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Abstract
Background: A high rate of unintended pregnancy is said to be driving population growth, particularly in Sub-Saharan 
Africa, where approximately half of all pregnancies are unintended, coming too soon or even unwanted. Most of these 
unintended pregnancies could have been prevented with effective family planning services. There, however, remains an 
unmet gap between the women’s reproductive intention and their contraceptive behaviour.
Objectives: This study determined the prevalence of unmet needs for family planning and examined its determinants 
among women of reproductive age group at a tertiary health facility in Southwest Nigeria.
Design: This was a hospital-based cross-sectional study.
Methods: Two hundred eighty-five sexually active women were recruited using a pre-tested, semi-structured, validated, 
interviewer-administered questionnaire. The questionnaire assessed the respondent’s socio-demographic characteristics, 
obstetrics and gynaecological history, and contraceptive history. Relevant clinical parameters were measured and 
recorded. Data were analysed using SPSS version 21. Multivariable logistic regression analysis was done using a 5% 
significance level to identify the determinants of unmet needs for family planning.
Results: The prevalence of unmet family planning needs for prevention, spacing and limiting were 28.8%, 33.1% and 38.1%, 
respectively, with 58.2% overall prevalence of unmet needs. The commonest reason for the non-uptake of contraceptives 
among those with unmet need was the fear of side effects (66.3%). The odds of having unmet needs for family planning 
were higher for respondents with four or fewer children (adjusted odds ratio (AOR): 7.731; 95% confidence interval (CI): 
28.504–2.907, p = 0.002) and those with one partner (AOR: 2.008; 95% CI: 3.669–1.090, p = 0.025).
Conclusion: A high rate of unmet family planning needs was found in the study. This requires specific interventions and 
policies towards increasing contraceptive uptake, such as intensified health education aimed at allaying fears related to 
the side effects.
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Introduction

Unmet family planning (FP) needs refer to the magnitude 
of sexually active females who desire to halt or defer child-
birth but are not employing an effective method to prevent 
conception.1,2 According to the World Health Organization 
(WHO)3 statistics, nearly 21 million young ladies aged 
15–19 years get pregnant each year in developing nations, 
about 49% of which are unintended. Fortunately, when 
properly used, contraptives reduce unwanted conceptions, 
high gestation and therefore, maternal death rate.4

Roughly, 6.8 million unwanted conceptions take place 
in Nigeria every year.5 Thus, considerable knowledge of 
the obstacles to birth control is required to tackle this chal-
lenge.6 In a review by Wulifan et al.1 among females of 
child-bearing age in developing nations, they found unsat-
isfied needs for FP ranging between 20% and 58%. The 
highest rates of unmet needs were seen in ladies who reside 
in sub-Saharan Africa.7 A previous local study by Anate 
et al.8 in Southwestern Nigeria reported that only 38.5% of 
the respondents who required modern FP methods in their 
first postnatal year actually used one, leaving 61.5% unmet 
needs.

Factors contributing to unmet needs included poor 
inter-spousal conversation about the wanted number of 
progeny and the partner’s resistance to birth control 
method utilisation.7,9 A study done in sub-Saharan Africa 
found that there was poor involvement of men in the FP 
decision.10 Spousal communication helped in the uptake of 
FP.9,10 Sufficient evidence exists that family functionality 
influences contraceptive use in women.11 Findings by Kao 
and Manczak12 imply that young persons’ cultural herit-
age, parents’ unfavourable position and household rela-
tions are important indicators for contraceptive utilisation 
in youth. In a study by Clark et al.13 in Jordan, it was noted 
that intimate spousal aggression (ISA) exaggerated the 
likelihood of unsatisfied needs for contraception by 87% 
and 76% in females who wedded before and after the age 
of 18 years, respectively. A study by Adeleye et al. in Lagos 
revealed that most responders (56.5%) reported functional 
family support, while 14.5% reported seriously dysfunc-
tional family support. The participants had statistically sig-
nificant contraceptive uptake as the majority of them had 
functional family support.14

Several other factors have been associated with unmet 
needs from different studies.15,16 These studies have found 
that total unmet needs were significantly associated with 
the number of years at the earliest union, the total of chil-
dren alive, child death occurrence, educational status of 
spouse and environment.16 Partner’s dislike, fearfulness of 
untoward consequences, spiritual notion and poor access 
were the principal rationality for not adopting birth control 
measures in the study by Anthony et al.17 in South-Eastern 
Nigeria. These factors must be relentlessly tackled if the 
country will meet up with the Sustainable Development 

Goals (SDGs) target 3.7 which aims to ensure universal 
access to reproductive health services including FP by 
2030.18,19

Over the years, Nigeria has put in place policies and 
programmes aimed at improving access to and uptake of 
contraceptives.19 The Nigerian Government provides FP 
commodities at no cost, but bureaucratic barriers and an 
inefficient supply chain, especially at the state and local 
government levels, impair access by the end-users. These, 
in addition to several consumer-level factors, affect FP 
uptake.19 Recently, in 2021, there was the launch of the 
Nigeria FP 2030 commitments which envisioned univer-
sal, equitable and affordable access to quality FP. One of 
the aims is to increase FP uptake from the prevailing con-
traceptive prevalence rate (CPR) of 12% to at least 27% by 
the year 2030, through increase in evidence-based prac-
tices that synchronise with individual preferences and 
family needs.18

Despite such policies and efforts by the government 
and different development partners, the uptake of modern 
FP methods has remained low.18,19 A national survey in 
2018 showed that only 10.5% of women of reproductive 
age use modern methods of FP.20 Could this be because the 
various personal, family and community-related barriers 
are yet to be adequately addressed? There is thus the need 
for continuous re-assessment of the various factors associ-
ated with unmet FP needs among reproductive women in 
different regions of the country. The outcomes of such sur-
veys are potentially useful in informing regular review of 
existing programmes and policies. It is within this context 
that this index study was conducted to determine the prev-
alence of unmet FP needs and its association with socio-
demographics, reproductive history and family function 
among females of procreative age bracket in Southwestern 
Nigeria.

Materials and methods

Study location

The study was carried out in the Family Medicine clinic of 
a tertiary hospital in Southwest Nigeria. The Family 
Medicine clinic served as a primary care facility for people 
aged 15 years and above, with an average of 2000 patients 
seen during working hours each month, 20% of whom are 
females of the reproductive age group.21 The family medi-
cine clinic is run by family physicians, resident doctors 
and medical officers.

Study design and population

This was a hospital-based cross-sectional study carried 
out between September and December 2019. The study 
population were females of the reproductive age group 
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(15–49 years) attending the Family Medicine clinic during 
the study period.

Selection criteria

All consenting sexually active female patients aged 15–
49 years who attended the clinic during the study period 
were recruited. The estimated population of those eligible 
for recruitment was about 100 persons per week. However, 
clients with infertility, unmarried women who were not 
sexually active, critically ill subjects requiring emergency 
treatment and subjects with severe cognitive impairments 
were excluded.

Sample size determination

The sample size was determined using the following for-
mula22: n = z2(pq) / d2, where n = the sample size, z = a con-
stant at 95% confidence level = 1.96, p = prevalence of 
unmet needs for FP (21.4%) among antenatal clinic (ANC) 
patients from a previous study done in Nnewi,17 q p= −( )1  
and d = degree of accuracy required, set at 0.05

n 
196  214  1  214

5
258 47

2

2
=

× × −( )
=

. . .

.
.

0 0

0 0

The addition of an attrition rate of 10% gave a sample 
size of 285 subjects.

Sampling technique

A systematic random sampling technique was used to 
recruit the 285 respondents who fulfilled the inclusion 
criteria. According to the medical record unit of the fam-
ily medicine department of the hospital, an average of 
100 patients were seen per week and 1200 (sample frame) 
patients over the 12 weeks that the study was conducted. 
Using the formula, K = N / n, where k is the sample inter-
val, N is the sample frame (1200) and n represents the 
minimum sample size of 285. Therefore, K was approxi-
mately 4. The first respondent on each clinic day was 
chosen by simple random sampling, and after that, every 
fourth respondent was chosen by systematic random 
sampling until the sample size of 285 was attained. A 
total of 275 respondents completed the study yielding a 
response rate of 96.5%. A sticker was placed on each 
selected folder to avoid its re-sampling at the subsequent 
visits.

Data collection

Data collection was done using a pre-tested, semi-
structured, validated, interviewer-administered question-
naire. The questionnaire was used to elicit information on 
respondents’ socio-demographic characteristics, obstetrics 

and gynaecological history, contraceptive section, family 
history and the reasons for not using contraception. A pre-
testing of the questionnaire was done at a sister hospital in 
the same town. Any errors or ambiguities in the question-
naires were corrected before a final version was drawn. 
However, the standard and validated sections remained 
unchanged.

Assessment of the family function of the participants. The 
family function was measured using the Family Adaptabil-
ity, Partnership, Growth, Affection and Resolve (Family 
APGAR) scale.23 Family APGAR is a five-item validated 
measure of family functioning with subjects having the 
options of answering with ‘hardly ever’, ‘sometimes’ or 
‘almost always’ based on their frequency of feeling satis-
fied with each parameter been assessed. ‘Hardly ever’ 
received a score of 0, ‘sometimes’ a score of 1 and ‘almost 
always’ a score of 2. Hence, a total score of 0–10 was 
obtainable, with higher scores indicating greater satisfac-
tion with family functioning. A score of ⩽6 implied the 
presence of perceived family dysfunction, while 7–10 was 
taken as a functional family.23

Body mass index. A Hana® stadiometer was used to meas-
ure each respondent’s weight (in kilogrammes) and height 
(in centimetres). The weights were taken in light clothing 
with shoes off, while heights were measured with the sub-
jects in an upright standing position without shoes or head-
gear. The readings were recorded to the nearest 0.5 kg and 
0.1 cm, respectively. Body mass index (BMI) was calcu-
lated from the formula: weight (kg) / height (m2). Women 
with a BMI of ⩾ 30 kg/m2 were classified as obese.

Blood pressure. The blood pressure was measured using a 
mercury sphygmomanometer and a stethoscope on all the 
subjects’ right and left arms in a sitting position after 
5–15 min of rest.24 The onset of the first tapping sound 
(Korotkoff I) was taken as the systolic pressure. In con-
trast, the point of complete disappearance of the sound 
(Korotkoff V) was taken as the diastolic pressure of each 
subject. The blood pressure of each subject was measured 
in two different positions on two different occasions at 
least 5–15 min apart, and the average value was used for 
each of the subjects.24

Study variables

The primary outcome variable in this study was whether a 
woman had an unmet need for FP or otherwise. Sexually 
active females who intended to prevent, delay or stop/limit 
conception but had not been using any modern contracep-
tive method were regarded as having an unmet need for 
FP.25–27 This variable was categorised as shown in Table 1.

The modern methods of contraception were categorised 
as follows: pill, intrauterine device (IUD), injection, 
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diaphragm, condom (male or female), sterilisation (male 
or female), implant or foam/jelly. This variable will be 
dichotomised into two – whether a woman utilised modern 
FP or not, and coded 1 or 0, assigned respectively. The 
definition of the usage of contraceptive methods was lim-
ited to modern methods because of the high failure rates of 
traditional methods.

The independent variables included the subjects’ health 
status, age, literacy, parity, last inter-pregnancy interval, 
place of residence (urban vs rural), religion, marital status, 
number of surviving children, obstetric history, anthropo-
metric and clinical parameters.

Data analysis

Data were entered into Excel on the author’s personal 
computer and subsequently uploaded and analysed using 
Statistical Package for Social Sciences (SPSS) software, 
version 21 (SPSS, Chicago, IL, USA). Descriptive statis-
tics (either as percentages for the categorical variables or 
mean for the continuous variables) were calculated as 
appropriate. Bivariate analysis was performed to examine 
the association between unmet needs for FP and each 
selected predictor. The strength of association was esti-
mated using Pearson’s chi-square. For all variables, all 
p values were two-tailed, and values < 0.05 were consid-
ered to be statistically significant. All variables with sig-
nificant differences (p < 0.05) were selected and included 
in a multivariable logistic regression analysis to identify 
independent determinants of unmet FP needs with the 
results presented as odds ratio (OR) and corresponding 
95% confidence interval (CI).

Ethical clearance, considerations and consent

Ethical approval was obtained from the institution’s Ethical 
Review Committee with protocol number: ERC/2017/08/05. 
Informed written consent was obtained from each 

respondent before recruiting them into the study. Also, 
assurance was given to each respondent on the highest 
possible level of confidentiality, privacy and anonymity. 
Names and other means of identification were coded. 
Unidentified hard copies of questionnaires were kept 
safely with the Researcher under lock. The statement of 
their right to withdraw from the study at any point in time 
without any prejudice was documented in the patient infor-
mation sheet provided for them.

Results

A total of 275 respondents had complete responses and 
were included in the final analysis, yielding a 96.5% 
response rate.

Table 2 shows the socio-demographic characteristics of 
the respondents. The mean age of the respondents was 
29.71 ± 8.06 years (range: 17–49). Most respondents (104, 
36.5%) were aged 15–24 years, currently married (137, 
48.1%), Christians (245, 85.9%) and were Yoruba (249, 
87.4%). The majority of the respondents (260, 91.2%) 
resided in an urban area. Half of the respondents, 143 
(50.2%), had tertiary education. Most participants (185, 
64.9%) were unemployed, while respondents who earned 
less than 18,000 Naira per month were 147 (51.6%).

Reasons for non-uptake of contraceptives

Among the respondents with an unmet need for FP, the 
reasons for the non-uptake of contraceptives are shown in 
Table 3. These include fear of side effects (107, 66.3%), 
husbands’ disapproval (13.8%) and 16 (8.8%) related to 
religious grounds.

Prevalence of unmet needs for FP

Table 4 shows the proportions and categories of unmet 
needs for FP. The respondents with unmet needs were 

Table 1. Definition of categories of unmet needs.26,27.

Variables Description/definition

Unmet need for 
prevention of conception

These were females of the reproductive age group from 15 to 49 years of age who were not 
in serious relationships, unmarried nor had previous parous experience, and were not sure 
if and when they wanted to get pregnant and were sexually active, but they were not on 
contraception.26

Unmet need for spacing 
conception

These were females of reproductive age group from 15 to 49 years of age who were married or 
in serious relationships and were not sure if and when they wanted to get pregnant and were 
sexually active but were not on contraception.

Unmet need for limiting 
conception

These were females of the reproductive age group from 15 to 49 years of age who were married 
or in serious relationships and did not want any more children and were sexually active, but were 
not on contraception.

Met need Refers to sexually active females of reproductive age group from 15 to 49 years of age who 
consistently used modern contraception irrespective of their marital status to prevent unintended 
pregnancy.
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160 (58.2%). These include those with unmet needs for 
limiting: 46 (28.8%), spacing: 61 (38.1%) and prevention: 
53 (33.1%).

Relationship between unmet needs and various 
factors

Table 5 shows the association between socio-demographic 
characteristics of the respondents and unmet needs for 
FP. Parity (χ2 = 15.64; p = 0.001) and level of education 
(χ2 = 5.87; p = 0.042) were statistically significantly associ-
ated with unmet FP needs. Whereas, respondents’ age, 
marital status and income had no statistically significant 
relationship with the unmet need for FP (p > 0.05).

The association between unmet needs for FP and 
Obstetrics factors is shown in Table 6. The number of 
respondents’ partner(s) (χ2 = 4.76; p = 0.029) and the current 
number of children of respondents (χ2 = 15.08; p < 0.001) 
had a statistically significant association with unmet FP 
needs. However, the number of sexual activities per month, 
unplanned pregnancies dysmenorrhoea and heavy bleed-
ing were not statistically significantly related to unmet FP 
needs.

Table 7 highlights the relationship between unmet FP 
needs and family-oriented factors as well as clinical 
parameters. None of the variables was statistically signifi-
cantly associated with unmet FP needs (p > 0.05).

Independent predictors of unmet needs

The result of the multivariable logistic regression analysis 
is displayed in Table 8. It shows the significant predictors 
of unmet FP needs among the respondents. Those with 
four or fewer children were about eight times more likely 
to have unmet needs than respondents with five or more 
children (adjusted odds ratio (AOR): 7.731; 95% CI: 
28.504–2.907, p = 0.002). Also, the odds of having unmet 
needs among respondents who had one partner was two 
times, the odds among those with two or more partners 
(AOR: 2.008; 95% CI: 3.669–1.090, p = 0.025).

Discussion

The study determined the prevalence of unmet needs for 
FP and its determinants among women of reproductive age 
groups in Southwestern Nigeria. This is important because 

Table 2. Socio-demographic characteristics of respondents.

Frequency Percentage 
(%)

Mean ± SD

Age (years)
 15–24 104 36.5 29.71 ± 8.06
 25–34 87 30.5  
 35–49 94 33.0  
Marital status
 Never marrieda 133 46.7  
 Currently married 137 48.1  
 Previously marriedb 15 5.2  
Religion
 Christianity 245 85.9  
 Islam 39 13.7  
 Others (traditional) 1 0.4  
Ethnic group
 Yoruba 249 87.4  
 Ibo 17 6.0  
 Hausa 9 3.1  
 Othersc 10 3.5  
Place of residence
 Rural 25 8.8  
 Urban 260 91.2  
Level of education
 Primary education 30 10.5  
 Secondary education 112 39.3  
 Tertiary education 143 50.2  
 Occupation
 Unemployedd 100 35.1  
 Employed 185 64.9  
Income of respondents
 <18,000 naira 147 51.6  
 >18,000 naira 138 48.4  

aSingle.
bSeparated/divorced/widow.
cIjaw/Itshekiri/Igede.
dStudents, full-time house wives, subsistent farmers.

Table 3. Reasons for unmet family planning needs.

Reasons for unmet needsa N = 170 Percentage

Fear of side effects 107 66.3
Experienced side effect 26 15.0
Husband disapproval 24 13.8
Against my religion 16 8.8
Lack of access 6 2.5
Other reasonsb 40 24.4
 219*  

aMultiple responses.
bMother-in-law disapproval, infrequent sex.

Table 4. Proportion and categories of respondents with 
unmet needs for family planning.

Variables Frequency Percentage

Categories of needs
 Unmet 160 58.2
 Met 115 41.8
Categories of unmet needs
 Limiting 46 28.8
 Space 61 38.1
 Prevention 53 33.1
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unmet needs for FP have remained a significant indicator 
for monitoring the progress towards the reduction of 
maternal mortality worldwide.27

Prevalence of unmet needs for FP

The prevalence of unmet needs for FP in this study was 
58.2%. This finding was higher than the results found in 

other studies. For instance, Bhattathiry and Ethirajan28 
reported a 39% prevalence of unmet needs. A related study 
by Ajong et al.2 found the unmet needs for FP to be 20.4% 
while Anthony et al.17 reported 21.4% unmet needs. The 
reason for the low level of unmet needs in the other studies 
as compared to this study might be because their respond-
ents were married women who were recruited from the 
ANC and might have sufficient knowledge and counselling 

Table 5. Relationship between social-demographic characteristics and unmet family planning needs.

Social-demographic 
characteristics

Unmet needs Met needs χ2 df p

n (%) n (%)

Age
 ⩽30 95 (61.7) 59 (38.3) 1.769 1 0.184
 ⩾31 65 (53.7) 56 (46.3)  
Parity
 Nulliparous (0) 73 (60.8) 47 (39.2) 15.636 3 0.001
 Primiparous (1) 19 (67.9) 9 (32.1)  
 Multiparous (2–4) 65 (60.2) 43 (39.8)  
 Grand multiparous (⩾5) 3 (15.8) 16 (84.2)  
Marital status
 Never married 75 (58.1) 54 (41.9)  
 Currently married 77 (58.3) 55 (41.7) 0.008 2 0.996
 Previously married 8 (57.1) 6 (42.9)  
Educational level
 Primary education 12 (41.4) 17 (58.6) 5.868 2 0.042
 Secondary education 60 (55.0) 49 (45.0)  
 Tertiary education 88 (64.2) 49 (35.8)  
Income of respondents
 <18,000 naira 92 (57.1) 69 (42.9) 1.486 1 0.223
 18,000 and above 68 (59.6) 46 (40.4)  

Table 6. Obstetrical and gynaecological factors and unmet family planning needs.

Obstetrical and 
gynaecological factors

Unmet needs Met needs χ2 df p

n (%) n (%)

Number of sexual partners
 One partner 133 (61.6) 83 (38.4) 4.762 1 0.029*
 Two or more partners 27 (45.8) 32 (54.2)  
Number of sexual activities per month
 ⩽2 86 (58.1) 62 (41.9) 0.001 1 0.979
 ⩾3 74 (58.3) 53 (41.7)  
Current number of children
 ⩽4 157 (61.3) 99 (38.7) 15.075 1 0.000*
 ⩾5 3 (15.8) 16 (84.2)  
Number of unplanned pregnancies
 None 93 (56.7) 71 (43.3) 0.363 1 0.547
 ⩾1 67 (60.4) 44 (39.6)  
Dysmenorrhoea
 Yes 32 (55.2) 26 (44.8) 0.274 1 0.601
 No 128 (59.0) 89 (41.0)  
Heavy bleeding
 Yes 29 (58.0) 21 (42.0) 0.001 1 0.977
 No 131 (58.2) 94 (41.8)  

*Significant at 95% confidence level.
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from repeated ANC, thereby increasing their contraceptive 
uptake and reducing their unmet needs.

In this study, the respondents using FP for spacing 
(48.4%) were relatively higher than those using it for limit-
ing (12.7%), which was similar to that reported by Anthony 
et al. with 15.2% and 6.2% of respondents using it for 
spacing and limiting, respectively.

Reasons for non-use of modern contraception

In this study, the major reason for not using modern con-
traception was fear of side effects (66.3%). This was com-
parable to the findings in the studies by Patil et al.29 and 
Bhattathiry and Ethirajan,28 respectively. Therefore, regu-
lar and sustained counselling by the stakeholders is needed 

Table 7. Relationship between family-oriented factors, clinical parameters and unmet family planning need.

Family-oriented factors Unmet needs Met needs χ2 df p

Family APGAR
 Dysfunctional family 25 (52.1) 23 (47.9) 0.889 1 0.346
 Functional family 135 (59.5) 92 (40.5)  
Active discussion of FP# with your partner
 Yes 93 (60.0) 62 (40.0) 0.483 1 0.487
 No 67 (55.8) 53 (44.2)  
How hard is it for you to use FP# with your partner’s knowledge?
 Hard 37 (50.0) 37 (50.0) 2.786 1 0.095
 Easy 123 (61.2) 78 (38.8)  
How hard is it for you to have Couple’s counselling on FP#

 Hard 44 (57.9) 32 (42.1) 0.004 1 0.952
 Easy 116 (58.3) 83 (41.7)  
Partner’s feeling on FP# use
 Bad 32 (62.7) 19 (37.3) 0.536 1 0.464
 Good 128 (57.1) 96 (42.9)  
Clinical Parameters
 BMI
  Normal BMI (⩽24.5 kg/m2) 101 (59.8) 68 (40.2) 0.451 1 0.502
  Abnormal BMI (⩾25.0 kg/m2) 59 (55.7) 47 (44.3)  
 BP
  Normal BP (⩽139/89 mm Hg) 144 (57.8) 105 (42.2) 0.133 1 0.715
  High BP (⩾140/90 mm Hg) 16 (61.5) 10 (38.5)  

Family APGAR: Family Adaptability, Partnership, Growth, Affection and Resolve; FP#: family planning; BMI: body mass index; BP: blood pressure.

Table 8. Significant independent predictors of unmet needs.

Predictors Β SE p Odd ratio 95% CI

Lower Upper

Current number of children
 ⩽4 2.045 0.666 0.002* 7.731 2.097 28.504
 ⩾5 1  
Educational level
 Primary education –0.567 0.459 0.391 0.567 0.231 1.394
 Secondary education –0.250 0.273 0.216 0.779 0.465 1.330
 Tertiary education 1  
Number of sexual partners
 One partner 0.697 0.312 0.025* 2.008 1.090 3.699
 Two or more partners 1  
Parity
 Nulliparous (0) 0.010 0.268 0.972 1.010 0.597 1.708
 ⩾1 1  

*Significant at 95% confidence level.
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to improve modern contraception in the study area. Modern 
contraception has remained a significant indicator for 
monitoring the progress towards the reduction of maternal 
mortality worldwide.27

Factor associated with unmet needs

Education. The respondents with higher education had a 
higher prevalence of unmet needs for FP. This was similar 
to the study by Bhattathiry and Ethirajan28 in 2014 in 
Tamil Nadu, India. Education was statistically significant 
because many of the respondents were educated due to the 
high level of educational attainment in the Southwestern 
part of Nigeria where the study was conducted.

Parity. Unmet needs were found to be significantly higher 
among those who were nulliparous (most likely the unmar-
ried women) and those who were primiparous. The women 
with higher parity were likely to have had repeated contra-
ceptive counselling during their several ANC visits during 
each conception coupled with the less sexual drive as they 
age. This corroborates the finding by Anthony et al.17

Number of living children. Respondents with four children 
or less reported a higher level of unmet needs. This factor 
also emerged as an independent predictor of unmet needs 
for FP from the multivariable logistic analysis. Women 
with a higher number of living children were most likely 
uninterested in more children, hence potentially more 
open to the use of contraceptives. This was comparable 
with the study in India by Patil et al.29  This finding was 
however contrary to that of Akintade et al.30 in Lesotho.

Number of sexual partners. This index study found a sig-
nificant association between the number of sexual partners 
of respondents and unmet needs for FP. It also showed that 
respondents with one sexual partner had twice the unmet 
needs for FP compared with respondents with more than 
one sexual partner. This is because respondents with a sex-
ual partner were more likely to have a reduced perception 
of getting pregnant. Hence, they make little or no effort in 
preventing conception, thereby increasing their chances of 
getting pregnant and increasing their unmet needs as 
against respondents with more than one sexual partner 
who are more conscious of their increased chances of get-
ting pregnant because of their more sexual partners. Hence, 
they tend to make frantic efforts to prevent getting preg-
nant, thereby reducing their unmet needs. This is in line 
with the findings by Letamo et al.31 in a cross-sectional 
survey in Botswana.

Limitations of the study

This was a facility-based research; as such, its findings 
could not be a true reflection of what is obtainable in the 
community. The information in the study was obtained by 

self-reporting; therefore, certain information may be with-
held or exaggerated by participants as well as the sample 
size. Furthermore, the result of the logistic regression needs 
to be interpreted with caution because of the potential 
impact of the sample size. According to Bujang et al., 
observational studies logistic regression in the analysis 
should have a minimum sample size of about 500 to derive 
the statistics that are close to the true population parame-
ters. It must also be noted that only the variables with sig-
nificant p values from the bivariate analysis were included 
in the multivariable regression model. This poses the risk of 
specification bias because the number of relevant variables 
must have been inadvertently excluded. Diagnostic tests, 
such as tests for multicollinearity, were also not done.

Conclusion

A high rate of unmet needs for FP was found in this study 
and the commonest reason for the non-uptake of contra-
ceptives was the fear of side effects. There is a need for 
intensification of routine counselling during consultations, 
public health education and awareness, and regular review 
of existing policies. The educational outreaches should be 
tailored towards addressing some of the unfounded fears 
of the side effects of contraceptives. Furthermore, the 
effectiveness of current policies needs to be more regularly 
monitored and evaluated.
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