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ABSTRACT 

 

Introduction: This community-based, cross-sectional study aimed to identify the factors associated with 

postpartum family planning use among a cohort of women with recent caesarean delivery in a state with the 

lowest contraceptive use in Malaysia. Materials and Methods: A total of 281 women aged between 18-49 

years old who had caesarean delivery in government tertiary centres in Kelantan from January until April 

2017 were enrolled in this study. The study was conducted from January until April 2018. Women were 

selected through stratified random sampling with probability proportional to size. Data were collected 

through a validated structured questionnaire. The main outcome was binary (postpartum family planning use 

or non-use). The factors included socio-demographic details, reproductive history, previous contraceptive 

use, contraceptive health education received, knowledge, and social support. Simple and multiple logistic 

regression were conducted to identify significant determinants of postpartum family planning use. Results: 

The factors associated with postpartum family planning use included a secondary and below education level 

of women (AOR= 2.37, 95% CI (1.05, 5.34)), previous contraceptive use (AOR= 9.82, 95% CI (4.81, 20.06)), 

individual health education (AOR= 4.19, 95% CI (1.23, 14.30)), higher knowledge score (AOR= 1.12, 95% CI 

(1.03, 1.23)), and higher social support score (AOR= 1.09, 95% CI (1.03, 1.16)). Conclusions: here remains a 

need to enhance personalised contraceptive counselling in the primary care setting as well as to promote 

longer acting reversible contraceptive methods. 
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INTRODUCTION 

 

Postpartum family planning (PPFP), defined as the 

use of contraceptives within the first year after 

childbirth to prevent unintended and closely spaced 

pregnancies1, was deemed significant in achieving the 

United Nations Sustainable Development Goals 

related good health and wellbeing as well as gender 

equality.2 A previous study indicated that despite 65% 

of postpartum women preferring to space or limit 

childbirth, they were not using effective 

contraceptives within the first year following 

delivery.3 Previous data on the contraceptive 

prevalence rate among women in the general 

Malaysian population indicated stagnation for the 

past 35 years with only approximately 30% of women 

were using contraceptives4, with limited data 

available on postpartum family planning use. Women 

in Malaysia was found to practice traditional methods 
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using herbal preparations for contraception5 which 

may include use of Malay folk methods such as jamu.6 

 

Increasing trend in caesarean rates had been 

observed both globally and throughout Malaysia.7, 8 

Overall, one-fifth of women with previous caesarean 

delivery had closely-spaced pregnancy 9, 10 despite 

the recommendation that women should wait at least 

24 months before embarking on a subsequent 

pregnancy.11 Closely-spaced pregnancies among those 

with previous caesarean delivery placed them at 

higher risk of complications such as uterine rupture12 

and adverse perinatal as well as infant outcomes 

including preterm birth, low birth weight, and small 

for gestational age.9, 12, 13 These complications were 

attributed to maternal depletion syndrome, whereby 

women had not fully recovered from the preceding 

pregnancy to support a subsequent pregnancy. 13 The 

use of the lactational amenorrhea method (LAM) 

which was exclusively for postpartum women—was 

also compromised, as research has indicated that 

caesarean deliveries  negatively affect 

breastfeeding.14 Realising the importance between 

the rising trend in caesarean delivery and the need 

for PPFP use, this study aimed to determine the 

factors associated with PPFP use in a cohort of 

Malaysian women with recent caesarean delivery. 

 

MATERIALS AND METHODS 

 

Study design and participants 

 

This community-based, cross-sectional study involved 

primary data collection from January until April 2018 

among women who had caesarean delivery in 

government tertiary centres in Kelantan. Kelantan is 

in the north-eastern portion of Peninsular Malaysia. 

Notably, this area exhibits the lowest contraceptive 

prevalence in the country.15  

 

There are four government tertiary centres in 

Kelantan; Hospital Raja Perempuan Zainab II (HRPZ 

II), Hospital Universiti Sains Malaysia (HUSM), Hospital 

Kuala Krai (HKK), and Hospital Tanah Merah (HTM). 

Participants were enrolled from all these tertiary 

centres.  

 

Sample size was calculated using Power and Sample 

Size (PS) Software version 3.0 (two proportion 

formula).16 The parameters and values used to 

calculate the sample size; p0= probability of the 

factor in non-PPFP user23, p1= probability of the 

factor in PPFP user, m= ratio between non-PPFP and 

PPFP user= 0.523. The required sample size was 280 

after considering 20% probability of missing data. A 

sampling frame was formed from the list of women 

who had caesarean delivery from January until April 

2017 at each respective centre. Participants were 

selected through stratified random sampling with 

probability proportional to size with the strata being 

the tertiary centre where the participants delivered. 

All women in the extended postpartum period; within 

12 months after delivery, that underwent caesarean 

delivery in government tertiary centres in Kelantan 

from January until March 2017 were eligible for this 

study. Those who had caesarean hysterectomy during 

caesarean delivery, were illiterate, diagnosed with a 

psychiatric illness, or divorced were excluded. Those 

who resided outside of Kelantan and only returned to 

Kelantan to deliver were also excluded. 

 

The contact information of women who had 

caesarean delivery was obtained from each 

respective centre. Selected women were contacted 

and had the study protocol explained to them.Once 

they verbally agreed to participate in the study, a 

written informed consent form was delivered to their 

postal address. Subsequent interviewer-guided 

questionnaires were completed through a 20-minute 

telephone interview conducted by a single researcher 

to reduce inter-rater and information bias. 

 

This study was conducted in accordance with ethical 

principles and received ethical approval from the 

Ministry of Health Malaysia (NMRR-17-2674-38640) 

and Universiti Sains Malaysia (USM/JEPeM/17110592). 
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Primary outcome and variables 

 

The primary outcome was dichotomous (PPFP use and 

non-use). PPFP use was defined as occurring among 

those who initiated and continued the use of modern 

contraceptives within the first 12 months following 

childbirth. These include the use of an intrauterine 

device, condoms/spermicides, diaphragm/cervical 

cap, progestogen-only methods, combined hormonal 

methods, and sterilisation.3, 17 

 

According to the social ecological model, multiple 

influences served as determinants of health 

behaviour.18 Thus, this study included intrapersonal 

(individual), interpersonal, and organisational 

determinants. Socio-demographics (age, education 

level, employment status, and household income), 

reproductive history (age and duration of marriage, 

gravidity, parity, history of short birth spacing, 

mistimed, unwanted or induced abortion), previous 

contraceptive use, and knowledge operating at the 

individual level, social support at the interpersonal 

level, and contraceptive health education at 

organisational level.  

 

Health education included any combination of 

learning experience designed to help individuals or 

communities improve their health by increasing 

knowledge or influencing attitudes.19 Hence, 

contraceptive health education referred to self-

reporting of having received health education on 

contraception during the antenatal period, during/

immediately after delivery, or during the postpartum 

period either individually or in a group (with or 

without spouse involvement).  

 

Research tool and data collection 

 

This study utilised primary data collected through an 

interviewer-guided validated questionnaire in the 

Malay language 20. The questionnaire consisted of five 

parts: The first part encompassed socio-demographic 

details (age and education level of women and their 

husbands, employment status, and household 

income). The second part involved reproductive 

history (age and duration of marriage, gravidity, 

parity, history of short birth spacing, mistimed, 

unwanted or induced abortion, and previous and 

current contraceptive use). The third part covered 

contraceptive health education concerning the 

timing of health education, and whether it was 

conducted individually or involved the spouse. The 

fourth part involved contraceptive and reproductive 

health knowledge. The final part assessed the social 

support received by women. The Cronbach’s alpha 

coefficient for contraceptive knowledge was 0.78, 

for reproductive health knowledge was 0.71 and for 

social support was 0.86. The Cronbach’s alpha 

coefficient was more than 0.70 for these scales with 

adequate reliability which were applicable to the 

last two parts of the questionnaire used. 

 

There was a total of 20 questions regarding 

knowledge; two open-ended questions on women’s 

awareness of modern contraceptive methods, 11 

items on contraceptive knowledge and 7 items on 

reproductive health knowledge. Contraceptive 

knowledge questions related to the mode of actions 

and administration of various contraceptives. Items 

assessing reproductive health knowledge comprised 

of questions on the menstrual cycle, reproductive 

system physiology and pathology, including sexually 

transmitted infections and HIV. The options for 

these questions included ―true‖, ―false‖, or ―don’t 

know‖. The total score was 18; 1 point was awarded 

for the correct answer, while no score was provided 

for wrong or ―don’t know‖ answers. Knowledge was 

further categorised into ―good‖ (for those that 

scored above the 75th percentile), ―moderate‖ (for 

those that scored between the 50th and 75th 

percentile), or ―poor‖ (for those that scored below 

the 50th percentile). 

 

The final part (social support) contained seven items 
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that assessed perceived social support from the 

husband (three items) and peers (four items). A five-

point Likert scale was used; ―1: Strongly disagree‖, 

―2: Disagree‖, ―3: Neutral‖, ―4: Agree‖, and ―5: 

Strongly agree‖. The possible score ranged from 7 to 

35. The total score for each respondent’s perceived 

social support was calculated and categorised into 

―poor‖ (lower than the 50th percentile), 

―moderate‖ (50th to 75th percentile), and 

―good‖ (greater than the 75th percentile). 

 

Data analysis 

 

Data were entered and analysed using IBM SPSS 

version 24 software.21 Simple and multiple logistic 

regression analysis was performed to determine the 

factors associated with PPFP use. Simple logistic 

regression was used to select the preliminary 

variables associated with PPFP use. Variables with p-

value <0.25 or that were clinically relevant and 

important were included in the multiple logistic 

regression analysis. The preliminary main effect 

model was obtained after comparing models using the 

backward likelihood ratio (LR) and forward LR 

methods. Model fitness was tested using the Hosmer 

and Lemeshow goodness of fit test, a classification 

table, and the receiver operating characteristic (ROC) 

curve. The significance level was set at 0.05. 

 

RESULTS 

 

Study participants 

 

A total of 281 women between 12-15 months post-

caesarean delivery from government tertiary centres 

were included (Table 1). The mean (SD) duration 

postpartum was 12.4 (0.64) months. Nine women were 

already pregnant at the time of interview; one was 

due to method failure (pregnant while using an 

intrauterine device), one pregnancy was due to 

infrequent condom use (alternating between condom 

and the withdrawal method), three were using the 

withdrawal method, and one thought that she was 

protected through breastfeeding, while three were 

not using any contraceptive methods. 

 

The youngest respondent was 21 years old, and the 

maximum respondent age was 46 years old. Out of 

281 women, 87 (31%) were of advanced maternal age 

(35 years old and above).22 Most of the respondents 

received tertiary education (74%) and were 

employed (61%). The husbands of respondents were 

between 20 and 60 years old. The youngest age of 

marriage was 16 years old, and the latest was 35 

years old. Of the 281 women, 16 (5.7%) had 5 or 

more living children (i.e. grand multiparous). 

Although most of the respondents had tertiary level 

education (74%) and were employed (61%) with  more 

than 90% received contraceptive health education, 

only 19.2% obtained a good knowledge score. Less 

than one-quarter (22.4%) perceived receiving good 

social support from husbands and peers. Nearly two-

thirds (65.5%) of respondents were using postpartum 

family planning, with contraceptive pills and 

condoms being the two most popular methods. 

Similarly, contraceptive pills and condoms were the 

main methods used among those who had experience 

in using a contraceptive method. Among those of 

advanced maternal age, 58 (66.7%) were using PPFP. 

Approximately 20% of respondents who were grand 

multiparous were not using any contraceptives. A 

total of 20 out of 50 respondents (40%) who were still 

breastfeeding their children were not using 

contraceptives. Less than half of respondents (44%) 

were aware of vasectomy as method of 

contraception. Most women received contraceptive 

health during their in-patient hospital stay when 

admitted for labour and delivery. 

 

Trend of postpartum family planning initiation 

 

The median (IQR) for time of initiation of postpartum 

family planning was 1.0 (3.0) month. Approximately 

30% initiated PPFP use within the first month, 53% 

initiated it within three months, and 61% initiated it 

within 6 months of delivery (Figure 1). 
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Table I: Description of women involved in the study (n=281) 

Variable Mean (SD) n (%) 

Tertiary centre 
 HRPZ II 
 HUSM 
 HTM 
 HKK 

    
136 (48.4) 
93 (33.1) 
28 (10.0) 
24   (8.5) 

Socio-demographic     

Age of women (year) 32.12 (5.09)   

Education level of women  
 Primary 
 Secondary 
 Tertiary 

  

  
2   (0.7) 
71 (25.3) 
208 (74.0) 

Employment status 
 Unemployed 
 Employed 

  
  

109 (38.8) 
172 (61.2) 

Age of husband (year) 34.25 (6.41)   

Education level of husband 
 No formal education 
 Primary 
 Secondary 
 Tertiary 

  

  
(0.4) 
(0.7) 

117 (41.6) 
161 (57.3) 

Household income (RM) 3000.00 (4500.00)a   

Reproductive history     

Age of marriage (years) 25.23 (3.48)   

Duration of marriage (years) 5.00 (6.00)a   

Gravidity 2.00 (2.00)a   

Parity 2.00 (2.00)a   

Number of living children (boys) 1.00 (2.00)a   

Number of living children (girls) 1.00 (2.00)a   

Birth spacing less than 2 years 
 Yes 
 No 

  
  

50 (17.8) 
231 (82.2) 

History of mistimed pregnancy 
 Yes 
 No 

  
  

60 (21.4) 
221 (78.6) 

History of unwanted pregnancy 
 Yes 
 No 

  
  

35 (12.5) 
246 (87.5) 

History of induced abortion 
 Yes 
 No 

  
  

12   (4.3) 
269 (95.7) 

Previous contraceptive use 
 Yes 
 No 

  
  

206 (73.3) 
75 (26.7) 

Previous contraceptive methods used b   206 (73.3) 

 Contraceptive pills   
 Male condoms 
 Injections 
 Intrauterine devices 
 Implants 

  

115 (55.8) 
71 (34.5) 
61 (29.6) 
12 (5.8) 
6 (2.9) 

Contraceptive health education     

Received health education 
 Yes 
 No 

  
  

256 (91.1) 
25   (8.9) 

Antenatal health education 
 Yes 
 No 

  
  

97 (34.5) 
184 (65.5) 
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Variable Mean (SD) n (%) 

In-patient health education 
 Yes 
 No 

    
171 (60.9) 
110 (39.1) 

Postnatal health education 
 Yes 
 No 

    
78 (27.8) 
203 (72.2) 

Child immunization visit health education 
 Yes 
 No 

    
146 (52.0) 
135 (48.0) 

Individual health education c 
 Yes 
 No 

    
238 (84.7) 
18   (6.4) 

Spousal involvement during health education c 
 Yes 
 No 

  
  

58 (20.6) 
198 (70.5) 

Aware of modern contraceptive methods d 
  

248 (88.3) 

 Contraceptive pills 
 Male condoms 
 Injections 
 Intrauterine devices 
 Implants 
 Bilateral tubal ligation  
 Vasectomy 

  241 (97.2) 
232 (93.5) 
245 (98.8) 
228 (91.9) 
231 (93.1) 
195 (78.6) 
109 (44.0) 

Knowledge score 
 Good (16-18) 
 Moderate (12-15) 
 Poor (0-11) 

12.00 (6.00)a 

  
54 (19.2) 
105 (37.4) 
122 (43.4) 

Social support score 
 Good (33-35) 
 Moderate (28-32) 
 Poor (0-27) 

28.00 (9.00)a 

  
63 (22.4) 
78 (27.8) 
140 (49.8) 

Current methods used     

 Postpartum family planning use   184 (65.5) 

  Contraceptive pills 
  Male condoms 
  Bilateral tubal ligations 
  Injections 
  Intrauterine devices 
  Implants 
  Mixed (pills+condoms) 

  

55 (29.9) 
45 (24.5) 
36 (19.6) 
31 (16.8) 
7  (3.8) 
5  (2.7) 
5  (2.7) 

 Non-users   97 (34.5) 

  Traditional methods e   67 (69.1) 

   Abstinence 
   Breastfeeding 
   Calendar method 
   Withdrawal 
   Herbal preparations 
    Jamu 
    Ubat tabib 

  

10 (10.3) 
28 (28.9) 
16 (16.5) 
33 (34.0) 
12 (12.4) 
10 (10.3) 
2 (2.1) 

  Not using any method   30 (30.9) 

a Median (IQR) 

b For those that used contraceptives, the total may be more than 100% (women may have experience with more      

than one method) 

c For those that received health education 

d For those that were aware of modern contraceptive methods, total may be more than 100% 

e Total percentage may be more than 69.1% (women may use a combination of traditional methods) 

characteristics (ROC) curve was 82.7% 

Con’t 
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Factors 

PPFP use 

Crude odds ratio 
(95% CI) 

Wald  
statistics 

(df) 
p-value No (n=97) Yes (n=184) 

Mean (SD) n (%) Mean (SD) n (%) 

Socio-demographic 
              

Age of women (year) 
31.85 
(4.58) 

  
32.27 
(5.35) 

  1.02 (0.97, 1.07) 0.45 (1) 0.504 

Education level of 
women** 
 Tertiary 
 Secondary and 
below 

  
  

  
79 38.0) 

18 (24.7) 
  

  
129 (62.0) 
55 (75.3) 

  
1 

1.87 (1.03, 3.41) 

  
  

4.17 (1) 

  
  

0.041 

Employment status* 
 Housewife 
 Working 

  
  

44 (40.4) 
52 (30.6) 

  
  

65 (59.6) 
118 (69.4) 

  
1 

1.52 (0.92, 2.51) 

  
  

2.68 (1) 

  
  

0.102 

Age of husband 
(year)* 

33.49 
(5.54) 

  
34.65 
(6.80) 

  1.03 (0.99, 1.07) 2.06 (1) 0.151 

Education level of 
husband 
 Secondary and 
below 
 Tertiary 

  
  

43 (36.4) 
53 (32.9) 

  
  

75 (63.6) 
108 (67.1) 

  
1 

1.18 (0.72, 1.94) 

  
  

0.43 (1) 

  
  

0.514 

Household income 
(RM)* 
  

3701.89 
(2680.73) 

  
4454.66 

(3388.18) 
  1.01 (1.00, 1.02) 3.35 (1) 0.067 

Reproductive history               

Age of marriage 
(year)* 

25.73 
(3.16) 

  
24.96 
(3.61) 

  0.94 (0.87, 1.01) 3.09 (1) 0.079 

Duration of marriage 
(year)* 

6.11 
(4.59) 

  7.31 (5.42)   1.05 (0.99, 1.10) 3.35 (1) 0.067 

Gravidity* 
2.25 

(1.33) 
  2.59 (1.65)   1.17 (0.98, 1.38) 3.10 (1) 0.078 

Parity** 
1.93 

(1.19) 
  2.30 (1.44)   1.24 (1.02, 1.52) 4.59 (1) 0.032 

 Boys* 
0.98 

(0.94) 
  1.20 (1.05)   1.26 (0.97, 1.63) 3.02 (1) 0.082 

 Girls 
0.95 

(0.82) 
  1.10 (1.14)   1.16 (0.90, 1.48) 1.30 (1) 0.253 

Birth spacing less 
than 2 years 
 No 
 Yes 

  
  

80 (34.6) 
17 (34.0) 

  
  

151 (65.4) 
33 (66.0) 

  
1 

1.03 (0.54, 1.96) 

  
  

0.01 (1) 

  
  

0.932 

History of mistimed 
pregnancy 
 Yes 
 No 

  
  

23 (38.3) 
74 (33.5) 

  
  

37 (61.7) 
147 (66.5) 

  
1 

1.24 (0.68, 2.23) 

  
  

0.49 (1) 

  
  

0.484 

History of unwanted 
pregnancy 
 Yes 
 No 

  
  

13 (37.1) 
84 (34.1) 

  
  

22 (62.9) 
162 (65.9) 

  
1 

1.14 (0.55, 2.38) 

  
  

0.12 (1) 

  
  

0.727 

History of induced 
abortion* 
 Yes 
 No 

  
  

7 (58.3) 
90 (33.5) 

  
  

5 (41.7) 
179 (66.5) 

  
1 

2.78 (0.86, 9.02) 

  
  

2.92 (1) 

  
  

0.088 

Previous 
contraceptive use** 
 No 
 Yes 
  

  
  

57 (76.0) 
40 (19.4) 

  
  

18 (24.0) 
166 (80.6) 

  
1 

13.14 (6.98, 24.74) 

  
  

63.72 (1) 

  
  

<0.001 

Table II: Simple logistic regression of factors associated with PPFP use (n=281) 
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Factors 

PPFP use 

Crude odds ratio 
(95% CI) 

Wald sta-
tistics (df) 

p-value No (n=97) Yes (n=184) 

Mean (SD) n (%) Mean (SD) n (%) 

Contraceptive 
health education 

  
            

Received health 
education 
 No 
 Yes 

  
  

10 (40.0) 
87 (34.0) 

  
  

15 (60.0) 
169 (66.0) 

  
1 

1.30 (0.56, 3.00) 

  
  

0.36 (1) 

  
  

0.547 

Antenatal health 
education* 
 No 
 Yes 

  
  

68 (37.0) 
29 (29.9) 

  
  

116 (63.0) 
68 (70.1) 

  
1 

1.38 (0.81, 2.33) 

  
  

1.40 (1) 

  
  

0.237 

In-patient health 
education 
 No 
 Yes 

  
  

38 (34.5) 
59 (34.5) 

  
  

72 (65.5) 
112 (65.5) 

  
1 

1.00 (0.61, 1.66) 

  
  

0.00 (1) 

  
  

0.994 

Postnatal health 
education 
 No 
 Yes 

  
  

72 (35.5) 
25 (32.1) 

  
  

131 (64.5) 
53 (67.9) 

  
1 

1.17 (0.67, 2.03) 

  
  

0.29 (1) 

  
  

0.590 

Child immunization 
visit health educa-
tion* 
 No 
 Yes 

  
  
  

53 (39.3) 
44 (30.1) 

  

  
  

82 (60.7) 
102 (69.9) 

  
  
1 

1.50 (0.91, 2.46) 

  
  
  

2.57 (1) 

  
  
  

0.109 

Individual health 
education* 
 No 
 Yes 

  
  

10 (55.6) 
77 (32.4) 

  
  

8 (44.4) 
161 (67.6) 

  
1 

2.61 (0.99, 6.89) 

  
  

3.78 (1) 

  
  

0.052 

Spousal involvement 
during health edu-
cation 
 Yes 
 No 

  
  
  

21 (36.2) 
66 (33.3) 

  

  
  

37 (63.8) 
132 (66.7) 

  
  
1 

1.14 (0.62, 2.09) 

  
  
  

0.17 (1) 

  
  
  

0.685 

Knowledge score** 
10.54 
(3.79) 

  12.49 (3.68)   1.15 (1.07, 1.23) 15.69 (1) <0.001 

Social support 
score** 
  

24.45 
(5.93) 

  28.30 (5.85)   1.12 (1.07, 1.17) 23.38 (1) <0.001 

*p-value <0.25      **p-value <0.05  

Within the month of delivery, 29.2% had commenced 

PPFP; out of which, 51.7% had female sterilisation 

done together with caesarean delivery, 23.0% had 

commenced contraceptive pills, 12.0% used DMPA 

injection, 4.8% had implants inserted while 2.7% had 

IUD placed. As 5.8% of the women had already started 

using condoms within the month of childbirth, this 

indicated an early resumption in sexual activity 

following the caesarean delivery. 

 

At one year, approximately 65% of women with recent 

caesarean delivery had commenced postpartum 

family planning use. Methods that were initiated early 

(within 6 months) included implants (80%) , injections 

(77%) and intrauterine devices (71%) instead of pills 

(65%) and condoms (51%). 

 

Significant factors  

 

The significant factors at univariable analysis with p-

value <0.05 were secondary and below level of 

education of women, parity, previous contraceptive 

use, knowledge score, and social support score. 

Employment status, age of husband, household 

income, age of marriage, duration of marriage, 

gravidity, number of boys, history of induced 

abortion, antenatal health education, child health 

visit health education, and individual health 

Con’t 
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education were also included in the multivariable 

analysis since their p-values were 0.05 ≤ p <0.25. 

From the multivariable analysis, factors associated 

with postpartum family planning use included 

secondary and below level of education of women 

(AOR= 2.37, 95% CI (1.05, 5.34)) previous 

contraceptive use (AOR= 9.82, 95% CI (4.81, 20.06)), 

individual health education (AOR= 4.19, 95% CI 

(1.23, 14.30)), higher knowledge score (AOR= 1.12, 

95% CI (1.03, 1.23)), and higher social support score 

(AOR= 1.09, 95% CI (1.03, 1.16)). Women who had a 

secondary and below level of education were twice 

as likely to use postpartum family planning than 

those with tertiary education. Those who had 

previously used contraceptives were nine times more 

likely to use postpartum family planning. Women 

who had been provided with individual health 

education were four times more likely to use 

postpartum family planning. Those who had higher 

knowledge and social support scores had a higher 

likelihood of using postpartum family panning than 

those who had lower scores. 

 

DISCUSSION  

 

PPFP use among women with recent caesarean 

delivery 

 

We discovered that 65% of respondents with recent 

caesarean delivery were using PPFP. This is contrary 

to findings among postpartum women in general, 

whereby only one-third of them were using  

contraceptives.3 Women that had caesarean delivery 

Figure 1:  Trend of postpartum family planning initiation 

after caesarean delivery (by month) 

were more likely to use contraceptives following 

deliveries attended by skilled birth attendants, 

which had been proven to enhance contraceptive 

use.23 Additionally, fear of subsequent pregnancy 

may lead women with recent caesarean delivery to 

use effective contraceptives to prevent pregnancy.23 

We determined that most respondents were using 

methods that were highly dependable on ―perfect‖ 

use, such as pills and condoms. 

 

PPFP initiation 

 

Early initiation of PPFP is essential, as some women 

may have their fertility return as early as 6 weeks 

postpartum 24, particularly if they were not 

lactating. Only 30% had commenced PPFP use within 

the first month, leaving the remainder at risk if they 

were not practicing the lactational amenorrhea 

method (LAM). Furthermore, women that underwent 

caesarean deliveries were more likely to have no 

intention to breastfeed, did not initiate 

breastfeeding, faced breastfeeding difficulties, and 

more likely to discontinue breastfeeding within the 

first year.14 Nonetheless, LAM only provides 

protection for up to 6 months following exclusive 

breastfeeding. As illustrated, early initiation was 

also significant since only a minor change in uptake 

was detected after four months following delivery. 

 

Factors of PPFP use 

 

Although previous research has indicated that 

women of higher socio-economic status; higher 

household income 17, 25, 26 and higher education level 

27 had a greater likelihood to use contraceptives, our 

findings indicated higher PPFP use among women 

with a secondary or lower education level. This 

indicated that other important determinants 

influenced PPFP use in our setting, such as previous 

contraceptive use, individual health education, 

knowledge, and social support—all of which had 

significant values in the results. Notably, previous 

contraceptive use prior to pregnancy significantly 
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Table III: Multiple logistic regression analysis of factors associated with PPFP use (n=281)  

Factors Adjusted OR (95% CI) 
Regression coef-

ficient (B) 
SE 

Wald stat 
(df) 

p-value 

Education level of women 
 Tertiary 
 Secondary and below 

  
1 

2.37 (1.05, 5.34) 

  
  

0.86 

  
  

0.42 

  
  

4.32 (1) 

  
  

0.038 
Previous contraceptive use 
 No 
 Yes 

  
1 

9.82 (4.81, 20.06) 

  
  

2.28 

  
  

0.37 

  
  

39.26 (1) 

  
  

<0.001 
Individual health education 
 No 
 Yes 

  
1 

4.19 (1.23, 14.30) 

  
  

1.43 

  
  

0.63 

  
  

5.24 (1) 

  
  

0.022 

Knowledge score 1.12 (1.03, 1.23) 0.12 0.05 6.47 (1) 0.011 

Social support score 
  

1.09 (1.03, 1.16) 0.09 0.03 9.34 (1) 0.002 

Constant= -6.19 

Forward LR method was applied 

No multicollinearity and no interaction 

Hosmer-Lemeshow test, p-value= 0.733 

Classification table 79.3% correctly classified 

Area under receiver operating  

influenced PPFP practice 17, 26, 28, as women with prior 

use had a better knowledge and attitude towards 

contraceptives.28  

 

Although it was hypothesised that knowledge greatly 

predicts PPFP use, this notion has not been included 

in most existing studies. Another dilemma is due to 

an inconclusive association; for example, research 

conducted in Ethiopia observed a significant 

association between knowledge and PPFP use 25, 

while another study performed in Uganda observed 

no significant association.26 Our findings agree with 

other studies conducted in Malaysia among women in 

the general population, whereby knowledge was 

found to significantly affect contraceptive use.20, 29 

Our study also supports additional findings that 

indicated a low level of knowledge among women in 

the general Malaysian population.20, 30 Despite most of 

the respondents (91%) self-declaring as having 

received contraceptive health education, nearly half 

of them (43%) had poor actual knowledge on the 

topic. Hence, individual health education 

significantly affects knowledge and PPFP use. As 

such, individual women would be able to make 

informed decisions on methods deemed most suitable 

through developing an awareness and understanding 

of various contraceptive methods with their 

respective mode of actions and administration, as 

well as knowledge on reproductive physiology and 

pathology. 

 

Notably, husbands, family, and friends served as 

major sources of influence and information for 

contraceptive use.25, 26 Our findings agreed with a 

previous study conducted among postpartum women 

in Cambodia, another Asian country, whereby social 

support was significantly associated with 

contraceptive use.31 Husbands, peers, and elders 

influenced contraceptive use with the strongest 

influence being from husbands31 since women’s 

compliance to their husband’s decisions were 

considered essential within the culture.32 

 

Strengths and limitations 

 

Although our study was cross-sectional, it provided 

insight into an Asian country with limited data on 

postpartum contraceptive use. The study design was 

acceptable as it allowed us to identify significant 

factors from the numerous variables included in the 

study, with adequate sampling being included based 

on our sample size calculation. Our study provides 

state-wide data on PPFP use among women with 

previous caesarean delivery in a setting with the 
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lowest contraceptive prevalence in the country using 

a validated instrument to assess knowledge and 

social support within the community. Although only 

women who had caesarean delivery in government 

tertiary centres were studied, the majority of 

caesarean sections took place at these centres. 

 

CONCLUSION 

 

Our study identified modifiable factors that 

influenced PPFP use, such as individual health 

education, knowledge, and social support. 

Additionally, we determined that most 

contraceptive health education took place within 

the in-patient setting. Thus, contraceptive 

counselling should be attempted at each contact 

with healthcare providers (especially the primary 

healthcare setting), as women had multiple contacts 

with these facilities (i.e. during antenatal follow-

ups, postnatal home visits, child health and 

immunisation visits). Moreover, an effort to include 

husbands during such individualised contraceptive 

counselling should be undertaken, as previous 

research has demonstrated that spousal support 

serves as a crucial component in promoting PPFP 

practice. Women with multiple risk factors such as 

advanced maternal age and grand multiparity should 

be offered a permanent method of contraception or 

longer-acting reversible methods. Additionally, 

longer-acting reversible methods should be 

promoted to enhance postpartum family planning 

initiation and use.  

 

Future research examining other determinants 

within the community and policy as well as in-depth 

assessment of contraceptive service delivery is 

needed to enhance postpartum family planning 

services. Identification of these determinants with 

subsequent strategic planning to augment 

contraceptive service uptake and compliance would 

gear Malaysia towards achieving the United Nations 

Sustainable Development Goals. 
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