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Abstract
Background  Family planning, through access to safe and effective contraception, empowers women to make 
informed choices about their reproductive health. It is crucial in reducing unintended pregnancies, maternal mortality, 
and improving overall well-being. However, achieving equitable access to contraception remains a challenge in many 
low- and middle-income countries, including Sierra Leone. This study investigated the inequalities in contraceptive 
prevalence among married women of reproductive age (15-49 years) in Sierra Leone in 2008, 2013 and 2019.

Methods  This study employed time-trend study design utilizing data from three rounds of the Sierra Leone 
Demographic Health Survey conducted in 2008, 2013, and 2019. The health equity assessment toolkit software, 
developed by the World Health Organisation, was utilised to calculate various inequality measures. These include 
simple measures such as difference and ratio, as well as complex measures such as population attributable risk and 
fraction.

Results  The prevalence of contraceptive use among reproductive-aged married women  in Sierra Leone increased 
from 8.2% in 2008 to 21.2% in 2019. The inequality in married women's age in contraceptive prevalence between 
older and younger women decreased slightly from 7.5 percentage points in 2008 to 7.2 percentage points in 2019. 
The ratio also decreased, indicating a narrowing gap in contraceptive prevalence between the age groups over time. 
Inequality in economic status in contraceptive prevalence between married women in the richest and poorest wealth 
index decreased from 15.7 percentage points in 2008 to 9.9 percentage points in 2019. The population attributable 
fraction and population attributable risk decreased notably, suggesting that economic status became less of a 
determinant factor in contraceptive prevalence over time. The educational inequality in contraceptive prevalence 
between married women with secondary or higher education and those with no education experienced a decline 
from 16.5 percentage points in 2008 to 12.6 percentage points in 2019. Place of residence inequality in contraceptive 
prevalence between married women in urban and rural areas decreased from 11.2 percentage points in 2008 to 7.4 
percentage points in 2019. Provincial inequality in contraceptive prevalence between married women in the Western 
area and Northwestern province decreased from 16.7 percentage points in 2008 to 8.6 percentage points in 2019. 

Conclusion  The prevalence of contraceptive use among reproductive-aged married women in Sierra Leone has 
notably increased over the past decade, accompanied by notable reductions in inequalities across age, economic 
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Text box 1. Contributions to the literature
• By examining inequalities in contraceptive prevalence in Sierra Leone, 
it contributes to understanding the barriers faced by women in access-
ing these essential services.
• This study enriches our understanding of family planning, equity, and 
reproductive health, providing valuable information for policymakers, 
practitioners, and researchers.
• Inequalities in contraceptive use based on economic status, educa-
tion, place of residence, and province have all decreased over time in 
Sierra Leone, suggesting successful interventions to reach marginalized 
groups.

Introduction
Contraceptive prevalence refers to the percentage of 
women between the ages of 15 and 49 who presently 
use contraception or whose sexual partner is currently 
using contraception [1]. Contraceptive use, defined as the 
practice of employing various methods or devices to pre-
vent pregnancy during sexual intercourse, encompasses 
a wide range of approaches, including modern or tradi-
tional [2]. Modern contraceptive also referred to as con-
temporary contraception encompassing female and male 
sterilisation, intra-uterine devices, implants, injectables, 
oral contraceptive pills, male and female condoms, vagi-
nal barrier methods (such as the diaphragm, cervical cap, 
and spermicidal foam, jelly, cream, and sponge), the lac-
tational amenorrhoea method, emergency contraception, 
and other contemporary methods. Traditional forms of 
contraception encompasses rhythm approaches (such 
as fertility awareness-based methods and periodic absti-
nence), withdrawal, and other conventional techniques 
[2]. The utilisation of modern contraceptive techniques is 
a highly effective approach to diminish the likelihood of 
unwanted pregnancies, empowering women and couples 
to strategise the number and timing of their offspring [1], 
unlike traditional methods, which have a relatively low 
efficacy.

Globally, the utilisation of modern contraception by 
women experienced an almost twofold increase, ris-
ing from 467  million in 1990 to 874  million in 2021 
[3]. In 1990, 35% of women utilised a modern form 
of contraception;whilein 2021, this figure rose to 45% 
[3]. The utilisation of traditional contraceptive tech-
niques among women of reproductive age has increased 
from 84 million in 1990 to 92 million in 2021, despite a 
decrease in the proportion from 6% to 5% worldwide [1]. 
These patterns of contraceptive utilization vary across 

regions and countries, especially in sub-Saharan Africa, a 
region lagging in contraceptive use. For instance, a multi-
country study constituting 21 sub-Saharan African coun-
tries revealed a contraceptive prevalence of 24.32%, with 
Chad accounting for the highest prevalence of 66.81% 
and Zambia the lowest with 5.07% [4]. Cultural restric-
tions on interaction, lack of access, religious objection, 
and fear of health risk were drivers of the low contracep-
tive use reported in that study [4]. In Ethiopia, a study 
revealed that the overall prevalence of contraceptive 
use among married women was 53.5% [5]. The authors 
reported that women with larger family sizes, excellent 
self-reported health, and those living in higher socioeco-
nomic families were more likely to use contraceptives, 
whilst living in female-headed households and those over 
40 years were less likely to use contraceptives [5].

Sierra Leone, a fragile health country in West Africa, 
has made remarkable progress in increasing national 
contraceptive prevalence in recent years [6]. In 2019, 
the contraceptive prevalence rate (CPR) in Sierra Leone 
was 24% for all women, 21% for women who were cur-
rently married, and 53% for sexually active unmarried 
women [6]. The predominant modern contraceptive 
methods employed by women include injectables (9%), 
implants (7%), and the pill (4%) within the same year [6]. 
To optimize the use of contraceptives, the Government 
of Sierra Leone, in collaboration with local and interna-
tional organisations, has implemented several initiatives 
to enhance the utilization of contemporary contraception 
methods. This encompasses initiatives to implement fam-
ily planning services in healthcare facilities nationwide 
[7]. Mass media and community outreach programmes 
aim to rectify misunderstandings and enhance public 
knowledge of the advantages of family planning [8]. Nev-
ertheless, challenges persist, disproportionately affecting 
women residing in rural regions who frequently facegeo-
graphical barriers inaccessing these services compared to 
their urban compatriots[7].

Previous studies in Sierra Leone have examined 
inequalities in modern contraceptive use [8], the drivers 
of unmet needs for contraception [9], trends and deter-
minants of modern contraceptive utilization among 
women aged 15–19 years [10], and determinants of qual-
ity contraceptive counselling information among young 
women [11]. To date, no study has comprehensively 
examined the trends and inequalities of contraceptive 
prevalence, combining traditional and modern methods. 

status, education, place of residence, and geographic provinces. While inequalities persist, the narrowing gaps 
underscore progress in improving equitable access to contraceptive services. These findings underscore the 
importance of sustained efforts to address remaining inequalities and further enhance access to family planning 
resources for all women, particularly those in underserved populations.
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This study was conducted to address this knowledge gap. 
Understanding contraceptive prevalence is crucial for 
informing public health strategies and improving repro-
ductive health outcomes. By combining traditional and 
modern contraceptive methods in our research, we can 
obtain a comprehensive view of contraceptive use pat-
terns and preferences within diverse populations. This 
approach acknowledges the cultural importance of tra-
ditional methods while underscoring the role of modern 
methods in enhancing contraceptive efficacy and accessi-
bility. Furthermore, it allows for a more nuanced analysis 
of barriers to contraceptive uptake and informs targeted 
interventions that respect cultural contexts, ultimately 
contributing to improved family planning services and 
better health outcomes. Hence, this study investigates 
the inequalities in contraceptive prevalence among mar-
ried women in Sierra Leone from 2008 to 2019 using 
data from the Sierra Leone Demographic Health Survey 
(SLDHS). By examining these disparities, the study aims 
to identify the most significant factors contributing to 
unequal access to contraception. It also provides valuable 
evidence to inform policymakers and program imple-
menters in designing targeted interventions to bridge 
these gaps and ensure equitable access to contraception 
for all women in Sierra Leone.

Methods
Study design and source
This study employed time-trend study design, report-
ing contraceptive prevalence among married women 
of reproductive age, but does not specify whether these 
rates account for sexual activity as the denominator. 
The study utilises data extracted from 2008, 2013, and 
2019 SLDHS. The SLDHS is a comprehensive national 
survey designed to detect trends and differentials in 
demographic indicators, health indicators, and social 
issues across both genders and age groups. The SLDHS 
employed a cross-sectional design, selecting women 
through a stratified multi-stage cluster sampling method 
and the report comprehensively explains the sampling 
process [6]. This study included women between 15 and 
49 participating in the 2008, 2013, and 2019 SLDHS 
cycles, and the surveys data were accessible for imme-
diate utilisation through the World Health O⁣rganisa-
tion (WHO) Health Equity Assessment Toolkit (HEAT) 
online platform [12]. This study was carefully designed by 
following the Strengthening the Reporting of Observa-
tional Studies in Epidemiology (STROBE) guideline[13].

Variables
The outcome variable used in this study was contracep-
tive use. Married women who utilised modern and tra-
ditional contraceptives were categorised as “yes”, while 
the non-contraceptive users were classified as “no”. The 

assessment of inequality in the prevalence of contra-
ceptives employed five categories: Age was categorised 
as 15–19 and 20–49 and economic status was assessed 
based on the wealth quintile, divided into five categories 
(quintiles 1, 2, 3, 4, 5). The level of education was catego-
rised into three groups: no education, primary education, 
and secondary/higher education. The place of residence 
was classified as either rural or urban. The sub-national 
province was divided into five regions: Eastern, North-
ern, Northwestern, Southern, and Western.

Data analysis
The study was conducted using the WHO HEAT soft-
ware [12]. Five exposure variables were used to analyse 
the utilisation of contraceptive prevalence among mar-
ried women in Sierra Leone. The characteristics con-
sidered include age, socio-economic status, educational 
attainment, place of residence, and sub-national prov-
ince. Contraceptive prevalence among married women 
was assessed by calculating estimates and confidence 
intervals (CI). The denominator was defined as women 
who were married or living with a man, aligning with 
typical practices for assessing contraceptive use in demo-
graphic studies. Four metrics were employed to calculate 
inequality: Difference (D), Population Attributable Risk 
(PAR), Population Attributable Fraction (PAF), and Ratio 
(R). Population Attributable Risk (PAR) is a measure that 
quantifies the proportion of a disease or health outcome 
in the population that can be attributed to a specific risk 
factor. Whilst Population Attributable Fraction (PAF) is 
the proportion of a specific disease or health outcome in 
the population that can be attributed to a particular risk 
factor. Two fundamental metrics, D and R, remain unaf-
fected by weight; however, PAR and PAF were altered by 
weight. R and PAF are measurements that are relative to 
something else. Nevertheless, D and PAR are unequivo-
cal metrics. The consideration of summary measures 
were based on the acknowledgement by the WHO that 
absolute and relative summary measures are crucial for 
obtaining policy-driven conclusions. Unlike basic mea-
surements, complex measures consider the magnitude 
of categories within a particular population subset. The 
literature fully explains the World Health Organization’s 
summary measurements and calculations [14, 15]. Uti-
lizing sample sizes of 5,524 in 2008, 10,902 in 2013, and 
9,714 in 2019, HEAT calculated the following metrics:

D, R, PAR, and PAF. Below, we provide definitions, for-
mulae, and examples for each metric, using education as 
the variable of interest.

1.	 Difference (D):

The difference in contraceptive prevalence is calculated 
by subtracting the percentage of contraceptive use in the 
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disadvantaged group (e.g., women with no formal edu-
cation) from that in the advantaged group (e.g., women 
with secondary or higher education). D = Yhigh​−Ylow​.

Example  If 40% of women with secondary or higher edu-
cation use contraceptives (Yhigh) and 20% of women with 
no formal education use contraceptives (Ylow), the dif-
ference is: D = 40 − 20 = 20%. This indicates a 20% higher 
contraceptive prevalence among women with secondary 
or higher education compared to those with no education.

2.	 Ratio (R):

The ratio compares contraceptive prevalence in the 
advantaged group to that in the disadvantaged group.

R = Yhigh/ Ylow​​​.

Example  Using the same data as above, the ratio is:
R = 40/20 = 2. This means that women with secondary 

or higher education are twice as likely to use contracep-
tives as those with no formal education.

3.	 Population Attributable Risk (PAR):

PAR quantifies the absolute difference between the 
national prevalence of contraceptive use (Yref ) and the 
prevalence in the reference (advantaged) category.

PAR = Yref​−Yhigh.

Example  If the national prevalence of contraceptive use 
(Yref ) is 30% and the prevalence among women with sec-
ondary or higher education (Yhigh) is 40%, the PAR is:

PAR = 30–40 = -10%. This negative value indicates that 
the national prevalence is 10% points lower than the 
prevalence in the advantaged group.

4.	 Population Attributable Fraction (PAF):

PAF reflects the proportion of inequality in contraceptive 
use attributable to the reference group. It is calculated by 
dividing the PAR by the national prevalence (Yref ).

PAF = Yref/​PAR​.

Example  Using the same data, where PAR = -10% and 
Yref = 30%, the PAF is:

PAF = -10/30 = -0.33 or -33%. This indicates that 33% 
of the inequality in contraceptive prevalence is attribut-
able to differences associated with education.

Results
Trends in contraceptive prevalence among married women 
in Sierra Leone, 2008–2019
Table  1 shows the trends in contraceptive prevalence 
among married women in Sierra Leone from 2008 to 
2019. The national prevalence of contraceptive use 
increased notably from 8.2% in 2008 to 21.2% in 2019. 
Younger married women (15–19) have shown an increase 

Table 1  Trends in contraceptive prevalence among married women in Sierra Leone by different inequality dimensions, 2008–2019
Dimension 2008 2013 2019

N % (LB-UB) N %. (LB-UB) N %. (LB-UB)
Age
15–19 358 1.1 (0.3–4.3) 729 7.7 (5.7–10.3) 477 14.3 (11.1–18.3)
20–49 5166 8.6 (7.6–9.8) 10,173 17.2 (15.9–18.6) 9237 21.5 (20.3–22.9)
Economic status
Quintile 1 (poorest) 1178 4.4 (3.1-6.0) 2341 12.5 (10.6–14.5) 2079 16.1 (14.4–18.0)
Quintile 2 1143 3.5 (2.4-5.0) 2323 12.0 (10.3–13.9) 2134 18.3 (16.0–21.0)
Quintile 3 1185 4.5 (3.3–6.1) 2306 12.7 (10.9–14.9) 1979 20.9 (18.5–23.4)
Quintile 4 1050 10.6 (8.7–12.8) 2086 20.4 (18.0-22.9) 1770 26.2 (24.1–28.4)
Quintile 5 (richest) 966 20.1 (16.7–24.0) 1845 28.1 (24.9–31.4) 1750 26.0 (23.0- 29.3)
Education
No education 4280 5.7 (4.9–6.6) 7869 14.2(12.9–15.6) 5956 17.0 (15.7–18.4)
Primary education 601 10.8 (8.3–13.9) 1425 19.2 (16.7–21.9) 1297 24.6 (21.6–27.8)
Secondary or higher education 643 22.2 (18.7–26.2) 1607 25.9 (22.9–29.1) 2460 29.6 (27.4–32.0)
Place of residence
Rural 3964 5.0 (4.2–5.9) 7980 12.9 (11.7–14.3) 6136 18.4 (16.9–20.1)
Urban 1560 16.2 (13.6–19.2) 2922 26.5 (23.9–29.4) 3578 25.9 (23.9–28.0)
Region
Eastern 1027 6.1 (4.7–7.8) 2557 17.3 (15.1–19.7) 2007 23.7 (21.1–26.5)
Northern 2434 4.3 (3.5–5.4) 4398 12.2 (10.4–14.3) 2172 18.0 (15.2–21.3)
Northwestern NA NA NA NA 1760 16.0 (13.6–18.6)
Southern 1205 8.4 (6.6–10.6) 2434 17.2 (15.1–19.5) 1894 23.6 (21.1–26.4)
Western 857 21.1 (17.5–25.2) 1512 27.1 (22.7–31.9) 1880 24.6 (21.7–27.9)
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in contraceptive use by 13.2%, from 1.1% in 2008 to 14.3% 
in 2019, compared with their older counterpart (20–49) 
increasing by 12.9%, from 8.6 to 21.5% in that same 
period. There is a clear gradient with economic status; 
with every wealth quintile increasing across the survey 
years, with married women in the richer quintiles hav-
ing the highest contraceptive prevalence increasing from 
20.1% in 2008 to 26.0% in 2019. However, married women 
in the poorest quintile experienced the lowest increase, 
increasing from 4.4 to 16.1%. Despite married women 
in quintile 5 showing the highest contraceptive preva-
lence overtime, the greatest improvement was observed 
among married women in the middle class (quintile 3), 
increasing by 16.4%, from 4.5% in 2008 to 20.9% in 2019, 
followed by their counterpart in quintile 4, increasing by 
15.6%, from 10.6 to 26.2%, in that same period.

Education appears to have a strong influence on con-
traceptive use. Married women with secondary or higher 
education had the highest contraceptive prevalence 
throughout the years, increasing from 22.2% in 2008 to 
29.6% in 2019, while those with no education showed the 
lowest prevalence of contraceptive use throughout the 
years. The greatest improvement in contraceptive preva-
lence was observed among married women with primary 
education, increasing by 13.8%, from 10.8% in 2008 to 
24.6% in 2019.

Urban areas have a consistently higher prevalence of 
contraceptive use compared to rural areas. In 2019, the 
prevalence of contraceptive use among married women 
who resided in urban areas was 25.9% compared to their 
counterparts in rural areas with 18.4%. There are regional 
disparities in contraceptive use. Married women who 
resided in the Western area, encompassing the capi-
tal city of Freetown, consistently exhibited the highest 
contraceptive prevalence across the survey years, with a 
peakin 2019 at 24.6%. Those who resided in the North-
western region (excluding the surveys of 2008 and 2013 
due to its establishment after these assessments period) 
recorded a contraceptive prevalence of 16.0% in 2019. 
The Eastern region showed the most notable improve-
ment increasing by 17.6%, from 6.1% in 2008 to 23.7% in 
2019.

Inequalities in contraceptive prevalence among married 
women in Sierra Leone, 2008–2019
Table  2 shows inequality of contraceptive prevalence 
among married women in Sierra Leone from 2008 to 
2019. The D in age in contraceptive prevalence decreased 
slightly from 2008 to 2019. The PAF and PAR both 
decreased significantly, with PAF decreasing from 5.9% to 
1.6% whilst PAR decreased from 0.4% to 0.1%. The confi-
dence intervals for both dimensions suggest the decrease 

Table 2  Inequality of estimates in contraceptive prevalence among married women in Sierra Leone, 2008–2019
Dimension 2008 2013 2019

Est. LB UB Est. LB UB Est. LB UB
Age(25–49 age group minus 15–19 age group)
D 7.5 5.6 9.3 9.5 6.8 12.1 7.2 3.4 11.0
PAF 5.9 5.9 5.9 3.8 3.8 3.8 1.6 1.6 1.6
PAR 0.4 0.3 0.5 0.6 0.4 0.7 0.3 0.1 0.5
R 7.3 1.9 27.0 2.2 1.6 3.0 1.5 1.1 1.9
Economic status(Richest minus poorest)
D 15.7 11.8 19.6 15.6 11.8 19.3 9.9 6.2 13.5
PAF 146.0 145.8 146.3 69.0 68.9 69.1 22.8 22.7 22.9
PAR 11.9 9.9 14.0 11.4 9.6 13.2 4.8 3.0 6.6
R 4.5 3.1 6.6 2.2 1.8 2.7 1.6 1.3 1.9
Education(Secondary or higher education minus no education)
D 16.5 12.7 20.3 11.7 8.3 15.0 12.6 9.9 15.3
PAF 171.6 171.3 172.0 56.0 55.9 56.1 39.7 39.6 39.7
PAR 14.0 11.3 16.8 9.3 7.4 11.2 8.4 6.9 9.9
R 3.9 3.1 4.8 1.8 1.5 2.1 1.7 1.5 1.9
Place of residence(Urban minus rural)
D 11.2 8.2 14.1 13.6 10.5 16.6 7.4 4.8 10.0
PAF 98.0 97.8 98.2 59.9 59.8 59.9 22.1 22.1 22.2
PAR 8.0 6.7 9.3 9.9 8.6 11.2 4.7 3.6 5.7
R 3.2 2.5 4.1 2.0 1.7 2.3 1.4 1.2 1.5
Region (Western area minus Northwestern region)
D 16.7 12.7 20.7 14.8 9.8 19.7 8.6 4.7 12.6
PAF 157.7 157.4 158.0 63.0 62.9 63.1 16.2 16.1 16.3
PAR 12.9 10.7 15.1 10.4 8.4 12.4 3.4 1.7 5.1
R 4.8 3.6 6.4 2.2 1.7 2.7 1.5 1.2 1.8
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were statistically significant. The ratio also decreased 
from 7.3 in 2008 to 1.5 in 2019, with the confidence inter-
vals suggesting a statistically significant association, dis-
proportionately affecting the married women aged 15–19 
years.

The D in economic status decreased from 15.7% points 
in 2008 to 9.9% points in 2019. The confidence inter-
vals suggest the differences were statistically significant. 
Both the PAF and PAR decreased significantly, with 
PAF decreasing from 146% to 22.8%, whilst the PAR 
decreasedfrom 11.9% to 4.8% between 2008 and 2019, 
respectively. The confidence interval for both dimensions 
(PAF and PAR) were statistically significant. The ratio 
also decreased from 4.5 to 1.6 between 2008 and 2019, 
however, inequality persisted disproportionately affect-
ing married women in poorest quintile. For educational 
status, the D decreased from 16.5% points in 2008 to 
11.7% points in 2013 and slight increased to 12.6 in2019. 
The confidence interval shows the differences were sta-
tistically significant. The PAF decreased from 171.6% 
to 39.7% between 2008 and 2019, whilst the PAR also 
decreased from 14.0% points to 8.4% points. The con-
fidence intervals for both PAF and PAR shows the dif-
ference were statistically significant. Furthermore, the 
ratio also decreased from 3.9 to 1.7, and the confidence 
intervals shows the decrease was statistically significant, 
disproportionately affecting married women with no 
education.

The D and ratio for place of residence decreased over 
time, with D decreasing from 11.2% points in 2008 to 
7.4% points in 2019; and the confidence intervals sug-
gest the decrease in difference was statistically signifi-
cant. For PAF and PAR, both decrease significantly with 
PAF decreasing from 98.0% in 2008 to 22.1% in 2019, 
whilst the PAR decreased from 8.0% to 4.7% in that same 
period. The confidence intervals for both dimensions 
(PAF and PAR) suggest the decrease was statistically sig-
nificant. The ratio decreased from 3.2 to 1.4 between the 
same period, and the confidence interval suggest the dif-
ferences were statistically significant, disproportionately 
affecting married women residing in the rural areas.

At the regional level, the D decreased from 16.7% 
points in 2008 to 8.6% points in 2019, and the confidence 
intervals suggest this decrease were statistically signifi-
cant. The PAF and PAR both decreased overtime, with 
PAF decreasing from 157.7% in 2008 to 16.2% in 2019, 
whilst the PAR decreased from 12.9% to 3.4% within 
the same period. The confidence intervals for both PAF 
and PAR suggest the decrease were statistically signifi-
cant. The ratio also decreased from 4.8 to 1.5 between 
2008 and 2019, and the confidence intervals suggest the 
decrease were statistically signifcant.

Discussion
This study examines inequalities in contraceptive preva-
lence among married women of reproductive age in 
Sierra Leone between 2008 and 2019. The prevalence 
of contraceptive increased from 8.2% in 2008 to 21.2% 
in 2019. Inequalities in contraceptive prevalence based 
on economic status, education, place of residence, and 
region decreased over time. 

The increase in contraceptive prevalence among mar-
ried women in Sierra Leone from 2008 to 2019 could 
be attributed to several factors including government 
commitment to family planning through policy changes 
that prioritize access to contraceptives and reproductive 
health services[7]. This include increased funding for 
family planning programs, streamlining service deliv-
ery pathways, or removing legal barriers to contracep-
tive access. The expansion of family planning programs 
to reach more women across the country could be an 
important factor [8]. This involve establishing new clin-
ics or mobile health services, particularly in underserved 
rural areas. A wider range of safe and effective contracep-
tive methods becoming more readily available in health 
facilities and pharmacies could have contributed to the 
rise in use [16]. Increased public awareness campaigns 
through radio, television, or community outreach pro-
grams could have improved knowledge about contracep-
tion and its benefits [17].

Married women aged 20–49 in Sierra Leone had a 
higher prevalence of contraceptive compared to younger 
women. This finding aligns with a previous study in 
Ghana [18]. Younger women may have limited access to 
comprehensive sex education, leaving them with insuf-
ficient knowledge about contraception, the options 
available, and their benefits [19, 20]. The social stigma 
surrounding adolescent sexuality and family planning 
discussions could discourage young women from seeking 
information or discussing contraception with healthcare 
providers or family members [20, 21]. Healthcare facili-
ties might not have dedicated youth-friendly services or 
counselling specifically tailored to the needs and con-
cerns of younger adolescents [22, 23]. Another critical 
factor that likely contributed to the higher prevalence of 
contraceptive use among women aged 20–49, compared 
to their counterparts aged 15–19, is the desire for birth 
spacing and the postponement of pregnancy for various 
reasons. Women in the 20–49 age group are typically 
at their most productive stage and are often engaged in 
income-generating activities or pursuing higher educa-
tion. As a result, they view contraceptive use as a vital 
strategy for preventing unintended pregnancies, recog-
nizing that such pregnancies could diminish their pro-
ductivity and adversely impact their ability to generate 
income for themselves and their families. This perspec-
tive likely accounts for the increased contraceptive use 
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observed among women aged 20–49 in this study. To 
address this gap, implementing comprehensive sex edu-
cation programs in schools or youth centers can improve 
knowledge about contraception and empower young 
women to make informed choices. Establishing dedi-
cated youth-friendly clinics with trained providers who 
can offer confidential counselling and a wider range of 
contraceptive options without age restrictions (where 
applicable) could improve access. Developing targeted 
information campaigns for young people using accessible 
platforms like social media or youth-oriented television 
shows can improve awareness and address misconcep-
tions. By addressing these challenges and creating a more 
supportive environment, Sierra Leone can foster progress 
in closing the gap in contraceptive use between younger 
adolescents and women aged 20–49.

Women from wealthier quintiles in Sierra Leone have 
a higher prevalence of contraceptive use compared to 
poorer women. This finding aligns with a previous study 
in Brazil [24]. Even with government efforts, some con-
traceptive methods might still require user fees, which 
can be a significant barrier for women with limited 
financial resources [25, 26]. Travelling to healthcare 
facilities offering family planning services, especially in 
rural areas, can involve transportation costs that poorer 
women might struggle to afford [27]. Poorer women 
are more likely to live in remote rural areas with lim-
ited access to healthcare facilities and family planning 
services compared to richer women in urban areas [28]. 
Women from poorer backgrounds might have lower 
levels of education, limiting their knowledge about con-
traception options available and their benefits [29, 30]. 
Consequently, the need for contraceptive use among this 
disadvantage group (poorer women) are often left unmet, 
likely resulting in the low prevalence of contraceptive use 
observed in this study. This low prevalence of contracep-
tive use poses a significant risk of unwanted pregnancy 
and contracting sexually transmitted infection. Consid-
ering almost 60% of the Sierra Leonean population live 
below $1 per day by end of 2024, it is imperative for gov-
ernment with support from health development partners 
to take proactive actions to enhance the easy accessibil-
ity and use of contraceptive among disadvantage popu-
lation (poorer women). To address this gap, government 
or donor-funded programs should subsidize or eliminate 
user fees for contraception to make it more accessible 
for poorer women. Expanding mobile outreach clinics or 
community-based service delivery can bring family plan-
ning services closer to women in remote areas. Engaging 
local women’s groups and community health workers 
can promote awareness about contraception and address 
social and cultural barriers within communities. By 
implementing these strategies and addressing the various 
financial, access, knowledge, and social barriers faced by 

poorer women, Sierra Leone can work towards achieving 
greater equity in contraceptive use across all economic 
backgrounds.

Women in the western area of Sierra Leone have a 
higher contraceptive prevalence than those in the north-
ern region. The western area, hosting the capital city 
named Freetown is urbanized than the North. Urban 
areas often have a higher concentration of healthcare 
facilities and family planning services, making them 
more accessible to women [31]. The western area have 
better infrastructure and transportation networks, 
enabling women to travel more easily to clinics or ser-
vice points offering contraception [32]. The western area 
have a higher average income compared to the North. 
This could translate to women having more financial 
resources to pay for user fees, transportation costs, or 
preferred contraceptive methods [8]. Women in the 
Western area have greater exposure to information cam-
paigns about family planning through radio, television, or 
community outreach programs than those in the North 
[32]. Furthermore, the observed higher prevalence of 
contraceptive use among women in the Western area, as 
compared to their counterparts in the Northern prov-
ince, might be attributed to several factors related to 
socioeconomic engagement. Women in the Western area 
are frequently involved in various socioeconomic activi-
ties, which enhances their perception of contraceptive 
use as a crucial strategy for mitigating the risk of unin-
tended pregnancies. This perception is further influ-
enced by concerns that pregnancy could adversely affect 
their ability to perform daily tasks essential for income 
generation, thereby increasing their motivation to uti-
lize contraceptive methods. In contrast, women in other 
regions, particularly the Northern province, encounter 
socioeconomic and cultural barriers that hinder their 
access to contraceptive use. These barriers are often exac-
erbated by spousal disapproval, as women who seek to 
use contraceptives are often perceived as disloyal. Such 
cultural perceptions create substantial obstacles to con-
traceptive acceptance and utilization, thereby contribut-
ing to the disparities observed in this region. To address 
this disparity, there should be increased investment in 
healthcare facilities, mobile clinics, and trained providers 
in the North, which can improve access to family plan-
ning services. Developing culturally sensitive information 
campaigns in local languages specifically for the northern 
province can raise awareness about contraception and 
address misconceptions. Engaging with local religious 
leaders and community influencers can promote dia-
logue and address social and cultural barriers to family 
planning in the North. Considering regional variations in 
user fees or implementing targeted subsidy programs for 
contraception in the North can make it more accessible. 
By improving service availability, addressing knowledge 
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gaps, promoting open dialogue within communities, and 
potentially mitigating financial barriers, Sierra Leone can 
work towards reducing disparities in contraceptive use 
between the western and northern provinces.

Limitations of the analysis
The reliance on overall contraceptive prevalence as the 
primary outcome measure limits the ability to answer 
key questions about the drivers of changes in contra-
ceptive use. For example, the analysis does not explore 
whether the observed increase in contraceptive preva-
lence reflects a reduction in unmet need for contracep-
tion or a shift in women’s fertility preferences, such as 
a greater desire to limit rather than space births. Simi-
larly, the study does not examine the types of contracep-
tive methods being used, which could provide insights 
into whether women are accessing a broader range of 
options or whether certain methods are more accessible 
than others. Additionally, the analysis does not adjust for 
potential confounders such as age, marital status, parity, 
or sexual activity, which could influence contraceptive 
use. This limits the ability to fully understand the com-
plex relationships between these factors and contracep-
tive behavior. Future research incorporating multivariate 
analyses and additional dimensions of contraceptive use 
would provide a more comprehensive understanding of 
these dynamics.

Speculations and programmatic context
Despite these limitations, it is possible to make some 
educated speculations about the factors contributing to 
the observed trends in contraceptive use based on pro-
grammatic and policy changes in Sierra Leone and simi-
lar contexts.

Government commitment to family planning
The increase in contraceptive prevalence likely reflects 
the Sierra Leone government’s commitment to improv-
ing access to family planning services. Policy changes 
prioritizing reproductive health, such as the National 
Family Planning Costed Implementation Plan (2018–
2022), may have played a critical role [7]. These efforts 
likely included increasing funding for family planning 
programs, expanding service delivery networks, and 
addressing legal or logistical barriers to contraceptive 
access. Similar trends have been observed in countries 
such as Rwanda and Ethiopia, where strong government 
leadership and investments in family planning have led to 
substantial increases in contraceptive use [33].

Expansion of service delivery
The expansion of family planning services to underserved 
areas, particularly rural areas, may have contributed to 
the observed reduction in regional and socio-economic 

disparities. Mobile health clinics, community-based dis-
tribution programs, and task-shifting initiatives to train 
lower-level health workers in providing contraceptive 
services are strategies that have been successfully imple-
mented in other low-income countries and may have 
been adopted in Sierra Leone [34].

Increased availability of contraceptive methods
The availability of a wider range of contraceptive methods 
in health facilities and pharmacies could have improved 
access and choice for women. Evidence from other coun-
tries suggests that expanding the method mix can lead to 
increased contraceptive prevalence, as women are more 
likely to find a method that suits their needs and prefer-
ences [35].

Public awareness campaigns
Increased public awareness campaigns through radio, 
television, and community outreach programs may have 
played a role in improving knowledge about contra-
ception and its benefits. Similar campaigns in low- and 
middle-income countries have been shown to increase 
contraceptive uptake and reduce stigma associated with 
family planning [36].

Persistent gaps among adolescents
The persistent disparity in contraceptive prevalence 
among adolescents (15–19) may reflect unique barri-
ers faced by this age group, including limited access to 
youth-friendly services, insufficient sex education, and 
social stigma surrounding adolescent sexuality. Address-
ing these challenges requires targeted interventions, such 
as school-based comprehensive sex education programs, 
youth-friendly clinics, and confidential counseling ser-
vices. Evidence from Ghana suggests that such interven-
tions can significantly improve contraceptive use among 
adolescents [37].

Economic and social barriers
Despite progress, married women from poorer quintiles 
still have lower contraceptive prevalence than wealthier 
women. This may reflect financial barriers, such as user 
fees for contraceptives and transportation costs, as well 
as social and cultural factors that limit access to family 
planning services. Addressing these barriers requires 
targeted subsidies, mobile outreach programs, and com-
munity engagement initiatives to promote awareness and 
reduce stigma.

Conclusion
The prevalence of contraceptive in Sierra Leone more 
than doubled between 2008 and 2019, with notable 
reductions in disparities based on age, economic sta-
tus, education, place of residence, and province. Efforts 
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to improve contraceptive use in Sierra Leone should 
focus on expanding access to youth-friendly services, 
implementing comprehensive sex education programs, 
and addressing financial barriers such as user fees and 
transportation costs. Additionally, increasing invest-
ment in healthcare infrastructure and outreach programs 
in underserved areas, coupled with culturally sensitive 
awareness campaigns, can help close remaining gaps in 
access and knowledge. While this study provides valu-
able insights into overall contraceptive prevalence and 
inequalities, future research should explore unmet need 
for contraception, fertility preferences, and method mix 
to provide a more nuanced understanding of contracep-
tive behavior. Sustained efforts to monitor progress and 
evaluate the effectiveness of family planning programs 
will be essential to achieving equitable access to repro-
ductive health services for all women in Sierra Leone.
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