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IInnttrroodduuccttiioonn

The population structure of rural areas in
Malaysia is shaped like a pyramid with the
base, or largest portion, representing children

and the top, or smallest portion, representing the
elderly.1 Malaysia is still considered a developing
country. Family planning programs in Malaysia were
introduced in the 1930s and have expanded to
reduce the crude birth rate to 21.7/1000 in 2002.2

Government, nongovernmental agencies, private
hospitals, and clinics play a major role in providing
such services. In 2002, the Ministry of Health provid-
ed 75.8% of the family planning services, nongovern-
ment agencies provided 15.1%, and other agencies
provided the remaining percentage.3 Women con-
senting to family planning programs in Malaysia
used birth control pills, condoms, and intrauterine
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AAbbssttrraacctt::
OObbjjeeccttiivveess::  TToo  ddeetteerrmmiinnee  ffaammiillyy  ppllaannnniinngg  pprraaccttiicceess  aammoonngg  MMuusslliimm  wwoommeenn  iinn

rruurraall  vviillllaaggeess  aanndd  eevvaalluuaattee  tthheeiirr  kknnoowwlleeddggee  rreeggaarrddiinngg  tthhee  rreepprroodduuccttiivvee  ssyysstteemm
aanndd  tthhee  eeffffeeccttiivveenneessss  ooff  ccoonnttrraacceeppttiivvee  mmeetthhooddss..  

SSttuuddyy  DDeessiiggnn::  AA  ppooppuullaattiioonn  ssuurrvveeyy  wwaass  ccoonndduucctteedd  aammoonngg  117733  ccoonnsseenntteedd
mmaarrrriieedd  wwoommeenn  1188  yyeeaarrss  aanndd  oollddeerr  ffrroomm  220000  rraannddoommllyy  sseelleecctteedd  hhoouusseehhoollddss  iinn
rruurraall  vviillllaaggeess  ooff  KKeellaannttaann..  

RReessuullttss::  TThhee  rraattee  ooff  uussiinngg  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  aammoonngg  tthhee  ppooppuullaattiioonn
wwaass  3311..88%%  ((9955%%  CCII::  2244..88--3388..88%%))..  TThhee  mmoosstt  ppooppuullaarr  ccoonnttrraacceeppttiivvee  mmeetthhoodd  wwaass  oorraall
ccoonnttrraacceeppttiivvee,,  ffoolllloowweedd  bbyy  iinnjjeeccttaabblleess,,  ttrraaddiittiioonnaall  mmeetthhooddss,,  iinnttrraauutteerriinnee
ddeevviicceess,,  aanndd  iimmppllaannttss..  TThhee  ccrriitteerriiaa  ooff  iiddeeaall  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  wweerree  ssaaffeettyy
ooff  uussee,,  eeaassee  ooff  uussee,,  ccoosstt,,  aanndd  eeffffeeccttiivveenneessss  ooff  pprreevveennttiinngg..  MMoosstt  wwoommeenn  hhaadd  ppoooorr
kknnoowwlleeddggee  rreeggaarrddiinngg  rreepprroodduuccttiioonn  aanndd  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss..  TThhee  uussee  ooff
ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  wwaass  iinnfflluueenncceedd  bbyy  eetthhnniicciittyy  aanndd  eedduuccaattiioonnaall  lleevveell..  

CCoonncclluussiioonnss::  TThhee  aacccceeppttaannccee  ooff  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  aanndd  tthhee  lleevveell  ooff
kknnoowwlleeddggee  aammoonngg  wwoommeenn  iinn  tthheessee  vviillllaaggeess  wweerree  ppoooorr..  MMoorree  hheeaalltthh  pprroommoottiioonn
ccaammppaaiiggnnss  aarree  nneeeeddeedd  ttoo  eennhhaannccee  tthhee  uussee  ooff  ffaammiillyy  ppllaannnniinngg..

KKeeyywwoorrddss::  ffaammiillyy  ppllaannnniinngg,,  ccoonnttrraacceeppttiivveess,,  rruurraall  hheeaalltthh,,  IIssllaamm,,  kknnoowwlleeddggee..
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devices (IUDs).  They also relied on sterilization. 
The contribution of Malaysian women to family

and society has led to an increase in the literacy rate,
provided more opportunities for education and
employment among women, and has improved the
family socioeconomic status, thereby directly influ-
encing the decisions pertaining to family planning.
An increased knowledge of family planning and the
desire to improve family living standards among
women has led to the acceptance of contraception. A
qualitative study among Indonesians reported valid
reasons for using family planning methods include
the financial burden of large families and as the
means of improving economic situation of families.4

Family planning allows adequate spacing between
pregnancies and enables couples to systematically
plan the number of children they will have, thereby
limiting family size. These factors contribute to bet-
ter health of infants, children, and women. By limit-
ing family size, children may receive better nutrition,
which is vital to survival of children in developing
countries. In poorer countries, complications related
to pregnancy and childbirth are common causes of
maternal death.5 In addition to other factors, family
planning programs in Malaysia have decreased the
maternal mortality rate by 80% and the infant mortal-
ity rate by 68.2% in the period from the from the
1950s to the 1970s.6 Family planning can also prevent
pregnancy at very early or late periods in women's
reproductive lives, when maternal and fetal risks are
the greatest. It can help avoid unintended pregnan-
cies that may lead to illegal or dangerous abortions. A
study among women in Istanbul reported that 27.2%
did not desire their last pregnancy and 86.8% did not
want to have anymore children.  However, only 81.3%
were using some form of contraceptive.7 Relief from
the burden of childbearing and rearing has encour-
aged women to pursue higher education, training,
and employment or professional advancement.
Subsequently, not having children has  contributed to
improved household income and socioeconomic sta-
tus. Women who are better educated, have a higher
socioeconomic standing, and have two or more chil-
dren are more likely to use contraceptives.8 Cultural
norms about family size, community pressure to bear
children, a high level of religious adherence, employ-
ment opportunities for women, male perceptions of
family planning, and the availability of family plan-
ning services affect women’s reproductive health

decisions.9

A previous community study in rural areas of
Kelantan showed that 55% of families had five or
more family members and 33.7% of the community
consisted of children 12 years old or younger.1 We
hypothesised that the practice of family planning in
these villages was poor. Furthermore, the status of
family planning acceptance and practices among
Muslim women in rural area of Malaysia is not well
known. Thus the objective of the present study was to
determine family planning practices among Muslim
women in rural areas and to evaluate their knowledge
regarding the reproductive system and the effective-
ness of various contraceptive methods. 

MMaatteerriiaallss  aanndd  MMeetthhooddss
Kelantan is a northeastern state of Malaysia.

Mukim Che Latiff is a rural area in the Kota Bharu
District, Kelantan, and consists of four villages: Kuala
Besar, Tapang, Pantai Mek Mas, and Telok Katak. It
had an estimated population in 2004 of 1286 people,
of which 598 inhabitants were men and 688 were
women. A majority of villagers were ethnic Malays
(97%), followed by Cambodians (2%), Chinese (1%),
and others such as Indians and Thais. Most were
Muslims, and their predominant occupation was fish-
ing.1

This community survey was conducted in January
2005. Two hundred households were randomly select-
ed from 285. Out of the 200 selected households, only
192 (81%) were available and consented to the study,
while others refused or were not at home at the time
of study. Trained interviewers used a structured
questionnaire to interview 173 married women 18
years old and older from the selected households.
Only married women were included since contracep-
tive use implies sexual activity, which is forbidden for
unmarried Muslim women. Only one married woman
per household was interviewed. Mentally ill and dis-
abled women were excluded. The questionnaire con-
sisted of sociodemographic characteristics, family
planning methods, knowledge regarding the repro-
ductive system, and the effectiveness of family plan-
ning methods. Each question in the knowledge seg-
ment was assigned specific scores: a score of 2 for cor-
rect, 0 for incorrect, and 1 for undecided answers.
Total scores were used for analysis. The questionnaire
was pretested for reliability, and the Cronbach alpha
was 0.82.
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Data were analyzed using SPSS version 11.0.
Continuous variables were summarized as mean and
standard deviation (SD) or median and interquartile
range (IQR), depending on the normality of distribu-
tion and categorical variables in frequency and per-
centage. Frequency, percentage, and a 95%-confi-
dence interval (CI) were calculated for the rate of
family planning acceptors. Differences of percentages
between those who practiced family planning and
those who did not were analyzed with chi-square test,
while the difference of means were analyzed using
the independent t-test. The level of significance was
set at p<0.05. Multiple logistic regression was used to
determine factors influencing the acceptance of fam-
ily planning. The acceptance was considered as a
dichotomous binary outcome. The stepwise backward
elimination procedure was used to select significant
variables in the model. The final model was tested
and confirmed for fitness using Hosmer-Lemeshow
goodness-of-fit test. The crude odds ratios (OR),
adjusted OR, and 95% CIs were estimated. 

RReessuullttss
The rate of using family planning methods for at

least one month at any point in the respondents’ lives
was 31.8% (95% CI: 24.8, 38.8%). Figure 1 shows that
the most popular method was oral contraceptive
pills, followed by injectables, traditional methods,
IUDs, and implants. None of the women used con-
doms or spermicide; practiced the rhythm method,
withdrawal, or exclusive breast-feeding; or had been
sterilized or had a husband who was sterilied.  Figure
2 displays the criteria for ideal family planning meth-
ods according to these women, which included safety
of use (34.5%), ease of use (18.9%), affordability
(15.6%), and effectiveness (15.5%). 

Table 1 shows the effectiveness of family planning
methods. 

Table 2 shows the responses to knowledge ques-
tions regarding family planning methods and the
reproductive system. The majority answered “unde-
cided” (44.5-73.4%), of which the highest percentage
did not know that fertilization of the ovum occurs in
the fallopian tube. Most women also did not know
when the method begins to be effective to prevent
pregnancy. Only 42.2% claimed that they have ade-
quate knowledge regarding family planning methods.

Tables 3 and 4 compare family planning users and
nonusers sociodemographic characteristics, obstetric
history, and knowledge in an univariate analysis.

There were significant associations between users
and age (p<0.001), educational level (p<0.001), knowl-
edge about PAP smears (p<0.001), and practice of
breast self-examinations (BSE) (p=0.003).  Multiple
logistic regression showed that family planning prac-
tice was influenced by ethnicity (non-Malay OR = 6.03,
95% CI: 1.61, 22.53) and educational level (secondary
education or higher OR = 5.96, 95% CI: 2.72, 13.09).

DDiissccuussssiioonn
The acceptance of family planning among Muslim

women in these rural villages was poor (31.8%). This
was in contrast with other studies in the developed
countries such as 72.5% in Canada,8 64-73% in
America,10 as well as in less developed countries such
as 48% in Indonesia,4 53% in Jordan,9 54.8% in Eastern
Turkey,11 and 37.8-45.2% in rural India.12,13 The pro-
motion and availability of family planning services by
the government, as well as socioeconomic and demo-
graphic compositions, urbanization, and religious
devotion of the community account for the variation
in the acceptance of family planning.4

Sociocultural and religious unacceptability of
contraception is an important obstacle to family
planning.14 Khor reported that rural Malays with a
low socioeconomic status considered an ideal family
to include many children.15 Many Malays still have
this traditional belief that lends to a larger family
size.  They have many children at an earlier age and
were less likely to use contraceptives.14 In our study,
Malays were significantly less likely than non-Malays
to accept family planning. In many cultures, women
gain status through childbearing. When women have
smaller families, they may lose the security of tradi-
tional roles and face difficult challenges.16 To many
Malay families, having many children represents
wealth and security later in life because they can help
with chores and provide support to their parents as
they age. The Muslim faith also states that having
many children who pray for the parents after they die
may direct them to paradise in the after life. Another
possible barrier to the acceptance of family planning
among Muslim women includes the belief that Islam
forbids contraception17 and preventing conception is
a sin.11 It is important to highlight that Islam general-
ly allows reversible contraceptive methods.9 A study
among Muslim religious leaders reported that 82-98%
believed that family planning is in keeping with the
tenets of Islam, but only 36% had preached about it.18

Misconceptions about contraceptive methods
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such as the possibility of IUD displacement to the
chest, interference with the sexual relationship,4 and
increased risks of infertility, cancer and pelvic pain11

reduce use of family planning methods. A study in
Sudan reported that 85% of the respondents per-
ceived contraception as a risk to their health and fer-
tility and therefore regarded it as unacceptable.19 A
U.S. study found when unplanned pregnancies
occurred, most women reported they did not expect
to have sexual intercourse and did not think they
would become pregnant.20

Women often lack the right to make decisions for
themselves and frequently need approval from their
husband or other family members before they can
practice in family planning. Husbands, in-laws, and
others can have strong opinions against contracep-
tive use and may see it as an obstacle to the extension
of family lineage or as a challenge to traditional views
about family authority.16 Objection from husbands
was one of major reasons for wives to refuse or stop
using contraceptives, especially among the Muslim
women.11,13,16

TTaabbllee  11..  TThhee  eeffffeeccttiivveenneessss  ooff  tthhee  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  aaccccoorrddiinngg  ttoo  tthhee  rreessppoonnddeennttss..

FFrreeqquueennccyy  ((%%))

VVeerryy  eeffffeeccttiivvee EEffffeeccttiivvee LLeessss  eeffffeeccttiivvee UUnnddeecciiddeedd

Pills 25 (14.5 29 (16.8) 16 (9.2) 103 (59.5)
Injectables 17 (9.8) 27 (15.6) 7 (4.0) 122 (70.5)
Implants 3 (1.7) 22 (12.7) 7 (4.0) 141 (81.5)
IUDs 9 (5.2) 20 (11.6) 12 (6.9) 132 (76.3)
Condom 1 (0.6) 13 (7.5) 22 (12.7) 137 (79.2)
Tubal ligation 20 (11.6) 16 (9.2) 5 (2.9) 132 (76.3)
Vasectomy 12 (6.9) 10 (5.8) 7 (4.0) 144 (83.2)
Spermicidals 2 (1.2) 4 (2.3) 14 (8.1) 153 (88.4)
Traditional method 2 (1.2) 14 (8.1) 33 (19.1) 124 (71.7)
Withdrawal method 1 (0.6) 14 (8.1) 24 (13.9) 134 (77.5)
Rhythm method 2 (1.2) 15 (8.7) 24 (13.9) 132 (76.3)
Exclusive breast feeding 6 (3.5) 23 (13.3) 18 (10.4) 126 (72.8)

TTaabbllee  22..  TThhee  rreessppoonnsseess  ooff  tthhee  rreessppoonnddeennttss  rreeggaarrddiinngg  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  aanndd  tthhee  rreepprroodduuccttiivvee  ssyysstteemm..

FFrreeqquueennccyy  ((%%))

KKnnoowwlleeddggee YYeess NNoo                        UUnnddeecciiddeedd

1. Have adequate knowledge regarding family planning methods* 35 (42.2) 7 (8.4) 41 (49.4)
2. Reproductive age of women is 15 to 49 years 77 (44.1) 6 (3.5) 90 (52.4)
3. Ovulation occurs 14 days before menses 85 (49.1) 11 (6.4) 77 (44.5)
4. Fertilization of the ovum occurs in fallopian tube 37 (21.4) 9 (5.2) 127 (73.4)
5. Women older than 35 years are not encouraged to take hormones 43 (24.9) 29 (16.8) 101 (58.3)
6. Pills are effective immediately after taking them 26  (15.0) 41 (23.7) 106 ( 61.3)
7. Injectable method is effective immediately after administration 44 (25.4) 21 (12.1) 108 (62.5)
8. IUD is effective immediately after insertion 46 (26.6) 9 (5.4) 118 (68.3)

*Some respondents did not answer this question.
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The safety of contraceptives was another major
concern among respondents. Similarly, other studies
also reported that side effects were a serious concern
for women who used contraceptives13,17 and also
among those who did not use contraceptives.21 In
Indonesia, 31% of women who used oral contracep-
tives, injectables, or implants reported experiencing
problems such as headaches, while women who used
injectables or IUDs reported menstrual irregularities.4

Menstrual problems can reduce the quality of life for
Muslim women whose religion prevents a menstruat-
ing woman from fasting, praying, having, sex or
touching the holy book.4 Furthermore, women may
be reluctant to continue certain family planning
methods based on negative past experiences4,20 such

as pain during insertion of an IUD, unfriendly servic-
es, and lack of privacy during consultation.
Unexpected side effects, failure to obtain a desirable
method of contraceptive, and bad past experience
may lead women to rejecting family planning.
However, adequate counseling about side effects and
easy access to family planning services when prob-
lems arise may help to prevent discontinuation of
contraceptives. Service providers also need to be sen-
sitive, customer friendly, and able to provide emo-
tional support as well as education on family plan-
ning.

Most women in Malaysia are fortunate to have a
range of contraceptive methods from which to
choose; although some methods, such as female con-

TTaabbllee  33..  CCoommppaarriissoonn  bbeettwweeeenn  ffaammiillyy  ppllaannnniinngg  uusseerrss  aanndd  nnoonnuusseerrss  rreeggaarrddiinngg  ssoocciiooddeemmooggrraapphhiicc  cchhaarraacctteerriissttiiccss
aanndd  oobbsstteettrriicc  hhiissttoorryy  uussiinngg  χχ22  oorr  FFiisshheerr  eexxaacctt  tteessttss..

FFrreeqquueennccyy  ((%%))

PPrraaccttiicceess DDooeess  nnoott  pprraaccttiiccee  
ffaammiillyy  ppllaannnniinngg ffaammiillyy  ppllaannnniinngg χχ22//FFiisshheerr  

VVaarriiaabbllee NN==5555 NN==111188 eexxaacctt  tteesstt  ((ddff)) PP  vvaalluuee

Ethnic group 0.140
Malay 49 (30.4) 112 (69.6)
Non-Malay 6 (50.0) 6 (50.0)

Education level 17.961 (1) <0.001
Below secondary education 15 (17.0) 73 (83.0)
Above secondary education 40 (47.1) 45 (52.9)

Occupation 3.510 (1) 0.061
Homemaker 40 (28.6) 100 (71.4)
Employed 15 (45.5) 18 (54.5)

Menstrual cycle 0.111 (1) 0.740
Regular 45 (32.4) 94 (67.6)
Irregular 10 (29.4) 24 (70.6)

Pregnant 0.588
Yes 3 (33.3) 6 (66.7)
No 52 (31.7) 112 (68.3)

Familiar with PAP smears 15.840 (1) <0.001
Yes 45 (43.3) 59 (56.7)
No 10 (14.5) 59 (85.5)

Has had a PAP smear 1.944 (1) 0.163
Yes 34 (47.9) 37 (52.1)
No 11 (33.3) 22 (66.7)

Practicing breast self-examinations 9.093 (1) 0.003
Yes 25 (48.1) 27 (51.9)
No 30 (24.8) 91 (75.2)
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doms, may not be available or accepted. Offering the
broadest possible choice of methods may ensure bet-
ter satisfaction and increased acceptance. In many
countries, women do not have choices because
national family planning programs could not offer
comprehensive methods.22

The most popular method in our study was oral
contraceptive pills, followed by injectables, tradition-
al methods, IUDs, and implants. Pills and injectables
are easily available at a minimum cost at government
health facilities. Traditional methods such as herbal
preparations are also easily available and inexpen-
sive. However, none of the women in this study used
other planning methods such as condoms, withdraw-
al, rhythm, spermicide, sterilizations, and exclusive
breastfeeding. Permanent methods are not accept-
able unless medically recommended. Our findings
were slightly different from those reported by the
Malaysian Ministry of Health, where the popular
methods were oral contraceptives (73.1%), followed
by condoms (10.2%), injectables (6.1%), IUDs (4.8%),
and sterilization (4.5%).3

In conclusion, the acceptance of family planning
methods and the level of knowledge of women in
these villages were poor. Health education campaigns
are needed to educate women regarding the impor-
tance of family planning, choices of methods avail-
able, the effectiveness and side effects, as well as serv-
ices available at the nearest health clinics. Proper
education and counseling about contraceptives
should be given to specific target groups, including
the newlyweds, high-risk mothers, and those with
unmet needs. Couples must be provided with proper

knowledge of contraceptive methods to enable better
decisionmaking regarding the frequency and timing
of childbirth as well as the type of contraception
appropriate for them. Active involvement of hus-
bands, religious leaders, parents, and other influen-
tial adults may maximize the effectiveness of family
planning programs. The husbands’ knowledge of
responsible parenthood and contraceptives should be
upgraded because the success of the methods
requires cooperation from both partners. Health edu-
cation initiatives should be directed toward religious
leaders who have important influence on the commu-
nity to increase their level of knowledge and counter-
act biased information, beliefs, and myths relating to
contraceptives. 

AAcckknnoowwlleeddggeemmeenntt
We would like to thank the dean, School of

Medical Sciences, Universiti Sains Malaysia (USM),
for his encouragement and support. We also thank
Associate Professor Halim Saleh; the USM
Community, Family, and Case Studies (CFCS) program
coordinator; and other panel members who approved
the ethical aspect of this study. We express sincere
gratitude to the second year medical and dental stu-
dents of Group 3 who carried out the field survey, and
our appreciation  goes out to the village heads and all
the villagers of Mukim Che Latiff, Kota Bharu,
Kelantan. 

RReeffeerreenncceess
1. Group 3 CFCS. Second year MD, 2004-2005.
Community Profile and Resources in Mukim Che

TTaabbllee  44..  TThhee  ccoommppaarriissoonn  bbeettwweeeenn  ffaammiillyy  ppllaannnniinngg  uusseerrss  aanndd  nnoonnuusseerrss  rreeggaarrddiinngg  ssoocciiooddeemmooggrraapphhiicc  cchhaarraacc--
tteerriissttiiccss,,  oobbsstteettrriicc  hhiissttoorryy,,  aanndd  mmeeaann  ttoottaall  kknnoowwlleeddggee  ssccoorree  uussiinngg  tthhee  tt  tteesstt..

MMeeaann  ((SSDD))

PPrraaccttiicceess DDooeess  nnoott  pprraaccttiiccee  
ffaammiillyy  ppllaannnniinngg ffaammiillyy  ppllaannnniinngg

VVaarriiaabbllee NN==5555 NN==111188 tt  tteesstt  ((ddff)) PP  vvaalluuee

Age (year) 35.7 (8.8) 44.0 (12.7) -4.982 (171) <0.001
Family income (Malaysian ringgit) 691.8 (768.0) 570.3 (651.0) 1.078 (171) 0.282
Number of children 4.4 (2.8) 5.0 (3.0) -1.139 (171) 0.256
Average birth spacing (years) 2.4 (1.4) 2.9 (2.1) -1.537 (171) 0.126
Average months breastfeeding (per child) 15.2 (7.6) 15.2 (9.0) 0.022 (171) 0.983
Total knowledge score 20.5 (3.6) 19.6 (2.1) 1.771 (171) 0.081
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FFiigguurree  11..    PPeerrcceennttaaggee  ooff  uussee  ooff  ffaammiillyy  ppllaannnniinngg  mmeetthhooddss  aammoonngg  vviillllaaggeerrss..  

FFiigguurree  22..  TThhee  ccrriitteerriiaa  ooff  aann  iiddeeaall  ffaammiillyy  ppllaannnniinngg  mmeetthhoodd  aaccccoorrddiinngg  ttoo  tthhee  rreessppoonnddeennttss..
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