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ABSTRACT
Objectives The study aimed to assess the determinants 
of modern contraceptive method use among young women 
in Benin.
Design A mixed- methods design.
Setting and participants We used the Benin 2017–2018 
Demographic and Health Survey datasets for quantitative 
analysis. Data collection was conducted using multiple- 
cluster sampling method and through household survey. 
Qualitative part was conducted in the city of Allada, one of 
the Fon cultural capitals in Benin. The participants were 
purposively selected.
Outcomes Contraceptive prevalence rate, unmet need for 
modern method and percentage of demand satisfied by a 
modern method for currently married and sexually active 
unmarried women were measured in the quantitative part. 
Access barriers and utilisation of modern methods were 
assessed in the qualitative part.
Results Overall, 8.5% (95% CI 7.7% to 9.5%) among 
young women ages 15–24 were using modern 
contraceptives and 13% (12.1% to 14.0%) among women 
ages 25 or more. Women 15–24 had a higher unmet need, 
and a lower demand satisfied by modern contraceptive 
methods compared with women ages 25 or more. 60.8% 
(56.9% to 64.7%) of all unmarried young women had 
unmet need for modern contraceptives. Young women 
were more likely to use male condoms which they obtain 
mainly from for- profit outlets, pharmacies and relatives. 
The factors associated with demand satisfied by a 
modern method were literacy, being unmarried, knowing 
a greater number of modern contraceptive methods and 
experiencing barriers in access to health services. On the 
other hand, the qualitative study found that barriers to 
using modern methods include community norms about 
pre- marital sexual intercourse, perceptions about young 
women’s fertility, spousal consent and the use of non- 
modern contraceptives.
Conclusion Contraceptive use is low among young 
women in Benin. The use of modern contraceptives is 
influenced by sociodemographic factors and social norms. 
Appropriate interventions might promote comprehensive 
sexuality education, increase community engagement, 
provide youth- friendly services and address gender 
inequalities.

INTRODUCTION
Despite efforts towards making access and use 
of contraceptive services a basic reproduc-
tive right for all women, many countries still 
face high rates of unintended and unwanted 
pregnancies.1 2 In sub- Saharan Africa alone, 
about 14 million unintended (unwanted or 
mistimed) pregnancies occur every year3; 
and adolescent girls and young women 15–24 
years old are the most vulnerable group.4 The 
reasons behind this situation include the high 
prevalence (about 70%) of sexually active 
young women with low utilisation of effec-
tive contraceptive methods (less than 10%).4 
Additionally, unmarried sexually active 
adolescents are likely to have a high unmet 
need for contraception, which increases their 
risk of unintended pregnancies.5 6 In low/
middle- income countries, nearly half (49%) 
of pregnancies are unintended among adoles-
cent girls of 15–19 years old.7 Adolescence is 
viewed as the starting point in the continuum 
of care for reproductive, maternal, neonatal 
and child health; and is a phase when poor 
access and utilisation of contraception are 
likely to result in poor health outcomes across 
the continuum of care.8 9 Early and unin-
tended pregnancies result in increased risks 
of maternal mortality and morbidity, prema-
ture births, low birth weight, unsafe abortions 

Strengths and limitations of this study

 ► This study used a nationally representative survey 
data which allows generalisability at the national 
level.

 ► We used a mixed- methods design which enables us 
to compare and discuss the large- scale quantitative 
data with qualitative information from the ground.

 ► The quantitative information could have been affect-
ed by recall errors and biases.
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and social consequences such as stigmatisation, school 
drop- out and poverty.10 11

In Benin, although the use of modern contraceptives 
has been slowly increasing since 2006, it is still rela-
tively low. The modern contraceptive prevalence among 
all women reached 12% in 2018 compared with 6% in 
2006.12 At the same time, almost half (48%) of all adoles-
cent girls age 15–19 are sexually active, and one in five 
girls has already had a child or is pregnant.12 According 
to the government of Benin, only 5.4% of women ages 
15–24 were using modern contraceptive methods in 
2017.13 Recent data showed a total fertility rate of 5.7 
among all women of reproductive ages 15–49 years old, 
and the modern contraceptive prevalence rate was esti-
mated at 12%.12 Of all pregnancies in the country, 19% 
were unintended,14 and in 2017, both the maternal 
mortality ratio and infant mortality rate remained high 
at 397 per 100 000 live births, and 30 per 1000 live births, 
respectively.6 12

Existing studies on the use of modern contraceptive 
methods in Benin largely reported on women of repro-
ductive age as a whole, rather than focusing on specific 
age groups.15–20 MacQuarrie suggested that young women 
should be studied separately, as they do not have the same 
needs for or access to contraception as adult women.21 
However, for Benin, the literature is sparse on the use of 
reproductive health services among adolescent girls and 
young women. There are two studies which focused on 
young women’s contraceptive use in African countries 
including Benin.22 23 However, these studies employed a 
quantitative method and did not explore in- depth factors 
that affect decision- making such as adolescent girls and 
young women’s perceptions, preferences and interac-
tions with peers and providers. Moreover, little is known 
about the contraceptive practices and needs of sexually 
active and inactive young women specifically.

Therefore, this study aimed to assess contraceptive use, 
perceptions and practices among adolescent girls and 
young women in Benin. Specifically, we used secondary 
quantitative data to examine the rates of modern method 
use, unmet needs for modern contraception and to eval-
uate the association between various factors and the 
demand satisfied for a modern contraceptive among 
sexually active young women. We then used qualitative 
methods to further explore the sociocultural factors influ-
encing the use of modern contraceptive methods among 
young women of ages 18–24 years.

METHODS
Study design
The study was conducted using a sequential explanatory 
mixed- methods design where the collection and analysis 
of quantitative data were followed by the collection and 
analysis of qualitative data. The qualitative results thus 
aim to explain and interpret the findings of the quanti-
tative study.24

Quantitative strand
Data source
We used the most recent Benin Demographic and Health 
Survey (BDHS), conducted between November 2017 and 
February 2018.12 The BDHS 2017–2018 was a nationally 
representative cross- sectional survey conducted by the 
National Institute of Statistics and Economic Analysis and 
funded by the United States Agency for International 
Development (USAID). The BDHS 2017–2018 employed 
a two- stage stratified cluster sampling during which data 
were collected with standardised questionnaires.

Study population
Included in the study were women ages 15–49 years at 
the time of the survey, residing in sampled households, 
and who agreed to respond to the BDHS 2017–2018. 
We defined adolescent girls as those 15–19 years old and 
young women as those 20–24 years. In descriptive anal-
yses, we compared indicators of contraceptive use in each 
of the age groups to all women 25 years and older. In 
the analysis of the determinants of modern contracep-
tive methods use, we focused on women who reported 
to be sexually active (married and unmarried) because 
they are exposed to the risk of pregnancy, and we used 
the combined age groups 15–24 years due to sample size 
considerations.

Definitions
Some definitions of indicators from the BDHS 2017–2018 
were adopted, while others were generated or recatego-
rised as necessary for our study- specific objectives.

Modern method
Respondents were asked which method of contraception 
they were using at the time of the survey. If they selected 
more than one method (eg, implant and condom), only 
the most effective method was noted in the dataset. Based 
on the definition of Hubacher and Trussell, we consid-
ered modern contraceptive methods to include: oral 
contraceptive pills, intrauterine devices (IUD), inject-
ables, diaphragm, male/female condoms, female/male 
sterilisation, implants/Norplant, foam, or jelly, and emer-
gency contraception.25 All other methods were grouped 
as traditional methods.

Current modern method users
Women who reported using any modern contraceptive 
method at the time of the survey were considered modern 
method users.

Contraceptive prevalence rate
The proportion of women who reported using a method 
at the time of the survey. This was estimated for modern 
contraceptive methods among different groups of women 
based on their marital status.

Sexual activity
Women who reported sexual intercourse 30 days 
preceding the survey were categorised as sexually active.
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Source of modern method
The source of the modern method is the most recent 
source of provision among current modern methods 
users. We grouped sources of modern methods into 
public sources (government hospital, government health 
centre, mobile clinic, government community health 
worker and other public sectors), non- public sources 
(private hospital, private clinic or doctor, and private 
mobile clinic), for- profit outlets (pharmacy, family 
planning clinic and shop), relatives and other sources 
(friends/relatives). A second categorisation in the anal-
ysis was done based on the theoretical capacity model 
of providers proposed by Radovich et al.22 It divides the 
providers into two groups, ‘comprehensive’ or ‘limited’. 
Comprehensive providers are public or private providers 
that can provide both short- acting and long- acting 
methods. Limited providers include service locations, for- 
profit outlets, partners and friends, which do not gener-
ally provide long- acting methods.

Unmet need for modern methods
Unmet need for contraception describes women who are 
at risk of pregnancy (married or sexually active), do not 
wish to be pregnant, but are not using a modern contra-
ceptive method. We applied an algorithm proposed by 
Bradley et al to identify ‘unmet need for limiting’ and 
‘unmet need for spacing’ among married women and 
sexually active unmarried women.26 Also, we adopted the 
definition of FP2020 to compute the ‘unmet need for 
modern methods’.4 Because women using a traditional 
method are less protected against pregnancy, they were 
included with the non- users and considered to have an 
unmet need for modern contraception.27 Unmet need 
was estimated using the denominator of all women 
regardless of whether they were in need of family plan-
ning or not.

Percentage of demand satisfied by a modern method
This is the percentage of women at risk of pregnancy 
and who do not wish to become pregnant, who are using 
modern methods. The numerator is current modern 
method users, and the denominator is all women in 
need of family planning (current users of any contra-
ceptive methods and women with unmet need for family 
planning).

Existence of barriers to access to health services
Women were asked whether getting permission to go, 
getting money to pay for services, the distance to travel 
or going alone to a health centre were barriers in their 
access to health services. We created a binary variable 
categorising women who said that they had none of these 
issues vs those who had one or more.

Core indicators
The core indicators include ‘contraceptive prevalence 
rate’, ‘unmet need for modern method’ and ‘percentage 
of demand satisfied by a modern method’ for currently 
married and sexually active unmarried women. Demand 

satisfied by a modern method among women ages 15–24 
in need of family planning was the main outcome variable 
in the logistic regression.

Explanatory variables
We included in the logistic regression the respondents' 
socio- demographic characteristics (literacy, ethnicity, reli-
gion, marital status (married/cohabiting at the time of 
the survey or no), parity and household wealth quintile); 
knowledge of modern contraceptive methods and the 
existence of barriers to access health services.

Data analysis
Data analysis was carried out using Stata (V.13, StataCorp). 
We conducted a descriptive analysis to describe the socio-
demographic characteristics of the study population 
within three age groups (15–19, 20–24, 25 or older). We 
used logistic regression to conduct bivariate and multi-
variable analyses to assess the associations between the 
explanatory variables and modern method use among 
sexually active women of ages 15–24 years in need of 
contraception. We retained all explanatory variables 
in multivariable logistic regression. We used the svyset 
command to adjust for clustering, stratification and the 
sampling weights of individual women in all analyses.

Missing data
There were no missing data in any variables used except 
for the source of the modern method. Of condom users 
15–49 years old, 26 out of 1805 (1.4%) had a missing 
source of method; and 19 of them were 15–24 years old. 
We grouped them within the ‘pharmacy’ category, which 
is the most common source for condom users.

Qualitative strand
Study site and population
Data collection was conducted in the city of Allada, one 
of the Fon cultural capitals—the largest ethnic group in 
Benin—and located in southern Benin about 50 km from 
Cotonou, the largest city of Benin. The region offers the 
advantage of being semirural with diverse religions and 
care practices such as spiritual care, alternative care and 
biomedicine.28 Spiritual healing involves using mystical 
practices, advice prescribed by traditional healers which 
are viewed as effective in treating health problems. Such 
practices could include consulting deities, performing 
rituals, using leaves or consuming herbal teas. Alternative 
care refers to the use of herbal infusions and powders, 
as well as the use of certain leaves and barks to address 
health issues.

We restricted the target population of the qualitative 
study to women ages 18–24 years old due to consent issues 
with minors. We collected data from two main groups: 
young pregnant women from whom we wanted to learn 
about access barriers and utilisation of modern methods 
based on their experiences, particularly in cases where 
pregnancy might be unintended. They were recruited 
after pre or postnatal visits, or consultation about family 
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planning services in the main public health centre of 
Allada.

Healthcare providers helped us identify women that 
met our inclusion criteria (pregnant young women). We 
later approached them face- to- face outside the health 
facilities after consultations. Non- pregnant adolescent 
girls and young women were recruited in schools through 
purposive sampling, and in the community using conve-
nience and snowball sampling techniques. In the commu-
nity, we visited public places (markets, school yards, parks) 
and approached young women face to face to examine if 
they met our inclusion criteria and were willing to partic-
ipate in the study. New potential participants were then 
referred by previous informants.

Since the use of modern contraceptive methods may 
also be affected by other actors in decision making and 
service provision, we collected data from young men 
ages 18–24, healthcare providers in public and private 
local health centres, relatives of adolescent girls and 
the leaders of a non- governmental organisation (NGO) 
which promotes contraceptive methods in the region. 
Those informants were all recruited by purposive 
sampling techniques.

Data collection
Data were collected through in- depth interviews and 
focus group discussions with young people, females and 
males separately. The group discussions were conducted 
in isolated public places (parks, youth gathering places) 
to ensure quietness and that participants speak with ease 
and without fear of being seen by relatives. We conducted 
the discussions mainly in the Fon language. The number 
and characteristics of the participants are shown in 
table 1.

Based on an adapted theoretical framework from the 
PASS Health Seeking Behaviour model of Hausmann 
Muela et al29 and the first findings from the quantitative 
analysis, we designed interview guides specific to each 
target group. The question guides focused on perceptions 
of ideal family size, knowledge of contraceptive methods 
and decision making for contraceptive use.

Data analysis
All recorded sessions were transcribed into French. 
Those that were not conducted in French were trans-
lated. A content analysis of transcripts was done using 
the software MAXQDA V.11. In the inductive analysis, 
narrative data were parsed and categorised into units of 
meaningful information and the categories were linked 
to understanding young women’s decision making for 
contraception.

RESULTS
Quantitative strand
Overall, 15 928 women of reproductive age (15–49 years 
old) were surveyed on the DHS; 39.4% (n=6251) were 
15–24 years old. The sociodemographic characteristics 
of the respondents by three age groups (15–19 years 
old; 20–24 years old and 25 years or older) are shown in 
table 2.

Modern contraceptive use was 11.2% (95% CI 10.6% 
to 12.0%) among all women of reproductive age (15–49 
years old) vs 8.5% (7.7% to 9.5%) among women ages 
15–24, and 13.0% (12.1% to 14.0%) among 25 years old 
women or older.

Contraceptive practices and knowledge in the study 
population are shown in table 3, where we compared 
four groups: adolescents and young women (15–24 years) 
and women 25 years or older, separately married and 
unmarried sexually active. Among all women, the unmet 
need for modern contraception was significantly higher 
among young unmarried sexually active women (60.8%) 
compared with all other groups. Specifically, among 
women in need of family planning, the percentage of 
demand satisfied by a modern method was lowest among 
15–24 years old married women (17.3%).

Table 4 shows the method mix among users of modern 
methods. Among unmarried sexually active women ages 
15–24 years, 63.4% of modern contraceptive users were 
using short- term methods, and more than 60% of these 
being male condom users. The use of modern contracep-
tives was lower among married young women (27.1%), 
sexually active unmarried women ages 25 or above 
(25.7%) and among married women 25 years old or 
more (19.3%). Although there was no substantial differ-
ence in long- term method use among married women 
(72.9% vs 80.7%) of 15–24 years old and 25 or older, the 
use of implants and IUDs was lower among young women 
(49.4% vs 61.0%). Regarding the source of contraceptives, 
unmarried sexually active young women obtained their 
contraceptives from for- profit outlets or relatives (62.1%) 
or comprehensive providers (36.2%). The public sector 
was the main source of methods among young and adult 
married women (77.0% and 78.9%).

Factors associated with demand satisfied by a modern method
We examined the demand satisfied by a modern method 
among women ages 15–24 years in need of contraception 
(n=1736). Table 5 shows the percentages of modern method 

Table 1 Numbers and characteristics of participants in 
informant interviews and focus group discussions

Informant 
interview

Focus group 
discussion

Pregnant women 12 –

Non- pregnant women 13 7

Young men 3 7

Relatives of adolescent girls 2 –

Service providers, NGO leaders 6 –

Total 36 14

NGO, non- governmental organisation.
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users and the crude and adjusted ORs of each factor on the 
use of modern methods. The multivariable analysis showed 
that being unmarried, higher parity, existence of barriers in 
access to health services and a higher number of modern 
methods known by a woman were positively associated with 
demand satisfied by a modern method.

Qualitative strand
We identified three main barriers in access to and utilisa-
tion of contraception services among adolescents, which 
are (1) sociocultural perceptions related to sexuality and 
fertility and (2) perceptions about the purpose and effec-
tiveness of contraception. A conceptual model of the 
barriers is shown in figure 1.

Sociocultural norms
Sociocultural norms including gender norms, cultural 
and religious perceptions affect people’s perceptions 
about young women’s fertility and the need for contra-
ception in Allada. These norms include views about preg-
nancy before marriage, male partners’ role in women’s 
contraceptive use, local perceptions of women’s fertility, 
resulting in different perceptions of contraception such 

as the misuse of biomedicine, perceived effectiveness of 
natural methods, mistrust in modern methods and nega-
tive views about modern method users.

To be pregnant before marriage
There is a common negative perception about sexual 
intercourse among adolescents. Becoming pregnant as an 
adolescent and before marriage is not well viewed in the 
community as judged as promiscuity. Therefore, unmarried 
young women avoid such judgement through the use of 
traditional methods such as abstinence or fertility awareness. 
This allows young women to avoid exposing their premarital 
sexual activity publicly. This situation prevents unmarried 
young women from using contraceptives.

To avoid pregnancy, one must abstain from sex. If a girl 
really wants to avoid shame in front of her classmates, she 
must refrain from sex. (less than 20 years old/pregnant)

Perceptions regarding the ideal family size
In the study area, there was cultural pressure on having a 
certain number of children based on social norms about 
the ideal family size. It implies that when a young woman 

Table 2 Sociodemographic characteristics of the quantitative analysis sample (Benin DHS 2017–2018); N=15 928 (women 
ages 15–49)

Variables Age groups

15–19 years (n=3335) 20–24 years (n=2916) 25 years or older (n=9677)

n % 95% CI n % 95% CI n % 95% CI

Residence Urban 1468 42.2 39.4 to 45.1 270 41.6 39.0 to 44.4 4307 42.8 40.8 to 44.8

  Rural 1867 57.8 54.9 to 60.7 1646 58.4 55.7 to 61.0 5370 57.2 55.2 to 59.2

Ethnicity Fon 1227 37.4 34.4 to 40.4 1004 34.6 32.0 to 37.3 3514 37.5 35.4 to 39.7

  Others 2108 62.6 59.6 to 65.6 1912 65.4 62.7 to 68.0 6163 62.5 60.3 to 64.6

Religion No religion 165 4.6 3.8 to 5.7 140 4.4 3.6 to 5.4 528 5.3 4.5 to 6.3

  Traditional 235 6.9 5.8 to 8.3 224 7.8 6.5 to 9.3 1010 10.4 9.1 to 11.8

  Islam 892 26.9 24.2 to 29.8 932 32.7 29.8 to 35.8 2853 29.7 27.5 to 32.0

  Christianity 2018 60.8 57.9 to 63.6 1585 53.8 50.8 to 56.7 5181 53.5 51.2 to 55.8

  Others 25 0.8 0.5 to 1.3 35 1.3 0.8 to 2.3 105 1.1 0.9 to 1.5

Literacy Can read 1899 57.0 54.5 to 59.6 1301 44.3 41.6 to 47.0 2290 23.0 21.5 to 24.6

  Cannot read 1436 43.0 40.1 to 45.5 1615 55.7 53.0 to 58.4 7387 77.0 75.4 to 78.5

Marital status Not married 2712 81.5 79.7 to 83.3 972 32.7 30.4 to 35.2 1074 11.1 10.3 to 12.0

and Sexually inactive 2344 70.3 68.2 to 72.3 688 23.4 21.5 to 25.3 822 8.6 7.9 to 9.4

sexual activity Sexually active 368 11.2 10.0 to 12.6 284 9.3 8.1 to 10.8 252 2.5 2.2 to 2.9

  Married 623 18.5 16.7 to 20.3 1944 67.3 64.8 to 69.6 8603 88.9 88.0 to 89.7

Parity 0 2826 84.8 83.2 to 86.3 974 32.5 30.5 to 34.7 372 3.7 3.3 to 4.1

  1 426 12.8 11.5 to 14.3 925 32.6 30.7 to 34.5 690 7.2 6.6 to 7.8

  2 79 2.2 0.2 to 2.9 663 23.2 21.5 to 25.0 1212 12.4 11.7 to 13.2

  three or more 4 0.1 0.0 to 0.3 354 11.7 10.4 to 13.1 7403 76.7 75.6 to 77.9

  Median (IQR) 0 (0–0) 1 (0–2) 4 (3–6)

Wealth Poorest 538 15.7 13.2 to 17.6 464 15.0 12.9 to 17.3 1854 18.5 16.6 to 20.6

quintile Poorer 658 20.3 18.3 to 22.5 536 18.9 17.1 to 20.9 1782 18.6 17.3 to 20.1

  Middle 631 19.8 17.8 to 22.0 564 19.9 17.9 to 22.0 1790 19.3 18.0 to 20.6

  Richer 691 21.2 19.1 to 23.6 630 22.5 20.4 to 24.8 1960 21.1 19.6 to 22.7

  Richest 817 23.4 20.6 to 26.4 722 23.8 21.2 to 26.6 2291 22.5 20.6 to 24.6

DHS, Demographic and Health Survey.
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gets married, she may not be allowed to use contracep-
tion until she has several children.

If we say that someone has enough children, it will be from 
seven. That is when the person will say, ‘Yes, I do have chil-
dren.’ (less than 20 years old/male)

None of the respondents mentioned cultural pressures 
that might force young unmarried women to have chil-
dren early.

Decision-making dynamics
Women do not often have the decision- making power to 
use contraception.

One day, some people went door- to- door to inform us of the 
presence of an NGO at the health center for family planning 
services. I then informed my husband and did the injection 
for 3 months. But after he forbade me to continue it, because 
of rumors about other women’s bad experiences. When your 
husband refuses you have no choice. (20–24 years old/
pregnant)

Perceptions of contraception
Contraception perceived as abortion
Religious beliefs, especially Catholicism, also affect the 
utilisation of contraception.

In my opinion, ‘planning’ is an abortion, a deadly sin. We 
are killing babies without knowing and it is against the ten 
commandments of God. We are also killing ourselves because 
we do not know the consequences of those things in our body. 
(less than 20 years old/non- pregnant)

Perceptions of modern method users
Respondents believed that the use of contraception facil-
itates sexual promiscuity. Contraception was also consid-
ered to be a eugenic procedure.

When she was 12 years old, people told me to have her adopt 
a contraceptive method. I thought it was asking her to pros-
titute herself and I did not. Here now, as you see, she came 
home with pregnancy while she is still having her training. 
(Relative of pregnant)

Perceived effectiveness of natural methods
Faith in natural methods contributes to reluctance to use 
modern contraceptives among young women.

I do not plan to use any of those things [modern methods]. 
My family members told me they will prepare an herbal tea 
for me and I will not get pregnant for the period I want - they 
know how to do it. (less than 20 years old/pregnant)

Beliefs were led by fear of side effects of modern 
methods, and these opinions were in part based on 
rumour or hearsay.

It happened to one of my relatives. She chose the one that is 
inserted in the arm. Three months later, she had no more 
periods. Then when she had menstrual periods again, it was Ta
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too much. It was when it became excessive that she had to 
go where she had it inserted for removal. Finally, she died. 
(20–24 years old/female)

Misuse of biomedicine
Some also perceived ‘aspirin’ to be effective in preventing 
pregnancy and used it as a type of modern method.

I often use Sedaspir [commercial name of acetylsalicylic 
acid] and it works well. I buy the box at the pharmacy for 
1500 franc CFA [equivalent to 3 US dollars]. (20–24 years 
old/pregnant).

DISCUSSION
We investigated modern method use, unmet need for 
contraception and the reasons why modern methods were 
not used; focusing on adolescent girls and young adult 
women (15–24 years old) using the most recent BDHS 
2017–2018 combined with a qualitative study conducted 
in the Allada area in Benin.

Our quantitative analysis revealed that characteristics of 
modern method use differed between unmarried sexu-
ally active and married young women ages 15–24. Among 

all women, young unmarried sexually active women 
had both the highest modern contraceptive use and the 
highest unmet need for modern contraceptives. Modern 
method users tended to adopt more short- term than long- 
term methods, especially the male condoms which they 
acquired from providers with a limited range of methods. 
Young married women had the lowest percentage of 
demand satisfied by a modern method among women 
who wished to delay or limit births. Factors associated 
with modern method use among young women in need of 
contraception were being unmarried, having at least one 
child, experiencing barriers in access to health services 
and knowing a greater number of modern contracep-
tives. As suggested by the qualitative analysis, the reasons 
underlying the high unmet need for modern contracep-
tives in young women are related to the access and use of 
modern methods which can be categorised as ‘sociocul-
tural norms’ and ‘perceptions of contraception’.

Young unmarried women had the highest unmet need 
for modern contraceptives as a percentage of all women, 
which may explain the high rate of unintended pregnancy 
in Benin. Very few unmarried young women want to have 
a child due to community negative perceptions about 
premarital sexual intercourse and pregnancy, therefore, 

Table 5 Percentages and factors associated with modern method use among 15–24 years old women in need of 
contraception (n=1736)

Variables
Modern method use 
(95% CI) Crude OR (95% CI) P value Adjusted OR (95% CI) P value

Residence Urban 21.9 (18.8 to 25.2) Ref Ref

  Rural 19.5 (16.9 to 22.5) 0.87 (0.67 to 1.12) 0.283 1.00 (0.72 to 1.38) 0.999

Ethnicity Others 21.6 (19.1 to 24.4) Ref Ref

  Fon 18.1 (15.0 to 21.7) 0.80 (0.61 to 1.05) 0.111 0.76 (0.55 to 1.05) 0.095

Religion Christians 20.6 (18.0 to 23.4) Ref Ref

  Islam 21.6 (18.0 to 25.8) 1.07 (0.80 to 1.42) 0.666 1.04 (0.73 to 1.47) 0.828

  Traditional and others 17.1 (12.0 to 23.9) 0.80 (0.52 to 1.24) 0.312 0.83 (0.53 to 1.30) 0.406

Literacy Cannot read 17.8 (15.2 to 20.7) Ref Ref

  Can read 23.6 (20.5 to 27.0) 1.43 (1.10 to 1.85) 0.007 1.20 (0.89 to 1.61) 0.233

Marital status Married 17.3 (15.1 to 19.8) Ref Ref

Not married 27.6 (23.8 to 31.7) 1.82 (1.42 to 2.35) <0.001 3.33 (2.21 to 5.01) <0.001

Parity None 23.4 (19.9 to 27.3) Ref Ref

  One 19.6 (16.3 to 23.3) 0.80 (0.59 to 1.07) 0.133 2.11 (1.39 to 3.22) 0.001

  Two or more 18.6 (15.4 to 22.4) 0.75 (0.54 to 1.02) 0.071 2.22 (1.39 to 3.55) 0.001

Wealth quintiles Poorest 21.9 (15.6 to 29.8) Ref Ref

Poorer 18.2 (13.9 to 23.4) 0.79 (0.46 to 1.35) 0.388 0.78 (0.45 to 1.33) 0.358

  Middle 20.3 (16.0 to 25.5) 0.91 (0.55 to 1.48) 0.701 0.79 (0.49 to 1.28) 0.333

  Richer 18.5 (14.7 to 23.1) 0.81 (0.49 to 1.35) 0.420 0.69 (0.41–1.16) 0.161

  Richest 24.0 (20.0 to 28.5) 1.13 (0.70 to 1.81) 0.625 0.94 (0.56 to 1.57) 0.814

Barriers to 
access to
the services

None 17.6 (14.6 to 21.1) Ref Ref

Any 22.2 (19.6 to 25.1) 1.34 (1.02 to 1.76) 0.038 1.52 (1.15 to 2.02) 0.003

No of modern 
methods known

Fewer than 4 9.7 (6.3 to 14.8) Ref Ref

4–6 21.1 (18.2 to 24.3) 2.48 (1.48 to 4.15) <0.001 2.43 (1.45 to 4.07) 0.001

More than 6 23.7 (20.2 to 27.5) 2.88 (1.70 to 4.85) <0.001 3.00 (1.73 to 5.21) <0.001
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in need of contraception. However, as unmarried young 
women are considered in the communities not to be 
ready for sexual intercourse they are reluctant to request 
contraceptives despite their wish to avoid a pregnancy.19 20 
Moreover, the fear of adverse effects contributes to young 
women’s non- use or discontinuation of modern contra-
ceptives.20 30 31

Among unmarried young women in need of family 
planning, those with demand satisfied by a modern 
contraceptive tend to use male condoms, the most 
adopted modern method in Benin (45.3%), which can be 
easily obtained from for- profit outlets, partners, and rela-
tives. This finding is similar to that of Ali and Cleland32 
secondary data analysis from 36 African countries which 
showed that male condoms constitute 51.3% of modern 
methods among unmarried women ages 15–24 years. 
Our qualitative analysis suggested that while access to 
male condoms has fewer barriers, male partners are in 
most cases the ones to obtain the method for use. Conse-
quently, the decision to use a male condom is likely to 
be made by the male partner whose failure to acquire 
the method or unwillingness to use could be a barrier 
to the young woman’s contraceptive use. Male condoms 
are obtained in shops, pharmacies, or from NGOs during 
awareness- raising campaigns. Also, young women may 
assume that male partners obtain contraceptives mainly 
from pharmacies which could explain why pharmacies 
and relatives are the most frequent sources of methods 
reported in the BDHS 2017–2018. Young people’s choice 
of providers including shops and pharmacies is based on 
their values for discretion, respect of confidentiality and 

the quickness of the service delivery. This is in line with 
the findings of Murray et al33 which suggested that the 
preference of pharmacies by young women in requesting 
contraceptive services may be driven by their perception 
that the providers are youth friendly.

Also, young married women in need of family planning 
had a lower percentage of demand satisfied by a modern 
contraceptive compared with unmarried young women 
and older married women. Most young women want to 
have a child once they get married which explains the 
low unmet need as a percentage of all women. However, 
married young women who wished to delay the next preg-
nancies face several challenges in decision making. For 
instance, the qualitative study found that women are often 
under pressure to have children once they get married due 
to traditional beliefs about fertility that prevent married 
women from using contraceptives. Women are expected 
to demonstrate their fertility after marriage, which may 
be even stronger for younger women as suggested by 
the literature.34–38 Moreover, in a social context such as 
Allada, where large families of seven children are the 
average, the family size is often decided by male partners 
and women feel less empowered to decide on their own 
to adopt contraceptives. This may explain the high total 
fertility rate of 5.7 in Benin. To get around the barrier 
of spousal consent, some married women request contra-
ceptives discretely, after giving several births and as their 
households face economic challenges to raise the chil-
dren. Some women would request long- term methods 
such as implants to be inserted in the leg or other unusual 
and less exposed parts of the body.

Figure 1 A conceptual model of the barriers to access and utilisation of contraception services from qualitative analyses.



10 Ahissou NCA, et al. BMJ Open 2022;12:e054188. doi:10.1136/bmjopen-2021-054188

Open access 

Our study revealed that factors associated with modern 
method use among those in need included literacy, 
not being married, having children, knowing a greater 
number of modern methods and experiencing barriers 
to access health services. Although ‘literacy’ was not 
often used as a variable in previous studies, among young 
women there was evidence of a positive association 
between educational attainment and the demand satis-
fied.35 39 Similarly, the number of modern methods known 
was positively associated with use. The strongest associa-
tion was found between women’s marital status and the 
demand satisfied by a modern method. The multivariate 
analysis revealed that young unmarried women were four 
times more likely to use modern methods. This finding 
strengthens the evidence that married young women are 
being left behind in terms of demand satisfied. Also, a 
similar positive association between being unmarried and 
using modern contraceptives was found by Dansou et al 
in a study among all women of reproductive age (15–49 
years old) in Benin.20 Several other studies conducted in 
other sub- Saharan African countries such as Burkina Faso, 
Ethiopia, Nigeria and Ghana found that modern method 
prevalence was higher among unmarried adolescent girls 
compared with married.40 41 Young unmarried women 
used contraceptives to avoid pregnancy because of the 
social stigma associated with early pregnancy in Benin, 
and because they have no income to support a child on 
their own.10 20 This finding is also supported by our qual-
itative data. Having a child was associated with modern 
method use. Other studies revealed that women with chil-
dren were more likely to use modern methods.42 43 Health 
education from care providers during pregnancy and in 
the postpartum period might be a contributing factor 
because the BDHS 2017–2018 showed that coverage of 
antenatal care provided by skilled personnel and delivery 
in a health facility were 83% and 84%, respectively. Coun-
terintuitively, we found that having barriers to access to 
health services was associated with a higher likelihood of 
modern methods use. We hypothesise that women who 
had accessed contraceptive methods were more likely 
to report barriers, while those who did not report such 
barriers did not theoretically exist.

Finally, our qualitative analysis revealed aspirin or 
paracetamol was used in Allada to prevent pregnancy, 
despite the lack of a biomedical evidence based for such 
an effect. Boko et al noted the same practice in Benin.44 
The practice may be driven by the fact that requesting 
such medicine does not expose a young woman to any 
social stigma as the drug is not viewed as a contraceptive 
method by providers. This common practice may imply 
that the use of oral contraception use among young 
women in the BDHS 2017–2018 is an overestimate. In a 
context such as in Allada where other ineffective drugs 
are used as oral contraceptives, it is important to promote 
accurate knowledge as well as practices through health 
education activities.

Limitations
Our study has several limitations. Because we used 
secondary data, our analysis could have been affected by 
recall errors and biases in some variables collected in the 
DHS. For example, several assumptions were made in the 
DHS to assess the need for contraception among women, 
which were criticised to have possibly induced an under-
estimation in unmet needs for family planning.45 The 
assumptions concerned the frequency of sexual activity of 
women, women’s capacity to conceive (fecundity criteria, 
length of lactational amenorrhoea which is 24 months in 
DHS vs 6 months clinically accepted standard), and the 
validity of their reports on whether recent births were 
desired. In the qualitative study, having a male interviewer 
might have affected responses from young women. Mean-
while, this was addressed as a young female interviewer 
continued interviews with female participants. Moreover, 
we could not ascertain whether a respondent in the qual-
itative study was sexually active whereas the analysis of 
determinants in the quantitative study focused on sexu-
ally active young women.

Conclusion
Access to and use of modern contraceptive methods is 
low among women in Benin, especially among adoles-
cent girls and young women. Adolescent girls and young 
women tend to use short- term methods such as condoms 
which they obtain from easily accessible providers and 
relatives. Unmarried and married women face different 
barriers to use modern contraceptives, which need to be 
carefully addressed. Most importantly, young married 
women who wish to delay births should be specifically 
targeted in interventions to address challenges related to 
decision making to use contraceptives. Raising awareness 
in communities with strong culture towards encouraging 
early marriage and high fertility, as well as promoting 
comprehensive sexuality education and providing youth- 
friendly services may help reduce the incidence of unin-
tended pregnancies among adolescent girls and young 
women.46 47
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