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Abstract 
 

This study examined demographic and socioeconomic determinants of post-medical abortion contraceptive 
demand using data from 401 women who obtained medical abortion drugs at 21 pharmacies in Nakuru, 
Kenya, as part of the PMAC project pilot. A probit model was used to identify key factors. Although 60% of 
women initially chose to bundle abortion drugs with contraceptives, only 43% used contraception after self-
managed abortion. Socioeconomic factors such as effective demand, exposure to contraceptive promotional 
interventions, abortion decision-making, and prior contraceptive use significantly influenced post-abortion 
contraceptive uptake, alongside demographic factors like age, marital status, and education level. The 
findings highlight the multifaceted nature of contraceptive decision-making following self-managed 
abortion, shaped by both individual and contextual factors. The study concludes that aligning decision-
support strategies and targeted interventions may help increase contraceptive use post-abortion, informing 
policy and programmatic approaches in similar contexts. 

Keywords Medication Abortion, demand for contraception, community pharmacies, post medication abortion 
contraception and modern contraceptive prevalence rate 
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1.0 Introduction 

Low and middle-income countries continue to face persistent challenges with unintended pregnancies, leading to rapid 
population growth and increased incidences of unsafe abortion (Yazdkhasti et al., 2015).These challenges impose 
significant socioeconomic burdens, yet they also present opportunities to improve access to modern contraception for 
women and girls who wish to manage their fertility. Investing in contraception yields health, social, and economic 
benefits (Starbird, Norton and Marcus, 2016).Contraception is crucial for achieving Global Sustainable Development 
Goal (SDG) 3.1, which aims to reduce the maternal mortality ratio from the current 197 maternal  deaths per 100,000 
live births to fewer than 70 mortalities per 100,000 live births as desired by SDGs 3.1 for sustainable development 
(Khalil et al., 2023; United Nations , 2015).Beyond effectively reducing unintended pregnancies and maternal deaths 
due to pregnancy risks and unsafe abortion complications (Askew et al., 2024), contraceptives empower women to 
control the number and spacing of their children, thereby managing population growth. Globally, contraceptives have 
demonstrated clear health benefits. In 2022 alone, the use of modern contraceptive methods prevented over 141 
million unintended pregnancies, averted approximately 29 million unsafe abortions, and significantly reduced 
maternal mortality, saving nearly 150,000 lives.(Track20, 2022).To sustain better health outcomes, the World Health 
Organization recommends that contraceptive services be educational and comprehensive, allowing for the re-
evaluation of women's needs over time and addressing specific evolving need(World Health Organization, 2015) 

Improving access to contraception can significantly benefit countries by managing population growth (Speizer & 
Lance, 2015), which in turn supports economic and national development. By promoting planned pregnancies and 
appropriate birth intervals, contraception enables households to better allocate resources for education, health and 
meet their economic needs. This can lead to higher savings rates and improved quality of life at both household and 
national levels due to more manageable population growth. Conversely, sustained rapid population growth poses 
challenges for developing countries, straining public expenditure and undermining efforts to provide universal health 
care, eradicating poverty, ending hunger and malnutrition(Wilmoth et al., 2022). Beyond empowering women to reach 
their fullest potential in education (Starbird et al., 2016b) , empirical studies indicate that slower population growth 
reduces the costs associated with basic needs like education and sanitation. Furthermore, meeting women's needs for 
family planning enhances their educational and career opportunities, boosting economic growth(Singh S, 2012) . 

A rapidly growing population often results in increased resource consumption and greenhouse gas emissions, 
contributing to climate change (Guzmán, 2009). Climate change is considered a significant threat to economic 
development, especially for low- and middle-income countries, as it disrupts critical sectors like agriculture and 
tourism. Investing in programs that promote and expand contraception services can help manage rapid population 
growth, a key driver of climate change. By improving the use of modern contraception, women are empowered to 
determine the number, timing, and spacing of their pregnancies. This not only helps manage household fertility trends 
but also contributes to reducing greenhouse gas emissions, thereby helping to slow down climate change (Bongaarts 
& Sitruk-Ware, 2019). 

Kenya underscores the critical role that contraceptives play in enhancing health, social stability, and economic 
development. The country has established a comprehensive national contraception program in collaboration with 
various stakeholders to develop and implement policies and strategies aimed at increasing the modern contraceptive 
prevalence rate (mCPR), reducing maternal mortalities rates (MMR) and total fertility rate (TFR)(Aloo et al., 2023). 
These strategies, along with the expansion of contraceptive services in the private sector, have significantly improved 
contraceptive coverage in the last decade, increasing MCPR from 53% to the current 57%. As a result, the total fertility 
rate has decreased from 4.5 live births per woman to 3.5, and the maternal mortality rate has significantly reduced to 
149 per 100,000 live births(WHO et al., 2025).Despite considerable progress in enhancing contraceptive coverage in 
Kenya, there remains a considerable unmet need for contraception. Kenya's modern contraceptive prevalence rate 
(mCPR) does not meet the universal coverage objectives and Sustainable Development Goals, which aim for an mCPR 
of 64% among married women by 2030 and a maternal mortality rate (MMR) of 70 per 100,000 live births (United 
Nations, 2022) Furthermore, Kenya's total fertility rate (TFR) exceeds the global average of 2.2 births per woman. 

In Kenya, a significant unmet need for contraception results in 49% of all pregnancies being unplanned each year. Of 
these unplanned pregnancies, approximately 41% end in induced abortion, resulting in an estimated 464,000 induced 
abortions annually (Singh et al, 2013). In Kenya, abortion is permitted only to save the life of the mother (Government 
of Kenya (GOK), 2010).The inclusion of medical abortion drugs like misoprostol and mifepristone in Kenya's essential 
drug list has improved access through lower-tier healthcare channels(Kenya Ministry of Health, 2023).Additionally, 
the implementation of WHO self-care guidelines has empowered healthcare workers to support self-managed 
abortions, making community pharmacies a key access point for medical abortion (Ouma et al., 2023).However, there 
is still limited information about post-medical abortion contraceptive use in community pharmacies. These challenges 
primarily stem from the nature of pharmacists and pharmaceutical technologists training in Kenya, which is heavily 
focused on drug composition and the dispensing of medications, rather than on providing in-depth counseling to 
clients to promote demand (Reiss et al., 2016). Additionally, the business-oriented model of services provided by 
private pharmacists prioritize efficiency and profitability. This often aligns with the preferences of women seeking 
abortion services who value privacy and quick service over receiving detailed information. Consequently, this dynamic 
results in missed opportunities for essential contraceptive care following self-managed abortions that could lead to 
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another unintended pregnancy given the quick return to fertility (Liambila et al., 2010). Targeting women who have 
abortions using medication abortion pills from community pharmacies presents an opportunity to promote 
contraception demand and potentially improve the Modern Contraceptive Prevalence Rate (MCPR). This approach 
highlights why post-medical abortion contraception is considered a high-impact intervention in contraceptive care. 

Despite the high impact of post-abortion contraception in contraceptive care, most studies on this topic in Kenya are 
facility-based, and there is limited empirical evidence on the demand for contraceptive use following self-managed 
medical abortions. Available research indicates that various individual characteristics and sociodemographic factors 
can influence the demand for contraceptives after a medical abortion. These factors include age, marital status, income 
level, number of children, decision-making autonomy, exposure to contraceptive promotion interventions, and cost 
studies (Cherono, 2013; Okech, 2010). For instance, Moges (Moges et al., 2018) found that previous contraceptive use 
history, the woman’s education level, and marital status were significant factors in driving demand for contraception. 
Additionally, the study also found that women who accessed counselling interventions were 3.6 more likely to adopt a 
contraceptive method. Awoyemi and Novignon (Awoyemi & Novignon, 2014) in their facility-based study on demand 
for abortion and post abortion contraception found that a woman’s income and education level were significant factors 
in determining demand for both abortion and postabortion care. Nyarko (Nyarko, 2020)observes significant 
associations between modern contraceptive use and socioeconomic factors such as marital status, employment, 
education attainment, religion, age, and parity. Further, Nyarko (Nyarko, 2020)emphasized that depending on the 
context of contraception service delivery, contraceptive promotion and convenient location of contraception service 
delivery points have considerable positive influence on contraceptive uptake. Magalona (Magalona et al., 2022)  
highlights those contraceptive interventions, including counseling provided during abortion care, aid in informed 
decision-making and promote contraceptive use after the procedure. However, the findings indicate that accessing 
abortion services from a formal clinical source is significantly linked with higher rates of contraceptive adoption and 
lower discontinuation rates. Finally, Benson’s study of factors that promotes post abortion contraceptive use in Asia 
and Africa showed that contraception is a crucial component of quality comprehensive abortion care (Benson et al., 
2018). It identifies factors such as age, type of abortion, and first-trimester abortions as key determinants of 
contraceptive use following an abortion. The findings also demonstrate that high contraception uptake is achieved 
when it is provided at the time of abortion, when a wide range of contraceptive options are available, and when follow-
up support is offered to clients.  

This study aimed to evaluate how socioeconomic and individual characteristics affect the demand for contraceptives 
through community pharmacies following self-managed medical abortions in Nakuru County. With the high prevalence 
of self-managed abortions through community pharmacies, it's essential to understand the demographic and 
socioeconomic factors influencing contraceptive uptake. This knowledge will be crucial for enhancing post-abortion 
contraceptive delivery through pharmacies to better meet women's needs. Additionally, it will support government 
agencies in strengthening their oversight of the private sector's contraceptive ecosystem, ultimately improving last-
mile contraceptive coverage and maternal health outcomes. 

2.0 Methods 

2.1 Model Specification 

The model used in this study was adopted from the random utility theory (McFadden & Marcel K. Richter, 1990)  and 
Grossman’s demand for health (Grossman, 1972) to make a theoretical explanation of demand for post medical 
abortion contraception. Similar model specifications have been utilized in empirical literature by researchers in 
establishing determinants of demand for contraception (Awoyemi & Novignon, 2014; Cherono, 2013; Okech, 2010). 
The model postulates that women are consumers of contraceptive commodities and the decision to use contraception 
following medical abortion is modelled as a function of price/cost of contraception, the individual socioeconomic 
factors and demographic characteristics of the woman. After a first-trimester abortion, women quickly regain fertility. 
If they do not use contraception when resuming sexual activity, they face an increased risk of unintended pregnancies, 
which can significantly impact their overall health stock. Investing in contraception is a preventive health measure to 
enable women manage their fertility, prevent unintended pregnancies and mitigate the need for future abortion 
(Grossman, 1972). Thus, the decision to use (demand)contraceptive following medical abortion can be represented by 
an indirect utility function as shown in equation 1 below. 

  

Where Vj is the indirect utility to represent  use/demand for contraception by woman j. Pj represent the price of 
contraception service for woman j, Yj is the income of the woman, Ej is the effective demand which denotes when 
medical abortion drug is bundled with contraception at the time of pregnancy termination for woman j, Ij denotes the 
interventions promoting contraceptive use  for the woman j seeking contraception , S denotes sociodemographic 
variables such as age, education level, marital status among other factors that influence woman j decision making, and 
K is any other variable not represented but influenced  demand for contraceptive for woman j. Given these factors, 
women are rational in their decision making and seek to optimize utility from the use of contraception.  
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2.2 Empirical model  

In this study the demand for contraceptive use following medical abortion was defined as the likelihood of using a 
contraceptive method following medical abortion and the empirical model for the study  was fitted on the assumption 
that likelihood of a woman using a contraceptive method immediately after a medical abortion is believed to depend 
on several factors such as contraceptive promotional intervention targeting  woman seeking medical abortion, 
effective demand which is a proxy bundling contraceptive with medical abortion drugs at the point of medical abortion 
purchase, the actual age of the woman seeking medical abortion, marital status of the woman who is seeking medical 
abortion, highest education level of the woman seeking abortion, number of children alive, employment status, history 
of using contraception before index pregnancy , the log of the cost of medical abortion , income level of the woman 
seeking abortion and abortion decision making. The relationship between the likelihood of using a contraceptive 
method and the determined factors was represented in a linear equation as outlined below as outlined in Equation 2 
below. 

  

Where 𝑌𝑖 represent the demand for contraception following medical abortion for woman 𝑖 while𝑋𝑖 is the various 
individual characteristics and socioeconomic factors that determine use of contraception following medical abortion 
and 𝛽 is the coefficient of the various socioeconomic factors and individual characteristics that determine 
contraceptive use following medical abortion. 

We fitted the specific variables that represented the individual characteristics and socioeconomic factors that influence 
demand for contraceptive use following self- managed medical abortion into equation 1 and obtained an expanded 
form of the linear equation 3 as presented below. 

  

In the equation PMAC is the proxy for demand for contraception following medical abortion, Inter is a proxy for 
contraceptive promotional intervention of the woman seeking medical abortion, EDD is effective demand which is a 
proxy bundling contraceptive with medical abortion drugs at the point of medical abortion purchase, Age is the actual 
age of the woman seeking medical abortion, MS is a proxy for marital status of the woman who is seeking medical 
abortion, EDs  is a proxy for highest education level of the woman seeking abortion, NC is the proxy for number of 
children alive, ES is employment status, EUC is a proxy for ever use of contraception before index pregnancy , COA is 
the log of the cost of medical abortion while HHI is the income level of the woman seeking abortion. A detailed 
explanation of the variable’s definition as well measurement and interpretation are provided in table 1 

In this study, the demand for any short-term contraceptive method adopted by a woman following medical abortion 
was considered discrete. Either women use post medical abortion contraceptive (1), or they do not use contraceptive 
after medical abortion (0) thus a binary outcome. On this basis, the study adopted a probit model to estimate the 
likelihood of contraceptive use (demand) following a medical abortion. The chances of women using a contraceptive 
method following medical abortion is assumed to be dependent on several variables as expressed equation two below. 

  

Where, P is the probability that a woman will use contraception following medical abortion, 𝑌𝑖 denotes the dependent 
variable which is post medical abortion contraceptive use. 𝛽 is the regression coefficient to be estimated and represent 
marginal effect of the independent variable on the dependent variable while Xi is the vector of the descriptive variables 
(individual characteristics and socioeconomic variables) that influences uptake of post medical abortion contraceptive, 
Φ is the standard normal distribution function and 𝜀 being the error term. 

The study estimated and interpreted the marginal effect to determine the extent and sign of the coefficient of each 
independent variable. The marginal effect was obtained by differentiating equation 2 with respect to independent 
variables we get the probability density function as shown below in equation 5. 
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Table 1: variable descriptions 

Variable 
name  Variable description 

When the variable 
was assessed 

Expected 
coefficient sign 

PMAC 

Dummy variable for post medical abortion contraceptive use- 
Women reporting current FP use at the time of the survey which 
take 1 for use and 0 otherwise  Baseline data  

Outcome/dependent 
variable 

Inter 

Exposure to contraceptive promotional intervention.1 if respondent 
heard about one of the three interventions at the point of MA 
purchase and 0 if otherwise.   Baseline data  Positive 

EDD 

Effective demand for contraception. 1 if respondent obtained 
contraception with medical abortion in the same pharmacy where 
MA was purchased and 0 if otherwise.  Baseline data  Positive 

Age  Actual age of respondent categorized as  Baseline data  Negative 

MS 
Respondent marital status, categorized into single, married and 
separated.  Baseline data  Positive 

EDs  

Respondent highest educational level categorized as no education, 
primary education, secondary education and tertiary education. Baseline data  Positive 

NC 
Respondents number of children alive categorized in 0-1 child, 2-3 
children and 4+ children Baseline data  Negative 

ES  
Respondent’s employment status categorized as 1 employed and 0 
if otherwise Baseline data  Positive 

EUC  
Ever use of contraception is categorized as 1 if the respondent has 
ever used a contraception method and 0 if otherwise.  Baseline data  Positive 

ABD  

Women’s decision making on abortion, categorized as self -made 
decision, joint with partner or peer supported decision.  Baseline data  Positive 

COA Log of cost of medical abortion,  Baseline data  Positive 

HHW – 

 Respondent's Household wealth level computed using the Poverty 
Probability Index. In the study the HHW is categorized into high 
income household and low-income household based on wealth 
status.  Baseline data  Positive 

2.3 Data  

The data used for the analysis was drawn from the post medical abortion contraception (PMAC) project pilot survey 
in Nakuru county, targeting women who have self-managed medical abortion through pharmacy channels. The PMAC 
project is implemented in Nakuru county by Ipas in collaboration with Population Council and the Kenya Ministry of 
Health. Ipas collaborated with 21 pharmacies in Nakuru County to implement one of three contraception promotional 
interventions targeting women seeking abortion services. Nurse Nisa, a digital chatbot offering information on medical 
abortion and post-abortion contraception along with a referral list of pharmacies; a discount code intervention, which 
provided method-specific information and discounted pricing on contraception following medical abortion; and a peer 
support intervention, which offered personalized counseling and informational support on contraception after 
abortion. A description of these contraceptive promotion interventions is provided in table 2. 21 pharmacies were 
randomized into three intervention arms (7 pharmacies per arm), with each arm promoting contraceptive use 
following abortion through its unique approach. We utilized matched randomization based on subcounty and 
pharmacy Medical Abortion caseloads to ensure fair distribution of caseload across the pharmacies. Medical Abortion 
users were eligible for participation if they were aged 15-49 years and were married/cohabitating with their partner 
OR aged 18-49 years and unmarried OR aged 15-17 years and had assumed adult responsibilities (e.g., household 
headship, child-rearing, etc.) and purchased MA pills at one of the pharmacies included in the pilot. A total of 911 
Medical abortion clients were assessed for eligibility and recruitment with only 401 consenting for participation in the 
study representing a 44% participation rate. Ipas trained 7 female research assistants who  administered interviews 
at baseline targeting  women at the point of Medical abortion purchase at pharmacy or within 7 days of MA purchase 
and  a 30 day follow up interviews .The survey captured data on sociodemographic characteristics of participants, 
contraceptive use at pre-index pregnancy , experience at the pharmacy during medical abortion , exposure to 
contraceptive promotion  intervention , contraceptive use following medical abortion , cost of abortion. Baseline data 
was used for the analysis of this study.    
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Table 2: Description of Pharmacy based contraception promotion intervention 

Intervention name Nurse Nisa Peer support Discount code 

What it is Nurse Nisa, a digital chatbot 
offering information on 
medical abortion and post-
abortion contraception along 
with a referral list of 
pharmacies; 

Pharmacists collaborate 
with community 
mobilizers to offer 
personalized counseling 
and informational support 
on contraception after 
abortion. 

A discount code 
intervention, which 
provided method-
specific information 
and discounted pricing 
on contraception 
following medical 
abortion; and 

How it works Pharmacists introduce the intervention at the point of MA purchase 

Goal Promote demand /use of contraception following medical abortion 

2.4 Data processing, analysis and presentation 

The data obtained from the PMAC project was reviewed to ensure accuracy and completeness, with special attention 
given to verifying that all fields were correctly captured. Missing values for variables were imputed using mean 
substitution, and log transformations were applied where appropriate. The dataset was then coded into Stata files. We 
conducted diagnostic tests—including the Breusch-Pagan test, correlation analysis, and the Shapiro-Wilk test—which 
indicated no significant issues with the data. Using Stata version 14, we performed a probit regression analysis and 
estimated the marginal effects of the explanatory variables to assess the relationship between demand for 
contraceptive services and individual characteristics as well as socioeconomic factors, in line with the study's objective. 
The results from the analysis were presented descriptively in tables, along with the marginal effect outputs. 

2.5 Ethical Consideration 

 Ethical clearance for the PMAC project pilot study was obtained from Amref Ethics and Scientific Review Committee 
(ESRC) approval no ESRC P804/2020 and a research license from the National Commission for Science Technology 
and Innovation (NACOSTI), License no: NACOSTI/P/20/6757.The study obtained data use permission from Ipas and 
the Population Council for the analysis of the pilot data. Additionally, ethical clearance and a waiver of informed 
consent were granted by the Kenyatta University Ethics Review Committee under approval number PKU/3191/14013. 
A research permit was also obtained from NACOSTI under approval number NACOSTI/P/25/416028. 

3.0 RESULTS 

3.1 Descriptive statistics      

A total of 401 women participated in the study, with the majority being young women (32%), followed by young adults 
(28%) while adult women, older women and adolescents accounted for 23%, 14% and 3% respectively. Among the 
participants, 51% were single, while 35% were married; the remaining 14% were either divorced, separated or 
widowed. Notably, 96% of the women were classified as having low-income status. Most study respondents reported 
having given birth to at least one child. Most respondents were engaged in income-generating activities through formal 
employment or personal businesses, while about 36% were not involved in any form of employment or income 
generation. Educational attainment varied, with 8% of the women having no formal education, 29% having completed 
primary education, 47% having completed secondary education, and 16% having attained tertiary education. Most 
respondents indicated that they made the decision to have an abortion independently, while 13% reported making the 
decision jointly with partners, and 3% reported being influenced by peers in their decision to terminate a pregnancy. 

Table 3 presents the socio-economic and demographic characteristics of the 401 participants as well as the associated 
percentages of the variables used in the study.  
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Table 3 Descriptive statistics (N=401)  

Demographic and Socioeconomic factors Respondents Percentage % 

Age of women  

Adolescents (10-19 Yrs) 11 3 

Young women (20-24 Yrs) 129 32 

Young Adults (25-29 Yrs) 112 28 

Adult Women (30-34 Yrs) 93 23 

Older Women (35+) 56 14 

Marital status 

Single women 204 51 

Married women 139 35 

Separated/Divorced 58 14 

Widows 2 5 

Highest Education Status 

No Education 32 8 

Primary Education 118 29 

Secondary Education 188 47 

Tertiary Education 63 16 

Employment status 
Not Employed 257 36 

Employment 144 64 

Household Income 
Low HH income 384 94 

High HH Income 17 4 

Medical abortion decision 
making 

Self 338 84 

Both (respondent and Partner) 50 13 

Other (peer influence) 13 3 

Number of children alive 

1- (0-1 child) 134 61 

2- (2-3 children) 243 32 

3- (over 4 children) 24 6 

Effective Demand  Contraceptive bundled with MA 238 59 

Exposure to Intervention Contraceptive intervention 212 53 

Cost of Abortion Cost of medical abortion Log of the cost 

3.2 Trends in Contraceptive use among women who self -manage medical abortion 

Figure 1 below indicates that out of the women who purchased medical abortion (MA) drugs, 238 (60%) chose to 
bundle them with a contraceptive method at the time of purchase when offered. Pharmacists bundled MA with FP to 
sell additional products while the clients seeking MA. As shown in Table 3, only 174 (43%) women reported current 
use of contraceptive at baseline. Additionally, only 212 (53%) of the women reported being exposed to a contraception 
promotional intervention at the pharmacy during their MA drug purchase.  
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3.3 Demand for Post medical abortion contraception 

Table 4 shows that five of the explanatory variables were statistically significant at 5% in explaining the variation in 
demand for contraception following medical abortion in Nakuru. Exposure to contraceptive intervention, Effective 
demand, marital status and abortion decision making were significant in explaining variation in demand for 
contraception following medical abortion at 1% significant levels. The coefficient of marginal effects of Effective 
demand, marital status and Abortion decision making were all positive while the coefficient of the exposure to the 
intervention was negative. Additionally, Age of the woman was significant in explaining variation in demand for 
contraception following medical abortion at 5% significance levels. 

Table 3: Probit model of socioeconomic and demographic determinants of contraception following medical 
abortion 

4.0 DISCUSSIONS 

Based on the results of the marginal effect analysis, effective demand emerged as the most significant determinant of 
contraceptive use. The marginal effect of effective demand was 0.49, indicating that women who obtained both medical 
abortion drugs and a contraceptive method together were 49% more likely to report current use of contraception 
following medical abortion. Bundling a contraceptive method with medical abortion provides a convenient and 
accessible opportunity for women to discuss and initiate contraception immediately afterward. This is crucial, as 
fertility returns quickly following abortion, and starting contraception soon after can help prevent unwanted 

90.20%

59.40%

43.40%

0.00%
10.00%
20.00%
30.00%
40.00%
50.00%
60.00%
70.00%
80.00%
90.00%

100.00%

Contraceptive use
pre- index
pregnancy

Reported bundling
with MA at
pharmacy

Demand(reported
current use after

MA

Contraception use behavior of women seeking medical abortion 
through pharmacy channels

 Dependent variable  Contraception following medical abortion 

 Explanatory variables dy/dx Std. Err.  z P>z [95% Conf. Interval] 

Intervention *-0.2610789 0.041786 -6.25 0 -0.342977 -0.17918 

Effective Demand for FP *0.4855824 0.030388 15.98 0 0.426023 0.545142 

Age **-0.0582735 0.025068 -2.32 0.02 -0.107406 -0.00914 

Marital status *0.0842565 0.032876 2.56 0.01 0.019821 0.148693 

Education status ***0.0524451 0.026893 1.95 0.051 -0.000264 0.105154 

Number of Children alive -0.0041112 0.044811 -0.09 0.927 -0.09194 0.083717 

Employment status -0.0096891 0.045735 -0.21 0.832 -0.099328 0.07995 

Ever used a contraceptive method ***0.1378036 0.075015 1.84 0.066 -0.009222 0.284829 

Abortion decision making *0.1701999 0.04586 3.71 0 0.080316 0.260083 

Cost of abortion 0.0135077 0.052495 0.26 0.797 -0.08938 0.116395 

Household Income level  0.0497201 0.106304 0.47 0.64 -0.158631 0.258071 

* Significance at 1% level while ** significance at 5% level  
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pregnancies. Further, the significance of this practice has been supported by previous empirical studies such as 
Gemzell (Gemzell-Danielsson et al., 2014) and Argent (Kim et al., 2021) that suggest that safe abortion providers hold 
an ethical responsibility for provision of accurate information and offering multiple choices, but no pressure or 
obligation for uptake. This could help mitigate coercive contraceptive care especially for women seeking abortion 
through pharmacy channel. Although these are regional findings, the finding is further confirmed by recommendations 
by Kenya MOH (Kenya MOH, 2019) that aligns with the local context for post medical abortion contraception need. 

Further, the study reveals that the second most important determinant of demand for contraception following medical 
abortion is exposure to contraceptive promotion interventions, with a marginal effect of -0.26. Although the negative 
association was unexpected, it suggests that women who were exposed to at least one contraceptive promotion 
intervention at the point of medical abortion were 26% less likely to use contraception afterwards. While such 
interventions are typically intended to increase contraceptive use, this unexpected result may be attributed to 
interventions not addressing women’s specific post-abortion contraceptive needs and priorities. This finding aligns 
with (Mwadhi et al., 2023) study conducted in Kenya, which suggests that many young women avoid contraception 
after abortion care due to a desire for their bodies to rest after the procedure. Other factors may also influence post-
abortion contraceptive decision-making and uptake rates. This finding is confirmed by Baynes’s study (Baynes et al., 
2020) that emphasizes the necessity for integrating contraception intervention within abortion care, including tailored 
counseling to empower clients on fertility preferences and improve contraceptive uptake rates. 

The results indicate that decision-making around abortion was a significant factor in determining the demand for 
contraception following a medical abortion. Notably, many participants reported making the decision to have an 
abortion without their partner’s involvement. The marginal effect was positive at 0.17, suggesting that women who 
received support from spouses or peers when deciding to terminate a pregnancy were 17% more likely to use 
contraception after the abortion compared to women who made the decision independently. The significance of this 
finding is supported by Sarnak study (Sarnak et al., 2021) in Uganda which underscored the complexity of 
contraceptive use as a socially and interpersonally governed behavior, beyond merely a health decision thus partners 
approval and social support is very important in consistent method use. Partner support and open dialogue can be 
seen as predictors of successful and continued use of contraception. 

Ever use of contraception was a significant determinant of use of contraception following medical abortion. This took 
the values of one if the woman had previously used a contraception method prior to the index pregnancy and zero if 
otherwise. The marginal effect was positive 0.13 which implies women who had used contraception before the index 
pregnancy had 13% higher likelihood of using contraception as compared to women with non-previous contraceptive 
use. The significance of ever use of contraception on post medical abortion contraception demand is confirmed by 
Bizuneh and Azeze (Bizuneh & Azeze, 2021) study conducted in eastern Africa that established that past behaviors 
related to contraceptive use can influence future family planning decisions including demand for contraception 
following medical abortion. Additionally, this could highlight areas for intervention by contraception service provider 
to enhance post abortion contraception use outcomes. 

The results show a correlation between education attainment and post medical abortion contraception with women 
who have completed at least primary education having a 5% higher likelihood of adopting contraceptive methods 
following a medical abortion compared to women without educational attainment. The importance of education in 
influencing contraception demand is supported by studies such as Waiz (Waiz, 2000) that suggest increasing women's 
access to education is pivotal in enhancing reproductive health outcomes and driving socioeconomic development in 
less-developed countries. Educational attainment often leads to increased use of modern contraceptive methods, 
contributing to lower fertility rates as well as alleviating the strain on resources and improving maternal and child 
health outcomes. Furthermore, a study by Woldeamanuel (Woldeamanuel et al., 2023) confirms that education 
enhances mothers' understanding and access to contraceptive methods. 

Marital status had a positive marginal effect of 0.08 on the demand for contraception following a medical abortion. 
This implies that married women are 8% more likely to use contraception after undergoing a medical abortion. 
Married women may be particularly motivated to consider contraception because of the immediate return of fertility 
and the potential quick resumption of sexual activity. Additionally, they often engage in sexual activity more frequently 
and may rely on their partner’s financial support, further increasing the importance of managing household fertility. 
The finding is confirmed by (Mankelkl et al., 2024) study that notes positive correlation with the use of modern 
contraceptives following abortion. 

Age of the woman was significant in influencing demand for contraception following medical abortion. The coefficient 
of the marginal effect was negative 0.06, this implies that adolescent and young women were 6% less likely to use 
contraception following medical abortion compared to adult women. The finding is confirmed by (Daniels & Abma, 
2017)  that indicates the usage of contraception is notably higher among women aged 25 to 44, compared to those 
below 25. This is further confirmed by Forty’s study (Forty et al., 2021) in Malawi that demonstrated a trend of 
increasing demand for contraception as women age. Additionally, adolescents and young women perceive 
contraceptive use as promiscuity, which could negatively impact demand and use after medical abortion compared to 
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adult women. Lack of adequate financial resources could also impact the use of contraception following medical 
abortion. 

All variables exhibited the expected coefficient sign of the marginal effects, except for exposure to the intervention and 
employment status, which showed a negative influence on contraceptive use following a medical abortion. The log for 
cost of abortion, number of children alive, household income and employment status were not statistically significant 
in explaining variation in demand for contraception following medical abortion.   

5.0 CONCLUSION 

The findings indicate that several factors significantly influence contraceptive uptake following medical abortion 
among women. These include exposure to contraceptive promotion at the time of purchasing medical abortion drugs, 
bundling contraception with abortion drugs, age, marital status, educational attainment, previous contraceptive use, 
and involvement in abortion decision-making. However, it is essential that interventions align with women’s priorities 
and preferences to achieve better contraceptive outcomes. The study also highlights the complexity of contraceptive 
behavior after medical abortion, shaped by socioeconomic context, exposure to interventions, and personal decision-
making dynamics. This underlines the need for approaches that prioritize women’s needs and support informed 
choices. Effective demand-generation strategies and decision-making support are critical to enhancing contraceptive 
uptake. The findings suggest policy initiatives should focus on integrating contraception promotion within abortion 
services, as well as tailoring educational and decision-making supports to different demographic groups—particularly 
adolescents and young women, who showed lower rates of contraceptive adoption. The study further advocates for 
the inclusion of abortion and contraceptive services in Universal Health Coverage and sexual and reproductive health 
(SRH) packages, as comprehensive services have proven to be more affordable and provide broader access to 
necessary health information and services. By expanding accessibility and developing targeted communication 
strategies, the study supports ethical incorporation of contraceptive counseling through pharmacies and within 
medical abortion services, ultimately improving reproductive health outcomes and reducing subsequent unintended 
pregnancies. 

5.1 Limitation of the study. 

The study has several limitations that constrain our ability to draw causal conclusions from the analysis. First, the pilot 
tool did not capture participants’ monthly income, household expenditure on contraception, or the actual price of post-
abortion contraception, even though these financial factors are important determinants of demand; instead, we used 
the log values of abortion cost as a proxy for contraception price, which may have introduced measurement error and 
bias into our estimates. Additionally, the lack of data on household or women’s income, contraception expenditure, 
and actual contraception costs limit our understanding of how financial constraints and budget considerations shape 
women’s decisions regarding contraception demand. Expenditure data could have reflected underlying health needs 
and priorities driving contraception use. Secondly, the absence of a comparison group limits our capacity to control 
confounding variables and to attribute observed associations directly to the interventions promoting demand for 
contraception, as unmeasured group differences may account for these findings. Lastly, the delivery of interventions 
by different agents, such as community mobilizers and chatbot who were not directly involved in participants’ abortion 
experiences—may have influenced both intervention uptake and subsequent post-abortion contraception use, further 
complicating efforts to isolate the effects of specific intervention components. Collectively, these limitations, along with 
the absence of qualitative insights from users, highlight the need for more comprehensive data collection and study 
design in future research to better inform causal inference and to more fully understand the determinants of post-
abortion contraception uptake. 
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