IN NIGERIA

BY

LIVINGSTONE, DAVID SALU
B. TECH. (Hons) MATHEMATICS (FUTY)
(MATRIC NO: 166822)

A DISSERTATION SUBMITTED TO THE DEPARTMENT OF
EPIDEMIOLOGY AND MEDICAL STATISTICS,
FACULTY OF PUBLIC HEALTH

IN PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR
THE DEGREE OF MASTER OF PUBLIC HEAIL.TH (MPH)
OF THE UNIVERSITY OF IBADAN

APRIL, 2015

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CERTIFICATION
| certify that this work was

Cal‘l'ied out H o as
by Mr. D.s. Livingstone in the Department of

Statistics, Faculty of pyplic Healt
Nigeria.

Epidemiology and Medica]

University of Ibadan, [badan h, College of Medicine,

SUPERVISOR
A S. Adebowale
B.Sc (Ado). P.G.D. M.Sc (Lagos). M.Sc, Ph.D (Ife). Res. Fellow (South Africa)

Department of Epidemiology and Medical Statistics, Faculty of Public Health.
College of Medicine, University of Ibadan,
{badan, Nigeria

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



DEDICATION

This work is dedicated to Almighty God and my Lord Jesus Christ, the Saviour of my soul,

my Deliverer and King of glory.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ACKNOWLEDGEMENT

I give glory, honour and thanks o Almighty God and Chpst

Jesus, who gave me the

inspiration, strength an :
P g d favour to begin and complete tlus programme. I specially appreciate

my supervisor, Dr. A. S ) L
TP - Adebowale for hjs unmeasurable contributtons and relentless favour

to me throughout the M.P.H programnie. Indeed. ] could not thank him enough, may God

adequately reward himy. [ am grateful to my late father (Mr. Livingstone Salu), my mothcr

(Mrs. Briskila Livingstone) and my family for their encouragement in manifold ways.

My gratitude goes to Prof. Olusola Ayeni and Dr. O.M. Akpa for their support. I also
appreciate the morally supports of the present and fonner Acting Heads of Department of
Epidcmiology and Medical Statistics, Dr. Olufunmilayo [. Fawole and Dr. lkeoluwapo O
Ajayi throughout the programme. Dr. Yusuf, the cuirent sub-dean of Faculty of Public
Health, you are highly appreciated for taking your time to peruse my abstract at different

times.

[ wish to appreciate all my lecturers in the Department of Epidemiology and Medical
Statistics, Faculty of Public Health, University of Ibadan for impacting in me different areas

of Medical Demography and for your guidance and encouragement at all times. May God

bless you all.
[ also extend my gratitude to all the administrative staff in the Departinent of Epidcmiology

and Medical Statistics for thetr assistance in varous ways.

I thank all my friends and as many that have assisted in various ways. It 1s my pleasure to

thank Dr. Alabi -Alimoh Helen and Victor Oyeniyi Adedeji for their support and

genient. [ pray that God will see you through 1n all facets of your endeavour 1n Jesus
encouragenient.

name. Amen.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



TABLE OF CONTENT

Title Page
CeTtLIICAtION a2 s el T e v B e oo B i 1
B (orN TG P I L U RPN RSO - 111
Acknowledgeiment. . ......coo o, DRIy £ 1V
Table ofcontent. . ..coveeereereii .., NPT PORPPRPPPY. \ VILL: v
o 0 ) R 1 5 (= T I T RSP R SRR AN ) Al W Vil
BT R0} A T L0) (= TP TSP PIPPPPRPRTPEE P LU Sl
1ot OF T OUT OG- o o oo e e e e e vili
LiSt Of FLGUIES. ..ot viiinee e g R
010 AT A CTONIVITIS . . o o o ee o eee e e e e e et ee e e s e v e e e e s el e e et iX
Abbreviations and ACTONMYMIS. . ... vvieeriierreernneeianeerarassenunn st b
S TR TTRPRRTRRR. RSy SAETRE R TR A, X
Definition OF LEIMIS o on tn ottt e vt bt e iee e e e e )
............................. X1
AISETACE . - - oo e et se e e e s s e
CHAPTER ONE: INTRODUCTION |
1.1 BackBround. ... ...o.ooveeemeenseeessmnnmsnenmeenns s TG 0ttt 4
17 Problem StateMent. ... . ooeenvsromerssressuas et fgrrr st 5
1 3 Rationale of the study........ooermerrde g gy :
|4 Research QUESHONS. . e el ooseoii oo 7
1.5 Objectives.......co-:- e e :
16 Rescarch hypothesis... ..o - csermmrmis
n RE REVIEW
CHAPTER TWV@: L R A 9
7.1 Contraception.and Fertility ..o i1
2.2 Contraceptive fgthods....ooeeee s T .
. TSRS, . 5. . s - - W
2.3 Barmersto use of contracep! i ST L T, 14
2.4 Contraceptive use worldWide: - T »
7'5.Contraceptive usc in Africa...--o- 18
2 6\Contraceptive use€ in Ni1gen o olicy i1 NAETIR 1 e evei e en et 21
) : . ning relatec |
2.7 Population and Family plan - ieving the millennium development goals. ... 22
~ | |
' { family planning it 5
2.8 The contribution OF T T
TS | PP TYLL LS 23
2‘9 Tlleorel[cal fralnework . eb 0 0 B Y dug o Sille s e )b o e s Mmoo met U ELee . e
2.10 Conceptual frameworK....o-*
. OGY
e METHODOL
CHAPTER THREE: VETI __ .30
3 4 Int !'O(l ucuon ' AFRICAN DIGITAL HEALTH REPOSITORY PROJECT 10

l.--n.l‘l' ’lr“;] #



3.3 Study Design

.......................................... 2
o o | R A R o = e o, e B ) 5%
3.4 Data source and v ariables identification.. . 37
- N o e e N T 2
Sion cniteria and extracted sample size
| | | . 33
3.6 Weighting of variables. .
......................................................................... 34
3.7 Data analyses.......... ..
.......................................................................... 34
3.8 Limitations ofthe study....... ... 36
3.9 Ethical considerations... .
........................................................................... 36
4.1.1 Demographic characteristics of high fertility women ..................%. N 37
4.1.2 Socto-cconomic characteristics of high fertility Women .......... o iteeiereeeieinnnn. 39
4.1.3 Contraceptives use among high fertility women ....... .o on oot iiinniin 41
4.1.4 Specilic contraceptive methods used ol high fertility women,. ...................ooie 43

4.1.5 Mean number of children ever bom and number'surviving by women’s age .............45

4.2.1 Use of any Modem Contraceptives by Demographic

characteristics ......................... A W o MRS S —T ey 47
4.2.2 Usc of any Modemn Contraceptives by Socio-economic

charaCterIStiCS .. .. ovvvir it N PR — 49
4.2.3 Use of any contraceptives of high fertility women by

LY Ty, e e .52
4.2.4 Demographic characteristics according to usc of long acting/permanent

CONITACEPLIVES ...\ttt ettt ettt et e ettt .54

4.2.5 Socio-ecconomic/€haracteristics according to usc of )

long acting/permanent CONIACEPIIVES - o.ovrurerirrausais st 56
42.6 Use of long acting/permanent contraceptives by age of

high fertility women

4.3.1 Mulunomal logistic reg,ressmn of modern contraceptive usc by 3

background characteristics. .

4.3.2 Mullinomial logistic regression of long .
by background charactenstic.
. CONCLUSION AND RECOMMENDATIONS

CHAPTER FAVE: DISCUS SO 68
5.1 Discussion . PP PR TR A I L S Aty s = R o |
5-2COnClUS|0n R ORI T L i

5.3 Recommendations

Reference

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF TABLES

Tablc
Table 4.1.1

Table 4.1.2

Table 4.2.1

Table 4.2.2

Table 4.2.3

Table 4.2.4

Table 4.3.1

Table 4.3.2

Title Page
Den | < - ais

10graphic characteristics of high fertility
women ...................... 38
Socio-economic characteristics of high fertility
b RS RUUEURRRRTT. '\ 40
Use of any Modemn Contraceptives by Demographic
CHATACTEIISLICS. ...\ttt e e e, 48
Use of any Modem Contraceptives by Socio-econormic
ST 1 o1 (2 £ 4 (oL PP PP 51
Demographic characteristics according to use of
long acting/permancnt CONtTACEPLIVES. ... ...oeiiherereirnreearianneaseennnn S5
Use of Long acting/Permanent method according to
Socio-cconomic CharaCICrISHCS. ... iu vt d e e et iee e ee e et eenn, -..58
Multinomial logistic regression of modern contraceptive usc by
background CharaCteriStics . ... ...t erienrre e ...63
Multinomial logistic regression of long acting/permanent y
contraceptives use by background charactemstics. .............oooovvmirneeso-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF FIGURES

Figure Title Page
| g) . .
Figure 2.1 Csfon.ceptual fr a'mework of relationship between Demographic,
Oclo-economic and other factors and contraceptive use................ccoee - 29

Figure 4.1 Contraceptives use among ligh fertility women ............ccooeiuiivmennecnnne 42
Figure 4.2 Specific contraceptive methods used of high fertility

WOIMNCI «.ooevtiiinieteinietntereeeronneiinenneesencnnsacnonsaesnssnrnn ol B - i
Figure 4.3 Mean number of children ever born and number surviving by

women’s age ............. 0 05 B0 ¢ g 00l A o 0 g o DI O ¥ AR 46
Figure 4.4 Use of any contraceptives of high fertility women by

VTS Y T U PO PPPUOUIUL RN JOUUPPT PR PRERTESS 53
Figure 4.5 Use of long acting/permanent contraceptives by age of high fertility

0170) 1¢ =2 s DR Ak oot g 60

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF ABBREVIATIONS AND ACRONYMS

AIDS
Cl

EAs
ESMPIN
FCT

Rk

FPM

HE

HIV
1ICPD
IRHIN
(UD
LAM
LGAs
MC
MDG
NERDC
NGOs
NHDS
NHREC
UNICEF
PRB
PPFN
PSU
RHC
SFH

STI

TER

UN
UNAIDS
UNDP
UNEPA
USA
USAILD
WHO

Acquired Immunodeficiency Syndrome
Confidence Interval

Enumeration Areas

Expanded Social Marketing Project in Nigena
Federal Capital Territory

Family Plannming

Family Planning Media

High Fertility

Human Immunodeficiency Virus

International Conference on Population and Development

Improved Reproductive Health in Nigena Project
Intra Uterine Device

Lactational Amenorrhoea Method

I.ocal Govermment Areas

Modcm Contraceptives

Millennium Development Goals

National Education and Research Development Council

Nongovcmmental Organizations
Nigena Demographic and Health Survey

National Health Res€a rch Ethics Commitlee
United Nations Children’s Fund

Population R eference Buredu

| pcna
Plagied Parenthood Federation of N1g

Prifary Sampling Umnit

Reproductive Health Commodity

Socjcty for Family Health

Sexually Transmitted [nfections

Total Fertihty Rate

- NatliO:JS t;ONS Programme on HIV/AIDS
ati

Joint Unite ent Prngrarnmc

Unijted Nations Developm -
United Natrons Population

s of ci
United States of Amcr

‘ e
Unjred States Agency for|

Wo rld } {Cd“h

nional Development

()rganiyﬂll(m

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



DEFINITION OF TERMS

Contraception: Is defined 55 4 C

and equally, to enable humap to take : to prevent an unwanted pregnancy

Demographic transition:
and death rates as a count
system.

re [ ition f ioh bi
edrs o the transition from high birth and death rates to low birth
¥ develops from a pre-industrial 10 an industrialized economic

High fertility women: In the context of this study

more living children. The reason is that, women having four children should begin to prevent

further childbearing having reached the stipulated number of children a couple should have as
recommended by the Nigeria Population Policy, 1988.

relers to women who already have four or

Family planning: Planning intended to determine the number and spacing of one's children

through birth control, that is to say, planning of when to have children, and the use of birth
control and other techniques to implement such plans.

Life time risk of maternal death: The probability that a woman dies from causes related to
pregnancy or childbirth. The measure combines the probability of becoming pregnant and the
risk of death from cach pregnancy (as mcasured by the 2010 materpai mortality ratio).

Long-acting reversible contraceptives: Refers to contraceptive methods that can prevent

childbearing for a penod 'of time if taken irrespective of nuinber of sexual intercourse a

woman is involved dunngythe interval. Examples are; intrautering devices (IUDs) and

implants, such as Jadelle or Implanon.

Refers to the number of matemnal deaths per 100,000 live births.

Maternal mortality ratio:

Modern contraceptives method: Modem methods of famijy planning include climc and

the pill intrauterine device (IUD), mnjection. condom, Vasectomy and

supplydmethods such as lude diaphragm, foam/jelly. implants. female

" InC
sterllization. “*Other Modem Methods [m |
condom. lactational amenorrhea method (LLAM).

d: Refers to standard days method. that is. use of calendar or

4 1 eth
Natural contraceptives metho o time sexual intercourse with the aim of preventing

rhythm of a womuan's menstrual ¢

conceplion

yclc

cversihle contraceptive methods such that
.» are trreversible conlracey ;
e methods: These
pves met

Permanent contracept
: these d4rc, wbal hg:

1) used will stop childbraring,
(male sterilization).

won (female sterihyzation) and viiseetamy

X
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Repmductlv;: H;altll:: Refers t(? a state of complete physical, mental and social well-being,
and not merely the absence of disease ot infimity, in all matters relating to the reproductive

processes, functions and system at al] stages of life.

Total fertility rate: Refers to the average number of children a woman would have assuming
that current age-specific fertility rates remain constant throughout her childbearing years.

Traditional contraceptives method: This includes: Periodic abstinence (also called the
rhythm method), withdrawal, long-term abstinence and prolonged breastfeeding.

Unmet need for family planning: Women are said to have an unmet need for family
planning if they are marmned, fecund, of reproductive age (generally ages 15-49) and say they

prefer to stop having children (limit their births) or want to wait two or more years (o have
another child (space their births), but are not using contraception

Unsafc abortion: Any procedure to terminate an unintended pregnancy done cither by

people lacking the necessary skills or in an environnent that does not conform to minimal
medical standards, or both.

Unwanted pregnancy,: This refers (o as pregnancy that was not planned for or desired by the
couple at the time of conception.

X1
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ABSTRACT

Nigeria With total fertility rate of 5.5 is among High Feniity (HF) countries world-wide.
High 'fe'rtlhty LAV L are suscephblesto Pregnancy related risks including increased maternal
morbidity and @ortallty. The prevalence of use of Modem Contraceptives (MC) among hugh
fertility women 1n Nigena is very low and studies on it have not been well documented. This

study was therefore conducted to determine the pattem and correlates of MC use among HF
women in Nigena.

The study was based on 2008 Nigeria Demographic and Health Survey. Data on 3654 women
of childbeaning age (15-49 years) was extracted with data collection guide. The data wcre
wetghted before use because cluster sampling method was adopted during its collection. The
depcndent variable was current use of any MC (No method=0, Traditional method=1, MC
method=2) and the independent variables were demographic and socio-economic factors.
High fertility wonien in the context of this study means women who already have 24 living
children. The expectation is that such women should begin to prevent further childbearing
having reached the stipulated number of children a couple should have as recommeqded by
the Nigcria Population Policy, 1988. Womcn who were pregnant, menopausal, not having sex
in the past one month before the swvey were excluded froni the data sample. Data were

analvsed using dcscriptive stausucs, Chi-square test and multinonual logistic regression
mnodcl at p=0.05.

Age of the women was 39.2+6.2 years, prevalence of MC used was 17;% andt'lt“f:jrtliz
urban (28.5%) than rural (11.5%) area. Injectables (7.2%) and I({ij (BQCO)WZ?::SE i
highest prevatence of MC use. The proportion ofwomen‘w.ho ulse thz;nilorlh S Mioash
women without formal cducation (4.190) gl wamen KHNRER e

(3.9%). The MC usc was higher among the Chiistians (28.7%) than Muslims (7.6%) rehgious
.770). 1€V 1 4

p 1 | wonien \\'110 usc E\’1C lnCI'CilSCd COﬂSlSlenlly from 3 0 (3] g

: inti ho were exposed
37 3% of those 1n the richest wealth qu1ntll§. women w 7 ‘f.P )
o e s | d (FPM) messages (I‘adlo.-'leleViSlon, newspaper) had 8151111 lcz.m' Yy
N qlﬁa 99s) than women who were not f:xposed (9-.4%)- The ldf—;“tlflc?
higher MC prevalence (=0. rf(:)li on, ethnicity. wealth quintile, parl-ner.s educationa l‘ekvc;,'
predictors of Y2 QN Wogmer; fiving 10 Notth East were §1gnxflcanlly le?s likely
working Py S Fptlé()) 10 use MC than their counterparts 11 theCSIOL]lll;_,\;e_sé) Thz
: =0.167-0 bo (OR=3.73. C.1=1.62-8.56) an
(l?ch'}: 3-218. fc’;liC gse Was significantly higher among 1gbo
1IKel100d O, b

than [ausa Also, being m the highest wealth qumfile
Yol DR [GR =552 C,[~2,70-12 95)(: 1 02-3.99) than women (n the poorest wealth quintile
R:EOI -I'—. NN

to Family Planning

MC (O
promotes the use of < low among high fertility women of reproductive

1
es method f modern contraccptive should be

v
The usc of modern contracep ¢ will promote the use O

a
age n Nigena Inforrmation th

d target poor womni€n in Nigena

2¢ 4an
spread across the regions

I., { ﬁ 'Omen ] Cr“h(y rC(l“ChOl], Nl!‘CI‘I.I
v w, USC {]gh f. lllly o .

( contraceptiven =2
l\c\-\‘ OI’dS ,\10dl-‘:rn on

Word count. 401

N
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INTRODUCTION

| 1.1 Background

Nigena 1s the world's seventh and Africa’s most populous country, with country’s 2006

Population and Houstng Census estimated figure at 140,431,790 and growth rate at 3.2% per

annum (NPC and ICF International, 2014; PRB, 2014). It is one of the six developing

countries that account for about half of the annual population growth in the world (United
Nations, 2004a). Despite consistent high rates of population growth in developing countries,
the rates have appreciably decline in the past two decades, from an average annual rate of

1.8% in 1990-1995 to 1.3% in 2010-2015 (United Nations, 2013a).

Persistent High Fertility (HF) remains a public health problem 1n sub-Saharan Africa and has
not received its desired attention in some of the countries in-the region. In response to the

1994 International Conference on Population and Development (ICPD), continued canpaigns

were put in place by Intemational Organizations such as United Nations Development

Programme (UNDP) United Nations (UN), World Health Organtzation (WHO), etc that high

fertility countries should device mechanisms Lo reduce their current fertility figure n order to

Nations, 2004D). Accordingly, fertility reduction strategies 1n order

economic goals (United
) ‘1n growth rate worldwide have been embarked upon by the
ion g

hiech po ulat
to curtail the high pop . worldwide, the proportion of Govermments who had
nes.

unt |
governments of several cou 1996 10 about 9 out of 10 in 2011

rsen from 6 out of 10

- ility had .
polictes lo reczss " - ntly, world fertility has fell from 4.4 children per woman
uently,

(United Nationss 701 3a). Conseq
in 1970-197540,2.5 children per woman tn

: United Nations,

remains high { | | o

SaharanAfrican rcglonh ren per woman in 1990-1995 to 4 7 children per woman in 2010
has declined from 5.7 ¢hidr

2013b) while sub-Saharan Africa has a fertility rate of 5.1 children
2015 (United Nations. < ’

2005-2010. However, total fertility rate n sub-

2013b). The fertility level in Africa

per woman (PRB. 2014).
ansition and up to 76 counties have

hic tr
q 1s undergOing demaograp

Idren pcr woman). but developing countnes like

The world’s populat!o
p ment level (2. chil

fertility below the replace

Nigeria 1s still expenencin

Is of fertihity. fnover four decades for example. Nigena
;h levels O
U hig
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|' .
f fertifity rate reduced with only 1 1 : :

L )’ | Y 1.1, as it fell from 6.6 children per woman in 1970-1975 to
; 6.0 children per woman in 2005-2010 (United Nations

2013b) and to 5.5 in 2013 (NPC and
ICF Intemational, 2014); and waith this f‘igure N

1igena has been categorized as one of the
high fertility countries.

| High fertility has implication on the lives of individuals, family, and a nation. Particularly, it

affects women who bear the burden of pregnancy, childbearing and childrearing (PRB 2012;
' Roudi-Fahimi and Ashford, 2008, WHO, 2009a). High fertilily women are vulnerable to
pregnancy related risks including increased matemal morbidity and mortality (Roudi-Fahimi
and Ashford, 2008; WHO, 2009a). For instance, in 2013, the number of women dying due to
complications during pregnancy and childbirth was 289,000 {(WHO, 2014) and the nsk of
dying was higher among women in developing than developed countries. In 2010, women 1n
developing countries were about 15 times (31 times in sub-Saharan Africa) more likely to die
from pregnancy and childbirth-related causes than those in_developed countries (United

Nations, 2013a). Nigeria with maternal mortality ratio-estimated at 576 and life time risk of
% (40,000) of all the global matemal

s, 2014a). Also, 32% of all deaths

matemal death of 1 in 30 women constituted about 14

deaths (NPC and ICF International, 2014; United Nation

f reproductive age are pregnancy related (NPC and |
report and World Population data sheet show

maternal mortality and

CF Intemational, 201 4).
among women O

Evidence from 2014 World Health Statistics -
iilization-results in hugh rates of total fertility.

' aceptive u |
that, low contracep ility to control their own

's ab
infant mortality (WHO. 2014; PRB, 2014). Ensuring womens a

of the comerstanes of population and development-related
ne

fertility was considered.as O
[CPD in Cairo, EgYPt (Greene et al..

| Assembly In 1999, FP was included as part of gender
ra

f policy formulation and implementation and n

2012). Of the resolution
4
programmes at the 199

adopted by United Nations Gene

: esses O
perspective‘to be adopted 1n all proc

Nations General Assembly, 1999). The ten-year revicw of the
alion

, b ited |
the de}ivery of services (Unite mprove aCGess the quality of FP services as an

(UNFPA, 2005).

e need to

e hea Ith care

; th
ICPDreiterated among others,

1V
integral component of reproduct

- derstandin
| - family planning (FP) arc vital to deeper understanding

need fo |
e and unmet sroductive health worldwide

ation growth worldwide could bc

Contraceptive Us (United Nations. 2014b)

s and to ymproving ¢ x
health and sustainablc Pop '
emal hca .c of safe and cffcctive methods ot fertility
ro ! g
to and app

ended pregnancy

in fertility change

Also, improved mat

achieved through acgess t
s 1N 8V0!d'ng umn

priatc e
(W HO, 2008). Contraception s the

contro§, which help
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-F

B — ——

most cost-effective Intervention for preventi
ng

: : Unwant -
associated with pregnancy (Greene et o anted pregnancy and health risk

27019
reinforces people’s rights t - #012)- It reduces the need for unsafe abortion,
ghts to determine the number and spacing of their children. Moreover

enables w ' imi 1
FP es women who wish to limjt the size of their families to do so (WHO, 2013). These

ublic health probl
p p €ms are reduced by means of correct and constant use of modern

contraceptives (MC), especially the long acting or peimanent methods 1f a woman does not
want Pregnancy any more (Family Health International, 2007). In most developing countries,
the number of children desired is declining and motivation for healthy spacing of births has
steadily increased (Westoff, 2010; Darroch, 2013). Though more than 90% of Governments

are supporting kP programme, only few countries have met even a minimal benchmark of a

30% reduction in the unimet need for FP (United Nations, 20! 4c),

The level of acceptance of contraceptive methods still varies within socicties and also among
different social and religious groups. For instance, the developing regions are more likely to
use long acting/permanent methods such as female sterilization and the IUD. Female
sterilization is most commonly used in Latin America and the Caribbean (PRB, 2013). In
Nigeria, the use of modern method, such as injectables, IUD and pill 1s much higher among

mamed women (NPC and ICF International. 2009). Previous reports have revealed that many

rural women are less likely to use modem contraceptive methods as compared (o their

counterparts in the urban arrear= Factors such as woman's level ol education, family

economic status and number of living children are linked |
2008). For instance, women in the wealthiest

to her likelihood of using modern

contraceptive method (Guttmacher Institute,

o use modern contraceptives than the poorest (NPC and ICF

o are also disparities in regional us
the highest level of contraceptive prevalence followed

quintile are more likely |
e of modem contraceptives in

International. 2044)3Ther

Nigeria. For.exafnple, South West has

h and North Central (NPC and ICF International, 2014).
(

by South East.South Sou

: ontraception in the future among currently
tending to usc €
S for not 1N

e age who arc not using
he respondent of other people such as husband/partner

In Nigeria{ the reason contraception were: opposiion to use

martted women of reproductiv

om !
of contraception Which could be from

9 4%), fertility-relat

ated such as
nimpressed contraccptive state, the prevalence of

cd reasons including wants as many children as

Or reh'glous prOhlblllOn (3 fcar Of 51dc CrfeClS (15.50/0) (NP( and ICFE

possible (28.6%) and method-f¢l

T this U
International, 2014). In spite of

ye geria, contraceptive prey nlenee hos nsen
the past

arn in Ni
,en aver
contraceplive use has Nsen
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W .
eriod M Ll h.]le modem Conlraceptlves rose up o 97% in the
> e - Ieanwhiie, total demand for Fp dmong cumrently mamed

€d wome

‘ n in Nigeria 1s
34.8% ot which unmet needs js 20.29 £

(NPC and ICF Intemational, 2009). This paper

therefore seeks to ascertain the pattern and correlates of Modemn Contraceptives use among

high fertility women ; 1geria wi :
gh y nn Nigeria with €mphasis on long acting method, in order to unravel the

socio-economi ’ ' '
oclo-economic factors associated with Conltraceptive use among high fertility women in

Nigeria. This will guide the FP programmers when designing strategies to - boost

contraceptive use in Nigeria.

The policies made by the government of Nigeria to curtail the rate of population growth that
tt 1s experiencing have made little ympact in reducing fertility despite population and family

life education prograinmes that were embarked upon by Nigerian government and

organizationts such as Planned Parenthood Federation of Nigena (PPFN); the National

Education and Research Development Council (NERDC); the Federal Ministry of Health and

Social Services and the Federal Ministry ol Infornination and Culture.

1.2 Problem Statement
Nigeria is the Africa most populous country, its current population is estimated at 177.5
million with rate of natural increase of 2.5 and by mid 2050 its population 1s projected to be

196.35 million (PRB. 2014). Because of the existing pattern of the population growth rate. the

Federal Government of Nigeria in. 2004 reviewed 1988 National Population Policy with the
\2 .

aim amone¢ others. to reduce the total fertility rate by at least 0.6 children every five years and

national population growth rate t0 204 or lower by 2015. I\'Ieveftheless. the Nigeria TFRdO fhsij
remains high when Compared to its targets and this has implications for matemal and chi |
health. Nigeri€ constituted about j4% of global materna! deaths with curr‘ent matema
| _ ternal deaths per 100,000 and infant montality rate of 69
montality{ratio_estimated at 576 ma »014: NPC and ICF Intemational, 2014). These poor

death$ per W000 lve births (PRB,

b linked with high fertility in the past (Roudi-Fahimu and
een

dempgraphic parameters have

Ashford. 2008: WHO. 2009a).

0 . C
ht Nigenan states has shown that. 28% of the womcn ever had

A research ConduC(Cd in CIg y had cver SOugh( abortion (SC(lgh ¢! ol :

hS1% reported that the

unw yrcgnancy Of whic
BAESipeas ductive Rights reported

that about 34,000 matemal deaths in
»0FO
2006). In 2008, Centre for Kepr

| (Bankole ct al.. 2006). However, adequate and
alonc {1

Nigera are attributable 10
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Tective use of c | ‘
effective entraceptlve can reduce the risk of ynintended pregnancies by more than
66%, unsafe abortion by 73%,

prevent 70% of matemnal deaths, and avert 44% of newbomn
deaths (UNFPA, 2014).

Although, Nigerta in 2004, i1ntroduced a National Population Policy that targeted among

others, to: 1ncrease the modem contraceptive prevalence rate by at least 2% point per year,
there has hot been retnarkable improvement in contraceptive utilization. As well, Society for

Family Health (SFH) started a six-year project, from 2005-2011 known as Improved
Reproductive Health 1n Nigeria (IRHIN) Project with the purpose to improve the
understanding of, access to, and correct use of contraceptives to reduce unintended or mis-
tuned pregnancies. In 2011, SFH initiated Expanded Soctal Marketing Project in Nigena
(ESMPIN) with similar aims (PRB, 2014). But with all thesc efforts. the total demand for

family planning (FP) among currently married women in Nigeria.rcimams low (34:8%) with

high uninet need (20.2%) (NPC and ICF International, 2009).-However, report by Oitt ct al.

(2007) noted that, Iimited FP patronage in the UNFPA assisted states in Nigeria was due 10

pro-natalist culture, socio-economic factors and confidentiality issues-

! n Beijing in 1995,
According to the Fourth World Conference on Women, held In jing
complications related to pregnancy and childbirth are among the leading causcs of mortality

of women of reproductinc age tn many parts of the deveIOping world (United Nations, 1996

' (
d 2004a). Tt was also noted at the conference that, unsafe abortions threaten the lives ol a
and 2004a). It w

| it 1s pnmarnly the
l € nber of women representing a grave pubhc health problem as it P y
arge nul ,

in developed countnes
h more restrictive in developing countries than p
continue to be Muc

' instance. !
(United Nations«20] 33) For 1ns

n or in regards to ment

n Nigeria. abortion i illegal, except for the purpose

a1 and physical health restoration (Bankole ct

of savingtlifeef,a womd : .« unplanned and slightly more than
L es each year s unp
in five preghnanci

LA et (¢ three-quarter of @ million Nigerian women have an
c

half of W ends up abortion, whi

i.3 Rationale of the study

()l [ ,"n”y pl 1 |’ll!lg (’nl[\ll N ht ot ]101(‘]1(1111 l‘vnc['”..
”I bl(llly o ¢ “ ‘” “ a

maternal and chisld mortahty
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of reducmg poverty and matemal and child mortality (Cleland et al. 2006). The use of
contraception helps women

t ' : :
_ | | © avoid unwanted pregnancies and unsafe abortion. Family
planning also allows spacing of pregnancies and reduces high fertility (Greene et al., 2012).

A number of reports have assoclated unwanted pregnancy, high fertility rates with high
maternal mortality rate 1n Nigeria (Etuk and Ekanem, 2003). For instance, high fertility and
teenage pregnancy rates affect child survival and the health status of mothers (National
Population Commission 2011). As such, the lifetime chance of dying due to pregnancy-
related causcs 1s greater tor women with high fertility than those with lower fertility because
they are pregnant more often and therefore face the risk of death (Roudi-Fahimi and Ashford.

2008). As well, fertility is one of thc most important factors determining the rate of

population growth in Nigena (National Population Commission, 2011).

Nigena's fertility rate barely reduces in spite of its efforts to reduce the high fertility rate in
the country (Federal Republic of Nigena, 2004 United Nations, 2013b). Despite the [act that,
contraceptive 1s the most cost-cifective intervention for preventing unwanted pregnancy and
health risk associated with pregnancy. religious and cultural factors undermine utilization of
services to family planning in Nigena (Greéne et al., 2012; UNFPA, 2009). Therefore, more

research is needed in order to unravel possible reasons for this persistent high fertility and
es

low contraceptive use.

2 7 t
Quit ber of studies In Nigena such as Adebowale et al., (2013) have shown tha
uite a numibe L

| ‘ . P media exposure
f icularly age region residence. religion education, ethnicity, F p
actors, particularly ; ]

e method among women of
onificant predictois of current use of any contraceptive B
are significant p

reproductive age.

ted that high fertility rate in Nigena 1s in part due to the ]arge
Previods stiidies have SUEEES e negative attitudes lo contraceptive use and fanuly
dedired famiily size. as such lhere] soc). An important factor which has been less studied in
planning {Osuafor. 2011 [_'NFP:\-mOder)n contraceplive use among ligh ferulity womcen
the literature is the patern ©

detemine the pattern and correlates of modem
o)

ired |
Therefore. more research 1s requ

i th emphasis on long acting
women in Nigeria Wi
high fort ity

n adeduately explored
| pl'ulmng PIOgr«lmmcrgg, PO]'C)’ makers and othet
| y ‘

contraceptives US€ among in Nigera. The result of the findings

bee
method because this has not B¢

- Ll 1o fam
from this study will be uscful
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keholders 1n address
ng the problem by developing an appropriate policies and strategies

that could enhance the '
hat use of modern contraceptives among Nigeria women. Consequently,
this Measure has tendency to reduce fertility

, in the long yun, inproves maternal health and
enhances Sustainable population growth.

1.4 Research Questions:

What 1s the pattern of modem contraceptive use among high fertility women iIn
Nigeria?

1. What is the elfect of family planning media exposture on contraceptive use among
high fertility women in Nigeria?

1ii. What are the demographic and socio-economic factors associated with use of modem
contraceptive method ainong high fertility women in Nigera?
1v. Is there any difference in the level of fertility of high fertility women who are

currently using modern contraceptive and those who are not using?

1.5 Objectives
1.

"n

|  General objective |
The general objective of the study is to assess the inter-relationship between demographic,

. . . o of
socio-economic factors and modem contraceptive use among high fertility women o

reproductive age in Nigeria.

1.5.2 Specific objectives

The specific objectives,are to:

lence Of use of modem contraceptive and long acting/permanent
1. Determune the preva

in Nigena.

methiod among high fertiity women

. | morn
l d'fferences In the US€ Of lOIlg aCtlllg COlltfaceptlve meth()d a g

pena.
high fertility women in Nigen by children over bom among high fertility

1 easure
i Examine the level of fertihty M

women in Nigena.
mogmphic factor
t method among

that are predictors of use of modern contraceptive
S

iv. Identify socio-d¢ high fertility women 10 Nigena

' n
and long acting/penmane
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16 Research Hypothesis:

i. There 1s low prevalence of modem contraceptive use among high fertility women 1n

Nigeria.
ii. There 1s no significant difference in the use of long acting contraceptive method by

regions in Nigeria.
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LITERATURE REVIEW

2.1  Contraception and Fertility

Cont

aception is the j i )
racep use of various devices, drugs. agents, scxual practices. or surgical
procedures

to pre | ' | * '
prevent conception or tImpregnation (pregnancy). Contracepllon helps women

plan if and when they want to have a baby (Karra and Lee, 2012). Contemporary studies
show that, out of a list of eight reasons for having sex, having a baby is the least frequent
motivator for most people (Hill, 1997). This seems to have been true for all people at all
times. Since the dawn of history, women and men have always wanted to be able to decide on
when and whether to have a child or not. Contraceptives have been used in one form or
another for thousands of years throughout human history and cven prehistory. In fact, family
planning has always been widely practiced, even in societies dominated by social, political,
or religious codes that require people to “*be fruitful and multiply” from the era of Pericles in

ancient Athens to that of Pope Benedict XVI, today (Blundell, 1995; Himes, 1963, Pomeroy,
1975; Wills, 2000).

The methods uscd before the 20th century Were not always as safe or effective as those
available today. Centuries ago, Chinese, women drank lead and mercury to control fertility,

which often resulted in sterility or death (Skuy, 1995). Dunng the middle Ages in Europe,

| i ohs or hang its
IC) dvised \women: t0o Wear the testicles of a weasel on their thlgh 0 g
magicians advi

tated foot from around their necks (Lieberman. 1973). Other amulets of the time were
amputated fo

d : d 1 Clo[h and Soaked 1 t l I ’ th fa hate lt wa a]

ent INe
d. In more T€C
trong alcohol solution. And. as recently as the 1990s,
n a stron

W anS‘Wle, Canada, WOImneEn d] ank d pOtion
r ’ nate
p egnant \3 Olfhad ufsl

of dned beaver testicles brewed ! L e PiSY Tiviegs A
h used candy bar wrappers as ©
teénsin Australia have U-

d totally ineffective methods 1s that modem science has
n bizarre an

surpnsing than such ofte

. herbal treatments, to be actually
C]a]]y certain
methods, €SP

revealed many other anCICnt Ssarc ar pTaCtlcal (Rlddl(:9 ]992)

- alway
somewhat effective, though not

jen's health and protecting their nghts and the
wonmen - ‘
romoting

Contraceptive use §5 vital {0 P ed women #i the principal proximite

ently marr

A > »
prevalence of contraceptive
Ly
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determinant of fertility (Envuladu et al., 2013

o Bongaarts, 2007). Family planning allows
mdividuals and couples to anticipate and attain

. " their desired number of children and the
spacing and timing of their births (WHO 2013)

] It stressed that, a woman's ability to space
S . . |
and himit he€r pregnancies has a direct Impact on her health and well-being as well as on the

of e
outcome ach pregnancy (WHOQ, 2012) There have been increasing overall levels of

contraceptive use In ' ~ L | :
P many developing countries. Regardless of this significant increase in

contraceptive use over the years, there still remain large gaps between the desire of women to

delay or avoid having children and their actual use of contraception (WHO, 2014). For
example, about one 1n four women aged 15-49 years who were married or in a-union had an

unmet need for family planning (FP) in WHO African Region in 2011 (WHO, 2014).

Worldwide 1n 2010, unmet need for FP decreased from about 15:4% in 1990, to 12-3% and

constituting around 146 million women aged 15-49 years who were married or in a union and
about 769 million married women of reproductive age in developing countries have total
demand for EP of which 131 million have unmet need, while about 191 million have unmet

need for modem methods (Alkema ctal, 2013).

| z xt Jink in the chain of causal
Reproductive preferences as found by Bongaarts are the nex Jink

factors that determine fertility (Bongaarts, 2010). Fertility declines occurred in all but one

AsiarN. African country and in a majonty of Latin American countries. Also, contraceptive
1arv'N.

I . . | - . L] Ch ls as

expected from the observed. fertility differences (Bongaarts, 2007). The level of contraceptive

O

use is low (PRBY2013). For example,

th
| th West match Wi
North East"and 6.7% in NO 1 North Wes! reported a prevalence rate of only 3.2% and
NOr

high fertihty rate in northem Nigerta, with 6.3% 1n

their low contraceptive utilization with

women’ljvifig 1n North East an

' r
4.3% “gespecuively. which is much jowe
ding to Alkema €t al.

4). Accor
Intemational, 2014) jected growth In

ro
2hd unmet need for FP, and the P  is nccessary to meet demand for contraceptive

than the rate for the nation (NPC and ICF
(2013), trends in contraceptive prevalence

the number of potential contraceptive

users indicate that increased

| Cleland et al. (2006) noted that «f
lth worldw ide.
oductive hca

methods and improve Tepr in health of milliens of women

» WOu
unmet nced 1S reduced. there

and child health and survia al
regha
becommng P

qt, 1 infant
exposed to the nsks of

()

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ly about 10% of modemn

1gnorant about these methods (B
2012). However, factors such as education Bp———

» wealth, exposure to family planning information
Plive utilization. For instance, wealth may have

niraceptive use effectiveness (Adebowale and

Palamuleni, 2014 Fapohunda and Poukouta, 1999). Also, women who

are educated are more

informe ' |
d of contraceptive methods and they are able to participate in the decision-making

process of family issues (Lloyd, 2009; Mandelbaum, 1974).

2.2 Contraceptive Mcthods

There are different contraceptive methods and this has been ‘classificd as modem or
traditional methods. Tlhe modem methods are: female sterilization, male sterilization, the pill,
intra-utenne device (IUD). injectables, implants. male condom. female condom, diaphragm,
foam/jelly. lactational amenorrhoea method (LAM) and emergency contraception, and the
traditional methods include: rhythm (pemodic or prolonged abstinence) and withdrawal

methods.

In accordance with the objectives of Programme of Action of the International Conference on

Population and Development among others. are to improve the quality of family planning

advice. Information. gucaiNd. communication. counselling and services: to increase the

participation and sHaring et responsibs lity of men in the actual practice of family planning; to

prevent unwanted-pregnancies and reduce the tncidence of highrisk pregnancies (United

Nations 20044). Tt has been shown that. knowledge and approval of contracepttve methods

were sigruficantly associated with farmily stze preferences (James and Isiugo-Abanihe, 2010).

et al. (2007) indicated that n Nigena. It Is important (0 improve
€ =

Study, findéngs such as Lul

0 methods if unmtended pregnancy and unsafe aborhion

conlraceptive knowlcdge and access !

Nigeria, there is great need for expanded and

T
are to be reduced. The paper stress that

formation and services 1 help women delay the first
(n

v
improved provision of contraceptive

birth, achieve healthy spacing

' Canuty planning and combat suvihs
c advantages of
ding of th

women's and men’s understan

about modem contriaception

| |
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According to 2013 Niger: -
ording '8em1a Demographic and Health Survey, there is widespread knowledge

of any contraceptive method
y P among women of Childbearing age n Nigeria with 85.2% of all
women and 94

6% of all :
0 Men knowing at least one method of contraception. Majonty of all
women (83.8%) and men (93.79,

| ) know of modern methods than traditional methods, While
sexually active unmarried women (97.8%) know more of any modemn methods than currently

mamed women (84.6%). Regarding the individual methods, the pill is the most commonly
known method among the women (70.9%) and 1s substantially obtained mostly from private

sector (72.1%). Injectables are also commonly known among women (68.3%) and public
sector supplies the majority of injectables (58.3%), while private sector supplied 39.9%.
Similarly, male condoms arc one of the widely known methods (67.1%)-and are generally
sourced from private sector (74%). Among the least known modern methods are male
sterilization (15.5%), female condoms (28.6%) and implants (24.7%). Mostof those that used
implants got their supplies from public sector (65.4%). On the other hand, only 44.5% of the
women know of withdrawal and 41.2% of rhythm methods. Generally, currently married
women are less likely (84.6%) than sexually active uninarried women (97.9%) to know of a
contraceptive method. Similar study findings among vomen in three communities in northem
Nigeria show that 64.6% of respondents have heard of at least one method ol contraception
(Avidime ct al., 2010). Among modern methods. the pill was popular (54.1%). closely

followed by femalc sterilization (47.5%) and injectables (47 4%). Several studies are also 1n

. - ! traceptive
onsonance with the findings of this extensive knowledge of the various con p
C

methods in Nigeria (Asekun-Olarinmoye et al.,

d bv Bankole et al.
N1 , 201.1). A study conducted b3 | .
2012: Tayo et al. ) Niveria. 38% did not know about FP, 19% believed that they
Ni1gerida.

2013; Anyanwu €t al., 2013; Envuladu et al.,

(2006) has shown that among

nonusers of contrageptive in

raceplIve knowledge among women in Nigeria, varnous
f cont

0 |
Although there 15 widespread ihe eminent practice of masculine and patrilincal

instance,

- For
factors ympede 1ts utilizatiol: . ferglity atitudes greatly (Jamcs and Isugo-Abanihe,
S

le
wraditions 1n Nigena affects fema

tjvations stgmﬁcantly ntluence the reproductive
e mou

. rodUCtIv
2010). As such, men’s rep portrﬂyc‘l lowards use of contraccplive mcthods 1n

¢ Other attitudcs

behavior of their wive sraceptive mcthods, opposiion to use of

con
; t modem
Nigena include myths 4
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contraception by women themselves

huSbimd/parmer of religious prohibition, and

Supel-stition (Otti et al., 2007; Lule etal., 2007: Aseku
.3 ’ n

-Olannmoye et al., 2013).

2.3 Barriers to use of contraceptives by

women
Gender preference is an

impedi ' | ' Nt i
pediment issue tn contraceptive utilization and subsequent ferulity

sty . :
reduction: study findings illustrate that, son preference has a strong influence on the use of

contraceptive and that preference of a particular sex might be an obstacle in contraceptive

acceptance. It has been found for example that, sex preference has a significant effect on the
use of contraceptive methods. Many couples will not use family planning (FP) methods until
they have male children irrespective of the number of female children they already have
(UNFPA, 1996), besides, the barrier to women's ability to adhere to their fertility decisions
may be attributed to cultural preference for sons over daughters (Roy, et al., 2008). To this
end, there is strong relationship between desire to have morc male children and family size.
Poverty is one of the challenging issues in contraceptive utilization; some researchers
suggested that, economic assets and insurance in old age drive people to have large families
with preference for male children which may delay the usage of contraception by couples
who do not have male children (Duze and Mohammed, 2006). Meanwhile, in wealthy and
non-traditional societies, preferences are believed (o be empirically unimportant (I.undberg,
2005). Quite a lot of studies have shoin that education 1s one of the predictors of use of
contraceptive. According 1O Adebowale and Palamuleni (2014). wives that were more

. ' n
educated than their husbands were more likely to use inodern contraceptive method and ca

e more educated than them. But
' 'ves whose thetr husbands wer
refuse sex respectively than Wives

en

' male and female respectively (United
- : tion 1S 60 and 55 for ma
enrolment ratio’in primary educa

larly, literaCy rate of adul N |
d Nations 5012). Political will 1s also paramount to
(& '

. ¢ fifteen years and above is 72 and 50
ICF Intérnational. 2009). Siml

for male and female respectivdy (s
jeland et al.

This Vv

ent arena. .

pm Jioated that, in Nigeria, the political will and
1ndic '

(2006) noted that there is poiitical unwillingness to

usewof contraceptivec as c iew has been supported in the work of

incorporate FP mto the develo

.
Monjok et al (2010). as the Pape

' M vcr, contraceplion rcimains
-, motherhood 1S grossly lacking. 2OTE0
c MO

commytinent for FP and saf with its henefits (Horton, 2006; Shilfman

(natter Ve
a highly politicised and controversial

13
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and Quissell, 2012) Other

barmers .
- : aI% superstition, culture, side effects, ignorance and
misinformation (Asekun-Olarjnmoye etal., 2013)

7.4 Contraceptive use worldwide

eVl :
Globally, evidences have revealed that, contraceptive use with emphasis given to modern

su | '
measures such as long acting and permanent methods of contraceptives have been effective

and useful in lowering fertility and reducing incidences of unwanted pregnancies, unsafe
abortion and high population growth (Cleland et al., 2006; Family Health Internatonal,
2007). For instance, women who want to linut their family size and time their childbearing

will use contraceptive to do so. As well, reductions in the number of abortions are achieved

through 11mproved contraceptive use (Deschner and Cohen, 2003).

There has been increasing overall levels of contraceptive use globally and in all regions.
Despite this development, contraceptive prevalence rcmains_low, cspecially m Africa and
unmet need still remain high (PRB, 2013). As per United Nations (2004c), many births arc
still unwanted or mistimed. and modern fanmily planning (FP) methods remain unavailable to
large numbers of couplcs. In addition. in most dcveloping countries such as Senegal and
Ethiopia, women generally havc more children than they desire. n that women have an

" le 1 ' ¢ W
average of two more children than their ideal number. While in Burkina Faso and other West

African countries, women still desire: large families (PRB, 2013). A study of Demographic

es has shown that, contraceptive
ore than 40 countnes
and Health Survey data from m

111 en women, bUt reater
lence Oﬂg ad 0] SC tS inC Cased faStef than C mong Oldef Q) g
ple\'a a c I ]

ntraceptive method
f adoleséents than of older women discontinued using a co P
proportions ot adol€s s

w1t r en.cnced Contraceptlve fallme (BlaﬂC lal.. ]009) I\’IO f in ca

' ' e of modem
1990 and 2010 were atlnbutable to 1INcreases 1n the use o
that occurred betyveen 4

ccount for at Jeast half of total use
- two methods a
rnes one Orf

methods. “while=for most count

' revalence increased from 54-8%
2012). Globally. contraceptive p

(Bldd]eCOm and KantorOva, l
2010, (Alkema €t &b

o were matTiced or | ; il
' en with an unnict need 1or
every five wom
four out of

7013). In 2011, around one 1 cvery eight
in_1990. 10 about 63 1

women aged 15 49 ycars wh

le,
worldwide (WHO. 2014). Meanwhl
|joping regions
20( 2. abou

n a union had an unmet need for FP

(United Nations, 2013h). Of the 213 mullion

\% e > S()°
modern methods hive 1 o ¢ 85 million were anitended and 50% of

c In

| 1d i
pregnancics that occurred worldw v i unplanned births, and 13%

{]b()ruon! ‘;8
‘ . yortion was higher 1in
all the unintended PT€E wpncics ending m aborh g

oryon
miscarriage, While the Prop
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developed regions (34%) than in develo

| pIng regj
Darroch and Singh (201 iy reeions (49%) (Sedgh e

al., 2014). According to

. t1 :
need for effective Contraception in develop; Mg to avoid pregnancy and consequent
1

Accordi 2 |
ccording to 2013 PRB Famnly Planning worldwide report, 63

worldwide within the reproductive age are using ethods of co

contraceptive use v

0 .
% of all married women

| ntraception. Prevalence of
ar '

les by regions. [n more developed countries. 729
methods of contraception and 02%

o of women used

in less developed countries, while 34% in least developed

countries. Among all the regions, Alrica has least prevalence of contracepfive use, and the
prevalence 1s even lower 1n sub-Saharan Africa. Northen America constituted the highest
(78%) prevalence worldwide, followed by Latin Amcrica and-the Caribbean (75%) and
Europe (70.0%), (United Nations, 201 3c: PRB, 2013). Furthermore, contraceptive prevalence
of any method in the remaining regions of Europe, Latin Amcrica and the Caribbean, Asia
and Oceania was from 63% or more. Modem contraceptive use has risen steadily over time in
most developing countries, as is the case in Colombia and Bangladesh. Howcver, use of FP
has remained stable or even declined 1n others. such as Jordan and Nepal (PRB, 2013). There
are substantial varations in modem contraceplive use across the worid. Most women 1n more
developed countries use modern contraception (63%). followed by women in less developed
ones (56%), while less than one third of married women (29%) 1n least developed countries

use a modem method. The use of modem method worldwide was 57%. Additionally, modern

method use in Africa was 27% and even less 1n sub-Saharan Afnca (21%). In contrast,

contraceptive prevalence of modem methods was aver 56% in Europe. Latin Aincrica and the

Caribbean. Asla and Oceania (PRB. 2013).

Nine goutsofevery ten contraceptive USErs in the world rely on modem methods of
e most commonly used method

e (1UD) (13%). tollowed by pill (8%) and male condom (&%),
IC

aried markedly between developed and devcloping

s worldwide arc female stenlization
contraception whijle th

(18%7:the intrauterine dcv

(PRB, 2013). The spemﬁc methods uscd V
the develOping

Slcrllllﬂtlon (206"0) c’lﬂd th IUD (14 7"0)‘ ;1nd

regiONs arc inore hkely o use long

regions, In 201t for nstance,

h as fcmdlC

\ . mecthods SUC
acting/permancnt asc. But the developed regions arc more

ly O [ conltraccp! 1VE

. - made up the major
these mcthods made up ) pill (17.7%) and these methods were also the

: lhf
llk(:ly 1O use male condom (18 4° 0} ind )

IS
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its prevalence level is highest

In India, Colombia, Costa Rica, El Salvador, and Puerto
Rico, the levels range between 30.0% and 38.5% (PR

B, 2013). Similarly, [UD is the second
most conimonly Used contraceptive method in the world. The [UD is most widely used in

in Dominican Republic (44.1%).

. . : , .
Asia (17%) and its prevalence is over 40% in countries such as China, the Democratic

People’s Republic of Korea and Uzbekistan. But levels of [UD use range between 30% and

40% 1n Isracl, Kazakhstan, Kyrgyzstan, Egypt, Turkmenistan and Viet Nam. Fuithermore,
the use of the contraceptive pill has the widest geographic distribution of any method and the
countries with the highest prevalence of pill use (over 40%) includc Algeria, Czech Republic,
France, Morocco, the Netherlands, Portugal, Réunion and Zimbabwc (Unitcd Nations,
2013c). Other modem contraceptive methods are also prevalent in some regions. Injectables
for example, were the most commonly used contraceptive mcthods in Southem Africa
(28.3%). South-Eastern Asia (18.8%), Lastem Africa (15.8%)-and Sub-Saharan Africa
(9 3%). Traditional methods, despite having lower efféectiveness in preventing pregnancy than
nodemn methods. were more commonly used in the developed (9.0%) than developing

regions (5.6%). The traditional methods used .in both regions were mainly rhythm and

withdrawal (United Nations, 2013c¢).

2,5  Contraceptive use in Africa | | .
| ' West Africa (5.4
Africa has the highest tota! fertility rate m e world and 1s even higher 1n (

' ' nic fertilit
hild ). though some countries 1n the region arc experiencing dynat y
children per woman),

| A 11 5’ tes Of Ls and 34
[ h S SOuth Afnca and Y\[Or[h Hfl'lca. W hO has fel ‘.lllt ra
t ansitions sucC a ) 4

- | INCl s of
tively. In Afpca, evidences have revealed higher incidence
children per womani[espee ' — ith high fertility rates and
P ' ‘ornal and infant mortality 11 regions with high Y
unwanted prognaggs. . vith lower fertility and high contraceptive utilization
jons W

re |
low contraceptive USage s 5013 for instance, Democratic Republic of Congo and

9 . In |
(PRBM2014: Singh et al., 2010) 156 children per woman respectively., with modem
an

6
Nigewa have total feruhty rates of 6

However, matemal mortality in
o, and 9% reSpcctlvely

. ates of 9-8
contraceptive prev alence rate

4 Nigeria were 730 and 560 matemal deaths per 100,000
Congo an 18C

le infant mortalit
[CF [ntemational.
Ww (2.2 snd 2.3 chile

Democratic Republic of y were (09 and 69 infant dcaths per 1,000 live

live births respectively whi

2014). Whereas o Tunisia and South Afnca
births (PRB3, 2014: NPC and

{rcn pcr WwWoman lc.spccln L‘I)) aned mm‘lcm
: »g dre lo
where total fenghity rates
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. 2014; WHO, 2014), Also.

and Middle Africa where fertility

s were cOmparatively high and contraceptive prevalence rate were low (Singh et al,,
2010).

the highest unintended pregnancy rates were in Eastem
rate

In Affica, contraceptive prevalence is relatively low while unmet need for FP is high (PRB,
2013). Family planning worldwide report shows that, contraceptive prevalence rate in Africa
1s 33% with urunet nced of 23%, while in sub-Saharan Africa the rate is 26% with unmet

need of 25% (PRB, 2013). There are considerable disparities in trends of contraceptive use

and unmct nced across all the regions. The contraceptive prevalence rate in Africa has

increased significantly from 17.4 to 30.9% and unmet need has decreased from 26.4% (o
23 2% (Alkema et al., 2013). According o Alkema et al, (2013), contraceptive prevalence

rate In Eastern Africa has tripled between 1990 and 2010 from 12.0% to 32.6% but unmet
need has slightly decreased fromm 30.4% of the women t0 about 26%, while in Westemn
Africa, the contraceptive prevalence rate has increased just from 7.6% in 1990 to 15°1% in
2010 and unmet need has rather increased a bit from 24.9% to 24'4%, Sin1ilarly.

contraceptive prevalence rate between 1990 and 2010 has expenenced change of 8.0 10 16.0

in Middle Africa, Southern Africa and Northem Afnca.

The 2013 PRB Family Planning worldwide report has shown that, there 1s difference in
1e 2

' ! iehest (59%) and
. ilizatidn ACTOSS the regions with Southern Afnca being the hig (59%
contraceptlve utifizati

' larly, the prevalence
modern method (7%). Simi ,
d women used a

less than one/in.14 of marrie e ea 189 in West Africa, 33% in Easter
in

. 53%
in otier African regions Were. . < between 3.5% in South Sudan and 75% n
< varne

tive
Afnca. Prevalence of contracep

Northern Affica contraceptive prevalence 1s over 41%
Northe .

and
Mauntius. Among Southem
). Also. contraceptive

ly

African, namety. !

Eastern /a, In contrast. among thc Western African
8

prevalence of all methods was 30% or more n

‘ < pr N
except 1n Sudan (7.67 Uganda. Tanzania, Zambia, Zimbabwe,

majority of the countrics If

Ken
: lapgascarl and
Malawi, Mauritius, Rwanda, Madag

¢ and Ghand h
5 of the countrc

0
e o level of contraccplive prevalence of 61.3% and
aved

countnies, only Cape Verd
while the re

g in West Afnca have a Kool il
34,7% respecuvely,
{7
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aceptl '
contraceptive prevalence below 18.2%. Similarly, in Middle Afiica, Congo, Gabon and Sao

lev -
| i el of contraceptlve of 44.7%, 31.1% and 38.4% respeCtively,
while the Temaining countries in M;

Tome and Principe have a

ddle Africa have contraceptive prevalence rate of less
than 24% (PRB, 2013),

Eight out of every ten contraceptive users in Alfica or sub-Saharan Africa rely on modern
methods of contraception. In the entire region of Africa, injectables and pill are the most
common method of contraception, both methods each used by (9%) of women aged 15-49
who arc marmied or in a union. Both injectables and pili are most prevalent in Southern Alfrica

(27% and 11% respectively). The prevalence level of injectablcs 1s most cominonly used in

South Africa (28.4%), Rwanda (26.3%), Malawi (25.8%), Kenya (21.6%) and Ethiopia

(20.8%). While the pill is highest in Morocco (48.4%), Algenia (45.9%) and Zimbabwe
(41.3%) (PRB, 2013).In AfTica, the IUD is ranked third among wonien of reproductive age
who are married or in a union. The TUD is most commonly used in Northern Africa (18%)
and its prevalence is highest in Egypt (36.1%). followed by Tumisia (27.8%). Female
Sterilization is also popular in Southerm Afnca, where 13% of women of reproductive  age
who are married or 1n a union are currently using them (PRB, 2013; United Nations, 2013c).
Women in South Africa are morc likely to use long acting/permanent (sterilization and

IUDs). Injectables and pill than women In other African regions (PRB, 2013).

2.6 Contraceptive usc in INigeria

| ' ver the vears In
There have been significant improvements in levels aff commacepiive USG @VEL L
ere have been Si

| stiidies including NDHS have shown that, utilization of contraceptives in
Nigena, but several studies

| and awareness. For
| s low despite the widespread of contraception knowledge
Nigeria remains_low e

DHS, 83.8% of all ,
o 2013 N e rate among married women was 15.1%. As a

women and 93.7% of men know of modem
instance. according t

valenc
methods. “but‘current contraceptive pre. |
idences of high fertilit

ortality and morb!

y unwanted pregnancy, unsafe abortion and

result. tlyere have been tnc ity rates respectively (NPC and ICF

high' matemal and child M

1,
International, 2009; Sedgh €t @
men who

2006:; Bankole €l al . 2006). Unwantcd pregnancy is

_—— cxperlchCd unintended pregnancy were not

WO ‘
common 1n Nigena and many e According 10 Bankole ct al. (2006}, six n ten
conce

hen th ‘ |
using any contracepuVve when HEY 4 were not using any method of

pregnancy by abortso

antcd - - - S
e ended an YnW 4 Thus unwanted pregnancy has been wdentificd as
Ve ‘

women who hav

they conce
family planning (FP) when they ole ct al. 2000)

Bank
the root cause of nduced aborion {

| 8
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, the contraceptive
P Prevalence among WOmen of reproductive age who were

12.6% in 2003, to 14.6% in

| . Meanwhile, modermn methods rose from an
estimated Median prevalence of 0.2% in 1970 1o about 3.8%
. 0

currently Mmamed or in a union roge from about 6% in 1990 t
, to
2008 (NPC and ICF Intemnational, 2014).

in 1990 (Untted Nations,

in 2008 and then 9.8% in 2013, with only
0.1% change in prevalence between 2008 and 2013 (NPC and ICF International. 2014).

2013d), then increased to 8.2% in 2003. to 9.7%

Nigeria has experlenced niore change tn modemn contraceptive use between 1990 and 2013

(6.3%) than the period of 1970 to 1990 (3.6%). This difference might be attributed partly, to
efforts put 1n place since the 1994 Intemational Conference on Population and Development

that urge countrtes to develop and implement policies and strategies so as to reduce

population growth rates that are compatible with the attaininent of social and economic goals.

The overall contraceptive use among all women was 16.0%. Among scxually active
unmarried women, the proportion using any methods was much higher (68.1%). Generally,
the change in contraceptive use over the past four decades 1s attnibuted to rather modemn
methods than the traditional methods. As such, the modermn methods experienced a change of
9 6% since 1970 when modermn methods was only 0.2%, but traditional method underwent a

change of only 1.7%6 within the same period.

About six out of every ten contraceptive USErs in Nigeria rely on inodem methods of

contraception. Nigeria Demographic and Health Survey, 2013 shows that, the use of modemn

| ion
t - ng married women in 2013 was much higher in the South West reg
contraCeptives anio

N d with 16.4% in the South South,
| (24.9%) when compare
than in any other part of‘the coun@y

: and 2.7% 1n the
12 4% in the North Central 11.0% in the South East, 3.6% 1in the North West an 0 11
Z.4%0 1n the ;NOr . X :

| ' : more
0 mparnson modem contraceptive use¢ Wwas considerably
North East regions. "By €O .

n who were not married (54.9%) than currently
wome

Modemn contraceptive use varies significantly by place of residence,
mamed’women (9.8%). v10de

»008). Urban mame

1o use modem contracept ‘
O Jerscore Nigeria's cCONOMIC and social disparitics.
o undet:

4 women are about thrice as likely (16.9%) as

(Guttmacher Institute. ‘ves. The variation in contraceplive use

0
rural mamed wormen (5.7%)

e noted was said 1
cation, the numbe
her likelihoo

0
e with this. Only | 7%
th 22.4% of those with more than

bysplace of residenc . of children she has and the economic status of

U . \Y 1cthaod
Also,v,oman’slevel of o d of using modcm contraceptive n

| d to )
her farmily are also linke of women who have ncver been to

lin
(Guttmacher Institute, 2008). In

arcd Wi
odern M

school currcntly use 3 M
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secondary education. Higher

Proportion  of married women (13%

1vi | having tl to four
sumber of living childreg ) having three to

, ICF Intemational, 2014).
Among the six zones, South West has the highest level of contraceptive prevalence (38.0%)

followed by South East (29.3%), South South (28.1%) and North Central (15.6%). While of

the thlrty S1X States inCIUding Aija’ prevalence Of Contraceptive use iS h]ghest in LagOS

(48.3%). followed by states such as Kwara {40.2%) Osun (38.3%), Qyo (37.4%), Anambra
(35.0%), Rivers and Ekit1 (34.5%) (NPC and ICF International, 2014),

in Nigeria as mdicated by 2013 NDHS, male condom is the most commonly used method of

contraception of all women (4.5%). Among sexually unmarried women, male condom was
the most commonly uscd methods (39.5%, followed by pill.(8.0%), Rhythm (5.9%),
withdrawal (5.3%) and injectables (2.5%). The prevalencc level of male condom is highest
among sexually active unsnarried women of ages 20-24 years (48.9%), followed by those in
ages 15-19 years (40.7%), 30-34 years (40.7%) and ages 35-39 ycars (31.9%). Whereas
Injectables is the most commonly used method of contraception among currfantly marned
women of reproductive age (3.2%). The prevalence level of Injectables 1s highest ainong

urrently mamed women of ages 35439 and 40-44 years (5.3%), followed by those 1n ages
) .
25.20 (3.9%). The prevalernce of Injectablesis 1s OvCr 49 among currently married
A years . 0).

The other popular conty and pill (1.8%) (NPC and ICF Intemational,

.
(2.5%). Rhythor(2.2%). male condom (2.1 Vo)
2014).

isation prevalence rate is 0.3%. This method 1s rarely
e sten

Accofding to2013 NDHS. femal o omonly used globally. particularly in regions such
IS

: ' ia but
practiced’or acceptable 1n Nigert

developIng countries 1n Asia and South Amerca
e €ve

in Som .
as developed countnes and i 1.9%. A significant problem in Nigcra 18
| use 1S

CAdesivun, 2007). Oral hormonal pil ine pill. The myth that prolonged use ol the pill

ut
guate information aho

a general lack of ade and may explaim why most young

d tts usc In Nigena

- ie -
cnhity has lim (o usc abortion instead of contracepuon for

leads 1o pernmpancent st

LS, _
' special studen mhiscd ptrauterine
females 1n Nigerna. especially 2001} Only 0.87% of the women uf 1

v (Otonde €t 3 .
unwanted pregnancy
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device (NPC and ICF International 2014). The most
b ' 0

_ common reason for discontinuation of
[UD use Was a desire for pregnancy (Mutihir ey 4]

» 2006). While implants were one of the
least used methods (0.3%) and less

| 0 popular. 1 actational amenorrhea method (LAM)
! t "
prevalence rate 1s 0.3%. It is also one of the least used methods. As well, male sterilisation,

female condom, diaphragm, toam/jelly, and other modem methods

constituted only 0.5%
usage among all women and 0.3

0 | o
70 among currently married women. Male sterilisation is rare

Niger:
among INigerian men. There were only two cases of voluntary vasectomy performed over a

30-year period at University College Hospital in Ibadan (Akinwuntan and Shittu. 2008).

In general, utunet need for FP is 16.1% among currently married womecn in Nigeria. The
unmet need for spacing s higher among younger women, while unmet need for limiting
childbearing 1s higher among older women (NPC and ICF International, 2014). Unmet need
is higher among rural dweller (16.8%) than urban counterparts (14.9%5). Also, women living
in North Central zone have the highest unmet need (23.5%) and the North West the lowest
(12.0%). Unmet need is lower among women with higher education (11.7%) than among
those with a prrmary education (19.3%) or no education (14.9%) Among women in the
lowest wealth quintiles. 14.3% has an unmet feed, while 13% of their counterparts in the

' R
highest quintilc have an unmet need (NPC and ICF International, 2014).

1 icv in Nigeria
2,7 Population and family plauning (FP) related policy in Nigeri

donted bv Federal Government of Nigernia tn 1988. The goals of the 1988 policy were to
adop y

- N | ll th t OI.
t I]d d { ]'\,fl and quality Ofllfe; p motc lth \ elfa (& cspema y d
1 1p ovC Sla ardas o | llg

mpatible with the
d child achieve lower pOpu]athH growth rates that are comp
mothers and chudren;

. omic goals: and achieve a lhore even distribution of population
attamment of.social and econ | Republic of Nigeria, 1988). According to the policy.

; (Federa
between.urban and rural areas ( ——— voluntaﬂly wishing to usc them. Some of

1l
FP sérvices shall be made avajlable to

e number of children

the rate
(0,4 per woman by ycar 5000 and reduce

009). The po

ber et al.. 2 | o

2. 0% bythe year 2000 (GOIIDCrVCIopmcnt o 3004 The pOhCy recoLnIses that populahon
‘ &

Population for Sustaihablc

J ] N ’
and cnvironmental 1ssues  arc irrevocably
velo
omic dc
and €con

4 woman 1s likely to have duning her lifetime
the targets 1s to reduce th of pOpUlallOﬂ gFOW{h to 2.5% by 1995 and

licy was reviewed to National Policy on

pmeht,

- wentin Nigena. The
lactors, social vement of sustainable developme g

the achlc
interconnected and are cnical to

. achieve o reduction ol the
. ts such as
P a((.d l‘lrgc
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reviewed policy conain
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. O °
national population growth rate to 2% or

lower by the year 2015: : -
il 20155 ach total
fertility rate of at least 0.6 children = b achieve a reduction 1n tota

National Reproductive Health Policy

and Strategy, 20012006 (F ederal Ministrv of Healtli).

i . . . :
The policy aims at addressing reproductive health issues such as to address the low level of
awareness and use of contraceptive and natural family pl

anning services. Particularly, to
increase the contraceptive prevalence rate from the present 8.6% 1o 20% (Tien et al., 2009).

National Reproductive Health Commodity (RHCS) Secuyity Strategic Plan,_2003-2007

This mncludes contraceptives and condoms for prevention of sexually transmitted infections

(STI) and HIV/AIDS. The strategic plan also compnses supply of all modern methods of
contraception, including condoms that arc used in the prevention of HIV/AIDS and other
STIs. The plan was developed in collaboration with civil sociely, thc government,

individuals, nongovermmental organizations (NGQOs), and the prnivate sector (Tien et al,

2009).

2.8 The contribution of family planning in achicving the millennium development
ooals

The millennium development goals (MDGs) were derived from United Nations Millennum

5 disease, iliiteracy, environmental

)

' ' te
Talbird (2006) a strategy to1ncrease contraceptive use can play 2 valuable complementary
albird (2 |

2% | l resources to
OIC and ] t ' to move closer to achieving their [ViD(IS by fl’CC ng up
r he P countries

MDGs
contnbution of family planning towards

Family planning generates wealth and

Hunger.
e Extreme Poverty and —==0 clated with the
1, ‘Eradicate @ngss National Product 1s cOff

capita
r. The per sed access to
reduces hunge —— (Barnett and Stein. 1998). Increascd ¢
prevalence Of modem con lth Services SUpPOrs women's social and
d

d reproduCtl\/C he

famuly planmng an oose the number and spacing of therr

them 10 €
cconomic well-being by cnabling

n Action

reduces the aggregate
1. 2010). N also
|pcmational

children (Populatio w (Cates. 20100)
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deniand tor increasing
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it. Achieve Universal Primary

prevents unintended pre ich i
Pregnancy which is 5 major obstacle to school attendance. Less

pnmary school (Lloyd and Mensch, 2008). In

ne, tulfilling the demand for family planni
annin
would save the education sector over - g

i 31 billion and would allow niore money to be
allocated to each student (Moreland and Talbird, 2006)

1. Prom i
ote Gender Equality and Empower Women: Unplanned pregnancies interrupt

wor ' |
ork and career plans. In Brazil and [ndonesia, use of long-acting or permanent

confraceptive methods was associated with a gre

(Bamett and Stein, 1998).

ater hkelihood ol working for pay

1v. Reduce Child Mortality: Birth spacing through family planning rcduces child

mortality. A study at Johns Hopkins University found that children born three to five
years apart are 2.5 times more likely to survive than children bom two years apart
(Setty-Venugopal and Upadhyay, 2002). About 640,000 newborn deaths would be

prevented if we could meet unmet contraceptive needs (Singh et al., 2009),

v. lmproves maternal health: Family planning allows for adequate spacing betwcen

births for mothers. resulting. in improved matemal health outcomes. Addressing the

need for family planning worldwide wou!d prevent 53 million unintcnded pregnancies

each year, protecting the health ol \vomen and their children (Stngh et al., 2009).

Combat HW/AIBS: Family planning is essential to preventing the spread ol
V1. ombad & i

Africa,
HIV/AIDS. In sub-Saharan |
. common methods Of LEANSMISSION (UNAIDS. 2009).

sexual intercourse and mother-to-chiid

trapSmission” are the MoOs

to male and female condonts can reduce the number of infections
Improsing access 10
4 3 Icher et al,, 2008).

' Wi
acquiired through sexual intercourse (

amily planning and reproductive health are

dity: F
vil. Ensure EmiLoﬂmQDt_‘lLMl‘g’

gics that promote ¢nvi

ronmcntal sustainahihty. With

stratc
cntical components of

and arablc

id be incrcascd nced for resources such as water
) rirowW
rapid population E

- tand for food (Population  Action
forests for fuc

f r rl i | ’. ' [ﬂ]]y p]annlng IH erUCC lllC p(\l)]]ln“nn OV rate
0 d
Mternational. 2005). Use W arowth
I (crndlloﬂdl, P
'n O 'nvlr()nmcnt
thus reducing the burden on €

23

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



24

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



29  Theoretical Framework:

dies which analyse utilizat;
Stu yse utihization of modem conr dceptives and specific methods such as

, | - long
acting among high fertiity women gare

L rare in Nigeria. The Nigerian government and other
ton’s : -
organisatton’s involvement in the provision of family plait R

(FP) services such as
injectables and IUD have boosted contraceptive utilization

(Tien et al.,, 2009). The
availability for contraceptive method has great impact on its utilization. This view 1S

consistent With Greene et al. report (2012), that contraceptive use depends on available

options, ease of use and information. Similarly, a study indicated that, the population 1n

Cambodian relies heavily on the dajly pjil and injectables partly because the methods are

most widely available and affordable. The benefits and shortcomings ol contraceptive

methods, cultural and religious belief and social acceptability of fertility control affect
contraceptive uptake (Hukin, 2012; Encyclopaedia Britannica, 2014). Also, service quality in
order to make an informed, voluntary choice of a contraceptive method through information
given to users such as undcrstanding of the relative effectiveness of the method; correct use
of the method; how it works; common side-effects; health risks and benefits of the method
influence use of contraceptives (WHO. 2009b). As well, provisions of low cost, safe and

effective contraception; discouraging son preference are part of the measures to lower fertility

) | 1} ' ves in that
| ' haviours are sensitive to incentives 1n ,
(United Nations, 2013¢). Family planning be

l <

mi i1y size (Heil et al.,, 2012).
continuation of contraceptive methods, and to hmit family s1ze (

. . r' e
o ecision-making on contraceptiv
three stages ford
k containing

; framewor :
A basic structure of 1r¢ olicy choice and research needs on whether. when,
P

- opportunity for :
introduction presentstan Opp Jlation technologies in the context of the service
reg

and how t@g wntroduce fertility

Ih ﬁrSt S[age 1S an aSSCSSlllellt ()f user dnd SErvice dell\ CI}
r c

enviropment and use

tja] programme constraints aimed at identification ol
and potentid

e addresses the que |
1994). Second stage involves design and

needs, programine policies. stion of the need for additional

The stag

nd Slmmons'
at both the 1sst

whteh. method or methods.

technology (Splcchandlcr a

es affecting services and users, The
look
earch 0

. ovidc a composiic
implementation of res 3 should pr P

In A
le ol NCwW {CChnOIOgy B
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picture of the potentia ¢ the poy

'nce
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in the 1ntroductory trial, or attending the cenfres participating in an interventi
. ervention
underutiized method (Spicehandler and Simmons

mmplication and utilization of

focused on an
1994),

Third stage considers the
research results for decision-

e making policy and planning. The
broad based participation of key stakeholders 1o advocates for the user community

service
providers, researcliers and policy

-imakers is a vital issue at this stage.

According to Bongaarts (1978), quantitative framework allows the dissection of a fertility

level into its proximate determining components, the intermediate fertility variables and that,
marmage, contraception, lactation and induced abortion-are the primary proximate causes of
ferulity differences among populations. As such, contraceptive practice is the intermediate
fertility vanable primanly responsible for the wide range in the levels of fertility within
marriage (Bongaarts, 1978). Contraceptive use includes attitudes toward" childbcaring
behavior, subjective norms and perceived behavioral control towards contraceptives. The
individual’s perception about the availability, effectiveness, and potential negative side-
effects of specific contraceptive methods is probably to influence thcir decision to use a
contraceptive method through one or more of these three paths (Emens, 2008). Beliefs
conceming the avatlability of contraceptive -methods are likely to affect contraccplive
behavior since they reflect both subjective NOMS and perccived behavioral control regarding

l ce individuals assume
contraceptives in that availability of contraceptive methods could make indi

a

) B on tha

' : milarly, the DCTCCP"O“ o o
Crimnuns. 1985). Sinularly =l <uccessfully cairy out her desire to limit her fertility.
a

t contraceptives are accessible may lead the

person to believe that sherwill be

and subsequent pchaviol ap

| birth spacing, thereb |
the risks of premature delivery and

e d y improves overall maternal health
to FP is likely'to lead to more OPEETe

' drome and
by lowéring. matemal depletion SYT

2007) According to 7011 Umted Nations report on

t al.
complications (Conde-AgudClO e C
o reproductiv . -
ffordable, and acceptable mecthods of FP. an
a -

health Services such as information and
World Fertility Policies. access |

f safe, effective,

: stems were
access o a wide range © < into primary health care sy

Od programmc

ome (}Ovcrnlncnts
thods could affect contraceptive bchavier
c MC :

ho
integrating FP and salc mothcr
yce fertility by S

{ contraccPV

of developing countnes, As well,

adopted in order to red

55 O reeved behavieral control
perceptions of ¢ffectiveness and through perceives

d the behaVvior

' , towar
since they nfluence atutudes
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(Emens, 2008). Therefore individual

perceptiOn on :
' | contraceptives could either encourage or
hamper the intention en g

10 use an effectiv '
tive method of contraceptives and subsequent behaviour.
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210 Conceptual Framework

[n our analysis We consider the demographic

. and socioeconomic factors associated with
modern contraceptive use among high fertility

| | women. These factors include age, types of
place of residence, region, age at first birth, husbands desire for children. number of !

ving
children, sex composition of living children, religion, ethnicity

wealth index, educational

altainment, husband’s education, respondent currently working, media exposure, family

planning (FP) media exposure, visited by FP worker in the last 12 months, visited health
facitity in the last 12 months, gender preference. Family planning exposure and knowledge
was considered as intermediate factors that act as means which influence contraceptive use
among the women. There can be disparity in contraceptive use because of these factors. For
example, age can be associated with the use of contraceptive mcthods based on age group,
since different age groups have different fecundity level, contraception knowledge and needs.
Moreover, women with higher education level may be better mlormcd than women with
lower education, and therefore likely to use contraceptive methods (Carr, 2000). Also,
exposure to FP media is likely to influence the use of more effective contraceptive methods
like modem method. As well, religious beliefs may either discourage or encourage womer
and partners from using contraceptive measures (Olaitan, 2011; Dixon-Muller, 1999). }.\ije
all, access to FP services may aid linkage between the independent and dependent variables.

methods.
better contraceptive methods such as modern
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Independent

Demographic Factors
» Age
‘ » Age at first birth
~ Number of living children

# Sex composition of living children

Socio-econontic Factors
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Variables > Region
» Ethnicity K-
» Residence
7 \Wecalth index
» Highest educational level
7 Partner's education level
» Respondent currently working
» Husbands desire ftor children
» Gender preference
T
) 4
> Media Exposure
Mediating > Family Planning Media Exposure
Variables S Visited by FP worker last 12 months
3>  Visited health facility last 12 months
1]
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' Variable 5 CURRENT el
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CHAPTER THREE

3.1 Introduction

This chapter focuses on the description of the study

area, target population, study design,
sampling method, data collection method and analysis. Other part of this section includes
limitation of the study and ethical considerations.

32  Brief description of the study area

Nigena became a republic with different admimstrative structuares, social groups, and distinct
cultaral tratts on October 1, 1963. Nigeria has about 374 identifiable ethinic groups, with the

Igho, Hausa, and Yoruba as major groups (NPC and ICF International, 2009). Currently,
Nigeria is made up of 36 states and a Fedcral Capital Tcrritory (FCT), grouped into six
geopolitical zones: North Central, North East. North West, South East, South South, and
South West. As well, there are 774 constitutionally recognized Local Government Arcas
(LGAS) in the country (NPC and [CF [nternational, 2009). The 2006 Population and Housing

Census figure for Nigeria's population 1s 140,431,790, with a national growth rate cstimated
c . . C
' igeria | n fnca
at 3.2 percent per annum, with this population, Nigeria is the niost populous nation 1n A

igeria ' PRB, 2014).
Currently, the projected population (igure for Nigena is approximately 177.5(

11 e population
ffect on national deVCIOpment due to prevallmg pattem of th popul:
[he adverse eftec

he Federal Government of Nigeria to approve the National Policy
C <

growth rate has prompted t o & 1988. The policy was reviewed i 2004,
t on ‘

on Population for Developmen e Development. This policy review
vielding to Nationalr'olcy

| e such as HTV/AIDS, poverty,
<ayes that come up o the cause of tim
was conseqdent upot 155U

to the policy, population factors. social and
£

ccordin
gendersinequality. among others. Acc

es are irrevocably interconnected and arc vital
u

nmen(al 1SS .
economicidéevelopment, and enVIro | nt 1N Nigeria The policy spccified a number of
developm¢€ | .
to thé*achjevemnent of sustamable e planning and implementation. The targcts
: ramm
g 1ts Prog

il 2 by 2015
QgEcts tn order (0 guide ¥ o growth rate 10 2%6 or lmwer by

ational POpu]aIIOn

ce the N
among others. was to redu o1 0.6 childrer

every five ycars by cncouraging child

' g tive previalence rote
Reduce the total fertility rate the contraceptive |

g (FP) [ ncrease

hy the use ot P
spacing through the use 9 oints per year throug
entiage P

for modem methods by at 1

1)
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The Nigena population typifies a pyramidal sha

Pe with a broad base. The broad-based age
structure O

f Nigeria’s population indicates that Nigeria has a high percentage of young

B
ngher number of dependants and rapid population growth. The ratio of
dependents (people younger than 15 or older

population,

than 64) to the working-age population (those
ages 15-64) is 88 in 2010 and 89 in 2013 (World Bank, 2014). Nigeria Demographic and

Health Survey 2013 report shows that, [nfant and under-five mortality rates in the past five

years were 69 and 128 deaths per 1,000 live births, respectively. The report further show thal.
one in every 15 Nigerian children die before reaching age 1, and one m every eight do not
survive to their fifth birthday. Similarly, maternal mortality ratio was 576 maternal deaths per
100,000 live births for the seven-year period preceding the survey, while twelve percent of
women and men are likely to die between exact ages 15 and 50. According to UNICEF
(2014), every single day, Nigeria loses about 2,300 under-five year olds and 145 women of

childbearing age. This makes the country the second largest contributor to the under-five and

matermal mortality rate in the world.

. ! . lementation conducted through relevant
: and programme 1mp
There are government policies prog

i | | ' u of FP
cies such as Ministry of Health that are aimed at improving access and utilization of F
agen u

P hood Federation ofdNigena Society for Family Health also work towards sinular goal.
arenthood Federation ,

: I | Mmistry of Health. 1n its efforts to
[ He F aCria through the edera
ederal Govemmernlt of Nlc rl

distributed free contraceptives to states and to FP and child
1stn

meet the unmet ficed for FP f Health, 2013). This is to curb the

| 2011 (Federal Ministry O

spacing programmes in ApnD

have unlimited access to contraceptives, that at
poor ¢an

. 'Cl .
cost bapriers o that cven the Very tive prevalence rate. Among others, Society for

d contracep

ase
the there will be incre
longrun i Improve

d Reproductive Health in Nigena
es

Marketing Project In

state
1t contracepliVe
rcligious ISsucs as contnbuhing

m
Eamitly Flealth initiated program Nigeria with the aim to heighten

ial
Project, Initiated Expanded S0Ci

e
But the curr
- mdicatcd cultural and

implied that hittle 1s achieved

contraceptive utilizal
that
Although, there are evidences

factors

3|

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



on the methodologies

In the report of the study as available on the web-platform

relevant information are provided below.

involved during data collection are

of the data originator. However,

The study was a crosSs-sectional design and utilized 2008 Nigeria Demographic and Health

Survey dataset collected by National Population Coinmission (Nigeria) and ORC Macro
Calverton, Maryland, USA (NPC and ICF Intemational, 2009). The survey was designed (o

allow reliable cstimation of most variables [or a variety of health and demographic analyses
at the vanous domains of interest. The population covered was women age [5-49 years. For
subgroup analysis, the survey also provides estinates with acceptable precision for important

population characteristics such as fertility, contraceptive prevalcnce and other selected health

indicators.

Nigeria is divided into states. Each state is subdivided into Local Government Areas (LGAS),
and each LGA is divided into localities. Additionally; during the last 2006 Population

Census. each locality was subdivided into convenient areas called census enumeration areas

(EAs). Nigena has 316 states, plus FCT-Abuja. At'the time of the survey implementation, the

: ¢ e the
list of EAs did not have Ccnsus information for households and the population becaus

cen f (4 g (o men [ S lVail ble Cafto ra th
Su vVas lllide S g tation CVISlon. For that reason, the C d g p

| location and 1ts identification.
was used 1 the EA
material demarcated for each EA

, s of EA
. . (PSU), 2 cluster for the survey was defined on the basis 0 S
o samplisg *'\ , requirement of 80 households for the cluster

nimuin
from the 2006 EAs.€ensus frame. A min

he selected EA Is M
n. If the the neighbouring EA About 36.800

all during the listing process. then a

size was uséed jn theé desig —

. uc

supplemental household lising R ge 15 40 wcre interviewed The sclected
5 .

d all women

houscholds< were selected. an

in 888 clusters !

Nigeria 286 clusters in the urban areas, and
n .

households were distributed lected using @ strati[ied two-stage cluster

ample was S€
and 602 tn the rural areas

The S
602 clusters 1n the rural areas.

the urban
design consisting of 888 clusters, 286 11

idcntificfttion:

, variables
dlld ' the wch

34  Pata source plat form of Mensure  DIIS

on

- sscd  aimpling yroccdures, pre-test,
The data  were 3cce e information on the samphng |
PDetdn e

(http://www measurcdhs com/) 1

I v
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5.49 were interviewed ' iginal sample, 36,800 women aged

3.4.1 Dependent variables

This study focused on a key

dependent variable which is “current use of any modem
contraceptives”. In

the original questionnaire that was used for the 2008 Nigeria

Demographic and Health Survey, a question was asked on the type of contraceptives the

individual woman used or was using during sexual intercourse in the last four weeks prior the
survey. The options include a range of contraceptive methods such as fcmale sterilisation,
male sterilisation, pill, intra-uterine device (IUJD), injectables, implants, mnale condom, femalc
condom, diaphragm, foanvjelly, lactational amenorrhoea method (LAM), emergency
contraception, rhythm (periodic abstinence), withdrawal and folk methods. The modem
contraceplives were pulled together to create the decpendent variable. Women that were using
at least one of the modem contraceptive were coded @s 2, those using any other miethods
coded as 1 and O if non use. Thus the categories are non use = 0, 1 = using any
Traditional/folkloric method and 2 = using any modem method. The second dependent

' 1
varable was similar to the first but the use of modem method was further categonzed to long

m method.
termi/permanent method and any other mode

34.2  The indcpendent variable

Demographic variables

vin ' ex omposm’on of livin
[hese are: age, age,at s birth,

children.

Socio-economiic /ac [PrS idcnce e[hﬂlC!ty, wealth index. eduCﬂllOﬂﬂl

of res
s of place .
Thesy N fgheion. e o dent currently working, media exposure. family
pon

. on. fe€S
attagunent, husband S educatl i
visited by

en, gender prefereénce.

1sited health facihity last
t 12 months. visited
p worker las

planning (FP) media exposure,
12 tnonths husbands desire for childr

ted sample S17¢€

women of childbeanng
lity

P O fertility women 1 the
35 Exclusion criteri agce Illgh );

The study focused on high fert
eans wome!

IfCt'l y *'u
C 7 who 3
Ntex his study M
Ontext Ofl IS 5
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that such Women should begin to prevent furthe
-

childbearing havfng reached the stipulated

- ated by the Nigeria Population Policy. 1988
that was reviewed in 2004. Women who were D g pulation Policy,

régnant, menopausal, not having sex in the
past four weeks before the SUrvey were exclyde

L d from the data sample. These women were
ex ed 1n the study i ey
2 Y In order 10 avoid bias, for the reason that, contraceptive use for the

purpose of pregnancy prevention in woinen who are already pregnant is of no effect. Also,

women Who are menopausal are unlikely to be pregnant. Similarly, women who did not have

sex m the past four weeks are not at risk of becoming pregnant within the same period, since
It is not possible to conceive without exposure 1o coijtus. In addition, wonien who did not

provide information on their current use of contraceptive status were also excluded from the

study. Using these criteria reduced the number of wonien 1n the sample from 33,385 to 3654.

3.6 Weighting of variables

The data was weighted by creating a variable from the sampling wesght. Weight sample =

2 BN wetghy The weighting became important since cluster sampling was adopted n
1,000,000 '

i b ‘ oper distribution of the sample in
sample sclection in order to ensure representaliveness and prop

the study population.

3.7  Data analyses

¥ st - e and logistic regression
no descriptive statistics, Chi-squar
Data analyses were performed using

. : ) . ;
dels with Statistical Package for Social Sciences (SPSS), version 20. Cross-tabulation o
modclis with

1St ’ rmed to assess the
h d bles A (thsele ted background characternstics was perfo
the dependent vanables w C

ables among subgroup O
degree of association between the dependent and

f women 1nvolved In the study. Chi-
varl
prevalence of the oulcome
the
square analvses (\Was used to examine N
1 £3 el
‘ficant level S | >
: based on the findings at bivanate levels. The logistic
g 0dScE

| o = 5%). The selection of the variables
independent’ variables with $18

: . B - s Wa
into the/{ogistic regression model

d linear model that extends the linear regression
lize
genera

regression,anodel is a type of 0-1 range. Start by considering the

| numbers to the

rea Hle Z, which can he thought of as the
td J .

modelby linking the rangc of

d CQn[anOUS var

‘ v cr values of 2
ekistence of an unobserve raceptives) with larg

. ' vistic regression model,
propensity to wards In the log E

pilites of usIm

, | :ater P"Qba :
corresponding to gre probability :

f the cvent of interest (current usc of any

., 7 and the
the relationship between /
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modern contraceptives) is described by this link fynct;
nclion,

The -
linearly related to the predictors. model also assumes that Z is

Zi = ﬁo + X: . ‘
P+ foxip + o 4 Bpxiyp (1)

where xij is the jth predictor for the itk Case, § is the jth coefficient, p is the number of

predictors. Since Z is unobserved, the predictors are therefore related to the probability of
interest by substituting for Z1n general logistic expression to have:

1
W =
U e~ BotBaxyy +Baxp++hpx y) (2)

The regression coefficients Pi's in equation (1) are estimated through an iterative maximum

likelihood method. The exponential of Bi’s is the odds ratio ol contraceptive use.

Multinomial was used to identify the predictors of modem contraceptive use. Multinonnal
Logistic Regression is the appropriate modcl becausc we classified subjects based on values
of a set of predictor vanables. The method is similar to binary logistic regression, but is mo.re
general because the dependent variable 1s not cestricted tortwo categories. Using multinomial

: ' to use modem
logistic regression, we€ created profiles of people who are most likely to

.

lassified into tliree categories (No method, Traditional/Folkloric methods and Modem
C 1

metno [ nomial m e (& . kel eigh u the
h d) h |tl (0] ] l Od l uses maximum lll\CllhOOd estunatlon t0 wc€ig p
{ . ¢ mu

’ thod used.
probability of categoncal membership of cach type of contraceptive metn
i )’

.os._ this requires the calculation of 3-1=2 equations, one
gories,

e category (not using an
modern contraceptives and the demographic

The dependent vanable g3 cate y contraceptive method) to

or each nve to he eferenC
for category relative t t r
een current usc of

hose the first category

desc”be the relationship bctw' (non USCI’S) as {hc reference, then,

WeC
and soefo-economic variables.

..+ 3
Plon=]) e(“)*ﬂ/mx*f’ﬁxlz* Bpip (3)

for =23 P =1)

for each category relative
d log-0dds, one
: 2 predicte
here Wl” be

t
. ¢ each Case,
Consequently. for e are more 1

2 groups computing probabilitics is
B s.

n iher .
10 the reference category. UG logistic regression For j = 2.3
' han it was tn (0B} ()
little more challcnging tha exp(Mpy) |

For the reference C4tcgory
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P(d)¢ - 1) — exP(Hn)
1+exp(Hy ) +exp(Hy)) (5)

Also, current use of modem contraceptive method was classified into fo

Tt ur categories (N
method, Traditional/Folkloric SOTESIND

methods  and  Qther Modem method and Long

acting/Permanent method). Therefore,

for}=2,3,4 Plag=))
P{l;.]f‘—_-l)

= (@B xin+Bjax+ B jxia++Bpx iy

(6)

Consequently, for each case, there will be 2 predicted log-odds, one for each category relative
(o the referencc category. Fory =234

. : exp(H ;)
For the reference category, P(w; =j) = 1+exp(“2|)+exp(}}|3|)+ek’p(““ (7)

exp{H,)
t+exp(Hyy) +exp(iy)

P(d; = 1) = (8)

3.8 Limitations of the study

The data used were predisposed to response bias/in that the study was based on data obtained

through cross-sectional examination of the respondents. This study is hmited to lugh fertility

e obtained
women hence, any information on-wolInen of ages less than twenty could not b
9

i t 4 survivin
since at the time of the survey the studied women were expected to have at least 4 surviving

children.

3.9 . B .
DLy G the National Health Research Ethics Comimittee
m

The ethical approval was obtained f[ro

(NHREC) and/informed consent ‘vas Soug -
y. Also, the permisst

ht from the respondent by the data originators

on to use the data was sought and granted
before the conduct of the surve

alysis.
before the d0mmencement of data analy

1n
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CHAPTER FQUR
RESULTS

4.1.1 Demographic characteristics of high fertilityv women

Table 4.1-1 shows the demographic characteristics of high fertility women of reproductive
age. The mean age of the women was 39.246.2 years with higher proportion found among
those aged 40-44 (27.9%) and 35-39 (26.8%) years. About 37% reported to have had their
frst birth in ages of at least 20 years and males constituted higher composition of the living

children (42.1%). The percentage of women consistently decreased with tncreasing number

of living children. it reduces from 33.0% among women who had four living children to

10 3% among those with at least eight children.
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Table 4.1.1°  Demographic characterist:
Demographic Characteristicg

Total _ Frequency Percent
Age group 364 000
15-34 .
35-39 769 21.6
40-44 978 26 8
45-49 1020 27.9
Age at first birth 867 23.7
9-14
15-17 490 13.4
18-19 g 31.8
20+ 637 17.4
N o . 1365 37.4
Nummber of living children
4 1204 13.0
) 044 75.8
6 680 18.6
7 449 12.3
8+ 377 10.3
Sex composition of living children
The same 765 20.9
More female 1350 37.0
More males 1538 42 1

iN

e e
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. | 2.7%) belong to
[slammic religious grou :
slar Broup and 45.2% were Christians while only 1.5% were ftraditional

. . West (30.0%) and South East (8.9%) regions
constituted the highest and least proportion of the eligible women for

worshippers. WOInen llVlng in North

) the study respectively,
and about 67% of the women live in rural areas. In terms of

| the distribution by ethnic group.
majority 43.4%%

of the women reported that they don't belong to the three major ethnic groups

in Nigena while 27.1% were Hausa, 17.2% and 12.4% were Yoruba and Igbo respectively.

Also, in the studied women, approximately the same proportion belongs to poorest (21.0%)
and richest (21.8%) wealth quintile respectively.

The percentage of thc women reduces with increasing level of education and similar pattem
was observed [or the composition of husbands according to their level of education. Majonty
(75.6%) of the respondents reported that they were working, 44.3% had family planning
media exposure while 36.3% had high exposure to media prior the survey. The destre for

children was highest (32.7%) where women and partners wanted the same number of children

and 30.5% had gender preference.

1)
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§§!l!"u" === S04

Christian Lo
[slam 1653 452
Traditional 1925 59,7
Others 55 1.5
Region 21 0.6
North Central
North East 538 14.7
North West 10 140
South East 1096 00
South South 326 8.9
South West 422 12.6
Residence 122 19.8
Rural —
Ethnicity i 063
Hausa 989 271
Igbo 452 $2°4
Yoruba 628 17.2
Others 1585 43.4
Wealth index
Poorest 766 21.0
Poorer 718 £9.6
Middle 688 18.8
Richer 684 e
Richest ) & o
I\-!i_ghest educational level 1745 47 8
o education 271 23 8
Prmary 775 21.2
Secondary 263 7.2
Higher
Partner's education level 1476 40.4
No education 895 24.5
Primary 821 225
Secondary 462 12.6
Higher
Respondent currentlv working 890 “72?6
No 2764 :
YCS 59 7
Family Planning Media Exposure 2034 44 3
T 1620
Al least one of radio teley1sion neWspaper - 2% 8
Media Exposure 1347 36.9
No exposure 1327 36.3
Low exposure B
High exposdire months 94.5
Ysied b fafliy fhn ing worker 1ast 12 TOEE= e -
iNQ
Yes o) 36 By
Visited Bealth facility L’é.-itlz—_mw‘i -7918 L
No
Y ey 1196 :)(2) ;
Husbands desire for children 1089 29
Both want same 144 1S
Hushand wants more 1228
IHushand wants fewer 60 5
DK 2i x‘) LT
Gender preference | 145

No prefcrcncc
Cendsr preferenes
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4.1.3 Contraceptives use among high fertility women

The data as shown in figure 4.} depict that, of those who are currently using any

comraceptive method, majority WEIe using modemn (660/0), while 34% were using
traditional/folkloric methods.

11
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Figue 4.1:__ Contraceptives use among high fertilty yome
n

= Traditional

= Modemn
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4.1.4 ' '
Specific contraceptive methods ysed of high fertility women

As shown in figure 4.2 the data revealed that

i cabict o 20 the method most currently used by the women

. d .270) while lower bercentage was reported for IUD (3.5%), pill (3.2%) and

ale condom (3.0¢ 1t] | ;

| (3.0%). Among traditional methods, periodic abstinence (4.1%) was the most

commonly used. ‘
Most of the women were using modem contraceptives with prevalence of

47
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Figure 4.2:

Contraceptive Method

[njectabl
JCclavles _ 7.2

.{

Mate Condor |
perodic absinence Y

Withdrawal

4
Percentage
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4.1.5 Mean number of children ever born and number surviving by women’s age

The data as shown 1n figure 4.3 revealed that the mean number of children ever born and the
mean number of ltving children by the women increase with increasing age. For instance, the
women of age 49 had the highest mean number of children ever bom (8.68), while thesir

counterparts of age 25 constituted the least mean number of children ever bomn (4.62) and the

mean number of living children (4.23).

45
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e

! er bom and number surviving by women's age
~=Mean number of children ever born

e ——

=== Mean number children surviving

—
=)
|

7.12 _ 7.27
6.18, 6.3 75.425.4}/-\’5'75 6.55
15.26535‘2é’46.5ﬁ.y‘-‘1/-_-—!

annt®

3.62.7% 649

25,2%_175-4 15.3%.

4243 g4 3 {6768 578483

O r»r N W & N O N 00 W

25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 48 49

Age of the women |
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42.1 Use of any Modern Contraceptives by Demographic characteristics

The data as shown in Table 4.2.1 show the association between contraceptive use and
demographic charactenistics. There was a significant difference in age group with respect to
any modern contraceptive measures by the women. For instance, the proportion of women
(20.6%) wm age group 35-39 who used any modem contraceptives was higher than women
(11.5%) in age group 45-49 (p<0.0001). The proportion of women who used any modem
contraceptives increases consistently with increasing age at first birth from 9.4% among 1hose
aged 9-14 to 23.3% of those aged of at least 20 years (p<0.0001). The data is also evidenced

that the proportion of women who used modem contraceptive methods falls consistently with

increasing number of living children.

47
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Table 4.2.1: Use of any Modern Contraceptives by Demographic characteristics

—m

T DEMOETADI e e e e e e e et
81:3:5::22:;5 '“COMT—MCMEL Total x -value Mean Mean
None Traditionall’ Modem Noof  (p-value) NCEBioc NLCzo
e Folkloric ______women
ol 739Q70)  8.9(324)  17.3(639) 3654 6723  55%15
Age eroup s =
s 73.0(575)  7.9(63) 19.2(151) 789 90.525  5.2+1.3  4.6%0.9
EEgd 66.9(654)  12.6(123)  20.6(201) 978  (<0.001) 6318  5.313
40-44 722(736)  10.5(107)  17.4(177) 1020 71423 S7L6
45-49 84.8(735)  3.7(32) 11.5(100) 867 8.0£2.6 ..6.2+1.8
Age at first birth
9-14 87.1(427)  3.5(17) 9.4(46) 490 148,470  7.8425 6.0£17
15-17 80.9(940)  7.1(83) 12.0(139) 1162  (<0.001)  7.2#2.4  .5.81.7
18-19 72.2(460)  7.8(50) 19.9(127) 637 6.6¢2.1  5.5t1.5
20+ 64.1(875) 12.7(172)  233(318) 1365 58+1.8  S.1%l.2
Number of living children
4 68.9(829)  11.2(135) 19.9(240) 1204 94.012 n.a na
S 68.9(650) 10.1(95) 21.1(199) 944 (<0.001) n.a n.a
6 77.2(525)  6.9(47) 15.9(108) 680 n.a na
7 79.5(357)  7.8(35) 12.7(57) 449 na n.a
g+ 90.2(340)  3.2(12) 6.6(25) 377 n.a n.a
Sex composition of living children
The same 72.7(556)  10.5(80) 16.9(129) 765 4.593 6.142.3  4.9+1 .4
More female 75.1(1014)  8.5(115) 16.4(221) 13500  (<0.001) 6.8£2.3  5.6%£1.5
More male 73.5(1131)  8.4(128) 18.1(279) . 1538 69423 5. 7¢16
n.a; not applicable
4K
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As shown in Table 4.2.2, the data revealed that 3|l

show significant association with contraceptive use j
hving children.

the socio-economic variables analysed

n this study except sex composition of

In terms of religious denominations,

| the use of modem contraceptives was higher among
Chnstian women (28.7%

) than their counterparts who belong to Islam (7.6%), Traditional
5 -
(3.6%) or other religious groups (14.3%), (p<0.0001). There exists regional variations in the

sIX geopolitical zones also, with South West (38.6%) and North East (3.9%) corresponding to

the highest and least proportion of women that used any modem contraceptive methods

respectively (p<0.0001). A higher proportion of urban dwecllers rcpotted use of modemn

contraceptives (28.5%) than their rural (11.5%) counterparts - (p<0.0001). Modem

contraceptive use was significantly higher among Yoruba (39.8%) and lgbo (27.9%) than
Hausa (2.6%) women. Proportion of women who reported tise of modern contraceptives
increased consistently from 3.0% among those in poorest to 37.3% of those in the nchest
wealth quintile. Similarly, percentage of womcn who reported use of modcm contraceptives
increased consistently with increasing educational-levels. For instance. the proportion of

women who used any modemn contraceptive method was least among women without formal

education (4.1%) and whose partners had no formal education (3.5%), while it was highest
among women with higher education (34.6%) and whose partners have higher education
(30.7%), (p<0.0001). The use of modemn contraceptives ainong women that were currently

working (20.4%) was higher than their counterparts (7.4%) who were not currently working
(p<0.0001).

Among women. that.were exposed to family planning (FP) media (at least one of radio.
television or newspaper) (26.9%), the use of modem contraceptives was significantly higher
than those who were nOt exposed (9.4%), (p<0.0001). Similarly, women who had high
exposure  to media had significantly higher modemn contraceptives use (31.7%) than those
whoAvere not exposed (5.8%), (p<0.0001). Also. higher proportion of women who were
visited by FP worker 1n the last twelve months (37.7%) used any modem contraceptivcs
when compared with women who were not visited (16.0%), (p<0.0001). Likewise, the use ol

isitcd health facility in the last twelve
tives among women that visi
any modem contracep

desire for children as their

her than women (13.6%) that had not visited any health

hushands (27.8%) had higher percentage use ol modem
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cont | '
raceptives than their counterparts whose husbands want more (12.1

& 0/ .
their husbands desire (10.0% o) or did not know

) for children (p<0.0001). Having preference for particular sex
promotes the use of any moderm contraceptive (20.3%)

when compared with those without
preference for gender (15.9%), (p<0.0001).
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- ar av watvh UL UUIIU?UCP“VCS Dy bOClO-CCOIlOIT\IC CnaraCICIISUCS
Backgr our.\d. Contraceptive use by method Total  x-value  Mean Mean
Charactenstics None Traditional Modem waomen (p-value) NCEBzo NLCzo
~ [Folklonc
Total 73.9(2701)  8.9(324) 17.2(629) 3654 6.7¢23  5.5%1.5
Religion
Christian 56.7(937) 14.5(240) 28.7(476) 1653 468981  6.01.9 §.3+1.4
\slam 88.3(1700)  4.0(77) 7.6(148) 1925  (<0001) 7.242.5 5.6+16
Traditional 87.3(48) 9.1(9) 3.6(2) 55 69+19 5.8+1.5
Others 76.2(16) 9.5(2) 14.3(3) 21 71423 5.5¢1,6
Region
North Central 74.5(401) 5.0(27) 20.4(110) 538 888.354  6.3%1.9 5.4¢|.g
Nonh East 95.3{(487) 0.8(3) 3.9(20) 510 (<0.001) 7.7§2.4 g g¢:.7
North West 94.8(1039)  0.7(8) 4.5(49) 1096 7.6x2.5 5-;1 y
South East S3.7(175) 24.8(81) 21.5(70) 326 23*2 ili 5
South South 60.8(281) 17.3(80) 21.9(101) 462 5-_,-%]--4 X o
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Residence 15
Urban 57.0(692) 14.4(175) 28.5(346) 1213 268.154 g.;::’;.; g-gi-}‘-()
Rural 82.3(2009)  6.1(149) 11.5(283) 244) (<0,001) 9+2. Ul
Ethnicity B+
Hausa 96.9(958)  0.5(5) 2 6(26) 980 . 10005 TAEEW o
Igbo 49.3(223) 22.8(103) 27.9(126) 452 (DN 52411 4.8£1.0
Yoruba 43.2(271) 17.0(107)  39.8(250) 628 05 5 6el6
19 1585 6.8+22
Others 78.8(1249)  6.9(109) 14,3(227)
Wealth index 422 74424  5.6%1S5
Poorest 95.8(735)  0.9(6) 3.0(25) 766 ?30 001y 12524 55815
7.6(628) 3.2(31) 8.2(59) 718 : :
e ey 688 69:2.4  S717
Mi $1.5(560)  6.7(47) 11.8(81) : 1 6
Middle o 684 64+ 1 5.6%l.
Richer 612419) 160N 3 IEE S S6:17 5113
Richest 45.1(360) 17.6(140) 37.3(29%) ~ |
: g al level p) 5.8+1 6
%15%75;,22‘3555"”‘53:‘3—( 1636)  2.0(37) 4,1(72) % (723 égf)) e 1 35t
Primary 65.1(567)  9.3(81) 256228 1L ' SeslS 50812
Secondary 49.3(382) 19.6(152) s N 3 5241 .4 49412
Higher 341(116)  21.3(56) N, 36OD = |
' tion level 76+25 §7¢1 6
B e Ga 51409 1106 . 3S6D WIS a0 6si1 el
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igher - w77 7 5.7+17
spondent currently working < 144.837  7.2£25 |
%c_nggn e $9.3(793) 3.3(29) ;’-4?(2)63 ’87)(?4 (<0.001) 65¢22  5.5%15
ves 69.01906)  10.6(295) 204063 7 6
| ' 7.1£2.4 5.7+1
Famil Plannlng_‘?lgdlra.glﬂm 9.4(192) 2034 378.126 : 111 d
e 65(1759)  4.0(83) 5 <0.001) 6.1£21  5.3%
:\10 23 2((942) 14.9(242) 26.9(436) g (
Media Expofure 5.8(57) 00  S06.008 73#24 27l
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0( e
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: . 1196 321802 .
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4.2.3 Use of any contraceptives of high fertility women by their age

The data as shown in figure 4.4 depict that, the use of any modermn contraceptive method
among women of ages 39 (46.8%), 41 (43.6%), 34 (40.6%) and 36 (40%) was significantly
higher than their counterparts of ages 49 (8%), 48 (13.2%), 45 (14.6%), 30 (14.7%) and 25
(17.0%).
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Figure 4 4: Use of any contraceptives of high fertility women by their age
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424 Demographic characteristics according to use of long acting/permanent

contraceptives

As shown in Table 4.2.3, the proportion of women who used long acting method 11 age group
45-49 was the higher (4.7%) when compared to those in age group 25-34 that had the least
prevalence of 1.3% (p<0.0001). The proportion of wonien in respect to long acting usage was
higher among those of ages 20 or more at their first birth (5.5%) while thc least prevalence
was among those aged 15-17 years (1.7%), (p<0.0001). The percentage of women who used
long acting contraceptives 1s higher among those with four (4.7%) or live (4.7%) and least

among those with at least eight living children (1.6%), (p<0.0001).
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Table 4.2.3: Demographic characteristics according to use of long acting/permanent

contraceptives

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Dcmogra;?hn_c Contraceplive use by method Toual x -value p-value
Characteristics Oher moder Long acting/ NiHiber
i S0 — Permanent of women — et
Total (13.5)496 (3.7)133 3654
Age group i — )
25-34 18.0(141) 1.3(10) 789 129.570  <0.001
35-39 16.5(161) 4.1(40) 978
40-44 13.2(135) 4.1(42) 1020
45-49 6.8(59) 4.7(41) 867
Age at first birth
9-14 7.6(37) 1.8(9) 490 152.757 <0.001
15-17 10.2(119) 1.7(20) 1162
18-19 15.3(97) 4.6(29) 637
20+ 17.8(243) 5.5(75) 1365
Number of hiving children
4 = 15T3(183) 4 (ST 1204 99.517 <(.001
5 16.4(155) 3.7(44) 944
6 13.8(94) 2.1(14) 680
7 10.0(45) 2.7(12) 449
8+ 5.0(19) 1.6(19) 37
: sition of living chiidren
%ﬁgﬁﬁo : “533(9_*4) 4.6(35) 765  7.837 0.250
More female 13.2(178) 3.2(43) 1350
More male 14.5(224 3.6(59) 1538
&5



4. L ] . = .
2.5 Socio €conomic characteristics accordin

g to use of lone acti
contraceptives 5 ng/permanent

Table 4.2 4 sh ' al t
ows the differential in use of long acting/permanent method by socio-economic

charactenistics.
s. The data show that the use of long acting/permanent method among urban

dwell ' '
ellers was higher (7.7%) than their rura] counterparts (1.6%), (p<0.0001). Women living

in South West (10°9%) and North East (0.2%) correspond to the highest and least proportion
of use of long acting contraceptive method respectively (p<0.0001). According to religion,
the long acting contraceptives used among Christian women was 5.9% and Muslims was
1.9°f; only, (p<0.0001)- Also, the prevalence was significantly higher among Yeoruba (11.0%)

and Igbo (6.0%) than Hausa (0.6%) women. The percentage of women who use long acting
contraceptives increased consistently from 0.0% among those in poorest to 10.3% of those in
the richest wealth quintile. Similar pattern for wealth quintile was noted for educational levels
of both the women and their partners. The proportion of wemen who used long acting
contraceptives was least among women without formal.education (0.7%) and whose partners
had no formal education (0.6%), while it was highest among women with higher education

(12.3%5) and whose partners have higher education(8.7%), (p<0.0001).

The proportion of women who were currently working that used long acting contraceptive
measures \was higher (4.5%) than their counterparts who were not currently working (1.0%).
(p<0.0001). The percentage of women who were exposed to famity planning (FP) media at
least one of radio. television or newspaper (6.6%) that use long acting contraceptives was
significantly higher than those who were not exposed (1.3%), (p<0.0001). Similarly, women
who had high exposure to media that used long acting contraceptives was higher (8.2%)
when compared to those who were without exposure (0.4%), (p<0.0001). Again, higher

proportion of women who were visited by FP worker 1n the last lwelve months (4.5%) used

long,actulg contraceptives than women who were not visited (3.6%), (p<0.0001). Also. the

userof long acting contraceptives among the women that visited health facility last twelve

months (6.4%). was significantly higher than women (3.0%) that had not visited any health

facility (p<0.0001) Women whose husbands want fewer children (10.4%) or having the same

0
desire for children as their husbands (6.3%)
rts whose husbands want more (2 1%,) or do not know thei

had higher percentage use of long acting

methods than their counterpa

husbands desire (1.4%) for children (p~0.0001). Preference for a particnlar gender barels
sbands

ShH

i
1
1
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promotes the use of long acting contraceptive measures (3.9%) when compared with those

without preference for particular sex (3.5%), (p<0.0001).
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uwiy WU LIV

Contraceptive use by method
— —_

e [ method  Total y -value p-value
Characteristics Other modem Long acting/ Number
Lo = Ly Permanent C_>f women e
‘}l;o:.al. (13.5)496 (3.7) 133 3654
Religion )
Christian 22.9(379) 5.9(97) 1653 470.443 <0.00i
Islam 5.8(112) 1 9(56) 1925
Traditional 3.6(2) 0.0(0) 55
Others 14.5(3) 0.0(0) 21
Region .
North Central 16.9(91) 3.7(20) 538 923332 <0.001
North East 3.7(19) 0.2(1) 510
North West 3.6(39) 0.9(10) 1096
South East 16.9(55) 4.6(15) s
South South 20.3(93) 1.7(8) ;S’;
South West 27.7(200) 10.9(79) P2
Residence 20.8(252) 7.7(94) 713 286:826 ' <0.00!
Urban A 1441
Rural 9(244) 1.6(39) =
Ethnicit g <0.001
Pl 2.1(20) 0.6(6) % o TN
Bbs 21.9(99) 6.0(27) 452
% 28.7(181) 11.0(69) 628
Yoruba 28.7%( 7 0(2 1585
Others 12.4(196) 2.0(31) -
Wealth index i 166 710.178 <0.001
Poorest 3.0(25) 8(6)(0()4) 718
Poorer 7.7(55) | '9((1 3) 688
Middle it 13(33) 684
Richer ,,7‘6(.,"%) 10.3(82) 798
Richest 27.0(2
Hichest educational ievel ) 0.7(13) 1745 806.392 <0.001
No education ?’ISS&II)%) +2(37) 871
Primary S T 6.4(50) 7175
24,7(192) ) !
Secondary 22 1(58) 12.5(33) 263
Higher . L. ) |
E_&EI_T\_CIMM - (47) 06(9) 1476 62)819 <0.001
7 . - - q
o education 18.3(165) 1.9(44) 393
Primary | 229( | 88) 48()9) 162
e 23,1(102) 8.7(40) )
igher :
Re%pgndentcurrem!v workmg6 (57) 1.0(9) 7890 146.108 <0.001
e 15.9(439) 4.5(124) 2764
Yes . , ' 1 <0.001
Family Planning Medig Exposufe 1.3(26) o
e 20.3(329) 6.6(107) 2
Yes §26.368  <0.001
Media Exposure 5 3(53) 0.4(4) o
No exposure 9.8(133) :;%1182)) 1327
7' i, g 230085 o s 878 0.001
Highrexposutc + worker last 12 MOning 3454 72.82 <V.
Vigitedby Family Planmin&=Ser -, 3.22(19?53) 199
\° 33.2(66) | 175545 <0.001
yes : {2 months 2936 - '
Visited health facility 1ast 22005 2988 s
No 25.8(18%) 001
3 children 3(76) 1196 336600 <0
I{usbands d;%;fe for cNATER L 5(257) ‘33(25’) 1089
Both the 32 more 9,7(107) 10.4(195) I+t
Husband wants fewer {8 1(26) ) d( ] 7) 1225
Husband wants 1ew $ 7(106) €10 1 423 0.001
DK . 43

ny Gender Rreference

12 4314)

1.5(89)

1113

Any : 1 9(44)
No preference 16.3¢ 182
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4.2.6 Useoflong acting/permanent contraceptives by age of high fertility women

The data as revealed in figure 4.5 show that, women of ages 25 (0.0%). 26 (0.0%). 27 (0.0%)
and 29 (0.0%) did not use long acting/pennanent method at all. But their counterparts of ages
37 (7.9%), 46 (7.7%) and 39 (7.2%) had the higher prevalence of use of long

acting/permanent method. While those of ages 30, 34 and 33 only had long acting/permanent
prevalence of 0.6%, 1.0% and 1.1% respectively.
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Figure 4.5: | ’
g Use of long acting/permanent contraceptives by age of high fertility wonen

~*=Long Acting/Permanent method
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4.3.1 Multinomial logistic regression of modern contrace

- ptive use by background
characteristics

In the unadjusted
] model, al] the background characteristics except sex composition of living

children, s 1onifi ats ‘
how significant association with modern contraceptives use. For instance. rural

wom 2 =
en were 0,282 (CI=0.236-0.338, p<0.0001) less likely to use any moderm contraception

than their urban counterparts. As perage at first birth, the women who 1narried in age groups
18-19 and 20 or more years were 2.557 (CI=1.780-3.675, p<0.0001) and 3.376 (CI=2.426-
4.698, p<0.0001) respectively, more likely to use contraceptive when compared to the
youngest age group (15-24 years). Compared with women without gender preference, women
with preference for particular gender were more likely (OR=1.446: CI=1.204-1.737,

p<0.0001) to adopt a modern method of contraception than those without gender prelcrence.

The result as shown 1n the adjusted model revealed that womien of ages 40-44 and 45-49
years were 0.653 (CI=0.480-0.915, p=0.013) and 0.419.(CI=0.289-0.609, p<0.0001!)
respectively less likely to use any modern contraceptive than their counterparts within the age
range of 25-34 years. Women living in North East, South East and South South geopolitical
zones were 0.338 (CI= 0.167-0.686, p=0.002), 0.395 (Cl=0.229-0.681, p=0.001) and 0.617
(CI= 0.397-0.959, p=0.032) respectively, less likely 10 use modern contraceptives than their
counterparts 1n the South West. The likelihood of modern contraceptive use was significantly
higher among women with five {OR=].528: CI=1.139-2.050, p=0.005), six (OR=1.554:
CI=1.118-2.160, p=0.009) ‘and seven children (OR=1.571: CI=].035-2.386, p=0.034)
respectively than those with four living children. Women belonging 1o [slanuc religion were

0 490 (C1=0.362-0.66, p<0.0001) significantly less likely than their Christian counterparts

to use any modern contraceptives.

Furthermore. the likelihood of use of any modern contraceptives was significantly higher
among Yoruba (OR=5.923 Cl=2.703-12.951, p<0.0001). Igbo (OR=3.730: CI=1.618-8 562.

p=0100}) and other non specified trihes (OR=2.518: CI=1.401-4.523, p=0.002) than their

Mausa counterparts, Similarly, being in the richer (OR=2.106: Cl1=1225-3.621. p=0.007) and

chest (OR=2.014. CI=I 022-3.990, p=0.001) wecalth quintifes respectively promolc the use
N =2. 2 :

 modemn contraceptives than women in the poorest wealth quintile. Also. Women's
of mode

a signtficant cffect in promoting 4 positive rcl

primary cducation was morc likely to use any modem

had attonship with modem
educatjon ha

4
contraceplive use. Wosmcen with

~p : 0).004) than were those without cducation As
contraceptives (OR=1

0l
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well, wives whose husbands had prnimary (OR=].924: CI=1.281-2.891, p=0002) or
secondary (OR=1.557: CI=1.015-2.390, p=0.043) or higher (OR=2.139: CI=1.328-3.444,
p=0.002) education respectively, were more likely to use modem contraceptives than those
whose husbands had no education. Women who had been exposed to family planning (FP)
messages were significantly more likely (OR=1.391: CI=1.071-1.805, p=0.013) to use any
modem contraceptives than those who had not been exposed. Additionally, those who had

been visited by a FP worker in the last 12 months were more likely (OR=1.566: CI=1.069-

2.294, p=0.021) to use a modem method than those who had not been visited. Meanwhile,
women who had wvisited health care facility in the last 12 months were significantly more
likely (OR=2.028: Cl=].589-2.588. p<0.0001) to use modem contraceptives than those who

had not visited, Pertaining to work status of the women, thos¢ with source of income were
more likely (OR=1.530; CI=1.105-2.118, p=0.010) to use modcin contraceptives than women
with no jobs, Women whose husbands want morc children {OR=0.738: Cl1=0.558-0.975,
p—0032) and those that did not know the stand-of their husband deswre for children

(OR=0 448: CI1=0.342-0.587, p<0.0001) were signiticantly less likely to use modem

contraceptives compared to those who had the same desire for children as their husbands.

»

{
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Table 4.3.1: Multinomial logistic regression of modem contraceptive use by background

i g

charactenstics
Unadjusted Adiusted
Background " ‘ - _ . juste
CharagcteriSlics P Exp(f) 95.0% C.. | p Exp(}) 95.0% C.1.
for Exp(p) for Exp(p)
- Lower Upper Lower Upper
ge group
25-34 R.C 1.000 R.C R.C R.C 1.000 R.C R.C
35-39 0.158 1.17} 0922 1486 -0.086 0918 0678 1.242
40-44 -0.093 0911 0714 1,161 0411 0.663*** 0480 0915
45-49 0665 0.514* 0391 0.678 0869 0419* 0.289. 0.609
Region
North Central 21156 0315 0242 0410 0133 0876 0.585 1311
North East 3078 0.046* 0029 0074 (1085  0.338** 0167 0.686
North West 2925 0.054* 0.039 0.075 -0.286 0,751 0428 1.320
South East -0.775 0.461* 0.334 0.634 -0.929 0.395** 0229 0.681
South South | 0885 0413* 0312 0545 L0482  0617*** 0397 0959
South West R.C 1.000 R.C RC LR.C 1.000 R.C R.C
Residence ‘[ |
Urban | R.C 1.000 R.C R.C R.C 1.000 R.C R.C
Rural - -1.265 0.282* 0.236 0.338 -0.228 0.796 0611 1.037
Age at first birth |
9-14 R.C 1.000 R.C RC R.C 1.000 R.C R.C
15-17 1 0317 1373 0965 11954 0.158 1.171 0.776 1.766
18-19 | 0.939 23557 1,780 3.675 0.349 1.418 0921 2.181
20+ 1217  3.376* 2.426 4.698 ' 03136 1.399 0930 2.103
Number of living children
4 R.C 1.000 R.C R.C R.C 1.000 R.C R.C
5 0.053 1.054 0.851 1.306 0424 .528%** 1.139  2.050
6 L0342 0710**° 0.552 0914 0441 | S54** 1.118 2160
7 -0.599 0.-5350* 0.401 0.753 0452 1.571*** 1.035 2.386
g+ .1364 0256*, 0.166 0.393 0.079 1.082 0.635 1846
: i hiving children
Sex composition L LEASENT)  Rc RO 'RC 1000 RC RC
The same | RC l, - ,
l 060 0834 1.349 | 0.095 1.099 0.799 1.513
More female Q039 H1- 372 0160 1.174 0925 1489
More males | 0.120 1.128 0.927 I '
Religton | | 1 000 R.C RC
. R.C R.C RC
Chnistian | R (;(ﬁ (l)?(,),?,, 140 0209 .0.713 0 390* 3162 0 664
Islam 1786 yooses 0025 0359 |-1ddd 0319 TR 1292
Traditional - . 1.72% 0377 7.85
Others 0891 0410 0125 197 SRR
SEthpicaty RC R.C 1.000 R.C RC
Hausa RC 1.000 s 915 1.316 3730%* 1618 8562
979 3592+ 2803 4 - o 4
Igbo | ‘ 554 7373 1779 5923+ 2703 125
Yoruba k74 52 s 3318 0923 ) 518°* 1401 4523
Others |1 0@k 2721 2452 2. — =
-' B 1 . | 1 000 RC R
Wealth index «c 1000 RC RC Rgs 1336 078s 227
Poorest 015 2760 | 709 4456 0,289 T - Al
Poorer N 9 4122 0.195 -
Middle 0935 220 ; 3’02 7 066 0.745 1ihpte 1228 A6l

I"r]-
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Table 4.3.1 (Continued): Multinomial logistic regression of modern contraceptive use by
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Unadjusted -
Background B Exp(B) J AT Adjusted |
Characteristics e fo; E:p( B) B Exp(B) ?s.OE“!:§ ﬁl)
- r
: Lower  Upper Lower Upper
Highest educational level
pone RC 1000 RC RC R.C 1.000 RC RC
Primary 0933 2.,542* 1,109 5.631 0526 1693** 1180 2429
Secondary 1.086 2.963+* 1.318  6.264 0.356 1.428 0955 2.136
Higher | 1.192  3.295¢« 2,674 7.093 0.193 1.212 0714 2.059
Partner's education Jevel
None R.C 1.000 R.C R.C R.C 1.000 R.C RC
Pnmary 1.023 2.781* 1715 6013 0.654 1.924** 1281  2.891
Secondary 1123 3073 2138  7.153 0443 1.557*** 1015 2390
Higher - 1.239  3451° 2462 7478 0.760 7 139** 1328 3444
Media exposure
No exposure \ R.C 1.000 R.C R.C RC 1,000 R.C R.C
Low exposure 0.786 2.196* 1.598 3.017 0.039 1.039 0.714 1512
I'Eghex_posure 1.762  5.825* 3130 9.127 0.110 1.116 0739 1.684
Family planning media E xposurc
No | R.C 1.000 RC R.C RC 1000 R.C I‘i.sco :
Yes | 943 4235+ 3503 07 0330  1391%** 1.07I
Visited by familip,lannicng worlkg{)(l)ast ] 2éngmhs = ] £ { 000 R.C R C
R. - : ) ’ : 9
T:Zs 1912 33590 2464 QSN 0449 1.566*+* 1060 2.9
Visited health facility last 12 months R.C 1 000 RC RC
No R.C 1.000 R.C 3 C:,-, 0:707 7 028+ 1580 2.58R%
s .I 1.222 3.305+* 2. 706 4122
R C v working 000 RC RC
Necjgondcm_unem vR C 1.000 R.C 5'579 | gf’S :.2(3)0‘" 1105 2.118
Husbands desire for children | RC 1.000 RC -
S:mean S R«C 12000 RC g 3C79 | -0.304 0.738*** 0558 0975
| | 4 Yeg 0302 021 0037 0963 0599 1359
Husb wants mmore 0736 1.640 | 3 . 0347 0,587
Husb wants fewer 0:094 1 .098 : 03 0304 | -0.803 0 448 -
DK ey 418 0,242° 0.1 = ‘ R.C
| | RC
Gender preference | 000 R C RC ' R.C z)gg(’) 0773 1.220



4.3.2  Multinomial logistic regression of long

background characteristics acting/permanent contraceptive use by

In the unadjusted model, only sex composition of living children, gender preference and

being visited by family planning worker m the last 12 months did not show significant

association with long acting/permanent contraceptives use. Woinen who have had their first
birth, within age groups |8-19 and 20 or more years were 3.025 (Cl=1.417-6.461, p=0.004)
and 4.047 (CI=2.006-8:163, p<0.0001) respectively, inore likely to use long acting/permanent
contracept;ves when compared to the younger women (15-24 years), The strength of use of
long acting’/permanent contraceptives increases with increasing educational level of the
women and their partners, with women and those whose partner’s have higher education were
2.584 (CI=1.381-3.943, p<0.0001) and 4.620 (C1=3.782-5.317, p<0.0001) respectively more
ltkely than were those without education. Also, women who had high or low exposure to
media were 6.391 (C[=3.407-13.582, p<0.0001) and 3,601 (CI=1.278-10.146, p<0.015)
respectively more likely to use long acting/pcrmanent-contraccptives when compared to those

who had no media exposure.

In the adjusted model. women of all age‘groups 35-39, 40-44 and 45-49 years were 3.28]
(CI=1.520-7.078, p=0.002), 2.752(CI=1.256-6.027, p=0.011) and 3.067 (Cl=1.364-6.894.
p=0.007) respectively. more likely to use long acting/permanent contraceptives compared to
women aged 25-34 years. Also;.wemen living in North East and South South were 0.093
(CI= 0.010 - 0.834. p=0.034).and 0.207 (CI= 0.079-0.541, p=0.001) respectively, less likely
to use long actmg/permanent method than their counterparts (n the South West. The wisit to
health care facility. promotes use of long acting or permanent contraceptives. Women who
had visited-healthcare facility in the last 12 months were significantly more likely

(OR=1.917-CI=).232-2 981, p=0.004) to use modern contraceplives than those who had not

visiteds The“odds of using long acting/permanent contraceptives 1s significantly lower among

women avho did not know the opinton of their husbands' desire for children (OR=0.313

Cl=0"174-0.562, p<0.0001} when compared to those who had the samne desire for children as

their husbands.

f]"‘:!
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Table 4.3.2: Multinomial logistic regression of long acting/permanent contraceptive use by

background charactenstics

| |

Unadjusted

| Adjusted

Background | Exp(B) 95,0% C.1. P Exp(P) 95.0% C.1.

Characteristics for Exp(p for Exp(f§
Lower Upper Lower Upper

Age group

25-34 (RC) RC 1.00 RC RC RC 1.00 RC RC

35-39 1292  3.641°% 1,783 7.435 1.188 3281** 1,520 7.078

40-44 1.238  3.450** 1,697 7.013 1.012 ) 752%** 1256 . 6.027

45-49 1206  3.340** 1639 6.803 1.123 3.067** 1364 6894

Region

North Central | -1.622  0.197* 0.118 033! -0.364 0-695“* 0349 1.;1;3

North East 4880  0,008* 0.001  0.060 22375 0.093 0010 O.

North West :3.247  0.039* 0.020 0076 .0.599  0.549 0.189 :33?

South East 21.041  0353* 0.198 0.629 0841 0.431 0172 L :

South South 22202 O.111* 0052 0.236 -1.575 0207** 0.079 0.541
South West RC 1.00 RC RC RC 1.00 RC RC
(RC)

Residence | 00 RC RC

RC 1.00 RC RC RC |

Ié:::? i | -1.949  0.142* 0.097 02097 |0440 0644 0392 1.057
Age at first birth e " - ot
9-14 (RC) | %Com 1)883 § (;48 5505 0144  O0R66 0.363 2.063
'12-'13 -1 107 3025+ 1 417 6461 001 89 (l)-ggf; 32;-‘& g 832,

i |y 163 0.111 | -

20+ 1398 4.047% 2006 8.

N umber of living children 1 00 RC RC

‘ N RC RC RC -

RO 0,008 0991 0660 1488|0453 1873 0915 2709

3 | = ‘ | | ) 782 0.393 -
.0945  0389** 0214 0.70S8 0.247 0 e B

g | -0.723 0.485***  0.256 0919 0.0361 l :3; 0-322 o

g+ 13520 0259*¢ 0111 0605 _T;Q;lﬁ 0 :

Sex composition of living ISR o g RC 100 RC RC
The same (RC) /RC N0 0937  2.35) 0.541 1.717 0955 3.088
More female o | 0395 135 07 1748 10280 1323 0839 2085
\More males | 0.150 lad62 _S.¥rc e ) ,

Y R

Relhgion RC RC 1.00 )
Crtian (RC)/| RC o S 0473 0623 0367 1.05
e 1595 0.203° 0.1 ~ J[

- RC

‘ - RC 1.00 RC

Ethpicity RC 1.00 RC RC RC et 0ag6 8672
Hausa (RC) ) 806‘ | 253 6 016 3 310 0 S8 12374
lgho | O?; 4128* 2018 8429 Sl 1,799 0521 6214
Y oruba :)256 | 927+ }.248 3260 _TQSR'? 3 L
Others o - = RC

— 1.00 RC
B:Lséi_&hl"i% [ 00 RC RC RE—,O 3 935 nsa1 7926
Poorest (RC) | X© ¢ 4289 0694 0782 l 480 4392 0721 &324
Poorer I ‘;f; 4803%** 1802 2 358 | 11 s c hm 0963 10326
hicEe e s620° 2983 RaATS | | 782 5 042 0087 11347

1,728 076
s Lga7 6342 3003
ichest
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Table 4.3.2 (Continued): Multinomial logistic regression of long acting/permanent

contraceptive use by background characteristics

. e i i, [— ="

Unadjusted Adjusted
packgtound B Exp(B)  95.0% C.. B ExpB) 950%CL
Characteristics P
) for Exp(p for Exp(p)
— (— Lower  Upper Lower Upper
Highest educational level =
No education (RC) RC 1.00 RC RC RC 1.00 RC RC
Primary 0.425  1.530* 1.169 2303 |0267 1306 0610 2794
Secondary 0.537 1.711* 1294 2872 [0221 1247 0553 2812
_Higher 0.949 2.584* 1.381] 3.943 0.043 1.547 0.588 4.067
Partner's education level
No education (RC) RC 1.00 RC RC RC 1.00 RC RC
Primary 0.903 2.468* 1.70} 3.246 0.816 2.260 0.965 5.295
Secondary 1.146 3.147* 2.370 4.159 0.353 1423 0.578  3.503
'Higher 1.530  4.620* 3782 5317 |0824 . 2280 0875 5939
Media Exposure |
No exposure (RC) RC 1.00 RC RC RC 1.00 RC RC
Low exposure 1.281 3.601*** 1.278 10,146 [0016.  1.016 0.335 3.078
High exposure 1.855 6.391* 3.407 13.582. | 0.504 1.656 0544  5.044
Family Planniny Mcedia Exposure
No (RC) RC 1.00 RC RC RC 1.00 RC RC
Yes 2,053 7.787* 5025 12.069 | 0.468 1.597 0938 2.719
Visited by FP worker last 12 months
No (RC) | RC 1.00 RC RC RC t.00 RC RC
Yes 0635 1887 0946 . 3.764 |-0293 746 0339 1642
Visited heaith facility l:_l-St 12 months
No (RC) | RC 1.00 RC RC RC RC RC RC
Yes [P 3.088* 2.125 4 485 0.651 1917** 1.232 2981
Respondent currently worksag
No ?RC) RC {.00 RC RC RC 1.00 RC
Yes 1805 . 6.078* 3.020 12232 [ 0734 2.084 0977 4443
Husbands desire for children
Husbands desire for children
Both want same (RC).“|-RC 1.00 RC RC RC 7 1,094 563:69 111854
Husband wants more. | -1.359  .257° Bl gl boteg B 637 0.709 2.891
Husband wants fewer 0562  1.754 3322 gzgg 013]5(?7 (1)31‘3" 0174 ‘(-)‘567
* 2 =1.102 - : o
DK :1.931  0.145 :
Gender preference 1.00 RC RC
e RC RC RC
Nopreference (RO) | RC 1700 /0, 1gas | -0020 0980 0637 1506

Gender preference 0243  1.275

o8/
70y

*Significant at 0.1 s+ Sipnificant at 1%: *2eSign
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_. CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIONS

5.1 DISCUSSION

Persistent high fertill.ty remains a problemy in Nigeria, its total fertility rate 1s one of the
highest worldwide despitc its large population size (WHO, 2014; Untted Nations, 2013b).
Unfortunately, the use of modern contraceptive is stnkingly low n Nigeria (NPC and ICF
International, 2009; Tien ct al., 2009; Adebowale and Palamulcni. 2014).-Policies have been
formulated 1n the past to check the rsing growth rate but the implcmentation 1s bad. Women
n Nigeria still bear above four children which were stipulated in the first Nigeria population
policy (NPC and ICF Intermational, 2009). Although, human right policy pennits couples to
bear children at wilt but the conscquences of high frequency of birth arec enormous. Large
family size 1s immical to child, maternal and family health and can compromise socio-
economic advancement of the familial generation (USAID, 2013; UNICEF 2010, Keistcr

2003). This study therefore, examined the pattern and correlates of use of modem

contraceptives among high fertility women of reproductive age in Nigernia.

The data show that the mean age ot the women was 39.2+6.2 years and most of them were

rural dwellers. Moreover. about half of the women were uneducated and roughly one third of
| them came from North West.region. Nearly all the women were not visited by family
| planning (FP) worker.in the last 12 months, majonty of the women had not visited any

| healthcare facility and more than haif had FP media exposure.

The mean age 0f 39.2 years found 1n this study 1s expected since the women under study are
expected to have had at least four living children regardless of the number of children they
must haveisgiven birth to. The mean age 1s higher and in agreement with 2008 demographic
| healthysurvey which reported the mean age of women of childbearnng age to be 28.7£9.5

years irrespective of their birth status or parity (NPC and ICF Intermational. 2009). Also,

higher proportion of rural and not educated women composition in this study 1s as a result of

the specific (having at least 4 children) nature of women undcr study. Previous studies have

found women in the rural areas and poorly educated women to have higher numbcr of hving

children than their counterparts hving 1n the urhan aud better cdncated (Adebowale and

Palamulens, 2014)

HH
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The prevalence of dny contraceptive method and modem method

this study are higher than the figures for women of
(NPC and ICF Intemational, 2

found in
reproductive age in Nigena

009). This is expected since women who already have high

fertility are expected to do something to prevent further childbearing unlike the 2008 data

whi . .
uch encompass women with fewer number of children and those that have not begun

childbearing.

Beside sex composition for living children. all the demographic and:socio-cconomic variables
analysed were significantly associated with modern contraceptive use Injcctables were the
most used contraceptive mcthod by the women, which was consistent with previous findings
(Ameh and Sule, 2007). [t is the most-preferred method of choice, mainly because of privacy

reasons and easy accessibility at public-sector facilities (Tien ct al, 2009). Similarly,

intrautennc device, pill, and male condom were also commonly used among the women.

The study indicated that a significant difference existed between rural and urban residents in

| the use of modem contraceptives with. urban dwellers morc likely to use modem
| contraceptives than the rural women. The findings are in accordance with previous studies
|
I

(Adebowale et al., 2011; Carr et al., 2006). Generally, urban women are more likely to be
l better educated, employed, or to have choice, earn higher income than their rural
| counterparts. have /more access to FP programmes and contraceptive services than rural
women where unmet need for FP has been shown to be high (Carr et al,, 2006; CDC. 2010).
The results havealso shown that women of Yoruba and Igbo cthnic groups were significantly

more liKelv torutilise modern contraceptive method than their Hausa counterparts. The study

indicated that educational level of women had an incremental effect on modem contraceptive

use. Fewer women without formal education used modem contraceptives than did their

] counterparts who had completed higher school or less. As well, educational attainment of

partners of the women is positively rclated to modem contraccpiive use Prior rcscarches

have noted that as the educational level increascs, there is more likelihood to plan family sizc

: through deliberate use of birth contro! methods, since educated wonten are more mformed of

ntraceptive methods and they arc ablc o participate I the decision-making process ol
CcO

')
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studying facili
. ying tacilitate more use of contraception among educated women than

(Adebowale tlhterates

2011). Simi
). Similarly, use of modem contraceptive was found to be lower among

poorer women th ' ‘
an the richer women. Previous research has noted that, wealth inay be

Important ‘ ‘ | '
P because of its correlation with education and wealth may also have effects on

dexi - .
esired family size and contraceptive use effectiveness (Adebowale and Palamuleni, 2014;
Fapohunda and Poukouta, 1999).

Women's working status also had a significant effect on contraceptive use. [Higher odds of
modern contraceptives use were found among women who were currently working or eaming

morc income than their counterparts who wcre not working. This«finding is consistent with

the finding that, working women tend to choose more long term eftcctive inodem methods
] since they were more likely to have thc ability to makc a fertility choice and employment

oppoitunities (Jayaraman, 1995). The findings on mcdia exposure and FP media cxposure

were noteworthy. Women with exposure to FPand those with higher exposure to mcdia
messages were more likely to use modem contraceptives than their counterparts who were

not cxposed or without higher media exposure, respectivcly. As well, higher odds existed

among women who were visited by FP worker and those who visited health facility in the last

) twelve months respectively than their counterparts who were not visited nor visit health
facility. This finding supports‘the conventional belief that exposure to media messages such
as FP might encourage changes 1 reproductive health behaviour such as marital mmteraction
and preference for fewer children (Qyediran, 2005) It was interestingly noted that, the odds
of current use of‘modem contraceptives was higher among women whose husbands want
| fewer children or.having the same desire for children as their husbands than their counterparts
whose husbands want more or did not know their husbands opinion on desired number of

children. Number of living children also has a major effect on modcm contraceptives use

| likely to u dern
among the’ women. Those who had more than four children were more likely to use mo

contraceptives. On the other hand. nearly all the varnables considered portray the same

pattern in use of long acting/permanent methods of contraccptives among the women with

exception of age and region. Womcen of age group 44-49 have higher odds of usc of long

| ting/perrnanent rnethods. The reason 1s that, older women may prefer to opt for either fong
ac ‘

t e;manent measures of contraccpion because thcy may have ohtauwied the desired
erm or p

> I \ I] tlll‘ .‘l‘](l\
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modem Contraceptj ' l
ptive use was higher in the South East than North West. Differences in

cultur ! |
tural and regional setting may have been the reason why long acting/permanent was

mostly used in South East than South South that has higher use of modermn method on general

note. The demographic distribution of Nigeria by region shows that South East and North

West inhabitants are predominantly Christians and Muslims (National Population Census

. . .
report, 2006). Studies have revealed consistently that, Christians use contraceptive than

Muslim women (Adebowale and Palamulem, 2014: Envulady et al,, 2012; Shah et al., 2006:
} Ahiadeke, 2001).

The study also shows that, the mean number of children ever borm and: the number of living

:‘ children were 6.7+2.3 and 5.5%1.5 respectively. The mean ages of both number of children
ever bom and number of living children to wonien under study was higher than those for all
the women as reported by 2008 demographic health survey. This is predictable, since all the

women under study have at least four children, while 2008 data includes women with fewer

numbers of cinldren and those that have not begun childbearing.

3.2  CONCLUSION
The general pattermn observed imply that prevalence of modern contraceptive use was very

low among alt the classes of women examined, while their level of fertihty was found to be

high Moreover, Injectables were.found to be the most preferred contraceptive method by the

women. It was found that higher education, being in Christian religious group, belonging to

the higher wealth quintile, desire for fewer children by husbands and exposure to family

planning information either through media or home visit by family planning worker or

e e et S——

women visit to health*facility boost the use of modcm contraceptive. Also, women who arc
less likely ‘toslise modern contraceptives were those fromy North Easl. North West. rural
dwellers. unemployed and women who were younger at their {irst birth, Similar patterm was
* al€0 obsefved for long acting/permanent mcthod among the women. For instance, women

livingyin North West and North East are less likely to use long acting/permanent method than

their counterparts in other regions.

| It has been established that vanous demographic and socio-cconomic factors aflect usc of
7 t has

cxplanatory variables examined were found to
mong thc women. The
modern contraceptivces a

; tion of sex composition of
2 - dern contraceptives, with the excep
be predictors of the usage ef mo

.1 first birth. gender preference and media expasure
' living children, residence. age at first g p

71
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5.3 RECOMMENDATIONS
(1)

Higher education as found in this study is associated with modern contraceptive use
Therefore, gover

nment and other organisation should strive to support and encouragc
female education in Nigeria.

(2)

Exposure to family planning information either through media or home visit by family
planning worker or women visit to health facility increase the use of modem
contraceptive. Innovative methods of dissemination of information on the use of

contraceptive should be provided particularly among high fertility women in Nigena.

(3)

More concerted effort 1s required to boost the usc of long-acting and permanent
methods of contraception, particularly among high parity women in Nigena.
(4) The identified predictors of modem contraceptive use found i this study should be

taken into consideration while dcsigning strategies to increase contraceptive use in
Nigenia.

(5) The level of fertility found among high fertility women in Nigeria 1s high. Therefore,

government should map out the strategy of reaching young women who are just

begmning childbearing on-the need to use modern contraceptive either to space or limit

childbeaning. This will reduce the number of children they bear at the end of their

childbeanng years.

n
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