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Background. Contraceptive prevalence remains low in developing countries. This low prevalence is not linked to unmet family planning 
needs, but rather to barriers to contraceptive use in women. One of the benefits of contraception is birth spacing and better development 
for the family. In Burkina Faso, few studies have been performed on the barriers and motivations to the use of contraception by young 
rural married women.
Objectives. We conducted a qualitative, descriptive, exploratory case study to understand the barriers and motivations to the use of 
effective modern methods of contraception by young married women in rural Burkina Faso. 
Methods. Modern contraceptive methods were hormonal (oral or injectble) or intra-uterine devices. The sampling was non-probabilistic 
by reasoned choices. Data were derived from responses from individual in-depth semi-structured interviews, observations and a 
literature review. These were then analysed thematically.
Results. Gender relations unfavorable to women, the desire to have a large family, and shortcomings in communication constitute 
obstacles to the use of modern contraceptive methods. Despite these obstacles, the many benefits of modern contraceptives, namely the 
improving of health and family welfare and the empowerment of young women are a motivation to the use of effective contraception by 
young women, though this is dependant on partner support.
Conclusion. Despite the many obstacles to contraception, the many benefits motivate women to adhere to contraceptive methods.
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The world’s population surpassed 7 billion in October 2011.[1,2] 
Sub-Saharan Africa is one of the major contributors to this rapid 
population growth; its population could reach 2.1 billion by 2050.[3] 
This population growth, if not accompanied by economic growth 
and human development, will be the source of many social problems 
including poverty, conflict and migration. The National Institute 
of Stastistics and Demography (NISD) estimated the population of 
Burkina Faso at 16 million in 2011, 19.6 million in 2017, projected 
to reach 21.5 million by 2020.[4] This population increase is directly 
attributable to the low use of contraception. Survey data from the 
demography and health module of INSD, contraceptive prevalence 
for modern (nontraditional) effective methods in Burkina Faso in 
2015 was 22.5%.[4] This rate was 23% in Senegal, 15% in Ivory Coast 
and 70% in France.[4] Aware of the challenges of population growth 
on development and in accordance with commitments made at 
international level, Burkina Faso committed itself to promote family 
planning. This commitment has resulted in successive steps to 
reposition family planning. These measures include: (i) the adoption 
of a law on reproductive health in 2005, (ii) the community-based 
distribution of contraceptives in 2009, (iii) the subsidising of 
contraceptives in 2010, and (iv) the implementation of free family 
planning services in public health facilities since 2011.

Despite these efforts, unmet family planning needs remain high, 
at a current rate of 19.6%.[4] Much remains to be done to reduce the 

rate of this unmet needs in order to lower contraception rates which 
could rise to 32.5% in 2020.[4] Modern contraception use remains 
low, globally. In developing countries, these have been attributed to 
three main factors: infrequent sexual intercourse, concerns about 
side effects or health risks, and accessibility to services offering 
contraceptive methods. In addition, sociocultural barriers and an 
ignorance of available contraceptive options contribute to under-
usage of modern contraceptive methods. These factors have have 
not sufficiently addressed by qualitative studies, specifically among 
young people in Burkina Faso. We conducted a study evaluating 
the barriers and motivations for modern contraceptive use among 
young married women in the health and social promotion center 
of Somiaga, Burkina Faso. Somiaga is a suburban village within the 
commune of Ouahigouya and based on a 2006 population census, 
Somiaga has an annual population growth rate above the average 
growth rate of Ouahigouya department.[10] The rate of use of modern 
contraceptive methods at 3.38% in the first quarter of 2018, is one of 
the lowest of the suburban Health and Social Promotion Center of 
Ouahigouya health district (unpublished data).

Methods
This was a qualitative, descriptive, cross-sectional study which 
took place from 23 July to 25 August 2018. The study population 
were young married women aged under 25 years of age attending 
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the Health and Social Promotion Center of Somiaga. Non-
probabilistic sampling by reasoned choices was undertaken.[5] A 
diversified sample set was selected based on sociodemographic 
characteristics and included: district of origin, age, educational 
level, use or no use of modern contraceptive methods. This 
type of sampling is suitable because the aim was to choose 
participants who had either active or some experience of the 
studied phenomenon.[6] Further inclusion criteria included: >18 
years (of legal age), ability to speak ‘Mooré’ and consent by the 
participant. The choice of ‘Mooré’ is justified by the fact that 
it is a commonly spoken language in the region and was spoken 
by the research investigator without the need of a translator. 
The sample size was set at 12 young married women in line 
with literature on qualitative research that sets the sample size 
between n=8 and n=12.[7]

. Internal diversification was enabled 
when recruiting through the sociodemographic questionnaire. 
In order to sufficiently power our study, we used 15 participants. 
Three techniques were used to collect data: interview, observation 
and document review. Interviews were the main source of data. 
To preserve the anonymity and confidentiality of participants, 
recruitment and interviews were done in the same place. The 
interviews were recorded to allow transcription. All participants 
were informed about the research process (purpose, objectives, 
anonymity, confidentiality and the option to cease participation). 
All interviews took place after signed consent. In addition to 
discussions, analytical observations were made that enabled us 
to complete and triangulate collected information. Observation 
notes were recorded for health promotion and disease prevention 
activities around sexual and reproductive health within the health 
centre. Comments were made during individual interviews. The 
aim was to report reactions of a participant during interviews.

Ethical considerations
The study protocol was approved by the Ethics Committee for 
Health Research.

Results
Sociodemographic profile of the participants
Our study included a total of 15 participants aged from 18 to 24 
years. Seven participants were aged between 18 and 20 years. Six 
women who had 1 child, five had 2 children and four had 3 children. 
All five regions of the village were represented. The large majority 
of participants (n=14/15) were Muslim, the predominant religion in 
the village of Somiaga (a single participant was Christian). Thirteen 
were in monogamous unions. Four participants had no education, 
five had completed primary education, six had completed secondary 
school and two were still pupils. Six participants had used or were 
currently using a modern contraceptive method and nine had never 
used any form of contraception. Regarding participants’s husbands: 
three had no education, seven had completed primary education, 
and four had completed secondary school. Five were farmers, two 
worked in the building trade and two were traders. There was also a 
craftsman, a welder, a driver, an apprentice bricklayer and a husband 
who worked in agriculture in the the Ivory Coast. Many women 
(n=9/15) could not report the exact age of their husbands, however 
reported ages were between 20 to 60 years. Of the six women who 
reported current or prior use of modern contraception, three were 
injectable (Depoprovera), two were implants (Jadelle) and one was a 
combined oral contraceptive.

Barriers to the use of modern contraception: 
Aspirations and perceptions of fertility
Responses by participants to questions on fertility were challenging 
to interpret given the sensitivity of the issue and a reluctance to 
provide comment. Common responses with respect to the desired 
number of children included: ‘What God gives me’ and ‘I do not 
know yet.’ After repeated requests for a personal position on the 
matter, some volunteered a desire for between 3 and 7 children. 
For some young married women, children are viewed as a symbol 
of wealth and prestige, therefore limiting the number of children 
is not considered desirable. One respondent, mother of one child, 
whose parents had 7 children, and the father-in-law had 2 wives and 
12 children, illustrates this: ‘Having many children can be a source 
of wealth because if some of them fail, others can succeed in life. For 
me, having many children is good because if one fails, the other can 
succeed. If one is not blessed, the other will be blessed. But if they 
are not numerous then there is no blessing (success), it’s over. But if 
there are many, there is more likely to have blessing among them.’ 
Children may be considered a gift from God, and therefore human 
interventions or influences are meaningless. Here was the response 
of one woman, mother of three children, whose father has 2 wives 
and 14 children, and whose stepmother has 7 children: ‘Really, we 
are not thinking about that. We say all that God gives us, that’s what 
we want. All that God will desire, is what we follow. Because we 
cannot say we will do this and if this is not God’s will, it will come 
true. You do not know where the blessing will come from. Success can 
come from the last children as it may come from first ones.’ Another 
participant, a mother of 3 children whose stepfather had 3 wives 
and more than 20 children, and whose stepmother had 7 children, 
gave a similar response: ‘Children are a gift from God. In all that he 
gives you, he places blessings which are gift, one can not judge it.’ In 
response to the question ‘how many children seem ideal to you?’ 
she replied: ‘Each has their choice. Some want many; others do not 
want too many. If I have six or seven, it is good for us to take care 
of them.’ If children are considered a gift from God, equally, God 
can also take them back, rendering any human choice futile. An 
example of this opinion was expressed by a mother of one child: 
‘You can choose a number of children and God will remove what he 
wants. Your choice is meaningless.’ Participants were asked about 
their perception regarding the risks of childbirth. Most responded 
that they were aware of risks but did not consider these risks as a 
factor when deciding to have childred. An example from a mother of 
one child, whose father has 3 wives and 16 children illustrates this: 
‘We cannot say that it is suffering and refuse to have children. We will 
have children.’

This attitude is reflected in the response of another participant: 
‘If I did not give birth! My mother wanted children, my father wanted 
children, but God didn’t give them many. It is only me that he gave 
them. But as they (my parents) are no longer of this world, and it is 
I who stayed. Should I not give thanks to God for the children? He 
gives me so that my name will not disappear. We know that it can be 
difficult, but we will continue to deliver them.’

Barriers to the use of modern contraception: 
The consent of husbands for contraception
The consent of husbands naturally allows young married women 
to use modern contraception without leading to conflict. Consent 
from husbands may be age dependent as newly married or younger 
women are less likely to act on contraceptive use independently. Of 
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the six women in our sample who had used modern contraception, 
the majority did so with the consent of their husband, as stated by 
one participant: ‘Contraception? I have already used it and now, I’m 
still using it. I’m using Norplant [subdermal contraceptive implant]. My 
husband agrees with me on using contraception.’ And from another 
participant: ‘My husband had already previously allowed me to use 
contraception. I think that if I want to use contraception again, he will 
accept.’ Some participants who had not used contraception were sure 
of the consent of their husbands, as exemplified by this response: 
‘We have not yet begun only; we are on our way. My husband will be 
informed before I use it. There will be no opposition.’ 

Motivations for the use of modern 
contraception
The benefits of modern contraception provide motivations for their 
use among young married. These benefits can be grouped into 
two sub-themes: (i) improving health and family welfare and (ii) 
empowerment of young women. With respect to improving health 
and family welfare, all participants were unanimous in reporting the 
need to space births for the health and well-being of their families. 
A further benefit for the use of modern contraception is that they 
provide more freedom in conjugal life and therefore promote 
harmony within the marriage. Here are the reponses of a mother 
of twins who had already used modern contraception: ‘Modern 
contraception does not prevent one from giving birth; its aim is to 
space births. It permits children to be healthy and mothers to rest. If 
you conceive a child who cannot tolerate his little [younger] brother, 
the baby is crying, and his elder brother is crying too, it becomes hard 
for you.’ She continues: ‘For example, I hold these two babies [twins]; 
if their elder brother was still small, two years or less than two years, 
the situation would be difficult. But their elder brother is 5 years old.’ 
And further: ‘Some women are fast, others slower; but we cannot 
know. We must take some precautions to space births.’ With reference 
to contraception as a means of promoting marital harmony, this 
is the response of an 18-year-old mother of one child, who was not 
using contraception: ‘If you manage to use contraception, you live 
in a good understanding with your husband. There are no disputes 
between you. If you use contraception, you are well; you have no more 
worries.’ When asked why she was not already using contraception, 
she replied: ‘We are going to do it. We have not yet begun; we’re on 
our way.’ Some participants also noted that modern contraception 
provides freedom in married life and contributes to a good 
understanding within the couple, as this active user describes: ‘If 
contraception is used, there are no more problems in the relationship 
between the woman and her husband.’ This is echoed by a participant 
who had never used contraception but was aware of the advantages 
already cited: ‘If it suits you, there are many advantages: you’ll be in 
good health and you’ll feel well.’ The use of modern contraceptive 
methods is perceived by some women as being a potential conflict 
mitigator, as illustrated by the response of one participant: ‘I’ve 
never used modern contraception, but I know that it helps a bit. 
Even if it is the 3-month [injectable] that you use, if it suits you, your 
child is healthy and you yourself are healthy. Hai! Men of today like 
small quarrels. Perhaps, small quarrels will decrease.’ The use of 
contraception empowers young married women, allowing them 
to work independently and generate income. Several participants 
alluded to this: ‘The use of modern contraception allows the woman 
to choose the best time for her motherhood. The advantage is the 
possibility to wait for a long time before giving birth. If you do not use 

modern contraception, you will quickly give birth; but if you use it and 
it suits you, you will give birth at the time you want.’ From another 
participant: ‘You can take better care of your business. When I used it 
in the dry season, I could sell water and earn some income to my grind 
millet and buy clothing items, clothes and shoes.’ From another: ‘Look 
at this child, if he does not reach 2 years or a year and a half and you 
get pregnant, it does not make sense; your business will suffer. If you 
get pregnant, you cannot do anything.’ And another: ‘[If you] do not 
use it and you find yourself with serious diseases, you are in trouble. 
Contraception helps people in their economic activities.’

Discussion
This study reports on the barriers to modern contraceptive use and 
the factors that motivate their use among young married women in 
Burkina Faso. 

Aspirations and perceptions of fertility
Questions around fertility were not easy to address because of the 
sensitive nature of the subject among young women. This was 
reflected in the attitudes of participants when asked about fertility, 
despite their willing participation in the overall study. This difficulty 
was also mentioned in the report of the last demographic and health 
census of 2010.[11] Notwithstanding this difficulty, we attempted to 
analyse the perception of fertility through the words and attitudes 
of young married women. As alluded to by Bongaarts et al.[8] fertility 
rates are higher in sub-Saharan Africa because people are poorer, 
less educated and have a desire for large families. This desire for a 
large family is a hindrance to the use of modern contraception, 
particularly among young married women who begin their 
productive life. The reported number of children desired by young 
women in a marital union varies in this study between 4 and 6 
children. These numbers of desired children are in line with findings 
by Guengant et al.[9] who report that the synthetic fertility index 
average per woman is five children. However, these extremes are 
well above the Planned National Development Economic and Social 
(PNDES) goals of Burkina Faso, which aim to bring the total fertility 
rate (TFR) from 5.4 to 4.7 children by 2020. Some participants in our 
study already had 3 children, highlighting the desire for large families 
and are examples of high fertility among young women in Burkina 
Faso. Figures from a 2010 Demographic Health Survey report show 
high fertility rates in young women (130% for 15 - 19 years), which 
increases rapidly, peaking at 25 - 29 years (269%).[10] Environment 
contributes to high fertility rates as young women in rural areas are 
more likely to marry earlier as compared with urban centres. 

Motivations for the use of modern 
contraception
Participants reported many benefits of using contraception. These 
included: birth-spacing, rest, better health, freedom in married life, work 
and carrying out economic activities. We have grouped these benefits 
into two sub-themes which are: (i) improving health and family welfare; 
and (ii) empowerment of women. Birth-spacing, health, freedom in 
conjugal life and understanding within the couple were cited repeatedly. 
We acknowledge that the use of modern contraception has more benefits 
than risks. The balance between the benefits and risks are an important 
motivating factor. This is appreciated by many couples especially the 
more educated. This finding is consistent with the results of numerous 
studies that have shown that the use of modern contraception increases 
with the level of education.[11,12]



106   SAJOG • December 2019, Vol. 25, No. 3

RESEARCH

Most of the cited benefits of modern contraceptive use in this study 
are consistent with those reported in a 2015 Rwandan study.[13] An 
extract from a 38 year old female community member in that study 
is as follows: ‘(Without family planning) you can give birth to many 
children and your life becomes very complicated. Now I have 
only 2 children and their life is very different from (what it would 
be) if I had 5 children. When you give birth to many children… they 
need soap and clothing and they will often be dirty. So, for me, family 
planning use was good, and I would even educate those who are not 
yet using family planning to start.’ How can we still prevent women 
from enjoying their recognised rights? Efforts should be made at all 
levels to minimise the barriers to the use of modern contraception, 
especially gender relationships unfavourable to women.

The consent of husbands
This theme is closely linked to the health of the relationship between 
the man and his wife. The disapproval of the husband presents an 
obstacle; however, their consent was a motivating factor for modern 
contraceptive use. Women in our study who had used contraception 
with the consent of their husbands were visibly delighted. Most 
studies from Burkina Faso have not evaluated husband’s consent in 
determining contraceptive use but evaulate family support. A study 
by Muanda et al.[14] in the Democratic Republic of Congo however 
states the following: ‘The husband’s support to the use of family 
planning has been a decisive factor in the decision of a couple. 
Participants explained that the judgment of their husbands took 
precedence over the approval or disapproval of any other family 
member or friend.’

This point of view is also supported by Ochako et al.[15] in a 2015 
Kenyan study that highlighted the influence of husbands in the 
decision-making process of contraceptive use. Therefore, Yeaky and 
Yeakes and Gilles[16] recommend that family planning and awareness 
programs should not neglect men as they play an important role in 
the use of modern contraception.

Conclusions
Family planning is key in acheiving sustainable development goals, 
particularly in sub-Saharan Africa. Our study of young married 
women in Burkina Faso show that the barriers to contraception 

are sociocultural factors, unfavorable gender relations and a 
deficit in communication. The benefits of contraception namely 
improved health and family welfare and women’s empowerment are 
motivations to contraceptive use in this society.
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