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Abstract  Despite global commitments of policy 
makers to improve maternal health through capacity 
strengthening and provision of high-quality reproductive 
health services, family planning services still face great 
challenges in Africa. A nationwide cross-sectional study 
conducted in 2019 in Benin involving health facilities 
showed gaps in Knowledge Attitudes and Practices (KAP) 
in meeting family planning guidelines. A total of 446 
health providers were interviewed. Data analysis relied on 
the calculation of tertiles and chi-square tests were 
computed to assess the differences at 5% level of 
significance. Results reveal that most health providers 
(92.9%) showed a good knowledge of the standard 
guidelines of FP, one fourth (23.4%) showed a wrong 
knowledge of the advantages and about half (51.6%) of 
them lacked extended knowledge of FP methods. Results 
also underscore discrepancies between most providers’ 
attitudes and existing FP guidelines which were in line with 
the inadequate practices showed by half of respondents. 
Results underscore the need for the development and 
implementation of basic training programs and capacity 
strengthening interventions toward health providers in 

order to improve performances of FP services in Benin. 

Keywords  Benefits, Family Planning, Guidelines, 
Training 

1. Introduction
Every year, nearly 800,000 women of childbearing age 

die from pregnancy, childbirth and postpartum 
complications worldwide [1]. The African continent, 
particularly sub-Saharan Africa, has the highest maternal 
mortality ratio (MMR) worldwide, equivalent to 2.5 times 
the global MMR and 38 times that of high-income 
countries [2-4]. The direct causes of these deaths, most of 
which are preventable, are haemorrhages, eclampsia, 
infections, and complications of abortion. Indirect causes 
contribute to 30% of these deaths [5]. Family Planning (FP) 
has been proven to be one of the most effective strategies 
for reducing maternal mortality. It is an essential or 
primary prevention strategy that is effective in reducing 
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maternal deaths from induced abortion [6]. Although 
relatively high globally, the contraceptive prevalence rate 
is low in West Africa and shows great disparities. In 2015 it 
was 64% globally, 71% in low- and middle-income 
countries, 63% in high-income countries and 28% in West 
Africa [7]. According to Benin Demographic and Health 
Surveys, modern contraceptive prevalence rate among 
women aged between 15 and 49 years living in union 
increased from 3% in 1996 to 6% in 2006, 8% in 
2011-2012 and 12% in 2017-2018. Despite this gradual 
improvement, FP remains underutilized, with 32% of 
unmet need in 2017-2018 [8]. This reflects the situation in 
most sub-Saharan African countries over the last two 
decades, where overall contraceptive demand is about 36% 
to 45%, compared to a satisfaction rate of 5% to 12% [9]. 

Determinants of low contraceptive use include: the 
quality of services provided by health care providers, lack 
of information or counselling, lack of confidentiality, 
requirement of spousal or parental permission, high cost of 
services, accessibility (geographic and economic) to health 
facilities, limited choice of contraceptive methods, 
inconvenient opening hours, discomfort and difficulty in 
use, partner opposition, fear of social disapproval, and side 
effects [7, 10]. 

Faced with this situation of low utilization, several 
interventions have been initiated in Benin, such as the 
development of FP guidelines, strengthening providers' 
skills, securing contraceptive products, awareness and FP 
delivery campaigns, etc. [7, 10]. This package of 
interventions has probably contributed to some 
improvement in the use of FP services. 

Although the stakes of the "safe motherhood" advocated 
by the public authorities in Benin are concerned with the 
supply and demand side of sexual and reproductive health 
services, this article focuses on the supply-side particularly 
FP services, which is relatively under-documented in 
Benin even though it appears to be as important as the 
demand to guarantee responsible sexual and reproductive 
health of the population. The paper aimed at identifying 
and examining the gaps in knowledge, attitudes and 
practices of service providers in reducing high maternal 
mortality rates in Benin. 

Within the framework of RH/FP service delivery, there 
are guidelines for training health care providers to meet the 
RH/FP needs of the population. These requirements from 
health care providers are primarily underpinned by their 
KAP regarding the RH/FP guidelines around which they 
are expected to be trained. The main limitation of such 
approach is the availability of quality SR/PF inputs or 
products and their accessibility to anyone who wishes to 
benefit from them. But to move forward in the care 
pathways, providers need to have levels of knowledge and 
practice that are consistent with the guidelines in their 
sector.  

Benin’s national FP policy aimed to equip health 
providers with necessary skills to master the country’ 

fertility reduction strategies in order to increase their 
productivity to contribute to the country’s sustainable 
development. Family planning, delivery assisted by skilled 
health personnel, emergency obstetric and neonatal care, 
was well documented to be the key pillars for the maternal 
and neonatal reduction. However, related indicators still 
showed major gaps. Key causes identified were: the low 
availability of contraceptives at the service delivery points, 
the lack of qualified health personnel for service delivery, 
and the insufficient quality of FP services. To fill these 
gaps, Benin’s Ministry of Health set up an effective 
training tool package commonly called standard guidelines 
in FP. It aimed at educating health providers on training 
and provision methods in contraceptive technology in 
order to get them adapt to development in the field [10]. 
We found it useful to review health providers’ 
understanding in the implementation of the standard 
guidelines. 

2. Materials and Methods 

2.1 Type of Study, Sampling and Data Collection 
Technique 

The study used secondary data collected by the Institut 
Régional de Santé Publique Comlan Alfred Quenum 
(IRSP/CAQ) on behalf of the Country Office of the World 
Health Organization and the Ministry of Health in July 
2019 [11]. The data was based on KAP of health providers 
on Family Planning (FP) and abortion care in Benin. From 
the database, FP data were extracted from the corpus of the 
present analyses. A section of the questionnaire collected 
information on the availability of SRH/FP services and the 
KAP of health care providers. The target population 
considered was composed of all the FP health care 
providers operating in the health facilities investigated. 
They were mainly midwives, nurses and health care 
assistants. Medical Doctors and other SRH/FP specialists 
were interviewed using an interview guide. The study took 
place at all levels of the health care system in Benin. The 
reference hospitals (CNHU-HKM and CHU-MEL) were 
selected at the national level. At the intermediate level, all 
five Departmental Hospital Centres (CHD) were selected. 
At the peripheral level, Benin's 34 health zones have been 
targeted. In each health zone, the Zone Hospital was 
selected. In addition, two Commune Health Centres 
(CSCs), two District Health Centres (DHCs), and two 
private clinics/clinics were randomly selected. 

2.2. Analysis of the Data 

The data collected on paper were entered under Epidata 
and analysed with Stata 11. Central tendency and 
dispersion parameters were used to compute some 
indicators. The Knowledge and Attitudes (KA) of health 
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care providers were assessed with composite indicators 
from the FP guidelines of the Ministry of Health [12] 
which served as a reference for the study. A composite 
indicator of in-depth FP knowledge was defined, gathering 
the knowledge of FP methods as well as the specific side 
effects associated with each method. The tertiles of the 
indicators were used as a threshold for assessing KA. Thus, 
a health care provider is considered with a "very good KA" 
if the average value of his scores is greater than or equal to 
the 2nd tertile; a "good KA" if the average value of the 
scores is between the 1st tertile and the 2nd tertile and a "bad 
KA" if this value is less than the 1st tertile. With regard to 
practices, all useful gestures required by national 
reproductive health guidelines were considered. Therefore, 
a provider has a good FP practice if he/she complies with 
the required FP guidelines. In all other cases, the provider's 
FP practice is poor. The Chi-Square test of independence 
was employed to determine if there is a significant 
relationship between each independent variable and the 
dependent variable. The null hypothesis (H0) for 
Chi-Square assumes that there is no association between 
the two variables while the alternative hypothesis (H1) 
assumes that there is an association between the two 
variables. For example, to examine whether health 
providers’ attitudes towards major side effects is 
significantly associated with their education level, the null 
hypothesis should be “There is no association between 
health providers’ attitudes toward major side effects and 
their education level” while the alternative hypothesis 
would be “health providers’ attitudes toward major side 
effects is significantly associated with their education 
level”. The critical value for the chi-square statistic 
determined by the level of significance is set 5% in this 
study. The null hypothesis is accepted if the computed 
statistic is greater than the level of significance and rejected 
(meaning H1 is accepted) otherwise (see appendix for 
some screenshots for statistical analyses). 

3. Results 

3.1. Profile of Respondents 

A total of 446 FP providers were surveyed. As shown in 
Table 1, the majority of respondents were midwives 
(74.7%), with an average age of 38.0 ± 8.5 years. More 
than half of them (57.2%) had high school education and 
41.9% higher education, and 68.4% were living in urban 
areas. 

Table 1.  Socio-demographic characteristics of respondents to the KAP 
survey on FP in Benin in 2019 (n = 446) 

Variables Categories Percentage Numbers of 
respondents 

Sex 

Female 95.5 426 

Male 4.0 18 

No specified 0.5 2 

 < 25 5.2 23 

 25-34 26.5 118 

 35-44 50.0 223 

Age (in year) 45 et + 17.9 80 

 No specified 0.5 2 

 High School  57.2 255 

Education level Tertiary 
Education 41.9 187 

 Not specified 0.9 4 

 Midwives 74.7 333 

 Surgeons  0.2 1 

Qualification General 
practitioner  0.2 1 

 Certified nurse 7.9 35 

 Health nurse 10.3 46 

 Health care 
assistants 6.7 30 

Place of 
residence 

Rural 29.2 130 

Urban 68.4 305 

Not specified 2.5 11 

3.2. Training on Family Planning 

Figure 1 showed the distribution of respondents who 
were reported to have or not have received FP training. It 
shows that half (51%) of the claimants surveyed had not 
received any training in FP in the preceding three years of 
the survey. 

3.3. Service Providers' Knowledge of FP 

The knowledge of the health providers surveyed on FP 
rights, components, stages and benefits of FP is 
summarized in Figure 2. This figure shows that knowledge 
on the different aspects of FP was good overall and more 
specifically in terms of knowledge of FP components 
(92.9%), stages (85.5%), benefits (76.6%) and FP rights 
(77.1%). Providers in health centres had better knowledge 
of FP stages than those in hospitals (p = 0.005). 
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Figure 1.  Distribution (%) of respondents who have or have not received FP training in the last three years in Benin's 34 Health zone in 2019 

 

Figure 2.  Distribution (%) of providers according to their knowledge of different aspects of FP in Benin in 2019 
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Figure 3.  Distribution (%) of providers according to their in-depth knowledge of FP methods in Benin toward sex and age in 2019 

Table 2.  Distribution of providers according to their attitudes in different FP situations in Benin in 2019 

Characteristics of 
healthcare 
providers 

Systematically 
recommend 

postpartum FP 
(n = 441) [95% CI] 

Systematically 
offers post-abortion 

FP  
(n = 442) [95% CI] 

Attitude towards minor 
side effects 

(n = 413) [95% CI] 

Attitude towards 
major side effects 

(n = 400) [95% CI] 

Attitude towards a 
client at risk of STI / 

HIV / AIDS (n = 434) 
[95% CI] 

No (%) Yes (%) No (%) Yes (%) Bad (%) Good (%) Bad (%) Good 
(%) Bad (%) Good (%) 

Sex  P=0.043 [0.25 – 
7.94] 

P=0.890 [-2.36 – 
2.40] P=0.200 [-2.24 – 5.52] P=0.144 [1.53 – 2.73] P=0.752 [-2.13 – 

2.33] 
Female 42.5 57.5 48.3 51.7 71.1 28.9 86.7 12.3 73.0 27.0 
Male 66.7 33.3 50.0 50.0 56.3 43.8 100.0 0.0 76.5 23.5 

Age (year) P=0.750 [-3.71 – 
6.14] 

P=0.374 [-2.22 – 
8.46] P=0.755 [-4.03 – 6.42] P=0.895 [-4.06 – 

5.27] 
P=0.089 [0.55 – 

12.47] 
< 25 43.5 56.5 34.8 65.2 61.9 38.1 90.0 10.0 82.6 17.4 

25-34 45.7 54.3 53.5 46.6 73.2 26.9 88.2 11.8 79.3 20.7 
35-44 43.9 56.1 47.3 52.7 70.4 29.6 87.7 12.3 71.5 28.5 
45 et + 38.0 62.0 50.6 49.4 72.4 27.6 84.9 15.1 64.6 35.4 

Education level P=0.118 [-1.27 – 
6.16] 

P=0.124 [-1.61 – 
6.34] P=0.631 [-2.47 – 2.94] P=0.081 [-2.32 – 

4.06] 
P=0.463 [-2.49 – 

3.56] 
High School  46.6 53.4 45.3 54.7 70.0 30.0 88.7 11.3 74.6 25.4 

Tertiary Education 39.1 60.9 52.7 47.3 72.2 27.8 85.5 14.5 71.4 28.6 

Qualification P=0.033 [0-22 – 
7.97] 

P=0.457 [-0.68 – 
9.96] P=0.568 [-2.11 – 8.64] P=0.471 [0.26 – 7.53] P=0.307 [-0.94 – 

12.91] 
Midwives 40.3 59.7 48.9 51.1 70.6 29.5 85.4 14.6 74.4 25.6 
Surgeon  0.0 100.0 100.0 0.0 0.0 100.0 100.0 0.0 0.0 100.0 
General 

Practitioner 100.0 0.0 100.0 0.0 - - - - 100.0 0.0 

Certified nurse 54.3 45.7 40.0 60.0 75.8 24.2 93.8 6.3 71.4 28.6 
Health nurse 42.2 57.8 55.6 44.4 72.7 27.3 92.5 7.5 72.1 27.9 
Health care 

assistant 65.5 34.5 41.4 58.6 65.4 34.6 92.3 7.7 60.0 40.0 

Type of facility P=0.168 [-147 – 
8.61] 

P=0.622 [-3.30 – 
5.20] P=0.198 [-1.45 – 7.92] P=0.542 [-2.59 – 

5.04] P=0.289 [-2.42 – 7.39] 

Hospital 38.8 61.2 50.7 49.3 76.8 23.2 89.9 10.1 76.5 23.5 
Private/confessiona

l clinic 38.0 62.0 43.7 56.3 68.8 31.2 87.5 12.5 66.2 33.8 

Health centres 47.5 52.5 48.9 51.1 67.9 32.1 85.7 14.3 72.7 27.3 

Place of residence P=0.702 [-2.57 – 
2.86] 

P=0.040 [-0.45 – 
8.86] P=0.076 [-0.80 – 7.10] P=0.188 [-0.97 – 

4.43] 
P=0.353 [-2.11 – 

3.84] 
Rural 44.2 55.8 55.8 44.2 76.7 23.3 91.2 8.9 76.2 23.8 
Urban 42.2 57.8 45.0 55.0 67.8 32.2 86.3 13.7 71.8 28.2 
Total 43.3 56.7 48.6 51.4 70.7 29.3 87.3 12.8 72.8 27.2 
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Overall, half (51.6%) of the providers surveyed did not 
have in-depth knowledge of FP methods. Knowledge of FP 
methods was significantly associated with claimant gender 
and age (p < .05 respectively). Claimants under 35 years 
old were more affected by the lack of familiarity with 
family planning methods (Figure 3). 

3.4. Service Providers’ Attitudes towards FP 

Provider attitudes toward the side effects of FP and 
toward a postpartum or post-abortion client are presented 
in Table 2. Positive FP attitudes ranged from 12.8% for 
managing major side effects to 56.7% for routinely 
recommending postpartum FP. Systematic FP referral in 
postpartum was associated with gender (p = 0.043) and 
provider qualification (p = 0.033), whereas in 
post-abortion it was associated with place of residence (p 
= 0.040). 

3.5. FP Practices 

Provider practice in various aspects of FP was generally 
low. The best practices observed concerned information, 
education, and communication (IEC) strategies (87.0%) 
and counselling (89.6%) (Figure 4). 

4. Discussion 
The good knowledge recorded on the different aspects of 

FP is certainly encouraging, but insufficient for quality 
service delivery and misleading in terms of identifying 
capacity building needs. Indeed, in-depth knowledge is the 
basis for right attitudes and adequate practices of providers 
[13]. Thus, the fact that only half of the providers have a 
good in-depth knowledge of FP justifies the low level of FP 
attitudes and practices recorded. This low level of in-depth 
knowledge of FP could pose the problem of training and/or 
supervision of providers. Indeed, even if FP is an integral 
part of the providers' training curriculum, it is normal that 
training sessions are regularly organized for them. 
However, 11% of the respondents have not received any 
training in the last three years and 51% received FP 
training within the preceding two years of the survey. In the 
absence of training sessions, well-organized training 
supervision could have improved the FP providers' level of 
FP skills. In this study, data on in-service training was 
collected based on the respondents' statements, but it would 
have been more appropriate to consult the Ministry of 
Health's training database. This database, if it exists, would 
allow for better planning of training for the benefit of 
health care providers, for more efficient decision-making. 
In addition to the quantity of in-service training received, it 
is important to look at its quality, which can be affected by 
the level of qualification of the trainers. Finally, providers' 
motivations for training are often varied and still do not 
always aim at the acquisition of knowledge and skills. 

 

 

Figure 4.  Distribution (%) of respondents according to their practice of FP methods in Benin in 2019 
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The negative attitude of providers towards the 
systematic recommendation of FP in various circumstances 
and the management of FP-related side effects, as well as 
the low level of FP practice, reflect the low quality of FP 
services in health facilities. However, according to the 
service-delivery approach, improving the quality of 
reproductive health services contributes to their utilization 
[14]. Based on this approach, the results of this study could 
explain in part the low utilization of FP. Indeed, twelve (12) 
studies showed that FP use is limited by the perceived side 
effects of hormonal contraceptive methods, particularly 
disruption of the menstrual cycle, metrorrhagia, and fear of 
infertility [9, 15, 16]. To improve FP use, these sometimes 
misrepresented or rumoured beneficiary claims deserve to 
be dispelled through proper management of FP-related side 
effects and IEC to change perceptions and behaviours. 
However, if providers have poor KAP of FP, strategies 
such as product safety, awareness campaigns and free FP 
can only be ineffective.  

Beneficiaries' negative attitudes [7, 17], which explain 
the low utilization of FP, may be justified by the results of 
this study, especially since FP knowledge and practices 
will determine compliance with RH/FP guidelines and the 
satisfaction of FP needs [14]. Strategies for reducing unmet 
need for FP should therefore also focus on health providers, 
rather than on beneficiaries.  

Benin has made the promotion of FP a national priority, 
as part of the reduction of maternal and infant mortality. In 
addition to preventing deaths, increasing contraceptive use 
would contribute to controlled fertility and poverty 
reduction in a global perspective [18]. Benin's projections 
in the Millennium Development Goals (MDGs) were to 
achieve a modern contraceptive prevalence of 15% in 2015 
and 20% in 2018. To this end, a program to integrate FP 
into the reproductive health (RH) services package was 
implemented with the involvement of civil society. A few 
years later, the modern contraceptive prevalence rate only 
slowly increased from 8% in 2006 to 12% in 2017-2018 [8, 
19]. However, the causes of this gap are largely attributed 
to demand. While unmet need for FP is still around 30%, 
the supply side of the FP gap should also be considered. 
Our results suggest that FP clients are not receiving 
adequate information on the full range of contraceptive 
methods available or on the management of FP-related side 
effects. These findings had been highlighted by recent 
work in Benin [19]. In addition to knowledge problems, 
personal morality and fear of overwork are also factors that 
can influence the quality of FP services. A study in Ghana 
found that restrictive behaviours that impose the personal 
morality of providers on some FP clients hindered their 
access and violated their human rights [20]. Similarly, as 
reported by Lantis et al., a study involving 54 nurses, 
midwives and auxiliary workers in India on the quality of 
health care in general revealed their limited knowledge 
[21]. Indeed, while they blamed the failure of health 
infrastructure and equipment, these providers were not able 

to define what is considered "quality of health care," nor to 
describe the extent to which FP services could be improved. 
The results are also consistent with those obtained 
regarding the assessment of knowledge and practice of 29 
nurses in family planning counselling in health centres - 
city of Lattakia [22]. When providers are known to play an 
important role in identifying and meeting clients' health 
care needs, their KAP can have a significant impact on 
clients' perceptions of the services available to them. The 
fear of workload may also underlie some poor care 
behaviours among providers. This may explain why some 
clients perceive the quality of care to be poor [23]. With the 
increasing population growth in sub-Saharan Africa, FP 
should be understood as a development priority for any 
country [24]. Similarly, sexual and reproductive health 
rights (SRHR), now an integral part of Universal Human 
Rights, are binding on all States, which must take the 
measure of the stakes and integrate them into their 
development programs. Benin has demonstrated its 
political commitment to promote FP by acquiring a legal 
arsenal and an institutional framework. However, 
avoidable obstacles persist and particularly affect FP 
service providers, for whom the KAP is paramount. In 
view of the above, in addition to the actions deployed in the 
field to boost demand, special emphasis could be placed on 
reviewing existing FP policies and programmes, including 
the improvement of services and training, and capacity 
building of care providers’ KAP on the quality of FP care 
and services in particular. 

The present study, which covered all levels of the health 
care system and all types of health structures, provides a 
national overview on KAP in the area of FP in Benin. 
However, there are limitations related in particular to the 
mode of data collection, which concern the need of 
soliciting the verbal reaction of respondents in fictitious or 
symbolic situations. The KAP questionnaire was not 
administered to gynaecologists because they are trainers 
and supervisors of other professional categories (midwives, 
nurses, health care assistants) in FP services. This 
consideration may also be a limitation because these 
physicians may also have gaps in FP KAP. The evaluation 
of their KAP in the area of FP would have made it possible 
to justify the shortcomings observed at the health provider 
level and to identify possible gaps that need to be filled. 
However, beyond this limit, the results of this study 
constitute an important inventory that will be used to 
redirect efforts for better FP coverage in Benin. 

5. Conclusions 
This study aimed to examine the knowledges, attitudes 

and practices of health providers in line with the standard 
guidelines as far as FP in Benin. Results showed that 
slightly more than half of the respondents had an extended 
knowledges of FP methods. This lack of knowledges 
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resulted in inadequate attitudes and practices in regard to 
the standard guidelines in FP. Unlike the unavailability of 
FP supplies which usually pointed out to explain the low 
performance of services, the current study revealed 
important gaps in knowledges, attitudes and practices 
among health providers in regard to the recommended 
guidelines in FP. There is, therefore, a need for public 
policy makers to propose, in addition to current and 
existing interventions, basic training programs in Sexual 
and Reproductive Health Rights (SRHR) as part of training 
packages toward providers with low KAP in FP. It is also 
important to envisage capacity strengthening interventions 
based on professional qualification toward those with good 
KAP. Formative supervision also constitutes a great 
strategy for quick assimilation of acquired knowledges 
from trainings. 
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Screenshots for Statistical Analyses (selected) 
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