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Background: Family planning is a key component of reproductive health, yet uptake remains suboptimal in Northern Nigeria despite high awareness among women of reproductive age. This study aimed to assess the factors affecting the uptake of family planning services among women attending antenatal clinics at major health facilities in Zaria Local Government Area, Kaduna State, Nigeria.
Methods: This was a multicentre cross-sectional analytical study conducted among 388 pregnant women attending antenatal clinics in Zaria Local Government Area, Kaduna State, between 1 February and 30 June 2025. Data was collected using a structured questionnaire adapted from standard reproductive health survey tools, and analysed using descriptive and inferential statistics. A p-value of < 0.05 was considered statistically significant.
Results: Awareness of family planning was high, with 381 (98.2%) respondents reporting awareness, but only 196 (50.5%) had ever used any family planning method. The main source of information was healthcare providers (71.0%). Awareness was highest for pills, injectables, and implants, while implants were the most commonly used method. Most respondents believed family planning improves maternal and child health (81.4%), and 62.9% were willing to use a method after delivery. Fear of side effects was the main barrier (58.8%), followed by spousal influence (20.9%). Age, education, and marital status were significantly associated with uptake (p < 0.05).
Conclusion: Awareness of family planning was high, but uptake was lower. The use was influenced by fear of side effects, religion, partner-related factors, and socio-demographic characteristics. Strengthening counselling on method choice and side effects, promoting male involvement, and engaging community and religious leaders may improve uptake.
Keywords: Family planning, contraceptive uptake, antenatal clinic, Zaria, Nigeria.

INTRODUCTION
Family planning is an important component of public health. It is defined by the World Health Organization (WHO) as the ability of individuals and couples to anticipate and attain their desired number of children, including the timing and spacing of births through the use of contraceptive methods and the treatment of involuntary infertility [1]. Effective family planning services help reduce maternal and infant mortality, preventing about one-third of pregnancy-related deaths as well as 44% of neonatal deaths [2]. This benefit is because adequate timing and spacing of pregnancies, at least two years between births, helps prevent adverse pregnancy outcomes and childhood morbidity [3].
Despite the recognized benefits of family planning, inequalities in access and utilization have led to regional variations in the global uptake [4]. According to a 2022 United Nations Population Fund projection, around 270 million women worldwide, approximately 12%, had unmet contraception needs, which refers to women of reproductive age who wish to avoid pregnancy but are not using any contraceptive method [5,6]. In Africa, unmet needs stand at about 24.2% of women of reproductive age [1]. In Nigeria, family planning coverage remains low compared with many sub-Saharan African countries. The National Population Commission reported a modern contraceptive prevalence rate of only 12% among married women [7], while the average fertility rate in the country remains high at about 5.3 children per woman. Regional differences in unmet need for contraception are also a major concern in Nigeria. For instance, the contraception prevalence rates in the northern region are 10.3% to 21.8%, despite government initiatives to provide free family planning services in the region [8,9].
The uptake of family planning services in the study area remains suboptimal. A study revealed that only 9% of women of childbearing age were using modern contraceptives, despite the state having a target population of 9,666 couples for public health facilities [10]. High fertility rates remain a significant public health concern in this region. In Kaduna State, the total fertility rate is about six children per woman, while the unmet need for contraception is 22% [11]. Women attending antenatal clinics therefore represent an important target group for family planning interventions because antenatal visits provide an opportunity for counseling and the provision of contraceptives.
Many women who do not use contraceptives identified poor understanding, cultural and religious influences, fear of side effects, and lack of partner support as responsible factors [12-14]. Unfortunately, many previous studies have not examined these factors together or specifically focused on pregnant women attending antenatal clinics. Other factors often overlooked include the influence of previous contraceptive experiences, spousal dynamics, and religious teachings on contraceptive decisions. There is, therefore, a need for studies that will bridge these gaps. This study aims to assess the factors affecting the uptake of family planning services among women attending antenatal clinics at major health facilities in Zaria Local Government Area (LGA), Kaduna State.
MATERIALS & METHODS
This was a multicenter cross-sectional analytical study conducted among pregnant women attending antenatal clinics in four major health facilities within Zaria Local Government Area (LGA), Kaduna State, Nigeria (Ahmadu Bello University Teaching Hospital Shika, Ahmadu Bello University Teaching Hospital Annex Tudun Wada, Primary Health Centre Samaru, and Hajiya Gambo Sawaba General Hospital, Kofan Gayan) between February 1 and June 30, 2025.
The participant included pregnant women aged 18 years and above who were willing to participate and provide informed consent. Furthermore, women who had attended at least one previous antenatal visit ensured a degree of familiarity with healthcare services.
Those excluded from the study included women who were critically ill or unable to participate in the study due to medical conditions requiring emergency care. Women below the age of 18, unless accompanied by a legal guardian or spouse who provided consent.
The sample size was calculated using the Kish-Leslie formula for cross-sectional studies [15]. The proportion of one-time use of a contraceptive method was 34.8%, gotten from a previous study [16]. The final minimum sample size was 388 participants, calculated using a desired accuracy of 0.05 and an attrition rate of 10%.
A multistage sampling technique was used in this study. Zaria LGA was categorized into its districts (Zaria City, Tudun Wada, Sabon Gari, and Samaru). Then, four major health facilities (monthly antenatal attendance of 200-300 women) were selected purposively from each of the districts. Within each selected health facility, women attending antenatal care were selected to participate in the study using systematic sampling with a sampling interval of three. The first participant was randomly selected from the first three women on the list, and subsequently, every third woman was chosen until the required sample size was achieved.
Data was collected using a structured questionnaire in English, which was also translated into the local language (Hausa). The questionnaire was adapted from validated survey tools, namely the Demographic and Health Surveys (DHS) [17], the Knowledge, Attitudes, and Practices (KAP) Survey [18], the Reproductive Health Survey (RHS) [19], and the World Health Organization (WHO) Family Planning Questionnaire [20]. It assessed demographics, awareness and knowledge, attitudes, cultural and social factors, religious beliefs, spousal support, and previous experiences.
The collected data was analyzed using the Statistical Package for the Social Sciences (SPSS) version 27.0 (IBM® SPSS Statistics Inc., Armonk, New York, USA) Windows software. Descriptive statistics were used to summarize categorical variables, while chi-square tests were used to test associations. A p-value of <0.05 was considered statistically significant.
Ethical approval was obtained from the Health Department of the Local Government Headquarters, Sabon Gari (PHDPH/S/5. Vol. 1 /2025). Written, informed consent was obtained from the participants before their enlistment in the study.
RESULTS
The study involved 388 women from four major hospitals in Zaria. Most respondents were aged 25-29 years (33.0%), with an average age of 26.8 years. The majority had secondary (41.8%) or tertiary education (39.2%). Most respondents were Hausa (69.1%) and married (95.4%). Regarding occupation, housewives (34.5%) and self-employed respondents (29.6%) constituted the largest groups. The majority were Muslims (87.9%), and most respondents had 1-2 children (42.0%), while 25.0% had no children (Table 1).
Most (98.2%) respondents were aware of family planning; however, only about half (50.5%) had ever used a family planning method, while 49.5% had never used any method (Figure 1).
The main source of information among respondents who were aware of family planning was healthcare providers (71%), followed by friends or relatives (22%) and a smaller proportion (8%) from the media (Figure 2).
Awareness was highest for oral contraceptive pills (82.7%), injectables (79.8%), and implants (76.6%). Among those who had ever used contraception, implants (51.5%) were the most used method, followed by injectables (27.6%) and oral contraceptive pills (20.4%) (Figure 3).
Most respondents, 242 (62.4%), discussed family planning with healthcare providers, while 197 (50.8%) reported they had enough information to make an informed decision. A large proportion agreed that family planning is important for their health and well-being, with 55.7% strongly agreeing. Most respondents were also very comfortable discussing family planning with healthcare providers (69.6%). The majority believed that family planning improves maternal and child health (81.4%), and 62.9% indicated willingness to use a family planning method after delivery. Additionally, 71.1% reported that family planning is compatible with their personal values. Most respondents indicated that education level (69.3%) and religious beliefs (59.0%) affect decisions about family planning (Table 2).
Fear of side effects (58.8%) was the most common reason that people made decisions about family planning, followed by spousal influence (20.9%). Other important factors included religious beliefs (5.9%) and cultural beliefs (3.9%) (Figure 4).
Table 3 shows that age, education level, and marital status were significantly associated with family planning uptake (p < 0.05). Use increased with age, peaking among respondents aged 30-34 years (67.1%), while the lowest uptake was among those ≤19 years (20.9%). The highest percentage of people who used family planning (63.8%) had a college degree, while the lowest percentage (33.3%) had no formal education. The percentage of married respondents who reported using it was 48.9% (Table 3).
Most respondents reported community support for family planning (60.3%), while 50.3% believed cultural beliefs in their community supported it. Only 18.0% reported experiencing pressure from family or community members regarding family planning. Economic barriers were reported by 22.4%, and 11.9% indicated experiencing stigma. Most respondents (81.7%) considered family planning services affordable (Table 4).
Over half (59.0%) of respondents reported that their religious beliefs influence their choice of family planning methods. Nearly half (49.2%) indicated that religious leaders speak positively about family planning, while 18.6% reported negative messaging. Religious teaching influenced the decision to use family planning for 38.7% of respondents. The most common ways the teaching affected decisions were views on procreation (39.6%) and health considerations (30.7%). Despite these influences, most respondents (72.2%) believed that family planning aligns with their religious beliefs, although only 27.3% had sought advice from a religious leader (Table 5).
Most respondents discussed family planning with their spouse (78.9%), and 65.5% reported partner support for family planning use. However, 52.8% indicated that partner disagreement would affect their decision. Only 30.7% had attended family planning counseling with their partner. About two-thirds (67.3%) experienced side effects, mainly irregular bleeding (59.8%). Despite these findings, most respondents (70.9%) reported that previous side effects did not influence their current views on family planning (Table 6).
DISCUSSION
This study indicated that the respondents were relatively young, with a mean age of 26.8 years. Family planning uptake was highest among women aged 30-34 years and lowest among adolescents aged 19 years or less. This pattern is similar to reports from Kaduna, Zaria, and Oyo, where contraceptive use tended to rise with age and reproductive maturity [16,21-23]. It is likely that older women, especially those who already have children, are more ready to limit or space births than younger women.
Family planning uptake was highest among women with tertiary education. This agrees with findings from Zaria, Ogun, Ekiti, and Oyo, where higher educational attainment was associated with better awareness and greater use of family planning [16,21-24]. Education may improve access to information and the ability to weigh contraceptive options and adopt a method.
Awareness of family planning was almost universal in our study, yet actual use was much lower. This mirrors earlier Nigerian studies that reported high awareness but lower practice [16,21-23]. Healthcare providers were the main source of information, which again is consistent with findings from Zaria and Kaduna [21-23]. Awareness was highest for pills, injectables, and implants, and among previous users, implants were the most commonly used method. This suggests that knowledge of family planning is no longer the main gap; the greater challenge may be moving women from awareness to confident use of a suitable method.
Respondents in this study showed generally positive attitudes to family planning. Most believed it was important for their health and well-being, improved maternal and child health, and felt comfortable discussing it with healthcare providers. This is similar to findings from Zaria and Ebonyi state, Nigeria, where many women also expressed favourable views about family planning and recognized its health benefits [16,25]. However, only about half of our respondents felt they had enough information to make an informed decision, suggesting that a positive attitude does not always translate to decision confidence. This supports reports from India where awareness and approval were relatively high, but detailed understanding of method choice and side effects remained limited [14]. This implies that family planning programmes should move beyond awareness creation to clearer, decision-focused counseling.
Fear of side effects emerged as the leading barrier, far ahead of religion, culture, or cost. Side effects were also common among previous users, especially irregular bleeding, although most said these experiences had not changed their current views. This partly supports earlier work from Ekiti and Rwanda, where side effects were a major reason for non-use, discontinuation, or switching [21,26]. Our findings may mean that side effects do not always create rejection, but they do create anxiety and can shape method preference. It may also explain why short-acting methods remain popular while longer-acting methods are used less often.
Spousal dynamics were also central. Most respondents discussed family planning with their partners, and many reported partners support, yet over half said partner disagreement would affect their decision. This is in keeping with findings from Zaria and Ekiti, where partner opposition remained an important barrier [14,21]. In our setting, not only individual preference but also negotiation within marriage appears to influence family planning decisions. The low proportion of couples who attended counseling together suggests a missed opportunity for joint decision-making.
Community and religion had a mixed influence in our study. Most respondents perceived their communities as supportive of family planning and believed it aligned with their religious beliefs. This is more encouraging than findings from some Nigerian studies, where family planning was more often seen as conflicting with cultural or religious values [13,22]. At the same time, many women in our study still reported that religion influenced their choice of method, and some had heard negative messages from religious leaders. This agrees with earlier work from Northern Nigeria showing that religion may not completely prevent contraceptive use but often shapes which methods are considered acceptable [13]. This implies that family planning interventions should engage religious and community leaders to improve the acceptability of modern methods.
The study has a few limitations, as it relied on self-reported responses, so some participants may have provided socially acceptable answers. Recall bias may also have affected reports of past contraceptive use and side effects. In addition, selection bias cannot be ruled out.
CONCLUSIONS
Family planning awareness was very high, but actual uptake was much lower. Use was influenced by age, education, marital factors, partner influence, religion, and fear of side effects. Although most respondents viewed family planning positively, these barriers still affected the use. We recommend that family planning counseling provide clearer information on available methods, especially possible side effects and their management. Encouraging male involvement through couple counseling and community engagement is essential. Access to affordable contraceptive services and supportive community education should also be improved.
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Table 1. Socio-Demographic Characteristics of Respondents (n = 388)
	Variable
	Frequency
	%

	Age
	
	

	≤ 19
	43
	11.1

	20-24
	99
	25.5

	25-29
	128
	33.0

	30-34
	73
	18.8

	≥ 35
	45
	11.6

	Education Level
	
	

	Non-formal
	36
	9.3

	Primary
	38
	9.8

	Secondary
	162
	41.8

	Tertiary
	152
	39.2

	Ethnicity
	
	

	Hausa
	268
	69.1

	Yoruba
	47
	12.1

	Fulani
	39
	10.1

	Others
	34
	8.8

	Marital Status
	
	

	Married
	370
	95.4

	Single
	8
	2.1

	Divorced
	8
	2.1

	Widowed
	2
	.5

	Occupation
	
	

	Housewife
	134
	34.5

	Self-employed
	115
	29.6

	Government Employee
	48
	12.4

	Student
	42
	10.8

	Unemployed
	25
	6.4

	Private Employee
	24
	6.2

	Religion
	
	

	Islam
	341
	87.9

	Christianity
	47
	12.1

	Number of Children
	
	

	None
	97
	25.0

	1-2
	163
	42.0

	3-4
	91
	23.5

	≥ 5
	37
	9.5


[bookmark: _Hlk191243538]Table 2. Perceptions and Attitudes Toward Family Planning Among Respondents (n = 388)
	Variable
	Response
	Frequency (n)
	%

	Discussed family planning with healthcare providers
	Yes
	242
	62.4

	
	No
	146
	37.6

	Has sufficient information to make an informed decision
	Yes
	197
	50.8

	
	No
	191
	49.2

	Family planning is important for health and well-being
	Strongly disagree
	1
	0.3

	
	Disagree
	11
	2.8

	
	Neutral
	51
	13.1

	
	Agree
	109
	28.1

	
	Strongly agree
	216
	55.7

	Comfortable discussing family planning with healthcare providers
	Very uncomfortable
	5
	1.3

	
	Somewhat uncomfortable
	4
	1.0

	
	Neutral
	52
	13.4

	
	Somewhat comfortable
	57
	14.7

	
	Very comfortable
	270
	69.6

	Family planning improves maternal and child health
	Yes
	316
	81.4

	
	No
	21
	5.4

	
	Not sure
	51
	13.1

	Would consider using family planning after delivery
	Yes
	244
	62.9

	
	No
	84
	21.6

	
	Maybe
	60
	15.5

	Family planning compatible with personal values
	Yes
	276
	71.1

	
	No
	52
	13.4

	
	Maybe
	60
	15.5

	Education level influences family planning decisions
	Yes
	269
	69.3

	
	No
	119
	30.7

	Religious beliefs influence family planning choices
	Yes
	229
	59.0

	
	No
	159
	41.0




[bookmark: _Hlk191243814]Table 3. Socio-Demographic Factors (age, educational level and marital status) Influencing Uptake of Family Planning
	Variable
	Used Family Planning (N, %)
	Did Not Use Family Planning (N, %)
	X2
	p-value

	Age
	 
	 
	 
	 

	≤ 19
	9 (20.9%)
	34 (79.1%)
	35.634
	<0.001

	20-24
	38 (38.4%)
	61 (61.6%)
	 
	 

	25-29
	79 (61.7%)
	49 (38.3%)
	 
	 

	30-34
	49 (67.1%)
	24 (32.9%)
	 
	 

	≥ 35
	21 (46.7%)
	24 (53.3%)
	 
	 

	Education Level
	 
	 
	 
	 

	Non-formal
	12 (33.3%)
	24 (66.7%)
	19.227
	<0.001

	Primary
	18 (47.4%)
	20 (52.6%)
	 
	 

	Secondary
	69 (42.6%)
	93 (57.4%)
	 
	 

	Tertiary
	97 (63.8%)
	55 (36.2%)
	 
	 

	Marital Status
	 
	 
	 
	 

	Married
	181 (48.9%)
	189 (51.1%)
	10.633
	0.014

	Single
	5 (62.5%)
	3 (37.5%)
	 
	 

	Divorced
	8 (100.0%)
	0 (0.0%)
	 
	 

	Widowed
	2 (100.0%)
	0 (0.0%)
	 
	 




[bookmark: _Hlk191243912]Table 4. Cultural, Social, and Economic Barriers to Family Planning
	Question & Response
	Frequency
	%

	Does your community support family planning?
	
	

	Yes
	234
	60.3

	No
	66
	17.0

	Not sure
	88
	22.7

	Do you think cultural beliefs in your community support or discourage family planning?
	
	

	Support
	195
	50.3

	Discourage
	84
	21.6

	Neutral
	109
	28.1

	Have you ever faced any pressure from family or community members regarding family planning?
	
	

	Yes
	70
	18.0

	No
	318
	82.0

	Do economic factors (e.g., cost of services, and transportation) influence your ability to access family planning services?
	
	

	Yes
	87
	22.4

	No
	301
	77.6

	Have you faced any stigma related to family planning in your community?
	
	

	Yes
	46
	11.9

	No
	342
	88.1

	Do you think family planning services are affordable?
	
	

	Yes
	317
	81.7

	No
	71
	18.3




[bookmark: _Hlk191243963]Table 5. Role of Religious Beliefs and Teachings
	Question & Response
	Frequency
	%

	Does your religious belief influence your choice of family planning methods?
	
	

	Yes
	229
	59.0

	No
	159
	41.0

	Does your religious leader speak about family planning?
	
	

	Yes, positively
	191
	49.2

	Yes, negatively
	72
	18.6

	No, never mentioned
	125
	32.2

	Do religious teachings influence your decision to use family planning?
	
	

	Yes
	150
	38.7

	No
	186
	47.9

	Maybe
	52
	13.4

	In what way do these teachings affect your decision? (n=202)
	
	

	Views on procreation
	80
	39.6

	Health considerations
	62
	30.7

	Personal conscience and belief
	49
	24.3

	Moral and ethical considerations
	37
	18.3

	Influence of religious leaders
	36
	17.8

	Doctrinal stance on contraception
	35
	17.3

	Community norms and expectations
	26
	12.9

	Cultural traditions
	22
	10.9

	Preference for natural methods
	12
	5.9

	Do you think family planning aligns with your religious beliefs?
	
	

	Yes
	280
	72.2

	No
	108
	27.8

	Have you ever sought advice from a religious leader about family planning?
	
	

	Yes
	106
	27.3

	No
	282
	72.7




Table 6: Spousal Support and Previous Experience with Family Planning Among Respondents (N = 388)
	Variable
	Response
	Frequency (n)
	%

	Discusses family planning with spouse/partner
	Yes
	306
	78.9

	
	No
	82
	21.1

	Spouse/partner supports family planning use
	Yes
	254
	65.5

	
	No
	82
	21.1

	
	Not sure
	52
	13.4

	Partner disagreement affects decision on family planning
	Yes
	205
	52.8

	
	No
	111
	28.6

	
	Not sure
	72
	18.6

	Couple has attended family planning counseling together
	Yes
	119
	30.7

	
	No
	269
	69.3

	Experienced side effects from family planning (n = 196)
	Yes
	132
	67.3

	
	No
	64
	32.7

	Types of side effects experienced (n = 132)
	Irregular bleeding
	79
	59.8

	
	Weight gain
	25
	18.9

	
	Headache
	24
	18.2

	
	Mood changes
	16
	12.1

	Previous side effects influence current views on family planning (n = 196)
	Yes
	35
	17.9

	
	No
	139
	70.9

	
	Maybe
	22
	11.2




FIGURES
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Figure 1. Awareness and Use of Family Planning Among Respondents (n=388)



Figure 2. Sources of Information on Family Planning Among Respondents Aware of Family Planning (n = 381)


Figure 3. Awareness (n=381) and Use (n=196) of Specific Family Planning Methods
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Fig 4. Main reasons for Considering or Not Considering Family Planning (n=388)

Yes	
Awareness	Use	98.2	50.5	No	
Awareness	Use	1.8	49.5	




Healthcare providers	Friends/relatives	Media (radio, TV, social media)	School	0.71399999999999997	0.215	0.06	0.01	

Awareness	
Traditional Methods	Natural Methods	Permanent Methods	Female condoms	Male Condoms	Implants	Injectibles	Oral pills	IUD	1.6	38.1	42	47.2	63.8	76.599999999999994	79.8	82.7	52.5	Use	
Traditional Methods	Natural Methods	Permanent Methods	Female condoms	Male Condoms	Implants	Injectibles	Oral pills	IUD	0	5.0999999999999996	0	3.1	11.7	51.5	27.6	20.399999999999999	13.3	




Fear of side effects	Spousal influence	None	Religious beliefs	Cultural beliefs	Economic reasons	Personal conviction	0.58799999999999997	0.20899999999999999	5.8999999999999997E-2	5.8999999999999997E-2	3.9E-2	2.3E-2	2.4E-2	





