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I. Introduction

Reproductive health remains a major public
health priority, particularly in low- and middle-
access

income countries, where

utilization of modern contraceptive methods

Abstract

Introduction: Modern contraceptive method (MCM) utilization remains a
public health concern in rural areas of the Democratic Republic of the
Congo. This study assessed MCM utilization and associated factors among
women aged 15-49 years in the Djombo Health Zone.

Methods: A cross-sectional analytical study was conducted in September
2025 among 432 women selected through a three-stage sampling
procedure. Data were collected using an electronic questionnaire and
analyzed with SPSS version 25.0. Chi-square tests and logistic regression
were used to assess associations.

Results: Among 432 participants, 141 used modern contraceptive methods,
yielding a prevalence of 32.6%. Multivariable analysis showed that
secondary or higher education (aOR = 2.46; 95% CI: 1.69-3.59; p < 0.001),
living in a marital union (aOR = 1.70; 95% CI: 1.07-2.69; p = 0.024), and
an inter-pregnancy interval of at least three years (aOR = 2.58; 95% CI:
1.08-6.16; p = 0.032) were associated with higher odds of utilization.
Partner approval was positively associated with utilization (aOR = 3.61;
95% CI: 2.28-5.72; p < 0.001), whereas not knowing the partner’s opinion
was associated with lower odds (aOR = 0.21; 95% CI: 0.10-0.42; p <
0.001). Lack of religious affiliation was associated with higher odds than
Christian affiliation (aOR = 2.10; 95% CI: 1.20-3.68; p = 0.009). Living at
least 5 km from a health facility was associated with lower odds (aOR =
0.48; 95% CI: 0.30-0.76; p = 0.002).

Conclusion: MCM utilization was 32.6%. Improving contraceptive
information, partner communication, and geographical access may help
address barriers to use while safeguarding women’s reproductive autonomy

Keywords: Family planning, Modern contraceptive methods, Djombo
health zone, Spousal approval, Geographical accessibility, DRC,
Reproductive health

remain uneven. Family planning contributes to
reducing unintended pregnancies,
maternal and child health, and supporting
household well-being and socioeconomic

improving

to and

development.  Accordingly, national and
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international policies emphasize the importance
of expanding access to voluntary, safe, and
effective  contraceptive (1-3).
Nevertheless, despite ongoing interventions by

services

governments and  development  partners,
contraceptive utilization remains inadequate in
several communities, highlighting persistent
inequalities in access to and use of reproductive
health (1-3). In the Democratic
Republic of the Congo (DRC), modern

contraceptive use remains an important public

services

health concern. Existing research and national
estimates have documented disparities in
contraceptive utilization according to women's
attainment, socioeconomic
marital status, reproductive

intentions, and geographical access to health

educational
circumstances,

services. Previous studies have also identified
informational barriers, gender-related power
imbalances, social and religious norms, and
concerns surrounding contraceptive methods as
potential obstacles to their adoption (4-7).
However, national and provincial estimates
cannot fully explain the circumstances shaping
contraceptive practices within individual rural
health availability,
community perceptions, household decision-

zones, where service
making, and geographical constraints may differ
considerably. In the Djombo Health Zone,
locally specific evidence is needed to establish
the level of modern contraceptive use among
women aged 15-49 years and to Dbetter
understand the factors associated with its
utilization.  In  particular, the relative
contributions of partner approval, educational
attainment, marital status, pregnancy-spacing
patterns, religious affiliation, occupation, and
distance to health facilities require investigation
in this setting. Understanding these factors is
important because findings from national or
provincial studies may not fully reflect the
social, cultural, and geographical circumstances
influencing contraceptive practices in this rural
community.

Addressing the limited availability of local
evidence is essential for supporting evidence-
based decision-making and improving
delivery of family planning services in the
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Djombo Health Zone. Identifying the factors
associated with modern contraceptive utilization
may help local health authorities and healthcare
providers better understand women's needs and

develop interventions adapted to the local
context. Such interventions could include
strengthening contraceptive counselling,

improving community awareness, encouraging
open communication between partners, and
reducing geographical barriers to accessing
reproductive health services, while ensuring
informed choice and respect for women's
reproductive autonomy (8—10). The findings
may therefore provide a useful evidence base for
adapting strategies,
optimizing available resources, and improving
the responsiveness of reproductive health

local family planning

services to the needs of women of reproductive
age. Specifically, this study aimed to determine
the factors associated with modern contraceptive
method  utilization  among
reproductive age (15—49 years) in the Djombo
Health Zone,
Congo.

women  of

Democratic Republic of the

II. METHODS

1. Study framework

The survey was conducted within the Djombo
health zone, located in the Basankusu territory
of the Equateur province. This health zone spans
an area of 5,538 square kilometers and serves a
total population of 118,402 inhabitants,
representing a population density of 21
inhabitants per square kilometer. Structurally,
the zone is divided into 14 health areas and
supported by 226 community animation cells.
The target population, comprising women of
reproductive age (15 to 49 years), is estimated at
24,864 individuals.

2. Type of study

We conducted a cross-sectional analytical study.
Data collection was carried out at a single point
in time, from September 14 to 19, 2025, directly
within households across the Djombo health
zone.

3. Sampling Method

Study Population: The study population
comprised women of reproductive age residing
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in 40 villages distributed across the 14 health
areas of the Djombo Health Zone, Democratic
Republic of the Congo.

v Sample Size

The sample calculated using
Schwartz’s formula, assuming a 95% confidence
level (Z=1.96), an estimated proportion of 15%
(p=0.15), a margin of error of 5% (d=0.05), and
a design effect of 2. The initial sample size was

size was

392 participants. After allowing for a potential
non-response rate of 10%, the final target
sample size was set at 432 women.

v Sampling Techniques
A three-stage stratified
technique was employed:

o First stage: Seven of the 14 health areas

cluster sampling

were randomly selected.

o Second stage: Villages within the selected
health areas were identified using the
available sampling frame. The sample was

https://www.indjournals.com

allocated proportionally to the population
size of each selected health area and village.
o Third stage: Households were selected using
the central-point method. Starting from a
central intersection or prominent landmark,
the interviewer spun a pen and followed the
direction indicated by its cap to identify the
first household. Subsequent households
were visited consecutively using a door-to-
door approach until the allocated sample
was reached. If no eligible woman was
present in a household, the interviewer
proceeded to the immediately neighboring
household.
The analysis should account for the sampling
design, including stratification and clustering,
where appropriate. Sampling weights should
also be considered if selection probabilities
differed across the sampled units.

Study Population

Women of childbearing age (15-49 years) residing in 40
selected villages in the Djombo Health Zone (DRC).

(Statistical units: eligible women)

Precision (d): 5%
Design effect (Deff): 2

Sample Size Calculation (Schwartz Formula)
Assumption: proportion (p) = 15%

Confidence level: 95% (Z, = 1.96)

Calculated minimum size: 392 participants

-
Selection Criteria:

= Inclusion criteria: Reside in the
Djombo Health Zone for >1
year, be non-menopausal, and
have given consent.

= Exclusion criteria: Have
medical contraindications to

Adjustment for non-responses (10%)
392 + 40 = 432 participants L
Final sample size: 432

modern contraception; refusal
to participate.

I

Three-stage selection (Weighted stratified cluster
sampling)
Cluster: Health Areas (HA)

}

15t Stage: Selection of Health Areas (HA)

Random selection of 7 Health Areas out of the 14 existing

in the zone, considered as strata.
Total clusters (HA) selected: 7

'

|

2nd Stage: Proportional allocation in villages

Distribution of the sample size proportional to the
population of each selected Health Area.

Total: 432 eligible women

3rd Stage: Household selection

Central point technique (object method) to
identify the first household in each village.

Sequential door-to-door visits to quota.

!

Total analyzed sample
432 participants

Figurel. Sampling Flow Diagram
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298




Advanced Natural Sciences: Life and Health Sciences

Study Variables

The primary dependent variable was the current

utilization of modern contraceptive methods

(MCMs), defined as the continuous use of at

least one modern contraceptive method at the

time of the survey (measured as a binary
variable: yes or no).

Independent variables were categorized across

several domains:

v Sociodemographic characteristics: Age in
completed years, educational level (none,
primary, secondary, higher), marital status
(single, married, cohabiting/free union,
divorced, widowed), occupation (farmer,
trader/vendor, employee, student,

unemployed), monthly income, and

religious affiliation (Catholic, Protestant,

Revivalist, Kimbanguist, Muslim, or no

religion).

attitudes:  Current

contraceptive status, self-reported primary

reason for non-use (informational deficit,

v Knowledge and

high cost, limited physical access, cultural
or religious preferences, side effects, partner
opposition, and
perceived  spousal/partner
contraceptive use.

other reasons), and

approval  of

v" Sociocultural factors: Partner opposition,
perceived influence of religious beliefs on
contraceptive use, and fear of community
stigma.

v' Access to health Geographic
distance from the household to the nearest

services:

health facility providing contraceptive
services (<1 km, 1-5 km, 5-10 km, and >10
km), and availability of contraceptive
methods (defined as the presence of at least
three modern contraceptive options at the
facility).

v" Autonomy and decision-making: Primary
decision-maker regarding contraceptive use
within the household (woman alone, partner
alone, joint decision, family member, or
third party).

For multivariable logistic regression, only

variables associated with MCM utilization at a

significance level of p < 0.20 in the chi-square

test were retained and recoded to ensure

Mokolo Ano-bilombe Tom, et al.
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analytical relevance and adequate cell sizes.
Educational level was regrouped into no/low
education (none and primary education) and
educated (secondary and higher education);
marital status into in union and not in union;
occupation into occupied and unemployed;
Christian,
inter-pregnancy

religious  affiliation into non-
Christian, and no religion;
interval into <3 years and >3 years; and distance
to the nearest health facility into <5 km and >5
km. Spousal/partner approval was retained in its
original three-category form (yes, no, and does
not know). Variables meeting the p < 0.20
criterion were subsequently entered into the
multivariable logistic regression model to
estimate adjusted odds ratios (AORs) with their
corresponding  95%  confidence intervals.
Statistical significance was established at p <

0.05.

Data Collection

Data were gathered using a mobile electronic
data  collection application, KoboCollect
(version v2024.2.4). Information was collected
through
lasting approximately 20 minutes, using a
standardized questionnaire administered to one

structured face-to-face interviews

eligible woman per household.

Prior to field deployment, the protocol
preparatory phase,
including obtaining ethical and administrative

approvals, conducting comprehensive training

underwent a rigorous

for data collectors, and pre-testing the survey
instrument. Data collection was monitored
continuously by the research supervisory team.
At the end of each day, completed forms were
centralized at the Djombo health
headquarters for quality control and verification

zone
prior to final synchronization.

Data Processing and Analysis

All data captured through KoboCollect were
exported to an Excel spreadsheet for thorough
cleaning to correct inconsistencies. Statistical
analysis was performed using SPSS version
25.0.

Univariate analysis was conducted to summarize
variables as

categorical frequencies and
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percentages, while continuous variables were
described using measures of central tendency
and dispersion (means and standard deviations).
In bivariate analysis, associations between
categorical
Pearson's

variables were assessed using
Chi-square test, with statistical
significance established at p < 0.05. Finally,
multivariate logistic regression was performed
to identify independent determinants of modern
contraceptive use, reporting adjusted odds ratios
(OR) with 95% confidence intervals.

Ethical Aspects

Ethical approval for this study was granted by
the Ethics Committee of the School of Public
Health at the University of Kinshasa (Approval
No.  ESP/CE/102B/2025).  Administrative
authorization was obtained from the relevant
provincial and health zone authorities. Informed
consent was obtained from all participants
before data collection. Written informed consent
was obtained from literate participants, whereas
verbal informed consent was obtained from
participants who could neither read nor write, in
approved
procedures. Participation was voluntary, and
participants were informed of their right to

accordance  with the ethical

https://www.indjournals.com

withdraw at any time without penalty.
Confidentiality and anonymity were ensured
through numerical identification codes, and the
results were reported in aggregate form.

III. RESULTS

The baseline characteristics of the respondents
were analyzed across the full sample. A total of
432 women of reproductive age (15 to 49 years)
were included in this study.

1. Sociodemographic characteristics of
women of reproductive age in Djombo Health
Zone

The studied population is predominantly young,
with 56% of women aged 21-30 years,
representing the period of peak fertility.
Educational attainment remains low, with 41%
having completed primary education and 18%
receiving no formal schooling. Regarding
marital status, the majority (71%) live in a union
(either married or cohabiting). Occupationally,
the profile reflects a rural setting, as more than
half of the women (57%) are engaged in
agriculture. Revivalist Churches predominate
(47%), and 99% of women have at least one
child, highlighting high fertility and a substantial

need for family planning services (Table 1).

Table 1. Sociodemographic characteristics of respondents on MCM, Djombo Health Zone, 2025 (N =

432)
Variable / Modality n =432 %
Age of the woman
15-20 years 30 7.0
21-25 years 121 28.0
26-30 years 121 28.0
31-35 years 95 22.0
36 years and older 65 15.0
Educational level
Primary 177 41.0
Secondary 173 40.0
None 78 18.0
Higher 4 1.0
Marital status
Cohabiting / Free union 181 42.0
Married 125 29.0
Single 95 22.0
Divorced 22 5.0
Widowed 9 2.0

Mokolo Ano-bilombe Tom, et al.
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Primary occupation

Farmer 246 57.0
Unemployed 99 23.0
Trader / Vendor 56 13.0
Employee 26 6.0
Student 4 1.0
Others 0 0.0
Religious beliefs

Revivalist Churches 203 47.0
Catholic 86 20.0
Protestant 69 16.0
No religion 60 14.0
Kimbanguist 9 2.0
Muslim 5 1.0
Number of children

None 0 0.0
1-5 children 324 75.0
5-9 children 104 24.0
10 children and more 4 1.0

2. Proportion of women of reproductive age utilizing Modern Contraceptive Methods (MCM)
Only 32.6% of women currently use modern contraceptive methods, compared to 67.4% who do not.
This low proportion reflects a limited contraceptive prevalence rate in the Djombo Health Zone,
underscoring the urgent need to strengthen community awareness campaigns and improve physical
access to reproductive health services (Table 2)

Table I1. Proportion of women of reproductive age using MCM, Djombo Health Zone, 2025

Modern Contraceptive Use n=432 %
Non-users 291 67.4
Users 141 32.6

3. Level of knowledge regarding Modern Contraceptive Methods

While 50.7% of women demonstrate good knowledge of modern contraceptive methods, only 32.6%
actually practice modern contraception. Despite this awareness, the perceived risk associated with
non-use remains moderate (37.4%), highlighting a significant gap between theoretical knowledge and
actual contraceptive practice (Table 3).

Table III. Level of knowledge regarding MCM among respondents, Djombo Health Zone, 2025

Knowledge and Perception Indicator n =432 %
Knowledge of MCM

Good level of knowledge 219 50.7
Poor level of knowledge 213 493
Perceived risk of non-use

Perceived risk (High/Moderate) 162 37.4
No perceived risk 270 62.6

Mokolo Ano-bilombe Tom, et al. 301
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4. Knowledge, attitudes, and access parameters regarding MCM among women aged 1549
years

Knowledge, attitudes, and practice indicators associated with MCM among 432 women show a
contrasting profile (95% confidence intervals calculated using Wilson's method). Perceived difficulty
in obtaining contraceptives (66.0%) and low spousal approval (40.2%) represent major structural and
interpersonal barriers. Conversely, risk perception (62.6%) and healthcare worker counseling (60.7%)
serve as positive levers. Overall, the findings suggest that structural barriers outweigh behavioral
willingness, justifying an integrated strategy focusing on access and male involvement (Table 4).
Table IV. MCM knowledge, attitudes, and access indicators among women aged 1549 years,
Djombo Health Zone, 2025

Variable n (N =432) % 95% CI

Good level of MCM knowledge 219 50.7 [46.0-55.4]
Duration of use >= 1 year 258 59.8 [55.1-64.3]
Spousal / Partner approval (Yes) 174 40.2 [35.7-44.9]
Easy access to MCM (Adolescents) 218 50.5 [45.8-55.2]
Healthcare provider counseling received 262 60.7 [56.0-65.2]
Perceived difficulty in obtaining MCM 285 66.0 [61.4-70.3]
Perceived risk of non-utilization 270 62.6 [57.9-67.0]

5. MCM utilization according to sociodemographic and contextual characteristics
Cross-tabulating MCM utilization with eight sociodemographic and contextual covariates reveals
notable differentials. Three main variables show wide disparities: spousal approval (65.0% among
approved vs. 33.3% among non-approved), educational level (increasing from 20.5% among
uneducated women to 43.9% among those with secondary education), and marital status (44.8%
among married women vs. 21.1% among single women). Age, religion, and distance display non-
monotonic relationships (Table 5)

Table V. MCM utilization according to sociodemographic characteristics among women of
reproductive age, Djombo Health Zone, 2025

Characteristic MCM Use Yes | MCM Use No Total
n (%) n (%)

Age
15-20 years 5(16.7) 25 (83.3) 30
21-25 years (ref.) 45 (37.2) 76 (62.8) 121
26-30 years 37 (30.6) 84 (69.4) 121
31-35 years 31 (32.6) 64 (67.4) 95
36 years and older 21 (32.3) 44 (67.7) 65
Educational level
None (ref.) 16 (20.5) 62 (79.5) 78
Primary 48 (27.1) 129 (72.9) 177
Secondary 76 (43.9) 97 (56.1) 173
Higher 4 (100.0) 0 (0.0) 4
Marital status
Cohabiting / Free union (ref.) 53 (29.3) 128 (70.7) 181
Married 56 (44.8) 69 (55.2) 125
Single 20 (21.1) 75 (78.9) 95
Divorced 8 (36.4) 14 (63.6) 22
Widowed 3 (33.3) 6 (66.7) 9
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Primary occupation

Farmer (ref.) 67 (27.2) 179 (72.8) 246
Trader / Vendor 29 (51.8) 27 (48.2) 56
Employee 12 (46.2) 14 (53.8) 26
Student 4 (80.0) 1 (20.0) 5
Unemployed 30 (30.3) 69 (69.7) 99
Religious belief

Catholic (ref.) 32 (37.2) 54 (62.8) 86
Protestant 13 (18.8) 56 (81.2) 69
Revivalist Churches 66 (32.5) 137 (67.5) 203
Kimbanguist 2(22.2) 7 (77.8) 9
Muslim 2 (40.0) 3 (60.0) 5
No religion 29 (48.3) 31 (51.7) 60
Inter-pregnancy interval (child age gap)

1 year (ref.) 60 (24.3) 187 (75.7) 247
2 years 67 (44.4) 84 (55.6) 151
3 years and more 12 (54.5) 10 (45.5) 22
None 3 (25.0) 9 (75.0) 12
Spousal / Partner approval

Yes 112 (64.4) 62 (35.6) 174
No (ref.) 47 (33.3) 94 (66.7) 141
Does not know 11 (3.8) 106 (96.2) 117
Distance to nearest health center

<1 km 57 (44.9) 70 (55.1) 127
1-5 km (ref.) 54 (33.3) 108 (66.7) 162
5-10 km 8(16.3) 41 (83.7) 49
> 10 km 25 (26.6) 69 (73.4) 94

6. Factors associated with MCM utilization among women of reproductive age

The multivariate logistic regression analysis identified several factors significantly associated with
modern contraceptive method (MCM) utilization. Women with secondary or higher education were
more likely to use MCMs than those with no or low education (OR = 2.46; 95% CI: 1.69-3.59; p <
0.001). Women living in a marital union also had significantly higher odds of MCM utilization
compared with those not in union (OR = 1.70; 95% CI: 1.07-2.69; p = 0.024). Similarly, respondents
with an inter-pregnancy interval of at least three years were more likely to use MCMs than those with
shorter intervals (OR = 2.58; 95% CI: 1.08-6.16; p = 0.032). Spousal/partner approval emerged as one
of the strongest determinants of contraceptive use, with approved women being 3.61 times more
likely to use MCMs than those whose partners did not approve (OR = 3.61; 95% CI: 2.28-5.72; p <
0.001), whereas women who were unaware of their partner’s opinion were significantly less likely to
use MCMs (OR = 0.21; 95% CI: 0.10-0.42; p < 0.001). Moreover, women reporting no religious
affiliation had greater odds of MCM utilization than Christian women (OR = 2.10; 95% CI: 1.20-3.68;
p = 0.009). Conversely, residing at least 5 km from the nearest health facility significantly reduced the
likelihood of MCM utilization (OR = 0.48; 95% CI: 0.30-0.76; p = 0.002) (Table 6)
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Table VI. Multivariate Logistic Regression Analysis of Factors Associated with Modern

Contraceptive Method (MCM) Utilization among Women of Reproductive Age, Djombo Health

Zone, 2025

Variables and Categories R;Iecsl\r/f (IJAS); MCl::[ (Ei)s)e No Crude OR (95% CI) p-value
Educational level
No education 64 (44.4) 191 (66.3) 1
Educated 80 (55.6) 97 (33.7) 2.46 (1.69-3.59) <0.001
Marital status
Not in union 31(22.1) 95 (32.7) 1
In union 109 (77.9) 197 (67.3) 1.70 (1.07-2.69) 0.024
Main
Unemployed 30 (21.1) 69 (23.8) 1
Employed/Occupied 112 (78.9) 221 (76.2) 1.17 (0.72-1.91) 0.516
Religion
Christian 113 (78.5) 254 (88.2) 1
Non-Christian 2(1.4) 3(1.0) 1.50 (0.25-9.05) 0.659
No religion 29 (20.1) 31 (10.8) 2.10 (1.20-3.68) 0.009
Inter-pregnancy interval
< 3 years 130 (91.5) 280 (96.6) 1
> 3 years 12 (8.5) 10 (3.4) 2.58 (1.08-6.16) 0.032
Spousal/partner approval
No 47 (27.6) 94 (35.8) 1
Yes 112 (65.9) 62 (23.7) 3.61 (2.28-5.72) <0.001
Does not know 11 (6.5) 106 (40.5) 0.21 (0.10-0.42) <0.001
Distance to nearest health facility
<5km 111 (77.1) 178 (61.8) 1
> 5 km 33 (22.9) 110 (38.2) 0.48 (0.30-0.76) 0.002

IV. Discussion

This study aimed to identify factors associated
with the utilization of modern contraceptive
methods (MCM) among women of reproductive
age in the Djombo Health Zone, Democratic
Republic of the Congo. The findings reveal a
gap between contraceptive knowledge and
actual practice, suggesting that awareness alone
may not be sufficient to ensure contraceptive
adoption. The multivariable logistic regression
analysis identified several factors significantly
associated with MCM utilization, including
educational attainment, marital status, inter-
pregnancy interval, spousal or partner approval,
religious affiliation, and distance to the nearest
health facility. These findings highlight the

Mokolo Ano-bilombe Tom, et al.

importance  of considering interpersonal,
sociodemographic, cultural, and geographical
factors when designing family planning
interventions in rural settings.

a) Modern Contraceptive Prevalence: A
Contrasting Picture

Modern contraceptive prevalence in this study
was 32.6%, indicating that approximately one-
third of the women surveyed reported using a
modern contraceptive method. Although this
prevalence remains below the levels reported in
some sub-Saharan African settings, it exceeds
the national rural estimate of 14.2% reported for
the Democratic Republic of the Congo (11, 2). It
also appears higher than the 24.5% reported in
Kinshasa (13), although differences in study
periods, populations, sampling approaches, and
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contraceptive indicators may limit direct
comparisons. In Lesotho, for example,
contraceptive use among rural women

reportedly increased from 31.8% to 61.9% over
two decades (11), illustrating the potential for
substantial changes in contraceptive practice
over time.

Nevertheless, the prevalence observed in
Djombo indicates that a considerable proportion
of women may not be benefiting from modern
family planning methods. The multivariable
findings further

utilization is

suggest that contraceptive
associated with educational
attainment, marital status, pregnancy-spacing
patterns, partner approval, religious affiliation,
and geographical accessibility. Strengthening
access to accurate

counselling, and a

information,
reliable

quality
supply of
contraceptives remains important for improving
reproductive health outcomes.

b) Spousal/Partner Approval and Modern
Contraceptive Utilization

Perceived partner approval was significantly
associated with modern contraceptive method
(MCM) utilization in the adjusted analysis.
Women partners  approved  of
contraception had higher odds of utilization than
those whose partners disapproved (adjusted OR
[aOR] = 3.61; 95% CI: 2.28-5.72; p < 0.001).
Conversely, women who did not know their
partners’ opinions had lower odds of utilization

whose

than those reporting partner disapproval (aOR =
0.21; 95% CI: 0.10-0.42; p < 0.001). These
findings highlight the importance of perceived
partner attitudes
making.

in contraceptive decision-

The results are consistent with Hernandez et al.
(14), who examined perceived partner approval
among couples living in military camps in
Kinshasa. Their findings showed that women’s
perceptions of their partners’ opinions were
associated with contraceptive use, although
these perceptions did not always correspond to
partners’  actual These findings
complement the broader discussions of family
planning in the Democratic Republic of the

VIEWS.

Congo reported by Kashiya et al. (15) and
Kwete et al. (16).This evidence reinforces the

Mokolo Ano-bilombe Tom, et al.
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importance of distinguishing perceived approval
from actual partner attitudes.

In the present study, the lower odds among
women who did not know their partners’
opinions may reflect uncertainty regarding
contraceptive  decision-making. =~ However,
communication patterns and the reasons for this
uncertainty were not directly assessed.
Promoting respectful couple communication and
voluntary male engagement may therefore be
WHO
contraceptive use emphasize

voluntary  decision-making

beneficial. recommendations  on
informed and
(17,18), while
Bapolisi et al. (19) highlight the role of personal
beliefs, intimate partner negotiations, and social
pressure in family planning in eastern DRC.
Such approaches should preserve women’s
reproductive autonomy and ensure that partner
authorization is never a condition for accessing
contraception. Finally, given the observational
design of this study, the reported findings should
be interpreted as associations between the
variables examined rather than evidence of
causal relationship.
¢) Educational Attainment and Modern
Contraceptive Utilization
Educational attainment remained significantly
associated with modern contraceptive method
(MCM) utilization after adjustment. Women
with secondary or higher education had higher
odds of utilization than those with no or low
education (aOR = 2.46; 95% CI: 1.69-3.59; p <
0.001). This finding identifies educational
attainment as an important sociodemographic
correlate of contraceptive practice in the
Djombo Health Zone.
This result is consistent with multicountry
evidence from sub-Saharan Africa reported by
Yaya et al. (20) and Boadu (21), which
highlighted the association between women’s
education and modern contraceptive use.
to health
information, understanding of contraceptive
options, and participation in reproductive health

Education may facilitate access

decisions. However, these mechanisms were not
directly assessed in the present study.
These findings support providing accurate,

comprehensible, and culturally appropriate
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family planning information to women across
educational levels. Counselling should explain
available methods, their effectiveness, potential
adverse effects, and correct use in accessible
language. Michael et al. (22) examined factors
associated with contraceptive use among
sexually active adolescent girls in sub-Saharan
Africa, while Adedini et al. (23) discussed the
role of religious leaders in promoting family
planning. Becker (24) emphasized the
importance of couple-focused reproductive
health research, and Andro and Hertrich (25)
explored the relationship between men’s
expectations and women’s contraceptive
preferences. Nevertheless, the specific effects of
educational or counselling interventions cannot
be established from the present study alone

d) Inter-Pregnancy Interval and
Contraceptive Utilization

An inter-pregnancy interval of at least three
years was significantly associated with MCM
utilization. Women reporting this interval had
higher odds of utilization than those in the
shorter-interval reference category (aOR = 2.58;
95% CI: 1.08-6.16; p = 0.032). This association
may reflect differences in pregnancy intentions
and preferences regarding the
subsequent pregnancies.

Women wishing to postpone another pregnancy

timing of

may be more likely to use contraception, while
contraceptive use may also contribute to longer
intervals between pregnancies. However, the
cross-sectional design prevents establishing the
temporal direction of this relationship.
Furthermore, the inter-pregnancy interval should
be distinguished from the birth-to-pregnancy
interval addressed in World Health Organization
recommendations, which advise waiting at least
24 months after a live birth before attempting
another pregnancy (25,26).

Further research incorporating pregnancy
intentions, contraceptive history, and clearly
defined pregnancy intervals could clarify this
association. In practice, family planning
counselling should support informed decisions
about pregnancy timing and spacing while
ensuring voluntary access to a range of
contraceptive methods
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e) Marital Status and Modern Contraceptive
Utilization

Living in a marital union was significantly
associated with MCM utilization  after
adjustment. Women living in a union had higher
odds of utilization than women who were not in
a union (aOR = 1.70; 95% CI: 1.07-2.69; p =
0.024). This finding suggests that marital or
partnership circumstances may be relevant to
contraceptive practices in the Djombo Health
Zone.

Potential explanations include differences in
pregnancy intentions, fertility preferences,
partnership communication, and perceived needs
spacing. these
mechanisms were not directly assessed and

for pregnancy However,
should not be assumed to explain the observed
association. Ahinkorah (12) reported variations
in contraceptive use according to union status
across 35 sub-Saharan African countries, while
Boadu (21) identified sociodemographic
characteristics, including marital status, among
factors associated with modern contraceptive
utilization.

Marital status should not be treated as an
indicator of contraceptive need. Women who are
single, divorced, widowed, or not living with a
partner may also need contraception for
pregnancy  prevention and  reproductive
planning. Family planning should
therefore provide confidential, respectful, and

services

non-judgmental counselling to all women of
reproductive age, irrespective of marital status

f) Primary Occupation and Economic
Considerations

In the bivariate analysis, primary occupation
was associated with MCM utilization. Traders
and salaried employees had higher crude odds of
utilization than female farmers, whereas the
estimate for students was based on a small
subgroup. However, occupation was not among
the statistically significant factors reported in the
adjusted results available for this revision. These
crude associations should therefore not be
interpreted as evidence of an independent
association after adjustment.

The predominance of agricultural work in this
population provides

rural important
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socioeconomic context (26).
circumstances may be related to

mobility, time constraints, access to information,

Occupational
income,

and the practical costs of reaching health
facilities. Nevertheless, these explanations were
not directly tested, and the observed bivariate
associations may partly reflect differences in
other characteristics.

Family planning programmes should consider
practical barriers faced by women in different
occupational groups, including transport costs,
time away from work, affordability, and service
availability. Economic empowerment may
complement such efforts, but it should not
replace accessible and affordable reproductive
health (27).  Further research
incorporating household income and the costs of

accessing services would help clarify these

services

relationships.

g) Religious Affiliation and Modern
Contraceptive Utilization

Religious affiliation remained significantly

associated with MCM utilization in the adjusted

analysis. Women reporting no religious
affiliation had higher odds of utilization than
Christian women (aOR = 2.10; 95% CI: 1.20-
3.68; p = 0.009). This finding indicates an
association between religious affiliation and
contraceptive use but does not establish that
religious affiliation itself causes differences in
utilization.

Religious affiliation may be associated with
individual beliefs, interpretations of religious
teachings, family expectations, and community
norms. These factors were not separately
measured in the present study, so it would be
inappropriate to  attribute the
association to specific religious doctrines or
practices.

Research in Burkina Faso, Kenya, and Niger has

explored how religious and

observed

community
expectations may shape reproductive decision-
making, while research in Nigeria has examined
engagement with religious leaders in family
planning initiatives (28). Such evidence suggests
that collaboration with faith-based organizations
may provide opportunities to share accurate
address about

information and concerns
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contraception. However, these initiatives should
respect religious diversity, avoid stigmatization,
and protect individual reproductive autonomy.
Qualitative research could further explore how
personal beliefs and community expectations
relate to contraceptive decision-making in the
Djombo Health Zone.

h) Distance to Health Facilities and
Geographical Accessibility
Geographical accessibility was significantly
associated with MCM utilization in the adjusted
analysis. Women living at least 5 km from the
nearest health facility had lower odds of
utilization than women in the reference distance
category (aOR = 0.48; 95% CI: 0.30-0.76; p =
0.002). This finding suggests that distance is an
important correlate of contraceptive use in the
study population.

Greater distance may increase transport
expenses and travel time and make it more
difficult for women to attend health facilities
while meeting household or occupational
responsibilities. However, these specific barriers
were not directly measured and should be
considered possible explanations rather than
demonstrated mechanisms.

Research from Lesotho and Ethiopia has
highlighted the importance of access to
reproductive health services in underserved
settings (29,30). Evidence from Kinshasa also
indicates that service availability, geographical
access, and the range of contraceptive methods
offered at health facilities are relevant to
contraceptive utilization (31).

Potential responses include community-based
distribution, outreach services, improved referral
arrangements, and ensuring that facilities offer a
reliable range of contraceptive methods. Such
approaches should be evaluated in the local
context and accompanied by informed choice,
confidentiality, and continuity of care.

i) Contraceptive Availability and Service
Delivery
Although
identified in the original conclusion as a
potential barrier, the results presented for the

contraceptive  stockouts  were

Djombo study do not quantify stockouts or

establish an association between stock
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availability and utilization. Stockouts should
therefore not be presented as a finding of this
study.

Nevertheless, external evidence supports the
relevance of contraceptive availability to family
planning services. Research using population-
based and health-facility data from Kinshasa
found that the supply environment, including the
availability of preferred contraceptive methods
and the occurrence of stockouts, was associated
with modern contraceptive use (31,32).

These findings provide a relevant context for
future research and programme planning but
cannot be directly generalized to Djombo
without local data.

Future studies could assess stock availability,
method choice, frequency of stockouts, and
readiness. Until such evidence is
available, strengthening supply chains may be

service

considered a reasonable programme priority
based on broader evidence, rather than a
demonstrated explanation for the prevalence
observed in this study.

j) Factors Not Significantly Associated with
MCM Utilization

Age and parity were not significantly associated
with MCM utilization in the analyses reported
for this study. This differs from some
multicountry studies in sub-Saharan Africa,
which have identified associations between
contraceptive use and women’s age or number
of living children (21,30). Such differences may
reflect variation in study populations, fertility
intentions, service access, or the distribution of
characteristics across subgroups.

However, a non-significant result does not
establish that no association exists. Statistical
power, subgroup sizes, and other contextual
factors may affect the precision of estimates.
Furthermore, the available results do not support

claims that age or parity independently
influences contraceptive utilization in the
Djombo Health Zone. Their interpretation

should therefore remain cautious.
Overall Interpretation and Public Health

Implications
Overall, MCM utilization in the Djombo Health
Zone was 32.6%. The adjusted analysis
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identified approval,  educational
attainment, marital status,

interval, religious affiliation, and distance to

partner
inter-pregnancy

health facilities as factors associated with
utilization. These findings highlight the
relevance of interpersonal, sociodemographic,
reproductive, and geographical circumstances to
contraceptive practices.

Public health responses should prioritize
accessible family planning services, clear and
culturally appropriate information, respectful
counselling, and voluntary partner engagement
that  protects women’s  decision-making
autonomy. Although external evidence indicates
that contraceptive supply and service availability
may also matter, stockouts were not established
as a factor in this study. Future research should
directly assess contraceptive availability,
household

communication

pregnancy intentions, economic
circumstances, and within
couples. Qualitative and longitudinal approaches
could help clarify the mechanisms underlying
the observed associations and inform
interventions adapted to the needs of women in
the Djombo Health Zone

4. Strengths and Weaknesses of the Study
This study provides locally relevant evidence on
modern contraceptive method utilization among
women of reproductive age in the Djombo
Health Zone. Its strengths include the three-
stage sampling procedure and electronic data
collection using KoboCollect, which helped
standardize data recording.

However, potential selection bias may have
arisen from household recruitment procedures
and non-participation, limiting
representativeness if participants differed from
non-participants. Self-reported information may
have been affected by recall and social
desirability biases.

In addition, partner approval was based on
women’s perceptions rather than direct reports
from their partners, potentially resulting in
misclassification. Small subgroup sizes may
have reduced the precision of estimates and
statistical power. Residual confounding may
also persist because some potentially relevant
variables, including household income, desired
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and detailed
knowledge, were not fully assessed. Finally, the
cross-sectional design prevents establishing

family size, contraceptive

temporality or causal relationships between the
factors identified and contraceptive utilization.
CONCLUSION

Modern contraceptive method utilization in the
Djombo Health Zone was 32.6%. Educational
attainment, marital status,
interval, partner’s attitude, religious affiliation,

inter-pregnancy

and distance to health facilities were associated
with utilization. These findings
strengthening family planning

support
information,
improving geographical access to services, and
promoting constructive partner communication.
Interventions ~ should  respect
reproductive autonomy and enable informed,
voluntary contraceptive choices.

women’s
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