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ABSTRACT 

 

Background: Studies suggest that disability significantly hinders access to reproductive health 

services, particularly family planning, in low- and middle-income countries. Women with 

disabilities have a low contraceptive use rate, leading to increased risks of unintended 

pregnancies and health complications. This study examined the relationship between sensory 

disability status and contraceptive use in South Africa. A sensory disability is a condition that 

affects one or more of the body's sensory functions like sight, hearing, touch, taste, or smell. In 

this study, sensory disabilities focused on hearing and visual impairments. 

 

Methods: The study employed a cross-sectional design using the 2016 South Africa 

Demographic and Health Survey. The study focused on women of reproductive age (15–49 

years old) in South Africa, who were sexually active and provided information on both their 

contraceptive use and sensory disability status. The outcome variable of this study was 

contraceptive use, and the main independent variable was sensory disability status. The control 

variables included demographic characteristics namely age, race, marital status, province, and 

place of residence, as well as socioeconomic characteristics such as employment status, wealth 

status, education, family planning messages, and contraceptive knowledge. The analysis was 

conducted using Stata 17.0 on a weighted sample of 6 683 sexually active women aged 15–49 

years old who answered questions on contraceptive use. The data analysis was done in three 

phases. For the first phase, cross-tabulations and chi-square analysis were used to demonstrate 

the levels of contraceptive use as well as all characteristics of women. For the second phase, 

bivariate binary logistic regression models were used to determine the relationship between 

each of the independent variables and the outcome variable of contraceptive use. Lastly, for the 

third phase, a stepwise multivariate binary logistic regression was utilised to determine the 

relationship between sensory disability status and contraceptive use among women aged 15–

49 years old in South Africa. 

 

Results: Among South African women of reproductive age, 55.4% were using contraceptives. 

Women with sensory disabilities were shown to have lower odds of using contraceptives than 

those without sensory disabilities, even after adjusting for all other variables [OR: 0.78, CI: 

0.63873 - 0.95227]. Significant associations with contraceptive use were observed for factors 
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including age, race, marital status, education and province. Compared to women aged 15–24, 

women aged 35–39 had a much lower likelihood of using contraceptives. [OR: 0.46, CI: 

0.38150 - 0.55364]. Women from races other than black were also observed to have lower odds 

for contraceptive use compared to black women [OR: 0.75, CI: 0.61098 - 0.92237]. Conversely, 

married women were significantly more likely to use contraceptives than women who were 

never married [OR: 1.23, CI: 1.05328 - 1.42899]. Additionally, women with secondary [OR: 

1.98, CI: 1.28089 - 3.07512] or higher education [OR: 2.40, CI: 1.49931 - 3.83750] exhibited 

a significantly higher likelihood of contraceptive usage compared to those lacking formal 

education. Women residing in Western Cape [OR: 1.83, CI: 1.29743 - 2.57637], Eastern Cape 

[OR: 1.66, CI: 1.27747 - 2.15886], Northern Cape [OR: 1.61, CI: 1.18574 - 2.19087], KwaZulu 

Natal [OR: 1.51, CI: 1.17797 - 1.92456], North West [OR: 1.43, CI: 1.01266 - 2.01228], and 

Mpumalanga [OR: 1.50, CI: .15808 - 1.93439] were found to have a higher likelihood of using 

contraceptives compared to women residing in Limpopo. 

 

Conclusions: Low contraceptive use among women with sensory disabilities in South Africa 

highlights the need for inclusive reproductive health services, addressing communication, 

information access, and societal attitudes to ensure informed decisions. 

 

Keywords: Contraceptive use, Sensory Disability Status, South Africa  
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CHAPTER 1 

INTRODUCTION 

1.1 Introduction 

This chapter provides an overview of the study's context by examining the global and local 

prevalence of disability and how it relates to contraceptive use among women with disabilities. 

It then outlines the problem statement, articulates the study's objectives, and presents the 

justification for undertaking this research. 

1.2 Background 

Disability is a growing concern worldwide, both in terms of its increasing numbers and its 

growing significance on the global agenda. Roughly 1.3 billion people, equivalent to 16% of 

the global population, have serious disabilities (CDC, 2020). Disabilities can encompass a wide 

range of conditions that impact the body or mind, resulting in difficulties performing particular 

tasks and participating fully in the environment (CDC, 2020). Disability is thus divided into 

three dimensions: impairments, limitations in activities, and restrictions in participation (World 

Health Organization, 2001). This three-dimensional framework provides a comprehensive 

understanding of disability. A disability may affect various aspects such as vision, mobility, 

cognitive abilities, learning, communication, hearing, mental health, and social interactions 

(CDC, 2020). This study focuses on examining the levels and relationship between 

demographic, socioeconomic, and sensory disability status and contraceptive use among 

women aged 15–49 years old in South Africa. Sensory disability refers to the impairment of 

sensory functions like hearing, sight, taste, touch, smell, and spatial awareness (Abdullah et al., 

2021). In this study, sensory disabilities focused on hearing and visual impairments. The study 

prioritised auditory and visual impairments due to their prevalence among sensory disabilities. 

Additionally, these impairments were chosen because individuals with visual and hearing 

disabilities often encounter challenges accessing health messages and face unique barriers in 

communication and information dissemination (Assi et al., 2020; Shukla et al., 2019). Vision 

and hearing interventions are some of the most cost-effective that exist, yet they are too 
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frequently difficult to access and poorly integrated into health services (World Health 

Organization, 2023b) 

Globally, approximately 2.2 billion individuals, accounting for 27% of the population, 

experience near or distance vision impairment (World Health Organization, 2024). Moreover, 

over 1.5 billion people, constituting nearly 20% of the global population, are affected by 

hearing loss (World Health Organization, 2021). The global visually impaired population 

consists of 64% women, while 5% of women make up those affected by hearing loss (World 

Health Organization, 2021, 2023c). In India, 2.01% of women have disabilities, with 20% 

having visual or hearing impairments, 18% facing mobility-related disabilities, and 8% having 

multiple disabilities (Department of Empowerment of Persons with Disabilities, 2021). 

Similarly, in South Sudan, women and girls constitute 61.1% of the population with disabilities, 

with visual disabilities affecting 58.5% of women and hearing disabilities affecting 30% 

(Ghazal, 2023). This data highlights the widespread occurrence of disabilities, especially visual 

and hearing impairments, in developing countries. This trend may be attributed to inadequate 

healthcare infrastructure and resources, leading to limited access to essential health services, 

including early detection and treatment of vision and hearing impairments.  

In South Africa, disability prevalence among persons aged 5 years or older was 6.0% in 2022, 

with women (7.0%) being more affected than men (4.9%) (Statistics South Africa, 2023). The 

prevalence varied by province, ranging from 5.0% in Limpopo to 8.5% in the Eastern Cape 

(Statistics South Africa, 2023). These regional differences can be attributed to various factors, 

such as healthcare infrastructure, access to medical services, socioeconomic conditions, and 

overall public health initiatives. Moreover, the 2022 Census of Population and Housing report 

revealed that glasses, spectacles, or contact lenses were the most frequently employed assistive 

devices, with a prevalence of 11.6%, accounting for 6 386 536 individuals. In contrast,  

individuals using hearing aids constituted 1.1% totalling 631 914 individuals (Statistics South 

Africa, 2023). This implies a substantial population in the country experiencing visual 

impairments. 

Multiple studies suggest that disability poses a significant barrier to accessing reproductive 

health services, particularly family planning, in sub-Saharan Africa (SSA) (Alhusen et al., 

2021; Ayiga & Kigozi, 2016; Beyene et al., 2023a; Rugoho & Maphosa, 2017; Tenaw et al., 
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2023a; Yimer & Modiba, 2019). These hindrances encompass personal, societal, and 

institutional dimensions, such as stigma from healthcare providers as well as inaccessible 

facilities and information (Beyene et al., 2023a; Peta, 2017). According to a study conducted 

in Uganda, women with disabilities (WWDs) tend to use contraception less frequently as part 

of reproductive health care interventions (Ayiga & Kigozi, 2016). Similarly, in Ethiopia, 

contraceptive use was found to be low, and transport accessibility, contraceptive knowledge, 

and disability type were found to be influencing contraceptive use (Tenaw et al., 2023a).  These 

disparities further heighten the existing inequalities in reproductive health care interventions. 

Limited access to contraception does not only affects family planning but also puts WWDs at 

a higher risk of unintended pregnancies, which can have significant consequences for their 

overall well-being and quality of life. 

Additionally, studies have shed light on the specific struggles faced by women with sensory 

disabilities, highlighting issues ranging from paperwork difficulties to obtaining sign language 

interpretation services (Horner-Johnson et al., 2021; Timilsina et al., 2024). Blind individuals 

have reported privacy infringements during paperwork completion, while deaf participants 

have underscored the challenges in securing interpreters for appointments, often resulting in 

care disruptions due to interpreter unavailability (Horner-Johnson et al., 2021). 

1.3 Problem statement 

The percentage of sexually active women—cohabiting or married—or women who are capable 

of conceiving—who would prefer to completely stop having children or delay getting pregnant 

by at least two years and who are not currently using any kind of contraception is known as the 

"unmet need for contraception" (Bradley et al., 2012). Women who wish to stop having children 

are seen as having an “unmet need for limiting,” and those who want to wait two years to have 

children or are unsure of when or if they want children are seen as having an “unmet need for 

spacing” (Bradley & Casterline, 2014). In 2017, unmet need was at its lowest, measuring below 

10%, in regions such as Eastern Asia, Eastern Europe, Northern America, Northern Europe, 

South America, and Western Europe (United Nations, 2017). This data illustrates that there is 

a relatively low level of unmet need in developed and some developing nations. This also 

highlights the effectiveness of robust healthcare systems and social policies in ensuring the 

well-being of populations. 
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The unmet need for healthcare services can be categorised according to their root causes, which 

encompass concerns associated with the accessibility (financial constraints), availability 

(waiting lists and long service times), and acceptability (cultural barriers) of these services 

(Bongaarts, 2016; Vahedi et al., 2021). Moreover, additional factors contributing to this issue 

include low levels of female education, insufficient knowledge about and access to 

contraception, and apprehension of side effects (Bongaarts, 2016). A study conducted using 

Demographic and Health Surveys (DHS) from 52 countries between 2005 and 2014 showed 

that married women often abstain from contraceptive use due to concerns about side effects 

(26%), limited sexual activity (24%), opposition from family and friends (23%), and factors 

like breastfeeding or absence of menstruation after childbirth (20%) (Sedgh et al., 2016). 

Additionally, few women stated lack of knowledge, affordability, accessibility, or not being 

fecund as reasons (7%) (Sedgh et al., 2016).  

In numerous low- and middle-income countries (LMICs), the unmet need for family planning 

among pregnant women is a primary factor leading to births that are closely spaced, early-age 

childbearing, unsafe abortions, or instances of physical abuse (Wulifan et al., 2017). All of 

these factors are recognised as significant contributors to elevated rates of maternal and infant 

mortality (Wulifan et al., 2017). Globally, approximately 74 million women residing in LMICs 

experience unintended pregnancies each year (World Health Organization, 2019). 

Consequently, this results in 25 million unsafe abortions and 47 000 maternal fatalities annually 

(World Health Organization, 2019). A study conducted in Nigeria revealed that the likelihood 

of under-five mortality was significantly higher, nearly twice as much, for children born to 

mothers with unmet needs for either spacing or limiting pregnancies compared to children born 

to mothers who reported having their family planning needs met (Adedini et al., 2015). 

However, the unmet need for family planning not only has adverse effects on women's 

reproductive health but also hampers their engagement in essential economic and educational 

activities (Ahinkorah, 2020; Habte et al., 2023; Wulifan et al., 2017). Addressing this situation 

is pivotal for improving overall health and ending the poverty cycle. 

Globally, the highest share of women experiencing unmet needs for contraception is found in 

sub-Saharan Africa (SSA). The overall prevalence of unmet need for contraception stands at 

22.9%, with variations ranging from 10% in Zimbabwe to 38% in Sao Tome and Principe and 

Angola (Phiri et al., 2023). This may be due to societal and personal barriers, such as civil war, 
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political disturbances, lack of health services, religious and cultural values (Bahamondes & 

Peloggia, 2019). This significantly contributes to the elevated levels of fertility and unsafe 

abortion rates in SSA (United Nations, 2019b). Sub-Saharan Africa possesses the highest rate 

of unintended pregnancies among all global regions, standing at 91 per 1,000 women (Bankole 

et al., 2020). In South Africa, approximately one in five women in the reproductive age group 

(15–49 years) experience an unmet need for contraception (The South African Medical 

Research Council, 2022). Among adolescent girls aged 15–19, the unmet need is even higher, 

at 31%, and among young women aged 20–24 years, it stands at 28% (The South African 

Medical Research Council, 2022).  

Women with disabilities in Sub-Saharan Africa often face exacerbated health challenges 

compared to their non-disabled counterparts. This includes sexually transmitted infections, 

unintended pregnancies, unsafe abortions and violence. In Ethiopia, the prevalence of 

unintended pregnancy among women with disabilities was 65.6%,whereas for women without 

disabilities it was reported at 30%  (Bekele & Fekadu, 2021; Tenaw et al., 2023b). A study 

conducted in Uganda showed that 64% of Ugandan women with disabilities reported ever 

experiencing physical, sexual, or emotional intimate partner violence (IPV), compared to 55% 

of women without disabilities (Valentine et al., 2019). Women experiencing IPV may face 

barriers to accessing and using contraceptives. The nexus between the adverse health outcomes 

and contraceptive utilisation underscores the critical need for tailored interventions that not 

only address the unique health needs of women with disabilities but also prioritise their 

reproductive autonomy and access to comprehensive sexual healthcare. Without evidence-

based research highlighting the disparities and health inequalities faced by women with 

disabilities, there may be insufficient investment in healthcare infrastructure, services, and 

programs tailored to their needs. 

Women with disabilities (WWDs) in LMICs face a low contraceptive use rate and significant 

unmet needs compared to their non-disabled counterparts. For example, in Ethiopia, 

contraceptive use among WWDs ranged from 13% to 31.1%, with an unmet need of 24.3% 

(Beyene et al., 2023a; Mesfin, 2021; Tessema et al., 2015; Yimer & Modiba, 2019). It was 

evident that the unmet need for family planning was notably high among WWDs in Ethiopia, 

and this was significantly associated with factors such as age, educational status, partner 

involvement and desired number of children (Beyene et al., 2019, 2023a; Mesfin, 2021; 
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Tessema et al., 2015). Low contraceptive use among WWDs carries significant consequences, 

including heightened risks of unintended pregnancies and associated health complications 

(Tenaw et al., 2023a). This situation exacerbates financial strain, impedes educational and 

economic prospects, and contributes to psychological stress among affected individuals. 

Moreover, it perpetuates cycles of poverty and amplifies social stigma and discrimination faced 

by WWDs (Beyene et al., 2023a). Failure to address this issue prolongs these adverse 

outcomes, further marginalising WWDs within society and denying them their reproductive 

rights. Prioritising accessible contraceptive services and comprehensive reproductive 

healthcare for WWDs is crucial to mitigating these consequences and upholding their dignity 

and autonomy. It is against this background that this study examined the relationship between 

sensory disability status and contraceptive use in South Africa.  

1.4 Research questions 

1.4.1 Main research question 

What is the relationship between sensory disability status (hearing and vision impairments) and 

contraceptive use among women aged 15–49 years old in South Africa? 

1.4.2 Sub-questions 

1. What is the prevalence of contraceptive use among women aged 15–49 years old in 

South Africa? 

2. What is the relationship between demographic and socioeconomic characteristics and 

contraceptive use among women aged 15–49 years old in South Africa? 

3. What is the relationship between sensory disability status and contraceptive use among 

women aged 15–49 years old in South Africa? 
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1.5 Research objectives 

1.5.1 Main research objective 

To examine the relationship between sensory disability status (hearing and vision impairments) 

and contraceptive use among women aged 15–49 years old in South Africa. 

1.5.2 Sub-objectives 

1. To determine the prevalence of contraceptive use among women aged 15–49 years old 

in South Africa. 

2. To examine the relationship between demographic and socioeconomic characteristics 

and contraceptive use among women aged 15–49 years old in South Africa. 

3. To examine the relationship between sensory disability status and contraceptive use 

among women aged 15–49 years old in South Africa. 

1.6 Justification 

Contraceptive use remains a significant public health issue in South Africa (Hlongwa et al., 

2020a).Meeting the demand for contraception is essential, particularly in countries such as 

South Africa, where contraceptives play a crucial role in HIV prevention strategies (Lince-

Deroche et al., 2016). The South African government has put in place several policies and 

initiatives to enhance contraceptive utilisation. These include the National Health Act, the 2012 

National Contraception and Fertility Planning Policy, and the Campaign for Accelerated 

Reduction of Maternal and Child Mortality, among others (Hlongwa et al., 2020a). Despite 

numerous government interventions, contraceptive utilisation remains low, indicating a 

necessity to reevaluate these programmes, with a particular focus on customising policies to 

effectively address the unique requirements of women with sensory disabilities. 

Individuals with disabilities often face the stereotype of being perceived as unable to engage 

in reproduction and are often deemed unsuitable for sexual relationships, marriage, or 

parenthood (Addlakha et al., 2017). The sexual and reproductive health and rights of people 
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with disabilities continue to be debated, with particular attention given to the potential 

consequences (Addlakha et al., 2017). The adverse outcomes resulting from women with 

disabilities lacking access to contraceptives includes unintended pregnancy, abortion, adverse 

pregnancy outcomes, and high maternal morbidity and mortality (Beyene et al., 2023a). The 

prevailing stereotypes and lack of access to contraceptives for individuals with disabilities 

underscore the ongoing challenges in addressing their sexual and reproductive health needs. 

This necessitates comprehensive efforts to promote inclusivity and accessibility in healthcare 

services to ensure the fulfilment of their sexual and reproductive health and rights. 

Ensuring access to contraception is pivotal to achieving the Sustainable Development Goals 

(SDGs). Sustainable Development Goals Target 3.7 seeks to guarantee universal access to 

sexual and reproductive health services (United Nations, 2019a). It is crucial to focus on 

contraceptive services and address the sexual and reproductive health needs of women with 

disabilities (WWDs) in order to build a genuinely inclusive society. This goal also aligns with 

the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) Article 

25, which states that people with disabilities have the right to the best possible level of health 

without facing discrimination (United Nations, 2006). Additionally, Article 31 of the UNCRPD 

emphasises the importance of collecting and disseminating data to help design and implement 

policies that promote the rights of persons with disabilities (United Nations, 2006). Research 

on contraceptive use among women with sensory disabilities provides valuable data that can 

be used for evidence-based policy advocacy to address the health challenges that affect the 

utilisation of contraceptives among WWDs. 

Additionally, this study contributes to the existing body of knowledge by providing 

comprehensive insights into the prevalence of contraceptive use, the factors influencing 

contraceptive behaviour, and the unique experiences of women with sensory disabilities in 

South Africa. While there is existing research on disability and its correlates, studies that 

specifically examine sensory disabilities among women within the context of South Africa and 

how these intersect with demographic and socioeconomic factors are relatively limited. By 

addressing these objectives, the study has the potential to inform policies and practices aimed 

at improving reproductive health outcomes and promoting equity in contraceptive access and 

utilisation.  
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CHAPTER 2 

LITERATURE REVIEW 

2.1 Introduction 

This chapter presents an examination of worldwide and local literature pertaining to the 

utilisation of contraceptives among women of reproductive age. It includes a comprehensive 

review of the topic in the global, regional, and South African contexts of contraceptive use and 

non-use, challenges associated with accessing contraceptives, as well as determinants of 

contraceptive use. Additionally, the literature is explored with a focus on contraceptive 

practices among women with sensory disabilities. Subsequent to this literature review, the 

chapter shifts into a discussion on the theoretical and conceptual framework that forms the 

basis for the current study. 

2.2 Understanding contraceptives: definition and uses 

Contraception is the deliberate action taken to prevent conception, achieved through a range of 

means such as devices, chemicals, sexual practices, medications, or surgical procedures (Jain 

& Muralidhar, 2011). Contraceptive methods may be temporary or permanent (David et al., 

2022). These methods encompass pills, implants, injections, patches, vaginal rings, intrauterine 

devices, condoms, male and female sterilisation, methods based on lactational amenorrhoea, 

withdrawal, and fertility awareness (World Health Organization, 2020). Conception can be 

avoided by hormonally altering the menstrual cycle, by physically obstructing the reproductive 

pathway through approaches, or by abstaining from sexual activity during a woman’s fertile 

periods (Bansode et al., 2023). In the case of interfering with implantation, this can be achieved 

by introducing a foreign object into the uterus or by conducting surgical procedures that involve 

the removal or modification of reproductive organs (Bansode et al., 2023).  

Contraception empowers women by granting them control over their reproductive health, 

enabling them to choose the timing of pregnancies, thereby decreasing unsafe abortions and 

pregnancy-related health risks (Bansode et al., 2023; David et al., 2022). Research has shown 

that having a short gap between births significantly increases the health risks for both the 



10 

 

mother and the child (Gahungu et al., 2021). Methods, such as male and female condoms, can 

also help to prevent the transmission of sexually transmitted illnesses, such as HIV, between 

partners. (United Nations, 2020a). Contraception also brings about various non-health 

advantages, including increased educational opportunities and empowerment for women, as 

well as sustainable population growth and economic development for nations (World Health 

Organization, 2020). Contraceptive access empowers women by enabling them to assert 

control, make decisions, and effectively plan their careers. This access promotes a healthier 

balance between personal and professional aspects of their lives (Bayr, 2020). 

2.3 Global trends in contraceptive use 

Globally, in 2020, 63% of married or in-union women aged 15 to 49 were using contraception, 

an increase from 55% in 1990 (Dasgupta et al., 2022). Contraceptive use has risen globally in 

all regions since 2000, with notable increases in Latin America and the Caribbean (LAC), 

Central and Southern Asia, Oceania, excluding Australia and New Zealand, and Western Asia 

(United Nations, 2020a). Between 1990 and 2019, contraceptive use increased from 20% to 

28% in Oceania; 26% to 34% in Western Asia; 30% to 42% in Central and Southern Asia; and 

40% to 58% in LAC (United Nations, 2020b). In all other regions, contraceptive use had 

already exceeded 50%, such as in Northern America and Europe (57% to 58%); Eastern Asia 

and South-Eastern Asia (51% to 60%); and Australia and New Zealand, going up from 56% to 

58% (United Nations, 2020b). Modern contraceptive use has nearly doubled between 1990 and 

2021, from 467 million to 874 million, with the proportion of women using these methods 

increasing from 35% to 45% (United Nations, 2022). Most women worldwide use modern 

contraceptives, with 90% using modern methods in 2020, except in Northern Africa, Western 

Asia, and Oceania, excluding Australia and New Zealand (United Nations, 2020a). 

Additionally, the number of people using traditional contraceptive methods rose from 84 

million to 92 million between 1990 and 2021, despite a decline in the proportion from 6% to 

5% (United Nations, 2022).   

In 2022, the global prevalence of contraceptive use stood at 65%, with 58.7% utilising modern 

methods among married or partnered women (World Health Organization, 2023a). Generally, 

countries in the Global North exhibit higher contraceptive use rates compared to those in the 

Global South. A 2018 study in the United States of America revealed that 65.3% of women 
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aged 15 to 49 were using contraceptives, with female sterilisation (18.1%) and pills (14.0%) 

being the most common choices (Daniels, 2020). However, these rates were lower than in 

several European countries. For instance, in 2018, Norway, Czechia, and Finland boasted the 

highest percentages of contraceptive use among women aged 15 to 49 years old, with rates 

exceeding 88%, 86.3%, and 85.5%, respectively (Stewart, 2021). Nevertheless, Europe 

demonstrates a wide range of contraceptive usage. Montenegro, for instance, had the lowest 

prevalence in Europe, with less than 25% of women using any form of contraception (Stewart, 

2021). Additionally, in Western Europe, the majority of contraceptive users rely on modern 

methods, with 95.5% using hormonal contraception, barrier methods, or sterilisation, while 

only 4.5% opt for traditional methods (Dereuddre et al., 2016). In Central and Eastern Europe, 

77.5% use modern methods, while 22.5% rely on traditional methods (Dereuddre et al., 2016).  

Compared to countries in the Global North, those in the Global South generally have lower 

rates of contraceptive use. In the LAC region, there are significant variations in contraceptive 

prevalence (OECD & The World Bank, 2020). For instance, Haiti and Guyana have reported 

that less than 35% of married or partnered women of reproductive age use any form of 

contraception (OECD & The World Bank, 2020). Similar trends have been observed in Oceania 

with contraceptive use, which is below the global average (63%). For instance, in Fiji, 

contraceptive use stands at 45% and 28.7% in Samoa for any method (Imtishal et al., 2023; 

UNFPA, 2015b). However, in the LAC region, there are some exceptions to countries with high 

contraceptive use, which include countries like Costa Rica, Colombia, Nicaragua, and Brazil, 

where over 75% of married or in-union women of reproductive age report using any 

contraceptive method (OECD & The World Bank, 2020). In the Middle East, 30.4% of women 

of reproductive age in Saudi Arabia used contraceptives, a rate lower than in neighbouring 

countries like Iraq (58%) and Jordan (63%) (Alrawi, 2021; Mahfouz et al., 2023).  

2.4 Global trends in contraceptive non-use  

From 2000 to 2019, the proportion of women with an unmet need for contraception remained 

constant at 10% (United Nations, 2019a). However, in most regions, the number of women 

with unmet needs has decreased, with less decline in areas with high contraceptive use rates 

(United Nations, 2020a). In Central and Southern Asia, the unmet need decreased from 12.6% 

to 9.3%, and similar declines were observed in Latin America and the Caribbean (LAC) (9.3% 
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to 8.0%) and Oceania, excluding Australia and New Zealand (18.4% to 17.1%). The latter two 

regions have witnessed a rise in the percentage of women experiencing an unmet need, 

increasing from 7.3% to 7.6% (United Nations, 2020a). 

The unmet need for contraception is generally low in the Global North but varies among 

countries. According to the UN, levels above 20% are considered high, while those below 10% 

are considered low (United Nations, 2017). In 2017, unmet need for contraception was below 

10% in Eastern Asia, Eastern Europe, Northern America, Northern Europe, South America, and 

Western Europe, while exceeding 20% in Melanesia, Micronesia, and Polynesia (United 

Nations, 2017). In Central and Eastern Europe (CEE), the unmet need for contraception ranged 

from 1.7% in France to around 15-20% in many CEE countries (Dereuddre et al., 2016). For 

example, in Turkey, 11.5% of women needed contraception (UNFPA, 2020). Similar trends 

were observed in North America; in Mexico, the unmet need for contraception was estimated 

at 11.5% among women in unions and 28.9% for women never in unions (Juarez et al., 2018).   

The unmet need for contraception is significantly higher in low- and middle-income countries, 

with varying rates observed across different regions (Agyekum et al., 2022). In a study 

encompassing 52 countries in Africa, Asia, and LAC, the proportion of married women aged 

15–49 years old having unmet needs ranged from 8% in Colombia to 38% in Sao Tome & 

Principe (Sedgh et al., 2016). Various other research studies in the global south have provided 

insights into the unmet need for contraception. For instance, in Oceania, a study conducted in 

Papua New Guinea indicated a significant unmet need for contraception of 32.2% (Agyekum 

et al., 2022). Asian countries had lower unmet needs compared to Oceania. For example, in 

Indonesia, the unmet need was 17%; in Nepal, it was 20.8%; and in Myanmar, it was 19.4% 

(Ayuningtyas et al., 2015; Kc et al., 2023; Wai et al., 2019). Similarly, in Arab states, a total of 

15% of women aged 15–49 years old have an unmet need for contraception (UNFPA, 2015a). 

These findings underscore the disparities in access to contraception services across different 

countries. 

2.5 Regional trends in contraceptive use 

Contraceptive use among married or in-union women of reproductive age in sub-Saharan 

Africa (SSA) surged from 13% in 1990 to 33% in 2020, whereas in Northern Africa, it 
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increased from 26% to 34% (Dasgupta et al., 2022; United Nations, 2020b). From 2000 to 

2014, countries in the Eastern and Southern regions experienced a more rapid growth in the 

adoption of modern contraceptive methods, with certain countries in the Southern region 

reaching nearly 60% utilisation rates (Odimegwu et al., 2018). However, SSA continues to 

have the lowest contraceptive usage rates among all regions (Dasgupta et al., 2022). This trend 

is commonly attributed to the widespread preference for large families (Bongaarts, 2020). 

Contraceptive usage rates differ significantly across different regions of Africa. For instance, 

in North Africa, South Sudan has a low contraceptive prevalence rate of 4.7%, while Tunisia 

had a much higher rate of 51% in 2018 (Frini & Muller, 2023; Kane et al., 2016). Similarly, 

SSA countries also exhibit diverse patterns in contraceptive utilisation. For instance, in 

Namibia, contraceptive use stood at 49.7%, with the lowest at 3.5% in the Central African 

Republic. Common methods include injectables (32%), pills (27%), implants (16%), and 

condoms (15%) (Apanga et al., 2020).  

Moreover, there is significant variation in the use of modern contraceptive methods among 

women of reproductive age (15–49 years old) both within and across countries. For instance, 

Boadu's 2022 study found a low prevalence of modern contraceptive use in SSA at 22.0%, with 

injections (39.4%) and male condoms (17.5%) being the most commonly used methods 

(Boadu, 2022). Eswatini and Namibia have the highest modern contraceptive prevalence, with 

52% of women using these methods in 2019 (United Nations, 2019a). In contrast, South Sudan 

had a notably lower prevalence, with only 4% of women utilising modern contraceptives 

(United Nations, 2019a). These findings highlight the regional variations in contraceptive 

method preferences, reflecting cultural, economic, and healthcare system differences in these 

countries. 

2.6 Regional trends in contraceptive non-use 

In Africa, approximately one in five women faces an unmet need for contraception (United 

Nations, 2017). The patterns regarding unmet contraception needs vary across different sub-

regions within Africa. In the Sub-Saharan Africa (SSA) region, the overall prevalence of unmet 

family planning needs saw a decline from the 1995–10 to the 2011–15 periods (Phiri et al., 

2023). However, this decline was not sustained, as the prevalence increased from 21% during 

2011–2015 to 24% between 2016 and 2020 (Phiri et al., 2023). 
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In North Africa, the unmet need for contraception is notably lower when compared to SSA. 

For instance, in 2015, Egypt, Morocco, and Tunisia had unmet needs of 12%, 14%, and 7%, 

respectively (Das Shrestha et al., 2019). These figures indicate a low unmet need for 

contraception, resembling the levels observed in more developed regions in the global north. 

In contrast, the unmet need for contraception is greater than 20% in 15 countries in SSA (United 

Nations, 2019a). A study examining 19 Demographic and Health Surveys in SSA revealed that 

the overall prevalence of unmet need for contraception in the region was 23.70% (Teshale, 

2022). Various research studies have indicated differing levels of unmet need for contraception. 

For example, a study in Burundi revealed that the unmet need stood at 32.4% among women 

(Nzokirishaka & Itua, 2018). Similarly, studies in Ghana (35.17%) and Benin (38.0%) showed 

significant unmet needs (Wulifan et al., 2019; Yeboah et al., 2023). These figures contrast with 

lower rates reported in Ethiopia (16.2%), Northern Nigeria (18%), Gambia (17.6%), and 

Malawi (21.0%) (Barrow et al., 2021; Nkoka et al., 2020; Solanke et al., 2019; Tadele et al., 

2019). 

2.7 South African trends in contraceptive use and non-use 

Many studies have been conducted in South Africa to examine contraceptive use among women 

of reproductive age (Harries et al., 2019; Hlongwa et al., 2020b, 2021). In a study by Chersich 

et al. (2017), it was observed that the current contraceptive prevalence rate in South Africa was 

49.1%, with injections (25%) being the most common method used. Comparatively, South 

Africa's rate is higher than the average for SSA (33%), indicating a relatively positive trend in 

the country's contraception initiatives. However, the prevalence is lower than that of some 

neighbouring countries in the southern region, such as Botswana (50.5%), Eswatini (53.4%), 

Lesotho (51.5%), and Namibia (52.3%) (United Nations, 2020b). This calls for renewed 

strategies to improve contraceptive use among women in South Africa (Bolarinwa et al., 2023).  

Over the years, data trends show consistent modern contraceptive use among sexually active 

women, with rates remaining steady at 61% in 1998 and 59% in 2016 (Department of Health 

et al., 2019). However, there were changes in the methods used, including a decrease in female 

sterilisation, pills, and injectables and an increase in male condoms and implants, while 

traditional methods remained low (Department of Health et al., 2019). The decline in the use 

of certain methods might signify evolving preferences or barriers to accessing these specific 
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contraceptives. Additionally, research has shown variations in different parts of South Africa. 

For example, in a study conducted in Mafikeng, involving a sample of 568 women of 

reproductive age revealed that 16.2% of women used both condoms and non-barrier methods 

for protection against both pregnancy and sexually transmitted infections. Meanwhile, 40.3% 

relied solely on non-barrier contraception for pregnancy prevention, and 43.5% did not use any 

contraceptive method at all (Osuafor & Maputle, 2017). Whereas, in another study in Umlazi 

Township, KwaZulu-Natal, involving a sample of 433 women of reproductive age revealed  

that 84% were using a contraceptive method (Hlongwa et al., 2021). Additionally, the use of 

contraceptives varies significantly throughout provinces. The percentage of sexually active 

women who use modern contraceptives ranged from 51% in the Free State to 65% in KwaZulu-

Natal (Department of Health et al., 2019). The variations in contraceptive utilisation among 

different regions and communities highlight the need for targeted and region-specific 

interventions. 

Regarding unmet contraceptive needs in South Africa, 20% of women of reproductive age had 

unmet needs, and it was more prevalent among women aged 15–19 (31%) and 20–24 years 

(28%) (The South African Medical Research Council, 2022). Until recently, public sector 

clinics in the country primarily offered condoms, oral contraceptive pills, and progestin-only 

injectable methods (Cordero et al., 2019). However, there have been recent improvements, 

including the introduction of hormonal implants and increased accessibility to intrauterine 

devices (Cordero et al., 2019). 

2.8 Challenges in access to contraceptive methods and use in South Africa 

South Africa is relatively successful in terms of contraception, especially when considering its 

laws, policies, and service guidelines, as well as comparing its contraceptive prevalence rate to 

that of other African countries (Lince-Deroche et al., 2016). Nevertheless, this obscures issues 

related to the quality of contraceptive services, equal access, and women's capability to use 

their chosen contraceptive methods correctly and consistently (Harries et al., 2019). According 

to the SADHS data from 2016, 2% of contraceptive users stopped using their method due to 

barriers related to access, which included issues such as affordability and physical accessibility 

(Department of Health et al., 2019).  
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However, limiting the focus to affordability and physical access provides an incomplete and 

inaccurate understanding of overall access to contraceptives (Lince-Deroche et al., 2016). 

Healthcare providers' moral values and attitudes significantly influence their provision of 

sexual and reproductive health services, including contraception and abortion, affecting both 

the type and quality of service provided (Lince-Deroche et al., 2016; Müller et al., 2016). 

Additional obstacles have been identified in various studies, such as inadequate quality of 

healthcare, a limited selection of modern contraceptive methods, inadequate integration of 

sexual and reproductive health services with primary healthcare, deteriorating infrastructure, a 

scarcity of trained nurses, and societal stigma (Harries et al., 2019; Kriel et al., 2023; Lince-

Deroche et al., 2016). Additionally, within the South African healthcare system, women often 

access contraceptives from public sector clinics free of charge, but service provision challenges 

include extended waiting periods, restricted information, and staff judgement (Harries et al., 

2019). 

2.9 Determinants of contraceptive use 

Many studies have looked at various factors influencing contraceptive use, including individual 

factors, relationship factors, and community or societal factors. In exploring the determinants 

of contraceptive use at the individual level, demographic and socioeconomic characteristics 

were found to play a significant role. For instance, research has consistently shown that age is 

a key determinant, with younger women often being more likely to use contraception to delay 

or prevent pregnancy (Ahinkorah et al., 2021; Kraft et al., 2022; Lasong et al., 2020). 

Additionally, education has been found to influence contraceptive behaviour, with women with 

secondary and tertiary education having higher rates of contraceptive use than those with no 

education (Apanga et al., 2020; Boah et al., 2023). Moreover, marital status has been found to 

influence contraceptive behaviour, with unmarried women typically having higher rates of 

contraceptive use compared to married women, who may be more likely to use contraception 

for family planning purposes (Cleland & Potter, 2019; Kraft et al., 2022). Other individual 

factors that have been found to influence contraceptive use are religion, race, place of 

residence, employment status, wealth index, number of living children, and family planning 

messages (Amoah et al., 2023; Boah et al., 2023; Hoo & Lai, 2023; Mahfouz et al., 2023).  
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When examining family and relationship factors influencing contraceptive use, research has 

shown that the approval and support of one's partner can significantly impact an individual's 

contraceptive decision-making (Agyekum et al., 2022). For instance, women who perceive 

their partners as supportive of contraceptive use are more likely to use contraception 

consistently and effectively (Hernandez et al., 2022). Other family members (e.g., parents or 

parents-in-law) or neighbours may also influence the practice of contraception (Bongaarts & 

Hodgson, 2022). Additionally, power dynamics within relationships, such as unequal decision-

making authority or control over contraceptive use, can influence women's ability to access 

and use contraception (Nkonde et al., 2023). Therefore, understanding the dynamics of intimate 

relationships and the level of partner involvement in contraceptive decision-making is crucial 

for promoting contraceptive access and use within couples. 

When examining community and societal factors influencing contraceptive use, studies have 

looked at the availability and accessibility of contraceptive services within the community. 

Research has shown that the presence of accessible healthcare facilities offering a range of 

contraceptive methods can positively impact contraceptive use (Kraft et al., 2022; Kristiansen 

et al., 2023). For example, communities with well-established family planning clinics or 

outreach programmes may have higher rates of contraceptive use compared to those with 

limited access to such services. Additionally, community norms and attitudes towards 

contraception can influence women's perceptions and behaviours regarding contraceptive use 

(Kristiansen et al., 2023; Mutumba et al., 2018). In communities where contraceptive use is 

culturally or socially accepted, women may be more likely to seek out and use contraception. 

2.10 Studies on sensory disabilities 

There is a significant disparity in the use of contraceptive methods among women with sensory 

disabilities. Women with sensory disabilities face barriers to accessing and using contraceptive 

methods effectively. Research in Ethiopia highlighted this issue, revealing a low utilisation rate 

of modern contraceptive methods at 31.1% among women with sensory disabilities (Yimer & 

Modiba, 2019). A striking difference was noted between blind women (66%) and deaf women 

(33.5%) in reporting the use of contraception services, emphasising the challenges faced by the 

latter (Yimer & Modiba, 2019). However, the study did not report on the prevalence of 

contraception among women without disabilities for comparison. Another study in Ethiopia 
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further emphasised this disparity, indicating that participants with hearing disabilities were 

62% less likely to use contraceptives compared to those with vision disabilities (Tenaw et al., 

2023). In a US study in seven states, it was found that women with vision impairments were 

more likely than women without disabilities to report not using contraception during their most 

recent sexual encounter (34.8%); nevertheless, this percentage did not differ significantly from 

that of women without disabilities (27.6%) (Haynes et al., 2018). This evidence builds a 

compelling argument for the urgent need to address these disparities in contraceptive access 

and use among women with sensory disabilities. Adequate measures, such as tailored 

healthcare services, accessible information, and awareness campaigns specifically designed for 

women with sensory disabilities, are essential to bridge this gap. 

Deaf women face significant access issues due to their unique communication needs, often 

facing more challenges in healthcare than their hearing counterparts, and often being excluded 

from common health information sources like radio and television (Mprah et al., 2017). Some 

deaf women were able to access information through written materials. However, this approach 

was not viable for illiterate women, a common challenge among people with disabilities due to 

barriers to accessing education (Tun et al., 2016). A study in Ghana found that deaf women had 

little knowledge of contraceptive methods (Nketsia et al., 2022). Additionally, women with 

sensory disabilities face challenges with paperwork (Horner-Johnson et al., 2021). Blind 

women highlighted that the paperwork process frequently breaches their privacy rights, and for 

deaf women, it depends on the availability of an interpreter (Horner-Johnson et al., 2021). 

Socioeconomic and demographic factors associated with modern contraception use among 

women with sensory disabilities include higher age, marital status, knowledge of FP (family 

planning) methods, blindness, and self-perception compared to younger, unmarried, and deaf 

women (Yimer & Modiba, 2019). A study conducted in the Unites States of America found that 

women from minority groups, those with less education, and those without private insurance 

had the lowest rates of contraceptive use (Wu et al., 2017). The factors associated with 

contraceptive use in these studies align with those observed in research conducted within the 

general population (Ahinkorah, 2020; Chola et al., 2020; Tiruneh et al., 2016). 
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2.11 Research gaps in contraceptive studies 

Contraceptive utilisation plays a crucial role in safeguarding sexual and reproductive health by 

effectively preventing unplanned pregnancies. While extensive research has examined various 

factors associated with contraceptive use, there is a significant gap in the literature concerning 

disability status as a factor in using contraceptives. The existing literature primarily focuses on 

contraceptive use among the general population, often overlooking the specific needs of 

women with disabilities. Additionally, previous studies that have looked at sensory disability 

status and contraceptive use have primarily focused on disability as a study population rather 

than as an associated factor (Beyene et al., 2023b; Mesfin Yesgat et al., 2020; Tenaw et al., 

2023a). Viewing disability solely as a study population overlooks the complex interplay 

between disability and other factors, which can significantly impact the experiences and 

outcomes of women with disabilities. 

While prior research has provided valuable insights into the connection between disability and 

contraceptive use, most of the studies did not analyse various disability types separately 

(Casebolt et al., 2022; Horner-Johnson et al., 2021; Senders & Horner-Johnson, 2022; Wu et 

al., 2017). Instead, the studies often grouped sensory disabilities with other disability types. 

This study focuses on sensory disabilities, aiming to provide valuable data on the unique 

challenges and requirements faced by women with sensory impairments. Additionally, previous 

research predominantly relied on qualitative methods, which did not explore the levels and 

factors related to contraceptive use (Horner-Johnson et al., 2021). In contrast, this study 

employed a quantitative approach to address these aspects. In South Africa, previous research 

has predominantly focused on exploring the connection between disability and sexual 

reproductive health. Nevertheless, there is a notable research gap when it comes to directly 

examining the relationship between sensory disability status and the use of contraceptives. The 

prior studies focused on provincial analysis, limiting the applicability of their findings to the 

entire country (Gichane et al., 2017; Mavuso & Maharaj, 2015). In contrast, the primary goal 

of this study is to offer a perspective that is representative of the entire nation. 

In summary, the literature review has provided a comprehensive overview of various aspects 

related to contraceptive use, non-use, and the intersection with sensory disabilities. It looked at 

global trends of contraceptive use and delved into regional and South African-specific trends, 
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highlighted the challenges in access to contraceptive methods and the determinants influencing 

their use. Moreover, by examining studies on sensory disabilities, the review recognised the 

importance of considering the unique needs and perspectives of this population in reproductive 

health research. However, despite the valuable insights gained, there remain notable research 

gaps, particularly in understanding the complexities surrounding contraceptive use among 

women with sensory disabilities. 

2.12 Theoretical and conceptual models 

2.12.1 Theoretical Framework  

This research paper has adopted the Behavioural Model for Health Service Utilisation 

(BMHSU). The model proposed by Andersen and Newman suggests that there are various 

factors influencing the utilisation of healthcare services, which can be grouped into three main 

categories: predisposing factors, enabling factors, and need factors (Andersen & Newman, 

2005). The predisposing component of the model suggests that certain individuals are more 

likely to use healthcare services due to individual characteristics, such as demographics, social 

structure, and personal beliefs, even before specific health issues arise (Andersen & Newman, 

2005). The enabling component of the model ensures individuals can access healthcare services 

despite their predisposition to use them. Enabling conditions, such as income, health insurance 

coverage, and third-party payment, make healthcare resources accessible (Andersen & 

Newman, 2005). 

Besides family-related factors, the community in which a family resides can also have an 

impact on the utilisation of healthcare services (Andersen & Newman, 2005). One such factor 

is the availability of healthcare facilities and healthcare professionals within the community 

(Andersen & Newman, 2005). When there are ample resources and individuals can access them 

without significant delays, it is more likely that the population will use these services more 

frequently (Andersen & Newman, 2005). From an economic perspective, when medical care 

is affordable, one might expect people to seek healthcare services more frequently (Andersen 

& Newman, 2005). Other aspects of community resources include the geographic region of the 

country and whether the community is rural or urban (Andersen & Newman, 2005). These 

variables can influence healthcare utilisation because of local cultural norms regarding 



21 

 

healthcare practices and broader community values that shape the behaviour of individuals 

living in that community (Andersen & Newman, 2005). 

The concept of illness level (need factor), within the context of predisposing and enabling 

conditions being present, is critical for the utilisation of healthcare services (Andersen & 

Newman, 2005). It signifies that for someone to seek healthcare services, either the individual 

or their family must recognise the presence of an illness or the likelihood of it occurring 

(Andersen & Newman, 2005). The perception of illness is the most immediate trigger for 

seeking healthcare services (Andersen & Newman, 2005). 

Several studies conducted in Uganda, Malawi, Indonesia, and Bangladesh have employed the 

BMHSU framework as their analytical model to examine the utilisation of reproductive health 

services, including contraceptive use (Ahmed et al., 2021; Forty et al., 2021; Mbalinda et al., 

2020; Sujarwoto et al., 2023). For example, research conducted in Bangladesh found that 

women between the ages of 23 and 24, those belonging to non-Muslim communities, those 

with two or more living children, residents of urban areas, and those who participated in joint 

decision-making with their husbands were more inclined to use contraceptives (Islam, 2018). 

The findings of the study align with Andersen and Newman’s framework. The study’s factors, 

such as predisposing factors (such as age and religion), enabling factors (such urban residence), 

and need factors (such as family size), all fit within the framework's categories, making it 

suitable for analysing the utilisation of reproductive health services among the studied 

population. The widespread use of the BMHSU framework in studies related to contraceptive 

use suggests its effectiveness and relevance in analysing healthcare utilisation patterns. 

Studies conducted in South Africa have utilised the Behavioural Model for Health Service 

Utilisation (Mboweni & Sumbane, 2019; Mnkandla et al., 2023). For instance, one study 

examined the healthcare-seeking patterns of homeless substance users during the COVID-19 

Lockdowns in Gauteng using this framework(Mnkandla et al., 2023). Another study 

investigated the factors contributing to delayed health-seeking behaviours among adolescents 

at the Kutlwanong clinic in the North West Province, also employing the same theory 

(Mboweni & Sumbane, 2019). These studies demonstrate the versatility and applicability of 

the Behavioural Model for Health Service Utilisation in understanding healthcare-seeking 

behaviours across diverse populations and contexts within South Africa. 
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Figure 2.1: Adaptation of Andersen and Newman’s Behavioural Model for Health Service 

Utilisation (1973) 

2.12.2 Conceptual framework 

   Population characteristics           Outcome 

 

 

 

Figure 2.2: Conceptual framework adapted from Andersen and Newman’s Behavioural Model 

for Health Service Utilisation (1973) 

The conceptual framework for this study is an adaptation of Andersen and Newman’s 

Behavioural Model for Health Service Utilisation (1973). Based on the BMHSU and the 

literature reviewed, the study hypothesised that the following factors would predict 

contraceptive use (outcome): predisposing factors—sensory disability status, age, race, marital 

status, province, and place of residence; enabling factors—employment status, wealth status, 

education, FP messages, and contraceptive knowledge; and need factors—unmet need for 

contraception and availability of contraceptives. The factors involved in contraceptive 

decision-making are interlinked. Predisposing factors, encompassing demographic 

characteristics, set the stage for understanding why women may consider or reject 

contraceptives. Enabling factors, often socioeconomic, come into play once women are 

inclined towards contraceptives, providing the means necessary for action. These factors bridge 

the gap between predispositions and actual utilisation. Need factors emerge when women 

Predisposing    Enabling                  Need factors 

Characteristics   Resources 

 

Sensory disability status  Employment status                  Unmet need 

Age      Wealth status               for contraception 

Race                        Education    Availability of 
Marital status   FP Messages     contraceptives 

Province    Contraceptive knowledge 

Place of Residence 

 

 

 

 

Personal Health 

Practices 

Contraceptive use 
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recognise specific reproductive health requirements. Ultimately, contraceptive use occurs when 

these predisposing, enabling, and need factors align. However, it is essential to acknowledge 

that some predisposing characteristics may directly impact contraceptive use without 

necessarily relying on enabling resources. For instance, cultural beliefs or personal values may 

influence contraceptive decisions independent of the availability of resources. The framework 

excludes elements like the healthcare system and perceived and evaluated health status to focus 

specifically on healthcare access and utilisation, aligning closely with the research objectives. 
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CHAPTER 3 

METHODOLOGY 

3.1 Introduction 

This chapter outlines the methodology employed to achieve the objectives of this study. This 

encompasses an overview of the study area, study design, data source, sampling approach, 

study population, sample size, and a delineation of both independent and dependent variables. 

It also encompasses the analytical strategy, data management procedures, and ethical 

considerations. 

3.2 Study area 

The research was conducted in South Africa, situated in the southernmost part of the African 

continent. It shares borders with Namibia to the northwest, Botswana and Zimbabwe to the 

north, and Mozambique and Swaziland to the northeast and east (Hall et al., 2023). South 

Africa has coastlines along the Indian Ocean to the southeast and the Atlantic Ocean to the 

southwest (Hall et al., 2023). Geographically, the country is split into nine provinces, with the 

Gauteng province constituting barely 1.5% of the country's land area and the Northern Cape 

region encompassing approximately 30% (Government Communications, 2022). These 

provinces are further subdivided into metro and districts, and each district is divided into local 

municipalities (Government Communications, 2022). Statistics South Africa (Stats SA) 

reported in their 2022 Census that the population comprises approximately 62 million 

individuals (Statistics South Africa, 2023). The majority of the population is located in 

Gauteng, with 15 million people, while the smallest population is in the Northern Cape, with 1 

million residents (Statistics South Africa, 2023). 
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Figure 3.1: Map of South Africa 

Source: https://gisgeography.com/south-africa-map/#Administration-Map 

3.3 Study design 

The study utilised a cross-sectional design, measuring exposures and outcomes in participants 

at a single point in time (Setia, 2016). Unlike other types of observational studies, cross-

sectional studies do not follow individuals over time. These studies are particularly useful for 

assessing prevalence rates and exploring associations between various factors and outcomes 

(Wang & Cheng, 2020). The research had a quantitative nature since it relied on pre-existing 

quantitative secondary data. Quantitative data offered the advantage of working with larger 

sample sizes and facilitated the ability to make generalisations based on statistical analysis. 

3.4 Data source 

The research utilised data from the 2016 South Africa Demographic and Health Survey 

(SADHS). This survey included a specific questionnaire for women aged 15–49 years old. The 

questionnaire covered various topics such as demographic details (like age, education, and 

media exposure), knowledge and use of family planning methods, as well as marriage and 

sexual activity (Department of Health et al., 2019). The questionnaires were prepared in 

https://gisgeography.com/south-africa-map/#Administration-Map
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English and then translated into South Africa's 10 other official languages for comprehensive 

data collection (National Department of Health et. al, 2019). 

The 2016 SADHS utilised the Stats SA Master Sample Frame (MSF), which was established 

using the enumeration areas (EAs) from the 2011 Census (Department of Health et al., 2019). 

In this frame, manageable-sized EAs were designated as primary sampling units (PSUs) 

(Department of Health et al., 2019). Smaller neighbouring EAs were combined to create new 

PSUs, and larger EAs were divided into conceptual PSUs (Department of Health et al., 2019). 

The MSF provides information about the geographic type and the estimated number of 

residential dwelling units (DUs) in each PSU (Department of Health et al., 2019). Stats SA 

employed a sampling method based on dwelling units, where a single DU could contain one or 

more households (Department of Health et al., 2019). 

3.5 Sampling strategy 

The 2016 SADHS employed a stratified, two-stage sampling approach. Each province was 

divided into urban, rural, and traditional sectors, creating 26 sampling strata (Department of 

Health et al., 2019). In the first stage, 750 PSUs were selected, with the probability based on 

PSU size and independent selection in each stratum (468 in urban regions, 224 in traditional 

areas, and 58 in farm areas). In the second stage, 20 dwelling units per cluster were chosen 

systematically with equal probability (Department of Health et al., 2019).  

3.6 Study population and sample size 

This study focused on women of reproductive age in South Africa, aged 15–49 years old, who 

were sexually active and provided responses to questions about both contraceptive use and 

their sensory disability status. Exclusions from the study encompassed women who were not 

currently sexually active (N = 1 038; 12.19%), as well as those who were pregnant (N= 304; 

3.57%), sub-fecund/infecund (N = 142; 1.67%), or sterilised (N = 317; 3.72%). These 

exclusions were implemented because the questions related to contraceptive use were not 

applicable to these specific groups. Consequently, the unweighted sample size of the study 

following the application of these exclusion criteria was 6 723, and the weighted sample size 

was 6 683 participants. 
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3.7 Key study variables 

 

3.7.1 Definition of the dependent variable 

The dependent variable in this study was contraceptive use. Contraceptive use was defined in 

the DHS by asking women the question, "Which contraceptive method are you using to prevent 

a pregnancy?" The responses to this question were categorised into four options: 1) Using 

modern methods; 2) Using traditional methods; 3) Non-user - intents to use later; and 4) Does 

not intend to use. For this study, the responses of "non-user- intents to use later" and "does not 

intend to use" were merged to create a category labelled "Not using" (coded as 0). The 

responses "using modern methods" and "using traditional methods" were combined into a 

category labelled "Using" (coded as 1). 

Table 3.1: Definition of the dependent variable 

Variable 

code 

Variable 

name 

Variable definition Original codes How variables 

are coded in 

this study 

v364 Contraceptive 

use  

Which 

contraceptive 

method are you 

using to prevent a 

pregnancy? 

Using modern 

methods (1) 

Using traditional 

method (2) 

Non-user – intends 

to use later (3) 

Does not intend to 

use (4) 

Not using (0) 

Using (1) 

 

3.7.2 Definition of the main independent variable 

The main independent variable in this study was the sensory disability status, derived from two 

variables: "difficulty hearing" and "difficulty seeing." Each of these variables originally 

comprised five response options. For "difficulty hearing," the choices included no difficulty 
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hearing (1), some difficulty (2), a lot of difficulty (3), cannot hear at all (4), and don't know (8). 

Similarly, for "difficulty seeing," the response options were no difficulty seeing (1), some 

difficulty (2), a lot of difficulty (3), cannot see at all (4), and don't know (8). To simplify the 

analysis, these ten responses were consolidated into two categories. The first category, labelled 

"No Sensory Disability" (coded as 1), was formed by combining responses indicating no 

difficulty hearing, no difficulty seeing, and those who responded with "don't know." The second 

category, labelled "Sensory Disability" (coded as 2), was created by grouping responses of 

some difficulty, a lot of difficulty, and cannot hear or see at all for each respective variable. 

Table 3.2: Definition of the main independent variable 

Variable 

code 

Variable 

name 

Operational 

description 

Original codes How variables are 

coded in this study 

hdis4 Difficulty 

hearing 

Whether a woman 

has a hearing 

impairment or not  

No difficulty hearing 

(1) 

Some difficulty (2) 

A lot of difficulty 

(3) 

Cannot hear at all 

(4) 

Don't know (8) 

No sensory 

disability (1) 

Sensory disability 

(2) 

 

 

hdis2 Difficulty 

seeing 

Whether a woman 

has a vision 

impairment or not 

No difficulty seeing 

(1) 

Some difficulty (2) 

A lot of difficulty 

(3) 

Cannot see at all (4) 

Don't know (8) 

 

3.7.3 Definition of control variables 

This study employed several control variables that pertained to both demographic and 

socioeconomic aspects. Within the demographic category, variables such as "age," "race," 
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"marital status," "province," and "place of residence" were used as indicators. Conversely, in 

the socioeconomic category, "employment status," "wealth status," "education," "FP 

messages," and "contraceptive knowledge" were employed as indicators. The selection of these 

specific variables was guided by the existing literature examined by previous researchers. 

Age was determined by asking participants, "How old were you at your last birthday?" The 

variable was divided into 7 categories: 15–19 (1), 20–24 (2), 25–29 (3), 30-34 (4), 35–39 (5), 

40–44 (6), and 45–49 (7). The categorisation was not changed. Race was determined by asking 

participants, "Which population group do you consider yourself: Black, White, Coloured, 

Indian or something else?". Originally, there were 4 categories: Black (1), White (2), Coloured 

(3) and Indian/Asian (4). For this study, White, Coloured, and Indian/Asian categories were 

combined into a group called "others" to ensure a sufficiently large sample size for meaningful 

statistical analysis. Therefore, race was recoded into Black (1) and Others (2). Marital status 

was determined by asking participants, "Are you currently married or living together with 

someone as if you are married?" Initially, there were five categories: Never in union (0), 

Married (1), Living with partner (2), Widowed (3), Divorced (4), and No longer living together/ 

separated (5). In this study, Married and Living with partner were combined into "Married" 

because they share similar social and economic dynamics. Additionally, Divorced and No 

longer living together/separated were grouped as "Separated" due to the limited sample sizes 

in these categories when analysed separately. Therefore, the variable was recoded to Never 

married (1), Married (2), Widowed (3), and Separated (4). The province variable represents the 

region where the respondent was interviewed and was categorised as Western Cape (1), Eastern 

Cape (2), Northern Cape (3), Free State (4), KwaZulu Natal (5), North West (6), Gauteng (7), 

Mpumalanga (8), and Limpopo (9). This categorisation remained unchanged. Similarly, the 

place of residence variable indicates the type of residence where the respondent was 

interviewed, coded as Urban (1) and Rural (2), and this classification also remained unchanged. 

The employment status of participants was determined by asking, “Have you done any work 

in the last 12 months?”. The variable was originally coded No (0) and Yes (1) and later recoded 

to No (1) and Yes (2). Wealth status was calculated as a composite measure of a household's 

overall living standard. It was categorised as Poorest (1), Poorer (2), Middle (3), Richer (4), 

and Richest (5). In this study, the categories "Poorest" and "Poorer" were merged to create the 

category "Poor," while "Richer" and "Richest" were combined to form the category "Rich." 
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This consolidation was undertaken due to the shared social and economic dynamics within 

each combined category. Consequently, the wealth status variable was redefined as Poor (1), 

Middle (2), and Rich (3). Education was determined by asking participants, “What is the 

highest level you attended: primary, secondary, or higher than secondary?”. Initially coded as 

No education (0), Primary (1), Secondary (2), and Tertiary (3), it was recoded to No education 

(1), Primary (2), Secondary (3), and Tertiary (4). Messages pertaining to family planning from 

various media outlets were evaluated. Respondents were asked about their awareness of family 

planning messages on the radio, television, and in newspapers or magazines over the past six 

months. Initially, three distinct variables gauged media exposure to family planning messages, 

with the original categories denoting "no" (0) and "yes" (1) for each media source. For the 

purpose of this study, family planning messages were consolidated into a single variable for a 

larger sample size to enhance statistical analyses. Those who answered affirmatively for any 

media source were grouped into a unified "yes" category, while those who responded 

negatively for any of the media sources were amalgamated into a collective "no" category. 

Therefore, FP messages were recoded as (1) representing “no” and (2) representing “yes”. 

Additionally, contraceptive knowledge was determined by asking participants, “Have you ever 

heard of (METHOD)? Initially, the variable was coded as Knows no method (0) and Knows 

modern method (3); it was then recoded as Knows no methods (1) and Knows modern method 

(2). 

 

Table 3.3: Definition of control variables 

Variable 

code 

Variable 

Name 

Variable 

definition 

Original Code How variables are 

coded in this study 

 Demographic characteristics 

v013 Age How old were you 

at your last 

birthday? 

15–19 (1) 

20–24 (2) 

25–29 (3) 

30–34 (4) 

35–39 (5) 

40–44 (6) 

45–49 (7) 

15–19 (1) 

20–24 (2) 

25–29 (3) 

30–34 (4) 

35–39 (5) 

40–44 (6) 

45–49 (7) 

v131 Race Which population Black (1) Black (1) 
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group do you 

consider yourself: 

black, white, 

coloured, Indian 

or something else? 

White (2) 

Coloured (3) 

Indian/ Asian (4) 

Other races (2) 

v501 Marital status What is your 

current marital 

status? 

Never in union (0) 

Married (1) 

Living with partner 

(2) 

Widowed (3) 

Divorced (4) 

No longer living 

together/ separated 

(5) 

Never married (1) 

Married (2) 

Widowed (3) 

Separated (4) 

V024 Province Region in which 

the respondent 

was interviewed 

Western Cape (1) 

Eastern Cape (2) 

Northern Cape (3) 

Free State (4) 

KwaZulu Natal (5) 

North West (6) 

Gauteng (7) 

Mpumalanga (8) 

Limpopo (9) 

Western Cape (1) 

Eastern Cape (2) 

Northern Cape (3) 

Free State (4) 

KwaZulu Natal (5) 

North West (6) 

Gauteng (7) 

Mpumalanga (8) 

Limpopo (9) 

v025 Place of  

residence 

Type of place of 

residence where 

the respondent 

was interviewed as 

either urban or 

rural. 

Urban (1) 

Rural (2) 

Urban (1) 

Rural (2) 

Socioeconomic characteristics 

v714 Employment 

status 

Whether or not a 

woman is working 

No (0) 

Yes (1) 

(1) No 

(1) Yes 
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v190 Wealth status A composite 

measure of a 

household's 

cumulative living 

standard. 

Poorest (1) 

Poorer (2) 

Middle (3) 

Richer (4) 

Richest (5) 

Poor (1) 

Middle (2) 

Rich (3) 

vl06 Education What is the 

highest level you 

attended: primary, 

secondary, or 

higher than 

secondary 

No education (0) 

Primary (1) 

Secondary (2) 

Higher (3) 

No education (1) 

Primary (2) 

Secondary (3)  

Higher (4) 

v384a FP messages: 

Radio 

In the last six 

months have you 

heard about family 

planning on the 

radio? 

No (0) 

Yes (1) 

No (1) 

Yes (2) 

 

v384b FP messages: 

TV 

In the last six 

months have you 

seen anything 

about family 

planning on the 

television? 

No (0) 

Yes (1) 

v384c FP Message: 

Newspaper/ 

Magazine 

In the last six 

months have you 

read about family 

planning in a 

newspaper or 

magazine? 

No (0) 

Yes (1) 

v301 Contraceptive 

knowledge 

Have you ever 

heard of 

(METHOD)? 

Knows no method 

(0) 

Knows modern 

method (3) 

Knows no method 

(1) 

Knows modern 

method (2) 
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3.8 Research Hypothesis 

 

H0: There is no relationship between sensory disability status (hearing and vision 

impairments) and contraceptive use among women aged 15–49 years old in South Africa. 

HA: There is a relationship between sensory disability status (hearing and vision impairments) 

and contraceptive use among women aged 15–49 years old in South Africa. 

3.9 Analytical strategy 

In order to address the research questions in the study, each of the research objectives was 

addressed. 

The first objective aimed at determining the prevalence of contraceptive use among women 

aged 15–49 years old in South Africa. Cross-tabulations and chi-square analysis were used to 

demonstrate the levels of contraceptive use among women in the sample, as well as by all 

characteristics of women.  

The second objective focused on examining the relationship between demographic and socio-

economic characteristics and contraceptive use among women aged 15–49 years old in South 

Africa. For this objective, bivariate binary logistic regression models, showing odds ratios 

(OR), were used to determine the relationship between each of the independent variables and 

the outcome variable of contraceptive use. The statistical analyses were carried out with a 

significance level of 5% and a confidence interval (CI) of 95%. 

The third objective focused on examining the relationship between sensory disability status 

and contraceptive use among women aged 15–49 years old in South Africa. Due to the 

categorical and dichotomous nature of the outcome variable—contraceptive use—a stepwise 

multivariate binary logistic regression was employed. Odds ratios, along with their 

corresponding confidence intervals, were used to describe the statistical significance between 

the outcome variable and independent variables. The equation of the binary logistic model is 

as follows: 
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Logit [P(y = 1)|Xi…Xk] = βo + β1X1 + β2X2.....βkXk 

Where: 

Bo= Intercept 

B1= Regression Coefficient 

Xi…Xk=Independent Variables 

Xi= Independent Variable (Warner, 2008) 

3.10 Data access 

Registration on the DHS website was essential to requesting authorisation to download the 

dataset for the study. A brief justification for the dataset's request was required as part of the 

registration process, and it was given. After receiving permission, the 2016 SADHS data was 

downloaded in Stata format from the DHS website and managed and analysed using the 

statistical software Stata 17. The individual recode data and the household member recode were 

chosen from the survey. The two datasets were merged to form a single dataset. 

3.11 Ethics statement 

The study was a secondary analysis performed with the use of the 2016 SADHS, and thus no 

approval from an ethics review board was necessary. The identity and information of the 

respondent were kept strictly confidential. An ethics waiver was requested and granted by the 

Faculty of Humanities at the University of the Witwatersrand, and an ethics number of 

WDEMG2023/07/05 was issued. 
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CHAPTER FOUR 

RESULTS 

4.1 Introduction 

The study comprised three sub-objectives. The first sub-objective aimed to determine the 

prevalence of contraceptive use. The second aimed to examine the relationship between 

demographic and socioeconomic characteristics and contraceptive use. Lastly, the third sub-

objective aimed to examine the relationship between sensory disability status and contraceptive 

use among women aged 15–49 years old in South Africa. This section presents the quantitative 

results addressing the objectives of the study. 

4.2 Sample distribution 

Table 4.1 shows the background characteristics of women in this study. In terms of age, the 

age group 25 – 34 constituted the majority of women with 37.15% (N= 2 483); closely followed 

by age group 35 – 49 at 36.45% (N=2 436), and age group 15-24 had the least number of 

women with a percentage of 26.40% (N=1 764).In terms of racial demographics, Black women 

constituted the majority at 88.35% (N=5 905), while women from other racial groups 

comprised 11.65% (N=779). Unmarried women represented the largest portion at 55.75% (N=3 

726), followed by married women at 37.93% (N=2 535). Separated and widowed women 

accounted for the smallest proportions at 3.80% (N=254) and 2.52% (N=168) respectively. 

Regarding provincial distribution, Gauteng, KwaZulu Natal, and Eastern Cape housed the most 

significant numbers of women at 27.30% (N=1 825), 17.78% (N=1 188), and 11.46% (N=766) 

respectively. Conversely, North West, Free State, and Northern Cape had the fewest women at 

7.24% (N=484), 5.17% (N=345), and 2.09% (N=140) respectively. Regarding urban-rural 

distribution, urban areas saw a higher concentration of women at 66.71% (N=4 459), while 

rural areas had a lower proportion at 37.74% (N=2 225). In terms of employment status, a 

larger percentage of women, at 62.27% (N=4 161), were not employed compared to the 37.74% 

(N=2 522) who were employed. As for wealth status, the majority of women were classified as 

poor, comprising 40.70% (N=2 720), followed by those considered rich at 37.40% (N=2 500), 

with middle-income women making up 21.90% (N=1 464). In terms of education, the 

predominant level attained by women was secondary education, accounting for 76.70% (N=5 
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126), followed by higher and primary education at 12.26% (N=820) and 9.01% (N=602), 

respectively, with the smallest proportion having no education at 2.03% (N=136). Regarding 

exposure to family planning messages, a majority of women, constituting 54.70% (N=3 656), 

reported having heard an FP message, while 45.30% (N=3 028) had not. Finally, concerning 

contraceptive knowledge, the majority of women, at 99.91% (N=6 678), were aware of modern 

contraceptive methods, whereas only a small percentage, 0.09% (N=6), had no knowledge of 

any contraceptive method. 

Table 4.1: Frequency and percentage distribution of demographic and socioeconomic 

characteristics among women aged 15–49 years old in South Africa, (SADHS, 2016)  

Independent Variables Frequencies (N) Percentages (%) 

Demographic characteristics 

Total 6683 100 

Age 

15-24 1764 26.40 

25-34 2483 37.15 

35-49 2436 36.45 

Race 

Black  5905 88.35 

Other races 779 11.65 

Marital status 

Never married 3726 55.75 

Married 2535 37.93 

Widowed 168 2.52 

Separated 254 3.80 

Province 

Western Cape 725 10.85 

Eastern Cape 766 11.46 

Northern Cape 140 2.09 

Free State 345 5.17 

KwaZulu Natal 1188 17.78 

North West 484 7.24 

Gauteng 1825 27.30 

Mpumalanga 552 8.26 

Limpopo 658 9.85 

Residence 

Urban 4459 66.71 

Rural 2225 33.29 

Socioeconomic characteristics 

Employment status 

No 4161 62.27 

Yes 2522 37.74 

Wealth status 

Poor 2720 40.70 
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Middle 1464 21.90 

Rich 2500 37.40 

Education 

No education 136 2.03 

Primary 602 9.01 

Secondary 5126 76.70 

Higher 820 12.26 

FP Messages 

No 3028 45.30 

Yes 3656 54.70 

Contraceptive knowledge 

Knows no method 6 0.09 

Knows modern method 6678 99.91 

4.3 Sample characteristics and contraceptive prevalence, (SADHS 2016) 

The results depicted in Figure 4.1 illustrates the prevalence of contraceptive usage among 

women aged 15–49 years old in South Africa. According to the figure, 55.39% (N= 3 702) of 

women were using contraceptives, whereas 44.61% (N= 2 981) of women were not using 

contraceptive methods.  

 

 

 

 

 

Figure 4.1: Percentage distribution of contraceptive use among women aged 15–49 years old 

in South Africa, (SADHS 2016) N= 6 683 

Figure 4.2 displays the percentage distribution of the contraceptive methods used by women in 

the age group of 15 to 49 years in South Africa. According to the figure, it is shown that 55.04% 



38 

 

89.33%

10.67%

No sensory disability

Sensory disability

0 10 20 30 40 50 60 70 80 90 100

S
n

e
so

r
y
 d

is
a
b

il
it

y
 s

ta
tu

s

Percentage (%)

(N= 3 678) of women utilised modern contraceptive methods, while 44.61% (N= 2 981) did 

not use any method. Additionally, 0.35% (N= 24) relied on traditional methods of 

contraception. 

 

Figure 4.2: Percentage distribution of type of contraceptive among women aged 15–49 years 

old in South Africa, (SADHS 2016) N= 6 683 

Figure 4.3 depicts the percentage distribution of sensory disability status among women aged 

15–49 years old in South Africa. As per the figure, 89.33% (N= 5 970) of women in South 

Africa were without sensory disabilities. 

 

 

 

 

Figure 4.3: Percentage distribution of sensory disability status among women aged 15–49 

years old in South Africa, (SADHS 2016) N= 6 683 
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Figure 4.4 shows the percentage distribution of contraceptive use by sensory disability status 

among women aged 15–49 years old in South Africa. 56.32% (N= 3 362) of women without 

sensory disabilities use contraceptives, while 47.60% (N= 340) of women with sensory 

disabilities use contraceptives. Significantly, the observed differences in contraceptive usage 

between these two groups were supported by a p-value of 0.000, indicating statistical 

significance. 

 

 

Figure 4.4: Percentage distribution of contraceptive use by sensory disability status among 

women aged 15–49 years old in South Africa, (SADHS 2016) N= 6 683 

 

Table 4.2 displays the outcomes of cross-tabulations and chi-square analysis conducted to 

demonstrate the levels of contraceptive use among women in the sample, as well as by all 

characteristics of women. The results of the Pearson chi-square test show a significant 

association between contraceptive use and all independent variables, except for place of 

residence, employment status, wealth status, and family planning messages. This lack of 

significance was indicated by p-values greater than 0.05. Contraceptive use exhibited notable 

variations across distinct age groups (p= 0.000). Specifically, 63.05% (N= 1 566) of women in 

the 25–34 age group used contraceptives, closely trailed by 62.29% (N= 1 099) of women aged 

15–24 years old. Conversely, women aged 35–49 years old demonstrated the lowest percentage 

of contraceptive usage at 42.59% (N= 1 037). Race-wise, 56.44% (N= 3 333) of women 

identifying as black used contraceptives, a higher proportion compared to other racial groups 
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at 47.40% (N= 369). This difference was shown to be statistically significant (p= 0.000). 

Marital status emerged as a noteworthy factor (p= 0.035) influencing contraceptive use. Among 

the different marital statuses, both never-married (N= 2 987) and married (N=599) women 

exhibited comparable contraceptive usage rates, standing at 55.71% and 56.15%, respectively. 

Separated women had a slightly lower rate at 50.24% (N= 85), while widowed women had the 

lowest rate at 36.07% (N=31). Regarding education, 59.28% (N= 486) of women with higher 

education used contraceptives, which was the highest group, followed by 56.31% (N= 2 886) 

of those with secondary education, and 47.00% (N= 285) with primary education. Women with 

no formal education had the lowest contraceptive use at 32.98% (N= 45), a difference 

confirmed by a p-value of 0.000. Notably, women who lacked knowledge about any 

contraceptive methods did not use contraceptives, while 55.44% (N= 3 702) of those informed 

about modern contraceptives were contraceptive users, a relationship confirmed by a p-value 

of 0.001. 

 

Table 4.2: Frequency and percentage distribution of contraceptive use by demographic and 

socioeconomic characteristics among women aged 15–49 years old in South Africa, 

(SADHS, 2016)  

Independent variables 
Number and 

percentage 

(N and %) 

Contraceptive use 
Total 

Not using Using 

Demographic characteristics 

Total 
N 2 981 3 702 6 683 

% 44.61 55.39 100.00 

Age  

15–24 
N 665 1 099 1 764 

% 37.71 62.29 100.00 

25–34 
N 918 1 566 2 483 

% 36.95 63.05 100.00 

35–49 
N 1 398 1 037 2 436 

% 57.41 42.59 100.00 

chi2(2) = 256.0228 

p value= 0.000 
 

Race  

Black 
N 2 572 3 333 5 905  

% 43.56 56.44 100.00  

Other races 
N 410 369 779  

% 52.60 47.40 100.00  

chi2(1) = 22.9291 

p value= 0.000 

 

 
Marital status  
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Never married 
N 2 375 2 987 5 362  

% 44.29 55.71 100.00  

Married 
N 468 599 1 068  

% 43.85 56.15 100.00  

Widowed 
N 54 31 85  

% 63.93 36.07 100.00  

Separated 
N 84 85 169  

% 49.76 50.24 100.00  

chi2(3) = 15.1765 

p value= 0.035 

 

 
Residence  

Urban 
N 2 003 2 456 4 459  

% 44.91 55.09 100.00  

Rural 
N 979 1 246 2 225  

% 44.00 56.00 100.00  

chi2(1) = 0.5036 

p value= 0.617 

 

 
Socioeconomic characteristics  

Employment status  

No 
N 1 816 2 345 4 161  

% 43.65 56.35 100.00  

Yes 
N 1 165 1 357 2 522  

% 46.20 53.80 100.00  

chi2(1) = 4.1518 

p value= 0.109 

 

 
Wealth status  

Poor 
N 1 185 1 535 2 720  

% 43.57 56.43 100.00  

Middle 
N 624 840 1 464  

% 42.62 57.38 100.00  

Rich 
N 1 172 1 327 2 500  

% 46.90 53.10 100.00  

chi(2) =8.9022  

p value = 0.106 

 

 
Education   

No education 
N 91 45 136  

% 67.02 32.98 100.00  

Primary 
N 317 285 602  

% 53.00 47.00 100.00  

Secondary 
N 2 240 2 886 5 126  

% 43.69 56.31 100.00  

Higher 
N 334 486 820  

% 40.72 59.28 100.00  

chi2(3) = 50.4123 

p value= 0.000 

 

 
FP Messages  

No 
N 1 388 1 640 3 028  

% 45.84 54.16 100.00  

Yes 
N 1 594 2 062 3 656  

% 43.59 56.41 100.00  
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chi2(1) = 3.4072 

p value= 0.189  
Contraceptive knowledge  

Knows no method 
N 6 0 6  

% 100.00 0.00 100.00  

Knows modern method 
N 2 976 3 702 6 678  

% 44.56 55.44 100.00  

chi2(1) = 7.1950 

p value= 0.001 

 

 
 

Figure 4.5 depicts the percentage distribution of contraceptive use across different provinces. 

According to the figure, Mpumalanga (59.29%) and the Eastern Cape (58.69%) had the highest 

contraceptive usage among provinces, followed by KwaZulu Natal (57.30%), North West 

(57.13%), Western Cape (55.44%), and Gauteng (55.03%). The Northern Cape exhibited a 

slightly lower rate at 53.30%. Conversely, Limpopo and the Free State showed the lowest 

contraceptive usage rates at 48.77% and 48.05%, respectively. Importantly, it is worth noting 

that the differences among provinces lacked statistical significance, as indicated by a p-value 

of 0.049. 

 

Figure 4.5: Percentage distribution of contraceptive use by province among women aged 15–

49 years old in South Africa, (SADHS 2016) N=6 683 
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4.3 Relationship between demographic and socioeconomic characteristics and 

contraceptive use, (SADHS 2016) 

Table 4.3 displays the unadjusted odds ratios of contraceptive use for each demographic and 

socioeconomic variable individually. Contraceptive knowledge was not considered in the 

unadjusted regression analysis due to the limited number of cases in the reference category, 

which was "knows no method" (N= 10). The findings from Table 4.2 reveal that all the 

independent predictors have a significant impact on contraceptive use except for place of 

residence, employment status, wealth status, and family planning messages. 

Women with sensory disabilities were significantly less likely to use contraceptives compared 

to those without sensory disabilities (OR: 0.70, p= 0.000, CI: 0.58956 - 0.84191). Similarly, 

women in the age group of 35–49 years old were significantly less likely to use contraceptives 

in comparison to women aged 15–24 years old (OR: 0.45, p=0.001, CI: 0.38334 - 0.52620). 

Regarding race, women belonging to other racial categories were significantly less likely to 

use contraceptives than those identifying as black (OR: 0.70, p=0.001, CI: 0.57685 - 0.83798). 

Marital status played a significant role, as evidenced by the lower likelihood of contraceptive 

use among widowed women (OR: 0.44, p=0.000, CI: 0.29798 - 0.65270) and separated women 

(OR: 0.63, p= 0.008, CI: 0.45337 - 0.88701) in comparison to women who had never been 

married. In terms of provinces, women residing in the Eastern Cape (OR: 1.49, p=0.001, CI: 

1.16662 - 1.90791), KwaZulu Natal (OR: 1.41, p= 0.004, CI: 1.11450 - 1.78284), and 

Mpumalanga (OR: 1.53, p= 0.001, CI: 1.19602 - 1.95647) were significantly more likely to 

use contraceptives compared to those in Limpopo. Education also played a significant role, 

with women with primary (OR: 1.83, p= 0.018, CI: 1.10835 - 3.01569), secondary (OR: 2.62, 

p= 0.001, CI: 1.67608 - 4.09197), or higher education (OR: 2.96, p= 0.001, CI: 1.84977 - 

4.73129) being more likely to use contraceptives compared to those without formal education. 

Table 4.3: Unadjusted odds ratios for the binary logistic regression of the association between 

the background characteristics and contraceptive use, (SADHS, 2016) 

Independent variables 
Odds Ratio 

(OR) 
P value 

95% Confidence Interval 

(CI) 

Sensory disability status 

No sensory disability (RC)       

Sensory disability 0.70** 0.000 0.58956 - 0.84192 
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Age 

15–24 (RC)       

25–34  1.03 0.676 0.88646 - 1.20410 

35–49  0.45** 0.000 0.38334 - 0.52620 

Race 

Blacks (RC)       

Other races 0.70** 0.000 0.57685 - 0.83798 

Marital status  

Never Married (RC)       

Married 0.95 0.418 0.82835 - 1.08150 

Widowed 0.44** 0.000 0.29798 - 0.65270 

Separated 0.63** 0.008 0.45337 - 0.88701 

Province 

Limpopo (RC)       

Western cape 1.31 0.069 0.97932 - 1.74369 

Eastern cape 1.49** 0.001 1.16662 - 1.90791 

Northern cape 1.20 0.186 0.91612 - 1.56836 

Free state 0.97 0.840 0.73366 - 1.28650 

KwaZulu-Natal 1.41** 0.004 1.11450 - 1.78284 

North West 1.40 0.064 0.98074 - 1.99777 

Gauteng 1.29 0.071 0.97828 - 1.68897 

Mpumalanga 1.53** 0.001 1.19602 - 1.95647 

Residence 

Urban (RC)       

Rural 1.04 0.617 0.89741 - 1.19984 

Socioeconomic characteristics 

Employment status 

No (RC)       

Yes 0.90 0.109 0.79523 - 1.02335 

Wealth status 

Poor (RC)       

Middle 1.04 0.650 0.87844 - 1.23055 

Rich 0.87 0.091 0.74790 - 1.02182 

Education  

No education (RC)       

Primary 1.83** 0.018 1.10835 - 3.01569 

Secondary 2.62** 0.000 1.67608 - 4.09197 

Higher 2.96** 0.000 1.84977 - 4.73129 

FP messages 

No (RC)       

Yes 1.10 0.189 0.95620 - 1.25445 

RC = Reference Category, **p < 0.05 represents significant results at a 95% level of confidence 
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4.4 Relationship between sensory disability status and contraceptive use, (SADHS 2016) 

In the first model, which focused solely on sensory disability status, women with sensory 

disabilities were significantly less likely to use contraceptives when compared to those without 

sensory disabilities [OR: 0.70, CI:0.58956 - 0.84192].  

The second model considered both sensory disability status and demographic factors. Similar 

to the first model, women with sensory disabilities were notably less likely to use 

contraceptives compared to those without sensory disabilities [OR: 0.81, CI: 0.67981 - 

0.97212]. Additionally, women aged 35–49 years old were significantly less inclined to use 

contraceptives than those aged 15–24 years old [OR: 0.45, CI: 0.37897 - 0.53796]. Women 

from racial backgrounds other than black were also less likely to use contraceptives compared 

to black women [OR: 0.74, CI: 0.61619 - 0.89772]. Conversely, married women were 

significantly more likely to use contraceptives than women who were never married [OR: 1.19, 

CI: 1.02608 - 1.37857]. With the inclusion of demographic factors, this model accounted for 

nearly 3% of the variability in contraceptive use. 

In the third model, which accounted for sensory disability status, demographic, and 

socioeconomic factors, the analysis found that employment status, wealth status, and family 

planning messages were not statistically significant. Women with sensory disabilities were still 

less likely to use contraceptives compared to those without sensory disabilities [OR: 0.81, 

CI:0.67850 - 0.97153]. Like the second model, women aged 35–49 years old were significantly 

less likely to use contraceptives compared to those aged 15–24 years old [OR: 0.46, CI: 

0.38022 - 0.55037]. Women from races other than black were also less likely to use 

contraceptives compared to black women [OR: 0.75, CI: 0.61098 - 0.92237]. On the other hand, 

married women were significantly more likely to use contraceptives than women who were not 

married [OR: 1.20, CI: 1.03088 - 1.38752]. Additionally, women with secondary [OR: 1.91, 

CI: 1.23372 - 2.95985] or higher education [OR: 2.28, CI: 1.42398 - 3.66595] were 

significantly more likely to use contraceptives than those without formal education. The 

independent variables in the model explain only about 3% of the variability in the outcome 

variable. 
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In the fourth model, which considered sensory disability status alongside demographic, 

socioeconomic, and geographical factors, the analysis showed that employment status, wealth 

status, family planning messages, and place of residence were not statistically significant. 

Women with sensory disabilities were still less likely to use contraceptives compared to those 

without sensory disabilities [OR: 0.78, CI: 0.63873 - 0.95227]. Similar to the third model, 

women aged 35–39 years old were significantly less likely to use contraceptives compared to 

those aged 15–24 years old [OR: 0.46, CI: 0.38150 - 0.55364]. Women from races other than 

black were also less likely to use contraceptives compared to black women [OR: 0.75, CI: 

0.61098 - 0.92237]. On the other hand, married women were significantly more likely to use 

contraceptives than women who were never married [OR: 1.23, CI: 1.05328 - 1.42899]. 

Additionally, women with secondary [OR: 1.98, CI: 1.28089 - 3.07512] or higher education 

[OR: 2.40, CI: 1.49931 - 3.83750] were significantly more likely to use contraceptives than 

those without formal education. Women residing in Western Cape [OR: 1.83, CI: 1.29743 - 

2.57637], Eastern Cape [OR: 1.66, CI: 1.27747 - 2.15886], Northern Cape [OR: 1.61, CI: 

1.18574 - 2.19087], KwaZulu Natal [OR: 1.51, CI: 1.17797 - 1.92456], North West [OR: 1.43, 

CI: 1.01266 - 2.01228], and Mpumalanga [OR: 1.50, CI: .15808 - 1.93439] were more likely 

to use contraceptives than women residing in Limpopo. The independent variables in the model 

explain only about 4% of the variability in the outcome variable. 
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Table 4.4: Adjusted odds ratios for the stepwise multivariate binary logistic regression of the association between all the independent variables 

with contraceptive use, (SADHS, 2016) 

Independent variable Model 1 Model 2 Model 3 Model 4 

Sensory disability status 

Sensory disability status         

No (RC)         

Yes 0.70** [0.58956 - 0.84192] 0.81** [0.67981 - 0.97212] 0.81** [0.67850 - 0.97153] 0.80** [0.67017 - 0.95885] 

Demographic characteristics 

Age         

15–24 (RC)         

25–34    1.01 [0.85593 - 1.18255] 0.98 [0.83478 - 1.15949] 0.99 [0.83714 - 1.16182] 

35–49    0.45** [0.37897 - 0.53796] 0.46** [0.38022 - 0.55037] 0.46** [0.38150 - 0.55364] 

Race         

Blacks (RC)         

Other races   0.74**[0.61619 - 0.89772] 0.75** [0.61098 - 0.92237] 0.62** [0.48673 - 0.78987] 

Marital Status         

Never married (RC)         
Married   1.19** [1.02608 - 1.37857] 1.20** [1.03088 - 1.38752] 1.23** [1.05328 - 1.42899] 

Widowed   0.70 [0.47288 - 1.04529] 0.75 [0.49689 - 1.12885] 0.78 [0.52073 - 1.17336] 

Separated   0.85 [0.59497 - 1.20937] 0.84 [0.58281 - 1.20431] 0.88 [0.60847 - 1.26163] 

Socioeconomic characteristics 

Employment status         

No (RC)         

Yes     1.07 [0.92615 - 1.24184] 1.06 [0.92015 - 1.22888] 

Wealth Status         

 Poor (RC)         

Middle      0.99 [0.82997 - 1.17196] 0.99 [0.82472 - 1.17693] 

Rich     0.87 [0.71775 - 1.05124] 0.86 [0.69530 - 1.06547] 

Education         

No education (RC)         

Primary     1.57 [0.95822 - 2.58285] 1.58 [0.96294 - 2.59852] 

Secondary     1.91** [1.23372 - 2.95985] 1.98** [1.28089 - 3.07512] 

Higher     2.28** [1.42398 - 3.66595] 2.40** [1.49931 - 3.83750] 

FP Messages         

No (RC)         
Yes     1.09 [ 0.94257 - 1.26615] 1.10 [0.95150 - 1.28083] 
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Geographical factors 

Province         

Limpopo (RC)         

Western Cape       1.83** [1.29743 - 2.57637] 

Eastern Cape       1.66** [1.27747 - 2.15886] 

Northern Cape       1.61** [1.18574 - 2.19087] 

Free State       1.03 [0.75634 - 1.39235] 

KwaZulu Natal       1.51** [1.17797 - 1.92456] 

North West       1.43** [1.01266 - 2.01228] 
Gauteng       1.30 [0.95813 - 1.76554] 

Mpumalanga       1.50** [1.15808 - 1.93439] 

Place of residence         

Urban (RC)         

Rural       1.00 [0.83745 - 1.18454] 

 

Model 1 controlled for only sensory disability status 

Model 2 controlled for model 1 and demographic characteristics 

Model 3 controlled for model 2 and socioeconomic characteristics 

Model 4 controlled for model 3 and geographical factors 
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4.5 Testing of Hypothesis 

The study tested the hypothesis using the full model for multilevel analysis: 

H0: There is no relationship between sensory disability status (hearing and vision impairments) 

and contraceptive use among women aged 15–49 years old in South Africa. 

HA: There is a relationship between sensory disability status (hearing and vision impairments) 

and contraceptive use among women aged 15–49 years old in South Africa. 

With a significance level set at α = 0.05, the p-value obtained was below 0.05. Consequently, 

the study rejected the null hypothesis and concluded that there is indeed a relationship between 

sensory disability status and contraceptive use among women aged 15–49 years old in South 

Africa. 
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CHAPTER FIVE 

DISCUSSION AND CONCLUSION 

5.1 Introduction 

The aim of this study was to explore sensory disability status and contraceptive use among 

women aged 15–49 years old in South Africa. This study is crucial for reevaluating existing 

programmes and customising policies to address the specific needs of women with sensory 

disabilities. This chapter discusses the findings of the study with reference to existing literature, 

the theoretical and conceptual framework, and how the objectives of the study were 

successfully addressed by these findings. 

5.2 Sensory disability status and contraceptive use in South Africa  

The study's results found that women with sensory disabilities are less likely to use 

contraceptives compared to women without sensory disabilities. This outcome aligns with 

research conducted in Ethiopia, which similarly reported a low contraceptive utilisation rate of 

31.1% among women with sensory disabilities (Yimer & Modiba, 2019). This means that 

despite the differences in socioeconomic and cultural contexts, the penalty associated with 

disability exists to WWDs in SSA. There are several possible reasons for the low use among 

women with sensory disabilities, including communication barriers, limited access to 

information, the absence of sign language interpreters in health facilities, and non-tailored 

media-based information dissemination, as identified by previous studies (Rugoho & Maphosa, 

2017; Tejeji & Assefa, 2017; Yimer & Modiba, 2019). This implies that there is a pressing need 

for targeted interventions and systemic changes to address the disparities in contraceptive use 

among women with sensory disabilities. The findings highlight the importance of creating 

inclusive healthcare environments and fostering awareness and education campaigns tailored 

to women with sensory impairments. This includes providing information in multiple formats, 

such as Braille, sign language, or accessible digital content, and ensuring that facilities are 

physically accessible. Additionally, it underscores the significance of revising current policies 

to cater to the unique needs of this marginalised and currently underserved population. The 

existing National Contraception Policy in South Africa addresses the needs of individuals with 

disabilities in Section 6 (Department of Health, 2012). While it encompasses provisions for 
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people with physical and intellectual disabilities, there is a specific need for additional 

provisions to be made to cater specifically to individuals with sensory disabilities. Furthermore, 

the research stresses the significance of advocating for the rights of people living with 

disabilities and building support networks to empower women with sensory disabilities to make 

informed decisions regarding their reproductive health. The implications call for a 

comprehensive and collaborative approach involving healthcare professionals, policymakers, 

advocacy groups, and the broader community to ensure equitable access to reproductive health 

services for all women, irrespective of their sensory abilities. 

5.3 Prevalence of contraceptive use 

The research findings suggests that 55% of women in South Africa are utilising contraceptives, 

aligning with the results of a study conducted by Chersich et al. This earlier study, which drew 

upon data from the fourth SA National HIV Prevalence, Incidence, and Behaviour Survey, 

indicated a contraceptive usage rate of 49% (Chersich et al., 2017). In comparison to 

neighbouring countries in the southern region, such as Botswana (50.5%), Eswatini (53.4%), 

Lesotho (51.5%), and Namibia (52.3%), the contraceptive prevalence in South Africa was 

slightly higher in this study (United Nations, 2020b). However, despite this, contraceptive 

utilisation remains at a low level. The low prevalence of contraceptive use in South Africa can 

be linked to challenges within the healthcare system, including extended waiting periods, 

constrained operating hours, and a scarcity of adequately trained healthcare personnel (Kriel et 

al., 2023). Furthermore, socio-demographic factors like residence in rural areas, lower levels 

of education, disadvantaged socioeconomic status, and limited awareness and accessibility to 

contraceptives contribute to this trend (Makola et al., 2019). The low prevalence of 

contraceptive use in South Africa carries significant implications across various dimensions. It 

increases the risk of unintended pregnancies, which can lead to inadequate prenatal care, 

maternal and infant mortality, and strain on healthcare systems. Additionally, unintended 

pregnancies can perpetuate cycles of elevated fertility rates, diminish educational and 

employment prospects, and exacerbate poverty — issues that can persist across multiple 

generations (World Health Organization, 2019). Moreover, limited access to contraception 

heightens health risks, including susceptibility to sexually transmitted infections and maternal 

health complications. Educational and economic opportunities for women are curtailed, 

perpetuating cycles of poverty and gender inequality. The intergenerational effects of 

unplanned pregnancies further compound socioeconomic disadvantages for future generations. 
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5.4 Demographic and socioeconomic factors associated with contraceptive use in South 

Africa 

Regarding age, the chi-square test and logistic regression results confirmed that age has an 

influence on contraceptive use in South Africa, even after adjusting for the influence of other 

covariates. Specifically, this study observed a significant disparity for women aged 35–49 years 

old, indicating that they were less inclined to use contraceptives compared to their counterparts 

aged 15–24 years old. This is consistent with prior studies in other African countries, which 

have shown that contraceptive use is less common among older women (Asresie et al., 2020; 

Mohammed et al., 2014; Terefe et al., 2023; Zegeye et al., 2021). However, studies focusing 

on women with disabilities in Ethiopia yielded contrasting results, showing that the age group 

25 to 34 years was associated with higher contraceptive usage (Tenaw et al., 2023a). 

Additionally, another study highlighted that women with disabilities aged between 26 and 45 

were significantly more likely to utilise modern contraceptives compared to those aged 15-25 

(Beyene et al., 2023b). Research in Ghana identified multiple factors influencing low 

contraceptive use among women aged 35–49 years old, such as achieving desired family size, 

misconceptions, declining fertility, and male partner influence (Takyi et al., 2023). The 

implications of limited contraceptive use in women aged 35–49 years old include heightened 

exposure to health risks, particularly an increased likelihood of unintended pregnancies. 

Additionally, pregnancy at advanced maternal age is considered a risk factor for adverse 

maternal and perinatal outcomes (Glick et al., 2021). Possible maternal complications of 

pregnancy at age 35 or older include increased risk of preterm labour, spontaneous miscarriage, 

stillbirth, pre-eclampsia, chromosomal abnormalities, gestational diabetes mellitus, and 

caesarean delivery (Glick et al., 2021). In contrast to the current study, other studies conducted 

in South Africa and Nigeria found that older women were utilising contraception at a higher 

rate compared to younger women (Chersich et al., 2017b; Ononokpono et al., 2020). However, 

other studies conducted in various global regions outside of South Africa have reported that 

there is not a significant association between age and the use of contraceptives (Bhandari et al., 

2019; Tibaijuka et al., 2017; Wuni et al., 2018). 

The study found that educated women were more likely to use contraceptives than women with 

no education. However, only secondary and higher education were significant in the adjusted 

model. This finding is consistent with prior studies in other developing countries, such as 

Indonesia, Nigeria, and Ethiopia, which reported that contraceptive use was higher for women 
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with secondary or higher education (Apanga et al., 2020; Gafar et al., 2020; Kraft et al., 2022; 

Ononokpono et al., 2020; Tiruneh et al., 2016). The trend observed in the study may be 

explained by the proactive involvement by South African schools in delivering sexuality 

education through the Life Orientation curriculum received in secondary schooling (Ngabaza 

& Shefer, 2019). Women with advanced educational levels are in a more advantageous position 

to access and comprehend healthcare information, possess increased decision-making 

autonomy, and demonstrate a greater ability to utilise high-quality healthcare services, resulting 

in higher contraceptive usage (Alemayehu et al., 2018; Hlongwa et al., 2021; Pazol et al., 2015; 

Woldeamanuel et al., 2023). Moreover, the length of time needed to pursue higher education 

might encourage sexually active young women to use contraception as they want to wait to 

become pregnant until after they finish school or possibly find a job (Nyarko, 2020). 

Consequently, low contraceptive use among uneducated women could lead to various 

outcomes, such as a higher occurrence of unintended pregnancies and increased maternal health 

risks as a result of high fertility and short birth spacing. In addressing these implications, it 

becomes crucial to implement targeted interventions that focus on improving access to 

education, encouraging girls to stay in school, launching out-of-school campaigns promoting 

awareness about reproductive health, and ensuring equitable access to family planning services 

for uneducated women. Efforts should be made to empower women, reduce socioeconomic 

disparities, and promote comprehensive reproductive health education. Education continues to 

be a key component in raising women's family planning knowledge (Gafar et al., 2020). These 

findings suggest that empowering women through education is important for improving 

contraceptive use. Supporting women's education is essential to enhance maternal health 

outcomes and to be in accordance with global development goals. 

Other significant predictors of contraceptive use, as evident in this study, are marital status and 

race. In terms of marital status, the research revealed that married women were more inclined 

to use contraceptives compared to those who had never been married. These findings are 

consistent with results from studies conducted in Zambia and Ghana, where women who were 

married or cohabiting with a partner exhibited the highest proportion of contraceptive usage 

(Chola et al., 2020; Nyarko, 2020). However, this finding contradicts a broader study 

encompassing 21 countries in SSA, Latin America, and the Caribbean, which suggested that 

overall contraceptive prevalence tends to be higher among never-married women than currently 

married women in SSA (Wang et al., 2017). The differences in contraceptive use between 
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married and unmarried individuals may stem from distinct perceptions of pregnancy and family 

planning (World Health Organization & Centre for Communication Programs, 2022). The 

higher prevalence of contraceptive use among married women can be attributed to several 

factors. Firstly, couples in marriage often share family planning goals and make joint decisions 

regarding the desired number and timing of children. This collaborative approach leads to more 

deliberate and consistent utilisation of contraceptives to achieve their shared reproductive 

intentions. Moreover, the older age of married women, coupled with the likelihood of having 

completed their desired family size, may contribute to their increased use of contraception for 

either limiting or spacing their children. Additionally, cultural and social norms within the 

context of marriage may influence contraceptive decisions. In certain societies, marriage is 

associated with an expectation of family planning, and this norm may contribute to the higher 

prevalence of contraceptive use among married women. For instance, in a study in Senegal, 

married women were much more likely to use FP methods than unmarried women, as 

unmarried sex is uncommon in Senegal (Cronin et al., 2018). Another research study concluded 

that marital status does not play a significant role in influencing the use of contraceptives (Wuni 

et al., 2018). 

With regards to race, the study revealed an interesting finding, women from other races had 

less use than women who identified as black. However, this finding may have been influenced 

by grouping whites, coloured, and Indians together, potentially skewing the results. This is 

contrary to other studies that have found that black women were less likely to use 

contraceptives than other races in the United States of America (Dehlendorf et al., 2014; Grady 

et al., 2015). Another study found that there is no statistical difference in contraceptive use 

among the different races (Mencken, 2023). Studies have persistently associated contraceptive 

use differentials with race affiliations (Obasohan, 2015; Thapa et al., 2018). Race is recognised 

as having a significant influence on various aspects of an individual's life. Different race groups 

often hold distinct traditional values and perspectives on fertility and related health practices 

(Nyaga, 2016). Consequently, these cultural values and belief systems play a role in shaping 

attitudes towards contraception. However, it is important to note that race alone does not 

independently predict the utilisation of contraception (Ayinmoro & Fayehun, 2022). Instead, 

other socio-economic factors, including residence, religion, income, and marital status, 

emerged as significant predictors of contraceptive use among minority race groups (Ayinmoro 

& Fayehun, 2022). Understanding the social norms around sexuality and reproduction across 
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different race groups is key to developing and implementing locally appropriate public health 

responses (Kane et al., 2016). 

Household wealth status was not significantly associated with contraceptive use. The findings 

align with a study in Haiti (Wang & Mallick, 2019). However, a large body of literature has 

indicated that wealth status is essential in influencing contraceptive use (Ahinkorah, 2020; 

Apanga et al., 2020; Aviisah et al., 2018). Research indicates that women classified within the 

middle-income bracket or belonging to the wealthiest wealth quintile exhibit a higher 

likelihood of contraceptive use compared to those in the lower-income wealth quintile 

(Ahinkorah, 2020; Apanga et al., 2020; Aviisah et al., 2018). Similarly, studies focusing on 

women with disabilities indicate that those from the fourth and highest wealth quintiles have a 

greater likelihood of using modern contraceptive methods, while those from the second and 

lowest wealth quintiles have lower odds (Casebolt et al., 2022). The reduced adoption of birth 

control among low-income families may be attributed to varying social and cultural 

perspectives, coupled with the financial challenges posed by the high cost of contraceptives 

(Moreira et al., 2019; Sharma & Gupta, 2017; Singh et al., 2018). In the context of South Africa, 

the lack of significance in the findings regarding wealth status may be explained by the 

proactive initiatives undertaken by the South African government to enhance reproductive 

health. Specifically, the implementation of policies like the national contraception clinical 

guidelines ensures the accessibility of a diverse array of family planning methods free of charge 

at public health facilities (Department of Health, 2012). Approximately 83% of South African 

women in need of contraception obtain it through the public healthcare sector (Department of 

Health et al., 2019). This positive implication suggests that individuals, irrespective of their 

economic status, have equal access to and the ability to make informed choices regarding 

family planning and contraception. Furthermore, the equitable access to and utilisation of 

family planning methods by families from diverse economic backgrounds can contribute to a 

more sustainable approach to population growth in South Africa. 

Another interesting finding in this study is the lack of significance associated with the place of 

residence in South Africa, diverging from findings in numerous studies conducted in 

developing countries (Ahinkorah, 2020; Odimegwu & Chemhaka, 2021; Zegeye et al., 2021). 

Previous research consistently demonstrated a significant difference, with lower contraceptive 

use among women in rural areas. This divergence in other studies could be attributed to factors 
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such as urban dwellers typically having greater access to a diverse range of contraceptive 

services and methods, higher education levels, and consequently, a higher likelihood of 

contraceptive use compared to their rural counterparts. However, South Africa stands out due 

to concerted efforts to enhance healthcare infrastructure in both urban and rural areas. The lack 

of significance for the place of residence in this study could be further explained by the 

implementation of national healthcare policies and programmes designed to address the needs 

of diverse populations across urban and rural settings. These policies may have contributed to 

reducing the urban-rural disparity in contraceptive use. Furthermore, the presence of 

community health worker programmes operating in both urban and rural areas may play a 

crucial role in disseminating information and providing family planning services. These 

programmes contribute to bridging the gap in access to reproductive health resources between 

different geographical settings. Moreover, shifts in societal norms regarding family planning 

may have occurred in South Africa, leading to a more consistent acceptance and utilisation of 

contraceptives across diverse settings. The evolving cultural perspectives and increasing 

awareness of family planning methods may have contributed to a more equitable distribution 

of contraceptive use, irrespective of residence. The absence of a residence-based factor in this 

study suggests a noteworthy reduction in health disparities related to reproductive health 

between urban and rural populations in South Africa. This could be indicative of the success of 

comprehensive healthcare strategies that prioritise accessibility, awareness, and inclusivity 

across diverse geographical locations. 

5.5 Applicability of the findings to the theoretical and conceptual frameworks 

The study was guided by the Andersen and Newman Behavioural Model for Health Service 

Utilisation (BMHSU). The model suggests that individual characteristics (i.e., predisposing 

factors, enabling factors, and need factors) combine to influence health behaviour (i.e., personal 

health practices and health service use) (Mbalinda et al., 2020). Based on the findings of this 

study, predisposing factors (sensory disability status, age, marital status, race, and province) 

have been found to influence contraceptive use among women of reproductive age in South 

Africa. This finding is in line with the proponents of Andersen and Newman’s model. 

Additionally, the study supports the framework's assertion that enabling factors play a crucial 

role in healthcare utilisation, as education was found to significantly influence contraceptive 

use. Education plays a crucial role in contraceptive use. Educated women are more likely to 

have access to accurate and reliable information about contraception through formal education 



57 

 

channels, healthcare providers, and other sources. The findings of this study reveal a strong 

correlation between demographic, socioeconomic, and contraceptive use. This is consistent 

with Andersen and Newman’s model, which posits that predisposing and enabling factors are 

critical factors in influencing healthcare utilisation.  

The conceptual framework as adapted from the BMHSU significantly strengthens the 

credibility of this study while offering a robust foundation for interpreting its findings within a 

comprehensive theoretical framework. By aligning with a widely recognised and respected 

model in the field, the study ensured a rigorous approach to understanding contraceptive use. 

This alignment allowed for a systematic exploration of the interplay between predisposing, 

enabling, and need factors in shaping contraceptive use. 

5.6 Strengths and limitations of the study 

The study demonstrates a notable strength in its utilisation of a quantitative approach, enabling 

precise measurement and statistical analyses for a clear and objective examination of the 

relationship between sensory disability status and contraceptive use. Additionally, the study's 

strength lies in its utilisation of a large and diverse sample, enhancing the generalisability of 

the findings. Furthermore, robust statistical analyses were employed, showcasing 

methodological rigor that contributes to the reliability and validity of the results, thereby 

providing a strong foundation for interpreting the relationship between sensory disability status 

and contraceptive use. Lastly, the quantitative evidence generated by the study has direct 

implications for shaping public health policies and advocacy efforts, offering robust findings 

to guide targeted interventions for improving reproductive health services and accessibility for 

women with sensory disabilities in South Africa. 

However, the study is not without its limitations. The first limitation of this study is the 

omission of need factors related to contraceptive use among women with sensory disabilities. 

Needs factors were excluded because the research objectives specifically targeted predisposing 

characteristics and enabling resources as the key determinants of contraceptive use among 

women with sensory disabilities. However, need factors, such as individual preferences, 

perceived contraceptive needs, and specific healthcare requirements, can significantly 

influence contraceptive decision-making and behaviour. The absence of these factors in the 
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analysis may limit the depth of understanding of the complexities surrounding contraceptive 

use in this population. Future research should consider incorporating need factors to provide a 

more comprehensive examination of contraceptive behaviour among women with sensory 

disabilities. Secondly, previous research has demonstrated that religious beliefs can affect 

decisions about the number of children a family should have, the use of contraceptives, and 

attitudes towards family planning services. However, the 2016 DHS did not collect data on 

religion. Without this information, it is challenging to capture the diversity of perspectives 

within the population. Despite the limitations, the DHS collects national-level data, which 

permits generalisation of the outcomes to the national picture. Therefore, the DHS provides 

information that is useful to inform policy direction in the area of family planning. Thirdly, the 

reliance on self-reported data for contraceptive use introduces the potential for social 

desirability bias, as participants may provide responses influenced by perceived social norms. 

This could lead to an underestimation or overestimation of certain behaviours. Thirdly, the 

cross-sectional design of the study limits the ability to establish causation. While associations 

between sensory disability status and contraceptive use can be identified, the findings do not 

allow for the inference of the direction of causality. Lastly, it is crucial to acknowledge that the 

study's findings are specific to the context of South Africa, urging caution when extrapolating 

the results to different cultural or geographical settings. 

5.7 Conclusion 

This study set out to determine the prevalence of contraceptive use by sensory disability status, 

examine the relationship between demographic and socioeconomic characteristics and 

contraceptive use, as well as examine the relationship between sensory disability status and 

contraceptive use among women aged 15–49 years old in South Africa using the SADHS. It 

employed chi square, unadjusted regression model and adjusted regression model. The study 

suggests that contraceptive use is low among women with sensory disabilities in South Africa. 

Low contraceptive use among women with sensory disabilities in South Africa highlights the 

need for inclusive reproductive health services, addressing communication, information access, 

and societal attitudes to ensure informed decisions. Low contraceptive use among women with 

sensory disabilities can be attributed to various factors, including communication barriers, 

limited access to information, and societal attitudes towards disability. These barriers not only 

hinder women with sensory disabilities from making informed decisions about their 

reproductive health but also perpetuate inequalities in access to essential healthcare services. 



59 

 

Preconceived perceptions about people living with disabilities may contribute to the low levels 

of contraceptive uptake among this population as healthcare professionals disassociate this 

marginalised group with sexual activity.  

By focusing on contraceptive utilisation among women with sensory disabilities, this research 

not only fills a gap in existing literature but also offers valuable insights into the reproductive 

health needs of this demographic. The findings contribute to more inclusive and effective 

healthcare practices, aiming to better address the diverse needs of women with sensory 

disabilities in family planning services. Further research in this area can continue to refine our 

understanding and support the development of targeted interventions to improve reproductive 

health outcomes for this population. 

 

The study effectively applied Andersen and Newman’s Behavioural Model for Health Service 

Utilisation. The findings of the study underscore the significance of predisposing factors, such 

as sensory disability status, age, race, and marital status, as well as enabling factors like 

education, in shaping patterns of contraceptive use. The results highlight the importance of 

considering individual characteristics and available resources when examining health 

behaviours, especially in the context of reproductive health. This study contributes valuable 

insights to the field by demonstrating the applicability of Andersen and Newman’s model to 

understanding contraceptive utilisation patterns in a specific demographic. Moving forward, 

further research and interventions should continue to explore the interplay between 

predisposing and enabling factors, acknowledging the diversity of experiences and needs 

within different demographic groups. This approach ensures a comprehensive understanding 

of health service utilisation, laying the foundation for targeted strategies that address the unique 

challenges and opportunities associated with contraceptive use in the context of sensory 

disabilities.  

5.8 Recommendations 

 

5.8.1 Further research 

Future studies in the field of contraceptive use, particularly among women with sensory 

disabilities, could explore more in-depth analyses on how specific types of sensory disabilities 
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(e.g., visual impairment, hearing impairment) influence contraceptive decision-making and 

utilisation. Each sensory disability (e.g., visual impairment, hearing impairment) presents 

distinct challenges and barriers that may influence contraceptive use differently. By conducting 

in-depth analyses of different sensory disabilities, researchers can uncover the specific 

challenges faced by women with each type of disability. This understanding is crucial for 

developing targeted interventions that address the unique needs of each group effectively. 

Additionally, in-depth analyses of different sensory disabilities can help identify and address 

health disparities within and across disability groups. By examining variations in contraceptive 

use patterns and barriers among women with different sensory disabilities, researchers can 

identify groups that may be disproportionately affected by inequities in reproductive healthcare 

access and utilisation. This knowledge can inform targeted efforts to reduce disparities and 

promote health equity. 

 

Additionally, it is crucial to conduct qualitative studies examining the lived experiences, 

perceptions, and barriers faced by women with sensory disabilities when using contraceptives. 

These studies provide valuable insights into the specific challenges and needs of this 

population, informing the development of targeted interventions and policies. By amplifying 

the voices of women with sensory disabilities, these qualitative studies would complement the 

quantitative findings of this study and provide a more comprehensive understanding of the 

complexities involved. Given that the study is limited in its ability to establish causality 

between contraceptive use and sensory disability status, future studies may need to explore this 

relationship using longitudinal data. This would address a key limitation of this study. By 

tracking contraceptive behaviours and reproductive health outcomes over time, researchers can 

assess the long-term effects of interventions and policies aimed at improving access to 

reproductive health services for women with sensory disabilities. This longitudinal perspective 

would provide valuable insights into the effectiveness and sustainability of interventions, 

contributing to evidence-based decision-making in healthcare policy and practice. 

 

Moreover, to enhance the depth and breadth of research on contraceptive use among women 

with sensory disabilities, it is recommended to address the identified limitations by 

incorporating need factors and religion. By including need factors, researchers can gain a more 

comprehensive understanding of the challenges faced by this population. Exploring the 

intersectionality of religion with sensory disability status can provide insights into cultural 
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influences on contraceptive decision-making. Additionally, future studies should look into 

interactions between sensory disability status and control factors.  

 

5.8.2 Policy significance 

The findings of this study carry significant implications for shaping policies aimed at enhancing 

reproductive health outcomes for women with sensory disabilities. In light of the low 

contraceptive use identified among women with sensory disabilities, a number of policy 

recommendations emerge. First, there is a need to advocate for the inclusion of women with 

sensory disabilities in the targets of the Sustainable Development Goals (SDGs) pertaining to 

reproductive health and gender equality, such as SDG 3 (Ensure healthy lives and promote 

well-being for all at all ages) and SDG 5 (Achieve gender equality and empower all women 

and girls). Despite the SDGs' overarching aim of ensuring universal health for all and the UN 

General Assembly's 2019 commitment to "leave no one behind," women with disabilities were 

not specifically addressed within this goal (Hashemi et al., 2017). Therefore, it is imperative to 

push for their inclusion and focus within the SDGs' agenda on sexual and reproductive health 

and rights. This may entail the establishment of monitoring and reporting mechanisms to 

systematically track progress in addressing the reproductive health needs of women with 

sensory disabilities, thereby ensuring that they are not overlooked in global efforts to achieve 

gender equality and universal health coverage. Secondly, there is a need to revise and update 

the 2019 National Contraception and Fertility Planning Policy, which serves as a guiding 

document for family planning services, to cater to the specific needs of women with sensory 

disabilities. This revision should encompass explicit guidelines and provisions for accessible 

contraceptive services, considering the diverse needs and preferences of women with sensory 

impairments. Thirdly, there is a need to implement provisions within the National Health Act 

requiring healthcare professionals to undergo training on how to effectively serve women with 

sensory disabilities, including training on communication techniques, disability awareness, and 

accommodating diverse needs in contraceptive counselling and service provision. 

Addressing the low use of contraceptives among women with sensory disabilities requires a 

multifaceted approach. Firstly, efforts should be made to enhance communication and 

information access for women with sensory disabilities through the provision of accessible 
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materials and communication technologies. This may involve the use of alternative 

communication methods such as braille, sign language interpreters, and audio-visual resources. 

Secondly, there is a need to challenge societal attitudes and perceptions towards disability to 

create a more inclusive and supportive environment for women with sensory disabilities. This 

may involve awareness-raising campaigns, training programmes for healthcare providers, and 

advocacy initiatives aimed at promoting disability rights and inclusion. Furthermore, it is 

essential to integrate disability-inclusive approaches into existing reproductive health 

programmes and policies. This includes ensuring that reproductive health services are 

accessible, culturally sensitive, and tailored to the diverse needs of women with sensory 

disabilities. Addressing the low contraceptive use among women with sensory disabilities in 

South Africa requires a concerted effort from policymakers, healthcare providers, civil society 

organisations, and other stakeholders.  
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