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Abstract 

Objective: This study described factors associated with at least one episode of unmet need for 

contraception up to 24 months postpartum in women who began ART during pregnancy in 

Gugulethu, Cape Town.  

Methods: This was a retrospective review of data from a broader trial of antiretroviral drug 

delivery to women living with HIV during the postpartum period. Between 11 January 2016 

and 10 November 2017, a total of 409 women living with HIV who had been on ART for at 

least three months, were at least 18 years old and within 28 days of delivery participated in the 

study. Interviews were conducted to get information on family planning use and pregnancy 

intentions. The proportion of women who do not want to get pregnant in the next 12 months 

and are not using contraception was used to calculate the unmet demand for contraception. The 

factors associated with unmet need for contraception up to 24 months postpartum in women 

who began ART during pregnancy were investigated using binary logistic regression. The 

outcome of interest is the episode of unmet need for contraception. 

Results: Contraceptive use was high at each visit with the uptake of 97.80% at the first visit 

(enrolment). The overall prevalence of unmet family planning need was 19.60%. Women who 

are not married in this study were (OR=2.09, 95% CI: 1.26-3.47) more likely to have an unmet 

need for family planning and women who had been pregnant twice or more were (OR=2.24, 

95% CI: 1.66-3.03) more likely to have an unmet need for family planning compared to the 

once who had been pregnant once. 

Conclusion: Contraceptive use among these women was high. The findings highlight that 

unmet need remains a source of concern in unmarried women and those who have been 

pregnant more than once. The findings can help drive national public health strategies to meet 

unmet contraceptive needs in women living with HIV through improving family planning 
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initiatives and more effectively integrating family planning services into HIV treatment 

facilities. 
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Organization of the dissertation 
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Part A is the research protocol, which outlines the background literature, study rationale, 
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Part B is the journal manuscript formatted in accordance with the submission standards. This 

section describes the study's background, methodologies, study results, discussion of the 

findings, and conclusion based on the findings. 

Part C is the appendices portion, which comprises ethical approval documentation, 

supplemental tables, and questionnaires used. The Vancouver referencing style was applied 

throughout the dissertation. 
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Protocol Synopsis 

The population living with Human Immunodeficiency Virus (HIV) must use contraception in 

order to meet their reproductive health demands [1,3]. At the end of 2019, there were 36.6 

million persons living with HIV worldwide [1, 7], with around 9.7 million receiving 

antiretroviral medication (ART) [3]. Unmet family planning needs among women living with 

HIV continue to be a major concern [4]. According to a survey from the UN, more than 10% 

of HIV-positive women desire to delay or avoid getting pregnant but are not using any family 

planning methods [4, 27]. However, a high proportion of unintended pregnancies among HIV-

positive women is linked to a higher risk of an unfavorable pregnancy outcome [7]. Women 

living with HIV tend to have more unfavorable pregnancy outcomes than women without HIV, 

on average [7, 33]. Despite this, there is little background about contraceptive use and unmet 

need in women who began ART in pregnancy, furthermore, there is an insufficient data in 

studies that assessed the factors associated with an unmet need for family planning in South 

Africa. 

The objective of the proposed study is to determine the factors associated with at least one 

episode of unmet contraceptive demand in women who started ART during pregnancy up to 

24 months postpartum. Additionally, it will establish the percentage of women who still need 

contraception.  

The proposed study will be a secondary analysis of data obtained from a broader investigation 

on delivery of antiretroviral therapy to women living with HIV during postpartum period at the 

Gugulethu Midwife Obstetric Unit, “postpartum adherence clubs for antiretroviral therapy 

trial” (PACART), which got ethical permission from the local government, the facility 

management, and the Human Research Ethics Committee (HREC) of the Faculty of Health 

Sciences at the University of Cape Town (REF 194/2015).  The study will make use of 

information that was previously gathered as part of PACART, such as demographic and 
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medical history learned through interviews, details on medical care gleaned from clinical 

records, and laboratory results gained from the PACART database. 

The criteria for enrollment include females living with HIV who are less than 28 days 

postpartum and at least 18 years old. PACART enrolled women in the research based on 

community-based Adherence Club (AC) entry criteria, which included no comorbidities 

requiring frequent clinical follow-up and a suppressed Viral load (VL) throughout the past 

three months (VL 400 copies/ml) [5]. In April 2016, the eligibility criteria were broadened to 

include postpartum women who were up to 70 days old. Exclusion criteria included women 

who had the intention of relocating outside Cape Town or lost their foetus or infant. Women 

enrolled in the parent study were included in this analysis if they are HIV positive postpartum 

and started ART. 

In the main study, potentially eligible women attending the Gugulethu MOU ART clinic or 

postnatal clinic visit were screened and if eligible and interested in the study were (mother-

infant pair) referred for informed consent process to the study counsellor. Women were 

enrolled if informed consent was provided, underwent an enrolment interview, questionnaires 

were administered, blood samples were taken (VL) and they were randomized to either the 

general adult ART clinic management strategy or the adherence club strategy. 

Participation in this study carries a significant risk of loss of confidentiality. The study will be 

conducted in accordance with the HREC guidelines, and no personal identifiers will be 

included in the extracted dataset. Only the researcher and supervisor will have access to the 

dataset. The data will be stored in a computer protected password and will be destroyed (5 

years) after publication of the findings according to the University of Cape Town Research 

Ethics guidelines. 



4 
 

Women did not directly profit from the PACART, and they will not benefit directly from taking 

part in this particular analysis. The results may help the general public recognize the unmet 

need for contraception among postpartum women living with HIV and improve service 

management. 

The results of this study will advance knowledge of family planning practices and hazards 

associated with unmet demand for contraception, as well as HIV-positive women's use of 

contraception, particularly during the postpartum period. It will also contribute to our 

understanding of the relationship between HIV, pregnancy, unmet need, and contraceptives. 
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1. Introduction 

1.1 Background 

 

Pregnant women are at high risk for HIV infection, with 30% of those in South Africa (SA) 

seeking prenatal care testing HIV positive [1].  Globally, 36.6 million persons had HIV as of 

the end of 2019 [1,7], with around 9.7 million receiving antiretroviral medication (ART) [1, 3].  

SA carries the largest burden of HIV infection [2], with estimates that it is home to 17% of the 

HIV positive population in the world [2], with a prevalence of the adults (15-49) is 17.9% in 

2016 [2, 8]. ART became available in SA at public clinics in 2004 and 700 000 adults were 

receiving ART in 2008 with the antiretroviral coverage at 31% [8].  In South Africa, 

Antiretroviral therapy (ART) with triple drug is administered to more than 95% of expectant 

HIV-positive women, lowering the risk of mother-to-child transmission from 8% in 2008 to 

1.3% in 2016 [1]. 

Contraception and family planning are critical for women living with HIV for their own health, 

minimizing or reducing the likelihood of HIV infection spreading from mother to infants, and, 

in most circumstances, managing their fertility [9]. Furthermore, contraception can improve 

mother and infant health by delaying first birth, increasing birth intervals, preventing 

unexpected pregnancies and unsafe abortions, and also liming the number of children born to 

a woman [10, 26]. South Africa’s (SA) fertility rate is quite low compared to other Sub-Saharan 

African nations, most women desire, on average, only two children [6]. Evidence revealed that, 

contraception also lowers the number of HIV-positive newborns [10]. 

Contraception use is essential in women living with HIV in order to satisfy their demands in 

terms of reproductive health [13]. Effective contraception can reduce new infections practically 

to zero [30]. Every year, more than 2 million women living with HIV become pregnant 

worldwide [11]. Approximately 35%-65% of women living with HIV's pregnancies in Sub-
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Saharan Africa are unplanned [1], with South Africa accounting for two-thirds of these 

unplanned pregnancies [1, 26]. Every year, around 600,000 women living with HIV die as a 

result of pregnancy problems, the majority of whom live in settings with restricted resources 

[11, 32]. Maternal mortality could be prevented if HIV-infected women of reproductive age 

are encouraged to use contraception properly and consistently. Numerous studies in Africa 

show that many pregnancies are unplanned [1, 10, 21]. According to a South African study, 

among women with and without HIV, respectively, half and one-third of pregnancies were 

unwanted [1].  

Women living with HIV are more likely to experience poor pregnancy outcomes when they 

become pregnant unintentionally [15]. This is due to the increased risk of unfavourable 

pregnancy outcomes among HIV-positive women, including unsafe abortion, the spread of 

STIs, delayed prenatal care, poor maternal and mental health, a decreased level of mother-child 

bonding, physical abuse and aggression against women, an increased risk of low birth weight, 

an increase in morbidity and mortality [15, 26]. Evidence suggested that women living with 

HIV are more likely than HIV-negative women to have poor pregnancy outcomes [7, 33]. 

Evidence indicated that Vertical HIV transmission causes more than 90% of paediatric AIDS 

[20]. However, little is known regarding pregnancy outcomes linked with unwanted 

pregnancies after mothers learn their HIV seropositive status, as well as usage of family 

planning among women living with HIV on ART [20]. 

Concerns about unmet need for family planning are high among HIV-positive women [25]. 

Over 10% of HIV-positive women desire to put off having children but do not use any methods 

for contraception [4, 27]. Family planning services are in great need in underdeveloped nations 

[26], and this may be present among women living with HIV in South Africa [28]. The World 

Health Organization (WHO) estimates that 222 million women in poor nations still require 

family planning services [4, 28]. According to several research, women living with HIV had 
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greater rates of undesired pregnancy and unmet family planning needs than women in the 

general population [22, 25, 26], but such studies for South Africa specifically are not known. 

In a South African study, which examined 12-month patterns of unmet need for contraception 

among 850 HIV-positive women who were not pregnant and receiving ART, over time, it was 

found that more than a quarter of the women displayed patterns of altering unmet need, and 

half of the women had a high risk of having their needs unmet [24]. The study did not 

investigate factors linked with unmet contraceptive need. 

Evidence from Kenya that looked at the causes of unwanted pregnancy, poor birth outcomes 

and post-partum contraception among teenage girls living with HIV found that having multiple 

unwanted pregnancies among HIV-positive women is partially caused by inconsistent 

contraceptive use to prevent recurrence, while abortion is somewhat to blame for poor birth 

outcomes in higher order pregnancies [19]. A similar picture is most likely to be present in 

women living with HIV in SA.  According to research from South Africa, women with HIV 

have higher rates of unintended births than women without the disease. This calls for more 

possibilities for better family planning and counselling services for women living with HIV in 

South Africa [1, 18]. In a similar vein, additional data point to the necessity of enhancing family 

planning counselling as well as addressing the unmet demand and contraceptive use among 

women living with HIV [10, 15].  

This study discovered that although there is some background information about contraceptive 

use and unmet demand in women who began ART during pregnancy, there is a lack in research 

that examined the factors linked to unmet family planning needs in South Africa. Given well 

documented negative effects of unplanned pregnancies in women living with HIV, there is an 

urgent need for insights for the causes of unmet contraceptive needs in postpartum HIV-

positive women in South Africa, who began taking ART during pregnancy [16]. The goal of 

this study is to pinpoint the factors that are associated with at least one instance of unmet need 
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for contraception up to 24 months postpartum in women who began taking ART during 

pregnancy. This is different from the authors who did a similar study but only followed up for 

12 months instead of 24 months [24]. The difference in time would contribute to new 

understanding about contraceptive use in postpartum women living with HIV, and this study 

will fill knowledge gaps in South Africa.  

1.2 Rationale of the study 

 

Unplanned pregnancies are prevalent among women living with HIV [1]. Unplanned 

pregnancies among women living with HIV are connected with poor pregnancy outcomes and 

have unfavourable consequences for both mother and the unborn child [15, 26]. In African 

countries, women living with HIV are more likely to have poor pregnancy outcomes than 

women who do not have HIV [7], the factors associated with developing these poor pregnancy 

outcomes has not been evaluated in women living with HIV in the postpartum period in South 

Africa [15]. Despite the fact that the unmet demand for family planning is reported to be high 

in women living with HIV, there is a gap in research that examined the factors linked to an 

unmet need for family planning in South Africa [26]. By determining the factors associated 

with at least one episode of unmet need for contraception, we aim to provide data that will 

guide in predicting who is going to have an unmet need for contraception. It will also help us 

identify the people who are at high risk and who we must focus on in terms of addressing the 

unmet family planning need. The study's findings will also shed light on questions that will 

stimulate additional investigation into the nation's unmet need for contraception.  

2.  Aims and objectives 

2.1 Study aim 
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The purpose of this study is to examine the usage of contraception among postpartum women 

who began ART during pregnancy and identify indicators of unmet contraceptive need up to 

24 months postpartum.  

 2.2 Objectives of the study 

 

1. To determine the proportion of women who started ART in pregnancy who use at least one 

contraceptive method post-delivery and at 3-6 monthly intervals up to 24 months 

postpartum. 

2. To identify the pregnancy intentions in the post-delivery period and at 3-6 monthly intervals 

up to 24 months postpartum among women who started ART in pregnancy.  

3. To determine the proportion with unmet need for contraception (do not intend to have a 

baby soon but are not on contraception) post-delivery and at 3-6 monthly intervals up to 24 

months postpartum. 

4. To determine the factors associated with at least one episode of unmet need for 

contraception up to 24 months postpartum in women who started ART in pregnancy. 

3. Methodology 

3.1 Introduction 

 

This chapter focuses on the methods used in this study, the population, sample and the methods 

used for data collection and analysis. To investigate postpartum family planning use among 

HIV-positive women in Gugulethu, Cape Town, who began antiretroviral medication (ART). 

The study will use a quantitative approach. This study seeks to examine contraceptive use, 

determine the proportion with an unmet need for contraception and investigate predictors of 

having an unmet need for contraception up to 24 months postpartum. 
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3.2 Research design and Data source 

 

This mini dissertation will use secondary data obtained, with permission, from the Postpartum 

Adherence Clubs for Antiretroviral Therapy Trial (PACART). The PACART study was a 

pragmatic randomized control trial comparing two delivery strategies for postpartum HIV-

positive women who began ART during pregnancy [5].  As part of routine care, women starting 

ART in pregnancy in this setting obtain their HIV care from the antenatal clinic and are referred 

to the routine clinic for ongoing HIV care after delivery.  For the parent study, postpartum 

women were enrolled and randomized to either the routine ART clinic (standard of care) or 

adherence clubs (AC; intervention group) [5]. Adherence clubs are the local differentiated 

service delivery model.  General adult patients begin treatment at the regular ART clinic as 

part of standard care, and they may be referred to the AC if they have been on ART for at least 

six months, have a viral load that has been suppressed (VL 400 copies/ml), and do not have 

any comorbid conditions that call for ongoing clinical follow-up [5].  

3.3 Study setting 

 

The original study was carried out at the Gugulethu Midwife Obstetric Unit (MOU) in Cape 

Town, South Africa, which is part of the Gugulethu Community Health Centre (CHC) and 

provides HIV care to the general adult community of approximately 350 000 HIV-infected 

postpartum women predominant low socioeconomic status [5]. The midwife-nurse in the MOU 

provides prenatal care (ANC), PMTCT prevention services, obstetric services, and postnatal 

care to around 4000 women each year [5]. This population has a strong uptake of ANC, at more 

than 95% [5]. In 2013, the prevalence of HIV among expecting mothers attending the 

Gugulethu CHC was 30% [5]. 
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3.4 Study population  

Inclusion criteria included women living with HIV who were 18 years or older and within 28 

days postpartum [5]. Additional eligibility criteria were based on community-based Adherence 

Club (AC) admision criteria, which included a suppressed VL (VL < 400 copies/ml) in the 

previous three months and the absence of any comorbidities necessitating regular clinical 

follow up [5]. In April 2016, the eligibility conditions were revised to include women up to 70 

days postpartum [5].  Exclusion criteria included women who planned to relocate outside of 

Cape Town or who had lost a foetus or newborn. Exlusion criteria also included women living 

with HIV who were not keen to consent to the study. 

3.5 Recruitment 

In the parent study, potentially eligible women attending the Gugulethu MOU ART clinic or 

postnatal clinic visit were screened and if eligible and interested in the study were (mother-

infant pair) referred for informed consent process to the study counsellor. Women were 

enrolled if informed consent was provided, underwent an enrolment interview, questionnaires 

were administered, blood samples were taken (VL) and they were randomized to either the 

general adult ART clinic management strategy or the adherence club strategy [5].  

3.6 Research procedures and data collection methods 

This analysis makes use of PACART data for women from the age of 18 years and above, who 

are expected be in the childbearing ages. There were six visits scheduled at <70 days, three 

months, six months, twelve months, eighteen months, and twenty-four months postpartum 

during the parent study. At each visit, questionnaires were used to gather data on the mother 

and infants, including their demographics, medical histories, and a range of ART adherence 

indicators (Table 1). Questionnaires were used to assess behaviour and contraception, 

psychological and emotional state, which may have an impact on adherence, as well as 
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depression, anxiety, the presence of social support, the patient-provider connection, and stigma 

associated with HIV [5]. Questionnaires were used for VL assessment, which was done apart 

from usual clinical monitoring at each study measurement visit. PACART identified eligible 

women for the study at a clinical visit and interviewed them once they agreed to participate. 

Table 1:Baseline Characteristics 

Variable Variable type Dependent/ 

Independent 

Age (years) Numerical-Continuous independent 

Province of origin Categorical-Nominal independent 

HIV status disclosure Categorical-binary independent 

Previous ART use Categorical-binary independent 

HIV status of partner Categorical-binary independent 

Status of children Categorical-binary independent 

Number of pregnancies Numerical-discrete independent 

Family planning use (0: yes, 1:No) Categorical-binary independent 

Unmet need for contraception (0: 

yes, 1:No) 

Categorical-binary dependent 

Discussed family planning with 

partner (1:Yes, 0:No) 

Categorical-binary independent 

Pregnancy intentions: 

 I have decided that I do not 

want to have a child in the 

future  

 I may want to have a child in 

the next 12 months 

 I may want to have a child 

sometime in the future but 

not in the next 12 months 

 I am unsure about whether or 

not I want to have a child in 

the future 

Categorical-Nominal independent 

Educational level Categorical-ordinal independent 

Employment status Categorical-binary independent 

Housing type Categorical-binary independent 

Income status Categorical-ordinal independent 

Marital status Categorical-binary independent 

parity Numerical-discrete independent 

NC=Numerical – Continuous, C= Categorical, B= Binary, N=Nominal, O=Ordinal 
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3.7 Data analysis 

The PACART study coordinator will retrieve data from the PACART database. The Statistical 

Package for Social Science (SPSS) Version 28 software will be used to analyze the data. The 

student will keep and analyse the data for this project on a computer at the University of Cape 

Town (UCT), and this data will not be accessible to anyone else.  

The data summary statistics will be discussed whereby normally distributed data will be 

summarized using means and standard deviations. Non-normally distributed data will be 

described by the median and interquartile ranges. We shall summarize categorical variables 

using frequencies and proportions. The interaction between each independent variable (table 

1) and each category of dependent variable will be described using cross tabulation. 

Objective 1: To determine the proportion of women who started ART in pregnancy who use at 

least one contraceptive method post-delivery and at 3-6 monthly intervals up to 24 months 

postpartum. Descriptive statistics will be summarised into frequency tables and proportions. 

The variable that will be used for this objective “Are you using or are you on any family 

planning”?  

Objective 2: To identify the pregnancy intentions in the post-delivery period and at 3-6 

monthly intervals up to 24 months postpartum among women who started ART in 

pregnancy.  

Descriptive statistics summarised into frequency tables and proportions. The variable that 

will be used for this objective “Which of the following statements best describes your own 

thinking about having a child in the future”? The pregnancy intention options were:  

 I have decided that I do not want to have a child in the future.  

 I may want to have a child in the next 12 months. 

 I may want to have a child sometime in the future but not in the next 12 months. 
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 I am unsure about whether or not I want to have a child in the future. 

Objective 3: To determine the proportion with unmet need for contraception (do not intend 

to have a baby in the near future but are not on contraception) post-delivery and at 3-6 

monthly intervals up to 24 months postpartum. Participants who are not using 

contraceptives will be considered for this objective.  

Data will be summarised into frequency tables and proportions. The variable that will be used 

for this objective “Which statement best describes your own thinking about having a child in 

the future”?  The percentage of women who do not want children but are not currently utilizing 

any form of contraception will be evaluated to determine whether there is an unmet need for 

contraception. Women who have chosen from objective 2 that they do not want to have a child 

in the future, as well as those who may wish to have a child in the future but not within the next 

12 months, are the ones with unmet need for contraception.  

 

Objective 4: To determine the factors associated with at least one episode of unmet need for 

contraception up to 24 months postpartum in women who started ART in pregnancy. The 

outcome of interest is the episode of unmet need for contraception and exposure/ independent 

variables refer to the baseline demographic variables (table 1). 

Logistic regression will be performed to identify the factors linked with at least one episode of 

unmet contraceptive need. The binary logistics model findings will be expressed as odd ratios 

to determine the relationship between the dependent variable (unmet need) and the independent 

variables (Table 1). The statistical significance threshold will be set at 0.05.  and all significant 

conclusions will be concluded at 95% confident interval. 
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4. Ethical consideration 

 

The Human Research Ethics Committee (HREC) of the Faculty of Health Sciences at the 

University of Cape Town (REF 194/2015) has already granted PACART ethical permission 

for the study; approval has also been secured from the local government and the facility 

manager. Permission for the use of PACART data will be obtained from HREC prior to 

submission of the request. 

4.1 Risks and Benefits 

 

The greatest risk of taking part in this study is losing one's confidentiality. The research will 

be carried out in conformity with the HREC criteria, and no personal identifiers will be included 

in the extracted dataset. Only the student and supervisor will have access to the dataset. The 

information will be stored in a computer protected password, and they will be destroyed (5 

years) after publication of the findings according to the University of Cape Town Research 

Ethics guidelines. 

The PACART trial did not directly benefit women, therefore taking part in this study will not 

result in any benefits. The results can improve service management and raise public 

awareness of the unmet need for contraception among postpartum women living with HIV. 

4.2 Informed consent 

 

The study staff of the parent study obtained informed consent from eligible women who agreed 

to participate in the PACART. For ease of understanding, the informed consent form was 

written in the participants' native language (isiXhosa or English). Informed consent was done 

in a private interview room on one-on-one basis, and they could ask questions. It was explained 

to clear out the issue of misunderstanding. The forms were submitted to HREC and local 

government before the start of the study.  
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A copy of the informed consent document that explained the study's objective was given to the 

participants, data collection methods, duration of the study, potential risks and benefits of 

participation, confidentiality, and anonymity of data. Authorization to analyse the databases 

was incorporated in the informed consent.  Data has already been collected as part of PACART 

through interviews and database review will be used for this study.   

4.3 Privacy and confidentiality 

 

Privacy and confidentiality were skills instilled in all personnel during PACART data 

collection and management process. Informed consent documents which where names of the 

participants and other identifiers were recorded, were kept in a locked cabinet at the Gugulethu 

office or at UCT and only the PACART study coordinator/researcher have access to these files. 

All recorded data and analysis for this project will be safely saved and analysed on a UCT 

computer that is password protected and only the researcher has access to. Furthermore, data 

will be electronically backed up on external hard drives and housed in a lockable cabinet.  This 

information and results will be kept for 5 years.  

4.4 Use of Information and publications 

 

Presentation of the results of this analysis will be approved in cooperation with the project 

coordinator of the parent study.  

4.5 Conclusion 

This study will use secondary data collected from PACART study to investigate the 

contraceptive use among HIV positive women who began ART during pregnancy. All research 

ethical consideration will be considered at all stages of data handling. Descriptive statistics will 

be carried out to answer all the study objectives. Similarly, a binary logistic regression will be 
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carried out to investigate the association between unmet need for contraception and the 

demographic variables. 
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Abstract 

 

Objective:  This study's goal was to determine the risk variables for at least one episode of 

unmet contraceptive need in pregnant women who started ART and followed up 24 months 

later. 

Methods: A secondary analysis using information from a broader investigation of the 

administration of ART to HIV-positive women during the postpartum period. Between 11 

January 2016 and 10 November 2017, ART had been administered to 409 HIV-positive women 

for at least three months, were at least 18 years old, and had given birth within the previous 28 

days were enrolled in the study. Interviews were conducted to get information on family 

planning use and pregnancy intentions. The unmet need for contraception was determined by 

looking at the percentage of women who do not want to get pregnant in the future or within the 

next 12 months but are not currently using any form of contraception. For women who started 

ART during pregnancy, binary logistic regression was used to identify the variables associated 

with unmet need for contraception up to 24 months postpartum. The episode of unfulfilled need 

for contraception is the subject of interest. 

Results: This group had a high rate of family planning use, with 97.80% using it at the 

enrollment visit and 80.80% using it at the 24-month postpartum visit. 19.60% of women had 

unmet needs for family planning throughout the course of the first 24 months after giving birth. 

The number of pregnancies and the kind of relationship were both important predictors of 

unmet family planning demand in this study. 

Conclusion: Even though these women often utilized contraceptives, a significant unmet need 

for contraception still exists. Addressing these women's unmet need for contraception would 

have a significant positive impact on public health by lowering unwanted births.  
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Introduction 

 

Pregnant women in South Africa are more likely to contract the Human Immunodeficiency 

Virus (HIV), with roughly 30% of those who seek prenatal treatment testing HIV positive [1]. 

At the end of 2019, there were around 9.7 million people receiving antiretroviral medication 

(ART) [3,41] and about 36.6 million people living with HIV worldwide [3]. Globally, the major 

contributor of new HIV infections in children are through the vertical transmission of HIV 

[3,7].  90% of all new HIV infections in 2019 occurred in Sub-Saharan Africa (SSA), with over 

310 000 new infections in children [3,37,41]. New pediatric infections are nevertheless a public 

health issue, despite efforts to reduce vertical HIV transmission in high-burden environments 

[1,37]. 

There were 121 million unwanted pregnancies between 2015 and 2019 in the general 

population worldwide, and during that time, Sub-Saharan African (SSA) countries had higher 

rates of unplanned pregnancies than the world as a whole (91 vs. 64 unplanned pregnancies per 

1000 women aged 15–49 per year, respectively) [39].  Every year, more than 2 million HIV-

positive women get pregnant globally [36], of this more than 300 000 die of pregnancy-related 

complications annually [39]. According to a Sub-Saharan publication, there is a need to 

develop ways to encourage use of contraceptives for birth control and prevention of unwanted 

pregnancy in the postpartum period [1]. In addition, despite the fast development of ART 

programs in South Africa, the uptake of family planning among pregnant women living with 

HIV remains inadequate [36] and for these women, unwanted births still pose a serious concern 

[35].  Unplanned pregnancies put women living with HIV at risk because they increase the 

likelihood that they will delay the initiation of antenatal care (ANC), delay the diagnosis and 

treatment of maternal HIV, and expose the unborn child to perinatal HIV transmission [39].  

Furthermore, unintended pregnancy increases maternal and child mortality and abortion rates 
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in HIV-positive women [34]. According to the evidence, family planning services should assist 

women living with HIV who are at risk of repeated unplanned pregnancies [14]. 

There are few unplanned pregnancy studies and unmet contraceptive needs in women living 

with HIV [10]. Unmet need is defined as the percentage of women of reproductive age who 

are married or in committed relationships, do not use contraception, do not want any more 

children, or want to delay having the next kid, according to a study done in Africa [15, 38]. 

The total unmet demand for family planning among women living with HIV in Sub-Saharan 

Africa was 23.70% in 2020 [41]. Addressing unmet family planning needs is a global goal for 

reducing maternal mortality [14]. In addition, addressing the unmet family planning needs of 

HIV-positive women lowers the risks and occurrence of vertical HIV infection [14].  Vertical 

transmission cannot be avoided until access to family planning is expanded among people 

living with HIV, thus eliminating unmet contraceptive need among all females has been 

recognized as an effective strategy to prevent new HIV infections [38].  

Unmet need for family planning remains a threat to females living with HIV [28]. Furthermore, 

unmet need is recognized as the main cause of unplanned pregnancies [29]. The unmet demand 

for contraception among women living with HIV is largely due to stigma and discrimination, 

lack of access to family planning services, inaccurate or incomplete information about family 

planning use, and other factors [29]. 

This study concludes that there is little background about contraceptive use and unmet need in 

HIV positive women. Even though different efforts in SA have been made to measure unmet 

demand for family planning, only the magnitude and not the factors associated with unmet need 

was reported [1]. More research is required on the factors related to an unmet need for 

contraception in South African women living with HIV in order to better understand unmet 

demand and the associated determinants in women living with HIV in high HIV load settings. 
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A retrospective study on postpartum contraception use in HIV positive women who began ART 

during pregnancy was carried out in Cape Town to address this issue. In women who started 

ART during pregnancy, the study sought to identify the variables associated with at least one 

episode of unmet contraceptive need up to 24 months following birth. Methods 

 Study setting 

 

For this analysis, a retrospective cohort analysis was done as part of a wider investigation of 

ART services for HIV-positive women during pregnancy. The Postpartum Adherence Clubs 

for Antiretroviral Therapy experiment (PACART) tested two methods for providing ART to 

postpartum HIV-positive mothers who began ART during pregnancy [5]. It was a randomized 

controlled trial. The parent research was carried out at a public primary care facility and more 

than 4000 women get prenatal care (ANC), PMTCT services, and postnatal care at the facility 

each year [5]. In 2013, the prenatal HIV prevalence among women attending the facility was 

approximately 30% [5]. 

 Study Methods 

 

Women living with HIV who had been on ART for at least three months, were at least 18 years 

or older, and were less than 28 days postpartum were eligible for enrollment [5].  Furthermore, 

prospective participants had to have a suppressed viral load (VL 400 copies/ml) in the three 

months prior and no comorbidities necessitating ongoing clinical monitoring, while women 

who had lost their fetus or newborn or who planned to leave Cape Town during the study period 

were not included [5]. When more women than anticipated attended their first postpartum clinic 

session after 28 days, the eligibility requirements were changed to allow for women up to 70 

days postpartum in April 2016 [5]. 
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Routine postnatal and ART services 

 

Women who began ART during pregnancy in this environment received HIV care from the 

prenatal clinic and were subsequently referred to the routine clinic for continuous HIV care 

post-delivery as part of standard care. Women receive a standard postnatal clinic visit after 

delivery. Postpartum mothers who provided consent underwent an enrolment interview and VL 

testing and were then randomly assigned to either the general adult ART clinic management 

strategy (control group) or the Adherence club strategy (intervention group) [5]. The local 

differentiated service delivery model is adherent clubs.  General adult patients began treatment 

at the routine ART clinic and may be referred to the AC if they have been taking ART for a 

minimum of six months, have a suppressed viral load (VL 400 copies/ml), and do not have any 

comorbid conditions that necessitate consistent clinical follow up [5].  

Recruitment 

 

In the parent study, after receiving a brief explanation of the study and being screened for 

interest, subsequent potentially eligible women attending a prenatal clinic locally known as a 

Midwife-Obstetric Unit (MOU) were recruited for the study [5]. The informed consent process 

was conducted by the study counsellors with those who satisfied the study's eligibility 

requirements and expressed interest. Women who supplied consent were enrolled, and VL was 

tested before being randomly assigned to either the conventional adult ART clinic management 

plan (standard of care) or the Adherence club (AC; intervention group) [5].  

 Data collection  

 

This analysis used PACART data, a combination of data from both the intervention and control 

groups. There were six visits scheduled at <70 days, three months, six months, twelve months, 

eighteen months, and twenty-four months postpartum during the parent study. Every session 
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involved the use of questionnaires to gather data on mothers, including demographics, medical 

history, a variety of ART adherence metrics, family planning use, and pregnancy intentions 

(Table 1). The mothers' behavior, psychological state, and mental health condition were all 

investigated using questionnaires, which may have an impact on ART adherence [5]. At each 

study measurement visit, VL was measured in a manner distinct from usual clinical monitoring 

[5]. 

 Statistical analysis 

Summary statistics of the data were described.  Means and standard deviations were used to 

describe data that had a normal distribution. Medians and interquartile ranges were used to 

depict non-normally distributed data. Frequency and proportions were used to summarize 

categorical variables.  

Objective 1: The proportion of women who started ART in pregnancy who use at least one 

contraceptive method post-delivery and at 3-6 monthly intervals up to 24 months postpartum 

was determined. Here, women were asked by trained interviewers whether or not they were 

using any family planning using at least one contraceptive method post-delivery and at 3-6 

monthly intervals up to 24 months postpartum. 

Objective 2: The pregnancy intentions in the post-delivery period and at 3-6 monthly intervals 

up to 24 months postpartum among women who started ART in pregnancy were described. 

Women were asked by trained interviewers to choose their own thinking about having a child 

in the future. They had to choose from the 4 pregnancy intention options which were: “I have 

decided that I do not want to have a child in the future”, “I may want to have a child in the next 

12 months”, “I may want to have a child sometime in the future but not in the next 12 months,  

I am unsure about whether or not I want to have a child in the future” and “other” were they 

had to specify if they chose other.  
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 Objective 3: The proportion with unmet need for contraception was then determined at post-

delivery and at 3-6 monthly intervals up to 24 months postpartum.  Here, women who decided 

that they do not want to have a child in the future and those who may want to have a child 

sometime in the future but not in the next 12 months and were not on contraception are the 

ones with unmet need for contraception.  

Objective 4:  Binary logistic regression was carried out to determine the factors associated with 

unmet need for contraception up to 24 months postpartum in women who started ART in 

pregnancy. The outcome of interest is at least one episode of unmet need for contraception and 

exposure/ independent variables such as age, educational level, home type, relationship type, 

parity etc. (table 1) as they have been associated with family planning use in other studies. To 

determine the relationship between the dependent variable (unmet need) and the independent 

factors, a binary logistics model was described in terms of odd ratios. The threshold for 

statistical significance was set at 0.05, and all significant results were reached with a 95% 

confidence interval. The Statistical Package for Social Science (SPSS) version 28 was used to 

analyze all the data. 

 Ethical consideration 

 

The Human Research Ethics Committee (HREC) of the Faculty of Health Sciences at the 

University of Cape Town (REF 194/2015) granted PACART ethical permission for the study; 

approval was also acquired from the local government and the facility manager. HREC (REF: 

160/2022) provided ethical permission for the use of PACART data for this secondary analysis. 
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Results 

 

Baseline and demographic characteristics of participants 

This analysis comprised 409 women who participated in the study between 11 January 2016 

and 10 November 2017. The median age (IQR, 26-32) was 29 years (Table 1). The median 

duration of ART use in pregnancy was 149 days (IQR, 114, 183), median duration of ART use 

at enrolment was 163 (IQR, 127, 199) and the median duration postpartum at randomisation 

was 10 days (IQR, 6-20). 96% of the women were born in South Africa. Out of 409 women, 

12% previously used ART before index pregnancy. 98.5% of women had at least some 

secondary education and above, 68% were not studying or working, 53% women were living 

in informal housing, and 60% were not married.  Almost eighty percent (79%) of the women 

had been pregnant twice or more and 75% had 2 or more than two children. 
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Table 1: Baseline characteristics of participants 

Characteristic, n (%) N = 409 

Born in South Africa  
No 18 (4) 

Yes 391 (96) 

Age: Median age (IQR) years 29 (26, 32) 

Age categories  

18-24 years 66 (16) 

25-28 years 115 (28) 

29-34 years 159 (39) 

35 and more 69 (17) 

Median duration of ART in pregnancy (IQR) days 149 (114,183) 

median duration on ART at randomisation 163 (127,199) 

median duration postpartum at randomisation 10 (6,20) 

Index pregnancy delivered in hospital (vs clinic) 251 (61) 

infant tested HIV positive at birth 0 

previous ART before index pregnancy 49 (12) 

Educational level  
Primary 6 (1.50) 

Secondary and above 403 (98.5)  

Currently working or studying   

No 278 (68) 

Yes 131 (32) 

Home type  
Formal Housing 192 (47) 

Informal housing 217 (53) 

Relationship type  

Married/cohabitating 163 (40) 

Not married 246 (60) 

How many times have you been pregnant  

Once  86 (21) 

Twice or more 323 (79) 

Parity  

1 child 103 (25) 

2 or more children 306 (75) 

IQR: Interquartile range 

 

Family planning use of women at post-delivery and 3-6 months up to 24 months 

postpartum 

Table 2 depicts family planning use of women at post-delivery and at 3-6 monthly intervals up 

to 24 months postpartum. As shown in table 2, most women 97.80% of 409 at <70 days 

postpartum has used family planning, remained constant (95.00% of 357) at 3 months visit. 



12 
 

There was a decrease of 14.60% in women who used family planning from 6 months (89.20% 

of 379) to 12 months (74.60% of 368) postpartum visit. Out of 366 women in total who attended 

the 18 months postpartum visit 85.20% have used family planning. There was a 10.60% 

increase in the number of women who used family planning from 12 (74.60 of 368) months to 

85.20% of 366 at 18 months postpartum visit. There was a 4.40% decrease in women who used 

family planning from the 18 months to the 24 months postpartum visit.  

 

Table 2: Family planning use of participants at post-delivery and at 3-6 monthly intervals 

up to 24 months postpartum. 

Visits 

Used 

Family 

planning 

Did not use 

family 

planning Total 

<70 days PP 

(enrolment) 400 (97.80) 9 (2.20) 409 (100.00) 

3 months PP (V2) 339 (95.00) 18 (5.00) 357 (100.00) 

6 months PP (V3) 338 (89.20) 41 (10.80)  379 (100.00) 

12 months PP (V4) 305 (74.60) 63 (25.40)  368 (100.00) 

18 months PP (V5) 312 (85.20) 54 (14.80) 366 (100.00) 

24 months PP (V6) 294 (80.80) 70(19.20) 364 (100.00) 

PP: Postpartum; V: Visit 

 

Pregnancy intentions of participants at post-delivery and at 3-6 monthly intervals up to 

24 months postpartum  

Table 3 presents the pregnancy intentions of participants at post-delivery and at 3-6 monthly 

intervals up to 24 months postpartum. As shown in table 3 women who have made the decision 

that they don't want to have children in the future were 237 (57.90%) of the 409 at the first 

visit. There has been an increase at each visit in the women who decided that they do not want 

to have a child in the future whereby more than seventy percent (72.00% of 364) was observed 

at the last (24 months) visit. Women who may want to have a child in the next 12 months were 

only 3 (0.70%) of 409 at the first visit (< 70 days PP), the highest (4.90% of 368) increase was 
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observed at the 12 months visit which later decreased to 2.50% of 364 at the 24 months visit. 

Women who may want to have a child sometime in the future but not in the next 12 months 

were 17.60% of 409 which increased to 21.40% of 379 at 6 months visit and later decreased to 

16.00% of 364 at 24 months visit. In addition, women who were unsure whether or not they 

want a child in future have decrease over time (from 23.70 of 409 at the first visit to 7.40% of 

364 at 24 months postpartum visit).  

Table 3: Pregnancy intentions of women at post-delivery and at 3-6 monthly interval up to 

24 months postpartum. 

Visits 

Decided that 

I do not want 

to have a 

child in the 

future 

May want to 

have a child 

in the next 12 

months 

May want to 

have a child 

sometime in 

the future 

but not in 

the next 12 

months 

Unsure 

about 

whether 

or not I 

want to 

have a 

child in 

the future 

Other 

Total 

<70 days PP 237 (57.90) 3 (.70) 72 (17.60) 97 (23.70) - 409 (100) 

3 months PP 217 (60.80) 7 (1.70) 72 (20.10) 62 (17.40) - 357 (100) 

6 months PP 237 (62.50) 11 (2.90) 81 (21.40) 50 (13.20) - 379 (100) 

12 months 

PP 240 (65.20) 18 (4.90) 73 (19.80) 37 (10.10) 

- 

368 (100) 

18 months 

PP 250 (68.30) 13 (3.60) 58 (15.80) 40 (10.90) 

5 (1.40)  

366 (100) 

24 months 

PP 262 (72.00) 9 (2.50) 57 (16.00) 27 (7.40) 

8 (2.10)  

364 (100) 

PP: Postpartum 

Proportion of unmet need for contraception at post-delivery and at 3-6 monthly intervals 

up to 24 months postpartum 

The proportion of unmet need for contraception was determined at post-delivery and at 3-6 

monthly intervals up to 24 months postpartum (Table 4). The unmet need for contraception 

(women who have decided not to have children in the future and those who might want to have 

children in the future but not in the next 12 months) was calculated using the percentage of 

women who do not want to become pregnant but are not currently using any form of 
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contraception. At the first visit (<70 days postpartum) a total of 5 (1.20%) women had unmet 

need for contraception. Total unmet need for contraception at the 3 months postpartum was 14 

(3.90) and at the 6 months postpartum was 33 (8.70%). A total of 51 (13.90%) women had 

unmet need for contraception at 12 months postpartum visit and a total of 42 (11.50%) and 53 

(14.60%) women had unmet need for contraception at 18- and 24-months postpartum visits 

respectively. The total unmet need has increased overtime. An increase (18.00%) was observed 

from 6 to 12 months postpartum and decreased by 9.00% at 18 months postpartum visit. 

Table 4: Proportion with unmet need for contraception at post-delivery and at 3-6 monthly 

intervals up to 24 months postpartum. 

Visits 

Family 

planning 

use 

Pregnancy intentions 

Total unmet 

need 

Decided that 

I do not 

want to have 

a child in the 

future 

May want to 

have a child 

sometime in the 

future but not 

in the next 12 

months 

< 70 days PP 

(enrolment) 

No 

5 (2.10) 0 (0.00) 5/409 

3 Months PP  No 8 (3.70) 6 (8.30) 14/357 

6 Months PP  No 22 (9.30) 11 (13.60) 33/379 

12 Month PP No 38 (15.80) 13 (17.80) 51/368 

18 Months PP No 32 (12.90) 10 (17.20) 42/366 

24 Months PP No 44 (16.90) 9 (15.80) 53/364 

PP: Postpartum 

 

Percentage of women with and without at least one episode of unmet need for 

contraception over 24 months. 

Table 5 presents the percentage of women with and without at least one episode of unmet need 

for contraception over 24 months. Women not born in SA have 27.80% of at least one episode 

of unmet need for contraception while women born in SA have a proportion of 32.00% of at 

least one episode of unmet need for contraception. Women in the age group 29-34 years have 

the highest proportion (34.60) of at least one episode of unmet need for contraception, while 
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25-28 have the lowest proportion (14.78) of at least one episode of unmet need for 

contraception. Concerning educational level, women with primary education have no episode 

of unmet need for contraception. Women who are not married have a higher proportion 

(50.41%) of at least one episode of unmet need for contraception compared to those that are 

married (15.30%) and women who have been pregnant twice or more have 52.00% of at least 

one episode of unmet need for contraception compared to the ones who have been pregnant 

only once (46.51%).  

 

Table 5: Demographic variables in women with and without at least one episode of unmet 

need for contraception up to over 24 month. 

Characteristic, n (%) 

Women with 

at least one 

episode of 

unmet need for 

contraception 

Women 

without at least 

one episode of 

unmet need for 

contraception  

Born in South Africa   

No 
5 (27.80) 13 (72.20) 

Yes 125 (32.00) 266 (68.00) 

Age categories   

18-24 years 14 (21.21) 52 (78.79) 

25-28 years 17 (14.78) 98 (85.22) 

29-34 years 55 (34.60) 104 (65.40) 

35 and more 23 (33.30) 46 (66.70) 

Educational level   

Primary 0 (0.00) 6 (100.00) 

Secondary and above 130 (32.30) 273 (67.70) 

Currently working or studying    

No 85 (30.60) 193 (69.40) 

Yes 45 (34.40) 86 (65.60) 

Home type   

Formal Housing 67 (35.10) 124 (64.90) 

Informal housing 63 (28.90) 155 (71.10) 

Relationship type   

Married/cohabitating 25 (15.30) 138 (84.70) 

Not married 124 (50.41) 122 (49.59) 

How many times have you been 

pregnant 
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Once  40 (46.51) 46 (53.49) 

Twice or more 168 (52.00) 155 (48.00) 

Parity   

1 child 32 (31.10) 71 (68.90) 

2 or more children 98 (32.00) 208 (68.00) 

 

 

Binary logistic regression model for at least one episode of unmet need for family 

planning up to over 24 months postpartum. 

 

A binary logistic regression model was used to identify the factors associated with at least one 

episode of unmet contraceptive need over a 24-month period. According to the logistic 

regression model (table 6), women who were not married were (OR=2.09, 95% CI: 1.26-3.47) 

more likely to have an unmet need for family planning than women who were married or 

cohabiting. Furthermore, women who have been pregnant twice or more were (OR=2.24, 95% 

CI: 1.66-3.03) more likely to have an unmet need for family planning compared to the once 

who had been pregnant once. All other variables (born in South Africa, age, Median duration 

on ART at randomisation, previous ART before index pregnancy, educational level, currently 

working or studying and home type) were not significantly associated with at least one episode 

of unmet need for contraception over 24 months. 
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Table 6: Binary logistic regression model for at least one episode of unmet need for family 

planning up to over 24 months postpartum. 

Variable 

Unadjusted OR 

[95% CI] 

Adjusted OR 

[95% CI]  P-value 

Born in South Africa    
No Reference Reference - 

Yes 1.96 [0.67-5.75] 1.82 [0.50-6.55] 0.362 

Age in years    
18-24 years Reference Reference  - 

25-28 years 0.88 [0.70-1.11] 0.52 [0.19-1.39] 0.193 

29-34 years 0.50 [0.38-3.17] 0.55 [0.21-1.42] 0.216 

35 and more 1.84 [0.33-10.18] 0.60 [0.20-1.77] 0.355 

Median duration on ART at randomisation 0.67 [0.44-1.01] 6.10 [0.68-55.07] 0.107 

previous ART before index pregnancy 0.97 [0.53-1.79] 0.54 [0.06-4.93] 0.584 

Educational level    
Primary Reference Reference - 

Secondary education and above 1.94 [0.34-10.10] 0.50 [0.04-6.03] 0.580 

Currently working or studying    
No Reference Reference - 

Yes 1.26 [0.81-1.94] 1.90 [0.21-17.15] 0.568 

Home type    
Formal Housing Reference Reference - 

Informal housing 0.84 [0.56-1.26] 0.76 [0.13-4.59] 0.763 

Relationship type    

Married/cohabitating Reference Reference - 

Not married 2.07 [1.28-3.59] 2.09 [1.26-3.47] 0.004 

How many times have you been pregnant    

Once Reference Reference - 

Twice or more  2.05 [1.61-3.81] 2.24 [1.66-3.03] <0.001 

OR: odds ratio; CI: confidence interval. 
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Discussion 

 

The unmet need for contraception is a crucial consideration for developing family planning 

services, particularly for women living with HIV. The purpose of this study was to identify the 

variables that contribute to unmet need for contraception up to 24 months postpartum in women 

who began ART in pregnancy. We found that contraceptive use was high among this cohort, 

although a slight decrease has been observed from the enrolment period (97.80%) to the 24 

months postpartum visit (80.80%). Women whose pregnancy intention was to have a child 

sometime in the future increased over time and women who were unsure if they want a child 

or not has decreased overtime. Total unmet need for contraception at the < 70 days postpartum 

(enrolment) was 1.22% and 19.60% at 24-months postpartum visit. There has been an increase 

in total unmet need overtime. A huge increase (18%) was observed from 6 to 12 months 

postpartum visit. Furthermore, women who were not married were (OR=2.09, 95% CI: 1.26-

3.47) more likely to have an unmet need for family planning compared to the women who were 

married or cohabitating and women who have been pregnant twice or more were (OR=2.24, 

95% CI: 1.66-3.03) more likely to have an unmet need for family planning compared to the 

once who had been pregnant once. 

According to this study, the number of pregnancies you've had is related to your unmet need 

for contraception. Surprisingly, compared to women who had given birth once, those who had 

experienced two or more pregnancies were more likely to have an unmet need for 

contraception. The study's results also showed that although this cohort used contraception 

often, there was still a pressing need for family planning that was not being satisfied. This 

might be as a result of inconsistent or non-existent family planning utilization. This is 

consistent with research on the contraceptive practices of HIV-positive women receiving ART 
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in South Africa, which found that these women's high contraceptive usage was a result of their 

sporadic use of family planning [11]. 

This study demonstrated that women living with HIV had lower levels of unmet need for family 

planning than other studies among HIV-positive women conducted in Zimbabwe in 2018 [38] 

and Uganda in 2019 [35], which revealed 37% and 39% of unmet need, respectively. This may 

be a result of increased contraceptive use, health services, access to ART and family planning, 

and trained health professionals in South Africa who are providing appropriate health education 

[4, 5].  Discussions regarding family planning are included in regular clinical follow-ups for 

women living with HIV who get ART through the health care facility [5]. Furthermore, Despite 

the fact that contraception is freely available at many public health sector sites in South Africa, 

women living with HIV are more likely to benefit from long-term, integrated interaction with 

non-government health care facilities than from the occasional contact with government clinics 

that women who are not receiving HIV treatment and care are more likely to have [4]. 

Additionally, it is possible that women with HIV who choose to receive treatment and care will 

feel more empowered than those who do not, which could result in greater rates of 

contraception use [8].  

This study's higher percentage of contraceptive use among women is similar to data reported 

in Sub-Saharan Africa, which showed 81% [10]. Our findings are consistent with prior study 

in the country, where women living with HIV use contraception at a high rate (78%) [8]. 

Women who are not married in this study were (OR=2.09, 95% CI: 1.26-3.47) more likely to 

have an unmet need for family planning compared to the ones who were married/cohabitating.  

These results were in line with research from Botswana and Zimbabwe, where unmet need was 

twice as likely to occur in unmarried women [26, 34]. These findings could be ascribed to the 

fact that they are the ones who are not utilizing family planning, or to the fact that health care 

providers are not emphasizing the benefits of using family planning [10, 31]. These findings 
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were congruent with those of an Ethiopian study, which found that the probabilities of unmet 

need were twice as high among unmarried women as among married women [26]. This result 

may be explained by the widely held belief that because they are not in a legal partnership, 

unmarried women and their partners are more susceptible to becoming pregnant [26]. Women 

with unmet needs' most frequent cited reasons for non-use were mostly related to the notion 

that their lack of marriage and occasional sexual engagement made them less likely to become 

pregnant [10]. 

Unmet family planning needs are regarded as the main contributor to unwanted pregnancies, 

and they continue to pose a risk to women living with HIV [29].  Addressing unmet family 

planning needs is a global goal for reducing maternal mortality [14]. In addition, reducing the 

need for family planning among HIV-positive women reduces the likelihood of vertical HIV 

transmission and its prevalence [15,28].  Vertical transmission cannot be prevented until 

women living with HIV have more access to family planning, hence minimizing unmet demand 

among all females has been highlighted as an effective method of preventing new HIV 

infections [38]. 

Despite the fact that the majority of respondents said that they have used family planning in 

this cohort, there is still a considerable unmet need for family planning. Continuous education 

on the consistent use of family planning is highly advised for women living with HIV 

particularly those who are not married. Right information on family planning uptake is 

encouraged through awareness to reduce unmet need for contraception in SA. Furthermore, 

policymakers should take steps to meet unmet family planning needs by enhancing family 

planning programs and increase the integration of family planning services into HIV care 

delivery settings.  
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Strength and limitations 

 

Although, this is a secondary study it had 6 visits over 24 months postpartum which allowed 

the participants to be followed for a longer time frame. The study's focus on women living with 

HIV, who are critical in preventing vertical transmission of HIV, adds to its strength. However, 

because this study was only carried out in one location in South Africa, more research in other 

locations is needed to determine how generalizable the research findings are to different health 

systems. The study excluded pregnant women living with HIV who were migrating outside of 

Cape Town or who had lost a foetus or infant during the period of the study [5]. 

Conclusion 

 

In conclusion, although these women utilized contraceptives extensively, there is still concern 

over the unmet need for family planning. As a result, all ART clinics should provide 

information about consistent contraceptive use. While more research is needed to analyze the 

elements that contribute to unmet need for contraception in different locations, the current 

study's findings can help guide national public health interventions to address the unmet 

contraceptive requirements of HIV-positive women by enhancing family planning initiatives 

and better integrating family planning services into environments that provide HIV care. The 

findings of this study will help women living with HIV make informed decisions regarding 

contraceptive use, particularly in the post-delivery period, and will contribute to a better 

understanding of family planning options and the risks associated with unmet contraceptive 

demand. This research will also help us understand the relationship between HIV, pregnancy, 

unmet need, and contraception. These findings emphasize the significance of additional study 

to discover new determinants of unmet demand in women living with HIV. 
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