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Abstract

Family planning plays a vital role in reproductive and sexual health, contributing significantly
to reducing unintended pregnancies, preventing sexually transmitted infections (STls), and
improving maternal and infant health outcomes. Despite the availability of family planning
services, university students often face considerable barriers to the utilisation of these
services. Research indicates that many students have limited knowledge of contraceptive
methods. When combined with misinformation and myths about side effects, this influences
contraceptive use and decision-making. This is of particular importance as university students
are more prone to risky sexual behaviours, increasing the risk of STls and unplanned
pregnancies. This study aimed to investigate the knowledge, access, and utilisation of family

planning services among university students in Johannesburg, South Africa.

A quantitative, descriptive cross-sectional study was conducted using a survey instrument.
University students at a single tertiary institute in Johannesburg were approached to complete

the questionnaire using a convenience sampling technique

A total of 449 university students were approached, yielding 404 completed responses. The
majority of participants (69.1%) were female, and students aged 18-21 constituted the largest
age group. Descriptive and inferential statistics were used to analyse the data and a p-value
of < 0.05 indicated statistical significance. Approximately 90.8% of respondents reported
familiarity with the concept of family planning, with the internet serving as the primary source
of information. Misconceptions persisted regarding the effectiveness of hormonal injections
and vasectomies in preventing sexually transmitted infections (STIs), as well as
misunderstanding of hormonal prevention methods of contraception and long-term pregnancy
prevention. Male condoms were the most recognised and utilised contraceptive method.
Despite the high level of awareness of family planning, the study reported that 68.8% of
sexually active students utilised family planning, highlighting a gap between awareness and
practice. Although students perceived access to family planning services as easy (70.4%), the
overall utilisation rates remained low, with the main barrier reportedly due to concerns about
side-effects regarding contraceptive methods (46.7%). Additionally, only 31.3% of students

were aware of the family planning services available at the university health clinic.

This study highlights the need to address the gaps in family planning knowledge, increase
campus clinic visibility, and improve access to more contraceptive options to better support

students’ reproductive health.
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CHAPTER 1: INTRODUCTION

This chapter provides background information to the study, outlining the definition of family
planning, the impact on population health outcomes, and the importance of family planning

among university students.

1.1 Background

The World Health Organization (WHQO) defines family planning as an individual’s ability to
determine the desired number of children if any, and to manage the timing between
pregnancies (World Health Organization, 2017). This typically includes a range of
contraceptive methods, fertility awareness, and reproductive health education (World Health
Organization, 2017). A classification of the commonly available family planning options is

represented by Figure 1.1.

Modern contraception includes scientifically developed options that offer both short- and long-
term solutions for contraception (Christin-Maitre, 2022; World Health Organization, 2023).
Long-term family planning methods such as implants and intrauterine devices (IUDs), are
contraceptive options that provide extended protection against pregnancy for an extended
period, typically from several months to several years (Brown, 2010). This category also
includes permanent family planning methods, such as tubal ligation for women and vasectomy
for men (Chinnaiyan and Babu, 2021). These methods provide lifelong protection against
unplanned pregnancy through surgical procedures making these options highly effective and

cost-efficient over time (Brown, 2010).

Short-term family planning methods, on the other hand, such as condoms and oral
contraceptives, offer contraceptive protection for shorter periods and require more frequent
administration or use (Saldanha, 2018). Traditional methods focus on natural fertility
awareness, catering to individuals who prefer non-hormonal and non-barrier approaches
(Christin-Maitre, 2022; World Health Organization, 2023). Emergency Contraception (EC)
provides critical options for individuals who encounter contraceptive failure or unprotected
intercourse, offering effective post-exposure interventions to prevent unintended pregnancies
(Christin-Maitre, 2022; World Health Organization, 2023).

Contraceptive methods serve not only as a means of pregnancy prevention but also as
essential tools for managing various gynaecological conditions. Many individuals use

hormonal contraceptives to regulate menstrual cycles, alleviate symptoms of dysmenorrhea



and heavy bleeding (Odongo et al.,, 2023; Schroll et al., 2023). Additionally, certain
contraceptive methods are prescribed to address acnhe and hormonal imbalances, contributing
to overall reproductive health and well-being (Odongo et al., 2023).

Hormonal
Oral contraceptives: Combined oral prepartions, single oral preparations
Injectables
Transdermal patch
Vaginal ring
Implants

— Modern — Barrier

Male and female condoms
Diaphragm
Cervical cap
Spermicides

IUDs
——  Hormonal: Levonorgestrel intrauterine device (LNG-IUD)
Non-hormonal: Copper IUD

Permanent
— Vasectomy
Female tubal ligation

Famiy planning methods

- Elizeiel Rhythm (calendar) method

Coitus interruptus

— Lactational amenorrhoea method (LAM)

Symptothermal method
Abstinence

Emergency

contraceptive (EC) | Oral preparations

Copper IUD

Figure 1.1: Classification of available family planning methods (Christin-Maitre, 2022; World Health
Organisation, 2023)

1.1.1 The impact of family planning on population health outcomes

Family planning has long been recognised as a crucial public health intervention with far
reaching benefits for individuals, families, and societies. By enabling individuals to control the
timing and spacing of pregnancies, family planning not only improves maternal and child
health outcomes but also contributes to broader social, economic, and environmental gains
(World Health Organization, 2017). The ability to plan pregnancies is crucial for women, as
this reduces the risk of pregnancy-related complications and maternal mortality by limiting the

number of unplanned pregnancies experienced (Ahmed et al., 2012; Stover and Ross, 2010).



In addition to the impact on maternal mortality, family planning has been demonstrated to
improve child health outcomes by ensuring adequate birth spacing (Gelagay et al., 2023; Haile
et al., 2016). Shorter intervals between pregnancies of less than two years, are associated
with increased risks of growth stunting, low birth weight, and higher child mortality (Rutstein
and Winter, 2014). By allowing women time to replenish essential nutrients, such as folate,
between pregnancies, family planning reduces the likelihood of adverse birth outcomes
(Conde-Agudelo et al., 2006; Conde-Agudelo et al., 2012). In Bangladesh and Latin America,
women who have shorter birth intervals have increased risks of pregnancy complications such
as pre-eclampsia, hypertension, and premature membrane rupture (Conde-Agudelo and
Belizan, 2000; Razzaque et al., 2005). Thus, family planning not only safeguards maternal

health but also aids in ensuring healthier outcomes in future pregnancies.

Beyond health outcomes, family planning has an influence on economic stability and social
well-being. By enabling parents to have smaller families, family planning allows for better
financial management and investment in the health, education, and development of each child
(Gribble and Voss, 2009; Joshi and Schultz, 2007; Western Cape Government, 2020).
Programs such as the Family Planning and Maternal Child Health (FPMCH) initiative in
Bangladesh have demonstrated that access to contraceptive services may lead to improved
economic well-being for families, as women are better able to pursue educational and career
opportunities (Gribble and Voss, 2009; Joshi and Schultz, 2007). As a result, families
accumulate more wealth, and children from smaller families tend to experience greater social
and economic success (Joshi and Schultz, 2007). Family planning also enables women to
make informed decisions about the reproductive rights, contributing to greater gender equality
and empowering women to participate in the workforce, thereby increasing productivity and
earnings (Ahmed and Sarker, 2014; Babiarz et al., 2017; Wang and Torbica, 2024).

The empowerment of women through family planning has broader social implications,
particularly in terms of education and economic opportunities (Babiarz et al., 2017; Miller,
2010; Starbird et al., 2016). Women in Bangladesh who used family planning had higher
individual, and household incomes compared to those who did not utilise such methods.
Additionally, the daughters of women who practiced family planning were more likely to
achieve higher educational outcomes, indicating that the benefits of family planning extend
across generations (Starbird et al., 2016). Similarly, in both Malaysia and Colombia, access to
family planning was associated with increased educational attainment and a higher likelihood
of securing formal employment among teenage girls (Babiarz et al., 2017; Miller, 2010). These
findings illustrate the long-term social and economic advantages of ensuring widespread

access to family planning services.



Family planning also contributes to the prevention of sexually transmitted infections (STIs)
through the use of barrier methods such as condoms. Male and female condoms not only
provide protection against unintended pregnancy but also significantly reduce the
transmission of STls, including Human Immunodeficiency Virus (HIV) hepatitis B, and genital
herpes, when used consistently and correctly (Mann et al., 2002; World Health Organization,
2024; Marfatia et al., 2015). Marfatia et al. (2015) reported that consistent condom use
decreases the transmission of HIV by 85%, Hepatitis B by 90%, and genital herpes by 40%.
However, the effectiveness of condoms in preventing the transmission of human
papillomavirus (HPV) is limited, as condoms do not cover all areas that may be infected
(Marfatia et al., 2015). Nonetheless, the reduction in STlIs through barrier contraceptives
contributes to improved population health outcomes, particularly in regions with a high STI

prevalence (World Health Organization, 2024).

In addition to health and economic benefits, family planning has important implications for
environmental sustainability. Slowing population growth through family planning reduces the
strain on natural resources, mitigates environmental degradation, and contributes to climate
change mitigation through the decrease in carbon emissions (Goodkind et al., 2018; O’Neill et
al., 2010; Wheeler and Hammer 2010). O’'Neill et al. (2010) and Speidel et al. (2015)
highlighted the role of family planning in enhancing food security and addressing climate
change. With fewer people to feed, food security improves, and the burden on agricultural
systems decreases, making food production more sustainable. Uncontrolled population
growth exacerbates environmental challenges, including resource depletion and increased
carbon emissions, highlighting the role of family planning in sustainable development goals
(Goodkind et al., 2018).

Family planning constitutes a pivotal role in preventing unplanned pregnancies and reducing
unsafe abortions (McCoy et al., 2014; Moges et al., 2020; Peach et al., 2021). In South Africa,
65% of pregnancies between 2015 and 2019 were unplanned, with 36% resulting in abortion
(Department of Social Development, 2022). By providing access to contraceptive methods
and comprehensive reproductive health education, family planning helps individuals make
informed choices, reducing the need for unsafe abortions and minimising associated health
risks (World Health Organization, 2019a). In Zimbabwe, providing women with contraceptives
post-abortion was found to significantly reduce the re-occurrence of unplanned pregnancies
and repeat abortions (Johnson et al., 2002). Similarly, in the United States, the increased use
of long-acting reversible contraceptives (LARCs) and access to reproductive health
information through media contributed to a decline in unintended pregnancies (Sawhill and

Guyot, 2019). These findings underscore the importance of addressing unmet contraceptive
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needs to prevent unintended pregnancies and improve reproductive health outcomes (McCoy
et al., 2014; Moges et al., 2020; Peach et al., 2021).

Family planning offers a wide range of benefits that extend beyond individual health outcomes.
By empowering individuals to control reproductive choices, family planning improves maternal
and child health, contributes to economic stability, promotes gender equality, and supports

environmental sustainability.

1.1.2 University students in South Africa

In 2022, the Department of Higher Education and Training reported that enrolments in public
and private Higher Education Institutions (HEIs) approached 1.3 million students. Public HEls
made up the majority of enrolments with 1,077,768 students, whereas private HEIs enrolled
258,215 students (Department of Higher Education and Training, 2024). For students in public
HEIs students, the predominant mode of enrolment was contact based (64.5%), while 35,5%
of students opted for the distance learning mode (Department of Higher Education and
Training, 2024). Notably, a significant proportion (51,5%) of students at public HEIs, fell within
the age bracket of 19 to 24 years as seen in Figure 1.2 and female students made up the
majority (62,1%) of the student enrolments (Department of Higher Education and Training,
2024).

600 000
500 000
400 000
300 000

200 000

NUMBER OF STUDENTS

100 000

0
<18 19-24 25-29 30-29 40-49 50-59 =60

AGE (YEARS)

Figure 1.2: Statistics of students in public HEIs in South Africa in 2022 (Department of Higher Education
and Training, 2024)

The transition from high school to tertiary education is a critical period in the lives of young

adults, often accompanied by increased independence and exposure to new experiences. For



many students, leaving home to attend university may result in increased vulnerability to
negative outcomes due to the increase in sexual risk-taking behaviours (Castro and Santos-
Iglesias, 2016). Studies have demonstrated that university students often engage in risky
sexual practices, leading to unintended pregnancies, STls, and other health complications
(Castro and Santos-Iglesias, 2016; Hoque and Ghuman, 2012a; Kassie et al., 2019; Mutinta,
2022). Castro and Santos-Iglesias (2016) highlight that the newfound independence and lack
of parental oversight during this transition may increase the likelihood of engaging in risky

sexual behaviours.

In the Eastern Cape, South Africa, 38% of university students admitted to having a history of
unplanned penetrative sexual intercourse without using any form of contraception (Mutinta,
2022). Similar findings were revealed by a cross-sectional study conducted in KwaZulu-Natal,
South Africa with 90,7% of sexually active university students using contraception, however,
the utilisation was reported as being inconsistent (Hoque and Ghuman, 2012a). These findings
reflect a broader trend where young adults in university settings are more likely to engage in
sexual experimentation and risky behaviours, including inconsistent contraceptive use and
multiple sexual partners, which increase the risk of unintended pregnancies and STls (Cantos
et al., 2021; Humphries et al., 2019; James-Hawkins, 2019).

The consequences of risky sexual behaviour among university students are evident in the
prevalence of sexually transmitted infections (Kassie et al., 2019; Troutman et al., 2020). A
diagnosis of sexually transmitted diseases (STDs) was found in 18.2% of university students,
with factors such as a history of previous STDs, multiple sexual partners, and inconsistent use
of barrier contraception being associated with the condition (Kassie et al., 2019). Additionally,
the lack of comprehensive information about STDs exacerbates the issue, leaving students ill-
equipped for infection protection (Kassie et al., 2019). University-aged women, particularly
those between 18 and 24, are at a significantly higher risk of both unplanned pregnancies and
STls compared to other age groups (Troutman et al., 2020). Research in South Africa has
revealed that a considerable proportion of students have become parents by the age of 20,
despite the availability of contraceptives and free health services provided by university clinics
(Chigona and Chetty, 2007; Mchunu et al., 2012; Baloyi et al., 2020). These statistics underline
the need for more effective sexual health education and interventions in university settings to

mitigate the risks of unplanned pregnancies and STls (Sani et al., 2016).

Unplanned pregnancies are a major concern for university students, with significant social,
academic, and economic consequences. In the Eastern Cape, South Africa, 12.31% of

university students reported having experienced an unintended pregnancy (Mutinta, 2022).
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Similarly, Mchunu et al. (2012) found that 16.2% of students aged 18 to 24 had an unplanned
pregnancy, with 6.7% having terminated the pregnancy. Unintended pregnancy may severely
disrupt the academic pursuits of students, as the demands of pregnancy and parenthood often

conflict with the rigours of tertiary education.

Chang’ach (2012) notes that pregnant students in Kenya, face challenges such as poverty,
poor academic performance, and, in many cases, withdrawal from academic activity. The long-
term effects of unplanned pregnancy, particularly for young women, are profound, potentially
limiting career opportunities and perpetuating cycles of poverty (Chang’ach, 2012). Studies
on community college students have demonstrated that nearly 40% of students who became
pregnant dropped out, while 61% were unable to complete the academic programme
(Thabethe et al., 2020). This pattern is echoed in the study conducted by Zenebe and
Haukanes (2019), where unplanned pregnancies were identified as a significant contributing

factor to school dropout.

The impact of unplanned pregnancies extends beyond academic disruption, as affected
students often face social stigma, financial strain, and a lack of support from partners (Phiri et
al., 2023; Zenebe and Haukanes, 2019). Female students in Ethiopia experienced social
stigma regardless of whether these students chose to keep the baby or seek an abortion
(Zenebe and Haukanes, 2019). The stigma associated with unplanned pregnancies in
university settings may lead to isolation and emotional distress for the affected students (Phiri
et al., 2023). Additionally, the financial burden of raising a child while pursuing higher education
may be overwhelming. Zenebe and Haukanes (2019) reported that female students struggle
with costs of childcare, educational expenses, and living costs. Furthermore, a South African
study revealed that the aforementioned challenges were further compounded by a lack of
financial and emotional support from the fathers of the children, many of whom were university
students and financially unprepared for parenthood (Phiri et al., 2023). The absence of partner
support may leave female students feeling isolated and struggling to balance the demands of

parenting with academic responsibilities.

While peer pressure, inconsistent contraceptive use, and a lack of comprehensive sexual
education contribute to unplanned pregnancies, better education and awareness may help
students make informed decisions about sexual health (Kassie et al., 2019; Kgarose et al.,
2023). Kgarose et al. (2023) argue that improving access to sexual health education may
empower students to understand the risks associated with unprotected sex and the
importance of using contraception consistently. With better knowledge and resources,

students would be prepared to navigate sexual health responsibly, reducing the prevalence of
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unplanned pregnancies and STIs (Kassie et al.,, 2019; Kgarose et al., 2023). Therefore,
addressing the gaps in sexual health education and providing adequate access to family
planning services for students, are essential steps toward improving the well-being and

academic success of university students.

1.2 Problem statement

Despite the benefits of family planning as well as the availability of various family planning
services, there remains a significant gap in the utilisation of family planning services among
university students. Studies have revealed that many students lack basic knowledge of
contraception, and the use of contraceptives remains low in this demographic (Akintade et al.,
2011; Gbagbo and Nkrumah, 2019; Hoque and Ghuman, 2012a; Munuo and Moshi, 2022;
Nsubuga et al., 2016). Misinformation surrounding contraceptives, including myths about side
effects, contributes to the reluctance to use contraception (Haider and Sharma, 2012; Ochako
et al., 2015). This gap in family planning utilisation is particularly concerning, as university
students are more likely to engage in risky sexual behaviours, increasing the vulnerability to

STls as well as unplanned pregnancies (Hoque and Ghuman, 2012a; Kassie et al., 2019).

Barriers to accessing family planning services may further exacerbate these risks. Factors
such as a lack of knowledge, cultural and societal attitudes, financial constraints, and limited
access to healthcare services hinder students from obtaining and using contraceptives
effectively (Haider and Sharma, 2012). The consequences of not using contraception are
profound. Over 60% of unplanned pregnancies result in abortion, and an estimated 45% of
these abortions are performed under unsafe conditions, often due to the stigma surrounding
abortion and the barriers to accessing safe services (United Nations Population Fund, 2022a).
Moreover, unplanned pregnancies may have long-term socio-economic impacts on university
students, including reduced educational and employment opportunities, perpetuating cycles
of poverty (Mbelle et al., 2018; Zenebe and Haukanes, 2019). Given these significant
challenges, it is crucial to address the underlying factors that prevent university students from
accessing and using family planning services, and to develop interventions that promote

informed and responsible sexual behaviour.

1.3 Study rationale

While family planning is a critical component of reproductive health, there is limited research

addressing access and utilisation among university students, particularly in a local context.



Existing studies have predominantly focused on students' knowledge, attitudes, and
perceptions of family planning services, leaving a significant gap in understanding the practical
barriers and facilitators related to accessing and using these services (Munuo and Moshi,
2022). Given the high rates of unplanned pregnancies and sexually transmitted infections
(STls) among university students, it is crucial to investigate the broader factors that influence

the utilisation of family planning services (Hoque and Ghuman, 2012a).

University students are at an increased risk of engaging in risky sexual behaviours, which
makes access to accurate family planning information and contraceptive options vital for
promoting safer sexual practices and informed decision-making (Hoque and Ghuman, 2012a).
However, despite the availability of family planning services, many students do not access or
utilise these services effectively, due to a range of barriers, including misinformation, cultural
attitudes, and financial constraints (Haider and Sharma, 2012). Addressing these gaps in
access and utilisation is essential for developing targeted interventions that mitigate the risks

of unintended pregnancy, STls, and associated socio-economic consequences.

This study aimed to expand the current body of literature by focusing on factors that influence
the access and utilisation of family planning services among university students. By moving
beyond the traditional focus on knowledge and perceptions, this research provided an
understanding of the challenges students face in accessing these services. In doing so, the
study contributed valuable insights that may inform policy and programs aimed at improving
family planning service delivery and uptake in tertiary institutions, ultimately promoting better

sexual and reproductive health outcomes for this population.

1.4 Research Question

What is the level of knowledge, access to and utilisation of family planning services among
students in a tertiary institution in South Africa, and what factors influence the utilisation of

these services?

1.5 Aim

To assess the knowledge, access to, and utilisation of family planning services among

students in a tertiary institution in, Johannesburg South Africa.



1.6 Objectives

o To explore the knowledge of family planning methods and services among university
students, using a survey instrument.

o To determine the factors affecting family planning utilisation among university students,
by means of a survey instrument.

o To assess the accessibility of the current services utilised for accessing contraceptives
among university students through the use of a survey instrument.

e To determine the frequency of emergency contraceptive use among university

students, by means of a survey instrument.
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CHAPTER 2: LITERATURE REVIEW

This chapter provides a review of existing literature exploring the factors influencing
knowledge, access, and utilisation of family planning among university students. A brief
overview of South Africa's family planning policies and a comparative analysis of abortion

regulations across the African continent is also provided.

2.1 Introduction

Globally, among the 1.9 billion women aged 15 to 49 years, approximately 874 million use
modern contraceptive methods, while 92 million rely on traditional methods (United Nations,
2022). These numbers reflect significant progress in the uptake of contraceptives, with the
global number of modern contraceptive users nearly doubling since 1990, from 467 million to
874 million (United Nations, 2022). However, despite this progress, approximately 257 million
women who wish to delay or prevent pregnancy are not using safe, modern methods of
contraception (United Nations Population Fund, 2022b). This unmet need presents as an issue

globally.

Women who are sexually active, fertile, and wish to avoid childbearing or postpone future
pregnancies without utilising contraception are classified as having unmet contraceptive
needs (World Health Organization, 2015a). The unaddressed demand suggests a disparity
between reproductive intentions and actual contraceptive practices, highlighting inequalities
in access to family planning services. Such disparities pose a challenge to global development
goals, particularly the Millennium Development Goals (MDGs), aimed at improving global

health and gender equality.

The MDGs, adopted in 2000, set ambitious targets to improve global health, reduce poverty,
and promote gender equality (Muhamad et al., 2024). Family planning is integral to the
success of several of these goals. For instance, improving maternal health (MDG 5) and
reducing child mortality (MDG 4) are directly linked to higher contraceptive use, due to a
reduction in unintended pregnancies as well as allowing the spacing of pregnancies for
healthier outcomes (Hassan and Golub, 2024). Moreover, the availability and accessibility of
contraceptives help mitigate the spread of HIV/AIDS (MDG 6) by enabling better reproductive
health choices and reducing risky sexual behaviours (Hassan and Golub, 2024). Family

planning also supports gender equality (MDG 3) by empowering women to make informed
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choices on reproductive health, enhancing participation in education and the workforce
(Hassan and Golub, 2024).

The contraceptive prevalence rate (CPR) is an indicator that reflects the percentage of married
or in-union women aged 15 to 49, currently using a form of contraception, whether modern or
traditional (World Health Organization, 2019b). CPR is a measure of reproductive health and
access to family planning as well as a key proxy for assessing the broader goals of health,
population development, and women's empowerment (World Health Organization, 2019b).
High CPR levels correlate with improved maternal and child health outcomes, as well as
reduced fertility rates, all of which are crucial for achieving the MDGs (Hassan and Golub,
2024; Muhamad et al., 2024).

Despite progress in some regions, the global CPR in 2022 was 65%, indicating that a
significant portion of the population still lacks access to effective family planning services
(World Health Organization, 2023). The variation in CPR across African countries is
particularly marked, reflecting significant disparities in access to contraception and
reproductive health education. For instance, Zimbabwe has one of the highest CPRs in Africa
at 65.77%, while Chad has one of the lowest at 5.04% (United Nations Department of
Economic and Social Affairs, 2022). These discrepancies emphasise the uneven distribution
of family planning resources and the broader inequalities in healthcare access across the

continent.

The variation in CPR across African countries reveals critical gaps in access to family planning
services and highlights the underlying structural barriers that prevent women from making
informed reproductive health choices. In countries such as Zimbabwe, where CPR is high,
concerted efforts have been made to increase the availability of contraceptives and integrate
family planning into broader public health initiatives (United Nations Population Fund, 2022).
However, in countries such as Chad, where CPR remains low, women face numerous
obstacles to accessing contraceptives, including a lack of healthcare infrastructure, social and
cultural barriers, and economic constraints (Michael et al., 2024). These disparities reflect not
only differences in national healthcare priorities, but also deep-rooted issues related to gender

inequality, education, and poverty.

The unmet need for contraception remains particularly high in Sub-Saharan Africa, where
cultural and religious factors often influence contraceptive use (Michael et al., 2024). Myths

and misconceptions about the side effects of contraceptives, alongside fears of infertility, are
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common barriers that hinder women from using modern methods (Biney et al., 2021;
Diamond-Smith et al., 2012). Additionally, patriarchal norms and male partner opposition may
further restrict women’s autonomy in making reproductive health decisions (Michael et al.,
2024; Ochako et al., 2015). In countries with low CPR, such as Chad, women are often reliant
on male partners or family members for permission to access contraceptives (Michael et al.,
2024; Ochako et al., 2015). Although global CPR has improved, significant disparities persist,
particularly across African countries, highlighting the need for more targeted and culturally
sensitive interventions. Improving CPR is crucial for not only meeting women’s reproductive
health needs but also for advancing broader development goals, particularly in regions with
historically low access to family planning services (Hassan and Golub, 2024). Expanding
access to contraception, addressing cultural barriers, and enhancing the quality of family
planning services are the keys to improving health outcomes and ensuring gender equality
worldwide (Hassan and Golub, 2024; Michael et al., 2024).

2.1.1 Family planning in South Africa

South Africa's contraceptive prevalence rate (CPR) currently stands at 59%, which, while
higher than other African countries, remains below the global average of 65% (United Nations
Department of Economic and Social Affairs, 2024). This gap reflects challenges in access to
family planning services, particularly in rural areas, where logistical issues such as
contraceptive stockouts and healthcare worker shortages disrupt consistent service delivery
(Harries et al., 2019). These disparities in access, combined with uneven healthcare
infrastructure, hinder the country’s progress toward achieving global CPR standards (Harries
et al., 2019).

Hormonal injections are the most used contraceptive method in South Africa due to the
convenient and long-acting nature (Chola et al., 2019; Hlongwa et al., 2020; Jonas et al.,
2021). However, the reliance on periodic visits to healthcare providers, every 2-3 months,
creates barriers for women in rural or underserved areas, limiting consistent use (Chersich et
al., 2017; Department of Health, 2012). In contrast, countries with higher CPRs often benefit
from access to long-acting reversible contraceptives (LARCs), such as intrauterine devices
(IUDs) and implants, which require less frequent healthcare interaction, therefore increasing
consistency as well as the effectiveness in reducing unintended pregnancies (Bolarinwa et al.,
2022; Kaneshiro and Salcedo, 2015).
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Cultural and gender-related factors also form a role in the CPR gap (Hlongwa et al., 2020;
Kriel et al., 2019; Radzuma et al., 2022). Societal stigmas, patriarchal attitudes, and limited
autonomy for women in reproductive health decisions persist in many parts of South Africa,
making contraception use controversial or underutilised (Kriel et al., 2019; Radzuma et al.,
2022). These issues are compounded by a lack of comprehensive sexual education and
misinformation about contraception, particularly in rural areas (Hlongwa et al., 2020; Kriel et
al., 2019; Radzuma et al., 2022).

The gap between South Africa’s CPR and the global average has significant public health and
socio-economic implications. Unmet contraceptive needs contribute to high rates of
unintended pregnancies, particularly among younger women in low-income communities,
placing a strain on the healthcare system and leading to higher maternal and infant mortality
rates (Bishwajit et al., 2017; Mruts et al., 2023). Moreover, the challenges in meeting global
contraceptive standards hinder progress toward achieving the United Nations Sustainable
Development Goals (SDGs), including SDG 3 (Good Health and Well-being) and SDG 5
(Gender Equality), by limiting women’s reproductive autonomy and overall empowerment
(Hassan and Golub, 2024).

In South Africa, women generally commence childbearing at a comparatively young age, with
the average age of first conception below 21 years (Kriel et al., 2019). Early childbearing often
leads to interruptions in education and reduced economic opportunities for women, which
further perpetuates cycles of poverty and gender inequality (Aluga and Okolie, 2021; Kriel et
al.,, 2023; Nkosi and Pretorius, 2019). This highlights the importance of family planning
services, particularly those aimed at adolescents and young adults, to delay first pregnancies
and provide improved life opportunities (Aluga and Okolie, 2021; Nkosi and Pretorius, 2019).
However, this demographic is often underserved by traditional family planning services, which
tend to focus on married or older women (Galvin and Nel, 2024; Jonas et al., 2022; Kriel et
al., 2023; Nkosi and Pretorius, 2019).

South Africa has made significant progress in advancing family planning initiatives,
recognising the broader societal benefits of contraception. These include the critical role in
HIV prevention, promoting gender equality, supporting human development, and improving
reproductive health (Department of Health, 2019a). The National Contraception and Fertility
Planning Policy Framework emphasises the importance of dual protection, encouraging the
simultaneous use of condoms and another form of contraception. This approach ensures

individuals have access to comprehensive tools to make informed choices regarding
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reproductive health and reduces the risk of both unintended pregnancies and STls
(Department of Health, 2012).

Despite these policy advancements, STls remain a significant public health challenge in South
Africa. In 2017, the country reported an estimated 2.3 million new cases of gonorrhoea, 1.9
million new chlamydia cases, and over 23,000 new syphilis cases among women aged 15 to
49, with similar infection rates observed among men in the same age demographic
(Harryparsad et al., 2023; Statistics South Africa, 2017). These statistics suggest that gaps in
education dissemination, lack of access to healthcare services, and inconsistent condom use
may be hindering the effectiveness of these initiatives. The persistence of high STI rates,
despite widespread availability of barrier methods of contraception, highlights the need for
more comprehensive family planning programs that integrate both contraceptive use and

sexual health education (Petrova and Garcia-Retamero, 2015).

2.1.2 Unplanned pregnancy and termination of pregnancies

Unplanned pregnancies are a global public health challenge with significant social, economic,
and health consequences (Mbelle et al., 2018). Globally, there are an estimated 121 million
unintended pregnancies annually, contributing to higher maternal and infant mortality rates,
limited educational opportunities for women, and greater strain on healthcare systems (Ahmed
et al., 2021; United Nations Population Fund, 2022a).

A systematic review and meta-analysis found that the pooled prevalence of unintended
pregnancies among contraceptive users in low- and middle-income countries (LMICs) was
44.68% (Gelaw et al., 2023). This is consistent with global trends, where unintended
pregnancy rates range from 42.2% in China to 45% worldwide (Bearak et al., 2018; Wang et
al., 2023). These high rates of unintended pregnancies, particularly in LMICs, highlight
significant gaps in access to contraception and family planning services. The increase in
unintended pregnancies in LMICs, point to systemic issues such as insufficient education on
contraceptive use, cultural barriers, and a lack of access to affordable and reliable
contraception. However, although this meta-analysis offers valuable insights, many of the
included studies relied on self-reported data. This may have introduced social desirability bias,

which may contribute to an underestimation of the true prevalence of unintended pregnancies.

In South Africa, 65% of pregnancies between 2015 and 2019 were unplanned, with 36%

ending in abortion (Department of Social Development, 2022). Unplanned pregnancies often
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result in a series of negative health and socioeconomic outcomes, including delayed antenatal
care, unhealthy behaviours during pregnancy, and an increased risk of adverse birth outcomes
(Goossens et al., 2016). Globally, the United Nations Population Fund (2022a) reported that
over 60% of unplanned pregnancies end in abortion, highlighting a potential link between
unintended pregnancies and the choice to terminate these pregnancies. The high prevalence
of unplanned pregnancies and the ensuing dependence on abortion services in South Africa
highlight fundamental challenges, such as the inadequate availability of comprehensive family

planning services and insufficient education on contraceptive use.

Termination of pregnancy, often referred to as abortion, is a medical or surgical procedure that
ends a pregnancy (Department of Health, 2019c). In Sub-Saharan Africa, socioeconomic
factors such as financial difficulties, educational aspirations, and lack of partner support are
frequently reported reasons for seeking an abortion (Chae et al., 2017; Govender, 2013;
Masanabo et al., 2020). In South Africa, readiness to have children and relationship stability
also constitute a role in abortion decision-making (Chae et al., 2017; Masanabo et al., 2020).
Abortion-seeking behaviours vary across regions, with socioeconomic factors being more
prominent in Sub-Saharan Africa and Latin America, reflecting underlying social frameworks
such as educational opportunities and social safety nets (Chae et al., 2017). These findings
suggest that interventions aimed at reducing abortion rates need to be tailored to the specific

socioeconomic contexts of different regions.

Women who undergo abortions may experience both physical and psychological sequelae,
which vary depending on individual factors and the safety of the procedure (Pourreza and
Batebi, 2011; World Health Organization, 2021). Psychologically, many women experience
depression, anxiety, guilt, and other stressful symptoms, with conditions such as post-abortion
distress (PAD) and post-abortion syndrome (PAS) commonly reflecting this (Pourreza and
Batebi, 2011; Zareba et al., 2020). Physically, complications from abortions, especially those
performed unsafely, may include infections, haemorrhaging, and potential long-term
reproductive damage (Adel, 2013). Unsafe abortions remain a significant contributor to
maternal mortality, particularly in developing countries where access to safe and legal
procedures is often limited (World Health Organization, 2021). Addressing these risks requires
not only improving access to safe abortion services but also ensuring comprehensive post-
abortion care, which includes both physical and psychological support to mitigate these

adverse outcomes.

Globally, an estimated 45% of all abortions are unsafe, disproportionately affecting women in

developing nations (United Nations Population Fund, 2022a). According to the World Health
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Organization (2021), unsafe abortions account for 4.7% to 13.2% of maternal deaths
worldwide, with approximately seven million women seeking medical care annually due to
complications from unsafe procedures. Women often resort to unsafe abortions due to barriers
such as restrictive legislation, high costs, geographical barriers, and societal stigma (World
Health Organization, 2021). Restricting access to abortion does not decrease overall abortion
rates and may instead lead to an increase in unsafe abortions (Bearak et al. 2020). This
suggests that more liberal abortion laws and the provision of safe abortion services may
significantly reduce maternal morbidity and mortality. A major limitation of the research on
unsafe abortions is the underreporting of cases due to the illegal and stigmatised nature of

these procedures.

South Africa's Choice on Termination of Pregnancy (CTOP) Act 92 of 1996, allows women to
access safe and legal abortion services upon request within the first 12 weeks of pregnancy.
The Act also permits abortion between 12 and 20 weeks under specific circumstances, such
as threats to the woman's health, cases of rape or incest, and severe foetal abnormalities.
This legal framework has been instrumental in reducing the prevalence of unsafe abortions,
significantly contributing to improved reproductive health outcomes. However, despite these
legal protections, significant barriers persist in practice. Many women encounter stigma, both
societal and institutional, which may deter these women from seeking abortion services.
Additionally, a shortage of trained healthcare providers and extended waiting times further
hinder access, particularly in under-resourced areas. These challenges highlight the need for
targeted interventions, such as public education campaigns to reduce stigma, increased
training for healthcare professionals, and expanded access to services, to ensure the full

realisation of the rights and protections provided under the CTOP Act.

Abortion laws across the African continent present a wide spectrum of legal frameworks,
reflecting diverse societal, cultural, and religious influences (Figure 2.1). While some nations,
such as South Africa, Angola, Benin, and Sdo Tomé and Principe, have more progressive laws
permitting abortion on request, others maintain highly restrictive regulations. For instance,
South Africa allows abortions within the first 12 weeks of pregnancy without restriction and
under specific circumstances (World Health Organization, 2021). This liberal approach
prioritises women's autonomy and access to safe reproductive health services, which may

have significant public health benefits by reducing unsafe abortions.

In contrast, countries such as Mauritania, Somalia, the Republic of Congo, and Madagascar
strictly prohibit abortion, with few or no exceptions, even in cases of rape, incest, or foetal

abnormalities (World Health Organization, 2022). These restrictive laws often force women to
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seek unsafe, illegal abortions, leading to higher maternal mortality and morbidity rates (Bearak
et al., 2020; World Health Organization, 2022). The disparity in legal frameworks highlights a
critical gap in reproductive rights across the continent, where access to safe abortion services
is determined by geographical and political boundaries. This unequal access to abortion
services across Africa reflects broader issues of inequity in healthcare and the need for more
comprehensive approaches to reproductive rights and health across the continent (Bearak et
al., 2020).

The legal status of abortion

I On request (Gestational limits vary)

I Frohibited altogether @
I certain conditions (fetal abnormalities, rape, incest)
[] To preserve health (mental and physical)
[0 To save a woman's life
I8 unknown
O
@
@]

Figure 2.1: The state of abortion regulations in African countries, created using MapChart with data
from The World Health Organization, 2022.
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2.2 Knowledge of family planning services among university students

2.2.1 Sources of information

University students’ knowledge of contraceptives is shaped by a wide range of available
information sources, yet the effectiveness and reliability of these sources vary significantly.
Several studies revealed media sources such as television and radio as the prominent source
of family planning information in some regions (Agbo et al., 2020; Gbagbo and Nkrumah, 2019;
Mutsindikwa et al., 2019). These studies suggest that media sources are increasingly

influential, particularly in regions where formal sexual education may be limited or inconsistent.

Formal education, including classroom discussions, remains a primary source of contraceptive
information for many students (Akintade et al., 2011). The South African Curriculum and
Assessment Policy Statement (CAPS) curriculum for Life Sciences in Grade 12 provides
comprehensive coverage of the human reproductive system (Department of Basic Education,
2011a). However, despite this detailed focus on reproductive biology, the curriculum does not
address the various available family planning methods or how these methods influence the

reproductive system (Department of Basic Education, 2011a).

Additionally, the South African Life Orientation subject, which covers reproductive health
education under the topic “Development of the Self in Society,” includes some content on risky
sexual behaviour and STls, however, offers limited coverage of family planning methods
(Department of Basic Education, 2011b). The gaps in both subjects have significant
implications, as students may develop a strong understanding of the biological aspects of
reproduction and the risks associated with sexual activity while lacking the essential
knowledge about contraceptive options, effectiveness, and the interactions with the
reproductive health system. The absence of detailed family planning content may limit
students’ ability to make informed choices about contraception and reproductive health in the
future (Mutsindikwa et al., 2019).

Healthcare workers are often underutilised as a source of contraceptive information, despite
being well-positioned to provide accurate and comprehensive guidance (Agbo et al., 2020;
Akintade et al., 2011; Gbagbo and Nkrumah, 2019). The minor influence of healthcare workers
raises concerns about the quality of information students receive from alternative sources,
such as friends, relatives, and the internet. (Agbo et al., 2020; Gbagbo and Nkrumah, 2019).

This is problematic as inaccurate sources perpetuate myths and misconceptions about
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contraception such as social media being both a facilitator of information sharing and a conduit
for misinformation (Gbagbo and Nkrumah, 2019). These findings highlight the need for
stronger involvement of healthcare professionals in family planning education to ensure
individuals receive accurate, evidence-based information to better inform choices in this

regard.

The increasing reliance on online platforms for family planning information, particularly among
young adults reflects a broader shift in how reproductive health knowledge is accessed (Bruce
et al., 2024). However, this trend contrasts with earlier studies by Akintade et al. (2011) and
Bekele et al. (2020), where the internet was a minor source of planning information. This may
be due to the advancement of artificial intelligence in recent years causing the internet to
become a common source of family planning information. Online platforms are convenient
however accuracy is a common issue as noted by Madden et al. (2016) and Brittingham et al.
(2024), highlighting the need for improvements regarding online platforms to ensure accurate

and comprehensive information.

Digital media, predominantly social media platforms, have appeared as both a solution and a
challenge in the dissemination of family planning information (Ochako et al., 2015). In Kenya,
social media platforms such as WhatsApp were commonly used by individuals to access
family planning information, overcoming physical barriers to healthcare services (Zinke-
Allmang et al., 2022). This aligns with previous findings in Ghana whereby 27% of university
students relied on social media for family planning information, often through interactions with
friends and family (Gbagbo and Nkrumah, 2019). While these platforms offer increased
accessibility, particularly in areas where healthcare access is limited, there is the potential to
contribute to the spread of misinformation (Gbagbo and Nkrumah, 2019; Yee and Simon,
2010; Zinke-Allmang et al., 2022). The dual role of social media as both an enabler and a
challenge underscore the importance of integrating digital literacy into family planning
campaigns to ensure that students may critically evaluate the information available online and
distinguish between accurate versus inaccurate sources of healthcare information (Huang et
al., 2024; Samosir et al., 2020).

A multi-faceted approach is essential for addressing the broad range of contraceptive
information available to university students. While formal education remains a critical source
of reliable information, the growing reliance on media, particularly digital platforms,
necessitates targeted interventions that address both the accessibility and accuracy of the
information being shared (Agbo et al., 2020; Mutsindikwa et al., 2019). Healthcare workers,

though underutilised, should have a more central role in contraceptive education, supported
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by media campaigns and digital tools that may reach students in spaces with the highest
student presence (Ventola, 2014). Such comprehensive strategies are vital to dispel myths,
reduce misinformation, and promote informed decisions about family planning among
university students (Agbo et al., 2020; Gbagbo and Nkrumah, 2019; Mutsindikwa et al., 2019;
Nsubuga et al., 2016).

2.2.2 Assessment of knowledge levels among university students

Knowledge of family planning encompasses both the recognition of various contraceptive
methods and a deeper understanding of the purpose and proper use. (Wani et al., 2019;
Yadassa et al., 2023). However, in some studies, a basic level of knowledge of family planning
is often defined as being aware of at least one method of family planning (Alege et al., 2016;
Birabwa et al., 2021). This definition may overestimate participants' true understanding of
family planning, highlighting a common methodological limitation where recognition of a family

planning method is equated with informed decision-making.

Several studies have examined the level of awareness and understanding of family planning
among university students, highlighting both strengths and gaps in knowledge. In a Southern
Nigerian study, Agbo et al. (2020) reported an exceptionally high level of awareness (97.4%)
of family planning methods. Moreover, the study revealed a more nuanced understanding of
family planning, with many participants recognising this as a means of regulating birth spacing
and timing (Agbo et al., 2020). However, this study exclusively focused on female
undergraduate students, which may limit the generalisability of the findings to the broader

university population.

In contrast, Gbagbo and Nkrumah (2019) conducted a study involving both male and female
university students, revealing that 94% of respondents were familiar with family planning
methods with 33% defining family planning primarily as a means to reduce unwanted
pregnancies, space births, and reduce childbirth. While this study included a more diverse
sample of university students, the relatively small sample size (100 participants) limits the
strength of the findings. These studies collectively highlight the need for further research to

explore the depth of family planning knowledge beyond recognition of various methods.
A substantial body of research indicates that family planning methods such as condoms, oral

contraceptives, and hormonal injections are among the most widely recognised options (Agbo
et al., 2020; Akintade et al., 2011; Habumugisha et al., 2018; Kara et al., 2019; Nsubuga et al.,
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2016; Majhi et al., 2021; Mutsindikwa et al., 2019). In comparison, a study in Kenya found that
female undergraduate students demonstrated particularly high levels of awareness regarding
emergency contraceptives (EC) (90.8%), while condoms were only recognised by 76.7% of
respondents (Chepkwony et al., 2023). This suggests that some methods may be more
specifically recognised in certain populations due to targeted educational efforts or cultural

factors.

The widespread recognition of condoms, oral contraceptives, emergency contraceptives and
hormonal injections compared to other family planning methods may be influenced by various
factors. This includes the long-standing availability of these methods as well as the proven
efficacy, and the sequence in which these methods were introduced to the public (Agbo et al.,
2020; Nsubuga et al., 2016). Family planning methods such as condoms, oral contraceptives
and emergency contraceptives have benefited from extensive usage and significant media
exposure, contributing to the widespread recognition among various populations (Agbo et al.,
2020; Nsubuga et al., 2016).

Despite high recognition of family planning methods, a comprehensive understanding remains
limited in certain contexts. Mutsindikwa et al. (2019) and Zeleke et al. (2022) found that while
participants were generally familiar with contraceptive methods, the understanding was
superficial, particularly in distinguishing between short-term and long-term methods. Similarly,
Desalegn et al. (2023) highlighted that participant struggled to recognise the duration of
effectiveness for both short-term and long-term family planning methods. These findings
collectively emphasise the need for enhanced educational programs that focus on clarifying
the differences between these methods, ensuring that students may better tailor family

planning choices to meet the unique needs of individuals.

Similarly, Akintade et al. (2011) found that although nearly all participants at a university in
Lesotho were familiar with at least one contraceptive method, the understanding of family
planning was generally superficial. While participants recognised that condoms protect against
STls some mistakenly believed that other methods, such as natural family planning, the
vaginal ring, and male/female sterilisation, also offered STI protection (Akintade et al., 2011).
This misconception was also observed in Ghana, where some participants believed that oral
contraceptive pills could prevent STIs (Gbagbo and Nkrumah, 2019). These findings highlight
a critical knowledge gap, emphasising the need for more thorough education on the functions

and benefits of family planning methods (Abdul et al., 2018).
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Gbagbo and Nkrumah (2019) also reported that some participants believed condoms could
be reused if washed and dried. This misconception is concerning, as reusing a condom
significantly reduces the effectiveness and increases the risk of unplanned pregnancies and
STls. This stresses the importance of providing accurate information about the distinct benefits

and limitations of various contraceptive options to prevented unplanned pregnancy.

In KwaZulu-Natal, South Africa, female university students displayed a relatively high
awareness of emergency contraception (EC), however, many participants exhibited significant
gaps in the knowledge regarding accessibility and effective use (Hoque and Ghuman, 2012b).
The majority (69.6%) were unaware that EC could be obtained from a pharmacy without a
prescription, and 29.7% did not know the effective timeframe within which EC must be used
to be effective. Although this study had a large sample size, the focus on female students limits
the generalisability of the findings. Similarly, a study in Ghana which included both male and
female university students, echoed these findings, particularly regarding the lack of awareness
of the effective timeframe for EC (Darteh and Doku, 2015). This suggests a broader need for

education on the accessibility and proper use of EC among university students.

Medical students' knowledge of family planning is crucial for the future role in educating
patients and promoting reproductive health (Asut et al., 2018; Oo et al., 2019; Somroo et al.,
2020). A study by Asut et al. (2018) assessed the knowledge and perceptions of first-year
medical students at an international university in Nicosia, highlighting that while the students
demonstrated a general awareness of family planning, a deeper understanding of specific
methods and EC was somewhat limited. Similarly, Somroo et al. (2020) found that final-year
medical students exhibited a relatively good level of awareness regarding family planning
methods, however, the level of knowledge was less than satisfactory regarding permanent as
well as long-term methods. These studies emphasise the importance of enhancing family
planning education in medical curricula, ensuring that students are equipped with

comprehensive knowledge to provide informed guidance to patients in future medical practice.

2.2.3 Misconceptions about family planning

Misconceptions regarding contraceptives remains prevalent across various contexts (Akintade
et al., 2011; Jonas et al., 2022; Nachimuthu et al., 2022; Ochako et al., 2015; Silumbwe et al.,
2018). Akintade et al., (2011) found that 50.3% of students in a tertiary institution in Lesotho
believed that family planning use could enhance unfaithfulness among married women. Other

misconceptions revealed were that contraceptives cause cancer and decrease sexual
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pleasure (Akintade et al., 2011). However, the exclusive focus on female students limits the
comprehensive understanding of the misconceptions prevalent among male students
(Akintade et al., 2011). Further research is needed to explore the specific beliefs and myths
that male students may hold regarding contraceptives, as these perspectives may offer

valuable insights into the broader landscape of contraceptive misconceptions.

Jonas et al., (2022) reported that participants divulged prevailing myths and misconceptions
surrounding contraceptives. Among these misconceptions was the widely held belief that the
injectable contraceptive has adverse effects on body weight and shape leading to a
misconception that the individual has HIV or tuberculosis if there is weight loss (Jonas et al.,
2022). Additionally, another common misconception was the belief that using contraceptives
over a long period of time leads to infertility (Jonas et al., 2022). This concern was echoed in
Zambia where participants expressed fears about general body harm, infertility, and reduced
sexual pleasure being linked to modern family planning methods (Silumbwe et al., 2018).
These misconceptions highlight a lack of accurate information and understanding about
contraception often leading to negative consequences for individuals' reproductive health.
Comprehensive sex education programs are crucial to address these misconceptions by

providing accurate and evidence-based information about contraception.

Friends and relatives were a common source of family planning information among university
students in Lesotho (Akintade et al., 2011). This reliance on personal networks increases the
likelihood of misinformation dissemination. Furthermore, Ochako et al., (2015) emphasised
that misconceptions regarding modern contraceptives are primarily spread through community
channels and social media platforms. The dependence on unregulated sources for family
planning information draws attention to the need for evidence-based education programs that
provide accurate and relevant information. These programs should equip students with the
skills to discern between reliable and unreliable sources of information. Peer education
programs, which leverage the existing personal networks of students, may be a particularly

effective approach to addressing misconceptions and promoting accurate information.

2.2.4 Attitudes towards family planning

Although there are varying opinions among university students on contraceptives, studies
consistently indicate a general positive attitude towards family planning, with a notable minority
holding negative views influenced by myths and misconceptions (Akintade et al., 2011;
Gbagbo and Nkrumah, 2019; Mutsindikwa et al., 2019; Nsubuga et al., 2016). In Lesotho most
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university students had positive attitudes towards family planning, acknowledging advantages
such as improved standards of living, healthier relationships, and aiding in physical and mental
recovery in women post-childbirth. Similar positive attitudes were reported among university
students in Namibia and Ghana (Gbagbo and Nkrumah, 2019; Mutsindikwa et al., 2019).

While the majority of university students surveyed across various regions have expressed
positive attitudes towards contraceptives, studies also highlight the persistence of
misconceptions that may hinder utilisation (Akintade et al., 2011; Gbagbo and Nkrumah, 2019;
Mutsindikwa et al., 2019; Nsubuga et al., 2016). These misconceptions often include concerns
about infertility, side effects, and moral implications (Akintade et al., 2011; Gbagbo and
Nkrumah, 2019; Mutsindikwa et al., 2019; Nsubuga et al., 2016). The findings highlight the

need for targeted educational campaigns to address these misconceptions.

2.3 Access to and utilisation of family planning services among university

students

2.3.1 Sources of family planning services

Family planning services may be accessed through various sources, catering to the diverse
needs of individuals and communities (Nsubuga et al., 2016). In South Africa, various types of

family planning methods are available in both the public and private sectors (Table 2.1).

Table 2.1: Family planning methods available in South Africa and estimate costs (Department of Health,
2019b; Department of Health, 2022; Eyal, 2022; United Nations Population Fund, 2016; Western Cape
Government, 2022)

Family planning method | Single exit price Available Available
(SEP) in the in the
public private
healthcare | healthcare
sector sector
Natural family Rhythm - — —
planning Withdrawal -—- - —
methods Breastfeeding -—- --- ---
Barrier family Male condoms R 4.00 - R 122.30 v v
planning Female condoms R 17.00-R 34.50 v v
methods Diaphragm R 1862.20 v
Spermicides R 310.14 v
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Family planning method | Single exit price Available Available
(SEP) in the in the
public private
healthcare | healthcare
sector sector
Cervical cap R 895.29 v
Intrauterine Copper intrauterine device R 240.00 - R 1500 v 4
contraception (IUD)
Levonorgestrel intrauterine R 3799.77 v v
system (LNG-IUS)
Progestogen- Subdermal implants R 1800.00 - R 2859.60 v 4
only Injectables R 52.22 - R 98.01 v v
contraception | Oral pil R 90.00 - R 398.00 v v
Combined Patch R 205.13 - R 370.60 v
hormonal Vaginal ring R 188.53 v
contraceptives Monthly injectables R150 - R 250.00 v v
Oral pill R 56.67 - v v
R 213.35
Sterilisation Female sterilisation R 5500 v v
Male sterilisation R 6500 v v
(vasectomy)
Emergency Pill R 57.40 - R 76.88 v v
contraception

In South Africa, the majority of family planning services are accessed through the public
healthcare system. Approximately 83% of women access contraception through public
facilities, compared to only 11.4% who use private healthcare services (Chersich et al., 2017;
Lince-Deroche et al., 2016; National Department of Health (NDoH), 2019). This disparity
highlights the critical role of government healthcare infrastructure in providing family planning
services, particularly for low-income populations who may not have the financial means to

access private healthcare.

Public health facilities, including primary healthcare clinics and community health centres, are
the main providers of hormonal contraceptives, such as injectables, implants, and
contraceptive pills (Department of Health 2019b). The 2016 South African District Health
Survey found that 80% of modern contraceptive users accessed family planning through public
healthcare services. Over 90% of injectable and implant recipients, along with 77% of those
using oral contraceptives, relied on public healthcare facilities, while 21% of oral contraceptive

users obtained this method from private healthcare facilities such as pharmacies. Male
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condom users accessed this method from public healthcare facilities (56%), private healthcare
facilities (13%), and other facilities such as shops (26%) (National Department of Health
(NDoH), 2019). These findings emphasise the continued importance of public healthcare

facilities as a key source of family planning care.

The reliance on public facilities presents potential challenges, particularly in rural or
underserved areas where infrastructure is limited. Primary health care clinics (PHCs) offer a
variety of contraceptives including male and female condoms, hormonal injections, oral
contraceptive pills, the copper IUD, and EC (Department of Health, 2019b). Participants in
KwaZulu-Natal relied heavily on PHCs for contraception, with many walking large distances

to access these services due to a lack of transportation (Kriel et al., 2023).

Another challenge that participants found was the lack of healthcare providers trained to
administer specific family planning methods such as the copper IUD (Kriel et al., 2023). The
copper IUD is often preferred as an emergency contraceptive due to the continuous long-term
protection against unintended pregnancy once inserted as opposed to oral emergency
contraceptive pills (Goldstuck and Wildemeersch, 2015). These findings suggest that while
PHCs are essential for family planning, the large distances to clinics and shortage of trained
personnel may pose significant barriers to contraceptive access, particularly in remote areas
(Kriel et al., 2023). Mobile outreach programs may provide a solution by bringing family
planning services closer to these underserved populations, thus addressing both geographical

and infrastructural barriers.

2.3.1.1 Sources of family planning services for university students

University students in particular may access family planning services from various sources
such as hospitals, primary healthcare clinics and pharmacies (Akintade et al., 2011; Hoque
and Ghuman, 2012a; Nsubuga et al., 2016). In Uganda, both government-run and private
hospitals serve as the most common sources of family planning services for university
students, with a significant percentage (64,3%) of individuals obtaining contraceptives from
these facilities (Nsubuga et al., 2016). This finding suggests that hospitals, given the
infrastructure and resources, may provide more comprehensive services, contributing to the

higher usage percentage.

Conversely, a quantitative descriptive survey by Akintade et al. (2011) in Lesotho reported that
42.2% of respondents used public healthcare centres, followed by dedicated family planning

services (20.8%), pharmacies (12.8%), public hospitals (10,6%) and private hospitals (3,6%).
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Similarly, in South Africa, the majority of university students obtained contraceptives from
primary healthcare clinics (Hoque and Ghuman, 2012a). The difference in service utilisation
highlights potential disparities in access across countries and healthcare systems. For
instance, the lower utilisation of hospitals in Lesotho, both public and private, may be attributed
to logistical barriers such as distance, long waiting times, or limited-service availability
compared to more accessible community-based health centres or pharmacies (Akintade et
al., 2011). These differences may also suggest that cultural factors and the efficiency of
healthcare delivery shape family planning service utilisation among university students,
emphasising the need for localised approaches to improve access and convenience across
different contexts (Hoque and Ghuman, 2012a; Manet et al., 2023).

2.3.2 Mobile outreach programs and community-based initiatives

Mobile outreach programs have also been effective in increasing the uptake of contraceptive
services, particularly in addressing unintended pregnancies (Duvall et al., 2014; Rees et al.,
2017). Marie Stopes International (MSI), a global non-governmental organization founded in
1976, forms a significant role in delivering contraception and safe abortion services worldwide
(MSI Reproductive Choices, 2023). In Sub-Saharan Africa, MSI has demonstrated the
effectiveness of mobile outreach for providing hormonal implants, with 70% of these services

being delivered through mobile teams (Duvall et al., 2014; Rees et al., 2017).

The MSI teams visit outreach sites every 4 to 6 weeks, or once per quarter in more remote
regions, offering long-acting contraceptive methods while referring clients for short-term
methods to local public-sector providers when necessary (MSI Reproductive Choices, 2023).
The mobile clinical service model involves small teams, typically three providers and a driver
to deliver family planning services in existing health facilities or temporary setups, ensuring
access for underserved rural areas (MSI Reproductive Choices, 2023). For densely populated
urban or peri-urban areas, a second model deploys smaller outreach teams to provide
contraceptive methods in more flexible settings, such as homes or community spaces (MSI
Reproductive Choices, 2023). This flexible approach is designed to address access barriers
and accommodate local community needs (MSI Reproductive Choices, 2023). This model is
beneficial for university students, due to outreach teams providing flexible, accessible

contraceptive services near university campuses such as private accommodation buildings.

Beyond mobile services, community-based and youth-friendly healthcare settings also form a

crucial role in improving access to sexual and reproductive health (SRH) services. The
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Desmond Tutu HIV Foundation Youth Centre (DTHFYC) in Cape Town, South Africa, provides
a youth-friendly environment that has successfully increased the utilisation of SRH services
among the youth (Mendelsohn et al., 2018). The centre offers educational and recreational
activities with incentives aimed at youth aged 12 to 23 whereby the youth are rewarded for
voluntary HIV testing, STl treatment and contraception visits (Mendelsohn et al., 2018). These
activities may appeal to university students looking for more flexible, non-stigmatised solutions
to manage sexual health concerns. Compared to another primary clinic in Cape Town,
DTHFYC demonstrated increased utilisation of sexual and reproductive health services
among adolescents, emphasising the importance of youth-friendly healthcare settings outside
of traditional clinics (Mendelsohn et al., 2018). However, while this initiative demonstrates
promise in engaging the youth to utilise these services, the reliance on external incentives

raises concerns regarding the sustainability of such programs.

2.3.5 Family planning in pharmacies

Pharmacies also represent a vital role in expanding access to family planning services,
especially in urban areas. In Kenya, pharmacies have complemented the resource-limited
public health system by providing accessible contraceptive services to young people (Aloo et
al., 2023). Pharmacists are well-positioned to offer advice on contraception, fertility,
pregnancy, and menopause in a stigma-free environment (South African Pharmacy Council,

2022). However, the role of pharmacists in providing these services is not without limitations.

In South Africa, pharmacists may supply hormonal contraceptives in accordance with the
provisions of the Medicines and Related Substances Act, 101 of 1965, however, to provide
family planning services, pharmacists must undergo supplementary training from an
accredited provider and obtain a permit as per Section 22A (15) of the Medicines and Related
Substances Act, 101 of 1965. In addition to this, pharmacists must perform these services in
an approved clinic space (South African Pharmacy Council, 2022). This raises concerns
regarding the accessibility of pharmacy-provided services, particularly in areas where trained

pharmacists are scarce.

To combat this problem, pharmacies often employ nurses to administer family planning
services. In South Africa, nurses' roles in pharmacies are regulated by the South African
Pharmacy Council and the Nursing Act, 33 of 2005. Nurses employed in provincial and
municipal health departments may dispense prescriptions within the scope of practice if
authorised under Section 56(6) of the Nursing Act. This includes medications in line with the
Primary Health Care Standard Treatment Guideline and Essential Medicine List. Nurses

employed by pharmacies may administer vaccines and prescribed medications by authorised
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prescribers. In the absence of a pharmacist or pharmacy permit, the nurse must obtain a
Section 22A (15) permit under the Medicines and Related Substances Act, 101 of 1965 to
provide services, including family planning, within the conditions of both the permit and scope
of practice. This permit is dependent on requirements such as physical infrastructure to store

medication.

In the event that a medical professional or pharmacist is unavailable, nurses in the public
sector, in line with Section 56, subsection 6 of the Nursing Act, 33 of 2005, are permitted to
conduct physical assessments, diagnose illnesses as well as keeping, supplying,
administering, and prescribing medicines. For a nurse to operate a practice in a pharmacy,
approval from the South African Pharmacy Council must be obtained as well as the nurse
procuring the necessary permits. Pharmacies may not dispense prescriptions written by the

nurses operating in the same pharmacy.

Pharmacists are widely regarded as having a comprehensive understanding of Emergency
Contraception (EC) regimens and menstrual biology (South African Pharmacy Council, 2021),
making pharmacists a key resource for students seeking EC. According to Roberts et al.
(2004), university students frequently report pharmacies as a common source for obtaining
EC, a finding further supported by research conducted in KwaZulu-Natal by Hoque and
Ghuman (2012b), which identified pharmacists as the second most frequent source of EC.
However, the same study revealed that students recommended making EC more readily
available at university clinics, suggesting that while pharmacies constitute a vital role in
addressing immediate contraception needs, university clinics may offer more comprehensive
and integrated family planning services (Hoque and Ghuman, 2012b). This highlights the
potential for university clinics to fill existing gaps in contraceptive access by providing a

broader range of family planning options alongside EC.

2.3.6 Family planning services on university campuses

University health centres form a pivotal role in addressing the sexual and reproductive health
needs of students; however, research demonstrates significant variation in the utilisation of
these services across different contexts. In the United States, students at universities with
accessible clinic resources were reportedly more likely to use reliable contraception during
sexual encounters, highlighting the positive impact of accessible healthcare services on
student behaviour (Eisenberg et al., 2013). Similarly, Cassidy et al. (2018) found that providing
accurate sexual health information and increasing access to family planning services through

initiatives such as mobile clinics and informational campaigns improved service utilisation.
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However, while these studies highlight the role of accessibility, these studies did not engage

with various psychosocial barriers.

Psychosocial barriers, such as feelings of embarrassment or discomfort, may significantly
hinder the effective utilisation of contraceptive methods, even when physical access is
improved. This was often seen in studies regarding the provision of free condoms on university
campuses, aiming to promote safe sexual practices among students (Francis et al., 2016;
Oswalt et al. 2023). In 2013, a public university in the United States introduced a condom
dispenser program, placing dispensers in high-traffic areas such as campus restrooms to offer
free, lubricated condoms (Francis et al., 2016). This initiative significantly improved condom
accessibility, with 81% of students reporting awareness of the condom locations, and nearly
half utilising the dispensers (Francis et al., 2016). Despite the program's success in increasing
accessibility, some students expressed feelings of embarrassment when retrieving condoms
from the dispensers, revealing psychosocial barriers that limit the use (Francis et al., 2016).
These findings are consistent with those of Oswalt et al. (2023), who observed moderate levels
of embarrassment among college students when acquiring condoms on campus. This
suggests that while resource availability is crucial, addressing stigma and discomfort around

sexual health remains a key challenge.

In South Africa, the utilisation of campus health services varies significantly between
institutions (Adams et al., 2017; Alli et al., 2013; Coetzee and Ngunyulu, 2015; Musakwa et
al., 2021; Sanyaolu, 2017). Awareness was found to be a factor determining utilisation of
family planning services. University students at the University of Stellenbosch were often
unaware of the family planning services offered at the campus clinic, which contributed to poor
service attendance (Adams et al., 2017). Conversely, at the University of Venda, 63% of
students used the campus clinic, with 95% being aware of the services offered (Sanyaolu,
2017). A possible reason for this disparity is the geolocation of the campus clinic (Sanyaolu,
2017).

Beyond accessibility, negative experiences with healthcare providers have been reported (Alli
et al., 2013; Musakwa et al., 2021). Some students felt judged by clinic staff or found the
counselling provided to be inadequate, suggesting a broader need for improved interpersonal
skills training among healthcare professionals in these settings (Alli et al., 2013; Musakwa et
al., 2021). These findings indicate that enhancing the quality of communication between
students and healthcare providers may improve service uptake (Hussein and Ferguson,
2019).
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Among the barriers to accessing campus health services, dissatisfaction with waiting times
and clinic operating hours stood out prominently. In a cross-sectional study conducted in
Johannesburg, South Africa, Musakwa et al., (2021) observed that 43.2% of respondents
identified long waiting times as a significant obstacle to utilising campus clinic services.
Additionally, 17.3% of students expressed frustration with the clinic’s operating hours, noting
that these students would have to miss lectures to access care (Musakwa et al., 2021). These
findings highlight the practical challenges that students face in balancing academic
responsibilities with healthcare needs, suggesting that more flexible and student-centred

service delivery models are necessary to improve access to campus health services.

Another theme revealed in the literature was the effect of poor communication and cultural
barriers between students and healthcare providers on family planning access and utilisation
(Alli et al., 2013). In KwaZulu-Natal, South Africa, students often refrained from discussing
sexual and reproductive health (SRH) issues due to the age or gender of the healthcare
providers, perceiving these providers as authority figures or parental figures, discouraging
open dialogue (Alli et al., 2013). These findings indicate the importance of cultural sensitivity
and effective communication in healthcare when dealing with sensitive topics. Training in
interpersonal communication and cultural competence for healthcare providers may help
create a more supportive and non-judgmental environment that encourages students to seek
the care needed. The research suggests that merely making health services available is
insufficient, it is crucial to implement targeted interventions that address psychosocial barriers

and improve the quality of healthcare interactions (Alli et al., 2013; Musakwa et al., 2021).

2.4 Utilisation of family planning services among university students

The sexual behaviour of university students is a critical area of study, offering insights into
broader socio-cultural dynamics and public health concerns (Coetzee and Ngunyulu, 2015;
Nsubuga et al., 2016). Coetzee and Ngunyulu’s (2015) study in Gauteng, South Africa,
revealed that a significant 74% of female university students across two campuses, were
sexually active. This finding highlights the prevalence of sexual activity within this demographic
in the region. In contrast, research by Nsubuga et al. (2016) reported a lower percentage, with
51.2% of university students being sexually active. These varying statistics highlight the
diversity in sexual behaviour among university students, which may be influenced by factors
such as cultural norms, access to sexual health education, and socio-economic conditions.
Further research is needed to explore these factors and the impact on sexual activity as these

factors may also affect contraceptive utilisation among university students.
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Contraceptive utilisation among university students is influenced by a variety of factors.
Several studies highlight that while a majority of university students report using contraception,
many discontinue use or use contraceptives inconsistently due to fears of potential side effects
(Akintade et al., 2011; Coetzee and Ngunyulu, 2015; Mutsindikwa et al., 2019; Nsubuga et al.,
2016). In 2015, Coetzee and Ngunyulu found that while 79% of university students in Gauteng,
South Africa were using a contraceptive, 17% discontinued use due to concerns about side
effects, emphasising the need for comprehensive family planning counselling to address these
fears. Similarly, Akintade et al. (2011) reported that 55.3% of university students in Lesotho
currently used contraception, with many students discontinuing use due to side effects
experienced. These findings suggest that while contraceptive use is relatively common,
misinformation about side effects remains a significant barrier, leading to inconsistent use and

increased risk of unintended pregnancies and STls (Sulemana et al., 2024; Tin et al., 2020).

Variability in contraceptive usage rates and preferences across different settings is evident. In
Namibia, Mutsindikwa et al. (2019) found that 28.1% of students reported occasional use of
contraception, primarily during intercourse. Among Nigerian sexually active students who had
used a contraceptive at some point (64%), only 37.5% of students were actively using
contraception, (Idowu et al.,, 2017). This inconsistency highlights the need for targeted
interventions to improve both the consistency and quality of contraceptive use among

university students.

2.4.1 Family planning methods utilised

Family planning among university students is influenced by various motivations,
predominantly the prevention of unintended pregnancies and STls. Both and Samuel (2014)
reported that a primary reason for students' use of family planning was to avert unintended
pregnancies, often resulting in a prioritisation of this concern over STI prevention. However,
this narrow focus may have detrimental consequences. By emphasising the prevention of
unplanned pregnancies, students may neglect the importance of protection against STls,
leading to increased risks of contracting infections that may have serious long-term health
implications (Both and Samuel, 2014). Conversely, Kara et al. (2019) found that the majority
of university students primarily use family planning to prevent STls. This disparity highlights
the need for comprehensive sexual health education that addresses the dual importance of
preventing unintended pregnancies and STIs. Further research is essential to understand the
factors influencing students' family planning priorities and to develop targeted interventions to

address gaps in current practices.
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Many female university students aged 18-21 experience menstrual irregularities,
dysmenorrhoea, and other gynaecological conditions that can significantly impact overall well-
being and academic performance (Odongo et al., 2023; Schroll et al., 2023). Hormonal
contraceptives are commonly used as a medical intervention to manage these conditions,
offering relief from severe menstrual pain, regulating irregular cycles, and reducing symptoms
associated with disorders such as polycystic ovary syndrome (PCOS) and endometriosis
(Odongo et al., 2023). Beyond the role in preventing unintended pregnancies, contraceptives
serve as an essential treatment for reproductive health issues, underscoring the importance
of ensuring that students have access to accurate information and healthcare services (Schroll
et al.,, 2023). The dual purpose of contraception as both a preventative and therapeutic
measure highlights the need for comprehensive reproductive health education and accessible

family planning services tailored to young women’s medical needs.

In terms of contraceptive preferences, condoms and oral contraceptive pills are the most used
methods among university students, largely due to affordability and accessibility (Agbo et al.,
2020; Akintade et al., 2011; Coetzee and Ngunyulu, 2015; Mutinta, 2022; Mutsindikwa et al.,
2019). Agbo et al. (2020) found that students prefer these options as these options are widely
available and require minimal interaction with healthcare providers. However, while hormonal
injections are the most common form of contraception in the broader South African public
healthcare sector due to the practicality of requiring fewer clinic visits and offering longer-term
protection, this contraceptive method was less popular among university students (Harries et
al., 2019). Coetzee and Ngunyulu (2015) reported that hormonal injections were only the third
most prevalent family planning method on campus, with only 6% of university students using
this method (Agbo et al., 2020). Similarly, Akintade et al. (2011) found that only 5.8% of
university students in Lesotho utilised hormonal injections, with misconceptions about side

effects reportedly a major reason for the low uptake.

The low usage of hormonal injections in university settings, despite the practicality, points to
broader issues of misconception and fear surrounding certain contraceptive methods. This is
compounded by a lack of comprehensive sexual and reproductive health (SRH) education,
which could address these concerns. Misconceptions about side effects are prevalent across
multiple studies, with students perceiving hormonal injections as potentially harmful or
invasive (Akintade et al., 2011; Coetzee and Ngunyulu, 2015). These findings indicate a gap
in SRH education and family planning counselling, particularly in addressing student concerns

through evidence-based information.

34



Given these challenges, multiple studies call for interventions to improve contraceptive
knowledge and utilisation among university students (Akintade et al., 2011; Coetzee and
Ngunyulu, 2015; Nsubuga et al., 2016). Recommendations include comprehensive awareness
campaigns aimed at dispelling myths and misconceptions about contraceptive methods,
particularly hormonal injections, and improving access to accurate family planning information
(Akintade et al., 2011; Coetzee and Ngunyulu, 2015; Nsubuga et al., 2016). These campaigns
should be complemented by enhanced family planning counselling services that address

individual concerns about side effects and encourage more consistent use of contraception.

2.4.2 Factors influencing the access to and utilisation of family planning

services

2.4.2.1 Social

Gender inequality and power dynamics significantly impede access to family planning
services, as decision-making is often influenced or controlled by spouses or family members,
particularly in patriarchal contexts (Bhatt et al., 2021; Haider and Sharma, 2012; Mushy et al.,
2020). This control limits the autonomy of individuals, especially women, in selecting and using
contraceptives (Bhatt et al., 2021; Haider and Sharma, 2012; Mushy et al., 2020). Kriel et al.
(2019) identified several factors that contribute to men hindering family planning efforts in sub-
Saharan Africa, including misconceptions about contraception, concerns over side effects,
religious beliefs, and economic struggles. These findings reveal that the influence of men on
family planning decisions is not only significant but often negative, reinforcing the need for
targeted interventions that address the socio-cultural barriers men face in supporting family
planning (Raj et al., 2022; Schuler et al., 2015). Beyond gender influences, relationship

dynamics also influence family planning utilisation.

Marital status has been identified as a significant factor influencing the utilisation of family
planning services, with variations observed between married and single individuals (Osborne
and Bangura, 2024; Upadhyay et al., 2016). Research suggests that married individuals are
more likely to use contraceptive methods consistently, often due to increased fertility
intentions, greater spousal communication, and societal expectations surrounding
childbearing and family planning (Osborne and Bangura, 2024). In contrast, single students
who may be in relationships, may experience barriers such as stigma, misinformation, and
limited access to contraceptive services, leading to inconsistent or lower contraceptive uptake

(Ivkov Dzigurski et al., 2023; Upadhyay et al., 2016). Furthermore, cultural and religious norms
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in certain contexts may discourage contraceptive use among unmarried individuals,
reinforcing misconceptions that family planning is solely for married couples (Upadhyay et al.,
2016). These disparities highlight the need for inclusive family planning interventions that
address the specific challenges faced by both married and unmarried individuals, ensuring

equitable access to contraceptive services regardless of marital status.

Effective communication between couples forms a pivotal role in overcoming these barriers.
Studies have demonstrated that when couples engage in open discussions about family
planning, these couples are more likely to make joint decisions that enhance adherence to
contraceptive use (Maharaj, 2012; Ajah et al., 2015). This shared decision-making aids in
dispelling myths and misconceptions while fostering a supportive environment for
contraceptive use (Maharaj, 2012; Ajah et al., 2015). Male involvement in family planning
education and contraceptive use aids in ensuring successful and sustained utilisation (Kriel et
al., 2019). Men who receive family planning education are reportedly four times more likely to
encourage contraceptive use in relationships, highlighting the positive impact of involving men
in SRH educational programs (Kriel et al., 2019; Okigbo et al., 2015).

However, despite the known benefits of male involvement in family planning educational
campaigns, challenges persist (Kriel et al., 2019; Okigbo et al., 2015). Many men remain
resistant to family planning due to deeply ingrained cultural and religious beliefs, as well as a
preference for larger families (Kriel et al., 2019). Addressing these attitudes requires culturally
sensitive educational programs that engage men, dispelling myths and providing accurate
information about the benefits and safety of family planning methods (Garbers et al., 2017).
These programs should focus not only on men but also on promoting couple-based

discussions to foster mutual understanding and shared decision-making.

Stigma surrounding family planning remains a significant barrier, particularly among youth and
university students (Strong, 2024). Research demonstrates that societal perceptions, peer
pressure, and lack of partner and parental support discourage young people from seeking
family planning services (Jonas et al., 2022b; Mushy et al., 2020). In settings where family
planning is stigmatised or considered inappropriate for unmarried individuals, parental
discouragement may lead to reluctance in seeking contraception, even when needed (Daniels
et al.,, 2019; Mudau, 2017). Fear of judgment, lack of privacy, and limited autonomy in
reproductive health decisions further contribute to reduced contraceptive uptake among those
living with parents (Payne et al., 2015). Fear of judgment from healthcare staff and concerns
about confidentiality further hinder access to services, with youth reporting anxiety about being

seen at clinics for fear of community backlash (Brittain et al., 2018; Jonas et al., 2022). This
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stigma not only discourages contraceptive use but also contributes to negative outcomes such
as unplanned pregnancies, unsafe abortions, and feelings of shame (Sorhaindo and
Rehnstrom Loi, 2022).

To address this, Bohren et al. (2022) suggest a range of interventions aimed at reducing
stigma, including public education campaigns that normalise contraceptive use, training
healthcare providers to address stigma sensitively, and advocating for policy reforms that
create a more supportive and non-judgmental environment for accessing SRH services. While
these interventions are promising, the interventions must be implemented consistently in
clinical settings where young people frequently seek care. Such efforts would encourage
higher utilisation of family planning services and promote a culture of openness around
reproductive health. Beyond social stigma, structural barriers further restrict access to family
planning services for youth. These barriers include limited availability of contraceptive options,
lack of affordable healthcare, and inadequate transportation to health facilities, particularly in

rural areas.

2.4.2.2 Structural

University students encounter many structural barriers when seeking family planning services,
particularly those in rural or under-resourced areas (Amissah et al., 2020). Inadequate
healthcare infrastructure, a lack of trained personnel, and limited availability of contraceptive
methods severely hinder access to essential SRH services (Mushy et al., 2020). Expensive
costs of family planning remain as a barrier when seeking family planning services (D’Souza
et al., 2022). This was indicated by Akintade et al. (2011) whereby 19.2% of the sample
population found that family planning services were too expensive. Studies repeatedly identify
logistical challenges, such as inconvenient clinic hours and transportation issues, as
significant barriers for students (Akintade et al., 2011; Gbagbo and Nkrumah, 2019; Mushy et
al., 2020). For instance, Akintade et al. (2011) found that in Lesotho, offering family planning
services during more convenient times would significantly improve access. Similarly, in Ghana,
69% of university students expressed a willingness to use family planning services if the
services were more readily available (Gbagbo and Nkrumah, 2019), reinforcing the

importance of service accessibility in increasing contraceptive uptake.
The availability of qualified healthcare providers and a range of contraceptive options facilitate

access to family planning (Bwire et al., 2024). A study in Zambia by Silumbwe et al. (2018)

emphasised that having trained professionals who could offer various contraceptive methods,
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ranging from short-acting to medium-acting options, provided students with greater autonomy
in the family planning decisions. This highlights the need for comprehensive training programs
for healthcare providers, ensuring that these providers may offer diverse contraceptive options
tailored to individual needs. Without sufficient training and resources, students may be left with
limited or unsuitable contraceptive choices, undermining the effectiveness of family planning

initiatives.

Beyond logistical and resource-based barriers, the attitudes of healthcare providers
significantly affect young people's willingness to seek family planning services. Negative
interactions with healthcare professionals, including judgment based on age, marital status,
or perceived inexperience, have been reported as major deterrents (Jonas et al.,, 2022;
Silumbwe et al., 2018). In Lesotho, Akintade et al. (2011) reported that students were often
denied services due to these factors, highlighting the critical role that healthcare provider

attitudes represent in either facilitating or hindering access to SRH services.

On the contrary, favourable interactions with healthcare providers who demonstrate empathy
and support, coupled with counselling, were identified as factors facilitating access to family
planning services (Brittain et al., 2018). Young adults reported feeling better understood and
receiving necessary information during such interactions (Brittain et al., 2018). This highlights
the importance of not only improving healthcare infrastructure but also ensuring that

healthcare providers are trained in youth-friendly, non-discriminatory care approaches.

Addressing these structural barriers is essential for improving access to family planning
services among university students. Initiatives such as extending clinic hours, improving
transportation access, and ensuring that clinics are staffed with trained, empathetic
professionals may significantly enhance SRH service utilisation. Furthermore, reducing stigma
and discrimination in clinical settings through ongoing provider training and public education
campaigns could foster a more welcoming environment for young adults. By tackling both the
logistical and interpersonal barriers to family planning, healthcare systems may better meet
the needs of university students, ultimately promoting more informed and autonomous

reproductive health decisions.

2.4.2.3 Education

Education represents a pivotal role in shaping individuals’ ability to access and utilise family
planning services, as this enhances both awareness and decision-making capacity. Research

demonstrates that the level of education correlates with better knowledge of contraceptive
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methods, particularly in high-income countries, where couples with higher levels of education
are more likely to be aware of and use contraception (Bose and Heymann, 2019). This trend
is mirrored in low- and middle-income contexts, as observed in a Nigerian study by Adefalu et
al. (2019), where educated women were more likely to demand and utilise contraceptives.
Education equips individuals with the knowledge necessary to navigate family planning
services, thereby empowering individuals to make informed reproductive health choices.
However, the extent to which education translates into higher contraceptive use may vary
based on socio-economic and cultural contexts, highlighting the need for tailored educational

interventions.

Peer education is a highly effective health promotion strategy, particularly in addressing sexual
and reproductive health (SRH) issues among young adults. This approach leverages
individuals of similar age, background, and social status to deliver health information, fostering
a relatable and non-judgmental learning environment (Abdi and Simbar, 2013; Dodd et al.,
2022). Studies have demonstrated the efficacy of peer education in improving SRH knowledge
and behaviours. For example, a study by Akuiyibo et al. (2021) in Nigeria reported significant
improvements in attitudes toward STls, HIV, and condom use following exposure to peer
education sessions. Similarly, Wong et al. (2019) found that peer education increased self-
efficacy in condom use, enhanced communication with partners about sex, and encouraged
HIV testing among university students. These findings highlight the value of peer education in

fostering behavioural change and improving SRH outcomes.

However, the success of peer-led education programs is not uniform, as challenges in
implementation may undermine the effectiveness. Mason-Jones et al. (2011) reported on a
peer-led sexual health program in the Western Cape, South Africa, that faced significant
obstacles, including inconsistent implementation due to high student attrition, socio-economic
difficulties, and inadequate technical support. These issues were compounded by the fact that
the program was managed by an external organisation unfamiliar with the community’s socio-
economic realities. This highlights a key limitation of peer education initiatives whereby the
success of these initiatives is heavily dependent on the program’s contextual relevance and

the availability of resources to ensure sustained implementation.

While peer education has demonstrated success in enhancing SRH knowledge, particularly
in HIV prevention, the effectiveness is contingent upon adequate planning and contextual
adaptation. As demonstrated by Akuiyibo et al. (2021) and Wong et al. (2019), when peer-led
programs are well-resourced and responsive to the needs of the target demographic, the

programs may lead to positive outcomes in sexual health awareness and behaviour. However,
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challenges such as high dropout rates, socio-economic barriers, and the lack of local expertise
as seen in the South African case conducted by Mason-Jones et al., (2011), highlight the need
for more sustainable, community-driven approaches. To maximise the impact of peer
education, it is essential to integrate these programs within the local socio-cultural context,
ensuring that the programs are flexible, adequately supported, and aligned with the

community’s needs.

2.4.2.4 Policies

The availability and utilisation of family planning services are significantly shaped by political
factors, as policy decisions, resource allocation, and governmental priorities influence the
accessibility and quality of these services (Ouedraogo et al., 2021). Political commitments to
improving sexual and reproductive health (SRH) may dramatically enhance the infrastructure
and dissemination of family planning information. For instance, in South Africa, the
government has made considerable efforts to ensure SRH services are accessible, and that
information is widely available (United Nations in South Africa, 2019). However, political will
and policy implementation must be backed by sufficient funding and effective resource
management to ensure these initiatives reach the full potential. In many regions, inconsistent
or insufficient funding at both national and sub-national levels hampers the development of
essential family planning programs, often resulting in the relegation behind other health
initiatives perceived as more urgent (The Republic of Uganda, 2021). This inconsistency
creates significant barriers to access, particularly in under-resourced areas where

infrastructure and healthcare personnel are already stretched thin.

One critical political factor affecting family planning services is the allocation of resources,
particularly funding for infrastructure, healthcare personnel, and training programs. In Sub-
Saharan Africa (SSA), the shortage of trained healthcare providers has become a critical
barrier to meeting the rising demand for contraception (Ouedraogo et al., 2021). To address
this, the World Health Organization (WHO) has recommended task sharing, a strategy
whereby duties traditionally carried out by doctors are delegated to other healthcare providers

such as nurses, midwives, and community health workers.

Ouedraogo et al. (2021) examined task-sharing initiatives across multiple SSA countries,
including Burkina Faso, Cote d’lvoire, Ethiopia, Ghana, and Nigeria, and found that such
programs significantly increased contraceptive uptake. The involvement of nurses, midwives,

and community health workers in providing contraceptive methods, including long-acting
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reversible contraceptives, contributed to a broader reach of family planning services. This
strategy not only alleviates the pressure on overburdened doctors but also empowers lower-
level healthcare providers to take on more responsibilities, thus increasing access to
contraception, especially in rural and remote regions. The success of task-sharing policies
exemplifies how well-designed political initiatives may significantly enhance family planning

services, fostering greater contraceptive use and improving SRH outcomes.

Political decisions not only affect resource allocation but also shape the broader healthcare
systems within which family planning services are integrated. The Republic of Uganda (2021)
highlighted how inadequate funding and staffing shortages within the healthcare system often
deprioritise family planning initiatives. As a result, even when policies supporting SRH services
are in place, the execution may falter without sustained political and financial commitment.
This emphasises the importance of policy implementation alongside funding to ensure that
family planning services are available and accessible to all individuals, regardless of

geographic or socio-economic barriers.

2.4.2.5 Individual perceptions

Personal barriers represent a significant role in limiting access to family planning services
among young people, with a lack of knowledge, misconceptions, and concerns about side
effects e merging as primary obstacles (Jonas et al., 2022; Mushy et al., 2020; Ochako et al.,
2015). Research has demonstrated that knowledge gaps are one of the most significant
factors preventing young people from utilising contraceptive methods. In a study by Jonas et
al. (2022b), young women were found to have limited understanding of the various
contraceptive methods available, which made individuals more susceptible to myths and
misconceptions surrounding family planning. Similarly, Ochako et al. (2015) reported that in
Kenya, myths about contraceptives were a major barrier to the uptake among young women,
a finding echoed by Mushy et al. (2020) in Tanzania. These misconceptions often stem from
cultural and societal beliefs, which may discourage young women from seeking family
planning services or adhering to contraceptive methods. The persistence of these myths

highlights the importance of addressing educational gaps in SRH knowledge.

A key personal barrier to family planning utilisation is fear of side effects. Concerns about the
potential negative effects of contraceptives were frequently reported in studies conducted
across various African countries. For instance, research by Ochako et al. (2015) in Kenya and

Mushy et al. (2020) in Tanzania highlighted that the fear of side effects was a significant
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deterrent for young women considering contraceptive use. Similar concerns were reported in
studies by Akintade et al. (2011) and Coetzee and Ngunyulu (2015), where young women
were aware of the benefits of contraception in preventing unplanned pregnancies but hesitated
to use contraception consistently due to fear of potential side effects. The most common
reason for discontinuation of contraceptive use in these studies was this fear, demonstrating
how personal anxieties may override knowledge of contraceptive benefits (Zimmerman et al.,
2021).

The issue of side effects is often compounded by the fact that many young women lack access
to accurate information about contraceptive safety (Jonas et al., 2022; Ochako et al., 2015).
Without proper counselling or access to trusted healthcare providers, students may rely on
misinformation from peers or social circles, which may further discourage individuals from
using contraception (Ochako et al., 2015). Addressing these concerns through comprehensive
sexual education and supportive healthcare services is critical to improving contraceptive

uptake and continuity (Auberry, 2018).

In addition to knowledge gaps and concerns about side effects, cultural, religious, and social
factors also significantly influence family planning decisions (Akintade et al., 2011; Gbagbo
and Nkrumah, 2019). Gbagbo and Nkrumah (2019) found that non-utilisation of contraceptives
in tertiary institutions was influenced by factors such as age, culture, ethnicity, religion, peer
pressure, and a lack of partner support. Similarly, Akintade et al. (2011) identified religion and
family support as barriers to contraceptive use among university students in Lesotho. These
findings suggest that family planning services must be culturally sensitive and inclusive of

diverse beliefs to effectively reach young people in different contexts.

Religion, in particular, forms a complex role in family planning decisions, with certain religious
teachings discouraging the use of contraceptives (Akintade et al., 2011). For many young
people, this results in a conflict between the personal health needs and cultural or familial
expectations (Bormet et al., 2021; Jonas et al., 2017). Religious beliefs, combined with peer
and family pressure, further complicates the decision-making process for young women,
limiting the autonomy in accessing contraceptive services. Overcoming these barriers requires
targeted interventions that engage communities, religious leaders, and families in discussions

about SRH and family planning, promoting a more supportive environment for young people.

To address these personal barriers, innovative solutions such as mobile health (mHealth)
interventions have been proposed. Barro et al. (2022) suggests that mHealth platforms may

improve knowledge and access to family planning services by providing young people with
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accurate information to dispel myths, educate users about the safety and benefits of

contraceptives, and offer personalised guidance on family planning options.

2.5 Use of technology and digital platforms for accessing family planning

services

Mobile health (mHealth) has become a powerful tool for delivering healthcare services,
particularly in the context of sexual and reproductive health (SRH) and family planning.
Defined by the World Health Organization (2015b) as medical practices supported by mobile
devices, mHealth is appealing due to the ability to reach broad audiences at relatively low
costs while providing tailored, accessible health information (Waldman and Stevens, 2015).
Research highlights the capacity of mHealth interventions to overcome significant barriers to
SRH services, such as stigma, provider bias, and lack of privacy (Barro et al., 2022). However,
the impact and effectiveness of these interventions vary depending on the region,
technological infrastructure, and socio-cultural context, leading to both opportunities and

limitations in mHealth’s role in family planning services.

A key area where mHealth has demonstrated promise is in the use of menstrual health
applications, which allow users to track the cycles and plan or prevent pregnancies. Karasneh
et al. (2020) note that many menstrual health apps not only track menstruation and ovulation
but also provide family planning information, often backed by medical professionals. These
apps offer a convenient way to deliver critical SRH knowledge to users, increasing awareness
and potentially encouraging informed decision-making regarding contraception (Karasneh et
al., 2020). However, despite the integration of reliable health information, it is unclear how
many users consistently utilise these apps as a primary source of family planning education,

indicating a gap in long-term effectiveness and adherence to SRH practices.

In Sub-Saharan Africa, mHealth initiatives such as SMS-based programs have been
successful in promoting behaviour change and increasing family planning awareness
(Greenleaf et al.,, 2019). South Africa, having a high mobile phone penetration, has
implemented several mHealth projects such as MomConnect, a flagship programme of the
South African National Department of Health and m-Assist, a randomised control trial initiated
by the Women’s Health Research Unit at the University of Cape Town (Waldman and Stevens,
2015). These mHealth projects delivered personalised guidance on maternal and reproductive
health (Ojo, 2018; Waldman and Stevens, 2015). The programs have demonstrated success

in improving health outcomes and providing psychological support, as evidenced by reduced
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sub-clinical anxiety levels in post-abortion care participants (Constant et al., 2014). The text
messages providing support for abortion care were well-received, with 98% of participants
reporting that the messages were helpful (Constant et al., 2014). Additionally, 99% of
individuals in the intervention group indicated future recommendation of the messages to a
friend undergoing the same procedure (Constant et al., 2014). Nevertheless, the long-term
sustainability and scalability of these programs in reaching marginalised or technologically

disadvantaged populations remain a concern.

Despite the potential of mHealth, significant barriers persist, especially in low and middle-
income countries. A systematic review by Feroz et al. (2021) highlighted that while mHealth
improved access to SRH knowledge and family planning services, technological literacy and
network coverage remain major obstacles. Additionally, the exclusion of non-English speakers
from many mHealth platforms, such as those identified by Norris et al. (2013), limits the
accessibility of these services. Addressing these linguistic and technological disparities is

essential for equitable mHealth implementation.

Moreover, concerns regarding data privacy and security also affect mHealth’s acceptability,
particularly in vulnerable populations who may share mobile devices or face the risk of
breaches of confidential information (Norris et al., 2013). Although innovations such as Al-
driven chatbots and educational modules hold promise in mitigating these issues, the ethical
and practical challenges of mHealth implementation must be carefully managed to ensure
these technologies do not exacerbate existing inequalities and vulnerability (Isaacs et al.,
2024).

Telemedicine has also surfaced as a complementary tool to mHealth, improving access to
SRH and family planning services. Yarger et al. (2023) found that telemedicine significantly
enhanced access to contraception in the U.S., though barriers persisted, particularly for those
facing food and housing insecurity. In South Africa, the rapid adoption of telemedicine during
the COVID-19 pandemic offered a means to maintain healthcare delivery, especially in remote
areas (Mbunge et al., 2022). However, telemedicine’s reliance on virtual consultations raised
concerns about the potential for misdiagnosis or delayed care for serious conditions, revealing

the need for a balanced approach to digital healthcare solutions (Willie et al., 2021).
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2.6 The use of emergency contraceptives among university students

Emergency contraception (EC) has been reported as a common contraceptive option among
university students, yet studies highlight significant gaps in knowledge and inconsistent usage
patterns. Several studies report concerning trends in EC use (Demissie et al., 2020;
Hailemariam et al., 2015; Munuo and Moshi, 2022). For instance, Hoque and Ghuman (2012b)
found that while students in KwaZulu-Natal had limited knowledge of EC, these students
demonstrated positive attitudes toward the use of EC, with many indicating future use and a
willingness to recommend EC to others. This positive attitude contrasts with the relatively low
levels of knowledge, revealing a discrepancy between awareness and practice. In contrast,
studies by Gbagbo and Nkrumah (2019) and Munuo and Moshi (2022) reported higher rates
of EC usage among university students, indicating regional or contextual differences in the

prevalence of EC use.

Despite the usage in cases of unprotected sex or contraceptive failure, such as condom
breakage, the broader understanding of EC's role within sexual health remains limited
(Roberts et al., 2004; Yeboah et al., 2022). Both and Samuel (2014) found that students often
focus on preventing unintended pregnancies while neglecting the role of condoms in
preventing STls. This reflects a gap in education, as students may not fully grasp the
differences between EC and regular contraceptive methods, as well as the risks of unprotected
sex beyond pregnancy prevention. Furthermore, Cheng et al. (2012) and Moreau et al. (2009)
observed that the use of EC does not necessarily lead to the adoption of regular contraceptive
methods, with many individuals failing to transition to consistent contraception even months

after using EC.

These findings stress the urgent need for comprehensive sexual health education programs
that emphasise not only the effectiveness and appropriate use of EC but also the limitations
of this method (Hoque and Ghuman, 2012b). Students need to be educated about the risks of
over-reliance on EC and the importance of regular contraceptive methods for both pregnancy
and STI prevention (Deressa and Yang, 2021). Although EC is a valuable tool in preventing
unintended pregnancies, inconsistent use and the lack of transition to regular contraception
present significant public health concerns (Both and Samuel, 2014; Hoque and Ghuman,
2012b). Limitations in the existing literature include the regional variability in usage patterns
and the lack of long-term follow-up studies, which would provide greater insight into how EC
impacts contraceptive behaviours over time. Addressing these gaps is essential to foster

informed decision-making among university students.
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2.7 Conclusion

The literature reviewed highlights the critical importance of family planning services in
promoting reproductive and sexual health, particularly among university students. While
university students displayed relatively high levels of knowledge, there were specific
knowledge gaps related to the protective effects of family planning methods against STls as
well as knowledge surrounding emergency contraceptives. The underutilisation of healthcare
professionals as a source of information calls for increased involvement of these professionals
in disseminating family planning knowledge. Additionally, the prevalence of misconceptions
highlights the necessity for educational campaigns to debunk myths and ensure an accurate
understanding of family planning methods. This is imperative as these myths and

misconceptions are often shared through social media and community channels.

Family planning services are available in different healthcare settings, however, barriers such
as limited resources, gender dynamics, and stigma pose significant challenges to access.
Mobile outreach programs and mobile health technologies, including telemedicine, have
proven beneficial in overcoming some of these barriers. University campus health centres

constitute a vital role in facilitating access to family planning for university students.

Despite the availability of contraceptive options and free health services on campuses, the
literature reveals that many students remain uninformed about family planning services,
leading to inconsistent or ineffective use. The reviewed studies also highlight the need for
more targeted interventions that address not only knowledge and perceptions but also the
practical barriers to family planning service utilisation. Furthermore, the implications of
unplanned pregnancies on academic performance, career development, and poverty cycles

highlight the importance of improving access to family planning services in university settings.

There is limited research on the utilisation and access of family planning services among the
university student demographic. The literature revealed gaps in understanding the influence
of healthcare service accessibility on university campuses on the family planning decisions of
students. It is important to address these gaps to tailor family planning interventions related to
this population. There is a paucity of literature addressing the local context, where there are
diverse cultural norms regarding stigma, socioeconomic concerns, and healthcare

infrastructure.
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CHAPTER 3: METHODOLOGY

This chapter outlines the study design, research site, and population. It subsequently details
the data collection and management procedures, followed by a description of the data analysis

process.

3.1 Study Design

A descriptive, quantitative cross-sectional study was conducted to assess the knowledge,
access to, and utilisation of family planning services among university students as well as the
frequency of emergency contraceptive use. A survey instrument was used to collect data. A
cross-sectional design was selected for this study due to the efficiency in gathering data from
a large cohort while maintaining cost- effectiveness (Setia, 2016). Cross-sectional studies offer
a temporary snapshot of the prevalence and characteristics of a specific outcome within a
population at a given point in time, ideal for assessing healthcare needs (Aggarwal and
Ranganathan, 2019). A survey was used as the data collection instrument to facilitate

standardisation and efficiency in administration (Marshall, 2005).

3.2 Study site

The study was conducted across the Main, Education, and Health Science campuses of the

University of the Witwatersrand in Johannesburg, South Africa.

3.3 Study period

The study was conducted between October 2023 and March 2024.

3.4 Study population and sample size

The study population consisted of university students enrolled at the tertiary institution.

3.4.1 Inclusion criteria

Postgraduate and undergraduate university students above the age of 18 enrolled full-time or
part-time in any faculty at the University of the Witwatersrand were included. There was no
exclusion of sex, with both male and female students included as participants in the study to

ensure comprehensiveness.
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3.4.2 Exclusion criteria

University staff who were not enrolled for a degree were excluded from the survey.

3.4.3 Sample size

At the beginning of the 2023 academic year, an estimated 36 200 students were reported to
have been enrolled at the University of the Witwatersrand. The sample size was calculated
using an equation that determines the sample size based on proportions. The formula
determined that a minimum sample size of 381 university students was needed to achieve a

95% confidence level with a 5% margin of error, assuming an expected prevalence of 0.5.

z* Xp(l-p) z = z-score based on desired confidence
&2 level (for a 95% confidence level,
Sample size = z-score = 1.96)
14 (zz xp(l-p) ) p = expected prevalence (0.5)
2N e = margin of error (5% = 0.05)

N = approximate population size (36 200)
Equation 1: Sample size using proportion.

1.9620.5(1 — 0.5)

o 0.052
Sample size = - (1.9620.5(1 — U-SJ)
0.052 x 36 200

= 381 students

Participants were approached using a convenience sampling technique. This sampling

method was selected due to the practicality in a university setting.

3.5 Data collection instrument

To assess the knowledge, access to, and utilisation of family planning services among
university students, a self-developed researcher-administered questionnaire was used
(Appendix A). The questionnaire was created based on a thorough review of the literature.
The questionnaire was developed based on the literature reviewed in Chapter 2, which directly
informed the design of the instrument. The main themes and concepts identified in the
literature review guided the focus and structure of the questionnaire to ensure alignment with
established research on family planning knowledge, access and utilisation. The questionnaire
consisted of 42 questions and was divided into five sections (A-E), each of which aligned with

the objectives of the study. The sections included demographic information, knowledge of
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family planning benefits and various family planning methods, utilisation of family planning
services, access to family planning services and emergency contraceptive utilisation,
respectively. The questionnaire comprised of close-ended questions with “other” options to
allow respondents to provide more detailed answers. The questionnaire incorporated
negatively phrased statements to ensure a more accurate assessment of participant
knowledge and mitigate the risk of patterned responses. Additionally, a section using Likert-
scale questions were included to comprehensively evaluate participants’ perceptions of
access to family planning services. The questionnaire was designed and administered via

REDCap (version 14.6.4), to facilitate both data collection and secure response storage

To validate the content, the survey was reviewed by four experts in the field of family planning
and quantitative research. This included three Primary Care Drug Therapy (PCDT)
pharmacists and one professional nurse. The PCDT pharmacists have an expanded scope of
practice that includes the diagnosis and management of conditions related to family planning.
The professional nurse has experience in counselling and administering family planning
methods. The experts assessed the questionnaire based on several validation criteria,
including clarity, relevance, accuracy, alignment with the study objectives,
comprehensiveness, and logical flow and structure. This feedback led to minor revisions that

improved the overall quality of the instrument.

To ensure additional content and face validity, the questionnaire was piloted with fifteen
postgraduate students before commencement of the study. Feedback from this pilot group
focused on various aspects of the instrument, including clarity, wording, question
interpretation, and the overall flow. Based on this feedback, several adjustments were made
to enhance the questionnaire’s clarity and appropriateness for the target population. For
instance, ambiguous or confusing questions were reworded for better understanding, and the
order of some questions was rearranged to ensure a more logical progression. These
revisions were intended to ensure that the questionnaire accurately captured the intended
information. The pilot group’s responses were not included in the data analysis of the study.
Simultaneously, reliability was assessed using the test-retest method where the questionnaire
was readministered to the same group of postgraduate students after two weeks. This ensured
that the questions were consistently understood and interpreted as intended across
administrations. Additionally, this process helped evaluate the questionnaire’s length,

confirming that the survey was not excessively time-consuming for respondents
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3.6 Ethical considerations

Following approval of the study protocol by the university’s protocol committee (Appendix B),
ethical clearance was obtained from the University of the Witwatersrand Human Research
Ethics Committee (Medical), with the clearance certificate number M230625 (Appendix C).
Permission from the registrar to use the University of the Witwatersrand as the study site was
also obtained (Appendix D). Potential participants were provided with an information sheet
(Appendix E), and informed consent was obtained before access to the study questionnaire
was provided (Appendix F). To maintain participant confidentiality, no identifying information
was collected, and the data collected was stored on a password-protected device with access
restricted to the researchers. Hardcopies of the questionnaire was stored in a locked cabinet
to which only the researcher had access. Due to the sensitive nature of the questions,
participants were assured of the confidentiality of the responses as well as having the option
to withdraw from the study at any time without penalty.

3.7 Data collection procedure

Following observation of the three campuses, the primary locations for recruiting participants
were chosen based on foot traffic. Health Science campus locations included the walkway,
the entrance to the library and the cafeteria. Education campus locations consisted of the bus
stop, the lawns, the cafeteria, the library entrance, the School of Public Health entrance as
well as the various cafés on the campus. Primary locations on Main campus included the
Matrix entrance, the lawns, library entrances, Zesti Lemonz café, the Science Stadium and

the areas surrounding the Tower of Light.

Additional data collectors were recruited. These data collectors all had a Bachelor of
Pharmacy degree and were briefed on the procedure beforehand. Potential participants were
given the participant information sheet to read, and informed consent was obtained prior to
allowing access to the survey. This was done electronically using a QR code which the
participant scanned using a mobile device. For participants without mobile devices, the
researcher provided a device on which to complete the questionnaire, or hardcopies of the
participant information sheet, consent form and questionnaire were provided for the
participants to complete manually. Participants had the opportunity to ask the researcher or
the data collectors any questions that required clarification. Approximately 5-7 minutes were

estimated for the participants to complete the survey. The hardcopies of the survey were
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placed in a secure box upon completion, to which only the researchers had access to during
the data collection period.

3.8 Data capture

The survey responses from online surveys were directly captured onto REDCap (14.6.4)
during the data collection period. The survey responses from the hardcopy versions were
manually transcribed onto REDCap (14.6.4) by the researcher and cross checked. The data
captured was stored on a password protected device with access restricted to the study

researchers.

3.9 Data analysis

The data was sorted using Microsoft Excel and further reviewed by a biostatistician to ensure
that the data was correctly recorded. The data was then transferred to STATA (18) and
analysed using both descriptive and inferential statistics. Descriptive statistics including
frequencies and proportions were used to determine the distribution of the data as well as
potential patterns and trends within categories. For questions with multiple response options,

percentages were calculated as a proportion of the total number of respondents.

The 5-Likert scale responses were assigned numerical values as follows: "very supportive" =
5, "supportive" = 4, "neutral" = 3, "unsupportive" = 2, and "very unsupportive" = 1; for
agreement statements, "strongly agree" = 5, "agree" = 4, "neutral" = 3, "disagree" = 2, and
"strongly disagree" = 1. After coding, the mean, standard deviation and interquartile range

(IQR) were calculated, with a 95% confidence interval (Cl).

Inferential statistics were used to determine associations between the variables, to account
for variability within the data and to extend the findings of this study to a broader population.
For this study, Pearson’s chi-squared tests were applied and for datasets containing values of
<5, Fisher’s exact tests were employed. This was due to the test ensuring accuracy in these
cases by calculating exact probabilities based on the hypergeometric distribution. To account
for age as a confounding variable, logistic regression analyses were employed to determine
associations between variables. A p-value of <0.05 was considered to be statistically

significant.

Bivariate and multivariate analyses were used to identify the risk factors influencing family
planning utilisation, reporting this as a crude and adjusted odds ratio (OR) respectively, with

a 95% confidence interval. The bivariate analysis explored the direct relationships between
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individual variables and family planning use, aiding in the identification of potential risk factors.
However, to account for the influence of other factors and to better understand how these
variables interact, a multivariate analysis was conducted. This allowed for the control of
confounding variables as well as the determination of the relative importance of each factor,
providing a more accurate and comprehensive understanding of the key predictors of family
planning utilisation. Using both methods ensured that the findings were both exploratory and

refined, offering a clearer picture of the risk factors that impact family planning use.
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CHAPTER 4: RESULTS

This chapter describes the results obtained from the study, structured into several sections
that provide detailed insights into demographic profiles, knowledge of family planning
methods, factors affecting access and utilisation of family planning as well as the frequency of
emergency contraception use. Significant associations between factors affecting access and

utilisation and sociodemographic factors are presented.

4.1 Demographic profile of respondents

The study comprised of 449 respondents that consented to participate in the study. To ensure
the integrity and reliability of the study's findings, incomplete responses were excluded (45),
resulting in 404 included responses. Most participants were female (69.1%) and participants
aged 18-21 (64.6%) represented the majority of the cohort. Most participants held a matric
certificate or NQF Level 4 as the highest level of education (63.6%). The majority (91.1%) of
participants were single and only a small percentage (2.7%) had children. The primary place

of residence during studies was the parental home (37.9%) (Table 4.1).

Table 4.1: Demographic characteristics of the study population (n=404)

Variables Total
N | %

Age

18-21 261 64.6

22-24 116 28.7

>24 27 6.7
Gender

Female 279 69.1

Male 124 30.7

Rather not say 1 0.2
Highest education level

Bachelors 92 22.8

Higher Certificate 11 2.7

Honours 35 8.7

Masters 9 2.2

Matric/NQF 4 257 63.6
Faculty

Commerce, Law and Management 95 23.5

Engineering and the Built Environment 49 12.1

Health Sciences 116 28.7

Humanities 57 14.1

Science 87 21.5
Marital status

Cohabiting 11 2.7

Married 25 6.2

Single 368 91.1
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Do you have any children?
No 393 97.3
Yes 11 2.7
Primary place of residence during studies
Parent's home 153 37.9
Private accommodation 129 31.9
University residence 80 19.8
With extended family/siblings 12 3
With spouse/partner 30 7.4
N = number of participants

4.2 Knowledge of family planning methods and services

4.2.1 Awareness of various family planning methods

Approximately 90.8% of university students were familiar with the concept of family planning
with 82.7% defining family planning as the ability to reduce unplanned pregnancies and 12.9%
defining family planning as the ability to space pregnancies. As observed in Figure 4.1 below,
the most recognised family planning method was male condoms (94.6%), followed by oral
contraceptive pills (90.3%) and female condoms (69.3%). In contrast, methods such as the
diaphragms, cervical caps, breastfeeding, and intrauterine system (IUS) were less commonly
known, with awareness levels falling below 27%. A small proportion of the respondents (0.5%)

indicated not having heard of any family planning methods.
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Figure 4.1: Awareness of various family planning methods

*Percentages are illustrated as a proportion of the total respondents, as individuals were able to select multiple
answers.
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4.2.2 Sources of family planning information

Figure 4.2 provides an overview of the various sources from which respondents acquired
information regarding family planning. The internet was the most common source of
information (55.7%), with the use of online platforms such as Google, Wikipedia, and online
articles being used to obtain information about family planning. Subsequently, 55.2% of
respondents reported retaining information from high school. Healthcare workers, including
doctors, nurses, and pharmacists, represented a common source of knowledge acquisition,
with 41.3% of respondents obtaining family planning information from medical professionals.
Social media platforms such as Instagram, TikTok, Facebook, and Twitter were used by 37.1%
of respondents highlighting the growing significance of social media in the dissemination of
health-related information, particularly among the younger demographic. Friends and relatives
provided family planning information for 35.6% of respondents. Course materials, including
textbooks and lecture notes, were identified by 16.8% of participants as a source of family
planning information, whilst academic journals were the least utilised source of information
(8.9%).

Internet (Google,

ChatGPT,Wikipedia,newspaper articles) 557

School (High school textbooks, retained

information from high school) 552

Healthcare worker (Doctor, nurse, pharmacist) 41,3
Social media (Instagram, Tiktok, Facebook, 371
Twitter) )
Friends/Relatives 35,6
Course material (Textbooks, lecture notes) 16,8

Academic journals (PubMed, ScienceDirect,

Scopus) 8.9

Sources of family planning information

Other sources 3,2

0 10 20 30 40 50 60
Responses (%) (n=404)*

Figure 4.2: Common sources of family planning information
*Percentages are illustrated as a proportion of the total respondents, as individuals were able to select multiple

answers.
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4.2.3 Benefits of family planning

Figure 4.3 provides valuable insights into respondents' knowledge of the benefits of family
planning. A large proportion of participants recognised that family planning reduces unplanned
pregnancies (94.3%), prevents STls (75.6%), slows population growth (71.5%), and reduces
risks associated with pregnancy (70.3%). Although 64.2% of participants recognised that
family planning reduces infant mortality, some participants (35.8%) expressed uncertainty or
dissent with this claim. This evidence demonstrates a sufficient understanding of the benefits

of family planning.

Aware Unaware
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90 ’ 24,4
< 80 35,8 ! 28,5 29,7
< 70
% 60
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S 3 64,2 5,6 715 70,3
a 20
10
0
Reduces Reduces infant Prevents STIs  Slows population  Prevents health-
unplanned mortality growth risks associated
pregnancies with pregnancy

Benefits of family planning

Figure 4.3: Knowledge regarding the benefits of family planning

As observed in Table 4.2, knowledge of family planning benefits varied by age group, with a
significant association found between age and awareness that family planning methods can
prevent STIs (p = 0.002). The youngest cohort (18-21) demonstrated the highest level of
awareness of this benefit (60.1%). Although respondents with only a matric/NQF 4
qualification exhibited the highest awareness across all family planning benefits, no significant
association was found between educational attainment and knowledge of these benefits (p >
0.05). Similarly, while female students consistently demonstrated slightly greater awareness
than male students, these differences were not statistically significant as reflected by p-values

greater than 0.05 across all benefits.

While analysing the relationship between marital status and the awareness of family planning
benefits, it was observed that single respondents reported the highest awareness (over 88%)

across all benefits compared to university students who were married or cohabiting. The data
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analysis revealed significant associations between marital status and understanding the role
of family planning in slowing population growth (p = 0.008) and preventing health risks
associated with pregnancy (p = 0.042). However, no significant correlation was found between
marital status and the awareness of the benefit of family planning in reducing unplanned
pregnancies, reducing infant mortality, and preventing STls (p > 0.05), suggesting that marital

status had no discernible impact on awareness in these areas.

The study also examined the association between place of residence during studies and
knowledge of family planning benefits. Although no significant relationships were observed (p
> 0.05) across any of the assessed benefits, participants living at the parental home displayed
higher levels of awareness compared to those in other accommodation types. Similarly, the
relationship between faculty enrolment and knowledge of family planning benefits was
explored. Although students in Health Sciences demonstrated the highest level of awareness
across all benefits, this was a descriptive observation. The only statistically significant
association identified was between faculty enrolment and recognition of the role of family
planning in reducing infant mortality (p = 0.036), with 31.4% of Health Sciences students

acknowledging this benefit.
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Table 4.2: The association between various variables and the knowledge of various family planning benefits

Reduces unplanned

Reduces infant

Prevents STls

Slows population

Prevents health risks
associated with

pregnancies mortality growth pregnancy
Aware Unaware Aware Unaware Aware Unaware Aware Unaware Aware Unaware
N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%)
Age group
18-21 244 (64.0) 17 (73.9) 157 (60.9) | 103 (71.5) 182 (60.1) 77(78.6) | 188 (65.7) | 71(62.3) | 176 (62.4) 83 (69.7)
22-24 110 (28.9) 6 (26.1) 84 (32.6) 31 (21.5) 97 (32.0) 19 (19.4) 77 (26.9) | 37 (32.5) 86 (30.5) 30(25.2)
>24 27 (7.1) 0 (0.0) 17 (6.6) 10 (6.9) 24 (7.9) 2(2.0) 21 (7.3) 6 (5.2) 20 (7.1) 6(5.1)
P-valuel! 0.522 0.059 0.002** 0.458 0.382
Sex
Female 263 (69.6) 14 (60.9) 176 (68.5) | 99 (69.7) 202 (66.9%) 74 (77.1) 198 (70) | 75 (65.8) 194 (69) 80 (68.4)
Male 115 (30.4) 9(39.1) 81 (31.5) 43 (30.3) 100 (33.1) 22 (22.9) 85 (30) 39 (34.2) 87 (31) 37 (31.6)
P-value? 0.380 0.798 0.059 0.417 0.896
Highest level of education
Bachelors 89 (23.5) 2(8.7) 57 (22.3) 32 (22.2) 72 (23.8) 18 (18.6) 61 (21.5) | 28 (24.6) 63 (22.4) 27 (22.9)
Higher Certificate 10 (2.6) 1(4.3) 5(2) 6 (4.2) 7(2.3) 4(4.1) 10 (3.5) 1(0.9) 7(2.5) 3(2.5)
Honours 33(8.7) 2(8.7) 28 (10.9) 7(4.9) 34 (11.3) 1(1.0) 24 (8.5) 11 (9.7) 30 (10.7) 5(4.2)
Masters 8(2.1) 0 (0.0) 7(2.7) 1(0.7) 8 (2.6) 0 (0.0) 7(2.5) 1(0.9) 7(2.5) 1(0.8)
Matric/NQF 4 239 (63.1) 18 (78.3) 159 (62.1) | 98 (68.1) 181 (59.9) 74 (76.3) | 182(64.1) | 73 (64.0) | 174 (61.9) 82 (69.5)
P-value® 0.320 0.551 0.970 0.845 0.921
Marital Status
Cohabiting 11 (28.9) 0(0.0) 9 (3.5) 2(1.4) 11 (3.6) 0(0.0) 10 (3.5) 1(0.9) 10 (3.6) 1(0.9)
Married 25 (6.6) 0 (0.0) 21 (8.1) 4(2.8) 24 (8) 1(1.0) 22 (7.7) 2(1.8) 22 (7.9) 3(2.5)
Single 344 (90.5) | 22(100.0) | 228(88.4) | 137 (95.8) 267 (88.4) 96 (99.0) | 253 (88.8) | 110 (97.3) | 248 (88.6) 115 (96.6)
P-value® 0.988 0.071 0.071 0.008** 0.042**
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Primary place of residence during studies

Parent's home 142 (37.3) | 11(47.8) | 99(38.4) | 53(36.9) 117 (38.6) 35(35.7) | 104 (36.4) | 46 (40.4) | 105 (37.2) | 48(40.3)
Private
- coommodation 122 (32) 7(30.4) | 74(28.7) | 54(37.5) 89 (29.4) 38(38.8) | 96(33.6) | 33(28.9) | 85(30.1) | 42(35.3)
ir;'l‘éiﬁ':tg 76 (19.9) 4(17.4) | 48(18.6) | 32(22.2) 59 (19.5) 21(21.4) | 52(18.2) | 28(24.6) | 55(19.5) | 24(20.2)
With extended
family/siblings 11 (2.9) 1 (4.4) 12 (4.7) 0(0.0) 8 (2.6) 4 (4.1) 8 (2.8) 4 (3.5) 9 (3.2) 3(2.5)
With
spouse/partner 30 (7.9) 0 (0.0) 25 (9.7) 5 (3.5) 30 (9.9) 0 (0.0) 26(9.1) | 3(2.6) 28 (9.9) 2(1.7)
P-value® 0.258 0.127 0.39 0.191 0.052
Faculty
Commerce, Law
and Management 91 (23.9) 4(17.4) | 52(20.2) | 42(29.2) 74 (24.5) 21(21.4) | 69(24.2) | 25(21.9) | 63(22.4) | 32(26.9)
Engineering and
the Built 47 (12.4) 2 (8.7) 30 (11.6) | 19 (13.2) 37 (12.3) 12 (12.3) | 34(11.9) | 14(12.3) | 35(125) | 14(11.8)
Environment
Health Sciences 112 (29.5) | 4(17.4) | 81(31.4) | 35(24.3) 90 (29.8) 26(26.5) | 85(29.8) | 31(27.2) | 81(28.8) | 34(28.6)
Humanities 50 (13.2) 6(26.1) | 31(12.0) | 25(17.4) 40 (13.2) 14 (14.3) | 34(11.9) | 21 (18.4) | 39(13.9) | 15(12.6)
Science 80 (21.1) 7(30.4) | 64(24.8) | 23(15.9) 61 (20.2) 25(25.5) | 63(22.1) | 23(20.2) | 63(22.4) | 24(20.2)
P-valuel 0.285 0.036** 0.807 0.567 0.912

1 p-value from Fisher’s Exact Tests
2 p-value from Chi-Square Tests
3p-value from a logistic regression analysis, controlling for age as a confounder

**p-value <0.05, statistically significant, N = number of participants
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4.2.4 Knowledge of Contraceptive Methods

The survey results provided valuable insights into participants’ understanding of contraceptive
methods that prevent STls. Most participants correctly identified dual contraception with
condoms as the most effective approach in preventing both pregnancy and STls. However,
misconceptions were evident, as a notable proportion inaccurately identified
sterilisation/vasectomy or hormonal injections as suitable methods for STI prevention.
Additionally, 11.9% of participants expressed uncertainty regarding the contraceptive methods

that prevent STls, highlighting a potential gap in knowledge (Table 4.3).

Among hormonal family planning methods, oral contraceptive pills were the most widely
recognised (91.6%). Other hormonal methods such as the patch and subdermal implants were
also fairly well recognised as hormonal options, while condoms and the copper IUD were
incorrectly classified as hormonal by some participants. This suggests a possible knowledge
gap in distinguishing between hormonal and non-hormonal methods among certain

participants.

For long-term family planning methods, effective over a period of 10 years or more, sterilisation
or vasectomy was the most accurately identified (64.9%). Misunderstandings persisted, with
some respondents incorrectly considering condoms and oral contraceptives as effective long-
term methods or acknowledging that all methods were equally effective for long-term use.
These findings suggest that while there is a general understanding among respondents
regarding the efficacy of sterilisation/vasectomy for the long-term prevention of pregnancy,
there are notable misconceptions regarding the long-term effectiveness of hormonal

injections, condoms, and oral contraceptives.

Table 4.3: Knowledge of family planning methods: Hormonal methods, STls and long-term pregnancy

Knowledge of family planning methods (n=404) N %*

Family planning methods that prevent STis
Dual contraception with condoms 326 80.7
Oral contraceptives only 16 4.0
Sterilisation/Vasectomy 37 9.2
Hormonal injections 26 6.4
All are equally effective 23 5.7
| do not know 48 11.9
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Hormonal family planning methods

Copper intrauterine device (IUD) 110 27.2
Levonorgestrel intrauterine system (LNG-1US) 127 31.4
Condoms 27 6.7
Oral contraceptive pills 370 91.6
Patch 187 46.3
Subdermal implant 132 32.7
Vasectomy 19 4.7

Family planning methods that are effective at preventing long-term pregnancy
(10 years or more)

Condoms 60 14.9
Oral contraceptives 40 9.9
Hormonal injections 99 24.5
Sterilisation/Vasectomy 262 64.9
All are equally effective 30 7.4
| do not know 60 14.9

N = number of participants

*Percentages are illustrated as a proportion of the total respondents (n=404), as individuals were able to select

multiple answers.

4.3 Utilisation of family planning services

A significant proportion of university students (42.5%) reported being sexually active, with
35.7% of the sample population currently utilising family planning services. The majority of
students (43.1%) utilised contraceptives on a regular basis while 35.1% of students used
contraception exclusively when having sexual intercourse. A correlation (p = 0.001) was found
between the sexual activity status of the students and the use of family planning services, with
the majority (68.8%) of sexually active students currently utilising family planning services
(Figure 4.4). However, it is noteworthy that 31.2% of sexually active students reported not

using any family planning method.
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Figure 4.4: The relationship between sexual activity and the current utilisation of family planning

4.3.1 Utilisation of various family planning methods

The most used family planning method among students was the male condom and oral
contraceptive (Figure 4.5). Interestingly, natural family planning techniques, such as
withdrawal (8%) and the rhythm method (6.4%), were utilised more often than hormonal
injections (5.9%). Conversely, methods such as the intrauterine system (IUS), cervical caps,
and spermicides were not utilised by this population. As participants could select multiple
methods, these findings reflect overlapping contraceptive use patterns within the population,

indicating that some students may be using a combination of methods.

Male condoms 63,8
Oral contraceptive pill 46,8
Withdrawal 8
Intrauterine device (IUD) 6,9
Rhythm method 6,4
Hormonal injections 5,9
Female condoms 3,7
Subdermal implant 2,7
None 1,6
Patch 1,6
Vaginal rings 0,5
Female sterilisation 0,5
Vasectomy 0,5
Breastfeeding 0,5

0 10 20 30 40 50 60 70
Responses (%) (n=188)*

Family planning methods utilised

Figure 4.5: The various family planning methods utilised by the study population

*Percentages are illustrated as a proportion of the respondents that are currently using/previously used family
planning, as individuals were able to select multiple answers.
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4.3.2 Reasons for choosing the preferred method of family planning

When selecting family planning methods, accessibility and user-friendliness were the most
significant motivators, followed by affordability, perceived effectiveness, and healthcare
professionals’ advice (Figure 4.6). Factors such as the side effect profile of the method and
the influence of friends or relatives influenced method selection to a lesser extent (20.2% and

7.4% respectively).
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Figure 4.6: Factors influencing family planning method selection

*Percentages are illustrated as a proportion of the respondents that are currently using/previously used family
planning, as individuals were able to select multiple answers.

4.3.3 Reasons for using family planning

At least 46.7% of university students have used contraceptives at some point. The reasons
for using contraception varied significantly between sexually active and non-sexually active
students (Figure 4.7). Among those who were sexually active, the primary motivations were
preventing unintended pregnancies (77.8%) and protecting against STls (44.4%). Conversely,
non-sexually active students primarily used contraception for health reasons unrelated to
sexual activity, such as treating acne and managing menstrual symptoms. Interestingly, some
motivations overlapped between the groups. For example, managing menstrual symptoms
and treating gynaecological conditions were reported by both non-sexually active and sexually
active students, though in differing proportions. Similarly, a small percentage of both groups

used contraception for acne treatment.
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Figure 4.7: Motivations for utilising family planning among both sexually active and non-sexually
active university students

4.3.4 Discontinuation of family planning and motivators among non-users

In the current study, 38.2% of respondents discontinued family planning methods for various
reasons (Table 4.4). The primary factors were side effects and concerns about potential
serious side effects. Social influences, including discouragement from social media and
friends or partners, also played a role in discontinuation. Practical barriers such as compliance
issues, cost, inconvenience, and inaccessibility were less commonly reported. Other reasons
included only needing contraception temporarily, such as delaying a menstrual cycle for travel

or specific occasions.

Among the 214 respondents who do not utilise family planning methods, the primary
motivators for considering family planning included better education and information, greater
awareness of the benefits, easier access to affordable and reliable options, and guidance from

healthcare workers.
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Table 4.4: Reasons for discontinuation of a family planning method

Reasons for discontinuing a contraceptive method (n=72) N %*
Side effects experienced 51 70.1
Concerns of developing serious side effects 18 25
Concerns of developing cancer 5 6.9
Discouraged by social media posts 8 1.1
Inconvenience 4 5.6
Cost 5 6.9
Inaccessibility 3 4.2
Lack of compliance 6 8.3
Stigma 0 0
Discouraged by a friend/partner 7 9.7
Religious reasons 3 4.2
Other 7 9.7

N = number of participants

*Percentages are illustrated as a proportion of the respondents that have discontinued a contraceptive

method (n=72), as individuals were able to select multiple answers.

4.3.5 Risk factors affecting the utilisation of family planning services

The multivariate analysis presented in Table 4.5 identifies several demographical, behavioural,
and perceptual factors that predict family planning use among university students, offering
valuable insight into the factors influencing contraceptive behaviours in this population. For
some risk factors, the adjusted odds ratio (aOR) could not be calculated due to a small sample
size. For other risk factors, the adjusted odds ratio aOR was preferred over the crude odds
ratio (cOR), as the aOR offers a more comprehensive understanding of the factors influencing
family planning utilisation by accounting for confounding variables. It is important to note that
caution should be exercised in interpreting the effect sizes for certain associations, particularly
where wide confidence intervals suggest potential overestimation or influence from smaller
sample sizes. However, the significant p-values highlight that these associations are

noteworthy and warrant further exploration.

Age was identified as a significant predictor in the unadjusted model, with students aged 22—
24 being more likely to use family planning services compared to students aged 18—-21 (cOR
=2.43, 95% CI: 1.54-3.82, p = 0.001). Students over the age of 24 demonstrated even higher
odds than students aged 18-21 (cOR = 3.79, 95% CI: 1.68-8.54, p = 0.001). However, when
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controlling for multiple confounding variables to ascertain the true association between
exposure and the outcome, the adjusted model revealed contrasting findings. The impact of
age diminished considerably, with adjusted odds ratios dropping to 0.44 (95% CI: 0.13-1.51,
p = 0.191) for students aged 22—24, and to 0.15 (95% CI: 0.02-1.03, p = 0.054) for those over
24 years of age. The results were not statistically significant, suggesting that the effect of age
on family planning utilisation may be influenced by other factors in the model, such as marital

status or living arrangements.

The highest level of education obtained displayed significant associations with family planning
utilisation. University students with only Matric/NQF 4 qualifications were less likely to use
family planning services (cCOR = 0.56, 95% CI: 0.34—0.93, p = 0.024). Students with a Master’s
degree or an Honour’s degree reported higher odds of using family planning services
compared to those with only a Bachelor's degree (cOR =10.21, 95% CI 1.21-86.54, p = 0.033;
cOR =2.78, 95% Cl 1.24-6.31, p = 0.013).

The influence of marital status and living arrangements on family planning utilisation among
university students revealed notable trends and associations. Married students had higher
odds of using family planning compared to those cohabiting (cCOR = 2.40, 95% CI 0.14-42.26,
p = 0.550), however, the result was not statistically significant. Single students had significantly
lower odds of utilising family planning compared to those cohabiting (cOR = 0.04, 95% CI
0.01-0.34, p = 0.003). Primary place of residence during studies was also found to influence
contraceptive behaviours. University students residing with a spouse or partner were more
likely to use family planning compared to those living at parental homes (aOR = 294.10, 95%
Cl 3.92-22,042.88, p = 0.010). Additionally, living in university accommodations or private

apartments did not have a significant impact on family planning utilisation (p > 0.05).

Knowledge regarding family planning further influenced utilisation. Awareness of family
planning correlated with increased usage (cOR = 3.91, 95% CI: 1.49-10.28, p = 0.006).
Knowledge that family planning methods such as condoms prevent STls led to higher odds of
contraception use (aOR = 4.69, 95% ClI: 1.23-17.93, p = 0.024). Similarly, understanding
family planning’s role in population control significantly increased the odds of utilisation (aOR
= 4.66, 95% Cl: 1.32-16.47, p = 0.017).

Sexual activity was strongly associated with a higher likelihood of family planning usage. The
odds were significantly higher for sexually active students (aOR = 3.90, 95% CI: 1.13-13.43,
p = 0.031) compared to non-sexually active students, although the CI reflects some

uncertainty. Students who had previously discontinued a method had significantly reduced
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odds of currently using family planning compared to those who had not (aOR = 0.05, 95% CI:
0.01-0.24, p = 0.001).

Access to and ease of obtaining family planning services also impacted usage patterns.
Students who found access difficult had lower odds of using family planning (cOR = 0.11, 95%
Cl: 0.14-0.86, p = 0.036), in comparison to those who found access to be easy. Similarly, the
ability to obtain specific methods influenced family planning utilisation. Students who were
always able to obtain a specific family planning method demonstrated a significantly higher
likelihood of using family planning (cOR = 1.70, 95% CI: 1.03-2.80, p = 0.037).
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Table 4.5: Bivariate and multivariate analysis of risk factors affecting the current utilisation of family planning

Currently Using Family planning

Risk Factors cOR (95%Cl) P-Value aOR (95%Cl) P-Value
Age
18-21 Ref Ref Ref Ref
22-24 2.43 (1.54-3.82) 0.001** 0.44(0.13-1.51) 0.191
>24 3.79 (1.68-8.54) 0.001** 0.15(0.02 -1.03) 0.054
Highest level of education
Bachelors Ref Ref - -
Higher Certificate 0.83 (0.23-3.05) 0.784 - -
Honours 2.78 (1.24-6.31) 0.013** - -
Masters 10.21 (1.21-86.54) 0.033** - -
Matric/NQF 4 0.56 (0.34-0.93) 0.024** - -
Marital status
Cohabiting Ref Ref - -
Married 2.40 (0.14-42.26) 0.550 - -
Single 0.04 (0.01-0.34) 0.003** - -
Primary place of residence
Parent’s home Ref Ref Ref Ref
Private accommodation 1.36 (0.81-2.28) 0.241 2.32 (0.64-8.43) 0.199
University residence 1.53 (0.86-2.75) 0.150 2.13 (0.46-9.93) 0.336
With extended family/siblings 3.99 (1.20-13.28) 0.024** 1.51 (0.13-16.61) 0.739
With spouse/partner 39.9 (9.09-175.12) 0.001** 294.10 (3.92- 22042.88) 0.010**
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Currently Using Family planning

Risk Factors cOR (95%Cl) P-Value aOR (95%Cl) P-Value
Have you heard of the term “family planning” before?

No Ref Ref - -

Yes 3.91 (1.49-10.28) 0.006** - -
Family planning reduces unplanned pregnancies

No Ref Ref Ref Ref

Yes 2.93 (0.98-8.73) 0.054 0.09 (0.01-1.53) 0.095
Family planning reduces infant mortality

No Ref Ref - -

Yes 1.49 (0.97-2.30) 0.070 - -
Family planning aids in preventing STls

No Ref Ref Ref Ref

Yes 2.14 (1.27-3.61) 0.004** 4.69 (1.23-17.93) 0.024**
Family planning slows population growth

No Ref Ref Ref Ref

Yes 2.39 (1.46-3.93) 0.001** 4.66 (1.32-16.47) 0.017**
Are you sexually active?

No Ref Ref Ref Ref

Yes 16.84 (10.05-28.22) 0.001** 3.90 (1.13-13.43) 0.031**
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Currently Using Family planning

Risk Factors cOR (95%Cl) P-Value aOR (95%Cl) P-Value
Have you ever used emergency contraception?
No Ref Ref - -
Yes 5.43 (3.18-9.26) 0.001** - -
Have you ever discontinued a method after using it?
No Ref Ref Ref Ref
Yes 0.32 (0.16-0.65) 0.002** 0.05 (0.01-0.24) 0.001**
Access to family planning services is easy for me
Agree Ref Ref - -
Disagree 0.11 (0.14-0.86) 0.036** - -
Neutral 0.20 (0.10-0.41) 0.001** - -
Strongly agree 1.99 (1.23-3.24) 0.005** - -
Strongly disagree 0.52 (0.10-2.64) 0.428 - -
| am always able to obtain the specific type of family planning method that | am seeking
Agree Ref Ref - -
Disagree 0.39 (0.13-1.11) 0.077 - -
Neutral 0.08 (0.04-0.19) 0.001** - -
Strongly agree 1.70 (1.03-2.80) 0.037* - -
Strongly disagree 0.18 (0.02-1.47) 0.109 - -

Ref = Reference category. All comparisons in the analysis are made relative to this category, N = Number of participants, cOR = Crude Odds Ratio, aOR = Adjusted

Odds Ratio

**p-value <0.05, statistically significant

Note: Certain variables do not have an aOR due to insufficient data or statistical limitations
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4.4 Access to family planning services

4.4.1 Sources of family planning services

The primary source for seeking FP services among university students was through
Pharmacies (67%) (Figure 4.8). In contrast, community health clinics were reported as the

second least utilised source, with 9.6% of students seeking family planning services at a clinic.
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Figure 4.8: Sources of family planning services for university students

*Percentages are illustrated as a proportion of the total respondents that have used family planning, as
individuals were able to select multiple answers.

A small proportion (17.5%) of university students utilised the Wits Campus Health Clinics as a
source of family planning while only 31.3% of the surveyed student population were aware of
the availability of family planning services at the campus health clinics. The associations
between socio-demographic factors and awareness of family planning services offered by Wits
Campus Health are presented in Table 4.6. Sex was the only factor significantly associated
with awareness, with female students demonstrating greater knowledge of the services
available compared to male students (p = 0.006). Although students with only a Matric/NQF 4
qualification exhibited the highest awareness of campus health clinics, this association was
not statistically significant (p = 0.748). Similarly, while students enrolled in the Health Sciences

faculty displayed the highest awareness of family planning services at campus health clinics,
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the association did not reach statistical significance (p = 0.147). No significant relationship
was observed between the primary place of residence and awareness of these services (p =
0.099).

Table 4.6: Associations between socio-demographic factors and the awareness of Wits Campus Health

family planning services

Socio-demographic factors Are you aware of the family planning services that Wits
Campus Health offers?
No Yes P-value
N % N %
Age 0.304
18-21 182 68.2 78 61.9
22-24 80 30.0 36 28.6
>24 5 1.9 12 9.5
Sex 0.006**
Female 180 65 97 78.9
Male 97 35 26 21.1
Highest level of Education 0.748*
Bachelors 60 21.8 31 24.6
Higher Certificate 8 2.9 3 2.4
Honours 21 7.6 14 1.1
Masters 5 1.8 3 24
Matric/NQF 4 181 65.8 75 59.5
Faculty 0.147
Commerce. Law and 68 24.5 27 21.6
Management
Engineering and the Built 37 13.4 12 9.6
Environment
Health Sciences 73 26.4 43 34.4
Humanities 34 12.3 22 17.6
Science 65 23.5 21 16.8
Primary place of residence 0.099*
Parent's home 123 44 .4 29 23
Private accommodation 73 26.4 56 444
University residence 52 18.8 28 22.2
With extended 8 2.9 4 3.2
family/siblings
With spouse/partner 21 7.6 9 71

*p-value from a logistic regression analysis, controlling for age as a confounder

**p-value <0.05, statistically significant, N = number of participants
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4.4.2 Accessibility of current family planning services

The perceptions of family planning services among university students were largely positive
across the three Likert-scale questions assessing healthcare support, ease of access, and
availability of specific methods (Table 4.7). Healthcare support received predominantly
favourable responses, with a majority of students perceiving providers as supportive. Negative
responses were minimal, and the consistency of perceptions was reflected in the relatively low

variability of scores.

Ease of access to family planning services received positive ratings, with the highest
proportion of respondents agreeing on the accessibility of these services. A notable proportion
provided neutral responses, suggesting some variability in individual experiences.
Nonetheless, the variability in responses was modest, and disagreement levels remained low,

indicating general satisfaction with the accessibility of family planning services.

The availability of specific family planning methods received a predominantly positive
response, with nearly two-thirds of respondents (64.5%) indicating that the required methods
were always obtainable. Negative perceptions were minimal, reflecting a general confidence
in service reliability. However, the substantial proportion of neutral responses (28.1%)

indicates varied experiences among respondents.

Table 4.7: Distribution of responses on perceived support from healthcare professionals, ease of

access, and availability of specific family planning methods among university students

) _ Numerical )
Likert scale question N (%) Mean + SD Median (IQR)
code
Rate the level of support received from healthcare
; ) ) ; ; 3.81+£0.80 4 (4-3)
professionals when accessing family planning services
Very supportive 5 36 (19.1)
Supportive 4 88 (46.8)
Neutral 3 57 (30.3)
Unsupportive 2 6(3.2)
Very unsupportive 1 1(0.5)
Access to family planning services is easy for me 3.91+0.92 4 (5-3)
Strongly agree 5 112 (27.9)
Agree 4 171 (42.5)
Neutral 3 96 (23.9)
Disagree 2 15 (3.7)
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Strongly disagree 1 8(2)

| am always able to obtain the specific type of family

planning method that | am seeking 3:84=0.97 4(>3)
Strongly agree 5 114 (28.6)
Agree 4 143 (35.9)
Neutral 3 112 (28.1)
Disagree 2 21 (5.3)
Strongly disagree 1 8 (2.1)

N: Number of responses, SD: Standard Deviation, IQR: Interquartile Range

4.4.3 Barriers to accessing family planning services

A small percentage (11.3%) of university students reportedly encountered barriers to
accessing family planning services. Figure 4.9 highlights the key barriers that were faced.
Concerns about side effects were the most reported issue, representing nearly half of the
responses. Cost was another significant barrier, identified by over a third of respondents,
reflecting the financial constraints that affect access to these services. A lack of information or
education was also notable, pointing to gaps in knowledge that hinder informed decision-
making regarding family planning. In contrast, religious or moral objections were less

frequently mentioned, impacting only a small percentage of respondents.

Concerns about side effects 46,7
Cost 37,8
Lack of information or education 33,3

Lack of access to these services 26,7

Barriers

Stigma or cultural barriers 24,4
Lack of preferred method at service provider 15,6
Religious or moral objections 111
Other 2,2

0O 5 10 15 20 25 30 35 40 45 50

Percentage (%) (n=45)*

Figure 4.9: Barriers to accessing family planning services

*Percentages are illustrated as a proportion of the total respondents that have encountered barriers to accessing

family planning, as individuals were able to select multiple answers.
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4.5 Emergency Contraceptive Use

At least 19.6% of university students reported making use of EC. The majority (48.7%) of these
students reportedly used EC at least once and 24.4% reported using EC 2 to 3 times in the
last year. A few (14.3%) used EC as a primary contraceptive. Table 4.8 provides important
insights into the use of EC among university students, with significant associations observed

across various socio-demographic factors (p-value < 0.05).

4.5.1 Socio-demographic factors influencing emergency contraceptive use

The data in Table 4.8 demonstrates the significant influence of socio-demographic factors on
EC use. There was a significant relationship between age and the use of emergency
contraception (p<0.001). The results of this survey demonstrated that older individuals were
more likely to use emergency contraception than the younger counterparts with 13.1% of
individuals between the ages of 18-21 using EC versus 33.3% among those 25 years and

older.

Education level was significantly associated with the use of EC (p = 0.007). Students with only
a Bachelor's degree reported the highest usage, while those with only a Matric/NQF 4
qualification were more likely to use EC as a primary contraceptive method. In addition, faculty
enrolment also significantly influenced EC use (p = 0.034) and the use of EC as a primary
contraceptive method (p = 0.019). Students in Commerce, Law, and Management reported
the highest utilisation rates, whereas those in the Science and Engineering faculties, reported
lower rates. Notably, Science students reported the highest proportion of using EC as a

primary contraceptive method.

Marital status significantly correlated with EC use (p = 0.001). Married participants reported
the highest EC usage compared to single participants, while using EC as a primary method
was more common among single university students. Parental status also significantly
influenced EC use, with participants who had children being more likely to use EC compared
to those without children (p = 0.001). Given the small sample sizes in these groups, the results
regarding parental status, should be interpreted with caution. Additionally, place of residence
during studies displayed a significant association with EC use (p = 0.001) and the use of EC
as a primary contraceptive method (p = 0.032). University students living with a spouse or
partner reported higher EC usage compared to those staying in the parental home. The
reliance on using EC as a primary contraceptive method was most common among students

residing in university residences.
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Table 4.8: Associations between socio-demographic factors and the use of emergency contraception

Socio-demographic factors Have you ever used emergency contraception? Do you use emergency contraception as a
primary contraceptive?
No Yes P-value No Yes P-value
N % N % N % N %

Age 0.001** 0.093
18-21 226 86.9 34 13.1 25 75.8 8 24.2
22-24 80 69 36 31 32 914 3 8.6
>24 18 66.7 9 33.3 9 100.0 0 0.0

Sex 0.001** 0.117
Female 208 751 69 249 59 88.1 8 11.9
Male 114 92.7 9 7.3 6 66.7 3 33.3

Highest level of education 0.007** 0.743
Bachelors 66 72.5 25 27.5 21 84.0 4 16.0
Higher Certificate 8 72.7 3 27.3 3 3.0 100 0.0
Honours 27 771 8 229 8 100.0 0 0.0
Masters 4 50.0 4 50.0 4 100.0 0 0.0
Matric NQF/4 219 85.5 37 14.5 28 80.0 7 20.0

Faculty 0.034** 0.019**
Commerce, Law and Management 68 71.6 27 28.4 23 88.5 3 11.5
Engineering and the Built Environment 42 85.7 7 14.3 7 100.0 0 0.0
Health Sciences 91 78.4 25 21.6 24 96.0 1 4.0
Humanities 45 80.4 11 19.6 7 70.0 3 30.0
Science 77 89.5 9 10.5 5 55.6 4 444

Marital status 0.001** 0.152
Cohabiting 6 54.5 5 45.5 5 100.0 0 0.0
Married 11 44.0 14 56.0 14 100.0 0 0.0
Single 306 83.8 59 16.2 47 81.0 11 19.0
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Do you have any children? 0.001** 0.862
No 320 81.6 72 18.4 61 85.9 10 14.1
Yes 4 36.4 7 63.6 5 83.3 1 16.7
Primary place of residence during 0.001** 0.032**
studies
Parent’'s home 143 941 9 5.9 8 100.0 0 0.0
Private accommodation 89 69 40 31 33 84.6 6 15.4
University residence 68 85 12 15 7 58.3 5 41.7
With extended family/siblings 8 66.7 4 33.3 4 100.0 0 0.0
With spouse/partner 16 53.3 14 46.7 14 100.0 0 0.0

N = number of responses, **p-value <0.05, statistically significant
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4.5.2 Reasons for using emergency contraceptive

Students reported various reasons for using EC as illustrated by Figure 4.10. The most
common reason was unprotected intercourse, which accounted for 59.4% of the respondents.
Condom failure, including instances where the condom either broke or slipped off, was the
second most reported reason. Additionally, a small proportion (1.3%) found EC easier to use

compared to other contraceptive methods.
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Figure 4.10: Reasons for the use of EC

*Percentages are illustrated as a proportion of the total respondents that have used EC, as individuals were able

to select multiple answers.
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4.6 Overview of results

In summary, the findings of this study offer important insights into the factors affecting
knowledge, utilisation, access, and EC use among university students. The majority (90.8%)
of students were familiar with the concept of family planning. The most recognised family
planning method was male condoms (94.6%), followed by oral contraceptive pills (91.6%).
The benefits of family planning were relatively well understood. However, some
misconceptions were noted, such as the incorrect identification of hormonal methods or

methods that prevent STIs.

In terms of utilisation, 42.5% of students were sexually active, and 35.7% of the sample
population reported currently using family planning services. Among sexually active students,
68.8% were using some form of contraception, with male condoms being the most used
method (63.8%), followed by oral contraceptive pills (46.8%). The primary reasons for
selecting family planning methods were ease of access and ease of use, with affordability
(51.6%) and effectiveness (45.7%) also reported as important factors. Primary motivations for
family planning use were to prevent unplanned pregnancies (77.8%) and to protect against
STls (44.4%). Age, education level, marital status, and living arrangements were significant
predictors of family planning use. The most common reasons for method discontinuation were
due to side effects experienced (70.1%) and concerns of developing serious side effects
(25%).

The majority of respondents reported that accessing family planning services was easy, and
overall, the support received from healthcare professionals was rated positively. Pharmacies
were the primary source of family planning services followed by private healthcare providers.
Majority of university students were unaware of the family planning services offered at the
campus health clinics with awareness levels significantly influenced by sex. Additionally, the
availability of specific family planning methods was generally perceived positively. However,
some students faced barriers to access, including concerns about side effects (46.7%), lack
of information (33.3%), and cost (37.8%).

EC use was reported by 19.6% of students. Among those who had used EC, 48.7% had used
EC once in the past year, while 24.4% had used EC 2-3 times in the past year. The use of EC
was strongly associated with demographic variables such as age, sex, education level, faculty,
marital status, and primary place of residence. The most common reason for using EC was
unprotected intercourse (59.4%), followed by the condom breaking or slipping off during

sexual intercourse (22.8%).
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CHAPTER 5: DISCUSSION

This chapter discusses the findings of the study and compares the results with existing

literature.

5.1 Demographics

The majority of respondents in this study were from the youngest age group (18-21 years),
with only 28.7% aged 22-24. This finding is consistent with previous research conducted in
Namibia (Mutsindikwa et al., 2019), India (Majhi et al., 2021), Nigeria (Agbo et al., 2020), and
Tanzania (Munuo and Moshi, 2022), where the youngest cohort of university students made
up the largest proportion of the sample. However, this contrasts with other studies in which
respondents aged over 21 years represented the majority (Gbagbo and Nkrumah, 2019;
Hoque and Ghuman, 2012a; Kara et al., 2019; Nsubuga et al., 2016). For example, Kara et
al. (2019) found that 67.7% of respondents were aged between 21-30, followed by 22.2%
aged 31-40.

These differences highlight the importance of contextual factors when reviewing family
planning campaigns. In settings where older students constitute the majority, family planning
programs may need to address different reproductive health challenges, such as balancing
family responsibilities with employment as well as academic commitments. In contrast, the
findings from the current study suggest a focus on younger students who are likely
encountering reproductive decision-making for the first time. This comparison highlights the
need for tailored interventions that reflect the age distribution and specific needs of the target
population. To address potential biases introduced by the predominance of younger
respondents, future research should aim for a more balanced inclusion of various age groups.
This can be achieved by employing different sampling methods, such as stratified sampling,

in place of the convenience sampling technique utilised in the current study.

The current study found that 69.1% of respondents were female, aligning with findings from
studies by Hoque and Ghuman, (2012b) and Munuo and Moshi, (2022), which also included
both male and female students in the sample populations. However, Hoque and Ghuman,
(2012b) reported a more balanced distribution, with 52% of respondents being female. Several
other studies have exclusively included female students, limiting the generalisability of these
findings to the broader university population, as males and females often have distinct

experiences and perspectives regarding family planning (Agbo et al., 2020; Akintade et al.,
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2011; Coetzee and Ngunyulu, 2015; Kara et al., 2019; Mutsindikwa et al., 2019; Nsubuga et
al., 2016).

In contrast to the current study, a study conducted in Ghana found that 66% of respondents
were male, further highlighting variability in gender representation across studies (Gbagbo
and Nkrumah, 2019). The predominance of female respondents in the current study suggests
the need for family planning initiatives focused on the unique reproductive health concerns
affecting female university students (Raj et al., 2022). Simultaneously, the low percentage of
male respondents in the present study may introduce bias in understanding the full spectrum
of family planning experiences and perspectives. Future research should aim for more
balanced gender representation to ensure comprehensive insights into the dynamics of

reproductive health decision-making among university students.

Most studies conducted amongst university students have only included undergraduate
students (Agbo et al., 2020; Akintade et al., 2011; Coetzee and Ngunyulu, 2015; Hoque and
Ghuman, 2012; Munuo and Moshi, 2022). The present study included both undergraduate
and postgraduate students to provide a more comprehensive understanding of family planning
knowledge, access, and utilisation across different educational levels. The findings from the
current study indicated that the majority of respondents held a matric or NQF level 4
qualification as the highest level of education, therefore classifying these respondents as
undergraduate. This reinforces the relevance of these findings within the broader context of

the literature pertaining to university student populations.

The prevalence of undergraduate students in this study highlights the critical need for family
planning services specifically designed for younger individuals who may be encountering
reproductive health issues for the first time and possess significant knowledge gaps. However,
it is essential to acknowledge that undergraduate students do not fully represent the diversity
of the university population, thereby limiting the generalisability of these findings.
Consequently, it is imperative to address the reproductive health needs of postgraduate
students, who may have distinct experiences and responsibilities compared to undergraduate
counterparts. To ensure a comprehensive understanding of the reproductive health
experiences within universities, future research should aim for a more balanced inclusion of
both undergraduate and postgraduate students. Adopting this balanced approach will facilitate
the development of more inclusive and effective family planning services that cater to the

entire student body.
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The demographic distribution of students in this study reveals a diverse representation across
multiple faculties, with the largest proportion (28.7%) enrolled in the Health Sciences faculty,
followed by the faculty of Commerce, Law, and Management. Engineering and the Built
Environment made up the minority of this study population. The inclusion of all faculties across
the university, provides a broader perspective on the family planning needs and behaviours of
students from various academic backgrounds. In comparison to previous studies, the current
study’s demographics align with the existing literature. For instance, studies by Agbo et al.
(2020); Coetzee and Ngunyulu, (2015) and Munuo and Moshi, (2022) reported similar diversity

in faculty representation, including students from all faculties within each study.

On the other hand, other studies focused solely on one faculty, limiting the generalisability of
the findings across faculties (Akintade et al., 2011; Mutsindikwa et al., 2019). Furthermore,
previous studies have largely overlooked testing associations between faculty and various
variables, with the exception of Kara et al. (2019) and the present study. However, while Kara
et al. (2019) examined such associations, the study did not encompass all faculties within the
university. Conversely, the present study includes all faculties, providing a comprehensive
analysis of these associations. This comprehensive inclusion is important as it ensures that
the findings are representative of the entire university, allowing for more generalisable

conclusions.

In contrast to existing studies that exclusively focus on medical students as a population group,
the current study, which includes students from various faculties, assessed both the family
planning knowledge of health science students and that of students from other faculties (Asut
et al., 2018; Somroo et al., 2020). This approach allowed for a widespread understanding of
family planning knowledge varies across academic backgrounds. Health science students,
who are more likely to have a formal education in reproductive health, may be compared with
students from other faculties who might have less exposure to such exposure. By capturing
this diversity, the current study provides a comprehensive view of family planning knowledge,
accounting for both the technical understanding among health science students and the
potentially different perspectives and knowledge gaps in other student populations. This broad
representation strengthens the current study's findings and contributes valuable insights into

the family planning needs and behaviours of university students.

The present study found that the majority of respondents (91.1%) were single, with only 6.2%
married and 2.7% cohabiting, supporting findings observed in other studies (Agbo et al., 2020;
Coetzee and Ngunyulu, 2015; Hoque and Ghuman, 2012a; Mutsindikwa et al., 2019; Nsubuga

et al., 2016). A possible reason for the predominance of single respondents is the younger age
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group (18-21 years) that comprises the majority of the sample. At this stage of life, younger
individuals are more likely to prioritise educational and career aspirations over romantic
commitments (lvkov Dzigurski et al., 2023). Additionally, the timing of university enrolment
typically aligns with an age where individuals are less likely to have established long-term
relationships. While most students in the present study, as well as the existing literature,
reported being single, this does not exclude the possibility that some may be in committed or
casual relationships. Therefore, university family planning initiatives should be inclusive,
offering resources for students in various relationship statuses to make informed reproductive
health decisions based on the requirements of the relationship. Conversely, Akintade et al.
(2011) reported a higher percentage of married students (19.4%) compared to the present
study, reflecting potential cultural or regional differences where some students marry at an
earlier age. These differences highlight the importance of contextual factors when reviewing
family planning campaigns. Programs should consider diverse relationship statuses and

cultural contexts to be effective.

Most respondents in the current study resided in parental homes, followed by private
accommodation, with only 19.8% living in university residences. These findings are consistent
with Munuo and Moshi (2022), who reported a higher proportion of students living off-campus.
The substantial proportion of students residing in parental homes may be attributed to various
factors. Proximity to the university makes this option more convenient and financially
advantageous for many students. This arrangement allows students to minimise
accommodation costs while benefiting from familial support, which is particularly important for

first-year students adjusting to university life (Daniels et al., 2019).

Conversely, Coetzee and Ngunyulu's (2015) South African study across two campuses
displayed significant variability in accommodation patterns, with most students residing in
university residences (41.9%) or off-campus flats (32.3%). The higher proportion of students
residing in university residences in Coetzee and Ngunyulu's study may be due to the
availability of larger or more affordable campus residential options. Additionally, the study,
which is not recent, may not accurately reflect current trends in the student housing market,
where increasing expenses and limited availability of university residences have influenced
students' accommodation choices (Mudau, 2017). Tailored interventions should address the
distinct needs of both on-campus and off-campus students, ensuring accessible and

confidential reproductive health services for all students.
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5.2 Knowledge and awareness of family planning

The high awareness rate (90.8%) of family planning among students reflects a pattern
observed in educated populations across sub-Saharan Africa (Agbo et al., 2020; Akintade et
al., 2011; Bekele et al., 2020). However, awareness does not necessarily translate into
comprehensive knowledge. One key finding of the present study was that most students
(82.7%) defined family planning as the ability to reduce unplanned pregnancies, while a
smaller proportion (12.9%) associated family planning with spacing pregnancies. This
distinction was made in the study design to explore two different dimensions of family planning

awareness.

The focus on the preventive aspect of family planning in the present study, aligns with a
narrower view of family planning as a tool to primarily prevent unplanned pregnancies.
However, the broader definition of family planning, as outlined by the WHO, encompasses
birth spacing as an essential component for improving maternal and child health outcomes
(World Health Organization, 2017). The low proportion of students who defined family planning
as the ability to space pregnancies suggests that the majority of university students in the
current study are not aware of the significance of birth spacing in reducing maternal mortality
and the risk of associated complications. A lack of awareness regarding the importance of birth
spacing could have significant public health implications, particularly in settings where
maternal and infant health outcomes are already a concern (Gelagay et al., 2023). Without
adequate knowledge, individuals may not consider or access appropriate contraceptive
methods, such as long-acting options that support healthy birth intervals, increasing the
likelihood of short birth intervals and associated health risks (Haile et al., 2016). This limited
understanding may also influence future parental decision-making, potentially reinforcing

intergenerational cycles of poor maternal and child health.

In contrast, Gbagbo and Nkrumah (2019) reported a more balanced perspective among
Ghanaian university students, with 33% defining family planning as “measures to reduce
unwanted pregnancies, space and reduce childbirth”, while only 14% focused exclusively on
preventing unplanned pregnancies. In a Nigerian study by Agbo et al. (2020), university
students defined family planning predominantly as a “means to regulate birth spacing and the
timing of pregnancies”, aligning with the definition provided by the WHO. This indicates that
there may be a stronger cultural or educational emphasis on the role of family planning in
ensuring healthy birth intervals in various regions, suggesting that public health campaigns

should consider local contexts when designing public health programs.
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Variations in the population groups studied may account for the differences in these findings.
Agbo et al. (2020) focused exclusively on female students in Nigeria who may be more likely
to associate family planning with the timing and spacing of pregnhancies due to the direct
impact of birth spacing on female reproductive health. Conversely, the present study and the
study by Gbagbo and Nkrumah (2019) included both male and female university students,
offering broader perspectives. The findings from the study by Gbagbo and Nkrumah (2019)
indicate that university students in Ghana possess a more comprehensive understanding of
family planning, which includes both preventive and birth spacing aspects. This understanding
is broader compared to that reported in the present study or by Agbo et al. (2020). This
highlights a gap in awareness among university students in the current study, particularly
regarding the critical role of birth spacing in improving maternal and child health outcomes.
Initiatives should ensure that both male and female students are informed about the full
spectrum of family planning benefits, including the importance of birth spacing for maternal
and child health.

To address this knowledge gap, public health programmes aimed at educating young people
on family planning should integrate gendered dimensions of reproductive health knowledge,
as evidenced by a study conducted in Guatemala (Schuler et al., 2015). This study tested the
hypothesis that promoting gender equity in reproductive health through community workshops
involving men, women, and couples in 30 rural communities would lead to more equitable
gender attitudes and improved family planning knowledge and practices (Schuler et al., 2015).
The findings indicated significant effects on gender attitudes and contraceptive awareness,
with men demonstrating greater acceptance of male responsibility in family planning and both
men and women exhibiting increased interest in and knowledge of the range of available
contraceptive methods (Schuler et al., 2015). These results suggest that appropriately
designed interventions may influence both gender norms and reproductive health knowledge,

ultimately fostering more informed and equitable family planning practices.

A challenge in family planning research includes accurately assessing knowledge levels
among participants. The methodological limitations associated with defining "knowledge" as
mere familiarity with one or two common contraceptive methods, as noted in studies by Alege
et al.,, (2016), Birabwa et al. (2021) and Kara et al. (2019), highlight concerns about the
reliability of such indicators. Recognising only condoms and oral contraceptives may provide
an inflated perception of students' contraceptive knowledge, while obscuring critical gaps in

understanding.
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To address this limitation, the present study adopted a comprehensive approach by
incorporating questions to assess family planning knowledge. This approach aligned with
previous studies which included questions on methods that prevent STls, common
contraceptive side effects, as well as the importance of family planning (Gbagbo and Nkrumah,
2019; Majhi et al., 2021; Mutsindikwa et al., 2019; Nachimuthu et al., 2022; Singh et al., 2023).
Questions in the current study were designed to assess not only student understanding of the
benefits of family planning but also the ability to differentiate between various contraceptive
methods. These included long-term contraceptive methods, methods that protect against
STls, as well as hormonal contraceptives. This broader evaluation provided a more nuanced

understanding of family planning knowledge and highlighted areas for targeted intervention.

Consistent with previous studies, the most recognised family planning methods in the present
study were condoms (95%), followed by oral contraceptive pills and hormonal injections (Agbo
et al., 2020; Akintade et al., 2011; Kara et al., 2019; Mutsindikwa et al., 2019; Nsubuga et al.,
2016). In contrast, participants demonstrated less familiarity with methods such as the
intrauterine system, breastfeeding, cervical caps, and diaphragms. This knowledge gap likely
stems from a combination of factors, including the emphasis of public health campaigns on
short-term contraceptive methods, limited discussion of lesser-known options in educational
curricula, and social norms that prioritise easily accessible methods such as condoms and
oral contraceptives (Nsubuga et al., 2016). The tendency of students to recognise only the
most widely discussed contraceptives, as observed by Agbo et al. (2020) and Nsubuga et al.
(2016), suggests that high visibility of certain methods may overshadow the full spectrum of
contraceptive options, potentially restricting individuals’ ability to make fully informed
reproductive choices. This limited awareness is concerning, as it may lead to reliance on
contraceptive methods that are not compatible with individual reproductive goals or health

needs.

The present study demonstrated that young adults primarily obtain information on family
planning methods from a variety of sources, highlighting the diverse ways in which
reproductive health knowledge is accessed. The internet, particularly online platforms such as
Google, Wikipedia, and ChatGPT, was the most common source, with 55.7% of respondents
indicating reliance on these digital tools. This reflects the growing role of the internet as a
primary medium for health-related information, especially among younger individuals who are
increasingly adept at using digital technologies. However, this finding contrasts with earlier
studies, such as those by Akintade et al. (2011) and Bekele et al. (2020), where the internet
formed a less prominent role in the dissemination of family planning information. The

difference in findings may be attributed to variations in the age profile of the study populations,
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as well as the rapid expansion and increased accessibility of the internet in recent years. Both
Akintade et al. (2011) and Bekele et al. (2020) included a predominantly older sample
population, who may not have relied on online sources to the same extent as the younger

participants in the present study.

The increased reliance on online platforms in the current study highlights a crucial shift in how
information is accessed, offering both advantages and challenges. On one hand, these
platforms provide rapid access to vast amounts of information, potentially empowering users
to make informed decisions about reproductive health. On the other hand, the accuracy and
reliability of the information found online may be highly variable, which may lead to
misconceptions or an incomplete understanding of family planning methods. This concern was
echoed by Madden et al. (2016), who found discrepancies in the quality of information
available on the internet regarding intrauterine devices (IUDs), with some websites reporting

incorrect side effects and others omitting crucial details.

A similar concern was raised by Brittingham et al. (2024), who assessed the family planning
content on 11 user-facing digital self-care platforms. While areas such as the list of modern
contraceptive methods, duration of protection, and return to fertility were generally well-
covered, significant gaps were identified in content related to side effect management, non-
contraceptive benefits, effectiveness, and instructions for use. These inconsistencies
underline the need for improvements in digital family planning tools to ensure that accurate,
evidence-based, and comprehensive information is provided. Brittingham et al. (2024)
proposed a checklist for the development of future digital platforms, which may guide content

creators to align with global standards and address these deficiencies.

Interestingly, 55.2% of participants in the present study reported retaining family planning
information from high school, a finding that supports previous research in Lesotho and
Namibia, where formal secondary school education was the most common source of family
planning knowledge (Akintade et al., 2011; Mutsindikwa et al., 2019). This suggests that formal
education continues to shape individuals' understanding of reproductive health. Mutsindikwa
et al. (2019) noted that respondents predominantly acquired family planning information from
the Life Sciences subject in secondary school. In the South African Curriculum and
Assessment Policy Statement (CAPS) curriculum, Life Sciences in Grade 12 provides detailed
coverage of the human reproductive system, including the anatomy of reproductive organs,
the menstrual cycle, and hormonal changes (Department of Basic Education, 2011a).
However, the subject does not address the range of available family planning methods or the

interactions of these methods with the reproductive system (Department of Basic Education,
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2011a). Additionally, not all high school learners study Life Sciences and are therefore not

exposed to this information.

The South African Life Orientation subject includes reproductive health education under the
topic “Development of the Self in Society” (Department of Basic Education, 2011b). While the
subject addresses risky sexual behaviour and STls, there is limited coverage of family
planning methods (Department of Basic Education, 2011b). This gap in the curriculum
highlights the need for more comprehensive family planning education that encompasses a
broader range of contraceptive methods. Given that Life Orientation is a compulsory subject,
incorporating this information would facilitate early intervention by equipping individuals with
a solid foundation of knowledge to make informed decisions when faced with reproductive

health choices.

Compared to existing literature, healthcare workers including doctors, pharmacists, and
nurses were identified as a key source of family planning knowledge among respondents in
the present study. This contrasts with several studies that found healthcare workers playing a
smaller role in disseminating family planning information (Gbagbo and Nkrumah, 2019; Kara
et al., 2019; Mutsindikwa et al., 2019). This discrepancy may be attributed to the current study
population having greater access to healthcare professionals compared to those in previous
studies. In those studies, students may have relied more on other media sources such as the
internet and social media for family planning information due to limited trust in healthcare
systems. This could also explain the lower percentage of respondents in the present study
seeking information from healthcare workers, as compared to online platforms. Students may
prefer to self-learn using information found on the internet and social media, creating an
opportunity for healthcare professionals to engage with these platforms and provide accurate,

evidence-based family planning information directly to the audience.

The growing influence of social media as a source of health information is evident in the
present study. Social media platforms, such as Instagram, TikTok, Facebook, and Twitter, were
reported by 37.1% of respondents as sources of family planning information concurring with
findings in Ghana (Gbagbo and Nkrumah, 2019). These findings collectively highlight the
increasing influence of social media as a tool for disseminating health-related knowledge,
especially among younger populations who frequently engage with these platforms as
observed (Bruce et al., 2024). The informal, often visually engaging nature of social media
creates an attractive platform for health information yet also carries the risk of spreading
misinformation due to social media being less regulated. This highlights the need for

healthcare workers to actively engage with social media platforms to deliver accurate,
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evidence-based family planning information and direct individuals toward reliable sources. By
guiding patients to credible, peer-reviewed websites, healthcare professionals may help
ensure that the information accessed has undergone stringent quality control (Ventola, 2014).
Additionally, campaigns focused on enhancing digital literacy would equip students and the
broader public with the skills necessary to critically assess health information and distinguish

credible sources from false or misleading content.

Another key observation in the present study was the reliance on informal sources of
information, particularly from friends and relatives. This finding mirrors research in India, where
family and friends accounted for nearly half of the reported sources of family planning
knowledge (Majhi et al., 2021). The preference for familiar sources may be influenced by
cultural factors, trust, and social norms that shape how individuals seek and share
reproductive health information. While personal networks may offer emotional support and
practical guidance, these sources may not provide the accuracy or comprehensiveness
necessary for well-informed decision-making. This is particularly concerning, as
misinformation or incomplete knowledge can lead to misconceptions about contraceptive
methods, improper use, or avoidance of certain options due to unfounded fears (Zinke-
Allmang et al., 2022). Evidence from Nairobi highlights this issue, demonstrating that reliance
on informal sources may contribute to gaps in reproductive health knowledge (Zinke-Allmang
et al., 2022). If formal education and healthcare systems do not address this gap, individuals
may continue making contraceptive choices based on anecdotal advice rather than medically
sound information, potentially increasing the risk of unintended pregnancies and ineffective

contraceptive use.

Family planning education efforts should not only focus on delivering accurate information but
also aim to challenge and deconstruct the misconceptions, cultural barriers, and social norms
that may be perpetuated through informal social networks (Ochako et al., 2015). Given the
strong influence of these networks on individuals’ understanding of reproductive health,
interventions should begin by engaging local communities, particularly influential figures such
as family members and peers. By providing these individuals with accurate information, it may
be possible to create a ripple effect that extends to broader social circles. Community-based
interventions would facilitate the dissemination of culturally appropriate, accurate family
planning knowledge, addressing both informational gaps and the social dynamics that shape
reproductive health decisions (Diamond-Smith et al., 2012). This approach was demonstrated
in Ghana, where community-based group discussions helped reduce myths and
misconceptions, particularly around contraceptive side effects, through the provision of

accurate information (Biney et al., 2021). Ultimately, these strategies could enhance
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reproductive health knowledge at the community level, fostering more informed decision-
making and contributing to the adoption of evidence-based family planning practices.

The findings of this study reveal both promising trends and notable gaps in knowledge
regarding family planning benefits. Overall, the respondents demonstrated a good
understanding of the key benefits of family planning whereby reducing unplanned pregnancies
was recognised by 94.3% of respondents, followed by preventing STIs (75.6%), slowing
population growth and reducing health risks associated with pregnancy. There are similarities
between the findings of the current study and those observed among participants from the
same age group in India who predominantly recognised preventing unplanned pregnancies
as the primary benefit of family planning, followed by STI prevention (Majhi et al., 2021). These
findings suggest that family planning is generally perceived as an important tool in public
health, particularly in terms of preventing unintended pregnancies and controlling the spread
of STls.

However, there were significant differences when comparing the findings of the present study
with a study in Ghana with a similar demographic profile. In the Ghanaian study, only 32.8%
of students recognised the reduction of unplanned pregnancies as a benefit of family planning,
in compared to 94.3% in the present study (Gbagbo and Nkrumah, 2019). Moreover,
awareness of other benefits was notably lower in Gbagbo and Nkrumah's (2019) sample, with
3.3% identifying family planning as a means to reduce overpopulation and only 1.6%
acknowledging the benefit of STI prevention. The findings from Gbagbo and Nkrumah, (2019)
suggest that while family planning may be widely recognised for the prevention of unplanned
pregnancies, there remains a substantial gap in knowledge about other health and societal
benefits. This gap is also evident in the current study, particularly in the lower recognition

(64.2%) of the reduction in infant mortality as an outcome of family planning.

These findings suggest that while there is a strong understanding of the core benefits of family
planning, the gaps in knowledge regarding broader benefits need to be addressed and that
current educational campaigns may be overly focused on the prevention of pregnancy and
STls (Sani et al., 2016). The limited recognition of family planning’s role in reducing infant
mortality is especially concerning. Without understanding the relationship between family
planning and the role of reducing infant mortality through birth spacing, individuals may not
prioritise the use of long-acting contraceptive methods that facilitate adequate birth intervals
(Haile et al., 2016). Short birth intervals, which occur when pregnancies are too closely
spaced, are linked to an increased risk of preterm births, low birth weight, and infant mortality
(Haile et al., 2016). Addressing this gap in knowledge is crucial to ensure that individuals are

equipped to make informed reproductive choices that support both maternal and child health.
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Future interventions should aim to expand the narrative of family planning to include the impact
on infant health, maternal health, as well as the overall financial well-being of families.

The results of the current study revealed significant associations between age, marital status,
faculty enrolment and knowledge of the benefits of family planning. Younger individuals (18-
21) in the present study demonstrated the highest level of knowledge that family planning
prevents STls, concurring with findings by Singh et al., (2023). This heightened awareness
may be attributed to the influence of digital media on younger audiences, who are frequently
exposed to information about sexual health through social media platforms, online campaigns,
and peer discussions. Additionally, the social dynamics within this age group, which often
encourage more open dialogue about topics like contraception and STI prevention, likely
contributed to this increased knowledge. This was observed by Yee and Simon (2010), further
reinforcing the role of social networks in shaping health knowledge, noting that women aged
19-35 strongly considered individuals within social circles to be crucial sources of information
and experiences regarding contraception. These findings emphasise the importance of
leveraging digital media and social networks to enhance family planning knowledge,

particularly among younger populations.

The relationship between education level and knowledge of family planning benefits is a critical
area of study in reproductive health research. The findings of the current study contrast with
those of Nachimuthu et al. (2022), who identified a strong association between education level
and contraceptive knowledge among Malaysian women aged 18—49. However, in the present
study, no significant association was found between education level and knowledge of these
benefits. This discrepancy may be attributed to variations in educational curricula and
exposure to reproductive health information which may influence the extent to which education
impacts family planning awareness in different contexts. Additionally, the age distribution of
the sample in the current study may have introduced a bias, as the majority of respondents
were younger and, therefore, had attained a lower level of education, such as a matric or NQF
Level 4 qualification. This limitation could provide a reason for the lack of significant
association between education level and knowledge of family planning benefits. To address
this limitation, future studies could ensure a more balanced age distribution by including a

broader range of participants from different age groups.

The gendered differences in family planning knowledge observed in the current study warrant
further examination, particularly in relation to the broader implications for reproductive health
education and interventions. The study revealed that female students exhibited higher
awareness than male students across all the benefits of family planning, although these

differences were not statistically significant (p > 0.05). This finding may be partially influenced

91



by the fact that the study sample consisted primarily of females, which may have
overrepresented the proportion of female students with an understanding of family planning
benefits. The disproportionate representation of female respondents in the current study
mirrors trends in other research, where studies have often focused exclusively on female
participants, which limits the generalisability of the findings to the broader university population
(Agbo et al., 2020; Akintade et al., 2011; Coetzee and Ngunyulu, 2015). As males and females
often have distinct experiences and perspectives regarding family planning (Agbo et al., 2020),
this imbalance in the sample may obscure potential gender-based differences in knowledge.
Future research should ensure that both male and female university students have a fair
representation in the study sample to better capture potential differences in knowledge

between male and female students.

The association between marital status and family planning knowledge has been explored in
various studies with mixed results. In the current study, single students demonstrated a higher
awareness of family planning benefits compared to those who were married or cohabiting,
aligning with the findings of Nachimuthu et al. (2022). This contrasts with a study by Oo et al.
(2019), which found that married Malaysian medical students had better knowledge of family
planning than single students. Several factors may explain these discrepancies. Firstly, single
students comprised the majority of the sample in the current study, and this group may be
more proactive in seeking formal family planning education. In contrast, married students may
rely more on personal experience or spousal input, which could limit the extent of knowledge
acquired. Furthermore, as noted by Oo et al. (2019), cultural factors may influence how
students engage with family planning information. Stigma surrounding family planning for
unmarried individuals may discourage single students from seeking information, whereas
married students may feel more supported or obligated to engage with family planning
resources. This cultural context could help explain why married students in Oo et al.'s (2019)
study reported better knowledge. To address these disparities, family planning education
should be tailored to be more inclusive and accessible, ensuring that it meets the needs of all

students, regardless of marital status.

An analysis of family planning knowledge across different academic faculties provided insight
into the influence of faculty enrolment on students’ awareness of family planning benefits.
Differences in family planning knowledge based on faculty enrolment were also observed in
the present study, with students from the Health Sciences faculty demonstrating the highest
awareness of family planning benefits. A possible explanation for this might be the increased
exposure to health-related coursework and practical training, which integrates family planning

as part of the curriculum. However, this highlights a gap in knowledge among students outside
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of the Health Sciences faculty. The knowledge gap in family planning among students outside
the Health Sciences faculty may lead to poor reproductive health decision-making, increased
risks of unplanned pregnancies, and perpetuation of misinformation. Without adequate
knowledge, students may make poorly informed reproductive health decisions, potentially
leading to unintended pregnancies, sexually transmitted infections, and other health
complications (Nsubuga et al., 2016). This lack of awareness may contribute to the increase
in misconceptions and misinformation regarding contraceptive methods, which may hinder
effective use of available family planning options (Jonas et al., 2022). To bridge this gap, the
integration of family planning education into orientation programs for first-year students may
provide foundational knowledge for all students, regardless of academic faculty, ensuring an

inclusive approach to family planning knowledge.

Concurring with findings by Singh et al. (2023), the results of the current study highlight a
strong understanding among participants regarding the effectiveness of dual contraception
with condoms in preventing both STls and pregnancy. This is consistent with global health
guidelines that prioritise condoms as the most reliable barrier method for STI prevention (Mann
et al., 2002; World Health Organization, 2024; Marfatia et al., 2015). However, the incorrect
identification of vasectomy/sterilisation and hormonal injections as effective methods for STI
prevention, along with 11.9% of respondents expressing uncertainty, indicates potential
knowledge gaps. Similar misconceptions were noted by Akintade et al. (2011) in Lesotho,
where methods such as sterilisation and the vaginal ring were mistakenly thought to offer STl

protection.

The persistence of these misconceptions likely stems from a lack of information and
understanding about the indications of various contraceptive methods. For instance, methods
such as sterilisation and hormonal injections are widely promoted for the effectiveness in
preventing pregnancy, which may inadvertently lead to assumptions about broader
preventative roles. These knowledge gaps carry important implications for public health.
Misconceptions regarding the capabilities of contraceptive methods may result in individuals
relying on ineffective options for STI prevention, thereby increasing vulnerability to infection
(Gbagbo and Nkrumah, 2019). Addressing these issues through focused educational
interventions that explicitly distinguish between methods designed to prevent both STIs and
pregnancy and those that exclusively prevent pregnancy is essential to reduce STI

transmission and improve overall sexual health outcomes.

The present study revealed both a strong awareness and notable gaps in knowledge regarding

hormonal family planning methods among participants. While oral contraceptive pills were
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widely recognised as a hormonal option, awareness of alternative hormonal methods, such
as patches and subdermal implants, was moderately lower. A similar study in Rwanda,
focusing on female secondary school students aged 15-19, found high recognition for
injectable contraceptives, implants, and oral contraceptive pills (Habumugisha et al., 2018).
Awareness of transdermal patches, however, was considerably lower in that context compared
to the current study. This gap in awareness suggests potential informational barriers or limited
exposure to these alternatives. A contributing factor may be the prescribing practices of
healthcare workers, who tend to favour methods that are more readily accessible within the
healthcare system such as oral contraceptive pills and hormonal injections. Less commonly
used options, such as hormonal patches, are not routinely offered or available, particularly
within the public sector, which may further limit student awareness and consideration of these
methods (Department of Health 2019b).

Moreover, some respondents in the present study misclassified non-hormonal methods,
including condoms and copper IUDs, as hormonal, pointing to a critical misunderstanding of
contraceptive types. This misclassification may be due to insufficient education as educational
programs may not distinguish between the types of family planning methods. The implications
of these misunderstandings are significant, as individuals may incorrectly associate the side
effects commonly linked with hormonal contraceptives with non-hormonal methods (Jonas et
al., 2022). This confusion may hinder informed decision-making leading to a decrease in the
utilisation of non-hormonal methods and therefore undermining the effectiveness of family
planning programs (Jonas et al., 2022). To address this, public health initiatives should clarify
the distinctions between hormonal and non-hormonal methods, enabling individuals to make

informed choices that better align with unique needs.

The current study revealed varying levels of knowledge regarding long-term (a period of 10
years or more) family planning methods. While sterilisation/vasectomy was correctly identified
by the majority of participants as an effective long-term pregnancy prevention method,
significant misconceptions persisted. This contrasts with recent findings by (Zeleke et al.,
2022) where the vasectomy was the least known long-term family planning method among
women of reproductive age in Ethiopia. This discrepancy could be attributed to differences in
the sample populations as Zeleke et al.'s, (2022) study focused solely on female participants,
who are often the primary recipients of reproductive health education and services. This may
have contributed to the lower recognition of vasectomy, as male contraceptive methods may
not be as widely discussed or promoted in such contexts. In contrast, the current study
included both male and female university students and although the majority of the sample

population was female, the predominant age group of 18-21 years may have influenced the
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awareness of vasectomies. This age group may more open to and accepting of various family
planning methods, including vasectomy, potentially leading to a higher level of awareness of

male contraceptive options within this population (Chinnaiyan and Babu, 2021).

A notable proportion of respondents in the current study incorrectly classified hormonal
injections, condoms and oral contraceptive pills as effective for long-term pregnancy
prevention. These findings suggest that some participants fail to recognise that these
contraceptive methods do not provide long-term protection and require periodic maintenance
(Desalegn et al., 2023). This misunderstanding of the duration and limitations of these
methods may lead to over-reliance on these methods, potentially resulting in unintended
pregnancies (Desalegn et al., 2023). These results highlight the need for more comprehensive
reproductive health education that not only addresses the effectiveness of different
contraceptive methods but also clarifies the specific duration of protection and conditions
under which the various methods remain effective. It is also possible that some participants
may have misinterpreted the question to mean that methods such as oral contraceptive pills,
and condoms when used consistently over time, may effectively prevent pregnancy in the long
term, rather than understanding the question as asking which methods offer extended
protection from a single use or administration. This misinterpretation may have influenced the
responses and contributed to the observed misconceptions. As such, this limitation should be
considered when interpreting the findings related to knowledge of long-term contraceptive

methods.

The current study demonstrates that university students have a good understanding of the
core benefits of family planning. However, there are significant gaps in knowledge regarding
broader aspects of family planning as well as the awareness of less well-known contraceptive
methods. There were notable misunderstandings surrounding contraceptive methods that
prevent STls, hormonal methods, and methods that prevent unplanned pregnancy long-term.
Current public campaigns on family planning primarily focus on preventing unplanned
pregnancies and STls. Given the results of this study, future public health campaigns should
broaden the scope to include the prevention of unplanned pregnancies and STls, as well as
the broader benefits of family planning while addressing misconceptions about contraceptive
methods and raising awareness of less-known methods. By targeting specific demographic
groups with lower awareness, campaigns may better equip individuals to make informed

reproductive health decisions.
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5.3 Utilisation of family planning

Understanding contraceptive use and family planning behaviours among university students
is essential for addressing gaps in reproductive health education and services. A substantial
42.5% of students reported being sexually active, which is considerably lower than the 74%
reported by Coetzee and Ngunyulu, (2015) in the study conducted across two campuses in
Gauteng, South Africa. The lower proportion of sexually active students in the present study
compared to Coetzee and Ngunyulu, (2015) is particularly notable given that both studies had

a majority of participants within the same age group.

A possible explanation for this difference is the shift in the South African high school curriculum
from Outcome-Based Education (OBE) to CAPS between 2012 and 2014. The revised CAPS
Life Orientation curriculum places greater emphasis on structured, age-appropriate content
related to sexual and reproductive health, including contraception, sexually transmitted
infections, and responsible decision-making (Department of Basic Education, 2011). Given the
predominant age range of the current study population (18-21 years), most participants would
have received high school education under the CAPS curriculum. Exposure to this revised
curriculum may have contributed to informed choices and possibly a decrease in sexual
activity, when compared to student cohorts educated under the OBE framework (Prinsloo,
2007). Although the current study did not specifically examine the impact of curriculum

exposure, this shift remains a potentially important contextual factor.

An additional factor that may have influenced levels of sexual behaviour in the present study
is the influence of social desirability bias on self-reporting. Despite assurances of anonymity
and confidentiality, students may have underreported sexual activity due to stigma, fear of
judgment, or perceived societal expectations, leading responses to reflect what is considered
more socially acceptable. The possibility of underreporting is concerning, as this may conceal
the true extent of students’ sexual activity and, by extension, contraceptive needs. The
underreporting of sexual activity among university students may also downplay the need for
reproductive health services, leading to gaps in sexual health education and contraceptive
provision. This has been noted in previous studies, such as those by Cantos et al. (2021) and
Humpbhries et al. (2019), which found that high school students often underreported sexual
activity, particularly when engaging in risky sexual behaviours. As a result, underreporting may
lead to inadequate preparedness for safe sexual practices, heightening the risk of unintended

pregnancies and STIs (Cantos et al., 2021; Humphries et al., 2019).
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The findings of the present study on sexual activity are more consistent with those of Nsubuga
et al. (2016) in Uganda. However, a key distinction is that the majority of participants in
Nsubuga et al.'s study were older (20—24 years), whereas the present study had a younger
participant base. The lower proportion of sexually active students observed in this study may
be attributed to age-related differences in sexual behaviour, as younger individuals may have

fewer sexual experiences compared to the older counterparts (James-Hawkins, 2019).

Effective utilisation of family planning services is crucial for preventing unintended pregnancies
and promoting reproductive health among university students. However, the present study
highlights a notable disparity between awareness and actual usage of these services. Despite
a 98% awareness of family planning, only 68% of sexually active students reported utilising
these services. Similar patterns have been observed in Kenya and Northern Ghana among
female university students, suggesting that awareness alone is insufficient to drive higher
uptake and that other underlying factors may play a more significant role in determining family

planning utilisation (Chepkwony et al., 2023; Sulemana et al., 2024).

When considering the entire sample population in the present study, only 35.7% reported
using family planning services, a figure substantially lower than those reported in previous
studies (Akintade et al., 2011; Nsubuga et al., 2016; Singh et al., 2023). While a considerable
proportion of sexually active students in the current study utilise contraceptive methods, the
substantial percentage that does not is concerning, particularly as the rate of non-use
surpasses the 22% reported by Nsubuga et al. (2016). This underutilisation of family planning
services has significant implications for sexual and reproductive health. Failure to use
contraception consistently increases the risk of unintended pregnancies and STls, which may
have far-reaching consequences for students’ academic progress, financial stability, and

overall well-being (Kassie et al., 2019; Troutman et al., 2020).

For contraception to be truly effective, consistent and correct use is required. The findings of
the present study revealed variability in how students use contraception, with some reporting
more consistent practices than others. Specifically, 43.1% of students reported using
contraception daily, similar to findings by Coetzee and Ngunyulu (2015) where 61% of
students reported daily use. In the present study only 35.1% of respondents reported using
contraception exclusively during sexual intercourse concurring with findings in previous
studies (Hoque and Ghuman, 2012; Mutsindikwa et al., 2019). This variability in contraceptive
use may be influenced by the type of contraceptive method used. For instance, oral
contraceptive pills require daily use to be effective, whereas condoms are typically used only

during sexual activity.
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Contraceptive preferences are shaped by multiple factors, including geographical location,
accessibility, and personal choice. While national data indicate that hormonal injections are
the most used contraceptive method in South Africa, particularly in rural areas, the present
study found a lower uptake among university students (National Department of Health, 2019).
This difference may be attributed to the study setting, as previous research was conducted
primarily in rural areas, whereas the current study focused on university students in an urban
environment. Geographic location may be a determinant of contraceptive choices, with rural
populations more likely to utilise hormonal injections due to the necessity of long-acting

methods in settings where healthcare access is limited (Chola et al., 2019; Jonas et al., 2021).

Reflecting these geographical variations, male condoms and oral contraceptive pills were the
most utilised methods among university students in the current study. This finding aligns with
the most recognised contraceptive options in the study. These results align with previous
research and suggest that the high uptake of male condoms may be attributed to several
factors. These factors include the prevalence of public health messaging regarding STI
prevention, the widespread availability and perceived ease of access to condoms, as well as
the low cost, especially in universities where condoms are freely available (Hoque and
Ghuman, 2012a; Nsubuga et al., 2016). Furthermore, condoms require minimal interaction

with healthcare providers, making this a convenient and discreet option for students.

Following male condoms, oral contraceptive pills were the second most frequently used
contraceptive method in the current study. This may be due to the availability in pharmacies,
which were reported as the most common source of family planning services. In urban
settings, particularly within shopping centres and malls, pharmacies offer convenient access
to contraceptives, which contributes to the preference for short-term methods (Manet et al.,
2023). However, contrary to the findings of this study, previous research has reported oral
contraceptive pills as the most used family planning method (Coetzee and Ngunyulu, 2015;
Kara et al., 2019; Singh et al., 2023). This discrepancy may be attributed to differences in
sample populations, as these studies were conducted exclusively with female participants,
which may have resulted in a higher utilisation rate of oral contraceptives, a method

specifically designed for females.

However, the reliance on condoms and oral contraceptive pills raises concerns regarding
adherence and effectiveness. While condoms provide dual protection against pregnancy and
STls, the efficacy depends on consistent and correct use. Likewise, oral contraceptive pills

require strict adherence to a daily regimen, increasing the risk of contraceptive failure if not
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used consistently. These findings highlight the need for targeted reproductive health
interventions that promote awareness of long-acting methods alongside short-term options,
ensuring that university students make informed choices based on both accessibility and
effectiveness. Additionally, the implications of these findings suggest that while family planning
education and interventions should provide a comprehensive overview of all available
methods, greater emphasis should be placed on addressing the specific needs of different

demographic groups and the contraceptive methods most utilised by each group.

Students' contraceptive choices are influenced by factors such as convenience, cost, and
perceived efficacy. A significant proportion of respondents in the current study, identified ease
of access and ease of use as primary reasons for selecting the preferred family planning
method. These findings concur with results in Ghana, highlighting the importance of
convenience in contraceptive decision-making (Gbagbo and Nkrumah, 2019). Affordability
was reported as another key factor in the current study, followed by the effectiveness of
contraceptive methods, consistent with findings from a synthesis of systematic reviews by
D’'Souza et al. (2022). These trends suggest that financial considerations and perceived
efficacy represent critical roles in shaping contraceptive preferences among university

students.

This was also observed in the present study, where condoms were frequently utilised as a
contraceptive method. Condoms are inexpensive or often free, readily accessible, and highly
effective when used correctly. The affordability and availability of condoms in university
settings make the method a popular choice for students seeking a cost-effective and
convenient form of contraception. Additionally, condoms are perceived to be effective in
preventing both unintended pregnancies and STIs, further solidifying the method as the
preferred contraceptive choice among students. Consequently, these findings highlight the
need for universities and public health institutions to ensure that contraceptive options are not
only accessible and affordable but also effective, to meet the diverse needs of the student

population.

The findings of the present study revealed important insights into the motivations behind
contraceptive use among university students. The primary reasons for contraception use, as
reported by sexually active students, included the prevention of unintended pregnancies, with
a smaller proportion reporting protection against STls. This pattern suggests a potential gap
in sexual health education, with students focusing more on pregnancy prevention while
overlooking STI prevention. As observed in previous research by Both and Samuel (2014),

students often prioritise pregnancy prevention while forgetting to in safeguard against STls.
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Ignoring STI prevention could lead to an increased risk of transmission, particularly among
students who might not use condoms consistently or correctly and often engage in risky sexual
behaviour (Mutinta, 2022).

In contrast, Kara et al. (2019) reported that the majority of respondents in Tanzania used
contraception primarily to prevent STls, suggesting possible regional or cultural differences in
the way sexual health education is approached. In some parts of Tanzania, a stronger
emphasis on STl awareness may stem from higher prevalence rates of infections such as HIV,
syphilis, and gonorrhoea among young people (Abdul et al., 2018). Public health campaigns
in these areas often focus heavily on STI prevention, which may lead students to prioritise
protection against infections over pregnancy prevention. These findings highlight the need for
educational campaigns to highlight the dual benefits of contraception, ensuring that students

are well informed about both pregnancy prevention and STI protection.

Contraceptive use among students extends beyond pregnancy and STI prevention, with both
sexually active and non-sexually active students in the current study relying on various
methods to manage menstrual symptoms and treat gynaecological conditions. This highlights
the broader role of contraception as a medical intervention for reproductive health. The high
proportion of female students aged 18-21 in this study is particularly relevant, as this age
group is more likely to experience menstrual irregularities, dysmenorrhoea, and other
gynaecological conditions that can be managed with hormonal contraceptives (Odongo et al.,
2023; Schroll et al., 2023). The dual purpose of contraception as both a medical treatment and
a preventative measure, demonstrates the importance of ensuring accessible options for
students. These findings reinforce the need for comprehensive education and healthcare
services that address not only sexual health but also broader reproductive health concerns,

particularly for young women who require contraception for medical reasons.

The discontinuation of family planning methods among university students presents significant
public health and reproductive health concerns. A substantial proportion of respondents in the
present study reported discontinuing a previously used contraceptive method, a rate higher
than those documented by Agbo et al. (2020) and Akintade et al. (2011). Unlike the previous
studies conducted in semi-urban tertiary institutions, the present study took place in an urban
environment where contraceptive options are more accessible. Increased accessibility to a
range of methods may encourage students to switch methods rather than persist with a single
option, contributing to higher discontinuation rates. Discontinuation without immediate
adoption of an alternative method increases the risk of unintended pregnancies and exposure

to STls, particularly if the discontinued method included barrier protection such as condoms.
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The primary reason for contraceptive discontinuation in the present study was the experience
of side effects, followed by concerns about developing more serious side effects. This finding
aligns with Agbo et al. (2020) and Akintade et al. (2011), who similarly identified side effects
as a major factor in discontinuation. Side effects such as weight gain, mood swings,
headaches, and irregular bleeding may significantly disrupt daily life, affecting academic
performance, social interactions, and overall well-being (Zimmerman et al., 2021). These
disruptions may lead to frustration and dissatisfaction, often resulting in discontinuation of the
contraceptive method. These disruptions can cause frustration and dissatisfaction with
contraception, often leading to discontinuation. Furthermore, many students may not receive
sufficient follow-up care after starting a contraceptive method. Without proper guidance, side
effects may be perceived as intolerable or indicative of serious health risks, prompting
students to prematurely abandon the method. To prevent this, comprehensive counselling is
crucial to ensure students are informed about potential side effects and aware of alternative
methods. This support may help students make well-informed decisions and promote

continued, consistent contraceptive use.

In addition to medical concerns, social media, friends or partners also played a role in
influencing contraceptive discontinuation. A small proportion of respondents in the present
study cited discouragement from social media posts as a reason for stopping contraception.
This supports existing research on the impact of social media on contraceptive decision-
making (Huang et al., 2024; Samosir et al., 2020). Misinformation or exaggerated claims
shared online may contribute to negative perceptions of contraceptive methods, potentially
deterring students from continued use. Moreover, this misinformation may be propagated by
friends and partners, who use social media platforms to spread inaccurate information, further
discouraging contraceptive use (Ochako et al., 2015). This influence may amplify the negative
impact of social media on students' contraceptive decisions. Given the widespread reliance
on social media for health information, there is a growing need to ensure that these platforms
provide credible, evidence-based content. Healthcare professionals could be integrated into
social media spaces to actively counter misinformation, offer professional guidance, and

engage with audiences in a way that fosters informed decision-making.

The need for formal regulations governing medical information on social media remains a
critical issue. Healthcare professionals on social media can also monitor and regulate medical
content to prevent the spread of misleading or harmful health claims. Regulatory measures
are essential to uphold the integrity of health-related discussions online and protect individuals

from false or exaggerated claims. However, excessive regulation may limit open discourse,
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particularly in regions where certain reproductive health topics are already censored or banned
(Ventola, 2014; Madden et al., 2016). In such contexts, stringent regulation could further
restrict access to critical information, hindering public engagement in discussions about
contraception and reproductive health. It is therefore crucial to find a balance between
regulation and accessibility to ensure that individuals receive accurate, evidence-based

information while safeguarding the open exchange of ideas.

Although concerns about cancer, cost, and inconvenience were reported as minor reasons for
contraceptive discontinuation in the present study, these factors remain significant and should
not be overlooked. Cost and convenience can act as barriers to consistent contraceptive use,
particularly among students facing financial constraints or logistical challenges. To address
these concerns, ensuring contraceptive methods are affordable, accessible, and suited to
students' needs is essential. Strategies such as offering subsidised services may help reduce
cost-related barriers (Kriel et al., 2023). While the university campus health clinics in the
present study provide subsidised primary healthcare services for all students, the majority of
students are unaware of these services and therefore do not utilise the clinic facilities
(University of the Witwatersrand, 2024). Increasing access to and awareness of long-acting
reversible contraceptives (LARCs) could also aid in improving adherence as these methods

require less frequent management (Kaneshiro and Salcedo, 2015).

To address gaps in family planning utilisation, exploring the motivations reported by non-users
is essential. The findings of the current study indicate that non-users of family planning are
primarily motivated by a desire for more education and information about contraception, as
well as a greater awareness of the benefits of family planning, which is often hindered by the
oversaturation of misinformation and myths that circulate (Jonas et al., 2022; Ochako et al.,
2015). These misconceptions, such as concerns about side effects or the effectiveness of
certain methods, act as significant barriers, preventing individuals from seeking out or adopting

family planning options (Jonas et al., 2022).

Another motivation reported by non-users of contraceptives in the current study, was the need
for increased access to affordable, reliable contraceptive methods, suggesting that non-users
may lack access to preferred options that are both effective and suitable. Factors such as cost,
availability, and logistical barriers may prevent individuals from obtaining the most appropriate
contraception, serving as a significant deterrent to family planning use (Manet et al., 2023).
Additionally, guidance from healthcare professionals was also reported as a key factor in
encouraging use, highlighting the role of these providers as trustworthy sources of information

who may aid in dispelling myths and supporting informed decision-making (Ventola, 2014).
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These findings emphasise the importance of improving sexual and reproductive health
education, ensuring affordable and reliable contraceptive access, and strengthening the role
of healthcare professionals in providing accurate, non-judgmental support to increase the

utilisation of family planning methods.

The bivariate and multivariate analyses in this study revealed that family planning utilisation
among students is shaped by various demographic and behavioural factors. Age was not
independently associated with contraceptive behaviours in the adjusted model, likely due to
interactions with variables such as marital status and living arrangements. This adjusted model
more accurately reflects the true relationship, indicating that age alone is not a strong
determinant of family planning use. A similar finding was reported by Singh et al. (2023), who
observed that age did not significantly influence contraceptive practices among participants in
India. In contrast, in Northern Ghana, age was a significant predictor of contraceptive use, with
older students more likely to use contraception (Sulemana et al.,, 2024). These findings
challenge the common assumption that younger individuals are more likely to use family
planning, highlighting the importance of considering broader contextual factors when

designing interventions, rather than focusing solely on age as a predictor.

The significant association between higher educational attainment and family planning use in
the current study highlights the crucial role of education in shaping reproductive health
decisions. Higher education is often linked to improved health literacy, greater awareness of
contraceptive options, and enhanced decision-making autonomy, which collectively contribute
to increased family planning utilisation (Babiarz et al., 2017). For instance, students with
Master’s degrees in the current study exhibited notably higher odds of using family planning
compared to those with only a Bachelor’s degree, reinforcing the understanding that advanced
education fosters a better understanding of reproductive health and the benefits of
contraception. However, the wide confidence interval suggests variability in the magnitude of
this association, potentially due to the study's sample size limitations, which may have reduced

the precision of the estimates.

These findings align with previous research by Adefalu et al. (2019), which indicates that
higher educational attainment enhances individuals’ ability to critically evaluate health
information, dispel misconceptions, and exercise greater agency in reproductive decision-
making. This has significant implications for public health interventions, as increasing
educational opportunities, particularly for young women, may contribute to higher
contraceptive uptake and improved reproductive health outcomes that lead to enhanced

economic opportunities (Starbird et al., 2016). Moreover, the findings highlight the importance
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of integrating comprehensive sexual and reproductive health education into academic
curricula, ensuring that students at all educational levels have access to accurate information

that supports informed choices.

Marital status and living arrangements were identified as significant behavioural predictors of
family planning utilisation in the current study, with single students having significantly lower
odds of using contraception compared to those who were cohabiting. However, being single
does not necessarily indicate a lack of sexual activity, as many single students may still be
engaged in casual or committed relationships where contraception remains relevant. This
finding aligns with Galvin and Nel (2024), who identified relationship status as the only
demographic characteristic significantly associated with contraceptive use, with single

individuals being less likely to use contraception than those in relationships.

These findings highlight the complex relationship between contraceptive behaviour and
relationship dynamics. Cohabiting individuals may perceive a more immediate need for
contraception due to regular intimacy and shared responsibility for reproductive health
(Osborne and Bangura, 2024). In contrast, single students, particularly those engaging in
sporadic sexual encounters, may not prioritise contraception due to a lower perceived risk or
the unplanned nature of the relevant sexual activity (Upadhyay et al., 2016). Additionally,
barriers such as limited access, social stigma, or a lack of discussion about contraception in
casual relationships may further contribute to inconsistent use among single individuals
(Upadhyay et al., 2016).

These findings suggest that traditional approaches to family planning interventions, which
often focus on married or cohabiting individuals, may fail to address the contraceptive needs
of single individuals, including those in non-traditional or casual relationships. Overlooking this
gap may lead to higher rates of unplanned pregnancies and inconsistent contraceptive use.
Therefore, public health initiatives should normalise contraceptive discussions beyond the
context of marriage or cohabitation. Expanding access to discreet, affordable, and youth-
friendly contraceptive services, alongside targeted sexual health education that emphasises
the importance of contraception regardless of relationship status, is essential for improving
family planning utilisation and ensuring that all sexually active individuals have the resources

and knowledge necessary to make informed reproductive health decisions (Kriel et al., 2023).

Students in the current study that were residing with a spouse or partner were significantly
more likely to use family planning compared to students residing in a parental home, with

remarkably high odds ratios in both crude and adjusted models, potentially due to an increase
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in privacy with regards to sexual activity. Similar trends were observed in students living with
extended family or siblings, although non-significant in adjusted models, suggesting the effect
of potential confounding factors. In contrast, Munuo and Moshi (2022), reported no significant
association between primary place of residence and contraceptive use. This discrepancy may
be due to the previous study being conducted across multiple higher learning institutions,
providing a broader perspective whereas the current study was only conducted across one
higher learning institution. While the findings suggest that primary place of residence may
influence contraceptive behaviours, further research with larger, more diverse samples is

required to gain a deeper understanding of these dynamics.

Awareness of family planning as well as knowledge about the benefits of family planning
regarding population growth and STI prevention, significantly influenced contraception
utilisation rates in the current study. This finding supports prior literature that reported that
individuals with accurate knowledge that go beyond knowing a few contraceptive methods,
such as knowledge of benefits, are more likely to use contraception (Munuo and Moshi, 2022;
Yadassa et al., 2023). Interestingly, although most students understood the role of family
planning’ in reducing unplanned pregnancies, this knowledge did not significantly affect
contraceptive use, highlighting the need to address factors beyond knowledge to promote
utilisation. Despite having knowledge about family planning, social and cultural barriers,
limited access to contraceptives, misinformation, partner influence, health concerns, and
infrequent sexual activity can prevent individuals from using contraception effectively (Haider
and Sharma, 2012; Mushy et al., 2020; Silumbwe et al., 2018).

Given that the main motivations for contraceptive use in the current study (preventing
unintended pregnancies and protecting against STIs) were directly tied to sexual activity, it is
not surprising that the findings indicate a strong association between sexual activity and
increased likelihood of using family planning. Sexual activity increases the risk of unintended
pregnancies and STls, therefore prompting sexually active students to take preventative

measures (Troutman et al., 2020).

In the present study, previous discontinuation of contraceptive methods was identified as a
significant predictor of reduced current contraceptive use. Participants primarily discontinued
contraception due to side effects, which possibly contributed to the hesitation to resume
contraceptive use. This highlights the importance of developing strategies to address the
underlying reasons for discontinuation, such as side effects or dissatisfaction with a method.
Offering alternatives, such as non-hormonal methods may provide options for those who are

sensitive to hormones (Tin et al., 2020). Additionally, exploring different hormonal options with
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fewer side effects may help individuals find a more suitable method while promoting sustained

and effective contraceptive use (Tin et al., 2020).

Ease of access to family planning services and the ability to obtain preferred methods were
significant determinants of contraceptive use in the current study. Students who had difficulty
accessing family planning services were significantly less likely to use contraception,
highlighting the importance of reducing barriers to service availability. Similar findings were
reported by Manet et al., (2023), who noted that easier access to services favoured higher
contraceptive use. Limited access may stem from factors such as geographical distance,
financial constraints, restrictive policies, or lack of awareness about available services, all of

which may deter individuals from seeking contraception (Haider and Sharma, 2012).

Furthermore, students who were consistently able to obtain the preferred contraceptive
methods were significantly more likely to utilise contraception, reinforcing the importance of
method availability in sustaining family planning practices. This aligns with the findings of
Mushy et al. (2020), who reported that the availability of a preferred contraceptive method
translated to an increase in contraceptive use. In Tanzania, participants reported not using
contraception due to preferred methods being unavailable or healthcare workers not being
trained to administer those methods (Mushy et al., 2020). The implications of these findings
are substantial, as a lack of choice to familiar and preferred methods may lead to inconsistent
use of another method, method discontinuation, or complete avoidance of contraception.
These findings highlight the importance of healthcare systems providing a variety of
contraceptive methods where possible and ensuring that required personnel are adequately

trained to administer those contraceptive methods (Mushy et al., 2020).

5.4 Access to family planning

The findings of the current study highlight a significant reliance on pharmacies as the primary
source of family planning services, a trend that aligns with previous research emphasising the
accessibility and convenience of pharmacies for young adults (Aloo et al., 2023; Kara et al.,
2019). However, this result contrasts with other studies in the existing literature. For instance,
Nsubuga et al. (2016) found that a large percentage of university students in Uganda accessed
contraceptives from government-run and private hospitals. Similarly, Akintade et al. (2011)
reported that public healthcare centres accounted for 42.2% of respondents’ choices in

Lesotho.
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In South Africa, the public sector offers a variety of contraceptive methods; however, certain
options, such as the hormonal patch and vaginal ring, are not provided and are instead
available in the private sector. Despite this, public community healthcare clinics and private
healthcare providers were not as widely utilised compared to pharmacies in the present study.
This lower utilisation appears to be method-specific, as many students obtained the preferred
contraceptive methods, such as condoms, directly from pharmacies without needing to visit a
healthcare facility. The widespread availability of condoms, which were the most used method
in the current study, as well as the accessibility of oral contraceptive pills at pharmacies,
potentially reduced the need for students to seek services at public clinics or private healthcare

providers.

Given the reliance on pharmacies for contraceptive services in the present study, there is a
pressing need for pharmacists to take a more active role in family planning interventions.
Beyond dispensing contraceptives, pharmacists are well-positioned to implement structured
educational campaigns that offer targeted advice on a range of contraceptive methods,
including those that are less frequently used, such as the hormonal patch and vaginal ring
(Aloo et al., 2023). Such initiatives could help address potential gaps in contraceptive
awareness and empower students to make informed choices about reproductive health.
Additionally, pharmacists who have undergone supplementary training from an accredited
provider and obtained a permit as per Section 22A (15) of the Medicines and Related
Substances Act, 101 of 1965, are uniquely equipped to provide family planning services in a
more comprehensive manner. These pharmacists can also implement targeted interventions
during interactions with students, such as when supplying emergency contraception (EC). In
these instances, pharmacists can provide detailed counselling on routine contraceptive
methods, addressing students’ specific needs and preferences (South African Pharmacy
Council, 2022). By proactively offering guidance on long-term contraceptive options,
pharmacists can aid in reducing the recurrence of EC use and promoting more consistent

contraceptive use.

The findings from the current study reveal that the Wits Campus Health Clinics serve as a
source of family planning for only 14% of the university population, with 31.3% of students
aware of the family planning services offered. These findings are consistent with the findings
reported by Adams et al. (2017) who noted that students as well as staff at the University of
Stellenbosch in Western Cape, South Africa often reported being unaware of the family
planning services offered at the campus clinic, contributing to low service attendance. This low
level of awareness is concerning as students may not seek assistance until problems arise,

such as unintended pregnancies or STls. This reactive approach may lead to poorer health
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outcomes, which might have been preventable with early access to contraceptive options and

counselling.

Conversely, the University of Venda exhibited a distinctly higher utilisation rate, with 63% of
students utilising the campus clinic services and 95% aware of the services available
(Sanyaolu, 2017). Similarly, more than two-thirds of female university students in Lesotho were
aware of the family planning services on the university campus (Akintade et al., 2011). This
disparity may be attributed to various factors, including the geolocation of the campus clinic
and the surrounding infrastructure, which may influence both awareness and accessibility

(Adams et al., 2017). These findings highlight that awareness directly correlates with the
uptake of services. The higher awareness at these institutions suggests that improved
communication, better visibility of services, and accessible infrastructure are key components

in encouraging students to use family planning services.

In the current study, awareness of family planning services at Wits Campus Health Clinics was
significantly influenced by sex, with female students demonstrating higher levels of awareness
compared to male students. This could be explained by the availability of male condoms in
student bathrooms, which reduces the perceived need for additional sources of contraception
among male students. In contrast, female students may be more aware of the services offered
by the campus clinics due to the need for consultations when accessing contraceptive

methods such hormonal injections and oral contraceptive pills through the clinic.

Although awareness of family planning services at Wits Campus Health Clinics was not
statistically significantly associated with educational attainment, undergraduate students
reported the highest levels of awareness. This may be due to undergraduate students
spending more time on campus compared to postgraduate students, who generally have fewer
classes and may be less exposed to campus health initiatives. Similarly, faculty enrolment did
not significantly impact awareness of the campus health services, however, students in the
Faculty of Health Sciences demonstrated the highest level of awareness. This could be
attributed to Health Sciences students receiving vaccinations as well as other services

including post-exposure prophylaxis at the campus clinic.

Universities should enhance the visibility of campus health clinics through targeted outreach,
including improved signage, social media promotion, and strategic engagement with male and
postgraduate students, groups often underrepresented in health service utilisation.
Additionally, these services should be highlighted during Orientation Week for new students

and at the beginning of each academic year for returning students, ensuring that all students
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are well-informed about the available resources. However, despite these efforts, the operating
hours of campus clinics may still present significant barriers for students. With the clinics
closed on public holidays and weekends, and with operational hours ending at 16:30, many
students with demanding academic schedules or part-time employment may find it difficult to
access these services during regular hours. This restricted access could lead to a delay in

seeking necessary healthcare.

In this context, the adoption of virtual consultations could significantly improve accessibility to
family planning services, offering students the flexibility to seek care outside of traditional
hours. The rapid adoption of telemedicine in South Africa during the COVID-19 pandemic
demonstrated the potential of digital healthcare solutions, particularly in remote areas, to
overcome barriers to access (Mbunge et al., 2022). Virtual consultations could enable students
to receive timely guidance on contraceptive options, counselling, and general reproductive
health advice. However, as evidenced during the pandemic, telemedicine's reliance on virtual
platforms also raised concerns regarding the potential for misdiagnosis or delayed care for
more complex conditions (Willie et al., 2021). Therefore, while virtual consultations can expand
access, particularly for routine family planning needs, it is crucial to adopt a balanced approach
that ensures timely follow-up care and provides in-person consultations when necessary for

more comprehensive assessments.

The positive perceptions of support received from healthcare professionals in the present
study align with existing research highlighting the critical role of empathetic and non-
judgmental interactions in improving service uptake (Brittain et al., 2018; Jonas et al., 2022).
Empathy in healthcare delivery fosters trust and encourages individuals to seek care,
particularly for sensitive issues such as sexual and reproductive health (Brittain et al., 2018).
Students that feel supported and understood by healthcare providers, are more likely to utilise
available services, ultimately contributing to better health outcomes (Jonas et al., 2022).
However, the presence of neutral responses in the current study suggests variability in student
experiences, indicating that not all individuals received the same level of support. Furthermore,
the presence of outliers reflecting unsupportive encounters highlights the inconsistency in care
provision, which may discourage some students from engaging with healthcare services in the

future.

These findings are consistent with those of Musakwa et al. (2021), who documented mixed
experiences among first-year students in Johannesburg, South Africa, with campus healthcare
providers. Some students reported positive, supportive interactions, whereas others

encountered dismissive attitudes, which may have contributed to hesitancy in seeking further
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care. Such variability in experiences suggests that the quality of care is not solely dependent
on the clinical competencies of healthcare providers but is also influenced by provider attitudes
and implicit biases. The inconsistency in service provision may erode students’ trust in campus

health services, potentially leading to underutilisation of essential reproductive healthcare.

A mixed-methods systematic review conducted by Bohren et al. (2022) further supports this
perspective, revealing that while many healthcare workers demonstrated awareness of stigma
and discrimination, limited interventional efforts had been implemented to address these
issues. The review found that health workers who participated in stigma-reduction strategies
reported increased introspection and cultural humility. However, despite these insights, a
significant gap remains in translating awareness into sustained behavioural change. To
address this, structured training programmes should be implemented to enhance healthcare
providers’ awareness of stigma and discrimination while fostering cultural humility and person-

centred care.

Beyond individual-level interventions, policy reforms are also necessary to ensure that
healthcare environments are inclusive and supportive (Hussein and Ferguson, 2019).
Institutions should develop and enforce policies that explicitly address stigma and
discrimination within healthcare settings, ensuring that these frameworks are regularly
evaluated for effectiveness. Standardised provider training, coupled with institutional policy
interventions, can contribute to a more supportive healthcare environment where students feel

empowered to seek and utilise reproductive health services without fear of judgment or bias.

Family planning services were reported as readily accessible by the majority of respondents
in the present study, although the presence of neutral responses suggests variability in
experiences with access. These findings align with previous research, such as Akintade et al.
(2011), who reported that 64.4% of respondents in Lesotho found family planning services to
be accessible, and Gbagbo and Nkrumah (2019), who observed that 66% of respondents in
Ghana held similar perceptions. Notably, only a small proportion of respondents in the present
study considered family planning services inaccessible, a finding that contrasts with Nsubuga
et al. (2016), who reported that 23.6% of university students in Uganda experienced
challenges in accessing these services. This variation may be attributed to differences in
healthcare infrastructure, particularly in the availability and geographical proximity of family

planning services, which can significantly influence perceptions of accessibility.

The accessibility of family planning services is often contingent on the range of contraceptive

options available across different healthcare settings. Public and private healthcare institutions
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in South Africa generally provide a comprehensive range of contraceptive methods, including
short-acting options such as oral contraceptive pills, injectables, and condoms, as well as
long-acting reversible contraceptives (LARCs) such as IUDs and contraceptive implants
(Department of Health, 2019). Private healthcare providers frequently offer an even broader
selection of contraceptives, including methods such as the hormonal patch and vaginal ring,
which are not routinely available in the public sector. This therefore improves the access to

family planning services for university students.

In Uganda, although urban areas are generally perceived as having better access to family
planning services, accessibility remains uneven across different urban settings. This may
explain the high level of Ugandan students experiencing difficulties in accessing family
planning services (Nsubuga et al., 2016). A significant proportion of urban residents live in
informal settlements, where primary healthcare structures are often inadequate or entirely
absent (Bwire et al., 2024). This disparity can be attributed to the historical developmental
focus on rural areas, which has led to the expansion of healthcare infrastructure in those
regions while leaving urban informal settlements underserved (Bwire et al., 2024). As a result,
many residents in these areas face substantial barriers to accessing free, high-quality

healthcare, including family planning services.

The combination of both positive and neutral responses regarding the availability of specific
contraceptive methods in the current study, suggest that some respondents may have had
limited experience with the available options, indicating mixed feelings or uncertainty
regarding accessibility. While the majority of students may find the available contraceptive
options adequate, the presence of neutral responses indicates that some individuals may not

have had sufficient exposure to or knowledge about the full range of methods available.

In contrast, previous studies have documented more pronounced dissatisfaction with
contraceptive availability, often linked to systemic challenges such as frequent stock-outs of
preferred contraceptive methods or the absence of trained personnel to administer certain
contraceptives (Mushy et al., 2020; Silumbwe et al., 2018). These factors can significantly
hinder contraceptive access, particularly for students who rely on easily available and
consistent supplies to maintain reproductive health. The variability in student responses in the
current study suggests that, although stock-outs or service gaps may not be as severe,
inconsistencies in supply or personnel training may still contribute to uncertainty regarding
contraceptive availability. When access to a preferred contraceptive method is limited, the
likelihood of forgoing contraception altogether increases, subsequently heightening the risk of

unintended pregnancy and STls (Mushy et al., 2020). Such outcomes have the potential to

111



disrupt academic progress, impose financial and psychological burdens, and negatively affect
overall well-being (Troutman et al., 2020). Addressing these barriers through improved
accessibility, consistent contraceptive supply, and comprehensive sexual and reproductive

health education is essential in mitigating these risks.

In the present study, concerns about side effects was identified as the most frequently reported
barrier preventing students from seeking family planning services, a finding consistent with
research in Kenya and Tanzania (Ochako et al., 2015; Mushy et al., 2020). This fear is often
exacerbated by myths and misinformation, as observed by Jonas et al. (2022), where
perceived and actual side effects caused individuals to avoid accessing contraceptives.
Common side effects reported by respondents included weight gain, irregular bleeding and

fertility problems (Jonas et al., 2022).

The hesitancy to utilise family planning services due to concerns about side effects carries
substantial public health and socio-economic implications, particularly among university
students. Apprehension regarding potential side effects may result in inconsistent
contraceptive use or a complete avoidance of contraception, increasing the risk of unintended
pregnancies and STls (Mushy et al., 2020). This is particularly concerning given that not all
contraceptive methods share the same side effect profile. While some methods may be
associated with hormonal changes such as weight gain or irregular bleeding, others, such as
barrier methods, do not have systemic effects (Zimmerman et al., 2021). These perceptions
highlight a critical gap in understanding the variety of contraceptive methods and the different
side effect profiles, which suggests the need for educational campaigns that address side
effect concerns transparently. Such initiatives should not only provide information on side
effects but also promote methods that have fewer or milder side effects, to enable individuals

to make informed decisions when seeking family planning services.

A lack of information about family planning was also reported as a barrier to accessing family
planning services in the current study. Without accurate knowledge, individuals may rely on
anecdotal evidence or misinformation spread through social networks, leading to
misconceptions about contraceptive methods, the side effects, and the effectiveness (Ochako
et al., 2015). This can result in unnecessary fear or hesitation, discouraging individuals from
seeking appropriate family planning services. Furthermore, misinformation can contribute to
the continued spread of myths, reinforcing stigma and reducing confidence in available
contraceptive options (Jonas et al., 2022). In contexts where family planning discussions are
limited due to cultural or social norms, the absence of reliable information may leave

individuals with few trusted sources for guidance. As a result, some may resort to ineffective
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contraceptive methods, rely on withdrawal or periodic abstinence, or avoid contraception

altogether, increasing the risk of unintended pregnancies and sexually transmitted STls.

Combating misinformation about family planning requires a multifaceted approach that not
only provides accurate information but also equips students with the skills to critically assess
and verify the reliability of health-related content. Misinformation often spreads through social
networks, where personal experiences and unverified claims may be perceived as credible
sources of knowledge (Ochako et al., 2015). To counter this, universities and health services
should implement digital literacy training into reproductive health education, enabling students
to evaluate the credibility of online sources, distinguish between peer-reviewed evidence and
opinion-based claims, and recognise misinformation tactics commonly found on social media
(Auberry, 2018). Workshops and awareness campaigns led by healthcare professionals could
highlight the importance of using reputable sources, such as the World Health Organization

(WHO), national health departments, and university-affiliated health services.

Additionally, peer-led initiatives can play a crucial role in information dissemination, as
students may be more receptive to guidance from peers. Training student ambassadors to
serve as informed sources of reproductive health knowledge could further help dispel myths
and normalise evidence-based discussions regarding contraception (Akuiyibo et al., 2021).
Universities should also strengthen collaborations with campus health services by developing
easily accessible online resources, such as fact-checked FAQs, infographics, and interactive
webinars that address common misconceptions. By equipping students with the skills to
critically assess health information and directing these students to reliable sources, these
interventions can help reduce the spread of misinformation, improve contraceptive uptake,

and ultimately promote informed reproductive health decision-making.

Cost was reported as a barrier to accessing family planning for some respondents in the
current study, a small but noteworthy finding that aligns with Akintade et al. (2011), where
19.2% of students identified family planning services as too expensive, making cost a barrier
for these students. University students may encounter additional costs when accessing family
planning that go beyond the cost of the contraceptive. Some of these costs were observed in
Ghana whereby respondents reported that the cost of contraceptive methods was not the only
financial burden as there were also transportation costs and the loss of productive time spent
waiting in long queues to access family planning services (Amissah et al., 2020). For university
students the time spent waiting in queues for family planning services could otherwise be used
for academic purposes. These additional financial burdens and time constraints further limit

access to contraceptives, particularly for students with limited resources.
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To address these barriers, universities could collaborate with local organisations such as the
South African Department of Health, to subsidise or reduce the cost of contraceptive methods
for students. On-campus family planning services should be made more accessible through
extended hours and efficient systems to minimise wait times. Additionally, awareness
campaigns should inform students about low-cost or free services, while transportation
support could be provided for those facing financial constraints, thus improving overall access

to family planning services.

Religious and moral influences were identified as less significant factors affecting access to
family planning in the current study, contrasting with the findings of Akintade et al. (2011),
where religion was a statistically significant barrier for 27.2% of students in Lesotho in using
modern contraceptives. This discrepancy may reflect a shift in attitudes among young people
towards family planning, potentially driven by increasing exposure to comprehensive sexual
health education, greater societal discourse on reproductive rights, and evolving cultural

norms that prioritise individual autonomy in reproductive decision-making.

Although the present study suggests that religious and moral influences may be less
pronounced barriers, these factors should not be disregarded, as these factors continue to
shape reproductive health choices within specific populations. In more conservative
communities, restrictive religious teachings or moral beliefs may discourage the utilisation of
family planning services, contributing to lower contraceptive uptake and an increased risk of
unintended pregnancies (Akintade et al., 2011). Moreover, religious and cultural perspectives
on contraception may not only influence individual reproductive decisions but also shape the
attitudes and practices of healthcare providers, thereby ultimately affecting the quality and
accessibility of family planning services (Jonas et al., 2017). To enhance the accessibility and
acceptability of family planning services, culturally sensitive interventions should be prioritised.
Collaborations with faith-based organisations may facilitate open discussions on reproductive
health, enabling the dissemination of accurate information while respecting religious values
(Bormet et al., 2021).

5.5 Emergency contraception

The findings of the current study reveal that 19.6% of university students reported using EC,
with nearly half having utilised EC at least once in the past year. These figures are consistent
with the work of Hoque and Ghuman (2012b), however, the figures are notably lower than
those reported by Darteh and Doku (2015) and Hailemariam et al. (2015). In the study by
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Darteh and Doku (2015), a significant proportion of respondents reported occasional EC use,
with nearly 27% indicating monthly utilisation. The high frequency observed in Ghana
highlights the critical role of EC as a safety option in situations where consistent contraceptive
use is lacking (Darteh and Doku, 2015). Differences in results between these studies could
stem from access to differences in healthcare structures such as the limited availability of long-
term contraceptives and higher rates of contraceptive discontinuation may contribute to
increased reliance on EC. The reliance on EC is further reflected in the 14.3% of respondents
in the current study who reported employing EC as a primary contraceptive method, signifying
the absence of alternative practices. Additionally, EC does not provide protection against STls,
leaving sexually active individuals vulnerable to infections that may have long-term
reproductive health consequences (Yeboah et al.,, 2022). This dependence highlights
significant gaps in routine contraceptive use and suggests an urgent need for targeted
educational initiatives to raise awareness among sexually active students regarding equally
convenient, yet effective, long-term family planning options, such as IUDs or subdermal

implants.

The significant association between age and EC utilisation observed in the current study
highlights nuanced patterns in contraceptive behaviour among university students. Younger
students (18-21 years) are more likely to use EC as a primary contraceptive method, which
may be attributed to the early sexual debut among this age group as well as a potential lack
of knowledge about or access to regular contraceptive options. This behaviour may stem from
developmental factors, such as limited sexual health education, and logistical barriers, such
as difficulty accessing healthcare services or reluctance to engage with providers due to
stigma or embarrassment (Both and Samuel, 2014). These students may also lack the
foresight or resources to plan for routine contraceptive use, relying instead on EC as a

precautionary measure.

In contrast, older students (22 years and above) demonstrated higher overall utilisation rates,
however, these students are more likely to use EC more strategically, often in response to
specific circumstances such as contraceptive failure. This trend aligns with findings in the
literature which suggest that older students are more likely to have developed greater
awareness of contraceptive options and a proactive approach to family planning (Demissie et
al., 2020; Hailemariam et al., 2015). These behaviours may reflect increased autonomy, life
experience, or access to more information on family planning. These findings highlight the
importance of tailored interventions to address the distinct needs of younger and older

students.
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The substantial sex disparity in EC utilisation observed in the current study aligns with findings
from Darteh and Doku (2015), where females reported higher usage than males. This pattern
is attributed to the fact that EC methods are designed for female use, with male respondents
reporting on behalf of the partners. However, male reports of EC use may not always be
entirely accurate. While young men aged 15-24 are generally able to report the contraceptive
method used by a female partner during the last sexual encounter, men with new partners had
significantly higher odds of being unable to accurately report the method used, compared to
those in longer-term relationships (Garbers et al., 2017). This suggests that male students'
reports of EC use may be less reliable, particularly when the partnership is recent. In addition
to concerns about the accuracy of male reports, stigma surrounding EC use may be
perpetuated by male students. This stigma may be rooted in misconceptions that associate
EC with irresponsibility or promiscuity, potentially influencing the willingness of males to
accurately report EC use (Strong, 2024). These findings highlight the limitations of relying on
male students to report contraceptive use on behalf of female partners, as such reports may

not fully reflect the extent of contraceptive utilisation.

The correlation between educational level and EC utilisation in the current study demonstrated
a similar correlation to the one observed across age demographics. Postgraduate students
reported higher utilisation rates, compared to those with only a Matric/NQF 4 qualification in
the present study, aligning with findings by Deressa and Yang (2021). The increased utilisation
of EC among postgraduate students may be attributed to these students using EC in
conjunction with other contraceptive methods, such as condoms, for additional protection,
reflecting a comprehensive approach to managing reproductive health (Yeboah et al., 2022).
In the current study, students with only a matric/NQF 4 qualification reported a higher likelihood
of using EC as a primary contraceptive method, suggesting gaps in comprehensive
contraceptive knowledge and access to consistent contraceptive methods or early sexual
debut.

Students from the Commerce, Law, and Management faculty exhibited the highest rate of EC
use followed by Health Science students. The finding from the current study contradicts
existing literature, where Health Science students have reported the highest levels of EC
utilisation (Demissie et al., 2020; Hailemariam et al., 2015). The disparity between the current
study and previous research could be attributed to several factors. Health Science students
often have more direct access to sexual health education, which increases the awareness of
the importance of taking extra precautions to prevent unplanned pregnancies and STls. This
knowledge leads to a higher likelihood of using EC alongside other contraceptive methods,

such as condoms or hormonal contraceptives, for additional protection. Conversely, Health
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Science students' understanding of the efficacy, correct usage, and risks associated with
regular use of EC further influences the decision to use EC, potentially accounting for the

lower utilisation rate observed in the current study.

Students from the faculties of Commerce, Law, Management, and Science may have had less
exposure to sexual health education, leading to a higher reliance on EC. This may explain the
increased EC utilisation observed in the Commerce, Law, and Management faculty, as well as
the high use of EC as a primary contraceptive method among Science students in the current
study. These findings indicate a need for targeted sexual health education and resources
across all faculties to promote the use of regular contraceptive methods, reduce reliance on

EC, and raise awareness of the broader range of contraceptive options available.

Marital status was a significant determinant of EC use in the present study, with married and
cohabiting participants reporting the highest utilisation rates. These findings align with
previous studies and may be attributed to reduced stigma associated with obtaining EC within
the context of marriage (Demissie et al., 2020; Hailemariam et al., 2015). However, none of
the married participants in the current study used EC as a primary method, potentially due to
greater access to regular family planning options. It is important to note that the findings of the
current study should be interpreted with caution as married students represented a minimal

proportion of the sample population.

Single participants in the current study demonstrated a higher reliance on EC as a primary
contraceptive method. This may be explained by the increased sexual activity among single
individuals, who may resort to EC in the absence of routine contraceptive use. As noted by
Both and Samuel (2014), an over-reliance on EC may reflect a primary focus on preventing
unplanned pregnancies rather than the prevention of STls, which may inadvertently lead to an
increase in STl rates. These findings highlight the need for targeted interventions involving
single individuals, particularly in promoting access to and consistent use of regular

contraceptive methods to reduce the reliance on EC.

Place of residence during studies significantly influenced EC utilisation in the current study,
with participants residing off-campus displaying higher levels of use compared to those living
in university residences. This finding aligns with similar reports by Darteh and Doku (2015)
and Demissie et al. (2020). However, the current study also revealed a higher reliance on EC
as a primary contraceptive method among those in university residences, suggesting potential
barriers to accessing regular contraceptive methods (Mushy et al., 2020). To address these

structural barriers, expanded service availability and the implementation of educational
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campaigns that emphasise both pregnancy prevention and STI protection may aid in reducing

the over-reliance on EC within this subgroup.

The findings of the current study reveal significant gaps in contraceptive use, particularly
regarding EC. The primary reasons for using EC were unprotected intercourse and condom
failure, suggesting a lack of consistent contraceptive practices and effective condom use.
These findings align with previous studies, such as Yeboah et al. (2022), where unprotected
intercourse was the leading cause for seeking EC, although condom failure was less
frequently reported. Similarly, Nibabe and Mgutshini (2014) found that while condom failure
was a minor reason for EC use, the majority of respondents attributed the need for EC to
miscalculations of the fertility window. These findings collectively indicate a lack of
comprehensive sexual health education that promotes consistent contraceptive utilisation as
well as a deeper understanding of various contraceptive methods, including natural family

planning methods.

While previous studies have reported condom failure as a minor reason for EC use, Roberts
et al. (2004) identified condom failure as the most common reason for EC use. Instances of
broken or slipped condoms indicate a failure of the contraceptive method as well as a gap in
effective usage and communication regarding proper condom practices. Although condoms
are widely recognised as a key contraceptive method, the effectiveness is dependent on
proper usage. Educational campaigns aimed at improving students' understanding of condom
use, including proper application and the importance of checking for damage, are essential in
reducing the reliance on EC stemming from condom failures as well as promoting STI

prevention practices.

The current study also identified inconsistent use of regular contraceptive methods as a
notable reason for resorting to EC, reported by 12% of participants. This finding suggests that
while some students are aware of and utilise regular contraceptives, lapses in utilisation, such
as forgetting to take oral contraceptive pills, leads to the dependency of EC as a backup
method. The pattern observed in the current study is consistent with Nibabe and Mgutshini
(2014), who found that missing daily doses of oral contraceptive pills was a common reason
for seeking EC among these respondents. The inconsistency in contraceptive use may reflect
a lack of understanding among students regarding the risks associated with irregular use,
particularly in relation to oral contraceptive pills. Educational campaigns should aim to raise
awareness of various contraceptive methods and provide comprehensive information on the

specific circumstances under which these methods are most effective. This approach would
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help students better understand the importance of consistent usage and reduce the reliance
on EC.

5.6 Discussion chapter summary

The findings of the current study highlight both strengths and critical gaps in family planning
knowledge, utilisation, and access among university students. University students
demonstrated an understanding of the primary benefits of family planning. However,
significant gaps persist in the awareness of lesser-known contraceptive methods, as well as
those that prevent STIs and those that offer long-term pregnancy prevention.
Misunderstandings about specific methods suggest the need for comprehensive and inclusive
educational initiatives. The prominence of the internet as a primary source of family planning
information highlights the need for educational campaigns. These campaigns should focus on
teaching students how to identify misinformation and emphasise the importance of consulting

healthcare providers for accurate information.

Concurring with existing literature, the majority of sexually active students reported using some
form of contraception, primarily male condoms and oral contraceptives with ease of access
and use being the dominant factors influencing the choice of contraceptive method choice.
The main motivators for using family planning were to prevent unplanned pregnancy and to a
lesser extend prevent STls, highlighting a need for educational efforts that emphasise the
benefits of dual contraception. Age, education level, marital status, and living arrangements
were significant predictors of family planning use. Contraceptive method discontinuation was

largely driven by concerns about side effects, highlighting a critical area for intervention.

Due to the widespread of availability and accessibility of male condoms, pharmacies and were
the primary source of family planning among respondents in this study while the Wits Campus
Health Clinic served as a source of family planning for a small percentage of students. This
was explained by the lack of awareness of the campus health clinic family planning services,
suggesting a requirement for enhanced visibility through improved signage and social media
promotion. Overall students found accessing family planning easy with supportive experiences
with healthcare professionals, however, a considerable percentage remain neutral or
disagree, highlighting potential barriers that need to be addressed. Most students were also
able to always obtain a specific contraceptive method. Concerns about side effects often
prevented students from seeking family planning services indicating a need for educational
initiatives that transparently provide information on side effects while promoting methods with

fewer side effects.
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The present study highlights critical gaps in contraceptive practices and awareness among
university students, with students using EC often due to unprotected intercourse or condom
failure. Younger students and those with lower education levels were more likely to use EC as
a primary method, reflecting limited knowledge and access to regular contraceptives.
Structural and educational barriers, particularly for students in university residences and non-
health faculties respectively, further impact routine contraceptive use. Targeted interventions,
such as faculty-specific campaigns, expanded campus health services, and education on
consistent contraceptive use, are essential to reduce reliance on EC and promote

comprehensive reproductive health.
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CHAPTER 6: RECOMMENDATIONS AND CONCLUSIONS

This chapter provides a summary of the key findings and the study’s conclusions.
Recommendations as well as areas for future are provided. Additionally, the limitations of the

study are discussed.

6.1 Recommendations

To effectively enhance family planning education and services on campus, targeted
educational interventions are essential. These should address knowledge gaps and
misconceptions, particularly regarding less commonly known contraceptive methods and the
benefits of family planning beyond the prevention of unplanned pregnancies and STls.
Additionally, university health centers and public healthcare providers should educate students
on the full range of available family planning options, including guidance on when and how
each method is most effective. Pharmacies are accessible and frequented by students; as
such, pharmacists are well-positioned to provide this counselling, offering accurate, timely,

and confidential information on contraceptive methods.

Expanding access to family planning services on campus is also crucial. This could involve
broadening the range of contraceptive options, increasing the visibility of campus clinics
through improved signage and social media promotion as well as incorporating virtual
consultations and establishing programs to educate male and female students about safe
contraceptive practices. Integrating family planning services into general healthcare visits for
all students at the campus health center may aid in reducing the stigma associated with
seeking these services while also improving awareness of the services provided at the facility.
Given that EC is sometimes used as a primary contraceptive method, healthcare professionals
including pharmacists should assist students in transitioning to regular contraceptive methods
to reduce the overreliance on EC. Follow-up counselling by pharmacists after EC purchases

may guide students toward more consistent and informed contraceptive use

6.2 Future research

Future research on family planning should adopt a longitudinal design to investigate changes
in knowledge, accessibility, and utilisation over time, offering valuable insights into evolving
trends and influences on student behaviour. Additionally, expanding the study population to

include multiple tertiary institutions across diverse geographic and socio-economic contexts
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will provide a more comprehensive understanding of the family planning needs of students
and utilisation patterns. To capture the nuanced factors that influence decision-making,
conducting in-depth interviews or focus groups with students may yield qualitative data
regarding personal, cultural, and social barriers. Furthermore, given the significant role of
digital media in shaping student knowledge about family planning, it would be beneficial to
explore the effectiveness of various digital platforms for delivering accurate and impactful
health education. Together, these approaches will enhance the understanding of family

planning among students and inform effective interventions.

6.3 Limitations

This study presents a range of limitations which may influence the generalisability and
interpretation of the findings. Firstly, the research design employed a descriptive cross-
sectional approach, which captures a single point in time and does not account for changes
over time. Additionally, the study relied on a convenience sampling method, which, although
practical in a university setting, may have introduced selection bias and limited the
representation of diverse student perspectives. The study population was limited to students
at a single institution and therefore, the findings may not fully represent the knowledge and
behaviours of students from other institutions or regions within South Africa. The sample size
of the population was too small to run certain statistical tests, thereby limiting the inferences
that can be drawn from the analysed results. Additionally, several associations exhibited wide
confidence intervals, which suggest potential overestimation or variability in the effect sizes.
These wide intervals indicate some uncertainty in the precision of the estimates, which further

limits the generalisability of the findings and calls for caution in the interpretation of the results.

Furthermore, self-reported data was used to assess knowledge, accessibility, and utilisation
of family planning services, which may have been subject to social desirability or recall bias.
Given the sensitive nature of the questions and the reliance on self-reporting, there is a
potential for information bias. To mitigate this risk, anonymity and confidentiality were strictly
maintained throughout the study. The survey was administered in English; hence language
barriers and cultural nuances could lead to misunderstandings of questions, as certain
phrases may be interpreted differently across cultural contexts. Moreover, this study did not
include race as part of the demographic data collected. Given the diverse cultural landscape
of South Africa, and the influence that cultural beliefs and norms may have on attitudes toward
sexuality and contraception, the absence of this information limits the ability to explore how

cultural identity may shape knowledge, access, and utilisation of family planning services.
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Without this context, the findings may not fully reflect the varied experiences and perspectives

present within the student population.

6.4 Conclusion

The investigation into students’ knowledge, access to, and utilisation of family planning
services revealed insights into the current state of reproductive health within this population.
While the majority of students demonstrated familiarity with basic family planning concepts,
persistent misconceptions, particularly around contraceptive methods and concerns about
side effects, were evident. In highlighting these knowledge gaps, the study provides support
for the development of tailored educational content on family planning and informs the design
of sexual health curricula and communication strategies and public health messaging.
Therefore, university health campaigns and public messaging initiatives may be strategically
targeted to directly counter specific myths and misconceptions, rather than relying on broad

assumptions about student awareness.

A key finding of the study is that, despite the availability of family planning services, actual
utilisation of these services remains suboptimal, with various factors influencing student
decision-making. A strong preference was noted for male condoms and oral contraceptive pills
reflecting the accessibility and affordability of these options, as well as widespread visibility of
these methods of contraception. This pattern of contraceptive choice emphasises the need to
maintain, and potentially expand access to these preferred methods, particularly condoms,
which also offer STI protection. Simultaneously, the limited uptake of hormonal injections
suggests an underutilisation of this options, likely due to misinformation or limited awareness.
These findings provide an opportunity for health administrators and policymakers to
redistribute resources, negotiate procurement of a broader range of methods at subsidised
rates, and develop counselling protocols that address both the benefits and misinformation

associated with less frequently utilised family planning options.

While many students reported accessing family planning services as relatively easy, a
considerable portion expressed neutrality or disagreement, indicating the presence of access
barriers that require attention. The study revealed a notable reliance on pharmacies, likely due
to the availability of condoms at these facilities. A key issue identified by this study was the
lack of awareness regarding the family planning services offered by the university’s own
campus health clinic. This highlights a missed opportunity for campus health services to
support the reproductive health needs of students directly on-site. This “awareness gap” points

to a need for improved communication and outreach, including integrating information about
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health services into student orientation programs, enhancing visibility through signage and
digital platforms, and empowering peer-led promotional efforts. In doing so, university
administrators can better leverage existing infrastructure to increase service uptake and

improve student health outcomes.

At a broader policy level, the findings of this study provide a strong basis for increased
investment in youth-friendly health services, including expanding clinic accessibility,
subsidising contraceptive options, and implementing comprehensive sexual health education
within tertiary institutions. By highlighting the interrelationship between awareness, access,
and utilisation, this study provides valuable insights that may inform policy development,
enhance future monitoring and evaluation efforts, and support the adaptation of reproductive

health interventions to better address the evolving needs and preferences of young adults.

This study makes several contributions to both scholarly literature and practical efforts aimed
at improving reproductive health among tertiary-level students in South Africa. By focusing
specifically on students at a tertiary institution, the investigation provides valuable insights into
the experiences of a demographic that is not only at risk for unintended pregnancies but also
highly receptive to targeted health-promotion initiatives. In doing so, the study fills a
demographic and geographic gap in the existing literature and provides a reference point for
assessing future campus-based reproductive health interventions and long-term trends.
Moreover, the study enhances applied health promotion by identifying specific knowledge
gaps and service delivery barriers, while offering practical guidance for policymakers seeking

to align campus-level interventions with broader public health priorities.
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APPENDICES

Appendix A: Family planning questionnaire

Section A: Demographic Information

What is your age?

O 18-21
O 22-24
O >24

What is your gender?

O Male

O Female

O Rather not say
O Other

What is the highest level of education that you have
completed?

O Matric/NQF 4

O Higher certificate
O Diploma

(O Bachelors

O Honours

O Masters

O PhD

Which faculty are you currently registered for a
degree in?

(O Health Sciences

(O Engineering and the Built Environment
O Commerce, Law and Management

O Humanities

(O Science

What is your marital status?

O Single

O Married

O Living together

O Separated/divorced
O Widowed

Do you have any children?

O Yes
O No

How many children do you have?

0000
VvV WN -

What is your primary place of residence during your
studies?

O University residence

O Private accommodation

O Parent's home

O With spouse/partner

O With extended family/siblings
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Section B: Knowledge of family planning

Have you heard of the term "family planning" before?

O Yes
O No

What source/s of information do you most frequently
use to gather information on family planning?

[[] Healthcare worker (Doctor, nurse, pharmacist)

[] Friends/Relatives

[ Internet (Google, ChatGPT, Wikipedia, newspaper
articles)

[] Academic journals and databases (PubMed,
ScienceDirect, Scopus)

[[] School (High school textbooks, retained
information from high school)

[] Social media (Instagram, TikTok, Facebook, Twitter)

[] Course material (Textbooks, lecture notes)

[] Other sources

Which of the following do you think best defines
family planning?

O The ability to reduce unplanned pregnancies
(O The ability to space pregnancies.
O | do not know.

According to your knowledge, do you think family O Yes
planning reduces unplanned pregnancies? O No
According to your knowledge, do you think family O Yes
planning reduces infant mortality? O No
(Infant mortality refers to the death of an infant

before reaching 1 year of age.)

According to your knowledge, do you think family O Yes
planning aids in preventing Sexually Transmitted O No
Infections (STls)?

According to your knowledge, do you think family O Yes
planning slows population growth? O No
According to your knowledge, do you think family O Yes
planning prevents health-risks associated with O No

pregnancy?
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Select the family planning methods you have heard of
from the list.

] Rhythm method

[] Withdrawal

[] Breastfeeding

(] Diaphragm

[] Patch

[] Subdermal implant

[] Cervical cap

[] Spermicides

[] Male condoms

[] Female condoms

] Intrauterine device (IUD)
[] Intrauterine system (IUS)
[] Vasectomy

[] Female sterilisation

(] Oral contraceptive pill
[J] Hormonal injections

[] Vaginal rings

[] None

Which of the following family planning method/s is
effective at preventing sexually transmitted diseases?

[C] Dual contraception with condoms
[] Oral contraceptives only

[] Sterilisation/Vasectomy

[] Hormonal injections

] All are equally effective

(] I do not know

Which of the following are hormonal methods of family
planning?

[C] Copper intrauterine device (IUD)

[] Levonorgestrel intrauterine system (LNG-IUS)
] Condoms

[] Birth control pills

[] Patch

(] Subdermal implant

[] Vasectomy

Which of the following family planning method/s is the
most effective at preventing pregnancy long-term (10
years or more)?

[] Condoms

[] Oral contraceptives

(] Hormonal injections

[] Sterilisation/Vasectomy
(] All are equally effective
] I do not know
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Section C: Utilisation of family planning

Are you currently using a method of family planning? O Yes
O No
Have you previously used a method of family planning? O Yes
O No

Please select the family planning method/s that you
have used before or are currently using?

(] Rhythm method
] Withdrawal

(] Breastfeeding

(] Diaphragm

[] Patch

(] Subdermal implant

] Cervical cap

(] Spermicides

(] Male condoms

[] Female condoms

[] Intrauterine device (IUD)
(] Intrauterine system (IUS)
[] Vasectomy

[C] Female sterilisation

[] Oral contraceptive pill
[J Hormonal injections

(] Vaginal rings

[] None

What is the primary reason you chose your preferred
method of family planning?

[ It is easy to access

[] Itis easy to use

[] It is affordable

[] It is effective

[] It has the least side effects

[ It was suggested by a healthcare professional
(] It was suggested by a friend/relative

[C] Other (Please specify)

Strongly agree Agree Neutral Disagree Strongly
disagree
Having control of my O @] O O O
reproductive health is important
to me.
Are you sexually active? O Yes
O No

What motivated you to use a contraceptive? (] To prevent unintended pregnancies

(] To plan the timing and spacing of pregnancies

[C] To protect against sexually transmitted infections
[J To manage menstrual symptoms

(] To treat a gynaecological medical condition

[] To treat acne

[] Other (please specify)
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How often do you use contraception?

O | am protected by contraceptive use every day

O | use contraception/condoms only when | have
sexual intercourse

O | sometimes use contraception

O I rarely use contraception

O | never use contraception

Have you ever discontinued a family planning method
after starting to use it?

O Yes
ON

[¢]

What were your reasons for discontinuing the family
planning method?

[] Side effects experienced

[] Concerns of developing serious side-effects
[] Concerns of developing cancer

(] Discouraged by social media posts
[] Inconvenience

[] Cost

(] Inaccessibility

(] Lack of compliance

[] Stigma

(] Discouraged by a friend/partner
[] Religious reasons

(] Other (please specify)

If you are not currently using family planning
services, what would motivate you to start using it?

[] Easy access to affordable and reliable
contraceptive options

[C] More education and information about family
planning

(] Support and guidance from healthcare providers

[] Greater awareness about the benefits of family
planning

(] Other (please specify)
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Section D: Access to family planning services

Are you aware of the family planning services that

Wits Campus Health offers?

O Yes
O No

Where do you obtain your family planning
method/contraceptive from?

[] Wits Campus Health

[] Private healthcare provider
[ Community health clinic

[] Pharmacy

[] Family doctor

[J Virtual consulting services

Very supportive Supportive Neutral Unsupportive Very
unsupportive

How would you rate the level of O ® O O O
support you received from
healthcare providers when
accessing family planning
services?

Strongly agree Agree Neutral Disagree Strongly

disagree

Access to family planning O © S) O O
services is easy for me.
| am always able to obtain the O O O O O

specific type of family planning
method that | am seeking.

Have you faced challenges or barriers when accessing

family planning services?

O Yes
O No

What were the barriers to accessing family planning

services?

[] Lack of access to these services

[ Lack of preferred method at service provider
[] Cost

[[] Stigma or cultural barriers

[ Lack of information or education

[] Concerns about side effects

[] Religious or moral objections

[ Other (please specify)
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Section E: Emergency Contraceptive

Have you ever used emergency contraception (Plan B or O Yes

the morning-after pill)? O No

How many times have you used emergency contraception O None

in the past year? O 1time
O 2-3 times
O 4-5 times

O More than 5 times

What is your main reason for using emergency
contraception?

[ Unprotected intercourse (did not use any
contraceptive method)

[] Inconsistent use of current contraceptive method

[ Condom broke or slipped off

[] Additional protection in combination with another
contraceptive method

[] Easier to use compared to other contraceptive
methods

[7] Other (please specify)

Do you use emergency contraceptives as a primary
contraceptive? (You do not use other family planning
methods)

O Yes
O No
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Appendix B: Protocol approval letter

N

UNIVERSITY OF THE (@&
WITWATERSRAND,
JOHANNESBURG

Miss AS Govender
22 Albasini Street
Brackendowns
Alberton

1448

South Africa

Dear Miss Alyssa Govender

Master of Pharmacy: Approval of Title

We have pleasure in advising that your proposal entitled Family planning among university students: An
investigation into knowledge, access, and utilisation has been approved. Please note that any
amendments to this title have to be endorsed by the Faculty's higher degrees committee and formally

approved.

Yours sincerely

e ecnn

Mrs Sandra Benn
Faculty Registrar
Faculty of Health Sciences

10%=

Private Bag 3 Wits, 2050
Fax: 027117172119
Tel: 02711 7172076

Reference: Mrs Sandra Benn
E-mail: sandra.benn@wits.ac.za

26 June 2023
Person No: 2092371
PAG
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Appendix C: Medical ethics certificate

M230625 MED23-05-062

R14/49 Miss Alyssa Govender

W

UNIVERSITY OF THE F_'E:

WITWATERSRAND, &7
JOHANNESBURG

HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)
CLEARANCE CERTIFICATE NO. M230625 MED23-05-062

NAME:
(Principal Investigator)

DEPARTMENT:

PROJECT TITLE:

DATE CONSIDERED:
DECISION:
CONDITIONS:
SUPERVISOR:

APPROVED BY:

DATE OF APPROVAL:

Miss Alyssa Govender
Pharmacy and Pharmacology

Family planning among university students: An investigation
into knowledge, access, and utilisation

30/06/2023
Approved unconditionally

>

Mrs F Kathrada, Miss han and Mr M Vally

23/08/2023 \ EXPIRY 23/08/2028

/7,‘
Prof P Ruff, Chairperson, HREg(i;o/ca )
|
AT

\ <
This clearance certificate is valid for § years from date of approva%en may be applied for.
Sl ihobl

DECLARATION OF INVESTIGATORS

Iwe fully understand the conditions under which | am/we are authorized to carry out the above-mentioned
research and l'we undertake to ensure compliance with these conditions. Should any departure be
contemplated, from the research protocol as approved, l'we undertake to resubmit the application lo the
Committee. | agree to submit a yearly progress report in January each year until study is closed. Failure to
submit annual report will result in ethics clearance cerlificate suspension. The date for annual re-certification
will be one year after the date of convened meeting where the study was initially reviewed. In this case, the
study was initially reviewed in June and will therefore be due in the month of June each year. Unreporied
changes to the application may invalidate the clearance given by the HREC (Medical). Email signed copy of this

ethics clearance gentifi rior to commencing with the study hrec-medical.researchoffi wils. ac za
% 25/08/2023

Principal Investigator Signature

Date

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES
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Appendix D: Permission to use the university as a study site

N

.

UNIVERSITY OF THE (@
) OFFICE OF THE DEPUTY REGISTRAR

WITWATERSRAND, \o

JOHANNESBURG

05 September 2023

Alyssa Govender

Student Number (2092371)
Master of Pharmacy
Faculty of Health Sciences

TO WHOM IT MAY CONCERN

“Family planning among university students: An investigation into knowledge,
access, and utilisation.”

This letter serves to confirm that the above project has received permission to be
conducted on University premises, and/or involving staff and/or students of the University
as research participants. In undertaking this research, you agree to abide by all University
regulations for conducting research on campus and to respect participants’ rights to
withdraw from participation at any time.

If you are conducting research on certain student cohorts, year groups or courses within

specific Schools and within the teaching term, permission must be sought from Heads of
School or individual academics.

Ethical clearance has been obtained. (Protocol number: M230625 MED23-05-062)
Research Expiration: (23 August 2028)

(g

Nicoleen Potgieter
University Deputy Registrar

Private Bag 3, WITS, 2050, South Africa | T +27 11 717 1204/8 | E nicoleen.potgieter@wits.ac.za | www.wits.ac.za 0{\
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Appendix E: Participant information sheet

WITS UNIVERSITY OF THE é

WITWATERSRAND, ¥/
PHARMACY JOHANNESBURG
T

ap & Growld Hindaat

Department of Pharmacy and Pharmacology
Faculty of Health Sciences | 7 York Road Parktown, 2193 | Johannesburg | South Africa | Tel: +27 11 717 2552

PARTICIPANT INFORMATION SHEET

Family planning among university students: An investigation into knowledge,
access and utilisation.

Good day,

I, Alyssa Govender, a Master of Pharmacy student at the University of the Witwatersrand, am conducting
research relating to family planning services in South Africa. In this study, | will be assessing the knowledge,
access to and utilisation of family planning services among students in a tertiary institution in South Africa.

Invitation to participate

| respectfully invite you to participate in this survey to aid me in collecting the necessary information that |
require. Your participation is entirely voluntary, and declining to participate will not result in any penalties or
loss of benefits for you. You have the freedom to withdraw from this study at any time before submitting your
response, and there will be no negative consequences if you choose to discontinue your participation.

The research project and the survey

Your participation will entail the completion of a survey. The survey is comprised of a demographic
information section and four sections that will assess your knowledge, access to and utilisation of family
planning services as well as the frequency of emergency contraceptive use. The researcher will provide you
with the survey electronically using a QR code which you will then scan using a mobile device. If you do not
have a mobile device, a hardcopy of the questionnaire will be provided. Completion of the survey will take
approximately 5-7 minutes.

Confidentiality
Please note that all information will remain confidential. No names or identifying information will be recorded
in this study. Raw data will be available to only the researcher and the supervisors.

Risks
There are no risks associated with participating in this study.

Benefits
You will not receive any direct benefits from participating in this study, and there are no disadvantages or
penalties for not participating.

Outputs:
The study is expected to be completed in September 2024 and the findings will be written up as a publication.

Ethics Clearance:

This study has been approved by the Human Research Ethics Committee (Medical) of the University of
the Witwatersrand, Johannesburg ("Committee"). The principal function of this Committee is to safeguard
the rights and dignity of all human subjects who agree to participate in a research project and the integrity
of the research. If you have any concern over the way the study is being conducted, please contact the
Chairperson of this Committee who is Professor Paul Ruff, who may be contacted via any one member of
the secretariat. The telephone numbers for the Committee secretariat are 011 717 2700/1234/2656/1252
and the e-mail addresses are: Zanele.Ndlovu@wits.ac.za, Rhulani.Mukansi@wits.ac.za,
Mapula.Ramaila@wits.ac.za and |ain.Burns@uwits.ac.za.
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For further information regarding this study, you may contact:

1)  Alyssa Govender (Principle Investigator), email: 2092371@students.wits.ac.za
2)  Mrs. Fatima Kathrada (Primary Supervisor), email: Fatima.kathrada@wits.ac.za
3)  Mr. Muhammed Vally (2nd Supervisor), email: Muhammed.Vally@wits.ac.za

4)  Ms. Razeeya Khan (3rd Supervisor), email: Razeeya.Khan@uwits.ac.za

Thank you for taking the time to consider your participation.

Kind Regards,
Alyssa Govender

MPharm candidate, Department of Pharmacy and Pharmacology, University of Witwatersrand.

Do you consent to this study? O Yes
O No

Please sign here

157



Appendix F: Participant consent form

W[TS UNIVERSITY OF THE \Qé
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PHARMACY WITWATERSRAND,
Encap 4 G JOHANNESBURG

4 & Growtl Mindsd

Department of Pharmacy and Pharmacology
Faculty of Health Sciences | 7 York Road Parktown, 2193 | Johannesburg | South Africa | Tel: +27 11 717 2552

PARTICIPANT CONSENT FORM
FAMILY PLANNING AMONG UNIVERSITY STUDENTS: AN INVESTIGATION INTO KNOWLEDGE, ACCESS,
AND UTILISATION.
Principle Investigator: Alyssa Govender (MPharm candidate, University of Witwatersrand)

Supervisors: Mrs. Fatima Kathrada, Mr. Muhammed Vally & Mrs. Razeeya Khan

| hereby confirm that | have accurately read and understood the information sheet provided by the
researcher,and | understand the following:

¢ | understand that participation is voluntary, and that | will not be penalised for non-participation.

e | understand that | may remove myself from the study at any time and that withdrawal at any stage
does not sustainany harm or penalty.

¢ | understand that the researcher will use my responses for advancing research, education, and
training.
¢ | understand that | have the right to not answer any questions | do not feel comfortable answering.

« | understand that my privacy will be respected, and that my personal identifiable details will not be
made available.

| hereby agree that | have understood the requirements of this project and | am willing to participate in
thesurvey.

Signed by participant Date
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Appendix G: Faculty of Health Sciences Research Day Poster

/ Family planning among university students:

WITS ; Von R

An investigation into knowledge, access, and utilisation. o
Alyssa Govender, Razeeya Khan, Muhammed Vally, Fatima Kathrada*

Department of Pharmacy and Pharmacology, Faculty of Health Sciences, University of Witwatersrand, Johannesburg, South Africa
*fatima.kathrada@wits.ac.za

Introduction

Family planning, as defined by the World Health Organization (WHQ), is an individual's ability to control the desired number of children and to determine the interval between pregnancies.
University students have a higher likelihood of engaging in risky sexual behaviour. Barriers when seeking family planning services including socio-cultural beliefs, insufficient knowledge and
awareness, and limited access to healthcare services are frequently encountered. These barriers contribute to low utilisation rates of family planning interventions, often resulting in
unplanned pregnancies. Unplanned pregnancies have significant consequences for academic progress, personal well-being, and financial stability. Currently, there is limited research on
family planning services among university students in a local context. Existing studies highlight a need to expand the research focus beyond knowledge, attitudes, and perceptions of family
planning services to include an investigation into access to and utilisation of these services

Aim
This sfudy aimed fo assess the knowledge, access o and utilisation of family planning services among students in a tertiary institution in Johannesburg, South Africa.
Methodology
Study Design Sampling Data Collection Data Management Data Analysis
. Convenience sampling . Participant information sheet
. Cross-sectional study . Postgraduate and provided . Data entry into REDCap . Inferential and
. Self-developed, validated, undergraduate students . Informed consent obtained (12.3.3) descriptive statistics
researcher-administered {age 18+) . @R code scanning for online . Data sorting in Microsoft using STATA (18)
questionnaire . Full-time and part-time questionnaire (REDCap) Excel
university students « Hardcopies for those without
mobile devices
Results and Discussion
Knowledge Utilisation
120 . No 22-241  »24 Table 1: Factors influencing family planning usage
g ‘Zg 1821 i Gurrently Using Family planning
% Risk Factors OR (95%C1) P-Value
g 60 1821 Age
5 40 16821 Ref Ref
& 5 »u 1N 2224 243 (154.3.82) 0.001
=24 3.79 (168-8.54) 0.001
a Highest level of education
Reduces  Reduces  Prevents  Slows  Prevents Earion) Ref Ref
unplanned  infant STls  popuiation health-isks Higher Cerifioate 0.83(0.23.3.05) 0784
pregnancies  mortality growth  associaled 2224 Wi 278 (1246.31) 0013
will
Benefits of family planning T Masters 1021 (1.21-86.54) 0033
Figure 2: Knowledge on the effect of family "::‘"?;”l“f‘:h‘:s SR HEE
Figure 1: Respondents knowledge of the benefits of family planning in preventing STls across different age Living together = et
planning groups Marmied 2.40 (0.14-42.26) 0550
Single 0.04 (0.01-0.34) 0.003
Are you sexually active?
« Approximately 90.8% of university students are familiar with the concept of family planning with condoms (94.6%) N - Ref Ref
being the most widely recognised method. Yes 16.84 (10.05-28.22) 0001
+ Majority of respondents believe that family planning has significant benefits and reducing unplanned
pregnancies (94.3%) was the most widely recognised benefit (Figure 1} = Sexually active = Nol sexually active = To prevent unintended pregnancies
+ A significant association was identified between age and the awareness that family planning methods can prevent 100 = To protect against STls
tSF':'ésmt-;)afue =0,002). Notably the highest level of was obs d in the y igest cohort (60.1%) gg = Tomanage menstrual symploms

+ Despite this, misconceptions surrounding family planning methads that prevent STls remain prevalent. jici=atalnpaecoo el et iy

+ The internet (55.7%) was reportedly the most common source of family planning information ameng students. To treat acne

Percentage (%)
o
g

; 122

40 144
Access 30

20 e

i “ = 0B e

2k — s + Gongcerns regarding side eﬂ‘ect_s {46.7%) was Using family planning Not using family

28 w2 reportedly the most commen barrier to accessing planning 436

2% c z . -

@ 278 425 29 a7 Temilyplanning semvices: . ' Current utilisation of family planning
Responses (%) + The majority of students obtained contraceptives from
pharmacies (67%). Figure 4: The use of family planning in Figure 5: Gommon reasons for utilising family
+ Majority of students had access to family planning comparison to sexual activity planning methods
Strongly agree = Agree services (Figure 3)
= Neutral = Disagree = However, many students were unaware (68.7%) of the = Older age groups of students are more inclined to use family planning methods, likely

Strongly disagree family planning services offered at Wits Campus reflecting the greater opportunity they have had to establish family planning practices.

Figure 3: Likert scale responses related to the ease Health. + Postgraduate students are more likely to use family planning methods, potentially due
of family planning access to their access to educational resources and information.
s = « The primary motivation for using family planning among students is to prevent
Limitations unplanned pregnancies.
* Male condoms (63.8%) and the oral contraceptive pill (46.8%) were the most used

This study focused on students at a single y, limiting the i of the findings to other academic methods

institutions. Given the sensitive nature of the topics and the reliance on self-reporting, there is a potential for information * Regarding the usage of emergency contraceptive, 19.6% of university students reported
bias. To mitigate this risk, anonymity and confidentiality were strictly maintained throughout the study. use before, with the predominant reasen being unprotected sexual intercourse.

Recommendations and Conclusion

This investigation into the knowledge, access, and utilisation of family planning services among university students revealed critical insights into the current state of reproductive health
among this population. The findings indicate that while most students are familiar with family planning concepts, misconceptions about methods and concerns about side effects persist. Key
findings include that despite a high level of access to family planning services, reported utilisation rates remain suboptimal with multiple factors affecting this uptake. Although most students
agree that access to family planning services is easy, a considerable percentage remain neutral or disagree, highlighting potential barriers that need to be addressed. Furthermore, the
relationship between sexual activity and the use of family planning methods emphasises the importance of targeted interventions to promote safer sexual practices and informed
reproductive choices. Integrating family planning services into general healthcare visits at the campus health center can aid in reducing the stigma associated with seeking these services
while also improving awareness of the services provided at the facility. Further research could include longitudinal studies to assess the long-term impact of improved family planning
services on academic success and overall student health, as well as the effectiveness of targeted interventions.
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