 (2.22) 257 (7.04) 368 (10.08) 1628 (44.59) 87 (2.38) 61 (1.67) 1140 (31.22) 3651
Ivory coast 11 (0.58) 12 (0.63) 597 (31.59) 193 (10.21) 478 (25.29) 114 (6.03) 4(0.21) 481 (25.45) 1890
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The prevalence of contraceptive use was lower in countries with
Muslim majorities such as Gambia, Guinea, Mali, and Niger. This could
be explained by the fact that Muslim women are more reluctant to use
contraceptives compared to women in other religions [27-29]. Fur-
thermore, within-country variation in contraceptive use could also be
attributed to the potential influence of cultures where acceptance of
contraceptives use is very limited [30,31]. In addition, our findings also
revealed an internal heterogeneity regarding the preferred method of
contraception within each country. Overall, the women in our study
using contraceptives preferred the injectable method. This finding is
consistent with previous studies that also found injectable contra-
ception to be a commonly used contraceptive method among women of
reproductive age in SSA [4,12,32]. Our results are also in agreement
with a previous study that found increased use of contraception among
unmarried women in SSA countries compared to married women [4].

Our findings also revealed that higher socioeconomic status (SES),
marital status, education, being sexually active, having a prenatal
nurse/midwife or doctor, visiting a healthcare facility, having a tele-
vision set, literacy, having living children, and prior HIV testing were
significant predictors of contraceptive use among SSA women. The
positive association between higher SES and contraceptive use was not
surprising. There have been several previous studies which also found
higher levels of contraceptive use among women in higher socio-eco-
nomic groups [18,33-37]. In many SSA countries, access to contra-
ceptives is not free of charge [35,38]. Women of low SES may not have
the financial means to pay for contraceptives, which may result in an
increased likelihood of unintended pregnancies and maternal mortality
rates due to unsafe abortions. Wealth disparity in access to contra-
ceptives among women highlights the need for financial support from
domestic resources and international funding to support reproductive
health and to increase contraceptive uptake among women of lower SES
in SSA.

In line with previous studies, we found that visits to the healthcare
facility was positively associated with contraceptive use. Consistent
with our finding, several previous studies also found that women who
visit healthcare facilities for prenatal, childbirth, child immunization,
and postnatal care were significantly more likely to use modern con-
traceptive methods than women who do not [15,19-21]. Interaction
and discussions between healthcare providers and women may facil-
itate women’s willingness to use contraceptives. During routine visits,
healthcare providers may ask whether women use any methods of
modern contraception and counsel them about family planning and
available support services [39]. According to previous studies, health-
care providers are the primary source of contraceptive information and
women are more likely to receive family planning information in the
hospital [40,41]. Furthermore, a study conducted by Wulifan and col-
league (2017) indicated that women who live at least 5 km away from a
health facility were less likely to use contraception [18]. Similarly, our
study found that use of modern contraceptives was significantly asso-
ciated with exposure to media such as television. This was not sur-
prising and well aligned with previous studies that found that women
who were exposed to family planning information in the media, such as
television, were more likely to be using contraception compared to
those who were not [14,17,21,34,36]. In SSA, most of the family
planning campaigns run on radio, television, and magazines. Mass
media is the most effective route to spread message about contraceptive
use. Family planning studies in Kenya and Bangladesh have reported
increase in utilization of contraceptive methods as a result of exposure
to mass media [42-44]. In addition, we found that educated women
had higher odds of using contraception compared to uneducated
women. This finding is consistent with previous studies that also found
that knowledge of modern contraceptive use increased with increased
education [34,45,46].
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Study strengths and limitations

This study used nationally representative data from 17 SSA coun-
tries to investigate factors associated with contraceptive use in these
countries. This study adds to the body of literature on contraceptive use
in SSA countries by including predictors of contraceptive use in these
countries. This knowledge will assist with family planning education
and interventions in these countries and in the region as a whole.

However, the study has some limitations that need to be addressed.
First, the cross-sectional nature of the survey does not allow for the
determination of a temporal or causal relationship between the pre-
dictors and contraceptive use among women. In addition, this study did
not include all 48 SSA countries. Despite these limitations, this study
provides useful information concerning contraceptive use in SSA and
associated factors among women of reproductive age.

Conclusion

We found considerable variation in contraceptive use and type of
contraception preferred among the 17 SSA countries studied. The fac-
tors most strongly associated with use of contraception among the
women in this study were: higher socioeconomic status, literacy, vis-
iting a healthcare facility in the previous 12 months, being sexually
active, prior HIV testing, having between 5 and 7 living children and
having never married
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