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Introduction

The benefits associated with the use of contraceptives are 
enormous and transcend health to economic and social 
empowerment of women and households.1 According  
to the World Health Organization (WHO),2 postpartum 
women have the highest unmet need for contraception. 
Studies show that about 70% of postpartum women who 
desire to prevent pregnancy for the next 2 years are not 
using any contraceptive method.2,3 Contraception uptake 
within the first 12 months of postpartum can significantly 
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reduce unintended pregnancies and is particularly impor-
tant because women and children under-five years simulta-
neously achieve best health outcomes when pregnancy 
intervals are long.4–9 A minimum of 24 months following 
live birth is recommended before the next pregnancy, 
whereas a 6-month period is recommended for the next 
pregnancy after miscarriage or abortion.6,8 Women who 
delay the next pregnancy after birth, miscarriage, or abor-
tion have a lower risk of maternal and child mortality, low 
birth weight, and preterm birth.8

Certain fertility behaviors potentially increase or reduce 
the risk of pregnancy during 12 months postpartum period, 
and these include the use of contraceptives, resumption of 
sexual activity, breastfeeding, and return of menstrua-
tion.4,6 Women who exclusively breastfeed for the first 6 
months after birth and are amenorrhoeic are unlikely to 
become pregnant within the first 6 months postpartum 
period.4 However, after 6 months, their risk of becoming 
pregnant increases with time.4 Postpartum women who use 
contraceptives in addition to practicing exclusive breast-
feeding without the return of menstruation have extra pro-
tection against unintended pregnancy.6,10

In most low- and middle-income countries (LMICs), 
the use of contraceptives, especially modern methods after 
birth are generally low.5 A systematic review of the litera-
ture between 1997 and 2018 shows that the overall post-
partum modern contraceptive prevalence rate (mCPR) in 
LMICs is about 41%, with West Africa having the lowest 
mCPR (36%), whereas South Asia/South East Asia has the 
highest rate (42%).5 Likewise, in Ghana, postpartum mod-
ern contraceptive uptake is low. Studies in the country 
reported postpartum modern contraceptive use among 
women varying between 25% and 26.5% based on the 
health facility studied and the location of the facility.5,11,12 
For instance, the reported postpartum modern contracep-
tive use for Tema General Hospital and Tema Polyclinic, 
Accra, in 2018 was 26.3%, whereas 26.5% was reported 
for a well-baby clinic of Komfo Anokye Teaching Hospital, 
Kumasi, in 2011.11,12 Some of the factors influencing the 
use of modern contraceptives by women in Ghana during 
the postpartum period include prior use of contraceptives 
before pregnancy, return of menstruation, resumption of 
sexual activity, and having received maternal health ser-
vices such as family planning (FP) counseling during ante-
natal care (ANC).11

All health facilities, from the basic to the highest level of 
health service provision, under the Ghana Health Service 
(GHS) are required to provide comprehensive counseling 
during antenatal and postnatal visits, including counseling 
on postpartum contraception and providing women with 
options of methods to choose from. Other private health 
facilities are required to provide similar services in Ghana. 
Though a few postpartum contraceptive use studies have 
been carried out in Ghana, largely these studies are facility-
based.6,11,12 Moreover, Atiglo and Biney13 who used popu-
lation-based data (Ghana Demographic and Health Survey) 

to assess postpartum contraceptive use among unmarried 
young women in Ghana did not give the context of the low-
income urban population. Unlike other urban settings, 
urban poor women are predisposed to the effects of urbani-
zation such as floods, congestion, and other health hazards, 
and often have inequitable access to health services.14,15 To 
shed light on strategies that might enhance access to post-
partum services and reduce unintended pregnancies in low-
income settings of urban populations in Ghana, we pursued 
two aims in this study. First, we examined the prevalence of 
immediate, 1, 3, 6, and 12 months postpartum contracep-
tive use among women who have had a live birth in Accra 
and the methods they used. Second, we identified and ana-
lyzed the predictors of modern contraceptive use in the 
12-month postpartum. The study hypothesizes that socio-
economic attributes of women and their use of antenatal 
and postnatal care (PNC) services affect their modern con-
traceptive uptake within the 12-month postpartum period.

Methods and materials

Study setting

This article used data from a larger community represent-
ative cross-sectional assessment as part of a larger pre-
post quasi-experimental study conducted in low-income 
urban settings of Accra, Ghana.16 The larger study, 
referred to as Willows Impact Evaluation (WIE), surveyed 
women living in two poor neighborhoods of Accra, 
Ghana.16–18 The first neighborhood, which is in the coastal 
part of Accra was selected for planned interventions and 
consisted of La, Teshie, and Nungua communities. These 
three communities are part of a broader area called 
OLALE, an acronym for Osu-Klottey, La Dede Kotopon, 
and Ledzokuku-Krowor areas in the Greater Accra region. 
The population of OLALE area was estimated to be 
533,183 in 2010, with a population density of about 5262 
per square kilometer.19 OLALE mainly consists of indig-
enous populations (Ga-Dangbe) with a mix of ethnic 
groups from other parts of the country. The main eco-
nomic activities of the indigenous ethnic groups are fish-
ing, fish mongering, and petty trading.

The second neighborhood is inland and consisted of 
Madina, Abogba, and Old Ashongman communities. 
These three communities are part of the La-Nkwantanang 
Madina Municipal in the Greater Accra region. The popu-
lation of the municipal area was estimated to be 111,926 
in 2010 with a population density of 3604 per square 
kilometer.19 The main economic activities in the 
La-Nkwantanang Madina area are petty trading and fish 
mongering. These two low-income neighborhoods 
(OLALE and La-Nkwantanang Madina) were purposively 
selected based on similar socioeconomic, demographic 
and ethnic mix attributes.16–18 Unlike the formal settings 
of urban cities, the study area is relatively poor and often 
predisposed to the effects of urbanization such as floods, 
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pollution, congestion, sanitation problems, and outbreak 
of diseases.14,15 Furthermore, most parts of the study area 
have temporal structures as dwellings, and as such, the 
population is fluid.16 Figure 1 shows the map of the study 
sites (coastal and inland communities) in Greater Accra, 
Ghana. The blue is Ghana map, while the red is a map for 
the Greater Accra region. The yellow circles are the study 
areas.

Sampling procedure

This study is based on the data from a larger project that 
aimed to assess the impact of the Willows intervention on 
mCPR in the intervention areas compared to the compari-
son area. The project was designed to be able to detect an 
effect size of an increase of 5 percentage points in mCPR 
in the intervention area when compared to the matched 
women in the comparison area. The study was powered to 
test for a statistically significant effect at 0.05 critical 
value with 90% probability of exceeding the critical value 
if the actual effect size in the treatment area is at least a  
5 percentage point rise in mCPR. This implies a required 
sample size of 1497 women in each of the two areas. This 
number was rounded up to a sample of 2000 women in 
each of the intervention and comparison areas to account 
for nonresponse.

To obtain a representative sample, the WIE study 
employed a three-level cluster sampling technique 
(Figure 2). A cluster in this study refers to a subdivision 
of an enumeration area that has several structures, houses, 
and households (defined as a group of persons with com-
mon living arrangements and a defined head) in it. At the 
first level, 200 clusters (100 each for the coastal and 

inland communities) were randomly sampled from 
equally divided enumeration area maps of the study com-
munities obtained from the Ghana Statistical Service 
(GSS). All women in their reproductive ages 16–44 years 
within the sampled clusters were subsequently listed. A 
total of 5651 households with women aged 16–44 years 
were listed from the sampled clusters. At the second level 
of the sampling, an average of 25 households were ran-
domly sampled from each cluster. The inclusion criterion 
for the sampled households was for each to have at least 
one woman within the age range of 16–44 years. At the 
third level, one eligible woman was randomly sampled 
and interviewed in the case where the sampled household 
had more than one eligible woman. A total of 4180 

Figure 1.  A map of Greater Accra, Ghana, with study areas 
shown in yellow circles.
Source: Authors’ construction.
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Figure 2.  Sampling procedure for obtaining the sample used for analysis.
Source: Adapted and modified from Agula et al.18



4	 Women’s Health ﻿

women out of 4323 contacted consented to be part of the 
WIE and had completed interviews. However, this article 
used data for 624 women who reported in the contracep-
tive calendar section of the questionnaire to have given 
birth in the past 13–31 months prior to the interview.

Data collection

The questionnaire for the larger study was based, for the 
most part, on Ghana Demographic and Health Survey 
(GDHS). It was pretested and finalized. Data were col-
lected with the use of electronic devices (tablets) which 
were programmed with the questionnaire using CommCare 
software application.20 Data collection spanned from 
January to July 2018. Prior to data collection, field enu-
merators and supervisors were extensively trained for 2 
weeks. The data collected include background character-
istics and health information of women, including ques-
tions on their reproductive health such as contraceptive 
use, pregnancies, and abortions. All interviews were 
conducted through a face-to-face interaction between 
enumerators and participating women in either English or 
local language.

Measures

The WIE study used a contraceptive calendar like that 
used in the GDHS to record retrospective information of 
women regarding their use of contraceptives, discontinua-
tion, reasons for switching and as well as births, pregnan-
cies, and terminations. For this article, data for women 
who reported in the contraceptive calendar to have had 
given birth between 13 and 31 months prior to the inter-
view were included for analysis. The postpartum period in 
this study refers to the 12-month period after birth. 
Contraceptive methods were broadly categorized into no 
method, traditional methods, and modern methods. 
Traditional methods include withdrawal and rhythm. 
Methods considered modern include sterilization, intrau-
terine device (IUD), implants, injectables, oral contracep-
tive pills (OCP), condom, emergency contraceptive (EC) 
pill, and lactational amenorrhea method (LAM).

Based on the review of other studies on postpartum 
contraceptive use in sub-Saharan Africa,4,6,11,12 several pre-
dictors were selected. Measurement for the selected pre-
dictors of postpartum modern contraceptive uptake is as 
follows: age of woman (16–24, 25–34, and 35 years and 
above); marital status (never in union, currently in union, 
and formerly in union); educational level (no formal edu-
cation, completed primary, completed middle/junior high 
school, completed secondary and tertiary/higher educa-
tion); religion (Pentecostal, Catholic, Anglican/Methodist/
Presbyterian, other Christians, Muslim, and no religion/
other); number of live births (one live birth, two live births, 
and three live births/more); received FP counseling during 

ANC (yes and no); ANC provider (nurse and physician); 
attended PNC after birth (yes and no), and received FP 
counseling during PNC (yes and no). Having received 
ANC was dropped from the analysis because of collinear-
ity with counseling during ANC.

Analysis

STATA version 17.0 was used for the analysis.21 The preva-
lence of postpartum contraceptive use among women was 
estimated at 1, 3, 6, and 12 months following birth. A binary 
logistic regression model was also fitted to examine the 
predictors of postpartum modern contraceptive use. The 
binary logistic model was employed to examine associa-
tions with the use of a modern method in the 12-month 
postpartum period: used a modern method in one or more 
months in the postpartum period versus never using a mod-
ern method in the postpartum period. Explanatory variables 
for the regression with p-values less than 5% were consid-
ered statistically significant for the analysis and discussed.

Results

Background characteristics of women

Table 1 shows that the majority (55%) of women are within 
the age band 25–34 years and more than 79% reported 
being in a union with a partner at the time of the interview. 
Except for some (14%), most women had a form of formal 
education with over a third reporting to have completed 
secondary education or higher. Furthermore, the majority 
of women are from the Akan (34%) and Ga/Dangme (33%) 
ethnic groups and a higher proportion also fall in the poorer 
(20%) and average (39%) wealth scales. Two-thirds (71%) 
of postpartum women had reported having two or more 
live births.

Maternal health services women received and 
source of services

Table 2 shows the services women received before and 
after birth, as well as the providers of the services. Ninety-
nine percent of women had reported having had at least 
one ANC visit before their last birth and of these, about 
85% received ANC services at least four times. Eighty 
percent of women had obtained their recent ANC service 
from a public hospital/clinic and the providers (96%) 
were mostly nurses/midwives. Only a few (4%) had 
received their recent ANC service from a physician. 
Slightly over three-quarters (77%) of the women had ever 
received FP counseling during ANC services. Apart from 
a few (3%) women who delivered at home, the majority 
(94%) had delivered in either a public (78%) or private 
(15%) hospital/clinic. Unlike ANC (99%), a relatively 
lesser percentage of women (93%) had attended PNC 
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after delivery. Further, the majority (87%) of women had 
received FP counseling during PNC.

Contraceptive methods women used at months 
1, 3, and 12 after birth

Table 3 shows the postpartum contraceptive methods 
women used at months 1, 3, 6, and 12 after birth. About 40% 
of postpartum women never used any contraceptive method 
during 12 months after birth. Of the 375 women who had 

used a traditional or modern contraceptive method during 
the 12 months postpartum period, 59% had used a modern 
method with 15% of the methods being long-acting (specifi-
cally, implants (10%), IUD (3%) and sterilization (2%)) and 
44% being short-acting (specifically, injectables (16%), 
male condom (11%), LAM (8%), OCP (5%), EC (3%), and 
other (0.3%). Twenty-nine percent of women used a method 
in the immediate 1 month after birth. Of these methods users 
(81 + 97 = 178), 54% used a modern method with 14% of 

Table 1.  Sociodemographic characteristics of women who 
delivered between 13 and 31 months before the survey.

Variable (n = 624) Frequency [%]

Age of woman
  16–24 135 [21.5]
  25–34 344 [55.1]
  35+ 145 [23.4]
Marital status
  Never in union 98 [15.7]
  Currently in union 494 [79.3]
  Formerly in union 31 [5.0]
Educational level
  No formal education 89 [14.3]
  Completed primary 91 [14.6]
  Completed middle/junior high school 230 [36.9]
  Completed secondary 146 [23.4]
  Higher 67 [10.8]
Religion
  Catholic 18 [2.9]
  Anglican/Methodist/Presbyterian 75 [12.0]
  Pentecostal 340 [54.5]
  Other Christian 126 [20.2]
  Muslim 56 [9.0]
  Other/no religion 9 [1.4]
Ethnicity
  Akan 211 [33.8]
  Ewe 119 [19.1]
  Ga/Dangme 204 [32.7]
  Other Ghanaian 79 [12.7]
  Non-Ghanaian 11 [1.7]
Wealtha

  Poorest 59 [9.5]
  Poorer 125 [20.0]
  Middle 241 [38.6]
  Richer 156 [25.0]
  Richest 43 [6.9]
Number of live births
  One 183 [29.4]
  Two 207 [33.3]
  Three and more 232 [37.3]

aThe 5-category wealth index was created similar to the DHS approach, 
using principal components analysis methods on household assets with 
an urban sample in Ghana.

Table 2.  Maternal health services women received for the last 
pregnancy and source of services.

Variable Frequency [%]

Received any ANCa n = (587)
  Yes 580 [98.8]
  No 7 [1.2]
Place of ANC
  Home 2 [0.3]
  Government hospital/clinic 461 [79.5]
 � Health post/community health planning 

and services/mobile clinic
4 [0.7]

  Private hospital/clinic 100 [17.2]
 � Other private facilities (e.g. maternity 

homes)
12 [2.1]

  Others 1 [0.2]
ANC provider
  Doctor/gynecologist 21 [3.6]
  Nurse or midwife 556 [95.9]
  Community health nurse/officer 2 [0.3]
  Traditional birth attendant and others 1 [0.2]
Frequency of ANC
  One-three times 43 [7.4]
  Four times and above 494 [85.2]
  Do not know 43 [7.4]
Received FP counseling during ANC
  Yes 449 [77.4]
  No 131 [22.6]
Place of delivery
  Home 19 [3.2]
  Government hospital/clinic 460 [78.4]
 � Health post/community-based health 

planning and services/mobile clinic
2 [0.3]

  Private hospital/clinic 90 [15.3]
 � Other private facilities (e.g. maternity 

homes)
9 [1.5]

  Others 7 [1.2]
Attended postnatal care after birtha n = (587)
  Yes 548 [93.4]
  No 39 [6.6]
Received FP counseling during postnatal care
  Yes 477 [87.0]
  No 71 [13.0]

ANC: Antenatal care; FP: Family planning; PNC: postnatal care.
aThirty-seven women had missing information on both ANC and PNC.
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the methods being long-acting and 40% being short-acting 
contraceptives. Again, of the modern method users (97 
women) in month one post-birth, 23% were using LAM. 
Results further show that the uptake of contraceptives in 
general increased among all women during the 12-month 
postpartum period from 29% in the immediate one month to 
60% in the 12th month following birth (Figure 3).

Factors associated with the uptake of modern 
contraceptives in postpartum period

Table 4 shows results for both adjusted and unadjusted 
logistic regression models fitted for the predictors of 

modern contraception uptake in the 12-month period 
post-birth. For the unadjusted model, postpartum modern 
contraceptive use is significantly associated with the 
number of live births, educational level and postnatal 
counseling. For instance, postpartum women with a 
record of only one live birth were less likely to use a mod-
ern method compared with those with three or more live 
births (odds ratio (OR) = 0.6, p < 0.05). Also, women who 
reported that they had not received FP counseling during 
the postpartum period had lower odds of using a modern 
method relative to their counterparts who had received FP 
counseling (OR = 0.6, p < 0.05). Postpartum women with 
tertiary education or higher were 2.3 times as likely to  

Table 3.  Postpartum contraceptive methods used at months 1, 3, 6, and 12 post-birth.a

Methods (n = 624) Month 1 Month 3 Month 6 Month 12

Frequency [%] Frequency [%] Frequency [%] Frequency [%]

No method 446 [71.5] 389 [62.3] 311 [49.8] 249 [39.9]
Traditional 81 [13.0] 103 [16.5] 133 [21.3] 152 24.4]
  Rhythm 55 [8.8] 70 [11.2] 93 [14.9] 107 [17.1]
  Withdrawal 24 [3.8] 28 [4.5] 35 [5.6] 40 [6.4]
  Other traditional 2 [0.3] 5 [0.8] 5 [0.8] 5 [0.8]
Modern 97 [15.5] 132 [21.2] 180 [28.8] 223 [35.7]
  Female terilization 7 [1.1] 7 [1.1] 7 [1.1] 7 [1.1]
  Intrauterine device 4 [0.6] 9 [1.4] 10 [1.6] 11 [1.8]
  Implants 15 [2.4] 24 [3.8] 29 [4.6] 39 [6.3]
  Injectables 19 [3.0] 24 [3.8] 41 [6.6] 62 [9.9]
  Oral contraceptive pills 10 [1.6] 13 [2.1] 18 [2.9] 20 [3.2]
  Male condom 16 [2.6] 23 [3.7] 36 [5.8] 42 [6.7]
  Emergency contraceptive 4 [0.6] 5 [0.8] 8 [1.3] 11 [1.8]
  Lactational amenorrhea method 22 [3.5] 27 [4.3] 30 [4.8] 30 [4.8]
  Other modern methods 1 [0.2] 1 [0.2]

aMethods at the various months are reported methods and do not necessarily reflect their effectiveness for that period.

71.5
62.3

49.9
39.9

13.0
16.5

21.3
24.2

15.5 21.2 28.8 35.7

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

1st month 3rd month 6th month 12th month

Non-user Tradi�onal method Modern Method

Month Since Birth

Figure 3.  Percent of women using no method, a traditional method or a modern method, by month since birth.
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use modern contraceptives compared with those with no 
formal education. Even after adjusting for other factors, 
women with tertiary education or higher were 2.9 times as 
likely to use a modern method compared with those with 
no formal education. However, after accounting for other 
factors, postnatal FP counseling did not significantly pre-
dict postpartum modern contraceptive use. The adjusted 
model further shows that women formerly in a union with 
a partner were less likely to use a modern contraceptive 
during the postpartum period compared with those cur-
rently in a union (OR = 0.3, p < 0.05). Like the unadjusted, 
results for the adjusted model shows that postpartum 

women with just one live birth are less likely to use a 
modern contraceptive during the postpartum period. 
Furthermore, results from the adjusted model show that 
women of higher age had lower odds of using modern 
methods in the postpartum period. The religion of the 
woman, whether the woman received FP counseling dur-
ing ANC or not, the type of ANC provider and whether 
the woman attended PNC after birth were not significantly 
predicting postpartum modern contraceptive uptake. 
Having received ANC or otherwise was dropped from the 
regression analysis because of collinearity. STATA, the 
software used for this analysis, automatically dropped 

Table 4.  Predictors of modern contraceptive use in postpartum period.

Variable UOR p-value 95% CI AOR p-value 95% CI

Age of woman
  16–24 (Ref)  
  25–34 0.92 0.68 0.61 1.38 0.64 0.08 0.39 1.06
  35+ 0.84 0.49 0.52 1.37 0.41 0.01 0.21 0.78
Marital status
  Currently in union (Ref)  
  Never in union 0.65 0.08 0.41 1.05 0.70 0.20 0.40 1.21
  Formerly in union 0.47 0.09 0.20 1.12 0.27 0.02 0.09 0.84
Educational level
  No formal education (Ref)  
  Completed primary 1.97 0.04 1.04 3.70 1.98 0.05 0.99 3.96
  Completed middle/junior high school 1.68 0.06 0.98 2.90 1.76 0.06 0.97 3.18
  Completed secondary 1.36 0.30 0.76 2.45 1.60 0.16 0.83 3.08
  Higher 2.33 0.01 1.18 4.57 2.87 0.01 1.37 6.04
Religion
  Pentecostal (Ref)  
  Catholic 1.26 0.64 0.48 3.34 1.24 0.68 0.44 3.47
  Anglican/Methodist/Presbyterian 1.56 0.09 0.94 2.59 1.51 0.14 0.87 2.60
  Other Christian 1.26 0.28 0.83 1.93 1.57 0.06 0.98 2.52
  Muslim 0.73 0.32 0.39 1.37 0.66 0.23 0.33 1.31
  Other/no religion 2.48 0.18 0.65 9.41 2.33 0.27 0.53 10.29
Number of live births
  One 0.61 0.02 0.40 0.92 0.43 0.00 0.25 0.73
  Two 0.89 0.54 0.60 1.30 0.64 0.05 0.41 1.01
  Three (ref)  
Received FP counseling during ANC
  Yes (Ref)  
  Otherwisea 0.66 0.05 0.44 1.00 0.65 0.06 0.42 1.02
Attended postnatal care after birth
  Yes (Ref)  
  No 0.60 0.17 0.28 1.25 0.63 0.35 0.23 1.68
Received FP counseling during PNC
  Yes (Ref)  
  Otherwiseb 0.58 0.02 0.37 0.93 0.75 0.34 0.41 1.36

ANC: Antenatal care; FP: Family planning; OR: Odd ratio; PNC: Postnatal care; Ref: Reference category; UOR: Unadjusted odd ratio; .
Adjusted odd ratios: Observations = 585, LR Chi2 (18) = 43.04, Prob > Chi2 = 0.00.
NB: Having received ANC or otherwise was dropped from the model because of collinearity.
aSeven women who reported had not received ANC are included.
bSeven women who reported had not received PNC are included.
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ANC attendance because it was greatly correlated with 
receiving FP counseling during ANC.

Discussion

Generally, the study found that two in five postpartum 
women were not using any form of contraceptive during 
the 1-year postpartum period and were at risk of unin-
tended pregnancy and likely to be lopped off from the 
health benefits associated with postpartum contraception 
uptake. A systematic review on postpartum contraceptive 
use among women in low- and middle-income countries 
reported a similar finding of low postpartum contraception 
uptake among those residing in urban settings, though not 
specific to the poor urban communities.5 Moreover, among 
the women who used any method during the 12-month 
postpartum period, about 40% had used a traditional 
method, even with high utilization of maternal and child 
health services such as attendance of ANC, PNC, and 
receiving FP counseling. Traditional methods are often 
associated with high failure rates,22–24 and thus, traditional 
method users are also at risk of unintended pregnancy 
though less than nonusers of any method. Studies have 
suggested that the reasons for the prevalent use of tradi-
tional methods and nonuse of FP methods in most LMICs, 
as well as in the urban poor context include incomplete 
counseling by health providers during FP counseling ses-
sions, fear of side effects, myths, and misconceptions 
about contraception and partners’ restrictions.5,11,25,26

Furthermore, less than a third of women initiated the 
use of contraceptives in the immediate 1 month following 
birth. Studies show that about 52% of women often resume 
sex 5 to 6 weeks following birth and 90% would have 
resumed sexual activity by the third month after birth.27–29 
With this, some of the remaining two-thirds of women 
who had not used any method in the first month after birth 
might get pregnant. Our findings further show that only a 
few of the women who used a modern method in month 1 
post-birth had used a long-acting contraceptive. Though 
the fertility intentions of women were not ascertained in 
this study, the use of long-acting methods generally ena-
bles women to effectively achieve best health outcomes in 
the postpartum period through long pregnancy intervals.30

On postpartum method mix, it is observed that rhythm 
(17%) was predominantly used by postpartum women 
and followed by injectables (10%). The use of rhythm/
calendar method is largely based on one’s knowledge of 
the menstrual cycle, especially the last menstruation.31 
As such, women’s use of rhythm is an indication that 
their menses had probably returned. Biologically, ovula-
tion precedes menstruation and most of the women who 
reported using rhythm in the first month post-birth could 
potentially be fertile even before the method was used. 
The use of injectables by nearly a third (28%) of modern 
method users is not surprising as this is consistent with a 

recent study conducted in the urban settings of Ghana. 
Coomson and Manu11 studied postpartum women who 
visited health facilities in Tema, an urban city in Ghana 
and indicated that close to 30% of women who reported 
using modern methods had used injectables. Also, a  
facility-based study in Sunyani, an urban area in Ghana, 
showed that most women who covertly used contra
ceptives preferred injectables.32 Similar to findings of 
Coomson and Manu, less than a tenth of postpartum 
method users had used LAM. Seven women had opted 
for sterilization. It is most likely that these women had 
achieved their desired number of children as further anal-
ysis (not reported here) showed that they all had three or 
more live births and are in their mid-30s or above. A few 
women (3%) using pills may possibly be attributed to 
side effect concerns on breast milk and for the newborn, 
though evidence of combined oral contraceptive pills on 
breastfeeding is inconsistent.33

Regarding the predictors of postpartum modern con-
traception, results indicate that younger women, those 
with more live births, currently in union and those having 
a higher educational level are more inclined to have used 
a modern method during the postpartum period. Women 
with higher education are expected to have better insights 
into the various contraceptive methods and would opt for 
more effective methods. Analysis of DHS data from 43 
developing countries including Ghana showed that higher 
education is positively related to uptake of postpartum FP 
methods,34 corroborating our findings. In addition, most 
women with more live births are likely to have achieved 
or probably surpassed their fertility intentions and would, 
therefore, use modern methods that are effective for pre-
venting unintended pregnancies. Findings also suggest 
that postpartum women currently in a union with a part-
ner are inclined to use modern contraceptives relative to 
those formerly in union. Women currently in union are 
more likely to be sexually active and therefore exposed to 
the risk of pregnancy than women who were formerly in 
union. Further findings suggest that younger women 
aged 24 years or less are more likely to use modern meth-
ods during the postpartum period. Most younger women 
are exposed to information on contraceptive methods 
from various sources, including social media, and this 
could have contributed to their choice of modern meth-
ods. In fact, this finding is not peculiar to our study. A 
previous study showed that younger women are inclined 
to opt for long-acting modern methods, though from a 
high-resource setting.35

The use of maternal health services, particularly ANC 
and PNC visits, was not significantly related to postpartum 
modern contraceptive uptake. In Ghana, ANC and PNC 
models in both public and private health facilities are 
designed to include counseling on FP. During ANC visits, 
pregnant women are expected to receive counseling on a 
broad mix of FP methods, advantages and disadvantages 
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of each method, and how to correctly use the methods. 
Postpartum women are also expected to undergo a similar 
counseling section during one of the PNC visits, often on 
the first visit which is 1 week following birth. Contraception 
methods such as depo injection, insertion of implants and 
IUDs are expected to be readily available and offered to 
women who prefer to immediately start with any of the 
methods after the counseling. Our findings, however, indi-
cate that either the content and/or the process of such 
counseling were weak and require improvements. Such 
counseling may have overlooked the importance of post-
partum contraception for maternal and child health, num-
ber of contraceptive methods available, and their relative 
advantages and disadvantages, or the counseling may have 
been brief.

Though ANC and PNC were not significantly related to 
postpartum modern contraceptive uptake, utilization of 
these maternal health services was generally high. For 
instance, about 93% of postpartum women had visited a 
health facility for PNC. In recent times, poor urban com-
munities have received a lot of attention and health inter-
ventions in Ghana, including education programs from 
different health stakeholders. One such intervention imple-
mented in the study area and other parts of Accra before 
the WIE survey was the Reducing Maternal Morbidity and 
Mortality (R3M) program.36 This may have partly contrib-
uted to the high PNC attendance in the study area.

Strengths and limitations

This study is not free of limitations. The main limitation is 
the potential recall bias. The study relied on a contracep-
tive calendar for analysis. The calendar collected retro-
spective information from women regarding their use of 
contraceptives for up to 31 months before the interview. 
Recalling past events for more than a month and providing 
accurate information may be challenging. However, our 
enumerators were well-trained to aid respondents in 
recalling their past contraceptive behavior. Major repro-
ductive events such as pregnancies, terminations, miscar-
riages and births were useful in aiding women’s recall of 
previous contraception. Another limitation of this study is 
that women’s fertility intentions were unknown, limiting 
expanded discussion on their choice of contraceptive 
methods during the twelve months postpartum period. 
Future work in this area should consider prospective stud-
ies where women’s fertility intentions are determined.

Conclusion

In conclusion, findings indicate that 40% of postpartum 
women never used any contraceptive method during 1 year 
after birth and of those who used a method, 40% had used 
traditional methods. Moreover, a much smaller proportion 
of women started using a method in the immediate 1-month 

post-birth. Results further indicate that postpartum modern 
contraceptive use is positively associated with higher educa-
tion, having more live births and being currently in a union. 
The outcomes of the study suggest that most postpartum 
women in low-income urban settings are at risk of unin-
tended pregnancy and likely to be lopped off from the health 
benefits associated with optimal birth spacing. Community 
outreach by health providers/promoters or similar models 
should be promoted in low-income population settings to 
educate postpartum women on modern contraceptive use.
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