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ABSTRACT

	In Nigeria, uptake of contraception is shaped by social, economic, demographic, and informational factors, yet patterns may differ between traditional and modern methods. the aim of this study is to examine the determinants of current contraceptive use among women of reproductive age in Nigeria and the research objectives are to estimate the prevalence of non-use, traditional-method use, and modern-method use, and to assess the association between contraceptive-use category and selected demographic, socioeconomic, and media-exposure factors. This study used secondary data from DHS programme in Nigeria comprising 104,557 women of reproductive age. Current contraceptive use was categorized into three outcomes: not using any method, using a traditional method, and using a modern method. Descriptive statistics were used to summarize contraceptive-use patterns. Bivariate associations were assessed using chi-square procedures, and multinomial logistic regression was used to estimate adjusted relative risk ratios (aRRRs) with 95% confidence intervals, with non-use as the reference category. Weighted prevalence estimates showed that 79.9% of women were not using any contraceptive method, 4.7% were using traditional/folkloric methods, and 15.5% were using modern methods. Education, household wealth, parity, religion, media exposure, and employment status were significant predictors of contraceptive use. Compared with women with no education, women with higher education had significantly higher relative risks of traditional-method use (aRRR: 3.35; 95% CI: 2.93-3.83) and modern-method use (aRRR: 2.15; 95% CI: 1.99-2.32). Women in the richest wealth quintile were more likely than those in the poorest quintile to use traditional methods (aRRR: 6.58; 95% CI: 5.51-7.86) and modern methods (aRRR: 2.41; 95% CI: 2.21-2.62). Rural residence was associated with lower modern contraceptive use (aRRR: 0.90; 95% CI: 0.86-0.94), while radio exposure and current employment were positively associated with both traditional and modern method use. Current contraceptive use in Nigeria is strongly associated with women’s education, household wealth, reproductive history, religion, media exposure, and employment. Modern method uptake remains lower among rural, poorer, and less educated women. Interventions to improve contraceptive use should address both social inequalities and access barriers, especially for disadvantaged populations.
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1. INTRODUCTION

[bookmark: _GoBack]Globally, approximately 290,000 women between the ages of 15 to 49 died from pregnancy-related problems in 2014 alone, with sub-Saharan Africa accounts for 65% (179,000) of the deaths. Although studies are conducted on modern contraceptives, information is scarce on multinomial regression analysis at the national level data. The current study revealed that the prevalence of modern contraceptive utilization was 28.1%, and factors like women 25 to 34 years, 35 to 44 years, and greater than 45 years, place of residence, higher educational status, grandmultipara, and wealth index were significantly associated with the outcome variable. In this, modern contraceptive utilization is low as compared to other countries, and it was influenced by age, place of residence, education, the number of children, and wealth index. This suggests that creating awareness of contraceptive utilization is paramount for rural residence women by policymakers and health managers (Negash, 2023).
Terefe et al. (2024) conducted a multi-country analysis of 117,165 married women across 13 West African nations, utilizing DHS data and multinomial logistic regression to identify drivers of modern versus traditional contraceptive use. The study finds that education, wealth, frequent media exposure, and ANC service utilization are the strongest predictors for modern contraceptive uptake, while also highlighting significant disparities between nations like Senegal and Nigeria
Family planning is a core component of sexual and reproductive health because it enables women and couples to decide the number and spacing of their children, reduces unintended pregnancy, and lowers pregnancy-related health risks. Globally, the World Health Organization estimates that among 1.9 billion women of reproductive age in 2021, about 1.1 billion had a need for family planning; of these, 874 million were using modern contraception, while 164 million still had an unmet need. These figures show that, despite progress, access to and uptake of contraception remain uneven, particularly in low- and middle-income settings where social, economic, and service-delivery barriers are persistent (World Health Organization [WHO], 2025). 
Nigeria remains a high-priority setting for contraceptive research because it combines high fertility with persistently modest contraceptive uptake. Official survey evidence shows that among currently married women aged 15–49, contraceptive use increased from 17% in 2018 to 20.3% in 2023–24; modern contraceptive use rose from 12% to 15.3%, while traditional-method use remained at about 5%. Although this trend suggests improvement, a large majority of women are still not using contraception, indicating that Nigeria remains off pace for universal access to family-planning services and for faster gains in reproductive health. This continuing gap constitutes a major public health and development concern because low contraceptive uptake is closely linked to unintended pregnancy, unmet need, and persistent maternal-health risks (National Population Commission [NPC] [Nigeria] & ICF, 2019; Federal Ministry of Health and Social Welfare of Nigeria, NPC [Nigeria], & ICF, 2024). 
Recent literature from Nigeria shows that contraceptive use is shaped by a combination of individual, household, and contextual factors. A multilevel national study found that education, wealth, media exposure, parity, religion, and region were significant predictors of modern contraceptive use, with marked spatial concentration of lower use in parts of northern Nigeria (Bolarinwa et al., 2021). Similarly, Abubakar and Abubakar (2024), using NDHS 2018 data, reported that modern contraceptive use was associated with employment, urban residence, higher wealth, and regional location. More recent evidence has also shown persistent inequality gaps by age, education, wealth, residence, and subnational region, suggesting that contraceptive uptake in Nigeria is still stratified by social advantage (Bolarinwa, 2024). In addition, a 2025 systematic review concluded that low uptake remains influenced by desire for more children, fear of side effects, spousal opposition, limited-service access, and inadequate knowledge, while a 2022 study on family-planning social norms demonstrated that norms around birth spacing and contraceptive approval significantly shape modern method use (Ayo-Bello & Quinn-Walker, 2025; Mandal et al., 2022). Among Nigerian youth, regional disparities also persist, with higher modern contraceptive use in Southern than Northern Nigeria and significant effects of education, wealth, marital status, and religion (Sanni et al., 2025).
Mandal et al. (2022) found that positive social norms regarding family planning (FP) significantly increase modern contraceptive use in Nigeria, with the strongest impact found in spacing/limiting pregnancies and the weakest in delaying first pregnancies. Using [Structural Equation Modeling (SEM)] on Nigerian Urban Reproductive Health Initiative (NURHI) data, the study identified that stronger, positive social norms, especially when aligned with low spousal disagreement, promote contraceptive uptake. 
However, an important gap remains in the literature. Much of the recent Nigerian evidence has focused on modern contraceptive use only, on specific subgroups such as youth, or on inequality trends, rather than modelling current contraceptive use as a three-part behavioural outcome: non-use, traditional-method use, and modern-method use. This matters because the determinants of using a traditional method may differ from the determinants of using a modern method, especially in relation to education, media exposure, religion, autonomy, and access to formal health services. The problem statement of this study, therefore, is that contraceptive use in Nigeria remains low and socially patterned, while existing analyses do not always adequately distinguish the different forms of current contraceptive behaviour that are most relevant for policy and programme design. Against this background, the aim of this study is to examine the determinants of current contraceptive use among women of reproductive age in Nigeria. The specific objectives are to estimate the prevalence of non-use, traditional-method use, and modern-method use, and to assess the association between contraceptive-use category and selected demographic, socioeconomic, and media-exposure factors using multinomial logistic regression.

2. LITERATURE REVIEW
Recent population-health research shows that cross-sectional studies can legitimately report relative risk ratios (RRR) or adjusted relative risk ratios (aRRR) when the outcome is multinomial, rather than binary. It has been established in literature that in large, nationally representative survey datasets, where specified unordered outcome categories with a reference category, and the multinominal logistic regression was applied to estimate the relative likelihood of belonging to one outcome category rather than another, the reported RRR/aRRR is not an incidence-based risk ratio in the strict epidemiologic sense, but the standard effect measure from multinomial logit models. 
Bezie, Tesema, and Seifu’s Scientific Reports study analyzed pooled DHS data from 36 sub-Saharan African countries using a community-based cross-sectional design with a weighted sample of 207,548 live births. Birth weight was modeled multinomially, comparing low birth weight and macrosomia against normal birth weight, and the authors explicitly justified a multilevel multinomial logistic regression framework because DHS data are hierarchical and cluster effects would otherwise be ignored. They reported aRRR with 95% confidence intervals as the main measure of association. This paper is especially useful for methodological discussion because it shows why multinomial modeling becomes preferable when a health outcome has more than two meaningful, non-ordinal categories and when contextual variation across clusters and regions is substantively important. The birth-weight study also demonstrates how multinomial cross-sectional analysis can reveal different determinants for contrasting outcome categories within the same model. In that analysis, higher maternal education and higher household wealth reduced the relative risk of low birth weight, while some of those same socioeconomic variables were associated with increased relative risk of macrosomia. Rural residence increased the relative risk of low birth weight but reduced the relative risk of macrosomia, and regional differences across sub-Saharan Africa remained significant after adjustment. These findings are analytically important because a binary model collapsing adverse birth outcomes into a single category would have obscured this divergence. The study therefore illustrates one of the strongest arguments for reporting aRRR in cross-sectional research: the approach preserves outcome heterogeneity and yields more policy-relevant interpretation than a simplified dichotomy. 
Mare et al.’s 2025 PLOS One paper on malnutrition among women of reproductive age in 40 low- and middle-income countries. Using DHS data from 2015 to 2022 and a weighted sample of 1,044,340 women, the authors classified nutritional status into multinomial categories and fit a multilevel multinomial logistic regression model, again reporting adjusted relative risk ratios. Their results showed that overweight and obesity had become more prevalent than underweight overall, but that the determinants of these categories differed systematically. Wealth, education, older age, contraceptive use, and urban residence increased the relative risk of overweight/obesity, whereas wealth, education, and media access reduced the relative risk of undernutrition. This study reinforces the utility of RRR/aRRR in cross-sectional settings where the policy question is not simply whether malnutrition exists, but which form of malnutrition is more likely under specific social conditions. Mare et al. (2025) also deepen the comparative dimension of the literature by showing that multinomial cross-sectional models are particularly valuable for studying the double burden of malnutrition across heterogeneous countries. Their pooled estimates identified substantial between-country variation, with overweight/obesity especially high in some middle-income settings and underweight concentrated in poorer contexts. The implication is that the same macro-level development process can simultaneously suppress one outcome category and amplify another. This paper is important because it moves beyond a single-country design and demonstrates how RRR-based interpretation can accommodate epidemiologic transition, nutritional polarization, and regional inequality within one analytic framework. 
Deshmukh, Bano, and Sakshi’s 2025 PLOS One study extends this logic from health outcomes to social and behavioural outcomes. Using NFHS-5 (2019–21) data on 51,758 ever-married women in India, the authors modeled three decision-making categories—independent, joint, and dependent—and reported RRR from multinomial logistic regression, with joint decision-making as the comparison category. Their results showed that only 3% of women reported independent decision-making, while 82% reported joint decision-making and 15% dependent decision-making. Rural women were less likely to make independent decisions and more likely to make dependent decisions relative to joint decision-making; employment increased the relative likelihood of independent decision-making, while age and regional location also shaped women’s autonomy. This paper is especially relevant because it confirms that RRR-producing cross-sectional models are not limited to biomedical endpoints: they are equally applicable to multidimensional social outcomes when those outcomes are nominal and theoretically distinct. 
The Reproductive Health study on maternal health service uptake in West Africa provides perhaps the clearest example of how multinomial cross-sectional models can capture gradients of service use rather than simple use/non-use. Based on DHS data from 12 West African countries (2013–2021) and a weighted sample of 89,504 women aged 15–49 years, the authors created a three-category outcome: no, partial, or adequate maternal health service utilization. They then fitted a multilevel multivariable multinomial regression and reported aRRR for partial and adequate uptake. Higher maternal education, wealth, media exposure, insurance coverage, and decision-making autonomy increased the relative likelihood of both partial and adequate service use, whereas rural residence reduced it. The study is valuable because it shows how multinomial cross-sectional modeling can represent health-system engagement as a continuum of uptake intensity, generating more nuanced evidence than a binary indicator of contact with care. 
Across several studies, the RRR/aRRR estimation does more than quantify statistical association; it helps map how structural inequality redistributes people across qualitatively different outcome states. In addition, while RRR/aRRR is appropriate for multinomial outcomes, the interpretation can be misread if authors or readers conflate it with the risk ratio used in cohort analysis. That distinction matters in a methods chapter: these papers show that cross-sectional studies can indeed “produce relative risk ratios,” but specifically through multinomial logistic regression, where RRR expresses the relative probability of one outcome category versus a reference category, conditional on covariates. 
In summary, methodologically, it shows that when cross-sectional outcomes are nominal and multidimensional, multinomial regression with RRR/aRRR is both defensible and informative. Literature therefore, provides strong contemporary evidence that cross-sectional research can produce relative risk ratios, provided the outcome structure and model specification justify that estimator and the interpretation remains aligned with multinomial logit theory. 

2. methodology
2.1 Source of Data
This study used secondary data from the Nigeria Demographic and Health Survey (NDHS), which is part of The DHS Program—an internationally standardized survey programme that supports countries in collecting comparable data on population, health, and nutrition indicators. In Nigeria, the 2023–24 NDHS was implemented under the aegis of the Federal Ministry of Health and Social Welfare by the National Population Commission (NPC), with technical assistance from ICF through The DHS Program. The analysis used the women’s individual recode file, which contains nationally representative information on women aged 15–49 years, including background characteristics, fertility history, family planning, maternal and child health, media exposure, and related reproductive health indicators. These variables made the DHS women’s file appropriate for examining current contraceptive use and its associated factors among women of reproductive age in Nigeria. 
2.2 Sample Design
The NDHS employed a stratified two-stage cluster sampling design. Stratification was achieved by dividing each of Nigeria’s 36 states and the Federal Capital Territory into urban and rural areas, yielding 74 sampling strata. In the first stage, enumeration areas (EAs) were selected as primary sampling units using probability proportional to size. In the second stage, a household listing was conducted in each selected cluster, after which a fixed number of 30 households per cluster was selected systematically, giving an overall sample of about 42,000 households. All women aged 15–49 years who were either usual residents of selected households or visitors who slept in the household the night before the survey were eligible for interview. The women’s interview age range follows standard DHS practice, which focuses on women of reproductive age for core fertility and family-planning indicators. In the present study, the DHS sampling weight was used for weighted estimation, while the cluster and stratification variables were identified for survey-adjusted analysis. 
2.3 Outcome variable
The dependent variable was current contraceptive use, classified into three categories:
· 0 = not using any method 
· 1 = traditional/folkloric method 
· 2 = modern method 
Non-use of contraception served as the reference category in the multinomial logistic regression model.
2.5 Explanatory variables
The independent variables included: Age, Educational level, Household wealth quintile, Place of residence, Religion, Marital status, Total children ever born, Frequency of reading newspaper/magazine, Frequency of listening to radio, Frequency of watching television, Currently working
2.6 Variable coding
Education, wealth quintile, residence, religion, marital status, media exposure, and employment status were treated as categorical variables. Age and total children ever born were treated as continuous predictors. Appropriate reference categories were selected as follows:
· Education: no education 
· Wealth quintile: poorest 
· Residence: urban 
· Religion: Islam 
· Marital status: married 
· Media exposure: not at all 
· Employment: not currently working
2.3 Statistical analysis
2.3.1 Descriptive statistics 
This was used to summarize the distribution of the study variables. Weighted prevalence estimates were generated for the outcome variable to describe the proportions of women who were not using contraception, using traditional methods, and using modern methods. 
2.3.1 Rao-Scott Chi-square test
Bivariate associations were assessed using the Rao–Scott chi-square test, a design-adjusted form of the Pearson chi-square test for complex survey data that accounts for weighting, clustering, and stratification (Rao & Scott, 1981, 1984).
For each categorical explanatory variable, the null hypothesis stated that current contraceptive-use category was independent of the predictor variable, while the alternative hypothesis stated that a significant association existed between them. Formally,

against

for at least one cell of the contingency table. Statistical significance was determined using the design-adjusted Rao–Scott F statistic at the 5% level.
The Rao–Scott chi-square test statistic was computed as a design-adjusted version of the Pearson chi-square statistic:


where denotes the survey design effect. The adjusted chi-square was then expressed as an F statistic,

and statistical significance was assessed using the corresponding design-based degrees of freedom.
2.3.2 Model specification for the multinomial logistic regression
Let denote the current contraceptive-use status of woman , defined as:
The reference outcome is non-use of contraception . Since the dependent variable has three unordered categories, a multinomial logistic regression model was specified to estimate the relative effect of selected predictors on the likelihood of being in category 1 or category 2 relative to category 0.
2.2.3 Multinomial logit model
For woman , let:

with

The multinomial logit model is given by:



where:
· is the relative probability of using a traditional/folkloric method versus not using 
· is the relative probability of using a modern method versus not using 
· and are the intercepts 
· and are category-specific regression coefficients 
· are the explanatory variables for woman 
Expanded model for this study
The explanatory variables included in the model were:: respondent’s age in years, : total children ever born, : educational level, : wealth quintile, : place of residence, : religion, : marital status, : frequency of reading newspaper/magazine, : frequency of listening to radio, : frequency of watching television, : currently working 
The two logits were therefore specified as:


and


Probability form of the model
The multinomial probabilities were derived as:





where:

Estimation and interpretation
The model parameters were estimated using maximum likelihood estimation. Exponentiated coefficients were reported as adjusted relative risk ratios (aRRRs):
An aRRR greater than 1 indicates that the predictor increases the relative likelihood of being in contraceptive-use category rather than the reference category of non-use, while an aRRR less than 1 indicates a reduced relative likelihood.
Hypothesis tested
For each predictor , the null hypothesis was:
against the alternative:
This implies that a predictor was considered significantly associated with contraceptive-use category if it significantly affected the relative risk of traditional-method use or modern-method use compared with non-use.
Model assumptions
The multinomial logistic regression model was specified under the following assumptions:
1. The dependent variable is nominal with more than two categories. 
2. Observations are independent. 
3. There is no perfect multicollinearity among predictors. 
4. The continuous predictors have a linear relationship with the log-relative risk. 
5. The categories of the dependent variable are mutually exclusive and exhaustive. 
6. The independence of irrelevant alternatives (IIA) assumption holds, meaning the odds of choosing one contraceptive category over the reference category are assumed independent of the presence of the other alternative category.
3. results

3.1 Descriptive statistics
Table 1. Descriptive characteristics of respondents and weighted prevalence of contraceptive use
	Variable
	Weighted value

	Age (years), mean ± SD
	36.0 ± 7.7

	Total children ever born, mean ± SD
	  5.6 ± 2.7

	Education
	

	No education
	50.1%

	Primary
	14.5%

	Secondary
	26.7%

	Higher
	  8.6%

	Wealth quintile
	

	Poorest
	23.5%

	Poorer
	22.5%

	Middle
	20.6%

	Richer
	18.3%

	Richest
	15.1%

	Residence
	

	Urban
	40.2%

	Rural
	59.8%

	Religion
	

	Islam
	67.3%

	Catholic
	  6.5%

	Other Christian
	25.6%

	Traditionalist
	  0.5%

	Other
	  0.0%

	Marital status
	

	Married
	89.8%

	Living with partner
	  3.0%

	Never in union
	  1.0%

	Widowed
	  3.6%

	Divorced
	  1.3%

	Separated
	  1.3%

	Reads newspaper/magazine
	

	Not at all
	93.5%

	Less than once a week
	  4.2%

	At least once a week
	  2.3%

	Listens to radio
	

	Not at all
	55.3%

	Less than once a week
	19.8%

	At least once a week
	24.8%

	Watches television
	

	Not at all
	64.8%

	Less than once a week
	13.5%

	At least once a week
	21.7%

	Currently working
	

	No
	34.0%

	Yes
	66.0%

	Current contraceptive use
	

	Not using any method
	79.9%

	Traditional/folkloric method
	  4.7%

	Modern method
	15.5%



3.2 Bivariate analysis
Table 2. Bivariate distribution of current contraceptive-use category by explanatory variables
	Variable
	Category
	Not using (%)
	Traditional/folkloric (%)
	Modern (%)
	p-value

	Education
	No education
	91.3
	1.3
	7.4
	<0.001

	
	Primary
	78.2
	4.7
	17.1
	

	
	Secondary
	67.3
	8.1
	24.6
	

	
	Higher
	55.1
	13.4
	31.5
	

	Wealth quintile
	Poorest
	93.7
	0.8
	5.5
	<0.001

	
	Poorer
	89.4
	1.9
	8.7
	

	
	Middle
	79.6
	4.4
	16.0
	

	
	Richer
	69.3
	6.7
	24.0
	

	
	Richest
	57.4
	12.5
	30.1
	

	Residence
	Urban
	70.1
	7.4
	22.5
	<0.001

	
	Rural
	86.4
	2.9
	10.8
	

	Religion
	Islam
	86.9
	2.0
	11.1
	<0.001

	
	Catholic
	66.8
	10.8
	22.5
	

	
	Other Christian
	64.7
	10.0
	25.3
	

	
	Traditionalist
	81.9
	3.5
	14.5
	

	
	Other
	59.3
	33.5
	  7.2
	

	Marital status
	Married
	79.8
	4.6
	15.6
	<0.001

	
	Living et partner
	67.2
	9.0
	23.8
	

	
	Never in union
	77.3
	6.1
	16.5
	

	
	Widowed
	89.0
	3.1
	  7.8
	

	
	Divorced
	93.1
	1.4
	  5.5
	

	
	Separated
	78.6
	3.7
	17.7
	

	Reads newspaper
	Not at all
	81.3
	4.1
	14.6
	<0.001

	
	< than once a week
	58.0
	12.8
	29.2
	

	
	At least once a week
	61.1
	11.5
	27.5
	

	Listens to radio
	Not at all
	87.4
	2.5
	10.1
	<0.001

	
	Less than once a week
	70.9
	7.6
	21.5
	

	
	At least once a week
	70.2
	7.1
	22.6
	

	Watches TV
	Not at all
	88.2
	2.4
	9.4
	<0.001

	
	< than once a week
	67.9
	7.8
	24.3
	

	
	At least once a week
	62.3
	9.5
	28.3
	

	Currently working
	No
	88.6
	2.0
	9.4
	<0.001

	
	Yes
	75.3
	6.0
	18.6
	



3.3 Rao-Scott chi square
Table 3: Survey-adjusted Rao–Scott chi-square test for association between current contraceptive-use category and categorical predictors
	Variable
	Rao–Scott F
	df1
	df2
	p-value

	Education
	212.13
	5.01
	6527.45
	<0.001

	Wealth quintile
	152.87
	7.34
	9565.74
	<0.001

	Place of residence
	164.10
	1.73
	2253.47
	<0.001

	Religion
	127.91
	5.92
	7714.65
	<0.001

	Marital status
	13.43
	8.65
	11278.59
	<0.001

	Newspaper exposure
	96.81
	3.78
	4927.20
	<0.001

	Radio exposure
	137.98
	3.69
	4811.30
	<0.001

	Television exposure
	258.33
	3.67
	4785.98
	<0.001

	Currently working
	132.50
	1.87
	2442.13
	<0.001


3.5 Multinomial logistic regression
Table 4: Multinomial logistic regression of determinants of current contraceptive use among women of reproductive age
	Predictor
	Traditional/folkloric vs not using aRRR (95% CI)
	p-value
	Modern vs not using aRRR (95% CI)
	p-value

	Age (years)
	0.99 (0.98–0.99)
	<0.001
	0.99 (0.98–0.99)
	<0.001

	Total children ever born
	1.07 (1.06–1.09)
	<0.001
	1.06 (1.05–1.07)
	<0.001

	Education
	
	
	
	

	Primary vs none
	1.84 (1.63–2.07)
	<0.001
	1.52 (1.44–1.62)
	<0.001

	Secondary vs none
	2.39 (2.13–2.68)
	<0.001
	1.80 (1.70–1.91)
	<0.001

	Higher vs none
	3.35 (2.93–3.83)
	<0.001
	2.15 (1.99–2.32)
	<0.001

	Wealth quintile
	
	
	
	

	Poorer vs poorest
	1.96 (1.65–2.32)
	<0.001
	1.30 (1.21–1.39)
	<0.001

	Middle vs poorest
	3.29 (2.80–3.87)
	<0.001
	1.72 (1.60–1.84)
	<0.001

	Richer vs poorest
	4.64 (3.92–5.49)
	<0.001
	2.07 (1.92–2.24)
	<0.001

	Richest vs poorest
	6.58 (5.51–7.86)
	<0.001
	2.41 (2.21–2.62)
	<0.001

	Residence
	
	
	
	

	Rural vs urban
	0.95 (0.89–1.01)
	0.119
	0.90 (0.86–0.94)
	<0.001

	Religion
	
	
	
	

	Catholic vs Islam
	4.04 (3.66–4.46)
	<0.001
	1.62 (1.52–1.73)
	<0.001

	Other Christian vs Islam
	3.30 (3.04–3.58)
	<0.001
	1.59 (1.52–1.66)
	<0.001

	Traditionalist vs Islam
	3.46 (2.39–5.02)
	<0.001
	1.56 (1.25–1.95)
	<0.001

	Other religion vs Islam
	    3.76(5.8532.41)
	<0.001
	0.83 (0.24–2.86)
	0.772

	Marital status
	
	
	
	

	Living with partner vs married
	0.85 (0.75–0.96)
	0.009
	0.95 (0.87–1.03)
	0.174

	Never in union vs married
	0.55 (0.43–0.71)
	<0.001
	0.61 (0.52–0.72)
	<0.001

	Widowed vs married
	0.31 (0.25–0.37)
	<0.001
	0.32 (0.28–0.36)
	<0.001

	Divorced vs married
	0.17 (0.10–0.30)
	<0.001
	0.36 (0.29–0.45)
	<0.001

	Separated vs married
	0.34 (0.26–0.43)
	<0.001
	0.58 (0.51–0.66)
	<0.001

	Reads newspaper/magazine
	
	
	
	

	< weekly vs none
	1.15 (1.05–1.27)
	0.004
	0.94 (0.88–1.02)
	0.124

	≥ weekly vs none
	0.95 (0.83–1.08)
	0.408
	0.85 (0.77–0.93)
	<0.001

	Listens to radio
	
	
	
	

	< weekly vs none
	1.36 (1.26–1.47)
	<0.001
	1.26 (1.20–1.32)
	<0.001

	≥ weekly vs none
	1.51 (1.40–1.63)
	<0.001
	1.42 (1.35–1.48)
	<0.001

	Watches television
	
	
	
	

	< weekly vs none
	0.95 (0.87–1.04)
	0.300
	1.23 (1.16–1.30)
	<0.001

	≥ weekly vs none
	0.85 (0.78–0.93)
	<0.001
	1.26 (1.20–1.33)
	<0.001

	Currently working
	
	
	
	

	Yes vs no
	1.66 (1.53–1.81)
	<0.001
	1.47 (1.40–1.53)
	<0.001



3.6 Interpretation
Table 1 A total of 104,557 women of reproductive age were included in the analysis. The respondents had a weighted mean age of 36.0 ± 7.7 years and a weighted mean parity of 5.6 ± 2.7 children. Half of the respondents (50.1%) had no formal education, while 26.7% had secondary education, 14.5% had primary education, and 8.6% had higher education. By wealth status, 23.5% belonged to the poorest quintile, 22.5% to the poorer quintile, 20.6% to the middle quintile, 18.3% to the richer quintile, and 15.1% to the richest quintile. Most respondents lived in rural areas (59.8%), were Muslim (67.3%), and were currently married (89.8%). In addition, 66.0% were currently working. Media exposure was generally low for newspapers, with 93.5% reporting no newspaper or magazine exposure, while 55.3% reported no radio exposure and 64.8% reported no television exposure. Weighted prevalence estimates showed that 79.9% of women were not using any contraceptive method, 4.7% were using a traditional/folkloric method, and 15.5% were using a modern contraceptive method.
Table 2 Bivariate cross-tabulations showed that current contraceptive-use category varied significantly across all explanatory variables. The strongest gradients were observed for education, household wealth, place of residence, religion, media exposure, and current working status.
There was a clear educational gradient in contraceptive use. Modern contraceptive use increased from 7.4% among women with no education to 17.1% among those with primary education, 24.6% among those with secondary education, and 31.5% among those with higher education. Similarly, non-use declined steadily from 91.3% among women with no education to 55.1% among women with higher education. A similar pattern was found for wealth. Modern contraceptive use rose from 5.5% among women in the poorest quintile to 30.1% among women in the richest quintile, while non-use fell from 93.7% to 57.4% across the same wealth categories. Place of residence was also strongly associated with contraceptive behaviour. Women living in urban areas had a much higher prevalence of modern contraceptive use (22.5%) than those in rural areas (10.8%), while non-use was higher in rural areas (86.4%) than in urban areas (70.1%). Religious differences were evident. Modern contraceptive use was 25.3% among other Christian women and 22.5% among Catholic women, compared with 11.1% among Muslim women. Traditional/folkloric method use was particularly high among respondents in the “other religion” category (33.5%), although this group represented a very small proportion of the sample. Marital status was significantly associated with contraceptive-use category. Women living with a partner had the highest proportion of modern contraceptive use (23.8%), while widowed women (7.8%) and divorced women (5.5%) had lower modern-method use. Among married women, 15.6% were using a modern method. Media exposure showed a positive relationship with contraceptive use. Modern contraceptive use was higher among women exposed to newspapers, radio, and television than among women with no exposure. For example, modern-method use was 29.2% among women who read newspapers less than once a week, compared with 14.6% among those who did not read newspapers at all. Likewise, modern contraceptive use was 22.6% among women who listened to the radio at least once a week, compared with 10.1% among those with no radio exposure, and 28.3% among women who watched television at least once a week, compared with 9.4% among those with no television exposure. Employment status was also associated with contraceptive behaviour. Modern contraceptive use was 18.6% among women who were currently working, compared with 9.4% among those not working. Non-use was correspondingly higher among women who were not currently working (88.6%) than among those who were working (75.3%).
Overall, the bivariate analysis indicates that contraceptive use was socially patterned, with higher uptake of modern methods among women who were more educated, wealthier, urban, Christian, more exposed to mass media, and currently employed.
Table 3 Survey-adjusted Rao–Scott chi-square tests indicated that current contraceptive-use category differed significantly across all categorical explanatory variables. Significant associations were found for educational level , household wealth quintile , place of residence , religion , marital status , frequency of reading newspapers/magazines , frequency of listening to radio , frequency of watching television , and current working status . These findings indicate that contraceptive behaviour was significantly patterned by respondents’ socioeconomic characteristics, religion, media exposure, and employment status. 
Table 4 A multinomial logistic regression model was fitted with non-use of contraception as the reference outcome. The model assessed the association between contraceptive-use category and age, education, household wealth, place of residence, religion, marital status, parity, media exposure, and current working status. The overall model was statistically significant (likelihood ratio test p < 0.001) and showed acceptable explanatory power (Pseudo R² = 0.120; log-likelihood = -58,994). Compared with women with no education, women with primary, secondary, and higher education had significantly higher relative risks of using a traditional/folkloric method rather than not using contraception. The magnitude of association increased with educational attainment, with the highest relative risk observed among women with higher education (aRRR = 3.35; 95% CI: 2.93–3.83). A strong wealth gradient was also observed. Relative to women in the poorest wealth quintile, those in the poorer, middle, richer, and richest quintiles were significantly more likely to use traditional methods, with women in the richest quintile having the highest relative risk (aRRR = 6.58; 95% CI: 5.51–7.86). Age was inversely associated with traditional-method use, while total children ever born was positively associated with it. Religion was an important determinant: compared with Muslim women, Catholic women, other Christian women, and traditionalists were significantly more likely to use traditional/folkloric methods. Women who were never in union, widowed, divorced, or separated had significantly lower relative risks of traditional-method use than married women. Radio exposure and current employment were positively associated with traditional-method use, whereas frequent television exposure was associated with lower relative risk. Education was also strongly associated with modern contraceptive use. Compared with women with no education, those with primary, secondary, and higher education had significantly higher relative risks of using a modern method rather than no method. Women with higher education had more than twice the relative risk of modern-method use (aRRR = 2.15; 95% CI: 1.99–2.32). Household wealth showed a clear dose-response pattern for modern-method use. Compared with women in the poorest quintile, those in the richest quintile had more than twice the relative risk of modern contraceptive use (aRRR = 2.41; 95% CI: 2.21–2.62). Each additional child ever born increased the relative risk of modern-method use by 6%. Rural residence was associated with lower modern contraceptive use (aRRR = 0.90; 95% CI: 0.86–0.94), indicating a geographic disparity in uptake of modern methods. Compared with Muslim women, Catholic women, other Christian women, and traditionalists were significantly more likely to use modern methods. Women who were never in union, widowed, divorced, or separated were less likely than married women to use modern contraception. Radio exposure, television exposure, and current employment were all positively associated with modern-method use.

4. Discussion
4.1 Discussions
This study examined the determinants of current contraceptive use among women of reproductive age in Nigeria using a multinomial framework that distinguished between non-use, traditional-method use, and modern-method use. The findings show that non-use remains the dominant pattern, while modern-method uptake is still modest. This general pattern is consistent with the 2023–24 Nigeria Demographic and Health Survey key indicators, which reported contraceptive prevalence of about 20% and modern-method use of about 15% among currently married women, and with a recent systematic review concluding that modern contraceptive uptake in Nigeria remains persistently low despite widespread awareness. 
A major finding of this study is the strong socioeconomic gradient in contraceptive behaviour. Women with higher education and greater household wealth were substantially more likely to use both traditional and modern methods, and currently working women also had higher relative risks of contraceptive use. This is in line with recent Nigerian evidence. Bolarinwa et al. (2021) found that secondary or higher education and belonging to the richest households were associated with higher odds of modern contraceptive use, while Abubakar and Abubakar (2024) likewise reported higher use among employed, urban, and wealthier women in the 2018 NDHS. Recent work on women of advanced reproductive age and a 2025 systematic review also identify education, wealth, and employment-related advantage as recurring correlates of contraceptive uptake. Taken together, these studies support the interpretation that education and economic resources improve health literacy, autonomy, and the practical ability to obtain contraceptive services.
An important contribution of this study is that it separates traditional-method use from modern-method use. Although many predictors operated in the same direction across both outcomes, the magnitude of association differed, suggesting that contraceptive behavior in Nigeria is not homogeneous. Recent Nigerian work using multinomial approaches among married women or older reproductive-age women has likewise shown that factors associated with contraceptive adoption can vary across use categories. This distinction matters for programme design because the barriers to adopting a modern method—such as commodity availability, provider access, and service quality—are not identical to the factors influencing traditional-method use (Fadeyibi et. al., 2022).
5. Conclusion

Current contraceptive use among women of reproductive age in Nigeria remains low, with non-use still predominant. Contraceptive behaviour was significantly associated with education, household wealth, parity, religion, media exposure, employment status, and place of residence. Modern contraceptive use was lower among rural women, indicating persistent geographic and socioeconomic inequalities in access to effective family-planning methods. These findings suggest that both structural disadvantage and unequal access to information and services continue to shape contraceptive uptake in Nigeria.




Limitations of the study
From the findings of this study, the following limitations were considered: 
•	Since the analysis was based on a secondary cross-sectional survey data, it considerably limits the ability to establish causal relationships between the explanatory variables and current contraceptive use. 
•	Due to the self-reported information from participants, the finding may be affected by recall error bias. 
•	Although the dataset was a national representation and weighted prevalence estimates were produced, but the final multivariable estimates should normally be confirmed using a full survey-adjusted multinomial regression framework so as to account entirely for weighting, clustering, and stratification in variance estimation.
•	There are some potentially important determinants of contraceptive behavior, such as partner attitude, quality of family-planning services, distance to health facilities, cultural norms, and method availability, that were not directly captured in the model and potentially may have influenced the results. 
•	The study focused primarily on women of reproductive age during the survey, therefore, the findings may not fully reflect complete contraceptive dynamics among adolescents women omitted because of missing data, or probably other population subgroups with distinct reproductive-health experiences.
In spite of these limitations, the findings in the study provided important nationally relevant evidence on the determinants of current contraceptive use among women in Nigeria.
Recommendations
Family-planning interventions should prioritize women who are poorer, less educated, rural, and less exposed to mass media. Expanding access to modern contraceptive services in underserved rural areas, strengthening media-based family-planning communication, and promoting female education and economic empowerment may improve uptake. Community- and faith-sensitive approaches should also be integrated into programme design to improve acceptability and reach. Further research should apply fully survey-adjusted multinomial models and explore community- and service-level factors influencing contraceptive behaviour.
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