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ABSTRACT 

Objectives: The objectives of the study were to assess the knowledge and awareness of 

contraception in the women seen at Chris Hani Baragwanath Academic Hospital Gynaecology Out-

patient department.  We also looked at the efficiency of contraceptive counselling from the health 

care providers and assessed patient satisfaction. 

Study design: We conducted a prospective, descriptive, cross-sectional study.  A survey of 100 

women, of reproductive age attending the gynaecology outpatient department was conducted using 

a questionnaire over a period of 3 months. Sample size was determined by use of The Survey 

System, Sample Size Calculator. The survey assessed the women’s knowledge regarding barrier 

methods as well as hormonal methods (in the form of combined oral contraceptives, injectables, the 

implant, the intrauterine device, emergency contraception) and permanent forms of contraception. 

Independent variables were age, level of education, employment, parity. Dependant variables were 

prevalence of contraceptive uptake, knowledge of available contraception. The association between 

the prevalence of contraceptive uptake and the knowledge regarding the available methods of 

contraception was assessed using the Chi square test, as well as the Mann Whitney U test. A p-

value of 0.05 was decided upon for statistical significance an odds ratio and 95% confidence 

intervals were reported. 

Results: Overall Our study found that the total percentage of women using a form of contraception 

was 39.79 % while those that were not on any form of contraception was 60.20%. Our study found 

that the rates of contraception discontinuation were high.  There was poor contraceptive awareness 

and knowledge. There was more awareness than there was intricate knowledge regarding the 

different forms available of contraception. Contraceptive counselling increased the rate of 

contraceptive uptake; of the women that were initially counselled, and then offered contraception, 

82.9% of them were agreeable. 

Conclusion: Awareness does not equal knowledge. All gynaecology outpatient visits should be 

seen as an opportunity for contraceptive counselling, regardless of the main complaint. The high 

rate of discontinuation of hormonal contraception should be further assessed, women should be re-

counselled prior to discontinuation, and preferably placed on another form of contraception which 

suits their needs. 
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1. INTRODUCTION 

In Sub-Saharan Africa, there is an unmet need for family planning. This has been shown to have an 

adverse social, and economic effect on communities(1). Family planning, by definition, is the 

ability of an individual or couple to anticipate and attain their desired number of children and plan 

the spacing and timing between their births (2). It is one of the four pillars of the Safe Motherhood 

Initiative to reduce maternal death in developing countries (3) 

The World Health Organization (WHO) defines “unmet need” as: Women of reproductive age, 

who are sexually active, with no desire to fall pregnant, yet are not on any contraceptive method (4) 

Although there has been an increase in contraceptive uptake in Sub-Saharan Africa, there is still an 

unmet need of approximately 21% (1).  This has contributed to the high rate of unintended 

pregnancies in the region, totalling 51 million pregnancies per annum (1).. 

Family planning plays an instrumental role in the development of a society, the regulation of the 

growth of the population, and the reduction of poverty (5). The unmet need for family planning in 

Sub-Saharan Africa has shown to have an adverse effect, not only (including human 

immunodeficiency virus/acquired immunodeficiency syndrome), unsafe termination of 

pregnancies, increase maternal mortality and morbidity rates (5). Studies have shown that 

complications of pregnancy, and childbirth are the leading cause of death in girls aged 15-19 in 

developing countries (5). In this regard, the achievement of the 2030 United Nations sustainable 

development goals 1-5 would be facilitated by adequate family planning programs.   

 

Hlongwa et al lists the following major factors, as those affecting contraceptive uptake (6); Limited 

resources, which is further divided into: limited access to contraception and understaffed, 

undertrained health care facilities; Lack of knowledge and awareness of the available contraceptive 

methods; Partner support, or lack thereof; Poor socio-economic status.   

A 2014 study showed that 68% of the patients seen at an antenatal clinic (ANC) were a result of 

unplanned pregnancy (7).Only 44% of women were aware of emergency contraception (EC) with 

84% of the patients stating a willingness to use emergency contraception (EC), after having been 

educated about it(7). Lebese et al, conducted a study in Limpopo Province, where they found that 

there was an awareness of availability of contraceptive methods in public clinics, but the lack of 

comprehensive knowledge regarding contraception led to a negative outlook and a reduced uptake. 
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Also, owing to a lack of adequate counselling of women attending public clinics, patients resort to 

obtaining distorted knowledge from peers and family members (8) 

 

A study done in Ethiopia showed that 76% of women did not know that Bilateral tubal ligation was 

a means to contraception(9) In Tunisia, 79% of women who underwent repeat terminations of 

pregnancy, were found to have a lack of knowledge regarding contraceptive methods, and their 

availability(9) Another study done in South Africa, showed that women knew at least one method 

of contraception, mainly being the injectables or the condom method(6) De Clerk et al did a study 

in 2015, that showed that there was poor knowledge of intrauterine contraceptive device (IUCD) 

and emergency contraception amongst South African women(6). Maswime et al found that, more 

than 50% of women seen at the CHBAH TOP clinic, had been on contraceptives, but inconsistently 

so(10). 

An increase in the uptake of contraception is paramount in achieving sustainable development in 

the country. Majority of studies have suggested that in order to bridge the gap, there should be an 

increase in counselling at a health care facility level (11). 

We underwent this study to look at the factors affecting contraceptive uptake in women seen at the 

Chris Hani Baragwanath Academic Hospital (CHBAH) gynaecology outpatient department 

(GOPD), namely, their awareness of family planning, their knowledge of the different forms of 

contraception, methods through which the patients attain their knowledge of contraception and 

their satisfaction with the available contraception counselling. 
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2019;99:205–11. Doi: 10.1016/j.contraception.2018.12.007 

2.  A review of the HHS Family Planning Program : mission, management, and measurement 

of results., Butler AStith, Clayton EWright. National Academies Press; 2009. 416 p.  

3.  Ahmed S, Li Q, Liu L et al. Maternal deaths averted by contraceptive use : an analysis of 

172 countries. The Lancet [Internet]. 2019;380(9837):111–25. 

http://dx.doi.org/10.1016/S0140-6736(12)60478-4 
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Abstract 

Objectives: The objectives of the study were to assess the knowledge and awareness of 

contraception in the women seen at Chris Hani Baragwanath Academic Hospital Gynaecology Out-

patient department. We also looked at the efficiency of contraceptive counselling from the health 

care providers and assessed patient satisfaction. 

Study design: We conducted a prospective, descriptive, cross-sectional study.  A survey of 100 

women, of reproductive age attending the gynaecology out-patient department, was conducted 

using a questionnaire over a period of 3 months. Sample size was determined by use of The Survey 

System, Sample Size Calculator. The survey assessed the women’s knowledge regarding barrier 

methods as well as hormonal methods (in the form of combined oral contraceptives, injectables, the 
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implant, the intrauterine device, emergency contraception) and permanent forms of contraception. 

Independent variables were age, level of education, employment, parity. Dependant variables were 

prevalence of contraceptive uptake, knowledge of available contraception. The association between 

the prevalence of contraceptive uptake and the knowledge regarding the available methods of 

contraception was assessed using the Chi square test, as well as the Mann Whitney U test. A p-

value of 0.05 was decided upon for statistical significance an odds ratio and 95% confidence 

intervals were reported. 

Results: Overall Our study found that the total percentage of women using a method of 

contraception was 39.79 % while those that were not on any method of contraception was 60.20%. 

Our study also found that there were high rates of discontinuation of contraception. Overall,there 

was poor contraceptive awareness and knowledge. There was more awareness than there was 

intricate knowledge regarding the different forms of contraception. Contraceptive counselling 

increased the rate of contraceptive uptake; of the women that were initially counselled, and then 

offered contraception, 82.9% of them were agreeable. 

Conclusion: Awareness does not equal knowledge. All gynaecology out-patient visits should be 

seen as an opportunity for contraceptive counselling, regardless of the main complaint. The high 

rate of discontinuation of hormonal contraception should be further assessed, and women should be 

counselled prior to discontinuation, and preferably placed on another form of contraception which 

suits their needs. 

 

Introduction 

In Sub-Saharan Africa, there is an unmet need for family planning. This has been shown to have an 

adverse social, and economic effect on communities(1). Family planning, by definition, is the 

ability of an individual or couple to anticipate and attain their desired number of children and plan 

the spacing and timing between their births (2). It is one of the four pillars of the Safe Motherhood 

Initiative to reduce maternal death in developing countries (3) 

The World Health Organization (WHO) defines “unmet need” as: Women of reproductive age, 

who are sexually active, with no desire to fall pregnant, yet are not on any contraceptive method (4) 

Although there has been an increase in contraceptive uptake in Sub-Saharan Africa, there is still an 

unmet need of approximately 21% (1).  This has contributed to the high rate of unintended 

pregnancies in the region, totalling 51 million pregnancies per annum (1).. 
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Family planning plays an instrumental role in the development of a society, the regulation of the 

growth of the population, and the reduction of poverty (5). The unmet need for family planning in 

Sub-Saharan Africa has shown to have an adverse effect, not only (including human 

immunodeficiency virus/acquired immunodeficiency syndrome), unsafe termination of 

pregnancies, increase maternal mortality and morbidity rates (5). Studies have shown that 

complications of pregnancy, and childbirth are the leading cause of death in girls aged 15-19 in 

developing countries (5). In this regard, the achievement of the 2030 United Nations sustainable 

development goals 1-5 would be facilitated by adequate family planning programs.   

 

Hlongwa et al lists the following major factors, as those affecting contraceptive uptake (6); Limited 

resources, which is further divided into: limited access to contraception and understaffed, 

undertrained health care facilities; Lack of knowledge and awareness of the available contraceptive 

methods; Partner support, or lack thereof; Poor socio-economic status.   

A 2014 study showed that 68% of the patients seen at an antenatal clinic (ANC) were a result of 

unplanned pregnancy (7).Only 44% of women were aware of emergency contraception (EC) with 

84% of the patients stating a willingness to use emergency contraception (EC), after having been 

educated about it(7). Lebese et al, conducted a study in Limpopo Province, where they found that 

there was an awareness of availability of contraceptive methods in public clinics, but the lack of 

comprehensive knowledge regarding contraception led to a negative outlook and a reduced uptake. 

Also, owing to a lack of adequate counselling of women attending public clinics, patients resort to 

obtaining distorted knowledge from peers and family members (8) 

A study done in Ethiopia showed that 76% of women did not know that Bilateral tubal ligation was 

a means to contraception(9) In Tunisia, 79% of women who underwent repeat terminations of 

pregnancy, were found to have a lack of knowledge regarding contraceptive methods, and their 

availability(9) Another study done in South Africa, showed that women knew at least one method 

of contraception, mainly being the injectables or the condom method(6) De Clerk et al did a study 

in 2015, that showed that there was poor knowledge of intrauterine contraceptive device (IUCD) 

and emergency contraception amongst South African women(6). Maswime et al found that more 

than 50% of women seen at the CHBAH TOP clinic, had been on contraceptives, but inconsistently 

so(10). 

An increase in the uptake of contraception is paramount in achieving sustainable development in 

the country. The majority of studies have suggested that in order to bridge the gap, there should be 

an increase in counselling at the healthcare facility level (11). 
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We underwent this study to look at the factors affecting contraceptive uptake in women seen at the 

Chris Hani Baragwanath Academic Hospital (CHBAH) gynaecology outpatient department 

(GOPD), namely; their awareness of family planning, their knowledge of the different forms of 

contraception, methods through which the patients attain their knowledge of contraception and 

their satisfaction with the available contraception counselling. 

 

Materials and methods 

2.1. Study setting 

This study took place at the Chris Hani Baragwanath Academic Hospital Gynaecology Outpatient’s 

Department. CHBAH is the biggest hospital in the southern hemisphere, and the third biggest 

hospital in the world. It is a tertiary Hospital that receives referrals from the surrounding clinics, 

regional hospitals, as well as private hospitals. The gynaecology out -patient department is divided 

into 2 clinics; Patients are triaged, then referred to either GOPD or Cold Case clinic. GOPD: where 

patients are managed in the acute setting; stabilised and admitted to the ward. Admission of 

patients is mostly because of hypovolemic shock due to haemorrhage secondary to incomplete 

miscarriages, abnormal uterine bleeding, and ruptured ectopic pregnancies not amenable to medical 

management.  GOPD treats approximately 350 patients per week, averaging to approximately 50 

patients per day. Cold Case Clinic: this clinic works on as per appointment. Patients are stable and 

seen as out -patients. The patients that are referred to this clinic may present with conditions such 

as infertility, abnormal uterine bleeding, fibroid uterus, or any other gynaecological condition 

requiring elective surgery. Cold Case Clinic treats approximately 77 patients per week, which 

averages to 11 patients per day. From this we have estimated that the approximate population seen 

over a 3month period is 5208 patients. A sample size was determined using the Survey system 

sample size calculator,with a confidence level of 95% and a 10% confidence interval.  

2.2. Study design and data analysis 

We conducted a prospective, descriptive, cross-sectional study. Both qualitative and quantitative 

factors were assessed, using non-probability convenience sampling. Independent variables were 

age, level of education, employment, parity. Dependant variables were prevalence of contraceptive 

uptake, knowledge of available contraception. 

 

2.3. Inclusion and exclusion criteria 
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To be eligible for the study women had to be; age group 18-50, and attending the gynaecology 

outpatient department. Patients that were excluded were pre pubertal females, unstable medical 

emergency patients, those who opted out of participation, patients who had already undergone 

hysterectomy, as well as patients with whom communication was difficult due to language 

restrictions. Questions that were incorrectly answered were also excluded from the analysis. 

 

2.4. Data collection and analysis 

A survey of 100 women, of reproductive age attending the GOPD, was conducted using a 

questionnaire. Sample size was determined by use of The Survey System, Sample Size 

Calculator(12). We sampled from a population of 5208, which was the number documented to have 

been seen at GOPD over 3 months as per the recorded gynaecology statistics from the department. 

We used a confidence level of 95%, and a 10% confidence interval. Data was entered into a 

REDCap (Research Electronic Data Capture) database(13) and analysed using Stat version   

Descriptive statistics were used to report on variables. Student’s T-test, Chi-squared test and 

ANOVA was used for normally distributed data. Non-parametric tests were used in cases of non-

normally distributed data. Continuous variables were reported as means and medians. Whilst 

categorical variables were reported as frequencies. The association between the prevalence of 

contraceptive uptake and the knowledge regarding the available methods of contraception was 

assessed using the Chi square test, as well as the Mann Whitney U test. A p-value of 0.05 was 

decided upon for statistical significance an odds ratio and 95% confidence intervals were reported.  

 

          Results 

During the study period, 100 women were enrolled, who completed the study questionnaire All of 

the participants filled the questionnaire; however, some participants incompletely answered their 

questionnaires, resulting in exclusion from analysis of the relative variable. The median age of the 

women was 30 years (range 26-35), of which 88.7% were reported to be sexually active, and 35.5% 

had completed their families. Our study found that the total percentage of women on a form of 

contraception was 39.79 % while those that were not were 60.20% (Table1). 
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Table 1: Descriptive characteristics of patients attending the gynaecology outpatients 

department at the Chris Hani Baragwanath Academic Hospital 

 Total (N=100) On contraception 

(n=39) 

Not on contraception 

(n=59) 

P-value 

Description n (%) or 

median (IQR) 

n (%) or median 

(IQR) 

n (%) or median 

(IQR) 

 

Age  30 (26-35) 30 (26-35) 30 (26-35) 0.94 

Level of education 

(n=95) 

High school 

Tertiary 

 

 

60 (63.2) 

35 (36.8) 

 

 

24 (64.9) 

13 (35.1) 

 

 

36 (62.1) 

22 (37.9) 

0.78 

Currently employed 

(n=97) 

36 (37.1) 14 (36.9) 22 (37.3) 0.97 

Number of 

pregnancies 

0 

1 

2 

3 

4 

5 and above 

 

 

20 (20.4) 

18 (18.4) 

26 (26.5) 

16 (16.3) 

4 (4.1) 

4 (4.1) 

 

 

8 (20.5) 

8 (20.5) 

8 (20.5) 

6 (15.4) 

6 (15.4) 

3 (7.5) 

 

 

12 (20.3) 

10 (16.9) 

18 (30.5) 

10 (16.9) 

4 (6.8) 

5 (8.2) 

0.53 

Pregnancies 2 (1-3) 2 (1-3) 2 (1-3) 0.79 

Live outcomes 1 (0-2) 1 (0-2) 1 (0-2) 0.62 

Miscarriage 0 (0-1) 0 (0-1) 0 (0-1) 0.65 

Previous TOP 10 (10.3) 4 (10.3) 6 (10.3) 0.98 

Completed family 

(n=95) 

33 (35.5) 13 (36.1) 20 (35.1) 0.92 

Currently sexually 

active  

86 (88.7) 34 (89.5) 52 (88.1) 0.84 

ap-value from Fishers exact and Wilcoxon rank-sum tests 

 

The methods of contraception that were assessed were: male and female condoms, the withdrawal 

method, combined oral contraceptives (COC), medroxyprogesterone acetate (DMPA), 
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noresthisterone acetate, etornogestrel implant, levornorgestrel intrauterine system (IUS) & copper 

intra-uterine contraception device (IUCD), the contraceptive patch, as well as bilateral tubal 

ligation (BTL).  
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Table 2: Awareness regarding the available methods of contraception.  

Description n (%) 

Male condoms (n=97) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

4 (4.1) 

5 (5.2) 

43 (44.3) 

45 (46.4) 

Female condoms (n=97) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

22 (22.7) 

              67 (69.1) 

1 (1.1) 

7 (7.2) 

Withdrawal (n=95) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

35 (36.8) 

30 (31.6) 

20 (21.1) 

10 (10.5) 

Pills (n=97) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

11 (11.3) 

42 (43.3) 

12 (12.4) 

32 932.9) 

DMPA (n=98) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

12 (12.2) 

39 (39.8) 

14 (14.3) 

33 (33.7) 

Nuristerate (n=97) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

19 (19.6) 

46 (47.4) 

7 (7.2) 

25 (25.8) 

Implanon (n=97) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

30 (30.9) 

58 (59.8) 

1 (1.1) 

8 (8.3) 
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Mirena (n=100) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

47 (47.9) 

47 (47.9) 

1 (1.1) 

3 (3.1) 

Patch (n=96) 

Unaware of it 

Aware but never used  

Currently using it 

             Don’t like it 

 

61 (63.5) 

32 (33.3) 

0 (0.0) 

3 (3.1) 

Sterilisation (n=98) 

Unaware of it 

Aware but never used  

Currently using it 

Don’t like it 

 

43 (43.9) 

54 (55.1) 

1 (1.0) 

0 (0.0) 

 

 

Male condoms were currently being used by 43 women (44.4%) (n= 97), and 45 women (46.4%) 

had used them previously but did not like them. Female condoms were being used by 1 (1.1%) 

woman, and 7 (7.2%) had used them previously but did not like them. Combined oral 

contraceptives were being used by 12(12.4%) women and disliked and discontinued by 32 (32.9%) 

women. DMPA was being used by 14 (14.3%) women and had been previously used and 

discontinued by 33 (33.7%) women. Nur-isterate was currently being used by 7(7.2%) women and 

discontinued by 25 (25.8%) women. Implanon was being used by 1(1.1%) woman and 

discontinued by 8 (8.3%) women. Mirena was being used by 1 (1.1%) woman and discontinued by 

3 (3,1%). The contraceptive patch was currently being used by none of the women but had 

previously been used and discontinued by 3(3.1%). One woman had been sterilised. 

 

  Table 3: Detailed knowledge regarding the available methods of contraception.  

Description n (%) 

Male condoms (n=98) 

Stop HIV  

Yes 

No 

 

 

66 (65.1) 

28 (28.6) 
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Don’t know 

Are expensive 

Yes 

No 

Don’t know 

Have side effects 

Yes 

No 

Don’t know 

6 (6.1) 

 

3 (3.1) 

85 (86.7) 

10 (10.2) 

 

13 (13.3) 

60 (61.2) 

25 (25.5) 

Withdrawal (n=97) 

Stop HIV  

Yes 

No 

Don’t know 

Are expensive 

Yes 

No 

Don’t know 

Have side effects 

Yes 

No 

Don’t know 

 

 

14 (14.4) 

52 (53.6) 

31 (31.9) 

 

0 (0) 

59 (61.5) 

37 (38.5) 

 

6 (6.19) 

42 (43.3) 

49 (50.5) 

Pills (n=98) 

Causes bleeding  

Yes 

No 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

 

 

35 (35.7) 

35 (35.7) 

28 (28.6) 

 

13 (13.4) 

33 (34.1) 

51 (52.6) 

 

80 (81.63) 

6 (6.1) 

12 (12.2) 

DMPA (n=98) 

Causes bleeding  

 

 



14 
 

Yes 

No 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

31 (31.6) 

36 (36.7) 

31 (31.6) 

 

13 (13.4) 

36 (37.1) 

48 (49.5) 

 

89 (90.8) 

0 (0.0) 

9 (9.2) 

Nuristerate (n=98) 

Causes bleeding  

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

 

 

20 (20.4) 

27 (27.6) 

51 (52.1) 

 

67 (68.4) 

1 (1.1) 

30 (30.6) 

Implant (n=98) 

Causes bleeding  

Yes 

No 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

 

 

16 (16.3) 

16 (16.3) 

66 (67.4) 

 

9 (9.5) 

19 (20.0) 

67 (70.5) 

 

67 (68.4) 

1 (1.0) 

30 (30.6) 

Mirena (n=96) 

Causes bleeding  

Yes 

No 

 

 

7 (7.3) 

15 (15.6) 



15 
 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

74 (77.1) 

 

5 (5.2) 

22 (22.9) 

69 (71.9) 

 

51 (52.6) 

1 (1.1) 

45 (45.4) 

Patch (n=98) 

Causes bleeding  

Yes 

No 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

 

 

3 (3.1) 

11 (11.2) 

84 (85.7) 

 

6 (6.2) 

14 (14.4) 

77 (79.4) 

 

35 (35.7) 

5 (5.1) 

58 (59.2) 

Sterilisation (n=96) 

Causes bleeding  

Yes 

No 

Don’t know 

Cause infertility 

Yes 

No 

Don’t know 

Are available at my clinic/hospital 

Yes 

No 

Don’t know 

 

 

3 (3.1) 

16 (16.3) 

79 (80.6) 

 

19 (19.8) 

10 (10.4) 

67 (69.8) 

 

46 (46.9) 

4 (4.1) 

48 (48.9) 

 

Table 4:  Sources of information regarding contraception 
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Description n (%) or median (IQR) 

Previously aware of contraception 95 (96.9) 

Age at contraception awareness 18 (15-20) 

Source of information on contraception 

Parents 

Friends 

School 

Media 

Othera 

 

26 (26.0) 

24 (24.0) 

55 (55.0) 

12 (12.0) 

14 (14.0) 

aOther: clinic, hospital, relative 

 

The median age of contraceptive awareness was found to be 18 years of age (15-20%). The 

majority (55%) of the patients were taught about contraception at school followed by parental 

counselling (26%) and then by friends (24%). Less than 14% of patients were reported to have 

been counselled about contraception at their local clinic, or hospital. 

 

Table 5: Detailed knowledge regarding side effects of the available methods of contraception 

Description n (%)  

Implanon (n=97) 

How long does it last? 

I know 

Don’t know 

How long (n=23) 

0 

3 

5 

12 

24 

36 

72 

Has an effect on my period 

I know 

Don’t know 

 

 

23 (23.7) 

74 (76.3) 

 

1 (4.40 

4 (17.4) 

1 (4.4) 

1 (4.4) 

4 (17.4) 

11 (47.8) 

1 (4.4) 

 

14 (15.1) 

79 (84.9) 
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Effects details 

Causes headache 

I know 

Don’t know 

 

 

12 (12.9) 

81 (87.1) 

Mirena (n=96) 

How long does it last? 

I know 

Don’t know 

How long in years (n=76)? 

5 

Don’t know 

 

 

 

10 (10.4) 

86 (89.6) 

 

6 (7.9) 

69 (90.1) 

DMPA (n=96) 

Has an effect on my period 

I know 

Don’t know 

DMPA detail effects 

 

DMPA causes weight gain 

I know 

Don’t know 

 

 

52 (54.7) 

43 (45.3) 

 

 

 

46 (49.5) 

47 (50.5) 

COC (n=98) 

Has an effect on my period 

I know 

Don’t know 

COC detail effects  

 

How to take COC 

I know 

Don’t know 

What if you miss one pill 

I know 

Don’t know 

Detail if miss one pill 

Can be started immediately after birth 

I know 

Don’t know 

 

 

31 (31.6) 

67 (68.4) 

 

 

 

42 (42.9) 

56 (57.1) 

 

22 (22.5) 

76 (77.6) 

 

 

42 (43.8) 

54 (56.2) 
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Emergency contraception (n=97) 

When to take 

I know 

Don’t know 

Within how many hours after sex 

0 

24 

48 

72 

Can be used everyday 

I know 

Don’t know 

Always work in preventing pregnancy 

I know 

Don’t know 

 

2 (1-3) 

 

42 (43.3) 

55 (56.7) 

 

6 (17.1) 

4 (11.4) 

6 (17.4) 

19 (54.3) 

 

27 (28.4) 

68 (71.6) 

 

29 (30.2) 

67 (67.8) 

Sterilisation (n=97) 

Men can sterilise 

I know 

Don’t know 

Male sterilisation is reversible  

I know 

Don’t know 

Is male sterilisation reversible (n=10) 

Yes 

No 

 

 

26 (26.8) 

71 (73.2) 

 

10 (10.2) 

87 (87.8) 

 

7 (70.0) 

3 (30.0) 

 

Only 66 per cent of patients believed that male condoms stop HIV, and 6 per cent of the women 

were unsure.  Regarding the withdrawal method, 31% of women were unsure whether it stopped 

HIV or not, and 6% of the women believed that it had side effects. In terms of the combined oral 

contraceptive pill (n=98), 35.7% of the women believed that COC caused abnormal uterine 

bleeding. There was a total of 50% of women believed that COCs increased the duration of 

menstruation, and 13.64% believed that COCs decreased the duration of the menstrual cycle. A 

total of 9.09% of women believed that COCs caused amenorrhea.  

Regarding the management of a missed pill, 77.6% of the women did not know what to do if a pill 

was missed, and of the 22.5% of those that did know what to do, 9.97% said to continue with the 



19 
 

next dose the following day.  There was a total of 43.8% of women who believed that COCs could 

be started immediately after delivery. With regards to the availability of COCs at the local clinic or 

hospital, 81.63% of the women were aware that COCs were available at their local clinic/hospital. 

With regards to DMPA (n= 96), 31.6% of the women believed that it caused abnormal uterine 

bleeding, and 13.4% believed that it could cause infertility.  The knowledge of the side effects of 

DMPA was as follows: 44.44% of the women believed that DMPA increased the duration of the 

menstrual cycle, 22.22% of the women believed that DMPA caused amenorrhea and 6.67% of the 

women believed that it caused weight gain.  The percentage of women who believed DMPA was 

available at the local clinic or hospital was 90.8%. 

Regarding Implanon (n=98), 16.3% of the women believed that it caused abnormal uterine 

bleeding, and 67.7% of the women reported they were unsure. Only 23.7% of the women believed 

that they knew how long Implanon lasts. Of that 23.7%; 53.8 % believed it was 3 years, and 21,8% 

believed it was five years. 

With regards to the levonorgestrel intrauterine system and intrauterine contraception device (LVN 

IUS) (n= 96) 7.3% of the women believed that the caused abnormal uterine bleeding, 77.1% of 

these women did not know, and 5.2% believed that it caused infertility. Only 7.9% of the women 

knew that the duration of (LVN IUS) was 5 years. 

Concerning emergency contraception (n= 97) 43.3% of the women believed that they knew the 

time frame within which to take the EC. Of those that believed they knew, 54.4% said it was within 

the first 72 hours. Of note 67.85 of the women believed that it was always effective in the 

prevention of unwanted pregnancy. Regarding male sterilization (n=97) only 10 (26.8%) women 

knew that the sterilisation of men was possible, and of those 10 women, 7 (7.21%) women knew 

that it was reversible. 

  



20 
 

 Satisfaction with contraceptive counselling 

Table 6: Contraceptive counselling rates in admitted patients versus outpatients. 

Description n (%) or median (IQR) 

   

Patients admitted from GOPD (n=97) 

Patients managed as outpatients 

47 (48.9) 

50 (51.1) 

Doctor or nurse discussed contraception 

         Admitted 

         Not admitted 

59 (60.8) 

32(54.2) 

27(45.8) 

Patients who were offered contraception (n=97) 

         Admitted 

         Not admitted 

45(46.3) 

28(62.2) 

17(37.8) 

Patients who decided to use contraception 

         Admitted 

         Not admitted 

39 (39.0) 

23(60.5) 

15 (39.5) 

  

 

 

 Figure 1: Graph indicating patient satisfaction with contraceptive counselling (p=0.51) 

   

Out of the patients seen and GOPD 60.8% were counselled about contraception, after which 46.3 % 

were offered contraception, there was an increase of 39% in contraceptive uptake after counselling. 

In terms of contraceptive counselling, most of the patients that were counselled were very satisfied 

with the counselling received (55%), of the patients that were managed as outpatients 59.3% rated 
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the counselling as a 10 on the Likert scale, with 48.4% of admitted patients rating it a 10. Of note, 

there was no statistically significant difference in satisfaction rating between the in- and outpatients 

(p=0.51) 

 

Discussion 

Description of women who were on contraceptives. 

Multiple studies have shown that women of reproductive age are at an increased risk of risky 

sexual behaviour (14). Most women in our study were not on contraception (60.2% vs 39.7%). Of 

the women in this study that were on contraception, 89.5% were sexually active, whilst 88.1% of 

those not on contraception were also sexually active. These results however were not statistically 

significant (Table1). A similar study done in a middle to lower-income country, Tanzania, amongst 

undergraduate students, found statistical significance, with a 59% prevalence of contraception non-

use, whilst being sexually active (14). This result was possibly owing to a larger sample size than 

our study (n=253 vs n=100, respectively). 

Regarding education, our study found that there was a higher percentage of women who had 

attained a tertiary level of education, who were not on any form of contraception. From this, we can 

deduce, that level of education does not necessarily play a role in contraceptive uptake. This 

finding is contradictory to previous studies, that have noted that women’s level of education had a 

positive correlation to contraceptive use(13). A cross sectional study done using Demographic and 

Health surveys from 27 sub–Saharan African countries attributed the increase in contraceptive 

uptake, not only to an increase in the level of education, but also the availability of low-cost family 

planning.  (13).  This study found that there was an increase in contraceptive usage in women with 

at least a secondary education. (13) 

Of the 97 women who answered the question regarding employment, 36(37.7%) were employed, 

and of those who were employed, 36.9% were found to be on contraception, while 37.3% were not. 

Our study found that the rate of unemployment did not affect contraceptive uptake. This finding 

was contrary to the finding of a study done looking at contraceptive uptake in women in sub-

Saharan Africa, where they found that there was a higher uptake in contraception amongst working 

women (6).  This difference could be attributed to the fact that the study was done during the 

COVID-19 pandemic, where a substantial number of jobs were lost.  

 

Patient’s knowledge about the available contraceptive methods. 
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Regarding the barrier methods assessed, there was a higher percentage of women who were 

familiar with the male condom compared to the female condom. South Africa has one the most 

established female condom programmes globally(16)(Table 2), the fact that over 50% of women in 

the study were aware of female condoms but had never used them is potentially concerning. Our 

study found that there was a higher percentage of women who had previously used the male 

condom, but had opted to discontinue using it, citing that they did not like it. In 2019 the HIV 

prevalence among the general population was 20.4%, with women being more affected than 

men(16).  Thus, the important of condom usage goes beyond the prevention of unintended 

pregnancy, includes protection from sexually transmitted diseases. Studies have previously been 

done, showing a higher preference to polyurethane condoms to latex condoms due to the enhanced 

sensitivity found in polyurethane condoms (17).If polyurethane condoms could be made readily 

available in the public health sector, there could be an increase in condom usage in our setting  

Our study found that there was a higher proportion of women who had discontinued a form of 

hormonal contraception than those that were currently on it (Table 2). DMPA (33.7%) was the 

mostly discontinued form of contraception, followed by combined oral contraceptives (32.1%). A 

study done in Kenya showed that increased bleeding was one of the highest causes of 

discontinuation of hormonal contraception, their discontinuation rate of injectables was found to be 

31% with increased bleeding cited as the main cause of the discontinuation(18). Most of the 

women in our study did not know whether hormonal contraception affected their menstrual cycle, 

but of those that did, majority of them believed it increased bleeding. Majority of the knowledge 

was about DMPA, this suggests that the knowledge of this side effect was from personal 

experience, as opposed to contraceptive counselling. 

The fact that majority of the women were uncertain whether hormonal contraceptives caused 

infertility or not is a cause for concern. Previous studies done in rural Kenya, Nigeria and Ethiopia 

found there was a high percentage of women who believed that hormonal contraceptives caused 

infertility(19). In Sub-Saharan Africa, where motherhood is believed to be a central part of a 

woman’s role, the idea that contraceptives could play a causative role in infertility could have a 

negative impact on contraceptive uptake.(19). 

Our study found that majority of the women were aware of the availability of different methods of 

contraception available at their local clinic/ hospital. More than 80% knew that DMPA and COC’s 

were accessible, approximately 50% knew that Mirena was available, and 48% was aware of the 

availability of bilateral tubal ligation. The cause for the poor knowledge of bilateral tubal ligation, 

could be the fact that the mean age of the women in our study was 30, and only 35.5% had 

completed their family, implying that majority of them had most likely, not been counselled on a 
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permanent form of contraception. The WHO quality of care framework is divided into 6 

components, namely: effectiveness, efficiency, accessibility, acceptability, equity and safety (20). 

Previous studies done, have shown that barriers to quality of care such as; long queues, lack of 

privacy (and thus safety), staff shortages, and negative attitudes of healthcare workers, have 

negatively affected contraceptive uptake in the public health sector(20)(21). The awareness of 

availability but low uptake of contraception is indicative of not only the poor counselling but also 

the quality of care the women receive. 

Our study found that there was overall poor knowledge regarding the duration of the different 

forms of hormonal contraception, with the least amount of knowledge being regarding Long-acting 

reversible contraceptive methods. These findings were comparable to studies done in Lesotho and 

the University of Free State, where they found that, though there was an increased awareness of 

contraception, the knowledge regarding LARC’s was lower than the COCs (22)(23). 

 

How the knowledge about contraceptive methods was acquired. 

Our study found that the majority of the women were counselled about contraceptive methods at 

school, this was similar to a study done in Lesotho, where 57.8% of university students reported 

that their contraceptive learning took place in a classroom in secondary school (23).  This could be 

because, patients spend more time at schools than hospitals, and when they are seen at hospitals, it 

is a brief visit due to the volume of patients seen at public hospitals. Studies have shown that media 

exposure to information regarding contraception has a direct link to an increase in contraceptive 

uptake, so the fact that our study found that less than 14% of the women attributed their source of 

contraceptive knowledge to media coverage was concerning. Another contributor to this could be a 

language barrier. A study done in Limpopo found that, although there were posters and pamphlets 

in the hospital, the fact that most of the patients did not understand English contributed to their 

misconceptions regarding contraception (8) 

  

Patients’ satisfaction with contraceptive counselling. 

Our study found that thorough counselling improved contraceptive uptake. These findings were 

similar to a study previously done at CHBAH regarding emergency contraception, where they 

found that there was an increased willingness to use EC after adequate counselling, (7) as well as 

another study done looking at permanent contraceptive uptake in sub-Saharan Africa, which found 

that there was a 23% increase in bilateral tubal ligation once the patients had been counselled(1). A 
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qualitative study done in Uganda showed that comprehensive counselling from the health care 

worker shaped the decision for contraceptive use(24). Our study also found that admission to the 

gynaecology ward improved the rate of contraceptive counselling. This may be because admitted 

patients spend more time with the doctors and nurses and therefore are likely to discuss such issues. 

This could also be due to the fact that as outpatients seen at clinic, some of presenting complaints 

were conditions such as infertility. 

 

Conclusions 

Overall, our study found that, although there was an awareness of contraception, the knowledge of 

contraception was much lower. There was also a high rate of discontinuation of contraception due 

to observed and perceived side effects by patients. There was an increase in contraceptive uptake 

following contraceptive counselling, which further confirms the significance of comprehensive 

counselling. The American College of Obstetricians and Gynaecologists recommends that LARCs 

be offered as the first line in terms of contraceptive options (25), thus the training of healthcare 

workers in the insertion of different methods of contraceptives is imperative, especially if we are to 

decrease the unmet need for family planning and unintended pregnancies. 

 

Limitations 

One of the limitations of the study was the language barrier. Although we recruited women that 

could speak, write and understand English, we found that there was difficulty with the 

comprehension of some of the questions. We tried to overcome this by verbally asking some of the 

questions, so we could explain where there was a misunderstanding. 

Another limitation was that our study was low powered. We recommend that a large and probably 

multicentred study be conducted to validate these findings. 

 

Ethics approval and consent to participate in the study. 

Ethical clearance (certificate number M210720) was obtained through the Human Research 

Ethics Committee (Medical) of the University of Witwatersrand. This prospective study 

will incur no additional cost to the patient or hospital. 
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GUIDE FOR AUTHORS 
 

. 

 

 

 

Editorial Policies 
The journal Contraception wishes to advance reproductive health through the rapid publication of 
the best and most interesting new scholarship regarding contraception and related fields such as 
abortion. The journal welcomes manuscripts from investigators working in the laboratory, clinical and 
social sciences, as well as public health and health professions education. 

Introduction 
Contraception has an open access companion journal, Contraception: X. 

Submission checklist 
You can use this list to carry out a final check of your submission before you send it to the journal for 
review. Please check the relevant section in this Guide for Authors for more details. 

 

Ensure that the following items are present: 
 

One author has been designated as the corresponding author with contact details: 
• E-mail address 

• Full postal address 

 

All necessary files have been uploaded: 
Manuscript: 
• Include keywords 
• All figures (include relevant captions) 
• All tables (including titles, description, footnotes) 
• Ensure all figure and table citations in the text match the files provided 

• Indicate clearly if color should be used for any figures in print 

Graphical Abstracts / Highlights files (where applicable) 
Supplemental files (where applicable) 

 

Further considerations 
• Manuscript has been 'spell checked' and 'grammar checked' 
• All references mentioned in the Reference List are cited in the text, and vice versa 

• Permission has been obtained for use of copyrighted material from other sources (including the 
Internet) 
• A competing interests statement is provided, even if the authors have no competing interests to 
declare 
• Journal policies detailed in this guide have been reviewed 

• Referee suggestions and contact details provided, based on journal requirements 

 

For further information, visit our Support Center. 

BEFORE YOU BEGIN 

Ethics in publishing 
Please see our information on Ethics in publishing. 

IRB Approval 
Manuscripts describing research involving human subjects or animal experimentation must have 

Institutional Review Board (IRB) or institutional animal care and use committee (IACUC) approval 
prior to review by the journal. Please note the approval in the cover letter and in the Methods section of 
the paper. IRB or IACUC documentation should be available upon request. Reports of experiments on 
animals must state in the Methods section of the manuscript that the guidelines for the care and use 
of the animals as approved by the local, and where relevant national, institution were followed. The 
species of nonhuman animals must be named in the title, abstract, and key words of the manuscript. 

Declaration of interest 
All authors must disclose any financial and personal relationships with other people or organizations 
that could inappropriately influence (bias) their work. Examples of potential competing interests 
include employment, consultancies, stock ownership, honoraria, paid expert testimony, patent 
applications/registrations, and grants or other funding. Authors must disclose any interests in two 

https://service.elsevier.com/app/home/supporthub/publishing/
https://www.elsevier.com/about/policies/publishing-ethics#Authors
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places: 1. A summary declaration of interest statement in the title page file (if double anonymized) or 
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the manuscript file (if single anonymized). If there are no interests to declare then please state this: 
'Declarations of interest: none'. 2. Detailed disclosures as part of a separate Declaration of Interest 
form, which forms part of the journal's official records. It is important for potential interests to be 
declared in both places and that the information matches. More information. 

Submission declaration and verification 
Submission of an article implies that the work described has not been published previously (except in 
the form of an abstract, a published lecture or academic thesis, see 'Multiple, redundant or concurrent 
publication' for more information), that it is not under consideration for publication elsewhere, that 
its publication is approved by all authors and tacitly or explicitly by the responsible authorities where 
the work was carried out, and that, if accepted, it will not be published elsewhere in the same form, in 
English or in any other language, including electronically without the written consent of the copyright- 
holder. To verify originality, your article may be checked by the originality detection service Crossref 
Similarity Check. 

Preprints 

Please note that preprints can be shared anywhere at any time, in line with Elsevier's sharing policy. 
Sharing your preprints e.g. on a preprint server will not count as prior publication (see 'Multiple, 
redundant or concurrent publication' for more information). 

Use of inclusive language 
Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to differences, 
and promotes equal opportunities. Content should make no assumptions about the beliefs or 
commitments of any reader; contain nothing which might imply that one individual is superior to 
another on the grounds of age, gender, race, ethnicity, culture, sexual orientation, disability or health 
condition; and use inclusive language throughout. Authors should ensure that writing is free from bias, 
stereotypes, slang, reference to dominant culture and/or cultural assumptions. We advise to seek 
gender neutrality by using plural nouns ("clinicians, patients/clients") as default/wherever possible 
to avoid using "he, she," or "he/she." We recommend avoiding the use of descriptors that refer 
to personal attributes such as age, gender, race, ethnicity, culture, sexual orientation, disability or 
health condition unless they are relevant and valid. When coding terminology is used, we recommend 
to avoid offensive or exclusionary terms such as "master", "slave", "blacklist" and "whitelist". We 
suggest using alternatives that are more appropriate and (self-) explanatory such as "primary", 
"secondary", "blocklist" and "allowlist". These guidelines are meant as a point of reference to help 
identify appropriate language but are by no means exhaustive or definitive. 

Changes to authorship 
Authors are expected to consider carefully the list and order of authors before submitting their 
manuscript and provide the definitive list of authors at the time of the original submission. Any 
addition, deletion or rearrangement of author names in the authorship list should be made only 
before the manuscript has been accepted and only if approved by the journal Editor. To request such 
a change, the Editor must receive the following from the corresponding author: (a) the reason 
for the change in author list and (b) written confirmation (e-mail, letter) from all authors that they 
agree with the addition, removal or rearrangement. In the case of addition or removal of authors, 
this includes confirmation from the author being added or removed. 
Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of 
authors after the manuscript has been accepted. While the Editor considers the request, publication 
of the manuscript will be suspended. If the manuscript has already been published in an online issue, 
any requests approved by the Editor will result in a corrigendum. 

Clinical Trial Registration 
All clinical trials submitted for publication must show proof of clinical trial registration in keeping with 
policies adopted by the International Committee of Medical Journal Editors (ICMJE). Studies that 
prospectively assign human participants or groups of humans to one or more health related 
interventions to evaluate the effects on health outcomes must be registered before patient enrollment. 

 

“Health related interventions” include any intervention used to modify a biomedical or health 

related outcome (for example drugs, surgical procedures, devices, behavioral treatments, dietary 
interventions, and process of care changes) and also include any biomedical or health-related 
measures obtained in patients or participants, including pharmacokinetic measures and adverse 
events. 

https://service.elsevier.com/app/answers/detail/a_id/286/supporthub/publishing/
https://www.elsevier.com/about/policies/publishing-ethics#Authors
https://www.elsevier.com/about/policies/publishing-ethics#Authors
https://www.elsevier.com/editors/perk/plagiarism-complaints/plagiarism-detection
https://www.elsevier.com/editors/perk/plagiarism-complaints/plagiarism-detection
https://www.elsevier.com/about/policies/sharing/preprint
https://www.elsevier.com/about/policies/sharing
https://www.elsevier.com/authors/journal-authors/policies-and-ethics
https://www.elsevier.com/authors/journal-authors/policies-and-ethics


32 
 

In addition, the FDA now requires by law that all clinical trials of drugs, biologics, and devices, whether 
investigational or already approved, must be registered. For more information and to register a trial, 
see http://www.icmje.org/faq_clinical.html. 

 

Include your clinical trial registration number on the title page of the manuscript. Clinical trials that 

are not registered according to ICMJE guidelines and in an approved database will be returned to the 
authors. 

 

If a submission is a secondary analysis of a clinical trial, you must reference the primary publication(s) 
in your manuscript. 

Primary Registries in the WHO Registry Network: 

http://www.who.int/ictrp/network/trds/en/index.html 

ICMJE Accepted Registries: 

http://www.anzctr.org.au http://www.clinicaltrials.gov http://www.ISRCTN.org 
http://www.umin.ac.jp/ctr/index/htm http://www.trialregister.nl 

Copyright 
Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' (see 
more information on this). An e-mail will be sent to the corresponding author confirming receipt of 
the manuscript together with a 'Journal Publishing Agreement' form or a link to the online version 
of this agreement. 

 

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for internal 

circulation within their institutions. Permission of the Publisher is required for resale or distribution 
outside the institution and for all other derivative works, including compilations and translations. If 
excerpts from other copyrighted works are included, the author(s) must obtain written permission 
from the copyright owners and credit the source(s) in the article. Elsevier has preprinted forms for 
use by authors in these cases. 

Elsevier supports responsible sharing 

Find out how you can share your research published in Elsevier journals. 

Role of the funding source 
You are requested to identify who provided financial support for the conduct of the research and/or 

preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in 
the collection, analysis and interpretation of data; in the writing of the report; and in the decision to 
submit the article for publication. If the funding source(s) had no such involvement then this should 
be stated. 

Open access 
Please visit our Open Access page for more information. 

Language (usage and editing services) 

Please write your text in good English (American or British usage is accepted, but not a mixture of 
these). Authors who feel their English language manuscript may require editing to eliminate possible 
grammatical or spelling errors and to conform to correct scientific English may wish to use the English 
Language Editing service available from Elsevier's Author Services. 

Submission 
Our online submission system guides you stepwise through the process of entering your article details 
and uploading your files. The system converts your article files to a single PDF file used in the peer-
review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for final 
publication. All correspondence, including notification of the Editor's decision and requests for 
revision, is sent by e-mail. 

Submit your article 
Please submit your article via https://www.editorialmanager.com/CONTRACEPTION/default.aspx. 

Article types 
Original Research Article - 

http://www.icmje.org/faq_clinical.html
http://www.who.int/ictrp/network/trds/en/index.html
http://www.anzctr.org.au/
http://www.clinicaltrials.gov/
http://www.isrctn.org/
http://www.umin.ac.jp/ctr/index/htm
http://www.trialregister.nl/
https://www.elsevier.com/about/policies/copyright
https://www.elsevier.com/about/policies/copyright/permissions
https://www.elsevier.com/__data/assets/word_doc/0007/98656/Permission-Request-Form.docx
https://www.elsevier.com/authors/journal-authors/submit-your-paper/sharing-and-promoting-your-article
https://www.elsevier.com/journals/contraception/0010-7824/open-access-options
https://webshop.elsevier.com/language-editing-services/language-editing/
https://webshop.elsevier.com/language-editing-services/language-editing/
http://www.editorialmanager.com/CONTRACEPTION/default.aspx
http://www.editorialmanager.com/CONTRACEPTION/default.aspx


33 
 

Original Research Articles should not exceed 2500 words of text (not including the title, title page, 
abstract, acknowledgements, references, tables and figures). 

 

A structured abstract of 250 words or less is required, to appear after the title page, with the following 
headings: Objective(s), Study Design, Results, and Conclusion(s). The Objective(s) should put the 
study in context with the current literature (i.e., what is new) and reflect the purpose of the study. 
The Study Design should include the methodology, the setting, the subjects (number and type), 
the treatment or intervention, principal outcomes measured, and the type of statistical analysis. 
The Results section should include the outcome of the study. The Conclusion(s) should state the 
importance of the results. 

 

After the Abstract and before the text, a short, 50-words or less Implications statement is required 
for Original Research submissions. The Implications statement should briefly summarize the unique 
contribution of the paper, written for understanding by clinicians. 

 

A maximum of 35 references and 7 figures or tables will be allowed for Original Research Articles. Our 
recommended word count limitation is 2500 words, although we understand that many qualitative 
studies and those studies with extensive laboratory components sometimes need to be longer. Authors 
should contact the editors with their questions about submitting longer papers. 

 

Brief Research Article - 

Brief Research Articles are scientific reports of original research that represent preliminary findings, 
small samples and newly described associations in unique populations. Briefs are limited to 1000 
words, with a structured abstract of 100 words or less. A combined total of 2 figures and/or tables, 
and a maximum of 10 references will be accepted. 

 

Review Article - 

Reviews are generally by invitation. Prospective authors who wish to suggest a Review that 
they would like to write may send a one-page proposal to the Managing Editor at 

contraceptionjournal@gmail.com. 
 

Reviews should include main text up to 5000 words, a structured or unstructured summary of 
250 words, and up to 8 moderate-sized tables/figures and 90 references. Systematic reviews are 
preferred. 

 

Letter to the Editor - 

Letters to the Editor are openly solicited. The Journal supports Letters as a forum to convey comments 
and opinions regarding recently published articles. Original material such as preliminary data may 
also be published at the discretion of the Editor. 

 

Letters to the Editor should not exceed 500 words, with a maximum of 5 references. Provide a unique 
title for the Letter on the title page with complete contact information for the author(s). 

 

Case Reports - 

Only Case Reports that are highly original, have significant implications for clinical practice, and/or 
provide information that will lead to important future research are considered for publication. Case 
Reports are generally published on the Journal website only. 

 

Case Reports are limited to 5 authors and 700 words of main text (not counting the title page, abstract, 

references, tables, legends, and figures). Authors should include: 
an unstructured (1 paragraph, no categories) abstract of no more than 50 words; 3 to 5 alphabetized 
key words or short phrases for indexing; a brief introduction; 1 or more case descriptions, labeled 
either Case Report (if the article discusses only 1 case) or Case 1, Case 2, etc.; and a section headed 
Comment. Case Series will generally be included in this category. 

 
Written permission from the patient(s) on whom the report is based is required. Authors must 
attest to having obtained written consent both in the manuscript and in the submitted cover letter. 
Documentation must be supplied to the editors upon request. 

mailto:contraceptionjournal@gmail.com
mailto:aceptionjournal@gmail.com


34 
 

Commentaries, Guidelines, and Editorials may be invited by the Editor and by Association of 
Reproductive Health Professionals (ARHP) and Society of Family Planning (SFP). Prospective authors 
can contact the Journal. 

Suggesting reviewers 

Please submit the names and institutional e-mail addresses of several potential reviewers. 

 

You should not suggest reviewers who are colleagues, or who have co-authored or collaborated with 
you during the last three years. Editors do not invite reviewers who have potential competing interests 
with the authors. Further, in order to provide a broad and balanced assessment of the work, and ensure 
scientific rigor, please suggest diverse candidate reviewers who are located in different countries/ 
regions from the author group. Also consider other diversity attributes e.g. gender, race and ethnicity, 
career stage, etc. Finally, you should not include existing members of the journal's editorial team, 
of whom the journal are already aware. 

 

Note: the editor decides whether or not to invite your suggested reviewers. 

PREPARATION 

Peer review 
This journal operates a single anonymized review process. All contributions will be initially assessed by 
the editor for suitability for the journal. Papers deemed suitable are then typically sent to a minimum of 
two independent expert reviewers to assess the scientific quality of the paper. The Editor is responsible 
for the final decision regarding acceptance or rejection of articles. The Editor's decision is final. Editors 
are not involved in decisions about papers which they have written themselves or have been written 
by family members or colleagues or which relate to products or services in which the editor has an 
interest. Any such submission is subject to all of the journal's usual procedures, with peer review 
handled independently of the relevant editor and their research groups. More information on types 
of peer review. 

Use of word processing software 
It is important that the file be saved in the native format of the word processor used. The text should 
be in single-column format. The article should have 1.5 or double spacing, continuous line numbering 
starting with the title page, and page numbers. Keep the layout of the text as simple as possible. 
Most formatting codes will be removed and replaced on processing the article. In particular, do not 
use the word processor's options to justify text or to hyphenate words. However, do use bold face, 
italics, subscripts, superscripts etc. When preparing tables, if you are using a table grid, use only 
one grid for each individual table and not a grid for each row. If no grid is used, use tabs, not 
spaces, to align columns. The electronic text should be prepared in a way very similar to that of 
conventional manuscripts (see also the Guide to Publishing with Elsevier: 
https://www.elsevier.com/guidepublication). Note that source files of figures, tables and text graphics 
will be required whether or not you embed your figures in the text. See also the section on Electronic 
artwork. 

 

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check' 
functions of your word processor. 

Article structure 
Subdivision - numbered sections 
Divide your article into clearly defined and numbered sections. Subsections should be numbered 

1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included in section numbering). Use this 
numbering also for internal cross-referencing: do not just refer to 'the text'. Any subsection may be 
given a brief heading. Each heading should appear on its own separate line. 

Introduction 

State the objectives of the work and provide an adequate background, avoiding a detailed literature 
survey or a summary of the results. 

Material and methods 

Provide sufficient details to allow the work to be reproduced by an independent researcher. Methods 
that are already published should be summarized, and indicated by a reference. If quoting directly 
from a previously published method, use quotation marks and also cite the source. Any modifications 
to existing methods should also be described. 

https://www.elsevier.com/reviewers/what-is-peer-review
https://www.elsevier.com/reviewers/what-is-peer-review
http://www.elsevier.com/guidepublication)
http://www.elsevier.com/guidepublication)
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Results 

Results should be clear and concise. 

Discussion 

This should explore the significance of the results of the work, not repeat them. A combined Results 
and Discussion section is often appropriate. Avoid extensive citations and discussion of published 
literature. 

Appendices 

If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in 
appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, 
Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc. 

Essential title page information 
• Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid 
abbreviations and formulae where possible. 
• Author names and affiliations. Please clearly indicate the given name(s) and family name(s) 
of each author and check that all names are accurately spelled. Present the authors' affiliation 
addresses (where the actual work was done) below the names. Indicate all affiliations with a lower- 
case superscript letter immediately after the author's name and in front of the appropriate address. 
Provide the full postal address of each affiliation, including the country name and, if available, the e-
mail address of each author. 
• Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing 
and publication, also post-publication. Ensure that the e-mail address is given and that contact 
details are kept up to date by the corresponding author. 
• Present/permanent address. If an author has moved since the work described in the article was 
done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be indicated as 
a footnote to that author's name. The address at which the author actually did the work must be 

retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes. 
• Word counts. Please display on the title page the word counts of the abstract and manuscript text. 

Structured abstract 
A structured abstract, by means of appropriate headings, should provide the context or background for 

the research and should state its purpose, basic procedures (selection of study subjects or laboratory 
animals, observational and analytical methods), main findings (giving specific effect sizes and their 
statistical significance, if possible), and principal conclusions. It should emphasize new and important 
aspects of the study or observations. 

Keywords 
Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and 

avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). Be sparing 
with abbreviations: only abbreviations firmly established in the field may be eligible. These keywords 
will be used for indexing purposes. 

Abbreviations 
Define abbreviations at their first occurrence in the article: in the abstract and also in the main text 
after it. Ensure consistency of abbreviations throughout the article. 

Acknowledgements 

Collate acknowledgements in a separate section at the end of the article before the references and do 
not, therefore, include them on the title page, as a footnote to the title or otherwise. List here those 
individuals who provided help during the research (e.g., providing language help, writing assistance 
or proof reading the article, etc.). 

Formatting of funding sources 

List funding sources in this standard way to facilitate compliance to funder's requirements: 

 

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, yyyy]; 
the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United States Institutes 
of Peace [grant number aaaa]. 

 

It is not necessary to include detailed descriptions on the program or type of grants and awards. When 
funding is from a block grant or other resources available to a university, college, or other research 
institution, submit the name of the institute or organization that provided the funding. 
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If no funding has been provided for the research, please include the following sentence: 
 

This research did not receive any specific grant from funding agencies in the public, commercial, or 
not-for-profit sectors. 

Units 

Follow internationally accepted rules and conventions: use the international system of units (SI). If 
other units are mentioned, please give their equivalent in SI. 

Footnotes 

Footnotes should be used sparingly. Number them consecutively throughout the article. Many word 
processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate 
the position of footnotes in the text and list the footnotes themselves separately at the end of the 
article. Do not include footnotes in the Reference list. 

Artwork 
Color artwork 

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or MS 
Office files) and with the correct resolution. If, together with your accepted article, you submit usable 
color figures then Elsevier will ensure, at no additional charge, that these figures will appear in color 
online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations are 
reproduced in color in the printed version. For color reproduction in print, you will receive 
information regarding the costs from Elsevier after receipt of your accepted article. Please 
indicate your preference for color: in print or online only. Further information on the preparation of 
electronic artwork. 

Figure captions 

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A 
caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep 
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used. 

Tables 
 

Please submit tables as editable text and not as images. Tables can be placed at the end of the text or 
uploaded separately. Do not embed tables within the text. Number tables consecutively in accordance 
with their appearance in the text and place any table notes below the table body. Be sparing in the 
use of tables and ensure that the data presented in them do not duplicate results described elsewhere 
in the article. Please avoid using vertical rules and shading in table cells. Do not use internal lines 
in the tables. 

References 
Citation in text 

Please ensure that every reference cited in the text is also present in the reference list (and vice 
versa). Any references cited in the abstract must be given in full. Unpublished results and personal 
communications are not recommended in the reference list, but may be mentioned in the text. If these 
references are included in the reference list they should follow the standard reference style of the 
journal and should include a substitution of the publication date with either 'Unpublished results' or 
'Personal communication'. Citation of a reference as 'in press' implies that the item has been accepted 
for publication. 

Reference links 

Increased discoverability of research and high quality peer review are ensured by online links to 
the sources cited. In order to allow us to create links to abstracting and indexing services, such as 
Scopus, CrossRef and PubMed, please ensure that data provided in the references are correct. Please 
note that incorrect surnames, journal/book titles, publication year and pagination may prevent link 
creation. When copying references, please be careful as they may already contain errors. Use of the 
DOI is highly encouraged. 

 

A DOI is guaranteed never to change, so you can use it as a permanent link to any electronic article. 
An example of a citation using DOI for an article not yet in an issue is: VanDecar J.C., Russo R.M., 
James D.E., Ambeh W.B., Franke M. (2003). Aseismic continuation of the Lesser Antilles slab beneath 
northeastern Venezuela. Journal of Geophysical Research, https://doi.org/10.1029/2001JB000884. 
Please note the format of such citations should be in the same style as all other references in the paper. 

https://www.elsevier.com/authors/author-schemas/artwork-and-media-instructions
https://www.elsevier.com/authors/author-schemas/artwork-and-media-instructions
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Web references 

As a minimum, the full URL should be given and the date when the reference was last accessed. Any 
further information, if known (DOI, author names, dates, reference to a source publication, etc.), 
should also be given. Web references can be listed separately (e.g., after the reference list) under a 
different heading if desired, or can be included in the reference list. 

Data references 

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them 
in your text and including a data reference in your Reference List. Data references should include the 
following elements: author name(s), dataset title, data repository, version (where available), year, 
and global persistent identifier. Add [dataset] immediately before the reference so we can properly 
identify it as a data reference. The [dataset] identifier will not appear in your published article. 

Data References 

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them 
in your text and including a data reference in your Reference List. Data references should include the 
following elements: author name(s), dataset title, data repository, version (where available), year, 
and global persistent identifier. Add [dataset] immediately before the reference so we can properly 
identify it as a data reference. The [dataset] identifier will not appear in your published article. 

 

Example: [dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T., 2015. Mortality data for 
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1. 
http://dx.doi.org/10.17632/xwj98nb39r.1. 

References in a special issue 

Please ensure that the words 'this issue' are added to any references in the list (and any citations in 

the text) to other articles in the same Special Issue. 

Reference management software 

Most Elsevier journals have their reference template available in many of the most popular reference 
management software products. These include all products that support Citation Style Language 
styles, such as Mendeley. Using citation plug-ins from these products, authors only need to select 
the appropriate journal template when preparing their article, after which citations and bibliographies 
will be automatically formatted in the journal's style. If no template is yet available for this journal, 
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Introduction: 

In Sub-Saharan Africa, there is an unmet need for family planning. This has been shown to 

have an adverse social, and economically effect on communities(1). 

Family planning, by definition, is the ability of an individual, or couple to anticipate and 

attain their desired number of children, the spacing between their births, along with the 

timing of their births. It is one of the four pillars of the Safe Motherhood Initiative to reduce 

maternal death in developing countries (2). 

 

The World Health Organization (WHO) defines “unmet need” as: Women of reproductive 

age, who are sexually active, with no desire to fall pregnant, yet are not on any contraceptive 

method (3). 

Although there has been an increase in contraceptive uptake in Sub-Saharan Africa, there is 

still an unmet need of approximately 21% (1).  This has contributed to the high rate of 

unintended pregnancies in the region, totalling 51 million pregnancies per annum (1).. 

Hlongwa et al lists the following major factors, as those affecting contraceptive  uptake (4): 

1. Limited resources, which is further divided into -limited access to 

contraception and understaffed, undertrained health care facilities.  

2. Lack of knowledge and awareness of the available contraceptive methods. 

3. Partner support, or lack thereof.    

4. Poor socio-economic status. 

One of the main factors affecting contraceptive uptake has been shown to be the lack of 

knowledge and awareness of family planning(5). Studies have shown that there is a 

correlation between the lack of knowledge, regarding contraception, and poor contraceptive 

uptake(6). 

A 2014 study, done at Chris Hani Baragwanath Academic Hospital, Johannesburg, South 

Africa (CHBAH), showed that 68% of the patients seen at CHBAH antenatal clinic (ANC) 

were a result of unplanned pregnancy. Only 44% were aware of emergency contraception 

(EC),84% of the patients were willing to use EC, after having been taught about it(7). Lebese 

et al, conducted a study in Limpopo Province, where they found that there was an awareness 
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of availability of contraceptive methods in public clinics, but the lack of comprehensive 

knowledge regarding contraception led to a negative outlook, and thus a decrease in the 

uptake of contraception (5). 

There is a lack of adequate counselling of women seen at public health clinics. This is due to 

lack of staff, as well as lack of training of staff (4). This then leads to women attaining 

distorted knowledge from peers and family members (5). 

We postulate that adequate counselling regarding family planning, of women in reproductive 

age, that are seen at public health centres, regardless of their presenting complaint, will 

increase the rate of contraceptive uptake. 

 

Literature Review 

Family planning plays an instrumental role in the development of a society, the regulation of 

the growth of the population, and the reduction of poverty (8). The unmet need for family 

planning in Sub-Saharan Africa has shown to have an adverse effect, not only socially, but 

economically as well(8). Complications such as: Sexually transmitted diseases (including 

HIV/AIDS), unsafe termination of pregnancies, increased maternal mortality and morbidity 

are increased(8). Studies have shown that complications of pregnancy, and childbirth are the 

leading cause of death in girls aged 15-19 in low- and middle-income countries (8). 

In 2000, the United Nations drafted the Millennium Developmental Goals (MDG), which 

were aimed at reducing global poverty, particularly in developing countries.  The eight 

MDG’s were (9): 

1. Eradicating extreme poverty and hunger 

2. Achieving universal primary education 

3. Promoting gender equality and empowerment of women 

4. Reducing child mortality 

5. Improving mental health care 

6. Combating HIV/AIDS/TB/Malaria 

7. Ensuring environmental sustainability 
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8. Developing global partnership for development with, trade, and debt relief 

programmes 

It is notable that at least 3 of the MDG’s were unattainable without effective family planning 

programmes (10). 

In 2006, there was the adoption of the African Union’s Maputo Programme of Action 

(MPoA) by 48 ministers of health(11). The goal of the program was to provide universal 

access to reproductive health care by 2015. This was to be achieved by: 

1. The integration of HIV/AIDS/STI and sexual reproductive health and rights 

2. Repositioning family planning as essential to MDG achievement 

3. Addressing adolescent and youth sexual health reproductive needs 

4. Addressing unsafe terminations of pregnancies 

5. Delivering quality services for safe motherhood and child health  

6. Promoting African and south-south co-operation for the attainment of MDG’s 

in the region. 

In 2012, The London Summit on Family planning inspired the Family Planning 2020 

initiative (FP2020). The goal was to have an additional 120 million women, from 69 of the 

poorest countries, become users of modern contraception(12). Between 2012-2017, in Africa, 

there was an increase in contraceptive uptake from 23.9% to 28.5% (13). Despite the various 

programmes that have been put in place, globally and as well as regionally, there is still an 

unmet need for contraception in Sub-Saharan Africa(4). WHO states that there are 214 

million women in developing countries that are in their reproductive age, that have an unmet 

need for contraception (14). There are 60 million unplanned births and a reported 105 million 

induced abortions. This contributes to the 2.7 million fewer infant deaths, and 215 000 fewer 

pregnancy related deaths, 79 000 of these come from unsafe termination of pregnancies(9). 

Fulfilling the unmet need for contraception worldwide, would prevent an additional 52 

million unintended pregnancies, 23 million unplanned births, 22 million induced abortions, 

1.4 million infant deaths, and 142 000 pregnancy related deaths(9). 
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There are various methods of family planning that are available, ranging between temporary 

and permanent; hormonal and non-hormonal; There are barrier methods, which not only 

prevent unwanted pregnancies, but also sexually transmitted diseases, such as HIV. 

Contraceptive methods are freely accessible through the state, as well as private care. 

Although there has been an increase in uptake, in sub-Saharan Africa, there is still an unmet 

need. This suggests that besides availability, there are other factors that that play a role in the 

uptake of contraception. The most common factors, have been noted to be (4,8): 

Resources and accessibility 

Lack of Knowledge and misconception of contraception 

Partner involvement or lack thereof 

User and provider bias 

 

1. Resources 

This includes limited accessibility and staff shortage. The staff that is available is 

undertrained.(11) 

There is a weak supply chain, which then leads to stock outs at the clinics, thus interrupting 

an individual’s contraceptive protection(11).  

Studies show that there is a higher contraceptive uptake from women in urban areas, versus 

women who are from rural areas(15). Another study showed that, though women knew about 

family planning, they were unaware of the different types available. 

2. Partner’s involvement 

The patriarchal society found in most developing countries, sees women stripped of their 

reproductive rights, and most of the decisions in the family unit, made by the male partner(1). 

In rural settings, the women are more dependent on the male partner for financial security, 

thus weakening the woman’s bargaining power for condom usage (4). 

3. Lack of Knowledge and misconception of contraception 

A study done in Ethiopia showed that 76% of women did not know that Bilateral tubal 

ligation was a means to contraception(16). In Tunisia, 79% of women who underwent repeat 
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terminations of pregnancy, were found to have a lack of knowledge regarding contraceptive 

methods, and their availability(16).  

A study done in South Africa, showed that women knew at least one method of 

contraception, mainly being the injectables or the condom method(4).  De Clerk et al did a 

study in 2015, that showed that there was poor knowledge of intrauterine contraceptive 

device (IUCD) and emergency contraception amongst South African women(4). 

Masiwime et al found that, more than 50% of women seen at the CHBAH TOP clinic, had 

been on contraceptives, but inconsistently so(17). One can thus assume that, there is a desire 

for family planning, but the lack of knowledge, or distorted knowledge plays a negative role. 

An increase in the uptake of contraception would not only meet two of the Millennium 

Developmental goal, but is also paramount in achieving sustainable development in the 

country. As much as there has been policies that have been put into place, in order to increase 

contraceptive uptake, there is still an unmet need in sub-Saharan Africa(11). Majority of 

studies have suggested that in order to bridge the gap, there should be an increase in 

counselling at a health care facility level. 

 

Problem statement: 

One of the main factors that affect contraceptive uptake in sub-Saharan Africa is the lack of 

knowledge regarding contraception, as well as the misconceptions that surround it. 

The aim of this study is to look at the factors affecting contraceptive uptake in women seen at 

the CHBAH GOPD, namely, their awareness of family planning, their knowledge of the 

different forms of contraception, and their contraceptive uptake. 

 

Study Aims: 

To assess the knowledge of contraceptive options available, and contraceptive uptake seen at 

the women at the CHBAH GOPD. 

 

Objectives: 

1. To describe the number of patients seen at CHBAH who are on contraception.  
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2. To ascertain patient’s knowledge regarding the available methods of 

contraception.  

3. To determine the methods in which the patients attain their knowledge of 

contraception. 

4. To assess the satisfaction of contraceptive counselling. 

 

METHODOLOGY: 

Study setting: 

This study will take place at the Chris Hani Baragwanath Academic Hospital Gynaecology 

Outpatient’s Department.  

CHBAH is the biggest hospital in the southern hemisphere, and the third biggest hospital in 

the world. It is a tertiary Hospital that receives referrals from the surrounding clinics, regional 

hospitals, as well as private hospitals. The gynaecology out -patient department is divided 

into 2 clinics; Patients are triaged, then referred to either GOPD or Cold Case clinic. 

1. GOPD: where patients are managed in the acute setting; stabilised and 

admitted to the ward. GOPD treats approximately 350 patients per week, averaging to 

approximately 50 patients per day.  

2. Cold Case Clinic: this clinic works on as per appointment. Patients are stable 

and seen as out -patients. Cold Case Clinic treats approximately 77 patients per week, which 

averages to 11 patients per day. 

3. From this we have estimated that the approximate population seen over a 

3month period is 5208 patients. 

The study will take place at GOPD and Cold case clinic.  

 

Study Design: 

The study will be a prospective, cross-sectional study. 

This will be a descriptive study, both qualitative and quantitative in design. 
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The sampling technique will be non-probability convenience sampling.  

Dependant Variables: prevalence of contraceptive uptake, knowledge of available 

contraception 

Independent variables: age, level of education, employment, parity. 

Data collection will be in the form of a survey, conducted over a 3month period between July 

2021 and September 2021. 

 

Sample size:  

100 women of reproductive age, that attend the GOPD ward, during the above-mentioned 

time-period. This number was determined by use of a sample size calculator. This was 

obtained from a calculation using The Survey System, Sample Size Calculator. We assumed 

a population of 5208, using a confidence level of 95%, and a 10% confidence interval. 

 

Inclusion criteria: 

o Age group 18-50 

o Nulliparous and multiparous 

o Previous ectopic pregnancy 

o Previous termination of pregnancy 

o Previous contraceptive use or current contraceptive use 

o Contraceptive naive 

o Exclusion criteria: 

o Patients already included in the study on repeat visits 

o Pre pubertal females 

o Unstable patients 

o Refusal to participate 

o Language barrier 

o Patients who have undergone bilateral tubal ligation or hysterectomy 

o Postmenopausal women 

o Women that are not discharged during the data collection period of 3 months. 
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Data Collection: 

The data collection tool will be a questionnaire, which patients will be required to answer 

(see Appendix A). The collection tool shall have a non-identifying study number and patient 

identification shall only be known to the principal investigators. This will be entered into a 

REDCap (Research Electronic Data Capture) database.  Data will be collected at the 

researcher’s convenience. 

The questionnaire will be handed to the patient at the nurse’s discharge desk, after 

consultation with the doctor. In the case of acute patients this will be done prior to discharge 

from the hospital. The questionnaire will be filled in a quiet private room, and will take a 

duration of approximately 20 minutes. 

A pilot testing of the data collection tool will be done on 10 random, non-included patients to 

ensure that the instructions are clear, and it is easy to follow. Thereafter, it may be adjusted, 

should questions be deemed inappropriate for the study. 

 

Data Analysis: 

Data analysis will be divided per objective. Descriptive statistics will be used to report on 

variables. Parametric tests such as Student’s T-test, Chi-square and ANOVA will be used for 

normally distributed data. Non-parametric tests will be used if data is not normally 

distributed. Continuous variables shall be reported as means and medians. Categorical 

variables shall be reported as frequencies.  

The association between the prevalence of contraceptive uptake and the knowledge regarding 

the available methods of contraception will be assessed with the aid of the Chi square test, as 

well as the Mann Whitney U test. Qualitative data will be analysed by content analysis, and 

reported as frequencies of variables. 

A p-value of 0.05 will be used to include or exclude potential of any outcome. Odds ratios 

and 95% confidence intervals will be reported. The results will be demonstrated as graphs, as 

well as descriptively. 

 

Ethical Consideration: 
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Approval will be sought from the University of Witwatersrand Human Research Ethics 

Committee (HREC) prior to the commencement of data collection. 

Approval will also be sought from the hospital CEO (Chief Executive Officer) (Appendix B) 

Informed written consent will be obtained from each patient before answering the 

questionnaire. (Appendix C) 

 

Funding: 

Stationary  R300 

Statistician  R4000 

Petrol   R400 

Total   R4700 

 

This study will be self-funded, by the principal investigator. Expected costs are subject to 

vary and should this be the case, the principal investigator shall bare the costs accordingly. 

 

Limitations: 

Language barrier will be a limitation, as the study will only be conducted in English. 

 

Bias: 

There is a potential for selection bias, based on the subjective approach of my sampling 

method. We aim to adhere to strict inclusion and exclusion criteria, to avoid this. Information 

bias from treating doctors will be avoided by patient participation and questionnaire filling, 

being done upon discharge from the unit. 

  

Timelines 

2021 Jan Feb Mar Apr May Jun Jul Aug Sep Oct NovDec 
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Protocol development X          

Submission  X         

Correction   X X        

Ethics     X  X X X    

Data collection           

Analysis           X 

Write up           

   

2022 Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

Corrections X           

Submission  X         

  

 

 

APPENDIX A  

CONTRACEPTION QUESTIONAIRE 

 

Study number: __ 

1. Age: 18-25 /   26-29  /  30-34  /35-39 /40-44/  45-50  

2. Highest level of education: 

o No schooling 

o primary school 

o high school 

o tertiary education 

3. Are you currently employed?    Y     N  

4. How many pregnancies have you had? _________           
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5. What were the outcomes? Alive? _______   miscarriage? _______ 

6. Have you previously had a termination of pregnancy    Y  N 

7. Is your family complete? Y       N 

8. Are you currently sexually active:      Y          N 

9. Have you previously heard of contraception/ family planning/ prevention: Y   N 

 

10. How old were you when you first heard of contraception/ family planning/ 

contraception: _____ 

11. Where did you first hear about contraception/family planning: 

Parents        Y        N  

Friends         Y        N 

School          Y        N 

Media           Y        N 

Other:_____________________ 

12. What was your main complaint(the reason for coming to Baragwanath Hospital): 

13. Were you admitted   Y   N 

14. Did the doctor or nurse talk to you or educate you about contraception:      Y / N  

15. How useful was the discussion : on a scale of 1-10(1 not satisfied 10= very satisfied) 

1      2     3     4    5     6     7     8    9   10 

 

16. Have you been offered contraception/family planning/ prevention at CHBAH:   Y /N  

17. Have you decided to use it: Y     N 

18. Knowledge of contraceptive methods: 

How well do you know this prevention type? 

Prevention I don’t know it/never used I know it but never used I am using it now

 I have used it/don’t like it 
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Condoms (Male)     

Female Condoms     

Withrawal/pull out method     

Pills/Tablet     

Depot/3month injection     

Nuristerate/ 2month injection     

Implant/Implanon     

Mirena/Copper/Loop     

Patch     

Sterilization/Tied tubes     

 

What do you think is true about this prevention? 

Prevention It stops HIV It is expensive It has side effects 

 Yes No Don’t know Yes No Don’t know Yes No

 Don’t know 

Condoms (Male)          

Female Condoms          

Withrawal/pull out method        

  

Pills/Tablet          

Depot/3month injection          

Nuristerate/ 2month injection        

  

Implant/Implanon          

Mirena/Copper/Loop          

Patch          

Sterilization/Tied tubes         
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Prevention It causes bleeding It can make me infertile* It is available at my 

clinic/hospital 

 Yes No Don’t know Yes No Don’t know Yes No

 Don’t know 

Condoms (Male)          

Female Condoms          

Withrawal/pull out method        

  

Pills/Tablet          

Depot/3month injection          

Nuristerate/ 2month injection        

  

Implant/Implanon          

Mirena/Copper/Loop          

Patch          

Sterilization/Tied tubes          

Infertile=permanently unable to fall pregnant 

 

Do you know the answers:  

 

 I know I don’t know If you know:How long does it last? . 

Implanon: 

How long does it last     

Has an effect on my period:   What are the effects  

Causes headaches?     

Mirena: 
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How long does it last     

depot/3month injection: 

has an effect on my period   What are the effects:  

Causes weight gain     

Oral contraception 

Has an effect on my period   What effects:  

How/when do you take it:     

What if you miss one pill   What do you do?  

Can be started immediately after birth/delivery     

Emergency contraception/morning 

After pill     

When do you take it?     

Can be used everyday     

Always works in preventing pregnancy     

Male sterilization/vasectomy     

Men can sterilise     

Male sterilization is reversible     

 

 

 

THANK YOU FOR PARTAKING IN THIS STUDY. 

If you have any further queries, please call me on 0119338000 
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APPENDIX B 

Department of Obstetrics and Gynaecology Chris Hani Baragwanath Hospital Approval – 

Head of Department 
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APPENDIX C 

Chris Hani Baragwanath Academic Hospital Approval from CEO 
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APPENDIX D 

Consent form 

Thank you for partaking in the study. 

This is a study being undertaken by Dr SA Ndlovu, Dr. Shimange-Matsose and Dr. Mpehle, 

from the University of Witswaterstrand. 

It is in the form of a questionnaire.  

The purpose of the study is to assess the knowledge of contraceptive use, as well as uptake in 

the patients seen at Chris Hani Baragwanath Hospital Gynaecology Outpatient Department, 

so that the deficiencies can be addressed, and the system improved. 

The information you give, will be kept confidential. There will be no identification (name, 

surname, or address) of your personal information in the final reports. You will be allocated a 

study number, so as to keep your identity confidential.  

Your participation is voluntary, and you can opt out of the study at any given time. 

Your participation in this study does not affect your current and/or future management as an 

individual, and/or treatment at this and/or any other hospital. 

By signing this form, you authorise the use of your information and findings of this study for 

educational and publication purposes. 

 

Thank you 

 

I hereby acknowledge and agree that I that I am partaking in a research study regarding my 

knowledge of contraception. 

I acknowledge all of the above. 

I acknowledge that my answers will be confidential. 

 

Signature (participant):_____________   Signature (witness): _____________ 
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Date: ______________________   Date: ______________________ 

 

 

Place: _______________________  Place: _______________________ 
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APPENDIX E: ETHICS APPROVAL 
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