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Abstract
Background:	 This	 review	 investigates	 the	 determinants	 of	 Reproductive	
Health	Commodity	Security	from	the	perspectives	of	users	and	health	care	
delivery	system,	and	assesses	the	 impact	of	the	factors	on	contraceptive	
choice,	access/obtaining	and	utilization.

Objective:	To	review	the	determinants	of	Reproductive	Health	Contraceptive	
Security	from	the	perspectives	of	clients	and	healthcare	delivery

Methods:	Reports	and	publications	were	found	in	the	peer-reviewed	and	
grey literature through academic search engines and web searches. The 
studies	were	reviewed	against	a	set	of	inclusion	criteria	and	those	that	met	
these were explored in more depth.

Results:	As	many	factors	influence	the	success	of	family	planning	programs,	
many	 developing	 countries	 are	 far	 from	 ensuring	 Reproductive	 Health	
Contraceptive	Security.	There	is	high	parity	in	contraceptive	behavior	among	
users	 based	 on	 their	 socioeconomic	 status,	 level	 of	 knowledge,	 attitude	
and	beliefs	towards	contraception	and	specific	methods,	level	of	exposure	
to	family	planning	information,	culture	of	communication	of	contraceptives	
within	community	etc.	In	addition,	health	delivery	system	factors	such	as	
efficiency	 of	 the	 logistics	 system	 to	 ensure	 sustainable	 availability	 and	
access	 of	 contraceptive	 methods	 of	 choice,	 attitude	 and	 competence	
of	providers,	 and	 convenience	of	 service	delivery	environments	 to	users	
strongly	influence	contraceptive	acceptance	and	utilization.

Conclusion:	 Reproductive	 Health	 Commodity	 Security	 is	 an	 integral	
component	 of	 the	 broad	 health	 intervention	 package.	 Close	 scrutiny	 of	
the	 factors	 involved	 from	 perspectives	 of	 clients	 and	 healthcare	 system	
shows	that	socioeconomic	status	and	knowledge,	attitude	and	practice	of	
clients	as	well	 as	 information,	education	and	communication	among	 the	
client	 related	 factors,	and	performance	of	 the	 logistics	system,	providers	
competence	 and	 attitude,	 and	 establishment	 of	 the	 health	 delivery	
environments. 
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RHCS is a factor of efficiency of the logistics system. While 
logistics system is concerned with ensuring that right quantities 
of the right contraceptive methods to be available to users with 
acceptable quality at right cost, inefficiency often resulted in low 
method mix at service delivery points, which in turn is correlated 
with low contraceptive acceptance and utilization [6]. 

In many developing countries, facility based services remain 
the backbone for the provision of family planning and other 
reproductive health services [7,8]. This heightens the demand for 
competent healthcare providers in addressing the needs of their 
clients, and convenience of the service delivery environments [9]. 
Experience of several countries, however, shows otherwise. 

Methods
Literature search
Studies were identified through searches of the following 
electronic publication databases: PubMed Central, Genesis 
Library, Bio Med Central, Bioline International, Lancet series, 
doaj, EJHD, and Google scholar for gray articles. The key and free 
text searches include: ‘Contraception’, Access to contraception’, 
‘Contraceptive security’, ‘Determinants of contraceptive 
use’, ‘Determinants of family planning’, ‘Reproductive Health 
Commodity Security’, and ‘Developing countries’.

Inclusion criteria and exclusion criteria
Set of inclusion and exclusion criteria were used to appraise the 
articles used for analysis. Four parameters were used to define 
eligibility of the articles: location of the study, time of the study, the 
study design used, and significance of the outcomes. For a study 
to be included in the review, it should be conducted in developing 
countries during and after the 1990s using scientifically plausible 
designs, and should account for sufficient control of bias (Figure 1). 
The results of the study should be statistically significant and has to 
correlate to one of the five determinants of RHCS considered in the 
objective. 

Introduction
Reproductive health contraceptive security exists when every 
person is able to choose, obtain, and use quality contraceptives 
and other essential reproductive health products whenever s/
he needs them [1]. Reproductive health contraceptive security 
emphasizes three important areas: Clients, Commodities and 
providers, and Sustainability (long term assurance). There is no 
contraceptive security if people fail to choose, obtain and use 
contraceptive methods they want, which has to address the 
needs of all people, including the poor and vulnerable groups. It 
occurs when users are able to make informed choices from a full 
range of methods and services of high quality at affordable price 
to address short and long term reproductive health needs [2].

Contraceptive Security is an integral component of the broad 
interventions required to ensure reproductive health and it 
has far reaching contribution to the improvement of health 
and reduction of poverty. It links with the MDGs in many ways. 
While access to family planning is not an explicit target, it plays 
crucial role in achieving MDG 4, 5 & 6. Family planning, also, 
has significant impact on MDG 1 through reduction in average 
family size and, thus, increasing per capita family income. Thus, 
access to contraceptives is a critical and cost-effective means of 
accentuating progresses towards the achievement of the MDGs 
[3,4]. 

At the heart of RHCS is the client utilization of appropriate family 
planning packages. This requires continuous strives to create 
demand and successful efforts to fulfill through cost-effective 
logistics system and service provision. As several actors are 
involved in provision of these services, securing uninterrupted 
supply of contraceptives is influenced by many factors. RHCS is 
affected by contextual factors in the broader environment such 
as socioeconomic conditions, political and religious concerns, 
competing health priorities, and reform in health sector. 
Within these contexts, commitment and coordination between 
stakeholders is very important in adopting supportive policies, 
and mobilization and allocation of resources [4,5]. 

 

 

 

 

 

 

 

 

 

 

 

Potentially eligible articles identified (n = 76) 

Exclusion based on abstract (n = 15) 

Exclusion based on time (n = 11) 

Exclusion based on location (n = 17) 

33 articles are fully examined 

Based on study design & method (n = 4) 

Based on significance of the outcome (n = 1) 

28 studies included in the analysis 

Figure 1 Flow chart showing the inclusion and exclusion criteria of articles used in the review for review process.
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Data extraction and evidence rating
Findings of individual articles are reviewed independently and 
presented to assess cross cutting factors that affect access, 
choice and utilization of Reproductive Health commodities. Only 
statistically significant results are assigned to one of the five 
determinants of RHCS developed. Then, the results are compared 
to the local context regarding contraceptive security to establish 
ground factors within the framework of the clients and the 
healthcare delivery system.

Results and Discussion
Reproductive health contraceptive security exists when users are 
able to make informed choices from a full range of methods and 
services of high quality at affordable price to address short and 
long term reproductive health needs [2]. Contraceptive method 
choice and utilization, often, is based on the couple years of 
protection, perceived and actual side effects, effectiveness 
of methods in providing protection, the level of expertise 
and competence required to use the methods, the cost of the 
methods, the knowledge, attitude and belief towards the method, 
the level of information regarding contraception, education about 
family planning and the level of communication between the 
health care providers and clients. These factors can be clustered 
around: Socioeconomic factors related to clients, The Knowledge, 
Attitude and Practice of Clients, Information, Education and 
Communication, Logistics Factors, and Service Delivery Point 
factors such as provider and health delivery environments.

Socioeconomic factors of clients
Equity in health is the most important factor that affects access 
to and utilization of available health care services [10]. Evidence 
from several countries show that there exist differences in 
contraceptive behavior by variations in the social, cultural, 
economic, and educational status, as well as place of residence [11]. 

Inequalities in contraceptive behavior by physical capital are larger 
than the public and human capital dimensions of socioeconomic 
position [12] as there exists persistent differentials in access to 
and use of modern contraceptives by wealth quintile, especially in 
sub-Saharan Africa [13-15]. Women in the richest wealth quintile 
are more likely than those in the poorest quintile to practice 
long-term contraception, and poorer women use contraception 
much less than wealthier women. Among 13 African countries, 
namely: Ethiopia, Madagascar, Mozambique, Namibia, Zambia, 
Kenya, Senegal, Uganda, Mozambique, Malawi, and the United 
Republic of Tanzania, wealth-related inequality in the met need 
for contraception to limit future births was highest in Ethiopia 
and lowest in Ghana and Malawi [16]. 

The use and nonuse of contraception shows huge variation by 
place of residence in the country, age and parity, marital status 
and partner approval, the level of education attained, need for 
larger family size and other community related factors such as 
service availability and accessibility in specific communities 
[11,17,18]. 

Contraceptive behavior is influenced by deep routed social, 
cultural and economic factors [19]. Assessment of contraceptive 
behavior in Rwanda and Zambia shows that lack of female decision 
making, poor economic resources and desires for large families 

as the most important factors resulting in low contraceptive use, 
despite their high level of knowledge [20]. 

In Ethiopia, Contraceptive behavior is highly associated with 
women’s educational and occupational status, and spousal 
discussion about family planning. Women’s knowledge and 
practice is influenced by socio-cultural norms such as male/
husband dominance and opposition to contraception, low social 
status of women, and lack of formal education, which prevents 
change in the patterns of contraceptive knowledge and use. In 
addition, religious belief and wanting more children are reasons 
for nonuse of modern contraception [21-23].

Knowledge, attitude and practice of clients
The Knowledge, attitude and practice of clients has remained 
to strongly influence health seeking behavior and health 
care utilization [24]. Low KAP is strongly associated with low 
acceptance and utilization of reproductive health contraceptives 
[25]. Evidences of many countries in the developing world 
show that nonuse of contraceptives are due to lack of factual 
information and knowledge about contraceptives [17,18,23], as 
well as fears of actual and perceived side effects [26,27], strong 
misconceptions about contraceptives and negative attitudes 
towards contraceptives [9,28]. 

Knowledge of contraceptive is often associated with better 
utilization of reproductive health services. However, the level 
of knowledge of individuals is not always a good predictor of 
contraceptive behavior [29]. In Rwanda and Zambia, there is low 
prevalence of contraception despite very high knowledge (90-
98.8 %) regarding family planning methods and services [20]. 

The practice of family planning in many countries is highly 
influenced by the attitudes and beliefs held by individuals and 
communities. In many developing countries, negative attitude 
towards contraception in general and certain methods specifically 
have often resulted into nonuse of contraception. For instance, 
religious beliefs that long term use of pills result in sterility is 
commonly associated with discontinuation of methods [26]. 
Similarly, in Ethiopia, there is lower acceptance and utilization of 
Long Acting and Permanent Methods (LAPMs) due to negative 
attitude towards them [30]. 

Information, education and communication
Provision of information about family planning methods, sexually 
transmitted disease risk factors, and choice of contraceptive 
method to family planning clients is important intervention that 
empowers users in making informed decision regarding their 
contraceptive behavior. Exposure to family planning information 
is associated with increased contraceptive practice. Community’s 
exposure to family planning media messages on the radio 
increases the use of long-term and permanent methods [11,31], 
and results in low unmet need for family planning [23]. 

A randomized control trial to evaluate the role of information 
in contraceptive method choice shows a statistically significant 
increase in making decision regarding contraceptive method to 
use among the intervention groups provided with information 
and contraceptive choice over the controls, who only have 
received recommended method by physicians [32]. 
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Logistics factors
The purpose of a logistics system is to ensure that the right goods, 
in the right quantities, in the right condition, are delivered to the 
right place, at the right time, for the right cost [6,12]. Unavailability 
of methods of choice in facilities closest to users, long distances 
to family planning clinics, and high cost of methods contribute 
to the nonuse of contraception. In addition, inconsistent, 
sporadic availability, and poor method mix are limiting factors 
to the choice of methods by clients in need of contraceptives, 
and the availability of different contraceptive methods is known 
to influence contraceptive acceptance [9]. Furthermore, client 
preference of methods is highly influenced by the absence of 
side effects, convenience of the methods, and the effectiveness 
in preventing pregnancy [27]. 

Method mix is one of important factors for short and long 
term Contraceptive Security. While most contraceptive security 
efforts have focused on forecasting, procurement, distribution, 
and advertising for “resupply” methods of family planning of 
condoms, pills, and injectables, ensuring Contraceptive Security 
will be much challenging without the Long Acting and Permanent 
Methods (LAPMs). The LAPMs are widely used when available and 
accessible, are cost effective compared to the resupply methods 
in providing longer couple year of protection, and contribute to 
a tall in saving lives and improving health [33] Figure 2 below 
shows the relationship between method mix and CPR.

High unmet need for contraception is associated with 
contraceptive insecurity [22]. For this reason, meaningful 
improvements in the logistics system to ensure continuous 
availability of all contraceptive methods significantly improve 
contraceptive acceptance and utilization [31,34]. 

Healthcare system factors
As the most populous cohorts in history entered and moved 
through their reproductive years, and as other public health 

concerns competed for scarce resources, family planning program 
managers recognized that service delivery challenges to meeting 
the need for contraception is growing [9], where interrelation 
and communication between clients and healthcare providers, 
and the environment within which service is delivered strongly 
influence acceptance and use of appropriate methods.

Provider related factor
Service providers play key role in supporting their clients to 
make informed choice. This requires technical competence of 
service providers in properly communicating and recommending 
appropriate procedure and in investigating the indication and 
contraindication of various methods [27,35].

Healthcare providers’ recommendations, however, are often 
infiltrated with bias. The choice of method is highly affected by 
provider bias, where providers recommend method for spacing 
and terminating child bearing, and fewer providers are willing to 
consider client’s method preference. Similarly, medical barrier 
due to provider-imposed eligibility restrictions on specific 
methods occurs. These restrictions are often observed based 
on age of client for combined pills, injectables and sterilization; 
parity for injectables and sterilization; marital status for IUD 
and female sterilization; spousal consent for female sterilization 
[35,36]. Providers demonstrate significant bias towards providing 
Emergency Contraceptives to certain categories of clients, 
including adolescents, unmarried females and women who have 
had multiple sex partners [36]. 

Assessment of the healthcare providers’ related reasons 
for restriction of family planning services shows that lack of 
knowledge about contraceptives, negative provider attitudes due 
to fears, myths, and health and safety concerns related to certain 
contraceptive methods, and self-initiated denial or restrictions to 
provide all or some methods based on age [9,26,31]. Such kind 
of self-imposed restrictions not only affects the contraceptive 
behavior but also violates reproductive health rights of women. 

 
Figure 2 Graph showing the relationship between method mix available and CPR.
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Contraceptive acceptance and utilization is enhanced through 
healthcare providers’ effective communication with its clients. 
This is evidenced when poor level of training of providers and 
ineffective conveyance of relevant information to clients result 
in low Contraceptive prevalence Rate [17]. Healthcare providers’ 
attitude towards family planning services is another important 
determinant for access. In Bangladesh, service providers’ share 
traditional beliefs that continued use of oral pills may result in 
infertility [26]. As contraceptive technology is changing over 
years, service providers need to receive comprehensive training 
of available methods [31]. 

Service delivery environments
Various health systems related factors take part in facilitating 
or hindering the provision and utilization of contraceptives. 
Infrastructures with limited space to provide both auditory and 
visual privacy during client consultations, lack of appropriate 
equipment and educational materials are perceived barriers to 
provision of family planning services to clients. In addition, poor 
service quality, long waiting hours, limited number of qualified 
personnel, and high staff turnover, as well as policy restrictions 
added to constraints on funding for community sensitization, 
outreach, and supportive supervision contribute to low 
contraceptive prevalence use significantly [9,20,22,23].

Integration of family planning services with other health care 
services promotes contraceptive acceptance. In facilities where 
both family planning and other health care services are provided 
together and where larger range of methods are available and 
offered, there is a significant increase in contraceptive acceptance 
[37-39]. For this reason, improving counseling, training health 
care providers, increasing contraceptive choices, and promoting 
access to contraception may sufficiently challenge low use of 
contraception and enhance easier acceptance of contraceptive 
methods.

Limitation of this study
This review has some limitation. The first and the most 
important limitation is that only clients’ and healthcare systems’ 
perspectives are considered due to myriad factors: policy, finance, 
commitment, capacity, clients, service delivery environments, 
and providers, involved and did not cover all the factors affecting 
RHCS. As many factors are involved in ensuring RHCS, the effect 
of one factor may exacerbate or underscore the outcome of the 
other factor on RHCS. Unless the effect of all factors are identified 
and approximated, accuracy in judging the impact of each factor 
may be imprecise. The other limitation of this review is that 
there are scant researches conducted to assess the impact of 
healthcare system factors on RHCS, especially in Ethiopia. Due to 
this, it has been difficult to judge the true extent of these factors 
in our country’s setup. 

Conclusion 
RHCS is an integral component of the broad health intervention 
package and it exists when users are able to make informed 
choices from a full range of methods and services of high quality 
at affordable price to address short and long term reproductive 
health needs. The determinants of RHCS range from client factors 
such as socioeconomic status and access to Reproductive Health 
services, the KAP regarding contraception. Contraceptive information 
communicated through mass media, higher level of education and 
better contraceptive communication in community contribute to 
better contraceptive acceptance and utilization. The absence of 
side effects and convenience of contraceptive methods are among 
important factors that affect method choice. Provider’s attitude 
towards the provision of family planning services also plays crucial 
role. User friendly service environments create better provider-client 
communication and better contraceptive acceptance, utilization 
and behavior. When Family Planning services are integrated with 
other healthcare services, especially maternal health services, better 
contraceptive acceptance occurs. 
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