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Abstract
Background and methodology Although modern 
family planning methods are readily available 
in Egypt at low cost, a considerable proportion 
of women still have an unmet contraceptive 
need. The aim of this study was to detect 
the risk factors of unmet contraceptive need 
among married women in the childbearing 
period in an underprivileged area in Cairo with 
high population density. A survey of 2340 
women in the Marg district of Eastern Cairo 
was conducted by means of home interviews. 
For every woman identifi ed as having an 
unmet contraceptive need (n=174), the next 
two women identifi ed with met contraceptive 
need were selected as controls (n=348).
Results The prevalence of unmet need was 
7.4%. Risk factors identifi ed were: belief that 
contraception is religiously prohibited (OR 
2.08, 95% CI 1.06–4.09); poor interspousal 
communication about the desired number 
of children (OR 2.59, 95% CI 1.40–4.79); 
husband opposition to contraceptive use 
(OR 2.96, 95% CI 1.47–5.97); a previous 
history of unwanted pregnancy (OR 2.98, 
95% CI 1.73–5.14); and experiencing 
side effects from previous contraceptive 
use (OR 5.69, 95% CI 3.46–9.37).
Conclusions The authors propose training 
physicians to identify and counsel women who 
experience contraceptive side effects and/or a 
previous unwanted pregnancy, as well as the 
transmission of clear media messages on the 
religious acceptability of contraceptive use.

Introduction
Rates of contraceptive use have increased 
recently in most developing countries, 
as has the desire of most married cou-
ples for smaller families.1 However, an 
estimated 17% of married women in the 
developing world still have an unmet 
need for contraception, defined as use 
of no contraceptive method in spite of 
sexual exposure and an expressed desire 

to avoid pregnancy.2 Women identified as 
having an unmet need include those who 
expressed a desire to postpone their next 
birth for more than 2 years (spacing) as 
well as those who wish to have no more 
children (limiting). Women who are preg-
nant or have postpartum amenorrhoea 
who report that their pregnancy was unin-
tended (either mistimed or unwanted) are 
also classified as having an unmet need.1 
Unintended pregnancy is an important 
public health issue in both developed and 
developing countries because of its nega-
tive association with social and health out-
comes for both mothers and children.3

Numerous risk factors for unmet need 
in developing countries have been identi-
fied. In Egypt, perceived low risk of fer-
tility (infrequent or no sex, infecundity, 
postpartum amenorrhoeic, or breastfeed-
ing), fear of the side effects of contracep-
tion, lack of knowledge of family planning 
methods and husband opposition have 
been reported.4 5

Understanding the underlying reasons 
of unmet contraceptive need will help to 
reduce the number of unwanted pregnan-
cies and reduce the birth rate of Egyptian 
women.

Subjects and methods
The study aim was to identify the risk 
factors of unmet contraceptive need 
among married women in the childbear-
ing period in an underprivileged district 
in Cairo. The study was conducted in the 
Marg district in Eastern Cairo, which is 
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Key message points

▶  Effi cient counselling by health care providers on the side 
effects of contraceptive use may reduce discontinuation 
rates, and thus unmet need.

▶  Clear media messages on the acceptability of family planning 
in Islam may reduce opposition to contraceptive use.
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an underprivileged district of high population density. 
A household survey of 2340 currently married women 
between the ages of 15 and 49 years was conducted. 
For every woman identified as having an unmet con-
traceptive need (n=174), the next two women iden-
tified with met contraceptive need were selected as 
controls (n=348).

The following operational definitions were used in 
the study. A woman with unmet contraceptive need 
(i.e. a case) was a married woman who was: pregnant 
and who stated that the pregnancy was unwanted or 
mistimed; or amenorrhoeic after delivery and who 
stated that the last delivery was unwanted or mis-
timed; or neither pregnant nor amenorrhoeic and who 
was not using a contraceptive despite a stated desire 
to either space their pregnancy for another 2 years, 
or to limit their number of children.4 A woman with a 
met contraceptive need (i.e. a control) was defined as 
a married woman using a contraceptive method at the 
time of the interview, either for spacing or limiting.

A pretested, closed-ended interview questionnaire 
was applied to both cases and controls, and was com-
pleted during home visits by trained female health visi-
tors. The questionnaire included sociodemographic 
data; previous unintended pregnancies; status of the 
woman during interview (whether pregnant, in puer-
perium or non-pregnant); knowledge of contraceptive 
methods; fertility preferences; and current and pre-
vious use of contraceptive methods. It also included 
interspousal discussion of contraception; religious 
beliefs regarding acceptability of contraceptive use; 
beliefs of health risks associated with contraceptive 
use, and actual experience thereof; and utilisation and 
opinion of health care services.

An informed consent was taken from the study par-
ticipants after explaining the aim of the study and 
ensuring the confidentiality of the data.

Statistical analysis
The prevalence of unmet need was calculated by divid-
ing the number of women with unmet need by the 
total number of married woman between the ages of 
15 and 49 years surveyed. Parametric (Student’s t-test) 
and non-parametric (Mann–Whitney U test) statistical 
tests were employed to analyse the quantitative study 
data. The Chi-square (χ²) test was used to compare 
qualitative variables. Multivariable logistic regression 
was performed on the 487 women who had ever used 
contraception, for all risk factors found significant at 
the 0.10 level on univariate analysis, controlling for age 
as follows: <25, 25–29, 30–34, 35–40 and ≥40 years. 
All data analyses were done using Stata software (ver-
sion 8.0) (StataCorp LP, College Station, TX, USA).

Results
A total of 2340 married women were surveyed in 
the study. Their mean age was 31.4 (SD 7.4) years; 
88.0% were housewives, and 35.5% were illiterate. 

One hundred and seventy-four women were identified 
as having an unmet need for contraception, giving a 
prevalence rate of 7.4%, of whom 81 (46.6%) had an 
unmet need for spacing, and 93 (53.4%) had an unmet 
need for limiting.

Cases (n=174) and controls (n=348) shared a simi-
lar sociodemographic profile, with no statistically sig-
nificant differences between them. Regarding religious 
background, 169 (97.1%) cases and 327 (94.0%) con-
trols were Muslims. There was no difference in the 
educational level of the husbands of cases and con-
trols. However, cases were significantly more likely to 
have had a previous unwanted pregnancy than con-
trols (Table 1).

All controls had knowledge of where to obtain 
contraceptives, compared to only 77% of cases 
(p<0.001). Cases had significantly lower knowl-
edge of various types of contraceptives, and were 
significantly less likely than controls to receive their 
knowledge of contraceptive methods from physicians 
or health assistants, and more likely to receive their 
knowledge from television or neighbours and rela-
tives. Cases were significantly less likely than controls 
to have attended health education seminars on family 
planning (Table 2).

Regarding religious beliefs, a statistically significantly 
lower proportion of cases believed that contraceptive 
use was religiously accepted (halal), compared to con-
trols (50% vs 76%). Some 68% of cases responded 
that contraceptive use may be associated with adverse 
effects compared to only 40% of controls (Table 2). 
Cases and controls showed similar levels of previ-
ous use of all contraceptive methods except for the 
intrauterine device (IUD), which was used more by 
the controls. However, cases were more likely to have 
experienced complications associated with contracep-
tive use (80% vs 35%), especially for the use of IUDs 
and injectable contraceptives (Table 2).

Table 1 Sociodemographic characteristics of women 
in the studied groups

Characteristic
Cases 
(n=174)

Controls 
(n=348) p

Woman’s age in years [mean (SD)] 31.5 (7.1) 32.0 (6.9) 0.507
Number of children [median (IQR)]   3 (2, 4)   3 (2, 4) 0.583
Number of sons [median (IQR)]   1 (1, 2)   1 (1, 2) 0.073
Number of daughters [median (IQR)   1 (1, 2)   1 (1, 2) 0.127
Previous unwanted pregnancy [n (%)]  63 (36.2)  38 (10.9) <0.001
Woman’s occupation [n (%)]
 Housewife 151 (86.8) 306 (87.9)
 Working  23 (13.2)  42 (12.1) 0.708
Women’s education [n (%)]
 Illiterate/read and write  68 (39.1) 118 (33.9)
 School  91 (52.3) 181 (52.0) 0.158
 University  15 (8.6)  49 (14.1)  

IQR, interquartile range; SD, standard deviation.
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Table 2 Knowledge, beliefs and practice of family planning in the studied groups

Variable Cases [n (%)] Controls [n (%)] p

Knowledge
 Different methods of contraception
  Oral contraceptive pill 159 (91.4) 346 (99.4) <0.001
  Intrauterine device 165 (94.8) 343 (98.6) 0.013
  Injectable hormonal contraceptive 152 (87.4) 327 (94.0) 0.009
  Intradermal implant 103 (59.2) 234 (67.2) 0.070
  Condom  67 (38.5) 172 (49.4) 0.018
  Breastfeeding  24 (13.8)  60 (17.2) 0.312
 Main sources of knowledge of family planning methods
  Television  54 (31.0)  92 (26.4)
  Doctor  52 (29.9) 143 (41.1)
  Nurse  15 (8.6)  18 (5.2) 0.034
  Health assistant and outreach services  19 (10.3)  48 (13.5)
  Neighbours and relatives  34 (19.5)  47 (13.5)
Previous attendance of family planning seminars  48 (27.6) 147 (42.2) <0.001
Beliefs
 Religious beliefs regarding contraceptive use
  Accepted (halal)  88 (50.6) 259 (76.1)
  Not accepted (haram)  36 (20.7)  35 (10.1) <0.001
  Don’t know  50 (28.7)  48 (13.8)
 Belief that contraceptive methods may be associated with adverse effects 119 (68.4) 139 (39.9) <0.001
Contraceptive use
 Previous use of contraceptive methods
  Oral contraceptive pill  62 (35.6) 109 (31.3) 0.323
  Intrauterine device  98 (56.3) 286 (82.2) <0.001
  Injectables  38 (21.8)  76 (21.8) 1.0
Previous complication from use of*
  Oral contraceptive pill  30/62 (48.4)  38/109 (34.9) <0.001
  Intrauterine device  61/98 (62.2)  17/286 (5.9) 0.082
  Injectable hormonal contraceptive  29/38 (76.3)  19/76 (25.0) <0.001
  Any contraceptive method 108/135 (80.0) 121 (34.8) <0.001

*Calculated only for those ever using contraceptives, and according to type of method.

Finally, 83% of both cases and controls found the wait-
ing time to see the health provider satisfactory (data 
not shown).

Logistic regression analysis revealed that the strong-
est independent risk factors for unmet contracep-
tive need were previously experiencing an adverse 
effect from contraceptive use, followed by previous 
unwanted pregnancy, husband opposition to con-
traceptive use, not discussing the desired number of 
children in the family with the husband and, finally, 
either believing that contraceptive use is religiously 
unacceptable (haram), or not knowing the religious 
position (Table 4).

Discussion
Factors identified as determinants of unmet need have 
included access and quality of available health care 
services, health concerns about contraceptive use, 
social and familial opposition, especially from hus-
bands, and a low perceived risk of pregnancy.1 5 6

The prevalence of unmet contraceptive need in this 
community-based study was 7.4%, which is lower 

Interspousal communication was deficient among 
cases as compared to controls. Cases were significantly 
less likely to have discussed contraceptive use, and 
desired number of children in the family, with their hus-
bands. Cases were significantly less likely than controls 
to report that the decision to have children was taken 
as a couple. 14.1% of cases stated that the husband was 
undecided on having more children, compared to only 
6.3% of controls. Finally, a statistically larger propor-
tion of husbands of cases opposed the use of contracep-
tion, compared to husbands of controls (Table 3).

No statistically significant differences were found 
in family planning service utilisation between the two 
groups. More than 85% of both cases and controls 
used the government primary health centres, with the 
remainder using private clinics and pharmacies. Both 
cases and controls reported similarly high (>70%) lev-
els of satisfaction with the services. Family planning 
services were highly accessible, with more than 80% of 
study subjects able to arrive by walking, and more than 
90% arriving within half an hour. Only 4.7% of cases 
and 2.9% of controls found the services expensive. 
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than the level of 13% found in an area of similarly 
low socioeconomic level.7 However, it is similar to the 
national level (9.2%) found by the most recent Egypt 
Demographic and Health Survey (EDHS 2008).8

In this study, cases and controls were similar in almost 
all sociodemographic factors. No significant difference 
was noted between cases and controls as regards level 
of education, although many authors reported that 
less-educated women face more obstacles to using 
contraception.7 9 However, the EDHS 2008 revealed 
that generally the rate of unmet need remains rela-
tively constant regardless of educational level.8 This 
may be due to comprehensive family planning serv-
ices provided to the general public by the Ministry of 
Health in Egypt, which is able to deliver these services 
to a large segment of the population, irrespective of 

their socioeconomic status. Other investigators have 
reported that socioeconomic differentials in contra-
ceptive use become smaller in countries where contra-
ceptives are widely available and accessible.10

An important finding of this study was that cases 
were more likely to have a previous unwanted preg-
nancy than controls (OR 3.03, 95% CI 1.8–5.2). This 
finding agrees with that of Magadi, who reported that 
women who have experienced an unwanted birth are 
highly likely to have this repeated,11 and provides 
an opportunity for the identification of women with 
unmet need by health care providers.

Cases were less likely than controls to report that 
their main source of knowledge of family planning was 
from physicians. Other investigators have reported 
that non-users were less likely to have heard of family 

Table 3 Interspousal discussion of contraceptive use and fertility preferences of 
women in the studied groups

Variable Cases [n (%)] Controls [n (%)] p

Discussion of contraception use
 Always 32 (18.4) 85 (24.4)
 Sometimes 91 (52.3) 199 (57.2) 0.013
 Never 51 (29.3) 64 (18.4)
Agreement on the desired number of children
 Agree 83 (47.7) 224 (64.4)
 Don’t agree 47 (27.0) 61 (17.5) 0.001
 Don’t discuss 44 (25.3) 43 (12.4)
Decision-maker about number of children in family
 Both wife and husband 86 (49.4) 228 (65.5)
 Wife 21 (12.1) 27 (7.8) <0.001
 Husband 56 (32.2) 88 (25.3)
 Others 11 (6.3) 5 (1.4)
Husband desires more children (n=107)*
 Yes 33 (30.8) 102 (29.3)
 No 59 (55.1) 224 (64.4) 0.028
 Undecided 15 (14.1) 22 (6.3)
Husband opposes contraception use 37 (21.3) 22 (6.3) 0.001

*Asked only for women who were neither pregnant nor in puerperium.

Table 4 Age-adjusted logistic regression analysis of independent risk factors of unmet 
contraceptive health needs, for women who had ever used contraceptives (n=487)

Variable OR 95% CI p

Agreement between husband and wife about desired number of children
 Agree 1
 Don’t agree 1.54 0.86–2.78 0.148
 Don’t discuss the issue 2.59 1.40–4.79 0.002
Religious beliefs regarding contraceptive use
 Accepted (halal) 1 1
 Unaccepted (haram) 2.08 1.06–4.09 0.035
 Don’t know 2.15 1.17–3.97 0.014
Husband opposition to contraceptive use 2.96 1.47–5.97 <0.001
Previous unwanted pregnancy 2.98 1.73–5.14 <0.001
Previous side effects from contraceptive use 5.69 3.46–9.37 <0.001

CI, confi dence interval: OD, odds ratio.
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important risk factor for unmet need on multivariate 
analysis. Interestingly, on multivariate logistic regres-
sion, non-discussion of the desired number of children 
in the family was a more important risk factor for unmet 
need than disagreement on the number of the children. 
This suggests that recognition of this disagreement by 
women in this study enabled them to take the decision 
to postpone or limit childbearing. Non-discussion of 
family planning between husband and wife has been 
found to be associated with unmet need.19 Moreover, 
in some instances, husbands and wives have different 
perceptions of their unmet need,20 with wives believ-
ing that they have an unmet need while their husbands 
do not. Previous studies have shown that better inter-
spousal communication is correlated with increased 
contraceptive use.12 19 21

Husband opposition is another important risk factor 
for unmet need. Some 21.3% of women with unmet 
need faced their husbands’ opposition compared to 
only 6.3% of the met need group. This is repeatedly 
found in many different studies, in diverse cultures and 
countries such as Jordan, the Philippines, Rwanda and 
Honduras, as well as in Egypt.9 13 19 21 22

High levels of utilisation of, and satisfaction with, 
family planning health services were recorded among 
both cases and controls. This may be because in the 
small, urban district studied, with high provision of 
government-provided family planning services, little 
differences are found in the quality and accessibility 
of the health services available. Furthermore, literature 
exists demonstrating that unmet need is driven mainly 
by health concerns and societal opposition, rather than 
quality of services.13 22

In addition to other risk factors previously reported, 
our study findings showed that a high proportion of 
women with unmet need (73%) had actually used con-
traceptive methods previously, similar to the propor-
tion of ever use in Egypt (79%).8 This indicates that 
many women with unmet need, at least at some point 
in their reproductive life, were willing to use con-
traceptives. In addition, a high proportion reported 
previously experiencing complications related to con-
traceptive use. This, as well as the data on previous 
unwanted pregnancy, confers health care providers 
with an important tool to identify women who are at 
risk of having a future unmet need. The study findings 
also indicate that concerted efforts should be directed 
by family planning programmes to men and to the gen-
eral population to reduce their opposition to contra-
ception use, and to assure them of the acceptability of 
family planning in Islam.

Recommendations
Training physicians to identify and counsel women 
who experience contraceptive complications and/or 
previous unwanted pregnancy, and clear media mes-
sages on the religious acceptability of contraceptive 
use, may help reduce the prevalence of unmet need.

planning from a health care provider.12 Adhikari et al. 
found that women who had a higher level of knowl-
edge about family planning methods were less likely 
to experience unintended pregnancy.3 This agrees with 
the present study as attending seminars on family plan-
ning was higher among the met need than the unmet 
need group.

Fear of experiencing adverse effects from contracep-
tion has been frequently reported as a reason for unmet 
need of contraception,7 8 13–16 Interviews in Egypt, 
Nepal, Pakistan and Zambia reveal that fear of the 
health side effects of contraceptives dissuades women 
from using a method, not only because of the physi-
cal complications, but also because of the expected 
time and financial costs of managing the side effects, 
the potential loss of labour productivity, the possibil-
ity of interference with spousal sexual relations and a 
sense that the side effects signify divine disapproval.16 
In addition, our findings show that on multivariable 
logistic regression analysis, the strongest independent 
risk factor for unmet need was the respondent’s actual 
previous experience of an adverse effect from contra-
ceptive use. Experiencing menstrual side effects has a 
significant impact on contraceptive discontinuation,17 
which may be later associated with an unmet con-
traceptive need due to fear of recurrence. Our study 
respondents with unmet need reported experiencing 
side effects due to injectable contraceptive and IUD 
use; this agrees with data from the EDHS 2008, where 
the highest rates of discontinuation among ever-users 
of contraceptives was for women who had experienced 
side effects due to either IUDs or injectable contra-
ceptives.8 This actual experience of an adverse effect 
appears to be more important than fears of an adverse 
effect in influencing unmet need; it also gives health 
care providers a tangible method to identify women 
with a possible future unmet need, and with effective, 
appropriate counselling, to provide a suitable alterna-
tive method.

This study found that belief that contraception is 
religiously prohibited is a predictor of unmet need, 
consistent with results obtained in other Muslim 
countries.7 12 14 The Slow Fertility Transition Study 
of Egypt reported that almost 20% of respondents 
believed that religious leaders do not support family 
planning, believing it to interfere with God’s will.5 
Similarly, men in Pakistan also perceived that religious 
leaders are against family planning.18 This indicates 
the need for close co-operation between family plan-
ning programmes, religious authorities and the media, 
to emphasise the Islamic acceptance of contraceptive 
use to the public. It is advisable to involve local reli-
gious leaders as well, as community-level research 
has shown this to be an important means to improve 
the effectiveness of family planning programmes in 
communities.18

Deficient interspousal communication about contra-
ceptive use and the desired number of children was an 
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