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Abstract: Meeting women’s reproductive health care services especially the contraceptive needs by 2030 is
one of the indications of millennium development goals 5a and 5b that indicate the health of mothers and
children and in mortality and fertility transitions. Contraceptive needs influences women empowerment and
aims to achieve universal access to reproductive health and family planning. Higher level of contraceptive use
might ameliorate women’s reproductive behaviour risks and result in longer birth intervals and low fertility.
Neighbouring counties of Homa Bay like Migori, Kisii and Nyamira have high contraceptive prevalence rates
(CPR), which is not the case in Homa Bay County and Ndhiwa sub-County, where many women continue to
have unmet need of contraception and high risks of unwanted pregnancies. Given the context of low CPR and
unmet need of contraception, the study seeks to explore the relationship between contraceptive use and service
output factors and education attainment among women in Ndhiwa sub-County. This was a cross-sectional
descriptive study design conducted on 164 women aged 15 to 49 selected randomly from the two divisions of
Ndhiwa and Nyarongi in Ndhiwa Sub-county. The data was collected using a questionnaire. Stepwise
regression was used to access the relationship between the variables. According to the findings, accessibility
to family planning showed a significant relationship with contraceptive use (p=0.0000). The findings suggest
that improving the livelihood of the population is important. There is need to increase the number of institutions
involved in the provision of contraception especially the neglected rural communities to narrow the gap
between the knowledge and ever use of contraceptives. It will also help to reduce the level of unmet need for
family planning in Homa Bay and to have a better quality of life, higher social status and greater autonomy
among women.
Keywords: Education, quality of family planning services, accessibility to family planning services,
contraceptive use and step-wise regression analysis
1. Introduction
Contraceptive use is acknowledged in most developing countries to be an effective way of improving maternal
health, reducing child mortality and eradicating extreme poverty at the household and government levels
(Cleland, 2006). Contraceptive use also lessen quick population growth rates and bring up a genuine population
issue. This necessitates that women have access to harmless and effective methods of birth control. According
to WHO (2012), an estimated 215 million women who would prefer to postpone or avoid pregnancy continue
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to lack access to safe and effective contraception. Generally, there has been an impressive increase in
contraceptive prevalence in the entire world (Carl and Toshiko, 2013). However, at the regional level, the
progress in the efficiency of family planning programme and in the range of contraceptive method used has
been different. A study conducted by (UNFPA, 2012) revealed that many countries in the developed world
have strong family planning programs compared to the sub-Saharan Africa where despite a rise in contraceptive
prevalence rate, many women continue to have unmet need for contraception. In fact, in 2013, investigations
by Carl and Toshiko (2013) revealed that Africa and sub-Saharan Africa had the lowest contraceptive
prevalence at 31 percent and 26 per cent, respectively, as compared to 75 percent in Latin America and the
Caribbean, and 65 percent in Asia (Carl and Toshiko, 2013).
Knowledge of family planning methods remained universal at over 97 percent in Kenya (NCPD, 2012). The
Contraceptive Prevalence Rate (CPR) more than doubled from 17 percent to 39 percent in Kenya from 1984
to 1998 (NCPD, 2012). The CPR then stagnated for some time before increasing to 46 percent in 2009, and
then declined slightly to 45 per cent in 2013. Despite this achievement, there is an unmet need for family
planning at 26 percent. Additional statistics disclose that Nyanza and Rift Valley regions had the highest unmet
need of 32 percent and 31 percent, respectively (NCPD, 2012). According to the Republic of Kenya (2009),
only 32.9 per cent of the married women in Nyanza region aged 15 to 49 years use modern contraceptives
compared to Nairobi, 49.0 per cent, Central, 62.5 per cent, Eastern, 43.8 per cent, Rift Valley, 34.7 per cent
and Western, 41.1 per cent. This is despite the larger percentage, 93 per cent, for example of availability of
facilities offering modern methods of contraception in Nyanza in comparison to Nairobi, 68 per cent, Central,
89 per cent, Coasts, 79 per cent, Eastern, 79 per cent, Rift Valley, 92 per cent and North Eastern, 67 per cent.
The demographic statistics shows that Homa Bay County still struggles with a low contraceptive prevalence
rate of 32 per cent, which is lower than that of her other neighboring counties like Kisumu, Nyamira, Siaya
and Migori. Understanding the dynamics affecting contraception use among married women who are at risk
of undesirable pregnancies is key to expansion of effective family planning programs. Given the perspective
of low contraceptive prevalence rate and high total fertility rate of 5.0 in Ndhiwa sub-County, it has put the
region at danger of unemployment, underdevelopment, and social issues extending from impoverishment,
shortage of land, hunger and malnutrition, environmental dilapidation and political unsteadiness. From the
above background, the study lays out the importance of reproductive health especially contraceptive use in the
wellbeing of women and the country at large.
2. Review of Empirical Literature
Many researchers have identified several factors that affect women’s use of modern contraceptives including
or non-use of contraceptives. Numerous studies have been done in different countries in the past to find out the
factors that affect contraceptive use. A cross sectional study performed by Koc, (2000) on contraceptive use
reported that failure to use family planning was attributed to lack of quality of existing services. The study
reported that improvement in family planning programmes calls for expansion of the choice of the method
used, providing adequate information, increase in technical competence of providers, increasing interpersonal
relations between providers and clients and incorporating adequate client support and follow up.
Another study conducted in Kenya by Magadi and Curtis (2003) on contraceptive use demonstrated that
opening the choice of contraceptive methods increased overall contraceptive prevalence and the opportunity
for individual couples to obtain a method that suits their needs. Ross et al. (2001) also note that contraceptive
method choice in developing countries confirmed that prevalence is highest in countries where access to a wide
range of methods is uniformly high. According to UNFPA (1996) recommendation, family planning
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programmes should offer a variety of safe, effective, acceptable and affordable contraceptive methods to help
women avoid unwanted pregnancies, sexually transmitted diseases and to help them achieve their childbearing
goals. Sevil et al., (2006) suggest that health-care consultants should provide advice in accordance with
international norms and ethics.
Another service output variable that could reportedly explain contraceptive use is accessibility to
contraceptives. Accessibility may affect contraceptive use through transportation to clinics, (Centre for Disease
Control (CDC)), (1999). A study conducted by (Dickinson et al., 2010; Campbell et al., 2006) showed a
significant relationship between accessibility and contraceptive use among women. Irrespective of their age,
women who live furthest from clinics use contraceptives less than those who easily access them due to cost
factor (Campbell et al., 2006; Nalwadda et al., 2011; Bankole and Malarcher, 2010). According to KNBS
(2009), contraceptive use in Kenya is clinic based; suggesting the model of family planning delivery is
expensive. This raises doubts as to whether it can be replicated in other regions that are still struggling to
increase contraceptive use and reduce fertility, such as Ndhiwa sub-county which is the study case.
Westoff and Cross (2006) cite an initial increase in unmet need of family planning with education, which is
due to a gap between increasing desire to control fertility and the ability to do so, leading to an eventual decline
in unmet need with education, as more women use contraception. A cross-sectional study done in Kenya by
Magadi et al., (2000) found a significant relationship between education level and contraceptive use. Educated
women tend to marry later, have fewer children and use contraception more as well (Caldwell and Caldwell,
2003; Casterline 2001). The cultural lag in women’s’ education still encourages preference for large families
and prevents women from having the number of children they need.
Few studies have examined contraceptive use and its relationship with service output factors and education
level in Ndhiwa sub-county. Socio-cultural backgrounds and national and regional policies that may affect
contraceptive prevalence rate differ across regions. With this background in view, the study aimed to critically
appraise the included research studies and determine the relationship of contraceptive use with education level
and service output factors among married women in Ndhiwa sub-county.
3. Research Hypothesis
The following null hypothesis was established and tested in this proposed study to find responses to the problem
under investigation in Ndhiwa Sub-county;
H0: There is no significant relationship between service output factors and contraceptive use among women
in Ndhiwa Sub-county.
In this study, the independent variables were education level, quality of family planning services and
accessibility to contraceptives while the dependent variable was contraceptive use.
4. Research Methodology
A descriptive cross sectional study was employed in this study. The geographical coverage of the study was
within Homa Bay County. The study was conducted in Ndhiwa Sub-county, Homa Bay County, Kenya.
Ndhiwa Sub-county lies between latitude 0º 31’ south and 0º 50’ south, and between longitudes 34º 11’ east
and 34º 33’ east. It has a total surface area of 711 km2. It has five divisions, 26 locations and 49 sub locations
and a total of Households 37,113.
The researcher used Rea and Richard (1997) comprehension table guide while determining a sample size in a
survey research. Since the households’ size was 16,888 for the two divisions, namely Nyarongi and Ndhiwa
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where the research was based on, a desired confidence level of 99 per cent and a margin of error of ±10 percent
were preferred. Therefore, the resulting sample size of respondents was 164. The study chose two divisions
out of the five divisions. Simple random sampling procedure was adopted. (Kothari, 2004) noted that the
practical utility of such a method is very much limited in complex problems sampling. These divisions had the
respondents of all socio-cultural backgrounds and therefore they were a reflective of the whole target
population.
Researcher-administered questionnaire was used with the selected respondents.
The analysis was confined to 164 ever married women. Multiple linear regression was used to measure the net
effect of each predictor variable on the dependent variable after controlling for the effect of other predictors.
The multiple linear regression was used because it lists the independent variables in descending order of their
predictive power on contraceptive use. The Statistical package for social Science (SPSS) software was used to
analyze the data. P-value less than 0.05 was considered statistically significant.
5. Results and Discussions
5.1 Results of stepwise multiple regression model
The study sought to investigate the influence of economic constraints in Ndhiwa sub-County that had
significant impact on contraceptive use. A step-wise multiple regression analysis was performed and three
variables: quality of family planning services, respondents’ level of education and accessibility to
contraceptives were considered while the dependent variable was utilization of contraceptives. The findings
are as shown in Table 5.1.
Table 5.1: Model summary of the stepwise multiple regression
Model

R

R Square

Adjusted R Square

Std. Error of the Estimate

1

.517a

.268

.259

.427

a. Predictors: (Constant), Accessibility to contraceptives
Source: Compiled from research data (2013)
The multivariate analysis found that only accessibility to contraceptives was significant predictor of
contraceptive use. The stepwise multiple regression output clearly reveal that the value of the R2 (multiple
coefficient of determination) is 26.8 per cent. This indicated that over 26.8 per cent of the total variance in the
dependent variable is accounted for by the one variable (Table 5.1). Women’s level of education was thought
to be an important predictor of contraceptive use but study results indicated that it was not associated with
contraceptive use. The logistic model found quality of family planning services not to be significant with
contraceptive use (Table 5.3). Nonetheless, the study found that women in high income households were more
likely to use contraception than were to women in low income households. The reason could be that women in
low income certainly find it difficult to access family planning services found in the far-off health institutions
offering contraceptives. The distance would require use of vehicles or motorbikes that are supposed to be
boarded by use of money. Unfortunately, these families lack money as they are just peasants who depend on
purely subsistence farming for living.
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Table 5.2: Evaluation of each predictor variables to the prediction of the dependent variable

Model
1

(Constant)
Accessibility to
Contraceptives

Unstandardized Coefficients

Standardized
Coefficients

B

Std. Error

Beta

.757

.111

-.297

.077

-.272

T

Sig.

6.838

.000

-3.850

.000

Source: Compiled from research data (2013)
The coefficients shown in Table 5.2 represent the effect of each independent variable on the dependent variable.
The study results show that inaccessibility to contraceptives significantly and negatively affected the use of
contraceptives at 0.000 significant level. This indicates that wider accessibility to contraceptives would
increase contraceptive use, while other variables in the model were controlled (its beta weight, β is = -0.272)
and is statistically significant (t = -3.850).
The research hypothesized that women with wider accessibility to contraceptives were likely to have higher
contraceptive use than their counterparts. Wider accessibility to contraceptives has adverse effect on low
utilization of contraceptives. The findings are consistent with studies conducted in other countries and confirm
the importance of wider accessibility to contraceptives that increased contraceptive use (Dickinson et al., 2010
and Campbell et al., 2006). The reason could be that most of the health facilities are still situated out of the
reach of many families that reside at least 10 kilometers from these local pharmacies and family planning
clinics.
Table 5.3: Standardized coefficients of the stepwise multiple regression for excluded variables
Model
Beta In
T
Sig.
Respondents level of education

.140c

1.720

.087

Quality of family planning services

.077c

1.095

.275

Source: Compiled from research data (2013)
Table 5.3 shows multiple stepwise regression analysis demonstrating the excluded variables. The beta values
for respondents level of education and quality of family planning services was .140 and .077 respectively.
These beta values were very low indicating that they made very less of a unique contribution to explaining the
dependent variable hence excluded in the model. The excluded variables had significant values greater than
.05 (Table 5.3), therefore, the variables did not make a unique and statistically significant contribution to the
prediction of barriers to utilization of contraceptives and hence left out of the multiple stepwise regression
model.
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Table 5.4: Table Demographic and socio-economic characteristics of women respondents
Characteristics
Count(%)
Number of women respondents
Yes
94(57.3)
Using contraception
No
70(42.7)
Knowledge of family planning
Yes
156(95.1)
No
8(4.9)
Adequacy of information on
None
65
(39.6)
side effects and importance
Little
48(29.3)
of contraceptives
Adequate
51(31.1)
Level of education and number
No formal education
3
(17.6)
of women using contraception
Primary education
48(59.3)
Secondary
27(64.3)
Tertiary
16(66.7)
Health centre within reasonable
Yes
37(22.6)
Distance
No
119(72.6)
Not Aware 8(4.9)
Economic level and number
Low-income 13(27.7)
of women using contraceptives
Middle-income
81(69.2)
Means used to reach health Walking
62(37.8)
centre having contraceptives
Bicycle
5(3.0)
Motorbike
25(15.2)
Vehicle
2(1.2)
Not Applicable
70(42.6)
An overwhelmingly large majority of the women, 95.1 per cent of the women respondents were aware of family
planning methods. Only 4.9 per cent were not aware of family planning methods. It is clear that slightly half
of the women, 57.3 per cent with a higher knowledge of family planning have used contraceptives. Regarding
level of education, majority of women with tertiary level of education have higher contraceptive use than their
comparison group.
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6. Conclusions and recommendations
Basing on the preceding discussion of the findings, the study adopts the recommendation of Timothy et al.,
(2011) on the need to support Community Based Distribution of Family Planning services by the Government,
NGOs and the Community Based Organizations (CBOs) so that contraceptives could reach the undeserved
who are the majority in rural areas. Policies for improved education and sensitization for women should be a
basic fundamental requirement in terms of both quality and quantity of education facilities. This should be
done in the form of trainings, advocacy and lobbying in order to improve access and utilization.
Family planning designers and implementers should ensure that reproductive health services and required
equipment are made available, affordable, appropriate and acceptable by women. They should ensure that
contraceptives are easily accessible in terms of the distance to the nearest hospital, clinic or health center. If
possible, more mobile health clinics and public hospitals should be built in rural areas to address the
inaccessibility of these services so that women with unmet need of family planning can receive the services at
their doorstep. Moreover, the Government should find more alternative employment opportunities that include
an increase in women’s jobs especially to the rural community to improve their livelihood and have some
income set aside for health issues.
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