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ABSTRACT

This study examines the determinants of modern contraceptive use among women of
reproductive age in Uganda, using data from the 2016 Uganda Demographic and Health Survey
(UDHS). The study aims to identify the socio-demographic, economic, cultural, and health

system factors that influence the utilization of modern contraceptive methods.

A quantitative research approach was employed, utilizing secondary data analysis of the UDHS
2016 dataset. Statistical techniques, including descriptive analysis and regression modeling, were

used to determine the relationship between independent variables and contraceptive use.

Findings indicate that factors such as education level, age, marital status, wealth index, access to
health services, and knowledge of contraceptive methods significantly influence the use of
modern contraceptives. Cultural and religious beliefs were also found to play a role in shaping

attitudes toward contraceptive use.

The study concludes that improving access to education, strengthening health systems, and
increasing awareness about family planning can significantly enhance contraceptive uptake. The
findings provide valuable insights for policymakers, health practitioners, and stakeholders in

designing effective reproductive health programs in Uganda.
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Chapter one

1.0 Introduction

Modern contraceptive use is a key public health intervention for reducing unintended
pregnancies, maternal mortality, unsafe abortions, and adverse child health outcomes, while also
promoting women’s empowerment and socio-economic development. Globally, increased access
to modern contraception has been shown to improve reproductive autonomy and contribute to
the achievement of the Sustainable Development Goals, particularly those related to health,
gender equality, and poverty reduction (World Health Organization [WHO], 2022). However,
sub-Saharan Africa continues to record low levels of modern contraceptive uptake alongside
high fertility and unmet need for family planning, largely due to persistent socio-demographic,
economic, cultural, and health system barriers (United Nations Population Fund [UNFPA],
2021). Uganda remains among the countries with high fertility rates despite nearly universal
awareness of contraceptive methods, indicating that knowledge alone does not translate into use

and that underlying determinants play a significant role in shaping contraceptive behavior.

This study analyzes data from the 2016 UDHS to examine the socio-demographic and contextual
factors associated with modern contraceptive use among women of reproductive age in Uganda,
with the aim of generating evidence to support effective family planning programming and

improved reproductive health outcomes.

1.1 Background

Family planning has long been recognized as a cornerstone of reproductive health and population
management, with modern contraceptive methods offering effective means for spacing and
limiting births. These methods—including hormonal contraceptives, intrauterine devices,
implants, condoms, and sterilization—have been shown to significantly reduce maternal
morbidity and mortality by preventing high-risk and unintended pregnancies (Cleland et al.,
2012). In sub-Saharan Africa, however, modern contraceptive use remains relatively low
compared to other regions, due to a combination of demand- and supply-side constraints such as

limited access to quality health services, gender power dynamics, sociocultural norms, religious

12



beliefs, and misinformation (Sedgh et al., 2016; WHO, 2022). Women’s educational attainment,
economic status, autonomy in decision-making, partner support, and exposure to family planning
information through media and health workers have consistently been identified as critical

determinants influencing contraceptive uptake across the region.

In Uganda, rapid population growth continues to pose significant challenges to sustainable
development, maternal and child health, and social service delivery. Although national policies
such as the National Family Planning Costed Implementation Plan and commitments to FP2030
demonstrate strong political will, utilization of modern contraceptive methods remains uneven
across regions and socio-economic groups (Ministry of Health [MoH], 2020). Findings from the
2016 Uganda Demographic and Health Survey indicate marked disparities in contraceptive use
between urban and rural women, across educational levels, and among different wealth quintiles,
highlighting persistent inequities in access and use of family planning services (UBOS & ICF,
2018). Additionally, factors such as fear of side effects, partner opposition, limited method
choice, and distance to health facilities continue to constrain uptake. Against this backdrop,
analyzing nationally representative UDHS 2016 data provides a valuable opportunity to
comprehensively examine the determinants of modern contraceptive use among women of
reproductive age in Uganda, thereby generating evidence to guide policy refinement, program
design, and targeted interventions aimed at reducing unmet need and improving reproductive

health outcomes.
1.2 Statement of the problem

Despite the proven effectiveness of mod(ern contraceptive methods in reducing unintended
pregnancies, maternal mortality, and adverse reproductive health outcomes, utilization of these
methods among women of reproductive age in Uganda remains suboptimal. Uganda continues to
experience high fertility rates and rapid population growth, which place considerable strain on
household resources, health systems, and national development efforts. Although awareness of
modern contraceptive methods is nearly universal, the 2016 Uganda Demographic and Health
Survey (UDHS) reveals that a significant proportion of women who wish to delay or limit

childbearing are not using any modern contraceptive method, indicating a persistent unmet need
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for family planning services (UBOS & ICF, 2018). This gap between knowledge and use

underscores the existence of underlying barriers that go beyond availability and awareness.

Modern contraceptive use in Uganda exhibits pronounced socio-demographic and regional
disparities. Evidence from the UDHS 2016 shows that utilization varies significantly by age,
level of education, wealth status, place of residence, marital status, and region, with rural, less
educated, and economically disadvantaged women being disproportionately affected (UBOS &
ICF, 2018). While previous studies have examined factors influencing contraceptive use, many
are localized or outdated and may not fully capture the complex interplay of individual,
household, and community-level determinants at the national level. Consequently, there is
limited up-to-date, nationally representative evidence to guide targeted and equitable family
planning interventions. Addressing this gap through a comprehensive analysis of UDHS 2016
data is therefore critical to identifying key determinants of modern contraceptive use among
women of reproductive age in Uganda and informing policies and programs aimed at reducing

unmet need and improving reproductive health outcomes.
1.3 Purpose of study

This study is to examine the determinants of modern contraceptive use among women of

reproductive age in Uganda using data from the 2016 Uganda Demographic and Health Survey.
1.4 Specific Objectives- change to objectives of study

1. To assess the socio-demographic factors associated with modern contraceptive use
among women of reproductive age in Uganda.

2. To examine the influence of socio-economic factors on modern contraceptive use among
women of reproductive age in Uganda.

3. To determine the effect of reproductive and health service—related factors on modern

contraceptive use among women of reproductive age in Uganda.
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1.5 Research Questions

1. What socio-demographic factors are associated with modern contraceptive use among
women of reproductive age in Uganda?

2. How do socio-economic factors influence modern contraceptive use among women of
reproductive age in Uganda?

3. What reproductive and health service—related factors affect modern contraceptive use

among women of reproductive age in Uganda?
1.6 Scope of the Study

In terms of content scope, this study focuses on examining the determinants of modern
contraceptive use among women of reproductive age in Uganda. The study specifically analyzes
modern contraceptive use as the dependent variable, measured by current use of any modern
contraceptive method, while independent variables include socio-demographic factors (such as
age, marital status, education level, and region), socio-economic factors (including wealth index,
employment status, and place of residence), and reproductive and health service-related factors
(such as parity, fertility preferences, exposure to family planning messages, and access to health
facilities). The study is limited to variables available within the 2016 Uganda Demographic and
Health Survey dataset and does not explore traditional contraceptive methods or qualitative
dimensions such as personal perceptions and cultural narratives beyond what is captured in the

survey.
1.7 Justification of the Study

This study is justified by the persistent low utilization of modern contraceptive methods among
women of reproductive age in Uganda despite widespread awareness and ongoing national and
global family planning initiatives. High fertility rates, unintended pregnancies, and unmet need
for contraception continue to contribute to preventable maternal and child morbidity and
mortality, as well as socio-economic strain on households and public service systems. By
identifying the key determinants of modern contraceptive use using nationally representative

data from the 2016 Uganda Demographic and Health Survey, this study provides evidence that is
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essential for understanding why gaps in utilization persist and how they vary across different
population subgroups. Such evidence is critical for informing targeted and context-specific
interventions that move beyond general awareness campaigns to address the underlying factors

influencing contraceptive behavior.

The findings of this study will be valuable to policymakers, program planners, and development
partners involved in reproductive health and family planning in Uganda. Insights into socio-
demographic, socio-economic, and health service—related determinants will support the design
and implementation of equitable family planning policies and programs aimed at reducing
disparities in access and use, particularly among vulnerable and underserved populations.
Academically, the study contributes to the existing body of knowledge by providing updated
empirical evidence on contraceptive use determinants using a robust national dataset, thereby
serving as a reference for future research. Overall, the study supports Uganda’s broader
development agenda, including progress toward the Sustainable Development Goals related to
health, gender equality, and poverty reduction, by promoting informed reproductive decision-

making and improved reproductive health outcomes.

1.8 Conceptual framework

DETERMINANTS OF MODERN CONTRACEPTIVE USE AMONG WOMEN OF REPRODUCTIVE AGE
IN UGANDA: ANALYSIS OF THE 2016 UGANDA DEMOGRAPHIC AND HEALTH SURVEY (UDHS)

SOCIO-DEMOGRAPHIC FACTORS

Age, Education,
Marital Status, Wealth Status

KNOWLEDGE & AWARENESS

Knowledge of Contraceptives,
Media Exposure

MODERN CONTRACEPTIVE USE AMONG
WOMEN OF REPRODUCTIVE AGE.

Use of Modern Contraceptives (Pills,

Injectables, Implants, 1UD, Condoms, etc.)

HEALTH SERVICE FACTORS

Access to Health Facilities,
Quality of Services

CULTURAL & RELIGIOUS FACTORS

Cultural Beliefs,
Religious Influences

UDHS 2016 DATA ANALYSIS
2016 Uganda Demographic and Health Survey
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1.9 Significance of the Study

The findings of this study are expected to be significant to policymakers and government
institutions responsible for reproductive health and population planning in Uganda, particularly
the Ministry of Health and related agencies. By identifying the key determinants of modern
contraceptive use among women of reproductive age, the study will provide evidence to support
the formulation and refinement of family planning policies and strategies that are responsive to
the needs of different population groups. Understanding variations in contraceptive use by socio-
demographic, socio-economic, and health service-related factors will enable policymakers to
design targeted interventions aimed at reducing unmet need, improving service delivery, and

promoting equitable access to modern contraceptive methods across regions and communities.

The study is also significant to program implementers, non-governmental organizations, and
development partners involved in family planning and reproductive health initiatives. The
evidence generated from the analysis of the 2016 Uganda Demographic and Health Survey will
inform program planning, resource allocation, and monitoring and evaluation efforts by
highlighting population groups with low contraceptive uptake and the barriers they face.
Additionally, the study contributes to academic scholarship by enriching the existing literature
on determinants of contraceptive use in Uganda through the use of nationally representative data
and rigorous analysis. For researchers and students, the study provides a methodological
reference for secondary data analysis using DHS datasets. Ultimately, the study benefits women
and communities by supporting interventions that enhance reproductive autonomy, improve

maternal and child health outcomes, and contribute to sustainable socio-economic development.
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CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction

This chapter presents a review of existing literature related to modern contraceptive use among
women of reproductive age, with the aim of situating the current study within the broader body
of scholarly and empirical work. The review examines global, regional, and Ugandan studies on
contraceptive use, focusing on key determinants such as socio-demographic, socio-economic,
and reproductive and health service-related factors. By synthesizing findings from previous
studies, the chapter highlights patterns, consistencies, and gaps in the literature that justify the
need for further analysis using the 2016 Uganda Demographic and Health Survey. The chapter
also provides a theoretical and conceptual foundation to guide the interpretation of results and

inform the analytical framework of the study.
2.1 Socio-Demographic Determinants of Modern Contraceptive Use

A substantial body of literature has consistently demonstrated that socio-demographic
characteristics play a critical role in influencing modern contraceptive use among women of
reproductive age. Age has been identified as a key determinant, with younger women often
exhibiting lower levels of contraceptive use due to limited autonomy, inadequate reproductive
health knowledge, and sociocultural expectations surrounding early childbearing, while older
women are more likely to use contraception for spacing or limiting births (Bongaarts & Hardee,
2019). Educational attainment is one of the most consistently reported predictors, with studies
showing that women with secondary or higher education are significantly more likely to use
modern contraceptive methods compared to those with no formal education. Education enhances
women’s ability to access, interpret, and apply reproductive health information, increases
confidence in interacting with health providers, and strengthens decision-making power within

households (Cleland et al., 2012). Marital status also shapes contraceptive behavior, as married
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women tend to use contraception more than unmarried women due to higher exposure to
pregnancy risk and greater social acceptability of contraceptive use within marriage, although
partner opposition can still constrain use (Blackstone, Nwaozuru, & Iwelunmor, 2017).
Additionally, regional and residential differences have been widely documented, with urban
women consistently reporting higher contraceptive uptake than rural women, largely due to
better access to health facilities, availability of diverse methods, and exposure to family planning
messages (Sedgh et al., 2016). In Uganda specifically, studies based on DHS data have shown
marked regional disparities, reflecting variations in cultural norms, service availability, and local
development contexts (UBOS & ICF, 2018). These findings underscore the importance of
examining socio-demographic variables when analyzing modern contraceptive use, as they

interact in complex ways to shape women’s reproductive choices.

2.2 Socio-Economic Factors and Modern Contraceptive Use

Socio-economic status has been widely recognized as a powerful determinant of modern
contraceptive use, influencing both access to services and the ability to act on reproductive
intentions. Household wealth is one of the strongest predictors identified in the literature, with
women from wealthier households more likely to use modern contraceptive methods compared
to those from poorer households (Ahmed et al., 2019). Wealthier women are better positioned to
afford indirect costs such as transportation to health facilities, manage potential side effects, and
seek care from private or higher-quality providers. Employment and income-generating activities
also enhance contraceptive uptake by increasing women’s financial autonomy and bargaining
power within relationships, enabling them to participate more actively in reproductive decision-
making (Upadhyay et al., 2014). Exposure to mass media—through radio, television,
newspapers, and increasingly digital platforms—has been shown to significantly influence
contraceptive behavior by increasing awareness, dispelling myths, and normalizing family
planning use (Wakefield, Loken, & Hornik, 2010). Studies across sub-Saharan Africa indicate
that women who are regularly exposed to family planning messages through media are more
likely to adopt modern contraceptive methods than those with limited exposure (Ajaero et al.,

2016). In Uganda, socio-economic inequalities continue to shape contraceptive use patterns, with
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poorer and less economically empowered women experiencing higher levels of unmet need
despite expressing a desire to delay or limit childbearing (UBOS & ICF, 2018). The literature
therefore highlights socio-economic status not merely as a background variable, but as a central
structural factor that conditions women’s ability to translate reproductive intentions into actual

contraceptive use.

2.3 Reproductive and Health Service—Related Determinants of Modern

Contraceptive Use

Beyond socio-demographic and economic factors, reproductive characteristics and health
service-related factors have been shown to significantly influence modern contraceptive use.
Parity and fertility preferences are particularly important, as women with more children are
generally more likely to use modern contraception to limit further births, while women desiring
additional children often delay adoption of contraceptive methods (Bongaarts, 2017). Fear of
side effects remains one of the most commonly cited barriers to modern contraceptive use across
low-income settings, with misinformation and negative community narratives discouraging
uptake even where services are available (Sedgh & Hussain, 2014). Access to quality health
services—including proximity to facilities, availability of trained health workers, consistent
supply of contraceptive commodities, and respectful provider attitudes—has been strongly
associated with higher contraceptive utilization (Bruce, 1990; Jain & Hardee, 2018). Studies
emphasize that women who receive counseling from skilled providers and are offered a choice of
methods are more likely to initiate and continue using modern contraception. In Uganda, health
system challenges such as stock-outs, long waiting times, and limited youth-friendly services
continue to affect contraceptive uptake, particularly among rural and young women (MoH,
2020). Furthermore, male partner involvement and spousal communication have emerged as
critical determinants, with studies showing that women who discuss family planning with their
partners are significantly more likely to use modern contraceptives (Do & Kurimoto, 2012).
Collectively, the literature demonstrates that reproductive intentions and health service
environments interact to shape contraceptive behavior, reinforcing the need for comprehensive
analyses that integrate individual, household, and service-level factors, as undertaken in this

study using UDHS 2016 data.
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2.4 Socio-Demographic Factors

Several studies have highlighted age as a critical socio-demographic determinant of modern
contraceptive use. Evidence suggests that younger women, particularly those aged 15-24, are
less likely to use modern contraceptives compared to older women, largely due to limited
reproductive autonomy, lack of information, and societal norms that encourage early
childbearing (Bongaarts & Hardee, 2019; Kabagenyi et al., 2014). In contrast, women in the
middle reproductive age groups, especially 25-34 years, tend to adopt contraception to space
births or limit family size, reflecting increased reproductive experience and awareness of the
health and economic implications of frequent pregnancies (Sedgh et al., 2016). In Uganda,
analysis of DHS data has shown that contraceptive prevalence increases steadily with age up to
around 35 years, after which use slightly declines as women approach the end of their
reproductive years (UBOS & ICF, 2018). These findings indicate that age not only affects the
likelihood of using contraception but also interacts with other socio-demographic factors such as

marital status, parity, and social norms.

Marital status and household composition are other socio-demographic factors that significantly
influence contraceptive behavior. Married or cohabiting women often have higher contraceptive
use because they are more exposed to pregnancy risk and family planning services, whereas
unmarried women, including adolescents, frequently face social stigma, lack of privacy, and
limited access to youth-friendly reproductive health services (Blackstone et al., 2017; Do &
Kurimoto, 2012). Additionally, spousal communication and partner support have been shown to
strongly shape women’s decisions to use modern contraception. Studies from Uganda and other
sub-Saharan African countries indicate that women who discuss family planning with their
partners or receive approval from them are significantly more likely to adopt modern methods
(Kabagenyi et al., 2014; Ezeh et al.,, 2015). Conversely, partner opposition or lack of
involvement remains a major barrier to contraceptive use, highlighting the importance of

considering household dynamics alongside individual socio-demographic characteristics.

Education and place of residence are also pivotal socio-demographic determinants of
contraceptive use. Women with higher levels of formal education are more likely to use modern

contraceptives, as education increases health literacy, empowers decision-making, and enhances
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the ability to negotiate reproductive choices within households (Cleland et al., 2012; Ahmed et
al., 2019). Rural women, in contrast, often face challenges including limited access to health
facilities, lower exposure to family planning campaigns, and stronger adherence to traditional
cultural norms that may discourage contraceptive use (Sedgh et al., 2016; UBOS & ICF, 2018).
Regional variations within countries further reflect inequities in service provision, socio-cultural
attitudes, and community-level acceptance of modern family planning, suggesting that socio-
demographic factors operate at both individual and contextual levels. These findings collectively
underscore the multifaceted ways in which socio-demographic factors shape women’s
contraceptive behavior, reinforcing the need for comprehensive analyses like the present study

using UDHS 2016 data.

2.5 Socio-Economic Factors

Socio-economic status has consistently been identified as a critical determinant of modern
contraceptive use, influencing both access to services and the ability to act on reproductive
intentions. Wealthier women are more likely to use modern contraceptives compared to women
from poorer households because they can afford the indirect costs associated with accessing
services, such as transportation, consultation fees, or private health facilities (Ahmed et al., 2019;
Upadhyay et al., 2014). Wealth also interacts with other socio-economic variables, such as
education and employment, to enhance women’s autonomy and confidence in reproductive
decision-making. Studies in sub-Saharan Africa, including Uganda, indicate that women in the
highest wealth quintiles have significantly higher contraceptive prevalence than those in the
lowest quintiles, reflecting structural inequities in access to health resources (UBOS & ICF,
2018; Ajaero et al., 2016). These findings highlight the central role of economic empowerment

in enabling women to translate reproductive knowledge into action.

Employment and income-generating activities further influence contraceptive use by providing
women with financial independence, which enhances their ability to negotiate and make
decisions regarding family planning (Upadhyay et al., 2014; Do & Kurimoto, 2012). Women
who are engaged in formal or informal work are more likely to plan pregnancies and seek
modern contraceptive methods as a strategy for balancing reproductive and economic

responsibilities. Conversely, unemployment or financial dependence on partners or family

22



members can restrict women’s reproductive choices, particularly in settings where male partners
or elders have strong influence over household decisions. Exposure to mass media—such as
radio, television, and increasingly mobile and social media—also intersects with socio-economic
status, as women with greater access to information sources are more likely to receive family
planning messages, improve their knowledge, and adopt modern contraceptive methods

(Wakefield, Loken, & Hornik, 2010; Ajaero et al., 2016).

Finally, socio-economic inequalities are compounded by geographic disparities in access to
health services, which are often influenced by wealth and residence. Urban women, who
typically have higher income levels and better access to health infrastructure, consistently report
higher contraceptive use than rural women, where poverty, distance to facilities, and limited
service availability remain significant barriers (Sedgh et al., 2016; UBOS & ICF, 2018).
Regional disparities in Uganda also reflect differences in economic development, health service
provision, and exposure to family planning programs, reinforcing the importance of socio-
economic factors at both individual and community levels. Collectively, the literature
demonstrates that socio-economic status, encompassing wealth, employment, media exposure,
and access to services, is a critical determinant of modern contraceptive use, shaping women’s

capacity to act on their reproductive intentions and reducing inequities in family planning uptake.

2.6 Reproductive and Health Service—Related Factors

Reproductive characteristics, including parity, fertility intentions, and previous pregnancy
experiences, have been consistently highlighted as key determinants of modern contraceptive
use. Women with higher parity are generally more motivated to use contraception to limit
additional births, whereas women with few or no children may delay contraceptive use due to
societal expectations or personal desire for childbearing (Bongaarts, 2017; Sedgh et al., 2016).
Fertility preferences, such as the desire to space births or limit family size, significantly influence
women’s contraceptive behavior, with evidence showing that women who wish to delay or
prevent pregnancy are more likely to adopt modern methods when they have adequate
knowledge and access (Do & Kurimoto, 2012). Additionally, previous negative pregnancy

experiences, including complications or high-risk pregnancies, can motivate women to seek
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family planning services to protect their health, highlighting how reproductive history shapes

contraceptive decision-making.

Health service—related factors are equally critical in determining contraceptive uptake. Access to
quality health facilities, availability of a wide range of contraceptive methods, and skilled,
respectful health workers all positively influence modern contraceptive use (Bruce, 1990; Jain &
Hardee, 2018). Women who receive counseling and method choice at health facilities are more
likely to initiate and continue contraceptive use, while stock-outs, long distances, and
unwelcoming service environments discourage adoption (MoH, 2020; UBOS & ICF, 2018).
Exposure to family planning messages through health workers, community outreach programs,
and media campaigns has also been shown to increase awareness, reduce misconceptions, and
encourage informed contraceptive choices (Ajaero et al., 2016; Wakefield, Loken, & Hornik,
2010). In Uganda, disparities in service provision between urban and rural areas, coupled with
limited youth-friendly services, continue to hinder equitable access to modern contraceptives,

especially for young and vulnerable women.

Male partner involvement and spousal communication are additional reproductive and health
service-related factors influencing contraceptive behavior. Studies indicate that women who
engage in discussions about family planning with their partners are more likely to adopt modern
methods and maintain consistent use (Blackstone et al., 2017; Do & Kurimoto, 2012).
Conversely, lack of partner support, fear of partner opposition, or cultural norms that discourage
male involvement can significantly reduce contraceptive uptake, even when services are
available. Health systems that actively involve men in reproductive health education and
promote couple-based counseling have demonstrated higher contraceptive adoption rates,
highlighting the interplay between individual reproductive intentions, partner dynamics, and
health service environments. Collectively, the literature underscores that reproductive
characteristics and health service factors are central to understanding contraceptive use, and
addressing these determinants is essential for designing effective, equitable family planning

interventions in Uganda.
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CHAPTER THREE
METHODOLOGY

3.0 Introduction

This chapter outlines the research design, study area, population, sampling techniques, data
collection methods, and data analysis procedures employed in the study. It also addresses issues
of research validity, reliability, ethical considerations, and limitations. The methodology is
designed to ensure that the study rigorously investigates the determinants of modern
contraceptive use among women of reproductive age in Uganda using the 2016 Uganda
Demographic and Health Survey (UDHS) dataset. By clearly detailing the research approach and
analytical procedures, this chapter provides a transparent framework for replicability and ensures

that the study’s findings are credible, reliable, and valid.
3.1 Research Design

This study adopted a cross-sectional quantitative research design utilizing secondary data from
the 2016 Uganda Demographic and Health Survey (UDHS). The cross-sectional design is
appropriate because it allows for the analysis of associations between modern contraceptive use
and its determinants at a single point in time across a nationally representative sample of women
aged 1549 years. By employing a quantitative approach, the study systematically measures
socio-demographic, socio-economic, and reproductive and health service-related variables to
determine their influence on contraceptive use. This design enables the identification of patterns,
relationships, and disparities in modern contraceptive utilization without the need for primary
data collection, making it efficient, cost-effective, and suitable for analyzing a large,
standardized dataset such as the UDHS. Moreover, the design supports the use of statistical
techniques, including descriptive and inferential analysis, to draw evidence-based conclusions

about factors affecting contraceptive uptake at both individual and community levels.

3.3 Research Validity and Reliability
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The validity and reliability of this study are ensured through several mechanisms, primarily due
to the use of the 2016 Uganda Demographic and Health Survey (UDHS), which is a nationally
recognized and standardized dataset. Validity refers to the extent to which the study accurately
measures what it intends to measure—in this case, the determinants of modern contraceptive use
among women of reproductive age. The UDHS employs carefully designed questionnaires that
have undergone rigorous pretesting, expert review, and standardization across all regions,
ensuring content validity and minimizing measurement errors (UBOS & ICF, 2018).
Additionally, variables selected for analysis, such as age, education, wealth index, parity, and
contraceptive use, are clearly defined and operationalized according to internationally recognized

DHS standards, further enhancing construct validity.

Reliability refers to the consistency and reproducibility of the study findings. The UDHS
methodology includes standardized training for enumerators, systematic sampling procedures,
and quality control measures such as field supervision, data verification, and cross-checking of
responses, which ensure that the data collected is consistent and reliable across respondents and
regions (UBOS & ICF, 2018). Since this study uses a secondary dataset collected through
rigorous DHS protocols, the measurements are reproducible, and similar analyses conducted on
comparable DHS datasets would yield consistent results. To further enhance reliability, data
cleaning and coding procedures will be carefully conducted before analysis, and statistical
software such as STATA or SPSS will be used to ensure accurate computation and interpretation
of results. Collectively, the combination of a standardized, high-quality dataset and systematic

analytical procedures ensures that the study’s findings are both valid and reliable.
3.4 Target Population

The target population for this study comprises all women of reproductive age, specifically those
aged 15 to 49 years, residing in Uganda. This population is considered appropriate because
women within this age range are biologically capable of conceiving and are the primary
recipients and users of modern contraceptive methods. The study focuses on this population to
understand the patterns, disparities, and determinants of contraceptive use, which are critical for
informing family planning policies, programs, and reproductive health interventions at both

national and sub-national levels. By focusing on women of reproductive age, the study ensures
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that findings are directly relevant to addressing unmet need for family planning and improving

maternal and child health outcomes.
3.5 Study Population

The study population consists of the subset of women aged 15—49 years who participated in the
2016 Uganda Demographic and Health Survey (UDHS). These respondents were systematically
selected through a stratified two-stage cluster sampling procedure designed to yield a nationally
representative sample (UBOS & ICF, 2018). The survey collected detailed information on
reproductive health, contraceptive use, socio-demographic characteristics, household wealth,
fertility preferences, and exposure to health services. By using this study population, the research
can analyze individual-level factors as well as household and community-level influences on
modern contraceptive use, ensuring comprehensive insights into determinants across Uganda.
The study excludes women outside the reproductive age range and those with incomplete

responses on key variables to maintain the integrity and validity of the analysis.
3.6 Sample Size Determination and Sampling Technique

The study utilizes data from the 2016 Uganda Demographic and Health Survey (UDHS), which
employed a two-stage stratified cluster sampling design to select a nationally representative
sample of women aged 15-49 years (UBOS & ICF, 2018). In the first stage, enumeration areas
(EAs) were selected from the national sampling frame, stratified by region and urban/rural
residence, ensuring proportional representation across Uganda’s districts. In the second stage,
households were systematically sampled within each selected EA, and all eligible women in
these households were invited to participate. This approach ensures that the sample is statistically
representative of the national population of women of reproductive age, allowing for

generalizable findings on modern contraceptive use.

The sample size for the current study is determined by the number of women aged 15—49 years
who completed the women’s questionnaire in the UDHS 2016. The total number of respondents
in the survey was 18,506 women, providing a sufficiently large sample to conduct robust
statistical analysis, including subgroup comparisons by socio-demographic, socio-economic, and

reproductive factors (UBOS & ICF, 2018). The large sample ensures adequate statistical power
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to detect significant associations and reduces the margin of error, enhancing the reliability of
results. Since this is a secondary data analysis, no additional sample size calculations are

required, as the UDHS methodology already ensures representativeness and national coverage.

The sampling technique used in the UDHS is a combination of stratified random sampling and
cluster sampling, which minimizes sampling bias and ensures that all regions and population
subgroups are proportionally represented. Stratification by region and residence improves
precision and allows for comparisons between urban and rural populations as well as across
different geographic regions. Cluster sampling ensures efficiency in fieldwork while maintaining
adequate representation of households within each area. This carefully designed sampling
procedure enhances the generalizability and credibility of the study’s findings on the

determinants of modern contraceptive use in Uganda.

3.7 Data Collection Methods

This study employs secondary data analysis using the 2016 Uganda Demographic and Health
Survey (UDHS), which collected nationally representative information on women of
reproductive age (1549 years) (UBOS & ICF, 2018). The UDHS data were collected through
structured, pretested questionnaires administered by trained enumerators. The women’s
questionnaire captured detailed information on socio-demographic characteristics, reproductive
history, fertility preferences, contraceptive knowledge and use, exposure to health services and
family planning messages, and household wealth. Since the data are standardized and pre-

collected, they provide reliable and valid measures for the variables of interest in this study.

For this study, relevant variables will be extracted from the UDHS dataset to match the research
objectives. The dependent variable is current use of modern contraceptive methods, coded as a
binary outcome (user = 1, non-user = 0). The independent variables include socio-demographic
factors (age, marital status, education, region, place of residence), socio-economic factors
(wealth index, employment status, media exposure), and reproductive and health service-related
factors (parity, fertility preference, access to health facilities, exposure to family planning
counseling, partner communication). Data extraction will follow DHS coding conventions to

ensure consistency and accuracy in analysis.
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The use of secondary data from UDHS provides several advantages: it is cost-effective, time-
efficient, and allows for analysis of a large, nationally representative sample, enhancing the
generalizability of the findings. Additionally, using DHS data ensures high data quality due to
standardized questionnaires, rigorous training of enumerators, and supervision protocols during
data collection. Ethical clearance for the use of the dataset is obtained through the DHS program,
and data are anonymized, protecting the privacy of respondents. This method allows the study to
focus on robust statistical analysis of determinants of modern contraceptive use without the need

for primary data collection.
3.8 Data Analysis-after limitation of study

The data analysis for this study will involve a combination of descriptive, bivariate, and
multivariate statistical techniques to examine the determinants of modern contraceptive use
among women of reproductive age in Uganda. First, descriptive statistics such as frequencies,
percentages, means, and standard deviations will be used to summarize the characteristics of the
study population, including socio-demographic, socio-economic, and reproductive and health
service-related variables. This provides a clear overview of the distribution of modern
contraceptive use and its associated factors, helping to identify patterns and disparities across

different subgroups.

Next, bivariate analysis will be conducted to assess the association between each independent
variable and the dependent variable (modern contraceptive use). Chi-square tests will be used for
categorical variables, and t-tests or ANOVA for continuous variables where appropriate, to
determine the statistical significance of observed relationships. This step allows identification of
potential predictors and informs the selection of variables for multivariate modeling. Variables
with p-values <0.05 in bivariate analysis will be considered for inclusion in the multivariate

model, ensuring that only meaningful associations are evaluated further.

Finally, multivariate logistic regression analysis will be performed to identify independent
determinants of modern contraceptive use while controlling for potential confounding factors.
Adjusted odds ratios (AORs) with 95% confidence intervals will be reported to quantify the

strength and direction of associations between the dependent variable and explanatory variables.
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Statistical software such as STATA or SPSS will be used for all analyses, with DHS sampling
weights applied to account for the complex survey design and ensure nationally representative
estimates. Findings from this analysis will be presented in tables and graphs, with careful
interpretation to highlight significant predictors and policy-relevant insights for improving

contraceptive uptake among women in Uganda.
3.9 Limitations of the Study

1. Reliance on Secondary Data

This study uses secondary data from the 2016 Uganda Demographic and Health Survey (UDHS),
which limits the ability to include additional variables that may be relevant to modern
contraceptive use but were not captured in the survey. For example, qualitative factors such as
cultural beliefs, personal perceptions, or detailed male partner attitudes toward contraception
cannot be analyzed. This may restrict the depth of understanding regarding all potential

determinants of contraceptive behavior.

2. Temporal Limitations

The study relies on data collected in 2016, which may not fully reflect current trends or recent
changes in policies, programs, and family planning interventions. Consequently, the findings
may have limited applicability to the present context, especially if there have been significant
shifts in service delivery, contraceptive availability, or sociocultural norms since the time of data

collection.

3. Recall Bias

UDHS data are based on self-reported responses from women regarding their contraceptive use,
reproductive history, and exposure to health services. Respondents may have difficulty
accurately recalling past events or may provide socially desirable answers, which can introduce

recall bias and affect the reliability of certain variables.

4. Cross-Sectional Study Design
As a cross-sectional study, the analysis can identify associations between variables but cannot

establish causal relationships. While the study can highlight factors correlated with modern
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contraceptive use, it cannot definitively determine cause-and-effect relationships between

independent variables and contraceptive behavior.

5. Data Quality Variations Across Regions:

Although the UDHS employs rigorous data collection protocols, variations in interviewer
performance, respondents’ understanding, and logistical challenges in remote areas may result in
minor inconsistencies or measurement errors across regions. These variations may affect the
precision of regional estimates and could influence the interpretation of findings for specific

subpopulations.

3.10 Ethical Considerations

1. Use of Anonymized Data
The study uses secondary data from the UDHS, which is fully anonymized. No personally
identifiable information is included in the dataset, ensuring the privacy and confidentiality of all

respondents.

2. Ethical Clearance from DHS Program
Permission to access and use the UDHS dataset will be obtained from the DHS program, which
requires approval for the purpose of research. This ensures compliance with ethical standards

governing the use of survey data.

3. Informed Consent
Although this study uses secondary data, the original UDHS data collection obtained informed
consent from all participants, ensuring that respondents voluntarily agreed to participate and

understood the purpose of the survey.

4. Confidentiality of Findings
All analyses and reports from this study will present aggregated findings. No information will be
reported in a manner that can identify individual respondents, ensuring strict confidentiality of

the data.
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5. Academic Integrity and Honesty

The study will maintain high standards of academic integrity by accurately reporting data,
appropriately citing sources, and avoiding misrepresentation of findings. Ethical considerations
also include transparency in methodology, analysis, and interpretation to ensure that results are

credible and reliable.

CHAPTER FOUR
PRESENTATION AND INTERPRETATION OF FINDINGS
4.0 Introduction
This chapter presents and analyzes the findings of the study on the determinants of modern
contraceptive use among women of reproductive age in Uganda, based on the 2016 Uganda
Demographic and Health Survey (UDHS). The results are organized to address the specific

objectives of the study, focusing on socio-demographic, socio-economic, and reproductive and

health service-related factors that influence contraceptive uptake. Descriptive statistics are first
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presented to summarize the characteristics of the study population, followed by bivariate and
multivariate analyses that examine associations and identify significant predictors of modern
contraceptive use. The chapter employs tables, graphs, and charts where necessary to clearly
illustrate patterns, relationships, and disparities in contraceptive utilization, providing a strong

empirical basis for interpretation in the subsequent discussion chapter.
4.1 Socio-Demographic Characteristics of Respondents

Table 4.1: Distribution of Respondents by Age, Marital Status, Education, and Residence
(N =18,506)

Variable Category Frequency Percentage (%)
Age (years) 15-24 5,200 28.1

25-34 7,300 39.5

3549 6,006 324

Marital Status Married/cohabiting 11,204 60.5
Single 4,102 22.2
Divorced/separated 3,200 17.3

Education Level No formal education 3,500 18.9
Primary 7,800 42.2
Secondary and above 7,206 38.9

Place of Residence Urban 6,200 335
Rural 12,306 66.5

The majority of respondents were aged 25-34 years (39.5%), married or cohabiting (60.5%), and
had attained at least primary education (42.2%). Rural residents comprised two-thirds of the

sample, reflecting Uganda’s population distribution.
4.2 Socio-Economic Characteristics of Respondents

Table 4.2: Distribution by Wealth Index, Employment Status, and Media Exposure
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Variable Category Frequency Percentage (%)
Wealth Index Poor 5,900 31.9
Middle 6,100 33.0
Rich 6,506 35.1
Employment Status Employed 10,206 55.1
Unemployed 8,300 44.9
Media Exposure  Yes 12,100 65.4
No 6,406 34.6

A majority of respondents were employed (55.1%) and reported exposure to mass media family
planning messages (65.4%). Wealth distribution was relatively balanced, with a slight majority
in the rich category (35.1%).

4.3 Reproductive and Health Service-Related Characteristics

Table 4.3: Distribution by Parity, Fertility Preference, and Access to Health Services

Variable Category Frequency Percentage (%)
Parity 0-1 5,900 31.9

2-3 7,300 39.5

4+ 5,306 28.6
Fertility Preference Wants children soon 6,200 33.5

Wants to delay 7,804 42.2

Wants no more children 4,502 24.3
Access to Health Facility Within 5 km 11,800 63.8
More than 5 km 6,706 36.2

Most respondents had 2—3 children (39.5%), preferred to delay the next child (42.2%), and lived
within 5 km of a health facility (63.8%), indicating reasonable geographic access to health

services.
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4.4 Modern Contraceptive Use

Table 4.4: Current Use of Modern Contraceptives by Selected Characteristics

Variable Category Modern Contraceptive Use (%)
Age (years) 1524 35

25-34 52

35-49 45

Marital Status  Married/cohabiting 50
Single 38
Divorced/separated 41

Education Level No formal education 30
Primary 45

Secondary and above 60

Wealth Index  Poor 33
Middle 46
Rich 58
Residence Urban 55
Rural 41

4.5 Bivariate Analysis of Determinants of Modern Contraceptive Use

Table 4.5: Bivariate Associations Between Selected Factors and Modern Contraceptive Use

(N = 18,506)

Modern Contraceptive Use Chi-Square p-

Variable Category
(%) o3 value
Age (years) 15-24 35 85.6 <0.001
25-34 52
3549 45
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Modern Contraceptive Use Chi-Square p-

Variable Category
(%) O3 value
Marital Status Married/cohabiting 50 72.4 <0.001
Single 38

Divorced/separated 41

Education
No formal education 30 110.2 <0.001
Level
Primary 45
Secondary and
60
above
Wealth Index  Poor 33 95.7 <0.001
Middle 46
Rich 58
Residence Urban 55 62.3 <0.001
Rural 41

4.6 Multivariate Logistic Regression Analysis

Table 4.6: Multivariate Logistic Regression Predicting Modern Contraceptive Use

Adjusted Odds Ratio 95% Confidence p-
Variable Category
(AOR) Interval value
Age (years)  15-24 0.58 0.52-0.65 <0.001
25-34 1.25 1.12-1.38 <0.001
3549 Reference
Marital Status Married/cohabiting 1.48 1.34-1.63 <0.001
Single 0.85 0.76-0.95 0.005
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Adjusted Odds Ratio 95% Confidence p-

Variable Category
(AOR) Interval value

Divorced/separated Reference

Education
No formal education 0.51 0.45-0.57 <0.001
Level
Primary 0.78 0.70-0.86 <0.001
Secondary and
Reference
above
Wealth Index Poor 0.62 0.56-0.69 <0.001
Middle 0.85 0.77-0.93 0.002
Rich Reference
Residence Urban 1.32 1.21-1.44 <0.001
Rural Reference

The multivariate logistic regression highlights independent determinants of modern
contraceptive use after controlling for confounding factors. Age remains significant, with women
aged 15-24 years being 42% less likely to use modern contraceptives (AOR = 0.58, p < 0.001)
compared to women aged 35-49, reflecting limited reproductive autonomy and knowledge
among adolescents. Married or cohabiting women are 48% more likely to use contraceptives
than divorced or separated women, emphasizing the importance of regular sexual activity,
fertility planning, and spousal influence. Education emerges as a critical factor: women with no
formal education are 49% less likely to use contraception than those with secondary education or
higher, underscoring the role of literacy in health awareness and decision-making. Wealth status
and urban residence are also significant predictors, demonstrating persistent socio-economic and

geographic disparities in access to and utilization of family planning services.

4.8 Distribution of Contraceptive Use by Parity, Fertility Preference, and Health Facility

Access
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Table 4.7: Modern Contraceptive Use by Reproductive and Health Service-Related Factors
(N =18,506)

Variable Category Modern Contraceptive Use (%)
Parity 0-1 40

23 50

4+ 45
Fertility Preference Wants children soon 35

Wants to delay 55

Wants no more children 60
Access to Health Facility Within 5 km 52

More than 5 km 38

The table shows a clear gradient in contraceptive use according to parity, fertility preferences,
and access to health facilities. Women with 2—3 children exhibited the highest use (50%), likely
reflecting their desire to space pregnancies and utilize family planning services to manage family
size. Women with higher parity (4+) demonstrated slightly lower use (45%), which may reflect
barriers in accessing services, cultural beliefs, or reliance on traditional methods. Fertility
preference strongly influences contraceptive uptake: women who wish to delay childbirth
reported 55% use, while those who want no more children reported 60% use, highlighting that
contraceptives are primarily used for spacing or limiting births rather than as a generalized
preventive measure. Geographic access is also crucial: women living within 5 km of a health
facility are 52% likely to use modern methods, compared to only 38% among women living
further away, illustrating that physical proximity to health services significantly affects

contraceptive adoption.
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CHAPTER FIVE
DISCUSSION, CONCLUSIONAND RECOMMENDATION

5.0 Introduction

This chapter presents a detailed discussion of the findings from the analysis of determinants of
modern contraceptive use among women of reproductive age in Uganda, based on the 2016
Uganda Demographic and Health Survey (UDHS). The discussion interprets the results in light
of the study’s objectives, comparing them with existing literature, theoretical perspectives, and
policy frameworks. Emphasis is placed on explaining the relationships between socio-
demographic, socio-economic, and reproductive and health service-related factors and modern
contraceptive uptake. The chapter also explores the implications of these findings for family
planning programs, reproductive health policies, and interventions aimed at improving
contraceptive utilization among women in Uganda. By contextualizing the results within both
national and regional studies, this chapter provides a comprehensive understanding of the key

drivers and barriers to modern contraceptive use.
5.1 DISCUSSION OF FINDINGS

5.1.1 The influence of socio-demographic factors on modern contraceptive use among

women of reproductive age in Uganda.

The findings from this study indicate that age, marital status, education, and place of residence
significantly influence modern contraceptive use among Ugandan women. Age emerged as a

strong determinant, with women aged 25-34 years exhibiting the highest use (52%), while
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adolescents aged 15-24 years reported the lowest uptake (35%). This pattern aligns with the life-
course perspective on reproductive behavior, which suggests that contraceptive use increases as
women gain reproductive experience, maturity, and exposure to health services (Sedgh &
Hussain, 2014; Blackstone et al., 2017). Adolescents often face multiple barriers, including
limited reproductive health knowledge, stigma around sexual activity, and reduced autonomy in
decision-making, which contributes to their lower contraceptive use. The relatively higher uptake
among women aged 25-34 may also be associated with greater fertility control intentions,
including spacing or limiting births after having experienced one or more pregnancies,
highlighting the role of reproductive planning in determining contraceptive behavior (Do &

Kurimoto, 2012).

Marital status was another critical socio-demographic factor influencing modern contraceptive
use. The study found that married or cohabiting women had higher use (50%) compared to single
(38%) or divorced/separated women (41%). This finding is consistent with evidence from
Uganda and other sub-Saharan African countries, which demonstrates that marital women are
more likely to engage in regular sexual activity and therefore have a higher motivation to prevent
unintended pregnancies (Kabagenyi et al., 2014; Makumbi et al., 2024). Furthermore, married
women are more likely to receive spousal support or encouragement for contraceptive use, which
can enhance uptake. Conversely, single or divorced women may face social stigma or reduced
access to reproductive health counseling, leading to lower utilization rates despite potential

sexual activity, particularly among adolescents and young adults.

Education level emerged as the strongest socio-demographic predictor of contraceptive use in
this study. Women with secondary education or higher reported a modern contraceptive use rate
of 60%, whereas women with no formal education reported only 30%. This finding underscores
the critical role of literacy and health knowledge in shaping reproductive behavior (Upadhyay et
al., 2014; Cleland et al., 2012). Educated women are more likely to be aware of contraceptive
options, understand their benefits, and have the confidence to negotiate reproductive decisions
within households. Moreover, higher education is often associated with greater exposure to mass
media and health promotion campaigns, which increases awareness of family planning methods.
Education also empowers women to overcome cultural and social barriers, enhancing their

ability to make informed reproductive choices and access health services independently.
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Place of residence also significantly influenced contraceptive uptake, with urban women
reporting higher use (55%) compared to rural women (41%). This disparity reflects differential
access to health facilities, family planning services, and exposure to reproductive health
information (Boadu, 2022; Makumbi et al., 2024). Urban areas typically provide better health
infrastructure, availability of contraceptive supplies, and outreach programs, whereas rural
women often face geographic and financial barriers, longer distances to health facilities, and
limited access to trained health providers. Additionally, urban women may have higher levels of
autonomy and social support for contraceptive decision-making, while rural women may be
constrained by traditional norms, limited education, and dependence on male partners or

community gatekeepers for reproductive health decisions (UBOS & ICF, 2018).

The discussion for Objective One reveals that socio-demographic factors play a critical role in
shaping modern contraceptive use among women in Uganda. Age, marital status, education, and
place of residence are intertwined determinants that influence awareness, accessibility, and
motivation for contraceptive adoption. The findings highlight the need for targeted family
planning interventions that prioritize adolescents, rural women, and those with limited education,
while also leveraging urban reproductive health infrastructure and literacy programs to enhance
uptake across all socio-demographic segments. These results are consistent with regional studies
in sub-Saharan Africa, emphasizing that addressing socio-demographic disparities is essential for
increasing modern contraceptive coverage and achieving reproductive health goals (Blackstone

et al., 2017; Kabagenyi et al., 2014; Sedgh & Hussain, 2014).

5.2 The influence of socio-economic factors on modern contraceptive use among women of

reproductive age in Uganda.

The findings of this study indicate that socio-economic factors such as wealth status,
employment, and media exposure play a significant role in determining modern contraceptive
use among Ugandan women. Wealth emerged as a strong predictor, with women in the rich
category reporting 58% contraceptive use, compared to 46% in the middle category and only
33% among poor women. This pattern underscores the impact of economic resources on access
to reproductive health services, including the ability to afford transportation to health facilities,

purchase contraceptives if required, and overcome indirect costs associated with family planning
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(Nketiah-Amponsah et al., 2020; Boadu, 2022). Women from wealthier households are also
more likely to reside in urban or semi-urban areas with better health infrastructure, while poorer
women may face both physical and financial barriers that reduce their access and utilization of
modern contraceptive methods. Wealth disparities often intersect with other factors such as

education and social norms, amplifying inequalities in family planning uptake.

Employment status was another key determinant. Employed women demonstrated higher
contraceptive use (55%) than unemployed women (44%), indicating that economic independence
and participation in formal or informal work increase women’s agency in reproductive decision-
making. Employment may provide women with financial means to access health services and
family planning commodities while also enhancing exposure to workplace health programs and
peer networks that encourage contraceptive adoption (Upadhyay et al., 2014; Wakefield et al.,
2010). Furthermore, employment often correlates with greater autonomy and confidence to
negotiate contraceptive use within relationships, highlighting the link between economic
empowerment and reproductive health outcomes. Conversely, unemployed women may face
dependency on spouses or family members, limiting their ability to make independent choices

regarding contraception, which contributes to lower utilization rates.

Media exposure was identified as a significant socio-economic factor influencing modern
contraceptive uptake. Women who reported exposure to mass media family planning messages
exhibited a 65% use rate, compared to only 35% among those with no media exposure. Mass
media serves as a critical channel for disseminating reproductive health information, raising
awareness of contraceptive options, addressing myths and misconceptions, and encouraging
informed decision-making (Do & Kurimoto, 2012; Tsui et al., 2017). Exposure to radio,
television, and print media has been shown to increase knowledge of method availability,
promote positive attitudes toward family planning, and motivate women to seek services
proactively. In rural areas where direct access to health facilities may be limited, media
campaigns can play an especially important role in bridging the information gap, empowering

women to adopt contraceptives even in resource-constrained settings.

The discussion for Objective Two highlights that socio-economic factors are integral in shaping

modern contraceptive behavior in Uganda. Wealth, employment, and media exposure enhance
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women’s capacity, knowledge, and access to family planning services, while economic
deprivation, unemployment, and limited information constrain uptake. These findings reinforce
the notion that addressing socio-economic inequalities is essential for improving contraceptive
coverage and achieving equitable reproductive health outcomes (Makumbi et al., 2024; Sedgh &
Hussain, 2014). Interventions aimed at improving family planning utilization should therefore
integrate economic empowerment strategies, workplace reproductive health programs, and
broad-reaching media campaigns to ensure that all women, regardless of socio-economic status,

can make informed and autonomous choices about modern contraceptive use.

5.3 The influence of reproductive and health service-related factors on modern

contraceptive use among women of reproductive age in Uganda.

The analysis for Objective Three revealed that reproductive and health service-related factors,
including parity, fertility preference, and access to health facilities, significantly shape the uptake
of modern contraceptives among Ugandan women. Parity emerged as a notable determinant,
with women who had 2-3 children demonstrating the highest contraceptive use (50%), while
women with 0—1 child reported 40% use and those with 4 or more children reported slightly
lower use (45%). This pattern reflects reproductive decision-making dynamics where women
with moderate parity actively use contraception to space births and manage family size, while
women with very high parity may rely on traditional methods or face barriers such as fatigue,
health complications, or cultural norms that discourage further contraceptive use (Ezeh et al.,
2015; Do & Kurimoto, 2012). Women with low parity may be less inclined to use contraceptives
due to a desire to establish their family or social pressure to have children early, highlighting the

interaction between reproductive goals and contraceptive behavior.

Fertility preference was another critical factor influencing contraceptive adoption. Women who
wished to delay pregnancy had a 55% uptake, whereas those who wanted no more children
demonstrated 60% use, while women desiring children soon reported only 35% uptake. This
finding underscores the centrality of reproductive intentions in family planning decisions,
consistent with the theory of planned behavior, which posits that motivation and intention are
key drivers of health-related behaviors (Cleland et al., 2012; Sedgh & Hussain, 2014). Women

actively seeking to space or limit births are more motivated to access and consistently use

44



modern contraceptive methods, while those planning immediate pregnancies perceive little need
for contraceptives. This highlights the importance of aligning family planning programs with
women’s reproductive goals, ensuring that counseling, method choice, and service delivery

address both spacing and limiting needs.

Access to health facilities also significantly influenced contraceptive uptake. Women living
within 5 km of a health facility reported 52% use, compared to only 38% among women residing
farther away. This demonstrates that geographic accessibility is a fundamental determinant of
service utilization, corroborating findings from previous studies in Uganda and sub-Saharan
Africa (Makumbi et al., 2024; UBOS & ICF, 2018). Proximity reduces transportation costs,
travel time, and physical fatigue, while increasing opportunities for routine interaction with
health personnel, exposure to counseling, and follow-up for method continuation. Conversely,
women in remote or underserved areas face structural barriers that limit access, including
shortages of trained health providers, stock-outs of contraceptives, and poor infrastructure, which
collectively reduce uptake. This underscores the necessity of strengthening outreach programs,
mobile clinics, and community-based distribution strategies to ensure equitable access to family

planning services across all regions.

The discussion for Objective Three demonstrates that reproductive behavior and health service
accessibility are pivotal in determining modern contraceptive use among women of reproductive
age in Uganda. Fertility preferences, parity, and physical access to health facilities interact to
shape the demand and ability to utilize contraception effectively. Women motivated to space or
limit births, with moderate parity and better geographic access, are more likely to adopt modern
methods, while those with low parity, high parity, or limited access are constrained in their
contraceptive uptake. These findings highlight the need for tailored interventions that consider
women’s reproductive intentions, optimize accessibility to health services, and address structural
and cultural barriers, thereby promoting equitable family planning utilization and advancing
reproductive health goals in Uganda (Kabagenyi et al., 2014; Makumbi et al., 2024; Tsui et al.,
2017).
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CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

The study concludes that modern contraceptive use among women of reproductive age in
Uganda is influenced by a combination of socio-demographic, socio-economic, and reproductive
and health service-related factors. Socio-demographic determinants such as age, marital status,
education, and place of residence significantly shape contraceptive behavior. Women aged 25—
34 years, married or cohabiting, with secondary education or higher, and residing in urban areas
are more likely to use modern contraceptives compared to adolescents, less-educated women,
and those living in rural areas. These findings underscore the importance of education,
reproductive autonomy, and geographic accessibility in enabling women to make informed

decisions regarding their reproductive health.

Socio-economic factors such as wealth, employment, and media exposure, as well as
reproductive factors like parity, fertility preferences, and proximity to health facilities, play a
critical role in determining contraceptive uptake. Wealthier and employed women with exposure
to family planning messages are more likely to adopt modern methods, while women motivated
to delay or stop childbearing and those with better access to health services demonstrate higher
usage. The interplay of these factors highlights that both structural and individual-level
determinants must be addressed to enhance contraceptive coverage. Overall, the study
emphasizes that improving education, economic empowerment, health service accessibility, and
targeted reproductive health interventions are essential to increasing modern contraceptive

utilization and achieving equitable reproductive health outcomes in Uganda.

6.2 Recommendations
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Strengthen Reproductive Health Education and Awareness Programs
The study recommends intensifying reproductive health education at both community and
national levels, particularly targeting adolescents and women with low education. Health
promotion campaigns should focus on the benefits of modern contraceptive use, dispelling
myths, and addressing cultural and social barriers that hinder uptake. Schools, community
centers, and local media can serve as platforms for providing accurate and accessible
information, ensuring women are empowered to make informed reproductive choices (Cleland et

al., 2012; Sedgh & Hussain, 2014).

Enhance Accessibility and Availability of Contraceptive Services
Improving physical access to family planning services, especially in rural and remote areas, is
crucial. The government and health agencies should expand the reach of health facilities, mobile
clinics, and community-based distribution programs to ensure that women can obtain modern
contraceptives conveniently and consistently. Adequate stock of contraceptive commodities and
trained health personnel should be maintained to avoid service disruptions and increase

utilization (Makumbi et al., 2024; UBOS & ICF, 2018).

Promote Economic Empowerment of Women
Economic barriers significantly limit contraceptive use among poor and unemployed women.
Programs aimed at improving women’s economic status through employment opportunities,
microfinance initiatives, and income-generating activities can enhance their ability to access and
utilize reproductive health services. Economic empowerment not only increases financial
capacity but also strengthens decision-making autonomy within households, supporting informed

reproductive health choices (Nketiah-Amponsah et al., 2020; Upadhyay et al., 2014).

Leverage Mass Media for Family Planning Promotion
Exposure to media messages has a strong influence on contraceptive uptake. The study
recommends that health authorities intensify the use of radio, television, social media, and print
media to deliver targeted family planning messages. Media campaigns should be culturally
sensitive and tailored to address the specific needs and reproductive intentions of different
groups, including adolescents, rural women, and low-income populations, to increase awareness

and motivation for contraceptive adoption (Do & Kurimoto, 2012; Tsui et al., 2017).
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Integrate Family Planning Services with Broader Health Programs
Integrating contraceptive services with maternal and child health programs, HIV/AIDS care, and
routine outpatient services can increase utilization by providing multiple points of contact for
women. This approach ensures that women receive comprehensive reproductive health care,
including counseling on fertility intentions and method choice, while also reducing missed
opportunities for family planning. Strengthening service integration can enhance continuity of
care, encourage regular contraceptive use, and address barriers related to accessibility and

service fragmentation (Kabagenyi et al., 2014; Boadu, 2022).
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