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Abstract

Contraception is essential for preventing unintended pregnancies, averting about 230 million births and saving over 272,000
mothers’ lives globally each year. Although 40% of pregnancies worldwide are unintended, contraceptive use in Africa remains low,
increasing only from 23.9% in 2012 to 28.5% in 2017. In contrast, Rwanda has seen a major rise in contraceptive uptake, from 17%
in 2005 to 64% in 2020. This retrospective study examined factors influencing contraceptive use among Rwandan women of
reproductive age using data from the 20192020 Demographic and Health Survey. Most participants were 35-39 years old, lived in
rural areas, had primary education, were married, and had 4—6 children. Multivariate analysis showed that age, marital status, number
of children ever born, education, religion, and wealth index were significantly associated with modern and current contraceptive use
(p < .001), while residence showed no association. These findings underscore the importance of sociodemographic factors for
strengthening family planning policies in Rwanda. (Afr J Reprod Health 2026, 30 [15]:66-79).

Keywords: Contraception use; Reproductive age women; Rwanda; Family planning; Modern methods

Résumé

La contraception constitue une stratégie majeure de santé publique pour prévenir les grossesses non intentionnelles, permettant
d’éviter environ 230 million de naissances et de sauver plus de 272 000 vies maternelles chaque année dans le monde. Malgré
qu’environ 40 % des grossesses soient non planifiées a I’échelle mondiale, 1"utilisation des contraceptifs en Afrique demeure limitée,
passant seulement de 23,9 % en 2012 a4 28,5 % en 2017. A Pinverse, le Rwanda a enregistré une progression remarquable du recours
a la contraception, de 17 % en 2005 a 64 % en 2020.Cette étude rétrospective, fondée sur les données de I’Enquéte Démographique
et de Santé 2019-2020, a analysé les déterminants de 1’utilisation contraceptive chez les femmes rwandaises en age de procréer.
L’analyse multivariée a révélé que 1’age, 1’état matrimonial, la parité, le niveau d’instruction, la religion et I’indice de richesse étaient
significativement associés a 1’utilisation actuelle et moderne des contraceptifs (p < 0,001), contrairement au lieu de résidence. Ces
résultats soulignent I’importance des déterminants sociodémographiques dans ’orientation des politiques de planification familiale
au Rwanda. (Afr J Reprod Health 2026, 30 [15]: 66-79).

Mots-clés: utilisation des contraceptifs ; femmes en dge de procréer ; Rwanda ; planification familiale ; contraceptifs modernes

Introduction

Contraception refers to methods used to prevent
unintended pregnancy as a result of sexual
intercourse. It can generally be defined as the
deliberate prevention of conception or impregnation
during sexual activity.! Failure to access or use
contraception can lead to significant consequences,
one of the most common being unintended
pregnancies.” An unintended pregnancy is a

pregnancy that occurs when it was not expected,
various factors can contribute to unintended
pregnancies, such as lack of access to healthcare and
unawareness of contraceptive options. Adolescents
are among the groups most affected by unintended
pregnancies.’ Contraception plays a pivotal role in
reducing the prevalence of unintended pregnancies
when accessible, affordable, and used correctly.
Lack of access to contraception, particularly in low-
and middle-income countries, contributes to higher
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rates of unintended pregnancies.* Through reducing
unintended pregnancies, it helps to reduce maternal
ill-health and maternal death related to
pregnancies.”® It reduces also unsafe abortion and
transmission of HIV from mothers to newborns as
well. Using contraceptives prevents nearly 230
million births annually and saves 272,040 mothers'
lives globally.6 If the need for modern contraceptive
care were fully met in low- and middle-income
countries, unintended pregnancies would decrease
by more than two-thirds.’

Additionally, the potential impacts of not
using contraception among reproductive-age women
are unintended pregnancies with associated
outcomes. These include negative developmental
outcomes, economic outcomes, and health
outcomes, such as child malnutrition, higher school
dropout rates especially in adolescents, and reduced
educational achievements.” Worldwide, 40% of
pregnancies are unintended ® and the number of
women desiring using family planning methods are
increasing from the past two decades, from 900
million in 2000 nearly to 1.1 billion in 2021.
Between 2000 and 2021, the number of women
using modern contraceptive has increased from 663
million to 851 million>® In past 20 years,
contraception use decreased maternal death on 40%
in developing countries, only by decreasing the
number of unintended pregnancies.” In 2015, Sub-
Saharan  African countries accounted for
approximately 66% of global maternal deaths.
Additionally, unintended pregnancies make up over
a quarter of the 40 million pregnancies that occur
each year among women of reproductive age
worldwide.! If there is an adequate accessibility and
all unmet need are satisfied, the number of
unintended pregnancies could fall by a three quarters
and maternal death by a third.!!

In Africa, the prevalence of contraceptive
use among married women and in relationship in
2012 and 2017 was estimated to be low: at 23.9%
and 28.5% respectively compared to global average
approximately 65% and influencing factors are
multidimensional and have been reported as
knowledge of contraceptives methods and
sociodemographic factors such as education,
poverty, level of income, marital status,
employment; parity, number of living children, fear
of side effects of contraceptives methods, being
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sexually active, partner communication and
approval.'>!3 This was associated with an increase in
maternal and infant morbidity and mortality.’

Rwanda's population has grown from 4.6
million in 1978 to 13.2 million in 2022, with fertility
rates declining from 8.6 to 3.6 children per woman
and the majority of the population is under 30,
reflecting significant demographic changes.!* The
government implemented a policy granting every
citizen aged 18 and older, the access to
contraception, aiming to reduce unintended
pregnancies and promote reproductive health among
young people. This initiative also aims to further
reduce the fertility rate and prevent its resurgence,
aligning with the government’s commitment to
promoting national development and minimizing
maternal and newborn mortality, along with their
associated consequences. '’

The prevalence rate of contraception uses
among women in reproductive age in Rwanda,
increased from 17 to 52% in 2005 and 2010
respectively and stayed at 53% in 2015 then
increased to 64% in 2020. The fertility rate
decreased from 6.1 in 2005 to 4.2 in 2015. As one of
Africa's most densely populated countries, lowering
the fertility rate was viewed as crucial for reducing
infant and maternal mortality and fostering a vibrant,
educated middle class to drive the country's
development. To address this, the government
initiated an extensive, multisectoral public education
campaign promoting family planning as a means to
reduce infant and maternal mortality, poverty and
advance national development.'® As the total
demand of contraceptive method is higher and
research on contraception use in Rwanda is limited,
this make a need of studying and identifying factors
which influence the contraceptive use in Rwanda for
further implementation and readjustment of the
family planning program, and further insights to
improve women's reproductive health by increasing
awareness about preventing unintended pregnancies
among women in their reproductive age.'®!” The
study was driven by the research question: what are
factors influencing the use of contraceptives among
women in reproductive age in Rwanda?

This study aims to understand current status
of contraception use and predisposing factors and to
assess if predisposing factors influence the use of
contraception methods among Rwandan women in
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reproductive age who want to space their births or
have no further fertility intentions, to serve as a basis
to reduce unintended pregnancies and related
effects, as well as overpopulation, thereby
alleviating poverty and promoting national
development. While the importance of contraception
in middle-income countries is well recognized,
research on contraception use in Rwanda is limited,
this study will support further implementation and
adjustment of family planning programs and provide
insights to enhance women's access to sexual and
reproductive health services in Rwanda. Earlier
research has indicated that cultural and religious
myths can affect contraceptive use.'® Other studies
have shown that factors related to couples such as
partner discussions, approval, and joint decision-
making as well as sociodemographic characteristics
(including age, education, religion etc.)!*?!, parity'?,
exposure to various information sources,*
knowledge of contraceptive methods, and fears
regarding side effects,? all play a role in determining
contraception utilization.

Methods
Study setting and period

According to the 2022 census, Rwanda has a
population of approximately 13.2 million people. It
is one of the most densely populated countries in
Africa. Rwanda shares borders with Uganda to the
north, Tanzania to the east, Burundi to the south, and
the Democratic Republic of the Congo (DRC) to the
west. Rwanda Demographic and Health Survey is
implemented by the National Institute of Statistics of
Rwanda (NISR) in collaboration with Ministry of
Health (MoH). RDHS funding is provided by the
Government of Rwanda and other developmental
partners. The Demographic and Health Survey
(DHS) is conducted every five years in low and
middle-income countries using standardized pre-
tested and validated questionnaire and they follow a
similar sampling data collection and coding
procedure in all concerned countries. The 2019-
2020 Rwanda Demographic and Health Survey
(RDHS) is the fifth and most recent survey, with data
collected from 9 November 2019 to 20 July 2020.

Contraception use among women in Rwanda

Data sources and extraction

Data for Rwanda were obtained from the DHS
program’s official database
https://www.dhsprogram.com , after a permission
was granted via an online request explaining the
purpose of our study.

Study design and sampling

This is a retrospective study which analyzes recent
data from 2019-2020 Rwanda Demographic and
Health Survey (RDHS).The sampling frame
consisted of a complete list of enumeration areas
(EAs) covering the entire country, provided by the
National Institute of Statistics, the agency
responsible for implementing the RDHS. An EA,
defined during the 2012 Population and Housing
Census (RPHC), corresponds to a natural village or
part of a village and served as the census counting
unit.

The 2019-2020 RDHS used a two-stage
sampling design, which allowed for the estimation
of nationally representative indicators. In the first
stage, sample points (clusters) were selected from
the EAs identified in the 2012 Rwanda Population
and Health Census (RPHC). A total of 500 clusters
were chosen, including 112 from urban areas and
388 from rural areas.In the second stage, households
were systematically sampled. From June to August
2019, a listing of households was carried out in all
selected EAs, and 26 households were randomly
drawn from each cluster, yielding a total of 13,000
households. All women aged 15-49 and men aged
15-59 who were permanent residents of the selected
households or visitors who had spent the night
before the survey there were eligible for interview.
A total of 21,147 individuals were interviewed,
including 14,634 women and 6,513 men. All eligible
women aged 15-49 completed the Woman’s
Questionnaire, bringing the total number of female
respondents to 14,634. Because the sample sizes
were approximately equal across districts, the
national sample is not self-weighting. To correct for
this, weighting factors were applied to the data,
ensuring proportional representation at the national
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Figure 1: Flow diagram showing the sampling procedures of the DHS data.

Note: Numbers are unweighted; percentages and estimates in the analysis are based on weighted data. The weighted

number is 30820

level. This resulted to the final

denominator of 30,820 (Figure 1).

weighted

Study population

The study population consisted of women of
reproductive age (15-49 years), including those
who were pregnant or in the postpartum period
at the time of the survey. All participants took
part in face-to-face interviews, and all questions
were answered.

Definition of variables

The outcome variables in this study include
current contraceptive use by method type and
patterns of use. Current use by method type
refers to the specific contraceptive method a
woman is using at the time of the survey.
Contraceptive methods assessed are categorized
into modern methods (such as hormonal
contraceptives, intrauterine devices, implants,
and condoms) and traditional methods (such as
folkloric methods, withdrawal and periodic

abstinence). Pattern of use refers to participants
who are actively using contraception at the time
of data collection, regardless of the method type.
This study utilized individual-level variables as
independent variables. These include age,
marital status, total number of children ever
born, highest level of education, religion, and
wealth index. The wealth index was derived by
aggregating individual-level data based on the
Ubudehe classification (Ubudehe refers to a
national social classification system rooted in
Rwandan culture), as defined in national
statistical reports.>*

Data management and statistical analysis

Data for this study were analyzed using SPSS
version 16. Descriptive statistics were used to
summarize demographic characteristics and the
prevalence of contraceptive use. A bivariate analysis
was performed to assess the association between
sociodemographic factors and the outcome
variables, including contraceptive use and patterns
of use. Only variables that demonstrated statistical
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significance in the bivariate analysis were reported.
Dummy variables were created as needed, followed
by multivariate logistic regression analysis to further
examine these associations. A p-value of <0.05 was
considered statistically significant.

Ethical approval and consent to participate

This study did not involve the direct collection of
information  from  participants.  Therefore,
respondent consent was not applicable, as the dataset
used is publicly available and can be accessed for
download  through  the  provided link.:
https://dhsprogram.com/data/available-datasets.cfm
. All methods were carried out in accordance with
the principles of the Helsinki Declaration. The data
used in this study is de-identified, ensuring that
respondents remain anonymous. Written permission
was requested and granted by the MEASURE
DHS/ICF international program prior data access

Results

Socio-demographic characteristics

participants

of

For the total of 30820 weighted number in the study,
their age distribution, marital status, total children
ever born in family, education level, region of
residence, religion and wealth index are presented in
Table 1. Most of the participants are in age between
35-39 group (24,8 %). The majority of participants
(80.3%) were living in rural area. Most of
participants (67,9%) attended only primary school.
Regarding religion, (60.6%) are protestants;
Regarding marital status, most participants were
married (80.5%). In terms of family size, households
with 4-6 children were the most common,
accounting for 43.9% of the sample. The largest
proportion of participants belonged to the poorest
category (24%). (Table 1). The average children per
family was 4.6 and standard deviation of 2.246.

Prevalence of contraception use

Contraception use is presented in Table 2. To
evaluate contraceptive use, we analyzed current
use by contraception method type and patterns

Contraception use among women in Rwanda

Table 1: Participants characteristics

Variable Frequency (n) Percentage (%)
Age in 5-year

15-19 126 04
20-24 1306 4.2
25-29 2996 9.7
30-34 5343 17.3
35-39 7642 24.8
40-44 6935 22.5
45-49 6472 21
Marital status

Never in union 1662 5.4
Married 24807 80.5
Others! 4351 14.1
Total children ever

born

1-3 Children 10910 354
4-6 Children 13540 439
7-9 Children 5638 18.3
10-12 Children 732 2.4
Highest educational

level?

No education 5584 18.1
Primary 20926 67.9
Secondary 3352 10.9
Higher 958 3.1
Type of place of

residence

Urban 6060 19.7
Rural 24760 80.3
Religion

Catholic 11019 35.8
Protestant 18674 60.6
Muslim 582 1.9
Others? 545 1.8

of contraception use. The majority, 52.8% were
currently using modern method, while 6% were
using traditional methods and 41.22% were not
using any method. Among the participants, 58.8%
were using contraception, while 19.1% had never
used contraception (Table 2)

Traditional methods, Folkloric methods,
Withdrawal method, fertility tracking, Lactational
Amenorrhea Method, Modern methods: implants,
Intra-Uterine Device (IUD), Oral contraceptive pills,
Injectables, Female and Male Sterilization, Barrier
methods, Emergency contraceptives.
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Table 1: Participants characteristics (Continued)

Variable Frequency Percentage
(n) (%)

Wealth index*

Poorest 7399 24

Poorer 6036 19.6

Middle 6134 19.9

Richer 5937 19.3

Richest 5314 17.2

'0thers: Living with partner, Widowed, Divorced, No longer
living together/separated, 2No education: Less than 6 years of
education, Primary: 6 years of education, Secondary: 12 years
of education, Higher: More than 12 years of education, 3Others:
Traditional, Jehovah witness, Other, No religion, “Poorest:
About $165 per year, Poorer: $165-$330 per year, Middle: $330-
$1000 per year, Richer: $1000-$2500 per year, Richest: Above

$2500 per year'.

Table 2: Contraception use

Variables Frequency Percentage
(n) (%)

Current use by

methods

Traditional methods 1852 6

No method 12704 41.2

Modern methods 16264 52.8

Pattern of use

Never used 5888 19.1

Non-using 6816 22.1

Currently using 18116 58.8

Influence of sociodemographic factors on
contraception use

Personal characteristics on contraception use

The influence of sociodemographic factors
oncontraception use is presented in Table 3. Age
showed a statistically significant association with
contraceptive use. The prevalence of current use of
modern methods was highest among women aged
20-24 years (67.4%) and lowest among those aged
45-49 years (27.5%), with a Chi-square value of
2.492 (p < 0.001). Regarding the pattern of use, the
prevalence was again highest in the 20—24-year age
group (69.3%) and lowest in the 45-49-year age
group (36.2%), with a Chi-square value of 2.708 (p
< 0.001).The prevalence of current use of modern
contraceptive methods among married participants
(58.5%) was slightly higher compared to other

Contraception use among women in Rwanda

marital status groups, with the lowest prevalence
observed in the 'others' category (24.2%), with a Chi-
square value of 2.859, p <0.001. Similarly, married
participants showed the highest prevalence of
current contraceptive use (65.5%), while the lowest
prevalence was again observed in the 'others'
category (25.8%), with a Chi-square value of 3.281,
p <0.001.The Chi-square test revealed a statistically
significant association between the number of
children and contraceptive use (Chi-square value of
8.485, p < 0.001). The highest prevalence of modern
contraceptive use was observed among participants
with 1-3 children (58.8%), while the lowest was
among those with 10-12 children (19.9%).
Similarly, for current contraceptive use, participants
with 1-3 children reported the highest prevalence
(62.9%), whereas those with 10—12 children had the
lowest (37.0%), with a Chi-square value of 5.266, p
< 0.001. The Chi-square test showed a statistically
significant association between education level and
contraceptive use. The prevalence of current use of
modern contraceptive methods was highest among
participants with higher education (61.6%) and
lowest among those with no education (41.4%), with
a Chi-square value of 4.222, p < 0.001. Similarly,
participants with higher education also had the
highest prevalence of current contraceptive use
(67.2%), while the lowest prevalence was observed
among those with no education (47.3%), with a Chi-
square value of 5.943, p < 0.001.

The prevalence of modern contraceptive use
among urban residents was 52.9%, slightly higher
than in rural areas, where it was 52.7%, with a Chi-
square value of 19.369, p < 0.001. In contrast, the
prevalence of current contraceptive use was higher
among rural residents (59.0%), with a Chi-square
value of 13.419, p < 0.001. The highest prevalence
of modern contraceptive use was observed among
Catholics (56.2%), while the lowest was among
participants in the 'others' category (47.7%), with a
Chi-square value of 1.239, p < 0.001. Muslims
showed the highest prevalence of current
contraceptive use (63.9%), whereas the lowest was
observed in the 'others' category (51.7%), with a Chi-
square value of 1.531, p < 0.001. According to the
wealth index, the highest prevalence of modern
contraceptive use was observed among participants
in the middle wealth category (54.2%), while the
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Table 3: Personal characteristics on contraception use

Variables Current use by methods Pattern of use
Modern method n (%)  X*(P value)  Currently using n (%)  X*(P value)
Age in 5-year 2.492(<.001) 2.708(<.001)
15-19 84(66.7) 85(67.5)
20-24 880(67.4) 905(69.3)
25-29 1957(65.3) 2053(68.5)
30-34 3459(64.7) 3698(69.2)
35-39 4577(59.9) 4969(65.0)
40-44 3524(50.8) 4061(58.6)
45-49 1783(27.5) 2345(36.2)
Marital status 2.859(<.001) 3.281(<.001)
Never in union 701(42.2) 740(44.5)
Married 14511(58.5) 16254(65.5)
Others' 1052(24.2) 1122(25.8)
Total children ever born 8.485(<.001) 5.266(<.001)
1-3 Children 6412(58.8) 6859(62.9)
4-6 Children 7338(54.2) 8199(60.6)
7-9 Children 2368(42.0) 2787(49.4)
10-12 Children 146(19.9) 271(37.0)
Highest educational level® 4.222(<.001) 5.943(<.001)
No education 2311(41.4) 2639(47.3)
Primary 11462(54.8) 12783(61.1)
Secondary 1901(56.7) 2050(61.2)
Higher 590(61.6) 644(67.2)

Table 3: Personal characteristics on contraception use (Continued)

Variables Current use by methods Pattern of use
Modern method n (%) X*(P value) Currently using n (%) X*(P value)
Type of place of residence 19.369(<.001) 13.419(<.001)
Urban 3205(52.9) 34985(57.70)
Rural 13059(52.7) 14618(59.0)
Religion 1.239(<.001) 1.531(<.001)
Catholic 6191(56.2) 6897(62.6)
Protestant 9473(50.7) 10565(56.6)
Muslim 340(58.4) 372(63.9)
Others® 260(47.7) 282(51.7)
Wealth index* 1.024(<.001) 1.629(<.001)
Poorest 3736(50.5) 4053(54.8)
Poorer 3216(53.3) 3583(59.4)
Middle 3326(54.2) 3744(61.0)
Richer 3171(53.4) 3558(59.9)
Richest 2815(53.0) 3178(59.8)

10thers: Living with partner, Widowed, Divorced, No longer living together/separated, 2No education: Less than 6 years of
education, Primary: 6 years of education, Secondary: 12 years of education, Higher: More than 12 years of education, 3Others:
Traditional, Jehovah witness, Other, No religion, “Poorest: About $165 per year, Poorer: $165-$330 per year, Middle: $330-$1000
per year, Richer: $1000-$2500 per year, Richest: Above $2500 per year, Modern methods: implants, Intra-Uterine Device (IUD),
Oral contraceptive pills, Injectables, Female and Male Sterilization, Barrier methods, Emergency contraceptives.

lowest was among the poorest (50.5%), with a Chi- seen in the middle wealth group (61.0%), whereas
square value of 1.024, p < 0.001. Similarly, the the lowest was among the poorest (54.8%), with a
highest prevalence of current contraceptive use was  Chi-square value of 1.629, p < 0.001 (Table 3).
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Table 4: Logistic regression model, Personal characteristics on contraception use by method type and pattern of use

Multivariate
Variables Current use of modern method Pattern of use
OR 95% C.I. | OR 95% C.I. P

Value Value
Age in S-year
20-24 1 1
15-19 0.779 0.521 1.166 0.225 0.803 0.533 1.208 0.292
25-29 1.274 1.102 1.473 0.001 1.23 1.06 1.429  0.006
30-34 1.5 1.305 1.725 0.000 1.406 1.218 1.623 0.000
35-39 1.952 1.694 2.249 0.000 1.835 1.586 2.122 0.000
40-44 2616 2.261 3.028 0.000 2.229 1919 2.589 0.000
45-49 6.71 5768 7.805 0.000 5252 4504 6.123 0.000
Marital status
Married 1 1
Never in union 0.257 0.237 0277 0.000 0.205 0.19 0.222  0.000
Others! 0.725 0.637 0.825 0.000 0.665 0.585 0.755 0.000
Total children ever born
1-3 children 1 1
4-6Children 0.781 0.73 0.834  0.000 1.267 1.202 1.337 0.000
7-12 children 1.047 0.961 1.141 0.293 0.639 0.542 0.755 0.000

Table 4: Logistic regression model, Personal characteristics on contraception use by method type and pattern of use (Continued)

Multivariate
Variables Current use of modern method Pattern of use
OR 95% C.I. P OR 95% C.I. P

Value Value

Highest

educational level?

Primary 1 1

No education 1.334 1.2 1.482  0.000 1.43 1.338 1.529 0.000

Secondary 1.384 1.294 148 0.000 1.3 1.169 1446 0.000

High 1.656 1.405 1951 0.000 1.599 1.351 1.892 0.000

Type of place of

residence

Urban 1 1

Rural 0.994 0.94 1.052 0.839 1.056 0.997 1.117 0.062

Religion

Catholics 1 1

Protestants 1.363 1.294 1435 0.000 1.402 1.33 1.478  0.000

Muslims 0.855 0.711 1.028 0.096 0.876 0.725 1.059 0.172

Others? 1.324 1.099 1.594 0.003 1.432 1.187 1.727 0.000

Wealth index*

Middle 1 1

Poorest 0.982 0911 1.058 0.631 1.061 0.983 1.145 0.126

Poorer 0.956 0.885 1.033 0.259 0969 0.896 1.049 0.441

Rich 1.023 0947 1.105 0.562 1.038 0.96 1.123  0.348

Richest 1.165 1.069 1271 0.001 1.146 1.049 1.251 0.003

10thers: Living with partner, Widowed, Divorced, No longer living together/separated, 2No education: Less than 6 years of
education, Primary: 6 years of education, Secondary: 12 years of education, Higher: More than 12 years of education, *Others:
Traditional, Jehovah witness, Other, No religion, “Poorest: About $165 per year, Poorer: $165-$330 per year, Middle: $330-$1000
per year, Richer: $1000-$2500 per year, Richest: Above $2500 per year, Modern methods: implants, Intra-Uterine Device (IUD),
Oral contraceptive pills, Injectables, Female and Male Sterilization, Barrier methods, Emergency contraceptives.
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Correlation between socio-demographic factors
and contraception use

Logistic regression model analysis of personal
characteristics on contraception use by method type
and pattern of use is presented in Table 4.

Multivariate analysis indicated that age
group was significantly associated with the use of
modern contraceptive methods (p < 0.05). Compared
with the reference category, the odds of using
modern contraception rose consistently with
increasing age: 25-29 years (OR = 1.274, 95% CI:
1.102-1.473), 30-34 years (OR = 1.500, 95% CI:
1.305-1.725), 35-39 years (OR = 1.952, 95% CI:
1.694-2.249), 4044 years (OR = 2.616, 95% CI:
2.261-3.028), and 45-49 years (OR = 6.710, 95%
CI: 5.768-7.805).

A similar trend was observed for overall
contraceptive use patterns, where age remained a
significant predictor (p < 0.05). Relative to the
reference group, the likelihood of contraceptive use
increased across successive age groups: 25-29 years
(OR =1.23,95% CI: 1.06—-1.43), 30-34 years (OR =
1.406, 95% CI: 1.218-1.623), 35-39 years (OR =
1.835, 95% CI: 1.586-2.122), 4044 years (OR =
2.229, 95% CI: 1.919-2.589), and 45-49 years (OR
=5.252,95% CI: 4.504-6.123).

Marital status was a significant determinant
of modern contraceptive use (p < 0.05). Multivariate
results indicated that individuals who had never
entered a union (OR = 0.257, 95% CI: 0.237-0.277)
and those in other marital categories (OR = 0.725,
95% CI: 0.637-0.825) were less likely to use modern
contraceptive methods than the reference group.
This association was similarly observed for overall
contraceptive use, where never-in-union individuals
(OR = 0.205, 95% CI: 0.190-0.222) and those in
other marital groups (OR = 0.665, 95% CI: 0.585—
0.755) showed significantly lower odds.

The number of children ever born was also
significantly related to contraceptive use (p < 0.05).
Women with 4-6 children had reduced odds of using
modern methods (OR = 0.781, 95% CI: 0.730—
0.834). When considering overall contraceptive
behavior, having 7—12 children was associated with
lower odds of use (OR = 0.639, 95% CI: 0.542—
0.755), while those with 4—6 children exhibited
higher odds (OR =1.267, 95% CI: 1.202—-1.337).
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Educational level emerged as another significant
factor (p < 0.05). Compared with the reference
category, the odds of using modern contraceptive
methods increased with higher levels of education:
no education (OR = 1.334, 95% CI: 1.200-1.482),
secondary education (OR = 1.384, 95% CI: 1.294—
1.480), and higher education (OR = 1.656, 95% CI:
1.405-1.951). A similar pattern was noted for
overall contraceptive use, with increased likelihood
among those with no education (OR = 1.43, 95% CI:
1.338-1.529), secondary education (OR =1.30, 95%
CI: 1.169-1.446), and higher education (OR =1.599,
95% CI: 1.351-1.892).

Religious  affiliation = was  likewise

significantly associated with contraceptive use (p <
0.05). Protestants (OR = 1.363, 95% CI: 1.294—
1.435) and individuals from other religious groups
(OR = 1.324, 95% CI: 1.099-1.594) were more
likely to use modern contraceptive methods. This
trend persisted in the analysis of overall
contraceptive use, where Protestants (OR = 1.402,
95% CI: 1.330-1.478) and other religious groups
(OR = 1.432, 95% CI: 1.187-1.727) demonstrated
higher odds of use.
The wealth index was also a significant predictor (p
< 0.05). Respondents in the richest wealth category
had higher odds of using modern contraceptive
methods (OR = 1.165, 95% CI: 1.069-1.271) and
were also more likely to use contraception overall
(OR =1.146, 95% CI: 1.049-1.251) (Table 4).

Discussion

This study assessed factors influencing the use of
contraceptive  methods among women of
reproductive age in Rwanda. Our findings reveal that
more than half of the participants (52.8%) were
currently using modern contraceptive methods,
while 58.8% reported using any form of
contraception. Global estimates from 2019, where
47.7% of women of reproductive age used modern
contraceptive methods and the overall contraceptive
prevalence rate (for all methods combined) was
51.9%.%

Rwanda stands out as one of the three
countries in sub-Saharan Africa, alongside Ethiopia
and Malawi, that have successfully implemented
contraception programs, largely due to the
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collaborative  efforts of  non-governmental
organizations and the government’s dedication to
enhancing the healthcare system and improving the
overall well-being of its population.’® To increase
contraception use and improve reproductive health
outcomes, it is crucial to ensure widespread
availability of contraceptives across all healthcare
facilities, including community health centers
particularly in rural and underserved areas®, public
awareness campaigns should leverage radio,
television, and social media platforms to promote the
benefits of contraception and to prevent a relapse.
This study identified several associated factors
influencing contraception use, such as age, marital
status, number of children, level of education, place
of residence, religion and wealth status. Our results
correlate with the findings of L. S. Bola!” and
Chester et al.”’

The current study observed that age
influenced the contraception used, an observation
that was also made in an earlier study.* Women aged
45-49 had higher odds of wusing modern
contraceptives compared to other age groups. The
reason may be that many women in the 45—49 age
group are past their reproductive peak and may no
longer wish to have more children and as traditional
contraceptive methods are often seen as less reliable,
they may prefer modern methods to prevent
unplanned pregnancies and the risk of high-risk
pregnancies. To improve the use of contraception in
adolescents; policymakers should prioritize the
implementation of comprehensive, age-appropriate
sexual education in schools to equip adolescents
with accurate knowledge about reproductive health,
contraception, and the consequences of unintended
pregnancies.”® This can be achieved by training
teachers and integrating culturally sensitive,
evidence-based sexual health modules into the
school curriculum.?® To foster acceptance, parents
and community leaders should be actively engaged
in reducing the stigma surrounding sexual education
and encouraging open discussions. Additionally,
healthcare facilities must establish safe, confidential,
and adolescent-friendly spaces to ensure young
people can access contraceptive services without
fear of judgment.?® Collaborative efforts with civil
society organizations and the media can amplify
culturally relevant campaigns that emphasize the
importance of contraception for adolescents.
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Leveraging social media platforms, radio, and
television will further disseminate relatable content
that normalizes contraception use.’’ Furthermore,
partnerships  with  local leaders, religious
organizations, and cultural institutions are essential
to cultivating a supportive environment for
adolescent reproductive health and empowering
young people to make informed decisions.?!

Never-married women, as well as those in
other categories (cohabiting women, widows, and
divorcees), were less likely to use modern
contraceptives compared to married women.* This
could be because married women are typically more
sexually active and fertile, prompting a higher
demand for contraceptives to prevent pregnancies.
In contrast, widowed and divorced women may not
be in sexual relationships, which could explain their
lower use of modern contraceptives. Healthcare
providers should receive regular training in
nonjudgmental, client-centered counseling to ensure
that all women regardless of marital status feel
comfortable seeking family planning services.*?

The likelihood of contraceptive use
increases among participants with a higher number
of children. This positive association between family
planning use and having more children has also been
observed in previous studies.*® Our findings indicate
that women with 4-6 children have decreased
contraception use, which may be attributed to the
Rwandan cultural preference for having a boy in the
family.** This cultural value leads some women to
avoid using contraception while trying to conceive a
baby boy. Efforts are needed through educational
campaigns to change this mindset, promote equal
value for all genders, and highlight the impact of
having many children on family development and
well-being.

The educational level is seen as significantly
associated with contraception because the increase
in the educational level increase also the use of
contraception. Our results are consistent with other
research conducted in Nigeria, where they found
among women with no fertility intentions, the
proportion using any contraceptive method
increased as their level of education increased.®
Educational and awareness interventions should be
prioritized to promote contraceptive use among
women with lower education levels. Health
authorities could implement community-based
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reproductive health education programs that provide
accurate information about modern contraceptive
methods through health workers, peer educators, and
local media.*®

The likelihood of contraceptive use is higher
among Protestant women and those of others
(Traditional, Jehovah witness, Other, no religion)
compared to Catholic women. Previous studies have
also reported a positive association between
Christian women and the use of family planning
methods.”’” Our findings align with studies
conducted in Ethiopia*®* and Nigeria**, which
reported that being Christian is significantly
associated with contraceptive use. This may be
explained by the relatively low level of religious
opposition in Rwanda, where religious leaders and
community campaigns actively promote more
positive attitudes toward contraception among
Christians. Continued collaboration with these
leaders and community initiatives is essential to
normalize contraceptive use and address cultural
resistance, supporting family planning as a vital tool
for improving health and development.®

Similar to findings from studies in Sub-
Saharan African countries?, Ethiopia*, and Ghana*’,
this study observed lower contraceptive use among
women in the low wealth index category. In many
sub-Saharan  African countries, access to
contraceptives is not entirely free, as health facilities
often impose fees. Additionally, the distance to
family planning clinics poses a challenge for many
women, especially those in rural areas, with
transportation costs further hindering access to these
services.® Financial autonomy plays a crucial role in
enabling women to afford and use modern
contraceptives. While working women may be able
to cover these costs, those who are not employed
often face significant financial barriers.*! Although
contraception services are free of charge in Rwanda,
transportation barriers remain a challenge as the
available options are not convenient. It would be
beneficial for the government to develop mobile
contraception services to help overcome these
transportation challenges. The type of place of
residence was not found to be correlated with
contraception use. This may be because, in Rwanda,
healthcare facilities are available in both urban and
rural areas, making access to contraception less of a
challenge. The government of Rwanda has made
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significant efforts in the health sector, ensuring that
contraception methods are accessible starting from
community health centers. As a result, anyone in
need can easily access these services nearby, and
they are provided free of charge.*

This study may have limitations and
strengths: as RDHS 2019-20 was conducted during
pandemic period (COVID-19) and it had an impact
on many aspects, we cannot determine the extent to
which it disrupted the family planning program in
Rwanda. Furthermore, this study utilized publicly
available secondary data; the analysis was limited to
the wvariables available in the dataset, which
restricted the ability to examine additional or more
detailed factors of interest. Nevertheless, the survey
was conducted nationwide and included participants
from all reproductive age groups across all regions
of the country, providing a comprehensive and
nationally representative overview of family
planning. In addition, the findings of this study
provide robust evidence for tracking national and
subpopulation trends in family planning use,
assessing changes in contraceptive uptake patterns
over time, and identifying emerging inequalities.
This evidence is essential for guiding evidence-
based public health policies, prioritizing resource
allocation, and designing targeted interventions,
including awareness-raising campaigns to improve
knowledge and uptake of contraceptive use.

Conclusion

There is a relatively high prevalence of contraceptive
use among women with no fertility intentions in
Rwanda (58.8%). Predisposing factors such as
women’s age, marital status, number of children ever
born, educational level, religion and wealth index are
associated with contraceptive use. It is important for
policymakers to consider these factors when
designing and implementing programs or policies
aimed at increasing contraceptive use among women
with no intention of giving birth. collaboration with
leaders in different settings to promote positive
attitudes and reduce misconceptions about family
planning. Expanding reproductive health education
in schools, communities, and adult learning
programs can empower women especially those with
lower education levels to make informed decisions.
Health services should be inclusive for all women,
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including widowed, divorced, and unmarried
individuals, by ensuring nonjudgmental, client-
centered counseling. Moreover, family planning
should be integrated into broader development
initiatives such as women’s empowerment and
economic programs to prevent setbacks. Ongoing
monitoring and research are essential to sustain
progress and address remaining barriers.
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