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Abstract: Family planning researchers have traditionally focused efforts on understanding contraceptive
non-use and promoting contraceptive uptake. Recently, however, more scholars have been exploring method
dissatisfaction, questioning the assumption that contraceptive users necessarily have their needs met. Here,
we introduce the concept of “non-preferred method use”, which we define as the use of one contraceptive
method while having the desire to use a different method. Non-preferred method use reflects barriers to
contraceptive autonomy and may contribute to method discontinuation. We use survey data collected from
2017 to 2018 to better understand non-preferred contraceptive method use among 1210 reproductive-aged
family planning users in Burkina Faso. We operationalise non-preferred method use as both (1) use of a
method that was not the user’s original preference and (2) use of a method while reporting preference for
another method. Using these two approaches, we describe the prevalence of non-preferred method use,
reasons for using non-preferred methods, and patterns in non-preferred method use by current and preferred
methods. We find that 7% of respondents reported using a method they did not desire at the time of
adoption, 33% would use a different method if they could and 37% report at least one form of non-preferred
method use. Many women cite facility-level barriers, such as providers refusing to give them their preferred
method, as reasons for non-preferred method use. The high prevalence of non-preferred method use reflects
the obstacles that women face when attempting to fulfil their contraceptive desires. Further research on
reasons for use of non-preferred methods is necessary to promote contraceptive autonomy. DOI: 10.1080/
26410397.2023.2174244
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Introduction
Concern with contraceptive non-use and barriers
to contraceptive uptake has dominated the field
of international family planning for decades.
Given the field’s goals of expanding access to
and promoting the use of contraception, much
of the existing research has focused on how to
ameliorate obstacles to contraception among
those who do not use it, including spotlights on
barriers to method initiation, reasons for discon-
tinuation and unmet need for family planning.1–
3 Meanwhile, the prevailing assumption in the
field has been that people who are currently
using a modern method of contraception have
their family planning needs met.4 However, in
just the past few years, there has been a mounting
realisation that this assumption may overlook a
substantial group in need of improved family
planning services: contraceptive users. A growing
body of research is starting to examine the ways
that contraceptive users may be ill-served by
their method choice and/or the counselling they
receive, resulting in method dissatisfaction and
other adverse outcomes.5–8

Satisfaction with one’s contraceptive method is
an important dimension of person-centred care
that provides insights into family planning users’
experiences and opinions regarding their current
contraceptive method. Though there is no wide-
spread consensus on the definition of method dis-
satisfaction, it is generally used to describe
contraceptive users who are displeased or
unhappy with their current method. An emerging
body of empirical research is aiming to develop
and apply new measures of contraceptive method
dissatisfaction, particularly as it applies to unmet
need and contraceptive discontinuation. In 2019,
Rominski and Stephenson advocated for an
expansion of the concept of contraceptive unmet
need to include users dissatisfied with their cur-
rent method. They argued that the automatic
ascription of “met need” to all contraceptive
users is unjustified, given that users may experi-
ence method dissatisfaction or impactful adverse
side effects.4 The authors propose expanding the
definition of unmet need to incorporate those
using family planning who are not satisfied with
their current method.

In 2021, Rothschild et al applied Rominski and
Stephenson’s proposed adjustments, estimating
that the prevalence of modern contraceptive
method dissatisfaction ranged from 7% to 19% in

a Kenyan cohort. They operationalised the pro-
posed method satisfaction-adjusted unmet need
for family planning, reporting that incorporating
method dissatisfaction into calculations would
increase unmet need 25–70% from the current
national estimate of 12% in Kenya.9 Studies in
the United States have found that between 37%
and 65% of women who ever used contraception
have discontinued due to dissatisfaction.10–12

Importantly, contraceptive discontinuation in
and of itself is not an adverse outcome. In cases
when, for example, the user would like to get
pregnant or otherwise no longer wishes to contra-
cept, the ability to discontinue a method is an
important sign of reproductive autonomy.13 How-
ever, discontinuation due to method dissatisfac-
tion – especially among those who still desire
protection from pregnancy – may indicate a pub-
lic health concern. Research has found that having
less than a college degree11 and using a coitally
dependent method10 are both predictors of dis-
continuation due to dissatisfaction. These studies,
in conjunction with some in-depth qualitative
research,14,7 have added greatly to our under-
standing of contraceptive method dissatisfaction
by showing the impacts of contraceptive side
effects on individuals’ daily lives and highlighting
the ways that providers view and respond to side
effects as myths rather than realities.

Here, we expand on this growing focus on
method dissatisfaction by advancing the conceptu-
alisation and measurement of “non-preferred
method use”. Non-preferred method use is a per-
son-centred concept that reflects themethod prefer-
ences of individuals who are currently using
contraception, which often goes unmeasured. A per-
son may be using a non-preferred method if they
desire to use a contraceptive method that differs
from their current method. The concepts of method
dissatisfaction and non-preferred method use may
overlap in many cases but may also diverge. For
example, a current user of oral contraceptive pills
(OCPs) may be both dissatisfied with OCPs and prefer
to use the IUD instead. Alternatively, she might be
satisfied with OCPs and yet still think the IUD
would better meet her needs, in which case con-
cepts of method dissatisfaction and non-preferred
method use would not align. As a distinction, non-
preferred method use focuses on the method(s) an
individual desires to use, whereas method dissatis-
faction focuses on experiences with current contra-
ceptive methods (Figure 1).
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The use of non-preferred family planning
methods may be reflective of interpersonal and
facility-level barriers to contraceptive autonomy
at the time of method provision that prevents
women from using the method they desire. Con-
traceptive autonomy is defined as “the factors
that need to be in place for a person to decide
for themselves what they want with regard to con-
traceptive use, and then to realise that
decision”.15 Consisting of the sub-domains of
informed choice, full choice and free choice, con-
traceptive autonomy is an important guiding prin-
ciple for rights-based and person-centred family
planning programs.15 Non-preferred method use
may be the result of contraventions of all three
sub-domains of contraceptive autonomy.

Non-preferred method use may arise from a
lack of informed choice, in which an individual
does not have sufficient, unbiased information
about their method options. At the facility level,
a growing body of evidence suggests that women
often receive incomplete, inaccurate, biased or
directive counselling when seeking contraceptive
services, which may prevent them from making
informed choices about which method they ulti-
mately use.16–27. Numerous studies have reported
that providers promote long-acting contraceptive

methods over all others, either through directive
or inaccurate counselling tactics22,27 or in more
overtly coercive ways.21

Similarly, non-preferred method use may be
indicative of a lack of access to a range of
methods, representing barriers to full choice.
Access and availability of contraceptive methods,
including method stock-outs, may influence
method selection.28 Medical contraindications to
a contraceptive method are one reason that some-
one may be prevented from using their first choice
of method. Legitimate medical contraindications
may limit which methods may be safely offered
to which people. In a multi-institution US study,
less than 5% of women had a contraindication
to progestin-only contraceptive pills.29 In another
US-based study, 29% of reproductive-aged veter-
ans had at least one contraindication to combined
hormonal contraception.30 Data on the preva-
lence of medical contraindications in in low- and
middle-income countries are limited. In addition
to legitimate medical contraindications, however,
there is evidence that medical criteria may be
applied inappropriately in many contexts,
unnecessarily limiting contraceptive method
choice and contributing to non-preferred method
use.31,32

Figure 1. Comparison of method dissatisfaction and non-preferred method use

their
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Provider’s counselling may also guide patients
away from their preferred method based on indi-
vidual circumstances; for example, they may
suggest a barrier method for an HIV-discordant
couple or the discreet use of injectables to a
woman whose partner does not support her con-
traceptive use. In these cases, providers are tailor-
ing their contraceptive counselling to their
patient’s individual circumstances, desires or
needs by providing them with education on dual
protection, contraindications, side effects, discreet
use, or other factors that may be important for
contraceptive decision-making. This is an impor-
tant aspect of shared decision-making, in which
providers share their expertise on a wide range
of contraceptive methods tailored to the patient’s
desires. At the same time, under the shared
decision-making framework, contraceptive see-
kers are seen as the experts in their own lives.
They, therefore, make the final decision on
whether to adopt contraception and which
method to choose, even if that decision diverges
from provider recommendations.33,34 Shared
decision-making is threatened when providers
do not honour the desires of their patients or
impose their own biases that influence their con-
traceptive counselling. A large body of evidence
demonstrates that providers may violate the
tenets of shared decision-making by imposing
restrictions on which methods are available to
patients based on age, marital status and par-
ity.20,23,8,26 Qualitative data also suggest that pro-
viders may refuse to remove long-acting reversible
contraception upon request from clients.16,21

Thus, while shared decision-making is a useful fra-
mework for counselling, provider biases can vio-
late autonomy and contribute to non-preferred
method use.

Non-preferred method use may also be caused
by lack of free choice, in which the user faces
impediments to their ability to decide about
what method to use voluntarily, without barriers,
pressure or coercion. Barriers to free choice may
occur at the facility or interpersonal level, in
which power dynamics may affect family planning
decision-making, especially among married
women whose husbands decide which method is
adopted.35,36 Those using non-preferred methods
are unable to make autonomous decisions about
their contraceptive use, as they are constrained
into using a method they do not desire. This
lack of autonomy may in turn contribute to the
discontinuation of contraception among those

who desire to be using a method, as they are
not able to use the method of their choice. Despite
the important implications of non-preferred
method use for contraceptive autonomy and
reproductive health, little is known about the pro-
portion, characteristics or motivations of women
using a non-preferred contraceptive method.

We begin to fill this research gap using popu-
lation-level data from a novel survey tool to
describe the prevalence of non-preferred contra-
ceptive method use among reproductive-age
family planning users at two sites in Burkina
Faso, a country with a contraceptive discontinu-
ation rate of approximately 36%, according to
the Performance Monitoring for Action Project’s
2019 data.37 We explore two different criteria for
assessing non-preferred method use: (1) use of a
method that was not the user’s original preference
and (2) use of a given method while reporting that
they would like to use a different method
(Figure 2). We describe each type of non-preferred
method used by method type and examine the
reasoning behind the use of non-preferred
methods to provide insights into which methods
women in Burkina Faso want to be using and
the barriers they face when trying to adopt them.

Methods
This analysis uses data from the Contraceptive
Autonomy Study, a sequential mixed-methods
study that took place at two sites in Burkina Faso
from 2017 to 2018. The study has been described
in detail elsewhere.38 In brief, this analysis uses
data from a quantitative survey that included a
mix of conventional family planning questions
(e.g. those on unmet need for family planning
and contraceptive prevalence) adapted from mod-
ules in the DHS, and novel questions about each
participant’s knowledge and experience with the
14 contraceptive methods.**

Sampling and data collection
The cross-sectional, population-based survey was
conducted from April to July of 2018 within the

**These include the oral contraceptive pill, injectable, implant,
intrauterine device (IUD), external condom, internal condom,
calendar method, emergency contraception, lactational ame-
norrhea method (LAM), standard days method (SDM), spermi-
cide, withdrawal, diaphragm and sterilization. included in the
2010 Burkina Faso DHS.
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Nouna and the Ouagadougou Health and Demo-
graphic Surveillance Systems (HDSS) in Burkina
Faso. The Ouagadougou HDSS contains five neigh-
bourhoods, two formal and three informal, in the
Northern part of the Burkinabé capital, while the
Nouna HDSS consists of the small administrative
town of Nouna and 58 surrounding villages. Full
profiles of these two HDSSs, as well as details on
their periodicity, demographic makeup and
methods, can be found elsewhere.39,40 Though
these two HDSSs are not nationally representative,
they capture considerable diversity in terms of
socioeconomic and demographic characteristics,
as well as rurality/urbanicity.

Women were eligible for inclusion in the Con-
traceptive Autonomy Study if they lived within
the catchment area of the Nouna or Ouagadougou
HDSS, were reproductive-aged (15–49 years,
inclusive) and were willing and able to provide
informed consent in French, Dioula or Mooré.
The full sampling strategy of the Contraceptive
Autonomy Study has been described elsewhere.38

Briefly, the study utilised the full Nouna and

Ouagadougou HDSSs as sampling frames and
drew random samples from both sites. Due to a
sampling error in Ouagadougou in which women
who no longer resided in the catchment area
were initially sampled, inverse probability of
sampling weights were created and used in all
analyses presented. To conduct interviews, trained
research assistants approached women at their
homes and orally conducted surveys, with results
recorded on Android-based tablets. In total,
3929 women were surveyed.

Analytic approach
This analysis focuses on non-preferred family
planning method use; therefore, women who
did not report current family planning use at the
time of the survey (n= 1719) were excluded
from the analytic sample.

We divide the use of a non-preferred family
planning method into two distinct types. The
first, the use of a method of contraception that
was not what the user originally wanted, was
measured by asking family planning users, “Was

Figure 2. Definition of non-preferred method use
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[your current method] the method you wanted?”
Respondents who answered “no” were defined
as using a non-preferred method, whereas respon-
dents who answered “yes” were using their pre-
ferred method. The second type, the use of a
method while reporting a preference for a differ-
ent method, was determined by asking “if you
could use [method x] right now, would you want
to?” for each of the 14 contraceptive methods
that were included on the 2010 Burkina Faso
DHS questionnaire: the oral contraceptive pill,
injectable, implant, intrauterine device (IUD),
external condom, internal condom, calendar
method, emergency contraception, lactational
amenorrhea method (LAM), standard days method
(SDM), spermicide, withdrawal, diaphragm and
sterilisation. If a participant had reported that
she had never heard of a method before, she
was not asked if she would want to use that
method (pill n= 31, injectable n= 55, implant n
= 23, IUD n= 545, external condom n= 60,
internal condom n= 404, calendar method n=
412, emergency contraception n= 870, LAM n=
955, SDM n= 479, spermicide n= 1115, withdra-
wal n= 982, diaphragm n= 1140, sterilisation n
= 440), and thus was classified as not preferring
to use that specific method. Participants were
not asked if they would want to use their current
method, as they were already using it. Participants
could indicate a desire to use any of the 14
methods presented, with no restriction on the
number of preferred methods they could report.
Women who answered that they would want to
use at least one of the methods presented were
defined as using a non-preferred method. Nota-
bly, all included participants were eligible for
both types of non-preferred method use. Thus a
woman was categorised as having non-preferred
method use if she was (i) using a method that
she did not originally want, (ii) preferred to be
using at least one other method or (iii) both
using a method that she did not originally want
and preferred to be using another method.

Women who indicated that their current
method was not the method they originally
wanted were asked for their reason for using
their current method. Reasons were categorised
by the interviewer into predefined categories.
Responses from women who indicated an
“other” reason for choosing their current method
were translated into English and categorised by
the research team. Women who indicated that
they would use a different method if they could

were asked their reason for not using this different
method. Again, “other” responses were translated
and categorised. Women who indicated they
would rather be using multiple methods other
than their current method were asked about
their reason for non-use of each of the preferred
methods indicated.

We present the sociodemographic character-
istics of our analytic sample overall and stratified
by site. We estimate the population-level preva-
lence of non-preferred family planning method
use overall, and disaggregated by the two types of
non-preferred method use: using a method that
was not the user’s first choice and using a method
when the user reports they would rather be using a
different method. We show reasons for non-pre-
ferred method use among women in our sample.
We describe non-preferred method use by method
type, presenting the proportion of current users of
a method who did not want that method at the
time of adoption, the proportion of current users
of a method who indicate a desire to use another
method, and the proportion of non-users of a
method who say they would use the method if
they could for the 14 different methods. We
defined non-users of a given method as women
who were currently using contraception who did
not report the use of that given method. Finally,
we present a heat chart41 in which we disaggregate
method preference by the current method used to
show patterns and trends in method preference by
the current method.

Ethical approval
This research was reviewed and approved by (i)
the Institutional Review Board of the Office of
Human Research Administration at the Harvard
T. H. Chan School of Public Health in Boston,
USA (#IRB17-0511, 8th June 2017); (ii) Le Comité
d’Ethique pour la recherche en santé du Ministère
de la santé du Burkina Faso in Ouagadougou, Bur-
kina Faso (#2017-5-067 – 3rd May 2017) and (iii)
Le Comité d’Ethique local du Centre de Recherche
en Santé de Nouna, in Nouna Burkina Faso
(#2017-01 – 26th May 2017). Written informed
consent was obtained for all adult participants.
For minors, parental informed consent was
obtained in addition to assent from the minor.

Results
Sociodemographic characteristics of family plan-
ning users from the Contraceptive Autonomy
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Study are shown in Table 1. The median age of
participants was 29. Most were married (82%)
and had at least one child (89%), with more
women in Nouna, the rural site, reporting chil-
dren (93%) compared to women in Ouagadougou,
the urban site (82%). Nearly half of participants
(49%) reported no education, with women in

Nouna more likely to report no formal education
compared to women in Ouagadougou (56% vs.
36%). The majority of women in Ouagadougou
(69%) reported moped as their primary mode of
transport, whereas the majority of women in
Nouna (72%) reported bicycle as their primary
mode of transport, indicating a higher material

Table 1. Demographic characteristics of reproductive-aged family planning users in
Burkina Faso

Ouagadougou
n= 424

n (%) or median [Q1, Q3]

Nouna
n= 786

n (%) or median [Q1, Q3]

Overall
n= 1210

n (%) or median [Q1, Q3]

Age 30 [25, 36] 29 [23, 36] 29 [24, 36]

Married 331 (78) 665 (85) 996 (82)

Education

None 153 (36) 444 (56) 597 (49)

At least some primary school 92 (22) 204 (26) 296 (24)

At least some secondary school 162 (38) 136 (17) 298 (25)

Missing 16 (4) 2 (0) 18 (1)

Primary mode of transport

Foot 14 (3) 132 (17) 146 (12)

Bicycle 54 (13) 562 (72) 616 (51)

Moped 292 (69) 84 (11) 376 (31)

Car 49 (12) 0 (0) 49 (4)

Other 15 (3) 8 (1) 23 (2)

Number of children

0 75 (18) 58 (7) 133 (11)

1 or more 348 (82) 728 (93) 1,076 (89)

Current method is not the
method they wanted

33 (8) 55 (7) 88 (7)

Would rather be using
another method

142 (34) 258 (33) 400 (33)

Any indication of non-preferred
method use*

161 (38) 289 (37) 450 (37)

* Includes anyone who indicated that either (a) their current method is not the method they wanted or (b) they
would rather be using another method.
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standard of living of those from the urban site.
Thirty-seven percent of all family planning users
indicated that the current method they were
using was not their preferred method, either
because it was not the method they originally
wanted (7%), or because they would rather be
using a different method (33%). Just 3% of
women reported both that their current method
was not the method they originally wanted and
that they would prefer to be using another
method (Supplementary Table 1). There were no
substantial differences in the non-preferred
method use by site, so pooled results are pre-
sented here.

Of the 7% of respondents (n= 88) who reported
using a different method than the one they orig-
inally wanted, 58% cited medical reasons for why
they were not using their preferred method,
while 23% said that their husband decided on
which method they would use (Table 2). Seven per-
cent of women indicated that side effects were too
bad with their first-choice method, which is why
they were not using their preferred method. A
small proportion indicated that their preferred
method was not available (3%) or that another
family member decided their method (3%).

Over one-third of current contraceptive users
(n= 400, 33%) indicated they would prefer to
use a different method if they could. These 400
contraceptive users reported a total of 736
methods that they would prefer to be using. Of
these, 85% indicated that their reason for not

using their preferred method was because a provi-
der would not give it to them if they asked (Table
3). Twelve percent of respondents cited affordabil-
ity as the primary reason for not using the method
they preferred and 8% said they didn’t know
where to get their preferred method. Few
women noted that they did not adopt their pre-
ferred method because health facilities did not
offer it (2%) or stigma associated with the method
(1%).

The use of non-preferred methods is disaggre-
gated by the method in Table 4. Thirty-one per-
cent of 55 IUD users reported that the IUD was
not the method they originally wanted to use
(95% confidence interval (CI): 19%, 43%). Fourteen
percent of 21 withdrawal users reported that with-
drawal was not their originally preferred method
(95% CI: 0%, 30%). Eight percent of both external
condom users (n= 311; 95% CI: 5%, 12%) and
calendar method users (n= 224, 95% CI: 4%,
12%) noted that they did not originally want to
use condoms or the calendar method at the
time of adoption. Six percent of 205 pill users
(95% CI: 3%, 10%) and 4% of both injectable (n=
171, 95% CI: 1%, 6%) and implant (n= 281; 95%
CI: 1%, 6%) users indicated that their current
method was not preferred. All users of the LAM
(n= 6), SDM (n= 4) and sterilisation (n= 9) indi-
cated that their current method was the method
they originally preferred.

Over half of the 311 current external condom
users (52%, n= 162) reported that they would

Table 2. Reasons for use of method not originally desired

N

% of people using a method
that was not originally

desired
% of all current

contraceptive users

N= 88 N= 1210

There was a medical reason I couldn’t use the method 51 58.0% 4.2%

The method I wanted was not available, so the
provider told me to use this one

3 3.4% 0.2%

My husband decided the method 20 22.7% 1.7%

Other family member decided the method 3 3.4% 0.2%

Side effects were too bad with method I wanted 6 6.8% 0.5%

Other 5 5.7% 0.4%
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prefer to use another method if they could (95%
CI: 46%, 58%). The most commonly preferred
method among external condom users was the
calendar method (n= 39), followed by emergency
contraception (n= 34), pills (n= 33), internal con-
doms (n= 29) and implants (n= 27, Figure 3).
Over a third of the 205 pill users (38%) indicated
they would prefer to use another method (95%
CI: 31%, 45%), with SDM and internal/external con-
doms being the most highly preferred methods.
About 30% of the 281 implant users noted they
would prefer another method (95% CI: 24%,
35%); the pill, SDM and sterilisation were all highly
preferred methods among implant users. Just
under 30% of users of the calendar method (n=
225) indicated they would prefer other methods
(95% CI: 22%, 34%), which included emergency
contraception, internal condoms, and pills.
Around 25% of the 171 injectable users (95% CI:
20%, 33%), 55 IUD (95% CI: 12% 34%), and 21 with-
drawal users (95% CI: 7%, 46%) indicated they
would prefer to be using another method. Half
of the small number of LAM (n= 6; 95% CI: 0%,
99%) and SDM (n= 4; 95% CI: 0%, 100%) users
noted they would use a different method if they
could.

Overall, the contraceptive pill, the calendar
method, and SDM were the most commonly pre-
ferred methods among non-users of those
methods, with 9% of the 1005 non-pill users
(95% CI: 7%, 11%), 9% of the 985 calendar method

non-users (95% CI: 7%, 11%), and 8% of the 1206
non-SDM users (95% CI: 7%, 10%) indicating that
they would rather use those methods if they
could. Though many non-users of SDM indicated
a preference for SDM, only four women (0.3%) in
our sample reported currently using SDM. Slightly
less than 8% of the 1206 non-emergency contra-
ceptive users (95% CI: 6%, 9%) indicated that they
would use emergency contraception if they
could, yet again only four women (0.3%) in our
sample reported the use of emergency contracep-
tion. Approximately 8% of the 1210 internal con-
dom non-users (95% CI: 6%, 9%) and 7% of the
899 external condom non-users (95% CI: 6%, 9%)
said they would use internal or external condoms
if they could. The use of the external condom was
common in our sample (n= 311; 26%), yet no
women reported current use of the internal con-
dom despite high preference for that method.
About 5% of non-users of the implant (n= 1,149;
95% CI: 4%, 7%) and 3% of non-users of the IUD
(n= 1170; 95% CI: 2%, 5%) indicated a preference
for these long-acting methods.

Discussion
Using a novel survey tool to estimate the popu-
lation-level prevalence of non-preferred method
use among family planning users in Burkina
Faso, we find that just under 40% of women in
our study report using a non-preferred family
planning method. Given that some women in
our sample did not have full information on all
available contraceptive methods, this is likely an
underestimate of the true proportion of non-pre-
ferred method use among these women. The mag-
nitude of these findings has important
implications for our understanding of contracep-
tive autonomy, and for the exercise of informed,
full, and free choice in this context. We hypoth-
esise that this level of non-preferred method use
may contribute to high rates of contraceptive dis-
continuation in Burkina Faso, including among
women with a desire to prevent pregnancy by
using contraception.

When asked why they were not using their pre-
ferred contraceptive method, 85% of women who
indicated they would rather be using another
method said their reason was, “the provider
would not give [their preferred method] to
[them] if [they] asked”. This demonstrates that
most non-preferred method users face barriers
at the facility level and perceive providers as

Table 3. Reasons for not using a
preferred family planning method

N people = 400
N methods = 736*

I don’t know where to get it 58 (7.9)

I can’t afford it 87 (11.8)

Health facilities do not offer it 12 (1.6)

Shame/stigma 6 (0.8)

Provider would not give it to
me if I asked

623 (84.6)

* Some individuals indicated there were multiple
methods they would use if they were could. For
these people, the reason for each method they indi-
cated they would use is recorded.
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limiting their method choice. Other studies
exploring facility-level barriers to contraceptive
services have reported examples of biased

contraceptive counselling, with providers
encouraging or discouraging the use of specific
methods to certain types of women. In Tanzania,

Table 4. Use and non-use of preferred methods among family planning users by the
method

Method

Current
users of
method

Current users who
did not want

method at time of
method adoption

Current users who
would rather be
using another

method

Current users
who were
non-users
of method

Non-users of the
method who say
they would use

the method if they
could

n n % 95% CI n % 95% CI n n % 95% CI

Pill 205 13 6.4% 2.8%,
9.5%

78 38.0% 31.0%,
45.3%

1005 92 9.2% 7.3%,
11.0%

Injectable 171 6 3.5% 0.6%,
5.8%

45 26.3% 19.8%,
33.2%

1150 60 5.2% 3.9%,
6.6%

Implant 281 10 3.6% 1.2%,
5.8%

83 29.5% 23.8%,
35.3%

1149 61 5.3% 4.0%,
6.7%

Intrauterine
device (IUD)

55 17 30.9% 19.3%,
43.1%

13 23.6% 12.1%,
34.0%

1170 40 3.4% 2.4%,
4.5%

External
condom

311 26 8.4% 5.0%,
11.7%

162 52.1% 46.1%,
58.1%

899 66 7.3% 5.5%,
9.1%

Internal
condom

0 0 NA – 0 NA – 1210 94 7.8% 6.2%,
9.3%

Calendar
method

225 18 8.0% 4.0%,
11.7%

62 27.6% 21.5%,
33.5%

985 89 9.0% 7.2%,
10.9%

Emergency
Contraception

4 0 0.0% – 0 0.0% – 1206 90 7.5% 6.1%,
8.8%

Lactational
Amenorrhea
Method (LAM)

6 0 0.0% – 3 50.0% 0.0%,
99.1%

1204 41 3.4% 2.4%,
4.4%

Standard Days
Method (SDM)

4 0 0.0% – 2 50.0% 0.0%,
100%

1206 101 8.4% 6.9%,
9.9%

Spermicide 0 0 NA – 0 NA – 1210 7 0.6% 0.2%,
1.0%

Withdrawal 21 3 14.3% 0.0%,
30.2%

5 23.8% 6.6%,
45.5%

1189 22 1.9% 1.1%,
2.7%

Diaphragm 0 0 NA – 0 NA – 1210 2 0.2% 0%,
0.3%

Sterilisation 9 0 0.0% – 0 0.0% – 1201 65 5.4% 4.1%,
6.7%
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one study found that following a postpartum IUD
intervention, providers were less likely to counsel
women on methods other than the IUD.22 A study
in Kenya reported that providers imposed mini-
mum age restrictions on certain methods and
refused to give the injectable to women under
age 20.26 Another study in Kenya reported that
mystery clients were often denied their preferred
method due to provider-imposed requirements
for HIV or pregnancy testing or bias based on
age, parity or marital status.8 Finally, a study
using mystery clients in Nigeria reported that pro-
viders were hesitant to give unmarried women
hormonal contraceptive methods, citing fear of
fertility loss.24 These examples provide insights
into how facility-level factors may contribute to
non-preferred method use in Burkina Faso.

An additional 12% of women noted that they
were not using their preferred contraceptive
method due to its cost. At the time this survey
took place, contraception was not available free
of charge in Burkina Faso.42 However, on 1 June
2019, the government of Burkina Faso committed
to offering no-cost family planning services.
Future research into how this important reduction
in financial barriers to contraceptive access affects
the use of non-preferred methods in Burkina Faso

is therefore an important next step for this
research.43

When asked why they were using a method if it
was not their first choice, 58% of non-preferred
method users said there was a medical reason
why they could not use their preferred method.
Some of these cases are likely legitimate medical
contraindications; for example, women with
breast cancer are contraindicated from using hor-
monal methods and women with certain cardio-
vascular diseases are advised to avoid some
types of oral contraceptives.31,32 However, some
cases of medical contraindication may be incor-
rectly applied by providers with outdated medi-
cal/technical knowledge or may be a means for
providers to intentionally encourage the uptake
of specific contraceptive methods based on the
provider’s personal preferences.44 Previous work
has found that providers may use exaggerated or
falsified medical information to encourage con-
traceptive uptake. In one example, a woman
was told by a provider that giving birth via caesar-
ean section necessitates the use of injectable con-
traception and to wait five years before having
another child.21 Further research into both legiti-
mate and illegitimate contraceptive counselling
on medical contraindications in low- and

Figure 3. Contraceptive method preferences among current contraceptive users, by current
method
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middle-income countries (LMICs) is warranted and
would provide further insights into reasons for the
adoption of non-preferred methods from both
user and provider perspectives. Additionally,
research into potential interventions that promote
better clinical practice that follows appropriate
medical protocols without violating reproductive
autonomy is vital.

An especially high proportion of IUD users
(31%) indicated that the IUD was not the method
they originally wanted. This could be because con-
traceptive counselling was successful; a woman
may enter counselling with a specific preferred
method in mind, but ultimately choose another
method that better fits her needs after gathering
information about side effects, duration of use
and other contraceptive attributes. It also could
be because of pressure from a provider to adopt
a more effective, long-acting method. Of note,
we observe a far lower proportion of implant
users who did not originally desire the implant
(4%). Provider encouragement or overemphasis
of long-acting methods like the IUD can be par-
ticularly problematic given that IUDs require
skilled providers for removal. Studies in LMICs
show that women face barriers to the removal of
long-acting methods, including a lack of trained
providers, provider unwillingness to remove
methods, or unaffordable fees for removal.45,46

Thus, emphasis on informed and free choice is
particularly important for women adopting long-
acting, provider-dependent methods such as the
IUD.

Unlike existing notions of contraceptive dissa-
tisfaction, our indicators of non-preferred method
use allow us to explore which methods women are
interested in using instead of their current
method, which has previously gone unmeasured.
In our study, the highest proportion of women
reported they would rather be using the pill
(9%), followed by the calendar method (9%), SDM
(8%), the internal condom (8%), and the external
condom (7%). Additionally, though there has
been a push from international family planning
organisations and researchers to promote highly
effective long-acting methods like the implant
and IUD, smaller proportions of non-users of
these methods in our study noted that they
would prefer to use them (5% for the implant
and 3% for the IUD).

Our indicators of non-preferred method use
also allow us to examine patterns in method pre-
ference by the current method. We find that many

users of common hormonal methods, like the pill,
the implant and the injectable, express a prefer-
ence for coitally dependent methods like internal
or external condoms or fertility awareness-based
methods, like the calendar method and SDM. Cur-
rent users of external condoms and the calendar
method were more divided in their desired pre-
ferred methods; many expressed preferences for
hormonal methods, particularly the pill, implant
and injectable, but condoms and fertility aware-
ness-based methods were also highly preferred.
Emergency contraception was the most highly pre-
ferred method among both calendar method and
external condom users. These individuals may not
want to continuously use a hormonal method or
may not be exposed to the risk of pregnancy
often; therefore a barrier or fertility awareness-
based method may work best for them, with
emergency contraception as a potential backup
option.

The misalignment between the preferences of
women in our sample and programmatic prioriti-
sation of the most effective, long-acting methods
highlights the importance of re-centring contra-
ceptive care on people’s choices. Every contracep-
tive user has different priorities when it comes to
contraception and often effectiveness is not the
only contraceptive attribute considered.47 Scho-
lars have warned about the potential pitfalls of
promoting only the most effective and longest-act-
ing methods of contraception, cautioning
against potential inhibition of contraceptive
autonomy.48,49

As operationalised in the present study, non-
preferred method use may be a result of a wide
range of contraceptive counselling experiences,
both positive and negative, or other interpersonal
factors that impact decision-making. We classified
women who reported using a different method
from the method they originally desired as using
a non-preferred method. This approach is limited
by an inability to distinguish those who were inap-
propriately denied the method they truly wanted
from those who simply changed their mind about
which method to use after receiving contraceptive
counselling. Indeed, the latter may very well be a
reflection of high-quality counselling that helps
people achieve their contraceptive desires.
Though we have further information about why
women ultimately adopted a different method
than they originally desired, we still lack contex-
tual details about how and why decisions were
made. Thus, we are unable to quantify the extent
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to which positive counselling experiences may
have impacted our measure of non-preferred
method use, though we do note that only 7% of
women in our sample reported using a method
that was not originally desired. Further, we are
unable to evaluate if medical contraindications
noted or other information given during contra-
ceptive counselling were appropriate, accurate
and unbiased.

This study is the first, to our knowledge, to
operationalise measures of non-preferred method
use, including an indicator of the use of a method
not originally desired and an indicator of the use
of a method when another method is preferred.
While these indicators allow for insights into con-
traceptive method choice, they also have limit-
ations. First, we did not directly ask women if
they wanted to be using their current method of
contraception; therefore, we were unable to
determine whether women with non-preferred
method use desired to discontinue their method.
We were also unable to measure ambivalence
toward contraceptive use. Women who reported
that they would prefer to use other contraceptive
methods may not have had strong, unambiguous
method preferences; exploring this is an impor-
tant next step in the measurement of non-pre-
ferred method use. Given the limitations of our
data, we assumed that women who had never
heard of a contraceptive method did not desire
to use that method, which likely led to underesti-
mates in the prevalence of non-preferred method
use. Additionally, though our study is very much
related to method dissatisfaction literature,
method dissatisfaction was not directly measured
in our data. Future work exploring the ways
method dissatisfaction and non-preferred method
use overlap and differ would generate fruitful
insights into the needs of contraceptive users.
Finally, data were collected through a cross-sec-
tional, population-based survey. Though we
drew random samples of the Nouna and Ouaga-
dougou HDSSs, our sample of women is not repre-
sentative of all reproductive-aged women in
Burkina Faso, though a wide range of Burkina
Faso’s ethno-linguistic and religious diversity is
captured between these two research platforms.

Our finding that over one-third of method users
report using a non-preferred family planning
method indicates an important new priority area
for family planning research. Though it is often
assumed that women using a contraceptive
method have their needs met, this finding – in

combination with previous work understanding
method dissatisfaction – highlights the necessity
of exploring the needs of current family planning
users and non-users alike. Future work further
delving into the nuances of non-preferred method
use using in-depth interviews to inform further
iterations of a non-preferred method use indi-
cator is an important next step. Additionally,
studies should explore the extent to which non-
preferred method use overlaps with method dissa-
tisfaction and contributes to contraceptive discon-
tinuation. To further prioritise the needs and
desires of contraceptive users, questions about
method dissatisfaction and method preferences
should be added to large, population-based sur-
veys so that researchers and policy-makers can
further understand the extent of these issues in
a wide range of settings. This information can be
used to design programmes that seek to help all
people, regardless of their contraceptive use sta-
tus, to fulfil their contraceptive desires. The high
prevalence of non-preferred method use in this
study demonstrates the need for person-
centred family planning care that promotes
contraceptive autonomy and values people’s per-
sonal preferences.
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Résumé
Les chercheurs en matière de planification famil-
iale ont jusqu’à présent centré leurs activités sur
la compréhension de la non-utilisation de contra-
ceptifs et la promotion du recours à la contracep-
tion. Pourtant, récemment, davantage de
spécialistes ont étudié l’insatisfaction quant aux
méthodes, en remettant en question le postulat
selon lequel les besoins des utilisateurs de contra-
ceptifs sont nécessairement satisfaits. Ici, nous
présentons le concept « d’utilisation d’une méth-
ode non préférée », que nous définissons
comme l’utilisation d’une méthode contraceptive
tout en souhaitant en utiliser une autre. L’utilisa-
tion d’une méthode non préférée reflète les
obstacles à l’autonomie contraceptive et peut con-
tribuer à l’abandon de la méthode. Nous utilisons
des données d’enquête collectionnées de 2017 à
2018 pour mieux comprendre l’utilisation d’une
méthode contraceptive non préférée parmi 1210
utilisateurs de planification familiale en âge de
procréer au Burkina Faso. Nous opérationnalisons
l’utilisation d’une méthode non préférée comme
1) l’utilisation d’une méthode qui n’était pas la
préférence initiale de l’utilisation et 2) l’utilisation
d’une méthode tout en faisant état de la préfér-
ence pour une autre méthode. À l’aide de ces
deux approches, nous décrivons la prévalence de
l’utilisation d’une méthode non préférée, les rai-
sons de cette utilisation et les modalités dans l’uti-
lisation d’une méthode non préférée par méthode
actuelle et préférée. Nous avons observé que 7%
des répondants indiquaient utiliser une méthode

Resumen
Los investigadores en el área de planificación fam-
iliar tradicionalmente han centrado sus esfuerzos
en entender el no uso de anticonceptivos y pro-
mover la aceptación de anticonceptivos. Sin
embargo, recientemente más académicos han
estado explorando la insatisfacción con métodos,
cuestionando la suposición de que las necesidades
de las usuarias de anticonceptivos necesariamente
son satisfechas. Aquí, presentamos el concepto de
“uso de método no preferido”, que definimos
como uso de un método anticonceptivo a la vez
que se desea usar otro método. El uso de método
no preferido refleja las barreras a la autonomía
anticonceptiva y podría contribuir a la disconti-
nuación del método. Utilizamos los datos de
encuestas de 2017 a 2018 para entender mejor
el uso de método anticonceptivo no preferido
entre usuarias de planificación familiar en edad
reproductiva en Burkina Faso. Operacionalizamos
el uso de método no preferido como 1) uso de un
método que no fue la preferencia inicial de la
usuaria y 2) uso de un método a la vez que se
informa la preferencia por otro método. Apli-
cando estos dos enfoques, describimos la preva-
lencia de uso de método no preferido, las
razones para usar métodos no preferidos y los
patrones en el uso de método no preferido por
método actual y método preferido. Encontramos
que el 7% de las mujeres encuestadas informaron
usar un método que no deseaban en el momento
de adopción, el 33% usaría otro método si
pudiera, y el 37% informó por lo menos una

B W. Bullington et al. Sexual and Reproductive Health Matters 2023;31(1):1–17

16

https://doi.org/10.1186/S12978-022-01375-0/TABLES/3
https://doi.org/10.1186/S12978-022-01375-0/TABLES/3
http://WWW%20Document
https://www.amnesty.org/en/latest/campaigns/2019/06/burkina-faso-historic-day-for-advancing-sexual-and-reproductive-health-rights/
https://www.amnesty.org/en/latest/campaigns/2019/06/burkina-faso-historic-day-for-advancing-sexual-and-reproductive-health-rights/
https://www.amnesty.org/en/latest/campaigns/2019/06/burkina-faso-historic-day-for-advancing-sexual-and-reproductive-health-rights/
https://www.amnesty.org/en/latest/campaigns/2019/06/burkina-faso-historic-day-for-advancing-sexual-and-reproductive-health-rights/
https://doi.org/10.1016/0140-6736(92)92505-A
https://doi.org/10.1016/J.CONTRACEPTION.2020.08.008
https://doi.org/10.1016/J.CONTRACEPTION.2020.08.008
https://doi.org/10.1016/j.ssmqr.2022.100178
https://doi.org/10.1016/j.ssmqr.2022.100178
https://doi.org/10.1363/46E1614
https://doi.org/10.1016/J.CONTRACEPTION.2014.01.027
https://doi.org/10.1016/J.CONTRACEPTION.2014.01.027


qu’ils ne souhaitaient pas au moment de l’adop-
tion, 33% utiliseraient une méthode différente
s’ils le pouvaient et 37% mentionnent au moins
une forme d’utilisation d’une méthode non pré-
férée. Beaucoup de femmes citent les obstacles
au niveau des établissements de santé, par exem-
ple le refus par les prestataires de leur donner leur
méthode préférée, comme les raisons pour les-
quelles elles utilisent une méthode non préférée.
La prévalence élevée d’utilisation d’une méthode
non préférée reflète les entraves que les femmes
rencontrent lorsqu’elles cherchent à réaliser
leurs souhaits en matière de contraception. Des
recherches supplémentaires sur les raisons de
l’utilisation de méthodes non préférées sont
nécessaires pour promouvoir l’autonomie
contraceptive.

forma de uso de método no preferido. Muchas
mujeres citan las barreras en los establecimientos
de salud, como la negación de prestadores de ser-
vicios a proporcionarles su método preferido,
como razones para el uso de método no preferido.
La alta prevalencia de uso de método no preferido
refleja los obstáculos que enfrentan las mujeres
cuando intentan satisfacer sus deseos anticoncep-
tivos. Para promover la autonomía anticoncep-
tiva, se necesitan más investigaciones sobre las
razones para usar métodos no preferidos.
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